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B. 	RECOMMENDATION
 

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 ass;stance
 
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 lealth 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 achieve its goal, this project will seek to link the
 
several health sector projects currently being developed and
 
implemented through USAID/Zaire assistance. 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 end communication systems.
 

7. 	 Manpower development. 

The technical assistance 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
 

- health data
 

- health education and communications
 

- logistics, supply, and maintenance
 

- health facilities design and construction
 

- pharmaceutical production and supply management
 

- manpower development
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The AID-financed Project Manager assigned to the National
 
Health Council (NHC) will himself be expert in public health
 
administration and will help the NHC orchestrate and coordi­
nate consultant inputs.
 

The 	end-of-project statos 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 deliieated for the NHC's new organiza­
tional structure, its perso.inel, statistics, logistics,
 
maintenance and supply systms.
 

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 seriices to a greater number of
 
people. 

2. 	Improve the quality and quantity of existing
 

services.
 

3. 	Lower the cost of mndical care to the patient.
 

4. 	Reduce the human an] 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 identification of problem areas in
 
management, and
 

- to structure management procedures for improving
 
the health care system.
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In addition, a plan for the development of a model integrated 
family health :are program will have been prepared. This will 
allow GOZ and USAID to move more expeditiously in the implemnenta­
tion through the GOZ Health Zones of the Basic Family Health 
Services project that is cur'rently under review in Kinshasa and 
Washington. 
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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.
 

AID experience in providing centrally funded short-term
 
consultants to the GOZ has been 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
 
extre:lely important in this preliminary stage of health 
devel ,pment.
 

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.
 

UWAID/Zaire believes thit 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.tly desired by the GOZ and strongly supported by the
 
Mission. Under these circuilstances, this project is ready for
 
implementation as soon as a Project Agreement is signed.
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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
 

Wel 1 - Be i ng
 

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"
 
a detailed outline of technical assistance
section presents 


that will be needed by the new Zairian health care structure.
 

In this context, the importa,'ce 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 Bas'Yc Family Health Services
 

project to commence in FY 1977. Issue:. raised concerning the
 

GOZ's proposed basic family health services program include:
 

I. Financial feasibility of new construction activities 
over a short period of time and the GOZ ability to maintain
 

is addressed in the
the 	AID-supported effort. This question 

"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 identified
 

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

new health centers. The identification of
grams, let alone 

the 	supply needs for the irtegrated family health program will
 

be one of the early outputs of this project. This will allow
 
plan [,ow they will finance and distribute
the GOZ and USAID to 

the bisic family health project becomes
supplies long before 


operational.
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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 1000, resuiting 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
 
some 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 geod 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 that 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 problems 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 general high maternal mortality
 
rate, indicates maternal-child health probleos of large pro­
portions.
 

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 FAO 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 nostr debilitating effects upon 
infants and children under five and pregnant women. The high
 
rate of premature births itnd 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 eivironmental sanitation and the
 
scar(ity of existing heall.h care facilities. The GOZ and AID
 
are iioving forward with tle approved Nutrition Planning 
Project (No. 660-055) whi h should make a significant contri­
bution to nutrition progrimming in Zaire. This project is 
beginning its implementat-onal phase in FY 1976. 
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d. Maternal-Child Health and Family Planning Service,,
 

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 Coordination
 
Fund) at the Mama Yemo Hospital (MYH1). Coverage under this
 
program has been expanded in a decenLralized fashion through

the AID-sponsored pilot MCH/FP project (No. 660-049) begun

in 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 dificult to assess. Contraceptives 
are available thr-ough 
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 ha-,

been officially recognized by the President of Zaire through

the creation of the Desired Births 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 closely 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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;'. The Concept of the Urban and Rural Health Zones 

he new system for delivering health services was devised
 
by tie National Health Council with the intent of integrating
 
curative and preventive medicine into the overall develop­
ment,il effort. Until now, health activities focused primarily
 
on curative medicine ir 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 be divided into sections called Health Zones (Urban and
 
Rural). 

In 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 letails of the organization and function of the rural he,,lth 
zone;. The report of this workshop, "Organization and Funct ons
 
of tie Rural 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 ,,il serve as a blueprint for the development of the urban
 
health zones.
 

[hese rural and urban zones would coincide as much as
 
possible with Zaire's existing 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 direr(ted
 
at four different groupin~is 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 function:.. Localities (5000 population, or
 
about 10 villages) will be served by nursing and auxilliary
 
personnel who will perfori prescribed duties for their inhabi­
tants in Community Welfare 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 effect, 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 Health 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 Jealth 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

one nurse to tie the Community Welfare Center to 


medical, administrative, and support personnel. 

b. In the Rural Health Sub-Zones, the Health Centers 

will be staffed by two nurses (one public health nurse and 
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
 

preschool children, and one
and consult with moth !is and 

handyman to oversee the buildings and grounds.
 

d. Each village or base community of 500 inhabitants
 

have a male and female village health worker to instruc.
will 

the residents individually on community health and sanitation
 
and the principles of desired births.
 

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


level.
 

Each Rural Health Zone is governed by a Managing Committe
 

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
 
by the end of 1979. It is planned that
or early 1977 and 25 


ultimately all of Zaire will be covered by the system of Rural
 

and Urban Hedlth Zones. This project will help the NHC pre­

pare plans and procedures for iqitiation 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. Although the health deliver/
 
extensive, Iairly well managed, and relatively
system was 


it particularly hard
effective in endemic disease control, was 

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 ;ystems. Native Zairian 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
 
The result was not only a serious health
health personnel. 


void, but also a total inability to replace or create new
 

services. Health planning and management were siJO­health 

larly affected due to the dearth of trained local manage.int
 

and health manpower.
 

Although the system's aevastation and the obvious need for
 
obvious in early post-independence
effective health programs was 


and economic crisis besetting
years, the continuous political 

in development
the new government took greater precedence 


national health inputs in physiciil, human,
priorities. All 

remained limited; the major responsibility
and financial terms 


health programs reverted to private groups, particularly
for 

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 heallh
 
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 afflictinj
 
the health sector. As early as 1969, the GOZ was aware of tie
 
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 7und.
 

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. Ir
 
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.
 

Vore 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 patient'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 
system for all physicians and 

licensing 
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
 

achieve through community and health development projects
to 

in selected rural and urban areas the following:
 

(1) The reduction in infant mortaility (0-12
 
to
months) from a level of more than 150 


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 live
 
births.
 

Despite these policy determinations, management capability
 
remained inadequate. Coordina­and organized support systems 

tion among health providers, public and private, had been r:n­
1974 	creation of the National Health Council
existent until the 


represents tle major potential for reorienting
This 	council 

health delivery system. One of the Council's
Zaire's national 


major priorities, as expressed in its manifesto, is the devel­

opment of adequate manageient policies and practices. Never­

theless, the country's evolving health system still lacks
 
through rural workers-­personnel of all types--f'om managers 


and adequate planning/orgunization 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 heallh
 
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 health
 
priorities and formulating and implementing programs in healti
 
care and manpower training. It also is responsible for !)re­
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
 
community 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 National Health Council
 
is the Minister of Health, that the Executive Vice President
 
of the Council is the Director General of FOMECO, and thit
 
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 operatinq aqencies.
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FOMECO (Fonds Medicil de Coordination) is the largest
 
public health care provider in Kinshasa. While the primary
 
goal is the research and development of an effective nation­
wide health care delive ium, its m, )r orientation to 
date has been urban c n ,ed. C, n,, i it ,,rates the 180( 
bed lama Yemo I usopiLa] in Ki,:hat; ld dL IN bed t.,al 
hospital at Bolobo, which has an auxiliary nurses' training 
school. FOM[ECO also operates two maternal/child health 
centers, the Inn, Li ut M dical Tropical l:hnratory, and a 
hospital ;hip. 

(ther hea l - srt'vic s are previd d b-v par7 -statal health 
organizations, utiversit- clinics. certain large industries, 
the military, mi:,sionary ,rout anl priva te nd voluntary 
heal th agencies. There -re rt , indigeno us practitioners 
(Guerisseurs) thrnt" how' i i ' diurban areas. 

,ignificant Pminn y On cu lnv u alth ;arp providers are 
the religious mission, ,i thlic and P'rotestant) which have 
been providing services i manv rural areas throughout the 
country. The t , ,' it tin mary facilities such as 
hospitals (95), ,o t iI di I:)t, , 8), general dispen­
saries (328), TB sanitoria (2), and leprosaria (10). Mission­
ary health activity ha, bra or ignifica nt factor in the 
provision of services t the rural population of Zaire. It 
is estimated that about 75 of all care tos been through this 
service mechani:wm in .he tiral ortr s. 0 major drawback of 
this system lias bean [hL i dt, t cu.- rdi nation among the 
missions themselves, ant ,i o between t: missions and govern­
ment sponsored or supportd efIforts. The first government 
poli wy paper put out PA UP ai, nl H lte hiCouncil had m jor 
input from several of the most effecLive mi<sions. From The 
admiqistrative point of view, tht problem of coordination is 
no 1 )nger pre un,.. 

d. WI 'owe r [p.Onit'( S 

there is a severe shot'tage&Of qualified medical, para­
medical and health management personnel in Zaire. This fact 
has afte(.led li: plannting atid imp, lemn mit ion of the current 
MCH/FP project . Although t re has been imprtovemnent during 
the past few years, particularly in the number of Zairian 
health personnel, coverago 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
 
Kinshasa. The rural areas have almost no physician-provided
 
health care. As of October 1972, there were approximate'y 811
 
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 traintig 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 health under the current AID­
assisted MCH/FP project. It also created a Department ol
 
Community Health at Mama Yemo Hospital which is developirg a
 
new public-health orientation to the delivery of urban health
 
care. The Minister of Health, who is a Professor of Pub:ic
 
Health as well as Director of the Council, recognizes that a 
cadre of Zairian 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 need 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 differeit
 
categories of health personnel. Significant numbers of )ersons
 
must be trained and retrained, and, equally important, tiey
 
must be stationed in areas where there is greatest need.
 

Belgian emphasis had been entirely on the training o" less
 
skilled health personnel. Since independence there has teen
 
an increase in medical training programs in Zaire. Howeer,
 
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 an i
 
the curricula. A team,composed of a Ph.D. in Nursing Eduicatii
 
(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 tis
 
problem.
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The National Health Council is also addressing itself to
 
revising nursing school training and especially to retraining
 
existing nurses, with the emphasis on community medicine.
 

The religious missi,-,; opear ta '' sch its UP trainiig of 
health manpower at one level or an.ther. All of the mis;ions' 
health facilities are staffed by more than 2000 health person­
nel, including abut 80 physicians. Additional training has 
occurred through FOMECO and it:; program at the Mama Yemo 
Hospital. Specific MCH FP Lro isty has occurred with sole 
AID-sponsored ass tann, 

Moreover ,ta ininq .; sist n: pl eoni, and managers i 
essential to efien:. va a gn it and uti iZaLion Of the above 
health manpoer ca Leqnr a-I. q i t,.hme.,nicians, persmnnel 
managers, invenor y ,.n i sec i a is ts , s ta .i stics/records 
managers, health coomi s. and maintenancen 1opisticq and 
expert; are o elt O n flat ujunl,. i S h. whai ired. 

f. Sour aan .1 a "; IP r acco. aM 

The NC recognizes tdt rel anne on the internationa 
market must be diminish d h / th local production of bas c 
pharmaceutical preparitin Fod accountady, imports for 90% 
of the total market. The remanini g 101 of pharmaceutica: 
supplies comen fr' U Ip r ik tio of 50 basic pharmac utical 
products which are dP t n the imporLation of raw miteria Is. 
The hard currency not ,in,i d for the imiportation of luxur. 
drugs can be bet or LIsL I , tort I n expanded in-count'yto 

)harmaceuLical i iutrv, Io , oqoin, ,ond plalning and idmin­
istration for -,,h o prna m in o p '.requisite. 

4 . [,,ii 

a'qad as republic und 

'resident Ko ut iq h "i a Ltt it can deal tLe
 

Zaire entei' bec dec'ade a now r
 
M h L) wit:h 

many heal :h cadr Prob lems heseL, tin. its people. The GOZ 
wants to tranilat e these aspirat. ions into plans and viable 

ILni.sprograms. Aliead' 1 paM jht are taking 
place in tie nation's healtht ca e da livtuy system . Primary 
among these is the restructuring of the organizational frame­
work for the government's new healIth system. The GOZ re:og­
nizes that it will requirec the help of outside expertise to 
assist it in its efforts to deal with tie country's heal h 
problems. Ti s project is d i;gied ro provide the G0Z w th 
a mechanism for obtaining such expertise in the areas of 
health manaqement and planninc. 
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B. DETAILED DESCRIPTION
 

The proposed project is aimed at achieving the GOZ' 
developmunL YUidt I , u,wL iied abuve , by assinting their h ?alth 
planners and program lraqvrs in adapting miodern organi :a­
tional and iuanagemenu techniques to authentic Zairian h alth 
and welfare concepts. This will ensure that the prograns 
meet the standards elaborated by Lile National Health Coincil. 

ihis prujecL iir .c iplated AID's Now Initi itively to 

Program (AIDIO C1lK A-. 13 d . u o . , 1973) the
her and 

Congressional ,andie, which; pi,''idc, hLit missions wovi,
 
with host governme ts in rdovylo ing p o luis to improve the
 
quality oF life . di c nin cs oi haI th and well-being
 
of the people.
 

The proje: ct in, J y e to link its withsid activities 
the efforts of the GO? ult i literil ale (ies, other bi lat­
eral agencien and .irib ther USAID/Zoire project activi ties 
in the health field. For .yan-ple, the proposed project
 
interlo ks with !0 , ,!, oue, n leni O ;ase Control which 
has been -,ibniLLed Lu ,I,. l[hat PCujct will Focus on 
assisting the GOZ's programs aimed at dealing with malaria
 
and other e ,demic lipa:,.
 

Another imiporLan link will oe to the proposed GOZ/USAID 
Basic Fa iL I lea n!Lhr' wh,ich is currently being 
designed (I'LP under rev i in ,ashin [on, November/December 
1975) . [his follow.- " Di-,ecL will seek to implement an 
important new initi live ol the ha tio al Health Council--the 
provision of iH egri ro ily heal hiAe ivices through 
health development zones. The Health Systems Development 
Project will make ,v.ilo l vnsuItaiL expertise to assist 
the GOZ in ,'c:luoilk d:Lilud plan i the early imple­
mentation of the mudc integraLed health progra . 

Tha v, u, i5 :.Ku 04.ig; d Li cumpl'ieme t the efforts 
of the Heal Org, Lion and Uni tedWorld Hi , (WHO) other 
Nations organizations in !heir efforts to assist the GCZ in 
the devel;pment of healti services Lhrioghout the couniry. 
It will do so by providing assistance in those areas oi
 
heal-h management whirh may not be available within the UN
 
activity structure for Zaire. For exanple, the WHO has a
 
large input into the Miedical School at the University of
 
Zaire and is providing l professors to assist that institu­
tion. The AID project would net duplicate any of these 
services, instead it would concern itself in other areas 
such as health manpower training of paranedical workers
 
there 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 development in Zaire is thus basic to this project. 
For their part, the ARD and UtN have stated that they 
would be willing to nlmiLt resources to Zaire for health in 
a multi-donor contex . fn prospect of such addiional 
commitments makes th, objectives of this management project 
that much more important. 

1. P r o rn _Go91
 

The project's program goal is to establish an integrated
 
national health delivery system under the aegis of the GOZ's
 
National Health Council (NH). The establishment of the NHC
 
was itself a first step in this direction, as it provides
 
for the overall coordination and monitoring of the various
 
Zairian orqans working in the health field.
 

The system t" be ;gtahlished is an integrated one, in
 
that it will link preventive with curative services in the
 
areas of family health and its MCH/FP components, together
 
witi general medical care, endemic disease control and
 
nutrition improvement throughout the country. The degree of
 
goal achievement will be measured by reviewing th, change in
 
people's access to health services, the amount of reduction
 
in mortality and morhidity rates, and the level of popular
 
acceptance of the government's desired births program.
 

It must be ciedr that this two-year project with its
 
relatively modest inputs will not, in and of itself, lead to
 
the accomplishment of thy program goal, but rather only to
 
its advancement as other projects pick up the talk and carry
 
it forward.
 

Certain basic assumptions must be made if the project 
purpose is ever to achieve the above program goal. A stable 
political situation ind contnued GOZ commitment to health 
services development are critical. In addition, it is 
assumed that the development of increased management capa­
bilities and improved systens 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 organiza­
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. Additionallv, 
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 replicatioi 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 delivevy. 
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 supporl 
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 an(
 
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 result
 
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; manpowet
 
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, whici, wh{
 
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. Tene 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 
family 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 projecL in that area. To ensure that the integral d 
family health services project gets under way as soon as 
possible, detailed plans 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 ultimatcly be structured. 

Indeed,it is anticipated that the Health Systems lOevelo)ment
 
Project could be the vehicle for the early implementation o7
 
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 model integrated health program in the
 
Health Zones. Commodities would then be made available
 
through this project to help initiate the model program, ar I 
test its replicability. Additional consultants could subse­
quently be called in to help the GOZ organize 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 ,ed
 
in the model program. In this way, the integrated family
 
health program could be started at an earlier date than had
 
been previously contemplated.
 

The above example demonstrates 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 flexibility in the use and
 
provision of ashistance
 

- maximum coordination of total AID health inputs 

- minimum duplication of efforts 
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For the project outputs to be achieved, it will be
 
necessary for the GOZ to support the NHC in its plan to 
proceed with health infrastructure development and manage­
ment improvements The NHC would itself provide the expected 
leadershi o and di reo ion forT Lhe effeL iv use of technical 
expertise afforded i. with :.iview tn developing an improved 
health delivery sysLew 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
 
ass istance on a short--term basis and which ones will require
 
longer workiij relationship and on-the-job training of 
pertinent 1-taff. The provision oi: additional long-tern 
management expertise may be requested of the donor comniuni y 
generally Conj o ntly it is ass;umed that the NHC wi 11 
assign juol ified airians to app roved staff r)ositions. Su( h 
officials will have received special or on-the-job trainin( 
for their new fun c' ins . A further assumption of the 
project is that ini:)uts and resources general ly be focused o,; 
national health systems planning and on making th,; initial 
Health Zones a success. The question of resource dissipa­
tion vs. overconcentration is one which top management will 
face as i t confronts the crhal lenge arid probler-s of creating 
model heal th zones whose repl ication will in fact be feasi­
ble. As such, this project will help develop the guideline; 
for the proposed iBasi c Family Health Project. 

4. Proje ct IJrnpuyts
 

a. AID
 

Technician Services
 

Up to 48 man-months of short-term consultation will be
 
made available t~o th.:: GOZ under this two-year project. 
These experts willI , drawn from pi blic arid private institu 
tions and organizations throughout the United States and 
other countries. Thuv%/ will he 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 i ndic i­
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 wll be made avail­

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

- Assisting the GhZ to idenitify o 1)ropr-iace areas
 
where consultant assistance igh l be useful.
 

- Assisting the GOZ to identify qualified experts
 
to perform the consul teint J,,Isigiments.
 

- Expedi ting th. necessary .,umc <ation . consultant 
agreements and K,"ave] arraO.efI(tS to obtain the 
experts' serv les. 

- Providing secret v-ial ,ind other suplport services 
to the c I:t m i's dar ing their stay in Zaire. 

- Coord ;'";)Ling h. specifIC input> into an overall
 
NHC program for nanagemen t systems improvement.
 

- Evaluatinj th- iresuIts of thie consultants' work
 
with the GOZ in order to ifisure that the needs
 
of the GOZ and the purposes of the project are
 
being fulfi led.
 

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 litcrease in cost. The 
AID-financed Project Manager would b, assiged to the NHC f(r 
the two-year life oi t1he pr,,r')Jc ,thus piroviding the requisite 
continuity necessar , to a,f niv proje c t o ut ) uts. 

.. e. i 0, fO Pro ec t T rainina1 ii I _ 

One of the c I i:i l ii,' . i the di.velopmI ent of any 
national publ ic health prograiri is functional, action­
oriented training. This is especially true for a project 
to improve the overal mana lement and delivery of heal th 
services. This said, there are two pitfalls to a program 
of participant training undertaken out of country:
 

(1) ThaL the training wi 1] be too academic in 
nature and little focused on the pragmLatic needs of Zaire. 

(2) That participants having been trained and
 
titled abroad wi 11 tend not to return to the specific jobs 
for which they are mlost 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 ,ent for more than
 
one year.
 

(2) His or her trainig will not be degree 
oriented, but rather speciolly design , at AID's and the 
GOZ's request, with the ellmphasis on the planning and 
implementation of public health programs. Fields of 
training will be in line wi tLe l-in!: of consultant 
expertise provided such as n a Lis Lics and racords , systems 
analysis, budgeting, Eupply managerient, and logistics. 

(3) All nources for the implementation of such 
functional training will ba investigaLed, whether in the 
U.S. or in some suitahle French-speaking country.
 

(4) In addition, a special emphasis will be
 

placed on short-- r courses for opera tional personnel.
 
Some of the monies programmed fur shorL-term training may
 
in fact prove best spent on the establishment of in-countr
 
workshops, drawing on expatriate and/or in-country trainin(
 
expertise.
 

(5) Candidates ior Mn ing will come directly 
from the GOZ Health Services (eilher of career standing or 
of new recruitment) and will return to specific functional 
slots for which budgets and facilities will have been 
provided. 

The specific training progrmin propuosed inder this project 
is laid out in Mhe Finalci al Plan secLion. Over the two­
year life of this project it provides 
training for each of 21 part icipanuts, 

a total of one year of 
and 15 man-months of 

short-term training. 

Cormodit Ty R t 

The commodity element of this project will 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 t) 
supply and resuppl, stock, l1 Li cs and Wn ntenance manace­
ment. This new sys e[m will need O unction both between 
the NHC and the nuw ,,nen, and amuig Lhe uinits of each Zone. 
At the same time, commodity funding will also be available 
for resolving ad hoc problems and bottlenecks that might be 
uncovered by project ionsuitant and th, NW' during their 
work on seci f pla for improved anagement systems. 

This projciL is Phase I (the design and test stage) of 
a three-phasWd Wle0 leveiopmmV program. Qv such, it is 
expected that the comodity el .m t will he expanded in 
Phase II, under the Pasic Family Health Services project. 

Communiction:;.asct of tecshni l sistance 

An integral part of :el ivering health care services is 
the communication aspect. A significant part of the Health 
Systems Development pr,jo,, therefore, will deal with this 
aspect, aid pruvisiah 4ili ba made For the availability of 
consultants in this area. 

The GOZ has stated that the main goal of radio, for
 
example, is to provide international and national news, to
 
entertain and to educdte. Likewise, tne main purpose of
 
the television netw.( , is to educaue the population. 

Publication 
' 

or oadcant: of informiation concerning 
health p will. Atur 'll')/, be channeled throughcare serv 
the Ministry of Heal th or iLational Hlcalth Council. It will 
be respons i for c and:l1 , ni"i q' pr lparation evaluation of 
health com t:ia" ii1 in ha major languages ofunim ,- :it 
Zaire. 

The na.tiona1 m ,di , whe .her in 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
 
pamphlets to be placed in health
 
facilities.
 

(2) Use of the naLi1onal Zaire rydio and 
television st aLions o broadcast 
public announceie ts. 

(3) 	 Use of newspapers to run advertisements. 

(4) 	 Use of the , hr :omn articles, such 
as calendar a i ings, to publicize 
governnental healt:h eKforts. 

Emphasis will he on viq ol K. hnch,tes and simplicity 
of the message. Print ed articles will be designed so that 
the individual ma. uO rsafnJ, vithout an educational 
instructor present. v.roadca.t will be kept simple in 
language and brief in content. 

b. GOZ 

The inputs piov i ed by the NationaI Heal th Council will 
in the first instance support the work of the project
 
consultants. These will entail both administrative supporl 
and the costs of Zairian counterparts as they are added by 
the NIIC to the staff of the new management structure. As 
such, it is expected that the GOZ budgetary input will ri ser 
appreciably in CY 19/7.
 

In a second .taje. also heavily weighed towards 1977, 
GOZ fundinj 'pui 0 5 ii JLe adinirative, operatii g 
and suppl v cots re uired fOr the proper functioning of th( 
initial Zonus to hp c.Labished and O v..eloped in execution 
of NIHC plani. lu .cposws or u i dgetary tabulation, it is 
assumed that this first phase project for the new health 
zone program will cover a minimum of two zones, one urban 
and one rural, at on average annual ca t to the GOZ of somf 
$100,fO per zone. 

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

A. TECHNICAL ANALYSIS AND ENVIRONMENTAL ASSESSMENT
 

1 . Techni cal Anal sis 

The management/organizaLional techniques to be used to

develop the health systems of 
Za ire are derived from modern
 
methods of health organization. Yet, they will draw on key

aspects of Zairian health probl.s and 
c pabilities to insur
 
that the system; developed is L o aolocal needs and,
ored 

therefore, impl ,mentab e.
 

GOZ h ahlth la, r,"q and iiistrators art heavily
involved in resLructuri g tie heaith sy's em ol their country
They recognize the n(ue for technical assistance to strength n 
the planning alld lanavp ent aspecus of that system. Thus, i 
is quite appropriate Lia W iLh n'anag.umen t systems and plan
ning expertise he made available 
to Zaire at this time. As
 
currently envih ioned, the cost of 
the proposed program is
 
well within the normal range for similar projects.
 

Regarding Lre LUchical assistvance component of Lhis 
project, AID experienc, in pr'oviding centrally funded, shortterm consul tan ts has .an very successful in the health fiel . 
There is every reason to believe that a formalization of the
 
process through 
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 mlore res ponsive to expected future GOZ requests,
which is extremely imprtanl in this preliminary stage of 
heal th d vel o,muit . 

Similar'ly, AIDol n, extensive experience in developing ani
 
iminplementing inLegratLud 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 countries. 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 1DC develo pmen t ef forts. Notable examples
of AID-assisted health projects are Narangwol (India), Danfa 
(Ghana) and the Child Health Clinic in Lagos/,Nigeria).
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2. Environmental Assessment
 

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

In terms of the ecological impact of the total project,
 
the potential for negative ervironm.lntal impc is possible,

since successful health prc romb demands for space
v increano 

and services as well as incre5( pivdu(1L. ivity on rural land 
and, therefore, the intunsiveness of cul tivation. With 
highly leachable soil, Zaire could face erosion problems as 
a primary effect of intensive (ul, ivati n. lowever, the GOZ 
is extremely senitive to the ecology, not only as a national 
asset, but aIso "n a Factor io the health of its people. A 

cy cd aglK' canproper soils po din I , ricultural education 
be expected Lo ,ff"ot th:se rovwn, ream n-gative impact,. GO 
awareness of the need for such policies was amply evident at 
a recent conference on ecology in Zaire.
 

PotaiU , Lti.. u d h :>2djwayn system are critica 
needs, and these problems are being addressed by the govern­
ment witi expert h&ellp P Lnt World Bank and other multi­
national organizations. Environmental sanitation improvement 
is one of the imporLant: feaLures of the Rural and Urbani Devel­
opment Ziones, 1i s rup sd project could make expertise in 
environimentIal , a i;t. tion avai l I to L e GOZ. 

3. Summar,. 
Lechnical go 

It utilizes a im lp(aba sir ig tf1orward approach to providing 
coordina.ed short-term technical assista-c? in a most expedi-

The vera deqitn f this project is reasonable. 

tious way. "i,: pprN i : the GO? to ha',e great flexibility in 
choosing the con u It. : : i,.Lance itL requires , and allows AID 
to be responsive in a timely manner. 

In cre lusinoh, U l,;ihZaire hlieve, that this project is 
technically feasible, K rea,.nabl/ priced, and is appropri­
ately designed. it will help USAI/Zaire demonstrate in a 
most efficient way that it is committed Lo supporting and 
advancing the GOZ's priorities in health care. 

http:coordina.ed
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B. FINANCIAL ANALYSIS AND PLAN
 

1. Financial Rate of Return/Viability
 

The proposed Ij t-findnned project is non-revenue 
producing. While iQ5 socik and health enaefits cannot be 
quantitatively stated in koetary terms, it is possible to 
assess the proposed budget. 

-,d 


A grant totalinj $67b,000 in proposed for the project 
and exteo& for a .eriod of to years AID's role consists 
of grant ui n oirocommoditi s, training programs, short­
term consul tants an one long-term technical advisor. 
Detaile d b r owN of the AM budge t are contained in the 
"Finant ial la " : i wtio, f this Project Paper. 

Whn U . 5I D rtIe in developing hea lth management 
systems i m lepic, tho &n? will be re-ponsible for 
maintaining and imipl.rcling the outputs of this program. 
Project costs tu be ahsorbed hy the GOZ include, but are 
not limited to: 

- Continuing Ld lning in administration, management 
and delivery. 

- Commodity supiort for health management, education, 
transport and media programs. 

- Salaries of Zairian counterparts and of any
 
retained Spe a1 i sts.
 

- (OperaL iiq ard resupply .vxpenses for the initial
 
Health M a;n. N h es;tablished.
 

Th'e GO! "il Ala to finance those components of the 
ongoing c t whin) rorlire domestic currency. While imported 
commodit , . I. ii ,o no antic ipated to be inordinated rr nt: 
after 108I, eve ae mi um uf foreign exchange demand may 
present a problem far Zcire, whose foreign exchange position 
has deteriorated in the past three years. Analysis of the 
GMZ's abiliity to as.ume import costs is Gatained in the 
"Economic Analysis" section of this Project Paper. 

One consideration affecting financial viability of the 
proje(:ct is the abi i ,i tihe GOZ to mandge theof funds 
involved in projecL tniancing, both currently arid at the 
termination of UISAI involvement. Some training funds in 
the project itself will be used to increase the management 
capacity of the GOZ to deal with i is problem. 



2. Recurrent Bud. et Analysis
 

Implementing agencies will, for the two-year duration of
 

their commitment, hear annual recurrent costs for their 
inputs. These c0 .s w.ill iniclujt 

- Commodi Lies necd.d kir syKus duvelopient in
 
various areas (e.g., data, records, education,
 
family health).
 

- Salaries For s rt- and lun.-ter;w consultants. 

- Training arou r,..i, for Zai ,diItn n yers, adminis­
tration M, hel sp,cciak .tq.
 

All of the ab.ove c tegories are an,-ually recurring costs. 
However, the Kjre nF the substnce or the categories may 
vary from ,,ear to .. ,, . F2- ins tance , the types of short­
term consul taut- node, in one y,.r mov di Ff r from thue 
needed in other year ,t tfhe total ostS OfCIonsutat s 
are an expense. Of particular interest are those costs whici 
must le a .. orn',d nn c uir hWis by the GO, at the Lermin ­

tion of the ,rujeLc . lh e costs will i nclud a: 

- Training pirogr am for all types of health planners 
and administrators 

- Family health onJ MCH/FP planning 

- Health education and education materials 

- Multi--media man, ialn for information programs 

sj- Transporl: s Lt 

- Facili d( siy.,n and construction expertise 

Fortnr .ly, ti' uijor a;rt of Lhese cos.ts can he met 
with domestic currency. l he GOZ, therefore. can maximize 
its available resourcrs and minimize any recurrent drain 
from this project on i ts hard curren_. pusiLion. 

The whole question of recurring costs for the effective 
operation ard resuppi', of centers in the various HealthL Zone; 
to be e~tablished wi be dealt with under this project as 
part of the planniui, or sna. m 1,v hea iLh del ivory syste,..a 
Of critical cancern will be the miodeli 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 budgetry 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 role.
 
of AID and the GOZ.
 

TABLE I 

SUMMARY COST ESTIMATE AND FINANCIAL PLAN 

( us Oo ) 

Source AID 0' i, Cr(UN.T P' PTHER(s )+
FX f I CX I X IC TOT/ 

Technicians 325 ­- -3 

Counterparts ­ - - 175 - - 175 

Tra i n inq 70 
 - - - - 70 

Commodities 235 
 - - - - 235 

Admi nistrative - - - 20 -- 20 
C( s I S 

Operating Costs - - 245 ­- - 245 
(2 zones) 

Inflation factor 45 
 - - - 45 

Total 675 440 
 1115
 



A. Technicians 


Lon g - Ter i 

Health Adminis­
trato r/Project 
Manager 


Short- Term 

(See Table II1 ) 


B. Trai ninq. 

Long_-Term 

Public HIealth 
Planning &
 
Adini i i s tra tion 
Short-Term 

C. Commodities 

D. Inflation 

Total 
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TABLE II
 

AID Inp uts
 
($000)
 

FY 1976 
T--r i-yn)-

95 (19) 

30 (6) 


65 (13) 


20 _I q 

13 (12) 
7 (6) 

35 ­

150 


FY 


230 


90 


140 


50 

40 
10 


200 

45 

525 


1977 

(mm)-
(46) 


(18) 


(28) 


(45) 

(36) 
(9) 

-

Total
 
$--T IT 
325 (5a
 

120 (24)
 

205 (4-1
 

70 6 tj_ 

53 (43) 
17 (15) 

235 

45
 

675
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The major components of the AID budget can be further
 
detailed.
 

The Project Manager is bo th an adminisLration/management 
specialist and administrator of the project. Under the direc­
tion of the NHC, his/her role is both as a GOZ planner/advisor 
and as a project manager for liaison between the GOZ and USAID. 
FY 1976 techn;cia" cs;L are ,s::,!,man suhl' - years since 
the period involves oni V SiX ni L.. 

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

TABLE III
 

Short-Term Consultants 
($ 000) 

Type FY 1976 FY 1977 Total
 
(mm) $ (OT Y- O $ 

Health Planning (2) 10 ( 2) 10 (4) 20 

Statistics/Med.
 
Records (2) 10 - - (2) 20
 

Systems Analysis (2) 10 (2) 10 (4) 20
 

Family Health - - ( 5) 25 (5) 25 

Lndemic 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/ 
Maintendtu e (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, ful fiIIs more than one 
speciality, the time for which he/she would be available would 
be a combination of the man-months of the cat[egories which he/ 
she fulfills. Vhe initial managetment syst ems development plan 
established by the NIC iii collaboration withl tie Project Manage' may 
provide for modification of the above schedule ot short-term ir )uts. 
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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:
 

I ABL.E IV 

GOZ ooUin tsnuo)-


CY 1976 CY 1977 Total
 

Counterparts 55 120 175
 

Administrative Costs 10 10 20
 

Operatlng 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_ 0pLi_on
 

Proposed AID funding is a majority portion of the resourcc3 
needed to develop a more efficient and effective health iianagc­
ment system in Zaire. 

As a pe ; cant ol the tota budget, the GOZ's contributions
 
represent a prticipation level of 39%. For FY 1976 this
 
commitment o the implementation of the project, especially
 
for the lea lthZone:, wii fornw part of the project agreement. 

Fir FY 1977, it represents a current estimate which will be 
refined Lhr"nuai the aq istance provided under this project. 

That Al P is, overall, the l .yer contributor to the 
project is advisable and justifiable due to its nature, i.e.,
 

training and planning for improved management systems. \ID's 
experience in Africa qual ifies the Agency for this major role
 
in assisting the GOZ to strengthen its planning and manajement
 
capabilities. Moreover, such an effort lends support to the
 
devel opmen t of an e f f i nion t and ef fecti ve Bas ic Fami ly Heal th 
and an Integra ted lea I i Zones program, Loth of which are 
priority goals of the GOL.
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TABLE V
 

Costing of Project Outputs/Inputs
 

Project Inputs 


AID Appropriated
 

Technicians 


Training 


Commodities 


Inflation 


Host Country
 

Counterparts* 


Administrative Costs 


Operating Costs 


TOTAL 


*It is estimated that the 


GOZ of counterparts will 


-( 000T
 

Management 

Plans 


175 


-


35 


10 


75 


10 


-


305 


time, and 


be divided 


Trained 

Staff 


50 


50 


-


5 


25 


5 


-


135 


Model
 
Health Zones
 
Developed Total
 

100 325
 

20 70
 

200 235
 

30 45
 

75 175
 

5 20
 

245 245
 

675 1,115
 

therefore the cost, to thE
 

as shown.
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C. SOCIAL ANALYSIS
 

1. Socio-cul tural Feasibility
 

Improved health care for the people of Zaire is a recognized 
national priority which is strongly supported by President 
Mobutu. The President's "desired births" speech emphasized tie 
need for improved health care in all areas of health. It can 
thus be expected that iodern health techniques will be more 
widely accepted and move easily iutujratd into the Zairian life 
style as time goes on. 

The Health Systems Uevelop etnL p'oje&. will , of course, 
require local community .,u' o"t. i is support has been and 
will continue to e lorthcoring, as the p.ople of Zaire recog­
nize the governmental concern for improved health care in the 
country. Because this pro ject wi be geared towards expresstd 
community needs, there is ev,-, rc.qon t; helieve that parti­
cipation in and ncit. cnte of in ov' tive health services will 
continue to grow. Since the ilealth Systems Development project 
will be administered through the National Health Council, the 
endorsement of the J vo 'meni toward health efforts will be 
apparent to communi/ty leaders. 

This projecL wit Stiply SOr- eri consultants and will 
provide a training capability in health management. The pro­
gram will he geared toward the uventual replacement of consul­
tants with properly iained local ,Zairians, which is in keepin 
with the GOZ conrc rn for nati, i identity and authenticity. 

2. Spre ] .[___f ( e c L 

The Heal th S's ms Development project is organizationally 
structured so tnaL it will improve the elffec:tiveness of health 
care service planning an..i delivery in both urban and rural 
areas. The critical factor in this respect will be the estab­
1ishment of oi:r tLio to 1 lanq for the Heal th Development Zones 
As these Zto, ire e takliishnd and made uperald cional , the,' will 
in fact augm nt the del ivery of i nL :ra rtd services to tie 
poor majority. fhi; current projiect will establish the indis­
pensable systems and working molels for ,ch replication 
throughout the country. By infusing practical concepts into 
the management of its health systeins, 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 successful 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 even I ly extend out or the city and into 
the villages. Another part of tht project will be the com­
munications phase. Whether by word of mouth or by coordinated 
media effnrts, the message of health care, which originates in 
the urban areas, will gradually filter out into the rural 
dis tri ctg . 

3. Social Consecuences and Benefit Incidence
 

The need for improved planning and administration in the
 
field of health care is felt by all Zairians. The National
 
Health Council, with the help of the Health Systems Develop­
ment project, will 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.
 

he benefits which the people of Zaire will derive from a
 
strong health management program are enormous. Foremost,
 
failies will bc able to enjoy a greater hope for an increase('
 
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 people 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. Teir main responsi­
bilities traditionally have been childbearing, child rearing,
 
and manauement 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 Systems 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 Y quirnments set by the NHC's 
management plans. 

In the area of mtenoi and chid WA45,a, family 
planning, the role of the Zairian woman in educating fellow 
countrywomen in proper health care is sustartial. Means 
will be in /es igi .tcd'uHida r'th's prr iect to fciv alize and 
expand this role. 

Training and KA icalin wnmgine ,akh care also increases 
the importance F thy "male ",e in mairta ninq the well­
beir.,. of her family, A n airian woman is. indeed, in a 
unique position to impro ve her own family's welfare and, at 
the same timp,, ''id, ,i al a. i;tance fn community efforts 
in the health ,au fiPA . nTithis way, the accepted tradi­
tional role nf th, . m,n in the 7airian culture will be com­
plemented by a graote' se.nse of participat.ion in and contri­
bution to the enLire area of health care. This project will 
foster careful p la ning for the full use of women's resourses 
in this sens.e 
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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 GOZ's
 
budgetary input will he approximately $440,000.
 

The economic effect of both the 
GOZs 	direct expenditures

and USAID's bud ,cE m1ust be analv'rd on three counts: 

1. 	 Project benefit to ttl einowo ds coimpared to
 
project costs.
 

2. Project effects on income and employment.

3. Project demands on GOZ scarce resources.
 

1. Project Benefits 

Recognizing the non-revenue producing nature of the projuct
and the lack of adequate economic data in Zaire, it is impos­
sible 	to calculate a qulratitative cost-benefit analysis of the
project's economic effects, especially as the project is onl,
preparatory to actual delivory of services. With regard only
to this one limited project, and not to its critical purpose of
laying the groundwork for an improved and integrated national
health delivery system, the iroict's outputs have only limited
direct benefits. These benefits will nevertheless be meaning­
ful in thait th, trainig to he provided. both in country and
abroad, will produce d definite return to the economy. Li ke­
wise, 	 the commodities to be provided will directly improve the
health status of tmose who wi11 directly benefit from them dur­ing the pilot and start-up phase of delivery through the Health 
Zones. 

Turning, however, to the project's cumulative and multiplier
effects, the DeOefitS to be jathered will eventually be very
substantial. It i in these terms that project costs, both to
 
the GOZ and AID, find their true justification.
 

Prior to indepenidence, pTli health expenditures represented
some l of the niational bud,:e . In contrast, GOZ health expen­
ditures K inca 1 70 hdI vu been considerably lower in absolute 
amount, but an increasirng percentage of the total. In 1973, PH
expendit.ures, through the Mi niszvy of Health and FOMECO , totaled 
some $20 willi6n (not. icludiing National Medical School and para­
statel organizations). figure $20 million 	 aThis of provides 
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 limited AID investment of $675,000
contained in this project will be truly appreciable. In addi ion,
such an improved 4Y'- Yum and ab;orptive capacity will better 
attract multi-million dollar aid programs from the IBRD and other 
donors.
 

In terms of the monetary and revenue producing sectors of the 
economy, the project makes little direct demand on resources, yet
providrs the potential for large benefits, since well-managedealth 	 vrocrams and subsequent improvements in health status willncreaso productivity.
 



-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 output through healthier 
farmers and workers. 

Sociully, the project beneiiW all oIIU society which- n 
come in conLact with UOZ hea!Lh prugras. A more detailed 
discussion of those benefits is presented in the "Social 
Analysis" section of this Project Paper. 

A mos W por tn benefit is derived :ram !he project's
expected imp; ove p, , LWe :ffIi . . ! Qi cktiv n::SS of 
budget management .dmini n. T i lalthand I National 

HCouncil rcoqni ,c. iV t f .i ntially strength­
ening its ca aiL to n vi ff .t! M y adi1tior l funding for 
health. The training and manat-gn t systems introduced by
this project will praid. On basis for the improvement of 
Zairian health delivery 'a monit and administration cana­
bi 1i ty. 

Thus, the potential beiiefits from project implementation 

are great. 

2. .Inc.o me/ F.qp I .yp en.t. 

Similarly, income and employment would benefit from an 
effectively managed heal th program. 

Assuming that current lev&i5 of pr'duction in Zaire are 
capable of asorking. increases in productivity, any program
which increases UhP quKl ity of the people in the labor force 
will result Hi i .< r..iukion !,vels as the employees
become capahle of produing greaer output. Such an increase 
in production ii I IV, Lo a higi Ia. ri Income. 

An e f fec iv n I, CO O por m w,ould lead to 
greater" Jr,1 vrv .v%V an.,d s.';ervices to the 
populatinH ,1 , g .at a in of thasc services reach 
the actual (ri potential labor force, effective health manage­
ment would reduce their morbidity. This would increase 
productivity am;nu the emuloyed, leading Lo increabed produc­
tion and incom. 

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 nalyse i tiis Project Paper have idicated that 
domestic urrency costs of the proposed irujecL can be absorbe(
by Zaire. A major coinsideratiun, however, is recurrent foreign 
currency demand after outside donors terminate their project
involvement, and responsibility for project programs rests wit 
the GOZ. 

Such a ,Kimand imust take into aucount Zaire's ability 
to
 
assume any foreign exchange comm itment. According to IMF 
statistic., Zaire's ni ition in all types of foreign exchange
and reserv . has Je~crivated immesely in the last two years,
particularly since the drop in copper prices. The table on 
the folloing p,,e indi.c tes thL current foreign exchange, 
pos i t i n. 

Fortunately, the demands ,f this one project on those 
constrained resources are minimal. After the GOZ assumes 
full 'esporK hilii or project qunt>inuil/, a small amount 
of commodl Uy ip'i t and a sia l nuber of outside short-term 
technical advisors will be the only inputs not financed with
 
domestic cu rrency. Thus., the economic imp act of the project
 
will not ,verl. s. ain the GOZ's limited international eco­
nomic resources.
 

In sumifmary, h.hen, tie economic impact of the project is 
positive on ll ,:no nt. with minimal demand on scarce resources 
Moreover. the GO/ Hiould have little financial or economic 
difficulty in .ssa ng !.Iil resipon ,ibiliLi for the project
after USAID involvement is terminated. 

*Exchange rates are fixed by the Central Bank at .5 Zaires per
 
dollar.
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197519741973 

International 111 IV J ; Feb. Mar. Apr. Ma I Je July

In eai onait. I III IV I 1 A .
 

l 

47.81 32.7F
10-.73 90.50 75.04
140.18 105.51 94.32
194.88 280.68 185.58
148.81 179.23 234.60
Reserves 167.76 


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 11.20 1I 

Reserve PosItio 
in Fund 34.08 34.08 34.08 34.08 34.08 34.08 33. -6 

* Exchange 63.20 44.70 75.05 130.39 190.67 177.06 83.60 76.36 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. IMPLFMENTATION ARRANGEMENTS
 

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

1. Recipient
 

The major agency 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 insurinq that these budgets are used 
rational ly. 

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. Ngwvete, 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 AIO-financed Project ,Yinager will report on a 
regular basis to the GOZ'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 usej/ 
remainin in the project. 

The KIOZ , ahiliLy to utilize effectively the technical 
assistance, u irticipa t training and .rninodity support 
availabl, thr , h this p;r. ect will ii atly depend on 
the GOZ Prnje, Director. While ISAID will retain 
certain administrative responsibilities for the project, 
the Gnz will Kve day -to day maraqement authority. 
This will ins i e tha the HC laq the flexibility to 
obtain the ad hoc technical expertise that it requires 
on short notice and with a minimum of paperwork. 

2. AI) 

AID's role in this project 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 NH>'s Project Director. The Office 
of Public Health, lISWDjf/Zaire will be the focal point 
in the Mission for th s project. The GOZ and the USAID 
office will rp eive the apnrop.,i ate quarterly and annual 
report., fruw LI ,'I :cl. in'l. ii t i.n, the Chief Public 
Health Officer .i l i ,N touch the NHC'scn0,ant with 
Project Dire(I, I t r nine tha L. . pro ject is oper­
ating smoothly. ii- thehR ;' , Public Health 
Office will have , professional staff of three, it is 
not envi ,n oid i t an' add iti nCal AI.,D staff will be 
requ ir K ) t hijK p rI. aqi pi 1 O n -

This pr ecto ha- -een ,,; inned so that it will 
closely interrelate with ISAI/Zaire', other health 
projects. As wa , noted in the Technical Analysis 
section of this PP (Part 11I.A.), this project will 
assist in the early planning stages for the integrated 
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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 warrarnted.
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B. IMPLEMENTATION PLAN
 

1. Project Approval and AID/GOZ Commitment fFY 1976)
 

Submission of PP to AID/W December 1975
 

Approval of PP January 1975
 

Preparation of Project Agreement (final) February 1976
 

Signing of ProAg ($150,000) February 1976
 

Selection and approval of contractor
 
to manage project March 1976
 

Signature of host-country contract April 1976
 

Initiation of Project May 1976
 

2. Technical Consultant Services
 

Arrival of contract Project Manager
 
in Zaire May 1976
 

Delineation of work plan for GOZ use
 
of consultants June 1976
 

Development of further baseline data
 
for eventual evaluation of Goal and May -

Purpose of project September 1976
 

First ST consultants arrive (13 mm) July-December 1976
 

Submission of plans for new health 
administration, organization and 
procedures; personnel, logistics and 
supply management systems; and vital October 1976 ­

statistics reporting, among others March 1977 

Consultant management plans reviewed, January ­
modified and approved by NHC May 1977
 

Development of plan for delivery of
 
basic family health services through September -

Health Zones December 1976
 

Specific Health Zone Plan adopted by NHC December 1976
 

Staff selected/designated for existing
 
and new poiitions as identified in January ­
management plans May 1977
 

All approved positions under NHC and
 
in initial Zones are filled June 1977
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Contract consultant (same or new ones)
 
work with NHC staff as counterparts
 
(averaqe of 3 months for each functional 

category) 


NHC requesLs additI:. l 1iI lo,,"r W
 
technicians as deemed necessary for 1978­
1980 under Phase II Basic Family Health
 
Servi ce. Project 


NIlC con tinuen to dra,, on ST consuluants to 
help clear remaining bottlenecks in new 
management system 

2. Tra ii n 

Iroject Manager delineates participant 

training program with USAID and NIIC 


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 partici pant departs for training 
of up to 12 months (max). 

FY 1977 funded LT and ST participants 

selected from NHC staff 


'hort- term lraining program established 
in Zaire, USA, or third country (2-3 
months; 2 3 particiHpants) 

I Y 197( funded participants return to 
NIC and are effectively reintegrated 
into health management: and delivery 
systtm - ST April , IT September 

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

Additicnal T training courses established 


Final par i ipaitS retui n 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 1918
 
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 preliminary
 
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 tranche of project
 
commodities is 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 - Ist 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/W 


March 1976
 

Sept.-Dec. 1976
 

October 1976
 

November 1976 

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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GGZ/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 19'7 

Second PAR prepared and submitted April 1978 

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

Third PAR reviewing accomplishments of 
Phase I six months after termination 
(end of FY 1978) September 1178 
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C. EVALUATION PLAN
 

The new USAID Chief Public Health Officer arrived on
 
assignment in Kinshasa at the beginninq of December 1975,
 
It is obvious that he, in conjunction with the USAID and
 
NHC generally, will make required changes in the PP's
 
Evaluation Plan either with reqard to schedulina or to ad 
hoc assessment. of ,,roject bottlenecks is they may revea, 
themselves. 

The schedulinn of this preliminary Evaluation Plan i 
set out in the Imlementation Plan which precedes this 
section. It calls for two regular Project Appraisal
 
Reports during the implementation span of the project, plis
 
a final PAR six mouths after the last techniciar has 
finished his assignment, 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 PAP's are scheduled for May 1977 
and April 1978, respectively. 

In addition , it is ernposed that one Special Evaluation 
be undertaken during the life of this project, drawing 
on AID/W or PSF consultants. These evaluators will work 
closely with Lne USA ID, NHCh, and AID-financed Project 
Manager, under the quidance of the USAID Chief Public 
Health Officer. The Special Fvaluat ion is scheduled for 
December 19/7. 

This proiect is basically a pre-pilot Phase I effort, 
which in part of a larger multi-year program for improved 
manaqement and delivery of ba sic family health services 
through the Health Zones. Project evaluations and 
appraisals will thu, Provide the critical feedback 
necessary for m-dification of the Phase II project,
 
Basic Family Health Services, as and if new findings
 
and conclusions result. 

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

Finally, it should be noted that the periodic eval­
uations of contractor performance, both b.y 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 sLaffirrg Witternn fnr CY 1977, CY 1978 and 
beyond in 5uppnrt of thi- projoct aq defined in 
the finnciol/hudget tables. Greater precision 
will be made on this point in the correspondinq 
Project Aqreement. 

Sine , the now USAID Chief Public Health '.fficer 
arrived on aqniqnlment during the finlization of 
this Prjert P;,oer, iL is considered fittinq that 
he should have an opportunity Lo prepare his own 
draft version nF the Project Description for 
inclusion in the proposed Project Aqreement.
 
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). 
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Chrpitre Premier 

-Chapitre Deuxieme 


, Chapitre Troisieme 
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Chapitre Huiti'me 


Chdipitre Neuvi~me 


Chapitre Dixieme 


Chapitre Onzieme 


Chapitre -D6uzieme 


Introduction
 

Soins Ruraux et Zones de*Developpement Ruial
 

Soins Urbains et Zones de Developpement Urbain
 

Naisslnces Djsirables
 

Maladies Endemiques
 

Corps Medical Zalrois
 

Personnel Param6dical
 

Statistiques M6dicales et Demographiques
 

Systeme Ph.rmaceutique National
 

Agre-ment du Personnel Medical et Param'dical et
 
rjes Institutions Sanitaires.
 

Recherche, Planification et Evaluatim
 

Moyens Audio-Visuels
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1975-1980 

Chapitre Premier- Introduction
 

But 	du Premier Plan Sanitaire National - Am6liorer leniveau de :ante
 
et de bien-6tre de la population zalroise, conformement au Mani este
 
du CNSBE.
 

I 	 Stratdgie du Premier Plan Sanitaire National ­

1. 	Mise en place d'un systeme de soins ruraux et urbains capab.e
 
de satisfaire les besoins de sant6e de la population zalrois,,
 
systeme qui
 

(1) aide les Lndividus, les familles et les communautos ' i,rendr 
lours responsalilites dans la conservation et l'am6lioi ation 
de leur sante; 

(2) s'efforce de pr6venir les maladies leur source, c'es -a-di
 
i o6 vivent les gens, dans leurs communautes, avoIc ur 
attention particuli're pour l2s femmes et les enfarits e moi 
dp cinq ans; . 

(3) soit'authentiquement zairois; autrement dit un systeme de 
.spins 	 propre aui Zaire, englobant ce qu'il y a de nieill ur 
dans la m6decirie traditionnelle et dans la m6deCine oc, i­
di ntale ; 

(4) donne des soins-de la meilleure qualit6 possible au p]i s
 
ghand nombre possiblA de gens, dans la limite des ress urces 
dispoviibles ; 

(5) clierche i conm rendr'e les individus et leurs communaut6 en 
t:-avai llant&av(c les gens eux-m6mes afin do satisfaire leurs 
a:;pirations et leurs besoins, au lieu do lour imposer ies 
solutions technocratiques. 

(6) 	m,'-tte les services de m6decine curative i la" port 6 e de. 
agoer, sur ieurs lieux mimes d'existence; 

(7) coordonne les activit6s des secteurs publics et priv6s de
 
l.1 san t6; 

(8) oouvre pour le d~veloppement soci.-6conomique total du peupl(
 
z,i'f roi 	,,;
 

(9) soit correcteTnent administr6 (cf. Chapitres 2 et 3).
 

2. 	'Int6grat:ion des services de Naissances D6sirables et de leuis
 
activil:6s do formation dans tous les secteurs relevant de li.
 
santa au Zaire (services ruraux et urbains "Mere-Enfant", forma­
tion midicale et param6dicale,etc.), (cf. Chapitre 4).
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variole, par la mise sur pied : 

(1) 	 Op. programmes auxniveau mmunautaires, regionaux et 
national pour enrayer la diffusion de ces maladies; 

(2) 	d'un programme de depistage precoce des individus qui
 
en sont atieints;
 

(3) 	d'un programme de traitement des personnes atteintes, i
 
base de soins ambulatoires et de surveillance dans les
 
communautes memes;
 

(4) 	d'un programme de mesures prophylactiques et preventivEs
 
contre les agents vecteurs, chaque fois que qela sera jos­
sible (cf. Chapitre 5).
 

4. 	Constitution d'un corps de medecins zalrois qui
 

(1) 	aient pour objectif primordial de "servir et non pas se,
 
servir";
 

(2)-	 consid'rent qu' "il faut mieux pr~venir que gu~rir";
 

(3) 	considerent que leur c;ient pri.vilegi6 est la communaule'
 
au service de laquelle'ils oeuvrent;
 

(4) ejettent le "triomphalisme" medical;
 

(5) 	soient correctement forme's aux techniques de la medecire
 
purative et preventive afin que soient satisfaits les
 
pesoins sanitaires du Zaire et ,Qn pas ceux deg autres pays;
 

(6) 	loient rompus au travail en 6quipe pour le plus grand lien
 
du peuple zalrois;
 

(7) 	 oient d'un haut nieau 6thique et d'une integrit6 profes-

Nionnelle indiscutable (cf .2Chapitre 6).
 

5. 	Constitution d'un corps de personnel paramedical zalrois qui soit
 
dote des m .mes qualites que les medecins zalrois (cf. Chapilre 7).
 

6. Mise sur pied d'un,.systeme national et normalis6' d'enregistrcment,
 
des statistiques m6dicales et de recueil et d'arialyse des slatis­
tique3 demographiques qui
 

(1) 	soit adapt6 en priorit6 aux besoins sanitaires du Zaire;
 

(2) 	puisse produire des donnees-valides relatives ' la morlidit , ,
 
a la mortalite et ' la natalit6 icf. Chapitre 8).
 

7. 	Mise sur pied d'un systeme pharmaceutlque national qui assuze
 
efficacement l'importation et la distribution des medicamenis et
 
du mat6riel de base ''toutes leo unites sanitaires agreees, aux
 
prix les plus bas possibles et qui contr6le l'importation el la
 
distribution des medicaments dans le secteur pharmaceutique prive,.
 
(cf. Chapitre 9).
 

.
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Li - Mise sur pied d'un syst~me de soins ruraux capable de satis-

LoIre les besoins sanitaires de la population zalroise. 

'tat de 	foncti'&nner 5 Zones de
I 	 Ojectifs - Avoir cr66 et mis en 
ZDR 	a la
V)veloppement Rural (ZDR) ' la fin de l'annee 1975 et 25 


fin 	de l'ann6.e 1979.
 

III 	 Plan d'Action ­

1. 	Normalisation par le CNSBE des fonctions de toutes les units
 

sanitaires et de leur personnel, dans chaque ZDR.
 

.2. Choix de S ZDR, avant la fin de l'ann6e 1975. Ce choix ser,
 

fait en 	tenant compte de l'interit manifest6 par le personnl.1
 
6
des unit s sanitaires et de l'experience acquise dans le donaine
 

des soins communautaires.
 

3. 	 Discussion avec des responsab.'Aes m6dicaux locaux des taches
 
du choix des m6decins et du personnel (ui
incombant aux 7DR et 


en auroit la responsabilit6 .
 

4. 	Mise au point conjointe d'un plan et d'un budget des ZDR, p,,r le
 

CNSBE 	 et les responsables des ZDR. Cette tache exigera un 

unitos exist et dte'Yninat;inventoire des sanitaires fites la on 
dc leurs besoins actuels (en personnel, en batiments, en 

(,quipemrent, en mdicaments, en moyens de transport, etc.) a.in 
que soient respect~eg les normes 6tablies par le CNSBE. 

5. 	Recyclaije .e touis ls infirmiers(3ires) travaillant dans le: ZDR. 
au s ieij,o' dcs h~pitaux de' ZDR (de 6 8 semaines). Des d is os­

tions devront Ctre. prises, pour assurer le logement et Ta su ­

-istance de ces infirmiers(i~res) pendant la dur6e-du recyc age. 

ke contenu du programme et les manuels correspondants scron 
6tablis par les soin's du CNSBE. Une supervision des travau:. 
pratiques sera assur6e. Il serait souhaitable de disposer , 'au 
moins . Centre de Focyclage Court par ZDR au d6but. La s61. ctio 

-e fera par moyen de tests. Des procedures devront tre m es 

,Iupoint aFin de juger des connaissances cliniques et de la capa 

('Lt d',s infirmier,( ires) avant de les souMnttre au rcycloge. 
C;n sail qu'tn certain nombre d'infirmiers(i6 res) en po.;t, (;,ins 
les di,;porn:airos rur'aux ne posro-;'.enL pj-s de dipl6me offici ,l 

d(Ilivr,, par urn, 6colc de formal ion infirmiere et que d'autres 
ignoreiI pratiquement tout de leur metier. A l'issue d(,. t,.sts 
'de s1elction, on prendra des dispositions pour envoyer les 
recal6s; dans un Centre National de Recyclage Long plus important 
oO on leur demandera de se sournettre i 12 mois au ioins de for­

mation infirmiere intensive pour pouvoir recevoir l'autorisation 
d'exercer. Ils beneficieront d'un nouveau statut admiiistratif
 
et salarial.
 



.7 

77'1 

sa La.... 
,n 	(etre- ( d',nseignnement en Bien-Etre Communauaire, (a raiso, 

d'un centre par Centre'de Bien-Etre Communautaire) 
(1-) nimater de San6 

..I'.	 016'S. ... ... 

(2) Animatrices de PMI;
 
(3) Animateurs Agricoles;
 

(4) Atixiliaires de Soins Communautaires. 	 .
 
Le logement et la subsistance devront etre fournis aux stagi ires.: 
Les prqgrammes et les mahuels de formation seront mis au poi t 
par les soins du CNSBE. Une supervision des travaux pratiqu,,!s 
sera assuree. 

H 	 7. Realisation du plan par 6tapes. 

-8. Mise sur pied de tournees d'inspection et d'approvisionnemen-, au
 
moins mensuelles, dans tous les Centres de Bien-Etre Communa itaire.
 
Des 	v61icules seront fournis et 1'on prevoiera leur enireti ;-,
regulidr au niveau du ZDR. 
 On mettra au point un systi:me

d'approvisionnement qui assurp des stdcks permanents de md'di 
aments
 
et de materiel aux CEBEC. I1 sera necessaiii de former des ,quipes 
compre ant un Cadre du Bien-Etre Communautaire, pour accompi r ces 
tournees d'inspection. 

9. 	Progranimation et evaluation des ZDR 
- Le CNSBE mettra au poi t 
les prjc6dures approprie A l'intention des responsables des ';DR
afin dq leur permettre di'valuer en permanence les progrs
realises et de preparer, des programmes pour 1'avenir. 

I 

1.! 
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('hapi .rc' rronisi~me - Soins urbains et Zones de D6veloppemeri Url. .in 

iut - Mettre au point un systeme de soins urbains qui soit capabLe
 
de satisfaire les besoins de la population zalroise.
 

Objectifs
 

1. 	Mettre sur pied et faire fonctionner 2 Zones de D6veloppeme-t
 
Urbain .(ZDU) ' Kinshasa, pour la fin de l'ann6e 1975 et 5 ZIU
 
pour la fin de l'ann6e 1979.
 

2. 	Envisager pour la fin de l'annee 1976 un programme d'6tudes des­
tin6es la construction d'un syst'me d'adduction d'eau et
 
d'assainissement pour la ville de Kinshasa, en liaison avec
 
le plan d'urbanisme.
 

3. Avoir achev( pour la fin de l',ann6e 1976 les 6tudes prealabl- s
 
la cr~aion d'un systeme d'enlevement et d'incineration de 3
 

ordures m6nageres, pour la vile de Kinshasa.
 

Il 	 P1,in d'Action 

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 l'ann6e 1975.
 

3. 	Subdivision des ZDU en CEBEC.
 

4. 	 Mise au point conjointe d'un plan et d'un budget des ZDU, par les 
respon,-ibles, des ZD11-et le CNSBE. I1 sera n6 cessaire de faire 
1'invernlaire des unit-6s sanitaires existant dans les ZDIJ choisies 
et de (1r:erminer lout's besoins (en personnel, en b~timents, en 
6quipemient, en m6dicaments, en moyens de transport, etc.) aFin 
ciue soient respect6es les normes 6tablies par le CNSBE a l'inten­
tions dIe ces unit6s sanitaires.
 

5. 	Recyclage des infirmiers(ieres) qui travailleront dans les ZDU
 
(de 6 8 semaines)i cf. ZDR - "Recyclage". Il y aura une
 
Ecole ce Recyclage et d'Enseignement du Bien-Etre Communautaire
 
pour la ville de Kinshasa.
 



.V 1 , :cleItL., n A U I c re t5 i ott for;.,(! pa; 
et d'Lnseignemernt du Bien-Etre Communautaire 
d'Ctre mis Zila disposition des ZDU :
 

(1) Auxiliaires de soins communautaires.
 

(2) Animatrices de PMI. 

Cf. ZDR - "Formation de nouveaux agents". 

7. 	R~alisation du plan par etapes.
 

i' Ecole de Recy,:ia 
de Kinshasa, afil, 

8. 	Mise sur pied de toirnees d'inspection et d'approvisionement,
 
au moins mensuelles, dans tous les Centres de Bien-Etre Commuiau­
taire. Pour plus de d6tails, cf. les ZDR. Ii sera n'6cessairc
 
de cr6er une unit6 centrale de gestion et d'intendance pour
 
fournir aux ZDU l'appui administratif et mat6riel dont elles
 
auront besoin (gestion du personnel, blanchisserie, cuisines,
 
pharmacie, v6hicules, etc.).
 

9. 	Programmation et 6valuation des ZDU. Pour plus de details,
 
cf. les ZDR.
 



ic,litre quatrihme - Naissances Desirabies
 

services de Naissances Desirables et de leurs
But - Int6gration des 

activit6s de formation dans tous les secteurs relevant de la sant6
 

au Zaire.
 

Objectifs -

Promotion des Naissances D6sirables dans les communaute s rurales
1. 

(ZDR) et urbaines (ZDU), par les Animateurs de Sant6 et les
 

Animatrices de PMI (cf. Chapitres 2 et 3).
 

2. 	 Mise sur pied de services de Naissances D6sirables dans tous Les
 

Centres de Bien-Etre Communautaire, ruraux et urbains, et dan!;
 

les flMpitaux des Zones do Sant6 (cf. Chapitre 2 et 3).
 

3. 	 Introductio, de la formation aux techniques des Naissances
 
,'decins
D6sirables dans les cours de recyclage destines aux 


zalrois et dans les programmeq de formation m6dicale (cf. Chapitre
 
G).
 

4. 	 Introduction de la formation aux techniques des Naissancos
 

D6sirables'dans let cours de recyclage destin6s aux infirmie s(ireE
 

de formation pour Animateurs et Animatrices
et dans les cours 

former le pers ,nnel
Poursuite 'aKinshasa d'un programme de,stine S 

D6sirables
paramedical zalrois aux techniques des Naiisances 


(cf. Chapitre 7).
 

5. 	 Mise sur pied d'un ,st-me d'enregistrement des donn'es rela ives
 
Naissance
au fonclionnement et aux r6sultats des services de 

-
DosirabIes ains! que d'evaluation, de recherche et de progra 


mation (cf. Chlpit-'e 8)." 

6. 	 Contr6le de l'importat-ion et de la distribution des contrace ,tit , 

par l'inter-m6diaire'de la Division Pharmaceutique du CNSBE. 

(cf. Capitre 9). 

6valuations et de la programnation
7. 	 R6alis t.ion des recherches, des 


relatives aux Naissanices Desirables par l'organe de planific ition
 

du CNSPE (cf. Chapitre 11).
 

Production et distribution de materiel %audio-visuel relatif tux
8. 

Naissances D6sirables et ' la sant6 et -au bien-8tre communau aire
 

par l'unit6 responsable de la production audio-visuelle du CISBE
 

(cf. Chapitre 12).
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1. 	 Intbgration du Conseil National pour la Promotion du Principe
 
des Naissances D'sirables dans le CNSBE.
 

2. 	 Le Conseil National des Naissances Desirables se chargera de
 
mettre au point une politique de Naissances Desirables qu'il
 
soumettra au CNSBE, ainsi qu'un plan national de promotion des
 
Naissances Desirables. Ce plan englobera les services de
 
Naissances D'sirabes, la formation, l'emploi du materiel audio­
visuel, l'6valuation, etc,
 



Maladies Endemiques
,,c~ 	CinqLieme ­

' l' 	tat endemique au
 But 	- Contr6ler les maladies qui sevissent 


.1 	 Objectifs ­

6tudes permettait
Pour 	la fin de l'ann6e 1976, avoir achev6 les
1. 

lutte contre la tuberculo:e,
la confectioi. d'un".plan national de 


la rougeole, le paludisme, la l'pre, la trypanosomiase, la
 

schistosomiase, le goltre et d'6radication totale de. la variole,
 

au Zaire.
 

contre ces maladies ende'niques
2. 	Mise en place de programmes de lutte 


dans toutes les ZDR et les ZDU.
 

[I 	 Plan d'Action 

so(s auspices du CNSBE qui 6t diera
 
1. 	 Une commission sera formtue les 


grandes end~mies au Zaire et 6laborera un pl 	nle prnbl6me des 

d6taill6 de lutte contre ces maladies.
 

sera 	l'une des fonction,
contre les grandes endemies
2. 	 La lutte 

con 	erne
ZDR 	et des ZDU. Par exemple, en ce qui


essentielles des 

la priorite aux actions suivantes
la tuberculose, on coonnera 


(1) 	 de'pistage precoce des cas actifs, y compris dans l'ento rage
 

familial, 

(2) 	 traitement ambul-toire des cas actifs,
 

r6sistants, gra/es
(3) 	 limitation de l'hospitalisation aux cas 


ou compliques,
 

(4) 	 suivi de tous les cas, 

ri~squeF; 6lev s,
(5). 	 prophylaxie INH des malades pr6sentant des 

(6) 	vaccination au BCG des nouveaux n6s et des enfants de rins
 
s.
de 15 ans qui ii'ont pas encore 6t6 vaccin

6
 

aux 	ac :ions
 
Pour la lutte contre la l'pre, on donnera la priorit6 


suivantes
 

actifs, y compris dans l'entourage
cas
(1) 	 d6pistage precoce des 


familial, 

(2) 	 traitement ambulatoire des cas actifs,
 

-(3) 	 limitation de l'hospitalisation aux cas resistants, graves
 

ou compliques,
 

(4) 	suivi de tous ]es cas,
 

(5) 	programmes de rehabilitation.
 



Pour la lutte contre le paludisme, on donner la priorit6 aux
 
actions suivantes :
 

(1) 	 Education communautaire visant ' diminuer le nombre des
 
sites propides a l'6closion des larvesde moustiques et
 
S ameliorer les conditions de logement afin d'accoltre ]i
 
protection contre les moustiques;
 

(2) 	 inclusion de.l'emploi domestique des insecticides dans ls
 
programmes communautaires d'amelioration des 
conditions je
 
vie;
 

(3) 	 recours ' la chimioprophylaxie et emploi d'anti-paludiqu2s
 
pour tous les enfants de moins de 5 ans;
 

(4) 	traitement precoce des acces aigus de paludisme.
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~ ixeme %rSC Mdical Zalro s 

But 	- La constitution d'un corps de medecins zalrois qui 
1. 
 aient pour obje5tif primordial de "servir pt non pas servir"..
se 


2. 	 consid~rent qu' "il vaut mieux prevenir que gu6rir"; 

3. 	 consid rent que leur client privilegi6 est la communaut6 au
 
service de la quelie iis oeuvrent;
 

4. 	 rejettent le "triomphalisme" medical;
 

5. 	 soient correctement form6s aux techniques de la m6decine curative
 
et pr6ventive afin que soient satisfaits les besoins sanitaires
 
du Zaire et non pas ceux des autres pays;
 

6. 	 soient rompus au travail en 6quipe pour le plus grand bien de
 
la population zalroise;
 

7. 
 soient 'd'un haut niveau ethiqHe et d'une integrit6 professionnelle
 
indiscutable.
 

II 	Objectifs ­

1. 	 Avoir re-orient6 tous les medecins zalros avant 
la fin de l'annee
 
1976, au cours de seminaires de 4 ' 8 semaines tenus 
a 1' "Ecole
 
du Parti" et portant sur les principes exposes dans le Manifeste
 
du CNSBE. 

2. 	 Avoir refondu la totalit6 des programmes de la Facult6 de M6d, cine
de 1'UN'AZA, avant la fin'd2 l'annee 1976, en conformit6 avec es
 
principes du Manifeste du.CNSBE.
 

II 	Plan d'Action ­

1. 	 Le recyclage des medecins 
zalrois sera organis6 et dirig& par le
 
CNSBE.
 

2. 	 Une commission sera formee sous 
les auspices du CNSBE afin d'cga­
miner le contenu des programmes actuels, le rendement des 
6 tuciants
 
et de la Facult6 de Medecine et de recoinmander les changementE
 
n6 cessaires, en confo,-mit6 avec les principes du Manifeste du
 
CNSBE.
 



Chapitre Septi~me,- Personnel Param'dical
 

But - La constituti'n d'un corps de personnel paramedical zairois 
qui soit dote des mmeS qualit6s que les mendecinb zalrois (cf. Chipitre6).
 

[I 	 Object.ifs ­

1. Pour la fin de l'annee r976, avoir cree une Ecole de.Recyclag,.

Long pour Infirmiers(ie'res) de niveau I et 2 (duree: 12 mois) et
pour la fin de l'ann~e 1979 au moins 10 Centres de .Recyclage 'ourt,
 
Les stages de recyclage court seront destines aux infirmiers(.'ures)

des 	niveaux I et 
2 et 	dureront environ 8 semaines. L'orientalion
 
vers 	l' n ou l'autre mode de recyclage se fera au moyen de tests.,
 

2. 	Avoir cr66 pour la fin de l'annee 1976 une Ecole des Cadres du

Bien-Etre Communautaire (dur6e de la formation: 2 ans).
 

3. 
Avoir cr66 pour la fin de l'annee 1976 une Ecole des Techniciens
 
Paramedicaux pour
 

(1) 	leo pharmacienb assistants (duree: 2 ans)
 
(2) 	les dentistes assistants (dur6e: 2 ans)
 
(3) 	les assistants de radiologie et de laboratoire (durle: 2 ans)
 

4. 	Faire fonctionner avant la fin de l'annee 1979 10 Ecoles
 
officie~lement agr6es d'Infirmiers(ieres) en Soins Communautires,

du nivepu 2, avep une -formation durant 2 ans, a raison d'une ,,cole
 
par region, et 3 Ecoles officiellement agreees d'Infirmiers(i.res),

de niveau 1,. avec une foirmation de 3 ans. Ces derni6res 6cols
 
seront 1
attachees aux Grands H8pitaux de Reference et d'Enseigiiement.
 

III 	 Plan d'Action ­

1. 	Un Cent'.e de Recyclage Court sera situ' dans chacune des 10
 
r6gions du Zaire, soit 9 centres dans des zones rurales et I ,:entre

dans un- zone urbaine (Kinshasa). .Chaque centre remplira la
 
fonctioi suivante : recyclage court (8 %emaines) pour les
 
infirmi'irs(ieres) admis(es) au benefice de cette formation
 
(cf. 	Chapitre 10).
 

2. 	Lin Cent:?e de Formation par ZDR et par ZDU, avec les fonction.
 
suivantes
 
(1) 	la formatibn des Animateurs de Sant6 (2 mois en p'lusieur:.,
 

stages),
 
(2) 	la formation des Auxiliaires de Developpement (6 mois en
 

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

stages),
 
(4) 	2 a l'orm,.tion des Animateurs Agricoln,.s (3 mois en 1plusi -ii' . 
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* 	Le f probr'i'sI(n- i~at 0 e Ics et1: p'aogqe GuivanU; devrorit Ctrti 
resolus pour chaque Centre 
(1) 	 bc!tirnents.(salles de cours, dortoirs et r~fectoires), 
(2) 	nourriture des. stagiaires,
 
(3) 	personnel enseignant et moier dtrvupatiques,
 

(4) 	contenu des programmes et mat~ril p1 aoiue(ori
 
par le CNSBE-, -exception faite de la formation des.Anima.-eurs
 
Agricoles qui sera contr8leepar le De'partement de 1Agri.­
culture),
 

(5) 	pre'paration du corps enseignant,
 

(6) 	-transport des btagiaires.
 

3. 	Une EcoJle d'Infirmiers(ie'res) pour Recyclage Long (12 rnois) devra
 
9tre cre'ee afin de reprendre la formation des infirmiers(ie'ros)

qui auront etedi ubnfie de cette formation (cf. Chapitre..

10). Ce recyclage sera destine'aux niveaux 1 et 2. .Les m~mcs
 
problen~es materiels et pedagggiques qiie cites supra (cf. Section 2)

devrontI etre resolus. Il iest possible que l'on puisse trans­
former 1une 6cole existant de5ja a'Kinshasa en Ecole d'Tnfirmiers
 
(Thres), poupr Recycl'age Long. 

_ __ _ _ _ _ _ _ _ _ _ _ _++:++p_ _ +;++ + _ _++'_ _ ++_ _+ +.. ' ++ .+ ++++L+;_ _ _ __+++ .. . +j++ i7..,,4.Une Ecole des Cadres du Bien-Etre Comrnunautaire (dure'e:* 2 *'Jans)
devra dtre cree'e afin de pre~parer jeuid~s gens et jeunbs filles,

alux tr3c~ies spe'cifiques du de~veloppement communau-taire inte'gre'.

Les m~mes proble'mes materiels et pe'dagogiques que cite's supra

(cf. SQption 2) devront 6-tre re'solus. Cette e6cole sera vraa.­
semblablemniet install.6e en zone rurale, dans l'une des premieres

ZDR qui auront ete6 choisies.
 

5. Il serai n6cessaire d'ouvpir une Ecole des Techniciens Parame6.iicaux
 
afin del former des pharmaciens assistants, des dentistes ass 	stants
 
et des Sssistants de laboratoire et de radiologie (duri'c: 2 ins).

Les.m~rne proble'mes fnate'riels et pe'dagogiques que prece'lcmmen

signale's devrorit e-tre re'solus. Il est vraisemhlable que cette
 
ecole s?ra installe'e a'Kinshasa. Il sera ne'cessaire d'exarniier
 
les 6coles existantes de techniciens param'd'icaux afin de d6'Ier­
miner lmr r~le futur.
 

6. Dix Ecoles c'Infirmiers(ie'res) existante's (niveaux 2) (it3 F> oles
 
d'lnfi':niers( [ires) ('xist, ntes (niveau 4) seronit choisiespu6tre tra~nsfor'es en tclsdIfmisires) en Soins Corn­
munautai.res (de niveclu. 2). Ce'choix sera fait par tine commihsion 
du CNSBE, conjointement avec le personnel medical. des Acoles,
La m~me commission e'tudiera le r~le des 
autres Ecoles Il'Infirmiers,'


eires) existantes: certaines devront 
sans 	doute 6tre fermei s
 
tandis que d'autres (officielles,,ou missionnaires) pourront &tre
 
utilise'es pour le contr~le des travaux pratiques des eJeves. 
 Les
 
memnes problemes mat~riels'et p6dagogiques que prlce8nnient s.'naJes
 
devront e-tre r~solus.
 

http:install.6e
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Mise,sur pied "d.un systeme national et nofalise d'enregis' re-
But ­

ment des statistiques medicales et de recueilet/ 'analyse des 

2< statistique's d~mographiques.
 

II Objeotifs ­

devra avoirmis au point, s us
1. 	Avant la fin de l1annee 1975, on 

les auspices du CNSBE, un syst~me normalise d'enregistrement
 

les ZDR e:
des 	donnees medicales qui puisse 6tre utilise dans 

les 	ZDU choisies.
 

on devra avoir mis au point un!
2. 	Avant la fin de l'annee 1975, 

m6thode de collecte des donne'es relatives la natalit, et a la
 

zones rurales et urbaines, au niveau des
mortalit6 , dans les 

communautes.
 

Bureau,
Avant la fin de l'ann~e 1976, on devra avoir cre6 un
3. 	
National de recueil et d'analyse des donnees re"latives 

a la
 

morbidit6.et A la ;atalit6, en provenance des ZDR et des 
ZDU.
 

III Plan d'Ac.tion ­

auspices du CNSBE, une commission d'6tude et
1. 	Crier, sous les 

de programmation d'un systeme national et 

normalise d'enregi3tre­

statistiques medicales et demographiques et de mise
 ment des 

au p6oint des formulaires, qui seront utilis's par les unit6 s
 

ZDR ct des ZDU choxsies.
sanitl."'.res des 


" 2. Emploi de cr: systeme d'enregistrement des donnees, medicales
 
les 	ZDU pilotes.
et demographiques dans les ZDR et 


a )a mtl ode
(1) 	Formation des.responsables des ZDR et des ZDU 


aux techniques d'enregistrement des donne'es,
e-: 


(2) Formation aux techniques d'enregistrement des corn6es, dans
 

ls Centres de Recyclage et d'Enseignement, a l'occasicn
 

stages pour irfirmiers(i'res),et de la formalii de,
d-2s 	
en d6veloppement communautaire. Etant
 nouveaux agents 


donn6 que la.majorite des informations relatives C la ;or­

bidit6 et aux mouvements d6mographiques proviendrort dei
 

Animatours de Sant6 et des Infirmiers(ieres) en ,oins
 

Communautaires, il est absolument necessaire qu'ils ainnt
 

parfaitement compris et le systeme de recueil des donni-es
 
communautes
et l'importance qu'elles revetent pour les 


locales.
 

http:morbidit6.et


I-i communiiute' au Centre de .eri-Etre (onmunautati,, (uri i, ; 
Srural) (piils, a l3'pdtal dt', ZDR oue o. -tl-,iu, 

1n"pecteur Sous-R6gional, et, onfir, au huroiu de Stat tlques 

du CNSBE. 

3. 	 Inclusion du nouveau systeme dlenregistre'ment des statistiqU-'s 
.medica 	 les dans les programmes de recyclage destines aux medc ins 

zalroi%, dans les programmes des ecoles medicales, dans ceu>, des 
stages de recyclage long pour infirmiers(ieres), dans les ccurs 
des Ecoles d'Infirfiersieres) en Soins Communautaires et d-Ens ' 

de 1'Ecole des Cadres du Bien-Etre Communautaire,
ceux dere 

4. 	Creation au sein du CNSBE d'un Bureau National charge de la
 
collecte et de l'analyse des donnees relatives a la morbidit,'.
 
. la'mortalit4 et - la natalite, provenant des ZDR et des ZDU.
 

::I;
 
'LI
 

Ii 

b:-. 	 : 
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But 	- e sur pied d'un syste'me pharmaceutique national. 

II Objectifs ­

1. 	Avoir cr6, avant la fin de l1annee 1975, une Division Phariaceu­
tique au sein du CNSBE, ainsi qu'un comit6 consultatif pour les
 
robl'mes pharmacetiques. Cette Division sera responsable de
 
'importation, de la distribution, de la production el: du cuntrl6le
 

des medicaments pour lensemble du Zaire.
 

2. 	Avoir acheve, pour la fin de l'annee 1975, une etude des, pr,,blemes
 
actuels du DCMP, assortie de propositions d'assainissement ui
 
seront soumises A la Division Pharmaceutique. Le DCMP devrit
 
6tre en mesure de fonctionner de fagon nettement plus efficice
 
qu'actuellement vers la fin de l'annee 1976.
 

3. 	 Avoir entam6 la r'alisation d'un plan de contr6le des importations 
de la distribution et de la {ixation des prix des medicamenis dans 
le secteur priv6, pour la fin de l'annee 1976. ',> 

III Plan d'Action'­

1. 	Creati~n d'une Division Pharmaceutique.au sein du CNSBE.
 

2. 	Etude du DCMP et presentation d'un plan d'action et de finarcement
 
a la D vision Pharmaeutique.
 

3. 	 Realistion du plan, comprenant ].embauche de personnel nou'eau, 
le recyclage dt.une partie du personnel actuel, l'obtention 
d'equipements nouveaux, etc. 

4. 	Re'alisation du plan de contr6le des importations, de ]a dis- ribu­
tion e-' de la fixation des prix dans le secteur p.riv6.
 

Es
 

g 	 ° 
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des institut1ons Sanita.es•
 

r IL. Mise au point et fonc-tionnement d'un systme d'agrement
 

ofliciel des mendecins et du personnel paramedical, zairois et
 
expatri's et d'autoris'ation officielle de toutes les unites sani­
taires (h8pitaux, CEBEC, pharmacies) et institutions de formation
 
medicale et paramedicale.
 

cII Obje6tifs ­

1. 	Pour la fin de l'annee 1975, avoir cre au sein du CNSBE un
 
service charge d'octroyer l'agrement du Conseil au personnel
 
et aux institutions sanitaires du Zaire.
 

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

3. 	Avoir largement entam6 les opprations"d'agrement pour la fir,
 
de l'annee 1976.
 

4. 	Etre en mesure, ' la fin de l'annee 1979' d'exiger que seul Le
 
personnel d~ment agree puisse exercer au Zailre, et la fin le
 
l1anaee 1976 que seules les institutions sanitaires officiel'Le­
ment agr66es (h-pitaux, CEBEC, pharmadi'es, 6coles de formatirn)
 
puiss!nt fonctionner au Zaire.
 

III Plan d'Action -A 

1. 	Creation d'un service d'ighrment offidiel au sein du CNSBE.
 

2. 	R6alisation d'une"6tude afin de determiner les me'tkdes ' sui /re
 
dans l'3xamen des institutions et du personnel candidals a
 
l'agre'ment officiel. A titre d'exemple, il sera probablemen:

n6cessaire de recourir a un examen 6crit et pratique pour ic;
 
candidats d6esirant 8tre agre6s en tant qu'infirmifs(i~res) d­
niveaux I et 2. A la suite de ces examens, les -2dndidats se 'ont ad­
mis soitaub6nefice d'un recyclage court soit a celui d'un rec'clage
long soit purement et simplement refuse'. Les candidats qui auront 
reussi aux 6preuves finales du stage de recyclage, obtiendrcoit le 
permis officiel. Dans le cas des infirme'res de niveaux 1 c. 2, 
recemment diplbm~e , elles seront examinees par les responsa iles 
d'6coles de formation reconnues afin d'obtenir l'autorisatioi 
d'exercer en tant qu'infirmi4res dipl8mees. Les m~mes m6thtdes
 



et les auxiliaires de developpement recevrot. un, agrement id n-° 
tique : l'issue de' leurs stages, slils ont reussi aux 6preuv !s 
finales. Le renouvelleient annuel du permis s-ra neces s aire 
pour tout le personnel sanitaire. Les insti:utuons seront
 
agr6eee en fonc'tion de criteres variant selon le type de 
-'institution et 5.lasuite d'une inspection des lieux par l!
 
service .d'agreement officieldu CNSBE.
 

3. Application des procedures d'agrement et d'autorisation.
 

5.* ­

o5 

A ",, 
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Bul - Mise sur pied d'un organisme national de recherche medical,, 
UTvyaluation et de planification. 

II 	 Objectifs ­

1. 	Cr6er une commission qui, avant la fin de l'annee IT5, aura
 
etudi6 et present6 un plan de creation et de financement d'u­
organisme national :de re.cherche medicale, d'6valuation et de
 
planification.
 

2. 	Mise e.n route de cet organisme avant la fin de l'annee 1976.
 
L'6valuation des premieres ZDR et ZDU devrait etre en cours
 
ce moment, en coordination avec le Bureau des Statistiques

Medicales et Dermographiques.
 

.3. 	 A la fin de l'annee 1978, l'organisme de planification du CN BE 
devrait avoir soumis un projet de Plan Sanitaire National, 
1980 - 1984, au CNSBE. 

4. 	 LWorganisme de planification du CNSBE devrait avoir ex6cut6
 
plusieurs recherches relatives aux problemes de sant6 et aux
 
maladies endemiques sevissant au Zaire (par exemple: connais
 
sances,' aftitudes et pratiques contraceptives, etudes compar-es

des techniques traditionnelles et medicales; enquite comparaive
 
sur les enfants de moins de S ans, viVAnt dans et hors des ZDR,etc.)
 

III 	 Plan d'Action ­

1. Constitution de la comnmission chargee d'6tudier et de pr.senter un
 
plan de creation et de f6 nctionnement de l'organisme de planifi­
cation.
 

2. Creation de l'organisme de planification et realisation de ses
 
objectifs.
 

dipI
 

y i. 	 . . . : 



S-Mo.-.i 	 Audio-V sue.S 

5u, - Production et distribution de mat6riel audio-visuel relatif 
.Ftous les domaines sanitaires, clans les princip,;les langues en 
usage au Zaire. 

II 	Objectifs ­

1. 	Avoir r6alis6 avant la fin de l'ann6e 1975 une etude traduisant
 
par un plan et un projet de budget pour la cr6ation et le fonction
 
ment d'une unit6, qui, 6u sein du CNSBE, serait responsable de la
 
production et de la distribution du matdriel audio-visuel sani­
taire, dans les principales langues en usage au Zaire, y compris
 
la diffusion par la radio, la television, les journaux et les
 
p6riodiques.
 

2. 	Mettre cette unite en 6tat de fonctionner avant la fin de
 
1'anne'e 1976.
 

[I 	 Plan d'Action ­

1. 	R6alisation de l'6tude de programmation et de financement
 
devant permettre li creation d'une unite audio-visuelle au
 
sein du CNSBE.
 

2. 	Realisation du plan.
 



LE PROJET DE REFOIUE DE L'ACTION N[EDICALE. 
DANS LES ZONES DE DEVELOPPEMENT RURAL AU ZAIRE 

Note officieuse 6tablie par le Bureau des Oeu­
vres M6dicales sur base de renseignements obte­
nus aupr~s du Ddpartement de la Sant6 Publique
 

La nouvelle politique de sant6, qui est en voie d'6laboration aup es du 
D~partement de In Sant6 Publique et au Conseil National de la Sant6 et du B en-
Etre (CNSBE), a pour but d'int6grer la m6decine curative dans l'action glob le2our 
l'616vation du bien- tre collectif. 

Jusqu'a maintenant, I'action pour la sant6 ie concentrait trop un lat6­
ralement sur les soins curatifs, tandis que la population souffre de maladi s en­
d6miques que l'on peut toutes 6viter. Le syst~we revient a donner de couLeu soins
 
curatifs qu seul profit de la minorit6 de la population, tandis que dO % de la po­
pulation rurale ne fr~quentent pas les h~pitaux et les dispensaires, A caus de I'
 
6loignemeAt, de l'absence de moyens de transport et de l'ignorance.
 

Le "Manifeste de la Santg et du Bien-Etre du Peu2 le Za'froi ", doc ment
 
de politque g6n5rale du "Conseil National de la Sant6 et du Bien-Etre" de I R6­
pu~lique du Zaire, accorde la priorit6 aux soins sanitaires - donner au niv au des
 
comnunautes de base urbaines et rurales.

i 

En application de ce principe, un "Projet de Plan Sanitairt_ atio al" 
a t6 pr6par6 qui a pour but essentiel de mettre en place un systLme de soi -s rural 
et urbain, capable de satisfaire les besoins de sant6 de la populati(on za'r iso. 

:Los deux piliers de ce syst~me sont la Zone do Sant6 RUralt (ZSR) et la 
Zone de Sant6 Urbaine (ZSU). Leur contenu ayant seulonx-nt esquis-;5-t-dans le Pro­

,et de PlAn Sanitaire National, il 6tait n6cessaire d'en pr6ciser rapidemen l'or­
ganisatioL et les fonctions, et, ce faisant, do proposer des normes qUi pui '" 

etre appl~qu6es ;"itoutes les formarions sanitaires, publiques et priv6es, d Zaire. 

Dans c,! but, le CNSBE a constitu6 un premier Srouse do travail au 'eel il 
a donne mission de proposer un'e standardisation de l'o rgani sation et des fo ,ctions 
de la sant6 comnnunnutaire dans les Zones do D6velop meHit Rural du Z,-I re.2 

Lorsqu'elles auront 6t6 adopt6es par le CNSBE, les normes :,insi c ablies 
constitueront Un guide officiel pour la mise sur pied des Zones de Sant6 Ru ale 
et leur fonctionrioment. 

Les mi.thodes et les proc6dures en vigueur dans les diff6rentes fo mations
 
m6dicales du Zaire seront unifi~es en cons6quence.
 

a, 
Ce guide n'en conservera pas moins pendant quelque temps un carac 6re 

p2ovisoir(!. D'une part,.les structures preconisees sont encore neuves, dans de 
nombreux aspects, pour pouvoir etre g6n6ralisdes A l'ensemble du pays sans .ne 
exp6rimentation pr6alable. Cette derniare entrainera des modifications. D'a.tre 
part, il existe entre les diff6rentes r6gions du Zalre des variations telle, qu'il 
sera nfceesair 4'pr, rpn r xinpte dans la mise au point d .finitive du docurrnt. 



.is. u .i.-S L aleS . ,Li prevu1 -. L ,L iili . . 
diah1ord, un- rustructuration des centres de soins, en 6tabiissant unte organ sa­
tion rationnclI qui descend do I'hSpitnl jusqu'h la cominunaute de b.- se, pr ori 
t6 vtant accord 5 cellu-ci. 

Au niveau de la communaut do base, des "animateurs de sant3" et 2s 
"inimatrices de P'M[" bhn6voles, 6manant de la population et form~s lors de tag 
pratiques, sont charg-s surtout de 1'action de mddccine preventive et de do ner 
1Ls premiers soins en cas d'accident ou de maladic. 

Le "Centre de Bien-Etre Communauta ire" gCEBEQ, situ6 au nivcau ( la 

lotalit6, supervise l'action des animateurs et animatrices, veille a la sau 6 d
 
mares et enfants - qui constituent un groupe prioritaire - et traite les af cc­
tions courantes des adultes.
 

Les cas plus compliquds sont envoy~s au "Centre de Sant6" bitu6 a ni 
veau de !a Sous-Zone do SantL Rurale. 

Au niveau do la"Zone do SantL Rurale", enfin, se trouve 1'h32ital 1;n
 
ral 6quip6 pour assurer rous ies soins necessaires, ainsi qu'un Burena nt a, 
planifiant et coordonnant l'action dans l'ensemble de la Zone (qui coLncide 
dans la m sure du possible, avec la zone administrative). 

Dans la nouvolle orientati6n, hi m6decine curative ne sera pas n[ Lig,
 
mais intdgrde a I'action pr6ventive, comme un recours normal lorsque la prI On­
tion se seri montrde insuffisante. L'accent se trouve placC sur la prdventi n o
 
l'assainissement du milieu de vie, les naissances d~sirables et les Coquipum nts
 
collectife des coumnunaut~s do base.
 

Les mdthodes de formation du personno., m~dical et paramidical et u
 
rarification des services m~dicaux curatifs seront revises dans l'optique d une
 
m6decine comnmunautaire.
 

Nous donnons ci-dessoud un tableau synth6tique des structures pre ues
 
aux diff~rents niveaux, pour donner ensuite des d~tails sur l'action au niv au
 
des commnunaut~s de base.
 



1. 	 TABLEAU SYNTHETIQUE DE L',RGANISATIC' .. LA f7 '7T,,- Fi X"'AAUTAID!E 
Dn".S LES DE 	 PU 'L A I-ZON.S DA.;LGkFE::T .\lfE
 

NLVEAU ZNE Z SALTZ PUPALE (ZSR) SOUS ZONE DE SA-:NE aURALESZSR) LOALITE
 

(coincidc, dans la mesure
 
du poisible,avec la Zone
 

admin' strative)
 
50.jO0 - 25C.000 habitants 30.000 - 40.000 habitants 	 5.000 habitants 
 500 habian~s
 

180 L 240 villages 60 a 80 villages 10 villages en moyenne partie d'une
 

localiti
 
"i a -4 CEEC 	 6 a 3 CEBEC
 

-flVICES 
 -' PTlAL 2EIERAL CENTRE DE S2NTE cCS) CENTRE DE LILN-ETRH CC!-- ANTMATEU, DI: 

(f n-tic:m.ne coT._mne un CE7EC (5onctionne cd ne un CEBEC MUINAUTAIR (CE.EC) ALIHATRICE DE 

pour los villages environ- pour les villages environ­

nants , nants) 

ClientdMe 1Lalades rf6:_s de 3 Can- Malades r6f6r~s de 6 1 8 Maladas dez villages de !a 
tres _.e Santa_ + zeux dec CEBEC + ceux des villages localitg 
villages proches de l'h~p. enfironnants 

R~f rence Hopital de la ZSR CS de la SZSR CEBEC 

- H-pital dp la ZSR
 

Supervisica par ZSR 
 par chef de Ia SZSR par infirm.aux
 

du CEBEC
BLT.A~J CE'"; L DE LA ZSR 

FONCTTINS de llh3pital gdnGral A.Mdecine comrzunautaire A.M~Idecine counautaire 

1. 	Service 1;Edecine interne l.P~diatrie 1. Pddiatrie
 
c'irurgie gSn-ralemater- Cas trop compliqu~s pour - Surveillance croissance 
 Voir
 
niti,pgdiat:rie,soins den- les CEBEC 
 enfants pr'scolaires ci-dessous
 
t.ires simpias- - Education sanitaire et
 

2.Services de diagnostic: nutritionnelle des pa­

- r;,dio[raphie simple rents
- !adorctoire 	 - Prophylaxie
 

- Traitement des maladies 

infantiles 
azbulatoires_.-:- - Surveillncp 5 domicile; 

de base pour la popu- de certains cas
 
lition environnante
 

(cfr CEBEC)
 

http:n-tic:m.ne


--- 

ZONE DE SINTE RUFULLE 

4.Evacu-ution a nivc--iu sup~rieur 

de :as nece.sitant diagnostic 

ou trai.temcrt specialisds 


du bureau central 


1. ducation anitaire t nu-
tionnelle l'hpital, 


2.Flcaiic.ticn des actions sani-

-" taircs, des actions de d~velop-


rement comrxanautaire. 


3. Codi io de la lutte cdntrles end-nie.., des programmes dE 
7accination. 


4. ',ecueil,jvaluationet exp~di-

tion des donnges statistiques.. 


5. Administration des formatiQns 

subordonn~es.
 

6. Frriaration et surveillance
d.r '-c:cuationdessbudgetsaor-

dii ti es udgetaor-e
l 

dinaires et extraordinaires.
 

7. Approvisionnement de la ZSR 


&xuipement. 


SOLS ZONE DE SANTE RURALE 

2. Soins aux meres 

liaternit pour accouchements 

compliquds exigeant ventouse 

et symphisiotomie 


3. Adultes 

Cas compliqu~s exigeant diagnos-

tic et traitefient plus complexe, 

petites op&ratins chirurgicales 


4.Maladies chrotiques 


Diagnostic surtout pour cas dou-

tu r-4iicauen~ss par EBECet 


Contr3le des traitements dans 

CEBEC 


Surveillance 6pidrmiologique 


5. Secourisme-


Comme dans CEBEC + transfusion,
 
perfusion, traitement Gtats de
 

LOCALITE - 4 ­

2. Soins aux mares
 
- Modifier le comportement des
 

femmes dans les domaines de
 
la nutrition, des accouchemen.
 

Rdduire les probl rmes de sant.
 
qui se posent a la femme ence
 
te et a son enfant
 

DGpister le groupe de femmes
 
enceintes pri-sentant un risqu.
aletv 
 pour l'accouchement et 
les adresser aux centres de r. 
f~rence. 

- Etudier et amdnliorer les cond 
tions de iaccouchement . domi 
cile. 

- Superviser le travail des ani­matrices de PMI
 

3. Adultes
 
- Traitement des-affections cou
 

rantes selon schema th~rapeu­
tique clair et standardisd.
 

- Rf~rence a l'6chelon superie­
des affections plus compliqut 

4.Maladies end~imiques et chroni­

ques 
- Diagnostic de la tuberculose,
maladie du sommeil, lpre, a 

confi--mer auCS. 
- Traitement ambulatoire et con­

tr$le des cas. 
D~pistage secondaire 

- Vaccination VAV et BCG 



ZO'IE DE SANTE RU',ILE 	 SOUS ZONE DE SANTE RURLE LOCAITE 

B.D~veloppemcnt communautairc B. D&:elopnemnt 	co.:..
 

- Programmati 6 n, coordination et Pour instaurer une d. i 

supervision du DC dans ls CEBEC progr-s dans les vil! .7 

- Formation des animateurs de composent la localit
 
-santZ et-animatrices de P1I dispose dc :
 

l.Comit~s de dvcloooe:­

dins chaque villap=
 

2.Aciimateurs de santa, "
 
de P:Il 

3.Comit; de CEBEC, iss: I s 

tGs 	de d~veloppement7
 
responsable de
 

- la gestion du CEBE
 

- la sant6 de la pop,:!-ti
 

de la localit .
 

PEl.SLLUN- ezent 	 tra- l.Deux infirmiers dipl~m6s 1. Un infirmier auxili
1: 	 imdecins, 

vailiant n Gquipe - un, dipl8mr etL santG publique, soins cornnunautaires 

a.4,decin-chef de l'h~pital dirige la SZSR et la formation responsable du CEBE( 

des animateurs et animatrices 2. Deux a trois auxil;.­

nadccine intorno et chirur-, - l'autre tient le CEBEC du Cen- soins comunautaire, 
g"iL courantc 
.id- ciur n de 
 tre 	de Santg, assure les con- - aident au CEBEC
.1 ridecs-o de la S sultations ambulatoirestraite - participent aux so: "o, 
Sunerv..isior -- for-mations ";-s sub-


orucn2s, ess ii d les cas r6fdr~s par les CEBEC taires
antivit~s de 	 - participnt a l'as­

cant, -3ubliue et de DC 2.Deux infirmiers auxiliaires au - arcnt a 1 ­
o 	 assurent liaison e',
 

et village
 

;.;dec~n-dirccceurc.?~ec~n-drcccurde I- moins 	 - e ilg
 

f 	 a n. 
I 3.Deux infirmiZres auxiliaires- 3. Une ou deux auxilai. 
Znsei-gnelmentcours de recy- accouch:uscs au moins, form6cs nes de PHI 
clagL et do perfectjonnement accotchnus dumais nces 

Un dcs trois sera mdecin-chef aux techniques des naissances - surveillance des so: 

de lia ZSR, de prrf6rence celui d;sirables: pour accouchements, nels; 

cui a la resoonsabilit; de la consultations PMI 	au CEBEC du - consultations prsc.
uia pbliqres etsbidut de la- CS, formation des ani:trices - animation sanitair­
sant publique et du dvelop- PMI,consultations 	naissances
 

pement commun-nutaire 
 4. Receveur de recett(
 

2. 	 ' =unne] para-mndical
 

de niveu infirmier, infirmier- malades;
 

auiiiair:, 	 - leur d~livre une qx
 
q


et nivcau auxiliaire 




-6 -
ZONE DE SANTE RURALE SOUS ZO D E SANTE RURALE LOCALITE 

3. 	Persu.inl adiinistratif 4. Dcux cu trois auxiliaires 5. Planton 
-- T TT, T-cn<t ue La Z (o-) de soins coimunautalres - assure propret6, antretien 
- iAdFiitratur-gsticnaLr: n L batiments et" ttt VCo--toirC 	 environs,
 

avcz personnel du CS, l(es) autre(s) remplit - les surveille la nuit, 
- InfirJcr-chef du BCZSR avec (sent) des tiches do m~dacine et - transporte la correspondanc,­

pcrsonnel 	 DC,co.-ne dans lcs CEBEC
 

4. 	Porsonnel subalterne 5. Deux auxiliaires f~minines
 

udc!ssaire pour l'administra- do PAI assistont l'infirmi~re
 

tion et le fonctionnemc-nt. auxiliaire accouchcuse.
 

Lc 	Cciseil de gestion -assure 6. Secrtaire administratif
 

I'cemiiistration de la ZSR. -reqoiL rapporLs des CEBEC
 

-l	:u fst comrosG -pr~pa;e rapports de lt SZSR
 

- de nCdecins, -assure ccrrespond.ance
 

- de l'administrateur gestionnaiie
 

- du chef du Bureau Central
 
- du Cc.-missaire de Zone ou son
 

r2rrsentant.
 
ii sa r6unit une fois par mois
 

at sur convocation par le mtde­

cia-chef de la ZSR
 

3ATUAMEUTS 	 Le logament du personnel travail- - Locaux suffisants pour abriter - LA o la creation d'un dispe­

lant d ll q .aeoncentral dq I ZSR au moins 20 lits saire se justifie, celui-ci 
sera cnsoGtr- comme prioritaire. - Salle d'accouchement 	 devra atre construit en mati-


On pr2voira au moins 6 bureaux pour - Petite salle'de traitement ;t de riaux locaux par la populati
 

lc personnel du BC de !a ZSR et chirurgie . La construction dans un deu­

ies services de l'administrateur - local pour le laboratoire xiame temps d'un batiment er
 

gestioanaire,soit dans les bati- - Local pr consultat.ambulatoires matdrieux durables devra se
 

ments existants, soit dans des b2- - Local pour pharmacie faire en collaboration avec
 

tiaerts L construire. - Igasin ZSR, selon un plan unique p­
- Bureau pour infirmier chef SZSR et tott le Zaire.
 
secr6taire administratif Les bitiments doivent Ztre
 

- Logement 	pour personnel v6randa pour les consultati
 

- RS(srfvoir "' Lipluvium 	 pr~scolaires et pr2natales. 

- Village des femmes enceintes Ils comporteront :
 

- Logement pr animateurs et anima- - un local pour consultatioi.
 

- une salle de traitement 

- Case de passage pr midecin-chef -- un local pour 3 ILS b 

ZSK et 6quipe servation 

- une pharm'aciu 

trices cn f ..... 




ZO!{E DE S.NT:: ZURAL.E SOUS ZONE DE SANTE RURALE LOCALITE 

- un .laboratoire 

un local pour r~c. 
registrement 

- un magasin pour e.­
des stocks d'arachi 
soja, les v~los... 

HOYENS ')E - Au rinirrum deux vLhicules 1 - Une motocyclette 

- loeements pour in 
et sesauxiliaires 

- Trois v~los vendus 

r' 

LOCOM4G ON 

I% 

'%aetre roues motrices dont un 
a-disposition du mdecin-chef 
dE 1a ZSu plus un stock de .t 

j C.ics dtach6s. 

-

-

Une bicylette-ambulance (a met -
tre aupoint selon modPle inven-

au Nord-Vietnam) 
Trois v~los au moins venduS par 
ZSR au personnel a prix inf~rieur. 

personnel - prix ir.,­
prix cotant; id 
mensuellement pour ,uv 
frais d'utilisati. .L 
tien. 

au prix cortant; indemnitE Dayee 
mensuellement pour couvrir frais 
d'utilisation et d'entretien. 

FIHANCES -

-

-

Etat paie salaires personnel m&-
tiical formations publiques et 
agi.fes. 
Ltat accorce credit global pr 

Jaement rersonnl auxiliaire 
en cs1 pai ZSR. 
SyLttme "'autofinancement pr 

achiat m~dicaTnents,mat6riei, 
frais dc foncticnnetent,grace 
-i tarif stnndard pour tous me-
c caments (traite ments endj-
mies et vaccinations sont gra-
tv'ts) .t scins prventifs. 

",e c-mptable de la ZSR tient les 

comptes de la ZSR,v6rifi2s men-
suell~ment par ?1'dinistrateur-
ge-tionnaire at prdsents au 

-

-

-

Personnel SZSR tient comptabilitg 
simple des recettes et d6penses 
des CEBEC; 
Les recettes des CEBEC sont ver-
sees mensuellement au CS 
Le chef de la SZSR verse les re-
cettes mensuellement, apres v6-

rification, au comptable de la 
ZSR, 'iuction faite des petites 
d~penses autoris~es, afin de cou-
vrir le montant des requisitions. 

- Infirmier du CEBEC -,;, 
recettes des 

- consultations or(', 

- consultations prz 
- consultations pr 
- programmes d'ass 
dans jo-urnal de c • 

fii chaque senaii 
firmier auxilinir, 

- Recettes vers'es 
dent a la ZSR, v: 

une partic peut et 
au Comit6 CEBEC 
projets loca'ux dc 
ment. 

- Entretien des b3:--, itt 
struction de nou­

Ct.neil de gestion. nst prise en chi 
avec particip.t­



ZONF DE SA !TE RUA',LE 

RAPPORTS 	 BC Ltablit annuellemant rapport 
s-thttsznt ensenble activitcs 
ZS": apPr~uv par C.,si1 de gs-
tion, envo7 au CNSBE par le ca-

mn r cin £c.us-..giona! -et-

du m;deci4n i:,specteur rkgional. 


i2P3..OVI-	 ',kmsistratacr gestionnaire en-

SiTO - vCe Com_cnnCs semestrilles ou 

UCNES triaertrial!IS au DC:LP,selon les 


bsoins et disponibes, 

SJPEPR.VI- -Fesrsonnel idministratif supervise 

SION AD- uIuelecent comptabilit de 

1IINISTA-- chac-ia 
5 S 	 " 

TIVE -Servic- ies !.inances de la Sous­

"G "o ~ ,crv id= trimestrielle­

ment i.:n:zbil it- de la ZSR.
 

SUPERVI- Parsonal adninistratif visite 

SION mensur'lemant chaque SZSR et 

MDICALE tzir~estrLP1lei.ent chaque CEBEC, 


en compa-nie du chef de la SZSR. 

Les r~dacirs organisent rgguli ­
rer.nt les cours de recyclage at 

ce porfbcticnement pour le per-

so.nel parar!dical de la ZSR. 


SOUS ZcX.z DE SAXh RU'_LT 

SZSR re oit mensuellement rapports 

du CEBEC 

SZSR envoie trimestriallement au 

BC de la ZSR 


-rapport-s-des--CEBEC 

- rapports dographiquos 
- propre rapport 

Chef de la SZSR envoie rquisi-

tion trimestrielle, sauf urgence, 

au BC de la ZSR. 


Chef de la 	SZSR supervise mensuel­
lement administration et finances
 

des CEBEC
 

Chef de la 	SZSR supervise mensuel-

lement activit~s mdicales at d6-

veloppement de chaque CEBEC, et tous 

les 3 mois chaque village. 


L'infirmier diplm6 responsable 


du Centre de Santa supervise le 

personnel auxiliaire du Centre de 

SantG. 


Le Chef de la SZSR organise semes-

triL, ment una reLajntre des in­
firmiers auxiliaires du CEBEC.
 

LOCALiTE 

Infirmier du CEBE( v 
occasion de ses vis 
diques les rapports . C 

expedia mensuellen. i 

. la SZSR, tient a 

des respons-ables de 
vision un cahier dans i! 

consigne ses activit-Th J
 
liares, probl&mes et "iff
 
t~s.
 

Infirmier du CEBEC env:.i. 

quisition mensuelle -iiCi 
de Sant6; recoit les rjdi 
ments de la SZSR, ]'Cquil, 

directement de la ZSR,fo
 

mensuellement les mc~e1t
 

aux animateurs et ar-.
 

Infirmie du CEBEC
 
mensuellement actix
 
auxiliaires, du per
 

ministratif subalt,r,­

animateurs 	at ani!nat :.
 

Infirmier auxidiaii
 
supervise mcnsuull.
 

animateirs 	et animai.
 

les villages.
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 neI S.. L, bcomme aux 6chelons supdriours. Ce n'est pas une unitd administratiwv du

point de vue de la sant6, mais un groupe social qui a choisi certain: do
 
sas imembrus pour deveni: des animateurs de sant6 et des animatrices .e PMI,
 
en son sein, et prendre la responsabilitL de la promotion de la santk 
au
 
village.
 

b. Pour que leur action ne 
soit pas isolde mais constamment int&L-ve dais le

d~veloppement communautaire, ii est n6cessaire qu'ils fassent partie 
 tous

les deux, du ComitC de d~veloppement de la communaut6 villageoise.
 

c. Tous les membros'du Comit' de D~veloppement (sauf le secr6taire-compabl.e,
 
dventuellement) doivent etre originaires du village et y risider. Le travail
 
des membres du Comit6 est strictement b~ngvole. Cependant, on peut amettre
 
que l'animateur de sant6 et l'animatrice de PMI soient d6dommages p ur 
le
 
temps qu'ils consacrent au service de la population. Cette indemnitd, qui 
ne

dev~ait pas apparaltre come un 
salaire, serait pr6levge sur lea resF)urces
 
du Comitg de d~veloppement, selon un barame fix6 par lui.
 

-.Cr r a 
d e c h o i.x des aa n i m a t e u r s
 

a. L'animatrice de PMI doit
 
- aLre une femme influente deans le domaine "des femmes et 
des naissalwes";
 
- avoir un ou plusieurs enfants;
 
- aoir des capacit6s d'animatrice (traits do personnalit6,antc6dcentrq);
 
- rosider en permanence dans le village; 
- tre'propos~e par l'ensemble des femmes du village et choisis par 1'infir­m~er-chef de la SZSR, apras approbation de l'infirmier titulaire du CEBEC; 
- avoir suivi avec succ~s la formation q'ii sera dispensge au Centre d 

Sjntg de la SZSR. 
II p'est pas indidensable qu'elle sache lire et 6crire. 

b. L'animateur do sant. 
Joit": 
- a oir des cdpacit1:,s d'animateur; 
- re capable de communiquer efficacement dans son milieu, sans Ztre auto­

r~taire;
 
- ere originai're du village;
 
- r#.sider on permanence dons le village et 
no 
pas avoir de motifs apprents


di! le quitter dons un ddlai proche;
 
- s:ivoir calculer, lire et critre on langue vernacuilaire;
 
- Ztre marig, et, de prdf~rence, avoir un ou 
plusicurs onfants;
 
- etre propos6 par l'ensemble de la population (on meme temps que d'a tres
 

candidats) et choisi par l'infirmier-chef de la SZSR;
 
- avoir suivi avec 
succ~s la formation qui scra dispensde au Centre dc. Sant6 

d,, la SZSR. 
3. F o r_,n a t i o n des animate urs' 
 at a n i m n t ri c c s 

La dur,.e totale do la formation, qui aura lieu au Centre de Sant6 de In SZSR, 
sera do un 
.deux mois. En fait il s!agit de plusiours stages d'unc durce va­riant entre deux et 
sept jours, entfecoupds d'interruptions de plusieurs jours,

pour tenir couipte du caractare b~n'vole de l'animation et des autres taches
 
qui incombent dans leur village aux stagiaires. Une session de reprise, do
 
courte durge, pour les animateura d6jA formfis, 
aura lieu une fois par an, au
 
Centre do SantS.
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- Lucat ion nutritionnelle intensive aux marx, qui ont dos onfants mat 
nourris; 

- consultations pr~n,,::,les et pr scolaires; 
- assurer la chimioprophylaxie de In malaria ot certains traitements dc

longue dur6e aux enf:nts d'age pr .-colaire et aux femmes enceintes;
- assister aux acc(ouchements norraux et convaincre fes femmes a risque do
 
dystocie d'accoucher A 'endroit indiqu6 lors de la derniare consult, tion
prdnatale;
 

- soins aux nouveaux-nds;
 
- assainissement.
 

b. 	 L'animateur de sant6 est chargg d'appuyer l'animatrice de PMI dans ses ac­
tivit~s d'dducation sanitaire at nutritionneile. Des taches de m6decin, cu­ratEiye ne pourront lui etre configes que progressivement. L'introducti n
soudaine de la "mddecine aux pieds nus" pr(scite trop de dangers dans un 
milieu d6jA fortement pr~dispos6 A la mddecine curative, ce qui ne va pas

sans de nombreux abus, comnme la pratique g~n~rale des injections, m&di a­
menteuses ou pas, par des amateurs tras souvent v~naux et toujours irr(s­
ponsibles. Ii serait pourtant tras utile que l'animateur de sant6 soit pro­
gresqivement mis en mesuru de remplir lea taches curatives suivantes
 
- soins d'urgence en cas d'accident;
 
-
qu~lques actes m6dicaux simptes, afin de soigner quelques maladies cLU­

rantes et 
sans gravit6, mais en se conformant strictement aux instructions
 
du1superviseur; a
 

-
asiurer les soins aux malades chroniques r~fergs par le CEBEC ou los :rai­
te directement, selon les instructions reques du CEBEC;
 

- coptribuer A la ddtection rapide des maladies contagieuses. graves;
- cortribuer A 1'6vacuation d'urgence des personnes atteintes d'une maladie 

grq-pe et aigue.
 

5. A d m i n i s t r a t i o n
 

a. 	 La s uervision des ar'imateurs et des'animatric-es est assurde par l'infi "mier
auxilaire du CEBEC qui. visite chaquc village au moins une fois par moin

b. 	Leur approvisionnement est assurd .par le CEBEC,une fcis par mois;
 
c. Les recettes findnci res "proviennenu des soins que donne l'aniiimnteur, ins 

payables en fonction d'un tarif 6tabli par la ZSR. A titre d'exemplc: 
- 5 9. pour le traitement d'un enfant d'age pr6scolaire;. 
- 10'K. pour le traitement d'un enfant d'ge scolaire; 
- 15 	K. pour le traitement d'un aduilte (ponctuels ou de plusicurs jours

-
50 K. pour un accouchement A domicile, assist6 par l'animatricc, de PM. 
Ces recettes sont gard6es par le secrdtaire-comptable du Comitg dlu Dve 'p­
pement. Les ddponses sont d~ciddes par le Cqonit6 de diveloppement et.de ti­
nees , des activit~s telles que l'achat de ciment pour amdnager une sou ce 
ou construire des latrines communes, etc. Urte somme est vers~e au CEB.C afinde renouveler la provision de m6dicamente.de la bo~te de secours. 

d. Les rapports des Comits de d6veloppement des villages sont recuoillis 
 ar
l'infirmier du CEBEC A l'occasion de ses visites p~riodiques. L'anie.- r 
doit avoir un cahier o5 il consigne
 
- la composition familiale de chaque manage du village;
- les naissances et les decas, l'age des dec6dds et la cause prob.able dt
 
d6cAs,
 

4 
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curatives. Si I'animatrice do PHI est illectre ou si elle a des diljficul , 
tes pour Lcrire, l'animateur de sante'1'aidera a enregiscrer ses act Lvltes.' 

.6.E_~u~~pe m e n t 

L animateur no dispose pas d un clispensaire. IS fait les petitEs sons c ize
Slui, a la maison. Do lamama fagon, l'animatrice n dispose pasd'unesuder" 

nin6.
 
Ella fait les accouchements & domicile des parturientes ou bien 11 oO ]'on
 
a coutume de les fire.
 
L'animateur doit dkisposer 
d'une petite bolce de secours, dont le content
 
vanie suivant les' conditions locales. C'est le mfidecin-chef de la ZSa q1ii
 
decide A cot figard,
 

.... .- -~i 
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,hI( IA !,tare ot ;he Fole)ublic Of Zaire 

A _evolutionary Decision 

for Health and W6.fare, the Zaire 
By creating the National Council 

has become the fore-runner of countries 
planning policies fo
 

The rcvolu ionary
 
national integrated.health and welfare 

programs. 

th. ideal
Council is in response to
National
decision to create the 


of humanism so often evoked by the 
President of the Republic
 

care dewv ri
 
Until now, the political and administrative 

health 


ich,

in Zaire were the heritage of a western system, 

w 

structures 


to
 
in spite of its undeniably good intentions, had 

only manageci 


for the priviledged mino iy
 
provide costly curative health caru 


As a true Father of his Natin, the Presi e nt of 
Gf the population. 

been very concerned with the improv 
t ent of 

the Republic has alwtys 
of Na,_ional

of life of his people, and the creatin the 
the quality 

his c ncern. 
Health and Welfare is yet another proof of 

Council for 

2. Preventable Diseases
 

2.1 A pathog cnic cnv.ironment and a weakened p2 ulation
 

like 
struggle of a developing tropic,1l (ount7 i

the.man inThe 
a patho­

deprived and weakened man against
ZaIre is that of a 

The outcome of his struggle is eit 2r
 
genic environment. 

hcalth and well-being, or sickncss 
and dcath:
 

caused by 10 diseases 

75% of the morbidity in Zaire is - all
 

The high incidence of disease is
 of which could be prevented. 


the agrcssions ond the inadequacies 
of the environmeint
 

duu to 

"
 Jack of resistance.and to man's 

by inadequate infrastructuresis characterizedThe environment 

health and sanitation, the lack of water 
for drinking and
 

fc:r 

washing, and the! presence of specific diseases, 
such as
 

venereal diseases, sleeping
malaria, tuberculosis, measles, 


sickness, parasitic diseases, bilharzia, 
leprosy, goiter, and
 

and extremely high incidence of road accidents.
 



(11 V,.,. 

ignorancc of the wi!y.; of fightinp, cl.i suase, and the pow.'rty, 

the abscncc,of his economic resource s. 

r -Is r 1Lei:;Z,.-rc,: '-b, ,C -I n N .L Ly , Uy .ALlucritL . .. ,:., 

alnutrition increases susceptability to disease. Disese 

brings on loss ,f productivity, weakness and more malnutriti i 

Insufficient nutrition is a major indirect cause of death, 

particularly in-the most vulnerable segment of society - the 

under-five childrernand their mothers.
 

2.2 The multiple effects of disease (-n the developnentcf Zaire
 

The effects of a high morbidity rate are synergistic and far­

reaching : 

- the rate cf infant mortality reini'ins at over 15C per thousar 

and is subject tc. sudd'in and violent variations. 

- a' large propcrtion of babies are born prematurely - rusultii 

most probably i.n a permanent lessening of their cerebral 

capacities. 

- curative medical services are swamped with patients who,-c 

illnesses cculd'bc provented, and the cost cf their treat­

muiit weighs heaVily on the. Health bud, %t. The demand for 

new and more expensive hospitals is cver-incre.asing, ,ind 

sntisfying this defnand delays preventive measures which are 

vastly mcre efficient and less costly.
 

- the pacc, of economic development is slowed down due Ic the 

l:)w productivity of the labor force, absenteeism and pre­

mature death. 

- School uducati,n is adversely affected : the ability to 

lzrrn, tc, imcfgine, to seek -ind to invent is impaired. 

- tnc tourism pctential of the country can be undermined if 

tourists. fear contracting an exotic disease. 

Constraints hindering the improvement of the health situatizn of
 

Zairian peop]t
 

The National Council is fully aware of thc fact that it will ncot 

I r'.' 1 ctV' ,lrp stic pro.riims and to put them intr pr!en, i11F.,1.1 r 



present time. Lt may well increase t.'.. 31 during the next tkii 

years. HLa' ch planning riust not only remedy the defficienC es 

accumulatea during so many years, but also follow the popul ­

tion 	growth, bcfOre being able. to antloipate it. 

3.2 	 An acceleraticn (.f urban dcveloinent : which is already higL 

(30% of the pcpulation live in towns) and particularly fast
 

growing (6 to 11% per year according to the town). In the
 

future, this urban devulopment can only increase. The heal;-h
 

problems of rural populations are imp( rted into the urban 

centers where they take on new dimensions because of a high 

concentration of the population in the poorer areas. This 

complicates the planning, financing and coordinaticn of heaLth 

care 	dclivery systems an sanitation programs.
 

3.3 	 Ma nagecment : The organism which, by law, was responsible f( 0 

cordinating all health and welfare organizations in Zaire, 

has, until the revolutionary decision to create the NCHW, I on 

the worst equipped for doing so. In fact, huge functinal nd 

ge graphic sctors had for years escaped the control (.f th. 

Ministry of Health. Since no ether health organization in 

Zriru -had the pcwer ur tie mnans to be ., substitute f,-r th 
Ministry, health planning has never got beyond the stage o 

gcneralized statements. Morever, the health centers in th'e 

public sector arc very badly managed. Wastage, loss throu rh 
"cfrelcssness, and particularly theft are widespread. The o,,i1b, ] 

ard unit cost-effectiveness of health measures are generally 

ur.known, as is the structure of health expenditures. This 

situaticn will be radically changc1 by the National Co.uncil. 

3.4 	Health Tersonnel : In spite of the reform proposed in 1971, 
medical and paramedical education is still rigid and unsuited 

t, the needs in this country. The present system producei;
 

mediocre doctors and practically unqualified nurses and 

auxiliaries. Training has always been oriented towards
 

curative medicine and is essentially thecretical.. Self­

improvement and refresher courses are practically unheard of
 

for paramedical pcrsonncl. The number of doctors is way cut 

, 1' 1rn,'to r rtwiw h thof. nunli o (If rmrF;mN ;,nrl ,auxi I i ir i i . 
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3.6 


3.7 
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the public sct(-r are 2 or 3 t irn.:s lnwer rhan th-se in the 

private sector. The besc trainer' and t. . most crmpetclit 

In thework for private organizatins.tctherefore choose 
venality

public sect;r,' inadequate salaries make' way for 

and corruption. 

census of the populationdat-. 	 demographicLack of A trud 
most varies 

Zairc does not exist. 	 The estimati:n ,f studies 

to their source. Morbidity statistic
considerably according 

must be cnnr­
piece-meal and inaccurate that they tcc 
are so 

hospital uquipmunt are nc 
sidered inexistant. Statistics on U 

kept up to date, and therefore show neither the true health 

potential of Zaire, nor the problems of infrastructure. 

have arried e-ut here and there, but thc Lr 
Medical census been 


As
 
results cann(ct be generalized for the nation as a whole. 

a result, health planning has been committed tc a steadily 

snon as 
wp,rsening situation, which the NCHW will remedy 

as 

"
 possible. 

thi: It is estimated that 	80% of
L.cation of health centers 

access to a dispensary 	 or 
rural p( pulaticn.*f Zaire have no 

Ast as much to "istance 	as to lack ,f 
h2[31itcl. This is due 

reach c mtr'ic,. I those puuplc who manage to 
trvansp rt. As for 


them all toc often without qualifie( staf
 
center, they find 


supf)lies. The absence of cccrdinatin between th.
 
or medical 


pu)li.c and privote sectors (missions and industry) makes th
 

The NCHWwilI restore the
 
patient's situation even worse. 


nf health action.between sectorsvital unity all 

most Oiseases --rc 
IE~norancc of the ppulation - the ;auses of 

unknown to the population, particularly those 
which are trans-


The same ignorance

mitted by water and faecal contamination. 


is rife wherc nutrition is concerned.
 

3.8 



The Principl.e Goalt of the Nrtional Council ,or Health anc, W.i .,rc. 

4.1 	 Better health is ,a humanistic goal : Although it contributts 

to increased productivity, better health should not just b( 

considered a means to this end. It is a legitimate goal ir 

its own righ.t .- 'inthe same level as a higher standard of 

education or a more profitable exploitation of natural 

resources. The price to pay for better health- is a less 

advanced development of other possible pro.jeets. 

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

the National Council will
 

- establish a national policy for the development of stand, rd­

ized systems for hcalh care delivery and for medical an 

paramedical education. 

.- achieve, through strict planning and management techniquL s, 

the maximum benefits pcssible Ff'om Government-funds avaiable.
 

by always favoring the most efficient, most productive and
 

least costly 6clutions.
 

4.2 	 The priority group *of mothers and children 

in a situatic:n of explosive population growth, health plannring 

must include not only the large numbers of the living, wh'i .ov. 

been 	neglected for so long, but also the ever-increasing ni.mbLf:
 

of children yet to be born. Health planning must therefore b. 

directed at 5 groups : (1) pregiant women; (2) children und.r 

school age and their mothers, who'arc often also pregnant; 

(3) children of school age and adolescents; (4) productive 

adults; (5) old pecple. It is out of the questicn to exclucke 

any one of these groups from health planning. fowever,.wi'h a 

better quality of life and general well-being as a primary 

goal, priority must be given to unborn babies, pre-school 'go 
children, and their mothers. For them, as for all the cth. r 

population groups, the National Council will take the necessarv 
action to lower the incidence of disease - especially those 

diseases which are known te be preventable and which a .re...­
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~3. 	v rverat ivu 1 uatsulls al',L.1.Dt L ,diUOX. 

The policy of a better quality of life learly shews the 

choice made by the National Council for Health and Welfare 
ir) favor of . preventive medicine, aprogram of desirable 

births, and systems fcor water supply and sewage clispnsal fr 

all towns and villages in Zaire. 

Curative medicine will nrAt be ignored, if only because WitLout
 

it no preventive action will ever be accepted by the people.
 
However, it will take second place to'prevention. It will be
 
regarded as an auxiliary discipline nf preventive medicine ­

sQmething to turn to when preventive measures are proved 
insufficient. This means that each time the National Council 

is faced with a health problem, they will give priority tc 
.	 preventive solutions. It is only if these solutions are n(t
 

proved cost-efficient, that hospital curative medicine will be
 

considered. 

4.4. 	Piiority care for communities
 

Increasing urban- development in Zaire means that big c-:wns 
will get more ard more over-prowded. The health situation in 

riuiral area.s is also.very serious. Therefore, the Naticnal 

Council plans to develop and finance health actions both for 

urban centers and rural areas. There is always 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
po!rate situation and priority needs. To avo.id this risk, which 

would upset its planning and defeat its natimal policy, the 
NAtional Council has decided that in the big urban cente's of 

Z.ilre, preventive measures will have priority over curativw 
medicine. This means that no new hospitals will be built i.nlcss 
they meet a real and long recognized need. It also means ihat 
both in towns and rural areas, Public health activities alm.
 

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.
 



ThL National Council .fcr Halth an," Welz:'.rL rejects th- c n­
.......
cep't of the medical status-symbcl prcjects which lead t, 

actions being undertaken for reasons of. prestige for the bone­
fit of a priviled-ed minority. The big hospital complexes I' 
must in future justify their existance by implementing pr,-' I 
grams for community health, and for uducation of health perk 
sonnel. 

Thus, the changes that the National Council ple gs to bring 
about in the areas of health and well-being are not simple 
reforms. They constitute a revolutionary transformatin of 

the whole health delivery system of Zaire - including the 
restructuring of the existing systems of meeical and para­
medical educatin.." 

4.6 Traininf- systems b'sc-, . en community health care 

In the -.ersrective cf the humanistic philosophy of the MPR, 
th'e National Council for Health and Welfare ccnsidcrs that 
every man is resp onsible for the fate of the community in 
whic! he lives. .Therefo c, the basic cc imunity:i urban or 
rural, becomes the starting point for all health and sanita­
tirn ativities, ins;tead of being the last in line as it 
lr sent. The pillar of the new health persrnel system is tI e 
cmmunit.y health promoter. The entire system.of healthtraining must be transformed anO1 restructured to produce he< ]-th 

p,',rsrnn, aible to meet the needs of the communities, be the, 
rural villages, or urban pcer secticns. 

Health traininj- will start within the community wit.h the 
community health promoter, chosen by the members of tle com­

-munity themselves, an,] will work up through the grades of
 
community'health nurses, community welfare officers, and coi­
munity health .'rectors, to health personnel in the*.big 
referral hospitals and teaching complexes. 

Since the succ.,,s of the new health care delivery system 
dopnds cn hen) ih perscnne... the restructuring of medical a-.d 

1t'.'ft. , ,',i r t , Will 11., 1 - -. 'f the 'j rst, tr'.nsf, rin.iti r s 

http:system.of
http:Welz:'.rL
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In all its hollth ictivities, sanitttcit 

pursonnl traininE systems, the' National Council wil strive 

to maximiz&,'benefits for the communities rafnd to minimize unit 

and global ccsts. It will recommend the national use cf 

standarcd treatmc: nts using a limited number of drugs which
 

The National Council
can be mass .rcduced in Zalre itself. 


will impose the simT,lest and most cost-effective sanitation
 

and water-supply systems, which can be rapidly .develcped to 

benefit the majority of the population. Health training will 

be carried cut amongst the health consumers themselves ­

within the communities.
 

4.8 Pricin. (-f health services
 

The National Council will develop a system of pricing cural Lye 

health services, which, while providinC extra -funds for pr ­

consunersvr,,tive Tnasures, will direct 	the majority of health 

of,,j visit to a crimmunity-basadtc cutpatient care. The cost 

health promoter should be lower than the cost of a visit tc a 

cost of adispnt ,.ry; this- in turn should be less than the 

Finally, the cost of inipntientvisi., t(, a.medial center. 

hc.spital treatment should be several. times higher than out­

fixed whcr,1 ypiitient treatincnt.. A scale of charges will be 

the poor and underpriviledged seEgmunts of society pay minir al 

while the salaried and priviledged sectors pay thecharges, 
so helpinE to financecust-price of the care they receive, 


caru .iven to the less fortunate.
 

4.9 C iivvement in pgrams for better health and 

1 iving conditicns 

The National Council for Health and Welfare respects the 

dignity cf the Zalrois people. Itwisdom, [-ood sense and 

will always take into consideraticn the people's ability 
to 

Its work is to stimulot,develop their '.wn community programs. 


back up the community's initiatives for improving
encourage an'. 


their own hea.lth and living conditions.
 



v- Y",.< tr..L T" CC Mwrn.UziaVY . 

fina. cing and self-hulp., abr, to the ir,.prc.vement of their 

own situatic.n: house-hold and community sanitatin, village 

water supply systems. This involvement will increase the 

ccmmunity's responsibility towards th'eir own collective equip­

ments and will facilitate maintenance and replacement. To 

unable financial participation, the National Council will 

favorize heaith and'sanitation activities which are. closely 

integrated in agrfcultural and artisanal projects. Priority 

will be given to food production and livestock breeding, 

which will not only bring in extra money to the community, but 

will also supplement the nutritional value of their food 

throu-.h increased calories'/ and proteins. 

Once the community masters its own resources, it will begin
 

to consider better health as a benefit which it has wnrked i:o
 

obtain and which is worth conserving.
 

4.10 Health promoticn is a national an integrated activity
 

The wdll-bein' of the population of Zaire does not only dencn.I 

on the improvemeht c.f.,their health and sanitatin systems. -IJt 
i very closely'conditioned by a number of factors, such as 

hc; using, collective'equipment, secial centers, the promotionx 

of Zairian women, arlult literacy, help for the physically 

hfndicapped and the fight against poverty. All of thuse 

factors will be covered in national programs'to be developc ] 

by the National Council for Health and Welfare. 

Through the revolutionary policies of tte National Council for 

Health and Welfare, founded on the ideal of community humanism 

taught by the President of the Republic, Zaire will become one c f 

'the leE.ding countries, whether developing or industrialized, in 

planning integrated programs for the well-being of its populati( . 

The National Council for Health and Welfare considers that health
 

promotion from within the community is the best way to significantly
 

improve the health situation of the majority of the population. Thl,
 

Crrcjnil Ex6cutif and the National Council commit themselves t() this
 



PROJ ECT bESIGN SUMMARY Lt. oF too Fc: 
LOGICAL FRAMEWORK Total U S. F~rnd,,ig - r,7.,0 

Project Title & Nurn,.: HEALTH SYSTEMS 

NARRATIVE SUMMARY 

oramor Sector Goal: The broader objective to 

-- h ths project contributes: 


Establis ent of an integrated 

naineath ofeaninerayte, 


Froect Purpose: 
Strengthening of GOZ institutional 

DEVELOPMENT 

OBJECTIVELY VERIFIABLE INDICATORS 

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

ians through Zaire to health 

services, 

2. Reduction in mortality 


and morhidity rates. 


3. Desiree Births program 

being implemented (This 


proje-ct will prepare basis 
for a fanilv Icualth services 

program, which in turn, will 
advance this goal). 

Conditions that will nd,-cte prpase has been 

achieved: End of project ;totus. 
capacity to deliver health aervices..,. NHC structure capable of 


~JtPts~lPlan 


001"$:l.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 Herith 7ones. 

2. Trained stu:f integrated into new 

health administratin. 

3. Centers in initial Zones adequately 

supplied and equipped, and serving as 


models for rrpiicntion. 


's ts: AI 

1. Tecr.nzc. ervices: Project Mana-
ger in health administration; ST con-


sultani services. 2. Training: onie year 


in PH rlanning anC .......... - ­

courses. 3. C=sodilties nd equipmentr 
in support ol" r.atagement plans and the 


a. 	 inflaton 

-	 5_-Z-Ccunterprrt:, f.dministrative . I+,r t lF. 


cperating expenses of 2 zones 150 525 325 675
 
. IFY 76-115 ; Cy 77 


(= :i:.r,_r.I 


formulating and delivering im-

proved health services country-

vide. 

2. Trained Zairian staff work-


ing on various aspects of health 

delivery. 


. Initiation of family health 
rogram through initial health
 

herva 

zones. 


Magnideof Otputs: 

. Each proposed system im-

r"ovement will have a specific 

rtten plan ready for Imple-

entation. 


1. 	 Each system improvement will 

e the responsibility of a 

peciffc-lly designated GOZ 

.ealth official. 
. Each such official will have 
nitie.ted authorized improve­
.ents. 

I-!)emen'otion Target (Type and Quontity) 

Fi76 
$200 (mm) 

FY 77 
$000 (mm) 

Total 

A 30 ( 6) -90 (18) 120(2h) 
5 (13(p3 'cm 

13 (12) 40 (36) 53(48) 

( 6) 0 ( 9) 17(15) 

MEANS OF VERIFICATION 

1. Review of number 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 GOZ, USAID and 

outside consultants. 


I . Annual reports of the Naticnal 

Health Council. 

2. Joint AID/GOZ evaluations, 


3. ievelopment plans of the 

National Health Council. 


1lI O ~OI 
1. Joint AID/GO assessment and 

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 

Health Council. 

4. Review of draft plans. 


Review of AID project document-

ation mnd performance; reviec 


of GOZ/HC budgets, staffing, 

Dote Pie por ed: T -.. _.5 

IMPORTANT ASSUMPTION. 

[ A$$utpt~ons for oche.~ng qoaI to 'e.$. 
1. A stable political situation. 
2. Continued GOZ commitment to 
health services develorment, 
3. Increased renapement capabili­
ties and improved systems focused 

on actual deliver' of health
 
services to general populat!on.
 

Assumptions for ocri.ng purpos.: 

. GOZ supports NHC plans for sys 
ems improvement plus development 
of Health Zones. 
2. Timely GOZ authorization of
 
adequate budgets.
 
3. Interested individuals and
 
communities support the estab­

lishment and operation of ser­
vices.
 

crengorus
 
As",,on s fr achieving Outputs 

i. 	 he OGo supports NHC plan to
 

roceed with health structure
 
evelopnent.
 
. The NHC provides the expected 
eadership and direction for new 

system. 
3. The NHC uses consultants for 
its program and will assign train­
ed Zairians to approved staff 
positions. 

Assumptions ri..iaiefor procdr inputs: can beconsultants 
"ocatedassigned expeditiouslynd 

iroper training cadae programs 

rovided; praper commodities
 
pe d'ti'
 

i eeu. 
3OZ-effective counterparts can be 

uitble canddates can be located
 
or 
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