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PREFACE

The SANRU Basic Rural Health project is an egcellent example of cooperation
between two governments (USA and Zaire) with a Non-Govaramental Organization
(the Protestant Church of Zaire) to mobilize resources for primary healthcare. In
response to multiple "small” requests from church hospitals in Zaire for USAID
assistance, SANRU (Basic Rural Health Project 660-086) was created in 1981 asa
"project of projects” to assist 30 rural hospitals in establishing sustainable primary
health care services. The Protestant Church of Zaire (ECZ) was chosen as the
implementing agency on behalf of the Government of Zaire because of their pioneer
gzix?ary health care efforts and their medical infrastructure existing throughout rural
e.

The successful SANRU [ project (1981-1986) was expanded as SANRU I (660-107)
into a $60,000,000 effort carrying through 1992. Since 1986 SANRU has assisted the
development of 100 health zones throughout Zaire, half of which are managed in
collaboration with NGOs.

An evaluation of SANRU completed in September 1991 concluded that:

SANRU’s raison d’etre is the initiation and strengthening of the health
zones’ ability to render primary health care to populatons.

SANRU has been dramaticaily successful in initiating or extending
primary health care activities. ..

SANRU IP’s final year of activities will be significantly influenced by
the current economtc and political crisis in Zawre... [n light of current
and Drorjected shortfalls in financial assistance, inciuding the GOZ,
SANRU should immediately develop a "survival” strategy that continues
assistance 10 the current health zones at levels suificient to maintain
operations as long as possible”.

The need for a “survival” strategy for SANRU took a new twist after the September
riots and mass evacuation of nearly all USAID funded project personnel. Despite
efforts by USAID to keep the SANRU project open, all USAID funded projects must
be closed. SANRU, however, is still functioning and seeking new funding sources.

This report was requested by USAID to document the iessons learned from the SANRU
project. Since [ left Zaire rather hastily in September 1991, [ was not able to bring
many project documents alcng with me, except what | happened to have on diskette.
The S U personnel and USAID have maae an effort 10 send documents, but there
will unfortunately always remain certaiz gaps in the sfory where a key document or
date or list could not be located. R

Cn the other hand, there is an over-abundance of sorne documents and iniormation
which have been generated by the SANRU project over the ;ast ten years. Rather than
dump documents mto aa "unreadabie” anmnex I have chcsen t0 summarize mult-page
“annex documents” and into one page "Boxes”. The 31 boxes of this report include
information which is of a detailed technical, historical or apecdotal nature which the
general reader may skip entirely, but which citers may find ‘o contain the real "meat”
of the SANRU story.
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Chapter 1. THE MAJOR THEMES OF SANRU

In the 1970’s we woncered, *Is primary health care tecnnically feasible? And c2n we
develop technology ap sropriate to basic heaith care in the rural third world?™ The
answer has been a resounding "YES". The development of a more stable measles
vaccine, a low cost treatment for leprosy, oral rehydration therapy and the VIP
(Ventilated Improved Pit) latrine are just a few examples of the appropriate technology
that has been encouraged by primary health care.

During the 1980’s we asked, "Is it possible to create health systems that can make
essennat health care available, accessible, acceptable and affordable to people where
they live and work?” SANRU has clearly demonstrated that the answer is "YES™, if
we are willing to develop programs with the population rather than for them. Village
development committees, viliage health workers, traditional birth auendants and
community based heaith centers are all key elemeats of workable systems.

The queston for the [990s is, "[s it possible to sustain these health systems and their
opriate technology?”™ What will happen after donors terminate their assistance?
t "lessons 1 " might apply across countries? While Zaire would a to be
one of the last places inthe world to test the question of sustainability, section
summarizes the five major themes from the SANRU experience which have coatributed
to establishing functional and sustainable primary health care systems in Zaire.

PRIMARY HEALTH CARE in Zaire has been well-defined and
popularized within the conceptual framework of Alma-Ata.

DECENTRALIZED HEALTH ZONES become the key operadonal unit
for primary heaith care development.

COMMUNITY PARTICIPATION AND FINANCING of émmary
health care 1s essential to program sustainability which should be
encouraged but not exploited.

NON-GOVERNMENTAL ORGANIZATIONS (NGOs) provide
efficient management and important contributions to health zomes and
primary health care.

THE PHC ASSISTANCE PACKAGE needs to include a broad yet
prioritized balance of assistance to support the "horizontal”™ components
of PHC development. .

1.1 PRIMARY HEALTH CARE IN ZAIRE

I he concept ot gﬁma%e health care 1 Zaire predates the Alma Ata conference and
definitions of 1978 (See Box 1.1). It was then known as community medicine or
integrated medicipe, but already inciuded the essential and components as were
later defined at Alma-Ata. During the period 1970-1980 a handful of programs like
KISANTU, KASONGO, BWAMANDA, KATANA AND VANGA made i
efforts to decentralize from the hospital to community based health work through health
centers and village health workers. Each project developed a particular approach to
community development of primary heafth care that firmly established a conceptual
framework for comprehensive rather than selective primary th care.

Page 1



Box 1.1
A SUMMARY OF THE TEN DECLARATIONS OF ALMA-ATA

1) Health, which is a state of physical, mental and social wellbeing, is a fundamental human
right.

2) The existing inequaiity of heaith status is politically, socially and economically unacceptable
and is, therefore, ot commoa concern to all countries.

3) The promotion of health is essential to sustained economic and social development and
contributes to better quality of life and to world peace.

4) People have the rightand duty to participate in the planning and implementation of their
health care.

5) Governments are responsible for the health of their people and should aim for acceptable
levels of health by the year 2000.

6) Primary health care is essential health care made available, accessible, acceptable and
affordable to people where they live and work.

7) Primary health care (PHC) should address the main health problems while promoting
maximum community involvement. PHC includes matermal child health, immunizations,
nutrition, local endemic disease control, water and sanuation, health education, essential
medicines and basic curative care.

8) All governmeants should tormulate national PHC policies to mobilize internal and external
resources rationally.

9) All countries should cooperate tc promote PHC since the health in one country concerns
and benefits every other country.

10) Health for all by the year 2000 can be attained by better use of the world’s resources, a
considerable part of which is now spent on armaments and military conflicts.




[t's umportant tc_note that the Basic Rural Health I project was initiaily conceived by
USAID as a project to promote primarily family planning. However, a survey of rural
hospitals throughout Zaire curing the project design phase conducted by Richard
Thornton actually asked Zairians to determine the kind of assistance which the project
should provide. USAID is to be commended on asking these questions and in using the
resuits to define the mandate of the Basic Rural Health project to include
comprehensive rural health programs and health zones.

During the first year of SANRU, a great deal of effort was devoted to defining primary
health care in the context of Zaire and disseminating this information throughout the
country. For instance, while the Minisuwy of Health (MOH) had defined the
coraponents of a health zone in a small annex 10 a much larger 1932-1986 health plan,
this document was virtually unknowa outside of Kinshasa. It was through the SANRU

roject that this annex was reprinted, illustrated and distributed throughout Zaire and
gecame an important instrument in popularizing the concept of health zone. The fact
that rural programs responded by insisting that the term "health post™ used by the MOH
be replaced by "health center” was a another victory for bottom-up development of
nagional heaith policy.

SANRU also helped to define the integrated nature of curative, preventive and
ger(a)lu&;)u‘re health care (see Box 1.2). and to promote a better understanding of primary
th care.

SANRU’s efforts to define and popularize the concept of primary health care and
health zones throughout Zaire was probable the least expensive and most effective
actvity of SANRU I It firmly established SANRU's reputation in the area of PHC
documentation and helped convinced many rural hospitals managed by NGOs w
become involved in the national PHC strategy. Even the most isolated rural pro
learned that they were not working in isolagon, but were an important geographical
component of a much larger effort.

1.2 THE EVOLUTION OF HEALTH ZONES

The health z0ne is the district level decentralized structure for primary health care in
Zaire. A health zone is a defined geographical area comprising a referral hospital,
satellite heaith centers and community action groups (see Figure 1.1). Heaith zones are
defined with respect to ethnic population, existing medical infraswructure and terrain.
A typical health zone comprises 100,000 people, 20 health centers and 200 villages.

The health zone decentralizes the planning and management of primary health care to
the local level where tie involvement of community action groups and heaith centers
are the building blocks for curative, preventive and promotive care. Decentralized
health zones hold the key :o translating primary health care theory into the practical and
manageable implementation of accessible and affordable primary health care programs.
The concept of health zones can best be understood by looking at its avolution during
the past several decades.

1.2.1 BELGIAN COLONIAL ERA AND INDEPENDENCE

The medical infrastructure constructed during the era of the Belgian Congo was
impressive. During the post-World War II period major investments (largely resulting
from profits made from the sale of copper during the war) were made in the
construction of over one hundred state hospitals and several thousand dispensaries.
These combined with the already existing catbolic and protestant network provided
Zaire with one of the best medical infrastructures in Africa. This system was,
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Box 1.2
THE THREE PILLARS OF PRIMARY HEALTH CARE

According to Alma-Ata and "The Story of the Village and the Lions™ primary health care
should include curative, preventive and promouve services.

Curative care can be simply defined as tne treatment of persons after they become sick.

Preventive care is the reatment of persons before they become sick and strives (o prevent the
entrance of disease causing pathogens or to neutralize pathogens as soon as they enter the
body. Vaccinations, drug prophylaxis, and water purification are good examples of preventive
techniques which directly protect individuals or families against disease.  Preventive
mnterventions do not, however, usually eliminate pathogens from the environment.

Promotive care, on the other hand, is the effort to change environmental conditions and health
habits so that the transmission of a pathogen is no longer possible. Health educaton and
community-wide actions to improve sanitation and to coatrol disease carrying vectors are
concepts basic to promouve care.

Despite the logic of preventive and promotive care, allocation of resources has usually favored
curative care. Understanding why promotive and preventive efforts traditionally take a back
seat to curative care is a first step to developing a balanced primary health care program. The
able below summarizes how curative, preventive and promotive activities compare with
respect to several health service vanables.

Table 1.1
THE PROS AND CONS OF PRIMARY HEALTH CARE

Degree to which each activity... Curative Preventive Promotive
responds to feli needs +++ ++ +
creates willingness to pay +++ ++ +
results in high program visibility 4+ ++ +
requires community involvement + ++ =+
requires community based activities + ++ .
contributes to disease eradication + ++ +++

Curative care possesses nearly all the advantages. Curative work responds to toe urgent felt
need of people to "treat the wounded” and is able to generate a ready willingness to pay for
services. Curative care does not require a high degree of community involvement nor is it
dependent on time consuming community based actuvities. Yet hospital based curative care
also results in highly visible programs attraciive to political and financial support.

Promotive and preventive care must work much harder to create and respond to felt needs and
1O generate a responsibility within the community to get organized and invoived in village
based activities. Even so the results are usually low visibility community programs.

Curative care is able to exist as 2 stand alone program, but its contribution to disease
eradication is limited. While preventive and promotive care are more effective in producing
Iong-term commum'g;fhealth improvement, they do not "stand alone” very well. An
integration of these three interventions to form "integrated medicine” or primary health care
services to allocate money, time, materials and personnel rationally is the most effective
weapon that we have g t "lions” and promote good health. This is the basis on which

integrated medicine began in Zaire before the Aima-Ata declarations about primary heaith
care.




Figure 1.1
COMPONENTS OF A RURAL HEALTH ZONE IN ZAIRE




however, heavily centralized, dependent on exggitriate doctors, curatively oriented
(except for a few vertical programs)and with little coordination between state and

NGO centers.

This system deteriorated rapidly after 1960 due to civil war and the lack of traiped
admimstrators. The result was a hodgepodge of services known locaily as "debrouiliez
vous” (make do with whatever you can). Of the 400 hospitals which existed i 1360
few remained fully functional. Responsibility for i health fell mcreasm{%y to
mission hospitals who were setting up their own dispensaries. This resulted by 1970 in
a motley of services. Within a given geographical area one might find state, catholic,
gg; estant and private dispensaries each with an independent administration, supply
ire, financial control and statistical reporting system.

1.2.2 PILOT HEALTH ZONES

Since 1975 efforts have been made to reorganize the medical work in Zaire to
standardize administration and to bring services in line with the concept of Spnmar'y
heaith care. During the period 1970-1980 a handful of programs like KISANTU,
VANGA, KASONGO, BWAMANDA and KATANA made special efforts to
decentralize from the hospital to community based health work through health centers
and village health workers. While each project had its own particular approach the
process of decentralization which ultimately resulted in the establishment of the health
zone generally followed the following phases:

. Hospital/dispensary based curative care

. Hospital based selected preventive activities

. Mobile teams from hospital to villages

. Conversion of dispensaries into health centers

. Informal collaboration between GOZ and NGO health centers
. Definition of health zone and health center action areas

(@ QW I SR UVY S

The health zore approach gzined momentum durin§ the late 1970’s as projects like
Kisantu were begun with funding provided by the Belgians and the MOH. laitiatives at
Kasongo by the Antwerp Institute of Tropical Medicine, and at Bwamanda by CDI
(Integrated Development Center) were other well funded efforts to develop health
zones. OXFAM expanded its efforts by providing primary health care training for
purses at selected hespitals such as Vang. The Vanga health zone became the second
pilot health zone recognized by the MOH (see Box 1.3). USAID funded the PSSP
(Projet des Soins de Sante Primaires) through the MOH with a pilot health zone at
Koagolo, Shaba. )

1.2.3 THE 1982-1986 FIVE YEAR HEALTH PLAN
In the early 1980°s a combinaticn of efforts really lit the fire under the health zone
burner.

-The Kongolo project established the precedent of financial autonomy for GOZ
hospitals to keep their receipts rather than turning them over the public treasury.

-PEV established an excellent training program in 1981 for medical directors of
health zone which established the framework for the geographical definiion of
health zones.

-The MOH devel(?ed a detailed five year health plan (1982-1586) which called

for the creation of 300 health zones and provided anm early description of the
parameters of a health zone.
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Box 1.3
THE PILOT HEALTH ZONE OF VANGA

At Vanga (Bandundu region), hospital and dispensary based curative care had been active
since the 1920°s in collaboration with the American Baptists Foreign Missionary Societv. [t
was i the late 1960’s with the arrival of Dr. Daniel Fountain that a more active promotion of
preventive activities at the hospital began.

In coilaboration with OXFAM, who was the early pioneer parmer agency for primary health
care in Zaire, Vanga established in the early 1970s four mobile teams with pick-up Tucks to
visit 200 villages per monih for under-fives clinics, and community sanitation work. This
work included the promotic 1 of community development committees, the training of village
heaith workers and the conc. 5t of a "clean village” program combined witi mass treatment for
Intestinal worms once the vil ige met cenain standards.

it was eventually concluded taat the mobile team approach was too costly and consumed too
much manpower and energy to be sustained as a long term effort. Vanga opted for the
decentralization of the "integrated medical” work by converting and/or building 12 health
centers. Each health center team ot 2-3 people was provided bicycles to continue the village
based promotion of PHC by mom.gif visits trom the health cepter. By 1974 this
decentralization from mobile teams to health centers was taking place.

In 1975, Dr. Fountain was invited by the Minister of Health to explain the Vanga community
health program at a meeting of the Regional Medical Inspectors. The concept of collaboration
rather than competition between government and private health services was discussed. A
planning session that same year comvened by the MOH established the framework for the
CEREC {(Centre de Bien-Etre Communautaire) and rural health zone. Following this worksho
Vanga was given the respoansibilities for the techmical organization asd supervision of :
government and church-related dispensaries and health centers in its zone of action. The
Vanga Rural Heaith Zone became the second such zone in Zaire (Kisantu was first).

It required almost ten years, however, for the VANGA Rural Heaith Zone to be officially
adopted, i part throu gl the efforts of the MOH, PEV and SANRU to promote the concept of

geographicaily detined heaith zones.




-USAID completed the design and signed in 1981 the Basic Rural Health
Project working through the ECZ network but expanded to include all primary
health care efforts and the heaith zone concept.

The combination of a MOH national strategy wiath PEV training of health zone medical
directors and SANRU resources provided directly to heaith zones encoura%;ila
middle-out development of health zones that by 19%4 resulted in 85 functional th
zones (see Figure 1.2).

While the principle of geographical definition of heulth zone was firmly implanted by
1983, the definition of the boundaries of a health zone was accomplished by the
hospital representatives. In 1983 the region of Kasai Oriental in collaboration with
OXFAM held the first regional conference for delimrtation of heaith zones.

In 1984 SANRU co-sponsored with OXFAM regionat conferences for BANDUNDU
and BAS ZAIRE in 1985 a regional conjerence for KASAI OCCIDENTAL.
These conferences included all itais of the region and were extremely successful w
finishing the delimnation of b zopes. Durning 1985 SANRU spearheaded (and
co-financed with OXFAM and UNICEF) conferences for Kasai Occidental, Equateur,

Shaba, Haut Zaire and Kivu. Dr Kalambay and Dr. Kahozi were the principle
facilitators for delimitation conferences which quickly followed in all the regions, such
that by thg: end of 1985 the whole countrv was delimitated into 306 health zopes (see
Figure 1.3).

1.2.4 THE 1984 ROUND TABLE FORUM
In December 1984, the Ministry of Plan organized a forum of health expers to respond
in conjunction with the development of the five vear heaith plan 1986-1990 and the
President’s seven year “septennat social” 1985-1991. It was one of the most succasstul
planning exercises that ever took place in Zaire for within the pace of severai days a
consensus was achieved on:

-the manpower needs of a typical health zone

-the investment and recurTent Costs

-identification of functional heaith zones (85 in 1984)

-the pace for development at which health zones and heaith centers

The manpower nesds for a typical health zone were approximately 170 full-ume paid
employees and some 1500 community pased health voiunteer.

The investment costs for setting up a health zoge were estimated at $470,000.  This
includes 310,000 for each of twenty health ceaters as well as some funds for Limited
rehabilitation costs of the reference hospital ard<entral office of the health zone.

The functoning costs of the health zone were estimated at $185,000. This consists
primarily of salary costs, medicines, supplies, and supervision.

The forum also proposed how quickly resources could be mobilized for Zaire. Thanks
to the advent of the micro~omputer (an Apple //c) and a simple spreadsheet program it
was possible to present several scenarios from which one was chosen as the fit for
health zone developmesit in Zaire. Scenario 30:3 (see Table 1.1) proposed 30 newly
functional health zones per year and 3 heaith centers each year ineach health
zone. The scenario assumed that a health zome d complete its coverage in

ximately seven (0 ten ?ears (see Box 1.4)and that 100% PHC coverage could
georeticany be attained by [997.




1983, 1984

Figure 1.2 o
85 FUNCTIONAL HEALTH ZONES OF 1984
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Box 1.4 .
IMPLEMENTATION PLAN FOR A MODEL RURAL HEALTH ZONE
(source: Activity Report SANRU-86, April 1984) .

Year Qne:
- Reference hospital directors decide to develop WM.

- Initial contact at national level to obtain info on PHC, health zones and
steps necessary in start-up of a RH2,

- Meetings with other hospitals of the sub-region ard wed. director of the
sub-region %o tentatively define boundaries of trhe RHIs.

- Meptings with representatives of all existing dispensaries within the liaits
of the RHI. o

- laventory assessaent of existing and required ressources for development
of the RHI (persoanel, equipment, training, PHC activilies).

Estadlish central affice of the RHZ to coordinate PIC training and supervision.

£stablish PHC activitiss around the reference hospital as prototype for
future activities of nealth zones,

- Villay2 Cevelopment Committee organization and

- £stadlish map of RHI with respective health circles feires de santé) und
{dentification of dispensaries scheduled for transforaation into health centers,

« Training of initial group of rurses te head up heaith centers ard ~ork in
central office admiatstration.

- {dentification of doror agencies to assist in RIZ developement and of (ypes
of assistance to de providea.

- Cpening of 3t least one nhealth counler,

L]

congientigation”,

Year Two!

- Refinenent of inplementation plan, RHI =ap and neaith secteur olanaing.

. Limits of RM{ sudbmited O regional medical inspector and tne naticaeld
directicn of PHC,

- Training of group of nurses to open 2-3 realth centers per yesr,

- Integration of scme PHC activities into existing health centers usuyally e
beyinning with health and nutrition education, vaccinations, under-{i.es i
clinics, prenatal clinics, sanitation programs and 5asic Curative sedicines.

- Organization of yillaje development cummittees in villages attached to eich
health center,

- Pilot craining of YhWs and/or TBAs as prototypes for future comunily based
activities.

- Census of villages attached ta each health center to icentify popuiation
dencminators.

- Specialized training for superviscry staff of the RHI in management of PAC
prograas.

- Completion of en annual report of the RHZ providing statistical info on
existing accessidbility and coverage of PRC activities througheut tne REZ.

Year Three {and successive years}):

- Integration of adgitional PHC activities 1At the health cenler such Js
faxily plamning, t.t: culosis control, maternity services a3 lraining
activities,

Transforaation of 2-3 dispensaries intec health centers per year,
- Active and sngoing ‘raining of village based heaith workers.

- Upgrading ¢~ select health centers to status of a reference health center
to permit decentralizatinn of supervision activities.

- Systematic centralizatiun of health center reports providing occurate 1
data on accessibility, coverage and impact of PH{ services.

Operational research activities to docunent select PHC 3pproacnes of the
health zone,

- Assume auto-financing capabiltity at the health center level.
- Continuing education of RHMI persoenel

+



Table 1.1.
SCENARIO 30:3

TOTAL NEW CUMUL  CUMUL NEH CUMUL
YEAR PO‘;. HEALTH PROJECTED ACTUAL HEALTH ToTal PERCENT

N ZONES HEALTH SZALTH  CENTERS  HEALTH ACCESS
MILL JONS ZONES  ZONES PFR YEAR CENTERS TO PHC
1.03  30/YR 2/YR,/HZ 6300 KC

1980 27 0
1981 27 10 [t 8 30 30 0%
1982 28 20 30 41 99 120 2%
1983 29 25 55 54 165 285 5%
1984 30 30 85 87 255 540 9%
1985 31 30 115 112 345 835 14%
1986 32 30 145 129 438 1320 21%
1987 33 30 175 145 5§25 1845 29%
1988 34 30 205 150 585 2430 26%
1989 35 30 235 175 615 3045 48%
1990 36 30 265 175 630 3675 58%
1991 37 30 29% 175 630 4305 £8%
1992 38 5 330 22722 555 4860 77%
1993 39 465 5325 85%
1994 40 375 8700 90%
1995 41 285 5985 05%
1996 43 195 6180 38%
1997 44 105 $285 100%

1.2.5 THE RAPID INCREASE OF HEALTH ZONES

The 1984 Round Table aiso permitted the first assessment and agreemeat as to the
numbet of funictionsl heaith zenes. This was done simply and effectveiyv by
consideTing r€gion by region and asking the participants to propose which pealth zcues
should be considered funcuona!l based on tie criteria of having a functional hospital, a
health Zone olan, and at least two functional health centers. Given tag espertise that
was present at that meeting this type of Delphi assessment was considersd guite
accurate.

The 1984 Round Tabis tirmly established the health zone as the uait for development
of primary hezlth care and coordinadon of parmer agency assistance. In 1985 the
design of the SANRU H project was budgeted using the {iguces taken directly from the
Round Table. This was a gremendsous boost to the MOH < be able to say that USAID
was developing projects based on incounty ceveloped sirategies.
This also led 10 a coordination of assistance in primary Jeaith care by health zone. The
data base of 306 health zones along with the concept of priaciple (primary) and
compliMentary (secondary) parters established the framework for a coordination that
provided, at least on paper, assistance o 280 (2% of the beaith zones.
As a result of improved partner coordination, a ciear deiiniton of health zone

es, decentralized fnancial and maragement autonomy supported by 1
quasi-legal status of health zones, the nummber of fusctional health zozes increased
rapidly untjl there were about 175 furcrional health zones (see Figure 1.45.
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Figure 1.4 Figure 1.5

FVOLUTION OF 175 FUNCTIONAL HEALTH ZONES FUNCTIGNAL STRTUS OF HEALTH ZONES
Cumulative Nore of Functional Health Zones (1383) 175 functional Health Zones (1989)
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This period also corresponded to the start-up of the SANRU II activities which was
assisting most (54 %) of the functional health zones. Figure 1.5 indicates the degree of
functionality of these 175 health zones. Figure 1.6 shows the Zaire map of regional
distribution of the 175 functional health zones as well as those assisted by SANRU.

1.2.6 THE PLATEAU EFFECT OF HEALTH ZONE DEVELOPMENT
During the period 1987-1991 the momentum of the newly functional health zones and
expansion of health centers within health zones began to falter due to the following:

1) The national level training of MCZS by FONAMES placed too much
emphasis on planning and management by the MCZS as the
representative of the MOH rather than as a member of a health zone
team. This resulted in increased management of resources by
individuals and led to numerous mismanagement problems.

2) Conflicts of management (State vs NGO) developed within health
zones that were previously considered well managed and insulated
from MOH control. hile SANRU proposed that a clear
co-management of health zones be included in the proposed Health
Zone Statutes this was never accomplished.

3) The strengthening of regional and subregional offices resulted in a
tendency to centralize health zone planning and management. In
some regions health zones were instructed that they could no longer
contact partner agencies directly with proposals, but that all
assistance must go through the sub-regional and regional offices.
While SANRU successfully resisted this ploy it slowed down the
expansion of health zones.

4) UNICEF’s ambitious plan in 1987 to assist 184 health zones with an
assistance package similar to SANRU was never realized. As a result
many health zones to be assisted by UNICEF never became
functional. This also led to discontent between health zones.
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5) USAID’s unilateral decision to not permit any SANRU assistance
(even baby scales) to be provided to non-SANRU health zones
aggravated the UNICEF vs SANRU comparison.

6) FONAMES was restructured in 1985 to coordinate the partner agency
assistance to health zones on behalf of the MOH but never realized
this objective. As a result partner assistance was neither well
coordinated nor as effective as it could have been.

7) The Belgian tion’s withdrawal from Zaire resulted in the
asion of technical and/or material support 0 more than 40
th zones about half of which were also assisted by SANRU.

8) MOH unilateral decisions to transfer MPH trained MCZS from
functional health zomes to regional offices that were marginally
functional decreased the quality at the MCZS level. This was quite
disruptive to SANRU who counted on those MCZS to serve as
caralysts not only for their bealth zone but also for surrounding

zones.

9) The MOH decision to move (and eve:legromote ) problematic MCZS
from health zone to heaith zone resulted in a mentality among MCZS
that they had little or nothing to lose by mis-management of health
zone resources. Some functiopal health zones soon became and
remained non-tunctional.

10) The MOH did pot fulfill its gomise to support the rvision and
salar); costs of heafth zones. Health zones were forcedto increase
use of scarce local recefpts {0 maintain SUPETVISION Of SUpervise
heaith centers oaly sporadically. The quality of health care decreased
with a lack of medicines and/or lack of supervision.

11) Periods of high inflation followed by periods of hyper-inflation
made it impossible for a health zone to keep prices of medicines and
services at a level to permit maintenance of a revolving fund. Asa
result stocks of medicines became critically iow and only health
zones with strong support by a partner agency were able t0 maintain
their level of activity and health care.

1.2.7 HEALTH ZONE SURVIVAL
The 1991 SANRU evaluation aptly summarizes ,a best case scenario for the future of
beaith zones in Zaire:

The concept of the bealth zone is a strong building block for the future
development of the Zairian health system. keeping this concept
vigble, SANRU can offer to a future, more development-minded GOZ a
model, based on the health zone conc on which to buwld a
sustainable, effective, and efficient national system.

On the other hand, with the closure of tbeSANRUpm{)ect,andwith_noothet funding
sources yet identified, only the health zones assisted by well-organized and primary
bealth care oriented partner agencies will have much chance of survival. Of the 175
functional heaith zones of 1989, I would project that only half will be stiil truly

functional by the end of 1992.
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1.2.8 LESSONS LEARNED FROM HEALTH ZONES

The concept of health zopes has reshaped national and international health assistance
for Zaire. The principle lessons learned from the health zooe concept may be
summarized as follows:

0 Boundaries of health zones are best determined with respect to
pcpulation, existing medical infrastruciure as well as ethnic and/or
geographical areas.

0 The nhealth zone provides uniformity of planning, supervision and
statistical reporung of all medi acuvities within a defined
geographical area.

0 Resources provided in adjacent health zomes do not result in a
duplication of services for the same population as they might if there
swere no health zonc limits.

0 Coordination of government, non-government, and international donor
organizations is possible by clearly identifying which donors are to
assist which health zones or which assistance a2 donor might provide
across all health zones.

0 The health zone concept permits the definition by the MOH of an
assistance package for international donor assistance and project

proposai development.
0 The health zone decentralizes the planning and management of
primary health care to the local level where the involvemen: of
community action groups and health centers are the building blocks of

a health zope.
o The inclusion of non-government organizations such as churches aad
private enterprise in the management of health zones encourages

international th assistance directed at the private voluntary and
private enterprise sectors.

0 A Health [nformation System based on geographically defined health
centers and health zones provides the depomunator for monitoring and
evaluation of health care service activities.

0 The health zome provides a infrastructre for inter-sectoral
development and the mtegration of other development activities such
as agriculture, water and sanitation.

Health zones have been the key to the patiomal strategy and promodon of pri
health care in Zaire. This is probably one of the most successful lessons learned whic
couid and should be shared with other countries.

1.3 COMMUNITY PARTICIPATION AND EMPOWERMENT IN PHC

Community participation is essential to the success of pri health care. However,
community participation is oot simply going to the th center, or taking your child to
the under-fives clinic or mobilizing materials for spring capping. True community
participation must result in community empowerment to discuss, plan, and organize
actions tG resotve heatth problems. In Zaire community participation/empowerment:
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- utllizes health center primar? health care services

- rts 90% of the costs of running a rural health center.

- builds health centers and housing for nurses

- set ups management committees for health centers

- achieves effective vaccination coverage.

- protects water sources and builds water delivery systems

- mov&s nutritiopal practices

- village care by VHWs and TBAs to health centers and hospitais.
- promotes clean village programs including latrine construction
- provides community based health education

- trains village health workers and "Mama Bongisa”

Some of the lessons learned from communities in Zaire are the following:

o Community perception of developmeni needs provide an excellent
entry point to encourage community empowerment

o Community perception of improved health condition relate primarily to
dcuca_)csfxyn woibidity ad ug)rnality. Y

o Community financing through user fees has been the primary source
for sustaint.jllng heaith centers and primary health care i Zaire.

o Creative motivation mechanisms to stimulate communi
empowerment are best designed at the health zone level rather than
imposed by regional or n22onal levels.

1.3.1 THE EXPRESSED NEEDS OF COMMUNITIES

The SANRU annual report always asks health zone personnel to rank the health
problems, and each year the #1 Froblem was water and sanitation. A study conducted
m 1989 with the Ministry of Plan polled 53 village development committees in 18
health zones about their perception of development problems. Table 1.2 summarizes
the responses of this survey.

Table 1.2
EXPRESSED NEEDS OF COMMUNITIES FOR DEVELOPMENT PROJECTS
(Responses from 53 Development Committees in 18 Heaith Zones)

NBRE EXPRESSED NEED FOR: NBRE EXPRESSED NEED FOR:
27 Improved water supply .53 Bridges
16 Corn/Manioc Mill 5 Ambulance
16 Transport of Ag Products 4 Agriculture machinery
15 Durable Housing 4 Solar energy equipment
12 Primary schools R 3 Secendary School
12 Maternity 3 Health Center rehabilitation
12 Health past 3 Increase Community Awareness
9 Fertilizers 2 Cooperative lLoans
3 Market or stores 2 (Closer Health Center
6 Ffish farming materials 15 Other (one suggestion each)

This ion was recognized in the design of the original SANRU project which included

spqu' ¢ objectives for water and sanitation. SANl}U I & I built oergis(vpercexmgln&d fgg

i ved water supply b moting the concept 0 ing capping, (Venti mprov

Pﬁ) latrine construction mm w%lage pro%:]ams %‘;appmach had the triple advantage of
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respording to the expressed need of the (Fopulatic)n, encouraging a deveiopment activity which
required community empowerment and improving the water supply and sanitagon system.
Water and sanitation efforts provide a catalyzing effort 1 mobilizing community
empowerment.

While the health center and health zoge are essential in providing the framework and support
activities for primary health care, it is ultimately activities at the community level which will
have the most impact on the health of the population. Too often even with the best of
inteations activites such as vaccination programs and well-baby clinics are "delivered” to the
village who is then ask to participate. Water and Sanitation requires on the other hand
community level initiative and collaboration.

Development committees play the fundamental role in the promotion of development activities
at the community level. These activities may include preventive care, health education, water
sour<e protection, eavironmental sanitation, agriculture promotion, and infrastwucture
develzgg{em. The term Development Committee rather than Health Committee was adopted at
the S U national coaference in 1983 to emphasize this interdisciplinary responsibility.

The number of water spring capping efforts financed by SANRU is also a good indicator of
progress. During the three year period 1982-1985 the project financed 847 village springs
capping wnitiatives. In comparison during the one year period of 1986 more than 830 spring
caps were financed and by the end of 1991 over spring caps had been initated.
Community empowerment 1n this activity is also indicated in Table 1.3 whict ranks water and
~anitation projects just after community flelds (which are often enforced by the government)
and rehabilitation/construction of schools. Box 1.5 also describes the importance of
community participation in the operations and management of rural water supply systems.

Table 1.3
EXISTING COMMUNITY PROJECTS
(Responses from 53 Development Committees in 18 Health Zones

NBRE EXISTING ACTIVITIES: NBRE EXISTING ACTIVITIES:

27 Community fields 4+ Bridge/road construction

11 Rehab/Construction Schools 3 Roofing houses

Spring Capping & latrines 2 Individual fields

Fish Farming 2 Cocperative loan companies
Construct Health Post/Fayer 2 Small animal raising
Construct Health Center 2 Equipment for Health Center
Large animal raising/tracticn 6 Other (one suggestion each)
Making bricks

OO 00 W W

1.3.2 THE PERCEIVED IMPACT OF PRIMARY HEALTH CARE

The importance of responding to expressed needs of communities does not mean that they are
unappreciative of the health interventions available through health centers. On the contrary, as
indicatd by Table 1.4 the community perception of improved health condition rélates
primarily to decreases in morbidity and mortality. The fact that 85% of communities recognize
that there has been a decrease 1n measles because of health center initiated vaccination
programs is a coafirmation that communities are aware of the impact of program efforts.
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Box 1.5
OPERATIONS AND MAINTENANCE OF RURAL WATER SUPPLY SYSTEMS
(from a paper prepared by Kasongo Ntambue, et al)

Many community-based water provision systems have been built in Zaire. These include
capped springs, dug wells, drilled wells, and adduction systems (gravity, pump and tam).
Many of these systems, however, are no longer functional. The p.rmcig e reason for failure
appears to be the lack of community organization to take full respoasibility for maintenance
activites. In reality, however, the root problem is more often the failure of national technical
services to empower the people.

[n May 1989, the National Committee for Water and Sanitation Action organized a round table
w0 discuss the problems involved in the maintenance of water systems. Participants included
the major national programs involved in water and sanitation activities - the National Service
of Rural Water (SNHR), the SANRU Basic Rural Health Project and the National Program for
Sanitation. Governmental ministries who were represented include the Dept. of Health, Dept.

of Rural Development, Dept. of Mines & Energie and the Dept. of Consevation of Nature.
[nternational organizations present included USAID, Peace Corps, UNICEF, UNDP, World
Bank and WASH (Water and Sanitaton for Health).

This round table prepared a list of 20 recommendations dealing with the operadons and
maintenance of water systems. Of these eight directly addressed issues related to the
empowerment of the communities:

1) To assure community-based responsibility for maintenance of water systems, a structured
g:ogmm of animation is essential to promote community coascious raising and involvement
fore, during and after the construction of the water system.

2) The choice of the type of water system to be installed should take into consideration the
capacity and the willingness of the community to accept responsibility for its operation and
maintenance.

3) The commumity should be par a Village Development Committee whose members are
chosen by the community from its own members.

4) A written definition of responsabilities in the form of a public contract should be established
between the benefiting community and the technical service assisting in the instailation of the
system. _

5) The community should be aware of the estimated costs for the construction, operation and
mainienance of the water system well before the installation begins.

o) A Sm%ram of training for key members of the Village Development Committee is necessary
and d include not only the basic principals of community organization but also address
issues such as methods for mobilizing community financial resources.

7) A community representative, preferrably a woman, should be designated par the VDC for
each water supply unit of the water system (eg pump, water @ap or capped spring) for
surveillance of IS correct operation and maintenance.

8) Regular supervision of the siatus of the water systems and the Village Development
Commitiees should be the responsibility of the District Health Zones.

Base on these recommendations SANRU and SNHR in collaboration with WASH consultants
and the MNztional Training Team for Water and Sanitation (ENFEA) designed a training
module specific m&on and maintenance of water systems for the training of health zone
wate/sanration tors.

JRESN



Table 1.4
PERCEIVED IMPACT OF THE HEALTH CENTER
(Responses from 33 Development Committees in 18 Health Zones)

NBRE PERCEIVED IMPACT NBRE PERCEIVED IMPACT

45 Decreased measles Decreased tuberculosis

30 Improved childbirth Decreass- mallpox

26 Closer proximity to C.S. Decreas. lio

18 Decreased malnutrition Increasea spring capping

14 Decreased diarrhea Increased community awareness
10 Decrease mortality Decreased malaria

9 Decreased intestinal worms Decreased tetanos

9§ Decreased whooping cough Improved growth monitoring
8 Decreased morbidity Decreased sleeping sickness
5 Decreased Leprosy Other (one suggestion each)

b NS RS R VSOV RIS RN RN R o

1.3.3 COMMUNITY FINANCING OF PRIMARY HEALTH CARE

To what degree could or should PHC programs depend on community financing for their
sustainability? Community financing ugh user fees is often an untapped resource in
countries with "free” health care. User fees or "in-kind" payments, can complete the funding
required to maintain and sustain many primary health care activities. Community financing can
also be an important factor in promoting community organization.

Yet community financing may become an “out” for governments to decrease MOH budgets or
reallocate resources to non-PHC activities. There is a real temptation given lmited resources
and structural readjustment programs to couat on community financing to sustain not only
community activities, but also the diswict, regional and national administradve levels.

How many levels of pnma:z health care burden can community financing support? A 1986

conducted by REACH and SANRU of ten well devel health zones in Zaire
indicated that community financing was covering around 60-80% of health zope operating
costs, not including investment and depreciation. Tabie 1.5 provides an indication of the
capacity of community financing to support various operating and investment COSIs.

Table 1.5

COMMUNITY FINANCING CAPACITY FOR OPERATING AND INYESTMENT COSTS

! I Community ! Health 'Health Zone! Regional !

! ! level ! Center ! Office | Levels !
IMedicines and supplies! Excellent | Excellent |  Good ! Very Poor !
! Functioning Costs ! Excellent ! Excellent ! Poor ! Very Poor !
| “Personnel Costs ! Excellent ! Excellent ! Poor ! Very Poor !
| Supervision Costs ! Excellent | Good ! Poor ! Very Poor !
| Continuing Education ! Good ! Good ! Very Poor ! Very Poor !
1 Building Investment ! Good | Good ! Very Poor ! Very Poor !
| Equipment Investment ! Good ! Poor ! Very Poor ! Very Poor !
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1.3.4 MOTIVATION OF COMMUNITY INVOLVEMENT

What stimulates commusity involvement? The pride of being the village health worker is
important, but the thrill of being "on call” can quickly wear off in the middle of the night.
Voluntary participation is desirable, but care must be taken not to overburden volunteers with
too many activities. Contributng to Health For All can be rewarding, but the time devoted to
community mvolvement could perhaps have been used to plant another field of peanuts. We
need to seek ways to compensate community workers for ume lost from their regular income
generating activides.

Community motivation and compensaticn should relate to the amount of time and effort
devoted to the work. A village development committee member who devotes several hours
per moath to community activities need not receive the same compensation as a village health
worker who puts in several bours a day. Finding the appropriate modvation is part of the
chailenge of primary heaith care.

SANRU encouraged rural primary health care pro to try varied types of compensation.
Table 1.6 depicts various types of compeasation often associated with community motivation
in Zaire.

Table 1.6
MOTIVATION STRATEGIES FOR COMMUNITY EMPOWERMENT

YILLAGE t -Village seminars

! DEVELOPMENT ! -Member cards, badges, flags
COMMITTIEE ! -Health posters/calendars
MEMBER ! -Regular supervision visits
PART-TIME ! -Equipment and supplies
! -Health Education materials

;
!
r
!
!
!
|
HEALTH : -Free medical consultation
v
!
!
!
!
]

WORKFR ! -In-kind payment by commupity !
FULL-TIME -Free Medical care t
VILLAGE -Means of transport (bicycle) !

HEALTH !' -Income on medicines s01d

WORKER ! -Fee for services renderad

i
H
1
|
1
!
I VILLAGE
t
]
{
|
|
!
H
!
{

§
!
!
!
!
!
!
!
{
I -Means of trapspert (bicycle) ;
!
1
i
i
1

¢ -Salary

Village development committee members who spend several hours a week in primary health
care related activities are encouraged by Village seminars, Development Committee badges,
certificates of particiyadon, health 1posters/cak':ndars_ and especially regular supervisory contact
with health personnel from the health center and reference hospital.

Compensation for part-dme Village Health Workers who may spend <everal hours per day in
1 health care Activides would probably include mast of the above and be expanded to
include one or more of the following: use of equipmeri and matemials, Gee medical
%c_msulhation, in-kind payment by community, or perhaps a some means of transport such as a
icycle.

Compensation for full-ime Village Health Workers who spend most of their time in promotion
of primary health care the compensation czould include the same compensation as for a
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part-ume Village Health Worker, but expanded to include free hospital care, a percentage
income based on medicines sold or a regw.rfziar-D salary. P ¢

Finding the appropriate motivation and compensation for the type of community health worker
is part of the science and art of managing and promotng primary health care, and certainly
leaves room for future improvements through effective operational research.

1.4. NON-GOVERNMENTAL ORGANIZATIONS AND PHC

Non-Governmental Organizations (NGOs) have played an extremel intigomnt role in the
development and management of decentralized bgal{h systems and centers. Within
health zones of Zaire, for exa.mgle, dispensaries are owned and managed some by the
government, some by churches and some by private enterprise. A key factor to the successful
coordination of activities within a health zone is that the organization managing the reference
hospital accept to establish a central office to supervise all healfth centers within the
geographical limits of a health zone.

In Zaire around 50% of the 306 Health Zones are managed by or in collaboration with NGOs,
primarily those of the indigenous catholic and protestant churches. These churches take on 2
much larger responsibility for managing primary bealth care than is to be found in most
countries.

The strengths of NGO involvement in primary health care include:

o The medical work and infrastructure of NGOs in Zaire has evolved
through three generations from h.ost&tal to commua:-gg o health zone
systems, and Lgrovided support for development sustainability of
primary health care.

o Church NGOs are particularly effective in their emphasis on
community involvement that cares for the wholeness of individuals and
families and not just medical ailments.

0o Health zones managed in collaboration with NGOs demonstrate

significantly higher access to primary health care and utlization of
services as demounstrated by vaccination coverage rates.

0 NGO management or co-management of health zones isa excellent
example (although problematic) of church/siate collaborauon in the
delivery primary heaith care.

0 NGO collabcration with mnational and international partner
organizations is an important financial support for health zomes and
primary health care, including emergency rehief efforts.

1.4.1 THREE GENERATIONS OF MEDICAL MISSIONS IN ZAIRE

Medical mission strategies in developing countries has been aptly described by David
Korten as consisting of three generations as shown in Box 1.6. In Zaire these three

enerations co T wvely rou to three decades - the 196Q0’s, the 1970’s
gndthe 1980’:%2‘:%0& KIGOsgmrzmam tocked in first generation work, and
have pever icipated actively in either community based or health zone based
primary th care efforts. Fortunately in Zaire, these NGOs were few indeed.
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Box l.e
THREE GENERATIONS OF NGO MEDICAL STRATEGIES

1 ! SECOND !
1! GENERATION ! GENERATION ! GENERATION ‘
! ======================:::==============:===::=:========= M
! It Mission ! Community- ! Health Care
FEATURES !! Hospital 'based Primary !  Systems
t H ! Health Care !
! =====:‘.===========::::==:==:‘.======================::=====!
Problems ! ! !
{Defined in !! Curative ! Education & ! Policies
I pPrevention ! & Resources

Patients
in Hosp.

Indigenous ! Indigenous
! ! Church i Church
! Important !! Mission- !
Actors !! ! i ! Ecumenical
tH Partners

Government
Agencies

Strategic
! ' Management
! Capacities!! ! ! !
Required {!  Medical ! (Community ! Facilitation !
of 'l Leadership ! Development !
Churches F! ! ! Social
3 ! ' Apalysis

Coalition
Building

The iirst_generation coasists of hospital based curative care for in-patients and ambula;ont:{
care. Only a few public health related activities such as hospital based well baby clinics
nutrition rehabilitation centers were included.

The second generation of sirategies moved from the hospital into the community with mobile
teams to promote community development work and establish community-based bealth
centers. Some missions remained in the mobile team phase while others moved more rapidly to
establish heaith centers to promote integrated medicine and primary health care.

The third generation 7 is the strategic management of district and national health

systems as a collaboration een church and state. Facilitation, coalition building and

strategic management are key elements required for linking together independent second @

éeneration:s eftorts into a third generation health care system. This ts the vital contribution that
ANRU made to primary health care in Zaire.




Many church hospitals were skeptical about becoming part of a pationwide health care
m. Nyanicunde hospital, for example, served as a reference hospital for church
psaries scattered throughout Haut zZaire and Kiyu regions, yet there were almost

no church dispensaries or heaith centers in the™ area immediately surrounding

Nyankunde. To get Nyankunde to a the principle of concentrating their efforts on

developing bealth centers within a th zone perimeter and accept that therr church

dispensaries wculd be supervised dy other nonchurch heafth zone personrel was a

major accomplishment of SANRU L.

After SANRU’s credibility with the churches was ﬁrml{l estaplished during the first
year of operation, it was possible to convince rural church hospitals to take the risk in
coilaborating with the GOZ to serve as the reference hospital for a health zone.

1.4.2 COMMUNITY LEVEL INVOLVEMENT

At the community level church NGOs are particularly effective in their emphasis on
community involvement that cares for the wholeness of individuals and families and not
just medical ailments. Development committees play the fundamental role in the
promotion of development activities at the community level. These activites may
include preventive care, health education, water source protection, environmental
sapitation, agriculture promotion, asd infrastucture development. The term
development committee rather than health committee was proposed to emphasize this
interdisciplinary responsibility.

Gettin le at the communitg level to accept responsibility for their own health is
often di t. However, the church car be icularly effective in this "coascience
raising” process at the community level. els between cbedience to God’s law and

obedience to good hygiene can get across the basic premise of replacing bad health
practices with good ones. Daniel Fountain’s book "Heailth, the Bible and the Church”
elaborates this theme both eloquently and pragmaticaily:

Our concern is for the health of people. This is true both in commumity
heaith and in the healing of individual persons. Therefore the people for
whose health we are concerned must be involved at every level of health
activity. Planning must be done with them and in the context of their
particular community. They know many of their needs and the
resources that are available. There may be other needs of which they
are not aware and which must be essed. But until they become
aware of these needs and icipate 1 the decisions and activites
necessary to meet these needs, no health measures will be effecuve in
meeting them.

1.4.3 NGOS AND VACCINATION COVERAGE

An impressive indicator of the effectiveness of NGO and SANRU assistance to health
zones is found in vaccinaton coverage. An analysis of 1988 national vaccination data
shows that vaccination coverage for all types of vaccimes is consistently and
significantly ﬁreater in rural heafth zones assisted by NGOs (lFl e 1.7). Vaccination
coverage in NGO assisted rural heafth zones is generally 17% higher than in rural
health zones assisted by the GOZ alone. For exampie measies vaccination coverage
was 42% in rural health zones assisted by NGOs as opposed to 26% in rurai th
zones assisted by the GOZ alone.
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Figure 1.7

Vi ination Coverage of Rural Health Zones
with ard without NGO Rssistance

7 i

VAT  BCG  POL! POL3  DICI  DIC3
Types of Vaccinations
V7INCD Ressited BBETAT/NGO Assisted JIETAT Assisted

VAR

GROUP NB ZS POPULATION VAT BCG POL1 POL3 DTCl1 DTC3 VAR
RURAL -NGO 102 530,231 38% 55% 49% 37% 51% 38% 42%
RURAL-GOZ/NGO 22 96,549 33% 44% 40% 27% 42% 30%  34%
RURAL-GOZ 108 542,599 25% 35% 31% 22% 33% 22% 26%

A similar trend is observed in Figure 1.8 for rural health zones assisted by SANRU.
Vaccination coverage in rural health zones assisted by SANRU with NGO management
is an average of 13%6 greater than in rural health zones assisted l;y SANRU with GOZ
management. For examgle measles vaccination coverage was 46 % in rural health zones

assisted by NGOs/SANRU as compared to 30% in rural health zones assisted by the

GOZ/SANRU.
Figure 1.8
Vaccination Cover age of SANRY Rssisted Z.5.
with and without ETAT and NGO Management
BCG. POL! POL3 DICY DIC3 VAR
Types of Vaccinations
L/ANGO Rsssited BE ETAT/NGO Rssisted ERETAT Rssisted

GROUP NB ZS POPULATION VAT BCG POL1 POL3 DTC1 DTC3 VAR
SANRU-NGO 49 237,451 39% 58% 49% 36% 52% 39% 46%
SANRU-GOZ /NGO 15 79,081 32% 45% 40% 27% 43% 30% 34%
SANRU-GOZ 23 114,599 27% 37% 36% 26% 39% 26% 30%
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While both NGO and SANRU are associated with increased vaccination coverage, the
variable NGO appears to be more significant than the variable SANRU in explaining
the difference in vaccination coverage. This is no surprise given the presence of the
NGO within the health zone and the fact that their contribution is often much greater
(financially and materially) than that of SANRU.

1.4.4 HEALTH ZONE MANAGEMENT

The 1982-1986 health plan called for the creation of 300 health zones. An invento:
of existing hospitals at that time revealed a total of about 440 "hospitals" of which half
were managed by the state and half by NGOs (both church and private enterprise).
This meant that to establish 300 health zones around an existing hospital would require
using the NGO infrastructure for at least 80 (25%) of the health zones.

In fact of the first 85 health zones to become functional during the 1982-1984 period,
88% were managed by NGOs or received important NGO management assistance.
These health zones were "built" on the existing infrastructure of functional hospitals
some of which were already making an effort to initiated primary health care activities.
This meant that the health zone had immediate access to housing, office space,
utilities, nursing schools and support services rather than starting from scratch. It was
the NGOs infrastructure that r. permitted the accelerated development of PHC and
health zones during the early 1988('5.

As of 1991 there were a total of 306 health zones. NGOs comprising catholic,
protestant, private enterprise and philanthropic agencies assisted in the management of
62% of these health zones (see Figure 1.9). The geographical distribution of NGO
assisted health zones is shown in Figure 1.10. SANRU assistance to 100 health zones
throughout Zaire included 75% of which were managed in collaboration with NGO
groups, including more than 40 separate NGOs within the Catholic and Protestant
church.

Figure 1.9
NGO MANAGEMENT OF HEALTH ZONES IN ZAIRE

OTHER (8.7%)

H

N
§
=

STATE (38.34)

PRUTESTANT (26.37)

CATHOLIC (25.74)
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Figure 1.10
NGO ASSISTED HEALTH ZONES IN ZAIRE

PROTESTANT ASSISTED HEALTH ZONE
® -veniryhgnd

CATHOLIC AGSISTED HEALTH ZONE

| = COMPANV/OTHER ASSISTED EEALTH ZONE
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Church communities are sometimes leery of becoming involved in a government
recognized health zone, fearing that it could lead to the nationalization of their
hospitals. They are even more dubious about accepting to munage a state hospital on
behalf of the government. This lack of official management agreements for the health

zones b NG(%S led to problems of a tug-of-war between state and NGO authontes ar
the health 20ne level. The medical director of the health zone who is appointed by the
MOH may insist that he is the manager of the health zone on behalf of the state and
that the NGO’s role is that of a donor tc supply him with financial and material
assistance. The NGOs feel, on the other hand, medical directors should stick to
the technical sunervision and coordimation of activities and leave the administrative
management to them. To make these partnerships work a clear understanding of the
r&ml()sibi}jdﬁ and rights of NGOs 1n managmg primary health care services in
cohj ration with the government is required. t’s easy to say, but very difficult to
achieve.

1.4.5 NATIONAL AND INTERNATIONAL LEVEL INVOLVEMENT

At the national level the role of the church umbrellas for the catholics and protestants
has already been mentioned. They are influential in the development of national
policies and in supporting health zone activities. For example the national medical
offices of the protestant and catholic churches assist health zones and hospitals in
locating and hiring doctors or other health personnel. The national offices also serve as
a distmmbution point for government subsidies in support of the functioning costs of
hospitals and health zones. In addition they have become increasingly involved in the
design and ma agement of national programs oa behalf of the government.

At the internationai level NGO contact with sister organizations and intemational
doomors 1S an excellent mechanism for mobtlizing additonal resources to support
primary health care. There are approximately 100 different internatonal NGOs
assisung in the medical work of Zaire. Nearly all this assistance is channeled directly
10 the Dospitals or heaith zones without coordinaton by the Ministry of Health or even
the umbrella church. For example within the ECZ Protestanat Church there are some
65 member “denominations” of which about half are receiving assistance for their
medical work from sister churches overseas.

The SANRU/REATH cost financing study of ten health zones demonstrated that
approximately 20% of the operational costs of health zones assisted by churches come
from local or international NGOs.

This positive and constructive collaboration has not been without problems. During the
past ten years of rapid expansion of the health zone system there has also been the
development of some serious problems in collaboration which threaten the very
survival of the system.

The government worries that primary health care may be exploited by the church as an
evangelistic tool or that there may be a discrimination in access to health services based
on religion. They feel that all health zomes should be considered under state
management, and that the role of the churches should be in "contributing t0” but not in
the "management of” health zones

While the high degree of decentralization assistance from overseas churches appeals to

the donors it also mzv create problems. Developing countries often don’t take the

initiative to define : -/ assistance package tailored to their national program. Too

often the decision or -+ much of what kind of assistance is left in the hands of donor

church who sometimes facka good knowledge of the local situation and of primary

beafth care. The result can be assistanc csin the form of unnecessarity hi-tech
Page 2



equipment, expensive "vertical” programs, or commodity drops of the wroag thing in
the wrong place at the wrong time. The national medical office coordinating its
member NGOs serves an important role as advocate of complimentary SHC assistance
coming from international agencies.

Assistance through NGOs could potendally lead to duplication of assistance by two

assisting in the same health zone. It is also possible that this strategy may
leave gaps if several partners are willing to finance training grogmms but o one assists
in sustaining the supervision activities. Coordination of such assismnce wiathout
centralized control of NGOs requires mumal confidence and respect.

The medical work of indigenous NGOs is a permanent resource that will continue after
international health assistance is withdrawn. Primary health care has come a long way
along the road towards Health For All due in large part to cooperation rather than
competiion between the church and state in Zaire. Collaboration between the
%;lemment and churches has besn of particular importance in the development of

th partnerships during the past twenty years in Zaire resulting in the creanion of the
existing health zoge primary heaith care em. This ccllaboranoa will remain or
become even more importance during the 1990’s to promote survival and sustainabili
of the system. The role of the church in the investments and management of PH
services will comtinue to be important at all levels of the health care system:
cominunity, health zcne, national and international levels.

1.3 SANRU PRIMARY HEALTH CARE ASSISTANCE PACKAGE

SANRU [ assistance was designed around the councept of providing health zopes with

the resources which they required to implement their primary health care programs.

SANRU established its “reputadon as "a doer” rather than as "a talker” by quickly
responding to requests from health zopes. The guiding principle was that no one who
came t0 SANRU seeking assistarxe would leave empty- . If SANRU couldn’t

finance their health zoce or project we would at least provide them with some hanging

baby scales, growth charts, immunization equipment or health education materials that
cbegiraquested. Box 1.7 lists a summary of project activities and assistance as of June
1984 as grouped by essential component activities of primary health care.

There was no separate training, supervision, infrastructure or research divisions during
SANRU [. The stucture of SANRU technical divisions evolved through parallel
gojects. For exar._l;&le. it was through the PRICOR I financial study that Cit. Murkatu

can working with SANRU and eventually headed up the research "division. Cit.
Kasongo came on board as part of the ECZORT project to supervise the rehabilitation
of health centers and hospitals ard then joined SANRU [ to head the Infrastructure
division.

The SANRU assistance "package” evolved to provide a broad spectrum of assistance to
health zones including national and Jocal training, ding rehabilitatton,
communication systems, medical equipment and medicines, and operations research.
While details of this assistance are included in Chapter 2, the following Table 1.7
summarizes the four major assistance categories which evolved during SANRU and
resulted in the creation of four technical and one administrative division.
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Table 1.7
THE SANRU PHC ASSISTANCE PACKAGE

! [XFRASTROCTURE DEVELOPMENT ! TRAINING AND DOCTMENTAIICN

Building rehabilitation reference hosp. !! Traininc natiomal training teass !
Construction/rehab. of health ceaters ! Regional/mational training programs !
Solar-powered lighting and refrigeration !! Pinance health tope training !
7illage Sanitation & VIP latzines !} Out-of-country specialty training !
Rater Systems-sources, vells, adductioas !! PHC confarances and workshops !

tam s bt bom g

! BQUIPMENT, MEDICINES AND SURSIDIES 13 STUDIES AND OPERATIONS RESEARCH !
! Rquipsent for health center & hospital !! Measure PHC impact & viability !
! Start-up stock of essential sedicines  !! I[uprove managesent of PEC sibsystess !
! Jehicles for supexvision !{ Operations Research prcblem amalysis !
! Subsidies for supervision & maintemance !! 0.R. solution deveiopent !
! Operation subsidy health tope office 3 0.R. solution validation !

SANRU assistance was always provided directly to the health zomes with the
sub-regional. regional and national GOZ authorities infoned of the financial and
material assistance provided by SANRU. This permitted SANRU to respond relatively
quickly and specifically to requests. It also greaﬂ; decreased the possibility assistance
being lost along the way. In comparison UNICEF, whose policy wasto have health
20pe requests pass through the sub-regional to rcgivaal to UNICEF offices before
funding could be considered, had difficulty in tailoring assistance to the specific needs
and requests of health zones.

SoHEALTH CARE- —>
HEALTH oAFE

—




BOX 1.7
SANRU [ ASSISTANCE TO DEVELOPING HEALTH ZONES

- distritute flipcharts for I3C, Malaria, Nerms, Mutriticm, Alcohelism,
Family Planning,

distridbute flarograghs for arowth chart and aytrtion

distribute tapes of public healen sangs

recard radio progria explaining FHC

distridute reference b00ks for health educaticn methods

distridute slide/flimstrip projectors

development of Flipchart for hygiece and water.

[ R T S 2

SROMOTIQN CF MYTRITION AND AGRICULTURE:

- catladaration with CEPLAMUT

~ presentation of paper “Role of Nutrition ia PHC®
- distribute nutriticn flipcharts and flanographs
~ suulisned prograaed tast “Monger Bien®

- printed nutriticn course fn "Mashi™ for YHws,

UNDER-FIVES CONSULTATION:

- distribyted 198,000 R2ad to Health Charts

- distribute flancgraph f.r Rcad 10 Health Chart

- distributed 413 odby scales to rural health centers

- distributad text “Snfanl et Sante™ ta al] health cenlers

s participated ia national confarence (9 uniformife growth charts.

SREMATAL CONSULTATIOHN:

- distridute raxt “Hateranité et Santé™ ta all health cenlers
- distribute instruments tor CFN consultation

- distribyte nealth educaiion materials approgriate for CPN.

MATERNITY SERVICESZ:

- 3 trdining of trainess af TBAs - Karawa, Vanga, Nysnkunde
- develoged manual for training =) 184s

-~ provided (8 kits tg hea!il canters with naternitias,

FAMILY PLANNING:

- printed 25100 posters aa 5 FP themes

- distriduted FP commodities - pills, condows, IUDS, Fi.a

- carticipated in study greup %6 develop 7P zass redia

- 2 seminars in Reproductive Feallp - Kaziba, Ximgese organized w'th JHPLS
- cpllaporate with CARQ in xonitoring family planning activities.

VACCINAT[ONS:

- d,stributad 450 dicycles to facilitate vaccise transport
- distributed 3 kerosene/12 v refrigerators o )
- requ’red heaith officers of Wls o participata in 7T training seminars.

-

COHTROL CF ELOENIC DISTASES:!

- promote subscription to “Giarrhea Jialogue”

- mistributa health education zaterials for cordatiing didrrhea

- cremotion af viiiage saattation €0 inprove wmatar qualily

- ¢oilaboration with natiomal office of tuberculosis in drafting rational
strateay far T3 control. ‘

<4ATER 3 SANITATION:
- financing toqls, cement, pipe far spring capping ,
- develagment/orinting of tachaical juide and training guide for spring

capping
- gevelopment of Hydroicgical ¥ater fesources Planning Map
- WASH workshcp for raiewater Rarvesting & wells rehabilitation
- organized ‘Yoix du ZalTre® radfc broadcast series concerning water and

samitaticn from a village ia 2SR Gsangulu.

BASIC CURATIYE CARE:

- diszribute text "Treatment Strategies™ ta 311 heairk centers
- equipped health centers with basic curqative - i ant

- distributed AYS operating roca equipsest.

PROYISION OF ESSENTIAL, SUPPLIES:
- participation in "Comité Pharmaceutique Rational® to plan system for

drug procuresent ind distribution )
- study to identify what essential drugs are available for Tocal purchasa.
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Chapter 2. SANRU STRUCTURE

2.1 SANRU STRUCTURE

SANRU I began with a team of six persons in four tiny offices and a closet storeroom.
g:gle_ 2.1 lists the names of the original SANRU staff, two of which were considered
-ame.

Table 2.1
SANRU ADMINISTRATIVE PERSONNEL (1982)
Mr. Mlaba Nsona Project Director haiftime
Dr. Miatudia Malor3a MOH representative halftime
Cr. Frankin Baer Project Manager fulltime
Rev. Ralph Galloway Planning Coordinator fulltime
Mrs. Florence Galloway Training Coordinator fulltime
Mr. Dianzola tufwakasi Secretary fulltime

By 1984 only two additiona! fulltime people bad been added to the staff - a warehouse
manager and an assistant administrator. By 1986 with the expansion of SANRU il
activities the number of employees had increased to 36. By 1988 the staff had increased
to arcund 45, but was stll considered insufficient to provide adequaie site visit
supervision and monitoring to ail the health zones assisted by the project. It was
calculated that a staff of 80 would be re?uired. By 1990 the project included a statf of
around 60 persons with an anticipation of hiring an additional ten persons to strengthen
the technical divisions. Table 2.2 shows the final organizational chart which was
administratively structured according to the assistance that SANRU offered.

This increase has resulted in an internal re-organization of services by creaung
divisions and a subsequent delegation of acuvities by the project direction to the
diviston chiefs. Five divisions were created:

o Training and PHC Documentation Center
o Infrastructure and Solar Energy

o Studies and Operations Research

o Supervision and Planning

0 Administration

2.2 TRAINING AND DOCUMENTATION |

The SANRU Division of Training and Primary Health care Documentation Center was
directed by Dr. Kidinda Shandungo. This division comprised the following areas of
responsibility: .
0 Regional/national training programs for health zone, subregional, regional
and national personnel working in the field of PHC. This included
cut-ofcountry short-term training as well as long-term training at UNIKIN’s

school of public health.
0 Financin% and providing health education materials for health zone training
programs for which the health zone staff serve as . "~:iners.

o Organization of the SANRU annual conference including collection and
diffusion of primary health care documentation.
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ORGANIZATIONAL CHART OF
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SANRU (1991)
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2.2.1 THE TRAINING OF TRAINERS STRATEGY

Training and continuing education of health workers promotes quality care and
motivates personnel.  Since curriculum revision for the formal education of doctors,
nurses, and administrators usually takes years to achieve, retraining existing health care
providers must be a priority activity for primary heaith care programs.

In a large country with hundreds of health programs the persons to be trained can be
staggering. Table 2.3 illustrates the number of trainees for just one health zome.

Table 2.3
TRAINING NEEDS OF A TYPICAL HEALTH ZONE

4) persons
10 persons
120 persons
2000 persons

Health Zone Office {1 MD + 4 nurses + 5 other
20 Health Centers (3 nurses + 3 other)

Reference Hospital &2 MDs, 20 nurses + 18 other;
X
200 Communities x {8 members + lVHW + 1 TBA

[T I

With a total of 306 health zones in a country like Zaire this means a six digit training
objective. The training strategy in such a sivation must depend on a layered and
decentralized uaining system. The "QUI SE FORME FORME™ approach (Who 18
trained trains others) which SANRU established aptly expresses thuis concept (see Table

2.4).
Table 2.4
SANRU TRAINING OF TRAINERS STRATEGY

| NATIONAL ! ! L I | NATIONAL !
| TEAM OF ! 1 D1 | | TEAM DF |
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Ty Ty
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Box 2.4
FINANCING LOCAL TRAINING IN ECZORT
(excerpted from a May !0, 1985 memo to Leslie Fox, ORT)

The ECZORT project includes training at the health zone, regional and pational levels.
Local training included nurses, Village Health Workers, and Village Developmeat
Commitiees. These same categories are aiso financed under the SANRU project.

SANRU and ECZORT strategy with regards 0 local training is that it should be
executed by the staff of the th zone. The health zone itseif is trained at the
regional and/or national level inthe development of tramning materials and sessions.
This was in fact the major theme (Qui se Forme Forme’) of the 1983 SANRU nationai
conference. Training of trainers seminars were also conducted for Traditional Birth
Attendants and Village Health Workers.

Financing local training costs s straightforward. First, a health zone will identify its
training needs and complete 2 three page form to request training funds. The same
form 1s used for the proposal and the final report.  After the proposal is reviewed by
the SANRU training S:ar%) additicnal info may need be requested before funding. The
waining form includes the following parts:

1) Description of the training session including:
- type of training - number of training days per person
- level of wraining - npumber Of persons to be rained
- locanon of training - training objectives (coatent)

2) Detailed budget proposal including:
- Transportation - Didactic Materials
- Food and Lodging - Personnel

=) List of participants including:
" Traigers - Trainees (final report oanly)

The budget format includes contributions of the heaith zone, SANRU/ECZORT, of
ancther donor. SANRU policy is that the health zone should cover the transportation
of participants and the personnel costs of the health zone training staff. Often the
heaith zone will also pick up part of the lodging costs. Usually the health zope
contributdon is around 2040 % of the total costs. SANRU/EZCORT contribution is

imarily for food and lodging, didactic materials, and transport/per diem of trainers
prought in from outside the health zone (o assist in the training.

Once accepted, we then forward the money requested to the heaith zone. A final
report s submitted to specify how the traiming evoived. At that time the health zore
may need request addtional funds to reimburse for cost over-rugs, or may have money
to turn back in or to be credited to a future {raining session.

We do not request a detailed reporton the expenses incurred during the training
pIO . We do ask that the health zoge keep all relevant bills when available as

of thetr local bookkeeping system and that they be opern to our inspecton if required.
As we are dealing more than a hundred training events a year, most of which are less
than Z 40000 ($§)O) we do not attempt to audit these training events. The cost of the
auditing procedure would in most cases surpass the expense of the training event.

Training events during the 1985-1986 caiendar years which occur i health zoncs
partcipating in the ECZORT project will be financed by EZCORT funds. SANRU wiii
concentrate 1n the GCZ maraged health zomes. This strategy should permut us w©
expend the ECZORT training funds by the end of 1986.




The essential multiplying effect begins Dy first preparing expert training teams at the
national level who lt)nyﬁrgn condu%g of trPainers sagcmf)%c:s for health zone
persomnel at regional levels

Sessions for medical directors of health zones, nurse supervisors, trainers of village
bealth workers (VHWSs) and traditional birth attendants (TBAs), and water/sanitaton
coordinators have been developed in Zaire. The health zone persoanel, in fturn, were
respoasible for organizing and conducting training within the%inltb zone for nurses,
nurse aids, village development committees, VHWs and TBAs. The result was a cost
efficient training of thousands of health workers.

2.2 2 FINANCIMNG LOCAL HEALTH ZONE TRAINING

Getting financial assistance to health zones in rt of local training of health
workers was a complicated procedure. Box 2.1 how this was handled in the
ECZORT and SANRU projects. '

2.2.3 THE SANRU ANNUAL CONFERENCES:

Tte first "annual conference”, was held in March 1983 at the NGANDA Catholic
retreat center in Kinshasa for representatives from the health zopes assist=d t;y
SAI;J(I;;I- The mmelgle of the conterence was ‘Qiui Se Forme Forme™. Some of topics
incl were group workshops oa developing heaith zooe training programs;
revision of the health zggg 1 statits document; discussion of the co of
community icipation; develcprent Of health zone action plags. themes of
subsequent SANRU annual conferences are shown in Table 2.5. Boxes 2.2 and 2.3
indicate the program outlines for the 1989 and 1591 conferences.

Table 2.5
THEMES OF SANRU ANNYUAL CONFERENCES
1983: TRAINING OF TRAINERS (QUI SE FORME FORME)

1984/1985: REGIONAL CONFERENCES FOR DELIMITATION OF
HEALTH ZONES

1986: HEALTH INFORMATION SYSTEMS
MANAGING/EVALUATING SANRU ASSISTANCE

1987/1988: DIX ANS DE PROGRESS EN SSP AU ZAIRE

1989: LA GESTION DES SOINS DE SANTE PRIMAIRES
L’AUTONOMIE DE GESTION N’EST PAS LIBERTE DE GESTION
(see Box 2.2 for the conference outline)

1690: AIDS (organized by Projet SIDA)
PRINCIPES DE CO-GESTIO (pregonference with SANRU participarts)

1991: EDUCATION POUR LA SANTE ET SANTE FAMILIALE
(See Box 2.3 for the counference cutline)
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Box 2.2
SANRU CONFERENCE ANNUELLE 1989
DU 27 au 31 MARS 1983 A NSELE
THEME: LA GESTION DES SOINS DE SANTE PRIMA(RES

I. COMMENT ARTICULER LES ORGANES DE GESTION DE LA ZONE DE SANTE?
1. IMPORTANCE DES ORGANES DE GESTION
2. RELATION ENTRE HGR ET LA BCZS
3. COLLABORATION INTER-SECTORIELLE
4. AUTRES SUJETS

1. COMMENT MOBILISER ET GERER LES RESSOURCES?
1. GESTION DU MATERIEL ROULANT
2. POLITIQUE DE LA GESTION DE MEDICAMENTS
3. STRATEGIE DE RENOUVELLEMENT DES RESSOURCES
4. GESTION DU PERSONNEL
5. GESTION DES FINANCES
6. AUTRES SUJETS

1. POURQUOI UTILISER LA RECHERCHE OPERATIONNELLE DANS LES SSP?
1. RECHERCHES POUR AMELIORER LA GESTION DES SSP
2. PRESENTATION DES RESULTATS D’ETUDES
3. AUTRES SUJETS

[V. QUELS SONT LES ELEMENTS DE LA VIABILITE DES ZONES DE SANTE?
DEFINITION DE LAUTOFINANCEMENT ET VIABILITE

. PARTICIPATION COMMUNAUTAIRE COMME BASE DE LA VIABILITE
. VIABILITE DES INTERVENTIONS EN SURVIE DES ENFANTS

. FACTEURS DETERMINANTS DE L” UTILISATION DES SSP

. ROLE DES ONG’S DANS LA GESTION DES ZONES DE SANTE

. IMPORTANCE DU SYSTEME D’ INFORMATION FINANCIERE
RECETTES NON-MEDICALES POUR AUTOFINANCEMENT

. AUTRES SUJETS

V. COMMENT SUPERVISER DES ACTIVITES LES SSP?
1. SUPERVISION TECHNIQUE DES COMPOSANTS SSP
2. STRATEGIE DE FINANCEMENT DE LA SUPERVISION
3. DIFFERENTES APPROCHES DE SUPERVISON
4. AUTRES SUJETS

V1. COMMSiEDN VT INTEGRER LA LUTTE CONTRE LES MALADIES DANS LES SSP?
A

. TRYPANOSOMIASE

. LEPRE ET TUBERCULOSE |

. PALUDISME

. CRETINISME

. SCHISTOSOMIASE

. AUTRES SUJETS

VII. AUTRES THEMES ET SUJETS A PROPOSER

i.
2
3
4
5
6
7.
8
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j [I1. LES T

[. EDUCATION

j II. LES ACT

UR

. AU NIYEAU COMMUNAUTAIRE

. AU CENTRE DE SANTE

. AU BUREAU CENTRAL Z.S.

. A L’HOPITAL DE REFEREZNCE

. A L'eCOLE

A LI

. AU NIVEAU SQUS-REGIONAL, REGIONAL, NATIONAL, INTERNATIONAL

ECHNIQUES D/EDUCATIOR POUR LA SANTE
. FACE EN FACE: DIALOGUE OU CAUSERIE MORALE?
. LA DEMONSTRATION: MOINS COUTEUSE OU TROP DE TRAVAIL?

00\J<nu14xwwm»~h 00 ~ OV LN B (I N r— M OO 1 OO U £ LI P r—
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SANRU CONFERENCE ANNUELLE 1961

DU 12 au {7 AOUT 1991 A NSELE
THEME: EDUCATION POUR LA SANTE ET SANTE FAMILIALE

POUR LA SANTE ET DEYELOPPEMENT COMMUNAUTAIRE

. QUE’) LIENS ENTRE SANTE, MALADIE ET COMPORTEMENT?

. ET LA SANTE INDIVIDUELLE

. ET LA SANTE FAMILIALE

. ET LA SANTE COMMUNAUTAIRE

: DISCOURS THEORIQUES QU COASEILS PRATIQUES?
.: APPROCHE VERTICALISTE OU HORIZONTALISTE?

: LIBERATEUR QU OPPRESSEUR DE LA PQPULATION?
.. POLR LA POPULATICN ET/OU PAR LA POPULATION?

ET LEURS ROLES EN EDUCATION POUR LA SANTE
LA FAMILLLE

I» N mmmrﬁmn’lm
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CHANSCNS: EFFICACES OU SIMPLEMENT UNE DISTRACTION?

. LA BOITE A IMAGE: AIDE OU HANDICAP?

LE MASS MEDIA: Y A-T-1L UN ROLE EN MILIEU RURAL?

. JEU DE ROLE: E.P.S. POUR QU PAR LA POPULATION?

. VIDEQS: TECHNOLOGIE APPROPRIEE OU TROP SOPHISTIQUEE?

. LES CONTES ET EDUCATION TRADITICONNELS: AUTHENTIQUES OU DEPASSES?
. AUTRES TECHNIQUES DE VOTRE CHOIX

@ [V. LA RECHERCHE OPERATIONNELLE ET EDUCATICN POUR LA SANTE
0 1. IDENTIFICATION DES PROBLEMES PRIORITAIRES EN E.P.S.
2. ETUDES DE CONAISSANCE, ATTITUDE ET PRATIQUE (C.A.P.)
3. ELABORATION DES METHODES €T SOLUTIONS D7E.P.S.
4. VALIDATION éCOHHENT TESTER) OES SOLUTIONS D'E.P.S.
5. RESULTATS DES PRCGJETS DE RECHERCHES EN E.P.S. :
g Y. L" £E.P.S. ET L'ORGANISATION DE LA LUTTE CONTRE LES MALADIES ENDEMIQUES
1. SiDA 6. CRETINISME
2. TRYPANCSOMIASE 7. SCHISTOSOMIASE
3. LEPRE 8. OKCHOCERCOSE
4. TUBERCULOSE 9. MALNUTRITION
5. PALUDISKFE 10. AUTRES MALADIES OU PROBLEMES

. QUEL AYINIR POUR LES SOINS DE SANTE PRIMAIRES AU ZAIRE?

mwmmmhwm.—‘
N PRI

INTERVENTIOHS PRIORITAIRES: QUI DOIT LES CHOISIR?

. IOMES DE SANTE: COMMENT L‘b GERER ET SOUTENIR?
COLLABCRATION ETAT/O.N.G.: REVE OU REALITE?
INFRASTRUCTURE : REHABILITATION QU CONSTRUCTION?

EAU ET ASSAINISSEMENT: INTZRVENTIONS SIMPLES OU COMPLEXES?

. FORMATICN: RESOLUTION CU RESURGENCE DES PRCBLEMES?

SUFERYISICN DES SSP: PAR VEHICULE QU VELO?
. MEDICAMENTS ESSENTIELS: QUEL SYSTEME DE DISTRIBUTICN?
. SANRU (1981-1591): QUE DOIT ETRE SON AVENIR?




2.2.3 ACHIEVEMENT OF PROJECT OBJECTIVES ) )
The status of achievement in attaining SANRU II life of project (LOP) objectives
(1986-1992) for the Training division as of the end of 1990 are shown in Table 2.6.

Table 2.6
STATUS OF TRAINING AND DOCUMENTATION OBJECTIVES

bt IN IN IN IN IN ! CUMUL OBJEC % 0BJ !

! ! OBJECTIVE ‘86 ‘87 ‘88 ’83 90 ! TOTAL 86-92 86-92 !
! I UNIKIN 15 12 12 14 0! 53 88 50% |
! ! MPH (USA) 7 0 0 0 0! 7 10 70% !
! ! MANAGEMENT ZS 0 50 22 31 0! 103 90 114% !
E'F ! TRAINING OF MCZ/ADMIN 0 NA 30 2 0! 32 70  45% !
' 0 ! CCORDINATORS W/S 32 45 50 6% 238! 225 375 B60% |
'R ! TOT OF VHW/TBAs 39 44 42 17 0! 142 150 95%% !
f M | SUPERVISORS 0 32 47 41 0 120 200 80% !
! A ! MECHANICS 0 0 0 239 15! 44 70 63%

U T | MANAGEMENT PHARMACIES 37 37 13 18 Q! 105 100 105% !
' T ! NURSING INSTRUCTORS 0 0 c 10 30! 40 100 40% !
' 0 ! NAIS. DESIR. TRAINING 0 13 20 31 0! 64 106 64%

I'N ! NURSES 572 696 35 888 51 ! 2242 2140 105% !
! I VYHWs 202 644 53 745 233V 2477 2000 124%

' & ! TBAs 630 175 40 313 245 ! 1463 1000 148% !
! ! DEVELOPMENT COMMITTEES 830 267 103 300 54 ! 1554 3000 52% !
' C | SEMINAR W/S TRAINERS 2 1 1 1 0! 5 8 62% !
!' D ! COSSP Conferences 4 6 8 18 60 30% |
'S 1 SANRU CONFERENCES 1 1 0 1 1! 4 7 57% !
; S } REGIONAL/SR CONFERENCE 0 2 1 5 2! 19 24 422 !
tp ! !

2.3 DIVISION OF INFRASTRUCTURE

The SANRU Division of Infrastructure, headed by Cit. Kascngo Ntambwe, was actve
in the following areas:

o0 Building rehabilitation projects for reference hospitals, health centers and
offices of health zones and regional, sub-regional medical inspections.

0 Water/sanitation projects such as spring capping, wells construction,
rainwater caichment, latrine construction and village sanitation
Programs. .

0 Collaboration with SNHR (National Service for Rural Water) in financing
%g‘ljex gsater—related interventions such as adduction systems and’

welis.

0 Solar-powered lighting and refrigeration systems.
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2.3.1 BUILDING REHASILITATION AND CONSTRUCTION: .
At the tme of independence Zaire possessed one of the best medical infrastructures in
all of Africa. Hundreds hospitals and dispensaries were constructed in Zaire during
the 1950s. During the succeeding years of the 1960s, however, political turmoil, mass

xedus of foreign technicians, deteriorating roads, and rupture of supply lines reduced
many of these institutions o empty shells or to dispeasaries offering the barest of
rudimeniary care. Rehabilitation of this existing medical infrastructure to provide aa
adequate base of operations for primary health care became an important part of
Zaire’s development program.

CEnLErs _Technical assistance and local construcion materials required
for rehabilitation of buildings should be the contribution of the local community,
zone, and/or NGO coliaborating in the management of the health zone (see Box 2.4).

Commuiégr paz*;icifisadon was seen as an essential part of the rehabilitation of health

SANRU assisted health zopes by fimancing the cost of commercially available

consguction materials (including transport) required for a minimal! rehabiliadon of
existing buildings. Where new construction was absoiutely essential SANRU assistance

was provided for the completion of a building whose construction has already been

mitiated by the pealth zone. Local matenials such as sand, gravel, hand-labor and

technical supervision of the actual rehab work were provided by the health zone and

community. SANRU staff provided short-term technical assistance to health zones for

the revisicn, final approval, and evaiuation of their rehabilitadon project.

2.3.2 WATER AND SANITATION INTERVENTIONS:

Water and sanitaton activites are an imporwnt component of prirary health care that
can best be achieved as of an in ted pro rather than as a separated vertical
program. The natio strategy ao proposeg?is]&year water and sanitation plan
remnforce this principal by statng that all interventions should be inmitiated at the
community level through 2 village development committee and that a water/sanitation
coordinatcr should be part of the health zone team (sec Box 1.4).

SANRU'’s straiegy was to assist the health zone in establishing an independent capacity
for implementing simple water/sanitation interventions such as spring capping, shallow
wells construction, rainwater catchment, latrine coostruction and village sanitation
programs. More complex interventions such as adduction systems and drilled wells are
t0 De cone im collaboration with an SNHR (National Service for Rural Water)
sub-regional stations or a recognized NGO water brigade.

2.3.4 SOLAR ENERGY:

The coid cham 1S an important Lnk promotion of an immunization program, but that
the effectiveness of kerosene refrigerators is often compromised by the high cost or
lack of kerosene in the local market. Solar refrigeration has undergone extensive field
testing in Zaire. Solar epergy also serves as an important mouvation to nurses to
remain m "bush™ health centers of Zaire when a simple solar powered light is provided
to the health center and/or staff housing.

SANRU, through its sister project ECZORT, gained technical expertise in the
instaliation of refrigerator and lighting systems throughout Zarre. This process
uxciuded training a I of nattonal ard regiomal technicians (from over 1000
candidates') for 100 and maintenance of the systems. SANRU II had an
obiective to install 150 solar systems in project assisted health zones, but ""SAID dotlar
procurement of the solar systems was not achieved until mid-1991 (see Box 3 9.
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Box 2.4
COMMUNITY AND NGO INVOLVEMENT IN REHABILITATION PROJECTS
(abstract of NCIH paper prepared by Steve Brewster and rranklin Baer)

ECZORT, a collaborative primary health care project between the Church of Christ of Zaire
(ECZ), the Organization for Rehabilitation by Training (ORT), the Government of Zaire, and
USAID financed between 1984-1987 the physical rehabilitation of 20C health centers across
Zaire. The project evolved from the national strategy that physical rehabilitation of existing
health centers and hospitals should take priority over the construction of new, and sometimes
redundant, structures. The ECZORT project channeled assistance through local churches to
make modest yet important investments n building and equipment rehabilitation of heaith
centers in 40 health zones throughout Zaire. The lessons learned from this multi-dimensional
partnership could well serve similar projects in the coming decade.

0 Non-government organizations (NGOs) can provide an effective partnership for
managing assistance to geographically dispersed public service micro-projects.
While the financial assistance of ECZORT for 200 rehabiitation projects was
channeled through 8 catholic and 32 protestant church groups it is noteworthy that
only one-third of the health centers rehabilitated belonged to the catholic (9%)

t (23%) churches. Communtty owned (41%) and government
owned (27 %) health centers bepefited the most.

o Rehabilitation micro-projects can be relatively imexpensive. The cost of building
materials financed by ECZORT tor the projects ranged from 3200 1o $4000 with
the average around $1350. Local materials and labor of am approximate
equivalent value were supplied by the communities themselves. Basic equipment
cost per health center was about 33000. The projects did not strive for a complete
ghyswcal reconstruction of centers (which would bave cost many times as much),

ut rather sufficient improvement t0 permit the establishment of primary health
care services.

0 The ECZORT project promoted PHC development "by and with” the population
instead of “for” the population. Building rehabilitation in collaboraton with
community partacipation to supply focal matenals and labor reinforced the "buy-in

_mershjp" of the community and encouraged their utilization and of pnmary
eaith care.

Building rehabilitation helped improve the quality of primary health care. These
rehab projects improved the working condiicns and the morale of the health
center personnel. Improved rural health centers can be a sigmficant motivation

for frained health protfessionals to live and work in isolated rural areas.




2.3.5 ACHIEVEMENT OF PROJECT OBJECTIVES
The status of achievement in attaining SANRU Il life of project (LOP) objectives for
the Infrastructure division are shown m Table 2.7.

Table 2.7
STATUS OF INFRASTRUCTURE OBJECTIVES

! ! IN IN IN IN IN ! CUMUL OBJEC % OBJ !

! 1 OBJECTIVE ‘86 ‘87 ’83 ‘89 '90 ! TOTAL 86-92 86-92 !
!' T ! REHAB HER ] 9 6 5 4 ! 25 40 62% !
I N ! REHAB/CONSTR BCZ 8 14 11 12 Q! 45 50 90% !
! F ! REHAB/CONSTR CS/CSR 18 33 55 51 51 166 540 31% !
I'R ! REHAB/CONSTR PHARMACIE 1 0 Q 1 0! 2 6 40% !
! A ! SPRING CAPPING 857 501 410 1000 304 ! 3072 3000 102% !
'S ! RAIN CATCHMENT 6 17 4 2 2 ! 31 105 30% !
DT ! OWELLS 10 31 8 40 40! 206 1500 13% !
U ! ADDUCTIONS 0 3 30 35 4! 114 860 13% !
' Ct VIP LATRINES 58 122 313 339 205 ! 1037 2000 52% !
!'T ! VILLAGE SANITATIONM NA 1438 1515 1252 NA ! 4205 1000 NA !
: % SOLAR SYSTEMS 1 0 0 18 18 ; 37 15¢  25% :

2.4 DIVISION OF STUDIES AND OPERATIONS RESEARCH

The SANRU division of Studies and Cperations Research was headed by Cit. Munkatu
Mpese. This divisica organized the conception, coordination and analysis of studies to
test alternative PHC ies, evaluate their impact, and present study rosults to
decision makers for establishing appropriate health policies. major areas of study
and research were as follows:

0 Impact of PHC services

o Fipancing of PHC activities

o Management of select PHC subsy -ms

0 Promction of Community Participation

0 Health zone initiated studies

2.4.1 HEALTH EDUCATION AND OPERATIONS RESEARCH

Popularizing the concept of operations research s a management tool became a major
focus of SANRU. Too often studies become theoretical and removed from the day to
day reality of solving practical problems. The process of operations research may be
seen as closely linked to the process of bealth education. Health education as shown in
Table 3.4 comprises the process PICCA (Broblem perception, Information transfer,
Comprebension, Confidence in proposed solutions Application). Operations
Research as developed by PRICOR coasists of a three step process of problem analysis,
solution development and solution validation.
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Table 2.8
OPERATIONS RESEARCH AND HEALTH EDUCATION

HEALTH EDUCATION OPERATIONS RESEARCH
1- PERCEPTION GF PROBLEMS PRCBLEM ARALYSIS
2- INFORMATION ACQUISITION PRCBLEM ANALYSIS
3- COMPREHENSION OF INFORMATION PROBLEM ANALYSIS
4- CONFIDENCE IN PROPOSED SOLUTIONS SOLUTION DEVELOPMENT
5- APPLICATION OF SOLUTIONS SOLUTION VALIDATION

For example, when Community leaders are active in discussion of problems, in
obtaining new information, in belping others understand problems and proposed
solutions, in convincing people to test possible solution, and in supervising their
applicavon, then primary health care has the best possible chance of success. An
operattons research mentality may provide a better concepitual framework for
promotng community cmpowermeat than doos bealtds education.

2.4.2 WATER IMPACT STUDY

One of the impact studies financed by SANRU in collaboration with CEMUBAC
resuited 1n a paper entitied "The Epidemiologic Evidence for Reduction of Childhood
Diarrhea mn Rural Zaire From Iuﬁfoved Water Suppiy: a longitudinal study of 1223
children from Kirotshe (Northern Kivu)™.

A strong relationship was poted between incidence proportion of under-fives diarthcea
and safe water consumption measured by quantity of provided water and by distance
from the standpipe. Children in standpipe-using families are exposed to a lower risk of
diarthoea. This reduction of risk is related to age, and habitation (used as an indicator
of sociceconomic status).

Children in the 2-3 yr age grougawhose household drew less than 25 | of water per day
ran a 3.5 dmes greater nisk of having a diarrhea episode than a child whose household
drew more than 75 l/day.

Children of the 2-3 year age whose household was more than 10 minutes from a
standpipe ran a 3 tmes greater risk of a diarrhea episode than a child whose household
was less than 5 minutes from the standpipe.

The study also noted that families of higher Socio-economic status have better aceess to
standpipes, draw more water, and have fewer episodes of diarrhea. This was due in
part to the fact that the distribution systzm follows the main roads and that the
wealthier” families tended to build their houses closer to the road.

2.4.3 ORGANIZTION OF UNDER-FIVES’ CLINICS

A study conducted in collaboration with PRICOR examined the queuing system for
Under-Fives Clinics. The resuits are explained in Box 2.5.
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Box 2.5
THE ORGANIZATION OF UNDER-FIVES’ CLINIC
(from an NCIH presentation by Franklin Baer)

Under-Five (Preschool) (CPS) Clinics have become a popular activity of health centers
throughout Zaire for promoting growth surveillance and immunization of ouné children. A
systems analysis problem identification conducted in Zaire by PRICOR 11 igenu' ed, however,
several weaknesses in the current CPS services. As the next n operations research, i.e.
solution development, visits were made to an additional 20 heaith zonoes to document CPS
models currently in use as well as time and motion data.

Ten different activitiss carried out during the CPS were identified at the 31 CPS sites
surveyed. Permutations of order and number of activities resulted in 17 different CPS models
although one model clearly predominated the others. The typical CPS consisted of five
stations including health education, weighing, physical exam, vaccination and nutrition

education. The average number of persons per siation was 1.57 and the workload per person
was 222 minutes. The average CPS session was found to last between five and six hours and
used 2 combination of health professionals and community volunteers. Three configurations of
service delivery were identified for validation testing.

The Under-Fives clinic is a good occasion to get across the message of pri health care.
During the weighing of the children and the plotting of their weight on the growth chart, the
health worker can provide positive reinforcement by commending (and even applauding) the
mothers whose children are gaining weight properly.

There is also a time set aside for health education using songs, chants, demoastratons, role
playing, story teiling or illustrated lessons to teach the fundamentals of good health care.

During the physical exam, the nurse has an opportunity to counsel the mother about her child’s
heatth and to refer her, if necessary, to a co-worker for special instructions about preparing
food or oral rehydration solution.

If you ever attend an Under-Fives® Clinic you may discover that you can not immediately
identify who are the nurses and who are the VHWs, TBAS or other volunteers. If so this is a
ég%d indication that the activity is bemeﬁ conducted as a community effort of the people rather

as a health center activity delivered to the people. So it you have to ask "Who’s who?",
it’s probably because they’re doing something right.




2.4.4 FINANCIAL MANAGEMENT INFORMATION SYSTEMS
SANRU collaborated with REACH and Abt Associates in conducting a series of cost
financing studies. The first was a study of ten well developed health zones which
indicated that community financing was covering around 60-80% of health zone
rating cost. The second was the design and implementation of Financial
Management Information Systems (FMIS) (see Box 2.6). The third was the
development of a computer simulation of health center and health zone cost-financing
based on cost and demand studies conducted in several bealth zones.

2.4.5 ACHIEVEMENT OF PROJECT OBJECTIVES:
The status of achievement in attaining SANRU [ life of project 'LOP) objectives for
the Studies division are shown in Table 2.9.

Table 2.9
STATUS OF STUDIES AND UPERATIONS RESEARCH OBJECTIVES

! IN IN IN IN  IN | CUMUL OCBJEC % 0BJ !
! i OBJECTIVE ‘86 '87 ‘83 ‘89 ‘90 ! TOTAL 86-92 86-92 !

tE 1 IMPACT STUDIES 0 2 3 2 Z ! 9 10 90% !
b T | PRICOR STUDIES 1 4 I 10 10! 26 15 173% !
U ! REACH STUDIES 1 1 5 0 0! 2 5 50% !
I D ! OTHER STUDIES 0 1 6 2 2 ! 11 20 55% !
L & ! MICROPROJETS 0 0 0 4 4 ! 8 86 g% |
! ! ! 0 !

2.5 DIVISION OF PLANNING AND SUPERVISION:

The Division of Planning ans Supervision is directed by Dr. Bongo. The principal
activities of this division were to coosrdinate the planning of material and financial
assistance (not covered by other SANRU divisions) to health zones, and to supervise
the management of project resources by the health zone. These activities included:

0 Supervision visits t0 health zones

0 Medical Equipment and Essential Medicines for Health Centers
0 Anpual Supervision Subsidies

o Ceatralization of health zone Annual Reports

0 Natonal Health Information System

%.5_%{$NNUAL SUPERY}"(QE)N SUBSE&PIESM d@ od
ANRU strategy provided zones with annual supervision subsidies over a peri
of five ymrs%m’ng that period of time the SANRU supsidy was to be decreased
annually by 20% as other subsidy supports from the MOH and seif-financing increased.
However, since MOH subsidies never increased SANRU continued the supervision
subﬁgyo s%st%m and even increased it to include subsidies for family planning promotion
{see Box 2.7). :
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Box 2.6
FINANCIAL MANAGEMENT INFORMATION SYSTEMS

In an effort to identfy and document the traits of successful financial management, the
SANRU Basic Rural Health Project in collaboration with REACH (Resources for Child
Health) surveyed in 1986 the financial management systems of four well devel health
zones m Zaire. The results of this study have led to the development of a model bealth zone
Financial Management [nformation System (FMIS) to help other health zones better monitor
their financial activities and to achieve greater program sustainablity.

The FMIS stuidy identified at least three types of problems endangering the financial viability
of health zones in Zaire.

The first category of problems are of a structural nature implicit to primary health care which
are almost impossible to change. The fundamentally unbalanced feature of a populaticn’s feit
need for curative heaith care overshadowing their real need for preventive and promotive care
1S a z00d illustration of this kind of problem.

The second category of problems includes difficulties relating to the swate of the natonal or
local economy. Solutions to such matters such as stabilizing an infladonary economy are
really beyond the sphere of the health zone’s responsibility.

The last set of problems involves the management and organization of health zones. These
can and must be solved if primary health care is to become sustainable. The presence of a
good Financial Management Information System (FMIS) is the best starting point for putting
the health zone’s house in order.

The FMIS must assure clear and precise information about the relative influence and
contribution of each budget category to the overall financial sustainability of the health zone.
Therefore the FMIS must not be limited to accounting procedures but needs to cover the entire
spectrum of health zone organization including procurement cprocedures, stock management,
service output, internal control and manpower productivity. Finally, to be effective the FMIS

must become the essential tool of daify health zone decision making and not simply an
end-of-year tally of health zone expenses.




Box 2.7
HEALTH ZONE SUBSIDES 1991
{avis de credit for July 8. 1991 subsidies)

DE: Dr. Franklin Baer, SANRU Project Manager

AU:  Médicin Chef de Zene de Santé de BOKORO,
Sous-Région MAI-NDOMBE, BANDUNDU

SUJET: SUBSIDES 1991 - MEDICAMAENTS, SUPERVISION
ET NAISSANCES DESIRABLES

Nous avons i"honpeur de vous tenir informé du premier virement (991 des subsides
suivantes pour votre Zone de Santé:

SUBSIDE DE MEDICAMENTS (6000000 Zaires): pour I’achat des medicaments essentiels
pour renforcer la capacité de Ia pharmacie ou tous les Centres de Santé viennent o
s'approvisionner.

SUBSIDE DE SUPERVISION (4000000 Zaires): pour renforcer ia supervision des actvités
de SSP y compns [a maintenance du matgnel roulant affecté a la supervision.

SUBSIDE PROMOTION NAISSANCES DESIRABLES (4000000 Zaires): pour reoforcerf
1a supervision et promotion des activitss des Naissaaces Desirables déja entamess dans voure B
Zone de Sant€ (par exemple. recycle des préstataires, séances d'animation, supervision et
rournitures).

La copie du virement en annexe de 14000000 Zaires indique la date de virement et ie

numero de compte dans lequel cet argent a ¢ vire. Nous demandons au Comite de Gestion

de confirmer la réception de ces subsides en retournant upe copie signée.  Le deuxiéme

virement de 1991 sera conditicnné par votre accusé de réception t€moignant que ces fonds

SETOnt SOUMISES A une Co-gestion rigoureuse des sous-signawires. Tous les documents et

gi‘eces compubles y afférents seront gardés au BCZS pour inspection par ies envoves de
ANRU ou I'lnspection Médicale.

Veuillez agréer |'expression de nos sentments de franche collaboration.

Y0¥ OC HEMRRE DU ¥ED. (HIF .S, iD¥I¥. CEST. I.S. REP. DICHC ou PCPULRTICH
0
B

COMITE DE CEST S

#M (eop caractirss
3’1mprizeris 3.7.P.}

SIGALTIRE

DiTE

c.t. Médecin Inspecteur Régional BANDUNDU
Médecin Sous-Régional MAI-NDOMBE
Répresentant ONG du Comité de Gestion Z.S. de BOKORO

NOTE: The exchange rate in July 1991 was about S000 Zatres/dollar as compared to 50
Zaires/dollar in July 1983. Six copies of the “avis de credit” were printed (two per page on
triplicata forms) using AppleWorks Mail-Merge from the health zone data base.




2.5.2 SANRU ANNUAL REPORTING SYSTEM:

Statistz;al reporting has been a stadstician’s nightmare in Zaire. Prior to 1982 medical
services (State, Catholic, Protestant) designed their own forms and reported only for
their own medical services and principally only for curative activities. More offen than
oot no regular reporting was done at all, and as a consequence no reliable national
statistics have bezn available since early 1960s. An i rtant step to solving this
problem was taken in 1983 with the design of an annual reporting form for bealth
zones based on the principal Primary Health Care activities and functions. This
bealth information system assists the health zone not only in identifying what ‘
information to collect but also in how to anatyze data locally for immediate feedback in
program monitoring. The objective was to collect information at three levels of
increasing difficulty:

0 Accessibility of services:
(e.g., What percent of health centers have Under-Fives Clinics?)

o Uulization of services - ) .
(e.g., What percent of children attend the Under-Fives Clinics?)

o Impact of services -
(e.g., What percent of children have adequate growth curves?)

2.5.3 ISSUES IN MANAGEMENT OF HEALTH ZONES:

- There exist various management models/strategies which are able to assure good (and
bad) management of health zones. Mismanagement at the health zone level resulted in
the loss of important resources.

The proposad statutes of health zones were one ible model which may be suitable
to some (but not ail) health zones. The failure ogthestatu&s was that it red to impose
one management model on all beaith zones. MCZS trying to implement this GO
model are encountered conflicts with NGOs. See Box 2.8 for an example of the
management problem that developed ia the health zone of OSHWE.

Flexability is required to permit the ZS to choose from a range of several good
management tools. The INDICATORS DE GESTION DES ZONES DE SANTE (Box
2.9) sugges:s that there are several acceptable mechanism for each management
structure from which the health zone may choose. The indicators listed come directly
from the health zones that SANRU visited.
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Box 2.8
MANAGEMENT PROBLEMS IN THE HEALTH ZONE OF OSHWE
(March 13, 19¢) memo to USAID concerning an ELIMA newspaper article which critcized
SANRU's policy of assistance to OSHWE)

The informaton for the ELIMA article most likely came from the MCZS, Dr. Ngokoso, who
was not at all happy with the decision of the DSP 0 sign a convention with CBB for the
hospital and ZS. He wanted the CBB to work only at the hospital while he alone continued to
manage the ZS. Given the poor track record for that kind of arrangemeant (Bafwasende.
Mwenga, Rwanguba, etc.) we (SANRU) encouraged CBB to follow the exampie of
AVOMET (ZS Kamonia) and CDI (ZS Businga) to sign a convention for both hospital and
ZS. This would be the first such convention signed with an ECZ community and a step 1o
secking a formula 10 resolve the frequent NGO/ETAT conflicts within a ZS. The coavention
was signed by the DSP and we received a complete copy (all 3 pages).

Based on this DSP approval, in Nov. 1989 we gave the equipment for 3 health centers and the
vehicle to CBB. The equipment went via the CBB boat 0 their central depot at Bosobe. CBB
1s awaiting the remise and reprise of the HGR and ZS before transporung the equipment to
Oshwe. The vehicle was 1o go directly to Oshwe as part of the remise and reprise, but since
that process has been contested, CBB decided to not send it to Oshwe. Because of the
numerous accusations in‘tiated by the MCZ of misuse of the vehicle, Dr. Nkuni recommended
that the CBB park the vehicle at ECZ until the convention problem was cleared up. SANRU
did aot confiscate the vehicle and we have not suspended assistance 0 Oshwe. We are simply
awaiting the remise and reprise and clarification of the contested convention. Dr. Nkuni and
the CBB legal rep. are to contact the DSP about this. Given the changes at the DSP, they
have heen upable to discuss the problem with the new commissaire ¢’etat.

No medicines were sent by SANRU to Oshwe via CBB. The last time medicines were shqufgé

was 1t August 1989 when the MCZ himself purchased medicines in Kinshasa with the
S‘AgiRU meds subsidy plus HGR mopey and transported them himself to Oshwe. (see attached
fiche mmventarre).

The last infor nation I received was via the Commuissaire du Peuple who told us that the remise
and reprise had taken giace, that Dr. Ngokose was no longer MCZ and that we should have
no further deslings with him as MCZ Oshwe. Dr. Ngokoso has fought this convention ever
since it was signed. He has made accusations against CBB at the local, regional and national
levels 10 annul the convention. 1have had several "heated” encounters with him about this
subject and am not surprised at his persomal attacks which he has inserted in the ELIMA
article. By he way, no one from ELIMA was ever in contact with us to substantiate any part
of the article.




Beox 2.9
INDICATEURS DE GESTION DES ZONES DE SANTE

RELATICHS BCZS ET HGK

‘ HATYAIS . HON-ACCIPTASLE : NON-ACCEPTIBLE ! iC" EPTABLE ‘ ACCEPTABLE !

PAS DE RELATICN ECR BT 3(CZS LC HEME | 3R BT BCIS SONT 2ES !

‘¥IVEAU ET GERZ PAR Z)ES' UNITES DEPEINDANTES

! 3GR CCNSIDERE COMME ! BCIS CONSIDERE COMKE !
! TH DEPARTTMENT !  ON DEPARTEMENT ! i
! ! DE L'ER ! CO.GE. BT CCH. ADM. ! AVEC U¥E STRUCTRRE !
i ' !

DU BCIS

[XDEPENDANTS ! PARAPLITE !
COMPCSITION DU COMITE DE CESTICH
! HATVLIS ! NOR-ACCEPTABLE ! HON-ACCEPTIRLE ! ICCEPTABLE ! ACCEPTABLE !
{PLS DE COMTTE GESTICH ! CO.GE. CCHMPCSE ! O0.GE. AVEC UN SETL !00.GE. AVEC 2 MEMBRES !CD.GE. AVEC 3+ HDMBRZS!
! o ! SEULEMERT ! MEMBR. VEXARY VENANT EN DEJORS 3CIS !  FEMDEEORS 3CIS !
.CO.GE. XO¥ POBCTIONNEL! DES MEMBRES DO ! E¥ DEBORS LE BCSS ! 1) REP. HGRouw [T ! !
! ! BCIS ! t2) REP. MG ou P ! !

! IS CCRSIDERE COMME | AUTRES MEDECINS  (ENSPMBLE DES ¥EDZICTS ! TS LES MEDECING

5 !LZ SZUL TRAVAIL DU #CI! NON-INFORMES O  !INPORMES FT [MPLIQUES | DOMRTICTPENT A Li !
! I NCH-DMPLIQEES | AVEC UNE REPARTITION [SURERVISION DES CS;SSP!
! ! DANS LES SSP ET IS ! OE CERTAINES TACEES | !

REPIRTITICN DES RESPCHSABILITES DES ACTIVITES TECENIQUES £T DE GESTION

. WATYLLS ! §OR-1CCERT &BL., LONOR- A"CZP'LBLE . ICCEPTABLE ! ACCEPTIBLE !
PACTS NE RICCNHAIT PAS | MCIS CONSIDERE COMME ! MCIS COMSIDERE COME | ¥CI5 COMSIDERE CCMHE | CIS CONSIDERE COMME !
. L4 DIFFERERCT THTRE !COCRDIMATELR T"‘CERLC-‘"UORD%YEUR "ECE"VQCE'CGORB%"&W "ECEXIQCE COORDIEATERR AL‘BLQCE'

‘ ACTIVITES TECHRIQUES [ ET "LE" GERINT % C@QD’XATIR GERINT.!

.& ACTIVITLS DE GESTICH! ! IL DELEQTE | !CESTICH PARTACEEL AVEIC .’ GESTICH JOORNALIZZE !

! { [L GERE SEUL LE BCIS !TACHES AUY PARTEMAIR®S! TN DES PARTTNATRES !PiR CN DES PARTERAIRES!

GESTION DES VEHICTLIS -

! AALVATS ! NON-ACCEPTABLE ! FON-ACCEPTABLE ! ACCEPTABLE ! ACCIPTAZLE !
YEELCOLE ! VEHICULE DATRICULE ! IMMATRICTLATICH STA | VEHICULE D'DLI'LCCLE VERICTLE "Q“k ICTLE L

! BOR-DMWATRICTLZ | X0 HOM O0 (13 1K KAIS &:S-PWE’ ADBOXDE LA ZS ! AU NOM D'TH 0G|
! ! ! ! !
{\BSENCE DES REGLDMENES!TPILISE COMME VENICULE! OTILISE 508 DOVR LES | JTILISE 758 P00R  !SORTIE 3IEZN PROGRAMMEEZ!
! DUTILISATION ! PRIVE OC MCIS ! COURSES IN DEECRS IS | SORTIZS DARS LA 2§ ! AVEC PACTURATION !




2.5.4 ACHIEVEMENT OF PROJECT OBJECTIVES:
The status of achievement in atiaizing SANRU 1 life of project (LOP) objectives for
the Supervision and Planning division are shown in Table 2.10.

Table 210
STATUS OF SUPERVISION AND PLANNING OBJECTIVES

'S T SUPERVISION SUBSIDIES 62 71 54 81 80! 348 450 77% !
VUt MEDICINES FCR HGR 0 0 Q 0 0 ! Q 50 0% !
U P L MEDS SUBSIDIES 57 80 92 143 80 ! 482 720 63% !
! £ ! MEDS/EQP S/R PHARMACIE 0 1 J 1 ! 3 6 50% !
! R ! IMR EQUIPPED 0 8 0 2 0! 10 10 100% !
Py I IMS/R EQUIPPED g 3 3 ) 0! 11 11 100% !
! I' HGR EQUIPPED 0 0 0 0 0! 0 50 0% !
! & ! US/CSR EQUIPPED 0 0 0 1%4 531! 253 720 35% !
! I BCZS EQUIPPED ¢ 27 31 3 9 ! 76 30 152% !
! P ! VEHICLES 0 656 0 0 10! 76 83 92% |
P LT MOTOS g 10 132 3 S50t 201 328 61% !
! A ! BICYCLES 29 71 385 0 600 : 1085 2160 50% !
t ! !

2.6 DIVISION OF ADMINISTRATION

The SANRU Division of Administraticn was directed by M. Steve Brewster with two
assistant division chiefs - Mr Masumbuko and Mr. Kanika. The administration
furnished the support structures for the other divisions inciuding the following areas of

responsibuity:

0 Local purchasin

0 Warcehouse and %xpedition of assistance to Health Zones
o Finances

0 Project Information Mapagement Sysiem

0 Protocol and Logistics

0 Secretarial Pool

¢ Local Transport

0 Personnel

2.6.1 COMPUTERS AND PROJECT MANAGEMENT

Computers have become a valuable tool for project managemeat, yet while becoming
more widely available their potential is generally under utifized. Lessons learned from
Seting up 4 Computer system for the managgment of the SANRU are that you need to
compiete ag early ipformation assessment to answer the following questions:

0 What kinds of intormation do you want to track?
0 How much of that information needs to be stored?
0 How many peopie need to access that information?
0 What i:.ingof reports need O be generated?

The answers t0 these questions help determine the hardware and software system
configurations as well as personnel needs. It is also important t0 have an in-house
management information specialist and to conduct appropriate training in the use of
specitic programs and in management information systems.
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So much attention is being given to increasing the power of computers that we iose
sight of the many useful, simple and time-saving applications in the management of
pnm;u? heafth care that can be camied.out using computers. The following are
exampies of practical applicaticns which were found useful by SANRU:

0 Data collection in the field was greatly facilitated using solar powered
laptops. Regular car batteries charged by two solar papels provided an
operational automomy of two weeks. Data was "cleaned” as it was entered in
the field resulting in a savings of many weeks of work later on.

0 Preparing budgets m third world countries with high inflation rates is often an
exercise in frustration. However,u% using real exchange rate data from a local
bank it is possible 10 make reasonable projections for budgeting project activity
COStS.

0 By combming a computer, printer and stencil duplicating machine the
preparadon of instructional materials requiring numerous revisions is greatly
facilitated. Excellent stencils may be cut using an ordinary dot matrix printer.

o Using computer generated scenarios can be helpful in assistng decisicn
makers in ing long term health policy. The 1986-1990 national health plan
of Zaire whica planned the number of th zones and health centers to be
created each vear was developed by using spreadshest proiczca‘tions of PHC
coverage. [t was then a half hour’s work for a forum of jth experts to
choose which scenario they felt best fit Zaire.

2.6.2 DISTRIBUTION STRATEGY FOR PROJECT COMMODITIES

SANRU became an expert in getting commodities to their final destination with almost
00 losses 1n route. See Box 2.10 for an explanation as to how this System was
organized.

2.6.3 BUDGET PREPARATIONS

SANRU aiso became an expert in the prepartion and revision of budgets for USAID,
the MOH, the World Bank and the Mini ot Plan. At one World meetng to
discuss project pr:ﬁosals by the MOH [ raised the question if NGOs were invited to
submit projects. After [ received an atfirmative reponse I prepared a budget within an
hour for a project ‘o be submitted by ECZ (see Box 2.11). The $16,000,000 project
was accepted by the Warld Bank for financing within a few days.
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. 3cx 2.1C
*ECZORT/SANRU DISTRIBUTION STRATEGY FOR PROJECT COMMODITIES
(excerpted from a May 13, 1985 memo to Lesiie Fox, ORT)

1) ARRIVAL OF COMMODITIES: The ORT office will handle the arrival of commodities at
Matadi (or Ndjiit). their ‘dedcuanement’ and wansportation to an ECZ depot. All commodites |
of a like nature should arrive at the same time, i.e. all health center equipment.

2) RECEPTION OF COMMODITIES BY ECZORT: The ECZORT warehouse manager will i
sign provisionaily for receipt of goods upon receipt of the bill of ladiag and inspection of the &8
shipping ccntainers.  As it is not possible to complete an immediate inventorg of goods this ]
recepton will be based on the number of cartons corresponding to the bill of lading. 4
ECZORT will indicate if there are any missing or damaged cartons. 2

3) INVENTORY OF COMMODITIES: An exhaustive inventory will eventually be completed
as the warehouse manager makes room for the new commodines. Each commodity will be
registered on 2 inventory stock card.

4) REPACKAGING OF COMMODITIES: In the case of health center equipment and §
medicines it will be necassary to open all the cantons and thea repackage as kits containing the k
standard list of equipment for a health center. Commodities arriving in partial shipments over

a period of months or years, and requiring repackaging into a series of kits {0 be shipped to
health zones at different imes makes control on commodity distribution extremely ditficult if

not impossible.  This is a8 problem which unfortunately occurred during the SANRU project

and which shouid be avoided at all costs during the EC%ORT project.

5) PREPARATION OF THE ’BON D’EXPEDITION’: ECZORT project managment will

determuine for each project bealth zoae the quantities of maierials to be shipped. [t most cases
this 1s sungi{, based on the number of Health centers to be assisted within a given Health Zone  §
by ECZORT. The project administration will complete a 'Bon de Sortir’ to authorize 'y
preparagon and shigment of the commodites. The warehouse manager will be responsable o N
prepare the *Boa d Expedition’ in four copies for inclusion in the shipment itself. for separate
shipment by letter, for the Health Zone tile, for the 'Bon d Expedition’ carnet. &

6) SHIPMENT OF COMMODITIES: The ECZORT project management will determine the
best route for shipment of goods which may be by road, boat, or air.  The ECZORT project
covers shipping costs to the bureau cen of Lge Health Zone. Itis thus possible that a
shipement may require several transporters, example by air Kinshasa to Bunia, and by road
Bunia to Rethy In such cases the Health Zone s responsable for arranging the finat leg of the
trip, expenses to be reimbursed by the ECZORT project. In situations where an intermediate

: rtor is used a separate bill of lading will be completed to indicate the number of cartoas
and their weight without mention of the specific contents.

7) RECEPTION OF COMMODITIES BY THE HEALTH ZONE: Aan inventory of
commaodites is ©0 be compieted by the health zone. A representaave of the NGO will sign #
one of the Bon d’Expedition for reception and return it to ECZORT. Meatica will be made at

that time of any missing items, cartons, and damage to the commodities.

8) LOCAL STOCKAGE AND DISTRIBUTION: ECZORT will supply the Health Zone with §
inventory stock cards for each commodity to set up their local controi system. It is the 3
responsability of the ONG to supervise and maintain this system. ECZORT reserves the right

10 mnspect the stock cards and storage facilides during any visit to the Health Zone. -

9) DISTRIBUTION OF COMMODITIES TO HEALTH CENTERS: ECZORT will supply thay
Health Zone with forms to facilitate the disribution and contol of cz}luipement sent t0 a health  §
center. rorms will be of iwo (ypes: an individua! form for each health ceater (befcre and
after receipt of aquipment) and a summary form to indicaie all ECZORT equipment that has
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BOX g u n
1989 ECZ/SANRU PROPOSAL FOR A PROJECT FUNDED BY WORLD BANK/PASS

0 10 20 3
Beaith lones Jealth Iones Hospitals — Regional
& dospitals & Hospitals who are not Meds Depots

assisted  not assisted sanaging  wanaged by
by SANRU by SANRD Health Zomes ECZ NGO

Tnit Cost  imount ixount izount iaount T0TALS
SOPERVISION:
7ehicule + 3 pctos $53,000 $1,060,000 $53¢,000 $530,000 §159,000 $2,279,000
2 ¥otes + 4 ¥{lcs $11,000 $220,000 $110,000 $110,%00 S0 $440,000
Subside Superv;Fonc. {5 ars) 925,000 91,000,000 $250,000 32%0,000 $75,000 $1,575,000
RERABILITATION D/ INFRASTRUCTURE
Rehabilitation Jopital ou pharzacie  $50,000 $1,000,000 $500, 200 $500, 200 $1%0,000 52,150,000
Rehabilitatisn CSR/CS 310,000 $200,000 $100,000 S100,000 %0 $400,000
SYSTENES SOLATRES
Prigo Solaire + instailion lumiers 510,000  $400,000 S100,000  $200,000 330,000 $730,900
Radio-Phonie Sclaire $6,000  $240,000 960,000  $120,000 918,000  $438,000
SYSTENE ADDCCT.D'EAT [ou 33 Puits)  $100,000 $1,000,000 $500,000  $1,000,000 S0 $2,500,000

APPOT EN EQUIPEMENTS

Appui en Equipement dopizal $30,000  $600,000 $300,000  $300,00 SO $1,200,000
Equipesent CSR $10,000  $200,000 $120,000  $100,300 50 S400,000
Equiperernt Depot en rigien $30,000 0 0 $0 350,000 $50,000
PORMATICN DU PERSOMNEL:

Zn Protection ¥{re er Enfant 31,500 $60,000 S15,000 515,000 3¢ $30,000
En Devej.opeﬂent Communautaire $1,500 $60,000 515,000 $15,000 50 $30,000
En Gestion et Viabilit{ 3SP 91,500 $60,000 515,000 $15,000 0 $90, 00
APPCT TEST SIDA

Bquipement Laboratoire $2,000 $30,000 $20,000 $20,000 36,000  $126,000
Produits 2ot fests (1000 tests) $5,000  $200,900 $5G, 000 $50,000 $15,000 935,000
APPCT EN MEDICAMENTS

ler Stock #deds 3R et IS $25,000  $500,000 §250,000  $250,000 051,000,000
ler Stock Keds CSR 95,000 $120,%00 350,000 550,200 0 $200,000
ler Stock ¥eds Depot en r{gicn $250,000 Ry 0 30 $730,000  $7%0,000
RECHERCHE CPERATICHNZLLE $5,000  $100,000 $25,000 §25,000 $¢ $150,000
FRAIS ADMTNTSTRATIVE (10%) $708,000 $292,000  $363,000 $129,300 $1,501,200

$7,788,000  $3,239,000 $4,015,000 S1,422,300 $1§,514,300

PROJECTED THIT CQOSTS 1T KINSHRSA:

Vehicule Tout-Terrain 433,000 1 Sys. d’idduction ou 33 Puits $106,000
Koto + pieces $5,000 ippui 0 Equipesent Hopital $30,000
Velos $250 Zquipesent CSR $19,000
Rehabilitation Fopital cu Pharmacie $50,000 Subside Supervisioa innuel IS $5,000
Rehabilitation CSR/CS $10,00Q Session de Forzation (¥iv. 1.3.) $1,500
ler Stock #eds IR et IS $20,000 etude de Recherche Cperationells $5,000
ler Stock deds CSR $2,000 Zquipemsent Laboratoire §2,000

ler Stock Reds Depot R{gicn $250,000 Produits st fests SIDA {1000 tests) $5,000




Chapter 3. SANRU RELATES TO OTHER PARTNERS

The management of SANRU has always been a rather complex triangle between ECZ,
USAID and The Ministry of Heaith. Given that each one of these structures has
sub-structures which may relate directly or indirecdy to SANRU, the result is a
complexity of triangle within triangles. This chapter reviews those relaticaships during
the past ten years.

3.1 RELATING TO THE MINISTRY OF HEALTH:

When SANRU [ began Dr. Miatudila Malonga was the GOZ/MOH repiesentative 10
the project.  Since he was also the director of CNND (the National Committes for
Desirable Births), it was decided that he would be considered half-time at SANRU. He
did not have an office in the SANRU building. He reported directly to the Minister of
Healih, though his contact was more sporadic than regular. Dr. Miarudila was one of
the contributing authors of the 1982-1986 health plan and a keen promoter of heaith
zones and working with NGOs.

3.1.1 THE FIFTH DIRECTION:

The administratdve functions of the MOH at that time were divided into five
"directions” including Hospitals, Persoanel, Pharmaceuticals, Epidemiology and
Nursing Schools. To give more importance to primary health care a new direction was
created. it was called the 5th direction of Primary Heaith Care while the old 5th
became the 6th direction of Nursing Schools.

The 5th direction was given the responsibility to supervise and cocrdinate actvities of
primary health care and health zones. Therefore SANRU was to report to the 3th
directioa who reported to the General Secretary who reported to the Mimister of
Health. We did not see this as a problem, and immediately began efforts to make the
5th direction as operational as possible.

One of the first and major accomplishments was to develop the format of the annual
report for kealth zones through the Sth direction. This was completed betore the ¢nd
of 1983 after a series of meetings during which each national program was asked to
prS]g?se a series of indicators for the primary health care components {e.g. PEV,
CNND, and CEPLANUT). The other parts of the report evolved from a combination
of existing report forms used by Belgian Technical Cooperation (CTB), SANRU and
OXFAM. The report contains only a very minimum of information about hospitals and
epidemiology because the 1st and 4th directons felt that we were infringing on their
domain. SANRU accepted to pretest the report for a year or so, at which tme 2
workshop would take place to revise and finalize the vanables. Unfortunately, by that
time the 5th direction was no longer quite so operational, so the report form was never
accepted officially by the MOH, and was used primarily in § U assisted health
Zones.

The 5th direction reached its peak performince when Dr. Kalambay and Dr. Kahoz
returned in from their MPH training at Tulane in early 1984. No oze at the MOH had
gi;/en'much thought to where they would work so they were assigned to the Stk

irection. They were eager to get things moving, yethad few resources at their

1 . What evolved was a dynamic collaboration between SANRU and the Sth
direction that catalyzed the delimitation of health zones in a remarkably sbort period of
time. Looking back, I'm amazed at how much we were able to accomplish with simply
a few talenteg and energetic people.

The activity of the 3th direction seemed to threaten the other MOH directions who
complained that the 5th direction was gemngsail the attention and all the resources. It
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was even a greater threat o FONAMES, the sleeping giant, who the Minister of
Health and the CTB envisioned as the structure best suited to coordinate PHC in Zaire.
In 1985 SANRU spensored a one day workshop, at the request of the Sth direction, to
clarify their responsibilities. The workshop resulted in a concise clear document which,
In retrospect was perhaps too clear, as it was perceived as a threat to the resurrection of
FONAMES. Soon afterwards, the Minister ot Healith nded the General Secretary
for one month during which time Drs. Kalambay and zi were removed from the
gtg b.{f)irection and the power of the Sth direction was minimized allowing room for

3.1.2 FONAMES:

FONAMES was originally created during the Belgian colonial period as the institstion
to supervise the construction of dispensaries throughout the country. It also coordinated
decentralized mobile teams for dis:is&?edﬁc vertical control programs, €.g. sleeping
sickness. By the mid 1970s FON was virtually non-functional, yet possessed a
large infrastructure and large staff that the MOH with rt of the elt could be
glretahzed' as a para-statal organization to coordinate fund primary health care in

On the request of the MOH SANRU funded a conference in mid-1985 at Nsele
specifically to discuss the FONAMES issue. The conference came\;x{.p with a concrete
proposat 1o make FONAMES operational which would involve multi-lateral ;
The called for a complete change of image includiag a new name (FONDS:
Fon ational de Devloppement Santtaire) and new streamlined administration.
While the proposal was accepted by the MOH with minor modifications, the
implementation of the project was ed for several years due to pohtcal infighting
about who would be the Director of FONAMES.

The 1986 Evaluation of the SANRU project recommended that SANRYU should
"encourage FONAMES to call inter-program meetings” and "integrate FONAMES into
the health zone selection process”™. SANRU made a commendable effort to assist
FONAMES with rehabilitation of their building, a vehicle, a computer and office
supplies. FONAMES had every possible chance to fulfill its role as nadonal
coordinator of primary health care but never realized its potential (See Box 3.1).

3.1.3 THE LEGAL STATUS OF HEALTH ZONES:

The proposal to establish a legal status for health zones was 10 recognize the para-statal
nature of the health zones which were rapidly developing and to assure an autonomy of
management and planning. It was the story of a great idea which began with the
management structures of early health zones, but got bogged down by the desire to
design one model which could fit all heaith zones. The more work that was done on
the document to v to include all contingencles, the more it became increasingg
inflexible and centralized. In fact, we reached a point at which GOZ official approv
would have been more of a hindrance than a hefp to bealth zones. See Box 3.2 fora
year by year evolution of the legal status of health zones.

3.2 RELATING TO USAID:

SANRU'’s general relationship to USAID evolved with the expansion of the A¥roj¢ct,
with the expansioa of US HPN office, and with the leadership of USAID. In
general there were three eras:

3.2.1 THE PODOL/THORNTON ERA (1982-1985)

Because USAID was dissatisfied with the implementation of the PSSP project

(1975-1982) through the MOH and its management by a Washington-based oonmdﬁng

firm mfluenced AID, this reinforced a stra to provide assistance through NGOs and

to involve an indigenous NGO in the dagato Sg' management Of the Basic Rural Health
ge



Box 3.1
GOING THE SECOND MiLE WITH FONAMES
(excerpted from Status of 1986 Evaluztion Recommendations)

OBJECTIVE: ENCOURAGE FONAMES TO CALL INTER-PROGRAM MEETINGS

March 87- At SANRU initiative a meeting of FONAMES, UNICEF and SANRU took place
in Feb. 87 to propose principles for coordination of donor assistance and to progose 280 health
zomes are to be assisied by SANRU (100) and UNICEF (134). Assistance by SANRU or
UNICEF does not exclude other assistance. [n icufar the status of Belgian assistance to
Health Zones also assisted by SANRU remains to ified.

Sept. 87- At SANRU initiative FONAMES called a meeting of various agencies to discuss the
development of sub-regional pharmacies. However, what began as a SANRU effort to create
decentralized depots managed by NGOs resulted (by 1989-1990) ina DCMP/FONAMES
effort encouraged by the UNICEF "Bamako I[ninadve" to revive DCMP state managed
regional depot pharmacies. The result was a complete disaster and set back SANRU efforts
several years. It was this kind of impulsive actior on UNICEF's part and their general
unwillingness to collaborate with SANRU experience and/or work through NGOs, that made
SANRU skeptcal of UNICEFs capabilities.

April 88- We have received official and unofficial complaints from Health Zones about the
"repartition” of health zones that was dene between UNICEF and SANRU. Most of the
compiaints made to SANRU were pawrally from health zones targeted for UNICEF
assistance, but who say that they are receiving lttle or no UNICEF support and/or that the
UNICEF package of assistance is not nearly a well balanced as that of SANRU. Our response
to such complaints was that the health’ zone should coaact FONAMES who has the
responsibility of coordinating donor assistance. SANRU encouraged FONAMES to call more
meetings for coordinaton of activities in the areas of:

supervision ot health zones

coordination of training programs

idendfication of health zones intervenants

identificadon of regional/sub-regional intervenants

types of assistance to be provided to health zones

identification and assistance to “sub-regional” pharmacies

A meeting was called in 1988 with all intervenants to review who was assisting which health
zones. UNICEF proposed at that meeting that the SANRU package of assistance should be
the model on whicg aﬁo intervenants develop their program assistance. ‘Hope ran high, that an
equitable assistance to health zones would result (but it never did).

July 1990~ With Dr Tshibasu as the new PDG of FONAMES, hope was renewed for
activating FONAMES, but this proved to be short lived. While the World Bank (PASS)
indicated that FONAMES would play the leading role in planning and distnibuting assistance,
this was never given a chance to happen. I{ was apparent that there was a complete lack of
conf.{ence by major donors, ncluding USAID, to collaborate with FONAMES.

July 1991- With the Ministry of Health and FONAMES non-functional and faced with
mis-management in many health zones, SANRU pushed for the co-management of beaith
zones. SANRU insisted that FONAMES call a meeting during which there was general
agreement that doaors should condition their assistance oa improved health zone management.
A comumission was appointed which resulted in ific recommendations to streaghten the
co-management of health zores by appointing an NGO (ususallly the NGO based at the HGR)
as co-gerant of the health zone. This report received strong support of USAID, UNICEF and
the MOH. SANRU began to implement these recommendations as part of the "Health Zone
Forums” strategy.




Box 32
THE LEGAL STATUS OF HEALTH ZONES
(excerpted from 1984 and 1986 Status of Evaluation Recommendations)

£

1983: The first draft of the legal status of health zones was presented at the 1983 SANRU

conference where participants made written comments and suggesgons which were included in
the second revision.

1985: SANRU financed a conference at Nsele to revise the health zone legal status proposal
which included participants form the national and health zone level as well as the three major
church groups. The result was toco "heavy” in its admimstrative structure and did not really
address the Ezy issue of managment of health zone resources.

1987- ECZ expressed its concerned that the bealth zone statues specify the working
relationship between the GOZ and ECZ member communides in the management of Health
Zones. A Mbanza Ngungu Charter conference between representatives of organizations

(including church and state) assisting in the management of heaith zones raised some hope of |

finalizing the legal status.

1988- The issue was discussed at the SANRU annual conference and a formal
recommendation to the MOH was made requested action to recognize the legal status of heaith
zoues. Later, a rash of health zones with mapagement problems developed im which the
MCZS was in coaflict with the HGR direc and/or the NGO designated to mapage the
hospital/ZS. Some ECZ leaders would like to ses a convention signed between the ECZ and
GOZ 1o turn over the management to the church with the MCZ under contract to the church.
Some DSP leaders would iike 10 see the MCZS as the manager of a GOZ ZS with the church
playing a role is logistical support services.

1989 - The SANRU annuai conference dealt with management issues as the central theme.
The problems of health zomes statues, NGO/GOZ collaboradon and the principle
co-management were discussed.

1990- SANRU developed and pre-tested the idea of INDICATORS DE GESTION DES
ZONES DE SANTE as the basis of an "accord” that health zones assisted by SANRU must
respect in order to continue receiving assistance in 1991, The message is this.

a) There exist varicus management models/strategies which are able to assure
good (and bad) management of health zones.

b) The proposed statues of health zones are one possible model which may be
suizable to some (but oot all) health zones. The failure of the statues has been
that it has tried to impose one (heavily centralized) management model on all
health zones.

¢) Flexibility is needed within in SANRU “accord™ to permut the ZS to
choose from a range of several ooggI management tools. e INDICATORS
DE GESTION DES ZONES DE SANTE suggests that thers are several
acceptable mechanism for each management structure from which the health
zone may cboose.

1991- SANRU managed to get the co-management principle approved by ata meeting of
TArter agencies. A COMmMmISSIOon was beﬁ&oimed which resulted in specific recommendations 1o
wrenghten the co-management of zones by appointing an NGO (ususallly the NGO
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sased at the HGR) as co-gerant of the health zone. This report received strong support of
USAID, UNICEF and the MOH. SANRU began to implement these recommendations as part  §
of the "Health Zone Forums" strategy.




:SANR;Jggroject. Things were much simpler in those dagls, i.e. prime schedules were

by the projects rather than standardized by USAID and each project

developed its own accounting system which was mspected an oved by USAID. 1

epared the Project Status Report and presented it at the quarterty meeting at USAID.

was in good communication between USAID and SANRU since there were not

SO many peopie involved. I was considered the USAID representative to the SANRU
project as well as the SANRU project manager.

%1.7;5.2 THE CHANDLER/POST ERA (f1985-1989)

1 10d cmes;'?ndedto a period of increased expansion and centralization ard
manag?;}ent by USAID. Thepe USAID SANRU project oificer became the
s%tgwomu for USAID at the SANRU committee meetings. The USAID project
0 the extremely detailed quarterly Project Implemeatation Report with
less input from SANRU. Project personnel were no longer invited to attend the
quarterly meetings at USAID. CPF prime schedules and accounting procedures were
standardized and revised every several months. With rs to SANRU, USAID
placed more emphasis on its bilateral parmership with MOH rather than the
tri-lateral collaborason with the MOH and ECZ. These acticns resulted in a geperal
attitude of "we" (%ect) versus “they” (USAID) that made communications and
collaboration more difficult.

3.2.3 JOHNSON/MARTIN ERA (1989-1991):

By this time it was apparent that the increased emphasis on FONAMES and the MOH
was bearing little positive fruit, so there was once again an emphasis oa getting things
done through SANRU rather than through the MOH. This permitted SANRU to resolve
the power struggle with the Minister of Health, and remain in control of the day to day
management of SANRU. A SANRU representative was invited to participate
occasionally at the quarterly project reviews, and there was an etfort to get project
personned to%}etber on a regular basis with USAID staff to discuss cross-cutiing issues
such as bealth education. See Box 3.3 for the SANRU activities reported in the Project
Implementatcn Review for April 1991. Collaboranon between SANRU and USAID
i ved remarkably except in the area of procurement and salary payments which
oniy became increasingly frustrating as other divisions within USAID got involved.

3.2.4 COMMODITY PROCUREMENT BY USAID:

Management of dollar funds was always the responsibility of USAID. SANRU would
formulate a request and specifications for a certain type of assistance (commodities,
training or technical assistance). It was then USAID’s role to compiete the paperwork
and make the arrangements for delivery of the commodity to S: U or travel of the
participant for a tratning program.

SANRU I urement problems were primarily with the cominodity rather than with
the proa{rep?cnizm procedti’;e Specific pro%n}éu?é t existed were:

o Four Wheel drive US produced vehicles (Chevys and Jeeps) are inappropriate
to rural conditions of Zaire

0 American coaster brake bicycles (Ross) are sturdy but difficult to repair
because of lack of spare parts locally _

o US purchased medicines are inappropriate in dosages and packaging for use in

Zaire

o UNICEF TBA midwife equipment took years to arrive.

o 2ack ordering and split shipments in receiving equipment in dribbies
~ather than all at once. This prevents a rational repackaging and distribution
of commodities. ’

The SANRU 1 Froject included waivers for vehicles, bicycies, medicines, and dollar
conversion for local cost financing in crdcsrgto resolve the procurement probiems.
Page



3ox 3.3
SUMMARY OF A SANRU REPORT TO USAID
(excerpts from the April 1991 Project Implementation Review)

-

An expansion of HIV TESTING from 5 to 235 hospitals has been proposed. The health zones
have confirmed their participation. The project is on held because AIDSTECH funding ends in
Sept 1992 and no salary for the SANRU countepart (who is a GOZ MD) is availzble.

SANRU/TECHNOSERVE teams completed the drafti manual for the finzncial information
'stems which SANRU served for an in-service Peace Corps training. We discussed with
ealth Financing Systems representatives (Biran and Barker) possibilities for coilaboration,

however, we must first assure tae salary of the SANRU counterpart, A GOZ MD.

A proposal for DECENTRALIZED DEPOTS was prepared by SANRU for integrating and
closely monitoring contracepave disttibuton. but the ding mechamism, either PopuTation
Council or cooperative agreement with ECZ or CPF nzeds to be clanfied.

GRAVITY-FLOW ADDUCTION projects incollaboraton with SNHR which were begun in
1990 have not yet been terminated. 5,100,000 worth of plastic pipe ter the Bokoro adduction
1s needed NOW, but has not yet to be ordered by USAID.

SUPERVISION AND MEDICINE SUBSIDIES were disbursed t0 health zoges iate in 1990.
The criginal value of the assistance which was programmed in the 1990 budget was $416,000
(26350 ). The value of the assistance at the ime we seat it was $160.000 (Z1700/S). The
value of the assistance by the time the ZS received and processed it was probably around
3100,000. Had we received and disbursed that assistance to the health zones in March 1990
as programmed, our assistance would have bezgn four tme more effecuve.

Two IMPACT STUDIES are programmed for 1991. However, the absence of an approved
budget and the slow release of CPF does not permit us to go ahead with this work.

TEAM BUILDING SEMINARS and to promote operations research and ¢o-management at
the health zone Tevel have been successfully field-tested. These seminars are the best hope for
straightening out the major management problems that have been provoked in maay health
zones because of poor GOZ/NGO collaboration.

An [VERMECTIN DISTRIBUTION PROPOSAL was prepared with the MOH cational
Oncho office” and the Taternational Eye Foundation, however, funceing is blocked by the
Brook Amendment. River Blindress Fouadation is another possible funding source.

The SANRU NATIONAL (ANNUAL?) CONFERENCE is scheduled for August 12-17, 1991
around the theme of Health Education. This will also be a celebration of the 10th anniversary
of the signing of the original Basiv Rural Health Proicct (August 13, 1981).

BUDGET PREPARATIONS have been in gieat demand. In addition to revising the 1991 BI
prcposal and the 1990 CPF budget on several cccassions, we went through several revisioas of
a 1991 Bl proposal and at least ten scenarios fcr the CPF 1991 budget.

The WATER/SANITATION FLIPCHART haS§ been completed and distribution to health
zones and Peace Corps volunteers has begua.

CPF CERTIFICATION of SANRU has been completed by USAID. In conjunction with this,
NRU unoicmetted a change in its organigramme which subdivides the Administration
nto two subdivisicns: Administrations Perscnnel and Finaace, Materials, Informatique.

FSN SALARY COMPATIBILITY for SANRU was a bold move by USAID which got
bogged down by USAID internal debate zbout "ZNPS”, "ZIPS™ and "HOPS".




Box 3.4+
PROGCUREMENT OF SOLAR REFRIGERATORS/LIGHTING SYSTEMS
(excerpted from a Jan 6, 1988 miemo 10 USALD)

The SANRU II project paper established the objective of inswalling 150 solar
refnigeradon/lighung systems in reference hospitals and regerence health centers. By the end
of 1987, according to the PP schedule, we should have already installed 51 systems (see table
below). Acruaily we have installed to date one system (in 1986) which was purchased with
CPF conungency funds. This means that only 2% of the 1986-1987 target has been achieved.

1886 1987 1988 13989 1990 1991 1892 LCP

Install. soiaire 22 29 26 28 18 17 10 180
Cumulative 22 51 77 105 123 140 150 180

SANRU has a full-time solar technician on its sw@aff to supervise the inswallaTion of solar
systems, and a second technician who is already trained and scheduled to be hired in 1988.
The skilled manpower to install the systems is therefore not lacking. What is lacking is the
equipment.

The vaccinadon (PEV) program is one of the pillar activities for the startup of primary health
care within a health zone. The lack of a vaccine conservation system means, therefore, that
not only the vaccinanon program but the development of the whole heaith zone may be
delayea.

Each solar installation system is intended to provide vaccine storage at 2 reference health
center to make vaccinations accessible to a catchment populagon of arouad 10,0000-20,000
people. This includes about 4,000-8,000 children and women of child-bearing age who are
the immediate target group for the vaccinations. The fact that we do not now have solar
refrigeration systems in the 50 centers planned for 1986-1987 means that between
200,%00—400, women and children do not now have ready access to vaccinations as
planned by the project. The result is inevitably deaths of children which could have been
avoided.

Delaying the procurement of solar commodities another year will mear a worsening situation
in which L000-600,000 women and children would oot have the ready access to
vaccinatons. We should recognize that the cost of delayed procurement will be include
additional lives iost.

The ECZORT project installed 40 solar refrigération systems and found the FNMA locally
produced refrigerator to be superior t¢ the Marvel system produced in the U.S. The local
production, availability of spare parts, and excellent back-up service provided by FNMA
certainly argues for alocal procurement of  the whele solar system. FNMA imporis ARCO
(American made) solar equipment and is the official dealer in Zaire for ARCO.

The SANRU project cannot afford additional delays of up to ome year or more before
beginning its sofar installaton program, delays that will keep us from ataining project
chjectives and result in unnecessary deaths. [ recommend that USIAD make an immediate
local procurement of solar equipment through FNMA.

[Despite this memo, previous memos, and tremendous efforts on part the USAID SANRU
Project Officers, procurement of FNMA solar systems did aot occur until three years later in
mjd)—i991. Almost all of these refrigerators and solar panels were lost during the September
1591 locting of Kinshasa.]




of procurement (solar refrigerators and plastic pipe) were strangled by internal U
iics and/or a monthly change in the procurement regulations (see Box 3.%4).
even more frustrating after procurement through the ECZORT project which
was handled by ORT went relatively simoothly. This demonstrated that it wasn't the
procurement procedure that was so difficult, but rather USAID approach to
procurement.

Despite these efforts and the addition of a procurement officer at USAID, certain ?;ﬂcls)
This

3.3 RELATING TO ECZ:

The medical infrastructure of the ECZ has always been su'ongg decentralized. The role
a small ECZ medical before SANRU was to distribute GOZ subsidies if/when they
were proviced and in obtaining MOH approval for incoming medical missionaries.
ECZ’s role in the early promotion of health care, family planning and design
of the Basic Rural Health project is described in Box 4.1.

Bishop Bokeleaie considered ECZ ties to the U.S. as historically strong. Many of the
current ECZ leaders grew up in rural protestant missions affiliated to Americans
missions. Many were taught by American missionaries. Approximately 50% of the
60+ ECZ member communities are affiliated with sister churches in the U.S. This is
in contrast to about 25% affiliated to European churches and 25% with a0 specific
affibiation outside of Zaire. These stronérties to U.S. churches is the principle reason
why ECZ was open to a project funded through USAID.

ECZ gave SANRU a free hand in the organization and management of the project. The
SANRU director attended the weekly meetings of the ECZ staff at which time any
concerns of problems relating to SALRU were discussed. There was pamuraily some
Jealousy within ECZ as the rapid e ton of SANRU created an infrastructure that
was nearly as large as ECZ itself. te were alo infrequent complaints that ECZ
wasn’t getting nything from SANRU, but SANRU's monthly contribution to pa in%
part of the ECZ water/electricity bill and occasionally providing vehicles when EC
cars were in the garage kept such complaints 10 a minimum.

Some observers felt that ECZ wasn’t really mam%jno SANRU. Ministry of Health
officials would ask “What is ECZ doing to manage ANRU, anyway?" Our response,
especially to the MOH, was that Ecz’s greatest contribution as the manager of SANRU
was as long list of things they did mot do. ECZ did not:

0 force SANRU to work with z2on-functional ECZ hospitals

0 reguest SANRU pay for mips home & make “supervision” visits

0 request SANRU to cover ECZ budgetary - expenses

o prevent SANRU from hiring non-Protestants

o prevent SANRU from co raton with Catholic managed health zones
0 request cash contributions for ECZ activities

0 Iry to centralize decision making witlt an ECZ committee

3.4 RELATING TO CENTRALLY FUNDED PROJECIS:

SANRU was asked over the years to collaborate and even -in" tO numerous
centrally funded jects such as REACH, PRICOR [, HEALTHCOM, MEDEX,
SIDA/PSI, WASH, Il,NTRAH MSH, PATHFINDER, AVS, etc. Given the diverse
nature and objectives of these cenmtr=!y funded projects the extent of SANRU
collaboration varies considerably betwesa projecis, i.e. SANRU imput into WASH
project activities in Zaire was cousiderably greater than that with AVS or INTRAH.

Page 62



SANEY involvement in the in-country project design and implementation of centrally
funded vrojects would and should vary with the specificity of the centrally-funded
piciect 0 SANRU obiectives. SANRU always tied to avoid buy-ins witit
cenirabiy-funded projects whose objecuves and/or project design (including SANRU’s
input) were unclear. There were three types of relationships established with cearmrally
funded orojects.

3.4 .1 SANRU BUY-IN FOR SHORT-TERM TECHNICAL CONSULTANCIES:
In response to the completion of a specific SANRU objective it might be decided that
cuseis technical assistance from a centrally funded project would be desirable. A
scepe of work was drawn up by SANRU and USAID would contacts the appropriate
ceamsily fanded project 0 determine consultant availability.  Consultant costs were
vavered either by the centrally funded project or SANRU, or in the case of a series of
coasiitancies by shared costs. The consultant was provided office e and logistical
siemai relatiag o the consuttancy by SANRU. The tion of a final report was
D¢ responsibiity of the coasultant who provided a araft for review by SANRU and
U'SATD before departure. Such consultancies were specific to SANRU and did not
~meraby imvoive collaboration with other USAID projects. Such  comsultancies
goverally required the full-ume input of one SANRU person and part-time input in
supervision of the omgoing work. There were no long-term in-Country techmicians
sepported by these activities,

)

cilabcration with centally funded projects that fell into this category have included:

ACNM - Deveiopment of the TBA training program
WASH - TOT for Natonal Training Team Water/Sanitation
PRITECH - Develop impact study protocol and data analysis

3.4.2 PROJECTS WiTH NO SANRU BUY-IN:

SANRU was occastonally requested to collaborate with centrally funded projects while
the coordinating roie was through another USAID project, with objectives not specific
¢ 3ANRU.  SANRU’s imputs in this case were mimimal and gewerally limited to
DAmc pation @ meetings for needs assessment and/or proposing possible interventions.
ZaeTe Was o SAN‘RLfbuy-in. ln-country logistics and supervision of the coasultant
wars covered by the coordinating USAID project.  SANRU did not provide full-dme
s1xtt {or the coasultancy and did not review final report.  SANRU partcipated as
requested in select activiies of the project as they relate to SANRYU objectives.
cozmples included:

INTRAH - Various training programs coordinated through PSND

MSH - Various training programs coordinated through PSND

AVS - TOT program for mini-lap ‘

FHPIEGO - regional family planning seminars financed by JHPIEGO
PCS - Consultant for mass-media strategy development in family planning

? £.3 LONG-TERM PROJECTS WITH SANRU BUY-IN:

a7 increasing amount of SANRU time and money was being directed 1o participation
iz cenirally funded pro whose activities carried over a period of several years.
The projects were usually organized as a series of mini-projects without the presence of
& long-term technician from the centrally funded project (REACH) or as a continuous
OYZ¥ng m-coun ‘project” with long-term part-timk or full-ime in-country
wxanicamns (PRICOR H). The projects encompasses a scope of work that was very
spaiic to SANRU objectives (REACH, PRICCR ) or in which SANRU objectives
wsi of 3 more nal interest (HEALTHCCOM) to those of other coilaborating
st/ agencies. in~country logistical and supervision was through
¥ HRU ‘REACH) or through another orﬁo agency. Full-ime SANRU suarf

Page




participation were usually required during specific project phases and often in the
preparation of final reports. Projects included were:

REACH -series of three cost financing studies

PRICOR Il - series of operations research studies with health zones
HEALTHCOM -training of trainers for heaith education

MEDEX - proposed curriculum development with the 6th direction

3.4.4 THE BEST CENTRALLY FUNDED PROJECT:

If I were asked to choose the centrally funded project which was most helpful w0
SANRU and the =asiest to work with, [ would nominate WASH (Water and Sanitation
for Health) assistance as the very best.

WASH always placed a priority on meeting our projects needs rather than imposing
actvities and ideas from their agenda. This was not been the case with some centrally
funded projects who come with a predetermined game plan that they expec<t us to adapt
10.

WASH emphasized continuity of consultant assistance by having repeat visits by the
same consultant. The three TOT sessions were a good example of this approach where
a team of two consultanis were supplied - one, a Zaire veteran, who bad workal
previously with SANRU and the other, a new consultant, to supply fresh ideas and
approaches.

WASH consultants adhered to the planned scope of work and work schedule, yet been
flexible to respond to unexpected project needs. They were aiways willing to go the
second, and third mile to assist us'in evaluating, revising, and planning SANRU
assistance.

WASH modified its assistance with respect to the developing capacity of SANRU.
Where WASH provided wainers of ZS personnel during SANRU [, they changed
(when we were ready) to providing trainers of trainers of 7S personnel for SANRU i1,
and in the future would probably have limited assistance to program evaluation and
continging education for TOT. SANRU UWASH [ and SANRU II'WASH [
coliaboration could be a case study as to how centrally funded projects can best be
supportive of tI'~teral projects.

3.5 RELATING TO INTERNATIONAL AGENCIES:

Most international agencies working in Zaire would eveptually get o contact with
SANRU for one of the foliowing reasons: ‘
o SANRU was the best source of documentation for primary health care and
inistry of health documents
0 SANRU was active in all component areas of primary health care
o SANRU could provide a good overview of PHC in Zaire
0 SANRU had a historical memory of strategies tried and iessons learned

To provide a sampling of the kinds of organizations which contacted SANRU and the
topics of discussion for possible collaboration Box 3.5 relates the contacts made during
the month of December 1988 with various international agencies and consultants.

Often the interest of an international agency (Eg. River 2lindness Foundation) might be

focused on a specific component of primary health care ‘Zx. endemic disease contrel)

or even on a specific disease (Ex. Onchocerciasis). Their interest would be to use the

infrastructure of SANRU to integrate tbeiréd:vexﬁcal‘ imterest into the "horizoatal”
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Box 3.2
CONSULTANT SEASON
(excerpied from the SANRU December 1983 report w0 USAID)

A combmation of an end-of-the-year rush and cold weather in the North appears to have
resulted in a deluge of consultants from USAID, World Bank, UNICEF, OXFAM ard OMS
during the past two wesks. Each consuliznv/visitor to SANRU required at least two  hours in
order 10 provide an overview of SANRU and primary health care in Zaire as well as a
discussicon of  topics gerﬁneat to their particular terms of reference. Here follows a list of
persons coatactad and topics discussed during the past month.

Dr. Amadou Barry - UNICEF expert/consultant:
o Plans for the "Bamako iniiative” in Zaire
o Need to review the number of "sub-regional” pharmacies
0 Need 10 give management of pharmacies to ZS rg;resematives
o Possible revision ot ZS 0 be assisted by UNICE!
0 Need for maining of tealtd center commutiess
o UNICEF vs. SANRU swetegy/assistance t0 Health Zones

Clauéic Garcia Moreno - 2valuateur OXFAM:
0 Evaluativn of OXFAM assistance since 1978
o Organizadonal structure of health zones
0 OXFAM amphasis oa commuetty development

Friedhelm Peel & Annie Manou-Savina - World Bank/UNDP for water/sanitation:
o Devzicpment of didacdc maternials for W/S
o Concept of "Viliage Assaini™ for national W/S plan
oRoleof ZS in W/§ activiges
0 SANRU expernience with VIP latrines
0 SANRU experience in TOT ENFEA and Coord. #/S
0 Promise to send more WB documentation

Tom Bossert and Nancy Mock - USAID consultant for sustainability study:
0 comments/revisions on their draft report
o comrcents/evaluation of terminated X_([)D health projects
0 a detailed summary of my remarks is annexed

Mme. Le Doux - consultant OMS for [TM rewmnforcement:
0 SANRU efforts to work with 6eme direction
o need for technical guide for curniculum application .
0 OMS objective 10 set up task force to work with 6eme direc.
0 OMS priority to reinforce CCCD activities in the ITM curniculum

Jacques Baudouy - World Basi: team .

Jean Claude - Sociologist with World Bank

M. J Marc Guimier - Economiste with World Bank

Ricardo Bitran - Economiste with World Bank
0 SANRU strategy to reinforce supply line for medicines
0 Need to review the number of "sub-regional” pharmacies
0 Need to give management of pharmacies 10 Z3 representatives
0o DCMP vs subregional vs NGO management of pharmacies
0 WB proposes to ask for revision of statutes with more NGO aout
0 Mechanisms for getting WB assistance from Plan to the ZS
0 WB vs B.A.D. investment projects

YA
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integrated efforts at the heaith zome level. SANRU’s data base of health zones
tacilitated an assessment of the extent of the problem and permiited developing various
intervention scenarios. Box 3.6 provides an example of a project which was developed
for the distribution of Ivermectin in rural health zones sndemic with River Blindness.

SANRU played an important role in the development ¢i several projects to be financed
by international donors such as the World Bank, PNUD, and River Blindness
Foundanon, even when SANRU was not directly implicated in the management of the
project. A good exampie of this is the Radio Phonie project 0 establish 2 network of
radios at the healhth zone, subregional, regional and natonal ievels. The issue was
discussed at a SANRY annual conference. n [ learned that World Bank might give
serious consideration w0 such a project if it were proposed by the MOH, [ senta
memorandum 0 FONAMES (see 30x 3.7) outlining the objectives and jus. {icadon for
such a project, and requesting FONAMES to ask SANRU to provide a consultant for a
feasibility study. The teasibility study was done quickly and efficiently, and within the

é?n of several months 3 concrete project proposal was submitted 10 World Bank for

g.
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Box 3.6
I[VERMECTION DISTRIBUTION PROGRAM .
(excerpted from a 1991 Project Proposal to River Blindnes Foundation)

Onchocerctasis is endemic to more than &0 of the 306 healtiszones of Zaire and affects a
spulation of 6 million people.  Distribution of Invermectin has been Limited to a handful of
ealth zones for clinic ﬁed treatment of infected persons. Community based distribution

prograiss are non-existent.

Zaire’s health zone structure as the organizational unit for implementing primary health
provides an excetlent potential for integrating the distribution of Ivermection, but few health
zones have the resources to implement a mass distribution.

This project will assist rural bealth zones endemic with Onchocercaisis to implement
community based [vermecton distribution. Assistance provided to the health zones and their
health centers will include bicycles, motorcycles, fuerebicie maintenance support, office
supplies, small equipment, medicines, and training of health zone, health center and
community heaith workers.

in the first project year assistance will be provided through five functional health zones and
four health centers per health zone per year. By the end of the project the Ivermection
coverage in these Group A health zones will be around 60% of their total populatica. Health
zones neighboring to those of Group A will subsequently implement Ivermection disttibution
beginning year two. By the end of year three the Ivermection coverage in these health zones
should be about 40% of their total population. In all a population of 300,000 inhabitants will
directly benefit from this project. Lessons learned will be shared with all health zenes.

TENTATIVE LIST OF CANDIDATE HEALTH ZONES
HEALTH ENDEM-  POPUL- POP. T0 ARG A POP. HOSPITAL
REGION ICITY TREAT KM~ DENSITY MANAGER

BANDUNDY ~ MOANZA . 150055 0 PROTESTANT
EQUATEUR  KARAWA . 316000 PROTESTANT
HAUT ZAIRE YAXKUSY . 800090 PROTESTANT
KASAI OCC. DEKESE . §3009 { CATHOLIC

KASAI OR. KABINDA . 120000 { CATHOLIC

KASAI OR. LUSAMBO . 72408 . GOVERNMENT
KASAI OR. MINGA . 40000 : 13000 PROTESTANT
KASAI OR. KOLE . 87700 17000 CATHOLIC

KASAI OR. WEMBO NYAMA . 110000 1 PRCTESTANT
KASAI OR. TSHILUNDU .60 106251 1131 © G GOVERNMENT

1,127,414 431,834 135,407
YEAR ONE PARTIAL BUDGET FOR 5 HEALTH ZONES AMD 20 HEALTH CENTERS

!ASSISTANCE FOR HEALTH ZONES (HZ)
ANC HEALTH CENTERS (HC})

{BICYCLES ! ! ! ! !
IMOTOTCYCLE ! P! ! §2,000 ! $10,000 !
'FUEL AND VEHICULE MAINTENANCE ! ! ! $2,400 ! $12,000 !
!OFFICE SUPPLIES ! Lt P $500 ¢ $2,3500 !
TEQUIPMENT AND MEDICINES ! L ! b $600 ! $12,000 !
!TRAINING HEALTH CZINTER PERSONNEL ! ! L $100 ! $4,000 !
'TRAINING COMMUNITY wCRKERS ! 5
'HEALTH ZONE SALARIES (10%)

'HEALTH CENTER SALARIES (10%)




Box 3.7
RADIO/PHONE COMMUNICATION SYSTEMS
(Memo to FONAMES that began the Radio/phonte projict)

OEJECTIF: Améliorer le communicagon sanitare au Zare en établissant un systeme de §

coramunication par radio-phonie pour relier les miveaux Zones de Sante. {nspecton
Sous-régionale Médicale, Inspection Regionale Médicale. et Nationale.

JUSTIFICATION: Avec 306 Zones de Santé 3 tavers le “continent” du Zaire la
communication est rendue eacore plus difficile par manque d'une infrastructure rurale
t€léphonique et par un systtme de poste top lent. Le résultat de ceme situation est un
ralenussement des programmes des Soins de Santé Primaires et un gaspillage des ressources
imitées. Voici quelques examples de 'améliorauon des activités qu'on peut eSpérer.

o Déclaragon rapide des dpidemies et d’autres urgences médicales

o Mobilisagon plus rapide des interventions d urgenacas.

0 Assurer que le MCZS sera sur place avant une voyage de Supervision des Z.S.
0 Reconfirmer des dates de formanon avant de quitter la Zone de Santé

0 Surveillance réguliere des indicateurs sanitaires sélectionnés

Voict example de oots autres projects de communication par radio-phonie qui Staient déja
realis€ en Afrique:

I) Département de Santé Publique de Mali:  Un systeme de 34 radic-pbonies solaires (HF
SSB radios) financé par la USAID, Ulalie, {a Suisse, et 'Hollande.

2) Communication Inter-Agence de Mali: Un Systé_me de 60 radio-phonies solaires (HF
SSB radios) pour relier les agences de U'Eglise et les autres ONGs i mavers 7
régions de Mali.

3) Communication [ater-Pays de *OMS: Un systéme de 48 radio-phonies solaires (HF SSB
radios) pour faciliter les contacts entre dix pays en Afrigue de 'Ouest.  Six unités
possede aussi les machines telex. Le cout de ce projet €wit a peu pres $220,000
USD ($5,000 par radio).

Toutes les radios dans les tois projets ci-dessus ont la capacité de communiquer enre eux.,
mais le plus souvent s passeat un centrabste.  Le cout estmé par instailaion pour un
projet semblable au Zawre est USD par nstallanon avec panneau solairss, antenpes, etc.

Tous ces trois projets a §té executs par Mission Aviation Fellowship (MAF) y compris 'achat,
transport, installation, et systtme de maintencance. MAF est un ONG de I'Eglise qui
specialize en transport par petit-porteur. [1s sont d€ja bien établit au Zaire dans presque toutes
les regions avec upme vingtaine des avioas. Le techmicien qui a été responsable pour la
conception et execution des wois projets est M Finoely Houston de MAF/Angleterre. 11 est
pour le moment @ Mali, mais peut stre dispontble pour venir au Zaire en mois de mai 1989

comme consuitant pour ["gtude de faiabilite.

ACTIONS PROPOSELS: _ ' o _
L) Finaliser un avant-projet pour proposer au Banque Mondiale en mois de fevner. 11 existe
déja un interer exprimé par le Banque Mondiale de hinancer ce projet.

2) lnviter M. Houston de venir pour quelques mois de faire I’étude de faisabilit€ et preparer le
projet détaillé. Cette activitd peut etre financ€ par le projet SANRU vue que le financement
du Banque Mondizale ne sera pas encore dispontble.

&
=
L.




Chapter 4. SANRU EVOLVES

4.1 THE EVOLUTION OF SANRU

Chgger 1 of this r described the evolution of health zones in Zaire which was ope
of the developing themes which created the need for the Basic Rural Health project.
However, the story behind the design of SANRU 1 and its evolution through the years
should be examined project by project:

BASIC RURAL HEALTH
SAN;RU I
SANRU/ECZORT
SANl!lU i

4.1.1 BASIC RURAL HEALTH AND SANRU I:

The Project Paper which was written by Richard Thomton, the USAID public health
officer provides a good description as to how the Basic Rural Heahh Project was
designed.

The Protesiant mission hospitals in recent years have become aware of
the limitations of their hospital-base curative approach. The dispensaries
have servied maioly as extensions of the hospital system and have been
dispensing medicines in a largely curative mode. In the past several
years a few of the hospital systems have tO concentrate more o
eventive and promotive activities, including family planping. Most
rals have accepted this omentation but have not yet begun
implementation, and itis to this task that this project can lend some
umely assistance.

As a result of these requests from individual ECZ hospitals, the ECZ
and UASID entered into a dialogue on thegssibihty of USAID’s
funding one large project which would meet needs of these ECZ
member hospitals with thetr initiation and/or expansion of community
health activities. This dialogue resufted in the joint preparation of 2
preliminag PID-like document for an OPG (Operztional Project Grant)
tc the E .Thisdocumentwasdeﬁyereéto AiD/Washington for
review on August 4, 1980.

‘Within several weeks however, the project environment changed as:

The GOZ/MOH recognized its limited absorptive capacity and the heavy
demands on IS system due to the large number of projects al

underway. However, by paﬂ:iz%an'ﬂg in this project BRH$§ the MOH
also has recognized that 1t could gain much needed experience in the

viston of pri health care. Asa result, a dialogue was initiated
eca the GOZ/MQOH, ECZ, and USAID which resulted in a
modification of the project.

The modification which resuited was that Basic Rural Health became a bilaterai project

and that a few GOZ hospitals were to be included among the SO rural hospitals assisted

by the project. It was thismodiﬁcauonmz%ened the way for SANRU to become a
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g](gect of natonal scope working with GOZ, Protestant and even Catholic hostpitals.
pre-his of S U has also been described by Ralph and Florence Galloway
who were working as Presbyterian medical missionaries assigned to the ECZ medical
office (see Box 4.1).

4.1.2 ECZORT:

The SANRU I project provided funds for the wtansformaticn of 23) dispensaries into

health centers. However the estimated aceds for 50 health zones was for 1000 health

centers. After the succosstul mid-term evaluabon of SANRU, USAID asked what

SANRU could do to expand activities if additional funding was available. Gur response

ggsl,m that more funds could permit the trassformation of additional dispensaries 1mto
th centers.

The extra funding available was from a funding pot designated for NGOs. This resulted .
in AID making a $5,000,000 grant to an NGO (in this case ORT) to manage a series of
development projects 0 be mmplemented through Zaire NGO groups. Three major
jects were included in the grant - a hydroelectric plant at Rethy. Haut Zaire; a
1dge buﬂdintz&%gam through the Catholics in Idcfa, Bandundu; and assisance
through ECZ/SANRU to fund <quipment, medicines and rehabiliaton of 200 heaith
ceaters.

This resulted in the design of the ECZORT project (which is simply ECZ + GRT). In
ECZORT we were able to include and/or expand areas of assistance which had beea
overlooked in the design of SANRU I. These inciuded more emphasis on the
rehabilitation of heaith centers, solar refrigeration and lighting, solar pumps for water
adduction systems, and medicine and equipment kits for health centers.

ECZORT proved to be avery successful proiect and accomplished nearly all of s
original objectives. It provided SANRU with an opportunity to improve and document
it’s operational procaig;m in areas such as distribution of project commodities (see Box
2.10) and financing health zone based training programs (see Box 2.1). ECZORT also
demonstratad that procurment of commodities m a amely 1om 15 not impossibie. [U's
m cgnmbuﬁon, however, was serving as a pre-test of strategies to be inlcuded in

4 1.3 SANRU II:

The design of the SANRU U project build ca the experience of SANRU [, including
certain types of assistance which had beeu already proven successtul in ECZORT, and
added new areas of assistance including: '

o collaboration with SNHR to fund complex water systems including gravity
flow water adduction systems and drilléd wells

o switching MPH waining from the U'S. to the School of Public Health project
at UNIKD

o providing logistical and equipment assistance to regional and sub-regional
medical offfices

o reinforcing FONAMES as the natioral coordinator for agencies working in
primary health care

0 micro-computer systems for regional offices and selected health zones
0 solar refrigeration and lighting systems
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Box 4.1
EVENTS LEADING TO THE CREATION OF SANRU 86
(as excerpted from a Feb. 1952 letter from Ralph Galioway)

1972: Ralph and Floreace Galloway arrive to serve with the Church of Christ in Zaire in
family planning and the “Project of Famuly Health® (PFH) which held maternal and
chiid-health chimics in 19 panishes in Kinshasa, Women who wanted contracepives were asked
to come w0 the ECZ builaing on Friday afternoons. President Mobutu's famous Naissances
Desirable speech of Nov. 24, 1972 quiets internal opposition within ECZ to family planning
promouaon. Contraceptives are purchased from Church World Services but many are stolen m
customs.

1973 Pathhinder Fund finances printing famuy planning brochures. The PFH project moves to
an ECZ health center. Contraceptives are available any day of the week.

1974: Family planning demand increases by commodity supply is difficult.

1975: Mr. Roberts, the USAID population officer, and former Method:ist medical missionary
to Wembo Nyama, contacts the Galloways about providing contraceptives which arrive via
Pathfincer.

1976: ECZ begins depending on USAID for contraceptives. A new Pathfinder project is
funded for travel to Shaba and the two Kasais to studis in congracepuve practse.

1978: ECZ medical office begins working with JHPIEGO training of doctors in laproscopy.
]z?%nes Conway of Church World Service is assigned to work with the ECZ development
coffice.

1980: Mr. Richard Thornion becomes the USAID population officer. Thornton and Conway,
both Irishmen, become friends and coatact the ECZ medical office. USAID bringd out a Mr.
Wilson to survey family planning in Zaire. His visits to ECZ hospitals in the Kasais
recommead that USAID consider using the network of ECZ for increasing family planning in
Zaire. Thornton meets with ECZ leaders, including Nlaba Nsora, t0 discuss a possible family
planning project. A PID design team including Thorntor, Conway and the Galloways make a
tour of nearly ali major EC%ospimls to assess their expressed needs a famuly planning and
pubiic heaith project.

1981, Mar-May: The initial draft of the Project Paper is prepared by Conway and undergoes
considerable revision by Thornton. Conway is interested i1 becoming the project manager as
his term with CWS/ECZ terminates in June. Meanwhile Frank Baer happens to come through

Kinshasa. He had worked in the rural health zone of Vanga and is co;pledn' his doctoral

program in International Health at Tulane. ECZ feels he 1s well qualifieq for the position of
project manager.

1981, Aug 13: The Basic Rural Heaith lsroject is signed by the USAID director Norman j§
Sweet, the Minister of Health, Dr. and Bishop Bokeleale of ECZ. .

1981, Oct-Nov: USAID brings Frank Baer to Zaire for one month to develop an §
implementadon plan for the project. Frank signs a contract with USAID tc serve as project §
MAnager.

1982, Jan: Frank and his family arrive in Kinshasa. SANR-86 project be%ms activities with
Nlaba Nsopa (director), Dr. Miatudila (GOZ representative), Dr. Franklin Baer (project
manager).) Rev. Ralph Galloway (Accounting), Florence Galloway (training) and M. Dianzola
(secretary).




4.2 THE FUTURE OF / ANRU

In SANRU II the project :olved from being a national project to a national program.
People began to iz« that SANRU represented a channel through which assistance
to health zones cou!g be inanaged efficiently. Unfortunately the effort to transform
SANRU from a USAID fuxded project to a PVO with a diversified funding base began
too late (see Box 4.2) In remospect, this concept should have been included in the
design of SANRU [, ratt«:- than ing sO much emphasis on reinforcing FONAMES
and the regional/sub-regicsial cal mspections.

4.3 THE GCOD NAME DF SANRU

Over the years the nrame SANRU became synonymous not just with a project but with
the whole rural primary health care effort througgout Zaire. This provided an imporant
common denominator for health pe | scattered across the country to feel that their
efforts were contributing to a giobal Health For All and SANRU ‘stategy that was

o the specific circemstances of Zaire. The choice of the name SANRU was
the starting point for creating this unity.

4.3.1 THE SANRU NAME AND LOGO ) .

During the first few weeks of the project it was decided that the Basic Rural Health
Project (660-086) needaed a name that would be easily identifiable 10 health zone
personnel as a Zairian effort. We decided to hold a naming contest within among the
project staff. The winner was to receive a free dinner at the Intercon. Sheets of
newsprint were taped onto the office wall, and over the peried of a week the Hst of
proposed pames grew. While the list has been lost, there were over 50 names proposed
amoag which were the fotlowing:

PSSPMR: Projet ces Soins de Santé Primaire en Milieu Rural
SANMIRU: Santé en Milieu Rural

PRS:  Projet Rural de Santé .

PRSSP: Projet Rural des Soins de Santé Primaire

PROSAN: Projet Santé

SANRU, which was one of my own ogositions, %m'ckly emerged as a clear favorite.
SANRU I was actually known as SANRU-86 which was a play on the project number
(660-086) and the life of project (1981-1986).

We eventually encountered problems with the Hdas Siedel group in Northern Equateur
who, unknown to us, were ing a project which they had named "SANTE
RURALE". They were convinced that we stolen the name from them. Because of
this we were always cautious to expiain that SANRU did not mean "SANTE

\RAmU RALEP L:rgiut rather was an abbreviation for "Projet des Soins de SANte Primaires en
Milieu RUral”.

The SANRU I Logo was a hasty attempt to come up with something to put on a
letterhbead. The design was intended to show a father, mother and baby configured
from the letters "SR-86". While it served its purpose, it was never we deci;sf;erai by
many mo%e and aptly described by one Peace Corps volunteer "as a bunch of Ascaris
Worms ¢ continued the search for a better logo.
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Box 4.2
SANRU AS A PRIVATE VOLUNTARY CRGANIZATION
(excerpted from a September 19, 1991 memorandum)

The SANRU 1991 evaluadon recommends that SANRU should consider becoming a Private
Voluntary Organization (PVO). Here are some reasons why 2 PVO status might be of interest.

i) A SANRU PVO affiliated with ECZ could diversify donpor sources and mechanisms for
receiving funds - via a bilateral project with the GOZ, via a coo%exat'rvc agreement between
USAID and ECZ/SANRU or via direct grants/donations to SANRU.

2) Recognition as a PVOin the U.S. (or other countries) would permit pecple to make
tax-deductible contributions to SANRU (even if it’s simply a P.O. Box). '

3) More funding agencies want to work through PVOs. PVOs wituan U.S. administrative
base and an in—country operational capacity will have the best chance to obtin funds.

4) Donors like UNICEF may hesitate to give to ECZ since they think (wrongly) that this
supports only Protestant health work. ving to SANRU is easier because we have a
reputation of working with everyone.

3) There would be more interest in giving to a SANRU PVO that is in direct contact with the
health zones rather than to an national umbreila agency like ECZ.

6) Recognition as a PVO in the U.S. would permit SANRU to bid directly cn projects that are
awarced only to U.S. PVOs.

7) A SANRU in the U.S. might be structursd asa foundation to bwid up funds from which
the interest could finance/supplement the administrative costs of SANRU.

8) PYO status would permit flexibility in designing a fair salary structure which is more
ingependent of USAID or ECZ rates.

9) A SANRU PVO could establish an overhead which could cover GOZ primes and some
operational/administmrative services shared with ECZ, e.g. FAX/Telex system, cellular phones,
utihties, rent (?), internal auditing service, .

10) A SANRU affiliated ia the U.S. with a larger primarv health care ociented PVO (like
SAVE THE CHILDREN or WORLD VISION) could avoid the necessity of a big SANRU
admimistrative structure in the U.S.

11) Agencies bidding oan the next "Integrated Family Health Project” would want to work with

a SANRU PVO. It may even be that the new Project Pro would specify that the §
institutional contracior should work with ECZ/SANRU. A U.S. SANRU would get a much g
larger share of the pic than would an indigenous ECZ.

12) Affiliation of SANRU with a U.S. PVO procurement agency (along with a revitalized
ZPRA?) could provide a greatly improved procurement System.

13) Incorporation of SANRU as a PVO in the U.S. isn’t very expensive or complicated. It
seemms there’s nothing 0 lose and Guite 2 lot to gain.




One of the earl ject objectives was to print family planaing posters. A missionary
artist, Mrs. Wa?sb%omj'n, had prepared a senpmrel%f draw{ngs in consultation with Mrs.
Florence Galloway. These included four images:

1y A t Malnourished mother

2)AM breast-feeding her child

3) A healthly well-spaced family of three children

4) A father holding a child

When we prepared for our 1983 annual conference, our local office supplier,
TRACODI, proposed that we create a SANRU T-shirt. Since we had already decided
to phase out the SANRU logo, we looked to the four images, and logically chose the
Father with child as the best to put on a T-shirt along with the name S U. The
T-shirt was a great success (exce%iumm the printing job was 50 poor that the image
almost disappeared after two washings).

From that point on, SANRU became associated with the Father/Child Logo, and the
next time we printed letterhead we made the change official. The SANRU logo
appeared on flags, pins, buttons, calendars and helped make SANRU not a progect but
a national mgmm.l‘he ECZORT project logo was also conceived as a team effor,
and even gh the project only lasted two years, remained a popuiar design

4.3.2 BADGES, BUTTONS AND ETC

Primary health care programs sometimes take themselves too sericusly. They tend t0
shy away from "Madison Avenue” promodions by rationalizing that such "frills™ do not
represent good management of limited resources. As a result there are few mass media
methods, particularly in rural aress isolated from radio and TV, that give primary
health care the good name it deserves. However, with a little creatvity SANRU has
shown that it was possible to develop appropriate promotional strategies through the use
of basic visual media.

At the community level, 5 cm round metal pin badges and cardboard attestation cards
are eagerty sought by community development commitiee memoers. The badges are
worn proudly to meetings and ceremonies, and conier to these hard working volunteers
the well deserved respect of their neighbors.

Health For All cloth flags (30 x 65 cm) are presented t0 communities as part of an
official ceremony to recognize their completion of a village sanitation program which
includes construction of latrines and protection of the water source.

Health centers providing PHC services are easily identified by a "Health For All™ sign
on the door, while msni poster-calendars promote healta messages and permit
hing monthly activities. Health For T-shirt
uniforms” are also in great demand by the health personnel.

Other materials include a notebook with the "Ten Commandments Of Health” and
discrete "Health For All" pins for formal attre. All these items help get across the
message and the good name of primary health care.

1In preparation for the 10 year celebration of SANRU (1981-1391) a new line of
SANRU ﬁmonoml materials were developed with the SANRU logo including wrist
watches, , and special award flags for health zones and individuals who had made
a special contribution to pri health care in Zaire. Unfortunately the cailing of the
national coaference in July 1991 forced us to postpone the SANRU annual conference
which was scheduled for mid August.
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4.3.3 THE SANRU CALENDAR
Despite the best of intentions, intensive training and quantifiable ob{ectives, stagstical
reporting somehow inevitably becomes over-complicated, under-utilized and rarely

For a bealth information system to be useful it must permit and encourage data analysis
by the %;hcrz)n collecting the information rather than waiting for feedback from a, m‘éer
level. Thisis ' Sw true at the level of the bealth %eute,r anS‘;e wl;(‘) usually is
person most with mogathly reporting responsibilities. The informaton system
should belp nurses i setting progra}:m objecﬁves,?genufymg what information to
collect, amalyzing the collected data and appiying corrective feedback.

A good information system should to it an evaluation of program accessibility,
uti and impact. Using the Pre-Natal Clinic (CPN) as an exampie the statistics
coilected should permit the nurse to answer the following questions.

0 What percent of women in the catchment area have
access to the CPN? (Accessibility of services)

0 What perceat of t women are registered
and attend the (figg? (Ualization of services)

0 What percent of women deliver babies of low
birth weight? (Impact of services)

One ide2 for getting the message across to nurses about the importance and usefulness
of statistics is by hing rgﬁram actvities ¢ . 2 monthly basis. A useful tooi 0
facilitare this work is a wail calender poster such as the one on the facing page. The
actual size of the poster is 24" x 33" (61cm x 84&cm). The poster should include blank
graphs labeled by month and detailed instructions of how to0 prepare bar graphs. It is
also a good idea to take devote soax sgace to getting across the message about special
health themes for the year (See Box 4.

for the SANRU health education messages).

The simple visual presentation of monthiy data in the form of bar graphs permits the
nurse, ankd anyone else visiting the health center, to see developing rends.
establishing a monthiy goals it also encourages an on-going evaluation of the
performance of the 2¢éafth center. .

4.4 SANRU EVALUATIONS

Hardly a tgemr went by without some sort of evaluation taking place. These generally
fell into the following categories: .

Project evaluations specifically for the SANRU Eroject )
Program evaluations which included evaluating SANRU actvities, e.g. family
planning evaluation, child survival evaluation

Regional management audits which could be project or program specific
Local counterpart fund audits, e.g. by Price faterhouse

Internai (to USAID) evaluation conducted by USAID/HPN office

internal gto SANRU) evaluation of assistance provided to health zones
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Box %.3
HEALTH MESSAGE THEMES OF SANRU CALENDA S 1985-1991

Pogt COMPOSAVTES DES ! L o !
! CoHp! SOIES DE SaNTE PRIMAIRpS ! ABRV ! AMNEE TRAITIE ! STJETS TRAITES ! 8
| CONCEPT SOTES DE SANTE PROMGIRES ! SSP ! 1986,1988 ! PARPICIP COMMCE. / TOUS E¥ MVANT PR SPT ! 3§
oot B Somumaned PR -—=! ———
! 1 'EDOCATION SANTTAIRE EDC SA¥ ! 1388, 1991 ! QUI ST PORME FORMZ
bt Tt ! —!
! 2 'EAU BY ASSAINISSEMENT TEAD/ASY ! 1937,1990 ! FAD POTABL? / VILLAGE ASSATNI
ot I e e -
! ! !MATERNITE SANS RISQUE/COHSQLT, pREICPH/HAT ! 1989 ! PRULICTLON [ES FDHES ENCTINTES:
ot ~ ! ! St e
¢ |3 ICCHSTLTATION PRESCOLAIRZ ! @S 1988 ! SORVEILLON PAR (A PESEE REGULIFRE !
T S : ! -1 —-eeent
! |_ !PLANTPICATICH DES NAISSAHCEs prsTk! PHD ! 1985, 1991 ! ASSURER LA SANTE, BOKEECR DE 1A PAMTLLZ ! §
oo s S R N
!4 I7ICCINATIONS ! PEV | ! ¥OFE: SANRU distributed PEV pestars | B
! ! —— = [ PUSIRSOI S S —————— e — B
!5 !CONTROLE DES MALADIES ENDEMrorEs UL DND 11985,1933,19%0 & DIARRERLA ; SIDA / MALARIA -
¢ ! ——— || ,_,.__..-...._-! -t
5 INCTRITIC ! NUTR ! 1591 ! SECL TRAITEMENT 0B LA MALNUTRITICK P
oot R e R el -
! 7 IMZDICAMERTS ISSENTIELS IMED ESS ! 1985, 1%%0 1 SERTM ORAL ; TRAITEHERT PRECCE MALARIA @
! ! e SUURINS PSS S R SIS B
I8 1SOTS CURATIFS !UCOR ! 1985, 1990 SERCHM ORAL ; TRAITEMENT PRECCCE WALiRTA !
A§¥TR SCJET {ESSAGE
1985 1) Faxily Planding AY0IR DES ENFANTS, C’EST AGREABLE.
‘ LZTR ASSURER Lk SIFTE, C/PST ENCORS MITTT p
1985 2) Cral Relvdratlop  SagveNS LES pNFANTS QUL ONT LA DIARREFE AVEC LE SERUM CRAL
1986 1) Primary 2e2lfh care SANTE POCR Y0S PAR LA PARTICIPATION COMMUEACTAIRE I
1988 2) Water Protectiep DB {'7AU POTABLE X{R UNE MEILLETR? SARTE
1987 1) Traizing of Trajpers MAMAN BOSTRU SE FCRME COMME AGENT DE SANTZ COMTAAUTAIRE
1987 2) Health Education MAMAY 3(OSURU FORME 2 SON TOCR D/ADTRES PERSCHNES :
1988 1) Under 7ives Clipic STRVETLLOKS [A SA¥YZ DE 3OS HFANTS PAR L) PESEE RECULIFRE
1983 2) Primary Health cars PQ0S E¥ AVANT VIRS LA SANTE POOR TOCS -
1389 1) IS ‘ COMBATTCAS-LE PAR CNE DNFORMATION CCRRECTE 21 COHPLETE
1989 2) Pre-satal Clinje  PROTECTION DES FRMNZS ERCEINTES: RASE DU BIZN-I¥RE FAMILILL ;
1990 1) Halarial Treatyent LA MALIRTA TUE: UN TRATTEMENT CCRRECT ) TEMPS
) PECT SAUVER LA VIE DE VOTRE ENFLNT
1990 2) Village Samitatiecn  UN VILLAGE ASSAINT - PORDATION DE LA SANTE COMMCNACTAIRE g
1991 1) Faaily Plan/Eity zge PSPACTHENT DES HATSSARCES:
DECISION DU COUPLE POUR L7 30HEEUR DE LA FAMILLE ;-;;

1991 2) Wutrition/Elth zic L2 SETL TRAITEWENT D7 Li MALEUTRITION:
THE ALTMENTATION SUFFISANEY, COMPLETE, OUILIRREE I VARIZE




Three major external evaluations took place during SANRU [ and [I. The major
recommendations of these evaluations are summarized in Boxes 4.4-4.6

EXTERNAL EVALUATION 1984: See Box 4.4
EXTERNAL EVALUATION 19886: See Box 4.5
EXTERNAL EVALUATION 1991: See Box 4.6

4.5 THE STATUS OF HEALTH ZONES OF ZAIRE

The future of the health zores and primary peaith care in Zaire is certainly in doubt
given the political murmoil of 1991-1992. The data base of health zones spown in the
ol}?wiﬂg pages includes a column "FUNC" to indicate the functional status of the
health zooe:

HOK Highly functional

MOK = Moderately functional
= Marginally functional
= pon-functiopal

LOX
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Box 4.4
MAJOR RECOMMENDATIONS FROM THE 1984 SANRU EVYALUATION

1. The SANRU project should increase the number of rural health zones to be developed from
50 to 100, and the rural health centers 10 be converted from 250 to €50. The project should
be extended 4-5 years, with new funds starting in Fiscal Year 1986.

2. The target outputs of the project should be revised as recommended by the project
direction, with exceptions noted in the narrative.

3. Nursing instructors from rural health zones should be sent to appropriate igstituticas in
francophone countries for advanced training in primary health care.

4. The project should stress regional training trainers centers for supervisors, aurses, and

B village beaith workers.

5. Study tours to other afTican countries should be organized for SANRU staff, GOZ and
medical chiefs of rural health zones to examine approaches to selt-financing, fammly planning
and training. They should also visit between rural health zones in Zaire.

6. SANRU should diversify the us schools of pubiic health selected for mph training of
physicians and adminisrators.

7.The annual nanonal health conference should be continved withow fail and should be a
L’SAID prionty budeetarv priontv. cher agencles should share the cost if necessarv.
Regional conferences should also be considered.

8 SANRU evaluation strateev should focus on 2 few indirect indicators of imoroved health

service such as accessibilitv. coverage and particivation Qf villages in health oroerams: the
health information svstem should be reduced to a few kev items.

9. SANRU staff should be expacded in order to maintain qualitv of oerformance and to take
on recommended pew activities. A Zairian health information svsterm manacer is oarticularlv
needed.

10. SANRU should offer help to rhz in tmoroviag rezicnal supely svstems.

Ili‘USAID/Zaire_ should engage a procurement officer iastead of téchnicians t0 purchase
project commodities.

12. Pharmaceuticals purchased with USAID fuixds_ should be Limited t0 one basic effective
drug per category (ex. one antibiotic, one antimalarial).

13. Technical assistance in financial management should be given to health centers.

14. SANRU should turnish more technical expertise to rural health zones for improved latrine
construction and water source protection.

15. USAID shculd enter discussions with the GOZ to resolve issues about the legal status of
health zones.

16. Assistance should be crovided to the Fifth directicn of the MOH in coordinating primarv
health care in Zaire.
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. Review the project organigram

. Clarify building owrership

. Arrange periodic audits and assessment of accounting system.

. Review standard curmicula

. Reinforce PHC training and supervision

. Emphasize qualitative criteria for PHC performance

. Assure reguiar supplies of contracepiives to bealth zones

. Incorporate communication strategies into pnd program

. Help develop fp/aids training modules

. Improve health center based cold chain

. Upgrade accounting procedures at bealth center level

. Express concern to goz over absence of health zoae legal stutus
. Establish project implementation plan

. Study/evaluate approaches for community participation

. Encourage FONAMES to call inter-program me<tings

. Integrate FONAMES into health zone selection process

. Plan assistance to heaith zones according to availability of human and material resources
. Strengthen SNHR stations with equipment 2nd staff




Box 4.6
MAJOR RECOMMENDATIONS FROM THE 1991 SANRU EVALUATION

SANRU has been dramatically successful in initiating or exteading primary heaith caie
actuviues in rural heaith zones. SANRU has done long-term work and it is regrettable
that factors bevond the control of the project force the formuiation and adoption of "survival®
recommendations.

1. The concept of the health zone is a strong buildiag block for the future development of the
Zairian health system. By keeping this concept viable, SANRU can offer o a ifuture, mors
development-minded GOZ a model, based on the health zone concept. oa which to build a
suswzinable, effective, and efficient national health system.

2. SANRU should immediately develop a “survival®™ strategy that contnues the SANRU
"package of assistance” at levels sufficient to mainmin operations as long as possible in heait
zones currently served but not to extend Operations to Bew Zones.

3. SANRU should assist each zooe in the development of a wnitten agreement that defines the
autecnomy, responsibility and authority of the mnagga% dgaxtnem SANRU should promote the
"zone forum” methodology to help local guverning to fulfill their roles in seting poucy
and overseeing zone activites.

5. SANRU should institute procedures en ensure that requests and reports recetved from the
zopes are immediately acknowledged and feedback provided within two weeks. SANRU
shouid immediately use available CPF to reimburse the zones for courses aiready given aad to
underwrite courses that they have scheduled bu postponed.

6. SANRU should use the opportunity of the national or regiocal conferences to encourage the
prompi submission and analysis of the Annual Report by ihe medicins chef de zone and t0
provide feedback on the regports received.

7. SANRU staff should make an all-out effort to recruit the full quota of candidates for the
1991-1992 and 1992-1993 ciasses at the School of Public Health.

8. SANRU should disseminate the recent research findings on viilage organization and turn
them into appropriate training materials.

9. SANRU should include a family planning element ia every traming acavity.

10. SANRU should cortinue to provide the zone subsidy for maining in famuly planning.
SANRU sheuld give extra supplies, training, and encouragement t0 any health facility whic
demoanstrates initiagve in providing family planning services.

11. SANRU should provide ¢ minimum quantty of rapid HIV test kits {100 kits per zone per
year) to every assisted health zone.

12. SANRU should immediately review the commodity list and select essental ntems for
USAID Zaire to order before the en! of the current fiscal year (September 30, 1991) and to
take measures to ensure that all items arrive in Zaire no later than April 1992.

13. USAID should initiate a brief audit to ensure that items procured are used primarily, not
necessarily exclusively, as intended and that abuses are recorced and kept to a minimum.

14. The SANRU project officer in USAID/HPO should immediately call a meeting of the
SANRU Project Committes at the Mission. In collaboration with SANRU representatives, the
members should develop a workplan that approaches all tasks with 2 creative "can-do”® attitude
that facilitates impiementation withia A.I.D. guidelines and procedures.
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TABLE 4.1 {(continued)

ZONE DE SANTE

Nbr

SUD KIVu
SUD KIYU
SUD KIvy
SUD KIvy
SUD KIYU
SUD KIVy
Sub KXivu
SUD KIvu
SUD Kivu
SUD KIvu
SUD KIvU
SUB XIVY
SUD KXIvU
SUD Kivu

HAUT-SHABA
HAUT - SHABA
HAUT -SHABA
HAUT -SHABA
HAUT-SHABA
HAUT-SHABA
KOLWEZ]
KOLWEZ]
KOLWEZI
KOLWEZ]
LIKASI
LIKASI
LUALABA
LUALABA
LUALABA
LUALABA
LUBUMBASHI
LUBUMBASHI
LUBUMBASHKI
LUBUMBASHI
LUBUMBASHI
TANGANIKA
TANGANIKA
TANGANIKA
TANGANIKA
TANGANIKA
TANGANIKA
TANGANIKA
TANGANIKA
TANGANIKA

SUR KIvy
SUD KIVU
SUD KIVYY
SUD KIvu
SUD XIYY
SUD Kivy
SUD KIVy
SUD KIVY
SUD KIvy
SUD KIvU
SUD KIVU
SUD XIVY
SUD KIVY
SUD KIvy

KILWA
MUFUNGA - SAMPWE
PWETO

SAKANTA
DILALA
KANSENYA
MANIKA
MUTSHASHA
KIKULA

PANDA

DILOLO
KAPANGA
KASAJI/KISENGE
SANDOA
KAMALONDO-KEN]
KAMPEMBA
KATUBA
LUBUMBASHI
RUASHI

ANKORO

KABALO
KALZMIE
KANS[MBA
KIAMBI
KONGOLO
MANONO

MOBA

NYUNZU

BUKAYU
BUNYAKIRI
FIZI
1DJWI
KABARE
KATANA
KAZIBA
LEMERA
MWENGA
NUNDU
NYANGEZT
SHABUNDA
UYIRA
WALUNGY

G 1osd pomt ot Jiwt froad Jrosd it st poood i Jrwd od Potet) parind Nl pored ok Pond foont pod fosd ek ponst fond it pad Pk Soed st it

+

poad
BB et oot pout A Pt foed Pusrd pocd oot ok pacd o fuid Pt

306*

AU

HOP MGT  FUNC POPULATION
z.GCM MOK 100000
ETAT LOK 100000
ET/CATH  MOK 100300
ETAT - 100000
PROT - 100000
z ET/SNCZ - 90000
z.GCM - 105755
CATH - 72250
ET/PROT  MOK 128739
z.3NCZ - 58267
ETAT LOK 169285
z.GCM - 150000
ETAT LOK 100487
PROT MOK 75000
PROT HOK 37036
ETAT LOK 107533
Z ET/GCM - 137244
7 .SNCZ - 142729
ETAT LOK 151580
ETAT - 146337
ETAT HOK 147320
ET/PROT - 79711
ETAT - 82669
ETAT LOK 157858
ETAT - 37000
ETAT - 61773
ETAT LOK 173000
Z. ETAIN  LOK 32252
ETAT - 110000
ETAT - 96535
4461946
ETAT LoK 171491
7 ET/FOMUL MOK 80000
ETAT - 81000
ET/CATH  HOK 87000
ET/CATH MK 160000
z ET/FOMUL HOK 270000
PROT HOK 80000
PRCT HOK 85000
ET/PROT LK 136823
PROT HOK 95000
ET/CATH  MCK 90000
ETAT - 186000
ETAT HOK 155000
7.FSK HOK 300000
1911314
32712655*
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