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c - A B S T R A C T  

The team, consisting of two external evaluators and an economist from REDSO-Abidjan, conducted 
interviews with more than 60 persons and reviewed documents, as the principal sources of information 
for the evaluation. Since grant program activities had taken place primarily in Niamey, field travel was 
not undertaken. 

- H. Evalubtlon Abstract (Do not omcnd ths ~ a r c r  runvldsdl -----, . , 

The Niger Health Sector Support Grant (NHSSG) represents A.I.D.'s earliest experience with the use 
I 

of non-project assistance (NPA) in the health and population sector, combining project and non-project 
' assistance to bring about important.policy and institutional reforms. The five-year grant was signed 

Design, institutional, and environmental constrraints have prevented the NHSSG from achieving its 
objectiver. The Grant's design structure of' benchmarks locksteps policy arenas rather than 
encouraging progress in each arena and offers no direct rewards to those who are responsible for 
achieving the conditions precedent. 

, ,  . with the ,Government of Niger (GON) i n  1986, initially providing 81 0.5 million in local currency upon 
completion of five aranches of conditions, and 84.5 million in project assistance. Policy and 
institutional, reforms wen, planned in six areas: 1. Cost recovery for hospital and non-hospital services; 
2. Cost containment for hospital services and for drugs; 3. National health budget reallocation; 4. 

... Personnel reallocation; 5. Health Planning and information systems development; 6. Family planning 
I '  and population policy. 

The scope of work for this Evaluation includes three components: 
i) analysis of progress, or lack thered, in the achievement of policy objectives; 
ii) . assessment of program management and related technical assistance and traininql support; and 

- 

- 
- 

Lessons for NPA: As A.I.D.'s first health sector grant, the NHSSG had little experience to go on but 
its experience could help other such NPAs. The analytical baais for the Grant was well thought out 
and has served it well. However, insufficient attention was given to two issues: planning for the 
implementation of policy reforms; and the sheer volume of benchmarks required. To achieve policy 
reforms, government ownership is crucial, and it would seem essential to improve the incentive 
structure by linking satisfaction of mandated conditionality directly to the release of counterpart funds. 

iii) , identification of required modifikab'onslchanges in program objectives, strategy, andlor - 
configuration. 

- 

Jvlaior Recommendations - - 
The .evaluation team!recommended that: 1) the grant be extended for an additional two years; 2) - 
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Interim Evaluation, Niger Health Sector 
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USAIDINIGER 

Summary: The Niger Health Sector Support Grant (NHSSG) reprosents the Agency for International 
Development's earliest experiencat with the use of non-project assistance (NPA) in the health and 
population sector. It represents an attempt to combine project and non-project assistance to bring 
about important policy and institutional reforms, 

The five-year grant was signed with the Government of Niger (GON) in 1986, with a funding of $10.5 
million in local currency funds available on the completion of five tranches of conditions, and $4.5 
million in project assistance. Policy and institutional reforms were planned in six areas: 1. Cost 
recovery for hospital and non-hospital services; 2. cost containment for hospital services and for drugs; 
3. National health budget reallocaltion; 4. Personnel reallocation; 5. Health Planning and information 
systems development; 6. Family planning and population policy. Delays in implementation have 
extended the Grant until the end of 1992 while the total funding has increased to $17 miahon, 
subsequently increased to 520.3 million. 

The scope of work for this Evaluation includes three, components: i) analysis of progress, or lack 
thereof, in the achievement of policy objectives; ii) assistance and training support; and iii) 
identification of required modificationslchanges in program objectives, strategy, and/or configuration. 
The Team, consisting of two external evaluators fielded by John Snow Incorporated, reviewed 
documents and interviewed officials in Washington in early January 1992. They began work in Niger 
on January 22, where they were joined by a health economist from REDSO-Abidjan. Interviews with 
more than 60 persons and reviews of documents served as the principal sources of information for the 
evaluation. Since grant program activities had taken place primarily in Niamey, field travel was not 
undertaken, 

Findings/Conclusions: The GON, with the assistance of this Grant, has made considerable progress 
toward achieving its objectives. The most rapid progress and the most complete achievement of 
conditions has occurred for the family planninglpopulation policy component. Other reforms which 
have shown progress are: studies have been completed on cost-recovery methods for non-hospitals 
with several options selected and soon to be tested in three regions methods to improve hospital cost- 
recovery and cost-containment have been developed; and the national health information system (SNIS) 
has been installed and is generating data of use to policy makers and managers. In other areas, 
considerable analytical work has been carried out, although this has not yet translated into policy or 
institutional reform. 

The Health Sector Grant, at nearly every stage of development, has moved more slowly than originally 
foreseen. Although the Grant agreement was signed by the GON and USAID in 1986, implementation 
did not begin until August 1987 when conditions were fulfilled for the first disbursement of counterpart 
funds (92.1 million). The achievement of the conditions precedent for the second tranche of 
counterpart funds occur mid-1990, but by then the Grant had been decertified because of 
problems in fiscal accou . Only in September 1991 were the $3 million for the second tranche 
deposited. They have een disbursed by the GON. 

%' 
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S U M M A R Y (Conllnued) 1 
L 

The Grant's design structure of benchmarks locksteps policy arenas rather than encouraging progress 
in each arena and offers no direct rewards to thosa who are responsible for achieving the conditions 
precedent. The need to focus on more than 20 benchmarks in six areas has diffused activity and 
diffused available resources to the point that objectives are hard to achieve. The Grant's implementing 
institutions have contributed to the constraints: the GON's investment in personnel, institutional 
reform, and its willingness to focus on policy reform areas and to elevate these issues to the 
appropriate decision-makers, have been insufficient to move along activities and decisions; USAID has 
been too focused on achieving benchmarks, rather than program objectives; while, the TA team, 
responding to both these institutions, has been overwhelmed by the need to produce evidence of 
progress toward benchmarks using a staff not highly experienced in policy development and working 
within a difficult institutional environment. 

Also more work is needed to assure GON ownership of the reforms, to assure a GON investment in 
personnel, as well as to improve the transfer of skills by the technical assistance team and to avoid 
the substitution of their work for that of nationals. Future projects will have to look more closely at 
the national commitment to personnel and institutional capacity building and at the technical assistance 
team's skills in on-the-job training before deciding whether such goals are feasible under future 
programs. 

Lessons for NPA: As A.I.D.'s first health sector grant, the NHSSG had little experience to go on, but 
its experience could help other such NPAs. The analytical basis for the Grant was well thought out 
and has served it well. Insufficient attention was given to two issues: planning for the implementation 
of policy reforms; and the sheer volume of benchmarks required. To achieve policy reforms, 
government ownership is crucial, something which has handicapped the NHSSG. The mechanism for 
disbursing counterpart funds, the Secretariat, has provided less than a satisfactory institution and 
suggests that  NPAs consider other options for disbursement and accountability. It would seem 
essential to improve the incentive structure to link directly achievement of the policy reform with the 
reward of the counterpart funds. And finally, it migjht now be helpful for A.I.D. to begin synthesizing 
some of its NPA experience in the health sector across other countries to assist future planning. The 
evaluation team determined that under no reasonable timetable will the Grant be able to achieve all the 
benchmarks originally planned. In retrospect, they also noted that some of the objectives no longer 
seem realistic, necessitating that some priority activities be selected and that other less important or 
currently less feasible ones be left for subsequent projects. 

r Rec~mmandstions: 
1. That the NHSSG be extended in time through the end of 1994 and that additional funds be 

sought to permit technical assistance to continue through the same date; 
I 

2. That the NHSSG be amended so that remaining tranches are restructured with the retention 
of four policy/institutional areas of reform, each with one set of conditions precedent to be 
accomplished at one time and with the local counterpart funds released linked a~nd budgeted 
directly to implementation of activities in that area; 

3. That USAID obtain supplementary financing for implementation and analyses oti non-hospital 
cost-recovery pilot tests (planned to begin in '19941, through A.I.D.'s centrally-funded Health 
Financing and Sustainability project; and 

That over the remaining LOP long-term and short-term technical assistance should be directed 
toward providing support in the above four policy arenas and should give priority to senior staff 
experienced in policy development. These assistants should serve as advisors to their national 
'counterparts and be capable of providirlg them with on-the-job training. 

I 
I 
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Recommendations for Future Follow-on Health Activitisr: 

The criteria for short-term e9d long-term sustainabili, such as the development of sources for funding 
of health programs and such as government perception of ownership of its institutional and policy 
reforms, do not appear yet to have been well met in the case of the NHSSG. 

Concern for financial sustainability guided the design of the NHSSG. To achieve in a short period of 
time the reforms in health soctor finance necessary to fiscal sustainability is difficult in an unstable 
political and economic environment. Therefore, 'effort must be placed on prioritizina reform efforts 
based on the magnitude of their potential impact. 

The ultimate sustainability objective of any development activity is to institutionalize: to have the 
nationals themselves capable of running that activity. In the case of the sector grant, the transfer of 
skills in policy reform and planning to the nationals has not occurred to the degree expected, despite 
long-term and short-term consultants in Niger. As a result, few of the skills in planning and policy 
analysis, in data collection and analysis, have actually materialized. Accordingly, the evaluation team 
made the following recommendation for follow on assistance in the sector: 

1. Recommend a follow-on grant to continue and consolidate activities under the NHSSG. It 
should provide mainly project assistance. Given the current trend for donors in Niger to work 
in specific regions, USAlD should consider balancing its present role of working within the 
central MOW with support for service delivery in specific regions and with close coordination, 
if not consolidation, with the family planning activities now being undertaken by the Family 
Health and Demography project. 

2. If NPA is used, recommend it be highly targeted with each tranche related to a significant 
reform in a single policy area. 

3. Recommend continued support of central health information systems (SNIS) and development 
of regional information data processing capacity. 



- . . 
I 1 A T T A C H M E N T S  I 

Interim Evaluation, Niger Health Sector Support Project 

C O M M E N T S  

L. Comments Bv Mlsslon. AlDlW O f f l c r n d  E o r r o w e r l ~ e e  On Full Reeort 

The Mission consensus is that the team did an excellent job in assessing progress realized under the 
Grant; identifying key problems which have hindered implementation to date; and recommending 

1 With respect to policy conditionality, the evaluation notes that 'it would seem essential to improve the 
I incentive structure by linking satisfaction of mandated conditionality directly to the release of 
1 counterpart funds." This is indeed the purpose of non-project assistance, and is generally what has 

happened under the grant. Because of the complex mix of conditions which were identified for spocific 
disbursements, there were occasions when meeting some conditions did not result in immediate 
disbursements, owing to delays in meeting other conditions within the same franche. In accordance 
with recommendation 3, the conditionality has been restructured to include related items. 

program areas for Mission consideration during the planned redesign and amendment of the Grant. 
There is a sense, however, that the evaluation report was overly negative in tone, particularly as it 
relates to the operation of the Management Secretariat, with little discussion of the considerable 
progress made in improving procedures and strengthening its overall performance. The considerable 
time and effort invested in making the Secretariat functional is not evident in the report. 

The report is noticeably silent on what clearly is one of the Grant's major accomplishments to date, 
i.e. the development and installation of one of the most technically advanced health and management 
information systems in Africa. While acknowledging the considerable work that remains to be done 
to fully transfer operational responsibility for the system to Nigerien counterparts, the Mission believes 
that the MOPH National Health Information System (SNIS) merits a more balanced presentation than 

Furthermore the report fails to mention the lack of continuity of executive direction in the Ministry of 
Public Health among operational constraints impacting on the implementation of the Grant. With the 
nomination of the most recent Minister in November 1991, the Grant has been managed under the 
direction of five different Ministers and three different Secretary Generals. Similar changes have been 
experienced under the technical assistance contract, with three major changes and a two-third turnover 
of advisors. 

- 

- 

- 

- 

- 

Finally, very little rationale is provided for the selection of the reform areas proposed for retention under 
an amended grant. Although we are in general agreement on the proposed areas, the justification for 
the selection of these areas is not self evident and would bonefit froni more discussion in the report. 

that provided in the report. The MOPH has already taken or scheduled several actions to address 
recognized shortcomings of the system. A cadre of Nigerien technicians has been put into place, an 
extensive training program has been scheduled and a plan to computerize of all central and 
departmental directorates is underway. Accordingly, the reports presentation of SNIS might well have 
included discussion of the potential the system now provides for improving MOPH planning capabilities. 
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SIOER HEALTH BECTOR BUPPORT OR- (INTERIM EVALUATION) 

EXECUTIVE BPM#ARY 

The Niger Health Sector Support Grant (NHSSG) represents the 
Agency for International Development's earliest experience with 
the use of non-project assistance (NPA) in the health and 
population sector. It represents an attempt to combine project 
and non-project assistance to bring about important policy and 
institutional reforms. 

The five-year grant was signed with the Government of Niger 
(GON) in 1986, with a funding of $10.5 million in local currency 
funds available on the completion of five tranches of conditions, 
and $4.5 million in project assistance. Delays in implementation 
have extended the Grant until the end of 1992 while the total 
funding has increased to $17 million. 

Policy and institutional reforms were planned in six areas: 
1. Cost recovery for hospital and non-hospbtal services; 2. cost 
containment for hospital services and for drugs; 3. National 
health budget reallocation; 4.Personnel reallocation; 5. Health 
Planning and information systems development; 6. Family planning 
and population policy. 

-..*- -4- -. 
i'kmid-term evaluation in - 1989 -- -- voted . that implementation was 

o c c u ? i g  more slowly than planned. The purpose of this present 
evaluation (termed interim) was to assess progress and 
constraints, to assess management, and to identify required 
modifications. The evaluation was carried out in Niger from 
January 13-30, 1992 by three external evaluators. 

The GON, with the assistance of this Grant, has made 
considerable progress toward achieving its objectives. The most 
rapid progress and the most complete achievement of conditions 
has occurred for the family planning/population policy component. 
Other reforms which have shown progress are: Studies have been 
completed on cost-recovery methods for non-hospitals with several 
options selected and soon to be tested in three regions; Methods 
to improve hospital cost-recovery and cost-containment have been 
developed; and the national health information system (SNIS) has 
been installed and is generating data of use to policy makers and 
managers. In other areas, considerzble analytical work has been 
carried out, although this has not yet translated into policy or 
institutional reform. 

The Health Sector r rant?, at nearly every stage of 
development, has moved more slowly than originally foreseen. 
Although the Grant agreement was signed by the GON and USAID in 
1986, implementation did not begin until August 1987 when 
conditions were fulfilled for the first disbursement of 
counterpart funds ($2.1 million). The required Ministry 
structure, the DEP, was established in 1988, receiving legal 



4 - recognition in 1990. The achievement of the conditions precedent for the second tranche of counterpart funds occurred in mid-1990, 
but by then the Grant had been decertified because of problems in 
fiscal accountability. Only in September 1991 were the $3 
million for the second tranche deposited. Thev have not yet been 
disbursed by the GON. 

Thus, although the original PAAD had foreseen the completion 
of a series of five benchmarks in policy and institutional 
reforms in five years, only two sets of benchmarks had been 
completed between 1986 and 1991. The Evaluation Team estimates 
that the GON will not be able to fulfill the conditions precedent 
for the third trafrche before the end of 1992 when the Grant is 
scheduled to end. 

Constraints: Design, institutional, and environmental 
factors have constrained this ambitious Grant from achieving its 
objectives in a timely manner. 

The Grant's design structure of benchmarks locksteps 
policy arenas rather than encouraging progress in each arena and 
offers no direct rewards to those who are responsible for 
achieving the conditions precedent. The need to focus on more 
than 20 benchmarks in six areas has diffused activity and 
diffused available resources to the point that objectives are 
hard to achieve. Another design constraint has been the creation 
of the Secretariat to disburse counterpart funds (it was 
established originally for the Agriculture sector Grant). This 
institution has had difficulties in management. Although the 
Secretariat is now back functioning, this experience suggests for 
the future the consideration of alternate mechanisms for fund 
disbursement. 

The Grant's implementing institutions have contributed to 
the constraints: the GON's investment in personnel, institutional 
reform, and its willingness t c s  focus on policy reform areas and 
to elevate these issues to the appropriate decision-makers, have 
been insufficient to move along activities and decisions; USAID 
has insufficiently monitored the Grant's fiscal complexities and 
has been too focused on achieving benchmarks, rather than program 
objectives; while the TA team, responding to both these 
institutions, has been overwhelmed by the need to produce 
evidence of progress toward benchmarks using a staff not highly 
experienced in policy development and working within a difficult 
institutional environment. 

Niger's economic situation had been declining for some time, 
but by 1990-91, it had led to a severe fiscal crisis for the 
government. Meanwhile, political shifts, particularly in 1991, 
first with strikes and civil unrest, then with the National 
Conference, and finally with the establishment of the Transition 
Government, made accomplishing even routine government business a 
formidable task. It certainly complicated the task of the NHSSG. 
since the present political situation remains uncertain and the 
econoinic situation remains less than brilliant, it suggests that 



modifications in Grant design must be made to respond to this new 
environment. 

sustainability: The criteria for short-term and long-term 
sustainability, such as the development of sources for funding of 
health programs and such as government perception of ownership of 
its institutional and policy reforms, do not appear yet to have 
been well met in the case of the NHSSG. 

Concern for financial sustainability guided the design of 
the NHSSG. To achieve in a short period of time the reforms in 
health sector finance necessary to fiscal sustrinability is 
difficult in an unstable political and economic environment. 
Therefore, effort must be placed on prioritizing reform efforts 
based on the magnitude of their potential impact, 

The ultimate sustainability objective of any development 
activity is to institutionalize: to have the nationals 
themselves capable of running that activity. In the case of the 
sector grant, the transfer of skills in policy reform and 
planning to the nationals has not occurred to the degree 
expected, despite long-term and short-term training and despite 
the availability of three long-term consultants in Niger. As a 
result, few of the skills in planning and policy analysis, in 
data collection and analysis, have actually materialized. 

More work is needed to assure GON ownership of the reforms, 
to assure a GON investment in personnel, as well as to improve 
the transfer of skills by the technical assistance team and to 
avoid the substitution of their work for that of nationals. 
Future projects will have to look more closely at the national 
commitment to personnel and institutional capacity building and 
at the technical assistance team's skills in on-the-job training 
before deciding whether such goals are feasible under future 
programs. 

There is an explicit trade-off here between institution- 
building and instituting major policy reforms: to reinforce 
institutional capacity takes considerable time and effort. It is 
not possible simultaneously to ahtain quick results in policy 
reform. Moreover, the development of sources for t e financial 
sustainability (such as cost-recovery programs) inv 2 lves long- 
term commitment from donors not only to support the study of 
mechanisms for policy reform, but also to support the difficult 
policy formation and implementation process which must ensue 
before one can expect to reap any financial rewards for the 
health sector. 

Lessons for NPA: As A.I.Dafs first health sector grant, the 
NHSSG had little experience to go on, but its experience csuld 
help other such NPAs. The analytic31 basis for the Grant was 
well thought out and has served it well. Insufficient attention 
was given to two issues: planning for the implementation of 
policy reforms; and the sheer volume of benchmarks required. To 
achieve policy reforms, government ownership is crucial, 

iii 



something which has handicapped the NHSSG. The mechanism for 
disbursing counterpart funds, the Secretariat, has proved a less 
than satisfactory institution and suggests that NPAs consider 
other options for disbursement and accountability. It would seem 
essential to improve the incentive structure to link directly 
achievement of the policy refam with the reward of the 
counterpart funds. And finallyp it might now be helpful for 
A.I.D. to begin synthesizing some of its NPA experience in the 

. health sector across other countries to assist future planning. 

Priaritios for redesign: We believe that under no 
reasonable timetable will the Grant be able to achieve all t h ~  
benchmarks originally planned. In retrospect, some of the 
objectives no longer seem realistic. Some priority activities 
will have to be se1,ected with other less important or currently 
less feasible left for subsequent projects. 

We propose the following rationale for selecting reform 
areas. First, any reform selected must meet three criteria: it 
must address the original goals/objzctives of the NHSSG; it must 
be within the original policy reform areas of NHSSG; it must not 
already have been accomplished. Second, we propose the following 
priorities for weighing selections: 

-Reforms where significant work already underway (hospital 
cost recovery/management, SNIS); 

-Reforms which can be achieved by end of a revised PACD; 
-Reforms which will generate significant funds for health 

sector recurrent costs (cost-recovery, drug distribution); 
-Institution building (SNIS, coordination of MOPH donor 

funding). 

Using these criteria, priority should be given to: cost- 
recovery in non-hospitals; cost-containment in hospitals; drug 
distribution; and the national health information system. 

A. Rooommendations for the NB880 

1. That the NHSSG be extended in time through the end of 
1994 and that additional funds be sought to permit technical 
assistance to continue through the same date. 

2. a. That the NHSSG be amended so that the remaining 
tranches are restructured with the retention of four 
policy/institutional areas of reform, each with one set of 
conditions precedent to be accomplished at one time and with the 
local counterpart funds released linked and budgeted directly to 
implementation of activities in that area; 



b. Funds continue to Be managed by the Secrmetariat 
during the Grant period; 

c. Four policy institutional reform areas as follows: 

1. Hospital reform: Conditions precedent: GON enact 
legislation to establish Niger's three major hospitals 
as institutions with autonomous management; 

2. Extend the Distribution of Drugs: Conditions 
precedent: Make operational the Directorate of 
Pharmacies; Develop two-year action plan to expand drug 
distribution system; 

3. Development and Institutionalization of National 
Health Information System (SNIS): Conditions 
precedent: Increase Statistics Bureau staff by five 
persons; 

4 .  Improve Coordination of Donor Financing in the 
Health Sector: Conditions precedent: Implementation of 
financial management system within MOPH. 

3. Obtain supplementary financing for implementation and 
analyses of non-hospital cost-recovery pilot tests (planned to 
begin in 1992), through A.I.D.'s centrally-funded Health 
Financing and Sustainability project 

4. Long-term and short-term technical assistance should be 
directed toward providing support in the above four policy arenas 
and should give priority to senior staff experienced in policy 
development. These assistants should serve as advisors to their 
national counterparts and be capable of providing them with on- 
the-job training. 

8. Reaommendations for future follow-on haalth aotivitias 

1. Recommend a follow-on grant to continue and consolidate 
activities under the NHSSG. It should provide mainly project 
assistance. Given the current trend for donors in Niger to work 
in specific regions, USAID should consider balancing its present 
role of working within the central MOPH with support for service 
delivery in specific regions and with close coordination, if not 
consolidation, with the family planning activities now being 
undertaken by the Family Health and Demography project. 

2. If NPA is used, recommend it be highly targeted with each 
tranche related to a significant reform in a single policy area. 

3. Continued support of central health information systems 
(SNIS) and development of regional information data processing 
capacity. 
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The Niger Health Sector Support Grant (NHSSG) represents 
the Agency for International Devefopmentls earliest 
experience with the use of non-project assistance in the 
health and population sector. It represents an attempt to 
combine project and non-project assistance to brir,g about 
important policy and institutional reforms. 

At the time the grant was designed, the Government of 
Niger (GON) was engaged in a program of structural 
adjustment with fiscal reform as a major focus. Studies 
carried out under the World Bank. adjustment program 
identified issues of resource allocation and financial 
constraints in Niger's health sector. USAID/N, based on its 
experience with the Agricultural Sector Development Grant 
(ASDG I), adopted a sector grant approach with a dual 
purpose: *to facilitate policy and institutional reforms." 
and to "provide conditional budgetary resources for support 
of counterpart contributions or local currency requirements 
of selected health and population programs.n1 

On August 28, 1986, the GON and USAID/N signed a grant 
agreement for the NHSSG for $15 million over five years. A 
portion of these funds ($4.5 million) was allocated for 
direct project assistance while $10.5 million of the grant, 
was to be released in 5 tranches upon completion of pre- 
specified activities gntended to contribute to policy and 
institutional reform in six areas: 

1. Cost recoverv for hospital and non-hospital services; 

2. Cost conta- with respect to hospital services and 
drug purchasing and distribution; 

3. Resource allocatio~ within the national health budget; 

4. personnea allocation and management; 

5. Health sector ~lannina, information systems, and 
monitoring policy reforms; 

Po~ulation nolicv and resources. 

The first tranche of $2.1 million of counterpart funds 
was disbursed in August 1987 when the GON fulfilled the 
conditions precedent for that tranche. The administrative 
mechanism for disbursing the Counterpart funds was the 

Niger Health Sector Support Program, 683-0254, 
Program Assistance Approval Document, Vol I, section 11-7. 



Secretariat which had already been established for the 
Agriculture Grant. 

In February 1988, the MOPH formally created the Direction 
des Etudes et de Programmation (DRP), and 
designated it as the organizational unit within the MOPH 
responsible for carrying out the activities of the grant. 
Three long-term technical assistants from the Tulane 
University/Abt Associates International team took up their 
posts during the same month. 

Conditions precedent (CPs) for the release of the second 
through fifth tranches were revised in August 1989, in 
response to a general concern that the pace of the original 
agreement was overly ambitious. 

The mid-term evaluation of the NHSSG, conducted in 
August-September 1989, identified a number of factors 
affecting the program's slower than expected pace of 
implementation. In order to take account of these factors, 
the evaluators recommended amending the Grant to prioritize 
and limit the number of policy and institutional reforms to 
assure feasibility. They also recommended that the 
Secretariat be restructured, that the DEP1s activities be 
institutionalized with an increase in national staff, and 
that technical assistants experienced in the policy arena be 
more closely involved in Grant development. In addition, 
they recommended a revision of impact indicators for the 
logframe and that the technical assistance team undertake 
analyses of the policy arenas for each of the 
policy/institutional reforms within the Grant objectives 
(See Annex 6-Table 1, for a list of mid-term evaluation 
recommendations and the actions taken). 

Funding equivalent to $2.2 million was subsequently added 
to the grant agreement to extend the technical assistance to 
March 1992. Later, the PACD was extended to December 1992, 
and the TA contract extended (no-cost) to the same date. 

In November 1990, the GON and USAIDIN reached agreement 
that the revised CPs for release of the second tranche 
counterpart funds had been met. However, subsequent to 
audits, the Grant had been decertified since January 1990; 
these funds of $3 million could not be released for GON use 
until September 1991, when the accounting problems and 
procedures had been resolved and the Grant was again 
recertified. 



I EVALUATION PURPOBE AND METHODS 

The scope of work for this Evaluation (see Annex 1) 
includes three components: i) analysis of progress, or lack 
thereof, in the achievement of policy objectives; ii) 
assessment of program management and related technical 
assistance and training support; and iii) identification of 
required modifications/changes in program objectives, 
strategy, and/or configuration. 

The Team consisting of two external evaluators, Anne- 
Marie Foltz, public policy/organizational specialist, and 
Day1 Donaldson, economist, short-term consultants fielded by 
John Snow Incorporated, reviewed documents and interviewed 
officials in Washington in early January 1992, They began 
work in Niger on January 13 and continued through January 
30, 1992. On January 22, they were joined by a health 
economist fvom REDSO-Abidjan, Bineta Ba. All three team 
members had previously worked in Niger. 

Interviews with more than 60 persons and reviews of 
documents served as the principal sources of information for 
the evaluation. (See Annexes 2 and 3 for the persons and 
documents consulted.) Access to officials and documents 
was facilitated particularly by Ibrahim Abou of the DEP, 
Ministry of Public Health and by Carl S. Abdou Rahmaan and 
Oumarou Kan6 of USAID. Since grant program activities had 
taken place primarily in Niamey, field travel was not 
undertaken. 

On January 28, 1992, the Evaluation Team presented to 
USAID a 16-page briefing report in English and French which 
summarized its major findings, conclusions, and 
recommendations. On February 15, the Evaluation Team sent 
to USAID-Niger an expanded version of its report, 
incorporating comments received during discussions with 
Ministry of Public Health and USAID officials in Niamey on 
January 29-30. This final report incorporates comments 
received froin the USAID Mission in ~ p r i l . ~  

The findings and recommendations in this evaluation are 
drawn as of the time of the team's visit to Niger, January 
13-30, 1992. We have not been able, from this distance, to 
evaluate the opportunities and constraints presented by 
Niger's evolving political situation since that date. 

Carl S. Abdou Rahmaan, HDO, USAIDINigor to David 
Pyle, JSI, April 17, 1992. 



111. BINDINGS: ACHIWgnENTB UNDER TEE GRANT 

A. Poliay and Institutional Reforn 

1. Aahievements for the First and Second Tranahoa 

During the first and second tranches, the GON formally 
established the DEP, set up a mechanism for handling 
counterpart funds (Secretariat and a Management committee], 
and made progress, particularly in the areas of hospital 
cost containment, non-hospital cost-recovery studies, and 
changes in family planning policy, as well as in the 
devel.opment of the information system. 

The counterpart funds for the first tranche were 
allocated and disbursed to sub-projects during 1988-1989. 
Grant activity up through August 1989 was reported in the 
mid-term evaluation of 1989. 

After mid-term evaluations and audits had pinpointed 
financial and management issues constraining the functioning 
of the Secretariat which was servicing both the ASDG I and 
the NHSSG, the grants were decertified in January 1990, with 
the auditors citing severe lack of controls over both 
project and operational expenditures. During the next year 
and a half, the USAID mission worked closely, and with 
considerable effort, with the GON to resolve these problems. 
As a result, the NHSSG was recertified in August 1991. 

Meanwhile, by November 1990, the GON had satisfied the 
conditions precedent for the second tranche of the NHSSG. 
This was accomplished through the development of a series of 
studies on hospital and non-hospital cost recovery 
activities, on drug procurement, budgetary allocations, 
personnel training, and planning, as well as the development 
3f the national information system (SNIS), and plans for 
diffusion of family planning and the development of a 
population policy. 

2. Progress Towarda thm Third Tranahe 

Significant accomplishments (as of this writing) toward 
meeting third tranche conditions are summarized below (for 
specifics of benchmarks, see Table 1). During 1991, work 
was hampered by a period of economic crisis and political 
change. Labor union and student unrest intensified early in 
the year, and the National Conference, from August through 
October, drew nearly all attention. Little administrative 
work could be accomplished during this tumultuous period. 
The installation of the Transition Government in November 
1991 permitted a return to more normal activities. 



a. Hospital Cost Recoverv and Cost Containment 

Most of the analyses regarding hospital financial 
management, accounting practices, tariff structures, and 
patient registration and fee collection systems (over 23 
studies/technical notes) were carried out in 1989 and 1990. 
Training in new accounting procedures, financed out of the 
NHSSG counterpart fund, was carried out at Niamey National 
Hospital (NNH) in 1990, butthe new system has not been , 
implemented. MOPH decision-makers have not adopted the 
studies1 recommendations nor developed plans for 
implementing policy and/or administrative reforms. A 
Hospital Sector Workshop, scheduled for March 1992, is 
expected to facilitate the development of implementation 
plans regarding the GONVs policy to convert three hospitals 
(Niamey, LaMorde, Zinder) into autonomous para-statal 
institutions. Adoption of recommendations and 
implementation plans during the workshop would help the GON 
meet several of the 3rd tranche benchmarks. 

b. Nan-hos~ital Cost Recoverv Pilot Tests 

A design for a pilot test of cost recovery efforts in 
rural health facilities was circulated to the CON and 
interested donors in December 1990. Donors indicated that 
prior to funding such pilot tests: an evaluation should be 
undertaken of the existing cost recovery experiences in 
Niger; and additional design work be undertaken. A 11Comit6 
National sur le Recouvrement des Couts de Sante au Niger1@ 
was created by decree in March 1991 to carry out preparatory 
tasks for the pilot tests and to coordinate and follow-up 
implementation of the tests. A final draft of the study 
proposal was completed in October 1991 and reviewed in early 
January 1992. If funding for the tests can be secured in 
early 1992, the study can begin. The study's implementation 
and results from initial household surveys will meet the 3rd 
tranche benchmark. However, the final results from the 
study will be available no earlier than the end of 1993, 
delaying meeting of the 4th tranche benchmark until at least 
that time. 

c. Drua Cost Containment and Manaaement 

The World Bank health project (CREDES, Mars 1991) carried 
out a study of the pharmaceutical system in Niger. This 
meets 3rd tranche benchmarks under this grant. Activities 
undertaken in the preparation of the cost recovery pilot 
tests could be accepted to meet other conditionality in 
these areas. 



d. Financial Resource Allocation 

Studies undertaken under WNDP/World Bank and FED funding 
analyzing the MOPH8s investment and recurrent budget, and 
donor funding from 1987-1990 will serve to meet 3rd tranche 
conditionality under this area. Due to delays, the other CP 
is no longer of relevance. 

e. Personnel Manaaement 

Given the political sensitivity of reallocation of 
personnel in the sector, activities in this policy area have 
received little attention. The MOPH has developed plans to 
allocate new graduates to rural areas at the beginning of 
their service. Neither Ministry officials, nor Ule Tulane- 
Abt technica.1 assistance team considered reallocation of 
health personnel in the next two years a feasible option for 
the Ministry. We concur. 

f .  Health Planninu and Evaluatiog 

The third tranche CP requires preparation of a national 
health plan using a decsntralized planning process. A pilot 
effort at decentra1,ized planning was undertaken by the FAC 
in Zinder. The MOPH is planning to find donor assistance 
for developing health plans in other departments, but has no 
activities under way to undertake a national health plan. 

The major activity under this component has been the 
development of the SNIS (Syst3me National dlInformation 
Sanitaire). (For a fuller analysis of the SNIS and its 
achievements, see Annex 5). Development of this information 
system had begun under the predecessor USAID grant, RHIP. 
Under the NHSSG, the technical assistance team has helped 
develop the reporting forms and carry out training in 1989. 
New reporting forms on morbidity and health center 
activities and utilization were introduced in 1990, with 
most non-hospital facilities participating by 1991. Tables 
and charts have been generated from these data and 
distributed to central Ministry and regional health 
officials. Formal feedback mechanisms are planned for 
implementation. Although data entry and table generation 
are carried out by nationals, most other organizational anti 
analytical work on the information system continue to be 
carried out by technical assistants. In 1992, the team 
plans to assist the MOPH to train officials in the use of 
the SNIS as well as to establish a financial data tracking 
system and to update its infrastructure and logistics 
databases with training for data collectors and users from 
several Ministry Departments. 



Activities for the evaluation section of this component 
for the third tranche have not yet been undertaken and are 
not planned. 

a, Familv Plann Po~ulation Policv 

All of the CPs under this policy area have been met for 
the 3rd through 5th tranches of the grant, with perhaps a CP 
related to acceptance of prices proposed by SOMARC for the 
sale of contraceptives in the social marketing project. 

Training 

As of January 1992, four MOPH senior staff had been sent 
to the United States for long term training though schools 
of public health, including certificate training in English. 
Training of these degree candidates focussed on: management, 
health economics and financing, and health information 
systems, statistics, and epidemiology. The three candidates 
who completed their training have returned to positions in 
the Ministry as: Director of the Division for Health 
Delivery (DES), Deputy Director of the Division for Planning 
and Evaluation (DEP), and Director of the Bureau for 
Statistics in the DEP. Thus, their duties include, but are 
not limited to, implementation of policy and institutional 
reform arenas of the NHSSG. Ten other MOPH personnel have 
participated in seminars or short-term training courses 
conducted in other West African countries or the United 
States on subjects such as economic development, management, 
public health, and malaria eradication (For a list of 
participants, see Annex 6-Table 2). The Grant has also 
provided short term training through seminars and workshops 
in-country. 

C. Use and Impaot of tha Countarprrt Funda 

Administration 

The management of counterpart funds by the Secretariat 
was the object of criticism by previous evaluators of both 
the NHSSG and ASDG and by A.I.D. auditors. The 
recertification of the NHSSG in mid-1991, was the result of 
considerable effort on the part of the USAID mission to 
assist the GON to clarify accounting procedures, to 
restructure the Secretariat, and to engage different 
personnel. The Secretariat now appears to have the capacity 
to perform its functions. Since no sub-project grants have 
as yet been allocated under the second tranche, it is too 
early to judge its actual functioning at the time of this 
evaluation. 



2. Allocation and Impact of Counterpart Fund8 

During 1988-89, the first tranche of counterpart funds of 
$2.1 million was allocated to 11 sub-projects and to pay for 
costs of the Secretariat. As of December 1991, 77 percent 
of the first tranche had been expended, with 138 million 
FCFA remaining in the Treasury (see Table 2). Expenditures 
related to the SNIS accounted for 23 percent of 
expenditures, with expenditures for Mddecins sans Fronti&res 
and the operating costs of the Secretariat accounting for 
another 20 percent of total expenditure each. The operating 
costs of the DEP and special studies accounted for another 
17 percent. Support to service delivery programs (ESV, LMD, 
MSF, PEV) accounted for about one third of total 
expenditure. 

During 1989, counterpart funds comprised varying levels 
of overall operating expenditures for these service delivery 
programs (e-g. from about five percent for the EPI to over. 
25 percent for the diarrheal disease control program), 
Thus, the impact of the Grant's decertification was much 
greater, for example, on the diarrheal disease program which 
depended heavily on these funds, than on EPI which depended 
little on the Grant for its operating expenditures. 

The second tranche of $3 million was placed in a bank 
account for the GON in September 1991. Shortly thereafter, 
a meeting was called to inform sub-projects which had 
received funding during the first tranche that to obtain 
funds, they would have to submit new proposals for second 
tranche funding, even if they had not yet spent all their 
funds from the first tranche. It was unclear how much of 
those unspent first tranche funds would be recovered from 
the Treasury. According to sub-project directors and 
potential project submitters, the procedures for applying 
for second tranche sub-project grants are still not well 
known. Ministry criteria for sub-project approval have not 
been elaborated beyond those in the NHSSG PAAD and even 
application forms appear to be in short supply. 

Before the end of January 1992, the Ministry had received 
at least nine sub-project proposals for the second tranche. 
It was planning to review all these sub-projects at the same 
time, and to forward the proposals it approved to the 
Secretariat and the Management Committee for review before 
the end of January 1992. When the Evaluation team left 
Niger at the end of January, not all the sub-project 
proposals had been submitted in final form, so it is 
unlikely that this timetable has been met. Meanwhile, the 
funds have been available and unused since September. 



18. FINDINGS: CONBTRAINTB TO BUCCEBBFUL XHPLEHENTATION 

The Health Sector Grant, at nearly every stage of 
development, has moved more slowly than the timetable 
originally foreseen. Although the Grant agreement was 
signed by the GON and USAID in 1986, implementation did not 
begin until August 1987 when conditions were fulfilled for 
the first disbursement of counterpart funds. The required 
Ministry structure, the DEP, was established in 1988, 
receiving legal recognition in 1990. The achievement of the 
conditions precedent for the second tranche of counterpart 
funds occurred in August 1990. This was more than three 
years after the date originally programmed (August 1987), 
and 31 months after the arrival of the technical assistance 
team. By then, the Grant had been decertified and it was 
only in September 1991 that the funds for the second tranche 
were deposited. By the end of January 1992, the second 
tranche funds had not yet been allocated and disbursed. 

Although the PAAD had foreseen the completion of a series 
of five benchmarks in policy and institutional reform in 
five years, only two sets of benchmarks were completed 
between 1986 and 1991. The Evaluation team estimates that 
the GON will not be able to fulfill the conditions precedent 
for the third tranche before the end of 1992 when the Grant 
is scheduled to end. 

The schedule in the PAAD had foreseen that funds would 
become available to the GON regularly, on an annual basis, 
which o~ould have permitted their use for recurrent operating 
costs of program related activities. One of the 
consequences of the slow and irregular pattern of 
disbursement has been to create uncertainty regarding NHSSG 
funding for child survival activities, activitiies which 
require stable financing in order to be effective and 
sustainable. 

In this section, we address the question of why the Grant 
is not achieving its objectives of institutional and policy 
reforms in the tine frames set out for it. We identify the 
problems encountered in implementing this Grant agreement, 
taking account of three groups of constraints: 1) Grant 
design; 2) Implementing institutions; and 3) Exogenous 
environmental factors, that is, the political and economic 
situation in Niger. 

A, Dasign Factor. 

The NHSSG was the first USAID health sector grant in 
Africa to incorporate non-project assistance into its 
design. It was innovative, ambitious, and had few models to 
follow. It was a unique combination of policy and 



institutional reform, of project and non-project assistance. 
For the most part, its designers folloved the model of the 
Niger Agriculture Sector Grant. The Grant designers 
developed a carefully thought out analytical basis for 
selected areas for policy and institutional reform with 
relevant conditions precedent. The lack of previous 
experience with such policy reform/NPA meant that the NHSSG 
designers could not have foreseen all eventualities. It is 
not surprising therefore that it is easier with the 
hindsight of five years to identify problems which escaped 
the scrutiny of the Grant's careful designers. 

The first and largest constraint has been the design of 
benchmarks (conditions precedent) which are spread over six 
policy areas, thereby coupling together unrelated policy and 
institutional arenas. Such a structure assumes that 
benchmarks across each of the policy areas can be completed 
at the same time. The fact that policy and institutional 
development proceeds at different rhythms in different 
arenas, was not recognized at the time of the Grant's 
design. There is little incentive and no reward for the GON 
to complete benchmarks in one area since it has first to 
complete conditions in other policy areas for that tranche. 

This coupling of the policy arenas led the primary 
actors, the technical assistance team, USAIC, and the GON, 
to focus on completing benchmarks, rather than completing 
policy and institutional reforms, planning horizontally 
across areas, rather than longitudinally within a policy 
arena. As a result, work has focussed around benchmarks, 
not around tasks related to one policy arena, which may 
comprise several benchmarks. 

The second design constraint to policy and institutional 
reform is that in several of the six arenas, furfilling all 
the benchmarks will not necessarily result in the 
implementation of a policy reform. For example, fulfilling 
all the conditions for the cost-recovery non-hospital 
component will result in the completion of pilot studies, 
but not in the implementation of cost-recovery in rural 
health centers, nor necessarily in rural health centers 
receiving the regulatory authority to retain part of their 
costs-recovered to improve health services delivery. For 

- 
the hospital cost containment component, all the benchmarks 
call for studies, not for implementation. Nor were 
resources for implementation necessarily Foreseen by the 
Grant's designers. Thus, for some of the policy areas, 
simply studies preparatory to reform were envisioned. These 
are necessary for reform, but may not be sufficient. 

The third constraint has been that the amount of the 
grant (now $17 million) is relatively small considering that 



its resources must be allocated among six policy and 
institutional areas (comprising more than 20 sub-areas). 3 

- 
By comparison, the ASDG I provided more than three times the 
funding for fewer reform areas, while USAID has provided 
more than $10 million just for family planning and 
population  reform^.^ Some of the reforms had high 
political costs. Thus, for a policy reform such as cost 
recovery, to which the labor unions had declared their 
opposition, considerable leveraging was needed to find ways 
to reconcile policy opponents. The NHSSG was designed to 
get the GON to make major policy and institutional reforms 
in many areas, but held out skinny carrots as incentives. S 
However, there has been one unexpected benefit: the NHSSG's 
activities to build institutional capacity within the 
Ministry, particularly within the DEP, has contributed to 
the Ministry's success in garnering funding from other 
donors. 

The fourth design constraint was the placement of the 
counterpart funds under the Secretariat and its mechanisms 
for disbursing funds. The st.ructul s selected was one 
created for the ASDG. It has proved to serve neither grant 
well. Now, with revised procedures and new staff at the 
Secretariat, it may have the capacity for functioning 
appropriately. However, the assumed cost savings that were 
expected to accrue to the health grant from piggy-backing 
the two grants, may never be realized because of the 
Secretariat's inefficiencies before Grant decertification 
and because the NHSSG continues to pay 40 percent of the 
Secretariat's costs while generating less than 25 percent of 
the funds processed. 

The counterpart fund procedures for approving sub- 
projects are complex. Potential promoters, even during the 
present round for the second tranche, told us they still 
have not been informed of what procedures they are to 

In actual terms, the $10 million of the NHSSG 
counterpart funds was significant in relationship to the 
size of the MOPH budget. For details, see disuccion page 20 
and Annex 4. 

The availability of this funding for family planning 
and population from USAID, as well as funds from other 
donors, may explain in part, why nearly all the Grant's 
benchmarks for family planning and population policy have 
already been reached as of this writing. 

As one observer quipped: "The carrots were small 
potatoes." 



follow, nor what criteria are being used by the DEP to judge 
which projects will be submitted to the Secretariat and the 
Management Committee which awards the grants. Judging by 
the projects awarded during the first tranche and those so 
far submitted for the second tranche, the links between 
fulfilling benchmarks and receiving rewards (counterpart 
sub-project funds), are not evident. Those who receive sup- 
projects are not necessarily those who have achieved the 
benchmarks for that tranche. Thus, the sub-projects do not 
serve primarily as rewards to those who fulfill the 
conditions precedent or support directly the activities in 
policy reform areas. 6 

The PAAD1s guidelines for use of the counterpart funds 
provided flexibility. However, most proposals were 
submitted for funding as if in competition for investment 
funds when, more often, the requests were for recurrent 
operating funds. Had each tranche of counterpart funds been 
released on an annual basis, these would have constituted 
about 20 percent of the annual tzon-salary recurrent costs of 
the sector. Release of the counterpart funds on other than 
an annual basis thus introduced a significant fluctuation in 
the recurrent resources available to the sector and to 
particular programs such as Diarrheal Disease Control and 
Village Health Teams which depended heavily on them for 
operating funds. 

In summary, the counterpart fund mechanism does not serve 
as a direct link between condition fulfillment and reward 
because of its complex structure and its continued 
cumbersome procedures and its relatively small 
disbursements. 

A fifth problem in design was that the original 
expectations of achievement were clearly unrealistic, even 
before major political and economic problems became evident 
in 1990-1991. In August 1989, the USAID mission and the GON 
extended the time frames for most of the benchmarks in the 
third project amendment. Although they extended the 
implementation deadlines, they did not change the Grant's 
overall objectives nor the specific wording of most of the 
benchmarks. After reviewing the mid-term evaluation 
(September 1989) which concluded that the Grant program was 
too ambitious for the human and fiscal resources available, 
and which suggested some prioritization of reforms, USAID 

During the first tranche, the largest amount of sub- 
project money was made available to the DEP for support of 
the DEP (five staff persons, cars, fuel, etc.), the health 
information system (also within the DEP), and for studies 
(also managed by the DEP). 



and the GON decided to defer decisions on modifications 
until after the completion of the second tranche. Since 
then, no design modificationsl have been undertaken. 

A potential final constraint in design was that, 
originally, the achievement of some of the NHSSG1s 
objectives depended upon studies being carried out by the 
World Bank project which was to be launched at the same 
time. The linking of conditionality and financing in these 
two donors1 projects was innovative and a good demonstration 
of inter-donor cooperation. However, the World Bankls 
project fell even farther beyond in its scheduling than did 
the NHSSG. This cooperative venture therefore also 
demonstrated the risks for the USAID program if the other 
donor's linked project were delayed. To overcome this 
problem, the NHSSG agreed to carry out the three studies 
which had originally been planned by the World Bank to 
prevent further delays in its own work program. Although 
the potential constraint did not materialize, its threat 
suggests the need to build in some coordinating mechanism 
among donors to minimize such a risk in the future. 
Achievement of policy reforms might be simplified if either: 
i) a donor has a lead role in setting the reform agenda with 
the GON with other donors play a supporting role with 
respect to this agenda, or ii) mechanisms such as the 
mComit6 Pilotagev are developed to coordinate donors1 policy 
dialogue with the GON within a policy area. 

8. Institutional Factors 

Three major institutional groups have been jointly 
responsible for implementing the Grant: the GON, USAID/N, 
and the technical assistance team of Tulane-Abt. Although 
it was difficult prospectively to predict the appropriate 
roles of each partner, it is somewhat easier for the 
Evaluation team to look retrospectively and identify some of 
the gaps in institutional capacity which constrained grant 
implementation in a timely manner. 

The GON formally agreed to the Grant and to its 
objectives, but its activities in implementing the Grant 
have not always shown a serious dedication to the Grant's 
overall objectives. At no time during the past years, have 
sufficient resources in personnel been made available by the 
GON to carry out most of the activities foreseen under the 
Grant. For example, despite recamendations of the 1989 
mid-term evaluation and two subsequent analyses from the 
Tulane-Abt technical assistance team documenting the need to 
increase staff in the DEP and particularly within the Bureau 
of Statistics, the DEP1s functioning staff has barely 
increased (see Annex 5). As a result, most program related 
activities including the drafting of work plans and the 



monitoring of progress toward benchmarks are carried out by 
technical assistants with only minimal transfer of skills to 
national counterparts. The long-term training in the United 
States provided under the grant to four nationals should, in 
theory, improve this situation, but so far, the three who 
have returned have not taken, so far, initiatives on grant- 
related activities. 

One of the factors for the GON8s limited involvement in 
Grant implementation may be the lack of continuity in 
executive direction in the Ministry of Public Health. Since 
1986, the Ministry has experienced five Ministers and three 
Secretary-Generals. In a Grant program which is directed 
toward implementing major policy and institutional reforms, 
such frequent cb.anges in leadership are not conducive to 
smooth management of reform programs. 

As a result, decision-making processes within the MOPH 
have been slow, while the process of building natural 
constituencies for policy arenas outside the Ministry has 
shown little progress. Perhaps the most significant example 
of this has been the non-creation of the inter-Ministerial 
committee which was to have monitored policy development 
under the grant. This committee was part of the original 
Grant design. Its creation was recommended by the mid-term 
evaluation in 1989, but to date, zc action h ? : ~  been taken. 

USAID had believed originally that non-project assistance 
would require less direct management on its part than would 
project grants. However, the implementation of the NHSSG, 
this complex hybrid of non-project and project assistance, 
has proved this notion sadly wrong. Even with USAID8s 
hiring (through the Trust fund), of a full time national to 
monitor the counterpart fund, the administrative burden on 
USAID has been such that it was unable to monitor closely 
the Grant's fiscal procedures. Nor has it been able to 
provide strong support for carrying out reforms. 
Confounding these difficulties in implementation, is that 
during eight months of 1990, the USAID mission was without a 
health officer who could vigorously pursue Grant objectives. 

Although USAID staff have been well aware of many 
problems, they have been slow to apply solutions, whether 
those recommended by external evaluators or those agreed to 

Erna Kerst, Lessons Learned in the Desian of Sector 
Grants in Niaer. 1984-1990. March 1991, p. 40. 
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in internal decisionsm8 Management problems with 
accounting for ASDG funds at the Secretariat spilled over 
into the health sector grant through the delays in 
recertification. Finally, USAID staff, like everyone else 
associated with the grant, got caught up in following 
banchmarks which are numerous and numbingly detailed, making 
it difficult to keep sight of the larger Grant objectiven. 

The technical assistance team has provided valuable 
assistance to the MOPH to assure that benchmarks are met. 
However, they, too, have been caught up in the "chasse aux 
conditions pr&alables,'' and since, under their contract, 
they are responsible for seeing that the benchmarks are 
reached, they most often find themselves doing the work, 
just to assure that it gets done. Thus, their labor 
substitutes for that of the nationals ancl the transfer of 
skills does not take place as it should. 

The technical assistance contractors, Tulane-Abt, have 
used considerable short-term technical assistance to . 
supplement their long-term field advisors (see Table 3). 
Their studies, of excellent quality, have had trouble being 
heard, read, or used at policy levels, in part because they 
are complex and presented in a style more academic than 
oriented to policy makers, in part because they have had to 
pass through a review process starting within the DEP where 
their work is most often held up for lengthy revisions. 

A final constraint for the technica,l assistance team has 
been the decision agreed to by,all the implementing 
institutions to field a relatively junior team. This 
constrains their ability to act with authority in the policy 
arena, or even to develop the policy analyses needed to 
identify how to proceed with reforms. 

C.  Environmental Baatore 

The period of the Health Sector Grant, 1986 to 1992, has 
been for Niger a period of difficulties for its economy and 
of uncertainties for its political and administrative 
structures. Inevitably, these have influenced the ability 
of the GON to respond to and implement the ambitious program 
of reforms adopted in 1986. 

 or example, USAID decided to defer the midterm 
evaluation's recommendation to reevaluate priorities until 
after the completion of the second tranche. However, since 
this was accomplished in mid-1990, no action has been taken. 
Or,' USAID'S decision in December 1989 to revise the Grant's 
logframe seems not to have been implemented. 



Niger's economic prospects started to decline in 1981 
with the decrease in the world price for uranium, followed 
by years of drought which affected both agricultural and 
livestock production. During the early 1980s, the GON 
adopted a number of measures to restrain overall public 
sector spending under both IMF Standby and World Bank 
Structural Adjustment programs. 

During the latter half of the 1980s, GDP growth in Niger 
averaged less than 1 percent per annum. The most recent 
IMF/World Bank financed adjustment program is being revised 
because of non-performance during the recent period of 
political change in Niger. 

Since 1987, the CON has responded to a decline in tax 
revenues by reducing non-personnel recurrent expenditure, 
and has fallen into arrears on paying its bills. 9 

External aid has increasingly become an important source of 
financing for all government operations. Nevertheless, in 
contrast to national general budget trends, local budgetary 
revenues have generally increased. lo 

As a result, by 1991, the Government was operating under 
financing coming mostly from donors while managing just to 
maintain payments of salaries to its civil servants (running 
two months behind, as of this writing). 

This same period saw many shifts in the political 
structure. Under the military regime of General Kountche 
(1974-1987), a Canseil Militaire Supreme (CMS), composed of 
senior military officers and departmental and selected 
arrondissement administrators, directed the development of 
the state and the economy. The death of Kountch6 in 1987 
and his succession by General Saibou marked the beginning of 
a transition from military to civilian rule. In May 1989, 
the CMS was replaced by the Conseil Superieur dtOrientation 
Nationale. A political party (MNSD) was create?, with its 
structure paralleling that of the state. In t,,+tember 
1989, a new constitution was adopted with elections for a 
President and National Assembly held in December 1990 for a 
single slate of candidates nominated by the MNSD. 

This transition to one-party civilian rule was not 
popularly received. There followed a period of unrest with 
demonstrations and strikes culminating in the decision to 
convene a National Conference which took place from July to 

GON is in arrears in payment of utility bills 
(NIGELEC, OPT, SNE) and to ONPPC. 

lo Darbera, R. and Hall, R. (December 1991). 



- - November 1991. The Conference defined the political, social 
and economic steps to be taken by a Transition Government 
formed in November 1991 which is to govern until January 
1993. Meanwhile, multi-party democratic elections are 
planned for late 1992. 

These political changes, while encouraging, have shifted 
the locus of'policy making several times during the course 
of a Grant whose objectives are to institute policy reforms. 
They have also had an unsettling effect on the conduct of 
routine business within the ministries. For example, during 
the months of the National Conference, even those who 
actually showed up for work were held spellbound by the 
radio broadcasts of Conference proceedings with the result 
that little work actually could be accomplished. These 
events create an environment of uncertainty for those 
concerned with policy and institutional reform. Meanwhile, 
the civil service, suffers from many of the same problems as 
in neighboring African countries, lack of motivation among 
workers, promotion not tied to performance, low salary 
scales and uncertain payments. Thus, any understanding of 
progress toward institutional and policy reforms has to take 
into account the constraints which have been imposed by the 
difficult economic and political times which Niger has 
traversed in recent years. 



V *  ANALYSES AND CONCLUBIONB 

A. General Considerations 

The GON, with the assistance of this Grant, has made 
considerable progress toward achieving its objectives. The 
most rapid progress and the most complete achievement of 
conditions precedent has occurred for the family 
planning/population policy component. Reforms which have 
shown progress are: Cost-recovery options in non-hospitals 
which are soon to be tested in three regions; Studies to 
improve hospital cost-recovery and cost-containment; and the 
national health information system (SNIS) which has been 
installed and is generating data of use to policy makers and 
managers. 

These considerable achievements must be balanced against 
the snail's pace at which Grant implementation has moved. 
Much of the work undertaken has resulted in excellent 
analytical documents, but has not necessarily translated 
easily into policy or institutional reform. 

The factors constraining achievement of Grant objectives 
were discussed in Section IV, above. They can be 
attributed to the Grant's design which was too complex and 
ambitious for the time; to the implementing institutions; 
and to the difficult political and economic environment. 

The Grant's implementing institutions have contributed to 
the constraints: the GON's investment in personnel, 
institutional reform, and its willingness to focus on policy 
reform areas and to elevate these issues to the appropriate 
decision-makers, have been insufficient to move along 
activities and decisions; USAID has insufficiently 
monitored the Grant's fiscal complexities and has been too 
focused on achieving benchmarks, rather than program 
objectives; while the TA team, responding to both these 
institutions, has been overwhelmed by the need to produce 
evidence of progress toward benchmarks using a staff not 
highly experienced in policy development ana working within 
a difficult institutional environment. 

Although the political environment remains uncertain and 
the economic situation is less than brilliant, these are not 
insuperable barriers to carrying out the Grant's objectives. 
They suggest rather that needs are greater and that some 
modifications must be made to respond to this new 
environment in which the Transition Government may represent 
a window of opportunity. They also suggest that in this new 
political environment, those who would advocate policy and 
institutional reform need first to analyze and understand 
the actors and issues. 



We believe that under no reasonab1.e timetable will the 
Grant be able to achieve all the benchmarks originally 
planned. Some priority activities will have to be selected 
with other less important or currently less feasible ones 
left for subsequent projects. Th!.s will require amending 
the Grant agreement. 

Although in the short-term, a health sector grant can do 
little to improve the political and economic environment, 
the Grant can be amended to improve its design and to take 
better account of the characteristics and capacities of its 
implementing institutions. Design issues are discussed 
immediately below. Strengthening institutional capacity is 
discussed below in Section V-B. 

The Grant's design structure of benchmarks locksteps 
policy arenas rather than encouraging progress in each arena 
and offers no direct rewards to those who are responsible 
for achieving the conditions precedent. It needs to be 
redesigned. The need to focus on a large number of 
benchmarks in six areas has diffused activity and diffused 
available resources to the point that objectives are hard to 
achieve. This suggests that in redesigning the Grant 
program, the GON and USAID concentrate on a more 
concentrated set of policy and institutional reforms. 

The Grant was extremely ambitious. In retrospect, some 
of the objectives no longer seen realistic; others have 
already been reached. In the time that is left, the Grant 
implementors should concentrate on those activities which 
fulfill objectives and yet are feasible given the existing 
political environment, time and resource constraints. 

Given that priorities must be set, we propose the 
following rationale for selecting reform areas. First, any 
reform selected must meet three criteria: it must address 
the original goals/objectives of the NHSSG; it must be 
within the original policy reform areas of NHSSG; it must 
not already have been accomplished. Second, we propose the 
following criteria for weighing selections: 

-Give priority to reforms where significant work is 
already underway (e.g. hospital cost 
recovery/management; SNIS; child survival) 

-Give priority to reforms which can be achieved by the 
end of a revised PACD. For example, if the revised 
PACD is December 1993, this would eliminate from 
consideration certain reforms such as non-hospital 
cost-recovery whose pilot tests would not be completed 
by that date and manpower reallocation which does not 



appear to be a feasible accomplishment within that 
time period. 

-Give priority to reforms which, in the long run, can 
generate fundtq for health sector recurrent costs, for 
example, cost-recovery and drug distribution reforms. 

-Give priority to reforms which support institution 
building, for example, support to the SNIS and to the 
MOPH1s activities to coordinate donor funding. 

If one follows these criteria, the priority policy 
reforms are cost-recovery in non-hospitals; cost-recovery 
and cost-containment in hospitals, drug distribution, and 
the national information system. Although reform of the 
budgetary process may be a worthwhile goal, it appears to be 
beyond the scope of the NHSSG. The reallocation of health 
personnel is already being reviewed by the Ministry to see 
how it can post newly graduated health workers to rural 
areas. Beyond these efforts, it is probably unrealistic to 
expect the GON st this time to institute policies in 
personnel distribution, a politically sensitive issue, which 
even most first-world countries have not yet successfully 
resolved. 

Other donors are already providing support for 
decentralized planning. As the GON moves, as it appears to 
be doing, more fully into a program of decentralization, 
USAID may want to analyze the constraints and opportunities 
in this area and to consider whether some decentralized 
activities should not be the focus for USAID activity in a 
follow-on program or project. 

Meanwhile, USAID1s most useful contribution to planning 
is the development of the DEP, and particularly'the 
development of the SNIS, which not only provides data useful 
for planning, but also provides training for health 
officials in how to use the data. 

8. Issues of Sustainabilitp: Inrtitutionalization 

During economically precarious times, such as those Niger 
is presently experiencing, it may be unrealistic to expect a 
government to be able to increase financial outlays to 
sustain USAID supported activities during the life of the 
program. However, it is essential to continue to meet 
other criteria for short-term and long-term sustainability, 
such as the development of sources for financial 
sustainability of health programs and such as government 
perception of ownership of its institutional and policy 
reforms. In the case of the NHSSG, these criteria do not 
appear yet to have been well met. 
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stay of two years in any one post being considered unusually 
long. The locus for responsibility for decision-making and 
for hierarchical responsibility within the administrative 
hierarchy is unclear, making it difficult for' junior 
staffers to know what is expected of them and what their 
work tasks are, while senior officials have difficulty 
coordinating work and enforcing discipline. This looseness 
of administrative structures affects, for example, the 
organization of tasks in the DEP, and particularly in the 
statistics unit. 

The second factor has been the Ministry's inability to 
assign sufficient staff on a permanent basis to the SNIS to 
allow the transfer of skills and experience to take place. 
Thus, to develop the nuclear staff necessary to run an 
information system, would have required a decision to staff 
that unit permanently with qualified persons who could have 
benefitted from additional training. 

Finally, a third factor which has discouraged technology 
and skill transfer has been the Nigerien yiew of the role of 
technical assistants as employees who are &-carry out 
explicit tasks within Ministry bureaus, rather than to serve 
as advisors to assist and train Nigeriens to carry out these 
tasks. The co-mingling of the DEP work plan with the work 
plan of the technical assistance team has served to confuse 
further the relationship. Even the task of monitoring the 
NHSSG, which according to the Grant agreement, should be the 
responsibility of the Ministry, has in fact, been allowed to 
default to the technical assistance team. 

On the American side, efforts to promote 
institutionalization have been diverted. The technical 
assistance team, under pressure to complete the benchmarks, 
has tended to undertake studies and activities themselves, 
rather than assisting the Nigeriens to complete them. 
They have tended not to get involved in assisting in 
organizational development, in part because they were, 
unwelcome, and in part because they are relatively 
inexperienced and therefore have had to rely on their 
backstoppers to provide guidance. 

As a result, few of the skills in planning and po1.icy 
analysis, in data collection and analysis, which were) 
expected to be institutionalized under the Grant Agreement, 
have actually materialized. Future projects will have to 
look more closely at the national commitment to personnel 
and institutional capacity buiiding and at the technical 
assistance team's skills in on-the-job training before 
deciding whether such goals are feasible under a future 
program. 



In conclusion, considerably more work needs to be done 
to institutionalize the reforms under the NHSSG, to assure 
GON ownership of the reforms, to assure a GON investment in 
personnel, as well as to improve the transfer of slcills by 
the technical assistance team and to avoid the substitution 
of their work for that of nationals. There is an explicit 
trade-off here: to reinforce institutional capacity takes 
much time and effort. It is not possible simultanaously to 
obtain quick results in policy reform. Moreover, the 
development of sources for the financial sustainability 
(such as cost-recovery programs) involves long-term 
commitment not only to studying mechanisms for such policy 
reforms , but also to providing support for the difficult 
policy formation and implementation which must ensue before 
one can expect to reap any financial rewards for the health 
sector. 

C. Lessons from Non-Prajoat Assistanoa and Polioy Reform 

When the NHSSG was designed, there was little experience 
with non-project assistance in the health sector. The 
deoigners drew on Niger's ASDG I and used the same 
mechanism, the Secretariat, for management of the local 
currency funds. Since then, at least six African countries, 
including Niger, have instituted Economic Policy Reform 
programs. l1 In the health and population sector, grants 
have been implemented for four African countries: Nigeria, 
Ghana, Bbtswana, and Kenya. Six countries (Benin, Malawi, 
Namibia, Ghana, Guinea, and Mali), have sector grants for 
education. 

These programs are diverse across four characteristics. 
First, they differ by purpose: some are targeted as nearly 
pure budgetary support; some are directed toward policy 
reforms; others are directed toward institutional reforms or 
institution-building. 

Second, these grants differ consider considerably whether 
they are directed toward general economic policy (EPRP) or 
toward particular sectors, in which case the po1ic:y 
environments for the sectors may be sufficiently different 
to make comparisons unhelpful. 

Third, the reforms differ by whether they are directed 
toward central government activities, or toward 
decentralized regional governments, or toward the private 

l1 See, for, example, Joseph M. Lieberson, D 
Economic Policv Reform Prosrams in Africa: A ~vnthsis of 
Findinas from Six Evaluationg, Center for Developmaent 
Information and Evaluation, U.S. A.I.D., December 1991. 



sector. Recent analyses suggest that the latter two arenas 
may prove more productive of reforms. l2 Finally, the 
reform programs have employed different mechanisms for 
programming and disbursing the local currency funds. 

This fluster of activity in developing NPAs since 1985 
has not yet resulted in much systematic synthesis of 
findings across sectors, policies, and countries, even 
within one region, such as Africa. 13 

Certain criteria appear important to the success of these 
NPAs. First, one needs a good analytic base as to the 
significance of the reforms proposed. In the case of the 
design of the Niger grant, this was certainly the case. The 
analyses carried out in the PAAD were well grounded. 
However, the design team assumed that studies of the policy 
reform would lead to adoption and implementation of reform. 
It did not sufficiently analyze how study results would be 
translated into policy and did not plan for how this process 
of adoption and implementation would take place. 

We were told that, for the Nigeria health sector grant, 
the one lesson learned was that the first tranche is easier 
to achieve than later tranches. This is partly due to 
desigl: (the first tranche is usually designed to be easier 
because policy-makers are already concerned about the 
reform), partially due to momentum, (policy-makers lose 
interest). This pattern has not exactly been the case with 
Niger. Achieving the first tranche benchmarks took a long 
time, a year, but then, achieving the later benchmarks took 
even longer. 

Another lesson that is emerging across these grants is 
that the government commitment/ownership is essential to 
achieving reforms and that when NPAs are done "right," they 
lead to ownership. In the case of the NHSSG, except in the 
area of family planning, the only policy reforms which have 
actually been carried out to date, have been modest. The 
cost-recovery reforms for non-hospital facilities, even if 
only for pilot tests, have had a tenuous existence. During 
the past five years, they have been debated, approved, set 

l2 See, for example, U.S. A.I. Dm Africa Bureau Task - 

Force, Bevond Policv Reform: A Conce~t PaDey, Distributed 
December 21, 1991. 

l3 Two notable exceptions are Jerome Wolgin, Fresh 
Start in Africa: A.I.D. and Structural Adjustment in Africa. 
March 1990; and Lieberson, OD. cit. However, neither of 
these studies brings to bear findings on social sector 
reform programs. 



aside, delayed, debated, included, excluded, and eventually 
included in the policy debate and finally adopted at the 
National Conference in November 1991. In retrospect, this 
history shows a limited commitment to cost-recovery at the 
highest levels of government. 

One of the original designers of the NHSSG noted the 
need for flexibility in designing NPA rants if they were to 
survive and achieve their objectives. l B  Nevertheless, 
when problems in design were identified, USAID did not 
appear to have sufficient flexibility to move quickly to 
redesign. 

Another design problem was that the Secretariat as a 
mechanism for disbursing the counterpart funds did not serve 
the NHSSG well. Although additional staff had been added by 
the Ministry of Plan to manage the counterpart funds, the 
Secretariat did not function well in accounting for 
disbursements made. The NHSSG had established a complex 
grant-giving and accounting institution more understandable 
to Americans familiar with grant procedures than to 
Nigeriens. In the future, ASDG I1 will not use the 
Secretariat mechanism. Future health sector grants might 
also do well to consider other options for allocation, 
disbursement, and accountability of counterpart funds. 

In conclusion, this experience with the NHSSG would make 
us cautious about using non-project assistance for 
institutional or policy reform in the health sector in Niger 
in the future. It may be possible to achieve similar 
effects by using project grants which require the Government 
to achieve certain conditions precedent before project 
activity can begin. This may be a more effective approach, 
particularly for institutional reform and particularly when 
the funds will be supporting recurrent costs. 

If non-project assistance is to be used to stimulate 
policy reform, each tranche should be targeted to accomplish 
a single specific reform, with the funds released directly 
tied to supporting implementation of that reform. Design 
should be sufficiently simple so that both nationals and 
USAID officials can understand expectations and 
implementation. 

In the light of Niger's commitment to administrative 
decentralization, the design of any future grant must take 
into consideration whether to continue support for . - 
institutionalization exclusively within the central ministry 

l4 Erna Kerst, Lessons Learned in the Desian of Sectoy 
Grants in Wiser, USAIDIN. March 1991. 



as under the NHSSG, or whether to allocate some support, as 
well, or instead to regions, particularly if one could be 
assured of strong regional commitment in selected areas. 

Future NPA in the health sector should separate trancheo 
which provide funds for implementation of a policy reform, 
from tranches providing funds for recurrent budget support 
of public health programs. Conditions precedent to release 
of the latter type of funds would be better applied at the 
start-up of the grant. If any additional conditions 
precedent are set for release of funds on an annual basis 
these should be related to development of skills in program 
planning and management. l5 

Finally, with the experience gained from the NHSSG and 
with the growing experience from NPAs in health and 
population in other African countries, A.I.D. Washington 
might consider beginning to synthesize its NPA experience 
across other countries to draw lessons learned and to assist 
future planning. 

l5 One example of a possible CPs for release of on- 
going recurrent budget support would be to require the MOPH 
to provide an annual report covering progress in the Child 
Survival programs receiving counterpart funding during the 
past year, plans for the coming year, and documentation of 
the levels and allocations of all donor funding for the 
program. 



Via RECOMMENDATIONS 

We present our recommendations in two groups: those 
relating to the present health sector grant to permit it t~ 
accomplish its major objectives; and those relating to 
lessons learned from this innovative combined non- 
project/project assistance grant to permit planning for a 
follow-on activity when the NHSSG ends. Each recommendation 
is preceded by a short paragraph summarizing the conclusions 
which lead to that recommendation. 

A. peaommendations for the ~ i u e r  Health Boctor BUD DO^^ Grant 

The following recommendations are proposed to modify the 
Grant's mechanisms to assure that it can achieve its 
originai objectives. 

1. m88G EXTENSION 

Conalusionst 

Despite a difficult economic environment and despite 
recent political uncertainties, the GON continues to make 
progress on reforms foreseen in the Grant although at a pace 
much slower than expected. Although there has been some 
transfer of skills, the MOPH will continue to need technical 
assistance to carry out most of the activities foreseen 
under the Grant. 

Rocommendotion A-1: 

We recommend that the NHSSG be extended in tine through 
December 1994 to permit activities to be completed and that 
additional funds be sought to permit technical assistance 
support to continue through December 1 9 9 4 .  

Conelusionst 

a. Certain,policy/institutional blenchmarks and their 
policy reforms within .the Grant struclture are no longer 
appropriate either because they have already been achieved, 
or because they are no longer relevant:, or because the 
Ministry has already chosen another related course of 
action, or because achievement of the benchmarks chosen is 
not an effective means to that particular reform. 

b. The Grant's design locksteps the policy arenas rather 
than encouraging progress in each arena: while it offers no 
direct rewards to those who achieve the conditions. The 
sheer number of policy/institutional areas which need to be 



addressed for any single tranche overwhelm the institutional 
capacity to resportd. 

c. Methods and criteria for obtaining sub-project 
funding from counterpart funds remain unclear and poorly 
communicated. The procedure of approval is slow. 

d. The National Health Information System (SNIS) , which 
is an institution considered of high priority by all senior 
MOPH officials, rcemains understaffed after five years of 
technical assista.nce. It still lacks the national staff 
necessary to carry out all but the most minor activities. 

e. Priorities need to be set for selecting targeted 
activities to be supported under the Grant (For more detail, 
see Section V-A). The criteria for selection of reforms are 
as follows: addresses original goals of NHSSG; included as 
part of original NHSSG program; has not been accomplished. 
Priorities should also be given to reforms where significant 
work is already ,under way; which can be achieved by revised 
PACD; which can generate funds; and which support 
institution-building in MOPH. 

Recommendation A-2: 

a. We recommend that the Grant Agreement be amended so 
that the tranch.es are restructured with the retention of 
only four polic:y/institutional areas of reform, each with 
one set of conditions precedent to be accomplished prior to 
release of a tranche of counterpart funds. We recommend 
that the ~oun~erpart funds made available for each area of 
reform be link,ed directly to the implementation of 
activities within that area. 

b. We recommend that funds continue to be managed through 
the Secretariat during the Grant period. To accelerate 
review proced,ures and because the Ministry of Plan is well 
represented in the review process through its presidency of 
the Management Committee, we recommend that the Ministry of 
Plan no longer be required to review separately sub- 
pro jects. 

c. We rec:ommend that the following four 
policy/institutional reform areas, with their conditions 
precedent, and single disbursements replace the existing 
last three tranches af the Grant agreement: 



Conditions Praoadsnt: 

2. The GON enact legislation permitting the 
establishment of Niger's hospitals as public 
institutions with autonomous management. Such 
autonomy must include the ability of hospital boards 
to eutablish fee Levels, retain fees collected, and 
establish the respective fiscal responsibilities of 
the national government and the hospitals. 

b. The MOPH will establish a plan for implementation 
and detailed budget for use of the counterpart funds 
to be released upon achievement of conditions. 

Us. of Counterpart Funds: 

Funds can be used for any aspect of the implementation 
plan with priority for: i) development of human 
resources capacity to manage hospitals; and ii) 
equipment for management information systems, 
particularly financial management systems. 

2. Extend the Distribution of Druus 

Conditions Preaedentt 

a. Make operational through the appointment of 
appropriate staff, the Direction of Pharmacies and 
Laboratories. Minimum staff would include a 
pharmacist and a management/finance expert. 

b. Develop at least a two-year action plan to expand 
the drug distribution system in Niger through this 
unit and the ONPPC. Input from other donors active in 
the area of drug policy, i.e. FED, RESSFOP, World 
Bank, should be sought to develop and co-finance this 
plan. 

Use of Counterpart Funds 

Funds can be used for any investment expense related 
to the expansion of the drug distribution network (e.g 
purchase of vehicles for drug transport, opening of 
Popular Pharmacies in any of the 13 arrondissements 
lacking them, construction of the regional warehouse 
in Zinder); or for activities that would lead to tlne 
increase in the use of generic, essential medicines 
according to standard treatment protocols. 



- 
3. W u e d  Develogment a n a J n s t i t u ~ z a t i o n  of the 

National Health Information System (SNXSI 

Conditions Precedantt 

a. The MOPH will assign five full-time additional 
permanent staff to the Bureau of Statistics in the 
DEP. T h e s ~  persons will have the following profiles: 

1 Computer Programmer 
2 Techniciens superieurs in statistics 
1 epidemiologist 
1 data entry clerk 

b. The MOPH will establish a plan for implementation 
and detailed budget for use of the counterpart funds 
to be released upon achievement of the conditions 
precedent. 

U s e  of Counterpart funds: 

Funds may be used for developing the information 
system, including training of personnel at the central 
and peripheral levels, maintenance of equipment, 
printing of forms and reports, supplies. 

4. JmDrove Coordination of Donor Financinu in the Health 
Sector 

Conditions Precedent: 

a. The MOPH will incorporate into its management 
information systems in the DEP and DAAF a component 
that permits it to track in detail implementation and 
expenditures for donor-financed programs/projects. 

b. The MOPH will establish a plan for implementation 
and detailed two-year budget (assuming release for 
January 1993), for use of the counterpart funds under 
this tranche to be released upon achievement of the 
conditions precedent. 

Use of Countarpart funds: 

Funds may be used for budget support of programs such 
as: i) essential health programs aimed at improving 
child survival; ii) support for DEP planning 
activities. Funds should be available for release in 
annual amounts for FYI993 and FY1994. 



3. ADDITIONAL BINANCXNQ FOR COST-RECOVERY TE8TB 

Conalusions: 

The non-hospital, cost-recovery pilot tests which are 
about to be launched will require long and short-term 
technical assistance at least through 1993. Adequate 
fu:.lding for these requirements is not currently available in 
the technical assistance contract for the NHSSG. A.I.D.'s 
centrally-funded Health Financing and Sustainability (HFS) 
project has funds available for such applied research 
activities. Further, the management of HFS by Abt 
Associates can insure the continuity of technical and 
management oversight of these studies. 

We recommend that financing for the long and short-te!,m 
technical assistance required for the tests be sought from 
the applied research component of the HFS project. 
Financing for local currency costs associated with the tests 
should be programmed out of the second tranche funds of the 
NHSSG, complemented by funding from other donors. Oversight 
of the pilot tests by the '@Cornit& National sur le 
Recouvrement des Couts de Sant6I1 should continue. 

4. TECHNICAL ASSISTANCE 

Conclusions: 

The technical assistance team of Tulane-Abt has provided 
support to the MOPH by carrying out most of the benchmark 
requirements under this Grant. Its task to provide 
leadership for policy reform has been complicated by being 
housed within the DEP (and seen by the DEP director as DEP 
employees) rather than as advisors/trainers whose scope of 
work necessarily takes them into relations with many 
different directions of the Ministry and the Secretary 
General's office. In the light of the recommendations 
above to focus on particular policy/institutional areas, the 
job descriptions for the technical assistance team should be 
modified to meet revised sector grant needs. Their 
placement within the MOPH needs also to be reconsidered. 

Recommendation A-4: 

a. We recommend that long-term and short-term technical 
assistance be provided under the grant for the three 
policy/institutional reform areas specified above, 1) 
hospital management and financing; 2) Drug policy; 3) 
Information systems, particularly financial management 
systems. At least one long-term team member should be 



experienced in policy development and that USAID and the 
contractors give priority to the recruitment of senior long- 
term team members. 

b. We recommend that technical assistants be 
sufficiently skilled to be able to provide on-the job 
training to their counterparts and that they be viewed by 
those both within and without the Ministry as advisors and 
trainers, and not as substitutes for the labor of their 
national counterparts. 

c. We recommend that work plans for technical assistants 
be developed in collaboration with the various directions of 
the Ministry with which they work and that these work plans 
be approved by the office of the Secretary general (or 
deputy Secretary general). These work plans should differ 
from those of the DEP, reflecting the different 
responsibilities of the technical assistance team and the 
DEP staff . 

5 .  USAID MANAGEMENT 

Conolusions: 

The complexity of managing the sector grant requires 
frequent, if not constant USAID involvement in planning and 
implementation. During the Grant's early history, monthly 
management meetings between the technical assistance team 
and USAID officials served as an effective means of 
identifying problems, needs, and solutions, although follow- 
up was always a little less certain. 

Most of the activities under the Grant involve other 
donors. Coordination among donors has been good, but it 
could be improved if there were formal regular coordinating 
meetings among donors involved in the health sector. 

a. The recently reinstituted formal management meetings 
between USAID officials and the technical assistance team 
should be continued, with responsibility for follow-up of 
problems clearly delineated and with resolution followed up 
by USAID mission management. 

b. We recommend that USAID encourage the development of 
a formal mechanism for donor coordination in the health 
sector through the establishment of monthly meetings 
bringing together relevant donors. 



B. pecommendation8 f o r  Buturo U8IJl.D Health Grants for 
Bollow-on Aotivities 

Conalusionar 

To sustain the efforts in policy and institutional reform 
begun under the NHSSG, continued inputs will be needed after 
the Grant ends at the end of its extension period in 1994. 
The original non-project assistance format of the grant, 
while praviding some advantageous results, has also been 
difficult to manage, to implement, and to use as a tool for 
reform . 

While some budgetary support to the Ministry of Public 
Health should be considered in this period of economic 
difficulty, given Niger's political and economic environment 
and the configuration of its health sector, only non-project 
assistance that is highly targeted should be considered as 
an incentive to policy reforms, while considerably more 
weight should be given to project assistance for 
accomplishing institutional reforms. 

t 

Areas that will continue to need support are non-hospital 
and hospital cost-recovery systems and institutionalization 
of the national health information system. Other areas of 
concern that need to be addressed in the future are 
decentralization, particularly of planning and supervisory 
activities and the need to deliver integrated maternal and 
child health and family planning services. These latter 
areas have recciived relatively little attention under the 
NHSSG, focussed as it is on developing institutional 
capacity at the central level. 

1. We recommend a follow-on health grant be structured 
to provide mainly project assistance. Given the emerging 
trend for donors to work within specific regions of Niger, 
careful consideration will have to be given to balancing 
USAID'S role with respect to support for functions retained 
by the central MOPH and support for improvement of service 
delivery in a specific geographic region, with particular 
concern for the delivery of primary care, MCH and family 
planning services. The follow-on grant should also seek 
close coordination, if not consolidation, with the family 
planning activities now under the Family Health and 
Demography Project. 

2. We recommend that if non-project assistance is used in 
a follow-on grant that it be targeted either to complement 
aspects of project assistance efforts, and/or to implement 
change in policy areas which have received considerable 



attention in the past. This NPA should be highly targeted 
with each tranche related to a significant reform in a 
single policy area 16/. Given the complexity of policy 
adoption and implementation requirements, non-project 
assistance should attempt to achieve change in only a few 
limited areas. Support for studies, workshops, and seminars 
in areas of emerging policy concern should continue, and 
consideration given to including a tranche to be programmed 
after the second or third year of the grant to respond to 
these emerging needs. 

3. We recommend continued support of central information 
systems and development of regional information data 
processing capacity. 

16/ For example, if the pilot tests for non-hospital 
cost recovery are suceessful, conditions precedent for the 
GON to adopt a policy of, and develop an implementation plan 
for, non-hospital cost recovery throughout the country would 
be linked to release of a tranche of counterpart funds for 
the start-up costs of non-hospital cost-recovery nationwide. 



- : ( '  m%E 1; PROGRESS T O W A ~ S  Am- OF TIiE THIRD TRANCHE OF THE NliS80 I 

A 8  OP JANUARY 1992 

CONDITIONS PRECEDENT TO I?m PROGRESS N1 OF JANUARY 1992 
THIRD TRANCHE 

I. COST rnCOVERY 

a. Hospitals 
-0 ...---- 

i. Report prepared analyzing patient Frwlorikoan/Gar.kam (August 1990 
registration and fee collactian Analyris of Patient Registration 
systuas at other hospitals. & F.r Collection Syotems at 

Xospftals other than NNX, Niger 

Rocommendations accepted far Recomaendations not reviewed. 
Improving patient registration and 
foe collection oyat.~. & facilities; 

Plan for implementation of changes No plan prepared. 
praparod C implomentation started. 

ii. Accrounting system at Niamey Hospital Hoapital staff trained in 1990. 
roviseb according to recommended New system not implemented. 
mystom; all appropri*+a staff train- 
ed. 

Plan prepared, if appropriate, for No plan prepared. 
adoption of the revised accounting 
system for all hospitals. 

iii.Report prepared for sample of QfDs Cost accounting study for NNH 
I hospitals on services received by not followed up for other 
types of patients C actual costa of hospitals. 
delivering services w/ analysis of 
relationship between costs of 
delivering the sorvices and payments; 

Analysis of posaible rovisod fee/ Analysis not performed. 
payment schedules. 

Recomnuulations made for rovioal Rmconondationr not made. 
C?e/payaont schadule. ., 

b. . - Non-hospital Ionriaom 
- .  ----...-.-.---------- 
i. Pilot otudies of all seloatod =st- Proposal for pilot stud re- 1 recovory options started and on- viowod by CR Committee n 

going. Preliminary report. prepared. January 1992. Efforts to secure 
funding underway. Projected 
study completion date Nov. 1993 

11. COST CONTAI- 
\ 

a. Drug Purchasing .---.---------- 
i. Hechanirm to monitor the application MP: Direation de Pharmacie at 

of the essential drug list isnplment- taborakoire created January 199 
ed. not yet staffed. 

ii. Study initiated to analyze drug CREDBS (Xars 1991) aEtude rur 
procurement C distribution practbcem 1'Extuuion du Syeteme de 
to mako recommendations on ways to Distribution des Uedicaments", - 

reduce drug costs (through purohase World Burk. - 

of gonuic drugs, bulk purchua). 

b. Boapitalo --------.. 
i* Study of hospital management in Study not undertaken. 

tralAans.?. h q f i t a  kar .cr??letd w i t h  
i-6. ,SJm~ndo2iox1~. Lor .. -3.;: contaimmt 
81@88UTOB r 

A F t i r ) n  plan for ~eL"c,+r,~,, 3 ronitorjmg No plan pmpataB, 



i . ~nalymim mado ailowing allocatio~ Wong/HcInnoa (May 1991) aNigor 

of tho operational & invortunt Publio Expenditure Roviowz 
budget 1986-88 by major clarrifica- Tho Health Soctorw, UNDP/World 
tion (including porsonnol, modicinoo, Bank. 
trasnport, contra1 adminiutration, 
peripheral merviceo, otherm) in order Colomer (Decombro 1991) "Appui 
to emtimato tho percontagom allocated Budgetaire a lfAdjumtomont 
to each morvico lovol. Tables pre- Structurol 8ecteurr 8ante ot 
pared showing budgot allocations for Educationw, FED. 
hospitalm and othar morvieu. Analy- 
mis mada of the diffuoncaa in these 
allocatfonm whon uaing operational 
and invomtmont budgatm. 

ii. Analysim cad. of tho alloocrtionm Same mtudiom a8 I11.i above. 
to personno1 & hompital morvicos 
in the 1989 budget (operational & 
'investment separately) and tho Qif- 
foroncom from-.astimatom aado for tho 
2nd trancha dioplayed. 

iii.Target porcontagu propoiad by the Target8 not devolopod. 
two partiam for tho permonno1 & 
hospital allocations for 1990, favor- 
ing non-hospital mmrvicos (pri.ary 
L secondary) & controlling alloca- 
tion~ for pumonnol. 

IV. RESOURCES WAG- 

a. Personnel 
--.--I-- 

1. Action plan mlaberatod & implemented Budget projectionm not developed 
started taking into conmideration No plan developed. 
peroonnel programming (quotas) by 
level of basic training bas.4 on 
budget projoationm 1988-1991. Targot: 
208 of mahedulo u~mplotod. 

ii. Application of p.rmonn.1 programming Budget projoetioru not dovolopod 
(quotaa) for hmalth morvicu accord- Quotas not app1i.d. 
ing to rocurront budget projoctiono 
for 1989-1991. 

1ii.Ovoralltraining program rovired and DPPS dovolopod S yoar training 
annual in-aarviao training programmng program. 
oetablishod baaed on neods asmosoment 
& taking into conmideration primary 
hoalth morvica program8 & job deocrip- 
tionr. 

iv. Operation. resoarch startad on differ-Continued offortm on tho part of 
NGOS 

- 
a t  suparviaory syatuna for V#T; 

Studio. lmpluontod on suporviaion Studies not undertalcon. 
for other health facilitioo. 

b. Drug Availability 
-.----I.----.---- 

i. Analyeis mtarted on availability of No analyaim started. 
essentiaP drug. in health facilities, 
particularly regarding chloroquino & 
era?, rehydration packots. 

ii. Study underway for 'oaorliLinr*!l'QJ~fi . ?.=gs . (:u& .kg 3 & h ' " % ~ ~ ; , , ,  wl~t. .  

nation-wid. drug dietribution eysta;,~,' &rrsxton8ion du 8ymt.1. de 
aim%ribution . dam Modicamcd?kmt~, , 

- 2 7  - 



V .  n u w b u  C L . N V ~ * & & ~ Y  
: I '  r naL*I T - 5 

I - a. Planning Prooemm ---------------- 
1. National plan document wing decen- USP 8e.killg donor funding for - 

tralized planning process prepared C preparation 02 regional health 
. implamontation mtartad; planm. 

Annual plan documant updctad includ- Last heallsh plan dated 1987, 
ing: intagration of mtudy L rarearch See V.a.1 abova rm: regional 
remultm from prior yaar, mtrategier planning. 
ralat.4 to availabla reeourcem, objac- 
tivom jumtified w i t h  data available on 
mortality, morbidity, 61 8arvica utili- 
ration. 

ii. Capacity of  management information National information 8ymtu 
myst- q a n d e d  to include data on installad in 1990. 
health marvices utilization; 

gotablimhment of mechanisms for infor-~ables prepared but no formal 
mation faedback to health facilities feedback mechaniem. 
and hpsovad use of information. 

b. Bwluation 
-I)-HIIIII 

I. Symtu emtabliahad for monitoring of No system designed nor 
policy refornu and their integration emtablirhod. 
into hoalth planning O programming. 

Propooal for centralized raview myr- No propoual preparad. 
tam f o r  utudiae C operational reoearch 
  re pa red. 

ii. CantraXizad revlaw eyrtam for studies No syetmm derigned nor 
& oprational rerearch impl8mented. implementad. 

iii.Procedure implemented for on-going No procedure designad nor updating 02 calendar for 8tudi.m C fmplamented. e~rational research; 

Progrorm raport prepared. No report preparad. 

a. Faaily Planning Law 
--n-m-o=-----.99-- 

i. Promulgation of legimlation or dacram Leglmlation paumed. 
legalizing the use and distribution 
of contraceptives and provimion for 
family planning aarvicas. 

b. Population Policy 
----HIII-IIIII-- 

i. Publication of the comprahanmive Policy publimhad. 
duographic policy of Nigar. 

a Contracaptivem 
------9------I 

1. Study of import duties c feamibility I.port dutiam C private mactoii 
& advisability of charging for pricing: 
contracoptivom underway. Baird/T.klamarium (Juna 1993) 

Trip Report, Nig- Use8mmont~ 
801YARC. 



TABLE 2: APPROVED AND ACTUAL EXPENDITURES FOR NHSSG SUB-PROJECTS (FCFA) 

SUB-PROJECT FUNDING APPROVED ACTUAL EXPENDTR Al4OUNT 
AMOUNT 0 AMOUNT % REMAINING 

Secretariat 92,581,598 15.29 92,581,598 19.62 0 

SNIS 146,291,578 23.9% 107,728,823 22.8% 38,562,755 

Journee DVEtudes 24,259,310 4.0% 24,259,310 5.1% 0 

Supervision Generale 30,444,000 5.0% 5,285,913 1.1% 25,158,087 

- Projets MSP 160,128,092 26.2% 96,242,707 20.4% 63,885,385 

LMD 32,078,492 5.2% 20,048,527 4.2% 12,029,965 
- ESV 50,717,600 8.3% 33,875,507 7.2% 16,842,093 

Seminar/Atelier 35,332,000 5.8% 6,799,485 1.4% 28,532,515 
- - Etudes Politiqus 42,000,OCO 6.9% 35,219,188 7.5% 6,780,812 - 

PEV 14,010,000 2.3% 10,423,435 2.2% 3,586,565 - 

medicins SF 92,700,000 15.2% 92,700,000 19.6% 
- 

0 
111=11111-1 1=111111111 11111-11111 

TOTAL 611,082,911 100.0% 472,648,482 100.0% 138,434,429 22.7% 



- - 

- - Table 3:  SHORT-TERN TECHNICAL ASSISTANCE AND 

- 
NHSSG, 1988-1991 

- NAME OF CONSULTANT DATES OF ASSIGNMENT 

1988: 
11111 

-3 -- Taryn Vian Jun 15-Jul 11, 1988 
-m Sif Ericseon July 1988 
a Vince Brown July 1988 

Felix Lee July 10-29, 1988 
- 

Marty Makinen July 24-30, 1988 
Nancy Mock July 24-31, 1988 
Eric Swedburg (intern)Jul 10-Sep 4, 1988 

- Karen Budd (intern) Jul 22-Sep 8, 1988 
Marty Makinen Oct: 29-Nov 3, 1988 
Taryn Vian Oct 29-Nov 12, 1988 
Holly Wong Nov 27-Dec 21, 1988 

1989: 
111.11 

Nancy Baughman Jan 3-Mar 31, 1989 
Marty Makinen Jan 4-7, 1989 
Nancy Mock Feb 6-16, 1989 

- Holly Wong Mar 27-Apr 24, 1989 
Nancy Mock Aug 6-11, 1989 
Michael Edwards Aug 13-Feb 11, 1990 

Marty Makinen Aug 20-Sep 2, 1989 
Greg Becker Oct 21-Nov 12, 1989 - 
Steve Franey Oct 22-27, 1989 
Keith McInnes Oct 28-Nov 18, 1989 
Ricardo Bitran Nov 5-12, 1989 

1990: 
-1111111 

Harry Godfrey 
Felix Lee 
Greg Becker - 
Therese Fortier 

- Nancy Mock 
Keith McInnes 
Jonathan Smith 
Noreen Qua116 
James Setzer 
Patricia Daly 

7 Kirsten Fredericksen 
Ricardo Bitran 

Jan 20-Feb 24, 1990 
March 6-11, 1990 
Mar 20-Apr 5, 1990 

Feb 1-Mar 26, 1990 
March 1990 
May 20-Jul 16, 1990 
June 1-19, 1990 
May 28-Jun 15, 1990 
May 21-Jun 20, 1990 
May 23-Jun 13, 1990 
Jul 22-Aug 16, 1990 
August 1990 

Greg Becker -\ Oct 8-25, 1990 
James Setzer Nov 22-28, 1990 
Francois Diop Dec 1-21, 1990 
Michael Edwards Dec 26-Jan 18, 1991 

BACKSTOP VISITS 

POLICY AREA & SUBJECT 

Prep: Hospital Studies 

Decentralized Planning 
Computer programming 
Database conversion 
Backstop visit 
Backstop visit 
Database conversion 
Study: MOH/SA 1988 Budget 
Backstop visit 
Prep: Hospital Acct 

Backstop visit 
Backstop visit 

Backstop visit 
SNIS Programming 
Computer Training 
Backstop visit 

EPI CEIS 
EPI Computer Programming 
Study: Hospital Cost 

Containment 
Study: Training Plan 
Backstop visit 
Facilitate HEcon Transition - - 
Study: VHT Financing - I 
Study: VHT Costs - - - - - 
Study: Manpower Plan 
Study : Manpowe r Plan - 

Study: CHDs Registratn = 
Backstop visit 
Prep: Non-Hoep CR Study 
Study: NNH Triage - 
Backstop visit = 
Prep: Non-Hoep CR Study 

- 
SNIS Programming 



1991: 
11111 

Greg Becker 
Keith McInnee 
Marcia Weaver 
Nancy Mock 
Ricardo Bitran 

.?pril 1991 (USA) Summary: NNH Triage Study 
may-Sept 1991 Prep: Hospital Wkshop 
~ u g u s t  1991 (USA) Summary: Hospital Tariffs 
December 1991 Backstop visit 
December 1,991 Backstop visit 



ANNEX 1 

INTERIM EVALUATI0N:NIGER HEALTH SECTOR SUPPORT GRANT 

STATEMENT OF WORK 



PXOIT 683-0254-3-71105 
Paga 4 of 9 pager 

I. 2-: The purpose of t h i s .  procurunont i m  to rocruit a two- 
pvroon team to conduct an interim evaluation of  tha Niger Haalth 
Sector Support (MHSS) Grant. 

11. -a: The Niger ~ i r a l t h  Soctor Support (NROS) Program 
8igned on Rugunt 28, 1986 i r  a amvan-year eector gran t  to ammiet 
t&o Govarmasnt of Niger (GO#) t o  achiavo der i rab lo  and r fgn i f i can t  
h-1- and pepulrrtjan pol jay rnfonnm and to p r w i d r  domutic  
argrital to finance arrontial hefilth rervicr aativitiaa promoting 
child 8 ~ ~ i v a l .  Tha NtltSS Grm'k i r  errantial ly a rmmourca t r an r f a r ,  
wifch 8 forrrj gn exahangcr cornparrant t o  f inanae tachnical rariatanca, 
rtudiam and training. To datlm, a total of $17.2 r i l l i o n  ham beon 
prwidad t;hrough tha progra~m'e two componurtm. Tho Projact 
A ~ ~ m l s t a n c ~  (PA) component ((183-0254) ~ r o v i d r a  4 . 7  willion to . 
fj,nmce fang- and ehort-tern tachnical anaintanco, t ra in ing,  
atraluation and aud i t  emrvicsfl~, Tha Non Project Arsiirtancr (NPA) 
craaponent (683-0276) provider $10.5 million in ra8ourae traneferm, 
QlvLded in to  f ivo incramonte which are to  ba dioburaed t o  tha GON 
following matir faation of pol icy reform condi t ional i ty  . The 
rawisad Program Araietance Coiinplatfon Date (PACD) i s  Docamber 31, 
1,993 

!Prim condition8 pracadant t o  releaao of aach increment ef  the 
rarourca t ranofer  are r e l a t ad  t o  the following pol iey  rrforn area6 
and purpamant 

1. Coat rocovory $n tha Aorpitalr: t o  analyen premant'coat-recwegy' 
of fort., propom. change. t o  imprwa coa t - racwaq ,  i i tp luent  
changm nnd monitor imprevcaents ( e .  increamoa) in  zomt rmoovary: 

2. Comt reawery i n  non-hompital nurvicamt t o  tent eelected 
approaahes t o  c o a t - r a a m r y  for curativo rorvicrs, asses. each, 
prepare and implamant a natiorral coct-roaovcry policy, 

3. Cost containment i n  drug purchasing and dimtribution and 
horpital management: t o  datarmino approamor f o r  reducing coat of 
drug acquisition and dimtribution, monitor the lu~1uuulrnCation of 
these approachrm, and m a k .  adjustnont8 a8 nerded t o  further rrcluco 
coats? and to  ldmt i fy  rathod8 for reducing rerourco nsadm at the 
keap i t a l r  by hprevinp mn&ya&itt U A ~  ~ w u i t w r i ~ r ~  Ulr irplr~rrrtrtlon 
of management imprwemontrt 



' ,  

4 .  Remotarc. al lmation i n  tha national health budgstt to analyzr 
prooent rorouroo allocatf onr, in the health budgat, particularly 
in  relation to allocations f o r  horpAtalo and fo r  porrronnel, to  
propose targote for more agpropriatr levale of tharm ra8ource8 (and 
thereby free up moro budgetary raeources for drug8 and primary 
health cars rrenrices), and nonitor budgcrtm and oxpmditurem to 
armare wbethsr thaae tarqrtm are met1 

5. Hanaganent of, health personnel rerpouree8: to  imprwm .llocation 

Of p. roonnel roaources a s  related to rtaffing of rural haalth 
iac  litia8, rtr+nytllrtn training -rough bettor planning and 
coordination, and etrmgthon utilieation o f  parmanna1 by fn~uring 
rora affective mupamaimion and wera l l  mtructu~ing of primary 
kerrath cur  aarvicart 

6 .  Health aaetolc planning: to inatall  rora urrraiul hoalth and 
management infomaation oyetems, to artablish harlth planning 
grocedur.8 4 noa orating decmtralizad plannflng polioy , and 
preparing and rev minq on a regular besio a national hoalth plant 
and 

=r 
7 .  Population polic and morvices: t o  oxtend arrd l .qrXjz* gamily 
planning marvice de 5 ivary and fac i l i ta te  t A a ~  importation and 
distribution of contraceptives; to aonduct the analysar naadad for  
thm proparation and pronulgation o i  national population policy. 

I~~lplsnontation of tho Grant ha8 pr0eed.d 8lower than originally 
antisipatad, ma eondltlonr precedent to th. firrt dirbuzanont 
f o r  the trchnic~l mnnJ atnnce and ref atad portione of tha g n n t  were 
m 8 t  in tho mpring o f  1997: the conditionr pracrdant for eho f irat  
inctemnt  of dollar trawler wer8 mat a t  tha and of  Auguat, 1997, 
six 8Onths attor the dato given in tha grant agtmemant. 

I 

Suba.qu.ntly, tho GON made notable progr8ar i n  sevaral policy 
araa8. Propomalr war@ developed t o  pi lot  t m r t  coat rcecovary 
eymtems fer  PO^ honpital servic.8. Procedurl~a were darignod to 
imprcnr. tariff rtructlurm, accounting and patient reqimtration 
~ y 8 f e m  8t  Niamoy hospital and improve aoet xacovary. A fiat of 
eraenti81 raodiaations to be eold at roduaad pricar was dovol~pad 
anb adopt.6, Mtarnate ~chmer vere conrid8r.d to lowor aostr of 
drug8 purchaaod by the para-otatal pharmaaeuticrl monopoly. A 
management infomation myatem war dovoloped and inatrlled. Alma, 
a law authoriaing tho use of  contraceptive8 wa,r erurctaq and a draft 
national popufation policy war prepared and submitted for fomal 

apprwal. 

A anid-tern ova lua t i~n  UP tho grogran war aarriad out in 8olpQeanbor 
1989 and conditions procadant to t h m  second dollar tranrtor ware 
mat in  Nwnbat  1996. 
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The evaluation of tho NHSB Grant will rrqufr. th+ sarvicrr 00 8 
Health ~conomirt /P la~or  and a ~ublio Policy Rorrrrch tand/or 
Organizational Spscislimt. Tho rvaluat ion w i l l  t u  carrid othbucrr 
8 three-week pariod, baginning in early Dacombsr 1991, and includo 
3 pzlnalpal comrpenentr t 1) analyele of progrrmm , or lack thereof in 
tho achievement of policy .ob5yctfvam; 3) &bU+Pm+nt of g x o g r u  
manageacnt and related tochnicat inufatanca and training eupport; 
and 3 )  ident i f i ca t ion  of requirad modificatlons/changaa in program 
ot jor;Livru,  mta a t r y g  c r r r l l / & r :  cenf igurstion. 

1. Nan-Project Aaaimtanccr Tha t h  will conduct a thorough 
analymis and aoooaam~nt o i  policy and inrtitutional reform8 enacted 
under tha Nnsrr srant, inoluding a biacusrion oC their uontribution 
toward achievement o f  the pxojact purpora and the extant to wh$c)r 
they have or havo not bran fully implementede To U t  end, ma 
toan w i l l  review each of rrvrn policy rafezm araam o f  tho I(RS8 
Grant and deta i l  barriora and conrtrrintm which havo hindatad 
further progresr in  implementing policy and inmtitutionrl reform 
aneasuree an rrpuirmd by Uu. corrditlorrr praa~drnt for rubrequent 
d o l l a r  transfers to the local counterpart fund. 

- 

The team w i l l  also arsoao ,WN succas# in a m  implemantat~on of = 

nealtn policy r8zom in genera&, I. o., rhm naturr and aiiuut~vcrrruun 
of the policy-making procese and roaultdng pblicier. mi8 - 

aesaeement w i L l  include dimcuasion of MOB internal organi~ation and 
in8titutlonal capaoity, rx i r t ing  tnsuhanlumu fur IrrLrer- r r u f  i r ~ l r r -  
ministerial ooordinat$on and Urci8ion-oleking and overall knowledgo 
of and commitment to the objactivem of tho Grant. It will a180 
examine tha ality of mtudies performed to data for w a  in 
anelyzimg p X  I? q reform rreer, 4.linarting policy teforrr imauru, 
and acl&,zlarp&&g policy roform iaprct. 

1. Project A8rirtenco: 'S3ro @valuation t a u  will r m v i m w  Chr .xl .~r~t'  
to whAch tachnicrl ramimtancm (TA) and training in-- provided 
under the Grant, and USAID and CON program aonitoring and 
management, have contributed t o  tho achiovomant o f  NHSS progsrh 
objectives. Tbio raviaw will examine tha apprapriatenara of the 
currant long- urd short-tom T : conf igurationr tho performurea of 
tho Tulane/Abt TA contract, j..rcluding tho rrlrvanue, tiaalirtuuu, 
qual i ty  and uaa of advise aervicea ptwidad under the contract 
and the 8uccese of the roo r dent tram in tranmfsring skillr to tho 
ebn; and the uo3~plemlrrr1ter;.ty of there md ethes TA sasowcbs 
contracted directly by USAID or thtough buy-in8 f o  oxieting 
centra1Jy funded contractm. It will also r8aer8 the oelmctian and 
placement of long-term CraSiiirty partidyranto as4 the rffectivmssm 
of M e  HOH as the countorpart and implementing agena , partScularly 
the lack o f  erfommnae and utilitation of war8 ght rt~obmie1h8 P r 
ouch ar the p annod high-level Policy Roioza and Ravimw CcrmmitCuu. 
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3 .  Re~ommendationa for  New Policy or Xnrtitutional Roformrt 
Within the framrawork of tha NHSB program purlper+, thr tswp mlruuld 
dovalog roaommondatf one, am appropriate, f o r  new ref  o n  initiative. 
that  would asri8t the GON in accmlorating progrrrm towa* the 
mutisfaction of rxiating condition@ pracodent and rchievement o f  
program objactivar. Thaaa rraommendationn rhould bo promanted in 

- ruoh a way a8 to arairt +ha Miasion in angaging in an axpandad 
policy dlalcyur with the am. . Tkr U $ u  ruyud ,  U v  uvrlurtion tsan 
should draw a clear dimtinction between rscararaandrtionr for changer 
that would repreqent a modification, continuation or  rtrangthening 
ot reborn maaaurar rh8r are a part or ma exieting nus program, 
changar which right ovolva out of conditionality alraady in plmce, 
and changes that would rapresent complotoly now roformr. 

Tho teaa will a180 adbraar iaaues ralatad to t h m  capacity of  the 
eon to iaplaawnt idantifi.d policy refom wamurmm and tho oxtank 
that eeanomia paliuy referme have been inatzumentrl in helping 
to incroare th. aurtainability and eifectivanamm of  the harlth care 
dolivery ayetea. 

I V .  a ando ttoax! will be briefed and oriented 
upon ar r iva l  at USAID/Niger .  Two working day8 prior to departure, 
the term will provida t h a  mireion with a naz~htiva dtaft, in 
Englich 8nd Pronoh, of tho axooutfvo curmPary o f  tho evaluation 
report, detailing the i r  principal finding., concluaionm and 
recommendationr . Outing final drbriaf ing8 with Xir8ion and hort 
govemnnt off ic is la ,  tho t a u  will lurkher olaborato an points 
contained in the draft axacutiva rummary. Within two wade8 
following thair daparturo from Niger, the tom will fomrd the 
oomploto draft of tho ovaluotion roport far ~iocrisn review and 
conrront. Tho mimaion will hava 5 working day8 ts mvimw t h m  re 
and prepan writtan connant8~. Th. t a u  wila. krporat .  g g  
comentr into tha fin.1 rmport, which mwt k rwoivod by tha. 
Xirrion within 10 day8 following.their racript by thm conttrctor. 

.LIT 

The final repork will includo an oxacutivo aunary, a datailad 
dascription ofthe  team's findings and s ecifiac~nclusiolu arrived P at during tho evaluation, lists of all ndividualm intarviawad and 
doeumenta conmultod, and a summary of recomendationm. 
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Tha Leah will work in collaboration with the Director of the HOH 
Direction of Studfor and planning (DEP) and other deefignated 
N i g c  :ien aounterparta, as appropriata. The team may aleo be arkeb 
to rapott occrrionslly t o  the Secretary General nf  thn MOW.'. 

V I .  -e Period: The perfomanco pariod will be a t o t a l  af 
approximatoly 30 days, w i t n  an csstimtad 3 weah  davotrd to in- 
country fieldwork t o  begin on or about Mcnmbar 2 ,  and end on or 
about hcember 21, 1991. Thir pharo will bo pteceded by 
approximately 2 .daye preparation work i n  Wachington, analyzing 
docwaente, intarviawing AID and csntractor s t a f f  and beating with 
other relevant peopla and organiaationa. A mix-day work work will 
be iauthorirrod for tho in-country fialdwork pharo of thr evaluation, 

VII. aualification.8 
A. - 4 t b l ~  individual h o u l d  hava at 1mo.t 
a maetmrr level  degrar (preference given to doctorate) $n 
sconamicr, with an eaaphaeis in hoalth rconorriaa. The candidate 
chould l r k ~ s  a t  laamt f i ve  years working in applied health eoanomioc 
otudias and/or policy developmsnt and implmantrtion, w i t h  a t  larot 
thrae year# working i n  dovrloping countri.8, profermca given to  
Prsncaphona Womt African aountriao. A minimum French lrnguago 
capability of' FSI S-3, R-3 will be required aaa wall am cltronq 
writing s k i l l s  i n  cnglish.  Ithe oandidate ehould aleo huva 
exporionce in the application of applimd ranmarch i n  haalth poliay 
development, mearuremcmt of the impact o f  health policy roforar and 
strong pragram evaluation s k i l l u .  

80 C PO Clt 8 - T h h  
i n d i v E 1  rhouyd hav&naa- i n  publia 
administration, burinems, intornationrl r r f f r r f r m  or othar area8 
pertinant to  tha iaauaa baLng evaluated, and m u ~ t  have atrong' 
uxyocience in evaluating palicy and regulatory reforma, and in 
nrseaaing r e f o r m  in term# ~g program objactiv4s. The candidate 
should a180 hava experience in policy and/or organizational 
analysis, accaccmant of managanent and information eystems and a 
mininun Franch language capability o f  FSI 5-3, R-3 with etrong 
writing akil3s in Pnglioh. 
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ANNEX 4 
REVIEW Or BEALTH SECTOR FINANCE Xllll MZGICR 

AND REFORMS UNDER THE NB491($; 

The purpose of t h i s  annex i s  t o  provide cilet,ailed information 
regarding t h e  evo lu t ion  o f  h e a l t h  s e c t o r  resource a l l o c a t i o n  and 
f inanc ing  po l icy  from 1985 through 1992, t o  delincsate how t h e  NHSSG 
con t r ibu ted  t o  t h i s  evolut ion,  and t o  evaluate  c o n s t r a i n t s  t o  
achievement of t h e  o v e r a l l  reform ob j ec t i ve s  of t h e  NHSSG. Sect ion 
I1 of t h e  annex reviews information about t r ends  i n  h e a l t h  s e c t o r  
f inance  dur ing the e a r l y  1980r~ and the i r  inf luence  on design of the 
NHSSG and o t h e r  donor programs i n  Niger. The s(et::tion a l s o  reviews 
a c t i v i t i e s  under t h e  NHSSG and evo lu t ion  of po l i cy  through t o  1992. 
The po l i cy  a r ea s  reviewed a r e :  i) hea l t h  s e c t o r  budgetary 
a l l oca t i on ,  ii) h o s p i t a l  cost-recovery and cos t  containment, iii) 
non-hospital  c o s t  recovery, and i v )  drug cost: containment and 
extens ion of t h e  de l i ve ry  system. Sect ion XI1 of t h i s  annex 
a t tempts  t o  draw from t h i s  review lessons  1ea:cmed f o r  design and 
implementation with respect t o  h e a l t h  s e c t o r  firl~ancing reforms. 

11. EVOLUTfON OF m T B  SECTORFINANCINGPOLICYIWAIDMINISTMTIVE 
REFORM UNDER THE NHSSG 

A. Resource Al locat ion:  Budqet 

1. Problem Analysis : mSd~-80888 

During t h e  e a r l y  1980s, GON investment expenditure f o r  t h e  
h e a l t h  s e c t o r  equal led  no more than  2 percent  of o v e r a l l  investment 
expenditure.  The r ecu r r en t  budget f o r  t h e  Mini'stry of Health and 
Soc i a l  A f f a i r s  (MOH/SA) remained r e l a t i v e l y  constiant i n  r e a l  terms, 
and was equal  t o  about 6 t o  7 pe rcen t  of t h e  o v e r a l l  GON r ecu r r en t  
budget. R e a l  expenditure p e r  c a p i t a  decl ined over t h e  period,  and 
was equal  t o  730 FCE'A i n  1984. By 1985/6 t h e  balance of government 
r ecu r r en t  f inancing f o r  t h e  s e c t o r  was s h i f t i n g  t,owards payment of 
personnel  i n  c o n t r a s t  t o  o t h e r  inputs .  I n  addi t ion ,  a  
d i sp ropor t iona te  sha re  of f i n a n c i a l  resources olere a l l o c a t e d  t o  
f inance  h o s p i t a l  s e r v i c e s  (50%) se rv ing  pr imar i ly  )urban a r e a s  where 
only 15 percent  of t h e  populat ion r e s ide s .  -- 

2.  Conditioa8 P r e c e d e n t  i n  tho #BSSG 

Addressing t h e s e  o v e r a l l  t r ends  and s e c t o r a l  c o n s t r a i n t s  
t r e n d s  formed t h e  b a s i s  of t h e  design of benchmarks f o r  t h e  Niger 
Heal th Sector  Support Grant (NHSSG) . However, t h e  design and 
imylenentat ion of t h e  NHSSG seems t o  have considered analyses  of 
t h e  MOH/SA budget as p r imar i l y  an exerc i se  i n  monitoring t h e  
p rogress  of reforms t o  s h i f t  GON resources from personnel  inpu t s  
and h o s p i t a l  s e rv i ce s .  The NHSSG included eond i t i ona l i t y  about t h e  
GON and USAID s e t t i n g  t a r g e t  percentages f o r  a l l o c a t i o n  of GON 
r ecu r r en t  budgetary resources  by category from t h e  t h i r d  through 
f i f t h  t ranche .  The growing importance t h a t  donor resources  were 



play ing  i n  t h e  f inancing of t h e  r ecu r r en t  c o s t s  of  t h e  s e c t o r  was 
recognized a t  t h e  time of rev i s ion  of  t h e  g r an t ' s  benchmarks and 
a n a l y s i s  of t h e  MOH/SA'S budget was t h e r e a f t e r  considered t o  
inc lude  t h e  investment a s  well a s  the r e c u r r e n t  budget. 

3. Progress in Budget Analysis and Allocation under 
the NBSSG 

During t h e  f i r s t  year of p r o j e c t  implementation (1988) a 
s tuden t  i n t e r n  c a r r i e d  out an a n a l y s i s  of  GON resources i n  the 
s e c t o r .  I t  was a l s o  proposed t h a t  a n a l y s i s  of t h e  a l l o c a t i o n  of 
donor resources  i n  t h e  sec to r  be c a r r i e d  out  by a second i n t e r n ,  
but  t h e  MOH/SA held up approval f o r  t h i s  ind iv idua l ,  and t h i s  work 
was f i r s t  postponed, hnd eventual ly  not  c a r r i e d  ou t  I / .  

Not u n t i l  1991 were analyses c a r r i e d  out  of t h e  a l l o c a t i o n  of 
t h e  o v e r a l l  MOH/SAts investment and r e c u r r e n t  budgets. These 
s t u d i e s  were f inanced by t he  UNDP/World Bank (Wong and McInnes, and 
McInnes and Wong, both May 1991)  and by t h e  FED (Colomier, Decembre 
1 9 9 1 ) .  These s t u d i e s  make it p o s s i b l e  t o  revieu  t h e  evolut ion  of 
resource  a l l o c a t i o n  and fi.nzilcing i n  t h e  h e a l t h  s a c t o r  during t h e  
l a t t e r  h a l f  of t h e  1980s,  and t o  a s s e s s  t h e  impact of t he  NHSSG on 
t he se  t r e n d s .  Comparison of f i n a n c i a l  d a t a  f o r  t h e  hea l t h  s e c t o r  
f o r  1989 */ with  da t a  f o r  1980 and 1985 sugges ts  t h a t  t r e n d s  
observed i n  t h e  e a r l y  1980s have continued through t h e  l a t t e r  p a r t  
of t h e  decade. The claim of the  MOH/SA on t h e  budget of t h e  S t a t e  
appears  from t h e  f i gu re s  c i t e d  t o  have remained constant  from 1985 
t o  1989 a t  nea r ly  7 percent.  However dur ing  t h e  same period, GON 
r ecu r r en t  f inanc ing  f o r  t h e  s e c t o r  "/ dec l ined  from 52 t o  4 3  

/ There is evidence t h a t  t h e  DEP/MSP did not  f i n d  ana ly s i s  
of t h e  icwevtment budget a nhigh p r i o r i t y n .  The November 1989 
Managebnsil'i Meeting Minutes i nd i ca t e  that  c o n t r a c t  expenditures  were 
being reviewed t o  determine i f  s u f f i c i e n t  funds remained f o r  short.- 
term technical a s s i s t ance  f o r  a n a l y s i s  of t h e  investment budget. 
Evident ly  a n a l y s i s  of t he  investment budget was e i t h e r  not  

. considered f e a s i b l e  o r  important enough :to have had funds ear-  
marked i n  the  workplan f o r  it. 

'/ FY 1989 was se lec ted  f o r  t h i s  comparison over 1990 f o r  
s e v e r a l  reasons:  i) t h e  Ministry of S o c i a l  A f f a i r s  was separa ted  
from t h e  Min i s t ry  of Health i n  1990, ii) the  G O N f s  f i s c a l  year was 
s h i f t e d  from October t o  September t o  January t o  December i n  1990 
and s t r a i g h t  l i n e  adjustments t o  t h e  f i g u r e s  f o r  t h e  15 month 
pe r iod  t o  equal  a 1 2  month per iod  may be  misleading. 

However o ther  f i gu re s  f o r  1989 (Wong and McInnes, May 
1991)  show MOH/SAts budget t o  have remained a s  6.9 percent of t h e  
t o t a l  budget and Colomier's (Decembre 1 9 9 1 )  f i gu re s  f o r  1990 
sugges t  t h a t  t h e  h e a l t h  s ec to r  budget r o s e  t o  8.1 percent of t o t a l  
GON expendi ture .  



percent of total sectoral recurrent expenditure. Over the same 
period, donor funding increased from 10 to 19 percent of total 
health expenditure, while household e~~penditure for hospital fees 
and drugs remained with a constant sha~re of about 37 percent (see 
Annex Table 4.1 P '/. 

Allocatirjns for personnel compensation increased from 45 
percent in 1980 of government financing for the MOH/SA to 58 
percent in 1990. Allocations for medicine and vaccines declined 
from 31 to 19 percent, and for transport from 10 to 4 percent, 
while allocations for other recurrent expenditure increased from 14 
to 19 percent to GON recurrent finanacing for the sector. Donor 
financing for recurrent expenses of the sector shifts the balance 
of personnel to materials balance from 58 to 42 percent to 43 to 57 
percent (see Annex Table 4.2). While in 1985, an estimated 50 
percent of the government's recurrent health budget was allocated 
to hospitals, in 1990 this had risen to 58 percent. Government 
support for non-hospital services declined from 40 to 30 percent 
during the same period. Donor Zinancing again shifts the balance 
of recurrent financing for hospital as compared to non-hospital 
services from almost 2:l (for GON budget only) back to a ratio of 
1:l (see Annex Table 4.3). 

4 .  Status of Budget Allocation Referm by 1992 

The above suggests that reform efforts have, to date, had 
little impact on halting cr reversing the trends in the allocation 
of resources observed in the eartly 1980s, nor in generating 
financing from cost-recovery activities for the health sector. ,To 
a considerable extent the declinle in Niger's economy and in 
government revenue has limited the GON's options with respect to 
the reallocation of financial resources. In addition, the growth 
of donor resources for non-personnel inputs, and non-hospital 
programs, have provided little incentive to GON decision-makers to 
shift their resources in these areas. 

The likely continued importance of donor resources for the 
financing of investment and recurrent costs of the sector 
highlights the need for improved donor program and financial 
coordination. There is now considerable interest in instituting 
program budgeting in the MOH and MSA/PW to facilitate allocation of 
donor funds, and also to develop mechanisms to improve the 
disbursement of available funds so as to alleviate the social costs 
of the continuing structural adjustment program. In addition, 
starting with the "Journees dtEtudesm in Dosso in 1988 there has 

/ Other sources of financing for the health sector not 
accounted for in Annex Table 4.1 include: i) household payments for 
private physician/clinic services, ii) expenditures of local 
governments (arrondissement/commune level) for health (Darbera and 
Hall, December 1991). 



been discussion of decentralization of health sector finance. The 
1989 budget was to allocate to departments investment and operating 
budgets except for personnel and operation of programs at the 
national ministry 'Level. As efforts to achieve decentralization 
move forward, access to disaggregated information on donor 
expenditure by geographic departments will be important to 
facilitate the planrling' of resources. 

B. Hos~ital Cost Recoverv and Cost Containment 

1. Situation Analysis: mid-1980s 

Studies conducted by the MOH/SA and MOP in the mid-1980s with 
World Bank financing, found that about 50 percent of the GONfs 
recurrent expenditures in health were allocated to Niger's 8 
hospitals which provide primarily curative services to the 15 
percent of the population that resides in urban areas. Allocation 
of GON investment expenditure was found to be similarly skewed in 
favor of hospital services, and mechartisms were not in place to 
review the recurrent cost financing implications of donor 
contributions for hospital construction or equipment. 

While a system of charging for hospital services had been 
created by decree (No. 62-127/455) in 1962, fee levels had not been 
changed, nor was the collection of charges rigorously enforced. It 
was estimated that if the 1962 tariff system were rigorously 
applied revenues would cover 40 percent of Niamey Nacionalf s and 13 
percent of %inder hospitalf s operating expenses. A modified 
hospital tariff structure was proposed in 1984 that was estimated 
would have generated revenue equivalent to 65 percent of Niamey 
National and 55 percent of Zinder hospitalsf operating expenses. 
While this new charge schedule was rejected by the Council of 
Ministers, in June 1985 it was decreed: *... that there will be a 
rigorous application of existing legislation concerning fees for 
medical visits, exams, hospitalization and medical evacuationsw ' 1 .  

2.  Donor Efforts at TirPo of NRSSG Desfp 

As part of overall efforts to restrain and influence overall 
public sector expenditure, the World Bank's structural adjustment 
programs in the early 1980s included conditionality regarding 
allocation of resources in the health sector. Growth of hospital 
revenue over the period 1982 to 1988 in both nominal terms (by 190 
percent) and as a percent of hospital recurrent expenditure (from 
4 to 7 percent) suggests that efforts taken to improve hospital fee 
collection during this earlier period had a positive effect (see 
Annex Table 4.4) . 

5 /  Kelly, P. et.al. (1985), p ,  106 and134-5. 
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The Bank's Niger Health Project, appraised in February 1986, 
included conditionality regarding the conduct of studies and 
subsequent development q-" action plans for hospital services, 
specifically: 

o Study of hospital fees and proposal of action plan by August 
31, 1986. 

o Study of the cost-effectiveness of shifting services from NNH 
to the University Hospital, with proposal of action plan by 
September 30, 1986. 

o Study of hospital management, including financial management, 
with proposal of action plan by March 31, 1988. 

Funds for implementation of activities identified in the action 
plan were to be financed by the Bank project. 

In addition, medical doctors from countries such as France 
have traditionally been placed in Niger's hospitals to providing 
medical and other technical support. 

3 .  Condition8 Precedent o f  the NHSSG 

Given the issues identified regarding hospital services, and 
the planned inputs from the Bank project, the original design of 
the NHSSG included conditionality to reinforce the implementation 
of the Bank's activities in the hospital sector. In addition, 
conditions prtcedent were included in the NfiSSG to: i) design a 
system to improve the patient registration and fee collection 
systems at NNH; ii) revise the accounting and reporting systems at 
NNH to permit on-going monitoring of hospital expenditure, revenue, 
and cost recovery; and iii) report on improvements made in hospital 
management. 

By the end of 1988, it was recognized that the Bank project 
was experiencing significant delays in carrying out the hospital 
studies, and it was agreed to shift these to be carried out by the 
TA team under the NHSSG. Revision of the benchmarks, finalized in 
the Third Amendment to the NHSSG (dated July 1989), added 
conditions to conduct studies of: i) patient registration and fee 
systems at hospit.als other than NNH, ii) the costs of providing 
services and relationship of costs to fees charged, and iii) 
hospital management. Conditions precedent were also added 
regarding the GON review and adoption of the studies 
recommendat ions and preparation of plans for impleilientat ion. 
However, funds for implementation of these plans (certainly at 
hospitals other than NNH) were not added to NHSSG counterpart 
funds, and it is uncl2ar whether funds in the Bank project could 
still be utilized for these purposes. 



None of the benchmarks selected addressed the disincentive to 
collection of fees posed by the policy that all revenue generated 
by the hospitals reverts to the Ministry of Finance with 50 percent 
to be returned for additional compensation of hospital personnel. 
Improvements in fee collection otherwise does not directly benefit 
the operation of the hospital, nor is available for improvement in 
the quality of services. 

4.  Progreas in Hospital Reform during tho NHSSG 

Over the period from the TA team's arrival in March 1988, 
until January 1992, at least 23 memos, papers, or studies regarding 
hospitals in Niger have been prepared under the NHSSG. The bulk of 
these studies was completed by September 1990, with a study of 
patient triage and a paper synthesizing the findings and 
recommendations of all the hospital studied carried out in 1991. 

The conduct of the studies involved the services of the 
economists on TA team, 6 expatriate consultants, 4 Nigerien 
consultants, and economists on the DEP staff. Delays and ather 
difficulties were experienced in obtaining DEP concurrence for 
scopes of work for the studies, approval of the consultants 
proposed to carry out the work, and in obtaining comments on draft 
reports and approval for final reports. Reports cannot be referred 
to the Conseil de Mirlistres without first DEP and then MSP 
approval. In at least one case, the failure of the DEP to review 
a study of hospital costs prevented it from being formally 
presented to the Ministry by the consultant who had carried it out. 

To the knowledge of the evaluation team, only the studies 
regarding improvement of accounting systems at NNIi and other 
hospitals have reached the implementation stage. The Nigerien 
consultant who had developed the new accounting systen (identified 
by the MOPH through contacts at the MOP) was engaged to train 
personnel at NNH in its application. counterpart ftfinds were used 
to pay the consultant. The agreed upon fee level, thought to be a 
weekly rate, turned out to be a daily rate in excess of USAIDfs 
maximum limit for expatriate consultants. Training activities at 
PJNH were not completed and, due to the decertification of the 
NHSSG, additicnal counterpart funds were not available to complete 
the training and extend it to other hospitals. 

Proposals to revise hospital tariffs were reviewed at the 
Journees drEtudes at Dosso in 1988, and development of legislation 
permitting hospitals to be managed as semi-autonomous institutims 
by the end of 1990 was proposed at the Journees dfEtudes at Maradi 
in 1990. An Ad Hoc Committee for Niamey National Hospital was 
formed by early 1990, and the economist on the TA team was invited 
to participate in meetings of this committee. While this Committee 
has continued to meet under the presidency of the Secretaire 
General Adjoint (SGA), members of the TA team have not continued to - 
participate in these meetings. Review of a proposal for capital 



improvements to the NNH by a consultant for the FAC has likely 
drawn attention of the Committee away from management and cost 
recovery activiti?~ for which there has not been any funding. 

5 .  Status of Hoapital Fbiorm In 1992 

The share of MOPH recurrent expenditur? allocated to hospital 
services has increased from 50 percent in 2985 to 58 percent by 
1990, with about 17 percent of total donor recurrent financing also 
being spent in hospitals. Information regarding hospital revenues 
after 1988 had not been collected or analyzed by the DEP, and thus 
it is not possible for the evaluation team to ascertain whether 
improvements in hospital fee collections continued after 1988. 

The establishment of hospitals as "institutions with a public 
character but autonomously managedu was among the policies 
recommended by the National Conference in 1991, and actions to put 
in place this policy were included in the action plan tor the 
Transitional Government. The MOPH has developed a draft text 
regarding this policy step 6 / .  The 1992 workplan for the TA team 
includes the conduct of a workshop in March 1992 to review the 
hospital studies, review proposed new legislation, and develop 
plans to implementation approved policy and administrative reforms. 
The workplan indicates that efforts will be made after the conduct 
of the workshop to identify funding to carry out the implementation 
plan. However, donors such as USAID and the World Bank should 
consider giving the MOPH some preliminary indications of the level 
of funding likely to be available for activAties to improve 
hospital cost recovery and containment so as to facilitate the 
development of realistic plans by the workshop participants. 

B. Nan-Hospital Cost Re:?over~ 

1. Situation Analyrir : mid-1980s 

Non-hospital health institutions in Niger in 1985 consisted of 
53 maternities, 28 MCH centers, 39 medical centers, 230 rural 
dispensaries, 25 medical posts. In addition, over 12,000 
(secouristes and laatrones) had been trained by the Rural Health 
Improvement Project (RHIP) to provide basic health services 
covering about 45 percent of Niger's villages 7/. About 31 
percent of Niger's population is estimated to live within 5 km of 
a health institution i.n Niger. However, even if capital for 
expansion of health infrastructure were available, the geographic 
expansion of services would be limited by the GON funds available 

6 /  The TA and evaluation teams requested access to a copy of 
this draft text but have been unable to review it prior to internal 
MOPH processes. 

7/ USAID/Niger (July 1986), p. 111-1. 



for the recurrent costs of health services. In 1985, about 40 
percent of the MOH/SA recurrent budget was allocated to the 
financing of non-hospital services. The paucity of essential drugs 
at rural faciliths suggests that the level of rec~rsent financing 
for essential inputs was inadequate even at that time. Up to the 
mid-1980s, donor financing for non-hospital services primarily 
supported the VHT program. 

By the mid-1980s, studies of the potential for cost recovery 
for non-hospital services had already been conducted or were 
planned. These studies documented evidence that the population was 
willing to pay for health services, but that poverty would limit 
the amount that they could pay. By 1985, the Ministry of Plan 
(MOP) had developed a possible fee schedule o r  non-hospital 
services but which was not implemented '/. However, VHWs were 
allowed to charge for the drugs they dispensed in order to 
replenish their stock of drugs. Evaluations of the VHT system 
found that the medical stocks of the VHWs tended to decapitalize 
where there was not on-going supervision to aid in stock 
management, pricing, and in providing a local source of drugs from 
which to restock. 

In the private sector, the GON had established policies to 
allow for the opening of private depots for the sale of drugs. 
While growth in the number of these outlets, from 40 in 1985 to 110 
in 1990, provides the rural population with increased access to 
drugs, profits from drugs sales from the depots cannot be utilized 
to finance other aspects of the delivery of rural health services. 
This possibility exists for pharmacies opened and operated by 
cooperatives. 

2. Donor Efforts  at Time o f  NESSG Design 

The Bank's health project included conditionality regarding 
the performance of a study to develop appropriate cost recovery 
measures for basic health services. An action plan for 
implementation of the study's findings was to have been presented 
by December 31, !.988, and funds for implementation of the plan were 
included in the project. In addition, the Bank project was 
directly to fund basic health and family planning program 
activities (e.g. malaria control, CDD, EPI, MCH, and family 
planning), as well as develop health education and nutrition 
programs. The incremental recurrent costs associated with t ,lese 
project activities were estimated as 355 million in 1985 FCFA, or 
a 10 percent real increase in the recurrent budget of the MOH/SA. 
These incremental costs were to be financed in part from revenues 
collected at rural facilities (100 miallion FCFA), and sales of 
chloroquine (26 million FCFA), as well .as from increased hospital 
revenue (200 million), and savings from medical evacuations (200 



million) 9 / .  

At this time, the Belgian project in the Mirriah 
arrondissement was already developing stwdardtreatment guidelines 
for common illnesses in Niger, and was experimenting with combining 
tr~ining of dispensary nurses in these standard treatment protocols 
with the sales of drugs at the dispensary. 

3. Conditions Prlecodont of tho NHSSG 

The original conditions precedent in the NHSSG regarding cost 
recovery for non-hospital services centered on conducting pilot 
testa (2nd tranche), and developnent of a national non-hospital 
cost recovery polic? and nacionwj.de implementation (3rd to 5th 
tranches) . Revision of the benchmarks in 1989 slowed down the pace 
of action to require development of a detailed plan/protocol for 
the pilot tests with implementation started (2nd tranche), 
continuation of tests with preliminary reports (3rd tranche), 
results used to design a national policy on non-hospital cost 
recovery and to develop an action plan for national implementation 
(4th tranche), and implementation of the plan (5th tranche) . 

4.  Pxogress in Noa-Hospital Cost Recovery Policy under 
the NHSSG 

It is clear from review of the minutes of the Monthly 
Management Meetings between the TA team and USAID that efforts were 
initiated at the beginning of the project to engage the DEP and 
MOPH in the development and adoption of a plan for pilot tests of 
different mechanisms for cost recovery for non-hospital services. 
Initial reasons given for delays were that the DEP had to wait for 
the Prime Minister's office to respond to the recommendations 
regarding cost recovery made at the Journees dfEtudes at Dosso in 
August 1988. An initial draft of a proposal for the pilot tests 
was prepared by May 1989, but the DEP did not seem ready to commit 
to conducting the tests. By August 1989 it was determined that one 
cause of the delays was that different donors were pushing 
different approaches to reach different agendas lo/ .  As a 
consequence it was decided to conduct a workshop at Kollo on non- 
hospital cost recovery in November 1989. At this meeting, the MOPH 
indicated it would like to have a pilot test site in each 
department with one of three payment systems (fonds de solidarite, 
depots de medicaments, cartes de sante). Use of the Mirriah 

- - - - -  

9 /  World Bank (February 26, 1986) p. 19, 23. 

lo/ The Bank for example had made a proposal to sell health 
cards, FCFA 1000 in urban areas, and FCFA 500 in rural areas. The 
FED wanted to evaluate the Belgian experience in Dosso as a 
possible model for replication, UNICEF was attempting to promote 
the sale of drugs as part of the Bamako Initiative. 



experience as an adequate pilot test of the method of payment per 
episode of illness was rejected by the MOPH. 

Efforts to revise the protocol for the pilot tests continued. 
However, the Journees df Etudes at Maradi in August 1990 recommended 
immediate nationwide implementation of non-hospital cost recovery 
based on a model of arrondissement-level managed systems of cost 
recovery based on fees for drugs and procedures, with consultations 
and preventive services provided free-of charge. It was proposed 
that the revenues generated be used to improve the quality of 
services including the provision or essential medicines 
(complemented by purchase of medicines at Popular Pharmacies or 
depots), and support for VHTs. Popular resistance to this proposal 
turned the MOPH back to consideration of proceeding with pilot 
tests, and a second proposal for the pilot tests was presented to 
the donors in December 1990. In response to this proposal, the 

, donors set out conditions precedent to their agreement to finance 
the pilot tests ll/. In March 1991, the Secretaire Generale (SG) 
of the MOEH created by decree a "Comite Nationale sur le 
Recouvrement des Couts de Sante" (Comite Pilotage) to take the 
actions necessary to meet the conditions precedent for the studies, 
and to ensure the coordination and follow-up of pilot test 
activities. Working groups to address each of the conditions 
precedent were developed from among members of the committee. Work 
was carried out over most of the remainder of 1991. 

5., Status of Non-Hospital Financing and Coat Recovery 
Reform Efforts by 1992 

By 1991, the number of non-hospital facilities in Niger 
numbered: 7'2 maternities, 42 MCH centers, 260+ rural and village 
dispensaries. GON recurrent financing for non-hospital services 
declined to about 30 percent of total MOH/SA expenditure in 1990 
from 40 percent in 1985 12/. Donor financing became a significant 
'source of recurrent financing, comprising about 61 percent of total 

11/ The conditions precedent were to: i) evaluate the 
experiences of the Belgian project at Tiberi (direct payment) and 
of the El:: at Mirriah (indirect payment), ii) development of 
materials and plans for training of medical staff in standard 
treatment and drug management, iii) development of a plan for the 
least cost purchase and separate management of essential drugs 
within ONPPC, and iv) nomination of a group to follow the progress 
of the MOPH in revision of the pilot test proposal. It was 
anticipated that 6 to 9 months would be required to carry out all 
of these conditions precedent. 

12/ While the MOPH and Department of SA were separated in 
1990, studies of trends in health financing combined budget and 
donor resources for both for purposes of comparison with figures 
before 1990. 
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non-hospital recurrent expenditure in 1989. 

- Cost recovery for non-hospital services was a topic discussed 
by the Health Sub-committee of the Social and Cultural Commivsion 
at the National Conference in 1991. While adoption of a cost 
recovery policy was resisted by some participants, the Conference 
did recommend adoption of a cost recovery policy and to go ahead 
with implementation of the pilot tests. 

A third proposal for the pilot tests was developed by October 
1991, but was not reviewed by the "Comite Pilotagew until January 
1992, after the conclusion of the National Conference and 
preparation of the Action Plan for the Transitional Government. 
The proposal was accepted by the committee and the World Bank 
pledged US$500,000 in drugs for the pilot test areas. The 
remainder of financing for the studies will have to come from the 
NHSSG, or other USAID sources. An overall budget was not included 
in the proposal, so it was not possible during the evaluation to 
determine what share of NHSSG funds (technical, assistance or 
counterpart) will be required for the tests. However, since the 
current TA contract for the NHSSG ends in December 1992 it is clear 
that additional funds for the technical assistance required for the 
tests will be required. 

Additional issues regarding non--hospital cost recovery policy 
and the pilot tests include: 

o Legal texts regarding non-hospital cost recovery for non- 
hospital services will not be developed until after the pilot 
tests. However, local authorities involved in the test efforts can 
develop the legal texts necessary to conduct the tests in their 
administrative areas 13/. This procedure raises the possibility 
that cost recovery efforts can be initiated in areas other than the 
pilot tests if local authorities are interested. For example, 
UNICEF is planning to initiate cost recovery through charges at the 
health facility in 4 districts. Efforts to share information 
between the pilot tests and these other efforts should be given 
priority within meetings of the "Comite Pilotagen to facilitate 
learning across efforts. Also, in view of the continued movement 
towards decentralization, consideration should be given to whether 
a uniform national policy regarding cost recovery for non-hospital 
services is necessary, or whether local governments can set their 
own policy within some general guidelines by the national 
government. 

o A decision regarding the source of drugs for the pilot tests 
is still pending. The lower the cost of the drugs procured, the 
lower the tariffs can be set to achieve full cost recovery for the 

13/ DEP/MSP (8 Janvier 1992) "Proces-Verbal de la Reunion sur 
le Recouvrement des Couts des Soins de Sante". 



drugs. One set of estimates suggest that purchase of drugs from 
Medicins sans Frontieres would be only as half as expensive as 
purchase from ONPPC. However, prior to adopting a decision to 
purchase drugs through a non-ONPPC sources, the Comite Pilotage 
should ensure that the MSF estimates include freight, insurance, 
customs, storage and transport charges - as do the ONPPC prices. 
Further, given that the pilot tests are to lead to national 
implementation of cost recovery efforts, the trade-off between any 
cost savings against longer term considerations of institutional 
sustainability should be given careful thought. Efforts to assist 
the ONPPC to shift their purchase of essential drugs from the 
lowest cost suppliers would seem to be the best long, run course of 
actian, and could also facilitate the lowering of prices of drug 
sales from Popular Pharmacies and other private outlets, as retail 
prices are set a fixed margin above ONPPC prices. 

o Tariffs for the pilot tests still remain to be set. 
Recommended prices for the indirect method of 300 FCFA per 
household per year with 50 FCFA per adult episode of illness and 25 
FCFA per child are estimated would cover only 7 percent of drug 
costs if purchased from ONPPC. Recommended prices under the direct 
payment system of 200 FCFA per adult episode and 100 FCFA per child 
episode of illness would alternatively generate 14 percent of the 
costs of drugs from ONPPC. If tariffs were set to cover the cost 
of ONPPC drugs (estimated MSF prices are about half as much but may 
not include all relevant costs), then the required tariffs under 
the indirect method (80% tax, 20% fee scenario) are estimated at 
7,478 FCFA per household with per episode charges between 25 and 
600 FCFA depending upon whether treatment is for an adult or child, 
and requires antibiotics or not. Under the direct payment option, 
estimated fees per episode to cover ONPPC drug costs range from 125 
to 3015 FCFA per episode, again deperiding upon the age of the 
patient and illness. Further consideration must be given to 
tradeoffs between the objectives of full cost recovery and 
appropriate medical treatment. Further, it would be expected that 
the higher the tariff, the more potential exists for patients to 
negotiate an intermediate price with the provider to obtain free 
care, or alternatively to seek to purchase drugs from alternative 
sources. 

Other issues regarding setting tariffs for the tests 
warranting further consideration by the "Comite Pilotagen include: 
i) relationship of the level of fees for services at hospitals vs. 
Medical Center level vs. the dispensary level, ii) setting of 
policies regarding care for indigents, and iii) revenues net of 
additional administrative costs. 

o An issue, which will be perhaps be more critical at the phase 
of national implementation, will be choices regarding the phasing 
of introducing cost recovery. One option is to proceed 
geographically through all levels of the system, another option 
would be to start with facilities at the CM level, and when systems 



are established at these levels move to the dispensary level. 
- 

C. Druq Policy, Cost Containment and Extension of Delivery 
Svstem 

- 

1. Situation Analysis: mid-19808 

An essential input to the treatment of common, life 
threatening illness (e.g. malaria, ARI) , or for the provision of 
family planning services, are drugs and contraceptives. Thus to 
achieve expansion in access to health services, and in improving 
the quality of services, empkasis must be placed on the policies 
which guide the selection and use of drugs, and the system(s) which 
del.ivcr these products. 

In 1985, 1,150 million FCFA, or 24 percent of the MOH/SArs 
recurrent budget, was allocated for the purchase of drugs and 
vaccines. This expenditure would have been equal to 310 FCFA per 
capPta (US$ 0.69) if distributed equally in the population. It was 
estimated that 55 percent of drugs purchased by the MOH/SA were 
distributed to hospitals, 44 percent to rural facilities, and 1 
percent to the central administration. During the same year, an 
estimated 3,700 million FCFA of drugs were sold through pharmacies 
and depots, with approximately half of these sales through outlets 
in Niamey. The ratio of value of publically distributed drugs to 
household purchases decreased increased from 1:2.3 in 1980, to 
1:3.2 in 1985. Donorsr drug contributions to Niger in the early 
1980s are not well documented, but included drugs for stocking of 
VHT kits. Generally donations were made in kind, and thus did not 
facilitate the ONPPCts efforts to order appropriate kinds and 
quantities of drugs. 

The production, importation, and distribution of drugs in 
Niger is carried out by a government parz-sti'ital the National 
Office of Pharmaceutical and Chemical Products (ONPPC) . While the 
ONPPC, with th? MOH/SA, had developed lists of the products which 
different institutions in the health system were authorized to 
sell, the total number of products handled by the ONPPC totalled 
about 4000. The popular pharmacieso or regional commercial outlets 
of the ONPPC, were located in 18 of Niger's 35 arrondissements. 
These pharmacies sell drugs to MOH/SA facilities, private drug 
depots, VHWs, and to the public. There were 40 private drug depots 
in Niger in 1985. Prices were controlled with a 28 percent markup 
on essential drugs, and a 32 to 35 percent markup on all other 
items. Price reductions of 20 percent are made to depots and VHWs 
so that these agents can make a profit without an additional markup 
in sales to the public in the more peripheral areas. While easy to 
monitor, this system of margins builds in an incentive to sell more 
expensive name brand drugs, in lieu of cheaper generics. 

Policies developed at the "Debat de Maradin in 1983 and the 
llJournees dtEtudes in Agadezn in 1984 called for the efforts to 



increase ONPPCfs productive capacity for essential medicines, to 
open popular pharmacies in all of Niger's arrondissements, and to 
systematize procedurss for the opening of private depots. Progress 
in achieving these objectives, of course, was limited by the 
investment capital available to the ONPPC from the GON (non- 
existent in 1984 and 198S), or through its own profits, and the 
investment capital available to private entrepreneurs. 

2. Donor Effort8 a t  Time of BTRSSO Design 

The World Bank's Health project, in an effort to support 
Niger's efforts regarding an esserit.ia1 drugs policy, was to finance 
activities aimed at improving the dzug procurement process, as well 
as to finance a feasibility study on alternative ways to extend the 
drug distribution system. An action plgn based on this study was 
to be presented to the Bank by March 31, 1989, alfd funds for 
implementation of aspects of this plan were included in the Bank 
project. St addition, the Project was to provide an initial stock 
of chloroquine for the National Malaria program, for which funds 
were to be collected to establish a special revolving fund for 
financing of these medicines 14/. 

3 .  Conditions Precedent of tho NHSSG 

The original project design identified drug policies and 
practices as an important area for reform. Conditions precedent of 
the NHSSG were designed to achieve progress with regard to: i) cost 
recovery for essential medicines (e .g. chloroquine, ORS, 
contraceptives), ii) cost containment through improvements of 
purchasing of bulk, generic drugs by the ONPPC, and iii) 
improvement and expansion of the drug distribution system through 
public and private sectors. Reports were to be prepared showing 
the cost savings from improvement procurement practices.. Revisions 
of the conditions precedent in this area were minor. 

4 .  Progres8 i n  Drug Policy Reform and System Extanafon 
during the IIRSSG 

One of the subject sessions at the Journees dVEtudes of Dosso 
in 1988 c~ncerned the drug procurement and pricing policy. A 
policy regarding essential drugs was recommended, but a system did 
not exist to monitor its implementation. While the slow conduct of 
the World Bank project resulted in several of the policy studies 
being shifted to the NHSSG, the Bank continued to plan to conduct 
the study on extension of the drug system, and to that extent 
continue to retain a lead agency role in this area. 
The project did undertake however a study of drug purchases in 1988 
for the MOH/SA. The study found that while purchases of essential 
medicines comprised about 91 percent of the products purchased, 

14/ World Bank (February 26, 1986), p. 11, 13-14, 23. 
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that these purchase0 comprise only 41 percent of total drug 
expenditure. While the same data were collected for 1989, analysis 
of these data was not considered worthwhile given there had haen no 
response to the analysis of the 1988 data. Also, the Bank had 
concluded prelimi~ary arrangements to carry out their study of 
extension of the drug distribution system Is/. 

By August 1989 the GON had made a request fci emergency aid to 
purchase anti-malarials. Uncommitted f m d s  were not available in 
the counterpart fund for this request, and USAID'S willingness to 
consider alternative funding would be based on GON'willingness to 
move forward with cost recovery policy. In September 1989, a 
proposal was forwarded to the SG to develop a national 
pharmaceutical committee. The proposal was returned without 
comment. A decree creating a Division of Pharmaceuticals and 
Chemicals within thz MCiH/SA was written to meet second tranche 
conditionality under the NXSSG, but to date, no positions have been 
staffed 1.n this division. Short-term consultancies on Nigert s drug 
policy and systems were planned for 1990 but were not carried out. 
In April 1991, USAIDts Family Health and Demography project 
attempted to launch a 3 part study of drug logistics systems to 
determine whether there would be more efficient ways to deliver 
essential medicines and contraceptives to MOH/SA facilities. The 
scope of work for this study was not. approved. 

Preparations for the pilot tests included a working group to 
analyze how ONPPC would handle the procurement, storage, and 
distribution of drugs for the pilot tests. Preparations for the 
pilot tests also involved development of facility level systems for 
drug stock management and finarAcial accounting. To a considerable 
extent consideration of issues related to implementation of the 
essential drugs goli.cy and questions of cost recovery (especially 
for non-hospital faci1itj.e~) are now engaged in through 
developments in the pilot studies, and through discussions of the 
"Comite Pilotagew. 

In 1990, the ONPPC presented a proposal to the "Programme 
Sect oriel d' Importat ionn secking 91 1 million FCFA for investment 
capit;;?'. to improve their informati on system, purchase of transport, 
constr+-ction of a regional warehouse zt Zinder, construction of 
three new Popular Pharmacies, and rehabilitation of production 
equipnaqt . it addition, the ONPPC has a program with the 
Goveq:.7~~~anr, of dolland and with the FED whersby these donors provide 
drugs; ;-,'la .;ale of which provides funds which are placed into a 
speci.~! p,our.terpart fund for uses jointly determined by a committee 

,is s 1 This study did use the 1988 NHSSG analysis. This 
d.llustrates the fact that while a study may not immediately used by 
a governnent for policy chznge, that it may influence the thinking 
of several donors en~aged in policy dialogue with the government, 
and thus have value to conduct. 



including representatives of the MOPH, ONPPC, MOP and donor 
organization. 

5 .  Status of Drug Policy Reform and S y s t e m  Expansion 
in 1992 

By May 1991, the first part of the Bank financed study of the 
drug distribution system (CREDES) was available in draft form. 
This study identified a number of problems in the drug system. Two 
of the key problems noted were that the development of drug policy 
and the application of existing regulations in this area was weak, 
and that only 24 percent of ONPPCts purchases were of generic 
products. Among the study's recommendation was a call for a 
"Direction de la Pharmacie et du Medicamentw be established within 
the MOPH to coordinate activity in drug policy areas. This 
recommendation was echoed at the National Conference that 
recommended that the MOPH make the "Direction des Pharmacies et 
Laboratoiresw in the MOPH functional. 

Another finding of the study was that growth of drugs sales 
through pharmacies more than doubled during the decade, so that 
sales in pharmacies were more thdn 4 times higher than the value of 
drugs budgeted for distribution through MOH/SA facilities. This 
growth has occurred in spite of the fact that possibilities for 
expansion of drug distribution and cost recovery for drugs through 
the private sector have received little attention from donors, and 
the CREDES study lacks development of strategic options for 
expanding the distribution of drugs in Niger and their related 
investment costs. 

By early 1992 the MOPH was seeking assistance from donors for 
emergency aid to purchase essential drugs for MOPH facilities. The 
initial request did not indicate how the MOPH had estimated the 
value of drugs required for the emergency program, and at the time 
of this evaluation, donors were in the process of seeking 
clarification on this issue. 

111. FACTORS MARRENTING ADDITIONAL COWSXDIRATIOM I N  DESIGN AND/OR 
IMPLEMENTATION OF HEALTH SECTOR FIHANCE REFORMS 

Reccmrriendations fox policy reform regarding financial resource 
allocation and generation, and regarding extension of the 
pharmaceutical supply system, have been made in public forum in 
Niger since the nLtAppel de Maradin in 1983; and continuing through 
the "Jotrnees dtEtudesn at Agadez in 1984, in Dosso in 1988, in 
Maradi in 1989; and as recently as the recent tlConference National" 
in 1991. Given the consistency of the type of reforms recommended 
over this period, it is worth considering the question of why 
policy and administrative reforms were not achieved in the health 
sector financing in Niger. 



Prioritize Areas for Reform 

One reason that the NHSSG may have had difficulty achieving 
policy reform would be that during at least 1990 and 1991 senior 
policy makers would have been focussed on changes in the overall 
political system thus making it difficult to raise a multitude of 
health policy issues to their attention. While the NHSSG was 
perhaps AIDfs first attempt to systematically address the problems 
of resource allocation and financial sustainability of services in 
the health sector, in view of the continued deterioration of the 
economic situation, application of criteria for selecting among 
financing reforms would seem appropriate for the prioritization of 
reforms. Criteria such as the magnitude of cost savings or revenue 
generation and the feasibility of implementation, could have Seen 
used to have guided the emphasis of efforts in the health finance 
area. With regard to Niger it would appear that more emphasis in 
the future should be given to regular efforts at analysis of the 
allocation of government and donor budgetary resources with a view 
to increase the efficiency and equity in the distribution of 
financial resources for health that are already available. 
Further, given the level of government, donor, and household 
expenditure for drugs, increased emphasis should be given to 
efforts to lower the unit cost of drugs through all outlets in 
Niger. Finally, given the long run sustainability of drug sales 
through the private sector, additional thought should be given to 
providing investment capital for expansion of the system of public, 
cooperative, and private pharmacies in Niger. 

B. IncreasedEm~hasis o n P o l i t i c a l / I n s t i t u t i o n a l A n a l v s e s  in 
Develo~fnent of Stratecries 

While studies were conducted under the NHSSG to develop 
recommendations for change, or illustrate the consequences of 
particular actions, similar effort was not placed on identifying 
what interests would both support and resist the proposed 
recommendations, and on development of strategies to move the 
recommendations onto implementation. For example, physicians and 
hospital staff in Niger would directly benefit from improved 
hospital collections as half of the revenue collected is returned 
as additional salary benefits. The self-interests of chese groups 
were not fully exploited to put into place improved systems for 
enforcement of hospital fee collection. On the other hand, labor 
group resistance to cost recovery for health services blocked 
adoption of implementation of the Maradi recommendations, and the 
fact that these groups again raised strong objections to cost 
recovery at the National Conference highlights the continued 
political sensitivity of this policy issue, especially during an 
election year. 



C. Orqanize Studies to Increase Their Effectiveness in 
Policv Dialosue 

The experience of the NHSSG with respect to hospital cost- 
recovery and cost containment suggests that the disaggregation of 
hospital issues into a number of small studies may have slowed 
reform by increasing the rtlmber of approvals required for scopes of 
work, consultants, and draft reports. Further, the large number of 
studies increased the number of documents which policy-makers had 
to review to consider recommendations and develop implementation 
plans. Organization of analyses into fewer studies of larger 
scope, conducted by teams of expatriates and Nigeriens, with a 
greater emphasis on synthesis of findings and recommendations, 
might have provided hospital reform issues with greater visibility 
and allowed for earlier progress towards implementation. Further, 
the experience of the NHSSG in the development of the pilot studies 
of non-hospital cost recovery suggests that increased visibility 
and effectiveness may be achieved through the development of a 
committee consisting of the various GON parties for coordination of 
donor policy dialogue and funding. 

D. Short vs. Lonq Term Technical Assistance 

Design of NPA should give careful consideration to the 
strengths and limitations of short-term technical assistance to 
achieve policy and administrative reforms. Unless the short-term 
technical assistance is provided on a repeaking and regular basis 
the consultants are unlikely to be able to deveLop the necessary 
understanding of the technical issues and political processes to 
know what to recommend, nor to have developed the necessary 
personal relationships through which to influence policy makers. 
Further, it is unclear whether repeating short-term technical 
assistance can bring about administrative changes such as those 
hoped for under the hospital cost recovery and cost-containment 
components of the project, especially when the number of Nigerien 
staff with advanced training and senior experience in hospital 
administration is limited. 

Regarding long term technical assistance, comments and 
recommendations elsewhere in this report regarding thee substitution 
of the work of long term technical assistance for that of host 
country nationals, resulting in a lack of transfer of skills and 
long-term inst itutianalizat ion, pertain to health care financing as 
well as other areas under the grant. Additional investment in 
long-term training of host cour.try nationals would facilitate the 
transfer of skills through later on-the-job training. 

E. Increase Incentive Value and Sustainability of Use 
Counterpart Fund 

A,; discussed in more detail elsewhere in this report, the 
structure of the benchmarks and counterpart fund mechanism did not 



clearly identify the financial reward for making a particular 
policy change, nor allow the funds released to be used immediately 
for implementation of the policy change. 

The guidance for use of the counterpart funds, while providing 
flexibility for their use in the implementation of reforms and 
financing of Child Survival activities, did not serve as a good 
mechanism for programming recurrent budget support for health 
sector programs. Conditions precedent for each tranche were not 
met on a regular year by year basis leading to lack of certainty 
about when tranches would be available. Decertification of the 
Grant further delayed the availability of NHSSG funds when 
conditions precedent had been met. Proposals are submitted for 
consideration as though in a competition for investment funds, when 
in fact the inputs requested and activities to be funded are most 
often recurrent in nature. Had the tranches of the NHSSG been 
released on an annual basis as planned, they would have been 
equivalent to about 10 percent of the overall recurrent budget, and 
20 percent of the non-personnel recurrent budget resources of the 
MOH/SA. Released on an ad hoc basis they introduced a significant 
level of fluctuation in the recurrent resources available to the 
MOH/SA. Thus the counterpart fund mechanism did not support the 
development of multi-year programs for Child Survival activities 
based on expected on-going levels of government and foreign 
assistance. 

Breakdown of the counterpart funds into those to be released 
for implementation of policy reforms, and into those which are to 
be programmed as ongoing recurrent budgetary support for Child 
Survival activities is recommended. The latter funds should be 
released in pre-determined amounts on an on-going annual basis, 
perhaps in response to presentation of an annual program plan for 
the MOH/SA which minimally identifies activities and related 
financing from all sources for key programs such as EPI, CDD, MCH, 
VHTs, etc. 

F. Strenqthen Mechanisms for Donor Coordination in Policy 
Dialouue and Sectoral Financinq 

While not directly involved in the NHSSG, problems in the 
implementation of studies and activities under the policy component 
of the World Bankf s Health project affected the progress of policy 
and administrative reforms under the NHSSG. While several studies 
were shifted to be carried out under the NHSSG, responsibility and 
funds from the Bank project for implementation of reforms were not. 
In the future, achievement of policy reform and an associated 
course of action might be facilitated if either: i) a donor has a 
lead role in setting the reform agenda with the GON with other 
donors play a supporting role with respect to this agenda, or ii) 
mechanisms such as the "Comite Pilotagew are developed to 
coordinate donorsf policy dialogue with thz GON within a policy 
area. In addition, the widespread recognition that there should be 



more donor coordination in the sector should be turned into action 
through development of a regular calendar of meetings. 

Given the increasingly important role of donor resources in 
financing the investment and recurrent costs of the sector, recent 
efforts to track donor financing should be continued, but with 
information further disaggregated by program, input, and geographic 
region of the country. 



Annex Table 4.1: NIGER - RECURRENT HEALTH EXPENDITURE, 1980-X990 
(isillions Current FCFA) 

- - -  ~ - - - - - - - - - - - - - - - - - - 

~mourrt % Amount % Amount % 

GDP 536,200 705,000 

GON Budget 
% of GDP 

MOH/SA Budget 3,040 52.4% 4,833 49.6% 6,893 45,9% 
% of GDP 0.6% 0.7% 
% of GON RC Budget 15.6% 6.9% 6.93 

Donor Financing 559 9.6% 1,100 11.3% 2,528 16.8% 

Household Expenditure 2,200 37.9% 3,816 39.1% 5,582 27.2% 
Hospital Fees 3/ 65 116 280 
Drug Purchases 4/ 2,135 3,700 5,302 ------ ------ ------ 

TOTAL HLTH EXPENDITURE 
Nominal Terms 5,799 100.0% 9,749 100.0% 15,003 1.00.C% 
Real Terms 

----- 
Notes: 
1/ Unless other wise noted, figures for 1980 and 1985 are from: 

Kelly, et.al. (1985) 
2/ Unless otherwise noted, figures for 1989 are from: 

Wong c McInnes (May 1991) Figures for 1989 used in lieu 
of figurer for 1990 as the budget for that year comprised 15 months. 

3/ Hospital fees for 1985 from Djbrilla, R. (Juin 1990), tableau 29. 
Hospital fees for 1980 and 1989 estimated from trend data from the 
same report. 

4/ Household expenditure for drugs for 1980 from: 
fietz, X. (Fevrier 1984), p. 23. Sales to other clients (private 
pharmaciaa and depots increased by 50% to account for mark-ups). 
Household expenditure for drugs for 1989 from: CREDES (Mars P991), 
p. 16. Household expenditure for drugs for 1985 estimated as mid- 
point from other estimates. 



Annex Table 4.2: NIGER - ALLOCATION OF FINANCING BY INPUT CATEGORY 
1980 1/ 19ri5 1/ 1989 2/ 1990 2/ 

...-.-,I-----.. ....---I------ ------------ .----.1)--3.1)-- 

GON BUDGET 
Personnel 1,368 45% 2,487 51% 3,593 52% 3,725 58% 
Medicinds/Vaccines 942 31% 1,150 24% 1,400 20% 1,224 19% 
Transport 304 10% 360 7% 315 5% 247 4% 
Other 426 14% 836 17% 1,585 23% 1,258 19% 

----em ---..-. --w--- -...(I--- 

TOTAL GON 3,040 100% 4,833 100% 6,893 100% 6,453 100% 

DONOR FUNDING 
Personnel n.a. n.a. 500 20% n.a. 
Medicinesflaccines ~ . a .  n.a. n.a. 
Transport n.a. n.a. 2,028 80% n.a. 
ather n.a. n.a. n.a. 

TOTAL 
Personnel n. a. n.a. 4,092 43% n.a. 
fiedicines/Vaccines n.a. n.a. n.a. 
Transport n . a .  n.a. 5,328 57% n.a. 
Other n. a. n . a .  n.a. ------ ------ ------ ------ 

n. a. n.a. 9,421 100% n.a. 

----- 
Sources: 
1/ Kelly, P. et.al. (1985). 
2/ Wong, R. and McInnes, K. (May 1991). 

Details on breakdown of 1989 budget by input category from 
Colomier, J.P. (Decembre 1991). 



~ n n e x  Table 4.3: NIGER - HEALTH SECTOR EXPENDITURE BY TYPE OF SERVICE 
(Millions FCFA) 

Amount % Amount % Amount % 
GON BUDGET 

Hospital 2,417 50% 3,895 57% 3,743 58% 
Non-Hospital 1,933 40% 2,206 32% 1,936 30% 
Schools 0 138 2% 129 2% 
Central Admin. 483 10% 620 9% ------ 645 10% ------ ------ 
SUB-TOTAL 4,833 100% 6,893 100% 6,453 100% 

DONOR FUNDING 
Hospital n.a. 31 1% n.a. 
Non-Hospital n.a. 1,888 75% n.a. 
Schools n.a. 24 1% n.a. 
Central Admin. n.a. 619 24% n.a. 

we---. ------ .I-.-...- 

SUB-TOTAL 2,528 100% n.a. 

GON DONOR 
Hospital n.a. 3,926 42% n.a. 
Non-Hospital n.a. 4,094 43% n.a. 
Schools n.a. 162 2% n.a. 
Central Admin. n.a. 1,240 13% n. a. ------ .-.--- .----- 
TOTAL n.a. 9,421 100% n.a. 

- ----- - 
Sources: - 

1/ USAID/Niger (July 1986) NHSSG PAAD. 
2/ Wong, H. and McInnes, K. (May 1991). Inconsistancies in figures - - 

reported in this document corrected through application of reported 
percentages to sub-totals for GON budget and donor financing. - 



. - 

Annex Table 4.4:  NIGER - HOSPITAL RECURRENT BUDGET AND REVENUES, 1982-1988 1 

(Hillion FCPA) 
1982 1984 1986 1988 

MOH/SA BUDGET 3 , 8 0 5 . 1  4 ,451 .0  5 ,071 .1  5,895.4 

HOSPITAL BUDGET 
A88umpti'on 1 1 ,902 .6  2 ,225 .5  2,535.6 2 ,947 .7  

% MOH/GA Bdgt 50.0% 50 .0% 50.0% 50.0% 
~ssumption 2  1 , 7 1 9 . 9  2 , 1 5 4 . 3  2,616.7 3 ,230 .7  

8 KOH/SA Bdgt 45.28 48 .4% 51.6% 54.8% 

HOSPITAL P:EVENUE 
Niamey National 7 1 . 2  68.1 9 9 . 1  151.0 
LaMorde 0  0 . 0  0 .0  10 .1  
Zinder National 0  8 . 5  10 .5  10.4 
Other CIIDS 5 . 4  1 6 . 5  32.4 50.9 -------- -------- -I------ -------- 
TOTAL REVENUE 76 .6  9 3 . 1  142.0 222.4 

% Hoep Bdgt 1/ 4 . 0 %  4.2% 5.6% 7 . 5 %  
8  Hoep Bdgt 2/ 4 .5% 4.3% 5.4% 6 .9% 

----- 
Notes: - 
Assumptialn 1: Hospitalst share o f  MOH/SA recurrent budget a constant 50%. 
Assumptioln 2: Percent of HOH/SA budget to hospitals estimated at 50% in - 

1985 and at 58% in 1990 .  Assumed that rate of change before and after 
1985 wtas 1 .6% per year. 

Source: Dljibril.la, Karameko (Juin 1 9 9 0 )  Analyse des Budgets de Functionne- , 

ment et d'Investissement du Secteur Sanitaire au Niger, Tableaux 8  & 29. 



TEE NATIONAL HEALTH I#BORHATION SYSTEM 

BYBTEME NATIONAL D'INFORHATION SANITAIRE (SNI8) 

A. Baakgxound 

The Development of a health management information system 
for the Ministry of Public Health (MOPH) of Niger has been a 
focus of USAID activities since 1984. Under the Rural Health 
Improvement Project (RHIP), USAID provided technical assistance 
and computer equipment to help develop data available to the 
Ministry and the means to analyze kt. This included the 
development of databases on the infrastructure, vehicles, and 
improvements in the infectious disease reporting system. 

Under the Niger Health Sector Support Grant (NHSSG), the 
development of nroutinized data collection, anaiysis, and 
feedback. . .by the MOH"' became the focus for institutional 
reform within the Ministry. This reform was intended not only to 
provide data for Ministry planning and to dovslop a health 
planning process within the Ministry, but also ~ould assist in 
monitoring the effect of policy and institutional reforms 
undertaken under the grant. 

During the past four years, the technical assistance team 
has worked with the Ministry to standardize the methods of 
reporting by developing the standardized reporting forms to be 
used by health facilities, by standardizing the modes of data 
recording, synthesis, and transmissions, and by installing 
computers at the central Ministry to.pemit rapid analysis. 
Short-term technical assistance has been provided to evaluate and 
improve the EPI reporting system and to program computers. 

The reports are synthesized by the Districts 
(Circanscription Medicale) and sent to the Departments where they 
are again synthesized and sent on to the central Ministry. At 
the Ministry, vaccination reports are analyzed by the EPI 
program; most of the other reports are directed to the DEP for 
analysis. 

B. Analysis of System's Bunationing: The Health information 
system is referred to as the SNIS, (National health information 
system). 

Agency for International Development, Niger Health Sector 
Support Program, Program Assistance Approval Document, July 1986, 
Vol. I, 11-10. 



2 .  Data Collratedr 

As of 1990, new reporting forms were introduced for health 
centers throughout Niger, mandating quarterly reporting on 
morbidity, pre- and post-natal consultations, vaccinatious, 
nutritional surveillance of children, infant consultations, and 
family plar~ninq activities. Hospitals are not yet included in 
this reporting system. The Ministry is planning to develop the 
necessary tools to include hospitals during 1992, although one 
expatriate expert thought it would take at least two years to 
implement that sub-system. 

From the vantage of the DEP offices in the Ministry, it is 
not easy to see how complete reporting is. An evaluation of the 
system at the end of 1990 suggested that there were considerable 
gaps in reportinga2 These studies triggered a memo from the 
Ministry reiterating the Ministry's standards for reporting and 
responsibilities for transmission of reports. More recent data 
shows more complete reporting, even if some problems persist. We 
were told that these problems were caused not so much by the 
failure of health facilities or regional health authorities to 
complete reports, but by failures in transmission of the reports. 
For example, the DEP1s records were missing several reports from 
Zinder Department for the first three quarters of 1991, while we 
were told, the Department itself had a full record of all 
reports. 

In addition, the Ministry has several other sources of data. 
Under the RHIP, a data base of health facilities and logistics 
management (vehicles) had been established in the Direction of 
health facilities (DES). This has not h e n  kept up to date, On 
the other hand, the Direction of Administrative Affairs and 
Finance (DAAF), which also received support under the RHIP and 
under the NHSSG for its database on personnel, has kept it 
functioning and up-to-date. 

2. Organisation, mnagement, and Reaourcea of the 8ystemt 

At the central Ministry, management of the SNIS is 
officially within the DEPts Bureau of Statistics and Epidemiology 
(which is subsumed under its Division of Studies and Statistics), 
but other directorates and programs aloo manage and process data, 
particularly, the EPI program, the Diarrheal Disease Program, as 
well as the DES and DAAF noted above. The Grant program has 

* See John R. Izard, I1Evaluation de la Wise en Oeuvre du 
Systeme National dlInformation SanitairitW April 1991. 

Ibrahim Magagi , '@Note do Iaf ormation, " DEP (February/March 
1991). 



provided support to these other programs and directorates to 
develop their information systems. 

Since the begi~ning of the Grant, and since the creation of 
the DEP in 1988, and ita official designation in 1990, the Bureau 
of Statistics has always been short staffed. This shortage has 
prevailed even while the DEP as a whole increased its permanent 
professional staff from 10 to 15. In 1989, the Bureau of 
Statistics had two permanent professional staff and one technical 
assistant from Tulane. In November 1989, Dr. Nancy Mock prepared 
a report on the organi.zation and staffing needs of the DEP which 
recommended reorganization of the Bureau of Statistics and 
proposed an increas* of staff to six professionals. 

In 1992, at the tima of this evaluation, despite 
considerable increases in demands upon the Statistics Bureau to 
process and analyze data as well as to provide support to other 
programs and directorates, the, Bureau had increased only to three 
pemaneaat staff: a chief, a librarian, and an epielemiol~gist.~ 
In addition, a computer technician had been hired through 
counterpart funds, and one person was workin5 as a volunteer. 

We found some uncertainty about how the work of the Bureau 
of Statistics was organized and who was responsible. There had 
been no staff meetings since the new chief had taken over many 
months ago. We abserv~d in 1992, as evaluators had in 1989, that 
most of the logistical and analytical work undertaken by the 
Bureau, continued to be carried out by +;kc$ Tulane technical 
assistant who did not appear to be prowi~5.Lng support for the 
organization of Bureau work. 

Since 1985, USAID has provided the Ministry with computer 
equipment to gemit easy data storage and analysis. Twelve 
computers had already been provided in 1985 during the RHIP. Sn 
1989, cn additional seven computers were provided, most of them 
assigned to the DEP. As of August 1991, only two of these were 
in excellent condition, while eight were no longer functional 
and the rest required repairs at least once every six months. f 
These high computer mortality and morbidity rates suggest some of 
the problems of maintaining computerized systems under Sahelian 

The former chief of the Statistics Bureau had, since the 
appointment of a new chief, found employment on Demographic and 
Health Surveys outside the Ministry. No one could tell us if or 
when he would return. - 

Direction des Etudes et de la Programmation, Ministare de 

I 
la SantQ Publiqulp,, "Dossier ds Requete a la subvention au 

- Developpement Sanitaire pour le Sous-Frojet, S.N.I.S~*, December 
- - - 4, 1991, Annexe X .  



- 
conditions without intensively protected environments and careful - - - 

maintenance programs. 

The information system has benefitted from the Sector Grant 
through the activities of the technical assistants and also 
directly from the Counterpart funds. The information system was 
funded as a sub-project under the first tranche counterpart funds 
with FCFA 146 million, of which 73 percent was spent before funds 
were blocked by the Treasury and the Grant was decertified. 
These funds provided for evaluation of the system, as well as the 
development, printing, and distribution of the reporting forms. 
The information system has requested funding for FCFA 107 million 
for 1992 from the second tranche counterpart funds. The purchase 
of additional computer e,quipment is planned through the use of 
the USAID project funds. 

As far as we could tell, the Ministry of Health has not 
financed any of the information system's operating costs since 
the Grant began. In fact, there appears to be no operating 
budget for tho DEP at all, and at least for 1991, we were told, 
there were no actual operating expenditures for the Ministry as a 
whole from Treasury funds. 

3. Analysis, Diasemination, and Usas o f  Data: 

The Bureau of Statistics has produced tables, graphs, and 
maps of 1990 data from the health facility reporting system, and 
from the DAAF personnel database. There are data on the major 
diseases (malaria, diarrheal disease, respiratory infections) as 
well as major infectious diseases. These tablas/charts~maps are 
available upon request from the Bureau. They have also been sent 
to the Department Directors (DDS). As of yet, there has been no 
attempt to assemble a formal document such as a statistical 
yearbook. In April 1991, when the Ministry put together its 
analyses of health policy and programs to submit to the National 
Conference deliberations, it did not appear to use any of the 
data from the national information system. 

When we asked Miziistry officials whether they used data from 
the SNIS, they replied that it was difficult to get at and that 
they were usually told it was not in a forn ready to be used. 
However, the logbook kept in the computer room since late last 
year, shows that there have been 10 to 15 requests per month for 
tables or data. Meanwhile, the DAAF1s personnel database has 
been used as the source of information for planning the 
assignment of newly graduated health personnel and also to assess 
the distribution of married female health workers to evaluate the 
extent of the problem of assigning them to posts where their 
husbands are located. The DEP is planning in 1992 to publhh a 
bulletin which wou.ld provide a more rapid means to disseminate 
information from the system. 



The SNIS has made considerable strides since the beginning 
of the Grant, particularly with the institution of the routine 
reporting system F;om health facilities. It has laid the 
foundation for an effective and efficient computer-based 
information system. However, there has also been some 
backsliding on some of the databases such as the logistics and 
infrastructure information, which had been established before the 
NHSSG began. 

What is unsettling to the evaluation team is the lack of 
Ministry involvement in what has been accomplished. There has 
been little investment in personnel by the Ministry. Needs for 
staffing have been ignored. Although it may be too much to 
expect of a government going through severe economic crisis to 
supply operating funds for an information system which it has 
recogni.zed as vital to its interests, it is not too much to ask 
for qualified personnel from a government dedicated to 
maintaining its civil service employment. 

After more than six years of support to its information 
systems {including the RHIP grant), the Ministry continues to 
have little sense of ownership of the information system and few 
cadres who are capable of taking it in hand. 

The Evaluation Team heard much about the lack of absorptive 
capacity of the MOPH far technical ,?ssistance. We observnd that 
perhaps the pattern was more one of substitution, substitu~~ion of 
national effort by expatriate effort. This finding suggests that 
a condition precede1.t for future development efforts should he 
the tangible investment of the MOPH in the personnel necessa1.y in 
order to run an effective SNIS. 



ANNEX 6 

TABLES 

1. 1989 NH880 Evaluation ~ecommendations, and Actions Taken 

2. Short-term and Long-tcmn Training under the HB880 
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