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PARTIE II. POSER LA PROBLEMATIQUE

« Cela dit, en quoi consiste ce travail de dévoilement:
mettre au jour – c'était une des intentions traditionnelles de la
philosophie – des choses que, d'une certain façon, tout le
monde sait, mais qui se situent à un niveau de profondeur où
on ne va plus chercher. »

Pierre Bourdieu [2004]

INTRODUCTION ET CADRAGE

La première partie est centrée d’une part sur l’origine de la recherche et d’autre part
sur les aspects relatifs aux outils et méthodes de recherche. Cette deuxième partie nous
amène dans le vif du sujet : l’organisation de santé et ses ressources humaines. C’est à
partir de l’analyse de situation du district de santé qu’il est possible d’envisager les
perspectives professionnelles attendues. Nous commençons cette partie par un débat ouvert
sur le concept de district de santé.

Dans la mesure où le district de santé peut être considéré comme une nécessité
organisationnelle basée sur un rationnel argumenté, il peut servir de référence pour un
modèle d’organisation de nombreuses activités de santé. Néanmoins, il est tout aussi
important de considérer ce district et le système de santé dont il fait partie comme une seule
vision d'une organisation centrée sur ses professionnels et ses problèmes médicaux
exclusivement. L’élargissement des questions médicales à des problèmes de santé et de
bien-être des populations fait en revanche apparaître le côté réducteur d'une organisation de
santé basée sur la définition simple d'un seul système [Segall, 2003 ; Porignon, 2003]. Une
approche systémique des problèmes de santé au sens large des communautés entraîne
nécessairement une vision multisystémique des organisations pour y répondre [Weinberg,
1992].

Le district de santé peut être considéré à la fois comme un concept purement théorique et
comme un outil pratique et nécessaire de rationalisation. C'est la compréhension de cette
double vision qui doit permettre d'appréhender l'organisation de santé dans toutes ses
limites.

On peut se questionner sur les arguments permettant de défendre le point de vue d'un
rationnel nécessaire. Ces arguments sont multiples et sont ceux, plus transversaux, des
organisations et des systèmes en général. Pourquoi organiser les soins et services
médicaux dans un système de santé ? Quelle est l'historique des organisations de santé
dans les contextes du sud ? Pourquoi n'existe-t-il pas le même type d'organisation dans les
contextes du nord et quelles sont les différences des organisations de santé entre le nord et
le sud ?

Si on part de la définition des problèmes médicaux, un système de santé aura plus ou moins
de facilités à définir une structure relativement rationnelle au regard du niveau technique de
la prise en charge médicale. En élargissant la définition des problèmes de santé auxquels un
système doit faire face, les limites d’un tel rationnel apparaissent rapidement. Ce ne sont pas
les seuls acteurs médicaux concernés, ni le niveau ou le plateau technique qui vont répondre
avec efficacité aux problèmes [Parent et al., 2003].

On voit ainsi apparaître une sorte de corrélation entre une approche globale de l'individu et
des communautés qu'un soignant est amené à considérer, et une approche systémique des
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problèmes de santé d'un individu ou d'une communauté auxquels une organisation de santé
doit faire face. Dans les deux cas, l'organisation de la formation médicale et celle du système
de santé ne sont pas adéquates. Elles sont réductrices.

Il est utile, dans la révision des cursus de santé en vue de réformes basées sur des
approches plus ouvertes et orientées sur les tâches réellement effectuées par les soignants,
de considérer également la nécessaire ouverture du système de santé lui-même. Dans la
ligne des analyses des systèmes complexes [Bonami et al., 1996], le système de santé en
est bien un. On ne peut le simplifier à outrance dans un rationnel ciblé sur des problèmes
médicaux. Il est soit nécessaire de le définir comme tel, soit utile de le décoder dans sa
complexité nouvelle, celle des problèmes de santé, de bien-être et de ses communautés,
elles aussi multiples [Pineault et al., 1995].

Le maintien du système de santé dans un rationnel réducteur mais bien déterminé peut
également être appréhendé dans une approche intersectorielle qui définit les visions de ses
actions à travers des champs aussi divers que ceux des sciences humaines et sociales.
L'action est alors nécessairement coordonnée à d'autres niveaux plus « méta » du système
afin d'assurer une vision systémique des problèmes. A titre d'exemple, on peut décrire les
problèmes des ressources humaines en santé. La gestion de la formation et de la qualité des
soins dépasse totalement le système de santé et seule une approche intersectorielle réelle
entre planification, formation et santé peut améliorer durablement l'efficacité des formations
initiales et continuées des agents.
Un autre exemple plus proche des populations est de considérer le problème de l'hygiène et
des maladies transmissibles [World Bank, 2005]. Dans quelle mesure le système de santé
va-t-il pouvoir faire face à des changements de comportements déterminés par des variables
aussi complexes que les savoirs, les savoir faire et les représentations ? L'organisation de
santé doit devenir une organisation culturelle et contextuelle très fine qui ne peut alors être
standardisée selon un modèle rationnel. La flexibilité de ces adaptations peut seule provenir
de ses acteurs et il est alors question d'analyser l'adéquation des formations aux différents
contextes. Le champ est à nouveau intersectoriel. On ne peut envisager un seul système de
santé identique pour plusieurs contextes à moins d’en accepter une certaine réduction et une
nécessaire adaptation aux problèmes des contextes et de leurs populations.

Afin de documenter cet avant-propos, cette partie propose des analyses de situation, sous la
forme d’un article et de trois tableaux synthétiques ou posters, de la problématique globale
de la qualité des soins au sein des districts de santé et de l’approche plus spécifique des
problématiques du manque d’adéquation des formations de base et continuées des
professionnels de santé dans différents contextes.

Les analyses de situations sous forme systémique, présentées ci-dessous, permettent de :
- vérifier la représentativité des acteurs dans un processus de changement face à une

problématique commune (dénominateur commun) ;
- corriger cette représentativité en fonction de l’évolution du changement, tout le monde

ne doit pas être présent au même moment, mais chacun devrait avoir participé au
processus à un moment. L’étape à privilégier est dépendante du profil de chaque
acteur ou groupe d’acteur ;

- visualiser, d’une part la limite de son action et, d’autre part, les actions
complémentaires ;

- favoriser la cohérence.

Au total, il s’agit d’une analyse des systèmes d’actions régulées qui devrait permettre un
management, voir une planification des activités, en relation avec cette complexité. Par
ailleurs, l’analyse des déterminants des comportements des acteurs confrontés dans ce
système d’actions régulées devrait permettre d’élaborer des axes stratégiques cohérents
pour l’action tout en visualisant les limites de cette même action.
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L’élaboration des modèles PRECEDE est documentée à la fois dans l’article ci-dessous et
en introduction dans chacun des tableaux synthétiques. Par ailleurs les articles 3 et 4 dans la
partie trois présentent l’ensemble des étapes d’élaboration d’un modèle PRECEDE selon
l’approche systémique de Green et Kreuter.

Après cette deuxième partie de la recherche, la troisième va nous amener à considérer à la
fois les analyses de situation PRECEDE et leurs traductions en modèle PROCEED, dans le
cadre de la mise en œuvre de l’action. L’ensemble est en interaction dans le cadre de la
gestion de cycle de projet.
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Abstract

The health district is an entity, which may appear well circumscribed and clearly identifiable.

Nevertheless, when analysing the medical, economical, organisational aspects, numerous elements and

levels of analysis can be totally ignored. L.Green’s systemic model (PRECEDE-PROCEED) is usually

applied for the analysis of situations in health promotion. However, it gives also a relevant answer to

the need of obtaining a common vision on expected change and on interrelated factors and

determinants of individual, social and political changes in health services at district level. The results

are firstly observed in the process itself, which is in the building up of models in each context using a

really participating approach.

In the contextual analysis, the health district is made up of 19 groups of different actors, each of them

having different behaviours, favourable or not, to the improvement of the global well being in their

work settings. In each identified group, educational and specific motivational factors related to health

workers need to be discussed. The second result consists in the final model obtained by this

consensual approach.

The environment plays a very significant role on the perenniality of actions but it is not the only factor

ensuring the durability of interventions. The number of variables studied in the institutional diagnosis

shows the importance of political choices given to all actions aiming at improving the well being of

all.

Key-words : health district ; systemic analysis ; primary health care ; planning ; health policy

Introduction

In the 1990s few countries in the world where

important transformation of the health system

has begun to ensure equity in resource

allocation, have restructured the health system

according to a 'district health system' (DHS)

and delivered health care according to the

principles of the primary health care (PHC)

approach (1). The objectives set at Alma Ata

would not be met unless there was a clear

recognition of the necessity to create a

coherent vehicle to manage the delivery of

PHC (2). This recognition resulted in the

development of the DHS concept that has been

promoted by the World Health Organisation

(WHO) (3). There is a national consensus on

the principles underlying the establishment of

the DHS and what the DHS should strive for.

These include: overcoming fragmentation,

equity, provision of comprehensive services,

effectiveness, efficiency, quality, improved

access to services, local accountability and

community participation, decentralisation,

developmental and intersectorial approach, and

sustainability (4). This policy implementation

differs from one country to another. Districts

are units of planning. The size of this unit is

large enough in power to cover an entire health

system made up of several dispensaries and

one hospital, but too small for the managers to

take into account some characteristics of the

zone during the planning process.

Nevertheless, when analysing the medical,

economical and organisational aspects,

numerous elements and levels of analysis are

sometimes totally ignored. The consequences

on action are obvious. Systemic analysis

enables providing common vision to the actors

of change and generally defining priority

issues on which a need for action on related

problems is expected (5).

This work described the PRECEDE

PROCEED model of analysis (6) within the
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framework of the health district. This approach

respects various dimensions of individual and

organisational comprehensiveness and

identifies the factors and determinants, which

condition the quality of care and services. This

method can be useful as a tool for evaluation.

This systemic approach makes it possible to

include/understand the processes and their

operation through the interactions between

various variables (the experimental validation

of the assumptions can in particular be well

represented in this type of model) (7).

The objective of this paper is to enhance the

fact that a multidisciplinary and systemic

approach is the basis to the understanding of

interrelated actors’ behaviours, quality of care

and organisations at district level and to

present a methodology, which may help health

professionals to construct through different

process (training, project, evaluation,) a

relevant vision in order to ensure a global

support of health district activities in their own

setting.

Method

A participative process for the development of

the systemic analysis

The results of the model are firstly in the

process: this is the building up of models in

different contexts using a participating

approach and reaching a consensus. The choice

has been done to present results of this process

as objectives pointing out priorities. The

content of this research was constructed

progressively and then used as a tool for

discussing priorities and impact (evaluation) in

three health district contexts in Africa:

Senegal, Rwanda and Democratic Republic of

Congo. The participative process, which is the

base to elaborate a model, was initiated

through workshops and visits in the projects,

starting from discussions on the actors

experience to conceptualize and organize their

tasks and activities. Even if each district

worked out its own conceptual framework, the

results of the analyses in the three contexts are

presented in such a way as to allow a

comparative analysis and to draw conclusions.

Presentation of the systemic model

Green’s and Kreuter's systemic model

(PRECEDE-PROCEED) is usually applied for

the analysis of situations in health promotion

(8). However, it gives also a relevant answer to

the need of obtaining a common vision on

expected changes and on interrelated factors

and determinants of individual, social and

political changes in health services at district

level.

This model allows the planning of the

interventions in health promotion starting from

a social and epidemiological, behavioural,

environmental, educational, organisational,

administrative and political diagnosis. The

development of this systemic analysis model

was done with the involvement of a large

number of representative actors. Designing a

systemic model according to Green and

Kreuter proceeds itself in a double orientation:

firstly, a situation analysis called PRECEDE

phase ("Predisposing, Reinforcing and

E n a b l i n g  C o n s t r u c t s  i n

Educational/Environment Diagnosis and

Evaluation") and secondly, a strategic analysis

that can go until developing a specific action

framework called PROCEED phase ("Policy,

Regulatory and Organizational Constructs in

E d u c a t i o n a l  a n d  E n v i r o n m e n t a l

Development"). We use it in this paper only

for the situation analysis of the health district.

Construction of the systemic model

The full model should necessarily analyze the

educational (educational diagnosis),

environmental (environmental diagnosis) and

institutional (institutional diagnosis)

determinants specifically in relation with each

group of actors and identified behaviour. The

model is composed of five diagnosis in relation

with the studied problems:

- The diagnosis on priority problem : the lack

of competent health professionals (adequacy

issue) added to a misdistribution of them leads

to a additional global problem in the quality of

care provided in the nursing and obstetrical

services. The analysis of the priority problem

is undertaken from social and epidemiological

diagnosis. The social diagnosis studies the

relationship between the quality of life and the

health problems. Social problems in a

community are relevant indicators of quality

( 9 ) .  These indicators must integrate two

dimensions: a quantitative axis (employment,

unemployment, absenteeism, level of

education, density of population, rate of

criminality, segregation, housing, social

services...) and a qualitative axis (answers of

the population to the obstacles to improve their

quality of life). The epidemiological diagnosis
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allows identifying the specific problems of

health. The knowledge of the epidemiological

data like the incidence, the prevalence and the

distribution of health problems will allow the

determination of the priorities for actions.

- The behavioural diagnosis is the study of the

relationships between the behaviours and the

health problems to identify the multi-factorial

causality of situations (10). The specificity of

this diagnosis is the exhaustive enumeration of

all the direct and indirect actors in relation to

the stated problems (target population, specific

actors and others people). For each group of

actors, an example of behaviour is presented.

The list of behaviours is this model is not

exhaustive. Categories are not mutually

exclusive; behaviours are formulated as far as

possible in the form of problems.

- The environmental diagnosis is the

complement of the behavioural diagnosis.

Some factors related to the environment

(physical and social environments) must be

required. This diagnosis allows the recognition

of factors linked to the environment and

directly causing the epidemiological and social

diagnosis.

- The educational diagnosis shows the

behaviours according to their causes: the

determinants in relation to the identified

behaviours. This diagnosis is carried out at

several levels in relation with all groups of

considered actors. All these determinants are

classified in three categories: the predisposing

factors (knowledge, attitudes, {values,

perceptions, beliefs, representations,

intention}), the enabling factors (personal,

social and community, skills), and the

reinforcing factors (feedback received or

anticipated by the person from significant

others in the community related to the adapted

behaviour).

- The political and administrative diagnosis is

the data analysis of the administrative,

institutional, organisational context, which

influence the installation of a program in

relation to the analyzed problems.

Results

The experiences in 3 countries show that, the

priority problem is the quality of care and the

lack of global health approach for their

populations. The actors of the health districts

in the three projects recommend a global

vision of health: a state of complete physical,

mental and social well being in the community

(11). The explanation of the problems requires

more precise elements. The epidemiological

and social diagnosis brings us to specify the

problems in the fields of accessibility, quality

of care services and the environment. The

health actors wanted to work on widened

objectives of well being of the populations, as

shown by a structured communitarian

approach. The problems of schooling, the

financial autonomy of the poorest members of

the community, the access to water and

sanitation are the first quoted essential

objectives. Each district documented its

specific problems starting from its social and

epidemiological data: mortality, morbidity,

accessibility to health services, social and well

being indicators …

The behavioural analysis shows that the health

district is made up of 19 groups of different

actors and stakeholders, each of them having

different behaviours, favourable or not, to the

improvement of global well being in their

work of life settings. The identified targeted

public is "the health professional". He

develops various negative behaviours in

relation to the quality of care. Figure 1 presents

the systemic model and the analysis of each

diagnosis.
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Figure 1. The systemic analysis of the health district
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The specific analyses of each district show

various needed behaviours of health

professionals: working accordingly to

professional standards (to rationalize

therapeutics, to use guidelines, to integrate

education, promotion and prevention, to

improve techniques of care); to be able to

develop the capacity of communication; to

involve the population; to be able to establish

links between practice and theory; to

communicate with patients, health teachers and

traditional healers. The health professional

must thus acquire these behaviours in order to

improve the quality of care in his district.

The direct and indirect actors are then

identified: the district health management

team, the technicians in hospital hygiene and in

maintenance, the users (and non-users) of

health care services, the teaching team, the

traditional healers, the NGOs, the

communities, the ministries, etc. Figure 1

presents some behavioural determinants for

these groups of actors.

In the different contexts, geopolitical and

socio-economic factors head the list in the

environmental diagnosis, along with the

inaccessibility of the health structures. When

taking a constructive approach without

denying reality, it is necessary to focus the

diagnosis on problem of the health quality: the

medical equipment, the “cold chain”, the

access towards ongoing training and data

banks, etc.

In the educational diagnosis, the results show

that it is relatively easy to separate the

educational determinants from one other in

order to facilitate subsequent understanding of

the strategic action to be taken. The

"predisposing factors”, that is knowledge,

experience, attitudes, perceptions, values,

beliefs and representations have a key place in

relation to the behaviours of the actors. The

other important result is to be able to visualise

the place of the representations in a conceptual

framework that will also be used for

understanding and planning actions.

The “enabling factors” in terms of actual

competences (skills, know-how, abilities to

perform a behaviour) are too often disregarded

and underestimated in interventions. Few

analyses and means are devoted to the enabling

factors in terms of development of effective

competences (ability, know-how, knowledge-

to be). It is also necessary to highlight the

reinforcing factors and the needs of

communication, exchanges and networks.

The “reinforcing factors”, which are

sometimes also referred to as “facilitating

factors”, are the set of determinants acting

upon the positive feedback loops. These

factors can be anticipated.

In each context, it is important to identify the

variations in the institutional diagnosis. In

certain districts, the activities are not directly

dependent on a reproducible institutional

support. The principal determinants are for

example: the proportion of resources assigned

to the health system, the health policy and

central  decisions,  the insti tutional

transparency, the career schemes for health

professionals, etc.

The analysis is always supplemented by the

enumeration of the socio-demographical

variables (and others factors) to describe each

specific population with references to

distribution, composition, structure, sex ratio,

etc.

Discussion

Over the last years, the decentralisation of the

administration in most sectors has been

declared reform policy in low-income

countries (12). Quite apart from the aspect of

democratisation, it is assumed that the

breakdown of the national health sector into

operational subunits (health districts) will

boost quality of care and bring efficiency gains

(13).

Quality of care and services offered by a health

system is in relation to a certain number of

interdependent factors, which is difficult to

analyse separately. These factors are

particularly the means injected into the health

system, the PHC and decentralisation, the

quality of the infrastructure and equipment, the

quality and accessibility of care and services,

the human resources, etc. One crucial factor is

the quality of the new regulations and

instruments of decentralised administration

(i.e. their scope and effectiveness). Another is

the speed of implementation in terms of the

requisite human resources and their ability to

perform their new tasks competently and

reliably (14).

One of the entrance doors selected in terms of

measurable health issues is the access to care

and services and, more particularly, the
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acceptability by the population of their

responsibility in the health system. Meanwhile,

in many contexts of Africa, credibility and

confidence of the population in the health care

professionals are low or non-existent (15). This

situation still induces consultations to

traditional healers and even a reduction in

attending health centres and peripheral

hospitals, an overload in tertiary health level.

These dysfunctions have significant human

and financial costs. This lack of credibility and

confidence is mainly due to health care

professionals’ lack of competences and

capacities to coop with traditional knowledge,

care and prevention. A planning based on a

systemic and sociological approach meets the

needs of analyses of actions in coherence with

the global approach of the understanding of

primary health care, in comparison with the

selective primary health care. The systemic

analysis may be applied as usual for and by

each group of actors and should be for each

behaviour separately (16). The relevance of

applying firstly the model to the whole system

is to ensure a global and consensual vision.

A first step is to construct this kind of global

model so as to identify, firstly the common

objective (social and epidemiological

diagnosis), secondly the numerous actors and

their interrelations, thirdly the main strategies

for action as well as the possible threats to

changes.

A second step is to define possible additional

actors and stakeholders for actions. The model

gives a strategic vision for change by

focussing:

- on the chosen actors and their changes in

behaviour

- on the determinants of these behaviours

- on the links between variables (actors’

behaviours, environmental factors,

educat ional  de terminants  and

institutional variables)

- on the need for a global and coherent

strategy for any group of actor

previously defined

- on intermediate results all aiming at

defining a more specific objective

- on the continuity in action enhancing the

role of actors, environment and

institution.

This kind of construction gives the opportunity

to discuss between partners the perennial in

action by enhancing different diagnosis on a

same conceptual level:

- educational and motivational diagnosis

as a mean for individual improvement in

quality of care ;

- institutional diagnosis as a mean to

decide on political choices, assure

reproducibility and quality control ;

- environmental diagnosis as part of the

conditions for sustainability and

motivation for each group of actors.

In terms of strategies for actions, the systemic

approach has shown a number of variables to

be considered. According to resources

available for the supports to the health district,

collaborative and interdisciplinary work is the

lever to achieve these objectives.

In relation to different diagnoses, three

strategic axes are appearing, which have an

additional importance for acting globally on

the identified behaviours:

- in relation to the educational diagnosis:

to develop strategies, methods and tools

in order to strengthen analysis, belief and

autonomy and establish or reinforce

constructive/positive mechanisms of

feedback ; to look for results in relation

to building capacities and competences

identified from different groups of

actors.

- in relation to the environmental

diagnosis: to develop a suitable

environment in adequacy with the needs

in each group of actors and in coherence

with actions and specific purposes of

actors, project and/or issues.

- in relation to the institutional diagnosis:

to strengthen coherence of the

institutional framework having in vision

the expected changes ; to support

program implementation and standards

in coherence to changes and populations

needs ; to ensure institutional

sustainability of action ; to establish

management mechanisms for quality of

care at several levels.

This type of analysis is distinguished from the

"holistic" models by the fact that it does not

consider that "all is in all", but that a certain

number of key parameters influence the

operation of the related process (17). With this

process, the solutions are not those who were

obvious in the beginning and the logics and

motivations of actors take a more fundamental

scope.

In comparison, other method (for example the

Objectives-based Indicative Planning) is fully



Etude sur le développement des ressources humaines en santé –  58
Florence Parent – Ecole de santé publique – ULB/PROMES

- juin 2006 -

inspired from a deterministic conception. A

hierarchisation of items in the problems’ tree

and its translation into objective-related tree

make the entire making up of logical

framework. This type of model especially

shows an interest in teaching, in inducing

thinking, but can lead to false or partial

convictions concerning complex problems

(18).

In a more general way, it is advisable to stress

that the recommended methods as well as

logical frameworks must be used as tools for

comprehension and negotiation in order to

leave a real place to flexibility and

involvement.

Methods like new World Bank program,

Sector Wide Approach (SWAp), are carrying

mechanisms of strategic planning suitable to a

more rational vision of supports (19). This later

exercise of planning is certainly interesting and

relevant, in a very different environment from

the one described in this paper. For this

purpose, the public health approach, which

oriented the process of systemic thinking and

strategic planning in this paper, is one of

equity in accessibility to health care and

services.

This method is easily transferable in many

contexts and depends on the real implication of

the actors in the construction of their

conceptual framework in relation to the

clarification of their problems, defined in the

framework of the model. It is the reason why

we want to privilege the systemic "approach"

rather than a systemic "model" and to insist on

the process. Many other adaptations and uses

of this approach are possible to better

understand processes and effects. On an

operational and research basis, a unique model

for each identified group of actors is more

efficient and relevant (20). Indeed, an

educational diagnosis for each group of actors

is essential. This methodological approach

enters also in the field of problems structuring

methods (21).

The systemic analysis shows the complexity of

relations between all actors in the process of

global improvement of quality of care. This

approach shows the complexity of the

problems and provides a vision to the expected

changes. The systemic approach is a diagnostic

tool, a planning tool for targeted action, a tool

for negotiation and evaluation of processes and

actions. This approach clarifies the limits of

action of each actor, and at the same time aims

at giving him a global overview of the whole

health district.
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2. APPROCHE SPÉCIFIQUE DE LA PROBLÉMATIQUE DE LA FORMATION ET DE LA QUALITÉ DES

SOINS

La problématique qui nous intéresse est bien celle de la qualité des soins [Jaffré et
al., 2003]. L’analyse de cette problématique dans son contexte d’organisation de santé en
Afrique vient d’être présentée. Dans le cadre de ce travail de recherche, l’analyse
systémique a nécessairement été faite dans plusieurs des contextes de recherche sur la
problématique plus spécifique de la qualité des soins et de la formation. En République
Démocratique du Congo et au Rwanda, c’est sur la qualité de la formation des infirmier(ère)s
que l’analyse de situation s’est focalisée [Kahombo, 2003]. Au Sénégal c’est l’inadéquation
générale de la formation continuée des agents de santé qui est analysée [ARE@ Santé,
2004]. Comme pour l’analyse du district de santé, c’est le modèle de Green et Kreuter,
adapté à la planification stratégique et aux processus participatifs de mises en œuvre, qui
est utilisé.

Les intitulés de ces analyses de situation sont les suivantes :

 Analyse systémique et synthèse stratégique de la problématique de l’inadéquation
des formations des professionnels de santé avec les attentes des populations dans le
cadre de la réforme de l’enseignement infirmier en République Démocratique du
Congo – 2005.

 Analyse systémique et synthèse stratégique de la problématique du manque de
compétences et de la mauvaise répartition des professionnels de santé
infirmier(ère)s et sages femmes au Rwanda – 2005.

 Analyse systémique et synthèse stratégique de la problématique de l’inadéquation de
la formation continue avec les attentes des professionnels de la santé et les besoins
de la population de la région Médicale de Diourbel au Sénégal.
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2.1. LA FORMATION DE BASE DES PROFESSIONNELS DE LA SANTÉ EN RÉPUBLIQUE

DÉMOCRATIQUE DU CONGO
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2.2. LA FORMATION DE BASE DES PROFESSIONNELS DE LA SANTÉ AU RWANDA
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2.3. LA FORMATION CONTINUE DES PROFESSIONNELS DE LA SANTÉ AU SÉNÉGAL
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