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B. RECOMMEMDUATION

Grant $675,000
Total new AID obligations $675,000

C. DESCRIPTION OF PROJECT

Recognizing the essential role of management in the
effective planning and implementation of any program, the
Government of Zaire has specifically requested assistance
from USAID in the development of a health systems management
capacity.

Moreover, Zaire is committed to a permanent generalized
improvement in the health status of Zairian families through-
out the entire country. To achieve this objective requires
the establishment of an integrated national health delivery
system. This program goal has resulted in a separate request
for AID assistance in planning for, and implementing, an inte
grated family health program through a liealth Development
Zones program.

The primary purpose of this project is to assist the
Government of Zaire in strengthening its institutional capa-
city to deliver health services generally, with specific
emphasis on the country's Health Development Zones.

To achijeve its goal, this project will seek to iink the
several health sector projects currently being developed and
implemented through USAID/Zaire assistarice. The collective
effort is to result in an improved health management systems
capability to increase the effectiveness of Zaire's overall
health delivery system.

Implementation over the two-year life of this project
will require:

1. Long-term (one Project Manager) and short-term
(41 man-months) technical assistance in the form
of health care specialists in several health
related disciplines.

2. Long-term and short-term participant training
(63 man-months) for selected GOZ health personnel.
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3. Commodity and equipment support to insure efficient
utilization of the technical assistance and to
initiate improved services in the first Health Zones.
Technical assistance will be provided to, and at the
request of, the NHC in its responsibility for the development
of policies and programs in health care, including basic
family health services, public health, and paramedical educa-
tion. Specifically, the project will assist the National
Health Council to carry out its responsibilities for:

1. Health sector analysis.

2. Program development and resource allocation.

3. Establishment of medical data and population
statistical programs.

4. Creation of a national system for the acquisition
and distribution of supplies and material.

5. Provision of those support and infrastructure
services necessary to permit expanded government
health services nationwide for low-cost, integrated
maternal/child health, desired births, and other
preventive health service programs.

6. Health education and communication systems.

/. Manpower development.

The technical assistanc2 will be administered through a
contractor who will respond to specific requests from the NHC
for specialists in the fields of:

- health care planning and economics

- health care administration

- public health and integrated health delivery systems

- hezalth data

- health education and communications

- logistics, supply, and maintenance

- health facilities design and construction

- pharmaceutical production and supply management

- manpower development



The AID-financed Project Manager assigned to the Nacional
Health Council (NHC) will himself be expert in public nealth
administraticn and will help the NHC orchestrate and coordi-
nate consultant inputs.

The end-of-project status wil entail (1) the existence of
an NHC structure capable of formulating and delivering improve:
health services throughout “aire; (2) a trained Zairian staff
working on various aspects of health services delivery; and
(3) initiation of a program for integrated family health care,
including the establishment and servicing of initial Health
Zones.

To achieve the project »urpose a series of plans and/or
systens will have been delineated for the NHC's new organiza-
tional structure, its persounel, statistics, logistics,
maintenance and supply systoems.

Through these outputs i: should be possible to reduce
operating costs and/or make them more cost effective, which
will in turn make it possib'e to:

1. Extend existing services to a greater number of
people.

2. Improve the quality and quantity of existing
services.

3. Lower the cost of m:dical care to the patient.

4, Reduce the human ani economic impact of sickness
by lowering morbidity and mortality.

At the end of the project, the GOZ's NHC will have had
the opportunity to utilize a variety of health care special-
ists to:

- help plan its programs

- assist in the jdentification of problem areas in
management, and

- to structure management procedures for improving
the health care system.



In addition, a plan for the development of a model integrated
family health care program wiil have been prepared. This will
allow GOZ and USAID to move more expeditiously in the implementa-
tion through the GOZ Health Zones of the Basic Family Health
Services project that is currently under review in Kinshasa and

Washington.



D. SUMMARY FINDINGS

The GOZ is well aware of its needs in the area of health
care planning and management. It is prepared to make full
use of short-term consultant expertise in a wide variety of
health related areas. This is particularly true for the early
planning stages of the GOZ's new initiative in integrated basic
family health services. A

AID experience in providing centrally funded short-term
consultants to the GOZ has baen successful, and there is every
reason to believe that a formalization of the process in the
health field will prove beneficial to the GOZ. It will also
make such consultation and technical assistance easier to
manage for both AID and the GOZ. The project will make AID
more responsive to expected future GOZ requests, which is
extremely important in this preliminary stage of health
development.

On a worldwide basis, it has been common to build technical
assistance consultative services into a project proposal, and it
is a standard way of carrying out short-term work assignments.
The AID experience, on a worldwide basis, has similarly been
satisfactory with this type of service arrangement.

U5AID/Zaire believes that this project as presently designed
will make health care experts available to the GOZ on short
notice and within a quick r:sponse time. Such flexibility is
earne.tlydesired by the GOZ and strongly supported by the
Mission. Under these circunstances, this project is ready for
implementation as soon as a Project Agreement is signed.



E. PROJECT ISSUES

Response to the initial discussions of a health systems
project identified two areas needing further elaboration.
This Project Paper addresses these following two areas:

1. The Role of the National Council of Health and
Well-Being

The NHC is defined in the "Implementation Arrangements”
section of this paper. Roles of and coordination with other
health care providers and international assistance agencies
are also discussed in that section.

2. Management of Technical Assistance Input

The discussion in the "Implementation Arrangements”
section presents a detailed outline of technical assistance
that will be needed by the new Zairian health care structure.

In this context, the importance of the NHC as the organiza-
tion responsible for managing the technical assistance input
is analyzed. Alternative strategies for coordinating project
implementation are discussed.

This project is so planned as to help lay out the ground-
work and action program for a new Basic Family Health Services
project to commence in FY 1977. Issué& raised concerning the
G0Z's proposed basic family health serﬁices program include:

1. Financial feasibility of new construction activities
over a short period of time and the GOZ ability to maintain
the AID-supported effort. This question s addressed in the
"Financial Feasibility"section of this paper.

2. Manpower capabilities of Zaire in effectively planning
for and carrying out the project. In response to this question,
the present project will enable the GOZ to deal with identificd
health planning needs through the use of outside experts and
the training of counterparts.

3. Supply adequacy of a hard-pressed Zairian system which
does not have enough health supplies to operate current pro-
grams, let alone new health centers. The jdentification of
the supply needs for the irtegrated family healith program wil!
be one of the early outputs of this project. This will allow
the GOZ and USAID to plan kow they will finance and distribute
supplies long before the besic family health project becomes
operational.




PART II: PROJECT BACKGROUND AND DETAILED DESCRIPTION

A. BACKGROUND

1. Health Background

a. Population Factors

Although the availability of current, accurate population
data for Zaire is lacking, Zaire's population is estimated at
22 million, which is the largest population in central Africa.
The present crude birth rate is approximately 45.2 per 1000
and the death rate is 20.5 per 1009, resu:ting in a correspond-
ing growth rate of about 2.5%. This is a .5% point increase
from the 2.0% rate estimated in 1955. These figures indicate
that the Zairian population will double in the next 28 years.
Even if it were only to maintain its present level of health
services, Zaire would have to double the size of its present
health system over the next 28 years just to keep pace with
existing population growth rates. Such service growth would
be only a "holding action," and the net result would not be
an expansion of the quantity or quality of available health
services.

The GOZ realizes that the overall health care system must
be improved to meet the real health needs of the people. Al-
though there are some excellent health services available in
seme of the urban areas, the majority of the population of
Zaire is rural and, therefore, has very little access to
quality health services. ©Even in areas where gcod health
services exist, the availability of these services may be
limited because of socio-economic conditions. A study of the
Kinshasa area undertaken by the Office of the Presidency
revealed that of the 55% of the population falling in the
lowest socio-economic category, only 19% had access to medi-
cal facilities, in contrast to 100% of those in the higher
socio-economic levels.

b. Endemic Disease and Population Specific Mortality
and Morbidity

As in most LDC's, Zaire has endemic diseases which are
severe. Among these are malaria, trypanosomiasis (sleeping
sickness), schistosomiasis, onchocerciasis, measles and
tuberculosis. Each of these is compounded by general infec-
tions and parasites, deficiency diseases, and complications
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of pregnancy and childbirth. Overall data from the Mama Yemo
Hospital in Kinshasa, for example, revealed chat there are an
average of 2.7 diseases per person. A separate project is
proposed for initiation in FY 1976 for five years to work
specifically on the probiems of endemic diseases in general
and on the control and monitoring of malaria in particular
(Endemic Disease Control Project No. 660-0058).

According to the U.S. Bureau of Census statistics, the
infant mortality rate in Zaire ranges between 150 and 200
per 1000 live birth. Child mortality, including infants
through five years of age, may be as high as 500 per 1000
persons. It is believed that infant and child deaths account
for approximately 80% of the total annual deaths in Zaire.
This fact, coupled with a yeneral high maternai mortality
rate, indicates maternal-child health problams of large pro-
portions. f

c. Malnutrition

The majority of the morbidity and mortality of the Zairian
people can be directly attributed to malnutrition, particu-
larly protein deficiency. Studies have indicated that although
caloric intake is estimated to be 85% of the FAGC recommended
level, protein intake is only one-half, or 35 grams, of the
recommended 70 grams per day. Kwashiorkor is a serious nutri-
tional disease in parts of the country.

Malnutrition has its rnost debilitating effects upon
infants and children under five and pregnant women. The high
rate of premature births and the excessive rates of peri-
natal and infant deaths can be traced directly to maternal
malnutrition. These two population sub-groups, already
weakened by nutritional deficiencies, are further assaulted
by endemic diseases, resu ting in a population which is in
chronically poor health. The poor health status is compounded
by the lack of adequate ervironmental sanitation and the
scarcity of existing heal*h care facilities. The GOZ and AID
are moving forward with tle approved Nutrition Planning
Project (No. 660-055) which should make a significant contri-
bution to nutrition progrimming in Zaire. This project is
beginning its implementat-onal phase in FY 1976.



-11-

d. Maternal-Child Health and Family Planning Services

The GOZ has given first priority to the creation of an
integrated health program with emphasis on maternal-child
health which will include both preventive and public health
activities. Emphasis is being placed on improved maternity
care, health education, and under-five clinics. Major MCH/FP
activity has occurred through FOMECO (Medical Cocordination
Fund) at the Mama Yemo Hospital (MYH). Coverage under this
program has been expanded in a decentralized fashion through
?he AID-sponsored pilot MCH/FP project (No. 660-049) begun

n 1972.

In addition to the services provided through the FOMECO
program, some MCH/FP services are available through other ex-
isting dispensaries and hospitals, but the impact of such
services is currently difficult to assess. Contraceptives
are available through some of the organized programs, through
commercial sources, and through private physicians. Much
work remains to be done in the effort to coordinate these
programs. The current MCH/FP project has demonstrated that
such services are wanted and accepted by urban women and
children.

Zaire is traditionally pro-natalist. The family remains
the most important unit of the Zairian society and in the
Bantu philosophy, the main purpose of marriage is procreation.
Nevertheless, the need for, and value of, family planning has
been officially recognized by the President of Zaire through
the creation of the Desired Lirths Committee (Naissances
Desirables) (Ordnance No. 73-089). This committee is directly
under the National Health Council, which has appointed its
officers. The Desired Births Committee had its first official
meeting in November 1975 and has submitted its first budget
with a view to obtaining IPPF support.

Explicit support for an integrated health program can be
found in statements made on various occasions by President
Mobutu. In his 1972 address on Health and the Desired Births
Program, he stated, "The State's role is to reduce infant
mortality to a minimum in order that the number of actual
births corresponds clos2ly to the number of desired births."
Also, in 1974 he stated that "the control of the evolution of
our population will also permit the mastery of our national
development." :
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2. The Concept of the Urban and Rural Health Zones

“he new system for delivering health services was devised
by the National Health Council with the intent of integrating
curative and preventive medicine into the overall develop-
mental effort. Until now, health activities focused primarily
on curative medicine in the urban areas. Besides being expen-
sive, this system did not reach the most needy people. Up to
80% of the rural population was unable to visit a medical fa-
cility because of distance. The new health delivery system
will attempt to overcome this problem. The entire country
will ?e divided into sections called Health Zones (Urban and
Rural).

[n March 1975, the National Health Council convened a
workshop of doctors and nurses with years of experience in
delivering rural health services within Zaire to elaborate
the detajls of the organization and function of the rural he:lth
zone;. The report of thic workshop, "Organization and Funct ons
of tie Rurai Health Zones" (see Annex), has been drafted and
will serve as the blueprirt for the development of the initial
pilot rural health zones. A similar document is in preparation
and vill serve as a blueprint for the developmant of the urban
health zones.

These rural and urban zones would coincide as much as
possible with Zaire's exicting administrative zones. They,
in turn, will be divided into sub-zones, the sub-zones into
localities, and the localities into villages. The system,
based on four different levels of health care, is to be direrted
at four different groupings of the population. The smallest
segment of the population base communities or villages (500
inhabitants), will be served by male and female village health
animateurs who will perform specific basic preventive and
curative medical functionw. Localities (5000 population, or
about 10 villages) will be served by nursing and auxilliary
personnel who will perforn prescribed duties for their inhabi-
tants in Community Welfarc Centers.

Health Centers (including a maternity unit) will serve the
population of the Rural Health Sub-Zones (30,000 to 40,000
people), and general hospitals will provide overall medical
care to the group of sub-zones which comprise the Rural Health
Zone (50,000 to 250,000 inhabitants). The hospital in the
rural health zone will serve as a center of reference for the
Zone and as the administrative base for all medical activities
in that Zone.
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When the system is in offect, it will resemble a pyramid.
Villages will be responsible for referring patients to Com-
munity Welfare Centers. Community Welfare Centers, in turn,
will send patients to the Heaith Centers, and the Health
Centers will refer special cases to the designated zone
hospital. (In urban areas, it may be necessary for several
zones to utilize the services of one hospital so that there
will not be a hospital for each urban health zone). Personnel
requirements at the various levels will be as follows:

a. In the Rural dealth Zone, the hospital will have
three doctors. They will have the responsibility for the
direction of the hospital for services to the Rural Health
Zone and for training. There will also be a need for para-
medical, administrative, and support personnel.

b. In tne Rural Health Sub-Zones, the Health Centers
will be staffed by two nurses (one public health nurse and
one nurse to tie the Community Welfare Center to the Health
Center), two nurses' aides midwives trained for the program
of desired births, two or three community health aides, and
an administrative secretary.

c. In the Community Welfare Center, the ideal staff
will consist of a nurses' aid trained in community health,
with two or three assistants, one or two women to instruct
and consult with mothers and preschool children, and one
handyman to oversee the buildings and grounds.

d. Each village or base community of 500 inhabitants
will have a male and female village health worker to instruc.
the residents individually on community health and sanitation
and the principles of desired births.

Facilities and equipment will become progressively more
sophisticated as one goes from the village to the hospital
Tevel.

Each Rural Health Zone is governed by a Managing Committ e
comprised of the doctors, managing administrator, and the
Commissaire du Zone or his representative. The groups meet
once a month and at the request of the head doctor.
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Zaire's new five-year health plan proposes to institute
and begin to operate 5 Rural Health Zones by the end of 1976
or early 1977 and 25 by the end of 1979. It is planned that
ultimately all of Zaire will be covered by the system of Rural
and Urban Heal®h Zones. This project will help the NHC pre-
pare plans and procedures for initiation of these Health Zones
under the proposed Basic Family Health Project. It will also
support the improvement of health delivery in the first Zones.

3. Management Systems

The development of health planning and delivery systems
shares many of the problems which underlie most other sectors
in Zaire.

a. Historical Factors

Prior to independence, health management was in the hands
of the Belgian colonial regime. Aithough the health delivery
system was extensive, rairly well managed, and relatively
effective in endemic disease control, it was particularly hard
hit by the political and social upheavals that occurred in the
early 1960's. Moreover, the major underpinnings of this infra-
structure were European, and facilities were modeled on
European curative health systems. Native Zajrian input was
only at the lowest levels.

In 1960 before independence, there was not a single Zairian
physician in the country. After independence, the destruction
of facilities was compounded by a massive exodus of foreign
health personnel. Tne result was not only a serious health
void, but also a total inability to replace or create new
health services. Health planning and management were Si1mi-
larly affected due to the dearth of trained local manage..znt
and health manpower.

Although the system's cevastation and the obvious need for
effective health programs was obvious in early post-independence
years, the continuous political and economic crisis besetting
the new government took greater precedence in development
priorities. A1l national health inputs in physical, human,
and financial terms remained limited; the major responsibility
for health programs reverted to private groups, particularly
missionaries.
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While the missions provided basic services, they w~re of
limited benefit for structuring a national Health Service.
Similarly, the missions provided some training for local
health manpower, but could not hope to fulfill rational health
manpower needs. The mission centers were largely focused in
dispersed rural areas with little interregional coordination
or communication and little or no provision of services to the
urban areas to which vast numbers of rural residents were
migrating.

b. Current Changes in Priorities

With the institution of internal peace and security, the
GOZ was able to turn its attention to the problems afflicting
the health sector. As early as 1969, the GOZ was aware of tae
need to re-establish sound administrative procedures and basic
planninj from which national policies could result. With this
in mind, the President established FOMECO--the Medical Coordi-
nation “und.

By 1973, economic improvement seemed on the horizon as
world raw materials prices rose rapidly and, consequently,
Zaire's main resource in copper became the major money-earner
for the nation's economy and its national budget. Together
with continuing domestic tranquility, this circumstance allowed
President Mobutu Sese Seku to turn his attention to specific
development needs.

In November of 1973, President Mobutu identified the health
sector as a priority for development planning. This set the
stage for a major effort to revitalize the health system. I
that same year, a "Ten-Year Plan for National Health Services"
was delineated which identified the following objectives:

(1) Reduction in major causes of mortaility
and morbidity, with emphasis on mothers
and children, who comprise 75% of the
population through:

(a) improvement of environmental sanitation
including prcvision of potable water;

(b) relieving malnutrition and overpopulation
in highest density areas; and

(c) preventive care against malaria, tuber-
culosis, measles, sleeping sickness and
leprosv.
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(2) Creation of a desired births program
within the context of a national net-
work of Maternal Child Health Centers.

(3) Reorientation of medical and paramedical
training programs to produce manpower
able to meet national health needs.

(4) Creation of Health Centers for training
and provision of health care in highly
populated and high mortality areas
supported by satellite centers and
small rural units.

More recently, there has been a refinement of the Health
Plan with the publication of a more detailed "National Health
Plan - 1975-1980" (see Annex). This plan provides more
specific direction than found in the earlier document.
Included in the five-year health plan is the following:

(1) The framework for the design of a plan
to increase the basic health care ser-
vices through the creation of rural and
urban development zones. (This frame-
work will be discussed in more detail
in a later section.)

(2) The integration of desired births
(Naissance Desirables) services,
including related training activi-
ties, into all relevant health sectors
of Zaire, i.e., MCH services, medical-
paramedical training, etc.

(3) The permanent control of endemic diseases
through a system of prevention and early
case identification and treatment on an
ambulatory basis within a patienc's own
community.

(4) The further development of a dedicated,
well-trained corps of Zairian physicians.

(5) The further development of a corps of
well-trained paramedical Zairian personnel.
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(6) The development of a national system for
the routine collection of medical and
vital statistics and for the collection
and analysis of demographic data.

(7) The development of a national pharmaceutical
system.

(8) The development of a national licensing
system for all physicians and paramedical
personnel and for all health institutions
(hospitals, pharmacies, etc.) including
medical and paramedical training centers.

(9) The development of 3 national health and
medical planning, research, and evalua-
tion unit.

(10) The production and distribution of health-
related audio-visual materials.

The specific objectives of the five-year plan are by 1979
to achieve through community and health development projects
in selected rural and urban areas the following:

(1) The reduciion in infant mortaility (0-12
months) from a level of more than 150 to
less than 50 per 1000 live births.

(2) The reduction of child mortaility from a
level of 500 to less than 100 per 1000
(children aged 1-4 years).

(3) The reduction of maternal mortality to a
level of less than 5 deaths per 1000 Tive
births.

Despite these policy determinations, management capability
and organized support systems remained inadequate. Coordina-
tion among health providers, public and private, had been non-
existent until the 1974 creation of the National Health Council
This council represents tte major potential for reorienting
Zaire's national health delivery system. One of the Council's
major priorities, as expressed in its manifesto, is the devel-
opment of adequate management policies arnd practices. Never-
theless, the country's evolving health system still lacks
personnel of all types--firom managers through rural workers--
and adequate planning/organization techniques derived from
pragmatic principles and -ailored to the country's specific
needs and character.
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c. Existing General Health Care Resources

The National Health Council, established in November of
1974 by Presidential decree, serves as the national health
planning body and is responsible for overseeing the execution
of these plans. It is responsible for developing national
health care and welfare policies, setting national heaith
priorities and formulating and implementing programs in healt!
care and manpower training. It also is responsible for unre-
paring and supervising the budgets for all public health
programs, including health manpower training. The Council
has overall administrative control of, and is responsible for
assuring coordination of, all national health activities.

The major policy objectives of the Council in providing
health services are stated as follows:

(1) Priority of mothers and children in
receiving health care services.

(2) Importance of both curative and pre-
ventive health services with emphasis
on preventive health programs, particu-
larly for mothers and children.

(3) Importance of extending curative and
preventive services into communities
through the employment of new types of
comnunity health works.

(4) Critical importance of proper management
practices within the health system.

(5) Importance of the people's participation
in improving their own health.

(6) Importance of an integrated globa® approach
to solving health problems, with an emphasis
on community development.

The relationship between the National Health Council, the
Ministry of Health, and FOMECO is obvious when it is realized
that the President en Exercise of the Natinnal Health Council
is the Minister of Health, that the Executive Vice President
of the Council is the Director General of FOMECO, and that
the Secretary of the Council is the Director of Presidential
Medical Services and also the President of the Board of Goveriors
of FOMECO. This ensures that those responsible for making po icy
are in senior executive positions to execute that policy throigh
the operating agencies.
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FOMECO (Fonds Medical de Ccordination) is the largest
pub]ic health care provider in Kinshasa. Wh4jle the primary
goal is the research and devv]npment of an effective nation-

wide health cave delive, system, its ma i or orientation to
date has Leun urhdn contsred. Cuveonlly it ororates the 180¢(
bed MHama Yemo Hsoupital ia Kinsiasae end vie fue bed raral

hospital at Bolobo, which has an auxiliary nurses' training
school. FOMECO also operates two maternal/child health
centers, the Institut Medical Tropical loboratory, and a
hospital +hip.

OCther health servicss are provided by parastatal health
organizations, uriversity clinics. certain lavrqge industries,
the military, mi.sionary ovoups. amd priviate and voluntary
health agenfie” There ave also indigenous practitioners
(Guerisseurs) througbaut tural and urban areas.

Significant smong the cnvyent health care providers are
the religious missions {fothetic and Protvestant) which have
been providing services it manvy vural areas throughout the
country. The misasianary; o waintain many facilities such as
hospitals (90}, walorniiy di poviaries \Jbo\ general dispen-
saries (328), THh sanitorie (?), and leprosaria (10). Mission-
ary health activity hac been o significent factor in the
provision of services Lo the rural population of Zaire. It
is estimated thot about 74 of all care nhas been through this
service mechaniszm in Lhe yural aress. a wmajor drawback of
this system has been the nadequate cocitination among the
missions themselves, and also hot\>~n Lhe missions and govern-
ment sponsored or supported efforts. The first government
policy paper pul oub by the Haitional Heelth Council had m jor
input from several of the most effective wmissions. From .he
admiaistrative woint of view, the problem of coordination is
ne longer pre.eni.

d. Monpowery Revources

Fhere is a4 severe shortage of qualificd medical, para-
medi-al and ho~1fh manaqgenent personnel in Zaire. This fact
has aftected the planning and implﬁmunid?iun of the current
MCH/FP project. Although there has been improvement during
the past few years, part1lu1ay]j in the number of Zairian
health personnel, coverage is still far from adequate and is
skewed towards the urban areas.
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About two-fifths of all doctors in Zaire are located in
inshasa. The rural areas have almost no physician-provided
health care. As of October 1972, there were approximate'y 81}
physicians serving 22 million people; 334 of these were
Zairian, 161 of whom were serving with private or mission
groups and 303 were located in Kinshasa. Further, 60% of all
doctors are practicing in regional capitals.

At the present time, emphasis in medical education ard
post-graduate medical trainiag is still heavily oriented to
curative medicine. However, this policy is being changed by
the Council, which has already sent three physicians to he
U.S. for training in public heaith under the current AID-
assisted MCH/FP project. It also created a Department ol
Community Health at Mama Yemo Hospital which is developing a
new public-health orientation to the delivery of urban health
care. The Minister of Health, who is a Professor of Pubtic
HHealth as well as Director of the Council, recognizes that a
cadre of Zajrian doctors and para-professionals Should be
created with a recognized career structure and training program
to prepare them for work in zonal community health programs.
The Council also recognizes the imperative nesed for a new
force of managerial, logistics, repair, maintenance, records,
and other specialists.

e. Health Manpower Training Needs

The primary need seems to be for a number of different
categories of health personnel. Significant numbers of »rersons
must be trained and retrained, and, equally important, tiey
must be stationed in areas where tnere is greatest need.

Belgian emphasis had been entirely on the training o’ less
skilled health personnel. Since independence there has »een
an increase in medical training programs in Zaire. Howe'er,
the emphasis has been on physician training, and there is an
urgent need for relevant nurse training. Although there has
been some increase in training programs, there has not neces-
sarily been an increase in the quality of training.

These problems are being attacked by the NHC. It is
concentrating on an entirely new approach to paramedical
education in terms of the time required for education anl
the curricula. A team,composed of a Ph.D. in Nursing Educatiin
(provided and funded by the Rockefeller Foundation), the
Senior Nurse in Community Health Nursing in FOMECO, and the
Director of Nursing at the University, is working with tiis
problem.
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The National Health Ccuncil is also addressing itself to
revising nursing schoo! training and especially to retraining
existing nurses, with the emphasis on community medicine.

The religious missions operale 70 schools for trainiag of
health manpower at one level or anclther. AIl of the missions'
health facilities are staffed by more than 2000 health person-
nel, including about 80 physicians. Additional training has
occurred through TOMECO and ils program ot the Mama Yemo
Hospital. Speciftic MCH/FP traiaieg has nccurred with sone
ATD-sponsored assistance

Moreovier, training 7 systen pleanners and wanagers i
essential to effective assignment and utiiization of the above
health manpower cateqories. “quipment technicians, personnel
managers, inventoiy control specialists, statistics/records
managers, health cconomists. and logistics and maintenance
experts aras only some of the shooided mansauer vequired.

f. Source ard sepply oo Pharmacoubicals

The WhHC recognizes that reliance on the internationa
market must be diminished by the local production of bas ¢
pharmaceutical preparations.  foday, impovts account for 90%

of the total market. The remaining 10% of pharmaceutica.
supplies comes tron Jocal prodaction of 52 basic pharmacuticel
products which are dependeont on the importation of raw miterials.
The hard currency now being used for the importation of luxury
drugs can be bettor uscd to wupport an expanded in-count -y
dharmaceutical industry . Hee again, good plaaning and «dmin-
istration for Soch o program 0o prevequisite.

RN R LI [ R IR
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Zaire entevs its sceond decade as a new republic und - r
‘resident Mobuty with hiagh hopes that it can deal with the
many health care prohlems besetting its people. The GOZ
wants to translaie these aspivations into plans and viable
programs. Alveady a awiiver of dwpestant changes are taking
place in Lhe nation's health carce delivery system. Primary
among these is the restructuring of the organizational frame-
work for the government's new health system. The GOZ recog-
nizes that it will requivre the bhelp of ovutside expertise to
assist it in its efforts to deal with the country's heal h
nroblems. This project is designed to provide the GOZ w th
a mechanism for obtaining such expertise in the areas of
health management and nlanning.
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B. DETAILED DESCRIPTION

The proposed project is aimed at achieving the GOZ';
development yuals, cubtlined abuve, by assisting their h:alth
planners and program waragers in adapting wodern organiza-
tional and management techniques to authentic Zairian h:alth
and welfare concepts. This will ensure that the prograns
meet the standards elaborated by i1he National Health Council.

This project 19 divecily velated to AlD's Now Inititive.
Program (AIDTO CIRS A-11306 detod Noewember 20, 1973) and the
Congressional Mandaie, which provides that missions wor«
with host governments in developing pvograms to improve the
quality of Tife and the wiandoeds of healitn and well-being
of the people.

The project s oloo dosigned to Vink its activities with
the efforts of the 627 wultilateral aqencies, other bilat-
eral agencie< and wich othor USAID/Zaive project activities
in the health field. For cxample, the proposed project
interlocks with the oeodeot on Endewmic Discase Control which
has been submitied to Alu/U.  That project will focus on
assisting the GOZ's programs aimed at dealing with malaria
and other endomic divoanes.

Another dimportant Tink will pe to the proposed GOZ/USAID
Basic Fawily Healtinh Projicet, which 1s currently being
designed (I'RP under veview in Weshinuton, November/December
1975). [his follow-un vroject will seck to implement an
important new initiative oi the National Health Council--the
provision of integreted {amily heallh services through
health development zones. The Health Systems Development
Project will make av. ilable consultant cxpertise to assist
the GOZ in voveloping detaited plans e the early imple-
mentation of the wmodel integrated health program.

The wrogect is aluoe desicaed Lo cuompliement the efforts
of the Worid Health Ovgenication (WHO) and other United
Nations organizations in their efforts to assist the GCZ in
the develvoment of health services throughout the country.
It will do so by providing assistance in those areas of
heal*h management which may not be available within the UN
activity structure for Zaire. for example, the WHO has a
targe input into the Medical School at the University of
Zaire and is providing 19 professors to assist that institu-
tion. The AID prodect would not duplicate anv of these
services, instead it would concern itself in other areas
such as health manpower training of paramedical workers
where WHO is not specifically involved.
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Mutual coordination, through the National Health Council,
with all multilateral and bilateral agencies dealing with
health develooment in Zaire is thus basic to this project.
For their part, the :BR5 and UNDP have stated that they
would be willing to commit resources to Zaire for health in
a nulti-donor contexi. The prospect of such addi.ional
commitments makes the objectives of this management project
that much more important.

1. Progrim Goal

The project's program goa! i3 to establish an integrated
national health delivery system under the aegis of the G0Z's
Nationa) Health Council (NHC). The establishment of the NHC
was jtself a first step in this direction, as it provides
for the cverall coordination and monitoring of the various
Zairian organs working in the health field.

The system to be :stablished is an integrated one, in
that it will 1ink preventive with curative services in the
areis of family health and its MCH/FP components, together
witnh general medical care, endemic disease control and
nutrition improvement throughout the country. The degree of
goal achievement will be measured by reviewing the change in
people's access to hralth services, the amount of reduction
in mortality and morbidity rates, and the level of popular
acceptance of the government's desired births program.

It must be ciear that this two-year project with its
relatively modest inputs will not, in and of itself, leac to
the accomplisnment of the program goal, but rather oniy to
its advancement as other projects pick up the task and carry
it forward.

Certain basic assumptions must be made if the project
purpose is ever to achieve the above program goal. A statble
political situatior and continued GOZ commitment to health
services development are critical. In addition, it is
assumed that the development of increased management capa-
bilities and improved systems will in fact be focused by top
leadership on the actual delivery of health services to the
general population, both urban and rural.
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2. Project Purpose

The purpose of the project will be to strengthen the
GOZ's institutional capacity to deliver health services.
This implies that at the end of the project the structure
of the National Health Council and its constituent organize-
tions should be such that it will be capable of formulating
and delivering improved health services throughout Zaire,
and that it will actually be doing so in those Health Zones
which, by that time, will have been effectively developed.
The NHC should have, therefore, a trained staff working
directly on the various aspects of health services delivery
which have been delineated as project outputs. Additionally,
the NHC should have initiated a program for integrated
family health care through the establishment and servicing
of those Health Zones to be initially established. These
will serve as models for replication under the proposed
Basic Family Health Services Project to start with FY 1977
financing. The foundation thus laid will serve the larger
program goal as presented above.

For the project's purpose to be achieved it must be
assumed that the GOZ will support the specific plans devel-
oped by the NHC for improving health management and delivery.
The same is true for establishing and developing the infra-
structure of the Health Zones, with all their constituent
health centers. At the same time, this overall GOZ suppori
will need to be backed up with specific authorization of
adequate budgets to implement those plans and systems
retained by the NHC. At a deeper level, it is also assumec
that project outputs will be such that they will be fully
understood by the concerned individuals and communities anc
that they in turn will support and/or participate in the
establishment and operation of the necessary services,
whether at the national or at the local or zonal level.

3. Project Outputs

A series of very specific outputs are expected to resu:t
from the inputs provided by both AID and the GOZ. The
technical assistance and training components when added to
the ingredient of overall NHC direction and guidance shoul«
produce a minimum of six operational plans for systems
improvement: general organization/administration; manpowei
training and personnel; logistics and maintenance; supply
management; vital statistics reporting; and procedures for
the delivery of basic family health services through the
Zones to be created and developed. Each proposed system
improvement should have a specific written plan, which, when
approved by the NHC, will be ready for implementation. In
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addition, each system improvement should be the responsibility
of a specifically designated GOZ health official who will, in
fact, initiate the authorized improvements. Tiese will entail
the introduction of new management or planning techniques to
correct deficiencies or to remedy problem areas.

One of the improtant outputs listed above will be the
refinement of existing NHC plans for the integrated basic
famiiy health program. This effort is a high priority for
the GOZ and the NHC. USAID/Zaire strongly supports this
approach as evidenced by the efforts now under way to devel)p
a future project in that area. To ensure that the integrat d
family health services project gets under way as soon as
possible, detailed pians for the implementation of this new
initiative will be required. This is one area where the
services of short-term consultants will be used at an early
date. The consultant reports (i.e., output of this project
will have an important bearing on how the proposed Basic
Family Health Project will ultimateiy be structured.

Indeed,it is anticipated that the Health Systems Develo ment
Project could be the vehicle for the early implementalion o-
the integrated family health program in two model areas--on:
urban and one rural. This would, of course, depend on how
quickly consultants could be brought to Zaire to work with
GOZ planners. Their work should result in NHC plans which
are simple and pragmatic, and as such can easily lead to th:
implementation of a modei integrated health program in the
Health Zones. Commodities would then be made available
through this project to help initiate the model program, ar |
test its replicability. Additional consultants could subse -
quently be called in to help the GOZ ovrganize and initiate
the project and evaluate its operations. Participant trair -
ing, also available through this project, could be used to
give working experience to professionals who would be invol red
in the model program. In this way, the integrated family
health program could be started at an eariier date than had
been previously contemplated.

The ahbove example demonstirates how the general and
specific inputs and outputs of this project will inter-
relate. In addition, it shows that USAID/Zaire's health
projects are closely linked in a way that insures:

- maximum GOZ and AID Tlexibility in the use and
provision of asvistance

- maximum coordination of total AID health inputs

- minimum duplication of efforts
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For the project cutputs to be achieved, it will be
necessary for the GOZ to support the NHC in its plan to
proceed witnh health infrastructure development and manage-
ment improvements. The NHC would itself provide the expected
leadership and direction for the effective use of technicel
expertise afforded it, with a view Lo developing an improved
health delivery systew for Zaire. At this point the counter-
part relationship becomes critical. The NHC will decide
which operational plan can best benefit from ad hoc technical
assistance on a short-term basis and which ones will require
longer working relationship and on-the-job training of
pertinent starf. The provision of additional long-term
management expertise may be requested of the donor comimuni vy
generally. Conjointl,, it is asszumed that the NHC will
assign qualified Zairians to approved staff positions. Such
officials will have received special or on-the-job training
for their new functions. A further assumption of the
project i5 that inputs and resources generally be focused o
national health systems planning and on making the initial
Health Zones a success. The question of resource dissipa-
tion vs. overconcentration is one which top management will
face as it confronts the challenge and problems of creating
model health zones whose veplication will in fact be feasi-
ble. As such, this project will help develop the guideline:
for the proposed Basic Family Health Project.

4. Project Inputs
a. AID

Technician Services

Up to 48 man-months of short-term consultation will be
made available to the GOZ under this two-year project.
These experts will be drawn from pubtic and private institu-
tions and organizations throughout the United States and
other countries. They will be invited to Zaire at the
request of the GUZ to perform specific short-term assign-
ments provided that the consultants' expertise falls within
the purview of this project. The consultants' work could
involve any sector of the GOZ health care system. An indici-
tive listing of categories and duration is given in the
Budget Tables.
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To assist the GOZ in the administrative management of

the project, a full-time Project Manager w1l be made avail-

able under the project. His/her responsibilities will
include:

- Assisting the GUZ to identiify appropriace areas
where consuitant assistance might be useful.

- Assisting the G0Z to identify qualified experts
to perform the consultant assignments.

- Expediting the necessary documeriation, consultant
agreements and iravel arvangemests to ohtain the
experts' sorvioces.

- Providing secretarial and other support services
to the consultnts during their stay in Zaire.

- Coord;nating the specific inputs into an overall
NHC program for management systems improvement.

- Evaluating the rosults of the consultants' work
with the GOZ in order to insure thatl lhe needs
of the 507 and the purposes of the project are
being fulfilled.

The Project Manager himself should be a health care

professional, most likely in the field of health administra-
tion. In this way, additional expertise would be made avail-

able through the project at no real increase in cost. The

AID-financed Project Manager would bo assiged to the NHC fcr
the two-year 1ife o1 the projoct,thus providing the requisite

continuity necessary to achieve project outputs,

-
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One of the critical needs in the development of any
national public healih program is functional, action-
oriented training. This is especially true for a project
to improve the overall management and delivery of health
services. This said, there are two pitfalls to a program
of participant training undertaken out of country:

(1) That the training will be too academic in
nature and little focused on the pragmatic needs of Zaire.

(2) That participants having been trained and
titled abroad will tend not to return to the specific jobs
for which they are most needed.
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The training program to be established under this
project will attempt to forestall such a negative outcome
by the following means:

(1) With regard specifically to long-term
training, no one participant will be sent for more than
one year.

(2) His or her training will net be degree
oriented, but rather specielly designed at AID's and the
GOZ's request, with the emphasis on the planning and
implementation of pubiic health programs. Fields of
training will be in line witt Uhe kind:s of consultant
expertise provided.such as siatistics and records, systems
analysis, budgeting, cupply mancgement, and Jogistics.

(3) A1l =ources for the implementation of such
functional training will be investigated, whether in the
U.S. or in some suitanle French-speaking country.

(4) In addition, a special emphasis will be
placed on short-ters courses for operational personnel.
Some of the monies programmcd for short-term training may
in fact prove best spent on the establishment of in-country
workshops, drawing on expatriate and/or in-country trainine
expertise.

(5) Candidates for tvaining will come directly
from the GOZ Health Services (either of career standing or
of new recruitment) and will relurn to specific functional
slots for which bidgebts and facilities will have been
provided.

The specific training program proposed under this project
is laid out in the Financiel Plan seceion. Over the two-
year life of this project it provides a total of one year of
training for each of 24 participants, and 15 man-months of
short-term training.

Commodity Support

The commodity element of this project wili be grant
funded: $35,000 for FY 1976 and $200,000 for FY 1977.
Commodities will include drugs, medical supplies, clinical
equipment, audio-visual materials and possibly some support
vehicles. These commodities will be used primarily for the
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development of the initial Zones to be established under the
NHC program. As such, they will provide the substantive
inputs for testing the new management systems with regard 1>
supply and resupply, -tock, lcgistics and mointenance manag¢2-
ment. This new system will neca to vuncticn both between

the NHC and the new sZones, and cmung the dnits of each Zone.
At the same time, commodity funding will also be available
for resciving ad hoc problems and bottlenects that might be
uncovered by project consuitant: and the NEO during their
work on scecific plarns for improved wanagement systems.

This project is Phase T (the design and test stage) of
a three-phased health Jdevelopment program. Az such, it is
expected that the cowmodity oltemont will boe expanded in
Phase II, under the Basic Family Health Services project.

Communications aspect of technical assistance

An integral pavt of delivering heaith care services is
the communication aspect. A significant part of the Health
Systems Developmant project, therefore, will deal with this
aspect, and provision wili be made for the availability of
consultants in this area.

The GO7 has stated thot the main goal of radio, for
example, is to provide international and national news, to
entertain and to educate. [i1kewise, tne main purpose of
the television netwerk is to educate the population.

Publication or broadcast of informaltion concerning
health care socvices wili. naturally, be channeled through
the Ministry of Healih or National Health Council. It will
be responsible for planeing, preparation and evaluation of
health communicabiog waxterials in Ehe wmajor janguages of
Zaire.

The national media, whethey 1n the form of print or
boradcast, will be utilized to advertise, instruct and
promote various aspects of health care services. Communi-
cation outlets which will be utilized will include:
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(1) Use of billboards, posters and/or

0
pamphliets to be placed in health
facilities.

(2) Use of the actional Zaire redio and
television stations (o broudcast
public announcenments.

(3) Use of newspapers to run advertisements.

(4) Use of the ‘ih coneun articles, such
as calendar bpa: xngs, to publicize
governmentnl health offorts.

Emphasis will be an viswal fochniques and simplicity
of the message. Print nd articles will he designed so that
the individual ma,s unwierstand, withocut an educational
instructor present. ﬁroaaia;t will be kept simple in
lTanguage and hrief in content.

b. GOZ

The inputs provided by the National Health Council will
in the first instance support the work of the project
consultants. These will entail bhoth administrative support
and the costs of Zairian counterparts as they are added by
the NHC to the stafi of the new management structure. As
such, it is expected that the GOZ budgetary input will risce
appreciabiy in CY 19/7.

In a second ctage, also heavily weighed towards 1377,
GOZ funding inpui. wilti cat i1 ihe administirative, operatiig
and supply costs requived for the preoper functioning of the
jnitial Zones to be esiablished and developed in executbtion
of NHC plans. Tor pucposes of budgetary tabulation, it is
assumed that this flrst phase project for the new health
zone program will cover a minimum of two zones, one urban
and one rural, at an average anpual cost to the GOZ of some
$100,000 per zone.

The GOZ administrative inputs wiil also cover the cost
of international travel for participants.
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PART III: PROJECT ANALYSES

A. TECHNICAL ANALYSIS AND ENVIRONMENTAL ASSESSMENT

1. Technicual Analysis

The management/organizationai techniques to be used to
develop the health systems of Zaive are derived from modern
methods oy health organization. Yet, they will draw on key
aspects of Zairian health problews and capabilities to insur:
that the systei developed is taiiored o local needs and,
therefore, iuplementable.

GOZ health planncrs and adwinistrators are heavily
involved in resivucturing the health system of their country
They recognize the nced for technical assistance to strength n
the planning and management aspeccs of that system. Thus, i
is quite appropriate that health management systems and plan
ning expertise be made available 1o Zaire at this time. As
currently envisioned, the cost of the pronosed program is
well within the normal range for similar projects.

Regarding tne technical assistance component of this
project, AID experience in providing centrally funded, short
term consultants has boen very successful in the health fiell.
There is every reason to believe that a formalization of the
process throuqgh this project will prove beneficial to the GO .
It will also make such consultation and technical assistance
easier to manage for both AID and the GOZ. The project will
make AID more rusponsive to expected future GOZ requests,
which is extremely important in this preliminary stage of
health development .

Similarly, 51D nas extensive experience in developing an:
implementing integrated health delivery systems. During the
past decade, AID has supported several projects which sought
to improve the delivery of health care and family planning
services in developing countvies. Such projects in Asia,
Latin America and Africa have amply demonstrated the feasi-
bility of including health care projects in a total program
of AID support to LDC development efforts. Notable examples
of AlD-assisted health projects are Narangwol (India), Danfa
(Ghana) and the Child Health Clinic in Lagos/4Nigeria)~
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2. Environmenial Assessment

The ecological impact of the project should be minimal,
as the manaqgement system does not impact directly on the
environment. To the extent that the management system leads
to effective health programs, it will indiveccly affect the
environment through increased labor and productivity.

In terms of the ecclogical impact of the total project,
the potential for negative envivonmental impact is possible,
since successful heaith progiams increasce dewmands for space
and services as well a5 dincrease produclivity on rural land
and, therefore. the intensiveness of cultivation. With
highly Teachable soil. 7aire couid face worosinon problems as
a primary effect of intensive cultivation. However, the GOZ
is extremely sensitive to the ecology, not only as a national
asset, but alse o+ o factor in the health of its people. A
proper soils policy and increosvd agricultural education can
be expected to vrffset these downstream negative impact.. GO
awareness of the need for such policies was amply evident at
a recent conference on ecology in Zaire.

Potable weater und on eiveciine sewage system are critica
needs, and these problems are being addressed by the govern-
ment with expert help teom tne World Bank aud other multi-
national organizations. Environmental sanitation improvement
is one of the important features of the Rural and Urban Devel-
opment Jones. Py proposed project could make expertise in
environmental waenitation avairevie Lo iihe GOZ.

3. Summar:

The uverall technical de<ign of this project is reasonable.
It utilize: a <ymple and siroightforward approach to providing
coordinared shorf-Lerm technical ausisvanco in a most expedi-
tious way  Tiao perwmits the 007 te have great flexibility in
choosing the consultant assictance it requires, and allows AID
to be responsive in a timely manner.

In cocclusion, UsaliisZaire belioves that this project is
technicaily fezsible, i¢ reasonabl, priced, and is appropri-
ately designed. 1t will help USAID/Zaire demonstrate in a
most efficient way that it is committed to supporting and
advancing the GOZ's priorities in health care.
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B. FINANCIAL ANALYSIS AND PLAN

1. Financial Rate of Return/Viability

The proposed grant-financed project is non-revenue
producing. Whiie ity social and health venefits cannot be
quantitatively stated in monetary terms, it is possible to
assess the proposed budget.

A grant totaling $675,000 i5 proposed for the project
and extends for a peciod of two years AID's role consists
of grant fundiny oy commedities, training programs, short-
term consultants and one long-term technical advisor.
Detailed brechdowns of the AID budget are contained in the
"Financial PPian™ =00 tion of this Project Paper.

When too 040D yele in develoning health management
systems i compleiod, the 607 will be re-ponsible for
maintaining and implementing *he outputs of this program.
Project cosis to be absorbed hy the GOZ include, but are
not lTimited to:

- Continuing teaining in administiration, management
and delivery.

- Commodity support for health management, education,
trarsport and media programs.

- Salaries of Zairian counterparts and of any
retained specialists.

- Operating and resupply 2xpenses for the initial
Health Zones to be established.

The GOZ vl v ihile to finance those components of the
ongoing costs which vequire domestic currency. While importad
commoditic, and expertice ara pnot anticipated to be inordinace
after 1973, even a wodicuwm of {foreiygrn exchange demand may
present o problem for Zaire, whose foreign exchange position
has deteriorated in the past three years. Analysis of the
GOZ's ability to as-ume import costs is wontained in the
"Economic Analysis" section of this Project Paper.

One consideration affecting financial viability of the
project is the ability of the R0Z Lo menage the tunds
involved in project financing, both currently and at the
termination of USAID involvement. Soume training funds in
the project itself will be used to increase the management
capacity of the GOZ to deal with this problem.
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2. Recurrent Budget Analysis

Implementing agencies will, for the two-year duration of
their commitment, bear annual recurrent costs for their
inputs. These costs will include

- Commoditics necued fur sysicws development in
various areas (e.g., data, records, education,
family health).

- Salaries {or snevi- and long-tern consultants.

- Training prograa. for Zaivian maaagers, adminis-

tration avd health specialists,

A1l of the above ¢ feqories are anvually recurring costs.
However, the nature of the substance or the categories may
vary from vear to se.  Tovodinstance, the types of short-

term consultants noeoded in one yoae may differ from those
¥ .

needed in other years, ot thoe total costs of censultants

are an expense. Of particular interest are those costs which
must be ab-orbod on o veguiar basis by the G072 at the termina-
tion of the project. ihese costs will Jnciude:

- Training programs tor all types of health planners
and administrators

- Family health and MCH/FP planning

- Health education and education materials

- Multi-media maiecials for information programs
- Transport ssstewm

- Facility desiyo and construction cxpertise

Fortunately, the wajor part of these costs can be met
with domestic currency. The G0Z, thevefore, can maximize
its available resources and minimize any recurrent drain
from this projuct on its havd currency position,

The whole question of recurring costs for the effective
operation and resuppiv of centers in the various Heallh Zone:
to be established wil! bhe dealt with under {his project as
part of the planning for sucn a famiiv heaith delivery systen.
Of critical concern will be the modeiing of the initial Zone:
structure in such a way that it can in fact be replicated
throughout the country over time, given current and expected
GOZ budgetary and personnel resources.
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Totals and yearly breakdowns for the GOZ financial role
are detailed in the "Financial Plan" section of this Project
Paper.
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3. Financial Plan/Budget Tables

The breakdown of the Health Systems Development Project
budget includes detailed presentation of the financial roles

of AID and the GOZ.
TABLE 1

SUMMARY COST ESTIMATE AND FINANCIAL PLAN

( us § nop )

HOST COUNTRY

Source AID OTHER(s) \
FX1c FXIC FX ¢ [OTAL
Technicians 325 - - - - - 32¢%
Counterparts - - - 175 - - 175
Training 70 - - ~ - - 70
Commodities 235 - - - - - 235
Adminisgrative - - - 20 - - 20
Costs .
Operating Costs - - - 245 - - 245
(2 zones)
Inflation factor 45 - - - - - 45
Total 675 440 11156
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TABLE I1I
AID Inputs
($000)
FY 1976 FY 1977 ~Total
$ (mm) $ {mm) $ (nm)
. Technicians 95  (19) 230 (46) 325  (€5)
Long-Term
Health Adminis-
trator/Project
Manager 30 ( 6) 90 (18) 120 (21)
Short-Teru
(See Table 1I1) 65 (13) 140 (28) 205 (4%)
Training 20 (18) 50 (45) 70 (63)
Long-Term
Public Health
Planning &
Administration 13 (12) 40 (36) £33 (43)
short-Term 7 (6) 10 (9) 17 (15)
. Commodities 35 - 200 - 235 -
Inflation - 45 45
Total 150 525 75
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The major components of the AID budget can be further
detailed.

The Project Manager is both an administration/management
specialist and administrator of the project. Under the direc-
tion of the MHC, his/her role is both as a GOZ planner/advisor
and as a project manager for liaison between the GO0Z and USAID.
FY 1976 technician costs arve foss tdan subsequont years since
the period involves only six muntho.

The short-term consultant skills needed are varied and
will differ as the project progresses. An estimate of types,
lengths of consultetion and cost is contained in Table III:

TABLE IT!
Short-Term Consultants
($ 000)
Type FY 1976 FY 1977 Total
(mm) $ (mm) _§_ (mm ) §
Health Planning (2) 10 ( 2) 10 ( 4) 20
Statistics/Med.

Records (2) 10 - - (2) 20
Systems Analysis ( 2y 10 (2) 10 ( 4) 20
Family Health - - ( 5) 25 (5) 25
Endemic Diseases (2) 10 (1) 5 ( 3) 15
Health Education (1) 5 (1) 5 ( 4) 20
Economics &

Budgeting (2) 10 ( 4) 20 ( 6) 30
MCH/FP - - ( 4) 20 ( 4) 20
Transport/

Maintenance ( 2) 10 ( 3) 15 ( 5) 25
Multimedia/

Communications - - ( 2) 10 ( 2) 10
Facility Design/

Construction - ~ (2) 10 (2) 10

Total (13) 65 (28)140 (41) 205

If any one consultant, of course, fulfills more than one
speciality, the time for which he/she would be available would
be a combination of the man-months of the categories which he/
she fulfills. The initial management systoms development plan

established by the NHC in collaboration with the Project Manage:®

may

provide for modification of the above schedule ot short-term irouts.
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The GOZ contribution will include funding of counterparts
for consultants, office and supply support, and the initial
operating budgets of a minimum of two Zones. The breakdown
by calendar year is as follows:

TABLE LV

GOZ Inputs

“{§000)
CY 1976 cy 1977 Total
Counterparts 55 120 175
Administrative Costs 10 10 20

Operating Costs

(two Zones) 50 195 245
Total 115 325 440

Other donors can be expected to coordinate and cooperate
with AID and the NHC in this management systems effort. Their
specific financial role in this regard will be quantified dur-
ing the initial phase of the project.

4. Summary Opinion

Proposed AID funding is a majority portion of the resources
needed to develop a more efficient and effective health manage -
ment systewm in Zaire.

As a poccent ol the lotal budget, the G0Z's contributions
represent a participation level of 39%. For FY 1976 this
commitment to the iwmplementation of the project, especially
for the Health Zones, will forw part of the project agreement.

For FY 1977, it renresents a current estimate which will be
refined throuah the assistance provided under this project.

That AlL is, overail, the larger contributor to the
project is advisable and justifiable due to its nature, i1.e.,
training ond planning for improved management systems. AID's
experience in Africa qualifies the Agency for this major role
in assisting the GOZ to strengthen its planning and management
capabilities. Moreover, such an effort lends support to the
development of an efficient and effective Basic Family Health
and an Integrated Heallh Zores program, both of which are
priority goals of the GUOZ.
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ABLE

Project Inputs

AID Appropriated

Technicians
Training
Commodities

Inflation

Host Country

Counterparts*
Administrative Costs

Operating Costs

TOTAL

*1t is estimated that the time,
GOZ of counterparts will be divided as shown.

($000)
Model
Management Trained Health Zones
Plans Staff Developed Total:
175 50 100 325
- 50 20 70
35 - 200 235
10 5 30 45
75 25 75 175
10 5 5 20
- - 245 245
305 135 675 1,115

and therefore the cost,

to the
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C. SOCIAL ANALYSIS

1. Socio-cultural Feasibility

Improved health care for the pevple of Zaire is a recognirzed
national priority which is strongly suppoerted by President
Mobutu. The President's “desired births" speech emphasized ti =2
need for improved health care 1n all areas of health. It can
thus be expected that modern health techniques will be more
widely accepted and more easiiy intugrated into the Zairian 1ife
style as time goes on.

The Health Systems Development peoject wili, of course,
require local community suppovt. Jihis suurart has been and
will continue to be forihcoming, as the people of Zaire recog-
nize the governmental concern for inproved health care in the
country. Because this project will be geared towards expresscd
community needs, therec is every roason te believe that parti-
cipation in ond dcceptance of innovative health services will
continue to grow. Since the Health Systems Development project
will be administered through the National Health Council, the
endorsement of the govoopmeni {owavd health efforts will be
apparent to community leaders.

This project wili sunply shori-term constltants and will
provide a training capability in health management. The pro-
gram will be geared toward the cventual replacement of consul-
tants with properly trained locs!l Jairians, which is in keepinj
with the 607 concern for naiioncs] identity and authenticity.

2. Spread EBffect

The Health Systems Davelopment project is organizationally
structured so tnat it wiil improve the elffectiveness of health
care service planning and delivery in both urban and rural
areas. The critical factor in this respect will be the estab-
Tishment of op>vrational plant for the Health Development Zones.
As these Zones are estastished and made vperacional, thes will
in fact augment the delivery of inteqgrated services to tae
poor majority. This current preject will establish the indis-
pensable systems and working models for such replication
throughout the country. By infusing practical concepts into
the management of its health systems, the NHC will be able to
provide the type of health care services which are most suit-
able to the country's needs.
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The project's ability to expand successfui urban efforts
into the rural areas is, of course, dependent on other vari-
ables inherent in the scope of the program. Provision of
equipment, in particular vehicles, will assure that a network
of services may eventually extend cut of the city and into
the villages. Another part of the project wili be the com-
munications phese. Whether by word of mouth or by coordinated
media efforts, the message of healtl care, which originates in
the urban areas. will gradually filter out into the rural
districts.

3. Social Consequences and Benefit Incidence

The need for improved pilanning and administration in the
field of health cave is felt by all Zairians. The National
Health Council, with the help of the Health Systems Develop-
ment project, wili provide an efficient and economical system
of health care services to the poorer socio-economic sections
of the country. Through modern management planning and opera-
tional practices, it is felt that these efforts will meet the
Council's established priorities in the health field.

ihe benefits which the people of Zaire will derive from a
strong health management program are enormous. Foremost,
fanilies will ve able to enjoy a greater hope for an increasec
standard of health. This is, of course, one of the essential
factors underlying program efforts for any developing country.

Equally important, however, will be the eventual partici-
pation of the local community in bctter managed health care
activities. As more pecple are reached by the improved health
system, the people will have increased pride and confidence in
their own efforts, as well as their government's activities in
this area.

The participation of women in the health systems development
will be an important element of this project. Only a small
percentage of women, as compared to men, ctually leave the
home and enter the formal labor force. T,eir main responsi-
bilities traditionally have been childbearing, child rearing,
and manavement of household affairs. The contribution which
women can make in the health field, inside and outside the home,
is being encouraged, for the role of women is critical for the
family's well-being. The emerging expanded role of women in
this area has been recognized by President Mobutu. His recent
appointment of Mrs. Mobutu to head the Committee of Social
Works (Les Oeuvres du Mama Mobutu) is evidence of this support.
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The Health Systeins Development project will place emphasis
on the further inclusion of women in health care activities.
Qualified women will be sought out for placement and job
training to meet the staffing veoquiroments set by the NHC's
management nlans.

In the area of maternel and cnild hooivh aad family
planning, the role of the Zairian woman in educating fellow
countrywomen in proper health care s substantial. Means
wili be ir-estigatad uunder thlis preiect to forwalize and
expand this roie.

Training and cducating women iy healih care also increases
the importance »i the f-wmale v-le in mairtaining the well-
beirg of hey famiiy. Phe Zatvian woman s, indeed, in a
unique position to improuve her own family's welfare and, at
the same time, provide vital assi.ctance to community efforts
in the health care fisid. In this way, the accepted tradi-
tional role of the woman in the Zaivian culture will be com-
plemented by a greater sense of participation in and contri-
bution to the entire area of health care. This project will
foster careful planning for the full use of women'sresourses
in this sense.
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D. ECONOMIC ANALYSIS

In terms of cost-benefit or cost-effectiveness analysis,
direct costs of the project to AID are $675,000. The G0Z's
budgetary input will he approximately $440,000.

The economic effect of both the GOZ's direct expenditures
and USAID's budaet nust be analvzed on three counts:

1. Project benefits to the econom  as compared to
project costs.

2. Project effects on income and employment.

3. Project demands on G0Z scarce resources.

1. Project Benefits

Recognizing the non -revenue producing nature of the projcct
and the lack of adequate economic data in Zaire, it is impos-
sible to calculate a quantitative cost-benefit analysis of the
project's eccnomic effects, especially as the project is only
preparatory 1o actual delivery of services. With regard only
to this one Timited project, and not to its critical purpose of
Taying the groundwork for an improved and integrated national
health delivery system, the proiect's outputs have only timited
direct benefits. These benefits will nevertheless be meaning-
ful in that the training to be provided, both in country and
abroad, will produce « definite veturn to the economy. Like-
wise, the commodities to be provided will directly improve the
health status of those who wiil directly benefit from them dur-
ing the pilot and start-up phase of delivery through the Health
Zones.

Turning, howevuer, to the project's cumulative and multiplier
effects, the penefits to be jathered will eventually be very
substantial. It is in thesc terms that project costs, both to
the GOZ and ALL, find theiv true justification.

Prioe to independence, public health expenditures represented
some 10 of the naticnal budaget. In contrast, G0Z health expen-
ditures <ince 1970 have been considerallly Tower in absolute
amount, but an increasing pevcentage of the total. In 1973, PH
expenditures, through ihe Ministey of Health and FOMECO, totaled
some $20 aillion (not dacluding Naticnal Medical School and para-
statel organizations). This figure of $20 million provides a
very direct indica:or of the importance of this project. If the
management and allocation of such sums can even in part be
improved and integrated into a total program of basic family
health, the return on the Timited AID jnvestment of $675,000
contained in this project will be truly appreciable. In addi:ion,
such an dmproved wystem and absorptive capacity will better
attract multi-million dollar aid programs from the IBRD and o:her
donors,

In terms of the monetary and revenue producing sectors of the
nomy, the project wakes little direct demand on resources, yet
ides the potential for large benefits, since well-managed

v
1th progr subs ’ ents i ; : i
p&hop 845 mgt?ogtig)gequent improvements in health status will



-46-

Regarding the non-monetary section of the economy, the
demands and effect are much the same as in the monetary sector.
Efficient health delivery will increase ouiput through healthier
farmers and workers.

Socially, the project benefivs all areup: onosociety which
come in contdct with GWOZ heatth programs. A wore detailed
discussion of those benefits is presented in the "Social
Analysis" section of this Project Paper.

A mosti dmportint benefit is dervived fvom (e project's
expected Tmwprovescot in Lhe =fiic Lf o wedoeivicebivensss of
budget management and administrabion.  Tiho Hational Health
Council recognicos the faportance of subsiantially strength-
ening its capaecity to une offectively additional funding for

Cit

heaith. The training and management systems introduced by
this project will orovid: the basis for the improvement of
Zairian health delivery wanacomont and administration cana-
biTity.

Thus, the potential benefits from project implementation
are great.

2. Income/Etmployment

Simitarly, dincome and employment would benefit from an
efrectively managed healtth program.

Assuming that current levels of praduction ia Zaive are
capable of absorbing increases in productivity, any program
which increases Lhe quality of the people in the labor force
will result in wigho ovoguction tevels as the employees
become capablie of producing arcaler output. Such an increase
in production wiil foad to a higher Hational Income.

An etfoctivei  manaoad bealln orogran would lead to
greater delivery o0 preventive and cuvatioo services to the
population Resminng thal a portion of these services reach
the actual or potential labor force, effective health manage-
ment would reduce their morbidity. This would increase
productivity emcna the emploved, leading Lo increased produc-
tion and income.

Thus, effectively managed health programs would lead to
three economic benefits: increased productivity levels,
increased production, and increased National Income.
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3. Scarce Resources

A major consideration in assuming the desirability of any
project is the demand it makes on Zaire's scarce resources.
Previous analyses in tiis Project Paper have iudicated that
domestic currency costs of the proposed prujeci can be absorbec
by Zaire. A major consideration, however, is recurrent foreign
currency demand after outside donors terminate their project
involvement, and responsibility for project programs rests witl
the GOZ.

Such o demand must take into account Zairve's ability to
assume any foreign exchange commitment. According to IMF
statistics, Zaire's position in all types of foreign exchange
and resevves has deieviciated immensely in the last two vears,
particularly since the drop in copper prices. The table on
the following puoge indicates the current foreign exchange
position.”

Fortunately, the demands of this one project on those
constrained resources arc minimal. After the GOZ assumes
full resporuibility for projoct continuity, a small amount
of commodivy taport and a smail nwiber or vutside short-term
technical advisors will be the only inputs not financed with
domestic currency.  Thus, the aconomic impact of the project
will not ovverly surain the GOZ's Timited international eco-
nomic resources.

In summary, then, the economic impact of the project is
positive on «ll counts with minimal demand on scarce resources
Moreover, the GO7 <hould have tittle financial or economic
difficuley in assuming iuil responsibility for the project
afte» USAID involvement is terminated.

*Exchange rates are fixed by the Central Bank at .5 Zaires per
dollar.
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1973 1974 1975

International . ] ] 2 B
SLiquidity; 1 I1 II1 v 1 11 - 11X v Ja Feb. Mar. Apr. May Je July !Ag.
International . -+
Reserves 167.76 | 148.81 {179.23 | 234.60 |194.88 | 280.68 | 185.58 140.18] 105.51 | 94.32 |109%.73 |90.50 {75.04 | 47.81 |32.7¢ Vo=
Gold _ 61.60 | 61.73 | 61.80 § 61.83 61.83] 61.83 60.85 21.41 21.66 | 22.04 11.33 {11.28 {11.33 (11,23 }10.82 -
{
SDR*'s 8.88 8.30 8.30 8.30 8.80 7.71 7.59 7.82 7.92 8.05 7.97 6.12 | 5.84 | 11.63% 11.2C "11.1b
Reserve Positior ; .
in Fund 34.08 | 34.08 34.08 34.08 34.08) 34.08 33.54 34.59 35.00 | 35.61 35.24 _— _— —_ - -
Foreign ¢ ) . )
Exchange 63.20 | 44.70 | 75.05 {130.39°| 190.67 177.06 83.60| 76.36}f 40.93 29.12 49.19 | 73.10 | 57.87 | 24.95 | 10.7 -

#reflects the special oil facility creation.
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PART IV. IMPLEMENTATINON ARRANGEMENTS

ANALYSIS OF THF RECIPIENT 'S AND AID'S ADMINISTRATIVE
ARRANGEMENTS

1. Recipient

The major sgency and focal point of the project
within the GOZ is the National Council of Health and
Well-Being (NHC). The NCH has a mandate, by Presiden-
tial decree, to be responsible for the development of
national policy on health care, welfare and training
of medical and paramedical personnel. The NHC is also
responsible:

- for the preparation of proposed budgets for
public health and medical education, and

- for insuring that these budgets are used
rationally.

The Council, nominally headed by President Mobutu,
is comprised of:

- the Commissioner of State for Health

- the Director of FOMECO

- the Director of Presidential Medical Services
- the Commissioner of State for Education

- the Dean of the Medical Faculty of the University
of Zaire

In practice, the Commissioner of State for Health,
Dr. Ngwete, has presided over the Council's meetings
and activities,

The Council's scope of organizational responsibility
at the present time includes:

- the Ministry of Health
- the Medical School of the University of Zaire
- paramedical training institutions
- FOMECO (Fonds Medical de Cooperation)
The functions of the Council are to plan health

policy for Zaire and to supervise and coordinate its
implentation.
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Overall supervision of the project will be through
the GOZ's appointed Project Director. This person will
be named from among the three senior members of the
National Health Council so as to insure that the
consultant needs of that organization receive priority
attention,

The ATD-firanced Project "Manager will report on a
regular basis to the GNZ's Project Director. He will
be responsible for keeping the Project Director informed
about the status of the project, the consultants'
activities and the amount of consultant man-months used/
remaining in the piroject.

The 92, ability to utilize effectively the technical
assistance, participant training and ~ommodity support
available throuah this project will greatly depend on
the GOZ Project Divector., White USAID will retain
certain administrative responsibilities for the project,
the GOZ will bove day-to-dey management authority.

This will insure that the WHC has the flexihbility to
obtain the ad hoc technical expertise that it requires
on short notice and with a minimum of paperwork.

2. AID

AID's role in this proiject will be to provide over-
all administrative supervision. As the funding agency,
AID will insu-e that the project staff is carrying out
its mandate and that it is responsive to the day-to-day
direction from the NiEC's Project Director. The Nffice
of Public Health, USAID/7aire will be the focal point
in the Mission for this project. The 607 and the USAID
office will receive the apnropriate quarterly and annual
reports fromwm the projcct.  In o oddition, the Chief Public
Health Ofricer will be in constant touch with the MHC's
Project Direcior 1o <doterwine that the mroject 1s oper-
ating smoothly. “ioce the USAUDs Public Health
Dffice will have « professional statf of three, it is
not envisioned that any additional ATH staff will be
requive  for thids o peoject o caaiteyina oo

This projoct has heen designed so that it will
closely interrelate with USAID/Zairve's other health
projects. As wa> noted in the Technical Analysis
section of this PP (Part III.A.), this project will
assist in the early planning stages for the inteqrated
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Basic Family Health Project and could potentially
provide additional short-term manpower resources for
the Endemic Disease Control Project.

In addition, this project will complement the WHO
and IBRD health efforts in Zaire.

Normal AID disbursement procedures will be employed
for project commodities and participants. Disbursement:
for technical services under host-country contract will
be made upon submission of signed vouchers. It is
possible that one contract may be the most expeditious
way of providing the technical services. Voucher
procedures will be used for in-country training,
except that an advance of funds may be made as warranted.
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IMPLEMENTATION PLAN

1. Project Approval and AID/GOZ Commitment (FY 1976)

Submission of PP to AID/W

Approval of PP

Preparation of Project Agreement (final)
Signing of ProAg ($150,000)

Selection and approval of contractor
to manage project

Signature of host-country contract
Initiation of Project

2. Technical Consultant Services

Arrival of contract Project Manager
in Zaire

Delineation of work plan for GOZ use
of consultants

Development of further baseline data
for eventual evaluation of Goal and
Purpose of project

First ST consultants arrive (13 mm)

Submission of plans for new health
administration, organization and
procedures; personnel, logistics and
supply management systems; and vital
statistics reporting, among others

Consultant management plans reviewed,
modified and approved by NHC

Development of plan for delivery of
basic family health services through
Health Zones

Specific Health Zone Plan adopted by NHC

Staff selected/designated for existing
and new positions as identified in
management plans

A11 approved positions under NHC and
in initial Zones are filled

Decemizer 1975
Januavy 1975
February 1976
February 1976

March 1976
April 1976
May 1976

May 1976
June 1976

May -
September 1976

July-December 1976

October 1976 -
March 1977

January -
May 1977

September -
December 1976
December 1976

January -
May 1977

June 1977
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Contract consultants (same or new ones)
work with NHC staff as counterparts
(average of 3 months for each functional
category)

NHC requests additional ©1 andjor OF
technicians as deemed necessary for 1978-
1980 under Phase II Basic Family Health
Services Project

NHC continues to draw on ST consultants to
help clear vemaining bottlenecks in new
manag~ament system

froject Manager delineates participant
training program with USAID and NHC

first special training programs are
ordered to start in fall of 1976

FY 1976 funded LT and ST participants
selected from NHC staff

One LT participant departs for training
of up to 12 months (max).

FY 1977 funded LT and ST participants
selected from NHC staff

Short-term Lraining program established
in Zaire, USA, or third country (2-3

o)

months; 7.3 participants)

'Y 197¢ funded participants return to
NHC and are effectively reintegrated
into health management and delivery
system - ST April, LT September

Three LT participants depart for training
of up to 12 months each (max)

Additicnal T training courses established

Final parti-ipants retuyn to Zaire. They

work as counterparts with last consultants

January -
December 1977

Continuing

January -
May 1978

May -
June 1976

June -
July 1976

July 1976
October 1976

November -
December 19:6

January 1977

September 1977

March 1977
April-June 1977

February 1978
February-May 197
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4, Commodities

First commodities to include basic equipment,
medical supplies, health delivery vehicles,
are ordered from FY '76 funding {$35,000)
thus establishing pipeline

First commodities arrive in Zaire

Management plans provide detailed commodity
requirements for resolution of ad hoc
supply problems and for preiiminary
equipping of centers in intial two zones

First tranche of FY 1977 commodities are
ordered

Arrival in Zaire of this commodity order

Second and final
commodities is

tranche of project
established and ordered

Final commodities arrive in Zaire and
are effectively in use in initial Zones

5. Follow-through Commitments and Evaluation

Contractor submits quarterly reports to
USAID and NHC - 1st report

GOZ/NHC establish budget or budget
supplements for improved health delivery
in CY 1977

Start of FY 1977 - new project agreement
negotiated for continuation of technician
services and participant training, partial
commitment on commodities to maintain
suitable pipeline flow

USAID PUblic Health Officer discusses reports
with contractor and NHC

Preliminary conclusions result in affirmation/
changes in work plan

First Project Appraisal Report (PAR) prepared
in conjunction with NHC and contractor

PAR submitted to AID/MW

March 1976

Sept.-Dec. 1976

October 1976

November 1975

April 1977

July 1977

January -
May 1978

September 1976

Second Half
1976

October 1976
Beginning
September 1976

Continuing

May 1977
June 1977
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GUZ/NHC establish health budget for
Cy 1978 June 1977

Negotiation and signature of ProAg
amendment adding remainder of

FY 1977 funds programmed for June 1977

commodities (3rd Quarter)
Special Evaluation of progress with

AID/W assistance December 197
Second PAR prepared and submitted April 1978

AID-financed Project Manager completes
assignment and departs Zaire; Phase Il
Project for Basic Family Health Zones
already in full swing May 1978

Third PAR veviewing accomplishments of
Phase 1 <ix months after termination
(end of FY 1978) September 1178
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C. EVALUATION PLAN

The new USAID Chief Public Health Qfficer arrived on
assignment in Kinshasa at the beainning of December 1975,
It is obvious that he, in conjunction with the USAID and
NHC qgenerally, will make required changes in the PP's
Evaluation Plan either witn reqgard to schedulinag or to ad
hoc assessments of nroject bottlenccks a5 they may revea:
themselves.

The schedulina of this pveliminary Evaluation Plan i
set out in the Implementation Plan which precedes this
section. It calls for two regular Project Appraisal
Reports during the implementation span of the project, piis
a final PAR six mouths after the last techniciar has
finished his assiqnment, the last participants have
returned to positions under the NHC, and the final com-
modities have arrived in the country and been put into
effective use. These PAR's are scheduled for May 1977
and April 1978, raspectively.

In addition, it is proposed that one Special Evaluation
be undertaken during the life of this project, drawing
on AID/¥W or PSC consultants. These evaluators will work
closely with the USAID, HHC, and RID-financed Project
Manager, under the nguidance of the USAID Chief Public
Health 0Officer. The Special Fvaluation is scheduled for
December 19/7.

This project is basically a pre-pilot Phase I effort,
which i< pavrt of a larger multi-year proaram for improved
manaagement and delivery of basic family health services
through the Health Zones. Pyroject evaluations and
appraisals will thu- provide the critical feedback
necessary for modification of the Phase Il project,

Basic Family Health Services, as and if new findings
and conclusions result.

The basic concepts of evaluation are critical not
only for project improvement, but also for the trainina
of host government counterparts in management, the very
raison d'etre of this project. As such, it is planned to
institute a short seminar in project/program evaluation
for select GOZ counterpart staff.

Finally, it should bhe noted that the periodic eval-
Uations of ~ontractor performance, both by USAID and the
NHC, will supplement the findings of the project appraisals
and more clearly focus attention on courses of action
required of all parties.
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D. CONDITIONS, COVENANTS AND NEGOTIATING STATUS

It is expected that the GOZ and its National
Health Council will establish adequate budgets
and staffirg patterns far Y 1977, CY 1978 and
beyond in cupport of this projoct ac defined in
the financial/budget tables. Greater precision
will be made on this point in the corresponding
Project Aqreement.

Sincoe the new USAYTD Chief Public Health ufficer
arrived on assignment during the finalization of
this Projecrt Panewr, it is considered fitting that
he should have an opportunity Lo prepare his own
drafec version of the Project Description for
inclusion in the proposed Project Agreement.

For this reason the cor., sponding Annex is
reserved,

The GOZ, through the intermediary of theNHC,
has officially requested and approved this Health
Systems Development Project, by letter from the
GOZ Minister of Health, dated December 5, 1975
(Annexed).



Project Title & Number:

HEALTH SYSTEMS

PROJ ECT DESIGN SUMMARY

LOGICAL F

DEVELOPMENT

RAMEWORK

Awney

Life of Projecs:
From FY _]6 1o FY__17

Teotal U. S. Funds ~
Oato Pvlwld:_ﬁiﬁ&fc

NARRATIVE SUMMARY

CBJECTIVELY VERIFIABLE INDICATORS

MEANS OF VERIFICATION

IMFCRTANT ASSUMPTION:

Pi~gram or Sector Gool: The brocder objective 10

wh.ch this project contributes:

Establishment of an integrated
naticnal health delivery syatem,

Measures of Goal Achievement:
1. increased access by Zair-

ians through Zaire to health
services,

2. Reduction in mortality
and morbidity rates,

3. Desired Births program
being implemented (This

for a family health ‘services
program, which in turn, will
advance this goal!}.

project will prepare basis -

1. Reviev of gumber of people
receiving health servicesn.

2. Evaluation of atectiatics com-
plled by the NHC nnd othe - health

organizaticas,

3. Periodic os-sitc evai.sticna

of sefvices by GOZ, USAID and
Jutaide conaultants.

Assumptions for achreving gaal 10rgets

1. A stadble political sltuatign,
- Continued GOZ commitment to
ealtd® gervices developrment,

. Imcreused manan-erent sapabtld
ties and improved cyatenms focused
on actual delivery of health
servieces to geneial populetion,

Project Purpose:

Strengthening of G0Z inatitutional
- capacity to deliver health mervices.

‘iing on various aspects of healta

Conditions thot will indicote purpate has besa
achisved: End of project statws.

l. NHC structure capable of
formulating and delivering in-
proved health services country-
vide.

2. Trained Zairian stafrf vork-

delivery.

3. Initiation of fanily health
Progran through initial health
zones,

l.. Aonuel reporta of the Natignal

Health Ccouncil.

2. Joiant AID/GOZ evalvationa.
3. Development plans of the
Kationel Health Council.

Assyagticns for ochioving purpose:

1. G602 supports NHC plana for sy
tems icprovement plus development
of Heaolth Zones.

R. Timaly 602 authorization of
rdequete budgets,

3. 1Interested individusls and
comnunities support the eatsb-
ishzenat ard operation of ger-
icesn.

Qutputs:) Plane for improving

a. Organizatiou and administration;
b. personne) system; c. vital state-
lstics reporting d. logistics/mainten-
ance systen; e. Supply mgnt systen; f.

delivery of family health servicesa
through the Health Zones.

2. Trsined staff integreted into new

herlth adzinistration.

3. Centers in initial Zornes adequately
Bupplied and equipped, and serving as

models for replication.

Mognitude of Cutpura:

L. Each proposed systen im-
provement will have & specific
ritten plan ready for imple-
mentation.

P. Each gystem improvement will
be the responsibllity of a
bpeclficaily designated GOZ
health officianl,

8. Each such official will have
}nitiated authorized improve-
hents .

1. Joint AID/GOZ assessment and
evaluatios of the project quarta

erly, annually and at its comp=-
letion in Cy 1978,

2. USAID records on varticipants.

3. PReports from the National
Hegith Council.
L. Review of araft plans.

As The é&% afs,\';op';%erotu?u;;ﬁc plan to
roceed with health strycture
evelopment,

- The BHC provides the expected
eadarship and directiocn for nevw
yateo.

. TRe NHC uses coasultants for
its program and will essign traipe
d Zefrians to approved stafs
positians.

Inputs: AZB
1. Technician services:

first Health Zones. L4, Inflation
Totals '

C
GOZ-Counterparta, adniniatrative uupport,IHF

operatin

€xpenses of 2 z0nes
(minimun

Project Mana-
ger in heaith administration; ST con-
sultant services., 2. Training: one year
in PH pleanning and admin ST training
courses. 3., Commodities and equipment
in support of managenent plans and the

Implamentation Torgei (Typa and Quantity)

FY76 FY 77 Total
$000 (mm) $000 {(mm)

TAT 30 ( 6) 90 (18) 1z20(2k)
65 {13) 1ho (28) 205(41)
PR 13 (12) Lo (36) 53(L8)
7 ( €) 10 ( 9) 17(15)

35 200 235

PR 45 45

150 525 615

FY 76-115 ; CY T7 325

Reviev of AID project documentw
ation and Performance; review
of GOZ/HHC budgets, staffing,
end expenditures,

Assuegiiass for praviging inputs:

‘ID-nuftatle consultants can be -
Eacated a1d aseigned 2xpeditiously
prop2s training programs can be
provided; proper commodities
prrive wvhen needged.

[O02-effective counterparts can be
provided for adoiniatration;
puitable candidates can be located
for training.

‘g
0
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Chapitre Premier - Introduction .

&3

CrPOJET DE O PLAN UADNL JA LR NATIZo. .-

Kéiublique wu Zaire

1975-1980

1

But du Premier Plan Sanitaire National - Améliorer leniveau de :anté

et de bien-étre de la population zairoise, conformément au Mani ‘este
du CNSBE. - .

Stratégie du Premier Plan Sanitaire National -

1.

2.

Mise en place d'un systeéme de soins ruraux et urbains capab.e

de satisfaire les besoins de santé de la population zalrois: ,

systéme qui :

(1) aide les individus, les familles et les communautis a ;rendr
leurs responsabilités dans la conservation et l'amélior ation
de leur santé;

(2) s'efforce de prévenir les maladies a leur source, ¢ 'es -a-di

1d ol vivent les gens,-danq leurs communautés, avec un

attention particuliére pour l2s femmes et les enfants e moi
de cinq ans; »

(3) sbit'authentiquement zalrois; autrement dit un systéme de
-spln propre au Zalire, englobant ce qu'il y a de meill. ur
dans la médecine traditionnelle ‘et dans la médecine oc: i-
fdpntale,

(y) donne des soins .de la meilleure qualité possible au plis
grand nombre possibl® de gens, dans la limite des ress: urces

dlaponlble . ’

(5) cherche a.comnrondﬁe les individus et leurs communauté. en

travaillant avee les gens cux-mémes afin de satisfaire leurs
aspirations et leurs bes oins, au lieu de leur imposer res

snlutions technocratiques.

| - - . . ~
(6) motte les services de médecine curative a la portée dc
usdagers, sur leurs lieux mémes d'existence;

(7) coordonne les activités des secteurs publics et privés de
la santég »

(8) ocuvre pour le développement socid-économique total du peuple
2airois; -

(9) soit correctement administré (cf. Chapitres 2 et 3).

‘Intégration des services de Naissances Désirables et de leurs

activités de formation dans tous les secteurs relevant de l.
santé au Zaire (services ruraux et urbains "Mére-Enfant", forma=-
tion médicale et paramédicale,etc.), (cf. Chapitre ). .
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variole, par la mise sur pied :

(1) régionaux et

de programmes aux niveaux communautaires,
maladies;

national pour enrayer la diffusion de ces

(2) d'un programme de dépistage precoce des individus qui
en sont atteints;
(3) d'un programme de traitement des personnes atteintes, ¢

base de soins ambulatoires et de surveillance dans les
communautés mémes ;

d'un programme de mesures prophylactiques et préventives
contre les agents vecteurs, chaque fois que cela sera jos-
*sible (cf. Chapitre 5).

Constitution d'un corps de médecins zairois qui :

(1) aient pour objectlf primordial de '"servir et non pas se
servir";

(2) consmderent qu' "il faut mieux prévenir que guérir";

(3) con51derent que leur cllent privilégié est la communauté
au service de laquelle ils oeuvrent;

(4) rejettent le "triomphalisme" médical;

(5) soxent correctcment formés aux technlques de la médecire

curative et préventive afin que soient satisfaits les
besoins sanitaires du Zaire et non pas ceux deg autres pays;

boient rompus au travail en équipe pour le plus grand tien
du peuple zairois;

(6)

501ent d'un haut niVveau ethlque et d'une intégrité profes-
stonnelle-lndrscutable (cf. Chapitre 6).

(7)

Constitution d'un corps de personnel paramedlcal zalrois qui soit
doté des mémes qualités que les médecins zalirois (cf. Chapitre 7).

6. Mise sur picd d'un.systéme national et normalisé d' enreglstrrnent

des statistiques médicales et de recueil et d'analyse des s1at15-
tiques démographiques qui

(1) soit adapté en priorité aux besoins sanitaires du Zaire;

(2) pu1sse produ1re des données valides relatives a la mort idité,
3 la mortalité et & la natalité écf. Chapitre 8).
Mise sur pied d'un systéme pharmaceuthuo national qui assure

efficacement l'1mportatlon et la distribution des med1camen1= et
du matériel de base & toutes les unités sanitaires agrcoes, aux
prix les plus bas p0551b1es et qui contrdle 1' 1mportat1on et la
distribution des médicaments dans le secteur pharmaceutique privé
(cf. Chapitre 9).
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bul - Mise sur pied d'un systéme de soins ruraux capable de satis-
talre les bo oins sanitaires de la population zairoise.

Objectifs - Avoir cree et mis en état de fonctlonner 5 Zones. de

[cveloppement Rural (ZDR) 3 la fin de 1l'année 1975 et 25 5 ZDR a la

K

tin de l'année 1979.

Plan d'Action -

1. Normalisation par le CNSBE des fonctions de toutes les unit(s
sanitaires et de leur personnel, dans chaque ZDR.

2. Choix de S ZDR, avant la fin de 1'année 1975. Ce choix ser«

fait en tcnant compte de 1'intérét manifesté par le personncl
des unités sanitaires et de 1l'expérience acquise dans le donaine

des soins cpmmunautalres.

3, Discussion avec des responsables médicaux locaux des taches
incombant aux ZDR et du choix des médecins et du personnel cul

en auroant la responsabilité.

4, Mise au point conjointe d'un plan et d'un budget des ZDR, par le
CNSBE et les responsables des 7ZDR. Cette tdche exigera un
inventaire des unités sanitaires existantes et la déteynnat.on
de leurs besoins actuels (en personnel, en batiments, en
équipement, en médicaments, en moyens de transport, etc.) alin
que soicnt respecrtées les normes établies par le CNSBE.

5. Rogyclapc de tous les infirmiers(iores) travaillant dans le: ZDR,
au sicpce dos hopitaux des ZDR (de 6 a 8 semaines). Des dis osi-
tions devront 8tre, prises pour assurer le logoment et la su
cistance dec ces infirmiers(iéres) pendant la durée-du recyc age.
l.e contenu du programme et les manuels corrcspondants seron’

établis par les soins du CNSBE. Une supervision des travau:
pratiques sera assurée. Il serait souhaitable de disposer « 'au
moins - Centre de Reccyclage Court par ZDR au début. La sél ctior
ce fer«a par moyen de tests. Des procpdures devront étre mi'es
au p01nL afin de juger des connalssances cliniques et de la capa-
cité des 1nf1rmwerf(Lpre ) avant de les soumettre au recyclage.
Cn sait qu'un certain nombre d' infirmi€rs(iéres) en poste dans

les dispensaires ruraux ne posscedent pas de dipldome officiel
délivre par unce éecole de formation infirmiére et que d’autres
ignorent pratiquement tout de leur métier. A 1'issue de tests
‘de sélection, on prendra des dispositions pour envoyer les
recalés dans un Centre National de Recyclage Long plus important
ol on leur demandera de se soumettre & 12 mois au moins de for-
mation infirmiére intensive pour pouvoir recevoir l'eutorication
d'exercer. Ils bénéficieront d'un nouveau statut admlllstratlf
et salarial.
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C‘entres d'Enseignement en Bien-Etre Communautaire, (3 raisor

d'un centre par Centre de Bien-Etre Communautaire) :

(1) Animateurs de Santé;

(2) Animatrices'de PMI;

(3) Animateurs Agricoles;

(4) Auxiliaires de Soins Communautaires.

Le logement et la subsistance devront &tre fournis aux stagi iires.
Les programmes et les mahuels de formation seront mis au poit
par les soins du CNSBE. Une supervision des travaux pratiqu:s
sera assurée, ;

7. Réalisation du plan par étapes.

‘8. Mise sur pied de tournées d'inspection et d'approvisionnemen , au

moins mensuelles, dans tous les Centres de Bien-Etre Commund itaire.

Des véhicules seront fournis et 1'on prévoiera leur entiretic:
régulidr au niveau du ZDR. On mettra au point un systeme
d'approvisionnement qui assure des stocks permanents de médi aments
et de matériel aux CEBEC. Il sera nécessair~ de former des ‘quipes
comprenant un Cadre du Bien-Etre Communautaiie, pour accompl r ces
tournées d'inspectton.

9. Programmation et évaluation des ZDR - Le CNSBE mettra au poi t
les prqcédures approprié a 1'intention ‘des responsablés des DR
afin de leur permettre d'évaluer en permanence les progreés
réalisés et de préparer des programmes pour 1'avenir.

| i “
!
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Chapitre Troisiéme - Soins urbains et Zones de Développenient Urb (in

f'ut - Mettre au point un systéme de soins urbains qui soit capable
de satisfaire les besoins de la population zairoise.

Objectifs - .

1. Mettre sur pled et faire fonctionner 2 Zones de Developpemert
Urbain (ZDU) & Kinshasa, pour 1la fin de 1'année 1975 et § ZI U
pourr 1a fin de l'année 1979.

2. Envisg ager pour la fin de 1'année 1976 un programme d'études des-
' tinées & la construction d'un systéme d'adduction d'eau et
d'assainissement pour la ville de Kinshasa, en liaison avec
le plan d'urbanisme.

3. Avoir achevé pour la fin de 1l'année 1976 les études préalables
a la création d'un systéme d'enlévement et d'incinération des
ordures ménageéres, pour la ville de Kinshasa.

Plan d'Action

LY ~

1. Normalisation des fonctions des CEBEC et du personnel des ZDU,
par les soins du CNSBE.

2. Choix de 2 zones dans lesquelles on lancera les ZDU, avant la
fin de 1' annee 1975,

3. Subdivision -des ZDU cn CEBEC.

4. Mise au point conjointe d'un plan et d'un budget des 20U, par les
rcsponsables des ZDU-et le CNSBE. Il sera nécessaire de faire
1'inventaire des unités sanitaires existant dans les 7DU choisies
et de dcterminer leurs besoins (en personnel, en batiments, en
0qu1pem«nt, en medlcaments, en moyens de transport, etc.) afin
que soient respecteeu les normes établies par le CNSBE & 1'inten-
tions e ces unités sanitaires.

v

5. Recyclage des infirmiers(iéres) qui travallleronf dans les ZDU
(de 6 ¢ 8 scmaines); cf. ZDR - "Recyclage". Il y aura une
Ecole ce Recyclage et d'Enseignement du Bien-Etre Communautaire
pour la ville de Kinshasa.
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SN Lopement comMundutdlre seront fories pai 1'Ecole de Recy.iage
ot d'Lnscignement du Bien-Etre Communautaire de Kinshasa, afin
d'étre mis a4 la disposition des ZDU :

(1) Auxiliaires de soins communautaires.
(2) Animatrices de PMI. .
Cf. ZDR - "l'ormation de nouveaux agents'.

Réalisation du plan par étapes.

Misc sur pied de toirnées d'inspection et d'approvisiamement,

au moins mensuelles, dans tous les Centres de Bien-Etre Commur.au-
taire. . Pour plus de détails, cf. les ZDR. Il sera nécessairc

de créer une unité centrale de gestion et d'intendance pour
fournir aux ZDU l'appui administratif et matériel dont elles
auront besoin (gestion du personnel, blanchisserie, cuisines,
pharmacie, véhicules, etc.).

Programmation et évaluation des ZDU. Pour plus de détails,
cf. les ZDR.



9

. aapltre Quatricme - Naissances Désirables

But - Intégration des services de Naissances Désirables et de leurs

acti
au

Zalre. n)

vités de formation dans tous les secteurs relevant de la santé

“ -~

Objectifs -

1'

Promotion des Naissances Désirables dans les communautés rurales
(ZDR) et urbaines (ZDU), par les Animateurs de Santé et les
Animatrices de PMI (cf. Chapitres 2 et 3). '

Mise sur pied de services de Naissances Désirables dans tous .es
Centres de Rien-Etre Communautaire, ruraux et urbains, et dans
les HApitaux des Zones de Santé (cf. Chapitre 2 et 3).

Introductiorn de la formation aux techniques des Naissances
Désirables dans les cours de recyclage destinés aux édecins
zalrois et dans les programmeg de formation médicale (cf. Chapitre
6 ) . '

Introduction de la formation aux techniques des Naissances
Désirables dans les cours de recyclage destinés aux infirmiers(ieres
ot dans les cours de formation pour Animateurs et Animatrices.
Poursujte 3 Kinshasa d'un programme destiné a former ic pers nnel
paramédical zalrois aux techniques des Naissances Désirables

(cf. Chapitre 7).

Mise sur pied d'un nYStéme\d'enregistrement des données rela ives
au fonc!ionnement et aux résultats des services de Naissance
Désirables .ainsl que d'évaluation, de recherche et de progra -
mation (cf. Chepitre 8).°

Contrdle de 1'importation et de la distribution des contrace tifs,
par 1l'intermédiaire-de la Division Pharmaceutique du CHSBE.
(cf. Crapitre 9). '

Réalisalion des recherches, des évaluations et de la programaation
relatives aux Naissances Désirables par l'organe de planificition
du CNSPE (cf. Chapitre 11).

. . ) . L. » . . .
Production et distribution de matériel audio-visuel relatif ux
Naissances Désirables et & la santé et «au bien-@&tre communau ‘aire
par l'unité responsable de la production audio-visuelle du C{SBE

(cf. Chapitre 12).
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1.

Intégration du Conseil National pour la Promotion du Princijpe
des Naissances Désirables dans le CNSBE.

Le Conseil National des Naissances Désirabdes se chargera de
mettre au point une politique de Naissances Désirables qu'il
soumettra au CNSBE, ainsi qu'un plan national de promotion des
Naissances Désirables. Ce plan englobera les services de
Naissances Désirables, la formation, l'emploi du matériel audio-
visuel, l'évaluation, etc.
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i.atre Cinguiéme - Maladies Endémiques

. —_———

hut - Contrdler les maladies qui sévissent 3 1'état endémique au
™
laire.

Objectifs -

1. Pour la fin de 1l'année 1976, avoir achevé les études permettart
la confectiorn d'un .plan national de lutte contre la tuberculo:ce,
la rougeole, le paludisme, la lépre, la trypanosomiase, la
schistosomiase, le goitre et d'éradication totale de. la vario.e,

au Zalre.

2. Mise en place de programmes de lutte contre ces maladies endéniques
dans toutes les ZDR et les ZDU.

Plan d'Action

1. Une commission sera formée sols les auépices du CNSBE qui ét:diera
le probléme des grandes endémies au Zaire et élaborera un pl.n
détaillé de lutte contre ces maladies.

2. La lutte contre les grandes endémies sera 1'une des fonction
essenticlles des ZDR et des ZDU. Par exemple, en ce qui con erne
la tuberculose, on connera la priorité aux actions suivantes

(1) dépistage précoce des cas actifs, y compris dans l'ento rage
familial,

- ~\

(2) traitement ambulatoire des cas actifs,

[ 4

(3) 1limitation .de l'hospitalisatfon aux cas résistants, gra-es
ou compliqués,

(4) suivi de tous les cas,

(5). prophylaxie INH des malades présentant des risques élev's,

(6) vaccination au BCG des nouveaux nés et des enfants de moins
de 15 ans qui n'ont pas encore été vaccinés.

Pour la lutte contre la lépre, on donnera la priorité aux ac ‘ions

sulvantes
| ]

(1) dépistage précoce des cas actifs, y compris dans l'entourage
familial, ) “

(2) traitement ambulatoire des cas actifs,

(3) 1limitation de l'hospitalisation aux cas résistants, graves
ou compliqués,

(4) suivi de tous les cas,

(5) programmes de réhabilitation.
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Pour la lutte contre le paludisme, on donner la priorité aux

actions suivantes :

(1) Education communautalre visant 3 diminuer le nombre des
sites propices a 1'éclosion des larves:de moustiques et
d améliorer les conditions de logement afin d'accoitre 11
protection contre les moustiques;

(2) inclusion de.l'emploi domestique des insecticides dans 1-3s
programmes communautalres d'amélioration des conditions .le
vies

(3) recours 3 la ch1m10prophylax1e et emploi d'ant1 -paludiques
pour tous les enfants de moins de 5 ans;

(4) "traitement précoce des accés aigus de paludisme.
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tie oixleéme - Jorps Midical Zalro.s

But - La constitution d'un corps de médecins zairois qui :

1.

2.

alent pour objedtif primordial de "servir £t non pas se servir",
considérent qu' "il vaut mieux prévenir que guérir";

consideérent que leur client privilégié est la communauté au
service de la gquelle ils oeuvrent;

rejettent le "triomphalisme" médical;

soient correctement formés aux techniques de la médecine curative
et préventive afin que soient satisfaits les besoins sanitaires
du Zaire et non pas ceux des autres pays;

soient rompus au travail en équipe pour le plus grand bien de
la population zalroise;

soient d'un haut niveau éthique et d'une intégrité professionnelle
indiscutable.

i

'
'

Objectifs {

1.

Avoir ﬂé—orienté tous les médecins zairois avant la fin de 1'annde
1976, au cours de séminaires de 4 3 8 semaines tenus 3 1' "Ecole
du Parti" et portant sur les principes exposés dans le Manifeste
du CNSBI. ) “

' . - ’,
Avoir refondu la totalité des programmes de la Faculté de Méd:cine
de 1'UNAZA, avant la fin d: 1'année 1976, en conformité avec es
principes du Manifeste du. CNSBE.

Plan d’Actigﬂ -

1.

2,

Le recyclage des médecins zairois sera organisé et dirigé par le
CNSBE.

Une commission sera formée sous les auspices du CNSBE afin d'exa-
miner le contenu des programmes actuels, le rendement des étuciants
et de la Faculté de !Médecine et de recchmander les changements
nécessaires, en conformité avec les principes du Manifeste du
CNSBE.
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Chapitre Septiéme - Personnel Paramédical

But - La constitution d'un corps de personnel paramédical zairois :
qul soit doté des méme$s qualités que les médecins zairois (cf. Ch.ipitre

6).

I

Objectifs - Al s

1. Pour la fin de 1l'année 1976, avoir crée une Ecole de Recyclag:
Long pour Infirmiers(iéres) de niveau 1 et 2 (durée: 12 mois) et
pour la fin de 1'année 1979 au moins 10 Centres de .Recyclage (‘ourt.
Les stages de recyclage court seront destinés aux infirmiers(.éres)
des niveaux 1 et 2 et dureront environ 8 semaines. L'orientation
vers l'un ou l'autre mode de recyclage se fera au moyen de tests.

2. Avoir créé pour la fin de l'année 1976 une Ecole des Cadres du
Bien-Etre Communautaire (durée de la formation: 2 ans).

3. Avoir créé pour la fin de 1'année 1976 une Ecole des Techniciens
Paramédicaux pour :

(1) 1le$ pharmacien$ assigants (durée: 2 ans)
|
(2) 1les dentistes assistants (durde: 2 ans)

| S :
(3) les assistants de radiologie et de laboratoire (durée: 2 ans)

I

4, Faire fonctionner avant la fin de 1'année 1979 10 Ecoles

officiellement agréée$ d'Infirmiers(iéres) en Soins Communaut ires,
du niveau 2, avec une -formation durant 2 ans, & raison d'une (cole
par region, et 3 Ecoles officiellement agréées d'Infirmiers(i: res),
de niveau 1, avec¢ une formation de 3 ans. Ces derniéres écol. s
seront Fttachées aux Grands Hopitaux de Référence et d'Enseigiiement.

|

Plan d'Aetidon -

1. Un Centre de Recyclage Court sera situé dans chacune des 10
regions du Zaire, soit 9 centres dans des zones rurales et 1 (entre
dans un: zone urbaine (Kinshasa). ' Chaque centre remplira la

fonction suivante : recyclage court (8 gemaines) pour les
infirmiers(iéres) admis(es) au bénéfice de cette formation

(cf. Chapitre 10). . .
2. Un Cent:re de Formation par ZDR et par ZDU, avec les forction .
suivantes :
(1) 1la formation des Animateurs de Santé (2 mois en plusieur:
stages) ,

(2) 1la formation des Auxiliaires de Développement (6 mois en
plusieurs stages),

(3) 1la formation des Animatrices de PMI (6 mois en plusieurs
stages) ,

(4) "la lormation des Animateurs Agricoles (3 mois en plusicin s
.'iil.tg.). '




)

Les probleémes natdériecls et pédagogiques suivanls devront étre
résolus pour chaque Centre :

(1) batiments (salles de cours, dortoirs et réfectoires),

-‘\

(2) nourriture des stagiaires, .
(3) personnel enseignant et moniteurs de travaux pratiques,

(4) contenu des programmes et matériel pédagogique (fournis
par le CNSBE., .exception faite de la formation des Anima .eurs
Agricoles qui sera contrb6lée par le Département de 1'Agri-
culture), ' .

(5) préparation du corps enseignant,

(6) transport des stagiaires.

Une Ecole d'Infirmiers(ieéres) pour Recyclage Long (12 mois) cevra
€tre créée afin de reprendre la formation des infirmiers(iércs)
qui auront été admis au bénéfice de cette formation (cf. Chajitre
10). Ce recyclage sera destiné aux niveaux 1 et 2. Les mémcs
problémes matériels et pédagogiques que cités supra (cf. Seciion 2)
devront @tre résolus. Il est possible que 1'on puisse trans-
former 'une école existant déjd a Kinshasa en Ecole d'Infirmicrs
(ieéres) pour Recyclkage Long.

|
Une Ecole des Cadres du Bien-Etre Communautaire (durée: 2 ans)
devra &tre créée afin de préparer jeuriés gens et jeunts filles
aux tdches spécifiques du développement communautaire intégré.
Les mémes problemes matériels et pédagogiques que cités supra
(cf. Section 2) devront étre résolus. Cette école sera vrai-
semblablement installée en zone rurale, dans l'une des premicres
ZDR qui auront été choisies. ¢

Il seral nécessaire d'ouvpir une Ecole des Techniciens Paramé iicaux
afin del former des pharmaciens assistants, des dentistcs ass stants
et des assistants de laboratoire et de radiologie (durie: 2 ins).
Les méme probleémes matériels et pédagogiques que précédcmmen
signalés devront &tre résolus. Il est vraisemblable que cet'e
école szra installée a Kinshasa. Il sera nécessaire d'exami: er

les écoles existantes de techniciens paramédicaux afin de dé!erp-
miner l:>ur réle futur.

Dix Ecoles d'Infirmicrs(iéres) existantes (niveaux 2) ot 3 Eioles
d'Infirniers(icéres) cxistantes (niveau 4) seront choisies pour
étre transformées en Lcoles d'Infirmiers(iéres) en Soins Com-
munautaires (de niveau 2). Ce choix sera fait par une commi: sion
du CNSBE, conjointement avec le personnel médical des dcoles

La méme commission étudiera le rble des autres Ecoles d'Infiimiers
(iéres) existantes: certaines devront sans doute &tre fermé: s
tandis que d'autres (officielles ou missionnaires) pourront ¢tre
utilisées pour le contrdle des travaux pratiques des éléves. Les
mémes problemes matériels et pédagogiques que précédemnent s.gnalés
devront étre résolus. ; ;
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Chapitre luitiéme - Statistiques Médicales et Démcgraphiques

But - Mise sur pied d'un systéme national et nornalisé d'enregis re-
ment des statistiques médicales et de recueil ‘ef. d'analyse des
statistiques démographiques. '

Objectifs - ey .

1. Avant la fin de 1'année 1975, on devra avoir mis au point, s)us
les auspices du CNSBE, un systéme normalisé d'enregistrement
des données médicales qui puisse étre utilisé dans les ZDR e.

les ZDU choisies.

2. Avant la fin de 1'année 1975, on devra avoir mis au point un:

méthode de collecte des données relatives 3 la natalité et a la
mortalité, dans les zones rurales et urbaines, au niveau des

communautés.

. : )

3. Avant la fin de 1'année 1976, on devra avoir créé un Bureau
National de recueil et d'analyse des données rezlatives a la
norbidité .et a la natalité, en provenance des ZDR et des ZDLU

Plan d'Action - DS o

1. Créer, sous les auspices du CNSBE, une commission d'étude et
de programmation d'un systeme national et normalisé d'enregistre-
ment des statistiques médicales et démographiques et de mise
au point des formulaires qui seront utilisés par les unigs

sanitaires des 'ZDR ct des ZDU choisies.

2. Emploi de cr systeéme d'énregistrement des données médicales
et démograpliiques dans les 7ZDR et les ZDU pilotes.

-~

(1) TFormation des, responsables des ZDR et des 7DU a la métl ode
e- aux techniques d'enregistrement des données,

(2) lermation aux techniques d'enregistrement des données, dans
1.5 Centres de Recyclage et d'Enseignement, d 1l'occasicn
d-s stages pour infirmiers(iéres) et de la formatim det
nouveaux agents en développement communautaire. FEtant
donné que la majorité des informations relatives a la i1or-
bidité et aux mouvements démographiques proviendrort de:
Animatcurs de Santé et des Infirmiers(iéres) en soins
Communautaires, il est absolument nécessaire qu'ils airnt
parfaitement compris et le systéme de recueil des donn:es
et 1'importance qu'elles revétent pour les communautés

locales.
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(3) 1 1VO1 wenauel aes donnee:s meaic.o. oo W s (G GRS
la communauté au Centre de Bien-Ltre Communautaire (uri v,
et rural), puis a 1'H3pital de ZDR ou de ZDU, au Hddec. |
Inspecteur Sous-Régional, et, enfin, au Burcau de Stat . ;tiques
du CNSBE.

Inclusion du nouveau systéme d'enregistrement des statistiqu s
médicaies dans les programmes de recyclage destinés aux méde¢ rins
zairois, dans les programmes des écoles médicales, dans ceu» des
stages de recyclage long pour infirmiers(iéres), dans les ccurs
des Ecoles d'Infirmierstiéres) en Soins Communautaires et deins
ceux de l'Ecole des Cadres du Bien-Etre Communautaire.

Création au sein du CNSBE d'un Bureau National chargé de 1la
collecte et de l1l'analyse des données relatives & la morbidit3,
d la mortalité et a4 la natalité, provenant des ZDR et des ZIU.
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But - Mise sur pied d'un systéme pharmaceutique national.

Objectifs - .I'. S0

1.

Avoir créé, avant la fin de 1l'année 1975, une Division Phar aceu-
tique au sein du CNSBE, ainsi qu'un comité consultatif pour les
probléemes pharmaceutiques. Cette Division sera responsable de
1'importation, de la distribution, de la production et du cintrdle
des médicaments pour l'ensemble du Zaire.

Avoir achevé, pour la fin de l'année 1975, une étude des priblémes
actuels du DCMP, assortie de propositions d'assainissement « ui
seront soumises d& la Division Pharmaceutique. Le DCMP devruit
étre en mesure de fonctionner de fagon nettement plus effic..ce
qu'actuellement vers la fin de 1l'année 1976.

Avoir entamé la réalisation d'un plan de contrdle des imporiations
de la distribution et de la fixation des prix des médicaments dans
le secteur privé, pour la fin de l'année 1976.

Plan d'Action -

il
Créatidon d'une Division Pharmaceutique- au sein du CNSBE.
-2

Etude du DCMP et présentation d'un plan d'action et de finarcement
a la vaision Pharmaceutigue.

Réalisétion du plan, comprenant }’embauche de personnel nou'eau,
le recyclage d'une partie du personnel actuel, l'obtention
d'équipements nouveaux, etc.

Réalisation du plan de contrdle des importations, de la dis'ribu-
tion e: de la fixation des prix dans le secteur privé.
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des Institutions Sanitaires

But - Mise au point et fonctionnement d'un systéme d'agrément
officiel des médecins et du personnel paramédical, zairois et
expatriés et d'autorisation officielle de toutes les unités sani-
taires (hdpitaux, CEBEC, pharmacies) et institutions de formaticn
médicale et paramédicale.

Objectifs -

1. Pour la fin de 1'année 1975, avoir créé au sein du CNSBE un
service chargé d'octroyer 1l'agrément du Conseil au personnel
et aux institutions sanitaires du Zaire.

2, Pour la fin de 1l'année 1975, avoir mis au point un programme
d'agrément du personnel et des institutions sanitaires du Zaire,
ainsi que le budget correspondant.

3. Avoir largement entamé les opgrations ‘d'agrément pour la fir
de 1l'année 1976.

4, Etre en mesure, & la fin de 1l'année 1979, d'exiger que seul le
personnel dlment agréé puisse exercer au Zaire, et i la fin le
l'année 1976 que seules les institutions sanitaires officiel Le-
ment agréées (hdépitaux, CEBEC, pharma¢ies, écoles de formatin)
puissént fonctionner au Zaire.

-
-\ '

Plan d'Action - ; J!

1. Création d'un service d'agrément officiel au sein du CNSBE.

2. Réalisation d'une étude afin de déterminer les métludes a sui rre
dans 1'=2xamen des institutions et du personnel candidats a
l'agrément officiel. A titre d'exemple, il sera probablemen:
nécessaire de recourir d un examen écrit et pratique pour 1lc:
candidats désirant étre agréés en tant qu'infirmiaes(ieres) d:

niveaux 1 et 2. A la suite de ces examens, les ~andidats se 'ont ad-

ms soit aubénéfice d'un recyclage court soit 3 celui d'un rec 'clage

long soit purement el simplement refusés. Les candidats qui auront

réussi aux épreuves finales du stage de recyclage, obtiendrc it le
permis officiel. Dans le cas des infirmiéres de niveaux 1 ¢ 20
récemment diplémées, elles seront examinées par les responsa 1les
d'écoles de formation reconnues afin d'obtenir 1'autorisatio
d'exercer en tant qu'infirmiéres dipldmées. Les mémes méth: des
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et les auxiliaires de developpcment recevront un agrwmcnt id :n=-
tique a 1l'issue de leurs stages, s'ils ont reussi aux opreuv 'S
finales. Le renouvellement annuel du permis szra nécessaire
pour tout le personnel sanitaire. Les institutions seront
agréées en fonctlon de criteres variant selon le type de
l'institution et & la suite d'une 1nspect10n des lieux par 1:
service d'agréement officiel du CNSBE.

Application des procédures d'agrément et d'autorisation. .
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i Bul - Mise sur pied d'un organisme national de recherche médical: ,
d'Cvaluation et de planification.

-

Al

II  Objectifs -

1. Créer une commission qui, avant la fin de 1'année 195, aura
étudié et présenté un plan de création et de flnancement d'u
organisme national :de recherche médicale, d'évaluation et de

planification.

2. Mise en route de cet organisme avant la fin de 1'année 1976.
L'évaluation des premiéres ZDR et ZDU devrait &tre en cours .
ce moment, en coordination avec le Bureau des Statistiques
Médicales et Démographiques.

.3, A la firn de 1l'année 1978, l'organisme de planification du CN:! BE
devrait avoir soumis un pPO]et de Plan Sanitaire National,
1980 - 1984, au CNSBE.

4, L'organisme de planification'hu CNSBE devrait avoir exdcuté
plusieurs recherches relatives aux problémes de santé el aux
maladics endémiques sévissant au Zaire (par exemple: connais
sances, attitudes et pratiques contraceptives, études compar ‘'‘es
des techniques traditionnelles et médicales; enquéte compara.ive
sur les enfants de moins de 5 ans, vivant dans et hors des ZDR,etc.)

FIISSS Pl an d'Action - “

1. Constitution' de la commission chargee d'étudier et de prisenter un
plan de création et de fonctionnement de l'organisme de planifi-
cation. :

2. Création de 1' organlqme de planification et reallsatlon de ses
'~ objectifs. < ) ;
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tous les domaines sanitaires, dans les principeles langues en
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170 ¢ - Movens Audio-Visuels

- Production et distribution de matériel aucio-visuel relatif

usage au Zaire.

Objectifs -

1.

Avoir réalisé avant la fin de l'année 1975 une étude traduisant
par un plan et un projet de budget pour la création et le fonctien
ment d'une unité, qui, du sein du CNSBE, serait responsable de la
production et de la distribution du matériel audio-visuel sani-
taire, dans les principales langues en usage au Zalre, y compris
la diffusion par la radio, la télévision, les journaux et les
périodiques.

Mettre cette unité en état de fonctionner avant la fin de
1'année 1976.

Plan d'Action -

1.

Réalisation de 1'étude de programmation et de financement
devant permettre la création d'une unité audio-visuelle au
sein du CNSBE.

Réalisation du plan.
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LE PROJET DE REFORME DE L'ACTION MEDICALEL
DANS LES ZONES DE DEVELOPPEMENT RURAL AU ZAIRE
Note officieuse établie par le Bureau des Ocu-
vres Médicales sur base de renseignements obte-
nus auprés du Département de la Santé Publique

R e T I 2 I Y e T 1) e 0] e 0 e T e 2 e £ oo T ove 12 e TF o JT e T3 om 1D @ fT o LY e 122w PX @

La nouvelle politique de santé, qui est en voie d'élaboration aup
Département de la Santé Publique et au Conseil National de la Santé et du B
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Jusqu'd maintenant, l'action pour la santé ee concentrait trop un
ralement sur les soins curatifs, tandis que la population souffre de maladi

démiques que 1l'on peut toutes éviter. Le systdéume revient i donner de coiiteu .

curatifs gu seul profit de la minorité de la population, tandis que 80 % de
pulation rurale ne fréquentent pas les hGpitaux et les dispensaires, 3 caus
éloipgnemedt, de 1'absence de moyens de transport et de 1'ignorance.

Le "Manifeste de_la_Santé et du Bien-Etre du Peuple Zalrois", doc
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de politque générale du '"Conseil National de la Santé et du Bien-Etre" de 1 -

publique du Zaire, accorde la priorité aux soins sanitaires & donner au niv
comnunautés de base urbaines et rurales.
M -

i
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a été préparé qui a pour but essentiel de mettre en place un systéme de sol
et urbain, capable de satisfaire les besoins de -santé de la populatiocn zalr

sut de Plan Sanitaire National, #1 était nécessaire d'cn préciser rapidemen
ganisation et les fonctions, et, ce faisant, de proposer des normes qui pui
étre appliquées i toutes les formations sanitaires, publiques et privées, d

—— e e e e e

- . ; = ]
de la santé& communautaire dans les Zones de Developpement Rural du Zaire.

Lorsqu'elles auront &té adoptées par le CNSBE, les mormes ainsi ¢
constitueront un guide officicl pour la mise sur pied des Zoncs de Santé Ru
et leur fonctionnement,

Les méthodes et les procédures en vigucur dans les différentes fo
médicales du Zaire secront unifides en conséquenc%.

nombreux uspects, pour pouvoir 8tre généralisées & l'enscmble du pays sans

expérimentation préalable. Cette dernidre entrainera des modifications. D'a
part, il existe entre les différentes régions du Zaire des variatioms telle
sera nécessaire A'sp renir compte dans la mise au point définitive du docum.
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d'abord, unv restructuration des centres de soins, cn établissant unc organ
tion rationnelle qui descend de 1'hdpital jusqu'd la communauté de base, pr

té ¢tant accordée i celle-ci.

Au niveau de la communauté de base, des an*mataur“ de sanLL' et

gglgggggggg_gg_yyf" bénévoles, émanant de la population et formés lors de

pra thucs, sont chargdés surLouL de l'action de médccine préventive et de dot
leg premiers soins en cas d'accident ou de maladic.
1

Le &:QEEE_QG BienzEtre Communautaire! (CEBEC), situé au niveau d
lo¢talité, supervige 1'action des animateurs et animatrices, veille 3 la san
méres et enfants - qui constituent un groupe prioritaire - et traite les af

tions courantes des adultes.

Les cas plus compliqués sont envoyés au "Centre de_Santé@" situé a
veau de la Sous-Zone de_Santé Rurale.

planlflant et coordonnant 1'action dans 1' ensemble de la Zone (qu1 colncide
dans la mesure du possible, avec la sone administrative).

‘Dans la nouvelle orientatién, la médecine curative ne sera pas n¢
mais intégrée 3 l'action préventive, comme un recours normal lorsque la pri
tion se seri montrée insuffisante., L'accent se trouve placé sur la préventi
1'assainissement du milieu de vie, les naissances désirables et les ¢quipem
collectifs des communautés de base,

.Les méthodes de formation du personne"‘médical et pnramédical er
tarification des services médicaux curatifs seront revisés dans l'optique d
médecine Lommunauta1rg.

,Nous donnons ci-dessou# un tableau synth3tique des structurcs pré
aux différents niveaux, pour donner ensuite des détails sur l'action au niv
des communautés de base. .
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UIVEAU

TIDNVICES

SaL.L

Clientile

(coincidn,

56,500

I. TABLEAU SYNTHETIQUE DE L'7RGANISATICY DE LA o

DANS

LUNE _E SALTC RURALE (ZSR)

cans la mesure

du possible,avec la Zone
administrative)

- 25C.000 habitants

180 & 249 villages

‘o a .4 CEBZC

TT2PITAL SEFERAL

LES ZOKES DE SIUELGRLEZAELT

SOUS_ZOUE DE SANTEZI RURALE (S

30.000 - 40.000 habitants
60

Y

8C villages

"6 3 3 CEBEC
CENTRE DE SANTE (CS)

{fon-ticne corme wn CITFE

pour les villages euviron-
nants)

de 3 Cen-
Sant& + ceux dec
sroches dz 1'hop.

1lalades ré€i3r8s
tres w2
villages

Reférence
Supervisic.a '
A e
BUTZAL CEUT7AL DE LA ZSR
FONCTTI3S da 1'h3pitzl ginira’ : A

(fonctionne camme un CEBEC
pour les villages environ—
nants)

Malades référés de 6 3 8

CEBEC + ceux des villages
environnants

HOpital de la ZSR 7

g

par ZSR

e

1. Service if!3decine interne
culrurgie géni3rale,mater—
nité,pédiatrie,soins den-
t~ires simpias

2.Services de diagnostic:
- radiographie simple
~ laborctoire

R} Qarviraz zmbulatoires
d~ base pour la popu-
lation environnante °

(cfr CEBEC)

.Médecine communautaire

1.Pédiatrie

Cas trop compliqués pour
les CEBEC

PUT

1
..-‘ At_\:i._ ]—:

NTL T DEICAUTAIRE
22—

LOCALITE

_.._.—-.—.-—

" 5.C00 habitants

10 villaces en moyenne

CENTIRE DE STEN-ETRE CCH-

COLiNL 2 Ta

500 nzbi.an:s

partie d'uae
localité

ANIMATECX DT ¢

MUGAUTAIRE (CEoEC)

ALIMATRICE

o

JLE

Malades dec villages de la
lccalité

CS de la SZSR
Hopital de la ZSR

var chef de la SZSK

H
.

A.Médecine communautaire

1. Pédiatrie

= Surveillance croissance
enfants préscolaires

- Education sanitaire et
nutritionnelle de¢s pa-
rents

- Prophylaxie

- Traitement des maladies
infantiles

- Surveill=nce 3 domicile
de certains cas

CEBEC

par infirm.2ux

du CEBEC

Voir
ci-dessous


http:n-tic:m.ne

4.Evacu-ation
de cas ndcessitant diagnostic
ou traitemert spécialisés

<ONE DE S/{NTE RURALE

3 niveau suplrieur

du bureau central

1.

Zducation canitalre et nutri-

tionnelle 3@ 1'h3pital.

2.Flcaiiicaticn des actilions sani-

3.

taires, des actions de dévelop-
[ement corrm nautailre.

»
Cocrdiiation de la lutte contre
les eadémie., des programmes de¢
‘raccication.

wecueil,évaluation et expédi-
tion Jdes données statistiques..

Acninistration des formatigns
subordonnées.

Tréperation et surveillance
dg 1llex3cution des budgets or-
diraires et extraordinaires.

Approvisionnement de la ZSR
en r~dicarents, matériel et
& uaipeaent.

2. Soins

SOUS ZONE DE SANTE RURALE

aux méres

llaternité pour accouchements
compliqué@s exigeant ventouse
et symphisiotomie

3. Adultes

Cas compliqués exigeant diagnos-—
tic et traitehent plus complexe,
petites opératicas chirurgicales

4.Maladies chroniques

Diagnostic surtout pour cas dou-

teux référés par CEBEC.

ContrOle des traitements dans
CEBEC

Surveillance épidémiologique

5. Secourisme

Comme dans CEBEC + transfusion,
perfusion, traitement &tats de

rhrr Franratnlncis canrante,

2

LOCALITE -4 -

. Soins aux méres

w

Hodifier le comportement des
femmes dans les domaines de
la nutrition, des accouchemer.
Réduire les problémes de sant.
quli se posent i la femme ence
te et 3 son enfant

Dépister le groupe de femmes
encaintes prisentant un risqu.
&levé pour l'accouchement et
les adresser aux centres de r.
férence.

Etudier et amiliorer les cond’
tions de 1'accouchement 3 domd
cile,

Superviser le travail des ani-
matrices de PMI -

. fAdultes

Traitement des-affections cou
rantes selon schéma thérapeu-
tique clair et standardisé.

‘Référence a 1'8chelon supérie:
des affections plus compliquée
.Mzladies end2miques et chroni-

ques -

Diagnostic de la tuberculose,
maladie du sommeil, l&pre, 3
confirmer au CS.

Traitement ambulatoire et con-
trdle des cas.

Dépistage secondaire
Vaccination VAV et BCG



PERSOMNL L

e

’

ZOME DE SANTE RURALE

1.IZ¢%alezent = addecins, tra-
vailiant ¢n Cquipe
a.#8decin-che{ de 1'h€pital

:;QCJQL
midccine interne a2t chirur-—,
gic courantc

v.Midacin—cref de 1a ZSR
Bumervision
orucw%ées, ies artivitds de
cantZ oubligue et de DC

c.M3decin-dirccreur de 1z
foirmatica
lnseiggzgént,cours de recy-

clage et do perfectjonnement
Un dos trois sera médecin—chef

SOUS ZONE DE SANTE

B.Développement communautaire

des formations sub-

de i1
qui 7
- santé
pemeat communautaire

. Po.avnnel para-médical

de niveru infirmier, infirmier-

augitiaire,
et nivcau auxiliaire

ZSR, de préférence celui
la responsabilité de la
publique et du divelop-

- Programmation, coordination et
supervision du DC dans les CEBEC

- Formation des animateurs de
“sante ef animatrices de PUI

4

1l.Deux infirmiers diplomés
= un, diplomé en santé publique,
dirige la SZSR et la formation

des animateurs et animatrices

- 1'autre tient le CEBEC du Cen-

tre de Santé&, assure les con-
sultations ambulatoires,traite
les cas référés par les CEBEC

2.Deux infirmiers auxiliaires au

moins

3.Deux infirmidres auxiliaires-

accouchzuses au moins, formécs
aux techniques des mnaissances

désirables: pour accouchements,

consultations PMI au CEBEC du
CS, formaticn des animatrices
PMI,consultations naissances

B.

LOCALITE ~ °

D&veloppenant coun:i: !

1.

2.

3.

.

1.

2.

Pour instaurer une d. . i-
progrés dans les vil! -3
composent la localit .
dispose de :

Comités de développer:

dans chaque villagc
Animateurs de E

santd, i
de PHI o
Comite de CEBEC, issu 4. s
tés de développement;
responsable de
- la gestion du CEBE/S
- la santé@ de la popual:tt
- de la localité.

Un infirmier auxili
solns cormunautalres

responsable du CEBEC

Deux 3 trois auxili:s . =
soins communautaire"
aident au CEBEC

- participent aux so° o

taires

participgnt 3 1'asc
assurent lizison e
et village

Une ou deux auxilai.
nes de PMI

”~

surveillance des so” =
nels;

consultations présc. = irw

- animaticn sanitaire

Receveur de recette:

Legustl
malades;

b

PRSP

- leur délivre une qu’




BATLIENTS

ZONE LDE SANTE RURALE

canel adminiscratif

::ugcgn—cnuf de Ia Z5X (om)

Admlalstrateur—gosticonnaire

avcz personnel

Infiriier-chaf du BCZSR avec
pcrsconnel

4, Personnel ‘subzlterne
udéczassaire pour 1l'administra-

tion ct le fonctionnenent.

@£711 "de gestion assure

l!adﬂinlsgratlon de la ZSR.
i s

~ldecins,
1'adninistrataur gestionnaire
chef du Bureau Central
Cormisscire de Zone ou son
rrisentent.
I1 se réunit une fols par mois
2t sur convocation par le dee—
ciu-chef ce la ZSR

v

.
Le log2ment du perscnnel travail-
lant 4 17 ¢cl.elon central de la ZSR
Ser2 considlrl comme prlorltaire.
On pr3v01ra au moins 6 bureaux pour
le personnzl du BC de la ZSR et

iec services de l'administrateur
gestisanaire,soit dans les b3ti-
nents existants, soit dans des ba-
tiuerts I construire.

e

6.

SOUS 7Z0NFE DE SANTE RURALE

Dcux cu trols auxiliaires
de soins couununautalres

TooTTIa - 1w [ADhoTatolre

G.°% un trtenc e
du CS, 1(es) autre(s) remplit
(sent) des tiches de midzcine ot
DC ,comme dans les CEBEC

Deux auxiliaires fiminines
de PiMI assisteont l'infirmiére
auxiliaire accouchcusec.

Secrétaire administratif
-regoit rappcrts das CEBEC
-préparge rapports de 1a SZSR
—-assura ccrrespondance

Locaux suffisants pour abriter
au moins 20 lits °

Salle d'accouchement

Petite salle 'de trﬂlteﬂ;nt et de
chirurgie

local pour le laboratoire

Local pr consultat.ambulatoires

Local pour pharmacie
Magasin

Bureau pour infirmier chef SZSR et
secritaire administratif

Logement pour personnel

Réservoir & impluvium

Village des femmes enceintes
Logement pr animateurs et anima-
trices en f.oi...olo.

Case de passage pr médecin—chef
ZSR et Gquipe

5.

Planton

— assure propreté, entretien
batiments et environs,

= les surveille la nuit,
- transporte la correspondanc:-

L3 ol
saire
devra
riaux

la création d'un dispe-
se justifie, celui-ci
tre construit en mati
locaux par la populat:
La construction dans un deu- ‘
xiéme temps d'un bitiment er
at3rieux durables devra se
fzire en collaboration avec
ZSR, selon un plan unique pr
tott le Zaire.
Les b3timents doivent étre
véranda pour les consultatic
préscolaires et prenatales.
&ls comporteront :
un local pour consultationw.
une salle de traitement
un local pour 5> ilts J4'ob
servation
une pharmacic

2



ZOVE DE SAUTE RURALE

MOYENS "E - Au nminirmum deux véhicules 3 .
LOCJMUL 10N  ruztre roues motricas dont un
a‘disposition dJdu midecin-chef
de 12 ZSX plus un stock de .

N - pieces dEtachdas.
FINANCES - Etat paie salaires personnel mé~
dical foroztions publiques et
agieéns.

= ntat accorce crédit global pr
paZlement jersonnel auxiliaire
eng:cc® par ZSR.

- Syitdme “'autofinancement pr
acliat mécdicaments,matériel,
frais de forncticnnerment,grice’
*a tarif stondard pour tous mé-
a.canents (traite ments endd—

mies et vaccinations sont gra-
" trits) ¢t scins préventifs.

- Te comptable de 12 ZSR tient les
comptes ce la ZSR,vérifi&s men-
suell2ment par 1'administrateur-

gestionnaire et présentds au
Cunseil de gesticna.

"= un laboratoire

= un local pour riec. :.

registrement

- un magasin pour e °
des stocks d'arach:
soja, les vélos...

- loeements pour 1'ir-
et Sesauxilinires

Une mctocyclette L ~ Trois vélos vendus
Une bicylette-ambulance (3 met=

personnel 3 prix in~

v
S

tre au point selon modé&le inven- prix coltant; indcm. te
té au Nord-Vietnan) mensuellement pour ¢ v
Trois vilos au moins vendus par frais d'utilisati.n t
ZSR au perscnnel 3 prix infiéricur. tien.
au prix coltant; indemmité payée
mensuellement pour couvrir frais
d'utilisation et d'entretien.
Personnel SZSR tient comptabilité - Infirmier du CEBEC .«
simple des recettes et dépenses recettes des
des CEBEC; - consultations orc¢> .
Les recettes des CEBEC sont ver- - consultations pr:
sées mensuellement su CS - comsultations pr-
Le chef de la SZSR verse les re- =~ programmes d'ass
cettes mensua2llement, aprds vé- dans journal de c-
rification, au comptable de la fié chaque senai:
ZSR, c&duction faite des petites firmier auxiliair:
dépenses autorisées, afin dz cou- = Recettes versles
vrir le montant des réquisitions. ment 3 la ZSR, vi
une partie peut &t '
au Comité& CEBEC :
"p}ogets locaux du . 1w
ment .

= BEntretien des b3: it

struction de nouw
est prise en ch=
avec particip..t:
5. .

T S



RAPPORTS

LPPROVI-
SI0~NE-

JENTS

SUPERVI-
SION AD-
HMINISTR:.--
TIVE

SUPERVI-
SION
MEDICALE

ZOHE_DE_SANTE RURALE
BC &tablit annuellement rapport
s, ather’ sant znsemble activicds
ISP approuve de ges-
tion, envoyé au CNSBE par le ca-

nal Fee =272 \nln o

ar Couscil

cus-rigienal et~

du médecin iuspecteur rigional.

r gesticnnaire en-
s semestriclles ouy
s 2u DCIIP,selon les
‘¢ disponitles.

-Fersonnel ~dministratif supervise
wzisuelleent comptabilitd de
chacie $28%

-Service des ¥in

aCCion SU13ErV
ment acrmesnbil

~

ances de la Sous-
rvice trimestrielle-
ilTitd de 1la ZSR.
Prrsonucl administratif visite
mensus ' lement chaque SZSR et
trirestriellizrent chaqua CEBEC,
en companie du chef de la SZSR.
Les ri3decins organisent régulid-
rerent les cours de recyclage ot
«e parfrcticunement pour le per-

sonnel pararédical de la ZSR.

SZSR regoit mensuellunent rapports
du CEBEC

SZSR envole trimestriellement au
BC de la 2ZSR :

- rapports des-CEBEC

- rapports démographiqucs

-~ propre rapport

Chef de la SZSR envoie r3quisi-
tion trlnestrlellc, sauf urgence,
au BC de la ZSR.

Chef de la SZSR supervise mensuel-
lement administration et finances
des CEBEC

Chef de la SZSR supervise mensucl-
lement activitds médicales ot dé-
velcppement de chaque CEBEC,
les 3 mois chaque village.
L'infirmier dipldm& responsable

du Centre de Santd supervise le
personnel auxiliazire du Centre de
Santé.

Le Chef de la SZSR organise semes-
tricillement une ren.ontre des in-
firmiers auxiliaires du CEBEC.

Infirmier du CEBEC
‘quisition mensuelle »u Cc

.mants de la SZSR, 1'

et tous

LOCALITE

- Infirmier du CEBEL . | |:

occasion de ses vis -
diques les rapports .
expédia mensuellenm A,
3 la SZSR, tient & .. ..
des responsables de ia su.
vision un cahier dans lo-
consjgne ses activitis j.
liéres, problémes et “iff
tés.

-t

anv:ii.

wods
Cquip
directement de la ZSR,fou
mensuellement les mé?.can
aux animateurs et ar-.- o

de Santé; recoit les

Infirmier du CEREC - -
mensuellement actix
auxiliaires, du per
ministratif subalters
animateurs et animat .
Infirmier auxihiail: X
supervise mensuclle: :
animatears et animar: .=
les villages.

72
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a, 1 communautd de Busc w'a pas wl Mronccaunis Ul e Jersooael! san. i, Lres
comne aux &échelons supéricurs. Ce n'est pas une unité administrative du
point de vue de la santé, mais un graupe social qui a choisi ccrtain: de
scs membres pour devenir des animateurs de santé et des animatrices e PMI,
en son sein, et prendre la responsabilité de la promotion de 11 sant. au
village. ;

o)

b. Pour que leur action ne soit pas isolée mais constamment intégrée dais le
développement communautaire, il est nécessaire qu'ils fassent partic tous
les deux, du Comité de développement de la communauté villageoise.

c+ Tous les membris' du Comité de Développement (sauf le secrétaire-comptable,
¢ventuellement) doivent &tre originaires du village et y résider. Le travail
des membres du Comité est strictement bénévole. Cependant, on peut acmettre
que 1'animateur de santd et l'animatrice de PMI soient dédommagés pcur le
temps qu'ils consacrent au service de la population. Cette indemmité, qui ne
devrait pas apparaitre comme un salaire, serait prélevée sur les ressources
du Comité de développement, selon un baréme fixé par lui.

2ICET. es de choix des animateurs

I
-;----_E,P_E-E__-__-__--__ 1L
|

a. L'animatrice de PMI doit :

= @tre une femme influente daps le domaine "des femmes et des naissauces';

: = avoir un ou plusieurs enfants;
= avoir des capacités d'animatrice (traits de personnalitd,antécédents);
- rfsider en permancnce dans le village;
- @tre proposée par 1'ensemble des femmes du village et choisis par 1'infir-
- mier-chef de la SZSR, aprés approbation de 1'infirmier titulaire du CEBEC;
= avoir suivi avec succés la formation qui sera dispensée au Centre d :
| Santé de la SZSR.
Il p'est pas indid@n§able qu'elle sache lire et écrire.

b, L'abimatcur de santé Joit™:

= ayoir des cdpacitts d'animatecur; ’

- 8tre capable de communiquer efficacement dans son milieu, sans 8tre auto-
ritaire;

= 8fre originaire du village; )

= rksider en permanence dans lo village et ne pas avoir de motifs app rents
de le quitter dans un délai proche; A

= savoir calculer, live ¢t Cerire en langue vernaculaire;

= Ctre marié, et, de priférence, avoir un ou plusicurs enfants;

- @tre proposé par l'ensemble de 1a population (en m@me temps que d'a tres
candidats) et choisi par 1'infirmier-clief de la SZSR;

= avoir suivi avec succés la formation quiiscra dispensée au Centre di. Santé
de la SZSR.

. . - . .
3. Format i o_n d_e S.anlmateurs c t_.ani1imat THURCHCHES

La durie totale de la formation, qui aura lieu au Centre de Santé de 1a SZSR,
sera de un @ deux mois. En fait il s'agit de plusiecurs stages d'unc durde va-
riant entre deux et sept jours, entfeoupés d'interruptions de plusieurs jours,
pour tenir compte du carfctére bénévole de 1'animation et des autres taches
qui incombent dans leur village aux stagiaires. Une session de reprise, Je
courte durée, pour les animateurs déja formés, aura lieu une fois par an, au
Centre de Santé. '
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= WL LTI SanitaZre CUonutty anhs e
= uducation nutritionnelle intensive aux mére. gui ont des enfants mal

nourris;

= consultations prénakales et préscolaires;

= assurer la chimioprophylaxie de la malaria ct certaius traitements dc
longue durée aux enfants d'dge préncolaire et aux lemmes enceintes;

- assister aux accouchements normaux et convaingre fcs fermes & risque de
dystocie d'accoucher a 1'endroit indiqué lors de la derniére consult. cion
prénatale;

= S0ins aux nouveaux-nes;

- assainissement. . i

b. L'animateur de santl est chargé d'appuyer l'animatrice de PMI dans ses ac—
tivités d'Gducation sanitaire et nutritionnclle. Des taches de médecin cu=
ratiye ne pourront lui 8tre confides que progressivement. L'introducticn
soudaine de la "médecine aux pieds nus' préseate trop de dangers dans un
milieu déja fortement prédisposé 3 la médecine curative, ce qui ne va nas
sans de nombreux abus, comme la pratique générale des injections, médi:a-
menteuses ou pas, par des amateurs trés souvent vénaux et toujours irrcs-
ponsables. Il serait pourtant trés utile que 1'animateur de santé soit pro=
gressivement mis en mesure de remplir les tAches curatives suivantes :

= soins d'urgence en cas d'accjdent; -

= qu+1ques actes médicaux simples, afin de soigner quelques maladies ccu-

rantes et sans gravité, mais en se conformant strictement aux instruccions
du'superviseur; .

- assurer les soins aux malades chroniques référés par le CEBEC ou les :trai-

ter directement, selon les instructions recues du CEBEC;

- coptribuer 3 la détection rapide des maladies contagieuses graves;

- contribuer a 1'évacuation d'urgence des personnes atteintes d'une majadie

grave et aigue.
i

SsoAdministration =

a. La supervision des armimateurs et des’animatrices est assuréo par l'infi ‘mier
auxilaire du CEBEC qui visite chaque village au moins une fois par moi:

b. Leur approvisionnement cst assuré par le CEBEC,une fcis par mois;

c. Les recettes financiéres proviennent des soins que donne l'animateur, : ins
payabtles en fonction d'un tarif &tabli par la ZSR. A titre d'exemple:
= 3 K. pour le traitcment d'un enfant d'Age préscolaire;
= 10 K. pour le traitement d'un enfant d'Age scolaire;
= 15 K. pour le traitement d'un adilte (ponctuels ou de plusicurs jours ;
= 50 K. pour un accouchement & domicile, assisté par 1'animatricc de PM .
Ces recettes sont gardées par le secrétaire-comptable du Comité& du Déve ap=
pement. Les dépenses sont décidées par le Cqmité de développement et de ti-
nées a des activités telles que 1'achat de ciment pour aménager une sou ce
ou construire des latrines communes, etc. Ufe somme est versée au CEBEC afin
de renouveler la ptovision de médicaments de la boite de secours.

d. Les rapports des Comités de développement des villages sont recueillis ar
1'infirmier du CEBEC A 1'occasion de ses visites périodiques. L'animite: r
doit avoir un eahier ot il consigne :

- la composition familiale de chaque ménage du village;
= les naissances et lecs décés, 1'Age des décédés et la cause probable d:
décés,
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curatives. Si l'animatrice de PMI est illectrée ou si elle a des difficul-
tés pour écrire, l'animateur de santé l'aidera 3 cnregiscrer ses act ivités,

6. Equipeme n_t

SDule o sed acfivilies

L'animateur ne dispose pas d'un dispensaire. I fait les petits soins c oz
lui, 3 la maison. De la méme fagon, 1'animatrice ne dispose pas d'une miter=

nité.

Elle fait les accouchements & domicile des parturientes ou bien 13 ou 1 'on

a coutume de les faire.

L'animateur doit disposer d'une petite boite de secours, dont le conten :

varie suivant les conditions localcs. C'est le médecin~chef de la ZSR qii

décide a cet égard.
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and Weitare of the Republic of Zalre

f Revolutionary Decision

By creating the National Council for He&lth'and viéglfare, the Zaire

has become the fore-runner of countries planning policies fo
national integrated, health and welfare programs. The revolu ionary
decision to create the National Council is in response to th ideal

of humanism so often ecvoked by the President of the Republic

Until now, the political and administrative hcalth care deliv r7

structures in Zaire were the heritage of a western system, W ich,

in spite of its undeniably good intentions, had only managed te
providé costly curative health carc for the priviledged minc ity

of the population. As a true Father of his Natin, the Presi ‘ont of

the Republic has alwsys been very concerned with the improvc.ent of
the quqlity of life of his peaple, and the creatin of the Na.ional

Council for Hcalth and Welfare is yet another proof of his ¢ 'ncern.

Preventeble Diseascs

2.1

~h

A’pathogcnic cnvironment and a weakened population
The struggle of the.man in a developing tropical county v like

! .
7aire is that of a deprived and weakened man against @ patho-

genic cnvironment. The outcome of his struggle 1is eit] 2r

hcalth and well-being, or sickncss and dcath.

7¢4 of the morbidity in Zaire is coused by 10 discases - all
of which could ¢ prevented. The high incidence of diseasc is
due te the agressions end the inadequacies of the environmont

and to man's lack of resistence. <

The environment is characterized by inadequate inf{rastructurcs
fer health and sanitation, the lack of water for drinking and
washing, and thu presence of specific disceses, such as
malaria, tuberculosis, measles, venereal diseases, sleeping
sickness, parasitic discases, bilharzia, leprosy, goiter; and

and extremely high incidence of road accidents.
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ipnorancce of the ways of fighting discase, and the poverty,

the abscence,0f his econowic rescources,

Malnutrition increases susceptability to disease. Diseasc
brings on loss of productivity, weakness and more malnutriti v
Insufficient nutrition is o major indirect cause of death,
perticularly in‘the most vulnerable segment of society - the

under-five children and their methers.

2,2 The nultiple effects of discase cn the development. of Zalre

The effects of a high morbidity rate are synergistic and far-

reaching :

- the rate of infant mcrtality rompins at over 15C per thcusar

~ . . A . .
and is subject tc¢ sudden and vieclent variaticns.,
1}

- a largce prepoertion of babies are born prematurely - resultiy
most probably in a permanent lessening of their cerebral

capacities. ‘s -
L

- cpratiVQ medicnl services are swamped with patients whote
iﬂlnesses cculd be prevented, and the cost of their treat-
ment wcighs heavily on the Health bud; :t. The demand for
nzw and more expensive hespitals is cver-increasing, and
satisfying this demand delays preventive mecasures which are

vastly mcre efficient and less costly.

- the pacec f economic development is slowed down due te the
1w productivity of the labor force, absenteeism and pre-
mature death.

: . . o
- Schocl cducaticon is adversely affected : the ability to
L 4
lzarn, to imdgine, to seek and to invent is impaired.
. - tnc tcurism petential of the country can be undermincd if

tourists: fear contracting an exotic discase.

Constraints hindering the improvement of the health situatin cof

Zalirian people

The Natimnal Council is fully aware of the fact that it will not
he encugh te dovelep realistic programs and te put them inte pr: -

o e Pive bbby st e o0 v Y e, oy o bratal:



$.1

3.2

3o b

Z

JLouXploebive poruloavion cooowtin ooy L. Jia feD 21 Tl

present time. .t may well increase t: 3% during the next ton
years., Hea"ch planning must not only »cmedy the defficiencies
accumulatea during so many years, but aelse follow the peopul -

ticn growth, before being able to antiaipate it.

An acceleraticn of urban develeopment @ which is already hig.

(30% cof the pcpulaticn live in towns) and perticularly fast
growing (6 to 11% per year according to the town). In the
future, this urban devulopment can only increase. The health
problems ¢f rural populations are impcrted intc the urban
centers where they take on new dimensicns because of a high
concentration of the pepulation in the pocorer areas. This
cemplicates the planning, financing and ccordinatien of he~lth

care delivery systems angl sanitatiocn programs.
| .

Managcment : The organism which, by law, was responsible fco

cocrdinating all health ond welfarce organizatiens in Zaire,
has, until the revecluticnary deeision tc create the NCHW, ! zen
the worst equipped for doing so.  In fact, huge }unctinal - nd
geegraphic scetors had for years cscaped the centrol «f the
Ministry of Heal%h. Since no other health organization in
Zoire had the pcwer or tae méans to be o substitute f-r the
Ministry, Bealth plﬁnning has noever got beyend the stage !
generalized statements. Morecver, the health centers in the
ptblic secter arce very badly managed. Wastage, loss thrcurth
ccrelessness, and particularly theft are widespread. The ,11cbnl
ard unit cost-effcctiveness of health measures are gencrally
urknown, as is the structure of hcalth expenditures. This
situaticn will be radically changce by the National Council.

L4

Henlth pcrsonﬁel : In spite of the referm propesed in 1971,

medical and paramedical education is still rigic and unsuited

te the needs in this country. The present system produces
mediocre docters and practicallv unqualified nurses end
auxilieries. Training has always been criented towards
curative medicine and is essentially thecrectical. Self-~
improvement and refresher courses arc practically unheard of
for paramedical pcrsonncl. The number of doctors is way cut

o propoertion with the nunber of nurses and auxili arics.
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the public sectrr are 2 or 3 timus lower than those in the
private scctor. The besc¢ trained and t..2 moest competent
therefore chucse tce work for private orgaﬁlﬂatxns. In the
public scct(r, inadequate salaries make way for venality

and corrupticn.

Lack of data : A tru¢ demographic census of the populaticn ¢

7aire does not cxist. The cstimaticn «f most studies varies
0n51ocrab1y according to their scurcc. Mcrbidify statictic:
are so plecc-meal and inaccurate that they tcc must be con-
sicdered incxistant. Statistics on hospital cquipment are nci
Kept up to date, and therefore show neither the true health
potential of Zaire, nor the problems of infrastructure.
Medical census have becen garried cut here and therc, but thelir
results cannct be generalized for the nation as a whole. As
a result, hcalth planning has bheen ccmmitted te a steadily
wp?sening situaticn, which the NCHW will remedy as snon as
possible. © s -
i
Lecation of health confcrs . It is ecstimatcd that 80% of the

rurdl p(ﬁulatlrn of Zaire have no access to a dispensary or
h?ulxtal This is due 3ist as much to ‘istance as to lack < f

-~

transpcrt. As for these pecple who manage to reach @ mecic. 1
center, they find them all toc often withcut qualified stafl
nr medical supplics. The absence of cecrdinatin between th
public and private scctors (missicns and industry) makes th
patient's situation even worsc. The NCHWwill restore the
vital unity between all sectors ~f health action.

| J
Ignerance of the scpulation - the gauscs of most disecases arc

unkncwn to the pepulation, particularly those which are trans

mitted by water and faecal contamination. The same ignorance

is rife where nutrition is concerned.
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The Principle Goals of the National Council for Health and Wolfiore

4.1

Better health is a humanistic goal : Although it contributcs

to increased‘productivity, better health should not just bc
considered a means to this end. It is a legitimate goal ir
its own right - on the same level as a higher standard of
educaticn or a morc profitable explcitation of natural
resources. The price to pay for better health:-is a less
advanced develcpment of other possible projects.

Tc ensure the best use of budgets for health and well-beinj,

~the National Council will

- establish a national policy for the development ¢f stand.rd-
ized systems for hcalth care delivery and for medical an

paramecdical educaticn.
L]

.=i achicve, through strict planning and management techniqucs,

the maximum benefits pcssible from Government ~funds available
by always favoring the most efficient, most prcductive and

' least costly sclutions.

L}
= ’

The priority groeup of mothers and children

Ih a situaticn of éxplosive populaticn growth, health planring
must include not only the large numbers of the living, wh' hev.
been neglected for so long, but also the ever-increasing nimbe:
of children yet to be born. Health planning must therefore boe
cirected at 5 groups : (1) pregnant womenj; (2) children und.r
school age and their mothers, who®are often also pregnant;

(3) children of school age and adelescents; (M) productive
adults; (5) old pecple. It is out of the questicn to excluce
any onec of these groups frcm health planning. tHowever, wi - h a
better quality of life and general well-being as a primary
goal, priority must be given tc¢ unbcrn habies, pre-schonl 'ge
children, and their mothers. Fcr them, as for all the cth r
nopulation groups, the National Ccuncil will takc thc necessarv
action tc lcwer the incidence of disease = especially those
diseases which are kncwn tc be preventable and which are res-

o ible Foe P59 of nerbitity.
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The policy of a better quality of life clearly shews the
choice made by the National Ccuncil fcr Health and Welfarc
in favor of : preventive medicine, asprogram of desirable
births, and systems fcr water supply and sewage dispnsal fir

all towns and villages in Zalre.

Curative medicine will n«t be igncered, if only because without
it no preventive action will ever be accepted by the people.
However, it will take second place tc prevention. It will be
regarded as an auxiliary discipline of preventive medicine =
something to turn to when preventive measurcs are proved
insufficient. This means that each time the Naticnal Council
is faced with a health problem, they will give priority tc
preventive solutions. ft is only if these sclutions are nct
p#oved cest-efficient, that hospital curative medicine will be

consicered.

Priority care fcr communities

Increasing urbar development in Zaire means that big .-wns

will get more and more over-growded. The health situaticn in
rﬁral.areas is also-very serious. Therefcre, the Naticnal
Council plans tc daevelop and finance health actions both for
urban centers and rural arecas. There is alwhys a danger that
big towns mobilize the majority of the available financial
resources and health personnel to the disadvantage of smaller
rural areas, who have difficulty in making known their des-
perate situation and priority nceds. To aveid this risk, which
would upset its planning and defe%} its natimal pclicy, the
National Council has decided that in the big urban centers of
Zaire, preventive mcasures will have priority over curative
medicine. Tais means that no new hespitals will be built nless
they meet a rcal and long recognized neec. It also means 1hat
beth in towns and rural areas, public health activities anc
personnel will be where the need is greatest - amcngst the
pcpulation in the villages for rural communities and in the
poor areas for urban communities.
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The National Ceuncil for Health and Weltere rejects the con-
ceplt of the medical status-symbcl prcjects which lead to
acticns bciﬁg‘undertﬂkcn for reascns cf prestige for the bene-
fit of a priviledged minority. The big hospital complexes .
must in future justify their existance by implementing prc-
grains for community health, and for education of health per-

sonnel.,

Thus, the changes that the Naticnal Council pledges to bring
about in the areas of health and well-being are nct simple
rcforms. They constitute a revclutionary transformatin of
the whole health delivery system of Zaire - including the
restructuring of the existing systems cf mecical and para-

. . ’
medical education. A

L]
Training systems bascd ¢n community health care

In the rerspective of the humanistie philasophy cof the MPR,

the Naticnal Council for Health and Welfare ccnsiders that
every man is resgonsible for the fate of the community in

whic} he lives. ,There}c:c, the basic cc amunity, urban or
rﬂrnl; becomes the starting pocint for all health and sanita-
ticn activities, instead of being the last in line as -t
rresent.  The pillar of the new health persanel system is tte2
community health promoter. The entire system of health
training must Le transformed and restructured to produce hee Lth
perscnnel able to meet the needs of the cemmunities, be they

rural villages, or urban pocer secticns.,
]

Health training will start within< the community with the
community health promoter, chosen by the members of the com
munity themselves, and will work up through the grades of
community ‘health nurses, community welfare officers, and cori-
munity health “nctors, te health personnel in the.big

referral hospitals and teaching complexes.

Since the success of the new health care dclivery system
depends en heal ik personnel . the restructuring of medical a'.d
Lanvanotieal ofuee tien will ho o of the first transfo rmati ns
(7% 1 1'-,1;“. Lo b vty -
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In Aall its health activities, sanitaticr. programs and/ hcalth
personnel training systems, the Natiecnal Ccuncil wil strive
te maximize' bencfits for the ccmmunities And to minimize unit
and global ccsts, It will recommend the naticnal use cf
standard treatments, using a limited number of drugs which
can be mass rocucced in Zaire itself. The National Council
will impose the simrlest and mest cost- -~effective sanitaticn
and water-supply systems, which can be rapidly develcped to
benefit the majerity of the populaticn. Health training will
b¢ carried cut amengst the health consumers themselves =

within the communities.

Pricing ¢f health services

v
L}

The Naticnal Council will develop a system of pricing curative
health services, which, while providing extra funds f.or prc-

veiitive measurcs, will direct the majority of hecalth consuners
fﬁ cutpatient care. The cost of .a visit to a cnymunity-based
hcalth promoter should be leower than the cost of a visit tc a
dispensary; this in turn should be less than the coust of a
Vlull te a.medigal ccnte;. Finally, the cest of inpatient
hrsp11u¢ treatment should be several times highcr than out-
1@T1Lnt trecatment. . A scale of charges will be fixed wheroly
the poor and underprivilecged segments of scciety pay miniral
charges, while the salaried and priviledged sectors jay tho
cost-price of the care they receive, sC helping to finance

care piven to the less fortunate.

N ]
C: mmunity invelvement in programs for better health and
! ¢ =

living cenditicns

The National Council for Health and Welfare respects the
wisdom, good sense and dignity cf the Zairois people. It

will always take into consideraticn the pecple's ability to
develop their cwn community programs. Its work is to stimulat
encourage anc. back up the community's initiatives for improving

tneir own heealth and living conditions.
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fina. cing and sclf-help . aber, to the inprcvement of their

own situaticn: house-hold and community sanitatim, village
water supply systems. This involvement will increase the
cemmunity's responsibility towards their own collective cquip-
ments and will facilitate maintenance and replacement. To
cnable financial paerticipaticn, the National Council will
favorize health and'sanitation activities which are. closely
integrated in agricultural and artisanal projects. Priority
will be given to fcod producticn and livestock breecding,

which will net cnly bring in extra money to the community, but
will also supplement the nutritional value of their food

through incrcased calories and prcteins.

Once the community masters its own resources, it will begin
Ad |
: to consider better health as a benefit which it has worked to

obtain ancd which is worth ccnserving.

4.10 Health promoticn is a national and integratec activity
: LG

The well-being of the populaticn of Zaire does not only dencid
on the improvemeht ¢f, their health and sanitatin systems. It
i§ very closely -ccncditioned by a number of factors, such as
hdusipg, collective® equipment, sccial centers, the promotion
of Zairian women, atlult literacy, hclp for the physically
héndicapped and the fight against poverty. All of thuse
factcrs will be ccvered in naticnal programs to be developc ]
by the National Council for Health and Welfare.

Througk the revocluticnary pclicies of the Naticnal Ccuncil for
Health and Welfare, founded on the ideal of community humanism
taught by the President of the Republic, Zaire will become one cf
the lecding countries, whether developing or industrialized, in
planning integrated programs for the well-being of its populatica.

The Naticnal Ccuncil for Health and Welfare consicders that health
promotion from within the community is the best way to significantly
improve the health situaticon of the majority of the population. The
Congeil Exécutif and the National Council commit themselves to this
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Project Title & Number:

HEALTH SYSTEMS

PROJ ECT DESIGN SUKMARY
LOGICAL FRAMEWORK

DEVELOPMENT
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Lite of Froject:

From FY L_'o FY___U
Tota! U 5. Funding
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NARRATIVE SUMMARY

OBJECTIVELY VERIFIABLE INDICATORS

MEANS OF VERIFICATION

IMPCRTANT ASSUMPTION:

7+ 3r0m or Sector Goal: The broader objective to

w= zh this project contributes:
Establishment of an integrated
~national health delivery system.

Mecsures of Goal Achievement:

1. increased access by Zair-
ians throuch Zaire to health
services.

2. Reduction in mortality
and morhidity rates.

3. Desired Births program
beirg i1mplemented (This
project will prepare basis
for a farily hcalth services
program, which in turn, will
advance this goal).

1. Review of pnumber of people
receiving health services.

2, Evaluation of statistics com-
piled by the NHC and other health
organizations.

3. Periodic on-site evaluations
of services by GO0Z, USAID and
outside consultants,

Assumptions for ochieving goct 1g qets.

N, A stable pcliticel situationm, i
P, Continued GOZ cormmlitment to
heelth services decvelcrment,

3. Increased rmenagecent capabili-
ities mnd Improved systems focused
o ectual delivery of health
services to general population.

Fro,ect Purpose:
Strengthening of GOZ institutional

capacity to deliver health services,.

Condstions thot will indizote purpose has been
achieved: End of project stotus.

1, NEC structure capable of
formulating and delivering in-
proved health services country-
wide.

2. Trained Zeirian staff vork-
ing on warious aspects of health
delivery.

3, Initiation of femiliy &
lbrogren through initial he
zones.

ealth
alth

1.
Health Council.

2. Joint AID/GOZ evaluatiors.
3. wvevelopment plans of the
National Eealth Council.

Annual reportga of the Natiqnal

.
Assumptions for achieving purpose:

1. GOZ supports KHC plans for aysl
tems improverent plus development
of Health Zones.

Timely GOZ authorization of
lndequate budgets.

3. Interested individuels and
communities support the estab-

lishzent and operaticn of ser-
hri

-~
A

-
ces.

Outputs:) Plans for improving
a. Organization and administration;
b. personnel system; c. vital stat-
istics reporting d. logistics/mainten-
ance system; e. Supply mgmt system; f.
delivery of ferily health services
through the ifenlth Tones.
2. Trained stu:f integrated into nev
reelth edministration.
3. Centers in initiwl Zones
supplied and equipped,

adequetely
and serving es

Magnitude of Outputs:

198 Each proposed system im-
mrovement will have a specifle
written plan ready for imple-
Fentation.

L. Each systen improverent
be the responsibility of a
Epeciffc_lly designated GOZ
health official.

5. Each such official will have
Etnitieted authorized inmprove-

vill

1. Joint AID/GOZ assessment anad
evaluation of the project quart-
erly, annually and at its comp-
letion in CY 1978.

2. USAID records on participants.
3. Reports from the National
ttealth Council.

L. Reviev of draft plans.

n
mroceed with
development.
. The INHC provides the expected
feedership and direction for new
system.

3. The NHC uses ccnsultants for
Hts progrem and will essign train-
ed Zeirians to epproved starf
positions.

Assumptions for achieving outputs
. Phe G0z supports NHC plen to
health structure

zcdels fcor repiication. rents.

~zuts: AIB |~zlementation Targat (Type ond Quantity) Assumptions for providing inputs:
1. Techn:ic.u. nervices: Project Mana- FYTO FY 77 Total Review of AID project documente il -.uitatle consultants can be
ger in health ndrinistraticn; ST con- $000 (=m) %000 (mm) ation and perfgrmﬂnce~ geviev ocated Bn? assigned expeditiously
sultent cervices, 7. Training: one year A 30 { 6) 90 (18) 120{2k) of GOZ/NHC budgets séarfin roper training programs cau Ooe
in PE rlanning ARG buiaw J7 cvwasiicg ¢s (13) Jha 29y mmE e anu . g ’ &, rovided; proper commodities

: i CApCiiae mus L= ] i
ccurzes. 3. Ccrrmodities and equipment & Frive <usn needed.
in suprert ot renapcrment plans end the R 13 (12) Lo (36) 53{L8) OZ-gffectlve coun?erparts can be
£i Yealth Cones. 4., Inflation 7 (6) 10 { 9) 17(15) rovided for adcinistration;
- L ac P 515 uitsble cendidates can be located
fad cunterrurts, tdministraetive suppecrt 'ﬁF.-; LS s Cor treinings,

ting expenses of 2 zones 150 525 675 [

BE-S-5] . FY 76-115 5 CY T7 325
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1. PROIECT APPROCVAL

Setrisalon of TP to AID/W —

AfFroval of F¥ -—_— N

Fee,araticn 2- 1 € :ring cf Pre. Ag. —_—

“elelr HE ct Curtractor
Eost
leitiation of Pro,ect

2. TAC CTAL O rueT SLFUICES

Arrival in :fe of Project Mansger
Celi-eaze vorx flan
Bise.tre Lata Sevele
Cers ltants Aer:
fuzm:itted in Kuy Health Aress

Fevieerl, rocdificd, Acproved by KBC
L-re..f~ert €f Easic Farily Health Service Plan
Sgecific Hexleh Zzne Flan Adopted ty NBC

Staff felecticn,iesignaticn Indica<sd in Plans

ent for Evaluatiom

Participant Trainine Plan Celineated
TY 7% sarticipart el -1
C-& lcry-Ters Participant Departs
Tt 77 Par*icipasts Sclected

S8 Tern Triir.zj Eegi-s

1ty Tewurs
ticicants Depart
Adllticnal Short-Term Traioing Sfstablished
Firal Perticigarts Return

-
Pirse Cormodities Ordered

Pirat Coorcdities Arrive

Corzudaty Man «%t Plans Developed
Fizat FY 77 Ccrzod:ties Crdered

ry crredities drcive

fezcail FY 77 Cor.caities Ordersd
Tiral Cermclities Arrive

5. POIL4-THEOUSR COXMITWINTS AND FVALOATION

CGLI/HKC Establith fudget
FY 77 Lew Prc. Ag.
Tirst FAR Prepared and Subritted
!C Catanlisk CY 79 2udjet
latlcn and Signing PY 17 Pro. A
secial Lualuation
Seccnd PAR Prepared and Suteicted
AlZ Pinarced Project Marager Daparts tairs
Third PAR Prepsred and Sutritted
Prugress Repacts

§. FINANCTIAL PLAN_ (S 000) n -

Tectnictans ° no.
Long-Tern »
Short-Term (17 s
Irairing i
long-Tern 13
Shore-Term 7
Corxcdities T i11
Inflaticn . -
ToTAL 130 13
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