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IMPLEMENTATION COMPLETION REPORT
REPUBLIC OF NIGER

HEALTH PROJECT
(Credit 1668-NIR)

PREFACE

This is the Implementation Completion Report (ICR) for the Health Project in Niger, for which
Credit 1668-NIR was approved on March 20, 1986, in the amount of SDR 25.1 million (US§17?8million
equivalent). The Credit became effective on November 3, 1986. Due to various factors, including the
January 1994 devaluation, which had an impact on various components of the project, the project was
jcIon June 30195 2 months behind its scheduled closingdate of June 30, 1993. Of the total

negotiated credit of SDR 25.1_mil lion SDR 248 million (US$3i1LS 3 uivalent in 1995) has been
disbursed an¶;St ni~llion has been canceled, f which SDR 0.3 million due to misprocurement;
and SDR 0.02 million due to unused credit funds at closing.

The ICR was prepared by a team led by Ms. Denise Vaillancourt (Task Manager, AF4PH) of the
Africa Region and composed of several members of the completion mission: Ms. Johanne Angers
(Operations Analyst, AF4PH), Ms. Regina Amadi (Consultant), and Mr. Aboubacar Magassouba
(Consultant). The ICR was reviewed by Messrs. I. Porter, Division Chief (AF4PH), S. Singh, Acting
Operations Adviser (AF4DR), and A. Cisse, Country Economist (AF4CO). The Borrower submitted its
input to the ICR in a report dated May 16, 1996 (Appendices). The Borrower's acceptance of the ICR
was received in April 1996 during an appraisal mission of the Second Health Project which is recorded in
the mission's aide-m6moire.

Preparation of this ICR was started during the Bank's completion mission in June/July 1995. It is
based on the Staff Appraisal Report (SAR), the Development Credit Agreement (DCA), the Borrower's
Progress reports, Bank's supervision reports, correspondence between the Bank and the Borrower,
relevant records, workshops with the various stakeholders and beneficiarie, and discussions with key
Government officials, stakeholders and Bank staff. he Borrower partici atel in the preparation of the
ICR by contributing views reflected in the mission's i e-Memoire, by organizing and supporting a
series of evaluations of the project's preparation and implementation stages, which reflected a spectrum
of perspectives, including those of communities, service providers, MOPH technical and managerial staff
at the central and departmental levels, the unions, and an independent evaluator. During the Bank's
completion mission, the Government also organized an ealuation workshop, _t which the various
perspectives were presented and discussed. In addition, the Government reviewed and commented on
the draft ICR.
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IMPLEMENTATION COMPLETION REPORT
REPUBLIC OF NIGER

HEALTH PROJECT
(Credit 1668-NIR)

EVALUATION SUMMARY

BANK'S ROLE IN THE COUNTRY AND SECTOR

1. Niger, a large land-locked country, is one of the poorest countries in the world, with social
indicators which are among the lowest in the Sahelian countries. It had a population of about 8.7
million in 1994, about half of which is less than 15 years old, and which is growing at about 3.3 percent
annually. Subsistence agriculture has traditionally dominated the economy, with livestock also providing
an important source of income and export receipts. During the uranium boom of the late 1970s, Niger
went through a period of rapid growth, during which the public sector assumed an important role in the
economy. In 1981, however, uranium prices plummeted and Niger's production decreased. Moreover,
poor economic policies pursued by the Government in the boom era left in their wake structural
deficiencies in the economy. With assistance from the Bank, in FY86 the Government prepared a
structural adjustment program aimed at restoring and subsequently maintaining minimum acceptable
growth in the medium and longer term. (paras 1.1-1.2).

2. The health project (Credit 1668-NIR) marked the beginning of the Bank's involvement in
Niger's health sector and was designed to suppgrt the Govemment'sArmturatadjustmentiobjives at
the sectoral level: (a) more efficient use of resources; (b) mobilization of resources through cost
recovery; and (c) policy reform to improve overall efficiency and effectiveness of the health sector (para.
1.3).

PROJECT OBJECTIVES AND COMPONENTS

3. Original Project Objective. The objective of the project was to assist the Borrower to improve
the performance of its public health sector through: (a) adoption of appropriate mechanisms for
investment planning and recovery of costs; (b) design and implementation of policies in the fields of
population, nutrition, maternal and child health care, and control of communicable diseases including,
inter alia, malaria and diarrhea; and (c) implementation of training programs for health personnel (para.
2.1).

4. Project Components.( Part , of the project supported health sector adjustment aimed at
strengthening financial and operational management, improving basic health services, increasing-ost
recovery, improving essential drugs availability and developing population and nutrition policies. B-
supported improvements in baskhealth-and-family planning services through activities to: (a) improve
facilities and strengthen priority programs; (b) develop health education and community initiatives in
health and nutrition; and (c) develop health manpower (para. 2.2).

5. Credit Covenants and Special Agreements. Conditions of effectiveness were as follows: (a)
through the intermediary of the National Chemical and Pharmaceutical Products Bureau (ONPPC),
establish an account in a commercial bank to operate a revolving fund for the replenishment of
chloroquine for the anti-malaria program; (b) establish and adequately staff a Project Management Unit
(PMU) and set up an appropriate project accounting system; and (c) establish a local advance account
and deposit an initial amount of CFA franc 30 million. All conditions of effectiveness were complied
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with and the project was declared effective on November 3, 1986 (para. 2.3). Special covenants or
agreements were included to help promote achievement of project objectives (Table 1,Q). ,Two
amedents were made to the Develpment Credit Agreement (DCA).In(October 197, at the
Government's request, the DCA was amended to assist in the financing of a population census. An
allocation of 750 million CFA franc equivalent was made available in two tranches deposited in a special
account (Special Account B) managed by the Ministry of Plan. Another amendment was made in
Decemier 1993 Jo provide for 100 percent IDA financing of the Project Management Unit's (PMU)
_operating costs (para. 2.5).

6. In April 1994 in view of the limited financial resources remaining in the credit, agreement was
reached on the transfer of activities foreseen under this-project to the ongoing population project (Cr.
2630-NIR). Activities transferred to the population project supported the following programs: (a)
nutrition; (b) health education; (c) social development support; (d) expanded program of immunization
(EPI) and social mobilization; (e) mother and child health; and (f) family planning (para. 2.4).

7. Evaluation of Project Objective. The project's objective was consistent with Niger's strategy
for economic recovery and development, which was based on adoption of a structural adjustment
program, and was responsive to Niger's priority health problems. However, the objectives were
antitiou5,covering a wide range of sector issues simultaneously at the different levels of the health
sector (policy, design and delivery of services, manpower development, infrastructure, etc.) in a country
with verylittl management and institutional capacity and in which.Bank had little or no sector
operationalepqicee. Nevertheless, the objectives were, on the whole, well targeted to produce the
desired results i.e., policy reform and its application and implementation nationwide, and improvements
in priority services.

IMPLEMENTATION EXPERIENCE AND RESULTS

8. Assessment of Project's Success and Sustainability. The objective of assisting the
Government in introducing policy reform in the health sector within the overall framework of its
structural adjustment program was substantially achved. Studies aimed at improving sector policy
were carried out and were instrumental in the development and implementation of key reform measures,
including: according hospitals greater financial and managerial autonomy and prompting improvements
in resource mobilization and hospital management; adoption of a law in June 1995 on cost recovery for
the non-hospital sector; increased participation of communities in financing and management of health
services; development of a sector plan, which espouses the district (decentralized) health approach. Most
program obectives were also substantially met. Project investments contributed to improvements in the
quality and coverage of basic healiisrvices. Program objectives for vaccination coverage and training
were not, however, fully achieved (paras. 3.1-3.4).

9. Prospects for the sustainability of project interventions are good, thanks both to its success in
building management capacity and to its success in demonstrating the potential for mobilizing resources
through cost recovery. The experience of designing and carrying out studies and operational research
and of the design and implementation of policy reform emanating from these studies and research
contributed to significant improvements in the Ministry of Public Health (MOPH) capacity for sector
strategic management. Capacity was also strengthened through long-term training provided under the
project in planning, management, and public health and through the creation of directorates responsible
for health sector planning and pharmaceutical policy reform (para. 3.5).

10. Summary of Costs and Financing Arrangements. At appraisal, the total cost of the project
(Table 7A) was estimated at US$29.3 million equivalent (net of taxes and duties). IDA's contribution at
appraisal was estimated at US$27.8 million and the Government's participation at US$1.5 million. Total
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credit amount disbursed at ICR preparation (US$37.1 million) was higher than anticipated at appraisal
due to changes in the US dollar/SDR exchange rate (Table 4). The Government's contribution of US$1.6
million equivalent, was higher than anticipated at appraisal. USAID contributed the equivalent of
US$1.2 million under a Health Sector Grant to finance five studies planned under Part A of the project.
In May 1994 the Kingdom of the Netherlands granted the equivalent of US$770,000 to provide
budgetary support to the project (paras. 3.6-3.8).

11. Implementation Schedule. Project preparation was fairly long: five years elapsed between the
first reconnaissance mission (May 1980) and the appraisal mission (June 1985) (Table 3). Project
effectiveness was delayed from July 14, 1986 to November 3, 1986 due to some delays in meeting
conditions of effectiveness. The original closing date was June 30, 1993, but the Credit was not closed
until June 30, 1995, after two extensions. An outstanding balance of SDR 0.02 million (about US$0.03
million equivalent) was canceled effective November 14, 1995 (para. 3.9).

12. Key Factors Affecting Implementation. Three categories of factors affected the Government's
capacity to implement the project: political anci traints aandranal
constraints. The iti al, ents, which occurred during the life of the project, caused activities in all
sectoisf6 oslow down andeven to come to a standstill. The high turnover of Health Ministers during the
life of the project (eight Ministers in nine years) caused numerous delays, as each new Minister revisited
and questioned project objectives and implementation progress. From project launch through 1991 the
PMU was plagued with serious management and s,nd with a high turnover of project
coordinators, both of which caused considerable delays in project implementation. F Uajii
included lack of counterpart funds and cash flow problems. These constraints were mitigated through an
amendment of ie DA thf alfowed 100percent financing of operating costs of the PMU and through a
Dutch Grant used to finance local costs. The recruitment in 1992 of a new project coordinator and a
technical assistant for the PMU enhanced project implementation and accelerated achievement of project
objectives (paras. 3.10-3.12). Man aapacityoimplement a project of this
magnitude and complexity was inadequate. The highly centralized structure of the MOPH, heavy
bureiic-atic and ad niiistraiv foceduies and the vertical structure of health programs left
decentralized administration and services with, at best, a very passive role in project implementation.

13. Assessment of the Bank's and the Borrower's Performance. The Bank adopted a
comprehensive approach by placing the project in the context of Niger's health reform, which, in turn,
was part of the overall structural adjustment program of the country. Project identification, appraisal,
design, and supervision were satisfactory. Howeyr institutional capagity-tQ cany out,a.project.ofdhis
nature was underestimated. The Bank did not _0yote adequate resourves tq field supervision, both in
terms of quantity and in terms of adequate skills mix to address and resolve the several Ke9 issues to
project implementation, particularly those concerning financial management (para. 3.YW1~
Government of Niger's performance in project preparation was satisfactory. The Government's
commitment to reform in general, and to the project in particular, was largely responsible for the
successes/impacts recorded in spite of Niger's limited management and institutional capacity, and
financial resources. Overall rating of the project implementation fluctuated between 2 and 3 (paras. 3.14-
3.15).

14. Assessment of the Project Outcome. Significant advances were made with project assistance,
particularly with regard to its contributions to policy formulatlon and reform and to the strengthening of
capacity in lianning and service delivery'(paras. 3.16-3.18). Among the most noteworthy of project
outcomes are: the production of a coherent and strategic National Sector Development Plan, hospital
reform, adoption of a cost recovery law, and, in selected areas, improved quality of curative and
preventive services, increased capacity for receiving and treating patients, intensification of health
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information education and communication activities and increased involvement of communities in health
sector activities. Lack of baseline data and weak monitoring and evaluation did not permit an assessment
of the project's impact on health status in areas receiving project assistance.

IMPORTANT FINDINGS OF PROJECT IMPLEMENTATION EXPERIENCE

15. Investments in service quality improvements (infrastructure, program development, and training)
were not fully exploited or consolidated due to a lack of technical support and follow-up that should have
been provided through the implementation of a well-designed supervision program. Likewise, a lack of
follow-up and evaluation of training investments left MOPH incapable of ensuring optimal utilization of
newly acquired skills. The lack of a clear policy on preventive activities and on health education caused

,\them to receive low attention and priority under the project, despite the importance attributed to them in

project design and documentation. Greater emphasis on all of these--supervision, training evaluation,
policy on prevention and promotion--would have contributed to enhanced service quality (paras. 4.1-
4.2).

FUTURE OPERATIONS

16. The application of lessons learned in future sector investments were extensively discussed with
the Government and various other stakeholders as these were an important focus of the participatory
exaation cs. It is encouraging to note that these lessons are reflected, both by the G&Veriihnt
and by the Bank, into their strategies for the development and implementation of future health operations
in Niger. The Health Sector Development Plan for the period 1994-2000 captures the essence of a
number of key lessons learned, including: (a) the need to decentralize sector management and
administration and integrate more fully programs and services through the creation and support of health
districts; (b) the need to strengthen capacity in strategic management and management of resources; and
(c) the need to identify and utilize more fully the existing (often untapped) potential of the various
stakeholders and contributors to health sector performance. Project achievements in capacity building
and in the mobilization of resources will contribute to ensuring the sustainability of this and future
interventions (paras. 4.5-4.7).

LESSONS FOR FUTURE PROJECTS IN THE SECTOR IN NIGER

17. . Three main lessons are learned from this project. First, Project objectives should be
sufficiently modest and based on a sound knowledge of the existing situation. Clear targets and
indicators should be set at the outset. A rolling planning process would accommodate both more rigor
and more flexibility during project implementation.

18. Second, inadequate management/institutional capacity is found to be more constraining of good
sector performance than resource availability. More effort must be devoted to develop capacity in
management of resources and in decentralized strategic sector management in order to improve sector
effectiveness. In addition, decentralization and integration of programs and services and a clarification
and complementarity of roles and responsibilities at all levels of the health system (including those of
stakholders outside of the public health system) are also crucial to sector effectiveness. Implementation
experience also revealed the importance of integrating and "mainstreaming" project activities more fully
into MOPH operations, both at central and decentralized levels.

19. Third, financial participation of the communities has caused them to be more involved in, and
more demanding of, health service delivery, prompting the public service to strive to be more client-
oriented. This process should be nurtured and supported in future operations (paras. 4.3-4.4).



'IMPLEMENTATION COMPLETION REPORT
REPUBLIC OF NIGER

HEALTH PROJECT
(Credit 1668-NIR)

PART I: PROJECT IMPLEMENTATION ASSESSMENT

I. INTRODUCTION

A. Macroeconomic Setting

1.1 Niger, a large land-locked country covering an area of 1.27 million km 2 and 600 km away from
the closest seashore, is one of the poorest countries in the world. It had a population of about 8.7 million
in 1994, about half of which is less than 15 years old, and which is growing at about 3.3 percent
annually. The country's social indicators are among the lowest in the Sahelian countries. Subsistence
agriculture has traditionally dominated the economy with millet and sorghum taking up to 80 percent of
the cultivated area. Livestock also provides an important source of income and export receipts. Except
for the Sahelian drought periods, the country has been self-sufficient in staple food production.

1.2 The discovery of large uranium deposits in the late 1960s triggered the development of an
important mining sector which expanded rapidly under highly favored conditions in the world market
during the late 1970s. At that time, uranium became the country's principal foreign exchange earner
amounting to 70 percent of exports and a major source of Government revenues (around 12 percent). As
a result, Niger went through a period of rapid growth during which the public sector assumed an
important role in its economy. Unfortunately the uranium boom ended in 1981, when prices plummeted
and Niger's production decreased. Poor economic policies pursued by the Government in the boom era
left in their wake structural deficiencies in the economy. Financing constraints, exacerbated by
overspending during the uranium boom, highlighted the urgent need to address the underlying structural
issues of the economy. The Government, with assistance from the Bank, prepared a structural adjustment
program (FY86) aimed at restoring and subsequently maintaining minimum acceptable growth in the
medium and longer term. The program included policy reforms to increase the efficiency of existing
investments, improve resource allocation and develop the resource base of the country.

B. Bank's Role in the Sector

1.3 The Health Project (Credit 1668-NIR) marked the beginning of the Bank's involvement in
Niger's health sector and was designed to support the Government's structural adjustment objectives at
the sectoral level: (a) more efficient use of resources; (b), mQbi1izgion of resources -thrngh cost
recovery; and (c) policy efbiii to improve overall efficiency and effectveness in the health sector. Prior
to its effectiveness date of November 3, 1986, 28 IDA credits had been approved for Niger for a total
amount of US$363.7 million equivalent, including a structural adjustment cr it in the amount of US$60
million equivalent.

II. PROJECT OBJECTIVES

A. Original Project Objective

2.1 The objective of the project was to assist the Borrower in improving the performance of its
public health sector through: (a) adoption of appropriate mechanisms for investment planning and
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recovery of costs; (b) design and implementation of policies in the fields of population, nutrition,
maternal and child health care, and control of communicable diseases including, inter alia, malaria and
diarrhea; and (c) implementation of training programs for health personnel.

B. Project Description and Components

2.2 Part A of the project supported health sector adjustment through: (a) the financing of studies
aimed at strengthening financial and operational management, improving basic health services,
increasing cost recovery, improving essential drugs availability and developing population and nutrition
policies; and (b) the funding of proposals for implementing policies emanating from the above-
mentioned studies or operational experience. Part B supported improvements in basic health and family
planning services through activities to: (a) improve facilities and strengthen priority programs; (b)
develop health education and community initiatives in health and nutrition; and (c) develop health
manpower.

C. Credit Covenants and Special Agreements

2.3 Special covenants or agreements were included to help promote achievement of project
objectives (Table 10). Conditions of effectiveness were as follows: (a) through the intermediary of the
National Chemical and Pharmaceutical Products Bureau (ONPPC), establish an account in a commercial
bank to operate a revolving fund for the replenishment of chloroquine for the anti-malaria program; (b)
establish and adequately staff a PMU and set up an appropriate project accounting system; and (c)
establish a local advance account and deposit an initial amount of CFA franc 30 million. All conditions
of effectiveness were complied with and the project was declared effective on November 3, 1986.
Conditions of disbursement were as follows: (a) disbursement against implementation of proposed
activities, based on study results or operational experience derived from the project, were conditioned
upon IDA's approval of plans of action prepared by the Government in collaboration with IDA and
supported by a feasibility study; and (b) disbursement against purchases of vaccines were conditioned on
IDA's approval of the proposed target coverage for the following year's immunization campaign.

2.4 Agreed Changes. In April 1994 in view of the limited financial resources remaining in the
Credit, agreement was reached that certain activities foreseen under the project would be undertaken by
the ongoing population project (Cr. 2630-NIR), since these activities were also programmed. The
activities programmed under the health project and transferred to the population project were as follows:
(a) nutrition program, specifically, training of professional staff, literacy, and dissemination of the
national policy; (b) health education program; (c) social development support program; (d) EPI and
social mobilization program; (e) mother and child health program; and (f) family planning program. Eiye
of the six studies planned under PagA of-thtdprojg w under a USAID Health
Sector butremainiie an integral part of project activities. Responsibility for the nmnagement and
execution of policies sfudies wlliVeTfo lhe-inistry of Public Health and Social Affairs (MOPHSA)
rather than the Ministry of Plan (MOP), as originally planned. A number of other program activities
were ultimately supported under the project including: activities related to HIV/AIDS, purchase of anti-
tuberculosis drugs, a survey on youth, and the population census. The project's closing date was
extended in 1993 and 1994.

2.5 Amendments. Only two amendments were made to the Development Credit Agremment
(DCA). In October 1987, at the Government's request, the DCA was amended to assist in the financing
of a population census. An allocation of 750 million CFA franc equivalent was made available in two
tranches deposited in a special account (Special Account B) managed by the Ministry of Plan (MOP).
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Another amendment was made in December 1993 to provide for 100 percent IDA financing of the
PMU's operating costs.

D. Evaluation of Project Objectives

2.6 The project's objectives were consistent with the Bank's and Niger's strategy for economic
recovery and development, which was based on adoption of a structural adjustment program; and the
objectives were responsive to pressing needs of the sector. However, the objectives--and the consequent
project design--were ambitious, covering a wide range of sector issues simultaneously at the different
levels of the health sector Jp(ol~icy, daiga and.delivery of -srvices manpowef -development,
infrastructr, etc.) in a country with very little manqggwnt and institutional capacity and in which the
Bank had littlRem rosector otferifolal experience (Table 2). Objectives were neither sufficiently
specific nor clearly understood by those- responsiblefor their realization. Considermg tha
was the Bank's first health investment in Niger, prepartidn, especially objective setting, could have
benefited from (a) a better assessment of the Borrower's capgeity tqjrnplement the project;,(b) more
specific performance criteria/indicators for monitoring achievement of- poect-abjectiv=and
implementation, wiich should have en established jointly with Ministry of Public Health (MOPH)
staff; (c) better baseline data 4er setting realistic objectives and indicators; and (d) a more serious
consideration of other donors' interventions in the sector (USAID, UNFPA, WHO, UNICEF, FAC).
This would have enhanced donor coordination in the health sector in Niger. Nevertheless, the objectives
were, on the whole, well targeted to produce the desired results i.e., policy reform and its application and
implementation nationwide, and impr6vementsin priority services. Furthermore, project design
(particularly for Part A of the project) was flexible, allowing for lessons to be drawn and inmediately
applied during the life of the project.

I. IMPLEMENTATION EXPERIENCE AND RESULTS

A. Assessment of Project's Success and Sustainability

3.1 Sector Poljcy Objectives. The objective of assisting the Government in introducing policy
reform in the health sector-within the overall framework of its structural adjustment program was
substantially achieved Studies aimed at improving sector poijriqwere carried out and were instrumental
in the development and implementation of key reform measures (Table 6). National hospitals were
transformed into itablissements publics a caractere administratif and, as such, were accorded greater
financial autonomy. This reform has prompted improvements both in resource mobilization and in
hospital management practices. In June 1995 the National Assembly adopted a law on cost recovery for
the non-hospital (primary health care) sector, which encourages resource mobilization for primary health
care and improved management of resources and services. Pilot studies have already demonstrated, as is
the case in other countries, that community participation in the financing of health services and in the
management of collected revenues provides communities with some leverage in their demand for quality /
services and incites the health system to be more client oriented and thus improve that quality. Studies
and operational research carried out under this component contributed to an improved appreciation of the
strengths and weaknesses of the current health system and to the development of policies on nutrition,
drug supply, malaria control and diarrheal disease control. These contributions are fully reflected in the
Government's national health sector development plan for the period 1994-2000, which provides a
coherent framework for sector reform, and which has been instrumental in attracting and effectively
coordinating external assistance to the sector.

3.2 Prqam Objectives. Project investments to upgrade the technical skills of service providers and
to strengthen infrastructure and technical equipment of selected health facilities contributed to
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improvements in the quality and coverage of basic health services. In addition, a number of priority
health programs and services were strengthened both through improved strategic management and
through direct support to implementation activities. Notable achievements in this regard include: the
creation of an interministerial committee for malaria control; the definition of a national, multisectoral
nutrition policy; the creation of a national program on diarrheal disease, strengthening of the heaith
education program at the central and departmental levels; the initiation and successful implementationpf
comnunity participation in health and nutrition activities. Among the quantifiable results of these
interventions (presented in detail in Table 5) are: greater awareness and action on the part of
communities for understanding and taking charge of their own health issues and problems; an increase in
immunization rates and in prenatal consultations; and improvements in maternal health indicators.

}.3 Not all program objectives were fully met, however. Trainingachievements fell short of targets
(Table 5). A supervision plan was developed, but never implemented, with funds from Part A of the
project, as had been envisaged. While departmental level health directorates received equipment and
material for health education activities, these are not being effectively used. No meetings of donors was
held throughout the life of this project in an effort to coordinate aid to the sector as was provided for in
the DCA. The revolving fund for chloroquine never functioned properly.

3.4 Physical Objectives. The project has been particularly successful in rehabilitating the number of
health facilities planned at appraisal. Of the 113 health facilities slated for rehabilitation under the
project, 110 were rehabilitated and equipped in the seven departments covered by the project (Agadez,
Diffa, Dosso, Maradi, Tahoua, and Zinger, and in the metropolitan area of Niamey). The civil works
program suffered a slow start when many factors causing delays in the implementation of the program
were encountered.Thesr1fors-were delays in the planning of the implementation of the civil works
program, in carrying out key studies and launching the bidding process, in starting up works activities for
some contractors due to their weak financial and/or technical capacities, the lack of understanding of the
World Bank's procurement procedures, and the lack of supervision and monitoring. The collapse of the
Niger Development Bank (BDRN) in 1991/1992 was also a factor in some of the delays in construction
due to a freeze of accounts held by a few contractors. Fortunately, the program gained momentum
during the second phase of project implementation (from 1992). A civil works engineer was recruited as
a technical assistant to the PMU to ensure coordination and supervision of the activities. The breakdown
of the 110 health facilities supported by the project is as follows: 51 rural dispensaries, 23 maternities,
four medical posts, three medical centers, and 29 sanitaries blocks were rehabilitated and equipped.
Furthermore, many other types of facilities essential to activities related to the health sector have
received support from the credit, including: 20 houses for medical staff, two warehouses for ONPPC, 12
fences for health facilities, six sub-regional satellites for health education (EPS), 45 EPI shelters, two
nutrition centers, and the National Institute of Public Health of Zinder. Table 5 gives details on physical
and logistical inputs provided under the project.

3.5 Institutional Development Objectives and Project Sustainability. Prospects for the sustainabiliby
of project interventions are good, thanks both to its success in building management cpacity and to its
,success in demonstrating the potential foranobilizing resources through cost recovery. The experience of
designing and carrying out studies and operational research, and of the design and implementation of
policy reform emanating from these studies and research, contributed to significant improvements in
MOPH capacity for sector strategic management. Capacity was also strengthened througW long-term
trainingrovided under the project in planning, management, and public health. Under this project the
MOPH structure was strengthened through the creation of the Directorate of Studies and Programming
(DEP) and the Directorate of Pharmacies and Laboratories (DPhL), which play a key role in,
respectively, health sector planning, and pharmaceutical policy reform. An important indicator of the
enhanced capacity of MOPH is the quality of the Government's Health Sector Development Strategy.
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Developed with very little intervention from external sources, both the diagnosis of health sector status
and issues and proposals for effectively addressing them are extremely well done, reflect lessons ofS
experience gained through the implementation of this and other projects and provide the basis for
strategic and well coordinated sector interventions. The granting offnanciaLand managerial autonomy
to hospitals is yet another significant achievement in institutional development.

B. Summary of Costs

3.6 At appraisal, the total cost of the project (Tables 7A and 7B) was estimated at US$29.3 million
equivalent (net of taxes and duties) with a foreign exchange component of US$18.2 million (62 percent).
Base cost estimates were in June 1985 prices. The breakdown of the project's costs in local and foreign
currencies is given in Table 7A.

3.7 Several factors contributed to the changes in cost from the time of the appraisal (June 1985) to
project closing (June 1995): (a) a five-year delay in project start-up and a two-year extension of the
project closing date; (b) the impact of the 1994 devaluation on the cost of construction and equipment;
and (c) project support to activities not foreseen at appraisal, such as the strengthening of the DEP,
DPhL, ONPPC, STD/AIDS program and the partial financing of the 1988 population census.

C. Financing Arrangements

3.8 IDA's contribution at appraisal was estimated at US$27.8 million equivalent (February 1986
exchange rate with SDR) and the Government's participation at US$1.5 million equivalent. Total credit
amount disbursed at ICR preparation (US$37.1 million equivalent) was higher than anticipated at
appraisal due to changes in the US dollar/SDR exchange rate (Table 4). The Government's actual
contribution of US$1.6 million equivalent (reflected in the audit report of December 31, 1995) was
higher than anticipated at appraisal. USAID contributed the equivalent of US$1.2 million under a Health
Sector Grant to finance five studies planned under Part A of the project. The January 1994 devaluation
of the CFA frane prompted additional donor assistance which significantly eased the constraint of
counterpart funds. In May 1994 the Kingdom of the Netherlands granted the equivalent of US$770,000
to provide for budgetary support to the project. It is significant to note that, at the time of project
closing, the Government decided to use the balance of the funds in the project account (about 300 million
CFA franc) to finance the rehabilitation of two warehouses at the ONPPC for the stocking of drugs as
well as the purchase of 500,000 doses of anti-meningitis vaccines.

D. Implementation Schedule

3.9 Project preparation was long: five years elapsed between the first reconnaissance mission (May
1980) and the appraisal mission (June 1985) (Table 3). Project effectiveness was delayed from July 14,
1986 to November 3, 1986 due to some delays in meeting conditions for effectiveness, particularly in
relation to lengthy administrative procedures for hiring the project accountant. The original closing date
was June 30, 1993, but the Credit was not closed until June 30, 1995, after two extensions.
Disbursements against commitments were made until November 14, 1995. An outstanding balance of
SDR 0.02 million (about US$0.03 million equivalent) was canceled effective November 14, 1995.

E. Analysis of Key Factors Affecting Implementation

3.10 Three categories of factors affected the Government's capacity to implement the project:
political events; financial constraints; and organizational/managerial constraints. The democratization
process, which occurred during the life of the project causedactvities in all sectors to slow down and
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even come to a standstill during the various crises inherent in the process. In addition, and more
specifically, the high turnover of Health Ministers during the life of the project (eight Ministers in nine
years) caused numerous delays, as each new Minister revisited and questioned project objectives and
implementation progress. Causes of financial constraints are numerous and varied. Propelled by the
economic crisis, lack of counterpart funds delayed implementation of certain activities and severely
constrained the operation of the PMU. There were times during the life of the project that the
Government was unable to pay salaries for periods of up to six months at a time. Cash flow problems
were further exacerbated by the collapse of the BDRN, whose assets (including the project's special
accounts) were frozen. These constraints were mitigated through an amendment of the DCA that
allowed 100 percent financing of operating costs of the PMU and through a Dutch Grant used to finance
local costs.

3.11 Management/organizational capacity to implement a project of this magnitude and complexity
was inadequate. The highly centralized structure of the MOPH, combined with heavy bureaucratic and
administrative procedures, left administrators and service managers in the periphery with, at best, a very
passive role in project implementation. Furthermore, the vertical structure of health programs within
MOPH unnecessarily complicated service delivery and constrained efforts to integrate service delivery.
As at the political (Ministerial) level, heavy turnover of heads of key technical programs (average of
once a year per program), combined with high mobility of service delivery personnel, further
exacerbated efforts to improve health program effectiveness and service delivery.

3.12 From the project launch through 1991, the PMU was plagued with serious management and
financial problems, and with a high turnover of proj3ect crdinators, both of which caused considerable
delays in project implementation. Financial mismanagement was evident in inadequate accounting of
project funds and delays in submission of audit reports. The use of IDA special account to finance the
Government's counterpart expenditures led to a defacto suspension of the special account by the Bank in
January 1992. PMU capacity for project management, supervision, and procurement was also lacking.
The recruitment in 1992 of a new project manager, along with the long overdue hiring of a technical
assistant for the PMU enhanced project implementation and accelerated achievement of project
objectives.

F. Assessment of the Bank and the Borrower's Performance

3.13 Identification of the project was satisfactory in that it was consistent with Niger's strategy for
economic recovery and development and with the Bank's country strategy, which depended on the
adoption of a structural adjustment program. The amount of time and resources devoted to project
preparation and appraisal is indicative of the fact that dialogue was at times difficult and that the Bank
exercised considerahle caution in entering the health sector in Niger. The Bank adopted a
comprehensive approach by placing the project in the context of Niger's health reform, which, in turn,
was part of the overall structural adjustment program of the country. Project appraisal and design were
satisfactory. The project desigMaddressed-hemed-for policy reform ina pragmatic and flexible manner
thus supportingA.J&aming.approach that was quite innovative for its-time. However, institutional
capacity to carry out a project of this nature was underestimated. Project supervision was deficient.
Despite the fact that the project represented the Bank's first intervention in the health sector in Niger, the
Bank did not devote adequate resources to field supervision, both in terms of quantity and in terms of
adequate skills mix to address and resolve the several key issues to project implementation repeatedly
raised in Aide-M6moires, particularly those concerning financial management.

3.14 The Government of Niger's performance in project preparation was satisfactory. The
Governmerits commitment to reform in general, and to the project in particular, was largely responsible
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for the successes/impacts recorded in spite of Niger's limited management and institutional capacity, and
financial resources. It worked closely with the Bank in project identification and preparation.

3.15 On the whole, Borrower performance on project implementation is satisfactory. A review of
590s and BTOs indicate that the Borrower's performance can be assessed on three levels: (a) technical:
the Borrower performed above average in implementing the health action programs, thereby achieving,
in great part, the project's-development ot jective. As a result, the project had, and continues to have, a
good development impact as the project has assumed a prominent role in providing support for critical
health sector activities; (b) management and institutional: the Borrower's performance was mediocre
because of the weak management ability of PMU and fragile institutional capacity of collaborating
government agencies; (c) Government commitment and provision of resources: the Government's
commitment which was very high at project onset fluctuated during implementation due to frequent
ministerial reshuffles, weak commitment on the part of senior government officials and the Borrower's
inability, in the earlier stages of the project, to provide counterpart funds on a timely and reliable basis.
The appointment of a dynamic and capable project coordinator (manager) in 1992 permitted
considerably accelerated activity during the last months or years of the project during which time this
allowed the project to correct and significantly improve past performance and achieve a successful
outcome.

G. Assessment of the Project's Outcome

3.16 Despite the very difficult political and economic climate during its implementation and despite a
high turnover of project staff, program coordinators and ministers, this project culminated in a number o
notable accomplishments. While not all objectives were fully met, significant advances were made wit
project assistance, p ar w r to icontribution topnlicy r nd rfnrm an"d to
the strengthening of capacity j.Lpjmnning and servicedelixery. MOPH institutional capacity was
strengthened through the creation of the Directorates for Studies and Programming, and for Pharmacies
and Laboratories, which play crucial roles in sector planning and the formulation and oversight of
pharmaceutical policy. Studies and planning activities financed under the project, combined with skills
development in planning, management, and public health, contributed to improved appreciation of sector
strengths and weaknesses and were instrumental in the production of the National Sector Development
Plan, which provides a coherent framework for sector development. Study results also provided the basis
for hospital reform and the recent adoption of a law on cost recovery.

3.17 Various assessments of project performance encompassing the views of, respectively,
beneficiairies, the Ministry of Health and an external evaluator, note improvement ithe .gualiVand
coveragel qfservitge delivery. Investments in infrastructure, program developmenf and technical skills
development of service delivery staff resulted in improved coverage and quality of service delivery.
These are evident in improved quality of curative and preventive services, increased capacity for
receiving and treating patients, intensification of health information, education and communication
activities, and increased involvement of communities in health sector activities.

3.18 Not all project objectives were fully achieved, however. The project fell short of its targets for
immunization coverage (55 percent achieved) and for specialized training for technical staff (48 percent
achieved). In addition, no aid coordination meeting was held during the life of the project, nor was the
supervision program, developed during the project, implemented. The revolving fund for chloroquine
never functioned successfully. Lack of baseline data and inadequate monitoring and evaluation of
activity did not permit an assessment of the project's impalet on health status in areas receiving direct
project assistance. It must be noted, however, that national health indicators for Niger remain abysmally
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low, posing a formidable challenge to the Government and all of its partners to continue, and in fact,
intensify efforts to improve health status.

IV. SUMMARY OF FINDINGS, FUTURE OPERATIONS AND KEY LESSONS LEARNED

A. Findings of Project Implementation Experience

4.1 Experience gained through the implementation of this project highlighted a number of
weaknesses and challenges for improving service coverage and quality, management and organization of
sector activity. This experience will be reflected in the design and development of future interventions
in the sector.

4.2 Services. The importance of supervision of health personnel cannot be overemphasized. While
the Government did prepare a detailed plan of action for the supervision of health field staff, as required
under the DCA, this program was never implemented, despite its eligibility for financing under Part A of
the project. As a result, investments in service quality improvements (infrastructure, program
development, and training) were not fully exploited or consolidated due to a lack of technical support
and follow-up through supervision. Likewise, a lack of follow-up and evaluation of training investments
left MOPH incapable of ensuring optimal utilization of newly acquired skills and specilizations and of
assessing utility of training to guide future investments in human resources development. The lack of a
clear policy on preventive activities and on health education in essence caused them to receive low
attention and priority under the project, despite the importance attributed to them in project design and
documentation.

4.3 Sector Management/Organization. Even more constraining to good sector performance than
resource availability is the management of resources: human, financial and physical (particularly
maintenance). Mobility, low motivation and inequitable distribution of health and administrative
personnel, lack of capacity and heavy and overcentralized mechanisms for accounting and financial
management and neglect of maintenance all compromised project (and program) effectiveness. More
effort must belemted-to-devep capacity in management of resources and in decentralized strategic
sectormaagemet (planning, programming, aid coordination, monitoring, evaluatidn) in order to
improve sector effectiveness. In addition, deficiencies in MOPH organization also compromised project
effectiveness and must be corrected. The project was conceived in a vertical and centralized fashion
responding to MOPH organization at the time. Sector effectiveness calls for the decentralization and
integration of programs and services and a clarification and complementarity of roles and responsibilities
at each level of the health system. Greater attention should be paid to institutional development and
management capacity building in future interventions.

4.4 Participation. Through the pilot testing of cost recovery schemes experience was gained in
eliciting the financial participation of the population in sector activities. This experience also
demonstrated that because of its financial participation, the population becomes more demanding of
service quality and more interested in participating in the management of resources and in the planning,
implementation, and management of sector activities. As a result of this phenomenon, the health system
is more conscious of the need to be more client oriented--a significant and positive evolution, indeed.
Future investments should include assistance in this regard. Because demands of population are
intersectoral (major health problems are due to lack of access to clean water), this new orientation will
also require a much more holistic approach to health with greater effort to achieve intersectoral
coordination and partnerships with other development agencies (NGOs) at all levels of the system.
While participation has evolved significantly over the life of the project, participation of women is still
very limited, due primarily to cultural factors.
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B. Future Operations and Sustainability

4.5 The application of lessons learned in future sector investments were extensively discussed with
the Government and various other stakeholders as these were an important focus of the participatory
evaluation process. It is encouraging to note that these lessons are reflected, both by the Government
and byfteFBank, into their strategies for the development and implementation of future health operations
in Niger, respectively: the National Health Sector Development Plan for the period 1994-2000, and the
Bank's Sector Investment Program approach. The design of a proposed Health II project, which was
appraised in April 1996 and negotiated in June 1996, has already benefited significantly from this
accumulated experience.

4.6 The Health Sector Development Plan for the period 1994-2000 provides the basis for the
proposed IDA intervention in the health sector. A very solid document, it captures the essence of a
number of key lessons learned from the first IDA operation, including: (a) the need to decentralizeqector
management and administration and integrate more fully programs and services through the creation and
support of health districts; (b) the need to strengthen capacity in strategic management and management
of resources; and (c) the need to identify and utilize' more fully the existing (often untapped) potential of
the various stakeholders and contributors to health sector performance. The plan states very well "what
to do", but the challenge remains to define "how to do it". Discussions during the ICR mission highlight
how lessons learned could be further exploited to improve this plan, including: setting of more realistic
objectives; prioritization of interventions; introduction of a rolling planning process that would be
reviewed and revised annually; and the estimation (and minimization) of investment and recurrent costs.

4.7 Key features of the new sector approach, which are guiding the design and implementation of the
proposed IDA intervention include: a coherent sectoral framework that would provide the basis for
eliciting and coordinating the various contributions of donors; Government initiation and ownership of
sector activity and increased partnership among the various stakeholders in the planning, execution and
evaluation of sector activity; a deliberate and systemic approach to capacity building, management
strengthening and institutional development, which would encompass the (often untapped) potential roles
of all partners in sector development; a better appreciation of client perspectives and more efforts to
respond to the needs and demands of clients; choice of indicators that would emphasize performance of
the system and impact of interventions; the adoption of a learning approach, which would be pragmatic,
rather than theoretical, and which would be subject to ongoing evaluation and refinement in light of
experience; economic and financial viability. encompassing the importance of establishing priorities,
cost-effectiveness or intorYfnns; a full appreciation of recurrenFcidit1mpieatiomr and Cost
containment; and the importance of forging better links and partnerships with central and other ministries
at all levels of the system to understand opportunities and constraints of decentralization, public finance,
civil service reform, etc. (i.e. macroeconomic linkages) and to improve intersectoral coordination and
collaboration to achieve better health. This approach has been thoroughly discussed and well received
by the Government and donors alike.

C. Lessons for Future Projects in the Sector in Niger

4.8 Lessons of Project Design and Development. Project objectives should be sufficiently modest
and based, to the extent possible, on a sound knowledge of the existing situation. The compilation of
reliable baseline data is very important in this regard. Objectives should also be commensurate with the
resources placed at the disposal of project/program staff. Clear targets and indicators should be set at the
outset. Key st eholders, including the benificiariesserwie-prvislocalTauthorities, NGOs and key
donors involved in e sector, should be identified at the outset and involved in all stages of project



10

design and development: needs assessment, design, setting of targets and indicators, implementation,
managemet and evaluation. A least cost approach should drive the project design and costiig exercise,
with a piartiiilar emphasis on fully accounting for and minimizing the recurrent cost implications of
project/program investments. A rolling planning process should be incorporated into the project design,
which would accommodate both more rigor and more flexibility during project implementation to take
into account and manage opportunities and constraints emerging from experience. A more holistic and
rigorous assessment of institutional capacity would have modified project design and introduced
interventions to strengthen that capacity.

4.9 Lessons of Project Management. Analysis of a number of weaknesses in project management
have revealed important lessons that should be applied to future operations. The most important of these
lessons are: the need to provide project staff with sufficient training in procurement and in other Bank
procedures and requirements; the need for improved mechanisms for coordination of project activities
and communication among the various responsible program managers; the need to minimize turnover of
proggm management and service delivery staff. Implementation experience revealed the importance of
integrating and "mainstreaming" project activities more fully into MOPH operations, both at the central
and decentralized levels. Among other things this would provide for more objectivity and transparency
in setting priorities within the context of the project and accord line responsibility for program
management and implementation to those normally responsible within MOPH structure. Opportunities
should be more fully exploited to address and quickly resolve project implementation issues. The mid-
term review process could have been more fully exploited in this regard. Furthermore, issues raised in
Aide-Memoires of supervision missions should be rigorously addressed and resolved. Routine (quarterly
or semi-annual) repQrtingonproject execution, which was not done under this jojeeticould also be
instrumental in identifyirg and resolving implementation issues effectively and efficiently. Adequate
resources to field supervision, both in terms of quantity and in terms of adequate skills mix, should be
devoted to address and resolve the several key issues to project implementation, particularly those
concerning financial management.
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Table 1: Summary of Assessments

A. Achievement of Obiectives Substantial Partial Negligible Not applicable

Macroeconomic Policies 0 0 0 K
Sector Policies 0 0 0

Financial Objectives 0 0 0

Institutional Development 0 0

Physical Objectives 0 0 0

Poverty Reduction 0 0 0

Gender Issues 0 8 0 0

Other Social Objectives 0 0 0

Environmental Objectives 0 0 0

Public Sector Management 0 0 0

Private Sector Development 0 0 0

Training and Technology 0 0 0

Other (Specify) 0 0 0 0

B. Project Sustainability Likey Unlikely Uncertain

0 0

Highly
C. Bank Performance satisfact Satisfactory Deficient

Identification 0 0

Preparation Assistance 0 0

Appraisal 0 0

Supervision 0 0

Highly
D. Borrower Performance satisfactory Satisfactory Defcient

Preparation 0 0

Implementation 0 0

Covenant Compliance 0 0

Highly Highly
E. Assessment of Outcome satisfactory Satisfactor Unsatisfactorv unsatisfactolv

0 U 0 0
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Table 2: Related Bank Credits

Credit title Purpose Year of approval Status

Preceding operations

Not Applicable

Following operations

Population Project The Project aims at assisting the Government in 1992 Supervision
implementing an effective national population

(Cr. 2360) program, with the primary objective of
accelerating the onset of fertility decline by
increasing the contraceptive prevalence rate as
rapidly as possible, reducing maternal mortality,
promoting attitudes favoring a reduction in family
size norms, and enhancing the capacity of women
to effectively participate in socio-economic
development.

Health II Project The Project envisages at supporting the Ministry Expected June 1996 Appraisal
of Public Health in its implementation of the
"Plan de Diveloppement Sanitaire". It will seek
to: (a) reduce morbidity and mortality through
improvements to the quality and coverage of
basic health services with a particular focus on
establishing and supporting the health district
system; (b) improve the availability and
affordability of essential generic drugs to all of
Niger's population through the restructuring and
strengthening of the pharmaceutical sector,
effectiveness and efficiency of which will be
addressed through interventions to strengthen and
decentralize strategic sector management and
management of resources; and (c) expand and
exploit sector capacity through efforts to
appreciate and more effectively utilize the
capacity of various partners active in the health
sector, starting at the peripheral levels.
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Table 3: Project Timetable

Identification (Project Brief) 01/81 02/82

Preparation 06/81 02/83

Appraisal 11/84 06/85 )

Negotiations 11/85 02/86

Board Presentation 01/86 03/86

Signing 04/86 04/86

Effectiveness 07/86

Project Completion 12/92 06/95

Credit Closing 06/93 06/95

Table 4: Credit Disbursements: Cumulative Estimated and Actual
(US$ million)

Bank Fiscal Year Appraisal Estimate Actual Actual as % of
and Quarter Estimate

1987 2.5 1.35 54

1988 6.4 5.18 81

1989 11.4 8.08 71

1990 17.2 12.89 75

1991 22.0 16.01 73

1992 25.6 19.04 74

1993 27.81/ 24.05 87

1994 25.68 n/a

1995 34.90 n/a

1996 37.10 n/a

Date of final disbursement: November 14, 1995 (the above data are taken from the loan database of November 28,
1995).

'/ A total f US$0.44 milli was cancelled from the negotiated amount equivalent to US$27.8 million, of which
US$0.41 million due to misprocurement and US$0.03 million due to unused credit funds.



Table 5: Key Indicators for Project Implementation and Operation

SAR Planned Actual c -L{

Part A. Health Sector Adjustment U C

1. Studies:
(a) Hospital Fee System I (/
(b) Cost effectiveness of university hospitalfacilities I a/
(c) Cost effectiveness of basic health services and operations 1 1
(d) MSP's financial management, includinghospital management plan i 1
(e) Cost recovery of basic heatlh services at the local level 1 1
(f) Improvement of the distribution of essential drugs 1 1

2. Sub-projects (implementation of recommendations resulting from studies above and n.d. 8
some key activities agreed between Government and IDA)

(a) Directorate of Studies and Programming (DEP)
(b) Directorate of Health Protection and Sanitation 4-

(c) Directorate of Pharmacies and Labs (DPHL)
(d) ONPPC
(e) National Tuberculosis Control Center (CNAT)
(f) Survey of Aspirations of Youth in Niger
(g) STD/AIDS Program
(h) 1988 General Census of the Population

3. Support to Government's Initiatives in
(a) development of cost recovery measures for basic halth services 0 1

4. Sector Management
(a) organizing annual meetings of all aid agencies participating in the financing of health 1/year ad hoc
sector activities in Niger

A/ These studies have been combined into one.
Note: Details on indicators can be found in separate tables by components and sub-components in AISC.



Table 5 (continued)
Planned Actual Planned Actual

Part B. Basic Health and Family Planning Services (iii) staff training and fellowships:

1. Strengthening and extension of health care services:
(a) Upgrading, rehabilitation and equipping of health facilities: 113 _26 • laboratory assistants 6 3

• Rural dispensaries 51 • medical doctor in entomoparasitology 2 2
• PMI/maternities 23 * sanitary engineers 5 3
• Medical posts 8 • study tours on malaria control 3 3
• Medical centers 15 • PNLCP coordinator in public health 1 0
• Sanitary blocks 29 • PNLCP coordinator and one staff in resource managerment and 2 0

econogmics in health prog-s
Other facilities: n.d. • PNLCP coordinator in malaria science an<. trol ooj

• Staff housing 20 • workshops and seminars 7 6
• ONPPC offices 2 (iv) community education I I
• EPS unit 2 (v) logistical support for supervision and monitoring of malaria control

activities:
• EPI shelters 45 • vehicles 4 4
• Antennes regionales EPS 6 (vi) study on the feasibility of a malaria vector control program (TA 2 1 1

months)
• CNSF store I (d) Coordination and management of a National Diarrheal Disease

Control Program
• Rehabilitation Centers 2 (i) TA (2 months) to develop program of monitoring and evalu.ation I I

capability
• Garage SERPA I (ii) TA (5 months) to assist in periodic program evaluation I I
• Storage facility (SERAM, SERMEX) 2 (iii) Logistical support to Management Unit
• Fencing for health facilities 12 • vehicles I I
• Rehabilitation of Nutrition centers 2 (iv) Staff training:

(b) Evaluation of the efficiency of existi maintenance s ctures • management of health programs 4 2
(SERAM), (SERMEX), (SERPA) for lha ies:

(i) TA (4 months) to design efficient low-cost maintenance program; I 1 • public health I I
(ii) TA (2 months) to strengthen existing maintenance system I 1 0 workshops and seminars 2 2
(iii) Vehicles (SERAM, SEMEX) 4 4 (v) IEC Program I I
(iv) Equipping (SERMEX, SERPA, SERAM) 3 3 (e) Expanded Program of Immunization (EPI)
(v) Staff training: (i) TA (6 months) for program monitoring and evaluation and a morbidity I I

and mortality study of EPI target diseases for development of a initial
database

• engineer to mainainandrepair medical and surgical equipment 1 0 (ii) acquisition of vaccines I I
• mechanics to maintain vehicles 3 1 (iii) cold chain I I
• technicians in refrigeration 3 8 (iv) equipment for vaccination for fixed structures and mobile centers:
• continuing training for SERAM technicians n.d 150 • No. of fixed centers n.d. 343
• Biomedical Engineer 0 1 • advanced centers n.d. 199

(c) National Malaria Control Program: * mobile centers n.d. 22
(i) initial stock of chloroquine and establishment of a revolving fund I I (v) vehicles 16 16
(ii) diagnostic/lab equipment for 3 selected medical centers 3 3 (vi) vaccines and cold chain and vaccination equipment for mobile units I I



Table 5 (continued)
Planned Actual Planned Actual

(iv) provision of overseas training and study tours for selected division 3 3
(vii) staff training: staff and health education officers

" EPI introduction I I (v) Appointment of 7 a d s in each 7 departments 7 7
• EPI program management for officials I I (b) Development of mmunity participitation i# health and nutrition and

of nutrition policy-1ruh.-
• workshops and seminars 4 4 (i) Development of a National Nutrition Policy:

(viii) incremental operating costs I 1 • workshop on the adoption of document I I
() Maternal and Child Health Care Services and MCH outreach • adoption of National Nutrition Policy 1 0

(i) acquisition of vehicles 23 18 (ii) Extension to about 60 villages (in 3ons: Zide i M and . 60 10
Dosso) of the oinoing~WHO-UNTCEF pilot project

(ii) mopeds 119 114 (iii) provision of equipment and logistical support to the regional level:
(iii) equipment: • vehicles 2 2

" bby scales 52 52 • moto 0 4
" sewing machines and accessories 10 15 • equipment 2 2

(iv) operating expenses for village consultation and home visits (iv) equipment and materials for village projects 60 10
(v) seminars 5 3 (v) TA (3 months) for development of a nutrition surveillance system and I I

its integration into a health information system in villages
(vi) staff training: (vi) KAP survey I I

- social workers 10 5 (vii) salaries of 6 trained staff to function as resources people and to 1 0
initiate contact with villages (2 per regions

(g) Expansion of Family Planning Activities (viii) seminars aimed at providing selected villages with an operational 20 20
program in the area of nutrition and food supply

(i) Initiatives in Family Planning Services to lead to a National I I (ix) study tours for staff of nutrition division 0 1
Population Policy
(ii) remodel facilities for the National FP Program for storage of I I (x) staff training in nutrition 0 2
contraceptives

(iii) acquisition of gynecological equipment for MCH centers (Niamey, 7 7 3. Health Manpower Development (MSP with Ministry of Culture and
Dosso, Tahoua, Maradi, Zinder, Diffa, and Agadez) and rural health Communication)
facilities
(iv) acquisition of contraceptives for MCH centers and rural health I 1 (a) support to the establishment of a programfor regular in-service
facilities training and regularfield supervision for paramedical staff through:
(v) execution of public information campaigns on family health and I I (i) acquisition of equipment and training materials I
family planning
(vi) TA (9 months) to study current acceptance of FP in 3 dept. to I I (ii) provision of logistical support and operating costs:
refine program development
(vii) specialized training for: • vehicles I

" gynecologists (3) 3 3 (iii) TA (4 months) to support implementation and program evaluation I I
" pediatricians (3) 3 2 (iv) grants for dissertations/thesis 25 10
• family health/FP specialists 7 225 (v) seminars I I

2. Development of Health Education and Community Participation in (vi) fellowships in: specialized training for professional staff 203 109
Health and Nutrition

(a) Development of an appropriate health education program through: (vii) short term training for health staff 190 109
(i) Develop a national IEC program I I (viii) refresher courses for staff n.d. 133
(ii) acquisition of technical equipment and logistical support (vehicle) I I (ix) study tours n.d. 19
for schools and directorates

(iii) TA (I month) to finalize work program for the division and I I
develop working methods; TA Social scientist (6 months) for field n.d = not defined.
studies; TA media spec. (4 months/yr)



Table 6: Studies Included in Project

Study (Financier) Purpose as defined at Appraisal/redefined Status Impact of studo&t_

PART A. HEALTH SECTOR ADJUSTMENT
1. Hospital Fee System (USAID): This study was Revision of legislation concerning hospital fees Completed in 1992 These studies have revealed the imbalance between the fee
covered under Hospital Management Studies. and their application in order to improve cost structure in place and the actual cost of health care at the

recovery in national and department hospital. tertiary level. This findingbas led to a series of studies
carriedLaoin994_propuosing the reforms of hospital and
tarification systems.

2. Cost Effectiveness of Proposals to Use the Analysis of cost effectiveness of various See point I above See point I above.
University Hospital Facilities (USAID): This study proposals including (a) transferring certain
was combined with the study on Hospital services of the national hospital of Niamey to
Management (see point I above). the university hospital complex; and (b)

establishing with a view to reducing evacuation
abroad.(see point I above)

3. Cost Effectiveness of Basic Health Services and Analysis of basic health services with a view to Completed in 1989. The findings of the study were instrumental in the
Operations (USAID). increasing cost effectiveness and improving elaboration of cost recovery schemes and the carmngout

management and utilization of resources. of the study mentionned under point 5 below.

4. Financial Management and Hospital
Management (USAID). rhis study was carried Analysis of current financial accounting and Completed in 1991 National hospitals were accorded greater financial and
out through a study on the national budget for management practices with a view to managerial autonomy. This reform has prompted
health and financial resources allocation, including establishing an improved financial management improvements both in resource mobilization and in hospital
the hospital and non-hospital sectors resource system encompassing the entire health sector; management practices.
allocations. (This study is part of the studies and analysis of current hospital management
mentionned under points I and 2 above). practices with a view to improving cost

effectiveness of hospital services.

5. Cost Recovery of Basic Health Services Analysis of various alternatives for cost Completed in 1993. The findings of the study were instrumental in the
(USAID/IDA). This study is part of point 3 recovery of basic health services, elaboration of elaboration-of the recentlyadoptedawon-costrecovery in
above. a fee system and recommendations for its primaryhealth care and the non tertiary health sector.

application to assist MOPHSA to implement its
policy of cost recovery at all levels of services.

The majority of the studies planned under Part A of the project were financed under a grant from USAID as part of the Health Sector Development program.
Only two studies were financed by the Project, those are the studies on the Supply and Distribution Practices of Drugs and on Regional Programs in the Health
Sector.



Table 6 (continued)

Study (Financier) Purpose as defined at Appraisal/redefined Status Impact of study

6. Extension of the Drug Distribution System Analysis of present drug supply and distribution Completed in 1991. Following the study's recommendations, the MOH has
(IDA). Also referred to as Supply and Distribution practices and recommendations for improving created two insitutional bodies to help define a
Practices of Drugs. drug availability to the population at large. pharmaceutical policy and regulate the drug sector. These

institutions are the "Inspection ginirale des pharmacies"
and "Direction des pharmacies et laboratoires. The
pharmaceutical policy remains to be finalized in order to
establish a reliable system of essential drug supply and
distribution.

7. Regional Programs in the Health Sector (IDA). Not planned at appraisal. A series of studies on Completed in 1993. These studies made recommendations and proposals in the
regional programs in health were finaned by the areas of decentralization of the health care system, health
Project. These studies intended to analyse: (a) financing mechanisms, and promotion of the private
Niger's socio-economic status; (b) the health sector. The findings of the studies were also taken into
care system; and (c) the financing, organiation account in the elaboration of the "Plan de Developpement
and management of the health system. Sanitaire, 1994-2000".

Malaria Program Completed in 1989. The study's finding§ias revealed the mode of transmission
common to Niger and the most cost effective treatment

1. Study on the Feasibility of a Malaria Vector Feasibility and design of a vector control available
Control Program program.
2. Sensitization Studies Study of the population's knowledge about Completed in 1992. Results of the study led to the establishement of a revolving

malaria and its treatment for targeting of health fund that was meant to ensure availability of chloroquine at
education activities. all tim-es~ The results of a KAP survey in 1992 revealed

that the population was aware of the heavy period of
transmission (80%), knew the major signs of sickness
(87%), but that only 31% knew about chloroquine.

EPI:
1. Survey on Morbidity and Mortality of EPI Evaluation of EPI effectiveness Completed in 1988 A national survey revealed that the objectives for year 1988
Target Diseases had practically been achieved in terms of coverage (80%),

but that there was great discrepencies between coverage in

Diarrhea Program: the urban areas (better) as compared to the rural areas.

1. Evaluation Studies Evaluation of different diarrhea control Completed in 1988 No comments'
interventions.

Health Education:

1. Study of Environment Study of the population'sknowledge and Completed. To serve as a basis for a national program for IEC.
awareness of health issues with a view to
developing and targeting appropriate
interventions.
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Table 7A: Project Costs

(in US$ million)

Project Components Appraisal Estimate Actual/Latest Estimate

Local Foreign Total Local Foreign Total
Costs Costs Costs Costs

PART A. POLICY REFORM

1. Policy Development Studies 0.0 0.3 0.3 0.2 1.3

2. Funds for Implementing Sub- 1.5 1.8 3.3 1.2 1.8 3.0
projects

Subtotal Part A 1.5 1.8 3.6 1.4 3.1 4.5

PART B. STRENGTHENING
OF BASIC HEALTH AND
FAMILY PLANNING
SERVICES

1. Strengthening of Existing 5.3 7.9 13.1 9.7 13.6
Services

2. Development of Health 0.7 0.9 1.6 2.2 2.8 5.0
Education and Community
Initiative in Health and Nutrition

3. Health Manpower Development 1.0 2.3 3.3 1.3 3.8 5.1

Subtotal Part B 7.0 11.1 18.1 13.2 20.2 33.4

PART C. PROJECT 0.4 1.0 1.4 1.4 1.2
MANAGEMENT AND
ADMINISTRATION

PART D. REPAYMENT OF 0.3 0.7 1.0 0.1 0.1

Total Base Costs 9.2 14.9 24.1 16.1 24.6 40.7

Physical Contingencies 0.5 0.9 1.4 n.a. n.a. n.a.

Price Contingencies 1.5 2.4 3.8 n.a. n.a n.a.

TOTAL PROJECT COSTS 11.2 18.2 29.3 15.5 24.6 140.7

Sources: Staff Appraisal Report, Rpt. No. 5937-NIR; Project Management Unit; Project Audit Report 1995; Loan
Database of November 28, 1995.
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Table 7B: Project Financing
(in US$ million)

Source Appraisal Estimate Actual/Latest Estimate

Local Foreign Total Local Foreign Total
Costs Costs Costs Costs

IDA 9.6 18.2 27.8 13.5 24.6 37.1

Cofinancing Institution N.A. N.A. N.A. 0.8 0.0 0.8

Other External Sources N.A. N.A. N.A. 0.2 1.0 1.2

Domestic Contribution 1.5 0.0 1.5 1.6 0.0 1.6

TOTAL 11.1 18.2 29.3 16.1 24.6 40.7

Source: Staff Appraisal Report, Rpt. No. 5937-NIR; Project Management Unit; Project Audit Report 1995; and Loan
Database of November 28, 1995.

Note: Cofinancing Institution: The Kingdom of the Netherlands has granted the equivalent of 1.4 million NLG in
May 1994 to provide for budgetary support; External Sources: Unforeseen grant from USAID in the equivalent 600
million CFAF was eVAiabTefdl&financing of the studies under Part A of the Project.

Table 8: Economic Costs and Benefits

No attempt was made at appraisal to estimate net present value (NPV) or economic rate of
return (ERR) and therefore there is no baseline against which to judge a re-estimate for
evaluation purposes.



Table 9: Status of Legal Covenants

Agreement Section Covenant Present Original Revised Description of Comments
type status fulfillment fulfillment covenant

date date

Cr. 1668- 3.01 (b) 10 C Project Life Project Life Without limitation upon the provision of paragraph (a) of this Section, Pilot cost recovery program was completed. Law
NIR the Borrower shall carry out the Project in accordance with the on the generalization of cost recovery system was

Implementation Schedule 4 to this Agreement as such Schedule may adopted in June 1995 by the National Assembly.
be amended from time to time by agreement between the Borrower Study on essential drugs distribution/procurement
and the Association. system was completed. Other studies that were

foreseen under the Project have been carried out
under an USAID Grant.

3.02 10 C Project Life Project Life Except as the Association shall otherwise agree, procurement of Misprocurement to the sum of 11 million CFAF
goods, works and services required for the Project and to be finance was detected and cancelled from the credit. Total
out of the proceeds of the Credit shall be governed by the provision amount of 140 million CFAF was reimbursed by
of Schedule 3 to this Agreement. Government.

3.03 9, 10 CP Project Life Project Life The Borrower shall annually: (i) organize a meeting of all aid agencies Forma meetings have not been organized but a
participating in the Borrower health sector financing in order to review number ofjnformal consultations and discussions I C
the progress made in said sector and to coordinate further assistance; among donors and Government took place. These

meetings have proven to be very effective (i.e.,
cost recovery-USAID; nutrition, PEV-Unicef;
essential drugs-FED).

3.03 2, 4 C Project Life Project Life (ii) review in detail with the Association all investment made in the The Association has continued reviewing other
health sector during the previous year and expected during the next investments in the sector and made adjustments to
three years including recurrent cost implications regardless of source the Project accordingly.
of financing of such investments; and

3.03 2, 4 CP Project Life Project Life (iii) review in detail with the Association recurrent budget allocation to Last review was held during the preparation of the
support the health sector adjustment. Policy Framework Paper in 1993.

3.04 2 Project Life Project Life The Borrower shall open and maintain through ONPPC an account in The 1994 audit of the chloroquine account has
a commercial bank under terms and conditions mutually agreed upon shown that proceeds have not been eposited in
by the Borrower and the Association to finance exclusively the said account which h s hindered its revolving

rvlenishment of chloroquine for the malaria control program under objectives. As of November 1995, ONPPC has
Part A. I(i) of the Project. All proceedsTir6iir th ssales of chloroqine- deposited 122 million CFAF in the account for
financed under the Project shall be deposited in said account. which a Government proposal on the use of the

funds has been agreed with IDA. The account
will be closed upon last payment made for the

expenditures.



Agreement Section Covenant Present Original Revised Description of Comments

type status fnufiHment fifillment covenant
date date

3.05 9,10 C Projct Life Projct Life In order to carry out Part B. of the Project, the Borrower shall submit This was carried out annually as part of the "Plan
to the Association by July 31 of each year for review and approval, the Annuel de Mise en Oeuvre" prepared by the'<
annual in-service training plans, including study tour and fellowship Government.
proposals provided for selected health care personnel under the

Project.

3.06 4 Project Life Projct Life Without limitation upon the generality of the provisions of Section There wegeat difficulties in carrying out
3.01 (a) of this Agreement, the Borrower shall open an account in a project activities due to lack of counterpart funds
commercial bank and shall deposit in such account an amount of until the beginning of 1994 At that time, the
CFAF 30,000,000. The account shall be operated by PMU and shall o6venment of Netherlands granted the
be replenished monthly by the Borrower t PMU's reguest. Funds equivalent of 1.4 million NLG to the Project to
shall be withdrawn from this account only for the purpose of meeting provide for budgetary support. After project
the Borrower's local cost contribution to the Project not financed out closing date, Government has made the decision
of the proceeds of the Credit. to use the balance of the funds for financing the

rehabilitation of one hangar at ONPPC and for
purchasing anti-meningitis vaccins as well as
other essential items for the sector. Report also
shows that Government has fully reimbursed
accumulated arrears in counterpart funds.

3.07 10 C 12/31/86 12/31/86 The Borrower shall prepare in colaboration with the Association and
submit to the Association for approval detailed plans of action not later
than:

(i) December 31, 1986, on the supervision of health field ff, A supervision plan was prepared but not
adequately applied due to rrent budget
difficulties.

3.07 10 C 01/31/87 01/31/87 (ii) January 31, 1987, on a maintenance system for secondary health Protrace delays in development of maintenance
structures including efficient low cost design; system due to limited capacity in the Directorate

of cture. A civil work engineer was
recruited to help develop a maintenance system
and monitor implementation.

3.07 10 C 03/31/87 (iii) March 31, 1987, on a nutrition surveillance system together with a A "Programme National d'Action de Nutrition"
proposed timetable for implementation. has been elaborated. Indicators for nutrition have

been integrated in the SNIS with the financial

support 6fUSAID. This has provided the
necessiii' daii for establishing a nutrition
surveillance system.



Agreement Section Covenant Present Original Revised Description of Comments
type status fulfillment fulfillment covenant

date date

3.08 10 C Project Life Project Life The Borrower shall prepare and submit to the Association not later
than September 1 of each year:

(a) the results of the evaluation of the past vaccination campaign; and Evaluation was carried out in 1994.
(b) a vaccination program for the coming campaign, satisfactory to the Vaccination program is part of the daily activities
Association. Vcmto rga spr ftediyatvte

in health services facilities. Quarterly reports of
vaccination campaign were also sent to
WHO/Unicef and IDA.

4.01 (a) 2 C Project Life Project Life The Borrower shall maintain or cause to be maintained records and isprocurementandxni.suse-offundsat-the start
accounts adequate to reflect in accordance with sound accounting of theproject have causedbe disnissal ofthe
practices the operations, resources and expenditures in respect of the then Pojc rand the Accountant, the
Project of the departments or agencies of the Borrower responsible fo cancellation of I l million CFAF of Credit funds,
carrying out the Project or any part thereof. and the reimbursement of 140 million CFAF to

the Credit by the Government.

There has been difficulties with regards to
bookke ng of the chloroqine revclyngfunds
account and the spec cou tth 1988
population census.

4.01 (b) 2 C Project Life Project Life The Borrower shall: All project audits have been submitted to IDA; the
audit reports from FY93 have indicated problems

(i) have the accounts .'e o iara. (a) of this Section including related to the financial management by ONPPC of
the Special Account, the Locl Advance Account and chloroqumne the chIoroquine revolving funds as well as the
revolving fund for :ach tiscal year audited, in accordance with records keeping of-the special account for the
appropriate auditing principles consistently applied, by independent 1988 population census.
auditors acceptable to the Association;

(ii) furnish to the Association, as soon as available, but in any case not
later than six months after the end of each such year, a certified copy A meeting consisting of the Minister of Finance,
of the report of such audit by said auditors, of such scope and in such Minister of Health, Secretary General for Health,
detail as the Association shall have reasonably requested; and the Project Director and Resident Mission staff is

held after each audit to discuss its findings.

(iii) furnish to the Association such other information concerning the
said accounts and the audit thereof and said records as the Association



Agreement Section Covenant Present Original Revised Description of Comments
type status fulfillment fulfillment covenant

date date

shall from time to time reasonably request.

4.01 © 2 C Project Life Project Life For all expenditures with respect to which withdrawals from the Credit See Section 4.01 (a) and (b) above.
Account were made on the basis of statements of expenditure, the
Borrower shall:

(i) maintain or cause to be maintained, in accordance with para. (a) of
this Section, separate records and accounts reflecting such

expenditures;

(ii) retain, until at least one year after the completion of the audit for
the fiscal year in which the last withdrawal from the Credit Account
was made, all records (contracts, orders, invoices, bills, receipts and
other documents) evidencing such expenditure;

(iii) enable the Association's representatives to examine such records;
and

(iv) ensure that such separate accounts are included in the annual audit
referred to in para. (b) of this Section and that the report thereof
contains, in respect of such separate accounts, a separate opinion by
said auditors as to whether the proceeds of the Credit withdrawn in
respect of such expenditures wer e used for the purposes for which
they were provided.

I Accmts/audits 8. = indigenous people
2 Financial perbrmance/rvenue generation from beneficiaries 9. = Monitoring, review, and reporting
3. = Flow and utilization of project funds 10. = Project implementation
4. Counterpart funding I1. = Sectoral or cross-sectoral budgetary or other resource allocation
5. Management aspects of the project or executing agency 12. = Sectoral or cross-sectoral policy/ regulatory/institutional action
6. - Environmenti covenants 13 = Other
7. = Invountary resettlement

Present Status:
C = coveant complied wid
CD = complied with after delay

= complied with partially
NC not complied with
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Table 10: Compliance with Operational Manual Statements

Statement Number and Title Description and comment on lack of
compliance

1. O.D. 11.00 Procurement (para. 81) Misprocurement and misuse of credit funds
have caused the dismissal of the Project
Director and Accountant, the cancellation of
111 million CFAF, and the reimbursement of
140 million CFAF by the Government.

2. O.D. 13.05 Project Supervision (para. 4) The Bank did not allocate sufficient Bank staff
and other resources commensurate with the
nature, complexity and size of the r

3. O.D. 13.05 Project Supervision (Annex D, A few legal covenants were not complied with.
para. 29) Refer to Table 10, Status of Legal Covenants

and DCA, Sections 3.03 (i), 3.04, and 4.01.

Table 11: Bank Resources: Staff Inputs

Stage of Actual
Project Cycle

Weeks US$

Preparation to Appraisal 110.9 162,900

Appraisal 59.7 80,900

Negotiations through Board 4.5 6,600
Approval

Supervision 203.6 354,700

Completion 13.2 21,200

TOTAL 391.9 626,300

Source: Cost Accounting System (January 3, 1996).
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Table 12A: Bank Resources - Missions

Performance Rating

Number Specialized Implemen- Develop-
Stage of Month/ of Days in Staff Skills tation ment Types of

Project Cycle Year Persons Field Represented Status Objectives Problems

A. To Appraisal:

Reconnaissance I 05/80 1 14 E
Reconnaissance II 11/80 3 10 E, FA, PH
Identification 02/82 2 12 E, PH
Preparation I 06/82 2 5 E, PH
Preparation 11 10/82 2 2 E, M. Furst
Preparation III 02/83 4 14 E,MF,PH,IEC 1 77
Preparation IV 05/83 1 17 E /
Preparation V 08/83 3 14 E, PH, IEC t/
Preparation VI 04/84 3 20 E, TRG
Preparation VII 07/84 6 10 E., PH (2), IEC,

MC (2) I
Preapration VIII 10/84 3 21 E (2), PH
Preappraisal 02/85 6 10 E, PH, MCH, MC,

HE, PEV

Total A 36 149

B. Appraisal through
BoardApproval: - --

ppraia 06/85 7 _ _ 7 HS, E, EH, E, A,

Post-appraisal 09/85 2 5 HS, OA

Total B 9 22

C. Board Approval 08/86 2 10 PG, MGT
through Effectiveness 09/86 2 5 D, OA

Total C. 4 15

Supervision 09/86 - 41 184 D; ED; POP; PH; PMP; CLC;
03/ RM; OA; A; CE AOF; PP;

issions) TAP

Completion 06/95 9 7 PH (2); OA; RM
(2); HRS; MGT;
COS; PHA

Specialization:

A: Architect; CE: Civil Engineer; COS: Cot Recovery Specialist; D: Demographer; E: Economist; ED: Educator; EH: Health
Economist; FA: Financial Analyst; HE: Higher Educa idn6Specialist; HS: Health Specialist; IEC: lEC Specialist; IS: Implementation
Specialist; MC: Malaria Control Specialist; MCH: Maternal and Child Health Specialist; PEV: EPI Specialist; PHA: Pharmaceutical
Specialist; MGT: Project Management Specialist; OA: Operations Analyst; PG: Planning Specialist; PH: Public Health Specialist;
PO: Project Officer; POP: Population Specialist; RM: Resident Mission staff; TRG: Training Specialist

Types of problems for performance:

aab itopnovenan DL Disbursement Lag; OS: Overall Status; PDO Projec.
Developmen es MP: Pr eIaiigeieir5 m ce P: Procurement Progres) SP: Studies Progress(TAP: Technical
Assist = S.; WP: Training Progress -
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Table 12B: Bank Resources - Supervision Missions

Performance Rating by Type

Stage of Project Number Days .n Specialized
SaefPoet Month/ of mil Staff Skills OS PDO CLC PMP A OF PP TP TAP SP DL

Cycle Year Persons RepnDsented

Supervision 1 09/86 2 5 OA 1 1 n.a. 1 1 n.a. n.a. n.a. n.a. 0%

Supervision 2 02/87 2 4 PO, PH 1 1 n.a. 2 1 n.a. n.a. n.a. n.a. -24%

Supervision 3 07/87 2 9 PO; PH 1 1 n.a. 2 1 n.a. n.a. n.a. n.a. 50.4%

Supervision 4 11/87 2 5 D;A 1 1 n.a. 2 1 n.a. n.a. n.a. n.a. 51.8%

Supervision 5 07/88 1 11 D 1 1 n.a. 1 1 n.a. n.a. n.a. n.a. 19.1%

Supervision 6 03/89 2 10 D; PH 2 2 n.a. 2 1 n.a. n.a. n.a. n.a. 12.4%

Supervision 7 11/89 1 11 D 2 2 1 2 1 2 2 36.2%

Supervision 8 06/90 3 14 D; ED; PH 2 2 2 1 2 2 3 25.1%

Supervision 9 11/90 3 15 D; ED; A 2 2 3 1 2 3 2 29.9%

Supervision 10 11/91 3 11 D; A; POP 2 3 3 3 1 1 27.8%

Supervision 11 06/92 3 27 D;POP;CE 3 2 3 2 4 2 1 2 1 25.6%

Supervision 12 11/92 3 18 D; POP; RM 2 2 3 2 14 2 1 2 1 13.3%

Supervision 13 06/93 5 12 D; POP; IS; PH; RM 2 2 2 2 4 2 1 2 1 13.5%

Supervision 14 10/93 4 17 D; POP; PH; RM 2 2 2 2 2 2 1 2 1 9.7%

Supervision 15 03/94 5 15 D; POP; RM (2); OA 2 2 2 1 2 2 1 2 1 8.3%

TOTAL 41 184

n.a. = not available.

Specialization:

A: Architect; CE: Civil Engineer; D: Demographer; ED: Educator; IS: Implementation Specialist; 04:POperations Analyst; P Public Health Specialist, PO:
Project Officer; POPI Population Slehi ,FR esident Mission staff

Types of problems for performance:

AOF: Availability of Funds; CLC: Compliance with Legal Covenants; DL: Disbursement Lag, tS: Oeralls tat;PDO: Proj ct Developmet 0bectives; PMP:
Project Management Performance; PP: Procurement Progress; SP: Studies Progress; TAP: Technical Assistance Progress, TP: raining Progress.

7'
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REPUBLIQUE DU NIGER

Projet Santd
(Crddit 1668-NIR)

AIDE-MEMOIRE
MISSION DE SUPERVISION FINALE

I. Introduction

1. Une mission de la Banque Mondiale a sdjourni au Niger du 26 juin au 15 juillet 1995. L'objet de la
mission 6tait : (a) d'entreprendre la supervision finale du premier projet Sant6 financi par l'IDA (Cr6dit 1668-
NIR) dont la date de cl6ture 6tait le 30 juin 1995, et d'initier conjointement avec le Gouvernement la
prdparation du rapport final sur l'ex6cution du projet (RFE); et (b) de revoir et de discuter avec le
Gouvernement le travail fait par l'6quipe technique chargde de l'dlaboration du deuxieme projet sante et
d'dtablir un plan d'actions pour la pr6paration du second projet devant 8tre financ6 par l'IDA qui sera l'objet
d'une dventuelle mission de pr6-6valuation.

2. La combinaison de ces deux taches a permis a la mission de faire l'analyse de rdalisations accomplies
dans le cadre du premier projet d'une part et d'autre part de prendre en compte pour la conception du deuxieme
projet les expdriences acquises. Un Aide-M6moire couvrant la pr6paration du deuxieme projet a 6ti pr6pard
s6par6ment. Le pr6sent Aide-M6moire couvre essentiellement la supervision finale du projet Sant6 (Cr6dit
1668-NIR).

3. La mission etait compos6e de Mesdames/Messieurs Denise Vaillancourt, Chef de Mission, Johanne
Angers, Analyste des Opirations, Rougui Diallo, Charg6e des Programmes, Pierre Nignon, Charg6 des
Programmes, Regina Amadi, Consultante/Sp6cialiste en Gestion, Fra iDiop, ConsultanSp6cialiste en
Recouvrement des Coits,_ Marie-Paul Fargier, Consultante/Pharmacienne, Dr. Sanoussi6,Konat,
Consultant/Spicialiste en Sant6 Publique, et Aboubacar Magassouba, Consultant/Sp6cialiste en Gestion des
Projets.

4. En outre, dans l'esprit d'une meilleure collaboration des intervenants dans le secteur-santd, des
sp6cialistes des partenaires du secteur ont 6galement participes et contribu6s au travail de la mission: Dr.
Gaston Sorgho, Assistant au Conseiller Regional en Sante et Hygiene, Ambassade-Royale des Pays-Bas,
Burkina Faso; Mme. Agatha Pratt, Administratrice Sant6, Uricef/Niger; et M. Denis Valot, Administrateur
Nutrition/Securit6 Alimentaire, Unicef/Niger.

5. La mission remercie S.E. Monsieur Kalla Ankouraou, Ministre de la Sant6 Publique, S.E. Madame
Dodo Aichatou Mindaoudou, Ministre du D6veloppement Social, de la Population et de la Promotion de la
Femme, Mr. Amsagana Maina Boukar, Secr6taire G6n6ral du Ministbre de la Sant6 Publique, M. Ibrahim
Magagi, Directeur du Bureau du Projet Sante, et tous les Directeurs des Programmes et autres cadres du
Ministere de la Sante Publique , le personnel du Bureau du Projet Sant6, et les membres de 1'equipe charg6e de
l'61aboration des diff6rents rapports d'6valuation sur le premier projet Sant6 pour l'excellent accueil r6serv6 a la
mission et l'esprit de collaboration qui a pr6domin6 durant le travail.

6. La mission a egalement tenu des discussions avec les partenaires intervenant dans le secteur de la sante,
y compris les agencesantilatrales et bilatdrales et ONGs. Une liste des personnes rencontr6es ainsi que des
documents consult6s se trouvent en Annexes 1 et 2.
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II. M6thodologie 2

7. L'6valuation finale du projet s'est d6roulde suivant une approche articipadive. et a 6t6 le r~sultat de
plusieurs 6valuations a diffdrents niveaux:

(a) Le Gouvernement a organise en mai 1995 & Maradi, un atelier qui a prdpard l'ivaluation intene du
projet. Les participants & cet atelier ont 6t6 (i) le personnel du niveau central du Ministere de la Sant6 , y
compris le directeur du projet et les coordinateurs des diffdrentes composantes; (ii) les gestionnaires et le
personnel de soins de la pyramide sanitaire; (iii) les reprdsentants des syndicats; (iv) des representants de
diffdrents ministeres, et (v) les autoritds locales de Maradi. Un rapport d'eyaluation interne du projet a 4t6
finalis6.

(b) Une enquete a nJs dficiai 6t6 rialisde en juin 1995 dans les d6partements de Maradi et
de Dosso. Cette enquete visait i recueillir l'opinion des communaut6s sur la situation sanitaire, sur l'impact
ressenti par celles-ci par la r~alisation du projet, et sur leurs prioritis en matiere de sant4.

(c) Unedyalutin exteecnedu projet a 6t6 realisee par un consultant externe Jacal; les principaux axes
de sa m~thodologie ont 4t6: l'6tude documentaire, les entretiens avec les intervenants et les b6ndficiaires du
projet, et une mission sur le terrain.

(d) La mission sant6 de la Banque Mondiale a eudesdis in aye les.prinqprauxa ,acturs de
l'execution du projet. La mission a effectu6 des visites sur le terrain dans le departement de Tillabery
(Tera.Torodi et Nakalondi), dans les Dipartements de Maradi, de Tahoua (Konni) et de Dosso (Loga), ainsi
qu'iNiamey. Ceci tprmPis"aumie a1atinnedunrQjet Sant6 et de discuter avec les populations de son
impact sur le *u. La mission a aussi eu l'occasion de travailler et de discuter avec des administrateurs,
des gestionnaires, le personnel de sant6 dans les formations sanitaires, et avec diff6rentes autorit6s des
Ministeres de l'Intdrieur, des Finances et du Plan, et de la Fonction Publique. La mission a eu 6gale pIt a
analyse des poammqes sur les composantes-du-prjet Cel a
permis de'faire le pointsur les r~sultats obtenus, sur les contraintes et les difficult~s rencontr6es Fors de
l'exdcution du projet, sur la viabilit4 des services mis en place, et de tirer les legons des expdriences acquises.

(e) Unaelier de final s'est tenu & Niamey du 10 au 11 juillet 1995, et a permis un 6change entre
les diff6rents panenaire; lieteu- sant4sr l tan du prt lessuccs et les 4checs. I a aissi permis
d'acqu6rir les exp6riences utiles pour la conception du second projet sante.

III. Rappel des obiectifs du proLet

8. Le projet avait pour objectif d'aider le Gouvernement a introduire des rdformes structurelles dans le
secteur de la sant6 notamment grace i des 6tudes et des programmes de riformes visant A amdliorer la
planification des investissements, l'affectation des d6penses de fonctionnement, le recouvrement des couts,
l'approvisionnement en midicaments essentiels sous nom gindrique, la gestion du secteur, et la coordination de
l'aide extirieure. Ce projet visait aussi i aider le Gouvernement A d6finir des mesures en matiere de population,
de planification familiale et de nutrition. De plus, pour appuyer le programme de riformes sectorielles, le
projet avait pour objectif de renforcer les programmes et services de sant6 prioritaires: (a) protection maternelle
et infantile, y compris la planification familiale, la lutte contre le paludisme, les maladies diarrheiques et les
maladies transmissibles; (b) l'Mducation pour la sant6 et les initiatives collectives en matiere de sant6 et de
nutrition; (c) la formation du personnel de la sant6.

9. Pour rdaliser ces objectifs, le projet comportait deux composantes principales:

Partie A. La reforme Ae politique sectorielle, comprenant la rdalisation d'6tudes et la mise en
oeuvre des stratigies A rialiser decoulant de ces 6tudes ou de l'expirience operationnelle; et
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Partie B. Le renforcement des services de santo de base et du programme de planification
familiale, comprenant le renforcement des programmes existants (paludisme, maladies diarrhdiques,
vaccinations, protection maternelle et infantile et planification familiale); la promotion de l'6ducation sanitaire
et celle d'initiatives communautaires dans le domaine de la sante et de la nutrition; et ]a yulorisation )du
personnel de sant6.

IV. Constats de la mission

10. Il faut noter que malgr6 un environnement politique et 6conomique difficile pendant la durde
d'ex6cution de ce projet, ce derniera acqompli-un-notabre considerable de rdalisations. Bien que l'ensemble des
objectifs prevus n'aient pas 6 r6alisis, des progr&s importants ont 6 obienus avec l'assistance du projet,
particulierement en matiere de r6formes et Aa Tonnulation des politiques du secteur. Un nombre non
ndgligeable de leeons ont aussi 6t6 tirdes de la conception et de la rialisation de ce projet. Le chapitre qui suit
mettra an exergue lts constats de la mission, qui seront davantage analys6s et developp6s au cours de la
prdparation du rapport final d'6valuation. L'annexe 3 de cet aide-mimoifoumit de plus amples ddtails sur les
constats de la mission pour chacune des composantes du projet.

A. Acq&us du projet

11. Amalioration de la gestion strategique et de la reforme de la politique sectorielle: la gestion
strategique du secteur de la sant6 a connu des amiliorations durant la periode du Projet avec le transfert de la
responsabilit& de l'ex6cution de la partie A du Projet du Ministere du Planii Ministre de la Sant6 Publique
(MSP). Les capacitds institutionnelles du MSP ont 6t6 renforces avec la crdation de la Dirtion des Etudes et de
la Programmation_(DEP et la Dimrction des Pharmacies et Laboratoires DPHL Ces dou 'nites jouent
actuellement un r6le important dans le domaine de la planification du secteur sanitaire, et de la politique du
m6dicament. Au niveau des services de soins, la transformation des h6pitaux nationaux en etablissement public &
caractere administratifjuissiint d'une plus grande autonomie financiare a permis d'ameliorer la mobilisation des
ressources internes et la gestion de ces hopitaux. L'adoption par l'Assembl6e Nationale en juin 1995, de la loi sur
le recouvrement des contes soins de sant primairesdans le secteur non-hospitalier a consolid6 la mobiisation
et la gestion des ressources internes dans le secteur. Ces nouvelles mesures de financement des services de soins
ont jet6 les bases d'une amdlioration de la quaIit6 des services de sant6, de 'effticacit6 et de l'6quiti du systeme de
sante-Le processus des 6tudes et de la planification dans le cadre du Projet a repfored les capacitis de gestion du
MSP. Les 6tudes ont contribu6 A une meilleure connaissance des contraintes faibesss du systeme de santi;
leurs conclusions et recommandations ont largement contribue A l'61aboration du projet de Plan de Ddveloppement
Sanitaire 1994-2000 dont l'amdlioration et l'adoption offriraient un cadre sectoriel coh6ren( Par ailleu> les
r6sultats des 6tudes ont servi de base A la cr6ation de la DPHL, A la riforme hospitalibre, et A la rdforme dans le
financement des soins de sant4 primaires. Enfin, la coordination avec I'USAID et I'UNICEF dans le cadre de
l'ex6cution du Projet a jet6 des bases pour une meilleure coordination de l'action des intervenants du secteur de la

sant6.

12. Amelioration des 6mpstences-'en matire de pfestatiodns de services: les differentes formations ont
permis d'accroitre les compitences du personnel dans le domaine de la planification, de la gestion, de la sant6
publique, et des prestations de services. Le d6veloppement des ont
permis d'ameliorer la couverture sanitaire. Un comits interministdriel a dt6 cr66 pour la lutte contre le paludisme,

et une politiqueinati nale de Ila nutrition tfniedansl adre d'une approche multi-sectorielle. Un certain
nombre de progr6s ont aussi 6td realis6s tels )une meilleure ualiti des prestations de soin que ceojt dans le
domaine de la prdvention, dans l'augmentacion de la capac' e d'accufeifdes formations sanitaires, l'intensification
des activit6s d'IEC et d'EPS, et dans la responsabilisation des communautds pour les activit6s de santa.

B. Activites non finalisies

13. Le projet n'a cependant pas atteint touges objectifs. C'est notamment le cas pour le programme PEV
on les objectifs prevus en matiere de couverture vaccinale n'ont dt atteints qu'i 55%, et en matiere de
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formation n sees48%_dentre ellesent i rdalis es. C'est aussi le cas pour les dqgipementst tesantnn)
regionales acquis dans le domaine de 1'6ducation pour la sant6, mais qui ne sont pas utilisss. Enfin, il faut noter
qu'il n'y a eu au cours du projet aucune rdunion de coordination entre les bailleurs de fonds sur le secteur sant6
au Niger.

C. Exp6riences apporties par le projet

14. Un certain nombre d'expdriences ont 6t6 tir~es de I'ex6eution du projet, qui vont permettre une
,aeileure approche dans la planification du second projet sante. Ces exp6riences ont permis de c t l I
faiblesses i diffdrents niveaux:

(a) au niveau de la prestation des services: absexicc-de spervision effective malgr6 la pr~paration par le
Gouvernement d'un plan de supervision pour lequel le financement n'a jamais 6t6 demand6 dans le cadre des
fonds allouds aux sous-projets; une politique d'6ducation pour la sant6 ignistante et un trs faible accent mis
sur la prdvention.

(b) au niveau de l'organisation et de la gestion: une mauvaise inue acrsources humaines et
matdrielles; une mauvaise intdgration des activit6s du projet due a la verticalit6 des programmes; uneinauvaise
ddfinition des responsabilitds a chaque niveau du systeme sanitaire et des insuffisanccs dms_ la gestion
strat~gique y compris la programmation, la planification, la budgdtisation, la coordination de l'aide, le suivi des
resultats des 6tudes et l'6valuation des activit6s.

(c) au niveau du plutenaa- ]a participation communautaire a 6t6 faible notamment en ce qui concerne
gi leurs demandes et perspectives; de meme que la participation

des femmes dans cette participation communautaire a 6t6 tres linit6e. Il y a aussi eu une faible coordination
inter-sectorielle, alors que les besoins des populations font appel a une intervention des diffdrents secteurs.

15. Des legons ont 6t6 tir6es des faiblesses rencontr6es dans la conception du projet qui permettront A
l'avenir d'avoir des objectifs clairs et rialistes, des ioyens adapt6s aux objectifs, une consultation des
populations sur leurs besoins, la ddfinition d'indicateurtdeperformance et de l'impact, une correlation entre les
moyens mis en oeuvre et les rdsultats, une bonne quantification des 6oBjctifs ddfinis, une flexibilit6 dans la
planification des projets notamment par la mise en place de plansifissiIQts, la prise en charge des initiatives par
le Gouvernement, l'implication des diffdrents bailleurs de fonds dans la conception et dans l'6valuation du
projet, et l'estimation et la minimisation de tous les cofits d'investissement et de fonctionnement..

16. Un certain nombre de legons ont aussi 6t tir6es deacuneun observ6es dans la gestion du projet: la
ndcessiti de former le personnel aux proc6dures de (passation des mar1ids, l'importance d'avoir une
coordination entre les diffdrents responsables de programmes, la n6cessit4 de maintenir en place le personnel
des projets et les coordonateurs de programmes, une bo Jpitio2deJ'"aluationa mi-parcoursdprojet,
un suivi addquat des aides-m6moires des missions, une decentralisation delagestion u pmjet, une intigration
de la cellule de coordination du projet au sein du Ministere de la Sant4 Publique, un meilleur suivietune
6valuation des I ationls-onn~es, une mise A disposition des fonds plus rapide, et enfin l'importance de
l'dtablissement dq rapports)trimestriels ou au moins semestriels pour permettre un suivi et une amilioration
des programmes et activifs.

17. Des legons ont aussi 6t6 tir6es quant A l'engagement de Ia Banque Mondiale dans le suivi des projets:
le suivjcsxecommandations -des aide-m6meires, une acc6l6ration des procedures dans les approbations des
contrats et les avis de non-objection, et une composition des missions de supervision mieux adapte- aux
probl mesiregler. La mission a aussi 6t6 satisfaite d'apprendre du Ministre et des autres cadres du Ministere
de la Sant6 Publique, qu'ils ont grandement appricis le role joud par l'iquipe de la mission risidente dans la
facilitation et l'acceleration de l'execution des activites du projet. La mission en retour a exprimo son intention
d'accroitre davantage le r8le et les responsabilit6s de la mission r6sidente A cet dgard.
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V. Conclusions

18. (Il est A noter que toutes les legons tir6es de cette exp6rience ont deja 6 integr6es dans le PlanNational
de D6veloppement Sanitaire 1994-20 00et les plans de d6veloppements des districts sanitairet quitous deuix
servetlle plan opdrationel pour le deuxieme projet. Cette expdrience est aussi prise en compte au niveau de la
nouvelle approche sectorielle de la Banque Mondiale en matiere de conception et d'execution de projets (voir
l'aide-m6moire sur la prdparation du deuxieme projet sant6). La mission fdlicite le Gouvernement du Niger
pourle ddvouement de ses agents dans l'ex6cution des activitds prdvues dans le cadre de ce projet malgr6 les
probiemes politiques et 6conomiques que le pays a connu durant toute la pdriode d'ex6cution de ce projet.

VI. Calendrier d'ex6cution du rapport final sur l'ex6cution du proiet

19. La mission a apporte des suggestions qt appuis al Gouvernement pQur la pr6paration de la contribution
de ce dernier au rapport final sur l'ex6cution du projet. Les directives'pr6cisant l'organisation et les objectifsde
ce rapport sont pr~sent6s en annexe 4 de cet Aide-M6moire. Enfin, la mission et le Gouvernement se sont mis
d'accord'gur le calendrier suivant de preparation du Rapport final sur l'ex6cution du projet:

ACTIVITES DATE LIMITE RESPONSABLES

Equipe du gouvernement acheve, sur la base des 29 septembre 1995 Resp.: M. le Secr6taire
discussions, la partie du Gouvernement pour le G6ndral.
Rapport finale sur l'ex6cution du Projet (voir note
explicative, Annexe 4)

IDA prepare et soumet au Gouvernement pour 31 octobre 1995 (en Resp.: Mss. D.
commentaires un projet de Rapport final sur prenant compte des Vaillancourt, J.Angers
l'ex6cution du projet rdvisions internes de la et M. A. Magassouba,

Banque et de la avec appui de R.
traduction frangaise du Diallo et P. Nignon
document)

Gouvernement transmets ses commentaires sur le 15 novembre 1995 Resp.: M. le Secretaire
projet de Rapport final A I'IDA. G6ndral

Rapport final sur l'ex6cution du Projet Sant6 (Cr6dit 31 ddcembre 1995 D. Vaillancourt
1668-NIR) est soumis au Conseil d'Administration

Annexes: 1. Liste des personnes rencontr6es s
2. Liste des documents consult6s

(3. Realisations du projet
4. Projet Santi/Rapport d'achevement: Directives
5. Bilan financier
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I. ASSESSMENT OF PROJECT DESIGN, IMPLEMENTATION, OUTCOMES AND
IMPACT

1. ASSESSMENT OF PROJECT DESIGN

Preparation of the health project was a very long process Five y s elapsed between the first
reconnaissance mission in May 1980 and the appraisal mission in June 1985. The project launch date
coincided with the period of implementation of the guidelines contained in the Interim Consolidation
Program.

At the design stage, there was no attempt to involve either the population at large or the field
health workers already in place. The notion of community participation in implementation of the project
activities was completely absent.

In the absence of this kind of participatory approach, the only community support generated for
the health project was in connection with nutrition-oriented activities and in the financingof drug
purchases for the health facilities.

During implementation, the project experienced various difficulties resulting from the following
factors:

- the procurement thresholds were not clearly specified, particularly in the case of
civil works contracts;

- the project unit was attached to the Minister's cabinet;

- financing was awarded to those programs of the Ministry that involved a vertical
approach to implementation;

- the chloroquine account was set up with a provision requiring cost recovery for
that drug only.

Despite these difficulties, implementation of the project activities yielded a certain number of
outcomes.

2. PRINCIPAL PROJECT OUTCOMES

A. With respect to health infrastructure, the project's primary mission was to rehabilitate the
health facilities, but given the inadequacies of the investment budget, it also came to finance the
completion of certain works. The rehabilitation works covered 51 rural dispensaries, 23
PMI/maternities, 8 medical posts, 15 medical centers, the EPS Division, construction of 45 EPI shelters,
8 ARIEPS offices for the DDS, the CNSF warehouse, the spare parts warehouse at the SERPA garage, 2
ONPPC warehouses, 2 nutrition centers, 29 latrines, 20 staff houses, and fencing for 12 health facilities.

B. Furniture, equipment, spare parts and ia p International and local competitive
bidding was initiated for procurement under this hea g, and also for the purchase of office supplies for
all Ministry of Health agencies. A substantial fleet of 77 automotive vehicles and 114 mopeds was
established with project funds-Howevrmany of the vehiclesand moped purghased at he start of the
project subsequentI-broke down or were scrapped.>
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This logistical support for the various programs made possible the carrying out of several
supervision missions, of treachactivities, the application of vaccination strategies, and home visits.
But the problem offmnaintenan"e mained unsolved, as many of the spare parts procured through
competitive bidding proved useless because a large number of the broken-down vehicles for which they
were ordered were scrapped even before the bidding documents were prepared. Thus the parts procured
were already obsolete when they arrived. So while it is true that this component did have a positive
impact, its various aspects should be carefully considered in the planning of any future interventions.

C. The Ministry of Health's training program received substantial support from the project in the
form of long-term training courses (specialization), in-service training (seminar/workshops), and short-
term internships. About 119 Ministry of Health professionals across all areas of specialization were
trained by the project. Over 133 workshops and seminars were financed by the project in connection
with the internships and continuing training programs. Support in the form of equipment and teaching
materials was provided to the training institutions ( ENSPs in Niamey and Zinder, FSS). Some of the
classrooms at the ENSP in Zinder were also rehabilitated under the project.

D. The project provided considerable support for the drugs program. It supplied financing for the
essential generic drugs used in the pilot cost-recovery tests as well as the drugs for the health programs.
Given dwindling support from certain partners (UNICEF, UNFPA) in the area of vaccine and
contraceptive procurement, it also provided financing for those items. In fact, the projet funded not
only the distribution but also the production, management, and local availability of the products
concrnd. This support from the project both eased the ONPCC's cash flow problems and allowed some
breathing space in which the agency's future and that of the supply of essential drugs in Niger were able
to be calmly discussed.

E. In the area of reforms, the studies carried out under the project recommended:

- the creation of two directorates, the DEP (Directorate of Studies and Programming) and
the DPHL (Directorate of Pharmaceuticals and Laboratories);

- development of a drug distribution system for the ONPPC;

- a revised system of hospital fees (presently being adopted by the Government);

- conversion of the national hospitals and training schools into EPAs [itablissements
publics a caract~re administratij];

- pinpointing of the advantages and disadvantages of the methods being used for cost

recovery in the non-hospital sector.

Thus the studies led to the institutionaLtrengthening of the Ministry of Health and above all
pointed up the strengths and weaknesses of the health paiimfii witavwto a five-year plan of action.
They also led to the reform of the hospital sector and to the introduction of regulations governing

community participation in health-related activities.

We have now arrived at a consistent approach to the health sector that focusses primarily on

decentralization of -the health services, reform of the drugs sector, and management autonomy.

Discussions in these areas are continuing even though we want to attempt to start implementing this
approach within the framework of the next project and thereby to capitalize on all we have discussed so
far.
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3. PROJECT COORDINATION AND MANAGEMENT

The projectcorinatsrwas responsible for managing the project staff, planning and overseeing

activities, coordinating approval of action plans and reports, and arranging for the issue of calls for bids,
for contract analysis and award, and for ensuring effective management control in all aspects of the

project.

The project coordinator maintained relationships with several ministries:

- Ministry of Health: coordination, oversight, and preparation of contracts and

action plans for project implementation;

- Ministry of Finance and Planning: as part of the services incumbent on Niger's

representative to the Bank and on the delegated paymaster, this involved approval and

signature of requests for payment and programming of the counterpart funds. It was the
function of the Treasury to disburse those counterpart funds, while the Financial
Controller supported the project by analyzing and signing the contracts;

- Ministry of Infrastructure and Housing: support for the project through the
analysis and monitoring of contracts for the construction of health infrastructure;

- Ministry of Communication: dissemination of media spots and sensitization
messages.

Through these relationships, the project was able to identify various obstructions and to work L
with the authorities concerned to find a solution.

The project unit also played a coordinating role, chiefly through the organization of meetings
with the coordinators for the review and preparation of implementation plans and preparation of the
World Bank's supervision missions. Those meetings were extended to the Minister of Health's cabinet
whenever preliminary approval had to be given to the action plans.

However, the project (unit) did not arrange for any coordination among the donors, since that
was not part of its mission. This being said, it did attend the coordination meetings organized in
connection with programs receiving cofinancing from the other partners.

4. IMPACT OF THE PROJECT ON THE HEALTH SYSTEM

The project's impact on the health system should be able to be assessed through the health
indicators. However, despite the project's efforts,-puch remains to be done to achieve the goal of health
for all by the year 2000. In the area q6refom, for instance, support from the project enabled the

Ministry of Health to implement its adjustment program and improve its policy. The national hospitals
and basic training schools acquired autonomous management status. Regulations were established
governing patient participation in health care costs in the non-hospital sector. With the creation of the
new DEP and DPHL, the Ministry of Health's capacities were strengthened in the areas of planning,
investment programming, and definition of pharmaceutical policies and regulations.

With respect to rgrgin, the project led to an improvement in working conditions in the health
facilities (quality and quantity), enhanced availability of services, increased health coverage through
outreach consultations, the installation of health education teams witlya substantial resource endowment,
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availability of essential drugs, and improved oversight at all levels. However, some of the project
objectives were not achieved, in particular with respect to vrecination.

The impact on the health system should not be attributed to the efforts of the health project
alone, but should also take into account the work of the other partners in health sector development,
namely USAID, UNICEF, EDF, FAC, SNV, etc.

I. CRITICAL ANALYSIS OF BANK, GOVERNMENT, AND TECHNICAL ASSISTANCE
PERFORMANCE

1. ASSESSMENT OF BANK PERFORMANCE

A. The principal decisions with a psit+ive impact on project implementation included:

- the December 17, 1993 amendment of the credit agreement providing for 100%
financing of the project's operating costs;

- negotiation of the Dutch grant for reimbursement of the counterpart funds and
the funds frozen at the BDRN at a time when Niger's treasury was experiencing severe
constraints.

As a result of those two decisions:

- two project extensions were accepted in 1993 and 1994, making it possible for
all of the project activities to be carried out and, most importantly, for the loan balance
to be disbursed;

- the resident mission's availability made it possible to expedite the processing of
certain applications.

B. The principal decisions with antive imphct on project implementation concerned:

- the high level of counterpart funding required from Niger in relation to its
financial situation, which resulted in the freezing by the Bank of the special account,
which was being used to finance ineligible activities, over a period of one year;

- failure by the Bank to take firm decisions regarding application of the
recommendations contained in the aide-m6moires of the supervision missions, which
resulted in a similar lack of decision on the Government's side;

- slow response by the dishurzment- unit in making funds available, and its
occasional failure to respond to telexes;

- the turnover in the task manager's supervision team also held up the progress of
certain programmed activities.

2. ASSESSMENT OF GOVERNMENT PERFORMANCE

A. The following decisions taken by the Government had a ositive impact on project
implementation:
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efforts to pay the counterpart contribution, and to reimburse disputed, non-
eligible invoices and unjustified items of spending detected by the financial inspectors;

- replacement of the project coordinator and accountant, which helped expedite
implementation of the project activities;

- recruitment of the management consultant and civil works consultant;

- preparation in 1992 of a procurement plan, introducing improved procedures for
the preparation and launching of competitive bidding for the supply of drugs, office
furniture and supplies, medical equipment, and logistical inputs;

- the Government's initiative regarding utilization of the balance of the counterpart
funds to rehabilitate the ONPPC's generic essential drug warehouses and to purchase
anti-meningitis vaccines.

B. Following are some examples of decisions witc t impact on project implementation:

- high turnover of coordinators for programs financed by the project. In some
cases, there was a change of coordinator e ery year:

- lack of counterpart funds, hampering the progress of certain activities;

- failure to act on the mid-ter - u.;ation reportproduced by the Government;

- the succession of health ministers in the wake of the various changes of
government over the period of the project. There were actually eight health ministers
during that period, each one eager to bring his own approach to project implementation;

- total disregard, or delayed application, of the recommendations of the
supervision missions;

- inadequate monitoring of construction and rehabilitation works by the Ministry
of Infrastructure;

- ORTN's requirement that sensitization spots be charged for at the same rate as
commercials.

3. ASSESSMENT OF EFFECTIVENESS AND QUALITY OF RELATIONS BETWEEN THE
BANK AND THE GOVERNMENT

The effectiveness and quality of the relations between the two parties are evidenced in the fact
that the projedwas willing to finance requests from the Government that did not appear in the programs,
such as STD/AIDS control, anti-tuberculosis drugs, the youth survey, and the general population census.

The project was able to make up for certain inadequacies in the financing provided by other
partners (external and domestic) in the areas of contraceptives, training scholarships, vaccines, and
certain health facility construction programs.
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The image of this fruitful collaboration was tarnished for a while by weak project management, a
situation that was mentioned several times in the aide-m6moires and to which the Government took a
long time to react, and the absence of criticatanalysis ofthenid-tereview.

4. ASSESSMENT OF THE PERFORMANCE OF THE DIFFERENT INSTITUTIONS,
CONSULTING FIRMS AND TECHNICAL ASSISTANTS

In this area, the actions in support of the project activities were less effective, because:

- the technical assistance teams did not always have the particular qualifications
required. This was due to the fact that the tasks to be performed by the technical
assistants were not always clearly specified in the terms of reference. For example, the
project recruited a technical assistant for the first two years who dealt solely with
planning, when he should have been assisting the project management. After his
departure in 1989, it took until 1993 for a management consultant and civil works

consultant to be recruited by the project;

- inadequate qualifications of the local consulting firms selected to help the
Ministry of Health to prepare regional health studies and a nutrition policy. They simply
lacked the capacity to achieve the desired results;

- failbre on the part of the executing institutions and agencies (UNICEF, UNFPA,
NIGETIP) to observe service delivery deadlines:

* The project signed a contract with UNICEF in 1993 for the
procurement of refrigeration and vaccination equipment. The contractual
deadlines were not met, in fact certain items were not delivered until 1995.

* In the case of UNFPA, deliveries of the orders placed under a
contraceptive supply contract were not completed.

* The use of NIGETIP as executing agency for civil works did not
proceed as would have been desired. The works monitoring process was
inadequate, and acceptance proceedings were behind schedule.

III. ECONOMIC AND FINANCIAL EVALUATION OF THE PROJECT

1. TOTAL PROJECT COST

A. Under an agreement signed on April 14, 1986, IDA granted a credit to Niger in the amount of

SDR 25.1 million (CFAF 10,714,396,000), of which the local counterpart was to be SDR 1.3 million
(US$1.5 million). The total base cost of the project was SDR 26.4 million (US$29.3 million). The credit
was to be repaid by the Government of Niger in six-monthly installments over a period of 40 years,
starting May 15, 1996.

The base cost was CFAF 9.27 billion. During project execution, certain components proved

more costly than others, and for certain components the amounts allocated were utilized at a very slow
pace. This led not only to rtallocationf.the credit proceeds in 1993, but also to an extension of the
nroiect completion date from 1993 to 1995.
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B. The initial counterpart contribution was estimated at CFAF 577.5 million in 1986. During
project execution, various instances ofmisuse came to light, resulting in the repayment by the
Government of ineligible expenditures and of sums diverted by the management agency.

Despite the country's financial situation, and the contribution of certain partners (Kingdom of the
Netherlands), efforts were made by the Government of Niger to provide counterpart funding in the
amount of CFAF 997.18 million instead of CFAF 577.5 million.

2. RECURRENT COSTS INCURRED

Intervention by the project affected several different areas, one of its results being the
strengthening of the programs and directorates of the Ministry of Health. The following comments
concern the various costs incurred by the project:

- Infrastructure. In this area, the project incurred very few recurrent costs, since the
activities financed concerned only the rehabilitation of existing health facilities and the
completion of works in progress;

- Logistical support. About 82 vehicles were purchased and made available to the
Ministry of Health through the programs; ONPCC received five vehicles. As of now,
several of those vehicles have been either scrapped or taken away by the rebels, mainly
in the departments of Tahoua, Agadez and Tillaberi.

- Technical equipment. Funding of the costs of maintenance of all equipment made
available to the basic health-care facilities and hospitals came out of the operating
budgets of the Government and of the establishments with management autonomy
(EPAs, EPICs).

- Training. The agents trained were for the most part civil servants, who received a
small salary increase on their return.

The project did not incur any high recurrent costs, but it found itself serving asatsubstitute source of
financing, taking oyer expenses that the Government's operating budget was unable to handle owing to
cash flow problems (office supplies, automotive fuel, etc.).

IV. PROSPECTS FOR A NEW PROJECT

1. To ensure better project coordination and integration we recommend:

- that the project unit be attached to the DEP;

- that a technical monitoring committee be set up, composed of the project unit chief or
his representative, the central directors or their representatives, and the departmental
directors of health involved in the project activities.

2. Where staff training is concerned, improved programming and efficient management of data in a
permanently updated file would provide accurate information on the names and assignment locations of
those workers who have received training, thereby facilitating closer follow-up of their progress
following their specialized training.
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3. With respect to supervision, given the policy changes (integration of activities), a supervision
policy comprising the relevant matrix and period should be formulated for each level. Implementation of
the supervision program should be viewed not as an operating cost but as an investment, since it is
follow-up of the reforms that will determine the success of the action programs.

4. Concerning the procurement of equipment, and spare parts through competitive bidding, it is
essential that precise technical specifications be set out and, above all, that the contract deadlines be met,
to avoid replenishment of the parts stock with items that are already obsolete. Likewise, for non-
standard parts, it would be much more practical to give the various agencies the authority to order
directly from local suppliers.

5. With respect to the contracts for technical assistance, services, and the purchase of goods
through certain institutions (UNFPA, UNICEF, NIGETIP, etc.), the project unit needs to be assured that
those institutions are ready to honor and follow up on their contractual obligations by the deadlines set.

6. Within the framework of project management, an assets file should be established at all levels.
And the project unit should keep regular checks on the management of goods purchased.

7. With a view to a new project phase, various other structural reforms should be envisaged in order
to facilitate effective application of the present health policy, which advocates a decentralized approach
with guaranteed support for the three levels of the health pyramid: district, intermediate, central.

This will require:

- sensitization of the population;
- effective installation of district health teams and of additional agencies;
- installation of community participation organs;
- carrying out of a study on financial and human resource management;
- factoring in of nutritional problems at the community level.

8. It is also advisable to:

- enumerate in advance, and in clear and precise terms, the missions to be
accomplished by the project unit in light of the prevailing socioeconomic context, the
scope of the project, and the nature of the activities to be financed;

- establish a competent and adequately qualified team, with the duties of each
member clearly spelled out;

- observe the correct procedures with respect to credit negotiation, to avoid any
errors that could obstruct project implementation;

- envisage all project implementation scenarios with a view to reducing the level
of local counterpart funding to that of a symbolic contribution to project implementation.

V. CONCLUSION

The project has had some remarkenle outcomes where the health system is concerned, despite
the enopmousAifficulties experienced during implementation. Above all, it has brought quality health
services within the reach of the communities-
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Drawing on the lessons learned during project implementation, the Ministry of Health has
formulated a newdevelopmentpoJliy based on development at the district level.,Future interventions in
the health sector will start at the bottom, to ensure their autonomy within the framework of health service
decentralization, and will involve community participation.
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Operations Evaluation DeparLun1WIt OED ID: C1668
Project Information Form Type: EVM

Al. General Project Information

OED ID: C1668 3. Key Dates
Type: EVM Original Latest

Country: Niger

Project Description: Health Departure of Appraisal Mission --06T15/85

Approval 03/20I86
Sector: HH/ Signing/Agreement -04/14/86

Subsector: HE/ Effectiveness 11/0361
Lending Instrument: Sector Investment/Maintenance Physical completion -0730793 06/30/95
L/C: C1668 Closing - 7011

ICR receipt in OED 07/30/96
Review date 03/31/97
EVM/PAR approval 6/23/97

1. Rviewr: gra aney
4. Key Amounts ($US million)

2. Do you agree with the assigned # Yes Original Commitmentprimary Sector and Subsector? Origial Commltmn
~)No Total Cancellation -

Total project cost
Sugg. Sector: ~ Original
Sugg. Subsector: Latest

5. Cofinanciers
First Second Third

Name
Original Commitment ($US million)
Total Cancellation ($US million)

6. Distribution of latest cost among component types 7. Applicable disbursement profile (no. of years):
($US million):

Physical 2Pehical assitanc r 8. Number of supervision missions:Technical assistance ..........4-11i

Balance of payments
Line of credit 9. Name(s) of primary author(s) of ICR (indicate if

neofre not known):
Other___

?enITvalancourt.

11. Names of managers

At entry At exit
Task manager H. Sederlof ID.7Vaillancourt
Division chief T. Hussein ii. Porter
Department director |J. North fl. Ribe

Printed on June 27, 1997 Page 1



Operations Evaluation DeparLu I 1ilt OED ID: C1668
Project Information Form Type: EVM

A2. Project Objectives Evaluation

1. Were the project objectives 3. Did the project include a
revised during implementation? monitoring and evaluation system

for the implementation phase?

If Yes, did the Board approve
the revised objectives as part
of a formal restructuring?

Date of Board approval If Yes, rate the extent to which the system met each
of the following five criteria for a good M&E system:

Note: If objectives were revised, base the ratings in
subsequent sections on the revised objectives. Clear project and component

objectives verifiable by indicators 1NeginITgi

2. Taking into account the country's level of A structured set of indicators 1Negigible
development and the competence of the Requirements for data collection
implementing agency, to what extent did the and management _________

project design have the following characteristics:
Institutional arrangements for ~ ~ II~
capacity building egligible

Demanding on Borrower/ Feedback from M&E §§-igi1TImplementing Agency ...........__

Complexity

Riskiness S-ibst iais

4. For this particular project, rate the importance
of the project's objectives:

Physical Institutional High
Financial (interest rates; pricing/ Social NofAyplicable
tariff policies; cost recovery Sti[aSocial Not Applicable

Environmental Nof Applicable
Economic Private sector development NotAppira'e"1

Macro-economic policies oi........... ...........
(fiscal; monetary; trade) sNtp-p-liable Other (specify):

Sector policies -

Printed on June 27, 1997 Page 2



Operations Evaluation Depariment OED ID: C1668
Project Information Form Type: EVM

B1a. Outcomes - Relevance

1. Indicate the extent to which each of the project's 2. Summary Rating of Relevance
objectives was relevant in terms of the Bank's /
Borrower's current country or sectoral objectives:

Rate the extent to which, as a whole,
the project's goals were consistent with
the Bank's strategies, taking account
of the relevance and importance of

Physical High each of the project's objectives: High
Financial (interest rates; pricing /
tariff policies; cost recovery igh

Economic

Macro-economic policies e Average rating High
(fiscal; monetary; trade) PP

Sector policies

Institutional High

Social NoftAppicable If your overall rating differs from the average rating,
Environmental Nplease comment on reasons for this difference:

Private sector development Not Applicable
Other (specify):

B1b. Outcomes - Efficacy

1. Indicate the extent to which each of the following 2. Summary Rating of Efficacy
objectives was in fact accomplished:

Rate the efficacy of the project, taking
account of the importance of the
objectives and the extent to which they
were accomplished:

Physical Subsfantia~
Financial (interest rates; pricing /
tariff policies; cost recovery 5..T .

Economic
Macro-economic policies Mds
(fiscal; monetary; trade) NoAppibl Average rating |Mode

Sector policies Modest
Institutional

Social Not Applicable If your overall rating differs from the average rating,
please comment on reasons for this difference:Environmental Not Applicablre

Private sector development Not Applicable

Other (specify):

Printed on June 27, 1997 Page 3



Operations Evaluation Department OED ID: C1668
Project Information Form Type: EVM

B1b. Outcomes - Efficacy (cont'd)

3. Rate the extent to which each of the following factors affected the achievement of this project's objectives:

World markets / prices Not Applicable Performance of contractors /
consultants N6 Effed

Natural events Not Applicable
Cofinancier(s) performance Not Applicable War / civil disturbance Nof3ppicsl

Other (specify):

Financial constraints Negative

B1c. Outcomes - Efficiency

1. Is an Economic Rate of Return (ERR) Q Yes If No, is a Financial Rate of ) Yes
available for this project? Return (FRR) available?

@ No @e~No

If a rate of return is available, provide the following information (in percent):

Weighted Coverage /
Point Value Range Average Scope

At Appraisal @ Not Available From :

o Not Applicable To:

At Completion @ Not Available From:

o Not Applicable To:

2. Was another measure of Q Yes 3. If no measure of efficiency was Q Yes
efficiency provided? provided for this project, would it have

No been reasonable to expect one? @ No

If Yes, then answer the following:

Measure used a If Yes, explain:

Coverage / scope of measure
Comparison to
appraisal estimate

4. Rate the quality of the economic analysis according to the following criteria:

Soundness of analysis Overall rating of quality of analysis
Conduct of sensitivity / risk analysis
Consideration of institutional Average rating
constraints to achieving results

Extent to which benefits If your overall rating differs from the average rating,
accrue to target population please comment on reasons for this difference:

Consideration of environmental
externalities

Consideration of fiscal impact
Consideration of alternatives
to meeting objectives

Printed on June 27, 1997 Page 4



Operations Evaluation Department OED ID: C1668
Project Information Form Type: EVM

B1c. Outcomes - Efficiency (cont'd)

5. Summary Rating of Efficiency

Rate overall to what extent the project If your overall rating differs from the average rating,
accomplished its goals efficiently: Not Apliable please comment on reasons for this difference:

Average rating

Bid. Outcomes - Summary

1. SUMMARY OUTCOME RATING

Rate the project's outcome (i.e., the extent to which it achieved relevant -
objectives), taking account of its relevance, efficacy, and efficiency:

Average rating S5fisfactory

If your overall rating differs from the average rating,
please comment on reasons for this difference:

B2. Sustainability

1. Rate the extent to which each of the following conditions is expected to influence this project's sustainability

Technical viability Positive Policy environment Positive
Financial viability Positive Institution / management Pos.tive
Economic viability Not Appliacibe effectiveness

Social conditions Positive Local participation Positive

Environmental concerns Not Applicable ~ Other (specify):

Government commitment Positive

2. SUMMARY SUSTAINABILITY RATING

Rate the probability of maintaining the project's relevant development
achievements generated or expected to be generated: Likely

Average rating Likely

If your overall rating differs from the average rating,
please comment on reasons for this difference:

Printed on June 27, 1997 Page 5



Operations Evaluation DeparLilt Thing one E Yes Q Yes OED ID: C1668
Project Information Form Thing two o No Type: EVM

B3. Institutional Development

1. Was this project directed 4. For this particular project, rate the relevance of the
primarily toward Co) Yes following Institutional Development objectives:
Institutional Development? No

National capacity
Economic management Substantial
Civil service reform Not Applicable

Financial intermediation Not Applicable
2. If not, didnthe projsc cntain Yes Legal / regulatory system Not Applicablecomponents with significant

Institutional Development objectives? D No Sectoral capacity High

Other (specify):

3. Did the project's Institutional Development Agency capacity
activities include each of the following: Planning / policy analysis High

Management High
Skills upgrading High

Establishment of a new organization No MIS High

Elimination of an existing organization No Other (specify):

Restructuring / privatizing of
I an organization

NGO Capacity Not Applicable

5. For this particular project, rate its efficacy in achieving 6. SUMMARY INSTITUTIONAL
the following Institutional Development objectives: DEVELOPMENT IMPACT RATING

National capacity
Economic management Modest

Rate the extent to which, as a whole,
Civil service reform Not Applicable the project resulted in improvement of
Financial intermediation Noi Applicable the country's/sector's ability to

effectively use its human,
Legal / regulatory system NofApplicable organizational, and financial resources: M6dsf

Sectoral capacity Modest

Other (specify):

..Average rating ModesT
Agency capacity
Planning / policy analysis Substantial

Management Modest If your overall rating differs from the average rating,
Skills upgrading Substantial please comment on reasons for this difference:
MIS Negligible
Other (specify):

NGO Capacity Not Applicable

Overall ID Efficacy M 6df
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Operations Evaluation Depar LIVIt OED ID: C1668
Project Information Form Type: EVM

C1. Bank Performance

1. To what extent did each of the following apply during project identification / preparation:

Involvement of government High -~~ Overall rating on identification / Satisis~f6ry
_ ............ .... ....... preparation. ......Involvement of beneficiaries 'Not Available

Project consistency with Average rating Highly Satisfactory
Bank strategy for country High

Grounding in economic If your overall rating differs from the average rating,
and sector work (ESW) fA 1e please comment on reasons for this difference:

Other(specfy):Preparafion was satisfactory.Other (specify):Rn ed~

2. Indicate the extent to which the Bank took account of the following during project appraisal:

Technical analysis (inc. alternatives) M6desF Overall rating on appraisal Satisfactory
Financial analysis (inc. funding Substantiar
provisions, fiscal impact) Average rating

ERR/FRR cost-benefit analysis NoTAppli6able

Institutional capacity analysis Modest If your overall rating differs from the average rating, please
Negligib e comment on reasons for this difference:

Social and stakeholder analysis
Environmental analysis Not.Applicable.B ppraisal was sat.stactory.ove....

Risk assessment (inc. adequacy
of conditionalities) Negligible
Incorporation of M&E indicators Not Applicable

Incorporation of lessons learned Modest

Readiness for implementation Sst[antial

Suitability of lending instrument

3. Considering the identification / preparation and appraisal processes discussed above,
rate the overall quality of the project at the time of Board approval (Quality at Entry): Satisfof6

4. Indicate the extent of Bank project supervision in the following areas:

Reporting on project Overall rating on supervision Unsatisfactory
implementation progress Modest

Identification / assessment Average rating Unsatisfactory
of implementation problems - ..---.. -

Use of performance indicators NegIf your overall rating differs from the average rating, please

Enforcement of Borrower comment on reasons for this difference:

provision of M&E data

Advice to implementing agency Modest
Enforcement of loan covenants /
exercise of remedies S

Flexibility in suggesting /
approving modifications Substant.al -

Other (specify):

Printed on June 27, 1997 Page 7



Operations Evaluation Depal nt OED ID: C1668
Project Information Form Type: EVM

C1. Bank Performance (cont'd)

5. SUMMARY RATING OF BANK PERFORMANCE

Rate the Bank's overall performance, taking account of identification /Satisfactory
preparation, appraisal, and supervision activities: ..fa y

Average rating Satisfact6ry

If your overall rating differs from the average rating,
please comment on reasons for this difference:

C2. Borrower Performance

1. Rate the Borrower / Implementing Agency performance on the preparation of this project: 'Satisfactory

1 2. Rate the extent to which government / implementing agency performance on the following dimensions
supported project implementation:

Factors generally subject to government control

Macro policies / conditions NotApplicable Administrative procedures Modest
Sector policies / conditions SubstantiifaV Cost changes Not Applicable
Government commitment Substantial Implementation delays Modest
Appointment of key staff Negligible Other (specify):
Counterpart funding Negligible

Factors generally subject to implementing agency control

Management Sub'stainial - Use of technical assistance Substantial
Staffing Modest Beneficiary participation No Avalable
Cost changes N-otApplicab~le Other (specify):

Implementation delays Modest

Printed on June 27, 1997 Page 8



Operations Evaluation Depar I uIVct OED ID: C1668
Project Information Form Type: EVM

C2. Borrower Performance (cont'd)

3. Summary Rating of Borrower Performance 5. SUMMARY RATING OF BORROWER
on Project Implementation PERFORMANCE

Overall rating Siisig-~~~ Overall rating S6IisfactoFy

Average rating Unsatisfactory

If your overall rating differs from the average rating, Average rating Satisfactory
please comment on reasons for this difference:

Borrower fPerfforane was satisfactory and in the
technical sphere was above average (implementing the
health action programs).

If your overall rating differs from the average rating,
please comment on reasons for this difference:

4. Rate Borrower compliance with loan
covenants / commitments:

,Satisfactory

D. Special Themes

1. Indicate whether each of the following social 3. Did the project place a major ( Yes
concerns was a major project emphasis: emphasis on poverty alleviation? N o

Gender related issues No If Yes:
Settlement / resettlement S m t tppicabld Was this a Poverty Targeted Yes C No
Beneficiary participation No Intervention?

Community development No Did it emphasize broad-based C Yes No
Skills development Yes growth with labor absorption?

Nutrition and food security No Did it emphasize human development C) Yes _ No
(education, health, or nutrition)?

Health improvement Yes
Did it emphasize the provision of a Q Yes NoOther (specify): social safety net?

4. Indicate whether each of the following environmental

2. Did the project have an unintended or concerns was a major project emphasis:
unexpected effect on social concerns,
regardless of the project's objectives? Natural resource management Not Applicable

Air / water / soil quality Not Applicable

Urban environmental quality Not Applicable
If Yes, was the effect positive or negative? Other (specify):

Printed on June 27, 1997 Page 9



Operations Evaluation Depai nt OED ID: C1668
Project Information Form Type: EVM

D. Special Themes (cont'd)

5. Did the project have an unintended or 7. Rate the priority of the project for audit
unexpected effect on environmental concerns,
regardless of the project's objectives? High

8. Rate the priority of the project for impact
If Yes, was the effect positive or negative? evaluation

J Medium

6. Indicate whether each of the following private sector
development (PSD) concerns was a major project
emphasis:

Improvement in legal or incentive
framework designed to foster PSD
(e.g., trade, pricing)

Restructuring / privatization of NofAplicablepublic enterprises Not Appl.cab.e

Financial sector development 'Not Applicable
Direct government financial and /
or technical assistance to the Not AYlicabTe
private sector

Other (specify):

E. Rating of ICR

1. Rate the quality of the ICR by the following characteristics:

Analysis Future orientation
Coverage of important subjects Satisfactory Plan for future project operation ULlsalisfadtory

Recalcualtion of ERR or FRR Not Applicable Performance indicators for
Soundness of analysis the project's operations phase Unsatisfactory

Internal consistencies Satisfactory Plan for monitoring and evaluation
of future operations Wsts~tr

Evidence complete / convincing Satisfactory

Adequacy of lessons learned Satisfactory Borrower / cofinancier inputs
Aide-memoire of the ICR mission Exemplary Borrower input to ICR Satisfactory

Borrower plan for future Unsatisfacto
project operation ry

Borrower comments on ICR Satisfactory

Cofinancier comments on ICR Not Available

2. SUMMARY RATING OF ICR If your overall rating differs from the average rating,
please comment on reasons for this difference:

Rate the quality of the ICR: Satisfactory The ICTWssszisfictry.

Average rating Unsatisfto-iy

Printed on June 27, 1997 Page 10



Operations Evaluation Depa n LI unt OED ID: C1668
Project Information Form Type: EVM

E. Rating of ICR (cont'd)

3. Rate the quality of borrower participation in the
project completion process on the following:

Analysis Satisfactory Focus on lessons learned Satisfactory
Concern with development impact Satisfadtory Self-evaluation Exemplary

Internal consistency Satisfactory Evaluation of Bank Satisfactory

Evidence to justify views Satisfactory

F. Summary of Ratings

1. SUMMARY OF RATINGS
ICR EVM

Outcome Satisfactory Sacisfactory
Sustainability Likely
Institutional Development Modest Modes
efficacy / impact

Bank performance Satisfactoy _Satis0icTOy

Borrower performance 5t s ry Satisfactor
ICR quality Satisfacto y

2. Explain any differences between OED ratings
and those in the ICR:

G. Overall Judgements / Miscellaneous Comments

1. Enter any overall judgements or rationales and miscellaneous comments below.

Printed on June 27, 1997 Page 11



i HE WORLD BANK GROU-

ROUTING SLIP DATE: June 18,1997

NAME ROOM. NO.
Mr. Robert Picci tt D 0 G7-121
THRU: Mr. Ulrich Th , Adviser, OED G7-005

URGENT PER YOUR REQUEST

FOR COMMENT PER OUR CONVERSATION

FOR ACTION NOTE AND FILE

FOR APPROVAL/CLEARANCE FOR INFORMATION

FOR SIGNATURE PREPARE REPLY

NOTE AND CIRCULATE NOTE AND RETURN

RE: REPUBLIC OF NIGER-Health Project (Cr. 16*NIR)
Implementation Completion Report

REMARKS:

No comments were received from the Region. Please sign the attached EM.

This ICR was reviewed by Laura Raney.

FROM ROOM NO. EXTENSION
Christopher Gibbs G7-029 3-1735



THE WORLD BANK/IFC/M.I.G.A.

OFFICE MEMORANDUM
DATE: June 3, 1997

TO: Mr. T eodore 0. Ahlers, Director, AFC13

FROM: Roger la e for Elizabeth McAllister, Director, OED

EXTENSION: 81293

SUBJECT: REPUBLIC OF NIGER-Health Project (Credit 1668-NIR)
Implementation Completion Report

1. Attached is a draft Evaluative Memorandum (EM) from the Director-General,
Operations Evaluation, which is based on OED's review of the Implementation
Completion Report (ICR). We would appreciate receiving any comments you might have
by June 17, 1997.

2. Based on this review, we intend to include the following ratings in the OED
Annual Review database:

Outcome Satisfactory

Sustainability Likely

Institutional Development Modest

Bank Performance Satisfactory

Borrower Performance Satisfactory

OED agrees with the ratings indicated in the ICR.

3. The ICR is satisfactory but could have been improved if the following points had
been taken into account:

• The distinction between activities completed under the project and those
which were transferred to the on-going population project (Cr. 2360-NIR) is
unclear. Describing which aspects of the following activities were transferred
to Cr. 2360-NIR would have clarified the significance of this decision and the
scope of cost overruns in other parts of the project: (i) nutrition program; (ii)
health education; (iii) social development support; (iv) immunization and
social mobilization; (v) maternal and child health; and (vi) family planning
activities.



Mr. Theodore 0. Ahlers -2- June 3, 1997

• From the Staff Appraisal Report, it is apparent that no performance indicators
were included in project design; however, monitoring and evaluation systems
were to be introduced. The ICR fails to explain why monitoring and
evaluation failed. Without monitoring and evaluation data, it is not possible to
assess the ICR's claims that there was (i) an increase in immunization rates
(two different figures are stated in the ICR); (ii) an increase in prenatal
consultations; (iii) improvement in maternal health indicators; and (iv)
improvement in the quality of curative and preventive services.

• The ICR contains no plan for future operation of the project, required under
BP 13.55. This section should report the understanding with the borrower on
the measures to maximize project benefits, the indicators for monitoring and
evaluating the future operation of the project, and the Bank's intended follow-
up actions.

4. The Aide-Memoire is notable for its clarity and thoroughness. In addition, it is
laudable for the inclusion of other donors (the Dutch, UNICEF, and USAID) who
participated in the ICR mission, a practice which should be standard but rarely is.

5. The borrower's evaluation of the project and contribution to ICR found in Part B
are notable. The participatory evaluation of the project conducted by the government is
especially commendable. Three levels of evaluation took place: internal (to the Ministry
of Public Health), external, and client perspective through a beneficiary assessment. In
addition, an evaluation workshop brought the stakeholders together to discuss
implementation and lessons learned. Such participatory evaluation can be extremely
valuable in building project ownership and expanding evaluation capacity. The
preparation of the follow-on project should benefit from the workshop, team-building,
and ownership that the workshop engendered. The government's contribution to the ICR
and the use of a participatory approach to this evaluation will, in our view, be of
considerable interest to other evaluation efforts in the region and elsewhere.

Attachment

cc: Ms. Alexander (OPRDR); Mr. de Ferranti (HDDDR)
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OED EVALUATIVE MEMORANDUM
ON IMPLEMENTATION COMPLETION REPORT

Republic of Niger-Health Project (Credit 1668-NIR)

The Niger Health project, supported by Credit 1668-NIR for SDR 25.1 million (US$27.8
million), was approved in FY86. It was the first Bank operation in the health sector in Niger. Following
two one-year extensions, the credit was closed in June 1995. The dollar value of the credit amount

disbursed (US$37.1 million) was higher than anticipated at appraisal due to changes in the US$/SDR
exchange rate. SDR 0.32 (US$0.33) million was canceled. Additional financial assistance was provided
by the United States Agency for International Development (USAID) (US$1.2 million) and the
Government of the Netherlands (US$0.77 million). The Implementation Completion Report (ICR) was
prepared by the Africa Regional Office. Annex B contains the borrower's contribution to the ICR. The
Dutch, UNICEF, and USAID participated in the ICR mission but did not provide written comment.

The project objective was to assist the government to improve the performance of the public
health sector. The project had two parts: Part A to support policy reform and Part B to strengthen basic
health and family planning services.

Despite an ambitious design and limited management, institutional capacity, and financial
resources, the project made substantial achievements in both its policy reform and investment activities.
This success was due in large part to the government's commitment to reform in general and the project
in particular. A series of studies and planning activities, financed under Part A, contributed to policy
formulation and reform, including (i) greater financial and managerial autonomy for hospitals and
improved resource mobilization and hospital management; (ii) pilot studies of cost recovery for basic
health services and the subsequent passage of a national law on cost recovery for the non-hospital sector;
and (iii) adoption of a health sector plan with a district (decentralized) approach that provides a coherent
framework for sector development. The government also developed its National Health Sector
Development Plan for the period 1994-2000 identifying the reform needs in the sector. Additional
activities took place which were unforeseen at appraisal: a population census, a survey of youth health
issues, purchase of anti-tuberculosis drugs, and activities related to HIV/AIDS. However, towards the
end of the project, a number of activities were transferred to the on-going population project (Cr. 2360)
which planned to finance the same set of basic health activities: nutrition, maternal and child health,
family planning, immunization, and health education.

This document has a restricted distribution and may be used by recipients only in the performance of their
official duties. Its contents may not otherwise be disclosed without World Bank authorization.
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Achievements under Part B were substantial. Despite delays in planning and funding, 110 of 113
health facilities were upgraded. Substantial achievements were made in training, although these fell short
of targets. These investments increased capacity of the health system to receive and treat patients and
improved the quality and coverage of care. In addition, a number of priority health programs and services

were strengthened through management interventions, including: creation of an interministerial
committee for malaria control; definition of a national, multisectoral nutrition policy; creation of a
national program on diarrheal disease; strengthening health education programs at the central and

departmental levels; and successful introduction of community participation in financing and managing
health and nutrition activities. The vaccination and training subcomponents were successfully

implemented, but they reached only a portion of those intended. Lack of baseline data and weak
monitoring and evaluation prevented an assessment of project impact on health status in areas receiving
project assistance.

The Operations Evaluation Department agrees with the ratings presented by the ICR. Outcome is
rated as satisfactory because the project achieved its main objectives. Sustainability is rated as likely
since the borrower is taking appropriate steps to mobilize recourses for the recurrent costs of the sector,
including activities initiated through this project. Institutional development is rated as modest because of
the positive intent of many proposed reforms but lack of action (e.g., reforming the planning and
budgeting system) to ensure they take effect. Bank performance is rated as satisfactory.

The lessons identified by the ICR suggest: (i) the need for modest project objectives based on a
sound knowledge of the existing situation; (ii) the need to define performance indicators by project
appraisal to enable the borrower and the Bank to objectively assess project achievements and impacts;
(iii) the importance of integrating and mainstreaming project activities more fully into the Ministry of

Public Health's operations, both at the central and decentralized levels; and (iv) that financial
participation of the communities increases their involvement in, and demand for, health services, in turn
prompting the public service to be more client-oriented.

The ICR is satisfactory despite the absence of a plan for future operation. An audit is planned
because the project achieved ambitious objectives under difficult circumstances, and the experience is
valuable.
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ROUTING SLIP DATE: May 30, 1997

NAME ROOM. NO.

Mr. Ulrich Thumm, Advisor, OEDDR G 7-005

URGENT PER YOUR REQUEST

FOR COMMENT PER OUR CONVERSATION

FOR ACTION NOTE AND FILE

/ IFOR APPROVAL/CLEARANCE FOR INFORMATION

v FOR SIGNATURE PREPARE REPLY

NOTE AND CIRCULATE NOTE AND RETURN

RE: REPUBLIC OF NIGER: Health Project (Cr. 1668-NIR)
Implementation Completion Report

REMARKS:

Please find attached for your approval a draft Evaluative Memorandum from the DGO
to the Board on the above ICR, together with a memorandum for your signature addressed to
the Country Director. Your comments have been taken into account.

This ICR was reviewed by Laura Raney.

FROM ROOM NO. EXTENSION
Josette Murphy, O 1 G7-035 81293
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OED EVALUATIVE MEMORANDUM
ON IMPLEMENTATION COMPLETION REPORT

Republic of Niger-Health Project (Credit 1668-NIR)

The Niger Health project. supported by Credit 1668-NIR for SDR 25.1 million (US$27.8
million), was approved in FY86. It was the first Bank operation in the health sector in Niger. Following
two one-year extensions, the credit was closed in June 1995. The dollar value of the credit amount
disbursed (US$37.1 million) was higher than anticipated at appraisal due to changes in the US$/SDR
exchange rate. SDR 0.32 (US$0.33) million was canceled. Additional financial assistance was provided
by the United States Agency for International Development (USAID) (US$1.2 million) and the
Government of the Netherlands (US$0.77 million). The Implementation Completion Report (ICR) was
prepared by the Africa Regional Office. Annex B contains the borrower's contribution to the ICR. The
Dutch, UNICEF, and USAID participated in the ICR mission but did not provide written comment.

The project objective was to assist the government to improve the performance of the public
health sector. The project had two parts: Part A to support policy reform and Part B to strengthen basic
health and family planning services.

Despite an ambitious design and limited management, institutional capacity, and financial
resources, the project made substantial achievements in both its policy reform and investment activities.
This success was due in large part to the government's commitment to reform in general and the project
in particular. A series of studies and planning activities. financed under Part A, contributed to policy
formulation and reform, including (i) greater financial and managerial autonomy for hospitals and
improved resource mobilization and hospital management; (ii) pilot studies of cost recovery for basic
health services and the subsequent passage of a national law on cost recovery for the non-hospital sector;
and (iii) adoption of a health sector plan with a district (decentralized) approach that provides a coherent
framework for sector development. The government also developed its National Health Sector
Development Plan for the period 1994-2000 identifying the reform needs in the sector. Additional
activities took place which were unforeseen at appraisal: a population census, a survey of youth health
issues, purchase of anti-tuberculosis drugs, and activities related to HIV/AIDS. However, towards the
end of the project, a number of activities were transferred to the on-going population project (Cr. 2360)
which planned to finance the same set of basic health activities: nutrition, maternal and child health,
family planning, immunization, and health education.

This document has a restricted distribution and may be used by recipients only in the performance of their
official duties. Its contents may not otherwise be disclosed without World Bank authorization.
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Achievements under Part B were substantial. Despite delays in planning and funding, 110 of 113
health facilities were upgraded. Substantial achievements were made in training, although these fell short
of targets. These investments increased capacity of the health system to receive and treat patients and
improved the quality and coverage of care. In addition, a number of priority health programs and services
were strengthened through management interventions, including: creation of an interministerial
committee for malaria control; definition of a national, multisectoral nutrition policy; creation of a
national program on diarrheal disease: strengthening health education programs at the central and
departmental levels; and successful introduction of community participation in financing and managing
health and nutrition activities. The vaccination and training subcomponents were successfully
implemented, but they reached only a portion of those intended. Lack of baseline data and weak
monitoring and evaluation prevented an assessment of project impact on health status in areas receiving
project assistance.

The Operations Evaluation Department agrees with the ratings presented by the ICR. Outcome is
rated as satisfactory because the project achieved its main objectives. Sustainability is rated as likely
since the borrower is taking appropriate steps to mobilize recourses for the recurrent costs of the sector,
including activities initiated through this project. Institutional development is rated as modest because of
the positive intent of many proposed reforms but lack of action (e.g., reforming the planning and
budgeting system) to ensure they take effect. Bank performance is rated as satisfactory.

The lessons identified by the ICR suggest: (i) the need for modest project objectives based on a
sound knowledge of the existing situation; (ii) the need to define performance indicators by project
appraisal to enable the borrower and the Bank to objectively assess project achievements and impacts;
(iii) the importance of integrating and mainstreaming project activities more fully into the Ministry of
Public Health's operations, both at the central and decentralized levels; and (iv) that financial
participation of the communities increases their involvement in, and demand for, health services, in turn
prompting the public service to be more client-oriented.

The ICR is satisfactory despite the absence of a plan for future operation. An audit is planned
because the project achieved ambitious objectives under difficult circumstances, and the experience is
valuable.
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ROUTING SLIP DATE: April 16,1997

NAME ROOM. NO.

Mr. Ulrich Thumm, OEDDR G 7-005

URGENT PER YOUR REQUEST

FOR COMMENT PER OUR CONVERSATION

FOR ACTION NOTE AND FILE

FOR APPROVAL/CLEARANCE FOR INFORMATION

v/ FOR SIGNATURE PREPARE REPLY

NOTE AND CIRCULATE NOTE AND RETURN

RE: REPUBLIC OF NIGER: Health Project (Cr. 1668-NIR)
Implementation Completion Report

REMARKS:

Please find attached for your approval a draft Evaluative Memorandum from the DGO
to the Board on the above ICR, together with a memorandum for your signature addressed to
the Country Director.

This ICR was reviewed by Laura Raney.

FROM ROOM NO. EXTENSION
Josettc M y, OEDD1 G 7-043 31726
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OED EVALUATIVE MEMORANDUM
ON IMPLEMENTATION COMPLETION REPORT

Republic of Niger: Health Project (Credit 1668-NIR)

T)e Niger Health project, supported by Credit 1668-NIR for SDR 25.1 million (US$27.8
million), vas approved in FY86. It was the first Bank operation in the health sector in Niger. Following
two one-year extensions, the credit was closed in June 1995. The dollar value of the credit amount
disbursed (US$37.1 million) was higher than anticipated at appraisal due to changes in the US$/SDR
exchange rate. SDR 0.32 (US$0.33) million was canceled. Additional financial assistance was provided
by the United States Agency for International Development (US$1.2 million) and the Kingdom of the
Netherlands (US$0.77 million). The Implementation Completion Report (ICR) was prepared by the
Africa Regional Office. Annex B contains the borrower's contribution to the ICR. The Dutch and the-

participated in the ICR mission.

The project objective was to support the government's structural adjustment objectives at the
soctoral level through: (i) more efficient use of resources; (ii) mobilization of resources through cost
reiovery; and (iii) policy reform to improve-everall efficiency and effectiveness in the health sector. This
Qbjhtive-was to be achieved in two parts. Part A suppofted-health sector adjustment aimed at: (i)
strengtbening financial and operationafnanagement; (ii) intproving basic health services; (iii) increasing
cost recoveryriv) improving essentialdTrugs availability; and (v) developing population and nutrition
policies. Partl3'apported improveirents in basic health and family planning services through activities
to: (i) impreve facilities andstreigthen priority prograin ; (ii) develop health education and community
initiatives in health and nutrition; and (iii) enhancecapacity through health training.

The objectiveof health policy reform within the overall framework of a structural adjustment
program was substantially achieve. Studies'aimed at improving sector policy were carried out and were
instrumental in the development and implementation of key reform measures, including according -L
hospitals greater financial and managerial autonomy and prompting improvements in resource
mobilization and hospital management. A law on cost recovery for the non-hospital sector was- adopted
in June 1995, community participation in financing and managing health services increased, and a sector
planjaking a district (decentralized) approach was adopted. The project contributeigreatly to policy
,frmulation.ieform and to strengthen capacity for planning and service delivery.

The investment prokram objectives were also substantially met. Investments were made to
upgrade the technical skills of service providers and to improve infrastructure and technical equipment in

This document has a restricted distribution and may be used b1y recipients only in the performance of their
official duties. Its contents may not otherwise be disclosed without Yorld Bank authorization.
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selected health facilities. These investments contributed to improvemen in the quality and coverage of
health services and increased the capacity for receiving and treating pafients. In addition, a number of
priority health programs and services were strengthened through improved strategic management.
Notable achievements included: creation of an interministerial committee for malaria control; definition
of a national, multisectoral nutrition policy; creation of a national proram on diarrheal disease;
strengthening of the health education program at the central and depatmental levels; and successful
introduction of community participation in health and nutrition activities. Among the quantifiable results
of these interventions are: increased awareness and activity on the part of communities to understand and
take charge of their own health issues and problems; increased immunization rates and frequency of
prenatal consultations; and improvements in maternal health indicatori The vaccination and training
subcomponents were successfully implemented, but they reached only a portion of those intended.

On the evidence presented, the Operations Evaluation Department (OED) believes that the ICR
understates the project's achievements. OED rates project outcome as highly satisfactory, as opposed to
satisfactory in the ICR, because of the substantial achievements in the policy and investment
components. OED rates institutional development as high, as opposed to modest, because sectoral
capacity was significantly enhanced. OED agrees with the ICR in rating sustainability as likely, and
Bank performance as satisfactory.

The lessons identified by the ICR suggest: (i) projec objectives should be suffciently modest
and based on a sound knowledge-Athexisting situatior(f;ii) blear targets and indicat rs should be set at
the outset; (iii) jnadequate management and institutionalhapicity constrain sector performance more
than resopwe availability; and (iv) financial participation of the communities increases their involvement
i, and demand for, health services, in turn prompting the public service to be more eljent-oriented.

The ICR is exemplary, as is the borrower's contribution. An audit is planned because the project
succeeded in achieving ambitious objectives in a difficult operating environment.

I -'I



THE WORLD BANK/lFC/M.I.G.A.

OFFICE MEMORANDUM

DATE:

TO: Mr. Theodore 0. Ahlers, Director, AFC13

FROM: Roger Slade, Acting-Director, OED

EXTENSION: 81293

SUBJECT: REPUBLIC OF NIGER: Health Project,'Credit 1668-NIR)
Implementation Completion Report

1. Attached is a draft Evaluative Memorandum (EM) from the Director-General,
Operations Evaluation, which is based o#OED's review of the Implementation Completion
Report (ICR). We would appreciate receiving any comments you might have by

2. Based on this review, the ratings we intend to include in the OED Annual Review
database are shown below:

OED ICR

Outcome Highly $atisfactor* Satisfactory

Sustainability Likely Likely

Institutional Development High Modest

Bank Performance Satisfactory Satisfactory

Borrower Pefformance Satisfactory Satisfactory

3. OEDgliieves that the ICR understates the project's achievements. OED rates project
outcome asyhighly satisfactory, as opposed to satisfactory in the ICR, because of the substantial
achieveTpnts in the policy and investment components. OED rates institutional development as
high, a opposed to modest, because sectoral capacity was significantly enhanced. OED agrees
withAte ICR in rating sustainability as likely, and Bank performance as satisfactory.

4., The ICR j# exemplary:

• Documentation of implementation and the project's achievements is both detailed
and complete, and analysis is thorough and well-grounded. The lessons learned are
thoughtful and extremely relevant, both in the country-specific context and the
general context which could be applied to projects in other regions.
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• The Aide-Memoire is notable for its clarity and thoroughness. In addition, it is
laudable for the inclusion of other donors (the Dutch, UNICEF) who participated in
the ICR mission, a practice which should be standard but rarely is.

• The borrower's evaluation of the project and the contribution to ICR found in Part B
are exemplary. The participatory evaluation of the project conducted by the
government is especially commendable. Three levels of evaluation took place:
internal (to the Ministry of Public Health), external, and client perspective through a
beneficiary assessment. In addition, an evaluation workshop brought the
stakeholders together to discuss implementation and lessons learned. Such
participatory evaluation can be extremely valuable in building project ownership and
expanding evaluation capacity. The preparation of the follow-on project should
benefit from the workshop, team-building, and ownership that the workshop
engendered. OED would like to share both the government's centrbution to the ICR
and its participatory evaluation with other regions asibest practice in evaluating
completed projects.

5. The only shortcoming in the ICR is the lack of a plan for futufe operation of the project,
as required under 'P-13.55. This section should include discussion of/the measures agreed to
ensure the continution of project benefits, indicators for monitoring nd evaluating future
operationf, and t1* Bank's follow-up actions..The latter were indeed (iscussed in the ICRin the
matter of the Barik's Sector Investment Progr4m approach in Niger, h owever the former two are
crucial-and shoold have been addressed.

Attachment

cc: Ms. Alxander (OPRDR) and Mr. de Ferrani (HDD)
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OED EVALUATIVE MEMORANDUM
ON IMPLEMENTATION COMPLETION REPORT

Republic of Niger: Health Project (Credit 1668-NIR)

The Niger Health project, supported by Credit 1668-NIR for SDR 25.1 million (US$27.8
million), was approved in FY86. It was the first Bank operation in the health sector in Niger. Following

two one-year extensions, the credit was closed in June 1995. The dollar value of the credit amount

disbursed (US$37.1 million) was higher than anticipated at appraisal due to changes in the US$/SDR
exchange rate. SDR 0.32 (US$0.33) million was canceled. Additional financial assistance was provided

by the United States Agency for International Development (US$1.2 million) and the Government of the

Netherlands (US$0.77 million). The Implementation Completion Report (ICR) was prepared by the

Africa Regional Office. Annex B contains the borrower's contribution to the ICR. The Dutch and-

UNICEF participated in the ICR mission. rCOMM4N4:1S ID?

The project's objective was to assist the government in improving the performance of the public

health sector. The project was comprised of two principle elements, Part A to support policy reform and

Part B to strengthen basic health and family planning services.

Despite the ambitious design of the project and lack limited management and ins ~ utional

capacity and financial resources, the project made substantial achievements in both its licy reform and
investment activities. This success was due in a large part to the commitment to reforn in general, and
the project in particular, on the part of the government. Financed under Part A of the project, a series of
studies and planning activities contributed to policy formulation and reform, includin i) according
hospitals greater financial and managerial autonomy and prompting improvements in resource
mobilization and hospital management; and ii) a pilot for cost recovery in basic halt services and the
subsequent passage of a national law on cost recovery for the non-hospital sector; and iii) the adoption of
a sector plan taking a district (decentralized) approach which provides a coherent framework for sector
development. Additional activities took place under the project which were unforeseen at appraisal: a
population census; a survey on youth; purchase of anti-tuberculosis drugs; and activities related to
HIV/AIDS. However, due to the limited financial resources towards the end of the project, a number of
activities were transferred to the on-going population project (Cr. 2360), since those activities were also
programmed: nutrition program; health education; social development support; expanded program of
immunization and social mobilization; mother and child health; and family planning.

This document has a restricted distribution and may be used by recipients only in the performance of their
official duties. Its contents may not otherwise be disclosed without World Bank authorization.
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In terms of service delivery, achievements under Part B of the project included upgrading,
rehabilitation and equipping of over 110 health facilities and other supporting facilities including staff
housing and storage facilities. Training was also provided to upgrade the technical skills of service
providers. These investments contributed to improvements in the quality and coverage of health services
and increased the capacity for receiving and treating patients. In addition, a number of priority health
programs and services were strengthened through improved strategic management. Notable
achievements included: creation of an interministerial committee for malaria control; definition of a
national, multisectoral nutrition policy; creation of a national program on diarrheal disease;
strengthening of the health education program at the central and departmental levels; and successful
introduction of community participation in financing and managing health and nutrition activities. The
vaccination and training subcomponents were successfully implemented, but hey reached only a portion
of those intended. Lack of baseline data and weak monitoring and evaluation did not permit an
assessment of the project's impact on health status in areas receiving project assistance.

The Operations Evaluation Department (OED) is in agreement with the ratings presented by the
ICR. Outcome is rated as satisfactory because of the number of achievements of the project.
Sustainability is rated as uncertain because of the lack of counterpart funds which plagued the project.
Institutional development is rated as modest because of the positive intent but lack of translation in
administration (e.g. planning and budgeting system) to ensure they take effect. Bank performance is
rated as satisfactory overall, though supervision was deficient both in terms of quantity and in terms of
adequate skills mix as noted by the ICR. Borrower performance is rated as satisfactory overall because of
the government's commitment to reform in spite of the difficult economic conditions as well as
institutional weaknesses.

The lessons identified by the ICR suggest: (i) the need for sufficiently modest project objectives
based on a sound knowledge of the existing situation; (ii) the need to define monitoring and evaluation
indicators by project appraisal to enable the borrower and the Bank to objectively asses project
achievements and their impact; (iii) the importance of integrating and mainstreaming project activities
more fully into the Ministry of Public Health's operations, both at the central and decentralized levels;
and (iv) that financial participation of the communities increases their involvement in, and demand for,
health services, in turn prompting the public service to be more client-oriented.

The ICR is satisfactory. An audit is planned.



THE WORLD BANK/IFC/M.I.G.A.

OFFICE MEMORANDUM

DATE:

TO: Mr. Theodore 0. Ahlers, Director, AFC13

FROM: Roger Slade, Acting-Director, OED

EXTENSION: 81293

SUBJECT: REPUBLIC OF NIGER: Health Project (Credit 1668-NIR)
Implementation Completion Report

1. Attached is a draft Evaluative Memorandum (EM) from the Director-General,
Operations Evaluation, which is based on OED's review of the Implementation Completion
Report (ICR). We would appreciate receiving any comments you might have by

2. Based on this review, the ratings we intend to include in the OED Annual Review
database are shown below:

OED ICR

Outcome Satisfactory Satisfactory

Sustainability Likely Likely

Institutional Development Modest Modest

Bank Performance Satisfactory Satisfactory

Borrower Performance Satisfactory Satisfactory

OED agrees with the ratings indicated in the ICR because

4. The ICR is satisfactory but could have been improved if the following points had been
taken into account:

• The distinction between the project's implementation and achievements, and the

project's activities which were transfered to the on-going population project (Cr.
2360) are not clear: the nutrition program; health education; social development

support; immunization and social mobilzation; mother and child health; and family
planning.

• From the Staff Appraisal Report, it is clear that no health outcome indicators were
included in project design. However, the ICR fails to explain why monitoring and
evaluation failed. Without monitoring and evaluation data, it is impossible to assess

the ICR claims that i) there was in increase in immunization rates (two different
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figures are stated in the ICRj; ii) an increase in prenatal consultations; iii)
improvement in maternal health indicators; and iv) improved quality of curative and
preventive services.

• Five key health sector adjustment studies of seven under the project were financed
by USAID, yet there is no evidence that USAID was invited to participate in the ICR
mission or comment on the draft ICR.

• The ICR contains no plan for future operation of the project, required under BP
13.55. This section should report the understanding with the borrower on the
measues to maximie project benefits, the indicators for monitoring and evaluating
the future operation of the project, and the Bank's intended follow-up actions.

5. The Aide-Memoire is notable for its clarity and thoroughness. In addition, it is
laudable for the inclusion of other donors (the Dutch, UNICEF) who participated in
the ICR mission, a practice which should be standard but rarely is.

~-----6. The borrower's evaluation of the project and contribution to ICR found in Part B
are also notable. The participatory evaluation of the project conducted by the
government is especially commendable. Three levels of evaluation took place:
internal (to the Ministry of Public Health), external, and client perspective through a
beneficiary assessment. In addition, an evaluation workshop brought the
stakeholders together to discuss implementation and lessons learned. Such
participatory evaluation can be extremely valuable in building project ownership and
expanding evaluation capacity. The preparation of the follow-on project should
benefit from the workshop, team-building, and ownership that the workshop
engendered. OED would like to share both the government's contribution to the ICR
and its participatory evaluation with other regions in evaluating completed projects.

Attachment

cc: Ms. Alexander (OPRDR) and Mr. de Ferranti (HDD)
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OED EVALUATIVE MEMORANDUM
ON IMPLEMENTATION COMPLETION REPORT

Republic of Niger: Health Project (Credit 1668-NIR)

The Niger Health project, supported by Credit 1668-NIR for SDR 25.1 million (US$27.8
million), was approved in FY86. It was the first Bank operation in the health sector in Niger. Following
two one-year extensions, the credit was closed in June 1995. The dollar value of the credit amount
disbursed (US$37.1 million) was higher than anticipated at appraisal due to changes in the US$/SDR
exchange rate. SDR 0.32 (US$0.33) million was canceled. Additional financial assistance was provided
by the United States Agency for International Development (US$1.2 million) and the Government of the
Netherlands (US$0.77 million). The Implementation Completion Report (ICR) was prepared by the
Africa Regional Office. Annex B contains the borrower's contribution to the ICR. The Dutch and
UNICEF participated in the ICR mission. [COMMENTS FROM USAID?]

The project's objective was to assist the government in improving the performance of the public
health sector. The project was comprised of two principle elements, Part A to support policy reform and
Part B to strengthen basic health and family planning services.

The pr ct contributed to im vements in the MOPH pacity for sector ategic managent
through the experi ce od designing an~ lementation of studie and operational re arch, and the
subsequent policy re eminating from tlte§e studies and reasech.

A series of studies and planning activities financed under part A of the project contributed to
policy formulation and reform, including i) according hospitals greater financial and managerial
autonomy and prompting improvements in resource mobilization and hospital management; and ii) a
pilot for cost recovery in basic halth services and the subsequent passage of a national law on cost
recovery for the non-hospital sector; and iii) the adoption of a sector plan taking a district (decentralized)
apprac1

and strenghthening of capacity in planning and serviee delivery-Studies-and plannig
finan e-P A-of dhtgroje~10~mi1WedivithakifTs developnTentiirplanning managin , and
public health, were, instrumental in the productidroftlie-Nationai-SeetorDevetopmient-Pfan(vhich
provides a coherent framework for sector development.¶A numb e key policy studies were undertaken
and completed which resulted in the development and implementation reform measures, including

This document has a restricted distribution and may be used by recipients only in the performance of their
official duties. Its contents may not otherwise be disclosed without World Bank authorization.
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according hospitals eater financial and managerial auton y and prompting im ovements in resource
mobilization and hospi management. the development an *mplementation of key form meas
including according hospit s greater financial and managerial utonomy and promptin improvement
in resource mobilization and spital management.

In terms of service delivery, achievements under Part B of the project included upgrading,
rehabilitation and equipping of over 110 health facilities and other supporting facilities including staff
housing and storage facilities. Training was also provided to upgrade the technical skills of service
providers. These investments contributed to improvements in the quality and coverage of health services
and increased the capacity for receiving and treating patients. In addition, a number of priority health
programs and services were strengthened through improved strategic management. Notable
achievements included: creation of an interministerial committee for malaria control; definition of a
national, multisectoral nutrition policy; creation of a national program on diarrheal disease;
strengthening of the health education program at the central and departmental levels; and successful
introduction of community participation in financing and managing health and nutrition activitie Lack
of baseline data and weak monitoring and evaluation, owAemv did not permit an assessment of e
project's impact on health status in areas receiving project assistance.

On the evidence presented, the Operations Evaluation Department (OED) is in agreement with
the ratings presented by the ICR: outcome is satisfactory; sustainability as uncertain; institutional
development as modest; Bank performance as satisfactory, though supervision was deficient, both in
terms of quantity and in terms of adequate skills mix, as noted by the ICR; and Borrower perfomance as
satisfactory.

The lessons identified by the ICR suggest: (i) the need for sufficiently modest project objectives
based on a sound knowledge of the existing situation; (ii) the need to define monitoring and evaluation
indicators by project appraisal to enable the borrower and the Bank to objectively asess project
achievements and their impact; (iii) the importance of integrating and mainstreaming project activities
more fully into MOPH operations, both at the central and decentralized levels; and (iv) that financial
participation of the communities increases their involvement in, and demand for, health services, in turn
prompting the public service to be more client-oriented.

The ICR is satisfactory. An audit is planned.
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THE WORLD BANK GROUP
ROUTING SLIP DATE: April 16, 1997

NAME ROOM. NO.

Mr. Ulrich Thumm, OEDDR G 7-005

URGENT PER

FOR COMMENT PER

FOR ACTION NOTE

, FOR APPROVAL/CLEARANCE FOR It k

. FOR SIGNATURE PREPA L 5
NOTE AND CIRCULATE NOTE A

RE: REPUBLIC OF NIGER: Health Project (Cr. 1668-N.
Implementation Completion Report

REMARKS:

Please find attached for your approval a draft Evaluative Memorandum from the DGO
to the Board on the above ICR, together with a memorandum for your signature addressed to
the Country Director.

This ICR was reviewed by Laura Raney.

FROM ROOM NO. EXTENSION
Josette Murphy, OEDD1 G 7-043 31726
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3/19/97 FY92-97 STUDY LISTING - OEDD1

(Arranged in order of Board Presentation)

Study Product Study Final to Repor

ID ID Type Study Name Task Manager JAC #

S0037 Sector/Policy Population Projects Overview Ridker 10/22/91 10021

S0002 CFSR Rural Development in NE Brazil Candler 12/16/91 10183

50005 CFSR Renewable Resources: Nepal Sfeir-Younis 2/11/92 10330

S0016 Process Bank Experience with Project Supervision Purcell 4/30/92 10606

S0012 Sector/Policy Agr. Higher Education Study Johnston 6/18/92 10751

S0004 CFSR Renewable Resources: Bolivia Sfeir-Younis 5/19/93 11891

50001 Sector/Policy Rural Finance Sector Review Rice 6/29/93 12143

S0003 Sector/Policy Support for Plantation Crops Duane 6/29/93 12110

S0006 Sector/Policy Involuntary Resettlement McPhail 6/30/93 12142

S0014 Sector/Policy African Human Resources Study Ridker 6/30/93 12144

S0068 Sector/Policy Ag. Extension: Lessons from Experience Purcell 5/19/94 13000

S0009 34683 CFSR Transmigration Overview - Indonesia McPhail 5/25/94 12988

S35845 35845 Precis Rural Finance Sect. Rev. - Precis Rice 5/31/94 Issd.

S35846 35846 Precis Rainfed Rural Development in Morocco - Prec Gibbs 5/31/94 Issd.

S35849 35849 Precis Madagascar Ag. SECAL Audit - Precis Olivares 5/31/94 Issd.

S35850 35850 Precis West Africa Livestock Audit - Precis Tellez 5/31/94 Issd.

S35851 35851 Precis China N. Plain Agric. audit - Precis Gibbs 5/31/94 Issd.

S0015 34685 Sector/Policy Gender Issues in Bank Lending: An Overview Murphy 6/30/94 13246

S0050 34684 Process An Overview of Monitoring & Evalulation in Rice 6/30/94 13247

S35848 35848 Precis Thailand Rubber IER - Precis McPhail 6/30/94 Issd.

S35852 35852 Precis Indonesia Transmigration - Precis McPhail 9/15/94 Issd.

S0007 34682 Sector/Policy Irrigation Program Review Jones 11/03/94 13676

S35847 35847 Precis Yemen/Maldives Fish. Audit - Precis Murphy. 11/11/94 Issd.

S35861 35861 Lessons & Pract Agricultural Extension - L & P Purcell 12/21/94 Issd.

S36066 36066 Sector/Policy Conditional Lending Exp. in WB-Fin. Forestr Gibbs 12/27/94 13820

S35853 35853 Precis Monitoring & Evaluation - Precis Rice 2/15/95 Issd.

S35856 35856 Precis Gender Issues - Precis Murphy 2/17/95 Issd.

S35855 35855 Precis Irrigation Review - Precis Jones 3/15/95 Issd.

S39106 39106 Precis India Tamil Nadu Nutrition - Precis Ridker 4/28/95 Issd.

S40846 40846 Precis Sri Lanka: Mahaweli PARs - Precis Candler 4/28/95 Issd.

S40847 40847 Precis Romania Ag. PAR - Precis Olivares 10/31/95 Issd.

S40848 40848 Precis Indonesia Health PARs - Precis Stout 12/29/95 Issd.

S40973 40973 Eval. Follow-Up Monitoring & Evaluation Rev. Update Rice 12/29/95 15222

S38836 38836 Eval. Follow-Up Ag. Credit & Rural Finance Update Rice 3/28/96 15221

S42472 42472 Precis China Ag. Research PAR - Precis Spurling 3/29/96 Issd.

S45246 45246 Precis Benin RD Projects - Precis Murphy 3/29/96 Issd.

Soo 34687 Sector/Policy Agricultural Research in the 1980s Purcell 6/26/96 15828

S42471 42471 Precis Mexico Ag. SECAL PARs - Precis Meerman 6/28/96 Issd.

S43078 43078 Precis Seeds Impact - Precis Candler 6/28/96 Issd.

S41307 41307 Process Process Review of Poverty Assessments Gibbs 8/07/96 15881

50036 34689 Sector/Policy Agriculture SECAL Review Meerman 9/11/96 15883

S35854 35854 Precis Pakistan Irrigation PARs - Precis Blackwood 9/30/96 Issd

50057 34690 Sector/Policy PHN Experience - Phase I Stout 12/16/96 Issd.

S42663 42663 Eval. Follow-Up Gender Study Follow-up Murphy 4/07/97

S42469 42469 Precis Ag. SECAL Study - Precis Meerman 6/20/97

S42468 42468 Precis Ag. Research in the 80s - Precis Purcell 6/27/97

S49451 49451 Precis Pakistan UNHCR Projects - Precis Blackwood 6/27/97

S49452 49452 Precis Botswana Land Mgmt (L2566) - Precis Purcell 6/27/97

S49523 49523 Precis Morocco & Tunisia Health - Precis van der Lugt 6/27/97

S49524 49524 Precis Senegal AGETIP (Pub. Works) - Precis van der Lugt 6/27/97

S49525 49525 Precis Malawi Ag. SECAL - Precis Candler 6/27/97
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selected health facilities. These investments contributed to improvemen s in the quality and coverage of
health services and increased the capacity for receiving and treating pa ients. In addition, a number of
priority health programs and services were strengthened through imprlved strategic management.
Notable achievements included: creation of an interministerial comm ttee for malaria control; definition
of a national, multisectoral nutrition policy; creation of a national pro am on diarrheal disease;
strengthening of the health education program at the central and departmental levels; and successful
introduction of community participation in health and nutrition activi ' es. Among the quantifiable results
of these interventions are: increased awareness and activity on the pa of communities to understand and
take charge of their own health issues and problems; increased immunfzation rates and frequency of
prenatal consultations; and improvements in maternal health indicator The vaccination and training
subcomponents were successfully implemented, but they reached only a portion of those intended.

On the evidence presented, the Operations Evaluation Department (OED) believes that the ICR
understates the project's achievements. OED rates project outcome as highly satisfactory, as opposed to
satisfactory in the ICR, because of the substantial achievements in the policy and investment
components. OED rates institutional development as high, as opposed to modest, because sectoral
capacity was significantly enhanced. OED agrees with the ICR in rating sustainability as likely, and
Bank performance as satisfactory.

The lessons identified by the ICR suggest: (i) project objectives should be suff ciently modest
and based on a sound knowledge-f-theexisting situaioT-(ii) clear targets and indicators should be set at
the outset; (iii) inadequate management and institutional icity constrain sector perilormance more
than reso rce availability; and (iv) financial participation of the communities increases their involvement
in, an demand for, health services, in turn prompting the public service to be more client-oriented.

The ICR is exemplary, as is the borrower's contribution. An audit is planned because the project
succeeded in achieving ambitious objectives in a difficult operating environment.
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FOR OFFICIAL USE ONLY
The World Bank

Washington, D.C. 20433
U.S.A.

Office of the Director-General
Operations Evaluation

OED EVALUATIVE MEMORANDUM
ON IMPLEMENTATION COMPLETION REPORT

Republic of Niger: Health Project (Credit 1668-NIR)

The Niger Health project, supported by Credit 1668-NIR for SDR 25.1 million (US$27.8
million), was approved in FY86. It was the first Bank operation in the health sector in Niger. Following
two one-year extensions, the credit was closed in June 1995. The dollar value of the credit amount
disbursed (US$37.1 million) was higher than anticipated at appraisal due to changes in the US$/SDR
exchange rate. SDR 0.32 (US$0.33) million was canceled. Additional financial assistance was provided

by the United States Agency for International Development (US$ 1.2 million) and the Kingdom of the
Netherlands (US$0.77 million). The Implementation Completion Report (ICR) was prepared by the
Africa Regional Office. Annex B contains the borrower's contribution to the ICR. The Dutch and the-LA M c - -

--- UnitedNaion&-GhiMren-iFund participated in the ICR mission. cvn ghd

The project objective was to support the government's structural adjustment objectives at the

sectoral level through: (i) more efficient use of resources; (ii) mobilization of resources through cost

recovery; and (iii) policy reform to impro y 211 efficiency and effectiveness in the health sector.Ti

ctuq wa tbeaheeintopr'.PrA pped health sector adjustment aimed at: (i)
strengthening financial and operationa aaemenf;W 'miiproving basic health services; (iii) increasing
cost recoyery;(iv) improving essential drugs availability; and (v) developing population and nutrition

polici6's. Part B supported improvements in basic health and family planning services through activities

to: (i) mprov-facillitieland-strengthen priority programs , (ii) develop health education and community
initiatives in health and nutritio exs cpacity through health training.

-Teobjectivelof health policy reform within the overall framework of a structural adjustment

ao_ program was substantially achieved. Studies aimed at improving sector policy were carried out and were
instrumental in the development and implementation of key reform measure-s, including according

hospitals greater financial and managerial autonomy and prompting improvements in resource

mobilization and hospital management. A law on cost recovery for the non-hospital sector was adopted
in June 1995, community participation in financing and managing health services increased, and a sector

plan -taking a district (decentralized) approach was adopted. The project contributed greatly to policy
fo'nnulation reform and to strengthen capacity for lanning and service delivery.

The investment prokram objectives were also substantially met. Investments were made to

upgrade the technical skills of service providers and to improve infrastructure and technical equipment in

This document has a restricted distribution and may be used'by recipients only in the performance of their
official duties. its contents may not otherwise be disclosed without W/orld Bank authorizatin
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THE WORLD BANKIIFC/M.I.G.A.

OFFICE MEMORANDUM

DATE: 3

TO: Mr. Theodore 0. Ahlers, Director, AFC13

FROM: Roger Slade, Acting-Director, OED TA

EXTENSION: 81293

SUBJECT: REPUBLIC OF NIGER: Health Project (Credit 1668-NIR)
Implementation Completion Report

1. Attached is a draft Evaluative Memorandum (EM) from the Director-General,
Operations Evaluation, which is based on/OED's review of the Implementation Completion
Report (ICR). We would appreciate receiving any comments you might have by

2. Based on this review, the ratings we intend to include in the OED Annual Review
database are shown below: / C

/ OED ICR

Outcome Highly atisfactory Satisfactory

Sustainability Likely Likely c

Institutional Development High Modest

Bank Performane Satisfactory Satisfactory

Borrower Pe formance Satisfactory Satisfactory

3. OED,/heieves that the ICR understates the project's achievements. OED rates project
outcome as/highly satisfactory, as opposed to satisfactory in the ICR, because of the substantial
achievements in the policy and investment components. OED rates institutional development as
high, as opposed to modest, because sectoral capacity was significantly enhanced. OED agrees
with te ICR in rating sustainability as likely, and Bank performance as satisfactory.

4 The ICR CecA- . O L Cc

• Documentation of implementation and the project's achievements is both detailed
and complete, and analysis is thorough and well-grounded. The lessons learned are
thoughtful and extremely relevant, both in the country-specific context and the
general context which could be applied to projects in other regions.

(7Th~KAA4&e

7-a (C





-2-

• The Aide-Memoire is notable for its clarity and thoroughness. In addition, it is
laudable for the inclusion of other donors (the Dutch, UNICEF) who participated in
the ICR mission, a practice which should be standard but rarely is.

• The borrower's evaluation of the project and the contribution to ICR found in Part B
are exemplary. The participatory evaluation of the project conducted by the
government is especially commendable. Three levels of evaluation took place:
internal (to the Ministry of Public Health), external, and client perspective through a
beneficiary assessment. In addition, an evaluation workshop brought the
stakeholders together to discuss implementation and lessons learned. Such
participatory evaluation can be extremely valuable in building project ownership and
expanding evaluation capacity. The preparation of the follow-on project should
benefit from the workshop, team-building, and ownership that the workshop
engendered. OED would like to share both the governmen' cotbution to the ICR
and its participatory evaluation with other regions as est practice in evaluating
completed projects.

5. The only shortcoming in the ICR is the lack of a plan for futu e operation of the project,
as required uner B/P 13.55. This section should include discussion o the measures agreed to
nsure the continuption of project benefits, indicators for monitoring ,nd evaluating future

operation , and tlhe Bank's follow-up actions. The latter were indeed 9iscussed in the IC eth
matter of the Ba 's Sector Investment Progr m approach in Niger, owever the former two are
crucand sho d have been addressed.

Attachment

cc: Ms. Al xander (OPRDR) and Mr. de Ferranti (HDD)
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FOR OFFICIAL USE ONLY
The World Bank

Washington. D.C. 20433
U.S.A.

Office of the Director-General
Operations Evaluation

OED EVALUATIVE MEMORANDUM
ON IMPLEMENTATION COMPLETION REPORT

Republic of Niger: Health Project (Credit 1668-NIR)

The Niger Health project, supported by Credit 1668-NIR for SDR 25.1 million (US$27.8
million), was approved in FY86. It was the first Bank operation in the health sector in Niger. Following
two one-year extensions, the credit was closed in June 1995. The dollar value of the credit amount

disbursed (US$37.1 million) was higher than anticipated at appraisal due to changes in the US$/SDR
exchange rate. SDR 0.32 (US$0.33) million was canceled. Additional financial assistance was provided
by the United States Agency for International Development (US$1.2 million) and the Kingdom of the
Netherlands (US$0.77 million). The Implementation Completion Report (ICR) was prepared by the
Africa Regional Office. Annex B contains the borrower's contribution to the ICR.

The project objective was to support the government's structural adjustment objectives at the
sectoral level through: (i) more efficient use of resources; (ii) mobilization of resources through cost
recovery; and (iii) policy reform to improve overall efficiency and effectiveness in the health sector. This
objective was to be achieved in two parts. Part A supported health sector adjustment aimed at: (i)
strengthening financial and operational management; (ii) improving basic health services; (iii) increasing
cost recovery; (iv) improving essential drugs availability; and (v) developing population and nutrition
policies. Part B supported improvements in basic health and family planning services through activities
to: (i) improve facilities and strengthen priority programs; (ii) develop health education and community
initiatives in health and nutrition; and (iii) enhance capacity through health training.

The objective of health policy reform within the overall framework of a structural adjustment
program was substantially achieved. Studies aimed at improving sector policy were carried out and were
instrumental in the development and implementation of key reform measures, including according
hospitals greater financial and managerial autonomy and prompting improvements in resource
mobilization and hospital management. A law on cost recovery for the non-hospital sector was adopted
in June 1995, and community participation in financing and managing health services increased, and a
sector plan taking a district (decentralized) approach was adopted. The project contributed greatly to
policy formulation and reform to strengthen capacity for planning and service delivery.

The investment program objectives were also substantially met. Investments were made to
upgrade the technical skills of service providers and to improve infrastructure and technical equipment in
selected health facilities. These investments contributed to improvements in the quality and coverage of

This document has a restricted distribution and may be used by recipients only in the performance of their
official duties. Its contents may not otherwise be disclosed without World Bank authorization.
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health services and increased the capacity for receiving and treating patients. In addition, a number of
priority health programs and services were strengthened through improved strategic management.
Notable achievements included: creation of an interministerial committee for malaria control; the
definition of a national, multisectoral nutrition policy; the creation of a national program on diarrheal
disease; strengthening of the health education program at the central and departmental levels; and the
successful introduction of community participation in health and nutrition activities. Among the
quantifiable results of these interventions are: increased awareness and activity on the part of
communities to understand and take charge of their own health issues and problems; increased
immunization rates and frequency of prenatal consultations; and improvements in maternal health
indicators. The vaccination and training subcomponents were successfully implemented, but they
reached only a portion of those intended.

On the evidence presented, the Operations Evaluation Department (OED) believes that the ICR
understates the project's achievements. OED rates project outcome as highly satisfactory, as opposed to
satisfactory in the ICR, because of the substantial achievement sin the policy and investment
components. OED rates institutional development as high, as opposed to modest, because sectoral
capacity was significantly enhanced. OED agrees with the ICR in rating sustainability as likely, and
Bank performance as satisfactory.

The lessons identified by the ICR suggest: (i) project objectives should be sufficiently modest
and based on a sound knowledge of the existing situation; (ii) clear targets and indictors should be set at
the outset; (iii) inadequate management and institutional capacity constrain sector performance more
than resource availability; and (iv) financial participation of the communities increases their involvement
in, and demand for, health services, prompting the public service to be more client-oriented.

The ICR is exemplary, as is the borrower's contribution. An audit is planned because of the
highly????



THE WORLD BANK/IFC/M.I.G.A.

OFFICE MEMORANDUM
DATE:

TO: Mr. Theodore 0. Ahlers, Director, AFC13

FROM: Roger Slade, Acting-Director, OED

EXTENSION: 81293

SUBJECT: REPUBLIC OF NIGER: Health Project (Credit 1668-NIR)
Implementation Completion Report

1. Attached is a draft Evaluative Memorandum (EM) from the Director-General,
Operations Evaluation, which is based on OED's review of the Implementation Completion

Report (ICR). We would appreciate receiving any comments you might have by

2. Based on this review, the ratings we intend to include in the OED Annual Review

database are shown below:

OED ICR

Outcome Highly Satisfactory Satisfactory

Sustainability Likely Likely

Institutional Development High Modest

Bank Performance Satisfactory Satisfactory

Borrower Performance Satisfactory Satisfactory

3. OED believes the ICR understates project achievements and rates outcome as highly

satisfactory and institutional development as high. Project achievements were significant despite
a difficult operating environment and sectoral capacity has been strengthened substantially. OED
has upgraded the rating for Outcome as project achievements were substantial and
commendable, particularly given the difficult environment in Niger. Institutional Development
has also been upgraded from modest to high due to the extensive contributions the project has
made in strengthening sectoral capacity for planning and management.

4. The ICR is exemplary:

• Documentation of implementation and the project's achievements is both detailed
and complete, and analysis is thorough and well-grounded. The lessons learned are
thoughtful and extremely relevant, both in the country-specific context and the
general context which could be applied to projects in other regions.
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• The Aide-Memoire is notable for its clarity and thoroughness. In addition, it is
laudable for the inclusion of other donors (the Dutch, UNICEF) who participated in
the ICR mission, a practice which should be standard but rarely is.

• The borrower's evaluation of the project and the contribution to ICR found in Part B
are exemplary. The participatory evaluation of the project conducted by the
government is especially commendable. Three levels of evaluation took place:
internal (to the Ministry of Public Health), external, and client perspective through a
beneficiary assessment. In addition, an evaluation workshop brought the
stakeholders together to discuss implementation and lessons learned. Such
participatory evaluation can be extremely valuable in building project ownership and
expanding evaluation capacity. The preparation of the follow-on project should
benefit from the workshop, team-building, and ownership which the workshop
engendered. OED would like to share both the government's contribution to the ICR
and its participatory evaluation with other regions as best practice in evaluating
completed projects.

5. The only shortcoming in the ICR is the lack of a plan for future operation of the project,
as required under BP 13.55. This section should include discussion of the measures agreed to
ensure the continuation of project benefits, indicators for monitoring and evaluating future
operations, and the Bank's follow-up actions. The latter were indeed discussed in the ICR in the
matter of the SIP currently being prepared in Niger, however the former two are crucial and
should have been addressed.

Attachment

cc: Ms. Alexander (OPRDR) and Mr. de Ferranti (HDD)



FOR OFFICIAL USE ONLY
The World Bank

Washington, D.C. 20433
U.SA.

Office of the Director-General
Operations Evaluation

[Date]

OED EVALUATIVE MEMORANDUM
ON IMPLEMENTATION COMPLETION REPORT

Republic of Niger: Health Project (Credit 1668-NIR)

The Republic of Niger Health project, supported by Credit 1668-NIR for SDR25.1 million
(US$27.8 million equivalent), was approved in FY86. It was the first Bank operation in the health sector
in Niger. Following two one-year extensions, the credit was closed in June 1995. Of the total negotiated
credit, DSR 24.8 million (US$37.1 million equivalent) was disbursed and SDR 0.32 million has been
canceled, of which SDR 0.3 million due to misprocurement and SDR 0.02 million due to unused credit
funds at closing. The Implementation Completion Report (ICR) was prepared by the Africa Regional
Office. Annex B contains the borrower's contribution to the ICR.

The objective of the project was to support the government's structural adjustment objectives at the
sectoral level: (I) more efficent use of resources; (ii) mobilization of resources through cost reovery; and
(iii) policy reform to improve overall efficiency and effectivenes sin the health sector. This objective was
to be achieved through two parts: Part A supported health sector adjustment aimed at strengthening
financial and operation management, improving basic health services, increasing cost recovery, improving
essential drugs availability and developing population and nutrition policies, and Part B supported
improvements in basic health andfamily planning services through activities to: (i) improve facilities and
strengthen priority programs; (ii) develop health education and community initiatives in health and
nutrition; and (iii) develop health manpower.

The objective4 of assisting the government in introducing policy reform in the health sector within
the overall framework of its structural adjustment program was substantially achieved. Studies aimed at
improving sector policy were carried out and were instrumental in the development and implementation of
key reform measures, includi: according hospitals greater financial and managerial autonomy and
prompting improvements in resource mobilization and hopsital management; adoptinon of a law in June
1995 on cost recovery for the non-hosptial sector; increaed participation of communities in financing and
management of health services; evelopment of a sector plan, which espouses the district (decentralized)
health approach. Most program objectives were also substantially met. Projeect investments contributed
to improvements in the quality and covery of health services. Program objectoves for vaccination coverage
and training were not, however, fully achieved.

This document has a restricted distribution and may be used by recipients only in the performance of their
official duties. Its contents may not otherwise be disclosed without World Bank authorization.
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Significant advances were made with project assistance, particularly with regard to its contribution
to policy formulation and reform and to the strengthening of capacity in planning and service devlivery.
Among the most notefworthy of project outcomes are: the production of a coherent and strateigic National
Sector Development Plan, hospital reform, adoption of a cost recovery law, and, in selected ares, improved
quality of curative and preventive services, increased capacity for receiving and treating patients,
intensification of health information education and communication activiteis and increase involvemtn of
communities in health setor activities. Lack of baseline data and weak monitoirn gna devaluation did not
permit an assessment of the projects implact on health status in areas receiving project assistance.
However, project evaluation took place participatory eavluation process

Prospects for the sustainabiliyt of project interventions are good, thans both to its success in
bulding management capacity and it its success in demonstrating the potential for mobilizing resources
throug cost recovery. The experience of designing and carrying out studies and operational research and of
the design and implementation of policy reform emnnating from these studies and research contributed to
significant improvements in the Ministry of Public Health (MOPH) capacity for sector stratigic
management. Capacity was also strenghtend through long-term training provided under the project in
planning, management, and public health and throug hteh creation of driectorates responsible for health
sector planning and pharmaceutical policy reform.

The Operations Evaluation Department (OED) agrees with the ICR in rating the project outcome
as satisfactory, sustainability as likely, institutional development as partial [DOUBLE CHECK], and Bank
performance assatisfactory.

The lessons identified by the ICR suggest: (a) project objectives should be sufficiently modest and
based on a sound knowledge of the existing situtation; (b) clear targets and indicators should be set at the
outset; (c) a rolling planning process would accommodate both more rigor and more felsibilivt during
project implementation; (d) inadequate management/institutional capaicty is found to be more constrainin
gof good sector performance than resource availabiltity; and (e) financial participation of the communities
has caused them to be more involved in , and more demanding of, health service delivery, prompting the
public srvice to strive to be more client-oriented.

SPECIFIC TO NIGER(a) the need to decentalize sector management and administration and integrate more
fully programs and services through the creation and support of health districts; (b) the need to strengthen
capacity in strategic management and management of resources; and (c) the need to identify and utilizat
more fully the existing (often untapped) potential of the various stakeholders and contributors to health
sector performance.

The ICR is satisfactory. No audit is planned.
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Operations Evaluation Department OED ID:
Project Information Form Type:

C2. Borrower Performance (cont'd)

3. Summary Rating of Borrower Performance 5. SUMMARY RATING OF BORROWER
on Project Implementation PERFORMANCE

Overall rating Overall rating

Average rating

If your overall rating differs from the average rating, Average rating
please comment on reasons for this difference:

If your overall rating differs from the average rating,
please comment on reasons for this difference:

4. Rate Borrower compliance with loan
covenants / commitments:

D. Special Themes

1. Indicate whether each of the following social 3. Did the project place a major () Yes
concerns was a major project emphasis: emphasis on poverty alleviation?

) No

Gender related issues If Yes:

Settlement / resettlement Was this a Poverty Targeted Yes No
Beneficiary participation Intervention?

Community development Did it emphasize broad-based () Yes ( No
Skills development growth with labor absorption?

Nutrition and food security Did it emphasize human development () Yes ( ) No
(education, health, or nutrition)?

Health improvement ............
--. .Did it emphasize the provision of a () Yes ( NoOther (specify): social safety net?

4. Indicate whether each of the following environmental
2. Did the project have an unintended or concerns was a major project emphasis:

unexpected effect on social concerns,
regardless of the project's objectives? Natural resource management

Air / water / soil quality

Urban environmental quality
If Yes, was the effect positive or negative? Other (specify):

Page 9



A L L -I N - 1 N O T E

DATE: 30-May-1997 10:13am

TO: SUSAN STOUT ( SSTOUT@WorldBank.org@INTERNET

FROM: Laura Raney, OEDD1 ( LAURA RANEY

EXT.: 31759

SUBJECT: NIGER HELP

SUSAN,

HOW WOULD YOU RATE THIS? I'M ON THE FENCE BETWEEN LIKELY AND UNCERTAIN; ULRICH
IS PUSHING FOR UNCERTAIN, BUT I CANT DECIDE IF THERE IS ENOUGH EVIDENCE, THOUGH
I AM LEANING THAT WAY. HELP PLEASE. I HAVEN'T SENT THIS REPLY AS JOSETTE IS OUT
AND ROGER WANTS TO SIGN OFF ON THIS ICR BEFORE I LEAVE AT NOON. I'LL BE IN
FRENCH CLASS FROM 10;15 TIL 11.

THANKS.

LAURA



ALL- IN- 1 NOTE

DATE:

TO: Josette Murphy ( JOSETTE MURPHY

FROM: Laura Raney, OEDD1 ( LAURA RANEY

EXT.: 31759

SUBJECT: RE: Niger ICR-- Health project

Josette,

Thank you for your help.

Sustainability is rated as unlikely as there is insufficient evidence that the

problems with counterpart funding have been resolved.

In going over the ICR yet once again, I made my decision to rate sustainability
as likely based on the following information:

The ICR is contradictory: it states that the lack of counterpart funds, at the
beginning of the project, led to the delay of some project activities. But it

also states that the constraint of counterpart funds was eased after 1994 when

the devaluation prompted additional donor assistance.

The ICR states that the financial constraints were due to the economic crisis,

and that cash flow problems were exacerbated by the collapse of the bank where
the project's special accounts were held. An ammendment was made to the credit
to allow for 100 percent IDA financing of the PMU.

However, there was PMU financial mismanagement.

ICR states that it was the government's commitment to reform in general, and to
the projet in particular, that was largely responsible for the successes/impacts
recorded in spite of Niger's limited managment and institutional capacity and
financial resources.

ICR states that at the the borrower's inability, in the earier stages of the
project, to provided counterpart funds on a timely and reliable basis.

Borrower's comments state that the high level of counterpart funding required
fromNiger in realtion to its financial situation, which resluted in the freezing
by the Bank of the special account, which was being used to finance ineligible
activities, over a period of one year had a negative impact. A postitive impact
was the government's efforts to pay the coutnerpart contribution, and to
reimburese disputed, noneligible invoices and unustrified items of spending
detected by the financial inspectors.

However,

The "dependence on USAID" referred to by Ulrich seems unfounded. USAID offered
grant money for the studies (which were to be TA), and borrowers always prefer



grant money to loans. An AID person participated in at least one mission and was
closely involved with the project.

The project built managment capacity and demonstrated the potential for
mobilizing resources through cost recovery.

SUSAN, HOW WOULD YOU RATE THIS?

CC: CHRISTOPHER GIBBS ( CGIBBS @WorldBank.org@INTERNET
CC: SUSAN STOUT ( SSTOUT @WorldBank.org@INTERNET
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FOR OFFICIAL USE ONLY
The World Bank

Washington, D.C. 20433
U.S.A.

Office of the Director-General
Operations Evaluation

OED EVALUATIVE MEMORANDUM
ON IMPLEMENTATION COMPLETION REPORT

Republic of Niger: Health Project (Credit 1668-NIR)

The Niger Health project, supported by Credit 1668-NIR for SDR 25.1 million (US$27.8
million), was approved in FY86. It was the first Bank operation in the health sector in Niger. Following

two one-year extensions, the credit was closed in June 1995. The dollar value of the credit amount

disbursed (US$37.1 million) was higher than anticipated at appraisal due to changes in the US$/SDR
exchange rate. SDR 0.32 (US$0.33) million was canceled. Additional financial assistance was provided
by the United States Agency for International Development (US$1.2 million) and the Government of the

Netherlands (US$0.77 million). The Implementation Completion Report (ICR) was prepared by the
Africa Regional Office. Annex B contains the borrower's contribution to the ICR. The Dutch, UNICEF,
and USAID participated in the ICR mission but did not provide written comment&y'

The projectt4 objective was6 assist the government in improvigg the performance of the public
health sector. The project witeempO.L ~f i 1; zlC Part A to support policy reform and
Part B to strengthen basic health and family planning services.

Despite the-ambitious desi ef-the-projeet, rfd limited management, institutional capacity, and
financial resources, the project ma substantial achevements in both its policy reform and investment
activities. This success was due in large part to the commitment to reform in genera and the project in
particular, . Financed under Part A of4he-prjeet, a series of studies and
planning activities contributed to p licy formulation and reform, including (i) aeerding-hpitt greater
financial and managerial autonomy and promp4itg improv4enoft4.4resource mobilization &d-hospita

y Me-.4,5 management; apd (ii) a.piloti;cost recovery Wbasic health services and the subse passage of a
- - national law on cost recovery for the non-hospital sector; and (iii) the adoption of a ector plan "Lipg a

district (decentralized) approach provides a coherent framework for sector development<
Additional activities took place wnder4he-rQjeet-which were unforeseen at appraisal: a population
census; a survey (§y-o-ui purchase of anti-tuberculosis drugs; and activities related to HIV/AIDS.
However, t e i redi ards the end of the project, a
number of ctivities were transferred to the on-going population projec (Cr. 2360) which planned to
finance th same set of basic health activities:, nutrition; maternal and child health; family planning;

immunization; and health education.

This document has a restricted distribution and may be used by recipients only in the performance of their
official duties. Its contents may not otherwise be disclosed without World Bank authorization.
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Achievements under Part B included
upgrading, rehabilitation and equipping ofme 110 health facilities and othe supporting facilities
including staff housing and storage facilities. Technical training was to serce o *ders.
These investment improve t e quaht an covera increased cap city fr Ctb
receivit and treating patients In addition, a number of priority health programs and services were
strengthened through management interventions Netable- aehievments includitj4creation of an
interministerial committee for malaria control; definition of a national, multi-sectoral nutrition policy;
creation of a national program on diarrheal disease; strengthening ef4he health education prograirat the
central and departmental levels; and successful introduction of community participation in financing and
managing health and nutrition activities. The vaccination and training sub-components were
successfully implemented, but they reached only a portion of those intended. Lack of baseline data and
weak monitoring and evaluation assessment of A project& impact on health status in
areas receiving project assistance.

The Operations Evaluation Depa ent agrees with the ratings presented by the ICR.
Outcome is rated as satisfactory because of the nmberfahievemente-ffthe rojoot. Sustainability is
rated as uicertain' bee thekkofieeunterpartfimdewhich plagued-the project'Institutional - IS ;
development is rated as modest because of the positive intent of many proposed reforms but lack of 7

* ov4. action (e.g. reforming the planning and budgeting system) to ensure they take effect. Bank performance dam ve 7
is rated as satisfactoryovi athaterms-of-qanit-ad-skilimx

commi tt z nAio 4tR& diflt e rnm 'Acnditions. as 1lI a'sintutnl alee.

The lessons identified by the ICR suggest: (i) the need for-€fuetently modest project objectives
based on a sound knowledge of the existing situation; (ii) the need to define me
indicators by project appraisal to enable the borrower and the Bank to objectively assesproject
achievements and their impactr(iii) the importance of integrating and mainstreaming project activities
more fully into the Ministry of Public Health's operations, both at the central and decentralized levels;
and,(iv) that financial participation of the communities increases their involvement in, and demand for,
health services, in turn prompting the public service to be more client-oriented.

e ICR is satisf . An audit is planneda*uA"A fu i.ace AM Re

7. 4 G4 MWI44U4 4 lIke Wr iAA44A I4 Vti4MI
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THE WORLD BANK/IFC/M.I.G.A.

OFFICE MEMORANDUM
DATE:

TO: Mr. Theodore 0. Ahlers, Director, AFC13

FROM: Roger Slade, Acting-Director, OED

EXTENSION: 81293

SUBJECT: REPUBLIC OF NIGER: Health Project (Credit 1668-NIR)
Implementation Completion Report

1. Attached is a draft Evaluative Memorandum (EM) from the Director-General,
Operations Evaluation, which is based on OED's review of the Implementation Completion
Report (ICR). We would appreciate receiving any comments you might have by

2. Based on this review, we intend to include the following ratings in the OED Annual
Review database:

OED

Outcome Satisfactory

Sustainability Likely

Institutional Development Modest

Bank Performance Satisfactory

Borrower Performance Satisfactory

OED agrees with the ratings indicated in the ICP0 L(

3. The ICR is satisfactory but could have been improved if the following points had been
taken into account:

• The distinction between
prmjet -ctiwitias which were transferred to the on-going population project (Cr.
2360) is unclear. Describing which aspects of the following activities were
transferred to Cr. 2360 would have clarified the significance of this decision and the
scope of cost overruns in other parts of the project: (i) nutrition program; (ii) health
education; (iii) social development support; (iv) immunization and social
mobilization; (v) maternal and child health; and (vi) family planning activities.

• From the Staff Appraisal Report, it is apparent that no performance indicators were
included in project design; however, monitoring and evaluation systems were to be



-2-

introduced. The ICR fails to explain why monitoring and evaluation failed. Without
monitoring and evaluation data, it i act cloa h to auss the ICR's claims that
there was:(i) an increase in immunization rates (two different figures are stated in the
ICR); (ii) an increase in prenatal consultations; (iii) improvement in maternal health
indicators; and (iv) improvement in qality of curative and preventive services.

• The ICR contains no plan for future operation of the project, required under BP
13.55. This section should report the understanding with the borrower on the
measures to maximize project benefits, the indicators for monitoring and evaluating
the future operation of the project, and the Bank's intended follow-up actions.

4. The Aide-Memoire is notable for its clarity and thoroughness. In addition, it is laudable
for the inclusion o1 other donors (the Dutch, UNICEF, and USAID) who participated in the ICR

1 mission, a practice hich should be standard but rarely is.

d 5. The borrower's evaluation of the project and contribution to ICR found in Part B are
notable. The participatory evaluation of the project conducted by the government is especially
commendable. Three levels of evaluation took place: internal (to the Ministry of Public Health),
external, and client perspective through a beneficiary assessment. In addition, an evaluation
workshop brought the stakeholders together to discuss implementation and lessons learned. Such
participatory evaluation can be extremely valuable in building project ownership and expanding
evaluation capacity. The preparation of the follow-on project should benefit from the workshop,
team-building, and ownership that the workshop engendered. The government's contribution to
the ICR and the use of a participatory approach to this evaluation ~ fl, in our view, be of
considerable interest to other evaluation efforts in the region and elsewhere.

Attachment

cc: Ms. Alexander (OPRDR) and Mr. de Ferranti (HDD)
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FOR OFFICIAL USE ONLY
The World Bank

Washington, D.C. 20433
U.S.A.

Office of the Director-General
Operations Evaluation

OED EVALUATIVE MEMORANDUM
ON IMPLEMENTATION COMPLETION REPORT

Republic of Niger: Health Project (Credit 1668-NIR)

The Niger Health project, supported by Credit 1668-NIR for SDR 25.1 million (US$27.8
million), was approved in FY86. It was the first Bank operation in the health sector in Niger. Following
two one-year extensions, the credit was closed in June 1995. The dollar value of the credit amount
disbursed (US$37.1 million) was higher than anticipated at appraisal due to changes in the US$/SDR
exchange rate. SDR 0.32 (US$0.33) million was canceled. Additional financial assistance was provided
by the United States Agency for International Development (USAID) (US$1.2 million) and the
Government of the Netherlands (US$0.77 million). The Implementation Completion Report (ICR) was
prepared by the Africa Regional Office. Annex B contains the borrower's contribution to the ICR. The
Dutch, UNICEF, and USAID participated in the ICR mission but did not provide written commentary.

The project objective was to assist the government to improve the performance of the public
health sector. The project had two parts: Part A to support policy reform and Part B to strengthen basic
health and family planning services.

Despite an ambitious design and limited management, institutional capacity, and financial
resources, the project made substantial achievements in both its policy reform and investment activities.
This success was due in a large part totll o ermient's commitment to reform in general and the
project in particular.(Cinanced under PartA series of studies and planning activitiecontributed to
policy formulation and reforiii-T, n-cuding (i) greater financiaYi-i-i-iiiiageriiaautnomy for hospitals and
improved resource mobilization and hospital management; (ii) pilot studies of cost recovery for basic
health services and the subsequent passage of a national law on cost recovery for the non-hospital sector;
and (iii) adoption of a health sector plan with a district (decentralized) approach that provides a coherent
framework for sector development. The government also developed its National Health Sector
Development Plan for the period 1994-2000 identifying the reform needs in the sector with-the-

mfaingchlaltenge-trdefine-"h-ow o-trt":SUS*N;DOESTHffIS -READ WELL? -THE PROJEC
OBJECTIVES WERE POLICY REFORM AND ITS APPLICATION AND IMPLEMENTATION
NATIONWIDE. ON P. 9, PARA 4.6 THE ICR STATES THAT THE DEVELOPMENT PLAN
IDENTIFIES ACTIONS BUT HINTS THAT IT STOPS SHORT OF PROPOSING SPECIFIC
ACTIONS. HAVE I INTERPRETED THIS CORRECTLY? PARA 3.5 ON P. 5 SAYS THAT B H
THE DIAGNOSIS OF HEALTH SECTOR STATUS AND ISSUES AND PROPOSAL FOR
EFFECTIVELY ADDRESSING THEM ARE EXTREMELY WELL DONE.... I'M SECOND

This document has a restricted distribution and may be used by recipients only in the performance of their
official duties. Its contents may not otherwise be disclosed without World Bank authorization.
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GUESSING MY JUDGEMFNT. HLP PLFASE. }dditional activities took place which were
unforeseen at appraisal: a population census, a survey of youth health issues, purchase of anti-
tuberculosis drugs, and activities related to HIV/AIDS. However, towards the end of the project, a
number of activities were transferred to the on-going population project (Cr. 2360) which planned to

finance the same set of basic health activities: nutrition, maternal and child health, family planning,
immunization, and health education.

Achievements under Part B were substantial. Despite delays in planning and funding, 110 of 113
health facilities were upgraded. Substantial achievements were made in training, although these fell short
of targets. These investments increased capacity of the health system to receive and treat patients and
improved the quality and coverage of care. In addition, a number of priority health programs and services
were strengthened through management interventions, including: creation of an interministerial
committee for malaria control; definition of a national, multisectoral nutrition policy; creation of a
national program on diarrheal disease; strengthening health education programs at the central and
departmental levels; and successful introduction of community participation in financing and managing
health and nutrition activities. The vaccination and training subcomponents were successfully
implemented, but they reached only a portion of those intended. Lack of baseline data and weak
monitoring and evaluation prevented an assessment of project impact on health status in areas receiving
project assistance.

The Operations Evaluation Department agrees with the ratings presented by the ICR. Outcome is
rated as satisfactory because the project achieved its main objectives. Sustainability is rated as likely
[SEEtXPI-ANA-TION4N-MY-M] Institutional development is rated as modest because of the positive
intent of many proposed reforms but lack of action (e.g., reforming the planning and budgeting system)
to ensure they take effect. H?] Bank
performance is rated as satisfactory.

The lessons identified by the ICR suggest: (i) the need for modest project objectives based on a
sound knowledge of the existing situation; (ii) the need to define performance indicators by project
appraisal to enable the borrower and the Bank to objectively assess project achievements and impacts;
(iii) the importance of integrating and mainstreaming project activities more fully into the Ministry of
Public Health's operations, both at the central and decentralized levels; and (iv) that financial
participation of the communities increases their involvement in, and demand for, health services, in turn
prompting the public service to be more client-oriented.

The ICR is satisfactory despite the absence of a plan for future operation. An audit is planned
because the project achieved ambitious objectives under difficult circumstances, and the experience is
valuable.
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A L L - I N - 1 N O T E

DATE: 29-May-1997 05:32pm

TO: Laura Raney ( LAURA RANEY

FROM: Josette Murphy, OEDD1 ( JOSETTE MURPHY

EXT.: 31726

SUBJECT: Niger ICR-- Health project

Laura,

The rewording of the EVM is generally fine, but I am worried that
you changed the sustainability rating back to likely, without
explaining the basis for that rating. On your first draft,
Ulrich questioned the likely sustainability and asked whether
there was any indication that the past funding difficulties were
or would soon be resolved.

I don't object to either a likely or an uncertain rating, but you
need to show what indications are available in the ICR for future
prospects. If there are no evidence to judge whether the old
problems are being corrected, them an uncertain rating would be
fine, with the explanation that there is no evidence that the
past problems have been solved. (in the draft we discussed this
morning, you had an uncertain rating justified by past problems
having occured; but the sustainability rating predicts the
future, and past problems alone don't justify a sustainability
rating). If there is some evidence that the counterpart funding
problems have been corrected, then the logical sustainability
rating would be likely, with an explanation that in spite of the
old problems, we can expect the future situation to be better.

I don't want to send it to Ulrich as is, since he would send it
back again with the same question on sustainability. You might
want to discuss with Susan tomorrow. Please try to get this
ready before you leave (i.e. whatever sustainability rating you
and Susan decide on, but with a forward looking justification for
it), so that Chris can send it to Ulrich next week.

Take heart, we all get better at those judgement calls with
experience,

Josette

CC: CHRISTOPHER GIBBS ( CGIBBS@WorldBank.org@INTERNET
CC: SUSAN STOUT ( SSTOUT@WorldBank.org@INTERNET
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FOR OFFICIAL USE ONLY
The World Bank

Washington, D.C. 20433
U.S.A.

Office of the Director-General
Operations Evaluation

OED EVALUATIVE MEMORANDUM
ON IMPLEMENTATION COMPLETION REPORT

Republic of Niger: Health Project (Credit 1668-NIR)

The Niger Health project, supported by Credit 1668-NIR for SDR 25.1 million (US$27.8
million), was approved in FY86. It was the first Bank operation in the health sector in Niger. Following
two one-year extensions, the credit was closed in June 1995. The dollar value of the credit amount
disbursed (US$37.1 million) was higher than anticipated at appraisal due to changes in the US$/SDR
exchange rate. SDR 0.32 (US$0.33) million was canceled. Additional financial assistance was provided
by the United States Agency for International Development (US$1.2 million) and the Government of the
Netherlands (US$0.77 million). The Implementation Completion Report (ICR) was prepared by the
Africa Regional Office. Annex B contains the borrower's contribution to the ICR. The Dutch, UNICEF,
and USAID participated in the ICR mission) b do tC d w ite .d

The project's objective was to assist the government in improving the performance of the public
health sector. The project was comprised of two principle elements, Part A to support policy reform and
Part B to strengthen basic health and family planning services.

Despite the ambitious design of the project hmited management, institutional capacity, and
financial resources, the project made substantial achievements in both its policy reform and investment
activities. This success was due in a large part to the commitment to reform in general, and the project in
particular, on the part of the government. Financed under Part A of the project, a series of studies and
planning activities contributed to policy formulation and reform, including (i) according hospitals greater
financial and managerial autonomy and prompting improvements in resource mobilization and hospital
management; and (ii) a pilot for cost recovery in basic hllt services and the subsequent passage of a
national law on cost recovery for the non-hospital sector; and (iii) the adoption of a sector plan taking a
district (decentralized) approach which provides a coherent framework for sector development.
Additional activities took place under the project which were unforeseen at appraisal: a population
census; a survey on youth; purchase of anti-tuberculosis drugs; and activities related to HIV/AIDS.

'1f4wever,0ue to the limited financial res(uice' towards the eind of the project, a number of activities
were transferred to the on-going population project (Cr. 2360 simce-the~ activities were also
progammed: nutrition progmn; health educatioa; soeiaLdev pmen supexpanded program of
immunization and social mobiiatioi; mother and child health; and family planning,

This document has a restricted distribution and may be used by recipients only in the performance of their
official duties. Its contents may not otherwise be disclosed without World Bank authorization.
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I terms nf serpry,xhievements under Part B Ctheject included upgrading,
rehabilitation and equipping over 110 health facilities and otfier supporting facilities including staff
housing and storage facilities. raining was also provded to-cpgrade hehicaP1kin&4f service
providers. These investments ontrihntedo improvements-mn the quality and coverage of health services
and increased the capacity for receiving and treating patients. In addition, a number of priority health
programs and services were strengthened through impr--vd srategic management as
achievements included: creation of an interministerial committee for malaria control; definition of a
national, multi-sectoral nutrition policy; creation of a national program on diarrheal disease;
strengthening of the health education program at the central and departmental levels; and successful
introduction of community participation in financing and managing health an nutrition activities. The
vaccination and training sub-components were successfully implemented, buf ey reached only a portion
of those intended. Lack of baseline data and weak monitoring and evaluation did not permit an
assessment of the project's impact on health status in areas receiving project assistance.

The Operations Evaluation Department (OED) i" agreelent with the ratings presented by the
ICR. Outcome is rated as satisfactory because of the number of achievements of the project.
Sustainability is rated as uncertain because of the lack of counterpart funds which plagued the project.
Institutional dev logmnn is rated modest because of the positive intent butackoftranslion in

min ' . pln 1(an bgeting system) to ensure they take e ect. Bank performance is
rated as satisfactory overall, though supervision was deficient both in te s of quantity and in4e~mrf-
adequate skills mix as noted by the ICR. Borrower performance is rated s satisfactory overall because of
the government's commitment to reform in spite of the difficult econo ic conditions as well as
institutional weaknesses.

The lessons identified by the ICR suggest: (i) the need for sufficiently modest project objectives
based on a sound knowledge of the existing situation; (ii) the need to define monitoring and evaluation
indicators by project appraisal to enable the borrower and the Bank to objectively asses project
achievements and their impact; (iii) the importance of integrating and mainstreaming project activities
more fully into the Ministry of Public Health's operations, both at the central and decentralized levels;
and (iv) that financial participation of the communities increases their involvement in, and demand for,
health services, in turn prompting the public service to be more client-oriented.

The ICR is satisfactory. An audit is planned.



THE WORLD BANK/IFC/M.I.G.A.

OFFICE MEMORANDUM

DATE:

TO: Mr. Theodore 0. Ahlers, Director, AFC13

FROM: Roger Slade, Acting-Director, OED

EXTENSION: 81293

SUBJECT: REPUBLIC OF NIGER: Health Project (Credit 1668-NIR)
Implementation Completion Report

1. Attached is a draft Evaluative Memorandum (EM) from the Director-General,
Operations Evaluation, which is based on OED's review of the Implementation Completion
Report (ICR). We would appreciate receiving any comments you might have by

2. Based on this review, the ratings we intend to include in the OED Annual Review
database are shown below:

OED ICR

Outcome Satisfactory Satisfactory

Sustainability Likely Likely

Institutional Development Modest Modest

Bank Performance Satisfactory Satisfactory

Borrower Performance Satisfactory Satisfactory

OED agrees with the ratings indicated in the ICR.

3. The ICR is satisfactory but could have been improved if the following points had been
taken into account:

• The distinction between the project's implementation and achievementsn he
project'sactivities which were transferred to the ongoig population project (Cr.
2360)js uncleari he nutrition program;%alth ducatior saial dveopment
suppotiinmuni Ation and social mobilzation-imother-and child health; and family
plannin CCi"A

o ifie~Staff App-raisal Report,it is apparent that no dcators
were included in project design. However, the ICR fails to -x in
and evaluation failed. Without monitoring and evaluation data, it is
assess the ICR laims that i) there was in increase in immunization rates (two

y'!"
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different figures are stated in the ICR); ii) an increase in prenatal consultations; iii)
improvement in maternal health indicators; and iv) improved quality of curative and
preventive services.

• The ICR contains no plan for future operation of the project, required under BP
13.55. This section should report the understanding with the borrower on the
measures to maximize project benefits, the indicators for monitoring and evaluating
the future operation of the project, and the Bank's intended follow-up actions.

4. The Aide-Memoire is notable for its clarity and thoroughness. In addition, it is laudable
for the inclusion of other donors (the Dutch, UNICEF) who participated in the ICR mission, a
practice which should be standard but rarely is.

5. The borrower's evaluation of the project and contribution to ICR found in Part B are
notable. The participatory evaluation of the project conducted by the government is especially
commendable. Three levels of evaluation took place: internal (to the Ministry of Public Health),
external, and client perspective through a beneficiary assessment. In addition, an evaluation
workshop brought the stakeholders together to discuss implementation and lessons learned. Such
participatory evaluation can be extremely valuable in building project ownership and expanding
evaluation capacity. The preparation of the follow-on project should benefit from the workshop,
team-building, and ownership that the workshop engendered. OElleakiktoshareboththe
government's contribution to the ICR and participatory, valuation withther-region-r -i
'evauating-compiced prjects. ) cfa

Attachment

cc: Ms. Alexander (OPRDR) and Mr. de Ferranti (HDD)



THE WORLD BANK GROUP

ROUTING SLIP DATE: April 14, 1997

NAME ROOM. NO.

Mr. Ulrich Thumm, OEDDR G 7-005

URGENT PER YOUR REQUEST

FOR COMMENT PER OUR CONVERSATION

FOR ACTION NOTE AND FILE

FOR APPROVAL/CLEARANCE FOR INFORMATION

FOR SIGNATURE PREPARE REPLY

NOTE AND CIRCULATE NOTE AND RETURN

RE: REPUBLIC OF NIGER: Health Project (Cr. 1668-NIR)
Implementation Completion Report

REMARKS:

Please find attached for your approval a draft Evaluative Memorandum from the DGO
to the Board on the above ICR, together with a memorandum for your signature addressed to
the Country Director.

This ICR was reviewed by Laura Raney.

FROM ROOM NO. EXTENSION
Josette Murphy, OEDD1 G 7-043 31726
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Office of the Director-General
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OED EVALUATIVE MEMORANDUM
ON IMPLEMENTATION COMPLETION REPORT

Republic of Niger: Health Project (Credit 1668-NIR)

The Niger Health project, supported by Credit 1668-NIR for SDR 25.1 million (US$27.8
million), was approved in FY86. It was the first Bank operation in the health sector in Niger. Following

two one-year extensions, the credit was closed in June 1995. The dollar value of the credit amount

disbursed (US$37.1 million) was higher than anticipated at appraisal due to changes in the US$/SDR
exchange rate. SDR 0.32 (US$0.33) million was canceled. Additional financial assistance was provided
by the United States Agency for International Development (US$1.2 million) and the Kingdom of the
Netherlands (US$0.77 million). The Implementation Completion Report (ICR) was prep d by the
Africa Regional Office. Annex B contains the borrower's contribution to the ICR. 74

The project objective was to support the government's structural adjustment objectives at the

sectoral level through: (i) more efficient use of resources; (ii) mobilization of resources through cost
recovery; and (iii) policy reform to improve overall efficiency and effectiveness in the health sector. This

objective was to be achieved in two parts. Part A supported health sector adjustment aimed at: (i)

strengthening financial and operational management; (ii) improving basic health services; (iii) increasing

cost recovery; (iv) improving essential drugs availability; and (v) developing population and nutrition
policies. Part B supported improvements in basic health and family planning services through activities
to: (i) improve facilities and strengthen priority programs; (ii) develop health education and community
initiatives in health and nutrition; and (iii) enhance capacity through health training.

The objective of health policy reform within the overall framework of a structural adjustment
program was substantially achieved. Studies aimed at improving sector policy were carried out and were
instrumental in the development and implementation of key reform measures, including according
hospitals greater financial and managerial autonomy and prompting improvements in resource
mobilization and hospital management. A law on cost recovery for the non-hospital sector was adopted
in June 1995, o6nmmunity participation in financing and managing health services increased, and a
sector plan taking a district (decentralized) approach was adopted. The project contributed greatly to
policy formulation and reform to strengthen capacity for planning and service delivery.

The investment program objectives were also substantially met. Investments were made to
upgrade the technical skills of service providers and to improve infrastructure and technical equipment in
selected health facilities. These investments contributed to improvements in the quality and coverage of

This document has a restricted distribution and may be used by recipients only In the performance of their
official duties. Its contents may not otherwise be disclosed without World Bank authorization.
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health services and increased the capacity for receiving and treating patients. In addition, a number of
priority health programs and services were strengthened through improved strategic management.
Notable achievements included: creation of an interministerial committee for malaria control; the
definition of a national, multisectoral nutrition policy; the creation of a national program on diarrheal
disease; strengthening of the health education program at the central and departmental levels; and the
successful introduction of community participation in health and nutrition activities. Among the
quantifiable results of these interventions are: increased awareness and activity on the part of
communities to understand and take charge of their own health issues and problems; increased
immunization rates and frequency of prenatal consultations; and improvements in maternal health
indicators. The vaccination and training subcomponents were successfully implemented, but they
reached only a portion of those intended.

On the evidence presented, the Operations Evaluation Department (OED) believes that the ICR
understates the project's achievements. OED rates project outcome as highly satisfactory, as opposed to
satisfactory in the ICR, because of the substantial achievements in the policy and investment
components. OED rates institutional development as high, as opposed to modest, because sectoral
capacity was significantly enhanced. OED agrees with the ICR in rating sustainability as likely, and
Bank performance as satisfactory.

The lessons identified by the ICR suggest: (i) project objectives should be sufficiently modest
and based on a sound knowledge of the existing situation; (ii) clear targets and indictors should be set at
the outset; (iii) inadequate management and institutional capacity constrain sector performance more
than resource availability; and (iv) financial participation of the communities increases their involvement
in, and demand for, health services, prompting the public service to be more client-oriented.

The ICR is exemplary, as is the borrower's contribution. An audit is planned because of the
success of the project, given its ambitious objectives despite the difficult operating environment.
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OFFICE MEMORANDUM
DATE:

TO: Mr. Theodore 0. Ahlers, Director, AFC13

FROM: Roger Slade, Acting-Director, OED

EXTENSION: 81293

SUBJECT: REPUBLIC OF NIGER: Health Project (Credit 1668-NIR)
Implementation Completion Report

1. Attached is a draft Evaluative Memorandum (EM) from the Director-General,
Operations Evaluation, which is based on OED's review of the Implementation Completion

Report (ICR). We would appreciate receiving any comments you might have by

2. Based on this review, the ratings we intend to include in the OED Annual Review

database are shown below:

OED ICR

Outcome Highly Satisfactory Satisfactory

Sustainability Likely Likely

Institutional Development High Modest

Bank Performance Satisfactory Satisfactory

Borrower Performance Satisfactory Satisfactory

3. OED believes the ICR understates project achievements and rates outcome as highly

satisfactory and institutional development as high. Project achievements were significant despite
a difficult operating environmen,,and sectoral capacity has been strengthened substantially.
OED has upgraded the rating for Outcome to highly satisfactory as project achievements were

substantial and commendable, particularly given the difficult environment in Niger. Institutional
D'evelopment has also been upgraded from modest to high due to the extensive contributions the
project has made in strengthening sectoral capacity for planning and management.

4. The ICR is exemplary:

• Documentation of implementation and the project's achievements is both detailed
and complete, and analysis is thorough and well-grounded. The lessons learned are
thoughtful and extremely relevant, both in the country-specific context and the
general context which could be applied to projects in other regions.
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• The Aide-Memoire is notable for its clarity and thoroughness. In addition, it is
laudable for the inclusion of other donors (the Dutch, UNICEF) who participated in
the ICR mission, a practice which should be standard but rarely is.

• The borrower's evaluation of the project and the contribution to ICR found in Part B
are exemplary. The participatory evaluation of the project conducted by the
government is especially commendable. Three levels of evaluation took place:
internal (to the Ministry of Public Health), external, and client perspective through a
beneficiary assessment. In addition, an evaluation workshop brought the
stakeholders together to discuss implementation and lessons learned. Such
participatory evaluation can be extremely valuable in building project ownership and
expanding evaluation capacity. The preparation of the follow-on project should
benefit from the workshop, team-building, and ownership that the workshop
engendered. OED would like to share both the government's contribution to the ICR
and its participatory evaluation with other regions as best practice in evaluating
completed projects.

5. The only shortcoming in the ICR is the lack of a plan for future operation of the project,
as required under BP 13.55. This section should include discussion of the measures agreed to
ensure the continuation of project benefits, indicators for monitoring and evaluating future
operations, and the Bank's follow-up actions. The latter were indeed discussed in the ICR in the
matter of the SIP currently being prepared in Niger, however the former two are crucial and
should have been addressed.

Attachment

cc: Ms. Alexander (OPRDR) and Mr. de Ferranti (HDD)



The World Bank/IFC/MIGA
O F F I C E M E M O R A N D U M

DATE: April 8, 1997 09:27am

TO: LAURA RANEY ( LAURA RANEY@A1@WBWASH

FROM: Denise Vaillancourt, AFTH3 ( DENISE VAILLANCOURT@A1@WBHQB

EXT.: 33428

SUBJECT: Niger Health I ICR

Laura,

I'm not sure if you read French, but I'm attaching the EM
response from the Niger Ministry of Health. They were extremely
pleased that OED recognized their good work and are happy to
share their documentation and experiences with the Tunisians.

Denise

CC: JOHANNE ANGERS ( JOHANNE ANGERS@Al@WBWASH
CC: CELINE GAVACH ( CELINE GAVACH@Al@WBWASH
CC: HELENA RIBE ( HELENA RIBE@A1@WBWASH )



The World Bank/IFC/MIGA
O F F I C E M E M O R A N D U M

DATE: April 7, 1997 01:42pm EDT

TO: Denise Vaillancourt ( DENISE VAILLANCOURT@A1@WBHQB

FROM: Ibrahim Magagi, AFMNE ( IBRAHIM MAGAGI@A1@NIAMEY

EXT.:

SUBJECT: RE: Niger Health I: ICR

Bonjour Denise,

C'est avec un grand plaisir que nous avons tous lu ton EM et c'est
encore une fois la preuve que le travail en equipe paie toujours.
En effet nous avons vu le SG ce matin pour discuter des prochaines
etapes et nous lui avons demande son avis sur le partage de notre
ICR avec les Tunisiens. Il nous a dit qu'il n'a aucune objection a
partager ses documents avec d'autres Pays dans le cadre d'un
echange d'information surtout si la raison est que les documents
ont ete tres bien concus. Il pense meme que des echanges de ce
genre sont a encourager.
Nous avons presente notre processus d'evaluation a l'equipe chargee
de l'evaluation du projet POP et nous pensons les appuyer de temps
en temps (si nos activites le permettent).
Je vous enverrai un EM separe pour faire le point de nos
discussions avec le SG demain.

A bientot.

Ibrahim.

CC: DJIBRILLA KARAMOKO ( DJIBRTLLA KARAMOKO@A1@NIAMEY
CC: ROUGUI DIALLO ( ROUGUI DIALLO@Al@NIAMEY
CC: JOHANNE ANGERS ( JOHANNE ANGERS@A1@WBWASH
CC: CELINE GAVACH ( CELINE GAVACH@Al@WBWASH )



The World Bank/IFC/MIGA
O F F I C E M E M O R A N D U M

DATE: April 11, 1997 08:24am

TO: Denise Vaillancourt ( DENISE VAILLANCOURT @Al@WBHQB

FROM: Laura Raney, OEDD1 ( LAURA RANEY

EXT.: 31759

SUBJECT: RE: Niger Health I ICR

Denise,

Thanks for forwarding the response from the Niger Ministry of Health. It's
exciting to see such a sharing of information between countries. Thank you for
helping to make it happen. I sent the French translation of the ICR and the
government's evaluation to the Tunisian team here at the Bank yesterday - Claire
Voltaire and Jane Nassim - as best practice, and they will be sharing the two
documents with the officials in the Tunisian Ministry of Health to assist both
with their final evaluation of the Bank-assisted health project and in writing
the ICR. Congratulations again on your ICR. The OED rating of the ICR, while
not yet official, is exemplary. That's the first such rating that I'm aware of
in the HNP sector. A separate memo will follow.

Laura

CC: JOHANNE ANGERS ( JOHANNE ANGERS
CC: CELINE GAVACH ( CELINE GAVACH
CC: HELENA RIBE ( HELENA RIBE )
CC: IRENE XENAKIS ( IRENE XENAKIS @Al@WBHQB
CC: Jerome Chevallier ( JEROME CHEVALLIER )
CC: IAN PORTER ( IAN PORTER @Al@EDSEL
CC: Theodore Ahlers ( THEODORE AHLERS
CC: OEDD1 Files ( OEDD1 FILES )



The World Bank/IFC/MIGA
O F F I C E M E M O R A N D U M

DATE: April 3, 1997 08:48am

TO: Laura Raney ( LAURA RANEY@A1@WBWASH

FROM: Denise Vaillancourt, AFTH3 ( DENISE VAILLANCOURT@A1@WBHQB

EXT.: 33428

SUBJECT: RE: Niger Health I: ICR

Laura,

We are connected by EM to two colleagues in the Niger Ministry of
Public Health, who were instrumental in preparing the good ICR
process that we had for Health I (one is the former coordinator
of the project). While I would expect that they'd be very
pleased to share the ICR with the Tunisian Govt, I think it's
only right to ask them first. They usually get back to me very
quickly.

I'll get right back to you. In the meantime, yes, please go
right ahead and share it with the Tunisian health team here at
the Bank right away.

Denise

CC: CELINE GAVACH ( CELINE GAVACH@Al@WBWASH
CC: JOHANNE ANGERS ( JOHANNE ANGERS@Al@WBWASH
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I. DESCRIPTION ET DEMARRAGE DU PROJET

Le projet Sant6 a ete negoci6 du 10 au 13 fevrier 1986 et l'accord de credit a et6 signe le 14 avril
1986. La mise en vigueur est intervenue le 3 novembre 1986. Les activites ont demarre le 1 er
janvier 1987. Le montant total du credit s'elevait b 25.100.000 de DTS soit en dollars US
27.800.000 dont la part de l'IDA representait 95% et le Niger 5°o. De ce montant 77 millions de
FCFA ont servi de fonds de preparation du projet (PPF). -

1. HISTORIQUE

A) Contexte de la politiaue sanitaire

Du Plan quinquennal de developpement Economique et social 1979-1983, des journees d'etude de
[a Sante b Dosso en 1982, et du debat National b Maradi en 1983, les orientations du secteur ont
6t6 retenues notamment en qui concerne l'integration du systeme de sante dans les structures de
]a Soci6t6 de d6veloppement pour susciter la participation communautaire, l'extension de la
couverture sanitaire, l'elaboration d'une politique d'action sociale contre les problemes sociaux, la
formation du personnel et l'Information, l'Education Pour la Sante.

Le programme int6rimaire de consolidation 1984-1985 a pr6cis6 que les actions porteront sur les
prigrites suivantes :

- la refection des infrastructures en mauvais etat
- l'intensification et l'adaptation de la formation pour promouvoir les formations du personnel

en qualite et en quantit6 suffisante ;
- le renforcement des activites en cours dans le cadre de [a restructuration et de la

redynamisation des services de sante.

C'est pour appuyer Ia mise en oeuvre de ce programme que le projet sante a vu le jour en 1986.

B) Situation 6conomiaue

L'6conomie du Niger est domin6e par une agriculture de subsistance et un elevage intensif. Le
secteur rural occupe plus de 80% de la population active. Mais cette 6conomie rurale reste
tributaire des aleas climatiques.

Avec le boom de l'Uranium et l'amelioration de la pluviometrie ayant entraine une croissance du
secteur agricole et Ia reconstitution du cheptel d6cime, l'exploitation de l'uranium a et6 sous
l'impulsion de la demande et des cours mondiaux, une veritable bouffee d'oxygene pour 'economie
nationale. La vente de ['uranium rapportait plus de 70% des recettes d'exportation, passant de 19,6
milliards en 1975 A 131,7 milliards en 1981.

Cette nouvelle source a transforme radicalement les donnees de l'economie nig6rienne, le PIB a
augment6 de 5,8% par an, les exportations de 15,14% par an, et les recettes fiscales de 20% par
an. L'exportation de ]'Uranium a d6veloppe des effets d'entrainement importants sur le reste de
l'economie, la valeur ajout6e du secteur moderne augmentait de 25% par an.

La periode s'est caracterisee aussi par des investissements importants, et les ressources tirees de
la vente de )'uranium ont servi a financer en priorit6 des programmes de d6penses publiques
improdugtifs. Par ailleurs, la hausse des cours et de la demande de l'uranium a et6 pergue par nos
partenaires comme une augmentation de la capacit6 de remboursement du Niger. Malheureusement
le march6 de I'Uranium s'effondra en 1982. Le poids de la dette issue de la politique volontariste
des gros investissements de l'Etat a entam6 les performances de l'Economie. Le deficit budg6taire
continuait t se creuser.

RAPPORTJDA
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Face a cette crise les pouvoirs publics ont pris des mesures d'austerite soutenues par le FMI et la
Banque Mondiale afin de contenir les des6quilibres internes et externes. Cette politique devait
s'appuyer sur une limitation des charges et une mobilisation accrue des ressources; elle comprenait
aussi des reformes visant 6 renforcer le r6le du secteur prive dans l'economie, et a restructurer le
secteur para-public.

Malgre ces mesures d'austerit6, le Niger n'a pas encore r-etrouve le chemin de (a croissance
6conomique. En effet, le PIB a chut6' de 4% en moyenne de 1982 h 1988. I en a resulte un
transfert d'activite vers le secteur informel agricole et non agricole qui passe de 66,2% du PIB en
1985 t 75,3% en 1992. Au cours de cette p6riode, on note une reduction du volume des
exportations et Ia deterioration des termes de l'6change.

La situation des finances publiques est restee pr6caire compte tenu des difficult6s lies a la non
maTtrise des depenses de fonctionnement dont le niveau est loin d'6tre compatible avec celui des
recettes budgetaires.

PLes effets negatils de cette sconomie ont eu des r6percussions sur la situation socio-sanitaire du
pays.

C) Situation sanitaire et les problemes majeurs de sante

C.1. L'organisation du systeme de sant6 est calquee sur le d6coupage administratif avec

" un premier niveau charge des activites operationnelles qui correspond b la Circonscription
Medicale (CM) : District sanitaire ;

* un deuxieme niveau constitu6 par des Centres de reference (Centre Hospitalier
D6partemental: CHD) avec sa Direction Departementale de la Sante, structure administrative
charg6e de l'appui technique ;

" un troisi6me niveau comprenant trois (3) h6pitaux nationaux et des centres specialises
(CNSF, CNAT, Centre Anti-Lepre) avec des directions centrales charg6es de l'appui politique
et strategique pour l'ensemble du syst me de sant6.

C-. 2. La situation sanitaire du pays avant 1988 etait caracteris6e par une insuffisance de la
couverture sanitaire, un environnement hostile avec une persistance des maladies les plus
couramment frequentes au niveau des formations sanitaires : Paludisme, Affections Respiratoires,
maladies diarrheiques, Plaies et dechirures, trachomes et conjonctivites, et les affections cutan6es.
Le pays connaissait egalement des spid6mies de rougeole, de meningite, et une situation
nutritionnelle precaire des femmes enceintes et des enfants.

A cela il faut ajouter une croissance demographique de 2,7% aggravant de surcroit le taux brut de
mortalit6 (25 pour mille), le taux de mortalite infantile (200 pour mille) et le taux de mortalite
maternelle (7 pour mille). La situation sanitaire bien que tributaire de la croissance demographique
se heurte egalement t une insuffisance des activites d'Education pour la Sant6.

C.3. Eu 6gard b cette situation, les problemes majeurs du systeme de sante concernent les points
suivants

- un taux particulierement 6]eve de la mortalite maternelle et infanto-juvenile.
- une faible couverture sanitaire

- u.ne insalubrite du milieu.
- une insuffisance de la sensibilisation de la population sur les problemes de sante.
- un equilibre alimentaire de plus en plus fragile ayant des consequences sur l'dtat nutritionnel

des groupes vulnerables ; particulierement les enfants en bas age, les femmes allaitantes et
les femmes enceintes.

RAPPORIDA
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D) Cadre institutionnel du oroiet

Avant la signature de l'accord de credit, plusieurs conditions prealables ont ete remplies par le
Ministere de la Sante Publique. Ces conditions sont les suivantes

* l'ouverture par l'intermediaire de l'ONPPC d'un compte aupres d'une banque commerciale
pour alimenter un fonds renouvelable destin6 a financer le reapprovisionnement en produits
anti-paludeens du programme de-lutte contre le paludisme

* l'ouverture d'un compte special en monnaie nationale et dep5t dans ce compte d'un montant
initial de 30 millions de fofa

* la crdation d'un bureau de projet dote d'un personnel suffisant et la mise en place d'un
systeme de comptabilite. A cet effet un arr~te N° 20/MSP/AS du 10 juillet 1986 du Ministre
de la Sante Publique et des Affaires Sociales cree le bureau de projet qui est directement
rattache au cabinet et joue le role de direction du projet. Cette direction a comme objectifs
de :

- coordonner et de superviser toutes les activites du projet et de l'aide en general;
- pr6parer des plans d'actions annuels
- passer des marches des fournitures
- instruire des demandes de retrait du cr6dit
- consolider et diaborer des rapports d'activites et commander des audits annuels du

projet.

La direction du projet disposait d'une equipe restreinte composee d'un directeur, d'un adjoint,
d'un agent charg6 des formations, d'un conseiller en gestion (AT) et d'un personnel d'appui
(Comptable, Secretaire, Chauffeur).

Le projet a une envergure nationale dans toutes ses composantes a l'exception de la nutrition qui
intervenait dans l'arrondissement de Loga (Dosso).

2. OBJECTIFS DU PROJET

L'objectif du projet est d'aider le gouvernement A introduire des reformes structurelles dans le
secteur de [a sante grace 6 des 6tudes et des programmes de reformes visant h ameliorer la
planification des investissements, I'affectation des depenses de fonctionnement, le recouvrement
des coOts, l'approvisionnement en medicaments essentiels, la gestion du secteur et la coordination
de I'aide. Il aidera egalement le gouvernement t definir des mesures en matiere de population, de
planification familiale et de nutrition. En outre, pour appuyer le programme de reformes sectorielles,
le projet renforcera les programmes et services de sante prioritaires

- Protection maternelle et Infantile y compris la planification familiale et lutte contre le
paludisme, les maladies diarrheiques et transmissibles ;

- Education sanitaire et initiatives collectives en matiere de sante et de nutrition, et
- Formation du personnel sanitaire.
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3. COMPOSANTES DU PROJET

A- Etudes sectorielles

A.1 . Dans le cadre des reformes envisag6es dans le secteur sanitaire, le projet devrait aider le
Ministere de la Sante Pubficue e renforcer (a gestion operationnpile et financiere, a ameliorer les
services de sante de base, , accroitre le recouvrement des coots des investissements du secteur,
et & ameliorer l'approvisionnement en m6dicaments essentiels. Comme strategies il s'agit de realiser
six (6) etudes qui definiraient des mesures de reformes dans le domaine des depenses
d'investissement et de fonctionnement, du recouvrement des coOts, de l'approvisionnement en
medicaments essentiels, de la gestion sectorielle y compris la coordination de l'aide exterieure.

A.2. Cette reforme structurelle devrait 6tre conduite par le Ministere du Plan qui etait charge de
mettre en oeuvre le Programme d'Ajustement Structurel. Mais la realisation des etudes a ete
conduite par ]a Direction des Etudes et de la Programmation du Ministere de la Sant6 Publique.

A.3. Apres concertation entre le Ministere du Plan, le Ministere de la Sant6 Publique et l'USAID,
les etudes ont et6 reformulses, r6parties et. realis6es par la Subvention au Developpement du
Secteur Sanitaire (SDSS) et le Projet sante :

, a Etude sur le budget de la Sante : L'6tude sur le budget de fonctionnement et
d'investissement a et6 realise en trois 6tapes : une analyse a ete faite pour la periode allant de 1978
s 1980 par un assistant technique de la Coopsration francaise, ensuite de 1980 A 1988 par une
equipe de consultant de Tulane University, ensuite une analyse pour la periode allant de 1988 a
1991 par la DEP du MSP.

a Etude sur la gestion hospitaliere au niveau des h6pitaux nationaux et des CHD : Une dquipe
composee de consultants nationaux et etrangers a fait des analyses sur les coots au niveau des
H6pitaux Nationaux et des Centres Hospitaliers D6partementaux au cours de la periode allant de
1989 t 1992. Ces 6tudes ont consist6 6 analyser la gestion des h6pitaux et d'en d6gager les
orientations.

a Etude sur l'utilisation, le coOt des prestations et les options de recouvrement des cocits au
niveau des services de sante de base : L'6tude sur le recouvrement des coots a 6te realisee sur une
periode assez longue de 1989 h 1993. Une experience sur le mode de recouvrement devrait etre
mener afin de pouvoir retenir le mode a generaliser. L'experience qui n'a demarre qu'en 1993 avec
le soutien financier de l'USAID et du projet Sante a permis d'identifier les avantages et les
inconvenients de deux modes de recouvrement. On doit noter que l'evaluation finale de l'experience
a conduit le MSP h decider de laisser le choix du mode de recouvrement a appliquer & la discretion
de la population.

w Etude sur le systeme d'approvisionnement et de distribution des m6dicaments au Niger:
L'6tude entierement financ6e par le projet Sante, a 6t6 r6alisde en 1991-1992 par une 6quipe
composee de consultants 6trangers (CREDES) et nationaux. Les resultats de l'etude ont ete portes
6 la connaissance du MSP h partir de janvier 1992.

* Etude sur les Programmes r6gionaux de Sant6 : En plus de ces studes programm6es, le
Minist&re de la Sante Publique a n6gocie en 1993 )a realisation d'une 6tude sur I'elaboration des
Plans regionaux de developpement sanitaire pour les departements de Maradi, Tahoua, Diffa,
Tillaberi et CUN. La realisation des etudes a et acceptee par la Banque Mondiale, et une
consultation locale a et6 identifi6e pour l'execution de l'6tude.
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B- Sant6 de base et Planification familiale

B.1. Programme de lutte contre le Paludisme

Premiare cause de morbidite, le paludisme repr6sente 20 % des motifs de consultation. I sevit sur
l'ensemble du territoire national de facon endemique 6 des degrps variables et affecte toutes les
couches sociales. L'objectif du programme est de r6duire l'incidence et la mortalite due au
paludisme en :-

- elaborant une politique nationale de lutte contre le paludisme;
- reduisant la morbidite due au paludisme chez les femmes enceintes et les enfants

- testant des approches de lutte anti-vectorielles dans les villes;
- mettant en place un fonds de roulement chloroquine afin de rendre accessibles les

medicaments antipaludiques par un systeme de recouvrement des co~ts.

Le projet a aide la mise en place d'un programme de lutte contre le paludisme et a participer aux
strategies d'intervention en dotant en 6quipements les postes sentinelles (3) et les antennes de
surveillance epidemiologique (5). L'appui du projet a aussi permis la conduite d'une etude de
chimio-sensibilit6 h Tillaberi et Gaya, l'elaboration et la vulgarisation d'un schema therapeutique, ]a
formation du personnel, la mise en place d'un comite inter-ministeriel de lutte contre le Paludisme
et a mise en place du fonds de roulement chloroquine. Ce fonds dont l'objectif etait de rendre
disponible les anti-paludeens b travers l'ONPPC n'a pas atteint les resultats souhaites. C'est ainsi
qu'apras l'abandon du systeme de recouvrement des coCits pour le seul medicament, les fonds ont
ete utilis6s pour financer le d6ficit budgetaire de l'ONPPC.

B.2. Programme de lutte contre les maladies diarrheiques

Le programme National de lutte contre les maladies diarrh6iques (PNLMD) a demarre ses activites
en 1984. L'objectif poursuivi est la reduction de la morbidite et de la mortalite due A la diarrhee chez
les enf ants de moins de 5 ans. Le projet n'a apporte qu'un appui 6 ce programme qui beneficie de
l'appui technique et financier de plusieurs partenaires.

L'appui du projet qui n'est d'ailleurs pas negligeable, a permis l'application de certaines strategies
du programme en financant la supervision, le contr6le des epid6mies de cholera, la prise en charge
des cas (formation des agents), et I'acquisition d'equipements compl6mentaires pour la production
des SRO au niveau de l'ONPPC.

B.3. Programme Elargi de vaccination

Le Programme Elargi de Vaccination (PEV) est une des reponses de l'OMS au defi que repr6sentent
les maladies de l'enfance. L'objectif essentiel etait de vacciner tous les enfants avant leur premier
anniversaire au plus tard en 1990, contre la diphterie, le tetanos, la coqueluche, la poliomydlite, ]a
tuberculose, la rougeole et toute autre maladie selon la specificite du pays.

Officiellement lanc6 en 1987 par le Chef de l'Etat, le demarrage effectif du PEV n'est intervenu
qu'en Janvier 1988. En plus des six maladies cibles du PEV OMS, le Niger a retenu la vaccination
contre la fievre jaune et la vaccination anti tetanique des femmes en age de procreer (15 A 45 ans).
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Les objectifs assign6s au programme national sont les suivants

- Ameliorer la Sante de la population, notamment celle de la mere et de l'enfant en reduisant
les consequences soio-economiques des maladies cibles du PEV

- R6duire le taux de morbidits et de mortalite dC aux maladies cibles du PEV chez les femmes
et les enfants ;

- Prevenir les risques d'6closion d'epidemie de Fievre jaune.

L'intervention du projet au rveau du programme concerne l'achat des vaccins, le financement des
strat6gies (mobiles, avanc~es et decentralisees), le developpement des ressources humaines a la
gestion du programme, la mise en place d'un systeme efficient de collecte d'information,
I'amelioration du cadre d'action du programme au niveau des formations sanitaires par la
construction de hangars et la rehabilitation de centre de vaccination. L'effort du projet a 6t6
appreciable et a permis avec l'appui d'autres partenaires 6 un moment donns de relever le taux de
couverture vaccinale.

B.4. Sante maternelle et lnfantile, Planification Familiale et Action Sociale

Face 6 [a proportion elevde des femmes en §ge de procreer, des enfants de 0-4 ans et aux taux
eleves de mortalite maternelle (7 pour mille) et infantile (123 pour mille), l'Etat a mis un accent
particulier sur la necessite d'augmenter la couverture sanitaire b travers des activites foraines.

En 1987 le programme etai: localise a la DAS/PMI. Apres la restructuration de 1989 du MSP/AS
le programme a 6t6 eclate selon les composantes ci-apres :

- Programme de renforcement de la Direction de la Sante Maternelle et Infantile (MSP).
- Programme de renforcement des activites de la Direction des Affaires Sociales (MDS/P/PF).
- Planification familiale (MDS/P/PF).

Les objectifs retenus pour les differentes composantes sont

Augmenter la couver-ture sanitaire b travers les consultations foraines.
- Intensifier et 6tendre les activites d'EPS.
- Introduire un programme social a partir des centres fixes et des visites & domicile
- Fournir les elements qui permettent au gouvernement d'integrer les composantes population

et PF dans le cadre de la politique de population, et la PF dans le cadre de la politique dej6
existante en SMI.

- Renforcer la capaci:6 du CNSF pour la gestion des programmes SMI/PF.
- Promouvoir Ia sants de la mere et de l'enf ant en tant qu'individus membres d'une famille et

d'une communaute en integrant les activites de SMI/PF jusqu'aux echelons les plus
peripheriques.

Dans le cadre de la DAS.PMI le Projet a dot6 52 centres de PMI en equipements et permis
6galement Ia cr6ation de centres sociaux et les micro-realisations notamment l'acquisition de
materiels et d'equipements pour les foyers dans le cadre de Ia promotion de la femme. Le Projet
a permis egalement l'extension de Ia couverture sanitaire par le biais de la prise en charge des
activites foraines. Toutes les activitss de collecte et d'analyse des donnses 6taient financ6es par
le Projet.
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En matiere ce Planification Familiale (PF) le Projet a contribue b I'laboration de la politique nationale
de Planificazion Familiale, et il a participe a l'extension de la couverture PF s travers la formation des
Sage-femmes en technique de pose DIU et par l'achat de contraceptifs en vue de completer le
financemer USAID, FNUAP, UNICEF et OMS. Une documentation complete sur la PF a ete mise
b la disposition du programme sauf que cela n'a pas ete utilise bien que le projet ait forme en meme
temps une documentaliste mise a la disposition du CNSF.

B.5. Programme d'Appui a la Nutrition

Le volet nutrition du projet sante a 6t6 elabore h l'image du programme conjoint d'appui & la nutrition
Niger-OMS-UNICEF (PCAN) dont ]a methodologie reposait sur l'auto responsabilisation 6 la base,
[a participation communautaire, l'approche multisectorielle integree de l'appui technique.

Ces principes s'intdressent de facon specifique a

- La production alimentaire en vue d'ameliorer la disponibilite et la securite alimentaire dans
les villages par le developpement des cultures irriguees ou de contre saison, la production
agricole, les banques cerealieres et les boutiques cooperatives.

- Le developpement du petit elevage, l'allegement du travail de la femme.
-. Les soins de sante primaires et la surveillance de la croissance a assise communautaire.
- L'appui aux organisations communautaires, et a l'encadrement technique.
- L'approvisionnement en eau potable.

Le volet a comme objectif de :

- Accroitre la capacite du pays a faire face aux problemes que posent l'alimentation, ]a
nutrition, la sante et le developpement du nourrisson et du jeune enfant, ainsi que ceux
poses par Ia situation de Ia femme.

- Obtenir une amelioration de l'etat nutritionnel et une reduction de la mortalite et de la
morbidite chez les nourrissons et les jeunes enfants dans les arrondissements cibles du
programme.

Dans le cadre de la lutte contre la malnutrition des problemes financiers ont fait que le Projet n'a pas
couvert 50% des villages supposes l'etre. Neanmoins le Projet a pu atteindre les premiers villages
cibles de Loga. La composante suivi de la croissance 6 base communautaire se fait dans tous les
villages du programme et est tres apprecide des populations. Elle n'a plus a se d6placer toute une
journee uniquement pour la pesee des jeunes enfants. Les magasins et les boutiques mis en place
continuent de servir de points d'approvisionnement aux populations meme apres Ia fermeture du
projet. La supervision est assurde par les infirmiers du district de Loga grace aux motos qui ont 6te
mises en place par le Projet. Du point de vue de la formation le projet a permis la formation de
longue dur6e des nutritionnistes et 6 financer egalement des ateliers et des voyages d'Etude.

C- Formation du personnel

La mise en oeuvre de toute politique necessite des ressources humaines capables d'offrir des
prestations efficaces et adaptees aux besoins de la population. C'est pourquoi, l'etat Nigerien et
en particulier le MSP s'est tres tdt engag6 a mettre l'accent sur cet aspect, notamment par:

- La creation et l'6quipement des institutions de formation
- L'intensification de la formation en cours d'emploi et de Ia specialisation des cadres.
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Le programme est rattache ila Direction de la Formation et de la gestion du personnel et il a comme
objectif de :

- adapter !a formation du personnel aux differents programmes de developpement sanitaire.
- renforcer le materiel documentaire et didactique en fonction des programmes adoptes.
- recycler les differentes categories du personnel pendant ja duree du projet.
- mettre en oeuvre un programme de specialisation du~ personnel.

En matiere de formation du cersonnel le projet a contribu6 au financement de bourses d'etudes de
seminaires ateliers et de voyages d'6tudes. Si on maitrise le nombre de bourses octroyes on n'a pas
d'information exacte sur le devenir ou la carriere des personnes qui ont ete ainsi formees. Pour les
s6minaires, ateliers et les voyages d'etudes du fait de la verticalite des programmes aucune
centralisation n'a pu 8tre faite afin de permettre une maitrise du nombre et pouvoir evaluer l'impact.
Comme autres realisations - signaler, le projet a permis la mise en place de [a formation des aides
anesthesistes et des aides chirurgiens devant aider les medecins chefs de district dans leur travail
et cela par la fourniture du materiel didactique et l'appui e la Facult6 des Sciences de la sant6.

D- Education pour la Sante

L'appui au programme d'Education pour la sante a concerne le renforcement de la coordination, la
gestion des actions d'EPS, et I'elaboration d'un projet de programme national d'EPS et sa mise en
oeuvre.

Le programme a pour objectif d'ameliorer l'etat de sante de la population en l'amenant a prendre
conscience de l'int6rt d'un bon 6tat de sante et des moyens de le preserver par un engagement
total aux actions sanitaires en :

- menant des activites d'EPS dans toutes les formations sanitaires.
- demandant la participation de toutes les structures sociales susceptibles de promouvoir les

actions sanitaires.
- touchant 100 % des villages en informations sanitaires par le canal des organes

d'information (radio).
- mettant A la disposition du bureau des moyens (Equipements, vehicules, mat6riels...) pour

une meilleure formation des groupes cibles.

L'ensemble des activitls prcgramm6es au titre du projet ont ete executees notamment I'elaboration
d'un programme national d'EPS, l'acquisition de materiels et equipements, la r6habilitation des
bureaux de la Division, la construction d'antenne au niveau des departements, et la formation du
personnel. C'est un programme qui a beneficie d'un appui important du projet, neanmoins on note
quelques difficultes dans la realisation actuelle de sa mission.

E- R6fection des bstiments et Equipement des formations sanitaires

Face aux ressources limitees du secteur sanitaire, l'entretien des infrastructures et leur equipement
n'est pas toujours ex6cute par le Ministere de la Sant6 Publique, raison pour laquelle le projet a
accepte le financement de la remise en etat des Centres medicaux et des dispensaires ruraux sur
la base d'un programme d'intervention execute par le Ministere de l'Equipement, le Projet Sante et
NIGETIP_.

Le programme a pour objectif de rehabiliter les formations sanitaires b l'exception des H6pitaux, de
renforcer le plateau technique des formations sanitaires, et de renforcer les structures de
maintenance technique (SERPA, SERAM, SERMEX).
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C'est ainsi que les activits pr6vues ont 6t6 financees par le projet, notamment la rehabilitation de
271 formations sanitaires, Ia construction de magasins, l'acquisition de vehicules et d'6quipement,
la formation du personnel pour la maintenance des equipements.

L'impact des rdalisations au iitre du programme a ete positif sur les activites des agents au niveau
des formations sanitaires. L'amelioration du cadre de travail ainduit des effets positifs sur les
prestations des services et surtout sur la fr6quentation par les patients.

Mais il est b signaler que la maintenance des 6quipements a pose beaucoup des problemes. Les
pieces detach6es 6taient difficile b prevoir particulierement due a la mauvaise maitrise des
sp6cifiques techniques et au changement intempestif du parc vieillissant.

F- Gestion du projet

La gestion du pr jet a 6t6 conduite par un bureau qui joue le role de direction du projet.
Avec ses objecti fs, cites ci-haut, le r6le fondamental du bureau est la coordination des activites des
differents programmes, !a passation des marches, ]a gestion du Personnel et le suivi du systeme de
gestion et d'audit.

Leq objectifs specifiques de la cellule de gestion du projet concernent la mise en oeuvre des plans
annuel d'activites des programmes, la coordination des programmations et surtout la meilleure
gestion des ressources grace & la mise en place d'un systeme de comptabilit6.

L'ensemble des activites programm6es, sauf une, au titre de la mission attendue du bureau de projet
ont ete realisees durant la periode d'execution. Cependant on doit noter que l'objectif de convoquer
ou de coordonner les partenaires au developpement du secteur n'est pas atteint, car ce r6le ne peut
pas etre jouer par un bureau de projet.

G- Sous-projets

Des activites ont ete financees par le projet qui relevent des recommandations issues des 6tudes
et aussi les actions pertinentes ayant les memes objectifs que le projet dont le financement est
intervenu apres accord du gouvernement et de la Banque.

Ces appuis sont les suivants

G.1. Office National des Produits Pharmaceutiaues et Chimiaues : L'appui t I'ONPPC decoule des
recommandations de l'6tude sur I'extension du systeme de distribution des medicaments au Niger"
realisee par le CREDES en 1991-1992.

Son objectif etait d'aider l'ONPPC b allier sa mission de caractere social avec une gestion de type
prive. C'est-a-dire concilier un principe de service d'utilite publique avec un principe d'equilibre
financier de la structure en ameliorant [a gestion, en accroissant les capacites de stockage, de
distribution, production, et de contr6le de qualite.

L'appui 6 I'ONPPC concerne surtout I'amelioration de la gestion, I'accroissement des capacites de
stockage, de production, de distribution et de contr6le. Pour ce faire le projet a financs une
informatisation de la gestion de l'office, une acquisition de materiel, d'equipements et de logistique,
une extension de la couverture pharmaceutique au niveau de la zone rurale, une am6lioration des
conditions de stockage avec la construction de magasin.
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En terme d'appreciation des resultats obtenus, on peut dire que l'ensemble des activites prevues
ont ete realisees, mais certaines actions notamment l'audit financier etla construction des magasins
ont 6t6 realisees apres ]a date de cl6ture du projet, soit en octobre 1995.

G.2. Direction des Pharmacies et Laboratoires : Le sous projet a vu le jour dans les memes
conditions que I'appui a l'ONPPC. Un plan d'action des recommanlations issues de l'etude CREDES
a 6-6 soumis au projet pour financement. L'objectif est de doter la Direction en moyens adequats
pour lui permettre de rempiir sa mission~ (locaux, ressources humaines, materiels informatiques,
materiels de bureau, logisticue, etc...) de mise en place d'une politique nationale de medicaments,
de laboratoires et de recherche en matiere de medecine et pharmacop6e traditionnelles.

Au titre des activites realisses par le projet on doit noter I'acquisition des equipements, la logistique,
le materiel de bureau, et la documentation. Le projet a egalement finance les travaux du comite de
finalisation du manuel de prescription des Medicaments essentiels generiques, les travaux du comite
d'elaboration de la politique pharmaceutique, du plan directeur pharmaceutique et du projet de loi
pharmaceutique. 
En matiere de medicaments ce sont 16 les elements indispensables pour le developpement du
secteur. Actuellement |'etape qui reste a franchir est la mise en oeuvre.

G.3. Centre National An-I-Tuberculeux : Le CNAT a beneficie d'un appui, suite a une requ6te du
Miristere de la Sante Publique pour l'achat des m6dicaments anti-tuberculeux. La requ~te a 6t6
exeoutee conformement aux besoins exprim6s par le centre. Cette commande de medicaments anti-
tuberculeux a et6 faite 6 travers l'ONPPC, ce qui a permis de les rendre disponible au niveau du
programme qui s'est char:6 de les distribuer aux departements en tenant compte des besoins.

Le Centre a egalement bensficie d'un appui du projet sante pour conduire des missions de
supervision sur le terrain.
Ces actions ont permis de revitaliser le centre et d'6viter la pire car la tuberculose quoiqu'on dit est
une maladie des pauvres qui se propage tres vite si elle n'est pas prise en charge et le projet a
contribus a cela.

G.4. Direction de la Pre6vention Sanitaire et de l'Assainissement : Dans le cadre de I'amelioration
de I'hyginne et de l'assainissement dans les formations sanitaires, la Direction de la Prevention
Sanitaire et de l'Assainissement a elabord un projet de desinsectisation et" desinfection" des dites
formations. La requate transmise au projet a ete finance pour l'acquisition des produits et
materiels. C'est ainsi que les Produits pesticides, les Materiels d'application, les Materieis et
equipement de protection, Produits de desinfection, et le transport ont ete finances par le projet
sante. L'acquisition de ces produits rentre dans le cadre de l'amelioration des conditions d'hygiene
des formations sanitaires. A cet effet des actions ont etd menses au niveau de tous les services
& different echelon de la pyramide.

G.5.. Enquste Jeunesse : Il s'agit d'une 6tude sur les besoins et aspirations des jeunes au Niger.
La requste a ete soumise au FNUAP, mais compte tenu des problemes de restriction budgetaire de
l'institution, le gouvernement a negocie son financenent aupras de la Banque. Apres accord des
deux parties, le financement de la requete a vue le jour au niveau du projet Sante IDA.

L'objectif est d'elaborer une politique nationale de la jeunesse favorisant une adequation entre les
objectifs du developpement et les contraintes demographiques en entreprenant une 6tude statistique
methodique sur la situation des jeunes, leurs besoins et aspirations. Cela devrait permettre a ]a
Direction de disposer d'une banque de donnees sur les besoins et aspirations des jeunes afin
d'elaborer un plan d'action pour l'integration des jeunes dans les activites de developpement. Le
rapport de l'enqu~te est disponible depuis AoOt 1995.
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G. . Reccuvrement des Coots : Un appui en medicaments essentiels generiques a ete octroye au
Ministere dans le cadre des tests pilotes de recouvrement des coots. Ces medicaments ont ete
achetes par l'intermediaire de l'UNICEF et une partie aupres de l'ONPPC pour couvrir les besoins de
ccnsommation annuelle des zones tests de recouvrement des coots. Ces tests ont ete menees de
1993 h 1994, afin de determiner le systeme de participation optimale pour couvrir les coots des
m=4dicaments des formations sanitaires. L'experience a ete evalty6e en juillet 1994, et le choix du
mode de recouvremen: a generaiiser a 66 laiss6 h la discretion de la population. Une loi pour la
generalisation vient d'stre adoptee pa-r l'Assembl6e Nationale en Juin 1995.

Apres l'adoption de cette loi, un processus de gen6ralisation du recouvrement des coOts est en
cours, et il conernera dans un premier temps un certain nombre de districts sanitaires qui b6n6ficient
de l'appui financier et technique des partenaires extdrieurs.

G.7. Proaramme MST-SIDA : L'appui au programme SIDA a 6t6 execute suite 6 des requ~tes du
Gouvernement pour le financement d'activit6s ponctuelles rentrant dans le cadre du renforcement
du programme. Ies activites concernent :

- I'achat de deux (2) chaines ELISA pour I'H6pital National de Niamey
- l'achat de petits materiels et des tests rapides de diagnostic
- l'enquete epidemiologique sur la s6roprevalence organisee b Niamey en Mai-juin 1993.
-, I'atelier d'adoption du Programme A Moyen Terme de Deuxieme G6neration (PMT 2).
- l'achat de medicaments de lutte contre ies MST.

L'appui du projet a 6te modeste, mais cela a permis de se faire une idee de la prevalence du SIDA
6 Niamey et d'envisacer l'avenir 6 travers le PMT 2.

G.8. Recensement c=ndral de la Population : Une requ~te de financement a 616 transmise b la
Banque Mondiale par ie Ministere des Finances et du Plan dans le cadre de ]a realisation du
recensement general en 1988. La requ~te ayant 6t approuvee, et les fonds demandes ont 6te mis
a la disposition du MF P. Le recensement a 6te realise pendant Ia periode retenue. Les modalites
pratiques de gestion de ces fonds n'ont pas ete clairement definies, ce qui a entraine de nombreux
errements 6 l'utilisation.

II. CONCEPTION, EXECUTION, REALISATION ET IMPACT DU PROJET

1. EVALUATION DE LA CONCEPTION DU PROJET

Le projet sante a connu un processus de preparation tres long. En effet cinq (5) annees se sont
dcouldes entre la premiere mission de reconnaissance (mai 1980) et la mission d'6valuation (juin
1985). La date d'entree en vigueur du projet a coincide avec la periode de mise en oeuvre des
orientations figurant dans le Programme Int6rimaire de consolidation.

Dans sa conception on note egalement que le projet sante n'a pas bendficie de I'adhesion de la
population, ni des agents de sant6 sur le terrain. L'idee de participation communautaire a la
rdalisation des activit6s etait totalement absente.

En l'absence de ces philosophies d'intervention, le projet sant6 a 6te ex6cut6 sur l'ensemble du pays
avec parfois l'appui de la communaute dans les activites de nutrition, et de financement de
l'acquisition des medicaments au niveau des formations sanitaires.
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A cours de sa mi:se en oeuvre, le projet a connu quelques difficultes dues :

- la non przcision des seuils de passation des march6s particulierement les marches de G6nie
civil.;

- le rattachement du bureau au cabinet du Ministre

- l'octroi de firancement aux programmes du Ministere qui exdcutent des activites de facon
verticale ;

- la creation du compte chloroquine avec la disposition demandant un recouvrement des coOts
pour le seul m6dicament.

Malgr6 tout, les activites se sont derouldes permettant d'atteindre un certain nombre de resultats.

P2. PRINCIPAUX ESULTATS DU PROJET

A. En matiere d'infrastructures sanitaires ia mission premiere 6tait de rehabiliter des formations
sanitaires, mais compte tenu des insuffisances du Budget d'investissement, des travaux
d'achevement ont 6:6 egalement finances. Les r6habilitations ont concernes : 51 DR, 23
PMIVMaternite, 8 PM, 15 CM, la Division EPS, la construction de 45 hangars du PEV, 8 bureau
d'ARIEPS au niveau des DDS, le Magasin du CNSF, le Magasin des Pieces detachees du Garage
SERPA, 2 magasins de l'ONPPC, 2 centres de nutrition, 29 latrines, 20 logement du personnel, et
la cl6ture de 12 formations sanitaires.

B. Pour les Mobiliers, Equipements, Pieces d6tach6es et logistiques : des appels d'offres
internationaux etlocaux ont et6 ances pour l'acquisition de ces biens, et aussi l'achat de fournitures
de bureaux pour toutes les structures du MSP. Un important parc de 77 vehicules et 114
mobylettes a 6t6 constitue grace au financement du projet. Il y a lieu de noter que parmi les
v6hicules et motos achetes au debut du projet, beaucoup sont en pannes ou reformes.

C-ette dotation en logistique aux differents programmes et services, a permis entre autre la
r6aiisation de plusieurs missions de supervision, d'activites foraines, des strategies de vaccinations
et les visites b domicile. Mais le probleme de la maintenance reste neanmoins pose parce que
beaucoup de pieces detach6es achetees par Appel d'offre n'ont pas servi parce que du temps de
la panne correspondante a la preparation du dossier d'Appel d'offre, beaucoup de v6hicules ont 6te
reform6s. Du coup ce sont des pieces qui deviennent obsolete a leur acquisition. Donc c'est vrai
que ce volet b un impact positif mais il faudrait revoir sesaspects dans un cadre futuriste.

C. Le programme de Formation du Ministere de la Sante Publique etait largement soutenu par
le projet b travers des formations de longue durde (specialisation), des formations continues
(S6minaires-ateliers) ou des stages de courte durde. Pres de 119 cadres de )a Sante, toute
sp6cialisation confondue ont 6te formes par le projet. Dans le cadre des stages et des formations
continues, plus de 133 ateliers, et seminaires ont 6te finances par le projet. Un appui en
6quipements, materiels didactiques a 6td octroye aux institutions de formation (ENSP de Niamey et
Zinder, FSS). Certaines classes de I'ENSP de Zinder ont ete egalement rehabilitees par le projet.

D. Pour les M6dicaments, l'apport du projet n'est pas n6gligeable. En effet le projet a financ6
les-medicaments essentiels generiques pour les tests pilotes de recouvrement des coOts, les
medicaments pour les programmes de sante. I a egalement finance l'achat de vaccins et de
contraceptif du fait de la diminution de l'apport de certains partenaires dans le domaine (UNICEF,
FNUAP). On doit 6galement noter que dans ce domaine le projet a investi des fonds pour permettre
non seulement la distribution du medicament, mais aussi sa production, sa gestion et sa disponibilit6

FwPORT.:DA



dans le pays. Cette situation a permis sans nul doute de reflechir en toute quietude au devenir du
m6dicament au Niger. L'appui du projet a surtout attenue les problemes de tresorerie de l'office et
a permis de poursuivre les reflexions sur l'avenir de l'ONPPC.

E. Dans le domaine des reformes, les etudes realisees ont recommande

- ]a creation de deux directions, la _DEP et la DPHL
- la d6finition d'un systeme de distribution des medicaments au niveau de l'ONPPC,
- la revision de la tarification hospitaliere (actuellement en cours d'adoption par le

Gouvernement) ;
- la transformation des H6pitaux nationaux et des Ecoles de formation en EPA,
- la determination des avantages et inconvenients des modes de recouvrement des coots des

soins de sante dans le secteur non-hospitalier.

Ainsi la realisation des etudes a permis le renforcement institutionnel du Ministere de la Sante
Publique et surtout de determiner les forces et faiblesses de la pyramide sanitaire en vue d'une
action a travers un plan quinquennal. Ces etudes ont egalement abouti e la reforme du secteur
hospitalier et a la reglementation de la participation financibre des populations aux actions de sante.

Actuellement nous avons abouti b une demarche assez coherente qui centralise les actions de sante
autpur de la decentraiisation des services de sante, de la reforme du secteur du medicament et des
problemes d'autonomie de cestion. Ces reflexions se poursuivent bien que nous voulions essayer
une premiere mise en oeuvre dans le cadre du prochain projet pour capitaliser toutes ses reflexions.

3. COORDINATION ET GESTION DU PROJET

Le coordinateur du projet a eu pour responsabilit6 de diriger le personnel du projet, de planifier et
superviser les activites, coordonner l'approbation des plans d'actions et rapports, prendre des
dispositions pour le lancement des Appel d'offres, l'analyse et l'adjucation des marches, et assurer
un contr6le de gestion efficace du projet.

Les relations du coordinateur du projet se situent h plusieurs niveaux

- Ministere de la Sant6 Publique : il s'agit de coordonner, de superviser, de pr6parer les
marches et les plans d'action de mise en oeuvre.

- Ministere des Finances et du Plan, compte tenu de sa position, de representant du Niger
aupres de ]a Banque, et de son rdle d'ordonnateur d616gue, il verifie et signe les demandes
de paiement, et procede 6galement a la programmation des fonds de contrepartie. Le Tresor
pour sa part procede au versement des fonds de contrepartie et quant au Contr6|e Financier,
il appui le projet dans l'analyse et la signature des marches.

- Ministere de l'Equipement et de ['Habitat, la relation consiste 6 assister le projet dans
l'analyse et le suivi des marches de construction d'infrastructure sanitaire.

- Ministere de la Communication pour la diffusion des spots et messages de sensibilisation.

Ces differentes relations ont permis au projet de deceler parfois des points de blocage et de trouver
une- solution de concert avec les diff6rents intervenants.
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Le bureau du projet a jcue un r6le de coordination, principalement par l'organisation des reunions
de coordination avec les co:rdonnateurs pour la revue et la preparation des plans de mise en oeuvre
et )a preparation des missicns de supervision de la Banque Mondiale. Reunions elargies au cabinet
du MSP pour l'approbation preliminaire des plans d'action.

Pour la coordination des Baileurs de Fonds, il n'a jamais 6te orggnisde par le projet du fait qu'elle
ne releve pas de ses attributions. Neanmoins, le bureau ~du projet participe aux reunions de
coordination organisees auTour des programmes finances conjointement avec les autres partenaires.

4. IMPACT DU PROJET SUR LE SYSTEME DE SANTE

L'impact du projet sur le systeme de sant6 devrait se sentir a travers les indicateurs de sante. Mais
on peut constater que malgir les efforts fournis par le projet, beaucoup reste a faire pour atteindre
l'objectif de sant6 pour tous d'ici l'an 2000. C'est ainsi qu'on peut noter dans le domaine des
reformes, l'appui du projet a conduit le Ministere a mettre en oeuvre son programme d'ajustement

Pet d'ameliorer sa politique. C'est ainsi que les H6pitaux et les Ecoles de formation de base ont ete
dotes d'une autonomie de gestion. Le secteur non hospitalier a ete dot6 d'une reglementation en
matiere de participation financiere des ben6ficiaires a ia prise en charge de leur sante. Pour la DEP
et la DPHL qui ont vu le jour, les capacites de planification, de programmation des investissements,
de d6finition de politique pharmaceutique et de reglementation pharmaceutique ont et6 renforcees
au niveau du Ministere de !a Sante Publique.

En ce qui concerne les programmes, le projet a permis I'amelioration des conditions de travail dans
les formations sanitaires (qualite et quantite), la disponibilite des services, l'accroissement de [a
couverture sanitaire a travers les consultations foraines, la mise en place des equipes d'Education
pour la Sante avec des moyens consequents, la disponibilite des medicaments, et I'amelioration de
la supervision a tous les niveaux. Neanmoins certains objectifs fixes par le projet n'ont pas ete
atteints notamment en matiere de vaccination.

Les resultats enregistres sur le systeme de sante ne doivent pas 8tre imputes a l'effort du seul projet
sante, on doit egalement voir l'effort consenti par les autres partenaires au developpement du
secteur sanitaire notamment l'USAID, l'UNICEF, le FED, le FAC, ]a SNV, etc....

Ill. ANALYSE CRITIQUE DE L'ACTION DE LA BANQUE, DU GOUVERNEMENT ET DE L'ASSISTANCE
TECHNIQUE

1. APPRECIATION DE L'ACTION DE LA BANQUE MONDIALE

A. Les principales decisions qui ont favorise l'execution du projet sont entre autres

- l'amendement de l'accord de credit qui est intervenu le 17 decembre 1993 afin de permettre
le financement h 100% des charges de fonctionnement du projet ;

- ]a negociation des fonds neerlandais pour le remboursement des fonds de contrepartie et des
fonds gel6s au niveau de la BDRN pendant une periode ou le Niger connait des graves
tensions de tresorerie.

Ces-deux situations ont favorise la rdalisation de certaines activites.

- l'acceptation des deux (2) prolongations du projet en 1993 et en 1994 afin de permettre
d'executer les activit6s prevues et surtout de pouvoir utiliser le reliquat du credit

RAPPO7.MiDA
Ma- I 16 - 15 -



- la disponibilits de la mission residente qui a favorise I'acceleration du traitement de certains
dossiers.

B. Les decisions qui ont freine l'execution du projet son-:

- le niveau sleve de la contrepartie a verse par le Niger eu sgard a ]a situation financiere du
pays qui a entrain6 le gel du ormpte special par la Banque dG fait du financement des
activites non eligibles sur ce compte, cela sur une periode d'un (1) an ;

- la non prise par |a Banque de decisions fermes pour l'application des recommandations
contenues dans les aides memoires des missions de supervision, d'oO Ia non prise de
decision par la partie nigerienne

- la lenteur des reponses du Bureau de decaissement qui tardent a venir et certains telex qui
n'ont jamais eu de r6ponse

- le changement d'ecuipe de supervision "Task manager" a constitue egalement un frein [ Ia
poursuite de certaines activites programm6es.

2. APPRECIATION DE L'ACTION DU GOUVERNEMENT

A. Les decisions qui ont favorise l'execution du projet au niveau du Gouvernement peuvent 8tre
listees de Ia facon suivante :

- les efforts de paiement des fonds de contrepartie, le remboursement des factures litigieuses
non eligibles et des fonds non justifies et deceles par l'Inspection des finances.

- le changement du responsable, coordinateur du projet et du comptable a accelere l'execution
des activites du projet;

- le recrutement du conseiller en gestion et du conseiller en Genie Civil

- 'elaboration a partir de 1992 d'un plan de passation des marches, ce qui a permis
l'amelioration des demarches dans la preparation et le lancement des Appels d'offres pour
la fourniture des m6dicaments, mobiliers de bureau, fournitures de bureau, equipements
medicaux et logistiques

- l'initiative du gouvernement concernant l'utilisation du reliquat des fonds de contrepartie pour
la rehabilitation des magasins de I'ONPPC pour le stockage des medicaments essentiels
gen6riques, l'achat de vaccins contre la meningite

B. Pour les decisions qui ont freine l'ex6cution du projet, nous pouvons citer comme exemple:

- le changement intempestif des coordonnateurs des programmes finances par le projet.
Certains coordonnateurs sont chang6 tous les ans ;

- - l'absence de fonds de contrepartie qui a freine le deroulement de certaines activites

- [a non exploitation du rapport d'evaluation 6 mi-parcours realise par le gouvernement
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- la succession des Ministres de la Sante suite aux differents changement du gouvernement
intervenu dans !a p=riode. Le projet en a connu 8 et chacun en ce qui le concerne a essayer
d'imprimer sa demarche a l'execution du projet ;

- la non application et parfois dans les delais, des recommandations formulees par les missions -r
de supervision.

- l'insuffisance du suivi des travaux de construction et de rehabilitation par le Ministere de
I'Equipement.

- 'exigence de l'ORTN du paiement de la diffusion des spots de sensibilisation au m6me tarif
que celui applicable aux publicites.

3. EVALUATION DE L'EFFICACITE ET DE LA QUALITE DES RELATIONS ENTRE LA BANQUE ET LE
GOUVERNEMEN 1T

Pour l'efficacite des relations entre les deux parties, il y a lieu de noter qu'elles etaient de bonne
qualite car le projet a eu a financer des requ~tes du gouvernement qui ne figurent pas dans les
programmes. Il s'agit notamment des activites de lutte contre les MST-SIDA, les medicaments anti-
tuberculeux, l'enquete jeunesse, et le recensement general de la Population.

Le projet a eu pallier a certaines insuffisances de financement des autres partenaires (Externes et
Internes) dans les domaines des contraceptifs, des bourses de formation, des vaccins et certaines
constructions de formation sanitaire.

Les points qui ont ternie une certaine p6riode l'image de cette collaboration fructueuse etait la
mauvaise gestion du projet qul a 6t6 mentionnee plus d'une fois dans les aides m6moires, mais pour
laquelle la r6action du gouvernement r'est intervenue que tardivement; et l'absence d'analyse
critique de l'evaluation mi-parcours.

4. EVALUATION DES PERFORMANCES DES DIFFERENTES INSTITUTIONS, BUREAUX D'ETUDES
ET CONSULTANTS

Dans ce domaine les actions de soutien aux activites du projet ont 6te d'efficacita moindre du fait
que

- ]'assistance technique ne repondait pas toujours aux competences requises. Cette
insuffisance de cornotence se retrouve parfois dans la non precision des missions attendues
de I'Assistant dans les termes de r6fdrence. C'est ainsi que le projet a recrute pour les deux
(2) premieres ann6es d'activites un assistant technique qui s'est charge uniquement de ]a
planification alors qu'il devait aider a la gestion du projet. Apres son depart en 1989, ce
n'est qu'en 1993 qu'un conseiller en gestion et un autre en g6nie civil ont ete recrutes par
le projet ;

- l'insuffisance de la comp6tence des cabinets d'6tudes locaux : Cabinets choisis pour aider
le Ministere de ia Sant6 Publique 6 elaborer des etudes regionales de sants et une politique
en matiere de nutrition. Ces cabinets n'ont pas ete 6 ]a hauteur des resultats attendus

-- la non satisfaction dans les delais des prestations des institutions et agences d'execution
(UNICEF, FNUAP, NIGETIP).
* Avec I'UNICEF, le projet a signe en 1993 un contrat d'acquisition de materiel de chaine
de froid et de vaccination. Ce contrat ne s'est pas derouI comme convenu dans le temps
imparti. Certains equipements n'ont et6 livre qu'en 1995.
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* Pour le FNUAP ii s'agit d'un contrat de fourniture de contraceptif dont les quantites
command6es n'ont pas ste livrees en totalitd.
* L'utilisation de NIGETIP comme agence d'execution des travaux de genie civil ne s'est pas
deroulde comme souhaiter. On note une insuffisance dans le suivi des travaux et un retard
dans la reception des travaux.

IV. EVALUATION ECONOMIQUE ET FINANCIERE DU PROJET

1. COUT TOTAL DU PROJET

A. L'accord de credit signe le 14 avril 1986 prevoyait un financement de I'IDA n concurrence
de 25,1 millions de DTS soit (10.714.396.000 fcfa) et la contrepartie nigerienne s'eleve 6 1,3
millions de DTS soit 1,5 millions de dollars US. Le coCt total de base du projet 6tait de 26,4 millions
de DTS soit 29,3 millions de dollars US. Le remboursement du pret par la partie nig6rienne se fera
par semestre a partir du 15 mai 1996 pendant 40 ans.

Le coCt de base est de 9,27 milliards de fcfa. Au cours de l'execution du projet, certaines
composantes ont et6 plus importantes que d'autres et les montants alloues pour certaines
composantes ont connu un rythme de consommation lent. Ce qui a non seulement entrain6 une
nojvelle reaffectation des fonds 6 partir de 1993, mais aussi une prolongation de la duree du projet
de juin 1993 a juin 1995.

B. La contrepartie initialement pr6vue dans le projet a 6t6 estim6e 6 577,5 millions de FCfa en
1986. Au cours de l'exacution du projet, des entorses ont ete d6celees, ayant conduit au
remboursement par I'Etat des depenses non eligibles et des fonds detournes par [a structure de
gestion.

Malgr6 [a situation financiere du pays, et aussi de la contribution de certains partenaires
(Nerlandais) des efforts de paiement ont ete fait par l'Etat nigerien pour financer les realisation des
fonds de contrepartie 2 concurrence de 997,180 millions de fcfa au lieu de 577,5 millions de fcfa.

2, COUTS RECURRENTS ENGENDRES

L'intervention du projet a porte sur plusieurs domaines et a permis le renforcement des programmes
et des directions du Miinistere de la Sant6. Pour les differents coOts engendres par le projet, les
commentaires suivants peuvent etre faits :

- Infrastructures : Dans ce domaine le projet a engendre tres peu de cocits recurrents, car les
activites financdes concernent uniquement la rehabilitation des formations sanitaires
existantes et l- finition des chantiers en cours.

- Logistiques : Pr!s de 82 vehicules ont ete achetes et rnis & [a disposition du MSP 6 travers
les programmes dont I'ONPPC a b6neficie de 5 vehicules. Actuellement plusieurs de ces
vehicules sont r6formes ou enleves par les rebelles principalement dans les departements de
Tahoua, Agadez et Tillaberi.

- Materiels techniques : la prise en charge des coits d'entretien de tous les materiels mis au
niveau des formations sanitaires de base et des h6pitaux est faite sur le budget de
forctionnement de l'Etat et des etablissements disposant d'une autonomie de gestion (EPA,
EPIC).

- Formation : les agents formes sont pour la plus part des fonctionnaires et beneficient d'une
legere augmentation de salaire 6 leur retour.
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Le projet n'a pas engendre des coits recurrents eleves, mais il s'est trouv6 dans une situation de
substitution, car il a pris en charge des dApenses que le budget de fonctionnement n'6tait pas &
mesure de financer a cause des problemes de tresorerie que connait l'Etat (Fournitures de bureau,
Carburant...).

V. PERSPECTIVES POUR UN NOUVEAU PROJET

1. Pour une meilleure coordination et une integration du projet nous recommandons:

- le rattachement du bureau du projet b [a DEP,
- la cr6ation d'un comits technique de suivi qui pourrait 8tre compose du Responsable du

bureau du projet ou son Representant, des Directeurs centraux (ou leurs Representants), les
directeurs d6partementaux de la sant6, concern6s par les actions du projet.

2. Pour la formation du personnel, une meilleure programmation, et une gestion efficace avec
un fichier a jour, permettront de mieux connaitre l'effectif ayant bendficier de'la formation et les
lieux d'affectation pour un meilleur suivi de la carriere apres sp6cialisation.

3. Pour les supervisions, stant donn6 le changement intervenu dans [a politique (int6gration des
acti~vites) une politique de supervision comprenant la grille, la periode devrait 8tre elaboree par
niveau. La mise en oeuvre du programme de supervision ne doit pas 8tre vue comme du
fonctionnement, mais comme de l'investissement car c'est le suivi des reformes qui determinera la
r6ussite des programmes d'action.

4. Pour l'acquisition des matdriels, 6quipements et pieces d6tach6es par Appel d'offres il
faudrait preciser les specifications techniques et surtout executer les marches dans les delais afin
d'eviter Ia constitution de stock de pieces detachses obsoletes. Aussi pour des pieces non
standards, il serait beaucoup plus indiquer de donner la possibilit6 aux structures de commander
directement au niveau des fournisseurs locaux.

5. Pour les contrats d'Assistance technique, de prestation de services et d'acquisition de biens
a travers certaines institutions (FNUAP, UNICEF, NIGETIP....), le bureau de projet doit s'assurer de
Ia disponibilit6 de ces dernieres s executer et suivre dans les delais les contrats.

6. Dans le cadre de la gestion du projet, un fichier des immobilisations devrait 8tre mis en place
tous les niveaux. Et un suivi de la gestion des biens achetes devrait etre men6 par le bureau du

projet de facon reguliere.

7. Pour une nouvelle phase du projet, d'autres reformes structurelles devront etre envisag6es
afin de privil6gier la mise en oeuvre effective de la politique sanitaire actuelle qui prone I'approche
decentralisee tout en garantissant un appui aux trois niveaux de la pyramide sanitaire : District,
Intermediaire, Central.

Ce qui n6cessitera :

- la sensibilisation de la population
- la mise en place effective des 6quipes cadres de districts et des structures complementaires,
- la mise en place des organes de participation communautaire,
- .la realisation d'une 6tude sur la Gestion des ressources financieres et humaines
- la prise en compte des problemes nutritionnels au niveau communautaire.

RAPP;.TJDA
May 2. 1998 - 9 -



8. Aussi ii est souhaitable de

- definir au prealable et d'une facon claire et precise les missions du bureau du projet en tenant
compte du conte xte sccio-economique du moment, de l'ampleur du projet et de la nature des
activites b financer ;

- mettre en place une 6quipe com.petente et suffisante avec des attributions claires pour
chacun des membres de l'equipe ;

- negocier correctement les accords de credits afin d'eviter les erreurs qui constitueront des
facteurs de blocage dans l'ex6cution du projet;

- envisager tous les scnarios d'execution des projets afin de pouvoir r6duire la part financiere
qui doit revenir au pays b une participation symbolique dans la mise en oeuvre.

VI. CONCLUSIO

Le projet sant6 a realise des performances remarquables au niveau du systeme de sante et ce malgre
les enormes difficult6s v6cues au cours de sa mise en oeuvre. I a notamment permis de mettre 6
la disposition des populations des services de sante de qualite.

Des lecons ont 6t6 tirees au cours de son ex6cution, ce qui a conduit le Ministere de la Sante
Publique a definir une nouvelle politique de developpement en se basant sur le developpement du
district. Les interventions futures dans le secteur sante commenceront par la base afin de les rendre
autonome dans le cadre de la decentralisation des services de sante. Ces interventions se feront
de concert avec [a participation des communaut6s.

VII. ANNEXES

- Annexe N° 1 Rapport d'dvaluation finale - Interne

- Annexe N° 2 Rapport d'6valuation finale - Externe :eabore par le Cabinet Sekou et Associes.
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TAUX DE CHANGE
(Juin 1995)

Unitd mondtaire = franc CFA (FCFA)

Le franc CFA est rattachd au franc frangais (FF) au taux de FF I pour FCFA 100, suite A la divaluation du
franc CFA intervenue le 12 janvier 1994. Ce taux itait pricidemment de FF I pour FCFA 50. Le franc
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I DTS = 1,496 dollar

POIDS ET MESURES

Systeme mdtrique

EXERCICE BUDGETAIRE DE L'EMPRUNTEUR

l" octobre - 30 septembre

A V IONS ET SIGLES

ARIEP Antennes regionales de l'iducation pour la sante
BDRN Banque de ddveloppement de la Ripublique du Niger
BP Bureau du projet
CNAT Centre national antituberculeux
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Preface

Le present document constitue le Rapport de fm d'exdcution (RFE) du Projet de
sant6 du Niger, pour lequel un crddit d'un montant de 25,1 millions de DTS (Crddit 1668-
NIR), reprdsentant la contre-valeur de 27,8 millions de dollars, a dtd approuvd le
20 mars 1986. Le Crddit est entr6 en vigueur le 3 novembre 1986. Plusieurs raisons,
notamment la ddvaluation intervenue en janvier 1994, qui a eu des rdpercussions sur
plusieurs composantes, expliquent que la cl6ture du projet soit intervenue 24 mois apres
la date initialement prdvue, soit le 30juin 1995 au lieu du 30juin 1993. Sur les 25,1
millions de DTS du montant total negocid du crddit, 24,8 millions (soit l'dquivalent de
37,1 millions de dollars) ont d66 decaissds, et 0,32 million de DTS ont dte annuIds, dont
0,3 million pour cause d'irrdgularite dans la passation des march6s, et 0,02 million parce
qu'ils n'avaient pas 6td utilisds i la date de cl6ture.

Le RFE a dtd prepard par une dquipe dirig6e par Mme Denise Vaillancourt (Chef
de projet, AF4PH) de la Rdgion Afrique, qui comprenait plusieurs membres de la mission
d'achevement : Mme Johanne Angers (analyste opdrations, AF4PH), Mme Regina Amadi
(consultante) et M. Aboubacar Magassouba (consultant). Il a 6th revu par MM. I. Porter,
Chef de division (AF4PH) et F. Kaps, conseiller opdrations (AF4DR). L'Emprunteur a
soumis, au titre de sa contribution au RFE, un projet de rapport en date du
11 septembre 1995, et a accept6 le RFE dans une lettre en date du [DATE]. Ces deux
documents sont fournis en annexe.

La preparation de ce RFE a commenced pendant la mission d'achevement de la
Banque, qui s'est ddroulde en juin-juillet 1995. Ce document a ete etabli a partir du
Rapport d'dvaluation, de l'Accord de credit de ddveloppement, des rapports
d'avancement de l'Emprunteur, des rapports de supervision de la Banque, de la
correspondance entre la Banque et l'Emprunteur, des dcritures correspondantes, des
sdminaires avec les diverses parties prenantes et les bindficiaires, et des entretiens qui ont
eu lieu avec de hauts responsables gouvernementaux, les parties prenantes et le personnel
de la Banque. L'Enprunteur a contribud A la prdparation du RFE en faisant part des iddes
exposdes dans l'aide-mdrnoire de la mission, en organisant et en appuyant une serie
d'dvaluations sur les diffdrents stades de la prdparation et de l'ex~cution du projet, qui
refldtaient des points de vues tres divers, notamment ceux des communautds, des
prestataires de services, du personnel technique et de gestion du Ministere de la santd au
niveau de l'administration centrale et des dipartements, des syndicats, et d'un dvaluateur
independant. Lors de la mission d'achbvement de la Banque, le Gouvernement a par
ailleurs organisi un s6minaire d'dvaluation au cours duquel ces divers points de vues ont
6td prdsentds et discutis. En outre, le Gouvernement a examine la version provisoire du
RFE et formul6 des observations sur son contenu.



RAPPORT DE FIN D'EXECUTION
REPUBLIQUE DU NIGER

PROJET DE SANTt
(Credit 1668-NIR)

RESUMt DE L'EVALUATION

1. R6le de la Banque dans le pays et dans le secteur. Le Niger est un grand pays
enclav6, qui est parmi les plus pauvres du monde et dont les indicateurs sociaux sont
parmi les plus bas de la r6gion du Sahel. La population, qui compte approximativement
50 % de jeunes de moins de 15 ans et croit au rythme de 3,3 % par an environ, avait, en
1994, un effectif d'environ 8,7 millions d'habitants. L'agriculture de subsistance a de
tout temps domind l'6conomie, l'61evage constituant une autre source importante de
revenu et de recettes d'exportation. Pendant le boom de l'uranium de la fin des
annies 70, le Niger a connu une pdriode de croissance rapide durant laquelle le secteur
public a jou6 un grand r6le dans l'6conomie. En 1981, l'effondrement des prix de
l'uranium a entrain6 un ralentissement de la production. Le creusement du d6ficit
budgitaire et du deficit extdrieur ainsi que l'accroissement des depenses publiques ont
encore accentud le marasme 6conomique. Les mauvaises politiques 6conomiques
conduites par le Gouvernement pendant la p6riode de prospdrit6 ont eu pour effet
d'introduire des dysfonctionnements structurels. Les difficult6s de financement risultant
de la politique depensiere mende pendant la piriode du boom de l'uranium ont mis en
relief la n6cessit6 de s'attaquer de toute urgence aux problemes structurels de l'economie.
Avec l'aide de la Banque mondiale, le Gouvernement a prdpare en 1986 un programme
d'ajustement structurel visant i retablir la croissance et i la maintenir a un niveau
minimum acceptable, i plus ou moins long terme. Ce programme pr6voyait notamment
des mesures destinees A accroitre 1'efficacite des investissements, a amiliorer l'affectation
des ressources et i mettre en valeur la base de ressources du pays (par. 1.1-1.2).

2. Le Projet de sant6 (Credit 1668-NIR), qui a marqu6 le d6but de l'intervention de
la Banque dans le secteur de la sante du Niger, a ete congu pour aider le Gouvernement a
atteindre ses objectifs d'ajustement structurel au niveau sectoriel, i savoir: a) employer
plus efficacement les ressources; b) mobiliser les ressources grace au recouvrement des
coOts; et c) r6former l'action des pouvoirs publics pour rdaliser des gains d'efficience et
d'efficacit6 dans l'ensemble du secteur de la sant6. Avant que ce credit n'entre en
vigueur le 3 novembre 1986, 28 crddits de l'IDA avaient 6t6 approuves en faveur du
Niger, pour un montant total equivalant i 343,7 millions de dollars, dont un crddit i
l'ajustement structurel d'un montant 6quivalant A 60 millions de dollars (par. 1.3).

3. Objectif du projet. Le projet avait pour objet d'aider l'Emprunteur A se doter
d'un secteur de la sant6 publique plus performant, notamment: a) en adoptant de bons
outils de planification des investissements et de recouvrement des coats; b) en 61aborant
et en appliquant des politiques de population, de nutrition, de soins de sant6 maternelle et
infantile et de lutte contre les maladies transmissibles, notamment le paludisme et les
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maladies diarrheiques; et c) en mettant en oeuvre des programmes de formation i
l'intention du personnel de santi (par. 2.1).

4. Description et composantes du projet. La Partie A du projet appuyait
l'ajustement du secteur de la santi en finangant: a) des dtudes visant A renforcer la
gestion financitre et opdrationnelle, i ameliorer le recouvrement des coots, les services
sanitaires de base et l'offre de mddicaments essentiels, et i formuler des politiques de
population et de nutrition; et b) des propositions pour la mise en oeuvre des politiques
slabordes sur la base des studes susmentionndes ou de 1'expdrience opdrationnelle. La
Partie B appuyait l'amdlioration des services de santi de base et de planification familiale
par le biais d'activitds destindes A: a) amdliorer les installations et renforcer les
programmes prioritaires; b) promouvoir l'education de base et les initiatives
communautaires dans les domaines de la sant6 et de la nutrition; et c) amdliorer les
qualifications du personnel de santi (par. 2.2).

5. Clauses du cridit et accords spiciaux. Des clauses ou accords speciaux 6taient
privus pour faciliter la realisation des objectifs du projet (Tableau 10). Plusieurs
conditions 6taient mises A 1'entrde en vigueur du crddit : a) ouverture, par l'intermddiaire
de I'ONPPC, d'un compte aupr6s d'une banque commerciale pour alimenter un fonds
renouvelable destini A financer Ie reapprovisionnement en chloroquine du programme de
lutte contre le paludisme; b) constitution d'un Bureau du projet dotd d'un personnel
suffisant et mise en place d'un systeme de comptabilit6 du projet; et c) ouverture d'un
compte sp6cial en monnaie nationale, et dip6t sur.ce compte d'un montant initial de
30 millions de francs CFA. Toutes ces conditions ont dtd satisfaites, et le projet est entr6
en vigueur le 3 novembre 1986. Les d6caissements dtaient subordonnds i plusieurs
conditions: a) les ddcaissements au titre de l'ex6cution des activitds proposses, sur la
base des risultats de 1'6tude ou de l'expdrience operationnelle tir6e du projet, 6taient
subordonnis i l'approbation par l'IDA des plans d'action priparis par Ie Gouvemement
en collaboration avec l'IDA et fondds sur une dtude de faisabilitd; et b) les dicaissements
pour I'achat de vaccins staient subordonnds i l'approbation par I'IDA des objectifs de
couverture proposds pour la campagne de vaccination de I'annde suivante (par. 2.3).

6. Changements convenus. En avril 1994, compte tenu du faible montant du solde
du crddit, il a 6td convenu de transfdrer certaines activitds qui devaient initialement e8tre
exdcutes dans le cadre du Projet de sante vers Ie Projet de population alors en cours
(Cr. 2630-NIR), A savoir: a) le programme de nutriion flui, cnerttement, prdvoyait de
former des professionnels de la sant6 et d'organiser des campagnes d'alphabdtisation et
de diffusion de la politique nationale; b) le programme d'dducation sanitaire; c) le
programme d'appui au ddveloppement social; d) le PEV et le programme de mobilisation
sociale; e) le programme de santd maternelle et infantile; et f) le programme de
planification familiale. Cinq des six 6tudes prdvues au titre de la Partie A du projet ont
td finalement financdes par un don de l'USAID au secteur de la santd, tout en continuant

de faire partie int6grante des activitis du projet. Contrairement A cc qui avait 6td prevu au
ddpart, c'est Ie Ministbre de la santd publique et des affaires sociales et non le Ministbre



du Plan qui a 6td charg6 de conduire et d'exdcuter les 6tudes sur les politiques. Un
certain nombre d'autres activitds du programme ont 616 finalement prises en charge par le
projet, notamment les activites lides A la lutte contre le VIHISIDA, l'achat de
m6dicaments antituberculeux, une 6tude sur les jeunes et le recensement de la population.
La date de cl6ture du projet a 6td report6e une premiere fois i 1993, et une seconde fois a
1994 (par. 2.4).

7. Amendements. A la demande du Gouvernement, deux amendements ont 6td
apportds en octobre 1987 i l'Accord de cr6dit de developpement pour aider i financer le
recensement. Un montant dquivalant i 750 millions de francs CFA a 6t6 ddbloqud en
deux tranches d6posdes au compte special (Compte special B) g6rd par le Ministere du
Plan. Un autre amendement a 6td apporte en dicembre 1993 pour autoriser le
financement i 100 % des coats de fonctionnement du BP par l'IDA (par. 2.5).

8. tvaluation de l'objectif du projet. L'objectif du projet s'inscrivait dans le droit
fil de la stratdgie de relance et de ddveloppement dconomique du Niger, laquelle reposait
sur l'adoption d'un programme d'ajustement structurel et repondait au souci de remddier
aux problemes prioritaires du pays dans le domaine de la sante. 11 n'en 6tait pas moins
ambitieux, en ce sens qu'il pr6voyait des interventions simultandes i tous les niveaux du
secteur de la sant6 (politique, conception et prestation de services, am6lioration des
qualifications du personnel, infrastructure, etc.) dans un pays dot6 de moyens
institutionnels et gestionnels tres modestes et dans lequel la Banque n'avait que peu
d'experience operationnelle, voire aucune expirience du tout (Tableau 2). Le projet (en
particulier la Partie A) a 616, en revanche, congu de manibre suffisamment souple pour
permettre l'application imm6diate des enseignements tir6s (par. 2.6).

EXPERIENCE ET RtSULTATS DE L'EXECUTION

9. Evaluation du succes et de la viabilit6 du projet. L'objectif qui 6tait d'aider le
Gouvernement i inserer la r6forme du secteur de la santi dans le cadre global de son
programme d'ajustement structurel a 6 en grande partie atteint. Des 6tudes visant i
amdliorer la politique sectorielle ont 6t6 realisdes et ont permis de formuler et de mettre
en oeuvre certaines reformes clds; c'est ainsi que les h6pitaux se sont vu accorder une
plus grande autonomie financiere et gestionnelle, et que le processus d'amelioration des
mecanismes de mobilisation des ressources et de gestion hospitaliere a 6t6 acc6l6rd; qu'un
texte de loi sur le recouvrement des coats du secteur non hospitalier a 6 adopt6 en juin
1995; que les communaut6s ont 6td plus 6troitement. assocides au financement et i la
gestion des services de sant6; et qu'un plan sectoriel s'inspirant de l'approche sanitaire de
district (decentralisde) a 6td dlabord. La plupart des autres objectifs du programme ont 6
en grande partie atteints. Les investissements rdalis6s dans le cadre du projet pour
amdliorer les qualifications techniques des prestataires de services et renforcer
l'infrastructure de certaines installations sanitaires ont contribu6 i am6liorer la qualite et
la couverture des services de sante de base. En outre, un certain nombre de programmes
et de services prioritaires de sant6 ont 6t6 renforcds grace A l'amdlioration de la gestion
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strat6gique et aux efforts faits pour appuyer directement les activites d'ex6cution. En

revanche, les objectifs en matiere de couverture de vaccination et de formation n'ont pas
6 entierement atteints (par. 3.1-3.4).

10. Tout porte a croire q1ue les actions mendes dans ie cadre du pr.p seront viables,
non seulement parce que le pr et a permis de renforcer les capacitds de gestion, mais
aussi parce qu'il a montr6 l'existence d'un poe.:ntiel de mobilisation des ressources par le

recouvrement des cofits. Ce que l'on a appris de la conception et de la rdalisation
d'6tudes et de travaux de recherche opdrationnelle, ainsi que de l'61aboration et de la mise

en oeuvre des rdformes de politique en r6sultant, a contribud i amdliorer

considdrablement la capacite de gestion strat6gique du Ministere de la sant6. Les

capacit6s ont aussi 6 renforces par l'effort de formation A long terme consenti dans le

cadre du projet en matiere de planification, de gestion et de santi publique, et par la

crdation de directions chargdes de la planification du secteur de la sante et de la reforme

de l'action des pouvoirs publics dans le secteur pharmaceutique. La qualit6 de la

Strategie de ddveloppement du secteur de la sant6 pour la pdriode 1994-2000 en dit long

sur le renforcement des capacitds du Ministere de la santd. Etablis sans quasiment aucune

aide extirieure, le diagnostic sur la situation et les problemes du secteur, ainsi que les

mesures proposdes pour y remddier, ont 6 tres bien prdpares, tiennent compte des

enseignements tir6s de l'ex6cution du projet lui-mime, ainsi que d'autres opdrations, et

sont i la base des interventions strategiques et bien coordonnees dans le secteur (par. 3.5).

11. Resum6 des cofits et modalites de financement. Lors de l'6valuation, le coat

estimatif total du projet (Tableau 7A) reprdsentait la contre-valeur de 29,3 millions de
dollars (nets d'imp6ts et de droits). La contribution de l'IDA 6tait alors estim6e A

27,8 millions de dollars, et celle de l'Etat, A 1,5 million. Au moment de la pr6paration du

RFE, le montant total du crddit d6caissd (37,1 millions de dollars) avait ddpassd la somme

privue lors de 'dvaluation, du fait des variations du taux de change entre le dollar et le

DTS (Tableau 4). La contribution de l'Etat, telle qu'indiqu6e dans le dernier rapport

d'audit en date du 30 juin 1995, atteignait la contre-valeur de 1,6 million de dollars, soit

un montant supdrieur A celui qui avait 6:6 prdvu a l'6valuation. L'USAID a fourni, sous

forme de don au secteur de la sant6, une contribution 6quivalant A 1,2 million de dollars

pour financer cinq 6tudes au titre de la Partie A du projet. La ddvaluation du franc CFA

intervenue en janvier 1994 a pouss6 les bailleurs de fonds A fournir des financements

suppldmentaires, ce qui a considdrablement aplani les difficultds lides A l'obtention de

fonds de contrepartie. En mai 1994, le Royaume des Pays-Bas a accord6 une aide

dquivalant A 770.000 dollars a l'appui du budget du projet (par. 3.6-3.8).
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12. Programme d'execution. La prdparation du projet a 6td relativement longue:
cinq annees se sont 6coul6es entre la date de la premiere mission de reconnaissance
(mai 1980) et celle de la mission d'dvaluation (juin 1985) (Tableau 3). La date d'entrde
en vigueur du projet, initialement fixde au 14 juillet 1986, a d6 reportde au
3 novembre 1986, certaines des conditions d'entrde en vigueur n'ayant pas dt satisfaites
i temps. Le crddit, qui devait au ddpart etre clos le 30 juin 1993, ne l'a finalement 6
que le 30 juin 1995, la date de cl6ture ayant 6 repoussde i deux reprises. Le dernier
decaissement au titre d'un engagement a 6 effectud le 14 novembre 1995. Le solde de
0,02 million de DTS (soit l'dquivalent d'environ 0,03 million de dollars) a 4td annuld le
14 novembre 1995 (par. 3.9).

13. Variation des cofits. Plusieurs raisons expliquent que les cofits aient vari6 entre
la date de I'evaluation (juin 1985) et celle de la cl6ture du projet (juin 1995)
(Tableaux 7A et 7B): a) le projet a ddmarr6 cinq ans apres la date prdvue et la date de
clature a dtd retard6e de deux ans; b) la ddvaluation de 1994 a pes6 sur le coat des travaux
de construction et du matdriel; et c) le projet a dfi appuyer des activitis qui n'avaient pas
6td prdvues i l'6valuation, comme le renforcement de la DEP, de la DPhL, de l'ONPPC,
du programme de lutte contre les MST/SIDA, et le financement partiel du recensement de
population de 1988 (par. 3.7).

14. Principaux facteurs ayant affect6 l'ex6cution. Trois types de facteurs ont influ6
sur la capacit6 d'exdcution du Gouvernement: les 6vdnements politiques; les contraintes
financieres; et les contraintes d'organisation et de gestion. Le processus de
ddmocratisation, qui s'est d6rould en mEme temps que le projet, a provoqud le
ralentissement, voire le blocage, de I'activiti dans tous les secteurs. Le rythme auquel se
sont succede les Ministres de la santi pendant la dur6e de vie du projet (huit ministres en
neuf ans) a occasionnd de nombreux retards, les objectifs et l'avancement du projet 6tant
systdmatiquement rdexamines et remis en cause par chaque nouveau Ministre. Les
contraintes fmancieres se sont manifestdes de diverses manibres, que ce soit par l'absence
de fonds de contrepartie ou par des problemes de tr6sorerie. En outre, l'inflation, attisde
par la ddvaluation de 1994 du franc CFA, a poussd l'Etat i accroitre fortement sa
participation fnancibre globale. Ces difficultds fmanciares ont 6td attenudes par le fait
qu'un amendement a dtd apport6 i I'Accord de crddit de developpement pour permettre le
financement i 100 % des cofits de fonctionnement du BP, et grace i un Accord de don
hollandais servant i financer les cofits en monnaie nationale. La capacit6 de gestion et
d'organisation n6cessaire pour exdcuter un projet d'une telle ampleur et d'une telle
complexit6 6tait insuffisante. L'extreme centralisation du Ministbre de la sants, le poids
des formalit6s et des procddures administratives et la structure verticale des programmes
sanitaires expliquent que les services decentralis6s de I'administration n'aient iti, dans le
meilleur des cas, que des spectateurs de l'exdcution du projet. Depuis le lancement du
projet jusqu'en 1991, le BP a 616 en proie i de graves difficultds gestionnelles et
fmancieres et a vu se succdder un grand nombre de coordonnateurs, ce qui a
considdrablement retardd l'exdcution du projet. L'embauche en 1992 d'un nouveau
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coordonnateur et d'un assistant technique pour le BP a cependant dynamis6 l'exdcution et

acc616r6 la r6alisation des objectifs fix6s (par. 3.10-3.12).

des performances de la Banque et de I'Empruntir. Le projet a
15. tvaluation es rfo tait compatible avec la stratdgie de Banque pot le

pays et avec ia stratgie de relance et de ddveloppement economique du Niger, laqu le

ptait subordon e l'adoptio d'un programme d'ajustement structurel. La Banqu a

adopt6 une approche globale en replarat le projet dans le contexte de la rdforme du

secteur de la sant au Niger, qui s'inscrit elle-meme dans le cadre du programme

d'ajustement structurel du pays. L'6valuation et la conception du projet ont 6

satisfaisantes. Mais les moyens institutionnels a mettre en oeuvre pour executer un projet

de ce type ont i sous-estimes. La supervision du projet a laiss6 a d6sirer. Alors qu'il

s' agissait de a premi6re intervention de ia Banque dans le secteur de la sant6 du Niger,

l'institution n'a pas affec tsuffisamment de ressources aux missions de supervision, tant

du point de vue quantitatif que du point de vue du dosage des compdtences n6cessaires

pour rdgler les grands problqmes d'ex cutiof, en particulier ceux ayant trait A la gestion

financire (par. 3.13). La performance du Gouvernement nigdrien pour ce qui est de la

prfparation du projet a 6t6 satisfaisante. C'est pour beaucoup i sa volontd de rdforme en

g6nral, et i son attachement au projet en particulier, que l'on doit les succes et les

rdsultats enregistrra, et ce, en d6pit de la capacit6 gestionnelle et institutionnelle limit6e

du Niger et de ses maigres ressources financieres. Le Gouvernement a travaill6 en

collaboration dtroite avec a Banque l'identification et i la prdparation du projet. Une

note gnirale de 2 i 3 a d66 decernie au projet pour 1'excution, laquelle a 6td jugde

globalement satisfaisante (par. 3.14-3.15).

16. EvaluatiOn des risultats du projet. En d6pit du contexte politique et

6conomique extrmement difficile cans lequel s'est ddroulee l'execution, et malgrd la

rotation rapide des membres de l'iquipe du projet, des coordonnateurs du programme et

des ministres, le projet s'est sold. par un certan nombre de ralisations. Tous les

objectifs n'ont, certes, pas t6 atteints, mais d'importants progr~s ont 6 rdalises en

matie d'assistace, en particulier du point de vue de la contribution du projet i la

formulation des politiques et c la rforme, ainsi qu'au renforcement des capacitds de

planification et de prestation de services (paras. 3.16-3.18).

CE QUI RESSORT DE L'EXtCUTION DU PROJET

17. On ne saurait assez souligner l'importance .de la supervision du personnel de

sant6 En ''absence de l'appui technique et du suivi qu'un programme de supervision

bien conu aurait d assurer, les investissements destin6s i amdliorer la qualiti des

services (infrastructures conception de programmes et formation) n'ont pas dti pleinement

exploits ni consocid~s. De mme, les investissements de formation n'ayant fait l'objet

d'aucul suivi ni d'aucune valuation, le Ministere de la sant6 n'a pas pu optimiser les

computencs nouvellement acquises juger de l'utilit6 de la formation pour orienter les

futurs investissements lans ce domaine. Faute d'une politique clairement ddfinie pour
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promouvoir l'action preventive et l'6ducation sanitaire, ces aspects ont 6ti n6glig6s et
n'ont reeu qu'un rang de prioritd faible dans le cadre du projet, alors qu'ils avaient dtd
jugds importants lors de la conception et dans les documents relatifs au projet. La qualit6
des services aurait gagnd i ce que l'on s'intdresse davantage i tous ces aspects -
supervision, dvaluation de la formation et politique de prdvention et de promotion

(par. 4.1-4.2).

18. Il est apparu que la performance du secteur est davantage tributaire des moyens
gestionnels et institutionnels que des ressources disponibles. Il faut s'attacher davantage
i ddvelopper les capacitds de gestion des ressources et de gestion strategique
dicentralisde pour accroitre l'efficaciti du secteur. A cet dgard, il importe aussi de
ddcentraliser et d'integrer les programmes et les services, ainsi que de clarifier les
attributions et les responsabilitds A tous les niveaux de la pyramide sanitaire et de veiller i
leur compldmentaritd. Il faudra preter davantage attention au renforcement des
institutions et des capacitds de gestion dans les interventions futures. A partir du moment
ou elles participent au financement du projet, les communautds s'intdressent davantage i
la prestation de services sanitaires et sont plus exigeantes, ce qui oblige les services
publics i se soucier davantage des besoins des clients. Il faudra encourager et soutenir
ces nouveaux comportements dans les operations futures (par. 4.3-4.4).

OPERATIONS FUTURES ET VIABILITt A LONG TERME

19. Le Gouvernement et les autres parties prenantes ont longuement discute de la
manibre dont on pourrait mettre i profit les leeons apprises dans le cadre des futurs
investissements sectoriels, ddmarche au coeur du processus d'6valuation participative. Il
est encourageant de constater que tant le Gouvernement que la Banque ont tenu compte
de ces enseignements dans leurs strategies pour ce qui est de la conception et de la mise
en oeuvre de leurs futures interventions sanitaires au Niger. Le Plan de ddveloppement
du secteur de la santi pour la periode 1994-2000 reprend l'essentiel d'un certain nombre
d'enseignements tirds de la premiere opdration et tient notamment compte de la
ndcessite : a) de dicentraliser la gestion et I'administration du secteur et de mieux intdgrer
services et programmes en criant et en appuyant des districts sanitaires; b) de renforcer la
capacitd de gestion stratdgique et de gestion des ressources; et c) de juger du potentiel
(souvent inexploitd) des diverses parties prenantes et de tous ceux qui contribuent i la
performance du secteur et d'en tirer plus pleinement parti. Les discussions qui ont eu lieu
pendant la mission du RFE ont insistd sur certains points qui se sont rdvdlds importants
pour amdliorer ce Plan, notamment qu'il fallait fixer des objectifs plus rdalistes, classer
les interventions par rang de prioritd, instaurer un processus de planification i horizon
mobile qui serait revu et rivise chaque annie, et estimer (et minimiser) les
investissements et les charges recurrentes. Le renforcement des capacitis et la
mobilisation des ressources i l'actif du projet assureront la perennitd de l'opdration et de
celles qui la suivront (par. 4.5-4.7).
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LECONS A TIRER POUR LES FUTURS PROJETS DANS LE SECTEUR AU

NIGER

20. Conception et mise en oeuvre du projet. Les objectifs du projet devraient 6tre

suffisamment modestes et reposer sur une bonne connaissance ", -onditions existantes.

Ils devraient 6tre A la mesure des ressources mises A la disposition des dquipes du projet et

du programme. Objectifs et indicateurs devraient tre clairement fix6s des le ddpart. Les

principales parties prenantes devraient etre identifides des le ddbut du processus et

assocides A tous les stades de la conception et de la mise en oeuvre. La conception et le

calcul des coCits du projet devraient 6tre guidds par le souci de d6penser le moins possible.

Une planification i horizon mobile donnerait A la fois plus de rigueur et de souplesse A la

phase d'exdcution. Quant A la capacit6 institutionnelle, une 6valuation plus globale et

rigoureuse aurait permis de modifier la conception du projet et de prdvoir des mesures

pour renforcer cette capacit6 (par. 4.8).

21. Gestion du projet. On retiendra trois grandes leeons : l'6quipe du projet doit 6tre

bien rompue aux procddures et aux exigences de la Banque; il faut amdliorer les

micanismes de coordination et de communication; et il faut minimiser la rotation du

personnel de gestion des programmes et des prestataires de services. L'ex6cution a aussi

rev616 qu'il importait d'intdgrer et d'insdrer davantage les activitds du projet dans le cadre

des opdrations du Ministere de la sant6, tant A l'dchelon central qu'au niveau des services

ddcentralisds. 11 faudrait savoir mieux exploiter les occasions de r6gler rapidement les

problemes d'exdcution. A cet dgard, la procedure d'examen i mi-parcours aurait pu 6tre

utilis6e de maniere plus efficace. L'6tablissement r6gulier de rapports (trimestriels ou

semestriels) sur l'exdcution du projet pourrait aussi servir i cerner et i rdsoudre les

problemes dventuels (par. 4.9).



RAPPORT DE FIN D'EXZCUTION
REPUBLIQUE DU NIGER

PROJET DE SANTE
(Cr6dit 1668-NIR)

PARTIE I: EVALUATION DE L'EXtCUTION DU PROJET

A. INTRODUCTION

1. Cadre macroiconomique

1.1 Le Niger est un grand pays enclav6, situd a 600 km du littoral le plus proche et
couvrant une superficie de 1.270.000 km2, qui est parmi les plus pauvres du monde. La
population, qui compte approximativement 50 % de jeunes de moins de 15 ans et croft au
rythme de 3,3 % par an environ, avait, en 1994, un effectif d'environ 8,7 millions
d'habitants. Les indicateurs sociaux du pays sont parmi les plus bas de la region du
Sahel. L'agriculture de subsistance a de tout temps domini l'6conomie, l'61evage
constituant une autre source importante de revenu et de recettes d'exportation. Hormis en
p6riode de sicheresse sahilienne, le pays est autosuffisant du point de vue de la
production vivribre de base.

1.2 La dicouverte de vastes gisements d'uranium A la fin des annies 60 a donne
naissance A un important secteur minier qui, i la faveur de la conjoncture extr6mement
porteuse du march6 mondial de la fin des anndes 70, a connu un essor rapide. A cette
6poque, l'uranium, qui representait 70 % des exportations, est devenu la principale source
de devises et de revenu de l'Etat (environ 12 %). En consequence, le Niger a connu une
pdriode de croissance rapide durant laquelle le secteur public a joue un r6le de premier
plan dans l'6conomie. Le boom de l'uranium a malheureusement pris fin en 1981, avec
l'effondrement des prix et le ralentissement de la production du pays. Le marasme
economique a 6t6 encore accentud par l'alourdissement du deficit budg6taire et du d6ficit
extdrieur, ainsi que par l'accroissement des depenses publiques. Les mauvaises
politiques dconomiques conduites par le Gouvernement pendant la pdriode de prosperite
ont eu pour effet d'introduire des dysfonctionnements structurels. Les difficult6s de
financement, qui ont t aggravies par les ddpenses excessives de l'Etat durant la pdriode
du boom de l'uranium, ont mis en relief la n6cessit6 de s'attaquer de toute urgence aux
problemes structurels de l'dconomie. Avec l'aide de la Banque mondiale, le
Gouvernement a prepard un programme d'ajustement structurel (exercice 86) visant A
retablir la croissance et i la maintenir i un niveau minimum acceptable, A plus ou moins
long terme. Ce programme privoyait notamment des mesures destindes A accroitre
l'efficacitd des investissements existants, i amdliorer l'affectation des ressources et i
mettre en valeur la base de ressources du pays.
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2. Rule de la Banque dans le secteur

1.3 Le projet de sante (Cridit 1668-NIR), qui a marque le d6but de l'intervention de
la Banque dans le secteur de la sante du Niger, a 6td coneu pour aider le Gouvernement i
atteindre ses objectifs d'ajustement au niveau sectoriel, i savoir : a) employer plus
efficacement les ressources; b) mobiliser les ressources grace au recouvrement des coats;
et c) rdformer l'action des pouvoirs publics pour realiser des gains d'efficience et
d'efficacite dans l'ensemble du secteur de la santd. Avant que ce crddit n'entre en
vigueur le 3 novembre 1986, 28 crddits de l'IDA avaient dte approuvis en faveur du
Niger, pour un montant total equivalant i 363,7 millions de dollars, dont un crddit i
l'ajustement structurel d'un montant dquivalant i 60 millions de dollars.

B. OBJECTIFS DU PROJET

1. Objectifs initiaux

2.1 Le projet avait pour objet d'aider l'Emprunteur i amdliorer la performance de son
secteur de la sant6 publique, notarnment grice : a) i l'adoption de bons outils de
planification des investissements et de recouvrement des coats; b) i l'dlaboration et A
l'application de politiques de population, de nutrition, de soins de sant6 maternelle et
infantile et de lutte contre les maladies transmissibles, notamment le paludisme et les
maladies diarrhdiques; et c) i la mise en oeuvre de programmes de formation i l'intention
du personnel de sant6.

2. Description et composantes du projet

2.2 La Partie A du projet appuyait l'ajustement du secteur de la santi en finangant:
a) des dtudes visant A renforcer la gestion financiire et opdrationnelle, i amdliorer le
recouvrement des cofits, les services sanitaires de base et l'offre de mddicaments
essentiels, ainsi qu'A 6laborer des politiques de population et de nutrition; et b) des
propositions pour la mise en oeuvre des politiques 6labordes sur la base des 6tudes
susmentionndes ou de l'expdrience opdrationnelle. La Partie B appuyait l'amdlioration
des services de santi de base et de planification familiale au travers d'activites visant :
a) i amdliorer les installations et A renforcer les programmes prioritaires; b) i promouvoir
l'education de base et les initiatives communautaires; et c) i ameliorer les qualifications
du personnel de sant6.

3. Clauses du cr6dit et accords spiciaux

2.3 Le projet prdvoyait des clauses ou accords sp6ciaux pour faciliter la rdalisation
des objectifs du projet (Tableau 10). L'entr6e en vigueur du credit etait subordonnde i
plusieurs conditions: a) ouverture, par l'interm&iaire de l'ONPPC, d'un compte aupr6s
d'une banque commerciale qui alimenterait un fonds renouvelable destin6 i financer le
riapprovisionnement en chloroquine du programme de lutte contre le paludisme;
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b) crdation d'un Bureau du projet dot6 d'un personnel suffisant, et mise en place d'un
systeme de comptabilite du projet; et c) ouverture d'un compte spdcial en monnaie
nationale, et ddp6t sur ce compte d'un montant initial de 30 millions de francs CFA.
Toutes ces conditions ont 616 satisfaites, et le projet est entr6 en vigueur le
3 novembre 1986. Les ddcaissement etaient subordonn6s aux conditions suivantes : a) les
d6caissements au titre de l'exdcution des activitds proposies, sur la base des rdsultats de
l'6tude ou de l'expdrience opdrationnelle tir6e du projet, 6taient autorises sous r6serve de
l'approbation par l'IDA des plans d'action prdpards par le Gouvernement en collaboration
avec l'IDA et fond6s sur une 6tude de faisabilit4; et b) les d6caissements pour l'achat de
vaccins 6taient subordonnds i l'approbation par l'IDA des objectifs de couverture
propos6s pour la campagne de vaccination de l'annde suivante.

2.4 Changements convenus. En avril 1994, compte tenu du faible montant du solde
du cridit, il a 6t convenu de transfdrer certaines des activitds qui devaient initialement
8tre ex6cutdes dans le cadre du projet de santi vers le projet de population alors en cours
(Cr. 2630-NIR), i savoir : a) le programme de nutrition qui, en l'occurrence, prdvoyait de
former des professionnels de la santi et d'organiser des campagnes d'alphab~tisation et
de diffusion de la politique nationale; b) le programme d'6ducation sanitaire; c) le
programme d'appui au ddveloppement social; d) le PEV et le programme de mobilisation
sociale; e) le programme de sant6 matemelle et infantile; et f) le programme de
planification familiale. Cinq des six 6tudes prdvues au titre de la Partie A du projet ont
finalement 6td financies par un don de I'USAID au secteur de la sants, tout en continuant
de faire partie intigrante des activitds du projet. Contrairement A ce qui avait 6t6 privu au
dipart, c'est le Minist&e de la santi publique et des affaires sociales, et non le Ministere
du Plan, qui a 4t6 charg6 de conduire et rialiser les 6tudes sur les politiques. Un certain
nombre d'autres activites ont 6 finalement prises en charge par le projet, notamment les
activitds lides i la lutte contre le VIH/SIDA, l'achat de midicaments antituberculeux, une
etude sur les jeunes et le recensement de la population. La date de cl6ture du projet a 6t6
reportde une premiere fois i 1993, et une seconde fois i 1994.

2.5 Amendements. Deux amendements seulement ont 6t6 apportes en
octobre 1987 i l'Accord de Crddit de Dveloppement, et ce, i la demande du
Gouvernement, pour aider i financer le recensement. Un montant 6quivalant i la
contre-valeur de 750 millions de francs CFA a 6t6 ddbloqu6 en deux tranches, qui ont 6t6
ddposses au compte sp6cial (Compte Special B) gird par le Ministere du Plan. Un autre
amendement a 6ti apportd en d6cembre 1993 pour autoriser le financement integral par
l'IDA des coats de fonctionnement du BP.

4. tvaluation des objectifs

2.6 Les objectifs du projet s'inscrivaient dans le droit fil de la strat6gie de relance et
de ddveloppement de l'conomie nigdrienne, laquelle reposait sur l'adoption d'un
programme d'ajustement structurel, et se voulaient une rdponse aux besoins pressants du
secteur. Ces objectifs - et la conception du projet qui en est rdsultde - n'en 6taient pas
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moins ambitieux, en ce sens qu'ils s'attaquaient simultandment i toute une serie de
problemes affectant le secteur de la sante i tous les niveaux (politique, conception et
prestation de services, amdlioration des qualifications du personnel, infrastructure, etc.)
dans un pays aux moyens institutionnels et gestionnels des plus modestes et dans lequel
la Banque n'avait qu'une experience opdrationnelle limit6e, voire inexistante (Tableau 2).
Ces objectifs n'ont 66 ni definis de fagon suffisamment claire, ni suffisarnent bien
compris de ceux qui etaient chargds de les realiser. S'agissant du premier projet sanitaire
de la Banque au Niger, la preparation, en particulier la fixation des objectifs, aurait
gagni : a) i ce que la capacitd d'execution de l'Emprunteur soit mieux dvalude; b) i ce
que les criteres/indicateurs de suivi de l'exdcution et de l'avancement du projet soient
ddfinis de maniere plus pricise, ce qui aurait dfi etre fait conjointement avec le Ministere
de la sante; c) i ce que l'on se fonde sur des donndes de rdfirence plus fiables pour fixer
des objectifs et des indicateurs rialistes; et d) i ce que les interventions d'autres bailleurs
de fonds dans le secteur (USAID, FNUAP, OMS, UNICEF, FAC) soient davantage
prises en compte. La coordination des actions sanitaires mendes par les diffdrents
bailleurs de fonds au Niger s'en serait trouvde renforcee. Dans 1'ensemble, les objectifs
ont cependant 6t6 suffisamment bien cibl6s pour que l'on parvienne au risultat souhaite,
comme, par exemple, la riforme de l'action des pouvoirs publics et son application i
l'ensemble du pays, ou les aminliorations apporties aux services prioritaires. En outre, le
projet (en particulier la Partie A) a it6 congu de maniere suffisamment souple pour
permettre l'application inundiate des legons de l'expdrience.

C. EXPERIENCE ET RESULTATS DE L'EXECUTION

1. Evaluation du succis et de Ia viabilit6 A long terme du projet

3.1 Objectifs de politique sectorielle. L'objectif qui dtait d'aider le Gouvernement
A ins6rer la rdforme du secteur de la sante dans le cadre global de son programme
d'ajustement structurel a 6t6 en grande partie atteint. Des dtudes visant A amdliorer la
politique sectorielle ont dtd realisdes et ont permis de formuler et de mettre en oeuvre
certaines rdformes cids (Tableau 6). C'est ainsi que les h6pitaux nationaux ont et6
transformds en dtablissements publics A caractere administratif et, i ce titre, se sont vu
accorder une plus grande autonomie financiere. Cette rdforme a eu pour effet d'amdliorer
la mobilisation des ressources et les pratiques de gestion hospitalibre. En juin 1995,
l'Assemblde nationale a adopte un texte de loi sur le recouvrement des cofits du secteur
non hospitalier (soins de sant4 primaire), qui incitait i mobiliser davantage les ressources
en faveur des soins de santi primaire et i mieux girer les ressources et les services. Des
6tudes pilotes ont d6ji montr6 que, comme dans d'autres Days, le fait pour les
communaut6s d'etre assocides au financement des services de santi et A la gestion des
montants recouvris donnait plus de poids i leurs demandes de services de qualitd et
incitait ainsi les intervenants du systeme sanitaire i se soucier davantage des besoins des
clients, donc i ameliorer cette qualitd. Les dtudes et les travaux de recherche
operationnelle mends dans le cadre de cette composante ont permis de mieux juger des
forces et des faiblesses du systhme sanitaire en place et d'dlaborer des politiques de
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nutrition, de fourniture de medicaments et de lutte contre le paludisme et les maladies
diarrh6iques. Toutes ces contributions se retrouvent dans le plan national de
developpement du secteur de la sante dlabore par le Gouvernement pour la
pdriode 1994-2000, qui fournit un cadre cohdrent pour la rdforme sectorielle et a permis
d'attirer et de bien coordonner l'aide exterieure en faveur du secteur.

3.2 Objecifs des programmes. Les investissements rdalisds dans le cadre du projet
pour amliorer les qualifications techniques des prestataires de services et renforcer
l'infrastructure et le matdriel technique de certaines installations sanitaires ont contribud i
amdliorer la qualit6 et la couverture des services de santi de base. En outre, un certain
nombre de programmes et de services prioritaires de sant6 ont 6t6 renforces grace a
l'amlioration de la gestion strategique et i l'appui direct consenti aux activitds
d'exdcution. A cet dgard, on peut citer, entre autres rialisations majeures, la crdation
d'un comite interministdriel de lutte contre le paludisme, la ddfinition d'une politique
nationale multisectorielle de nutrition, la mise en place d'un programme national de lutte
contre les maladies diarrhdiques, le renforcement du programme d'dducation sanitaire aux
niveaux central et d6partemental, ainsi que le lancement et le bon d6roulement du
mouvement de participation communautaire aux activitis ayant trait i la sant6 et i la
nutrition. Parmi les rdsultats quantiflables de ces interventions (presentds en d6tail au
Tableau 5), on peut citer le fait que les communaut6s ont pris davantage conscience de
leurs problemes de santd et s'efforcent concretement de les rdsoudre elles-mimes;
l'accroissement des taux de vaccination et du nombre des consultations prenatales; et
I'amelioration des indicateurs de santd maternelle.

3.3 Tous les objectifs n'ont cependant pas &t atteints. Les taux de vaccination et de
formation ont 6t6 infdrieurs de 45 % et 52 % respectivement aux objectifs fixes. Un plan
de supervision a bien 6td 6labore avec, comme prevu, un financement au titre de la
Partie A du projet, mais il n'a jamais dt6 mis en oeuvre. Les directions d6partementales
ont bien reeu l'dquipement et le materiel ndcessaires aux activitds d'6ducation sanitaire,
mais elles ne les utilisent pas de maniere efficace. Les bailleurs de fonds ne se sont pas
r6unis une seule fois pendant toute la durde du projet pour tenter de coordonner leur aide
au secteur, comme le privoyait l'Accord de crddit de ddveloppement. Quant au fonds
renouvelable pour l'approvisionnement en chloroquine, il n'a jamais fonctionn6
correctement.

3.4 Objectifs materiels. Parmi les rdalisations du projet, citons en particulier la
rdhabilitation du nombre d'installations sanitaires prevu i l'6valuation. Des 113
installations qu'il itait prdvu de remettre en 6tat, 110 ont 616 rehabilitdes et 6quipdes dans
les sept d6partements couverts par le projet (Agadez, Diffa, Dosso, Maradi, Tahoua et
Zinger, et zone m6tropolitaine de Niamey). Le programme de travaux de genie civil a
itd long i d6marrer pour plusieurs raisons, notamment parce que l'on a tardd A planifier
l'exicution du programme, A realiser les principales 6tudes et A lancer les appels d'offres,
ainsi qu'i faire executer les travaux de ginie civil par certaines entreprises n'ayant que
peu de moyens financiers et/ou techniques; parce que les procddures de passation des
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march6s de la Banque mondiale 6taient mal connues; et parce qu'il n'y a eu ni

supervision ni suivi. L'effondrement de la BDRN en 1991/1992 explique aussi en partie

certains de ces retards, les comptes d6tenus par une poignde d'entreprises ayant d6 geles.

Heureusement, le programme s'est raffermi pendant la deuxieme phase de 1'ex6cution (a

partir de 1992). Un ingdnieur du gdnie civil a 6 recrut6 au poste d'assistant technic ae

du BP pour assurer la coordination et la supervision des activites. Les 110 installations

sanitaires i avoir 6 rdhabilitdes et 6quipdes se rdpartissent comme suit : 51 dispensaires

ruraux, 23 maternites/centres de protection maternelle et infantile (PMI), quatre postes

medicaux, trois centres mddicaux, et 29 blocs sanitaires. En outre, beaucoup d'autres

installations essentielles lides aux activitds sanitaires ont bendfici6 d'un appui au titre du

crddit, notamment 20 rdsidences pour le personnel medical, deux bureaux pour l'ONPPC,

12 enceintes sanitaires, six antennes sous-rdgionales d'EPS, 45 hangars du PEV, deux

centres de nutrition, et l'Institut national de la sant6 publique de Zinder. Le Tableau 5

montre en ddtail les intrants matdriels et logistiques fournis au titre du projet.

3.5 Objectifs de renforcement institutionnel et viabiliti L long terme du projet. Tout

porte i croire que les actions mendes dans le cadre du projet seront viables, non

seulement parce que le projet a permis de renforcer les capacites de gestion, mais aussi

parce qu'il a montr6 l'existence d'un potentiel de mobilisation des ressources par le biais

du recouvrement des coits. Ce que l'on a appris de la conception et de la realisation

d'6tudes et de travaux de recherche opdrationnelle, ainsi que de l'laboration et de la mise

en oeuvre des reformes de politique en rdsultant, a contribue a amdliorer

considdrablement la capacitd de gestion strategique du secteur du Munstbre de la sante.

Les capacit6s ont aussi 6t6 renforcdes par l'effort de formation i long terme consenti dans

le cadre du projet en matiere de planification, de gestion et de sant6 publique. Dans le

cadre de ce projet, la structure du Ministbre de la sante a 616 renforcde par la crdation de

la Direction des 6tudes et de la programmation (DEP) et de la Direction des pharmacies et

laboratoires (DPhL), qui jouent respectivement un rble cl6 dans la planification du secteur

de la sant6 et la r6forme de la politique du secteur pharmaceutique. La qualit6 de la

Stratdgie de developpement du secteur de la sant6 pour la pdriode 1994-2000 en dit long

sur le renforcement des capacitds du Ministbre de la santd. Etablis sans pratiquement

aucune aide extdrieure, le diagnostic sur la situation et les problemes du secteur, ainsi que

les mesures proposees pour y rem6dier, ont 6t6 tres bien prdpares, refletent les

enseignements tirds de l'exdcution meme du erojet et d'autres operations, et servent de

fondement A des interventions stratdgiques et oien coordonn6es dans le secteur. Le fait

que les hpitaux disposent d6sormais d'une autonomie financitre et gestionnelle est

encore A inscrire A l'actif du d6veloppement institutionnel.
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2. Risum6 des coits

3.6 Lors de l'dvaluation, le cofit estimatif total du projet (Tableaux 7A et 7B)
dquivalait A 29,3 millions de dollars (nets d'imp6ts et de droits), avec une composante en
devises de 18,2 millions de dollars (62 %). Les coCits de base estimatifs 6taient exprimes
en prix de juin 1985. La rdpartition des coOts du projet en devises et en monnaie
nationale est indiquee dans le Tableau 7A.

3.7 Plusieurs raisons expliquent que les cofits aient varie entre la date d'dvaluation
(juin 1985) et la date de cl6ture du projet (juin 1995) (Tableaux 7A et 7B) : a) le projet a
ddmarr6 cinq ans apres la date privue, et la date de cloture a 6t6 reportde de deux ans;
b) la ddvaluation de 1994 a pese sur le cofit des travaux de construction et du materiel; et

c) le projet a d6 appuyer des activit6s qui n'avaient pas i66 prdvues A l'evaluation, comme
le renforcement de la DEP, de la DPhL, de l'ONPPC, du programme de lutte contre les
MST/SIDA, et le financement partiel du recensement de population de 1988.

3. Modalitis de financement

3.8 Au moment de l'6valuation, la contribution de l'IDA etait estim6e i la
contre-valeur de 27,8 millions de dollars (au taux de change avec le DTS de
fevrier 1986), et celle de l'Etat, A la contre-valeur de 1,5 million de dollars. Au moment
de la preparation du RFE, le montant total du crddit dicaisse (37,1 millions de dollars)
depassait la somme privue lors de l'6valuation, par suite de l'evolution du taux de change
entre le dollar et le DTS (Tableau 4). La contribution proprement dite de l'Etat (telle
qu'indiqude dans le dernier rapport d'audit en date du 31 decembre 1995) atteignait la
contre-valeur de 1,6 million de dollars, soit un montant supdrieur i celui qui avait 6td
prdvu A l'evaluation. L'USAID a fourni, sous forme de don au secteur, une contribution
dquivalant A 1,2 million de dollars pour financer cinq etudes au titre de la Partie A du
projet. La divaluation du franc CFA intervenue en janvier 1994 a incit6 les bailleurs de
fonds i fournir des financements supplimentaires, ce qui a considerablement pallid
l'insuffisance des fonds de contrepartie. En mai 1994, le Royaume des Pays-Bas a
accord6 une aide representant la contre-valeur de 770.000 dollars A l'appui du budget du
projet. Il importe de noter qu'au moment de la cl6ture du projet, le Gouvernement a
d6cid6 d'affecter le solde restant sur le compte du projet (environ 300 millions de francs
CFA) au financement de la rehabilitation d'un hangar de l'ONPPC pour le stockage de
m6dicaments et i l'achat de 500.000 doses de vaccin contre la miningite.

4. Calendrier d'ex6cution

3.9 La preparation du projet a iti relativement longue : cinq ann6es se sont ecoulees
entre la premiere mission de reconnaissance (mai 1980) et la mission d'6valuation
(juin 1985) (Tableau 3). La date d'entrde en vigueur du projet, initialement fixde au
14 juillet 1986, a 6td reportie au 3 novembre 1986, certaines des conditions d'entrde en
vigueur n'ayant pas d6 satisfaites A temps, en particulier le recrutement du comptable,
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qui a n6cessit6 des formalitds administratives interminables. La date de cl6ture du Crddit,

fixde au ddpart au 30 juin 1993, a 6t6 repoussde A deux reprises avant d'Etre finalement

fix6e au 30 juin 1995. Le dernier ddcaissement au titre d'un engagement a 6td effectue le

14 novembre 1995. Le solde de 0,02 million de DTS (soit 1'ivalent d'environ

0,03 million de dollars) a 6td annul6 le 14 novembre 1995.

5. Analyse des principaux facteurs ayant affect6 I'exicution

3.10 Trois types de facteurs ont affect6 la capacit6 d'ex6cution du Gouvernement : les

6vdnements politiques, les difficult6s financieres, et les contraintes d'organisation - de

gestion. Le processus de dimocratisation qui s'est ddroul6 tout au long du projet a eu

pour effet de freiner l'activit6 dans tous les secteurs, voire de mettre 1'dconomie au point

mort pendant les periodes de crises qui ne manquent pas de se produire dans ce genre de

processus. Qui plus est, et plus concretement, le rythme auquel se sont succ6dds les

Ministres de la sante pendant la durde de vie du projet (8 ministres en 9 ans) a occasionnd

de nombreux retards, les objectifs et I'avancement du projet 6tant systdmatiquement

rdexaminds et remis en cause par chaque nouveau Ministre. Les difficultds financieres

sont dues A des raisons diverses et varides. Avec la crise economique, les fonds de

contrepartie sont venus i mnn7-quer, ce qui a retard6 la mise en oeuvre de certaines

activitds et s6rieusement e v6 l'opdration. L'Etat s'est meme trouv6 A plusieurs

reprises dans l'incapacit6 de payer les salaires sur des pdriodes pouvant atteindre 6 mois.

Les problemes de trdsorerie ont encore 616 aggraves par la faillite de la BDRN, dont les

actifs (y compris les comptes sp6ciaux du projet) ont et6 gel6s. En outre, l'inflation,

attisde par la divaluation du franc CFA en 1994, a eu pour effet d'accroitre

considdrablement la participation financiere globale de l'Etat. Ces difficultes ont 6

quelque peu attdnudes par un amendement apport6 A l'Accord de Cridit de

D6veloppement, en vertu duquel les coats de fonctionnement du BP pouvaient etre

fmancds i 100 %, et par un Accord de Don Hollandais destine a financer les cofits en

monnaie nationale.

3.11 La capaciti de gestion et d'organisation n'etait pas suffisante pour exdcuter un

projet d'une telle ampleur et d'une telle complexit6. L'extreme centralisation du

Ministbre de la santi, couplie & la lourdeur des formalit6s et des procedures

administratives, explique que les administrateurs et les gestionnaires des services

periphdriques n'aient 6td, dans le meilleur des cas, que des spectateurs de 1'ex6cution du

projet. En outre, la structure verticale des programmes du Ministtre de la sant6 a

inutilement compliqu6 la prestation de services et gend les efforts visant i intigrer la

fourniture de ces services. Au nive au politique (ministdriel), la rotation rapide des

responsables i t tete des prin paux programmes techniques (en moyenne un

changement par an par programme), conjugu~e A l'extreme mobilit6 du personnel harg6

de la prestation de services, a encore raffermi la volont6 d'ameliorer l'efficacit6 des

programmes sanitaires et la prestation de services.
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3.12 Depuis le lancement du projet jusqu'en 1991, le BP a connu de graves difficultds
gestionnelles et financieres et vu se succ6der un grand nombre de coordonnateurs, deux
facteurs qui ont considdrablement retard6 l'exdcution du projet. La mauvaise tenue des

comptes du projet et la soumission tardive des rapports 6taient rdvdlateurs des lacunes de
la gestion financiere. L'utilisation du compte special de l'IDA pour financer la
contribution de contrepartie du Gouvernement a entrain6, en janvier 1992, la suspension
de facto du compte spdcial par la Banque. La capacit6 de gestion, de supervision et de
passation des marchds du BP laissait aussi & desirer. L'embauche en 1992 d'un nouveau
coordonnateur et d'un assistant technique pour le BP a dynamis6 l'exdcution et accdldrd
la rdalisation des objectifs du projet.

6. Evaluation des performances de la Banque et de I'Emprunteur

3.13 Le projet a 6td bien identifie, en ce sens qu'il 6tait compatible avec la stratdgie de
la Banque dans le pays et avec la stratdgie de relance et d'expansion dconomique du
Niger, laquelle 6tait subordonn6e a l'adoption d'un programme d'ajustement structurel.
A en juger par le temps et les ressources consacrds i la preparation et & l'dvaluation, il
semble que le dialogue ait parfois 6td difficile et que la Banque ait approchd le secteur de
la santd nig6rien avec beaucoup de prudence. L'institution a adopt6 une approche globale
en replagant le projet dans le contexte de la rdforme du secteur de la sant6, r6forme qui
s'inscrit elle-mime dans le cadre du programme d'ajustement structurel du pays.
L'6valuation et la conception du projet ont 61 satisfaisantes. Le projet 6tait axd sur la
ndcessit6 de rdformer l'action des pouvoirs publics de fagon pragmatique et souple, ce qui
correspondait i une optique d'apprentissage tr6s novatrice A l'dpoque. Mais on a
sous-estimd les moyens institutionnels A mettre en oeuvre pour l'ex6cuter. Le projet n'a
pas et6 bien supervis6. Alors qu'iI s'agissait de la premiare intervention de la Banque
dans le secteur de la sant6 au Niger, l'institution n'a pas consacrd suffisamment de
ressources A la supervision sur le terrain, tant du point de vue quantitatif que de celui du
dosage des comp6tences n6cessaires, pour s'attaquer aux grands problemes d'exdcution
signalds i plusieurs reprises dans les aide-m6moire, en particulier ceux ayant trait i la
gestion financiere.

3.14 La performance du Gouvernement nigdrien pour ce qui est de la prdparation du
projet a dt6 satisfaisante. Sa volonte de riforme en gdndral, et son attachement au projet
en particulier, sont pour beaucoup dans les succes et les rdsultats qui ont 6 enregistr6s
dans le pays, malgre une capacit6 gestionnelle et institutionnelle limitde et de maigres
ressources financieres. Le Gouvernement a travaille en collaboration dtroite avec la
Banque A l'identification et i la prdparation du projet.

3.15 La performance de l'Emprunteur pour ce qui est de l'exdcution du projet a 6
globalement satisfaisante. Si l'on examine les formulaires 590 et les comptes rendus de
mission, on peut juger de cette performance i trois niveaux : a) technique - l'Emprunteur
a su ex6cuter les programmes d'action sanitaire de maniere satisfaisante et, ce faisant,
atteindre en grande partie l'objectif de ddveloppement du projet. Le projet a ainsi eu, et
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continue d'avoir, un impact positif du point de vue du developpement, en jouant un r6le
de premier plan i l'appui d'activitss essentielles du secteur de la santi; b) gestionnel et
institutionnel - l'Emprunteur a enregistri de pittres rdsultats de ce point de vue, en raison
de la faible capacite de gestion du BP et des moyens institutionnels insuffisants des autres
partenaires publics; c) determination et participation financiere du Gouvernement - la
determination du Gouvernement, qui 6tait tres ferme au ddbut du projet, a 6 plus ou
moins 6branl6e durant I'exicution par les frdquents remaniements ministdriels, la frilosite
de certains hauts fonctionnaires et l'incapacitd de l'Emprunteur, aux premiers stades du
projet, de fournir les fonds de contrepartie de maniere ponctuelle et riguliere.

7. tvaluation des resultats du projet

3.16 En depit des tres graves difficultis politiques et 6conomiques rencontrdes pendant
l'exdcution, et malgri le renouvellement rapide de 'dquipe du projet, des coordonnateurs
du programme et des ministres, le projet s'est sold6 par un certain nombre de rdalisations
notables. Tous les objectifs n'ont certes pas 6td entitrement atteints, mais des points
importants ont ete marquis en matiere d'assistance, en particulier du point de vue de la
contribution du projet i la formulation des politiques et i la riforme, ainsi qu'au
renforcement des capacitss de planification et de prestation de services. La capaciti
institutionnelle du Ministtre de la sant6 a itd renforcde par la crdation de la Direction des
studes et de la programmation et de la Direction des pharmacies et laboratoires, qui
jouent un r6le de premier plan en matitre de planification sectorielle et pour ce qui est de
la formulation et de la supervision de la politique du secteur pharmaceutique. Les 6tudes
et les activitis de planification financdes dans le cadre du projet, ainsi que les actions
destindes i amdliorer les qualifications en matiere de planification, de gestion et de sants
publique, ont permis de mieux d6terminer les forces et les faiblesses de la pyramide
sanitaire existante et d'6laborer un plan national de ddveloppement sectoriel, qui fournit
un cadre cohdrent pour le ddveloppement du secteur de la santd. C'est aussi i partir des
risultats de ces travaux qu'ont 616 6labords la rdforme du secteur hospitalier et le texte de
loi sur le recouvrement des coats adopt6 rdcemment.

3.17 Le projet a aussi permis d'amdliorer la qualiti et la couverture de la prestation de
services. Les investissements affectis aux 6quipements d'infrastructure, i la conception
de programmes et A I'amilioration des qualifications techniques des prestataires de
services se sont traduits par I'amelioration de la couverture et de la qualit6 de la
prestation de services. A preuve l'amdlioration qualitative des services de soins et de
privention, le renforcement de la capacit6 d'accueil et de traitement des patients,
l'intensification des activit6s d'information, d'dducation et de communication dans le
domaine de la sante, et la participation accrue des communautds aux activit6s du secteur.

3.18 Tous les objectifs n'ont cependant pas 6t6 entitrement atteints, notanment en
matiere de vaccination (55 % de la couverture vis6e) et de formation spdcialisie i
l'intention du personnel technique (48 % de l'objectif fix6). Les bailleurs de fonds ne se
sont pas rdunis une seule fois pendant toute la dur6e du projet pour tenter de coordonner
leur aide, pas plus que le programme de supervision 6labord durant le projet n'a 6W6 mis



en oeuvre. Quant au fonds renouvelable pour l'approvisionnement en chloroquine, il n'a
jamais bien fonctionnd.

D. RkSUME DES CONCLUSIONS, OPERATIONS FUTURES ET
GRANDS ENSEIGNEMENTS

1. Conclusions de l'execution du projet

4.1 Ce que l'on a appris pendant l'execution du projet a mis en lumiere un certain
nombre de faiblesses et de possibilit6s A exploiter pour amdliorer la couverture et la
qualite des services, la gestion et l'organisation de l'activit6 du secteur. Cette experience
influera sur la conception et l'61aboration des futures interventions dans le secteur.

4.2 Services. On ne saurait assez souligner l'importance de la supervision du
personnel de santi. Le Gouvernement avait bien prepari un plan d'action ddtaille pour
superviser le personnel de sant6 opdrant sur le terrain, comme il 6tait tenu de le faire en
application de l'Accord de Crddit de Ddveloppement, mais ce programme n'a jamais 616
mis en oeuvre, alors qu'il pouvait faire l'objet d'un financement au titre de la Partie A du
projet. En consdquence de quoi, les investissements destinds i ameliorer la qualiti des
services (infrastructure, conception de programmes, et formation) n'ont pas 6t6
pleinement exploitds ni consolidds, faute de l'appui technique et du suivi qu'aurait
assurds un programme de supervision. De meme, l'absence de suivi ou d'6valuation des
investissements de formation a priv6 le Ministbre de la santi de la possibiliti d'optimiser
les compitences nouvellement acquises ou de juger de l'utilit6 de la formation, de
maniere A pouvoir orienter les futurs investissements dans ce domaine. Le peu
d'attention et le faible rang de prioriti accordds dans le cadre du projet i ces questions,
qui 6taient jugdes importantes au moment de la conception et dans les documents relatifs
au projet, s'expliquent par le fait qu'aucune politique de prevention ou d'6ducation
sanitaire n'a 6td clairement ddfinie.

4.3 Gestionlorganisation du secteur. Plus encore que les ressources disponibles,
c'est la gestion des ressources - humaines, financieres et materielles (en particulier la
maintenance) - qui determine la performance du secteur. Mobilitd, manque de motivation
et rdpartition indquitable du personnel de santi et du personnel administratif, capacit6
insuffisante, pesanteur et centralisation excessive des mdcanismes de comptabilit6 et de
gestion financidre, et absence de maintenance sont autant de handicaps qui pesent sur
l'efficaciti du projet (et du programme). Il faut s'attacher davantage i d6velopper les
capacites de gestion des ressources et de gestion stratigique dicentralisee (qu'il s'agisse
de planification, de progranmation, de coordination de l'aide, de suivi ou d'6valuation) si
l'on veut accroitre l'efficaciti du secteur. L'efficaciti du projet a par ailleurs d6
compromise par les lacunes organisationnelles du Ministere de la santi, auxquelles il faut
remddier. Le projet a 6 congu sur un modble vertical et centralis6 qui correspondait i
l'organisation du ministere A l'dpoque. Pour que le secteur gagne en efficaciti, il faut
d6centraliser et intdgrer les programmes et les services, clarifier les attributions et les
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responsabilitds a tous les niveaux de la pyramide sanitaire et veiller i leur

compidmentaritd. Il faudra aussi pr~ter davantage attention au renforcement des

institutions et des capacitds de gestion dans les interventions futures.

4.4 Participation. L'application, d titre expdrimental, de programmes de

recouvrement des coCits a permis de mieux apprendre A associer la population au

financement des activites sectorielles. L'expdrience a aussi montrd qu'a partir du

moment oi la population 6tait financierement interess6e au processus, elle devenait plus

exigeante s'agissant de la qualit6 des services offerts et davantage disposde A participer a

la gestion des ressources ainsi qu's la planification, i la mise en oeuvre et i la gestion des

activitds du secteur. Les intervenants comprennent ainsi mieux la n6cessit6 de se soucier

davantage du client, ce qui marque une 6volution sensible et un net progres. Les futurs

investissements devraient pr6voir une aide A cet 6gard. Comme les besoins de la

population relevent de plusieurs secteurs (les principaux problemes de santd tiennent A un

acces insuffisant A l'eau salubre), pareille 6volution exige dgalement une approche

beaucoup plus holistique de la probldmatique sanitaire et un effort plus ddlibdrd de

coordination intersectorielle et de partenariat avec d'autres organismes de ddveloppement

(ONG) i tous les niveaux du systeme. Si la participation a pris de l'ampleur tout au long

du projet, celle des fenmes reste des plus limitdes, pour des raisons essentiellement

culturelles.

2. Operations futures et viabilit6 i long terne

4.5 Le Gouvernement et les autres parties prenantes ont longuement discut6 de la

maniere d'appliquer les legons apprises aux futurs investissements sectoriels, cet aspect

stant au coeur meme du processus d'6valuation participative. Il est encourageant de noter

que, tant le Gouvernement que la Banque, ont tenu compte de ces enseignements dans

leurs stratdgies pour ce qui est de la conception et de la mise en oeuvre de leurs futures

interventions sanitaires au Niger, A savoir, respectivement, le Plan national de

ddveloppement du secteur de la sant6 pour la p6riode 1994-2000, et le Programme

d'investissement sectoriel de la Banque. La conception du Deuxieme projet de santd, qui

sera evalude au cours des deuxieme et troisieme trimestres de l'exercice 96, s'est deja

beaucoup inspir6e de cette riche exp6rience.

4.6 Le Plan de ddveloppement du secteur de la sant6 pour la pdriode 1994-2000

constitue le fondement du projet d'intervention de l'IDA dans le secteur. Ce document,

qui est tres bien fait, reprend 1'essentiel d'un certain nombre d'enseignements tires de la

premiere opdration de l'IDA, entre autres qu'il faut: a) d6centraliser la gestion et

l'administration du secteur et mieux integrer les services et les programmes en creant et

en appuyant des districts sanitaires; b) renforcer la capacit6 de gestion stratdgique et de

gestion des ressources; et c) cerner le potentiel (souvent inexploit6) des diverses parties

prenantes et de tous ceux qui contribuent i la performance du secteur et en tirer plus

pleinement parti. Ce plan expose tres bien ce qu'il faut faire, mais il reste i d6terminer la

marche a suivre. Les discussions qui se sont dorouldes pendant la mission du RFE ont
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beaucoup portd sur la question de savoir comment amdliorer encore ce plan i partir de ce
que l'on avait appris, notamment en fixant des objectifs plus rdalistes, en classant les
interventions par rang de priorite, en instaurant un processus de planification i horizon
mobile qui serait revu et rdvis6 chaque ann6e, et en estimant (et en minimisant) les
investissements et les charges rdcurrentes.

4.7 Les grands principes de cette nouvelle approche, qui guident la conception et la
mise en oeuvre du projet d'intervention de l'IDA, sont les suivants : mise en place d'un
cadre sectoriel coherent i partir duquel les divers bailleurs de fonds pourraient Etre
sollicitds, et leurs contributions, coordonndes; lancement et prise en charge par l'Etat
d'activit6s sectorielles, et dtablissement de partenariats plus 6troits entre les diverses
parties prenantes pour mener i bien la planification, la mise en oeuvre et l'dvaluation de
ces activitds; volontd plus ddlibirde et syst6matique de renforcer les capacitds, notamment
de gestion, et le cadre institutionnel, et ce, par la mise en valeur du potentiel (souvent
inexploitd) de tous les partenaires de diveloppement du secteur; meilleure comprdhension
des besoins des clients et plus grand souci d'y repondre; mise au point d'une sdrie
d'indicateurs permettant de mesurer la performance du systeme et l'impact des
interventions; adoption d'une approche d'apprentissage, plus pragmatique que thdorique,
qui ferait l'objet d'une dvaluation permanente et serait affinde i la lumitre de
l'experience; viabilite dconomique et fmanciere, l'accent 6tant mis sur l'etablissement de
prioritds et le rapport coit-efficacitd des interventions; bonne appr6ciation des
implications au niveau des charges ricurrentes et de la maitrise des coats; et importance
du resserrement des liens, notamment de partenariat, avec l'administration centrale et les
autres ministeres A tous les niveaux du systhme, pour mieux comprendre les points forts
et les points faibles de la d6centralisation, des finances publiques, de la riforme de la
socidtd civile, etc. (autrement dit, les liens macrodconomiques) et pour renforcer la
coordination et la collaboration entre secteurs en vue d'amdliorer la situation du pays du
point de vue de la sante. Cette approche a fait l'objet de discussions approfondies et a 6td
bien accueillie par le Gouvernement comme par les bailleurs de fonds.

3. Lesons i tirer pour de futurs projets dans le secteur au Niger

4.8 Conception et mise en oeuvre du projet. Il faudrait que les objectifs du projet
ne soient pas trop ambitieux et reposent sur une bonne connaissance des conditions
existantes. La constitution d'une base de donndes fiable revet i cet 6gard une grande
importance. Les objectifs devraient etre i la mesure des ressources mises i la disposition
des dquipes du projet et du programme. Objectifs et indicateurs devraient etre clairement
fixds des le ddpart. Quant aux principales parties prenantes, i savoir les bdndficiaires, les
prestataires de services, les autorit6s locales, les ONG et les principaux bailleurs de fonds
du secteur, elles devraient etre identifides dbs le debut du projet et assocides i tous les
stades de la conception et de la mise en oeuvre : dvaluation des besoins, conception,
ddfinition des objectifs et des indicateurs, exdcution, gestion et dvaluation. Le projet
devrait etre coneu, et les coats, determinds, selon le principe du moindre coat. La
planification devrait faire partie integrante de la conception et etre A horizon mobile;
l'exdcution y gagnerait en rigueur aussi bien qu'en souplesse, ce qui permettrait non
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seulement de tenir compte des atouts et des handicaps rdvelds par l'execution, mais aussi

den tirer parti ou de les corriger. Une evaluation plus globale et rigoureuse de la capacite

institutionnelle aurait ainsi permis de concevoir le projet diffdremment et de pr6voir des

mesures de renforcement de cette capacite.

4.9 Gestion du projet. Trois grandes leeons se ddgagent de l'analyse des

insuffisances du projet en matiere de gestion, et il faudra en tenir compte pour les

opdrations futures : tout d'abord, l'6quipe du projet, doit etre suffisamment rompue aux

procedures et aux exigences de la Banque; ensuite, il faut amdliorer les m6canismes de

coordination et de communication entre les diffdrents chargds de programmes; et enfin, il

convient de minimiser la rotation du personnel de gestion des programmes et des

prestataires de services. L'ex6cution a aussi rivili qu'il importait d'incorporer

davantage, et de maniere plus systdmatique, les activitds du projet aux opirations du

Ministere de la santi, tant au niveau de l'administration centrale que dans les services

pdriph~rique. Cela permettrait, entre autres, de fixer les prioritis de maniere plus

objective et transparente dans le cadre du projet et d'attribuer les responsabilitds de

gestion et d'exdcution des programmes suivant la structure hidrarchique du Miustere de

la sant6. 11 faudrait savoir mieux exploiter les occasions de rdgler rapidement les

problemes d'exdcution. A cet dgard, la procedure d'examen i mi-parcours aurait pu etre

mieux mise i profit. Qui plus est, il faudrait soigneusement 6tudier les problemes

soulevds dans les aide-m6moire des missions de supervision et s'efforcer de les resoudre.

Contrairement a ce qui a 6td fait dans le cadre du projet consid6rd, il conviendrait aussi

d'6tablir rdgulierement des rapports d'exdcution (trimestriels ou semestriels), de maniere

i pouvoir cerner et r6gler de maniere efficace et efficiente les probitmes 6ventuels.
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Tableau 1 : Risum6 des 6valuations

A. Rdalisauon des objectifs Substantielle Parnele Ndaiaeable Sans obiet

Poiitiques macrodconomiques C m

PoIttiques sectorielles C o C

Obe titf; tinuncier a 0

Developpement institutionnel 3 C

Obiectifs materiels C C3

Reduction de la pauvrete 0 C

Probdnatique hommes-femmes 0 C a

Autres objectifs sociaux Q C C3

Obiectifs environnementaux 3 C

Gestion du secteur public 3 C3

Ddveloppement du secteur prive C C

Formation et technologie 9 C3

Autres (specifier) 0 C C C

B. Viabilite a tone terme du projet Probable Peu Probable Incertame

Evauao C3 C

Tres

C Performance de la Banque satisfaisante Satisfaisante Insuffisante

Identifcation a O

Aide C la prdparaton C

£valuation C C

Supervision C313I

D. Performance de l'Emprunteur satisfaisanite Satisfaisante Iusuffisante

Priparation 0

Exeuttion C3 O1C

Respect des clauses C C

Tres Tres
E. Rdsultats satisfaisants Satisfaisants Insuffisaits nsuffisants

C3 C C3



Tableau 2 : Prits/cr6dits connexes de la Banque

Titre du prat/cridit 
Objet Annee d'approbation Situation

Operatiwns precidentes

Operations ultirieures 1992 Supervision

Projet de population Le proiet devait aider le Gouvernement a

mettre en place un programme national

efficace visant principalement a accelerer la

tendance a la baisse de LL fecondite qui

s'amorce. en accroissant aussi rapidement que

possible le taux d'utilisation des contraceptis-

en reduisant la mortalite maternelle. en

encourazeant les comportements favorables a

la reduction du nombre d'enfants par famille.

et en donnant aux femmes les moyens de

mieux participer au ddveloppement

socioeconomique.

P t de ante H Le projet devait aider le Mirstere de la sante Fixee a 1996 Evaluation

Proiet dpublique a executer le « Plan de

ddveloppement santaire ). 11 vise a ameliorer

la qualitd et la couverture des services de

sant6 de base afin de rdduire la morbidite et la

mortalite. en cr6ant et en appuy ant un systemne

de districts sanitaires. IL s'agit de restructurer

et de renforcer le secteur pharmaceutique. aIm

de mettre les medicaments generiques

davantage a la disposition et a la portee de

'ensemble de la population ru2rienne. On

prevoit egalement d'amdliorer l'efficacite et

'efficience du secteur par des interventions

visant d renforcer et a ddcentraliser la gestion

strategiqtue et la gestion des ressources, I1

s'agira aussi de ddvelopper et de bien

exploiter la capacitd du secteur de la santd. en

s'efforgant de mieux mesurer la capacite des

divers intervenants et de l'utiliser de maniere

plus efficace. en commensant aux niveaux

peripheriques.



Tableau 3 Calendrier du projet

£tapes du cycle du projet Date prevue Date effective/
derniers resultats

[dentification (Fiche de projet / 2/8'

Preparition

E%,1LILUOR11/8

Negocumons 1/ Is/8

DeClaration de politique de ddveloppement o so
(I, cas echdant)

Presentation au Conseil 01/86 03/86

Signature 04/86 0-4/86

Entree en vigueur o7/86 1 1/86

Achevement du projet 12/92 06/95

Cl6ture du credit u6/93 o6/95

Tableau 4 : Dicaissements du prit/credit: montants estimatifs et effectifs cumuks
(millions de dollars)

Exercice et tdmestre Estmadnii Caifres effectdifs Cidares etaTctis
de La Banque 11haluation ent % de i'estimation

1987 2.5 1.35 54

198I 6.4 5.18 81

19 9 11.4 8.08 Ti

199( 17.2 12.89

1991 22.0 16.01

1992 25.6 19.04 -.

1993 27.8 a 24.05

1994 25.68 So

1995 34.90 so

1996 37.10 s.o

Date du dernier ddcaissement 14 novembre 1995 (les chiffres ci-dessus sont tirds de la base de donndes du prdt au
28 novembre 1995).

Du montant ndgocid dquivalant a 27.8 millions de dollars. un total de 0.44 million de dollars a etd annul6. dont 0.41 pour
imiraction aux regles de passation des marchds. et 0.03 pour non-utilisation des fonds du crddit.



Tableau 5 : Indicateurs clas d'execution et de d6roulement du projet

1. Resumh
Previsions

du Rapport
d'6valuation R6sultats

Partie A. Ajustement du secteur sant6 (MDP et MSP)

1. Etudes :

a) Systeme de frais hospitaliers I

b) Rapport coat-efficacite des equipements du

centre hospitalier universitaire a

c) Rapport coat-efficacit6 des operations et

services de sante de base

d) Gestion financiere du MSP, dont plan

de gestion hospitaliere I a

e) Recouvrement des coats des services de

sante de base au niveau local I

f) Amelioration de la distribution de medicaments

essentiels 1

2. Sous-projets (application des recommandations

resultant des 6tuues ci-dessus et de certaines activites

cles convenues entre le Gouvernement et l'LDA) n.d. 8

a) Direction des 6tudes et de la programmation (DEP)

b) Direction de la prevention sanitaire et de l'assainissement

c) Direction des pharmacies et laboratoires (DPHL)

d) ONPPC
e) Centre national antituberculeux (CNAT)

f) Enqu6te sur les aspirations des jeunes au Niger

g) Programme MST/SIDA

h) Recensement general de la population 1988

3. Appui aux initiatives gouvernementales concernant

a) La mise en place de mesures de recouvrement des coats

pour les services de sante de base 0

4. Gestion sectorielle

a) Organisation d'assembldes annuelles reunissant

tous les organismes d'aide participant au financemen

d'activit6s dans le secteur de la sante au Niger I/an ad hoc

Ces etudes ont 6te combin6es en une seule.



Partie B. Services de planification familiale et de sant6 de base Pr6visions R6sultats
(MSP en collaboration avec les Ministires de l'ducation
nationale. de l'enseignement supdrieur. des travaux publics
et du logement entre autres)

1. Renforcement et extension des services de soins de sant6
a) Amelioration, rehabilitation et equipement des 113 110

formations sanitaires
Dispensaires ruraux 51
PNI/maternites 23
Postes medicaux 4

Centres medicaux 3
Blocs sanitaires 29

Autres locaux n.d.
Logements du personnel 20
Bureaux de l'ONPPC 2
Bureau EPS
Hangars PEV 45
Antennes regionales EPS 6
Magasin CNSF
Centres de vaccination
Garage SERPA 1.
Equipement d'entreposage (SERAM, SERMEX) 2
Cl6ture des installations sanitaires 12
Centres de nutrition

b) Evaluation de l'efficacite des svstemes actuels
d'entretien des equipements sanitaires (SERAM,
SERMEX, SERPA):
i) AT (4 mois) pour 61aborer un programme I I
d'entretien efficace et peu coateux;
ii) AT (2 mois) pour renforcer le syst me I I
d'entretien existant
iii) V6hicules (SERAM, SERMEX) 4 4
iv) Equipement (SERMEX, SERPA, SERAM) 3 3
v) Formation du personnel
- ing6nieur charg6 de l'entretien et de la reparation

du materiel medical et chirurgical 1 0
- mecaniciens charg6s de 1'entretien des v6hicules 3 0
- techniciens de la refrig6ration 3 8
- formation continue pour les techniciens de SERAM n.d. 150



Pr6visions R6sultats

C) Programme national de lutte contre le paludisme-

i) stock initial de chloroquine et creation

d'un fonds renouvelable

ii) materiel de diagnosticlaboratoire pour 3 centres

medicaux donnes

iii) formation du personnel et bourses

- assistants de laboratoires 6

- medecin specialiste de l'entomoparasitologie 3

- ingenieurs sanitaire

- %'ovaces d'etudes sur ia lutte contre le paludisme 0

- coordonnateur sante publique du PNLCP 1 0

- coordonnateur du PNLCP et un specialiste de

la gestion des ressources et de l'economie de la

sante 
0

- coordonnateur du PNLCP specialiste du paludisme

et de la lutte anti-paludique 1 0

- ateliers et s6minaires 7 6

iv) education communautaire 
I

v) appui logistique a la supervision et au suivi

des activites de lutte contre le paludisme

- v6hicules 4 4

vi) 6tude sur la faisabilit6 d'un programme de lutte

antivectorielle contre le paludisme (2 mois d'AT) 1

d) Coordination et cestion d'un Programme national

de lutte contre les maladies diarrh6iques

i) AT (2 mois) pour mettre en place le programme

de suivi et la capacite d'6valuationI

ii) AT (5 mois) pour faciliter l'6valuation

periodique du programme 
I

iii) Appui logistique au Bureau du projet

- v6hicules
iv) Formation du personnel:

- gestion des programmes de sante 4

- sant6 publique 1

- ateliers et s6minaires 2 2

v) Programme d'IEC I

e) Programme 61ari de vaccination (PEV)

i) AT (6 mois) pour suivre et evaluer le programme

et rdaliser une etude sur la morbidite et la mortalit6 li6es aux

maladies visees par le PEV en vue de la constitution d'une



Previsions R6sultats
base de donn6es initiate I
ii) acquisition de vaccins
lii) chaine du froid I
tv) equipement de vaccination pour
les structures fixes et les centres mobiles
- nombre de centres fixes n.d. 343
- centres avances n.d. 199
- centres mobiles n.d. 22
v) vehicules 16 16
vI) vaccins et chaine du froid et
materiel de vaccination pour unites mobiles I I
vii) formation du personnel:
- introduction du PEV I I
- gestion du PEV a l'intention des responsables I I
- ateliers et s6minaires 4 4
viii) conits diffdrentiels d'exploitation I I

f) Services de sante maternelle et infantile
et antenne SMI
i) acquisition de v6hicules 23 18
ii) mobylettes 119 78
iii) materiel:
- p~se-beb6s 52 52
- machines a coudre et accessoires 10 15
iv) depenses de fonctionnement pour consultations
et visites a domicile dans les villages
v) seminaires 5 3
vi) formation de personnel:

travailleurs sociaux 10 5

g) Expansion des activites de planification
familiale
i) initiatives au niveau des services de planification
familiale en vue de l'61aboration d'une Politique
nationale de population 1
ii) refection des 6quipements destines au Programme
national de PF pour le stockage des contraceptifs 1 0
iii) acquisition de materiel gynecologique pour
les centres de SMI (Niamey, Dosso, Tahoua,
Maradi, Zinder, Diffa et Agadez)
et les installations sanitaires rurales 7 7
iv) acquisition de contraceptifs pour les centres
SMI et les installations sanitaires rurales I I



Previsions Resultats

v) realisation de campagnes d'information

publique sur la sante et la planification

tamiliales
vi) AT (9 mois) pour examiner dans quelle

mesure la PF est acceptee dans 3 departements.

en vue d'affiner le programme

vii) formation specialisee pour

- gvnecologues (3)
- pediatres (3)

- specialistes de sante familiale/PF 70 25

2. Developpement de l'6ducation pour la sant6 et

de [a participation des collectivit6s aux activites

de sant6 et de nutrition

a) Mise au point d'un programme aproprie d'ducation

pour la sante prevovant

i) la definition d'un programme national d'IEC

ii) l'acquisition de materiel technique et un appui

logistique (v6hicules) aux 6coles et aux directions

iii) une AT (1 mois) pour parachever le programme

de travail de la division et perfectionner les mdthodes

de travail
une AT spec. sciences sociales (6 mois) pour 6tudes de terrain

une AT spec media (4 mois/an)

iv) une formation a 1'etranger et des voyages d'6tudes

pour certains membres du personnel des divisions et

des responsables de 1'education sanitaire -

v) la nomination de 7 responsables de l'education

sanitaire dans chacun des 7 d6partements 7 7

b) Developpement de la participation communautaire

aux activites de sante et de nutrition et elaboration dune

politique ;.e nutrition par divers movens

i) definition d'une Politique nationale de nutrition-

atelier sur l'adoption du document de Politique I I

nationale de nutrition 1 0

ii) elargissement du projet pilote OMS-UNICEF en

cours a une soixantaine de villages (dans 3 regions

Zinder, Maradi et Dosso) 60 10

iii) fourniture de materiel et appui logistique au

niveau regional
vehicules 2 2



Pr6visions Risultats

motocyclettes 0 4
materiel - 2
iv) materiel et materiaux pour projets villageois 60 10
v) AT (3 mois) pour mettre au point un systeme
de surveillance de la nutrition et l'integrer a un
svsteme villageois d'information sur la sante 1 I
vi) enquite KAP I I
vii) salaires de 6 personnes formees pour assurer
la fonction d'animateur et etablir des contacts
avec les villages (2 par region) 1 0
viii) seminaires visant a doter certains villages
d'un programme operationnel en matiere de
nutrition et d'approvisionnement alimentaire 20 20
ix) voyages d'dtudes pour le personnel de
[a division nutrition 0 1
x) formation de personnel en matiere de nutrition 1 0

3. Amelioration des qualifications du personnel
de santi (MSP et Ministere de la culture et
des communication)

a) appui a la creation d'un programme pour
la formation reguliere en cours d'emploi et
[a supervision reguliere sur le terrain du
personnel paramedical par divers movens
i) acquisition d'equipement et de materiels
de formation I I
ii) appui logistique et coats d'exploitation
vehicules I
iii) AT (4 mois) pour appuyer l'execution et
l'evaluation du programme I I
iv) subventions pour memoires/theses 25 10
v) seminaires I I
vi) bourses d'6tude : formation spdcialisee des
cadres 203 109
vii) formation courte pour le personnel de sante 190 109
viii) cours de recyclage pour le personnel n.d. 133
ix) voyages d'etudes n.d. 19

n.d = non d6fini.



labtcati 6 tudes faisan partie tu pro e

Liude (Organisime de tinancmienit) rebt di nI V alllatiolI Situtioi Impa. tc Vl ide

PARTIE A. AJIS'li~M IN I u SECTEUR SAN-n

1 Sysine de paiineni - des fraishospitalier (USAII)) cette tde et realise idsnltegissae Ics Acv e 92 L C UdS oi V Ic
.. Sysmed ides sur a gestion hospitalie flais hospitaliers c Icur application e"i tlaeqtrililrc enistii cit c

dans le cadre des t vue d'ameliorcr le iccouvirciit des t tout ilcatifli ci del cins IC

cofits dins Ics hopliat\ nalionaux c lcs ntut iv euIII tCr SOiu-S tie

CIII).aleal 
ivalIc-i ie

CC t Cett conluISiOnl il Cond"1

t uie cseric d etudes
ececuttees el I 199-

proposant l cloilie ties

ysteesi hospitaliei s ct de

tai liicat ionl

2 Rapport coot-eIlicaIc it des proposit ionis coneliant i uil isatio tic A se tini it raCit tic t lerses Voiu ptoin I Vdepoin I t-dess

&1uipencIts du Centie hospitalier univeisitaire (noSAtIan) nee) Ile a Propositions p t ranipr
t 

ie Icertt Lusiii t-tiss

Counbinde avec I' etude stir la gestion hospitalidre (voir pointl I ci-dessus). seraiilici a) IC l I'istl I ti e CCilS
services te I iopiltl itiontil tic Niaicy

au centre hospitilier ultIversilaile, ct

b) Ia mise eni place de scivices desmines

a reduire les evacuations a l'tiangei

(voir ploilt I ci-dessus)

3. Rapport coa fcI~acik des Optratimin et service-s 5de santk de base (USAII)) Analyse des services de sante de base Achevde enl I989 1 CS relrtisltS tic l'etude

pour en accroitre l'elicacite pr rappor out t ils t (eIthoic c

au coit el aimeliorer la gestioln ct systouttis et dccoaicie

'ut ilisation des se t es Lics tLueS CI tioe a
I ciildciiicitioi ilt

po1ilt Ci-LCssouts

La plupari des diudcs envisagees i title de Ia Pail ic A dii piclil 01 etC finan~c~s par till don de I USAID, dans le cadic d lt ogram tic dc veloppncit

du sectcur de la santi. Deux 6tides s elaniit oPtie 6t fimiiccs par Ic poic i Euide stir le sysicie d'appiu% isioniciei ct de disiribution dcs

nddicaments et I'Etude sur les prograntmes rdgionmns dc sani



ititic ((rganisme e i iiainaincmii) ()bjc( delii n 1'dvaluation/ Silklation hmpact die 'dctiude
redtkiiit

4. Gestion linanciare c gestion hospitalibre (IJSAID) Ccite eiude a porid sir le Analyse des pratiques actuelles de Aclieve ci 1991 Ies hopitaux nationaux se
bidget national de saint el sur l'allocation des ressoices financiares, nolcmment gestion ci de comptabiht financires en sonli vu accorder une plus

aix secteurs hospitalicr c non hospitalier. (Cette cdude a did rt~aIise dans le cadre v tic d'amdiiorer le systie dc gestion g aide auioionmic finlancie
des dtides mentionies aux points I et 2 ci-dessius). IliauniciarC sur I'CIIsCIIiiIC di secICur tic c gestinncile. Celle relnie

la santd; ei analyse des pratiques it ec I 'origiic
aituClles dC gcstioli hospitaloe C ell Viue d'amiicholaiions (anti aui
d'amdliorCr IC rappotI ciiOn-cticacite iiivca de lit mobilisation tics
des services hospilaliers rcssomccs que des piuloes

de gestioni hospitaliere

S. Recouvremeni des cofiIs des services de saunte de hase (IJSAIDlDA). Cette Analyse des diverses loniues tie Achevce en 1993, 1 s cicliusiois dc 'Iiude
itide a id rehlisde dans le cadre de 'etude visee an point 3 ci-dessus rCcolvrcmnc( des cofits des scivices tic out pcinis d'alaboreir li loi

saunt de base, diaboratioii d'ni systeeIC Icccueilnt atopieC st Ic
de tarification c iccouandations en )CcoivrCmCIl tics LoUis

vie tie soil application pool aider Ie apphbles au1\ soils tie
MSPAS in mettle en ocuv ic sa pohitique saille pi uimires cl non
de Iccouvrcinent des coni its a ous ics fertiaires

niveaux de serv ices.

0. Extension du systomc de distribution des produits phannacciut iquies (IDA ). Analyse des pratiques actuciles eni Achevde en 1991 Suiivalt les recouiiandatiols

Igalement connue sous le noimi de Pralitiles d'approvisioiniemiei e tie distribulion matiarc d'approvisionnemnici c tic dc Iludc, le MSP ia ci da

des produits phannuceitiiques 'distributiion des prodiuits duc orgnilcs chi;igds d'aidC

pIannaeutiques c recoinadtiions eni i dcimir iie pohitique
vue d'accroiire la disponhiiila ie Lcs plhannlaccuiquc Ci I
produits pom l'enscmblc tie lit ici ii cig t le seciem

population. phainniatceitiquC Il s'agil tie
I Iispcci oil genirale des
phi liacis CI tie lia I)ircti loln

des pliiiacics el

iaborl~oiics ii resie a imciic

li derciere mai a lai

pHiliqiulIe phanrillatcCeIuIulC

pom ctai ltill syslic liable

d'olic et de tstibuituii de
iiiediu eii Cssntics



Fitude ((OrIgamtsmei dec Iiinanmni) Objet da0lini nt l'vahliationi/ Situatfionl bnp1adci delude
redalinii

7. Programmes sunitaires regioniux (IDA). Pas prvI v l'ailuatioll. I lie serie A chevde en 1991 Ces tludes contenaietii des
d'aiudes stir les progiantnes rtagionau\ lecoinindtulions et des

de saont uil ek financ es par le projet opositions sur la
[lles avaienii pour but d'analy ser : a) li decentralisation du systic tie
situation socio-conomique du Niger; soilns tie satie, les IIIcaisiles
b) le systaie de soins de sani(; el c) le tie lilnanceientl de li saalic Cl
linancement, l'organisation e( li gestion a piomotion dii seeur pive.
du syslie de sanlt. IVes conclisions de ces ctides

out auissi eld plises enl compte
danos I'Olaboria l ti du Plain de

developpieiiit sanitairc 1994-
2000 ».

PA RIE 1). SERVICES lF IP.ANIFICATION FAMILIAL ET I )E SANTE D)F IJASE

Progranmme de lutte contre le paludisme I 'clhde a tvaIlc Ic iodc tic
liansmlissionl oldinairec all

1. L11ude sur la faisab ii t d'un Progranmne de lite ant i-v cc totielle. Faisalbild el coicept )ionl d'uni Achevde enl 1989. Niget cl le tiailemnti d'unI
programie de lille anli-vectorielle mejlieui tappoit Lout-

clliicatil thtsponiible
2. litdes de sensibilisation, Etude de cc titue sail lIa popilatiot du Achevicde el 1992 I es resultal s de cele citde it1

paludisme et de soil traitemeti, el vle conduitltii ita cre IittiOn dI'i
de cibler les uctiv ils d'cdication dans lods leouivelable qui deaie
le doitaine de lia sanl gi itili nli pell Ilanelice Ia

disponlibilito e ch11lmipune1
Seloni les isulatls t'ine itude

KAI'P eli 992. HI % des
ilelvien cs savijeitl (u ils

Itiavel saieiil ile pcitide tie
ote liaisuissioi, 87 %

syilipIttlies tie la italade.
iilis I IV seuinefitit avaiei

lelitlit pillei tie li



I htude (tOrganisnie die Iminatenent ) ()biet &d 1ii 1 'aViluilOn/ S I InIon l I 11)1 b at de l'alukde

ITV
1.I Fnqiulc stir lu moibidit ti c la mortalit6 dues au.\ Ialadie is ves pal le PIV I Uvaluaim de 'eiite el viiueur du Achieve en 19 88 It iessorlait d'une ciiqiuee

PIV. nationale que les Ibc Ii is dc
Louveiiertire uvaiciti d

pltiueinenit alleints poul
i'anlnec 1988 (8() %), ainis
qu'til y avai ties ecia is

ilu1pol lins elitrec lat ~oulvel lule

dies /olics liibaines (niicillerice)

ct clic ties /olies iiales.

Prograiine de lutlle uonlre Ics maladies diarrhdiquesi

I i tudes d'dvaluation. UIvaluaiion des dievisc.s icsliics tie ItieIC ALIMvCC Cn 1988 Pis dbtibcv il loll,
contre Ics Imaladies dia ritiiies

IEdation pour la saniiua

I i'tude de I'eivirotudediiciii. [ic du degr de Icn n1iiiaissate.i s cl dc Achevec. I Clil sCvi eic bisc in une1C

sensibiisation de la population aiil\ aLInpagnkc iationalc tI-ll C
problemes de sante cii vuc tie dLin etiu C

de cibler les iineiveniois appopm mes.



Tableau 7A : Coits du projet

(en millions de dollars)

Conpoantes du projet Estunation a 1'valuattion Chiffres effectifs/derniere estimation
Coats en Cots en Total Coati en Coats en Total
monnaie devises monnaie devises
nationale nationale

PARTIE A. REFORME DES
POLITIQUES

1. Etudes sur la dd tinton des 0.0 03 03 . .3 1.5
politiques

2. Fonds pour l'execution de sous- 1.5 1.8 3.3 1.: 1.8
projets

Total Partic A 1,5 1.8 3.6 1.4 3.1 4.4

PARTIE B. RENFORCEMENT
DES SERVICES DE SANTE
DEBASE ETDE
PLANIFICATION FAMILIALE

1. Renforcement des services 5.3 7.9 13.1 9.7 13,6 23.3
existants

2. Ddveloppement de liducation 0.7 0.9 1.6 2.2 2.8 5.0
pour la santd et de l'initiative
communautaire en matire de santi
et de nutrition

3 Amelioration des qualifications 1.0 2.3 3.3 1.3 3.8 5.1
du personnel de santd

Total Partie B 7.0 11.1 18.1 13.2 20.2 11.4

PARTIE C. GESTION ET 0.4 1.0 1.4 1.4 1.2 2.6
ADNUNISTRATION DU PROJET

PARTLE D. REMBOURSEMENT 0.3 0.7 1.0 r1 0.1
DE L'AVANCE PPF

Total coats de base 9.2 14,9 24.1 16.1 24.6 40.7

Provisions pour imprevus 0.5 0.9 1.4 n.d. n.d. n.d.

Provisions pour hausse des prix 1.5 2.4 3.8 n.d. n.d. n.d.

TOTAL COCDTS DU PROJET 11.2 18.2 29.3 15,5 24.6 40.7

Sources Rapport d'valuation No 5937-NR des services de la Banque; Bureau du projet; Rapport d'audit du projet
1995: Base de donndes du pret au 28 novembre 1995.



Tableau 7B : Financement du projet
(en millions de dollars)

Source E stimations a l1ivaluation Chirfres effectifs/dermrie estimation

Couts en Couts en uCots en Cots en Total
monnaie deises monnaie devises
niationale nationale

IDA 9.6 18.2 .8 3.5 24.6

Institution de cotinancement N.D. N.D. N.D. o.8 0.0 (.8

Autres sources exidrieures ND. N.D. N.D. 0.2 1.0 1.2

Contribution nationale 1.5 0.0 1.5 1,6 0.0 L.o

TOTAL 11.1 18.2 29.3 16.1 24.64

Source : Rapport d'avaluation des serices de la Banque. Rapport No 5937-NIR: Bureau de gestion du projet:
Rapport d'audit du prolet 1995: et Base de donnees du prdt au 28 novembre 1995.

Note : Institution de cotinancement : Le Gouvernement des Pays-Bas a accordd l'dquivalent de 1.4 million de tiorns
en mai 1994 a Vappui du budget: Sources exteneures : un don imprevu de l'USAID equivalant d 600 millions de
trancs CFA a eti accords pour le tinancement des etudes envisagees au titre de [a Partie A du proiet.

Tableau 8 : Coits et avantages &conomiques

Rien n'ayant etd fait d l'dvaiuation pour tenter de calculer la valeur actuelle nette (VAN) ou le
taux de rentabilite economique (TRE) du projet. on ne dispose d'aucune estimation de refdrence
avec laquelle comparer. a des fins d'dvaluation. une nouvelle estimation.



Tableaui 9 : Respect des clauses juridiques

Accord Sectiol TyPe de Si tuolnlll I )aie iniial NounveleI dateI)c iploll de Ia C laiisc il io)

clause actuelle d'ex&tilion d'executiol

de la clause

('r. I 668- 3011 (b) 10) R tI~rt& de vie DmI tic' d vie Smis picitidice des disiositions dil paragraphe (a) de la presente Ie piogriannie p lolatde de- ouvreineii
t des

N I6 d6 proje dii p0i () Sectioi, I[in>riniteir e\eciute Pei Poiet conoi iiwiciii jiu coI Is it 121 ailicv1. l I oi sili la
Calendrier d'excitioni de I'Ainexe 4 au pisenl Accoid, sous Vnelllisilii tll sNslilic ti l12otivicliili

raiserve des inodiicatiOnIs quie C liprunteirt el I'Assoc iaioll des 'ols t c iide en niilii 1995 par

pouirraient convenir de i appor tei I'Asseinhee plioniie. e ide si e
Systeilie tic pi0551

1 
11)11 tIc, ilcics/

distiibulioi dcs indiciinints esseniici a ec

achieeve l'aiics cludeis lipi'il aait

iiiillieII0CI 1)ICVil ti 1\cLtIIIIil 101 I12 (Uldlie

Ill puici uii dc lcalisdee dans 1 caidir dii

don tie iiSAII

3.02 1M i iiice tie vie I)ilde tie vie A Inoiis qeie IAssocialii e1 Lhmliculic nlci aFAili ,I iill illill illti

du projet  du pioije passaieorlidd des iarces hee oiiities, tie iavati\ ci tie iies I IIliilllls tic imics I A ,lu le
necessaires all Projet et devaiii etre Iiiances aii iimll des dCLOIIViiCS d hi t1 111 lil itlie'

fonds du Cradit, est ragie par les dispositions tie IlAniee I au cc iiolitiliii a Ce a"i"i"l ( lil. Ic

present Accoid. (;AolV.1l0 ll12iii a Iciiibuil se ii d inil
1l11y iiios i tie ionsI IA

3.03 9, 10 Il Drile de vie illre de vie Chtiaqie aine, I'i ncipiunte i i) orgajlisc 111)12 illii tic "l" u1 ny in pip eli lie llionsuliticlis. th>

du projet dii piojel les organisines d'aide tlii p)rlicipeit al iiii ils de s d tillelicli cs ioiii e tile osliti ions ci
secLeur de la snia pour exainiiner les progrCs iC~uiiii)i.> dlii diSCa bilSSoli s e101 i1del le> l lien cliec Ic
ledil secieur et coordonner les aides suppiimnclin1c5 haiiliiis de sind clIl ic es Cileell (eC

,Izn11ils sc "olli ic\,Ciees 1w.s uittics (c:\

rCLouvrenIit teicu J ,Allt. miulion

PI V-iiniCeI nIedictaiiellti esSCIlieiI-:I )

3.03 2, 4 i Duree de vie I )ie de vie ii) examine en detail avec i'Associatinl lous 1Ce" ,'A .>s vliInI ts dlillIeI t ei etamic de

du projet do pioje2 ivestisseniiis eliesos diis Ie telit duran iine lles ii vc.si i sse mciis dii xlem ci c qiei'
acoulke c tous celix qui sont pravus pom les irols annes IC pmOICI eli OiiIChiiieill1

suivantes, y compris ICs iipl Iical tIS por11 les chaiges

rectrrenties, indpeidamment de l'origine des tonds destines in

finlancer ces inviVsIsementAs;



Accord Sectioi ype de Situition ae iiieale Nouvelle dale I)escriptio die lta clause ( at is
clause acitelle I'*edeIIjo[In d'exdtcionit)

de la clause

3.03 2, .I IR Durde de vie m)u& de vie iii) examine en ddtail avcc I'Association I'alttectation dui I .c denier e\amcn a enl liiu durant la
du proje u ii projet budget ordinaire pour soutieni r I'ajusicicni di secteur de la prepaialion du I ocument-cadre de politique

sante. taconmique cii 199

3.04 2 NR Durde tie v I)urde de vie I.'Iimprunieur ouvre c ficnIt, par l'intermodiairc de 1'()NP'C, .'audiit 1994 dui comple chloioquinc a rvcdc
du projet du projett i compte aipros d'ine banquiic con iiciciale, sclon des I ics ipic. Ic priodui ties ventes i'ayant pas ic

c modalitas conventus d'un commun accord ciire I'Iimpr intucr deposa audit comple,. celui i1'a pas pu
el i'Association, pour financer exclusiveicnt li reconstiiuion fonlictioieiir coninie ill o6mds rnciouvelable.
des stocks de chlorotiine destins aui prograinnic dc ti En novemic 1995, l'ONPIC a dcposa sur ce
conre le paludisme, au litre de la iaitie A.I (i) di Projet. comptc 122 milions tie rancs CFA pmr

Tous les produits de la vene de chloroqine finance dis le lcsqlciS unie proipoisitioni du (Giivciiiciiiciii
cadre dui Proje scront ddposts audit comple conicernanit I-litilisation ies Inds a tc

cinveiue avec IDA. Ie comple scia clos
dos qiiue le derci paicment pou ireglci Ics

delpises aia ctc el cchli.

3.05 9, Wa R Durde de vie Dur&e de vie Alin d'exdeutcr la Partic 1i du ioijet 'imprineur souimet a Cele clause a lc i espectee chaq iimc ne
du proici do plojel i'Association, le 31 jiillet au plus laid tie chatquc aindie, pour daiis Ic cadic tdii C Plan aniuel ic iiiisc ei

examen el approbation, les plans aninels tie Ioniiation ell cioiis Oeuvic ) prdpaic p;I Ic Gouverminci.ci

d'emploi, y compris Ics piopositions de voyages d'oiudes C tie
bourses prdvues dans IC cadre du projel poor certainls iiiciiibcs
du personnel de sait.

3.06 4 PR Dire de vie Dirde dc vie Sans priijudice du caraciare ganaral des dispositions dc la I Ii I 'absnCIIC tic luds tic CoiIpaiitic. la
du projei du picel Section 3.01 i (a) du prdiise Accord, Plimpriite ouvrc iiii iiiisc ei Ociivic tICs aicIiviICs dui piejc a posC

(iioiptC aupreIs d'un iie baquiiCe Cniiiiiiciali elCI dosiiiie Cnic d i aiides difliculics jiisqu'atu debut de
moniant de 1) 000.000 de IranCs CI A Uc Lompte et gece pim 1 994 A ceie cpoquoe. le Gouvernement

IC iiP ct reconsitiud tous ics mCis l iar ITiiiipruiniieuii a la iinee1landais a appuc Ic idgct tlu piojet
Ieiiaidc di llP. ILes rciraiis ie c compiitic smoiii elleciiiUC- avCL iiiic aide eqoividailt i 4 million de

tiquemcie aux fins d'acquilcr Li contribution eni monnaic floi is. Aptres la date de cltiuei dui projet, le
national Ie I 'inpruntur qui 'est pas finanice om ies fi i ns G ic r ioivernement a decide d'allecier le solde dc

dl Credit tc ie ;cidc a la idlection d'iu hangai tic
II )NPIC ci i at. 'hat de vaccins anti-

mnimgite ei d'atics articles e.senticls pour



AccoII Section Iypc dc Siltualtion Dait inim|c Noivelle tic D)esripliol dc li Clause O

clause ilielle d'C\&dIeItion I d'c\ecution

de lIa clause
le sccicur. ic rappori monlitc aussi que le

(souvermcilciln it a rcmboursd la totalitd des

arriies accimuesic u titre do inancement

de conlicpainc

3.07 10 12/31/86 12/31/86 I i mrunieur pepare, el collaboration avcc I Association. ci

somet n I'Association, pour approbalion, dcs plans d'actioln

ddtiilas, aul phus laid :

PR i~Un plan dec superviion I ele prepare miais

PR i) le 31 ddcembie 1986, por lIa supcvision des a en lts a plas tic alpi conll il covenaliil, en

sanitaires de leirain; 11aison dtes dillicullecs dc tlinaniicclel il u

buldgel ordinire,

17 It) R 01/31/87 01/31/87 ii) le 31 janvier 1987, pour le sysamc d'tcitclicini applicable I.Olgs IclitIs dnills la ticiIIlion dI ukI sSteic

aus infusltclurcs sanitaires secondaires toipirciil dcs plailns d'tcliini. el raioi dc li capatil& limiiilCC

cfiiLcACs Cl peu COntcII i la I)irclion dc l'inlir st clme. Ingciiicii

civil crule pour1 idcr n deatlinir nll sysllc

d'entclicii cl assmci Ic suivi dc I'c\ieciin

3.07 Ii0 It 03/I/87 iii) le 31 mars 1987, pour le systeme de surveill e«gcc dc lid 'ti oA nl(igr1IIllC llililii iliull tIC

3.7nlritioll, accoipagne d'un projel de caleitici dxc\tiion lullitioll » a tc eLlbrc I)cs indicatcsi dc

iltlilion mil eta inlacrcs uil SNIS ivec le

concours financlier tie l ISA 11) ('ct

olgalislIe a ouli ii lcs t doiiiccs neccssaIircs a

italblssClIClil d'nli AssIIC tic surVCiilIIC

de lat ntrition,

3.08 10 R I )urde de vie Dillc dc vie I Iip liulte prepare el soumi t i i'Assciallion all phis laid Ic

dul piojet du projc I er seplembre de chatiue annde :

u) les resultals de i'dvaluation de la demiere campagine de Ievaluaion i ele reahsee en 199-
vaccinatioiin el

1)) tll pro~grammlue tie vadcc inlationI pI l I~ Ia cd agn sIva IC SI c prigc m e cti vilclilailonl Cntre dac s ic

bl salisiaisam i IvAssiaion porla c ndampaigneIvane, c des activil ls jouinalicies des Services
jugesatsfaiantpar 'Asociaionde saig Des mappois lrimecstrels sur lat

campagne de %acciation ont aussi dee

canonun111itis at l'OMS/I Icel el n IDlA



Accoid Section Type de Situatioll )ate iitiale Nouvelle ttle )escr iption de la clause bsrt is

clause actuelle d'execution d'exdction

de li clause

4.01 (i) 2 R I)ur& de vie I)rte de vie 1i i mpruntleur til ou ait telir lIcs critclutes et cotipIes I.e ill[ q dites irreglitds onti dte Iclevcies
dui projet dui projet ndeessaires pour enregistire, confonniient it de hotnes danis la passalion tics imiou chs et qiue ics

pratiques comptables, les opiratiios, ressoiuces el ticpenses foIds oII id ll Ciiiplo)ycs des IC debut dU
relatives au Projet, des services out organismes de I'imprunteur pioji a eis plusicuirs const euences . ic
chargtas d'exctiler tout ou parie dc d Projet. directeur c le complable tiu projct out et

tmills un montant de I I I milhiols dec
iraics CIA itd annul dui reditd el e

Govenmeta Ilmbourse i m,0 ilhonls dec
francS CI A iu Credil.

Ot at cii dui m ll i tciII la comiiptbl iilc dfui

lotds rcitouvelable ti chalroutiieic cl celle
till coiptC speciai piOii IC Iccisciicii tic lit

polplation 1999.

4.01 (b) 2 R )ure de vie D)urde de vie I.'Eimpriunteur :'ots ics aidils duti proje t oi ce

du projel du projet I) (alt Mrificr les . riures ei cocps vinss ano pdnagialic (a) tit iques it Il I )A: es r i ippotts d'atiditl

de l'excicice 91 afliiini lIllnion surl
de la prdsente Section, y compris le Comple Sp&ial, le I thu ;cI'oi i i l slt
Compte LOcal d'Avunces et le foids renouvclable de ,cicie ilIOIT C ,ti iiwisCot iiplc I .oc iii d hinan c cicr pari l'ON I 'I( du fonditsit

clhlorqinIIe pour cliutie exercice, coiliorndmnl ii ties ICIouVelable tic Chloloqlllic, ct sur LI icitic
pinlcipes d'audit upproprids et systemaitiuciment appliqus, plr tics ci it ciitilc sicI Ilt IC

des audiieurs iidpendants jtigtds acceptaules par i'Association. Iecscitci dc Ia Jlmlhtiti I 9MS.

ii) lount a l'AssocLiution dans les imcilleirs ddlais, ct dans tous
les cas six mois un plus tard apros la clature de l'exerice
auquiel il se rappole, tue copic ceilide confoneIC till dalit Chaqite audit cst suivi d'itle rduniiio

d'audit desdits auditeurs dot la ptlrie cl les dIails otw id coiprennltii le Ministre ties finances, le
raisomiabicment fixes par I'Associati; Minisi e tic la santic, le Secietaire gteiia tic

hi santat, ie I )irec tur dc proje eitc le
iii) fourii t I'Association tous auires renseignemients icrst ii icdc de M ioict c ll

cOLcenulmt lesdits coinptes et leur audit el lesdiles criturs ttic persotic l cii sitiid k
examinie les conclusions.



Accord Section Type de Siltiioll )ate iiiiiiale Noivelle daic De.Scriptiion dC lia clause 4bsenaI
cIUSC actuelle d'exeuii o l d'eIct1ioln

de li Clause

I'Associalion peut raisonnablement demander.

41)l c 2 R Durie de vie I )irde de vie Pour toutes les ddpenses au ilre destlcIlsde ics traits itd Voir Selioni - I (a) ci (b) ci-dessos.
du projet dl projet Compti de Crddit sout demandas stir lia base de releves de

depenses, l'EmpruletIr :

i) ficli oui hait tenir, confnnemntc au pararaplic (a) de lI

prtsentc Setion, dCs deritures el comples separas cnregistran
lesdites depenses;

ii) conserve, ieidain al moins lint an apres l' achIemCntCll de
I'audit se rapportant ia l'excicIie inancier al cours duqluel le

denier rctrail di Comple de Crddit a it elt cecili, lLacs les

criliues (conirals, coninandes, flactures. notcs, ius C allics

pices) jusi iliant Iesdites ddpenzlses;

iii) pennet aux icpresenlanIs de I'Associalioi d'c\aminci

Iesdiles deritures; et

iv ) ti en sorte tiue lesdits comptes sepais soient in Llls diais
lauitil anlili visd au paragraphe (b) tie li piescine Scioin. et

qIue le rapport d'audit concernant lesdits colmpics contllil tinl
avis distincI desdits audilcurs indituiii si ICs londs retirds dui
Cidil potuir rtdgler lesdites depenscs oili veriablement did

ulilisds aux fins pour lestluelles ils avaicn dd fournis.
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Tableau 10 : Respect des directives du Manuel operationnel

Numdro et titre de la Direcuve Descnption du manquement et observations

D 0 i ) Passation des marches (par. S I Les inlractions a\ regles de passation des marches et la

mauvaise utilisation des tonds du credit ont entraine le

limogeage du directeur et du comptable du proiet.

I'annulation de I I I millions de trancs CFA. et le

remboursement de 140 millions de trancs CFA par le

Gouvernement.

D.O, 13.0i Superision du prolet (par. 4) La Banque n'a pas affecte a loperation sutfisamment de

ressources. notamment en personnel. compte tenu de Ia

nature. de la complexite et de la taille du projet.

D. 0. 13 05 Supervision du proiet (Annexe D. par -9) Quelques clauses juridiques n'ont pas ete respectees.

Voir Tableau 9. Respect des clauses jundiques. et les

Sections 3103 (i). 3.04 et 4.01 de l'Accord de credit de

developpement.

Tableau 11 Ressources de la Banque : semaines de travail

Etape du cycle Previsions Donnees revisees Risultats

du projet

Semmnes SEU Semaines SEU Semanes SEU

Preparation S-o So S. s. 110.9 162.900

Evaluation s-0 SO, s. s o. 59.7 80 900

Negociations jusqu s.0 s o SO. S.o 4.5 6 600

l'approbation par ie Conseil

Supervision s'o S.0 oo . 03.6 354 700

Achevement 0so s'o s o 13.2 Z1 O0

TOTAL s.0. so. so. s.o. 391.9 626.300

o sans objet.

Source Systeme de comptabilite des couts (3 janvier 1996).



Tableau 12A : Ressources de la Banque - Missions

otation de [a performance

Etape du cycle Nfois Nombre de \iibre de Speciaies Etat Objectzis de T% pes de
du projet annee personnes ours sur le represemees J'avancement dcveloppement problemes

terrain

A. Jusqu a
I :aaluation

Reconnaissance I (if 80 1 14 EC
Reconnaissance 11 ii 80 3 10 EC. AF. SP
Identitiation 02 82 2 12 EC. SP
Preparation 1 06 82 2 5 EC. SP
Preparation If 10-82 -- EC. %1. Furst
Preparation III 02 83 4 14 EC. NIF. SP. IEC
Preparation IV 05 83 1 1 ' EC
Preparation V 08 83 3 14 EC. SP. IEC
Preparation VI 0484 3 20 EC. FOR
Preparation VI1 07 84 6 10 EC. SP (2), IEC.

LCP (2)
Preparation VIII 1084 3 21 EC (I). SP
Preevaluation 02-85 6 10 EC. SP. SMI. LCP

ESUP. PEV

Total A 36 149

B. De l'evaluation a
l'approbation par Ie
Conseil 06 85 7 17 S.EC. ECS. EC. A

AO. SP
Post-evaluation 09 85 2 5 S. AO

Total B 9 22

C. De 'approbation 08,86 2 10 PL GP
par it Conseiijusqu'i 09 86 2 5 D. AO
I entree en vigueur

Total C 4 15

Supervision 09 86- 41 184 D: ED: POP: SP: PRP: RCJ.
03 94(15 MR: AO: A; IC DF APM
missions) AAT

A.hevemenl 06,95 9 7 SP (2). AO: MR
(2); S. GP: RC:
PHA

Spcialite

A Actc: AF Analyste financier. AO . Analyste des operations: CP : Charge de projet D : Demographe: EC: Economiste:
ECS Economst de lasante: ED: Educatcur. EPV Spicialiste de 'EPV: ESUP Speciaiste de 'enseignement supeneur.
EX Specialiste de ['execution; FOR: Specialiste de la formation: GP : Specialiste de (a gestion du projet: IC : Inginteur civil:
EEC Specialiste IEC; LCP : Specialiste de La lutte contre Ie paludisme: MR , personnel de la Mission residente: PHA : Spicialiste de
la pharmacie. PL: Spicialiste de la pianification: POP Specialiste de la population; RC SpeciAisc du recouvrement des cofits:
S Specialiste de la sante: SMI Sante matemelle et infantile: S P Specialiste de la sante publique

T pes de problemes au niveau de la performnice

AAT Avancement de I'assistance technique: AE: Avancement des etudes: AF : Avancement de la formation; APM: Avancement de
la passation des marches: DF Disponibilite des fonds: ODP Objectifs de developpement du projet PRP : Performance des
responsables du projet: RCJ -Respect des clauses jundiques: RD Retards dans les decaissements: SG Situation generale



Tableau 12A : Ressources de la Banque - Missions

\otation de la performance

IU cvzlc %tois Nombre oe \imbre d- Speetalutes Etat Objectifs de T, pes de

eu projet Lnnet personnes , urs ir le representees J .iancement developpement probiemes

terramn

5. LOIIU A1

Reconnaissance I o5 80 A4 C

Reconnaissance [1 Il 0 3 10 EC. AF SP

Ldentification 0 82EC. SP

Preparation 1 06 82 EC. Sr

Preparation II 10 82 EC. \ Fursi

Preparation III u2 83 EC. %IF, SR. LEC

Preparation IV 05 83 EC

Preparation V 08 83 3 EC. SP. IEC

Preparation VI 04 84 3 EC. FOR

Preparation '1 u7 R4 6 10 [C. SRf: I2 EC.
LCP ,2)

Preparation VIll : 10 84 3 1 EC <2, SP

Preevaluation 02 85 b EC. SP. SII. LCP

ESUP. PEV

Total A 36 149

B De I evaluation a

approbation pax le
Consbil 06 85 7 17 S.EC. ECS. EC. A

AO, SP

Post-e aluatiofl 09 85 . S. AO

Total B 9 Z:

C De l'approbation 08 86 10 PL. AO

par le Conseiljusqu'a 09 86 2 5 D. AO

I entree en vigueur

TotalC 4 15

Super\ sion 09 86 - 41 184 D' ED. POP: SP PRP: RCJ.

03 94(15 MR. U: A. IC TF. AP\.

missions)

k~hesement 06,95 9 7 SR (2). W. NIR
(21. S. GP: RC.
PHA

Specialite

SArhitc~te * AF Analyste financier. AO Analyste des operations: CP Charge de projet: D Demographe. EC Economiste:

FCS Eonom edeasant: ED: Educateur. EPV Specialiste del'EPV ESLP Specialiste de i enseignement supeneur

E Specialiste de aexecuton FOR Spwaliste de Ga ormation: GP Specialiste de la gestion du projet: IC Ingenteur civil:

IEC Specialiste dEC LCP Specialiste de ia lune contre l paludisme NIR p ersonnel de la Mission residente: PHA : Speciahste de

Lipharenacie. PL Specialiste d aplanification POP Spec aliste de la population; RC Specialiste du recouvrement des co~ts:

S Specialiste de la sante. SMI : Sante maternelle et infantile: SP Specialiste de la sante publique

T% pes de problemes au niveau de la performance

AT A% ancement de [ assistance technique. AE .Av ancement des etudes: AF . Avancement de la formaion; APM : Avancement dc

Ia passation des marches nce D ecn des fonds: ODP Obectitfs de developpement du projet: PRP : Performance des

raspassabes dprce: R spe RD Retards dans les decaissementa: SG :Situaton generale

responsables du projet: RCJ Respect des clauses jundiques: DRtrsdn e easemns G.Staingnr~



ANNEXES



REPUBLIQUE DU NIGER

Projet Santd
(Crddit 1668-NIR)

AIDE-NMEMOIRE
MISSION DE SUPERVISION FINALE

(Draft)

I. Introduction

1. Une mission de la Banque Mondiale a sijourns au Niger du 26 juin au 15 juillet 1995. L'objet de la
mission stait : (a) d'entreprendre la supervision finale du premier projet Sants financs par l'DA (Cr6dit 1668-
NIR) dont la date de cl6ture stait le 30 juin 1995, et d'initier conjointement avec le Gouvernement la
prdparation du rapport final sur l'exicution du projet (RFE); et (b) de revoir et de discuter avec le
Gouvernement le travail fait par l'dquipe technique chargee de l'6laboration du deuxiime projet santi et
d'6tabiir un plan d'actions pour la preparation du second projet devant Etre financ6 par I'DA qui sera l'objet
d'une sventuelle mission de pri-dvaluation.

2. La combinaison de ces deux tiches a permis i la mission de faire l'analyse de rdalisations accomplies
dans le cadre du premier projet d'une part et d'autre part de prendre en compte pour la conception du deuxihme
projet les experiences acquises. Un Aide-M6moire couvrant la prsparation du deuxibme projet a 6td pripars
separdment. Le pr6sent Aide-M6moire couvre essentiellement la supervision finale du projet Santi (Crsdit
1668-NIR).

3. La mission stait compos6e de Mesdames/Messieurs Denise Vaillancourt, Chef de Mission, Johanne
Angers, Analyste des Opdrations, Rougui Diallo, Charg6e des Programmes, Pierre Nignon, Chargi des
Programmes, R6gina Amadi, Consultante/Sp6cialiste en Gestion, Frangois Diop, Consultant/Spicialiste en
Recouvrement des Coats, Marie-Paul Fargier, Consultante/Pharmacienne, Dr. Sanoussi Konati,
Consultant/Spicialiste en Sants Publique, et Aboubacar Magassouba, Consultant/Spicialiste en Gestion des
Projets.

4. En outre, dans ['esprit d'une meilleure collaboration des intervenants dans le secteur santi, des
spicialistes des partenaires du secteur ont egalement participss et contribuds au travail de la mission: Dr.
Gaston Sorgho, Assistant au Conseiller Rigional en Santi et Hygiene, Ambassade Royale des Pays-Bas,
Burkina Faso; Mme. Agatha Pratt, Administratrice Santi, Unicef/Niger; et M. Denis Valot, Administrateur
Nutrition/Sicurits Alimentaire, Unicef/Niger.

5. La mission remercie S.E. Monsieur Kalla Ankouraou, Ministre de la Sant6 Publique, S.E. Madame
Dodo Aichatou Mindaoudou, Ministre du D6veloppement Social, de la Population et de la Promotion de la
Femme, Mr. Amsagana Maina Boukar, Secr6taire G6ndral du Ministere de la Sants Publique, M. Ibrahim
Magagi, Directeur du Bureau du Projet Sants, et tous les Directeurs des Programmes et autres cadres du
Ministere de la Santi Publique , le personnel du Bureau du Projet Sants, et les membres de l'6quipe charg6e de
I'61aboration des diffsrents rapports d'6valuation sur le premier projet Sant6 pour l'excellent accueil riserv6 i la
mission et l'esprit de collaboration qui a prsdomind durant le travail.

6. La mission a 6galement tenu des discussions avec les partenaires intervenant dans le secteur de la sant6,
y compris les agences multilatdrales et bilaterales et ONGs. Une liste des personnes rencontries ainsi que des
documents consult6s se trouvent en Annexes 1 et 2.



7. L'6valuation finale du projet s'est diroulde suivant une approche participative, et a 6td le risultat de

plusieurs dvaluations i differents niveaux:

(a) Le Gouvernement a organisd en mai 1995 a Maradi,- -"a out a i',vwIirntion intere du

projet. Les participants d cet atelier ont et6 (i) le personnel du rveau central du Ministere de la Sante , y

compris le directeur du projet et les coordinateurs des diffsrentes composantes; (ii) les gestior :aires et le

personnel de soins de la pyramide sanitaire; (iii) les repr6sentants des syndicats; (iv) des representants de

differents ninisteres. et (v) les autoritis locales de Maradi. Un rapport d'6valuation interne du projet a its

finalisd.

(b) Une enquite aupres des b6ndficiaires a 66 rdalisde en juin 1995 dans Ies dpartements de Maradi et

de Dosso. Cette enquete visait a recueillir l'opinion des communautds sur la situation sanitaire, sur l'impact

ressenti par celles-ci par la rdalisation du projet, et sur leurs prioritds en matiere de sante.

(c) Une 6valuation externe du projet a et6 r~aiisie par un consultant externe local; les principaux axes

de sa m6thodologie ont 6td: 16ude documentaire, Is entretiens avec les intervenants et les bindficiaires du

projet. et une miss. n sur le terrain.

(d) La mission sant6 de la Banque Mondiale a eu des discussions avec les principaux acteurs de

l'ex(cution du projet. La mission a effectue des visites sur Ie terrain dans le dipartement de Tillabery

(Tera.Torodi et Makalondi), dans les Departements de Maradi, de Tahoua (Konni) et de Dosso (Loga), ainsi

qu'( Niamey . Ceci a pernis d'6valunr les r6alisations du Projet Santi et de discuter avec les populations de son

impact sur leur milieu. La mission a aussi eu l'occasion de travailler et de discuter avec des administrateurs,

des gestionnairesur l personnel de sant6 dans les formations sanitaires, et avec diffsrentes autorites des

Ministres de l'Inairieur, des Finances et du Plan, et de la Fonction Publique. La mission a eu igalement a

analyser es rapports iabors par nes coordonnateurs des programmes sur les composantes du projet. Cela a

peramis de faire point sur les r6sultats obtenus, sur les contraintes et les difficult6s rencontrees lors de

l'ex cution du projet, sur la viabilit6 des services mis en place, et de tirer les legons des expdriences acquises.

(e) Un atelier de nravail final s'est tenu a Niamney du 10 au 11 juillet 1995, et a permis un 6change entre

les diffdrents partenaires du secteur sant str les r sultats du projet, les succes et les echecs. 11 a aussi permis

d'acquerir les experiences utiles pour la conception du second projet sante.

1II. Rappel des obiectifs du proiet

S. Le projet avait pour objectif d'aider I Gouvernement a introduire des rdformes structurelles dans Ie

secteur de a santv nota ment grace des 6tudes et des programmes de riformes visant i amdliorer la

planificatio des investisserr nts, 'affectation des dspenses de fonctionnement, le recouvrement des couts,

lapprovisiondemet en m dicaments essentiels sc s nom genrique, la gestion du secteur, et la coordination de

l'aide extrieure. Ce projet visait aussi aider le Gouvernement i ddfinir des mesures en matiere de population,

de planification familiale et de nutrition. De plus, pour appuyer It programme de r~formes sectorielleS, I

projet avait pour objectif aforcer les programmes et services de sant: prioritaires: (a) protection maternelle

et infantile, y compris la .- ification familiale, la lutte contre It udisme, lets maladies diarrhiques et es

maladies transmissibles; (b) l'6ducation pour la sant6 et Ies initia -es colltives er mati~re de sant6 et de

nutrition; (c) la formation du personnel de la sante.

-9. Pour realiser ces objectifs. Ic projet comportait deux composantes principales:

Partie A. La reforme de la politique sectorielle, comprenant la rdalisation d'6tudes et la mise en

oeuvre des stratdgies a r6aliser decoulant de ces 6tudes ou de l'expdrience op6rationnelle; et



Partie B. Le renforcenent des services de sant6 de base et du programme de planification
familiale, comprenant le renforcement des programmes existants (paludisme, maladies diarrhdiques,
vaccinations, protection maternelle et infantile et planification familiale); la promotion de l'dducation sanitaire
et celle d'initiatives communautaires dans le domaine de la santd et de la nutition; et la valorisation du
personnel de santd.

IV. Constars de la mission

10. 11 faut noter que malgrd un environnement polirique et dconomique difficile pendant la durde
d'exdcution de ce projet, ce dernier a accompli un nombre considdrable de rialisations. Bien que l'ensemble des
objectifs privus n'aient pas 6 rdalisis, des progres importants ont sti obtenus avec ['assistance du projet,
parriculierement en matiere de reformes et i la formulation des politiques du secteur. Un nombre non
ndgligeable de legons ont aussi it6 tirdes de la conception et de la rialisation de ce projet. Le chapitre qui suit
metra en exergue les constats de la mission, qui seront davantage analysds et ddveloppis au cours de la
preparation du rapport final d'dvaluation. L'annexe 3 de cet aide-mimoire fournit de plus amples ddtails sur les
constats de la mission pour chacune des composantes du projet.

A. Acquis du projet

11. Amelioration de la gestion stratigique et de la riforme de la politique sectorielle: la gestion
strargique du secteur de la santi a connu des amdliorations durant la piriode du Projet avec le transfert de la
responsabiliti de l'exdcution de ]a parre A du Projer du Ministere du Plan au Ministbre de la Santi Publique
(MSP). Les capacitds institutionnelles du MSP ont dtd renforcees avec la crdation de la Direction des Etudes et de
la Programmation (DEP) et [a Direction des Pharmacies et Laboratoires (DPHL). Ces deux unites jouent
actuellement un r6le important dans le domaine de la planificarion du secteur sanitaire, et de la politique du
mddicament. Au niveau des services de soins, la transformation des hopitaux nationaux en 6tablissement public i
caractere administratif jouissant d'une plus grande autonomie financiere a permis d'amiliorer [a mobilisation des
ressources internes et la gestion de ces hopitaux. L'adoption par l'Assemblie Nationale en juin 1995, de la Ioi sur
le recouvrement des coats des soins de sants primaires dans le secteur non-hospitalier a consolidd la mobilisation
et la gestion des ressources internes dans le secteur. Ces nouvelles mesures de financement des services de soins
ontjetd les bases d'une amdlioration de la qualiti des services de santi, de I'efficaciti et de l'dquiti du systime de
sante. Le processus des irudes et de la planification dans le cadre du Projet a renforce les capacites de gestion du
MSP. Les dtudes ont contribu Ai une meilleure connaissance des contraintes et faiblesses du systeme de santd;
leurs conclusions et recommandations ont largement contribue a l'ilaboration du projet de Plan de D6veloppement
Sanitaire 1994-2000 dont l'amilioration et 'adoption offriraient un cadre sectoriel cohdrent. Par ailleurs, les
rdsultats des 6rudes ont servi de base a la creation de la DPHL, i la riforme hospitalibre, et i la riforme dans le
financement des soins de santi primaires. Enfin, la coordination avec I'USAD et ['UNICEF dans le cadre de
l'execution du Projet a jet6 des bases pour une meilleure coordination de l'action des intervenants du secteur de la
santd.

12. Amelioration des competences en matibre de prestadons de services: les diffirentes formations ont
permis d'accroitre les compitences du personnel dans le domaine de [a planification, de la gestion, de la santi
publique, et des prestations de services. Le ddveloppement des programmes prioritaires et des infrastuctures ont
permis d'amdliorer la couverrure sanitaire. Un comits interministdriel a 6td crid pour la lutte contre le paludisme,
et une politique nationale de la nutrition a &t ddfinie dans le cadre d'une approche multi-sectorielle. Un certain
nombre de progr6s ont aussi iti rialises tels qu-'une meilleure qualiti des prestations de soins que ce soit dans le
domaine de la prdvention, dans ['augmentation de la capaciti d'accueil des formations sanitaires, l'intensification
des activitis d'IEC et d'EPS, et dans la responsabilisation des communauths pour les activitss de santi.

B. Activites non finalisees

13. Le projet n'a cependant pas atteint tous ses objectifs. C'est notamment le cas pour le programme PEV
oU les objectifs privus en matiere de couverture vaccinale n'ont dtd atteints qu'i 55%, et en matiere de
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formation o6 seules 48% d'entre elles ont 6td r6alis6es. C'est aussi le cas pour les 6quipements et les antennes

rdgionales acquis dans le domaine de l'6ducation pour la sant6, mais qui ne sont pas utilis6s. Enfin, il faut noter

qu'il n'y a eu au cours du projet aucune reunion de coordination entre les bailleurs de fonds sur le secteur sante

au Niger.

C. Expdriences apporties par le projet

14. Un certain nombre d'experiences ont 6t6 tirdes de l'execution du projet, qui vont permettre une

meilleure approche dans la planification du second projet sante. Ces expdriences ont permis de constater les

faiblesses i diffdrents niveaux:

(a) au niveau de la prestation des services: absence de supervision effective malgr6 la priparation par le

Qouverement d'un plan de supervision pour lequel le financement n'a jamais ete demand6 dans le cadre des

fonds allou s aux sous-projets; une politique d'dducation pour la santi inexistante et un tres faible accent mis

sur la prevention.

(b) au niveau de l'organisation et de la gestion: une mauvaise gestion des ressources humaines et

matdrielles; une mauvaise integration des activitds du projet due a la verticalitd des programmes; une mauvaise

d6finition des responsabilit6s A chaque niveau du systeme sanitaire et des insuffisances dans la gestion

stratigique. y compris la programmation, la planification, la budgdtisation, la coordination de 1'aide, le suivi des

risultats des 6tudes et l'6valuation des activites.

(c) au niveau du partenariat: la participation communautaire a 6td faible notamment en ce qui concerne

la conception du projet et la prise en compte de leurs demandes et perspectives; de mime que la participation

des femmes dans cette participation communautaire a 6t trs limitee. 11 y a aussi eu une faible coordination

inter-sectorielle, alors que les besoins des populations font appel i une intervention des diffdrents secteurs.

15. Des le~ons ont k6 tir~es des faiblesses rencontrees clans la conception du projet qui perrnettront 1

'avenir d'avoir des objectifs clairs et rsalistes, des moyens adapt6s aux objectifs, une consultation des

populations sur leurs besoins, la defmition d'indicateutrs de performance et de s'impact, ne correlation entre les

moycos mis en oeuvre et les resultats, tine bonne quantification des objectifs difinis, tine flexibilite cians la

planification des projets notamment par la mise en place de plans glissants, la prise en charge des initiatives par

le Gouvernement, l'implication des diffirents bailleurs de fonds dans la conception et dans 1'valuation du

projet, et l'estimation et la minimisation de tous les coCits d'investissement et de fonctionnement..

16. Un certain nombre de legons ont aussi its tiries des lacunes observdes dans la gestion du projet: la

n~cessii6 de former le personnel aux procidures de passation des marches, l'importance d'avoir une

coordination entre les diff6rents responsables de programmes, la n6cessiti de maintenir en place le personnel

des projets et les coordonateurs de programmes, une bonne exploitation de l'ivaluation a mi-parcours du projet,

tin suivi adquat des aides-m6moires des missions, une dicentralisation de ia gestion du projet, une int6gration

de la cellule de coordination du projet au sein du Minist~re de la Sante Publique, tin meilleur suivi et une

evaluation des formations donnes, tine misc disposition des fonds plus rapide, et enfin l'importance de

'6tablissement des rapports trimestriels ou au moins semestriels pour permettre un suivi et une amdlioration

des programmes et activite5.

17. Des leqons ont aussi t6 tiries quant l 'engagement de la Banque Mondiale dans le suivi des projets:

Ie suivi des recommandations des aide-mimoires, tine acc~liration des proc.dures clans les approbations des

contrats et les avis de non-objection, et une composition des missions de supervision mieux adaptee aux

problemes a rdgler. La mission a aussi 6ti satisfaite d'apprendre du Ministre et des autres cadres du Ministira

de la Sant6 Publique, qu'ils ont grandement appreci6 le r6le joui par l'6quipe de la mission r~sidente clans Ia

facilitation et lac6leration de 'execution des activit s du projet. La mission en retour a exprimi son intention

d'accroitre davantage le r6le et les responsabilitds de la mission residente a cet egard.
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V. Conclusions

18. 11 est i noter que toutes les lesons tirdes de cette experience ont ddja its intigries dans le Plan National
de D6veloppement Sanitaire 1994-2000, et les plans de ddveloppements des districts sanitaires qui tous deux
servent de plan opdrationel pour le deuxieme projet. Cete experience est aussi prise en compte au niveau de la
nouvelle approche sectorielle de la Banque Mondiale en matiire de conception et d'execution de projets (voir
l'aide-mdmoire sur la prdparation du deuxieme projet sant6). La mission fdlicite le Gouvernement du Niger
pour le ddvouement de ses agents dans l'ex6cution des activitss privues dans le cadre de ce projet malgr6 les
problemes politiques et iconomiques que le pays a connu durant toute la piriode d'exdcution de ce projet.

VI. Calendrier d'exdcution du rapport final sur l'ex6cution du proiet

19. La mission a apportd des suggestions et appuis au Gouvernement pour la preparation de ]a contribution
de ce dernier au rapport final sur l'ex6cution du projet. Les directives pricisant l'organisation et les objectifs de
ce rapport sont prdsentds en annexe 4 de cet Aide-M6moire. Enfin, la mission et le Gouvernement se sont mis
d'accord sur le calendrier suivant de priparation du Rapport final sur l'ex6cution du projet:

ACTIVTTES DATE LIMITE RESPONSABLES

Equipe du gouvernement ach~ve, sur la base des 29 septembre 1995 Resp.: M. le Secretaire
discussions, la partie du Gouvernement pour le Gindral.
Rapport finale sur l'exdcution du Projet (voir note
explicative, AUnnexe 4)

IDA prdpare et soumet au Gouvernement pour 31 octobre 1995 (en Resp.: Mss. D.
commentaires un projet de Rapport final sur prenant compte des Vaillancourt, J.Angers
l'exicution du projet rdvisions internes de la et M. A. Magassouba,

Banque et de la avec appui de R.
traduction frangaise du Diallo et P. Nignon
document)

Gouvernement transmets ses commentaires sur le 15 novembre 1995 Resp.: M. le Secrdtaire
projet de Rapport final i l'IDA. Gdneral

Rapport final sur 'ex6cution du Projet Santi (Cr6dit 31 ddcembre 1995 D. Vaillancourt
1668-NIR) est soumis au Conseil d'Administration

Annexes: 1. Liste des personnes rencontries
2. Liste des documents consultis
3. Ralisations du projet
4. Projet Santi/Rapport d'achevement: Directives

5. Bilan financier
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I.-DESCRIPTION ET DE RRAGE DU PROJET

Le projet Sants a dd ndgocid du 10 au 13 f4vrier 1986 et l'accord do crddit a 4td signe le 14 avril

1986. La miss en vigueur est intervenue le 3 novembre 1986. Les activits ont ddmarr4 le 1er
janvier 1987. Le montant total du crddit s'dlevait A 25.100.000 do OTS soit en dollars US
27.300.000 dont la part de l'1CA representait 95% at Ie Niger 5%.

1. HISTCRICUE

A) Corex-e de !a ccliticue sanitaire

Ou Plan quinquennal de ddveloppement Economique et social 1979-1983, des joumdes d'srude de
la Sants A Dosso en 1982, at du ddbat National A Maradi en 1983, les orientations du secteur ant
its retenues notamment en qui concerns l'integration du systAme do santd dans les structures de
la Societs de ddveloppement pour susciter la participation communauraire, I'extension de la
couverture sanitaire, l'elaboration d'une politique d'action sociale contre les problimes sociaux, la
formation du personnel et l'information, l'Education Pour [a Santd.

Le programme interimaire de consolidation 1984-1985 a precisi que les actions porteront sur les
prioritss suivantes :

- la rdfection des infrastructures en mauvais 4tat;
- l'intensification ot l'adaptation de la formation pour promouvoir les formations du personnel

en qualits at en quantite suffisante ;
• le renforcement des activites en cours dans Ie cadre do la restructuration at de la

redynamisation des services de sants.

C'est pour appuyer la mise en oeuvre de ce programme quo le projet santi a vu Jo jour en 1986.

B) Situation 4conomicue

L'iconomie du Niger est dominde par une agriculture de subsistance et un 4levage intensif. Le
secteur rural occupe plus do 80% do la population active. Mais cette sconomie rurale reste
tributaire des aldas climatiques.

Avec Jo boom do I'Uranium at I'amdlioration do la pluviometrie ayant entrains une croissance du
sec:aur agricole et la reconstitution du cheptel dicimd, 'exploitation de l'uranium a ste sous
l'impulsion de la demands et des cours mondiaux. une vdritable bouffde d'oxyg~ne pour l'dconomie
nationale. La ventp.de l'uranium rapportaitplus de 70% des recettes d'exportation, passanrde 19,6
milliards en 1975 A 131,7 milliards en 1981.

Cette nouvelle source a transformd radicalement les donndes do I'dconomie nigdrienne, Io PIB a
augmente de 5,8% par an, les exportations do 15,14% par an, at les recettes fiscales do 20% par
an. L'exportation do l'Uranium a ddvelopps des effets d'entrainement importants sur le reste de
l'sconomie, la valour ajoutie du secteur moderne augmentait de 25% par an.

La periode s'est caractdrisde aussi par des investissaments importants, malhoureusement les
ressources tirses de la vents do l'uranium ant servi A financer en prioritd des programmes de
depenses publiques improductifs. Par ailleurs. Ia hausse des cours at do la demande de l'uranium
a sti perque par nos partenaires comma une augmentation de la capaciti do remboursement du
Niger. Malheuresement Ie march4 do l'Uranium s'effondra en 1982. Le poids de la dette issue de
la politique volontariste des gros investissements de l'Etat a entami les performances de
l'Economie. Le ddficit budgdtaire continuait A so creuser.

MRAW)tTJOA



Face a carte crise les a oirs publics ont pris des mesures d tdritd soutenues par'le FM-eya
Banque Mondiale afin contenir les ddsdquilibres intemes UL uxtarMs. Cetta politique devait
s'appuyer sur une limitation des charges et une mobilisation accrue des ressources: elle comprenait,
aussi des reformes visant A renforcer I rdle du secteur privd dans l'dconomie, et A restructurer Ie
secteur para-public.

Maigre ces mesures d'austerite, Ie Niger n'a pas encore retrouv4 Io chemin de la croissance
4conomique. En effet, le PIS a chute de 4% en moyenne de 1982 A 1988. Il en a resulti un
transfert d'activite vers le secteur informal agricole et non agricole qui passe do 66,2% du PIB en
1985 A 75,3% en 1992. Au cours de cert piriode, on note une rsduction du volume des
exportations at la d4terioration des termes de l'ichange.

La situation des finances publiques est restse prdcaire compte tanu des difficultss liees A [a non
maitrise des ddpenses de fonctionnement dont le niveau est loin d'Stre compatible avec celui des
recentes budgetaires.

Les effets nigatifs de carte 4conomie ont eu des repercussions sur la situation socio-sanitaire du
pays.

C) Situation sanitaire et les orobl4mes maieurs de sanrt

C. 1. L'organisation du systeme de sante ast calquee sur le ddcoupage administratif avec

0 un premier niveau chargi des activites operationnelles qui correspond A la CIrconscription
Medicale (CM) : District -anitaire ;

* un deuxisme niveau constitus par des Centres do rifdrence (Centre Hospitalier
Dipartemental: CHO) avec sa Direction Deparementale do la Santd, structure administrative
chargie de l'appui technique ;

8 un troisibme niveau comprenant trois (3) hdpitaux nationaux at des centres spdcialisds
(CNSF, CNAT, Centre Anti-Lbpre) avec des directions centrales chargdes de l'appui politique
at stratdgique pour l'ensemble du systme de sants

C.2. La situation sanitaire du pays avant 1988 4tait caracterisde par une insuffisance do la
couverture sanitaire, un environnement hostile avec une persistance des maladies les plus
couramment frequentes au niveau des formations sanitaires : Paludisme. Affections Aespiratoires.
maladies diarrhdiques, Plaiss at ddchirures, trachomes at conjonctivitas, at les affections cutanses.
Le pays connaissait 6galement des dpiddmies de rougoole, de miningita, at une situation
nutritionnelle prdcaire des fammes enceintes at des enfants.

A cela il faut ajouter une croissance ddmographique do 2.7% aggravant de surcroit Ie taux brut de
mortalitd (25 pour mille), I taux do mortalits infantile (200 pour mills) at Ie taux de mortalitd
maternelle (7 pour mille). La situation sanitaire bien que tributaire de la croissance dimographique
se heure dgalement & une insuffisance des activitds d'Education pour la Sante.

C.3. Eu 6gard A cotte situation, les problmes majeurs du systime de santd concernent les points
suivants :

• un taux particulibrement dilevd de la mortalitd maternelle at infanto-juvonile.
- une faible couverture sanitaire
- une insalubritd du milieu.
- une insuffisance de la sensibilisation de la population sur les problimes de sants.
- -un dquilibre alimentaire de plus on plus fragile ayant des consdquences sur l'dtat nutritionnel

des groupes vulndrables ; particulibrement les enfants on bas age, les femmes allaitantes et
les femmes enceintes.

- Aw1'on 3
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Aores la signature de l'--.3rd de cridit. un bureau de projer a _.. crd4 par arratd N° 20/MSP/AS
du 10 juillet 1986 du Ministre de la Sant4 Publique et des Affaires Sociales. Ce bureau est
directerment rartachd au cabinet et joue Is rdle de direction du projet.

Cere direction a comme objectifs de :

• coordonner ot do suoerviser toutes les activites du projet at de l'aide en gdneral;
- ;reparer des plans d'actions annuals
- passer des marchds des fourmitures
- nstruire des demandes do retrait du credit
- consolider at slaborer des rapports d'activirs at commander des audits annuels du projet.

La direction du projet disoosait d'une squipe restraints composde d'un directeur, d'un adjoint, d'un
agent charg4 des formations. d'un conseiller en gestion (AT) et d'un personnel d'appui (Comptable,
Secretaire, Chauffeur).

Le projet a une anvergure nationals dans toutes ses composantes A l'exception de la nutntion qui
intervenait dans l'arrondissement de Loga (Dosso).

2. C2JECTFS QU PROJET

L'objectif du projet est d'aider Ie gouvernement A introduire des rdformes structurelles dans Ie
secteur do la santd grAce A des 6tudes ot des programmes do rsformes visant A ameiiorer la
pianification des investissements, l'affectation des depenses de fonctionnement, Is reccuvrement
des coCits, I'approvisionnement on mddicaments essentiels, la gestion du secteur et la coordination
de I'aide. I aidera dgaiement Je gouvernement A ddfinir des mesures en matibre de population, de
planification familiale et de nutrition. En outre. pour appuyer Io programme de rdformes soctorielles,
is projet renforcera les programmes et services do santd prioritaires

- Protection maternelle et Infantile y compris la planification familiale et Jutte ::ntre le
Spiludisme, les maladies diarrhdiques et transmissibles ;

- Education sanitaire et initiatives collectives en matibre de santd et do nutrition, at
- Formation du personnel sanitaire.

3. CCMPOSANTES DU PROJET

A- Etudes sectorielles

A.1. Dans Jo cadre des rdformes envisagdes dans Io secteur sanitaire, le projet devrait aider Je
Ministere de la Santd Publique A mieux difinir et & mettre en oeuvre des strategies de
developpement. Ces stratdgies concernent la rdalisation do six (6) 4tudes qui ddfiniraient des
mesures de rdformes dans Je domains des dipenses d'investissement ot do fonctionnement, du
recouvrement des coOts, do l'approvisionnement en mddicaments essentiels, do la gestion
sectorielle y compris la coordination do l'aide extdrieure.

A.2. Catte rdforme structurelle devrait Atre conduits par Je Ministere du Plan qui dtait chargd do
mettre en oeuvre Ie Programme d'Ajustement Structurel. Mais la rdalisation des 6tudes a dtd
conduite par la Direction des Etudes et de la Programmation du Ministhre de [a Santd Publique.

0PO 4M
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A-3. Apres concertati.... -ntre le Ministere du Pfan. (e Ministd le la Sants Publique ot l'USAId
les 4tudes ont 4td reformuldes, reparties et realisdes par la Subvention au Dveloppement du
Secteur Sanitaire (SOSS) et le Projer sant

- Etudes sur Ie budget de la Santd (SDSS)
- Etudes sur la gestion hospitalibre au niveau des hdpitaux nationaux et des CHO (SOSS)
- E:udes sur l'utilisation, Ie coot des prestations et les options do recouvrement des coots au

niveau des services de sante de base (SDSS)
- E:ude sur le systrme d'approvisionnement et de distribution des mddicarnents au Niger

(Projet Santo)
S2:ude sur les Programmes rsgionaux de Sants (Projet santi : negocide et realisde en 1993).

B- Sants de base et Pianification familiale

S. 1. Prcaramme de lutre contre le Paludisme

Premibre cause de morbidits, Is paludisrne represente 20 % des motifs de consultation. I sevit sur
l'ensemble du territoire national do fagon enddmique A des degrds variables at affecte toutes les
couches sociales. L'objectif du programme est de reduire l'incidence et la mortalite due au
paludisme en :

- slabcrant une politique nationale do lurte contre 14 paludisme:
- prevenant et en rdduisant les offets du paludisme chez les fommes enceintes;
- reduisant la morbidit6 due au paludisme chez los femmes enceintes et les enfants;
- testant des approches do lurt anti-vectorielles dans les villes:
- motrant en place un fonds de roulement chloroquine afin do rendre accessibles les

medicaments antipaludiques par un systime do recouvroment des coots.

8.2. Procramme de lutte contre les maladies diarrhdiaues

Le progr'mme National de lutte contre les maladies diarrhdiques (PNLMD) a ddmarre ses activites
en 1984. L'objectif poursuivi est la reduction de la morbidits ot do la mortalits due A la diarrhie chez
les enfants do moins de 5 ans. Le projet n'a apports qu'un appui A ce programme qui b~ndficie do
l'appui techniquetor financier de plusieurs partenaires.

8.3. Prooramme E!arai de vaccination

Le Programme Elargi de Vaccination (PEV) est une des rdponses do l'OMS au ddfi quo representent
les maladies de l'enfince. L'objectif essential dtait de vacciner tous les enfants avant leur premier
anniversaire au plus tard on 1990, contre la diphtdrie, Je tetanos. [a coqueluche, la poliomyslite, la
tuberculose, [a rougeole et toute autre maladie solon la spdcificitd du pays.

Officiellement lance on 1987 par le Chef de l'Etat. le delmarrage effectif du PEV n'est intervenu
qu'en Janvier 1988. En plus des six maladies cibles du PEV OMS, Ie Niger a retenu la vaccination
contre la figvre jaune et la vaccination anti ttanique des femmes en Age de procrer (15 A 45 ans).

Los objectifs assign4s au programme national sont les suivants:

- Ameliorer la Santd de la population, notamment cello de la m4re ot do l'enfant on rdduisant
les consiquences socio-4conomiques des maladies cibles du PEV

S- Riduire Is taux do morbiditd et de mortalitd dG aux maladies cibles du PEV chez les femmes
ot les enfants ;

- Prdvenir les risques d'6closion d'dpiddmie de Fibvre jaune.
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aw. ,mr mmme - 'rantue. Plan'ifcation Familialeet A ^n Sociale

Face A la proportion dIevde des femmes en age de procrder, des enfants de 0-4 ans St aux taux de
morralitd maternelle et infantile dlevde de 7 pour mille, l'Etat a mis un accent parriculier sur [a
n4cessitd d'augmenter la couverture sanitaire A travers des activitds foraines.

En 1987 le programme stait localisd A la DAS/PMI. Apr~s la restructuration de 1989 du MSP/AS
le crogramme a dtd 6clatd seicn les composantes ci-apres :

- Programme de renforcement de la Direction do la Santd Maternelle et Infantile (MSP).
- Programme de renforcement des activitds de la Direction des Affaires Sociales (MDSiP/PF).
- Planification familiale (MOSiP/PF).

Les objectifs retenus pour les diffdrentes composantes sont:

- Augmenter la couverture sanitaire A travers los consultations foraines.
- Intensifier et 6tendre les activitds d'EPS.
- Introduire un programme social A partir des centres fixes at des visites A domicile
- Fournir les didments qui permettent au gouvernement d'intigrer les composantes population

et PF dans le cadre de la politique de population, et la PF dans le cadre de la poitique dijA
existante en SMI.

- Renforcer la capacitO du CNSF pour la gestion des programmes SMI/PF.
- Promouvoir la sante de la mire et de l'enfant en tant qu'individu membre d'une famille at

d'une communaut6 en inidgrant les activites do SMI/PF jusqu'aux dchelons les plus
pdriphdriques.

B.S. Programme d'Annui A la Nutrition

Le volet nutrition du projet santd a dtd ilabord A l'image du programme conjoint d'appui a la
nutrition Niger-OMS-UNICEF (PCAN) dont la m6thodologie reposait sur I'auto responsabilisation A
la base, I, participation communautaire, l'approche multisectorielle intdgrde de l'appui technique.

Ces principes s'intdressent de fagon sp4cifique A.:

- La production alimentaire en vue d'amdliorer la disponibilitd et la sdcuritd alimentaire dans
les villages par Ie ddveloppement des cultures irrigudes ou de contre saison, la production
agricole, les banques cdrdalibres et les boutiques coopdratives.

- Le ddveloppement du petit dlevage, l'alldgement du travail de la femme.
- Les soins de santd primaires et la surveillance do la croissance & assise communautaire.
• L'appui aui drganisations communautaires, et & l'encadrement technique.
- L'approvisionnement on eau potable.

Le volet a comme objectif do

- Accrottre la capacitd du pays A faire face aux problmes que posent l'alimentation, la
nutrition, la santi at le ddveloppement du nourrisson et du joune enfant, ainsi quo ceux
posds par la situation do la femme.

- Obtenir une amdlioration do I'dtat nutritionnel et une rdduction do [a mortaliti et do la
morbidits chez los nourrissons et les jeunes enfants dans les arrondissements du programme.
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C- Formatfon du ersor

La miss en oeuvre do toute politique n4cessite des ressources humaines capables d'offrir des
prestations efficaces at adapties aux besoins do la population. C'est pourquoi, I'dtat Nigdrien t
en particulier Ie MSP s'est trs tat engagd A mettre l'accant sur cet aspect, notamment par:

• La creation at l'dquipement des institutions do formation
- L'intensification de la formation en cours d'emploi et do la spdcialisation des cadres.

La programme est rartachd A la Direction do la Formation et de la gestion du personnel ot il a
comme objectif de

- adapter ia formation du personnel aux diffdrents programmes do ddveloppement sanitaire.
- renforcer Is matdriel documentaire ot didactique on fonction des programmes adoptds.
- recycler les diffirentes catdgories du personnel pendant la durde du projet.
- metre en oeuvre un programme do spicialisation du personnel.

D- Education ocur la Sants

L'aapui au programme d'Education pour Ia sants a concern Io renforcement do la coordination, la
gesrion des actions d'EPS, et l'slaboration d'un programme national d'E.P.S. ot sa mise en oeuvre.

Le programme a pour objectif d'amdliorer l'dtat de sants de Ia population en l'amenant a prendre
conscience do l'interdt d'un bon stat de santd et des moyens de Ie priserver par un engagement
total aux actions sanitaires en

- menant des activitds d'E.P.S dans toutes los formations sanitaires.
- demandant la participation do toutes les structures sociales susceptibles de promouvoir les
- actions sanitaires.
- touchant 100 % des villages on informations sanitaires par 1s canal des organes

.d.'information (radio).
- mertant A la disposition du bureau des moyens (Equipements, vdhicules, matdriels...) pour

une meilleure formation des groupes cibles.

E- Rifection des bitiments et Eauioement des formations sanitaires

Face aux ressources limitds du secteur sanitaire, l'entretien des infrastructures et lour dquipement
n'est pas toujours exdcutd par le Ministere do Ia Santi Publique, raison pour laquelle Is projet a
acceptd Is financement do la remiss on dtat des Centres mddicaux ot des dispensaires ruraux sur
la base d'un programme d'intervention exdcutd par le Ministre de l'Equipement. 1s Projet Santd et
NIGET P.

F- Gestion du oroiet

La gestion du projet a td conduite par un bureau qui joue Is role do direction du projet.
Avec ses objectifs, citds ci-haut, Jo role f ondamental du bureau est la coordination des activitds des
diffdrents programmes, la passation des marchis, Ia gestion du Personnel ot le suivi du systime do
gestion at d'audit.

000W I -
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G- Sous-croiets

Des activitis ont 6te financdes par Is projet qui relivent des recommandations issues des 6tudes
- et aussi les actions pertinentes ayant les mimes objectifs que Is projet dont le financement est

intervenu apris accord du gouvernement et de la Banque.

Ces apouis sont les suivants

G. . O ffice National des Produits Pharmaceuticues et Chimicues : L'appui A l'ONPPC ddccule des
recommandations de I'itude sur 'l'extension du systime de distribution des midicaments au Niger"
realisde par Is CREDES en 1991-1992.

Son objectif 6tait d'aider I'ONPPC A allier sa mission de caractire social avec une gestion de type
priv. C'est-&-dire concilier un principe de service d'utilit6 publique avec un principe d'equilibre

- financier do la structure en amdliorant Ia gestion, en accroissant les capacitss de stockage, do
distribution, production, et de contrdle do qualitd.

G.2. Direction des "harmacies et Laboratoires : La sous projet a vu Ie jour dans les mimes
conditions que l'appui & I'ONPPC. Un plan d'action des recommandations issues de I'6tude CREDES
a 4td soumis au projet pour financement.

L'objectif est de doter la Direction en moyens addquats pour lui permertre de remplir sa mission
(locaux, ressources humaines, matdriels informatiques, matdriels de bureau, logistique, etc...) de
mise en place d'une politique nationale de mddicaments, de laboratoires et de recherche en matibre
de medecine et pharmacopde traditionnelles.

- G.3. Centre Natioral Anri-Tuberculeux : Le CNAT a bdndficid d'un aopui, suite A une requete du
Ministire de la Sante Publique pour l'achat des mddicaments anti-tuberculeux. La requite a 4td
exdcutde conformdment aux besoins exprimds par le centre. Cette commando do mddicaments
anti-tuberculeux a its faite A travers l'ONPPC, ce qui a permis do les rendre disponible au niveau
du programme qui s'est chargd do les distribuor aux departements en tenant compte des besoins.

G. 4. Direction de la P-svention Sanitaire et de l'Assainissemen : Dans le cadre de l'amelioration
de t'hygiine et do l'assainissement dans les formations sanitaires, la Direction de la Prdvention

- Sanitaire et de l'Assainissement a slabord un projet de ddsinsectisation et" ddsinfection" des dites
formations. La requite transmise au projet a dtd financde pour t'acquisition des produits et
matdriels. Cest ainsi quo les Produits pesticides, les Matdriels d'application, les Matdriels et
squipement de protection, Produits de ddsinfection, et le transport ont dtd financds par to projet
sants.

G.5. Enaudte Jeunesse : 11 s'agit d'une stude sur les besoins et aspirations des jeunes au Niger.
La requdte a td soumise au FNUAP, mais compte tenu des problimes de restriction budgdtaire do
l'institution, le gouvemement a ndgocid son financement aupris de la Banque. Apris accord des
deux parties. Is financament de la requite a vue Is jour au niveau du projet Santi IDA.

L'objectif est d'diaborer une politique nationals de la jeunesse favorisant une addquation entre los
objectifs du ddveloppoment et les contraintes ddmographiques en entreprenant une dtude statistique
mdthodique sur la situation des jeunes, leurs besoins et aspirations. Cola devrait permettre A la
Direction de disposer d'une banque do donndes sur les bosoins et aspirations des jeunes afin
d'slaborer un plan d'action pour l'intdgration des jeunes dans les activitds de ddveloppement.

G.S. .Recouvrement des Coits : Un appui en midicaments essentiels gdndriques a itd octroyd au
Ministire dans to cadre des tests pilotes do recouvrement des coats. Ces mddicaments ont itd
achetes par l'intermddiaire de ['UNICEF ot une partie aupris de t'ONPPC pour couvrir les besoins
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os consommaton annue as zones tests de recouvrement de: Cts. Ces tests ant 6t.6 monde
de 1993 A 1994, afin de i rminer Is systeme de participation < nale pour couvrir les cots'de.
mddicaments des formations sanitaires. L'expdrience a dtd dvalude en juillet 1994, St une li pour
sa g4ndralisation vient d'Atre adoptde par I'Assembl4e Nationals (Juin 1995).

G.7. Procramme MST-SIDA : L'appui au programme SIDA a 4td exdcuts suite A des requites du
Gouvernement pour Is financament d'activites ponctueales rentrant dans Is cadre du renforcement
du programme. Cos activitds concernent

- 'achat de deux (2) chaines ELISA
- l'achat de petits matdriels
- l'enquete 4piddmiologique sur la sdroprevalence organisde A Niamey en Mai-juin 1993.
S I'atelier d'adoption du Programme A Moyen Termo de Deuxiime G4ndration (PMT 2).
• I'achat de medicaments do lutte contre les MST

G.S. Recensement o4ndral de la Population : Uno requdte do financement a std transmise A la
Banque Mondiale par Is Ministire des Finances et du Plan dans lo cadre do la realisation du
recensement gendral en 1988. La requdte ayant 4td approuvde, et les fonds demandds ant st6 mis
A la disposition du MF/P. La recensement a dtd realisd pendant [a pdriode retenue.

Ii. CONCEPTION. EXECUTION, REAUSATION ET IMPACT DU PROJET

1. EVALUATION OE LA CONCEPTION DU PROJET

Le projet santa a st6 congu afin de permetre [a mise en oeuvre des orientatcins figurant dans Is
Programme Intdrimaire de consolidation. Sa miss en oeuvre s'est deroulde avec quelques difficultes
notamment

- la non prdcision des seuils de passation des marches particulierement les marches de G4nie
civil

- le rattachement du bureau au cabinet du Ministre;
- r'oictroi de financement aux programmes du Ministire qui exdcutent des activites de fagon

verticale ;
- la crdation du compte chloroquine avec la disposition demandant un recouvrement des coots

pour le seunedicament et surtout les procedures d'utilisation definies apres I'abandon du
recouvrement au niveau des formations sanitaires.

2. PRINCIPAUX RESULTATS CU PROJET

A. En matikre d'Infrastructures sanitaires la mission promibre dtait de rdhabiliter des formations
sanitaires, mais compto tenu des insuffisances du Budget d'investissement, des travaux
d'achdvement ont 4td 6galement financds. Los rdhabilitations ont concem4s : 32 DR, 11
PMI/Maternit6, 8 PM, 15 CM, la Division EPS, et Ia construction de 39 hangars du PEV, 8 bureau
d'ARIEPS au niveau des DOS, Is Magasin du CNSF, Is Magasin des Pibces ddtachdes du Garage
SERPA. Las Hangars de I'ONPPC sont on cours.

B. Pour les Mobiliers, Equipements. P1ces ddtach6es et logistiques : des appels d'offres
internationaux et locaux ont 4t6 lancds pour I'acquisition do ces biens, at aussi 'achat de
fournitures do bureaux pour toutes les structures du MSP. Un important parc automobile a eti
constitud grace au financement du projet. I y a lieu de noter qua parmi les v4hicules achetes au
debut du projet. beaucoup sont en pannes ou reformds.

~AOT OA -9-
.an. - 9



Le programme de sation du Ministrre do la Santd Put e 4tait largement soutenu par
Is projet qu'il soit des tormations de longue durde (sp4cialisation), les formations continues
(Sdminaires-ateliers) ou les stages de courts durde.

0. Pour les M4dicaments, l'apport du projet n'est pas aussi ridgligeable. En effet Is projet a
financd les mddicaments essentiels gindriques pour les tests pilotes de recouvrement des coots,
les mddicaments pour les programmes de santd at aussi financd l'achat de vaccins at de
contraceptif du fait de la diminution de l'apport de cerrains partenaires dans Is domains (UNICEF,
FNUAP). Cn doit 4galement noter qua dans ce domains Is projet a invesi des fonds pour permettre
non seulement la distribution du midicament, mais aussi sa production, sa gestion at sa disponibilitd
dans le pays.

- E. Dans Is domains des rdformes, les studes rdalisdes ont recommand:
- la crdation de deux directions. la DEP at [a DPHL ;
- la difinition d'un syst~me de distribution des mddicaments au niveau de l'ONPPC,
- la rdvision de la tarification hospitalibre (actuellement an cours d'adoption par Is

Gouvernement) ;
- la transformation des Hdpitaux nationaux at des Ecoles de formation en EPA,
- la ditermination des avantages et inconvdnients des modes de recouvrement des coots des

soins de sants dans Is secteur non-hospitalier.

3. CCOROINATICN ET GESTON DU PROJET .

Le coordinateur du projet a eu pour responsabilitd de diriger Is personnel du projet, de planifier et
supervisor les activitds, coordonner l'approbation des plans d'actions at rapports, prendre des
dispositions pour Is lancement des Appel d'offres, I'analyse at I'adjucation des marchds, at assurer
un contrdle de gestion efficace du projet.

Les relations du coordinateur du projet se situent A plusieurs niveaux:

- Ministire do la Sants Publique : il s'agit de coordonner, de superviser, de priparer les
marchds at les plans d'action de miss en oeuvre.

Ministire des Finances st du Plan, compte tenu de sa position, de reprisentant du Niger
aupris de lar Banque, at do son rdle d'ordonnateur ddilgud, il vdrifie at signs les demandes
de paiement, at procdde 6galement A Ia programmation des fonds do contrepartie. Le Trdsor
pour sa part procdde au versement des fonds do contrepartie et quant au Controle Financier,
ii appui Is projet dans ['analyse at la signature des marchds.

- Ministire do I'Equipement et de I'Habitat, la relation consists A assister Is projet dans
I'analyse at Is suivi des marches de construction d'infrastructure sanitaire.

- Ministire do la Communication pour Ia diffusion des spots at messages de sensibilisation.

Ces diffdrentes relations ont permis au projet de diceler parfois des points de blocage ot de trouver
une solution de concert avec les diffdrents intervenants.

Le bureau du projet a joud plusieurs rdles de coordination dont principalement:

les rdunions de coordination avec les coordonnateurs pour la revue at la prdparation des
- .plans do miss en oeuvre et la priparation des missions de supervision do Ia Banque

Mondiale. Rdunions diargies au cabinet du MSP pour I'approbation prdliminaire des plans
d'action.
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- la coordination ave s Sailleurs de Fonds qui n'a jamais organisde par Is projet ;u'aikv
cu'efle ne rehbve r;-- de ses attributions. Ndanmoins, t uureau du projet participe aux
rdunions de coordination organisdes autour des programmes financds conjointement avec
les autres partenaires.

4. IMPACT CU PROJE7 SUR L: SYSTEME DE SANTE

L'impacr du projet sur e systeme do santi devrait se sentir A travers les indicateurs de sante. Mais
on peut constater que malgr6 les efforts fournis par Is projet, beaucoup rests A faire pour atteindre
l'objectif de sants pour tous d'ici 'an 2000. C'est ainsi qu'on peut noter que Is projet a permis
I'amdlioration des conditions de travail dans les formations sanitaires (qualiti et quantitd), la
disponibiliti des services, l'accroissement do la couverture sanitaire A travers los consultations
foraines, la miss en place des dquipes d'Education pour la Sants avec des moyens consdquents,
la disponibilird des mddicaments, des rdformes institutionnelles dans le secteur sanitaire ot
I'amelioration de la supervision A tous les niveaux.

Les resultats enregistres sur le systhme de santd ne doivent pas 4tre imputer A l'effort du soul projet
sante, on doit sgalement voir 'effort consenti par les autres partenaires au ddveloppement du
secteur sanitaire notamment 'USAID, ['UNICEF, Is FED, le FAC, la SNV, etc....

Iil. ANALYSE CRITIQUE DE L'ACTIN DE LA SANGUE. DU GOUVERNEMENT ET DE
LASSISTANCE TECHNIQUE

1. APPRECIATION ME L'ACTION CE LA BANQUE MONDIALE

A. Les princicales decisions qui ont favorisd l'exdcution du projet peuvent 4tre resumees de la
fagon suivante :

- 'amendement de 'accord de cr4dit qui est intervenue Ie 17 ddcembre 1993;
- la nejIociation des fonds nderlandais pour Is remboursement des fonds de contrepartie et des

fonds gelds au niveau de [a BORN;
- 'acceptation des deux (2) prolongations du projet en 1993 St en 1994;
- la disponibiliti de la mission rdsidente qui a favorisd l'accIderation du traitement de certains

dossiers.

B. Las decisions qui ont freind l'exscution du projet sont:

S Is niveau slevd de la contrepartie a versd par Is Niger eu dgard A la situation financibre du
pays;

- le non suivi des recommandations contenues dans les aides memoires des missions de
supervision, d'oOi la non prise de d6cision par la partie nigrienne;

- les riponses du Bureau de ddcaissement qui tardent A venir St cortains telex qui n'ont jamais
eu de rdponso ou parviennent tardivement ;

- les procidures longues et complexes des ddcaissements;
- [e changement d'dquipe de supervision *Task manager" a constit'ud dgalement un frein A la

poursuite de certaines activitds programmdes.

C. Le suivi du projet a 4td fait par quatre (4) 6quipes distinctes do 1987 A nos jours, et les
missions regulibres de ces dquipes ant permis le ddblocage do certains dossiers. On peut donc
affirmer que les missions de supervisions ant 4td trbs bendfiques au projet.
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A. Les ddcisions qui ont tavoris4 I'exicution du projet au niveau du Gouvernement peuvent itre
Iistdes de [a fagon suivante :

- las efforts de paiement des fonds de contrepartie, Is remboursement des factures litigieuses
non dligibles et des fonds non justifids et d4celds par l'Inspection des finances.

- le changement du responsable, coordinareur du projet ;
- le recrutement du conseiller en gestion et du conseiller en Gdnie Civil.

J . Pour les decisicns qui ont freind l'execution du projet, nous pouvons citer comme exemple:

- le changement intempestif des coordonnateurs des programmes financis par le projet ;
- - la succession des Ministres do la Santd suits aux diffdrents chiangement du gouvemement

intervenu dans la pdriode. Le projet en a connu 8 at chacun en ce qui le concerns A essayer
d'imprimer sa ddmarche A I'exdcution du projet en faisant samblant d'ignorer les procedures
de la Banque.

- a non application et parfois dans les ddlais. des recommandations formuldes oar les missions
de supervision.
I'insuffisance du suivi des travaux de construction et do rehabilitation par le Ministere de
l'Equipement.

- 'exigence de l'ORTN du paiement de la diffusion des spots de sensibilisation au mme tarif
- que ceux applicable aux publicites.

3. EVALUATION DE L'=FFICACITE ET DE LA QUALITE DES RELAIIONS ENTRE LA BANQUE ET LE
GOUVERNEMENT

Pour I'efficacitd des relations entre les deux parties, if y a lieu di noter qu'elles staient de bonne
qualitd car Is projet a eu A financer des requdtes du gouvernement qui ne figurent pas dans les
programmes, il s'agit notamment des activitds do lutte contra les MST-SIDA, les msdicaments anti-
tubercui %tix.'anquete jeunesse, at Ie recensement g4nsral do la Population. Le projet a eu A pallier
a certaines insuffisances de financement des autres partenaires (Externes it Intemes) dans les
domaines des contraceptifs, des bourses de formation, des vaccins at certaines constructions de
formation sanitaire.

4. EVALUATION DES PERFORMANCES DES DIFFERENTES INSTITUTIONS, BUREAUX D'ETUDES
ET CONSULTANTS

Dens ce domaine les actions de soutien aux activitds du projet ont 4td d'efficacits moindre du fait
que

- l'assistance technique ne repondait pas toujours aux compdtences requises;
- l'insuffisance do la compdtence des cabinets d'dtudes locaux ;
- Ia non satisfaction dans les ddlais des prestations des institutions at agence d'execution

(UNICEF, FNUAP, NIGETiP).
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IV. EVALUATION ECONOL -UE ET FINANCIERE DU PROJET

1. COUT TOTAL OU PROJET

A. L'accord de crddir signi I 14 avril 1986 prdvoyait un financement de I'DA A concurrence
de 25,1 millions do OTS soit (10.714.396.CCO fcia) at la contrepartie nigdrienne s'dlave a 1,3
millions do OTS soir 1,5 millions de dollars US. La coat total de base du projer stait de 26,4
millions de OTS soit 29.3 millions de dollars US. Le remboursement du pret par la partie nigerienne
se fera oar semestre A partir du 15 mai 1996 pendant 40 ans.

Le cot do base ast de 9,27 milliards de fcfa. Au cours de l'exdcution du projet. certaines
composantes ont e6t plus importantes qua d'autres at les montants allouds pour certaines
composantes ont connu un rythme de consommation lent. Ca qui a non soulement entraind une
nouvelle rdaffectation des fonds mais aussi une prolongation de la durde du projet.

B. La contrepartie initialement prdvue dans Ie projet a 4ts estimie A 577,5 millions de FCfa on
1986. Au cours de l'exdcution du projet, des entorses ant dtd diceldes. ayant conduit un[ i remboursament par l'Stat des dipenses non dligibles at des fonds ddtoumds par la structure de
gestion.

Malgrd la situaticn financire du pays, at aussi de la contribution de certains partenaires
(Nerlandais) des efforts de paiement ant itd fait par l'Stat nigerien pour financer les realisation des
fonds de contrepar-e A concurrence de 997,180 millions de fcfa au lieu de 577,5 millions de fcfa.

2. PERTES SUBIES PAR LE PROJET

Du fait de la Prolongation du projet. les consequences tiries sont las suivantes

la ddvaluaticn du FCFA qui a eu des rdpercussions sur les marchds en cours d'exdcution.
- * I'augmentation du niveau d'andettament du pays
- La montant 4levd do [a contrepartie nigsrionne.

Ensuite la fluctuation du dollars qui a fortement perturbd les previsions de ddpenses du projet.

3. COUTS RECURRENTS ENGENDRES

L'intervention du projet a porn sur plusieurs domaines at a permis Le renforcement des programmes
et des directions du Ministire do la Santd. Pour les diffdrents co~its engendrds par I projet, les
commentaires suivant.l peuvent Atre faits :

- Infrastructures : Dans ce domaino Ie projet a engendrd tris peu de coits ricurrents, car les
activitis financ6os concement uniquement la rdhabilitation des formations sanitaires
existantes et la finition des chantiers en cours.

- Logistiques: Pris de 77 vdhiculos ant 4td achetds at mis A la disposition du MSP & travers
les programmes. L'ONPPC a bdndficid de 5 vAhicules. Actuellement plusieurs de ces
vehicules sont rdformds ou enlevds par les rebelles principalement dans les departements do
Tahoua, Agadez et Tillaberi.

• Materiels techniques : la prise en charge des coats d'entretien do tous les matdriels mis au
niveau des formations sanitaires do base et des h6pitaux est faite sur Ie budget de
fonctionnement de I'Etat et des 4tablissements disposant d'une autonomie do gestion (EPA.
EPIC).
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' f Formation : les agen irmis sont pour la plus part des fon,..-nnaires at bdndficient d'une
14gbre augmentation de salaire A leur retour.

Le projer r'a pas engendrd des cotts rdcurrents eleves, mais il s'est trouvd dans une situation de
substitution, car i[ a pris en charge des ddpenses que Is budget do fonctionnement n'dtait pas a
mesure de firancer A cause des problbmes de trdsorerie que connait 'Etat (Fournitures de bureau,
Carburant...).

V. PERSPECTIVES POUR UN NOUVEAU PROJET

1. Pour une nouvelle phase du projet, d'autres rdformes structurelles devront §tre envisager afin
de privilegier La mise en oeuvre effective de la politique sanitaire actuelle qui prdne l'approche
dicentralisde tout en garantissant un appui aux trois niveaux do la pyramids sanitaire District.
Odpartement. Cantral.

Ce qui necessitera

- la sensibilisation de la population
- - la miss en place effective des dquipes cadres do districts.

- la miss en place des organes de participation communautaire,
- la realisation d'uns dtuds sur la Gestion des ressources financibres et humaines
- l'intdgration du programme MST-SIDA au PMA
- la prise en compte des problimes nutritionnels au niveau communautaire.

2. Aussi il es: souhaitable do

- definir au prdalable et d'une fagon claire at prdcise les missions du bureau du projet en
tenant compte du contexts socio-4conomique du moment, de 'ampleur du projet at de la
nature des activitds A financer;

- mertre en place une dquipe compdtente ot suffisante avec des attributions claires pour
chacun des membres do L'dquipe;

- ndgocier correctement les accords de crddits afin d'dviter les erreurs qui constitueront des
facteurs do blocage dans l'exdcution du projet.
envisager tous les scdnarios d'exdcution des projets afin de pouvoir rdduire la part financiire
qui doit revenirau pays A une participation symbolique dans la miss on oeuvre.

3. Pour une meilleure coordination ot une integration du projet nous recommandons

- Is rattachemeni du bureau du projet A la OEP,
- la criation d'un comitd technique de suivi qui pourrait etre composd du Responsable du

bureau du projet ou son Reprdsentant, des Directeurs centraux (ou leurs Reprdsentants)
concernds par les actions du projet.

VI. CONCLUSIONS

* Le projet santd a rdalisd des performances remarquables au niveau du systime do santd et ce
malgrd les dnormes difficultss vcues au cours de.sa miss on oeuvre. IL a notamment pormis de
mertre A la disposition des populations des services do sante de qualitd.

Des legons ont dte tirnes au cours do son exdcution, ce qui a conduit Ie Ministbre do La Sants
1Publique a-ddfinir une nouvells politique do ddveloppement on so basant sur Is ddveloppement du
district. Les interventions futures dans Is secteur santd commenceront par la base afin do les
rendre autonome dans Is cadre de la d4centralisation des services de santd.
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THE WORLD BANK GROUP

ROUTING SLIP DATE: [DATE]

NAME ROOM. NO.

Mr. Ulrich Thumm, OEDDR G 7-005

URGENT PER YOUR REQUEST

FOR COMMENT PER OUR CONVERSATION

FOR ACTION NOTE AND FILE

/ FOR APPROVAL/CLEARANCE FOR INFORMATION

v FOR SIGNATURE PREPARE REPLY

NOTE AND CIRCULATE NOTE AND RETURN

RE: REPUBLIC OF NIGER: Health Project (Cr. 1668-NIR)
Implementation Completion Report

REMARKS:

Please find attached for your approval a draft Evaluative Memorandum from the DGO
to the Board on the above ICR, together with a memorandum for your signature addressed to
the Country Director.

This ICR was reviewed by Laura Raney.

FROM ROOM NO. EXTENSION
Christopher Gibbs, OEDD1 G 7-029 31735
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The World Bank
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Office of the Director-General
Operations Evaluation

[Date]

OED EVALUATIVE MEMORANDUM
ON IMPLEMENTATION COMPLETION REPORT

Republic of Niger: Health Project (Credit 1668-NIR)

The Niger Health project, supported by Credit 1668-NI for SDR 25.1 million (US$27.8
million), was approved in FY86. It was the first Bank operatioA in the health sector in Niger. Following

two one-year extensions, the credit was closed in June 1995. 1tl credit amount disbursed (US$37.1
million) was higher than anticipated at appraisal due to changes in the US$/SDR exchange rate. SDR '

0.32 million was canceled. The Implementation Completion Report (ICR) was prepared by the Africa
Regional Office. Annex B contains the borrower's contribution to the ICR.

Theobjective-of the projec twas to support the government's structural adjustment objectives at
the sectoral levelV(i) more efficiient use of resources; (ii) mobilization of resources through cost
recovery; and (iii) policy reform to improve overall efficiency and effectiveness in the health sector. This
objective was to be achieved4hi4Augh two partsi Part A supported health sector adjustment aimed at: (i)
strengthening financial and operational management; (ii) improving basic health services; (iii) increasing
cost recovery; (iv) improving essential drugs availability; and (v) developing population and nutrition
policies. Part B supported improvements in basic health and family planning services through activities
to: (i) improve facilities and strengthen priority programs; (ii) develop health education and community
initiatives in health and nutrition; and (iii) develop health manpower.

The objectives ef i tirzdueingipolicy reform in the healt yeeter-
within the overall framework of t structural adjustment program wMe substantially achieved. Studies
aimed at improving sector policy were carried out and were instrumental in the development and
implementation of key reform measures, including according hospitals greater financial and managerial
autonomy and prompting improvements in resource mobilization and hospital managementdeptien-of

A law i4tme 4995 on cost recovery for the non-hospital. sector mase4participatio efcommuntis
in financing and managkiint-' health services and a sector plan which eepeoeesh'
district (decentrajized) Jaeath approach The Icoject contribu d greatly to policy formulation, reform,
and strengthenkit capacity .a planning)and segvice delivery.

Theprogram objectives were also substantially met. Prejeednvestmentsto upgrade the.
technical skills of service providers and to 6eggthen infrastructure and technical equipment o(selected
health facilities contributed to improvements in the quality and coverage of health services and increased

This document has a restricted distribution and may be used by recipients only in the performance of their
official duties. Its contents may not otherwise be disclosed without World Bank authorization.
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capacity for receiving and treating patients. In addition, a number of priority health programs and
services were strengthened through improved strategic management. Notable achievements in4his-regard
includethe'creation of an interministerial committee for malaria control We definition of a national,
multisectoral nutrition policy;,th creation of a national program on diarrheal disease; strengthening of
the health education program at the central and departmental levels; and the 4iiation-and successful -
.imlmni fcommunity partici tn in health and niutrition activities. Among the quantifiable
results of these interventions are: giedter-awareness andskg on the part of communities for
understandig and takiA charge of their own health isues; increaseintoth
immunization rates and prenatal consultations; and improvements in maternal health indicators. The v<
subcomponents ' o ewere successfully implemented, 4uewevro
they reached only a portiq of those intended.

TheperationsvaluqtiQnDeparenhaupgraddthe-rating ofproct-outcomfron
faot ilas d tthe-ubstantiaaehievements of the project aross a range of

e fnvestmeat-aetions,-espeiay-given the difficult enviroment. Institutional-developmenthas
beenshagedonnudestl-high assectralcapacity was substantial improved. OED agrees with the
ICR in rating sustainability as likely, and Bank performance as satisfactory.

The lessons identified by the ICP/suggest: (a) project objectives should be sufficiently modest
and based on a sound knowledge of the/xisting situation; (b) clear targets and indictors should be set at
the outset; (c) inadequate management/institutional capacity-irsfund-t bhemere constraining-ef good
sector performance than resource availability; and (d) finapcial participation of the communities ha&

re involed in, and-wore demanding f, health servicddehvery, prompting the
public service to be more client-oriented.

The ICR is exemplary, as is the borrower's contribution. An audit is pl nnd.



THE WORLD BANK/IFC/M.I.G.A.

OFFICE MEMORANDUM

DATE: [Date]

TO: Mr. Theodore 0. Ahlers, Director, AFC13

FROM: Roger Slade, Acting-Director, OED

EXTENSION: 81293

SUBJECT: REPUBLIC OF NIGER: Health Project (Credit 1668-NIR)
Implementation Completion Report

1. Attached is a draft Evaluative Memorandum (EM) from the Director-General,
Operations Evaluation, which is based on OED's review of the Implementation Completion
Report (ICR). We would appreciate receiving any comments you might have by

2. Based on this review, the ratings we intend to include in the OED Annual Review
database are shown below:

OED ICR

Outcome Highly Satisfactory Satisfactory

Sustainability Likely Likely

Institutional Development High Modest

Bank Performance Satisfactory Satisfactory

Borrower Performance Satisfactory Satisfactory

3. OED has upgraded the rating for Outcome as project achievements were substantial and
commendable, particularly given the difficult environment in Niger. Institutional Development
has also been upgraded from modest to high due to the extensive contributions the project has
made in strengthening sectoral capacity for planning and management.

4. The ICR is exemplary:

• Documentation of implementation and the project's achievements is both detailed
and complete, and analysis is thorough and well-grounded. The lessons learned are
thoughtful and extremely relevant, both in the country-specific context and the
general context which could be applied to projects in other regions.

• The Aide-Memoire.of the ICR mission is also-exemplary. I-is notable for its clarity
and thoroughness. In addition, it is laudable for the inclusion of other donors (the
Dutch, UNICEF) who participated in the ICR mission, a practice which should be
standard, but-in fact rarely is.
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• The borrower's evaluation of the project and the contribution to ICR found in Part B
are exemplary. The participatory evaluation of the project conducted by the
government is especially commendable. Three levels of evaluation took place:
internal to the Ministry of Public Health; an external eyaluatof; and * beneficiary
assessment. In addition, an evaluation workshop brought together all three of the
groups of stakeholderg to discuss projeot implementation and lessons learned. This
participatory evaluation is extremely valuable in buildingownership of the project
and znsuring the maximization of project benefits, and in building evaluation
capacity within the Ministry. The preparation of the follow-on project will also
greatly benefit from the workshop and the team-building and ownership which it

engendered. OED would like to share both the government's contribution to the ICR
and its participatory evaluation with other regions as best practice in evaluating
completed projects.

5. The only shortcoming in the ICR is the lack of a plan for future operation of the project,
as required under BP 13.55. This section should include discussion of the understanding with
the borrower on the measures to ensure the continuation of project benefits, indicators for
monitoring and evaluating future operations, and the Bank's follow-up actions. The latter were
indeed discussed in the ICR in the matter of the SIP currently being prepared in Niger, however
the former two are crucial and should have been addressed.

Attachment

cc: Ms. Alexander (OPRDR) and Mr. de Ferranti (HDD)



THE WORLD BANK GROUP

ROUTING SLIP DATE: April 16,1997

NAME ROOM. NO.

Mr. Ulrich Thumm, OEDDR G 7-005

URGENT PER YOUR REQUEST

FOR COMMENT PER OUR CONVERSATION

FOR ACTION NOTE AND FILE

FOR APPROVAL/CLEARANCE FOR INFORMATION

FOR SIGNATURE PREPARE REPLY

NOTE AND CIRCULATE NOTE AND RETURN

RE: REPUBLIC OF NIGER: Health Project (Cr. 1668-NIR)
Implementation Completion Report

REMARKS:

Please find attached for your approval a draft Evaluative Memorandum from the DGO
to the Board on the above ICR, together with a memorandum for your signature addressed to
the Country Director.

This ICR was reviewed by Laura Raney.

FROM ROOM NO. EXTENSION
Josette Murphy, OEDD1 G 7-043 31726



THE WORLD BANK/IFC/M.I.G.A.

OFFICE MEMORANDUM
DATE:

TO: Mr. Theodore 0. Ahlers, Director, AFC 13

FROM: Roger Slade, Acting-Director, OED

EXTENSION: 81293

SUBJECT: REPUBLIC OF NIGER: Health Project (Credit 1668-NIR)
Implementation Completion Report

1. Attached is a draft Evaluative Memorandum (EM) from the Director-General,
Operations Evaluation, which is based on OED's review of the Implementation Completion
Report (ICR). We would appreciate receiving any comments you might have by

2. Based on this review, the ratings we intend to include in the OED Annual Review
database are shown below:

OED ICR

Outcome Highly Satisfactory Satisfactory

Sustainability Likely Likely

Institutional Development High Modest

Bank Performance Satisfactory Satisfactory

Borrower Performance Satisfactory Satisfactory

3. OED believes that the ICR understates the project's achievements. OED rates project
outcome as highly satisfactory, as opposed to satisfactory in the ICR, because of the substantial
achievements in the policy and investment components. OED rates institutional development as
high, as opposed to modest, because sectoral capacity was significantly enhanced. OED agrees
with the ICR in rating sustainability as likely, and Bank performance as satisfactory.

4. The ICR is exemplary:

• Documentation of implementation and the project's achievements is both detailed
and complete, and analysis is thorough and well-grounded. The lessons learned are
thoughtful and extremely relevant, both in the country-specific context and the
general context which could be applied to projects in other regions.



-2-

* The Aide-Memoire is notable for its clarity and thoroughness. In addition, it is
laudable for the inclusion of other donors (the Dutch, UNICEF) who participated in
the ICR mission, a practice which should be standard but rarely is.

• The borrower's evaluation of the project and the contribution to ICR found in Part B
are exemplary. The participatory evaluation of the project conducted by the
government is especially commendable. Three levels of evaluation took place:
internal (to the Ministry of Public Health), external, and client perspective through a
beneficiary assessment. In addition, an evaluation workshop brought the
stakeholders together to discuss implementation and lessons learned. Such
participatory evaluation can be extremely valuable in building project ownership and
expanding evaluation capacity. The preparation of the follow-on project should
benefit from the workshop, team-building, and ownership that the workshop
engendered. OED would like to share both the government's contribution to the ICR
and its participatory evaluation with other regions as best practice in evaluating
completed projects.

5. The only shortcoming in the ICR is the lack of a plan for future operation of the project,
as required under BP 13.55. This section should include discussion of the measures agreed to
ensure the continuation of project benefits, indicators for monitoring and evaluating future
operations, and the Bank's follow-up actions. The latter were indeed discussed in the ICR in the
matter of the Bank's Sector Investment Program approach in Niger, however the former two are
crucial and should have been addressed.

Attachment

cc: Ms. Alexander (OPRDR) and Mr. de Ferranti (HDD)
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The World Bank

Washington, D.C. 20433
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Office of the Director-General
Operations Evaluation

OED EVALUATIVE MEMORANDUM
ON IMPLEMENTATION COMPLETION REPORT

Republic of Niger: Health Project (Credit 1668-NIR)

The Niger Health project, supported by Credit 1668-NIR for SDR 25.1 million (US$27.8
million), was approved in FY86. It was the first Bank operation in the health sector in Niger. Following
two one-year extensions, the credit was closed in June 1995. The dollar value of the credit amount
disbursed (US$37.1 million) was higher than anticipated at appraisal due to changes in the US$/SDR
exchange rate. SDR 0.32 (US$0.33) million was canceled. Additional financial assistance was provided
by the United States Agency for International Development (US$1.2 million) and the Kingdom of the
Netherlands (US$0.77 million). The Implementation Completion Report (ICR) was prepared by the
Africa Regional Office. Annex B contains the borrower's contribution to the ICR. The Dutch and the
United Nations Children's Fund participated in the ICR mission.

The project objective was to support the government's structural adjustment objectives at the
sectoral level through: (i) more efficient use of resources; (ii) mobilization of resources through cost
recovery; and (iii) policy reform to improve overall efficiency and effectiveness in the health sector. This
objective was to be achieved in two parts. Part A supported health sector adjustment aimed at: (i)
strengthening financial and operational management; (ii) improving basic health services; (iii) increasing
cost recovery; (iv) improving essential drugs availability; and (v) developing population and nutrition
policies. Part B supported improvements in basic health and family planning services through activities
to: (i) improve facilities and strengthen priority programs; (ii) develop health education and community
initiatives in health and nutrition; and (iii) enhance capacity through health training.

The objective of health policy reform within the overall framework of a structural adjustment
program was substantially achieved. Studies aimed at improving sector policy were carried out and were
instrumental in the development and implementation of key reform measures, including according
hospitals greater financial and managerial autonomy and prompting improvements in resource
mobilization and hospital management. A law on cost recovery for the non-hospital sector was adopted
in June 1995, community participation in financing and managing health services increased, and a sector
plan taking a district (decentralized) approach was adopted. The project contributed greatly to policy
formulation reform and to strengthen capacity for planning and service delivery.

The investment program objectives were also substantially met. Investments were made to
upgrade the technical skills of service providers and to improve infrastructure and technical equipment in

This document has a restricted distribution and may be used by recipients only in the performance of their
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selected health facilities. These investments contributed to improvements in the quality and coverage of
health services and increased the capacity for receiving and treating patients. In addition, a number of
priority health programs and services were strengthened through improved strategic management.
Notable achievements included: creation of an interministerial committee for malaria control; definition
of a national, multisectoral nutrition policy; creation of a national program on diarrheal disease;
strengthening of the health education program at the central and departmental levels; and successful
introduction of community participation in health and nutrition activities. Among the quantifiable results
of these interventions are: increased awareness and activity on the part of communities to understand and
take charge of their own health issues and problems; increased immunization rates and frequency of
prenatal consultations; and improvements in maternal health indicators. The vaccination and training
subcomponents were successfully implemented, but they reached only a portion of those intended.

On the evidence presented, the Operations Evaluation Department (OED) believes that the ICR
understates the project's achievements. OED rates project outcome as highly satisfactory, as opposed to
satisfactory in the ICR, because of the substantial achievements in the policy and investment
components. OED rates institutional development as high, as opposed to modest, because sectoral
capacity was significantly enhanced. OED agrees with the ICR in rating sustainability as likely, and
Bank performance as satisfactory.

The lessons identified by the ICR suggest: (i) project objectives should be sufficiently modest
and based on a sound knowledge of the existing situation; (ii) clear targets and indicators should be set at
the outset; (iii) inadequate management and institutional capacity constrain sector performance more
than resource availability; and (iv) financial participation of the communities increases their involvement
in, and demand for, health services, in turn prompting the public service to be more client-oriented.

The ICR is exemplary, as is the borrower's contribution. An audit is planned because the project
succeeded in achieving ambitious objectives in a difficult operating environment.



THE WORLD BANK/IFC/M.I.G.A.

OFFICE MEMORANDUM

DATE: [Date]

TO: Mr. Theodore 0. Ahlers, Director, AFC 13

FROM: Roger Slade, Acting-Director, OED

EXTENSION: 81293

SUBJECT: Niger-Health Project (Credit 1668-NIR)
Implementation Completion Report

1. Attached is a draft Evaluative Memorandum (EM) from the Director-General,
Operations Evaluation, which is based on OED's review of the Implementation
Completion Report (ICR). We would appreciate receiving any comments you might have
by

2. Based on this review, we intend to include the following ratings in the OED '0a
Annual Review database:

OED ICR

Outcome: Highly Satisfactory Satisfactory

Sustainability: Likely Likely

Institutional Development: High Partial -

Bank Performance: Satisfactory Satisfactory

Borrower Performance: Satisfactory Satisfactory

3. OED has upgraded the rating for Outcome as project achievements were
substantial and commendable, particularly given the difficult nvironment in Niger.
Institutional Development has also been upgraded from paFi to high due to the
extensive contributions the project has made in strengthening sectoral capacity for
planning and management.

eIn keqg h 's poli opro e feedb to operational staff on ICRs, to
Ihp o etdi Za~q lo c on the ICR:

p The ICR is exemplary focumentation of implementation and the project's
f ts
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well-grounded. The lessons learned are thoughtful and extremely relevant,
both in the country-specific context and the general context which could be
applied to projects in other regions.

• The Aide-Memoire of the ICR mission is also exemplary. It is notable for its
clarity and thoroughness. In addition, it is laudable for the inclusion of other
donors (the Dutch, UNICEF) who participated in the ICR mission, a practice
which should be standard but in fact rarely is.

" The borrower's evaluation of the project and the contribution to ICR found in
Part B are exemplary. The participatory evaluation of the project conducted
by the government is especially commendable. Three levels of evaluation
took place: internal to the Ministry of Public Health; an external evaluator;
and a beneficiary assessment. In addition, an evaluation workshop brought
together all three of the groups of stakeholders to discuss project
implementation and lessons learned. This participatory evaluation is
extremely valuable in building ownership of the project and ensuring the
maximization of project benefits, and in building evaluation capacity within
the Ministry. The preparation of the follow-on project will also greatly benefit
from the workshop and the team-building and ownership which it engendered.
OED would like to share both the government's contribution to the ICR and
its participatory evaluation with other regions as best practice in evaluating
completed projects.

• The major flaw in the ICR is the lack of a plan for future operation of the
project, as required under BP 13.55. This section should include discussion of
the understanding with the borrower on the measures to ensure the
continuation of project benefits, indicators for monitoring and evaluating
future operations, and the Bank's follow-up actions. The latter were indeed
discussed in the ICR in the matter of the SIP currently being prepared in
Niger, however the former two are crucial and should have been addressed.

Ariditisiplynned:.'

Attachment

cc: Ms. Alexander (OPRDR) and Mr. de Ferranti (HDD)
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[Date]

OED EVALUATIVE MEMORANDUM
ON IMPLEMENTATION COMPLETION REPORT

Republic of Niger: Health Project (Credit 1668-NIR)

The Niger Health project, supported by Credit 1668-NIR for SDR 25.1 million (US$27.8
million), was approved in FY86. It was the first Bank operation in the health sector in Niger. Following
two one-year extensions, the credit was closed in June 1995. Total credit amount disbursed (US$37.1
million) was higher than anticipated at appraisal due to changes in the US$/SDR exchange rate. SDR

0.32 million was canceled. The Implementation Completion Report (ICR) was prepared by the Africa

Regional Office. Annex B contains the borrower's contribution to the ICR.

The objective of the project was to support the government's structural adjustment objectives at
the sectoral level: (i) more efficient use of resources; (ii) mobilization of resources through cost
recovery; and (iii) policy reform to improve overall efficiency and effectiveness in the health sector. This
objective was to be achieved through two parts: Part A supported health sector adjustment aimed at: (i)
strengthening financial and operational management; (ii) improving basic health services; (iii) increasing
cost recovery; (iv) improving essential drugs availability; and (v) developing population and nutrition
policies. Part B supported improvements in basic health and family planning services through activities
to: (i) improve facilities and strengthen priority programs; (ii) develop health education and community
initiatives in health and nutrition; and (iii) develop health manpower.

The objectives of assisting the government in introducing policy reform in the health sector
within the overall framework of its structural adjustment program were substantially achieved. Studies
aimed at improving sector policy were carried out and were instrumental in the development and
implementation of key reform measures, including according hospitals greater financial and managerial
autonomy and prompting improvements in resource mobilization and hospital management; adoption of
a law in June 1995 on cost recovery for the non-hospital sector; increased participation of communities
in financing and management of health services; and development of a sector plan which espouses the
district (decentralized) health approach. The project contributed greatly to policy formulation, reform,
and strengthening capacity in planning and service delivery.

The program objectives were also substantially met. Project investments to upgrade the
technical skills of service providers and to strengthen infrastructure and technical equipment of selected
health facilities contributed to improvements in the quality and coverage of health services and increased
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capacity for receiving and treating patients. In addition, a number of priority health programs and
services were strengthened through improved strategic management. Notable achievements in this regard
include: the creation of an interministerial committee for malaria control; the definition of a national,
multisectoral nutrition policy; the creation of a national program on diarrheal disease; strengthening of
the health education program at the central and departmental levels; and the initiation and successful
implementation of community participation in health and nutrition activities. Among the quantifiable
results of these interventions are: greater awareness and action on the part of communities for
understanding and taking charge of their own health issues and problems; an increase in both
immunization rates and prenatal consultations; and improvements in maternal health indicators. The
subcomponents for vaccination coverage the training program were successfully implemented, however,
they reached only a portion of those intended.

The Operations Evaluation Department (OED) has upgraded the rating of project outcome from
satisfactory to highly satisfactory due to the substantial achievements of the project across a range of
reform and investment actions, especially given the difficult environment. Institutional development has
been changed from padial to high as sectoral capacity was substantially improved. OED agrees with the
ICR in rating sustainability as likely, and Bank performance as satisfactory.

The lessons identified by the ICR suggest: (a) project objectives should be sufficiently modest
and based on a sound knowledge of the existing situation; (b) clear targets and indictors should be set at
the outset; (c) inadequate management/institutional capacity is found to be more constraining of good
sector performance than resource availability; and (d) financial participation of the communities has
caused them to be more involved in, and more demanding of, health service delivery, prompting the
public service to strive to be more client-oriented.

The ICR is exemplary, as is the borrowers contribution. An audit is planned.
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THE WORLD BANK/IFC/M.I.G.A.

OFFICE MEMORANDUM
DATE:

TO: Mr. Theodore 0. Ahlers, Director, AFC13

FROM: Roger Slade, Acting-Director, OED

EXTENSION: 81293

SUBJECT: REPUBLIC OF NIGER: Health Project (Credit 1668-NIR)
Implementation Completion Report

1. Attached is a draft Evaluative Memorandum (EM) from the Director-General,
Operations Evaluation, which is based on OED's review of the Implementation Completion
Report (ICR). We would appreciate receiving any comments you might have by

2. Based on this review, the ratings we intend to include in the OED Annual Review
database are shown below:

OED ICR

Outcome Highly Satisfactory Satisfactory

Sustainability Likely Likely

Institutional Development High Modest

Bank Performance Satisfactory Satisfactory

Borrower Performance Satisfactory Satisfactory

. OE lieves the ICR understatesprojectachievementsand rates outcome as highly
sati actory a einepaaiiia1- tahigh.roject achieveme were significant despite
\ fficult operating environment, and $ectoral capabi has been s ngt ened sub an ially.

as..upgraded theratmig-for-project eateem4tohi satief ery a proje achi veme s
re substantial knd commendyble, partpularly given th diffi It enviro in Nige

)In itutioAal develpment ha also been a d from m to high due to the extensive
contribUtions the pro "ct made in strenh ening sectoral capacity for planning and
management.

4. The ICR is exemplary:

• Documentation of implementation and the project's achievements is both detailed
and complete, and analysis is thorough and well-grounded. The lessons learned are
thoughtful and extremely relevant, both in the country-specific context and the
general context which could be applied to projects in other regions.
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• The Aide-Memoire is notable for its clarity and thoroughness. In addition, it is
laudable for the inclusion of other donors (the Dutch, UNICEF) who participated in
the ICR mission, a practice which should be standard but rarely is.

• The borrower's evaluation of the project and the contribution to ICR found in Part B
are exemplary. The participatory evaluation of the project conducted by the
government is especially commendable. Three levels of evaluation took place:
internal (to the Ministry of Public Health), external, and client perspective through a
beneficiary assessment. In addition, an evaluation workshop brought the
stakeholders together to discuss implementation and lessons learned. Such
participatory evaluation can be extremely valuable in building project ownership and
expanding evaluation capacity. The preparation of the follow-on project should
benefit from the workshop, team-building, and ownership that the workshop
engendered. OED would like to share both the government's contribution to the ICR
and its participatory evaluation with other regions as best practice in evaluating
completed projects.

5. The only shortcoming in the ICR is the lack of a plan for future operation of the project,
as required under BP 13.55. This section should include discussion of the measures agreed to
ensure the continuation of project benefits, indicators for monitoring and evaluating future V
operations, and the Bank's follow-up actions. The latter were indeed discussed in the ICR in the
matter of the Sector Investmw t c in Niger, however the former
two are crucil and should ha Vn a Zed.

Attachment

cc: Ms. Alexander (OPRDR) and Mr. de Ferranti (HDD)



ICR/PIF COVER SHEET Run Date: 8/02/96

OED ID: C1668 Division: 1
Country: Niger
Project Description: Health
Sector: 04 / Human Resource
Subsector: 04.05 / Pop., Health & Nutr.
Lending Instrument Type: SIM
L/C: C1668

Original IDA/IBRD Commitments: 27,800,000 ($US)
Total Cancellations: 328,074 ($US)

Key Dates ORIGINAL ACTUAL

Approval 3/20/86
Signing/Agreement 4/14/86
Effectiveness 11/03/86 11/03/86
Closing 6/30/93 6/30/95
PCR Receipt in OED 6/29/96

EVALUATOR NAME :

EVALUATOR SIGNATURE: DATE:

Please confirm the above information, sign and date this sheet and return a photo-copy
to Helen Sioris when the EVM/Regional memo/PIF packet is submitted to OED Director.

******************* TO BE COMPLETED BY EVALUATION OFFICER ******************
* *

* Date of Review: / / *
* (mm /dd /yy) *
* *

* Name of Reviewer: *
* *

* I~ I*
* Type of Evaluation: PCR Review PAR Review *
* *

* *

* If this is a PAR Review, are there major differences in the judgements *
* from those made in the PCR Review? *
* I | | | *
* Yes ___ No *
* *

* If Yes, please discuss in detail on page 26 of the PIF *
* *

* *

* ORIGINAL LATEST *
* Date of Physical Completion *
* (mm/dd/yy) (mm/dd/yy) *
* *

* Total Project Cost ($US mill) *
* *

* Applicable Disbursement Profile: *
* (see note 11 in the PIF, page 31) *
* *

* Number of Supervision Missions: *
* *


