


13.  SUMMARY

This Project was developed on an emergency basis (in approximately
one and une half months) in order to be rcady for signing on
Limbabwe's Independence Day. Despite delays in AID disbursements,
MOH financial management of tne U.S. two million grant has been
very satisfactory and the Rural Health Services Project has
progressed with few significant implementation problems.
Monitoring of implementation by the MOH was started late and has
been less effective.

At the onset of the project it was known that U.S. two million
would not fully cover the restoration of 159 clinics. During
Project implementation it became apparent that costs for re-
storing water systems had been severly underestimated and only
about 90 clinics will have piped systems. Drugs and equipment
have also been inadequate as sufficient stocks are not presently
available in Zimbabwe. Shipments of equipment from UNICEF are
expected to supplement stocks in the near future, and MOH annual
drug tenders will be increased in the next fiscal year (July, 1981).

In the twelfth month of the project all of the funding has been
expended and 118 clinics have been reopened; 24 clinics are under
construction; and 17 clinics have been unable to reopen due to
insecure conditions and staff recruitment problems. Twentyone
clinics, never closed, which were damaged or lost equipment in
the war have been repaired and equipped.

A1l of the 24 c¢linics under construction and 13 of the 17 re-

maining closed clinics are expected to be reopened by August 1981,
and EOPS will be reached at that time.

14. EVALUATION METHODOLOGY

Geographic distances and the large number of clinics involved did
a0t permit any quantity or quality site assessment during the nine
days of this evaluation. Therefore the evaluation was conducted
almost exclusively through a review of MOH records on implementa-
tion and expenditures, and interviews with Government of Zimbabwe
(GOZ), USAID/Zimbabwe, and REDSO/EA personnel involved in the pro-
ject. Provincial authorities, involved in actual 1mp1ementat1on
were interviewed from seven of the eight provinces in Zimbabwe.

Site visit records prepared by the GOZ project funded administra-
tive assistant (AA) were an important source of information as
were personal interviews with the AA.

The available records were reviewed for actual numbers of clinics
opened and those closed for construction, lack of staff or other
reasons. Expenditures were also looked at in terms of accomplish-
ments. For those clinics that were opened, records were reviewed
for: (1) quantity of staff and staff housing; (2) adequacy of



equipment, drugs, and furnishings; and (3) status of the
water supply and latrines.

The available records were not complete. In some cases
provincial authorities were able to supplement information,
however the evaluation would probably have been more effective
had the MOH established a provincial reporting from early in
the project to chart progress.

15. EXTERNAL FACTOR

The major external factor which impacted on the project was

the decision by the GOZ to provide free medical care to all
Zimbabweans earning under Z$150 per month (or the majority of

the population) starting in September, 1980. The staff of

the MOH were not aware that free medical care would be established
so soon and no planning for a.major increase in services was
included for the fiscal year which began in July, 1980.

Drug supplies were inadequate for increased caseloads anc as
the Central Medical Store procures drugs through an annual
tender, no immediate increase in drugs was possible during the
early months of the project. This problem should be alleviated
in July, 1981, With the issuing of a new tender. However, due
to these shortages few of the reopened clinics received a com-
plete three month initial supply of drugs and in addition the
estimated quantities of drugs required for three munths were no
. longer adeguate with the increased patient caseloads.

16. INPUTS

A. Historical Background of Project i

A three person team from REDSO/EA made the initial visits to
Zimbabwe in March, 1980 to decide on the nature and specific
form of the first $2 million of AID assistance to Zimbabwe,
which was expected to be signed on Independence Day, April 18,
1980. The team visited key officials in the Ministries of
Agriculture, Education and Health as well as Treasury officials
and selected PVO personnel, During these visits plans for re-
construction and rehabilitation were discussed and an assess-
ment made of each organization's ability to mount a rapid
urogram to attain their goals.

The original reasons for the selection of a project with Fhe
Ministry of Health (MOH) to reconstruct rural health clinics

included the following:

(a) Visibility - the reconstruction would invoilve all
Provinces and indicate U.S. interests in assisting
rural Zimbabweans of all parties.

(b) Organizational Ability - the MOH had already given
thought to this endeavor and had an intact 1nf(a—
structure capable of delivering goods and services
in the rural areas.



(c) Government Priority - discussions with GOZ officials
revealed that restoration of rural clinics was one
of the new Government's highest immediate priorities.

(d) Quick Disbursement - given the canabilities of the
MOH and the priority assigned to clinic reconstruction
by the GOZ, it was anticipated that funds could be
rapidly and effectively utilized and fully disbursed
within 6 months to one year.

(e) Multiplier Effect - since most of the building re-
construction would use local contractors, building
components were all produced in Zimbabwe and most
furniture sunplies and drugs were manufactured
locally, the financi..g would allow money to start
to flow in rural areas.

(f) Refugee Resettlement - many people were still
living in protected villages and others were refugees
living away trom areas of origin. Restoration of
rural health services would compliment the GOZ's
refugee rescttlement effort by providing an induce-
ment to people to return home rather than to migrate
to urban centers.

When the project was designed the MOW estimated that there
were o total of 277 approved council clinics* of which 159
were closed. Rough estimates of the damage to 59 clinics had
been obtained from the District Commissioners as part of the
initial GOZ effort to estimate general reconstruction costs.
From the cost estimates for restoration of these 59 clinics,
which were considered a satisfactory sample, an average figure
of $8,800 for repair of the buildings was allocated for all
clinics.

The MOH then prepared the following estimates (in U.S. dollars)
for restoring primary care clinics:

Repair of buildings 160 x $8,800 $ 1,408,000
Equipment & Furniture 160 x $2,667 426,720
Drugs (initial 3 months) 160 x $1,000 160,000
Water supply repairs 160 » $ 333 53,280
Sub-Total $ 2,048,000
Supervision + transport - 10% - 204,800
Inflation - 25 563,200
Grand Total $ 2,816,000

"

*Before the war, council clinics were run by local (African) councils in
rooperation with Provincial Authorities with little contact with the Central
Administration of MOH.



Therefore at the time of the design of the project it was
known by the GOZ and AID that the $2 million grant initially
made available for Zimbabwe would nct be sufficient to

fully restore all 159 clinics. This fact was later reflected
in both the project paper and grant agreement. It was
assumed that the least damaged buildings would be restored
first. At the time of the original estimates, the maximum
rebuilding cost attributed to a severaly damaged clinic

was $25,000.

After extensive discussions with the GOZ a final decision
was made to allocate the funding to the Ministry of Health
for reconstruction of council clinics. This decision was
based on the following verifiable assumptions:

(a) The MOH with the assis*ance of a local administra-
tive assistant, hired with project funds, had the
capacity to manage and monitor the project.

~(b) Provincial authorities would take the major
responsibility for determining the priority
order for clinic reconstruction and for the
supervision of the construction.

L]
(c) Local contractors were available to undertake
the work in each province.

(d) A1l basic construction materials, equipment, and
furnishings were available in Zimbabwe or could
be Tocally manufactured.

(e) The standard drug Tist contained drugs normally
available for the treatment of 'the most common
ilnesses in Zimbabwe, that almost all drugs or
chemical agents conformed to US safety standards
for safe prescription and use and that sufficient
quantities of drugs to meet anticipated demand
Zbased on historical experience) would be available
from the GOZ's central medical store.

(f) Staffing would be available for all reopened clincs.

B. Status of Inputs

1. Construction. Almost all of the construction has been
carried out by locel contractors. The contractors have

used bricks made locally for basic construction and items
such as door and window frames and cement were purchased and
delivered by the provincial authorities.

Prefab construction was used for most clinics that were com-
pleted destroyed. In one province local bricks were not
available in sufficient quantities and there would have been



a long delay in construction. Another province chose prefabs

as the most expeditious way to restore the selected clinics.
Prefab construction costs were estimated to be 2§ percent higher
than local construction methods. However, with escalating costs
of materials and labor in Zimbabwe, probably only negligible
savings would have been realized if construction had been
delayed until materials or contractors were available, and i.
many areas with Targe influxes of returning displacees, time

was of the essence.

Conventional building supplies were generally available.
Occasional shortages were experienced but were not long term
and construction proceeded with only short periodic delays.

Since local contractors are limited in number and size, it was
sometimes difficult to find one to work on clinics. This was
less of a problem at the onset of the Grant period since the
MOH funding was the first to reach the rural areas. It became
more difficult to find rural contractors lace in 1980 and early
in 1981 when major school reconstruction was underway. Builders
then became more selective and were not interested in minor
clinic reconstruction where small sums of money were involved.
Supervision of the clinic work on the construction phase was
carried out by the staff of the Provincial Authorities. These
men were experienced, they knew the local contractors and on-
the-whole standards of workmanship on the buildings were high.
Substandard work was caught early and in one situation a

local contractor was made to redo a section at his own expense.

The tack of an adequate cash flow (discussed under MOH Management)
Created problems for the Provincial Authorities since most of

the small contractors lacked capital and required frequent prompt
reimbursement to meet their expenses. Provincial Authorities
also had difficulty in obtaining AlID-required source and origin
documentation from contractors because the requirement was rot
understood or the contractors did not have the information.
Complaints about this requirement ultimately reached the
Ministerial level. Transport was in short supply throughout the
reconstruction. The Provincial Authorities often had only one
lorry to perform all duties. Hiring lorries to deliver building
materials to sites was sometimes difficult. The problem was
cxacerbated when clinics were in remote areas, on bad road, or
near insecure rural areas. Transport problems caused delays, but
no cases were reported where clinics were not reconstructed be-
cause of Tlack of transport.

. Furnishings. Basic furnishings for the clinics (benches,
tables, and chairs) have generally been made by local carpenters.
[n some provinces such as Manicaland a bulk order for furnishings

was placed early in the reconstruction period and held for



distribution until the clinics were ready to open. Other
provinces were not as organized and procurement has taken
longer. Beds and mattresses have had to be purchased and
usually are obtained from urban centers.

3. Clinic Equipment. Due to shortages of stccks of small
supplies and equipment, the Central Medical Stores have been
unoble to supply all of the items on the standard list.
Sterilizers and such items as stainless steel bowls are not
immediately available. However, most clinics without steri-
lizers are able to manage by boiling or using other methods

to sterilize instruments. The majority of clinics did not

have refrigerators before the war but are receiving them as
part of the equipment. UNICEF will be supplying a number of
refrigerators but the MOH has not as yet received the shipment.

4. Drug Supplies. The project provided for an initial three
month supply of drugs for each reopened clinic. The MOH placed
orders with Central Medical Stores for 112 clinics early in

the project. The actual delivery date of the drug supplies

has been difficult«to verify because the MOH receives no con-
firmation that drugs were delivered. However, the PMOH's do
receive such notification. In addition general shortages of

drugs have compounded the problem of distribution.

With the introduction of free medical services in Septembe; ,
1980 there has been an enormous increase in the demand for
drugs. Additionally the drugs and mixtures,are almost all
purchased in bulk on an annual tender and mixed at General
Medical Stores or in District facilities where a pharmacist
and suitable equipment exists. They were not advised ahead of
the expected increases from the decision to give free medical
Care to all earning less than Z$150 per month, nor could they
have responded completely sooner than the rext annual tender
scheduled for July, 1981. Supplementary tenders have been
iscued to meet the most urgent needs.

While all of the Provincial Medical Officers complained of
shortages of drugs, the clinics have had limited supplies of
the most essential drugs. The problems of the supply of ade-
quale quantities of common disease entity drugs are beyond the
scope of this project but will need to receive more attention
from the MOH in the future. USAID/Zimbabwe will be funding a
new Medical Stores facility in Bulawayo which should alleviate
some of the distribution problems.

5. Mater Syc<tems. Prior to the wir all clinics had adeduate
water supplies. Sources varied, some used deep boreholes,
wells, streams, some had pumps and others rams. A few were
hooked to a rural municipal water system serving several
buildings or an entire village. During the war, piping and
pumps were stolen, storage tanks damaged, and in some cases
vwells were contaminated. It was found that almost al) of the
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9. Prnject Manayement. The MOH has been responsible for
determining levels of funding for each province, disbursement
of funds to the provincial authorities, financial summaries
and analyses, preparation of AID vViscal reports, and general
monitoring of the provincial implementation schedules.

The provincial authorities have had the responsibility for
establishing construction priorities, hiriﬁg contractors,

making construction payments, collecting invoices and pre-
paring financial records, ordering and/or purchasing drugs,
equipment, and furnishings, and preparing progress reports.

In the first three months of the project, there were severe
cash flow problems which persisted, though in less serious
form after corrective actions were taken by AID. The MOH had
estimated that an initial disbursement of Z$300,000 vwould be
sufficient for three months and an advance of that amount was
requested and approved by AID in late April of 1980. Upon
receipt, the MOH disbursed the advance to the 8 provinces to
enable work to start immediately. The advance was exhausted
in July, however, and with the small contractors requiring
frequent payments to meet the costs of labor and building
materials, work stopped while further funds were awaited. Under
AlD's project disbursement system, reimbursement checks could
not be issued until actual costs were documented and considerable
time was required before the central MOH could receive ahd
consolidate expense documentation from the provinces, which

in turn had to collect this data from the districts where
clinics were located. This process took one to two months.
Further delays (in excess of one month) were encountered in
the preparation, mailing and receipt of the AID check once
expense documentation was received. At the request of USAID/Z
RIDSO staff visited in July 1980, and recommended an emergency
disbursement of Z$300,000 as an additional advance. This dis-
burscement was received in September, 1980. The most severe
aspects of the cash flow problem were alleviated with the
second disbursement but cash flow continued to be a problem
throughout the project because payments to contractors had to
be made promptly and frequently, which proved difficult given
the time gap involved in AID's preparation and making of re-
imbursement checks and their receipt by MOH from RFC Paris

The MOW's financial records have been very satisfactory and
well prepared with all of the required documentation. The
records contain breakdowns for expenditures on: construction;
materials; labor; furnishings; equipment and drugs; and
transport,

The MOH has been less effective in monitoring project imp]emen-
tation. Project Implementation Letter no. 2, issued April 28,
1980, set ovut requirements for quarterly progress reports by









Progress toward Qutputs

A. Status of Recounstruction Program by Province

Total

Clinics Clinics

Recon- No. of Under

structed/ Clinics Con- Clinics
Province Repaired Opened struction Closed
Manicaland 18 13 2 3
Mashonaland East 23 15 3 5
Mashonaland Central 16 12 2 2
Mashonaland East 19 15 3 1
Matabeleland North 15 11 2 2
Matabeleland South 15 11 4 0
Midlands 61 52 5 4
Victoria 13 10 3 0

24 17 (2)

Totals 180(1) 139

(1) Number includes approximately 21 clinics never closed but
which suffered damage or loss of equipment and were there-
fore included under the Project.

(2) Clinics closed include facilities without staff (13 clinics)
or not yet under construction.

B. Status of Equipment and Furnishings for Clinics Reopened

Total Clinics fully Clinics

Clinics Equipped and missing Equ
Province Open Furnished ment & Furn

ing.

Manicaland 13 3 10
Mashonaland East 15 ) 0
Mashonaland Central 12 12 0
Mashonaland West 15 15 0
Matabeleland North 11 5 6
Matabeleland South 11 6 5
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Clinics
Total Clinics fully Missing
Clinirzs Equipped and Equipment
Province Open Furnished ' Furnishing
Victoria 10 0 10
Totals 139 56 83

Only 56 of the 139 clinics reopened reported adequate furnishings
and equipment. For those reporting equipment and furnishings
m.ssing, refrigerators and sterilizers were the most commo~ items.
Refrigerators shduld be available later as UNICEF stocks are
recetved. The majority of clinics were missing some chairs or
benches which are being supplied as they become available.

C. Drugs

The MOH placed staggered orders for the initial three month drug
supply for 112 clinics early in the projedt. As the MOH receives
no information on date of actual delivery of the drugs, no sig-
nificant information was available on the number of clinics
supplied by date and completeness of initial standardized order.
Although a1l of the personnel interviewed complained of shortages
of drugs, clinics appear to have essential drugs but in limited
quantities.

D. Water Systems for Reopened Clinics
Number Water Missing
of Systems Pumps/ Water

Province Clinics In Place Pipes Problems
Manicaland 13 8 5 -
Mashonaland East 15 6 9 -
Mashonaland Central 12 9 2 | -
Mashonaland West 15 - 13 2
Matabeleland North 11 9 12 -
Matabeleland South 11 10 1 -
Midlands (1) 52 20 16 13
Victoria 10 7 3 -
Totals 139 69 52 ' 15

About half (67) of the clinics reopened (139) have no piped
water systems. Fifteen of the 67 clinics either lack boreholes

(1) No report fraom three clinics



or wells or have problems with contaminated water. Most of
the 24 clinics under constructicn are expected to have
completed water systems when finished. Project funding is
not sufficient to replace all of the equipment needed and in
many areas the clinic water systems are a part of a larger
community system. To restore water to these clinics the MOH
will have to coordirate with other ministries and establish
a method of cost sharing.

E. latrines

Latrine construction appears to have progressed fairily well
Midlands Province reports eleven clinics either with poor
facilities or lacking latrines, other provinces reported no
significant problems. Most new latrines being constructed

are of the Blaiv type. It appears that at least 128 of the

139 c¢linics opened have either flush toilets or latrines, and
toilets or latrines are being placed in clinics under construc-
tion (24). It was not possible to determine if toilet or
latrine facilities were adequate for both staff and patients
but only that such facilities were present.

F. Staff Housing for Reopened Clinics

Number of Clinics

Province 2 Staff Houses 1 Staff House No Housir
Manicaland 5 7 (1)
Mashonaland Last 8 6 i
Mashonaland Central (2) 6 4 1
Mashonaland West 2 12 1
Matabeleland North 7 4 | -
Matabeleland South 6 2 1
Midlands () 40 8 |
Victoria 5 5 -
Totals 79 48 0

0f the 139 clinics reopened 79 had two or more staff houscs,

(1) Within commuting distance of Umtali ‘
(2) Reports not complete from Mashonaland Central and Midlands
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48 had one staff house, and six had never had housing.
Most of the 24 clinics under construction have housing
which is being restored. f

While restoration of staff housing is progressing satis-
factorily, the clinics with only one house lack adequate
facilities for two clinic staff. In most cases the houses
were designed to be shared by two nurses without families.
Nurses with families must share the housing which is incon-
venient, and the assignment of male medics to clinics with
lTimited housing has created problems of sharing with female
personnel.

G. Publicity

Plaques for the clinics were ordered rather late, and delivered
in November, 1980. The inscription is in English and reads
"This clinic was reopened with assistance from the people ut
the United States of America". Underneath is the AID handclaup
symbol and the Zimbabwe bird and a space for the clinic namec.

A11 of the provincial authorities interviewed were aware of

the plaque requirement and are installing them. Some province:
such as Matabeleland North and South have been much more prompt
in installing the plaques. During the evaluation a second typ¢
of plaque was encountered which is not acceptable and the MOHN
has been asked to replace it with the original design.

The AA for the project will verify that all ot the clinics
have plaques when he visits each province over the next Lwo
months to finalize the implementation report.

The American Ambassador and AID Director each participated in
various opening ceremonies for newly reconstructed clinics
assisted under the Project, and these ceremonies were covered
by the news media.

18, PURPOSE
The purpose of this project was to assist the GOZ to provide
for the health needs of the rural population through the re-
habilitation of approximately 519 rural health clinics that
were abandouned or damaged during the war.

The rural clinics were to be restored to their former conditioun.

Each ¢linic was to have a treatment room, waiting area, storcroom,
washing facilities either within the compound or as part of Lh
clinic structure itself, and simple housing for one or more
paramedical workers, The largest clinics were to be staffed by

two or three paramedicals, and in addition to the above
facilities, would have a labour ward, waiting room for expectant
mothers and an office. Most clinigs, however, were to be of tne



smaller type and will be staffed by medical assistants who in
most cases would have received three years of training. Somue
clinics had nurses on staff. Each clinic was to be equipped with
stmple furnishings, a basic kit of medical instruments, druqge aud
medical supplies, in accordance with a standard 1list developed by
the Ministry of Health.

The Project Agreement was signed on April 18, 1980, Zimbabwe's
Independence Day, and the MOH received the first disbursement

of funds on May 21, 1980. Implementation began immediately with
the funding. Although delays have been experienced, the progyress
toward the EOPS and purpose level has been very good for a pro-
Ject that mainly invglves construction.

sSome difficulties were experienced in actually determining the
number of clinics closed. Adequate baseline information was not
available at the time of project design as many rural areas were
insecure and inaccessible to provincial authorities. Due to
population movements clinics were abandoned or resited to L et -
orary quarters and it has ftaken time to identify original clini.
sites. Provincial authorities have estimated another six to
eight clinics should have been included in the number of ¢linic.
closed. Another 21 clinics which remained open during the war
but suffered damage or loss of equipment were not included in i
original estimates but have received assistance.

The project was designed on the basis of information availallc

and even with this information it was known that the $2 miliion
grant would not be sufficient to fully restore the 159 clinic .

identified and this fact was reflected in both the Project Puanc
and Grant Agreecment.

Although not foreseen during the design stage of the Projecct. 11
restoration of water systems has presented the greatest probl..
Due to extensive repairs required and the amount of equipment 1o
had to be replaced (pipes, pumps, tanks) only about 90 of i
stored clinics will have piped systems. Another 52 clinics .-

a reasonable source of safe water nearby such as a borehole¢, w1,
or dam. A few clinics (15) reported serious water problem. duc

to contamination of wells or no convenient source of water.
Provincial authorities are requesting additional funds from tnc
Water Development Board to restore the water systems of the ¢linios
not covered in this project.

The majority of cliniecs still lack equipment and drug stocks, are
incomplete and limited in quantity. The MOH expects that thi-
problem will be alleviated as drug orders are increased in th

next fiscal year, and equipment and supplies from other donor

such as UNICEF are received. The capacity of the rural health
services has been strained over the last nine months with estalili b
ment of free medical services for the majority of the population.
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