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Preface
 

The Mission has chosen to add several comments to the evaluation
 

report completed by the evaluation team for this project. Our primary
 

intention is to provide additional information - at least from the
 

Mission's perspective - on the implementation of this project which we
 

believe is critical.
 

Throughout the design and implementation of this project, it
 
appears that there was and continues to be some fundamental difference in
 
the anticipated results of the project among the host country, AID and
 
AFRICARE. 
The initial design of the project was undertaken in the early
 
1970's in Niger. Earlier project design documents clearly show an
 
emphasis on Public Health Administration concerns and specifically on
 

strengthening the provision of primary health care to rural villages.
 

The technical assistance components of the earlier proposals do not
 
include individuals to provide direct curative medical services but con­
tain a number of public health specialists to work in areas such as
 

curricula development, health education, and sanitation. 
Changes in
 

project inputs made during 1976 reflect new directives of the Government
 

when AFRICARE was negotiating the project agreement with the host
 

government. As a consequence, the January 1977 project document retained
 

essentially the same objectives as 
earlier documents but also a modified
 
(and less appropriate) set of inputs to be used in achieving such objectives.
 
It is not clear from available documentation why AFRICARE did not revise its
 
project objectives more extensively than it did in light of the modified
 

set of inputs. 
 Thus at the outset of the project AFRICARE seemed to be
 
locked into an agreement with AID on a set of project objectives and with
 
the GON on a set of project inputs. This set of circumstances, in the
 

opinion of the Mission, led to the mixed results shown in the attached
 

project evaluation.
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With respect to project evaluation methodologies, the Mission
 
nozmally allows the project evaluator a free hand in detezmining

evaluation methods and forats. The evaluator, in this case, chose
 
to base the.evaluation on the document entitled "Implementation

Design and Preliminary Plannin 
Data" dated Janua7 31, 1977 and to
 
use the standard format for PES Part II. In retrospect it may have
been preferrable for the evaluator and the concerned parties to re­
define the basic objectives of the project (primarily purpose and
 
output). Redefining the project purpose and outputs in light of ac­
tual project implementation always incurs the risk of losing some of

the objectivityof the evaluation. On the other hand, evaluating the
project according to ill-defined and overly ambitious objectives

equally does little in assessing the actual benefits received from
 
the project and realistic progress to date.
 

In the evaluation, the pruject outputs as defined in the project

document were 
poorly conceived and consequently rendered it very dif­
ficult to clearly define areas where progress was achieved. The outputs

specified in the project documentation (1/77) reflect AID's public

health concerns 
more than GON concerns to provide curative medical 
ser­vices. Evaluating the project according to those outputs specified

in the above noted document emphasize the rather mediocre performance

of the project in respect to its public health objectives and perhaps

unfairly deemphasizes the rather outstanding performance of the two

doctors stationed at the Diffa hospital who prcwided high quality medi­
cal services during the project. 

With respect to the project purpose, the evaluation team's findings

conclude that this purpose has generally been accomplished, especially

in the Diffa Department where the project has developed and operated an
effective logistical and supply system. Secondly by providing direct
 
medical services, the curative aspects of the department health delivery
system have been, during the life of the project, considerable strengthened.
 



-3-


In the Mission's opinion the conclusions dawn by the evaluation 
team are correct particularly in respect to the project directly 
providing badly needed services (both medical and support services). 
It is very obvious that during the life of the project, both the
 
quantity and quality of health 
services provided in the Diffa Depart­
ment markedly increased. One may query however sb the residual 
aspects of the project and the ability of the GON to continue to
 
level 
of health care provided as well as coverage. Progress toward
 
institutionalizing the project purpose has been far less 
significant, 
aithough to a Large extent outside the cuntro-. of AMICARE personnel
 
assigned to implement the project.
 

Finally in addition to the helpful suggestions contained in the
 
evaluation report lessons learned,
as the Mission would add: 
1. In projects where the expections of the involved parties differ 
in respect to basic aspirations, project management problems should
 
be anticipated and measures takcn so that 
these differences can be
 
negotiated and resolved in 
 a mutually acceptable manner. AMICARE
 
should have anticipated implementation, difficulties 
efter being re­
quested to reconsider its planned inputs in 1976 and accordingly should 
have strengthened its in-country management capability to forcefully 
and expediently deal with implementation issues as they arose. Per­
iodical evaluations by AFRICARE or disinterested persons would also 
have permitted AMICABE to modify the project in light of the actual 

implementation experience. 
2. Throughout this project, AFICARE shownhas itself capable of re­
cruiting highly qualified and dedicated technicians to implement their 
project. As an organization, they hmeperformed less well in providing 
adequate project direction and coordination which would have permitted 
the team to function as a team. Project direction was critical, es­
pecially to this project which was physical2y located at one extreme 
end of the country and which contained sme rather diverse activities. 



3. Clearly the quantity of human resources available to the MOH is 
inadequate for it to implement the national health programs for 

which it accurately perceived the need and is trying to implement. 

The Ministry is also presently trying to reduce its dependence on 

expatriate advisors especially those deeling in basically manage­

ment and policy related areas. The Miniptr should realize that 
given its lack of manpower, it faces a rav.her c=el choice of re­

trenching somewhat on its national health program (primary, second­

ary and tertiary) or relying to a greater extent on expatriate 

technicians. 



Evaluation Report of the Principle Evaluator. 

13. Sumary of C.uiTent Project Sitaution 

The AFRICARE Implementation Design outline of January 31, 1977
 

is the document used in this evaluation. 

The AMRICARE/Diffa project began in 1977. It's principle objec­

tive is to strengthen the existing health care delivery services of
 

the 
 iinistry of Health within the Diffa Department. Tnis was to be a­

chieved through training Nigeriens and developing a functioning logistic 

system. The project plannedwas to be operational at two distinct levels. 

At the national level, a nationwide epidemiological surveillance unit
 

would be developed and Nigeriens 
 trained to staff and direct it. At this 

level, assistance was also planned to assist the national laboratory
 

develope standardizd testing. At the department 
 level, AFRICAEE would 

assist the development of departmentwide health delivery systems through 

training and retraining Diffa-based state nurses, certified nurses, mid­

wives and village hemlth workers. The project c uld also strengthen the 

logistical infrastructure through construction of a department office 

building, vehicule repair and maintenance garage and devtlopment of an 

equipment maintenance shop. 

To effect these objectives, AMhICARE provided six technicians, two
 

of whom (public health doctor and epidemiologist) were assigned to 

Niamey to work primarily at the national level aspects of the project. 
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The epidemiologist was assigned by the Mv£in.istry of Health to assist 

in the development of standardized testing at the national laboratory 

in Niamey. The public health physician was to increase and strengthen 

the public health course content in the curriculum of the state nurse 

training school in Niamey, Ecole Nationale do SantU Publique (Esp), 

and the certified nursing school in Zinder, Ecole Nationale d'Infii esrs 

Certifids et d'Aides Assistants de l'Action Socials (EMICAS). Addition­

ally, he would promote and assist in retraining of the health personnel 

in Diffa, and act as liaison for the AFRICARE personnel posted in Diffa. 

The Ministry of Health assigned the public health physician to an advi­

sory role within the Ministry of Health in Niamey for activities of the 

AMICARE project in Diffa and in public health matters generally. 

In Diffa, AMICARE placed four advisors, a garage mechanic, a bio­

medical equipnent technician, a gynecologist and a surgeon. The latter 

two advisors would train Nigerien doctors and state/certified nurses. 

The fomer two would train Nigerien. to a level where their activities 

could be assumed by Nigerien personnel within the three-year period. 

Apart from the certified nurse,, who spend ten months of their formal 

training program rotating through a department hospital, no systematic 

training of Nigerien. has been effected as a result of this project. 

It appears that NO training plan had been developed by AFPICABE c the 

Ministry of Health. 
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Although the project was funded from 1977, no program activities
 

were actually initiated in Diffa until 1978. This was 
due in part to 

the fact that the AFRICAPn/Ditfa personnel were being recruited or await­

ing completion of building construction. The epideiologist and public 

health physician arrived in March 1977, later followed by the mechanic 

and equipment repairman. The latter two were assigned temporarily to 

the Niamey Department. Also, concerning the training of additional 

village health workers, the planting season was just beginning which 

precluded such training until the end of 1977, after the harvest season. 

Therefore, for all practical purposes, and according to the Departmental 

Director of Health for the Diffa Department (DDS), the project has only 

been in operation for just over two years. 

The goverment unequivocably sees the project as one directly pro­

viding health services to the population of the Diffa Department. Given
 

this perspective, the AMRCABE project has been received positively 

both at the national and department levels. The goverment's expectation 

is that these services will continue irrespective of whether or not 

s pecifically by or through AMICARE. AFICABE personnel have been excep­

tiozmlaly well-cualified and have provided direct services in a dedicated 

and professional manner.
 



With respect to AFRICABL's adhering to the January, 1977 Implemen­

tation Design, in our judgement AFICARE has performed modestly well 

given the very ambitious targets and time frme noted in the design. 

A.RICABE directed its efforts in accordance with the strengths of its 

personnel. For infetance, the project requested an epidemiologist primar­

ily to assist in strengthening the MOR surveillance unit. The first can­

didate had a strong laboratory background and devoted his time primarily 

to strengthening the national laboratory in Niamey and the development 

of standardized laboratory techniques. While the team was unable to veri­

fy results of this effort, it should be noted that the epidemiologist was 

cited on several occasions for his exemplary work during a menningitis 

outbreak and an investigation of food poisonin in 1978. However, this 

activity had no direct impact on the improvementof laboratory techniques 

in Diffa, which today remain deficient and inadequate. The second epid­

emiologist, having a statistical background, avoided the national labor­

atory and worked in the surveillance unit of the Ministry of Health. Al­

though only with the project for soventeen months, it is evident that he 

was effective and contributed significantly to the development and direc­

tion of this national unit. Within the Diffa Department, however, the 

evaluation team dd not observe any systematic data collection efforts 

which contributed significantly to the day to day monitoring of this 

project. 



At the Diffa level, AMPCARE had no full-time direct public health
 

input into the project. The departmental public health activities have
 

been directed by a Nigerien departmental directrr who was injured in
 

an accident some eighteen months 
 ago and has been unable to devote
 

full time to departmental activities. 
Sane assistance has been pro­

vided in public health matters by a J:Pench MD who divides his 
time be­

tween assisting in supervising the village health 
team program, conduc­

ting "Protection Materneile 
 et Infantile (PMI)" sessions and conducting 

rounds at the Diffa ospital. In 1979, a Nigerian state nurse with
 
public health training was assigned full-time to supervise the activities 

of the village health team program. This input has enabled public 

health functions such as program planning, budget preparation, drug
 

supply monitoring and supervisory visits to 
receive the attention they 

need and have not been receiving. 

In contrast to the original purposes of this project expected by AID 
to strengthen and expand the existing health care system through providing 

on-the-job-trainng, AMPICARE found itself the provider of direct ser­

vices in Diffa. The garage mechanic, in developing and au enting a vehicule 

maintenance service to assure continued supply networks and program super­

vision, has not been able to develop a trained cadre of Nigerians to take 

over and continue this component. Not only does he generally do most of 

the repair and maintenance work on project vehicules, but maintains all 



XinLstry of Health vehicules in the department. The gynecologist and 

surgeon have had no medical students assigned to them for training, 

and have provided no training to state nurses from ENSP, the majority 

of whom will be assigned to work in a hospital. The Vneologist and 

surgeon have been involved in the training of certified nurses, 

matrones and midwives. The training of certified nurses was routine as 

part of the nures' formal training and midwives and ma-brones were 

trained or retrained in several activities but this has not been sys­

tematic. None of the six AFICAB personnel had a designated Nigerien 

counterpart for whom the technician could have provided invaluable 

training. As a result, the training of counterpart staff as a critical 

component of this project mutated to providing direct services. 

Concerning the training of village health workers (VHus), the
 

Goverment of Niger had initiated such a 
 program in 1964 which AfMICAP 

was asked to strengthen and augment. In Diffa, this meant financing 

locally developed VYE training programs in addition to certified an4 

state nurse supervisory visits to these personnel. Four times a year 

the public health physician in Niamey would visit Diffa, a two-day trip 

from Niamey, to monitor progress in the village health team program. 

The A.RICAR staff in Diffa bad nothing to do with secouriste trainng. 

The public health physician could assist in the training program by 

either helping to devdope the ten-day curriculum or actually partici­

pating in the training. Often the inability to speak the local langunge 

precluded him from
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direct couninications in these instances. The public health physician 

was forced to work through an interpreter. This, of course, is not unique 

to this particular project but holds true for most foreign technical 

assistance.
 

As an infrastructure support project, AMICARS played a dual role. 

On one hand, through the development of a functioning vehicule repair 

system a direct contribution was made to the mobility of the program. 

This mobility in turn allowed greater access to the VEW by the M and
 

dispensary nurses, i.e. improved supervision. An assumption of this pro­

ject is that health services will continue to be provided to villagers 

as long as supervisory visits to the village health teams (VEs) are 

conducted on a systematic basis. How those VET services are provided and 

the improvement of the provision (delivery) of VE services and the ser­

vices themselves are not the focus of this project. However, A.RICARE was 

expected to play a part in the development of a plan for carrying out 

supervisory visits. AFICARE assured that vehicules were in a functioning 

state to enable such visits to be conducted. However, it was the DDS and 

and his assistant that developed a plan for systematic supervisory visits. 

In spite of this, in 1978 no supervisory visits were performed. In 1979, 
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only about two or three supervisory visits were perfoxmed by each 

Circonscription Medicale (0).Since January the eituation has im­

proved. Although we do not have quantifiable information to attest to
 

this, we were assured by the DDS and heads of the CMs that the latter 

were getting out on supervisory visits every other month. The dispen­

sary nurses appeared to be makin efforts to undertake visits monthly. 

However, occasionally this was not possible due to vehicules being down 

or horses not available. These supervisory visits were financed by 

AFRICAHE. 

There are no records of what was done by whom on supervisory visits 

other than the strict accounting of gasoline consumption. It should be 

noted that the evaluation team regards supervision of the project as a 

key factor in the success of the project. It is regrettable that: a) 

no data concerning the number of visits, b) observations on how personnel 

in the program were performing and c) especially no data which would Pro­

vide some feedback as to the performance of tae VEW were gathered by the 

project. Several other departments (notably Maradi, Dosso and Niamey) have 

1 Diffa Department, Annual Report, 1979, p. 28. The AFRICAPRE Representative
disputes this point. He noted in a meeting on 7/5 that they received bills 
fr= Diffa to pay fr fuel used in makin supervisory visits. Apart from 
this, AMICARE has no records of the number of supervisory visits made in 
Diffa by department personnel. We left it to the AFRICARE Representative 
to bring this disagreement to the attention of the Diffa DDS for a resolu­
tion. 
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initiated the collection of public health statistical data in an attempt
 

to provide an epidemiological profile of the department. Yet in the Diffa
 

Department, having both an epideniologist and a public heaLth physician 

backstopping the project from the national level who at times are direct­

ly involved in department-level activities, no effort was made to develop.
 

a more reliable data inforation system for the department. Collection
 

of such data has direct bearing on the strengthening of statistical ser­

vices at the national level. The evaluation team notes that although an
 

initiative of this nature would have provided decision-makers with feed­

back on project performance, such an initiative would have to be at the
 

discretion of the DDS of each department. in the Diffa Department, fairly 

reliable data collection is going on only with respect to hospital activities.
 

The Implementation Design refers to "village health teams". This con­

cept indicates that the viilage health team worker, either a secouriste 

or a matrons, assists or complements the work of the other. In some in­

stances there are two secouristes in one village. The team observed that
 

often there may be two secouristes in one village but only one shared
 

medical kit. In theae instances, we were not able to d"scern any divi­

sion of labor or responsibilities. Their system of record-keeping generally
 

appeared to be adequate. In all cases we found the secouri.te and matrone 

perfonml duties communsuzate with their training. We have no reason to
 

conclude that in Diffa Depart medecines are going to ends other than
 

thay for whch they were intended.
 

http:secouri.te
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We found also that the matrones and secouristes function separately. 

The team concept, meaning in this instance a complementing of responsibil­

ities and duties did not appear to be the case. Although unable to quanti­

tatively verfy the following observation since no data is available at the 

CIN level, it is our opinion that the areVMe who not paid civil servants 

are providing basic services in addition to those provided by the official 

government system. In other words, we have reason to believe that the ser­

vices of the village health workers are affordable to the population they
 

serve, increase the accessibility to health services by the population
 

and increase the officially recognized coverage by approximately 5 to 15 

per cent. In addition, the team observed that referrals were made by the 

village health workers to level ofthe next care. This was verified and 

confirmed. 

Finally, the following pages explain more clearly each aspect of this
 

project. However, it is the evaluation team's opinion that the AFRICARE 

project as designed was overly ambitious. Decision-making by Niamey­

based AFRICAE staff having administrative responsibilities for Diffa 

staff was and continues to be an arduous task which has negatively affect­

ed the morale of the Diffa-based staff. The public health physician is far 

too removed frm the actual scene of operations and thus his knowledge 

and experience is not put to best use in Diffa. Since the public health 
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physician is based in Niamey, his time is more absorbed with Ministry 

of Health administrative matters and demands often unrelated to the Diffa 

project. Although situated within the Division of the Ministry of Health 

which has responsibility for the foration of all health personnel in 

the country, the public health physician's skills related to the develop­

ment and augmentation of public health curriculum has been minially used. 
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14. -7aluation Methodoloo,-

The purpose of this evaluation is to assess the pezfoxmance of the
 

A.1ICARE project. Additionally, the team was requested to apprise USAID 

and the Goverment of Niger of a mutually acceptable approach whereby 

the AMICARE project activities will be absorbed into the national Rural 

Health Improvement (FMl) project. 

The AMICARE project was initiated in March 1977 for a three-year 

funding period to September 1980. Subsequent to the conuencement of this 

departmentwide project, USAIh initiated a national health project called 

the EHI project. The MlI project incorporates most of the goals and ob­

jectives of the AMICARE project, but on a nationwide scale. 

The evaluation took place over a four-week period of which two were 

spent in the department of Diffa. The evaluation team was composed of the 

following persons: 

Mr. Sofo Mamane, Assistant to Project Director, PE, MSP/AS 

Dr. Dorian Shillingf ord, AFRICARE 

Dr. George Jones, USAID, Public Health Advisor 

Mr. John Mcfnaney, Public Health Advisor, DSB/EA, 
Washigon, DC and principle evaluator. 
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Usir, the Henderson random sampling technique, 2 ten villages 

with secouristes were selected for visits. The team travelled to each
 

of the three arrondissements in Diffa. In carrying out the two-fold
 

purpose of the evaluation, the team spoke to the following people: 

1. Dr. Abdou Ibrahim, Director, HI Project, MSP/AS, Niamey 
2. Mr. Issa Camara, Director, Divisiou of Training, Health and Nutrition, 

MSP/AS, Niamey 
3. Mr. Ali Zourkaleyni MaTga, Assistant to Secretary General, MSP/AS, Niamey 
4. Dr. Andr4 Delas, WHO Regional Representative, Niamey 
5. Mr. Gerald Mills, AFRICARE Representative/Niger, Niamey 
6. Mr. James Watkins, Administrative Officer, AFRICARE, Niamey 
7. Dr. Michel Thuriaux, Epidemiologist at Medical School (EES), M.P/AS, Niamey 
8. Mr. Jay Johnson, Director, USAID/Niger, Niamey 
9. Mr. Murl Baker, Evaluation Officer, USAID/Niger, Niamey 

10. Mr. Herb Miller, Program Officer, USAID/Niger, Niamey 
11. Mr. James K. Bishop, Ambassador 

12. Mr. Dennis Keough, DCM 
13. Mr. and Mrs. Raymond Roberson, Mechanic, AFRICARE Project, Diffa 
14. Dr. and Mrs. James Cahil, Gynecologist, AFMICARE Project, Diffa 
15. Dr. Minor Hernandez, Surgeon, AFRICABE Project, Diffa 
16. Dr. Nargoungou Abdoulaye, DDS, Diffa 
17. Mr. Sidib4 Amadou, Assistant DDS, Diffa 
18. Dr. Eric Morn, Deputy DDS and Coordinator R4I, Diffa 
19. Mr. Toga Namata, Director, Rural Animation, Diffa 
20. Mr. Gapta Gasso, Assistant Director, Rural Animation, Diffa
 

2 Random sampling selection technique developed by Dr. H. Henderson,

Director o Expanded Program 
of Immunization, WHO, Geneva.
 



-14­

21. Mr. Akcreba Ghabdou, Ministry of Planning, Diffa Representative, Dif±fa 
22. Mr. and Mrs. Edward Ruche, Equipment Specialist, A.hICARE Project, Diffa 
23. Captain Dandi Abarchi, Prefet, Diffa 

24. Mr. Ouma=u Alzouma, Hospital Director, Diffa
 
25. Mr. Mahamane Yahaya, Granles Endemios Director, Diffa 
26. Me. Karen Martinson, Peace Corps Laboratory Technician, Diffa Hospital
 
27. Mr. Abba Bana, Dispensary Nurse, Gueskeru, Diffa Arrondissement 

28. Two Secouristeo, Toumour, Diffa Arrondissement
 
29. Two Matrones, Trumour, Diffa Arrondissement 
30. Village Chief, Toumour, Diffa Azrondissemer
 
31. Adjoint-Chef Ibrah, Government Administrator, Bosso, Diffa Arrondisuement
 

32. Mr. Goni Moussa, Dispensary Nurse, Bosso, Diffa Arrondisement
 
33. Two Matrones, Bosso, Diffa Arrondissement 
34. Five I.atrones, Barwa, Diffa Azrondissement 

35. Village Chief, Barwa, Diffa Arrondissement
 
36. One Matrone, Mtimey, N'Guini Arrondisuement
 

37. Two Secouristes, Mdtimey, N'Guigmi Arrondissement 
38. Mr. Sani Nabair, Dispensary Nurse, N'Gourti, Diffa Arrondissement
 
39. 	 Mo. Sue McCloskey, Peace Corps Volunteer Nurse, Director Nutrition
 

Program, PMI, N'Guigmi Hospital
 
40. Mr. Alkasaoum Agalih, Dispensary Nurse, 3illaberim, N'Guigmi Arrondissement 

41. Mr. Oumannu Mamane, State Nurse, CM, N'Guigmi 
42. Mr. Mamane Sani, State Nurse, Director Central Hospital, Maine-Soroa 

43. Director Rural Animation, Maivj-Soroa 
44. Mr. Moron Mahamadou, Sousprefet, Maine-Soroa 

45. Secouriste, Maine-SoroaGaroua, Arrondissement 
L6. Village Chief, Garoun, Maine-Soroa Arrondiseement 
47. Village Chief, Nahi, Maine-Soroa Arrondissement
 
48. Village Chief, Addbour, Maine-Soroa Arrondissement
 

49. Matrone, Addbour, Maine-Soroa Arondisement 
50. Two SecuLriaten, Malam-BoulamarI, Maine-Soroa Arrondissement 
51. Village Chief, Malam-Boulamard, Maine-Soroa Arrondissement 
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52. Two Secourisates, Boudoum, Mine-Soroa A'--rondissement
 

53. Village Chief, Boudoum, Maine-Soroa Arrondissement 
54. Dr. Balo, DDS, Zinder 

55. Mr. and Mrs. Lionel Peiure, AFPICAHE, Mechaniu for RHI, Zinder
 
56.Mr. Hassane Soumeila Malga, Director, aaCAS, Zinder
 

57. Mr. Hamani Yari, Adjoint an Prefet, Zinder 

58. Dr. Tankazi, DDS, Maradi 

59. Mr. Ibrahim Abdou, Assistant DDS, Mazadi 
60. Dr. Magagi, DDS, Tahoua 
61. Mr. Ali Alfa Ciss6, Assistant DDS, Tahoua 
62. Mr. Dourfaye, Director, Division of Health Planning and Statistics (DIS),
 

MSP/AS, Niamey
 

63. Mr. Ousseini Soumana, DIS, MSP/AS, Niamey 

64. Mr. Laouel Kiaxn, DIS, MSP/AS, Niamey 

65. Dr. Boubacar Yansaabou, DDS, Dosso 

66. Dr. Gerrit Schzdy (Dtch), Assistant DDS, Niamey 
67. Dr. Lamott kBelgian), Public Health, EES, MSP/AS, Niamey 
68. Dr. Jeam4e (Belgian), Public Health, EES, MSP/AS, Niamey 
69. Mr. Andrd Lobit, Assistant DDS, Tahoua 
70. Mr. Ousseini KtAimna, VEM Supervisor, Zinder 
71. Mrs. Mamane Aichata, Midwife, Niamey 

72.Xr. Salmou Ganoua, Participant Niamey Seminar 
73. Mr. Alkassoum Nahadjo, Chief of Alphabetization, Agades 
74. Mr. Naino Doega, Chief of Animation, Znder 
75. Mrs. ransaye, Animator, Niamey Seminar 
76. Dr. Eric Costa (Belgian), Assistant DDS, Agadez 

It is to be noted that persons outside of Diffa, having responsibilities 

for the Rural Health Improvement Project were also interviewed since one of 

the tasks of this evaluation is to provide the USAID Mission with recommenda­

tions for integrating the Diffa Project within the FW project. Also, if 
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possible, the team wantad to obtain some data on the functioning of
 

the Ma project so as to enable it 
 to draw some comparisons with the
 

activities in Diffa. In addition, the MOH 
 suggested that the team in­

terview as many DDSs as possible both to make such a comparison and as­

sist in developing a realistic evaluation protocol for the proposed RHI 

evaluation in 1981. 

At the Tahoua conference in 1976 the GON defined what would be the 

tasks of village health workers uniformly throughout the country. The 

evaluation tea'- used this theoretical framework in its review of village 

health worker activities in order to determine whether and to what degree 

the VMs in Diffa were able to adhere to this job description. The Tahoua 

conference also prescribed a fixed list of medications that would be dis­

tribut~d and sold by the VEW. This list was also compared with what we
 

saw in Diffa.
 

In addition, the Januar7 1977 Implementation Design and Preliminary 

Planning Data document submitted by AFICARE to USAID/Niamey was the 

guideline docunent the team used to compare proposed with actual project 

outputs. Beginning on page 24 of this report is a detailed l.isting of the 

agreed-upon outputs of the Diffa project and the evaluation team's ob­

servations as to whether or not the project achieved what it set out to
 

accomplish.
 



-17­

15. Externala Factors 

The project envisioned the training of a number of Nigerien counter­

parts who would ultimately assume responsibility for the project at the 

end of three years. This was contingent upon the GON identifing and pro­

viding full-time counterparts to AFRICARE personnel. With respect to
 

developing a stronger public health curriculum at ESP and ENICAS, the
 

GON would allow appropriate technical assistance in course design and
 

curriculum developnent. The team feels that a major constraint of this pro­

ject was that the GON, for whatever reasons, did not provide counterparts.
 

Furthermore, 
 after the arrival of the public health physician, the CON 

placed higher priorities on activities other than expansion of public health 

courses in the nurse training curriculum. In the AFICARE evaluation plans 

for this project, six assumptions are noted that have an impact on the pro­

ject, if success is to be achieved. They are subject to influence from ex­

ternal factors. The team's assessment of these assumptions follows.
 

1. Ministrr of Health continues to give high priority to the develorment 

of improved health services to the rural norulation: 

The CON is ccmmitted to the development of improved health services 

to its rural population that is approximately 9CO% of the country. Dif­

ferences exist between AID and GON in the interpretation of this commit­

ment into action. Given its clear lack of adequate manpower, the ON to 
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some extent relies on the direct provision of services by expatriate 

medical pezaonnsl. However, it is not AID policy to finance the provision 

of direct service; rather, AID's focus is on the training/supporting of 

host country personnel to provide such services. 

2. 1ealth personnel and communities recognize the need for community 

narticipation in the delivery of health services: 

On one hand it in our impression that health personnel are keenly 

ware of the necessity of obtaining community participation. On the other 

hand there is very little documented evidence that communities are re­

questing the services of VHis. We were advised by 2 DDSs that this bps just 

been a recent phenomenon. We are of the opinion however that this assump­

tion is still valid.
 

3. inancial resources for health sector activities are not reduced, but
 

increase in real terms as the economy crows:
 

According to the 1979-1983 Five-Year Plan just released, financial 

remources for the health sector are estimated to be about 9% per year of 

the total GON budget (during the next 5 years). Up from 5PA over the last 

3 years, this means that the government still considers health as an im­

portant sector in its overall development plans. What of concern is1s 

where these funds will be focused. It is our impression that a shift is 

being made from VE activities to strengthening the mobile medecine teams. 
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Cuz-e*ntly, with the emphasis on supervisory visits, the A;TICA.U project, 

(and also the RM project) is gasoline-dependent, thus negating attempts 

to mi imize high recurrent costs. We are concerned because at this time it 

is not clear how the MOH will portion out its budget allocation - now that 

APRICAR (and PM) will be recommending a greater share of resources to 

maintain mobility, as aLso will the Mubile Medecine Proa-=. 

L. ?aculties recostnize the need for mrblIc ,health.cuxricula. in-service 

education and field 
supervision and collaborate in the design, imolemen­

tation and evaluation:
 

Recognition of the need for public health curricula is a valid as­

sumption, however it does not appear to be a GON priority. For state 

nurses, in three years of training, which is 1,891 training hours, 215 

hours are spent in learning public health principles and an additional 25 

hours in practical public health training. And these 25 hours are in year 

one!3 For certified nurses, those who need public health training the most,
 

of 560 hours of training, 42 are devoted to principles of public health and 

a meager 20 additional hours are spent in practical training. There is no 

practical training in hygiene, sanitation or microbiology! 'We are led to
 

conclude that some aspects of this assmaption, i.e. in-service education,
 

appear to have a higher priority to the GON at present. 

3 The AMICARE public health physician also noted that furing their last year
of training, each student is obliged to spend 3 months in practical trainin.
This is usually done in Niamey or Doaso, since the students can be close to 
their monitors who live in Niamey. These 3 months are spent in preparing what 
is called "minoires", somewhat like our thesis. student may choose aThe sub­
ject of his choice, according to the APEICARE representative, this is gen­
erally a public healthwopic, (however this was not verified), works at the 
CM for 3 months, write' thesis and defends at the end of thishis it course. 
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5. That all levels of health e~rsonnel will cooperate in Morting 

remuired data: 

Reporting is obligatory, from the dispensary level to the minister­

ial level. Reports are sent weekly to the Division of Health Planning and 

Statistics in the Ministry. AMICARE personnel have greatly assisted 

this unit in improving its reporting and analysis. However, no counter­

part has been trained to asmue operational responsibility for this Di­

vision. Also there continues to be a Belgian epidemiologist who directs 

these activities. This assumption is valid. 

6. That there will be collaboration and cooperation amonx ministries for 

maximurt b efits of integrated plannin and i-ervices: 

In any bureaucracy this is a problematic area. So too in Niger. 

There has been an intermaniuterial council established to do planning 

as a "team". Important for this project, however, is the collaboration 

and cooperation of the rarious divisions within the Ministry of Health 

itself. The team failed to see close collaboration and cooperation be­

tween MOE services in the Diffa Department. For instance, the Mobile 

Medecine teens function aoi a vertical program, are self-sufficient in 

personnel, vehicules and fuel =Ad have their own planning system. The 

dispensary uurse often does not know about their proposed itinerary and 

thus in handicapped in that many opportunities to gather villagers for im­

munizations are missed. 
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In N'GtdIpi, lack of corrdination warndonstrated at the PNI. A 

gooth chart is not provided for any child not born in the hospital. We 

did not a". that APICARE mev about this practice or that the project 

attempted to addresu this probelm. 

We believe that some of these assumption* should be reviewed again 

with the IOH in order to better focus on some of the external constraints 

placed on a project such as AICABE and poeibly the Ra project. 



16. Iniute
 

This section examines the relationship of what AFRICARE, the GON or USAID proposed to provide by way ofpersonnul, comamodities or training into the project. The following matrix provides a clear understanding of thisaspect of the program.
 
Personnel 
 APBICARE CON USAID 

proposed actual 
1. Public Health Doctor 2 yrs 3 yrs no counterpart Public Health Advisor-Liaison
 
2. Epidemiologist 3 yre 3.2 yrs no counterpart N/A


No. 1 - 21 months
 
2 - 17 months
 

3. Surgeon 3 yrs 2 yr. 	 no counterpart N/A
( trainees)

4. Gynecologist 	 2 yrs 2 yrs no counterpart N/A 
( trainees)

5. Mechanic 3 yrs 3 yre no counterpart 	 N/A
6. Maintenance Technician no counterpart After inspection tour, advises reNo. 1 


team concerns and needs
2 
7. Administrative Officer, 3 yr. 	 1W/A 
 a 

Niamey
 
8. Secretary, Niamey 3 yr. N/A

9. Project Coordinator, 3 yr. 	 N/A Received reports and advises on pro-
Washington, DC 
 ject progress. Received debriefings 

during 3 years of project.
Vehicules 
 11
 

Construction
 
'DDSbuildings yen

Garage 
 yes
 



Materials 

Office for Public Health Doctor 


Health Centers 


NCH Clinics 

Mobile Nedecine Teams 


Environmental Sanitation 

Hospital 


Garage 


Training 

Training, in-service 

Supervision of VHes 


Health Meetings and Seminars 


Short Term Consultants 

Project Management 

AFRICABE CON USAID 

yes
 

equipment
 

equipment
 

equipment
 

equipment
 

yes
 

yes
 

ye
 

yes 

no 

Team leader for only 17 months 
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Personnel arrived at various times during the project. In effect,
 

the full project team has only been operational since 1978.
 

The GON, although providing assistance through the fur shing of 

office space for the two technicians in Niamey, and housing for the 4 

technicians in Diffa, did not deisuate Nigerien full-time counterparts 

for the project. 

The project document does not include a job description for technician. 

and physicians assigned to it. Neither does it provide a description of the 

ianament functions of the team leader. Personnel activities described in 

project and letters of appointment (MOH) served an job descriptions. 

Because we did not interview Washington-based AMICABE staff, the 

team is unable to provide any information as to the effectiveness in 

carrying out the project implraentation plan of the AFICABE Washington 

Project Coordinator. As a 6-personteam, the position of Administrative 

Officer was justified. However, the personnel and housing problems existing 

in Diffa, raises the question of appropriate utilization of this position. 

The public health physician was expected to assume these responsibilities, 

a role for which he was not hired.
 



17. Outputs
 

This section measures actual progress against projected target outputs in the project design and
implementation plan. Where outputs are on target, this is duly noted. In instances where targets are missed,

the team has provided comments.
 

Tmplementation 


1. Public Health Programs 

developed to shift emphasis 

from to curative to preventive 

health services, 


2. Trained cadre of volunteer 

village health personnel active-

ly providing care 


3. Development of training 
guides for VHTs, sanitation 
aides and vehicule mechanics 


1 i. In-service Education Seminars 
for all health personnel in 
Diffa Department: 

Arrondissement level - 2d/3m 
Department level - 4d/3m
National level 
 -15d/6m 


Implementation Target 

A. Program of School Education, 

MCH, Health and Nutrition Ed, 

Environmental Sanitation are 100% 

operational in Diffa Department by 

end of year 3. 

A. 32 VHTs trained in yr 1 
65 VHTs trained in yr 2 
96 VHTs trained in yr 3 

A. 4 training guides designed and 
in use by end of yr 1. 

A. 1 seminar for each level, yr 1 
3 seminars for each levelyr 2
4 seminars for each level,yr 3 

(evaluation team observation "not
 
possible")
 

Total: 24 seminars 


Comments
 

A. Recently teachers have been trained to
 
provide first aid and health education
 
to schools. MCH services were being deliver­
ed at all health centers. Concerning en­
vironmental sanitation, AFRICARE has finan­
ced the construction of latrines, at primary

schools and health centers. However it had
 
no input in the design and construction
 
which was faulty and reduced effective use
 
of these latrines.
 
A. This numerical goal was surpassed. The
 
number of secouristes trained was 151. 
The
 
number ef matrones trained was 145. In ad­
dition to AFMICARE's role of financing the
 
training program, the public health doctor 
and the gynecologist also participated in
 
the training programs from time to time.
 
A. Team only saw a vehicule mechanics' 
guide. This was written and was distributed 
by the AMICARE technicain to any driver 
who came to the garage for assistance, in 
411ition tq8his oYv9 assist.ts. Total 

01 0 0 0 0
2 14 4 2 12
1 0 1 0 2 

3 4 5 2 14 

In late 19'9, ARICARE began to participate

in seminars, eg. WHO, PJIP, rather than 
finance them.
 

I 

N) 

http:oYv9assist.ts


Implementation 
 Implementation Target 


5. Plan and Schedule of supervision A. Plan of supervision designed
in operation:

Rural Clinic level - 6d/m Supervisional schedule operation:rralnCisen 
 level - d/m 18)perviial sychlevleratI

Arrondissement level 
- 5d/m 18) 6 visits by each level yr 1
Department level - 5d/mm27) 9 visits by each level yr 2Training Institution -lOd/3difficulty 

(81) Total 
Training Institution level:1 visit by end of yr 1 

2 visits end of yr2 visits byby end of yr 3 

5 visits Total 

6. Design, Implementation amd Evalua-
 A. Design of retraining programs for:
tion of a national retraining program 	 VHT
for all health personnel 	 Registered Nurses 

Practical Nurses 
Midwives 
Doctors 

Retraining program for VHTs 
implemented by end yr 1 

Retraining program for registered 
nurses implemented by yr 2 
Retraining program for practical 
nurses implemented by yr 3 

Comments
 

A. The DDS in Diffa notes in his
 
annual report for 1979 that no

supervisory visits were made in 1978

and that about 2 or 3 were made by
each CM in 1979. Our observation was 
that dispensary nurses were having 

in maintaining a regular
 

supervisory schedule but that the 
C~s were visiting the dispensariesand some villages more frequently
 

than in 1979.
AFRICARE has receipts for supervi­sory visitathat allegedly were made
 

in Diffa. This information conflicts
 
with the DDS' report. AFRICARE how­
ever was not able to report the
 
number of visits their receipts rep­
resented.
 

Done 
yes - seminar level 
partly - only in hospital 
no 
partly - only at national seminar 
level 
yes
 

yes
 

no
 

!' 

I 



Imp] ementation 


7. Training in diagnostic 

laboratory techniques 


8. Procedures for analyses, interpreta-
tion and utilization of epidemiological 


data
 

9. Semi-annual EPI Bulletin 

10. 	 Infrastructure organized which 
is capable of delivery cf health 

service to rural areas 


11. Technical Assistance in designo 
implementation and evaluation of public 
health programs 

12. Techmical Assistance in preventive

and 	curative health care 

13. Technical AsListance in production 
of health 	education matezials 


Implementation 
arget 	 Comments
 

A. 	 6 hrs/wk instruction at nursing
 
school by yr 1
 

4 	hrs/wk Instruction at laboratory
 
school by yr 2
 

On the Job training for laboratory N/A

personnel at the national hospital
 
in Niamey and Zinder by yr 1
 

A. System for analyses, interpretation yes 
and utilization of EPI data by yr 1 

A. 1 issue by yr 1 
 no
 
2 	issues by yr 2 no 
3 issues by yr 3 yes 

A. Official infrastructure approved It is team's 	opinion that GONand 	organized by end of first 6 months 	 already had the infrastructure 
approved and organized prior to 
project. AFRICARE assisted in 
pinpointing responsibilities
 
of persons within infrastructure. 

A. 6 project personnel A. Provided. However, apart fromConsultants the 	public health physician post-
Consultants ed in Niamey, these personnel 

were not public health. Team saw
 
no evidence of any evaluation
 
apart from one in April 1980

done by a representative of AIDb
 
auditor. 

1 public health physician 
1 gynecologist 

1 surgeon 

The public health physician act­
ed as an advisor to various MOH 
committees responsible for dev­

eloping health education mater­
ials. 



TFIIementation Implementation Tarmet Comments 

l1. Technical Assistance in 
designing curricula no 

seminars 
retraining manuals 
training manuals 

yes 
no evidence to this effect 
no evidence to this effect except 
mechanics' training manual 

15. Technical Assistance 
design of procedures for 

in ye. 

analyses, interpretation and 
utilization of EPI data 

16. Technical Assistance in 
vehicule maintenance and repairs yes 

17. Technical Assistance in Maintenance 
equipment yes 

18. Short-term consultant assistance 
in evaluation of project activities none 

I 

19. Short-term consultant on building
construction provided by REDSO/W 

20. Project Management AFTICAPE was to provide a team leader 
for purposes of directing efforts in 
line with project as designed. Howevei 
he only remained for 17 months and 
was based in Niamey. Also, the team 
feels that the poor design of the 
project and no job descriptions for 
personnel made such leadership doubt­
ful at best. Because of these fac­
tors the project lacked clear manage­
ment direction in implementation. 



TmPlementation 
 Implementation Tareets 
 Comments
 

This lack of clear leadership may have
 
contributed to AFJlICAPE going off in
 
directions tangential to the general pur­
poses of the project (eg. latrines build­
ing and well digging). It is the team's 
opinion that actions should-have been 
taken early in the project which would 
have more clearly described personnel 
responsibilities and program direction.
 
Thus, the inputs may have been met, but
 
the implementation schedule and targets 
were not realistic and should have been 
redefined earlier in the life of the 
project. 

I 
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It is readily apparent that this was an ambitious undertaking, es­

pecially to have only three years in which to accomplish then* objectives. 

The major aspect of this project, nauely, stengthening and developing 

the infrastructure within Diffa, was contra cA. by the public health 

expertise being based in Niamey, two long days by road from Diffa. The 

lack of a ciearly defined role for the public health physician also re­

duced considerably his expected iWpact. In one sense he is in a position 

to influence decisions at the national level, but how such decisions impact 

on strengthening the services delivery system in Diffa was not made clear 

to the team. 

The project was overextended to the extent tnat more adequate training 

and retraining programs were not conducted in Diffa and to the extent that 

AFICARE did not concentrate il publi' health resources in Diffa to assist 

in integrating and strthening existing servJas. The pincer strategy 

suggested in-he Implementation Design Plan may have been more successful 

with additional personnel having public health backgrounds. Or simply with 

a more concerted effort in Diffa to develops a "model" system. What the 

evaluation team observed was an ongoing delivery system, i.e. services were 

being provided by VEWs at the village level, but almost as though it were 

another vertical program. A strong public health component at the Diffa 

level could have focused on this problem area and devoted more time and 

energy to integrating services at this level. We are of the opinion that 
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the other 6 departments of Niger are implenting similar prog as and are 

indeed reaching rural populations. What is difficult to detezine is what 

haa the A]IICABE project done in Diffa that is any different or "better" 

than the other departments. Until an evaluation of the EFM project has been 

conducted, that question will have to wait for an answer. 



18. Purpose 

The purpose of the AflCAI project is to strengthen and expand the
 

existing healii care system of the GON, especially in Diffa Department.
 

It is the evaluation team'a opinion that this has generally been 

done. However, since the team did visit 4 other departments and interviewed 

each of the DDSs and their assistants, the team wishes to note that the 

strengthening and expansion of the rural health care system is a national 

priority. Au such, activities are going on in the country, at the minister­

ial level, at the department level - which are contributing to this priority, 

irrespective of the APBICARE efforts. In Diffa, it is the evaluationteam's
 

opinion that AFMICABE did exceedingly well in providing assistance for tbo 

development of an adequate logistics and supply system. Additionally, their
 

.
efforts at providing adequate tertiary services to the population have
 

served to bolster the curative aspect of the delivery system. 
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19. Goal/Submoal 

A. Increase the level of adequate and accessible basc health services in 

Diffa Depatment. 

By increasing the numbers of VET. through training socoztistes and 

mateones, it in estimated that health care coverage by secourites has been 

increaed by about 20Y, which is the equivalent of four rural dispensaries. 

Moreover with the increase In trained matronee, it is estimated that an 

additional 20% of births are now known to the departmnnt. This represents 

approximately half of the activity of the CM. 

B. Strengthen public health training, in-service education and field super­

vision of health personnel. 

The team saw no evidence that curriculum changes had been effected which 

augmented practical public health training in the nursing schools. However, 

eight seminars conducted by AFRICABE inDiffa provided much needed and 

usually neglected in-service education to health personnel. Additionally, 

supervisory visits appear to be becoming more systematic inDiffa. The team 

was impressed with the competency of the VHV to the extent that he understood 

which medications were for which symptoms. And most importantly, how to re­

plenish and maintain an adequate supply of medications. At this level the 

system appeared to be functioning. 

The team was concerned with the degree to which the VY was able to iden­

tify the etiology, or cause of disease an well an its symptoms. Infomtion 

as to the degree to which para-professional personnel can appropriately treat 
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the. etiology of an illness in of concern to mny professional medical ob­

servors. However, lack of da% precluded useful ezploration in this area. 

Gene-ally, it is our opinion that smptomus and not etiology are treated at 

this level.
 

C. Strengthen the bumau of statistic@ in the MOH with epidemiological 

capability. 

This goal warn victim of the strengths of the AIRICA personnel at 

the begiJnn of the project. Bather than concentrating on the development 

of an BPI unit, emphasis shifted to development of a standardized national 

diagnostic laboratory. Not until the first epidemiologist was replaced, 

did the project concen trate on this goal. In conjunction with a Belgian 

epidemiologist who directs the EPI unit, APRICARE assisted the CON in 

strenghe and augenting this unit. 

D. Increase the capability of the MOH to deliver health services to the 

rural population, especially Diffa. 

AFRICARE can only be rated outstanding in meeting this goal. The 

experienced auto-mechanic established a garage and all the ancillary opera­

tions to asure smooth functioning. All vehicules in the department (health 

sector) are maintained and functioning. This component has been so success­

fal that other goverent agencies as well as private entrepreneu= bring 

work for the garage. Its reputation is even known in Cameroon! Ekwever, 

with the departure of the mechanic expected to occur in August, the team 

is not optimistic that the smooth functioning of this garage can be main­

tained. 
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2U. leneficiaiee 

Thu sation attempts to analyse the numbers of persons who benefit 

directly fron the project. Secondly an attempt is made to determine the 

=ber, who, as a rem of the activities of this project, may have bene­

fitted. 

Direct . ....................................
 

3. Dispensary Nurse........................ 12
4 Me. ..................... 151
 
5. Nat.es ............................ .... 145
 
6. MOK (other than seminars)............... 10
 
7. Mechanics............................... 5
 
8. OB/GYN Patients......................... 900
 
9. Surgery Patients........................ 700
 

10. General Medecine........................ 850
 
11. Seminars, MO persoMel................. 800
 

Throughthe VETs an additional 60,000 people are covered by the health 

system. Of theme, 10-15%have actually consulted with a VET. 

Through the Natronem about 200 women received prenatal care that would 

otherwise not be available.
 

This project does not directly contribute to reducing rates of unem­

ployment, however, the system does allow for secouriates to sell their mede­

cines at a mall profit agreeable to the general village population. Al­

though this is one fox, of an income producing activity the secouriste must 

still maintain other sources of employment for income. Matrones, on the 

other hand, provide services which are usually rewarded with a small gift 

(usually in kind) frem the family she assistm. 
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21. Lessone Learned 

It was noted earlier (p.12) that the pmpoe of this evaluation 

is to apprise USAID and the CON of a mutually acceptable approach to 

fuse the A M CARE ativities into the national Rural Health Improvement 

(EM) project. Also, this 6mluation is to assess the performance of the 

AFRCAh project. In this section we will present the team's observations 

in terms of what can be learned from the AFRICAE project. After which we 

will present recommendations for consideration by USAID and the GON con­

cerning fusing the AFRICARE project with the RHI project.
 

A. Lessons learned from APCAF. proJect: 

1. In order for both USLA and the CON to obtain maximum benefit from this 

project, or any project for that matter, USALD supported technicians should 

be provided with a Nigerien counterpart destined to remain in the project 

after the technicians leave. Failure to assure adequate counterpart training 

runs the risk of having the expatriate technicians become direct providers 

of services whereby cimunity needs may be met and comnmunity expectations 

may rise. At the end of the technicians' contract, it is not only the GON 

that perceives the vacuum being created, but most Importantly, community 

expectations are shattered and confidence in GON is diminished. 

2. Design of a project with reasonable objectives couched in iogica. ap­

pruaches lend. itself more to success than overly ambitious rhetoric couched 

in ambiguouity. Keep it simple. 
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3. Clear definition of what the project intends to do. By attempting 

to strengthen the health delivery system of the Government of Niger, the 

project was in over its head. By attempting to strengthen the health 

care system in Diffa Department, the project had a much better chance of
 

success. However, the APRICARE project 
seemed to be unsure of what it wanted 

to do and where it was going to do it. This lack of clarity in the original 

program design contributed in part to some missed opportunities. 

4. Clear determination, before project initiation, as to the kinds of 

personnel deemed necessary to effect the stated purpose of the project. Not 

only was this not done, but due to the ambigious purpose of the project, 

Diffa today ham neither laboratory services, nq sytematic epidemiological 

data gathering and no public health leadership. 

5. Self-evalia tion. Although the project set out to strengthen the health 

care delivery system in Niger and in Diffa, a scheduled self-evaluation 

mid-way through the project may have focused on the difficulties of this 

undeartaking. In deed, the project may have believed that it was filling 

gaps that otherwise vould not hare been filled, but did this "gap" filling 

detract from the ultimate purpose of the project? Could AMICAFZ have seen 

the value in concentrating it 'spublic health resources in Diffa rather 

than isolating them in Niamey? To date, no valid statistical data is a­

vailable on the three years of activity in Diffa. Quantative information 

on the nubers of VEWs trained and retrained, and the number of supervisory 

visits carried out, only superficially reflect what the project was supporting. 
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Opportunities may have presented themselves to develop. a departmentwide 

reporting system which would better reflect the overall success of these 

infrastructure support activities by providing data on additional coverage, 

increased accessiblity to health care and utilization by the commmity as 

a result of installing a village health worker. 

6. USAID should not support a project which provides qualified technical 

assistance but is placed in a situation where such technical assistance 

do not participate in how USAID monies are spent in the project. Examples 

of this are numerous in the APRICARE project. For instance: 1) no technical 

input int.1 the latrine construction program; 2) no input into the supervision 

plan in Diffa in 1978; 3) no input into appropriate use and monitoring of 

equipment provided to the Mobile Medecine Team in Diffa; 4) no significant 

input into a plan for the appropriateness and reasonableness of purchasing 

the Berliet truck for Diffa; 5) little or no input into assisting and develop­

ing a departmentwide reporting system which would reflect some of the concerns 

noted in 5. above regarding VHWe. 

7. Project should have decision-making capability within the project. The 

lines of communication from Diffa to Niamey to Wachington are much too long 

and cumbersome. There was no one person responsible in Diffa for making de­

cisions which directly affected oroject operations. Staff morale is adversely 

affected in relation to their distance frm decision-making point. 
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8. Latrine construction progr ms do not succeed if initiated in a vacu=. 

It is not reasonable to assume that latrines will be used if the 

counity is not involved in planning site location, type and general 

maintenance. Additionally, coupled with this plannin and maintenance 

responsibility, systematic health education should be provided to prepare 

the village for latrines. There must be close coordination between all 

units involved in the project at the goverment level after the village 

has agreed to the building and maintenance plans. 

In the case where a school latrine program is established, hygiene 

should be an integral aspect of the curricula. To expect the teachers 

to increase their teaching hours voluntarily is not realistic. Again, after 

integrating regular hygiene lessons into the curriculum, school principals 

and teachers should participate in site location and continued maintenance. 

Where water is a scarce resource, and pit latrines can be constructed, 

the construction of aqua-privies should unequivocably be avoided. 

9. USAID should assist in enhancing closer cooperation between project ac­

tivities and Peace Corps manpower utilization. With the lack of adequate 

local manpower, Peace Corps programing efforts should be brought to the 

attention of both Peace Corps and the GON, so as to complement USAIh pro­

ject activities. This approach could help minimize Peace Corps from working
 

in a vacu. 

10. Project activities which require collaboration with other goverment 

departments should be mutually worked out and agreed to in writing. For ex­

ample, AMRCAR financed the well in Bosso, 0FMDES built. However, 
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neither the IO, or APCA nor USAnh o-the Bosso Administrator, 
the representative 

nor 
frOm the Minlstz7 of Plan nor the Prefet knov who isresponsible for maintaintng it. Also, one time events such am this should

be avoided if not sPecifically tied in ith project objective.s
11. A91eent should be obtained, in writing, between the project and theMOH as to who will provide what. At present, the MOH assumes that AFMICAM
will absorb costs of any equipment the I(OH approves for the hospital inDiffa. The DDS is also under the Impression that the APRICAn project wilfinance vehicule parts for the Departmental garage. The project bas not ade­quately addressed this and thus this question remains open-ended. Also, anyrequest for approved equipment 
and parts should be within approved plans
for their use. 
 For example, the recent request for a number of $300o micro­scopes for Diffa. The AMICAE representative was not aware of any intention 

on the part of the DDS to make such a request and did not know where and
 
how they would be used.
 

B.Conc'zing
fusionof resentactivitiesinto RMEroect. the flowing
recOMendaions are offered: 
1. Terinate the AZCARp project, as it is presently designed, in march 
1981.
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2. Advise GON that USAD will not support technicians and physicians to 

provide direct medical services and accordingly, will need to have assign­

ed to the Diffa Department, a reasonable nomber of trainees for each tech­

nician and physician in order to justify their presence, i.e. sumgeon, gyn­

ecologist, automotive repair technician, and bio-medical equaipent repaixmna. 

3. The APBCAP provided public health physician position could be absorbed 

into the technical assistance component of the RKI project. However, this 

should not be undertaken until a written job description has been deveLoped 

and approved by USA.D and the GON.
 

4. The MEr project will not pick up the services of the AMICARE Administrative 

assistant or secretary. However, this may be left open to negotiation. In 

an event, if it in decided to include the Administrative Assistant and 

secretary, job descriptions must be developed and approved by both USAID 

and the GON. In addition, the contract must be amended to clearly reflect 

the organizational line of comunication and respective responsibilities 

of AMICARE, USAI and the GON before finalizing the approval of supporting 

the Administrative position in the EMl project. 

5. Owing to the stressful wozk and environmental conditions to be endured 

by personnel assigned to the Diffa region, the evaluation team recomuends 

the provision for more respite trips to Znder. Project should, in accordance 

with this reccomendation, furnish a suitable vehicule and sufficient fuel. 


