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acted mainly in first aid and 
as 
a liaison with the mobile services of the
Service des Grandes Endemies. But beginning in 
1959, the concept of the
Village Health Team (VHT--French acronym ESV), consisting of a secouriste
with expanded preventive and curative functions, and 
a re-trained
traditional midwife (matrone), gained momentum. 
 These secouristes and
matrones were embodied in 
a village structure of community participation
in selection and support, and supervised by Ministry of Health personnel
from "arrondissement" 
(the most peripheral dispensary level 
in the MOH
system), "circonscription medical" 
(health center) and departmental (most
peripheral physician) levels. 
 This concept developed progressively with
MOH support far beyond what was be
to found (or for that matter, beyond
what is still to be found) in 
other Sahelian countries. However, there
were always, and still 
remain, significant pzoblems in 
implementing this
system of VHTs: 
logistic problems in supervision and supply, resource
constraints, 
lack of adequate numbers of personnel and relevant training
and motivation of supervisory personnel, problems of sustaining
volunteerism at 
the village level and 
special problems involved in serving
the nomadic pcpulation. 
 In addition the VHT development was 
uneven
between, and within, different departments, but the critical point is that
the GON has 
(a) a long historical experience with 
the development and
implementation of village-based 
rural health systems, and (b) a
demonstrated commitment 
to peripheral rural health services a. a major

priority in health
its strategy.
 

With the change of government in 1974, and the new
administration's thrust 
to develop a broad base 
of support in the rural
areas, 
this priority emphasis on the further development of "medicine de
masse" through the vehicle of 
the VHTs gained added importance. The most
major constraints remained the same as those of 1964 lack of trained
personnel and 
the lack of financial resources. These overshadowed other
important technical constraints such as logistics, and technica.
considerations regarding 
the nature of 
the training function and the
supervision of secouristes and matrones. 
 Nevertheless, 
the GON's basic
policy and strategy has remained 
consistent, well thought-out, and
actualized by priority 
in the allocation of available 
scare resources.
 

3. Current Health Services
 

Current health services in Niger are 
under the authority of the
Ministry of Public Health 
and Social Affairs (Ministere de la Sante
Publique et 
des Affaires Sociales, or (MSP). The MSP has both 
a
centralized national-level administration and 
a territorial organization
for the provision of health services at regional and local levels (see

Figure 1).
 

The MSP provides preventive health services, including
immunization campaigns, maternal and 
child health services, and malaria
prophylaxis. 
 Non-MSP programs for providing clean water and 
improving
community sanitation also contribute to 
preventive medicine, Much MSP
activity, however, 
is curative in nature. Visits 
to health facilities
most often are prompted by urgent 
health problems due to illness or
accident. Laboratory facilities 
for diagnosis and analysis
concentrated at 
are


the nation's 
seven hospitals; elsewhere treatments must be
based largely on 
observable symptoms and patients' descriptions of 
their

problems.
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.
 Ea iheMinistryO
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facilities
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designated 
 capital,
as national in Table 1.
hospitals. hospitals A hospital
Government 
with those at Niamey and Zinder is
GOvernment 
 physicians and the Others 


Although Pharmacies are as departmental
are also found only at
1980:403), 
six Private clinics this level.
were
there 

located in each department
reported
"virtual are restrictions capital.
prohibition,, in 1978 (Republigue
Improvement 
 of private Practice du Niger

on private medical practice.
Project (RHIP) evaluation reported The
team 


not preclude private voluntary organizations(Barokas
by the RUral Health
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The Sudan Interior does
n the health sector
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TABLE I - HEALTH CARE FACILITIES, 

Facilities 1978 


National hospitals 2 (1,318 beds) 

(NIarnay, Zinder)
 

Departmental hospitals 5 (695 beds) 

Private clinics 6 (212 beds) 

Medical Centers (CMs) 38 (937 beds) 

Maternity Clinics 41 (Including 4 private) 

Dispensaries 159 


Maternal and child health 20 

centers (PMIs)
 

Departmental mobile 7 

medical teams
 

Pharmacies (government 15 

sponsored)
 

Private pharmacies 2 


Village health teams 1,496 teams 

1978 data: Rdpublique du Niger 1980:403 

1980 data: Barokas et al 1981:8-9. 

9
 

NIGER 

1980
 

2
 

5
 

no data
 

38
 

49
 

189 plus 24
 
"medical posts")
 

24
 

7
 

18
 

no data 

2,411 teams 



midwives, and 
laboratory technicians. 
 Nursing and midwifery 
programs last
 
for three years; laboratory technicians receive two years of training.
 
The ENSP enrolled 
a total
state nursing program are 

285 students during 1980-81. 
 Candidates for
level recruited through two channels: the
(certificate earned after 
 at the BEPC
competitive examination 
 ten years of previous schooling); and
among certified 

experience (Barokas et 

nurses with four or 
by
 

more years of
al. 1981:115)
 
The Ecole National des
Assistants de I.'Action Sociale 

Infirmiers Certifies et
certified (ENICAS), des Aidesnurses located in
and social workers for Zinder, 
trains
Affairs and Maternal and Child Health 
the MSP's Division of Social
by examination (DAS/PMI).
among persons with Students 


two are recruited
(the CFEPD certificate plus 
or 


years in two years, 
more years of secondary school
nurses
1981, to was extended
allow for more from one
training program to two
(Barokas et al. 

extended practical experience in
1981:112). the
agents 
in a program that also 

ENICAS also trains sanitation
was expanded to 
two years in
(Ibid.:118). 1981
 

D. 
 Historical Evaluation of Diarrheal Disease Treatment

The Government of 
Niger initiated 
a national seminar on 


diseases which took place in Niamey from November 25
as part of diarrheal
 a series financed by WHO. to December 4, 1982,
national program for 
the 
At the end of the seminar, a
recommended. 
 Previously, there 
was no program to was
 

"fight against diarrheal diseases" 

coordinate activities
 

which could reduce morbidity and mortality from diarrhea.
 
Curative 
treatment of diarrhea has
health system: 
 at 
 been commonly used
maternal child/care clinics and hospitals 

in the
 
the Village Health Team, dispensary, medical center,
levels.
diarrhea may receive intravenous solutions 

Severe cases of acute
isotonic serum) available at (Ringer lactate, salted
reported to 
be knowledgeable 
large health centers. Medical staff were
about ORT only at the National Hospital 


Niamey and rarely at local dispensaries.
at the dispensary level have not had ORS packets. 
in
In general, the health personnel
be held for distribution until educational seminars have occurred for
 

UNICEF's packets will
health staff in the Departments. 
 Diarrhea is specified 
in the regular
 
reports of medical centers and hospitals, with particular attention given
 
to cholera and diarrhea with dehydration.
 

The seminar report recommended
children between the ages of 0-4 

a diarrheal disease program for
to
the year 2000, mortality due 

reduce morbidity aad mortality.
reduced by two-thirds. to diarrhea fcr children under five will 
By
be
the time. There should be 100%
In short 
term, a program for 

ORT coverage of children at
dividing the country into three 

the years 1984-87 was
riverine, sahelian and zones defined,
for simultaneous activity:
saharan 
zones.
of ORT from the hospital 
to 

The program features administration
diarrhea. the family level in
Intravenous therapy will be used only at 

cases


dehydration when ORT is 
of acute or chronic
 

no stages of
acidosis). longer efficacious severe
The program relies (coma, persistent vomiting,
on
and action by the population, especially mothers of 


Ministry of Health staff and resources,
 
families.
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The seminar report recommended creation of
for a National Committee
the Fight Against Diarrheal Diseases. 
 The committee's functions
include proposing national policies, managing and supervising program
activities, and program evaluation. 

Ministry as 

Members represent key sections of the
well as 
the Office of Pharmaceutical and Chemical Products
(ONPPA) which would supply ORS packets to
has been established and has been 
the health system. The committee
functioning for several months. 
 It is
led by a capable full-time senior MOH officer, formerly a Division Director
with field experience. 
 The committee has 
taken responsibility, actively,
for the program outlined below. 


seminar has 
The program strategy agreed upon at 
the
two aspects: education of mothers about how to
and packaged ORS through their use howe-nased
interaction with
of ORS packets to the health system; supply
families through the health system, initially with
packets imported by UNICEF and
activities and evaluation plans 

later from local production. Program
are specified in 
annex 1, Nigerien National
Program for the Fight Against Diarrheal Diseases.
 

III. 
 Analysis of Constraints
 

A. 
 Global Environment
 

The major sources of government 
revenue are
and profits, turnover taxes on 
from taxes on income
goods and taxes 
on international trade, and
exceptional contributions from uranium mining.
 

The significance of 
uranium as 
a source of government revenues 
is
summarized below:
 

Fiscal Year 
 Uranium Revenues as 
% of the

(in billion CFA francs) 
 National Budget
 

1977 
10.0 
 29
 

1978 

18.0 
 42
 

1979 24.1 
 43
 
1980 


24.6 
 34
 
1981 
 13.0 
 16
 
1982 


11.0 
 12
 

Total revenue increased rapidly at
1978-1980; about 30% during the period
it 
has slowed down substantially since 1980.
total revenue was Although the
projected at
1982, the level of 93.9 billion CFA francs in
it fell short by a substantial amount. 
 According to
the shortfall was CDSS estimates,
well over 15%. 
 The anticipated revenue
bill.ion CFA francs, representing a reduction of 13.4 
for 1983 was 81.2
 

% from the previous
year's expected revenue.
 

With its ambitious investment program under the Five-Year Plan,
and 
the current fiscal difficulty, the recurrent cost problem becomes a
 serious concern 
in the immediate future. 
 However, no systematic, thorough
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examination 
of the problem has been done up
has however agreed 
to to this time. 
 The government

agriculture 

conduct studies in certain sectors, such
and 
health. as
 
As 
a rough indicator of
USAID estimated the 
recurrent
Plan. the order of magnitude of the problem,


costs of
For example, according some major projects in
for agriculture to the Five-Year
and the USAID analysis,
livestock projects if
operation in 1983 the recurrent 

as Planned, the 

were to costs

CPA francs. requirement 

reach the stage of normal
But the 1983 current expenditure 
would be roughly 8.5 billion
Rural Development budget for the
was only 2.1 billion CFA francs. 

Ministry of
 
According to
recurrent 
cost problem. 

the USAID CDSS, there
First, it are several
is implications
will have serious difficulty meeting the recurrent 
of the
development 
program 

clear that the Nigerien Government
 
necessity as planned. cost burden of the rural
to adjust its 

The government has
(1983-1984) investment plan. already recognized
The last the
have been devoted, in two years of the plan
"pause and consolidation". 
 the Nigerien Government's 

words,
Second, donor agencies need to 

for
Irecurrent
substantial
cost financing consider that
amount of assistance from different donor agencies has already
 

been put into rural development 
e for projects where a
 

may be justifiab 


projects.
category. 
 The health sector fits this

Finally, the Nigerien Government is
its local currency contributions having difficulty meeting
be given to 
 in projects.
provide additional financing Consideration
recurrent 
 will have to
cost financing of Potentially 

to local currency as 
well 
as
worthwhile project activities.
 

B. 
 General Health Environment
 
Less 
than 30% 
of Niger's people are considered 


any form of modern medical services.
health care to have access
is to
still 
For the majority of rural Nigeriens
a form of traditional 
medicine.
 

There are a wide variety of constraints

hinder the GON from fully implementing at
land area various levels
of Niger, its rural that
difficult Sahelian and desert 

health Policy. 
The vast
communications, 
the scattered village and nomadic population,


transport and 
terrain and climate, and the


development infrast: ucture pose severe 
and maintenance 
the Poorly developed


Personnel of an obstacles
can to 
the
vehicles have 
become isolated 

effective and efficient health system.
an extremely short useful
channels 
from technical and motivational 
are difficult support;
 

nurses may have to 
life, logistic support and supply
 

to create and sustain.
travel by horse, camel, 
In the
the rainy season case of sandy areas,
in other or foot
these constraints areas, village to reach VHTs; during
access
are familiar routes
throughout the Sahel. 

are impassable.
placing emphasis All
on
at the simple health activities The GON policy of
VHTs village level would 
 that

feasible response to 

seem to be 
can be carried out by
these the most appropriate
awesome problems. and
 

Although the VHT health delivery system is 

compatible with 
the sociocultural
constraints 
arise in 

generally thoroughly

Populations. 

milieu of the population, special
the application

It was of the system to
of AID's initial 
understanding the nomadic
a separately designed project of health care 


that the GON was 
desirous
for 
the nomads. 
 However,
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GON officials have made it clear that their current policy is
health activities related 
to to integrate
the nomads.
challenges posed by health problems among these migratory groups 


They hope to 
work out the
 
as part of
 

the overall national rural health effort, with appropriate attention to
requirements of local variation.
 
Any additional program activity raises questions about whether the
 

central Ministry personnel can plan, control, and
interventions. 
 There implement
are the
constraints at 
clearly both quantitative and qualitative
the central MOH level.
personnel 
are 
in short supply, 

Skilled senior and middle management
as are
out lower level
routine administrative tasks. 
personnel needed 
to carry
The personnel list for the central


services and cabinet services and cabinet level positions includes only 20

positions. 
While the Ministry is short in the
level personnel, particularly numbers of trained high
those with backgrounds in health planning and

financing, those persons who are
hard-working. available appear to
The design team be competent and
evidence that funds are 

for the USAID health project encountered no
used for purposes other than those for which they
are intended.
 

In summary, Niger's ability to 
respond to 
basic health problems
has been limited by:
 
inadequate health facilitips and logistics system, coupled with
the limited national road network;
 
limited support capability, i.e., 
diagnostic facilities, health
education materials, training capacity, etc.
 
limited coordination with sectors directly or 
indirectly affecting
health.
 

C. Diarrheal Disease Control
 

Constraints 
in the operational health system will be especially
pertinent to education of
packets. families about ORT and distribution of ORS
Although the MOH is making an
health personnel at effort to increase the number of
every level of the health delivery system, the supply
 
of health professional, para-medical, 
and support personnel is
below that required to meet national still far
concerning the 
rural health demands, particularly
areas. 
 Trained
curative health at to 
provide simple preventive and
the village level, the VHTs could have
the a major impact on
these 

health status of the rural population. However,
teams 
is the performance of
totally dependent upon the capability and availability of
 
the health professionals in
Appreciating the potential fragility of this system, the MOH is expanding
 

the health centers and rural dispensaries.

both the quantity (two

quality of 

nurses per health center and per dispensary) and the
the health professionals.
continually assessed The village workers must be
in 
terms of quality of performance and
of their skills the relevance
to the village needs.
 

In addition to 
their responsibilities at
dispensaries, both 
the health centers and
the certified and state 
nurses participate in the
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training and supervision 
of the VHTs.
they receive additional 	 It seems
training if 	 essential,
supervisors 	 they are therefore,

to 	 that
motivate, 

for ORT programs. 	 be effective trainers and
encourager 
 Equally important is
workers. Certainly, 	and Psychologically their ability to
any deficiencies support the village health
in 
the nurses'
program. 	 ability to
According 


supervise would seriously affect the efficiency 	 train and
technically' to the curricula 	 and success
qualified at 	 of the VHT
to work in 
ENICAS and ENSP the nurses
Both sch-ols offer courses 	 are
certified 
 in
nurses 	

the health centers and rural dispensaries.
are 
 public health theory 	and practice. 
 The
 
taught basic theories of community health and hygiene,
 

including health and 	nutrition education.
detailed and comprehensive 	 The course at
and includes 	 ENSP is 
more
courses 

administrative, 	 in public health
methodology, statistics and demography.
transport.Another considerable 
constraint
The rural health delivery lies in the area
flowing between the Department system represents of logistics and
support heads and a continous circuit

certified

pass from the Departmental the village team. 
nurses 	 Supervision

provisions who in turn 

Health Director to 	 and
 
to 	 the state and
the VHT. 

supply support, supervision
A feedback
health data) begins with 	 and medical
system (medical referrals and village

the rural dispensary 

the village worker and passes up through
Health Director. 	 and health center until 
 nurses
Distances it 	 in
areas 
nonexistent. 
 reaches the Department
are often great, roads
trained mechanics 
The lack of appropriate are poor and in many
vehicles at
gasoline, seriously hamper the necessary 	

all levels, and of
 
to maintain and repair vehicles, plus the high cost of
support for the present system.
The need to 
integrate the nomads


system Poses particular

Point. 	 problems which the MOH will have 


Even 
if VHTs are 	
into te rural health delivery


to address at 

trained and placed, retraining, 	 some


provision of ORS

supplies, and supervision
patterns of nomads.
 will still be difficult due 
to the migratory
 

IV. 
 Strategic
Options
 

Prior 
to
Committee 
 the PRITECH consultation,
was considering
and 
to 	 the MOH Diarrheal Disease
develop educational
a pilot program to establish training seminars


training arrangements materials starting in
were
Pelivery 	 to be patterned only two Departments.
program. 	 on 
 The
seminars for 
The committee had taken 

the model of the Rural Health
experience the two Departments. the initiative
with 	 to
The pilot programs plan three
test educational 
training and supervision 	 were

materials. 	 to provide
methods for health workers and 


health services infrastructureThe committee wanted to 
 to
 use
and which gave opportunity 	 the existing

to 

which could provide ORS packets
reflected growing confidence 
educate the Population 	 to families
understand 	 about ORT.
and to transfer in the capability The plan
the Population of health workers to
plan also reflected 

to 

the committee's 	

a new medical technology.

following the national 	

conviction about the efficacy of ORT,
The
production 
 seminar 
in 1982.
packets from UNICEF. The plan anticipated local
 

of ORS with help from the Belgians, with 
an interim supply of

the pace and 	

The main questions before the committee
scope of 
the effort and 
 were about
the sources of 
financing.
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wt 
 eeomn
of the s 
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There is Only limited OPPortunity 

to 
use
help carry out 	

Panning with each sYstems could be determined
Proess 	 the private Sector to
 
activities
are probably an ORT Program in Niger.
of
Oportunitie
in Niger 	 Virtually all medical
to
are employed
distribute
by the government
areiProbably 	 ORStnalpackets
usPteograe
Private Organizatio through private
commercial ch 

s are very limited ecort
 
The health
(see Annex 2).
a 	 There
national nes 
 .
program 


The Committee Proceeded with specification
followed 
 of requirements
determine by discussions 	 for a
whether 

sufficient 	 with Potential 


resources 	 donors 
to
onal Advisor facilitated and encouraged these steps by the Committee.
 

identifie
In with 	
would be available.
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proposal 	 toue a national Program pron-al
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eowsProgram 	 werereviewed,
Proposal 
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necessary 
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network Disease
ilr c efmled steadily of Committee
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the 	 Program
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training and SUpervision
Direct 
contact with most of 


1978.
system 	
of workers and distribution
been measured yet. 	

n 1983g36O
 
now a fact, although the benefits from delivery of health services have not
 

This program is an 	
the ution
in the "fight against diarrheal Opportunity to mobilize the health
diseasey.


The village 
health workers
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will be asked to 
take initiative as 
educators,
not yet pushed them to perform. They will 
a role which the system has
 

materials to be given the training and the
facilite this expanded role. 
 Radio and perhaps television
messages will supplement the educational effort and hopefully stimulate
families to 
use home-based ORS at 
the 
onset of diarrhea and
health system when diarrhea is a problem. to go to the
ORS packets will be pushed out
into the system for delivery by 
the VHTs whenever diarrhea results in
dehydration.
 

The program is optimistically planned
years. for a brief period, three
Its mechanisms and objectives reinforce those of
health services system and AID's RHIP project. 
the government
 

not fully realized during the 
Even if the objectives 
are
 

useful prelude to 
three year period, the effort will be a
the second phase health services project to 
be financed
by the AID Mission, and possibly the IBRD health services project now in
the planning stage.
 

The program was planned with the Committee
to be financed by the GON and by several donors. 
as a composite effort,


described in detail below. The entire program is
 
specified PRITECH and other donor contributions
in the financial plan. are
An important element for PRITECH will be

assistance with design of the program monitoring and evaluation system.
have not attempted to 
 We
isolate for evaluation purposes
financed by PRITECH or the program elements
the AID bilateral program.
outputs are defined in The goal, purpose and
terms of 
the entire GON and multi-donor effort.
 

The specific elements of 
the program are 
as follows:
 
Strengthen 
use 
of ORT using existing infrastructure of health
facilities and village health 
teams.
 
Develop reliable supply and distribution systems for ORS packets.
Assure adequate supplies 
are available before beginning education
of mothers about packet use. 
 Assess availability of salt and
sugar 
in communities.
 
Train all health 
staff, community development, literacy workers,
water agents 
in ORT treatment and health- education for home
treatment 
of diarrhoea, using packets where possible and
sugar-salt solution where these are 
not available.
seminars would Training
occur at 
Department and A~rondissement 
(country
levels).
 

- Provide management training for 
administrators of program.
 
- Retrain 12,000 health agents and traditional midwives
already have (30% - 50%
some knowledge) through refresher 
courses already
planned (RHIP).
 

- Consolidate this retraining of 
health agents and midwives through
the routine supervision system already functioning (RHIP).
 
- Concentrate supervision efforts 
on ORT education 
(including
meetings with Village Development Committees) during one
trimester, all villages covered by Health Agent Teams 


in 

(3,629
 

villages).
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Produce educational materials 
on a 	mass 
scale to support all
 
training and informational activities 
(to be ready mid-1985;
however, the education campaign will 
await adequate supplies of
 
ORS packets at the village level).
 

Messages will be based upon RAP surveys 
to identify sources of
 
diarrhea disease care 
and to 
understand family expenditures for
 
treatment.
 

-	 Use radio and TV to support training and information activities.
 

Produce packets of ORS locally for 
sale 	through the Health Team
structure. 
 (Health Agents already sell 
drugs at village levels.)
 

- Assess pricing policies and cost-recovery assumptions.
 

MOH will make packets available 
to all health facilities also.
 
UNICEF sachets 
to be used until local production underway.
 

Explore opportunities for over-the-counter sales and distribution
 
through the private sector.
 

Carry out 
infant and child mortality studies in 
at least 3
 
Departments before 
the launching of the programme on a large scale
 
to establish baseline data.
 

B. 	 Goal
 

To reduce infant and child morbidity caused by diarrheal disease.

By the year 2000, mortality rates for children under 
five 	due to diarrheal
disease will 
be reduced by two-thirds.
 

C. 	 Purpose
 

The national program for 
control of diarrheal disease, will
establish capability throughout the country 
at the village level to
increase access 
to 
and effective use of oral rehydration therapy for

diarrheal disease. 
Within this program, the PRITECH project will assist
the MOH Committee efforts 
to organize and monitor 
the three-year program,
and will provide appropriate educational materials and technical assistance
 
as requested.
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D. Outputs
 

(1) Train 30-40 
core "trainers" from Department and
Arrondissement levels 
to carry out 
training and supervision
at peripheral levels.
 

Train, 
in each of the 7 Departments.
 

30-40 Health, Community Development, Literacy staff at
 
Department level.
 

30-40 Health, Community Development, Literacy staff at
 
Arrondissement level.
 

Totals: 
 35 x 7 = 245 at Dept. level 

35 x 37= 1,295 at Arrond. level.
 
(2) Strengthen ORT component in 
refresher courses 
for
approximately 40 
- 50% cf Village Health Team members
(midwives and 
"secouristes") 
= approx. 5,000 people.
 

(3) Carry out 
a focussed supervision/health education session
with Village Development Committees and Village Health Teams
in the 3,629 villages covered by 
these teams.
 
(4) Produce appropriate education materials, including:
 

500,000 flyers

30,000 posters
 
50,000 booklets
 
1,000 flip-charts
 

3 radio spots, television spots
 
I slide set 
for health staff.
 

(5) Evaluate the effects and monitor 
the execution of the
programme 
(mortality studies, sentinal health facilities,
spot studies of educational impact, 
routine Departmental
 
reporting).
 

(6) Produce ORS packets and 
ensure the sale at 
village level and
 
use in 
health facilities.
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V. 
 E. Financial Contributions
 

Program Item 


Seminars 


Supervision 

and retraining 

of village health
 
teams.
 

Production of 

education and 

training materials
 

Educational 


equipment
 

Program evaluation 


Program monitoring 


Supply of ORS 


Packets
 

Equipment and 1 year 


supplies for ORS
 
production
 

PRITECH Resident 


Representative
 

PRITECH short-term 


experts & supervision
 
TOTAL 


TOTAL PRITECH 


Donors 


UNICEF, Belgium, 


Dutch, IBRD, USAID/RHIP
 

RHIP 


PRITECH 

UNICEF,and OMS 


PRITECH 


USAID/RHIP 


PRITECH 


USAID/RHIP 


UNICEF 


Belgians 


PRITECH 


PRITECH 


Amount
 

$100,000
 

(no incremental
 
cost)
 

$70,000
 
$54,000
 

$5,000
 

$20,000
 

$20,000
 

(no incremental
 

cost)
 

(in-kind)
 

$454,000
 

$65,000
 

$160,000
 

$948,000
 

($320,000)
 

20
 



F 
 The Role of Other Donors in the National Program for
of Diarrhoeal Control
Diseases
 

government's 
efforts 

Several other donors have expressed particular interest in the
 

to establish 
a national CDD program. 

already made significant contributions Some have
waiting for to
a clear implementation this effort, and have been
funding, to 

plan, with corresponding
be formulated by the Government. 
requests for
 

This implementation 
plan has now been developed by the National
 

Diarrhoea Program Committee, with the help of
plan was 
formulated during September and October of 1984, a process that
 

a PRITECH consultant. 
 The
culminated in a multi-donor meeting, convened by the MOH in mid-October.
 
The purpose of the meeting was
program that require additional 

to discuss the various elements of the
funding, and
from each donor as to 
obtain initial commitments
to which of these elements it is willing to 
fund.
The following paragraphs summarize the past and expected future
 
involvement of 
the donors concerned:
 
ORS packets-.1,500,000
UNICEF has 
already responded 
to
packets have been assigned to
which 


already 
a request from the Government for
are Niger, 300,000 of


in-country.
 
In the context
UNICEF has agreed of the recently-developed
to fund in-country training implementation 
plan,


also willing 
courses, educational
materials, technical assistance and observation/study
to consider
locally-produced tours. UNICEF is
some mechanism for subsidizing the cost of
arrival of 

ORS packets

a Cemmunications to the consumer. 
 UNICEF is awaiting the
the National CDD Committee. 

Support person, who will be available to assist
 

to carry out 

WHO has already provided training materials to enable the Ministry
Seminars that 

the National CDD Seminar in 1982,
are 
to 
 and the Departmental
take place in October-December
to provide additional materials for
well as for 1984. WHO is willing
the Arrondissement the other Departmental 
Seminars,
level coursed. as
provide copies of the WHO/UNICEF booklet "The Treatment of Diarrhea"
all 

The Organization will also
the health staff in Niger.
 for
 

The WHO Regional Epidemiologist
designing the surveys intended to
intervention, measure the impact of the CDD
 

has assisted the CDD Committee in
and will be available to
interviewers and application of the research protocols developed.
 

ensure the adequate training of
 
WHO is also willing to 


program, as 
provide other technical assistance
the need for to the
this
development. is identified at different stages of program


Health at 

The Belgian government provides 4 physicians
central level. 
 to 
the Ministry of
 

All 4 work in different aspects of public health,
 

including Health Planning, Health Statistics, and Primary Health Care. 

of these physicians is an
as well 
as One
being the chief technical advisor for the Village Health Team

Primary Health Care system.

active member of the National Diarrhea Committee,
 

21
 



The Belgian governm-nt also provides several physicians 
to the
Department of Dosso, 
one of whom is in charge of the Department's MCH
 
activities.
 

The Belgian government has agreed to 
provide the equipment needed
 
to set up an ORS production unit in Niamey. 
The raw materials and
packaging will be provided for 
one year of operation, by which time the
 
government Pharmaceutical Agency (ONPPC) should be able to sustain
 
production costs.
 

The Belgian government has already arranged to 
fund the first
Departmental training 
courses 
in Dosso and Zinder, in 1984, and is willing
to finance additional training activities at local levels, should this be
 
necessary.
 

The Dutch Government supports public health activities in the
Department of 
Niamey, and provides a full-time physician as Assistant
 
Department Health Director. 
The Dutch project is willing to fund all
training activities within the Department, as well as to provide some

educational materials. 
 The project is currently developing a slide-set on

diarrheal diseases to 
be used for health staff training.
 

The World Bank is currently at 
the design stage of an extensive
health sector support program. 
Funding for this program is unlikely to be
available before 1986, but should at 
this stage be of particular assistance
to the CDD program insofar 
as 
it is intended to strengthen the health
education production of educational materials for the program, after 
an
assessment of 
the programs initial educational efforts and identification
of modifications and additional materials required. 
 The Bank also
expressed interest in funding 
two of the 11 Departmental Seminars on
 
diarrhea.
 

VI.Feasibility
 

A. Economic/financial
 

The GON has no additional or incremental resources which can be
rovided for this program. They have 
a reasonably well functioning rural
ealth system in place, which is a vehicle for the ORT program. this system

is the basis for 

contribution. 

the program and therefore is the most significant
Beyond this, the GON has assigned a full time program

director, who is chairman of 
the committee. The individual 
is capable,
experienced and senior; his assignment by the GON is an 
important
contribution to the program.
 

For the 
initial three year period, all apparent incremental costs
 
have been provided in the financial plan shows at 
Table IV in Section VII
and allocated among the donors. 
 Once the program is established, the
 
recurrent costs will be for 
supply of ORS packets and for routine
supervision and training of 
health workers. Future programs of A.I.D.,

UNICEF and the World Bank promise adequate financing to augment GON
 
resources 
for these costs.
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PRITECH's 
resources 
have been restricted to 
costs of short-term
technical assistance, PRITECH program administration, a portion of
educational materials, and assistance for 
the
 

program monitoring and evaluation
systems. 
 None of these expenditures will be channeled 
through GON budgets;
all local costs 
will be handled directly by PRITECH.
 

B. Managerial/administrative
 

The managerial and administrative feasibility of
been one of the this project has
foremost concerns 
of the PRITECH 
 team and the USAID
mission. 
While the members of 
the National Committee 
are all very able
officials, they have other fully demanding assignments.
responsibility for 
adminstration and All
follow-up will the
rest with the 
full-time
 
committee chairman. 
The very able USAID officers with responsibilities for
health programs are also 
over burdened. 
 Mindful
and adminstration that adequate management
of the program is essential, PRITECH 
has encouraged
other donors 
to share responsibility by handling project components.
program has been patterned on the USAID-RHIP model for training and 

The
 
supervision activities, 
so no new administrative systems will 
need to be
devised by the Government.
 

The initiative and 
organization for 
this program will have to 
come
from the National Committee. 
During the planning 
of this program, the
PRITECH Regional officer was
administrative and located in MOH offices giving direct
technical assistance to 
the National Committee. This

informal but effective role stimulated Committee activity which produced
the plan presented here. 
 The Committee activities in
support turn galvanized
from other donors for this integrated program.
involvement may be essential 

This kind of direct
 
to help 
the MOH provide sufficient and
sustained attention to 
the ORT program. 
 PRITECH intends 
to provide this
kind of direct staff support for the Committee


visits of in two ways: through regular
the Regional officer, up 
to six months of her time
year period; plus the assignment of 
over a three
 

a resident PRITECH
administrator who will be available to 
program
 

the Committee for three days each
week during the 
first year, 
and two days each week thereafter.
citizen, resident in Niamey has 
A U.S.


been identified for this position; 
she is a
french-speaking medical anthropologist with past experience working with
the Ministry of Health. 
 Her scope of work and 
authority is shown at annex
3. She will 
relieve the AID Mission of additional burdens
program. -A proposal for her 
from this
 

to assist the Committee with
several key tasks the execution of
is 
currently under consideration by the MOH.
Regional officer The
is prepared to return to 
Niger in January, if the PRITECH
program is ready 
to be launched. 

representative in 

She will assist the resident PRITECH
establishing effective working relationships and 
a role
with the Committee. 
 The first task will 
be to lay out
implementing actions the necessary
by the Committee, MOH agencies or donors 
to maintain
the project schedule.
 

The Committee has already scheduled training seminars
the seven for three of
regional Departments. After each of 
the Departmental seminars,
the adminstrators of 
the Department will 
be expected to carry out a
systematic ORT program. 
We do 
not know yet what the response will be
Departmental level, but at
the MOH leadership is demonstrating strong support

for the program. We anticipate the mechanisms of 
the RHIP program will

facilitate action within the Departments. 
 The funding and materials for
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the seminars will provide encouragement. As program action moves 
farther
out into the system, the established patterns of training and supervision
will be increasingly important. 
 The Committee will help to
activities at monitor
local 
levels through regular supervision.
monitoring component of the PRITECH budget will be used 
The program
 

facilitate this follow-up. to stimulate and
 
leading to 

In the process, we hope lessons will emerge
changes and improvements 
in the program.
 

One of the most important and problematic steps will
village level occur at 
the
- the interaction between village health teams and families.
The VHTs need to 
inform, educate, and demonstrate if families are to
using ORS, whether in packet form or begin
 
have not had 

from home made solutions. Most VHT's
the interest, time 
or incentive to 
educate others. 
 The
secouristes mainly dispense pharmaceuticals for fees;
mid-wife functions for the matrones perform
fees. 
 Better methods of stimulating and supervising
the education functions of VHTs will have
experience of this program. 
to be devised through the
Program monitoring by the Committee will be
key factor in discovering problems and solutions. a
 

Another problem at 
the
VHT level will be the sale of ORS packets. The male secouristes, not the
female matrones, are allowed 
to sell pharmaceuticals. 
 Yet the matrones are
typically the main contact point for mothers and children. 
Another
approach may be needed for ORS packets. 
 Perhaps matrones can
on behalf of the secouristes. sell packets
Or perhaps ORS
from pharmaceuticals. can be handled differently
The Committee is fully aware of these problems; they
have already surfaced them in planning the program. 
PRITECH will assist
the Committee as requested to discover feasible answers.
 

C. Logistics
 

When the VHTs begin their educational efforts and the mass media
is sending messages about ORT, the lack of 
an adequate supply of ORS
packets in the villages could seriously frustrate the program. 
The PRITECH
team has had extensive discussions with the Committee and other donors
about whether ORS packets will be available when needed.
questions about whether the supply of ORS packets will be adequate beyond
 
There are serious
 

the first few months of the program.
either import The long lead times involved in
or local production of packets make careful planning of the
supply critical and urgent 
to 
dssure a successful program.
 

The Belgians are supplying equipment for local production with
associated technical assistance. 
 The equipment was scheduled for arrival
in January 1985; however, tenders for procurement are
released. only now being
Production of ORS packets may begin twelve to eighteen months
later than planned. The implementation schedule presented in Section III
indicates that ORS supplies need to
in September 1985. 
be available in the villages beginninc!
Given a three to 
six month period to get available
packets through the MOH distribution system and out to
locally produced packets are the villages,
unlikely to be in the hands of VHTs during the
first two years of 
the program. Therefore, the GON and the donors need to
assure an adequate 
flow of imported packets.
 

UNICEF has committed 1,500,000 packets for delivery to
About 300,000 of these packets have Niger.
 
amount is probably adequate for 

already been delivered. The total
the first year of the program although the
GON estimates the annual requirement for the first year of 
the program to
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be 2 million packets. 
Based 
on
will begin, UNICEF needs 
the questions about when local Production
maintain Supply lines beyond the first year. 


to be ready to 
Supply additional packets
issue 
now at to
the staff level, The GON is discussing the
 
approached. 

but UNICEF has not been officially
 

Other unresolved
and to issues arise from the cost 

users. 
 The estimated cost of a locally produced packet is 


cents. of packets to 
Niger
UNICEF packets, delivered
Should Niger rely on to Niger, cost about 13
local production? UNICEF about 10
far along to cents.
raise this (The procurement
sufficient packets for 
issue). process
How long is may be too


villagers? the national programi 
UNICEF prepared 
to contribute
Will the full What should be 
the cost ite


cost of packets be competitive with alternative,
 
less effective but Popular treatments? 
These various questions, and the
incorporated 


questions raised earlier about sales by secouristes
in
expert. the scope of work for 
and matrones should be
 

expert within 
a PRITECH supply and logistics
 

The PRITECH Regional officer has broached
the Ministry. the subject of such
experts, it 
Given the sensitivity of the GON to 

an
 
expert. is not certain that Outside
an Nevertheless,
Neerteles,
an eper. they will 
immedit
and are seeking ways 

the Committee andimedatelythe MOH recognizeaccept thethe offerproblem
to 
act. c.1f
 

VII. 
 Implementation
Plan
 

Annex III 
presents
agreed 
to the cost components of the national

by the National Committee and
program will 
occur over the participating program as
implementation donors.


shown as 
a three year period, from 1985-87.
Committee and 
Table III The 

The
 
conforms schedule of
the participating to the plans of
for supply and donors. the National
As explained above,
likely to the schedule
be revised. 


local production of ORS Packets is being reconsidered
The contributions 
 and is
presented in Table IV. 
of the various donors are
 

components 
as indicated in Section VE.
for Niger, for four project
 

The PRITECH project would make contributions 

Upon approval of a PRITECH 
program
 

in Niamey. 

the Regional officer will hire a resident PRITECH representative
The 

Annex IV. 

terms of reference for the 
representative

The PRITECH team has agreed with 

are given at

the USAID Director
PRITECH representative that the
 

during the 
would be employed for up
first year, 1985, to three days each week
work closely with and 
two days each week 
thereafter.
coordination 
 She will
 

the USAID Health Officer, especially
representatives to
with RHIP program activities. ensure
 
Committee, A portion of the
to support and 


time will be spent working directly with the National
for to facilitate their efforts.
the resident representative,
Committee and working with 
An immediate task
 

implementation the Regional Advisor, the
plan for 


the USAID health Officer, will be constuction of a detailed
identify implementation the entire national progrim.
responsibilities This plan will
monitoring of 
facilitate action and permit
the program.
 

The PRITECH program budget includes
expert assistance in ten 

reserved Niger. Within this 

months of short-term
for the 
regional Advisor amount, six months of time is
over 
the three year
averaging two weeks in Niger every three months. 

life of the project,
 

The Regional Advisor will
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PROGRA DR LUMIE CONTR LES MALADIES DIARRHEIQUES TABLE III 

PLAN D ' ACTIVITES 

A C T I V I T E S 

1. Tenu de seminaires au niv.Dept
Planrlication du Programme 
aveo chaque Departement. 

R. F udes de base (wort. morb.) 

3, Developpement olu materiel et 
de messages educatif_ 

1984 

_ 

85 
Sept 

19-8-6 
Sept 

1987 

Sept 

1. Distribution du materiel educ. 
et emiseions de messages 

.. Fu-mation de personnel sanit.et d'autres secteurs au 
niveani d'Arrondiseement 

6. Supervision thematique de ESYet sensibilsation 
dee CVD 

au cours de cette supervimion 

7. Mie en place de l'unite do 
production de sachets SRO 

8. Distribution/vente des sachets 

9. !ec~clee des ESV sur la RO. 

10. Ftdes evaluatives sur la 
mrch.e du Programme 

a' 



PROGRAMME DE LIUrE CONTE LES MALADIES DIARRHEIQUES TABLE IV 
PROPOSITION BUDGTAIRE 1985 - 1987 

t P q F- .. . .. .... ...... . . .. .... . .
 
IUirl-FAIR--
 MP/AS OMS UNICEF BANQUE COOPER. COOPER. P A S IA( PRITECH T 0 T A LMONDIALE BELGE NRERL. 

I. OFINAIXES AU NIP. t . .S7 9.000.000 3.000000
T. 33.000.000 CFA_7 

- -

--
- (Niamey) 

. NDIS ' S 
3,000.000 3.600.000 ... 

2o-.ct...... ... .. ( o (Ni ; 22. Zoo00 C
iUPFQ./SZUATION I 

CVD et EKSV our TEO. I 
I 

1. P13DflCTION DE .. 

PATME1IEL " MESSAG Moddue 2 9 .... 6 

TYCATIFS 
 Livrets I29.9o.oo3
6Fqvr-W-T POUR5.,.5 1.470.ooo OFA6. pun-.OPTS/UNICEF 
 I---5.--3---s5.5)--..

LD CAT~e' SANIT. UNITE D'EDU 771000 771-000 GFA 
CAT., 1987. 

7. EVALUATIR0. A~!ON DU 
 I ...8. oo.- 17 4 3 00C.....8.8o.0o 17.413.o00 C?;. 

0. YISrr~rs DE PLANIFICI -

FT STim (comits 
Pragr. L.M.D.)
 

9. PRODUCTION ErDIST-
 --- ........... ..... ...
 
r.I tuTION DE SACE'PT I0.0O.00 

i0.PE S0NN L SP EXIFIQ, 1 - .. A........a..... 

(coordination 
 peruonnea.plein
tempo. ' tempA
...... partiel
 

!1, ASSISTANCE " ,/ v 
TRCEqUEI 

http:I0.0O.00


provide expert assistance for development training and education materials
 
as well as 
supervise the resident representative and monitor the program.
The other four months of expert time will be reserved for a logistics

expert, up 
to eight weeks, and possibly a production specialist and
 
management information or evaluation specialists.
 

VIII. Evaluation Plan
 

The evaluation plan will be developed together with the initial

implementation plan. 
The measures of national program progress will be
increases in access to and effective use of ORT during the three year
project period, for both ORS packets and home-made solutions. PRITECH
experts will assist with evaluation methodology as well as with planning

and organizing the evaluation effort. 
 All the donors and the MOH are
 
keenly interested in the design of evaluation efforts.
 

We anticipate that baseline information can be collected 
in conjunction
with morbidity and mortality studies 
to be carried out by the Ministry of

Health with assistance from Tulane University. Tulane is sending three
long-term health planners under the RHIP program, to arrive in November

1984. 
 Their first task will be design of the morbidity and mortality
studies. Further specification of an ORT component for these studies
should await their arrival. Program evaluation was given high priority at
the donor coordination meeting. 
 PRITECH has reserved $20,000 for program

evaluation and operations research costs.
 

IX. Next Steps
 

The MOH has requested donors 
to make program commitments by the

end of November 1984. Some readjustment in the allocation of program
components among donors may be 
necessary. UNICEF, the Belgians and USAID
have indicated some flexibility in selecting program components. 
Assuming
PRITECH program approval and final approval of the donor financing plan,
the national program should begin in January 1985. 
 The first priorities
for PRITECH will be a) hiring 
a resident representative, b) determing

whether a short-term supply advisor is needed and acceptable to the MOH,
and c) development of educational and training materials. 
 In the meantime,
USAID/Niger, and the MOH should request the Tulane team to 
incorporate

diarrheal disease information into the morbidity/mortality studies.
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ANNEXES
 



r ATICflAL PROJECT PROORAV FOR THE FIGHT AGAINST DIARrM&L DIS3ASM
 

I. 	 INTRODUCTICI 

In Niger, diarrhea constitutes 
rate 	ascribed to this disease is 18. 

a major public health problem. he mortality1orbidity represents I0v of the totaldiagnoses made in the differmt services of consultation.The Government of iger, concious of this situation, initiatednar on diarrheal diseases. 	 a National Smi!!-.This 	seminarw h ok place in Niamey from Noverber25 to 	December 4, 1982, makes up a part of ~8'"einars financedHealth Organization. It is at the and of this seminar
the fight against diarrheal diseases waz reommended. 

that a 
by the World 

national program for 

II. OVERVIzII OF Mr OOMTRY 

The Republic of NiCer is a sahelian and landlockedis 	 country. Its surface area1,267,0OM Km of which 3/4ths is desert. It is bordered anand 	Libya, the North by Algeriacn the West by 1ali, on the South by Upper Volta, Benin, IRigeria and onthe 	East, by Tchad. 
Administratively 
the country is divided into 7 "departements", subdivided into38 arrondiements and districts (roughly equivalent to our notion of county), 22
administrative posts, and 8,615 villages and encampments.
 

2.1 	 The poiulatin
 

The five-year plan 1979-1983 yields the following statistics:
 

Total population of the ountry...............6,

007 t000 inhabitants in 1983
Annual grow te...............
 

Rural population•....o......•.•...•..•666 

6.85 	%Less than 5 years old .........................19 o5
 

Less than 15 years old...... ...... ....° • • .45 %
Women 	from 15-49 yaars..............
 *.,.


Li ei7t.......... ............... population
 

6 45 % of the total teale 
660~......6016%
 

IdteracV 
School attendance rate.............***...***22% (1982)
 

2.2 	Socio-economic situation 

With a GNP estimated at 300 dollars per capita in 1981, 	 Niger isamong the 29 less-developed 	 classifiedcountries. Subsistence agriculture and extensive animalbreeding constitute the principal resources of the country. The exploitation ofuranium deposits resulted in a substantial increase in1980. 	 national revenue from 1976 toHowever, after 1980, 
due 	

the country has undergone major financial difficultiesto the fall in price 	of this primary material n the world market. 

2.3 	 Health situation 

The 	 orientation of the five year plan 1979-1983 aims 	for the follo.ing objectives
in the health sector: 

-insure a wide health coverage at the village level-considerably increase the relative proportion of total expenses spent onpreventive and mobile mqdicine
-devote a special effort directed at the protection of mothers and childrenLong-term orientation aims for health for all by the year 2000. 

a) Infrastructure 

Hospitals and clini cs........*....6 •.•. 15 of which 6 are Drivate J 
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IZedical centers...... .........
 3 8Dispensaries and medical posts.........209
 
Maternity . .... ................. .49
 
Katernal/Child 
 Care Clinics
National Treasury for Social Securityand FAN....... ... O. ..... O..-... 33 
3M2: 00ee 960600066550 @5 0006,0 . . . 00. . .7National pham.acies........ 
 .... ••18 
Village Health Teams. (1932)...,........3533
 

b) Personnel 

Doctors..........................•...147
Pharcs.......... of which 83 are expatriate
1 7 of hfich 2 are expatriate

Dentists..... ............. 
 -so 12 of which4anitation Thgineers.................. 8 are expatriate
3 expatriatesState nurses... 
 ...........
 430 of which 14 are expatriateidwives. 
 ...... ... *............
 17 1 of which I iz expatriateSanitation technician ...... ........ .. I
Certified nurses...SC......... 
 .783 
Sanitation workers................ 
 • • .. 17
Village Health Team Iorkers............
 

10 , 3 1 1 

c) Health status
 

Life expectancy at birth........... 
 .42 years
1ortality rate 
........ 
 ..... ........ .25 
 per thousand
Infant mortality rate................. 
 2CC per thousand
17ortality rate for children 1-5........3oo00 
per thousand
E:aternal mortality rate.............. 
 7 per thousand
 
During 
 the national seminar on diarrheal diseases the folloviing illnesseswerr judged as naf onal public health priorities: 

-diarrheal illnesses
mortality; 19,800 cases per year (1981)
incidence 200 10
 

-malaria
 
mortality; 111,000 cases 
per year (1981)
incidence iC 0 

-respiratory diseases
 
mortality; 18,700 cases per year (1981)
incidence 170 %
 

-malnutri ti on
 
mortality 27,50c 
cases per year (1981)
 

These priorities were deterzined based on the criteria recom.:.ended by .1mwhich include: 

-the overall extent and gravity of the prcble-the technical and ecanozic feasibility cf control measures
-public acceptanc-

-



PLY: OF ACIO: OF T_ Ih'TONiL PRGp . F Cn 2t- FGJI AGAII;S DIALRPJJ. /3DISS
A. 	 G AGAII.LST DIATI0 

1. 41z:'-tude of the Problem

In 1981, 
 an ectimatedaverace 	 1,100,000two 	 episodes children
Diarrhea is 

of diarrhea; 19,8cc 
Unde.c the agethe 	second died of 5 had oncause as a result.	 the

and 	 of death forafter respiratory illnesses 	 childrenAn analysis
shows of trimester and measles.	 

in fliger after Malaria34.8,335 	 reportscases 	 of medicalApProydrnately of diarrhea or 	 centers 
one 	 10 l of a (excl14jncase 	in twenty total hospits is)on these reports 	 is acc .:Panied 

of 3,294,058 diacnosesThe 	 PercentaGe by the remark (1981).services of l.tenal/hld of diarrhea incidence is 
"with dehyratj,,higher in(are 	Clinics the curativediagnoses 	 here 

This 
it cal comprise 20-the youngcan be explained ' of totalage of the PoDulationby: serve--

-the 	
by the maternal/Child 

Carenumerous problemsHowever,Ro extensive 	 of infectionlaboratory study hasexams effected an. zaLutritionbeen 	 byeffectuatedseveraland 	 eiParasitic 	 healthon the.....facilitieso Pointdierng)to bacterial 
causes.
 

Complicating 
 factors also-mfalnutri; 	 exist:-certain traditionalti on food customs
cezsation 	 or beliefs that 	requireof eating during 	 a reduction --malabsorption the diarrheal 	 orepisodeof the digestive syste:

2. 	 Btiol-y of diarrhea
 
Numerous 
 factors contribute to diarrheal illness. In addition 

an 	 to alutriti,essential priMaryboth 	 factorwater 	 consistsData furnishedand 	food by the Division 
of Poor envirornental 

supply. Of 	 hygiene.iene 	 that4 of 	 affectsand, 	Snitationthe 	rural population (.DHL) indicates:so'rce 	 has no(cem.ent-lined 	 access
well, 	 to an acceptable-3 of the urban bore well, T 	 qualiz- waterPopulation" has 	 0aterlinesycte.)accessFeb r ua r y 	 to potable w"ater-27.. 10 8. )-"cof theThe 	Principal total Population s ta-,tivities 	 has accezs p t b eontrol Of of 	 to Potable o ,food coodities the D.e 	 ",ater ("Le inje"include:'the 	quality ae ae,, :1 

--	 tiveto f.of excreta. 
.1 

) 	 fight,that 	 lofcen%,e note these activiti cr ir te- rat the qualitys are co rcentirate ecapit 	aln n at th and the dAc'lsoosae +e-.tThe l7ational Joint ijGLr: l e e .d iepart e.men ta the follo;lj, . .yIc-A nutritional 	 IuAp1ienutritional situation:	 riiosurvey 	 Przc)ascarriez 	 a s s3. of 	 out inchildren I9S inUnder 5 year the departemende.onstrated AProt ein-calorie 	 t e first dereema,..utrition 	 o.f 
35.3 	 (PC:)the2.3 secor degree57 % the third degree , pa:'" of 	 of Pa: ofchildren under 5 an " another efsect&-In study effected inin 1,81 an of

191 ,
.0follo,".-ngin tle departenent n were emic

infor atioages~~~~_b 3t-ta t h f l o	 of X'iamey forioea 	 children 



" Chronic undernutrition 17 %" Acute undernutrition 8.6 % 
Insufficient w:eight 37.5 5 

3. Actions undertaken 

Up till the present, the fight against diarrheal diseases has been led in adisparate manner. of yet, the-eAs existq nu progran which coordinates the 
actions of the battle. 

3.1 CuraLive action 

The patierts afflicted by diarrhea are received at the Village Health Tean,dispensary, medica. center, maternal/child care clinics and hospital levels. At
all these services, medical treatment is most cox-nly used. Severe 
 oases ofacute diarrhea receive intravenous solutions (Ringer lactate, salted isotonic serum),
available at large health centers.
 

In the Laternal/Chi.d Care Clinics simple and efficacious preparations are taughlto mothers, such as: rice water, carrot soup, and guava leaf tea.

The service of Pediatrics A at the National Hospital in Niamey and 
 the Kombadispensary (Arrondisza.ent of Holo) are hiowledcable about Oral Rehydration Therapy

(ORT). Today still, this practice is actively used in Pediatrics A. A lackfollow-up does not permit us to assess the impact 
of 

of ORT on the population of
Ko-ba. Ho%:ever, we do Plxcw that at the dispensary level, the health personnel
no longer has recourse to ORT due tc a lack of reh yration salts that have not been
 
available since 1982.
 

3.2 Survtillance of diarrheal diseases 

Daily, weekly, and trimester reports specify certain diarrheal diseases:
 
-Official telegram (daily): O10 Cholera
 
-WIeekly 
 report (Ledical centers and Hospitals): 

O11 typhoid fever or parathyphoid 
016-1 diarrhea with dehydration 
016-2 diarrhea without dehydration 

-Hospital trimester report:
 

O10 Cholera
 
012 Shigella

014 intestinal or liver-afflicted ar,,ebiasis 
016-1 diarrhea i.ith dehy,raLicn 
016-2 other diarrheal diseases

-Tfrimester reports for Eeical centers: 
010 Cholera
 
016-1 diarrhea with dehjdration
016-2 other diarrheal diseases
 

3.3 Other actions 

In the scope of primary health care, the Einistry of Public Health and SocialAffairs haz initiated several activities at the different lev6I1 of its services.The sectors of Educaticn, Water Uorkls, Rural Development and of Planning all enterinto the prozmotion and protecticn of health. However, even though collaboration isvery close bet-:een the health services and those of the Kiiistry of Planrino, itremains inzdequate ith the other sectors. The rajor activities that do e:st are: 

-health and nutrition educa.tion 
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-sanitation
 
-vaccination against measles 
-anti-malaria campaign 
-actions inthe field of maternal and child care 
-village water sources 
-school pharmacies and health education at school 
-rural animation
 
-integrated projects of the 
linistry of Rural Development 

B. P 1 ' OF A0T102 

The target population of the program is children between the ages of 0-4.The program extends over a period of three years and will be effected in three 
phases:
 

Phase I....•.....1984-1985
 
Phase II......... 1985-1986
 
Phase 11........ 1986-1987
 

General. objectives 

-Reduce mortality due to diarrhea for children under five years

-Reduce morbidity rate due to diarrhea 
for children under five years 

SPECIFI C OBJECTIVE 

a) Liddle term
 
-Obtain a reduction in the percentage of mortality due to diarrhea by

31 for children under 
 five which rill lead to a reduction in the mortality
rate of 18 per thousand to 13 per thousand in 1987.

-Reduce the incidence of diarrhea in children under five from 1900 cases to
1850 cases of diarrhea per 1000 children in 1987. 

-In 1987, 75c of reported diarrheal disease epidemics .ill be followed byappropriate action within 48 hours. 
-In 1987, I01o of women living in urban areas will breastfeed their children 

(90 of these women bre-stfed their children in 1982). 

b) Longr term 
-:ortality due to diarrheal illness will be reduced by 67% in the year 2000 
for children under five 

-In the year 2COC, 1CC of reported diarrheal disease epidemics will be followby appropriate acticn woithin 48 hours

-Achieve 10c ORT coverage of children under five
 

Stratawies 

The actias to betundertaken-will focus on: 
-The %ar-elioration of enironmental hygienic measures
-he adznistration of Ch? from the Hospital to the fazily level in cases ofacute or chronic diarrhea. Intravenous rehydration will be used when the sub
ject afflicted by diarrhea is at a stage of severe dehydration in which
administration of ORT is no longer efficacious (coma, persistent vomiting, 
acidosis);


-The development of protective maternal and child care actions 
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-The surveillance and detection of diarrheal epidemicsmajor abnormal incidence be followed by in order that anyan appropriate action within 48 hours. 

i. NECESSARY RMOURCE 

1. 1 Availab e:resburces 

1.1.1 Human resources
 
-health
-village personnelhealth team workers (first aid/sanitation assistants and traditionalbirth attendants
 
-the population, especially mothers 
of families-pharmacists and the holders of local depositaries of medicine 

1.1.2 ILaterial resources
-vehicules from the Direction of Health Care Facilities (Direction desEtablissements de .Soins, DM) and those of health facilities-Office material
-Sites at health 

from the D= and health facilitiesfacilities or at the Or7PPC (17igerian Office of Pharmaceuticaland Chemical Products) 

2. Resources to be obtained
 
-oral rehndration 
 salts-national facility for the production of oral rehydr-tion-a vehicule saltsfor supervision in the departments-funds for vehicule maintenance
-fuel for the vehicule of supervision
-per diem for the superv.isor(s)-teaching documents of mid-level cos7leyxity for the organization of departemental seminars
-financial support for the organization of seminars-office furniture 

C. ACI',Ty PROG.W2:IG 

The implementation of the progra will be effected in three phases:-Phase I 1984-1985 
-Phase II 1985-1986-Phase 11 1986-1987The activitiez will take place simultaneouslysaharan zones. in the three river,The division sahelian andof the territory into threeorder to be able to define the zones was proposed insecondary objectives of the program. 

I. P~iZ1:: 1.184-1989 

Secondar., objectives 

In 1965, the program wzill achieve ORT coveraCe of:
-42 in the river reion
 
-2 0" in the sr-helian region

-47. in the saharan region


1.1 Creation of the I:aticnal Co.mittee of the fght ainst DiarrhealRole Diseasesof the 1.aticnal Co ..ittee 

-propose a national policy on the fight &ainst diar).-; . 
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rural and urban health facilities will also be affected. For pedagologioal
reasons it appears desireable to limit the number of participants at each seminar 
to 20 persons. 

Parti cipants: 
-DDS 
-Head of Ledi cal Centers 
4iduives
 
-Nurses responsible for medical posts or rural dispensaries

-Nurses, Social aides or Assistant Social Aides
 

Facilitators: 
Will be chosen among those who have participated at the seminar for diarrheal
iseasez of November 25, 1982. However, the departements that will hold more than 

one semiLdr can recruit facilitators among those who have already participated in
 
departemental seminars.
 

1.3 	 Logisti cs
 
This capter concerns essentially the supply, 
 storage 	and the distribution 

of oral 	rehydration salts. 

1.3.1 	 Sunply
 
1.3.1.1 	Short-term
 

The procurwment of 1,50,OcOO oral rehydration packets already requested ofU.'-ICEF should meet the needs of the first phase. 

1.3.1.2 	E:iddle to long term
 
If the negociations between the Goverrnnent of Niger and 
Foreign 	Aid suceed,a national unit of ORS production will soon be installed, making it possible to
 

meet national needs with a production capacity of up to 3,000,000 ORS packets per
 
year (1 	packet = I liter of solution). 

1.3.2 	 Storage And distribution: 

Central 	level:
 
The 0,LFPC is responsible for the production, storage and distribution of ORS. 

Regional and Local level:
 
The supply and distribution systez is identical to the one used 
 for medication.Health facilities are served on demand as well as 	during periods of ship~nent ordersfor medications. The manifestation of an epidemic justifies an exceptional order at a:given moert. The period for shipment ordering is thus fixed however shipment volume 

varies according to fluctuating needs. 

Diagram. of the supply system. 

xSP/As O1PP C 

II 
DDS liational pharmaciesT 

Yedi cal centerIRural 
dispensary1 
Village 	Health o Deposit of medicines 
Teams 



1.3 

"Lembers 
-Coordinator of' the program (DE)

-A second representative from. the DE

-One representative from the OITPPC
 
--ne representative from the DAS/fl1

-One representative from the DEEM

-One representative from the Ledical 
 center district
-One representative from the DMX/bHA 

1.2 	 Creation of Reional committees (departe.ental level) 

The Departemental Director of Health (the DDS) has the power to create a
Regional committee that will assume the role of the National comi:tteelocal level. This committee will consitute 	
at the 

at the minimum the departementalcoor-inator of maternal/child care clinics; the assistant DDS, coordinatorVillage 	Health Teams; ofand the 	head of the EDij" (LYobile Health Unit). As atthe national level,a program 	 coordinator should animate 	regional cofiittees. 

Actions 	 of Sensitization and Traiing 

1.3.1. 	 Ilational level
 
a) preparation of departemental seminars.
The 	 will be responsible for the preparation of these 

DM3 and 	the DEWT
seminars. However, the DDS irill be their 
primary 	organizers. In liGht of these
preparationz, pedagogical documents (modules) will be ordered from ';Mo.


b) publication.
 
,ritten 	distribution of technica2. notes (annexes) in orderinfcr-.=ticn 	 to furnishto the health training personnel. 7his information pertains to: 
-the surveillance of diarrhea and its prevention
 
-CRT 
-practices for the protection of mothers and children-environmental hygienic measures
 

c) supervisory tours in the different regions

d) integration
ESS, of ORT in the training2-SP, zrICA of medical and paramedical personnel 
e) collaborationwibe Linistries of Rural Development, 'later Works,rational Education, Information and of Pla=.ing in order to promoteall action facilitating the health status of the population (acriculture,animal breeding, villaCe ater sources, health education in the schools

and animation). 

1.2.2 	 Dle-artemzental level
 

All activities effected at the national level will be 	re-instituted atlevel. 	 The educational activities in this do.ain will focus on: 
this 

-the utilization and maintenance of systems providing potable water
-hZ'giene of food and drinhing water 
-disposal of excreta
 
-measures to be followed for a child af'flicted ,iith diarrhea-zaternal and child protection (see "J'ide to the training of traditional 
birth attendants")

The practices to be promoted are: 
-Ireas tfeeding
 
-rogressive weaning

-nutritional counselling


The depzrtemental seminars will be organized frm the beginning of phase I. I:ost 
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-DDS
 
-Head of Ledical Centers
 
-tid ives
 
- ,Turses responsible for medi cal posts or rural dispensaries
-Nurses, Social aides or Assistant Social Aides 

Facilitators:
 
Hill be chosen among those who have participated at the seminar for diarrheal
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 one seminar can recruit facilitators 
among those who have already participated in 
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1.3.2 StoagesAnd distribution: 

Central level:
 
The M-FPC is responsible 
for the production, storage and distribution of ORS. 

Regional and Local level:
 
The supply and distribution system is identical to 
the one used for medicaticn.Health facilities are served on demand as well as during periods of shipment ordersfor medications. The manifestation of an epidemic justifies an exceptional order at an.given moment. The period for shipment ordering is thus fixed however shipment volume
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Rural
dispensary 

Village I Health i Deosit of medicines
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1.4 The treatment of diarrhea 
GoaJ: 
 to reduce mortality due to dehydration caused by diarrhea.
implies:
 -prevention Thisof dehydration by maintainingthrough the use of ORT during episodes liquids and electrolyte balanceof diarrhea,-prevention in particular,of complications by amelioratig 

with acute oozes
and maintainirng nutritionalstatus before, during, and after the diarrheal episode
 

1.4.1. ORT 

Several reasons
-It is simple,

justify this strategy conceived by IJH0:inexpensive treatment, easily preparedforms of diarrhea and adapted to all-It is very efficacious treatment
which is against dehydrationthe first due to acute diarrhea.cause of death during acute-The experiment, results reported 

diarrheal episodesby IMO indicate
it is possible to reduce by 

that through its use
467' the deaths due to dehydration by diarrhea of every form 
*955 and every etiologythe mortality due to acute watery diarrhea
-The high cost of most medicine used andthe treatment 
 their relative inefficacityThe program. envisions of dehydration. inthe practice of ORT at allmaternal/chld levels: Rospital,care clinics, village health Ledical center,teams, and the family. 

1.4.2. Laintenance of nutritional status 

The actions to promote in this area are:
-continued feeding of a child during a diarrheal episode-breastfeeding

-progressive weaning

-good nutrition of lactating mothers
 

1.4.3. Intravenous or subcutaneousrekyration 

this 
Although expensive and almosttype of therapy is only practical

dehydration. at times indispensable in a few health facilities,Nonetheless, even for a child afflicted bywhen sevrethese mae6rebe re-introduced when the child becomes concious. 
required, oral rehydration should 

1.5 Zidemiologi .l Surveillance
 
The surveillance 
of diarrheal diseasesinto the national surveillance will be integ;rated as much asIn chapter 3, 

systetn for com-.unicable possible
diseases."actions Undertaken,"for diarrheal illness. we have indi-cated 

Kedical it should be noted, however, 
the norma Procedurescenters only cifferentiates that the trimester reportcholera of(0i0) and diarrhea(016-i) or without ith dehydrationdehydrationIn order to (016-2).amelioratewill the surveillanceevoh:e and encourage of diarrheal diseasesall activity permitting the programbetter J-owledgelogy of the epidemioof these diseases:
 

*Kodule ' 2eneral and specific objectives,,, coursework for head national staff 
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The data concerning the distribution of OHS packets in national pharmacies

Vill be obtained at the Direction of the ONPPC.
 

Two forms (annexes VI and VII) are proposed for the acquisition of data
from 	health facilities. 
This 	data will permit those facilities and the service

responsible for the management of the program to assess, aT azy give" 
iuiu-t,

bh , of paoeia. i.. the program. The completed forms will be sent to theDirection of Health Care Facilities (Direction des Etablissements de Soins) at

the same time as the trimester reports of curative services.
 

II. 	 PHASE I 1985-1986 

1) Secondary objectives
 
ORT will attain a coverage rate of:
 

5C% in the river region

33% in the sahelian region

6096 in the saharan region
 

2) 	 Educational and preventive actions
 
All activities of education and 
 training implemented uuxu Phase I willbe continued. The departements having not yet finished their seminars,
will 	effect them at the beginning of this phase.
 

3) 	 Treatment of diarrhea
 
Administered as indicated above in Phase I. 

4) 	 Evaluation of Phase II 
The propositions made for the collection of data during the first phasewill also provide the necessary indicators for evaluation of activities in
 
the second phase.
 

III. PHASEIII 1986-1987 

Secondary objectives

ORT will attain a coverage rate of
 

59% in the river region
 
40% in the sahelian region
 
75% in the saharan region
 

The execution of this phase will be effected as the one preceding. Also
in the last phase, a general evaluation will be made at the end of the period.

The continuous evaluation of the program should facilitate the execution of this
 
task.
 



CAMPAIGN AGAINST DIARRHEAL DISEASES. BUDGET PROPOSAL 

INTRODUCTION 

The 	general objective defined during the National Seminar will be achievedin 3 phases: 

Phase I : 1983-1984
 
Phase II : 1984-1985
 
Phase III: 1985-1986
For 	each of these phases we have strictly adhered to the strategy defined
during the National Seminar. As a reminder, the 	major themes of this strategy

follow:
 

1) 	Standard treatment of acute watery diarrhea by ORT and at all levels, from
 
the hospital to the family
 

2) 	Distribution of ORS through the system already defined from the ONPPC to the

Village Health Teams
 

3) 	Supervision of the program is already assured at the DDS level through
Village Health Team supervisions; those not accounted for are the 	supervisionsspecific to the program and thus imputed into the budget, supervisions thatare 	initiated at the national central level (MSP/AS and National Committee
the Fight against Diarrheal Diseases). 

for 

4) 	 The budget only considers funding for ORT, intravenous material and 	 othertherapeutic methods are left to the charge of those health facilities that
 
benefit from their use.
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ANNEX II
 

PRIVATE VOLUN#TARY ORCANIZATIONS
 
IN TIE NIGERIEN -EALTH SECTOR
 

A small number of private voluntary organizations -are active In the Niger!en
health sector, supplementing activities funded by the Ministry of Public Health. 
The Sudan Interior Mission maintains a hospital at Galml, which provides health
services for the surrounding region (Faulklngham 1975:27). Some PVOs provide
personnel or other support to MSP facilities. The Crouperrent des Aides Privdes,which is a coordinating agency for the PVOs In Niger, provides some Indication 
of the scope and size of PVO health-related activities (Rdpublique du Niger
1982b:7, 9, 11, 12, 14): 

Croli Rouge NIgdrlenne 
National Hospital, Niarney 

Mission Catholique
 

Barmou Dispensary 


Malbaza PMI 


MISEROR 
Seven "rrddicins de brousse" 

Sudan Interior Mission 

Galml Hospital 
Maradl Leprosarlum 

Dungass. Dispensary 
Guecheme Ci spensary 

x 106)(CFA 

2.07 

2.10 

1.30 

56.00 

35.78 
9.60 

.82 
1.52 

Gairnl Area Village Health Program 7.19 
Association Frangaise des Voluntaires 
du Progr~s 

Gamkale (Nlamey) PM! 5.50 

There are surely omissions In the above listing. 
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PRoGRA: FQR FIGIT AaAI'ST UTIMiIUa DISZAS= 
COST OC::PL.7TS CF THE PROGRa;" 1935-1987 

1. Trainirg of departemental personnel 

(Departe-ental Division of Realth personnel, departemental representativ-res 
of other services, representatives from each medoial center) 

Cne or two serinars of 6 da °s for eac- departement, includinG an averace 
of 25 persons per seminar. 

Dosso, A'aradi, Tahoua, Iliamey: 2 se-.inars 
Zinder, AGaeez, Diffa: 1 seminar
Total ser-inars: 11 
Total persons to be trained: 25 z 11 = 275 
Average cost per serinar = ; COC,Oo CA 
Total cost: x,000,000 CMA (U.S. C aooo) 
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2. Traininy/Retraining of' Health, Animation, Literacv , Water Ilorks, Muation 
personnel ac the arrondisse.ent level.
 
(To be executed by the Head of the Kedical Center together with facilitators 
provided by the Departemental Division of Health) 

7 Departements: 

Agadez : 3 Ledical Centers (Arrondissementc)

Diffa : 3 'Ledical Centers "
 
Dosso : 5 1,edical Centers of
 
1:aradi : 7 L:edical Centers "
 
ITiamey : I e'edi cal Centers "
 
Tahoaa : 7 1edi cal Centers "
 
Zinder : 6 L:edical Centers f
 

TOTAL : 37 1:edi cal Centers (Arrondisseients) 

Two 3-day seminars projected -..t each. Lecdioal Center/Arrondissement for a 
total of 40 persons (.x0 per group): 2 x 37 : 74 seminars 

Average cost per seminar: 

20 persons x 3 days x 2500 VA/day 150,000 MF2 facilitators z 3 days x 2500 a/day : 15,000 FA
Transport 
 1001CCO ChA

Ikio cellanecus : 30,000 a,,A 

300,000 C.,I
 

300,OCO per sen,.inar
6Oc,ooo per -rrondiszeme.t, thus: 

ACadez 6ceooo x 3 : ,800, coo 
Diffr. 
 x 3 : 1,800,COO
 
Dozsc 
 x 5 : 3,C00,COO
ZLaradi x 7 4,20 COCO
l4iaz.ey x 6 : 3,6C0,ccc 
Thoua 
 x 7 : 4,200OCC

Zinder x 6 : 3,60oco
 

TTALL COST 
 : 22,2000Cc CAZ( s.o,000 oo) 

http:l4iaz.ey
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3. Retrainin= of Village Health Teams (Rural Health Improvement Prq-grs.i Project) 

Bach Village Health Tee. is to be retrained every three years. 

Total active primary health care workers (1083) : 5,579
To be retrained (1c84, 1985) 
 : 3,72 (2/3 of total)
Total active traditional birth attendants : 5,984

To be retrained (1984, 1985, 1986) 
 : 3,989 (2/3 of total)
Cost per health worker 	 :to be retrained 	 23,000 cFA 

TOTL OST : 	 177,307,000 CF; 
(US 402,970) 

4. A "'Thieatic" Supervision of Villace Health Teas on Oral Rehv.-dration Theravr 

(The Iedical center andte:- the I.urses of Rural dispensaries/medioal posts
will hold meetings on oral rehydration uith the village development councils
and the Village Health Teans in each village covered by the R1-W durinG a 
trimestrial supervision.) 

Villages covered by Village Health Tearns in 1983 

Agadez 	 107 
Diffa 	 2C7 
Dosso 
 717
 
1rara-di 676
 
Niamey 864
 
Tahoua 453
 
Zinder 6o5
 

3 	 629 

Thus, 3,629 villages to be visited and sensitized on the use of Oral Rehydration Therapy (meetings with village develo..ent councils and workshops ith
Village Health Teams). "M OSTS !ILL BE GOVr BfY TiM RUAL H2L'_i 
L:?2CV]:Z:T PROa"UI: F.CJiECT. 

I?
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5. Production of Mucational rand L.as Iedia Pror& 

5.1 Small poster in 4 colors, 80 Graz; paper printed recto verso, in4 lTnar es 
on A paper.4 

Total nuimber of 	copies: 500,Oc 
A,-proximate cost per copy: 25 CFA 
Total cost: 	 12,500,000 M. 

(U.S. 128,400) 
5.2 Large noster in 4 colors, 90 grw Glossy paper. 41 z 63 cmitimeters. 

Total number of copies: 30,000 
Arproximate cost per copy: 400 ML
Total cost: 12,000,0cc L-A 

(U.s. t%27,273)
 

5.3 Booklet in A; 8C ;ra;. paper. Eight pages in 3 to 4 colors, printed recto 
verso.
 

Total nu :ber of copies: 	 50,000 
Approximate cost per copy: 
 210 -A
 
Total cost: 
 1Cs5C, OC C L 

(U.S. C23, ' 
5.4 Flipchart. 	 Ten pzes of Bristol paper. 32C ar-z,res, .- 7 42 centimeters 

printed recto verso in 4 colors, with a plastic spiral. 

10O copies at 2500C CA per oclp;: 2,500,0Cc TA 
(U.3. C5,632) 

5.5 Techn.ical worhsheets and various printings. 

2 worksheets = 1C00 copies: 4,400,OOO M,

(U.S. ttoI,Coo)
 

5.6 ;MO/TYICE= booklets. 

35OC copies 

5.7 	 Slides.
 
A series of 25 slides, 1C co-ies
 
(Dutch Kedi cal Tesa)
 

5.V Lami-nation of 12,000 sr. 12. posters for the Village Health Tecus. 

Cost er poster: 	 250 CATotal cost: 3,OCO,CCCO .(u.s. 6,Sco) 

5.9 ProIuction cz:d r-of..	 ic S-ot . 

-2 singing spotc in each cf the 5 national l1ruaes = IC spots of 
3 minutes
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- The Office of I-igerien Radio and Television (ORV:) ili transw.it two

broadcasts (6 minutes) nightly for a period of one year. 
- Special transrission prices for the Liristry of Health. (Radio broad

oazts usually cozt 11,0cc CFA/minute) 
- P& cnt of 5 pdrforr.erz with their orchestras: 75C,OOC CnA 
- Translation of te-:ts in national lan-uces 

by OR': 301Cco V;A 
- Acuisition of 150 one-hour rai-netic tapes


for CR:T at 
2.,7 each: 570875 C 

TUTAL GEST 1,350,827 VA 

(u.s. O3,o70) 
5.O Television broadcast of meszages. 

Approxinate cost: 
 2,200,O000
 

Pa" %5,0oo) 
2 .0oo.oo; (Nc C.--..ooo.ooo CV. 

11-.IL.ae( J c UAic F'O ea (U.S. 

. . 4S .o o . P, 
(F.s. o) Vzq, 

http:transw.it
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6. Health Euoation Equipment. 

6.1. 6 slide projectors. (I per departenent, except Nia.ey)
Approdmate cost per unit: 66,000 CA 
Total cost: 396,0c CpA 

(u.s. C90o) 
6.2 One liter Metallic bouls for the de:-.onstraticn of ORS preparation in 

each 	health facility. 
500 boulo at 750 CA: 375,000 IA 

(u.s. 853) 
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7. 	 Evaluation of the program.. 

1. 	 Studies by sample on the mortality of children 0-%, years (30 samplegroups per study and 90 cases per sample group).one studyr per Departrent (for the three climatic regions of the country:
river, sahelian, and saharan). 

Cost per Study:a) 	 3 team.s of 3 3 chauffeurs x 12 days
i of 9 x 5,000 CFA/ day x 12: 540,000t of 3 x 2,500 CUA/day x 12: 90,000 

b) 	 fuel per tour
 
Niamey - Dept. (average) 
 270,000Fuel in the interior of the Departe.ent: 337,500c) Paper and sizcellaneous 200,000
 

TOTAL: 1,435,5O ML 
Total per Departezent: 1,435,500 CFA 	 francs x 2Studies (one before and one 2 or 3 years after the proCran:
 

2,871,000 iA. 
(u.s. Q6,525) 

Total for the 3 Departeents: 8,613,000 CFA
 

sec +'en	 (ucs. $19,575)
2. 	 Utilization of Hospital/CentersAin order to ::cnitor eventual develo~.er.ts 

in:
 an the totality of diarrhea incidence
 
the degree of dehydration in childrm 
 that preuent themselves 
at the center 

c3 the use of intravenous rehydration
the a priori use of ORT by the mother 

17o supplementary costs -re projected except for extra registerbooks.
The training and followup of relevant personnel trill be made durine
 
supervisions.
 

3. 	 Program Activity Reports by Departmuent d Arrondissment. 
(I:o 	 supplex.entary costs). 

4. 	 Special periodic studies to evaluate the impact of the educational cozponent of the program 4,400,000 MA 
tus. $10O,000) 

TOMAL COST OF ZVALUATIO::: 13,013,000 FA 
(U.S. $79,575) 

http:develo~.er.ts


ANNEX IV
 

TERMS OF REFERENCE FOR THE REPRESENTATIVE OF PRITECH 
IN NIGER
 

1. Manage, under the direction of 
the PRITECH regional representative, all
administrative matters pertaining 
to PRITECH's contribution in Niger 
to
the National Program 
for the control of diarrhoeal diseases.
 

This function would include:
 

- Managing PRITECH's local bank account.
 

Disbursing funds 
to cover local costs 
incurred by PRITECH, 
as
specified in the implementation plan of 
the CDD program, ensuring
that the selection of contractors or suppliers conform to USAID
 
regulations.
 

Approving, in conjunction with the Ministry of 
Health program

Director, PRITECH-funded expenditures disbursed through the
Ministry of Health, 
in accordance with the implementation plan of
 
the CDD program.
 

- Maintaining records of expenditures made, following a 
simple

accounting system set 
up by MSH/PRITECH, in accordance with
 current USAID procedures. (see MSH administrative manual)
 

- Submitting regularly records of expenditures for verification to 
a
designated, certified accounting firm.
 

- Monitoring CDD program activities 
to ensure that 
PRITECH-funded
 
expenditures conform to 
the agreed implementation plan.
 

- Assisting any short-term PRITECH consultants whose technical
 
assistance may be required by them.
 

- Managing regular contact with the PRITECH regional representative,

and submitting regular bi-monthly reports according 
to MSH/PRITECH
 
current procedures.
 

2. Assist the Ministry of 
Health CDD program committee in the
development of the program, as required and 
under the direction of the
 
CDD program coordinator.
 

Activities requiring 
some assistance would probably 
include:
 

the development and production of 
educational materials
 

the design of baseline suiveys, evaluation studies, and program

monitoring mechanisms
 

liaison between the different agencies and 
organisations that
 
contribute to 
the success of the national CDD program.
 


