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This report encompasses vital health statistics for the duration of the SANRU III project from May 15th 2001 to September 30th 2006. The report utilizes data, graphs and analyses from previous quarterly reports as well as comments from prior USAID field assessments and the final project evaluation of April 2006.
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ACRONYMS
	AIDS
	Aquired Immuno-deficiency Syndrome

	APOC
	African Project for onchocerciasis control

	ASRAMES
	Association Régionale d'Approvisionnement en Médicaments Essentiels
Médicaments Essentiels

	BASICS
	Basic support for institutional child survival

	BCC
	Behavior change communication

	BCZ
	Bureau central de zone

	BDOM
	Bureau des oeuvres medicales catholiques

	BNLO
	Bureau national de lutte contre l'onchocercose

	BNT
	Bureau national de la trypanosomiase

	BOD
	Burden of diseases

	CAMEKI
	Centrale d'achat des medicaments essentiels de Kisantu

	CBM
	Christofel Blindel Mission

	COSA
	Comite de sante

	CPF
	Counter-part fund

	CRAFOD
	Centre Regional d’Appui a la Formation et au Developpement

	CRS
	Catholic relief services

	CYP
	Couple-year of protection

	DALY
	Disability-adjusted life years

	DFID
	Department for International Development

	DOTS
	Directly observed therapy strategy

	DRC
	Democratic Republic of Congo

	DTC
	Vaccin contre la diphterie, le tetanos et la coqueluche

	ECC
	Eglise du Christ au Congo

	ECD
	Equipe-Cadre de District

	FBO
	Faith-Based Organization

	GOC
	Government of Congo

	HGR
	Hopital general de reference

	HIS
	Health information system

	HIV
	Human immuno-deficiency virus

	IMA
	Inter-church medical agency

	ITN
	Instecticide-treated bed-net

	KPC
	Knowledge, practice, and coverage survey

	MCZ
	Medecin-Chef de Zone

	MOH
	Ministry of Health

	MTCT
	Mother-to-child transmission of HIV

	NGO
	Non government organization

	OFDA
	Office of Foreign Disaster Assistance

	OR
	Operation research

	PARSS
	Programme d'Appui pour la Rehabilitation du Secteur de la Sante

	PCIME-C
	Prise en charge integree des maladies de l'enfance a base communautaire

	PCUSA
	Presbyterian Church of United States of America

	PHC
	Primary health care

	PMA
	Paquet minimum d'activites

	PMP
	Performance Monitoring Plan 

	PMTCT
	Prevention of Mother-to-child transmission of HIV

	PMURR
	Projet Multisectoriel d'Urgence pour la Rehabilitation et la Reconstruction

	PNLS
	Programme National de Lutte contre le SIDA

	PNTHA
	Programme National de Lutte contre la Trypanosomiase Humaine Africaine 

	PNTS
	Programme National de Transfusion Sanguine

	PVO
	Private voluntary organization

	RC
	Relais communautaire

	SANRU
	Project "Sante rurale"

	SNHR
	Service National d'Hydraulique Rurale

	STI
	Sexually transmitted infection

	THA
	Trypanosomiase Humaine Africaine

	USAID
	US Agency for International Development

	WHO
	World Health Organization


I  Project Overview
SANRU III was established in May 2001 as a Cooperative Agreement between Interchurch Medical Assistance (I.M.A) and USAID to serve up to 10 million persons in the Democratic Republic of Congo making it one of the largest USAID sponsored service delivery projects worldwide.   The project would receive funding of 25 million dollars over a five year period to strengthen and increase the capacity of 65 rural health zones to provide primary and preventative health care services.  It was to be implemented in affiliation with the health department of the Eglise du Christ au Congo (ECC).
SANRU III was organized into twelve components:  (1) minimum packet of primary health care activities (PMA); (2) control of HIV/Aids and other sexually transmitted diseases (STI); (3) nutrition improvement; (4) control of emerging diseases (namely tuberculosis, Trypanosomiasis, and Onchocercosis) (5) control of malaria; (6) improvements in access to water and sanitation (7) health zone planning and management; (8) training and supervision (9) financial sustainability (10) behavior change communication (11) essential drug and medical materials system; and (12) health information system (HIS), monitoring and evaluation.  Activities for the control of Onchocerciasis and Trypanosomiasis were downgraded from SANRU III following recommendations made during a project assessment carried out by USAID in 2003.
SANRU adopted the principle of channeling its interventions through Health Zones to respond to urgencies in the DRC and to prepare for transition into development and sustainability of health care services.  Due to operational, fiscal and geographic limitations the project ultimately assisted 56 health zones containing a population estimated at 8,900,000 persons.  (Table 1)
                              Table 1 Health Zones assisted in SANRU III

	   56 Health Zones assisted in SANRU III with population

	 
	Health Zone
	Province
	District
	Population
	Source

	1
	Boko 
	BAN
	Kwango
	148,203
	snis03

	2
	Bokoro
	BAN
	Mai-Ndombe
	159,418
	rap.coord

	3
	Bolobo
	BAN
	Mai-Ndombe
	116,823
	snis03

	4
	Djuma
	BAN
	Kwilu
	144,189
	snis03

	5
	Kahemba
	BAN
	Kwango
	225,286
	snis03

	6
	Kajiji
	BAN
	Kwango
	134,906
	snis03

	7
	Kikongo
	BAN
	Kwilu
	121,931
	snis03

	8
	Kiri
	BAN
	Mai-Ndombe
	103,950
	snis03

	9
	Moanza
	BAN
	Kwilu
	188,988
	fiche min snis03

	10
	Mokala
	BAN
	Kwilu
	193,955
	snis03

	11
	Mukedi
	BAN
	Kwilu
	148,203
	snis03

	12
	Pendjwa
	BAN
	Mai-Ndombe
	59,422
	 

	13
	Vanga
	BAN
	Kwilu
	189,008
	snis03

	14
	Bikoro
	EQU
	Mbandaka
	215,245
	snis03

	15
	Bolenge
	EQU
	Mbandaka
	64,800
	rap.snis01

	16
	Lukolela
	EQU
	Mbandaka
	106,883
	snis03

	17
	Kangu
	BCO
	Bas-Fleuve
	73,154
	snis03

	18
	Kibunzi
	BCO
	Cataractes
	47,383
	fiche min snis03

	19
	Kimpangu
	BCO
	Lukaya
	101,766
	snis03

	20
	Kimpese
	BCO
	Cataractes
	160,442
	snis03

	21
	Kinkonzi
	BCO
	Bas-Fleuve
	49,977
	snis03

	22
	Kuimba
	BCO
	Bas-Fleuve
	61,805
	snis03

	23
	Luozi
	BCO
	Cataractes
	62,166
	snis03

	24
	Mangembo
	BCO
	Cataractes
	67,605
	snis03

	25
	Masa
	BCO
	Lukaya
	84,496
	fiche min snis03

	26
	Nselo
	BCO
	Lukaya
	67,365
	snis03

	27
	Nsona-Mpangu
	BCO
	Cataractes
	77,758
	snis03

	28
	Sona-Bata
	BCO
	Lukaya
	67,917
	snis03

	29
	Goma
	NKI
	Nord-Kivu
	459,914
	snis03

	30
	Katwa
	NKI
	Nord-Kivu
	316,462
	snis03

	31
	Musienene
	NKI
	Nord-Kivu
	192,272
	snis03

	32
	Oicha
	NKI
	Nord-Kivu
	207,859
	snis03

	33
	Rwanguba
	NKI
	Nord-Kivu
	173,051
	snis03

	34
	Kaziba
	SKI
	Sud-Kivu
	199,264
	Recens01

	35
	Nundu
	SKI
	Sud-Kivu
	200,310
	carte post.ZS

	36
	Nyangezi
	SKI
	Sud-Kivu
	131,377
	carte post.ZS

	37
	Kabongo
	KAT
	Haut-Lomami
	222,497
	snis03

	38
	Kapanga
	KAT
	Lualaba
	103,681
	rap.coord02

	39
	Kinkondja
	KAT
	Haut-Lomami
	238,694
	snis03

	40
	Songa
	KAT
	Haut-Lomami
	127,282
	snis03

	41
	Bulape
	KOC
	Kasai
	88,665
	rap DEP 03

	42
	Kakenge
	KOC
	Kasai
	104,650
	snis03

	43
	Lubondaie
	KOC
	Lulua
	109,796
	rap DEP 03

	44
	Tshikaji
	KOC
	Kananga
	248,633
	rap DEP 03

	45
	Bibanga
	KOR
	Thilenge
	248,531
	snis03

	46
	Dibindi
	KOR
	Mbuji-Mayi
	203,394
	snis03

	47
	Bangabola
	EQU
	Sud-Ubangi
	180,550
	rap.snis01

	48
	Karawa
	EQU
	Nord-Ubangi
	335,062
	snis03

	49
	Loko
	EQU
	Nord-Ubangi
	103,635
	rap.snis01

	50
	Pimu
	EQU
	Mongala
	358,794
	snis03

	51
	Tandala
	EQU
	Sud-Ubangi
	304,983
	snis03

	52
	Wapinda
	EQU
	Nord-Ubangi
	169,830
	plan.act.01

	53
	Isangi
	PO
	Tshopo
	139,047
	snis03

	54
	Kabondo
	PO
	Kisangani
	206,062
	snis03

	55
	Opala
	PO
	Tshopo
	162,506
	snis03

	56
	Yakusu
	PO
	Tshopo
	169,167
	snis03

	
	….total population
	
	
	8,949,012
	


II History of SANRU and context of SANRU III
SANRU III was built on the experience of two previous and very successful USAID funded health projects; SANRU I (1983-1986) and SANRU II (1986-1990).  Following nationwide pillages in 1991 and 1993 the country lapsed into deteriorating conditions of poverty, collapsed infrastructure, and then armed conflict as politically diverse rebel groups annexed entire sections of the country and ultimately overthrew its government. Continued conflict and general insecurity in the country continued through the greater part of the SANRU III project.  
III Financing of SANRU III

In May 2001, a five-year $25,000,000 cooperative agreement was signed between USAID and IMA for SANRU III to provide assistance to 65 health zones initially with plans to increase assistance to 80 health zones. The project went through various assessments and amendments impacting both the number of ultimate health zones to be served (56) and the fiscal resources made available to SANRU III.     Table 2 summarizes the budget for the period 2001-2006.  It is noteworthy that the project leveraged additional assistance from a number of sources including OFDA, DIFID, Global Fund, APOC, and Pfizer (see table 3) 

TABLE 2:  SANRU III USAID Budgets by Earmark, 2001-2006 (in thousands)
	Project Component
	Child Survial / Primary Causes
	Micro-Nut-rients
	EPI
	Polio
	Malaria
	HIV/

AIDS
	TB
	Popu-lation
	Eau/Asn & Making Cities Work
	IDS: Disease Surveil-lance

	Health Zone Support Systems
	2,616
	45
	360
	586
	350
	442
	446
	1,699
	54
	0

	Program Interventions
	6,264
	312
	381
	418
	2,372
	683
	548
	1,369
	377
	47

	Project Management – ECC
	2,001
	12
	158
	290
	328
	203
	194
	546
	52
	0

	Project Management – IMA
	1,079
	10
	26
	30
	118
	56
	35
	88
	10
	0

	Indirect Grant Mgmt Costs 
	1,018
	28
	67
	86
	239
	108
	96
	279
	36
	3

	Total Received from USAID 
	12,978
	407
	991
	1,411
	3,407
	1,492
	1,319
	3,981
	529
	50

	Earmark from USAID 
	14,122
	85
	200
	1,500
	3,400
	1,400
	1,400
	4,063
	675
	650

	Total 
	
	
	
	
	
	
	
	
	
	26,565




Note: SANRU III received additional financing from OFDA ($150,000 to support transition from relief to development); Global Fund ($1.9 million per year to support activities for the control of HIV and malaria in 25 health zones); DFID (about $1 million to support purchase of ITNs); Pfizer ($100,000 to support HIV control activities); and APOC (about $ 250,000 to support community-directed distribution of Ivermectin in 14 health zones).

IV Partnerships of SANRU
SANRU III was designed as a project of projects, building upon partnerships and forming collaborations with other NGOs, TAs, and organizations to accomplish project objectives.  These are summarized in table 3.  
                              Table 3.    Partnerships of SANRU II

	Partners
	Project / Activity
	Period

	Advance Africa
	Population: TOT in ND, IEC materials
	                  2003-2005

	American Baptist Church (ABC)
	Secondment of TA of Drs Bill Clemmer and Wayne Niles
	                  2001-present

	APOC, CBM, BNLO,Merck
	River Blindness Control Program: Ivermectin Distribution
	                  2001-present   

	ASRAMES
	Co-support to HZs in N. Kivu for Essential Medicines 
	                  2001-2003

	Axios
	PMTCT - Scaling up PCMTC from 4 to 8 HZs 
	                  2002-present

	BASICS
	C-IMCI: EPI, Malaria, Nutrition, BCC 
	                  2001-2003

	BD
	Provision of Disposable Single-Shot Syringes 
	                    2002

	Catholic Relief Services
	Co=support of Nselo HZ and CAAMEKI  depot in Lukaya
	                 2002-2005

	Church World Service 
	Oicha / Nyankunde Relief

Goma ACT Appeal: Emergency assistance to Goma
	                 2001-2002

	CURE
	Gifts in Kind – Medicines & Computers
	                 2001-present

	DOCS
	Doctors on Call for Service
	                2001-present

	DIFID and Global Fund
	Bednets for selected HZs
	                2003- present

	Environmental Health Project (EHP)
	Training W/S coordinators

Community Hygiene Improvements as part of C-IMCI
	                2002-2004 

	Fometro
	Co-support for a number of health zones, e.g., Kangu & Mangembo
	                 2001-2004

	Georgetown University
	TA in SDM  ( Standard Day Method)  for Family Planning
	                 2005

	Johns Hopkins University
	TA for KPC survey methodology and analysis
	             2003-2006

	Johnson & Johnson (J&J)
	Tibozole Program
	                2005

	Making Cities Work Grant
	W/S/H activities in two urban health zones (Kabondo and Dibindi, & Bukama) with TA from EHP
	                 2003-2005

	Memisa
	Co-support for a number of health zones, e.g., Djuma
	               2001-2006

	Mennonities
	Dr Murray Nickel

Technical Health Consultant
	2001-2005

	Mission Aviation Fellowship (MAF)
	Jointly chartered trips
	2001-2006

	MONUC
	Travel/Transport to Rebel-Held Areas
	2001-2003

	MOST / PRONANUT
	Vitamin A Distribution: In distribution in 25 health zones with PRONANUT
	 2002-2004            

	Partners for Health Reform (PHR Plus)
	Improved Health Zone Management Tools
	2001-2002

	Pfizer
	Grant Management for HIV/AIDS to EVERJ

Diflucan
	2004-2005

	Presbyterian Church (USA)
	Seondment TA from Larry Sthreshley
	2001-present

	PSI/DIFDA
	Malaria : Co-branded ITN
	2003-2006

	UNICEF
	Emergency Assistance to 45 HZs during year one
	2001-2002

	UNIKIN SPH
	TA for SANRU KPC & various other surveys AND  training for MPHs
	2001-2002

	University North Carolina
	TOT for PMTCT
	               2003-2005

	USAID (Pop)
	Population: Provision of contraceptives & condoms
	2003-2006


V  Indicators of SANRU III
Twelve Indicators (table 4) were established as key objectives for the SANRU III project and its mandate to decrease maternal and child mortality, and decrease the burden of disease through the development of decentralized health care systems in rural areas (HZs) of DRC.

                      Table 4 SANRU III Project Indicators and Objectives
	

	 SEQ CHAPTER \h \r 1Project Component
	Component Objective

	01: 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 (FP), and health education

	02: HIV/AIDS and STIS 
	To increase the capacity of health zones to combat HIV/AIDS and STIs 

	03: Nutrition 
	To improve and promote nutritional interventions to decrease childhood morbidity and mortality

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

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

	06: Water and Sanitation 
	To reduce the prevalence of water-born disease by increase access to potable water and clean village programs.

	07: Planning and Management 
	To promote the development of transparent management systems together with the participating communities

	08: Training and Supervision 
	To reinforce the health zone capacity for local training for specific program interventions and for supervision-formation to personnel.

	09: Financial Sustainability 
	To improve the sustainability and financial accessibility of health services

	10: Behavior Change Communications 
	To reinforce the capacity of Health Zones to encourage behavior change communications (BCC)

	11: Essential Drugs and Medical Materials  System 
	To increase population access to a secure supply of essential medicines

	12: Health Information System, Monitoring and Evaluation 
	To improve data collection, analysis and decision-making for the Health Information System (HIS) as part of local planning and operations research.

	ALL COMPONENTS 
	To decrease the burden of diseases (BOD) and loss of disability-adjusted life years (DALY).


Each of these indicators was designed to increase the capacity of health zones to address and treat the most significant causes of morbidity and mortality in the DRC.
VI   Evaluation of 12 SANRU III Indicators

01 PMA   
Overall objective

At the start of the SANRU project in 2001 the DRC was in a period of crisis, emerging from a prolonged armed conflict and still occupied by multi-national combatants. The landscape was characterized by a weakened infrastructure, fragile economy and severe poverty.  In this context DRC was seen to have alarming rates of morbidity and mortality particularly amongst children under the age of five. Mortality reports showed that 125/1000 children would die before their first birthday and 250 before the age of five.  The most common reportable causes of death were infectious diseases such as malaria, respiratory and water-borne illnesses and vaccine preventable diseases such as measles, tetanus and diphtheria.  In this setting SANRU rapidly instituted the PMA (minimum package of activities) in all its supported health zones.  The PMA package included organization of curative services (CC, CPN and CPS, Family Planning) use of clinical protocols and rational use of medicines. MOH protocols for vaccination (PEV) strategies, prenatal strategies TPI and interventions such as the appropriate care for diarrhea, respiratory diseases, malaria were instituted.  These strategies (see proceeding chapters) were successful in not only addressing critical causes of morbidity in DRC but significantly reduced the daily toll of disease in DRC and ultimate morbidity and mortality rates.
These initial strategies are discussed under PMA:  (a) access to care (b) vaccination and (c) family planning 

01A (Access to Care)
The majority of Congo’s children access health care in rural settings. In 2001 less than a third of the rural population had access to acceptable health services.  The reasons were multi-faceted:  inadequately trained or insufficient health care personnel, absence or shortages of pharmaceuticals and medical supplies and cost of care (fee-for-service) beyond the reach of the average family. 
SANRU III was able to address each of these elements by a multi-tired approach:


* Training of health care personnel (over 4500 were trained in five years)

* Provision of material (medicine, equipment, supplies)


* Reinforcement of the cold chain


* Repair and reconstruction of health centers


* Supervision and monitoring

Access to curative and preventative care services in SANRU assisted health zones increased significantly during the five year project period as shown in the table below.
Table 5.  Percent of Population using SANRU supported health facilities
	Population Indicators 
	2001
	2002
	2003
	2004
	2005
	2006
	Target

	Curative Care  (CC)
	28.6%
	27%
	29.9%
	31.9%
	35.7%
	36.7%
	50%

	Prenatal Care (CPN)
	73%
	67.9%
	70.7%
	86.2%
	85.6%
	92.4%
	80%

	Well Child Visit (CPS) 
	78%
	71.4%
	90.2%
	100.7%
	93.2%
	98.5%
	80%


(2006 data from January-March)
01B  (Vaccination Preventable Diseases (PEV)

1.  Overview and objectives
 One of SANRU’s principle objectives was to increase the vaccination coverage in children under the age of five by reinforcing and improving routine vaccinations in rural clinics and communities.  The RED approach (reaching every district) recommended by WHO and the MOH was adopted early in the SANRU project.    

The combined efforts of training, publicity, procurement and supply resulted in an increase of vaccination rates from average rates below 50% at the project commencement to averages greater than 75% at project’s end.

2. Key Activities
Key activities were coordinated with PEV (MOH) and followed recommendations from USAID and MOH technical advisors and protocols.

a. Microplanification: was undertaken to do primary assessments and planning each year for specific health zones.

b. Combination of PEV activities with supplementation of Vitamin A increased both strategies

c. Regular supervisions which trained health care workers and monitored progress

d. Increased community participation by use of community health care workers (PCIME approach)

e. Production and distribution of vaccination and growth charts

f. Reinforcement of the cold chain and provision of solar and kerosene refrigerators, fuel, cold boxes, bicycles, motos and vehicles to supported health zones.
                                              Table 6 EPI Results
	EPI Indicators
	2001
	2002
	2003
	2004
	2005 
	2006 
	End of Project Objective

	DTC3 Coverage
	28%
	36%
	65%
	73%
	76%
	78%
	75%

	Measles Coverage
	48.5%
	55.9%
	69.6%
	72%
	71%
	74%
	75%




Graph 1 Evolution of Vaccination Coverage in SANRU zone
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Graph 1:  SANRU III assisted zones saw increased coverage for all routine vaccines especially DTP3 (78%) and Measles (74%)   (data to March 2006)
3.Lessons Learned

a. The RED approach allowed the project to attain indicators, amongst the best of all project indicators.
b. Locally organized vaccination campaigns are very effective ways to increase vaccination coverage in poorly performing health zones.
c. Careful audits of vaccine data are important to undercover reporting errors and need to be part of supervision and monitoring exercises. 
01C Family Planning
1. Overview
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The Democratic Republic of Congo has had some of the highest rates of maternal and neonatal mortality in the world.  In 1998 the maternal mortality rate was estimated at 1837/100,000 persons with an infant mortality rate of 12.8%.   Multiple factors have been cited for this phenomenon.  Aside from escalating rates of HIV/Aids, TB, and Malaria are problems unique to women of reproductive age:  early pregnancy, high multi-gravid rates, and poor access to reproductive and family planning services.
In its second year of activities, SANRU III received supplemental funding and support from USAID to initiate and revitalize family planning services in a limited number of pilot health zones and then all zones.   During the project period full family planning services were established in 23 health zones and access to contraceptives in all zones; providing family planning  services to over 626,000 women of child bearing age.
2. Project Objectives

The project objectives were to significantly lower maternal and infant morbidity and mortality by offering a comprehensive package of reproductive and family planning services to select health zones.   
3. Major Activities

a. Strategy and planning sessions with GTZ and MOH

i. Conception and application of pre-testing in key areas

ii. Organize with Advance Africa a national conference on  repositioning family planning in DRC 

iii. Participation in national conferences on FP with other NGOs

iv. Working with the MOH to harmonize monitoring and evaluation tools

v. Organize trainer of trainer sessions with Georgetown University/IRH

b. Reinforce the capability of community health care workers in FP

i. 26 ‘trainer of trainers’ were trained in reproductive health and family planning

ii.  460 community health care workers trained in FP/SR

iii. 26 technical supervisors in health zones trained in FP/SR

iv. 22 health zones received intensive training sessions

v. 25 health zone supervisors trained in management of contraceptives with TA from JSI

vi. 182 traditional midwives were trained in updated techniques in childbirth and community mobilization

vii. 70 clinical health care workers were trained in the provision of advanced contraception (IUD and CCV)

viii. 760 community mobilizers were trained in the dissemination of messages for FP/SP

ix. 575 community health care workers received training in updated strategies of FP (MAQ)

x. 23 workshops were organized on community involvement and mobilization of FP/SR services

c. Introduction of FP/SR in PCIME-C program

i. Publication of FP messages for PCIME programs

ii. Training and awareness promotion of PCIME workers in both institutional and community settings

d. Provision of equipment to reinforce FP services

i. Supply of motorcycles to 22 key health zones for FP supervision and support

ii. Supply of 440 bicycles for nursing supervisors involved in FP activities

iii. Supply of 440 bicycles for community health care workers involved in FP activities

iv. Supply of 220 IUD kits in 22 key health zones

v. Supplied 840 comprehensive birthing kits to 840 traditional midwives

vi. Supplied 110 CCV kits to centers which provided advanced FP services 

vii. Delivered 360 GYN beds to all health zones

viii. Supplied family planning kits (cards, registers, partograms, charts) to all centers

ix. Provision of contraceptives to all 56 health zones.
e. Rehabilitation of infrastructures providing FP/SR services

i. Construction of 33 counseling halls in 22 health zones for promotion and counseling services

ii. Supply 22 free standing clinics with solar lighting 

iii. Repair and rehabilitation of 36 birthing centers
f. Monitoring and evaluation

i. initiate monitoring activities in 22 health zones

ii. elaborate check lists and protocols for FP personnel

iii. data collection and analysis
g. Promotion of family planning

i. Production and supply of flip charts in FP

ii. Production and supply of memory sheets, calendars, pocket guides, posters and pamphlets

iii. Pamphlets for youth distributed in high risk areas

iv. Production of tee shirts, caps and other social awareness commodities
4. Results
The key indicators for the Population program are shown in the following table: 

Table7. SANRU III Family Planning and Reproductive Health Indicators (date until June 2006)
	Population Indicators 
	2002
	2003
	2004
	2005
	2006
	EOP Objective

	Couple Year Protection (CYP) and number of HZs
	77

11 HZ   
	6,804 in 12 HZ
	20,840 in 23 HZ
	35,153 in 

23 HZ
	17,370(6 mo) 

in 23 HZ
	45,000 

	Contraceptive Rate
	8.7%
	n/a
	10.9%
	n/a
	pending
	(from 02 & 04 KPC data) 

	Proportion of New Acceptors 
	0,5 %
	4,7 %
	9.3 %
	13.4%
	11.5%
	12%

	Percent of Assisted Births
	49.3%
	52.9%
	68.4%
	70%
	70.1%
	70%


Graph 2:  Evolution of CYP rate in SANRU supported family planning zones 
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Graphs two shows an increase in the CYP rate of family planning services (data until June 2006)
Graph 3: Evolution of new acceptors  in SANRU supported family planning zones
[image: image2.emf]Evolution de la proportion de nouvelles 

acceptantes (en%)

0.5

4.7

9.3

13.4

11.5

0

2

4

6

8

10

12

14

16

2002 Jan-Dec2003 Jan-Dec2004 Jan-Dec2005 Jan-Dec2006 Jan-Juin


Graph 3   Shows a steady increase in number of new acceptors of family planning services and progression in CYP. The 2006 data is for six months and nearly approaches cumulative data for 2005.   
5.  Lessons learned

a. In a poverty stricken population, the promotion of family planning must not be tied exclusively to health care settings where access may be limited

b. To effectively lower maternal and child mortality, family planning programs must be associated with other development programs that address lifestyle and poverty issues.

c. It is important to make family planning programs sustainable to be effective

d. In the monitoring and evaluation of family planning programs, auto-monitoring strategies are important to reinforce both the capacity and interventions in such programs.

e. The construction of counseling halls and birthing centers is a good way to mobilize the entire community in the promotion of health care.  Budgets should take into account the cost of time and labor.

  02 HIV/Aids
1. Overview:  The fight against HIV/Aids is a global effort involving many partners who have joined together to fight a global epidemic.  The DRC has benefited from support by several organizations:  World Bank, Global Fund, the European Union and USAID.  All HIV related activities in DRC are coordinated by the national program; PNMLS (MOH) SANRU III received support from several donors in this domain and coordinated their programs with both the USAID technical team and PNMLS.

2. Objectives:   The objectives of SANRU III were to reduce both the incidence and transmission of HIV/Aids by the following measures:


a..Transfusion Security (screen all donated blood for HIV)


b. PMTCT (prevention of transmission from mother to child)


c. Universal Precautions (prevention of transmission in health care setting)
3.Key Activities:


a. Transfusion Security




i. 266 health care workers trained in techniques of safe transfusion




ii. 252,000 kits of Determine distributed to 56 health zones




iii. 34,400 kits of RPR distributed to 56 health zones




iv 184 transfusion registers printed and distributed

b. PMTCT




i. 80 health care workers in 8 health zones trained in PMTCT




ii. 80 community care workers trained in promotion and flipcharts




iii 60,800 kits of Determine distributed to 8 health zones




iv 750 kits of UNIGOLD distributed to 8 health zones

v. 900 kits of Doublecheck distributed to 8 healht zones

vi.560 treatments of Nevirapine accomplished
vii.13,000 tests RPR distributed to PMTCT centers

c. Social Awareness

        i.   All 56 zones have communication strategies and plans

ii.1000 community workers trained on the prevention of HIV




iii Anti-HIV youth clubs established in all 56 health zones




iv. 10,700,000 condoms distributed (including provisions for FP)




v. National HIV awareness day organized in all 56 health zones.

d. Universal Precautions

i. health care workers in 56 zones trained in HIV prevention

ii. syringe disposals distributed in all 56 zones

iii. 4500 uniforms and cases of gloves supplied to all 56 zones

iv. Incinerators constructed in hospitals in SANRU supported zone
4..  Results (Transfusion Security and PMTCT)

Transfusion Security
All SANRU assisted zones were supplied with testing material to screen blood for transfusions.   Data from 2002 is available from 56 zones (contact with certain zones lost during conflict of 2002).   Temporary stock outs and difficulty with supply lines in times of conflict resulted in less than optimum performance in 2003 and 2005.  
PMTCT
PMTCT services were started in year three of SANRU III (2003) with 11 treatment sites which screened 2,038 women in twelve months.  By project’s end there were 57 treatment sites which had screened 77,935 persons in a six month period. 

During the last year near 600 HIV positive pregnant women were discovered, 257 of whom had received Nevirapine by the date of this report. 

Global Fund/HIV in cooperation with USAID assisted SANRU in establishing 25 new detection centers and will continue support after SANRU ceases operation.
 Table 8:  HIV Statistics (screening and PMTCT) during SANRU III
	Indicators for HIV/AIDS
	2002
	2003
	2004
	2005
	2006 (6  mo)
	EOP Objective

	% of donated blood tested for HIV/AIDS 
	69%
	91%
	100%
	97%
	92%
	100%

	Number of Health Facilities offering PMTCT services
	
	11
	22
	30
	57
	57

	Number of women in SANRU assisted zones who attended a PMTCT clinic in past 12 months
	
	2038
	6544
	32,920
	77,935 
	7500

	Number of Women Detected as HIV positive during VCT
	
	34
	180
	356
	599
	Na

	Number of women who have received ART at PMTCT clinics
	
	7
	41
	137
	257
	na



Graph  4       Sero-prevalence of women in PMTCT Clinics
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Graph 4. The sero-prevalence of women tested for HIV in PMTCT clinics varied from 2.1% to 2.7% during the project life as seen by the above graph.  
Graph 5:  Rate of HIV positive women in PMTCT clinics accepting Nevirapine Prophylaxis.
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Graph 5: The rate of HIV positive women accepting anti-retroviral prophylaxis increased from 21% to 43% from 2003-2006.  A significant obstacle is the loss of follow-up of women who test positive (non-responders, no-shows, and lack of provision for home visits and follow up) 
5.  Lessons learned

v. The implication of the health zone team in identifying PMTCT centers is vital.
vi. The rate of accepting testing is good (80%) one of the largest factors is good counseling

vii. It is essential to have the collaboration and understanding of the male partner in ensuring follow up treatment

viii. The number and demand of documentation during busy prenatal clinics hampers good coverage

ix. Efforts need to be made to better integrate the PMTCT program into regular prenatal activities and not create vertical programs with different incentives.
03 Nutrition
Provision of Vitamin A was a significant activity of SANRU III.   Vitamin A events were integrated into the usual activity of the health zones and carried out by health care personnel

SANRU supported the training of health zone personnel, transport of medicine, production of monitoring and evaluation material and supervision.

Acceptance rates approached and surpassed 90% in the last two supported years.

UNICEF undertook this activity in 2006 (not in year five USAID budget) and those figures are pending.

 Table 9:  Percent of Vitamin A distribution in children under five in SANRU-   

                   assisted health zones (February campaigns)
	Vitamin A Indicators
	2001
	2002
	2003
	2004
	2005 
	2006
	EOP Objective

	% of Children receiving Vitamin A in SANRU assisted health zones
	na
	56%
	83%
	89%
	92%
	UNICEF
	90%
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         Graph 6: Evolution of Vitamin A Supplementation
Supplementation of Vitamin A in SANRU supported zones has reached nearly 100% in past two years.
04 Reemerging Diseases
SANRU III was designed to increase the capacity of health care personnel to control Tuberculosis, Trypanosomiasis and Onchocerciasis in health zones where these are priority diseases.   During a USAID assessment of 2003 the project was asked to focus on primary care interventions and de-emphasize this particular indication except where critical interventions were required

SANRU curtailed activities in Trypanosomiasis control which were being undertaken by FOMETRO.   Activities in the control of Onchocerciasis in three projects and co-supported by APOC were continued.   Detection and control of Tuberculosis was continued according to recommendations made by the MOH.
Onchocerciasis: 
Onchocerciasis is a disabling parasitic disease which is endemic in the Democratic Republic of Congo and one of the leading causes of blindness in Central Africa.  In a multi-year project co-supported by APOC, SANRU initiated the start-up of three large Onchocerciasis-control projects in the DRC utilizing annual campaigns of Community Directed Treatment with Ivermectin (CDTI).

By the end of year five over 1.8 million people had received preventative treatment for this sight-threatening disease.    The goal of these programs was to successfully integrate “Community Directed Treatment of Ivermectin (CDTI) into the routine health zone activities of all endemic health zones.  Involvement of the MCZ and health zone staff into activities such as awareness, teaching, promotion, distribution and management of medication-related side effects were significant first steps made towards this goal in SANRU supported health zones. 

                    [image: image5.png]



Mother and son with Onchocerciasis related blindness (river blindness) in the SANRU II supported health zone of Kabondo (near Kisangani DRC).   May 2006
A summary of the achievements of three CDTI projects in Bas Congo, Bandundu and Tshopo Provinces is found in table 10.
	 
	Year
	population
	HZs
	No. CDTI village
	Annual Treatment Objective
	Persons treated
	CDTI villagecov-ered
	Ther-apeuticov-erage
	Geo-graphicov-erage
	Ivermectin Received

	Bandun
	1
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 du
	2
	814613
	6
	2,374
	407,326
	417,248
	2,001
	51%
	89%
	1,476,322

	 
	3
	1172464
	9
	3,606
	820,723
	738,652
	2,885
	63%
	81%
	1,949,396

	 
	4
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Bas Congo
	1
	2304356
	23
	6,721
	557,044
	466,246
	2,650
	20%
	39%
	2,628,312

	 
	2
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Tshopo
	1
	1687888
	15
	2,852
	251,638
	28,872
	800
	13%
	28%
	1,122,500

	 
	2
	400251
	 
	800
	251,638
	218,495
	 
	25%
	76%
	 

	 
	3
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Totals
	 
	 
	 
	 
	 
	1,869,513
	 
	 
	 
	7,176,530


Table 10: Population at risk and persons treated with Ivermectin in CDTI
*By the end of 2005 over 1.8 million persons had received treatment with Ivermectin and over 7 million tablets, donated by Merck Pharmaceuticals were distributed.
** Adverse side effects from Ivermectin associated with co-morbidity with Loa-Loa resulted in the temporary suspension of activities in year 2 of Tshopo and year 1 of Bas Congo resulting in diminished treatment numbers of that period,.

 Tuberculosis

1.Overview  
Tuberculosis is an endemic disease in the Democratic Republic of Congo which contributes to significant morbidity in all segments of society.  It is often co-morbid with other infectious diseases leading to an overall increase in disability, morbidity and mortality.

2.Objectives:  General objectives of the SANRU III program were to significantly decrease the prevalence and morbidity of TB by:

a. Increasing the rate of detection from 44% to 70% in supported health zones

b. Increasing the rate of cure from 69% to 85% by proper management and treatment in infected individuals.

.  

3. Activities
a. Education/Training
i. 120 doctors trained in DOTS strategy

ii. 240 nurse supervisors updated in DOTS strategy

iii. 16 Provincial lab technicians were trained

iv. 120 rural lab technicians trained in CDT and Zhiel methods
c. Social mobilization:  1000 community activists in strategies to ensure that those infected are able to access daily treatment.

d. Equipment:  Supplied 56 health zones with 300 microscopes (oil immersion), motos for supervision, books and monitoring tools


e. Supervision: of activities and strategies in all 56 health zones.
4.  Results

Table 8 :  Detection and Cure rates of TB in SANRU-supported zone
	Tuberculosis Indicators
	2002
	2003
	2004
	2005 
	2006 (1st sem)
	EOP Objective

	TB Detection Rate 
	41%
	58%
	71%
	65%
	65%
	75%

	TB Cure Rate 
	69%
	70%
	82%
	85%
	86%
	85%


Cure rates increased progressively each year, achieving the target rate of 85% Detection rates increased progressively each year with the exception of 2005. This was principally due to renewed conflict and insecurity in the health zones in Eastern DRC where large segments of the population were displaced
5. Lessons learned:

a. The implication of the MCZ in TB activities in a health zone is critical for the success in detection and cure strategies.

b. The implication of previous patients with TB and their families in community awareness of TB is an important element to increase detection and cure rates.

c. The annual ‘Global TB Day” is an important activity to promote an awareness of TB and decrease the stigma of the disease

d. Strategies to increase number and capacity of CDTS (treatment and detection centers) is critical to increase services.  (The national coverage rate is one CDTS center per 500,000 persons).
05 Malaria

1. Overview

Malaria is endemic in DRC and is the number one cause of death in children less than five years of age and pregnant women.   A study done by PNLP in 2001 (project start date) revealed that 37% of all hospital deaths in children less than five were due to malaria and that only 7% of effected persons received a correct treatment for uncomplicated malaria.  At that time there were no programs to give Fansidar (TPI) to pregnant women and treatment with Chloroquine was widespread.  In this context; SANRU launched its strategic program against malaria.
2. Objectives

The key objective in the SANRU malaria intervention was to rapidly reduce the mortality and morbidity in all age groups from malaria.  By the following interventions:

a. Introduce ITNs in health zones with a goal of achieving 40% coverage

b. Put 80% of pregnant women in SANRU supported zones on TPI

c. Achieve the goal that 80% of malaria cases will be treated appropriately
    3.   Key activities
a. Training

i. 84 health zone leaders trained in care, prevention, monitoring,
ii. 645 health zone workers received basic training in diagnosis and treatment
56 lab technicians were trained in updated diagnostic techniques

iii. Over 2800 community health workers trained in PCIME methods in the recognition and care of malaria

iv. 450 nurses received accelerated training in management and prevention
b. Awareness




i. 4500 flip charts produced and distributed in rural clinics




ii  3,000 manuals produced for community health workers




ii.20,000 pamphlets on the signs of malaria produced 



iii 60,000 sheets on the treatment of malaria and use of drugs produced


iv 36 metallic signs posted



v 300,000 pregnant women counseled on malaria during prenatal clinics



vi 5 provincial campaigns on the importance and use of ITNs



vii Over 80,000 households reached on the use of ITNs

c. Supplies

i. 56 HZs supplied with Fansidar for TPI programs 

ii. 54 Microscopes distributed in hospitals and reference clinics
iii. 50000 pamphlets, 20,000 registers, 5000 posters and 20,000 technical sheets on the use of TPI were produced and distributed
d.. Supervision and studies


42 supervisions specific for malaria were undertaken by SANRU and with 

                    national (MOH) and international (BASICs, PSI) partners



2 studies on the monitoring and coverage of pregnant women and children 

                    under five years of age were undertaken



1 study on the use and efficacy of various ACTs was undertaken

3. Results
Significant achievement was made in the correct and prompt treatment of malaria, provision of ITP in prenatal clinics and distribution of ITNs to target populations as seen in table 11.
Table 11: Malaria Indicators and Results for SANRU III assisted health zones.

	Malaria Indicators
	2003
	2004 
	2005 
	2006
	EOP Objective

	Prompt treatment for Malaria <5 yrs
	76%
	83%
	83%
	80%
	80%

	ITP SP for Pregnant Women
	27%
	74%
	82%
	74%
	60%

	% of households with at least on ITN in SANRU supported health zones
	14.6%
	15.7%
	22.5% 
	46%
	80%


 ( 2006 data is for January to March.)
4. Interventions
a.Distribution of ITNS

Over 700,000 ITNS were distributed during the project period; 400,000 of which were for children under five years of age.  Considering that a Congolese child has ten episodes of malaria per year and assuming near 100% effective….one could presume the prevention of 4 million cases of malaria per year; the leading cause of death in this age group.

The graph below traces the distribution of nets in households that have at least one group at high risk.   At the start of this activity (2002) the baseline prevalence of ITNs in household was at 1%...and towards the project completion was at 48%.  (Data supplied by rural health zone offices with 70% completion of data by 2006)   
Graph 7: Evolution of ITN coverage in SANRU assisted zones (2002-2006)
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 Coverage rate with ITNS in SANRU III assisted health zones increased significantly from 2002 (baseline) to 2006.
b. Evolution of use of TPI 
At the beginning of the project only 0.7% of pregnant women received prophylactic treatment for malaria which was more or less the country baseline.  SANRU was able to rapidly roll out this strategy which had a coverage rate of 77% in 2004 and 82% by 2005.  

This coverage represents approximately 300,000 women who were protected by antenatal effects of malaria including low birth weight, miscarriage, inutero death and increased maternal morbidity and mortality due to anemia.



Graph 8:  Evolution of TPI in SANRU assisted zones 
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Graph 8 shows rapid and significant increase in use of TPI strategy in SANRU assisted health zones from 2002-2005 (2006 data through March 2006)
c. Correct Treatment for Malaria

There has been a relative increase in the correct treatment of malaria.  Statistical data collected from a sample of data available in 40 hospitals in 46 health zones revealed 80% of institutions were using correct guidelines. (baseline 76% in 2003) This allows one to follow practices at those specific institutions but does not reflect the level of treatment by community health workers; which would require a larger study (see KPC)

d. Lessons learned (malaria)
1. Training and reinforcing community health care workers is a strategic and effective way to combat malaria.

2. Campaigns to introduce ITN distribution can increase coverage rates only if they implicate key members of society (village chiefs, religious leaders, school and health officials)
3. The practice of distributing ITNs during prenatal and well child visits significantly increases use and participation in those services.
06. Water and Sanitation
Overview

Waterborne diseases causing dysentery and diarrhea are the 2nd leading cause of child mortality in the world.  Like other developing countries, the DRC is confronted by this significant public health problem   According to a report by the MOH (MICS), the incidence of diarrhea in the RDC is estimated at 24% in rural areas and 19% in urban setting with a mortality rate around 30%    This is why the SANRU III project has focused its attention on integrated actions on hygiene and access to potable water. 

Objectives:  The global objective was to increase access to clean water while improving the sanitation conditions in supported villages.

1. 1500 water sources to be reconstructed

2. 300 wells with pumps to be repaired

3. 2000 model villages with superior sanitation. 
Activities

4. Training of 12 national trainers for water and sanitation control

5. Training of 59 rural based water and sanitation engineers (CEAs)

6. 2100 villages received intervention and assessment and declared ‘ainsi’
7. 287 villages met clean standards by PCIME of which 9 received micro-credits of $900

8. 2158 fresh water sources constructed out of 1500 planned

9. 118 deep water wells constructed out of 300 planned

10. 16 metal incinerators constructed and installed 

11. Making Cities Work grant (urban water projects)
12. Sanitation component integrated into PCIME approach
Impact
Table 12:   Water and Sanitation Figures for SANRU III (2002-2005)
	W/S/ Indicators 
	2001
	2002
	2003
	2004
	2005 
	Total Number
	EOP Objective

	Number of Water Springs Constructed
	
	542
	557
	550
	484
	2133 
	1500

	Number of Wells and Pumps repaired, replaced or built
	
	24
	49
	17
	25
	115

	300

	Population Access to Potable Water  (increase to existing coverage)
	
	33%
	38%
	51%
	68%
	
	55%


Access to water

SANRU III saw an increase in access to water from approximately 30% (baseline) to 68% in supported zones. These numbers represent approximately 3,184,622 persons or 5% of the population of DRC.   Effective strategies included rehabilitating water sources proximal to villages and repairing pumps and wells.   According to CNAEA the average access to water in rural populations in DRC is 17% 

Graph 9:  Relative increase in percent of population with access to clean water in SANRU assisted health zones (2001-2005)
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The key indicator for the W/S/H is shown in the above graph. It is important to note that these figures represent increases to existing coverage rather than absolute coverage. 
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       A manual pump of the type « India Mark III »  installed in the Bas Congo health zone of Luozi
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           Community members gather around a water spring installed in their health zone
6. Lessons learned in SANRU III (water and sanitation)
1. Durable water projects (MCW, wells, pumps) must be discussed in detail with all 
    segments of the population before commencing. 

       2. ENFEA has significant capability in training rural and urban water and sanitation 
           engineers.
      3. The MCZ plays a significant role in mobilizing the population to undertake water 
           and sanitation projects
      4.  Frequent supervision visits both encourage the progress of work and discourage 
          abuse of resources.
      5.The concept ‘clean village’ is doable but must be seen by the point of view as long 
           term change of habits rather than punctual or temporary actions.
07   Planning and Management
	Component
	SANRU Program Strategies & Activities

	Planning and Management: Promote the development of effective and transparent management systems.
	- Training in planning and management of health zone support systems

- Organization of HZ management structures, e.g. health zone council

- Improve PHC management through Operations Research

- Improve communication system between health zones and districts/depots


Accomplishments:
1. SANRU supported health zones were required to complete and send in an annual action plan

2. SANRU funded the convening of a annual health zone council (consel d’administration) to ensure community oversight and participation

3. Training in Management of rural health systems offered to all health zones (see training report below) 604 persons trained in institutional, finance and pharmaceutical management

4. Regular supervisions,  monthly reports, regular HF radio contact was established during project life.
08 Training and Supervision
	Component
	SANRU Program Strategies & Activities

	Training and Supervision: 

Reinforce HZ capacity for local training for program interventions and for formative supervision.
	- Train health center personnel in program interventions

- Train health zone management team members in support components

- Train HZ personnel in Quality Supervision

- Provide logistical support and operational subsidies for supervision


One of the lasting goals of SANRU III was to increase the competence of national health care professionals to manage health care systems and deliver quality and appropriate care. 

During the five years of SANRU over 5000 health zone personnel (doctors, nurses, lab technicians, administrators, community health workers, mechanics, etc) were trained in this endeavor.

Training occurred on all levels; national, provincial, district and health zone and was designed to impart critical information, in a time efficient and practical manner.  Training included both hands on and didactic sessions and encompassed classroom, lectures, conferences with the use of books, pamphlets, flip charts and electronic audio-visual equipment……which for the most part remained at the health zone and regional levels.
Table 13:  Resume of training programs and numbers trained during mandate of  SANRU III
	Resume of Training Programs and number of participants during SANRU III (2001-2006)

	

	Domain

	Year One
	Year Two
	Year Three
	Year Four
	Year Five
	TOTAL

	
	No.

Sessi

ons
	No. Participants
	No.

Sessi

ons
	No. Participants
	No. Sessions
	No. Participants
	No. Sessions
	No. Participants
	No. Sessions
	No. Participants
	No. Sessions
	No. Participants

	Health Care Systems Management
	4
	132
	 
	 
	 
	 
	1
	18
	
	
	5
	150

	PMA
	3
	106
	5
	178
	 
	 
	 
	 
	
	
	8
	284

	PEV (EPI)
	1
	6
	 
	 
	7
	161
	 
	 
	
	
	8
	167

	Nutrition
	 
	 
	 
	 
	1
	18
	 
	 
	
	
	1
	18

	Family Planning
	 
	 
	12
	378
	13
	366
	28
	767
	11
	204
	64
	1715

	Trypanosomiasis
	 
	 
	9
	158
	 
	 
	 
	 
	
	
	9
	158

	TBC ET VIH/SIDA
	 
	 
	7
	174
	 
	 
	 
	 
	
	
	7
	174

	TBC (Laboratory)
	 
	 
	 
	 
	13
	393
	 
	 
	
	
	13
	393

	HIV/Aids
	 
	 
	 
	 
	1
	26
	 
	 
	
	
	1
	26

	Malaria
	 
	 
	 
	 
	4
	81
	 
	 
	
	
	4
	81

	Water and Sanitation
	1
	14
	4
	56
	3
	36
	 
	 
	
	
	8
	106

	Health Monitoring and SNIS
	 
	 
	 
	 
	 
	 
	4
	171
	4
	104
	8
	275

	PCIME-C
	1
	20
	12
	153
	7
	199
	4
	171
	2
	57
	26
	600

	Financial Management
	 
	 
	 
	 
	7
	135
	 
	 
	
	
	7
	135

	Pharmaceutical Management
	 
	 
	 
	 
	 
	 
	7
	221
	3
	98
	10
	319

	Drivers and Mechanics
	1
	37
	 
	 
	1
	9
	 
	 
	
	
	2
	46

	TOTAL
	
	
	
	
	
	
	
	
	
	
	
	4647


Supervision Visits

SANRU established regular supervision visits to all supported health zones which were programmed on a bi-annual basis.  Those health zones with technical, logistical or managerial concerns were visited more often.


Supervisions were not only used for data analysis and analysis of performance but were also used for training purposes.  The health zone supervision was structured to be used for training of personnel at all levels.

Table 14 Resume of Supervision Visits Made (SANRU III 2001-2006)
	Province 
	Year 1
	Year 2
	Year 3
	Year 4
	Year 5 
	Total

	Coordination Bas Congo
	21
	50
	60
	43
	8
	

	Coordination Bandundu
	14
	29
	34
	39
	7
	

	Coordination Equateur
	6
	16
	19
	29
	5
	

	Coordination Kisangani
	5
	3
	9
	8
	1
	

	Coordination Eastern DRC
	4
	14
	31
	12
	3
	

	Coordination Kasai/Katanga
	15
	15
	23
	47
	6
	

	Totals
	65
	127
	303
	481
	30
	1006




Grand total number of supervision visits SANRU III=1006
09 BCC
	Component
	SANRU Program Strategies & Activities

	Behavior Change Communications: Reinforce the capacity of HZs to encourage behavior change communications
	- Distribute reference libraries to health centers & health zone offices

- Community-Based Integrated Management of Childhood Illnesses (C-IMCI)

- Community mobilization for Protected and Clean Villages 

- Assess best practices to motivate health workers for BCC 


Activities

1. Design of BCC messages in collaboration with the MOH  (HIV, TB, Family Planning, etc)
2. Production and distribution of flip charts, calendars, films, cassettes, posters, etc….to rural health settings
3. Diffusion of radio commercials on messages containing HIV and Family Planning were designed recorded and played during two years.

4. Design of a ’12 health commandment’ soccer ball….with tee shirts…distributed to rural health zones

5. Training and collaboration of personnel to ensure BCC promotion during with the regular activities of the health center (CPN, CPS) and with outreach community health workers (relais communautaire)

10 Essential Medicines
	Component
	SANRU Program Strategies & Activities

	Essential Drugs and Medical Materials System: Increase population access to a secure supply of essential medicines
	- Purchase/distribute essential medicine kits for hospitals and health centers 

- Establish decentralized drug depots for re-supply & group purchase orders;

- Initiate a progressive cost recovery system 

- Facilitate at the depots or directly with Kinshasa


Activities
1. Purchased medical kits for hospitals and health centers during first year of project (year one)

2. Established six regional depots during project life to serve 56 health zones in SANRU Project, successfully transitioning over from distribution of set kits…to health facilities being able to order their own needs (with project credit) during years two and three.

3. Established a system of cost recovery in 4 SANRU supported depots which were placing international orders by year four.

4. In association with the MOH established training programs on the rational use of pharmaceuticals
5. Ordered, purchased and delivered large drug orders for health zones and SANRU supported depots (see tables 15 and 16 below)
       Table 15:  SANRU Depots and stock supplied by project years one-five
	SANRU Depots
	Year 1
	Year 2
	Year 5
	Total purchased by USAID
	Total Purchased by Depot

	Vanga Depot
	$28,890
	$27,610
	$58,048
	$115,548
	

	Tshikaji Depot
	$25620
	
	
	$25,620
	

	Kimpese Depot
	$25620
	
	
	$25,620
	

	Karawa Depot
	
	$24,100
	$39,562
	$64,662
	

	Kisangani Depot
	
	$24,100
	$25,054
	$50,154
	

	CEPEED Depot (Kin)
	
	$27,610
	$192,960
	$220,570
	


Table 16 Total Drug Orders imported into DRC for SANRU Project (excluding GIK
	SANRU Depots
	Year 1
	Year 2
	Year 3
	Year 4
	Year 5

	Medicine purchased for direct shipment to zones
	293,508
	563,638
	474,320
	569,984
	151,595

	Medicine purchased for health zone depots
	81,130
	105,420
	0
	0
	331,329

	UNICEF donation 
	1,000,000
	
	
	
	

	Total
	1,374,638
	669,058
	474,320
	569,984
	482,924

	Grand Total
	
	
	
	
	$3,570,924


11 Health Care Information Systems
	Component
	SANRU Program Strategies & Activities

	Monitoring & Evaluation: 

Improve data collection, analysis and decision-making for the Health Information System.
	- Knowledge, Practice & Coverage Surveys

- Management Assessment Capacity of HZs

- Health Center Monthly Reports & Health Zone Quarterly Reports

- Operations Research by HZ Management teams


Activities
1. SANRU produced monthly, quarterly and annual data reports (SNIS) and sponsored updated training in correct data collection and recording

2. Registers ,logs, logarithmic sheets and other data tools supplied to all health centers

3. Distribution of desktop computers, laptops and printers to a majority of SANRU health zone offices and hospitals for data collection and storage

4. Organized and financed studies in operational research and two large KPC studies to collect vital health data and analyze health statistics and procedures.
VII   Summary of Key Indicators

	Project Indicators 
	Baseline (2001 or start of activity)
	Result (2006 or end of activity) 
	Target

	Access to Curative Care  (CC)
	28.6%
	36.7%
	50%

	Access to Prenatal Care (CPN)
	73%
	92.4%
	80%

	Access to Well Child Visit (CPS) 
	78%
	98.5%
	80%

	DTP3 vaccination rate
	28%
	78%
	75%

	Measles vaccination rate
	48.5%
	74%
	75%

	Couple Year Protection (FP) 
	77 yrs 
	17,370 yrs 
	45,000 yrs 

	Contraceptive Rate (FP)
	8.7%
	10.9%
	n/a

	Proportion of New Acceptors (FP)
	0.5%
	11.5%
	12%

	Percent of Assisted Births
	49.3%
	70.1%
	70%

	Transfused blood tested for HIV
	69%
	92%
	100%

	Number of PMTCT centers
	0
	57
	57

	Number of Women accessing PMTCT
	2,038
	77,935
	n/a

	Percent of Children receiving Vitamin A
	56%
	92%
	90%

	TB Detection Rate
	41%
	65%
	75%

	TB Cure Rate
	69%
	86%
	85%

	% Correct Malaria Treatment (children)
	76%
	80%
	80%

	% Pregnant Women receiving ITP
	27%
	74%
	60%

	% Households with ITNS (in supported HZs)
	14.6%
	44%
	80%

	Number of Water Springs Capped
	0
	2,133
	1,500

	Number of Wells/Pumps Repaired
	0
	115
	300

	% increase in access to clean water
	33%
	68%
	55%

	Number of persons trained
	
	4,647
	

	Number of supervision visits 
	
	1,006
	

	Number of pharmacy depots created
	
	6
	

	Dollar amount of medicine procured
	
	$3,570,924
	


VIII   Summary of Project Highlights (2001-2006) (list from Frank’s website)
Feb 2002:   Goma Volcano Relief   SANRU was amongst the first responders to this crisis which displaced thousands and destroyed several key health structures in the SANRU assisted zone of Goma. 

Nov 2002:  APHA Conference Philadelphia, PA. The SANRU team presented a symposium on “Providing Developmental Assistance in the Midst of Crisis”

Feb 2003:  Yumbi Tornado Relief   SANRU led a multi-NGO relief effort to bring medical relief to hundreds of families in a SANRU supported HZ after devastating loss of persons and facilities.  Key project personnel remained for 2 months after the crisis to restore potable water systems. 

Oct 2003:  C-IMCI Component in Public Health: SANRU in collaboration with the Environmental Health Project (EHP), the UNKIN School of Public Health (SPH), and BASICS  identified key behaviors and messages for the hygiene component of Community-based Integrated Management of Childhood Illnesses (C-IMCI)..

May 2003:  Global Health Council Washington, DC.  The SANRU team presented a paper and symposium speech entitled “The SANRU Experience: Integrating Hygiene Improvement Into Primary Health Care
May 2003:  KPC Baseline Study.  SANRU, in association with the School of Public Health initiated a KPC Baseline Study (Knowledge-Practice-Coverage) in ten clusters of SANRU-assisted health zones. 

May 2003: Launching of new Ivermectin Project SANRU in collaboration with APOC and the National Onchocerciasis control board launched a third treatment project  Bas Congo Province) to compliment two other SANRU supported Ivermectin Projects (Bandundu and Tshopo projects) 

July 2003:  Colloque Nationale Kinshasa SANRU sponsored and organized a national conference on strategies of public health and intervention in DRC involving all major health NGOs, financers and government policy makers. 

July 2003: USAID Technical Assessment of SANRU Dr. Richard Green led a USAID team assessment of SANRU interventions in the DRC.

Dec 2003: “Making Cities Work” SANRU in association with EHP received funding from the “Making Cities Work” program to implement water and sanitation activities in three urban areas within SANRU zones: Kisangani, Mbuji Mayi and Kamina. 
May 2004:  National Conference in Family Planning. SANRU, in association with Advance Africa sponsored and organized a national conference on repositioning of family planning in DRC

June 2004:  “The SANRU CD” SANRU produced a musical CD on family planning using lyrics from local musicians in four different languages to disseminate public health messages on family planning to outlying urban and rural areas. 

May 2004:  CCIH Conference, Washington DC.  The SANRU staff presented at an annual CCIH conference: “Faith Based NGOs and role in health zone development.”

Sept 2004:  “Ten Health Commandments Soccer Ball” SANRU designed and distributed thousands  of SANRU Ten Commandment Soccer ball to rural health zones, incorporating key public health messages to youth groups. 

January 2005:  “National Health Conference and Critique” SANRU sponsored a national health conference (Centre Theophile) for MCZs from 56 health zones to evaluate and critique progress made via SANRU interventions to date. 

March 2005:  “OFDA Grant”  SANRU received a $150,000 grant to achieve  transition in health care from a relief to development model in the North Kivu Province health zone of Oicha

Sep 2005:  “The SANRU DVD”. SANRU produced a DVD on the Ten Commandments of Health which was disseminated by local TV stations for health promotion and awareness.

Nov 2005:  “Newsweek Magazine names SANRU Director as Global Health Leader”.   Newsweek Magazine named SANRU Project Director, Dr Leon Kintaudi as one of their global health leaders at their sponsored Global Health Summit meeting in NYC

Nov 2005:  APHA Conference Washington DC.    A SANRU panel presented on various public health issues including ITNS, PMTCT, etc. 

Nov 2005:  “Global Health Council, Washington D.C.”.   Faith Based Co-management of health zones

March 2006:  “SANRU Final Evaluation”. A final evaluation of the SANRU Project was done by an external team led by Dr Malong Miatudila, Dr Frank Baer, and  Dr Jean Kidinda-Shandungo

IX   Project Evaluation
    A. KPC STUDY

In the 3rd quarter of 2005 a KPC study was done in a sample of SANRU assisted health zones in four provinces in DRC.  Data was compared to a baseline KPC study financed by SANRU in 2003.  12 primary health care modules were evaluated.   The study involved interviews of 1,202 house-holds involving 5,891 persons.  The results were collated by Kinshasa’s School of Public Health and verified and analyzed by Dr Jacques Katele.  The following results (and summaries) were obtained in October 2006.   All conclusions and data analysis are statistically significant.
1. Findings of interest:

1. Birth Rate: 169 births reported in survey which corresponds with a birth rate of 8.5% (versus official MOH reported rate of 3.8=4.5%)

2. Children (0-12 months) were tabulated at 276 or 4.87%  (CI 4.31-5.43%)
3. Morbidity rate two weeks preceding the KPC was 12% (772 persons had a medical complaint in the 2 weeks preceding the interview)

4.  Demographics
1. 94% of families had a garden
2. 29% of families had a radio

3. 55% of the population was under the age of 16

             5.  78.8% of families walk 30 minutes or longer to find potable water
6.  Children in urban areas are better nourished (growth charts) than children in 
       rural areas.

7.    95.2% of mothers nurse their baby…but the mean time for exclusive 
                   breastfeeding is 3 months


8.   98.7% of women are familiar with at least one PCIME indicator
             9.   57.5%of women practice some form of family planning (abstinence and the 

                    calendar method the most common means (62.1%))

10. 18.8% of the population had a net (75% of those nets were ITNs)


a.51% of all children under the age of 5 slept under a treated net the night 
                                prior to the interview



b.22.9% of pregnant women (or with child < 6 months) slept under an ITN


11.  44.7% of the population interviewed (498) did not know how to read or write.
12.  23.5% of children in well child clinics (CPS) are under the growth curve
2. Resume of KPC Data (sampling of SANRU supported health zones)
Statistical sampling of KPC data reveals the following: (comparison based on statistical analysis; inclusion of the value of the pre test:  95% confidence level and otherwise.
1. Participation at Well Child Clinics
Increased 63.8 to 84.4%*
2. Participation at Prenatal Clinics: 
Increased 82.1 to 90.6%*
3. Coverage of Tetanus (VAT) in Prenatal Clinics: 

Increased 76.8 to 89.4%*
4.  The rate of assisted births 

increased from 61 to 99%

            5. Utilization of Exclusive Breastfeeding
increased from 12.1 to 18.8% *

           6. Vaccination coverage of children from 12 to 23 months. 

· BCG increased from  37.6 à 58.6 %*
· OPV3 incresed from 27 à  98 5 *
· Measles increased from  81 à 95.5 %*
  7. Utilization of family planning services 

increased from 37.6 to 58.6% 

8. Use of treated bed nets

a.  increased from 5 to 75% 

b. or children under five the rate went from 1.1 to 56.1%

c. pregnant women from 12.1 to 22.9%

9. The use of malaria prophylaxis (ITP) increase from 23.2 to 48.5%

10. The increase in knowledge on prevention of HIV/Aids
a. increased from 7.9% to 2 0.8% (abstinence)

b. increased from 7.9 to 20.9% (condoms)
* Statistically significant

B. SANRU III Final Evaluation:

The Final Evaluation of the SANRU III project was conducted in February and March by a team of  Malonga Miatudila (Senior Public Health Specialist, Team Leader), Jean Kidinda-Shandungo (Senior Education Specialist, Consultant), and Franklin Baer (Senior Advisor to IMA & ECC). The evaluation team found that SANRU III made impressive achievements, but could have achieved even more imposing results had some constraints been removed, e.g., pervasive poverty, inadequate banking system, inadequate incentives for health workers, donor’s strict regulatory procedures, excessive centralization, and budgetary constraints.

The main accomplishments of the SANRU III Program are summarized in the following table:

Table 15: Achievement of Project Components

	 SEQ CHAPTER \h \r 1Project Component
	Achievement

	01: Minimum Package of PHC Activities 
	Significant increase in the capacity of  56 health zones to provide a range of primary health care activities , including, basic curative care, immunizations, growth monitoring, prenatal care, safe deliveries, family planning, and health education

	02: HIV/AIDS and STIS 
	Moderate increase in the capacity of health zones to combat HIV/AIDS and STIs despite significant increase in number of pooled blood tested for HIV and implementation of  PMTCT projects in over 24 sites.

	03: Nutrition  
	Implementation of significant nutritional interventions aimed at  decreasing childhood morbidity and mortality

	04: Re-Emerging Diseases 
	Moderate increase in the capacity of a number of endemic health zones to control Tuberculosis, Trypanosomiasis and Onchocerciasis in health zones where these are priority diseases.

	05: Malaria  
	Significant expansion of malaria control activities at the household, community, and health center and hospital levels.

	06: Water and Sanitation 
	Significant increase access to potable water and other clean village programs aimed at reducing the prevalence of water-born diseases.

	07: Planning and Management 
	Moderate development of transparent management systems together with the participating communities

	08: Training and Supervision 
	Moderate increase in the health zone capacity for local training for specific program interventions and for supervision-formation to personnel.

	09: Financial Sustainability 
	Limited improvement of the sustainability and financial accessibility of health services

	10: Behavior Change Communications 
	Significant reinforcement of the capacity of health zones to encourage behavior change communications (BCC)

	11: Essential Drugs and Medical Materials  System 
	Moderate increase of the population access to a secure supply of essential medicines

	12: Health Information System, Monitoring and Evaluation
	Moderate improvement of data collection, analysis and decision-making for the Health Information System (HIS) as part of local planning and operations research.

	ALL COMPONENTS 
	To decrease the burden of diseases and loss of productive years of life due to communicable diseases and premature death.


The Main Lessons Learned from SANRU III identified by the evaluation team were:

1) Development-minded models are more cost-effective than short term disaster responses.

These models should be given priority wherever and whenever possible. By resisting the drive for short term disaster response and keeping the health zone concept viable, SANRU III

27 offered DRC a strong foundation on which to build a sustainable, effective, and efficient

national health system.

2) Success is possible in a volatile situation and in the context of weak administrative and institutional capacity provided that innovative, adequate mechanisms are established to address major constraints. The average disbursement time for DRC and many other African countries country is long. This project of $25 million disbursed in only five years. Faced with total destruction of the country’s logistical capacity, the Project was realistic enough to resort to the establishment of partnership with an U.S-based organization with forty years of experience in the solicitation, packing, shipping and on-site management of pharmaceuticals and medical supplies.

3) The need for adequate incentives for staff is crucial in any operation. Failure to create conditions that encourage or motivate workers to provide services to clients is costly and detrimental to projects.
4) Fantastic health results can be derived from a number of simple but effective technologies. SANRU III promoted a number of simple technologies at the community level.
SANRU III expanded to all health zones some technologies (spring capping and hand washing stands, PCIME) while others were missed opportunities (tse-tse fly traps and micro-projects). All these simple technologies proved to be more cost-effective than most of the more sophisticated ones.

5) Partnership pays. SANRU III promoted an amazingly wide range of partnerships with agencies and institutions, particularly the ministries in charge of Health, Agriculture, and

Energy; health institutions owned and/or operated by protestants churches and catholic

dioceses, and centrally funded projects like EHP II and Advance Africa. These partnerships

generated more than one million dollars additional funding and in-kind assistance each year.

The associations allowed best utilization of each partner’s comparative advantages and minimized needless competition and duplication.

Other important Lessons Learned that were identified were the following:

1) The need for a proper analysis of the socio-economic context in which the health system operates is crucial when planning health operations.

2) The need for flexibility is crucial when planning operation in countries with special difficulties.

3) The need for involving the various levels of the MOH (districts, provinces, and national level) should be integrated in the implementation of project to improve the likelihood for sustainability

4) Significant contribution to developing practical working tools is more easily realized by using field experience, problem solving, and on-the-job training rather than through theoretic and didactic methods.

5) Behavior change communication (BCC) activities are most effective when implemented as part of a community-based approach.

6) FBO-managed health facilities should be treated as a public sector resource rather than a private sector resource.

7) FBOs and NGOs can establish important management precedents for developing health systems.

8) Health System building in collaboration with FBOs can result in accelerated development.

9) Decentralization in collaboration with FBOs require more geographic administrative flexibility.

10) FBOs can provide an important role in health systems management, in addition to health services provision.

11) FBO networks and umbrella groups can be effective project-of-projects managers.

12) FBOs (unlike many PVOs or NGOs) are a permanent resource that can contribute significantly to sustainability of health systems in times of crisis
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Appendix A:   (KPC Data October 2006)
	Module I : CARACTERISTIQUES DU MENAGE

	Indicateur
	Bas Congo
	Bandundu
	Over all

	
	Debut Projet
	Fin project
	I.C
	Debut Projet
	Fin projet
	I.C
	Debut projet
	Fin projet
	I.C

	Taille de ménage en moyenne
	5.31
	4.83
	(4.59-5.07)
	5.91
	5.09
	(4.81-5.37)
	6.5
	4.97
	(4.82-5.12)

	Chefs de ménage masculine (%)
	85
	82.2
	(78.4-86.0)
	87.4
	83.8
	(80.2-87.4)
	91.1
	84.9
	(82.9-86.9)

	L'age moyen des chefs de ménage
	40.85
	44.66
	(43.2-46.1)
	40.23
	43.58
	(42.3-44.9)
	39.75
	42.85
	(42.1-43.6)

	Nombre moyen d'enfants < 5 ans
	1.27
	0.98
	(0.89-1.07
	1.47
	1.01
	(0.92-1.10)
	1.59
	1.04
	(0.99-1.09)


	Module II  HABITAT

	Indicateur
	Bas Congo
	Bandundu
	Over all

	
	Base line
	Fin projet
	I.C
	Base line
	Fin projet
	I.C
	Base line
	Fin projet
	I.C

	Nombre moyen des pieces
	3.2
	3.4
	(3.24-3.56)
	3.45
	2.98
	(2.87-3.09)
	3.68
	3
	(2.92-3.08)

	Nombre moyen des chambres a couché
	2.23
	2.13
	(2.03-2.23)
	2.23
	1.82
	(1.73-1.91)
	2.52
	1.77
	(1.77-1.83)

	Statut d’occupation comme propriétaire (%)
	82.2
	78.5
	(74.4-82.6)
	87.5
	94.8
	(92.6-97.0)
	82.6
	77.9
	(75.6-80.2)


	Module III SANITATION 

	Indicateur
	Bas Congo
	Bandundu
	Over all

	
	Base line
	Fin projet
	I.C
	Base line
	Fin projet
	I.C
	Base line
	Fin projet
	I.C

	% des ménages utilisant l'eau de marais
	22.4
	8.4
	(5.6-1.12)
	28.4
	12.6
	(9.4-15.8)
	17.2
	10
	(8.3-11.7)

	% des ménages utilisant une source aménagée.
	54.4
	48.2
	(43.2-53.2)
	52.2
	27.7
	(23.3-32)
	43.6
	25.1
	(22.6-27.6)

	% des ménages ayant une latrine
	72.2
	83.9
	(80.2-87.6)
	84.7
	71.8
	(67.4-76.)
	80.4
	73.3
	(70.8-75.8)

	

	Module V : ANTHROPOMETRIE

	Indicateur
	Bas Congo
	Bandundu
	Over all

	
	Base line
	Fin projet
	I.C
	Base line
	Fin projet
	I.C
	Base line
	Fin projet
	I.C

	Présence physique de la Fiche CPS (%)
	32
	28.8
	(24.2-33.4)
	21
	28.4
	(24-32.8)
	25.2
	27.7
	(25.2-30.2)

	A eu une carte CPS    (Vue ou non) %
	73.4
	85
	(81.5-88.5)
	59.2
	79
	(75.0-83.0)
	63.8
	84.4
	(82.3-86.5)

	Poids normal par rapport a l'age
	62.7
	73.6
	(69.6-78.1)
	64.7
	70.9
	(66.4-75.4)
	70.5
	76.5
	(74.1-78.9)


	Module VI : CONSULTATIONS PRENATALES

	Indicateur
	Bas Congo
	Bandundu
	Over all ( Bas Congo et BDD)

	
	Base line
	Fin projet
	I.C
	Base line
	Fin projet
	I.C
	Base line
	Fin projet
	I.C

	Participation a la CPN %
	90.2
	94.5
	(91-98)
	86.9
	87.9
	(83.2-92.6)
	82.1
	90.6
	(87.5-93.7)

	 VAT Durant la grossesse %
	86.5
	91.5
	(87.3-95.7)
	80.3
	87.7
	(82.9-92.5)
	76.8
	89.4
	(86.2-92.6)

	% des femmes ayant reçu 5 doses
	1.18
	1.2
	(0-2.9)
	0.75
	4.37
	(1.4-7.3)
	0.96
	2.86
	(1.1-4.6)

	% des femmes non vaccinées suite a la rupture de stock
	3.14
	1.2
	(0.2.9)
	4.48
	1.64
	(0-3.5)
	3.82
	1.43
	(0.2-2.7)

	

	Module VI : SOINS PERINATALS, ALLAITEMENT

	Indicateur
	Bas Congo
	Bandundu
	Over all ( Bas Congo et BDD)

	
	Base line
	Fin projet
	I.C
	Base line
	F projet
	I.C
	Base line
	F projet
	I.C

	Accouchement dans une maternité
	83
	97.5
	(95.-99.9)
	74.6
	100
	(98-100)
	61
	99
	(98-100)

	Poids de l'enfant a la naissance
	6
	8.1
	(3.9-12.3)
	9.7
	9.5
	(5.2-13.8)
	8.2
	6.7
	(94.5-8.2)

	% des mères ayant allaitées.
	99.6
	89.5
	(84.8-94.2)
	98.9
	98.3
	(96.4-100)
	98.8
	95.2
	(93.3-97.1)

	% Allaitement exclusive jusqu'a 6 mois.
	3.6
	21.1
	(14.8-27.4)
	1.1
	17.6
	(12-23.2)
	12.1
	18.8
	(15.3-22.3)

	Médiane de la durée de l'allaitement exclusive
	< 1 mois
	3 mois
	 
	< 1 mois
	3 mois
	 
	1 mois
	3 mois
	 

	Module VII : VACCINATION

	Indicateur
	Bas Congo
	Bandundu
	Over all ( Bas Congo et BDD)

	
	Base line
	Fin projet
	I.C
	Base line
	Fin projet
	I.C
	Base line
	Fin projet
	I.C

	Carte de vaccination vue
	35.6
	37.7
	(26.9-48.5)
	23.3
	30.6
	(20.8-40.4)
	28.9
	34.9
	(29-40.8)

	Possession carte (Carte Vue ou Non)
	79
	84.4
	(76.3-92.5)
	62.4
	81.2
	(72.9-89.5)
	65
	81.7
	(77-86.4)

	Taux BCG
	32.4
	81
	(64.2-97.8)
	23.3
	94.4
	(85-100)
	26
	87.5
	(80.1-94.9)

	Taux VPO3
	27.1
	100
	(98-100)
	19.5
	100
	(98-100)
	23.6
	100
	(98-100)

	Taux VAR
	27.1
	81
	(64.2-97.8)
	21.4
	95.7
	(87.4-100)
	22.4
	88.3
	(81.1-95.5)


	Module VIII : PCIME

	Indicateur
	Bas Congo
	Bandundu
	Over all ( Bas Congo et BDD)

	
	Base line
	Fin projet
	I.C
	Base line
	Fin projet
	I.C
	Base line
	Fin projet
	I.C

	Traitement de la diarrhée par SRO
	12.1
	17.6
	(0-35.7)
	11.1
	50
	(1-99)
	19.4
	21.4
	(6.2-36.6)

	Traitement de la diarrhée par SSS
	3.1
	5.9
	(0-17.1)
	0
	50
	(1-99)
	1
	10.7
	(0-22.1)


	Module IX  : PLANNING FAMILIAL

	Indicateur
	Bas Congo
	Bandundu
	Over all ( Bas Congo et BDD)

	
	Base line
	Fin projet
	I.C
	Base line
	Fin projet
	I.C
	Base line
	Fin projet
	I.C

	Pratique du PF
	46
	59.9
	(54.5-65.3)
	48.1
	61
	(56.1-65.9)
	37.6
	58.6
	(55.8-61.4)

	 Condoms
	17.6
	23.7
	(17.7-29.7)
	21.9
	11.5
	(7.4-15.6)
	14.5
	15
	(12.2-17.8)

	 Pilules
	4
	5.8
	(2.5-9.1)
	13.4
	3.8
	(1.4-6.2)
	5.2
	7
	(5.0-9.0)

	 Abstinence-

Calendrier
	30.1
	42.1
	(35.1-49.1)
	71.3
	77.9
	(72.6-83.2)
	55.2
	62.1
	(58.4-65.8)


	Module X : PREVENTION DU PALUDISME

	Indicateur
	Bas Congo
	Bandundu
	Over all ( Bas Congo et BDD)

	
	Base line
	Fin projet
	I.C
	Base line
	F projet
	I.C
	B line
	Fin projet
	I.C

	Possession d'une moustiquaire
	20
	20.2
	(16.1-24.3)
	11.9
	16.9
	(13.3-20.5)
	25.8
	18.8
	(16.6-21)

	% des moustiquaires imprégnées
	8
	44
	(39.5-48.5)
	15
	95
	(93-97)
	5
	75
	(72.7-77.3)

	% des enfants < 5 dormis sous moustiquaire
	1.9
	35.9
	(27.6-44.2)
	2
	61.5
	(52.8-70.2)
	1.1
	56.1
	(51-61.2)

	% des femmes sous moustiquaire
	37.5
	12
	(5.2-18.8)
	3.8
	27
	(17.2-36.8)
	12.1
	22.9
	(17.9-27.9)

	Utilisation anti malaria
	37.5
	44
	(33.7-54.3)
	12.1
	56.5
	(45.6-67.4)
	23.2
	48.5
	(42.6-54.4)

	utilisation Chloroquine
	0
	25
	(11.6-38.4)
	100
	31.3
	(18.2-44.4)
	4.5
	28.4
	(20.7-36.1)

	utilisation Fansidar
	0
	75
	(61.6-88.4)
	0
	8.3
	(0.5-16.1)
	0
	57.9
	(49.5-66.3)


	Module XI : VIH/SIDA

	Indicateur
	Bas Congo
	Bandundu
	Over all (Bas Congo et BDD)

	
	Base line
	Fin projet
	I.C
	B line
	F projet
	I.C
	Base line
	Fin projet
	I.C

	Avoir entendu sur le SIDA
	90
	95.7
	(93.6-97.8)
	95.4
	96.9
	(95.2-98.6)
	93.8
	95.2
	(93.9-96.5)

	Abstinence sexuelle
	6.6
	18.5
	(14.3-22.7)
	27.8
	52.3
	(47.2-57.4)
	7.9
	20.8
	(18.3-23.3)

	Fidélité du couple
	70.1
	64.5
	(59.3-69.7)
	53.6
	40.2
	(35.2-45.2)
	59.7
	53.7
	(50.7-56.7)

	Utilisation Condom
	15
	23.7
	(19.1-28.3
	6.2
	20.4
	(16.3-24.5)
	7.9
	20.8
	(18.3-23.3)

	Sécurité des injections
	15.3
	23.7
	(19.1-28.3)
	17.5
	17.5
	(13.7-21.3)
	19.9
	18.5
	(16.1-20.9)

	Eviter de partager les rasoirs
	9.6
	30.9
	(25.9-35.9)
	17.8
	22
	(17.81-26.2)
	21.2
	27.7
	(25.0-30.4)

	Eviter les Transfusions
	2.4
	7.2
	(4.4-10.0)
	5.1
	8.8
	(5.9-11.7)
	5.3
	6.6
	(5.1-8.1)


	Module XII : LAVAGE DES MAINS

	Indicateur
	Bas Congo
	Bandundu
	Over all ( Bas Congo et BDD)

	
	B line
	F projet
	I.C
	Base line
	Fin projet
	I.C
	Base line
	Fin projet
	I.C

	Avant de manger
	75.4
	79.9
	(75.7-84.1)
	87.7
	91.7
	(88.9-94.5)
	85.9
	88.4
	(86.5-90.3)

	Avant de preparer
	41.6
	49.3
	(44.1-54.5)
	35
	38.9
	(34-43.8)
	40.8
	40.9
	(38-43.8)

	Avant de nourrir le bébé
	16.5
	8.9
	(5.9-11.9)
	12.1
	14.6
	(11.1-18.1)
	16.7
	11.1
	(9.3-12.9)

	Apres avoir utilisé les toilettes
	69.6
	67
	(62.1-71.9)
	54.8
	59.4
	(54.5-64.3)
	55.4
	59
	(56.1-61.9)

	Apres le soin du bébé
	15.7
	 
	 
	2.3
	16.9
	(13.2-20.6)
	12.9
	10.3
	(8.5-12.1)

	% d' utilisation du savon
	93.8
	75.6
	(70.5-80.7)
	85.2
	81.6
	(77.4-85.8)
	67.2
	78.1
	(73.6-82.6)

	% de non utilisation du savon en sa présence.
	89.6
	63.6
	(54-73.2)
	68.2
	64
	(55-73)
	59.2
	62.9
	(56.5-69.3)


	Module XIII : NIVEAU D'INSTRUCTION

	Indicateur
	Bas Congo
	Bandundu
	Over all 

	
	B line
	Fin projet
	I.C
	Base line
	Fin projet
	I.C
	B line
	Fin projet
	I.C

	Lire et écrire
	55.4
	59.9
	(54.7-65.7)
	54.2
	53.6
	(48.7-58.5)
	56.2
	55.6
	(53.3-59.1)


	Module XIV : NATALITE ET MORTALITE DANS LES MENAGES

	Indicateur
	Bas Congo
	Bandundu
	Over all ( Bas Congo et BDD)

	
	B line
	Fin projet
	I.C
	Base line
	Fin projet
	I.C
	Base line
	Fin projet
	I.C

	Taux de Natalité
	40.6
	34.6
	(29.7-39.5)
	43.2
	39
	(32.8-45.2)
	56
	39.3
	(36.4-42.2)

	taux de Mortalité
	3.8
	3.9
	(2 -6.2)
	4.1
	0.8
	(0-1.9)
	8.8
	2.6
	(1.7-3.5)


