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SUMMARY  
Niger is one of the poorest countries in the world, with high maternal and infant 
mortality rates. I chose to spend my elective in La Maternite Central, a tertiary 
maternity hospital in Zinder, Niger’s second town. My aims were to improve my 
French, learn about maternal health in a resource poor setting and complete a research 
project on obstetric fistula with the NGO (non government organisation), Solidarite. My 
French improved enormously and I plan to sit the DELF, Diplôme d’Etudes de Langue 
Française, B2 (A level standard) exam in June 2010. I learnt a lot about maternal 
health as well as gynaecology and post- operative care. I did not do the research 
project with Solidarite but did set up a database for the organisation, which was very 
much appreciated by the Medical Director.  
 
This elective report has a similar structure to that of my initial proposal to AMECA. It is 
divided into five parts: introduction; the elective; challanges; expenses; and 
conclusion. In each part I have compared what was written in my proposal to what I 
actually did at La Maternite. I found this to be an extremely challenging and rewarding 
elective that has enriched my experience at medical school and provided a useful 
database for Solidarite: many thanks to AMECA for helping me to fund this elective.  
 
INTRODUCTION 
Niger is a French speaking, mostly Muslim country in West Africa and Zinder 
(population 200,000) is it’s second city. Niger is one of the poorest countries in the 
world: infant mortality is 152 per 1000 live births (United Kingdom= 5.1 per 1000) and 
maternal mortality is 1600 per 100,000 live births (UK= 11 per 100,000). La Maternite 
Centrale is a tertiary referral maternity hospital for the south east of Niger, with some 
patients even coming from the north of Nigeria. The hospital has 50 beds, 2 operating 
theatres, 6 doctors (4 Obstetrics and Gynaecology Specialists and 2 anaesthetists), 21 
midwives and 30 nurses. It provides a wide range of services including: antenatal 
consultations; normal delivery care; obstetric emergency care; and gynaecology 
services. In addition there is an NGO (non-governmental organisation) called 
Solidarite, which is situated in the hospital grounds. Solidarite is a prevention, 
treatment and rehabilitation centre for women with obstetric fistula, a complication of 
prolonged obstructed labour that is virtually non- existent in Europe but is common in 
Niger. Approximately 100 fistula repairs are performed at Solidarite every year and the 
women are offered financial and emotional support, education and training skills.  
 
THE ELECTIVE 
 
Aims 
The two main aims of the elective were: 
1. To gain clinical experience in general obstetrics and maternal health in the Central 

Maternity Hospital in Zinder, under the supervision of Dr Lucien Djangnikpo 
2. To complete a research project on obstetric fistula in partnership with Solidarité and 

Dr Matthias Borchert of the London School of Hygiene and Tropical Medicine 
 
Introduction week 
I spent the first week observing clinical activities on the labour ward, going to the 
morning staff meeting, joining ward rounds and generally trying to settle in and get a 
feel for the hospital and the language. The heat and language were major challenges. 
On the basis of this week, I adjusted my objectives to allow time on the gynaecology 
ward as well as obstetrics. It was decided, along with my superviser, that I would 
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spend two weeks each in obstetrics, gynaecology and post- op care. I have outlined 
below my specific elective objectives from my original proposal and whether these 
were achieved.  
 
1. Clinical experience in general obstetrics and maternal health 
The objectives are as follows: 
 
To develop an understanding of the specific health needs of pregnant women 
in Zinder and explore possible reasons for the high maternal mortality within 
this community 
To see the reality behind the high infant and maternal mortality rates in Niger was 
shocking. I personally witnessed three maternal deaths (all in women under 20 years 
old, suffering from eclampsia) and numerous mort- ne (still births). The needs of 
women in this community are huge and include: food (malnutrition is high and I saw  
a lot of iron deficiency anaemia, with haemoglobins as low as 2g/dl); education (two 
thirds of women do not attend antenatal care and there are many traditional beliefs 
surrounding childbirth. Many women are also afraid of having Caesarean sections and 
so prefer to deliver at home); financial independence (the decision to come to hospital, 
and the finances to facilitate this, was always made by the husband); and 
contraception (oral contraception was the most popular but majority of women did not 
use contraception). The reasons for high maternal and infant mortality include:  
• Poor quality tertiary services (La Maternite lacked facilities for premature babies, 

there was no resuscitation equipment or intensive care facilities for very sick 
women, there was only 1 obstetric operating theatre and there were too few trained 
staff, with much of the care provided by students) 

• Poor quality secondary services (care at secondary centres was provided by general 
doctors or nurses and I saw quite a lot of misdiagnosis and poor referrals from 
these centres) 

• Inadequate primary care (antenatal care was available for free at La Maternite but 
was not available in the more rural areas. There was only one ultrasound scanner at 
La Maternite so fetal or placental abnormalities were only picked up when the 
women presented during labour) 

• Financial constraints (Caesarean sections were free but all other treatment had to 
be paid for by the patients themselves, including all medication, fluids, syringes, 
gloves etc. The patients had to provide their own sheets and food and had to bring 
a relative with them to help with washing, toileting etc. Some women had sold their 
animals or borrowed money of neighbours to come to hospital) 

• Cultural (there are many cultural practices that contribute to high maternal 
mortality such as young age of marriage, large families, polygamy and traditional 
health beliefs such as that staying at home and drinking chalk water ensures a safe 
delivery) 

• Delay in hospital attendance (many women simply came to hospital too late, for 
reasons which are a combination of the above. Although there were women who 
travelled very far to come to La Maternite many of the sickest women came from 
the town itself, indicating that it is not just distance that is a barrier) 

• Co- morbidities (many women had poor diet, iron deficiency anaemia, malaria or 
sepsis as well as major obstetric complications) 
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To appreciate the barriers to antenatal and emergency obstetric care, 
particularly in rural areas  
See above 
 
To gain an understanding of normal delivery care in Zinder and how this 
differs from delivery care in the UK 
The most obvious difference was the complete lack of analgesia. Anaesthetists were 
able to provide general or spinal anaesthesia for C- sections but there was no analgesia 
for normal deliveries. Episiotomies and suturing were often done without local 
anaesthetic, even though this was available at the hospital. It was considered 
inappropriate for women to cry or shout during labour so the labour ward was silent 
(some women prayed or sang). Partograms were used. Oxygen, ventose and forceps 
were all available. There were no textbooks, research papers or computers available to 
staff so they often were practicing in a vacuum (i.e. in the absence of an evidence 
base). The labour ward was not always very clean; there were often water and 
electricity cuts.  
 
To gain exposure to common obstetric emergencies in Zinder e.g. uterine 
ruptures and eclampsia 
I saw a lot of pre- eclampsia and eclampsia as well as several uterine ruptures, severe 
anaemia, sepsis, haemorrhage, HRP (haemoatoma retro placenta), dystocia and 
fistulas. Although it was dry season there were a few malaria cases. On gynaecology I 
also saw breast cancer, late stage cervical cancer, molar pregnancies, miscarriages, 
ovarian cysts and ovarian cancer. There was no treatment available for cancer 
patients, aside from simple analgesia and blood transfusions for anaemia.  
 
To better understand the MDT approach and teamwork required in obstetrics 
and the particular challenges faced by teams in resource poor settings  
I attended the daily staff meeting every morning at 08.15 when cases from the 
previous day and new admissions were discussed. I was generally impressed by the 
professionalism and hard work of the staff, given the extremely difficult working 
conditions. I identified the following challenges for the MDT: 
• Long working hours: the doctors had 48 hours on call every 8 days (for the 

specialists) or every 2 days (for the anaesthetists) 
• Lack of specialists: the doctors relied heavily on the midwives to refer complicated 

cases to them. As the midwives were themselves overworked this inevitably led to 
mistakes. As there are very few specialists in Niger, general hospital doctors are 
also expected to be able to do C- sections. There were 2 generalists at La Maternite 
training to do this whilst I was there.   

• Lack of evidence base: there is virtually no evidence base with which to work in 
Niger and staff have no opportunity to update their skills and knowledge 

• Communication: the doctors were considered superior to the nurses and midwives 
and often gave them a hard time during the morning meetings. I think most of the 
staff were quite intimidated by the doctors 

• Large numbers of students: up to 60 at the hospital at any one time 
• Lack of information: staff were making clinical decisions without the specialist 

equipment and scans that we have in the UK 
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To gain an understanding of the communication and counselling techniques 
required in obstetrics 
I witnessed a numerous maternal and infant deaths. Staff were not trained in 
counselling skills, nor had the time to do this. I felt that patients were often treated 
quite badly by staff (no introductions, little informed consent, no explanation of what 
was happening, shouting at patients if they complained etc) but I appreciate that work 
under extremely challenging and difficult conditions 
 
To accompany community health promotion teams to rural areas in order to 
understand some of the health promotion messages and how these are 
delivered 
I did not do this as there was a cost implication for the teams and I did not want to but 
extra financial pressure on the hospital. I did have a chance to talk to the person 
responsible for community education, which is done face- to- face with communities or 
through delivery of messages on the local radio 
 
To build on relevant clinical skills already learnt in medical school and to 
specifically develop the following clinical skills: 
• Communication skills with patients who speak a different language: this was both 

challenging and fun. I learnt a few words of Hausa, the local language and my 
French greatly improved. I am planning to sit the DELF B2 exam (A- level standard) 
in June 2010 

• Communication skills with patients of a different cultural background: again this 
was challenging, sometimes difficult but often a lot of fun. I learnt the importance 
of being humble and being willing to laugh at myself and sometimes making a fool 
of myself- this certainly helped to break down barriers  

• Management of common conditions in pregnancy: I learnt about the management 
of many obstetric complications but also about how to assess and manage patients 
when there are very limited resources 

• Management of normal labour and common obstetric emergencies: this elective was 
excellent revision of obstetrics and gynaecology but also I learnt quite a bit of ‘third 
world’ obstetrics, such as how to manage eclampsia and malaria 

• Gaining intravenous access, taking blood, insertion of a catheter, aseptic technique, 
vaginal examination, resuscitation of the acutely ill patient- I did not do much of 
this as it was usually done by the nurses and midwives 

• Appropriate post- operative care (analgesia, fluid balance and wound care): I did 
some of this in PO (post- op) and became more comfortable with managing 
extremely ill patients 

 
2. Research project on obstetric fistula 
This part of the elective was not completed. It became obvious to me fairly quickly that 
I would not be able to do a piece of research given the time constraints and challenges 
of the working environment (extreme heat, poor internet connection thus poor support 
from London, language barriers etc). I did manage to look at the existing data for 
Solidarite which came in 3 forms: registration forms that were used from 1998 to 2003 
but which are no longer used; an admissions book; and the operating theatre book 
that recorded all the completed fistula repairs. I compiled a database using the 
programme EpiData and began entering the data with the help of two volunteers. 
There were quite a few gaps in the data and, as a result, the database had to be 
revised several times. I did not have time to analyse the data but felt fairly happy that 
the database now exists and is being used by Solidarite and the Medical Director. It is 
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hoped that Dr Matthias Borchert and the team at the London School of Hygiene and 
Tropical Medicine will be able to use this data for analysis when they do further work 
with Solidarite next year. I also had some a chance to spend some time with the fistula 
patients and saw several fistula repairs.  
 
CHALLENGES 
This was an extremely challenging elective. Below are the challenges I anticipated in 
my elective proposal and whether these were indeed challenges or not: 
 
Living conditions 
The climate was much more difficult than I’d anticipated. April and May are the two 
hottest months in Niger and temperatures soared to almost 50 degrees. There were 
severe water shortages and often a lack of internet or electricity. I did manage to find 
a house to rent from a Swiss woman who returned to Europe for three months. This 
was a very comfortable, and cheap, house so my accommodation was actually better 
than expected. 
 
Language and cultural barriers  
The language was initially more difficult than I’d anticipated. Many patients did not 
speak French. I found the French difficult to understand as the accent was quite strong. 
However my language skills improved enormously (virtually no- one spoke English) 
and this was one of the most rewarding aspects of the elective for me. An unexpected 
difficulty was the reaction I got from people when they learnt I was single, 32 years old 
and with no children. Culturally this was hard for people to understand and I often 
found it difficult to explain to people why I was not married.  
 
Long hours 
Although I was at the hospital every day (Monday to Friday) and Saturday mornings I 
did not work as hard as I had expected. This was because, as it is a fairly surgical 
specialty, I was often observing rather than actually doing things myself and also 
because I did not do the research project.  
 
Emotionally challenging 
This was sometimes a difficult elective emotionally. I saw a lot of death, often simply 
due to staff not having access to the most basic equipment. I was told to stop doing 
CPR (cardiopulmonary resuscitation) on a 36 week old baby because there were not 
the facilities to support him: he died an hour later. I felt I became better at finding the 
balance between caring for patients and not getting too emotionally involved, although 
this was difficult sometimes.  
 
Safety issues 
I was careful with food and drinking water but stayed in good health throughout the 
elective and felt incredibly safe on the streets alone. People were generally extremely 
kind and friendly and I really enjoyed interacting with people in cafes, at the market 
etc.   
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EXPENSES 
I have outlined below my initial anticipated expenses and my actual costs. Overall, 
travel was slightly cheaper than anticipated and accommodation was more expensive. 
All other costs were fairly accurate.  
 
 Estimated cost Actual cost 
Travel   
Flights  1,100 (Paris to Niamey) 700 (London to Naimey) 
 100 (Nottingham to Paris) 90 (Belfast to London) 
 80 (travel in Niger) 80 (taxi to and from 

airport, bus from Niamey 
to Zinder, moto- taxi every 
day to hospital) 

Visa 150 190 (135 for visa, 55 
return train fare to London 
to pick up visa) 

Health   
Health and travel insurance 50 50 
Malaria tablets 0 30 
Yellow fever certificate 0 10 
Accomodation   
Hotels in Niamey 0 55 (1 night) 

30 (2 nights) 
Hotel in Zinder 0 35 (1 night) 
Guesthouse 480 (60 nights) 248 (18 nights) 
Private house 0 260 (35 nights) 
Food 240 210 
Research costs 170 0 
   
Total cost £2370 £1988 
   
 
CONCLUSION 
Although I did not do the research project, as I had initially planned, this was an 
extremely interesting, rewarding and sometimes difficult elective. I feel it has enriched 
my experience at medical school enormously and I want to say a huge thank you to 
AMECA for helping me to fund it. This elective has given me an appreciation for the 
suffering of patients, particularly women, in Niger, an understanding of the daily 
challenges that doctors and nurses in Niger face, a greater appreciation of the National 
Health Service in the UK and has improved my language and communication skills 
enormously. It has also given Solidarite a database which I hope will be of use for 
future research.  
 
 
 
 
 
 
 
 
 


