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NGDO		Non-Governmental Development Organization
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PEV		Programme Elargie de Vaccination
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PRONANUT	Programme Nationale de Nutrition (National Nutrition Program)
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USAID	United States Agency for International Development
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EXECUTIVE SUMMARY

Interchurch Medical Assistance (I.M.A.) and the Church of Christ of Congo (ECC) are requesting a grant of $26,000,000 from USAID over five years (mid-2001 through mid-2006) to provide core-funding for the SANRU III project. At least 75% of these resources will go to rural health zones for priority primary health care interventions and health zone support systems. 

SANRU I and II (1981-1991) were bilateral projects managed on behalf of the Ministry of Health by ECC to provide development assistance to 100 of Congo’s 306 health zones. A typical health zone includes a population of 150,000 people, 200 villages, 20 health centers, and one reference health center. Almost one-half of Congo’s health zones are managed or co-managed for the MOH by local NGOs, i.e., health ministries of the Catholic and Protestant churches. 

Between 1981 and 1984 306 health zones were geographically defined. By 1987, with SANRU I/II assistance, more than 200 of these health zones were considered functional. Although the political disruptions in Congo in 1991 forced USAID terminate its assistance, the work of ECC continued through a variety of projects and funding sources.

SANRU III is designed to strengthen the capacity of sixty NGO-managed health zones for priority primary health care (PHC) interventions and health zone support systems. Priority PHC interventions will include a minimum package of services; HIV/AIDS and STIs, malaria, nutrition, re-emerging diseases such as tuberculosis, and water and sanitation. Support systems will include planning and management, training and supervision; supply line and cost recovery, infrastructure rehabilitation and equipment; and information and surveillance systems. 

During the first project year, SANRU III will focus on a basic package of primary health care services that affect the primary causes of mortality, e.g., routine immunization services, malaria, control of diarrheal diseases, acute respiratory infection and Vitamin A.  Hospital or secondary services and other disease interventions will be addressed once the basic PHC package is being delivered as widely as possible. 

The project will assist other projects and national programs, especially those funded by USAID, to implement their policies, protocols and training at the health zone level. SANRU III will also coordinate with and seek supplemental funding from other partner agencies, e.g., U.S.-based churches. It is estimated that these partnerships will result in several million dollars of additional funding and in-kind assistance per year.

There is a proposal by the Ministry of Health to update the delimitation of health zones to create more than 400 health zones. This would bring the health zones in line with population growth since 1983 and within administrative boundaries. As this change takes place, SANRU III will rework its assistance package and budget to accommodate the change.

SANRU III will be managed as a partnership between I.M.A. and ECC. I.M.A will be responsible for the grants management, external procurements, and general backstopping from the U.S. I.M.A. will also provide long-term and short-term technical assistance to ECC for the project planning and management. ECC will be responsible for liaison national programs and the Ministry of Health, distribution of project funds and commodities within Congo, regional coordination, and supervision of health zones.



I. 	BACKGROUND

A. 	Health Zones in Congo

In 1975, a national seminar organized by the churches, and with full MOH participation, discussed and adopted the principles of integrated medicine (primary health care) and proposed the establishment of geographically defined health zones. Based on those principles and mandate, several pilot health zones developed between 1975-1980, e.g., Kisantu, Vanga and Kasongo. These served as models for the management of decentralized health zones and integrated primary health care. Most of those early health zones were developed in collaboration with NGOs,

In 1981, the Ministry of Health established a five-year health plan calling for the creation of 300 health zones. It was at this time that the MOH also signed a bilateral agreement with USAID for the creation of the Basic Rural Health (SANRU) project as a project to implement the creation of health zones as the organizational unit for primary health care in Congo.

Figure 1 illustrates key components of the health zone. A health zone is a well-defined geographical area comprising a referral hospital, health centers and community action groups. A typical health zone comprises a population of 150,000 people, 20 health centers, one reference health center (mini-hospital) and some 200 villages. Boundaries of health zones were not strictly limited to existing administrative boundaries, but were determined by health zone personnel with respect to population, existing medical infrastructure as well as ethnic and geographical areas. 

Between 1981 and 1984 306 health zones had been geographically defined, and the number of functional health zones in Congo increased from eight to 87. Church hospitals played an important role in this process as 70% of those first health zones were managed or co-managed by an NGO (see Table 1). “Functional” was defined in a minimal sense to mean that there was a reference hospital with basic curative services, an appointed Medical Chief for the Health Zone present, and at least three health centers providing the minimum package of activities for prenatal care, vaccinations, under-fives care, basic curative services and health education. 

The health zone decentralizes the planning and management of primary health care to the level where community involvement and health centers are the building blocks of a health zone. This improves planning, supervision and statistical reporting, and avoids duplication of services and reporting between the public and private health facilities. A health information system based on geographically defined health centers and health zones provide the denominator required for effective monitoring and evaluation of health care service activities.

Figure 1: Health Zone Components in DR Congo
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The health zone concept also improves the coordination of development assistance by clearly identifying which donors or projects are assisting which health zones and at what level. The management and co-management of health zones in collaboration with NGOs, especially church groups, also creates possibilities for assistance from other international organizations, e.g., sister churches in Europe and the United States.

The number of functional health zones peaked around 1987 at 220 (see Table 1). By 1990, there were 179 health zones identified as sufficiently functional by the MOH to receive supervision subsidies. Of these health zones, 65% were managed or co-managed by an NGO. Today, approximately 100 health zones could be considered functional based on the same criteria and definition as described above. An estimated 60% of those health zones are currently managed or co-managed by an NGO. 

	Table 1: Number of Functional Health Zones by Year

	
Year
	Functional Health Zones
	NGO managed or co-managed

	
	Number

	Percent
	Number
	Percent of Functional HZ

	1981
	8
	3%
	6
	75%

	1982
	41
	13%
	32
	78%

	1983
	64
	21%
	44
	69%

	1984
	87
	28%
	61
	70%

	1985
	112
	37%
	74
	66%

	1987
	220*
	72%
	130*
	59%

	1990
	179
	58%
	117
	65%

	2000
	100*
	33%
	60*
	60%

	 * = Estimated



There is a proposal to update the delimitation of health zones to create more than 400 health zones. This would bring the health zones in line with population growth since 1983 and within administrative boundaries. As this change takes place, SANRU III will rework its assistance package and budget to accommodate this change. 
												
B. 	The SANRU I and II Projects

The Basic Rural Health project (later known as SANRU) began in 1981 as a USAID-funded project to assist fifty rural hospitals in developing decentralized health zones. SANRU was a good example of how a bilateral project could be managed by an umbrella Non-Governmental Organization. The Protestant Church of Congo (Congo) was chosen as the implementing agency because of the strength of their existing medical infrastructure throughout rural Congo, and because of their pioneering efforts in developing decentralized health districts. 

The SANRU project quickly became the key national project for the development of health zones in Congo. Between 1982 and 1987 access to primary health care services in SANRU-assisted health zones increased from 10% to around 50%. In 1986, the SANRU I was expanded to assist 100 health zones as part of SANRU II. By 1991, SANRU was actively working with 80 functional health zones throughout Congo. The health zone concept had proven its merit.
However, the worsening economic situation, the AIDS epidemic of the late 1980s, and the increasing political instability of the 1990s, robbed the health system of most of the gains that it was achieving. The August 1991 SANRU evaluation aptly summarizes a best-case scenario for the future of health zones in Congo:

SANRU's raison d'etre is the initiation and strengthening of the health zones' ability to render primary health care to rural populations. SANRU has been dramatically successful in initiating or extending primary health care activities... 

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

In light of current and projected shortfalls in financial assistance, including the GOZ, SANRU should immediately develop a "survival" strategy that continues assistance to the current health zones at levels sufficient to maintain operations as long as possible.

Shortly after that evaluation, the political disruptions in 1991 forced the SANRU project to close in 1992. However, the work of the ECC has continued since 1992 in the form of a variety of projects. For details, refer to Table 3: ECC Management of Assistance to Health Zones (1981-2000).

The goal of SANRU III is to strengthen and sustain the capacity of health zones throughout Congo to provide much needed curative, preventive and promotional health care to a very needy and deserving population. The current physical and human resource capacity throughout Congo, especially in health zones co-managed by NGOs, provides an existing network that could effectively and quickly improve access to health care for millions of Congolese if provided with some modest resources.

C. 	The Protestant Church of Congo

The ECC was created in 1971 by government Law n°71-012 as an NGO that serves as "The UN of all Protestant Churches.” It has a total of 62 protestant communities as members. Promotion of health activities within its member communities is coordinated by the ECC/DOM (Direction des Oeuvres Medicales). 

ECC has played a key role in the development of primary health care services and decentralized health zones in Congo for more than thirty years. In 1975, ECC co-hosted the national seminar, which established a national consensus and mandate for the creation of decentralized health zones. Several of the first pilot health zones were developed in conjunction with ECC hospitals. The basic idea for SANRU evolved from requests by numerous ECC hospitals to USAID for assistance.

ECC’s successful management of the SANRU I/II projects (1981-1992) on behalf of the Ministry of Health and USAID demonstrated that important role that an umbrella NGO could play in getting development assistance to health zones. In addition, ECC in collaboration with the Organization for Rehabilitation through Training (ORT) demonstrated its willingness and effectiveness in working in collaboration with a US-based organization to provide assistance to 45 NGO-managed health zones. 

While ECC was naturally dismayed by the termination of USAID support to the SANRU project in 1992, the ECC Medical office sought out new sources of assistance to meet the ever-urgent medical needs in Congo. A summary of ECC projects is shown in Table 2. 

	Table 2: ECC Management of Assistance to Health Zones (1981-2000)

	Project
	Dates
	Funding
	Budget

	The SANRU I & II projects
	1981-1991
	USAID 
	$32,283,000

	ECZORT
	1985-1987
	USAID through ORT
	$2,000,000

	MAP International project
	1991-1992
	Map International
	~$1,200,000

	PASS project
	1992-1994 
	World Bank 
	 $450,300 

	ZCAT project
	1993
	World Council of Churches
	 $124,000

	ZUAC project
	1994 
	World Bank 
	 $230,000

	Project MBF & CRS Essential Meds
	1994-1995
	OFDA
	$ 2,310,000 

	PATS I project
	1995-1997 
	European Union 
	$1,320,000

	Ebola outbreak coordination
	1996
	US Government
	 $1,500,000

	Residency project 
	1997-2001
	EZE
	$870,000 

	Family Planning project
	1996-1998
	World Bank & PC (USA)
	$107,000 

	Solidarité Protestant project
	1997-2002
	Belgium Government
	 $4,071,000

	PATS II project
	1998-2001 
	European Union 
	 $730,000




Since 1992, ECC has successfully and quickly handled the distribution of more than $4,000,000 of essential medicines to health zones throughout Congo. This work has included providing assistance to:

$ 	38 health zones in collaboration with MAP International, 1992;
$ 	22 health zones in collaboration with the World Council of Churches, 1993;
$ 	Urban health zones in Kinshasa in collaboration with the World Bank, 1994; and
$ 	46 health zones with displaced persons with the OFDA, 1994-95.

During the Ebola outbreak in 1996, SANRU offices at ECC became the coordination center for all NGO and governmental agencies. This included training and surveillance in collaboration with the Center for Disease Control, handling radio and e-mail services, and coordinating the reception and distribution of two Department of Defense planeloads of medical materials.

Yet while ECC has repeatedly proven its effectiveness in responding to emergency situations, it strongly believes that the best response to the health needs in Congo is to support the functioning of health zones. To this end, ECC has managed projects funded by the European Union and by a Belgian NGO, Solidarité Protestante, to provide assistance to health zones. Currently ECC is providing assistance to 15 rural and 4 urban health zones. This assistance includes management training, supervision equipment, health center repairs, essential medicines and equipment, and cold chain equipment. In addition, ECC coordinates the training of medical residents in Family Medicine at six training hospitals throughout Congo.

There is, however, a need for much more assistance. Reinforcing the capacity of health zones throughout Congo to provide curative, preventive and promotional health services is a long-term solution to the current humanitarian needs in Congo. ECC has demonstrated its willingness and capacity to provide that much needed assistance, both in the context of emergency and development assistance. SANRU III will provide ECC yet another opportunity to provide this much needed assistance throughout Congo. 

D. 	Interchurch Medical Assistance

1.	Background:

Interchurch Medical Assistance (I.M.A.) was formed in 1960 to streamline requests to pharmaceutical manufacturers for donations of pharmaceuticals and medical supplies for overseas mission hospitals and health care programs. 

I.M.A. has forty years of experience in the solicitation, packing, shipping and on-site management of pharmaceuticals and medical supplies for ongoing member-sponsored health facilities, refugee services, and disaster relief programs. In the past five years I.M.A. has received, packed, and shipped medical products valued at $103 million to 99 countries. The I.M.A. Medicine Box, for example, was developed to provide a reliable source of medical products for small overseas hospitals, clinics, and medical missions. One standard 70 lb. Box contains essential medicines and basic supplies to treat 1000 people for up to three months. I.M.A. is usually able to procure 50-75% of the supplies for these kits, at competitive prices; in the U.S. I.M.A. was the procurement agent of essential medicine kits for the ECZORT project, the "little sister" project to SANRU II. At the time, SANRU management described this activity as "the fastest and most efficient procurement activity ever conducted under the SANRU project."

However, while I.M.A. established its reputation as a procurement and logistics specialist, it has in recent years broadened its focus to include program coordination and management. For example, I.M.A. has played a leading role in managing the NGO side of the National Onchocerciasis Control Programme in Tanzania. I.M.A. could provide similar technical assistance to SANRU III, and is also looking forward to expanding its development focus to other technical and management areas.

I.M.A. is registered with USAID in the 2000 "Registry of U.S. Voluntary Agencies." I.M.A. has been directly involved with USAID in several ocean freight reimbursement grants. In addition, several of the I.M.A. member agencies such as Adventist Development and Relief Agency, Lutheran World Relief, United Methodist Committee on Relief, and Church World Service have been involved in USAID-funded projects. The expertise of these member agencies is an important resource to assist I.M.A. in serving as a financial and support link between USAID funding and ECC implementation for SANRU III.

2. 	Strengths of the I.M.A. Organizational Structure for SANRU III:

Organizationally, I.M.A. is a non-profit association of twelve Church-related relief and development agencies. Unlike most NGOs, I.M.A. works wherever possible through the field staff of its Member agencies to achieve its objectives for delivery of project services, monitoring and reporting. In DRC these members include the Adventist Development and Relief Agency (ADRA), American Baptist Churches (USA), Church World Service, Mennonite Central Committee (MCC), Presbyterian Church (USA), and United Methodist Church/GBGM. The work of these member agencies includes the regions of Bas Congo, Bandundu, Kasai Occidental, Kasai Oriental, and Katanga. 

These relationships at the international membership level and at the regional level will be integral to I.M.A. in fulfilling it responsibilities for the successful implementation of SANRU III program activities in three key ways.

First, at the international level, I.M.A. and the Senior Africa Program Desk Officers of its Member agencies who carry program responsibilities in the DRC will hold periodic consultations. I.M.A. will also invite to these meetings representatives of Catholic NGOs with whom it collaborates in other Africa programs, including Catholic Relief Services and the Catholic Medical Mission Board. These meetings will ensure the highest level of communication regarding the work of SANRU III and maximum coordination in the delivery of external resources into health zones of common interest. 

Second, at the health zone level, I.M.A. Member agencies have maintained close partner relationships with the professional health leadership of many of the targeted hospitals and clinics. Accordingly, as the NGO partner in SANRU III, I.M.A. will have immediate credibility with the medical leadership in many health zones, facilitating an effective working relationship based on mutual respect.

Third, as has been the case with other projects, I.M.A. has in hand an agreement with a Member agency, the American Baptist Church USA to have seconded to the Project Dr. William Clemmer.  Dr. Clemmer, already on location in Kinshasa, will serve as the I.M.A. Representative and Senior Technical Advisor for Project Administration to the ECC/SANRU III Staff.

Several key staff at I.M.A. headquarters that have lived and worked in DRC will support the I.M.A. Representative. The President, Paul Derstine, worked in the Bandundu region on assignment with Mennonite Economic Development Associates, Inc. Don Padgett, R.Ph., Director of Pharmaceutical Services created and managed the Central Pharmacy in Kananga. Since the regional pharmacy was developed with assistance from SANRU II, Mr. Padgett has an excellent understanding not only of the working conditions in DRC, but also a valuable and positive collaboration with SANRU. Daniel Metzel, MPA, the I.M.A. Grants Manager, has extensive experience in DRC, and served with ECC as consultant for health zone management in 1995-96.  

To complement its areas of expertise, I.M.A. has identified several SANRU experts based in the U.S. to serve as resource persons to I.M.A. and ECC on a voluntary or consultant basis. Each of these individuals played a key role either in the implementation of SANRU I/II projects and/or in the continuation of SANRU-type assistance after USAID-funding was withdrawn. 

· 	Sambe Duale, project director of SANRU II (1988-1991)
· 	Malonga Miatudila, MOH Representative to SANRU I (1982-84)
·  	Franklin Baer, project manager for SANRU I/II (1982-1991)
· 	Steve Brewster, head of administration for SANRU II (1987-1992)
· 	Ray Martin, USAID PHN officer during SANRU II (1987-1991)
· 	Armand Utshudi, USAID project officer for SANRU I (1982-1986)
· 	Larry Sthreshley, PC(USA) technical advisor to the ECC medical office (1992-2001).

The project will identify a similar pool of resource persons within Congo, especially former Medical Directors of Health Zones. A partial listing of resource persons who have already been contacted and expressed a willingness to assist with SANRU III include:

· Munkatu Mpese, headed Operations Research division of SANRU II; now at OMS
· Kadinda Shadungu, headed Training Div. SANRU I/II, now Dean, Protestant University
· Kasonga Ntambue, headed Infrastructure Div. of SANRU II, now with Oxfam
· Bongo Beni, headed of Supervision Div. SANRU II, now with USAID/DRC
· Bula Bula, management training consultant expert
 
E. 	SANRU III as a Mechanism for Humanitarian Aid and Disaster Response

A functioning decentralized health care system is one of the best ways to prevent and respond to disaster situations. Currently in Congo, with the disruption of agricultural and health systems, people are excessively vulnerable to disease and death. A more accessible and affordable health care system could contribute to the well-being of at risk populations and avert the need for costly disaster responses. 

Usually short term disaster responses are more costly than developing long term health care systems with the capacity to handle the most common disaster situations found in Congo. A functioning health zone would not only have the ability to handle medical needs, but would be able to respond to water, sanitation and acute nutrition rehabilitation needs. It would also have a working logistical system that could facilitate the rapid importation of disaster assistance materials. This is especially true with the SANRU III project since I.M.A. is a part of Brethren Services which stocks and distributes through its warehouse millions of dollars worth of disaster material for OFDA, Lutheran World Relief and World Council of Churches each year.

In response to the current crisis situation in Congo, SANRU will initially concentrate on reinforcing and developing the basic package of primary health care services that affect the primary causes of mortality, e.g., routine immunization services, malaria, control of diarrheal diseases, acute respiratory infection and Vitamin A. Hospital or secondary services and other disease interventions will be progressively added to the program after this initial package of services in established.


II. 	PROJECT DESIGN

A. 	Project Feasibility 

An assessment trip to Congo in June 2000 determined that a SANRU III project was feasible. Despite the serious degradation of the political and health system in Congo during recent years, the potential for a SANRU III project was found to be good for several reasons:

1) SANRU III is consistent with the priority of the Minister of Health (MOH) to reinforce and sustain health zones. The MOH strongly supports the idea of a SANRU III project.

2) Many of the directors of national programs, projects and agencies are former medical chiefs of health zones assisted by SANRU or even former SANRU employees. This should make planning and coordination with national programs much easier.

3) ECC has continued to provide assistance to health zones. For example, ECC currently has a five-year, $5,000,000 project in collaboration with Solidarité Protestante, a Belgium NGO to provide development grants to 15 health zones. SANRU III could build on this initiative to increase the assistance to more health zones.

4) The NGO network has not changed significantly during the past nine years. While it is functioning at a greatly reduced level, the existence of this informal network to get assistance to health zones throughout Congo will be a particular strength of SANRU III.

5) SANRU III could set up “regional” offices in hard to reach areas of the country or work through a decentralized NGO-managed pharmaceutical depot. Several such depots already exist, and there are good candidates in other regions.

6) ECC’s U.S-based partner, Interchurch Medical Assistance, has forty years of experience in the solicitation, packing, shipping and on-site management of pharmaceuticals and medical supplies. Given the importance of creating a functional supply line to health zones, I.M.A. would be an excellent partner for an umbrella-NGO project.

B. 	Project Partners

A unique strength of the ECC and I.M.A. partnership for supporting SANRU III is the ability of the two partners to mobilize a significant network of organizational and human resources to support the SANRU III Program. These resources will include significant participation of the organizations that make up the Association of I.M.A. Member Agencies, along with organizations with whom I.M.A. is collaborating in other disease control initiatives in Africa. The organizational resource network will also include a large number of non-governmental organizations working with the ECC in health zones to be served through the SANRU III Program, organizations with whom the ECC/SANRU Team has maintained positive working relationships over several decades. Significant among these organizational and human resource partnerships are: the following:

1. 	Presbyterian Church (USA): The PC(USA) was the first I.M.A. Member Agency to provide significant support to the SANRU III, Phase I Program by providing a grant of $150,000. This grant enabled the implementing partners (ECC and I.M.A.) to procure two containers of essential medicines that arrived in the DRCongo on February 19. The organization is committed to looking at additional financial support for Phase II activities not supported by USAID funds. In addition, the organization is making a significant commitment to provide the technical expertise of Larry Sthreshley for the life of the Program, particularly to assist in establishing and monitoring the "Group Purchasing System" for essential medicines and medical supplies. The FMV of this technical assistance to be provided by the PC (USA) cannot be valued less than $20,000 annually.

2. 	American Baptist Churches USA: The ABC USA was the second I.M.A. Member Agency to provide significant support to SANRU III Phase I Program by providing the medical and program administrative expertise of Dr. William Clemmer to serve as the I.M.A. Representative and Technical Support person. The FMV of this support from the ABC USA cannot be valued less than $100,000 annually. This level of support is to continue throughout the five-year Phase II Program. In addition the American Baptists, who maintain a database of former and retired volunteers and missionaries to Congo, have agreed to supply additional volunteer and TDY support. For example, Dr Daniel Fountain, who was instrumental in the development of primary health care and health zones in Congo since the 1960s, might be made available as a consultant or trainer.

3. 	Emergency Response Office of Church World Service/U.S. Nat. Council of Churches: CWS ERO coordinates emergency response initiatives for the broad constituency of denominations that form the U.S. NCC, working both domestically and internationally. It also coordinates international emergency and relief activities with the network of agencies that make up the ACT (Action by Churches Together) Association of the World Council of Churches. The Protestant Church of Congo is a member of this network. The CWS ERO is in process of launching a financial appeal in the range of $250,000 among its member denominations for funding to support SANRU III program services, management and implementation activities that fall outside the USAID-funded Program grants.

4. 	Brethren Service Center:  The Brethren Service Center (BSC) is an arm of the Church of the Brethren's Emergency Response Office (ERO), a Member agency of I.M.A. will be the hub to which in-kind donations from various U.S. donors will flow, be packed and shipped.  The BSC has been involved in the shipping of I.M.A. products for more than forty years.  The Center also serves as one of the worldwide regional warehouse sites for the Office of U.S. Foreign Disaster Assistance.  The ERO is expected to be a financial contributor to the Phase I Project, as a Member of the Church World Service constituency that will be coordinating the emergency response appeal for the DRCongo.

5. 	Lutheran World Relief: LWR, another I.M.A. Member Agency, has particular interests in supporting HIV/AIDS prevention and patient care services in the Eastern part of the DRCongo. This emerging project, which will be linked to SANRU work in appropriate health zones, is being partially developed with members of a Task Group of I.M.A. Member agencies and other NGOs (Project Hope, Johns Hopkins University, PACT, and several U.S. pharmaceutical manufacturers).

6. 	Lutheran World Federation: Headquartered in Geneva, the LWF coordinates the worldwide relief and development work of Lutheran agencies in North America and Europe. Its office in Kisangani will be an important coordination link to the SANRU III Program for emergency response program activities in that region.

7. 	Christoffel Blinden Mission: CBM has several programs in process in the DRCongo relative to blindness prevention and control of Onchocerciasis. CBM and I.M.A. are members of the NGDO Coordination Group that is addressing this disease in several countries. Phase III envisions a support for combating this disease in endemic health zones. The partnership with CBM will result in the generation of approximately $12.0 million of donated Mectizan® tablets from Merck & Co. and $550,000 in Oncho funds from the Africa Programme for Onchocerciasis Control (APOC), World Bank and the World Health Organization.

8. 	American Pharmaceutical & Medical Supply Manufacturers: During the five-years of Phase II, I.M.A. anticipates assembling one container annually of essential drugs and medical supplies from U.S. manufacturers (Merck, Bristol-Myers Squibb, Glaxo SmithKline, BD, J & J, Roche, etc. The FMV of these gifts-in-kind will total approximately $4.5 million over the life of the Program.

9.  	Project CURE: Project CURE is a specialized aid group that provides donated medical materials and equipment to needy situations. They do not get involved in projects or in purchasing materials. What makes project CURE special is their size and the fact that they are very professional at what they do. With four warehouses and a volunteer staff of 2,500, they ship around $30,000,000 of supplies a year. It is anticipated that CURE will provide about $1,000,000 of materials for SANRU III to distribute per year.

10. 	MONUC: The United Nations Armed Forces, stationed in the Democratic Republic of Congo has a history of assisting in-country development and relief agencies when mission objectives and timetables concur.   SANRU III has been in contact with the Humanitarian Division of MONUC in Kinshasa to request assistance in transporting project personnel and relief supplies for the Phase I Project to distant health zones. Dr. Clemmer from the SANRU Kinshasa office has been scheduled for an early March flight to the Goma area (accompanied with nine tons of SANRU purchased medicine) at no charge to SANRU III. This single trip will enable SANRU III to save over $36,000 for budgeted freight expenses and put those funds into relief efforts.  Similar shipping services are planned for the Phase II Project.

11.  	Mission Aviation Fellowship:  MAF is a non-profit religious organization with operations in the Democratic Republic of Congo since the 1960s.  Their Kinshasa branch includes 4 single engine planes with pilots, mechanic and support personnel.  MAF’s knowledge of the terrain in rural Congo and ability to get in and out of isolated and remote areas is well known in Congo.  The Congolese government, UN and private organizations have all turned to and benefited from MAF’s expertise during crises such as the Ebola Epidemic, Cholera outbreaks etc. when access to the interior was critical. MAF is an active member of the SANRU team in Kinshasa.  They were instrumental during the selection of phase I and II health zones when issues such as access were discussed and have given SANRU the assurance of their services throughout this program.  We envision utilizing MAF and benefiting from their church based subsidized rates particularly in the delivery of personnel, medicine and relief supplies to the Equateur area of Congo (Karawa, Tandala, Gemena, etc.) and in certain health zones in Bandundu province where land transport is impractical and cost prohibitive.

12.  	Air Serve:  Air serve, another charity based organization is active in coordinating relief efforts in the Eastern health zones of Congo.   Air Serve currently has an OFDA grant for the operation of aircraft for OFDA approved relief efforts in Eastern Congo.   SANRU III has been in contact with Air Serve (Goma and Entebbe offices) and has been given prior approval for flight and logistical support.  SANRU III will utilize Air Serve services in coordination with MONUC for delivery of the above mentioned nine tons of medication to specific zones such as Bunia, Nyankunde, Rethy, etc. for Phase I.  The Air Serve/OFDA Project will result in significant savings for SANRU III, Phase I Project.  Similar Air Serve shipping services are planned to facilitate distribution of drugs in the Phase II Project.

13.  	United States Embassy Kinshasa:  SANRU III, as a USAID funded program has been granted diplomatic immunity from GSO/US Embassy in Kinshasa for the importation of all project related material into the DR Congo.  In addition GSO will assume the logistical, technical and administrative role from the port of entry in DRCongo to Kinshasa  (clearance, exoneration, transport and unloading).  This is a significant cost savings and privilege, which has not been traditionally received for other ECC projects, for which SANRU III is greatly appreciative.

14.  	Catholic Medical Mission Board:  CMMB and I.M.A. have begun exploring ways to collaborate in the provision of GIK medical products in countries of common interest.  The exploratory planning has already resulted in a container, jointly packed by CMMB and I.M.A. for Zambia.  This emerging partnership is expected to expand significantly for the DRCongo, where both organizations have had hospital partners in SANRU-assisted health zones for many years.


C. 	Lessons Learned from SANRU I and II

SANRU III will build on ten years of experience and lessons learned from SANRU I and II. Several lessons learned from SANRU that were important in the design of SANRU III are as follows: 

1. 	Poor communication and transportation systems can facilitate decentralization. 

Another way of saying this is that “the poorer the communication system, the less temptation to over-centralize the process of decentralization.”

Congo successfully decentralized to health districts despite having only six short (and badly maintained) paved roads in the whole country, and a telephone system that worked part-time. However, this weakness became an advantage for decentralization. This expert from “Management and Machiavelli” says it best:

It is arguable that one reason why the Roman Empire grew so large and survived so long - a prodigious feat of management - is that there was no railway, automobile, airplane, radio, paper, or telephone. Above all, no telephone. And therefore you could not maintain any illusion of direct control . . .

While the current division of Congo will make communication and supervision extremely difficult, the history of decentralization and the strong ownership of programs at the health zone level indicate that when given access to resources, health zone personnel can plan and run their own programs.

2. 	A project-of-projects environment can encourage decentralized ownership of primary health care programs and management.

Too much planning for decentralization at the national level can lead to centralized decentralization. On the other hand, a "project of projects" environment can facilitate decentralization without dictating all the implementation details. Each decentralized health zone should pull resources from the project, rather having resources pushed on them. 

SANRU found that this project-of-projects strategy was a more efficient use of resources because it provided assistance as health zones were ready for it, rather than trying to bring everyone up to the same standard before providing a certain type of assistance. This strategy also helps to define the role of project staff as facilitators to get resources to sub-projects, rather than telling sub-projects what to do. SANRU also found that the "fast-track" development of several health districts served as a catalyst and "classroom" for other districts, and create a healthy competition between health districts. 

3. 	Decentralization is power sharing and must accept some diversity of program adaptation and management at the local level.

Many countries have failed in decentralizing their health systems because they have tried to impose one health district model, including program interventions and management procedures, on all health zones. This can result in a situation where the health zone personnel see themselves simply as implementers rather than as planners and managers. As a result, program ownership at the local level is often weak, and programs are poorly adapted to the local context of existing cultural, epidemiological, geographic, and management variables.

The Ministry of Health in Congo has generally been successful in allowing decentralization to develop from a bottom-up or middle-out approach. While the national level is clearly responsible for establishing technical norms and supervising their implementation, it has at the same time allowed a great deal of flexibility and adaptation at the local level in the area of health services delivery and health zone management and co-management in collaboration with NGOs.

D. 	SANRU III and the USAID Action Plan

SANRU III is designed to be a project to assist national programs in implementing policy, protocols, and training at the health zone level. The horizontal and crosscutting nature of SANRU allows it to assist other projects and programs, especially those funded by USAID, to get assistance and interventions to health zones. 

Table 3 illustrates how the integrated approach of SANRU III will assist with the implementation of interventions mentioned in the USAID Action Plan. Proposed interventions that are bolded in the right hand column have been specifically included in the design framework of SANRU III.


	
Table 3: Comparison of SANRU III Components and the USAID Action Plan

	SANRU III
Proposal
	Summary the USAID DR Congo Action Plan for 2001

	
	Component
	Potential
Partners
	Proposed Interventions
(Bolded activities are included in SANRU III)

	Basic Primary Health Care Services
	A. Access to Basic Primary Health Care Services
	SANRU
	- Min. package of MCH services in approx 60 health zones 
- Strengthen HZ management support systems
- Study cost recovery framework

	
	
	SPH
	- Train persons as HZ leaders.
- Provide local, low cost expertise to SANRU

	
	B. Reducing mortality from vaccine preventable diseases
	BASICS

	- Technical support for EPI policy and planning with PEV
- Improve micro-planning, logistics and social mobilization 
- Develop strategies for measles control with ICC
- Strengthen EPI in Bandundu province for HZs

	
	
	CRS
	- Improve EPI services in three HZs in Bas Congo.

	
	C. Polio Eradication
	CRS/SANRU 
BASICS
WHO, UNICEF
	- Grant to SANRU and CRS from CORE Group
- Strengthen Routine EPI services
- Assure quality polio supplementary immunizations.

	Nutrition Promotion
	D. Nutrition 
Promotion
	SPH
BASICS 
	- Technical guidelines for Nut IEC, GMC, Vit A, &  BF
- Distribute Materials/Training Personnel

	
	
	BASICS
	- Promote vitamin A supplementation 

	 HIV/AIDS
 And STIs
	E. HIV/AIDS
 and STIs
	Various 
Groups
	- Surveillance (PNLS, SPH) 
- Behavior Change Interventions (PNLS, UNICEF)
- Social marketing of condoms (PSI)
- Improve management of STIs (PNLS) 
- Care and support activities (Christian Aid)
- Improve blood safety (CRS, Salvation Army)

	Re-emerging Diseases
(TB, Trypano,
Oncho)
	F. Strengthening and Expanding Access to Tuberculosis Care
	TB Coalition for Technical Assistance
	- Training and supervision of providers at all levels
- Improvement of diagnostic facilities
- Enhancing TB communication/care at all levels
- Education of health care workers 
- Monitoring treatment outcomes, and disease trends
- Technical assistance to support the Nat. TB Program

	Malaria
	G. Expanding Access to Improved Case Management and Prevention of Malaria
	WHO/RBM CDC, BASICS
UNICEF
	- Develop/disseminate SCM materials for malaria
- Situation analysis for public-private partnership for ITNs
- NGOs/communities using malaria treatment guidelines
- Support to National Malaria Program

	
	
	SANRU, SPH
	- Support for training of HZ personnel


	HIS, Monitoring and Evaluation
	H. Improving Epidemic Surveillance and Response At the health zone Level
	SANRU
WHO
SPH
	- Provincial EPR training of HZ personnel 
- HZs provide weekly epidemic report 
- Contingency stocks of EPR medicines. 
- Internet connectivity in selected SANRU sites
- Evaluate WHO Epidemic Preparedness and Response training

	
	Monitoring and Evaluation 
	USAID, but integrated into each project
	- Childhood Immunization coverage within HZs
- Polio immunization of NIDs and acute flaccid paralysis
- Vitamin A supplementation in selected HZs
- Expansion of Functional HZs
- Disease surveillance with weekly reporting 
- Food security and nutrition with quarterly reports 

	Water & Sanitation
	
	SANRU, EHP
	- High priority water and sanitation interventions


E. 	SANRU III Project Goals and Objectives

The overall goal of SANRU III will be to strengthen and sustain the capacity of health zones for the management of priority PHC program interventions and support systems. Program components and objectives are summarized in Table 4. 

	Table 4: Log Frame Summary of SANRU III Project Components and Objectives

	Project Component
	Overall Objective for this Component

	Minimum Package Of PHC Activities:
	To increase the capacity of health zones to provide minimum packages of activities (PMA) for primary health care, including- basic curative care- immunizations- growth monitoring- prenatal care- safe deliveries- family planning- health education

	HIV/AIDS and STIS 
	Increase the capacity of health zones to combat HIV/AIDS and STDs 

	Nutrition 
	Improve and promote nutritional interventions to decrease childhood morbidity and mortality

	Re-Emerging Diseases
	Increase the capacity to control Tuberculosis, Trypanosomiasis and Onchocerciasis in health zones where these are priority diseases.

	Malaria: 
	Promote an appropriate diagnosis, treatment and prevention for malaria at the household, community, health center and hospital levels.

	Water and Sanitation
	Reduce the prevalence of water-born disease by increase access to potable water and clean village programs.

	Planning and Management
	Promote the development of transparent management systems together with the participating communities

	Training and Supervision
	Reinforce the health zone capacity for local training for specific program interventions and for supervision-formation to personnel.

	Financial Sustainability:
	Improve the sustainability and financial accessibility of health services

	Behavior Change Communications
	Reinforce the capacity of HZs to encourage behavior change communications

	Essential Drugs and Medical Materials System
	Increase population access to a secure supply of essential medicines

	HIS, Monitoring And Evaluation
	Improve data collection, analysis and decision-making for the HIS as part of local planning and operations research.



F. 	Project Logical Framework

The project logical framework (see Table 5) summarizes the project objectives, activities, and indicators. Details for each component are provided in Section III: Primary Health Care Priority Interventions and Section IV:  Health Zone Support Systems.
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	Table 5: Logical Framework for SANRU III

	Specific Objectives
	Activities
	Indicators

	MINIMUM PACKAGE OF PHC ACTIVITIES:

To increase the capacity of health zones to provide minimum packages of activities (PMA) for primary health care, including

- basic curative care
- immunizations
- growth monitoring
- prenatal care
- safe deliveries
- family planning
health education

Note: Additional information for sub-component objectives, activities and indicators for PMA will be provided during the development of the first annual detailed implementation plan.
	· TA (with BASICS and EHP) to revise protocols for basic package of PHC services
· Revise essential drug list be consistent with the basic package of PHC services 
· Provide a minimum package of equipment to health centers, hospitals and health zone offices that supports the minimum package of primary health care and selected program interventions.
· Reinforce the EPI cold chain 
· Provide a mini-kit of low cost essential small equipment to all health centers
· Provide training in equipment maintenance where appropriate
· Facilitate the ordering and purchasing of essential medicines for PMA
· Training health center personnel in program interventions for PMA
· Increase the capacity of health zones to provide quality supervision
· Provide funding to HZs for minor rehabilitation of selected health centers and hospitals
· Reinforce the referral system, including a feed-back system between hospital and health centers
Collaborate with CRS and Core Group to  reinforce Polio immunization activities
	· Percentage of children age 12–23 months who are fully vaccinated (against the five vaccine-preventable diseases) before the first birthday
· Percentage of children age 12–23 months who received a measles vaccine
· Percentage of mothers with children age 0–23 months who received at least two tetanus toxoid injections before the birth of their youngest child
· Percentage of children age 0–23 months who were born at least 24 months after the previous surviving child 
· Percentage of children age 0–23 months whose births were attended by skilled health personnel
· Percentage of mothers of children age 0–23 months who know at least two signs of childhood illness that indicate the need for treatment
· Percentage of sick children age 0–23 months who received increased fluids and continued feeding during an illness in the past two weeks
· Number of health centers rehabilitated and/or equipped for PMA
· % of functional health centers, i.e., with all components of PMA functional 
· Couple years of protection
· Utilization rate for basic curative care services at health centers
· Number of patient referred from health centers to the hospital

	HIV/AIDS AND STDS: Increase the capacity of health zones to combat HIV/AIDS and STDs 
		
	· AIDS testing for blood transfusions
· STD counseling and treatment
· School and church-based education
· Education and counseling with military and sex workers
· Treatment of HIV+ births
· Home-based orphan care and support: 
	· Percentage of health institutions with HIV kits.
· Percentage of population STD treated.
· Number of condoms distributed
· Percentage of mothers with children age 0–23 months who cite at least two known ways of reducing the risk of HIV infection

	NUTRITION 
Improve and promote nutritional interventions to decrease childhood morbidity and mortality
	· Train health center personnel in the new national nutritional guidelines and health education materials, e.g., breastfeeding, complementary feeding, growth monitoring, nutrition counseling, and vitamin A.
· Introduce the HEARTH concept and method in selected health zones. Share the results of this approach at the Nat PHC conference.
· Disseminate nutritional educational materials to health zones and health centers.
· Procure and distribute hanging balances and  nationally approved road-to-health charts
· Encourage community-based IGAs and garden projects (community or individual) to improve nutritional diversity at the home level.
· Collaborate with BASICS and CEPLANUT in the development of guidelines, materials and in conducting nutritional surveys.
	· Percentage of children age 0–23 months who are underweight (-2 SD from the median weight-for-age, according to the WHO/NCHS reference population)
· Percentage of children age 0–5 months who were exclusively breastfed during the last 24 hours
· Percentage of children age 6–9 months who received breastmilk and complementary foods during the last 24 hours
· Percentage of health centers with a staff person trained in the new national nutrition guidelines and materials.
· Percentage of children 0-35 mos that participate in a growth monitoring in last 3 months.
· Percentage of mothers who receive nutritional counseling for children 0-35 months who have not gained weight since last weighing.
· Percentage of health zones that include Vitamin A supplementation as part of routine PHC services (or at least as part of NIDS). 
· Percentage of children 6-24 months have received Vitamin A supplementation.
· Number of health zones to introduce the HEARTH methodology.
· Percentage of mothers who ate the same or more food during last pregnancy.

	RE-EMERGING DISEASES: 
Tuberculosis:
Increase the capacity of rural health zones to assure the application of PNLT: Programme Nationale de Lutte contre le Tuberculose
	· Confirm with microscopy at least 75% of suspected pulmonary TB cases
· Treat 100% of recognize positive cases 
· Cure at least 80% of recognized treated patients 
· Train personnel to diagnose and treat tuberculosis 
· Supply health centers with laboratory equipment 
· Supply health centers with anti-tuberculosis medicine 
· Provide TA with IEC campaign in communities 
· Supervise health centers
· Support activities of information collection system and evaluate detection methods and treatment.
	· % of population in targeted areas treated per year
· % of health center following PNLT program
· Number of cases detected
· % of population covered by PNLT program 
· Number of trained nurses and doctors
· Number of laboratory equipment distributed
· Number of days stock out for anti-tuberculosis medicine
· Number of new cases of tuberculosis / 100.000 inhabitant per year
· % of TPM+ / pulmonary tuberculosis
· % of cured tuberculosis case among treated ones.

	Trypanosomiasis:
1) Identify new cases through active and passive screening activities (depistages)
2) safely and effectively treat existing cases
3) prevent new cases.

	· Support rural-based mobile health teams, enabling them to visit random villages and identified epi-centers on a regular basis for screening programs.
· Implement standard and national treatment protocols in such areas and provide the means for an affordable and safe treatment 
· Sensitize communities to dangers and prevalence of this disease and provide the means to limit the transmission and spread of sleeping sickness. 
· Provide resources for the fabrication and distribution of tsetse fly traps.
	· Number of HZs provided with funding and material for screening and number of persons screened in those zones
· Amount and value of medication and treatment material provided to each zone
· Morbidity and mortality figures related to treatment and percentage of facilities (reference hospitals) utilizing standard treatment protocols
· Number of health zones provided with traps, quantity of traps and areas (number of villages) of distribution
· (Epidemiology) incidence of disease over a five-year period in supported health zones.

	Onchocerciasis:
Improve and organize through BNLO (Bureau National pour la Lutte contre l'Onchocercose) the distribution of Ivermectin
	Onchocerciasis:
· Identify health zones with Onchocerciasis.
· The Rapid Epidemiological Mapping of Onchocerciasis (REMO) in the health zones in which they work.
· Coordinate Rapid Epidemiological Assessment (REA) in suspected endemic areas.
· Prepare proposals for submission to the DRC/NOTF and APOC/WHO.
· Train Health Trainers and Community Distributors.  
· Ensure delivery of Mectizan from the National Medical Stores Department /NOTF) to the ultimate distribution points.
	· Number of patients coming to health facilities complaining of itching dermatitis
· Surveys to determine of the % of skin snip positive in a population sample
· Extent of repopulating of previously abandoned fertile areas of land
· Survey to determine level of larvae in vector


	MALARIA: 
Promote an appropriate diagnosis, treatment and prevention for malaria at the household, community, health center and hospital levels.
	· Personnel of health institutions of the rural health zones will be trained for malaria diagnosis and treatment for simple and complicated cases.

· IEC training will be conducted at the community level to promote appropriate home treatment, encourage environmental management (EM) of vector and increase utilization of ITNs.

· The project will test distribution of impregnated nets in rural areas primarily in target populations of malnourished children and pregnant women.

· Provide first line treatment for children with BL.
	· Percentage of children age 0-23 months who slept under an insecticide-treated net (in malaria risk areas) the previous night

· % Of children with fever seen at health centers that receive an appropriate treatment.

· % Of target households that have an impregnated net in the rural test areas.

· Number of Burkitt's Lymphoma (BL) patients seen at the health facilities

· Malaria prevalence in children from random surveys

	WATER AND SANITATION:
Reduce the prevalence of water-born disease by increasing access to potable water and clean village programs.
	· Training (or retraining) of water/sanitation coordinators
· Provision technical and IEC materials
· Water/Sanitation Assessments
· Co-Funding of Simple Water Systems
· Clean Community Awards
	· Percentage of mothers with children age 0–23 months who report that they wash their hands with soap/ash before food preparation, before feeding children, after defection, and after attending to a child who has defecated
· Percentage of children who had diarrhea in the past two weeks
· Number of people trained in water and sanitation
· Number of villages that complete a clean village program
· Number of springs capped and wells repaired
· Percentage of the population with access to potable water

	PLANNING AND MANAGEMENT: Promote the development of transparent management systems together with the participating communities
	· Training in planning and management of health zone support systems
· Organization of health zone management structures, e.g. health zone council
· Improvement of PHC services management through Operations Research
· Improvement management of the communication system between health zones and depots
	· % of health zones Conseil d’Administration that held a meeting during the last year.
· % of health center committees that function adequately.
· % of health zones that use Operations Research to improve management of PHC services
· % of HZ and depots with a functional radio phonie system

	BEHAVIOR CHANGE COMMUNICATIONS:
Reinforce the capacity of HZs to encourage behavior change communications
	· Distribute reference libraries to health centers, health zone offices, and nursing schools 
· TOT for BCC for HZMT and/or ITM members
· Develop, with BASICS, interventions/messages for EPI, nutrition, and malaria.
· Develop community mobilization for Protected Villages (EPI) and Clean Villages (W/S).
· Develop/test, with BASICS, ways to motivate health workers to improve case management and effective communication with caretakers.
	· % of health centers with a minimum package of health education/BCC materials 
· % of health centers and BCZS with a PHC reference library
· % of health zones with a person trained in BCC 
· % of health centers with a BCC plan that targets mothers both at the health center and community levels.

	TRAINING AND SUPERVISION: 
Reinforce the health zone capacity for local training for specific program interventions and for supervision-formation to personnel.
	· Train health center personnel in program interventions, e.g., malaria, nutrition, TB, etc.
· Train health zone management team members in support components, e.g., TOT, EPR, and W/S
· Train HZ personnel in Quality Supervision, i.e., on-site training, monitoring, and using data for decision-making
	· Number of persons trained 
· % of health centers with staff trained to provide the MPA
· % of functional health centers, i.e. with 5 components of PMA working at an adequate level.
· % of health centers that receive a supervision visit per 3 mo.
· % of health centers with a visible monitoring systeM

	FINANCIAL SUSTAINABILITY:
Improve the sustainability and financial accessibility of health services
	· Distribution system for low-cost essential medicines and medical materials: 
· Train key personnel in material, financial and human resource management: 
· Operational research to improve access for the poor: 
· Micro projects to support health care services:
	·  Increase the percentage of hospitals that are 70% operationally self-financing and health centers that are 80% operationally self-financing by 5% per year for the five years of the project.
· Improve average utilization of the health system by 5% per year for the five years of the project.
· Start an average of two micro projects per health zone per year for each year of the project.

	Essential Drugs and Medical Materials System
Increase population access to a secure supply of essential medicines

	· Purchase and distribute essential medicine kits for hospitals and health centers 
· Establish six decentralized drug depots stocked with drugs for the health center kits. 
· Initiate a progressive cost recovery system 
· Facilitate group purchase orders every six months at the depots or directly with Kinshasa
	· Percentage of the SANRU assisted health centers with at least one month’s stock of the five most used drugs 
· Percentage of reference hospitals buying their drugs through the group purchase system
· Number of functional drug depots

	Monitoring & Evaluation: 
Improve data collection, analysis and decision-making for the HIS as part of local planning and operations research.
	· Knowledge, Practice & Coverage Surveys
· Management Assessment Capacity of HZs
· Health Center Monthly Reports
· Health Zone Quarterly Reports
· Wall-Chart Graph (Tableau du Bord)
	· % of health centers with a visible monitoring system.
· % of HZ that have submitted a quarterly HIS report
· health zone management capacity indicators for support system
· Composite Performance Index for HZ Mgmt teams






G. 	Selection and Clustering of Health Zones

The Brooke Amendment currently blocks most USAID assistance to or through the Ministry of Health. As a result health zones assisted by SANRU III must be managed or co-managed by an NGO. ECC managed a similar project in parallel to SANRU to provide assistance to and through forty NGO-managed health zones. The funding source for that project, called ECZORT, required that all assisted health zones be officially registered as an NGO with USAID. 

According to the MOH 119 health zones are currently receiving “structural” health zone wide assistance from a partner agency (see Table 6). 

	Table 6: Current and Proposed Assistance to Health Zones

	Partner Agency
	Assisted Health Zones
	Assisted by SANRU I/ II
	Possible for
SANRU III

	MSF-Belgium
	19
	3
	1

	Memisa –Belgium
	18
	11
	6

	Solidarité Protestante/ECC
	16
	12
	12

	PATS/EU
	44
	6
	5

	FOMETRO
	12
	2
	1

	BDOM or CRS
	8
	2
	

	Horizon Santé
	7
	0
	

	Salvation Army
	4
	0
	

	WHO
	4
	0
	

	Medicus Mundi
	3
	2
	

	Other Partners
	28
	7
	5

	Other Health Zones
	
	61
	51

	Total
	119
	100
	81



The SANRU III project design is budgeted on providing assistant to a mix of sixty “currently assisted” and “not-assisted” health zones. There are several advantages to this approach:

1) Almost all of the current projects are scheduled to end (or to be re-negotiated) in 2001 or 2002. Most currently assisted health zones are not receiving sufficient assistance. Given the comprehensive and integrated approach of SANRU III could play an important role to complete, increase and improve development assistance to health zones.

2) Thirty-nine (33%) of the 119 currently assisted health zones were at one time assisted by SANRU I/II. Working with some of these health zones will provide an opportunity for to build on a previously established and positive relationship.

3) SANRU III could expand assistance from a “currently-assisted” health zone to neighboring “not-assisted” health zones and create a zonal cluster that shares training resources. The SANRU I/II experience in using this approach was quite positive.

The SANRU staff has quantified the selection process by a point allocation system as outline in Table 7. The selection criteria give priority to health zones that have large populations, are densely populated and have increased vulnerability due to war and displacement (see Figure 2). 

	Table 7: Criteria for Health Zone Selection for SANRU III
(Maximum de 21 points)

	Vulnerability
1) Relatively Low
2) Moderate
3) High
4) Very High
5) Extremely High
	Development Partner
0) Existing Partner with “Global Assistance”
1) Shared Partners SANRU III
2) No Partner with “Global Assistance”

	Population Size
1) <100,000
2) 100,000-199,999
3) 200,000-299,000
4) >=300,00
	Population Density
1) 5-19 /km2
2) 20-39 /km2
3) 40-99 /km2
4) >=100 /km2

	Assistance by SANRU I/II
0) Not assisted by SANRU I/II
1) Assisted by SANRU I/II
	Presence of a Nursing School
0) None
1) A3?
2) A2

	Other Factors (1 pt. each)
1) ECC community
1) IMA partner
1) Potential Hub for Cluster of HZs


	
SANRU staff have already held several meetings with the MOH and USAID (March/April 2001) to prepare a tentative list of 80 health zones from which the 60 could be selected (see Figure 3 and Annex A). All 80 health zones are officially recognized and sanctioned by the MOH. The map indicates the type of NGO working in each health zone. The 80 health zones include:

· 46 health zones with a protestant hospital managed by an ECC community
· 12 health zones with a catholic hospital managed by BDOM 
· 16 health zones with a government hospital co-managed by BDOM 
· 1 health zones with a government hospital co-managed by ECC
· 1 government-managed HZ assisted via a neighboring ECC-managed HZ
· 4 health zones with a government hospital managed by other NGOs;

The selection of the sixty health zones to be assisted will be completed during the first quarter of the project and take into account the location of other organizations currently operating in country, e.g., European Union, ECHO, the Belgian Cooperation and CRS.

The MOH database currently lists identifies 306 (and sometimes 307) health zones. There is a proposal to update the delimitation of health zones to create more than 400 health zones. This would bring the health zones in line with population growth since 1983 and within administrative boundaries. As this change takes place, SANRU III will rework its assistance package and budget to accommodate the change. For example, it is already generally recognized and agreed that the health zone of Vanga could justifiably be divided into two health zones -- Vanga and Sala. SANRU III assistance to Vanga health zone, which has already begun with phase 1 activities, will be expanded accordingly to include both health zones.  A similar situation is known to exist in the health zone of Kasongo Lunda, which will probably be divided into the health zones of Wamba Luadi and Kasongo Lunda. 

SANRU I/II played a leading role in planning and implementing the MOH delimitation of health zones in 1983-1984. SANRU III will be well positioned to facilitate the proposed expansion and creation of new health zones. SANRU III will co-finance regional conferences to ensure that the re-delimitation of health zones is a participatory process.

Figure 2:  Vulnerability of Health Zones
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H. 	Funding Mechanisms for SANRU III

SANRU III, as a “project of projects,” will provide assistance to health zones according to their specific health zone plans and according to their capacity to manage resources. The funding mechanisms will include:
 
1) Grants in US Dollars. This mechanism may be used for advanced health zones who have completed an annual (or multi-year) health zone action plan/budget and who have the capacity and structure to adequately manage and report on the use of dollar funding. Based on the plan and budget, SANRU III will release a six-month advance of assistance in the form of pharmaceutical credits, commodities and dollar funding. The NGO partner managing the health zone will provide quarterly activity and financial reports to justify funds expended and to request a subsequent three months of funding. The NGO will also contract for an annual audit of its project management.

2) Regular Annual Grants. This funding mechanism will apply to developed health zones who have prepared an annual health zone action plan and budget that includes a budget column for each partner who is assisting that health zone. Based on the plan and budget, SANRU III will release a six-month advance of assistance in the form of pharmaceutical credits, commodities and funding (dollars or local currency). The health zone will provide quarterly activity and financial reports to justify funds expended and to request an additional three months of funding. SANRU III will send project personnel or contract with local auditing firms to perform an audit of the health zone as deemed necessary.

3) Funding by Activity. This mechanism will be used for developing health zones that have not completed a health zone action plan and budget. Based on their short-term planning, SANRU III will provide assistance on an activity-by-activity basis in the form of pharmaceutical credits, commodities and local currency. Assistance may also be provided by a neighboring mentor health zone, e.g., facilitate training of health center personnel for a health zone that does not yet have its own training capacity. The health zone will provide quarterly activity and financial reports to justify funds expended and to request assistance and/or funding for further activities. Within one year, these health zones should be ready to receive a regular annual grant. SANRU III may send project personnel to perform an audit of the health zone if deemed necessary.

SANRU I/ II was well known as national resource for primary health care reference and health education materials. Almost all of these materials are produced in Congo, e.g., at Kangu-Mayombe. SANRU III will continue this policy of providing free and subsidized health education, reference and training materials to health zone and nursing schools across Congo.



III. 	 PRIMARY HEALTH CARE PRIORITY INTERVENTIONS

A. 	Basic Primary Health Care Services and Vaccine Preventable Diseases

1. 	Rationale:

The International Rescue Committee (IRC) mortality survey estimated that 34% of the excess deaths are among children under 5 years of age and in some insecure areas 30-40% of the excess deaths occur among children under 2 years.  Almost all of these deaths are due to preventable endemic and epidemic illnesses. Mortality from vaccine preventable diseases (especially measles, pertussis, and neonatal tetanus) is very high in the DRC. The DRC, with one of the largest remaining reservoirs of wild poliovirus in the world, is key to the eradication of polio in Africa. Improved national immunization coverage will prevent many childhood deaths.

2. 	Background:

The Ministry of Health has defined a minimum package of activities (MPA) for primary health care services that emphasizes routine immunizations, basic curative care including treatment of malaria and diarrhea, immunizations, nutrition promotion including growth monitoring, antenatal care including family planning, and health education. 

The provision of these services by a health center to the population in its catchment area has traditionally defined a “functional” health center.

The referral system existing in the health zone is the best method to assist rural population effectively as they are transferred from a health center to a reference health center and if needed to a general hospital of reference. This can be possible only if these institutions are functioning properly.

3. 	Major Actors:

USAID (through BASICS and Catholic Relief Services) and UNICEF are the major donors of the EPI. BASICS provides support to the national program in developing annual plans, training, EPI information, and social mobilization. UNICEF’s technical support is in the areas of logistics and vaccine procurement. UNICEF is providing or will provide support to reinvigorate EPI services in the provinces of Katanga, Kasai Occidental, South Kivu, Kasai Oriental (2001), and Maniema (2001).  In addition, USAID, in 2000, provided initial funding to CRS to reinforce EPI in 3 health zones in Bas Congo.  

4. 	SANRU’s Role:

SANRU will provide the necessary support that will improve the Minimum Package of PHC Activities (PMA) in health zones. SANRU’s strategy calls for the distribution of equipment, medications, providing training, and supervision of all activities conducted in the health zones – SANRU will also assist the health zones in their evaluation.

During the first project year, SANRU III will focus on a basic package of primary health care services that affect the primary causes of mortality, e.g., routine immunization services, malaria, control of diarrheal diseases, acute respiratory infection and Vitamin A.  Hospital or secondary services and other disease interventions will be addressed once the basic PHC package is being delivered as widely as possible. 

5. 	Major Elements: Objectives and Activities

The objective is to increase the capacity of the health zones to provide minimum packages of activities for primary health care. Major activities for this component will: 

· Coordinate technical assistance (with BASICS and EHP) to revise protocols for basic package of PHC services
· Revise essential drug list be consistent with the basic package of PHC services 
· Provide a minimum package of equipment to health centers, hospitals and health zone offices that supports the minimum package of primary health care and other selected program interventions.
· Reinforce the EPI cold chain at the health zone level, and for NGO-managed PEV “antennas.”
· Provision of contraceptives for “desirable births” program
· Provide a mini-kit of low-cost essential small equipment to all health centers
· Provide training in equipment maintenance where appropriate
· Facilitate the ordering and purchasing of essential medicines for PMA
· Training health center personnel in program interventions for PMA
· Increase the capacity of health zones to provide quality supervision
· Provide funding to health zones for minor rehabilitation of selected health centers and hospitals
· Reinforce the referral system, including a feed-back system between the hospital and health centers
· Collaborate with CRS and Core Group is reinforcing Polio immunization activities
· Printing of PMA materials, e.g., growth monitoring charts, PEV technical guidelines, and BCC support materials.

Reinforcing the capacity of health zones for routine EPI programs will be the priority activity during year one of SANRU. In addition to SANRU III funding under the cooperative agreement, USAID is also making resources available to SANRU-assisted health zones via a $2.5 million grant to UNICEF. The SANRU staff has prepared a procurement plan for essential medicines and EPI equipment (refrigerators, vaccine carriers and disposable syringes) for project year one.

USAID has earmarked $200,000 of funding for SANRU III for Polio Plus activities. The project will use these funds to procure cold chain equipment and to organize the training of health zone personnel in the planning and management of EPI activities.

6. 	Indicators

a.  	KPC 2000+ Indicators

· Percentage of children age 12–23 months who are fully vaccinated (against the five vaccine-preventable diseases) before the first birthday
· Percentage of children age 12–23 months who have received a measles vaccine
· Percentage of mothers with children age 0–23 months who have received at least two tetanus toxoid injections before the birth of their youngest child
· Percentage of children age 0–23 months who were born at least 24 months after the previous surviving child 
· Percentage of children age 0–23 months whose births were attended by skilled health personnel
· Percentage of mothers of children age 0–23 months who know at least two signs of childhood illness that indicate the need for treatment
· Percentage of sick children age 0–23 months who received increased fluids and continued feeding during an illness in the past two weeks

b.	     Other Indicators

· Number of health centers rehabilitated and/or equipped for PMA
· Percentage of functional health centers, i.e., with all components of PMA functional 
· Couple years of protection
· Utilization rate for basic curative care services at health centers
· Number of patient referred from health centers to the hospital 


B. 		Nutrition Promotion

1. 	Rationale

Malnutrition, including protein-energy and micronutrient deficiencies, are widespread and contribute both directly and indirectly to excess mortality, particularly in children. The number of malnourished children under 5 years of age has increased tremendously in recent years in the DRC, especially in rural communities. Nutrition habits have also changed in recent years and are contributing partially to the present problem.

2. 	Background

Protein-energy imbalances and micronutrient deficiencies are widespread and a matter of major public health concern.  The national nutrition agency (CEPLANUT) indicates that protein-energy malnutrition prevails among preschool children 0-5 years at rates of 6.5% for acute malnutrition, 27.1% for chronic malnutrition and 24.4% for underweight children. Many women and children are iron-deficient, with consequent retarded physical growth and lower cognitive abilities.  Iodine deficiency rates have been curbed from 42% in 1993 to 5% in 1998 (goiter prevalence), which demonstrates a capacity for positive change (UNICEF).  Anecdotal reports from field visits suggest that some mothers do not exclusively breast-feed during the first 6 months, which contributes to increased rates of malnutrition and disease.

The 1998 National Vitamin A Deficiency Prevalence Survey (MOH/ UNICEF) revealed 61% subclinical VAD (serum retinol <0.7uM) and 22% severe deficiency (serum retinol <0.35uM) in children 6-36 months of age.  This survey revealed that VAD prevalence in the DRC is among the highest in the world (highest is Zambia with 66% VAD).  Vitamin A Deficiency can cause an increase in child mortality by 23-26%, particularly when combined with other factors of accelerated impoverishment, conflict and population displacement, as is occurring in Congo. Vitamin A distribution was included with polio sub-NIDS for the first time in January 1999.  The distribution in August 2000 achieved an estimated >75% coverage nationally.

The USAID Action Plan cites several nutritional surveys have been recently completed in eastern Congo and Kinshasa.  The results suggest that malnutrition is on the rise, particularly amongst displaced and the urban poor.  A survey completed by CEPLANUT in Kinshasa in June 2000 revealed that 24% of households have caloric consumption less than 1000 kcal/person/day and 53% consume only between 1000 – 1800 kcal/person/day.  Malnutrition rates in the Ituri region are, “close to catastrophic”, according to relief workers operating in the northeastern part of the country (NRC 7/00).  Realizing that these are not representative of national nutritional status, the following table shows results from several recent nutritional surveys:

	Table 8: Results of Selected Nutritional Surveys


	Region
	Source
	Date
	Results:

	
	
	
	Moderate
	Severe

	Masisi – Kitshanga
	MSF
	4/00
	12.8%
	9.4%

	Goma- Mugunga
	SCF UK
	5/00
	10.9%
	2.6%

	Ituri
	NRC
	2/00
	11.6%
	9.1%

	National
	CEPLANUT
	1995
	6.1%
	3.5%



3. 	Major actors

BASICS in collaboration with CEPLANUT (now PRONANUT) has helped the MOH to develop a national nutrition policy, to provide recommendations on mechanisms to improve organizational efficiency, and to prepare a nutrition action plan/program. Vitamin A supplementation was added to polio NIDs in 1999 and 2000, with reported coverage in 2000 exceeding 75%. BASICS has also piloted vitamin A supplementation into routine PHC services through health facilities in three health zones. UNICEF is now planning to organize a second dosing of children with vitamin A (following the recommended interval of 6 months) in February 2001 and again in February 2002.  UNICEF is also supporting a national salt iodization program and some breastfeeding promotion activities.  Growth monitoring is a standard part of well child services in functioning health centers.

4. 	SANRU’s Role

SANRU will assist the MOH’s national nutrition program to disseminate guidelines and materials for nutrition promotion to health zones. SANRU will provide funding to health zones to train health center personnel in nutrition promotion. 

The following nutrition-related interventions are crucial for the populations at risk in the DRC.
 
· Breastfeeding and complementary feeding: These practices can reduce the risk of diarrheal and acute respiratory and diarrheal mortality several-fold, and also reduce malnutrition among the under two-year olds.
· Vitamin A: Vitamin A supplementation is a highly cost-effective, high mortality-reducing payoff intervention for the 6-59 month age group.
· Assuring dietary adequacy in the populations at high risk: This involves adequate nutrition surveillance and monitoring in both food-assisted and non-food assisted populations.

SANRU will also encourage and support community-based nutritional activities, such as the HEARTH methodology. HEARTH is a community-based nutritional rehabilitation 

The HEARTH strategy is based on identifying and promoting the good feeding practices of positive deviant mothers, i.e., poor mothers who have well‑nourished children. The strategy includes a two‑week period of home‑based teaching and coaching of mothers to feed their under nourished children an enriched porridge made of locally available foods. In some programs, HEARTH children also receive vitamin A, iron supplements and an anti‑helminthic treatment.

In Mozambique, for example, World Relief demonstrated that the HEARTH model is a cost‑effective community‑based model for sustainable rehabilitation of malnourished children. Over 80% of children who attended two‑week HEARTH cycles attained adequate growth with an average weight gain of 471g.
5. 		Major elements

a.	Objectives


· Train at least one person per health center in SANRU-assisted health zones in the new national nutritional guidelines and health education materials.
· Increase the number of children 0-35 months who participated in a growth monitoring session during the last 3 months.
· Increase the number of mothers receiving nutritional counseling for children 0-35 months who have not gained weight since last being weighed.
· Increase the number of children 0-4 months exclusively breastfed from 15.8% to 30%
· Increase the number of health zones that include Vitamin A supplementation as part of routine PHC services (or at least as part of NIDS). 
· Increase the number of children 6-24 months who have received Vitamin A supplementation.
· Develop, with BASICS and PRONANUT, tools for promoting the consumption of Vitamin A rich foods.
· Encourage several health zones to introduce the HEARTH methodology for community-based treatment of nutritional problems.
· Improve the nutrition of pregnant and lactating mothers, e.g., increase the number of mothers who ate the same or more food during last pregnancy.
· Encourage iron supplementation for pregnant women as part of prenatal care.
· Promote general usage of iodized salt
· Develop, with BASICS and PRONANUT, technical guidelines and tools for integrating nutritional interventions with other PHC activities, e.g., growth monitoring and health education.

b. 	Activities

Major activities will include:

· Train health center personnel in the new national nutritional guidelines and health education materials, e.g., breastfeeding, complementary feeding, growth monitoring, nutrition counseling, and vitamin A.
· Introduce the HEARTH concept and method in selected health zones. Share the results of this approach at the National PHC conference.
· Disseminate nutritional educational materials to health zones and health centers.
· Procure and distribute hanging balances and nationally approved road-to-health charts
· Encourage community-based income generating activities (IGAs) and garden projects (community or individual) to improve nutritional diversity at the home level.
· Collaborate with BASICS and CEPLANUT in the development of guidelines, materials and in conducting nutritional surveys.

6.	Expected results and indicators

a.	KPC 2000+ Indicators:

· Percentage of children age 0–23 months who are underweight (-2 SD from the median weight-for-age, according to the WHO/NCHS reference population)
· Percentage of children age 0–5 months who were exclusively breastfed during the last 24 hours
· Percentage of children age 6–9 months who received breastmilk and complementary foods during the last 24 hours

b. 	Other Indicators:

· Percentage of health centers with a staff person trained in the new national nutrition guidelines and materials.
· Percentage of children 0-35 months who participated in a growth monitoring session during the last 3 months.
· Percentage of mothers who receive nutritional counseling for children 0-35 months who have not gained weight since last being weighed.
· Percentage of health zones that include Vitamin A supplementation as part of routine PHC services (or at least as part of NIDS). 
· Percentage of children 6-24 months who have received Vitamin A supplementation.
· Number of health zones to introduce the HEARTH methodology.
· Percentage of mothers who ate the same or more food during last pregnancy.


C. 	HIV/AIDS and STIs

1. 	Rationale

The sero-prevalence of HIV/AIDS in the Democratic Republic of Congo officially estimated at 5.4%. But because of the countries size, it has some of the highest number of people affected by the disease in the world. There are 1,100,000 HIV/AIDS infected people in DRC and 680,000 AIDS orphans. With all the socio-politico-economical problems that this country is facing the need for strong action is urgent and must be generalized.

2. 	Background

The DR Congo made early gains in the fight against AIDS. In the 80s programs were started to educate the population and promote the use of condoms. Targeted programs were started with prostitutes and other high-risk groups. Because of these programs, the HIV positive rate was held down in the urban areas and actually reduced in some high-risk populations. And because of the poor road system and lack of an infrastructure in the countryside, AIDS did not spread excessively into the rural areas as it did in much of Africa. 

Unfortunately in the 90s many of the programs started in the 80s closed or greatly reduced their activity. It is not really clear what is happening with AIDS at this time. With the level of poverty the highest it has ever been in DR Congo and the extreme decline in health services, it is assumed that AIDS is much worse than expected. Many young girls have turned to prostitution for survival in most cities and towns throughout the country and STIs go undiagnosed or untreated.

The war has added new dynamics into the spread of AIDS. Military and rebels, accused of raping women, has added another channel for distribution of the HIV/AIDS virus into rural populations. The displacement of people has also made matters even worse.

With all that the people are suffering in DR Congo, worrying about AIDS has become a low priority for many. Studies have shown that even among those that understand well the transmission of the virus, there is reluctance to change behavior. 

3. 	SANRU=s Role and Strategy

SANRU will work with existing organizations and independently to restore a behavior-changing understanding of AIDS in rural areas. It will work through health institutions, schools and churches to educate the population.  Health institutions will be trained in how to run programs to effectively diagnose, treat and counsel people with STIs. SANRU will provide HIV test kits and condoms to support these programs.

4. 	Objectives and Activities

SANRU III's objectives for this component will be to: 

· Reduce the sero-prevalence of HIV/AIDS and STIs among the population. 
· Increase the population's knowledge about ways HIV/AIDS and STIs are transmitted.
· Increase the nurses' knowledge about diagnosis and treatment of STIs.
· Have safe blood transfusions in all health zones assisted by SANRU

Major activities of this component will concentrate on the following:

AIDS testing: Testing for blood transfusions and for people at risk is a key for stopping the spread of AIDS. Currently many of DR Congo=s hospitals have no testing capability or the cost of testing is prohibitive for extensive use. This project will provide AIDS tests and confirmation tests to all reference hospitals.

STI counseling and treatment: Patients with STIs are four times more likely to contract and spread AIDS than the general population. SANRU will provide the drugs, counseling materials and training for nurses for these activities.

Health worker protection and post-exposure prophylaxis: Because of the lack of gloves and other barrier materials, health workers are excessively exposed to AIDS.  Doctors and nurses are dying after years of training and experience. SANRU will provide the drugs needed for post-exposure prophylaxis to reduce AIDS infection after pinpricks,  rapes and other know exposures.

Nurses will be trained and given education materials to use for educating  and counseling students, military and sex workers about AIDS. They will also be trained for the promotion of care and support programs by the community for AIDS patients and AIDS orphans.

Indicators for this component will include:

· Percentage of health institutions with HIV tests
· Blood screened for HIV
· Number of the patients treated for STIs
· Number of condoms distributed
· Number of nurses trained in diagnosis and treatment of STIs.
· Percentage of mothers with children age 0B23 months who cite at least two known ways of reducing the risk of HIV infection.


D. 		Re-Emerging Diseases: (Tuberculosis, Trypanosomiasis, Onchocerciasis)
	
1. 	Rationale

Diseases such as Trypanosomiasis, Tuberculosis, and Onchocerciasis are re-emerging as major health problems in the DRC. Merely a decade ago, the incidence of Tuberculosis was stable and other diseases such as Sleeping Sickness were quiescent and thought to be eradicated. Today these are all increasing in alarming numbers and are among the leading causes of morbidity and mortality in the DRC. Without screening, prevention and early diagnosis and treatment, these numbers and subsequent mortality rates will rise dramatically.

2. 	Tuberculosis

a. 	Background

The Ministry of Health has been involved in developing and instituting a national Tuberculosis program over the past 20 years. The most recent protocol (PNLT) instituted in 1996, based on the DOTS strategy (direct observed and short course treatment) is consistent with international strategies and recommendations. However, as noted in the USAID 2001 Action Plan, “only 45-50% of the country is currently covered” and those are largely in urban or select areas. Cure rates (60%) fall short of international set standards (85%).

In essence, internationally recognized and approved protocols have been adopted, but the implementation of these screening, diagnostic and treatment modalities is severely lacking. SANRU III will enable the implementation of such protocols and strategies in all adopted health zones.

b. 	Other Partners and Projects

Many international NGOs have identified Tuberculosis as a major health crisis in the DRC. Multiple ONGS, in particular the Damian Foundation and Anti-TB league are active in select areas of DRC, including the capital city of Kinshasa where they have made significant progress in implementing national strategies. Other NGOs such as Solidarity Protestant, MEMISA, and MSF have been instrumental in providing diagnostic equipment, medication and technical personnel in select geographic areas.

c.	SANRU III’s Role and Strategy

SANRU III supports the National Tuberculosis Program (NTP) of the DRC. We recognize the effectiveness of the DOTS strategy and the need for uniform protocols in DRC. SANRU’s role will be the implementation of such strategies in rural health zones. Project resources will be used to print and disseminate internationally approved standards, provide training in screening and diagnosis, and equip health centers and reference hospitals with necessary screening and diagnostic material. Lastly, the medication and operational support provided by SANRU III to these institutions should provide the means for affordable and accessible treatment.

The costs of this program will include printing and distribution of current national protocols (NTP) and dissemination to over 1200 health clinics and hospitals; training of key personnel in the diagnosis, screening and treatment of Tuberculosis; diagnostic and treatment related equipment; and subsides for treatment and follow-up of positive cases

In the short-term, the project will promote the adoption of a uniform strategy in adopted health zones with respect to the diagnosis and management of TB. This will include the training of key personnel and equipping of facilities. At the same time, epidemiological data may show an initial increased incidence of TB in rural settings due to enhanced diagnostic and reporting modalities.

In the long-term, through implementation of the DOTS strategy and provision of affordable treatment, 90% coverage will be achieved within five years and a reversal of the escalating rise of Tuberculosis in DRC.

Follow-up and supervision as envisioned in SANRU III will help to measure the impact of such assistance and reverse this explosive trend in the interior of the DRC.

d. 	Major Elements: Objectives, Activities and Indicators

The objective of this component will be to increase the capacity of rural health zones to assure the application of the National Program to Combat Tuberculosis (PNLT). Major project activities for this component will include:

· Detect the maximum cases of pulmonary TB which are 75% microscopic tested positive 
· Treat 100% of recognized positive cases 
· Cure at least 80% of recognized treated patients 
· Train personnel to diagnose and treat tuberculosis 
· Supply health centers with laboratory equipments 
· Supply health centers with anti-tuberculosis medicine 
· Provide TA with IEC campaign in communities 
· Supervise health centers 
· Support activities of information collection system and evaluate detection methods and treatment.

Indicators for the Tuberculosis component will include:

· Percentage of population in targeted areas treated per year
· Percentage of health centers following PNLT program
· Number of cases detected
· Percentage of population covered by PNLT program 
· Number of trained nurses and doctors
· Number of laboratory equipment kits distributed
· Number of days stock out for anti-tuberculosis medicine
· Number of new cases of tuberculosis / 100.000 inhabitant per year
· Percentage of TPM+ / pulmonary tuberculosis
· Percentage of cured tuberculosis cases among treated ones.

3. 	Trypanosomiasis
 
a. 	Background

Ten years ago, Trypanosomiasis was thought to be eradicated in many areas of the DRC, and its incidence in others was extremely low. Today it is re-emerging as a major public health risk and cause of significant morbidity and mortality in rural areas of the DRC including Bandundu, Equateur and Katanga provinces. Its resurgence in Bas Congo and even the capital city of Kinshasa is alarming. In Vanga health zone the number of Trypanosomiasis cases have escalated steadily during a recent five-year period. 

Reported Cases of Sleeping Sickness
in Vanga health zone (per year)
					1992		16 cases
					1993		61 cases
					1994		98 cases
					1995		154 cases
		1996		426 cases 

b.	Other Partners and Projects

As in the case of tuberculosis, national protocols and treatment strategies have been developed in cooperation with International NGOs (FOMETRO, Cooperation Belge) and the Ministry of Health. Private and church organizations such as Tear Fund have been involved in screening (depistage), prevention (Tsetse fly traps) and the installation of decentralized treatment facilities. However most health zones are beyond the reach of such assistance and have seen an alarming resurgence of this fatal disease.
	
c. 	Issues 

Trypanosomiasis is a priority public health problem in certain health zones in DR Congo. Its subtle clinical signs, insidious and chronic course, and complicated and costly treatment continue to challenge local efforts to combat this disease.

d. 	SANRU III’s Role and Strategy

SANRU III will provide the means in selected health zones to 1) identify new cases through active and passive screening activities (depistages); 2) safely and effectively treat existing cases; and 3) prevent new cases.

Identification of new cases is a significant challenge. The signs and symptoms of sleeping sickness can be evasive for years, while the body’s central nervous system is slowly degenerating and the host (patient) serves as a reservoir for new cases. Therefore one significant challenge is to attract a relatively asymptomatic population to visit distant and expensive health care facilities to be examined. 

SANRU will seek to support rural-based mobile health teams, enabling them to visit random villages and identify epicenters on a regular basis for screening programs.

Treatment of Sleeping Sickness is not without risk. The only two drugs known to eradicate the organism from the brain and spinal fluid are themselves quite toxic. In some treatment facilities in Central Africa there have been reports of a 15-20% mortality rate from treatment alone. A significant challenge therefore is to convince infected as yet asymptomatic patients with few resources, to come to a regional center to be hospitalized and treated with medication that is potentially fatal. SANRU III recognizes the need to implement standard and national treatment protocols in such areas and provide the means for an affordable and safe treatment 

A third objective is prevention of new cases. SANRU III will sensitize communities as to the dangers and prevalence of this disease and provide the means to limit the transmission and spread of sleeping sickness. In addition resources will be allocated towards the fabrication and distribution of tsetse fly traps. 

The costs of this component will require the following kinds of input:

	1)	Disease Surveillance: Support of mobile teams and diagnostic and screening materials in 30 health zones;
	2)	Treatment Costs: Hospital based treatment including anti-parasitics and helminthes, accepted therapeutic regimens, diagnostic and follow up procedures; and
	3) 	Prevention: Printing and distribution of educational material, training sessions, procurement of fly traps.

e.  	Program Objectives will include:

· 50% of health zones will have mobilized teams to sample random and at risk populations in order to quantify the incidence of Trypanosomiasis in rural areas of RDC (completed assessments)
· 100% of all identified health zones “at risk” will be provided with treatment materials and medication
· 50% reduction in the mortality related to treatment by adoption of national standard
· 50% of all health zones provided with tsetse fly traps 
· 50% reduction (over a five year period) of the incidence of Trypanosomiasis

f. 	Indicators

· Number of health zones provided with funding and material for screening and the number of persons screened in those zones
· Amount and value of medication and treatment material provided to each zone
· Morbidity and mortality figures related to treatment and percentage of facilities (reference hospitals) utilizing standard treatment protocols
· Number of health zones provided with traps, quantity of traps and areas (number of villages) of distribution
· (Epidemiology) incidence of disease over a five-year period in supported health zones.

4. 	Onchocerciasis

a.  	Rationale

The DRC faces a staggering resurgence of Onchocerciasis with recent estimates showing more than 3 million persons in need of treatment. With the entry of Merck & Co.’s Mectizan (ivermectin) for use in the treatment, prevention and eradication of Onchocerciasis, it becomes incumbent upon the world community to do everything possible to follow the APOC/WHO global initiative for the control and eradication of a devastating disease.  This disease not only can shorten a patient’s life but also the sequelae of the untreated disease can cause disfiguring skin manifestations and is a common cause of blindness in Sub-Saharan Africa.

b.  	Background

I.M.A. is a member of the international initiative to control Onchocerciasis and has significant experience in African countries implementing national programs to fight this devastating disease.  I.M.A. is represented on the international Non-Governmental Development Organization (NGDO) Coordination Group as the Vice-Chair of the group this year. 

I.M.A.’s involvement in facilitating a national program for the treatment of Onchocerciasis began in Tanzania in 1994.  I.M.A. has become the lead NGDO and provides Technical Assistance to the Ministry of Health.  I.M.A. also serves as coordinator for the three other NGDOs (SSI, HKI and CSSC) working in the various foci in which Onchocerciasis exists. 

In the NGDO Coordination Group, I.M.A. has worked in cooperation extensively with CBM, who is the lead NGDO in the treatment of Onchocerciasis in the DRC.

c. 	SANRU III’s Role and Strategy

SANRU III will support the fundamental principles of the National Onchocerciasis program in DRC, (BNLO, Bureau National pour la Lutte contre l'Onchocercose) and APOC/WHO. SANRU III is concerned about the longer term public health effects if this disease is not checked and considers the cost would be staggering in terms of human suffering and disability if the disease is not treated. SANRU III would, by virtue of its coordination and advisory capacity, would be a member of the National Onchocerciasis Task Force (NOTF). 

This strategy will result in 1) cessation of the progress toward blindness; 2) reduction in the level of microfilariae in the human population; 3) reduction in  the level of microfilariae in the vector; and 4) restoration of the skin to its original state.

An anticipated project investment of $270,000 for Onchocerciasis control in selected health zones would bring treatment to over 500,000 persons. In addition, it is estimated that the establishment of a program of this magnitude in SANRU III will leverage an additional $500,000 in grant funds from APOC (the African Program for Onchocerciasis Control) and up to 9.5 million dollars of donated Mectizan tablets from Merck and Co during this five year program.

d.	Major Actors

Because partnerships are very important in the DRC to make programs function properly, the following organizations will play a significant part in the Onchocerciasis program:

· National Onchocerciasis program (BNLO, Bureau National pour la Lutte contre l'Onchocercose)
· Joint Action Forum (JAF) – an annual assembly of the donors, ministers and NGDOs.
· World Bank Trust Fund
· WHO for the international program
· APOC for international program management
· Technical Coordination Committee (TCC), which approves all country-level programs.
· DRC/NOTF, which coordinates the country-level programs.
· CBM, which is the lead NGDO to provide technical assistance to the DRC/NOTF.
· Merck & Co., Inc., the donor of Mectizan®
· Mectizan Expert Committee, to manage the scientific data.
· Mectizan Donation Program, to coordinate the donations of Mectizan

e. 	Program Objectives, Activities and Indicators

The project objectives for the Oncho program will include: 

· Advocacy for the program to personnel at all levels of the health infrastructure.
· Appropriate health education to the members and leaders of the targeted communities.
· Annual distribution of ivermectin to the targeted endemic population using Community Designed Treatment with Ivermectin (CDTI).



SANRU III would take the initiative to facilitate the following:

· Identification of health zones with Onchocerciasis.
· Rapid Epidemiological Mapping of Onchocerciasis (REMO) in SANRU-assisted HZs
· Coordination of Rapid Epidemiological Assessment (REA) in suspected endemic areas.
· Preparing proposals for submission to the DRC/NOTF and APOC/WHO.
· Training of Health Trainers and Community Distributors.  
· Ensuring delivery of the Mectizan from the National Medical Stores Department /NOTF) to the ultimate distribution points.

Indicators for the Onchocerciasis program will include:
· Number of patients coming to health facilities complaining of itching dermatitis
· Surveys to determine of the % of skin snip positive in a population sample
· Extent of repopulating of previously abandoned fertile areas of land
· Survey to determine level of larvae in vector

E. 	Malaria

1. 	Rationale

Improved malaria treatment and prevention are an important issue in the Democratic Republic of Congo. The Ministry of Health (MOH) and CDC estimates that in a total national population of 46.7 million there are each year 2.87 million clinical cases and 200,000 deaths. Each child is believed to suffer a range of 6-10 fever episodes a year mainly attributed to malaria. Other studies believe that these estimates are far below what is actually happening. The average incidence is probably well over one episode of illness per year and the deaths could be more than double what is reported.

2. 	Background

Recognizing the need for broader societal support for malaria control, WHO in 1999 launched the Roll Back Malaria initiative (RBM), which DRC is joining in a regional effort. This new strategy takes the four elements of the global malaria control strategy, prompt and effective treatment, selective vector control, epidemic surveillance and control, capacity building, and adds two more important elements: developing partnerships and focused research. The RBM program has stimulated a lot of work on malaria in DRC in recent years. Currently the national treatment protocols are being revised and several pilot projects for ITN distribution are taking place. 

This last year PNLP, CDC and BASICS have conducted drug resistance tests in Kinshasa.  Cloroquine resistance has risen to 38% in Kinshasa and is over 50% in the Eastern part of the country. A major change in treatment patterns is needed to address the problem. This will take mass training throughout the country to implement.

ITN programs have been started in Kinshasa and select sites in other parts of the country. Congo is an ideal place to do ITN programs because of the high incidence of malaria and the fact that the mosquitoes that are there bite mostly at night. Some of the projects are working fairly well but could be improved. Other programs, like the distribution of nets in Kisangani after the battle last year failed miserably. More research needs to be done on how to best distribute ITNs in Congo. This is especially true in the rural areas.

Since malaria is hyper-endemic in most of the DRC, it follows that there would be a high prevalence of Burkitt’s Lymphoma, a highly malignant cancer of children. There is a low cost and effective treatment, which can cure the disease in many cases. This treatment can be incorporated in the general treatment program of the health facilities.

3. Major actors 

Partnerships are especially important in DRC where the PNLP and some other government institutes have the technical knowledge, but the vast majority of health services are provided by individual private clinics, mission hospitals, NGOs, pharmacists, private drug sellers in markets and traditional healers. Major partners with SANRU III in this area are:
 
· PNLP - MOH National Malaria Control Program
· RBM - WHO Roll Back Malaria program
· USAID
· BASICS
· CDC
· BDOM/CRS
· SPH
	
4. 	SANRU role and strategy
	
SANRU III will support the fundamental principles of PNLP in an integrated approach to Malaria control. It will train health workers at all levels to appropriately diagnose and treat malaria using the new guidelines. It will also promote the early identification and treatment of malaria in the home. It will research environmental management (EM) of vectors where appropriate in high-density population areas. ITNs will be tested in rural conditions and promoted if they are found to be effective.

5. 	Major elements
	
Objectives: 

· Train at least one person from every health center in SANRU supported health zones in appropriate diagnosis, treatment and prevention for malaria.
· Distribute ITNs in 80% of target homes in select health zones within three years.
· Assure that appropriate drugs for malaria are available in all SANRU supported zones within one year.
 
Activities:
 
· Personnel of health institutions of the rural health zones will be trained for malaria diagnosis and treatment for simple and complicated cases.
· IEC training will be conducted at the community level to promote appropriate home treatment, encourage EM of vector and increase utilization of ITNs.
· The project will test distribution of impregnated nets in rural areas primarily in target populations of malnourished children and pregnant women.
· Provide first line treatment for children with Burkitt's Lymphoma.

6. 	Indicators 
	
a. 	KPC 2000+ Indicators

· Percentage of children age 0-23 months who slept under an insecticide-treated net (in malaria risk areas) the previous night

b. 	Other Indicators

· % Of children with fever seen at health centers that receive an appropriate treatment.
· % Of target households that have an impregnated net in the rural test areas.
· Number of Burkitt's Lymphoma patients seen at the health facilities.
· Malaria prevalence in children from random surveys.

7. 	Issues

The use of Insecticide Treated Nets in rural populations with very poor transportation and communication is problematic. Dissemination of nets is probably possible because of high perceived need, but the retreatment of the nets would probably be low. For this reason PermaNets will be tested in this project. Even though these nets are new and have not been extensively tested, indications are that they will last at least twice as long as regular treated nets before needing retreatment. These nets will first be promoted and distributed in three or four zones. Every six months a small study will be conducted to see how effective the nets remain at killing mosquitoes. 

The cost of the nets to the zone level is $5.60 per net. They will be sold to the general population for about cost. A system will be developed so that the target population will be able to buy the nets at a reduced cost. One example of how this might work would be that the consultation fee that women pay for prenatal care would be subtracted from the cost of the net. The cost recovery for the nets for the SANRU project will be the same as for the medicine kits. The first year it will be 20% with 15% more each year for the life of the project.

Malnutrition and micronutrient deficiencies have a large effect on the mortality rate of Malaria. Studies in Papua New Guinea have shown up to a 30% reduction in mortality when vitamin A supplements are given. UNICEF studies conducted in 1998 found that the vitamin A deficiency in DRC is among the highest in the world. Vitamin A supplements and other nutrition activities included in the SANRU project will have a major effect on the mortality from Malaria.

F. 	Water and Sanitation

1. 	Rationale

The need for improved water supply systems is the #1 felt need of rural communities. However, only 14% of the people have access to safe water. The emergency situations in some health zones have increased the outbreaks of water and sanitation-related diseases, e.g., cholera.

2. 	Background

Water and sanitation is one of the eight essential components of primary health care as defined at Alma Ata in 1978. This component can best be achieved as part of an integrated program rather than as a separate vertical program. 

The national health strategy for Congo has in the past stated that all interventions should be initiated at the community level through a village development committee and that a water/sanitation coordinator should be part of the health zone team
				
A functioning health zone would not only have the ability to handle medical needs, but would be able to respond to water, sanitation and acute nutrition rehabilitation needs. It would also have a working logistical system that could facilitate the rapid importation of disaster assistance materials. 

This is especially true with the SANRU III project since I.M.A. is a part of Brethren Services which stocks and distributes through its warehouse millions of dollars worth of disaster material for OFDA, Lutheran World Relief and World Council of Churches each year.

3. 	Other Partners and Projects

Traditionally, at least four ministries in Congo have claimed responsibility for water/sanitation, including the ministries of Health, Rural Development, Mines & Energy, and Environment. During SANRU II, frequent governmental transfer of responsibility for water quality between ministries resulted, for example, both the Ministries of Health and Environment claimed responsibility for water control and rural sanitation agents, thus causing confusion as to who was responsible for implementation.

SANRU II adopted a strategy (see Table 9) for coordination of partner agencies that recognized the interest areas and comparative advantages of each ministry. This approach succeeded in establishing a clear mandate for the Ministry of Health (and SANRU) to implement a national PHC strategy that included simple water/sanitation systems (spring capping, VIP latrines and village sanitation programs)

Table 9: Coordination of Water & Sanitation in Zaire (1985)
	
	Rural Population
	Urban Population

	Simple 
Water/Sanitation Systems
	Ministry of Health
(via health zones)
	Ministry of Health
( via health zones)

	Complex 
Water Systems
	Ministry of Rural Development
	Ministry of Mines & Energy

	Complex 
Sanitation Systems
	Ministry of Environment
	Ministry of Environment



This high level intersectoral coordination worked well because it provided the Ministry of Health with the mandate to use simple water & sanitation interventions as an entry point in developing primary health care, without making it dependent on the pace of development within the other ministries. 

4. 	SANRU III’s Role and Strategy

SANRU III will sensitize communities to the importance of community action to improve access to clean water and to teach preventive practice that will reduce the incidence of waterborne diseases. SANRU's strategy will be to assist health zones in establishing a capacity (i.e., training a health zone water/sanitation coordinator) for implementing simple water/sanitation interventions such as spring capping, shallow wells construction, rainwater catchment, latrine construction and village sanitation programs. 

If more complex interventions, such as adduction systems and drilled wells are required, SANRU will try to link the health zone with another partner or project that can provide the technical assistance and financial support for such a project, e.g., the National Service for Rural Water (SNHR), TEAR fund, Oxfam, and other NGOs (Bwamanda well-drilling teams).

At one time most health zones had a water and sanitation coordinator trained by the SANRU I/II projects. This was a three part training program developed in collaboration with WASH, i.e., three two week training sessions separated by at least six months of implementation. A refresher course for existing Water and Sanitation Coordinators would be an appropriate starting point for this training. Given the environmental nature of this work, this training would best be done at the health zone level with participants grouped by region or sub-region.

5. 	Major Elements: Objectives and Activities

The water and sanitation objective for SANRU III will be to increase population access to potable water and to promote the organization of clean village programs. Specific objectives will include:

· 60 health zones will have trained Water and Sanitation Coordinators
· 1500 villages will have completed a clean village program
· 1500 water sources (springs) will have been built or rehabilitated
· 500 wells and pumps will have been rehabilitated

Major activities of this component will include

1)  	Training (or retraining) water/sanitation coordinators: SANRU I developed a national training team and a three part training program for water and sanitation coordinators in collaboration with the Water and Sanitation for Health (WASH) project. The training curricula and training team will be updated in collaboration with the Environmental Health Project (EHP). 

2)  	Provision of technical and IEC materials. SANRU II, in collaboration with WASH and Kangu/Mayombe developed two flipcharts for community sensitization of water and water and sanitation, spring capping, and pump maintenance. SANRU III will contract with Kangu to reprint these materials, and make them available to all health zones.

3)  	Water/Sanitation Assessments: Water and Sanitation Coordinators will be trained and encouraged to complete an assessment inventory of water and sanitation systems in collaboration with community development committees or community leaders. The assessment will identify water/sanitation health risks by community and provide the basis for developing a water/sanitation action plan for the health zone. The assessment may also include, if required by USAID regulations,testing for arsenic, coliform bacteria and nitrite/nitrate.

4)  	Co-Funding of Simple Water Systems: Based on the assessment and action plan developed by the health zone, SANRU III will provide funding for selected materials for simple systems, e.g., cement and plastic pipe. Participating communities will provide sand, haul rocks, dig trenches, and transport materials. The health zone will provide the salary for the water and sanitation coordinator. SANRU will also provide, as part of the supervision subsidy, an allocation for supervision and transportation of water/sanitation activities.

5)  	Clean Community Awards: SANRU III will encourage health zones to organize clean village (and protected village) campaigns. This would not be a competition, with a limited number of winners, but rather a campaign to reward all villages that successfully meet the following criteria for a clean village, e.g., 90% of households have a functional pit latrine; 75% of households have access to safe water; and 75% of households have easy access to properly maintained rubbish pits. Villages who successfully meet and maintain these criteria would receive a “clean village” flag to display in their village. An annual monitoring by the health center and village development committee would measure if they maintain the standard. Successful villages could then be provided with an annual “merit badge” to indicate the continuation of their work. A village that does not meet the criteria would be put on “probation” and given three months to correct problems.

The project will train water and sanitation coordinators to organize this program and provide the banners and annual merit badges for program implementation.
 	
6.  	Indicators

a.  	KPC 2000+ Indicators:

· Percentage of mothers with children age 0–23 months who report that they wash their hands with soap/ash before food preparation, before feeding children, after defection, and after attending to a child who has defecated
· Percentage of children who had diarrhea in the two weeks

b. 	Other Indicators:	
·  Number of people trained in water and sanitation
·  Number of villages that complete a clean village program
·  Number of spring capped and wells repaired
·  Percentage of the population with access to potable water 


IV. 	HEALTH ZONE SUPPORT SYSTEMS

A. 	Planning and Management
	
1. 	Rationale

A functional health system and primary health care program requires not only priority program interventions, but also adequate support systems to deliver those interventions to the target population. 

2.  	Background

Typical support components that are required are shown in the following table:

	
Table 10: Support Components for a Primary Health Care System

	
Support Component
	
Definition

	Planning
	Health planning is the process of defining community health problems, identifying needs and resources, establishing priority goals, and setting out the administrative action to reach those goals.

	Personnel Management
	Personnel management includes activities, which relate to recruiting, hiring and supporting staff, and defining the roles of the individual. It also refers to standard procedures related to compensation, benefits, and work schedules.

	Supervision
	Supervision is the process of directing and supporting staff so that they may effectively perform their duties. Supervisors provide leadership, support, guidance, training, and assistance in the identification and solution of problems so that service quality and effectiveness may continually improve. 

	Training
	Training is the process of improving the knowledge, skills, and competencies of health workers at both the health facility and community levels.

	Information Management
	An information system is organized around key indicators that measure a program's progress toward its goals. It is a systematic way of collecting, reporting, and using data for decision-making at all program levels.

	Logistics & Supply
	Logistic systems deal with the procurement, storage, and tracking of supplies and equipment, including the cold chain, pharmacy, and use/maintenance of vehicles.

	Financial Management
	Financial management includes management of and accountability for program finances, budgeting for planned activities, and, in some programs, cost recovery, fund-raising or petty cash management.

	Operations Research
	Operations Research is a problem-solving management and research tool for problem identification, solution development and solution validation.

	IEC & Community Organization
	Community organization is the involvement of the community in the design, planning, promotion, or delivery of health enhancing activities, including home visits, community councils, and health education.



3. 	Major actors

Every national program is a player in planning and managing of PHC services. Each national program must include program interventions and support systems for its interventions, e.g., malaria, tuberculosis, nutrition, and family planning. It is usually justifiable to have a separate program and support system at the national level. However, the creation of separate support and supervision systems at the local level can result in wasted resources and duplication of efforts. 

4. 	SANRU role and strategy

The health zone concept in Congo was designed to decentralize and integrate the planning and management to the local level, and thereby avoiding duplication of support systems for program interventions. SANRU will build on the health zone management concept by providing health zone management teams with training in all the support systems. 

5. 	Major elements: 	Objectives, Activities and Indicators

Training modules for the planning and management of support systems were developed during SANRU I/II, and updated several years ago. SANRU III will collaborate with UNIKIN to organized a national pool of former MCZS and consultant trainers to provide this training at a national or regional level.

Some support systems that will receive special emphasis are discussed in other sections of this proposal, i.e., financial sustainability; essential drugs and medical materials system; training and supervision; and monitoring and evaluation. Other major activities will include:

· Training in planning and management of health zone support systems
· Organization of health zone management structures, e.g. health zone council
· Improve the management of PHC services through Operations Research
· Improve the communication system between health zones and depots

The SANRU I project had considerable success in promoting Operations Research (OR) in collaboration with PRICOR (Primary Health Care Operations Research). SANRU III will train health zone management teams to use OR as a management tool to improve PHC services. OR results will be featured at national PHC conferences. Indicators for this component will include:

· % of health zone administrative councils that held a meeting during the last year.
· % of health center committees that function adequately.
· % of health zones that use Operations Research to improve management of PHC services
· % of HZ and depots with a functional radio phonie system

B. 	Financial Sustainability

1. 	Rationale

One of the greatest weaknesses of health projects and institutions in Congo is the lack of financial sustainability. They function as long as there is outside funding, but as soon as that funding stops or decreases, the programs or institutions begin to fail. In order to have a lasting positive impact on health, a program must incorporate cost recovery, good management incentives and possibly complementary economic activities from the beginning.

2. 	Background

Congo has a long history of cost recovery in its health care system.  Mostly because of a lack of governmental support, Congo’s health system is primarily based on fee for service. This compares favorably to many countries in Africa that are economically better off than Congo, but which have less than 50% operational self-sufficiency in their health system. Moderately well run hospitals in DRC have 60% to 70% self-sufficiency and health centers are 80% to 100%.  To achieve this high level of cost recovery, the total cost to the patients in hospitals is from $10 to $20 per patient and in health centers it is $2 to $3 per patient. By western terms this is very small, but in DRC this is a price barrier that many cannot support. 

Much research and many experimental projects for sustainability have been conducted in DRC. There was a series of REACH (Bitran 1986 and Vian 1987) and PRICOR studies conducted in the 1980's that detailed the strengths and weaknesses of the DRC health system. At the time it was found that operational self-sufficiency at well functioning hospitals was 78% and at health centers 96%.  Several health zones have experimented with insurance programs and co-payment systems to increase access to the poor, such as the programs of Bwamanda, Bokoro and Casop.  A study by Donald Shepard in 1989 found insurance programs to be helpful, but felt that pre-paid programs that were linked to health institutions were more appropriate. What can be concluded from most of the research and experiments is that the improved management of materials, finances and human resources will have the greatest impact on sustainability and lowering the cost of health care. And even greater gains can be made when management improvements are combined with effective means testing for better access by the poor  and community involvement.

Several health zones and health institutions have attempted to improve sustainability through starting other non health care related activities. Sometimes this has involved projects like a corn mill at the hospital or an agricultural project run by hospital staff. Usually this sort of activity does not help sustain the health institution, and often even ends up being a money loser. There are many examples, however, where the community has organized itself to provide a field for the health center worker and help him or her with the heavy labor involved or has volunteered their time to produce something for the support of the health center. These activities have been key in keeping health personnel in rural areas and reducing the cost of health care.


3. 	Other Partners and Projects

SANRU has been involved with several partners in this area. Some of the key associations have been with OXFAM, CRS, BDOM and GTZ.

4. 	Strategy

SANRU III will work to improve the sustainability and financial accessibility of health services in DRC by the following means:

· Develop an effective distribution system for low-cost essential drugs and medical materials.
· Train key personnel in material, financial and human resource management.
· Conduct operational research to develop ways the health system can better address the needs of the poor.
· Offer catalyst money to motivate communities to start micro projects to support health care services.

5. 	Objectives and Activities

The sustainability objectives of the SANRU III project are as follows:


· Increase the percentage of hospitals that are 70% operationally self-financing and health centers that are 80% operationally self-financing by 5% per year for the five years of the project.
· Improve average utilization of the health system by 5% per year for the five years of the project.
· Start an average of two micro projects per health zone per year for each year of the project.

Activities for achieving sustainability objectives:

a. 	Distribution system for low-cost essential medicines and medical materials: 

There are several levels of sustainability that are addressed in the essential medicine program. The project will distribute medicine kits to hospitals and health centers, stock regional drug depots with up to 50 essential medicines and offer a group purchasing system.  At the hospital and health center level it is assumed that they will not be able to achieve much more than a 70% to 80% level of operational sustainability by the end of the project and that currently it is much lower than that. So the drug kit system for these institutions starts out at a 20% recovery and builds up to 80%.  The program also requires them to put aside the money for group purchases of drugs for the rest of their drug needs (the drug kit program only covers 10% to 30% of their drug needs).  At the drug depot level, the goal is to have them100% self-financing by the end of the project.  At the beginning they will have a 50% subsidy.  The money credited for the sale of drug kits is not directly related to the drug depots. The depots are there to cover the short term drug needs of the institutions.  It is hoped that the hospitals and larger health centers will eventually do most of their purchasing through the group purchasing system witch will give them the lowest cost for drugs. The group purchasing system is designed to be self-financing from the beginning.  The details of the essential drug program are explained in the next section. 

b. 	Train key personnel in material, financial and human resource management: 

Two or three upper level managers of each health zone will be trained in material, financial and human resource management at regional training events. At the health zone level there will be training for the head nurses of each health center in the same subjects.

c. 	Operational research to improve access for the poor: 

Many health institutions in Congo have developed ways to improve access to the poor of their community. These sites will be identified and operational research conducted to identify what works best in the cultural context. Results from these studies will be presented at the annual conferences and be used to improve the management training of health personnel.

d.	Micro projects to support health care services: 

The SANRU project will make available $300 per micro project to encourage communities to develop activities to support health activities. This might be for something like tools and seeds for a community to start a field where the produce is sold to pay the salaries of the health center.  Projects will need to come from the community and be submitted through the health zone to the Central Coordination of the project before implementation.


C. 	Essential Drugs and Medical Materials System

1. 	Rationale

Having a consistent low-cost system of drug purchasing for health institutions in Congo has always been a problem.  Many government and church programs have been started and failed.  Until recently the most reliable method was through a group purchasing system run by the Catholic Missions, but even that is not functioning as well as it did.  Presently just about every institution is left to find their own way of getting medicines. This system is very expensive and wasteful. 

2. 	Background

ECC and the SANRU project have had a long history of assisting health zones and institutions.  During the 80's it provided an essential drug distribution system as part of the $36 million USAID project that helped develop 90 health zones in Congo. In recent years they have emphasized the distribution of essential medicines, because it was seen as a key element in the maintaining health services in Congo. In the early 90's they managed a $250,000 drug distribution program for Church World service and another one of about the same size for MAP International.  In the mid 90's they managed two OFDA programs totaling around two million dollars worth of drugs.  These programs assisted 35 health zones and the city of Kinshasa with drugs delivered directly to the health zones and drug management training. During this same period there were two DOD flights of medical materials that were distributed to health zones.  In recent years ECC has been assisting 26 health zones with comprehensive assistance packages of essential medicines, medical materials and training.

An important lesson learned from the past twenty years of experience that drug systems fail when they are based exclusively on central depots and on independent rolling stocks at institutions.  Central depots with comprehensive stocks do not work because stocking costs and periodic inappropriate purchases cause the operating cost to exceed what the market can support.  Rolling stocks always get depleted in favor of salaries so that eventually the stock is too small to support regular periodic purchases.

A system of drug purchasing that has worked in Congo for many years has been centralized group purchasing.  Pere Mulie, a Catholic priest who specialized in medicine importation, ran a program for decades based on this system with only a 21% margin over IDA prices for transport and handling.  During the OFDA program, ECC imported more than 20 containers for even less of a margin than Pere Mulie.

3. 	Other Partners and Projects

There are numerous partners working with SANRU for the development of an essential drug program. Some of the key partners are the European Union, GTZ, Solidarité Protestant, the PCUSA, the Evangelical Covenant Church and BDOM.

4. 	Strategy

With Congo at war and with the health system in much of the country in disarray, SANRU’s drug system attempts to respond to the current crisis while building the base for a long-term solution to its country’s essential drug needs. The overall objective for this component will be to increase population access to a secure supply of essential medicines. SANRU III’s essential drug and medical materials program will have three parts. One is the distribution of hospital and health center medicine kits. Another is the stocking of regional drug depots with 40 to 50 of the most frequently used essential medicines and some key medical materials. The third is a group purchasing system. 

5. 	Objectives and Activities

The objectives of the SANRU essential medicine program are to:

· Have at least one month’s stock of the five most used drugs at 80% of the SANRU- assisted health centers within two years.
· Have 80% of the reference hospitals buying their drugs through the group purchase system within two years.
· Have six functional drug depots working within two years.

Activities needed to achieve SANRU’s essential medicine program objectives.

a. 	Medicine kits

Every six months for the life of the project essential medicine kits for hospitals and health centers will be purchased and distributed. The content of these kits will be determined by national disease treatment protocols and feedback throughout the health zones. It will be adjusted throughout the life of the project to ensure that they are as appropriate as possible. 

Beginning with the first year, each health zone will be required to put 20% of funds received from the sale of SANRU-provided medicines into local PHC activities. Each subsequent year of the project, the zones will be required to recover an additional 15%. By the end of the project they will be putting 80% of the value of the free kits they receive into local SANRU activities such as training, water and sanitation. This will eliminate much of the need for converting dollars to local funds and the risk involved in transporting large sums of money from Kinshasa to the health zones. The cash value of what they are putting into financing local health activities will be put in a US bank account and be credited to the health institution for group purchases.

b. 	Drug Depots

To avoid stock outs of essential drugs at health institutions, six decentralized drug depots will be stocked with health center kits. Every six months as medicine kits are distributed; the depots will also be stocked with health center kits. These drugs can be purchased directly from the depots as kits with cash; the price will be cost plus 15% overhead for stocking costs. Purchases will be limited to $1,000 to $3,000 per institution per month so that stocks are not depleted due to poor planning by one or two health zones. Reference hospitals will be encouraged to set up their own mini-depots for their health centers with similar low service charges.

Even though the drugs are sold for cost with 15% handling cost, there will be a progressive cost recovery system for payment back to the SANRU central coordination. The first year they will pay 50% of the cost of the delivered drugs and each year they we pay back an extra 15% for the following four years. At the end of the project the depots will be paying the SANRU central coordination 110% of the cost of the drugs.

c. 	Group Purchasing Procedures

In addition to medicine kits and drugs at the regional depots, the health institutions are encouraged to place group purchase orders every six months at the depots or directly with SANRU Kinshasa. A group order will enable the vendor to give preferential pricing for larger quantities. No money will need to be put up front, but drugs will be delivered at cost with a 10% service charge after the payment is received. Group purchasing for the six decentralized medicine depots will use competitive international bidding. At the time of packing, each shipment will be individualized as to its ultimate recipient hospital and/or health center for ease in distribution and reduced cost. In the beginning, only health zones that have access to hard currency through a supporting partner arrangement will be allowed to make group purchases. In time, other health zones will be added, but only to the point where the local currency can be quickly turned over into local health activities.

6. 	Issues

a. 	Shipping and taxes

The best way of shipping goods to Congo is always changing. With the last OFDA project SANRU managed, they brought in containers through Matadi and Dar Salaam with exoneration provided by the Embassy of Malta. Currently with the war dividing the country, it might be necessary to separate the shipments into four receiving points: 1) airfreight to Bangui for Karawa, 2) airfreight to Kampala for Nyankunde, 3) airfreight to Kigali for Goma and 4) a sea container to Matadi for Kikwit, Kananga and Kinshasa. Fortunately SANRU has recently been awarded exoneration by the US Embassy and made contact with International Agencies such as the United Nations (MONUC) and charitable and religious groups (e.g. Air Serv) who are able to, and have made a commitment to, deliver materials in-country for free. An example of the first container for the SANRU/OFDA project is shown in Table 11:

	Table 11:  Shipping and Distribution Costs for One Container

	
	Conventional
	SANRU III

	Purchase Price
	$145,000
	$110,000

	Ocean Freight
	$5,000
	$5,000

	Customs (35% CIF)
	$52,500
	$0 (US Embassy Exoneration)

	Delivery to Kinshasa
	$4,000
	$2,500 (US Embassy Contract)

	Air Freight to Goma
	$14,000 ($1/kg)
	$0 (MONUC)

	Regional Distribution
	$14,000 ($1/kg)
	$0 (AirServe/OFDA recipient)

	Total
	$234,500
	$117,500




b. 	Donated Drugs and Materials

The partnership with I.M.A. will provide an opportunity to leverage USAID funds for purchased medicines by receipt of donated essential medicines and medical supplies from U.S. Pharmaceutical companies.  Given I.M.A.'s 40 years of experience in this arena, it should be possible to acquire several million dollars of donated products during the life of this project.  This goal will be enhanced by the fact that I.M.A. is a founding member of the Partnership for Quality Medical Donations (PQMD), a coalition of U.S. companies and NGOs. The I.M.A. President currently serves as Vice-Chair of the organization.  I.M.A. has just been awarded an Ocean Freight Reimbursement Grant from USAID, which includes funds for one container annually to the DRC, which will facilitate shipping these donated products to the Matadi Port.

D. 	Training and Supervision

1.  	Rationale

Training is one of the most important crosscutting components of any health project. The motto established by the first SANRU director, Nlaba Nsona, summarizes the rationale for this component – Qui Se Forme, Forme (One who is trained, train others).

Supervision should be a necessary follow-up component of training. Supervision should, if done properly, be an in-service training activity to improve the quality of health service operations.

2.  	Background

A typical health zone consists of twenty health centers and a Health Zone Management Team that includes a Medical Chief of Health Zone (MCZS), an administrator-manager, a zonal trainer and nursing school instructor; a water & sanitation coordinator, 3 lab technicians; 20 health center nurses, and 20 community outreach workers. Assuming that all of these personnel will require at least a refresher course, it is possible to estimate training needs for 60 health zones assisted by SANRU III, i.e., approximately 60 MCZS, 60 administrators, 90 trainers, 60 water & sanitation coordinators, 180 lab technicians, 1,200 health center nurses, and 1,200 community outreach workers. 

The general rule of thumb is that a health center should be supervised once a month. However, this is usually only possible in smaller health zones with a limited number of health centers where the cost of supervision is reduced. The supervision strategies should strike a balance between external control “inspection” visits and supportive problem-solving “coaching” visits. Too often, however, it has been the control visits that constitute the approach of health zone supervisors.

3.  	Major actors 

Almost every organization has a training and supervision component specific to the program intervention or health zone support component that they are involved with. 

4. 	SANRU role and strategy

SANRU III will reinforce the health zone capacity for local training for specific program interventions and for supervision-formation to personnel. However, there is no one approach or strategy for training and supervision that can accommodate the variety of personnel and training topics for SANRU III. Training strategies will vary according to the group of trainees as shown in Table 12. In general, however, training for a disease specific program like malaria could and should be included within a broader training program to encourage vertical and horizontal integration as recommended by the Transitional Action Plan of the Ministry of Health. 

For example, short-term training of Medical Chiefs of Health Zones (MCZS) and administrators could be organized as a two-week training in planning and management of health zones. Training modules for planning and management of health zones already exist and could be easily updated. UNIKIN and SANRU III, drawing on a national pool of former MCZS and consultant trainers, could organize such training. If such a course took place each four months, with 20 participants per session, the training of 120 persons could be completed in two years. These training sessions could also be decentralized to a regional level, e.g., a training session at Nyankunde could be organized for 15 MCZS from health zones in Province Oriental and North Kivu. A training team of 3 or 4 trainers would travel to Nyankunde to facilitate the training.

	Table 12: Possible Training Strategies for SANRU III

	Trainee
	Nbre
	Venue
	Duration
	Content
	Trainers

	Medical Director of Health Zone
& Administrator
	120
	Nat/Reg
	2 weeks
	Planning, Management
	Organized by UNIKIN and SANRU with pool of MCZS and Mgmt trainers

	Trainer, Supervisor & Nursing Instructor
	90
	Nat/Reg
	2 weeks
	Training of Trainers + Malaria Module
	UNIKIN organized 
with National pool of TOT specialists

	Water & Sanitation Coordinator
	60
	Regional
	2 weeks
refresher course
	W/S + Vector Control & Community Mobilization
	SANRU organized 
with National pool of 
W/S trainers

	Lab
Technician
	120
	Health Zone
	1 week
refresher course
	All lab tests 
+ malaria tests
	Itinerant Lab Trainers 
train 4-6 lab techs 
at a time

	Health Center Nurse
	1200
	Health Zone
	1 week
refresher course
	Curative & Preventive Care; IEC
	Organized by HZ trainer 
with outside facilitator
( if required)

	Community Outreach
Worker
	1200
	Health Zone
	1 week
refresher course
	BCC, IEC &
Community Mobilization
	Organized by HZ trainer 
with outside facilitator
( if required)



The training of a zonal trainer and nursing instructor could use the same strategy as for MCZS. The curriculum for such a trainer course already exists at SANRU. The training could be done at, or at least organized by, UNIKIN in collaboration with SANRU III.

Approximately 25% of health zones in Congo have an A2 level nursing school. In the case of SANRU III, it is estimated that 50% of the 60 health zones to be assisted will have a nursing school. SANRU will provide the following type of assistance to reinforce and improve the formal training in nursing schools:

· A reference library for primary health care;
· Equipment for the “salle technique”;
· An opportunity for field experience in collaboration with health centers;
· In-service training of ITM instructors.

With regards to laboratory testing, it is assumed that lab testing is not being done at the health center level, but only in hospital and reference health center labs. This type of training could be done as an in-service training by an itinerant lab trainer moving from health zone to health zone. It may be possible for neighboring health zones to train lab technicians from two zones at the same time.

The training of health center personnel and community outreach (or community-based) workers requires a training strategy within the health zone. The training of the MCZS and at least one zonal trainer or nursing school instructor should take place before this training occurs (unless the health zone has adequate existing training personnel). A general rule of thumb is that there should be one in-service training session per person per year. 

5.	Major elements: Objectives, Activities	 and Indicators

a. 	Training

The training objectives for SANRU III will be to have at least one staff person per health center that is appropriately trained in the technical components for the following topics:

· Minimum Package of Activities, e.g., malaria, ARI, CDD, EPI, CPN, family planning
· HIV/AIDS & Tuberculosis
· Malaria (including standard treatment and ITNs)
· Nutrition (including growth monitoring)
· Management of health centers (including cost recovery strategies)

At the level of the health zone management team, the objective will include the above training and the following components for selected members of the health zone management team:

· Planning and Management
· Training of Trainers for HIV/AIDS, Malaria, and Nutrition
· Epidemic Preparedness And Response (EPR) 
· Training of Trainers for Family Planning and TBAs
· Training in Financial and Supply Line Management
· Training of Water & Sanitation Coordinators
· Participation in a national or regional PHC conference to share experiences with other health zones. 

Table 13 shows the training topics, venues, and number of training sessions and participants that constitute the SANRU III training activities.

	Table 13: Proposed Training Topics for SANRU III

	Venue/Strategy
	Session Topics
	Number of Sessions

	Health Zone
Train at least one person from each health center in these components. Two sessions per topic during Life of Project.
	MPA (malaria, ARI, CDD, EPI)
	120 sessions

	
	HIV/AIDS & TB (per ZS/yr)
	120 sessions

	
	Malaria
	120 sessions

	
	Nutrition
	120 sessions

	
	Management of Health Centers
	120 sessions

	Regional or National
Train several persons from each health zone management team in these components
	Planning/Mgmt DHMT (per pers)
	180 persons

	
	TOT MPA, BCC HIV/AIDS, Nutrition
	120 persons

	
	EPR Training HZ personnel
	60 persons

	
	TOT Family Planning/TBAs
	60 persons

	
	Training of W/S Coordinators
	60 persons

	
	Financial and Supply Line Mgmt
	60 persons

	
	Training of Nat Trainers for W/S
	10 persons

	National
Send 12 persons per year to the UNIKIN program
	UNIKIN MPH (per person)
	60 persons over five years

	International
Sponsor 50 persons to participate in a variety of Int’l conferences
	International Conference (pers)
	50 persons over five years

	National or Regional
Sponsor two reps per HZ to a national (or regional) PHC conference to present and share experience with other zones. 
	National PHC Conf. (per pers)
	250 persons per conference



b.	Supervision

SANRU III will train HZ personnel in Quality Supervision that includes on-site training and monitoring local data for decision-making as part of the supervision process. The project will train health zone management team members in the “Science and Art” of supervision. The objective will be to create a combined supervision-training experience that both the supervisor and supervisee find to be a profitable experience. 

One supervision/training/monitoring tool that SANRU will use is a wall calendar/poster for monitoring priorities activities. The calendar-poster includes a health education theme(s)-of-the-year (see Figure 4). It also provided graphing space to encourage the monthly monitoring of selected program indicators. Supervisors will be trained to begin their supervision visits by having the health center nurse present an overview of current activities as monitored on the calendars posted throughout the health center. This provides an opportunity to quantify objectively some of the strengths and weaknesses of the local program, and to use these observations as starting points for commendation of work accomplished and problem solving difficulties encountered.

The theme of the SANRU calendar for 2001 is “The Health Zone: A solid base for development in Congo.” These calendars are being prepared in conjunction with phase 1 activities of SANRU III. During phase 2, SANRU poster/calendars will be made available to all health zones and national programs.

[image: ]
c. 	Joint Supervision Activities with the Ministry of Health

The SANRU coordinator or contact person will keep the District Medical Officer (DMO) informed of all assistance that is being provided to the health zones in his/her jurisdiction. This may be done through reports to the DMO from the health zone and/or from the SANRU office.

Joint supervision visits to health zones by SANRU and the District (Subregional) Medical Officer will be conducted on a regular basis, i.e., every three to six months if it is logistically feasible. SANRU-assisted health zones will provide logistical assistance, if necessary, to ensure that the District Medical Officer attends the annual health zone Administrative Counsel meeting. 

Furthermore, SANRU-funded regional/subregional workshops and seminars will be organized and facilitated in collaboration with the regional/subregional medical inspectors.

d.	Indicators

Indicators for training and supervision will include the following:
· Number of persons trained 
· % of health centers with staff trained to provide the MPA
· % of functional health centers, i.e. with 5 functional components of PMA 
· % of health centers that receive a supervision visit per 3 months.
· % of health centers with a visible monitoring system.
· % of health centers with a min. package of IEC and PHC refs.
· % of IEC sessions planned that were realized..

E. 	Behavior Change Communications

1. 	Rationale

Behavior Change Communications (BCC), (a.k.a. health education and Information Education, Communication) is the basis of primary health care. BCC strives to replace harmful behaviors and habits with ones that promote good health and correct healthcare seeking behaviors.

2. 	Background and Major actors 

With respect to health education materials (books, flipcharts, etc.) Congo has been rich source of materials thanks to the work at Kangu-Mayombe (Bas-Congo) and Dr. Jacques Courtejoie begun forty years ago. This work continues, primarily in the reproduction of materials.

BASICS II (Basic Support for Institutionalizing Child Survival) is working in collaboration with public health officials and nongovernmental organizations to provide technical assistance to for priority health programs.  In Congo, BASICS is the primary actor and project for Behavior Change Communications as it seeks to foster and sustain appropriate behaviors among people responsible for the health care of children.

3. 	SANRU role and strategy

SANRU III will reinforce the capacity of health zones to plan, implement and evaluate behavior change communications (BCC) programs. These programs will seek to promote appropriate behaviors to improve the health and health care of children, mothers and the community at large. 

SANRU’s  BCC strategy will reinforce the focus primarily on mothers as the most important influence on child health. However, the programs will also target community leaders, traditional practitioners, and health care professionals who give advice and counsel to mothers. 

4.	Objectives, Activities	 and Indicators

The objectives of the SANRU BCC component will be to reinforce the capacity of health zones to plan, implement and evaluate behavior change communications (BCC) programs. Major project activities will include

· Design and distribute reference libraries to health centers, health zone offices, and nursing schools, e.g., with materials available from Kangu-Mayombe, Congo.

· Provide Training of Trainers programs for Behavior Change Communications as related to the priority health interventions of health zones

· Develop, implement, and evaluate, in collaboration with BASICS, interventions and messages to improve caretaker behaviors essential to child survival (especially for EPI, nutrition, and malaria) including recognition of illness, home care of the sick child, and appropriate and timely care seeking. 

· Develop, implement, and evaluate approaches for mobilizing community support for community-wide activities such as EPI (Protected Village program) and community-based environmental sanitation and hygiene (Clean Village program)

· Develop and test methods, in collaboration with BASICS, to motivate health workers to change their behavior, and sustain it in conducting correct case management of the sick child, including effective communication with the caretaker. 
The indicators for the BCC component will include:

· % of health centers with a minimum package of health education/BCC materials 
· % of health centers and BCZS with a PHC reference library
· % of health zones with a person trained in BCC 
· % of health centers with a BCC plan that targets mothers both at the health center and community levels.

F. 	Monitoring and Evaluation 

1.  	Rationale

Health Planning may be described as a spiraling process that includes 1) planning, 2) implementation, and 3) Evaluation. If done correctly each spiral includes a monitoring and evaluation components that feeds directly into the next, and larger, spiral of planning. It is from this perspective that SANRU III will develop its monitoring and evaluation component.

2.  	Background and Major Actors

SANRU I played the lead role in creating an integrated reporting system for health zones. These systems still exist, and have been improved over the years. Just as each national program has its own program interventions, they also often have their own information system. 

4. 	SANRU role and strategy

SANRU will use these existing health information systems, and add additional tools to further improve the monitoring and evaluation component.

5.	Major elements: 	Objectives and Activities

SANRU will develop and use the monitoring and evaluation tools shown in Table 14:

The project will assess the performance of health zone managers by using assessment materials from "Assessing the Quality of Management" from the Primary Health Care Management Advancement Program (PHC MAP) developed by Aga Kahn and University Research Corporation in 1991. PHC MAP management checklists have been developed for eight support components. Each checklist includes approximately 60 yes/no questions of specific recommended tasks. Questions are phrased for a yes/no response, with a "no" response indicating a potential problem area. This methodology permits a straightforward data analysis to determine a "management capacity index” for each support component.
	
Table 14: Monitoring and Evaluation Tools

	Instrument
	
Purpose
	Completed by
	Frequency

	Knowledge, Practice and Coverage Surveys (KPC)
	KPC surveys are used by PVO child survival projects to establish a baseline for their projects. The methodology and indicators are well defined. SANRU will conduct KPC surveys (baseline, midterm, and final) in five health zones.
	SANRU
Selected health zone Mgmt teams
	Baseline- 2001/2
Midterm- 2003/4
Final- 2006

	Health Center Monthly Reports
	This is a one-page report on monthly activities of the health center
	Health Center Nurse
	

	Management Assessment Capacity of Health Zones
	This assessment will be conducted during a visit by SANRU to an assisted-health zone. The instrument will establish a baseline measurement of the current management capacity of the health zone and health centers. The results of this assessment will be used to prepare the Management Training Program.
	 SANRU coordinator
	
Baseline assessment followed by an annual assessment

	Health Zone Quarterly Reports
	This form is a compilation of the health center reports and a report of health zone activities. It would include reporting on the Performance Index for the health zone Management Team
	Health Zone Administrator
	
Quarterly report

	Wall-Chart Graph for Activities (Tableau du Bord)
	Wall-Chart to encourage monthly monitoring of selected activities and using data for decision-making
	
All Levels
	
Quarterly report

	Evaluations
	SANRU will conduct an internal annual evaluation in collaboration with USAID to assess project progress in achieving its objectives. Formal Mid-term and Final Evaluation will also be completed and will include several external evaluators
	All Levels
	Annual



A baseline assessment will be conducted for each assisted health zone by the SANRU regional coordinator or SANRU staff person. An annual assessment evaluation will be used for monitoring progress in increasing management capacity. The project will also identify other performance indicators related to the management of health systems, e.g., a composite Performance Index (%) for Health Zone Management Teams.  Other indicators include:

· % of health centers with a visible monitoring system.
· % of HZ that have submitted a quarterly HIS report
· Health zone management capacity indicators for each support system
· Composite Performance Index for HZ Mgmt teams


V. 	PROJECT MANAGEMENT 
			
A. 	Overview

SANRU I and II found that a “project-of-projects” approach to project management an effective way to provide assistance to health zones and at the same time encourage local ownership of the program. This approach provides assistance on demand as health zones request it, rather than trying to bring all health zones to the same level before providing a certain type of assistance.

A “project of projects” strategy also helps to define the role of project staff as facilitators to get resources to sub-projects, rather than telling sub-projects what to do. SANRU also found that the "fast-track" development of several health districts served as a catalyst and "classroom" for other districts, and create a healthy competition between health districts. 

B. 	ECC and I.M.A. as Partners in Project Management

The SANRU III project will be managed in partnership with the US-based NGO Interchurch Medical Assistance (I.M.A.). 

1. 	The SANRU team at I.M.A
	
The SANRU team at I.M.A will be responsible for:

· Official communications, liaison, coordination and progress/financial reporting to USAID;

· External management of grant funding including dollar procurement for vehicles, medicines, and equipment and the timely transfer of funds to the SANRU account at ECC; and

· Coordination and provision of technical assistance to the SANRU team at ECC, including
· Long distance technical backstopping from the U.S.; 
· Regular supervision and support visits from the U.S. to Congo; 
· Short-term technical assistance, e.g., computerized financial system; and
· Contracting for short-term and long-term technical assistance.

I.M.A. will organize program management and technical advisory support to SANRU III at three levels.  At its headquarters in New Windsor, a full time Grants Manager will be hired, with demonstrated experience and skills in program and financial management, to provide oversight of this project. Mr. Daniel Metzel, MPA, the current I.M.A. Grants Manager for SANRU III, phase I, is expected to fill this role for phase II.  Mr. Metzel is intimately familiar with the DRCongo and is fluent in French, Lingala, and Tshiluba.  He will spend significant blocks of time with SANRU Program Management during the project. In addition, other professional I.M.A. permanent staff will provide short-term technical advisory services as required.

The second level of project management and technical support will be provided through the presence of an I.M.A. Representative with an office at SANRU. As noted in Section II.B.2, Dr. William Clemmer will be seconded by the USA to serve as the I.M.A. Representative to SANRU III, Phase II.

The third level of project management and technical support will be provided through a cadre of highly skilled advisors with years of experience in the DRC, including Franklin Baer, DrPH and Larry Sthreshley, MPH.  It is expected some advisors may be Congolese professionals formerly associated with SANRU, now employed outside the country in senior management positions with international health and development organizations.
								
2. 	The SANRU team at ECC

The SANRU team at ECC  will be responsible for:

· Official communications, liaison, coordination and progress reporting to the Ministry of Health, national programs and to NGOs assisting health zones selected by SANRU III.

· Management of funds transferred to the SANRU accounts in Kinshasa (dollar and counterpart) for local procurement and timely transfer of funds to NGOs/health zones. The signatures on the SANRU accounts will be shared by the project director, the ECC president and treasurer, and an I.M.A.-representative. 

· Coordination and provision of technical assistance to NGOs and health zones including
· Regular supervision of health zones participating in SANRU III;
· Organization of national/regional activities involving multiple health zones, e.g. training programs or PHC conferences.
· Coordination of assistance to health zones from national/regional programs, e.g. malaria, HIV/AIDS, Onchocerciasis, and EPI.
· Identification and provision of short-term locally available technical assistance for project activities, e.g., income generation activities.

The project team will identify and work through a number of SANRU III coordinators located strategically in areas of Congo that are not easily reached from Kinshasa, e.g., Equator and North Kivu Provinces. See Figure 2 for the proposed location of these coordinators. These coordinators will be persons who are already working in the area and who can devote part of their time to coordination and supervision of SANRU III activities.

The SANRU III project offices will be located at ECC in the buildings constructed by SANRU I and II. The provision of office space will be an in-kind contribution of ECC, and will include use of the warehouse, library, storage containers, access to the downstairs conference room, and an adequate number of offices and office space to accommodate the current and future staff for SANRU III. This may require ECC to terminate lease agreements with some organizations currently occupying office space in the SANRU building.

C. 	Roles and Responsibilities of Health Zones

All the health zones that will be assisted officially by SANRU III will be managed or co-managed by an NGO. In some cases the health zone has officially signed a contract with the Ministry of Health that gives them full management responsibility of all health facilities within the health zone. The health zone office will be located at the reference hospital of the health zone. In most cases, however, there is a delegation of authority from the Ministry of Health to the church hospital for the management or co-management of the health zone.

The roles and responsibilities of health zones assisted by SANRU III will include:
1) Development of annual actions plan and budget for the health zone;
2) Facilitation of a meeting of the health zone administrative council at least once a year;
3) Organization and operations of a health zone management team;
4) Organization and implementation of local training activities;
5) Reception and distribution of all materials and funds received from SANRU III;
6) Maintaining adequate financial records justifying the use of funds from SANRU III;
7) Coordination and supervision of all primary health care activities within the health zone;
8) Regular reporting of health zone activities to partner agencies and the Ministry of Health;
9) Attending planning, coordination, and/or training sessions organized by SANRU III.

The selection of a health zone to work in partnership with SANRU III will be made based on the criteria outlined previously (see “Selection and Clustering of Health Zones”). Once selected, the health zone administrative council will sign a memorandum of understanding with the project to recognize their mutual responsibilities. 

D. 	Implementation Plan - Year One

During the first project year, SANRU III will focus on the minimum package of primary health care services, e.g., routine immunization services, malaria, control of diarrheal diseases.  Hospital or secondary services and other disease interventions will be addressed once the basic PHC package is being delivered as widely as possible. 


Table 15 illustrates the key activities for the implementation of SANRU III during year one.

	Table 15: Year One Implementation Plan

	Date
	Activity

	First
Quarter
	Finalize the year one work plan (to be approved by USAID/DRC)
Finalize and sign subgrant between I.M.A. and ECC 
Hire/identify project additional project personnel, coordinators, and contact persons
Select 50 Health Zones for year one with MOH and other projects/donors
Revise protocols for basic package of PHC services with TA from BASICS
Revise essential drug list be consistent with the basic package of PHC services
Add hygiene improvement to the water/sanitation component with TA from EHP
Update information, communication, financial and reporting systems at ECC & I.M.A.
Order commodities for basic PHC services, e.g., essential meds and cold chain
Order other commodities, e.g., CS/CSR equipment, mini-kits, PHC and IEC materials
Prepare first order of vehicles for coordinators and selected health zones
Propose candidates for MPH training at UNIKIN (to begin Oct 2001)
Identify group purchasing sites and partners
Prepare and submit first comprehensive quarterly program and financial reports

	Second
Quarter
	First training session for DHMT members (MCZS and HZ Administrators)
First Training of Trainers session for MPA, HIV/AIDS, Nutrition and BCC
Update training materials for W/S and add hygiene improvement TA from EHP
Develop protocols for KPC surveys with TA from ESP
HZ action plans prepared and submitted for approval
Begin financing of HZ action plans, e.g. HZ supervision, MPA training, W/S
Assess rehabilitation, equipment and computer needs for pharmaceutical depots
Provide funding for Onchocerciasis implementation plans in one region
Ship first consignment of donated essential medicines through I.M.A.
Submit quarterly program and financial reports (ECC to IMA)

	Third
Quarter
	Second training session for DHMT members (MCZS and HZ Administrators)
Second Training of Trainers session for MPA, HIV/AIDS, Nutrition and BCC
Training of Trainers for Water, Sanitation and Hygiene Improvement
First Training session for W/S Coordinators (retraining of existing HZ personnel)
Begin baseline KPC surveys in selected health zones
Co-Finance and facilitate first regional re-delimitation conference
Design and print SANRU calendar/monitoring poster for 2002
Submit quarterly program and financial reports (ECC to IMA)

	Fourth
Quarter
	Third training of DHMT members (MCZS and HZ Administrators)
Second order of commodities, computers, ITM teaching materials for selected HZs 
Co-Finance and facilitate second regional re-delimitation conference
Send five persons to Int’l conferences, e.g., child survival, PHC, HIV/AIDS
Submit quarterly program and financial reports (ECC to IMA)
Prepare Annual Program/Financial Reports and Year 2 Work Plan (IMA to USAID)


E. 	Proposed Budget and Budget Narrative

SANRU III will assist approximately 60 health zones and six decentralized depots with a comprehensive assistance for program interventions and health zone support systems. The major budget categories and components are as shown in the following table:
	
	Table 16: SANRU III Budget Categories

	Health Zone
Support Systems
	- Supervision (Vehicles and functioning costs)
- Infrastructure Rehabilitation (hospital, health center, depots)
- Equipment: hospital, health center, depots

	Primary Health Care Interventions
	- Technical Interventions, e.g., Malaria, HIV/AIDS
- Training: TOT, Technical and Management
- IEC Materials for PHC and specific interventions
- Technical Assistance for Program Specific Interventions 
- Studies of Best Practices for interventions

	Project Management by ECC
	- Regional Coordination
- Kinshasa-based management/supervision

	Project Management by I.M.A.
	- Grants management
- Procurement of commodities and Tech. Assist. from I.M.A.



Project assistance will average $62,000 per year per health zone. The amount of assistance will vary according to the specific needs and population of the health zone. Health Zones assisted by SANRU in collaboration with another partner agency will generally receive less than a health zone where SANRU is the principle partner. 

The SANRU III budget is approximately $5,000,000 per year or $26,000,000 for five years (mid-2001 through mid-2006). Project management costs are 25% of the total budget, including I.M.A.’s indirect cost rate of 11.4%. The budget breakdown per year is shown in Table 17 (see supporting details in Annex B)

	Table 17: SANRU III Proposed Budget by Fiscal Year

	Budget Category
	%
	Yr 1
	Yr 2
	Yr 3
	Yr 4
	Yr 5
	Total

	Health Zone Support Systems
	28%
	$1,371
	$2,355
	$1,912
	$984
	$394
	$7,016

	Program Interventions
	47%
	$1,427
	$3,054
	$3,106
	$2,329
	$1,780
	$11,696

	Project Management - ECC
	11%
	$639
	$521
	$516
	$664
	$534
	$2,874

	Project Management - IMA
	5%
	$245
	$273
	$265
	$269
	$223
	$1,275

	Indirect Grant Management Costs 
	9%
	$345
	$580
	$543
	$397
	$274
	$2,139

	 Total
	100%
	$4,027
	$6,782
	$6,342
	$4,644
	$3,206
	$25,000


* I.M.A’s Indirect Cost Rate of 9.0% uses a denominator of project total minus indirect costs, i.e., 2139/(25000-22139)

A budget narrative, shown in Table 18, explains how the detailed budget (shown in Annex B) was constructed. 

	Table 18: SANRU III Budget Narrative

	Budget Line
	Explanation of this Budget Line

	Health Zone Supervision
	· 46 vehicles for 40 HZs and 6 depots
· 120 motos - 2 for each of 60 HZs
· 900 bicycles - 20 per HZ where SANRU is the principle partner, 10 per HZ where another partner is providing bicycles
· Yearly supervision subsidy of $6000 for HZ functioning costs, especially fuel, parts and vehicle maintenance. The subsidy is based on population, number of health centers, health zone size, and local fuel cost. An additional $500/yr is included for joint supervision with the subregional Med. Director and HZ Administrative Council Meetings. Subsidies will be reduced in project years 4 and 5 to 80% and 60% of the unit cost. This cost should be born increasingly by cost recovery (assuming an improvement in economics) and/or by subsidies from the government for HZ operations. 

	Infrastructure Rehabilitation (hospital, health center, depots)

	· Minor rehabilitation of 30 hospitals at $15,000 per unit
· Minor Rehab of 150 health centers or Ref HCs at $3,500 per unit 
· Rehab of six Pharmaceutical Depots at $15,000 per unit
· 30 Solar + 60 Electrolux frigs (more fridges are included in UNICEF grant)
· Solar Lighting for 60 health centers at $2,000 per unit
· Solar Radio-Phonie for 45 health zones at $3,000 per unit
· Solar Radio-Phonie Email System for 6 depots at $8,000 per unit

	Equipment: hospital, health center, depots

	· Priority equipment for 50 hospitals at $9,000 per unit
· Priority equipment for 60 reference health centers at $4,000 per unit
· Equipment for 450 health centers at $1,000 per kit
· Mini-kits of essential equipment for 1000  health centers at $325 per kits
· Computers for 30 health zones
· Priority equipment for 6 pharmaceutical depots  at $9,500 per unit
· Teaching equipment for 40 Nursing Schools (ITMs) at $4,000 per unit

	Training:
Health Zone
	· SANRU will fund health zone training of health center staff in:
· MPA (EPI, malaria, CDD, Vit. A, BCC, ARI) (120 sessions)
· HIV/AIDS & TB (per ZS/yr) (120 sessions)
· Nutrition (120 sessions)
· Management of health centers (120 sessions)

	Training: Regional or National

	· SANRU will train health zone management team members in:
· Planning/Mgmt DHMT (180 persons)
· TOT MPA, HIV/AIDS, Nutrition and BCC (120 persons)
· EPR Training HZ personnel (60 persons)
· TOT Family Planning/TBAs (60 persons)
· Training in Financial and Supply Line Management (60 persons)
· Training of W/S Coordinators (60 persons x 2 sessions each)
· Training of Nat Trainers for W/S (10 persons)

	Training: National

	· UNIKIN MPH (per person)  (60 persons over 5 years at $2,000 per student for transportation and stipend) SANRU will send up to 12 persons per year to the school of public health program
· National PHC Conf. (200 persons per conference at $1,000 per person) SANRU will sponsor two reps per HZ to a national (or regional) PHC conference to present and share experience with other zones. 
· SANRU will co-finance regional conferences for the re-delimitation of health zones at $20,000 per conference

	Training: International
	· International Conference (50 persons over five years at $3,500 per person) SANRU will sponsor 50 persons to participate in a variety of Int’l conferences

	IEC and PHC PROMOTION
	· Reference Libraries for 2000 health centers at $125 per set
· Reference Libraries for 110 HZ offices and Nursing Schools at $750/unit
· Health Education materials for 2650 health centers at $150 per set. These are for wider distribution than SANRU-assisted HZs as part of collaboration with BASICS
· Other PHC materials (badges, posters, etc) for 2000 HCs at approx. $155/set

	Medicines And Consumables
	· Approx. $600,000 per year for procurement of essential medicines. This includes delivery costs to health zones (more meds included in UNICEF grant)
· Approx. $25,000 per year per depot for procurement of reserve stocks of essential meds. This includes delivery costs to the depot
· $19,000 per container for handling and shipping of ten Gifts in Kind containers. This includes delivery costs to health zones
· 20,000 disposable syringes per HZ per year at $1,400 (more in UNICEF grant)
· Contraceptives for 60 HZs at $750 per HZ per year
· 1,000 HIV/AIDS test kits per /HZ/yr at $1.20 per test.

	Program Specific Interventions
	· 40,000 ITNs (bednets) at $7 per ITN
· $6,000 per HZ for 60 HZs for Tuberculosis control (over five years)
· $6,000 per year per HZ for 10 HZs for Trypanosomiasis control
· $5,000 per year per HZ for 10 HZs for Onchocerciasis control
(The above subsidies will be reduced to 80% in yr 4 and 60% in yr 5)
· 600 community-based micro-projects at $250 per community
· $250 per spring capping (rehab & new) for a total of 1,500 units
· $500 per well/pump rehabilitation for a total of 300 units
· $150 per clean village program for a total of 1,000 units
· $1,500 per community-based environmental malaria control for 100 villages
· 13 months of Technical Consultants for Program interventions at $13,000/unit

	Studies of Best Practices for interventions

	· 30 HZ studies to improve PHC management at $4,000 per study
· 20 cost recovery: best practices studies at $4,000 per study
· 15 KPC surveys in 5 selected HZs at $15,000 per survey. Each HZ will conduct three surveys – baseline, midterm and final

	Regional Coordination
	· 4 full-time SANRU III regional coordinators at $1,000 per month
· 6 part-time SANRU III regional contact persons at $250 per month
· Two visits to each health zone per year by regional coordinators at $500/trip
· Four vehicles for 4 coordinators. Two vehicles for 2 coordinators are purchased with phase 1 funds, and will be replaced in project year four or five.
· 10 motorcycles for regional coordinators and contact persons at $4,000 per unit
· 10 operational subsidies for supplies/parts/maintenance/fuel at $200/month
· 4 computers for 4 Reg. coordinators. 2 computers were purchased with phase 1 funds. All computers will be replaced in project year four.

	Kinshasa-based management/
supervision

	· Salary costs for the Kinshasa office at $14,000 per month
· 3 vehicles in project years 1-2; 2 replacements in year 4 at $32,000 per unit
· 16 units of office equipment (copiers, projectors, etc) at $2500 per unit
· Communication costs (internet, phone, fax) at $900 per month
· Renovation of existing warehouse facilities at ECC at $27,000
· Travel to 60 health zones once per year at $500 per trip
· Local travel in/around Kinshasa at $1,000 per month
· Annual internal monitoring and evaluation at $10,000 per year
· Midterm and final evaluations at $40,000 per evaluation
· Other Administrative Costs estimated at $70,00 per year

	I.M.A. direct costs
	· Salary costs for the New Windsor office at $65,000 per year. The salaries of part-time personnel, e.g., the director, are included in indirect costs.
· Transportation, housing and office expenses for two tong-term technical assistance persons in Kinshasa at $2500 per month. The salaries of these persons is paid by a collaborating partner agency
· Approximately 24 months of short-term TA and trips at approx. $4,000/month
· 55 trips by I.M.A. staff /consultants at approx. $3,600 per two-week trip
· 24 in-country (Congo) trips by I.M.A. or consultants at $1,000 per trip
· Domestic travel of I.M.A. staff at $5,000 per year

	Indirect Costs of Grants management
	· Approx. $2,660,000. I.M.A’s Indirect Cost Rate of 11.4% uses a denominator of the total project cost total minus indirect costs, i.e., 2660/(26000-2660)
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