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EXECUTIVE SUMMARY
 

Coming 18 months before the end of the project, this Second Interim Evaluation
 
had two objectives:
 

1. 
 Assess progress towards the goals stated in the original Project

Paper and modified in the Revised Implementation Pla.a,
 

2. Begin analysis of relevant issues in Niger in general and the 
health system In particular for the purpose of developing a strategy to guidethe planning of follow-up USAID assistance to the health sector beginning in
 
1987.
 

Originally conceived as 
a 5 year project, the Rural Health Improvement Project

has now been in existence for 7 years. 
 Its aim has been to assist the GON in
improving, at 
low cost, the quality of life and working capacity of the rural
 
population by means 
of a system of village-based health teams. 
 The three
 
major components of 
the project include the following:
 

1. Human Resources Development
 

This has included training of village health teams, short 
term in-country and
 
long term third-country training.
 

2. Institutional Support
 

This has included the provision of vehicles, equipment and medicines and the
 
construction and renovation of 
health facilities.
 

3. Technical Assistance
 

AFRICARE has provided mechanics, technicians, and sanitary, engineers for
 
training at SERPA, SEHAM and ENICAS. 

The School of 
Public Health of Tul:nine University Is setting up computerized

managempint tnformatfon/planninig unit 
In the MOHI/SA. Since the "nit has only

beent In ope ration fotr 8 months, It was not Included in tlip evalutiLi on' s scope 
of work. 

In spi)te of major 'rloc Io-pronomic prolieis In NIger (urting tie Ifle of tie 
project, Inrluidin the fall ot world luranium price.,, In 1981 ,in(] r 'ntnuatIon 
of the drought, thlh llPI will have acieved or uxret'ded iost of fi planned 
ott,utst by the end rf ltie promi, t. I), 1986.Dlee'mbner 

ioted the. An in lii iI ;t evaliiat 'iii,rtr vi proj,'c t management
problemlns, 
ri, i 1ting lIeh delity of ree'.as' of need vd friund r, con t inute to be amajor ril!; ratnt to the. Irip]'lri'iitat i on o thlie Ptt P1111'. 

. IJU.S. aid ottiher tiirld-ciiit ry, In-co|intrr iarid VIIT training,b0j V ' te ; iVt ' vb e 'm'e or 'xt','t,',dv . 'fh P IPilP iIt'i providteda t 'ont I rit I ng 
,it:ho ';lihi piTi I Ii. r pri0 lhiilIngi ram vt :NS:;I an l * IxA;, altlitiough tlhe supportto li ,ari it atto|i dlvll rol f lIeh,latter ol.tri not been tnW Ihn itt rong art 
Pla ied. 



3. Now that the rural health system has been very successful
 
quantitatively in terms of coverage (45% of the rural population) more
 
attention is being paid to the problems that need to 
be solved for qualitative

improvement. 
 The major ones include village supervision, community

participation and reliable distribution networks for medicines and other
 
supplies. The RHIP supplied less medicines equipment and supplies than

planned and support to the national immunization program was minimal due to
 
the fact that the MOH/SA has only recently defined an Expanded Program on
 
Immunization.
 

4. The construction of the planned 7 dispensaries and warehouse is
 
complete and the DDS complexes at Agadez and Zinder only require water and

electricity hook-ups to be finished. 
 The achievemenc of renovation of health
 
facilities and sanitation inprovements (including latrines and water filters)
 
was less than planned. 

5., MOII/SA garages are now in good working order in Niamey, Tahoua and
 
Zinder departments, fair in Agadez and Maradi and weak in Diffa, the 
last

three departments being less well equipped. 87% of the ministry's vehicle 
fleet In 4 departments was judged to be in functional condition, with 50% in
good to excellent condition. The mopeds provld-d by the project did not prove 
to be suitable vehicles for rural travel. 

6. Long and short term technical assistance provided by Afrlca'e and 
Tulane University has generally been excellent. Continuing assistance to 
the

end of the project is indicated for mechanic training at [iffa and Zinder,
blo-medical equipment repair training, and sanitation training at ENICAS, and 
refrigeration tra'ning at SERNEX. 

The major recommendations for the remainder of tOe projoct, discussed
 
Jointly with the '1OII/SA and USAID/N, 
 are presented In the following section. 

The evallation team believes that Nhger's health sy,.tem requires further 
external oipport in view of continuing human, etonomic and environmental 
countr ,ints. A partial list of po;sible studt.,; t,1; attached which may help 
an,;wer soime of the quest ions the MOII/SA and USAII) will he examining ar; they
work togother to the phase of theprepare next strengthenng of Niger's health 
sillctor. 



RHIP EVALUATION RECOMMENDATIONS
 
June 1/ - July 31, 1985
 

TRAINING
 

I. U.S. and Third-Country
 

A. 
 The RHIP currently supports 45% of long-term, third-country
 
training for MO1/SA personnel and should continue this level of
support for the duration of the current project. Given the high

cost-of-living in some of the host countries, compared to that in
Niger, the possibility should be examined of raising the amount of
 
scholarship money awarded to recipients.
 

B. 
 USAID and the MOII/SA should review and agree upon the categories of
 
specialties that are priorities for Niger's health aystem In
determining candidates for RHIP acholarship support.
 

II. In-country Training 

A 	 RIP provides icholarshfp support for 145 students at ENICAS (33%

of the 
1984/5 student body) and for 75 students a: ENSP (19% 
of the
1983/4 student body). Continuation of this level of scholarship 
support for the additional year of the project Iii recommended. 

B. 	 In order to en;ure a high level of training, for village, health 
agent.s , ENICA.S and ENS P nhould tstreng then the pedagogic training
that nur;;ing and ldwiery tstudenti; receive re, ardilng the training 
and .:<p, r .I ,;ton of VHAs. 

C. 	 The 1OII/';A I, to be commended for the 18Hnatfoial !;i,1iniari; It has 
organize. with P1111P nponnorfhlp. In adition, '37 departmental
qe-ml iar.t iandl quarterly tar| m t ing. ha1v e bein ,;ponsored !ilnce
1982. PIll J1 tulpport lol :uww, mlllar!; sihould c'ont li'e for the 
durat ion oIf thi pro ject. 

D 	 Ti (ON In itio b cbron, :,W.l for it piolicy of ,nwouraglilg
asniniii tiit o riru re i '. in view of t hit, polf:Iy, the- evaluation 

1he otefln so-g.*ot s ntit tha .ercellti H /IP/ill ticholnrni pre pi.nt! it [NICAand, . vinyg., iiand r,cl meii to rural nrent 
nhoui ld i I iicuillted ,fi e r iin iiin;,iin 
Inrort 

ire madi, In Augiv t[. Ti n 
ll l Ov; Itt oil 'lol rib'l be by the 11011/.'A to J.AHI N aI ong with 

thi d iitnI ofO1r h
 

III. ViiT traling
 

Since t he- ! fi'yri tl," pro i,'t, l ,nit 	 )I ' j9 VIIAti have beleli trainied, 
the 1111' hivlIn *1H'l it,.d .lbolit 8A of till i to(rial. Th" Mi nli. ry
of II., il' A .,il,11 'if rho V1I1i 'r. i'll r Priivram ( ,O , '1.,irh 1 "H) 
rla I,1g'rit 'Il 'i c .1 di-e 1 '11"I I 'W Ih114VInVtiallon+i tv;1Vi ;,.,l'!1l 

I ii f ItV+l.liliof !-r It V1IIT, !~ 	 . . H l oi ,,hl,t iv,' .411dl L'+ tni' l t hat the+ 
nimbi'r of lew VIIAti Iriiliil,'! dotr-Iin, fIi. re,lt j th PHI!I P ' rr'd,,ed 
to 10) pi,I ila (ii llIi'I tt (pti 

',I Ii 



VTSUPERVISION
 

The RHIP supports VHT supervision through the provision of per

diems, gasoline, vehicles, and traifing for the nursing and

midwifery personnel who do the supervision. Still the supervision
of VHTs, 
 key element of the rul;al heolth system, is less frequent

and thorough than prescribed in MOH/SA policy. The problems


* 
 include Inadequate logistics, insufficient personnel and a lack of
clearly defined supervision objectives. Operational research is
needed to define feasible supervision schedules, standardize

guidelines for visit procedures and identify cost-effective means


* of transportation.
 

TECHNICAL ASSISTANCE
 

I. Africare
 

A. 	 Teciical assistance will be necessary to the end of the project

for mechanic training at Diffa and Zinder to bring garage


i 	 + operations up to the level of the rest of the national system.
Continuation of technical assistance at Tahoua isnot needed.
 
B. 
 Further technical assistance to provide sanitation training at
 

ENICAS Is recommended to the end of the project. It is recommended

that the RHIP assist the MOH/SA in its search for rational and

effective placement of sanitation graduates.
 

C. 	 Continuation of assistance in bio-medical equipment repair training
is recommended to the end of the project. An expert in cold chain

maintenance is recommended for SERNEX.
 

II. 	Tulane University
 

The health information/planning unit is currently processing and
 
analyzing data from the National Morbidity and Mortality Study
recently done. The unit is also preparing guidelines for
 
operational research in response to the MOH/SA's determination to
strengthen Its capability to do needed studies. 
 The Planning Unit
should be encouraged to decentralize its activities to other parts

of the Ministry and to the departmental level.
 

CONSTRUCTION
 

I. DDS Complexes 

Efforts should be made to undertake the tasks required to complete(installation of water and electricity), inspect, and accept the
 
complexes at Agadst and Zinder. 
This will allow purchased tools
 
and spare parts for vehicles to be delivered so that the garages
 
can become fully operational,
 

11, New Construction
 

A. 	 Given that the construction goals of the project have been 
achieved, no new construction projects are recommended for the rest 
of the RHIP. 

B. 	 If now construction is to be included Inthe follow-up project,

careful attention should be given to the Identification of ways to
facilitate the flow of fund., find lower-cost contractora and 
ensure that UIAID/N and the Ministry of Public Works agree thatconstruction plans meot functional as well as structural
 
requirements,
 



III. Renovation of Dispensaries
 

The current level of RHIP support for the renovation of dispensaries
 
should continue to the end of the project.
 

COMMODITIES
 

I. VHA Medical kit Resupply
 

A. 
 RHIP funds have supported the provision of initial kits of drugs
 
and medical supplies to newly trained VHWs and TBAs. 
 Although VHWs
 were to replenish their kits through the sale of the first supply
 
of medicines, in many cases this has not 
happened and the kits are
 now empty or missing essential items. The MOH/SA, with USAID
 
funding, should conduct a study 
to Investigate the constraints and
 
possible solutions to developing reliable systems of resupply.
 
Possible alLernatives which could be examined include:
 

1. MOI1/SA provision of financing for stocks of VHA drugs and supplies at
 
MCs, to be distributed through sales at 
the centers or on supervisvory
 
trips;
 

2. Depots of VHA drugs at 
the cantonal level (for example, as in Maradi);
 

3. 
 Having medicine depots give a 10% discount to VHAs, so 
that depot
 
managers and VHAs both receive a reduction on 10% of Popular Pharmacy
 
prices;
 

4. Placement of responsibility for resupply on 
the CVDs or cooperatives.
 

B 
 The MOH/SA, with USAID financing, should undertake a study of 
the
 
current drug charge schedule recommendea to VllWs. Important
questions would Include the adequacy of such a schedule to cover 
the costs (drugs, transportation and VIIWs time) of drug resupply
and the actual pricing and fee collection practices of the VIHWs.
Findings from the study would lead to recommendations about VHA 
training ne'ds In drug sales and resupply, the Involvement of the 
CVDs and changes requlred in the prices of VIIA medlcatt in:. 

C. VtlIW drugs are distributed without charge in the department of 
Agadez and the Tchintabaraden arrond isement of Tahoua. 
Recommended charge:3 for VIIW drugs should be applied to all
departments, with local administrations deciding If and how they 
will a.si nt poorer ;ub-populations to acquire these drugs. 

PROJECT F INANC IAL MANA;EMINT 

I. FOR MOH/SA AND UJAID/N 

A. Ilie 1li011' ha. exp.rienced chronic problems in Implementing the 
tIn ly flow of project fundn. The MOHI/SA and USAID/N should
Joint qv,,t up a7 system for the planning, programming and budgeting
of projr' i actlvltlv,, part Icul.,rly those conducted at. the
departmental IWlvKl1. peotrc. e unde~r til Sah Regionail 
Managemnent Pro.rc t 

, ,l Financial 
anid' thi, ;nhe.I Manpower lew, lopment Pro.ject

fli d ho, ut lizod to prrovide, the ra nlgi,,and lehi lval a,. t.1 tance 
necessary to de.ve'lop anm f,,'tlvv nyestem for the project. 



B. 	 Financial management procedures between the MOH/SA and the Ministry
 
of PLan need to be reexamined and clarified so that the RIIIP has 
a
 
better understanding of the status of its accounts.
 

C. 	 The team recommends that procedurea be e.caablished for retting up
bank accounts in third-country training sites where there are no 
Nigerien embassies in order that funds can be transferred on a
quarterly basis. Also the problem of providing funds to students 
in countries with soft currencies could be facilitated by the use 
of travellers checks.
 

II. FOR USAID/N
 

A. 	 USAID should require that PIIP submit quarterly reports which not 
only review the achievement of the previous quarter's program, but
also plan the program for the subsequent quarter, accompanied by an 
estimate of the required budget and necessary advances. This
quarterly report should relate to the activities described in the 
project's prospective annual plan. 

B. 	 Recognizing that th, cycle between the receipt of monthly advances 
for project act1vitxes (including periodic major activities at the 
departmental level) and the return of vouchers from the departments
uqually requires more than 30 days, USAIP/N should consider setting 
up two project accounts: one for ongoing departmental VHT 
activities and the other for all other project activities. 

RECOMMENDATIONS FOR STUDIES FOR FOLLOW-UP PROJECT DESIGN
 

During the evaluation, priority areas were identified where complex problems 
exist and intensive studies are needed to provide guidelines to the MOIt/SA and
USAID for the planning of future support to the Nigerlen health sector. These 
major categories -nclude the following: 

1. 	 Manpou ,r Plannin)g 

A. 	 USA ID/N and the MOHi/SA ;hou ld revie'w and analye togethev the 
MOH/SA '!eoiin en Personnel" project lons and other donors' 
anticipated support In order to identify training needs that 
USAID might ,rapport In the future. 

2, 	 Strengthening of rl l{e;.iltli Sys Item 

A. 	 Surervl;lon of VHQ - See recommendations 

B. 	 Integration:; of hea ith with other develepment actlvities from 
the national to the village level. The role of the Society of 
Development Is of particulnr importance. 

3. 	 FinancialI iiis 

A. 	 TIe qi'e ;t Ionoi; of recurrent co ts an.d he implementation oif the 
cont recovery ithlmf," tnIred by tie MOHI/SA atre very
impor :tni. Th,, evalti Ion t ';. ,o p portn; the retceiit d.c' i0 on 
of the. M HI/SA to deli'y finalnIzalo)Ion ani l t Ittitulion of charg,.1
for oral r, hydratioi pat H ,,ntillI It I!e, ,Iel,'lnvli ,d how fli, 
priclog for tWlI; ind ot., , lal r ltnv'0 . n m'd ln,,tI Ito ! 
rational ;y!;tt n if rha;rg,,!t throughot I1h. ein ti ie hii' l ht 'tor. 

x I 



4. Drug Distribution Systems
 

A. The lack of dependable supply systems for the VIITs 
is a major

obstacle to the goal of reducing morbidity and mortality

levels In the villages. Studies should be undertaken in 
collaboration with the MOII/SA and the ONPPC to look at various 
question; Including the following: 

I. The needs of the ONPPC in ta:mi of production, quality control,
distri hitt on network3 and transportaition. 

2. The con,'traint u limiting tthe opening of more new phtivmaceutical
depots by private entrepreneurs and/or coperatIve;. The 
possibility ol enitab!i;hIng a fund to provide loan; to a pproved
applicants s;hould be I nvetigated. 

3. The res;olution ot the conflicting goalsin; which requi re the ONPPC toprovide drug:s throughout the country at the lnw,,'t poss.'ible coot 
and at the ;ame t im'e vain ;dequa te p roft to be entlrely
 
sel f-I nan ing.
 

4. The por.;I lblIty of ftnrth.,r rvvinjon-; In the l!. ;ti of essential 
medicines at all lv,'vtw' of th. health uiyntem and Identification of 
the trainig needs Ai the pres;criptors. 

Xl1
 



CHAPTER I
 

SCOPE OF WORK AND METHODOLOGY
 

Terms of Reference
 

Four consultants came to Niger from June 17 
to 31 July 1985 to assist the
 
Government of Niger and USAID/N in an evaluation of the Rural Health
 
Improvement Project (Pioject No. 
 33-0208). Following the first interim
 

evaluation In 1981 , the objectives, of ofthis one included the aes;wwment 
project perfornance In meeting stated goals, impact analys;is of the rural 
health system and recomnmendation, both for the remaining 18 cnthn, of the 
project and for future' USAI) assistance to the health sector in Niger. 

The external c c'wuitants were provided by I!nlvrsilty Re.search Corporation 
and Developnent Manage;,Cnt Systems, Inc., and Included Patrick Kelly, MD, MPH, 
public health phy;ician; Dayl Donaldson, MA, healthMPH, economi 4t; Shelley 
Ross-Larson. MPH, public health educator; and K'evin Wiedmann, mec hanIc-garage 

management expert. The full evaluation team Included the cunsultantu, two 
memher of U.SAID)/N, nine people from the MOi/SA and two from the Ministry of 

P a n. 

(o Dpartiental Health 

The Initial t line In Niamey wan spent Interviewing key people In the two 
miniotrfes;, collectlug relevant documents and planning tripi; to the Interior 
of the country. In prepa.ration for the latter, all the 

Dlrectors had b.en pr.'vfotuily lInformed of the evaluatlon a!:soIon In a letter 

npnt by the Minii t. 1tt o lealth on II lme 19H5. 

The tr.aim waii divided into two sauh-tem" cov,,rinrg four lntereut areas. The 
group de..allin wit r m rt'in .anrd main t e n. nce (v,.hi cI, and md ical 
equt prnit ) t ra v,1 ,.d I r m l t, June to 1? July, cr ve' ing t he deplirtment, of 

Maradl, 1nuldr, D1)11a, Tlnlho ia .anld Aga&'7'. Th ,'',', old ;'roup wifi three 
Intere, arvn (rral health, traiin n g and ,.ronimic ) I'it Niamey on .July5 
and returned by 17 July, having vi, t ed IWh'name Ilwp d i t' rtate ity 

I
 



At each department, interviews were conducted based on prepared check 

lists. From 7-8 July the team had the privilege to observe a training session 

of village health agents at In-Gall in the department of Agadez. In Zinder, 

special attentionl was given to the school ENICAS. Finally, in the department 

of Diffa, 2 villages were visited and in-depth interviews were conduct:ed with 

villagers and village health agents (VItWb and TBAs) using portions of the same 

questionnaires that had heen used in a previous survey conducted in Diffa in 

1976. (Wassiry) Because the question of impact of the rural health system was 

of interest, the villages were not chosen randomly, but on the basis of the 

following three criteria: 

1. Having had a village health team for at least five years 

2.. Having at least 2 VIIWs and 2 TBA. 

3. Being more than 30 kilometers from the nearest health facility. 

The villages visited were Toumours and Baloumeri. 



--CHAPTER 

BACKGROUND
 

A. Health Policy in Niger
 

Inthe early 60's, two organiwations were created inNiger to provide
 
health services to the rural population., These wore 0OMNI$ (Nigerien 
Organization of Mobile Medicine and Health Education) at the national level
 
and Mobile Hygiene and Medical Teams (BU1l) at the departmental level that 

, Ywere to ensure continuity, by placing first-aid workers In the villages. In a 
do'cument entitled Development Perspectives for the Decade (1965-1974) itwas 
stated that the training of village health workers would permit simple medical 
care 'and Improve the cooperation of the rural popvltion with mass medical 
campaigns.
 

Rural Animation Service, created In 1962, found that medical care wa a 
priority need often expressed by the villagers and thus In 1964 the first 
significant efforts to ti'ain village health workers began inthe 

-' 

arrondiasement of Teosoua lu the department of Maradi. 

Village-based health received new emphasis after the change Ingovernmeut
 
in 19740,when the President proclaimed the right of evexy citizen to a batter 
quality of life. In the first "Journleg d'Studes de Is Sant&o In Niamey In 
1975, it vas stated that the country had *opted for global medicine (curative,
 
preventive and educative) that was to be continuoils (for acute and chronic
 
diseases and surveillnce, Integrated (coordinated 
vith all other development 
sectors), promotional, regularly evaluated by oll the comunities with their
 
participation, aimed at self-4ufficency and based on motivated and competent
 
personnel working In the co.tox.ot well-orgSni ed, improved, adapted health
 

structures and using ration%lly chosen methods.* 

I>I 
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structures and using rationally chosen methods." 

At the National Health Debate inKaradi in1983, new directions were 
described including: 

1. Integration of the rural health system into the Society of Development 

encouraging voluntary pirticLpation of the people. 
2. Intensification of the training of health personnel and village health 

workers. 

3. The promotion of fundamental and applied research In health. 

The Interim Consolidation Program (IC?) in 1964 put more accent on the 
reinforcement of the rural health system (especially supervision) sni called 
again for participation of the people and coordination of health with all 
other development sectors. 

The current organisational chart is presented in the folloving table. 
Reporting directly to the inister are the Chief of Cabineto the secretary-
General# 3 Inspectors and the OKIC. The Secratary-Coneral oversees and 
coordinates 3 Directorates and 2 Divisions In the central Ministry and the 7 
departmental health directorates (DOS), 

i~
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The main difference from the organizational chart in 1978, at the start of
 

the RHIP, is the creation of a planning unit which is 
now called the Division 

of Planning and Programming. The Division of Village Health Teams is found in 

the Directorate of Health Facilities (DES). The director of the DES is also 

the director of the RHIP with its 2 sections: the Office of Programs and the 

Office of Financial ind Administrative Affairs. 

At the departmental lev,,ls, each medical director has three principal 

assistants: a deputy director, a deputy director in charge of VHfTs and a 

deputy director in charge of management. The 2 schools of public health
 

report directly to the DEESN in Niamey.
 



I 

t Ir hit ai .. .. 

B. Brief Description of the tRlIP
 

Originally planned assa five year project, the Rural Health Improvement

Project grant agreement between the GON and USAID/N was signed inJune 1978,
 

. .. with actual implementation starting in 1979. More historical information 
relevant to the RHIP is presented in Annex B. 

The global aim of the project has been to encourage and assist the health
 
strategy of the GON as defined in the 3 Year Development Plan (1976-78) and
 
the 5 Yer Development Plan (1979-83). The major components of that strategy
 

are these:
 

1. Priority to be given to mass medical care, both preventive and 

curative, with the accent to be on increasing the access of the rural people
 

to village health teas.
 

2. An emphasis on training of health personnel from the village to the 

middle and specialty levels accompanied by more equitable distribution of 

personnel between rural and urban zones. 
3. An increase in health infrastructure, especially rural dispensaries
 

and medical caters at the MC level.
 
4. Better anasement of health services. 

5. The need for cost recovery mechanisms.
 

6. Special attention to be given to maternal and child health,
 
sanitation, nutrition and the supplyinS of medicines,
 

The RHIPO as indicated by its name, hes been particularly concerned with 
the rural part of Niler's health system. The project purpose ws described as 

the...e....b....hment of aviable ruralbealth delvery system with Inputs to be 
provided in three major categoriast 

1. ealth esouarcs Development 
This included training of several typest VUTs, short-tam In-countryt and, 

short and lonrerm third country. 
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2. Institutional Support
 

This has consisted of 
the purchase of cars and mopeds, the provision of
 

equipment, supplies and medicines and the construction and/or renovation of
 

health facilities.
 

3. Technical Assistance 

TechnicaL a' ;iistance has been provided in two stages. Africare joined the 

projer't in 1979 and has provided trainers of mechanics, bio-medical 

technician; andi ;anitation students it ENICAS. The Univer i ty of Tulane 
School ot Public Health team arrtved In October 19P4 and Is In the process of 

setting up a computerized irianageMet--nLt intormItion and planni ng, tnit in the 

MOH/SA.
 

Since the project PACtD hasi now been extended to December 1J8b, the present 
evaluation rather than being final In a tiecond Interim assessment of the 

progress achieved towards, the stated objectives. 



I11. PROJECT DESIGN AND EXECUTION 

A. Suary of Hajor Objectives and Achievements 

1. Project Goal: "To improve at low cost the quality of life and working
 
capacity of the rural population."
 

The suggested indicatoro, life expectancy and infant mortality, refer to 
quantity of li.e, although they may be considered to be indirect Indicators of 
socio-economic conditions. Inany case, reliable service data are not 
available to derive them. Declaration of deaths is very inomplete and 

village VUW records only attempt to distinguish between deaths greater or lees 
than 5 years. not greater or less thi/n 1 year. The difficulties of 
demonstrating increased worker capacity and relating it to health services are
 
discussed in the impact analysis in section V.l.
 

2. ProJect Purposes "A viable rural health delivery system which 
demonstrate the value of prevention/early dignosis/tImely curative 

care/propoer referral." 

In section V.s. are found global, structural, personnel and utilization 
Indicators and a discussion of the poteatial contribution of the morbidity and 
mortality survey. In pite of progress in the evolution of process 
indicators, there is little evidence that the pattern and burden of disease is 
different in Niter then in neighboring countires, with the three most comos 
illnesses being stated to be malarial, respiratory infections ad diartheal. 
diseases, 

As access has been Increased to people with previously umest need. the 
total nmber of reported symptoms "istneresed. £vacuatione from villages to 
mdical facilitis are rarely recorded; for example, three, per 100 TM-months 
of activity, Decaus . . . +x +r ~ ... +++++ +ii~ :,+l x++e+€m m
of the gaps in the drug distribution+ ++ , ++ + syste.,~i~nav e'Vs ++
have bees without medicines, and pharmacies sod medical depots do in fact 
report very few saLes to MIr. 

..r .... 6+++ r +rm i ~ I++
 + +(+.
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Evidence of systematic preventive practices In villages is the exception 

rather than the rule, one occasional activity being village clean-up 

campaigtn; . The question ol average dl ,tn',, o the pop lat.ion tro ,i ';ource 

of medical. care hai not yet been calculated, ,lthouglh the VtT Division of the 

MOII/SA ha be)iun to con,ltd.r dIf;tiuc, in relation to the establishing of 

recommended trtqjuercloei o -;upervi:;ory vlsits. 

3. tfuman H ,olrn. 1lie' ,lnor:ctv 

a. Training (Detati ld analynis In presented in section IV.A). 

1.Villaget lif.altli 1lans 

i0,7)9 vlll.g,, hilth ,ajgenti (V!(Wi and TiAs) were trained from 

1978 to 1984. We e tiI-.it , tlit Iul. of them (w, i) were tinanced by the RHIP, 

143% of the projec t g' ,I 1S , iU. 

11.012 VIA, were retrained (nome of them tieveral timesi), 12bz of 

the goal ot Ii, Thu. 

2. In-cuuntry training of health pertionnel 

519 'nrual r4chol irhfpu were iwnwrded to certified and stato 

nursing atudentt, IIt)" of tIhe gaia of ;,4 , . 

12') nno' urhol Irtifhip were glvei to alt41on agent ald 

technician toden ri ;l3: 0 U t 1.11,f),r'4 'ry I'' t:atclana. 
IM iimtlonna l rael-larr, l*aZ of tEio goall tif l6 wore hold anId 37 

! n.ir o 111 berdapart ,ent .l wer., he-11. The of peoplo 41,ena)llg t helo 

*u0i n ra ex-eeded ll(b. 

1. Tht r~l. ' lint Y {r,111n1n 

lu tt4lieq hn-vc' tioant1a0ion dbroad (26CiZ of tha goal of 2 ), of 
which 3(6 h~vo rotortiat altrady, 

L l,,rl,,to (titb. IPl1 o Malr'41 4tud4ntl 
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. The RUIP callrd for 125 medical students to get rural experience
through the project; none received this training due to the lack of 
elaboration of a specific program with the medical school. 


Vt 

4. Institutional Support 

a. Transportation System 

Detailed analysis is presented In section IV.B. Using available data 
from 4 departments, ye have estimated that 87% of the MInistry's vehicle fleet 
ioworking, with 50% of the vehicles ingood to excellent condition. 

Mopeds were found to be unsatisfactory in rural Higer, although It is 
not clear to vhat extent the fault lies with the machines and to what extent 
with the way in vhich they were distributed, used and maintained. 

b. Drus, Equipment and Supplies 
The only systematic way medicines and supplies Sot to the villages 

vas in association with V A training sessions. No audLo-visual or health 
education materials were supplied to the health centers or VHTs however, the 
DESSH has received some audio-visual equipment. 

Supporf to the immunisaeto program was less than the project goal.
USAID did, however, assist the HOH/SA to datelop an Ir program by futding a 
seminar on the subject and providing the vis of short-tim consultants 
from the CDC. The BI program to nov part of the prpoposal which has been 
submitted to the World Bank for funding. At present the director of D1 E .. 
states that there are only some 29 adequately functioning ad-O-Jets In the 
country. 

c. ConstructIon
 

Seven dLsnaries (at a cost of $100,000 apiee) and a warehouse 
were completed as called for Inthe project, The DDS complexes InAgodes and 
inder with their design faults (some of which are described i section IV.I) 
only require vater and electricity hook-ups to be finished. 

F +J 
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d. Renovation of health facilities and sanitation improvements were 

loes that the project goals. 

An average of 10 facilities have been renovated a year, including 

painting of a hospital wing in Niamey. Sanitation outputs have included thfi 

followings 
1. 1979-80 Construction of 7 latrines in Dosso department 

2. 1919 Purchase of 120 water filters for Niamey and Zinder 

departments 

3. 1980-81 Purchase of 150 water filters at an average cost of 

close to 60,000 CPA francs 

4. 1984 Consturction of 14 latrine complexes in the Dosso 
department. 

The evaluation team did not determine the extent to which this sanitation 

construction and equipment was properly used and maintained. 

B. Project Design Issues 

In spite of the fact that the issue of management has been of concern from 
the beginning of the project and was stressed again in the first interim 
evaluation, the program still remains a major constraint to implementation. 

The American Public Health Association evaluation of 52 USAID funded 
:. health projects in1982 (KARLIN) cited management as a major problem in 

virtually every one of then and the declarations of the 12th International 
Health Conference held in Washington, DC by the National Council for 

International Health on June 2-5, 1985 on the same subject, indicate that the 

A solutions are not going to be easily found and implemented. 

* The following are a few of the lessons learned from this projects 

.1.The design team was over-optimistic and underestimated such 
difficulties as the length of start-up times and the magnitude of fricion in 
the funding pipeline. 



2. The flow of information was sometimes inadequate, especially as
 

pertains to the translation of USAID documents into French for 
the Ministry.
 
3. Documentation in the project 
was not 
always complete. The development
 

of computerized data bases started in both the MOII/SA and USAID/N should be of 

much help. 

4. Operational research is only now beginning to be included as a
 

component of the project.
 

A few suggestions for the developent of follow-up assistance include the
 

following:
 

I. The Government of Niger must be a full partner in all phases of the
 

design process.
 

2. If short-term consultants must be used, special efforts should be made 

to ensure contunuity. 

3. Adequate resources should be made avaliable for operational resiearch 

in the next phase . The testing ot new Ideas is essential before 

implementation on a nation-wide scale. 

4. Search for way" to Increase flexibility In Implementation. 

5. Explore the issue ol combining health with other deve-lopment 

activities. A list of ministries that could cooperate with the MOIt/SA is 

presented in table 111.1.1. A Spec Iic VXample of the need for such teamwork 

is the necesiLty of redefinition of legal texts pertalning to contraception 

and the practit, of traditional medicIne. 

6. Coordination with other donors in of "titnost Importancv. 

7. In;!nl tenct on the dlchot lcz atLion of the tealth system Intop rural and 

urban I" not always a ,neflul exerclse. Definitions vary wideiy and the GON 
consider" Pri mary Ieatth Care to be part of the entire system. 
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Table III.B.l
 

List of Ministries that should Collaborate
 
with the Ministry of Health and Social Affairs
 

(in alphabetical order)
 

1. Ministry of Civil Service and Labor
 

2. Ministry of Commerce and Transport
 

3. Ministry of Finance
 

4. Ministry of Foreign Affairs and Cooperation
 

5. Ministry of Higher Education and Research 

6. Ministry of IntormatLion 

7. Ministry of Interior
 

8. Ministry of Justice 

9. Ministry of Mining and Industry 

10. M n1stry of National Defense 

11. Mini,;try ot National Education 

12. Ministry oI Pl;in 

13. MIn i t ry ol i 'w;,l ;irvi ct and telecommunications 

14. MinIs try ot .i irl D,,w lopment 

,,t id15. Minltitry a4int[ LEiviroiment 

1. Ministry of Youth, Sports and Culture 

Source: Abdou. Memoire 112/h4, CRD;, Cotonou.
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C. Effect of the Drought and Other Shocks to the Health Care System 

The following quotes illustrate the optimi, 
 of the Project Paper:
 

1. Given a continuation of 
the present boom in uranium revenues, the MOH 
can manage the additional recurrent costs generated by this project (p. 35) 

2. The program goal of improving the quality of life of the rural
 
population depends on the 
 Important assumption that other tactors do not
 
prevent or outweigh effects of improved 
 health services, i.e., drought. 

(p.112 ).
 

Both of these assumptions were wrong. in 1980 fellthe world price of uranium 

by 25% and varying degrees 
 of drought have been constant during the life of 
the project, having been especially severe from 1982-1984. To these problems 
were added other economic shocks due to the rise In value the US dollar
 
against the French 
 Franc and the politics of Nigeria which cloned its common 
border with Niger and demonetized lh Nalra, which had been in use in several 
areas, etpecial1y in the Department A1 Dilla. Several available indicators
 
indicate the magnitude and trends of 
 the economic 1nit ition: 

1. Available grain h1W declinedl irt a peak InI 1981 (with a surplus of 
120,352 metric tons) to an etinma.ed deficit of 30,794 tone In 1984, 
due to a fall In production and an annual population growth rate of 

about 3%. 

2. The per capit.a NI Iel I rom lJSSMIO in 1982 to US240 In 1983. 

3. The MLnirtry of health recelved no money from the National Invenatment 

Fund in the years 198J-M'4 .and ha" seen Its prcentage ol the nationl1 

budget shrink from ]. .+ to 5.Z from 191H to 1984. 

The effects of the drought on the rural pop'ltation have been severe. 
Some farmern have had no crops for the Inut three yenrn and 'Int year nomadsi 

1,
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lost large numbers of animals, the hardest hit being the cattle-raising
 

Peulhs. Lack of 
food and water forced people to move to the extent that
 

especially in the North, whole villages were abandoned. Some gathered in food
 

distribution camps and off-season gardening sites, others went to the cities 

(Zinder's population jumped from 90,UUO to lbO,O00 last year) and able-bodied 

men left the country to look for a means of livelihood, leaving their women, 

children and elder, behind. In the arrondis srm'ent of MaLtemaye , the population 

density is now close to 1U() per square kilometer liere are some of the 

effects of the drought and worhening economic situation on the health sector 

in general and rural health care In particular: 

1. Eftorts devoted to the coord ination an d distribution of emergency 

relief aid P'ave taken resources both human and financial away from 

other health programs. 

2. 	 Urban medical facilities have been required to handle an Increase in 

patients without a concomait increase in personnel, %aedicinesand 

operating budgets.
 

3. 	 Wide pread outbreaks of meauleb occurred this last year being seen 

even In adults. 

4. 	 Maternal and child malnuttition has increvased in rural areas, an 

effect of both food hortages and lack of buying lpower. 

5. 	At the Ministry ofttH.alth, major ,rganizat tlnaI retorm" which have 

been under study s inr, 19 I, have it We'n Impr , tmed due to lack of 

funds In the governot,; t bdrgo.! 

6. 	Many Village Jtealth Iea::m have ben inope'rat. 'a" VtWn hrave. left, 

fundl I-fr hm W m haver 't, "I el.. 1 been ",', t or Iood rather than 

replenl h "torkq and ,"npprvlimly vlsItIL have been eftlhr too rare or 

too cursory. 
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In the light of such difficulties, it is remarkable that 
the rural health
 
program has grown from an estimated coverage of 17% of the population in 1978
 
to 45% in 1984, and the MOIl acknowledges that 
the RIIIP was a major contributor 
to this effort. it is now generally realized, however, that excessive 
attention was; given to the training of VHl's; to the detriment of. supervi;ion
 
and programn maintena
nce. Tha; the Interim Consolidation Program calls for the 
reintorcement of that whl,:h exiStS ith training of new VWT's to be olowed and 
specifically directed to those areas of the country which are relatively
 

underserved. 

This year the rain, 'itarted in April, the nlllet is green and there Is 
hope that the aarvests. will be good. An important indicator for the health of 
the Diffa department has; been the reappearance In torce of the Komadougeu 
river on 17 July, two weeks ahead ot Its arrival ls.it year. A good harvest, 
however, should not lead to the conc'lusion that hard tLmes are over. Atter 17
 

years of drought In thr .ahple, this ph'omernoin can he contidered to be 

permane nt raither than ta:aporary. omn o! the Is:plications; for health sector 

programmi ng recog i:ed by the (;ON Incl ude th ll owl ng: 

1. Hlealth 'w'rvir' e ,,alotne ar,, not ,tilli c i.nt to produce halth, and ahould 

thus be integrat,pd Into all deve'l ouimv t projJeti. 

2. 1Shi' c t''r'C of ;oGv r':'r-,'o;t .itinsiNt tlitorn, Inu lrd frrom 3-5 January 
1985 tated: "'(gven the dli proport iz te rate of lierpiue of Ilie 

populuatIon vlo->-v i t hat o"I produt tl, , the us lI let v ulri i1 a rable 

land (12Z ,of the cou t ry',s total ,ire,.i) ,ahd the '"grclation of uri Il 
Va lIuvno, theL ( ' .* s;-m" rio fsi:l' nil i I hi adohpdt itti of a1 nnat ionl 

popi 1.1 t I (;" o I I c y . 

3. lnrr.'a .'dpar hI ipat I oftrithe peopl ing,ii I" rhp p1lann11 exectio nciandI 

financi.al 
 lun. , ,of healIth pri ,.ramn Iu we',.iue.sry . doitwill 
hopf'ulf tly v ,,l t oihgh I hei e A(hl veihticle of he f1t iSe'l,,y 

Da'v lopm1 tIi rin the viILap no tohe oct lt l WIvel 
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An important implication of continuing economic hardahip in Niger tor GON 

and USAID program design is the necessity of operational research to find ways 

of reducing costs and increasing efficiency by exploring atternative 

approaches to the delivery and financing of health care. 
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CHAPTER IV 

ANALYSIS OF PROJECT Ih1UTS AND OUTPUTS 

A. Human Resource; Development 

Placement of InjpkI(,i .rd Achilevement of Outputs 

A. EIT TRAINING AND RETRAINING t SUPERVISION AND DRUG RESUPPLY 

A.1 Introduct Ion 

The Prolect Paper fitates that by the end of the projert 6,000 village 

health agentn will have been train,.d and 13, )OO will have been retrained. As 
dermonntrateo In Tablr IV.A.I: TraInInti of VHWn and THAn for All )epartmenta, 
10,7 59 have bwen traIned ftrfIm 19/,8- 1 9M/,, I ar ,.xcetdn tit orIInaI project

1/, 2/ 
target.- - Similarly, Table, IV.A..?: -tr.iiI nw, oI VlII1I 

Tahh'1: IV.A. 1 

TRAINING OF VHW; ANiD TASa; FOR AlA. DEPARTMENTS 

Year VIIWn TluA P Total 

Previoutt 1,529 1,262 2,791 
197PIN 438 533 971 
1979" 461 483 944 
19804 907 950 1,857 
1981 903 1,098 2,001 
1982 902 848 1,150
1983 803 833 1,636 
19114 796 804 1 ,100 

Total tralnvit I f
 
Project Yrari 4 = 
 1Th7Y3 

) 9 7)1- 1 If P4 ( 7 44 /yv4r) (793/yoar) 

TOTAL. TPAINIO f7719 6. I1 3 50 

Sourro: 1'0;11 af,'J V)"({): MId-Tv m 1,vsloa t I ,o. 

1-o t i, " ra ,tII , n nd rr,r a In Itw. ha vs f , rl, 1 1ii !f,te by P11 I'.
*T/ InI ctrtaIit rer InFt, , jr r Iy n, hoI Uat,f,,Ia hav reraIvod VIN t r Inlnit, 

1I 



for All Departments, shows that the Government Of Niger efforts again exceeded
 

the project goal. Over 17,000 village health agents have attended
 
1/
-
retrainings. 


Table: IV.A.2
 

RETRAINING OF VILLAGE HEALTH AGENTS FOR ALL DEPARTMENTS 
1978-1985
 

Year VliWti TBAn Total 

1978 1/ 384 326 710 
1979 .1 N/A N/A N/A 
1980 3/ 692 708 1,400 
1981 675 628 1,303 
1982 1,150 1,204 2,354 
1983 1,632 1,686 3,318 
19P14 1,7P4 2,005 3,789 
1985 1,937 2,221 4,158 

TOTAL. 8,251, 8,778 17,032 

1/ Data from: S :at Ioln (Ivu ESV .1 ia I!n d(e 'Anne 1978 
T/ Ret raInIn l ur .;i Ior 19)/will he Iddevd at a lat#r dat . 
T/ 19O-19)85: Data providtd by 4H1/SA. 

A.2 FlndInjjn 

Rat- of Training 

An noted In the Mini ntry of Plan's Analete du Programme de. 'Auto 

Encadretr it .,. atitrd' au NIzr, the numb.r of VllW'J .1nd THA. trained to d4 t@ 

hian utralto-1 th. rapacity of rnny dlapenttrlev , MC( and D.' to 1upervio. 

el fect ! vly. 

sMet, vJl)5te hialth ajetnts 4r," roI.r4inod ovary thrro yoi4r, 6om havo 
ttended two or thrrr retrnlninvu; thu, the number of rotrnnlingl 

*t¢'eeir t1e, t0141o f itifbt r of V113ajI , ht41it 4 l0MA tr4 ned. 

Js 
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No oral examination Isgiven at the end of training. Inthe course of 
the semestrial supervisory visits, the Assistant DDS for village health tea"s 
routinely r~sts the knowledge retention of recently trained VHWs and TBMg, 
Handouts and aides-iomires are not made available to TRAs and VMge for use on 

their 	return to the village.
 

Diarrheal diseases and oral rehydration therapy are extensively discussed 
In the curricula 

Chaper 4 of the VIW curriculum Is entitled "aternal and Infant Health, 
including Family Planning# In the training observed by the tea, the VS 

* 	 Instructor only made a passing reference to the subject. In the TBA manual, 

advantages of birth spacing are noted, inctuding the reduction of maternal ani 
Infant mortality and decreased risk of child malnutrition, especially at the 
time of waning. Couples desiring family planning are advised to visit a 
midwife at the nearest MC. 

Specific health needs and lifestyles of the nomadic populations are not
 
singled out In the village health team curriculum, nor are conditions due to 
the drought. A chapter could be added to the village health team curricula 
which addresses the specific needs of nomads, and which suggests how the 
village health team program developed for sedentary populations can be 
modified for nomadic groups. 

Iatratninr 

At the 	dispensaries, retraining. for Vils and TUI are generally held In 
January and February (this year they were delayed until April). The 
departmental VUT directors all keep detailed records of the#e retrainings. 

* 	 Ea9ch agent ti supposed to be retrained every three years. The criteria for 

selecting those village health agents who will attend are (a) that they have 
served two years since their Initial training, and (b) If, in the course of 
supervisory vists, oany lacunae hae" been noted in knowledge retention. In 
November or December, each department Is asked to send a planned retraining 
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schedule to the central level of the Hou/IA. The Division of village health 
teams then establishe@ a retraining calendar and Submits it to the ILHIP 
(within thOM/A) for financing. The retraining lasts 10 days. Althougb
the retrainings are not Intended to be a simple repetition of the Initial
 
training, in fact they generally repeat whet 
 was taught in the Initial
 
trAining. If a nurse hes attended a seminar on a specific topic, been
or 

Instructed to Impart now Information, this topic will be communicated 
 to the 

It was the Impression of the tea thet the TIa' retrailng. do not cover new 
material. Three TBAs intorveed by said they foundthe team their
 
retraininge repetitious, and vished 
now techniques and Information would be 
imparted. On two separate occasions, in two different departments, TIUs told 
the team they would appreciate knowing how to advise nevly-dolivered mothers 
on post-partu abdominal craps. One young TIA also commented that when she 
makes a referral to a dLspensry of a pregnant women she deem high risk 
(according to criteria taught In the training courso), the treatment dispensed 
by the midwife seem relatively simple and easy to learn. This TBA felt some 
of these upgraded skills could be taught to Th&i. he also expressed a desire 
to attend adult literacy clases. 

A.3 xecomaedatiogn 

late of Training 

The alysedut tProAramme delAuto Itcadrement anitaro au Nler,Hars 
toss.!/ suggests slowing down the rate of training of now village health 
tesem. The tea garees with this suggestion and recommends thet the number of 
new village health workers trained during the remtnder of the project should 
be roduc*ed to a axlmm of 1,000 agents per year. The selection criteria for 

iv Hinitire du Plan, HO/I, Couverament du $Igor, Mare 1985o 
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villages to receive village health team training Include areas where there are 
dispensaries, but not full village health team'coverage. and trsainn of 
replacemente for teams that are not up to their full complement,. 

Initial Trainint. 

Nursee at the dispensary level vho are the village health agents' direct 
supervisors should be more Involved In training. 

Curriculum 

1) 	 Future curriculum revisions should consider the follovingi 

a) reduction of the ratio of theoretical to practical content; 
b) the relevance of training to the actual tasVs performed by the 

village health agents; 
c) The guide should explicitly mention which topics are to be 

covered at the first training, and which should be taught at 
retraining@. 

2) The next curriculum revision should consider including the following 
subject matter: 

a) 	 specific family planning methods explained i depth to beth VIe 
and MII 

b) 	 a section on speialized nomadic health concerasY (this would 
be taught only in crainings conducted in areas with a large 
nomadic Population); 

a) 	more mphasis on the re€cogition of the effects of malnutrition 

among Infants and children, 

Teahn hlhodo 

The 	present *mphasls on class participation is to be coimended. Use of 

;	 L .. l "i,! 	 . -, :t 4) ii: ' . -f ;,-.ii 	 :s ~.. .. ii!... :., : ,.. :i,& .(-!~ : i 



the audio-visual aidei and pedagogic matertils (mentioned for every lesson in 
the Currictlum (;uide.i) I to be encouraged. Handoutsiuch It; the one on 
weanI nig pOrr dge,.i Or t hv AidV-1.tMOI r. On Sali t'Iry L(ducat Ioni Thimet. need to he 

reproduced Ii lk ant d I; t r I ted to viI lage Itra 1th worker., at each t raining 

ind4 ret ra i I ng. 

Knowledge Retent ion 

During the I bid trip the team verbally tested the knowledue retention of 
village health workera agents and found it adequate. Those village health 
agent itdent It Ird o.i niot having tiucces.ifully maitered the! curriculum material 

nhould be targeted for the next retr.iining to bit held (rather than having them 

wait tbe ftll for three yar cycle). 

Ret ra nI ip, 

The retra tniltgn tshould be rebtructured to introduce new themes such as 
family planning methods, sawell a% reviewing the original subject matter. 

tise of audit )-v I 1 Is to be encotirasged during thetre sestilons.,tildn 

ft. 1J-(:toU&T RY TRA 1N IN; 

I0.1 I nt roduct ion: 

The. M.lt/;A ti4t tw national tratninp sahools and which are suppnre.d 

tidiri th IPHIP.; 

t'A tI Nat l~ji 1 Joolfor N;urmr~e and s.TclI Worh.rn , In Z inor 
Whileh tr l tinnta e jraa i.nsd sai tary t IchnicIat n. Ent raints have 10 yea r N 

,if prvl-out r I' l ltk ant t h tlr r et . r;rallriarIng ritireri may Ic,e arinigted to 

dI14patiftalti, fie exceptitonalfir if)th rOf avtudent n. medb ll (ArcuncrIpl ionsI 
(() vl, rt it1y WI I ( rtA tl antl rstlp rvi r vi ll ,- health tea s. Thevy 'in a ai o 

voV 4t holitalas, MCt i,Itct anil the tranamteiblt dlsetn", control illit l. 
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DNSP, the National School of Public, Health, in Niamoy now trains, as
 

"Superior Technicians", nurses, midwives, and laboratory technicians.
 
*Entrants have 12 years of previous schooling and their Baccalaureat. The first 

group of nurses trained at ENSP as "Superior Technicians" will probably be 

assigned to hospitals for the first few years after graduation, then will 
assume the direction of HCs. 

Previous evaluations have been impressed, as has this evaluation team, with
 

both the quality and quantity of training at ENICAS and ENSP. Both are 

producing large numbes'r of nurses, midwives, sanitary technicians, and
 

laboratory technicians able to perform in the wide spectrum of assignments
 

they may expect to receive in the course of their careers. The following
 

recommendations are by no means meant to obscure the schools' accomplishments
 

to date.
 

The Project Paper's logical framework states that by the end of the
 

project there will be a marked increase in the number of academically trained
 

health professionals working at all levels in the rural health delivery
 

system. This was to have been achieved by training 10 new teachers to be
 

divided between ENS and ENICAS, and by paying for the education of a total of
 

200 certified nurses and 75 sanitarian# (at ENICAS), 100 state nurses (at
 

ENSP), and 175 medical students trained in rural health=/.
 

The 1981 Mid-Term Evaluation, and the 1982 Revised Implementation Plan,
 
recommended support for an additional 100 certified nurses and for 40 state
 

nurses, and increased funding to produce 35 sanitation technicians by 1985. 
It was also observed that the funding for field experiences for 175 medical 

students had not been used, and it was recommended that these funds be 

reprogrammed. The 1981 evaluation recommended that the RHIP support a new 
program for training of laboratory technicians at ENSP. 

Specifically, tho Project Paper (p. 116) committed the RHIP to supporting
40 certified nursing (IC) students and 15 environmental health workers per 
year at SHICASI 20 state nurses and midvifery students per year at ENSP; 
and the field training of 35 medical students per year. 

++++.+ .++ .++++.+++ :++ + + . ;++ ++++++++,,+ :+++ +++. ..+ +++25il 
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Resoulrce Development subcomponnt: had, fo te part, been andios a:chieved ' 

:+' ;,'ii~l}.: wi"ere :projlected in :the Project Paper andthe RIP#* a total of 510 have been!: "" 

+i i++++1 9 85 . ! A+ totalo0f 125 annual scholarships were aw~arded tosaenitati:on' agent and +!++ 

annual scho lrhips
 +(tot~alesdo+ not: include scholarshipsprogrammred f~or
1984-85 an?
funds fo neterEIASrEPhd been'received at the time of ii! 
hlhis report:). Eiglht t~eachers had been+trained; six of tkhese graduatesl are444.4+ + 

schellduld to r~eturn from ltrainingtlhis yier, brigin t + tota+ othei 10+++he to 

3.2*+ indings
 

[v~Tbl

t 

VA.3 and Talble Mr.4 ist the number of st~udent nurslesmsupport~ed ++ !+/each school by US'I D.sinc. the begining o th+ project..
 
At the .. e.f.hi.evluaio
?i+++ 44+.... . +++roects ututsfo th Hma +he 


Resource Develop ent subomonet ad for the.mosti acheve and+r+++: part,+ been++++ 
++
 

toiac+°

-+ 

quire . now slkillsl and theoriesl relevantl t~o+the health needs of+the 

exceeed. toalo 
440annual2 schol!i+a
rsip:fr erife 
and state+ nurses * ++ 

were rojetedtheProjet Paer an :++ #+++Pi 
 theR I a#++m+toa of+++510 hav+ been+++m.. +++++++ ++++++ 

i+ 
pelrsonsiieac.hes1lle natlionall conferencesl halve been felt t~o 
have been of great+
 
benefi't,.!:+ : Each of t~he seven delpaerl nts hold twvo 4,-day conf'erencesl ealch y'osr r }
for 50 peron 
 in each yea of the*'+'project.' Over 1,100 peron 
 llZ
wi" have 
 " ;L 

+.++participated in MOH conferlencesl 
246
and seminarsl by the aind of t~he projlect.*+'r++ 
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Continuing Education
 

The continuing education program of the MOH/SA is organized by the 

DEESN. (At present two persons at the DEES are handling the workload 

previously divided among a staff of seven.) In a 1984 World Bank survey,-: 

- of 188 MOH/SA staff it was found that 73 percent of the 70 certified nurses 
surveyed had no exposure to continuing education. The DEESK is well avare of 
this need and intends to address it as soon as the department is adequately 

staffed. The World Bank paper documents the continuing education needs of 

~ . - MOH/SA field staff (reinforcement of technical competencies, management 
techniques# and training of trainers) and the changes advisable to Implement 

an ongoing continuing education program. 

Given the volume of work for which the DSN is responsible, and its
 

, level of staffing, the department is to be commended for the numerous
 

seminars it has organized with RHZ sponsorship. At present an average of
 

four national seminars (see Table IV.A.5: RHI? Sponsored National Seminars)
 
are organized each year and are held In Niamey at the ENSP. The seminar
 

themes are identified inthe course of "Journs d'Studes," field inspection
 
visits by the Minister of Health, and meetings hold between the various
 

departments (DDS) and the Hinistry. A yearly calendar of seminars is
 

subsequently developed. Each DDS designates the persons to attend In view of
 

the seminar's objectives.
 

The World Bank paper commented that the personnel selected to attend
 

*continuing education events toded to be recent nursing graduates. The paper 

recommended certified nurses who have served years Inthe field without ever 
having attended a seminar or workshop should be targeted for continuing 

education events. When the 0338K Isadequately staffed itwill embark on more 
continuing education programs designed to reach more B and C level field staff. 

In discussions held with lH4/ A staff during the team's field trip, 

the staff frequently made reference to the annual *Journfes d'Ktudos' nd 
topics discussed there. All who had attended The Training of Trainers of VHTs 

~jPaulette thapponilro and George Walter# Rapport d'une Consultation Prolet
 
do Santis NIterl Banque Hondiale 3-27, flvriero 19841 p.16# ps 38.
 

, : 
 29
 



made favorable reference to this national seminar and to the spin-off seminars 

held at the departmeinta l level. Uniform regretsii were expiesmied that no 

further Trini rP ot Tra Iner.; had been h.eld rvt'erlr lv ( !;vv Tahlv IV.A. '3: R11 1P 

Svon ored Nat i" a I ii rN. Si;mil arly, lid nt" I 6zorkinlg with vill ip 

health taim:s !tIind tihe Trtimc trial Iepartmenti . Statl .MetIrng. d uieful 

exercise for ixploring 'inltioln to prohic'm . ('Orm()tlV etnrcountered when 

supervi.sing vi Illylage halth tce-s. Untortunaitely, staff met Ings; have been 

held this e'/ar In only one d(i'art:::int . 

B. 3 Recommerindai I Ior hIurat ioil ()I I'r.',,rlt Pro ~ectt oinn 

1) 	RIIIP provh'.d. 'hlarnhii pport for 14'3 students it ENICAS 

(33 percent o1 the IO' nt irirt ot') ird o r 7( uitudentsti at ENSP 

(19 percent of 19P!' '.t i'rnt hMdy). TO tea'am r'commerds continuation of this 

level of support for the addit I ,al year t the' pro j'ct 

2) In orler to, elnurv ai high 1vvvl of trani n, tfor the village health 

workir, EN]CAN and ENS should strenigthen tle pedagog ic training that nurOing 

and midwifery ltud'nts' rv'.vv've in how to train and iupervi.-tv vi l y*'health 

workern. 

3) 	At pmrrint an ENICAS or ENSI nurqIn itude'it v ng are', riSA1IRHIP 

scholarship nign. hin/hr name to a I itn o! re,'ipl'rnti at the' he'gioinig of the 

nchool year. 'Ihe,donor'ti nSiar,,. It. noti h t ,d. After thri itI gui 1iI 

each neholarhip stud.nt coud hoih(and1 a'I laett er frm ITAIII MI ."toinSitorming 

them that th' are tie t i' plont of a UP IN/ 111I' 'o'holaicthip. 

4) 'The ,olu ni,,, Tabl,.r IV.A. 3 IV.A.4 NICAS 

enrollment we'rei tacken frIrom the RHIIt' av',ocnt ing booki at the# .U1/SA . No fund" 

oppear to 

liit of 	 and and KlN l eitudent 

1/ 	 An l'"I the "ixct ind".', Iad,.'." will ,)i eheldI The next 
one In for Augrtt,19Hh,. hnt l"'! e 'n?,, all 

of 19 	 jelt y h.' ali'nnually. 
"vh'.dulv Four m, his or '.J"mr ' 

ilto)prmneil ate , nr tI e ,termine- t t hey woo ,h eari''a uiret ti d Wlic'hi ermn.' i I I 

dlniirniedl . lhe, hliree. j rloid I t'-iqeutn ly ucgge trld are tlie oinreq

Wooe': ,d.
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3HI - SPNOE NAIOA S-IN 

': 1979-84
TTLE Of TSMINaR 

YEAR AND LOCATION 

- Seminars on Retraining VHTe; Niamey 

3/19-31 
5/1-6/2 


7/8-17 Workshop on National Hielh Program;
 
Dosso 


)1980 4th "Journies d'Etudes*; Maradi
•.-,
 

77F9 Seminar on Training VIITs; Niamey
8/18-30 5th *Journies d'Etudes;I Under 

~1981 
6th *Journies d'Studes; Diff .. 

(Topics Covereds National strategies 
for health education and family health; 
health Indicators; proposed NOH/SA 

1982 reorganization)
 
TM7!-28 Seminar on Hospital Management 

10/25-11/4 Seminar on VHT Training of Trainers 

8/23 - 9/9 7th ,Journes d'tudes"; Dosso * 


1983
 
VTM-30 National Debate on Kecith; Maradi 


* 11/25 - 12/4 Seminar on ORT/Diarthes,
7/18-23 National Seminar on Kalaris 
10/12-13 Seminar on Leprosyl Niamey 

1984
 
Mr,-28 Seminar on Expanded Program
 

on munlaio15i 
3/2 ihte MOMMA sesmrs*etn o nd 

8/028th wJourness d'Ktudes"I Agads 


Total 

PERSONS 


ATTENDING 

1 
25 

40 
95 


35 

109 

111 


13 
29 
127 


*211 
27 
49 
11 

23 
IO 


&9 


...
 

(CPA) 

2,285,000 

3,301,545 
7,198455
 

20241,375
13,690,000 

18,000,000

500,000 
3,044,0000 
9,500,000 

25,00,000 
20794,475
 
2,65,475
 

139,000
 

1,175,300 
370,310 

925,617,890 
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have been released for either school for the school year 1984-85. This needs
 

to be looked into.
 

5) Tahbt IV.A.6: Library Needs at LNICAS containsi a lis t ot textbooks 

(and the quantity needed) that RIIIP sdlould conidvr ordering for the library 

In the near Iuture. 

6) To datt- no anitation a.gent gradtes have been ,insigned t,) rural
 

areas and non. have p.rticIpated In training progrtms f or village health
n 

agents Inugi eN,,tqd in the firt uvaloatioln report. A ?,olut i1n to the problem 

of placcent of 'antat ion agenti aind te icnivian n it e a tlwV ly nought. 

7) ThO' planned.'( I *'i on1I of DAF p ?rhrne i willc (m[11 i i rri enabxle t he
 

MOII/SA progr'o'. e to toral
to dc~men:'t In Its '1ort . I vvPlett er coverage. 

When thi'. I .o ' inc 'd, MUl AA wil Q impr I.t th a t" fur ntinatin to 

IISAIID regard lri In ji .l(-,.:,.t olof t '.' l,i"! g ra tet n.g , , tioixo cl ,heva,*or '. hlt 

H) .Il. ':UN c,- tr,
The" ,., , I , would f.,,ilit . W ork and 

permitI earirr data t abl a t ion di op I.vvd In tae o--. ~ Ia t o Ilon III till" 

report. The PIl 
 pro jectt nhod prov.ide the h1.YN with comput~er tcipacility 

atnd afl :umern ld~ he neno f or omnpar r traIininrg.I o ~t 

11.4 Pecorcmm ndtti on: Future In- nctr' Tralining: 

1) For t;AIi) to have an ltflrnvr " the r)tltrnt o1 rournes talht at 

HNSP ( *e. , in! l,.n-c thelr trl-vaot. t, rural prlrary health rnnrarna), a 

future prujroct Ml.d innn!iteflI, provide a h.ph-r parentng of total 

achuldaruip xiiipti ta rnIIe * or tt 19 plt rut. 

1.
 



Table ZV.A.6
 

LIBRARY RIUDS AT ZNICAS 

~LTitle* No. of Textbooks Needed 

Urgences Nidicales 20 
Urclosit 20 
Steaiaique 1 
Oitiqve 20 
-athologie reapiracolres 30 
atheololle digetive30 

Sudorirnologie 30 
Cardlopathie 30 
TroumathologLe 30 
TSgLslation du travail 15 
Maladies tradsmisieblee par vole sexuelle " 
Difithique 10 
physique 10 

es
th"A tiq
S u 10 
Calcul appliqui 10 

*The#* books are available from Librairle Hasson. 



2) A sanitarian with experience in basic sanitation and water
 

technologies should be employed to provide technical assistance as an ENICAS
 
faculty membe r. 

3) Midick thould continue to be d field training ,dte for students. 

Funding problemn would be Himplitfed if the R1IIP picked up the entire package. 

4) Triannport tc E, SP ai ENICAS rtuderntn' rural iHeld arsigtimentb
 

continually presetts a proble. A Iuture pro lect nhould provide for t he
 

maintenance of ve-hicles at ?,.th tic|oolb.
 

5) A future proje,.t nhould conaider providing subuldized cafeteria 

privileges for thie entrt-E:;ICAS sit -ot body. 

6) An the Moil/!;A icquirei more audlo-virual materialti, p$rronnal In 

charge 1 thitk eqtuipment mhould re.t'Ivertraiing In rquipaient repair and 

maintionance. 

C l'.S. AND THIRD COUNTRY-TRAINING 

C.] Flnt'np
 

The Prolect lalper u loglcal framework *t4tftO that at the and of the 

pro ort a proup of Moll/.A oaalth 4nrd aux11 lry mulport parlonntnel Vill hava 

twot trattirtl ii Areab tUCh 41 "-a l.th admtnin rialtiti and Ila i ntw, el. . T to 

sub!r me I ur hItuami Re-iourcen P F to thihat lhr ptirposse l. Da vo I.Urnt .ala.,. air 

hIh.t vii lan. 

tvatrt&, 11rall. if'!cia lif#n l a 411- ailill| lal "¢ C3111,011 ' rao'rlitirl , l4 !oK Its 11m 

the prt ile t to tto r;a tIi1 n.. t ,'f ' l ally ,joiI it .'.! seaslth 

ri*r l h.'alit !r lvt ov ." V6r 1 jl.' ,u %WIaynty! It, .111,h 1 ,, 11.h0i p ,1.l! Mrild V". 

pa4rt , h for thi11, CItstirY In Afri,1. f T01' I raitItop a ot i..r,,p!,. 1l.' partt. ipant 

vatc, to 1tr tt.40c rr* rcitot ata i hwa Iii i st airloa. btili M011 of fir 14al 

at4 



A reviewd of Table IV.A.7: RliII' Spontiored U.S. and Third-Country 

Triig 198Uti rset howei that tile firsit contilde'rati ion tile 

logf rame luis bi'tn atch~eved. In fact . the Init i.,l plan to hend ")~ mtr~ntu 

Ab)road hasi bec-n gre~at I v xtedd. Aq'zX!Mjtr&v 70().srt hIcIp.tnt ft be lectd for 

the~ ot~ par t, Iby crp tit ive e xai Ina tion fr om V)H,/ A pe~r4 jnej * hw ve bc.e 

tralnc1 lIt Africanf, Vrenc ind. Ame-rican inrit 'to1nn. The estrt.,td tot4l 

cotit of thiri t riilnlng ?ljb beenr $r~'I/.Tetp ft~nn.rcl 

r~tngvb 1 roni %cla wot~rk 14P tdvt.4situ r In r!llty 

For the VMt4-PAH', 4sr.Oic! yar , N111' ictcintrd forth -&2rdip~ 

33 of tltct 71 thidcJn r 1Il,-t'rftt t rattnp hOr'llit ( 4" pterver ) ;trovidcd to 

XO1/SA hre1ia ;rinntil' WHO 20 aII&Ia J3-tcrtlt ilc- V ;taovlItrd 4111 ( .'' of 

toatail) Anud War tla' nrctad ltj.rrst utlpi'OftIr fif I~j tc? Irnnlw 

In firvidm ditrt ly trlafg -d to u ir.* hra.lt h del~ive~ry. ';Incr I9 u, ver4l of 

*I re, ty t Sar l Itt Lc- ;ijrt Irij;,Jif *~~. c-r .-. Itdt I I ?f1 111i I inII c- Ir* that 4T0 

1rm- I iret ly rrIatt-4 f rurail Irath ( I or. mbci~~, i~thr3y 

Ofi t tr a1 I falfi'd in i~dr actaiaflpa,70( !%n .ti4 1,07M RHIiP .14 

havc 'a~ ,ryin 'IY r c~tffr I " ?1-*o ( I 1f1- frO ett I 1It utts1lVIrig at'ro4al) 

Twenfty (#,(j p1c'nt ) of (I-ca.' 14 4tv c eplOyallt Il the± ell of ?i4 ancy. I)r 

O, (~ipere at) Vtofl ballt).a0 , arct IfivAVC In rL.131t 'ta J 4 

~u~A 771 f r;*neI 

Aa'ihtotct? AI o~P Vive tit $ 

latavoftr1hflh#f~rt to1I ~~~~~~~~~~~I tab!levy 

m/ f 1,4 fil Ar a t 14141tt~ ?I4ty',~U 
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C.2 Recommendations for the Duration of this Project
 

A) The USAID/RHIP currently stupport,; 45 percenc of long-term U.S. 

and third-country trafning for OH/;A pe r!;onno-I , and :ihould continue this 

level of support for the durait ion Of t ho (irrt-nt project. 

tie A1/;A 


special t les that aro i,ri or It ., Ior ruralii i h,,t delivery and thus are
 

eligible for RHIP orhol.irhlp niport.
 

B) USA II) ind l'. Jhot I ilagree, on the categories of 

C) Thc Xo1I/!:A ,heirldn,iitiaint 1;A II) with It,, ove raill Xanpower 

Plan, demonstratlnu how the ,ipecialtiw. ,;elvcted for RIIIP funding fulfill the 

requirementi, of thOl plan, and prorotc rural health ,e.rvicv!;. 

D) The pract ice hoild cont Inu( of seIlect.lng trat nee 1 who have 

served five yE-jari In rural h.lth areas. 

C.3 Recommendat ionr; for a Future Project 

USAID and the :'h,0/!,A ;houdd rvi !w and danirlyzt together "fienoin en 

Personnel" pro ,ectfon, and oth,.r doorti' inticipatod toupport in order to 

IdentIfy training s,,id, that AIt -lhir -iopport in the future. 

D) SIORT-TIHM Till PI)-COUNTIRY THA I N I NG
 

D.I F1 ind i nin
 

Neithier the. Project Pnper nor th. Xid-Term EV4luntion provided 

spici fir guidel t11e for thin couponent. 

teblr IV.A,1: 101tl' ri, ,r rltijty Tr t /!;lort-Torm Third-Contry 

Trailnitp fhown tlht nix 41ul/!;A rmpl,liyve havp bern t-t 4broad with 14hi1P fund# 

for tattldy r iftif tir (it . An addltfloia lo0 t 40t iptg i ll- rht prolet 

OMIlYOCtIhn lholte-r rrfi r.nn coh ral atni eo* The d oltipIrtounder Y-fuindr 

murh of the' ifthrt-tri trninifIvIw 4t, thim Mitdi/!A. 
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The Tulane RIIIP project compnnent intends to embark on short-term
 

third-country triiining in the neir future. Tulane plans to train 15 MOH/SA 

personnel in i two-week course, four persons In a two-month course, and one 

person in a long-term Mas ter'i program at Tulait, 

D.2 Recommendations for Duration of Present Pro ject 

1) The rojru.,, "Training "I VIIT Tr.lnrs," offered annually at the 

Centre de Forat ion du. i',rnonne, d,' Servlep.h d. S;antt In l.omt', Togo, hlits been 

fiund very u!",,'l h'," MAAOt ISA .tall sn'nt undei r W I) s..iloaru.hipt.. MO)f/SA should 

explore with WHO p .r.ili y of ota oflNiger i -0the bttI I n're.oiit g the 

permitt o at tv'nd btecoure In order pemit a 1.irpr iur~ber Nit toigeri, n 

at tend with PHIt I nguil Tb.! ' next iour,' will he hel d .January th rough .arch 

I9R6.# i'pa r m'ir t VIII d Irret or n who ha vr not yet a t ui'd te. Awr t , and 

nuritv.u who rpp.rvit teach health' t iand havec and v lage .ta who uppnt five 

v.-art, or more n rurti di l.pnartir.n would t thele o,ropm',t elig Ible for 

at t endance. 

."E;N 

In the se'lection of thone ale to 4 ttend the pilatird Tlh anl ' putiti.r courses 

to enable th oivontual Icompui~trlatloin f stuwident d.localr, alud rocord keeping. 

2) It In hoped that ataff rrhierru will voninllt to have priority 

9,,f
 



B. Institutional Support
 

Construction, Vehicle and Bio-Medical.Equipment Maintenance and Repair
 

1, Organization of the Division of Infrastructure and Statistics
 

The Direction of Infrastructure and Statistics (DIS) isresponsible for 
logistical and administrative support of all vehicle and equipment installations 
and operations for the Ministry of Health InNiger. The DIS assumed these
 
responsibilities in 1982, and has therefore been carrying on these activities for
 
only the past three years. Prior to 1982, these activities were handled by the
 
Secretary General's Cabinet# Ministry of Health.
 

Inorder to provide logistical support to all the departm~ents InNiger, three
 
services have been created to handle vehie~le and equipment logistics and
 
support. These services are:
 

A. SERPA: 

The Vehicle fleet Maintenance and Repair Service, or SERPA, is responsible
 
for all maintenance'and repair activities for the Ministry of Health Vehicle
 
Fleet as 
well as for most parts procurement, record keeping and training of 
drivers and technical personnel. This service, created in 1976 and placed under 
DIS in1982, consists of the following installations: 

CentralGaraae SERPA/NIAHEY:
t th ye 1
only he paee rs. rior o 2 h n a t vt e 
e e hnld b
 

SERPA/NLAMY is the hub of the nation-vide SERPA system. 
As well as being
responsible for maintenlince and repair of the approximately 150 MOR vehicles In 
Niamey Department, the SPA also procures spare parts, Inlots and through
competitive bidding, for MOB/BA vehicles Inall seven departments In Niger. 

A training center for mechanics has been built and equipped at SERPA/Niamey.
This center to designed to upgrade the skills of new SEPA employees as well as 
to provide re-training of existin_ SERPA personnel. in 1984, six mechanics were 
trained In this Center. Unfortunately, no personnel have been trained or 
re-trained as yet during 1985. 

wgS-RPA/NE s also responsible for keeping records on all vehicles under 
its care, The recording system consists of a file for each vehicle
 



which contains: 1) Requests for maintenance and repair, which must be
 

approved by tile DIS before a vehicl, Is admitted to the garage, 2) work 

orders, which show what work I!; performed on a vehicle, ncluding what parts 

are used as well as their cost , and 3) a record of cumulatIve parts costs for 

noted that startlng In 1982, total cumulative partsthe vehricie. It should be 

conts r vehicles were kept wi thout a yearly breakdown. Starti ng In 1984, 

are by making simpler (to analysiscumnulatliveIiprts co{ts kept year, It to cos.t 


on a yearly basf-;.
 

SERPA/NIa:ney ail:;o keeips a running part s inventory, which tracks which
 

parts go where, as well as; their cost.
 

Antenna Gara,,es: 

Each de. a rt.mnt ha!; Its own SERPA antenna garage for maintenance and 

acttvftto ; within the departln'. , l'ermarent SERPA Installattons existrepair 

In Diffa, Doio and Tah,,a Department-;, whi le AXale: Mara! and ZMnder 

Department; ar* ,;g temporary f;.clilttle!, while iwaft. lng the cmptetlon of 

construction () nw ila-lit i!; in t ho:,, {1.'i nnt;. 

t;ERPtor r,o,;O' part!;, althoough fundsAnteriaa ,,, rage:, dpnd upon Nimnt'y 

are avalllabli .i! the diepartmental l .l thrtough tle Departmental Pt re tion of 

Health (D)DS) fot mcil1 pu chafes ,f part lt,i hrtcant!; and ;ulpplle. a; needed. 

Alltenna g ra ar r ,'iiOli-l h ii f their own recort k ,,LJ n d O! 

spare 

antenli -r I so rely on ;EPRI'A/NIA ElY t, it,n ovidv sich !.rvtl !i ,as 

ong i ' block re-boring and crank!;ria t ;rindilnp. Pe-tall.; of how th SEIRPA 

Mt0,nn.1 0,,, l.it. will be found under their res+pectiv,! ri, partmn.tit headings In 

requciting r -- itocking o , part!; Iiventorl e; Lhironlh S1'kPA/N I.aey. T. e 

tHi is r4 port. 

B. SEAXM : 

The Ilo-Medical Equipment XaInte:ance and Repair Service, or SERAM, Is 

renpon ilble for maintenance and repair operations on nil bio-nedical equipment 

Ol a country-widi basin. 

/,3 



SERA consists of two installations, the main installation in Niamey and 

the SERAN antenna in Znder. SERAM/Niamey covers the Departments of Agadez, 

Dosso, Niamey and Tahoua, while SERAM/Zinder is responsible for the 

Departments of Diffa, Maradi and Zinder. 

Due to the extremely wide variety of maken and models of blo-medical 

equipment It, use in Niger, spare parts are ordered directly from manufacturers 

on an as needed bas for the l ger, more expensive Items. Stocks of 

smaller, less expensive parts do exist in both Niamey and Zinder. 

C. SERMEX: 

The 'hysical Plant Maintenance and Repair Service, or SERMEX, is 

responsibl e for all1 other equipment not covered by either SERPA or SERAM. 

This equipment includesC cold chain equlpmeut ior storage of vairInes , back-up 

generators for eme.rgency power In hosipitals, a ir condltione rs, furnishings, 

etc. It sdhould he noted t hat S;ERMI'X has only been In ope ration s ince November 

of 1984, and tht pernounel tot al four teclnict .i. based InI Ni auiy with a 

limitd budgt ,rid colnt r-id espo si hil It ei. 

D.2 Proect Injts: Consi'truction, Vehicle Maintenance and Repair, and 

Blo-W'difCal Eqci pmI,nt and Repair 

A. Con Lri t i on: 

a Pri ofThe original r ct I Paper called for (outrurtlon two DI)S complexes 

consinting off 'l); oH foi , ani . of and'rv an o'ugarage S;ERPIA, viiItorn' 

quarters. Thcesie DD . r lenx,'s were to he built at Agiled,: .nd Z1ider 'itarttng 

In 1979. At lthe time of the Hvlvd a I Q( tohe'.r ,Implvntatt n Placu, 14I no 

contructii 1hid! hein it artodcI, althog '~. ad Len io' I c! d andc p1 iiin hadhiicl 

been drawn p iand ippit,'o. . 'lvre apparent 1y were ,robl,%!i obttnIin,., a waiver 

toI in c ria n' tic.he' I n Ilug o , ia, r y Io cr tu1c'vc,,.irv"fI 'uirA - . ' I ,i f I,, , I :.r, ,t 'i I i . 

C rintrice! c t it d dur Iing 19MI , and th' c iutorcct io )I a, DI ; ,compl.x Ini 

Mairald wi a; Id ,d toc ,ro,}e, It cc ,,oec ttd,. lor are1 f i'o cig, uhiIrpari l' lanrc Mcirail 

Identical t , hoes,, us id fcr A'.',dz and Ziled r. 

Con;tritp(' c contint's, In 1 ita tat up prvn NumerounI andiIr ci I0 dae,. 

flaw n were d,, e rted In the, plann, whlch required modiflat o in to he made to 

Q,4
 



the structures, increasing the time necessary to finish the facilities. Some 

of the flavs detected in the garage facilities were: 

S 	 In-ground work pits too wide to allow access to vehicles requiring 

service, Modifications have been made to the pits In Agade and Znder. 

Modifications to Maradi are underway. 

- Access to pits wes designed as a series of steel rungs set into the pits' 

walls submarine style - a dangerous means of access for thoe mechanics 

who may have grose and oil on their shoes. Proper stairwells have been 

-	 constructed at all three locations.
 

- Work pits were designed much too deep to allow technicians to reach 

under-car elements requiring service, This flaw has been corrected in 

all three centers. 

- Sighting for work pits was designed to be placed at technician's waist 

height. Not only is this placement useless for Illumination purposes, 

but also extremely dangerous as the lights are not recessed, but fully 

exposed allowing easy breakage followed by the dangers of electrical 

shock. These fixtures should be replaced by approved recessed wall 

sockets to allow connection of approved safety lights and/or electrical 

tools for under-car operations. 

- Access for vehicles to work bays was designed as an abrupt step up of 

some 30 centimeters from ground level, anking It difficult, if not 

impossible, for vehicles to gain access to work bays. The addition of 

ramps to work bays has been completed In all three locations. 

At all three centers, outside truck ramps were constructed that were too
 

steep, twice the height they should be, have level surfaces too short for 

sost (if not all) trucks and there may prove to be too much space between 

ramps for trucks to safely mount the ramps. Although the slope has been 
improved In all three centers, the problems remain of height, level 

surface for parking trucks, and possibly width. Width should be measured 

first, and should the ramps prove too widely spaced, then the ramps will 

be unuseable. It should be noted that the Interior safety shoulders can 

-
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be cut down to allow access to trucks as the Interior retaining walls
 

under these shoulders are not load b"ring walls, and will not support
 

the weignt of trucks. Should the width prove acceptable, the ramps can
 

be lowered by cutting off the tops of the ramps to a level not to exceed
 

one meter from ground level. This will serve not only to lover the ramps 

to proper levels, but also to lengthen the level surface to allow trucks 

to be blocked on a level surface Instead of partially on the lucLne as 

-not 


ti the case st the present time.
 

- Enclosed space for a workhop and for parts storage to very suall for the 

overall size of the garsge facilities. Space for spare parts storage 

measures some 28 square meters of floor space which corresponds to the 

area required for spare parts storage for some 7-10 vehicles, assuming 

full stocks of spare parts as are required by all SEPA antennae. The 

faciliteso, however, will have to handle from 20 to some 45 vehteles. 

Enclosed workshop space Is identcal to the space alloted for parts 

storage, and suffers the same constraints. 

momloor space available for work bays to sufficientto provide seven work 

bays (32 square meter standard bay), yet t divided Into only four work 

bays that are overly long and wide for the vehicles requiring service. 

The standard bay of 4 moters wide and 8 metrs long would occupy only 32 

square meters of space each. Total floor space at an antenna garae Is 

243 square mters, or 61 square meters per bay. The number of bays is 

sufficient inboth Asdes and Maradi considering the present sites of the 

motor pools (soes 20 vehicles each). Hoveer, SK|A/Zinder will be 

strained to service some A5 vehiale with only four work bays. This flaw 

cannot be easily corrected. Therefore, additional space my have to be 

considered for SUPA/Zinder at some later date. 

The DDS complexes in Asades and Zinder are essentially complete, lacking 

only water and electrical hook-ups and provisional acceptance by the Ministry 

of Public Works before occupancy can take place. Soma modifications are still 

under way at KaradL and, although minor, will put off the opening of this 

facility. 
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The DDS comlexes, Including otiice space, garage and visitors' quarters, 

have been built t an averag.ie corot of $245,000. 

B. Vehicle Maintnan. e arandce .: 

Personn i: 

AFRICARE technicians were provided to the Departments of Diffa, Tahoua 

and Zinder to 4et up functionail arages and logistic systers and to train 

!*;ig. riene cIa are proviced each [)Ppa rtment4l , -ig te.-hnicIanti. i thni foriri en 

D.1 for breakdown of peraonnel byFERPA by t te Minitit ry of Iealth. (:;ee Table 

depiir tmnt . , 

Vehicles 

Thirty-two (32) automoble1. and 91 mopeds wero purchased under the 

project to round out the Ministry of Hieath motor pool. (See Table 0.2 for the 

departmental dintrihution of these vehicles.) 

Tool ing ind Equpment: 

Some W10.000, hao been optnt to date under the project for tools and 

to
equtpment for the three garapeb. Although a few items have been sent 

7nidrr, the viaet mailority ot toola and iqul&netit ilrc In =torago In Niamoy, 

awt$itlng the spening of the IW; fmplexEti. 

Pa+rt, a Invr; ,t,*r+'/ Prttcur'et 

Thei mFiirity tif a.ri t procurr-ent for all d=p4rt0entft (OXtCpt D6os0, 

which teillr on ftif ia t hf*aat nt'a) to donei|1 throish 'SY A/NIamoy. 

thrt c tLq tf It III (Wlioj4 , .r'cttrditln to;| |A/! p fr,,tirra it n.+ I 

fO an ilm r a mata '.3(11 dp4rtni t. 

.r~?.v/ jatr a,,t 

Itiventotiraa It t o - 1 S:'41thy well re-t zt by 

Avlxltatavrly I+ ft,fi011.(JJi (.FA frito,'a v.rth ,i ;,.al vitr dil tiih fed among tih1 

4 i f f ¢, rt + ! Z +r m t t ,h lfrt t)1 Il 'l, 4' 0,!:P1<] A / +|i a tt y ( Mr r ; ! I ti ,1 f1#t 

'A t lt tlatiinAltre4aal4 vso by ,.Ia0 at!tcti-ft 1h1a (.0ihJ ,000 t-11. ft i(f , lt ,, d a 

totiegat Itiputi -a-i well 2 ('iAlI) iat ,l 1 (1J b1,t, lg tr y topt ta, 

++;
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Table D.1 

SUMMARY INFORMATION ON SERPA ATENNA GARAGES
 

No. of Vehicles 


Tools 


Equipment 


Personnel
 

Mechanics 

Apprentices 

Other: Body work, 
electrci4na, etc. 

Parts inventory 


Approx. CYA rx

prndl ture. for 
pirtn in 19H4 
;,.r vehit,1 

AGADEZ 


20 


insufficient 


insufficient 


1 


2 


0 

non-existent 


268,000 

1985 

DIFFA 


20 


Insufficient 


lnsufficient 


1 

2 


0 

Insufficient 


510,00 

HARADI 


24 


Insufficient 


Insufttcient 


2 

2 


1 

non-existent 


516,000 


TAHOUA ZINDER 

3? 44 

sufficient insufficient 

suffirient insufficient 

1 2 

3 2 

0 3 

sufficient Insufficient 

400 55,000 

4"
 



Table D.2 

RHIP VEHICLE INPtUTS BY DEPARThENT
 

AUTOMOB I LES 
Department Make 


IA Land Rover 

0142 AZ1A Land Rover 

W 9 NYIA Scout 


1)1 ffn 
O135 DAIA Land Rover 

0116 DAIA Land Rover 


O"J MIIA Land Rover 

0198 1I11A Land Rover 


Tni howa4 

'ITAIA Land Pover 

0241 TAIA Land Rover 

0l7 ' TAIA Scout 


ZInder
 
A-'71R I A L4nd Rover 


0164 ZRIA Scout 

0102 AZIA Scout 

()230 ZRIA Land Rover 

0.';9 Z'.1A Land Rover 


.YIA and Rnver
.. ', -.
7 NYlA Land Rover 


2.1'"21 NYIA Land Rover 
2.~2) ~Y1ARenw'ilf 18 

Jo0. YlA Reni I 

2:21 NY1A N10041)I'" 1 1 
221 ';YIA ?t tnani'at z,'1 
V). 6 ?YIA Toyo is r-ro Ila 
19Z7 NYIA Toy In 'aforI I 

14' NYIA r ol, t 
I f ;Y IA .em,t 

1b DOIA l.an Pover 
014,4 001IA Lanl Rtivar 

Throe ad11i tonal Internatl inal l,,uts finve Iohe 

brinig the tetal omintrof suta-obl loc p;rrheaed 

Year 


1982 

1982 

1980 


1982 

1982 


1982 

1982 


1982 

1982 

1980 


1982 


1980 

1980 

1982 

1982 


1982 

1982 

19814 

1982 
1982 


1982 
1982 

19"1 

1981 


1979 

1979 


1981 

I~M? 

ah'n "j.t 

omfr the 

Condition
 

Good
 
Good
 
Passable
 

Good
 
Poor
 

Broken dovn
 
Sold
 

Good
 
Good
 
Passable
 

Good
 

Good
 
Good
 
Good
 
Good
 

Good 
Good
 
Cood 
id 
Good
 

Good 
Good 
Pau6able
 
Panabla
 

Poor
 
floor
 

1 

tosrvico vhlch 
project to 32. 



Table D. 3 

SIRPA BUDGET 
FY 1984 

BUDCGT INPUTS CYA FIANCS 

National Budset 40,090,586 ( 40%) 

USAID/PASR 23,834,826 ( 24%) 

UNIE1 5,J±48.805 ( 362) 

TOTAL 2L ML (1.22i) 

BIRLUUN OF BU'DGET BY DEPARMENT 

Ajsadez - 25 vehicle, 6% 

DOtt4 14 vehiclo. 5% 

Doaso -3 vehic-lem 

Karadi - 29 vehicle. 13Z 

T4houA - I vohlicle. 132 

Zinder - : vehiclos 131 

Nitaay - 145 vehicles A9t 
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In addit i on to SEHWA/:!'i aeay pit rtn it,lut , catch itepart ent Iiiti a budget 

for vehicle m4tlt latncn't under tie DDS. This budget . tMted to procure partsM, 

lubricantti .id -o , i I)c'e , ,)i t l ,t .and41d,. ' d b.ta i (s,. "'able D.4 tor 

breakdown by dti,,.t : ., n 

Fach dt, - .trtmnt, thevretore, has it t oiwl ,to~ k t rip.ire pahrts that is 

repleninhed by SER'A/Nia4,ey ad well au by Lhe depitrtment level budget. On top 

of thin, t.ose ,pitrttMentt1 t hat had AFRI CAFE technicitn h e.iited from an 

additlonal $2,O0 per year per technician for the purchatle of parts, tool$ and 

equi putnent . 

Other In-s, 

Dflhla Dep.ArtMent had operated under i ,ieparate project, the BtcIC Health 

:;ervi eu Delivery project since 1977. Funded by AID ($2.8 million) and 

titaffed by AFRICARE, Okla project Wat aumtlf,1ted Into the R1IIP on April 1, 

'81. Inputts under this heading Included a dtafted 4nd equipped garage 

f~ai lilty. 



Table D.4 

SERPA COST INFORMATION
 
FY 1984
 

The following are Inputs of the Minfttry ol Health. USAID, and UNICEF to SERPA 

operations by department for vehicle amtntenance and repair: 

FCFA
ACADEZ DFPARTM.NT 

SE RPA/,q I ,.i y 6,000,000
 
DDS 700,0
 

Total 6,700,000
 

f,700,000 for 25 vehicles - 268,000/vehicle
 

DIFFA DEPARTYENT
 

SERPA/NI mey 5,000,000 
1,701,334
DDS 


Africare proesosional fund 400,000
 

7,101,334
Total 


7,101,334 for 14 vehicles - 507,238/vehicle 

MARADI DE|ARTIENT
 

SFRI'A/N amey 13,000.000
 
1,979,166
DDS 


14,979,166
Tot al 


14,979,166 for 29 vehicles - 516,522/vehlcle
 

iAl(AtA DEPARTXY.NT
 

SPJ'A/Nfm y 12,000,000
 
DV)S 2,276,00()
 

Africare prf..nlional fund 4001OO0
 

Tot al 14,616,000
 

14.67,0,00Uo for 33 vehicles - &4,727/vehicle
 

ZINDKR DE|AItTXENT 

SEIRIPA/N nti y 13,000, 000
 
D'S 2,152,419
 

Afrlara |ltlvoolon)al fund 400100 

Tot41 15,552, 479
 

15,,',02479 far 21$ vohlcleo - 555,445/vl*elp
 

http:PARTXY.NT
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Con tru itton V,,h1 ntD.3 Project Outputs: GarIge ' and -I'.Ma natnif.d 8t ir 

The pro Ietct go, I, i . irt i cul.it !1n thIi 'ro t-tt Pap 'r, undor thI s hta lIng 

Is "a fuwic t ion I 11g awipr t a Ifn !,Vit.von rvnponi iIv to t he (if st ri b ut ion o! 

goodu ,and Jet I , rvt I, I vi I'oiai)." Thl!, Aoal w.I.- tiw1h.1n1, 4d by th Revised 

Impleme nt.tI, on Plan (!o t>(tIt,.r 19'2. 

Specific expected outputs of the project under this heading are: 

Construction:
 

Contruction ot two garaiges, in Agade: and Zinder. 

Tool..lnd A:i!rtfLt:
 

Two equtpprd g.rajra, in Agadez and Znder.
 

Maintenanue :tan:
 

A fuuct ining maintenance* plsn for vehicles used In the different
 

department n. 

Vohicle" : 

Twenty-friur ( 24) 4utomobIlea and 10(0 nopeds d1tribotted among the various 

department. ot which 5 po reent were t o be at .m Itrtinning any t im e. 

should be notr-! titu the originaI Pro ect P.aprer tal led Iir 4M atuto ohl lee 

and 20()0 mohyle.ttr. Hall o the ve hi lets were to to ptiorrhand at I the 

baminning if the project. tlid t, v,.hit r,-ri ;,+lt h1arag.4 It II,- end of the 

project wore ceanit toi treplare 1hon"e pwra'hiairil It Thv b,0teinning , Tie 

o n, halt tota1l of 11,irehiedproject. Tlterore only t!h number velain letb 

under the prti Iret C40i be ronsildered no part of t ho pro ect output . 

TryInitn: 

Tho e, vI,!t I mi,,o tatm4 n iPIan 1-4 ed for 1 =r h'nili to he trained by 

the Pro.let Amntatanro Complet Ion to't. (PACt)) tfi-ung 10, 19h5. IPACD han 

b|ete extvrolool ti) 'r-rlmtae 11 , 19M6 

A intt lonlnit Itivrotory 4fiol p4CC i ro-order oyotom wd1 to hav@ been met up 

In t it) t -I,vp It i t t omi roeIV Ifit It)n1pit. 



The output* described above are expected of Uffa, 'Cahoua and Uinder
 

departments. outputs for AgadeI and Maradi departments remain to be
 

determlned.
 

D.4 Bio-Medical Equipent and Repair 

Activities under the Blo-medical Equipment Mtaintenance and Repair
 

Service, or IANM, are not as Intensive as those under SERPAl as there ore
 

only two 3ERM installatLons, one In Niamey and one in Znder. The total 

budget for 553AM it some 10,000,000 C7A francs which Includes the A.RCAN 

professional fund Inputs.
 

Outputs to be reviewed under this heading are$
 

The existence and operation of a periodic maintenance plans
 

Meetigs with John Strother, the AMUCARI technician at SERAM/Zinder,
 

have shovn that a periodic maintenance plan does exist. Mr. Strother has 

establisbed maintenance checklists for all equipment covered. However, It
 

should be noted that these checklists are written In Bnlish, and do not yet 

exist in French.
 

The existence and operation of a parts Inventor!/re-orderinI yltemi
 

These to not yet a comprehensive parts inventory/re-orderinl system under 

I31*1. Mhat does exist i a system of work orders that lists work performed, 

as well as those parts used, or which must be ordered. The parts used 

the work orders are to be ordered snd recorded on Inventory cardsaccording to 

upon arrival. tt Is hoped that this system, though slow in producing a 

complete A'nvencory of parts, will result In an efficient inventory/re-ordering 

system by the end of the project (December 31, 1986). 

Technician trainnagi
 

Tralnn of 553AM technicians ti more difficult than originally
 

expected. It ti rare to find technic aos that already have a solid 

understanding of electronic# that can be used as a basis for training on 
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blo-madical equipment maintenance and repair. Identified technicians haye 
received training at the WHO technical school InLose, Togo. 

Technicians vorking for 515AM at present have received on-the-job 
training. It should be noted, however, that hr. Strother has created a number 

of lesson plans for more formal training, yet these plans are vrittenIn 

English and do not yet exist In French. 

Recomendatioust 

1) Translation of existing maintenance, repair and training materials 

into French. 

2) Institution of those translated system in 83N4 installations in 

Rney and tinder vith the goal of creating a nstlonal system for blo-mdical 

equipment repair.
 

3) Consideration should be given to providing technicians vith bewic 

level electronics training before sending them to the VW school InLoad. 

0.4 Reviev of Vldinus and Rscommendations by Department 

A. ACADIEM 

Asades has received the least inputs under this project of any of the 

departments to date. Although Alades vis to receive major inputs early on in 

the proje't, construction of the now DOS complex did not start until a very 

lote date, and still lacks vater, electricity and provisional "ceptsnce of 

the construction by the Ministry of Public Works. As occupancy of the OS 

complex has not yet taken plus, Ministry of Health offical have hold back 

tool and equipment inputs until they can be secured in the nov complex.
 

The situation in Aades at present La a bit discouraging. Three SPIPA 

technicians are posted to Agades where they occupy a corner of the 

now-sbandonned Administrative Cars#e. SElFAIadea is equipped with one tool 

box and four Jack stands, The vehicle fleet in Ades Department totals 23 

vehicles, of which 20 are claimed to be in running condition. It should be 

55. 



noted, however, that only 8 of these vehicles are considered to be ingood 

shape. Spare parts inventories are woefully inadequate for the vehicle fleet 

to be supported. Such necessary items as filters, hoses and spark plugs are 

not in stock, nor are they readily available on the local market. There is no 

evidence of a periodic maintenance plan for the motor pool. Apart from a
 

card file for tose few parts that are in stock, there is no recording of work
 

performed on vehicles, nor Is there any recorJ of cumulative costs for vehicle
 

repairs.
 

There is no evidence of a training program for mechanics assigned to the
 

SERPA in Agode. It should be noted that the expatriate technical assistant,
 

a Dutch volunteer, was unavailable for consultation as he had been evacuated 

for medical reasons and will take annual leave before returning to post. The 

DDS was not Informed of when the technical assisLdnt would return to post. 

Racomendations:
 

It is obvious that the motor pool in Made: Is in poor shape. However, a 

number of measures can be taken to correct this situation. 

1) The new DDS/sarasge facility should be inspected by the Ministry of 

Public Works. Should there prove to be no major constraints to acceptance of 

the facility, It should be put Into operation as soon as possible. Acceptance 

of the facility will be the first step towards providing the tools and 

equipment Inputs necessary to achieve project outputs.
 

2) A system of record keeping for the vehicle fleet must be 

established. The simplest way to accomplish this would be to adopt the system 

presently used by SKUPA in Rismey. This system of authorized work orders 

provides a cumulative history of vehicle maintenance and repair, listing all 

Inputs (parts and labor required) resulting in an effective means f judging 

cost effectivess and vehicle performance. 

3) Spare parts inventories must be upgraded to allow an effective 

maintenance and repair program to comence. Recelpt and use of spare parts 

should be logged in the sam manner as SnIA/Mamey, allowLnR the simple 
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tracking of fast moving parts and, as a result, timely re-ordering of
 

4esen i 

4) A period'.c maintenance plan must be impl1,.mented to ensure that the
 

greatest number of vehicles possible be kept in the best condition possible.
 

Oil changes and adjustments of such components as the valve train, brakes,
 

ignition, ttc. should be regularly scheduled. Checking the condition of all
 

major components for wear and timely repair would go a long way towards
 

increasing vehicle life while reducing the amount of time the vehicle is
 

non-functional.
 

5) Training of garage personnel in the execution of the above mentioned
 

systems will'be required. It is recommended that the training center at
 

SERPA/Niamey be used to teach these systems and to upgrade mechanical skills
 

of garage personnel.
 

6) The input of additional personnel, in the form of a qualified 

automotive electrician and another mechanic, would allow SERPA/Agades to 

better respond to the needs of a transportation system operatins under 

unusually harsh conditions. 

It vould be grossly unjust at this time to evaluate the outputs of
 

SERPA/Asades, as most inputs to the service are not yet In places
 

SBEPA/Agades could easily become a model of efficient operations once the
 

scheduled inputs have been put In place. 

3, DIFFAs 

Diffa has been the recipient of various inputs since 1977 when AFRICARE 

started Implementation of the Basic Health Services Delivery (BDUD) project.
 

This project was interated into the present RHIP on April 1# 1981 and will 

continue until PACD, December 31, 1986. Project inputs have included 

construction of a garage facility, toolins and equipment to support 

maintenance and repair operations, spare parts inputs In addition to what is 

supplied by SEIRA/ILamey, and technLcal assiStance in the form of an APRICARE
 

mechanic/traner. It should be noted that this technical assistance ended in 



- ------- -- ----

June 1985, and it is now a question as to whether the mechanic/trainer should
 

bereplaced.-

Diffa is the most remote department headquarters visited at some 1,350
 

km. from Niamey. Although the road is for the most part in excellent shape,
 

the last 70 km. of pavement is in need of major repairs, increasing the
 

difficulties of transport of needed materials.
 

Of 20 vehicles on the DDS/Diffa roles, 14 are presently functioning.
 

However, only nine of these are considered to be in good shape. One reason
 

for this may be that the periodic maintenance schedule for SERPA/Diffs, as
 

established by AFRICARE technicians, is implemented every 6,000 km. as opposed
 

to a schedule of 3,000 km. in ZiUnder and Tahoua.
 

The garage facility at SERPA/Diffs is sufficient in size, with four work
 

bays for 20 vehicles, or one work bay per five vehicles. Tooling and
 

equipment, however, are at less than optimum levels. Although a fairly
 

complete set of tooling and equipment were installed starting in 1978, the
 

years have taken their toll in the form of breakage and loss.
 

The spare parts inventory is also incomplete, though in much better shape
 

than either Asides or Karadi as fast movilng parts such as filters, belts,
 

hoses, otc., are in stock, permitting the implementation of maintenance
 

operations. However, stocks of spare parts for more major repairs do exist,
 

although the number of vehicles broken down vould indicate that these stocks
 

are Insufficient. The spare parts are inventoried in Diffa, and the use of
 

spare parts Is attributed to particular vehicles.
 

Records are also kept on work performed on each vehicle, although these
 

records are not as well organized ts those in either Tahoua or Zinder. 

Through these records it can be seen, for example, that maintenance is 

performed on vehicles. However, it should be noted that a periodic 

maintenance checklist Is not used,
 

Training has progressed to the point where the three technicians In Diffa
 

are capable of performing most tasks. H1owever, the technician who is *do
 

facto* chief of SIRPA/Diffa still holds the job title of driver. Various
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attempts have been made to have this technician's job title changed to 

mechanic, yet the situation remains uiiiijid stitild'-libs-66ted tht~ 

this technician isnot literate. Record keeping, parts inventories/re-orders,
 

ae. are presently done by the management personnel of the DDS. The chief of 

management, Hr, Boucar Kanta, should be commanded for his dedication and 

assumption of duties eill beyond the scope of his job.
 

Recommendations:
 

Notvithstanding the long-term technical assistance a provided by AFRICAJR 

to Diffa, the garage is not as well organised as it should be, nor is recond 

keeping in tune with the national SWRPA system. Considering the fact that the 

chief of SflPA/Diffa is not literate, any record keeping at DLffa is to be 

appreciated. Furthermore, SIUPA/Diffa Is hard pressed to keep up with the
 

work load with only three tochnLcians. 

As the AFRCAR mechanic trainer has just left Niger at the and of his 

contract (June 1985), it is nov a question whether he should be replaced.
 

With these points Inmind, the following recommendations are mades
 

1) Technical assistance should be continued to Diffa, with the goals of 

organizing the garasge and bringing record keeping and maintenance and repair 

operations up to a level consistent with the national 8RFA yT e. 

2) The present "do facto" chief of SWA/Diffa should have his job title 

changed to mechanic, and be placed on the MOR's mechanic personnel roster. 

3) A fourth SSUlA technician should be recruited for Diffa In order to 

assist with the present workload. This technician should be literate Lin order 

to re-assume the administrative responsibilities now being performed by the
 
DDS.
 

4) A ;eriodic maintenance checklist should be established and used in 

Diffa to ensure the best possible operation of the vehicle fleet. 



5) Funds should be made available for SERPA/Dit ta to replace worn out
 

shop equipment, and broken and miusing tools. The funding necessary to
 

t h vmendat Ion
accompl ish rcot I a approximat, ly 110,000. 

C. MARAD I : 

Maradi ha sutfered much the natme fat. an Agadez, in that inputs for 

SERPA have not yet been put In place. Although a new DDS comnplex has been 

built at Ma r.ad i us ,ingcounter,a t fiunds, tmod1 lit loi, to the garage structure 

are not y ompli. t.. As , r.po lt, tooling and ul;:ret purrha.ed for MaradI 

are being held in .:"rag" In Iam:'y awaitlng ocjupancy ol t he no 'cJrplex.
 

Spare parts Invenitories, art practically noln-exit ent In Maradl, with the 

exception ot Land-Rovr oil I ityro. 

There In no evidence of a periodic maintenance plan. 

Recordn are not kept on vehicleku, no It Is Impossible to tell what work
 

has been performed on any vehicl.'. An a renult, the condition of the vehicle
 

fleet In. lmpo, Ible. :o ( 4t'erm ne. 

PernneI a..s1 i gne(I to SElR'A/MaradI conuints of two mechanicn, two 

apprentice merhanirn and ,nr- body-wfrk techniclans. A Dutc.h volunteer has 

alno b'een .s'.nlg'o,.d to ,Maradf, but wn~s uniavailable tar connultation an he w.as 

on annual leive. 

Recosmttendat I olnl 

Marad, like Agndez, hn not yet received the necoomary Input* in ordar 

to become a funtioning farlilty. Therefore, the following reVoCMCndat11n* are 

made: 

1) mohi tiatlona to the I)bs complem ahuuld he rompleted, watr ant 

electricity b, hookrd "p, ,and pr)vialtnl a ae-re ore the ,nmplom ho made by 

th Minlrntrv of loil,1 Wotart. Ihuir 'w1:1 01"w ro"nand equI.,ent Inputo to 

b Ifith led I" Marad! for mre reile! It'.'- opertl-ntt. 

http:purrha.ed


~ILpridic Upteapep~anshould be established In accordance with.
 
recommendations by S6JJA/ i -ay.
 

3) A system of recording should be established for vehicles and parts 

inventory/procurement along the lunes of the system established by 

SERPON/siay. 

4) Training of technicians should take place, viP|-vie, the systems
 

cited above*
 

D. TAHDUAt
 

Tshoua is by far the best department visited. There Is a fully equipped,
 

functionning garage vith the most complete stock of parts of any of the 
departments seen.
 

The success of Tahous dates back to Inputs of tools and equipment with 

German assistance. This was followed by five years of technical assistance by 

an AIZICAZ technician, Mr. Jon Neuman. SIM-?A technicians InTahoua credit 

Mr. Neuman's efforts In organiution and training as the main reasons for the 

smoth functioning of the garage. r. Neuman completed his contract and 

departed Niger on June 2, 1985. Re recommended in his final report that he 

not be replaced, as the chief of SZRPA/Tahoua, Mr. Nshayou Doudou Kiston Is 

capable of handling all garage activities. Minton is well organized and runs 

a clean shop. Vehicle records are being kept up and parts Inventories are 

being monitored for periodic re-orderLng. 

Six technicians wer trained in Tahoua, however, one is no longer at his
 

assigned post.
 

Of the 32 vehicles on the WS roles, 29 of the vehicles are in runing 

dcondition and 15 are considered to be to good shape. 

A periodic maintenance schedule i tacked to the vall and io followed. 

Parts Lnventorles are kept and parts are ro-ordered on a periodic basis. 

The se of parts is recorded on the inventory cards as well as on Individual 
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dc iI~sheees - recordinag- system In-1shoua-s-to ievilrh 
exeln syte used by SERPA/Kiameye 

Recommndationst 

4I~I per1) The AJUICARI technician not be replaced In Tahoua, as the SZRPA 
psonnel (four technicians) are capable of handling operations. 

2) A body vorker/velder be assigned to Tahoua to round out technical 

expertise and relieve the chief of ISRA of some these duties. 

3) A roof be placed over the outside york pit for pcotction from sun 

and rain. 

. ZINDEn: 

Znder is another SERPA installation that is working well, 

notwithstanding the fact that It is operating out of temporary headquarters 

until the new DDS complex Is occupied. Although not fully equiped, 

SDJ'A/Zinder has had some Inputs of tooling and equipment that allow it to 

operate, though not at optimm levels. 

inder has had technical assistance from AMIICARZ technicians for the 

past five years. However, it Is only since September of 1984 that a SIRPA 

conterpart wes assigned to Zinder. The present AlRICAN technician, Hr, Mario 

Zachella and the chief of S1PWJZInder, Mr. aane Garb&, have an excellent 

working relationship, Althoush both of these techninians have been In Zinder 
for less than e year, they have put together a good record keeping system for 

vehicles and parts Inventories. This system Is also in line vith 

SIRPA/NVisay's system. 

Of the 44 vehicles on the DDS roles 41 are in running condition with 27 

of the vehicles in good to excellent condition. 

Spare parts Inventories are good, but not as complete as the Inventory at 

Tshouso 
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Tooling and equipment is minimal at SRA/Andelr, and will not be
 

complete until the new DDS.' complex in?occupied.
 

A periodic ma intenance 4i:xidule Ia followed, ilthough no checklist is
 

ued. Scheduled maintenance, howevyer, In noted on the individual vehicle
 

sthetst.
 

R commt-nda t I onia 

SERPA/Zindpr is a working Installation that can only improve when the
 

scheduled input'n are Inttalled. The following recommnentionn 4re made:
 

I) Tli,, new r'D.; conplex sihould receive provisional accept.ance from the 

Miniatry of l'xxhlic Worki and nhoxld he op.ned ,an moon a' possxibl.. This will 

.llow the tool Ing and.equ Ip'ent , already purchntned and *.tored In Niamey, to be 

put In place.
 

2) A periodic ma intenance che ckl1tt he established and kept up for each 

vehicle an part of the presrent recording tystem. 

3) Technical anul,ltacr Iron AFRICARE should continue for at least one 

year after the opening ol the new InI)complex to ensure the establishment of 

r/xuiInt.ena.nce and repai r * yten,. 

With thene inputs in place, there Im an excellent chance that 

SERPA/Zinder can surplss SHRPA/Tnhoua an a model of departmental SERPA 

efficiency. 



Outputs under Af rltare Cont ract 

AFRICARE hitt been provldfing te 'hnical j 'saluttner to the Deptartments of 

DIfMa, Tahoua and .indtr "nder thin provci. In genertl, the servicei 

rendered under the AFR(i'ARE contr.act arm good tu excellent. The exception to 

this in with respect to the operat!t n "I the Di lt.a garage. 

An cal be neon in the detl'ript ion of actlvities by departent, ,both 

inder and Taihoua are operating well, with Tahoua no longer requiring a 

technical asutitance componept . Zinder, once it receiven the scheduled 

inputs, hais an0 excellent ,chance of fulfillng aill prjtc objectives by PACD 

(December 11, 1IMf1). 

Ditta ban "aotyet achieved expected outputt, an only 70 percent ot the 

vehicle fleet in operating or the present time. however, It should he noted 

that DiiI, I n operating ,et than elther Agade: or MaadiI whith have not 

received Itrenhtivye al it .at , y With thine It Istectni ahnfult a oce !et. In minl, 

au.gented that dynami c technlical an.wit a! " be. r,.c'r it,, Kr 1)t1Ia, and that 

the goal Ifor Ditt. he to Improve operationsth th thihne in hoth Tahoun alnd 

.indoer. 

Considering the overall perforatnce o! AFRICAI}F technclians. It would be 

appropriate to corsider AFRI(:ARE, ah a nource for techniicl at sitance to both 

Ai.gadz and Harnid, at well .an for continued ataThtSnce to Ditto. 

(enaeral Conclusions: 

As has been noted above, scheduled Inputo have bern slov In coming and 

are not yet in place in Agbad,,:, Mattadi .nd t indler. Modificstaiottsi to tho 

M ,t.d all vro! ,e-r bforo 

pr)Jerct oltolp a t,' o, h Iy he tiot !he'e etern. 

g44e tunt hro completed it ,sratl, tree opened 

I an rn yr l -d .af , 

Ial r4hort ,- pe.tta!.l r anti rritsir, tl 

tt*chl cal .1ari i MIAIr , I eraait,r APii.hH',\ ! i snanid mirreat'l fntoufU of 

t1o)linn and Pq"etlI|wtiI#. biefir ep etr eu pro 1"rlutplto vfan he .arhfetv 

D)fffa han en of s - will] .rdril si l, 

! otod . 

NO,,
 



Agadtz at!,I M..iradlI will r i rv dy.namic tec'hnical i. :,I t *tnce,. In orde.r t) 

start operating v1: Ii I.1v tlv. .h "Ii th, Itci volunte.rs not prove capabl of 

provitdling impr1 ,v.t .eId hl.tl v c iiil .r.atiiil dh givewn providingoiul) ! eI y to 

techni a Ia, I' Iat ,tnl e' I rt1 iot he r sei c Aii'tia. 

A periodic maintnnce ,tdulp aind vehIcIrs-Hpifiicrecord-system should 

be established for all velicle's In the SEiPA htem. 

The SERPA tye m I a good oneii ven by results being obtained In 

Tahoua i ndr. St rIcter appl. iat !on o hils yititem In the other 

departmentst will go a long way towairdi ichiLving an i tfIcient and cost 

effective count ry-wide maintenance and repair network. 

http:volunte.rs


C. PROJECT MANAGE.IffNT
 

C.1. Findings
 

Sevral of thi rionzi Interviewed in Niamey and the departments 

Indicatpi that the principa l management problem experivnced with the project 

w;in del.y In reci;pt of pro,,t-'t undi Ior: in-country training, and village 

health team training, retralning arid s"pervion. 

Several faccorn under the cotrol ot the MOH)/A and (ove.rnment of Niger 

contribute to the lengthy delay of project fund!,. Thvue Inc lude: 

- Poor p'oj,,ct accounting 'ontroln In the MCOi/A; 

- High turnover of! pro ,.c't.ccouintantu In the MOHI/SA (five In two 

yearn); 

- Lack o! det.i!I ,d prt):.lpictiv,. pl.anning, prn'ram~mng, and budgeting for 

project .ict Itv , 

- Direct payn.wt 41 project 11ndi from ft"h Trearury to conatrtjction 

ent rep r ,,vi*I,r ,WhI ao"i c-l''arance by NOIIiM A; 

- Since 190 , ., "'1t.,it he plan,,l.projte a ct nctivitita 

which itre f':.pl,.;n:.en ,., at the, tpa rt ,e a level; 

- The lap ttv (tun t hr,..ii,,tWh.) ,'Iw.+. pl.i ,vmtent of lundn tt the 

depart :ent M a.vI r.turn to N rv ,"I re. pit tee departmental 

project e, t,J dt tilot -; 

- Fallure "I the PHIl t,, re'ie'iv murithly lvdvaiiien, when there are any 

projjc t 1 nutl In Ihe Trv r .uryacci)iint. 

Factorn on th. U;AIl)/Rlam.,y nlde which contribute to delays In the fiow 

of project tundro Intludeh: 

- Limitat iont r" ,a 1)-day advtne "Iprojtect,f f-indb with aubnhequent 

advtncrIi made. onyIv wh' n+()HO',rcont of the prior advance has bon 

Juntifird a :a',itn urtl n. 

- Ut of o)ily "lo actiiittt I or ti' projct. 

fib 



* C.2. Actions Taken to Date 

Over the years USAID/Niamey has taken steps to improve project financial 
management, includinS 

- Engagement of an expatriate accountant to set up and maintain the 
requisite bookkeeping system for the project In the HOH/SA 

- Provision of training through the Sael legional Financial Management 

7roject on AID accounting requirements under 221D lelialation; 
- Ongoing support from the USAID health and controller's offices, 

vie-I-vie, preparation of vouchers; 
- Efforts to shut down of projectleakages funds from Treasury. 

C.3. Recomendaciona 

For NOU/BA and USAtD
 

. The RHIP has experienced chronic problems with sustaining the timely 
flow of project funds. The NOB/BA and USAID should Jointly set up a system 
for.the planning, programing, and budgeting of project activities, 
particularly those conducted at the departmental level. The system should 
decentralize some planning authority to the departmental level. Resources
 
from the Sahel Regional inancLial Management Project and from the Sahel 
Manpower Development Project should be utilized to provide the training and 
technical assistance necessary to develop an appropriate system for the
 

project.
 

2. The NOB/SA and USAID should explore the possibility of moving the
 
principal project account out of Treasury, perhaps to the 
 ORN, in order to 
stop the diversion of project funds directly to construction contractors, and
 
to shorten the tie required for the Government of Niger to disperse project
 

funds.
 

3. The team recommends that procedures be established for providLn 
travelers' checks to students at third-country training sites tn soft-currency
 

countries (e.. Zaire).
 



For USAID/Hismey 

1. USAID should require that the MOH/SA submit quarterly reports for the 

RIIP program which not only review the achievement of the previous quarter's 
project, but olso lay out the program for the subsequent quarter Including 
estimates of the monthly advances required to carry out the prospective 
program. This quarterly report should be a detailed document following from 
an annual project plan which Is prepared prospectively. 

2. Recognixing that the cycle between the receipt of a monthly advance 
for periodic major activities at the departmental level) and the return of 
vouchers for these departmental activities usually requires more than 30 days, 
USAID should set up tvo project accounts, one for ongoing deportuental VHT 
activities, the other for all other project activities. 
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CHAPTU V 
THE VILLACI HEALTH SYSTEM 

A. DESCRz ION 

The jump In coverage of Niger's village by village health tease from 17% to 
40Z in the 6-year period from 1978 to 1984 shows that the rural health system 
has been remarkably successful on a quantitative basis. In recent years, 
hoveverg enthusiasm has vaned as an Increasing numbei of Indicators have led 
to the conclusion that a truly "self-reliant system* (Auto-Encadrement 
Sanitaire) Is more theory than reality and that first-aid workers are more 
medicLne salesmen than true promoters of village health. Some of these 
Indicators Include Lncreasing abandonment rates, rare preventive action, empty 
or Incompletely stocked medical kits and lack of support by the villagers and 
authorities both traditional and administrative. 

The Important challenge nov is to Identify the key problem areas io order 
to development rational recomndations to strengthen the system. The UI? 
from Its Inception has supported the CON' conviction that ?NC cannot be 
Isolated from the entire health system. Thus this project has provided Inputs 
from the village to the national level tn the tvo major categories of human 
resources development and Institutional support. To help ansver the question 
of how useful and relevant these Inputs have been for the improvement of the 
quality of life of the rural populationswe canlook at how the system vorks 
at the village level, identify some of the problems and solutions being tried 
and Indicate some possibly fruitful suggestions for the future. 

The major components of the rural health system Include the follovingi 

I. Initial dialogue vith the villagers (*SensbflL tLonO) Including 
recruitment of candidates for training and installation ceremonies 
after training 

2. Training and retraining 

3. Supervision
 

4, 	 Restocklng of medicines and supplies
 
. Comunity support
 



1. WMITAL DIAOGU (Senslbilisation
 

From the beginning of the rura health program in the 1960's this has been 
considered to be a major if not one of the most importnt steps in the 
process. ?*ultidia linary teams (animtion, health and literacy) enter into 

dialogue with the villagers, d1wuab-s with them their health problem, 
explaining the opportunities awl obligations of the rural health progra 
(FO), and siuesting criteria for the choice of cand1idaten to be trained 
(including age, lehgth of stay in the village, and honesty). 7he process 
takes four visits per village: 

1. 	 Initial contact 
2. 	 Identification of he candidates 
3. 	 TakLng the i".Anddates to the trainirg site 
4. 	 Officially presenmtl the health agents with their medical kits after 

Practice 

The 	",meibilisatlio' trm do not alay have representatives from the 

three services, the maber of visits to the Aillages and time per visit are 
often inadeq"ete for real dialogue and the official installation cern 
after Oralnlz ar often ellainalted. Sowe of t V-1060nce are these: 

1. 	 7M visiting term my not aluway haw soo= with a pod
 
undierstanding of ft local culture and l oe.
jqp 


2. 	 Candidates are hurriedly chosen and may not be the best ones available* 
3. 	 7'1 villagersmay not really understand thim,plic tos of the
 

loiig-term support they are being aked to provide.
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Comments 

Because the Ri)HP has Leen in existence for so long and villages continue to
 

ask for VHTs, eribups the importance of this phase has been underestimated.
 

For emmI)le:
 

1. 	 Part of the lack of support for the IP[mnay 3tem from the fact that it 

is not well adaipted to )r in keeping with the proiritios of the 

tradittoniil aid re ligious belief; of tv peol)ple. 

2. 	 Tbe va;t r.ijority of villalge hciltii v)r,.kr.i are in fact not volunteers 

but halve been (!,'; inted11 in ont, fa;hioo or anotl-, r by tht commity. 

It i.; not 1,11(Y61 lk;w :n.illy a1Ccet) tLe po,,it on gladly iid how many do 
IKt. 

3. The +f vi I1iq h,alth agtnts to be related to how()cc.;; +piear 

inflixmnt t l the-y itre. It i.i not know, iich varibibles ar-+relevant 

Ctatus. mat TuIregfor 	 ;UCh ( :.iy be ,irportantin thv culture lan 

youth L:' rWt alway; a dctri"'nunt. 

iIIlP 

Tuhe project (I(A': not ,;pecifically r ntion this phase of the rural health 

sytit n but lnst(,e'4d f:u:;sed on tlhe ixq)ortance of supervisory visits. 

1. .1x~~nt o jn -vraI(11 bot'm vf iint-iti nn, lufvi 1th tand 

2. hiidl 	 t~~r.wjl~qd 

2.n~r~1i1a 	 I~!I 111b 'I(aI.1 Obte ~~!r;iZ1tK 



Theory
 

According to yearly plans that have been made, each department organizes 

retraining sessions in the first quarter of each year followed by training of 

new health agents. 

Practice 

Plans are not always followed because of such events as the late reception 

of furnds and cxtra training programs being added in response to urgent needs 

,;uch wt; tt, gathering of people in off-season gardening sites. 

RLepreentativts fr(xn the anirmtion tnd literacy services are not always 

precsent at tlh_ trainin; sessions. If rains start during training, the session 

ay be cut;tshort. 

lhe (W3N aus extensively revised and tested the training manuals for 

village -ea4lth workers. Scmxe questions which might be raised about training 

inrclixie: 

1. lie ratio ,(d*:lurctIca1 to practical content. 

2. The ,ire trininng acttvil the lu.1relewi of to the tit:sks th worilrs 

perform ii t Iii I Iw, ;. 
3. I'iv n iin ot( i) tr:: it b n hat can ]w ,.I:it:iaI In or14. traiing 

4. 'fliv froquv'i .cy indMicoti*z it 4) rct main lug; 

5. '11W S it.v (A til trinizig. 

Training of village h.alth workers and thair trainars is boon a major 

nctivity of the. projtvt. 



Recommerdations 

I. 	Ways to encourage cC)eratiotln between animation, health and literacy 
services shoujld be :oqught. 

2. 	 Nurses at theI dIspensary levels, wlo are the village health workers' 
direct sq)urvisors, should be more :nvolved in training. 

3. 	 SUPFISION 

lRegular sqervision of the village health workers is essential for success 
of the rural health progrmn. VL;its are necessary for replenishing medicines 
and suppliiv, evatution of the perfonrince of the VH's, cotlecting 
statistics laid Coitinuing the 	edXjucation of the I-valth worker; ind villagers
 
a 1ike. All viiil. ire to Ix.- vi.sit accordnlog to the toll(wh4; sched0ule:
 

I. 	 Otne t rxuwh1 by 'ut:i, tr,*Ia ( sv..sotrv 
2. 	Four t I:, vix, by1rr;s .r .i I midwife a Mdtical
 

Cinca.;crirpt ion.
 

3. 	Twice it year by a tciun rt-xn tL, d'partu.nttal level. 
4. 	Once a year by a tenm fr ,iti-, national levl. 

Practice 

VillIIg(I.;, Ies.peclally tlu)!;(! that farthe.r ,vdicala.re fr(.xn centers, are 
vii ti d frre.gulirly au In : runimr that is tot cur:sory to Ix- a real 
fluprv!2.(,rv vl:.,t, VTihI. V.A.] .fi y Ow. . ot 	 Itt:pvrV;authmi 
IIrknXiltt li, till .. (h):,;ir tiloI .,: 	 , III 1 ;,9XHl l!!, W1..: 'Ad)V.II".o P r e 

hIcy 	. ft i'l 1-:i :t '.-	 .1 . 1 :.c4'o i t .1nghifili, h' 1iq- gI rW( Ii
5-/ VII . I'll Y,uIv,l t 

ri tir, OUtt,1 r IIM.;4 oi1 i t:s. 1110 O . r1iconi tknd ini'l-wiven nr 
raitily rnrr:lfI'r - to ths. 0 (1T. 



Table V.A. 1 

Rural Health System
Supervision 
Infrastructure and Personnel - 1984 

Depa rt K": IM'HU) SUNv (N I'r VICT yin' virr V vfrrVf 

.gade 
l)if fit 
I)o(.;o 

rn1di. 
N -ur-'y 
'I'layIII 
Zirider 

3 
3 
5 
7 
7 
7 
6 

15 
12 
33 
36 
66 
' 
38 

15 
8 

19 
23 
41 
20 
23 

9 
4 

12 
18 
18 
10 

9 

'6 
2-
58 
72 

127 
79 

113 
2. 'V 

7 
/28 
2, 

."97 
k5820 

. 
7 

147IV, 

1(,VW 
Il,' 

71 
13/ 

8 
2() 

20 
12 
15 
22 

8 
29 

32 
20 
i5 
36 

13 
S'i 
( 
40 
4) 
50 
91 

.3 
i 

13 
10 
6 
6J 

13 

Total 
Average, 

I18 2 149 W ,'.h 
1 (Y 17 26 49 9 

Source: If1511t Ajinty,I 'At.Ivi tt.. ESV 
!VIjjport d'Act "vit.:,! t :I'/ASf:- :- fIhdlii (: ci c: Ii;,rl,1 ,n 

,9w4 
194 

R DI 

:14N 

Rti(ra l 

.tllt 

I t 

d 

: . , : * 

-w i 

(Ut , 2!1110 

Vlr -V1 ll; 1 i4. 

NIII '. 

t 'I' 



i l ; i
 

Son 	 of the oMIaeisaos of inadequate visits liclude the folliftz: 

1. 	 Ma quity of camegtvw byw twalt r s ffers. 
2. 	 7h* qu ty of rwaor Iumpul mgfe.
3. 	 Problaw relat to the restockg and mwgmn of dtcLos and 

SUMl" aremnot resolv d. 
4. 	 VIla. lulth woe"= receLv no AAiOiM to 44pp in 

F witiow Sawiatinaal activitesg 

bigmaesom for Iack of adequm o 	 vsits ae abdm: 

2. 	 lack of motdWIv M 
3. 	 Lock of d l and fuel to run tihm 
4. 	 Inaccg"gty of am VilIM duwri m 	 rLy ""Cc 
5. 	 I aiLlt to find Vtll1S or amadc cmps tiha ie v d 

The 	project Wdus, tih prabim of s" iMslon 	by lgIStic musppocr 4di 
izAluded tim PAhs of ehicUml the conoi and eqIppLWS of 

Suarag, the pMULM of teclal mistance to tnt 
mctce, ad ~olne to im the vdW sl 	1wo of the major problow we
that 	Nbylottas proved to be u imWAfgor 	the rjU e its of met of the 

* 	 mwty and aolie pmblms wre oftsn deiased. 

&VpevLiin clearlY MWISees ame of the waket *lmmut of t wMad 

ame 	 of tim tousbeet to Solve. 



Operational researo in this ame has started and more should be 
encouraged. For ocample: 

I. 	 Attempts are being made to define and standarize the content of 
swervisory visits. 

2. 	 The 9uestion of rrIdu of visits is being investigated. pNrhaps 
vill8ges that are less than a given distance fztm a dispensary (less 
then 5 or 10 kilometers) require fewer visits than those that are more 
disat. 

'4 3. 	 More dispensries are being built and others that haw, been built and 
equipped will soo be "ond. Muit about the cost of rural 
dispensaries and ca ways be found to decrease it? 

4. 	 What ane the feasible transportation options if Mobylettes, horses and 
camels are to be ecuded?7 if more robust motorbikes are to be 
provided, howl will they be MitWbtdn Light 4"khel.mainta1ied? 
drive vehicles such as the 	Smfti are beiz tested in thedeatns 
of Dosso and Nisuiey. If the prove to, be reliable, they may provide a 
partil answer as they are cheaper to buy and operate than largr 
vehicles such as Landrovers or Toyotas. 

5. Hov can midwives and aase uxses be ecuae opriiaei
"- oPriiaeivillage Visits? 

6. To wihat 41tet can sWeMAor visits be directed to places iters 
people reaLarly gathe such as markets Ad pastoral Wells? 

7. Nov can the use of vSWicle be better Coordinate in:the rurlaes 
8.One Of the Positive actions the (M is pLanclzg is to redistribute 

more of the present personnel to the =ural armas, with the goa of 
havirg at least two Ms at the dispensary level. 

9. 	 One way to ftee 'UP vehicles for sIWeYision aid reduce costs of the 
medical systm is s1Jpor the SoveMU c's gVal of haviui at least one 
smgeon in each deprtment to reduc the 	maber of medical evacuations. 



4. REmVC=k umEmicAL iais 

WMu returning to their villages after trainirg, first-aid workers are 
provided with medical kits (wooden or metallic for villages and leather sacks 
for nomds) and birth attendants ane given tI= midwifery kits. Restocking 
occurs as 	follow: 

1. %WMer payment is not required, the ?WSA replenishes the stocks. 
* 	 Ibhis concerns VHW's in Agadez deparmt and the arrondisenet of 

Tchitabaraden in Tahu Departt and all of the birth attw ants. 
2. For all Other VWV's, medicines are to be sold and replacmnt stocks 

purcase B=romlpular lbacies, mdicine depots or health centers. 
Products such u alcohol, mer -Iwh=mand methylene blue an to be 

placed free of charge. 

Practice 

No systemAtic methods t to ensur contimim 	mdicles and supplies. 

Som of the ad hoc sobltion include: 

1. b rA tLI amal trainiLz needs and usI the extra medci, to 
Supply villase health tom 

2. d conters setIM.l b=ow f teirstocks to give medicines 
to vi.las. 

3. Other sources include other projects with health comats, Wo's 
* 	 (such as Africar, Car, Caritas) and fins from si -prefectures. 

canmts 

Ihs Lack of reliable supply systems for Allage medicines Ad supplies
 
rspresess a moor obstacle to the Amcdtilg of t VHW's, for in thi s
 
of th villagers, madicines are their raison d'Itra.
 



The 	project objectives called for the provision of drugs and equipment for 
all VIfl"s in the country over a five year period. Ie 	 only nwdicines wiich 
got 	to tlke village; were t)se provided with training sessionls, che assuaption 
being thit stock.s m.iuld be replaced by fuxJs generated by sales. 

Recormenda t icns 

1. 	 There are sm villages in the country where fewer nri-dical kits than 
VlW,; .tre provided, with the result that VIWs nre called "grands ou 
petits secouriste:; depenlin, on whthe.r or not. thwey uive one. 'Te 
project might con;.ier giving t :n t o t r live-tiot';. 

2. 	 Stixiies ;irte ravekcd tO permit Ow-~ m-:vnt to,yen n i;~it rational 
andA (tjil iblO 1Y the' 1X)l ICY ()f pIAYt!'VAt for :kuiciaM it,; 
e~1 xju:,, ,it t ,, >uruli confr.nce, in 1983. Hllc (rrefltit p, i c( of free 
riu.!tctii,'; for n(,Evids; pa tiein lnrts of country and not in others 

net-.', to bc revxninined. 

5. 	 (X ,TJ1'I17 S€I111' ° 

Sinmitnire (A Self-RlLmint Itt,,lth Systvin) Implieu ttvit 
the vihim;,.r h v 1,,,n l nvolved in Lim- ,tdc1stn--aktng prx'esu in thes 
planning, in1,l, 'r. t1 n., mxi 4v.ltiit ion of He- rural luial1th !;y.teu:. In otivir 
v.rd t, y hiiAi f:II,.i ths'i r N.ilt It Into t hir 'iW. lu ls. 

Prtu't N-4. 

IV 	 tt m (-d.:1 ir, it i'; prbabl,, HFu. vi 1aIr h Iuul tiun,ve It 

rcitl ,arr t tipat ,,n J!. tl,. rl,. ,'Xcl.pt iln rts1her Irnll)WIul , 



Comments
 

The evalwition team had the opportunity to visit two villages in the
 
dcpartTynt of Diffa anl interviuw both village lhalth workers and villagers
 
uw;ing tl sir_ it tionzmire,, thuit hid ben used in a survcry 
 in 1976 
(Wassiry). "I'hi'results nre presented in Tablt V.A.2. in ry)th villages, the 
villager; estre d s:isffactlon in thewervices of tle village lu.alth workers 
an0 a reed tthn poss!ib le sud1c In.:I eti hl h ucae .Tehat 

agent"; iotervitWsed (butXii VI ,z;mid'I 1,A,;) h,d all bh,4i rctrainlt dan ave rage of 3 
t n :s, Lid l)vcv vi ;itA!d an aver.nige of. tlire tiirv:; a year over the 1as t four
 
years ,st ,fLtiaccuratelyto (pt5 t 115 of tiigisg51 
 and tirelliltt, ma(1 hld 
Wl1-s;tocled althxgh lncrc4[)lrt. in.dcalkit;. In res;pon:se to the qlustion of 
rlmianieratin for ttk M;';, ti-A re: EamI:; wer- u.iqu ivca1. lite vili agers saw 
m) need to rt:unerate the, VIIW',s for their -;ervices; ai one ViW cilhi:xl thit in 
nine yvil rs I srv C 1he ~ not 4.(r rven1ce'iveId icick.-ii. 4,1t illon 
village, Ut' )rI\r:;at ion turned to lk, ;ibility ,)f training, firs;t-zht 
work.. rs for the, troii,:,nt )f mnimai1l, it I imiedwasi; that (A) nIl-radi" "trtix:' 
1--oce wll Ihi, to ctctrib t. p t1)a total ,f2 millon ICFA francs, a to;ytar 

1ititncil t. , t filikfnI : .ratn ,;t; for Htie viii chiei'r 
tind ,,alnries for flh- woii. Iii this; one- t"it %d 

,.g,, Toyota 

q.ti ,ir theaj)( that 
q uton of lock )I ':(crmlinit~y fitixlttll .SL)ptrt 1)I- WV1!; i- IS -teld to 
priorlti.- and will tness !:o paiy rmtthur thun am in1abiliLty to 1My. 

'11iproject di-i not diri tly acddrcroi t|u! Largue of commnity perticipation 
1IXl uupport. 



Table V.A. 2
 

Village Surveys in DIM
 

Dircted Interview with Villagers
 
1976 1985 

. vinaiS S 

Does teVWtreat naple? 222 201 91 yesDoes he poiefu edctn?222 94 58 YesAre therb aNy eopli hbo rfuse to be-treated by the VW~l 222 141 36 No
Must medicines be purchas 222 219 99 7/10-Pay
is it necessar to rmemerate the VIM
for his services? 38 17 No

Is the VHW usefull to the villagers? 2 220 99Yes 
ixected Inter0vew wt the Ym 

Hashe received f VHW trainl%? 27 25 93 Yes
Howwas eh


Designted by the population 27 25 
 93, Yesvou 1 4 No27

Ratrained at least once? 27 12 44 Yea
How wL1l the kit be restocksd

Sale of medicines 27 19 70 Yea 
When ane peop, tated?,
At h Vh 'S house 27 26 96 Yes

HAS he evr evacuated a sick person
-to a dispensary? 27 4813 Yes 
Dom bs have a recordnotbo? 27 15 56 YesVisited at least once last year by:

Nure from a rural dispensary 27 00 Yes
Nurse fron a HC 27 25 93 YesMobile mediine tow 27 12 44 YesAsnan PariCe 27 18 67 Yes

tioritie (Admin. 27 19or Tred.) 5 No 
s a health citt I edated? 27 5 19 NoDid it Amt1o last Ye 5 0 0-

Any trad. healer in du village? 27 9 33 4OWoto co*Weratwiththdog 9 8 89 YesReeie aW aid the vilage? 27 5 19 No 
Wouldhlike to Contiiu Wo1W.Wic n
-the conditios 27 21 78 Yes 

Observst~olatt the ~Lai.W 

Well kspt? 20 8 40 Yes
 
well 
 31Ye2020 9 YesPoorly .
 

&M20 8 40
14 exists for restocklog the kit 20 15 75 Yestt Ws noc At Least W"c last y"r 27 20 74 Yes 
'so
 



1. The GM is convinced of the need of artive participation of the 
* villagers 	in the rural health system and has thoroughly debated the 

issues at the Karadi conference in 1983 and the Health Conference at 
Agade in 1984. Efforts to actively inolve such institutions a the 
Develo mnt tiL Swuriya and ih cooperatives should be 

omidan. 

Society, 

2. Operational research is currently undeway icli should be folloiied. 
At Tchintsbaraden the idea of village phaxncies run, through

* 	 cctqeratives is beine explored. In Diffa a Canadian project has 
restocked MdCicMs in 30 villages; and is wikiq with Village 
Development Cowiils to provide wmlgot and support of the system. 

Conclusion 

Oservor 	 agree that even after mor than 20 years of vill based health 
car In Niue, a lot of umamwred questions rmain aid that tie g between 
theMor ard practice is often wide. Whore there is less arsent is in t 
specification of Ci. cames of the problem and suggestions for their 
solution. Issues such as supervisiong drug supplies and comamity
participation are wFtrmely lx aid it will b only tugh intemive 
studies and operational research imMNvov true prnuh with the rwal 
populatlio dhat proo will I made tvwad t pal of "health for all" 
that is e qlitaively as wll as uantitatively. 

0: 



V. B. Impact Analysis
 

The RHIIP Project Paper (p. 2) makes 
the following claim:
 

"While Scitntifically valid datag regarding the impact on morbidity and 
mortal tt to viI la.ge ialh te;ms Is not prt1 ent ly ivad 1ible, it Is highly 
probtIe that the VIiT'i aire halvlng -IgnlIcant Impact on tt. health of the 

opu lat ltt, th., erve." 

The U. . All) Iovra II ritlolna l for heal It projects In the Sahel has been 

etitientially the following: 

1. The maJor goal Iiifood Pielf-nutficlency. 

2. Farmers lire ot,,en unable to work because of Illness.
 

3. Ihealth proje'ctr, will 
reduce mortality and the number of days of restricted 
,ind lont ictivity. 

. wli permit to work mor(, ind toWll farrner incrt',ane food production. 

Thu11at the end o: thitu project Vt are itkd not only to me-anur, life 
i.xp n tit'Ict istiIc v m rt, l|n t a ih ,4- w r 

Ifit,01 It y. The vol um Iflout 

n t i t t t I 1 (' .io I1t worker 

It r.stiur" oi t he r, I at11)[nnhl pts lie lfetw,. he h 

;ireO sect heal t 11 4m31 t Is:. vI1, .gr I ciii1 Iv'lilri I It) ,~1)11uc!1141 ont ., 

I. Itv.n In wr'l--*,o rollrd e'xit'-l riltl nettitign ( qoch .in Nar!ang.*nl I r Dan( ) 
rfli -vuntiation of Imptl 't highly otpil-rx an1A (lit,re-nultt IncontIut1vo,
 

Y.ariviste )
 



2. 
The relations between health and economic development are so complex that 
the definitivte situdy In thi.i area will never be made. (Barlow) 

3. That healthliv :.men produce+ more (not. that they Lan but that they actually 
do) Iti logical hut hais only been proved In a 5mall number of limited
 
s I t titt I on i. ( 11.1v I t)
 

.14. PaIntlla nd pricing poIicies ire better explanatory varfables for
 
ag r Ic I'it ura I produc t o n t han hea Ith.
 

,LI VI tcr.d the (j1ff Icult e it doer not tnean that we can aay nothing about the 
health iteri.ti In fact there 1i as trien:etrtsilu amtiunt of Information. which
 

alth,;toyh lveo, than perect, (..ln *t I1l 
 ead i, to rea.allla[e ronclrtinions about 

,ho prtctenl l It ti hit i PII I Ion, Parcr reit ;i rcpet I Ic -iti 1 I t(h , Iand 
ru''c Ie,., 1n I 1 I ;IW c .r*v cit 6.i t h . , v cfit i ldel I ner, I or vvas I o ijt t l
 

Inc I ti I nj- f ()ur m~a it rr 
at vgor I't- 1 1 1 l! 'at1 () t lea.I I h Ito 1 Icvy, .m. 1 a tln 

Vi "'n I i. . il :I.t I on o !frrr v cvt , .11 Idt elni tt ' it t) . H eat Ia tor AlI 
:;AerIe i to+ 1+I v !.eis ! .3tl t t he ' It Hei It h *; [t r+ V.,, !i Of I tmlie
 

MOJl/!;A ;crodmmced a it it 4tippa-rct ecil helIt h I ulillCm 
t Ifttr. m i nI4I P011 ;10111I l~410 4nl 
atinly|l" hatied on t hem. ( In li atrirn *;i ttnli rrti, NI er, 19' ). 

For tl,.'Juroticrco ot th1ir rviloai t lon we w l I t.aIrt with tit twelve, gloh4l
 

IndI c ratorn 
 tt urge. l, by WVlt. Thetn we will m 1"- c It-rIC eatal rivel tit 
hlen ItIti I I rr t rots t r - . perm t "111t it II I on1 #if amer trIc'eft c tlca r Ilip 

nat I I roIl it will) t holcr a itI th l!i j. t arf n t nnj whhrnrvor |o it bIa
 
itn m 1 1 + t?til ir ,,verc I ng I r.yeare of tit e life c t lie 
 H111 f- : i'M to+th 

pt erent. Yinally, we r futirn t o t lI nest I naI I oaVuI tc dit lact ivia t ,otalittfl O 
haul lea: It1 1 t t1 ir I flc Ii( iI c fqitI 

.rJi+IAltl +NIJI (Tall e 1.11.0),TAI 

III the afra if hivalth jifsllcy, thu WON #Co+ro_#vry hish 04rko, hovifI4 14tiwhod 

4 pr prtat tit triii ,4ro 10t1901, (14 y04r4 toia+treAh%4 At) iltd rTnottitalln I k' 
poitl tril rotilftellt 4ft ,Ior fl chavl.gl of gtrivrrilto Intto PA. Wi"i 10 retitiroes 

http:chavl.gl
http:iteri.ti


are woefully scarce, the government is attempting to redress inequities in the
 

distribution of resources, encourage increased participation of the people and
 

tmprove efficiency in the management of programs both national and those
 

assisted by foreign aid. 
 Although water supplies, sanitation and immunization
 

coverage are inadequate, maternal and child care is better with 410/1000
 

deliveries being assisted by midwives 
or trained birth attendants and 210/1000
 

well babies being seen in health centers. The levels shown by the
 

socio-economic and health status indicators 
are a reflection of the f.,ct that
 

Niger is a member of the group of low-income semiarid countries of the world.
 

* A "+" indicates that Niger's health system has attained the WHO suggested
 

level, 	"+" means that considerable progress has been made towards the goal and 

- means that the current situation falls very short of the goal. 
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TABLE V.B.1
 

Global Indicators for Following the Progress Towards
 
Health for All by the Year 2000*
 

Indicator 
 Niger 	 Verification
 

1. 	Health for all has + a. President's speech on April 22, 1974 
received endorsement b. Regional Health Charter signed on 7
 
as policy at the February 1980
 
highest official c. Call of Maradi - April 1983
 
level 
 d. 	Request for the definition of a demogra

phic policy at the administrators con
ference at Zinder on January 3-5 1985
 

2. 	Mechanisms for + 
 a. 	A National Charter proposal has been
 
involving people 	 submitted 
to the National Council of
 
in the implemen- Development on 16 Jan. 1984
 
tation of strategies b. Installation of Society of Development
 
have been formed or structures achieved
 
strengthened, and c. Participation of the people in health
 
are 	actually efforts was one 
of the themes of the 8th
 
functioning. 
 Days of Health Studies at Agadez in 1984
 

d. 	Interim Consolidation Program 1984-85
 

3. 	At least 5% of 1984-0.6% of the CNP The MOH/SA budget is 
the GNP is 5.6% of the government's budget: 730 CFA
 
spent on health francs per capita
 

4. 	A reasonable percent- + a. 50% of departmental funda are destined
 
age of the national 	 for local care (hospitals excluded)
health expenditure is b. These non-hospital funds equal 93 CFA 
devoted to local 	 francs per capita: 13% of the budget of 
health care 	 the budget of the MOII/SA 

5. 	 Resources are + The Five Year Plan (1979-83) andequitably 	 - ICP calledthe have for the reduction of 
distributed regional inequities in funding, Infras

tructure, and personnel; however, 
cities still have a priviledged status. 

* List adopted by the 34th World Health Assembly, 1981 
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Table V.B.l page 2
 

Indicator 
---

Niger 
----


Verification
 

6 	 A health strategy + a. 
Several new programs are planned including

is well-defined,  the 	fight against diarrheal diseases, an
 
accompanied by 
 Expanded Program on Immunization, an anti
explicit resource 
 malarial program, a nutrition program and

allocations with 
 family health; however, an explicit

needs for external 
 national strategy does not yet exist,
 
resources receiv-
 especially concerning the coordination
 

ing sustained 
 of these programs.
 
support from more
 
affluent countries. b. 
Intersectoral collaboration is weak.
 

c. 	As for external funding, the chosen
 
sectors do not 
always fit with national
 
priorities and operational delays are
 
common.
 

7. 	Primary health care is
 
available to the whole
 
population, with at
 
least the following:
 
a. 	safe water at
 

home or within 
 a. 1983 Water at home Adequate

15 minutes walk, 
 or within 15 min. sanitation
 
and adequate 


sanitation 
 Rural 34% 3%
 
Urban 48% 
 36%
 

b. 	Immunization b. 1983 Vaccine Coverage
 

against diph-	 Children BCG 70%
 
theria, tetanus, 
 Tetracoq 5%
 
whooping cough, 
 Meas; 1e s 16%
 
measles, Pregnant

pollomyelitis Women 
 Tetanus 	 4% 
and 	tuberculosis
 

c 	 Local health care + c. 45% of villages have VHT's but
 
Including at least - the restocking of medicines is
 
20 essential drugs not systematic
 
within one hour'!; 
walk or travel 

d. 	 Trained personnel + d. 410/1000 d.lv*r i e: arp at terded
 
for attending pre- - of which '3% are handled by 
 r.rral 
gnancy and child- trained birth att,.ndantsn. 210/1000 
birth and carlrg well babies are'eu ii in heal t', centers; 
for children up to tie number ,;en by hearlth agentn in the
 
at 	least one year villages Is not known. 
of age 
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Table V.B.1 page 3
 

Indicator 	 Niger 
 Verification
 

8. 	The nutritional sta

tus of children is
 
adequate in that:
 
a. at least 90% of - a. 80% (Survey at the Central Maternity at 

newborns weigh 
at least 2.5 kg. 

Niamey 1979-1983) Newborns are not 
weighed in the villages 

b. at least 90% of - b. 14-24% fall between 80-85% 
children have an (Nutritional survey in 3 departments 
adequate weight Dec. - Jan. 1985) 
for height 

9. 	The infant mortality
 
rate is below 50 for 1983 - 139/1000
 
1000 live-births 

10. 	Life expectancy at 
birth is over 60 years 1983 - 45 years 

-
 -


11. 	The adult literacy 
rate I, over 70% 12% 

12. 	 GNP per capita 1983 - US$ 240 
exceeds US$ 500 

Source: 	 Development of Indicatorn for Monitoring Progrenn Towards Ilenith 
for All by the Yar 2000. WHO, (,enva 1981 
Canevas du Niger - Periode 1983-198') 
World Developmont Report-1985 World lani k, Wa~ihington, DC. 
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The 	following tables show the evolution of health infrastructure, personnel
 

and 	utilization of health services from 1978 to 
1984. The pre-project data
 
for Diffa are based on 
the 	results of a survey done in 1976. (Wassiry)
 

NAT'ONAL INDICATORS
 

1. 	Evolution of Health Infrastructure
 

(1978-1984)
 

The 	ratio of population to hospital beds has worsened by 25%, population 
to
 

dispensaries has 
improved by 18% and population to medicine distribution
 
points (Popular Pharmacies and medicine depots combined) has improved by 50%
 

from 242781/1 to 12057/1. There are now approximately 300 annual births per
 
available maternity bed.
 

Table V.B.2
 

Evolution of Health Infrastructure
 
(1978-


Year Category 


1978 	 liospi tal3; 

IlospI tal
 

POP-5098400 Bedn; 


Maternities 

MCII centers 

M1 + RD 

Popu la r
 
P'harmacten 


Medicine
 
Depots 


1.984
 

POP=6149102 II5oiIp1
t aI ; 
lbop I ta I 
II 

MaternI t ,4,n
Maternity
 

hd1 

MW.l 	 co,,it er 

MI 4 PId 
Popii I,,r
 
Ilha rmil. I.1,, 

,'h Ib: I ii' 
I);r" r 


o The ly )r I'I v'.ri;l l, al 


**I"xIII-t ,', on-11,)., blll ihti 
ot r, : , t V A, tIt- t, Ir tl;. d 


Hi~a ii *~o vit Iviip.meit' J;Iv,. wleIrJ' ei~e;,, r v rrif 

1984)
 

Number Population
 

Category
 
7
 

3,162 1,612
 

41
 
20
 

159 32,065
 

15 339,893
 

6
 

13
 

3,075* 2,000
 

53
 

,1044 294h*
 
28
 
234 26,278
 

20 307,455
 

31
 

DI1 asm.y I! 	nti yet oprntlona . 

i
 

IPiM:4A1 9- t' laIt4t' ' I1.mr l'49-4 (I.; 1 ;.'ltor) 
8~i
 



2. Evolution of Health Personnel
 

(1978-1984)
 

Population to personnel ratios have improved by 3% for pl.ysicians (The
 

percentage of Nigerian physicians going from 25% 
to 40%), worsened for state
 
nurses by 14% and worsened for certified nurses by 14%. Women of child
 

-bearing age per midwife has improved by 42%, 
and the number of sanitation
 
technicians (7) is insi.gnificant. 
 In all cases the pop./personnel ratios are
 
short of 
the norms called for in the 1979-83 Five Year Development Plan.
 

Table V.B.3
 
Evolution of Health Personnel
 

(1978 - 1984)
 

Year Category Nigerien Total 
 Niger Pop/Category Pop Desired/
 

% Cat*
 

1978 Physician 29 118 25 
 43,207

State Nurse 
 345 14,778


POP-5098400 Mid-wife 
 88 14,484**
 
Certified Nurse 
 735 6,937
 
Sanitation
 
Technician 
 4 1,274,600
 

1984 Physician 59 
 147 40 41,831 30,000

State Nurse 302 366 83 16,801 8,350
POP-6149102 Mid-wife 
 183 183 100 8,'00** 2,852**

Certified Nurse 
 777 777 100 7,914 3,911
 
Sani tation
 
Techniciji 7 100
7 878,443
 

* Target In Development Plan (1979-1983) 
** Women (14-49 years) 

Source: Rnlpport d'Act vitt-!; MSP/AS 1984 
Five Year lJev'-lopment P1,!n 1979-1983 
(Health Sector) 
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3. 	 Utilization of Health Services
 

(1978-1984)
 

On the average there is 
one visit per year for every two people. The number
 

of women receiving at least one prenatal visit per expected births has
 
improved by 55% from 182 
to 282/1000 and assisted deliveries per expeL.ed
 

births has improved by 65% from 118 to 195/1000. Well babies seen per number
 
of children under 1 has improved by 9% from 184 to 201/1000.
 

Table V.B.4
 

Utilization of Health Services
 
(1978 - 1.984)
 

Year Category 
 Number Category

Per Person
 

POP - Visitors* 2,5000,000 0.49 
5098400 (MCH Excluded) 

Prenatal Visitors 46,314 182/1000** 

Deliveries 30,000 118/1000**
 

Well Baby Visitors 46,349 184/1000**
 
(under 1 year) 

1984 Vlsftor,
 
(MCH Ex, luded) 3,302,350 0.54 

POP -
6149102 Prenatal Vi itors 86,551 282/1000** 

Del iverle; 59,801 195/1000** 

Well Baby V.iitorn 61,659 201/1000** 

(under 1 year) 

* Visitor roIfr; to "'o11!,ij1]IIIi" rnot "('ofl:t I t t ion" 
** Expected blrth! 

Source: Rapport d 'Act ivit , dit - 1984 
Five Y,,ar Diveloi.rnent Plan 1979-83 (IHealth Sector) 
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4. 	 Rural Health System
 

Village Health Teams (1978-1984)
 

The number of VHT's has increased by 161% 
from 1496 to 3898, and the number of
 
villages cove±red has increased from 17% to 45%. 
 The population to VHW ratio
 
has improved by 56% from 2965 to 
1309/1 and women of child-bearing age per TBA
 

has improved by 67% 
from 604 to 200/1. The denominators for these ratios
 
represent the rural population, estimated 
to be 83% of 	the total population.
 

Table V.B.5
 

Rural Health System
 

Village Health Teams (1978 
- 1984)
 

Year Category Number Villages Z Villages Vill.Per Rural Pop 

1978 VHT 
in Niger 

1,496 8,615 
Touched 

17 
Category 

5.8 
Per Category 

2,965 

POP-5098400 VHW 2,185 3.9 2,030 

Rural Pop.-
4435608 

TRA 
1,836 4.7 604* 

1984 	 VIT 3,898 8,625 45 2.2 1,309 

POP - VUW 5,769 
 1.5 885
 
61149102
 

Rural Pop.- TBA 
J103755 6,380 1.4 	 200* 

* Rural Women (14-49 yeirs) 

Source: Fiv., Y,.;ir DOv- I r m,![ laI n 1979-83 (Health Sector) 
B Irin Anr ,,Il ,I'Actl-vitta ESV - 1984 Avrll i985 

Rural Populaition - WIZ of totijl Pnp ,IlatIon 
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5. 	 Rural Health System
 

TBA Activities - 1984
 

On the average, 259/1000 expected births are attended before delivery by a
 

trained TBA ranging from a low of 86 in Agadez to a high of 404 in Dosso. 
 Each
 
TBA averages 	less than one delivery 
a month and there are only 3 evacuations
 

recorded for every 100 TBA-months of activity.
 

Table V.B.6
 

Rural Health System
 

TBA Activities 1984
 

TBAs Births Expected Attended/ Births/ Evacu- Evac./
Depart. Population Present Attend- Births** Expect- TBA/ ations TBA/

ed* vd*** Month Month 

Agadez 150,607 106 53( 6,250 86 0.4 31 0.02 

Diffa 201,704 325 797 8,371 95 0.2 70 0.02 

IDonso 835,314 1,158 13,996 34,666 404 2.5 226 0.02 

Maradf 1,144,445 1,495 10,848 47,494 228 0.6 596 0.03 

Nt am. y 1,412,045 1,148 9,629 ')8,600 164 0.7 352 0.03
 

Tahoui 1,197,306 9(,9 111,7)7 49, 88 378 1.6 554 0.05
 

ZI nder I ,207, 011 1,193 11,520 Th, 119 230 0.7 445 0.03
 

Total ,149,102 6, ')4 , 123 2'', 188 259 0.8 2,274 0.03 

* rth, iE*l.xp,,c t,. 	 . (t ! 0o- ,, Iv I v :r,. ,j ( / 10(Id)blI r~tI - tr 	 of pop. f 1;mv,; ') / 1€000 
I*'tr rfjoul!,.inld
 

S;o t r c e.: 1 1, l a n ,Nn iii i- ' a c t i v i t o' n I ' ; V 19 8 4 
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6. Rural Health System
 

Dosso Department - 1984
 

VHW Activities
 

On the average there are 1.4 consultations per rural person per year with each
 
VEW treating 2.5 patients/day. 
 Three major symptoms (fever, diarrhea and
 
headache) represent 
 77% of the consultations, with 58% 
of this group being
 
children under the age of 5 (73% for fever and headache and 27% for
 
diarrhea) . The number of 
major consiultations per chi Id (0-4 years) per year
 
is 3 of which the number 
 under I year Is unknown. Reporting of deaths Is low 
witn only 111% oi expected deaths being declared. 

Table V.B.7
 
Rural Health System
 
Dosso Department 1984
 

VHW Activities
 
-


Populati.on 
 820000
 

Rural Population 680600
 

Rural Children (0-4 years) 131696
 

Number ()f VI{W'; pre sent 1041 

Tota I Con:iu I ta t Ion 943997
 

ConI ut a t i /p,r n /1year i.4
 

Consul tit on ,lVIW/day 2.5
 

Connul tiat Ion!. ( 3 ma, lor symptoms)* 726834
 

Children (0-4 year) 419760 

t
% of the (,onsiltat lonn 58%
 

Z - feyv.,r-' h,.adacthe 73% 

% - dlarrh..a 27%
 

Connul tat Ion/1h! IId/yen: 
 3
 

Exp,'[r ed ),a: 11. 
 17015
 

Drclarrd de'lthri 
 1835
 

|)orcentij ,. oI dr tho der. 
 d l , Z 

11,1Pdpir lii, A tl hv pi t f '~n I9 

http:Populati.on


DIFFADEPARTMENT INDICATORS
 

1.jAHealth System Indicators
 

(1976-1985)
 

The average rate of population growth was 3.2%. The ratio of population to
 

dispensaries is unchanged at 16667/1 and population to medicine die'tribution
 
points is nov 66667/1. The ratio of population to health personnel worsened
 
by 33Z for physicians, improved by 41% for state nurses and improved by 13%
 
for certified nurs a. The ratio of women of childbearing age improved by 78%
 
from 37500/1 to 8333/1. The percentage of villages covered by VHT's rose from
 
112 to 37%.
 

a. -Table 
 V.B.8
 
. j-. 
 Health System Indicators
 

(1976 1985)
 

aaDIFFA 
 DEPARTMENT 	 1976 18
 

Demographic Indicators
 
Area 
Population 
 140216 	 140216

Population/Squares 	 150000 200000
Number of 	Villages 1 	 1.4
 
National 	Indicators
 

.	 Crude Birth Rate 50-55/1000 52/1000
Crude Death Rate 25-30/1000 25/1000
Crude Rate of Natural Increase 2.5Z .7 

a Infant Mortality Rate 	 200/1000 139/100
 

Infrastructure and Personnel
 
Departmental Health Directorate 
 1 1 
Departmental Hospital Center 1 1Physician 	 2 2 

State Nurse 2 8
 
Certified Nurse 3 i

Mid-Wife 1 2

Hygiene and Mobile Medicine Team 
Physician 
 1 	 0
State Nurse 
 1 	 2

C rtified 	Nurse 
 2 	 3


Maternity 
 0 	 4
 
aMid-Wife 
 0 	 4 

Medical Circumscription 	 3 
 3
Medical Post 
 0 	 3
Rural Dispensary 	 9 
 9
 
(MC0RD) State Nurse 	 5 1 
(M0RD) Certified Nurse 21 26Popular Pharmacy 0 2

Medicine Depot 0 	 1
Villages vith V s 	 62 206VK~x trained 	 110 392
Population/Phyeician 	 50000 66667 
Population/State Nurse 18750 	 11111
ja 

Populatioa/Certified Nurse 	 5769 5000
Populationmid-vs 	 1300 
Perentage V1llAges covered 11% 	

33
372
 

a9,
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2. Rural Health System
 

TBA Activities
 

(Jan-June 198
 5)
 

With 279 active TBA, the 
ratio of rural women (14-49) to TBA equals 143/1. 
 On
 
the average 60/1000 of expected births are attended before delivery by a
 
trained TBA. There are 
only 14 births recorded and 3 evacuations for every 100
 
TBA-months of activity.
 

Table V.B.9
 
Rural Health System
 

Diffa Department (Jan-June 1985)
 
TBA Activities
 

Population 
 200000
 

Rural Population 
 160000
 

Rural Children (0-4 years) 
 27200
 

TBA,; pre;ent 279 

Attended b rths 
 228
 

Expected births 
 4000
 

Attended births per
 
Expected bi rths 
 60/1000
 

Blirt hL/TBA/mont h 
 0.14 

Ev;icuat Inns 
 49
 

Lva ctia I 'm/T h 0.33/IA/mont 


* ----------Birthij attended after delivery are excluded 
•S~ource: Rapport d'Actlviten - Ditfa (Jan-June 1985) 
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3. Rural Health System
 

VHW activities (Jan-.June 1985)
 

Table A.10
 

With 288 active VHW's the rural population to V{W ratio is 556/1. An average
 

of 0.5 consultations per person per year occur with VHW's seeing less than one
 
patient a day. The 
three major symptoms represent 56% of the consultations
 

with children under 5 accounting for 47% of them (66% fever and headache, 34% 
diarrhea). An average of less than I major consultation per child per year is 

recorded. Only 3% of cxpected deaths are recorded. 

Table V.B.10 

Rural Health System 
Diffa Department (Jan-June 1985) 

VHW Activities
 

Population 
 200000
 

Rural Population 160000
 

Rural Children (0-4 years) 27200 

Number of VtW ' s present 288 

Total Cons, ilt at ions 39077 

Con,;ul tat I m ;/prsn/year 0.5 

Consu l ta t Ini/VliW/(Iday 0.7
 

Conl;iltation ; (3 ma jor symptoms)* 21947 

Children (0-4 year) 10289 

7 of the, c'or';i l tat iona 47% 

- fev r f- he.idache 66%
 

- dkirrhea 34% 

Co.iaul tit Iun/rh l(/yealr 0.8 

:x; r t ,d D'a II,i 2000 

Drc le ro*d doo th ; 61 

Po'rc v n r, ,.I - ) I I ei I ecItred 3% 

;;,(uri,.: P.pii t l'AcT I v IrI - bIfI Ia (Jan-J l n 19P5) 
Fv,,r , d I r l , l,;idi ht-/ I).' i. 
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4. Rural Health System
 

Coverage and Rates of Abandonment
 

The percentage coverage varies depending on 
the definition used. Village
 

coverage of 31% 
breaks 	down to 38% and 8% when villages and nomadic tribes 
are 
separated. Rates of abandonment while only 27% on the average for VHW's 
become 73% and 10% when the northern arid southern arrondissements are
 
separated. Likewise the
for TBAs 25% becomes 81% and 10%. 

Table V.B. 11
 
Rural Health System
 

Diffa Department - (Jan - June 1985)
 
Coverage and Rates of Abandonment
 

A. 	Diffa Arrondissement
 

Population 
 69000
 

Vili.ges 
 215
 

Tribes 
 60
 

Villages Touched 
 81
 

Tribes 	Touched 
 5
 

COVERAGE
 

Villages 
 38%
 

Tribes 
 8%
 

Total 
 31%
 

Percentage of the Population 
 44%
 

Population/Village Health Team 970 

B. Rate of ahandorImPnt : 3 arrondinsements 

1. 	 VIW;
 

N'G, 1gml 
 73% 

Ma I ne-Sc coa + Di f fa 1o
 

Total 272 

2. 	 TBAn
 

N'ulgmIl 
 81% 

HnInr-Soroa + Diffn 10% 
Tota 1 25% 

Sourre; P'apmrir d'Act IvI tv,; - Dif fn (Jan.Ju,n 198)) 



Comparison of Diffa and National Averages
 

In general the population ratios to infrastructure and personnel in Diffa
 

compare favorably with the national averages. One important problem is the
 
higher population to physician ratio (66667 
versus 41831) coupled with the
 

fact that there is now no surgeon in the Department. Where Diffa is worse off
 
than the national averages is in the productivity of the village health
 

agents. All of the reasons for this are not known bu;t probably include such
 
factors as large numbers of empty medical kits, exodus of large numbers of
 
people, and incomplete record keeping. 
 The Diffa statistic:' also confirm the 
special difficulties encountered in delivering a viable rural health system to
 

the nomads.
 

NATIONAL BASIC HEALTH STATUS INDICATORS 

Earlier this year the MOII/SA with the help of the Tulane team conducted a 
national morbidity and mortality survey using questionnaires for villages and
 

mothers, and doing physical examinations of children. In all, about 38 
villages (divided into 3 ecologic zones), 
 1200 women and 3000 :hildren were
 
covered. 
 The data have been coded, verified and computerized and are now
 

ready foi 
analysis by the MOH/SA and the Bureau of the Census in Washington,
 

DC.
 

Since the data must be analyzed without the benefit of 
a pre-project baseline 
study, the results obtained may provide t-ntative entimates of morbidity and 
mortality but wi!l probably be unable to answer the question of presence or 
lack of impact causally related to the rural health system during the life of 

the RHIP. 

The following are but a few of the factors complicating the analysis: 

1. Only 7 of the surveyed villages had no VIHT or dispensary. Also given the 
increased mobility of the population in the, drought year!; and hwalth education 
campaigns on radln and television, It is unlikely that these villages are
 
uncontaminated" 
 by the rural health system. 

98 



2. 
The small number of villages means that the possibility of controlling for
 

possible confounding variables will be very limited.
 

3. The question of how some villages acquired VHT's and others did 
not is not 
known. Perhaps the relevant variables inct!e distances from the nearest 
health center, the dynamism of the village chief and the openness of the 

population to modern medicine.
 

4. 
The strength and Integrity of the rural health program certainly varied in
 
the villages with VHT's in the areas of the quality of the initial information
 
given, the types of candidates chosen, the quality of training, the status of 
the medical kits and the frequency and quality of the supervisory visits. 

5. If we accept the hypothesis that the rural Inhealth system has functioned 

a less than optimal manner in the 
 last 7 years, then it is reasonable to
 
assume that any effect would have bveu a s;mall one. If this Is the 
case, the 
small sample size (originally 200 village" were s;uggested) of the survey may 
increase the chanice of failure to detect snail change that have occurred. In 
the language of the statisticians, the "power" of the survey to detect such
 
changes may be too low.
 

CONCLUSION
 

The WHO global indicators show that the CON's political commitment to rural
 
health care remains firm. 
 Areas In need of special strengthening Include the
 
hudget of the MOHt, 
 rural sanitation, Immunization average and literacy rates,
 

vs pec Ia I I y of worn n.
 

Heallth ;rr tur' ind p.'rhonnel Ind catore show that Nige.r had made 
comilderahlo progress In Increanimng arces of the rural populations to health 
q I ,rvtc, Li ft Iv . Inknown about t h' quallity of the ' i-rvi .i and alt hough 
villlag.r. generally *'xpre.,,n r ntlou 
become' 

,t, a t! with their "'IiT';, they have yet to 
f, 'rtfi- v' partI Ilpantn In N.mppori ,,t the ,ny t,,. I'- Ii,I IY, t he 

morb I IIt y .in( mort a I It y Nt ,dy wi I I prou e. 'w. ba ,-I h,; Itlh II . c,a to ru but 
wil I I probahIiy he " a Ihv o -iho w cau:al III k, r, t'I t o tle p ftnes lnc' or 

'innence of rontact with the rural heltll h syst im. 
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C. Community Participation and Develcpmehc Actlvitie; in Niger
 

Social responsibility and mutual aid have existed historically In Niger's 

of Development is aimed attraditional cultures. The creation of the Society 

the strengthening of community efforts :o address alll of its problems, 

of )evlopmentincluding health. The organizational diagrams ol the Society 

to the Samarlya (youth organi zat ion) and the cooperativesand its relatlonshi p 


are presented in Figures V.C.I and V.C. 2. Included among the
 

socto-prof es, Iona o rganizations are the Nigerien Wometni' As,;ocIat Ion (AFN),
 

the Islamic As,;oclt Ion, and the AssocLiation ot Parents or School Children.
 

Village deve lopmennt commlttees hav played a po;itive role in the coordination 

of emergency food d;itrtiutio 1 ni ctlvit iv . 

The ri'all tion " Idynamic co::mun it' participation and self-reliance will 

a; vi llage ',lt teevs ( fr health and other spectors) andnot be easy 

the -ahel have rarelv I ad su;t;tn ed succers. An additionalcooperat ivvs In 

partici pation In !Ng',r will h ,hchIevmentchallenge to Incr;ea d (ommunity 

the right b. anc,, of central .izationand decuntrAl i.at Ion "I tho 

s.eks to encourage moredecision-making processes an the Government ot Niger 

Intenivelocal inltlative. The questions in this area are complex and need 

study. 
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Figure V.C.I
 
DEVELOPMENT SOCIETY: STRUCTURE
 

PCMS
 
Chief of
 

State
 

Government
 

CNSD 
5 Representatives CRD 

7 Rep. per National 
Office of the Socio-

Prof estilona 1 Awiociatlon3
 
("RID
 

Prefet + 15 to 30
 
Member chonen by CSRD
 

CSRD
 
Sub-profet or Mayor + 

12 to 30 members chosen 
by loc:i] coLnci1ls 

CI.DI 

Chief of cantoo or gro'upement 
+ 20 to 3() merbrern , ien by 

Village or t ribal council .I 

:V1)
 

Village or trll.il chief + 

representntv,e ol io- ioprofentiional 
Arltontat loo 

Popu at ion 

Sources Commission Nntionalo 6our In MIo on Placo 

ee In Socit do D(-GL-)D4voloppomont. p. 46 
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Figure V.C.2.
 

DEVELOPMENT SOCIETY: PARTICIPATING STRUCTURES
 

LEVELS SAMARIYA STRUCTURES D)EVELOI'MENT STRUCTURES COOPERATIVE STRUCTURES 

Nation National Councl Nat Ion Couincil Nat ion Union 
( c.Ns ) (CNS D) ( L'!7c ) 

Department Regiona I Council Regional Council Reg onal Union 

(i1;) (CRD) ( rpC) 

Arrond I.- ;ti-P'gIona Council Sub-Reg I t11 (Cotncil u!b-pt .l on'I 1,nion 
seine nt ( csl; !;) ( ('; 1)) ( c." P'c ) 

Canton or Loca 1 Coone I 1 locai 1 Coun I I Local Union 

Gron pemeln t ( C US ) (CLI)) ( L.) 

Village, Tribe Saa r I ya Village Council Mutual Village Group. 
or Quarter (CVD) (cV ) 

-


Source: Commislon Nationale de M1tS tn Place
 

de 1a Soci6te de D-veloppement p. 47.
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CHAPTER VI
 

ECONOMIC AND FINANCIAL ANALYSIS 

I /
 
OF THE HEALTH SECTOR
 

A. ECONOMICS 

This section begins with a summary of Niger's overall macro-economic 

situation and hlghlights those parameters which constrain, or otherwise impact 

on the ability of the government or private sector to provide health 

services. Information follows about trends In, and the allocation of, 

government h,,alth sector investment and rectrrent expenditures, private health 

The sectionexpenditure; .nd donor expendi turcu in the health sector. 


concludes with a description of the major sectoral policy issues arising as a
 

consequence of economic and financial constraints.
 

A.l. Macro-Economic Cortyt 

The Rural Health Improvement Project (RIIIP)activities commenced under the 

relatively faivorable economic circumntances that accompanied the uranium boom 

19Oj. ;)P and GDI' per capita real growth was over 5 percent perfrom 1975 to 

annum. iHowever, an noted In the Mid-Tirm Evaluation, Ni:,er's economic 

proipects delin d In 19.1 with t he decre s,e In the world price o! uranium, 

and return of st.ral y',ar of drougiht which ati.t,ctod both a gri cultural and 

lIves.tock production levels. G)P' and ;IDP per capita real 'rowth turned 

negat ive in the early1l9HU'u (,ee Annex I), "Tabl I1.1). ',orlid uranium prices 

,*V not ,ox;.' t l to incrva, in -he tor eei able future, and ,h, project'd rate 

r et the of decade low. per caplta income 

growth will probably .stag.,nate dtrlng thi period with estimat,'d population 

growith rite's o 2.7 to 1.2 perc n!t per alnntm. 

of GD' growth ge.r r ret 	 the I', 

27 Minyv .ltivifI ait,'e r,.l.v ,,ed tot good 	 l'ialth, e.g. agricultur.il product ion 

; .at e wter .tuppl , IvsaId ,atittaryanld ,intr ih l I t, .itd nutrit ,iInatt lat ' 


WIntIS ' ,iIip,,,,l; ,fnn',, ,tt.iI,.ti naio d ,.::p1"v n:'rtI; antd plrevntI '', and urative
 
p~r ,v l d ,', e, n n ,'l ,a fa , l l it i r ," p 

'., tie heal. th pcit or I" ,. Ir''! .i .ictIv' i et 

ne r v ir ,,, b y h v h ,a ll h r ,,o nd 	 F ,r ~llp,"i ,vq o f t h i n 

%.rcontmt c and finani al ana1.1 ,'l 
tivt ad c vi l- hy hl (v, rattve 	 althrelate-d t, ti pr' vlnl, n , I pre', 


l(.rq ont .i andl i it W,,I i It t' pu i I l, or ptl wr.t't , tor.
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The uranium boom of the late 1970's contributed to the real growth of 

to 1981. However, govornmentgovernment revenues of 23 percent from 1978 


rapidly during this period, almost 74 percent
expenditure expanded even more 


This resulted in an over two-fold increase in the government's
in real terms. 


billion CFA francs in 1981. The Ministry of
budgetary deficit, which was 61.2 


Finance (MOF) and International Monetary Fund (IMF) projected this deficit to
 

decline to about 42 billion CFA francs by 1985 (see Annex D, Table D.2).
 

Niger has financed a significant proportion of its debt from foreign
 

sources, and outstanding and dispersed external debt reached 46 percent of GDP 

public debt service payments to export earnings and
in 1983, and the ratio of 


private transfers equaled 33 percent (see Annex D, Table D.3).
 

Health Sector, 1978-1985
A.2. Government of Niger Investment in the 


The Five Year Plan for Economic and Social Development, 1979-1983,
 

indicated that the Government of N!,er planned to allocate 5 percent of public
 

public investment in the
investment to the health .;,'tor. However, actual 

health sector wan only 2 percent of total public i nvesttrit, and only 43 

perce'nt of the planned level for ieallth. This ratio of actual to planned 

Inve; tment as; lower than for all other sctor: (see Annex D, Table 1.4). 

of Niger health ec tor linv,,tmvnts were to be for the construction(;ov.rnrient 

14 PMlI , 15 matrnitleo , 8 MC , and (oe departmre.ntalof 118 dls;pensiari e;, 


hospital at Zinder (Five Year Plan, p. 4W9). Thus, the Inability of the
 

Government o Niper to reach tnve';tune.t targ',,t:. may partially .xplain the
 

current I l alanrw let ,','v i Inr .,tti ra' tur and peripheral health workr..
 

Further, even t h",gh the Governm:ent of Niger loltt;'d that It planned to 

alloc.ate 4 Aind rircnt o public i n'.e, rt:evnt unds to he heaIlth ,se'ctor In 

1984 and 1'84, there . no publ l ves tm.ent In the hea lti ,e, tor In 19H4 due 

io the ollApe, ,i he Nati onal D.v'l olmnt Fund (O I). Tl1 ,%resaurce 

a llo ,cIo in part be ul t, thle , rrenit Aid ant it 1;po rdde. ;on may 

.v.flahilty "I ext ernal r,.'.ourr',., for he.alth i,,'t,,r Invvi.tm'l, t 

I1J4 



A.3. Analysis of the HOH/SA Budget 

dInformation on the H/SA budget for 1978-84 appears in Table IV.A.l. As 

ntdabove, the Government of Niger health sector investment expenditures
 

comprised about 2 percent of total public expenditure until 1983, when health
 

investment expenditures dropped to zero. The recurrent budget for the HOH/SA
 

has remained a steady 6 to 7 percent of total government recurrent
 

expenditure, but since 1380 has remained relatively conntant inreal terms in 

spite of increases inthe number of health personnel and facilities. Thus,
 

total Government of Niger expenditures for the health sector declined in real 

terms by 32 percent from 1980 to 1984. This downward trend iseven steeper 
when considering Government of Niger health expenditure per capita. Real 

expenditure per capita peaked in 1980 and by 1984 had declined by 39
 

percent. If Niser's population i growing faster then the official rate of
 

2.7 per annum, this decline would be even steeper. Government per capita
 

expenditures for health in 1984 were 310 FC7A (US $0.75).
 

Information about the allocation of the MOH/SA budget to particular 

functional categories from 1978 to 1985 appears in Table ZV.A.2. The 

allocation of the budget to salaries (50 percent), operating expenses (11 
percent), transport (9 percent) and medicines and vaccines (28 percent) is
 

shifting with an Increasing proportion of available budgetary funds being 

required for fixed salary obligations at the cost of financing other recurrent
 

expenditures, A study prepared as a background document for a World Bank
 

Stuctural Adjustment Credit (SAC) to Niter estimated the recurrent costs 

associated with Niger's current health manpower development plan to 1989. At 

900 million YCPA, this amount was added to current salary expenditures and 

compared to three projections of the HN/SA budget in 1969 assuming annual 

increases of 15, 5 and 8.5 percent. Under these scenarios Salaries as a 

percent of the total budget was 66, 57 and 50 percent respectively.1' in 

view of the stagnation of the recurrent health budget inreal terms this 
analysis suggests that current training plans will continue to shift
 

government resources to salaries at the expense of budget for materials,
 

transport and medications.!' 

MiOP at WSFAS. Anales do IsFormation Medicale et Paramdicale au 
Niter. Mars .1985. pp. 21-21. 

sT noted that the current allocation of Niger's health budgetshould be 
between salary end other expenses ti unusual. Zn many developing countries 70 
to 60 percent of the public health budget ts expended for salaries. 
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Detailed Information about the allocation of the overall iIOH/SA budget to
 
.

urban &acompared to rural areas$ or for preventive -as compared-
t.ocurative.o_
 

activities was not available. However, the available information can be 

pieced together to provide some souse of these allocations. For example, 

Table VI.A.3. shows the breakdown of the MHI/SA non-salary budget for 

administration, hospital and departmental health activities from 1983 to
 

1985. About 43 percent of this non-salary budget isallocated for Nilamey,
 

Zinder and tuberculosis hospitels. Coupled with the fact that 51 percent of
 

?the MOh/SA's personnel budget goes to the Nlamey and zinder hospital. , one can 

to the iLamey andconclude that approximately half of the MOH/A budlet goes 

Znder hospitals for curative services and urban populations. 

Information about allocation of the MOH/IA budget by departments to 

tertiary and secondary/primary levels, and on a per capita basis appears in 

Table IV.A#4. Although Information was not collected on the MOH/IA's criteria 

to determine the departmental allocation of the MOH/IA budget, it Is likely 

determined in large part by the distributionthat the allocation of funds is 
Thirt -tvo to 60 percentof the fixed coats of Infrastructure and personnel. 


of departments' budgets to for hospital-related cars. The departments with
 

national hospitals, Niney and Znder have the highest percents of their 

budg|ts for hospital care. Forty to 60 percent of department's budgets go for 

than 10 percent is allocated to the MCHsecondary or primary service. Less 

services provided by lMao. 

Departmental per capita allocations of the NOiA budget range from 72 

CIA francs inDosso to 408 in the Viamey department, with per capita 

of 187 CIA francs in the Agede,expenditures higher than the man expenditure 

Di"fa and Niamey departments. Total OH/SA expenditures per capita are all 

uinder 100 CIA francs inthe other four departmentcs, Ixpenditurs of 

department budgets per capita for non-hospital qare range from a low of 48 CIA 

francs in Doss. to a high of 203 CIA francs for residents of AMades. toDiffa 

and Niamey departments, over 100 CIA francs per capita isspent for 

f rase per capita in the othernon-hospital services, and from 50 1,60 CIA 

departments, Finally# departmental allocations of ?KI expenditure per 
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TABLI V.A.1"4 

ANA1.181 0F NOB/SA BUDG~tlY 
1978-1984 

1978 1979 1980 1981 1982 1983 h___ 

TOTAL GON IPDIDITUREY. 59.2 74.1 107.4 140.8 121.2 118.8 104.9
 
Capita X 59 62.3 J.7
'1T 33. 
Recurrent 31.5 37.7 47.9 51.7 57.7 63.1 67.5
 

TOTAL BUDGIT NOM/A - Current-./ 2.7 3.7 4.6 4.6 .4 4.4 4.5 
*Capital (VIZ only) n. 'T7 1.3 1.T 0T. 0
 

*Recurrent 2.2 2.7 3.0 3.4 3.8 4.4 4.5 

TOTAL M=DCT NOB/SA - Reall/ 2.0 2.6 2.8 2.5 2.7 2. . 
capital F.T 07 0. 'TV "-w 
Recurrent 1.6 1.,9 1.8 1.9 1.9 2.0 1.9
 

MOHB/A BUDGIT AS 
hgIZNT o1 GO EIIXPDIZTUR, 4.6 5.0 4.3 3.3 4.5 3.7 i.3 
Capital 7 77 T tU 

* Recurrent 6.7 7.2 6.3 6.6 6.5 7.0 6.7 

RKAL ANNUAL CUMNG 
-
NM T (Z) 7.7 .107 - 25.9 -. 0 

Capital 7Y : R. "1. -0. 
HOEIn=3 30.0 8.0 

". "T" 
- 5.6 5.0Recurrent 18.8 3.3 0 5,3 5 


Total Per Capita 23.4 6.5 -11.7 4.0 - 28.6- 7.5
 

NoW ZKIDIURX 3 CAPITAJ! 
Current CYA"AscA& 515 663 830 820 930 730 730 
Real 1976 CIA franc 385 475 506 447 465 335 310 

Billion CIA francs-Sourcet 

TtXRecent acreeconomIe Develouments t iler WO 
Situations roller and Qutloolto wlaue USAWD, April lYWs aSUle 

MSF/AS. bysort d'Aativtt~ du-NIF/Al - 1984, Tableaux III 1.3, 
1.4, lost 
Current figures deflated with Inplicit WO deflator, Index year.
 

*1976 fromn Tot., Ko, opt 4940 Table A.I. 
 -cetpraum/Asames a population growth rate of a.? pee~tpranm 



TeajC 
WAUSA Awse 

CFA) 

* 

Z tb5.64-A 

3.039.6w< 

S.,, .5uo 

3.812.400 

1.366. 

4.4055. 

FI1XAM:IAL ES7i I-'U, SF MOH /SA HiDGET 

Rea I 
mtdiiSA Buliet 
(Real 1976 CFA) 

A-.z.aI 
Carge Personnel 

Medicines 
& Vaccines Transport 

Operating 
Funds 

(: ) (%.) (%) 

0 48 24 10 18 

12 45 30 10 15 
1.853.415 0 45 31 10 14 

1.679.292 3 49 29 9 13 

1.9U5.247 1 51 29 8 12 

1.991.047 5 53 26 8 12 

1.893.540 - %4 26 8 12 

S'.rtc: 
 SPAS, kai;port d'Actjvjtjs duHSp/AS 1984, Tableaux 111, 1.3, 1.4, 1.8
-



rA3LE Vf.A.3
 
D[STRiaurR[ oN OF MOH/SA OPERATNG BUDGETI/
 

xi3N s RA r N 983 1984 1)35 

Caoinet ali CentriL ServLces 56.5 5-).3 dO.7
 
EU3P 
 23.3 24.5 34.3
 

*IC,;2j.5 26.5 42.1
 
3F%k. 8.0 8.j 8.0
1111'itPA 14.0 1L.4 LL. )
 
4or ld ,t iktti 9r.,ant zatton 4.5 
 4.5 4.3
 
leiLctl, (I' of totil) 9.5 9.5 1).j
GaioLLrn (31" of tot.L) 54.5 54.5 54.4 

totaL1: [96.0 (10%) 
 )6.5 (10%) 251.0 (L.) 

NtineyIlojptiCt 190.5 U4.7 243.
In,l0r I,'pita1. 52.1 54.j 80.4
 

rt. ;c~l :-!,ttre L9.3 19. 3 3 .!j,l (ClA[r) 
!.t I in;II,-l tI,;ncit 26.0 26.0 30.0 
rr.,,i,.,) rt iii ;,,wrli e,n.i )0.3 J0.3 M .0 
M.etc 1,' (i f)f total) 322.5 522.5 522.3 

ror;,*: 910.) (45%) 83i.9 ('42) L.J17.6 (43. ) 

Cil'1. t 90,; il.5 63..
 
1141, A C ) 155.5 155.0 0.6
1') 


21.2 214.3 42. 4
Vlw I i.,i 200.j 200.J 200.0 
4oIt tI.,t '4! of tot-it) 413.0 411.) 4 1l.0 
;,vs I ll. ()1% of tot L) l00.1 100.1 to . 

rot i: ')iI2 ().2. L (4') 1.)?). 3 

JL._Lton cirrntr ,.'FA frvicv: Vur*.i !o not incL.Md porwimat a'xp4mlttirei. 
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TAILE VI.A.4 

ALLOCATION OF FUNDS FOR FIXED DEPARTMENTAL HEALTH UNITS
 

1984
 

Total Per Capita PMI
 
Non-Ho spital Non-Hospital Pregnant Expenditures
 

Depart- Total Budget Hospitals DDS + MC PMI Expenditures Expenditures Women Pregnant Woman
 
__n _(0%0 CFA) _ _ (Ooo CFA) Population (CFA) (000 CFA) (CFA) 

>, 30,51o 150,o00 203 7,530 353 

-5 .9 6 29,86. 201,700 148 10,085 296 

S 32 4 40,431 835,300 48 41,765 4658,709 

M-afi , 42 54 4 61,754 1,144,400 54 57,220 71
 

575,5 4 54 38 8 2o1,901 1,412,0400 186 70,602
 

13,710 


Zi-_er 192,ij7 u 30' 4 77,640 1,207,600 64 60,380 152
 

S 31 3 o,80 1,197,300 56 59,865 60 

7ICAL !,i-7,C3 50 44 b 58,846 6,149,100 93 307,455 220
 

Note: The number of pregrant women was estimated as 50 per 1000 population.
 
Population estimates derived by using 1977 census figures plus 2.7% annual 
rate of increase 

Szurce: MOH'SA, Ra-p.rt d'Activit~s du MSP/AS - 1984, Tableaux III, 1.7. 



-
*- pregnant'woman-mirrors"-the pa r bearved for non-hospital-expenditurae, 

i.e., expenditures in the Agadez, Diffa and Niamey departments are all above
 

the national average of 220 CPA francs, and the other departments below this
 

amount. HOH/SA per capita expenditures in Dosso may be low because of inputs
 

from several Belgian health projects. Per capita expenditures in the Agadez
 

and Diffa departments are high because of their small population size relative
 

to the fixed costs of providing health services.
 

A.4. Private Expenditures for Health
 

Nigeriens pay for health services supplied by both the public and private 

sectors. Their support for public sector services primarily come from tax 

revenues. In addition, hospitals collect fees for a variety of services, VHAs 

are to sell the medications in their kits, and TBAs are given payments in cash 

or In-kind for their services. Further, the limited supply of drugs at public 

health facilities has resulted in a system whereby some patients are $ivan 

perecriptions to be filled at popular pharmacies or private drug depots. In 

addition, patients can go directly to those outlets to purchase drugs sold 

over-the-counter. Finally, payments in-cash or kind are made for the services 

of traditional healers, More detailed Information on private expenditures for
 

health services can be found in Section C.
 

A.6. Policy Dialogue
 

The difficult macro-economic situation of Niger has profound implications
 

for the levels and growth of government investment and recurrent expenditures
 

for the health sector. The slowed growth of government revenues and
 

expenditures, reduced health sector Investment to less than half of planned 

targets for 1979 to 1983, and the collapse of the FNI completely eliminated 

public investment funds allocated to the health sector. Recurrent 

expenditures have remained a relatively constant proportion of total 

government recurrent expenditure, but have not increased In real terms since 

1980, in spite of increases In health personnel and facilittoe. Total
 

government real per capita expenditure has declined by 39 percent as a
 

consequence of the decline of the HOI/IA budget and population growth.
 

il
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The implications of the above have not been lost on the Government of 

Niger and external donors involved in the health sector. 1he "Debat de 

Maradi" In 1983 and the "Journees d'Etudes a Agadez" in 1984 were national 

health policy dialogues that focused on issues of financing for health sector 

activities and improved drug distribution (see "Cost Re:overy and Beneficiary 

Contributions" discussion, Section C, and Chapter VII.) The World Bank has 

included several health policy issues ip, its Structural Adjustment Cred it 

(SAC), including: :he need to reduce GON plans for manpower training 

kespecially physiclan;), and facility constructio"; the need to recoup part of 

the costs of providing health s;ervlces through user fees at all levels of 

health services; the high cost of medical evacuations to Europe; the 

disequilibrium in the allocation of the health care budget for carative as 

compared to preventive health care, for urban as compared to rural 

populations, and for health personnel as compared to other operating 

expenditures. Many of these issues are being considered as ar'as for policy 

dialogue in future USAID/N healthE sector ass!istance. 
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B. RECURRENT COSTS OF THE RHIP PROJECT
 

In light of the preceding discussion on the current difficulties of the 

Nigerien economy in general, and of the health sector more specifically, it is 

necessary to see if a comparis;on of ex-pot estimates of the recurrent costs 

of the RHIP ith MOH/SA budgetary res'n;ources to as opt mistic as estimat s'made
 

during project diNi gn or sub equent to the mid-term evaluation. The following 

section will 1) review the Project.Paper and Rev ised Implementation Plan 

est[mat es of project r,,curr''nt consts, 2) re-est iate the recurrent costso of 

the pi ject ai ot Junt 19H5, and 3) compare then; with ivalilable Moh/SA budget 

resourcesi . .ubiqtvquint nectionn; o0 thin, chapter will d I''tni. mmuins ivailable 

to reduce the recurrent con t financing gap including : realloca,Ion of the 

MOHI/SA budget, coot ri'tuvv,'i', coot rpductlon, low,,d ritp; otr ut.nt, and 

donor financing of recurront cot';. 

B.1. Project Pape1,r and 1lvls,,d !Implhem:entation Plan PHcurrnt Mt -EntiMates 

t'd rcurrentThe Project pal1er for the IP ,,'e t ,ti that th' ,di titonil 

cons of the project to the MhP!AS at the i'nd of thea' project in 9P3 would be 

263,000,000 FCFA or ,ilirtn or retr l ';uipport 'hv new pv,',:onrlinin g to 

trained by the proj.e.ct. 'Ihi:. num wa;i equivale'nt to M1)percent of tIop, MSP/AS's 

1977 budget totr personel', , and 14 percent of tthe total .M!'.'/A; bod,,gt for 

1977. A'numn I life yeari th' kt"gi',t o the M';/ASi project of , total 

would have to grtw tn real terms Iy 'b.y ; prr',nt i'r 'ear tn Wrfr tt ibsorb 

these ret irrent cr it PACT). AlIt ltigh thi, an*. lyni n did not co) pa::pri' Ih1 t 

growth rate with thi' heW tortcral trend frI'm 190 toi i'A,', 'hi. .01hIho " tc'lided 

that,
 

Si Ve a runtlnutl t I on of t h' prpi'n. t boom in oral) ion revi-nuoli, .111d 

continuat ioll of the' ;oN', Incriat Inug oupport to the herilth aynt em... the 

MOl vain managi' t the Iddition voi by,' l r'curr'nt N gini, ratd thils 

projec *'. (Pr .o_vf!zi'.t !Pi, i)., ). 
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Unfortunately both of these assumptions failed to hold truq as the fall
 

of world uranium prices in 1981 has led to & real decline in public revenue of 

25 percent by 1984, and the allocation of governent expenditure to the health 

sector has declined from 8 percent inthe early 1970's to 5.5 percent in
 

1984. Inaddition, the Project Paper did not include estimates of the 

recurrent costs of salaries for new garage mechanics and lab technicians; for 

supervision of new VII; for depreciation and maintenance expenses of new 

construction, vehicles, mobylettes, Immunization, A-V and lab equipment; and 

for continuation of drug and vaccine resupply. Furthermore, the analysis did 

not carefully assess# prior experience with the resupply of VHT drugs through 

direct sales to the villagers, not the re-stocking of VI? kits through 

purchases from H4 AS facilities, Popular Pharmacies and private drug depots. 

In spite of recognition in the Hid-Term Evaluation that revenue from
 

uranium sales had dramatically declined# the evaluation concluded that this 

change had only had a "limited" Impact on project activities, but that the 

issue of recurrent costs would have to be continuously monitored over the life 

of the project. The evaluation recommended extension of the project end 

expansion of some of the project outputs, particularly In the area of 

training. for a comparison of the specific target outputs see Table VI.B.I. 

The Revised Implementation Plan developed a ore thorough quantification 

of the recurrent costs of the revised RHIP project. These estimates were ao 

followst 

Estimated AnnualItem 
Recurrent Cost - 1985 

(VCFA) 

275,380,000Salaries 

In-Service Education 160,000,000
 

lIT Racyclsae 56,000,000
 

Vh lupervision 23,oo, 000
 

Vehicle maintenance 2,263,000
 
6,600,000
Construction Maintenance 

523,343000
TOTAL 



This total represented a15 percent Increase in the lOHiSA budget for 1981, 

and would Imply that the budget of the MOHISA would have to Increase inreal 

terms by 3.5 percent per year (for the 4 years from 1981 to 1985) inorder to 

absorb these additional recurrent costs, The MH/SA budget had Increased in 

real terms by about 8.5 percent per annum from 1979 to 1981, and the economic 

analysis of the RIP concluded that: 

"Because of the historical and continued CON commitment to rural health, 
and recent evidence of absorbing newly trained medical personnel funded :W 
the project, the 0OH would be expected to be able to manage the additional 
recurrent costs generated by the revised plan.* (Reviged Impleentation 
Plan, p. 34). 

Although both the above economic analyses determined that the MOH/SA would 

be able to pick up the recurrent costs of project activities$ several 

assumptions or factors have changed which Indicate a re-evaluation of this 

question. These factors include:
 

- A decline in the total 10ff/SA budget in real terms of approximately 

24 percent between 1981 and 1964 with the recurrent budget 

remaining constant over the same period. (see Table VI.A.1). 

- Increases in the number of INSP or EICAS students, or VHTs 

trained beyond the targets envisioned In the revised project design, 

- The project did not require the KOH/SA to gradually asse the 

recurrent costs of VIT retraining and supervision activities over time. 

- The yeycem of selling drugs from VI? kits to provide funds for drug 

resupply to not working. (see discussion i Chapter VII). 

A recalculation of the project recurrent costs follows below.
 

5.2 Evaluation Estimates of the Recurrent Costs of Son-VHT Components
 

The evaluation scope of work indicated that the recurrent cost analysis,
 

should focus on estimation of the VHT-related components of the project.
 

4i44..4
 



Thus, a complete re-estimation of the recurrent costs of the other components 

of the project was not undertaken. However, data were available from a 

variety of sources to allow for estimation of the annual recurrent costs of 

most non-VHT components (ith the exception of the IIOB/SA warehouse; vehicle 

and medical repair, A-V, and cold chain equipment and vaccines). The 

estimated total annual recurrent cost of project non-VUT components in 1985 is 

416,259,300 FCVA (U.S. $9290,465).1/ This total is distributed among various 

categories as follows: 

FCVA

335,592,000 801 

SeminarolConferences 34t9600000 e1 

BuLldiu6, Maintenance 17,100,000 41 
Vehicle Maintenance 30,607,300 71 

44Salaries 

TOTAL 418,259,300 1001
 

Assuming the project supports one additional year of scholarship support 
that one-third of the students have been supported by-+'.,O
4 at CHICAS and INSP# and ++6) It Ii.d vei. 

the project during the previous two years and graduate in Spring 1986, this 
+ :
will result in 416 nev certified nurges and sanitary aSents and 13 nay state

.i
44 . , 

444 ::+ a~lril 8tolwnurses. The additiocal. recurrent salary cost will equal 26,476,000 )'CVA,
4,4+3 : + :+ +: + 

bringing total project salary related recurrent cnsts to 364,066,000 VCFA or 

82 percent of the now project total of 446,735,300 IdFA. 

costs with respect to theDiscussion of these non-VHT component recurrent 


KOi/SA budget will follow the next section which estimates rnT-related
$ 67.-0- /
"-4,,'h,'e4.''na' 

recurrent Costs. 59,30 -kO0 ' . ,', TTAL A 

j/Assuming 460 ICYA U.S 0*~*.00 

. . .116
 



TABLE VI.B.1
 

ESTIMATE OF RECURRENT COST OF NON-VHT PROJECT OUTPUTS
 

OUTPUT PP QNTY RIP QNTY ACHIEVEMENT ESTIMATED ANNUAL RECURRENT COSI 

JUNE 1985 UNIT TOTAL COMPONENT 

HUMAN RESOURCES 

Long tern training 25 n.a. 70 Proj trained existing MOl/ 
personnel 

Ceiti fled Nursen 200 300 340 408,0001/ 138,720,000 

St ate Ntir iw's 100 140 180 684,0001/ 123,120,000 

San! atilin Agents 75 45 125 408.0001/ 51 (J( ()(O 

Auto-Mch.inics 50 5 n.a. 432, 0001/ 2,160,000 

!u-mied. Technic! ann 50 4 30 686,4001/ 2O, 59 ?,000 

Med ial Studentli 25 0 component dropped in RIP 

Departmital e!mnarr. 175 n.a. 37 - 3,360,00().-/ 

Nat ni.iI Connf.*rncei 5 na,. 1 " 31,600,0003/ 

I ,.FST I I): i. IvtV I.OPMENT 

lD C)ro I ,- it r 2 2 2 3,300,000 6,600,000./ 

D)I 'ipe n *.a r I ,, 

- NI,,w 
- Relvat /equip 

7 
220 

7 
n.a, 

7 
70 

1,500,0005 / 

-f' 

10,500,000 

- S;anit Improve, 220 n.a. latrines: 14 information not collve.rl 

1120 flit: 270 Informntion riot col le ted 

Wtrsholl 0 0 1 Informat I on imt 11 1',t i', 

VelfC Iofn 42 34 32 457,400!/ ] , ,(,,HOO 

mobylett,, 200 100 91 175,500!/ i .')()0 

(:nr4e vltzlp (list) Purchaned but not infltnl l11 

Xrdlcti.l Ivpalr equip (list) Informt ion not coil1et-.' 

A-V rquIsi mrit (flist) Infortst (II losnot f l1," d 

Cold 1flil 41iilp (list) Inputi 
planE 

not privllrl, d! 1.ar 

VaCeltivl- till) v47Ccln4titi f(or 500,000 InpLt 
pl~in 

it ;t',vlded, . .it Ino 

TOTAL 4111,:9, 3w) 

n.4i.rttion not A4vllable 

WI 



NOTESU TOl TABLEK VIBI
 

1/ Mlonthly salary figures for 1985 were provided by the NOH/SA. These salary 
Iigures were for personnel newly entering public service and Include the base 
salary, plus a housing adjustment minus a retiremnt fund contribution. 

FCFA/month 

Certified Nurses 34,027 
State Nurses 57,029
 
Sanitation Agent (Dl) 34,107
 

(D2) 31,919
 
Automechanic (5) 31,070
 

(6) 35,952
 
(7) 40,026
 

, io-medical Equip Technician 57,209
 

Monthly figures were rounded off and multiplied by 12 for estimates of annual 
slaries. When more then one salary category existed for any level of 
personnel, the median or highest figure vas selected. 

2/ The annual recurrent cost of departmental seminars vas calculated as 

fol1lows: 
7 dept xO20 participants/dept x 4 qtrs x 3 days/qtr x 2000 YClA/day 
3-360,000 UCFA 

Bilan Annual d'Activites ,from: Nt1/AS. ISV 1984. AvriL 1985, p. 10. 

S / The *Debat do aradi in 1983 cost 25,000,000 UClA for 211 participants, 
end the "Journes d'Ktudes a Agsdes" in 1984 cost 250617,890 IFCA for 150 
participants. n addition, the project financed approximitely 2 national 

cost of 110,000conferences per year of about 30 persons each at en average 
FCFA per person (see Table V.A.5),* for purposes of this analysis, it was 
assumed that this level of conference activity would continue post-project, 
giving a total annual recurrent cost oft 

National Policy Conference
 
or *Journess d'Itude 25,000,000
 

2 national seminars 6,600,000
 

TOTAL 31,600000
 

.i/:The RIP estimates of 3,300,000 YCYA per DI were utilited. 

° ,--' , >k l't7 
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5/ UieIw the DDS complexes whir* project-rolaeted recurrent costs are solely 
for aintenance of the nowbuildings '7 ispsa+ries consg, truced with 
project funds are newlyinstalled capacity, and thus their total rcarroat 

.19lV5 	 the annual recurrentcost, must be Included. rankari itll estimated 
costs for a dispensary InTV1982 ( a ti 

FCFA 

Personnel 	 1,059000 
Operating Budget 	 35000 
Medicine* .977,000
 
food .6,000
 
Transport 23.000
 
TOTAL gO00
 

Other estimates were reported by Ps Boyle in 1965 for a sample for 4 

dispensaries (2 in Miingus, 2 In Tesseoua)i 

VCVA 
* 	Personnel 4 M
 

maintenance 136,005
 
1'M)edicines 612,024
 

Equipment 136o005
 
Depreciation 408,016
 
Other 226,676
 
TOTAL 

Tor purposes of this analysis# It was assumed that the recurrent cost of a 
dispensary is2,500,000 VCVA, The reader must bear Lu mind that these are 
under-stiates of the true recurrent costs of dispensaries because the demand 
for drugs farogtoods available gaverment supply, and many other impute are 
Inadequately suqp1ied. It was assumed that the personnel who staffed the now 
dispensaries were drawn from those trained by the project. Thus, an estimate 
of these salaries of 1,000000 FCVA per dispensary was subtracted from the 
total 2,500,000 VCVA figure to Siva a net additional recurrent cost per 
dispensary of 1,5009000 VCFA. 

~/Several figures exist for the annual maintenance costs for A-wheeI drive 
vehicles ioNiger. These estimates vary withs 1) vehcle type, 2) type of 
maintenance plan, 3) vehicle use (terrain, etc.)e 

Tan.art at.1 -1963 273,000 
U!TP1flsoa 1965 268000-555.00 

ethiswid a of esta an average of te c 
expenditures in the 7 departments was selected (see Table MMU.)i end 
equalled 657,400 WFA.
 

jThe Prject PEer estimated the maintenance costs per mobylette In 1976 to 
iualO. Z006Msn an annual Inflation rate of 10 perceat, this would 

squl 01, 3" in 1965, or 175,500 MCA (U.S. *1.00 450 FCWA). 

Wz' 

5 
!'< i+i+ -. 4 ,' . 46,0S, -• 	 '+Li 

http:268000-555.00


B.3 Estimates of t he Recurrent C -t ts for VIIT-Ie lated Act i vi tie, 

recurrent costsa ofSe+vr.t .it or,, ht, :nr!v hvpot hvh '.1I wi t I Int4-:i ()! thv 


the V'HT pro ,r.lm- :i NI - I !.,,L,4 ,1i1 * mn out e +, .I.d Of
.m ::.ptCI , t I qudnt ity 


inputt rcyu li Id ,rrv th- pro tt The rettiI of these s tudies ate
i ,Jtt 


sumzmal .- ! l+>,Iw.w
 

Mini +stry of Health-Chad 

In 11 H, .a -i-.r+ln frun the Ministry of Health atnd Social Affairs in 

Chatdl/ vi i Ii, NI. r to colnduct 4in tvalua tIon of t he VHT program. Their 

r p ,,t In 4%t I1.t IonI o! t he. I n'e,, t. n I r tnt! ur rent rotit 5 of the VIITrt Iui! v,4, 

proar.sm !,)r N!.ir..v I't..irtitent Tabhle VI.!!..' tiu I ). In eut-.-ry, their 

t I ,nIta-!, ! I I, .v . .1111.i ,.lt rcur rent tii. e, 	 1 n:.e.,t 111! cu per VIIT In thie 

I . mr y d "I I I t*+*,v I.t W - r e: 

A.n I m I t),n: 6,2,000 FCFA 

Tr.iinity 	 !. rtp kit: 101,000 FCFA
 

r I. raIIn g- 2 5,333 FCFA 2/
 
1 iopervI 32,000
I(n: 	 VCFA 

TOTAL. INV) . rMNT CO ST / VIIT- 1 3. 000 FCFA 
701'Al.+R VVY Pf S+T +L+OST /V11T" 57.333 FCFA
 

9~~~~ ~ I11i 3 S
COvvVICI 0. 

Roulkirl , Tan64irl •nd WJr ipht 

rt t, t1If n a Investment recurrent costt of tho VIITrh - vetg .inuol and 

proigram I the !riir't' v.jjrtr,,'tit,1978 werv 4lo &1,1v by Rotkurt (1979) 

Ta4tkari ( 1I)) and wr tlit ( l'i0),) . 4nd reportad in 4 papor by Moa') Over of 

ho.,ton Univertlvt (trr Table' V.1.,1 coloan 11). In toummry, thone etim4tom 

A+lim,st li : 2 . 1 }FrA 

,' 1129,]6Trafting W1t. t: FCA 

fltseivl.n14,130 	 VCFA 

TOTA l 0* ('-)+ / 1fT- 14H. 0114 F7A
 
TOTA r .... tT = ICeA ), (T,. 's9 


http:proar.sm


m,) t estimates givenOver (1') od11 t tle Boukirl , Tank4ri 4nd Wrl;ht 4bove 

in order to r-ti-nte tihe Invetitment and recurrent cv.otiot 1 nation-vide VitT 

progrdrm. H ,. t{iravaht 4s t -. ould r I iras t he program w sicor', 

implemented In more remote, less detruely popul.ited parts of tihe country. 

In aum-ary, ht :.,ettmites (see Table VI. B.2, column 3) are: 

Animat ion: 109..I() F-UFA
 
Tratining 4 Drug lkjt :2 FC'YA
 

R et ra InI ii, : 14 . I /F
 
Suprrv: i4ton:ij *P0, I"C A 

TOTAL .VI:;E.SINT Cu.T/,'IT.. ,;'..2 "CFA
 
TOTAL RYCt:tR' :OT 110.494 FCFA
t (:o;T/H'IiT-

R COYFFICIFNT - 0.41y /
 

IIIncludinn Urna Fe.ral, i:'r#Alt/**' ¢nd Votcor K¢nobol, consultant. 

./ AwsaWtetiK VIfTb 4re tet ,*I rd every I yV?4 ,%. 

9I/It4tiri of ro, tirr.vil tfi lvt-V~tent~ rkpa tiito U. 



TABLE VI.B.2 
ESTIMaATE$OF AVRAGEU COST9 PR VHT (in FFA)
~&a wi~wV nv~w w +i+++!1 7 . ...... 

NP/AS TCHADYIOE ZTMZ& - OVE SIMT-

FOR NIAMEY DinT FOR EAMWY EXPANDED 
DEPARThENT PROGRM 

1978 1978/79 1978/79
 

AnINATION 
Ii ' 4I5 25,080 - 54,000 8,778 29,260
 
Per Diem 5,460 - 12,600 1,740 5,800
 
Transport 5, 0 12,600 739920
 
Vehicle Maintenance 8,000
 

300 6000ther 300 


TOTAL 43,840 - 79,900 23,418 109,580 

TRI (das)
 
er D+s S,340 18,600 16,980 32,760 

TriLneei-RatiL on 56,000 39,200 39 800 
Secouriste Kit(e) 30,000 581000 58,000 
MIatron* Kits (2) 8,000 
Trans..rt 3,000 11,400 31,680 
Vehle 4 Maintenance 4,000 
Other 1000-

TOTAL 110,444 - 120,840 125,196 162,672 

.a:r-:s 8,340 180600 5,460 10,920
 
72 144Per Diem 104 240 

13,067 13,067
Trainees-lations 56,000 

3,000 3,800 10,560
Transport 


Vehicle Mai tenance 4,000
 

TOTAL 71,444 - 81,840 22,399 34,691 

SUMVzSzoN 
Salaries 11,216 - 18,507 18,599 37,198 
Per Diem 2,612 - 5,818 3,474 6,947 

31,457Transport 7,846 11,957 
Vehicle Maintenance 4,914 
Other 700 100 200 

TOTAL 26,588 - 38,085 34,130 75,803 

lources i 
.L/ ,valuationdu Program de SquLps do Sante Villaeoises doNKSPASiTCHAD. 

lhRepublique do l peptember 1978. Details behind assumptions for 
estimations are shown ori$insl report,
3/Overeead. "The Iffects of Scale on Cost Projections for a Primary Health 

Care Progra i a Developing Country (Kiler)l Social Science and Medicine, 
forc '.coinu,,Table 1, 

Table 3.____o 

?t22
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Evaluation Estimates
 

The foregoing estimates cannot be utilized without modification for
 

estimation of the recurrent costs of the VIIT program in 1984. For example,
 

domestic cost estimates for the 1978 studies wouId have to be inflated to
 

represent 1984 costs, and the cost of imported items such as petrol would have
 

to be adjusted for Inflation and the decline in the exchange value of the
 

CFA. Further, intervi ews with the DDS Adjoint In-Charge of the VIT programs
 

in Agadez, Diffa and .inder, indicate that the 1978 studies over-estimated:
 

1) the act ual amount of time that MOII/SA personnel spend in anima tion and 

nuptcvi sion activities, and 2) the actual number of trips made to villages for 

animation and training act ivitiesn. Further, these estimates do not Illustrate 

how the average, investment or recurrent costs may vary with different 

departmental population density/dispersion and terrain. 

Insufftc ent itornation Is availrhble to allow for est mation of the 

recurrent costs of the VttT program if It opera ted according to design plann, 

i.e. If there were, .dqae nu:nbers of personnel and factlties to match the 

Ideal ration of MC, and dispens arie's to VIT and adequate personnel, vehicles 

and pet rl to follow thve prn.cr[bed frequency and duration of supervi sory 

visits. What follows bevlow Is an est imationi of the investment Mid recurrent 

costs of the VHiT program a; It actually operated in 19, , in the 7 departments 

of Niger. Tab le 7I..3 shown the ,ctual expenditures o the H( I/SA in support 

of ViiT animation and training Actlvitie's In 1984". 'hitIaverage expenditures 

per VIIT he deprtm:.nr were as follows (in order ol Increaing ,.',,nditure): 

ANIMATION AND FRA ,:;ING;
 

DEPARTMENT EXPENDITIURE PER VIIT (FCFA)
 

Marndi 116,840
 

IDonso 130,312
 
NI am,y 133,016
 
Tahoa 138, 176
 

Di ffn 17 ,708
 

Agnolz 336, 400
 

NATIONAL AVERAGE 124,068
 

123
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examination of these figures suggest that the average cost for VHT
 
animation and training rises ith the difficulty of terrain and distance 

travelled, and varies inversely with tne number of Mile trained. The muca
 
higher average cost per VHT trained in Agades also results from the higher
 

expenditures for medicines and equipment per VAT. 
 It is Od/SA policy tnat
 
the population in Agadez does not have to 
pay for VHA drugs. Thus the drug
 
expenditure figure may include drugs used for 
VHA resupply.
 

Table VL.B.7 shoe the actual expenditures of the.O/SA insupport of Vr 
retraining activities in )84. The average expenditure per V~r retrainei by 

department were (in order of increasing expenditure):
 

Retraining expenditure
 
per VIT
 

FCFA 
Siamey
 
rahoua 47,796
 
Uinder 47,964
 
,aradi 49,)44
 
Dosso 50,548 
Diffa 519344 
Agadez 66,564
 

National Average 50T312
 

these figures again suggest tnat average cost increases vita the 
difficulty of terrain and the distance travelled, and varies inversely vtth 
the number of Vies retrained. These fLsures however sho mucn lesu 
inter-departmental variation than those for VAT training. 
 this is due to the 
lack of medical end supply inputs for retraining, and the sucn larger numaber 

of VHlW* receiving retraining.
 

If1expndLueas for medicines and equipment are subtracted from anluLon

and training expeaditurea, the resulting average inLmsLon and traLinin 
 cost
 
per VI? saoewhat higher tnan tne averageecast for retratninS; probabLy due to
 
the fact that training courses &re 14 days and retraining courses only LO days.
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Table V[SR.5 shove HOd/SA expenditures for Vdr supervision activities in 
1'84. Lt is not knovn how many of the ViIAe or TBAs in each department
 
actually received any supervisory visits, nor vith what frequency. 
Ln tne 
absence of such information, these totaL expenditure rigures were divided by
the number of VIs in eact department in L94. The average annual expendLtur*
 
for supervisLon per VAIT by department were (in order of increasing
 

expenditure):
 

Supervision xpendituro 

per vdr 

FCFA
 
Maradi 
 4613
 
MiLaey 5,300
 

UnderZ~ndec7,116 6,092 
febous 8,396
Diffa 19,436 
ASides 40,860
 

These figures suggest that the avers$ 
costs for Vdr supervision increase 
vith the difficulty of terrain end distances to be travelled, and vary 
inversely vith the number of Vtis to be supervised. dosevac, comparison of 
the per diem figures for the departeents Ysu88ests that not aLl tne Vie in 

Least the Maradi department, and possibly otners,at 
receive supervisory 

visits, as insufficient personnel time would be spent on supervision. 

Per 41S Per Vdf equal 
ftaradl 348 FCfA, 
Do61 1,106 CA 
Zinder L,209 ICYA 
Tabouas LO FCFA 
Liameyt 1,747 ICFA 

Diffas 3,7612 FA 
Agadess 6,2)7 FCFA 
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Although the above figures 
snow actual expenditures for the Vir program 

for 1984, they do not include all of the recurrent costs of the 'Aif progrim, 

e.g. the administrative costs of tne prograin an 4 wneel rivte veilcle
 

maintenance.
 

Further, the part of the time of 
other MOr/SA personnel (e.g. Director
 

DES, Directors of DDS, nurses 
and ntdwtves at MCs and dispensaries, animators 

and drivers) [s utiLized support the progrin. portionin of Vi" iowever, i of 

their salaries ii not. [nclkuded as recurrent cost of tin! vdr pr ri,,n : ecIte it 

is assumed that tney aou li coat[nie to be e'npl)q/ol in th,.tr ia ie p,)oiitIon,, In 
the absense of the rir rrogr-n. Cie tine ttiy iLlo ate to t i p ,) . i, 

however, do-:-; tave ,:n opportunity cost is tne.se peophe 4o,111 sen'i t iae in 

other healt' service acttvitte,; in thie ah, _nste ,) t Se Vtir pr,.raii. 

Utilizing the above information it is po stble ti derive a rougn estimate 

of the investment and recurrent expenditures tot t.hce vrir progran in id4 as 

: )I J s:
 

FCFA
 
Investment cost: Animation and Training 6 , 

Recurrent cost: 

Retraining 47,b5,21J3upervt~iion 8 0,, , 

rotci Recurrent I. 1 1/2 

Assum lng U ,A\ID)/A s d pprc 3)1p,'ytia ,l:mur a pprt I) smrcut of t Ie VIIWs 

trained in tie ViI" progrin tace Uld, thi[si woil t ply th,itr 4o,j41 ,lj FCFA 

of the total Vdir prograin recurrect costs would Oe attriout;able to t lh MLIIP 

project. 

!/rht. fti,;re wilt be discussied ,agLn with the recurrent costs of non-V$r 
compon nts. 



Examination of tihe actual ivdrage investment aini recurrent costs per vtilr 

allows for conpairigon jtta tile 40il/SA CiAD, 3oukarL-rankari-4rignt , and over 
'Iyootnetic-11 (-.-t imite'l. 

Aver.i4e tnveAt:nent coat Per Vir - l24,Ja6 FCFA 

Average Recurrent cost Per vr - 2J,01L i'CFA 2 1 

Coef fctent = J.2l 

rhe ,k IVt irke cr t .,it tn Lte-si ire low.er t!nan for the oth.er ,utnors by 

virtue of ,-'{cl,,in ha ta peron !l la.,riti, in] ikl.o rotl,!,t toe fact tnat
 

the actial ,ro, l ii not tatt[ zl. tiht input-a.nviiion..i in Iti tei[,14n. rats 
is part icul irly at rIk i n,; for toe r,!cWr rent Coltl c. Iteg,)ry Ail cor rotorat eS 

Lnfor-nati[tan a.,oht ttie Infrequency of !ianervtiory visits. 

1/rnt fi iqfti!re jaa calcqliated follows:
 

4iiWqk at 1n1 of lId' a 12, 14 
VII'.4j at en l ),iW ! a 2,7 i
 
VtW,i t r.i el I I to 1)34
 
net of itt rit ',,jn , 3
 

Nrl.r 7,436 (62% L9d4)lO :r HiL.1 of totA Ataend of 

r)2Z )i V1ll PIr,) r.In \fln a I 
Recairr,:,ut ,:pn lit ire - 4 6,)347,7)5 F CFA 

2/ [i i ,,, t ever rtiu, ono..I,,an i .Irvir, .Ire retrine thI rJ year. only 
t hird of t,*, rot r. i in -o -It pe r tq t! ttinc lAed in r n si ttjim tt f fannua 
recurrent. co'it 
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3.4 Ritcurrent Coit of Vur Pcogr.iu -lorne ,y i3i-,f ici 1i1te-i 

In i.!,! I t Lii to t 1I VI F r.i n)r,rkecirr,:it c r)it oi oit n.it eA above tnat are
 

borne by t 1w ,)/..r~in it )t '' ;,!r, .;rI, / I ii,I ith r j)jj)rj , ttier, ire other
 

recurrent i4t, ij*tj .irit ))r:i, '1/t tit ;1.it :i, ir £ )i f) 
 lt e )r);)tLjIati JtIs 

they iervo. i1I -.i.,iit in iti tn ie, te.i I iot iw/ tit I nait t ofIt !he t 1 1 .0pent 

by VilIAi it 1,.\:i t t. ei ,ll, i ,re lt'.i :t lwlt le i or for tr'o ip 1j' i Ar ; jult
 

lerlci ki!.I. nilliriTj, -it '1i1ie.j 4,r, iot iv li i ,itle w t t 
i e it - ii 'ierti
 

.ipel it Iri v tI II.", 1 l t !i t-) a l tt o,, ueer tlii., r i t iiorK a*t Ivtt i ,.i tt) (rJe)nam
l ,t e 

the V IA'i. I':i .i t t :v I1i 1 .i) r itt, ' ,")'it , tvl *mi , )I t tie r .'ii mi tor, 

impIen!in t )(Ipri )) It it :11t l'i ti*. r ii, 1 .- 1 i t ne "IAr, i ro.!ratio wel;tie
 

fi llIIsre on tite irt t ei,.ilii piI iIm.!r
t t i let tor It, ti it' t i ' ')i t JiiiJ.t
 

bit Co '1ilpLia.a t I )Ir. \i i t ti n i t-lt ,'to tr ot o' mt ,ili 
 !))ri! t); ttit, 

v it ,mri iiIA l, jetr i.>./ Ii t o ;'3A,, 1. r ilt,vrt!i iii )t t''i. .i n'rpitt -i 

in-.:a'it - 171k-i, I ,ar,!n.i 1 t! ) N \ i ),-!)t'o 0' V, 'i f rt,r r oiI man t iitvi t wie 

,Ire not ill it I ii r.'', rr,!nt cot 'St t !h! i) ri) ict ( inI i t rI tj, Iv It thnoe 
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4 E,5 Total Project Generated Recurrent Costs and Discussion
 

Information from tat preceding analysis suggests that a minimal estimate 
44of th rcu cost of the H i.proj.e198 to th. overn f o Ni 

is as follows$ 

Mon-VHTCopnet
 

SeLarseConforeaces 

SuLlding KaLateance 

Vehicle antea ce 


Sub-TotaL
 

Vii? Coont 

Proiect Totals 

.er
 

YCIA 

340960,000
 
17:100000
 
30,607,300
 

46v9410735
 

4650207,0= 

This total equals 10 percent of the .IO/SA'* cecurrent budget of 
4,832,670,000 FCVA for 1985. rho KOWIIA iscurrently supporting the! 
salary&,L building maintenance and a portion of tne vehicle asinteaaace 

project recurrent costs, vith the MIUP project continuing to support the cost 
of confereaces, the Vii? program and vehicle maintenance. Assuming tna HMO/5A
currently supports 50 percent of vehicle maintenance costs, the recurrent 
budgetof the )IB/SA would have to incrosse by 971,21368 CA or by 2 percent 
to pick up recurrent costs still financed by the projects, Although In more 
prosperous tese it would sees feasible for the MOdSA to incorporate these 
recurrent costs by the end of the project inDecember 986, the stagnation of 
the Kd/SA budget in real terms inthe face of increased numbers of personnel
and facilities and the slip of the available recurrent funds for personnel as 
compared to direct operating expenditures, makes this absorption a less 

~ certain outcome, dependent on tat priority that the4 OM/SA Lives tO support of 
its policy deveLopset and rural prolras efforts. Discussion of alternative 
solutions involving cost recovery or cost reduct ion activities follows on the 
fol lowing sectors of this chapter# 

j/Project salary recurrent costs equal 14 percent of the MOI/We' totalsalary expenditures of 2,3460060,000 MOA in 1965, 

4'' 44.444'4~ 4. 4'. 

129 



fa

:Q
7 

N
 

laN
" 

-r 

100 

U
 

Q
4 Ift 

a 

V
%

 
O

W
N

-

N
O

 
4 

S
i 

aw
 

-4
-".o

 



-- 

r. 
I 

~
 

4
S

i 
~

. 5 t 
'SW

 
j 

~
 
Z

S
A

tiA
t~

itS
tk

ts
~

~
'n

 
4
 

~
S

S
S

 
4 

V
4~ 

flJ
S

~
'f 

4
 

Y
~

 
-Y

 

S
 

4 
5 

4
,3

 
-

-


--
n

fl 

~iI
5

5
 

-.---
'--

40 

U
p 

@
O

n
n

 
U S

i 

4. 
S

W
 

-~ 
A

t 

-w
 

N
 

.2 
U

 
1sI~ 

I
4 

. 
U

 

"S
 

I' 
R

~
L

Y
 

~
 

514 

4

I 
0
0
 

3 
"72 

'4 o 
N

 
alt 

e
ii 

I~ 
9*

*j*jAII~w 
S. 

m
e 

-4 

of 
M

1
3

 
L 

I

1. 
I 

rig
I' 

N
41 

b
 

.2 
-

-
*2 

3 
U 

A
IaL

.~ 
S

N
o 

ru~
rr 

**~~ 
I~!i


U
 ~

j:~
 

r. 
z L

i

*
w



 

"'U
 


V
 

'V
aa I 

a 
U

 4s 
m

a-~
 

4
7
 

E
U

),
 4;f

Iii ii Ia 

~
 

L
iii 

X
I 

31
4J

44 
3 

IS
"
 

4%

 

IS
 

4
4
 

5
 

S
 

<
A

. 
~

 
131 

5
5
>

5
4
5

>
~

''S
4
<

5
5
4
'5

 
S

 
4 

4
 

4
 4

 
5

5
5

55>
 

->
 

'A
~

P
W

~
S

W
~

4
S

'.4
-

U
s 

" 
5
3
 

S
4

4
s
 

y4544"~
j~

4t~
s44t44

'
~

 
4
I""~

" 
4
"5. 

~
 

4
 

'5
'' 

5
 4

 
4
 

'>
'U

>
, 

4 
s
~

s4
S

S
iS

. 
5

5
5

4
4

4
4

4
4

4
>

5
4

5 



L
'X

w
'i<iw

 

4'4 

%
~


m
 

W
4W


 

SA
;@

 
4'

JH
'iall

S
 



C. COST RZO--. AND IKIKVIGLAZT WNMBIUTIONS 

One potential type of solution to the problem of Inadequate government 

resources to finance the recurrent cost ohel services to cl 

revenue from those who benefit from the health services. IMe following 

section reviewss 1) current contributions that Nigeriens sake for health, 2) 

evolving ON policy concerning booenLcLry contributions, 3) Income 

constraints to cost recovery, and 4) future cost recovery policy Lssues, and 

design and implementation requirements and constraints. 

CA Current Contributions of the Nigerien Population for Health 

* Nigeriens pay for health services supplied by the public and private 

sectors. Their support for public sector services come primarily from 

taxes. to addition, hospitals collect fees for a variety of services, Vis 

are to sell the medications In their kits, and Me are given payments In cash 

or in-kind for their services. Further the limited supply of drugs in the 

public health system has resulted in a system whereby patients with the 

ability-to-psy (subjectively determined by the providers) are given 

prescriptions for medications to be filled at the Popular Pharmacies or 
private drug depots. In addLitio, patients can to directly to these drug 

distribution outlets to purchase drugs which can be sold over the counter. 

Finally, people demanding services from traditional healers are expected to 

make payments in cash or kind. The limited Information which exists 

quantifying these expenditures isdetailed below. 

* Payments for Hospital Services 

* The Ministries of Plan and Public Helth, as part of preparatory 

discussions for the World lack Structural Adjustment Credit (SAC), conducted 

review of the allocation of public funds to the national hospitals ioN iamey 
a 

* 
N/O? at HSIAS. Analyse du Foactiospement Mositalier 
Moitaux-Nationaux do Niamov et 2indero Kars 1985#,p 

su Wiser cao do# 
30. 

-'! ' : 
X4 A 
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and Zinder.-I Thei~r ptaper A,1no re~views curre~nt CON policy reg~arding VhIarg.eu 

to patitents for horipitdil tervlcetjt, the level of revent, colle~cted at th1is 

t ime, itild problems with t he~h~pfti pr'ciI IJI v'.t *~t, andh iLmp 1imetita.t 'oil of 

current j;ol Icy . The~ siudy culc lude' tha (Lo !."at, onal iq I.1al cmild be 

s~1t-ffn~mn Iin pa.rt, thu riielrvs~inj ;,()h!I !mldti tor rtiral ornt preventive~ 

hI tummarI:ed below.health actilvitles. Selected In? orma~t!ion from that titudy 

In 1111", the~ naitolal hoipitdilm In Niuamey .snd .Zlnder will mibsorb 51 

percent of t he budget for healt h ;c rtionntel . 'I pe~rce~nt of t he budgett for 

m4tierta1 , 301 percent. of tht- 1asdpd.t f or mettic.,? Ions, mind ' peresit of thew 
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budg~et of ttie m:;/A~s. In .0diIt Ion. the hn-pital re-ceive mIrI laa xternn1 

a4mistint-fl tin the form of re.;uatr1iiUt~rchIfr. pe.r-mime1 .anid u~rug %. Ciispftal 

ItieV it tmfl t, It I i v ItWo 11topi t 41I % dur I t t iLe Prl)I!t .i--Z;- It- (7noi Id~it I )Il 

I 9814-1 9HI 04M. f~tu~rom pr iv~ste m~iouzrcenuind wei r not r. vi e-rd 1,v thr GuveInment 

0t NI rIr Iot Ir I on the I Iri-s iI at i r v , ,IItt,- I mtt oper~~s~ 
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A eyuirm it homii~ua charlges wao croiiteil by docroo Na. 62-127/455 on May 

22. 196.' 4114 huia not ficon O.UMa11Y changod sinco that timo. Charsall 4f# 

Colucico( for: 

-- IiI 41l 14V*. 101)IA109 00o t he Ca togory of hod;
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Each procedure or consultation isassigned a number of charge units which 
corresponds to a given unit charge., Revenue from some of the charges is 

divided betveen physicians and the public treasury. Different fees have been 

set for four different socio-econouic groups: functionariese "petit payants". 

indisents and children. Charges for Indigent patients vith a certificate from 

their local authority are to be paid by the "collectivitls territorlales." 

The charges are set favorably for functionaries, vho receive a 20 percent 

reduction and sometimes pay nothing. 

Zn practice, collection of payment f6 hospital charges isnot rigorously 

reinforced. Even so, receipts in 1984 for Niamey Hospital totalled 80,871,175 

FClA and 11,034,155 UCTA for the Zindetr hospital, covering 17 and 3 percent of 

the operating costs of these facilities respectively. If the 1962 tariff 

system was rigorously applied, it is etiLuated that revenues would cover 40 

percent of Oiamey and 13 percent of Uinder hospitals' operatinA exp..ditures. 

A comission recently proposed modifications to the 1962 tarift schedule. Had 

this schedule been applied in 1984, the revenues generated vould have covered 

65 percent of Niamey and 55 percent of Zinder hospitals' operating 

expenditures. Although the proposed schedule was roJected by the Council of 

Ministers, on June 26-28, 1985 It was decreed: 

".,.. that there will be a rigorous application of existing legislation 
concerning fees for edical visits exams, hospitalization and medical 
evacuations." (Le Sahel, 3 July 1985) 

Up to the present tie, charges have not been collected for services 

provided or drugs dispensed by HCs, diepensearies and IM4s. Donor-supported 

hospital or other health facilities have often Instituted their own fee 

schedules for consultationso drugs, laboratory and xray services. 

iT 
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:Since the early 1980's, both the MSP/A ad donor hvstreto
 
c•onsider wihether ftee: schedules could be altered 'or insituted at now levels to 


rise additiona revenuesto support pub~ilictor health services. one
 

,:;{ i .ia•pproach.ito anweigths question iS s 
, exaine household incomes and
 

;:+ :expeniditulve~ilsl for-all helth-llrelated goods and services.< Unfortuatelly.
 

+'tona~lJ expendlitures (including those for health
: ~ai svyxaining hlousehold 


+!/ services) do not exist inNiger. However, limi ed inraion on household
 

~~cash incomesad expenditures does exist: in iger:,, Social and Institutional
 

e l
 
; ::i:' r, Prtof ile. IlSuvy " In oltr counltie ith inco e vIt s siilar tol tha fOor

'i7:::! •7:Nsige have foundthat househlds spend: from 2 to 5 perent ofthir income on
:' < 


;] 
7t- ;::'• health services and medicines.{7 If theme percentages are applied to Niger's
 

Income dill0 some crud esimaties can be "ideo of what theNigeria population
 

'i." i".... l d,be able ad wlling to pay for health serices and mediciess.
 

:: Infarltion'from MisOil A-Sociland Insitutioal Proflel (SIP)
 

7,.i:,
:+:,,!:.::estimates that pacpta anual crop and,livestock income ranged 
•from1340
77, 7. ... 
u< .to 310600 CIA francs in 1977, with the range depending on the amo nt of
 

: : : 7 : ri- nfa.ll 7 received7 
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.In differel-ntes 


7!"paen oulsad Ilp er capita ealth expenditures of 268 to 1580 CIA
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7 :!:!ii,:francs i 1977. The SI aliso provided survey Informaion on household
 

L " L 82,389 to 396,137 CPA,francs, and
r* retvenues from 1977 to 1978 In therange o f


!i7.+; •;on houseei hold expenditures during the same period of 169,292 to 477,•640 CIA
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{ i•.•;:7.; 
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4 Support for Rural Health Infrastructure and Wells
 

Although the MOH/SA or donors generally have taken re.ponsibility for the
 

construction and maintenance of rural health facilities, select communities
 

have elected to commit labor, materials and financial resources to either
 

build, expand and improve, or maintain rural dispensaries or other buildings.
 

Communities have also purchased ambulances, vehicle maintenance parts, and
 

gasoline for evacuations. They contribute food and cooking utensils for
 

nutrition demonstration sites. Villages also provide labor for well
 

construction and maintenance. Communities with wells also contribute 25,000
 

FCFA per year to an arrondissement account to pay for the clearing and
 

improvement of wells by OEDES. At the present, these payments are inadequate
 

to support maintenance at the prescribed frequency of once every three years.
 

Payment for Village Health Agent, Drugs or Services
 

One of the key components to the sustained functioning of the VHT program
 

ts the resupply of the drugs in the VHW's kits. Revenue from VRA drug sales 

Is to be used to pay for resupplies available from popular pharmacies, drug 

depots or during supervisory visits. Unfortuaately, many, if not most, of 

these mini-revolvinS drug funds have decapitalised, and the Ms no larger 

have drugs to dispense. This problem isdiscussed Inmore detail inChapter 

VII.
 

'riAs that receive VHA training do not sell drugs or supplies but are to 

receive payment in-cash or in-kind for deliveries and baptisms. Few problems 

have been noted with this system, as TAs have traditionally been paid for 

their svrvices. tn some cases, TAs that have received VHA training found 

that the population was resistant to continuing traditional payments because 

Itwas perceived that they had become government employees. 

~/Information per USAID/M agricultural Development Office seminar by Tom 
fainter and Philip Boyle on September 5,1985 
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Payment for Drugs at Popular Pharmacies or Private (Drug) Depots 

Nigeriens purchase drugs and medical supplies at any of the 18 popular 

pharmacies or 40 private drug depots in Niger (these are described in more
 

detail i n Chapter VII). Drug prices are set nationally, and only military or 

health personnel and students receive a 20 percent discount off the list price
 

of the drugs. Sales at popular pharmacies are increasing rapidly, over 20 

percent per annum between 1978 and 1982. Per capita expenditures on drugs
 

sold by popular pharmacies In 1983 equalled 260 FCA (U.S. ,0.58). However. 

little has been written concerning the catchment area of popular pharmacies or 

depots and other specifics of the population's demand for drugs at private 

outlets. Specific studies in this area are recommended in Chapter VII. 

C.2 Evolving Government of Niger Policy concerning Beneficiary Contributions
 

As described in Chapter V, section C, the participation of the Nigerien 

population in the process of d.velopment through the structure of the Society 

of Development is a cornerstone of Niger's political philosophy. The report
 

of the "Journes d'tuldes do la Sant& a Agdel lSivas the following
 

definition of community participation In the health sector of Miser. 

"The participation of the people in health and social welfare activities, 
can be defined as their free and voluntary lnitiatiLve either personal or 
collective, to complement the efforts of the State in contributing to the 

promotion of health and search for social welfare. It i a political 
commitment which is manifested by the degree of responsibility in decision 
aking in health across the Institutions and structures of pArticipation 
which are the Development Councils. This assumes that the population 
takes part in the conceptuallisaton, definition of objectives, *I 
Implementation and evaluation of health projects and programs.. A 

*Recent national health sector policy dialogues: the "Debst do Waadi" tn 1983 
and the 8th "Journes d'Itudes de I Sant A Asada&" it 1984, Included 

specific working sessions on community participation, and resourco generation 

and allocation2 . Select policy recommendations from these sessions are 

summarized below. 

WAStS. Be" Journees duitudes do l Seat. Asada#. l020 Aout, L984l p. 

27.
 
The Debat do Karad*i alsoIncluded working sessions on personnel training 
and scial action. The Journees dl'tudes do I Sante A Agades" also 
included a session on drug supply issues, RcommondtiLons iom this 
latter sailon are summarized In Chapter VIi. 

77+ ;;: ,S
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1. Acceleration of integration of the process of "auto-encadrement sanitaire"
 

In the Society for Ieveloptment Including:
 

. the populatiol taking gr.,ter ret;ponslbility for health matters, 

* Improved manag4.ene t of the tlytite.., 

* searching for i soluto,i to the problem ol lack of payment for VIIAs. 

2. Assumption by village cwnmunttl i' and territorlal collectlves of 

cenponsibilIty ? or th#. progr.am, "ut t !idfl lr '"over the mediumot ,-,+n,'idrea' 

term. VI11 a . ooncl1 t f.houI dv.tI rM 1 to I inc Iig, to I lIt Ie . 

3). Fncour?,tve-. n Iof ,ewv lopmlent )f it u l('.4t tIonn and mIJt ua 1 funds for the
 

promotion of health.
 

4. Inatltute .t N.tional Soliddrity Fund for heAlth. 

5. Greater wupport from urban and aemi-urban poput +.ions for the apeclall,.ed 

health aervicin avl*labl, In urlbtwi irrna. 

6. Enco rage. nt of eo- .onIty part lclp4t ion In the construction, renovation 

and maltena'IMIC (t helth bildiIng*, Inlidlitit the UG of local mteri4al. 

he lth eard oyute. 4nd7. lnstitution 4t 411 level of health aarvie a 


Rip|oroti spplt inf c ur rent 1awa repardtonp ch-aK.re for inrus.
 

. tdy tfthe ieanIi 41 vie t ' -,)at oit re.,IIc1I -vaat Iona btween the 

State, th (.(I Ve'eIte'vr .a ti hlI ti 1 atI Orlt3. 

In modI C41 Cont ara.9. wr.r(,rfit isf aliort !tor ,;0r of lie'l ls raor illonel 

nti. 14 I Stat o 

provont Ion ti edi it,t 

10. $(j4 lo,"At ttii o f I fhr ,*ia IratItd va of 01 for al 1iowitJ 
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7.. kitsubyviaes 

12. Participation of private enterprises in the cost of trainin$ the health
 

personnel that they require.
 

13. Examinntion and adoption by the authorities of the laws which regulate
 

private practice which could complement the efforts of the State.
 

Cost Recovery: The Income Constraint
 

As the HOH/SA starts to consider whether and how feec schedules can be 

altered, or instituted at net' levels, to raise additional revenue to support 

public sector health services, cones deration will have to be given -othe 

ability and willingness of Nigerians to pay for health services. One approach 

to answering this question isto examine household incomes and expenditure 

leve~as for all health-related goods and mirvices. Unfortunately national 

surveys examining household expenditures, cluding those for health services, 

have not been carried out inNiger. Hiowever, limited tnformation on household 

cash ,%incomes: and expenditures' . i exists in the Niger:, ii! A Social and' 'i, .i' * ,;:i. 
Institutional
 

! ,i - ', - r ' 


Profile (SIP) document,!A/ Surveys incountries with income levels similar 

to that for Niger have found that households spend from 2 to 5 percent of 

their income on health services and medicines. If these percentages are 

applied to the SIP income and expenditure data, crude estimates can be derived 
of what the Nigerian population would pay for public and private hoalth 

services and medicines. 

Information from the cited Niger study estimates that per capita annual 

crop and livestock Income ranged from 13,400 to 31,600 7CVA in 1977# with 

Incomes correlated with the amount of rainfall received indifferent areas. 

Using the 2 to 5 percent estimation rule this would imply per capita health 

expenditures of 268 to 1580 CPA francs in 1977 (seo table VI.C.l). The SIP 

also provides survey Information on household revenues from 1977 to 1978 in 

the range of 82,389 to 396,137 IdFA, and on household expenditures during the 

same period of 169,292 to 477,640 ICdA. Utilizing the 2 to 5 percent 

' ' i'
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estimation rule, this would imply household expenditures for health-related
 

services and products from 1648 to 23,882 FCFA. Assuming households average 8
 

members, rhis implies per capita annual expenditures for health from 206 to 

2985 FCFA from 1977 to 1979. 

Extrapolatlon of 1985 farm Incomes from the 1977 to 1979 data is 

diffic'" -. However, disposible household cash Incomes are likely to have 

stagna :d or declined by virtue of the recent drought. Inquiries on the 

existence of household budgetary surveys in the departments of Agadez, Diffa, 
MaradI and Z!nder, uncovered only a 1984 survey cf household cash incomes in 

the Tahoaa V,iey of Agadez. Average household incomes for different villages
 

ranged from 7.868 to 194. 189 FCFA, with an average income for the sample of 
1,386 	household; of 60.350 FCFA (see Table VI.C.2). UsiLug the 2 to 5 percent 

eStLImation rule, this would Imply annu;l household health expenditures of 157 

to 9,709 FCFA. Aiuming households average 8 members, this would result in
 

per cap:ta he-lth ,ypenditures of 20 to 1214 FCFA. Further, anthropological 

InvestigatloV6, In the Filingue and Tesaoua arrondissements In 1985 
determinated that while Nigerten,; were not in principal opposed to paying for 

a health card, health service visits or medicines at public facilities, that 
they would have great difficulty doing so in view of th, extreme conditions 
brought about Ly th, droughL2_/. Colectti and analysit; of additional 
Information or household Incomes, expenditures for health services and 
medicine:;, and ittitudes toward; payment for .;ervices is recommended.
 

C.4 	 Future Cobt Recoveri Policy :sues, and Desi1gn and Implementation
 
Requi rements
 

Rain; during the summ r ot 1985 have been ;ufficient to suggest the 

promise of a good harvest, and thus amelioration of the desperate living 
conditions of te Nigerien population. Thus, the Governme.nt of Niger can 
enter into a phase of more specific delineation of their cost recovery 
policles and onto design of collection mechani t;ms and Implementation plans. 

Poll . u;es 

The health policy framework outlined at Maradi in 1983, and in Agadez in 
1984, raises ,e'eral additional policy Issues which the Government of Niger 

must analyze, debate .nd resolve before Implementation denign, and planning 
can take place. 

1/ Institute for Development Anthropology. Niger: A Social and Institutional 
Profile, Dryland Agriculture, Table 2 and 3. 
27 Informntion per IJSAID/Niger Agriculture Development Office semindr by Ton 

ianter 	and Philip Boyle on September 5, 1985.
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TABLE VI.C.2
 

AVERAGE CASH REVENUE OF HOUSEHOLDS IN TELOUA, AGADEZ
 
1984
 

Families Average Revenue 
Number of Per Family 

Village Households (FCFA) 

Zoudou 554 7,868 
Alex6es 120 82,142 
Azzel Keiouet 44 146,873 

Azzel cooperative 15 79,287 
Azzel Ecole 38 21,760 
Tchimbram 15 157,289 
Kefode 11 26,818 
Emdnn lena 14 194,189 
Toumga 35 71,000 

Balambark 5 176,500 
Indoudou 23 31,122 
Assanagh 29 115,807 

Azaningre 17 163,347 

Tadilza 13 79,962 
Agazasma lol6 19 57,526 
Brytal 17 104,316 

Emazegars 8 65,313 
Ounwazed i 24 124,401 

Tutatet 28 131,031 

Tasa lansalam 49 117,418 
Tanatan haydai 35 110,217 

Dabaga 1 42 116,967 

Dabaga I1 87 88,356 
Zakaya 101 78,351 
Tebagas 41 93 640 

TOTAL T 1, 0 

Source: 	 Elhadj Abou Maliki. Resultot de 1'Enqu~te Soclo-Economique 

de InVall e de Teloua, December 1984, MOP/Agadez, Projet Travaux 

Communutaire, et Ilydrauliquen, CTA Indoudou, 31 Decembre 1984. 
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TABLE VI.C.1
 

AVERAGE FARM INCOMES IN RELATION TO RAINFALL 1977
 

Areas Districts Crop and Livestock Income (000 FCFA)
 

Above 750 mm/year Gaya 31.6
 

650-750 mm/year Madarounfa 21.0
 

550-650 mm/year Dosso 17.8
 

Doutchl 	 16.7 

Birnt 	 16.3 

Guidan Roumji 16.3
 

Agule 14.3
 

Less than 550 mm/year 	 Loga 16.6
 

Tessaoua 13.4
 

Less than 350 mm/year 	 Pastoral zone 24.5
 

Source: Institute for Development Anthropology. Niger: A Social and
 

Institutional Profile, p. 23.
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1. Delineation of the cost recovery objectives for different levels of
 

services, i.e. what costs must the Niamey, Under and CHD hospitals
 
recover? Just the cost of medicines and supplLes, or also the costs of
 

housekeeping and foodservice, or even the costs of utilities? Similarly 

what costs must the MCs, PHI and "Os recover? Without setting cost 

recovery objectives the pricing of services will not be associated to a 

revenue target. Studies of the recurrent costs of health facilities 

(Tankari at &l. 1983, and Painter and Boyle, 1985) will be useful in 

providing rough estimations of the operating costs of health facilities,
 

but additional cost Information, particularly of the costs for building 

and equipment maintenance and depreciation, and for adequate drug 

supplio, will be required. 

2. 	Determination of whether the fas collected will be retained at the
 

service facility, or algreoated to some higher level for redistribution 

vith other government funds or in the form of specific goods (medicines, 

supplies, ea Coupons# etc.).
 

3. 	Consideration of tradeoffs between objectives for extension of coverage
 

and placement of superior personnel in health facilities.
 

4. 	Consideration of tradeoffs between instituting a health card system versus 

a system of consultation fees. 

5. 	Reconsideration of current policy concerning the provision of drugs at
 

public facilities, i.e. should villagers pay for VIA drugs but not for 

those provided at Ro (create possible bypass problems)? Should consumers 

pay for nivaquine but not for other drugs (create possible bias against 

prophylactic treatment of pregnant women and children)? 

6. 	Consideration of the most appropriate pricing structure for drugs sold at
 

rural public facilities, i.e. flat charge per prescription (may include 

several courses of drugs), flat charges per course of drugl or charges set 
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according to the actual cost of the drug, charge equal to ONliC prices? 

Choices should be ade with consideration of cost recovery objectiven 

impact on consumer demano and administrative capabilities of health 

personnel. 

7. 	 bamination of the Associations between liberalizing regulations on
 

private medical practice, directing public resources towards preventive
 

health activities, and goverment policy regarding access to health care. 

Design of Collection aceaniess and Smplementation Plans 

The design and implementation of cost recovery activities o developing 
countries must take account ofs 1) consumer income and demand for services, 
2) the cost of service provision and cost recovery objectives, 3) constraints 
on the level of administrative skills of health personnel, 4) the need to 
build In accountability incentives, and 5) the fact that it will probably take 
several years for coot recovery activities to work smoothly, to determine what 

pricing strategies maximise net revenues, and which encourage appropriate use 

of health services. Although the Goverment of Niger will have to consider 

and 	 perhaps experiment with several designs, Information should be gathered 
about the existing strategies and experience of 1VO projects which have 

instituted cost recovery efforts. 

o. 	 Recurrent Cost Reduction 

A second possible way to reduce the gap between government health resources 

and the recurrent cost of health services is through finding ways to reduce these 

recurrent costs. This can be achieved by reducing the rate of new Investment 

relative to the sowth of revenue, or by finding lower cost means to provide the 

same services, The latter is a more difficult option vith which to find possible 

solutions to the recurrent cost financing problem i Nier, in that all health 
facilities lack adequate recurrent budgets for many of the most essential Items, 



Several recommendationa were made at the national health policy dialogues at 

Maradi, 1983, and Agadez, 1984, pertaining to reduction of recurrent cot s. 

The sae Inc luo.: 

1. U, of local miterIals In health facility construction to reduce costs of
 

repair and replacement.
 

2. Reduce the cost of medical evacuations to countries outside of ,Nigerthrough 

training and pl bcmnt o! medical personn- l In key specialties , and by opening 

the Unlvertttv ,+itcltal In N Iamey. Reduce training In non-priorlty specialtlea. 

3. Standard:.at ion of logistical and biomedical a.qulpment In order to uimplify 

training of rainimt en.c(e p.raonnel, and the utocking of upa re parts for rt,palr. 

4. Integration over the medium term. of SERPA garage, with departmental 

administritive garages. 

5. 	Provide hoipital food rnly to patients with special dietary requirements.
 

6. Encourage the use of local mean* of cnnveyance for medical evacuations within
 

?iger.
 

t~l, evaloatit[O Made recrnmendations 

the reduction of re.urr,.nt ,ontoa, Iniudl rig: 

In addition, a has ,everal 	 pertaining to 

1. 	Revi SiatiOof, andi alherene to, 4n onant 1l drug, lIst by the 01PPC. 

2. 	 Rovirw of and toftrol over non-projec t donationis of advanced medical 

tochnology.
 

,3. 	 Aherence o donors to Govornnvnt of Starr designs for now halth facility 

construct ion. 

http:re.urr,.nt
http:Standard:.at


4. 	 Operations research to define cost-otfect ve V11T supervisory visit 

frequencIen and c rcuits within a I Inatnci Ily fedtIbIttie t . 

5. 	 Reduction of the rate of training of VfITs to no more thin 2 50 teams per year. 

FInaIy. the World Birnk .az port of Its SAC tnegotistions is eeking policy 

change to reduce ( tie rat e of ma1npwer t ra I ning it ENICAS and ENSP . and to delay 

opening of the Unlvermity Iloapital In Niamey. 



CIAPT'R VI I
 

PHARMACEUT CAL( )I TRIlLBUT ION SYSTEM
 

A. DESCRIPTION OF NH(ER :; I'I{A,,A(L -TI ,I, I)ISTRIBUTION SYSTEM 

Both the priv.ate and ptblic s.ctort p.trticipat In the distribution of 

drugs and medical tuppliet In Niger. The drug distribution system In Niger 

con lsts of : 

- National Office of Pharmaceutical and Chemical Products (ONPI'C) 1 

- Public health deliv.ry mervice institutiont, e.g. hospitals.
 

maternitles, I'Mls, MCa, PI!, and dispenarites;
 

* 18 popular pthrM4cIIR; 

- 40 prIvate drugA depot$; 

- Cantona1 dtpota for the rosupply of villagle health workers, e.g., as In 

mara4 I;
 

- Vll4de pharmacies (o.g., the medical kits of the village he4lth 

workers); 

- Contrlti, t .ti doorc and prIv4te v01uWt 4ry 4 'nc 1ea. 

A brief doacripliitf of th.eo entities follovu belo. A sche atic diagram 

of their relar loil3l, t o3ti antother 4plerei in Figure VII A. I. 

The NaI I 'ina 1 0 f Ih ,f) Pia rmics t14at tafi (lire .1'I Pr,)cP tic ( M'|C ) 
4V~~aI~~4 ?i fi oV 4~ ~ I~t gtutti. r ; a f a oft 1 o)frI lid 

It lltt kd f * o t (I 3 lip f) ,cI , ,Itsi, !i-j,(tsf at I 't, .iti,|.1'It t r ,l!' I i of 

so 4114,t icaAi4I ,* Ite f al r0tjt' ao In I Ire ":111I i t l p5111Vv 4.a rt 1 '11 a ,f ~gIaIJ'.a 

T-hu g1 l 4 t lr10e W iC'l'(' are eCi :il I) N Ie at a geirld 'l or ig 

MCe113 a !!,u uh n ca ate ar.i*pitit4 toAitsliplIerci 'J! iter * Ah ' :) a' itiM '1 11 kttrlI 

lefaI1 t$ll.gie ,fizr an'sNlui"f aIn h I l nh.1 .. ttt =e b, 

t -7'Vo as ail ieIif ?itfat I ipti#nt icho 'cJ apej 
1aviatfi 4af sc. ltionooat It 4ts L'Orfica tleu Pritldule Pharoaoeet I gls @t 

I h| 14*i, . IiA r.M Ectvf I II. | le, f.raa "A/ 

http:deliv.ry


PARMACEUTICAL AND DISTRIBUTION SYSTEM IN NIGER
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Other GON Clients
 // 
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Popular Phra~m '.Dpt 
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Siotal consumption of pharmaceutical products InNiger increased by 66 percent 

between 1978 and 1983 to about 570 FCFA per capts (US $1.27)! 

The ONPPC is to gradually assume production of all essential drugs required by 

the State and the private sector, and during the 1970's, acquired machinery to 

prepare aspirin and chloroquine tablets and certain solutions. While 

production has Increased dramatically from less than 1 percent of total sales 

in 1977 to 8 percent of sals in 1983, OPPC production remains a minor source 

of drugs for the country (see table VII.A.2). The OM1PC produces sufficient 

quanities of aspirin to supply the country's :ed, but all other drugs to 

some extent are Imported or contributed by donors. Donor contributions of 

essential drugs force operation of fabrication units below capacity. Hlencer 

OFI( C's unit prices are often higher than the world price for the same generic 

Prices are set by the 0NIC as follows. A margin of 28 percent for 

essential items and from 32 to 35 percent for all other items, is added to the 

cost to deliver imported drugs to Niamey. ONPIC Prices charged inAsides, 

Diffaq and all other departments, are the me as thoseoi aney. 

In 1985, it was estimated that 55 percent of drugs purchased by the NOR/A 

vere distributed to hospitals, 44 percent of rural health facilities and 

services, and I percent to the central administration. Goverment health 

facilLtles prepare quarterly requests for medications which are sent to 

11 Us SMOOa 450 TFA.
 

V/ The 011110 indicated that they are not consulted regarding certain 
donations of drugs. They recoiended that donors, prior to Importio drug 
contributions, request permission from 03N11 Indicating what products ,they 
wish to bring Into the country and in what quaities. Further, the O31C 
would prefer that donors provide funds for the purchase of drugs, rather then 
gIe donations in-kind Wtich may include inappropria, brand-nome drugs. 

4 + r.4 4., 44
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TABLE VII.A.2 

ONPPC: PRODUCTION AND SALES 

1977-1983 

Year Production Sales 

CON Ministries Popular Pharmacies Total 

1977 38.1 693.7 (66%) 352.2 (34%) 1,045.9 

1978 53.4 858.6 (66%) 436.2 (34%) 1,294.8 

1979 124.9 1,100.5 (65%) 585.1 (35%) 1,685.6 

1980) 132.1 1.516.1 (63!) 87H.9 (37%) 2,395.0 

1981 135.8 1,759.9 (60%) 1,165.9 (40%) 2,925.8 

1982 212.0 2,123.0 (59%) 1,462.0 (41%) 3,585.0 

1983 291.0 1,907.0 (54%) 1,597.0 (46%) 5,504.0 

I/ Million CFA francs. 

S3otrce : ONI'PC. 



the departmental and national levels for comparison with the available budget. 

and then sent to the ONPC. ,Provided the drus are Instock# the OtFlC 

back to the departments, which then redistributes themndistributes the drugs 


to the health facilities.
 

The ONPPC vith the KoI/SA has developed lists of products vhich different 
arelevels of the health system ore authorized to dispense. for eaiple, VrIs 

able to dispense about 10 items, and depots from 50 to 100 items. The total 

number of different products handled by the ONPIC totals about 4000, and 

efforts are bens made to reduce this to no more than 2000 products. 

areThe popular pharmacies, or regional comsercil outlets of the ONPC, 

to be located In each of Niger's 35 arrodisseaments. At present, there are 

popular pharmacies In 18 arrondieementst Agodo., Arlt$ Diffa, Dosso, 

Doutchi, ilingue, Kount, adsoua, Kalaria, Maini Sote, aradi, Niamey, 

Tahoua, Ters, Tessaoua, Til~lbery and ZiUnder. The popular pharmacies sell 

drugs to HO/SA facilities and personnel, private drug depots, YEAs and the 

public. Prices are reduced by 20 percent for ales to depots and rI~s. The 

phareacies are managed by nurses or pharmacilst who have received one-month of 

management trainlng from the OPPC, followed by 4 months of practical training 

at an existing popular pharmacy. 

On the other hand, drug depots are small private businesses, usually 

owned and operated by an entrepreneur, who may, or may notphave had s8 

health tralning. There are currently 40 depots in Niger. To open a depot, 

the entrepreneur must apply to the KOB/SA, providins papers which attest to 

his/her cittiuship, educational level and lawabiding charater. If the 

background of the entrepreneur is found acceptable, thehOE/A will grant a 

depot lieqnse. The entrepreneur tan only sell from a fixed list of 0NPPC 

products and at OPPC prices, Inpections are conducted tviee annually by the 

ODS, pharmacy inspector, and director of the local poiular pharmay, to 

determine if the entrepreneur is adhering to these requirements. 
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Data for the i1nder populair pharmocy', sailes to 5 depots btween October I H3 

and June 198 gives some dpproyi mat Ion of the level of sales by the ti de'pots 

(see Table, VII.A..3). S.al, ra, grd t roim 2.4 to 10.5 miti ti<a FCFA :,or th, 

ca ttr ve.r 1 j! +, to d itn t t or toh. 12 monttih be'tw en JuneSalv t!t 

19H4 nd May 19H% werr from -1 to 39 percent luwer thamn t jr 19)4, perhlps 

berj,:une ol lu4we*r hounwhold invome i iated with poor rains in 1984. 

Monthly siales alsio ,ret to decline 

1/ During !9H1., th, Zinder popular pharmacy's drug sales to VIAs totaled only 

lb.400 CFA for 11 visits by VIVA., for tn average sale per VIA visit. 



Table VII.A.3
 

Popular Pharmacy Sales I/ to Private Drug Depots - Zinder Department
 
October 1983- June 1985 

1983 
October 
November 
December 

MIRRIAII 

5.529.050 
1.747.725 
2.397.950 

GAORE 

307. 750 
511.675 

1.476.200 

TANGUT 

M)1.300 
(,41.000 
194. 50 

MATAMAYE I 

156.750 
871.700 
531.900 

MATAMAYE II 

1984 
January 
February 
March 
April 
Ma'y 
June 
July 
August 
S,ptember 
October 
November 
D.ember 

2.841.600 
1.811.100 

791.525 
843.650 
891.800 
426.200 
304.621 
296. 650 
263. 150 
513.825 

1.339.600 
582.675 

526.375 
488.5M5 
173 550 
400.025 
,'3 315 
10275 

' )G,,(T) 
U 175 

H6325 
2M2.475 
326. 275 
293.975 

644.975 
0 

304.975 
350.425 
4,5. 550 

16.250 
348.650 
254,.42 

163.325 
38.350 

2 . 050 

220.625 

205.050 
505.050 
474.225 
171.900 
175.650
97.750 
123.400 
102.925 
83.200 

154.000 
264.800 

37.500 

-
-
-

-
-
-

-

1.060.400 

1985 

January 
February 
March 

April 
May 
June 

621.100 
605.650 
642. 125 

404.675 
667.400 
760.850 

335.375 
269.300 
386. 6/5 

196.015 
549.775 
588.575 

112.500 
188.900 
93.100 

138.025 
183. 300 
140.250 

117.350 
75.950 

116.925 

26.200 
273.350 
32.900 

378.375 
141.700 
472.875 

279.625 
627.775 
354.750 

Total 
Total 

1984 
6/84-5/85 

10.522.820 
6.667.675 

3.832.3H') 
2.937.730 

3,007.600 
2.106.750 

2.395.450 
1.473.350 

NA 
NA 

1/ efore nubtroctin, 20 perve,,. re'd"Wton 

Source: Records of tie Popu lar P'hairmacy, Zinder. 
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during the summei 11lanting season, and rise again after the fall harvest, 

probably reflecting the availability of householder's time and cash incomes.
 

Visits were maade Lo the Miriah and Gaore depots t obtain information about 

sales revenue, oparatfing costs the Initial Investment coots to open a depot, 

and other quaiiltatlve data. The entrepreneurs at Mirilah estimated that her 

sales averate 20.GOO FCFA per day, or 600.000 FCFA per month (note: this 

estimate Is colaborated by the Zinder popular pharmacy sales'data). The 

estimated her monthly expenditures as follows: 

Dru, re !iupp ly 480. 000 

Transportation 60.000 (daily trips from Zinder) 

Guardian 15.000 

Rect 10.000 

Electricity 8.000 

Total: 573.000
 

This her net monthly profit would equal 27.000 FCFA. (or 334.000 FCFA annually 

about US $ 742.00). She eattmated that her Investment cost were 1.520.000 

FCFA, Includin1g a loan ot 950. 000 FCFA in the form of dtru tlu from ONPPC. She 

ent I mat.d that It Lid tLkkn 7 monthi to pa" the loar i iked I,,i -,ommondat ions 

as to how tho Cov,,rinin t could help her improve hor hi Iho ';, . In deca ted 

that the ONPPC rectlon 0hiould he 1ncrva'i.ed I i rior 30 p,.Ic. r, and that 

there ,Ohould !;o ?;1)-;v wholialr radi ction !or the milk ind wh,at prodiucts Oil 

re ta I! ,d. fh.' prod1uct !i [otit I n d i-i rd w,v' anit Ihio 1'on, Niva tiInv and 

proutr for childrn' ii in,..ri-r. VIIA, do not r, toclk it her i,.pot 

The depor .nt r,.r,,nur at ;a,i r,. ,.itimat , hi d.ill' al,,o at, 7.')(0(i FCFA, or 

225.ou FIA o'r mont h (not e*: t1it, it, I: -,t'' a'.e tIan at woild he 

,xp,'cto l'Ivt* n '1I de r ')Iptjlar phali 

I not Ic-Itl .,! rh~t t i , g IA, )- i ( hII.Ir.4(I , , , 
'..acy 

1-Ir , i 

'-i 

, It 

l I 

IIIf 

, t hit 

Ir),p, 

(;.aor' ir e 

l, haI1 1111( 

'p )l . 

, r- ,1-

lit nlfio 

I -ii a(-I 

w.re' m.dicitnvt for ,hillI rdn' Illnerin-ii. IIli 'ut mit'd monthly exps'nditure 

Dru re* upp I y 180.00 

Trnnnportat, Ion 5.000 ( rerntock 2 to 4 tImrn per month)) 
Re t 14, 000 

Tout,: 

http:1ncrva'i.ed


Thus his net monthly profit equal 26.000 FCFA ( or 312.000 annually, about US
 

t 693.00). The entrepreneur was unable to estimate his initial Investment 

costs, bet did indicats he had applied to the ONPPC for a loar of 80.000 FCFA 

in medications to expect his invertery. 

The final outlet for drugs are the village pharmacles of the VHAs. These 

consist of a kit of 10 essential drugs given to the VItA at are of his initial 

training. He is to sell the medicines at the price o 2 pills for 5 FCFA, and 

to use the revenue acquired to resupply his kit. Unfortumately, many, if not 

moat, of these mint-revolving drug funds have decapitalized .aot the VHWs no 

larger have drugs to dispense identifte- causes of decapitalization Include: 

- VItWs give drugs away for free to the poor, to family members, or
 

influantial members of the community.
 

- VlIWs use the funds collected for other purposes. 

- VIHWs are not close to a MOH/SA health facility with drugs for remupply, a 

popular pharmacy or drug d epot. 

Other possible cau.;.'s of decaplitalllzat on Include: 

- VIW training 2ve, innuffi cient etall on, and emphasis to, renupply of 
the kit. 

- Recommpndtd prict's are Innuftictent to cov.r the drug, transportation and 

time cots associate'd with resupply. 

Solutions to th.;e, problems may Include: 

- Strength'ning curricula .ind training In 1ruy sales and renutpply. 

- Stud-, of t he ,t.,, i.,' ri frog h, I r ,u~.,iii'd to V iW. 

- Stre'ngthenli ng of awar,.i,'vn , of )vrNiglht. respn:v hill' , aid overnighti 

skilll- of villag,.' healtr c -m:iitte.', during animatio:n and VHA Installation. 

- Incrain' h' numbe1.'r o, I 'i, "r privat , which d *trIi ut,: VIIWth- puhIl" 

drug, and ,u~~!-,
 

Curr,.ut ol,,.al lonal r,,' arcl which hasi recerntly be'gui rgardi ng tlit mpecific 

problem of m.d Iiii nupplif t 'n6 1 th' vi lage'n I(. 1uder. 

http:Curr,.ut


1) 	 The Italian sponsired UNICEF/VI{O integrated nutrition project in the 

arrondissements of Quallam, our and Tchlntabaraden. The 

pocsibility of cooperative management of village pharmacies is being 

explored. 

2) 	 A CIDA sponsored integrated project in Diffa has restocked medicines 

i.,, 10 villages to be managed by the village development committees 

(pro J,. 'Appui .au Dtveloppement Agricole du Dcpartement de Dlf fa). 

Further ari;n ;t eei*.ded to Identify other ,U.iuses of decapitalilzation and to 

identify lea;!.lb le so lutIon,. 

B. Pharmaceuticl S:pplv Policy Developments 

Several e,.c. pollc i regarding the development of the pharmaceutical repply 

sector In Niger were recommended at the "debate de Maradi, 1983 and the 8th" 

l AM are.JaneeH d'Etudes dp ;an A Agdez" 1987. Thcne summarized below: 

1. 	 Open popular pharmacies In all of Niger's arrondiasements. 

2. 	 Systematize the procedures for opo'ving drug depots to increase tho 

distrIbution (A mdical prodic t . 

for drugs 

increa sin , iNII'('O. proninct r, 

3. 	 Redu'e ig,.rp i , ,ndnc'' "n e.xtr a,iI foureeer untlial by 

c.ptleity.
 

4 CrM. te oor I i, tit ,,. or the itudy of traditional M,"iU:1nes",
 

policln included for di,,rtqntil,,a In aiddltion, one of the ,tructural adjustmet 

credit, In the need to develop and .alhavv to an entsential ,drugn lint. 

http:lea;!.lb


C. SUHMARY AND RECOMMENDATIONS 

C.1 Findings 

1. Ti ON111PC would welcome donor assistance In Improving their 

production, quality control, and dittrlbution systtrms. An cintitance nought 

Includest technical asisI tance, and fin' nc ia(,l aisI .t ance to expand production 

capacity and the vehicle t lvet tot drug distribution. 

2. ,overi::.tt ,x;v, Ititur,'. In 19 '5 tW r mdic in' , was equlvalent to 310 

FCFA (U ; O. q) ?" r ,apita. 1ihus , rug. .upp led to goV ernment health 

facilit I eo.ir e I nm.ut ic ent to meet the dem.and for drugs:. airquPttly lealthC(nn 

persnonn. 1 ply, pre.criptionn to patientsl to be tilled at popular pha rmaciemi or 

depot s. 

3. Popular pharr.mc ien In Agadvi, i)l a , and ZInder werv clean and tock" 

were well-orgamnI :.d, and t.hey app,.,mr,.d to he w,'l1-iman.iged public cnte rpl se. 

4. Silrn l yarv dpotn In (ao rt ,inal Mi r ilah were clecan anid prolitlle 

enterpri1Ph tor the sale, of drugst. The drugu ,iold are prim arily thoue for 

children. 

- US t 1.00 - 450 FCFA 

Jim 

http:pharr.mc
http:overi::.tt


C2--roblem
 

1. ONPIC'o capacity to produce essential drugs iounder-utilized and as 
a consequence unit prices are higher than vorld prices for the saie generic 

Items. 

2. Points of drug distribution in MSter outside of government health 

facilities and personnel are very limited vith only 18 popular pharmacies end 

40 private drug depots. 

3. Although it isGovernment of Riger policy for there to be a popular 

pharmacy In each of the 35 arrondissoments, the OWPPC lacks the Investment 

capital to do so, and the profitability of pharmacies In these smaller market 

areas to unknown. 

4. Funds (credit) for the Investment required to open or expand a depot 

are limited. 

S. As the netvork of depots expands, the ONlC Is concerned about its 

ability to remain profitable, ioe. the OflKC adds a margin of 28 to 35 percent 

to the cost of the drugs delivered to Niamey and passes 20 percent of this 

margin onto the entrepreneurs of the drug depots. 

6. There are no formal uecbanems for training depot entrepreneurs in 

drug dispensin or depot management (although the popular pharmacies vill give 

Informal tvo-veek stag& to Interested entrepreneurs).
 

7. Taking operating costs Into account@ the profits of depots are not
 

. high. This diminishes the Incentive to open a depot and encourages sales of 

more expenive drugs with a larger absolute profit. 

159
 



8. A reduction of 20 percent off ONPPC pricen in given to depot
 

entrepreneurs for stock purchased at popular pharmacies. However, if VHAs 

restock from depotm they do not get a reduction. 

9. Pric'es of drugH;:( old by VIIA. are not standardized, and it has not 

been determned IH they are a udate t o recover the replacement costs of the 

drugs. 

10. Patients are re.qired to pay for drugs, dimpenmied by VtAm, but not for 

medicines diiupnsed by non-hon.pIlt il health facilitlets. 

11. Pattlent, n Agado .' ,re not requi red t" pay £or '4HA medicines. 

However, ot her equally poor p I.tr I w I" N i ge.r (e.g., In Tahoua and Diffa) 

are required to pay :or ViA :Wd ,l t lit . 

A HA I iger long -r drugs 

to proh lm., that th. V''Ai hav'le I n ollecting payments o r drugn, In managing 

the fund u,c oll,,,tvd , ," In y,,-tt I nK to) ,or ,, ,"I renu'pp ly. Ad hoc ,.a t ionl 

tokenu to .tmel Iratv he q1tI 11"i Iolt lode: *pet lal villagie col lections for 

undn, VIIAn contr ibutlng undho u(Ot-oi -powkv t, and riperItal1 contribut ions by 

PV() t 

1?. Many if the, ivd. ! it, ,11 f no rontt £n due 

I'VI (,. 



7C*3 Recommendations 

1. USAID/(N should Invite the ONPC to articulate their needs for
 

assistance to determine if bilateral or centrally-funded projects Include
 

funds vhich could be used to mseet these needs.
 

2. USAID/N sh, -.d provide assistance to the Government of Niger to study 

drug pricing policib.. The study should focus on issues off, 

- Margins required to Insure ONPPC, depot and VtA profitability. 

Appropriate pricing strategies for eac§ distribution point In the
 

public and private system, bearing inmind cost recovery objectives,
 

adminlstraive capacity constraints, and Impact on consumer demand.
 

Pros and cons of different machanisms to collect fees for drugs at 

public health Institutiona, e.g. health cards, flat charges per 

course of tretmont, or variable charges based on the cost of the 

drugs 

Lack of variation in drug prices betveen Niamey and other
 

departments, to determine If the cross-subsidlution is appropriate.
 

3# Prospective depot entrepreneurs, as a part of receiving their 

license, should be strongly encouraed to participate ina practical st&g6 at 

the popular pharmacies or pharmaies of a HC, to learn about the Indications 

and contra-indicstions of the mdicatIone they vill be Licensed to dLspense, 

as yell as to a basic management system for the depot. 

4. ONPC should develop a system of the basic accouuts and records 

required to correctly manage a depot. 
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constraints and possible solutions to developing a viable means for resupply 
of the WA kits. Alternatives to be studied includeO 

-- OH/SA financing stocks of VA drugs at We to be distrLibuted through 

sales or during supervisory visitl 

Depots of village halth worker drugs at the cantonal level (e.g. as 

in 	aradi);
 

--	 Provision of a 10 percent price reduction from depots to VMat so 

that depot entrepreneurs and As each receive a reduction of 10 

percent off OINC prices; 

-	 Place responsibility for drug resupply on the CVDs or cooperatives. 

6. USAID/N should finance a study to locate areas with potential hsw 

markets for popular pharmacies or private drug depots. The study should also 

estimate the investment required for meh new enterprise, the tLme required 

for loan repayment, and describe barriers to expansion of the pharmacy/depot
 

network, The Office for the promotion of Nigerien sntreprises (OPN), or a
 

semlar organsation, could be contracted with to conduct the study.
 

7. lubequent to achievement of Eacomendation No. 4p, USAID/N should 

consider providing investment credLt to the ONPPC, to Lncresse the number of 

popular phamaceLs, and through the ONPFC or other Witerten organzatiou, to 

approved applicants to open drug depots. Careful selection of credit 

recipients will be required in order to assure a loan repayment level above 

the 	52 percent experienced with cooperatives in the Maey Productivity 

Project. 

S. The HH/IA, with USAZD/M finsncnS should undertake a study of the 

current charge schedule recomended to VUA, the adequacy of such a schedule 

to cover the costs (drugs, transportation, and VHAS' time) for drug resupply, 

and the actual pricing and fee collection practices of ViAs. The study should 

focus on making recomendations for VHA training in drug sole and resupply, 

village development and health comittee sensibILesLon and involvement in 

drug resupply, and changes required in reammended prices for VHA medications. 

9. The MOM/IA should consider application of the recommended charges for 

VIA drugs to all departments, with local administraions having the 

responsibility of assisting poorer sub-populations to purchase VHA drugs. 
162-



aWO/SA: Details of Organizational Chart - 19S4 

A. DIRZCTORAT93 

t 	 I. Adsinstration and finance (OAF) 

a. 	 Personnel Service 
be 	 Off ices 

1. 	Accounting

2. 	Transportation


3.?arnmacies 

2. 	Health facilities (093)
 
a. 	 Divisions 

1. 	 Departmental Directorates and Hospitals
2. 	 Matenities 
3o 	 Village Health Tees 
4. 	 Inspection of Occupational Health 
3. 	 Laboratories 

b. 	 Of fice of eporte 

3. Training andHealth and Nutrition Iducatton 
1.* Traling and continuing education 
a. Off ice of middle and higher -education 
be Office of continuing education 

2.Health sad Nutrition Uducation 
A. Offices
 

11 Health Sducation
 
2. 	Nutrition
 
3. 	 Gifts inkind 

4. Social Affairs and )Eaernil and Child Health (DAS/PI) 
o. 	Accounting office 
be 	 Division of Social Affairs 

IsOffices 
a. Social Service and Protection of Minore 
b.Voeen'e education and control of social work# 

a. DivLiio of lieu 
1.Office of coordination 
2,Offie.. of supervison 

5. 	Hygiene and Mobie Medicine (DIM()

a. Office of accounting, personnal an logistics
be Division of Hygiene and Sanitation (OKA)

1. Offices 
a. Sanitary evacuation'of waste materials 
be Food hygiene 
a.Public supply of potable water 
do Hygiene, wnironeent and health education 
a. pest control 
f,taboratory of hygiene and sanitation technics
 

a, 	Division of School Health
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B. DIVISIONS 
1. Hiealth Infra:itructu'e and Statistics (DIS) 

a. Offices 
1. Programl it frf hltt, . faclliti.i ad markets2. S'tatiitics, d0),: W1,0tatat ton anad legislation 

3. Logiiti-c (tCar Pool) and accounting 

2. Planning . nd Prvr whi.:ait.; 

a. Offtice' 

2. Laprwiy 
3. Ve r.e I lnt tnfu*ct iouwi d tjlie i m control 
4. Ilealth policer ,t.l laboratorlts 
5. Collection of itatiuttc, recepLion and stocking of vaccines 



A partial htor~my of evnt leading up to, andinct lun the 1 i, 

cretin of AFPI= anid thua, vmn th Nigter Basi Helth Sevie Delvery 
Pr-oject ==wt was "re to AFIQ in 1977, it wasicaJl tha itb 

In the mid to lats 1970's Prawt Healt C re apwa tb be an ideal 
solution t1o wa.ti th l th needs of those w i acces tomedca 

wero cowt eff.ectve, preetve As well a# curatv, and suportd b 

PW pro wovinclue.h bldg 

1) T U.S. 'Wo4L N D rto n te Fori Astace 

Act to put emphasi on aw weating of the basic needs of doh poor, including 

2) 'The CUSBS health strategy adopted in Occtnw in Jura 1977 called for 

the deveopen of viUlla-bse prosr,-,. 

in !villageh"th care, thes tudy leading to th preparatiLon of the IOU 

Afrca tmlh sector for UI to downstrats it wil.hnws to support 

" L65
 



implement-ition of i overnment ht h.itrategy.- (Joseph) ortignatly
 

conceived 
 ii ahe Ith ie t or gr.nt , the- propo.l a, re viIed to a mTore
 

pectfi NO ly target to I riur l :ealri pr, jo t in rv , o,i to rviews In
 

Wasigti1,ton whi hadi ru is.] Lfout iMoot
w T ufl oipet litie.~s anid the 
,iwailablity/of 
rech"Ial[:i i101tane.i~¢
 

ly the ealy, Itt04 1;r\D had evaluated d lairge number of
 

f irst-geineraiuIon huriti proi ct i anod Oae:nu to the 
following conclusions: 

1) Prt-=,ury 
health -a"re In 4ener.il wiai neit he r a.ieffecttve or as
 

Irnexpensi ve ,i.ihad been t hoi1i
, .
 

2) pe: i IK I rit e-rvei- llon i n to .n 

child morbti ity .ni mort I lit i rlut;' I 4i'ch thling- ai Imuti ,itlon, 

htCh I ,1.vl shown havie impaict on 

orl
 

rehydrait ion, not rt toit 2m o!t)r 4 
 in! ,.aly I nt,rvie*utIon, 'it rt n it i , andlwln 


miuntut Ilon. Lil tio 2CA[.) s '-iiall, twi. ,ulrit , ,'rfr .ihiitoll, I t) in 

eflLi~i'i in I n iv'. dropra.irA.'iVgn, m ii'*-'-,'Il i i !z : 4- nt titi i,I1 -i ea r (h 

for wiy"i to w.- hialth p;rogr - narniolr t ofain.-t(, u:ii- I- .inlf l-i thin 

rintlrively l ple', pruv o hiWecnoloje,, . ;v.'r1 1<-. t.tma i i of ioiw tnlii policy 

w;sn I Djtiim.'emnte In t ie {;Iii' in: liu lihe ol lWj!A : 

1) 'it rolll tihoning of the: h tih l pliii agli,cap.ibtlitl iof theo" 1 )A./Ali
 

through the, u"Aime''i.inf ortlut Ionl itn , .ing1 l ibit.,l i y W ani n.
 

2) (Cont., i"MI 4 'ioipport of the. r il"1 I '1;.4litaa - it lo t licllici at 

ENICAS with emphu n'ui on the uii of iAple' ipproprlit. te c'ltnoloi410. 

3) :;uipport of the Uo;)Vynrunmnt'a afftrt. to devalop a4I ,paiidd Program Ol 

Immunizat ion. 

Ibit 
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The 1983 ULer Country DeveLops4iz Strategy Statoent ciLmed that the 
#SE achLevod vht ts ws deeisned to do; that 18, tratu large umbers of 
people from the vLLLge to the natLoul evel. Iowever, for there to be a 
lasting 11pect on the health ot the nstIon, this trained personnel ruse york 
Lithe of a viable,tontuit funtioanis health system that Ls sustaluable in 
the long-run by the comtryls ovn resoufee. The search for answers to ChL 
Letter cballe ge ezplaiu the mltitude of questions nov being asked about 
comusity partLLption, vca fees, better plannil Lancreailg involvement of 
the prLvate sector and coordinLtion vith others asLsstitS the health sector 
including VI0, UXICt, the Vorld Sank, MO's nd Selgian d Dutch btItersl 

1d. 



TABLE B.1. 

OARTIAL HISTORY OF THE RHIP
 

Hid 1960's - Combined USAID/Peace Corpai project in Diffa (!deparLment 

31 Jan 1977 - Niger Baiic Iealt.h 3ervicej Delivery Project 

16 Hay 1977 - Niger Ihfalth ;ector A 

14 Nov 1977 - Riurail hilth Policy ind Village lio.ilth Services in Niger: 
reciiI [ \i ity'uiwi and Prograin Rt'c rtondations for an AID 
Prolct p , r 

17 Jan 1)78 - Prolct iPpq.r 

I June 191d - .rltmt Agr *e.n. nt 6qetwten tie ;overnment of Niger and USAID 

11 Aug 1979 - i1.)t;t country contract tor AFRI2A,\I to provide. technical 
a ,ttamLto R!IM, 

ANo.a..n, 1o .,r ttie 11,1 Apr 19di - t I: ,i l i],er 1'ic diealth Services
 
[Dellv,.ry Pt'Joc t into II1P
 

Apr 1931 - irit Int.ri.a !"L.iik1ition 

24 	 Kay l)82 - Proj.ct 1.vLili, tl. 'l ,, ,nary 

21 Oct 191.2 - RvI ,.1. I:p1 .:.n:,C i toll Plan 

1 Jin I'I - ,\FR1iA,} ho iut ry contr.wct under 31IP 

25 ,ay 1I .', - Arr..t ',,. IIl' R'P:;r %t t ribut ion* do Services dui'/A.;/ Pot tant 

i'r It. \#a-.1, I r-itr t~i
o I. . ';, nt Ruralt 

27 	 Aug I'1)14 - riiu I ',,it r.,, ,i '1 ,, 

6ct 1')I . - FI rut ,)nt I ti.,;.tt l l l.i., t o. iwarr ve f 

Fob V)t " - luu .t if' of! p.irt , rr i ,.,' 

11 	 J4aus I'M ') - Fi I in. -r3-1 ( t. -1 -it .0 1i uh I I ti 401 

Jul l , - (AA -olit ri!'t r ,,' o1.! 

Jill I 'j - o l;,I ttoiu"' I ' LiI t o) 

l 	c L9iI$,) - Pro rct Asrst,,it-* 1I,.,:iows!L- D4tS 

http:ti.,;.tt
http:Dellv,.ry


AIX C 

,, l 

HEALTH AND KAHEOWM RLAW= 

Health Planning 

A national seminar on health planning 'as organized by WHO in Niamey in 
1979. Over the ye s the $1VW/A had also benefited from technical assistance 
in the area of epidemiological data collection and fm inputs from such 
proJcts as the Strengthening of Health Delivery Systems, Jointly managed by 
WHO and SATD. 

The 8th "Journ6s d'etuds de la. Sant" held f 1975 to 1984 and the 
*national health debate at Maradi in 1983 are indicative of the systematic 

Offorts of the IIW/S to debate the issues, evaluat that uhich eists and 
re n changes in strategy aid programs. Mother tool dmloped to attain 
the elusive goal of program coordination has been the creation of intra- ad 
inter-ministerial c tte Unfortunately, there are too many matings and 
too few people to attend them with the result that few of the committees hme 
been A~mtional on a regular basis (one exception being nutrition). At the 
6th "Journlas d'Exsues de la Sant6' in Diff in 1981, detailed proxxews were 
suggested for reorganization of the MOH/SM, including the creation of tsm nev 
diectora.s for Fmily Health, Ad Hygene and Sanitation. In 1983 a 
planL unit s crwate which is not yet fully fimctional and may som day
als becom a directorate. Two umoires by ilgrdn from the Regional Center 
of Health Dsvwlopmnt (QA) in C4tonou haviALSO addressed the issues of 
hoalth planning in tiger. The first, by Dr. Lazae WOO, made recomm.ations 
for m m peIWve in the health system and the second, by Dr. Lbrahim 
AOI, noted the loi* of written descriptions of the sevices and jobs at all 
levels of the system. (Loo, Abdou) 



Two main problems hindering tha implementation of recommendations In the 

Ministry have been the lack of trained personnel and extreme budgetary 

constraints. The first problem io beginning to be alleviated as graduates 

from long-term training are returning, although staffing is still inadequate; 

the second Is yet without a solution. 

The management Information/planning unit set up by Tulane University in 

the last six months ti currently spending such of its time in data processing 

and analysis of a recently conducted morbidity and mortality survey. Its 

broader objective is to enable thu Ministry to Improve the quality of its
 

service data and transform It Into timely, reliable Information, which wLll
 

allow decision-makers to better manage and evaluate the Ministry's programs.
 

The team Is currently working on guidelines for operational research In
 

response to the Ministry's desire to strengthen this area. The planning unit
 

Is already looking towards the decentralization of its services to other
 

branches of the MON/SA and out to the departments. Links already exist with
 

the National Family Health Center, which is setting up data collection systems 

and planning a variety of studLes. Another Important link to be strengthened 

is the one between the MOt/SA and the demographic unit io the Ministry of Plan 

so that population InformatIo4 will be an Integral part of future planning 

exercL.S, 



Manpower Planning:
 

In 1981 the MOII/SA developed a manpower plan titled "Besoinn en
 

Personnel," based on the Five Year Plan for Economic and Social Development
 

(1979-83), that has been updated on an annual batiIn. In the past, the DEESN 

generated the ,ipectt ]c targetj to train eaich year In vach !iperail ty. 

Recently, all the diroctorit,,; In t - HOIi/,CA haV.w p.irticipated In these 

decl nIon, . In genera t ing !ipec i ic numnber,; !or each !ipe-ialt y th. major 

criteria kept in mind by the planners are future budj;etary coni;tralnt i (for
 

example, sal.ary obi iit Ions of new graduat.es) ; WHO health coverage norms; and 

whether or not the concomnitanlt infrantrue ture existi; to soupport a peroion 

trained in tha. ',pecialty. 

All ot t he reQipti ntis of R1111) ,icholartihips for long-t-rm training were 

employeei ot the .OH/1MA, or the Mintiatry of Higher Education, who generIlly 

had wo; ,d i minimu'.r of thr-e yearsi for t h. governinit be o',- bo ig ient for 

further situd i'. Mosst ot th, tralin are 6io!;efl by crip-et t!vvi xami nat ion. 

During their ,;iu i.-i ibroad hoy contlne to ret tvv their Gov.rnment of Niger 

snlary which I , ';upple.mvinted by the 1,2.iAI1) l.irhli. I,'Ihe, litter (ovr; the 

differi wn In ot-o1-l vinj- !, e'-tvn Nig'.r and tht. to sntr,y tI which the, 

itui ent i1 pinr!iniigl t!, ,ittudlwi. 11 Ii SAII) d tintnt In,ed theti10 nchool.iriil ti the 

MOII/.;A would ailproa i WHO), the. tiscond largeit hdinr in th Fi aren. Wil) 

iupport would inot hibnearly an larg, an that provid d by IAID. 

11t
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Given the small increases in the HOH/SA budget Ln recent years and the 

Increasing percentage required for personnel coste, the subject of manpower 

needs and constraints Is one of whinh the Ministry L &cutely aware. The 

situation presents a difficult dileona, for while on the one hand there is a 

need at all levels for more and better trained people, on the other hand 

operating budgets are inadequate to allow then to work effectLvely. Some of 

the NOH/SA decisions aimns at alleviating the problem Include: 
1) Hore emphasis on retraining existing personnel. 
2) More equitable distribution of personnel, particularly regarding the 

rural areas. 
3) The search for ways to implement acd standardiss user fees for 

medicines and heaLth services. 
Manpower studies hve recently been done (Vorld lank, Ministry of Plen and 

HMO/$A) and more work Iscontinuing at the present. The document "Analyse do 
Is rormation Kidicalo at 1araidicals au Niger" looks at health training 

projections through 1989 and presents very conservative estimates of the costs 
Involved. Based essentially on this data, the following Tables C.1-C.3 

present the number of graduates axpected and the supplemental funds needed to 
cover training and salary costs. Between 1986-89, an average of 229 graduates 

a year are projected at an average traLning cost of 2.7 million CA franes per 
person. 

4'.. 
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C -+ I 

Am lrs dtht th current MM budget aid pe tste for persomel is 
ssentialty e- w from LW- te -h incrn- i the nauL 

to cover e of superior nursing mdOw"ad Sraduattng doctors, 
obst.trical and state nurses frm 1dN to L989 All be about 31 
pem of the L96$ builget, or an everqge =wsl increase ot 7 percait per 

Anoher aciastir study describes unpwr needs and projections for the 
Dqacment of ZUidr. (Abdou) The analyst coludes that personnel problems 
consist of nuer of factors LocLuding ,nsufficiant nuu'ws, lack of job 
descriptions and s ti*oplsL distribAim. IAorder to increse access to 
health sevices in Z1nlndr from 19t-d, the proposaL cat.s for ine 

consuctlon of 15 mw di arie and an increase of ural health personnel 
including sevo phyiciews L5 st&tmurse, LS mid-wives, five sanitation 
temicians and five Loboratory tacuisdaa. In 196d, just tia slarieof 
ft edditional physicians, state mwsea and d-wives represent aproxiately 

45 percent of Under's 1964 nonuvepital buipt. 
A thir duaspl of muowr projectiow related to tte trainig of vi.lse 

health tamsto prosn In TabLe C.4. As previously noted, the WWlS/8A is 
increasingLy aare of the problem of superwison, with the ICP calling for a 
reducalwo of Vffs to be traed a year frm S00 to 250. It* calculations in 
We table a the effect of slwing te trainig 'he to about 200 
Yffs per year frm 1983 to 1969. eaed on the hypothesis of a catlmiii rate 
of population Lmces of 2.72, population coverage would increase by I per 
year to 50 in 1989, at an average an al c for training an retraining of 
coLse to 10) iltion CIA francs. 

Cvin this wIWdly slower rate of training vould have A significant effect 
onOte probm ot pervision, for tim average motor of Vt1s per deparbwc 
uwld increase by 27% from 563 to 715. The tGI/M is now planning a 
salns/vakAtiop to be nael soon on cuw abject of tim definition of sevrvicos 
to as dalivend in en heaLth fmoiLiy and thimotor qualifications and 

'S' ++++ + + ' 17)+++ 
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tasks required of tho health personnel. *ftis ibmatmon w4i permit a more 
ration~al planning of porsonnel needs than simpuly using population ratios, 
which are sometimes misleading. For example, the fact that che ratio of 
vl~lane health tr. to dispensaries i Ag w z is only 8/1 as compared with a 
national average of 17/1 does not necessarily mean chat supervision is easier 
in Agadez. Other questions which my be considered in further manpower 
anaLyses include the following: 

1) The scale of health service and personnel resources can be related to 
tne needs and de ands of the population. For exampLe, an arrondissmcnt in a 
densely populated area might require tvo mid-wives uhereas another might only 
need one. 

2) The question of productivity has not yet bee thorougliy anaLyzed. 
Lf ways can be found to aLlow people to be twice a effective than only half 
as many will be needed. 

3) W:at specific objectives concerning traditional amicine can be 
deviloped What, lessons can be learned fro neighboring cotries which have 
created Lnstitutes, conducted suveys of traditlonal healers, and tested and 
refined traditional treatments? Has such an appni effectively increased 
access to services nd rduced costs to the vemrnment? 

4) What are the specific objectives of the planed 4atmonal 4entar ior 
Health DeveLopment (Q )? 

• r
 



Table C. I 

Projection of Health Personnel
 
1984 - 1989
 

Category 1984 1985 1986 I 7 ' 1988 1989 . INCREAS 
,(1984 -89 

Phymician 

Superior Obowttrical 
Technic:ian 

141 
* 

1 
I 

20 

232 
I 

259 

1() 5 

I 

22I 

127 

91 

-

Su ero Nur!; 

StaIt4'M~-,'t,':j7- -

* 

Ij0 

I 

23 
I II 

238. 23..8 2 I8 
I 

!38 
I 

. -

Curt 

:;itll'r I r ,,tr 
Tedhniclan 

, 

* 

... 

. 
i 

' 
i 

:30 

I 

. 
I 

] 

I 

.' 1) 1 
I 

i 

' 
I 

19, 

7 I) 

I * 

.hyA I~an 

I 

Inld 

I 

] tl I 

i 

-r 

I 

Ii1).i 

I 

-

Source: and MQ1/KA. ,PAnalve Ia h)Ittion Midicalp et Paracidcate iu Niger 

Marn 1H5. 

( ,ipport D'.Act vi t * i . .I'/A!. - 1984. . 
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ANVEX D
 

TABLES FOR ECONOMIC AND FINANCIAL ANALYSIS 



2 

TABLE D.1
 

NIGERs TRENDS IN GDP AND GDP PER CAPITA 
1978-1985 

projection

1978 19/9 1980 1981 1982 1983 1984 1985
 

GDP
 
(current CFA) 1 / 362.1 442.6 528.5 597.6 650.4 676.8 732.4 803.6 
C-' 

(real 1976 CFA)Y/ 270.4 307.1 322.2 325.7 325.0 310.7 311.3 320.0
 

Annual reju rate 
of trowth.1 8.32 13,6X 4.92 L.12 - 0.2X - 4.4 0.22 2.8 

Population*
 
(000,000)--/ 5.0 5.2 5.3 5.3 5.6 5.8 6.0 6.1
 

GDP Per Capita.4/ 72.4 85.1 99.7 108.7 116.1 116.7 122.1 131.7 
(current CPA) 

GDP Per Capislf./ 54.1 59.1 60.8 59.2 58.0 53.6 51.9 52.5 
(real 1976 CFA) 

Annual real rate 
of 8rowth - 9.2Z 2.92 - 2.62 - 2.02 -7.6% - 3.21 1.22 

Implicit CD?
 
Deflator Index
 
(1976.100) 133,9 144.1 
 164.0 183.5 200,1 217,8 235.3 251.1
 

I/ 	Billion CPA france. 
Trend rate of real, DP growth from 1976-85 was a 4.4 percent incroase per annum. 
Population srowth rate of 3.0 percent per annum from 1982.
 

',Thousand CIA france.
 

Sourcees - Toh, K., IRecent Macroeconomic Developmente in Niuor: Country 
Situation, Polic, endOutlook- NiameYs USAID, April "I5Srlablj 

- DO., nternational financial Statistics Yearbook, 1984. 
WVahinton, Oct ZN?, p. 451. 



TABLE D. 2 

NIGER: CENTRAL GOVERENT REVLNUE, EXPENDITURE, DEFICIT AND rINANCING-I 
1978-1985
 

MOF IMF 
Projecti onii Project ons 

1978 1979 1980 1981 1982 1983 1984 19 i' 19H4 1985 

Total Revenue,./ 45.8 59.9 74.9 76.8 75.1 6H.7 77.1 Hl.i /4.0 79.6 

Total Expenditure 59.2 74.1 107.4 140.8 121.2 11M.8 104.9 1 ().01 14,9 116.0 
CA pI ta 1 47% 490% 5tv b3 2 7 ez I;'t : 
(urrrnt 53? 51% '5Z 37% 480 53. 6.4 3% 6 4 3 

Changt In Arr,,nro 
(.1.'cre..Ine -) 2.7 4,,7 -11.5 - 1.9 ;'.8 -1.7 7.4 -11.5 7.4 

11isd.et efi it -13.5 -12.4 -29.8 -ht.2 -31.5 -51.8 -19.0 -41.7 -42. -4.8 

1.1.4 l. I1.2 31.5 51.H 21.1 I.3] 1.1 21.3 
E~xternal - 13.8 18..2 40.4 20. 1 16.6 20.h 16.06'.16. 6 20.
)omr i t --- 1.4 11.6 6,0.H 11.4 111.02 6.5 i5,.5 7.'4 

Finan in g 17,p .. --. ..-- . 15.9 18,4 19.2 20.5 

rt t--ll-I is C A f rfan,a.
 
/ Tax rqvrtiij.et c(uirit~d from ll to 91 porcont of totl controio Soveromont f@vonuoa
 

ft' 19711to 100. 

rimircve ,,. rcMir.uim Vi.Jt0ta f #ttttp tst 

Apf '4'.F1 74!1 

http:rqvrtiij.et
http:11isd.et


TABLE D.3
 

NIGER: EXTERNAL DEBT AND DEBT SERVICE RATIOS
 
1979-1985
 

1979 1980 1981 1982 1983 1984 1985
 

External Debt,
 
Total 115.3 149.5 223.7 245.7 
 288.6 329.8 344.7

Public 
 54.8 86.0 166.7 197.5 251.5 296.3 318.5

Private 
 60.5 63.5 57.0 37.1
48.2 	 33.5 26.2
 

Debt Service Ratios
 
Total 14.3 19.0 30.9 40.0 
 33.0 31.0 28.0
 
Public 
 2.4 6.3 11.4 27.0 24.0
22.0 22.0

Private 
 11.9 12.7 19.5 13.0 11.0 7.0 
 6.0
 

l/ Billion current CFA francs.
 

Sources: 	 1979-81: 
- Toh, K., Dimensions of Current Economic Difficultiesin Nger and
 

proposed AID Sector Grant, Niamey: 
 USAID, July 1983, p. 24.
 
- Debt service ratios calculated with debt as percent of exports of
 

goods and non-factor services.
 

1982-85: 
- Toh, K., Recent Macroeconomic Developments In Niger: Country

Situation, Policy and Outlook, Niamey: UJSAID, April 1984, Table 
A.19. 

-	 Dollar fiure.s; converted to CFA with the following exchange 
rates: 1982: 328.6 CFA/; 1983: 378.5 CFA/; 1984 and 1985: 409 
CFA/. 

-	 Debt service ratios calculated with debt as percent of exports of 
goods, services and private transfers. 
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TABLE D.4
 

NIGER: PUBLIC INVESTMENT EXPENDITURES1 /
 
1979-1985
 

Planned Targets Total Spending In Ratio of Planned
 
for Public Invest. Constant 1979 Prices Actual to 
 Investment
Sector 
 1979-1983 	 1979-1983 
 Planned 1984 1985
 

Directly
 
Productive Sector 2/  	

175.98 ( 46%) 126.9 ( 36%) 
 0.72 	 22.9 22.6
 

Economic
 
Infrastructurel / 	

67.76 ( 18%) 109.0 ( 31%) 1.61 16.9 18.6 

Social Services 	 144.44 ( 30%) 76.3 ( 22%) 0.67 21.9 24.6
 
Education 65.86 ( 17%) 44.5 ( 13%) 0.68 
 4.2 6.7
 
Health 	 18.97 ( 5%) 8.2 ( 2%) 
 0.43 2.6 (4%) 3.1 (5%)

Water Supply 24.42 ( 6%) 13.9 ( 
 4%) 0.57 14.7 13.7
 
Housing and Urbanization 5.19 ( 1%) 9.7 ( 3%) 
 1.87 0.4 1.1
 

Administrative
 
Infrastructure 26.27 ( 7%) 38.2 ( 11%) 
 1.45 0.6 0.3
 

TOTAL 	 384.45 (100%) 
 350.4 (100%) 0.91 62.3 66.1
 

1/ Billions CFA francs.
 
2/ Agriculture and rural sector, minit.g, industry, energy, commerce and tourism.
 
3/ Transportation and telecommunications.
 

Source: 	 Toh, K., Recent Macroeconomic Developments in Niger: Country Situation, Policy and Outlook,
 
Niamey: USAID, April 1984, Tables A.7 and A.9.
 



ANNEX E
 

DESCRIPTION OF ENICAS AND ENSP
 

A detailed description of the two national training schools of the MOH/SA
 

follows.
 

I. ENICAS: Nursing Training
 

When the Ecole Nationale d'Infirmiers Certifigs et des Aides Assistants 

de l'Action Sociale (ENICAS) opened in 1975 it trained certified nurses (CN)
 

in a one year course. The training of assistant social workers and sanitary
 

agents was added in 1979. In 1982, the training of certified nurses was
 

increased to two years in order to provide more practical clinical
 

experience. School entrants have six years of primary school education and
 

two years of secondary education. On graduating, these certified nurses are
 

assigned for a minimum of three years to head rural dispensaries or work in
 

medical circumscriptions (MC), hospitals, transmissible disease control units,
 

or MCH clinics. If isaigned to a dispensary or a MC their duties include the
 

supervision of village health workers.
 

The 10 full-time faculty members of ENICAS must be state nurses with a 

minimum of three years of field experience. TFhe teaching staff at ENICAS 

consists of 10 faculty members assigned by MOH/SA and 60 part-time instructors 

who are paid by the Ministry of Finance 1,500 CFA/hour for anywhere from 20 to 

40 hours of teaching. These instructors teach specialized subjects such as 

physics, chemistry, EnglIsh ard French. They must pas!; a national exam and 

are requ ired to work for one year an a teachi, as;n sLant. An additional Lwo 

years of training (at the Centres ('En;eignent Superiour et Solin IntIrmiers 

in Dakar, or !;imilar schools In Algeria, Bl gium, France , and Yaounde) brings 

them to approximately a MaSter'ns degree Ivel, tollowlng which they return to 

ENICA! .- / AltPr this, training, a taculty mnember can Leach any (A thie 

courses In the ENICAS nurnilng curriculum. Since all ire well-vered in 

1/ Mid-Term Evaluntloti, 1981. 
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pedagogic techniques, faculty members assigned to supervise students' field
 

trainings are expected at that time to impart teaching methodologies. The
 

Assistant DDS for village health workers in Zinder is the part-time instructor
 

at ENICAS responsible for instructing nursing students on their future
 

responsibilities vis-A-vis village heaith workers.
 

In the past, the certified nurses at ENICAS were taught basic theories of
 

community health and hygiene, including health and nutrition education in
 

which pedagogic techniques are discussed. 
l/ The far-ranging rou~ent of the
 

curriculum is intended to prepare the student for the wide range of
 

career.
assignments they may expect to receive during theit 


In 1982, ENICAS was renamed the "Ecole Natlonale des Infirmiers et des
 

Cadres de l'Action Sociale," reflecting a change in entry and graduation
 

requirements. As of September 1985 all students at ENICAS have their
 

Brevet, 2 / and a total of 10 years of previous schooling. Their .,udiesat
 

ENICAS now last three years. As a result of these changes, ENICAS nursing
 

graduates will be state nurses, rather than certified nurses, and
 

environmental sanitation students will be sanitation technicians, rather than
 

sanitary agents. To be eligible for further training, the nurses must now
 

have served five years In field positions, rather than the three years
 

previously required.
 

In addition to their tuition, students receive a scholar.hip of 20,000
 

CFA francs (U.S. t46)3/ per month from which they must finance their food
 

and lodging (no dormitories are provided). Seventy s tutent s are given 

subsidized cafeteria privileges at the ENICAS campus cafeteria. For them 

monthly food expndIltnre; represent iH percent ot their mon-hly scholarship. 

Those without cafeteria privile g Must ,end an estimated hall tf their 

allowance on food. The calpeerr ran handl e a much liarge,r volun, of ineals, 

and the me;al; can he 'onsumed(ltousideh of the catete-r1a. if the vntIre :;tudent 

y-iie 1i;iCArle and FleLit h 
Service" In Nigo-r; Nov. 1/, 1977, - p. 31. 

2/ Thee,--- i,-t 1t Rrv,.tS Orl nt s to dlintingulmh them 

17 Fam 'J I Peport Rural Ihalth Pollcv Vill,age 

4 a r, rtirreuI to at 

ftom ,radhate,* who are, rev,,1h ri'IniIrmlor.
 

4tI I rajci.3/ U.S. - 1,1) CFA 
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body could benefit from subsidized meals, it would enhance the students'
 

living standard.
 

The 1980 Diffa/AFRICARE Project Evaluation remarked that inadequate time
 

was allocated for practical training. This deficiency has since been
 

rectified. In addition to receiving a more thorough grounding in community
 

health, the state nursing students at ENICAS now have a month of practical
 

training at the dispensary nearest their home after the first and second year
 

of their studies. During their third year, groups of 10 students are placed
 

for two months (January, February) in a rural circonscription medicale (MC).
 

time that the students receive their first "hands-on" experience
It is at this 


in teaching and supervising village health workers. Their field training is
 

an ENICAS faculty member who
under the auspices of the Chief of the MC, and 


pays a one-week supervisory visit to the MC. If village health worker
 

the MC during the students' field training, by
training does not take place at 


their graduation from ENICAS, these nursing students will not have had any
 

practice teaching village health workers.
 

The library at ENICAS is inadequate. Students are not provided textbooks
 

A student can check
and subsequently can only study from their lecture notes. 


time, but there are not a sufficient
out a library textbook for two weeks at a 


for the entire student body.
number of texts 


Graduat ion requi rements are quite strI ct. The student must pass written 

exams In medicine and s urg.ry, and an oral exam on dermatology, venereal 

public health and tdmlnistration.
no'e and throat problem; and
disease, Par, 

greater than or equal to 10/20, he 
If the stuident han an overall average 

it t,, vta,, In betweenbecome a ,tat, nurse (Inlirm i r 1)1plomb d'Etat); 1 

receives a Brevet d'Intirmler. If hin average in lower 
9.99/20 and M/0 he 

than this In' rece ivo' no degre'. 

II, ENICA : San i;it ion Trailning 

the Importnti('C ofAlthough th,' Rivt-iid Implem.entation Plan dicutiied 

t ralnirg program at ENICAS;, th'e 
;uppott ti; tie anilationproviding .dd.ed 


d 

still wp.k. "If tin' three slIn itary rougineer'i provide by

Int tot lon In 

,lvtat the DI1MM In .Nanv,and aoII hre, liartficria.,,d In the
 
AFRICAI E, tw,, wir 

I Hf, 



training program at ENICAS. Since the last engineer left in 1984, a standing
 

request for a replacement has yet to be filled. One man was identified, but
 

due to excessive delays in the hiring process, he decided to go clsewhere.
 

Other than the lack of teaching staff, the main problem has been the lack
 

of funds to implement practical experience which has been put into the
 

follows:
curriculum. "Hands-on" work is programmed as 


1) First year: 100 hours of basic sanitation technology (BST);
 

2) Second year: 40 hours of BST; and
 

3) Practical field work in the village of Midick, 8 km. from Zinder.
 

No more than 60 percent of the practical work was achieved this year.
 

The Midick project, planned since 1982, only started in January of this
 

year. Midick is a village in which year-round gardening provides vegetables
 

to the markets in Zinder. One indicator of the higher than average wealth of
 

bicycles in the village. A study
its inhabitants is the large number of 


conducted in 1982 showed the people to have a high prevalence of diseases 

related to problems of water and sanitation (schistosomiasis, amebiasis, and 

Guinea worm). Thus a proposal was developed calling for sanitation students 

at ENICAS to work with the villagets toward. the goals of treating the
 

the provision of health education, and the Installation of simple
parasi teS, 


the village well. The
technologies Including latrines, filters and repair of 

the vlll,4ge and observed the following:evaluation team visited 

I) About 73 out of 1 5() planned latrine.s have been built; the school 

providing the rumni t ,lb,and technc;al as.istance an( the villagers 

Four of them were seen and found to be clean, withproviding the lahlur. 


wooden -overq In pl .,
 

impact. The2) The, b.,Ilt h education given has yet to have had an 

village cll , when quetioned about the cnu;es of Guinea worm and 

schlntoomlnasI, ,ttrihuted all di.eane to Allah. 
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3) The village's drinking water sources consist of m,-ud ground water in
 

ponds and a well in need of repair. The probability that these sources are
 

contaminated is high.
 

4) The use of filtered water has not yet been achieved. An empty
 

ONERSOL filter was found unused near the school and the clay jars which were
 

bought to make into filters have not been used.
 

the funding problem for Midick has been due to difficulties of
Part of 


AFRICARE was to originally have
coordination between AFRICARE and the MOH. 


funded the entire project, but the proposed budget was considered to be
 

inadequate. The RHIP agreed to pick up the difference, but as has happened
 

the project, funds have not been made available in time.
with other parts of 


A major problem which is at yet unresolved is the placement of sanitation
 

agent and technician graduates. TLree potential places of employment Involve
 

three different ministries; Medical Circumscription (Health), city sanitation
 

(Interior) and vilige hydraulic projects (Environment). Another problem is
 

that no funds have been forthcoming to support the workers and provide them
 

basic equipment.
 

III. ENSP:
 

The National School of Public Health (ENSP) established in 1965 in
 

located in Niamey. From 1975-1982 it trained only state nurses (SN), 

midwives, and (.since 1979) laboratory technicians. Entry level requirements 

were the Brevet (awarded after 10 years of primary and secondary ,chool inK). 

On graduating, the state nurse; and midwlve; w ri, ass,,gno.d to "nmdical posts" 

(MPs), MCs , hospitals, MCI clinlirn and transm I .';Ible dii ,a , ,,;mt rol unitn. 

Laboratory technici ;nsare a S;l/'nud to the city, ho,;pItaiil , and D11,. 

In 19H' , E:NI .CA,began to train !;t:ite nurses. 'NSP flow trtAIns Nstatt. 
1/ 

nursen,-- mldwlv ,: , iab techliclimn; anid socia] workers an S;uperlor 

1/ The last group of Irevetn to train a utate nurses ,ntered ENSP In the 

1982-83 rchnol year, and gradiit.d In .June, 1985. 
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to the school must have their Baccalaureate
Technicians. All entrants 


(awarded after 12 years of schooling). The Superior Technicien students
 

receive a scholarship of 35,000 CFA francs (U.S. 80) I/ per month plus
 

tuition. The school's enrollment is over 400 each year, of which 75 (20
 

percent) are supported by USAID. Other donors support 25 percent of the
 

enrollment. Approximately 75 nurses, 55 midwives and 20 lab technicians
 

graduate each year. The Ministry employs all graduates.
 

The permanent faculty members at ENSP have a background similar to that
 

of the ENICAS faculty. There are 20 ENSP faculty and 47 part-time instructors.
 

During their three years at ENSP, In addition Lo the usual nursing 

curriculum, nursing students take courses in public health theory aud
 

practice, public health administration, methodology, statistics and
 

demography. The change in the level of training ha, resulted In an Increase
 

in the levcl and number of courses taught. Bioligy and genetics have been
 

added to the curriculum and anatomy and physiology are now taught as two
 

distinct courses.
 

This year, for the first time, a discussion of family planning methods 

was Introduced In the curriculum for obstetrics, and two students wrote their 

final "mmolrvs" this year on the :ubjct. Combatting diarrheal diease is 

tautght In pathology. 

about village health team; in the course of a six-hourThe ;tud'nt!, learn 

seminar gi Ven by the. MOH/S;A coordinator for village health teams, and attended 

by all third ye.ar nursi rug ntlle'!nt . The topic is al!;o di scusseid during the 

neme it gr (our!;, ] Ic theory. !;tuidvit, learn p.dalog,,Ic methods,lo Ialthi 

and u,,4- )t ,oft dI,-v I W,";, I 1 I 1 1i 1' eli It h on c ouir',.i rFd i,(;I nd,i ctfiice 

teaching*, %ennI, rs ,ir' h,horld''. ln ar' "iyo1q to provide g',ilual''; with a 

1tool-hox" of te hinhu; ali ! or n,,e' Inithe I d ' , lontilog,raphs, 

, -l,,'
dr;iwll , mat rlil,;, r,.cr de l, et . 

The n it S!;', , ,,o re I,tr raini ng and ,upo.rv1nion of vill age healthd,'n 

teln n comes In the t wv,-mn",,th riral I eIlId training that all third yea r nurning 

V-17. Ti *fA ro cn. 
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students must undertake. Transportacion to the field training sites poses a 

continual problem. The MCs where students do their field training have been 

carefully selected in four departments (Niamey, Dosso, Tahoua and Maradi) by 

the ENSP faculty members. The criteria for MC seLection includes whether or 

not a village health team training is planned during the two months of field 

training, as well as the teacning abilities of the chief of the MC. Only 

once, in Tahoua in 1978, nave students not been able to observe a training of 

village health toas during their field study, and this one titoe was due to a 

delay in the arrival of tunds to finance ti-e training .'he students 

accompany the head nurse on supervisory visits to village realth workers and 

traditional irth atrendants and are tihemselves supervised by t,SP faculty 

during two haLf-daiy visits during the course of the- two month.s. 

During the L2-day visit to trhe field, the evaluation te4n observed one 

training and inquired ab)ut .lrrang-.nents in eacli department for the 

supervision of vil.,,ge health teams. In one departaent, disp:nsary nurses nad 

an average of. 30 viLlage tuealth tealms to supervise and spent an average of. six 

w.Korking (lays a irmnth on !;ipervisory visits. In another departmllent, 

sup, rvsory visits were ine infrequently, ar.d one individual interviewed read 

never onducted one. In view of tlie percentag,e of the nurses' and -idwives' 

vK)rKlond tivit training Lof ii.eath stiouldand supervisiou village teams entail, 

.ulgiven that UII, (Cvernumklnt of Jier in insisting on assigrxnent ot nursing 

graduates to rlr ,ron,;, i:rre curt Lcultun c.nohas on supte.rvi.sion L; lut i fled. 

nour ; tueir :ir;uuti ha,If.p)OS; it) I . :11 iting ,tti nt ;, !y , lu( iidve d the 

opport-,nitV tO praLct ice to.tcIti one ciiss 01 viLlage nieuith tea:n; f r one day 

t-utl,, ( In potao ,icujnder ti 1 inntti )r trained rwt xts . Similarly, 

all ,.IYAll~l RIVO r icL'(td ,ln4 ,kiporvkor/n! visit, ,s:dng a ;:tandnrdi.'d 

1-m!irrv,h)n ',ti. )"VtiL 

,tg~ 11 Ai/n;i\., ,x' :., lii I'd; ,t+,l m'' it:,h., lt. ''r,.(r,ldt:,'if.e , an'"d / 

t/i'-l Tii' 7, i" ii F v, , , ,,r, lr iit ,anit to tth pt,,l' f t ire,, 'Altic uId in 

I war,r .,. ti t v I ' ; 
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signed by the Minister of Health. After this step, the names are given to the 

MOH/SA Assignment Committee (ComitS d'Affectation) comprised of a 

?representative from the Minister's Cabinet, the DES, and the DAS/P Il, the' 

Chief of Personnel (DAF) and the Chief of the Hospital Division. This 

committee meets in July and August to recommend specific assignments for 

graduating students. Accompanying the names of certain graduates is a report 

prepared by the Director of ENICAS or ENSP on the student's relationships with 

others, and an assessment of his ability to handle responsibility (in 

particular if he is capable of directing an MC). The Committee also receives 

aa list of personnel needs from each DDS of the seven departments. These lists
 

may contain the names of individual graduates the DDS would like to have
 

assigned to his department.
 

In reaching its recommendations for individual assignments, the committee
 

consults the Director's reports, the DDS's list of personnel needs and the
 

quotas developed in 1981 defining the number and types of personnel to be
 

assigned to dispensaries, MCsp HCH clinics (PIs), and hospitals. The
 

committee is also guided by the July 13, 1979 Government decree (recently
 

reinforced by another decree) stating that all nurses and midwives are obliged
 

to serve a minimum of one year in a rural milieu. In principle,
 

recommendations for aosignments to the various departments are made randomly, 

except for those graduates with health problems or those who have been 

earmarked for positions as head of MCs. Where possible, married women are 

assigned to the same department as their husbands. These assignment 

recommendations are then sent to the Minister of Health who reviews the list, 

.makes any changes and then gives his final approval.
 

Each DDS is then sent a list of nurses assigned to it, and the DDS makes 

the specific assignments to health facilities for NICAS and PNSP graduates. 

After serving one yearThe average length of stay at a post is three years. 

In a rural area, a nurse is entitled to request and receive a transfer to the 

same locality where her husband is posted.- This stipulation occupies the 

mijority of the Assignment Comittee's time during the rest of the year. It 

makes it impossible to respect the quotes defined in 1981, and results in such 

- In other casefamily health concerns may be cited as reasons to requost 
a transfer to an urban area. 
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situations as certain MCs having two or three midwives assigned to them, and
 

others having none, or some hospitals having 10 state nurses when only five or
 

six are called for. Attrition rates are very low: of 2,069 professional
 

staff in the HSP/AP (total number of employees is 4,000) there are 10
 

(The retirement age for professionals
retirements each year on the average. 


is 55, and 60 for auxiliary staff.)
 

It was not possible at the time this report was written to determine the
 

percentage of recent ENICAS and ENSP graduates now serving in rural areas.
 

However, the Personnel Department, in conjunction with the RHIP/Tulane
 

computer project located at the MOH/SA, intends to computerize its personnel
 

records in the near future. This will make it possible to produce tables
 

showing the urban and rural assignments among recent nursing graduates.
 

It should also be noted that the HOH/SA plans, in the near future, to
 

reassign nurses to rural areas in order to correct regional disparities.
 

In June,
There are 777 certified nurses and 366 state nurses in the country. 


1985 another 146 state nurses graduated from ENSP and EICAS. These 1,289
 

nurses are sufficient to provide the desired coverage of two nurses for each
 
I /


of the 211 dispensaries.


Job descriptions are being developed for nurses assigned to each of the,
 

various levels of health facilities.
 

V. Manpower Planning for ENICA and ENSP
 

(For an explanation of overall planning procedures refer to the
 

discussion in the Long Term Training Section of this report.)
 

The planning for student enrollment at ENICAS and EINSP is done by the 

DREUS at the MO/SA in accordance with projected budgetary constraints a vel 

as the objectiven laid out in the Five Year Plan (1979-83) and the Hinistry of 

* Plan's Interim Consolidation Proram (1984-85). 

.. The$ statistIcs do not include midvives. If midwives ar included in the 

overall tally, the total number of personnel available for assineent to 
dispensaries is even greater.
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The differences in future salary obligations due the different cadres of
 

staff are considered by tho various MOH/SA Directorates during the amnual 

exercise in planning the size of entering classes at 6L4SP !ind &4ICAS. 

rable E.2: Iatio of Population/-iealth Personnel conta ins Live-year 

projections tor population coverage by three categories of health personnel 

(physicians, midwives and nurses), based on the number and rate of persons 

currently being trained. When ttese trends are compared with ti objectives 

contained in the Five Year Development Plan 1979-83, we see that physician and 

nurse coverage will be in accord with the Plan's projections. ik)wever, 

insufficient ntrmners ot midwives are being trained to acthieve in 1989 the 
desired ratio of wrien in cnild-bearing to midwives. 1/ i'his haveages may a 

bearing on future levels of jSALIt) sctholarship ,;upport provided midifery 

students at ENSP. 

ks hais been seen t'rcn fi'bls IV A.1. and IV A.2, student enrollment at 

ENSP Ivis nearly doub led since L976, and ires alhrrkst quadrupled at ENICAS since 

that time. '1-e growth !it both scho(ls is dUe to th1 new entry level 

requirementis which re,ultecd in twt) sets of students ixeing trained 

simultaneously and Lo the, opentng of new secticns at eacii scho)ol. It mLst 

also be kept in mind ttvit increasing ntmibers are graduating tron high school 

each year and ;ire ;;ioking further edIJucation 'ih will leaid to gainful 

emp loymtnt. 

The G)vernmnt of Niger u.; aware of its guarantee to provide employment 

to all 1!I(X3 andim grad,:ates, 1e_ ;ize of the student 1xXiy at ELNSP May 

decrease in s vears. pin; tact tile 1111Pttue ,inin, flfis, tih that project 

support!; 1,ss-,!; rcM't , WJSP enrllli int,O t implite; tivit USALI) ;upportt 1 ) t9 ' 

b; not ;is (rucii i t:, 1,P' i;t o Y IcX ( Cro Mll11' ;t1))p(rtod +9 percent 

of stidihnt .1nrolliunt in ) [i, J ;a pro jct:o(I 3 percoint: in 118)). it would 

be, diU'L :iLt 1()r tLiu (vitnrirlxnt ,of ,iir to cont:inuo filnd in tll, current 

tr blter of Nl,1k; i I JiAll) wit:hdr,,w it; ';ippert.1' ,;tude nt s 

7TU7Tl.2 p'rcnt (tnst. ed of ./. percent) annual poIpulatton growth rate is 
1d-beairLng 

midwiLv, i 198') is 4,930. 
used tafr thse project Laos, the ratioOf w{m) n in hti ages to 
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tRAf103 OF P0PULA'IiMl-EALTii P&{SdNNE 
(1964/89) 

Population Women I.-4-49) 
Year Population*" POP/MD (STNC + SN + CN) ksTOC + &W) 

1984 6,149,102 41,831 5,380 8,4u0
 

1985 6,315,123 36,716 5,J24 6,634
 

198U 6,485,636 33,260 4,593 6,285
 

1987 6,660,748 28,710 4,187 5,683
 

1988 6,840,588 26,411 3,934 4,936
 

193'; 7,025,234 25,0UI 3,676 4,812
 

Note: Objectives of 5 Year Development Plan, 1979-83 (ilealth Sector). 

Population/physiciam 30,000
 
Women ([4-49)/Iidwife 2,562
 
Popultion/nurse - 3,91l
 

* Annual 3rowth rate - 2.7%
 

Source: - Ministere du Plan, MAI/SA. Analyse de la Formation ekqdicale -t?aram#xLtcfi,_, nu Nliver, Kirs, 198 7.. .. . . . 
- Plan .in riirw1 le -velVpp.m!nut 1)19-33 (Secteur .nte). 

AD: iMlyic tIn 
S'EC: S,-iperopr f:cthn &ltimin Nurs;n (klrem 
SirJC: Super ir l'oclnici;t ln 0xice l 1-r,[a
SN: Stilte n :;.
 
C'N: G .rt t1t.t.Id f1,:11.0,, 


3VU: State ni dwi ti" 
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1he Goverment of Niger is also considering increasing the lnumbers of 
state nurses admitted to &kSPfor continuing education. In addition to 
providing a career ladder to nurses with field experience, this policy builds 
competence wLtnin the ranks witriout having to trAin new personnel, and tne 
long term budgetary obligations are less than if new personnel were trained. 

It does not, however, provide further training and entry level positions to 
high school graduates. 
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APPENDIX I
 

I'INERARIES FOR FIELD WORK
 

DATE EQUIPE A EQUIPE B
 

Juin 26 Niamey - Zinder
 

Juln 27 Zinde.
 
Juin 28 Zinder
 
Juin 29 Zinder - Diffa
 
Juin 30 Diffa
 

Juin 31 Diffa
 
Juillet I Diffa
 

Jull.let 2 Diffa - Maradi 
Juillet 3 Maradi - Tahoua 
Juillet 4 Tahoua
 
Juillet 5 Tahoua 
 Niamey - Tahoua 
Juillet 6 Tahoua - Agadez Tahoua - Ingal
Juillet 7 Agadez Ingal 
Juillet 8 Agadez Ingal 
Juillet 9 Agadez - Tahoua Ingal Agadez 
Juillet 10 Tahoua - Niamey Agadez 
Juillet 11 Agadez - Maradi 
Juillet 12 Maradf - Diffa 
Juillet 13 Diffa
 
Juillet 14 
 Diffa
 
Juillet 15 
 Diffa - Zinder 
Juillet 16 Zinder
 
Juillet 17 
 Zinder - Niamey 
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