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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 Projact
Paper and modified in the Revised Implementation Plan,

2. Begin analysis of relevant issues in Niger in general and the
health gystem {n particular for the purpose of developing a strategy to guide
the planning of follow~up USAID assistance to the health sector beginning 1in
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 asslst the GON in
{mproving, 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 Iinclude the following:

1. Human Resources Development

This hae {ncluded training of village health teams, short term in=country and
long term third-country training.

2. Institutional Support

This has {ncluded the provision of vehicles, equipment and medicines and the
construction and renovation of health facilities,

3. Technical Assistance

AFRICARE has provided mechanics, technfcelans, and sanirary, engineers for
trafning at SERPA, SERAM and ENICAS.

The School of Publfc Health of Tulane Unfversity fs setting up computerized
management Intormation/planning unit fn the MOH/SA. Since the unit hag only

been In operation for 4 monthyg, {t was not Included In the evaluation's scope
of work.

In splte of major soclo-econontc problems f{n Niger during the 1{te of the
project, including the fall ot world uranfum prices {n 1981 and continuation
of the drought, the RHIP will have achfeved or excecded most of {us planned
outputs by the end of the profect {n Deceonber 1986,

1. At noted o the tirst Interim evaluation, profect management
problemn, resulting In the delay of release of needed fundu, continue to be a
major constralnt to the tmplementatlon of the [P,

2. U5 and other third=country, In=count ry and VHT trainting
obJectfves have been met or exeeoded, The RHTP han provided continufng
acholarshipa to the tealning programs ot ENGP and ENTZAS, although the support
to the sanftation divisfon of the latter school han not been aw nt rong an
planned,



3. Now that the rural health system has been very successful
quantitatively in terms of coverage (45X of the rural population) more
attention is being paid to the problems that need to bLe solved for qualitative
improvement. The wajor 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
clectricity hook-ups to be finished. The achievemen: of renovation of health
facilities and sanitation inprovements (including latrines and water filters)
was less thaa planned.

5. MOH/SA garages are now in good working order in Niamey, Tahoua and
Zinder departments, falr in Agadez and Maradi and weak in Diffa, the last
three departments being less well equipped. 87X of the ministry's vehicle
fleet in 4 departments was judged to be in functional condition, with 50X in
good to excellent condition, The mopeds providad by the project did not prove
to be sultable vehicles for rural travel.

6. Long and short term technifcal assistance provided by Africare and
Tulane University has generally been excellent. Continuing assistance to the
end of the project 1{s indicated for mechanic training at Diffa and Zinder,
blo-medical equipment repair training, and sanftation training at ENICAS, and
vefriperation tra‘ning at SERMEX.

The major recommendations for the remainder of the project, discussed
Jointly with the MOH/SA and USAID/N, are presented in the following section.

The evaluation team belleves that Niger's health system requires further
external support {n view of continuing human, economic and environmental
constraints, A partial list of possible studles {s attached which may help
answer some of the questlons the MOH/SA and USAID will be examining an they
work together to prepare the next phase of the strengthening of Niger's health
sector.

wit



II.

I11,

RHIP EVALUATION RECOMMENDATIONS
June 17 - July 3T, 1985

TRAINING

U.S. and Third-Country

A,

The RHIP currently supports 45% of long-term, third-country
training for MOH/SA personnel and should continue this level of
support for the duration of the current project. Given the high
cost-o’-1iving in some of the host countries, compared to that in
Niger, the possibility should be examined of ralsing the amount of
scholarship money awarded to reciplents.

USAID and the MOH/SA should review and agree upon the categories of
speclalties that are priorities for Niger's health system in
determining candidates for RHIP acholarship support.

In-country Training

A

VHT

RHIP provides scholarship 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 additfonal year of the project {8 recommended.

In order to ensure g high level of tratning for village health
agents, ENICAS and ENSP should strengthen the pedagogic training
that nursing and nldwifery students recefve repardtng the training
and zupervisfon of VHAs,

The MOH/SA 15 to be commended for the 18 natfonal seminars {t has
organized with RHIP aponsorship. In addft{on, 37 departmental
reminars and quarterly staff meet{ngs have been sponsored since
1982, RHIP support for lLese seminars should contiuue for the
duratfon ot the project,

The GON {6 to be conmenced for {t policy ot encouraging
antfpnments to rural areas,  In view of this pollcy, the cvaluation
tenm supgests that the percentase of USAID/RHIP ncholarnhip
recipfents at ENICAS and ENSP reeelving asslgnments to rural areas
should be caleulated alter asslpnment s are made {n August., Thias
Informat ton whould then be neat hy the HON/S5A to USAID/N along with
the deftottion of “rural area’

trafintng

Siace the bepfontng of (1 profect, 10,759 VHAL have been trafined,
the BHIP having rupported about HOT of this total, The Minfutry
of Plan' s Analvyatsn of the YHT Tratn Ing Propgram (GON, Yarch 1985)
rugpent s alowing down the rate o trafntng of new VHTN,  The
evaluation team agteen with thin obfective and recommerds that the
number of new YHAE tratned during the reat of the RHIP he reduced
to 1000 per year or leas (200 Vi n ),

wi A






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 muny cases this has not happened and the kits are
fow empty or missing essential items. The MOH/SA, with USAID
funding, should conduct a study to investigate the constraints and
possible solutions to developlng reliable systems of resupply,
Possible aliernatives which could be examined include:

1, MOH/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 10Z discount to VHAs, so that depot
managers and VHAs both recelve 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 VHWs. Important
questions would Include the adequacy of such a schedule to cover
the costs (drugs, transportation and VHWs time) of drug resupply
and the actual pricing and fee collection practices of the ViWg.
Findings from the study would lead to recommendations about VHA
training necds In drug sales and resupply, the involvement of the
CVDs and changes required in the prices of VHA medicat{ons,

VHW drugs are distributed without charge in the department of
Agadez and the Tchintabaraden arrondissement of Tahoua.
Recommended charges for VHW drugs should be applied to all
departments, with local administrations deciding {f and how they
will assint poorer sub-populations to acquire these drugs.

PROJECT FINANCIAL MANAGEMENT

I. FOR MOH/SA AND USAID/N

A.

The RHIP han experlenced chronic problems in {mplementing the
ttmely tlow of project funds, The MOH/SA and USAID/N should
JoIntly set up a aystem for the planning, programming and budgeting
of project activities, particulorly those conducted at the
departmental level, Resources under {he Sahel Reptonal Flnancial
Management Profect and the Sahel Manpower Development Project
should be utilized to provide the trafnfng and technleal asnistance
necesoary to develop an eftective system for the project.



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

The team recommends that procedures be eo..iblished for cetting up
bank accounts in third-country training sites where there are no
Nigerien ecmbassies in order that funds can be transferred on a
quarterly basfs., 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 RHIP 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 shculd relate to the actlivities described in the
project's prospective annual plan.

Recognizing that th' cycle between the receipt of monthly advances
for project activities (including perifodic wmajor activities at the
departmental level) and the return of vouchers from the departments
nsually 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
exlst and intensive studies are needed to provide guldelines to the MOH/SA and
USAID for the planning of future support to the Nigerien health sector. These
ma jor categories {nclude the following:

1.

3

3.

Manpower Planning

A, USALD/N and the MOH/SA should review and analyze together the
MOH/SA "Besofns en Personnel™ projectlons and other donors'
anticipated support {n order to fdentify tralning needs that
USAID might support In the future,

Strengthening of the Health System
A, Surervicion of VHTs - See recommendations

B. tntegrations of health with other develepment activities from
the natfonal to the village level. The role of the Society of
Development 15 of particular fmportance.

Financtial lusues

A, The questions of recurrent costs and the fmplementation of the
cont recovery schemes denfred by the MOH/5A are very
Important,  The svaluat fon tLeam supporta the recent declinion
of the MOH/SA to delay finallzat fon and Lost{tution of chargen
for oral rehydratton packets ant {1l 11 fn determined how thie
priclog for this and other eusential medfclnes fits {nto .
ratfonal system of charges throughout the ent{re health nector,

“l



Drug Distribution Systems

A, The lack of dependable supply systems for the VHTs is a ma jor
obstacle to the goal of reducing morbidity and mortality
levels {n the villages. Studies should be undertaken in
collaboration with the MOH/SA and the ONPPC to look at various
questions fncluding the following:

The needs of the ONPPC in te.ms of production, quality control,
distribation networks and transportation.

The conctraints limiting the opening of more new phaimaceutical
depots by private entrepreneurs and/or coperatives. The
possibility of establishing a fund to provide loans to approved
applicants should be Investipated,

The resolution of the conflicting poals which require the ONPPC to
provide drugs throughout the country at the lowest possible cost
and at the sane time carn adequate profits to be entirely
self-financing,

The peestbtlfty ot further revistfons {n the lists of essential

medicines at all levels of the health syntem and 1dent1f1cntion'of
the tratning reeds of the prescriptors,

xi1



CHAPTER I
SCUFE 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 (Fioject No. .33-0208). Following the first {nterim
evaluation In 1981, the objectives of this one included the assessment of
project performance {n meeting stated poals, lmpact analysis of the rural
health system and recommendations both for the remaining 18 wenths of the

roject and for future USAID assistance to the health sector in Niger,
p })

The external censuitants were provided by Unfverstty Research Corporation
and Developmen® Manapement Systenms, [ne., and included Patrick Kelly, MD, MPH,
publfc health physician; Dayl Donaldson, MA, MPH, health economist; Shelley
Ross=Larson. MPH, publfc health educator; and Kevin Wlednann, mechanic-garage
management expert,  The full evaluation team {ncluded the consultants, two
members of USAID/N, nine people from the MOH/SA and two from the Ministry of

Plan,

The {nitfal time {n Nlamey was spent {nterviewiny key people {n the two
ministries, collecting relevant documents and planning trips te the interfor
of the country, In preparatfon tor the latter, all of the Departumental Health
Directors had been previously Informed of the evaluation alsslon {n a letter

sent by the Minfster of Health on 11 June 1985,

The team was divided {nto two sub=teamn cover{ng four {ntereut arean. The
proup deabfng with construction and maintenance (vehtcele and medfcal
equipment) travelled trom 1o June to 12 July, covertng the departments of
Maradt, Zioder, Ditta, Tahoua and Apadez.  The second proup with three
Intereat arcan (rural health, trafnfop and economies) left Niamey on 5 July

and returned by 17 July, having vistted the same {{ve department g,



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 {n the department of Agadez. In Zinder,
special attentfon was given to the school ENICAS. Finally, {n the department
of Diffa, 2 villages were visited and {n—depth interviews were conducted with
villagers and village health agents (VHWe and TBAs) using portions of the same
questionnaires that had been used fn a previous survey conducted in Diffa in
1976. (Wassiry) Because the question of fmpact of the rural health system was
of interest, the villages were not chosen randomly, but on the basis of the

following three criterfa:

1. Having had a village health team for at least five years
2, . Having at least 2 VHWs and 2 TBAs
3. Being more than 30 kilometers from the nearest health facility,

The villages visited were Toumours and Baloumerd.
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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 1is found in
the Directorate of Health Facilities (DES). The director of the DES is also

the director of the RHIP with {ts 2 sections: the Office of Programs and the

Office of Financlial ond Admipistrative Affairs.

At the departmental levels, each medical director has three principal
assistants: a deputy director, a deputy director in charge of VHTs and a
deputy director in charge of management. The 2 schools of public health

report directly to the DEESN {n Niamey.






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 assistance has been provided {n two stages, Africare 3oined the
projert {n 1979 and has provided trainers of mechanics, blo-medical
technicians and sanftatfon students at ENICAS. The Univeraity of Tulane
School ot Public Health team arrived in October 1994 and {s In the process of
getting up a computerized management {ntormation and planning unit {n the

MOH/SA .

Since the project PACD has now been extended to December 1986, the present
evaluation rather than belng final s a second interim assessment of the

progress achieved towards the stated objectives,






Evidence of systematic preventive practices {n villages is the exception
rather than the rule, one occastonal activity befng village clean=up
campaigns. The question of average distance ot the population trom a source
of medical care has not yet been calculated, although the VHT Division of the
MOH/SA has bepun to constder distance {n relation to the establishing of

recommended trequencies ot supervisory visits,

J. Human Hesources Development

a. Tratning (Detatled analysfs {6 presented {n section IV.A),

1. Village Health Teams
10,759 willapge health agents {(VHWs and THAB) werce tratined from
1978 to 1984, We ecutfmite tht HUL of them (B,007) were tinanced by the RHIP,

143% of the project poal ot b,0u0,

17,0480 VHAY were retrafned (some of them several times), 1260% of

the goal ot 14,500,
2. In-country training of health personnel

319 annual wcholarships were awarded to certified and state

nursing students, 110X of the goal ot 440,

12% annual scholarabtpn were given to sanitation agent and
technician students amg U to laboratory techalefans,

I8 natdonal nemtnars, 1290 of the goal of 16 were held and 37
dopartmontal acsinaton vere held, The nuaber of peuple attending these

sepinara excecded 1060,
3. Third-country tratnlng

1U tratneen have hoen sent abroad (280% of tha goal of 23), of

which )& have returned altoady,

b, Fleld Lupertence tur sedical students









2. The flow of information was sometimes {nadequate, 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 MOH/SA and USAID/N should be of
much help.

4. Operational resecarch 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:

1. The Government of Niger must be a full partner {n all phases of the
design process,

2. If short-term consultants must be used, spectal efforts should be made
to ensure contunuity,

3. Adequate resources should be made avallable for operational research
in the next phase. The testing ot new fdeas 1s eygsential betore
implementation on a nation-wide scale.

4. Search for ways to Increase flexibility In {mplementation.

5. Explore the fssue of combining health with other development
activities. A list ot ministries that ecould cooperate with the MOH/SA 1s
presented {n table L1L.B.1. A specitic example of the need for such teamwork
{8 the necessity of redefinition of leyal texts pertalning to contraception
and the practice ot traditional medicine,

6. Coordination with other donors {5 of utmost fmportance,

7. Inslstence on the dichotimizat{on of the health system Intop rural and
urban {4 uot always a ugetul exerclse. Definitions viry wideiy and the GON

considers Primary Health Care to be part ot the entire dystenm.



1. Ministry
2. Ministry
3. Ministry
4. Ministry
5. Ministry
6. Ministry
7. Ministry
8. Ministry
9, Ministry
10, Ministry
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16, Ministry
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Source: Abdou,

Table III.B.1

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

(i1n alphabetical order)

Civil Service and Labor
Commerce and Transport
Finance
Forefgn Attairs and Cooperation
Higher Education and Research
Intormation
Interior
Justice
Mining and Lndustry
National Defense
Sational Education
Plan
Postal Service and Gelecommunications
Rural Development
Water and Environment

Youth, Sports and Culture

Memofre 172/84, CRDS, Cotonou.



C. Effect of the Drought and Other Shocks to the Health Care Systenm

The following quotes {llustrate the optimivn of the Project Paper:

1. Given a continuation of the present boom !n uranium revenues, the MOH

can manage the add{tional recurrent costs generated by this project (p. 35)

2. The program goal of lmproving the quality of life of the rural
population depends on the fmportant assumption that other factors do not
prevent or outweigh cffects of improved health services, {.e., drought,
(p.112),

Both of these assumpttions were wrong. In 1980 the world price of uranium fell
by 252 and varying degrees of drought have been constant during the life of
the project, having been vapeclally severe from 1982-1984. To these problems
were added other economic shocks due to the rige in value * the US dollar
against the French Franc and the polftics of Nigerfa which closed its common
border with N{ger and demonctized the Nalra, which had been in use {n several
areas, ecpecially {n the Department ot Difta. Several avatlable Indicators

{ndicate the magnitude and trends of the cconomle situation:

L. Available prafn has declined trom a peak fn 1981 (with a surplus of
120,352 wmetric tons) to an estimated deticit of 30,794 tons in 1984,
due to a tall in productfon and an annual population growth rate of

about 3%,

2. The per capita GNP tell from US$II0 {n 1982 to US$240 1n 1983,

3. The Mintstry ot Health recelved no money trom the Natfonal Investment
Fund f{n the years 198384 and han seen [ts pereentapge of the natlonal

budget shrink trom /.32 to Y.6Z from 19/8 to 1984,

The effects ot the drought on the rural populatfonn have been snevere,

Some farmers have had no crops for the lant three years and 'ast year ncmads

14


http:etinma.ed

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 v{llages were abandoned. 5ome gathered in food
distribution camps and off-scason gardening sites, others went to the cities
(Zinder's population jumped from 90,000 to 160,000 last year) and able-bodied
men left the country to look for a means of Iivelihood, leaving their women,
children and elders behind. 1n the arrondisscment of Hatemaye, the populatfon
density is now close to lUO per square kilometer. Here are gsome of the
effects of the droupht and worsening eccononic situation on the health sector

In general and rural health care {n particular:

1. Eftorts devoted to the coordination and distribution of emergency
relief aid bave taken resources both human and financial away from

other health programs.,

2. Urban medical facilities have been required to handle an {ncrease in
patients without a concomfiaat {ncrease in personnel, wuedicines and

operating budgets.

3. Widespread outbreaks of measles occurred this last year being sgean

even in adults.

4. Maternal and child malnutiitfon has i{ncreased {n rural areas, an

effect of both food shortages and lack ol buylng power.

5. At the Minlutry ot Healih, major organizatfonal reforms which have
been under ntudy since 1981, have not been fmplescnted due to lack of

funds [ che povernment buadpet

6. Many Village Health Teama have been Inoperative an VHWs have left,
funds trom the wale ot medicines have been uked tor food rather than
replentoh ntocks and wupervinory viafts have been efther oo rare or

too cursory,



In the light of such difficulties, it is remarkable that the rural health
program has grown from an estimated coverage of 17X of the population in 1978
to 45% in 1984, and the MOH acknowledges that the RHIP was a4 major countributor
to this effore. It {s now generally realized, however, that excessive
attention was given to the training of VHTs to the detriment ol supervision
and progrum malntenance. Thus the Interinm Consolidation Program calls for the
reintorcement of that whish exists with tratning of new VHT's to be slowed and
specifically dirccted to those areas of the country which are relatively

underserved.

This year the rafnsg started in April, the afllet {s green and there is
hope that the aarvests will be good. An fwportant {ndicator for the health of
the Diffa department has been the reappedrance {n force ot the Komadougeu
river on 17 July, two weeks ahead ot {ts arrival last year. A good harvest,
however, should not lead to the conclusion that hard ttmes are over. Atter 17
years of drought tn the Sahel, thig phenonenon can be considered to be
permanent rather than teaporary., Some ot the fuplfcations tor health sector

programming recopntzed by the GON fnclude the followlng:

1. Health wervices alone are ot sutftelent to produce health, and should

thus be {ntegrated fnto all developaent projects,

2, The conterence of Government adoinistrators {o Sinder from 3-% January
1985 atated:  “Given the diuproportionate rate of {ncreane ot the
population viv-i-vis that ot production, the fnsutttelency ot arable
land (123 ot the country's total area) amd the depradation of nocial
values, the Conterence recommendn the adaptlon ot o natlonal

population poltey,”

3. Increaned parttcipation of the people [u the planning, executton and
financtal salntenance of health programa o pecessary and will
hopetully be wchtfeved through the velhicle of the Socd vty of

Davelopmeat from the village to the natlonal level.
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An important fmplication of continuing economic hardship {n Niger tor GON
and USAID program design {s the necessity of operational research to find ways
of reducing costs and increasing efficiency by exploring atternat{ve

approaches to the delivery and financing of health care.



CHAPTER 1V
ANALYSIS OF PROJECT INfUTS AND OUTPUTS

A. Human Resources Development

Placement of Inputs and Achievement of Outputs

A. VHT TRAINING AND RETRAINING, SUPERVISION AND DRUG RESUPPLY

A.l Introduction

The Project Paper states that by the end of the project 6,000 village
health agents will have been tratned and 13,500 will have been retratned., As

demonstratea {n Table IV,A LD Tralning of VEWs and THAs tor All Departments,

10,759 have been tratned fronm 19781984, tar exceceding the orfginal project

1/, 2/ . ‘ , 5. _ .
target .~ " —  Simllarly, Tahle IV, A,2: Hetrafulog of VHWy
Table: 1V,A, 1
TRAINING OF VHWS AND TBAS FOR ALL DEPARTMENTS
1978=-1984

Year VitWn TRA# Total

Previoun 1,529 1,262 2,791
19784 438 533 971
1979+ 461 481 944
1980# 907 950 1,857
19481 950} 1,098 2,001
1912 902 B48 1,750
1981 803} 83} 1,636
1914 796 BO4 1,600

Total trafne{ tn

Project Yerara 5, 210 LY ] 10,759

1978=198/ (74b/year) (79) yoar)
TOTAL TRALINED 6,719 6,811 13,550

st i et o et e e

Sourca: 1971 ant 1900: Mid=Term Lvaluat oo,

17 Nulwzﬁin]};1ﬁlhﬁn and retrafintngs have boen financed hy PHIP,
2/ 1o cortatn regtonu, primary achool teachers have recelved VIW trafning,

JH



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

the project goal. Over 17,000 village health agents have attended

retrnln(ngs.l/

Table: 1IV.,A,2

RETRAINING OF VILLAGE HEALTH AGENTS FOR ALL DEPARTMENTS
1978-1985

Year VHWs TBAs Total
1978 1/ 184 326 710
1979 2/ 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 3,018
1984 1,784 2,005 3,789
1985 1,937 2,221 4,158
TOTAL 8,254 8,778 17,032

1/ Data from: Sltvatlion den ESV d sa ftn de 1'Année 1974
37 Retraintng tipuren for 1979 will be added at a later date,
3/ 1980=1985: Data provided by MOM/SA.

A.2 Findfngn

Rate of Trafning

A noted fn the Minfatry of Plan's Analyse du Prograsse de 1'Auto

Encadrement Sonftalre au Niger, the nunber of VHWs and THBAa trafned to date

han stratoed the capactity of pany diupennaries, MCs and DDS's to supervine

cffectively,

1/ Sfince village health agents are retrafined every three years, some have
attended two or three retrafniogs; thua, the number of retratnings
e¥ceuds the total number of village health agentu tratnod,















the audio-visual atds and pedagogic materinls (mentioned for every lesson {n
the Currfculun Guides) {8 to be encouraged. Handouts such as the one on
weantng porridyes or the Afde-tmemolre on Sanftary Education Themes need to be

reproduced tn bulk and dfstrfbuted to village health workers at each training

and retratning,

Knowledge Retention

During the tield trip the team verbally teasted the knowledee tetention of
village health workers agents and found {t adequate. Those village health
agents {dentitfed an not having successfully mastered the curriculum material
should be targeted for the next retraining to be held (rather than having them

valt the full tor three year cycle),

Retraining

The retrafnings should be restructured to {ntroduce nev themes such as
tamily planning zethods, as well an reviewving the orfginal aubject matter,

Use of audio-visual alds {8 to be encouraped during these sesafons,

B. IN=COUNTRY THAINING

.1 x"’r”dﬁiiiiﬂ;
The MGN/SA has two national trafning mchools and which are supported

under the RUHIP,:

Eﬁlﬁéﬁ. the Natfonal Sehool for Nuraes and Soctal Workern, In Zinder
whirh trafna state nuracn wnd sanftary technfclans, Entrants have 10 years
afprevioya cohooling and thelr Brovet, Craduat{ng nurnen may Le annfpgned to
dlapensaries, of 1n the cane of excoptional atudenta, medfoal circunreriptions
(M) whore they will t1ain and suporvine village health teamn, They mav alao

witk at hoapttala, ¥CH cltnfes and the tranamtenihle dlaedne control unite,

a
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Table: IV.A.3

ENICAS: STUDENT FAROUIMZIT AND DONDR SUPPORT

NURSES SANITATION TUTAL ~ USAID ~ SUPIORTYD USAID
YFAR (DN CAN USAID TOTAL (DN CAN USAID TUIAL  BIOUMNT  SUPTORTID  BY UDER ITMDRS F.‘(}’fN)I'Il'R}.”
1978-79 104/
1979-80) 40 15
1980-81 40 15
19K1-K2 40 15 283/ 30, 790,000
19823 100 45 2962/ L 85,790, (1)
198384 20 10 35 289%/ 49 /4 25,918, 70
1984-85 4 4 W/ (332)

!7 F.i:ﬁvm P:,vnimum.

z/ Flpnuren mamplied by DRIIN, taken from “S1taatfon Soolalre & 1'ENICAS, Ande Scolatlre 19F)84,"

Y Amamta provided by MWIA, BT pro ket
E/ Aa uf July S8 1R TORG TITF 19015 IRICAS o bidareldp fude tad pot teen recefvd v the MOI/BA RHIP

projwet,

L.
-~



Tble: VAL

ENSP:  SIUCENT ENROLTMENT AND INCR SIPHCRT

TI78-T965
YEAR NRSES/MIDAIVES LAB. THIB UL yA 7
OIHR OIFR TAID  ENd AID  SUPRRID UAID
aN  DNRS USUDY  TODL QN DOORS TOIAL  MNIY  SPTQUED  OMR ONEKS  ECENEIUE
197879 wWAY A - VA NA — = 22 0 WA
197900 VA WA 20 NA  NA — - Xh 0 WA 2,500,000
199081 WA WA 2 NA NA — - 25 7 VA
1961-82 WA WA 2 NA WA -— - 3 6 NA 14,000,000
1902-83 YA NA 60 NA NA -— 15 37 2 NA 29,500,100
1838 NA  NA &0 0 NA - 15 91 19 251 11,700,000
198485 —_ 4 —_— - f’./ “wh - — 4

7 WA Nt andlible

/ Flame ngelod by IND.

/e anollmet: Hpos, aypllod by N, b ag tdae figo oo, typort iy stirkotn,

/ Mof by, RS UP N d olihdp fisdks S de acdale wer 1989=1H) Tad e oo nadud by te MIVAA.






made favorable reference to this natfonal seminar and to the spin-off seminars
held at the departmental level. Uniform regrets were expressed that no

further Tralning ot Tratners had been held recently (see Table TV.ALS: RHIP

sponsored Natfonal seminars, Sionflarly, tleld statt workiny with village

health teams tind the Trimestrial Departmental Stat!f Meetings 4 usetful
exerclse tor explorfng solutions to problems cemmonly encountered when
supervising villape health teams. Untortunately, staff meetings have been

held this year In only one departzent.,
) > |

B.3 Recommendations tor Duration ot Present Prolect

1Y RHIP provides seholarship support tor 145 students at ENICAS
(33 percent of the 1994/% student badvy) and tor 7% students at ENSP
(19 percent of 198°5/4 ctudent body).  The team recommends continuation of this

level of support for the addittonal year of the project,

2) In order to ensure o hipgh level of trafning for the village health
workers, ENTCASL and ENSP should strengthen the pedagogic trafning that nursing
and midwifery students recetve (n how to trafn and supervise village health

vorkers,

1) At present an ENICAS or ENSP nursfog student recefving o USAID/RHIP
scholarsh{p sfgns hin/her name to a Ilst of reciplents at the bepluatng of the
school year, The donor's name to not hiphltghted,  Atter sfpnfog the gt
cach ncholarshtp student could be handed o letter trom USAID Misnton intorming

them that they are the tectplent of o UCCID/EHTE seholarahitp,

4)  The last columna of Tables IVLALY and IVLALA ENTCAS and ENSY student
enrollment were taken from the RHIP accounting books at the MON/SA.,  No fundw

appear to

1/ An of 1984 the “Journées d'Etuden” Wil only be held blannually,  The next
one {n ncheduled for Augunt, 1986, Four months before the “Journfes,” all
departmenta are canvanned to determine which themes they vould ke
dlacunned,  The three toplen most [requently nugpeated are the oney
felocted,

0






have been released for efther school for the school year 1984=85. This needs

to be looked i{nto.

5)  Table IV.A.6: Library Needs at ENICAS contalns a list of textbooks

(and the quant{ty needed) that RHIP should consider ordering tor the library

{n the near tuture,

6) To date no sanftatfon agent praduites have been atisigned to rural
areas and none have participated {n tratning prograns for village health
agents as suppented fo the tirat evaluation report, A solution to the problem

of placement of sanftation agents and teckntelans needs to be actively nought,

3] The plunned cozputerfzation of DA} personnel records will enable the
MON/SA to document progress in {te eftforts to achieve better rural coverage,
When this {s accomplished, the MOH/SA wil] be able to furntsnd tntormation to

USAID reparding the placements of the varfous catezortes o! Lealth graduntes,

8) The computertfzation of DEESN tecordn would factlfitate {tn work and
permlt easfer data tabulatton diuplaved 1o tables swimilar to those tn thin
report,  The BHIP protect nhould provide the DLESN with computer capacility

and atat! members should be sent for computer training,

B.4 Recommendationn: Future In*-(,'mmlr;.' Training:

1) For ESAID to have an fnfluence on the content of courses taught at
ERSE (foe., tntluence thelr relevanie to rural primary health concornu), a
future project ahiould connfatently provide a Lifghet percontage of total

scholarship aupport than the current 19 petoent,






2) A sanitarfan with experience i{n basic sanftation and vater
technologies should be employed to provide technical assistance a8 an ENICAS

faculty menber,

3) Midick should continue to be a fteld training ntte for students,

Funding problems would Se atfmpliffed {f the RHIP picked up the entire package,

4) Transport te ENSP and ENICAS ntudents' rural field assfgnzents
continually presents a problem. A future project should provide for the

malntenance of vehiclea at Yoth schools.

5) A future project nhould constder providing subsidized cafeteria

privileges for the entire ENICAS student body,

6) As the MOH/SA acquires zore audlo-visual materiala, peraonnel in
charge of thia equipgent should recefve tratning §n vquipment repalr and

maintenance,

C C G, AND THIRD COUNTRY-TRAINING

C,l Flndln&::

The Project Paper'a logical frasevork atateo that at the end of the
project a group of MON/SA health and aux{lfary support poreonnel will have
beon tratned (n areas wuch as health adeinlstration and planning, ete,  The
aubfrase for Human Keduurees Dovelopeent goes on to state that the purpose of
the profect fa to “fnireane the number of techntoally qualfficd village bealth
teamo, health profeasfonala and auxtlfaty asuppart pefauntiel working (n the
Putal health delfvety avelem,” Tu g lileve this, the pitatect would aend 05
participanta for third countsy trafntng In Afrfca ot Furope. The patticipants

wefe t0 ke leacliers for acadestc health {patitutons, sepfar MGH uffielala,

atc,



A reviev of Table IV,A,7: RHIP Sponsored U.S, and Third~Country

Trafning, 1978 Until Present, shows that the first cons{deration {n the

logfrase has been achieved, In fact, the tntefal plan to send 2% tralnees

abroad has been greatly exceeded, Approxteately 70 participants selected for
the sont part, by comppetitive examination from MOH/5A personnel, have been
tratned tn Atrican, Freoch and American {natttuticns, The estimated total
cost of this trafinfing has been Sh?ﬁ,”lll/. The type of tratning recefved

ranges from acclal work to advanced studles {n cardfolopy,

v/
For the 19K4=19H% avadestc year, the HHIE scholarships™’ accounted for

31 of the 73 thtrd-country long=terns tralning grants (4% pefeent) provided to
HOH/SA health ;r;m,nm-l.»” WHO pravided 20 acholaralilpe (17 pereent af the
total) and wan the aecond largest suppotter of long ters trainine, The
tezatnder of the ncbolarsbiye were provided Ly other donore (FAC, GCCUE,

UNICEY, Runttla, Alperia, and Lerwmatv),

Approximately tuwomthitda (68 rercent ) of the lang ters trafning has been
In flelds dirertly related to rural health deltvery, Stince 9B, seoveral of
the pafticipants have secelved thipd=coantey trstning In spectalftien that are
leaw dlrectly telated to rural Lealth (f,e,, aneathesfology, kipesthorapy,

paychiatey, trauratolopy, and cardfolopy).,

UE the 70 pefraone tratned atfoad since 197H upder KHIT scholarehipe, Y4
have asubeequently returticd o Niget (the teat afe at1l) studving abraad),
Twonty (LU petcent) of theoe l4 are fiow capluyed I6 the city uf Yifaney, Of

. , 4
theae JO, 17 (6O pereent ) are tnvalved Ih vark related (o yyutal hual(h,m/

I/ U.s, #1 = 230 CFA francs,
2/ The USAID alen provided twa seholarships to HOW/BA personnel studylng

Mapdgeeert and lLaw at the University of ﬁjamey,
Y/ Pata provided Ly Dipun,
L7 Aseipntents ta NG, DHA, MOHZSA and ONFPE (a1) Joacated in hifaBey) were
T roapeldered de tolated to tle dellvary of fural health serviceos far the
purfriaes of tlhila analysia,












C.2 Recommendatfons for the Duration of this Project

A) The USAID/RHIP currently supports 45 percenc of long-term U.S.
and third-country tratning tor HOH/SA personnel, and should continue this

level of support for the duration ot the current project.

B) USATD and the MCH/SA should apree on the categories of
specialties that are prioritfes tor rural health delivery and thus are

eligible for RHIP seholarship support,
C) The MOH/SA should acquafint USAID with {ts overall Manpower
Plan, demonstrating how the speclaltles selected for RHIP funding fulfill the

requirements of this plan, and promote rural health services,

D) The practice should continue ot selecting trainces who have

served flve years {n rural health areas,

c.] Recommendations tor a Future Project

USAID and the MOH/SA should review and analyze together “Besoin en
Personnel” projections and other donors' ant{cipated nupport {n order to

fdent{fy tratning needs that USAID efpht support {n the future,

D f;“f)RT"TER_)j THIRD=COUNTRY TRAINING
D. 1 Findiopn

Nelther the Profect Paper nor the M{d-Term Evaluation provided

apecific puldelines for this component,

Table IV.A HD HHIP Sponnored Study Tripa/Shore=Term Third=Country

Training ahowa that afx MOU/SA employeon have been aent abroad with RHIP funds
for study tripe durtng the Mie of the profect, An addf{tfonal 10 ¢o 4
epployesrs have been aent ander centrally=funded auapifces,  The WHO supports

much of the aliort=tern training at the MGH/SA,



Tdble: IVA.8
FHIP - Sporeond Study Trips/Sort=Term Third<Courtry Trainirg
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The Tulane RHIP project component {ntends to embark on short-term
third=country training in the near future, Tulane plans to traln 15 MOH/SA
personnel {n a two-week course, four persons {n a two-month course, and one

person in a long=term Master's program at Tulane,

D,2 Recommendations for Duration of Present Project

1) The course "Trafning ot VHT Tralners,” offered annually at the
Centre de Formatfon du Personnel des Services de Santé {n Losé, Togo, has been
tound very unctul by MOH/SA statt nent under WHO scholarshipn,  MOH/SA should
explore with WHO the poantbility of fncreanfng the quota of Slperfens
pereitted to attend the course 1o order perstt a larger nusmber of %lpgeriens to
attend with PHIT tunding. The next course will be held January through Marzh
1986, Departoent VHT directors who have not yet attended the coeurne, and
nurdes Wwho supervine and teach village bealth teans and who have apent {{ve
yearn of more o rural dlupennarien would be the proupn most eligthle for

attendance,

Q) It tws hoped that DEESK staff ecesbers Wwill continue to have pricrity
in the delection of thote able to attend the platned Tulane computer courses

to vnable the eventual computorization of student dossfera and record keeping,






which contains: 1) Requests for =maintenance and repalr, which must be
approved by the DIS before a vehicle s admitted to the garage, 2) work
orders, which show what work is performed on a vehicle, fncluding what parts
are used as well as their cost, and 3) a record of cumulative parts costs for
the vehicle. It should be noted that starting In 1982, total cumulative parts

costs or vehicles were kept without a yearly breakdown. Starting In 1984,

cumulative parts costs are kept by year, making it sfmpler to do cost analyslis

on a yearly basis.

SERPA/Niamey also keeps a ruuning parts inventory, which tracks which

parts go where, as well as thelr cost.

Antenna Garayes:

Each deoartment has {ts own SERPA antenna garage for maintenance and

repafr activities within the departmerc,  Permarent SERPA Installations exist

{n DIiffa, Dosso and Tahoua Departments, while Apadez, Marad! and Zioder

Departments are using temporary facflitles while awaiting the completion of

construction ot new tacilities Io those depa-iments,

Antenaa carapes depend upon SERPS/Nlamey for nost parts, aitbough funds
are avallable ai the departmental level through the Departmental Drection of

Health (DDS) tor local purchases of parts, lubricants and supplfes as neceded.

-
.

Antenna parapes are responsible for thelr own recard keeptoy and fo
requesting re=stocking ot spare parts fuventories chrouph SEkPA/Ntaney.  The
Y60 rely on SERPA/NTAMEY to provide svch services as

of how the SERPA

antenna parapes
enpine block re-horiny and crankshaft prinding. Detafls

antennas oqetate will be tound under thelr respective department headlngs in

this report.,

B. SERAM:

e i vt e

The Blo=Medfcal Equipment Malntenance and Repafir Service, or SERM, s

responnible for malntenance and repafr operatfons on all bilo=med{cal ecquipment

on a country-wide bhasin,

I



SERAM consists of two installations, the main {nstallation in Niamey and

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

Dosso, Niamey and Tahoua, while SERAM/Zinder i{s responsible for the

Departments of Diffa, Maradi and Zinder.

Due to the extremely wide variety of makes and models of bio—medical
equipment {1 uge in Niger, spare parts are ordered directly from manufacturers

on an as needed basiy for the larper, more expensive {tems.  Stocks of

smaller, less expensive parts do exist {n both Nlamey and Zinder.

C. SERMEX:

The Phystical Plant Maintenance and Repalr Service, or SERMEX, {8

responsible for all other equipment not covered by either SERPA or SERAM.

This equipment {ncludes cold chafn equipment for storage of vaccines, back-up

generators for emergency power In hospitals, alr condftfoners, furnishings,
etc. It should be noted that SERMEX has only been {n aperation since November
of 1984, and that personnel total four technicians based in Nfamey with a

[H{mited budpet and country—idlde tesponsibilit]es,

D.2 Project Inputs: Construction, Vehlcle Maintenance and Repair, and

Blo=dedlcal Fquipment and Repalr

A, Consitruction:

The oripinal Project Paper called tor contruction of two DDS complexes

conalating of DDS offfcea, an antenna garape of SERPA, and vinftors'

quarters,  These DDS corolexens were to be bullt at Apaders and 2inder utarting

In 1979, At the time of the Revised Inplementatfon Flan, Getober 1982, nao

constructfon had bheen utarted, althoupgh aftes had been scelected and plans had
been drawn up and approved,  There apparently were problems obtatnfog a walver

to fncreane the tunding necessary for the procurement of local materials,

Construction started durtng 1987, and the conntruction ol a DDhS complex In

mterpart fanda, o Plans tor Maradl are

Marad! wau added to the profect unlng

{dentieal to thewe uned tor Apadez and Zinder,

Conntructton continues In tits and ntatts up to present date, Numeroun

flaws were detected In the plann, which required modificationn to he made to

b









The DDS complexes, including offfce space, garage and viaitors' quarters,

have been buflt at an average coust of $245,000,

B, Vehicle Malntenance and Repafr:

Personne!:

AFRICARE techniclans were provided to the Departments of Diffa, Tahoua

and Zinder to set up functional parages and loglatic systems and to train

Nigerfen technicfans, Nigerfen techntcfans are provided for each Departmental

SERPA by the Mintutry of Health, (See Table D.1 for breakdown of peraonnel by

departoent,

Vehicles:

Thirty=two (32) automobiles and 91 mopeds were purchased under the
project to round out the Ministry of Heath motor pool. (See Table D.2 for the

dopartmental dintributfon of these vehicles,)

Tonling and Equlpsent:

Some $1%G,000 has been spent to date under the profect for tools and

equipement for the three garagen, Although a few {tems have been dent to
Zinder, the vant malority of toola and equipment are in atorage in Niamey,

avalting the apenfng of the DG complexen,

arts Inveulary/Procurement:
SV .

The majurlty of pafts procuresent for all departments (except Dosaon,
which celies on Belglan asstfatance) fa done through SERFA/Rlaney,
SEMPA/Nlarey procures patta 1o Jote, thtough cespetitive Widding, according to
fuventorica It atack In %larey an well as requenta rade by each department,
Approatzately 100,000 GGO CFA franca vorth af parts wvete diatributed asmong the

df{ffetent departmenta Jufing 17Bs fronm SUHFA/ Ntavey (see Table DY fur

breakdown by denatteent ), This 160,000,060 CFA frane figute fncluden natjonal

budget fnputa ao well as USAID and UNTCEY budgetary Inpute,


http:averag.ie

No. of Vehicles

Tools

Equlipment

Personnel
Mechanics
Apprentices

Other: Body work,
electriclann, etc.

Parts {nventory

Approx. CFA ex-
pendituren for
parta tn 19H&
per vehicle

Table D.1

SUMMARY INFORMATION ON SERPA ATENNA GARAGES

1985
AGADEZ DIFFA MARADI TAHOUA ZINDER
20 20 24 32 44

tnsufficient fnaufficfent {nsufficient aufficlent

tfnaufficient {(nauffictent f{nsufficient wsuffictent

1 1 ] 1
2 2 2 3
0 0 1 0

non~existent {nsufficient non-existent sufficient

268,000 510,000 316,000 445,000

48

{naufficient

fnsufficlient

)

fnsulficient

535,000



Table D,2

RHIP VEHICLE INPUTS BY DEPARTMENT

AUTCMOBILES

Department Make Year Condition
Agadez

OIZT A21A land Rover 1982 Good
0142 AZ1A Land Rover 1982 GCood
1459 NYIA Scout 1980 Passable
Diffa

01735 DAA Land Rover 1982 Cood
0116 DAIA Land Raver 1982 Poor
Maradt

0137 M11A Land Rover 1982 Broken down
0198 M11A Land Rover 1982 Sold
Tahoua

0747 TAIA Land Hover 1982 Cood
0241 TAIA Land Rover 1982 >o0d
01795 TALA Scout 1980 Pasaadle
Zinder

O30 ZRIA Land Rover 1982 Good
D164 ZR1A Scout 1980 Cood
0102 AZIA Scout 1980 Good
0230 ZRI1A Land Rover 1982 Good
0229 2RIA Land Rover 1982 Good
fifame

7376 NYIA land Rover 1942 Good
1270 NYIA l.and Rover 1982 Good
JXIHONYIA fand Hover 1982 fiood
I3 HYIA Renault 18 1982 Sold
1230 NYLA Renault 12 1982 Cood
2231 NYIA Kf{anat ¥Fatrol 1942 Coad
2211 HNYLA Hisaan iatro) 1982 Good
1976 NYLA Toyota Carolla 198] Fausable
1927 NY1A Toyuta Coralla 198} Paasable
! Tuyota ttarlet ? Sold
1457 NY)A Seaut 1979 Foor
183, NYLA KYQTL 1979 Foor
Dusao

8T bola land Rover 1982 !

0164 DOTA f.ang Kaver 1982 ?

Theee aidditional Internatiunal Jdeouts have heen taken oyt of service vhich
brings the tatal aumber of autosabfles pufchased under the project to 32,



Table D, 3

SERPA BUDGET

FY 1984
BUDGET INPUTS CPA FRANCS
National Budget 40,090, 586 ( 40%)
USAID/PASR 23,834,826 ( 242)
UR1C2¥ 35,748,805 ( I62)
TOTAL Q.8258.2001 (Q000)
BREAXDOWN OF BUDGET BY DEPARTMENT
Agader ~ 25 vehiclen (.} 4
Bitta =~ 14 vehicles b} 4
Dosao - 31 vehtcles 2z
Maradd = 29 vehiclen 132
Tahoua = )1 wvehicles 132
2indar - 4 vehicles 132
Niamay ~ }45 vehicles 492
1002



In addttion to SERPA/Nfamey parts {oputs, each departeent has a budpet

for vehicle matntennnce under the DDS,  This budget {5 used to procure parts,

Tocal, and as needod, basls (see Table D4 tor

lubrfcants aind supplien on a

breakdown by departzent ),

Fach departzent, theretore, has {ta own stock of spare party that is

repleninhed by SERPA/Nfazey as well as by the department level budget. On top
of this, tlose departements that had AFRICARE technictans benefited from an

additional $2,000 per year per technictan for the purchase of parts, tools and

cguipment,

Other Ini}u( '

Ditfa Departzent had operated under s separate prolect, the Basic Health

Services Delivery project afnce 1977, Funded by AID ($2.8 m{llton) and

stafted by AFRICARE, this project was awsfmilated foto the RUIP on April 1,

1981, Inputs under this heading {ncluded a atatfed and equipped garage

facilivy,



Table D.4
SERPA COST INFORMATION
FY 1984

The following are inputs of the Minfutry of Health, USAID, and UNICEF to SERPA
operations by department for vehicle mnintenance and repalr:

AGADEZ DEPARTMENT FCFA
SERPA/N{amey 6,000,000
DDS 700!000
Total 6,700,000

b, 700,000 for 25 vehicles = 268,000/vehicle

DIFFA DEPARTMENT
SERPA/Nlunmey 5,000,000
DDs 1,701,334
Africare profeanional fund 400,000
Total 7,101,334

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

MARAD! DEPARTMENT

SERPA/Ntamey 13,000,000
DDS 1,979,166
Total 14,979,166

14,979,166 for 29 vehicles = 516,522/vehicle

TAHGUA DEPARTMENT

SERPA/Nlamey 12,000,000
nps 2,276,000
AMricare protensfonal fund 400,000
Total 14,676,000

14,676,400 for 3) vehicles = &444,727/vehicle

ZINDER DEPARTMENT

GERPA/Nlatey 13,000,000
DS 2,152,479
AMricare profeasfonal fund 400, 000
Total 15,54%2,479

15,592,479 tor 28 vahicles = 353,445/vehlicle

-
> i
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D.3 Project Outputs: Carape Construction and Vehicle Maintenance and Repalr

The prodect poal, as artfculated {n the Profect Paper, under this heading
| . f I J

fs "a functiontng tramiportation system respensive to the distributfon ol

goodn and services (superviston).”  Thiu goal was unchanged by the Revised

Implementation Plan ol October, 1981,

Specific expected outputs of the project under this heading are:

Conatruction:

Construction of two garages, in Agadez and Z{nder,

Toolu and Hquipment:

Two equipped pgarapes, in Agadezr and Zinder.

Malntenance PPlan:
A functioning zaintenance plsn for vehicles used {n the different

department s,

Vehiclen:
Twenty-four (24) automob{les and 100 mopeds distributed among the varioua

departments of which 719 percent vere to be running at any one tice, It

should be noted that the origtnal Protect Paper called for 44 automohilen

and 200 mobyletten, Half of the vehtelen were to be purchaned at the

Baginntng of the prodect, Thone vehlelen purchaned at the end of the

profect were zeant to teplace thone purchaned at the bepfnning of the

project, Therefore, anly balf of the total nusher of vehlclesw purchaded

under the prolect can be conefdeored as part ol the project outputs,

Traintng:
The Roviaed Ilsplosentatian Plan called for 1} sechanfca to he trained by

the Profect Amai{ntance Completfon Date (PACD) of June 10, 1985, PACD has

bean extended to Dereaber Y1, 7RG,

s R s B W o B R A

Parts Inventary/Frocufement Lvatem:
A functioning toventory and parts re=order system wvas teo have been set up

in thowe Jepartmenta receolving {nputa,





















5) Funds should be made avaflable for SERPA/D{fta to replace worn out

shop equipment, and broken and mfssing tools, The funding necessary to

accomplish thiu recommendation {s approximately $10,000,

c. MARAD l—:

Marad! has sutfered much the same fate as Agadez, tn that {nputs for
SERPA have not yet been put {n place, Although a new DDS cowplex has been

built at Marad! using counterpart tunds, moditfcations to the garage structure

are not yet complete,  As a result, tooling and equipment purchaned tor Marad{

are betng held fn rorape n Ntamey awalting occupancy of the new complex,

Spare parts toventorfes are practically non-existent {n Marad{, with the

exception of Land-Rover ofl tilters.

There {a no evidence o! a perfodic matntenance plan.

Records are not kept on vehicles, 4o 1t 15 {mposnible to tell what work

has been performed on any vehicle, As a result, the condition of the vehicle

fleet {6 {mponnible o determine,

Pervonne! ansigned to SERPA/Marad! consdnts of two aecchanics, two

apprentice mechanieas and one body=work technictan, A Dutch volunteer haa
alno been anstpned to Maradi, but was unavallable tor consultation an he vae

on annual leéave,

Recommendationn:

Maradt, 1ike Agndez, has not yet received the necossary {nputs {n ordaer

to bhecoge a funtioning faciltty. Therefore, the follovwing recomesendat{sns are

made !

1) Modtffeationa to the DOY complex ahould he completeod, vater and

alectricity be hooked up, and provisfonal acceptance of the conplex be made by

the Mintatry of Publte Warka, hia wiiil allow toaling and equipment fnpute to

be (nutalled 1n Marad! {or more effective upetaliotia,

()
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Tooling and equipment {8 winlmal at SERPA/Zlnder, and will not be

complete until the new DDS complex {4 occupied,

A perfodte malntenance schedule s followed, although no checkliet i
usied. Scheduled maintenance, however, {4 noted on the {ndividual vehicle

sheots,

Recommendations:

SERPA/Z{nder 1s a working {nstallation that can only improve when the

scheduled inputs are installed, The follow!ng recommendat{ons ure made:

1) The new DUS complex should recetve provisfonal acceptance from the

Minfutry of Public Works and should be opened asg soon as posuible. This will

allow the tooling and equipment, already purchased and stored {n Niaoey, to be

put {n place.

2) A perfodic maintenance checklint be entablished and kept up for each

-

vehicle as part of the prenent recording syntem.

1) Technfcal asntutance from AFRICARE should continue for at least one

year after the opening of the new DDS complex to ennure the establishment of

malntenance and repalr systems,

With thene fnputs {n place, there $u an excellent chance that

SERPA/Zinder can nurpass SERPA/Tahoua as a model of departmental SERPA

efficlency.

6O}



Outputs under Africare Contract

AFRICARE hau been providing techndcal asufstance to the Departzments of

Diffa, Tahoua and Zinder under this profect, 1In peneral, the services

rendered under the AFRICARLE countract are pood to excellent, The exception to

this (s with respect to the operations of the DItla garage,

A can be ween {n the dencription ot activities by department, hoih

Zinder and Tahoua are operating well, with Tahoua no longer requiring a

technical asgistance component, Zinder, once {1 recetves the scheduled

fnputs, has an excellent chance of fulttlling all profect objectives by PACD

(December 11, 198n),

Diffa has not yet achfeved expected outputs, as anly 70 percent of the

vehfcle fleet {5 operating at the prenent time. However, 1t dshould be noted

that DItfa tn operating better than efther Agader o1 Maradt which have not
ft {a

recetved intennive technlcal annfntance an of yet . With thin {n mind,

auppented that dynamic technfcal anufntance be recrafted tar DIfta, and that

the goal for DIfta be tn feprove operations to mateh thone {0 both Tahoua and

Mnder,

Conaldering the overal} perforsunce of AFRICARE technictanas, 1t would be
appropriate to conafder AFRICARE an a source tor techntcal aaswistance to both

Apadez and Marad(, as well an for continued annlntance to Diffa,

General Conelunionn:

As has been noted above, ncheduled fnputs have heen alov {n coming and

are not yet in place 1n Agades, Marad!l and Sinder. Modif{f{catfona to the

garage must he completed In Maradt, aad all three centera opened before

project outputn can reasonably be “easured at these coentern,

DEEfa han tallen short of expectations and will require additional,

tochnieal asatatance, a4 Jrterate DEEPA techntolan and sederate {nputs of

tool {ng and equipoent before expecied profect oulputs can be grhfuved,

fs



Agadez ard Mirad! wiil require dynoamfe technfcal asslstance o order to

start operating etfictently. Should the huteh volunteers not prove capable of

providing f{omproved asnintance, connfderation should be piven to prov tding

technfeal assilstance from other soutces,

A perfodic malntenance schedule and vehicles=spec{ficrecord~systen ahould

be established for all vehicles [n the HBERPA system,

The SERPA system I8 a good one, as seen by results being obtained {n

Stricter application ot this systen {n the other

Tahoua and Zinder.
y 4 long wav towards achleving an eftlcient and cost

departoents will g

effective country=vwide maintenance and repalr network,
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C. PROJECT MANAGEMENT

C.l1. Findings

Several ot the persons {nterviewed In Niapey and the departments
{ndicated that the principal management problem experienced with the project
wat delay in recefpt of prosect tunds tor: {n=country training, and village

health teanm tratnfng, retratning and superviston,

Several faciors under the control of the MOH/SA and Government of Niger

contribute to the lengthy delay of protect tunds,  These fnclude:
y b proj

= Poor project accounting controls in the MOH/SA;

= High turnover of protect accountants In the MOH/SA (five {n two
veurs);

= lLack of detatled prowpective planning, programaing, and budgeting for
project activitien,

= Direct payment of profect tunds trom the Treasury to construction
entrtepreneurs, without clearance by MOH/SA;

= Since UM contraiteatton ot the plansnfep Hf protect activitien
whieh are fuplecented at the departmental Tovel,

= The lap ti=e (twe to three monthe) etween placement of funda at the
departaent leveld aod return to Stamev of receipts tot departmental
project cxpend!ture:;

= Faflure of the BHIP to requent monthly advancens, when there are any

project fandn fn the Treanury account,

Pactora on the USAID/Nfamey wide which contribute to dolays {n the {low

of project tundu toclude:

= Limftatton to o YW=day advanee of project fundw with subsequant
advanced nade ouly when BU poreeant nf the prior advance has been
Justified apatnnt recetipts,

= Usa of anly ooe account for the project,

0O















Comments

Because the RHP has been in existence for so long and villages continue to
ask for VHTs, perhaps the lmportance of this phase has been underestimated.

For example:

1. Part of the lack of support for the RHP may stem from the fact that it
{s not well adapted to or in keeping with the proirities of the
traditional and religious beliefs of the people.

2. The vast malority of village health workers are in fact not volunteers
but have been designated in one fashion or another by the community.
It 1is not lnown how many aceept the position gladly and how many do

not .
3. The success of village health agents appears to be related to how

2

influentinl they are. It is oot koown which variables are relevant
for such status.  Caste may be fmportant {n the Tuareg culture and

youth L5 not always a detriment,

RHIP

The project does not specifically mention this phase of the rural health

gystem but {nstead focused on the importance of supervisory visits.

Reeconmavint fons

. Mayn of strenpthientng cooperation between anfmation, health and
Hteracy chonld be oxplored,
2, MAnthropolopdeal wodles shonld be encouragad to better understand the

cultures smd beliet o repnrding henalth aod dineane of the people nerved,

2, TRALNLE Al RETHAINING

"



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 funds and extra training programs being added in response to urgent needs
such as the gathering of people in off-scason gardening sites.

Representatives from the animation and literacy services are not always
present at the training sessions. If rains start during training, the session

may be cut short.

Comment s

The QU has extensively revised and tested the training manuals for
village health workers.  Same questions which might be raised about training

include:

1. The ratio of “heoretlcal to practical content.

2. The relevance of training to the actual tasks the health workers
perform 1n the 1 Vages,

3. The amount ot information that can be assinflated In one training

session by mostly fHHterate health apents,

The frequency and content of retralning.

5. e site ot the training.

RHTIP

-

Tralning of village health workers and thoir trainers has been a major

activity of the project.,

~a
P



Recommendations

1. Ways to encourage cooperation between animation, health and literacy
services should be sought.

2. Nurses at the dispensary levels, wio are the village health workers'
direct swervisors, should be more [nvolved in training.

3. SUPERVISION

'I‘huog

Regular supervision of the village health workers is essential for success
of the rural health program. Visits are necessary for replenishing medicines
and supplies, evaluation of the perfonmnce of the VIW's, cotlecting
statistics and continuing the oducation of the health wodwrs and villagers

alike. All villapes are to be visitod according to the following schedule:

L. One a month by the nurse from a dispensary.

2. Four times a vear by o neree and midwife {ran a Medical
Clrcunscripticn.

3. Twilce a year by a temn from the departmental level,

4. Once a year by a temn from the natlomnl level.
Practice

Villages, especially those that are farther from medical centers, are
visited {rregularly and {n - moner that 15 too cursory to be a real
supervisory vintt. Table VAL sl why the question of supervinion {s such
nomotsental tasicc On the average In 198 tere were 563 Vil - per
departzent, 104 oer arvondd eament and )/ per dlepencomry s When vlnles are
dovve ) often e mamy nn H-7 ui) Lages are ween oo single dav, Hetle more {n
domee thun checledng the meddeal wltn and (e recond notebooks and mid-wiven are

ravely membern of the temn,

7]}



Table V.A.1

Rural Health System
Supervision
Infrastructure and Personnel - 1984

Depart MO PMHRD SN S (N VHT  VHT VHT VHT  WT VT

M)y ) (M) v ol MDD S TN

Agadez 3 15 15 Y 6 113 i ] ] 14 3
Diffa 3 12 8 i 26 2 78 20 29 54 )
Dosso ! 13 19 12 S8 12 145 22 Bh 61 13
Maradi 7 36 23 18 72728 104 20 32 40010
Hiluncy 7 66 41 16 127 K2 VK 12 20 4o 6
Tahoun 7 K 20 10 9 LYy 71 15 ) S O
Zinder O 3 23 9 SR WL} 13/ 2 36 9] 13
Total 4 234 149 BC A3 A9

Average 10¥s 17 26 49 9

Source: Bilun Annuel d'Activitds FSV 984
Rnp}u)!‘t' d'Activitds du MUP/AS 1984
MC = Medieal Clroweneription
PM o= Medical Pout
RD = Rural Dispensary
S State Durne
MW o= State Mid-wife
(I Cert 1 e Nure
VHT = Villige health Temn












RHIP

The project objectives called for the provision of drugs and equipment for
all VHT''s in the country over a fiw year period. The only medicines which
got to the villages were those provided with training sessions, che assumption
being that stocks would be replaced by funds generated by sales.

Recomnendat icns

1. There are some villages in the country where fewer medical kits than
VHWs were provided, with the result that VHWs are called "grands ou
petits secouristes' depending on whether or not they have one.  The
project mipht consider piving them to the have-nots.

2, Studiles are needed to penait the povernment to {zplement in a rational
and cquitable wiy the policy of payment for mdicines tut was
espouscd at the Maradi conference In 1983, e current policy of free
medicines for nomds {n some parts of the country and not in others

Nty Lo be reexmnined,

5. COMMUNITY SUPPORT

Th(-()r}r

“Auto-Fnendrament Sanitaire! (A Self-Reliant Health System) Implies that
the villagers huve been invelved in the declston-nnking process in the
planning, irplawentation, and evaluation of the rural health system. In other

wordn, they huve talaen thedr bealth (nto their own lunds.

Practice
At rtated eoiier, it La probable that the villapers huwve had less than
adequate fofomat Lon, underntanding and dectrlonmmaldng authority, and thus

renl participation {u the rare exception ratheer tlun the ule,



Comments

The evaluation team had the opportunity to visit two villages in the
department of Diffa and interview both viliage health workers and villagers
using the same questionnaires that had been used in a survey in 1976
(Wassiry). The results are preseated in Table V.A.2.  In voch villages, the
villagers expressed satisfaction in the services of the village health workers
and agreed that when possible medicines sheuld be purchased.  The heelth
agents Interviowed (both VEWs and 1T8As) had all becn retrained an average of 3
times, had been visited an average of three times a vear over the last four
years, responded accurately to questions of dingnosis and treatment, and had
well-stocked although incarplete medical kits.  In response to the question of
remmeration for the VIN's, the responses woere unequivoenl,  The villagers saw
o need to remunerate the IW's for thetr services and one ViiW clafmed that in
nine years of service he bud not even received a chiclken, Wen in one
village, the conversation tumed to the possibility of vralning firsc-atid
workoers for the trentment of anfmals, 16 was leamed that 60 nomdie tribes!
were willing to contribute up to o total of 2 millton CFA francs a year to
malntain the Lvstem, Ineluding cprrating costys for the villape ehfefl's Toyota
and salaries for the worlers. In this one cone {6 would appe ar that the
question of lock ot commmity flinelal support for W' s related to

prioritics and willigness to pay rather than an fnability to pay.

RHIP

e project did not directly address the Lasue of camunity participation
and rupport.,









V. B. Impact Analysis

The RHIP Project Paper (p. 2) makes the following clafm:

"While scienttffcally valld data regarding the fmpact on morbidity and
mortality ot village heallh teams s not presently avatlable, ft {s highly
probable that the VHT's are having signiffcant fmpact on the health of the

populations they werve,”

The U.S.0 AID overall rattonale for health projects {n the Sahe! has been

esdentlally the following:

1. The major poal {s tood welf-suffictlency,

2. Farmers are otten unable to work hecause of (llness.

3. Health projectn will reduce mortality and the number of days of restricted

and lomt activity.

4. Thin will permit farpers to work more and to {ncreane food productfon,

Thun at the end 0! this project we are anked not only to weanure l{fe
expectancy and fatant mortalfty bot aluo to show 4 decreane (n worker
Incapacity,  The volumfnous sfterature on the relattonshipn hetweon health

profecta, health and agrfcultute leads 1o these conelunlonns:

I, Even In well-controlled expetivental nettings (auch an Naranpuwnl or Danfa)
the evaluation af {mpact ;a Wighly complex and the renults {neonelustve,

(Yaruquee)



2, The relatfons between health and economic development are so complex that

the definftive study tn this area will never be made. (Barlow)

3. That healthly men produce zore (not that they can but that they actually
do) fs logtcal but has only been proved {n a small number of limited
sltuations,  (Davien)

. Ratntall and pricing policles are better explanatory vartables for

apgricultural production than health.

Having noted the ditffculties does not oean that we can say nothing about the
health syntem,  In fact there {4 4 trezendoun amount of {nforzation, which
althouph lewn than perfect, can 2tdidl lead un to reascnable conclusfons about
the present sftuatfon, histortea!l trends and npecitic areas of strength and
weaknens,  In 191 WHO care oat with 4 et oy puldelfnes tor evaluation
tncluding four mator vategorfes of Lrdleat ors: health poeltey, woctfal and
coonosle . ut{ltzation of rerytoen, and bante health status,  (Health for All
Gerles No, %) The nate year at the fh Health Nludy Days In Difta, the
MOH/SA produced o 1lst of suppented health fndlcators and tn Jukd subl fahed an

analystn based on them, (Indlcateurs Sanltalees, Niger, 194,

For the purposen of thin evaluatlon we will atart with the tvelve global
fndfeators ncugented by WHO,  Then we will une the apecfifc cateparfos of
health fnfrantraucture, perannnel and utdlizatton of aervices, votharing
national reaulta with those 0 the DIffa Departoent and whenever pudsthle
eranining trends covering the yeara of the 1fe of the RHIF fron 197N to (he
prenent, Finally, we teturn ty the pational Jlovel to dlacuan the guention of

baale health statun fdfcatora,
QyﬁnAL’;ny}yATqu$ (Tabile ¥V, H,1)*
In the arca of health policy, the GON seores very high marks, having launched

4 proptan ol tural care 1o 1964 (14 yeqrs before Alma Ata) and feaffitming {te

political commiteent aftar the change of government a 1974, While resourees
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are woefully scarce, the government is attempting to redress inequities in the
distribution of resources, encourage increased participation of the people and
{mprove efficiency in the management of programs both national and those
assisted by foreign aid. Although water supplies, sanitation and immuni-zation
coverage are inadequate, maternal and child care 1is better with 410/1000
deliveries being assisted by midwives or trained birth attendants and 210/1000
well babies belng seen in health centers. The levels shown by the
socio—economic and health status indicators are a reflection of the fict 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 gcal.
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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. Presldent'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 Soclety 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 GNP The MOH/SA budget is
the GNP is 5.6% of the government's budget: 730 CFA
spent on health frarcs per capita
4. A reasonable percent- + a. 50Z of departmental funds are destined
age of the national - for local care (hospitals excluded)
heaith expenditurc 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 MOH/SA
5. Resources are + The Five Year Plan (1979-83) and

equitably
distributed

the ICP have called for the reduction of
reglonal inequitfes in funding, infras=-

tructure, and personnel; however,

cities sti{ll have a priviledged status.

* List adopted by the 34th World Health Assembly, 1981
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Table V,B.1 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- especlally 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 347 3
Urban 487 36%

b. Immunization - b. 1983 Vaccine Coverage
againsr diph- Children BCG 70%
theria, tetanus, Tetracoq 5%
whooplng cough, Measles 167
measles, Pregnant
poliomyelitis Women Tetanus 4%
and tuberculosis

c Local health care +  c. 45X of villages have VHT's but
including at least - the restocking of medicines is
20 essential drugs not systematic
wvithin one hour's
walk or travel

d. Trafned personnel o d. 410/1000 deliverfes are attended
for attending pre- - of which %32 are handled by rural
gnancy and child- trafued birth attendants,  210/1000
birth and cartngp well bables are seen tn health centers;
for children up to tae number seen by health agents {n the

at least one
of age

year

villages {3 not known,
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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. B80%Z (Survey at the Central Maternity at
newborns weligh Niamey 1979-1983) Newborns are not
at least 2.5 kg. weizhed in the villages

b. at least 907% of = b. 14-24% fall between 80-85Y
children have an (Nutritional survey in 3 departments
adequate welight . 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 - 1683 - 45 years

11. The adult literacy
rate {a over 707 - 12%

12, GNP per capfta - 1983 - US$ 240
exceeds 1SS 500

Source: Development of Indfcators for Moni{toring Progress Towards Health
for All by the Year 2000, WH0O, Geneva 198)
Canevas du Niger = Perfode 1983-198%
World Development Report=1985 World Bank, Wash{ngton, 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)

NATTONAL INDICATORS

1. Evolution of Health Infrastructure
(1978-1984)

The ratio of population to hospital beds has worsened by 252, population to
dispensaries has {mproved by 18% and population to medicine distribution
points (Popular Pharmacies and medicine depots combined) has improved by 507%
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 - 1944)

Year Category Number Population
Category

1978 Hospitals 7

Hospital
POP=50984G0 Beds 3,162 1,612

Maternities 41
MCH centers 20
MP + RD 159 32,065
Popular
Pharmacies 15 339,893
Medicine
Depoty 6

1984

POP=)149102 Hogpftals 13

Hospital
Beds 3,075# 2,000
Maternftfes 53
Maternity
Bedu 1,044 2944
MCH conters 28
MP o+ RD . 234 26,278
Popular
Pharmae few 20 307,455

Modtc e

[)v‘ml o 11

¢ The |I’;1“(v‘:"*r::‘l‘r_j/‘ 7):;1;»(!.11 at Niamey tua not yet operational,
R Expected annnal birthn
Sourve:  Rapport d°Activitén do MSP/AS 1904
Flve tear bevelapment Plan 1979=87 (Mealth Seetor)
HH



2, Evolution of Health Personnel
(1978-1984)

Population to personnel ratios have improved by 3% for pl.ysicians (The
percentage »f Nigerian physiclans golng from 25% to 40%), worsened for state
nurses by 14% and worsened for certified nurses by 14%Z. Women of child
~bearing age per midwife has improved by 42%, and the number of sanitation
technicians (7) 1is insignificant. 1In all cases the pop./personnel ratios are

short of the norms called for in the 1979-83 Fiv~ Year Development Plan.

Teble V.B.3
Evolution of Health Personnel
(1978 -~ 1984)

Year Category Nigerien Total Niger Pop/Category Pop Desired/
p4 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 8,500** 2,852%%
Certified Nurse 7177 777 100 7,914 3,911
Sanitation
Technician 7 7 100 878,443

* Target In Development Plan (1979-1983)
** Women (14-49 years)

Source: Rapport d'Activitiés MSP/AS 1984

Five Year Development Plan 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 557 from 182 to 282/1000 and assisted deliveries per expec.ed
births has improved by 657% 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 - 1984)

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 46,849 184/1000%*

(under 1 year)

1984 Visitorsy
(MCH Ex<luded) 3,302,350 0.54

POP =

6149102  Prenatal Visitors 86,551 282/1000%*
Deliverfies 59,801 195/1000**
Well Baby Vigfitors 61,659 201/1000%#

(under 1 year)

* Visitor reters to “consultant™ not "consultation®
**  Fxpected births
Source:  Rapport d'Activitio du MSP/AS - 1984

Flve Year Development Plan 1979-83 (Health Sector)
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4, Rural Health System
Village Health Teams (1978-1984)

The number of VHT's has fncreased by 161% from 1496 to 3898, and the number of
villages covzred 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 {mproved 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.5S
Rural Health System

Village Health Teams (1978 - 1984)

Year Category Number Villages % Villages Vi{ll,Per Rural Pop
in Niger Touched Category Per Category
1978 VHT 1,496 8,615 17 5.8 2,965
POP=5098400 VHW 2,185 3.9 2,030
Rural Pop.= TBA
4435608 1,836 4,7 604%
1984 VHT 3,898 8,625 45 2,2 1,309
POpP = VW 5,769 1.5 885
6149102

Kural Pop,= THA
5103755 6,380 1.4 200+

* Rural Women (14-49Y years)

Source: Five Year Development Plan 1979-83 (Health Sector)
Bilan Annuel d'Act{+{tbs ESV - 1984 Avril 1985
Rural Population = B3 of total Population
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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.O
Rural Health System

TBA Activities 1984

TBAs Births  Expected Attended/ Births/ Evacu- Evac./
Depart. Population Present Attend= Birthgk* Expect-  TBA/ ations TBA/
ed* edrax Month Month
Apadez 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
Dosso 835,314 1,158 13,996 34,666 404 2.5 226 0,02
Marad{ 1,144 445 1,495 10,848 47,494 228 0.6 596 0,03
Niamey 1,412,045 1,148 9,629 "8, 600 164 0.7 352 0.03
Tahoua 1,197,306 969 14,797 L9, 6RE 374 1.6 594 0,05
Zinder 1,207,681 1,399 11,520 50,119 230 0.7 445 0,03
Total 6,149,102 6, h0% her, 1273 290, 184 259 0.8 2,274 0.03
d Birtha anofeted atter delivery are excluded

A Expected birtha = HIT of pop. tiames HG/1000

MAE Per thounand

Source:  Bllan Aunuel d'Activites ESV 19K4



6. Rural Health System
Dosso Department -~ 1984
VHW Activities

On the average there are 1.4 consultationg per rural person per year with each
VHW treating 2.5 patients/day. Three ma jor 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 ma jor consultations per child (0-4 years) per year
{s 3 of which the number under ] year is unknown. Reporting of deaths is low

with only 11X of expected deaths being declared.

Table V.B.7
Rural Health System
Dosso Department 1984
VHW Activities

Population 820000
Rural Population 680600
Rural Children (0-4 yeurs) 131696
Number of VHW's present 1041
Total Consultations 943997
Consultations/person/year 1.4
Consultatfons/VHW/day 2.5
Consultations (3 major symptoms)® 726834
Children (0O=4 vear) 419760
“ of the consultatlons 382
I » fover + headache 732
Y o= diarrhea 27%
Connultation/chtld/year k)
Expected Deai by 17013
Declared deaths 1835
Percentape of deaths deelared 1)

-----u..-~....-.—-...a...-.-.‘-...-u.....m-.m-..-__—-—-u—---------- -

. Fever, dlarthea, headache/pain
Noute e Fapport d'Acttviten = Dogan 19H4

l']
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2. Rural Health System
TBA Activities
(Jan-=June 1985)

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
THAs present 279
Attended births# 228
Expected births 4000
Attended births per

Expected births 60/1000
Birtha/TBA/month 0.14
Evacuat fong 49
Evacuatfons/TBA/month 0.03

_—_---.--........._.......—-..--...-—--—-—-.--—---—------ -

* Birthy attended after delivery are excluded
Source:  Rapport d'Activites - Diffa (Jan=June 1989%)




3. Rural Health System
VHW activities (Jan=June 1985)
Table A.10

With 288 active VHW's the rural population to VHW 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 | major consultation per child per year is

recorded. Only 3% of c¢xpected 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 VEW's present 268
Total Consultations 39077
Consultatfons/person/year 0.5
Consultat {ons/VHW/day 0.7
Consultatfons (3 major symptoms)* 21947
Children (0O-4 year) 10289

%Z of the consultations 47%

Z = fev.r + headache 66%

L ow dlarrhea 34X
Coanultatton/child/year 0.8
Expected Deathn 2000
Declared death; 61
Percentape of deathn declared ”

Source:r  Papport 'Actfvites = Difia (Jan=Jufn 1989)
* Fever, diarthea, headache/pain
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4., Rural Health Systenm

Coverage and Rates of Abandonment

The percentage coverage varies depending on the definition used. Village
coverage of 317%Z 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 and southern arrondissements are

separated. Likewise for the TBAs 25% becomes 817 and 16%.

Table V.B.11
Rural Health System
Diffa Department - (Jan - June 1985)
Coverage and Rates of Abandonment

- - - ——

A. Diffa Arrondissement

Population 69000
Viliapes 215
Tribes 60
Villages Touched 81
Tribes Touched . 5
COVERAGE
Villages 382
Tribes 8x
Total 31z
Percentage of the Population 447
Population/Village Health Team 970

B. Rate of abandonment: 3 arrond{ssements

1. VHWs
N'Cuigmi 732
Mafne-Secoa + Diffa 10X
Total 272
2. TBAn
N'Guipgmi 812
Malne=Soroa + Diffa 10%
Total 25%

TN G U D e e S 450 o O a0 e e i e e - 0 P G S LT T o - e e e e w LU LT L 1]

Source:  Paport d'Activites = DIffa (Jan=Juln 1989)
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Comparison of Diffa and National Averages

In general the population ratios to {nfrastructure and personnel in Diffa
compare favorably with the national averages. One ‘mportant problem 1is 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 but probably include such
factors as large numlers of empty med{cal 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

carlier this year the MOM/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), 1290 women and 3000 znildren were
covered. The data have been coded, verified and computerized and are now

ready for 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 will probably be unable to answer the question of presence or
lack of {mpact 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 VHT or dispensary. Also given the
increased mobility of the population in the droupht years and heal!th education
campaigns on radlec and television, 1t s unlikely that these villages are

“uncontaminated” by the rural health system,
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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 1s not
known. Perhaps the relevant varfables incl.dec 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 chogen, the quality of training, the status of

the medfcal kits and the frequency and quality of the supervisory visits.

5. 1If we accept the hypothes{s that the rural health system has functioned in
a less than optimal manner {n the last 7 vears, then {t {s reasonable to
assume that any effect would have been a small one. If this ig the case, the
small sample sfze (originally 200 villages were supgested) of the survey may
{ncrease the chance of faflure to detect saall changes that have occurred. In
the language of the statisticians, the "power” of the survey to detect such

changes may be too low.

CONCLUSTON

The WHO pglobal {ndicators show that the GON's politfcal comm{tment to rural
health care remafns firm. Areas in need of special strengthening fnclude the
budget of the MOH, rural sanitation, {mmunization average and literacy rates,

espectally of women,

Health structure and personnel indicators show that Niger had made
consifderable progress {n fncreasing acceuss of the rural populationn to health
services,  Lfttle {4 known about the qualtty of the werviced and although
villagers penerally exprens satinfaction with thelr VHT'5, they have yot to
hecome ot fective partfctipanty tn support of the wystem,  Fieally, the
morbility and mortalfty study will produce wome bantc health tndleators but
Wil probably bLe urable 16 show caunnal 1inks related to the presence or

nthaence of contact with the rural health tyntem,
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C. Community Participatlon and Develcpmeunc Activities in Niger

Social responsibility and mutual afd have existed historically in Niger's
traditional cultures. The creatfon of the Soclety of Development fs aimed at
the strengthening of community efrforts fo address all of {ts problems,

{ncluding health, The organfzational diaprams of the Society of Development

and {ts relationship to the Samariya (youth orpanization) and the cooperatives

are presented {n Fipures V.eol oand V.C. 2. Inciuded amony the

socio-professional organizatfons are the Higerien Womens' Assocfation (AFN),

the Islamic Association, and the Associatfon ot Parents ol School Children.

Village development committees have played a posftive role in the coordination

of emergency tood distriburion activities,

The realization ot dynamtc community participation and self-relfance will

not be ecasy au village committees (tor health and other sectors) and

cooperatives fn the Sahel have rarely had sustofned success.  An additional

challenge to fncreased community partfceipation in Niper will be achievenent
the right balance of centralization and decentralfzation ot the

deciston—making proceusses as the Government ol Niper seeks to encouraje more
local i{nftfative, The questions {n this area are complex and need intensive

atudy.

100



Figure V.C.1
DEVELOPMENT SOCIETY: STRUCTURE

PCMS
Chief of
State

Government

CNSD
5 Representatives CRD
7 Rep. per National
Offi{ce of the Socia-

Profesnional Assoclations
CRD
Prefet + 15 to 30
Member chosen by CSRD

CSRD
Sub-profet or Mayor +
12 to 30 members chosen
by local councils

CLh
Chief of canton or proupement
+ 20 to 30 members chosen by
Village or tribal councilsy

CcvDh
Village or trital chtet +
representat{ves of snocto professional
assonpintion

Popu’ation

Source: Commission Nationale tour la Mise en Place
¢e la Soclbté de D(=GL-)Développement. p. &b
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Figure V.C.2.

DEVELOPMENT SOCIETY: PARTICIPATING STRUCTURES

LEVELS SAMARIYA STRUCTURES DEVELOPMENT STRUETURES COQPERATIVE STRUCTURES
Nation Natlonal Councll Yatlon Council Nation Union

(CNS) (CNSD) (LNC)
Depurtment Repfonal Council Reptlonal Council Regironal Unfon

(CRS) (CRD) (URC)
Arrond{s- Sub=Rep{onal Council Sub-Repfonal Councll Sub=Repfonal Unlon
gement (CHRS) (CSRD) (CSRC)
Canton or LLocal Counctl Local Councl] local Unfon
Groupenment (CLS) (CLD) (ULEC)
Village, Tribe Samariva Village Council Mutual Village Group,
or Quarter (CVD) (CMV)

- —— - 0. 2 S o o S D o L A M o o - S [ T s S e Tk U W D T P R G R S S - T 0 S 6 45 S D S A

Source: Commision Hationale de Mise en Place
de la Sociéte de Développement p, 47,
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CHAPTER VI

ECONOMIC AND FINANCIAL ANALYSIS

1
A. ECONOMICS OF THE HEALTH SECTOR—/

This section begins with a summary of Niger's overall macro-economic

gitnation and higbliphts those parameters which constrain, or otherwise impact

on the ability of the government or private sector to provide health

soervices. Information follows atout trends in, and the allocation of
] 1]

government health sector fnvestment and recurrent expenditures, private health

expendftures ond donor expendftures In the health sector. The section

concludes with a deseription of the major sectoral policy Issues arising as a

consequence of cconomic and financial constraints.

A.l. Macro-Econonic Contert

The Rural Health Improvement Project (RHIP)activities commenced under the

relatively tavorable economic circumstances that accompanied the uranium boom

from 1975 to 1980,  GDP and GDP per capita real growth was over 5 percent per

annum. However, as noted in the Mid=Torm Evaluation, Niper's economic

prospects deslned fn 1981 with the decrease {n the world price of uranifum,

and return of several years of drought which attected both apricultural and

livestock productfon levela,  GDP and GDP per capfta real prowth turned

negat{ve fn the carly 19804 (see Annex D, Table D.1). World uranfum prices

are not exyected to fnerease (n o the toreseeable future, and the projected rate

of GDP prowth for Niper tor the rent of the decade 14 low., Per capfta {ncome

growth will probably stapnate durfng this perfod with estimated population

‘4

growth rates of 2.7 to 3,0 percent per annum.

17 .“..‘H\‘j”v'—”fl.("k!ivllhw are related to pood health, e.p. aprtcultural production
and dtarributton, and aurrittonal atatuas; wate water supplies and sanftary
wante diaponals women's edocatton and ecnplovaent; and preventfve and curative
v health personnel and tactltttea,  For purposes of thin

aervices provided by
dctivitien

and ttoanctal analsata, the health nector fa defined s

eccononlc ¢

related to the provision of preventive and curat{ve nervlees by health

personned and factltfes tn the public or private aector,
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~ The uranium boom of the late 1970's contributed to the real growth of
gévernment revenues of 23 percent from 1978 to 1981, However, povernment
expenditure expanded even more rapidly during this perfod, almost 74 percent
This resulted in an over two-fold increase In the government's
The Ministry of

in real terms.
budgetary deficit, which was 61.2 billion CFA francs in 1981.

Finance (MOF) and Internatfonal 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
{n 1983, and the ratio of public debt service payments to export earnings and

private transfers equaled 33 percent (see Annex D, Table D.3).

A.2. Covernment of Niger Investment in the Health Sector, 1978-1985

The Five Year Plan for Economic and Soclal Development, 1979-1983,

{ndicated that the Government of Nizer planned to allocatce 9 percent of public
p I p

fnvestrment to the health sector. However, actual public {nvestment {n the

health sector was only 2 percent ot total public investment, and only 43

percent ot the planned level tor health.  This ratio of actual to planned

investment was lower than for all other sectors (see Annex D, Table D.4).

Government of Niger health sector {avestments were to be for the construction

of 118 dispensaries, L4 PMIa, 16 maternfties, 3 MCs, and one departmental

hospital at Zinder (Flve Year Plan, p. 409). Thus, the fnabtlity ot the

Covernment ot Niper to reach Investment tarpets may partially explain the

current {.alalance hetween (ntrastructure and perfpheral health workers,

Further, even thouph the Government ot Nier {ndfcated that {t planned to
p

allocate 4 and % percent ot pnblic fnvestzment funds to the health sector in

1984 and 1985, there wan no public fnvestment in the health sector {n 1984 due

to the collapae of the Natlonal Development Pund (FN1)Y. This redouree

allocatlon dectvton may o part be due to the current and antictpated

avaflabl ity of external reqources tor health sector Investment,
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FINANCIAL

/SA Baiget Murd/SA Budget ;~§i:; Medicines Operating
Tear {0 CFA) {(Real 1970 CFA) Change Fersonnel & Yaccimes Transport Funds
(%) (2) (%) (2)

ivle ..ciC,520 1.550,.85Q -— 48 24 10 18
iviy < 805 &0 1.8649. 965 12 45 30 10 15
I9&G 3. 039,60 1.853.415 0 45 31 10 14
P98l 3443500 1.879,292 3 49 29 9 13
L4l 3.812.400 1.905.247 1 51 29 8 12
1933 4.366.500 1.991.,047 5 53 26 8 12
1934 4.455.%0 1.893.540 -5 >4 26 8 12
E235

MSP/AS, Rapport d'Activités du MS?/AS - 1984, Tableaux 1II, 1.3,

1.4, 1.8



FA3LE VI.,A.3

DISTRIBUCION OF MOH/SA OPERATING BUDGETL/

ADMINISTRATION

Cablnet anl Central 3ervices
EASP

ENICAS

SERAA

SHERPA

Aorld dealth Drzantzation
Medlctaeq (LY of total)
Gasoline (33% of total)

Total:

HOGPITAL SalVICES

Nivaey tlospteal

Zinder doaplral
fuberculyaty Zeatre (CNAT)
il fiing Matatenance
lrangport and perd{ens
Hedlctnes (HH3 of total)
Sagollae (02 ot total)

foral:

DEPARTALTINL SeAvICES
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Vace iney
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Sataline (HIY of total)
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155.5
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200,09
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100,7
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200,90
414,09
100,7

Il L (+7%)

251.0 (11X%)

2499
80.3
35.9
30,9
30,0

522.5
12,3

L.OL7.d (43%)

Ll4.)
190, 0
2.4
200,0
13,9
7.8

L.a75.3 (k)

Y 3tttton curcane GPA france: Flguras fo not Lnclude pecdonael axpandltuces.
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TAHE VI.A.4

ALLOCATION OF

FUNDS FOR FIXED DEPARTMENTAL HEALTH UNITS

Population estizates derived by using 1377 census figures
MOH/S5A, Rapport 2'Activités du MSP/AS - 1984, Tableaux III, 1.7.

dluTce
—_—

1534
Total Per Capita PMI
Non-Hospital Non-Hospftal Pregnant Expenditures
Depart— Total Budget Hospitals DDS + MC PMI Expenditures Expenditures Women Pregnant Woman
Ment {0cg CFA) < pe - (0G0 CF4A) Population (CFA) (000 CFA) (CFA)
Agade:z 35,00+ ~5 SU ~ 30,510 150,000 203 7,530 353
Cifzs 3w, =52 <5 -9 6 29,864 201,700 148 10,085 296
Zosse 35,70y 32 o 4 40,431 835,300 48 41,705 46
Marsdi ius,dy2 L2 54 4 61,754 1,144,500 54 57,220 71
viczey 575,341 54 38 8 251,901 1,412,0400 186 70,602
Tancua 133,713 36 bl 3 60,080 1,197,300 56 59,865 60
Zinder 192,107 by 30 4 77,640 1,207,600 64 60, 380 152
TeTal 1,147,253 50 44 6 568,846 6,149,100 93 307,455 220
hote: The nuzber of pregrant women was estimated as 50 per 1000 population.

plus 2.7% annual rate of increase






The implications of the above have not been lost on the Government of

Niger and external donors involved in the health sector. 7The "Debat de

Maradi” i{n 1983 and the "Journces d'Etudes a Agadez” in 1984 were national

health policy dialogues that focused on issues of financing foc health sector

)

acrivities and improved drug distribution (see "Cost Re-overy and Beneficiary

Contributions” discussion, Section C, and Chapter VI1.) The World Bank has

included several health policy issues i its Structural Adjustment Credit
(SAC), including: che need to reduce GON plans for manpower trafining

vespecially physlcians), and facility constructfon; the need to recoup part of

the costs of providing health services through user fees at all levels of

health services; the high cost of medical evacuations to Europe; the

disequilibrium in the allocation of the bealth care budget tor 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 {ssues are belny considered as areas for poliey

dialogue in future USAID/N health sector asslstaunce.



B. RECURRENT COSTS OF THE RHIP PROJECT

In light of the preceding discussion on the current difficulties of the
Nigerien economy Ia peneral, and of the health sector more speciflically, it {is
necessary to see {f a comparison of ex—=post estimates of the recurrent costs
of the RHIP with MOH/SA budgetary resources s as optimistic as estimates made
The following

during project design or subsequent to the mid=term evaluatfon,

section will 1) review the Project Paper and Revised Implementation Plan
v per %

estimates of project recurrent costs, 2) re-estimate the recurrent costs of
the project as of June 1985, and 3) compare these with available MOH/5A budget
resource s,  Subsequent sections of this chapter will discuis means avallable

to redure the recurrent cost financing pap fncluding:  reallocacion ot the

MOH/SA budget, cost recovery, cost reductlon, slowed rates ot {nvestwent, and

donor flnancing of recurrent costs,

B.l. Project Paper and Revised laplementatfon Plan Recurrent !5t otinmates

The Project Paper for the RHIP estimated that the cdditional recurrent

costs of the project to the MSP/AS at the end of the profect {n 1983 would be

263,000,000 FCFA tor walarfes or retrafning support to " he new perconred

trafned by the project.  This sum was cquivalent to 30 percent of the M5P/AS'a

14 perecent of the total MSP/AS budpet tor

budpet of the M5F/AS

1977 budpet tor personnel, and

1977,  Ansuniny o profect MHie of 5 years, the total

would have to prow {n real terms by D.4 nercent oer year o order to absordb
b . i )

these recurrent costs at PACD,  Although the analysta d0d not compare thin

prowth rate with the historfcal trend trom 1975 to 1977, the authoes coneluded

that,

"Given a continuatfon ot the predent boom {n uranfum revenues, and

continuation of the GON'a {ncreaning support to the health nystem,.. the

MOH can manage the additional recurrent conts penerated by this

project™, (Froject Paper, p. 9.
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TABLE VI.B.1
ESTIMATE OF RECURRENT COST OF NON-VHT PROJECT QUTPUTS

OUTPUT PP QNTY RIP QONTY ACHIEVEMENT ESTIMATED ANNUAL RECURRENT (COS1
JUNE 1985 UNIT TOTAL COMPONENT

HUMAN RESOURCES

Long term training 25 n.a. 70 Proj trained existing MOH/¢
personnel

Certifled Nurses 200 300 340 408,000L/ 138,720,000
State Nurses 100 140 180 686,0001/ 123,120,000
Sanftatfon Agents 75 45 125 &08,0001/ 51,000,000
Auto-Mechanics 50 S n.a. 432,0001/ 2,160,000
Blo-med. Techniclans 50 4 30 686,4001/ 20,592,000
Medfcal Students 25 0 component dropped {n RIP
Departoental Semfnars 175 n.&, ¥ - 3,360,00”2/
Mattonal Conferences 5 n.a. 18 - 31, 600, 0003/
LESTITUTIONAL DEYELOFMENT
DOS Complexes=oft/gar 2 2 2 3,300,000 6,600,000%4/
Dispennarten

- New 7 7 7 1,500,0002/ 10, 500, 000

= Renovat/equip 220 n.a, 70 - nh

- Santt Improve 220 n.a. latrines: 14 Informatfon not collected

Hp0 file: 270 Information not collected

Warehoune 0 0 1 Information not collected
Vehiclen 42 34 32 457, 4000/ 14, 636, B0
Mabylettes 200 100 91 175, 5007/ 19,970,500
Carage equip (1int) Purchaned but not tostalled
Medical Reopafr equip (linat) Informatfon not collected

Informatton not collected

A=V equipment (1{st)

Cold chatn equip (11at) Inputs not provided, lack I
plan

Vaceines= §ull vaecination for 500,000 Inputs not provided, lack |
plan

e

TOTAL 418,259,300

n.a, = information not available
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B.3 Estimates of the Recurrent Couts for VHT=Related Activities

Several authors have made hypothetdcal estlmates ot the recurrent costs of

the VHT program fn Niper based on assusnptions about the type and quantity of
fnputs required to carry out the project, The results of these studies are

sumzarized below,

Mintstry o! Health-Chad

In 197K, « =isston from the Mi{nistry of Health arnd Social Affairs (n

Chadl/ vistted Niger to conduct an evaluatton of the VHT program, Thelr

report ftucluded an estisation of the {nventoent and recurrent conts of the VHT

! (nee Tahle YILB.2 coluzn 1), lo sussary, thelr

yrogram {orf Stacey Departoent
" 1

entllmates o the avetape anpual (ovestment and recurrent coasts per YHT ta the

Niamey departoent were!

Anfecation: ;2,000 FCFA
Tratntog & Urug kit: 101,000 FCFA
Hetraining: 25,333 FCFA 2/
Supervinion: 2,000 FCPA

TOTAL INVISTMENT COST/VYTe 163,000 FCFA
TOTAL HFCUKRENT (OST/VHT %7.31) FCFA
R COEFFICIENTSY = 0,34

Boukar!, Tankar! and Ur!ghp

Eatimatea of the average annual {nvestsent and recurrent costs of the VHT
program o the Ntaney depattment tn 1978 vore aluo gade by Boukari (1979)
Tankart (1979) and Mright (1979), and reported n a paper by Mead Over ol

Boston Univeralty (aee Table V8,2, colusn 11). In aummary, these catizates

ate !

Anfgat an: JY,A1B FCFA
Tratning sbrug kit 125,196 FCFA
Retrafning: 23,399 FCFA 2/
fupervicion: 34,130 FCFA

TOTAL INUFSMMENT cosT/VHT= Jad, 614 FCFA

TOTAL HFECURRENT CORT/VNT< 5,529 FCFA
RCOEFFICIFNT = 0, )R

10
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Over-Hoston Yniveralty

Over (195%) moditfed the Boukart!, Tankar{ and Wright estimates given above

fn order to eustimate the {nvestment and recurrent costs ol a natfon=vide VHT
program. He ansumed that average costr would rite as the progras vas

fmplemented (n more reaote, less devsely populated parts of the country,

In sumzary, hts estimates (see Table VILB.2, column 1) are:

Anfmatfion: 109, 580 FCFA
Trafinfog & Drug kit:lel 670 FCFA
Retraining: Vi, 091 FCFA 2/
Supcrviuiun: :‘i.(“(‘:’] FOFA

Y

TOTAL INVESTMENT COST/VHTe 272,752 FCFA
TOTAL RECURRENT COST/YHT= 110,494 FCFA
R COEFFICIENT = 0,413/

1/ TInecluding Lrna Kerat, LRAID/N and Peter ¥Xnebel, consultant,
2/ Asruming VIITe are tetrained overy ) years,
Y/ Ratta of recurrent to fnveatment expenditures,

1

®
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Evaluation Estimates

The foregoing estimates cannot be utilized without modification for

estimation of the recurrent costs of the VHT program in 1984, For example,

domestic cost estimates for the 1978 studies would have to be {nflated to

represent 1984 costs, and the cost of fmported ftems such as petrol would have
to be adjusted for inflation and the decline in the exchange value of the

CFA. Further, interviews with the DDS Adjoint In-Charge of the VHT programs
in Agadez, Ditfa and Zinder, Indicate that the 1978 studies over-estimated:

1) the actual amount of time that MOH/SA personnel spend {n animatfon and

supescvision activities, and 2) the actual number of trips made to villages for

animation and tratning activities. Further, these estimates do not {llustrate

how the average {nvestmen! or recurrent costs may vary with different

departmental popuiation dens{ty/dlapersfon and terrafn.

Insuffictent {ntormation {5 avalleble to allow for estimation of the

recurrent costs of the VHT propram tf {t operated according to design plans,
f.e. {f there were adequate pusbers of personnel and facilities to match the
tdeal ratfos of MCs and dispensaries to VHTs and adequate personnel, vehicles

and petrol to follow the prescrtbed tfrequency and duration of supervisory

visits., What follows below {4 an estimation of the {nvestment and recurrent

costs of the VHT propram as 1t actually operated {n 1984 f{n the 7 departments

of Niger, Table VI.B.3 shows the actual expenditures of the MCU/SA {n support

of VHT antmatton and tratnling activitlies {n 1984, The averape expenditures

per VHT be department were ag tollows (In order of fnereasing expenditure):

ANTHMATION AND TRA NING
EXPENDITURE PER VHT (FCFA)

DEPARTMENT

Tndee 95, 288
Maradi 116,840
Donno 130,332
Nfamey 133,876
Tahoua 138,176
Diffan 173,708
Agadez 336,400

NATIONAL AVERAGE 124,068
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Although the above flgures snow actual expenditures for the VHI program
for 19484, they do not fnclude all of the recurcrent costs of the VT program,
e.3. the admilnistrative costs of tne program and 4 wneel 4Arive ventele

maintenance.

Further, the part of the time of other MJ:d/3A pecrsonnel (e.g. Director
OES, Directors of DDS, nurdes and midwives at MCs and dispensaries, anlmators
and drivers) (s utilized {n supporc of the VHT program,  However, 1 portlon of
thelc salaries {4 not iLncluded as recurrent cost of the VT program hecause {t
{s assumed that they would coutlaue to be enployed {n tnelr same postttoas {a
the absense of the VAT progran. lae tiae they allocate to the program,
nowever, doz:z have an opportunlty cost 1 these people Joall gpend tiae (n

other health service actlvities fn the ahsense of tne Vil prosran,

Utilizing tne adove tnformation it g possible to dertive a rougn estinate

of the lavestment and recurrent expenditures tor the VAT progran {n 19734 as

L) g
FCFA
lavestment cost: Animation and Tratning 00, y J0b
Recurrent cost:
Retratlaing 47,657,213
Superviaton 23,004,341
fotal Recurrent 13,722, 154

Assuming USAID/N nas supported approxtiaately 3) percent of the VHWS
tralned {n tne VAT program atnce 1374, chals woull taply that ‘So,J47,735 FCFA
of the toral VATl projgram cecarrect cosats would he attriputable to the AULP

project.

Yrnts flgure 41l be discussed agala with the recurrent costs of non=-VHI
components,



Exaalnation of the actual average {nvestment ani recurrent costs per VidT
allows for comparison wita tne MOH/SA CHAD, 3oukarti-Tankari-Wrignt , and over

aypothetical estinatey,

Average Invedtaent cost Pec Vdl = 124,003 FCFA

2/

Average Recurreant cost Per VHT = 25,011 FCFA-

Coefficlent J, 21

These average cost eutimites are lower than for tha other autnors by
virtue of excluding healta personnel salaries, 1nl aldo retlect tae fact cnat
the actual program 19 nor attlizing the Laputs eavisloned ta ey dealan., Tals
is particularly striking for tne recurrent cost category and corroborates

Ilnforaatton about the {afrequency of gupecvidory vislts,

i/rnlq flgure Jas calculated 19 follows:

VilWa at nnd of 1743 12,149
Vilda at eadl of 1377 - 2,7.i
VHWe teoalned from 1373 to 1234

net of 1ttrelt Lon - 3,353

30% ot Naabes Lbded = 7,436 (52X of total at end of 1934%)
nd% of VHI Progran Annaal

Recurrent Sxpenditure = 40,047,735 F CFA

i/ Litg aua auguaeq that Vidls are retralaoed ever thlcd year., Thus only ono
third of tae retratatng cost per team {3 lacluded (n the ascimate »f annual
recucrant coyt,
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8.4 Recurreat Cosdt of VATl Progran dorae by Beneflcliirles

In atdlelon to tae VAT prograa recurrent costs esti{aated above tnat are
borne by the voveraaent of Saer, 3N/ 1 1t other donory, there are other
gecurrent costs <nhilsh are borae oy tae ViAWY tueadelves or by the papulattoas
they gderve.  [ne evalaatlon teaa 144 aot ftod aay estisated of the t{ae spent
by VidAg or [das (o villaze gealtn acttvities or for resupply ot drues and
sediclaey. stallarcly, eattmiates dore not avillable of Cae t{ae villizera
dpeat {n village nealty coaalttee seetingg or In 4or< 1etlvitied to coapengate
the Vilds, oty tlae nad an spportantty cost, and ane of tne reasontg tor
tapleaeatatton prooleas at tae villase le,el (o toe 4T Ptosraa aay e the
fallure on tae part of healtn planners to feteralne cow Chede tlae cogt s Jould
be compensated tor. Aa o adbiltional get o recurreat cotdtg horuae 0y the
villagers tnclate payaents to {34 tor deliverted anid hapttaza, Paynent g
ln=caun o La-wlal were aate to T3A4 Selore (e YT Jrograa, and tous thede
ate not whittional recarrant codtya of the profect (ol strikingly are thoge
moat reallly patd).  Flaally, payaeats for VA frugs are anotaer recurrent
codt barae by the villagers.  Iatorastlon about tne annual drag requlireneat s
of populatilons aerved ny Vidla 2a4 aot avaflanle. dowever, {1 1t {3 assumed
that the Llottlal gtock of drugs Ly safticieat far V aonths, then an estimate

of tne annuarl couat ot regapplylog o VA it woull be:

£ CFA

Dougn (4 £ 25,000) " 100,00
Transportation - 2,900
Total: 122,000

Asausing one VA kit for a village of 50 aounanolde, @lth 4 pecions parc
Nounehold, tola ¢ juale an naual aoudenolt ecpeaditars of 2,00 FUPN paer year,
or 135 FCFA per caplta, Iatoraation coatalned (o the cast racovery sactlon of
thid cnapter (sectton ©), waggedts that qaca ecpeaditaras are {« 1ible {or

anae of the raral Vtzerlen populatfon ty pay,
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and Z!nder.l/ Thelr paper also reviews current CON policy regarding charges

to patienta for hospital services, the level ol revenue collected at thia

time. and problems with the hoapftals' priciny systess and {mplementation of
' I } § ! !

3 the nattonal bospftals could be

current policy. The study concluden that

gself=f{rancing {n part, thus releasing publtc tunds tor rural and preventive

health actf{vities, Selected fntormation {rom that study 15 summartzed below.

In 1989, the natfonal hospttals tn Hiamey and Zinder will absord 51

percent of the budget for health personnel, 2] percent of the budget for
materfal, 30 percent of the budpet for medications, and 5% percent of the

budget for food and (lothing: totalling eore than 4U percent of the vperating

budget of the MHIF/AS.,  In addition, the honpttals receive stpnfficant external

assistance in the fora of expatriate cedical personnel and drugs.  Capttal
{ovestoente (0 the tvo huspftals during the Propramme de Consaltidation,
by the Cuvernment

Vi

1984=19H%, came from private aourcea and were not reviewed
of Nfger for thelr frpact on the operating conia of the two facilitien,
Manageeent of the {tnanclal and =aterial renourcen of the hospltals fa ahared

bhetween the medfcal and adainiastrat{ive honpltal ataffin, and prabless of

communicat fon and crcordination adverasely affect the ratfonal allocation of

resoutrces with the hoapitalne,

A syaten of hoapital charges vas created by decree No. 62~127/45%% on May

22, 1962 and has not been formally changed aince that time. Chargen are

enllected for:

== floapital dave, depending on the category of bed;
== Syrgery, depending uypon the procedure;

== Supplica and wedivinoa;

- fNaliveticn,

Apecialiet unasyltationa {radialogy, phyﬁiﬂth@rﬂry. ﬁl@ﬂdtolOly.

apithamo)ogy )
== Hedical evame (ajerfall,;

m=w  latufatoty teato,

R

1/ MOP et MEP/AL,  Analyse Au Fonct{unnement Hnepitalier ay Niger, Cas dos
Jinder, Hars 1985,

AT TMEE, .

S L

Wﬂﬁl!aui Yia
wpsceime oy
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1. Acceleration of integration of the process of "auto-eacadrement sanitaire”

tn the Society for Development {ncluding:

the population taking greater responsibility for health matters,

faproved management of the systes,

. searching for a solutfoa to the problem of lack of paysent for VHAs,

2. Assumption by village communitfes and territorfal collectives of

cenponsibllity tor the program ot “auto-encadrement sanftafre” over the mediunm

term., Villape councils ahould Jdeterzine financing modaliti{es,

1. Encourapement of development of asnoctiations and mutual funds for the

prosotion of health,
4, lpsatftute a Yattonal Solidarity Fund tor health,

5. Greater wupport {rom urban and semi-urhan popui:-1onm for the apecialiled

health servicen avallable (n urban arean.

h., Encouragezent of cozsmunity participation {n the construction, renovation

and maf{ntenance of health butldings, including the use of local materfals,

7. lnatftutton at all levels of health service 4 health card syatem, and
Rigorous application of current lavs regardiog charges {or Jruge,

B, Study of the weann to divide the coat of medical avacuations batveen the

State, the collectivea, and the beneficlarien,

9, Placesent of aupotior cadfes of health peraannel In sedfcal centers,

10, Heallocatton of the financial feanutcea aof the ftate far health tovards

prevent fon and education artivitias,
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estimation rule, this would imply household expenditures for health-related

gervices and products from 1648 to 23,882 FCFA. Assuming housecholds average 8

mcmbers, this fmplies per caplta aunual expenditures for health from 206 to

2985 FCFA from 1677 to 1979,

Extrapolation of 1985 farm Incomes from the 1977 to 1979 data is
diiffcr -, However, disposible household cash {ncomes are likely to have
stagna <d or declined by virtne of the recent Jrought. Inquiries on the
existence of household budgetary surveys in the departments of Agadez, Diffa,
Maradl and Zinder, uncovered only s 1984 gurvey cf household cash {rcomes in
the Tahouwa V.illey of Agadez. Average household {ncomns for different villages
ranged from 7.868 to 194,189 FCFA, with an averape {ncome for the sample of
1,380 houscholds of 60,350 FCFA (see Table VI.C.2). Usfug the 2 to 5 percent
estimatlion rule, this would Imply annuxl household health expenditures of 157
to 9,709 FCFA. Assuaming housecholds average 8 members, this would result fn
per cap!ca heilth expendftures of 20 to 1214 FCFA. Further, anthropological
{nvestigationrs in the Filingue and Tessoua arrondissements {n 1985
determinated that while Nigerviens were not {n principal opposed to paylng for
a health card, heaith service visits or medicines at nublic facilities, that

they would have great difficulty dolng so in view of the extreme conditions

brought about Ly the drougth/. Collecti,n and analysis of additional

fnformation or houschold incomes, expenditures for health services and
medicines, and atritudes towards payment for services is recommended.

C.b Future Cont Recovery Policy ITssues, and Design and lmplementation

Requirements

Rains during the summer of 1985 have been sufficlent to supgest the
~romise of a good harvest, and thus amelioration of the desperate living

conditions of tue Higerlen population. Thus, the Government of Ni{ger can

enter into a phase of more specific delfncation of thelv cost recovery
policies and onto design of collection mechanisms and {mplementatlion plans,

Policy Issuey

The health polley framework outlined at Marad{ {n 1983, and {n Agadez in
1984, raises several additional policy Issues which the Government of Niger
must analyze, debate »nd resolve before implementation designs and planning

can take place.

1/ Institute for Development Anthropology. Niger: A Social and Institutional

Proffle, Dryland Agriculture, Table 2 and 3.
2/ Information per USAID/N{ger Agriculture Dcvelopment Office semina¢ by Ton

Painter 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
Alexées 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
Fmdsalena 14 194,189
Toumpa 35 71,000
Balambark 5 176,500
Indoudou 23 31,122
Assanagh 29 115,807
Azaningre 17 163,347
Tadilza 13 79,962
Agazasmalolé 19 57,526
Brytal 17 104,316
Emuzegars 8 65,313
Nunwazed{ 24 124,401
Tutatet 28 131,031
Tasalansalam 49 117,418
Tanatan haydatl 35 110,217
Dabaga 1 42 116,967
Dabaga 11 87 88,356
Zakaya 101 78,351
Tebagas 41 93,640
TOTAL 1,380 0,150

Source: Elhadj Abou Maliki. Resultat de 1'Enqudte Socio-Economique
de la Vallée de Teloua, December 1984, MOP/Agadez, Projet Travaux

Communautaires et Hydrauliques, CTA Indoudou, 31 Decembre 1984,

14



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 nmm/year Madarounfa 21.0
550-650 mm/year Dosso 17.8
Doutchi 16.7
Birni 16.3
Guidan Roumji 16.3
Aguie 14,3
Less than 550 mm/year Loga 16.6
Teasaoua 13.4
Less than 350 mm/year Pastoral zone 24,5

Source: Institute for Development Anthropology. Niger: A Socfal and

Institut{onal Profile, p. 23.
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Several recommendations were made at the national health policy dialogues at
Maradi, 1983, and Agadez, 1984, pertaining to reduction of recurrent costs,

These tnclude:

1. Use of local materials {n health facility construction to reduce costs of

repalr and replacement,

2 Reduce the cost of medical evacuations to countries outside of Niger through

-~

training and placezent ot medical personnel {n key specialties, and by opening

the Unfversfty Honpftal in Nfazey., Reduce training tn non-priorfty speclalties,

1. Standardization of logtstical and blomedical equipment tn order to sioplify

trafning of maintenance perwonnel, apd the stocking of spare parts for repalr,

4, Integration over the sedfum term, of SERPA garages with departmental

admin{strative garages,

S, Provide hoaptital food cnly to patients with speclal dietary requirements.

6. Encourage the use of loca) seans of conveyance f{or medical evacuationms within

Niger,

In addftion, this evaluation has rade severa) reccmmendations pertalning to

the reduction of recurrent coants, f{neluding:
1. Reviston of, and adherence to, an casential drugae 11st by the ONPPC,

2. Reviev of and control over non-project donations of advanced sedical

technology,

3, Adherence of donore to Government of Niger designe for nev health facility

construction,

l ?’l "
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4, Operations research to define cost=effective VHT supervinory vinlit

frequencies and circults within a financfally feasible wet,

Reduction of the rate of tratning of VHTs to no more than 250 teams per year,

5'

Finally, the World Bank as part of fts SAC negotiations {s secking policy

change to reduce the rate of manpower tratning at ENICAS and ENSP, and to delay

opening of the University Heospital {n Nlamey,

-—
&
~—



CHAPTER V11
PHARMACEUTICAL DISTRIBUTION SYSTEM

A. DESCRIPTION OF NIGER'S PHARMACEUTICAL DISTRIBUTION SYSTEM

Both the private and public sectors participate in the distribution of

drugs and medical supplies in Niger. The drug diatributlon system In Niger

conslsts of

National Office of Pharmaceutical and Chesical Products (ONPPC)l/,

-~ Public health delivery nervice {natftutions, e.g., hospitals,

maternitices, PMla, MCu, PMIs, and dispennaries;

= 18 popular pharzacles;

« 40 private drug depota;

= Cantonal depatn tor the resupply of village health workers, ¢.g., as in

Maradt,

= V{llage pharmacies (e.g., the medical kits of the village health

vothors),;
= Contributiona of donofa and private voluntary agencles,

A brief desceiption of these entitien follove belov., A schemmatic diagras

of thelr relatfonabip to uno asother appears $n Figure Y11.A L,

The Xatlanal Offtve uf Fharmaceutical and Chemical Froducts (OKPPC) van

rreated Yy the Duveprnment of Niger In 1960 48 a goverhsent jafaatatal for he
13 i

rpoee of (ontrallfng the productian, if=gphattation and Jlatgitution ouf
} P i } [

medivifiee and hemical supplleca tn the ;:uhlh atid pirlvate acctuts of Niger,

The gnala of the GNPPE are fo teduyce: ) Niget'a dependanre on fotefgn

suppllera »f zediotnes, and ) the (vats at which gedicitica ate aupplied to

H‘Rﬂf'ﬂh bealth Inatitgt jatia and cofinutel s,

’7 :m?ﬁ?m;urx detatled 1ufateat fun ovn the OXPFC ool
Xaviet de Mets, Dlagnoatic de L'Office des Frodufts Pharasceutiques et
Chisigues, Ytude JTUAJGSTM,  Fawgler 1904, 69 up,

Ermrme AT e
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FIGURE VI1.A.l

PARMACEUTICAL AND DISTRIBUTION SYSTEM IN NIGER
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TABLE VII,A.2

ONPPC: PRODUCTION AND SALES
1977-1983

Year Production Sales

OON Min{stries Popular Pharmacies Total
1977 38,1 693.7 (662) 352.2 (34) 1,045.9
1978 53.4 858,6 (662) 436.2 (34X) 1,294.8
1979 124.9 1,100.5 (652) 585.1 (35X%) 1,685,6
1980 132.1 1,516,101 (63%) B74.9 (37%) 2,395.0
1981 135.8 1,759.9 (602) 1,165.9 (40%) 2,925.8
1982 212.0 2,123.0 (59%) 1,462.0 (417) },585.0
198) 291.0 1,907,0 (542) 1,597.0 (46%) 3,504.0

1/ M{llton CFA francs.

Gource: ONKPPC,

154






Data for the Zinder popular pharsacy’'s sales to 5 depots batveen Qctober 1981
and June 1935 gives some approvimation of the level of sales by thene depots

{see Table VILLAL D), Sales ranged from 2.4 to 10,5 atllica FCFA tor the

R T :
calendar vear 1954, ~ Sales to the deputn tor the 10 months between June
1984 and May 198% uere trom O3 to 39 percent lower than far 1984, perhaps

beccuse o! lower household fncomes associated with poor ratns (n 1984,

Monthly dales also scezed to declline

1/ Durfng 1984, the Zinder popular pharsacy's drug sales to ViiAs totaled only

15,400 FCFA for 11 vistits by VilAe, for an average sale per VHA vistt,



Table VII,A.3

Popular Pharmacy Sales l/ to Private Drug Depots -~ Zinder Department

1983
October
November
December

1984
January
February
March
April
May

June
July
August
September
October
Hovember
Drcember

1985
January
February
March
April
May

June

Total 1984

Total 6/84-5/85

MIRRIAH

5.529.050
1.747.,725
2.397.950

2.841.600
1.811.100
791,525
843,650
891. 800
426,200
304,62>
296.650
263,150
513.825
1.339,600
582,675

621. 100
605,650
642,125
404,675
667,400
760.850

10,522,820
t,667.6759

October 1983 ~ June 1985

3.
2

GAORE

307,
511,

A6,

526,
488,
773,
400,
YRR
150,

49,

12,

Ho, .
1

3126,
293,

335,
2069,
386,
196,
9549,
588,

832,

L937,

750
675
200

379
300
675
075
775

575

IHN
730

TANCUT

601,300
641.000
194, 50

~

644.9

el

304,
350.
456,

l6.
J48,
2494,
163,325

318.350
204,050

220,625

S~y
NSOt O

[oall SCREW IS 3N
PO LN

o~

112,500
188.900

93.100
138,025
183,300
140,250

3,007,600
2,106,750

l/ Before subtrocting 20 percent reductton

Source: Records ot

the Popular Pharmacy, Zinder,

MATAMAYE 1

MATAMAYE T1

1.156.750
871,700
531.900

205,650
505.050
474,225
171.900
175.650
97.750
123,400
102.925
83.200
154,000
264, B00
37.500

117.350
75.950
116.925
26,200
273,350
32.900

2.1395,450
1,473,350

1,060,400

378.375
141.700
472.875
279,625
627.775
354,750

NA
NA



during the summe:r nlanting season, and rise again after the fall harvest,
probably reflecting the availability of householder's time and cash incomes.

Visits were wade to the Mirfah and Gaore depots t  obtafin {nformation about
gales revenue, oparating costs the {nftfal {nvestment costs to open a depot,
and other quaiicative data. The entrepreneurs at Mirfah estimated that her
sales averaged 20,C00 FCFA per day, or 600,000 FCFA per month (note: this
estimate 1s colaborated by the Zinder popular pharmacy sales'data)., The

estimated her monthly expenditures as follows:

Drug resupply 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 estimated that her {nvestment cost were 1,520,000
FCFA, facluding a4 loan ot 950,000 FCFA in the form of drugs from ONPPC. She
estimated that {1t had taken 7 months to pav the loar asked tor reconmendations
as to how the Government could help her fmprove her bisiaess, <he fo decated

that the ORPPC reduction should be fncreased to 25 or 30 percent, and that

there should be some wholesalern reductfon for the mtlk and wheat products ghe

retadled.  The products mont {o dewmard were antibfotteys, Nivaquine and

products for childreas' fllneanes, VA do not restock at her depot

The depot entreprencar at Gaore estimated hin datly sales at 7,500 FCFA, or
225,060 FCFA per month (note: thin ectfmate 1o laver than what would be
expected given Zinder popular pharmacy sales to the Caore depot). He alao

fodicated that no YHAs perchaned drugs at hin depor and that most of walen

were med{cinens tor children'us (1lnesnen, Hin sntimated monthly expendituren

Were

Drug renupply 180,000

Tranaportation 5,000 (renstock 2 to 4 timen per month))
Rect 14,000

Total: 199,000
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Thus his net monthly profit equal 26,000 FCFA ( or 312.000 annually, about US
$ 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 hils Invertery.
The final outlet for drugs are the village pharmacies ot the VHAg,  These
conslist of a kit of 10 essential drugs given to the VHA at are of his initial

training. He is to sell the medicines at the price of 2 pills tor 5 FCFA, and

to use the revenue acquired to resupply his kit. Unfortumately, many, {{ not
most, of these mini-revolving drug funds have decapitalized aad the VHWs no

larger have drugs to dispense identiffe. causes of decapitalization {nclude:

- VHWs give drugs away for free to the poor, to family members, or
influantial wembers of the community.

- VHWs use the funds collected for other purposes,

VHWs are not close to a MOH/SA health facility with drugs for resupply, @
popular pharmicy or drug depot.

Other possible causes of decaplitalfzation {nclude:

-  VHW training gstves insufficfent setail on, and emphasis to, resupply of
the kit.

Recommended prices are fnsufticient to cover the drug, transportation and
time couts associfated with resupply.

Solutions to these problems may fnclude:

- Strengthentng curricula oad trafaing 1o drup sales and resupply,

to VHWy,

- Study of the equacy of drup prices recoumended

Strenpthentng of awareness ol oversipht renponsibfilfty and oversipht
skille of villape health committees during antoation cnd VHA fnatallation,

Inereane the number ot sites, public or private, which distr{bute VHW

Jrapn and suppl e,

Current operational rewearch which han recently begun regarding the aspecific

problem of medicine aupplien fn the villagen Includen,
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1) The Italian sponsired UNICEF/VHO integrated nutrition project in the
arrondissements of Ouallam, Gouré and Tchintabaraden., The

possibility of cooperative management of village pharmacies {s being

explored.

2) A CIDA sponsored {ntegrated project in Diffa has restocked med{cines

‘. 0 villages to be managed by the village development committees

Y

(projer *"Appul au Diéveloppement Agricole du Département de Diffa).

Further analysis {4 needed to fdentify other causes of decapitalization and to

fdentify leastble solutions,

B. Pharmaceutical Supply Pollcy Developments

Several new polictes regarding the development of the pharmaceutical repply
scctor in Nlger were recommended at the “debate de Maradi, 1983 and the 8th”

Janees d'Etudes de la Santé d Apadez” 1987, These are summar{zed below:
1. Open popular pharmacfes in all of Niger's arrond{sscments.

2. Systemmatize the proceduren for opeving drug depots to {ncreasc the

distribution of medical products,

3. Reduce Niper':s dependance on external source for essntial drugs b
¥ |

fncreaning ONPPC's product fve capacity,
4, Create or fostftute tor the study of traditional medicines,

policien tucluded tor dincunnfon In addition, one of the wtructural adjustoet

credit, {a the need to develop and adhave to an ensentfal drugs 1ist,
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C. SUMMARY AND RECOMMENDATIONS

C.l1 Findings

1.  The ONPPC would welcome donor assistance {n {mproving thelr

production, quallty control, and distribution systems. Assintance sought

i{ncludes technical assistance, and financial assistance to expand production

capacity and the vehfcle tleet tor druy discribution,

2 Covernzent expenditures {n 1985 for nedicines wan equivalent to 310

a .

FCFA (US 20.049) 1 cer capfta. Thuks, drugs supplied to government health
facilitles are {nuutticient to meet the demand for drugs,  Consequactly Health

personnel plve preserdiptions to patfents to he {1lled at popular pharmacies or

depots.

3, Popular pharmacten {n Agadez, DIffa, and Zinder were clean and ntocks

were vell=organtzed, and they appeared to be well-managed public enterprises,

4, Stoflarly depots In Gaoré and Mirrfah were clean and protitadle

eaterprinen for the sale of druga.  The druge sald are primarily thone for

children.

1 U5 $ 1.00 = 450 FCFA

15K
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8. A reduction of 20 percent off ONPPC prices is given to depot

entrepreneurs for stock purchased at popular pharmacies. However, tf VHAs

restock from depots they do not get a reduction,

9, Prices of drupgs sold by VHAs are not standardized, and {t has not

been determined {1 they are sdequate to recover the replacement costs of the

drugs.

10, Patients are required to pay {for drugs dispensed by VHAs, but not for

medicines diuspensed by non-hospfital health facilities,

11. Patdents tn Araders are not vequired to pay ftor "HA medicines.
g i pay

However, other cqually poor populatfons in Niyger (e.g., in Tahoua and Diffa)

‘

are required to payv tor VHA medfeatlons,

2. Many of the sedfcal vits of YHRAG {n Niger no longr contain drugs due

to problem:s that the VHAYG have {6 collecting paysents for drugs, In managing

rotn petting to sources ob renupply.  Ad hoc actions

the funds (Tt)l]u't'(ud' 1
taken to ameliorate the aftuatfeon fnclude:  spectal village collectionns for
funds, YHAs contributing funds out=of=pocket, and spectal contributions by

"‘IP()h .

1 64)












B. DIVISIONS
1. Health Ionfrastructure and Statlstics (DIS)
a, Offices
L. Prograamlay for health factlities and markets
2, statlstics, documentation and legislacfon
J. Loglattcy (Car Pool) and accountlng

2. Plananing and Proyraaaing
a, Offlcen
l. lanmunteations
. Leproay
. Venereal and tnfectfous dluesde control
. Health polfce aad laboratorcles
. Collectlon of statistics, reception and stocking of vaccines

- B
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faplementation of a governaent healtn strategy.”  (Joseph) Originally
concelved 44 4 health dector graant, the propodal wan revised to 4 wmore
spectifcally targettet rural nealn project (n response to reviews (n
Washington which nad ralaed foubts shout adnagesent capabllities and the

avatlablity of techatcal agsiat.ance,

By the early 1940 U5ALD had evaluated a large nuamber of

flirst=generatton healtn profects and came to the following concluetons:

1) Priaary health care {a general was nelther as effactive ar am

inexpennive 44 had been thoushe,

2)  Specttic taterveattons wifcn had heen ahown to have an fapact on
child aorbtdlry ant aortallty tneluded auch thinga as teaunlzatlons, oral
rehydration, autritlonsl =oaltortng and carly Interveation, “trtn wpactng and
ganftatlon.  Thad tae J0ATD eaphaats {0 tae tealth sector thitted t, an
eaphasiy on tapraved progras dealn, adnage2ent and faplesentat ton, o aearch
for wayn to aake health orogr s relf=ttuanctng and the tatroductton of
relatively ataple, proven technolo,les, Specttis exasples ot how thta poliey

wans laplemanted In the AP {nelad the followtag:

1) Strengthening of the heaith planatag capabtlitiag of the 4id/AS

through tha mangeaent {atormation ayatemn belong tadtalled by fulane,
] 3 b4 A y

2) Continutag wupport of (he tradntuy of santtation technlolana at

ENICAS with eaplhaals on the uua of staple appropriate techanologien,

J) Support af the Government's afforts to davalop an “xpandad Program on

Imauntizat ton,

1ne
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TABLE B.l,

PARTIAL HISTORY OF THE RHIP

Mid 1960's - Combined USAID/Peace Corps project {n Diffa Adepariment

31 Jan 1977

Niger Basic dealth Services Delivery Project

16 May 1977 - Nigzer Health Sector Asasessment

14 Nov 1977 - Rural ‘lealth Pollcy and Village Health Services in Niger:
Fechnteal Analydes and Program Rec maendations for an ALD
Profect Paper

17 Jan 1978 - Project Paper

1 June 1974 - Srant Agrecaent between the Governaeat of Niger and USALD

11 Aug 1979 - Hont country contract for AFRICARE to provide technlcal
anald4tance to RULP

1 Apr 1941 - Ameadmeat Ho, 1: Hderges toe dlper Bagle dealth Sercvices
Delivery Project f{ato LY

Apr 1941 - Pirst Interta Svaluatton
24 May 1982 - Prodect Lvaluation Sonaaary
21 Oct 1942 - Reviael lepleaentat ton Plan
L Jan 1943 - AFRUCARE hoat country contract under RHIP

25 May )44 = Arcdte Moo L1SP/AG/ 220K Portant Atteibut tons des Sarvices du
Profet Aactforatton de 1o Santd Ruralse

27 Aug 1944 - Talane coateact af rued
Gev 1984 = Fleoat contingeat ot Tulane team arrives
Fab 1944 ~ Tulane hlef of party arrlves

1l Jan 1349 = [alane coaalttee oatanliahed fn 4Oy
Jul 1989 = AVRICAUE contract renedsed
Jul 1945 = Second Taterle Svalaat ton

31 Dec 198y = Project Aualatance Coapletion Date
P

YN
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Manpower Planning:
In 1981 the MOH/SA developed a manpower plan titled "Besoins en

based on the Five Year Plan for Economic and Social Development

Personnel,”

(1979-83), that has been updated on an annual basis. In the past, the DEESN

generated the specitic targets to traln cach year {n each spectalty,
Recently, all the directorates {n the MOH/SA have participiated {n these

decistonu, In generating specific numbers for each spectalty the major

criterfa kept {n mind by the planners are future budgetary constraints (for
example, salary obligatfons of new graduates); WHO health coverage norms; and

whether or not the concommftant {nfrastructure exlsts to support a person

trafned {n tha: spectalty,

All ot the reciptents of RHIP scholarships for long-term training were
caployees ot the MOH/S5A, or the Mintstry of Higher Educatfon, who penerally

had woited a mintmum of three years for the government betfore belny sent for

further studies., Most ol the tralnees are ciosen by competttive examination,

During thelr studles abroad they continue to recfve thelir Government of Niger

salary which {s supplemented by the USAID weholarshipe The latter covers the

differcnce tn cont=ot=1{ving hetween Niper and the country (o which the
1f USAID dtncont fnued these scholurships the

ntudent {5 pursulng hts atudies, {
WO

MON/SA would approach WHO, the second largent doner In this arena,

gupport would not be nearly an large an that provided by USAID,

111
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Table C,1
Projection of Health Personnel
1984 - 1989

Category 1984 1985 ¢ 19806 TI987 ¢ 1988 1989 "% INCREAS
! : ! ! ! . (1984 -89
L 1 ! 1 ) L 1]

Physictan o144y M VI 1YY L A LYy vOOH) ' 91y
1) ) 1) t 1) L] ]

Superior Obstetrical @ : . : . . :

Technician : - : - ' 20 . 55 105 N ' -
1 t t t 1 ) 1]

State Mid-wite T R T YT R T R R Y RET ! -
t ] 1 1] A2 1 )

(50T 4 sMW) TR TR Y TN TN A P T G997
L) 1) ) t 1) 1] )

Superior Nursing . . . . . . .

Technlclan N - . - ! 30 ! #1 v 199 D I B¢ . -
1] 1 1\ ] L} L ]

State Nurae I TN YT R N R TR TTOW ' -
] . 1 ) 1 1] 1]

Cortdftod Nurde T ST T T T ¥, : -
+ L] 1 1] 1 1 1]

(5HT % 50 408 [T S A DU AR A T U A Y S A A T N T B YA
] + . ] ) L] ]

* 7 Physatetans tn tratntng outside ot Nlper are foncluded,

Analyse de 1o Forzation Médfcale et Paramédicale au liger

Mars 198,
Rapport D'Activités du MSP/AL ~ 1984,

Source:: MOP and MUH/OA,












ANMEX D

TABLES FOR ECONOMIC AND FINANCIAL ANALYSLS






TABLE D,2

NIGER: CENTRAL GOVERNMENT REVENUE, EXPENDITURE, DEFICIT AND FINANCINGL/

Total Revenuel/
Total Expend{ture
Capital

Current

Change In Arrcvars
(dv(‘tr‘dm‘ “’)

Budpet Deffcit
F!nnnriqﬂ
External

Domentic

Financing Cap

1978-1985

MOF IMF
Projecttons Protections
1978 1979 1980  198) 1982 1983 19E4 1985 1984 198%
45.8 99.9 74.9 76,8 75.1 61,7 7.3 S J40 9.0
29,2 74,1 107.4 140,88 121.2 1IALB 104.9  116,0 104.9 116,0
472 49 55% 617 522 472 Iz 172 16X 3%
53X 512 W52 BN 48T 53% Hal 632 64X hx
~=- 1.9 2.7 L T D I R A 2 P T )
=133 ~12.4 =298 ~061,2 =)1,5 =51, -19,0 ~4),7 <-42.) ~4),R
—— 12.4 29.8 61,2 IS 1.4 23,1 A 2.1 23]
— 1).4 18,2 40,4 20,1 16,6 o, 20.H I, 6 20,8
hadndied l."‘ llcb :‘U.” llu“' l".: bo:’ :c,’ 605 ?.5
- - -— - - - 15.9 18,4 19,2 20,5

17 Current bi11Tonn CPA franca,
2/ Tax revenues comprised from A) to 9§ percent
from 1978 tu 198,

dource:  Tah, ¥,, Recent Macrocconomie liovelopmenta in Niger:
Polley and Outlank, Niamey

of tatal central governpent revenues

Countiy Situation,

CHATD, April 1984, Ta%le A, 11,
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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 48.2 37.1 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 22,0 24,0 22,0
Private 11.9 12.7 19.5 13.0 11.0 7.0 6.0

1/ Billion current CFA francs.

Sources: 1979-81:
- Toh, K., Dimensions of Current Economic Difficulties in Niger 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 Macrocconomic Developments in Niger: Country
Sftuation, Policy and Outlook, Nifamey: USAID, April 1984, Table

A.19,

= Dollar fipures converted to CFA with the following exchange
rates: 1982: 328.6 CFA/$; 1983: 378.5 CFA/$; 1984 and 1985: 409
CFA/S.

= Debt service ratios calculated with debt ag percent of exports of
goods, services and private transfers,

182
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TABLE D.4

NIGER: PUBLIC INVESTMENT EXPENDITURESl/

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 Secto:gf 175.98 ( 46%) 126.9 ( 36%) 0.72 22.9 22.6
Econozic
Infrascructureé/ 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 ( 132) 0.68 4.2 6.7
Eealth 18.97 ( 5%) 8.2 ( 2%) 0.43 2.6 (4Z) 3.1 (5%2)
Water Supply 24,42 (1 6%) 13.9 ( 4%) 0.57 14.7 13.7
Housing and Urbanization 5.19 ( 1%) 9.7 ( 3%2) 1.87 0.4 1.1
Administrative
Infrastructure 26.27 ( 7%) 38.2 ( 11%) 1.45 0.6 0.3
TOTAL 384.45 (100%2) 350.4 (100%) 0,91 62.3 66.1

1/ Billions CFA francs.
2/ Agriculture and rural sector, minitg, 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 Certifiés et des Aides Assistants
de 1'Action Sociale (ENICAS) opened in 1975 it trained certified nurses (CN)
fn a one year course. The training of assistant social workers and sanitary
agents was added {n 1979. 1Ibp 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. 1If e¢ssigned 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 fleld experience. The 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 Finanuce 1,500 CFA/hour for anywhere from 20 to
40 hours of teaching. These inastructors teach specialized subjects such as
physics, chemistry, Engiish ard French. They must pass a national exam and
are required to work tor one year aun a teaching assistant. An additional (wo
vears of tralning (at the Centres d'Enselgnement Superfeur et Sofns Intlrmiers
1n Dakar, or similar schools {n Algeria, Belglum, France, and Yaounde) briungs
them to approximitely a Master's degree level, tollowing which they return to
ENLCAS.l/ Atter this trafnboy, a taculty member can teach any ot the

courses fn the ENICAS osursing curriculum. Since all are well-versed {n

l/ Mid=Term Evaluation, 1987,
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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 futurc

responsibilities vis-3-vis village heaith workers.

In the past, the certified nurses at ENICAS were taught basic theorins of

community health and hygiene, including health and nutrition education in

1
which pedagogic techniques are discussed.—~ The far-ranging ccu.ent of the

curriculum is Iintended to prepare the student for the wide range of

assignments they muy expect to receive during theit career.

In 1982, ENICAS was renamed the "Ecole Nationale des Infirmivrs et des

Cadres de 1'Action Sociale,” reflecting a change in entry and graduation
As of September 1985 all students at ENICAS have thelr
Thelir sirudies at

requirements,
and a total of 10 years of previous schooling.

As a result of these changes, ENICAS nursing

2
Brevet,—/

ENICAS now last three years.
graduates will be state nurses, rather than certified nurses, and

environmental sanitation students will be sanitation technicians, rather than

To be eligible for further training, the nurses must now

sanitary agents.
have served five years {n fleld positions, rather than the three years

previously required,

In addition to thelr tuition, students receive a scholar.hip of 20,000

3
CFA francs (U.S. $46)~/ per month from which they must finance their food

and lodging (no dormitories are provided). Seventy students are gliven

subsidized cafeteria privilepges at the ENICAS campus cafeteria, For them

monthly food expendftures represent 18 percent of thefr mon*hly scholarship.

Those without cateteria privilepges must spend an estimated haif ot thelr

The cafeteris can handle a much larger volume of meals,

allowance on food,
and the meals can be consumed outstide of the cateteria, If the entire student

1/ Family Health Care Report: Roural Health Policy and Vi Tiape Health
Servicen {n Niper; Nov, 14, 1977, = p. 3L
refterred ta an Brevetd Orfentés to distinguish them

_2_/ These ntudents are
from graduntes who are Brevetd d'Inffrmier,
_1/ U.S. 81 = 430 CFA tranes.



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 '0 students are placed
for two months (January, February) in a rvural circonscription medicale (MC).

It is at this time that the students receive their first "hands-on” experience

in teaching and supervising village health workers. Their field training is

under the auspices of the Chief of the MC, and an ENICAS faculty member who

pays a one~week supervisory visit to the MC, 1f village health worker

training does not take place at the MC during the students' field training, by
their graduation from ENICAS, these nursing students will not have had any

practice teaching village health workers.

The library at ENICAS i{s inadequate. Students are nnt provided textbooks

and subsequently can only study from their lecture notes. A student can check

out a library texthook for two weeks at a time, but there are not a sufficient

number of texts for the entire student body.

Graduation requirements are quite strict, e student must pass written

exams in medicine and surpgery, and an oral exam on dermatolopy, venereal

disease, ear, nose and throat problems and public health and administration.
[f the student has an overall average greater than or equal to 10/20, he

becomes a state nurse (Inffrmier Diplomd d'Etat); 11 thwe veragze 18 between

9,99/20 and #/20 he receives a Brevet d'intirmier, If his average s lower

than this he recelves no depree,

11. ENICAS: fﬂ”}fﬂf}ﬁﬂ,?fﬂ’“’””

Although the Reyvised Implementation Plan digcusned the importance of
providing added support to the sanitation tratning program at ENTCAS, the
fartdtatfon to stfll weak,  Of the three sanlitary englneers provided by
AFRTCARE, two worked at the DIMM In Nlamey, amd all ihree partictpated fn the
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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 che lack of teaching staff, the main problem has been the lack

of funds to implement practical experience which has been put into the

curriculum. “Hands-on" work is programmed as follows:

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 achleved 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

1ts inhabitants is the large number of bicycles in the village. A study
conducted in 1982 showed the people to have a high prevalence of diseases
related to problems of water and sanitation (schistosomlas!s, amebiasis, and

Guinea worm). Thus a proposal was developed calling for sanitation students

at ENICAS to work with the villagers towards the goals of treating the

parasites, the provisfon of health educatfon, and the {nstallation of simple
technologies Including tatrines, filters and repatir of the village well. The

evaluation tean visited the villepe and observed the following:

1) About 73 out of 150 planned latrines have been hutlt; the school
providing the cement slabs and technical assistance and the villagers
providing the lator. Four of them were seen and found to be clean, with

wooden covers {n place,

2Y  The health educatfon pliven has yet to have had an {mpact, The

village chief, when questfoned about the causes of Guinea worm and

schistonomianis, attributed all disease to Allah,
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3) The village's drinking water sources consist of muddy ground water in

ponds and a well in need of repair. The probability that these sources are

contaminated 1s 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.

Part of the funding problem for Midick has been due to difficulties of

coordination between AFRICARE and the MOH., AFRICARE was to originally have
funded the entire project, tut the proposed budget was considered to be

inadequate. The RHIP agreed to pick up the difference, but as has happened
with other parts of the project, funds have not been made available in time,

A major problem which is at yet unresolved is the placement of sanitation

agent and technicilan graduates. Tlree potential places of employment involve

three different minf{stries; Medical Circumscription (Health), city sanitation

(Interior) and viliage hydraulic projects (Environment). Another problem is

that no funds have been forthcoming to support the workers and provide them

basic equipment.

[II, ENSP:

The National School of Public Health (ENSP) established in 1965 is
located {n Niamey. From 1975-1982 {t trained only state nurses (SN),
midwives, and (since 1979) laboratory technicfans. Entry level requirements
were the Brevet (awarded after 10 years of primary and secondary schooling).
On graduating, the state nurses and midwives were assipned to “medical posts”
(MPs), MCs, hospitals, MCH clinfcs and transmissfble dlteane control units,
Laboratory technicians are assiyned to the city, hospltals, and DHA,

In 1987, ENICAS bhepan to traln state nurses, CNSP now tralns state

1/ , .
nurses,— midwlvens, lab techutefans and social workers as Superlor

1/ The laust group of Brevetis to traln as state nurses entered ENSP {n the
1982-83 uchool year, and graduated {n Juane, 1985,
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Technicians. All entrants to the school must have their Baccalaureate

(awarded after 12 years of schooling). The Superior Technicien students
1/

receive a scholarship of 35,000 CFA francs (U.S. $80)~ per month plus

tuition. The school's enrnllment is over 400 each year, of which 75 (20

percent) are supported by USAID. Other donors support 25 percent cf the

enrollment. Approximately 75 nurses, 55 midwives and 20 lab techniclans

graduate each year. The Ministry employs all graduates.

The permanent faculty members at ENSP have a background sim{lar to that

of the ENICAS faculty. There are 20 ENSP faculty and 47 part-time instructors.

During their three years at ENSP, {n addition to the usual nursing

curriculum, nursing studencs take courses in public health theory aud

practice, public health admintstration, methodology, statistics and

demography. The change in the level of trafning has resulted In an Increase

in the level and number of courses taught. Biology and genetlics have been

added to the curriculum and anatemy and physlology are now taught as two

distinct courses.

This vear, for the first time, a discussion of family planning methods
was introduced in the curticulum for obstetrics, and two students wrote thelir

final “memofres™ this year on the subject. Combatting diarrheal disease is

taught {n pathology.

The students learn about village health teams {n the course of a six-=hour

seminar piven by the MOH/SA coordinator for village health teams, and attended

by all third year nurstng students.  The tople 1s also discunsed durfng the

gemester course on publie health theory, Students learn pedapgoptc methodn,

and use of audlo=visual afda fn the Health Edveatfon course and practice

teaching sennfons are held, Plang are underway to provide praduates with a

"tool=hox” of teaching afds tar uere in the tield, {.e., (tannelographs,

drawing materfals, tape recorder, ete,

The atudent s’ exposure to tralntag and supervinion of village health

teams comen tn the two=month rural t{eld trafning that all third year nuraing

_.l; . 3 - 0 CFA franen,
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students must undertake. lransportacion to the fleld training sites pouses a
continual problem. Thez MCs where students do their field training have been
carefully selected in four departments (Niamey, Dosso, Tahoua and Maradi) oy
the ENSP faculcty members. The criteria for MC selection includes whether or
not a village nealth team training is planned during the two months of field
training, as well as the teacning abilities of the chief of the MC. Ualy
once, in Tahoua in 1978, nave students not been able to observe a training of
village healeh teams during their field study, and this one time was due to a
delay in the arrival of runds to tinance the training . 'The students
accompany the head nurse on supervisory visits to village nealth workers and
traditional birtn atrendants and are tiwemselves supervised by ENSIP faculty

during two hali-day visits during the course of the two months.

During the l2-day visit to the tield, the evaluation team observed one
training and inquired about arrangements in each department for the
supervision of village healech teams. In one departient, dispensary nurses nad
an average of 30 village nealth teams to supervise and spent an average ol six
working days a wonth on s pervisory visits. In another department,
supervisory visits were mace intrequently, ard one individual interviewed nad
never conducted one.  In view of the percentapge ot the nurses' and aidwives'
workload that training and supervision ot village aealth teams snould entall,
and given that the Government of Niger is insisting on assipmnent ot oursing

graduates to rural areas, wore curr fculum emphasls on supervision s justified.

If possivle all nursing students, by tneir graduntion, should tave had toe
opportunity to practice teach one class ot village nealth teans for one day
under the tutelage ot an instructor trained in pedagogic metnods.  Similarly,
all stould nave cooducted one supervisory visit, niing a standardized
supervision vuide tor V.

V. Assfgment Procodures tor cdltAs and P uraduntes
, k TNV
Mee omes o eeadoat i nuradne stoadent . are forearded to e 22N A

tree MAL/SA. A dectton adaisstion' s made Lor ench graduate, and i

I777 0 G ot il on sradintes are Hest sent to the prelecture, mich then
forwardn Clwsn Lo Uwe DEGGH,
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The differences in future salary obligations due the different cadres of
staff are considered by the various MOH/SA Directorates during the annual

exercise in planning the size of entering classes at ENSP and ENICAS.

lable E.2: Ratio of Population/dealth Personnel contains five-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 these trends are compared with the 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. However,
insurficient numders of midwives are being trained to achieve in 1989 the
desired ratio ot wamen in cnild-bearing ages to :nidwivcs.L I'his way have a
bearing on future levels of USAID scholarship support provided midwifery

students at ENSP.

As has been seen traa Lables IV AdL. and IV A2, student enrollment at
ENSP has nearly doubled since 1974, and tas almost quadrupled at ENICAS since
that time. ‘The growth at both schools is due to the new entry level
requirements which resulted in two sets of students being trained
simultancously and to the opening of new scections at eacia schwool. Lt must
also be kept 1n mind that increasing numbers are graduating trom high school
each year and are secking turther education which will lead to gainful

emp loyment.

The Government of Niger 1s aware of its guarantee to provide employment
to all ENICAS and NP graduates.  the size of the student body at ENSP may
decrease in tne ensuing vears.  lhis, plus the tact chat che RHIP project
supports less than 20 percent ot K2 encollinent, tmplies that USALD support
Ls oot as crucial to FoP as it is to LA (uere WP supported ) percent
ot student enrolblment in 1Jda, and a projected 33 percent in 198%). Lt would
be ditficult tor the Government of diger to continue tunding the current

number ol FNICAS stuwdents it UsALD withdrew its support.

I/ it a3 percent (Lnstead ot 2.7 percent) annual population growth rate is
! i : POl 3
used for these projections, the ratio ol women in ¢hild-bearing ages to

midwives in 1989 Ly 4,930,
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1984
1945
1980
1487
1983

1925

RATIOS OF POPULATION/HEALTH PERSUNNEL

Population®
6,149,102

6,315,124
6,485,636
6,660,743
6,840,588
7,025,284

(1984/89)
POP/MD (_s-_mgoiuéﬁtioaq)
41,831 5,330
36,716 5,024
33,260 4,593
28,710 4,137
26,411 3,934
25,001 3,676

Women { 14-49)
(STUC + SMW)

8,400
6,634
6,285
5,683
4,936
4,812

Note: Objectives of 5 Year Development Plan, 1979-83 (Health Sector).

* Annual growtn rate = 2.7%

Population/physician = 30,000
women (14-49) /ilidwife = 2,582
Population/nurse = 3,911

§sc de la Formation riédicale 2t

Source: - iinistére du Plan, MOH/5A. Anal
Paramidicale au Niger, Marg, T3

- Plan .alnquinnal de Développement 1479-83 (Secteur Santé).
“D: thysician
STNC: superiopr lechnician in Nursing Care
STuC: Ssuperior Technician in Ubscetrical Care
Si: State nurse
CN: Cortitied nurse
SeW: State wnidwife
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The Govermpent of Niger is also considering increasing the numbers of
state nurses admitted to ENSP for continuing education. [n addition to
providing a career ladder co nurses with rield experience, this policy builds
competence within the ranks without having to train new personnel, and tne
long temm 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 G

MEMBERS OF THE EVALUATION TEAM

Mini{stdre de la Santé Publique ot des Affafres Socfales

Dr. Mamndou SOUMAILA

Mme. Amnou Auadou MAICA
Mr. Mounsa BADJE
Mr. Issa Boubacar CAMARA

Mr. Manane SOFO=-JAWA

Mr, Tasouton AlL FIAFFI

Mr, Ibhrahls Asadou LAMINE

Mr. Ditho GAREA
r. Ihrahtm MAGAGT

Mr. Aboubacar SAIBOU
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Mlle. Dawn LIBER]
Mnme, Erna KERST
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Dr, Patrick KELLY

Mllo. Dayl DONALDSGON
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M, Yovin WIEDMARN
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~CP/MSP/AS

-MOY

=Directrice dea Programmes de Santé
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Plantticateur Sanftatre/Eptdémiologiate
~Economtate Santtatre/Fuxpert en Cention
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DATE

Juin 26
Juin 27
Juin 28
Juin 29
Juin 30
Juin 31
Juillet
Juillet
Juillet
Juillet
Juillet
Juillet
Juillet
Juillet
Juillet
Juillet
Juillet
Juillet
Juillet
Juillet
Juillet
Juillet
Juillet
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APPENDIX I

ITINERARIES FOR FIELD WORK

EQUIPE A

Niamey - Zinder
Zinde.

Zinder

Zinder - Diffa
Diffa

Diffa

Diffa

Diffa - Maradi
Maradi - Tahoua
Tahoua

Tahoua

Tahoua - Agadez
Agadez

Agadez

Agadez - Tahoua
Tahoua - Niamey

EQUIPE B

Niamey - Tahoua
Tahoua = Ingal

Ingal

Ingal

Ingal - Agade:z

Agadez

Agadez - Maradi
Maradt - Diffa

Diffa

Diffa

Diffa - Zinder

Zinder

Zinder - Niamey
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