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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 to be found (or for that matter, beyond
what is still to be found) in other Sahelian countries. However, there
were always, and still remain, significant problems 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. 1In 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
cdemonstrated commitment to peripheral rural health services a. a major
priority in its health 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!l
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 diagrosis and analysis are
concentrated at the nation's seven hospitals; elsewhere treatmerts must be
based largely on observable symptoms and patients' descriptions of their
problems.



R » ORGANIZATION OF THE MINISTRY
CF PUBLIC HEALTH AND SOCIAL AFFAIRS

)
INSPECTORS NINISTERS ONPPC
o leallh Mat lonal Office of
0 Occupationat Health Pharmsceutical aid
o Pharmacles Chemical Products
ASSTRTANT
SECALTARY-GEMERAL SUCRE TARY-GLHERAL
d&' Ul 1 or I H | MS’I"M mﬂ 1] )4
Division of - { Otvision of Biviston of Olvision of Oivision of Diviston of
c Administra- fealth Tralning, Socia) Alfsirs wgeno and lealth
4 tion and Factliities Health and and Malernasl bile Planning and
N finance o lospltals Btritfon 8 ChIld liealth Medicine Statlistics
T o Health Education e Soclal Af- o Sanitation o Statistics
R Centers e [KICAS falrs e lyglene o Maintenenced
A o INSP o Malernities o Mobile o Logistics
L e ESSH o Matermal) Medicine
@ liealth Child lealth
fducallen ¢ [ducation
e Wutrition of Nomen
Educat fon
DEPAR THEMT ™
(Prefet) liealth Department {7}
1 | 1 | U
Hobile tmalth Chll?:‘:‘};—: Depariment st Soclal Pharmactss
Tesms {7) "“" losplialy Center
¢ r
ARROND | SSTHE NY ™
{Sous-Prefet) HCH Cenler Health Center Pharaacy
S -
CANTON Dlspensery (Barokas et al 1981:45)
VitiAGe

l Village Health Tesm




Health care facilitjeg are summarjzeq in Table 1. a hospita] is
Zinder

designateg a5 nationa] hospitaig and the Others ag departmental

"virtual Prohibitiopw of private Practice reporteg by the Rural Health
Improvement Project (RHIP) evaluatijion team (Barokasg et aj 1981:51) does
nNot preclude Private voluntary Organizatiopg working Tn -he healtp Sector,
The Sudan Interior Mission (SIM) hgas ObPerated 3 hospita) at Galmj for many

A network of 38 medical center (Centrag Medicaux, CM) is found at
the arrondissement, on county level, a CM is headegd by ~a state—diploma
— h ,

certifijeg Nurses ang a driver under hig Supervision A also Usuall
1ncludes ;5 maternity clinic Staffeg by a certifieg Midwife ang @ materna]
and chilg health Program, drmacies ayre Sometimeg locateq at € county
evel,

Elementary health Care at the village level jg Provideqd by
Volunteer health Workers i i
workers (secouristes, Usually men) and tyo birth attendantg (matrones),

Opthalmijce ointment). In theory, cases beyong their Competance are
referred to a dispensary, CM, or hospital. A S14 millionp USAID-funded
Project, Niger'g Rura} Health Improvement Project (RHIP),is contributing
to the €Xpansion of the village health team Program during the Current



TABLE 1 - HEALTH CARE FACL.ITIES, NIGER '

Facilities

Natianal hospitals
(Nlamay, Zinder)

Departmental hospitals

Private clinics

Medical Centers (CMs)

Maternity Clinics

Dispensaries |

Maternal and child heaith
centers (PMiIs)

Departmental mobile
medica] teams

Pharmacies (government
sponsored)

Private pharmacies

Village health teams

1978
2 (1,318 beds)

5 (695 beds)

6 (212 beds)

38 (937 beds)

41 (Incli.ldlng 4 private)
159

20

15

2

1,496 teams

1978 data: République du Niger 1980:403

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

1980

5

' Nno data

38
49

189 plus 24
"medical posts")

24

18

no data

2,411 teams



midwives, ang laboratory technicians, Nursing and midwifery Programs last
for three years; laboratory technicians receive two years of training,

The ENSP enrolled a total 285 students during 1980-81. Candidates for the
state nursing program are recruited through two channels: at the BEPC
level (certificate earned after ten Years of previous schooling); ang by
Competitive examination among certifieg nurses with four or more years of
eXxperience (Barokas et al. 1981:115)

Assistants de 1'Action Sociale (ENICAS), located in Zinder, trains
certified nurses and social workers for the MSp'sg Division of Social

training Program (Barokas et al. 1981:112), ENICAS also trains Sanitation
agents in a Program that also was expanded to tyo years in 198)

D. Historical Evaluation of Diarrhea] Disease Treatment

The Government of Niger initiated a national seminar on diarrheal
diseases which took place in Niamey from November 25 tq December 4, 1982,
as part of a series financed by WHO. At the end of the Seminar, ga
national Program for the "fight against diarrheal diseases" ywas
recommended. Previously, there Was no program to coordinate activities
which coulgd reduce morbidity and mortality from diarrhea.

health System: at the Village Health Team, dispensary, medical center,
maternal child/care clinies ang hospitals levels. severe cases of acute
diarrhea may receive intravenous solutions (Ringer lactate, salted
isotonic Serum) available at large health centers. Medical staff were
reported to be knowledgeable about ORT only at the National Hospital in
Niamey ang rarely at local dispensaries. In general, the health personnel
at the dispensary level have not had ORs packets. UNICEF's packets wil}

dividing the country into three zones for simultaneous activity:

of ORT from the hospital to the family level in cases of acute or chronic
diarrhea. Intravenous therapy will be used only at stages of severe
dehydration when ORT is no longer efficacious (coma, persistent vomiting,
acidosis). 1The Program relies op Ministry of dealth staff ang resources,
und action by the Population, especially mothers of families,
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The seminar report recommended creation of a National Committee
for the Fight Against Diarrheal Diseases. The committee's functions
include proposing national policies, managing and supervising program
activities, and Program evaluation. Members represent key sections of the
Ministry as well as the Office of Pharmaceutical and Chemical Products
(ONPPA) which would supply ORS packets to the health system. The committee
has been established and has been 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. The Program strategy agreed upon at the
seminar has two aspects: education of mothers about how to use hoie-pased
and packaged ORS through their interaction with the health system; supply
of ORS packets to families through the health System, initially with
Packets imported by UNICEF and later from local production. Program
activities and evaluation Plans are specified in annex 1, Nigeriea National
Program for the Fight Against Diarrheal Diseases,

III. Analysis of Constraints

A, Global Environment

The major sources of government revenue are from taxes on income
and profits, turnover taxes on 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 about 30% during the period
1978-1980; it has slowed down substantially since 1980. Although the
total revenue was Projected at the level of 93.9 billion CFA francs in
1982, it fell short by a substantial amount. According to CDSS estimates,
the shortfall was well over 15%. The anticipated revenue for 1983 was 81.2
oillion CFa francs, representing a reduction of 13.4 % from the previous
year's expected revenue.

With its ambitious investment program under the Five-Year Flan,
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 probhlem has been done up to this time. The gaovernment
has however agreed to conduct Studies inp certain Sectors, such as

As a rough indicator of the order of magnitude of the Problem,
USAID estimated the recurrent costs of some major Projects in the Five-yYear
Plan. For example, according to the USAID analysis, if the recurrent costs
for agriculture and livestock Projects were to reach the stage of normal
Operation in 1983 as planned, the requirement would be roughly 8.5 billion
CPA francs. But the 1983 Current expenditure budget for the Ministry of
Rural Development was only 2.1 billion cFa francs,

According to the UsaiD CDSS, there are several implications of the
recurrent cost problenm. First, it isg i

"pause ang consolidation", Second, donor agencies need to consider that
recurrent cost financing may be Justifiable for projects where a3
Substantial amount of d3sistance from different donor agencies has already
been put into rural development Projects, mhe health Sector fits this

land area of Niger, the Scattered village ang nomadic Population, the
difficult Sahelian ang desert terrain ang climate, ang the poorly developed
communications, transport and infrast:ucture pPose severe obstacles to the
development and maintenance of an effective ang efficient health system.
Personnel can become isolategd from technical and motivational support;
vehicles have an extremely short useful life, logistic Support and Supply
channels are difficult to Create ang Sustain. In the case of sandy areas,
urses may have to travel by horse, camel, or foot to reach VHTs; during
the rainy season in other areas, Villiage access routes are impassable. All
these constraints are familiar throughout the Sahel. The gop Policy of
Placing emphasis on simple health activitijes that can be carried oyt by
VHTs at the village leve] would seem ¢t be the most appropriate ang



GON officials have made it clear that their current policy is to integrate
health activities related to the nomads. They hope to work out the
challenges posed by health problems among these migratory groups 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 implement the
interventions. There are clearly both quantitative ang qualitative
constraints at the central MOH level. Skilled senior and middle management
personnel are in short supply, as are lower level personnel needed to carry
out routine administrative tasks. The pPersonnel list for the central
services and cabinet services and cabinet level positions includes only 20
positions. While the Ministry is short in the numbers of trained high
level personnel, pParticularly those with backgrounds in health Planning and
financing, those pPersons who are available appear to be competent and
hard-working. The design team for the USAID health Project encountered no
evidence that funds are 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 facilities ang 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.,

cC. Diarrheal Disease Control

pertinent to education of families about ORT and distribution of ORS
packets, Although the MOH is making an effort to increase the number of
health personnel at every level of the health delivery system, the supply
of health Professional, bara-medical, and Support personnel is stil] far
below that required to meet national heal:h demands, particularly
concerning the rural areas. Trained to provide simple preventive and
curative health at the village level, the vHTs could have a major impact on
the health statuys of the rural population. However, the performance of

Appreciating the potential fragility of this system, the MOH is expanding
both the quantity (two nurses Per health center and per dispensary) and the
quality of the health Professionals. The village workers must be
continually assessed in terms of quality of performance and the relevance

In addition to their responsibilities at the health centers and
dispensaries, both the certified and state nurses participate in the
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training and Supervision of the VHTs, It seems eéssential, therefore, that
they receive additional training irf they are to be effective trainers ang

Health Director. Distances are often great, roads are poor and in many
areas nNonexistent, The lack of appropriate vehicles at all levels, ang of

trained mechanics to maintain ang repair vehicles, Plus the high cost of
gasoline, Seriously hamper the Necessary Support for the Present systen,

The need to integrate the nomads into the rural health delivery
System poses pParticular Problems which the MOH wi1l] have to address at Some
pPoint. Eyen if VHTs are trained ang Placegd, retraining, Provision of ORS
Supplies, ang Supervision wil)] Still be difficult due to the migratory
Patterns of Nomads.,

1v. Strategic Options

Prior to the PRITECH consultation, the MOH Diarrheal] Disease
Committee was Considering a pilot Program to establish training Seminars
and to develop educationa] materials starting in only two Departments, The

Production of ORS with help from the Belgians, with an interim Supply of
Packets fron UNICEF. The main questions before the committee were about



Materijalg for ORT, e.q., selecting effective Messageg and designing
formats. Supply of ORS Packetg was Uncertajp, The interest ang
cooperation of donorsg was not Organigzeq, The Goy finances were severely
constrained.

professionals in Niger are employed by the gdovernment The healthp
aCtivitijes of Private organizations are very limiteg (see Annex 2). There
are probably opportunities to distribute ORs Packets through Private
Commercjga] channels.

Nationg] Progranm, followeq by discussions with Potentia; donorsg to
determine whethey Sufficient resourceg would pe availabje, The PRITECH

Progran Plan describeg below

Will ¢ Ucate familjeg about ORT ang distribute Packets of . € network
4s beenp 9rowing steadily Since the €arly 19¢ s, Fapidly doubling Villages
Covered With th elp of AID Project funds Slnce 1978, 198 360

villages, Over 4pg of the tota] villages, are withinp the System,



will be asked to take initiative as educators, a role which the system has
not yet pushed them to perform. They will be given the training and the
materials to facilite this expanded role. Radio and perhaps television

health system when diarrhea is a problem. ORS packets will be pushed out
into the system for delivery by the VHTs whenever diarrhea results in
dehydration.

The program is optimistically Planned for a brief Period, three
years. 1Its mechanisms and objectives reinforce those of the government
health services system and AID's RHIP Project. Even if the objectives are
not fully realized during the three year period, the effort will be a
useful prelude to 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 as a compcsite effort,
to be financed by the GON and by several donors. The entire program is
described in detail below. PRITECH and other donor contributions are
specified in the financial Plan. an important element for PRITECH will be
assistance with design of the Program monitoring and evaluation system. we
have not attempted to isolate for evaluation burposes the program elements
financed by PRITECH or the AID bilateral program. The goal, purpose and
outputs are defined in 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 pPacket 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 pPossible and
Sugar-salt solution where these are not available. Training
seminars would occur at Department and Arrondissement (country
levels).

- Provide management training for administrators of program,

- Retrain 12,000 health agents and traditional midwives (30% - 50%
already have some knowledge) through refresher courses already
Planned (RHIP).

- Consolidate this retraining of health agents and midwives through
the routine supervision Ssystem already functioning (RH1P).

- Concentrate supervision efforts on ORT education (including
meetings with Village Development Committees) during one

trimester, in all villages Covered by Health Agent Teams (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.

18



(1)

(2)

(3)

(4)

(5)

(6)

Train 30-40 core "trainers" from Department and o
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.

Strengthen ORT component in refresher courses for
approximately 40 - 50% cf Village Health Team members
(midwives and "secouristes") = approx. 5,000 people.

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.

Produce appropriate education materials, including:

500,000 flyers
30,000 posters
50,000 booklets
1,000 flip-charts
3 radio Spots, television spots
1l slide set for health staff.

Evaluate the effects and monitor the execution of the
programme (mortality studies, sentinal health facilities,

Spot studies of educational impact, routine Departmental
reporting).

Produce ORS packets and ensure the sale at village level and
use in health facilities.




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)




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

Several other donors have expressed particular interest in the
government's efforts to establish 3 national CDp Program. Some have
already made significant contributions to this effort, ang have been
waiting for a clear implementation Plan, with corresponding requests for
funding, to be formulated by the Government.

This implementation Plan has now been developed by the National
Diarrhoea Program Committee, with the help of 3 PRITECH consultant. fphe
Plan was formulated during September ang October of 1984, a Process that

ORS packets. 1,500,000 Packets have been assigned to Niger, 300,000 of
which are already in-country.

materials, technical assistance and observation/study tours. UNICEF is
also willing to consider some mechanism for subsidizing the cost of
locally-produced ORS packets to the consumer. UNICEF is awaiting the
arrival of a Cemmunications Support Pérson, who wilj be available to assist
the National CDD Committee,

WHO has already Provided training materials to enable the Ministry
to carry out the National CDD Seminay in 1982, and the Departmental
Seminars that are to take place in October-December 1984, wHO isg willing
to provide additional materials for the other Departmental Seminars, as
well as for the Arrondissement level coursed. The Organization will also
Provide copies of the WHO/UNICEF booklet "phe Treatment of Diarrhea" for
all the health staff in Niger.

Program, as the need for this jg identified at different stages of Program
development.

including Health Planning, Health Statistics, and Primary Health care, One
of these pPhysicians ig an active member of the National Diarrhea Committee,
as well as being the chief technical advisor for the Village Health Tean
Primary Health Care system.
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The Belgian gcvernment 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 pro ram, after an
assessment of the programs initial educational efforts and identification

of modifications and additional materials required. The Bank also
eéxpressed interest in funding two of the 11 Departmantal Seminars on
diarrhea.

VI.Feasibility

A, Economic/financial

' The GON has no additional or incremental resources which can be
grov1ded 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 the program and therefore is the most significant
contribution. Beyond this, the GON has assigned a full time program
director, wiio 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 the
educational materials, and assistance for 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 this project has
been one of the 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. All the
responsibility for adminstration and follow-up will rest with the full-time
committee chairman. The very able USAID officers with responsibilities for
health programs are also over burdened. Mindful that adequate management
and adminstration of the program is essential, PRITECH has encouraged
other donors to share responsibility by handling project components. The
pProgram has been patterned on the USAID~-RHIP model for training and
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

administrative and technical assistance to the National Committee. This
‘informal but effective role stimulated Committee activity which produced
the plan presented here. The Committee activities in turn galvanized
support from other donors for this integrated program. This kind of direct
involvement may be essential 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 in two ways: through regular
visits of the Regional officer, up to six months of her time over a three
year period; plus the assignment of a resident PRITECH program
administrator who will be available to the Committee for three days each
week during the first year, and two days each week thereafter. a U.S.
citizen, resident in Niamey has 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 from this
brogram. “A proposal for her to assist the Committee with the execution of
several key tasks is currently under consideration by the MOH. The
Regional officer is prepared to return to Niger in January, if the PRITECH
brogram is ready to be launched. She will assist the resident PRITECH
representative in establishing effective working relationships and a role
with the Committee. The first task will be to lay out the necessary
implementing actions by the Committee, MOH agencies or donors to maintain
the project schedule.

The Committee has already scheduled training seminars for three of
the seven 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 at
Departmental level, but 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 eéncouragement. 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 monitor
activities at local levels through reqular supervision. The program
monitoring component of the PRITECH budget will be used to stimulate and
facilitate this follow-up. In the process, we hope lessons will emerge
leading to changes and improvements in the program.

One of the most important and problematic steps will occur at the
village level - the interaction between village health teams and families.
The VHTs need to inform, educate, and demonstrate if families are to begin
using ORS, whether in packet form or from home made solutions. Most VHT's
have not had the interest, time or incentive to educate others. The
secouristes mainly dispense pharmaceuticals for fees; the matrones perform
mid-wife functions for fees. Better methods of stimulating and supervising
the education functions of VHTs will have to be devised through the
experience of this program. Program monitoring by the Committee will be a
key factor in discovering problems and solutions. 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 sell packets
on behalf of the secouristes. Or perhaps ORS can be handled differently
from pharmaceuticals. 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 meéssages 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. There are serious
questions about whether the supply of ORS packets will be adequate beyond
the first few months of the Program. The long lead times involved in
either import or local production of packets make careful planning of the

supply critical and urgent to assure 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 only now being
released. 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 be available in the villages beginninc
in September 1985. Given a three to six month period to get available

locally produced packets are 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 Niger.
About 300,000 of these packets have already been delivered. The total
amount is probably adequate for 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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maintain Supply lines beyond the first year. The GON is discussing the
issue now at the staff level, but UNICEF has not been officially

and to users. The estimated cost of a locally Produced packet is about 13
cents., UNICEF packets, delivered to Niger, cost UNICEF about 10 cents,
Should Niger rely on local Production? (The Procurement Process may be too

villagers? Will the full cost of packets be Competitive with alternative,
less effective byt popular treatments? These varioys questions, ang the

experts, it is not certain that they will immediately accept the offer of
an expert, Nevertheless, the Committee and the Moy recognize the Problem
and are Seeking ways to act,

VII. Implementation Plan

agreed to by the National Committee ang the participating donors. The
Program wil} occur over a three Year period, from 1985-87. The scheduyle of
implementation shown as Table 11T conforms to the Plans of the National
Committee ang the participating donors., ag explained above, the schedule
for Supply and local Production of QRgg packets is being Leconsidered ang is

for Niger, the Regional officer will hire a resident PRITECH representative
in Niamey. The terms of reference for the Iepresentative are given at
Annex 1Iv,

coordination with RHIP program activities, a Portion of the
Lepresentative's time will pe Spent working directly with the National
Committee, to Support and to facilitate their efforts, An immediate task
for the resident representative, working with the Regional Advisor, the
Committee ang the Usaip health officer, will be constuction of g5 detailed
implementation Plan for the entire national Program. 7Thig Plan wil)
identify implementation responsibilities, facilitate action ang permit

The PRITECH Program budget includes ten months of short-ternp
expert assistance in Niger. Within this amount, six months of time ig
reserved for the regional Advisor over the three Year life of the Project,
averaging two weeks in Niger every three months, The Regional Advisor will
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PROGRAMME DE LUTTE CONTRE LES MALADIES DIABRREEIQUES

PLAN D ' ACTIVITES

TABLE III

ACTIVITES

198)

1985

Sept

1986

Sept

1987

Sept

10,

9¢

Temu de seminaires au niv.Dept
Planification du Programme
aveo chaque Departement.

Ffudes de base (mwort. morb.)

Daveloppement du materiel et
d2 meesages educatifs

Dietribution du wateriel educ.
et eniszsions do mespages

Furmation de personnel sznit.
et d'autres secteurs su
nivean 4'Arrondissement

Supervision thematique des ESV
2t eensibilisation dea CVD
au cours de cette aupervision

Mioce en place de 1'unite de
production de sachets SRO

Dietribution/vente des sachets
Recrcloge des ESV sur la RO.

Eiudes evaluatives sur la
merche du Programme




PROGRAMME DE LUTTE CONTRE LES MALADIES DIARRHEIQUES TABLE IV
PROPOSITION BUDGETAIRE 1985 - 1987
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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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FATICNAL PROJECT PROGRAN FOR THE FIGHT AGAINST DIARDHELL DISEASES

I. INTRODUCTTON

In Niger, diarrhea oconstitutes a major public health problem, The mortality
rate ascribed to this disease is 192, LKorbidity represents 10% of the total
diagnoses made in the different servioces of oonsultation,

The Government of Niger, ooncious of this situation, initiated a National Semiw=-
nar on diarrheal digeases. Thig seninar, whj t.gok place in Niamey from Noverber
25 to December 4, 1982, makes up & part offfl eminars financed by the World
Health Organization. It is at the end of this seminar that a naticnal program for
the fight against diarrheal diseases was reoccmnended,

II. OVERVIE:! OF THT OWNTRY

The Repu‘bl%c of Niger is a sahelian and landlocked comtry. Its surface area
is 1,267,000 Kn® of which 3/4ths is desert. It is bordered an the North by ilgeria
and Libya, on the West by liali, on the South by Upper Volta, Benin, Kigeria, and on
the East, by Tchad.

Administratively, the oountry is divided into 7 "departements", subdivided into
38 arrondisements and districts (roughly equivalent to our notien of county), 22
edministrative posts, and 8,615 villages and encampments.

21 The populatian

The five-year plan 1979-1983 Yields the following statigtics:

Total populatim of the OOImtry...............G,OO?,OOO inhati tants in 1983

Annual grow’th rateooooooooooo.cooooo00000000002077:’3/;

Rural populatim........-.........-....o.u.u85 %

Less than 5 Jears old............--..-........19.5 ;

Less than 15 Joars Oldooo»oooooo0000000000000045 %

Homen from 15'49 ye&rsoooo.ooooooooo000000000045 % of the total female’
population

Nanad.............o........................... /3

mter&q rateoooo.o.oooooc.ooooooooooo.ooo-ooo12;

School attmm rate..oooooooooooooooooooooozg (1982)

22 ocio=economic situation

With a GNP estimated at 300 dollars per capita in 1981, Niger is classified
among the 29 less~developed countries. Subsistence agriculture and extensive animal
breeding comstitute the principal resources of the comntry. The exploitation of
uranium deposits resulted in a substantial increase in national revenue from 1976 to
1980. However, after 1980, the country hasg undergone major financial difficulties
due to the fall in price of this primary material on the world market,

23 Health gituatiaon

The crientation of the five year plan 1979~1983 aims for the following objectives .

in the health gector:

—insure a wide health coverage at the village level

—~oansiderably increase the relative proportion of totel expenses spent on

preventive and mobile medicine

~devote a gpecial effort directed at the protection of mothers and children
Long-term orientation aims for health for all by the year 2000.

a) Infrastructure

HosPi'talB and dini&.-ooooooo-oooooo'oooooo..o' 15 of "hid'l 6 are Driva'te

hy
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Jedical centers........................38
Dispensaries and medical POSt8ecece.ree209
K:’.‘temity wards........................49
Jaternal/child Care Cliniecs

Rational Trezsury for Social Security

a-nd FA.I‘I....oooo-oooooono00000000000000033
mm‘z:...................0....I.........?
National phamaCieB.ooootnooooo.occoooo18
Villege Health Teazs. (1952)esseusnsssss3sd

b) Personnel

DoctorS.occocooooooaooc-ooo.noocooooco.147 of Whlc-h 83 are expatriate
thadsts...ooooonnoovoouooocooc-oooo17 of wiich 2 are expat:‘ia‘te
DentiStSooc--.onoooocoo-ocooooooonoooo.12 of which 8 are expatria‘te
sanitation B‘lgineerS.'-a0000000000000003 expatriates

State nurses...........................430-of which 14 are expatrizte
I.'idw'ives............................-..171 of which 1 iz 8xpatri&.te
Sanltatlon te&hniCianSoaoooooooooo-00001

Oertlfled nurses.................-...-.783

Sanitatian workers.....................17

Village Health Tezn WOrkers............10,311

c) Health status

Life expectancy at birthooooo--oo-ocooo42 years
Fortality rate.........................25 per thousand
Infan.t mortality rate..................ZCC' pexr tholIsand
lortality rate for children 1=5¢eeveeee300 per thousend
Yaternal mortality rate................? per thousand

During the natianal seminar on diarrheal diseases the following illnesses
wver~ judged as nat onal public health priorities:

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

-malaria
mortality; 111,000 cases per year (1981)
incidence 1CC 7

—respiratory diseases
mortality; 18,70C cases per year {1981)
incidence 170 ¢

=ralnutritian
mortality 27,50C cases per year (1981)

These vriorities were detercined based an the ariteria recom:ended by Ho
wkich include:

~the overzll extent and gravity of the prcble-
-the techniczl zng econonic feasibility cf control measures
=public zccertancs - -
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PLAN OF icTrOr OF TEE NiTIONAL PROGR4: FoR == FIGHT AGaIl3m DIARRNEAL DIStisrs

A. GRERsr INTORATION

¢ Masnitude of the problen

In 1981, an ectimated 1, 100,000 children upge- the age of 5 had on the
average two episodes of diarrhes; 19,8C0 died a5 » result,

Diarrhee jg the second cause of death for children ip Iiger after Dalaria -
and after respiratory illnesses ang heasles,

an analysis of trimester reports of redjeal centers (excluding hospit:-ls;
shows 348,335 cases of diarrhea or 19 f of a total of 35294,958 diagnoses (1981).
Approximately one case in twenty ig &cconpanies by the remark ™y th dehyerati on
on these reports, The bPercentaze of diarrkez ip cidence ig hizher ip the curative
Serviceg of laternal /chilg Care Clinjcs where it czy cozprise 20 v, of total
diagnoses, Tris can be expleaineg by:

~the young age of the population serve? by the maternal /Child gope

~the numeroug Problems o infectiun axd nalnutri tign ('v:eaning)

No extensive study hag been effectuated o the etiology of diarrhes,
However, laboratory éxats effected by severa: healih facilitieg roint to bacteria)
and Parasitic causes,

Complj cating factors also exist:

-malnutrition
—certain traditionz] food custors ¢ beliefs that require a reduction op

2. Etiolory of diarrhea

Fumerous factors contribute tq diarrheal illness, In addition to malnutrition,
an essential bPricary factor cansists of poop @vironmental hyciene that affects '
both water and food Supply,

Data furnishes by the livision of Eyziere anz Sanitation (DHA) indi categ:

=4C < of the rural porulatjop has no access to an acceptable quality vatep

Source (ceu:ent-line:l vell, bore well, vaterline Sycten)

=32 of the urban population has access to DPotable vater

=270 of the tota] population hag &ccezz to potable yatep ("Le Langen I'° 402

February 1081)
The Principal &stivities of the DH. include: & antivector fight, the qualiiy
centrol of fooq corodities, the quality contmnol of drinking water and the dispogzl
of excreta, “e note that these activitieg &re concentrates at the ‘depa.rta':e::lta.l
capital level,

The Lationa) Joint I.'IGER—I.’.‘IO-U..‘ICEF Appliez I'utrition Project ha- assesced
the following nutritimez) situatian:

= nutritiona] Survey carries out in 1080 in the departement of Fiazey showed;
*33.6 % of childrern upgep 5 years Cermanstrated the firgt desree of

< of chiléren under 5 arg 51 <. of Pregnant wopmen Were anemj¢
=In anecther study effected in 1981 in the departement of liamey for children
&ges 3=5, e abstract tke fcllovring inforzation:

b "‘I.
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°* Chronic undernutrition 175
Acute undernutrition 8.6 ‘/1
Insufficient weight 375 %

3. Actions undertzken

Up till the present, the fight against diarrheal diseases has been led in a
disparate manner, As of yet, there existe no progran which coordinates the
actions of the battle.

3.1 Qurative action

The pedients afflicted by dicrrhea are received at the Village Health Tearn,
dispencary, medical center, materna.l/child care clinics and hospital levels. At
all these services, medical treatment is most counonly used. Severe cases of
acute diarrhea receive intravenous solutions (Ringer lactate, salted isotaonic serun),
available at large health centers.

In the I~:e.ternal/(:hild Care Clinics simple and efficacious preparations ere taught
to mothers, such as: rice water, carrot soup, and guzva leaf tea,

The service of Pediatrics A a* the Natioral Eospital in Niamey and the Korbz
dispensary {Arrondisseszent of Eolo) are lmowleigeable about Oral Rehydration Therapy
(ORT). Today still, this practice is actively used in Pediatrics 4e 4 lack of
follow=up does not rermit us to assess the impact of ORT on the population of
Komba, However, we do lmcw that at the dispensary level, the health personnel
no lenger has recourse to ORT Que ic a lack of rehydration salts that have not been
available since 1982,

3.2 Surveillerce-of diarrheal diseases

Daily, weekly, and trimester reports specify certain diarrheal diseases:
Cfficial telegram (daily): 010 Cholera
—feekly report (Jedical centers and Hospitals):
o1 typhoid fever or parathyphoid
016=1 diarrhea with dehydratian
016-2 diarrhez without dehjdration
=Hospital trimester report:
010 Cholera
012 Shigella
01y intestinal or liver—afflicted amebiasis
015-1 diarrhea with dehyiretian
016-2 other diarrheal diseases
~Trirester reports for liediczl centers:
010 Ccholera
016=1 diarrhea with dehyiration
016=2 other dizrrheal diseases

3.3 Other actions

In the scope of primary hezlth care, the Ninistry of Public Health and Socizal
Aflairs has iritiated several zctivities at the different levels of its services,
The sectors of Biucatien, Water llorks, Rurzl Development and of Planning z11 enter
into the prozotion and protecticn of kealth. Eouever, even thoush collaboration is
very close btet:een ike healih ser\ices and those of the ilinistry of Plarning, it
remains inzdequate with the otker sectors. The Lajor activities that do exist ezre:

~health and nutrition eluc:tion

.’ /
/
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=sanitatian

=vaccination against measles

-anti-malaria campaign

=actions inthe field of maternal and child cere

~village water sources

—school pharmacies and health educztion at school

~rural animation

~integrated projects of the l'linistry of Rural Development

B. PLAN OF ACTION

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

Phase 1000-00000019&-1985
Pha-se II.-.---.-¢1985"1986
Phase IIleess seee 1985-1987

General objectives

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

SPECIFI C OBJECTIVES

a) Liddle term
-Obtain a reductian in the percentage of mortality due to diarrhea ty
3% for children uner five which will lead to = reduction in the mortality
rete of 18 per thousand to 13 per thousznd in 1087,
-Reduce the incidence of diarrhea in children under five from 190C cases to
1850 cases of diarrhea ver 1000 children in 1987. '
-In 1587, 7%: of reported diarrheal disease epidemics will be followed by
appropriate action within 48 hours.
-In" 1987, 100% of women living in urban arees will breastfeed their children
(907 of these wozen bre stfed their children in 1982).

b) Lons tern

—lortality due to diarrheal illness will be reduced by 6T in the year 2000
for children under five
-In the year 200C, 1CC% of reported diarrhezl disease epidemics will be folloiwe
by epproprizte acticn :rithin 48 hours
-Ackieve 100" CRT coverzsge of children under five
Stratecies
The actians tQ'betundertaken~will focus on:
~The "anelioration of environmental hyzienic measures
~The adrinistration of CRT from the dospital to the fazily level in cases of
acute or chronic diarrhea, Intravenous rehydration will be used when the sub-
Ject afflicted by diarrhez is at a stace of severe dehydration in which
administratien of ORT is no longer efricacious (coma, persistent vomiting,
acidosis);
~The development of protective maternal and child care actions
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=The surveillance and detection of diarrheal eridemics in order that any

major almormal incidence be Tollowed by an appropriate action within 48 hours,

1. NECESSARY RESOURCES

1¢1 Available- resources
\

1¢ 1.1 Human resources
~hezlth personnel
=village health team workers (firss aid/sanitation assistants ang traditional
birth attendants
=the populatien, especially mothers of families
=pharrzceists and the holders of local depositzries of medicine

1¢1.2 Liaterial resources
~vehicules from the Directien of liealth Gare Facilitieg (Direction des
Etabliszements de Zoins, DIS) and those of health facilities
=Cffice materizl from the DIS and hezlth facilities

-Sites at health facilities or at the OI'PPC (I.'igerian Office of Pharmaceutical

and Chezical Products)

2. Resources to te obtained
—oral rehjdration salts
—national facility for the production of orzl rehydrztion salts
=& vehicule fer supervision in the deparinents
~funds for vehicule raintenance
~fuel for the vehicule of supervision
=per diex for the supervisor(s)
~teaching documents of mid-~level conrlexity for the organization of departe-
mentzl seminars
-financizl support for the organization of sexiners
~office furniture

Ce ACTTVITY PROGRAIZIING

The implementztion of the prograr will be effected in three phacges:

~Phase I 1984-19¢5
~Phase I 1985-1086
~Phase IIT 1985-1987

The activities 1il] take place siculteneously in the three river, sahelian ang
saharan zones. The division of the territory into three 2anes was proposed in
order to be able to define the secondary objectives of the program,

I. PIiST I, 1084-1085

Secondary otj ectives

In 1985, the program will achieve ORT coverace of:
=42, in the river rezion
=25;. in the szhelian resion

7% in the saharan region

(3

1e 1 Creation of the Neticnal Conmittee of the Fight egainet Diarrheal Diseasges

*Role of the aticnal Comrittee
=Propose a nationzl policy on the fizht egainst diarrhez? Aicanncna

e
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rural and urban health facilities will also be affecteds For redagological
reasms it appears desireable to limit the number of participants at each seminar
to 20 persans.

Perticipants:

-DDS

-Head of liedical Centers

=iidvives

=lurses responsible for medical posts or rural dispensaries
=iurses, Social aides or Assistant Social Aides

Facilitators:

Will be chosen among those who have parti cipated at the seminar for diarrheal
diseasez of lovember 25, 1982, However, the departements that will hold more than
ne semirar can recruit facilitators among those who have already participated in
departerental seminers.

1.3 Logistics

This capter cancerns ecsentially the supply, storage and the distribution
of oral rehxydration salts.

1e3.1 Supply
1e3.1.% Short-term

The procurezent of 1,5C0,000 oral rehydration packets already requested of
U ICEF should meet the needs of the first phase,

1e3.1.2 Eiddle to long term

If the negociations betireen the Governrent of Niger and Foreign aid sSuceed,
& national wmit of ORS production vill socn be installed, making it possible to
meet natiaral needs with a production capacity of up to 3,000,000 ORS packets per
year (1 packet = 1 liter of solution).

1¢3.2 Storege éand distribution:

Central level:
The QOIFPC is respensible for the production, storage and distribution of ORS.

Regicnal and Local level:

The supply and distribution systez is identical to the one usec for medicztion,
Eealth facilities are served on demand as well as during periods of shipment orders
for medications. The manifestation of an epidenic justifies an exceptional order at a
given mozmert., The periocd for shipment ordering is thus fixed however shipment volume
varies according to fluctuating nesds.

Diagram of the supply systen

KSP/4s y OIPPC

IDs l'ational phermacies
Vedical center

Rural T
dispensary

1 .
Village ¥ealth » Deposit of medicines Y
Teams ’
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*Lembers

=Coordinator of the program (Dm)

=& second representative from.the DES

=Cne rerresentative from the ONPPC

=One representative from the DAS/PI

~0ne representative from the DEESH

—tne representative from the liedicsl center district
—(ne representative from the DII:/Da

1.2 Creation of Regional committees (depertemental level)

Toe Departemental Director of Health (the DDS) has the power to create a
Regional committee that will assume the role of the National comrmittee at the
local level, This committee will consitute at the minimum the departemental
coorcinator of maternal/child care clini csj the assistant DDS, coordinator of
Village Health Teanms; and the head of the FDEI: (l.obile Health thit). As at
the na¥ianzl level,d program coordinator should enimate regienal cotnittees.

13 actions of Sensitization and Treining

e3¢, lztional level
a) preperation of departemental seminars.,

The DIS and the DEESM will be responsible for the preparation of these
seminzrs, Eowever, the DD3 will be their pricary orgcnizerse In light of these
Preparavianz, pedagogicel documents (modules) 41l be ordered from HO,

t) publication.
Writien distribution of technical notes (annexes) in order to furnisn
inferczticr to the hezlth training persornel, This information pertains to:
~the surveillence of diarrhea and its prevention
—CRT
~practices for the protecticn of rothers and children
—environmental hygzienic measures
cg supervisory tours in the different rezians
d) integratian of ORT in the training of medical and paramedical personnel
ESS, BISP, BICas
e) collaboraticn with the Kinistries of Rural Develoment, ater Works,
Iational Hucation, Information ang of FPlanring in order to promote
ell action facilitating the health stzius of the population (a.;-'ri culture,
animal breeding, village water sowrces, health education in the schools
aad animation),

1e2.2 Dezartemental level

212 activities effected at the navional level will be re=inztituted at this
level, The educational activities in this dozmain will focus en:
~ike utilization and maintenance of systens providing potabtle water
=i;giene of food and drinking waier
~disposal of excreta
-fezsures to be followed for = chilg efTlicted with diarrhea
—aternal and child protecticn (se2 Muide to the training of traditional
birth attendants")
The practices to be promoted are:
~treasifeeding
—frogressive weaning
—aviritional counselling
The cepzritemental seminarg will be organized fraz the beginning of phase I, Llost
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rural and urban health facilities will also be affecteds For pedagologi al
reasas it appears desireable to limit the number of participants at each seminar
to 20 persans. '

Participants:

~DDS

-Head of liedical Centers

<Yidwives

=llurses responsible for medical posts or rural dispensaries
-Nurses, Social aides or Assistant Social iides

Facilitztors:

Hill be chosen amang those who have participated at the seminar for diarrheal
diseases of Lovember 25, 1982, However, the departements that will hold more than
ane seminar can recruit facilitators among those who have already participated in
departezental seminars.

1.3 Logistics
This capter concerns essentially the supply, storage and the distributior

of oral reaydration salts.

fe3.1 Suprly
1 301-1 Short—term

The procurezent of 1,500,000 oral rehydration packets already requested of
WICEF should meet the needs of the first phase.

10301.2 ¥iddle to long term

If the negociations betireen the Governrent of Niger and Foreign aid suceed,
a national wmit of ORS production vill socn be installed, making it possible to
meet national needs with a production czpacity of up to 3,000,000 ORS packets per
year (1 packet = 1 liter of solutian),

1¢3.2 Storege and distribution:

Central level:
The QIFPC is respensible for the production, storage and distribution of CRS.

Regianal and Local level:

The supply and distribution systez is identical to the cne used for medicction,
Fealth facilities are served on demand as well as during periods of shipment orders

for medicatians. The manifestation of an epidenmic justifies an exceptianal order at ax
Eiven momert., The period for shipment ordering is thus fixed however shipment volume

varies according to fluctuating needs.

Diagrar of the supply systen

KSP/As y OIFPC

D?S llational pharmacies
FKedical center
Rural
dispensary

A

Village Fealth » Deposit of medicines
Teams
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14 The treatment of diarrhea
Goal: +to reduce nortality due to dehydration caused by diarrhea., Thig
implies:
=prevention of dehydration by naintaining liquids ang electrolyte balance
through the use of ORT during episodes of diarrhea, in parti cular, with acute oe.ses
~Prevention of camplications by ameliorating and meintaining nutritienal
status before, during, and after the diarrheal epigode

1.4.1. ORT

=It is very erfi cacious treatment against dehydration due to acute diarrhea
which is the first cause of death during acute diarrheal episodeg
=The experiment- results reported by WHO indicate that through itg use
it is possible to reduce by
#677 the deaths due to dehydration by diarrhea of every fomm
and every etiology
*#95% the mortality due to acute watery diarrhea
=The high cost of most medicine used and thejip relative ineffi cacity in
the treatment of dehydration,
The prograr envisions the practice of ORT at all levels: Hospital, liedical center,
maternal/child care clini csy village health teams, and the fanily,

1ede2. iiaintenance of nutritional statug

The actions to droote in this area are:
=continued feeding of a chilg during a diarrheal episoie
-breastfee.ding
=pProgressive weaning
—good nutrition of lactating mothers

1e4.3. Intravenous or subcutaneous rehydration

Although expernsive and almost only practical in a fey hezlth fe.cilities,
this tyve of therapy is at tines indispensable for a child afflicted by severe
dehydration, Nonetheless, even when these mewns ape required, oral rebydration shoulg
be re-introduceg when the chila becomes concious,

1.5 Zrideriologi cal Surveillence

The surveillance of diarrheal diseases will be intesrated as nuch as possible
into the rational surveillance syster for comnuniczble diseages,

In chapter 3y "acticns wndertaken," we have indiceted the norcal procedures
for diarrheal illness, It should be noted, however, thet the trimester report of
edical centers only differentiateg cholera (010) and diarrhea 11th dehydration
(016-1) or without dehydration (016-2),

In order to ameliorate the surveillance of diarrheal diseases,the prograg
will evolie ang encourage all activity permitting better kmovledge of the epidemio—~
logy of theze disezses: '

*lodule "General and specific objec’sives,""..cours“ework for head national staff
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The data concerning the distribution of ORS Packets in national pharmacies
will be obtained at the Direction of the ONPPC.

Two forms (annexes VI and VII) are proposed for the acquigition of data
from health facilities. This data will permit those facilities and the service
responsible for the management of the program to assess, atl auy giveu @uacut,
vle Sva.c Of progréesc i. the program. The completed forms will be sent to the
Direction of Health Care Facilities (Direction des Etablissements de Soins) at
the same time as the trimester reports of curative services.

II. PHASE II 1985-1986

1)  Second objectives
ORT will attain a coverage rate of:
50% in the river region
33% in the sahelian region
60% in the saharan region

2) Educational and preventive actions
All activities of education and training impiementea uuring Phase I will
be 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 phase
will also provide the necessary indicators for evaluation of activities in
the second phase.

ITI. PHASE III 1986-1987

Second objectives

ORT will attain a coverage rate of
59% in the river region
LO¥ 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 achieved
in 3 phases:

Phase I : 1983-198)

Phase II : 1984-1985

Phage 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 rot accounted for are the supervisions
specific to the program and thus imputed into the budget, supervisions that
are initiated at the national central level (MSP/AS and National Committee for
the Fight against Diarrheal Diseases).

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

Y
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ANNEX II

PRIVATE VOLUNTARY ORGANIZATIGNS
IN THE NIGERIEN HEALTH SECTOR

A small number of private voluntary organizations-are active In the Nigerien
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 {(Faulkingham 1975:27). Some PVOs provide
personnel or other support to MSP facilitles. The Groupemrent des Aldes Privées,
which Is a coorcinating agency for the PVOs in Niger, provides some Indication
cf the scope and size of PVO health-related activities (Réputlique du Niger
1982b:7, 9, 11, 12, 14):

(CFA x 106

Croix Rouge Nigérienne

National Hospital, Niamey 2.07
Mission Catholique -

Barmou Dispensary 2.10

Malbaza PMI 1.30
MISEROR '

Seven "médicins de brousse" : 56.00
Sudan Interior Mission

Galmi Hospltal ‘ 35.78

Maradl Leprosarium 9.60

Cunygass. Dispensary : ' .82

Guecheme Cispensary 1.52
. Galmi Area Village Health Program 7.19
Association Frangalse des Voluntalires
du Progrés

Gamkale (Nlamey) PMI 5.350

There are surely omissions In the above listing.



ANN.E:(VE

PROGRAI. FC2 THI FIGET ASAINST PIARRIEAL DISTASTS
ST CCUPLIZITS CF THS PROGRI. 1685-1987

e Training of departementzl perconnel

(Depariesental Division of Eealth personnel, departementzl representati-es
of oiler gervices, representatives from eack medical center)

Cne or iwo seminars of & days for eac:: departement, including an avers e
of 25 personc per seminar,

Dosso, llaradi, Takousz, lNiamey: 2 seninars
Zinder, Agadez, Diffa: 1 seminar

Total seminars: 11

Total personc to be treined: 25 = 11 = 275
Average cost per seminar = @,00C,C00 CTA
Total cost: 21,000,000 CFa ZU.S. c 3”'000)



2. Training/Retraini

of Eealth, Anirmation, literac Works, THucation

personnel a2t the arrondiscement level.

(To be executed by the Head of the Kedical Center together with facilitators
provided by the Departemental Divicion of Health)

T Departements:

Agadez : 3 Kedical Centers (Arrondissementc)
Diffa : 3 ledical Centers "
Dosso : 5 ledical Centers "
Yaradi : 7 liedical Centers "
I'iamey : 5 lledical Centerc "
Tahoua : 7 ledical Centers "
Zinder : 6 lledical Centers "
TOTAL : 37 Jedical Centers (irrondissements)

Two 3-day seminars projected =i each liedical Center/krrond.issement for a
total of 40 persons (20 per group): 2 x 37 : 14 seninars

Averase coct per seminar:

20 persanc x 3 days x 2500 C¥4/day : 150,000 CFa

2 facilitators x 3 days x 2500 (%a/day : 15,000 CFa
Transport ¢ 100,0C0 Cra
kizscellaneous i 3C,000 CFa

300,000 CF4. “

3€0,0C0 per cseminar
€0C,00C rer arrondiscenent, thus:

Acadez 6C'C,000 x 3 1,800|C00
Diffe x 3 1,800,000
Docsc x 5 : 3,C00,C00
liareci x T ¢ 4,2C0,C00
Iiamey x 6 : 3,6C0,cCC
Tzhous x 7 + 4,200,0CC
Zinder x 6 3,60C,0CC
TCTal 0s™ P 22,200,CCC CFa

(405.€0,000.00)
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s Retrzining of Village TZezlth Teams (Rural Hezlth Improvement Prosrz:: Project)

4o

Each Village Health Tea: is to be retrained every three years,

54579
34720 (2/3 of total)
o84

3,989 (2/3 of totzl)
23,000 (T

Total active primary healik care workers (1983)
To be retrained (1584, 1985)

Total active traditionzl birth attendants

To be retrained (1984, 1985, 19€5)

Cost per health worker to be retrained

TOTaL osT 177,307,000 CFa

(Us § 402,970)

A "Mematic" Supervisicn of Villace Health Teams on Orel Rehrdration Theran-

(The Ilediczl center tea: and the l'urses of Rural dispenseries/medical posts
will hold meetings on oral reiydration with the village develomment councils
and <he Village Health Teans in each villege covered by the REIP during =
tricestrial supervisiaon.)

Villages covered by Villagze Health Teams in 1083 ¢

Agadez 107
Diffa 2c7
Dosso 71
raradi 676
liazey 864
Tahoua 453
Zinder 605

3 6

Thus, 3,629 villeges to be visited and sensitized on the use of Oral Rehydrz-
tion Therapy (meetings tith village developnent cowncils and workshops idith
Village Health Teanc). TIISE QOSTS UILL BZ COVERED BY Tim RURAL EZLLTY
LIPRCVIIZIT PROGRA FRCIECT.
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Production of Mucztionzl lzterizl znd Jiace lledia Pro~ran

Smcll poster in 4 colors, 8C gran paper printed recto verso, in'4 languages

on A4 paper.
Toval nunber of copies: 500,000
aprroxinmate cost per copy: 25 CTa
Total cost: 12,500,000 CF.

(U.s. $28,400)

Large poster ir 4 colors, 90 gran glossy paper. 41 x 63 centimeters.

Total nunber of copies: 30,000
Arproxinmate cost per copy: 400 Cra
Total cost: 12,000,0C0 CTa

(Uese £27,273)

Boozlet in Aj 8C graa paper. Eight pegez in 3 to 4 cclors, printed recto
Versce

Total nu-ber of copies: 50,000
Lppreximete cozt per copy: 210 Ta
Totzl cost: 1C,50C,00C 2

(UeS. §$23,864)

Ilipchart, Ten pzgec of Eristol paper.

P gtie e e bap

printed recto verso in & cclors, with a plzctic spiral.

10CC copies at 250C (T4 per cep:: 295CC,0CC Ta
(Ues. $3,682)

Techuical worlicheets znd verious printinsse.

~=

2 vorisheets = 1C00 copies: 4,400,000 CFa

(U.S. £10,0c0)
WEC/UICEF boollets,

350C copies

A series of 25 clides, 1C conies
(Dutcx Fedicel Tean:)

Leninevion of 12,000 smi 1l posters fer the Villcge Hezlir Tezrms.

Coz% nmer pocter: 250 Cu
Totzl cost: 3'0001CCC C:‘-.i-

(U.S. 26,800)

Preiuction cid Tremcrizcicn of RzZic¢c S»ots.

= 2 ginginz spois in each ¢f the 5 nzational lorsusses =  1C spots of
3 minutes

=
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- The Ofiice of Nigerien Radio and Television (ORT:) will trans:it two
broadccsts (6 minutes) nightly for = period of ae year.

= Special transmission prices for the Vinistry of Health. (Radio broad-
cects usually cozt 11,000 CFa/minute)

= Pement of 5 pérformerc with their orchesiras: 75C,00C CTa
= Translation of texts in national lansucges
by ORTE:: 30,CC0 Ca
= acquisition of 15C one-hour magnetic tapes LT
fo- CRTY at 2,537 each: 570,875 T
TC25L e 1,350,827 Cra

(UeSe £3,070)

5410 Television broadczst of messezes.

Approxinate cost: %, 200,0?0 GI‘:):.
UeSe £5,000
'S Labedt for UNICEF 0RS farkek . oooo'o -
. . - 00
2:000.000 (akels & 75 x Tew. (ot -631.00)

;&. ‘%_’w'om'c‘—f# -/

TCTAL C0ST OF EDUGATICIAL MATIRIAL AID I:Z0LA: A
(UeSe 129, 000)
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6e Health Mucation Equi pnent,

6e1. 6 slide projectors. (1 per departement, except Hiamey)
dpproxdnmate cost per unit: 66,000 CFA
Total cost: 396,00C CFa
(UeSs $900)

6.2 One liter metallic bouls for the deonstration of ORS preparation in
each health facility.
500 houls at 750 CTa: 375,000 Cra
(UeS. 5853)

A
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To ZEvaluation of the procram.

1. Studies by sample on the mortality of children O=: years (30 sanple
groups per study and 90 cases per sample group).
Cne study per Department (for the three clicatic regions of the cowmtry:
river, sahelien, and saharan).
Cost per Study:
a) 3 teams of 3 3 chauffeurs = 12 days
" " of 9 x 5,000 CFh/day x 12: 540,000
" "™ of 3 x 2,500 CFa/day x 12: 90,000
b) ‘fuel ver tour
Kiamey = Dept, (average) 270,000
Fuel in the interior of the Departenent: 337,500
c¢) Paper and Fiscelleneous 200,000
TOTAL: 1,435,500 CTa
Total per Departerent: 14435,500 CPa francs x 2
Studies (One before and ane 2 or 3 years after the prograrn:
2,871,000 i
(Ces. $6,525)
Total for the 3 Departenents: £4613,000 C74
(U:s. £19,575)
' sections .
2. Utilization of Hospital/CentersAin order to monitor eventuzl developreris
in:
ag <he totality of diarrhes incidence
b) the degree of dehydrztion in ctildren that presont themselves
at the center
c; the use of intravenous rehydration
d) the 2 priori use of ORT by the mother
I'o supplementary costs zre projected except for extra registerboolks,
The training and Zollowup of relevant persomnel will be made during
supervisions.
3e Progrem Activity Reports by Deparicnent &G Arrondicssement.,
(1o supplementary cosic),
4. Special periodic studies to evaluate the impact of the educatianal couno-
nent of the progran. 1400,000 4
UeSe $10,000)
TOTAL 00ST OF ZVALUATION: 13,013,000 Cra

(Ues. £79,575)
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ANNEX IV

TERMS OF REFERENCE FOR THE REPRESENTATIVE OF PRITECH IN NIGER

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.

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 sui.veys, evaluation studies, and program
monitoring mechanisms

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



