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Cbngv Primary Health Qre, 6 9 8 4 0 . 3 9  

The plrpose of this project was to assist the Gwemmnt of the Feople's 
&public of the in accelerating the implemenbtion of Priwry Health 
Qre (RIC) in rural areas. Specifically, the focus was in Mossendjo District 
of the region of Niari. Realization of the project gaals was expected to 
contribute significantly to an overall improvement in the health status of a 
rural -lation lacking basic health services, prticularly for mothers and 
young children. 

?his f i ~ l  evaluation of the Cbngo Primary Health Care Project constitutes 
a Lessons Learned Evaluation. 

The evaluation team spent a week in the Qnga interviewing project 
officials and visiting the project site. ?he team also reviewed project 
documerkation on file. 

?he health information system has yet .to produce any accumulated data on 
the bbssendjo Health District. It has taken the IDP to design the system and 
lay the g;rormdwork. Other dzta were not amilable because the RIC project 
staff determined that such data were either impossible to cullect with the 
current health infonnation system or useless as indicators 9.C project 
progress. The Enaarged Program of Immunization has been ctxuessfully 
implemented. The AIC staff is collabrating with government health employees 
to implement the project, Although ideally this should lead to a sustainable 
project, in reality it has been difficult for project implementation. 
Dispensary nurses are support& and selected by the Ministry of Health, 
Sanetimes a lack of control over persrnnel selectim has made the project less 
effective. 

lb demnstrate a measurable effect on health status due to primary health 
care activities requires a well-established health care infrastructure, 
base-line data, and a functiming health informatian system. The health 
informticn system shaild be simple and designed to provide information 
necessary for program mani toring, planning, and evaluatim. Project activity 
targets shaald be developed by individuals who are thoroughly familar with 
health care delivery systems and wfio can identify realistic health program 
outputs. 

See PES facesheet. 
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'Ihis final evaluation of the Cbngo Rimary Health -re Roject mtitutes 
a Lessons Learned hraluaticm. me evaluatim team was ooapo8ed of Dr. thy 
Fost, Carol hyne USAID/HIO, and Debra Rectenwdld USAID/DBD. m e  team spent a 
week in the Oxlgo interviewing project officials and visiting the project 
site. ?he tsam also reviewed project documentation on file. ?he evaluation 
took place between Fugust 7th and 14th, 1985. 

Ihe project evaluators wid like to note that sane of the data necessary 
to measure achievement of project activity targets was not readily available 
at the time of the evaluation. In scme instances, the current health 
infovtion service (HIS) will furnish the necessary data beginning only in 
September. In other instances, FHC ~roject staff determined that the 
achievenrent of certain activity targets G s  either impossible to measure with 
the current HIS, or useless as an indicator of project progress. 

Nb form1 request was made by CARE/Cbngo H C  staff to revise the activity 
taxyets. GiRE/~ngo's formal recamendations for modifiaitions of project 
activity targets, based on the December 1984 Gaff ikin report, would have 
served the plrpose of informing USAID of FHC staff intentiars. C A R E / C ~ ~ ~ O  
advised USAID the week before the evaluation that the Gaffikin reprt would 
serve as CARE'S firnl evaluation. 



On Jtme 14, 1982, c A R E / ~ l g o  and USAID signed an @eratian1 Program Grant 
(a) agreement funding the QPlgo Primry Health Qre project w i t h  an AID LOP 
oantrikrtion of $ 500, WOO ?he stated pupose of the project was to assist 
the Government of the Ftap1e's Republic of the ( G m )  in accelerating 
the implementaticn of primary health care (HC) in rural areas, specifically 
in the Mossendjo Mstrict of Niari Region. CARE delayed recruiL,ment of a 
project advisor until the GPFC had sign& the project agreement in &toter 
1982. 'Ihus, recruitment was ccmpleted, and the project advisor assumed his 
respollsibilities, only in December 1982, mere was, therefore, a W t h  
project mobilization period, 

In August 1983 a consulting epidemiologist conducted a baseline data 
survey in the kmsendjo district and designed a health information system 
(HIS) for the project. In September 1983, eight months after the functional 
beginning of the project, W D  cmducted a progress evaluation. The 
evaluatim team reported that, up to August 1983, project activities had 
focused cm establishing a FHC infrastructure. of the necessary 
gmmdwork activities undertaken by the project team during the first eight 
m t h s  of project implementation had not been set forth in the original 
project design, (establishment of wrking relationship with local government 
and health-e authorities, the developent of a data base and ongoing data 
mllecticn system), m e  evaluation team also noted that the project plrpose 
was stated in terms too general to be very meaningful. Despite these 
shortcdngs, the evaluators reported that substantial progress had been made 
and recPmnended that the Project Assistance Chpletion late (PACD) be extended 
by six mcmths. 

Based on the interim evdluatian findings, I ISND and CARE/C~,~~O adjusted 
project goals, objectives, and activity targets. Project Implementaticxl 
btter (PIL) I@. 1, dated April 16, 1984, extended the PAC3 to W e  17, 1985 
with the understanding that there ' U d  be no additi-1 AID financial inplt . 
PIL No. 2, dated July 17, 1984, revised and summarized project goals, 
objectjves, and activity targets. 

Fram October through December 1984, a second rmsultant (epidemiologist) 
oontracted by CARE/- analyzed the project's HIS, goals, objectives, and 
activity targets (Gaffikin, CARE/-, Oct.-bc. 1984). The purpose of this 
analysis was two-fold: 1) to provide guidelines for the final project 
evaluation, and 2) to evaluate and make recoaaaendations for the HIS. Ihe 
initial project advisor resigned, and the current project advisor arrived 
cn-site in &amber 1984. Ihe current project advisor has drawn heavily on 
the Gaff ikin report recananerdaticns to redesign the project HIS. 



A. &vised Project Activity Targets. 

Ihe outprt targets of this evaluation are the revised project activity 
targets. ?he original project targets were mdified b a d  on experience 
gained by the project staff during implementatian, the reaDmnendations made by 
the pmject's ehort-term d t a n t  in epidemiology, and CISAID'S September 
1983 progress evaluaticn. ?he revised targets a- belm, with a statement 
of the progress made toward achieving the target. 

Ebtablioh rural health - training facility in Mossendjo. Achieved. b y  
1983 

Establish KH center at Mssendjo. Mieved. December 1984. 

Ehtablinh "Inteurated Rural Health mitern enommssim the existinu 
c e n t r a l d i b r y  d new m3I Center. Achieved. 

Ebma District E3ealth chndttee to involve local health camnittees in HIC 
planning and implementation. District Health auunittee not yet formed. 
Acccmplishment beyond project control. 

Establish EPI uarehcuse in Mcwsendjo and extend cold chain. Achieved. 
Qld chain extension began November 1983. EPI warehouse established 
January 1985. 

Establish pharmaceutical warehouse at Wssendjo Intewated Rural Health 
Oenter with three manths stock. Prhieved. Warehouse established Jlme, 
1984. 

Develop and implement ongoing health information system. HIS is currently 
being revised. Initial accumlated data will 'be available September 1985. 

Oxduct baseline axd d i n e  morbidity and KAP sumqm. Baseline surveys 
caducted. Endline Surveys planned for 1987. 

Omduct an immization coveraqe survey of the entire district. Oonrpleted 
by -/Cbngo. 

Form 20 Cknmrunity Health (Zuunittees. Achieved. Thirty-four health 
ccolmittees have been formed. 

Develop WW traininq of at least 16 amnq these W s  in sanitation or 
epidemiolcqy . Achieved. 

Train' 50 W8. (1983:23, 1984:19, 1985:8). Prhieved. August 1985. 

-1ete training of at least 16 amuq these W s  in sanitation or 
epiddoloqy. Refor to W .  11. 



14. Managemmt training for 27 Treasurers of VH- (and 27 -6 ) .  Sixteen 
treasurers received formal training at the training center in 1984. Other 
treasurers have received informal on-the-job training from the RIC team. 

15. Develop in-service training mini-courses for health p e r m e l  in HK, 
Prenatal are, Oral khydraticn 'Iherapy, Malaria Tr~atment, and 
Nutritional Surveillance. Ista unavailable. 

16. a) Train 10 Traditional Birth Attendants (TBAs). Eight TBAs were trained 
by the PHC midwife in November 1984. 

b)Train 6 health personnel in family planniq. Atraining session in 
family planning (FP) methods took place in December 1984. mntacts have 
been L i e  with-the Family ~1annir-g- section of the MM Divisicn, Ministry 
of Health, to use its manper rescurces for training local staff. Yetr 
prior to the evdluatim, the M31 had not provided FP training personnel to 
the MM center. 

17. Develop and produce training mterials and guides for W trainers and 
supervisors. Achieved. 

18. 26 Villages and 8 tawn neighborhoods mvered by EPI mccination services. - - .  
Achieved. 

19. Permanent EPI team selected and t~.ined. - In Jbly 1983, a national EPI 
team gave on-the-job training cwrses to 16 people; 12 were fmm the 
district level and four were fran the regicmal level. Of the 12 fran the 
district only six are left; because of continuous turn-over rate of 
personnel, no pernranent team has yet been selected. 

20. Immunize 1500 children under three with measles wccine. Achieved .beyond 
target. 1606 children imrmnized. 

21. Immunize 500 children under one with BOG vaccine. Prhieved beyand 
target. 1044 children i d z e d .  

22. Immunize 1400 children d e r  four with 1 doze ~Pr/mlio. -- Achieved beyond 
target. 1924 children immunized. 

23. Inxnmize 1200 children amnq the 1400 above with 2 or 3 doses ~FI'/Iblio. 
Achieved. 1252 immunized of the 1924 above. 

24. -tor the growth of 1300 children under five in msendjo using growth 
charts. Data unavailable. 

25. W t o r  the growth of 110 children under five in 3 villages, using qrcwth 
charts. Achieved. - 

26. Increase the number of deliveries in health facilities fran 750 to 850. 
IXIta irnavailable. Health facilities ahaild be defined more specifically. 
lhey tern can mean wternity centers, dispensaries, or the hospital. 
Based on available 1983 baseline data, 862 facility births arc, projected 
in 1985. 



80 deliveries performed by trained 18As. 
farms were developed for TBAB aa part of 

hta  unavailable. 
the rwised h l t h  

Registration 
infomation 

system that was inplemented in Jbnuary 1985. An increase in the 
percentage of hqme deliveries attended by trained T8Ae is an indicator of 
increascid availability of basic health care for village wuaen and should 
h e!ncuUaged. 

640 ~ m w r  have had 3 prenatal visits. mta unavailable, It is unclear 
fmn the target whether the prenatal visits were to be at the hospital, 
the maternities, or the d i m i e s .  +Ib measure target achievement, 
attendance records from the hospital and maternity registers, provided the 
visits were doclrmented as premtal and included the breakdown for the type 
of visit (first, seamd or third), are required. 

390 mnen in rural areas have had 1 prenatal visit. mta not applicable. 
Hospital, dispensary, and maternity staff do not routinely document in 
attendance registers how nrany tmmen caning for prenatal visits are frm 
rural areas. 

200 urban wmm acceptors of a fmily planninq method. Family planning 
activities not yet implemented. Delay in assignment of personnel by the 
M=H seems to be a very ccrrm~n management problem. Since this target has 
not yet been achieved, a survey to determine fertility patterns, desire 
for children, current health and family planning practices is highly 
mcamended. lhis survey m l d  serve as a basis for planning an effective 
family planning CQpPonent in the PHC pragram. 

42 visits to dispnsaries by EHC supervisor (1 visit/2 months). mta 
u~~ilable. 

300 visits by dispensary by Head Nurse/~uper&ors to W s .  hta 
u~~ilable. 

200 visits by VHWs to di ies. Not achieved. Because of 
transportation d i f f i c u l t E d ~ e s  m t  seem reasonable to require the 
W s  to travel to the dispensaries. 

200 visits by nurses from rural dispensaries to W s .  bta is 
unavailable. Rxx mad mitions, vehicle breakdams, and inactive 
supervisors w i l l  inhibit target achievement. 

Increase in use of latrines and garbage pits by individual hmse-holds 
(25% of rural and 75% of urban are users). lsta unavailable. From 
intenriews with village health workers, hcwever, it is probable that the 
activity target cmce&ing the latrines will be met while the target 
cmceming the garbage pits will not. 



B. Rospects of Achieving Goale 

EIeasurement of intermediate gwls, anticipated for 1907, will indicate 
.project impact. Ihe internrediate c j d e  are: 

1. Igduce infant nnrtality rate by 25%; 
2. mortdlity rate of children under five by 25%; 
3. Eaeduce msksles morbidity and martality by 50%; 
4. EIleduce mortality due to diarrhea and dehydration by 25%; 
5. R&ce the percentage of law birtheight infants (less than 2500 grams) 

by 25%; an3 
6. k h c e  the n m b r  of stunted children 4-30 months old by 25%. 

Although it is difficult at this stage of project ixplementation to make 
definite pnedic.tiam cancerning achievement of intermediate goals, a brief 
discussion of each intermediate goal is appropriate. -5eductions in infant and 
child mortality rate or the pre~lenee of malnutrition (intermediate goals 1, 
2, and 61, for instance, m y  result frm exogenous, unmeasurable factors such 
as increases in standard of living or improvements in the national health 
system* 

The mxt reliable s w c e  of measles data (ihtediate goal 3) is hospital 
records; birthweight data (intermediate goal 5) is a ~ i h b l e  only from 
hospital or maternity records. Changes in these indicators are, therefore, . 
measurable onLy in a subset of the total population and do not reflect changes 
in the camunity as a whole. None of these intermediate goals will provide a 
sensitive measure of p r i q  health care (FIX) project efforts. 

A more sensitive evaluaticn might m i d e r  variables likely to be affected 
by project effort, such as percentage of registered high risk mthers or 
;aalrourished children who receive appropriate follcw-mp, or increased 
~ccimtion average in the target population, ?he Gaffikin report serves as 
an excellent informtion m c e  to design an evaluation demonstrating project 
zffects* 



A Wth Information System 

Ihe Health Information System (ES), designed to mni tu r  and evaluate 
project variables azd thefr affect an health status, has yet to prcduce any 
accumulated data an the Mossend jo Bedlth Mstrick; B3taMishirrg such a mem 
has been a tediars process. Qiginal Objectives in the Roject hpex, which 
required the HIS to measure project effects in two years, were unrealistic; it 
has taken two years to design and eet up the system. 

In b y  1983 hired Richard Greene, an epidemiologist, for three 
mnths to design the health informtion syetem. The ;lrFPlary plrpoees of the 
EIIS, a d n g  to Greene's report, were to identify health priorities arzd to 
&tor piblic health problems; Esmiddrrg a sustainable data collection 
~ystem was an important objective. 

When k; Greene kegan his mrk there was little m-going disease 
surveillance or data gathering in the Moasendjo Health District; msendjo 
hospital was f-ng records to b Ministry of Bedlth, krt keeping few 
r m  on hospital patients; Ihe Oentral Dispensary, cne of the bm urban 
dispensaries, was decting specific irnfonnaticol wtpitients: hmever, this 
infarrPatian was not being analyzed. In additim, no health infomatian was 
being gathered in the villages,; 

Mr. Greene designed the EIIS to be set up in three Ejhases; He believed it 
was important to start at the hospital because mortality infornratim collected 
there represents nearly all instituticnal-based fatalities recorded in the 
district (see Greene's report pi 24); Also, the w i t d l  has ultinate 
responsibility . for data o o l l d a n  in the district; &ether or not the HIS is 
effective will depend on the hospital staff ' s ability to carry out this 
xespcnrsibility. Ihe FEIC team convinced 1.0spita.l staff to collect xxkhly data 
on all patients. &brtality by cause aLnd age was recorded, and several 
diseases were selected for monitoring. These irtcluded: measles, whoaping 
cmgh, tuberculosis, pdlio, diarrhea, ndaria, proteindorie malnutrition, 
anemia, branchitis, tetanus, diarrhea, plemcmia, edhistdasis, and 
W3lerea.l disease; 

In the s e d  design phase of the health infarmatian system, a miform 
data collecticn eystem for the two urban dispensaries was devised for 
outpatients. Disease camts far measles, whooping augh, diarrhea, 
brarhitis, malaria, am3 pmteindorie malnutrition were established (see 
L L  p. 26). Identical data collecting me- were exterded to rural 
d i m e s  onoe the EIS was in place in Moesedjo city. 

InitiaUy; di- nurses displayed aniaaosity taJards the BIS; Many 
nurses, aU!udy OPeTWOtked and poorly mid, viewed the Bystem as an additional 
harden and refute6 to participate. Ihe WC team tqent uch time educating 
health p e r m  an t b  hprtanm of the HIS; A l l  dispensaries in the 
district are now coapezaL+ w i t h  tPle team. 



'It, axplete the data aUecticp, eystem, villager8 were trained in primary 
health ace and data collecticn. lhhlre village health w k c r s  w l e t e  a 
pictum-add forn irxlioating w l u n  they have treated and w;hy. ?he form is 
used to d t o r  Waria, headaches, diarrhea, cutst fracbwm, malnutrition, 
a& dispensary and home deliveries. 

The health worksre are eupervised by diapernsary nuresa. Eadh month a 
nurse is required to collect village health reports and a h i t  the reports to 
either the hospital or the primary health care team. In a&litfon, the nurse 
alm subnits his monthly health report and reports on superviaion and 
vaccimtim. (?here have been several mitoring problcars. Please refer to 
supervisim in Section IV B. ) 

It is the Chief Surveillance Officer on the PRC team w?m mnitors the 
HIS. He collaborates with the hospital on data collection. When data fran 
the HIS becune available, the Chief Suxveillance Officer and his counterpart 
will prepare reports on well-child clinics, vaccinations clinics, 
maternal-child health care clinics, family planning, and on all the diseases 
nxxlitored in the program. mrts depicting vital primary health care 
statistics in the district will also be available. 

In December 1984, Lynne Gaffikin was hired to review the health 
information system. She recognized that much of the data collectioa prcpsed 
in the original project paper was irre1emii"c or inapropriate for the 
measurement of stated goals and objectives. In her report, Gaffikin 
distinguished between gcal4irected data collection and level-ofeffort data 
collection. Fbr example, ane of the revised project activity targets reads 
'knitor the growth of 1300 children under five in bssendjo, using graJth 
charts". If nonitor is to mean three consecutive weight for age rkasurements, 
the 
reflects numbers of children weighed three times or more. This information is 
nut useful for planning or evaluation prrpewes. A more meaningful target 
wculd read "provide follow-up for X% of children under five years of age 
identified as malnourished by project staff". 

Based on Gaffikin's recarmendaticns, the new EHC project advisor has been 
strengthening the system's amlytic a d  feedback aspects. His objectiw has 
W to improve the quality arrd continuity of the existing system. All HIS 
forme will be revised to gather simple but specific informaticn for project 
mm.i toring or planning -8. A system has been set up to check which 
dispensaries and kalth wbrkers have suhdtted their nmthly reports; soon 
there will be fallcw-up m all delinquent dispxwries and health wrkers. 

'Ihe project advisor also altered the system to elimirnte dauble ccunting 
of referral cases. Bferred patients mst now present slips from the 
dispensary or health worker to the muse. 2he slips are tallied mcnthly and 
subtracted from the total number of treated cases. All these revisions have 
taken the! - another reasan wty Qta is llot yet available fran Maesendjo. 

'Ib EBC project adviaor estinatee that ewe data will finally be ready for 
analysis by September 1985. Fie has agreed to send a sunrnvy of these data to 
USKD. Ihe s~anary will be included as an annex to this report. Additid 
data, recently sent to us~~~/Kinshasa by the project advisor, which were not 



available at the time of the evalwtion, have been placed in the project 
files. 

In the future, the RIC team intds to focus an the aptem's feedback 
capabilities. Qre data from the HIS are availahle, the team will diecuss the 
results with diepensary supervisors and health workers. This will enowrage 
the extension workere and allw them to better Weretard surrumdirig health 
problems. Ocnferring on the results with the extensicn workers may t l s o  
provide guidelhes for phnning cammi ty-level R C  activi ties. 

B. Villaqe Health Cbmmittees 

Since October 1983, the RIG team has set up thirty-four health camittees 
in villages with functiming political councils. Eblitical officials on these 
canxlils were asked to serve on the health camnittees. aw! villace health 
camittees are responsible for identifying health problems and animating 
villagers. Bch cumittee member is assigned a task: The president and 
vice-president are respansihle for planning a health program; three 
secretaries head the vaccination, .&ty sanitation, am3 latrine 
.amstmction programs; and a fourth secretary and t k  treasurer m t m l  the 
funds. 

?he camittees are asked to meet monthly to discuss health problems. 
Projects typically chosen by the camittees include construction of mter 
sous-zes and latrines. Site visits show that the villagers have only a yague 
notion of the mrtance of camrmnity health care projects. Only about 1/3 of 
all village health d t t e e s  meet regularly. Active camittees seem to be 
determined by an active leader and/or isolation fran other health facilities. 
Omnittees near the hospital or a dispensary do not function well because 
villagers prefer to listen to better-trained doctors and nurses who have the 
authority to do aperathis and give injectians. 

The camittee is also responsible for selecting the village health worker 
(WW) and collecting 3000 CFA to pzrchase the pharmaceutical kits (total cost 
esthted to be W t  20,000 CFAs) for the M s .  ' ihis axtribution and the 
fees for treatment ara- ta stimulate a feeling of respcnsibility and ownership 
in the villagers. 

Villaqe Health Workers 

Ihe village health worker (W) is selected by the health cumittee. A 
candidate mst be married, literate, and able to earn his living in the 
village. Qrce the WW is selected, he is sent to hsendjo for a two week 
training session. At bbssendjo he lea- ta treat malaria, small burns and 
cuts, am3 diarrhea. He is also taught communlty sanitq practices such as 
latrine a d  water aauce canstruction. Fifty health workers have been trained 
since the beginning of the project. 

The W s  serve cn the health amittee. lhey are respansible for 
animatirq villagers to practice proper environmental and preventiw hcsilth 



marmrss, VHWs also centribte eignificantly to EPI activities, by keeping 
track of under-five8 (the target population), identifying children in need of 
vaccinatians, a& remillding mothers abcut vaccinatian sessians. Each lnxrth 
the V)IW ie asked to record what actians he has taken. 

At the end of his training, the VHW receives a #ummceutical kit 
amtaining petmtive and curative medicines including chloriquine, aspirin, 
bardages, and c-esses, etc. to treat minor problems. Villagers pay for 
their trea-.t. Raymerits are turned over to the treasurer at the end of each 
m t h .  Site visits attest to the fact that users are regularly paying for 
medicines received. In August 1985, a fixed fee far dl1 drugs was instituted 
to facilitate fee calculations. W e r  this q t m r  the axt of drugs is based 
cn the age of the client, regardless of the disease category. Children under 
five years p y  10 CFA for each treatment, while children under twelve p y  50 
CFA; anyme older than twelve pap 200 CFA for each treatment. 

The area in which the RIC team is working is divided into three axes 
(bads); on each axis is a dispensary. ?he dipensary nurse is to supervise 
all of the village health workers on his axis (approximately eight villages). 
'Ihe nurse receives fonnal training in primary health care at the bsendjo 
train.i.ng center. 'Be project provides him with a motorbike and enough fuel to 
make meo?thly visits to the villages. He is also given neoessary equipnent to 
direct the mcci~tlon program. Effective supervision is one of the xmt 
important determinants of project success. lhis is wde clear by ccmparing 
the different axes, On the axis where the supervisor is active and concerned 
abut his wxk, latrines have been built, water sources are clean, and 
medicines are available. On the axes supervised by inactive nurses there are 
are few visible signs of the project's effect. 

The dispensary nurses are supported by tne government : the RIC team must 
work with the mrse selected by the Mir-stq of Health. Sometimes this lack 
of mtrol has mde the project less effective. In sane cases the nurse is 
in-tent or is irdifferent to primry health care activites. In other 
cases, the nurse is competent and m r n d ,  however, sbrtly after training 
he is transferred. (Nurses are usually transferred every three years.) Other 
8uperVisory problems include poor road conditians and vehicle breakdawns. 
Eurj.-ng the rainy seam the slippery clav roads are often impassable; 
d i q , ~  nurses canrrot travel even ten ki1omet.w~ to the next village, The 
nurses do m t  hve the skills or spare parts to repair their motorbikes. When 
the bike breaks down, it rmst be repaired in Mosserdjo. All these probLems 
haw sevented the extensim network to work as effectively as it could. 

D. Traditional Birth Attedants 

Future RIC plans include the developnent of a maternal-child health care 
ccm~cglent identical to the village health worker capmat. Ideally, a 
traditianal birth attendant ('IBA) d d  mrk side by side with the health 
worker; haJever, the TBA waild m l d t  her p i c t u r e  forms indicating the 
lgmrber of preqnant ~ o ~ l e n ,  birthe (dead rvrd live), ard referrals in her v?llage 
to the maternity. ?he RIC muld like to aee metemities hilt next to all the 
dispensaries. l3e TBA at t h ~  xmternity, like the dispensary nurse, would be 
eupeNised by the hospital. 



To date, eight ~ 8 ~ s '  ham baur trained. Itaining ansisted of three ibys 
in the village (in the form of i n f o d  claee/discuaeiona) anl seven day= 
practical work in the hoepital. A -nd training seusion is planned for 
September. Qlr? evaluator felt that the TBA training sharLd take place 
ccarpletely in the villages so that it can focus mainly on skills upgrading and 
on lmprwed home deli very techniques in the vi-llage (where TBAs have been 
practicing for centuries) . 



The implementation plan called for the establishment of a maternal and 
child health (MM) center try December 1983. The center wke not opened, 
hakFever, until April 1985. The opening was delayed because the tuilding 
contributed by the GPRC for the H center was in serious disrepair and 
=--ired much construction, renovation, time, and expense. mere -re several 
cmstructian delays, the most significant beirq the m e  1983 resignation of 
the CARE canstructicn supervisor. 

Renovatian was finally completed in mid 1984, and the center became 
partially aperational i.n March 1985 with the arri?!al of sane equipnent and 
personnel. The center became fuUy operatid in April 1985, although the 
center still had many problems: there was no electricity, an inadequate water 
supply,, and a lack of equipnent (e.g. blood pressure cuffs). These problms 
are still present today. All pre-natal activities are canducted at the 
center, except laboratory work, which is done at the hospital. 

The MH center will provide basic health care to mothers and mildren who 
live near the center (1-2 hcurs walking distance) or who have been referred to 
the center by project-trained health personnel and trzditional birth 
attendants (m). Since the center only became functional in April 1985. it 
is infeasible to e x j  much achievement at this date. Progress is being 
made, but not to the pint where it has significantly imprwed the tzrget 
papllation's health. 

Well-Mld Clinic and lhtrition 
-I- 

?he well-child clinic focuses on growth dtoring @ nutrition 
education. The Mossend jo MM center staff record the weight/age of children , 

five years of age and younger. Under ideal conditions, growth monitoring 4 

occurs at regular one to two month intervals, while nutrition education 
sessions, led by trained animateurs, coincide with the Tiesday and Thursday 
KII: clinics. 

Che of the revised project activity targets for well-child care reads 
'Mnitor the gtwJth of 1300 children under five in Mxsendjo using growth 
charts". Since the objective of graJth mitoring is the identificatian and 
follcm-up of malnarrished children, the project HIS has been designed to 
assess the percentage of children identified as malnourished who are 
mmitored. Project staff have develaped a system whereby a malnourished child 
who does mt return for his or her weighing session receives a follow-up visit 
fran M3l or EHC pwscrulel. 

At the village-level, W s  &tor the growth of children five and under 
using ambads. a l d r e n  identified as mdlnarrished are referred to rural 
dip-nsaries and EYW centers for follw-up. Cbe of the revised activity 
targets reids %nitor the grawth of 110 Children under 5 in 3 villages using 
gradi\ chartsw. ?his activity target was achieved cmly because EPI personnel 
weighed children attending M z a t i m  programs. The use of scales by VHWs 
for gracrth dtoring pupases has not, to date, been undertaken. Project 



staff envision the psibility of a third training session for VHWs, focusing 
on nutrition and growth monitoring. VHWs who successfully caplete the 
training ccurse will be furnished a scale and growth charts for use in their 
village. 

'Project staff stress that it is uselem to detect mlnutrition if 
follcrw-up services sre inadequate. At present, the project advisor eatimates 
that most mothers of malncurished infants obtain little appropriate nutrition 
information frar, rural dispensari-3 and MCH centers. In the next phase of the 
project, a milnutrition reference center viill be. established at each of four 
MCH centers. Tbse reference centers will combine nutrition educatian with an 
on-site feeding program. Wst food for on-site feeding prqran will be 
provided by the family of the malnourished child, althcugh agriculture project 
surplus and Wrld Fbod Program donations will also be utilized. 

C. Expanded -ram of Immunization (EPI) 

1. The Cbld (hain. .Immunization activities began after a cold chain was. 
set up in Mxsendjo district in August, 1983. The following November, 
ixmnunizaticm activities were extended to three rural centers and by May, 1984, 
immunization activities in EIossendjo were transferred fran the hospital to the 
MCH center. ?he capacity and quality of refrigeration equipment in the cold - 
chain is adequate. Rxtable equipent for transprting vaccines such as 
standard vaccine carriers, thermos, and backpacks are available in sufficient 
quantities. All vaccines used in the project are procured through 
~ l ? ~ / ~ r a z z a v i  ble . 

Hamgement of vaccines and equipnent is satisfactory. A system of 
tempxature recording and reporting has been set up at rural dispensary 
level refrigerators for ccnstant monitoring purposes. ?he refrigerators work 
well, but financing Zerosene is foreseen as a problem. At present, CARE is 
supplying one jerrycan (20 L) of kerosene monthly. CARE should look into the 
pssibility of uaing solar refrigerator systems to solve long-term kerosene 
problems. 

2. EPI warehcuse. The ED1 mehcuse, established in mssendjo in 
JZmuary 1985, has ra electricity; the freezers and refrigerators re? on 
kerosene. 'Ihe capacity cf refrigeration equipnent and the quantity and the 
stock of vaccines are sufficient. Depletion of vaccine stocks, prccured at 
the regional level in Lxbm has occurred, whereas no such problems have 0 

occuz~ed with vaccines p m e d  in Brazzaville. EPI promrement activities 
need more regional support. There seems to b insufficient coordination 
between CARE and the regional level. 

3. iraccination stratmy. Three distribution strategies are currently 
employed in the vaccislation program: 



'Ihe fixed etrategy where mothers bring their children to the 
centers for vaccination; 

?he advanced strategy where the nurse fnrm the center gces to 
the villages on appointed days and vaccinates children. This 
strategy has a disadvantage; - it is impossible for the nurse 
to keep mmination ap~intments in the rainy season because of 
poor mad conditions ; and 

The assisted strategy which was implemented to assist nurses 
during the rainy season. ?he FHC staff fran Mossendjo travel 
alme or with the dispensary nurse to the villages to vaccinate 
the children. 

4. Vaccination schedule. 

. The fixed centers give all vaccinations every l'be+ay and nursday. 
ake target age gmp8 are : 

Bcl; ... birth - 12 months 
DFT/mlio . . . 3 - 24 months 
Measles ... 9 - 36 months 
%tanus toxoid ... expectant wthers after the 6th xmth of pregnancy 

5. Supervision. Supervision by the R C  team is scheduled on Wednesdays, 
Thursdays, and Ridays. The team obtains the nurse's immunization schedules 
for the month and bases its cwn supervisory schedule on the nurse's. Although 
regular supervision is prcgrammed, road ccnditicns, fuel, maintenance and 
repair of vehicles are limiting factors. 

6. Provision of services. At the time of cur evaluation, statistics were 
unavailable to assess project activity targets; however, a vaccine coverage 
survey was conducted in May 1985 by CXXD/Cbngo. Ihe results for Mossendjo are 
as follows: 

Vaccine 
BQ; 
DFT/mlio (1) 
~ET/Fulio (2) 
DFT/mlio (3) 
Measles 

Ektraplating on the baris of the coverage survey, ard making the 
follcwing assumpti- - (a) infant nmrtality rate is 9O/ iO ,  (b) under-five 
mrtality rate is 215/1000, ( c )  the mccine merage holds for the entire age 
cjraup being vaccinated, (d) in 1985, there are 5928 children under five in the 
w e t  area, the following estimtes can be made: 1,606 children under three 
were inrrmrnized with m l e s  vaccine, 1,044 children under ane were immunized 
with BOG vaccine, 1,924 children under four received cne dose DVT/mlio and 
1252 of the 1924 children were immrnized with tm or three doses DET/mlio. 
m s e  estimates are well above the project activity targets. 



Fbr women of childbearing age (15-441, one of the original 
intermediate goals calla far 10% of the wmen to be inmudzed w i t h  tetanus 
tacoid (TT) by the 24th project mth. Over the pat year haJever, TT was 
g i m  only to pregnant wanen at the hospital and was not administered 
rartinely to kcmen of childkearirq age. As of January 1985, TT innoculatims 
became part of the fixed center and MCH center activities. %sed on the 1983 
ba~~line data birth rate of 40/1000, in 1985 there will be approximtely 1347 
pregnant wren in a total poprlation of 33,692. At the time of the 
evaluatian, 821 (61%) expectant aothers had received a first dose of TT and 
295 (36%) had carrpleted the series of two. 

Immunization activities are highly eatisfactory. AJ.1 project activity 
targets were reached. Age grcupe for the targets sha~ld be written to 
correspand to vaccine age, haever. 

D. Curative Activities 

"fif ty percent decrease in the incidence of measles, gastroenteritis, 
malaria, and intestiml prasites among children uder-five and pregnant muen 
of the target ~apllation" was one of the project's intermediate goals. 
Dieease incidence is an unreliable indicator of health status because it is 
dependent an reporting, utilization of services, and accurate diagnosis. It 
is also dependent on coverage. As coverage increases, repP.ed iincidence will 
increase, making it hard to determine whether there has b e e f 1  a true change in 
incidence. 

T b  determine the cunmunity-level disease incidence, one must conduct a 
careful ccrmrmnity survey. It is possible to get the cases reported by the 
health facilities, h t  it is more imprtant to obtain those that did not use 
the health facilities. W i W t  a camunity survey, this information wuuld be 
impossible to obtain. Thus, the team has based the evaluatian findings, not, 
on whether there h s  k e n  a decrease in the incidence of disease but on the 
services being provided to ccmbat those diseases and the progress has been 
made. lhese servicxs are described belcw. 

1. Measles. FYm hxnker through March 1984, a vaccination amp .gn 
against measles was ccducted. In July 1984, the advanced strategy for 
vaccination was initiated, atti nurses from the three fixed centers went to the 
villages to give measles vaccination. The high percentage of children 
vaccinated (59%) in the 12-23 mxlths age grcup, indiaated in the M y  1984 
vaccine coverage suntey, reflects the campaign's success. 

2. Diarrheal dh?a~eS. Rzring their training, the W s  are taught to 
recogni<the signs of dehydration and to treat it with bme-made sugar-salt 
solutions or to refer the patient to the dispensary. ?he VMJs al& 
damstrate the preparaticn at the haaea~sde sugardt soluticns to mothers. 
The 1983 KAP survey estimated that 9.5% of the hmen suneyed gave sugar-salt 
aolutim to their children. The 1985 survey, using cluster sampling, indicate 
that 10.5% gave sugar-salt edluticns and that 37% went to a W when their 
children had diarrhea. 



Re-trained VHWs will be taught to give oral rehylratim salt (OE) 
packets for dehydrated children in the dispenaariee. The number of ORS 
packets sold will be documented in the VHW Registration Fbm. me number of 
ORS packets sold can be a measurable factor over the years, 

Causes of diarrhea are not readily understood and the sugar-salt 
mlutim (SSS) is not readily accepted Sy mothers in t'le dehydration 
treatment. Studies should be d u c t e d  to obtain increased acceptance of SSS 
and oral rehydration therapy by nrothers. Acceptance aleo depends on the 
health education activities of health personnel concerned and their 
informtion, educatim, carrmunication (IX) capabilities, 

3. Malaria Originally, ccarbatting malaria was not a project activity, 
al'mh it has recently been initiated in mnjunction with the 0 project. 
Qmbatting malaria includes a single dose presumptive chloroquine treatment of 
all fevers in children under five years of age, weekly dhemoprcrphylaxis of 
mmm Caring pregnancy, and curative treatment of malaria cases. 

The single d&e presumptive treatment of chlorgvine lCkng&/day 
recamnended by CCCD has not been totally accepted as yet, It has bee;? noted 
that this regime certainly decreases temperature h t  relapses ask mre 
frequent with single dose treatment than with curative treatment of 
lCEnq/kg/day for three ccxlsecutive days. 

At present, malarial chenroprcphylaxis of pregnant wcben is not oonducted 
by VHWs. This is done at the hospital, rural dispensaries, and the MCH center 
because of logistical problems (i .e. insufficient stock). It is anticipated, 
however, that in the future, W s  will be able to give nralaria prophylaxis to 
pregnant wcaw . 

The reporting results of a KAP survey oonducted in by. 1985, indicated 
that of 283 children under five with fever during the prior two w e k s ,  129 or 
54% had been seen and treated by a health worker. ND other data cm malaria 
prophylaxis was amilable at the time of ax evaluation, ?he project staff 
still .need to implement activities -rning the control and preventicm of 
malaria and diarrheal diseabe. hta collecticn cn inprtant target diseases 
such as malaria, shculd be improved. Rsgularity of monthly reports tumed in 
by W s  is also important becaust! the number of cases actually treated can be 
determined fran the W registratim form. 

4. Intestindlpsites. H w  can one measure a decrease in incidence of 
intestinal parasites? HC3W can ale find "reliable" Laseline data on the 
incidence of intestinal pasites3 Evlen if mass stool suveys are conducted, 
are the data reliable? Unrealistic targets generate unrealistic expectations 
f.rrm individuals monitoring md evaluating project progress. Prior to the 
evaluaticn, rm baseline data was available cn the incidence of intestinal 
parasites. 

W s  implement target-related of environmental uanitation and health 
eduatiolr activities (See W Section). It is anticipated, haever, that the 
retrained WWs will be trained to provide Mt?bendaaole, a vermifuge drug. 



The implementation plan stated "Establish pbrmaceutical warehouse a t  
EJoseerdjo w i t h  three mths stock". This stock was established i n  me 1984 
with medications remainirq from supplies ordered for the WIW ki t s .  CARE 
obtains drug8 and applies for the warehouse fran the Qngo (Brazzaville), 
Kenya, and the United States. The warehouse s t a f f  is re-ible far 
resupplyirq the VHW ki t s .  When resupply is needed, the W s  inform the  VHC 
who i n  turn gives the list of orders to the nurse suprvieor fran the rura l  
d i q e m a q  during his supervisory v i s i t  to fAe village. ?he supervisor then 
takes the list h ~ c k  to -send jo. Scmetimes, the W s  axe t o  Fbssend jo to 
subit their mnthly r e p r t e  and to reorder. ?he village must reimburse the 
MIW for t ransporta t im cnsts, eo this is not d m  regularly. lhis should be , 

encouraged, however, because it ensures regular antact between the VHW and 
the H C  team i n  Mssendjo. When the roads are good the supervisor has no 
problem traveling to the vil lages because 'nr receives h i s  transport costs fran 
the project. 

'I& villagers a r e  charged for  medicines and treatment. Ckarges fo r  medicines 
are based an the actual ccwt of drugs, and the mmey obtained has been famd 
to be suff ic ient  to cover actual costs of drugs plus t r a n s p r t a t i o n  costs. 

S i t e  v i s i t s  a t t e s t  to the fact that users are regularly paying for 
medicims received. VHW records also ahow tha t  fees are collected from 
c l i en t s  a t  nost v i s i t s .  While vil lages are generally p r ,  they have i n  
practice paid for services they value. The user-fee system and the revolving 
drug funds established by the system seems to be the keys to a largely 
s e l f - f i m c i n g  sustainable vil lage W C  system i n  Mossendjo. 

User fees i n  most H C  programs ars i n  fact fees for nredickes. A review 
of the WW records revealed that  everyope * is seen by WT recei~~es not only 
a d iagwsis  but a drug of some kind. Providing m i n l y  those services that 
c l i en t s  denand and are willing to p y  for appears to have led to a near 
excluve t.mphasis on curative services, aprt  frnm vaccines and prophylactic 
administration of chloroquine. Iacking are the kinds of a c t i v i t i e s  such a s  
m- -c l in i ca l  educational activities, surveillance, that  i n  turn can lead to 
lang-term imp-t and changes i n  the health status. In short, the ef fec t s  
of the reliance on user fees need to be considered for most H C  systems. Have 
AIC systems becane drugdriven systems? 



?he CARE/Cbngo RIC staff members have collaborated w i t h  a number of 
projects in and arand M  send jo. ?he Qngo CCXP program lms provided 
training and materials a d ,  nrue .recently, conducted a mcci~tion coverage 
m y  of msendjo district. Project staff also work with German Cboperation 
personnel reeponsible for EHC activities in Kibango, Lubum, Makabana, ard 
DitFenie districts. 

1 .  the past, RIC staff have pmpsed several linkages with the CARE/(bngo 
agriculture project. It was recoaanended, for example, that a member of the 
agricultural cooperative participate on each village health amnittee. (In 
December 1984, a cooperative member served on 79% of all village health 
axmittees.) hresent staff, however, feel that this 1inkage"is of limited 
value to either project, For the future, an exchange training program is 
bing considered. If adopted, aqricultural qrative e r s  will receive 
training in diarrhea and milaria control and village health mrkers will 
receive information on crop diversification. lJm that the village-level 
grcundwork for both projects has been laid, it is reasonable to expect 
increased collaboration in the future. 

The strongest potential linkage for k,mting H3C project impact lies in 
nutritim (see Well-Child Qinics and Nutrition, Sctian V.B). Improved 
nutrition -ledge on the part of MIWs cmld d r a w  mthers to agricultural 
activities. Nutrition-related activities with mothers, for example, might 
increase village-level demand for vegetables. Fbthers might then call on the 
expertise of the men in the village wfio have learnedmcp diversification 
techniques. (AIC staff remarked that the mother, herself,. is often 
constrained frcan growing a mall garden by her cvrrent workload. Nutrition 
project staff are currently examining ways to make weaning food production 
less labor intensive for the mother and, hence, increase her time available 
far other activitied. ) Qose ~wllaboraticm &tween the C?UE/Cbngo RIC and 
nutrition educatim projects is envisioned for the future. 



A. m t r a t i n g  a neasurabla effect on health status due to primary health 
care activities requires the follawingr (a) a well-established health care 
infrastructure; (b) baseline data; and (c) an established and functicming 
health information system (.XIS). 

B. ?he HIS for a HIC program shculd be simple and shmld be designed to 
provide information necessary for program nonitoring, planning, and 
evaluation. n'K HIS aha~ld not be designed to collect data ard informtion 
for the sake of collecting data and infornuation. 

C. Project activity targets should be developed by individuals who are 
thoroughly familiar with health care deliifery systems and, who can identify. 
realistic health program outputs. Unrealistic targets generate unrealistic 
expectations fran individuals mitoring and evaluating project progress. 

D. In addition to providing data on target diseases, the HIS should also 
provide feedback informatim on health care delivery services. The feedback 
system will assist central staff to monitor and supervise peripheral staff 
activities. (In this project, for instance, activity targets have ?xen 
established for village health workers. S u p e ~ s o r y  staff can, thus, focus 
attention on the mrkers who have difficulty attainirg the target. ) 

E. hren the most sophisticated HIS cannot measure every"Lhing. Information 
critical to project mnagement and review, and the rationale for collecting 
each category of information, sbuld be determined during the project design 
phase. Ideally, an expert in HIS design should servc! as a member of the 
initial project design team. 

F. Primary health care is a relatively new conce~t. Whereas the demand for 
certain services (immunizations) is high, the demand for other sa7rices 
(education, well-child care, growtha~nitoring) may be much lower during the 
initial years of project implementation. l h i s  factor should be taken into 
consideration wfien develaping activity targets and designing program 
activities. 

G. Ihe existing health infrastructure system sha~ld be a primary 
oonsideration during project design. In several instances, project designers 
envisid "integrated" services when, in fact, integration is not possible 
because of the existing health care services structure in the Cbngo. 
Cbngolese health care officials m l d  have been best suited to provide this 
infomation. 

H. Ihe inplementatim of RIC services projects genedly follm this 
pattern: hring the first few years of inplementaticn, financial inputs for 
equipent, materials and techniaal services are greatest. During the 
follaJing several years, supervisim, arxi training costs predaninate. M n g  
the fiml #mse of bplementation, inputs are gradually reduced a d  all 
respmibility is tranoferred to l d  persaulel. Ihe hgact of a EHC pmject 
is most reaeavlbly measured after m l y  establishd services have been in 
operation for at least three pars. 



I. A FHC project w i l l  attain maxinnrm h p c t  thra.~gh collabxatim and 
integration w i t h  other camrmnitpkased develcpnent activities (see Linkaqes ) . 
J. A national H C  policy and host govenunent support of EHC mcept s  i s  
essential to project success. The hcst government policy -erning FHC 
ehaald senre as the basis for project design. Project design sharld always be 
directed tok~lrds national health goals. (GPRC policy cn RIC was established 
in  a Note de Service dated h e  4, 1985). 


