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1. iRwr0ucricy 

1 .1. ___ 

The Basic Rural Health 11 Project (660-0107) known as SANMJ II 
(Projet des Soins de SantA Primaires en Milieu Rural) is the successor to 
the Basic Rural Health Project (660-0086) known as SANIu I. SANRU I 
successfully assisted in establishing a sustainable cmuiity-supported
primary health care (PHC) system in 50 rural zones, to combat the 10 most 
prevalent public health problems in Zaire. Project assistance was

provided in the form of basic equipment and medicines needd to transform 
250 dispensaries into full-service health centers, technical assistaroe,
educational materials, and training for health personnel, as well as
 
office equipment and vehicles to establish supervisory capacity for the 
rural health zones (IZE). 

SANRU II prcoses to expand present SANRU I activities into 50 new
 
rural health zcnes, effectively doubling the scope of its predecessor.

(bntinued 81UPPort will be provided to further strengthen the 50 zones 
assisted by SANRU I. In addition, important new activities will be 
initiated. These activities include support for national and regional
coordination of PHC activities, regional/sub regional supervision through

the Ministry of Health, national pladning of water systems,

intensification of water and sanitation activities and provision of
essential equipment needed to upgrade reference health centers and 
hospitals. SANRU I's project life basically coincides with the GOZ's

first five-year National Health Care Plan; SANRU II's project life will 
coincide with the second five-year plan. Like SAMU I, the successor 
project will be a collaborative effort between Uhe Government of Zaire 
(GOZ), the Blise du Christ au Zaire (ECZ), participating rural health 
zones, Peace (brps, and ISAID. The EX2M will be the implementing agent
for the rural health activities; the NWtional Rural Water Service (SNIR) 
will be the implementing organization for national and regional water
 
activities.
 

The project responds to the GOZ policy decision to improve the health 
status of the rural population by increasing the proportion of people

that have access to basic health services. The increased access will
 
result from the continued reorientation of a curative health care
 
delivery system to one emphasizing preventive, prcumotive, and basic
 
curative services at the village level. Specifically, the project will
 
assist participating health zones to transform curative dispensaries into
 
full-service prevention-oriented health centers. The services offered 
will generally include: 

C'
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- health and nutrition education 
- trder-five clinics 
- pre-natal clinics 
- maternity services 
- family planning 
- vaccinations 
- control of endemic diseases 
- basic curative services, including sinple laboratory examinations 

Yn addition, health centers will promote comunty-based FHC 
activities such as oral rehydration, growth monitoring, malaria 
treatment/proophylaxis, the in0rovement of water sources, and sanitation
 
meabaies.
 

Village development committees will be organized to promote
commity-based PHC activities. VIunteer village health workers ('AWs)
and traditional birth attendants (TSAs) will be identified and trained, 
or, in some instances, village development committee members themselves 
will be trained to deliver these services and to make appropriate and 
timely referrals to th&next level of health care. 

Training will Le a major cOmpxixent of the project. The project will 
train or retrain some 5,0 0 personnel who will-provide supervision and/or
support in the planning, organization, and delivery of P!.C. 7he project
will utilize the appimot7hes developed and refined in SANRU I for 
retraining various levels of health personnel and for identifying and 
training VHWs as well as traditional birth attendants. 

Thr-project will set up a system far collecting and sharing
experiences of participating health zones and will support the 
development of a national health information system and an inproved drug
distribution system. Assistance will also be provided to strengthen the
capability at national level to plan and coordinate water activities in 
Zaire and to develop sub-regional water brigades. 
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EMBASSY OF THE 
UNITED STATES OF AMERICA 

Agency for International Development 
Kinshasa ' 9" W 

1.2. ACTC/ MEMORANIXIM FOR THE DIRWMR 

Date: August 19 , 1985 

b: Riclard L. Podol, ,ssion Director 

From: Join Wiebler, Acting Program Officer 

Thru: Arthur S4. n, Deputy Director 

Subject: Basic Rural Health II (660-0107) 

Problem: 

Your approval is required to authorize a grant of $19,750,000 from the Healtl 
appropriation to the Government of Zaire (GOZ) for the Basic Rural Health II 
project (660-0107) subject to the availability of funds in accordance with the 
USAID OYB allotment process. 

Discussion 

A. Project Description: 

The primary focus of the project will be the development of rural health 
zones. This will include further strengthening of the fifty zones assisted 
under Project 0086 and th creation and development of fifty new zone-. The 
development of fifteen new zones will be initiated during each of the first 
two project years and ten each during each of the next two years. In total,
720 health centers will be developed, including 100 reference health centers. 
The project will provide training, technical advice, constructin/renovation,
and financial support to health centers and health zones as well as to 
regional and national supporting services, stressing finarnial and program
management, logistic support, (especially for pharmaceuticals), and regular
statistical reporting. A major emphasis will be strengthening community
participation through formation of village development committees and training 
of village-level health workers. The project will promote a multi-faceted 
approach to endemic disease control in the rural health zones. Under-five 
clinics, vaccination programs (in close collaboration with the OOCD Project),
health education, and water sanitation activities will be programmed to combat 
endemic diseases including malaria, measles, tuberculosis, malnutrition, and 
diarrbeal and other water-borne diseases. Water and sanitation improvements
will receive major support through spring capping, drilled and band-dug wells,
water-Eystem installation, and latrine construction. Support to the National 
Rural Water Service (SHR) and sub-regional rural water brigades will ensure 
technical back-up for rural water activities and strengthen the brigades'
capacity to continue providing such technical assistance after the project 
ends. The project will be implemented in close collaboration with existing
N130-spcnsored health activities whenever feasible. 
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B. Financial Summary 

The total USAT] contribution to the seven-year life-of-project cost is 
$19,750,000. The Goernment of Zaire will contribute the approximate 
equivalent of $24,000,000 in local currency for personnel, facilities, and 
other operating costs. The USAID/GOZ life-of-project cost is therefore 
approximately $43,750,000. In addition, the Peace Corps will provide 
volunteer assistance to the project valued in excess of $6 million. Other 
bilateral and multilateral donors, te ECZ and other NGO's are also 
participating with support estimated to value about $13 million. 

C. Implementation 

The project will be implemented through two bilateral grant agreements between 
USAID and the GOZ: one agreement will be signed with tie Ministry of Health 
naming te Churh of Christ of Zaire (ECZ) as the implementing ageny for 
execution of the rural health services ccmponent; the other agreement for the 
water component will be signed with te Ministry of Agriculture and Rural 
Development to be implemented by the SNHR. 

D. Ccmmittee Action and Cngressional Notification 

The project was reviewed b te Project Committee. As tere were no 
unresolved issues, the Project 4Qomittee corcluded that the project should be 
forwarded to yoi for authorization. A Congressional Notification was 
submitted, and cleared on August 2, 1985. 

Recommendation:
 

That you sign the attached Project Authorization and thereb authorize the 
project. 

Drafter: PRM: J. Wiebler 

Clearances: PHO: G. Post 

DE0: H.L. Braddock 

CONT: R. King l, 

617



1.3. Project Authorization
 

Name of Country: Zaire 
 Project Name: Basic Rural Health II 

Project Number: 660-0107
 
I. 	Pursuant to the Foreign Pasistane Act of 1961, as amended, I hereby
authorize the Basic Rural Health II project with the Government 
of Zaire
involving planned obligations not to exceed $19,750,000 in grant fundsover the 	planned life of project of seven years from the date of iritialobligation, subject to the availability of funds in accordance with tIn
AID 	OYB allotment process.
 

2. 	The project will establish in one hindred rural health zones a sustainable
system of commmnity-supported preventive,primary hellth care 	 promotive,services to combat the ten most 
and basic curative

prevalent publichealth problems in rural Zaire. 
3. 	Goods and services, except for ocean shipping, finaned ly AID under theproject shall have their source and origin in the United States except as
AID has or may otherwise agree in writing.
 

Ocean shipping financed lj AID under the project shall, 
 exceptor may otherwise agree in writing, be finaned only 	
as AID ns 

on 	flag vessels of theUnited States or the Republic of Zaire.
 

4. 	 Prior to any disbursement, or the 	issuance of any commitment documentsunder the project agreements, the cooerating country shall furnish,form and 	 inlsubstance satisfactory to AID, a statement naming the personholding Or acting in the office of the Grantee specified in Section 8.2 ofthe Project agreements, and of ary additional representatives togetherwith a specimen signature of each person specified in such statement. 
5. 	Prior to disbursement under the Grant, or to the issuance by A.I.D. of
documentation pursuant to which disbursement will be made, for any purpose
other than to finarce the services referred to in Section 4.1 of the
Project agreements, the Grantee will, except as the Parties may otherwise
agree in writing, furnish to A.I.D. in form and substare satisfactory to
A.I.D., the evaluation program referred to in Section 5.1 of the project
agreements.
 
6. In the project agreement with the Ministry of Health, the cooperating
 

country shall covenant:
 

a. to establish an evaluation program as part of the project;
 

b. to agree that prior to the initiation of project-funded constrtionor water/sanitation activities, these activities will be subject toan enviromental review condctrted ty A.I.D., and that decisions andrecommendations resulting from this review would be reflected in theiuplementation of such activities. 
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c. 	 to budget for and make available in a timely mamier all necessary 
budgetary and hummn resources needed at participating rural health 
zones, at the offices of thirteen project-assisted sub-regional 
medical inspectors, and at the offices of the eight (rural) regional 
medical inspectors; 

d. 	 to assume the costs of transport (fuel and maintenance) and
 
supervision to be performed ]y the staff of the eigt regional
 
medical inspection offices and the thirteen project-assisted
 
sub-regional medical inspection offices;
 

e. 	 to provide from its own budgetary sources (i.e., excluding
 
counterpart funds) sufficient funds to maintain adequate
 
supervision/transport within the FOZs as the Grantee
 
counterpart-funded subsidy for these costs is phased out;
 

f. 	 on condition that the University of Kinshasa nine-month certificate 
public health traing program (considered equivalent to Master of 
Public Healtn training) begins in 1986, 

(i) to ensure that the primary health care (PHC) plysicians (chef de 
bureau for PHC) posted at the eight rural regional medical inspection 
offices will, by the end of 1987, have undergone MPH training or 
equivalent; 

(ii) to ensure that the sub-regional medical chiefs posted at the 
thirteen subregions selected for SANRU II assistance will, by the end 
of 1989, be plysicians who have undergone MPH training or equivalent; 

(iii) to make all efforts to ensure that the eight (rural) regional 
medical inspectors will, bly the end of 1988, be plysicians who have 
undergone MPH training or equivalent; 

g. to agree that the project shall play a major role in the development 
and management of the restructured FC1NHES or an] other Governmental body 
that is established to plan and coordinate primary health care in Zaire, 
particularly in developing and managing selected activities of this 
organization (such as the health information system and training programs) 
as described in t'-. project paper; and, 

h. to agree that the ECZ will be the primary imp] menting agent for the 
project. 

7. 	 In the project agreement with the Ministry of Agriculture and Rural 
Development, the cooperating country shall covenant: 

a. 	 to establish an evaluation program as part of the project; 

b. 	 to agree that prior to the initiation of project-funded construction 
or water/sanitation activities, these activities will be subject to 
an environmental review conducted bly USAID, and that decisions and 
reccmmendations resulting from this review would be reflected in thm 
implementation of suh activities. 
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c. 	 to create a Coordinating Committee with respcnsibilities for 
reviewing project progress, resolving iuplementation problems, and 
providing policy and strategy guidance to te national rural waterprogram; 

d. to budget for and make available in a timely manner all necessary
budgetaxy and human resources needed to support National Rural Water 
Service (SHR) participation in project activities; 

e. 	 to agree to the institution of management, financial, and 
organizatioral reforms at MM in order to izprove its performance
and make it more responsive to its mandate to coordinate, plan, and 
deliver rural water services; 

f. 	 to agree to close and intensive supervison of the activities of 2NM 
field stations and brigades; 

g. 	 to provide SNR with additional office space either by relocating to 
more spacious premises or by refurbishing and expanding the current 
SNHR central office; 

h. 	 to provide, or cause to be provided, in a timely manner, adequate and 
secure office and equipment space for all 26 SNHR water brigades to 
be assisted during the life of project; and 

i. 	 to identify and assign in atimely manner at least one counterpart 
for each long-term tecIhnical advisor and provide office space for use 
ly each long-term teclnical advisor. 

8. 	 The project assistance ccpletion date (PACD) of this project is September 
30, 1992. 

Date 	 ME 1 
Mission Director 
USID/Zaire 

/
 



2. IPJE= BACMR3MD AND RAIONALE 

2.1. Health Background 

Zaire, which extends over an area almost as large as Western Europe,
has a total population estimated at 30 million. This makes it the most 
populous nation in Central Africa with the fourth largest gcpulation on
the continent. The crude birth rate is estimated at 48 per 1000 and the 
crude death rate at 16 per 1000, resulting in an annual rate of natural 
increase of 3.2 pero.nt. At this rate, the population of Zaire will
double in about 22 years. The total fertility rate is 6.2, which means 
the average woman in her reproductive lifetime will bear approximately 6 
children. The rapid population increase dictates a corresponding
increase in the need for delivery of health services, particularly to the 
most vulnerable groups - mothers, infants, and children. 

Malaria is the leading cause of death in Zaire. Malnutrition is 
widespread. An estimated 40 percent of the children under five are 
chronically malnourished, while 6 to 10 percent are acutely
malnourished. The National Nutrition Planning Center (CEPIANUr),
developed through the collaboration of the GOZ and USAID, estimates that 
more than 50 percent of the morbidity and mortality of the Zairian 
population is directly or indirectly attributable to malnutrition. The 
infant mortality rate is currently estimated at 114 per 1000 live 
births. Measles accounts for about 12 percent of the deaths of 
pre-school children, ranking second only to malaria. k.ute respiratory
infections and diarrheal diseases also major of morbidity andare causes 

mortality.
 

Maternal mortality is also high, largely as a result of complications
of childbirth and the deleterious effects of maternal malnutrition and 
endemic diseases (especially malaria). These are comipounded by the low 
level or lack of prenatal care, untrained traditional midwives,
unsanitary delivery conditions, and closely spaced pregnancies. 

Many problems that result in morbidity and mortality particularly 
among mothers and children, could be prevented through wider access to 
basic health services - especially maternal and child heath services - as 
well as to improved water, environmental sanitation, and health and 
nutrition education. 

The GOZ inherited from the colonial period a complex system of health 
services offered through a mixture of state, Protestant, Catholic, and 
private hospitals and dispensaries. Fundamental financial, structural,
organizational and managerial problems, and the lack of sufficient 
numbers of trained personnel limited the capacity of the health system to 
provide essential services. In addition, the system was primarily
curative and hospital based, and was estimated to reach no more than 15 
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percent of the population. Thus, in order to meet the challenge of 
improving the health status of the population, the GOZ recognized that an 
entirely new strategy would have to be introduced that would provide
basic preventive, promotive, and curative services in the comunities,
 
particularly in the rural areas where more 
than 70 percent of the
 
population resides.
 

2.2. The GOZ Primary Health Care Strategy 

2.2.1. Histo 

Since 1975, efforts have been made to completely reorganize the
health services in Zaire to reorient both the public and private sectors
toward primary health care, and to standardize the administration of 
health services throughout the country. 

National seminars sponsored by the Protestant and Catholic Churches
 
respectively were held in 1974 and 1975 
to discuss the problems of
ommunity health. The latter seminar resulted in a document, "Health and 
OQmmunity in Zaire," which described the need for "health zones" and 
encouraged the GOZ/Ministry of Health (MMH) to begin a nationwide 
initiative. While the GOZ was receptive to the idea, resources to 
finance such a major program were not available. As a result this first 
"health plan" was never implemented on a national basis. During the
period 1975-1980 a few pilot programs began decentralizing curative care
from the hospital to satellite health centers and organizing preventive
and promotive FlIC activities at the community level. Programs in
Kasongo, Kisantu, Vanga, Bwamanda, Kimpese, Katana and elsewhere were 
trying out the primary health care and health zone concepts. These pilot 
programs later served as models for the development of a five-year
National Health Plan (1982-1986). 

In 1981, the MCH of Zaire officially adopted the Alma Ata objective
of "Health for all by year 2000" through promotion of decentralized 
primary health care. Primary health care (FHC) is defined as essential
promotive, preventive, and basic curative health care made universally
accessible to individuals and families in the community by means 
acceptable to them, through their full participation, and at a cost that 
the community and country can afford. 

The GOZ's primary health care strategy is designed to combat the 
major diseases that can be controlled by preventive and basic curative 
interventions. Although primary health care activities may vary from 
community to community, ideally they should include: 
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- maternal and child health care, including uraer-five clinics, 
vaccinations, prenatal care, maternity services, and family planning 

- health education 
- promotion of nutrition and agriculture
 
- control of endemic diseases 
- water and sanitation 
- basic curative care
 
- referrals
 

The GOZ has recognized that three basic support elements are
 
necessary to implement and sustain an effective primary health care
 
program: appropriate training and continuing education of health and
 
community personnel; regular supportive supervision; and the reliable 
provision of basic drugs and supplies.
 

2.2.2. Rural Health Zone qOncept (HZ) 

(1) Structure/Organization
 

The first five-year National Health Plan (1982-1986) mandates the 
decentralization of the health care system by the creation of 
approximately 300 well-defined rural health zones (NIZs). The health 
zone concept was developed to coordinate and standardize the 
administrative and technical supervision of all health services within a
 
specified geographic area, and to ensure coverage of the entire
 
population with preventive, promotive, and basic curative services. 
Prior to the introduction of the health zones, within a given geographic 
area, state, Catholic, Protestant, and private dispensaries coexisted,
 
each with an independent adminstration, overlapping coverage, and few, I
 
any, preventive or prc:4tive activities.
 

The objective of the National Health Plan is to begin 30 new health 
zones per year with the .goal of 140 health wnes functioning by 1986, and 
approximately 300 IZs operating by 1991. The plan proposes that every 
year each operational health zone would transform 3 dispensaries into
 
health centers with functioning primary health care programs. At this 
rate, approximately 70% of the population would have access to primary
 
health care services by the end of 1991.
 

Each rural health zone serves a population of 60,000-150,000. The 
boundaries of the IIZs do not necessarily correspond to 
political-administrative divisions but are planned to respect ethnic 
and/or geographic areas that can reasonably be supervised by the HZ 
team. Th9 health zone limits are proposed by the zone reference hospital 
and approved at the regional level. Each HZ h a reference hospital, 
which includes the central office of the zone, 1-3 reference health
 
centers, and 15-25 health centers, each with a catchment area of
 
3,000-10,000 people. Each health center serves 5-10 villages with
 
populations of 400-2,000 per village. (Se, Figure 2.1) 
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The health center is the key link in the health zone structure. The 
health center zatchment areas are carefully delineated to esure cmplete 
coverage of the population without overlap. Health centers are staffed 
by at least we nurse and several aides who are responsible for providing
basic PHC services e'nd for supervising cmmunity-based activities within
the catchment area. Aproximately 90 percent of health problems can be 
treated at the health center; the remaining 10 percent are referred to a 
reference health center or to the reference hospital. 

Reference health centers (RMCb) are established as intermediate 
structures in areas of health zones that are relatively far from the
hospital. A reference health center is staffed and equipped to treat all 
but the most serious referred cases (which require specialized 
services). The IRC also serves as a supply depot for vaccines and 
medications that are required by surrounding health centers. 

(2) !" 2Met 

Rural health zone activitias are coordinated and supervised by the 
medical chief and the central office of the zone. Each zone has a 
Committee for Health and Welfare, with representation from the 
traditional health sector and communities within the zone, which has 
oversight reponsibility for health activities. An Administrative Omunil 
is responsible for administration of the health zone. The council 
Includes the sub-regional medical chief, the zonal medical chief, the 
medical director of the reference hospital, and respresentatives from 
every organization in the zone that is involved with health activities. 
A Management ommittee, vindch assists the medical chief with the 
executio-of the program formulated by the Administrative Council,
includes the zonal administrator, supervisors, pharmacist, as well as
representatives from all of the health centers (See Figure 2.2). 

Figure 2.2 Organization Chart of the Rural Health Zone 
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The NIZ central team generally includes a medical chief, a peblic 
health administrator, a becretary, and one or more nurse supervisors. 
There is also a person responsible for coordinating drug distributiony 
£requently this is the same person who manages the hospital pharmacy.
 
Some NIZs have & mechanic, and the GOE also foresees the addition of a 
water-and sanitation supervisor to the central zone office.
 

The principal responsibilities of the PIZ team include: 
- coordinating all health-related activities within the zone
 
- mapping of the health zone 
- training and continuing education of health perscnel
 
- technical supervision of the health centers
 
- maintaining a secure supply line 
- overseeing the financial management of the health centers
 
- collecting and analyzing statistical reports from the
 
health centers and providing feedback to the HCs
 

The RHZ team is responsible for coordinating all health-related
 
activities within the zone. Cnce the zone is officially recognized, the 
team delineates catchment areas of the health centers, generally with a
 
radius of 10-15 kilometers. The RJZ team ensures that the personnel are
 
trained to carry out the primary health care program, and it coordinates
 
all specialized programs at the zonal level (e.g. tuberculosis, family
 
planning, vaccinations, etc.). 

Training and continuing education are of primary importance not only 
from a technical point of view but also to provide continuing motivation 
to the health personnel. While pre-service formal training of nurses,
 
adminstrators and physicians in Zaire is in the process of being
 
reoriented to primary health care, the immediate efforts focus on
 
retraining the health care providers already in place. To accomplish 
this, members of the 1HZ team participate in a "training of trainers" 
course. They are then responsible for training the health center nurses 
and others in the zone who are involved in the primary health program and 
who in turn train village development committees (VDCs), village health 
workers (WiNs), and traditional birth attendants (TBAs). 

Regular supervision has been identified as an essential element for
 
sustaining an effective primary health care program. Thus one of the
 
most important activities of the central office is to maintain a schedule
 
of regular visits to each health center by one or more members of the HE
 
team to provide technical and administrative supervision of every health 
center in the zone.
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The central office of the zone is also responsible for maintaining a 
secure supply line. The health onie establishes a central ptarmcy from 
which the individual health centers are supplied on a monthly basis. 
Usually these supplies are transported on foot or by bicycle. Assuring
maintenance of the cold chain for vaccinations is of utmost importance
and is the reponsibility of the national Expanded Program on Imunization 
(EPI). It is planned that four to six kerosene or solar refrigerators
will be situated strategically throughout the zone. Each health center 
would have its own coldbax to permit temporary storage of vaccines 
supplied from the nearest available refrigerator. 

Centralization of statistical reports is another important central 
office function. Prior to 1982, different medical services (state,
Catholic, Protestant) designed their own reporting forms and reported
only their own, principally curative activities. In general, there was 
no regular reporting; consequently no reliable national statistics have 
been available. In 1983, an important step toward rationalizing the 
system was taken with the design of a national reporting form indicating
what information to collect and bow to analyze the data locally to 
provide immediate feedback and evaluation of the services. The system,
which is still undergoing testing and refinement, provides data on: 

- Accessibility of services 
(e.g., what percent of health centers have under-five clinics?) 

- Utilization of services 
(e.g., what percent of children attend the under-five clinics?) 

- Impact of services 
(e.g., what percent of children have adequate growth curves?) 

(3) mmwity Activities 

imunity participation in initiating and carrying cut village-level
.,services is critical to the development of an effective primary health 
care system. There are a number of preventive, promotive, and basic 
curative services that will have a significant effect on improving health 
status that can be delivered at village level. In particular, essential 
services such as oral rehydration therapy, nutrition surveillance, 
promotion of immunizations, presumptive malaria treatment and
 
prcphylaxis, and water and sanitation improvements will result in
 
widespread benefits to the rural population if they are available close
 
to where people live. 

Recognizing the importance of providing services at the 
village-level, rural health zones have introduced cczmnity-based primary
health care activities. Two somewhat distinct models have evolved. In 
one, the AZ team has encouraged the formation of village develcpnent
comittees. Members of these comittees are trained and supervised by
the health center staff. Each member of the comnittee performs one or 
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more tasks, such as health education, the promotion of environmental 
sanitation, water source improvement, enouraging participation in 
maternal and child health (MCI) services, or follow-up home visits (e.g., 
to ensure that tuberculosis patients continue therapy). This model is 
more common in zones that are relatively densely populated, where 
villages are less tihan ten kilometers from the health center, and the 
population has access to the services provided by the nurse at the center. 

The other model emphasizes the selection by the village development 
committee of one or two persons to be trained as village health workers. 
This approach is typically found in zones that are sparsely populated 
and/or have fewer dispensaries or health centers. In these zones, the 
AM teims and health center staff train VHWs and, in some cases, TBAs to 
provide basic services. The village-level workers conduct under-five 
clinics, engage in health promotion, and are trained to recognize and 
treat a few common symptoms, such as fever and diarrhea. TBAs are 
trained to recognize and refer high-risk cases and to provide safer home 
deliveries. The VHIs are administratively supervised and supported by
the village development committee and are technically supervised by the 
health center nurse. Any compensation the V receives for his/her 
servl ces comes from the VDC rather than the RhZ. Some VHWs sell a few 
baE - medicines and are permitted to keep a portion of the charges. TBAs 
are generally compensated for their services, frequently in kind. 

Some zones have also promoted the establishment of health-center 
committees composed of members of the VDCs in the catchment area. These 
committees are responsible for managing health center activities and 
finances.
 

2.2.3. The Ministry of Health (M) Primary Health Care Structure 

Responsibility for the rural health zones falls under the 
regional medical inspectors (1MIs) for the eight rural regions, who are 
directly responsible to the Secretary General of the MM1. The RMI, 
assisted by sub-regional medical inspectors, coordinates all medical 
activities in the region. He/she has respmnsibility for: 

- delimitation of heath zones within the region 
- evaluation of health zone programs 
- supervision of health zones 
- organization of in-service training and seminars for personnel in 

the region 
- requesting personnel for the region and appointing them to their 
positions
 

- coordination of operations research 
- collection and analysis of health statistics 
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There are six technical departments under the Secretary General. TheFifth Department, which is the Department of Primary Health Care, was
established in 1982 to provide support to the IHC activities of theRhZs. However, this department has been weak. In order to further
strengthen the MM1 capability to support and coordinate PHC, the MMH hasdrafted a proposal to create a semi-autoomous governmental organization
which would be attached to the MMl but would have an independent budget
and staff. According to the proposal, the organization will have four

divisions with well-defined responsibilities:
 

(1) 	 Administration and Finance
 
- general administration
 
- personnel management
 
- financial management
 
- logistic supply systems
 

(2) 	 Planning 
- planning the integration and coordination of the activities of 
national programs 
- providing assistance to the PHU in programming, budgeting,
evaluation, and planning logistic support
 
- coordination of donors
 
- coordination of responses 
 to epidemics and other catastrophes 

(3) 	 Training and Supervision
 
- coordination of training activities
 
- training of RHZ personnel
 
- selection of candidates for scholarships
 
- support for introducing systems of supervision at national and 
regional levels 

(4) 	 Information and Operations Research 
- collection, analysis, and distribution of health information 
- support for developing a national health information system 
- coordination of operations research 
- establishment of a primary health care 	documentation center 

In addition, there are several specialized national programs that 
support PHC activities, including immunizations, nutrition, family
planning, and tuberculosis. 



- 17 

2.3. Rural Water and Sanitation Strategy 

At the time of independence, the agency responsible for rural
 
water development, "Fonds du Bien-Etre 
Indigene' (FBI), was disbanded.
Thus, there was no organization to install and maintain rural water 
services. Some scattered efforts, supported by religious and other 
non-governmental organizations and the GOZ agency, REYIDESO, organized a
few water supply projects for non-uieban but densely populated areas. 
However, between 1960-1980, Lhe rural population experienced a decline in 
access to potable water as FBI installations fell into disrepair and 
little new activity took place. 

Since 1930, there has been a notable turn-around in support for rural 
water activities in Zaire. In response to the United Nations Decade of
Water and Sanitation: 1981-1990, programs in rural development were 
intensified, primarily with assistance from UNICEF. In 1981, several 
rural hydraulic stations were reactivated by the GOZ Ministry of 
Agriculture and Rural Development, in collaboration with UNICEF. In
1983, the National Rural Water Service (SHR) was established within the 
Ministry to coordinate rural water activities. 

On December 5, 1984, in his inaugural address, President Mobuto 
stressed the need for and his committment to an expanded rural water 
program. He also arzounced the GOZ's objective of providing 50 percent
of rural inhabitants with potable water by the end of his third term in 
office, 1991. This directive called upon all the development agencies in 
Zaire to contribute to achieving this goal under the coordination of 
SNHR. 

In May 1985, a national conference on Policies and Strategies for
Rural Water and Sanitation (in Zaire) was held with USAID support.
Starting with a draft policy and strategy that had been developed by
Zairian experts with U1AID and WA assistance in February 1985, the 
ccnferere participants reviewed, revised, and adopted a basic policy and 
strategy document for rural water development. The conference document 
has been approved by the National Action Ozmmittee for Water Supply andSanitation and will be presented to the Executive buncil for official 
GOZ approval. The document calls for a National Water Planning Unit to
be headquartered at SIR. The proposed Planning Unit will be coupoeed of
representatives from all major agencies involved in water and sanitation 
development. The unit, which will serve as an information clearinghouse,
will develop a coordinated strategy for implementing the rural water 
program to be carried out by SNHR, along with participating
non-governmental organizations and donors. 

7/
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2.4.2. Major Achievements 

SANRU I has made excellent progress in eftending coverage of primary
health care services. To date, SANRU I has helped to set up 45 rural 
health zones and to convert 150 dispensaries to full-service health 
centers. By the end of the project, 50 R1Zs will have been assisted and 
250 health centers created. ECZ0RT, a complementary project that is also 
administered by the ECZ, and is funded by the PYD Economic Support
Project (660-0097), will have supported the development of an6ther 200 
health centers within the 50 SANRU I-assisted zones. Thus, based on the 
need for an average of 20 health centers per RZ to provide total 
coverage, by the end of the project an additional 45 percent of the 
population of project zones will have access to services. (Approximately
150 health centers were functioning at the outset of the project and 
other donors have supported about 100 centers bringing total coverage by
the end of the project to almost 70 percent.) 

Training will probably have the most far-reaching impact of all of 
the SANRU I activities. To date, SANRU I has achieved a high proportion
of the anticipated project training objectives. (See Table 2.1)
Specifically, SANWJ I has been very successful in training a large number 
of medical chiefs of zones and health center nurses, the key personnel in 
developing effective RMZ programs. In addition,'-SANRU I has supported
national and regional seminars and workshops that have been instrumental 
in promoting the implementation and coordination of primary health care 
in Zaire, and numerous training-of-trainers sessions, and zone-level 
training efforts. 

Table 2.1 SANRU I Achievement of--qraining Objectives, 1984 

Anticipated %of LOP 
over LOP Output 1984 objective
 

Village Health Wbrkers 1,500 1,000 67% 
Traditional Birth 

Attendants 400 300 75% 

Village Development 

Cbmittees 3,000 1,800 60% 
Nurses 750 650 87% 
Supervisors 50 19 38% 
MD/Administrators 50 45 90% 
Master of Public Health 30 4 13%
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SANRU I has made an important contribution toward developing a 
decentralized national health system.care Soce M-1Zs already have a
nearly full complement of trained personnel, effective comunity
development committees, and JHWs throughout the zone. In some zones, the
health centers are fully self-financing; a few are even able to
contribute to supervision costs. However, not all SANRU-assisted RIZs 
have been equally successful in implementing the program. In some, only
one or two health centers have been created. In others, the requisitecommunity participation has been slow to materialize. Elsewhere logistic
support has been inadequate or effective management systems have not been 
implemented. Thus, in order to fully realize the potential of SANRU I,
continuing donor assistance to the rural health zones will be necessary

for some time.
 

2.5. Rationale for SANRU II 

Although SANRU I has been a successful project according to project
indicators and has played the major role in building a strong foundation
for a national primary health care system, continued USAID financing in
the health sector is warranted. SANRU I focused on initiating and
developing community-based activities; these need to be expanded and
reinforced. In addition, a follow-on project is necessary to build up

the regional and national planning, supervisory, and logistic support

systems necessary to ensure a sustainable primary health care program.
 

SANRU I resulted in increased coverage of primary health 

services in 50 rural health zones. 

care
 
However, barely one-sixth of the

rural health zones in Zaire have been affected and only a small
proportion of the requisite health centers have been established. It
will take more time and additional resources to create a nucleus of well
functioning health zones throughout the country and to fully
institutionalize the necessary training and management systems. 

The GOZ is strongly committed to primary health care both
philosophically and materially. The second National Health Plan
(1986-1990), covering the period of the SANRU II project, reiterates the
primary health care strategy and reinforces the decentralized rural
health zone concept. The GOZ has also demonstrated its commitment by
making a major contribution of resources, primarily by personnel, to the
RZ structure, and by allocating funds from the investment budget. The
commitment is manifested by the enthusiasm and dedication of GOZ
personnel at national, regional, and rural health zone levels. 

The Government is also establishing a semi-autonomous governmental
organization which will support primary health care activities. SANRU II
assistance to this organization will strengthen the capability of the GOZ
to coordinate national and donor inputs to PHC, to develop a national
information system for monitoring and evaluating the health services, and 
to document and disseminate information on PHC activities in Zaire. 
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The major recommendation of the midterm evaluation of SANR) I, in May
1984, was to expand alid extend the project: "The Basic Rural Health 
Project should increase the number of Rural Health Zones to be developed
from 50 to 100, and the Rural Health Centers to be converted, from 250 to
650. The project should be extended 4-5 years, with new funds starting
in FY 86." SANRU II will add 50 more RHZs to the 50 that have received 
SANRU I assistance. The selection of RHZs for SANRU II assistance will
be made in collaboration with the regional medical inspectors, using
criteria established by the MCH. The criteria include: official
 
delimitation of the zone, a functioning reference hospital with a record

of good management, at least one physician on full-time resident staff, 
an expressed interest in PHC demonstrated by existing activities, a
 
capacity for training personnel, demonstrated need for SANRU II
 
assistance, and a capacity for program sustainability.
 

A strong referral system is essential to establish the credibility

and effectiveness of a community-based primary health care system. This 
has been recognized by the GOZ, which has allocated funds for the
rehabilitation of hospitals and health centers. Renovation of health 
centers and reference hospitals will be a significant ccmponent of SANRU
II. The emphasis will be on upgrading clinical maternal and child health 
services that most directly support primary health care. Also,

recognizing that a secure supply line of pharmaceuticals is critical to
 
the support of rural health services, SANRU II will provide assistance to
 
the MOH and the regions to ensure a more reliable drug distribution
 
system.
 

In addition to the direct benefits that SANRU 1I will provide to the
 
rural health zones, the project will act as a catalyst, attracting funds

and technical assistance fron other donors thus further enhancing the
 
effects of AID financing. By the end of SANRU II, approximately
one-third of the RHZs in the country will have been strengthened with AID

assistance. These zones will be well distributed throughout the country
and will provide an example to others. 

SANRU I-assisted RHZs have experimented with numerous diverse
approaches to the organization and delivery of primary health care 
serv.ices at the community level. By the end of SANRU I, some zon3s will
have had enough experience to begin analyzing and evaluating their 
approaches. The documentation and dissemination of information
 
concerning reasons for achievements and for shortcomings, and the 
application of lessons learned, will be a very important component of
SANRU II which should have a major effect on the long-term potential for 
community-based primary health care services in Zaire. 
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The farily planning program is at a very nascent stage in Zaire, 
particularly in the rural areas - he Family Planning Services Project
(PSND) (660-0094), which is supporting the promotion of birth spacing in 
urban areas, is collaborating with SANRU I to provide training in family
planning. SANRU I is also providing contraceptives. However, the rates 
of acceptance are still very low. Increasing the prevalence of family
planning will require continued effort by SANRU II over the next few 
years and an expansion of. the network of functioning health centers. 

SANRU I has a relatively minor water component - the provision of 
materials for spring capping in some of the MEZs. However, access to 
adequate quantities of safe water is critical to the long-term success of 
the primary health care program. As very few of the communities in SANRU 
I-assisted MZs have an adequate source of water, a significant effort to 
improve access to water is envisioned for SANRU II. 

In conclusion, SANRU II will further strengthen the efforts begun in 
SANRU I to develop an effective primary health care program that is 
coordinated by the GOZ and implemented by an array of state, religious, 
and private organizations. SANRU II will contiflue to provide technical 
assistance and commodities to increase the number of functioning XHZs and 
health centers and to upgrade the preventive, promotive, and basic
 
curative services that are available. SANRU II will strengthen national 
and regional planning and management, regional supervision, and the 
coordination of diverse health services at all levels. The project will 
assist the GOZ to institutionalize a sustainable national health care 
system that is acceptable to and supported by the population. 
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3. 	 LOGIC@L FRAmoKm kRTIR VE 

3.1. 	Goal and Purpose 

The overall goal of SANRU II is to improve the health status of the
rural population by increasing the proportion of rural Zairians that have 
access to basic health services. The goal supports both the GOZ's health
goal of "health for all by the year 2000" and STAD's mandate to develop 
programs to improve the quality of life of the rural poor. 
The project

will attain its goal by assisting the GOZ with the development and

reinforcement of those elements of the health care delivery system that
 
will have the most significant effect on improving the health of the
 
greatest number of people: village-based primary health care services and
 
rural health centers.
 

The purpose of the project is to establish in 100 rural health zones 
a sustainable system of comminity-supported preventive, promotive, and
 
basic curative primary health care services to combat the ten most
 
prevalent public health problems in rural Zairo. These problems are: 

malnutrition 
 respiratory infections
 
anemia 
 tuberculosis
 
malaria 	 ccmplications of pregnancy
measles and other vaccine-
 local endemic diseases (cretinism,


preventable diseases schistosomiasis, sexually
diarrhea 
 transmitted diseases,
 

trypanosomiasis, leprosy, etc.)

intestinal parasites
 

The major emphasis will be directed toward 50 new rural health zones
and continued support will be provided to further strengthen the 50 RIZs 
assisted by SANRU I. 

3.2. 	 End of Project Status (EOPS)
 

By the end of the seven years of AID assistance programmed under

SANRU II, a system offering basic preventive and curative services will 
be 	in place and functioning on a sustainable basis in 100 rural health
 
zones, including 50 MHZs assisted by SANRU I and 50 additional zones. 

Water supply systems will be provided to nearly 1,500,000 people by
simple technologies such as wlls, spring capping, and 	gravity-flow 
distribution systems.
 

Various supporting systems will be in place in order to sustain these
 
services:
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A functioning institutionalized system within the Ministry of Health 
of regional and sub-regional supervision and coordination of health 
zones. 

A functioning institutionalized system at the health zone level for 
training lower and middle level personnel in the planning, 
organization, and delivery of PHC. 

A national system for coordinating, supervising, as well as gathering 
and sharing information cn FHC activities among heelth zones 
throughout Zaire. 

A national unit for planning and coordination of water activities in 
Zaire. 

A national and regional support system for sub-regional water 
brigades. 

3.3. Project Outputs 

The projected outputs, based on increasing coverage in 50 SANRU 
I-assisted rural health zones by 20 percent and in 50 SANRU 
II-assisted zones by 52 percent, are as- follows: 

3.3.1. Training 

- 88 physicians and administrators trained at M.P.H. level in primary 
health care management at the School of Public Health (660-0101) 

- 200 nurse supervisors trained a- trainers and supervisors of 
community-based FHC activities 

- 125 water and sanitation supervisors trained for the rural health 
zones 

- 2,140 health-center nurses and auxilaries trained in health center 
management and community organization 

- 2,000 village health workers trained to provide FIC services 
- 1,000 traditional birth attendants trained to provide improved 

deliveries 

3.3.2. Primary Health Care Activities 

- 3,000 village development and health-center c-mmittees formed and 
active 

- at least one percent of the women of childbearing age in an mIZ 
accept family planning each year after the second year of SANRU II 
assistance to that lHZ
 

- 52 percent of children under five living within 50 SANRU II-assisted 
lIZs have access to under-five clinics 

- 52 percent of women of childbearing age living within 50 SANJ 
II-assisted RIZs have access to prenatal clinics 

- 1,000 villages successfully complete a village sanitation program
with at least 90 percent of households having a usable latrine 

- 3,000 local water sources protected/improved 
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3.3.3. Infrastructure 

- 50 new NIZs established 
- Central offices for 50 rural health zones costructed/rehabilitated 
- 150 hospitals/health centers equipped with solar-powered refrigeration 
- 720 health centers opened or converted from dispensaries and providing

basic preventive, promotive and curative health services following the 
GOZ's model 

- 1,705 wells installed 
- 172 gravity-fed or hydraulic-ram water-distribution systems constructed 

3.4. Project Inputs 

3.4.1. AID Inputs 

Technical Assistance 

Tenty-six years of long-term technical assistance will be provided

including: the project manager (6 years, beginning in 
 1987 when SANRU I
funding of the project manager ends); a deputy project manager/rural RHC 
coordinator (5 years); a camnunity-developnent specialist/training advisor (
years); a water and sanitation planner to work with the National Rural Water
Service (2 years); a rural-water field-operations advisor (5 years); a deputi
project officer for the USAID Public Health Office (5 years). 

Eighty-seven months of short-term technical assistance will be provided
with an approximate hceakdcwn as follows: training (11.5 months); water and
sanitation (19.5 months for the SNHR and 10 months for the MCi totaling 29.5 
mon ts); drugs/logistics (13 months); social science (6 months); operaticns
research (6 months); health information system (6 months);
management/financial management (6 months); health economics (3 months); and 
external project evaluation (.6 months). 

Trainirg 

Approximately 7' national health officials, SANRU staff members, H Z 
medical chiefs, and sub-regional water and sanitation engineering techniciam
will attend short courses and conferences out-of-country. Fourteen faculty
members of nursing anti medical schools will be sent for 3-month training in 
the African region. Six national health officials, including two
water-sanitation engineers, will be sent to the U.S. for a l-to-2 year master 
degree program. 

Clmodities 

A standard cculement of medical equipment and suplies will be provided
to 720 health centers and 50 reference hospitals; 100 reference health center 
and 50 reference hospitals will be equipped with solar refrigerators. Basic 
office equipment and supplies will be provided to 50 RZ offices, 21 regional 
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or sub-regional medical inspection offices, 6 regional or sub-regional

pharmaceutical warehouses, 30 rural water brigades, 
 and the National RuralWater Service. Micro-coxnuters, printers, and software will be provided to
regional and sub-regional offices and pharmaceutical warehouses. One handrRIZs will receive solar calculators. Training materials and audio-visual
equipment will be furnished to 50 REZ offices, and information, education, I
communication (I, E, and C) materials to 720 health centers. 

The project will provide four-wheel drive vehicles to 21 regional and
sub-regional medical inspectors' offices, and 
to 50 rural health zones. SM
will. also receive 12 such vehicles. Four motorcycles will be provided to euof 50 AHZs, 58 motorcyles will be provided to water brigades, and 70

motorcycles will be provided to Peace volunteers
Cbrps (PCVs), while 720

health centers will receive 3 bicycles each.
 

Thirty rural water brigades will be supplied with light equipment forinstalling water systems; three brigades will receive intermediate-level 
w ll-drilling equipment. Supplies for 3,000 spring boxes, 1,705 wells, 172
water distribution systems, 2,000 ventilated improved pit (VIP) latrines, arapproximately 250 rainwater-catchment cisterns -ill be furnished to rural
health zones. 

In addition, there will be indirect AID inputs to SANRU II through-AID
centrally-funded projects and other AID-funded projects in Zaire. 

(a) AID Centrally-funded Projects 

The Water and Sanitation for Health (MMi) Project will provide technica
assistance in training, national water and sanitation planning, engineering,and caumodity procurement. (Through 'bUy-ins," SANRU II will share with WAS
the costs of the TA.) 7he Primary Health Care Operations Research (PRICOR)Project will provide technical assistance in developing an operations resear
capability. Other projects such as Population omunications Services (PCS)and the John Hopkins Program for Information and Education in Gynecology andObstetrics (JHPIEXO), will provide technical assistance and training in I, E
and C and family planning. The Association for Vbluntrary Sterilization wil
provide equipment for upgrading operating-room services. 

(b) Other AID-funded Projects in Zaire 

Several other AID-funded projects in Zaire will collaborate with andcontribute to SANRU II, including the School of Public Health Project
(660-0101); the Area Nutrition Improvement Project (CEPIANJT) 660-0079);
Oombatting Childhood ommunicable Diseases Project ( ) (698-0421), the
Family Planning Services Project (PSD) (660-0094); and the PV Fomic
Suort Project (660-0097). The types of collabcration are specified -in
sections 4.1.3., 4.2.2., 4.2.4., and 2.4.2. 
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3.4.2. Peace Cbrps Inputs 

Peace QOrps will provide approximately 150 health and water volunteers to 
project-supported rural health zones. These volunteers will assist with:

training health zone personnel, VAWs and TEAs, promoting creative approaches

to health education; setting up and improving management information systems
at the central office of RiZsa; and the supervision of health activities in thE
health centers and commnities. The water volunteers will provide technical
assistance and training to rural water and sanitation supervisors in the rural
health zones. Two to four volunteers will be recruited to work with the rural 
water brigades that have drilling equipment. 

3.4.3. National Qxntributins 

(1) Government of Zaire (GOZ) - Operational and Investment Budgets 

The GOZ will pay the salaries of MMfpersonnel at the regional and
national levels, including central and regional staff of the Department of
Primary Health Care (Fifth Direction), the regional and sub-regional medical
inspectors and-their staff, and individuals who are seconded to work full-time 
with the project. At the rural health zone level, the GOZ will pay salaries
of the RM medical chiefs, other members of the MZ central office, and two
 
nurses in each SANRU II-assisted health center.
 

Funds will be available from the GOZ investment budget for the renovation
of reference hospitals and for the construction/renovation of additional 
health centers within SAN-assisted IhIZs. The GOZ provides some operating 
funds directly to hospitals. 

(2) GOZ - Ounterpart Funds 

GOZ counterpart funds will be used to support most in-country local 
currency project activities. This will cover the operational costs of theSANRU national office including salaries of nrn-GOZ personnel, supervisory
visits to health zones, operational costs of the health information system,
general supplies, and transportation costs. Fbel subsidies provided to health 
zones will be gradually phased out over five years. 

In-comtry training will include short courses, andworkshops,
seminars/conferences, as well as the nine-month certificate course at theSchool of Public Health in Kinshasa. Approximately 900 rural health zone 
staff will participate in short training sessions, including RhZ medical
chiefs, administrators, secretaries, pharmacist technicians, mechanics, water
and sanitation supervisors, supervisors/trainers of health center nurseh,
trainers of village-level workers, and organizers of VDCs. Approximately 100
teachers in medical and nursing schools and 90 sub-regional brigade water and 
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sanitation technicians will be trained in short courses. Altogether 88 RZ 
medical chiefs and regional and sub-regional medical officers will participate
in the certificate course at the School of Public Health. At the community 
level, the project will subsidize short training sessions for 2,140 
health-center nurses and auxiliaries, and 3,000 VHis and TBAs. 

(bunterparts funds will also be provided to each of the 50 SANRU II 
assisted 1EZs for: the construction or renovation of the RHZ office and 
warehose, limited renovation of clinical and laboratory services in 40 
reference hospitals, and for the constr-tion or renovation of 500 rural 
health centers. Six regional or sub-regional warehouses will be renovated or 
constructed.
 

(3) Cbmmunity Cntributions 

Communities will pay the salaries of some health-center personnel, 
including auxiliaries and other workers. They will pay for medicines, oral 
rehydration salts, and consultations to cover the total cost of the medicines, 
as well as some operating costs of the health centers and supervision by the 
HE central office. Cbmmunities will compensate VHWs and TBAs and donate 
their time to primary health care activities. They will contribute labor and 
local materialc; for the construction or renovation, and maintenance of health 
centers, and water and sanitation installations. Olmmunities will absorb at 
least half of the costs of training VDCs, 'Vms, and TMAs. 

3.4.4. W70 and Other Donor Inputs 

SANRU II will receive critical support from the Church of Christ of Zaire 
(ECZ) to administer the project, and provide personnel and office space. In 
addition, a large proportion of the health services in Zaire are run by 
Protestant and Catholic missions, including 44 percent of the hospitals. Thus 
most FIEZs which the project will be assisting will include hospitals and 
health centers run by mission groups or other private organizations. These 
NGKs provide infrastructure, some personnel, and financial support to operate 
the health services. 

Numerous other donors are expected to contribute to project-assisted 
activities. SANRU II will collaborate with these donors to ensure that all 
inputs are complementary. Donors, such as 0XFM and UNICEF, will make 
significant contributions to the renovation and equipping of health centers 
within SANRU-assisted zones and to assisting with the procurement and 
distribution of medical supplies and piharmaceuticals. UNICEF is planning to 
provide equipment, vehicles, and training to sone project-supported rural 
water brigades. Other organizations will provide technical assistance and 
support to SANRU ll-assisted training programs. 
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4. PRaJBCT ACTIVITIES 

4.1. Rural Health Zone Development 

The primary focus of SANRU II will be the development of rural health 
zotes. Th!s will include further strengthening of the 50 RMZs that were 
assisted under SANIU I and the creation and development of 50 new MZs. The 
project objective is to increase coverage in SANRU I-assisted zones by 20 
percent and in SANRU II-assisted zones by 52 percent. 

4.1.1. Infrastructure
 

SANRU II iwill sUlpport the establishment of 50 new RM& by 1992. The 
development of 15 new IUZs will be initiated during each of the first two 
project years and 10 each during each of the next two. 

In total, 720 health centers will be established during the project
including 100 reference health centers. Most of them will be created by 
transforming dispensaries that are providing primarily curative care into 
full-service health centers; in some cases this will entail merging several 
dispensaries. In a few irstances, health centers will be established in 
places where there were no health units previously. Mbst reference health 
centers will be developed by converting dispensaries or upgrading ordinary
health centers. Same will be secondary hospitals that will serve as referen 
health centers. 

In the 50 health zones already assisted by SANIR I, an average of one ne 
health center will be added each yeav for four years. On average, two new 
health centers wiil be added each year of the project to each new MHZ assist 
under SANRU II, except for the final year of the project when only one healt, 
center will be added. Thus the zcnes established in the first year of SANRU 
II will have an average of 13 health centers by the end of the project (See
table 4.1). The design team believes that, within the project timeframe, th 
prcosed rdte of expansion can be accxlished. The SADRU II mid-term 
evaluation will assess the rate of expansion and consider whether it would b 
advisable to increase or cut back the project's scope. 
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Table 4.1. SANRU II: New Health Oenters, by Year 

86 87 88 89 90 91 92 Total 

SANKJ I-assisted RMZs* 

Health Centers 45 45 45 45 180 
Reference 

Health Centers 5 5 5 5 20 

SANRU II-assisted MHZs 

(New HZs) 
Health Centers 

(15) 
24 

(15) 
52 

(10) 
70 

(10) 
88 88 84 34 440 

Reference 
Health Centers 6 8 10 12 12 16 16 80 

70MTL 30 110 130 150 150 100 50 720 

* SAN I ends September 30, 1986 

The project will contribute to the construction or renovation of 500 
-health centers. The ccmummity will provide the labor and necessary
materials that are available locally. SANRU II will provide roofing and
other essential materials that are not available locally. The project
will support the construction or renovation of a central office and 
warexuse for every rural health zone. In addition, the SANRU II will
finance limited renovation of clinical and laboratory services in 40 
reference hospitals to ensure the necessary back-up to ccmmunity and 
health-center level PHC services. 

4.1.2. Organization, Management, and Supervision 

As a first step in implementing a new rural health zone program, the
medical chief, in collaboration with other members of the PHZ team and 
the Administrative Council, draws up a preliminary plan for phased
development of the zone. A schedule for establishing new health centers
is developed which reflects the readiness of irividual communities to 
participate in and support the centers. As most rural health zones 
include services that are provided under state, religious, and/or private
auspices, these groups work out an approach to coordinating zonal 
activities, according to guidelines established by the MM1. 

At the 1hZ level, the project will provide training and technical: 
support to assist the IM central-office team (i.e., medical chief,
administrator, pharmacist, supervisors) to establish systems of financial 
and program management, supervision, logistic support, and regular
statistical reporting. The 1hZ team helps new health centers establish
fee structures for health-center activities so that as they become
functional they move toward self-financing. Bich new center receives an 

(7 L
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initial supply of medicatiLts from the project. The proceeds from 
consultations and from the sale of the drugs will enable the health 
center to replenish these stocks and also to finance other cperati ng 
costs, including the salaries of auxiliaries. The team also schedules 
regular supervisory visits to the health centers and is responsible for 
planning and coordinating all training activities within the zone. 

The project will also support training of water and sanitation
 
supervisors for the rural health zones who will be responsible for
 
involving ccmmuties in the water and sanitation program, planning and 
scheduling water and sanitation activities in the zmne, and coordinating
the iwplementation and maintenance of new installations (see section 
4.3.3.).
 

At the health-center level, 1 or 2 nurses and auxiliaries will be 
trained to administer the health center, to deliver PIC services at the 
center and within the communities, to motiviate the communities, and to 
collect and report statistics on health-center and village health 
activities. The staff will also be trained to organize the health-center 
committee and to train and supervise the village development committees, 
village health workers, and traditional birth attendants. 

4.1.3. Delivery of Services
 

SANRU IIwill provide training and technical advice, and support the 
requisite supervision to assist health centers to become fully
functional. By definition, a functioning health center provides the 
population within its catchment area access to a full complement of 
primary health care services. In general, primary health care includes: 
under-five clinics; vaccinations; prenatal clinics; supervised 
deliveries; family planning; health and nutrition education; nutrition 
rehabilitation (in areas where malnutrition is a significant problem);
basic curative services, including simple laboratory exams; support for 
water and sanitation activities; and the control of endemic diseases. 

Under-five clinics are a fundamental component of the GOZ and SANRU 
PHC strategy and will be introduced as soon as a health center is 
established. Generally, under-five clinics are scheduled several times a 
mnnth at the health center and once a month at each of several satellite 
communities. These clinics are conducted by the health center nurse with 
the assistance of village-level health workers. The major coponments of 
the under-five clinic are nutritional surveillance, immunizations, family
planning, oral rehydration therapy, presumptive treatment of malaria 
(single-dose chloroquine for fevers), and health and nutrition 

00t
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education. A nationally accepted child growth chart, developed in 
collaboration with the Area Nutrition Improvement Project (660-0079), is 
used for monitoring health and nutritional status. Children at risk or 
ill are given appropriate nutrition education and treated or, if 
necessary, referred for curative health services and/or nutritional 
rehabilitation. Promoting breast feeding and the use of appropriate
weaning foods is an important element of health education activities in 
under-five clinics. Children that cannot be treated at the health center 
are referred to a reference health center or hospital. 

The Combatting Childhood Olommunicable Diseases Project (COm) 
(698-0421) will provide, in collaboration with SANRU II, training,
commodities and logistic support to expand vaccination coverage,
presumptive malaria treatment and chenoprophylaxis for pregnant woen,
and oral rehydration therapy (ORT). Immunizations are administered 
against six childhood diseases: tuberculosis, diphtheria, whooping
cough, tetanus, poliomyelitis, and measles. The objective is to 
introduce a full vaccination program into each 1RZ by the second year of 
SANRU assistance and to strive toward the national goal of 80 percent 
coverage of the target population. 

Prenatal clinics include prenatal education, the examination of
 
pregnant women risk factors,
to screen and control tetanus immunizations, 
and malaria prophylaxis. Supervised deliveries are provided by nurses or 
trained auxiliaries in rost health centers. As a significant number of 
births are attended by traditional birth attendants (TBAs), many
SANRU-assisted A4Zs will train TBAs to upgrade their skills in detecting
at-risk pregnancies and in performing deliveries at the village level. 

SArJ II, in conjunction with the local IPPF affiliate (Comit6
National de Naissances Desirables: CNND) and the tSAID-supported Family
Planning Services Project (PSND), will facilitate training in family
planning for 1hZ supervisors and will ensure the provision of 
contaceptives and educational materials. The PSM will contribute the 
contraceptives to SANRIJ, but the project will be responsible for their 
distribution to the RhZs. SANRU will also makeII use of the PSND/CNND
network of trainers, basic family planning curriculum, and clinical 
training sites. The objective of SANRU II is to recruit an average of 
one percent of women of childbearing age in an 1HZ as new acceptors of 
family planning each year after the second year of project assistance to 
that MIZ. Health centers offer family planning education and services,
while the health center nurse also trains village development committees,
VHals, and TBAs in family planning promotion. In some project-supported 
zones, these village-level workers will distribute contraceptives. 

The project will train REZ supervisors and provide information, 
education, and communication (I, E, and C) materials to enable the zones 
to carry out a program of health and nutrition education at the 
health-center and community levels. The 1hZ trainer will train the 
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health-center personnel who, in turn will organize and train village
development committees, village health workers, and traditional birth
attendants. Health education is critical in developing the community's 
awareness of the responsibility individuals must take for their own 
health care. 

Curative services (especially malaria treatment, ORT, and antibiotic 
treatment of acute respiratory infections) are essential to improve
health status and gain the confidence of the population,. The various 
services that will be upgraded with project assistance will enable nearly
all patients to be appropriately treated or referred for treatment within 
the RMZ system, according to the nature and severity of the illness. 
SANRU II contributions toward improving the system of curative services 
from the village level to the reference hospital will include: training
trainers of VAWs, TBAs, and health-center pexsonnel, introducing
standardized strategies for treading common illnesses, and providing
diagnostic equipment to reference hospitals and health centers as well as 
the initial stock of drugs to enable them to establish revolving funds 
for medications. 

The focus of water and sanitation activities at rM level will be to 
sensitize the communities to the importance of ccmmunity action to 
improve access to clean water and to teach preventive practices that will 
reduce the incidence of waterborne diseases. A major focus will be the 
promotion of latrine construction in villages with the objective of 
attaining at least 1,000 villages in which 90 percent of the households 
have a usable latrine. SANRU II, in conjunction with UNICEF, will 
support water and sanitation interventiciis in the communities, including
spring capping, wells, and gravity-fed reticulation systems (see section 
4.3.). The project will also train MM wter and sanitation supervisors
who will coordinate community participation and water and sanitation 
activities within the zones. 

SANRU II will promote a multi-faceted approach to endemic-disease 
control in the jTZs. The under-five clinics, vaccination program, health 
education, water and sanitation activities, and basic curative services 
will combine to combat endemic diseases, including malaria, diarrheal and 
other waterborne diseases, vaccine-preventable diseases, acute 
respiratory infections, etc. 

4.1.4. Community Participation 

SANIU II will support the fundamental principle of the GOZ strategy 
to decentralize control of the health services and to ensure that the 
ccmmunities themselves take responsibility for the organization, 
management, delivery, and financing of those services. At every level of 
the rural health zone structure, the project will support TA,
supervision, and training to reinforce conmnity participation. 7his 
includes assistance at the M Z level for the idministrative Cbuncil and 
the Management O3mittee which are responsible for the administration and 
implementation of primary health care in the zone. At the health-center 
level, the project will encourage formation of health committees which 
include representation from all commmties within the catchment andarea 
are responsible for ensuring that the health center is accountable to the 
cmmities it serves.
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The -ajor emphasis on strengthening community participation will be 
at village level. The success of the AZ model depends on extending
primary health care into the comunities and making basic preventive, 
promotive, and curative services accessible to the rural population.
Organizing village development committees and training VNs and TBAs are 
high priorities of the project. SANRU II aims to establish 3,000
village-development and health-center nommittees and train 3,000 VWs and 
MBAs by 1992. 

The project will organize training-of-trainers courses for the lMZ 
hurse supervisors who are responsible for training health-center 
personnel. SANRU II will also provide didactic materials and assist the 
zone with the costs of training health center nurses and auxiliaries, who 
in turn will supervise community activities. The project will subsidize 
the training of VHWs and TBAs by the health-oenter staff; the community
will absorb the remaining costs. 

The village development committees are responsible for coumunity 
action in supporting the health center and in initiating and sustaining 
water and sanitation and health-service activities &t village level. The 
VDCs also select TBAs and potential WHWs for training, and 
administratively supervise them. The health-center staff is responsible
for the technical supervision of VDC, VHi, and TEA health activities. 
The HZ water and sanitation supervisors will be responsible for 
technical supervision of water and sanitation activities.
 

Village-level organization will vary from zone to zone. Some zones 
will enphasize the organization of VDCs and train the committee members 
themselves to take on the major responsibility for village-level
 
activities; most zones will also promote the training of VHWs and TBAs to
 
provide services at the cmnmunity level. In general, village-level
 
activities will include:
 

- under-five and prenatal clinics provided by the health-center 
nurse, with assistance from the VHWs, THAs and/or members of the 
VDC; 

- recruitment of clients for preventive programs, especially 
immunizations, by VWS, TBAs, and VDCs; 

- health education by VHWs, TEAs, VDCs;
 
- home visits by VHWs and TEAs for health education, the provision

of medicines and contraceptives, and follow-up of clients who 
have drcpped out of programs requiring sequential visits;
 

- childbirth by trained TEAs; 
- oral rehydration therapy, presumptive malaria treatment, -and 

other basic curative cervices provided by VWs; 
- in some communities VHWs will stock and sell a few basic 

medicines; 
- improvement and maintenance of water sources and installation of
 

latrines with VHWs and members of the VDC taking major
 
responsibility for motivating the community.
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The project will support research on the various strategies employed
to augment cimmmity participation in primary health care in Zaire. 
Systematic analysis of SANRU I-assisted R{Zs' experiences and 
dissemination of the findings will enable all zones to benefit from the 
lessons learned. 

4.2. Strengthening the Ministry of Health 

Strengthening the Ministry of Health to better support the delivery
of services in the RWZs will be a major objective of the SANRU II
project. This will involve support in four principle areas which 
correspond to the four divisions of the proposed semi-autonomous 
governmental organization expectedthat is to coordinate and supervise
all primary health care activities in Zaire. The divisions are:
Planning; Training and Supervision; Pdminstration and Finance; and
Information and Cperations Research. These SANRU II activities will be
fully integrated into the MOH by the end of the project. 

4.2.1. Planning 

SANRJ II will participate in the technical and planning committees of
the M3H that will be responsible for coordination of national and donor 
activities in PIC. This will enable the KE to ensure t'at SANRU II and
other donor-assisted activities are ocmplementary, and that the planning
and execution of these activities are coordinated within the RIZs. 

The SANRU II Project will provide technical advice to assist national
and regional planning for PHC and support planning, budgeting, and 
evaluation activities in the REZs. e-project will also support
national and regional seminars to discuss PHC issues, such as defining
the structure and organization of functioning IZs, delimiting the 
boundaries of RRZs, determining appropriate job descriptions for RZ 
personnel, and establishing criteria for evaluating IZ activities. 

4.2.2. Training and Supervision 

SANR1 II will play a major role in training REM personnel (see Sec.
4.1.). 7he project will coordinate this training at the national level 
in collaboration with other domor agencies and national programs. 

SANIR-assisted national and regional training activities will be
institutionalized by appropriate national institutes such as the School
of Public Health, the National Rural Water Service, and the national
family planning program, as well as by regional nursing schools. One of 
the most significant training efforts in terms of institutionalizing the 
SANEW II program will be workshops for teachers of medical institutes and
nursing schools. The worchas will enable participants to refine the
RIC ocmponents of the curricula of health-care training institutes,
particularly nursing schools. This will minimize the future need for the 
type of in-service training provided under SANRU II. 
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Other in-country training will include a nine-uonth certificate
 
course 
for 88 regional health officials and RNZ medical chiefs at the

School of Public Health (USAID Project 660-0101), which is considered

critical to effectively institutionalize the capability to manage the PHC 
system in Zaire. SANRU II-sponsored cut-of-ountry short-term training
for project staff, zonal and regional medical chiefs, and national health
and water officials, will include international conferences and programs
in VHC, ccmmity organization, and nursing education. The project will
support six national officials, including two water and 3anitation 
managers, for out-of-country masters-level courses. 

Regional coordination and supervision of the RIZs is a key element insustaining an effective PHC program. SANRJ II will support seminars on 
management and supervisory techniques, and health information systems forregional and sub-regicnal medical inspectors as well as regional chiefs

of MHC. The project will provide office equipment, including
micro-cceputers, as well as vehicles and spare parts so regional

officials can travel in their regions. 
 The project will also assist inorganizing field trips for national, regional, and MIZ personnel to learn
about other regions so they can more effectively supervise their own.SANRU II staff will reinforce regional officials by carrying out regular

visits to the RHZs with these officials.
 

4.2.3. Administraticn and Finance
 

The project will strengthen regional logistics systems for the 
procurement and distribution of medical supplies and medications. SANRU
II, in collaboration with other donors, including OXEM and UNICEF, will
providetechnical assistance and financial support for national and

regional conferences 
on policy issues. These issues include developmemt
of a national formulary with specific drug lists for each health-unit
level, procurement and distribution of essential basic drugs, andexamination of the relative costs of local production versus importation
of pharmaceuticals. 

At the regional level, SANIU II will assist in the construction or
rehabilitation of six regional (or sub-regional) warehouses and willprovide an initial stock of pharmaceuticals to supply the health zones.The project will also provide technical assistance to the regional
pharmacies to introduce efficient inventory-control procedures and to
help rationalize their procurement and distribution qperations. 

4.2.4. Information and Operations Research 

SANMJ II will assist with the development of three sub-couponents inthe field of infoniation and operations research: introducing a national
health information system; establishing a FHC documentation unit; and 
developing an operations research capability. 
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SANRU II will provide technical assistance to further refine,
.simplify, and standardize the health information system that has been 
developed under SANRU I. Using this system as a base, the project will 
support national-level workshops aimed at obtaining a consensus among all 
the various health programs on a sizplified, uniform health information 
system. SANRU II will provide technical assistance, training, and
material support at national, regional, and RNZ levels for introducing
the system. Basic office supplies, as well as micro-coeputers, will be
furnished to regional and sub-regional medical inspectors. At the 
national level, SANIU will participate in analyzing and reporting
national health information. 

The 1HC documentation unit will collect, catalogue, and disseminate 
relevant irformation on primary health care activities in Zaire and
throughout the world. SANRU II will support studies of PHC activities in
Zaire to make information available on the lessons learned. Por example,
the project will sponsor a study of different approaches to community
participation which will be useful to the XIZs in Zaire and may provide
insights that benefit PHC programs in other countries. SANRU II will 
also acquire select materials for international sources and set up a
library which will be open to the public. The project will al3o publish a
newsletter and special reports that will circulate throughout the 
country. The documentation center aryl library will be developed jointly
with the School of Public Health, which will develop a coup.:ehensive
reference library emphasizing international materials. 

SANRU II will develop an operations research (OR) capability through
technical assistance, training, ard financial support. 7he project will 
offer short courses in OR to regiaial medical chiefs, and other 
zone-level, regional, and national personnel. A small grants program
will be set up to support SANRU-related OR projects initiated and carried 
out by Zairians. SANRU II will provide TA in developing proposals, 

distinct but closely interrelated elements. 

implementing the research, and analyzing the results. 
center will facilitate dissemination of the findings. 

The documentation 

4.3. Water and Sanitation 

The water and sanitation couponent of SANRU II is composed of two 
1he project will strengthen

the National Rural Water Service (SNIR), under the jurisdiction of the
Ministry of Agriculture and Rural Development, which is responsible for 
implementing rural water programs throughout the country. In addition,
support will be provided to SANRdJ II-assisted rural health zones to 
strengthen the capabilities of the RiZs and the communities to plan ai*d 
carry out water and sanitation activities. 

(
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4.3.1. Strengthening the SNHR Planning and Oerations Units 

The project will provide technical assistance and training to the 
Planning and operations Units of the IRM to develop a strategy for 
implementing the national water and sanitation program. The MM central 
office will house the Planning Unit and support it administratively and 
logistically. The unit's technical and policy guidance, however, will 
core from the National Action OCmmittee for Water Supply and Sanitation 
(CNAEh) as well as the National Water and Sanitation Ooordinating
OQmmittee, which will include donor agencies and luOs active in the 
sector. The Planning Unit's mandate, which will be national in scope
rather than project-specific, will include the formulation of technical
standards, research and development, as well as information collection 
and dissemination. A water and sanitation planner will be engaged for 
two years to provide TA to the Planning Unit. 

Five years of technical assistance as well as material resources will 
be provided to the SNHR Operations Unit to plan and implement the SANiI 
II water and sanitation activities. This unit (which consists of the 
Departments of Technical and Logistic Services) will work closely with 
the W3O and SNHR brigades, the zonal rural water coordinators (1ica), and 
the SANRU Office to ensure that the project water and sanitation targets 
are met. The Operations Unit will collaborate closely with the Planning
Unit to ensure that feedback from the field applications of various 
water-system designs is used to refine the original plans. 

4.3.2. Develcpment of Rural Water Brigades 

The project will provide technical assistance, training, and
equipment to SNHR to develop sub-regicnal rural water brigades. These 
brigades will have the technical and managerial capability to install 
water systems in rural cotmunities, to explain basic maintenance and 
repair techniques to the local development committees, and to manage and 
account for all material and personnel resources. In addition to 
supporting a gradual increase in the number of SNHR brigades from 10 to
26, the project will support about four NO brigades to be developed,
building on existing WIO water capabilities. The brigades will help the 
ccmmities install 1,705 large-diameter shallow wells and drilled wells 
fitted with handumps, and 172 distribution systems (largely
gravity-fed), primarily in SIMM-assisted RIZs. 

The rural water brigades, will generally consist of one or two 
engineers plus a complement of technicians and support staff. The SANMU 
II Project will provide basic office equipment and supplies for the 
brigade headquarters. The project will also supply well-drillng
equipnent to 2 brigades, which will also receive technical assistance 
from technically qualified Peace (brps volunteers. All brigades:except
the 2 with drilling rigs will be supplied with light equipment for the 
installation of water systems. 
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National and regional seminars will be held to train the engineers 
and technicians in technical skills and supervision of community-level 
activities. The brigades will work closely with the zonal rural water 
coordinators (RJ~s) and the cmmmities. Together with a brigade 
supervisor/engineer from the SNRR central office, the RNW, a comnunity 
representative, and others, the brigade team leader will review and 
a)prove proposed water activites that would require brigade assistance. 
Each brigade will develop quarterly work plans based on approved water 
activities in the RMZs in its catchment area. Once the schedule is 
fixed, the brigade, in collaboration with the RM, will ensure that the 
communities are prepared to participate in the activities. During 
installation, the brigade will train the local development committee in 
the technology and basic maintenance of the system. 

A couprehensive system for the planning, management control, and 
accountability of the brigades is essential to ensure that they 
efficiently use project support and continue to function effectively 
after the project ends. National SNRR staff, with the assistance of 
long-term TA and Peace Cbrps volunteers, will supervise the brigades and 
ensure that their reports are accurate. These reports will be 
cross-checked with those submitted by the HqCs to the SANR II Office. 
The project will support long-term uasters-degree training in 
environmental or public health for two national water and sanitation 
engineers. SANRU II will provide technical advice to assist with the 
organization and implementation of accounting and mnagement-control 
systems and will support national and regional seminars for brigade 
personnel in planning and management techniques. 

4.3.3. HZ Water and Sanitation Qbordination 

The SANR1 II Project, with technical assistance from SNR and the 
National Sanitation Program (MlA), will train a rural water coordinator 
(iR) in each project-assisted hZ who will be responsible for 
coordinating water and sanitation activities within that health zone. 
Peace Qbrps volunteers (PCVs) will be assigned to approximately 40 SANIU 
II-assisted RZs to provide technical and programming back-up to the 
RNs. The project will support technical training for 1Ws in latrine 
construction, spring capping, and the maintenance of simple wells, 
handpumpe, and gravity-fed water systems. IC training will also include 
planning, management, and the techniques of promoting cammmity 
participation and training village health workers. 7b reach SANRJ-II 
target outputs, the communities, with the guidance of the 'RCB, will cap 
3,000 springs, and 90 percent of the households will have latrines in at 
least 1,000 villages. In addition, 2,000 improved ventilated improved 
pit (VIP) latrines will be constructed at bospitals, health centers, and 
schools. 

q1
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A close working relationship between SANkJ-assisted NIZs and Eam 
will be essential to ensure that the project water and sanitation 
objectives are attained and facilitate a moth transition to a 
sustainable rural water and sanitation program. Both the 1hZ 
infrastructure and the water brigades must be strengthened to protect the 
capital investments in water systems. These systems will be the property 
of the cimmunities in which they are built, and each community, with 
technical assistance from the 1MfCs, will take primary responsibility for 
their maintenance. Hbwever, the SNHR brigades will provide technical 
assistance with repairs and improvements that are beyond the village 
technicians' capabilities. 

The A'C's primary functions will be to sensitize the communities to 
the desirability of water and sanitary facilities and coordinate the 
implementation of water and sanitation activities in the zone. 
Initially, the 1hC will meet with cmunmities thrOugoutthe zonie. He 
will identify communities that are motivated to participate and assess 
their need for water-point improvement, based on population density, 
difficulty in obtaining water, etc. The R1Es, in collaboration with the 
RhZ medical chiefs, the local health committees, and the water brigades, 
will develop an implementation plan for the zones. 

The rural water coordinator will provide technical support in latrine 
construction, spring capping, and maintenance of other water systems. 
When the intervention of a water brigade is warranted, the AC will act 
as the liaison between the ccmmunity and the brigade. The MhE will also 
be responsible for controlling and accounting for all materials supplied 
to the zone. SARU II will provide motorcycles and fuel to the RWCs and 
their PCV counterparts so they can travel regularly within.±,heir zones. 

Oommuities participating in water activities will provide labor and 
local materials. he community will bring sand, haul rocks, dig 
trenches, and trp'rport materials to the water-installation site. SANRU 
II will supply pipes, cement, shovels, and other necessary materials not 
available in the communities. 7he community will also provide a modest 
financial contribution as a down payment on spare parts and/or to defray 
supervisory costs. 

Daring the installation, the lM and the SNHR technicians will 
explain technical principles and maintenance requirements of the system 
to the village development committee. The 1hW will ensure that the local 
committee and VHW are prepared to carry out a program of water and 
sanitation education within the community. SANRU II will provide I, E, 
and C materials to the Ms during their training sessions to facilitate 
the education program. 
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5. OST ETMAMS AND FINANIAL PLAN 

This section sumarizes by source and project year the cost of 
planned project activities. The cost estimates are based on experience
during the Basic Rural Health I Project, which ,mdertook many of the same 
activities, the report of a WASi consultant, and experience with other 
projects in Zaire. Obsts are inflated at an annual rate of 5 percent for 
services and commdities to be purchased both in the U.S. and locally.
7he projected local inflation rate is expected to be 25 percent. 
However, local purchases will be financed out of counterpart-fund 
resources, denominated in dollars, or dollars converted to local currency 
for shelf-item purchases. Since the Zaire is floating, the dollar is 
expected to appreciate at the difference between local and U.S. 
inflation. Hence, the expected U.S. inflation rate is used for both 
types of purchases. Contingency funds are estimated at 7 percent of 
total project cost. 

Recurrent costs supported during the project by the GOZ, will come 
partly out of counterpart funds and partly out of ordinary budget 
allocations. A substantial portion of recurrent costs will be paid by
beneficiaries of improved health services through user fees. AID dollars 
are not used to support recurrent costs. The recurrent cost per 
beneficiary of the activities assisted by the project at the end of the 
project in 1985 Zaires is expected to be: 69.7 million Z/3.6 million 
people - 19.4 Z ($US 0.39). In addition, beneficiaries are expected to 
spend an average of 50 Z per illness for medicines. A complete 
discussion of recurrent costs is found in the financial analysis. 

The project's fimncial plan is summarized in Tables 5.1 and 5.2. 
The tables show only project spending, not GOZ recurrent spending or 
community contributions through user fees. he summary budgets are 
divided into the portions to be used by the MOR and the MOARD and into 
dollar and local currency expenditures as well.. Table 5.1 suumarizes 
expenditures by source and use. Table 5.2 shows projected project 
spending by fiscal year. The GOZ's contribution of counterpart funds 
amounts to about 43 percent of total project costs. 

An estimated $W 3 million of AID funds will be used for conversion 
to local currency for the purchase of shelf items. 
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Summary (bet Estimates 

Thble 5.1: Summary Oost Estimates and Financial Plan 
(s 000) -Source: 
 AID GOZ Pace Obrps
 

Use: 
Water and Sanitation
 
Supervision 
 268
 
Shipping 
 30

Support for SNRR Office 
 776

Training 188 63 
Bquipment 
 1,052
 
Whicles 314
Technical assistance 
 1,269

Water volunteers 
 3,515Inflation Factor (5%) 
 329 239 
 841
Orntingency 
 197 80 0 

Sub-Tbtal Water & San (MOMARD) 3,349 1,456 4,356
 

Source: 
 AID 
 GOZ Peace Cbrps

Health 

Renovation/construction 
 3,054

Supervision 
 452

Initial drug stocks 
 740 864

Support for SARL Office 3,335

IE & C materials 
 144

Training 640 2,144
Water/sanitation systems 
 777 3,708

Shipping 185
Impact studies 
 275 150 
Equipment 
 5,029

Vehicles & bicycles 2,179

Oomputers & calculators 113

'ITehnical assistance 3,353

Health volunteers 
 1,650
Inflation Factor (5%) 
 2,395 3, 213 383> _ tingency 920 983 0

Sub-Tbta. Health (MMl) 16,401 18,232 2,033 
70TAL 19, 750 19,683 6,389 

NUTE: The exchange rate used is: 50 Z -
 LE 1.00

Elements may not sum to totals shown exactly because of rounding. 
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Table 5.2: Projection of Expenditures Fiscal Year 

Fiscal AID GOZ* Peace C(olx 

MOARD MM MOARD MO 
Year W/ Health Total !IL Hoalth Total iSHalh Total 

1986 1,108 2,242 3,350 147 1,255 1,402 248 165 413 
1987 812 2,809 3,621 164 1,989 2,153 495 248 743 
1988 354 2,389 2,743 196 2,174 2,370 528 248 776 
1989 299 2,260 2,559 206 2,442 2,648 561 248 809 
1990 222 1,529 1,751 190 2,158 2,348 561 248 809 
1991 14 1,004 1,018 121 2,108 2,229 561 248 809 
1992 14 869 883 113 1,910 2,023 561 248 809 

Sub-Total 2,823 13,102 15,925 1,137 14,036 15,173 3,515 1,650 5,165
 
Inflation 319 2,382 2,711 239 3,213 3,452 1,224
 
Contingency 197 917 1,114 80 983 1,063 0
 

TOTAL 3,349 16,401 19,750 1,456 18,232 19,688 3,515 1,650 6,389 

*Includes only GOZ counterpart-fund contribution. 

NOTE: Elements may not sum to totals shown exactly because of roundinq. 
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6. IMPLDOENTATICN PLAN 

6.1. Administration Plan 

The project will be implemented through two bilateral grant
agreements between USAID and the GOZ: one agreement will be signed with 
the Ministry of Health naming the Church of Christ of Zaire (ECZ) as the 
implementing agency for execution of the rural health services component; 
the other agreement for the water component will be signed with the 
Ministry of Agriculture and Rural Development to be implemented by the 
National Rural Water Service (SNHR). 

The director of the BCZ Medical Office will be the project director 
of the rural health services component with overall responsibility for 
that component in accordance with the grant agreement as well as with GOZ 
and AID policies and procedures. He will be assisted by an AID-funded 
project manager and a representative of the MOH who will work full-time 
as a member of the SANRU II staff. This MOH official will serve as the
 
Zairian counterpart to the project manager and play a major role in 
project implementation. 

The director of SNHF, will be the GOZ official responsible for the 
implementation of the water component. He will be assisted by AID-funded 
technical advisors. 

USAID will also be responsible for ensuring that the overall SANRJ II 
Project is implemented in accordance with the grant agreements and AID 
policies and procedures. The project officer for SANRU I, who is a 
local-national direct-hire health professional, is expected to continue
 
as project officer for SANRU II. He will be assisted by a PSC deputy 
project officer to be funded by the project. 

The project will have two discrete administrative units: one that is 
responsible for implementation of the rural health services component, to 
be carried out under agreement with the Ministry of Health; the other 
responsible for the water component, to be carried out in collaboration 
with the Ministry of Agriculture and Rural Development. 

6.1.1. Rural Health Services Administration
 

(1) Organization 

The administration of SANRU II, like that of SANR1J I, will be a 
collaborative effort between the Ministry of Health, the Church of Christ 
of Zaire (E)CZ), and AID. Each collaborating organization will be 
represented on the Project Management Committee, which will consist of 
the project director (ECZ medical director), the project manager (an AID 
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contractor), and the designated representative of the Ministry of 
Health. The USAID project officer will participate in the weekly
camrittee meetings as an observer. Working under the guidance of their
respective agencies, the committee members will be responsible for
 
overall project policy, planning, and implementation including

identificaton of problems impeding project progress and actions to
 
ameliorate such problems. The members will be responsible for keeping

their respective agencies informed on all aspects of project activities.
 
When appropriate, other observers from the contributing agencies (such as
 
GOZ, USAID, ECZ, BM, and Peace Corps) will also participate in the
 
committee meetings.
 

Although the management of SANRU II will be similar in structure to
 
that of SANRU I, some expansion and reorganization is planned to better
 
support SANWU II, which will be a considerably larger project. Working

under the direction of the project director, project manager 
will be
responsible for impleme-tation. As depicted in Figure 6-1, there will be 
two operational departments. A third department will be responsible for
coordination with complementaty projects that are also administered by
the ECZ and carried out in SANRU II-assisted rural health zones. 

The Department of Office Management will provide the support

services. This department will develop standardized procedures for all
 
project operations, ensure the accountability of project resources, and
 
monitor and report on all transactions and programmatic activities.
 

The Department of Program Coordination will support the
 
implementation of rural health zone activities, as well as related
 
activities at regional and national levels. 
The Division of Public
 
Information will provide assistance to the national health information
 
system, the documentation unit, and operations-research activities. The
 
Commodities-Management Division will be responsible for receipt,
inventory control, and distribution of commodities to the RHZs. The 
Division of Training and Community Development will coordinate all 
training activities and provide technical assistance in training and 
community development. The Water and Sanitation Division will coordinate 
water and sanitation activities in the rural health zones and maintain
close communication with the SNHR to ensure that the interventions of the 
brigades are well coordinated with the rural health zone system. The 
Rehabilitation Division will manage GOZ investment-budget allocations to 
SANRU II and coordinate construction and renovation activities carried 
out under the project. The Division of Supervision will provide
technical support to the regions and rural health zones, assisting
primarily with the implementation, management, and supervision of the RHZ 
primary health care programs. 

The Department of Related Projects, which will have a coordinating
function, will be attached to the ECZ Medical Office, but, through the
Project Management Committee, will receive administrative support from 
the Department of Office Management. The role of this unit will be to 
ensure close collaboration with complementary projects and facilitate the 
requisite adminstrative support from SANRJ II. 
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(2) 1ecbmical Assistance 

Three long-term techni advisors will be recruited to 
work within this structure: a project manager to head the Office of 
Project Management (see Figure 6-1), a deputy project manager/rural C 
coordinator to work with the Ipartment of Program Ciordination, a] a 
ommunity-.evelolm* specialist/trainer for the Division of Training ard 
Qsmnity 1'evelopet. he project manager (7 years) will carry over 
from SANIU I initially, and, in fact, will be funded under SAN&J I for 
the first yt'tr of SMNU II. Wrking under the direction of the project 
director, he ill be responsible for overall project management, ard 
cordination with AID, the MM,, and other donors. In SANRU II, the 
project maEger is also expected to play a more significant role in 
providing technical assistance to strengthen MM0 sup-rt of prmary 
health care activities. In particular, be will represent the project on 
the technical awd planning a ttees of the M10 unit that will be 
respnsible for aordination of national and donor activities in C, as 
well as advise the 10H on developin the national health information 
system, tin_ FHC documentation unit, and an operations-research capability. 

The Ceputy project manager/rual HC coxrdinator (5 years) will he 
resposible for the planning, coordination, management, xcnitoring, and 
evaluation of project assistance to the regions and rural health zons. 
He/sit will oversee the scheduling of orders, inventory onxtrol, as well 
as distribution and accountability of equipment, supplies, medicines, and 
other cmodities. The deputy project manager will be responsible for 
cxrdinating rewvation/crmtruction activities and for maintaining close 
amication with the SIR to ensure the efficient coordination of water 

brigade support to the MiZs. He/she will_4so have oversight 
responsibility for the local currency lget. 

The crmunity-develOuent specialist/training advisor (3 years) will 
provide technical assistance with the pitmotion, organization, ar]
evaluation of c7un-nity-besed HC activities, including the organization 
and training of village development and health-center ocumittees, village
health workers, and traditicnal birth attendants. He/she will help 
develop rxlels for integrating cmmity action in water and sanitation,
and] health, with MM and regional uuprrt structures. b 
cxmmnity-development/training specialist will also provide technical 
assistance in training, including the introdurtion of NHC-oriented 
curricula in nursing sools througinit the cuntry. He/she will 
collatoate closely with SI1R to develop training courses for regional 
and] 1hZ-level training of water ark] sanitation personnel. This advisor 
will assist with the developsmt of corses for national, regional, 1hZ 
ard cam~nity heath workers in NC manaement, suprvision, cxamity 
organization, ark] delivery of services. He/she will also coordinate 
requests for short-term Th to help with the devolcjaent of specialized 
crurses ark] to idvise on peda gical tciqetraining mterials, and 
evaluation. 

(
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The project will also finance a deputy project officer (5 years) for 
USAID. He/she will help the USAID project officer carry out his 
responsibilities, including: project monitoring; coordinating the 
disbursement of project funds, procuring commodities, and facilitating 
U.S. and third-country participant training, as well as short-term TA. 

6.1.2. Rural Water Services Adminstration 

(1) Organization 

The National Rural Water Service (SNHR; through its central office) 
in the Ministry of Agriculture and Rural Develo ment, will be responsible 
for the implementation of project-su ported rural water-brigade 
activities. The SNHR will receive policy and strategy guidance from the 
National Action Oommittee for Water and Sanitation (CMAEA) which was 
created by the GOZ in response to the United Nations Water Decade 
initiatives. Oversight of project implementation will be the 
responsibility of a coordinating committee composed of representatives of 
GOZ, non-governmental, and international agencies concerned with rural 
water activities.
 

Organizationally the rural water brigades are directly responsible to 
the director of SNHR. Three departments within the SNHR provide support 
to the brigades: Administration and Finances, Tchnical Services, and 
Logistic Services. In addition, a planning unit is being established to 
provide guidance on national planning of water activities, the 
identification of priority tasks, formulation of standards and norms for 
rural water work, and ensuring effective coordination among various 

--4national and donor-supported activities in the sector. 

(2) Technical Assistance 

Two long-term technical advisors will be recruited to work within 
SNHR: a planning specialist to work with the Planning Unit and a field
operations advisor to assist the Tedhnical and logistic Services 
Departments in the expansion of rural water-brigade activities. 

The planning specialist (2 years) will provide full-time 
organizational and programming assistance to the Planning Unit. e/she 
will help the SR develcp the unit, providing advice on organization, 
policy-making procedures, developing long- and short-term goals and 
objectives, preparing norms and standards for water interventions, 
documenting the current level of rural water coverage, and evaluation of 
the program. UNDP may provide the planning specialist. 

7he rural-water field-operations advisor (5 years) will be 
responsible for assisting with the development of the sub-regional water 
brigades, including resource management and accountability, evaluation of 
productivity, training and equipment needs, and coordination with the 
rural health zones. He/she will participate in the scheduling of orders, 
inventory control and distribution of equipment, and serve as techrical 
advisor and liaison between SNHR and SANRU. This advisor will spend 
about 50 percent of his/her time in the field with the brigades and a 
minium of 10 percent of his/her time working with SANRUJ to ensure 
coordination of brigade and rural health zone activities and to advise 

the SANRU staff on the rural water program. 
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(3) Implemntation Arrangemt. 

The purpose of U.S. assistance to the G=Z through the MW is tobuild that Ministry's technical capability to achieve SANRU IX waterobjectives. The 1ARD National Rural Water Service (SUR) is the GOZagency with the mandate to coordinate the planning and development of therural water sector. A substantial portion of project inputs for wateractivities will be i piemented through SWIL To ensure optimal benefitsfor participating czmmities, these inputs will need to be closelycoordinated temporally and spatially with water inputs implementedthrough the MH. 7he following planning and coordination mechanisms are
envisaged. 

National Water and Sanitation (bordinating Ozmittee: At thenational level, the following organizations with significant inputs intothe project and rural-water sector will meet at least once every twomonths under the direction of the CIAEA executive secretariat to developproperly phased implementation schedules: 
(1) Sum 
(2) SANRU II Project Office 
(3) CNAE representatives 
(4) M 
(5) UNICE 
(6) UtAID 
(7) Other bilateral donors 
(8) Na' 
(9) NGOs represented in Kinshasa 
(10) Peace Obrps 
(11) VO 

Regional Planning: Since the health zones are the self-containedfunctional units of the health system, the water programs of thedifferent I{Zs will operate independently (although this does notpreclude cooperation between zones in training). 7he SNHR brigades will,however, cover several RiZa in their operational area. This overlap ofbrigade responsibilities across AHZs makes it imperative to institutefrequent planning sessions between each brigade and the RIZs inbrigade's area of activity. This 
the 

sitwtion w-uld also necessitate thejoint development of integrated annual work plans between brigades andRiZs. 7he planning sessions and workplans must be cognizant of thedifferent roles and responsibilities of the cooperating parties. For 
example: 

(1) 7he rM water coordinator is responsible for planning andcoordinating all project-financed water interventions in his/her zone. 

(2) The RMZ health authorities will serve as Aaie guardians of 
project materials. 
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7he brigades will work in NIZs following a workplan established 
together with the rural water coordinator for each zone. Based on 
decisions and procedures to be made Jointly by the SNHR, Peace Qbrps,
SANMJ II Office, and IM health authorities, prior review and approval 
may not be required for ccmmunity projacts involving the simpler
technologies such as spring capping and spring boxes. When such 
procedures for simple interventions are adopted, it would be important
that the Planning Unit of the SNIR provide plans and technical literature 
to assist the work of the local technicans. For the more sophisticated
technologies, such as cisterns, gravity-fed systems, wells (wide-diameter 
or drilled), infiltration galleries, etc., it will be essential that a 
technical review and approval be carried out in the field prior to 
constructing the system. This would be accouplished by a RZ-based 
comittee composed of the following: 

(1) Area brigade team leader 
(2) Rural water coordinator 
(3) Q mumity representative
(4) Brigade supervisor/engineer from Kinshasa 
(5) Peace (brps -representative 
(6) PHA representative (if present) 

A field review permits on-site verification of costs, and site 
inspections that would be lipossible if the review were carried out in 
Kinshasa. After the technical approval has been obtained, the RIZ water 
coordinator and the brigade team leader would together schedule the 
construction of the water system. 

Tlo facilitate planning and informpation gathering, the SER Office,
WO brigades, and the SANRU Office will jointly develop forms to be used 
in collecting background information needed for decision-making
concerning each type of village water system. Ihis information will be 
useful in determining whether special on-site visits and studies are 
required before undertaking an intervention. 

6.2. Monitorinxg Plan
 

Monitoring is an essential management tool for tracking project
implementation to ensure the efficient coordination of inputs, the 
accountability of project resources, and the timely, effective execution 
of project activities. 

Monitoring is dependent on a reliable information system which 
transmits essential data through the following levels: 

- a ity Lo health center 
- health center to central office of the health zone 
- health zone to SANMI Office/Kinshasa 

(for water activities, health zone to SUM Office/Kinshasa 
as well)
SNM Office S Office) to contributing agencies 
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The health information .system (HIS), Which will be operating in 
SANKI-ssisted IIIZs within a year after the zone has been established, 
will provide information for monitoring the accessibility and coverage of 
IC services. The HIS will ensure collection and reporting of statistics 
on the population living within the catchment areas of established health 
centers, i.e., having access to services. In addition, the service 
statistics will indicate utilization of PHC services i.e., coverage.
With these indicators, the project staff will be able to assess the need 
for programmatic changes that would increase accessibility and 
utilization. 

Progress toward the Achievement of project targets will be monitored 
at the end of each year. Since the develcpnent of functional health 
centers is the focus around which other project activities are oriented,
the planned and actual establishment of health centers will be the basic 
benchmark against which other outputs will be measured. Table 6.1 
indicates that by the end of the second project year, 19 percent of all 
planned health centers are expected to have been established. Other 
outputs, such as training, might also be expected to have achieved 19 
percent of expected targets at that time, or at least to have kept pace
with health-center developnent, if that is less. However, soe 
activities will have a faster or slower start-up than others. Fbr 
example, the training of nurses should proceed more quickly than the 
training of VM s and TBAs since the nurses play a role in training the 
WHWs and TEAs. Nonetheless, the formula will be useful as a general
guideline for monitoring project achievements and for indicating which 
activities need to be increased in order to reach project targets. 

Table 6.1. New Health (enters, by Year 

PRIWBCT NUMBER OF NB CJLATME NUM13ER OF 
YEAR HEAL7H C=3= NE HEL CETERS 

1986 30 30 (4%)
1987 110 140 (19%)
1988 130 270 (38%)
1989 150 420 (58%) 
1990 150 570 (79%) 
1991 100 670 (93%) 
1992 50 720 (100%) 
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The project staff will moitor the project for administrative and 
program-planning purposes as well as to generate the information required
by AID. The project will maintain a caquterized management information 
system that tracks the receipt and deployment of all project resources as 
well as the inplementation of project activities. Quarterly reports will 
be subunitted to USAID, the GOZ, and ECZ from the SANRU/ECZ Office and 
from SNHR. In addition, project management staff will ccmmicate 
frequently with their respective agencies and keep them apprised of 
issues as they arise. 

Project moitoring by the WJLID project officer will include 
management of the dollar'budget. This persom will be responsible for the 
following aspects of project implementationt 

- disbursement of AID funds (dollar and counterpart) in a timely 
manner 

- commdity procurement from outside of Zaire
 
- short-term and long-term participant training
 
- accountability of the dollar budget
 
- coordination of timely and aprcriate short-term TA
 
- performance of short-term and long-term TA
 
- coordination of iruts from other AID-funded projects
 
- organization of internal and external evaluation activities 

Other project activities will be monitored jointly by the GOZ and
 
USAID officers. These include: 

- LSAID and GOZ fulfillment of agreed-upon responsibilities, in 
particular the assignment and suport of personnel 

- accountability of financial resources including both dollar and 
counterpart funds
 

- local coxmodity procurement 
- accountability of material resources including inports and local 

purchases 
- the timely implementation of project coponrnts. 

6.3. Disbursement Procedures
 

6.3.1. Iocal Qirrency for In-country Cbsts - The ECZ Medical 
Office will request an initial advance from USAID, which upon review, 
will forward the request to the Ministry of Plan, Counterpart Funds 
Secretariat, which will transfer the funds to the project acocumt. 
Thereafter the account managers may request quarterly advances according
 
to progrnhned activities. Under signature of the project director and 
one tecuiical advisor, funds from the account will be transferred by 
check, bank transfer, or hand-carried to the participating MIZ. As 
expenditures are justified to the Ministry of Plan and USAID, additional
 
blocks of local currency can be requested. Salaries for the project 
local hires willl be paid out of this accoumt. 
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Similarly, the SNRR counterpart-fund requests will be prepared
jointly by SNHR and USAID personnel. USA]I will forward the requests to 
the Ministry of Plan. Project staff will request quarterly advances 
according to procedures agreed to by the LAID Cotroller's Office. 

6.3.2. Qzuz,,dty Procurement in Foreign Wrrency - Standard USAID 
proc et procedures will be followed. UA will prepare the 
docinments necessary for USAID procurement, and USAID will arrange direct 
payment to the suppliers according to standard procedures. 

6.3.3. Participant Training - In accordance with established USAID 
procedures, payment will be arranged directly to the training 
institutions. Monthly living allowances will be provided directly to the 
participants. 

6.3.4. 	 T chnical Assistance (AID-funded via Personal-Services 
Obntracts) 

The WSAID voucher system will be used for direct payment to the 
technical advisord. The USAID Public Health Office will certify that 
services have been rendered. 

6.4. Implementation Schedule 

A detailed impiementaticn schedule has been prepared for the 
first eighteen months of the project. Annual workplans for each calendar 
year will be prepared in October of the preceding year. 

Month Task Responsible Agency 

August 1985 - PP approval USAID 
- Pro~g signed uSAIM/G0Z 
- Vehicle ocmmodity waiver 

obtained from AID/W AID-W 

September 1985 - dvertise PSC positions USAID 
- Submit commodity requests/lists 

for FY '86 BCZ/SNAR 

October 1985 - Submit 1986 counterpart-fund 
budget EXZ/SNHR 

- PIO/Cs for FY '86 commodities 
prepared IsAI 

- Pinalize short-term Th 
requirements for 1986-87 

- Prepare PIO/T for short-term 
Bc/S 

TA to develop water & 
sanitation training plan IEAID/NASH 
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December 1985 - PSC selectionnAID/GOZMIMM 
- Identify rgicral/sub-regicnal 

pharmacies & medical inspection 
offices for 1986 assistance 

- Identify WH candidaves for 
F./GOZ 

- Finalize regicnal/naticnal 
training plan for 1986 ECZ/SN*R 

January 1986 - Submit comdity requests/lists 
for FY '87 

- Select candidates for short
term participant training 

- Submit quarterly implementation 
report: Oct.-Dec. '86 

E=I/SNMR 

ECZ/SNMr, 

EC2/SNHR 

Pebruary 1986 

March 1986 

- Open PHC documentation center 
- Arrival of PSCs 
- Selection of 15 RIZs for 1986 

assistance 
- PIO/CM prepared for PY '87 

ccnodities 
- Establish national training 

team for water and sanitation 
- Arrange for TA to assist with 

baseline impact study; prepare 
PIO/T 

- Begin financing training at 
RhZ level 

ECZ 
tEAID/C/SNR 

ECZ/GOZ 

USAID 

SNR 

USAID/E= 

EC 
- Arrange for TA to study VDCs, 

VHs, and TEAs 
- Select of 30 health 

cent, rs for 1986 assistance 

tSAID/X= 

ECZ/GOZ. 

April 1986 - Submit quarterly implementation 
report: Jan.-Mar. '86 

- Training of PCVs for water and 
health 

- Begin training regional 
brigades 

EC=/SJR 

Peace Corps 

SNIR 

May 1986 - Study of VDCs, VtHs, and TBAs 
begins 

- Identify candidates for 
physician EPI/OXD training 

TA 

ECZ/kI! 
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June 1986 - Select caridates for School 
of Pblir,Health/Kinsham 

- Arrival of FY '86 project 
commodities; begin distribution 

- Submit annual report for 1985 
UESA)/EC=Z/SIHR 
E:Z/SHR 

July 1986 

October 1986 

- MM cEndidates leave for 
training 

- Baseline impact survey 
initiated 

- Submit quarterly implementation 
report: Apr.-June '86 

- Arrival of FT '87 commodities; 
begin distribution 

- Submit quarterly iuplenntation 
report: Jaly-Sept. '86 

- Finalize workplan for 1987 
- Send first group of cendidates 

to School of Public Health 

USAID 

TA/EC/US MDM 

FZ/SN*R 

tEAID/ECZ/SWR 

EXM/SHR 
EC2/SMMR 

EC2 

November 1986 - SANI I/II Evaluation .EAID/ECZ/I/GZ 

December 1986 - Select 15 IMZs for 1987 
assistance 

- Select 110 health centers for 
1987 assistance 

FCZ/GOZ 

BCZ/GOZ 

January 1987 - Suibmit quarterly implementation 
report: Oct.-Dec. '86 FC2/SN*AR 
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7. SUMMARY OF PI3=C. ANLYMS
 

This section presents summiaries of the five major project analyses 
c,-ried out to determine the overall feasibility of the project and its 
relative chance for success. 7he analyset include: 

- Technical feasibility 

- Pira'ial analysis 

- Economic analysis 

- Social soundness analysis 

- Administrative feasibility 

Each summary in the subsections below highlights the major findings 
of the corresponding analysis which may be found in Annex 6, section 15. 

7.1. Technical Feasibility 

7he Basic Rural Health II project (SANRU II) responds to the GOZ 
policy decision to improve the health status of the rural population by 
increasing the proportion of rural Zairians that have access to basic 
health services. In addition, the project relates to both the GO('s 
health goal of "health for all by the year 2000" and to USAID's intention 
of promoting the welfare of the neediest segments of the population 
especially women and children - through coummity-based health services. 

SANIU II will assist the GOZ to institutionalize a sustainable 
national health care system by strengthening and upgrading the MMf's 
administrative and health management skils. At the same time, the 
project will address the country's most serious and prevalent public 
health problems through promotion of PHC interventions that have been 
tried and proven effective in numerous projects worldwide. 

7.1.1. Village-level Health Activities 

The experience gained in SANRJ I shows that the primary health care 
strategy is feasible in Zaire. SANRU II builds upon existing SANKJ I 
village-level health activities by reinforcing positive aspects of the 
activities while addressing current weaknesses and needs. 
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(1) Village DevelguiMnt ommittees (VDCa)
 

The VDC concept promoted during SAINM I has now gained wide
 
acceptance not arly in the field but also at the ministerial level. VDCs
 
will be the keystone of SANE II's village-level support for PHC
 
activities. Hcwever, there must be more continuous and stronger

supportive supervision of the VDCs by the health-center and health-zone
 
personnel in order to insure strong motivation and ccmmitment.
 

(2) Village Health Workers/Traditicnal Birth Attendants
 

SANIU I has shown that many FHC activities can be carried out at the
 
community level by VHWs and TBAs. The SANRRU II strategy of continuing to
 
train and utilize VWs to carry out village-level health activities is
 
appropriate because of its emphasis on comminity involvement and making 
maximal use of locally available resources at the village level.
 
However, to ensure long-term viability of service delivery by these
 
voluntary health workers, financial and/or in-kind support from the
 
communities and villages will be necessary.
 

The project has not overlooked the potential effectiveness of TBAs in
 
the delivery of MCH services in rural areas. SANRU II, like its 
predecessor, will continue to train TBAs. Training of TBAs will be 
simplified, focusing mainly on upgrading their skills and on improved 
bome-delivery techniques in the village (where THAs have been practicing 
for centuries).
 

7.1.2. Training 

SANRU Ii's regional and national level "training of trainers" (7Mr)
 
strategy will produce cadres of well trained trainers wh-o are expected to
 
have a positive ripple effect on the quality of health-worker training

throughout the project area. SANRU II will continue to intensify
regional lOT activities already been initiated and proven technically 
feasible by SANRO T. 

In addition, the project will support both short- and long-term
 
training in PHC administration and management skills for zonal medical 
chiefs and administrators which should greatly enhance the management
capacity and sustainability of RHZs. long-term training in IC 
management will be ccmpleted within Zaire at the new School of Public 
Health (project 660-0101). 
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7.1.3. Sk prin 

Supervision and support of village-level workers are critical to 
their continued effective performance and must be ensured through the 
provision of adequate numbers of well-trained supervisors who have 
sufficient transportation and logistical support. The transportation 
provided by the project should be appropriate for rural Zaire. 7b assure 
long-term maintenance of vehicles, the project intends to purchase only 
vehicles for which spare parts have been locally coamercialized. 

7.1.4. Establisment of Airal Health Zones and Health Chnters 

The creation of health zones has far-reaching iuplications at all 
levels of PHC management in Zaire. Uniformity of planning, supervision, 
and statistical reporting within a geographical area is based entirely on 
the health zone conept. SANRU I has demonstrated that the establishment 
of health zones is technically feasible. SANRU II will expand the 
geographical scope of its successful predecessor with support to 50 new 
IZs. 

7.1.5. Supply Line 

There must be a secure supply line to ensure the long-term 
sustainability of the RZ and the success of the PHC activities. 
However, existing supply lines are weak. The strategy which appears 
technically feasible is to create regional and subregional pharmacies. 
This has already been done successfully in three regions. 

SA. II will assist at the regional and subregional levelsby 
financing the construction or rehabilitation of warehouses and provision 
of an initial stock of medicines. The project will also provide 
training, technical assistance, and micro-computers to support 
inplementation of efficient inventory control procedures and improved 
procuremm-t and distribution. 

At the AiZ level, SANRU II will train RM-pharmacy staff and fund 
rehabilitation of warehouse space. In addition, the project will 
establish a credit line for each RHZ to cover the initial supply of 
medicines for each new project-assisted health center in the zone. 

These strategies aim to ensure a secure supply, and in turn, the 
long-term sustainability of the AZ. 
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7.1.6. Health Information System 

The project will continue efforts begun in SANRU I to make the health 
information system (HIS) more simple and uniform throughout Zaire. SANRU 
II will also extend the use of micro-coaters for data analysis to the 
regional level as well as to selected health zones. In a decentralized 
system, micro-computers can do much to make local management more 
efficient. SANRU II will also work in coordination with the MM and the 
National Department of PHC to set up a national documentation center 
which will centralize and provide access to iC reports and resource 
materials from all the health zones. The establishment of the 
documentation center should be technically feasible as it will be 
developed in conjunction with the comprehensive public health library at 
the School of Public Health. This project component of SANRU II aims to 
institutionalize the HIS at the national level, and will be integrated 
progressively into the MCH. 

7.1.7. Water and Sanitation 

An analysis of the technical capability of the three main 
implementing agents of the water and sanitation component of the project 
(SNR, W30s, RRZs) indicates that additional technical expertise will be 
required to strengthen these sources -of technical back-up to ensure 
successful project implementation. Seven years of long-term TA and 30 
months of short-term TA in construction, design, training, and program 
planning have been budgeted to meet the needs of the implementing 
agents. raining in a variety of skill areas and at the national, 
regional, M{Z, and cw'uunity levels has also been planned to ensure that 
constructed water points meetquality standards which will be established 
by the SR. These inputs will ensure the construction of water systems
that will bring improvements in water quality, quantity, and 
accessibility.
 

The project technologies will not, however, yield concurrent 
improvements in all three parameters of water quality, quantity, and 
accessibility in every single intervention. Yet, most constructed water 
systems will offer improvement over existing conditions in at least two 
of three criteria. The technologies chosen represent a compromise based 
on the socio-eomic constraints in the project area, expected ommiunity 
support and maintenance, and available technical competence to construct 
the systems. The health benefits resulting from these water systems will 
vary by type of intervention, individual, and commuity behavior in 
response to the new systems, and other factors influencing health that 
are not under the direct control of the project. The interventions ha"e,
however, been demostrated to bring about an improvement in health and 
the quality of life for rural inhabitants. 
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7.1.8. Cbnclusion
 
This project
aJPrPriate. as designed isproject des Issuesue, identi .,. technicallyu notyoud soud,feti.. bu 	 feasible, nbut are 	 not resolvedappropriate 	 are not criticalconcerns 	 tofor Project nplemenotaticn 

7.2. Financial Analysis 

7.2.1. ProfitabilityAnalysis 
This project's expected direct output is
structure; 
its indirect output is 	

an iProve
mortality for the people expected 	 health deliveryto be reduced morbidity andserved by that structure.monetary revenues greater than costs, 	

It will not producehence itprofitability 	analysis. 
is not subject to 

7.2.2. Useof ProectRevenues
 
Even though the project is
revenues 	 not expected to earn net Profits, soe
fees. 

will 	be earned from the sale of medicinesThese receipts will be used a frof
of health-care to defray some costs ution

services. Fees in cash 	 of the deliveryservices of VAWs and TBAs. feneficiarin 
or in kind may be charged for the

for consultations at health Centers 	
id are expecedmedicines. The 

• ,Arncen te rse(Hca 
o 
ofndesspitas andpfo o pay

revenues will 	pay expec te tohCs) and hospitals andthe staff, maintenance, 	 fo parnon-~- - . and _ full cost onon-personnel.r _ a supesup rvisione costscosts at 	 at tethemediciatH--B SSome paar oreference hospitaljs and salary supplement.doctors 	 forare paid out of hospital consultation receipts. 
7.2.3. Recurrent bsts
 

The recurrent
medicines, costs of the project Interventionsfuel and maintenance,
expected 	 include salaries,and amortization Of capital goods. rhefunding sources for these costs(Principally religious missions), are Goz spendi-gPauser 	 soobeneficiary Population, and 	

fees, corpuratilng, PV support
Population.) tm 

continued donruortns, thexunity will be u'ad to refer to the beneficiary 

7.2.3.1. Salaries
 
There are


Project ends' 	
five levels of salariesthey are: (I) national, 

that will continue after thePersonnel 	 reginalJOf the Ministry of Health 	 , and Sub-regiona(4) "0and andm),-,. ( .);(a(ers ndel o (5) 	 (2)AMstaff; (3 1.Csf..national and bridgade water and sanitation
of the Ministry Of Agriculture and Rural velcment (MMMLRD). 
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The salaries stated throughout this section are base salaries at the 
time the report is written. The GOZ's commitment to pay salaries should 
be based on the number and types of positimis described at whatever 
salary scale is in effect during the life of the project. 

(1) National, Regional, and Su-hed.onal. The GOZ will 
pay the salaries of MO personnel at the national, regional, and 
sub-regional levels, including personnel seconded to work with SANRU II. 
The annual cost of adding of an assistant administrator for PHC resources 
utilization to each of the eight regional inspection offices will be 
172,800 real Z at the end of the project. Since personnel already on the 
payroll will be used for the remaining positicns, there will be no 
additional cost to the GOZ. At the end of the project, about ten 
positions will be transferred from the SANRU II Project Office to the 
MCU. This will mean an annual increase in the MOi payroll of about 
240,000 real Z. 

(2) Rral Health Zone. 7he GOZ will pay the salaries of 
the IR{Z medical chief and other RHZ central-office cadres in the 50 new 
FHZs to be established during the project. Secretaries and aides are 
hired locally by the IiZs. Salary supplements are usually paid to 
medical chiefs in zones headed by PVs or corporations. By 1988, all of 
the new IRZs will be in operation. 'The annual salary cost of the
project-assisted IiZs' personnel to the GOZ thereafter will be about 
11,299,000 real Z. 

Medical chiefs and many other RHZ personnel will be drawn from those 
already on the payroll. The GOZ will hire the personnel necessary to 
fully staff the IRIZs. 

The RRZ hospitals will have no new functions added to them by the 
project; hence no additional recurrent costs will be created. 

(3) Health centers. HC staffs will be paid partly by the 
GOZ, partly by non-governmental organizations, and partly by the 
ccminities through user fees. The total annual recurrent cost of these 
personnel in the 720 HCO at the end of the project will be 42,750,000 
real Z. 

Of the health-center staff, the A2 nurse and one of the A3 nurses are 
to be paid by the GOZ. The others will be paid by the ccmmity served, 
out of the receipts from consultation fees. Health centers with NGO 
sponsors may also benefit from subsidies. 

(4) Villages. VIHNs and TBAs trained during the project 
will be recompensed by the communities they serve. TBAs traditionally 
are paid in case or in kind for their services. 1he VDCs will decide 
whether the VWWs should be compensated through charging fees for their 
services, through the sale of medicines, through an honorarium paid by 
the ccmmittee, or whether they should work as volunteers. 
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(5) Water and Sanitation Personnel. The GOZ will pay the 
salaries and cperational support costs of the national staff at SNHR 
(National Rural Water Service) and of the S*IR water brigades supported
by the project. Four brigades will be operated by non-governmental 
organizations. Tenty employees an the SNHR central staff as well as 17 
employees on each brigade will be supported. Operational support will 
amount to about 20 percent of salary costs. The annual cost when the 
full set of 26 government-supported brigades are operational (1989) will 
be 7,084,000 real Z. However, the GOZ will not have to support brigades 
with a full complement of personnel after the project ends sinc/d teams of 
only about one-third the size will bl.. needed to maintain the water 
interventions ccpleted by the project. Thus, only one-third of the full 
cost of the brigades is attributable as a recurrent cost of the project.
The recurrent cost of maintenance brigades in 1993 will be 2,361,000 real 
Z to the GOZ and 363,000 real Z to PV)s. 

7.2.3.2. Medicines 

Medicines used at all health-care levels will be sold at their full 
cost, so that the receipixs earned can be used for resupply and the 
medicines will be self-financing. The project will supply initial stocks 
of medicines to HCs, RHZ hospitals, and sub-regional drug warehouses 
which thereafter will all be self-financing for medicines. Wo 
exceptions are vaccines and contraceptives. The Expanded Program on 
Immunization will continue to provide donor-supplied vaccines without 
charge to the RhZs for the foreseeable future. Similarly the Family
Planning Services Project will supply the contraceptives. 

7.2.3.3. -Ebel and Maintenance 

The project will result in fuel and maintenance costs at the 
national, regional, sub-regional, and RHZ levels. Whicles will be 
supplied at all levels; motorcycles will be supplied to RhZs for 
supervision of health and water activities. A 6-ton truck will be 
supplied to the SANR Office for transporting water and sanitation 
supplies and equipment to IhZs. The project will supply spare parts for 
the vehicles, truck, and motorcycles. 

(1) National. At the national level, the project will pay
fuel and maintenance costs for supervisory visits of SNFHR staff to 
brigades for the first five years of the project. After that, the M1'RD 
will be responsible for these costs. The annual cost of fuel and 
maintenance will be 600,000 real Z in 1991. 
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The national water and sanitation supervisor will coordinate 
supervision of each of the project Rnzs twice a year. 7he SANM national 
office will pay the costs of this supervision for the duration of the 
project. After the project ends, the MM will pay the annual costs of 
national water supervision: 1,150,000 real Z. 

The costs of fuel and maintenance for the delivery of water and
 
sanitation supplies and equipment to RMZs using the 6-ton truck will be
 
paid by the project. These are one-time costs, so there will be no
 
recurrent costs at EOP.
 

(2) Regional and Sub-Regional. The project will supply 
vehicles to 21 regional and sub-regional offices over LOP. The MM9will 
be responsible for financing the fuel and maintenance. At EOP, the 
annual cost will be 1,575,000 real Z. 

-Regional and sub-regional water brigades will receive motorcycles for 
travel to help R1Zs with installations and maintenance. The project will 
suport their fuel and maintenance costs for the first five years.
Thereafter, the costs will be the responsibility of MRD. After the 
project ends, only travel for maintenance will be necessary, so the cost 
will be only about one-third of that incurred during the intervention 
stage. The recurrent costs in 1993 will be about 732,000 real Z. 

(3) IMZ. Each NIZ assisted by the project will receive a 
vehicle and three motorcycles for supervising health activities; each 
will also receive a motorcycle for supervising water activities. RJZs 
will be allocated a subsidy of 12, 000 Z per month for each HC in its 
first year of operation. Each year thereafter, the subsidy will drop by
20 percent. As the subsidy declines, the costs will be supported by
receipts from HCs. As a health center matures, the need for supervision
is expected to diminish to once every two months. At EOP, the 
supervising the HCs will cost 4,620,000 real Z annually. 

7.2.3.4. Amortization of Capital Goods 

Neither the GOZ nor the communities are currently able to pay for the 
amortization of capital needs such as vehicles, major equipment, and 
buildings. Hence, continued reliance on donor support for the 
replacement of capital goods will be necessary. 
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Experience in SANM I shows that user fees rarely support all these 
costs. However, the principle that full costs of medicines should be 
paid by users is nearly universally accepted, and paying a consultation 
fee is widely accepted as well. 

SANRU II will facilitate the G0M efforts at mobilizing community 
resources to finance health care by helping the MMl better understand the
possibilities for and limitations of the user-fee system. The project
will support operational research into the various types of user-fee 
systems in place (especially investigation of the level of costs that can 
be covered and the effect of fees on use of services). SANM II will 
institute improved training methods of medical chiefs, they can betterso 
train nurses in establishing fee schedules to balance cost recovery and 
use of services. The project will also support efforts to cut operating
costs while maintaining quality of care delivered (such as the support
for the pharmaceutical-supply system). Finally, MANWJ II will support a 
national-level conference(s) to consider modifications in the 
cost-recovery policy based on the findings of the operational research. 

7.3. Bconamic Analysis 

This economic analysis consists of two parts. The first explains the 
benefit-cot technique's limitations for this project's analysis, 
attempts to identify benefits and costs, and does some indicative 
calculations. The second part discusses the cost-effectiveness of the 
project-supported package of interventions. 

7.3.1. Aplication of Standard Benefit-Oost Criteria to the Project 

For most development projects, economic analysis involves the 
application of standard benefit-cost methods. The streams of adjusted
project costs and benefits over time are compared by calculation of the 
present value of net benefits or the internal rdte of return. 

Ideally, one or both of these methods would be applied in the 
econoic analysis of this project. However, such analyses are somewhat 
inappropriate here for two reasons. First, the project intends to expand
and improve the structure of the primary health care (PHC) delivery 
system rather than directly deliver services. Second, benefit-cost 
analysis cannot address some important aspects of health-sector 
interventions. The pure-utility values of reduced morbidity and 
mortality and the value of improved work or school performance are nearly
impossible to estimate. Given that a complete benefit-cost analysis is
not applicable, the manner in which quantifiable benefits could be 
measured is discussed, and non-quantifiable benefits are described. 
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7.3.1.1. Benefits frn Promect-Assisted Interventions 

The project will assist in the establilient of FHC services to 
address the ten most prevalent public health problems in rural Zaire and 
promote the acceptance of family planning. It will provide inproved 
access to clean water as well. The interventions may be categorized as 
producing six types of benefits: reductions in mortality, morbidity, and 
malnutrition, changes in treatment, reductions in fertility, and general
improvement in the quality of life. Within each type of benefit there
 
are both quantifiable and non-quantifiable elements.
 

7.3.1.1.1 Non-quantifiable Benefits 

The benefits which cannot be quantified in money terms, using
generally agreed-upon techniques, are pure-utility gains and productivity
effects. The productivity effects of reduced fertility and time savings
from better access to water are exceptions. 7here is a pure utility gain
from averting deaths and illness, from reducing malnutrition, fron 
reducing unwanted and untimely fertility, and from the improved quality
of life resulting from better access to clean water. 7here are possible
productivity gains from postponing deaths of those who are at or below 
working age and from 1'rprovement of school and work performance through
reduced malnutrition and morbidity. Since these benefits cannot be
quantified in money terms, they can be described only as impacts:
numbers of deaths, illnesses, cases of malnutrition, and unwanted 
pregnancies averted and numbers of people having access to greater
supplies of clean water. The %aterinterventions will directly affect 
1.5 million people. 

Estimation of the other impacts can only be speculative without the 
baseline studies that will have to be done to assess the current 
situation with regard to these indicators. It is expected, however, that 
child mortality will decline by 10 to 50 percent. An indicative 
calculation shows that between 2,600 and 13,000 young children's deaths
wuld be averted each year once interventions reach their full impact in 
the population of 3,000,000 persons affected. Not enough is known about 
other morbidity and mortality rates to make similar rough calculations. 

7.3.1.1.2. Oiantifiable Benefits
 

The benefits that are quantifiable, in principle, are the avoided 
costs of treatment, savings in medicine costs where less costly 
treatments are used, the effects of reduced population growth, and time 
savings frm better access to water. However, little is known about the 
before-project status of the target population with regard to these 
quantifiable benefits. 
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7.3.1.2. Costs 

The project costs are shown in Tables 15.3 and 15.4. Mhe real
 
recurrent costs of the activities assisted by the project are given in
 
Table 15.1. No adjustments need be made in these costs for distortions
 
in the prices and wages.
 

However, there is a ron-woetary cost that should be considered. 
Population growth would increase because of expected reductions in 
mortality. Rough calculation of the ppulation growth resulting fran 
expected reductions in child mortality indicates the population growth 
rate would rise from 3.*20 percent to 3.29-to-3.62 percent, 

The expected acceptance rate of family planning under the project 
implies a long lag before the impact of improved child survival on 
popiulation growth will be compensated for by reduced fertility. In the 
intervening years, many children will have been added to the population. 

However, decreased child mortality is an important factor leading to 
r desire to control fertility, hence to accept family planning. Thus, 
there may be a necessary delay between reductions in child mortality and 
the eventual reduction in population growth through acceptance of family 
planning. This delay or "demographic transition" has been observed in 
many other countries. 

7.3.1.3. Calculation of Benefits and Costs 

Since even thse benefit which are measurable in principle are not 
measurable in practice, it is not possible to calculate even aartial 
benefit-cost ratio or rate of return. Iwever, it is possible to 
calculate an indicative present cost of a death averted. This 
calculation shows that the present cost of a death averted would be 
between $517 and $2,489. These costs fall well within the range of costs 
per death averted found for other types of health interventions in other 
settings: from $445 for ORT in Egypt, Zaire, and Honduras, to $9,000 to 
*27,000 for water supply and sanitation worldwide. 

7.3.2. Cbet-Effectiveness Analysis 

Three types of cost-effectiveness analysis are done. The project as 
a whole is compared to alternative interventions; PHC's package of 
interventions is compared to individual interventions; and some 
individual components of the project are examined. 

VJI
 

http:3.29-to-3.62
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7.3.2.1. Mhe Project Versus Alternatives 

The economic analysis of the predecessor to this project, Basic
 
Rural Health I (SANRU I), compared the project to several alternatives: 

1. assistance to central hospitals;

2. assistance to vertical programs;
3. assistance to the GOZ alone; 
4: assistance through Catholic or Kimbanguist mission networks; and 
5. provision of medicines and equipment alone in lieu of technical 

assistance.
 

The project was expected to be superior to each alternative. This 
proved tc be so for MW I and should be so for SAMRU II as well. Each 
alterrative is briefly discussed in the EcrKmic Analysis. 

7.3.2.2. The FHC Package 

It is impossible to make. a quantitative analysis of the HHC 
package -versus individual intervention alternatives since there are few 
cost and impact data available. However, two studies of the 
cost-effectiveness of PHC interventions show that the SANRU II HIC
 
approach combines all the elements wdch demonstrate consistently

positive results in reducing morbidity and mortality, and which are

"clearly effective and known to be feasible and affordable." in
 
addition, the package approach can spread the overhead costs over many

interventions. 

7.3.2.3. Indiyldual Coponents of the Project 

The various ways the project minimizes costs and improves cost
 
effectiveness include use of existing resources (e.g., TBAs) and 
voluntary labor, the training-of-trainers approach, and management

training to improve resource utilization. 7he project also takes
 
advantage of the previous investment made in 50 NIZs during SANIV I by
assisting the establishment of an additional 200 HCs in those RMZs. This 
raises the cost-effectiveness of the RiZs. 

7.4. Social Soundness Analysis 

7.4.1. Socio-cultural Oontext 

Zaire is geographically vast and culturally diverse. Rural residence
 
patterns, fcr example, vary from large- villages surrounded by many
kilometers of open land, to small villages or individual homesteads in
densely populated areas. Some local political system have a 
hierarchical organization with a high-level chief or king; others have 
many family or lineage groupings with no traditional unifying structure. 
Organized Christianity is an intergral part of rural Zairian life, but 
again with diverse ways of structuring churches, school systems, and
 
health care. 
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Five years ago, just before the inauguration of the SANRV I Project 
and the GOZ's primary health care plan, health coverage with curative and 
preventive services varied markedly from one rural area to another. The 
challenge was to offer much wider coverage without sacrificing the 
quality of the good programs already working. 

The new plan called for decentralization of authority to several 
hundred newly created rural health zones. 7he concept, though logical 
and admirable, is not always easy to work out in its details. Each zone 
must have a defined area for which it is responsible, and traditional 
areas of influence and supervision sometimes conflict. 

7.4.2. Socio-cultural Feasibility 

Can the health zone concept and the SANRJ Project succeed in this 
complex context? Five years ago the answer was uncertain, but now we 
know that many rural health zones are working, and working well. We can 
rw identify certain danger points and say that SANRI II is a feasible 
project if the following trends are watched closely: 

(a) SANIU II, the GOZ, the NGs and other donor agencies must 
continue to view health zones as autonomous entities, able to decide 
their own priorities, make their own plans, and carry out their own 
programs. SANRU II will help zones develop certain common approaches, 
but it must resist the temptation to over-standardize or control their 
activities. 

(b) SANRU II will examine the various ways health zones are 
organizing their activities, in order to learn lessons and help new zones 
with this process. 

(c) SANRU II will encourage zones to experiment with different ways 
of supplying and financing their work, and to document and publicize 
their successful and unsuccessful experiences. 

7.4.3. Participation 

Zairians have long been accustomed to paying for health services, 
both curative and preventive, so financial participaton is already 
established. As for participation in health projects and management, a 
few zones have had remarkable success with village cumnittees and health 
center conittees, while others have not; both sorts of experiences need 
to be documented and studied for the benefit of all health zones in 
Zaire. Overall, ccemunity participation is said to be a keystone of 
primary health care in Zaire, but it is one of the least developed 
aspects and will be emphasized by the SANRU II Project. 
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At the regional and national level, dozens of Zairian healthpersonnel with experience under the SANMJ I Project have participatedall phases of planning the SANRU II Project. The project will depend 
in 

very heavily on Zairian expertise at the highest levels of planning,teaching, administration, and techical consultations. 

7.4.4. Motivations 

Observers of rural health zones related to SANMJ I are often struckby the high level of enthusiasm and motivation among the physicians andnurses. They seem to be motivated mainly by the continuing education,stimulation, challenges, contacts with colleagues and supervisors, andthe equipment and supplies they received to do their work. They aredefinitely not motivated by financial gain, for they receive ridiculouslysmall salaries, and primary health care requires of them extra work whileoffering them little opportunity for extra income. As for village healthworkers and committee members, in some zones they function as volunteers;in some zones they receive a small recompense in money or services. 

The SANIU II Project will not offer financial incentives of any kindto health workers, but it will not ignore the perennial problem ofinsufficient pay for good, honest work. The project will activelyencourage zones and comunities to find creative ways to compensate theirhealth workers (in goods, services, or money). The entire healthconcept, successfiLl zoneas it has been so far, could eventually fail if thisissue were not addressed openly, honestly, and with imagination. 

7.4.5. Beneficiaries
 

The immediate beneficiaries of the SANRU II Project will be the
Zairian health workers who receive training, equipment, stimulation, andsupervision in their work. They include 50 young physicians; some 2500nurses, auxiliaries and technicians (about 32 percent of them women); and3000 village workers (about 50 percent of them women). 

The ultimate beneficiaries, of course, are the 3,600,000 people inthe villages served by the 720 health centers. They will all have betteraccess to improved curative and preventive care. About 1,500,000 willhave better water supplies. The most intensive health programsreach the target populaticzas of 700,000 children under age 5, and 
will

the800,000 women of child-bearing age. 

Finally, this project will make hundreds of rural cummunities moreattractive places to live. Their residents will begin taking control ofparts of their lives where they currently feel they have little controlor choice: child-bearing, water supplies, and basic health services. 
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7.4.6. Spread Effects 

Many 	training programs developed under SANRU I and II will be

replicated and expanded to the other 200 health zones of Zaire.Experiences in financing, zone organization, and comunity participation
will be documented and shared. 

SANRU II will directly affect the national health system by involving
and building consensus among various regional and local groups. It willcontinue to lead in developing a workable information system to be usedby all health programs. The project will also help nursing schoolsintegrate primary health care subjects and practice into their regular 
curricula. 

SANRU II will help disseminate Zaire's experiences and lessons to
other countries through church and government channels, international
conferences, publications, and through receiving visitors on study
tours. Through all these means, the project will show how Zaire's health 
program struggles with, yet capitalizes on, the nation's diversities.
 

7.5 Administrative Feasibility
 

The SANRU II Project administration will build upon the same premise

as that of SANRU I, i.e., a major bilateral project is administered

through a non-governmental agency, the ECZ (Church of Christ of Zaire).
This novel approach to management of a bilateral project has been
recognized as extremely efficient for several reasons: 

1) DLy-tn-day project management decisions are made by a team cf
representatives including ECZ, (project director), GOZ (MCH
representative), and the AID-funded TA project manager. The
USAID project officer closely monitors these activities. Each
 
partner thus has a fair 	say in project management in a structureindependent of any one administrative bureaucracy. Each person
is responsible for reporting and dealing with inquires/problems
 
pertinent to his respective organization.
 

2) 	 The administration of SANRU provides a flexibility in planning
and budgeting which enables the project to react quickly to the
needs of health zones. Time lags for responding to requests for 
assistance are thus kept to a minimum. 
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3) 	 The project has an excellent track record of getting financial
and material assistance quickly and safely to the implementing
agencies at the health-zone level. 

4) 	 SANRU has provided a structure through which other AID 
centrally-funded projects can work. Projects such as PRICOR,
AVS, 	 and JHPIB)O are each able to sign agreements with an kMO 
such 	as BCZ while profiting from the umbrella management 
structure of the SANRU Project. 

5) 	 The SANRU II Project, in providing assistance to 100 health-zone programs, provides a mechanism to distribute the resources of a 
large bilateral project without overwhelming the beneficary 
beyond its absorptive capacity. 

The implementation of the greatly expanded activities of SANRU II,using an administrative structure similar to that of SANRU I, is
 
feasible. However 
 certain issues must be resolved including personnel,

office and warehouse space, logistical and supervisory support, and
 
relationships with other projects.
 

SANRIJ I, as the principal health project within the central medical
 
office of BCZ, 
 has established both internal administrative and external
assistance capabilities. The tendency has been for other AID 
centrally-funded projects to attach their assistance programs to SANRU I
administration. Examples of this are AVS equipment assistance for 
operating rooms, JHPIEGO training in family-planning, and PRIOR
cperations-research projects, all of which were established by agreements
signed with ECZ and administered through SANRU. The ECZORT Project
represented a similar situation but required establishment of separate
administrative procedures according to the guidelines specified by ORT. 

The attachment of a large water and sanitation subproject to SANRU II 
will be a further step in collaboration, with a subproject component
based within another ministry. The water and sanitation activities 
constitute a SANRU II subproject with two major components the-
development of the national, regional and sub-regional capability of the
National Rural Water Service (SNHR), and the financing of 
water/sanitation interventions within the health zones. The first of 
these components is to be implemented under a separate grant agreement
with the Ministry of Agriculture and Rural Development, and managed by
the SNEIR. This will include an administration completely separate from
the central SANRU II Office (located at ECZ). Coordination of activities 
between SNHR and SANRU II will be essential. 

rqt)
 



Two AID-financed long-term technical advisors will be based at the
SNHR, one of whom will spend at least 10 percent of his time at the SANHU 
II Office. In addition, SANRU II staff will be involved in joint
planning meetings with the SNHR and the National Sanitation Program (PNA)
to integrate water and sanitation activities into the health-zone 
structure. In short, the two coxponents of the water/sanitation
subproject of SANRU II will be closely oordinated; at the same time, 
they will have clearly defined scopes of work to assure that 
administrative overlap is -kept to a minimum. 
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WND8. 	 ADNDITIS 

To facilitate implementation of the project in accordance with the 
implementation schedule, the following caiditions and convenants will be 
included in the grant agreements with the Ministry of Health (MM) and 
with the Ministry of Agriculture and Rural Development (MNWO). 

8.1. 	 Grant to Ministry of Health 

8.1.1. Conditions Precedent
 

1. 	First Disbursement
 

Prior to the first disbursement under the Grant or to the issuance by
 
A.I.D. of documentation pursuant to which disbursement will be made, the 
Grantee shall, except as the Parties may otherwise agree in writing,
 
furnish to A.I.D., in form and substance satisfactory to A.I.D.: 

(a) 	 A statement of the name of the person wbo will serve as the 
Ministry of Health primary representative, and of any additional 
representatives, together with a specimen signature of each 
person specified in such statement, to interface with USAID and 
the ECZ on project implementation activities. 

2. 	 Additional Disbursement 

Prior tq-disbursement under the Grant, or to the issuance by A.I.D.
 
of documentation pursuant, to which disbursement will be made, for any
 
purpose other than to finance the services referred to in Section 1. of
 
8.1.1. (above), the Grantee will, except as the parties may otherwise
 
agree in writing, furnish to A.I.D. in form and substance satisfactory to 
A.I.D.:
 

(a) The evaluation program referred to in Section 1. of 8.1.2.
 

(below). 

8.1.2. Covenants 

1. The Parties agree to establish an evaluation program as part of 
the Project. Except as the Parties otherwise agree in writing, the 
program shall include, during the implementation of the Project and at 
one or more points thereafter: 

(a) evaluation of progress toward attainment of the objectives 
of the Project;

b) identification of problems impeding accoplishement of 
objectives and recommendations for their amelioration; 

(c) analysis of project costs and recondations for more 
efficient project operations; and 

(d) analysis of project impact on overall demographic and 
economic development to the degree feasible and when indicated. 
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2. The Grantee agrees that prior to the initiation of
Project-funded construction or water/sanitation activities, these

activities will be subject to an environmental review conducted byA.I.D., and the decisions and recommendations resultiny from this review
would be reflected in the implementation of suchi activities.
 

3. 
The Grantee shall budget for and make available in a timely
manner all necessary budgetary and human resources needed atparticipating rural health zones, at the offices of thirteen
Project-assisted subregional medical inspections and at the offices ofthe eight (rural) regional medical inspections. Specifically the Granteeshall ensure that the following positions are filled and shall ensure 
payment of salaries for each: 

(a) At 8 Regional Medical Inspection Offices:
 
medical inspector
primary health care physician
general services administrator 
assistant administrator for primary health care 

resource utilization 
pharmacy inspector

(b) At 13 (Project-assisted) Subregional Medical Inspection
 
Offices:
 

subregional medical chief 
(c) At 100 Rural Health Zones Offices:
 

medical chief 
administrator
 
nurse supervisor
pharmacist/assistant pharmacist 
water and sanitation supervisor 
driver-mechanic
 

(d) At 720 Health Centers:
 
nurse (A2 level)
 
nurse (A3 level) 

4. (a) The Grantee shall assume adequate costs of transport (fuel
and maintenance) and supervision to be performed by the staff of theeight regional medical inspection offices and the thirteen 
Project-assisted subregional medical inspection offices.

(b) As the (Grantee counterpart-funded) subsidy for
supervision/transport costs within the rural health zones (RHiZs) isgradually phased out over five years (starting from the year each zone isestablished), the Grantee shall provide from its on budgetary sources(i.e., excluding counterpart funds) sufficient funds to maintain adequate
supervision within the IMZ. 

5. On condition that the University of Kinshasa nihe-month
certificate public health training program (considered equivalent toMaster of Public Health training) begins in 1986, the Grantee shall: 
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(a) ensure that the primary health care (PHC) physicians (chefs
de bureau for P1C) posted at the eight rural regional medical inspection 
offices will, by the end of 1987, have undergone MPH training or 
equivalent. 

(b) ensure that the subregional medical chiefs posted at the 
thirteen subregions selected for SANRJ II assistance will, by the end of 
1989, be physicians who have undergone MPH training or equivalent. 

(c) make all efforts to ensure that the eight (rural) regional 
medical inspectors will, by the .end of 1988, be physicians who have 
undergone MPH training or equivalent. 

If the University of Kinshasa nine-month certificate public health 
training program begins later than 1986, the above dates (under (a), (b),
and (c)) would be set back accordingly. 

6. The Grantee agrees that the Project shall play a major role in 
the development and management of the restructured FCNAMES or any other 
Governmental body that is established to plan and coordinate primary
health care in Zaire, particularly in developing and managing selected 
activities of this organization (such as the health information system 
and traLning programs) as described in the Project Paper. 

7. The Grantee agrees that the ECZ will be the primary implementing 
agent for the Project. 

8.2. Grant to Ministry of Agriculture and Rural Develcment 

8.2.1. Conditions Precedent 

1. First Disbursement
 

Prior to the first disbursement :\nder the Grant or to the issuance by 
A.I.D. of documentation pursuant to h%ich disbursement will be made, the 
Grantee shall except as the Parties miy otherwise agree in writing,
furnish to A.I.D., in form and substan-e satisfactory to A.I.D.: 

(a) A statement of the name c4f the person who will serve as 
Project Director and the Ministy of Agr culture and Rural Developnent's 
representative to the Project, and of ar-y additional representatives, 
together with a specimen signature of eath person specified in such 
statement. The Project Director should 4lso hold the position of 
Director of the National Rural Water SerN~'ice (S*R). 

2. Additional Disbursement 

Prior to disbursement under the Grant, or to the issuance by A.I.D. 
of documentation pursuant, to which disburtlement w!ll be made, for any 
purpose other than to finance the services Veferred to in Section 1. of 
8.2.1. (above), the Grantee will, except as~the parties may otherwise 
agree in writing, furnish to A.I.D. in form 1%nd substance satisfactory to 
A.I.D.: 
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(a) The evaluation program referred to in Section 1. of 8.2.2. 
(below). 

8.2.2. Covenants
 

1. 7he Parties agree to establish an evaluation program as part of 
the Project. Except as the Parties otherwise wree in writing, the 
program shall incude, during the iiementation of the Project and at 
one or more points thereafter:
 

(a) evaluation of progress toard attairmt of the objectives 
of the Project;

(b) identification of problems iqpeding acpishment of 
objectives and reocalations for their amelioration;

(c) ana ysis of project costs and recxmendations for are 
efficient project cperations; and 

(d) analysis of project impact on overall demographic an! 
ecammic develcpent to the degree feasible and twn iriicated. 

2.. The Grantee agrees tktC, prior to the initiation of 
Project-funded onstrurtion or water/sanitation activities, these 
activities will be subject to an enviromental review oducted by 
A.I.D., and the decisions and reccnrations resulting from this review 
Would be reflected in the implemntation of suh activities. 

3. The Grantee agrees to the creation of a Cbrdinating Qittee 
which will meet bimnthly under the direction of the executive 
secretariat oc tie (NAFA. The Cordinating (kndttee will be responsible 
for reviewing project progress, resolving implentation problais, and
 
providing policy and strategy guidance to the national rural water 
program. The crnittee wiU1 be crqrri of representatives of &N1, 
CaFA, lCI, USAID, other b'lateral daiors, WM, UI, PNA, Peace 
Corps, M03 suporting rural water prcqrams, and the SNN II Project 
Office. 

4. The Grantee shal tudget for an! make available in a timely 
manner all necessary tn tary and han rusciroes nee to sulpprt 
Naticnal Rural Water Service (S4R) participation in Project activities. 
Specifically the Grantee will assa payment of staff salaries and 
limted qeatirq aosts (in amiunt equal to at lest 20 percent of salary 
coste) for the following nuabers of &II brigades and &EIR central office 
personnel wtx will he engge in Project activities: 

1986 1987 l98 1989 1990 1991 1992 

WAIR Brigadles 10 16 22 26 26 26 26
 
amBrigade Personnel 170 272 374 442 442 442 442 
StIRt Central Bureau 

Personyri 20 20 20 20 20 20 20 

Thal&m Perecwmel i1 3b2 394 462 -462- 2 462 

/I 
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5.In view of the expansion of staff and activities,ccm(lexity of SRs program in tha rural water sector, 
as well as the
 

the Grantee shall:
(a)
organizational agree to the institution of management, financial,reforms at S andR in order to improve its performance and make itmore responsive to its mandate to coordinate, plan, and deliver rural waterservices; 

(b) agree to close and intensive supervision of the activities ofSNHR field stations and brigades;(c) provide SMMI with additional office space either by relocatingto move spacious premises or by refurbishing and expanding the current SHRcentral office; and(d) provide, or cause to be provided,and secure in a timely manner,office and equipment space for all 26 SIR 
adequate

water brigades to beassisted during the life of Project. 
6. The Grantee shall identify and assign in a timely mannercounterpart for each long-term technical advisor and shall provide officespace for use by each long-term technical advisor. 

at least one 
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9. WAT.AIATINC PLAN 

9. 1. Overall Evaluation Plan 

Internal evaluation will be an integral part of the SAMJ II Project. 
SANJU II will continually assess project organization, management, and 
implementation so that adjustments can be made frequently during the project 
to increase the effectiveness of project activities. In addition, there will 
be three external evaluations: a preliminary evaluation of SANRJ II which 
beginning of year two will be done at the as part of the final evaluation of 
SAMJ I; a major mid-term evaluation which will be scheduled in the latter 
part of the fourth year, and the final evaluation which will take place a few 
months before the project ends. 

Internal on-going evaluation will be carried out using data from the 
health information system, the findings of SANU-supported operations research 
projects and other special studies, and also from the observations and 
analyras of project staff. The results will be used by the project staff to 
recommend modifications or to strengthen project activities. A major 
objective of internal evaluation activities will be to institutionalize 
applied-research and evaluation capabilities within the GOZ. 

Ccmmunity participation will be an important focus of the internal 
evaluation activity. Although community involvement is essential to the 
successful implementation of PHC, it is still a relatively new concept in 
Zaire. However, some zones have already had long enough experience in 
criunity-involvement activities. Thus, an analysis of the strengths and 
weaknesses of their individual approaches would be extremely useful to other 
zones. SAMWU II will therefore support an in-depth study of village 
development committees, VIIs, and TBAs in the first year of the project and 
will continue to evaluate community participation throughout the life of the 
project. 

Training is the most important component of SANRU II in terms of 
institutionalizing PHC in Zaire, and a large number of training activities 
will be carried out. Therefore training will be evaluated so that appropriate 
modifications can be made in successive courses to ensure the maximum effect 
of each one. SANMU II will provide specialized technical assistance to 
introduce sound techniques of evaluating curricula, didactic materials, 
pedagogical tedniques, and outome based on the pe-formance of participants. 

SANRU II will also evaluate alternate approaces to financing the delivery 
and supervision of services in the MHZs in order to identify viable models 
that can assure the sustainability of PHC after the project ends. Similarly, 
pharmaceutical distribution systems will be studied, including the role of 
VHWs in selling a few basic medicines. 
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The health information system will be fully operational in project rIZs
 
within the first year or two of the project assistance. Therefore, the
 
project staff, in collaboration with the MOH, will have the statistics to
 
evaluate accessibility and coverage in these areas. The data will also be
 
useful for macro-planning by the MEH. SANRU II will use these process 
indicators to measure the progress of project implementation. Outcome
 
measures generally are costly to obtain and frequently unreliable; therefore,
 
accessibility and coverage, in conjunction with qualitative assessments of
 
service delivery, will be considered proxy indicators of project impact.
 
Sowever, the project will also commit significant resources to supporting
 
baseline and end-of-project community-based sample surveys to assess impact on
 
changes in health status, particularly changes in infant and child mortality.
 

The first external evaluation, carried out together with the final SANRU I
 
evaluation, will focus on the transition from SANRU I to SANRU II. The team
 
will reassess the SANRU II strategy in view of the achievements and
 
weaknessess of SANRU I. The team will also review the new components of SANRU
 
II, including the water program and strengthening the Ministry of Health.
 

The second evaluation will study the project in depth and recommend
 
modifications in the project plan for the remaining three years. The
 
evaluation will require approximately six weeks. The team should include
 
several outside consultants and representatives from AID/W, PEDSO/W'A, and the
 
GOZ with expertise in health economics, ccumunity participation, training,
 
health information systems, logistics, and water and sanitation. The USAID
 
project officer, as well as SANRTJ II technical advisors and staff, will serve
 
as resource personnel.
 

The evaluation team will recommend modifications in the project design, as 
appropriate. The team will identify project elements that should be reduced 
or eliminated and will also assess the absorptive capacity of the MOH and the 
SNHR to determine whether some activities should be increased and Whether new 
activities should be added. For example, the degree to which the planned rate 
of establishing new health centers was realistic will be examined, and 
recommendations made for increasing or decreasing the pace, if appropriate. 
Clearly, changes in the level of project activities could have implications
for increasing project funding levels in the final years as well as for 
extending the life of project. 

This evaluation will assess the potential for project activities to be
 
institutionalized and project outputs to be sustained. The evaluation %ill
 
focus on specific issues including:
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the degree to which oomunity participation results in increased 
access to and utilization of primary health care services; 
the credibility of Vfl s and TBAs and their sense of "job 
satisfaction";
the appropriateness and institutionalization of in-country 
training activities; 

- the extent to which rural health zones can be self-financing; 
- the reliability of logistic supply systems; 
- the maintenance of adequate supervision at all levels; 
- the long-term viability of continued water and sanitation 

installations and maintenance; 
- the provision of essential budgetary support from the GOZ; 
- the replicability of rural health zone activities in AIZs not 

receiving outside support. 

The final evaluation will be a comprehensive assessment of project 
achievements compared with expected outputs, and of the project's contribution 
toward the overall goal and purpose. Specifically, the evaluation team will 
review and assess project-funded studies aimed at determining-project impact. 
The team will identify lessons learned that will be useful to future primary 
health care programs in Zaire and other countries. The team will also make 
recicumendations about future USAID/GOZ collaboration in the health sector. 

9.2. Evaluation Plan for Water and Sanitation 

There will be an annual project review by representatives from USAID, the 
MARD, the CNAEA, and the MOH to review progress made in achieving project 
water and sanitation output targets. No annual review will be performed whex.,_ 
the mid-project external evaluation for the whole project is performed. 

Evaluation criteria: 

The annual reviews and mid-term evaluaticn for this component of the 
project will consider the following in assessing project performance: 

- Number and types of water systems constructed 
- Number of beneficiaries for systems constructed 
- Quality of systems installed 
- Cost of systems 
- Level of community participation in planning, construction, and 

maintenance 
- Institutional maintenance systems organized for each water system 
- Level of institutionalization of waterMWZ program
 
- Training for all levels of water staff
 
- Compliance with Zaire's rural water and sanitation policy and
 

strategy document
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This project ccmponent will also be critically reviewed annually from 
the standpoint of program planning, administration, and logistic support 
to field teams. A conscious decision has been made not to evaluate the 
morbidity and mortality impact of this specific project component as is 
sometimes the case in free-standing water and sanitation projects. The 
reasons for this decision are: 

(1) Since there are other PW[ inputs to the project at various 
levels, it would be difficult, if not impossible, to selectively 
attribute disease and/or mortality reductions to the water component of 
the project. 

(2) The cost and technical requirements of an evaluation designed to 
demonstrate the health impact of this project component alone would be 
beyond the scope of this project. 

(3) The project impact studies would not be able to consider water 
supply and sanitation inputs separately. Rather, these are seen as only 
one of several PHC inputs which would have to be considered collectively. 
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0I 
0. 12356: N/A 

TPGS:
 
SUBJFCT: 
 ZAIRE IASIC RURAL HEALTH PID (660-0107):
 
FCPP GUIDANCE CABLE
 

1. TH 
 CPR WAS HELD ON MARCH 21, 185, CHAIRED BY
 
JPA/AFR, JAY P. JOHNSON. THE ECPR RECOMMINDED THE

APPROVAL OF TY-E PID, NOTWITHSTANDING IMPORTANT CONCERNS
 
IDEP!TIFIED, AND PROCEEDING W'ITH DESIGN OF THE PP,,BUT
ALSO RECOMMENDED MIfSION PROVIDE TO AID/V, DURING.THE
rYSIGN PRTPARAT'ION9, CLARIFICATION (.B CABLE OR 
rFMORANDUM) OY TEE MISSION'S POSITION REGARDING CONCERNS
 
CUTLINED BELOW. 

,1. THOSE IN ATTENDANCE AT lCPR FELT THAT IT WOULD 3E 
'RELPFUL-.TO EAVZ A FULL DESCRIPTION OF AID'S INVOLVEMENT
 
IN THF RURAL HEALTH SECTOR IN ZAIRE AND OF HOV TEE 
 UAD/AfdK

PROJECT FITS (THIS SHOULD BE BRIEF; NOT MORE THAN 3-4 wr-e p"
PAGES); INCLUDE A SUMMART OF WHAT OTHER PROJECT 	 O I .ACTIVITIES ARE IN RURAL FEALTR. THIS MIGHT BE PROVIDED ,, R

IT CABLE RESPONSE SOONER OR IN PREPARATIONS FOR THE MAY

PORTFOLIO REVIEW. -

Co."Ir 
. TqREE CONCERNS WERE THOUGHT TO BE CRUCIAL TO GD,'

CONTINUED SUCCESS OF THI PROJECT: PROJECT PwRFORMANCE 	 bm
CRITERIA, SUSTAINAbIBlTY AND OBLIGATION FOR U.S. TO 	 mr) .JCONTINUE FUNDING PROJECT IN FUTURE. ART)M 

4. 	 PERFORMANCE CRITERIA FOR PROJECT. RECENTLY, IN A __FFP_ __ __
UMPTER 0' PHASEI I PROJECTS, BUREAU FOCUS HAS BEEN DRAWN I___CON___,

TO SUFFICIENCY 01' EFFORT TO ADDRESS PEASE I EVALUATION
JINDINGS. THE EVALUATION OF BASIC RURAL HEALTH It WEICH
.WAS HIGHLY FAVORABLE, RAISED SEVERAL OPERATIONAL AND 
 -.-
'fAANAhICETNT PERFORMANCE PROBLEMS. WE DO NOT HAVE A FULL1ICTURT OF HOW THEY HAVE BEEN ADDRESSED. THE ADDED .C1RA l,'NCFRN REGARDING CARIFUL ATTENTION TO AREAS INWHICH
Q!'ALITY 01 PERFORMANCI OY EXISTING SFRVICES MIGHT-BESTRENGTHENED WHEN PREPARING TO EXPAND THE GEOGRAPHIC
SCOPE IN1 A PEASE 11 PROJECT. 

IK. SEVERAL CONCERNS lIIIRGlD FROM THE ECPR: 

A. WHILE THE PROJECT DESIGN OF PHASE 11 SHOULD INCLUDE 

It'D WIUNCLASSIFIED 	 STATE *02359/0 
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.ORREN? AND PLANNED ACTIONS TO ADDRESS EVALUATION 10 (2)
IIhDINGS OF BASIC RURAL HEALTH I, AID/'* WISHES THE USAID 
70 SUBMIT A PRELIMItIYR OUTLINE O T]li SE ACTIONS.' 

1. A MORE CURRENT EVALUATION OF ALL COMPONENTS 01 THE 
mASIC RURAL EIALTE FROGlMS IS NifLEDEF 'OR GUIDANCE IN 

-IMPLEMTNTING PEASE II. AID/ &CCEeTS TEAT THE 
-TVALUATiON MAT NED TO Bi DkkERRED UNTIL AFTER THE START 
-UP 0Y PHASF II BUT WISE1S TE UShIl TO ADVISE WFEN 
5CHTDULING WILL bF POSSIzLE. 

-C. TE ROLE OF PCV'S IN THE PROJECT SHOULD 13E CLARIFIED. 

1. THE DESIGN NEEDS TO SPECIFY PERFORMANCE CRITERIA 
AGAINST WHICH PROJECT ACCOMPLISRENTS MAY BE MEASURED. 
TFESF MAT NELD TO BY REkINED FOLLOqING 'INDINGS O' THE
 
-EVALUATION. THE LOP EVALUATION SCHEDULE NEEDS TO BE
P"ORF 3)rTAII, D. 

e. SUSTAINABILITT OF PROJECT. WE RECOGNIZE THE 
FIFFICULTT OF THIS PROBLFM AND TEAT ANSWERS WILL NOT BE 
)OUND IN THE NEAR-MEDIUM TERM. THE USER FEE SYSTEM AND 
SALES WILL NOT GE!ERATE ADEQUATE REVENUE TO COVER THE 
COSTS OF OPERATING AND SUPPLYING THE RURAL HEALTH 
ZONIS. YrT, THE PROJECT IS CURRENTLY PROVIDING LARGE 
QUANTITIES 0) VElCITS, [OTORCYCLES, MOTORBIKES, 
FPARMACEUTICM1.S AND EQUIPMENT FOR THi, RURAL HEALTH 
CTN'TES AS WEIL AS COVERING SOME STAFY AND OTHER 
CVERHFAD EXPENSES. THIS FACT CREATES TWO PROBLEMS: 

A. HOW WILL THE PROJECT ADDRESS THE FUTURE GENERATION
 
CY REVTNUES THROUGH )EES, GOZ COMMITMENT, AND BROADENING 
CF THE DONOR BASE OF SUPPORT, SO THAT MAJOR COSTS (E.G., 
FP.APMACEUTICALS, SERVICES, AMORTIZATION, ETC.) CAN BE 
COVERED? 

(P) BOW CAN THE UNIT SERVICE COSTS BE CONTAINED OR
 
FIDUCED? THESE ISSUFS SHOULD BE ADDRESSED IN FINANCIAL 
PNP ECONOMIC ANALYSES OF PROJECT DESIGN.
 

7. CONTINUING U.S. O)MMITMENT. TEE U.S. IS CURRENTLY 
CONTRIBUTING A HIGH PERCINTAGE 01' TOTAL PROGRAM COSTS. 
IF TET U.S. CONTINUES TO DO SO, EITHER DIRECTLY OR 
THROUGH PL 480 COUNTERPART, AND PROVISION IS NOT MADE TO 
}iNr OTHER FUNDING SOURCES OR TO INSTITUTIONALIZE GOZ 
SUPPORT, THE U.S. MAY BF EXPOSING ITSELF TO PRESSURE 'OR 
CONTINUED SUPPORT BEYOND THAT FOR WHICH ACCOMMODATION 
PAT i ANTICIPATED IN FUTURE OTB LEVELS. THEREFORE, 
TEI. PROJECT SHOULD BE PERCEIVED AS POTENTIALLY 
REQUIRING CONSIDERABLE FUTURE RESOURCES. WE NEED TO 
?NOW THE MISSION'S COMMITMENT TO CONTINUING EFFORT IN 
CUT TEARS. 

1/2 rJI UNCLASSIFIED STATE 123959/01 
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E. A CONCFr~r 
WAS ALSO RAISED AT TBE ECPR ABOUT EFFICACY
 
CF MISSION'S DF.ISION TO USE PSC'S. 
 WBERFAS THIS'STEP
JXPANDS SPAN Ul 
MISSION MANAGEMENT CONTROL 
 IT ALSO
ThTRVS 
A NUMEIR Ok' INDIViDUALS WITHOUT SUPERVISION OR
EL A. LIkIS (L AUTROIITI. PROJECT COMMITTEE FELT'THAT
"INSTITUTIONAl CONTRACTS 
V"AT BE MORE APPROPRIATE. 'THE
 
OPIC Of 
FSC'S WILL BE ON TEE AGENDA 'OR THE MAY
"YORTV'OI.IO 10MVI:.
 

L. GC/AiF RAISED TH. FO.LOWING CONCERNS: 

A. IFf: 
 IT IS PREMATUR3 TO MAtE"NEGATIVE DETERMINATION
tCAUST WATFR SUPPLY SYSTEMS AND OTHER CONSTRUCTIN IS
 
*OT ADEQUATELY DE;VELOPED IN THE PID. 
 THERE IS NO
4ARR TIVE, IN 
 F IRE SUPPORTING TLIS RECOMMENDATION IN

1R GARD TO T.b;SE CEITICAL ELEMENTS.
 

1. MINORITY BUSINESS: 
 THIS PROJECT MAY BE APPROPRIATE
)OR TRI PARTICIP&TION O
" MINORITY, SMALL BUSINESS4'IRMS.
 

C. V'rIl PLP.NNINSt 
 FAMILY PLANNING ACTIVITIES MUST BE
IN ACCORDANCF WITH CURRENT AGENCY POLICY, INCLUDING
 
'IFOLICY REGAPDING ABORTION. SBULTZ
 

NNNN
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SUBJECT: ZAIE BASIC RURAL UALITB II PRDJECT
 
(Sao-Oe?7) ECPR ISSUES 

REF: STATE 123959 

1. MISSION IS PRESENTLY FINALIZING SUBJECT PP FOR
 
PLANNED AUTHORIZATION IN AUGUST. THE FCLLOW1NG
 
INFOhtATION IS PROVIDED IN RESPDNSE TO QUESTIONS
 
RAISED AT ECPR AND ADDRESSED TO MISSIDN IN REFTEL.
 
PARAGRAPHS BELOW ARE NUMBERED TO CORRESPOID WITH THE
 
PARAS IN REFTEL;
 

2. USAID'S AND THE GOZ'S STRATEGIES AND O3JECTIVES 
IN THE HEALTH, POPULATION AND NUTRITION SECTORS 
COINCIDE. IN THE HEALTH SECTOR, THE OVERALL-GOAL OF 
THE USAID AND GOZ PRDGRAN IS TO ASSURE ACCESS OF THE 
POPULACE TO WELL-DEFINED BASIC HEALTH CARE BY THE 
TEAR 2000, RESULTING IN SIGNIFICANTLY DECREASED 
MORTALITY AND MORBIDITY. USAID'S OBJECTIVE IN THE
 
NUTRITION SECTOR IS TO HELP ZAIRE ACHIEVE ITS GOAL
 
OF ELIMINATING ACUTE MALNUTRITION AND GENERALLY
 
REDUCING CHRONIC MALNUTRITION IN THE UNDER-FIVE 
POPULATIDN BY THE YEAR 2000. TUIE ULTIMATE GOAL OF 
POPULATION PROGRAMS IS TO IMPROVE THE QUALITY OF 
LIFE BY PROVIDING ZAIRIAN FAMILIES THE MEANS'TO HAVE
T1E CHILDREN THEY VANT WHEN THEY WANT THEM. 

THESE SECTOR OBJECTIVES IMPLY A BROAD COMMITMENT TO
 
SEEKING A LONG-TERM, CUMULATIVE IMPACT. USAID'S
 
EMPHASIS IN THESE SECTORS IS PLACED ON ASSISTING GOZ
 
EFFORTS TO PROVIDE AN ECONOMIC AND SOCIAL
 
ENVIRONMENT THAT WILL*LEAD TO IMPROVED HEAtTH
 
STATUS, r7CREASED LEVELS OF MALNUTRITIDN, AND 
SMAL1R FAMILIES. THESE INDIVIDUAL SECTOR 
OBJECTIVES ARE MUTUALLY REINFORCING, WITH THE 
SUCCESS OF ACTIVITIES IN ANY DNd SECTOR INCREASING 
TIE LIKELIHOOD .OF SUCCESSFUL ACTIVITIES IN T3E OTHER 
TWO. 

IN ORDER TO ACHIEVE ITS HEALTH, NUTRITION, AND
 
POPULATION OBJECTIVES, USAID CONCENTRATES AVAILABLE
 
ASSISTANCE DN THE FOLLOWINGs 
4m 

A. IMPROVING THE PLANNING CAPABILITIES OF CENTRAL
SOVERNMENT INSTITUTIONS AS PLANNING AGENCIESI 

KINShASA 12blO 
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TRAINING AND ESTABLISHING THE CAPACIT! TO"TRAIN 
THE TECHNICAL AND MANAGERIAL PERSDNhtL'NECESSARY TO
STAF TIE IALTHo NUTRITION,' AND FAMILY PLANNING 
PROGRAMS;
 

i. INSTITUTIONALIZING AND EXTENDING A SUSTAINABLE 
MURAL HEALTH NATVORK AND
 

I. "IMPLMENTING A LIMITED NUMBER 07 HREALTH,

NUTRITION, AD POPULATION PROGRAMS 
 SO THAT 3ENEITS 
CAN IACH THE HOUSEHOLD LEVEL. 
THE 'MAJORITY07 USAID ASSISTANCE TO-THE HEALTH,
POPULATION, -ANDNUTRITION SECTORS IS CHANNELLED
 
THROUGNHTHE PRIVATE SECTOR PARTICULARLY THE
 
ESTABLISHED PVO NETWORK. 
 THIS APPROACH COMPLEMENTS
 
TEl GOZ'S DECISION TD IMPLEMENT IUCH OF ITS RURAL
 
WEALTH PROGRAM THROUGH THE PlO'S.
 

USAID'S CHIEF INVOLVEMENT IN THE RURAL HEALTH SECTOR
 
TO DATE HAS BEEN THROUGH THE COMBATTING CHILDHOOD
 
COMMUNICABLE DISEASES (CCCD) PROJECT (698-0421), THE
 
BASIC RURAL HEALTH I PROJECT (660-0086)i AND'THE
 
SCHOOL DF PUBLIC HEALTH PROJECT (660-0101).
 

THE CCCD PRDJECT, WITH A USAID CONTRIBUTION OF
 
IDLLARS 4,856,00 TO A TOTAL'LOP AMOUNT OF DOLLARS 
9,500,00t, WAS DESIGNED-TO SUPPORT ONE OF THE MAJOR 
ELEMENTS OF ZAIRE'S NATIONAL'PRIM-Y HEALTH CARE 
PLAN FOR 1982-86. THE PROJECT PROVIDES COMMODITIES
 
AND'TECHNICAL ASSISTANCE'TO SUPPORT AN FXPANDED
 
IMMUNIZATION PROGRAM (EPI) AIMED AT REDUCING
 
MORBIDITY AND MORTALITY CAUSED BY SIX
 
VACCINE-PREVENTABLE DISEASES (MEASLES, TUBERCULOSIS,

DIPTHERIA, POLIO, TETANUS AND bWHOOPING COUGH) IN
 
CHILDREN UNDER 5 YEARS OLD, AND PREVENTING TETANUS
 
IN PRGNANT'VOMXN. THE CCCD STRATEGY TO SUPPORT
 
PRIMARY HEALTH CARE (PHC) ALSO EMPHASIZES PREVE IDN
 
AND TREATMENT 07 TWO OTHER MAJOR HEALTH PROBLEMS IN
 
ZAIRE: MALARIA AND DIARRHEA. THE PROJECT IS
 
PROMOTING CHIMOPROPHYLAXIS AND PRESUMPTIVE THERAPY
 
FOR MALARIA IN HIGH-RISK GROUPS AND ORAL REHYDRATION
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'THERAPY OR THU TREATMENT OF DIAkRHEA. THE 10 (6)

DBJrCTIVE OF THE PROJECT IS'TO FIRMLY ESTABLISI
 
THESE SERVICES IN TRI HEALTH CARE 7ACILITIES IN 17
URBAN REALTH ZONES AND 124 RURAL HEALTH ZONES,

49ICLUDING, CF COURSE, THOSE ZONES SUPPORTED B THE
 
BASIC RURAL HEALTH PROJECTS (660-0086, AND 660-0107).
 

MAJOR PROJECT ACTIVITIES OF THE CCCD PROJECT ARE
 
TRAINING, DEVILOPMENT 01 A HIALTE INFORMATION
 
SYSTEM, HEAT EDUCATION, AND OPERATIONS RESEARCH.
 

THE BASIC RURAL HEALTH I PROJECT (DRH I, 660-0086)

IS THE MODEL FOR THE BASIC RURAL"HEALTH II PROJECT

(RH II, 660-0107). USAID IS CONTRIBUTING DOLS
 
49864, Q0 TO THE TOTAL PROJECT COST OF DOLS
xe,70oo . ITS BASIC OBJECTIVE IS TO HELP 50 RURAL
 
HOSPITALS TO CREATE HEALTH ZONES, IN COMPLIANCE WITH
 
THE PUBLIC HEALTH DEPARTMENT'S HEALTH ACTION PLAN.
 
EACH RURAL HEALTH ZONE (RHZ) WILL SEE?, WITH THE
 
COMNUNITY'S PARTICIPATION, TO ESTABLISH A SYSTEM OF
 
HEALTH CENTERS TO COMBAT THE 10 MOST PRs,''VATENT
 
DISEASES IN ZAIRE.
 

USAID"S SCHOOL OF PUBLIC HEALTH PROJECT (66z-011)

WILL HAVE A SIGNIFICANT !MPACT ON ZAIRF'S HEALTH
 
SECTOR, BOTH URBAN AND RURAL. 
 USAID WILL CONTRIBUTE
 
DOLS 8,300,000 OF THE TOTAL LDP FUNDING DF DOLS
 
11,500,000. THE PURPOSE OF THE PROJECT IS TO
 
DEVELOP THE UNIVERSITY OF KINSHASA (UNITIN) FACULTY
 
O0 MEDICINE'S DEPARTMENT OF PUBLIC HEALTH INTO AN
 
INDEPENDENT SCHOOL OF PUBLIC HEALTH (SPH).
 

DURING THE LIFE OF PROJECT, A TOTAL OF 220 ZAIRIANS
 
WILL RECEIVE DEGREES FROM A MASTER OF PUBLIC HEALTH
 
LEVEL COURSE AT THE SCHOOL. OVECR 500 ZAIRIANS WILL

COMPLETE SHORT-TERM TRAINING PROGRAMS AT THE

SCHOOL. 
A LARGE NUMBER OF BOTH LONG- AND SHORT-TERM
 
TRAINEES WILL BE DRAWN FROM THE EXISTING RURAL
 
HEALTH INFRASTRUCTURE, AND WILL RETURN TO WORK 
 IN

kEY POSITIONS IN IURAL AREAS UPOAI COAPLETION OF
 
THEIR TRAINING PROGRAMS. THESE INDIVIDUALS 'ILL
 
FORM A WELL-TRAINED CADRE THAT WILL HAVE A
 
SIGNIFICANT IMPACt ON THE ACTIVITIES OF THE BASIC
 
RURAL HEALTH II PROJECT.
 

THE AREA NUTRITION IMPROVEMENT PROJECT (660-0079)9

WITH A USAID CONTRIBUTION OF DOLS 3,300,0 TO TOTAL

NUTRITION ACTIVITY FUNDING OF DOLS 6,200,600, IS TH3

,FOUNDATION OF USAID'S INTERVENTIONS IN TI' NUTRITION
 
SECTOR IN ZAIRI.
 

;VERY HIGH RATES OF ACUTE A.JD CHRONIC MALNUTRITION
 
'AMONG RURAL ZAIRIANS ARE INHIBITING IMPROVED.
 
AGRICULTURAL PRODUCTIVITY, CONTRIBUTING TO LEARNING
DIFFICULTIES IN CHILDREN, AND DEPRESSING THE OVERALL
 
QUALITY OF LIFE. IN 1978 
 THE NATIONAL NUTRITION
 
PLANNING CENTER CEPLANUT) WAS FOUNDED AND HAS SINCE
PARTICIPATED IN £ NUMBER OF NUTRITION PLANNING
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ACTIVITIES FUNDED BY THE GOZ AND XITERNAL'DO2oRS. 10 (7)

THE PURPOSES OF THIS PROJECT ARE TO DEMONSTRATE
 
COST-FFCTITE NUTRITION INTERVENTIONS CAPABLE OF
 
RIDUCING'TIN LEVELS 07 ACUTE MALNUTRITION BY 25
 
PnECENT IN CHILDREN UNDER FIVE IN THE VANDUNDU
 
REGION OF ZAIRE, AND TO STRENGTHEN CEPLANUT'S

INSTITUTIONAL'CAPACITY AS A NUTRITION PLANNING
 
AGENCY. 

'TIE BASIC RURAL'HEALTH II PROJECT, AND TEE RURAL 
HEALTH SECTOR IN GENERAL, VILU. BENEFIT FROM THE AREA 
NUTRITION IMPROVEMENT PROJECT IN TWO IMPORTANT'VATS. FIRST, THE NUTRITION SURVEILLANCE STS.TEM 
DEVELOPED BY THIS PROJECT PROVIDES SPECIFIC 
INFORMATION'TO RURAL !IEALTH ZONES WHICH WILL ALLOW

THEM TO PREDICT AND REACT TO CRISES WHICH ARE
 
IDENTIFIED IN THEIR AREAS. SECOND, THE AREA
 
NUTRITION PROJECT'S WORE 
IN THE DEVELOPMENT OF

,VUITRITION CURRICULA AND EDUCATIONAL AIDS WILL BE 07
 
BENEFIT TO RURAL HEALTH ZONES THROUGHOUT TEE
 
COUNTRY.
 
USAID'S FAMILY PLANNING SERVICES PROJECT (660-0094),

WITH A USAID CONTRIBUTION OF ABOUT DOLS 4,009,000 TO
 
A TOTAL LOP FUNDING OF DOLS 9,420,000, HAS AS, ITS
PURPOSE TO INCREASE URBAN CDNTACEPTIVE PREVALENCE
 
FROM THE PRESENT 5 TO 5 PERCENT OF COUPLES TO 12
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PERCENT BY 1987. 
WHILE THE FOCUS OF THE PROJECT IS 
ON URBAN AREAS#' ONE COMPONENT OF THE PROJECT IS THE
TRAINING OF HEALTH VORKERS IN FAMILY PLANNING
 
PRACTICES. 
RURAL HEALTH ZONE (RHZ) PERSONNEL FROM
 
ZONES COVERED UNDER TIE BASIC RURAL HEALTH II PROJECT
WILL BE AMONG TIE RECIPIENTS DY THIS TRAINING. IN
 
ADDITION, FAMILY PLANNING SERVICES PROJECT WILL
 
SUPPLY CONTRACEPTIVES TO BR"I1 FOR USE IN THE HEALTH
 
ZONES.
 

IN SUM, USAID HAS A PORTFOLIO OF MUTUALLY-SUPPORTIVE
 
PROJECTS IN THE HEALTH, NUTRITION, AND POPTLATION
 
SECTORS. 
THE BASIC RURAL HEALTH II PROJECT WILL BE 
AT THE CORE OF USAID'S EFFORTS IN RURAL HEALTH. THE
PROJECT WILL DRAW IMPORTANT SUPPORT FROM USAID'S
 
OTHER PROJECTS, AND WILL IN TURN SERVE AS ONE DF THE
 
MOST IMPORTANT END-USERS OF OTHER PROJECTS* SERVICES
 
AND TRAINEES.
 

3. ADDRESSED IN PARA 4 BELOW.
 

4. THE MAY 1984 EVALUATION OF THE BASIC RURAL HEALTH
 
I PROJECT RESULTED IN SIXTEEN MAJOR RECOMMENDATIDNS.
 
OF THESE, FIFTEEN HAVE BEEN OR ARE BEING ACTED UPON.
 
A COMPLETE LIST DF'THE RECOMMENDATIONS AND TH-

ACTIONS TAKEN AS A RESULT OF THESE RECOMMENDATIDNS IS

BEING PDUCHED TO AID/V. OF THESE RECOMMENDATIONS,

THE MOST FAR-REACHING IS THAT WHICH REO4MMENDS THAT
 
THE PRDJECT BE EXPANDED (BRH II) TO INCLUDE AN

ADDITIONAL 50 HEALTH ZONES AND THAT THE NUMBER OF
 
EEALTH CENTERS FINANCED BE INCfEASED FROM 250 TO
 
650. 
 BRH II IS THE RESPONSE TO THIS RECOMMENDATION.
 
IT WILL REPRESENT BOTH AN INTENSIFICATION OF SERVICES
 
CURRENTLY PRDVIDED UNDER BRH I, AS VILL AS AN
 
EXTENSION OF THE GEOGRAPHIC AREA COVERED BY TILT
 
FROECT TO INCLUDE AN ADDITIONAL'50 RURAL HEALTH
 
ZONES.
 

5. A. 
AS NOTED IN PARA 4 ABOVE, USAID IS POUCHING

TO AID/V AN OUTLINE DF THE ACTIONS TAKEN IN RESPDNSE
 
*O RECOMMENDATIONS OF THE EVALUATION OF 
THE BRH I
 
PRDJECT.
 
'- 3. THE FINAL EVALUATION OF BRE I IS SCHEDULED
 
FOR THE FIRST QUARTER OF FT 1986. IMPLEMENTATION OF

BERE II WILL BE BEGINNING AT THAT TIME, AND TRE

EVALUATION WILL PROVIDE GUIDANCE TD THE PROJECT TEAM

ON PROJECT IMPLEMENTATION.
 

- C. PEACE CORPS VOLUNTEERS ARE EXPECTED TO PLAY 
AN IMPORTANT ROLE IN THE IMPLEMENTATION OF BRE II.
IT IS ANTICIPATED THAT PCVS WILL SERVE PRIMARILY IN
 
THE FOLLOWING CAPACITIES:
 
TRAINERS - IN PRE-SERVICE TRAINING AND CONTINUING
.IPUCATI . I RA,1#ZH ZON0 JP1 NNJ .
 

HEALTH EDUCATORS: IN PROMOTING CREATIVE APPROACHES
 
TO HEALTH EDUCATION*
 
'MANAGIRS: IN SETTING Ui AND IMPROVINO THE MANAGMENT
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SERVICES AT THE HEALTH CENTER LEVEL AND BELOW, EXCEPT 
FOR THE SALARIES OF THE TWO NURSES AT THE HEALTH 
CENTER (VHO ARE PAID BY THE GOZ). THE COSTS TO BEPAID FROM USER-7FEE RECEIPTS INCLUDE THE FUEL COSTS OF 
SUPERVISION OF THE HEALTH CENTER BY THE ZONAL 
PlRONNeL. 
RIPr!IENCE IN IRl I HAS DEMONSTRATED THAT IT WAS 
-aRILY THE CASE THAT USER FEES VERB COMPLETELY ABLE 
TO COVER SUPPORT, SUPERVISION, AND AMORTIZATION
'COSTS. HOWEVER, THE PRINCIPLE THAT FULL COSTS OF 
MEDICINES SHOULD BE PAID BY USERS IS NEARLY 
UNIVERSALLY ACCEPTED, AND THE PAYMENT OF SOME FEE FORA CONSULTATION IS WIDELY ACCEPTED AS VEIL. THUS, IN 
MOST PLACES THE COST OF MEDICINES IS SELF-FINANCED,
AS IS SOME PORTION OF THE OTHER COSTS. 

10 (10: 

'ITE GOZ EFFORTS AT MOBILIZING CDMMUNITY RESOURCES TO
FINANCE HEALTH CARE WILL BE SUPPORTED BY BRE II,WHICH WILL HELP THE MOH TO BETTER UNDERSTAND THE 
POSSIBILITIES FOR AND LIMITATIONS OF THE USER-FEE
SYSTEM. THIS SUPPORT WILL INCLUPE: ADDITIONAL
OPERATIONAL RESEARCH INTO THE STRENGTHS AND 
WEAKNESSES OF.THE VARIOUS TYPES OF U.SER-FEE SYSTEMS 
IN PLACE (ESPECIALLY INVESTIGATION OF THE LEVEL OF,COSTS THAT CAN BE COVERED AND THE EFFECT OF FEES ON 
USE OF SERVICES); TRAINING OF MEDICAL SUPERVISORY
STAFF SO THAT THEY MAT BETTER TRAIN NURSES IN HOW TO
,ESTABLISH FEE SCHEDULES TO BALANCE COST RECOVERY AND
USE OF SERVICES; CONTINUING EFFORTS TO FIND WAYS TO
CUT RECURRENT COSTS WHILE MAINTAINING OUALITY OF'CAREDELIVERED (SUCU AS THE SUPPORT FOR THE PHARMACEUTICAL 
SUPPLY SYSTEM); AND SPONSORING A NATIONAL LEVEL
CONFERENCE(S) TO CONSIDER MODIFICATIONS IN THECOST-RECOVERY POLICY AS A RESULT OF OPERATIONAL 
RESEARCH FINDINGS. 
THE TA PROGRAMMED FOR OPERATIONAL RESEARCH AND HEALTH
ECONOMICS WILL BE USED TO HELP DESIGN AND ANALYZ. THE
DATA FROM THE STUDIES OF USER FEES, ACT AS RESOURCES 
AT THE CONFERENCE(S) ON FINANCING PDLICT, AND ALSO
HELP DESIGN A MODULE FOR MEDICAL SUPERVISORY TRAINING 
SESSIONS ON ESTABLISHMENT OF FEE SCHEDULES. 
AN ANTICIPATED OUTCOME DF THI OPERATIONAL RESEARCHWOULD BE THAT USER-FEE RECEIPTS ARE NOT SUFFICIENT TO 
COVER THE OPERATING COSTS EXPECTED BY COZ POLICY
WITHOUT SUBSTAKTIALLY LIMITING USE OR QUALITY OF 
,SERVICES. THIS FINDING WOULD BE USED TO BEGIN A
tISCUSSION OF LIMITED GOZ SUBSIDIES TO THE PROVISION 
OF SERVICES AT THE HEALTH CENTER LEVEL. 
RECOVERY THROUGH FEES AMP' SALES: 

AS STATED ABOVE, BRH II WILL UNDERTAKE A STUDY OF THE"-v*,4I+IY TlIIS.,fM3 l I,,,4A"&,U4II NP,,.,Mil .4,W1il34,M., 
SYSTEM TD DYTERMINE THE TRADEOFFS 3;TW1EN THE LEVEL 
OF COSTS COVERED AND USE OF SERVICES.
THE INCONSISTENCY IN TYPES OF FEE SYSTEMS FROM ONE
ZONE TO ANOTHER IS NOT NECESSARILT UNDESIRABLE, AS
TE DIVERSITY OF SYStN-' R ELCTS TI 1A1Y!T 

, 
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CULTU1lAL AND SOCIO-ECONOMIC CONDITIONS IN ZAIRE. 10 (11)tOWUTE, A SHARING 01 EIPnIINCES WILL '2E FOSTEREDVIERE THERE ARE STSTIMS THAT ARE SUPEIxDRTO OTHERS
 
USED UNDER SIMILAR CONDITIONS. TWE OPIRATIONAL

IISiARCH PLANNED FO BRE II WILl MAIN THIS KIND 0SHARING POSSIBLI. THE "nSIARCK ALSO VILL PERMIT THEISTAILISIMENT OF TARGETS FOR USER-7E COVERAGE OF 
COSTS.

TIE CATTGORIES OF COSTS 'AND SCURCJS OF FUNDING 7OTEACH LEVEL OF TIE SYSTEM ARE SHOWN IN THI TABLE 
'I!LOW: 

LEVEL 
 TYPE OF COST SOURCES OF FUNDING
 
NATIONAL SERVICES 
 GOZ
 
- CAPITAL GOZ, DONORS
 

REGIONAL SERVICES 
 GOZ
 
CAPITAL 
 GOZ, DONORS
 

- OPERATING COSTS GOZ, DONORS
 

ZONAL SERVICES GOZ, DONORS, PVOS 
- CAPITAL GOZ, DONORS, PVOS.
 

PHARMACEUTICALS' 
USER FEES, PVOS"
 
- OPERATING COSTS USER FEES, PYOS,

" 
 DONORS
 

HEALTH SRVICES GOZ, PVOS, USER FEES
 

UNCLASSIFIED 
 KINSHASA 12510
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CENTERS CAPITAL DONORS, COMMUNITY 

PHARMACEUTICALS usa FEES
 

- OPERATING COSTS USER FEES
 

VILLAGES SERVICES USER inS, COMMUNITY 
- PHARMACEUTICALS USER i/s 
SERVICES - RNiUNRATION OF PERSONNEL
 
CAPITAL - VEHICLIS, BUILDINGS@ AND RQUIPMENT.

PHARMACEUTICALS - DRUGS, VACCINES, AND OTHER 
EXPENDABLE SUPPLIES.
 
-OPERATING COSTS - FUEL, REPAIRS, AND MAINTENANCE.
 

THE PROFILE SHOWN ABOVE IS LIKELY TO CONTINUE OVER 
THE SHORT TERM. FURTHERMORE, THE CONSTRAINTS ON GOZ 
SPENDING IMPOSED BY THE PRESENT BUDGETARY SITUATION
 
'ARE UNLIKELY TO PERMIT THN GOZ TO ASSUME TH3 COSTS 
OF CAPITAL GOODS, SUCH AS VEHICLES AND 3QUI-PMENT, IN
THE NEXT FEW YEARS. HENCE, DONOR SUPPORT WILL BY 
NECESSARY OVER THAT TIME PERIOD.
 
FOR THE FORESEEABLE FUTURE, IT APPEAPS THAT THE GOZ

AS VILL AS THE ECZ AND OTHER PVOS ARE CCMMITTED TO
 
MAINTAIN THE PROFILE SHOVN.ABOVE. THRDUGH FRH II'S
 
EFFORTS TO IIPROVE THE* USER-FEE SYSTEM A THE GOZ'S
UNDERSTANDING OF ITS LIMITATIONS, THE PROJECT WILL 
HELP TD ASSURE THAT THE FUNDING SOURCES FOR EACH COST 
ARE IDENTIFIED. 
OF THE RHZS ESTABLISHED DURING BRH I, 75 PERCENT WERE 
-PVO OR DONOR ASSISTED. THE GOZ IS COMMITTED TO POST 
THE NECCESSARY ADDITIONAL PERSONNEL TO STAFF THE
 
NEWLY ESTABLISHED RHZS AND HEALTH CENTERS.
 

6. THE FINANCIAL*AND ECONOMIC ANALYSES OF THE PP 
ADDRESS THE QUESTION OF UNIT-SERVICE COSTS.
70. To ENHANCE THE PROSPECTS FOR SUSTAINABILITYt, RE 
I WILL EMPHASIZE THE INSTITUTIONALIZATIDN OF PROJECT
ACTIVITIES SPECIFICALLY AND OF THE RURAL PRIMARY 
HEALTH CARE SYSTEM IN GENERAL. MOST OF THE OTHER

MAJOR DONORS ARE ALREADY PARTICIPATING IN THE PRIMARY
HEALTH CARE SYSTEM, AND THEIR PARTICIPATION CAN 
REASONABLY It EXPECTED TO CONTINUE FOR THT 
FORESEEABLE FUTURE. SOME EXAMPLES OF THIS
PARTICIPATION OF OTHER DONORS ARE THE BELGIANS 
(PROVISION OF DOCTORS) 'NICEF (PROVISION OF
EQUIPMENT), AND OXFAM (SUPPORT TO APPROXIMATELY 20 
RURAL HEALTH ZONES). FINALLY, USAID ITSELF IS 
COMMITTED TO CONCEPT RURAL PRIMARY HEALTHTHE OF CARE 
AND ANTICIPATES THAT SUPPORT OF THIS KIND WILL
CONTINUE TO CONSTITUTE AN IMPORTANT COMPONENT OF THE 
MISSION'S HEALTH PORTFOLIO. 

8. USAID WILL FILL SEVERAL PROJECT POSITIONS WITH 

?ACTORS. USING PSCS WILL ALLOW USAID A LARGE DEGREE 
OF FLEXIBILITY AND WILL PERMIT THE MISSION TO ENGAGE
A TEAM OF INDIVIDUALS VITH THE SPECIFIC SKILLS AND
EXPIRIENCE IEQUIRED. ALSO, TEX COST TO THE PROJECT 

KINSHASA 12510
 

10 (12 



5 

UNCLASSIFIED 
 KINSHASA 12516
 

"" 
O7 FILLING POSITIONS WITH PSCS WILL IBE SUBSTLNTIALLT 10 (1
-1ESSTHAN THE COST OF LETTING AN INSTITUTIONAL
CONTRACT. FINALLY, USAID'S EXPERIENCE HAS SHOWN TEAT


""HTIR IS POOL 07 HIGHLY QUALIFIED AMERICANS IN ZAIRE,

WITH RELEVANT IN-COUNTRY EXPERIENCE, UPON WHICH THE
 
'MISSSION CAN DRAV IN FILLING POSITIONS OF THIS SORT.
 ---. FPlENTLT STRUCTUR/D, USE OF PSCS IN PRE II WILL
'nS 

NIOT RESULT IN LESSSUPERVISION OR LESS CLEAR LINES OF
 
AUTHORITT, COMPARED TO A INSTITUTIONAL CONTRACT.

USAID HAS USED PSC PERSONNEL TO IMPLEMENT A NUMBER OF
 
ITS PROJECTS, WITH EXCELLENT RESULTS, AND IS

CONFIDENT THAT USE OF PSCS IS THE MOST COST-IFFECTIVE
 
WAY OF ACQUIRING BRH II PERSONNEL.
 

9.A. NOW THAT THE WATER COMPONENT HAS BEEN FULLY

DEVELOPED AND THE WATER SUPPLY SYSTEMS AND
 
CONSTRUCTION TO BE-FINANCED HAVE BEEN SPECIFIED, A

MORE DETAILED IE WILL BE SUBMITTED TO REGIONAL
 
NATURAL RESOURCES OFFICER 3. GOODSON, REDSO/WCA, FOR

IIS REVIEW. 
USAID EXPECTS RESPONSE AND DETERMINATION
 
ROM MR. GOODSON PRIOR TO PP AUTHORIZATION.
 

2. WHILE MOST OF THE LONG-TERM POSITIONS UNDER
 
'THIS PROJECT WILL BE FILLED WITH PSCS, THERE WILL BE

SHORT-TERM.CONTRACTS APPROPRIATF FOR THE .
 
PARTICIPIATION OF MINCRITT, SMkLL BUSINESS FIRMS.
 
YOR EXAMPLE, MOST OFF-SHORE PROCUREMENT SERVICES
 

UNCLASSIFIED 
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UNDER THIS PROJECT ARE lXPECTED TO BE Pi.OTIDID iT AN 	 IC (14 
Si FIRM (BUSINESS PROMOTION CONSULTANTS). OTHER 
POSSIBILITIES WILL BE IXAMINED OF A CASE-BT-CASE 
BASIS.
 

C. ALL'FAMILY PLANNING ACTI!IMI3S IMPLIMENTED 
'UNDER 	 THIS PROJECT VILL'3E IN ACCORDANCE VITH CURRENT 
AGENCY POLICY, INCLUDING POLICY FEGARDI ABORTION. 
BT
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:'.C RURAL HEALTH (;ANRU) MID-TERM EVALUATION 10 (15:
 

NAY 1984
 

MAJOR RECOMMENDATIONS
 

1. THE SANRU PROJECT SHOULD INCREASE THE NUMBER OF RURAL HEALTH ZONES TO BE 
DEVELOPED FROM 50 TO 100, AND THE RURAL HEALTH CENTERS TO BE CONVERTED FROM 
250 TO 650. THE PROJECT SHOULD BE EXTENDED 4-5 YEARS, WITH NEW FUNDS STARTING 
IN FY 86. 

2. THE TARGET OUTPUTS OF THE PROJECT SHOULD BE REVISED AS REDOMMENDED BY THE 
PROJECT DIRECTION, WITH EXCEPTIONS NOTED IN THE NARRATIVE. 

3. NURSING INSTRUCTORS FROM RHZs SHOULD BE SENT TO APPROPRIATE INSTITUTIONS IN 
FRANCOPHONE COUNTRIES FOR ADVANCED TRAINING IN PRIMARY HEALTA CARE. 

4.THE PROJECT SHOULD STRESE REGIONAL TRAINING TRAINERS CENTERS FOR 
EUPERVISORS, NURSE.LE5,,L, VILLAGE HE .LTH WOCRKERS. 

5. STUDY TCUF i"TH-' .FRICA, :OUI:TRIES SHOULD BE ORGANIZED FOR SANRU 
STAFF, GO" L.ND MEDICAL CHIEFS OF RHS T"O EXAMINE APPROACHES TO SELF-FINANCING, 
FAMILY PL,NNIhG AND TRAINING. THEY SHOULD ALSO VISIT BETWEEN RHZS IN ZAIRE. 

6. SANRU SHOULD DIVERSIFY THE US SCHOOLS OF PUBLIC HEALTH SELECTED FOR MPH
 
TRAINING OF PHYSICIANS AND ADMINISTRATORS.
 

?.THE ANNUAL NATIONAL HEALTH CONFERENCE SHOULD BE CONTINUED WITHOUT FAIL 
,AND SHOULD BE A USAID PRIORITY BUDGETARY PRIORITY. -OTHER AGENCIES SHOULD 
SHARE THE COST IF NECESSARY. REGIONAL CONFERENCES SHOULD ALSO BE CONSIDERED. 

8.SANRU EVALUATION STRATEGY SHOULD FOCUS ON A FEW INDIRECT INDICATORS OF 
IMPROVED HEALTH SERVICE SUCH AS ACCESSIBILITY, COVERAGE AND PARTICIPATION OF 
VILLAGES IN HEALTH PROGRAMS; THE HEALTH INFORMATION SYSTEM SHOULD BE REDUCED 
TO A FEW KEY ITEMS. 

9. SANRU STAFF SHOULD BE EXPANDED IN ORDER TO MAINTAIN QUALITY OF 
PERFORMANCE AND TO TAKE ON RECOMMENDED NEW ACTIVIT:ES. A ZAIRIAN HEALTH 
INFORMATION SYSTEM MANAGER IS PARTICULARLY NEEDED. 

10. SANRU SHOULD OFFER HELP TO RHZ IN IMPROVING REGIONAL SUPPLY SYSTEMS. 

11. USAID/ZAIRE SHOULD ENGACTE A PROCUREMENT OFFICER INSTEAD OF TECHNICIANS TO 
PURCHASE PROJECT COMMODITIES. 

12. PHARMACEUTICALS PURCHASED WITH USAID FUNDS SHOULD BE LIMITED TO ONE BASIC 
EFFECTIVE DRUG PER CATEGORY (EX. ONE ANTIBIOTIC, ONE ANTIMALARIAL). 

13. TECHNICAL ASSISTANCE IN FINANCIAL MANAGEMENT CHOULD BE GIVEN TO HEALTH 
CENTERS. 

14. SANRU SHOULD FURNISH MORE T CHNICAL EXPERTISE TO RURAL HEALTH ZONES FOR 
IMPROVED LATRINE CONSTRUCTION AND WATER SOURCE PROTECTION. 

15. USAID SHOULD ENTER DISCUSSIONS WITH THE GOZ TO RESOLVE ISSUES ABOUT THE 
LEGAL STATUS OF HEALTH ZONES. 

16. ASSISTANCE SHOULD BE PROVIDED TO THE FIFTH DIRECTION OF THE HQH IN 
COORDINATING PRIMARY HEALTH CARE IN ZAIRE. 
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LCTIONS TAYEN IN RESPONSE TO RECOMMENDATIONS 

1. THE SANRU PROJECT SHOULD INCREASE THE NUMBER OF RURAL HEALTH ZONES TO BE

DEVELOPED FROM 50 TO 100, AND THE 
 RURAL HEALTH CENTERS TO BE CONVERTED FROM

250 TO 650. THE PROJECT SHOULD BE EXTENDED 4-5 YEARS, WITH NEW FUNDS STARTING
 
IN FY 86..
 

This recommendation is clearly the most far-reaching in its implications and poses the

question of "instensification" of efforts in SANRU I assisted RHZs as opposed to "project

extention" into new zones as part of a SANRU II. 
 The strategy that is taking shape in the
 
current SANRU II PP development is that we can and should do both.
 

Intensification of efforts in SANRU I assisted RHZs 

An intensification of efforts implies assistance to go beyona the original 250 health 
centers financed to increase coverage. Uithir, the 50 RHZs assisted in SANRU I it is
estimated that 00 r. -,ith centers 
are required for 100% coverage of a population of 5,500,000.
It is calculaied triat S£N.1RU I rec.urces for 25C, health centers will increase coverage from 20 %.
 
to 45%.
 

The first progress report of SANRU I (June 19":2) pointed out the need to intensify efforts 
to mobilize more resources for more health"centers. This strategy was accepted by USAID and

supplementary assistance has been provided by funding 
a subproject (ECZORT) through ORT

(Organization for Rehabilitation through Training) to assist an additional 200 health centers in
 
198,5 and 1986. 

The status of projected assistance to the SANRU I RHZs is summerized in Table 1: 

TABLE I 

DONOR GROUP NBRE HEALTH ESTIMATED
 
ASSISTANCE CENTERS 
 COVERAGE 

ALREADY FUNC. 150 15y% 
BEFORE SANRU
 

SANRU 1 250 40Y 

ECZORT 200 60Y
 

OTHER DONORS 100 
 70%
 

SANRU II 200 90. 

900 90Y
 

The conclusion is that the 50 SANRU I assisted RHZs can only absorb a limited amount of
additional assistance, and that that assistance can and should be provided as part of the
SANRU II project. In add tiona to the material assistance for health centers (including bikes,
solar refrigerators, and rehab) other forms of assistance could include: 

- continued MPH training
 
-
 linking RHZs with new national programs (eg. Hydro-Rurale)
 
- continued intra-zonal recyclage of personnel
 
- documentation o exeperiences
 
- operations research
 
- assist neighboring SANRU II RHZs
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K~E :tention to Assist Start-uo of New~ RHZS<> 

Th~e long term health planestimates, aneed for approxi mate> 300.health zones. By the end 
wof, 198A '.there Wereapproximtely 150 health zones starting up, but.only.85 that could beconsidered fcteo~a S wit t t Ph n 
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TFhe number of new health zones to be included in SANRUII will depend, on -consideration of 
the-following factors:K 
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identification of enough cand;dt~~,ta mrtAR l~s tnc (I think~We cn 

find 50 without much polm 

asssurance that th~e support, costs from teMHwll be available. (It i~ doubtfuljthat a 
RH-Z can'fund 100% of costs, aihd will need aMOH subsidy for supervision costs) 

-assuranc e that local~Zaire funds foe' project 'civities, will be available t-hq,counterpart~-, --	 +-+-A iJA, .1A++.A-:+l 
,+++,A,+,,,,+ +.+,+++:, 	 - paAA - p s++eh"++, 	 ..... "IASfund budget is estimated 	at 100-150 ilionZair s'pe'y 
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3. NURSING INSTRUCTORS FROM RHZ5 SHOULD BE LENT TO APPROPRIATE INSTITUTIONS IN
 

FRANCOPHONE COUNTRIES FOR ADVANCED) TRAINING IN PRIMARY HEALTH CARE. 

This has been done. 

SANRU sent two nurses to a three month prugram at Lome to go through a Tranining of 
Trainers of Village Health Workers course (TOT/VHW). Thesp'two persons are now working as
co-trainers with a team of three other Zairians and two outside consultants to establish a 
nationa in-country TOI/VHW team. This team would travel regionally to train 30-40 trainers 
per year. The scope of this training would go beyond SANRU assisted RHZs to be made 
available to all Health Zones. It is proposed that this team and course be intergrated into the 
School of Public Health project as a short term training program. 

SANRU is seeking other appropraite courses throughout Africa to send additional nurses for 
short-term training. 

4.THE PROJEC.T EH-L ES REI.L TAIIING OF TRAINERS CENTERS FOR 

SUPERVISCRS, .URSES, AND VILLAGE HEALTH WORKERS. 

This has been done. 

This approach as been already been used successfully for regional training in family

planning (in conjunction with JHPIEGO financing) regional Training of Trainers'of Traditional
 
Birth Attendants (in conjunction with ACNH), and regional training of technicians for
 
Water/Sanitation (in conjunction with SNHR).
 

A similar strategy is proposed for regional training of pharmacists (in conjunction with
 
ECZORT), maintenance of vehicules (ECZORT), nurse supervisiors (SANRU), and management
 
training for MDs/Administrators (SANRU/CTB/PEV).
 
Typically it is found triat for the 50 Zones assisted by SANRU that four regional sessions can
 
cover all eight regions. 

The current strategy is to not to establish permanent SANRU training centers around the 
country but rather to identify a RHZ that can support the logistics (food/lodging) of the 
seminar and then send in national team of specialists for that particular topic. A major
problem is that many RHZs can accomodate training sessions only during certain parts of the 
year. It would be better if we could identify a non-RHZ "training center" in each region that 
can bR rented on an occasional basis for such seminars. My guess is that with a bit of effort 
this c~n be done, and would cost a lot less than setting up our own regional training centers. 

5. STUDY TOURS TO OTHER AFRICAN COUNTRIES SHOULD BE ORGANIZED FOR SANRU 
STAFF, GOZ AND MEDICAL CHIEFS OF RHZS TO EXA1INE APPROACHES TO SELF-FINANCING, 
FAMILY PLANNING AND TRAINING. THEY SHOULD ALSO VISIT BETWEEN RHZS IN ZAIRE. 

This has bepn only partially completed. We get so got up in the urgency of project activities 
(and priority actions from the MOH) that we can never seem to arrange to break away for these 
study tours. 

A team of four SANRU (including a Med Chef RH2) and two CEPLANLT people attended the 
Abidjan session to discuss "Integration c' Nutrition into PHC". This in itself was a good
learning experience. While there we also made contacts with a number of other countries to set 
up possible study tours. We tried for a trip to Senegal in April, but the have not yet been able 
to get a confirmation from Senegal. 
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8 SANRU EVLUATION~ TR ATE GY, SHOULD FOCUS ON- kAFE(WINDIRE CT INIDCATORS O
IM DHEA~LTH SER VICE, SUCWAS:ACCE SSIBILITYj PARTICIPAHOV AOEAEND

'IMPROVEDJ CE~H~RGA~NOKOERAGE~S IN 
AffITHALT P RHEALTHINMS; TO SEMHOULD BEfREDCED 

Tthi''s a been don& ' 

SAth'& ~ d-~ atis liinpfr reporting systern to'be used by'a11l~ 
RH5:-Ti ~,pe-tse in 19983-09E by SAI4RU4nbes,'but-has recemtly been accepted "by '' t,,6 at6''nr.for all health ibne's. _~ 

~4 ~We are nowin the 'process of~settin~upa computor, program for anaysi 0fthis data., We're~ '&>
~stil~f~t aitngftwf~etha wa 4oderd from -WANG. more '.an 8 months ago Anthe~
 

*~2~j~'meantime~ hand, counts Iare being 'done.~" K~ i 7
 

~At thq same time, I, have set Lipa data base on my,-home coptr (Apewr5jo l 
*~~' jhospitals of Zaire'of:hich ,thee are Iaround 420.,, This ddta as soicue .fe 4indirect 

y ,<indicators~on ;he curn sttslc he'alth,:one ss acce ssibi1iy, 'ndcv rae of ser'ices.,:At -~ 

<'K tus piht a ~early bad-'. i l~idsrveillance syst~m-to>lbr s 
encourage: r{ Q.,bsis ~ ha.E yettob 

'~'9. SANRU STA~FF SHOULD BE EXPANDED 114 ORDE RJOT&MAI NTAIN QUALITY- OF >J- "~ 

~PE R FORM ANCE AND TO TAKE ON RECOM ME NDED, NE WACTIVITIE S.. A'ZAIRIAN 1E ALTH 

j INFORMATION SYSTEM, MANAGER IS PARTICULARLY NEE DED, 

Thi ,'has been done.,j ''' 4".J . 

ThoiiaSANRU staff4 included:~.;~w 7 ~~VK 
~iproject director (50%V'tin~i)< ' 

1GOZ/MOH rep (5O% time) ~."" ; 4,'~. 

i USAID tech. ' -"' 

I training coord. ' .'''' '
 

Iplanning co'ord. 
 . '. 

i Admin. asst. ,4 ' ' k~ 

-j secretary ,"i" 
I 

VA',7 toa ,~~~4 

4'During 0984/0o9,5 this team has now become:4 

~ 4iproject'director (50%. time) 

4 

1,'4
"' " 

2 GOZ/MOH rep (100% time)4 . 4 ,~i'''A-'~' .. . 

TI USAID tech.. 

.2 training coord ''"444 "''' '"' 

4 
' .",g '. '
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7 V 

continuing prob61Em'rwith lack of space. Cuif-entl; five of the staff have no' ,deskE andimust float
Saround as Epace becomes tmporariy aviable~or sit in the hallway. The new building being

contructedbehid.ECZ4..4l add- threenW ffi' bt his'wlnt accomodate the incr -aed: 
,~tffrqurd bSAR-I#i-h a~pte-th~e- ollo,;ing sti-ncrasest-f6r- t666idf-0 -:5

2firector:1 ~ for Center~n i '-* ..
 

Serearyo fie'clerk Cente.or.Doc.
.oDcmcla 

ersonnel'anager.. I
f F01time''acouna 
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11. USAID/ZAIRE SHOULD ENGAGE A PROCUREMENT OFFICER INSTEAD OF TECHNICIANS TO 

PURCHASE PROJECT COMMODITIES. 

Not done, to my knowledge. 

Procurement still poses a significant problem to the success of SANRU I. Specific problems
that exist are: 

Four Wheel drive US produced vehiclules (Chevys and Jeeps) are inappropriate to rural
conditions of Zaire
 

Yamaha 175 motocycles are appropriate

American coaster brake bicycles (Ross) are sturdy but difficwlt to repair because of lack of spare parts locallyUS purchased medicines are inapproriate in dosages and packaging for use in ZaireBasic MenclC: Equymer-1 ior reaiLn cLL:-ers purchased in US is of excellent qualityeIa /s as lcr.,g As t, 'ei-si.- Qv E 3,:ucred for some commodities.ack ordering and s lit snpments reutsoL in receiving equipment in dribbles rather than allat once,. This prevents a rational repackaging and distribution of commodities.Offilce equipment purchased in US is usually api.: opriate (Sharp calculators and Remingtontypewriters) but not always (Heyer duplicating machines)

UNICEF TBA midwife equipment ordered nearly three years ago has yet to arrive.
 

12. PHARMACEUTICALS PURCHASED WITH USAID FUNDS SHOULD BE LIMITED TO ONE BASICEFFECTIVE DRUG PER CATEGORY (EX. ONE ANTIBIOTIC, ONE ANTIMALARIAL).
 

This has been done.
 

SANRU revised the original list when preparing the PIO/Cs for ECZORT. 
 Duplication of

drugs per category has avoided.
 

13. TECHNICAL ASSISTANCE IN FINANCIAL MANAGEMENT CHOULD BE GIVEN TO HEALTH 

CE NTERS. 

This has started. 

SANRU financed a study in 1985 by the Dept. of Plan to look at the status of auto-financingin three RHZs. This was to assist them in the preparation of the new five year health plan,The person in charge of that study has now left the country so its doubtful we'll get much i6the way of results. 

SANRU, ECZORT, and ORT are financing a managment study of RHZs and health centers inconllaboratiqri with Technoserve. The group has visited two health zones so far.prepare the idea is toa draft of a manual for the management of health zones that would be used to prepare atwo week course for the retraining of doctors and administrators in management.management of finances would be the cent! . 
The 

theme of those courses. 



'14. SANRU SHOUJLD FURNISH MORE TECHNIr.L -XF-X~~fETO RURAL HEALTH 'ONE S FOR~ 
IMPROVED LATRINE CONSTRUCTION AND WATER SOURCE PROTECTION. 

,"T1'his has been done. ':~"~~~~ "~''~ 

'"'~~~JSANRU hired~,in_1984_a fulitime -technician -to-take-care- of -WATER /SAN ITATI ON-apc b~~ 
the pr~oject., This has included tang ad translating documents from ~te 1 ORLD BAN'oVIP, (Ventilated Improved Pit) latrines whic'h we are promctrng to be 4but aeach healfth certer . 

'/ANUh 4as also completed'a purchase order of a tehiamanual or the capping of 
sprin'gs.' This manual proposes,5 differen tehni se,or ca ping springsdepending onthe ~'' 

locl 'oilcbnitins.The'maualis flow uander'going revYision by the'SNHR, (Service National'+<~ 
d'Hydraulique Rurale) and 1y. WASH (Water'and Sanitatibon for Health).. 

,SANRU has also developed with SNHR a two'v4eek recyclage for '!technician~s' within the 'RHZ,.' 
Who are rtsponsible4 '*or the Water/Sanitation prograM.' Two 'stch r'egionaal'training sessions. 

S have taken place. It is planned that ra WASH consultant Will be hired to assist in finalizing this 
curriculum that would'tbe a ccorner~tone of thESNHR national hydro-rurale plan 'to implement 

' 
 water activitiEs throu h a RHZ bed ie 

''~ 15. USAID SHOULD ENTER DISCUSSIONS WITH THE GOZ'TO RESOLVE ISSUES'ABIOUT THE 
LEGAL STATUS OF HEALTH ZONES.J 

i 4-J1 ','This is continuing. 

"The proposal for Legal4 Statutes of .Health Zones is a real mess.- It began well'enough "With"# 
'&..~.~ our 1983 'national health conference that provided feedback on the draft document that then

existed. That docuiment was then revised bV a small group at the MOH (neitherSANRU, ECZ -nor 
the Catholics were4ncluded) and tied to th6' reorganization of 'FONAMES. The' idea was, to pus'h 
both proposals, through at the same time. ~A ' 

4Every once~in a while we would obtain indirectly a copy of the stat te'~ Ita evd n n' 
reading the'm that if they passed they would pose as mnIany problems, as they~ solved.1 I 4elt t Ihat 
they 'needed to be revised by a wider commission mnade up'especiall of 'reps fromthe :Catholics 
and Protestants who afte r all will be managing,5O% of the RHZs. The sBtatues became 'subje'ct of' 
discussion at each regional delimitation conference an'd recently at the 'conference of4 all the'. , 

medialnspctos were-itwas officially recommen-ded that a further re'is'ibh be~dne h 
current CommisEtait has asked SANRU to assist in the revision ,of the statuies'and drafting the..,
detailed alarretesil that would need accompany it. This is certainly, lookinig 'more positive# but it 
will probably be until the end',of I'5'E:5 until anything concrete happens. ~~ ''i 

4 ~4 



S16. ASITIEE RVDDT THEFIFTH DIRECTION OF THE MOMH IN
C(CORIDI NATI NOG FF(1 P1~i Y HE.ALTH CARE IN ZAI RE . 

thi wTbi'5~started and then stopped in July 1984. 

- :The Fifth direction was created in 9;2I t istarlted -to-becomre-operational, in, 1'-:.4-with--theJ-.~ 
~ ~add ition of, three6 "additib l'tifm~ (iriluiing wo t 
S,1Tuahe).' 'SANRU be-gan it that ti ieAopr'6vide 'assi5tance tdep6t'h i thdreto 

{.~moving.Itrwas plnned',that SANRU sholdprvide office equipment',bu* In rde''to otisi'
4was first ne cessaryi to a.sis~t :the rin reinforcing the~secuirity of the building,(addfng metaldoors~toprotect our investment. It was also plarnredA mra atl~ aon ehuealal 
~~on loan to 'the, Fif th direction. The Fi'fth{ direction even organized anatioina orum 'and 
obtAined a conserisusfom all' the major intervenaints 'as to what th~eir job profile1 should be. 

'These efforts came to naught in July 19E:4 4whe~n the Sec. Gen. was su pne' fo 0~otduring' wiich time th'e Fifth direction s'taff.,doctors (Kalamb'ayi 'and"ahozi): were, re moved, by, the 
CommisEtat fromn'the Fifth,4direction and placed elsewhere (K~maiat SANRUpKahoZ, at 1 ~~. 
Kisantu). At the' -ane timiE a major puE .h was made by the CommisE tat -and1,Ct'Bto push throughi ~ 

~. ~ the reorganization ci FOILANES io c4comrE thE cooroinalor for, PHC'viitIhin'the country. The 4
effort failed, and ttae ouE-t rias y to iEltle. 

SANRU Estrategy 'is that 'there exists a R~eed for 'som~thingtd-th nation'al le eI to"'corinte PHC. -ANU~hAt this point its is doing 'most of the work. Ther,-sa edt 
create ,a'structure with which SANRU can workC to institutionalize what it is doing. A, 
"FONAMES"Ltype 'structure may be the Eclution bu't I feel that: ~' A 

> 1) It~ needs a new, name. Keeping tename FNMShsJsttoi ''hch6atoo
 
~- unilateral Belgium project. '- *.
 

2)It needs a multi-lateral support. CTB says that they have always*'favored.:a~broad-based' 
support. However up til now they never asked "foranother opinion or c-ollaboration in the.
reorganization of FONAMES. Setting up a "cellule de planification'L to run a "FONAMES"( 
structuIre made up of UNICEF, OXFAMr. Catholics, Protestants'SAN Ut , c. may be "a',solut ion.11 

3).fJThe regional stucture needs to mesh with the exisiting regional medic~al ihnspection At, Kj'
-semeasier~to set up a parallel system Ito coordinat~e RHZs rathr..amright sErorognzI'theedicalinspection systems but what are the long-term prsethe cofic' bewe the 

two . A 

74 .. . 
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REPUBLIQUE DU ZAIRE 8 AOU[ 1985 

1985.....
....................................
.....0 8.ANNEX 2 ~~~~~~~~~~Kinshasa, Ig 
40 

Conieil Ex6cutlf
 
D6partement de la Sant6 
 Publique 

Bureau du CommIlmaire d'Etat' 

A Monsieur le Directeur
 
de lUSAID
 

N/R6 . :DS. 1250/BCE/A4"9/85 A KINSHASA/GOMBE.

V/R6f.
 

Objet
 

Monsieur le Directeur,
 

Conform~ment A la politique nationale
en mati~re de santd et compte tenu de l'impact de SANRU I sur l'implantation
des Soins de Sant Primaires en Milieu Rural, jaavais autoris6 la mise en
place d'une Commission devant 6tudier la prolongation de ce projet de santd

d~nomm6 SANRU Ii.
 

Je suis satisfait des travaux sur l'6laboration du Projet SANRU IIet je vous demande de le soutenir financi~rement.
 

Veuillez agr~er, Monsieur le Directeur,
l'expression de mes sentiments de franche collaboration.
 

Le Commissaire Etat,
 

MUSHOB WA 
 BA WA KATANA
 



REPUBLIQUE DU ZAIRE "S I e-

Conseil Ex6cutif "i.nhaia, le7 JIL -

DEPARTEMENT DE L'AGRICULTURE ET . ' 007 
DU DEVELOPPEMENT RURAL t '. 

•~' 0001064 
'I A Monsieur RICHARD L.PODOL 

\l Directeur de l'USAID/ZAIRE 

LE COMM ISSAIRE D'ETAT) INHAGME.• ~NSHAS/OME- 2:. "
 

Objet • Financement USAID.
, t|A, ,..
 

onsieur le Directeur,
 

Faisant suite & votre lettre du
 
08 juillet 1985 et relative au financement par l'USAID des ac
tivitds du Service National d'Hydraulique Rurale, j'ai le plai
sir de vous informer que le Conseil Exdcutif attache beaucoup
 
d'importance au programme d'alimentation en eau potable en
 
milieu Rural.
 

De ce fait, les activit~s du
 
Service National d'Hydraulique Rurale seront en bonne place
 
dans le budget du Ddpartement et nous prenons d~s & present les
 
dispositions n~cessaires pour ce programme.
 

Par ailleurs, mon d6partement a 
achetd pour le compte du SNHR, une unit6 de forage d'une valeur 
", . 0.000 Z et souhaite l'intervention des agences d'aide 

--aud6veloppement pour augmenter d'avantage les capacit~s de son

1,.!:!-, service spdcialisd. 

I, _____,./......
 

.... . I . . . 

=~.=...............................
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notre accord
 
Nous confirmons 


de ce projet et 
remercions les 

Etats

pour le d~veloppement 


r monsiur le
Unis pour cette sollicitudee 

6 e,-# MosiuVeuillez agrdCr:


is.
 

Directeur, luexpression 
de mes sent 


-
aBOKANA.WIONDANGELA. 


CC : Citoyen Sambwa pida N'bagi
National d'Action
 Pr4sident, CoMit
6 


l'Eau et de lAssainissement
 
commissaire d'Etat 

au plan,
 

KINSHASA
 

Citoyen Tshiongo 
Tshibinkubula wa 

Tumba
 

secr6taire Ex6cutif
 

Comit6 National dAction 
de l'Eau et de
 

'Assainissement.
 



ANNEX 3 

12. LOGICAL FRAMEWORK MATRIX 

Narrative Summary 
Goal 
To improve the health status of the 
rural population by increasing the 
proportion of rural Zairians that 
have access to basic health 
services. 

Objectively Quantifiable Indicatora 
Measures of Goal Achievement 
Decreased Infant and child mortality 
and malnutrition 
Decreased maternal morbidity and 
mortality 
Reduced incidence of vaccine-prsvent-

Means of Verification 

- National statistics 
- Project sample surveys 
- Studies by organizations 

such as WHO 

Assumption. 

Political stability continues. 
Economic situation does not 
worsen. 
There are no famines, droughts, 
or other natural disasters 

able diseases 
Improved health of mothers and child
ren by birth spacing. 

Pu s 
Toestablian in 100 rural health 
zones a sustainable system of 
of community-supporTed preventive, 
promotive, and basic curative 
primary health care services to 
combat the ten most prevalent 
public health problems in rural 

Zaire. 

EOPS: Conditions Indicating Purpose
has been Achieved 
A system offering basic preventive 
and curative services will be in 
a place and functioning on a 
sustainable basis in 100 rural 
health zones, Including 50 RHZs 
assisted by SANRU I and fifty 
additional zones. 

- Project reports 
- Site visits 

GOZ continues to support 
decentralized community-based 
PHC delivery system.
COZ and NGOs continue current 
level of resource support to 
health sector. 
COZ supports the development 

Water supply systems will be provided of a mechanism for coordinatingrural PHC services. 
to 1,500.000 people by simple 
technologies such as wells, spring 
capping, and distribution systems. 

Various supporting systems will be 
in place in order to sustain these 
services: 

- A functioning institutionalized 
system within the Ministry of 
Health of regional and sub-regional 
supervision and coordination of 
health zoner. 



Outputs 

An infrastructure of health 

centers which increases coverage 

in 50 SANRU I RHZs by 20% and in 

50 SANRU II RHZs by 52% 

A well functioning decentralized 

system for training PHC health 

workers and village-level workers 

in the planning, organization, and 

delivery of community-based PHC 


services, including water and 

sanitation. 

A well functioning system within 

the GOZ for national coordination 


and regional support and supervision 

of RHZs 


EOPS (cont'd) Means of Verification Assptions
 

- A functioning institutionalized
 
system at the health zone level
 

for training lower and middle
 

level personnel in the planning,
 
organization and delivery of PHC.
 

- A national system for coordinating, planning 
supervising, and gathering and sharing 

information on PHC activities among 
health zojes throughout Zaire. 

- A national unit for planning and
 

coordination of water activities
 

in Zaire.
 

- A national and regional support
 

system for 30 sub-regional water
 
brigades.
 

Output Magnitude 
Training - Project reports and monitoring Sufficient numbers of appro

- 88 physicians and administrators - Field visits for verification of private GOZ and RGO personnel 

trained at MPH level in primary personnel are available for training. 

health care management at the - Interviews with village development Communities will be motivated 

School of Public Health (660-0101) councils to participate in PHC 

- 200 nurse supervisors trained as - Project evaluations activities.
 

trainers and supervisors of Project inputs are provided
 

community-rased PHC activities in a timely fashion.
 
- 125 water and sanitation coordinato.s School of Public Health
 

trained for the rural health zones (660-0101) program begins in
 
- 2,140 health center nurses and 1986 and offers suitable 

auxilaries trained in health center programs. 
management and community organization GOZ policy continues to support 

- 2,000 village health workers trained family planning.
 
to provide PHC services
 

- 1,000 traditional birth attendants
 
trained to provide improved deliveries
 



Output Magnitude

PHd
 - 3,000 village development and health
 

center committees formed and active
 
- at least one percent of the women
 
of reproductive age in an RHZ accept
 
family planning each year after the
 
second year of SANRU TI assistance
 
to that RHZ
 

- 52% of children under five living
 
within 50 SANRU IT-assisted RHZs
 
have access to under-five clinics
 

- 52% of women of child bearing age
 
living within 50 SANRU IT-assisted
 
RHZe have access to pre-natal cl~nics
 

- 1,000 villages successfully comp- !te
 
a village sanitation program with at
 
least 90% of households having a
 
usable latrine
 

-
3,000 local water sources protected/ 
improved 

Infrastructure 
- 50 new RHZs establishel 
- Central offices for 50 rural health 
zones constructed/rehabilitated 

- 150 bospitals/health centers 
equipped with solar-powered 
refrigeration 

- 720 health cunters opened or 
convertec from dispensaries and
 
providing basic preventive,
 
promotive, and curative health
 
services following th GOZ's
 
model
 

- 1,705 wells installed
 
- 172 gravity-fed - hydraulic 

ran water distri" ion systems 
constructed 



Inputs
USAID ObJectively Quantifiable Tndicators 

($19-750 million) 
Means of Verification 
Project records 

Aesnsptions 
Commodities are ordered 

Technical Assistance ($4.897 million) 

26 years Of long-term TA 

Site inspections and shipped promptly. 
TA recruited in a timelyfeshion. 

87 months of abort-term TA 

Training ($0.828 million) 
6 persons aster's level training 
in U.S. 
89 pereons short-ter. trining/ 
conferences oit of country (U.S., 
Africa, etc.) 

Commodities ($10.198 million) 
Medical equipment and supplies; 
solar refrigerators; basic office 
equipment and supplies; micro
computers, printers and software; 
solar calculators; training materials, 
audio-visual equipment and TEC 
materials; four-wheel-drive vehicles, 
motorcycles, and bicycles; light 
equipment for installing water systems; 
intermediate-level well-drilling 
equipment; supplies for spring boxes,
wells, water distribution systems,
latrines; rainwater catchment cisterns. 

Inflation ($2.716 million) 

Contingency ($1.111 million) 



Tnputs 


Peace Corps 


National Contributions 


GOZ Operational and 

Tnvesmenz Budgets 


GOZ Counterpart Funds 


Community Contributions 

ECZ, Other NGOs, and Other Donors 


ECZ 


Other NGOs-


Donors such as UNICEF, UNDP,
OXFAM. CTB 

Objectively Quantifiable Indicators 
 Means of Verification 
 Assumptions

($6.389 million)
 
150 health and water volunteers
 

($26.054 million)
 

($4.151 million)
 
Personnel and operating costs
 
Construction/renovation
 

($19.688 million)

Other local currency costs such as
 
operational coots of SANRU Office
 
and the HIS, transportation costs,
 
fuel subsidies
 
Tn-country training programs and
 
conferences
 
Construction/renovation, materials
 
for water systems
 

($2.215 million)
 
Personnel costs 
Training costs of VDC, VHs, 
and TBAs 
Payment for medicines, ORS, and 
consultations
 
Labor and local materials for
 
construction/renovation
 

(Estimate $13.000 million)
 

(Estimate $5-000 million)

Salary support for national and
 
expatriate staff, office/warehouse
 
space

(Estimate $1.000 million)
 
Some infrastructure, personnel
 
costs, and other financial support
 
Support for NGO water brigades ($137,000)
 

(Estimate $7,000 million)
 
Renovation, equipment, supplies,
 
training, personnel
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ANNEX 4. 

13. 5C(2) P1(07ECT CHECKLIST 

Listed below are statutory

criteria applicable to projects.
 
This section is divided into two
 
parts. Part A. includes criteria
 
applicable to all projects. Part
 
D. applies to projects funded
 
from specific sources only: 5.1.
 
applies to all projects funded
 
with Development Assistance
 
Funds, B.2. applies to projects

funded with Development
 
Assistance loans, and B.3.
 
applies to projects funded from
 
ESF. 

CROSS REFERENCES: 	 IS COUNTRY
 
CHECKLIST UP
 
TO DATE? BAS
 
STANDARD ITEM
 
CHECKLIST BEEN
 
REVIEWED FOR
 
TEIS PROJECT?
 

A. 	GENERAL CRITERIA FOR PROJECT
 

1. 	FY 1982 Appropriation Act
 
Sec. 523; FAA Sec. 634A;
 
Sec. 653(b).
 

(a) Describe how
 
authorizing and appro- A Congressional Notification
 
priations committees of was sent to the Hill on July 17,

Senate and Bouse have 1985 and ci".ared on August 2.
 
been or will be notified
 
concerning the project;
 
(b) is assistance within
 
(Operational Year Budget) Yes.
 
country or international
 
organization allocation
 
reported to Congress (or
 
not more than $1 million
 
over that amount)?
 

2. 	FAA Sec. 611(a)(1). Prior
 
to obligation in excess
 
of S200,00, will there be
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(a) engineering, finan. 
cial or other plans No. 
necessary to carry out 
the assistance and (b) a 
reasonably firm estimate Yes. 
of the cost to the U.S. 
-of the assistance? 

3. FAA Sec. 611(a)(2). if 
furher legislative 
action is required within N/A. 
recipient country, what 
is basis for reasonable 
expectation that such 
action will be completed 
in time to permit orderly 
accomplishment of purpose 
of the assistance? 

4. F•A Sec. 611(b); FY 1982 
Aperopriation Act Sec. 
501. if for ater or 
water-related land 
resource construction, 
has project met the 

N/A 

standards and criteria as 
set forth in the 
Principles and Standards 
for Planning Water and 
Related Land Resources, 
dated October 25, 19737 
(See AID Handbook 3 for 
new guidelines.) 

5. FAA Sec. 611(w). If 
project is capital 
assistance (e.g.,
construction), and all 
U.S. assistance .for it Yes. 
will exceed $1 million, 
has Mission Director. 
certified and Regional
Assistant Administrator 
taken into consideration 
the country's capability 
effectively to maintain 
and utilize the project? 
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6. A Sec. 209 . Xs project
susceptible-to execution 
as part of regional or 
VUltiiateral project? If 
so, why is project not so 
Ixecuted? 1nforMation 
and conclusion whetber
 
assistance will encourage
 
regional development
 
programs. 

7. 	FAA See. 602(a).
 
Information and
 
conclusions whether

Project will encourage
efforts of the country
 
to: (a)increase the
 
flow of international
 
tra.de; (b)foster private
 
initiative and
 
competition; and (c)

encourage development and
 
use of cooperatives, and
 
credit unions, and.
 
savings and loan
 
associations; (d)

discourage monopolistic
 
practices; (e)improve

technical efficiency of
 
industry, agriculture and
 
commerce; and (f)

strengthen free labor
 
unions.
 

8. 	FAA Sec. 601(b).

Information and 

conclusions on bow
 
project will encourage

U.S. private trade and
 
investment abroad and
 
encourage private U.S.
 
participation in foreign

assistance programs

(including use of private

trade cbannels and the
 
services of U.S. private

enterprise).
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The nature of the project
 
is such that regional and
 
multilateral projects will
 
contribute to the attainment
 
of the project goal.
 

N/A 

N/A
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9. FAASec. 612(b) 636 !~
 
FM-82 A opration-
Act Sec. 507. Describe 
steps taken to assure 
thate to the 2maxium 

extent possible, the 
country is contributing 
local currencies to meet 
the cost of contractual 
and other services, and 
foreign currencies owned 
by the U.S. are utilized 
in lieu of dollars. 

10. 	 FAA Sec. 612(d). Does 

the U.S. own excess
 
foreign currency of the
 
country and, if so, what
 
arringements have been
 
made for its release?
 

11. 	 FAM Sec. .al(D. Will 
the proe-ct utilize 
competitive selection 
procedures for the 
awarding of contracts, 
except where applicable 
procurement rules alloy 
otherwise? 

12. 	 FY 1982 Appropriation Act
 
Sec. 521. if assistance 

is for the proauction of 
any commodity for export,

is the commodity likely 
to be in surplus on world
 
markets at the time the
 
resulting productive
 
capacity becomes
 
operative, and is such 
assistance likely to
 
cause substantial injury 
to U.S. producers of the 
same, similar or 
competing conmodity? 

13. 	 FAA 118(c) and (d).
Does the pro3ect-comply 
with the environmpntal 
procedures set forth in 
AID Regulation 267 Does 

The Government of Zaire has 

participated in project 
preparation and will approve 
the propsed GOZ contribution 
prior to obligation. 

N/A 

'ed. 

N/A 

Yes. 
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institutional development;

and supports civil
 
education and training in
 
skills required for
 
effective participation- in
 
governmental processes

esential to self-government. 

2. 	Development Assistance Project
 
Criteria ILoanz Onjy)
 

a. 	 FAA Sec. 122(b).
1nformation and conclusion N/A 
on capacity of the country
 
to repay the loani at a 
reasonable rate of interest.
 

b. 	 FAX-Sec. '620(d. if
 
assistance is for any

productive enterprise which N/A
 
will compete with U.S.
 
enterprises, is there an
 
.agreement by the recinient 
country to prevent export
 
to the U.S. of more than
 
20% of the enterprise's

annual production during

the 	life of the loan?
 

C. 	ISDCA of 1981, Sec. 724 
(c) and (d). if for
 
Nicaragua, does the loan
 
agreement require that the N/A

funds be used to the
 
maximum extent possible for
 
the 	private sector? Does
 
the 	project provide for 
monitoring under FAA Sec. 
624(g)? 

3. 	Economic Support Fund 
Project Criteria
 

N/A 
a. 	 FA Sec. 531(a). Will
 

this assistance promote
 
economic or political
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FAA Sec. 611e Certification
14t 


Based upon the maintenance and utilization of previous AID-funded
 
projects in Zaire, including the Basic Rural Health I project, I hereby
 
certify that there is adequate reason to believe that the Basic Rural Health
 
II Project will be effectively maintained and utilized.
 

Richard L. Podol Date
 
Director, USAID/Zaire 
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Basic Rural Health II Project - 660-0107 

FAA Section 611(a) Certification
 

The Basic Rural Health II Project (660-0107) will undertake to
 
rehabilitate or construct approximately 500 health centers, and will finance
 
limited renovation of about 40 reference hospitals. In addition, the project
will finance the construction of 6 regional pharmaceutical warehouses. The 
project also contains a significant water and sanitation cmconent, involving
spring capping, latrire construction, well digging and drilling, cistern 
construction, and the construction of small-scale distribution systems. 

All of the work described above will be carried out in rural areas either 
by beneficiary communities, local project staff, local contractors, religious
missions, or brigades of the National Rural Water Service. 
All of the
 
construction will be financed with local currency provided by the GOZ, 
participating PVOs, or beneficiary communities. (Some of the equipment used 
in the water ccmponent will be AID dollar-funded.) 

USAID has extensive knowledge of the types of cnstruction work to be 
undertaken through its experience with the ongoing and highly successful Basic 
Rural Health I Project (660-0086). The Shaba Refugee Water Supply Project
(660-0116) also provides the Mission with a large pool of experience in the 
planning of water projects. As in project 086, the construction and 
rehabilitation to be performed under the present project is extremely basic. 
Proven engineering and financial plans for health centers, latrine 
construction, spring capping, etc., already exist and will continue to be
 
employed under Basic Rural Health II. 

Based on the above, it has been determined that, because no substantive 
engineering or financial plans will be required, and, because the construction 
work required will be financed with non-U.S.-owned local currency (except for 
the equipment mentioned above), no FAA Section 611(a) Certification is 
required. 
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ANNEX 6
 
15. PFDECP ANALYSES 

15.1. Technical Feasibility 

15.1.1. Introduction
 

The SANRU II Project proposes to expand present SANRU I activities 
into 50 new rural health zones, effectively doubling the scope of its 
su:cessful predecessor. Sanru II is appropriate for Zaire because it 
responds to the GOZ policy decision to improve the health status of the 
rural population IV increasing the proportion of rural Zairians that have 
access to basic health services. The increased access will result from 
the continued reorientation of a predominantly urban curative health care 
delivery system to one emphasizing prevention and basic curative services 
to combat the 10 most prevalent public health problems in Zaire. The 
project also fccuses on the elements of the health care delivery system 
which affect the greatest number of people, namely services at the health 
centers as well as camunity-level activities, including village health 
workers, traditional birth attendants, and village development committees. 

Moreover, SANRU II relates to both the GOZ's goal of "health for all 
by the year 2000" and to USAID's objective of promoting the welfare of the 
poorest segments of the population - especially wmen and children 
through community-based health services (in contrast to bospital-based 
care).
 

The technical feasibility analysis is based on areas in which quality
of performance of existing services has been strengthened in response to 
evaluation findings of SANRU I, in addition to an assessment of SANRU II 
new activities. 

15.1.2 Village-level Health Activities 

SANRU II will deliver PHC services to rural populations bI using 
several key strategies that have already been tested and shown to work in 
Zaire. One of these strategies is to emphasize on village-level health 
activities with community participation and involvement. While the health 
center and the health zone are essential in providing the framework and 
support activities for PHC, it is ultimately access to and utilization cC 
basic preventive and curative services at the village level which will 
have the most impact on the health of the rural population. 

As in SANRU I, village-level health activities of SANMJ II include: 
- formation of village development committees (VDCs) and health-center 

committees( HOs)
 
- training of village health workers (ViIs)
 
- training of traditional birth attendants (TBAs)
 

The project thus achieves an effective approach to nationally 
available health care by addressing current health needs through maximum 
use of already available resources at the village-level. 
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The VDC is the central focus for PHC within the ccmmunity. The 
committee is responsible for "consciousness-raising" at the community
 
level to assure community support in establishing health centers,

participation in PHC activities, and effective ealth-education 
programs. It is also responsible for supervising the village water and
 
sanitation activities. In communities where there are VHIs, the role of 
the VDC is crucial, for the committee not only chooses the candidate for 
training, but also sustains the VHJ with moral and material support. The
 
committee members (for example, village elders, teacivrs or pastors 
elected or named to serve by the village chief) meet at least once a 
month to discuss their develcpment-related problems, propose

solutions and follow through on supervision of activities. The health 
center committee (MCC),established with representatives from each VDC, 
is responsible for management of the health center activities and
 
finarres. 

Sustained motivation of the development committee is an important
issue to be resolved because of frequent demands by members to be paid
salaries or some other form of compensation. In successful VDCs, this 
"compensation" may be in the form of an increased social status and 
respect within their community. This can be brought about by regular
supportive supervisory visits to the community ky the health center staff 
and y the staff of the central office of the RHZ. These visits are 
regarded as important social events by the community and, as long as the 
VDC continues to be challenged by new health information and discussions
 
during these supervisory visits, and the VDC continues to be encouraged
 
y the community, interest and participation will be maintained.
 

While the VDC is the focus for discussion and solving of community
health problems as well as planning and supe.rvision of community-level 
PHC activities, the village health worker is the person responsible for 
carrying out certain activities within the community. VHWs have been 
found to be very effective in educating and organizing their communities
 
for immunization, which will redtce the incidence of measles, neonatal 
tetanus, and other childhood diseases. In some ccnmunities, the
 
development committee members collectively perform the functions of a 
VHW; more commonly, however, one person is selected and trained to
 
function as a VHW. The strategy of selecting and utilizing VHWs is
 
appropriate because of its emphasis on community involvement and making
maximal use of locally available resources at the village level. 
Moreover, the level of technology involved (assist at under-five clinics, 
assist at village water and sanitation activities, diagnose and treat 
cases with simple sysmptoms such as fever, diarrhea) is appropriate for 
wrkers with limited training in rural Zaire. However, compensation and 
motivation of VHWs can be a major problem. The project will not be
 
offering financial incentives of anykind to VBWs. SANRU II will have to 
actively encourage and guide ]1IZs and communities to find ways and means, 
in cash or in kind, to compensate and motivate their VHWs, who are the 
critical grass-roots-level personnel in the delivery of PHC in rural 
areas. With the accumulated experience of SANRU I, increased use of 
operational research and consultants, the project will document and 
disseminate information on technologies and strategies which foster 
success or lead to faililre of village-level activities in specific

stituations. In ary case, there will be a need for close and continued 
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supervision of VHWs to sustain motivation as well as to avoid misuse and
abuse of drugs in communities in which VHWs are trained and are permitted 
to dispense selected drugs. 

SANRU II will also capitalize on another locally available resource 
the traditional birth attendants (TBAs). In the vast rural areas in
Zaire whe-re the overwhelming majority of babies (perhaps 80 percent) are 
delivered by traditional birth attendants, it would be unrealistic to 
expect health centers with trained personnel to reduce significantly the 
prcportion of iome deliveries performed bt TBAs during the next few
 
years. SANRU II, like its predecessor, w-ll continue to upgrade the
 
skills of TBAs to recognize and refer high-risk cases 
to the health
 
center and to train TBAs to provide safer home deliveries. The simple

training is carried out in villages or at health centers and focuses on 
improved home-delivery techniques as opposed to training for clinic 
deliveries. Upgzading the skills of TBAs will have an impact on reducing
complications of childbirth and its associated maternal and infant
 
mortality.
 

15.1.3. Traming 

Of all the SANRJ I activities, training had the most far-reaching

effect. Training and continuing education are of primary importance 
not 
only to reinforce technical skills but also to provide continuing

motivation of health personnel. Training remains a major component of
 
SANIU II.
 

Training of health-center and village personnel will be conducted
 
within the IMZ level. Each zone 
will arrange and conduct its own 
training courses. The most significant advantage of training at the zone
level is that the training is conducted in a setting similar to that in
which health workers will be working. Such training will also ensure 
small classes and will facilitate the use of discussions and practical
exercises where needed, so that the trainers can observe the performance

of each trainee. On the other hand, since the training is organized ly

individual zones, courses may be of varying duration and content. 
Furthermore, the training sites may differ greatly, especially for 
training VHWs. For example, some VHIs are trained in the villages, while 
same zones train their VHWs at the health center or even the hospital.
Experience has shown that training village-level workers as close to 
their own ccummnity as possible is most effective and this will be 
encouraged in SANRU II. The bulk of the training is done by ME-level 
nurse-trainers and/or health-center nurses. It is clear, rwever, that
MiZs require continued assistance in training VHrs, which will be 
provided according to the training plan. 

The number of health-center nurses and auxiliaries (2140) to be
trained is ambitious but possible: new health zones are expected to train 
an average of 35, including 10 backups based at the reference hospital. 

The number of health-center committees and village committees (3000
total) is not so ambitious and in fact averages fewer per zone than 
during the SANMU I Project. The reasons are based on the following
experiences from SANMJ I: (a) Many zones do not really begin to form 
ccamittees until their third year, and the numbers do not increase 
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rapidly at first. (b) Often zones do not develop full-fledged committees
for both the health centers and the villages, but emphasize one or the
other. (c) The new zones that will be supported during SANRU II often 
lack the personnel, resources, and preventive health experience that 
characterized mary of the SANRU I-assisted zones; thus they cannot be 
expected to move as fast, particularly in village activities.
 

Training of health-zone-level personnel will be done in (one-to-four
week) region-wide courses and conferences. The SANRU I mid-term
 
evaluation report recommended: "The project should stress regional

training-of-trainers centers for supervisors, nurses village
and health
workers." The regional training-of-trainers (IMT) strategy has already
been used successfully by SANRU I to initiate regional training of 
trainers of VHs, regional training of trainers of TBAs (in conjurction
with ACNM), in family planning (with JHPIEGO finarring), and regional
training of technicians for water/sanitation (in conjunction with SNHR).
SANIRJ II will continue to intensify these regional training activities. 
In addition, a similar strategy is proposed for regional training of

pharmacists (in conjunction with ECZORT), supervisors
nurse (SANRU II),
and management training for MDs/Administrators (SANRU/CTB/PEV).
 

The number of zone personnel to be trained is 800. For teir basic
training courses, this number is realistic, sirce the project itself will 
pay the costs . Their continuing education, however, is to be done 
through semi-annual or annual regional meetings. SAN1RJ II will pay only
a portion of tese meeting costs, on a declining scale, over the seven 
years of the project. Only if te GOZ and oter donors agree on theimportanme of these meetings and help to support them financially will 
they continue. 

The regional trainers themselves will attend national workshops.
About 300 regional and national personnel are to be trained, the majorityin short courses sponsored by the project. SANRJ II's emphasis on a 
regional and national level "training-of-trainers" approach will produce 
groups of well trained trainers, which should have a very positive ripple
effect on the quality of health worker training throughout the project
 
area.
 

The ECZORT Project is carrying out a study to document the management
system of health zones. The manual produced will be developed into a
series of training modules to retrain doctors and administrators in RHZmanagement. Also at te national level, MDs/national health 
administrators will attend out-of-country short-term training programs.
With te new School of Public Health (SPH), almost all te long-term
training is to be done in Zaire; te SANI4J II project counts heavily on 
the SPH opening as scheduled and accepting te planned number of 
candidates. A critical constraint in te development of a MiZ had been 
the lack of training in public-iealth and management skills of pblysicians
assigned to te zones. 
SANRU II strategy to train MDs/administrators in

PHC administration and management skills will greatly enhance the 
development, implementation, and continuity of the I iZs. 
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15.1.4. Supervision
 

Since the VDCs, the HCCs, the VHrs are working on a purely voluntary
basis, regular supportive supervision is the main mechanism to influence 
and motivate these workers to work more effectively. The lack of
continued supportive supervision has been the undoing of many PHC schemes. 

In SANIRJ I, village-level workers will be supervised primarily by

the health-center nurse and also by the nurse/supervisor from the zone

level. The village-level workers and their health-center supervisors
will meet at least once a month to work together. This meeting will be
held on the same day as the village under-five clinic and other
village-based activities which are carried out routinely every month by
the health-center staff. In addition, the VIqs will be expected to
travel to their supervising health centers on a monthly basis to give
reports, replenish supplies, accompany referral patients in some cases,
and to attend one-day informal discussion/training sessions. 

At least once a month, the nurse/supervisor from the RHZ will also

travel to each health center to supervise the nurses and auxiliaries at

the centers. The medical chief of the zone will also be responsible for
making supervisory visits to the health centers in his zone. During
their initial year, the health centers will be visited once a month but 
once the health centers are well established and funcxtioning, supervisory
visits will be decreased to orre every two months. SANRU II will train
200 nurse/supervisors in supervisory techniques, which should be a

sufficient number to cover proposed kvealth-zone activities.
 

One area of concern however, will be the number of supervisory visits
the health-center nurse will have to make during one month in toorder 
cover all the villages. Each health center serves apprcximately 5-10
villages, so the nurses will have to travel appracimately two times a

week to be able to supervise all villages once a month. Ideally the

health center 
should have both a nurse (A2 level) and an auxiliary (A3level), and the MCH is committed to supporting at least these two
positions at every project health center. The auxiliary can then carry
on the health center activities while the nurse is away on a supervisory
visit. Nurse/supervisors from the zone level will experience similar
difficulties, since there are approximately 15-25 health centers per zone. 

But perhaps the biggest area of concern regarding feasibility of
regular, continued supervision is transportation. In addition to thevehicles which will be provided by the project, fuel costs will need to 
be met (as discussed in the Financial Analysis). Moreover the experience
of SANRU I raises the question of technical feasibility of using Americanvehicles (Chevys and Jeeps). 
 These U.S.-produced 4-wheel-drive vehicles
 
proved themselves inappropriate for rural Zaire. 
USU.D is requesting a
 
waiver to buj other vehicles that have been proven effective in these
 
conditions. Maintenance presents another problem which is beingaddressed as ECZORT begins regional training of maintenance technicians
for vehicles, motoricycles and bicycles. This training is expected
begin in November 1985. 

to 
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At the health-zone level, motorcycles are mainly used for supervisory 
visits and at the health-center level, bicycles are used. The problem is 
local availability of spare parts, especially for American bicycles, 
although parts are readily available for non-American bicycles commonly 
sold in Zaire. If these bicycles were provided to te health centers 
instead of American bicycles they would probably last for m-iny years. A 
waiver for non-American bicycles is also being incorporated into the 
project paper. Spare parts that are needed for all forms of transport 
should be commercialized and made locally available to ensure long-term 
maintenance. If SAN1RJ II is unable to solve the problem of transport 
requirements and maintenance, these would present important constraints 
to effective, continued supervision. 

15.1.5. Establishment of Rural Health Zones and Health Centers. 

The SANRU I mid-term evaluation report recumended that "the SANRU 
project should increase the number of rural health zones to be developed 
from 50 to 100, and te rural health centers to be converted from 250 to 
650. The project should be extended 4-5 years with new funds starting in 
FY 86." This recommendation has broad implications and poses the 
question of "intensification" of efforts in SANRU I-assisted IHZs versus 
"project extension" into new zones. The strategy adopted for SAN-MJ II 
encompasses both - that is, intensification in established zones plus 
extension into new zones. The intensification in established zones will 
be accomplished through the transformation of an additional 200 curative 
dispensaries into full-service health centers: between 1987 and 1990 an 
average of 1 health center per zone per year will be established. SANRU 
II will also assist in the establishment of an additional new 50 IHZs and
 
will support the transformation of 520 curative dispensaries into
 
full-service health centers in the 50 new RHZs. This is expected to be 
carried out at the rate of two health centers per health zone per year 
(one center per zone in the final project year). This pace, which has 
proved feasible during SANRJ I, would result in achieving te target of 
increasing access to PHC by 52 percent in te 50 new project-assisted 
health zones. 

This activity of SANRU II proposes nothing new. It is essentially an 
expansion of the geographic scope of its suwcessful predecessor. The 
project mid-term evaluation will examine te rate and success of 
bealth-center expansion and, if necessary, propose a revised pace. 

15.1.6. Supply Line
 

A secure supply line is essential to the long-term sustainability of 
a rural health zone delivery system. SANR I addressed this problem in 
part b providing each new 4Z with local currency to buy an initial 
stock of basic medicines. However, SANRU I did not attempt to deal with 
the underlying problem of drug procurement and distribution. 

At present, each MZ obtains drugs and supplies from multiple 
sources. Some zones buy from relatively reliable pharmaceutical 
warehouses (Catholic, Protestant, and private) in their areas. Some 
zones directly import medicines and supplies from abroad; some receive 
donations of drugs from UNICEF, (CFAM, or from sister organizations 
(e.g., church groups). All receive vaccines from the COD Project and 
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contraceptives from international agencies. The increased demand for 
medicines and inability to obtain hard currency pointed out the need for 
a local system - a need for regional (or national) supply depots from 
which RIZs can purchase medicines/supplies in local currency. 

At the national level, LAPHAKI, a Belgian-supported GOZ project is 
currently producing more than 20 basic medicines for distribution to 
RHZs. SANRU I has recently obtained permission from the MCH to purchase 
medicines from LAPHAKI. Also at te national level, a private merchant 
has proposed to buy 40 percent of te national drug distribution system 
(Depot Central Mdical Pharmaceutique: DXP) to commrcialize production, 
sale, and distribution of drugs. As with LPHAK, this would serve SANRU 
II to assist IZs in improving and securing their supply lines. 

In some areas, there already exist regional or sub-regioral depot
 
projects that could potentially serve as regular suppliers to health
 
zones (in Kikwit, Kananga, Uvira, Gbadolite, Nankunde, Kinshasa).
 
Although nost of these are privately supported, they are beginning to
 
experiment with expanding to serve all state and privately supported

health centers within their area. For example, the pharmacy at Kananga,
 
under the auspices of the Preslyterian Church, is now supplying several
 
of te SANKT RHZs throughout Eastern and Western Kasai. SANRU strategy
 
is to establish the RHZ's credit with the pharmacy at Kananga instead of
 
supplying local currency to individual IIlZs in te region. The RHZs in
 
that region will therefore be able to draw on teir regional credit
 
account.
 

SANRU II will play a major role in strengthening the drug 
distribution system, at national, regional, and RIZ levels. LAPHAKI has 
had difficulty obtaining hard currency and thus in importing necessary 
raw materials from abroad. The project is investigating the possibility 
of importing raw materials for LAPHAKI: this would have te additional 
benefit of generating local curr--. SANM II will also provide 
technical assistance and. funding for national and regional conferences to 
address implementation of the drug supply and distribution system as well 
as policy issues, such as te development of a national formulary with 
specific drug lists for each level and examination of te relative costs 
of local production versus importation of pharmaceuticals. 

SANRU II will also finance the construction or rehabilitation of six 
warehouses at the regional and sub-regional levels. Each regional 
warehouse will receive an adequate stock of drugs so that it can fill 
initial orders from te IIZs. The project will provide training, 
technical assistance and micro-coaputern to regional warehouses to 
support te implementation of efficient inventory-control procedures and 
the nationalization of procurement and distribution cperations. 

At te RIZ level, SANRU II will support the lRIZs to ensure a secure 
supply line ty financing te rehabilitation of RZ warehouse space. The 
project will also assist in training of staff for I= pharmacies. SANRU 
II will finance a credit to te RHZs for a six-month supply .of medicines 
for each new project-assisted center in te zone. The health centers 
will get teir initial stocks free of charge from the RHZ warehouse, but 
they will have to purchase subsequent supplies at a price that is 
adequate for te HZ to recover te costs of purchasing and distributing 
replacement stocks. Frm te initial stocks tey received free of 
charge, te health centers will generate funds to ensure resupply. 
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The potential for long-term sustainability of a secure supply line is 
high. Pharmaceuticals will be sold at their real cost so the 
distribution system will be self-finaming at every level. The 
development of basic drug lists will lead to more efficient national 
purchasing procedures, simplification of packaging, and more efficient 
inventory systems resulting in lower prices. The development of regional 
warehouses with greater purchasing pcwer and more efficient prccurement 
and distribution systems will ensure a more reliable, secure supply line 
of drugs to the RHZs. If all these strategies can be carried out 
successfuly to ensure a secure supply line, long-term sustainability of 
the IR1Zs in the project can be feasible. 

15.1.7. Health Information System 

A uniform annual reporting system for project health zones has 
already been developed during SANRU I. This system assists the health 
zone in identifying what health-information to collect and also in 
analyzing data locally for immediate feedback in program monitoring. 
This system has now been accepted as the prototype for national use by
the MWEH. SANI&J II will also support national seminars to refine the 
system with inputs of other programs (suh as COCD and family planning) 
in order to gain a national consensus. SANRU I is experimenting with the 
use of micro-couputer systems for data analysis. SANRiJ II will continue 
this activity and extend it to te regional level as well as to selected 
health zones where tere is keen interest in using micro-computers for 
word-processing and establishing a data base. Much can be done with 
micro-coquters in a decentralized system to maRW local management more 
efficient and responsive. However, it will be necessary to carefully
select the information required. There should be a simplified 
surveillance system to ercourage reporting on a quarterly basis. At 
present, infcrmation is collected on a yearly basis only. SANRUI II aims 
to establish in the system those indicators which are technically
feasible, such as accessibility of services (e.g., the percentage of 
pregnant women residing in areas with access to pre-natal clinics) and 
coverage of services (e.g., te percentage of pregnant women having 
access to pre-natal clinics and actually attending te clinics).
Measurement of impact of services g., reduction in morbidity,
mortality; reduction of disease inciderve and prevalence) is not always
feasible. Routinely collected data is rarely adequate to demonstrate 
impact, and specific cammunity-based impact studies are expensive and 
time consuming. Furthermore in a strategic project like SANRU, whose 
main inputs are training, technical assistance, planning and 
infrastructure rather than service delivery, impact studies are not 
directly pertinent. Nevertheless, to supplement more easily obtained 
data, (e.g., accessibility, coverage), SANMI II will organize in a few 
representative areas, baseline and end-of-project community-based sample 
surveys to assess impact on changes in health status, particularly 
changes in infant and child mortality. 

SANRU II also aims to institutionalize the health information system 
at the national level. This will be accomplished in coordination with 
the National Department of PHC and oter MOH coordinating structures as 
tbty develop (in particular, te restrutured tCNAMES). To implement 
this activity, SANR will, in collaboration with the MOH, set up a 

V.' 



15.1 (9) 

national documentation center which will centralize and provide toaccess 
PHC reports and resource materials from all the health zones. The 
creation of the documentation center should be technically feasible as it 
will be developed in conjunction with te compreensive public health 
library at the School of Public Health (SPH). This library, which will 
be a major supportive element of te school, will initiate tie 
establishment of the coputer-assisted system for entry, retrieval, and 
cataloging of information. The SANRU II-assisted documentation center 
will channel information from the health zones to te library at the SPH. 

Inag-term sustainability of te health information system should be 
feasible because the system will be integrated progressively into te MOU 
so that it will be institutionalized at te end of the project. 

15.1.8. Water and Sanitation
 

The technical feasibility of the water component of te project deals
 
with two basic concerns. They are: 

(1) Do the implementing agecies possess technical competence to
 
ensure an adequate level of quality control in the construction of
 
systems and te resolution of other technical issues related to the
 
technologies of choice for the project?
 

(2) Will the outputs of the project lead to improved health status
 
and a better quality of life for the beneficiaries?
 

(1) Technical Competerce 

The magnitude of water activities and range of technologies
planned for the project cannot be implemented Iy te RHZ staff without 
technical assistance from outside te zone. The SNHR, in its current 
state, cannot adequately do the job either. Although some local NGOs 
have technical competence in this area, they cannot be depended upon to 
provide all the technical support necessary to implement the project.
Therefore the project will provide assistance in improving the technical 
competerce of the SHR, te NGOs already operating in the project area,
and the water staff of the RHZs. To improve te technical capabilities
of these three sources of technical back-up for water activities, the 
SANU II Project will support training at various levels and provide
equipment and materials for water systems. The project will also support
7 person-years of lorg-term TA and approximately 30 months of slrt-term 
TA (2/3 through the SNHR and 1/3 through te MOH) in a variety of areas 
to strengthen existing institutions and ensure adequate quality control 
in project implementation. 

a) Design Standards for Seleted Technologies 

The recently adopted rural water and sanitation policy and strategy
document directed te SNHR to coordinate te development of standard 
specifications for the different types of water points to be developed in 
Zaire. The Planning Unit in the SNHR will be responsible for developing
plans in collaboration with field brigades and N30s. These plans will 
include standard specifications for spring capping, spring bcxes,
land-dug wells, drilled wells, pmps, gravity-fed systems, etc. 
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Blueprints developed for all systems will be shared with the NG3s 
operating in this sector as well as with REM water coordinators (for
those simpler systems not requiring prior technical approval by the MIR 
for constructio). Efforts will be made to ensure that water points are 
developed to accommodate short- and long-term population growth as well 
as minimum water needs of 20 liters per capita. 

It is expected that after two years of project implementation, two 
Zairians will return from long-term U.S. training with advanced degrees
in public health or environmental engineering, to further strengthen the 
technical capability of SNHR to carry out research and development of new 
systems as well as to program and implement rural water interventions. 

b) Selection of Equipment, Level of Technologies, and
 
Eydrogeological Considerations
 

The technologies requiring special technical feasibility
 
considerations 
are wells (hand dug or drilled) fitted with handpumps, and
the equipment needed to drill wells. Regarding handpumps, a review of
the recent World Bank performance rating of handpumps has led to the 
choice of the India Mark II handpumps for this project. This pump has
been shown to withstand heavy-duty use such as drawing water from depths
of up to 80 meters and operating continuously for up to 16 hours a day.
The pump therefore has adequate lift capacity for most of the wells that
will be constructed and maintenance at the community level is possible. 

Drilling rigs: The project-paper drilling consultant has recommended,
based on local hydrogeological conditions and power needs to drill 
through and retrieve drilling bits, a drill that can drill with air,
mud-rotary, and air-humer techniques. Only equipment meeting these 
criteria will be purchased for use in the project. 

c) _uxnt Maintenance 

With the approval of this project, USAID will be assisting the GOZ in
the rural water sector in two separate projects. The first is confined 
to the Shaba Region (Project 660-0016). Water activities under the SANRU 
II Project will constitute the second. Discussions between the two 
projects, are underway to standardize drills so as to economize and 
simplify maintenance and spare parts procurement for both projects.
Owing to the current weaknessess of the SHR, it is planned that the 
American vendor of drilling rigs will provide, in addition to the
hardware and spare parts, in-country assistance in the assembly of the 
equipment and initial short-term training of Zairian technicians who will 
operate it. After that, it is expected that an expatriate drill 
mechanic, resident in the two projects,Zaire and funded bk will assist 
Zairian crews in both the SUM II and Shaba projects. 

The availability of spare parts for handpump maintenance at the 
community level will also be critical to project An adequatesucess. 
quantity of spare parts will be ordered and stocked at the rural MZs
Communities in need of spare parts will procure these from the REM 
staff. The rural water brigades can be consulted for repairs which are 
beyond the technical copetence of the calnunity agent. 
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(2) Improvements in Quality of Life 

The technologies selected for this project were chosen using the 
following criteria: 

- low per capita investment cost. 
- low per capita recurrent maintenance cost. 
- potential to improve water quality, quantity, and 

reduce labor output for procuring water. 
Improved water sources and sanitation are one ccaponent of the PHC 

package which is expected to improve the health of the beneficiaries and
reduce morbidity and mortality. The project water interventions are also 
expected to improve the quality of life for rural Zairains through an
increased quantity of household water and more accessible water points,
which will reduce the labor and time spent fetching water. 

In sum, adequate provision has been made to ensure that the current 
technical weaknesses of the SNHR, RHZ staff, and WOs do not-constrain 
project implementation. Furthermore, it is expected that ky the end of 
the project these institutions will develop the technical capability to 
continue to provide service in this area. 
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15.2 Financial Analysis 

15.2.1 Profitability Analysis 

This project's expacted direct output is an improved health deliverystructure; its indirect output will be reduced morbidity and mortalityfor the health-care recipients. It is not expected to produce monetaryrevenues greater than costs, hence isit not subject to profitability
 
analysis.
 

15.2.2 Use of Project Revenues 

Even though the project will not earn net profits, some revenues willbe earned from te sale of medicines and from consultation fees. Thesereceipts will defray some costs of te delivery of health-care services.Village development committees (VDCs) may choose to have village healthworkers (VHs) charge fees for their services, be paid in kind, or sell
medicines to raise funds- for their compensation. VDCs may also find
other ways to compensate these workers. Traditional birth attendants
(TBAs) already receive payments in 
 kind or cash for their services; thesepayments may increase after the TBAs receive project-supported training.Receipts from the sale of medicines at all levels of the delivery systemare expected to cover the.full cost(purcase price, includingtransportation) of cqu:Lsitlon so that the suppXy of medicines will befinanced on a revolving-fund basis. Consultation fees are to pay somesalary costs of the health center (HC) staff, the costs of maintaining
the HC, and perhaps the cost of supervis4on of the HC by the rural healthzone (I) staff. Non-personnel costs of reference hospitals (such as
building maintenance and some amortization of
equipment) will be financed b1 receipts from the sale of medicines andconsultation fees. In Governme:%'t of Zaire (GOZ) cperated hospitals,plysicians are permitted to keep 40 percent of consultation fees as a

salary supplement.
 

15.2.3. Recurrent Costs 

The recurrent costs of the project interventions include salaries,medicines, fuel and maintenance, and amortization of capital goods. Theexpected sources of funds for these costs are GOZ spending, PVO support(principally religious missions), user fees, corporations, thebeneficiary population, and continued donor support. (Throughout thissection the term community will be used to refer to the beneficiary
population, not religious missions.) 

In this dicussion, costs are stated in both real and nominal terms.Real refers to costs as though they ,ere paid in 1985 Zaires; nominalrefers to the expected costs in Zaires adjusted for inflation in the yearin which the costs are incurred. The annual inflation rate used is 25percent. Costs stated in real terms can be compared with currentbudgetary allocations to understand their order of magnitude relative tocurrent spending. The number of Zaires that will actually be spent isbetter reflected by the nominal figures. 
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Summaries of real and nominal expected recurrent costs are sh xn inTables 15.1 and 15.2. The recurrent cost of the project-assistedactivities in 1993 is estimated to be 69.7 million real Z ($USmillion). Of this, 1.437.2 million Z($JS 750,000) will be paid 1I the GOZ.The rest will be paid IV the communities through user fees and b.1 PVOs. 



Real Recurrent Costs
 

Table 15.1: Recurrent Costs of SANRU IT (in 1985 Zaires)
 

Costs (000 Z): 1986 1987 1988 1989 1990 1991 1992 1993 

SALARIES: 
MOH National SANRU SANRU SANRU SANRU SANRU SANRU SANRU 240 

Reg Off Staff 
S/Rg off staff 
RHZ cent off 

1,512 
1,978 
7,344 

1,512 
1,978 
9,039 

1,512 
1,978 
10,169 

1,512 
1,978 

11,299 

1,512 
1,978 
11,299 

1,512 
1,978 

11,299 

1,512 
1,978 
11,299 

1,512 
1,978 

11,299 
HC nurses 
HC staff 
Nat SNHR staff 

634 
1,148 
768 

2,957 
5,356 
768 

5,702 
10,329 

768 

8,870 
16,068 

768 

12,038 
21,806 

768 

14,150 
25,632 

768 

15,206 
27,544 

768 

15,206 
27,544 

768 

Water Brigades 
GOZ 1,714 3,427 5,141 6,365 6,365 6,365 6,365 2,122 

PVOs 979 979 979 979 979 979 979 326 

FUEL AND 
SNHR 
Brg 
Nat 

MATNTENANCE:
I Brg 

RHZ 
RHZ 

SANRU 
SANRU 
SANRU 

SANRU 
SANRU 
SANRU 

SANRU 
SANRU 
SANRU 

SANRU 
SANRU 
SANRU 

SANRU 
SANRU 
SANRU 

SANRU 
2,196 

SANRU 

SANRU 
2,196 

SANRU 

600 
732 

1,150 
R-S/R 
RHZ 

RHZ 
HC 

225 
0 

450 
72 

675 
228 

900 
216 

1,125 
444 

1,350 
912 

1,575 
948 

1,575 
4,620 

TOTAL 16,301 26,538 37,482 48,955 58,314 67,141 70,371 69,673 
TOTAL GOZ 14,175 20,131 25,945 31,692 35,085 39,618 40,899 37,182 
TOTAL Community 
TOTAL PVOs 

1,148 
979 

5,428 
979 

10,557 
979 

16,284 
979 

22,250 
979 

26,544 
979 

28,492 
979 

32,164 
326 

Unit Costs (in Ze): 
24,000 

Annual Salaries 
MOH national staff 

189,040 
98,880 

Regional office staff 
Sub-Regional office staff 

12,992 RHZ central office staff 
21,120 HC nurses paid by GOZ 
38,256 HC staff paid by communities 

192,000 SNHR national staff 
244,800 Rural water brigades (incl. operational support) 

Fuel and maintenance costs: 

15,000 
73,200 

Ann SNHR s'vision per brg 
Brigade travel to RHZs 

(aft Ist two yrs, once/yr.) 

11,500 National supervision per RHZ 
75,000 MOH regional and sub-regional offices per vehicle 
1,000 RHZ supervision per HC visit 



Nominal Recurrent Costs
 

Table 15.2: Recurrent Costs of SANRU II (in nominal Zaires -- 25% rate of inflation)
 

osts (000 Z): 1986 1987 1988 1989 1990 1991 1992 1993 

SALARIE: 

M3H National 

Reg off staff 

S/Rg off staff 

MMZ cent off 

HC nurses 

HC staff 

Nat SNHR staff 

Water Brigades 

GOZ 

MOB 

SANRU 

1,890 

2,472 

9,181 

792 

1,435 

960 

2,142 

1,224 

SANRU 

2,363 

3,090 

14,124 

4,620 

8,369 

1,200 

5,355 

1,530 

SANRU 

2,954 

3,863 

19,862 

11,138 

20,174 

1,500 

10,041 

1,913 

SANK; 

3,692 

4,828 

27,586 

21,656 

39,227 

1,875 

15,539 

2,391 

N 

4,615 

6,035 

34,482 

36,738 

66,546 

2,344 

19,424 

2,988 

SAINJ 

5,769 

7,544 

43,103 

53,979 

97,776 

2,930 

24,280 

3,735 

SANR 

7,211 

9,430 

53,879 

72,510 

131,342 

3,662 

30,350 

4,669 

1,431 

9,014 

11,787 

67,348 

90,637 

164,177 

4,578 

12,646 

1,945 

FUE AND W: 

SNR I Brg 

Brg Im 
Nat Im 
R-S/R IMZ 

mm HC 

SANRU 

SANRU 

SANI4J 

281 

0 

SANRU 

S U 

SANRL 

703 

2,063 

SANRU 

SANT 

SANIJ 

1,318 

5,273 

SANRJ 

SA 

SAIM 

2,197 

9,375 

SANF& 

SANRU 

SANRU 

3,433 

14,832 

SANKJ 

8,377 

SANRLJ 

5,150 

19,684 

SANJ 

10,471 

SANRU 

7,510 

23,174 

3,576 

4,363 

6,855 

9,388 

25,392 

TOTAL 

TOTAL GOZ 

TOTAL Cozmmnity 

TOTAL PVOs 

20,377 

17,718 

2,659 

1,224 

43,416 

31,455 

11,961 

1,530 

78,035 

50,675 

27,360 

1,913 

128,367 

77,374 

50,993 

2,391 

191,438 

107,072 

84,366 

2.988 

272,328 

151,132 

121,196 

3,735 

354,208 

195,023 

159,185 

4,669 

413,137 

221,623 

191,514 

1,945 

N 
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15.2.3.1. Salaries
 

There are five levels of salaries that will continue after the project
ends. They are: (1) national, regional, and sub-regional personnel of tie 
Ministry of Health (MOH); (2) MIZstaff; (3) HC staff; (4) V*-s and TBAs; and 
(5)national and brigade water and sanitation personnel of te Ministry of
 
Agriculture and Rural Development (MOARD).
 

The salaries stated throughout this section are base salaries, not 
including bonuses which may or may not be paid. The salaries are those paid 
at te time the report is written. Tie GOZ's commitment to pay salaries 
should be based on te number and types of positions described and paid at 
whatever salary level is practiced during the life of te project. Thus, the 
figures given below should be regarded as indicative, rather than precise. 

(1) National, Regional, and Sub-Regional. The GOZ will pay the 
salaries of MH personnel at the national, regional, and sub-regional levels,
including te personnel seconded to work with SANRU I. The MCH will add an 
assistant administrator at the regional office to oversee te utilization of 
PHC resources. The annual cost of this position at te eiglt regional medical 
inspection offices will be 172,800 real Z, or 1,030,000 nominal Z at te end 
of the project. Other personnel already on the payroll will be used for the 
remaining positions, so they will not involve any additional cost to the GOZ. 
At te end of the project, about ten positions will have to be transferred 
from the SANRU Project Office to the MH at the national level to help manage
the rural health system. This will mean an annual increase in the MCH payroll 
of about 240,000 real Z, or 1,431,000 nominal Z in 1993. The professional 
staff of the eigIt regional offices and teir annual salaries are as follows: 

Medical inspector 
PHC plysician 
Gen services administ
Hospital adminstrator 
Pharmacy inspector 
Epidemiology plys. or 
Fdcation plysician or nurse 

rator 

nurse 

40,740 Z 
24,720 
24,720 
24,720 
24,720 
24,720 
24,720 

TOTAL 189,040 Z 
The professional staff of the thirteen sub-regional offices that will be 

assisted by SANRU II and their annual salaries are as follows:
 

S/regional medical chief 24,720 Z 
Gen services administrator 24,720
 
Pharmaist or assistant 24,720 
Sanitation technician 24,720 

TOAL 98,880 Z 
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(2) Rural Health Zone. The GOZ will pay the salaries of the YZ 
medical chief and other IEZ central-office professicnal personnel in the 50 
new 1EZs to be established during the project. Secretaries and aides are 
hired locally by the IUZs. Medical chiefs and other pbyscians serving at GOZ 
hospitals are permitted to supplement their salaries ly keeping 40 percent of 
consultation fees at the hospital. Salary supplements are usually paid to 
medical chiefs in zones headed by PV0s or corporations. The PV~s and 
corporations are expected to pay those supplements indefinitely. The M 
central-office staff and their annual salaries are as follows: 

Medical chief 21,600 Z 
Administrator 15,500-18,000 
Nurse supervisor 15,600 
Pharmac ist/asst pharm 18,000 
Water/san supervisor 10,320-10,800 
Driver-mechanic 10,800
 
Secretary J0,320
 
Aide 9,312
 

TCTAL 111, 552-114,432 Z 

By 1989, all of the new XiZs planned for in the project will be in 
cperation. The annual salary cost of the project-assisted RIZs' personnel to 
the GOZ thereafter will be about 11,299,000 real Z, or 27,586,000 nominal Z. 

Nearly all of the plysicians who will be medical chiefs are already on the 
MOH payroll. All of the water supervisors will be new hires. Marh other RZ 
positions will be filled by staff already on the payroll. The GOZ will hire 
other personnel necessary to fully staff the RHZs. 

The 1HZ hospitals will have no new functions added to t?1m by the project: 
hence no additional recurrent costs are created. Hospital workers' salaries 
will continue to be paid by the GOZ, supplements and subsidies paid by

non-government organizations (in same cases), medicines and laboratory charges
paid by patients, and other overhead costs paid for out of consultation fees. 

(3) Health Centers. HC staffs will be paid partly by the GOZ, 
partly by non-governmental organizations, and partly by ccmmunities through 
user fees. The HC staff and annual salaries are as follows: 

Nurse (A2) 10,800 Z
 
Nurse (A3) x 2 20,640
 
Receptionist 9,312
 
Watchman 9,312
 
Aide 9,312
 

TOTAL 59,376 Z
 

The total annual recurrent cost of these personnel in the 720 HCs assisted 
by the project at the end of the project (1993) will be 42,750,000 real Z, or 
254,841,000 ncaninal Z. 
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The A2 nurse and one of the A3 nurses will be paid y the GOZ. The other 
nurses will be paid ly the community served out of the receipts from 
consultation fees. At 200 consultations per month, HCs will have to charge an 
average of 16Z ($US 0.32) per consultation to cover these salary costs.
total consultation fee will have to be higher to cover other HC costs. 

The 
HCs 

having non-governmental sponsors (religious missions, corporations, or 
community groups) may benefit from subsidies. 

(4) Villages. VHIs and TBAs trained during the project will be
 
recompensed by the communities they serve. TBAs are traditionally paid in 
cash or in kind for their services. There will be no fixed wage or salary for 
either of these workers. The VDCs will decide whether the Vffrs should be 
compensated through charging fees in cash or in kind for their services,
through the sale of simple medicines, through an honorarium paid bLy the 
committee, or whether they should work as volunteers. 

(5) Water and Sanitation Personnel. The GOZ will pay the salaries 
and operational support costs of the national staff at SNHR (National Rural 
Water Service) and of the SNHR water brigades supported by the project. Four 
brigades wilA be operated ty non-governmental organizations. Twenty emplcyees 
on the SHR central staff and 17 employees on each brigade will be supported.
Operational support will amount to about 20 percent of salary costs. The 
annual cost when the full set of 26 government-supported brigades are 
operational (1989) will be 7,C84,000 real Z. 

However, the GOZ will not have to support brigades with a full complement
of personnel after the project ends since a team of only about one-third the 
size is needed to maintain the water interventions completed y the project.
Thus, even if the GOZ chooses to keep the brigades to carry out other water 
interventions, only one-third of the full cost of the brigades is attributable 
as a recurrent cost. The recurrent project cost of maintenance brigades in 
1993 will be 2,361,000 real Z, or 14,072,000 nominal Z. 

15.2.3.2. Medicines 

Medicines used at all levels of the system will be sold at their full 
cost, so that the receipts earned can be used for resupply and the medicines 
will be self-finarcing. The project will supply initial stocks of medicines 
to HCs, RH hospitals, and sub-regional drug warehouses which thereafter will 
be self-finarning for medicines. Two exceptions are vaccines and 
contraceptives. The Ekpanded Program on Immunization will continue to provide
donor-supplied vaccines without charge to the RHZs for the foreseeable 
future. Similarly, the Family Planning Services Project will supply the 
contracepti ves. 

15.2.3.3. Fuel and Maintenance 

The project will result in fuel and maintenance costs at the
 
national, regional, sub-regional, and RMZ levels. Vehicles will be supplied 
at all levels; motorcycles will be supplied to RHZs for supervision of health 
and water activities. A 6-ton truck will be supplied to the SANMU Office for 
the transport of water and sanitation supplies and equipment to RHZs. The 
project will supply spare parts for the vehicles, truck, and motorcycles.
SANRU II will also help support some fuel and maintenance costs of these 
vehicles on a decliling basis over the LOP. The GOZ, PVOs, and comunities 
will be required to take over these costs as project support declines. 



(1) National. At the national level, the project will pay for fuel 
and maintenance for two supervisory visits per year bly HR staff to each 
brigade for the first two years of the project, then once a year for the next 
three years of the project. At tre end of the project, the MaD will be 
responsible for these costs. 
One visit per year will be sufficient 
supervision of the brigades at that time, so that the annual cost of fuel and
 
maintenance will be 600,000 real Z, or 3,576,000 nominal Z in 1991.
 

The National Water and Sanitation Supervisor, to be hired by te project
to oversee IMZ water activities, will. coordinate supervision of each of the
IHZs twice a year for the duration of te project. The SANRU Office will pay
the costs of national e,pervisin of 1Is during the project. After the
project ends, the supervisor will be absorbed into the MCH and te annual cost
of national water supe::visicn will be 1,150,000 real Z, or 6,855,000 nominal Z. 

The costs of fuel arnd maintenance for the delivery of water and sanitation
supplies and equipment to RHZs using the 6-ton truck will be paid b the 
project. These are one-time costs, so there are no recurrent costs at EOP. 

(2) Regional and Sub-Regional. The project will supply vehicles to

21 regional and sub-regional offices 
over LOP. It will be the responsibility
of te MCH to finarr.e fuel and maintenance for these vehicles. This annual 
cost will be about 75,000 Z per vehicle. At the 
end of te project, the annual costs of fuel and maintenance for; all of the 
vehicles will be 1,575,000 real Z, or 9,388,000 nominal Z. The regional and

sub-regional water brigades will receive motorcycles for travel to help 1IZs 
with installations and maintenance. The project will support fuel and
maintenance costs of these motorcycles for the first five years, thereafter
the costs will be the responsibility of the MOARD. After the project ends,
only travel for maintenance will be necessary, so the cost of transportation
will be only about one-third of that incurred during the intervention stage.
The recurrent cost in 1993 is about 732,000 real Z or 4,363,000 nominal Z. 

(3) RHZ. Each RHZ assisted y the project will receive a vehicle

and three motorcycles for the supervision of health activities; each will also

receive a motorcycle for the supervision of water activities. lRIZs will be

allocated 12,000 Z for the fuel and maintenance costs of monthly supervision
of each HC in its first year of operation. Each year thereafter, the subsidy
will drop 20 percent. As the subsidy declines, the costs are to be supported
by receipts from consultation fees charged by tie HCs. As a health center 
matures, the need for supervision is expected to diminish to once every two
 
months. At ECP te annual fuel and maintenance costs of supervision of the
 
720 project-assisted HCs will be 4,260,000 real Z, or 25,392,000 nominal Z.
 

15.2.3.4. Amortization of capital Goods
 

Capital goods, such as vehicles, equipment, and buildings, provided
by the project, will eventually need replacement. Neither the GOZ nor the
community are currently able to pay for the amortization of these capital
goods. Hence, continued reliance on donor support for the replacement of 
capital goods will be necessary. 
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15.2.3.5. Conclusion
 

The GOZ or the beneficiaries of the activities will pay the bulk of 
re urrent costs throughout the project. Donors will be relied upon to finance 
vac ines, contraceptives, and the replacement of capital goods. Counterpart 
funds will be used during the project to support some recurrent expenditures. 
These expenditures will, in most cases, gradually be shifted over to the GOZ 
ordinary budget. In real Zaires, the total recurrent cost of the 
project-assisted activities in 1.993 will be 69.7 million Z, or 19.4 Z ($S 
0.39) per beneficiary (assuming a 3.2 percent rate of population growth in the 
areas served). In addition, beneficiaries are expected to pay about 50 Z per 
episode of illness for medicines. The burden on the GOZ budget after the end 
of te project is estimated to be 37.2 million real Z ($US 750,000) per year. 

15.2.4. Detailed Budgets
 

Detailed budgets for each of the project components, showing annual 
spending bj activity, ty local currency and foreign exchange, and expected 
unit costs, are shown in Tables 15.3 and 15.4. TI:e detailed training budget 
is shown in Table 15.5. The GOZ's contribution of counterpart funds
 
represents about 45 percent of total project costs.
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Table 15.3: MW Budget for SANRU II 

(a) thit outputs 1986 1987 1988 1989 1990 1991 1992 LCP 

New Zs 
Cumulative F1IMs 
cum W/S IRZs 

15 
65 
40 

15 
80 
80 

10 
90 
90 

10 
100 
100 

0 
100 
100 

0 
100 
100 

0 
100 
100 

50 

New Ref HCs 
New HCs 
Cum New HCs 

6 
24 
30 

13 
97 
140 

15 
115 
270 

17 
133 
420 

17 
133 
570 

16 
84 
670 

8 
42 
720 

92 
628 

Beg-S/RI-g Off 
supported 3 3 3 3 3 3 3 21 

eg-S/Reg Phirm 1 1 1 1 1 1 0 6 

IMZ Wat/San Syst. 
Spring caps 
Spring bcxes 
Drilled wells 
Hand wells 
Gravdist syst 
Pump ast dist 
Infil dis sys 
VIP latrines 

0 
0 
0 
0 
0 
0 
0 
0 

300 
200 
80 
50 

6 
3 
1 

200 

303 
200 
160 
75 
10 
4 
1 

300 

300 
200 
160 
100 
20 

6 
1 

375 

300 
200 
160 
150 
25 
8 
1 

375 

303 
200 
160 
200 
31 

9 
2 

375 

300 
200 
160 
250 
33 
10 
1 

375 

1,800 
1,200 

880 
825 
125 
40 
7 

2,000 

PCV W/S ttorcycles 15 15 4 4 15 15 2 70 

Trng W/S supers 31 62 93 94 63 32 0 375 

Out-of-Cbw r Trg 
L-term trrg 
axul ses/conf 
3-mo training 

0 
0 
0 

2 
18 
6 

2 
18 

2 

0 
18 
0 

0 
1 
0 

0 
12 

0 

0 
10 
0 

4 
94 
8 

Teahnical Assi stance 
SANFJ L-T 
USAMDL-T 
Short-term 

2 
1. 

10 

3 
1 

is 

3 
1 

14 

2 
1 

13 

2 
1 
9 

1 
0 
1 

1 
0 
3 

14 
5 

68 



(b) Loc Cur (OOOZs) 1986 1987 1988 1989 1990 1991 1992 LOP 
Renov7/Constr 
National Offi 5,000 0 0 0 0 0 0 5,000 

Ref Hosp 8,500' 8,500 8,500 8,500 0 0 0 34,000 
RHZ Offices 11,250 11,250 7,500 7,500 0 0 0 37,500 
HCs 
Reg Pharmacies 

3,900 
).,000 

8,450 
1,000 

11,050 
1,000 

13,650 
1,000 

13,650 
1,000 

13,000 
1,000 

6,500 
0 

70,200 
6,000 

Drug Sup for HCe 1,800 6,600 7,800 9,000 9,000 6,000 3,000 43,200 

Opn SANRU Office 11,750 23,500 23,500 23,500 23,500 23,500 23,500 152,750 

Supplies Nat Off 2,000 2,000 2,000 2,000 2,000 2,000 2,000 14,000 

Supervision 
RHZ fuel subs 360 1,320 1,560 1,8oo 1,800 1,200 600 8,640 
Nat SANRU W/S 601 1,061 1,176 1,291 1,291 1,291 1,291 8,000 
RHZ V/S Supers 768 1,536 1,728 1,920 0 0 0 5,952 

IE&C mat for HCs 300 1,100 1,300 1, 0 1,500 1,000 500 7,200 

HEtb Worker Trng 10,684 15,739 17,073 15,720 14,484 10,989 9,349 94,038 

1HZ Wat/San Syst 
Spring cepsr 0 1,200 1,200 1,200 1,200 1,200 1,200 7,200 
Spring boxes 0 2,720 2,720 2,720 2,720 2,720 2,720 16,320 
Drilled wells 0 1,700 3,400 3,400 3,400 3,400 3,400 18,700 
Hand veils 0 588 881 1,375 1,763 2,350 2,938 9,694 
Gray dist syst 
Pump ast dist 
7nfil dis syst 

0 
0 
0 

4,308 
2,405 

960 

7,180 
3,206 
960 

14,360 
4,809 
960 

17,950 
6,412 

960 

22,258 
7,214 
1,919 

23,694 
8,015 

960 

89,750 
32,060 
6,717 

VIP latrines 0 500 750 938 938 938 938 5,000 

Ship RHZ W/S mnt U 846 964 1,882 2,098 2,318 1,123 9,232 

Trag RHZ W/S sup 1,085 2,170 3,255 3,290 2,205 1,120 0 13,125 

Impact Studies 3,750 0 0 0 0 0 3,750 7,50C 

TOTAL Local Cur- 62,748 99,452 708,702 122,113 107,869 105,416 95,477 701,777 

Inflation (5%) 3,137 10,194 17,131 26,315 29,157 35,852 38,869 160,655 
Contingency 4,392 6,962 7,609 8,548 7,551 7,379 6,683 49,124 

$US value (000) 1,406 2,332 2,669 3,139 2,892 2,973 2,821 18,232 

TOTAL LOP in Zt 9!1.556 
In $uSt 18,232 



(c) $US Costs (000) 

Basic Equip
 
National Off 

Ref Hospital 

RHZ Hlth Off 

RHZ W/S Off 

RHZ W/S Fld Eq 

Reg-S/Reg Off 


Ned Equip & Sup 
for New HCs 
for Ref HCs 

Drug Stock 
for Reg Pharm 
for Ref Hosp 

Transport
 
W/S Truck 
Veb for RHZs 
RHZ Hltb M'cyc 

RHZ W/S M'cyc 

PCV W/S M'cyc 

Reg-S/Reg veb 

HC Bicycles 


Cold Chain Equip
 
Ref Hosp Refr 

Ref HC Refr 


Computers & Cale 
Reg-S/R Micros 
Reg Phm Micros 
RHZ Calculator 

RHZ W/S Systems
 
Spring boxes 

Drilled wells 

Grav dist syst 


Training 
L-term trng 
Courses/conf
3-2ontb trag 

1986 


100 

225 

105 

40 

200 

21 


72 

30 


40 

150 


35 

248 

90 

30 

30 

0 

18 


78 

31 


12 

4 
3 


0 
0 

0 

0 
0 
0 


1987 


0 

225 

105 

40 

200 

21 


291 

65 


40 

150 


0 
248 

90 

30 

30 

50 

66 


78 

68 


12 

4 
1 

2 
41 

15 


72 

72 

36 

1988 


0 

150 

70 

10 

50 

21 


345 

75 


40 

100 


0 
165 

60 

20 

8 


50 

78 


52 

78 


12 

4 
1 

2 
82 

25 


108 
72 

12 


1989 


0 

150 

70 

10 

50 

21 


399 

85 


40 

100 

0 
165 

60 

20 

8 

50 

90 


52 

88 


12 

4 
1 


2 
82 

50 


36 

72 


0 

190 


0 

0 

0 

0 

0 


21 


399 

85 


40 

0 

0 
0 
0 

0 

30 

50 

90 


0 

88 


12 

4 
0 


2 
82 

63 


0 
72 


0 

1991 


0 

0 

0 

0 

0 

21 


252 

80 


40 

0 

0 
0 
0 

0 

30 

50 

60 


0 

83 


12 

4 
0 

2 
82 

78 


0 
48 

0 

1992 LOP 

0 100 
0 750 
0 350 
0 100 
0 500 
21 147 

126 1,884 
40 460 

0 240 
0 500 

0 35 
0 825 
0 300 
0 100 
4 140 
99 347 
30 432 

0 260 
42 478 

12 84 
0 24 
0 5 

2 12 
82 452 
83 313 

0 216 
40 376 

0 48 



(c) (cont'd) $US Costs 1986 1987 1988 1989 1990 1991 1992 LOP
 
L000)
 

Technical Asst
 
450 300 2,100
SANRU L-T 300 450 300 150 150 


0 0 375
USAID L-T 75 75 75 75 75 

39 878
Short-term 130 234 176 169 117 13 


Impact Studies 175 0 0 0 0 0 100 275
 

TOTAL $US 1000) Z,242 2,809 2,3899 2;260 1,529 1,004 869 13,102
 
112 288 377 487 422 342 354 2,382
Inflation (5%) 


Contingency 156 197 167 158 107 70 61 917
 
TOTAL LOP 16,401
 

NOTE: Elements may not sum to totals shown exactly because of rounding.
 

I-a 
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Unit Costs (in Zs):
750,000 
850,000 
130,000 

1,000,000 
60,000 
12,000 
11,500 

140,700 
19,200 

23,500,000 
10,000 

4,000 
13,500 
21,250 
11,750 


718,000 
801,500 
959,500 

2,500 
5,129 

35,000 

Unit Costs (in $US):
15,000 
10,000 
40,000 
7,000 
1,000 
5,000 
3,000 
5,000 

35,000 
16,500 
2,000 

200 
5,200 
4,000 

50 


10 
514 

2,505 

54,000 
4,000 
6,000 

30,000 

150,000 
75,000 
13,000 

Renovation/COnstntion of RM Offices 
Renovation/Construct ion of Reference Hospitals
Renovation/Construction of Health Centers 
Renovation/Construction of Regional Pharmacy Warehouses 
Initial Drug Supply for Health Centers Supervision 
Phased fuel subs for HC supervision over five years 
Fuel for SANIJ Super per RZ visited 
SANRU W/S Super salary and support costs 
Fuel for RHZ super (9,600 Ja/yr at 2.0 Z.km) 
Annual operating costs of the SANJ Office 
IE & C materials for all RIZs 
Hlth Worker Training: see Training Budget 
RiZ Water/Sanitation System Supplies 
Spring-cap supplies 
Spring-box supplies 
Drilled-well supplies 
Hand-dug well supplies
 
Gravity-fed water dist system supplies
Pump-assisted water dist system supplies
Infitration water dist system supplies 
VIP-latrine supplies 
In-country shipping per NHZ intermed water-system 
IUZ W/S supervisor training 

Basic equipment for Reference Hospitals 
Initial drug supply for Reference Hospitals
Initial drug supply for Regional Pharmacies 
Basic equipuent for NZ Health Offices 
Basic equipment for RHZ W/S Offices 
Field equipment for RHZ W/S Offices 
Medical equipment and supplies for new Health Centers 
Med Equip and supplies for new Reference Hlth Ctrs 
6-ton truck for transport of IM W/S supplies 
Vehicles and parts for mHzs 
Motozycles and parts 
Bicycles for HCs 
Cold chain solar refrigerators 
Microccop, printers, & software for Reg Off and Reg 
Pharmacies
 
Calculators for each SANRU-assisted RM 
IM 	 Water/Sanitation Systems 

Spring-box supplies 
Drilled-well supplies 
Gravity distribution system supplies 

Out-of-coantry training
Icng-term training per person (2 yrs at $27,000)
Short courses and conferences per person
Med and nursing schl and com organizer' 3-mo, per 
person
Water and Sanitation Masters Degree per person 

Technical assistance 
SANXJ PSC per year
 
USAID local-hire PSC per year
 
Short-term per person month
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Program of Short-term Technical Assistance (person-months)
 

Type 


Training 


Social Science 


Evaluation 

Operational Res. 

Health Info syst 

Management/Fin. 

Healzh Economics 


Logiszics/Drugs 


W/S Training 


W/S Tech Support 


TOTAL 


1986 


0.0 


2.0 


0.0 


0.0 


2.0 


1.0 


0.0 


3.0 


1.0 


1.0 


10.0 


1987 


7.0 


1.0 


0.0 


2.0 


1.0 


1.0 


1.0 


3.0 


1.0 


1.0 


18.0 


1988 


2.5 


1,0 


OO 

2-0 


1.0 


1.0 


1.0 


3.0 


1.0 


1.0 


13.5 


1989 


1.0 


1.0 


3.0 


2.0 


1.0 


1.0 


0.0 


2.0 


1.0 


1.0 


13.0 


1990 


1.0 


1.0 


0.0 


0.0 


1.0 


1.0 


1.0 


2.0 


1.0 


1.0 


9.0 


1991 


0.0 


0.0 


0.0 


0.0 


0.0 


1.0 


0.0 


0.0 


0.0 


0.0 


1.0 


1992 LOP
 

0.0 11.5
 

0.0 6.0
 

3.0 6.0
 

0.0 6.0
 

0.0 6.0
 

0.0 6.0
 

0.0 3.0
 

0.0 13.0
 

0.0 5.0
 

0.0 5.0
 

3.0 67.5
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Table 15.4: MOARD Budget for SANRU TI 

(a) Unit Outputs 1986 1987 1988 1989 1990 1991 1992 LOP 

Nev RHZs 15 15 10 10 0 0 0 50 

Cum W & S RHZs 40 80 90 100 100 100 100 

Veicles for Brg 10 0 0 0 0 0 0 10 

Water Brigades 
supported 
active brg 
drill equip 

11 
11 

1 

7 
18 

1 

7 
25 
0 

5 
30 
0 

0 
30 
0 

0 
30 
0 

0 
30 

0 

30 

2 

In-counvry Trng 
Brg eng tech 
Reg workshops 

12 
15 

12 
15 

18 
15 

18 
15 

18 
15 

12 
15 

0 
0 

90 
90 

Out-of-Country Trng 
Short courses 

& conferences 
W & S Masters 

4 
1 

4 
0 

4 
1 

4 
0 

4 
0 

0 
0 

0 
0 

20 
2 

Technical Assistance 
SNHR L-term 
Short-term 

2 
5.5 

2 
4.0 

1 
4.0 

1 
3.0 

1 
3.0 

0 
0.0 

0 
0.0 

7 
19.5 
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(b) Loc Cur (OOOZs): 1986 1987 1988 1989 1990 1991 1992 LOP 

Supervision 
National SNHR 330 540 585 630 525 450 450 3,510 
Regional 
Planning Unit 

805 
384 

1,318 
384 

1,830 
384 

2,196 
384 

2,196 
0 

0 
0 

0 
0 

8,345 
1,536 

Sbip Brg Equip 550 350 350 250 0 0 0 1,500 

SNHR support 
Plan Unit sup 
Res & develop 
Consultancies 

2,250 
350 
600 

1,500 
350 
600 

1,250 
350 
600 

1,000 
0 

600 

950 
0 

600 

0 
0 

600 

0 
0 

600 

6,950 
1,050 
4,200 

System Eng'ing 1,683 2,754 3,825 4,590 4,590 4,590 4,590 26,622 

Trng Eng/Tech 420 420 630 630 630 420 0 3,150 

TOTAL Local Curr 7,372 8,216 9,804 10,280 9,491 6,060 5,640 56,863 

Inflation (5%) 
Contingency 

369 
516 

842 
575 

1,545 
686 

2,215 
720 

2,622 
664 

2,061 
424 

2,296 
395 

11,951 
3,980 

$US value (000) 165 193 241 264 56 171 167 1,456 

TOTAL LOP in Z:. 72,794 
in $US: 1,456 



MOARD Budget for SANRU TI
 

(c) $US Costs (000): 1986 1987 1988 1989 1990 1991 1992 LOP
 

Basic Equip
 
SNHR Office 12 12 0 0 0 0 0 24 
Brg Offices 33 21 21 15 0 0 0 90 
Brg It equip 100 60 70 50 0 0 0 280 
Brg drill equip 329 329 0 0 0 0 0 658 

Transport
 
Veb for SNHR 33 0 0 0 0 0 0 33 
Veh for Brg 165 0 0 0 0 0 0 165 
Brg M'cycln 22 14 14 16 22 14 14 116 

Training 
Short courses 
& conferences 16 16 16 16 16 0 0 80 

W/S Maszers 36 18 36 18 0 0 0 108. 

Technical Asst
 
SNHR L-T 290 290 145 145 145 0 0 1,015
 
Short-term 72 52 52 39 39 0 0 254
 

TOTAL $US (000) 1,108 812 354 299 222 14 14 2,823
 
Inflation (5%) 55 83 56 64 61 5 6 329
 
Contingency 77 57 25 21 16 1 1 197
 

TOTAL LOP 3,349
 

NOTE: Elements may not sum to totals sbown exactly because of rounding.
 



M')RBudget for SANJ II 

Unit Costs (in Zs): 

Supervision: 

15,000 
73,200 

384,000 

Per visit (2 vis/yr 1st 2 yrs, then 1 vis/yr)
Regional (1,220 km/too per active brigade at 5 Z/km)
Planning Unit (4 vehicles at 8,000 Z/mo) 

50,000 In-country shipping of brigade equipment 

SNHR support: 

350,000 
50,000 

153,003 

Ainual research and development budget 
Liocal consultants (per person month) 
Syst Engineering (12,750 Z/mo/active brg) 

35,000 In-country training of brigade engineers and technicians 

Unit Costs (in $US): 

Basic equipment costs: 

24,000 
3,000 

10,000 

SNHR office equipment and supplies
Brigade office equipment and supplies 
Brig it equip for shal wells & gray-fed wat dist 

329,000 
systems
Brigade intermediate-level well-drilling equipment,
including vehicles, supplies, air compressor, bits 

ITansportat ion: 

16,500 Vehicle and spare parts 
2,000 Motorcycles and spare parts 

Out-of-Country training: 

4,000 
54,000 

Short courses and conferences per person
Water and Sanitation Masters Degree per person 

Technical assistance: 

145,000 
13,000 

PSC per year
Skort-term per person month 
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Training Budget 

Table 15.5 Training Budget 

Position T',pe of Training Cost of Consultant 
Training Months 

(zs) 

Nurses and First course 4,000 
auxiliaries Continuing ed. 2,000 

VHAs and TBAs First courbe 3,000 
Continuing ed. 2,000 

Zone Medical 
Chief 

Org. of RZ 
Mgmt. of mHZ 

30,000 
30,000 2 

Continuing ed. 
Special course 

2,500,000 
20,000 2 

Selected topics 20,000 2 
Visits to MHZs 12,000 
Cert. in PH 75,000 

Zone A min. Basic course 25,000 
Continuing ed. 1,125,000 
Cert. in PH 75,000 

Zone Secretary Basic course 3,000 

Zone Pharmacist Basic course 15,000 1 
Continuing ed. 1,125,000 

Zone Mechanic Basic course 6,000 
Continuing ed. 5,000 

Zone Water and Basic course 1,125,000 2 
San. Tech. 

Zone super-
visors and 

Basic course 
Special courses 

15,000 
11,000 

2 
2 

Trainers of Continuing ed. 2,000,000 
HC nurses 

Zone trainers 
of VTHs, TBAs, 

Basic course 
Continuing ed. 

15,000 
1,500,000 

2 

and coumittees 

Teachers in Med Update on R4Zs 24,000 
Insts & Regional and PHC 
HLth Officials Followup visits 17,000 

S/Reg water Update on RIZs 15,000 3 
eng & tech and PHC 

Reg Hlth Insp ert in PH 75,000 

Teachers in Med Integrating PHC 15,000 3 
Insts 



Training Budget
 

Pers., Sessions, or Share of Costs Paid by SANRU I
 

Position Type of Training 1986 1987 1988 1989 1990 1991 1992 

Nurses and First course 150 390 420 430 380 230 230 

auxiliaries Continuing ed. 0 150 540 810 850 820 620 
VHWs and TBAs First course 0 450 650 650 650 300 300 

Continuing ed. 0 0 450 1,100 1,300 1,300 950 

Zone Medical Org. of RHZ 15 15 15. 15 10 0 0 

Chief Mgmt. of RHZ 20 15 15 10 10 0 0 

Continuing ed. 1 1 1 0 0 0 0 
Special course 0 15 0 15 0 15 0 
Selected topics 0 0 15 0 15 0 15 
Visits to RH7s 20 20 20 20 20 20 20 
Cert. in PH 0 8 8 8 8 8 8 

Zone Admin. Basic course 25 25 20 20 0 0 0 
Continuing ed. 1 1 1 0 0 0 0 
Cert. in PH 0 4 4 4 4 4 4 

Zone Secretary Basic course 20 20 20 20 20 0 0 

Zone Pharmacist Basic course 0 20 20 15 15 0 0 
Continuing ed. 1 1 1 0 0 0 0 

Zone Mechanic Basic course 0 20 20 15 15 0 0 
Continuing edo 15 15 15 15 15 15 15 

Zone Water and Basic course 1 1 1 1 0 0 0 
San Tech. 
Zone super- Basic course 40 55 40 35 20 10 0 
visors and Special courses 25 25 25 25 25 25 25 

Trainers of Continuing ed. 1 1 0 0 0 0 

HC nurses 
Zone trainers Basic course 0 40 40 30 20 20 0 

of VHWS, TBAs, Continuing ed. 1 1 1 0 0 0 0 
and committees 
Teachers in Med Update on RHZs 25 25 
lnsts & Regional and PHC 
Hltb Officials Followup visits 15 15 15 15 15 15 15 
SBeg water Update on PHZs 75 75 SO 
eng & tech and PHC 

/ 
Reg Hlth Off Cert im PH 
Teachers in Med Tntegrating PHC 

4 
50 

4 
50 

4 4 
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15.2.5. Sustainability
 

Overall GOZ spending is and will be constrained by the provisions of 
the agreement between the GOZ and the International Monetary Fund. It is 
unlikely that real spending by the MClH and WAMQ'D will substantially increase 
over the near term. However, the MCH plans to go ahead with its plans to 
establish 300 RHZs ty 1991. The project will assist the MCE in establishing
50 additicoaal RHZs with 520 new HCs in them, intensifying activities in the 50 
FHZs established during SANRU I ly helping to establish 200 new HCs in those 
zones, and in improving national planning and management of the PHC system at 
minimum additional recurrent cost to the MCH. The project will also assist 
the MURD in carrying out a variety of water and sanitation interventions in 
the RHZs assisted by SANRJ I and II. 

The minimization of additional recurrent costs will be accomplished ky 
retraining existing personnel to the maximum extent possible, by cost recovery 
through charging user fees for services, and by undertaking water 
interventions requiring maintenance that can be done almost entirely y direct 
beneficiaries using local materials. Table 15.1 shows that the estimated real 
recurrent cost of project-assisted activities to the GOZ in 1993 will be 37.2 
million Z (10.3 Z per beneficiary). The recurrent-cost burden to communities 
will be abdut 32.2 million Z (8.9 Z per beneficiary), while private voluntary
organizations will pay 0.1 million Z in recurrent costs plus bonuses to mary
plysicians and HC personnel, and subsidies to hospitals and HCs. 

15.2.5.1. User-fee System 

GOZ/MCH policy states that user fees are to support all operating 
costs of the delivery of services at the HC level and below, except for the 
salaries of two nurses at HCs who are paid by the GOZ. The costs to be paid 
from user-fee receipts irclude the fuel costs of supervision of the health 
center y RHZ personnel. 

Experience in SANRU I slows that it is rarely the case that user fees are 
able to support all of these costs. In particular, it is rare that a health 
center contributes toward the cost of supervision. Hbwever, the principle 
that full costs of medicines should be paid by users is nearly universally 
accepted, and the payuient of some fee for a consultation is widely accepted as 
well. Thus, in most places the cost of medicines is self-financed, as is some 
portion of other costs. 

The GOZ efforts at mobilizing community resources to finance health care 
will be supported by SANRJ II by helping the MCH to better understand the 
possibilities for and limitations of the user-fee system. The project support 
will include: additional operations research into the strengths and 
weaknesses of the various types of user-fee systems in place (especially 
investigation of the level of costs that can be covered and the effect of fees 
on use of services); improved training of medical chiefs, so that they may 
better train nurses in how to establish fee schedules to balance cost recovery
and use of services; continuing efforts to find ways to cut operating costs 
while maintaininF) quality of care delivered (such as the support for the 
pharmaceutical-supply system); and sponsoring a national-level conference(s) 
to consider modifications in the cost-recovery policy as a result of the 
findings of the operational research. 
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15.3. Fconomiic Analysis 

This economic analysis consists of two parts. The first explains the 
limitations of the benefit-cost twchnique for analysis of such a project,
attempts to identify beiiefits and costs, and does some indicative 
calculations. The second part discusses the cost-effectiveness of the package
of interventions assisted by the project. 

15.3.1. Application of Standard Benefit-Cost Criteria to tLie Project 

For most development projects, economic analysis involves the 
application of standard benefit-cost methods. The streams of idjusted project
costs and benefits over time are compared by calculatin-of the present value 
of net benefits or the internal rate of return. 

Ideally, one or both of these methods would be applied in the ecorrnmic 
analysis of this project. However, such analyses are at least partly
inappropriate here for two reasorw. First, the project intends to expand and
improve the strcture of the primary health care (PHC) delivery system, rather 
than directly delivering services. The benefits from the project of improved
health status and quality of life for the pcpulation affected are difficult to 
quantify in term of reduitions in morbidity and mortality and how soon the 
reductions will occur after project interventions are in place. 

Second, benefit-cost analysis is not able to address some important 
aspects of health-sector interventions. T'he intervenwions have fairly
well-defined costs, but the benefits arise indirectly from averting cases of 
illness. When illnesses are awerted the savings frcm cost of treatment 
avoided usually can be quantified, but the pure-utility values of reduced 
morbidity and mortality and the dlue of improved performance in ecbool or on 
the job are nearly impossible to estimate. Given that a complete benefit-cost 
analysis is not applicable, the manner in which quantifiable benefits could be 
measured is discussed ary non-quantifiable benefits are desciibed. 

15.3.1.1. Benefits from Projec' -Assisted Interventions 

The project will assist in the establishment of PHC services to 
address the ten most prevalent public health problems in rural Zaire and to 
promote the acceptance of family planning. It will provide improved access to 
clean water as well. The interventions may be categorized as producing six 
types of benefits: reductions in mortality, morbidity, and malnutrition,
changes in treatment, rediutions in fertility, and general improvement in the 
quality of life. Within each type of benefit, there are bnth ;aantifiable and 
non-quantifiable elements. These are shown in Table 15.6. 
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Estimation of the other impacts can orly be speculative without thebaseline studiej that will have to be done to assess the current situation
with regard to tese indicators. It is expected, moever, that child
mortality uner age five years will decline bl 10 to 50 percent, with the
probable reduction about 20 percent. An indicative calculation, can be madeassuming the national infant and young-child mortality rates of 114 and 30
will apply to te are-s assisted by the project. Table 15.7 shows that
between 2,600 and 13,000 young children's deaths would be averted each yearonce interventions reach their full impact (probably three to five years after
initial implementation) in the population of 3,000,000 persons affected, under
the given assumptions. Not enough is known about other morbidity and

mortality rates to make even similar rough calculations.
 

15.3.1.1.2. Quantifiable Benefits
 

The benefits that are quantifiable, in prirciple, are the avoided

costs of treatment, savings in medicine 
costs where less costly treatments canbe used, the effects of reduced population growth, and time savings from
better access to irater. However, little is known about the before-project
status of the population with regard to these quantifiable benefits. When

baseline studies arp done to allow future assessient of project impact,

information could be gatbe:ed with regard to:
 

(a) spending on medicines and hospitalizations for illnesses, and

pregnancies expected to be averted by preventive and family planning
te 

interventions;
 

treatment(b) current methods where less expensive alternatives will be
promoted, such as childhood diarrhea treatments, (to be able to measure the
savings in treatment costs 
resulting from the promotion of oral relydration
therapy); 

(c) ourrent levels of fertility (to be able to estimate the economic
changes resulting from reduced or increased dependency due to changes inpopulation growth brought about ly increased acceptance of family planning and 
increased child survival); 

(d) current time spent fetching water and the opportunity cost of that 
time.
 

15.3.1.2. Costs 

The costs of the project are shown in Tables 15.3 and 15.4. The real
recurrent costs of te activities assisted by the project are given in Table15.1. No adjustments need be made in these costs for distortions in the 
prices and wages used since:
 

- The wages paid by the government at this time may be less than the 
real cost to the econcny. 

- The Zaire is floating in value. 

- No interest rates come into the calculations. 

- All prices are stated exclusive of taxes.
 



However, there is a non-monetary cost that should be considered. 
Population growth would increase as a result of te expected reductions in 
mortality. Table 15.7 shows a rough calculation of the population growth 
consequences of te expected 10 to 50 percent reduction in mortality in 
children under age five. The population growth rate would rise from 3.20 
percent to 3.29-to-3.62 percent and the time it would take for the population
to double in size would be reduced ly 0.5-to-2.5 years. 

The expected rate of acceptance of family planning under the project
(one percent of women of childbearing age in a rural health zone each year
after the second year of SANRUJ II assistance), implies a long lag before the
impact of improved child survival on population growth will be compensated for 
by reduced fertility. It would take three years at the expected pace of 
family planning acceptance for fertility reduction to match a 10-percent
reduction in child mortality and nine years to match a 50-percent reduction. 
In the intervening years, a large number of children will have been added to 
the population. 

Table 15.7: 	 Hypothetical Deaths Averted and Population Consequences of 
Project Interventions 

Status Qo 
Mortality 

-50% 
Reduction: 
-20% -10% 

IMR = 114 57 91.2 102.6 
YCHR 
Life Ep. at Birth = 
Deaths 1 yr. 
Deaths 1-5 yrs. = 
Deaths 1= 5 yrs. 
T1otal Deaths = 
Total Births = 
Ann. Addition to Pop. 
Deaths Averted 
CDR = 

30 
46.9 

13,372 
12,681 
21,947 
48.Q00 
144,000 
96,000 

0 
16.0 

15 
51.8 

6,686 
6,341 
21,947 
34,973 
144,000 
109,027 
13,027 
11.7 

24 
48.9 

10,698 
10,145 
21,947 
42,789 
144,000 
101,211 

5,211 
14.3 

27 
47.9 

12,035 
11,413 
21,947 
45,395 
144,000 
98,605 
2,605 
15.1 

Pop. Growth Rate = 3.20 3.63 3.37 3.29 
Doubling Time (yrs) = 22.0 19.4 20.9 21.4 

Assumptions:
 

Tbtal Population 3,000,000 
%Pop lyr= 3.9 
% Pop 1-5 yrs = 14.1 

=
%Pop 1 5 yrs= 82.0 
CBR (1985) = 48 
CDR (1985) = 16 
]MR (a)= 8.9 

http:3.29-to-3.62


However, as explained in the social soundness analysis, decreased 
child mortality is an important factor leading to a desire to control 
fertility, hence to accept family planning. Thus, tere may be a 
necessary delay owing to the interaction between reductions in child 
mortality (and resulting short-run population increase) and the eventual 
reduction in population growth through acceptance of family planning.
This delay or "demographic transition" has been observed in mary other 
countries. 

15.3.1.3. Calculation of Benefits and Costs
 

Since even those benefits which are measurable in principle are 
not measurable in practice, it -isnot possible to calculate even a 
partial benefit-cost ratio or rate of return. However, it is possible to 
calculate an indicative present cost of a death averted. This 
calculation is shown in Table 15.8. There are three hypotheses about the 
reductions in child mortality (i.e., -10, -20, and -50 percent) that will
result from the interventions assisted by te project which are used to 
project the number of deaths averted over 30 years. It is assumed that 
some of the capital investments made by the project would have to be 
replaced after five years, others after ten years. Both costs and deaths 
averted are discounted at a rate of 15 percent-over thirty years. The 
result shows that the present cost of a death averted would be between 
$517 and $2,489. These figures overstate the cost of death averted since 
they attribute all project costs to averted deaths and none to te other 
impacts of the interventions, such as averted morbidity and malnutrition 
or improved quality of life. A more complete analysis would subtract 
from costs the treatment costs saved as well. Nevertheless, te costs 
per death averted calculated under the three assumed child-mortality
reductions all fall within the range of costs per death averted for other 
types of health interventions in other settings:
 

Intervention Cost per Death Averted
 

ORIT, growth monitoring, 
& health education, 
Central America $B35 

Measles immunizations, 
worldwide $490-980 

Botavirus immunizations, 
worldwide $1,300
 

ORT, Ekypt, Zaire, and 
Honduras $445
 

Water supply & sanitation, 
worldwide $9,000-27,000 

SANRU I1,Zaire
 
-10 %child mortality $2,489 
-20 %child mortality $1,292
-50 %child mortality $517 



Present Cost of Deaths Averted 

Table 15.8: Present Cost of Deaths Averted 

Investment 
and 

Year 

Project
Spending 

($000) 

Recurrent 
Spending Total 
($000) ($000) 

-10% 
Cum 
HCs 

-20% 
Deaths 
Averted 

-50% 
Deaths 
Averted 

Deaths 
Averted 

1986 
1987 
1988 

$ 5,210 
6,415 
5,847 

$ 282 
466 
665 

$ 5,492 
6,881 
6,512 

30 
140 
270 

0 
120 

0 
0 

231 

0 
0 

579 
1989 
1990 
1991 
1992 
1993 
1994 
1995 
1996 
1997 
1998 
1999 
2000 
2001 
2002 
2003 
2004 
2005 
2006 
2007 
2008 
2009 
2010 
2011 
2012 
2013 
2014 
2015 

6,113 
5,001 
4,146 
3,547 
1,886 

0 
0 
0 

5,688 
1,886 

0 
0 
0 
0 

1,886 
0 
0 
0 

5,688 
1,886 

0 
0 
0 
0 

1,886 
0 
0 

880 
1,067 
1,243 
1,30B 
1,360 
1,360 
1,360 
1,360 
1,360 
1,360 
1,360 
1,360 
1,360 
1,360 
1,360 
1,360 
1,360 
1,360 
1,360 
1,360 
1,360 
1,360 
1,360 
1,360 
1,360 
1,360 
1,360 

6,993 
6,068 
5,389 
4,855 
3,246 
1,360 
1,360 
1,360 
7,048 
3,246 
1,360 
1,360 
1,360 
1,360 
3,246 
1,360 
1,360 
1,360 
7,048 
3,246 
1,360 
1,360 
1,360 
1,360 
3,246 
1,360 
1,360 

420 
570 
670 
720 
720 
720 
720 
720 
720 
720 
720 
720 
720 
720 
720 
720 
720 
720 
720 
720 
720 
720 
720 
720 
720 
720 
720 

579 
1,152 
1,849 
2,589 
3,141 
3,484 
3,595 
3,710 
3,829 
3,951 
4,078 
4,208 
4,343 
4,482 
4,625 
4,773 
4,926 
5,084 
5,246 
5,414 
5,588 
5,766 
5,951 
6,141 
6,338 
6,541 
6,750 

1,115 
2,218 
3,561 
4,988 
6,050 
6,710 
6,924 
7,146 
7,375 
7,611 
7,854 
8,106 
8,365 
8,633 
8,909 
9,194 
9,488 
9,792 

10,105 
10,428 
10,762 
11,107 
11,462 
11,829 
12,207 
12,598 
13,001 

2,786 
5,546 
8,902 
12,468 
15,125 
16,774 
17,310 
17,864 
18,436 
19,026 
19,635 
20,263 
20,912 
21,581 
22,271 
22,984 
23,720 
24,479 
25,262 
26,070 
26,904 
27,765 
28,654 
29,571 
30,517 
31,494 
32,501 

$47,625 $23,591 71,216 59,435 114,477 286,182 

Net Present Value (15%) $27,145 10,906 21,005 52,511 

Present Cost per death averted: $2,489 $ 1,292 $ 517 

Investment Assumptions: 
Every 5 years replace items at $1,886,000. 
Every 10 years replace items at $5,688,000. 
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15.3.2. Cost-Effectiveness Analysis
 

There are three types of cost-effectiveness analysis done here. The 
project as a whole is compared to alternative interventions; PHC's 
package of interventions is compar:ed to individual interventions; and 
some 	individual components of the project are examined.
 

15.3.2.1. The Project Versus Alternatives 

The economic analysis of the predecessor to this project, Basic 
Rural Health I or SANRU I, compared the project to several alternatives: 

1. 	assistance to central hospitals;
 
2. 	 assistance to vertical programs; 
3. 	assistance to the GOZ alone;

4. 	 assistance through Catholic or Kibanguist Mission 

networks; and
 
5. 	 provision of medicines and equipment alone in lieu of 

technical assistance. 

The project was expected to be superior to each alternative. This
 
proved to be so for SANRU I and should be 
so for SANRU II as well. A
 
brief discussion of each alternative follows:
 

1. The central hospitals continue to absorb a disproportionate 
share of health spending relative to the population served. SANRU I 
helped the GOZ begin to reorient its health efforts toward rural areas ty
assisting the development of 50 RHZs. SANRU II will continue that effort 
by strerrgthening activities in the IRHZs assisted during SANRU I and
 
assisting an additional 50 RIdZs.
 

27 The SANRU Projects strengthen the structure of a basic health 
service delivery which is necessary to make vertical programs work. 
SANR complements the vertical COCD project which addresses 
vaccine-preventable diseases, diarrheal disease, and malaria. CCCD 
handles regional delivery of commodities and training in the techniques
of disease control. SANRU assists the RHZs and HCs which actually
deliver the ORT and chloroquine and administer the vaccinations. 

3. The SANRU I analysis argues that the GOZ did not have the 
capacity to manage the project's assistance to the RHZs. During SANRU I,
long-term training of MOIH personnel in public health built substantial 
new capacity. However, more assistance is still necessary before the MCH 
can stand alone. Thus, SANRU II will build the GOZ's capacity to manage
health-care activities with the understanding that the MOH will take over 
complete responsib'lity for supervision and ioordination of the RHZs at 
the end of the project (many R&Zs will continue to be operated y PVOs).
Technical assistance will be provided in health planning and policy;
national, regional, and sub-regional offices will be strengthened; and 
MOH health managers will be trained in public health at the
USAID-supported UNIKIi School of Public Health. All of these activities 
will allow the MCH to manage the system after 1992. 
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4. The ECZ was held to be more capable of management than the
 
Kinbaguists and more rural-health oriented than the Catholics in the
 
SANRU I analysis. The E)CZ has proven to be an excellent manager of the 
SANRU I Project. There has been growing cooperation among Kimbanguists, 
Catholics, the ECZ, and the GOZ throughout SANRU I. There is no reason 
to change project management for SANRU II. 

5. This point is related to point 3, above. The MCIH still lacks
 
the managerial capacity to handle medicines and equipment alone.
 

15.3.2.2. The PHC Package
 

It is impossible to make a quantitative analysis of the PHC 
package versus individual intervention alternatives since there are few 
cost and impact data available. However, a review of 21 PHC and 
nutrition projects (Wilcox, et al 1984) found that ORT, growth 
monitoring, health education, immunizations, family planning, and 
nutritional counseling show consistently positive results in reducing 
morbidity and mortality. A study of mortality (NHO, "Interventions for 
Reducing Diarrhoea Morbidity and Mortality," 1984) classifies promotion
 
of breast feeding (nutrition education), water supply and sanitation,
 
msasles vaccinations, and personal and domestic lygiene (health

education) as "clearly effective and known to be feasible and 
affordable." Thus, there is at least general evidence that the PHC 
approach of SANRU II, which combines all of the elements mentioned above, 
is cost effective. In addition, the package of interventions is able to
 
spread the costs of overhead over mary interventions. Moreover, the 
calculations shown in section 15.3.1.2. indicate that SANRU II will be in
 
the same range of cost per death averted as other interventions.
 

15.3.2.3. Components of the Project
 

There are many ways the project minimizes costs and improves its
 
cost-effectiveness. Some of them follow:
 

- The project takes advantage of the previous investment made
 
in 50 RHZs during SANRU I by assisting in the establishment of an
 
additional 200 HCs in those IHZs. This raises the cost-effectiveness of
 
the RHZs.
 

- y working with village development committees and training 
TBAs, the GOZ strategy supported by SANRU II makes use of 
already-existing resources at the village level. 

- The water and sanitation interventions will make use of 
voluntary community labor to dig wells and latrines and lay out 
distribution systems. The systems to be put in place will be maintained 
mainly b the beneficiary populations. 
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- The support given to reference hospitals ly SANRU II 
strengthens the back-up referral service which is necessary to give a PHC 
system credibility. 

- The project will train trainers who then train others. 
This builds permanent capacity to train new workers. 

- Training in management to improve resource use will be 
provided through the project to both national health administrators and 
chief medical officers of the RHZs. The zonal medical chiefs will work 
with the nurses at the HCs to improve the management of their operations. 

- Training of RHZ personnel will be done in regional training 
sessions. 



15.4 (1)
 

15.4. Social Soundness Analysis 

15.4.1. Socio-cultural Context
 

The two overwhelming features of Zaire are its vastness (each of its 
nine regions in larger in area or population than a number of African 
countries) and its diversity (some 200 ethnic groups with distinct 
languages). The vastness is complicated ly poor communications, 
inadequate freight and passenger service, and very poor roads. Although
Zaire has national political unity and administration and various 
national programs in agriculture, education, and health, its rich 
diversities persists.
 

Diversity is evident, for example, in the residential patterns of
 
Zaire. A "village" in some parts of the country is an agglomeration of
 
200-5000 persons, with an average of 1000 per village and a distance of
 
6-20 kilometers between villages. Elsewhere, the average village

contains 160 people with no more than 3 kilometers between villages. In
 
other areas, an outsider is hard put to say where one "village" ends and
 
another begins: individual houses or homesteads are scattered over the 
countryside in every direction, with little empty land between. 

The local political systems are also diverse. Some ethnic groups 
have a hierarchical structure, with a high-level chief or kirg having
authority over a large number of villages, each headed by one lesser 
chief. Other groups are organized only up to the level of the family or 
lineage group who live together; each lineage group of 50-200 people has 
its own head; if several lineage groups live in the same village, the
 
village has several heads.
 

Organized religion is present in diverse forms as well. Most rural
 
areas of Zaire long ago adopted and adapted Christianity, but the church 
structures vary greatly. Some are centralized, hierarchical systems (and
 
not necessarily in the ethnic areas with hierarchical political

systems). Others have congregational organization, with strong local 
autonony. Some religious groups were begun b missionaries from abroad 
and still have foreigners working with them; some once had missionaries 
but no longer; some never had foreigners.
 

During most of the colonial period, missionary groups operated all 
the educational institutions and many of the health services of the 
colony. These groups, from the United States and several European
countries, were allowed considerable freedom and diversity in their 
approaches, and both the freedom and diversity continue to this day among
the independent Zairian churches. In the health field particularly, the 
Government of Zaire recognizes and encourages the diversity. While it 
sets some rules and standards, it does not attempt to compete, co-opt, 
coerce or, closely control the religious and philanthropic organizations. 
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nurses working independently and unsupervised; the health-zone staff 
considers some of them to be harmless, some helpful to the population,
and some ill-trained, unscrupulous, and dishonest. These independent 
health workers are barely making a living, and they hope that the health 
zone will offer them training and drug supplies so they can increase 
their income. The zone staff, though, wants them to offer vaccines, 
nutrition surveillance, and home visits, none of which will bring them 
ircome.
 

This, then, is the kind of complex and diverse situation that exists 
in every new health zone when it approaches the SANRU Project for help. 

15.4.2. Socio-cultural Feasibility 

Can the hea?.th-zone concept and the SANRU II Project su_ ceed in the 
socio-cultural context described above? Five years ago, the answer was 
uncertain, bit now we know that zones connected with SANRU I are working,
and working well. (and other zones aided ly other donors are developing 
well too). Progress, of course, is uneven, but enough experience has 
been gained to identifr danger points and to say that SANRU II is a 
feasible project since the following points will be watched closely: 

(a) SANRU II will continue to view health zones as autonomous 
entities, able to decide their own priorities and needs, plan and carry
out their own programs, procure their own supplies, and work out their 
own systems of training, supervising, and financing. Gradually, SANRU 
and the zones are deve]oping certain common approaches, such as a 
workable health information system, and effective training modules. 
Nevertheless, SANRU II will guard against the temptation to 
over-standardize or control the activities of health zones. The project
will also encourage the GOZ and the churches to resist tose 
temptations. Only then will the primary health care system of Zaire 
maintain the diversity and the imaginative approaches that are its 
hallmark and its strength. 

(b) SANRU II will re-examine the existing diversity of health zone 
struz-tures and organizations. The guidelines set forth in national 
documents suggest an ideal for deployment of staff and organization of 
administrative committees. SANRU I is now intimately involved with 50 
zones, and no two of them have exactly the same structure. In some 
zones, the medical chief of the zone and the medical director of the 
hospital are one and the same person; elsewhere two persons hold the two 
posts. Some zones have plysicians as supervisors; others have nurses of 
A-2 or even A-3 level. Probably none has all the administrative staff 
and committees foreseen in the plan. Some zone offices supervise all 
health centers; elsewhere church medical offices supervise their centers, 
and the zone office supervises the government centers. Training within 
zones is also organized in different ways. Probably no zone has all the 
staff and committees outlined in national documents. 

The zones differ in their functioning, but all are functioning. They 
are moving generally in the direction of the national guidelines, but 
many are not convinced that all parts of the ideal are feasible or 
appropriate in their situations. They may be right. SANRU II will 
provide a real service to the nation y helping health zones document 
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their decisions, successes, and failures. SANRU II will also sponsor

comparative studies to determine which health zone structures fit best 
with which existing political, cultural, and health systems. Because of
 
its national scope and its close relationships with the GOZ and all the
 
church groups, SANRU II is uniquely placed to encourage and support such 
studies. The lessons learned will help all zones organize themselves 
wore effectively. 

(c) SANRU II will continue to encourage zones to experiment with
 
different ways of supplying and financing their work. "Autofinancing" 
has mart, different interpretations and possibilities. An ongoing (SANRU
I) PRICOR study and other proposed operations research and short-term 
technical consultants examine a few of these. Again SANRU II will
 
encourage more documentation and comparative studies to identify what 
characteristics make a given system succeed or fail. 

15.4.3. Participation
 

Community participation in decision-making, management, delivery, and 
financing of health care is said to be a keystone of the primary health 
care program for Zaire. Hbwever, community participation is one of the
 
least developed aspects of the rural health zones so far. 
It will be
 
given a great deal of attention by the SANRU II Project. 

As for financial participation, Zairians are already accustomed to 
paying for health services, both curative and preventive. Traditional 
healers and TBAs, as well as private plysicians, nurses, and pharmacists
have always been paid fees for services. Church hospitals and 
dispensaries have long charged moderate fees for drugs, consultations, 
vaccines, pre-natal clinics, and family planning services. Even in 
government facilities, which were supposed to give free services and 
drugs, patients often had to pay for favors and had to go to private
pharmacies to find the drugs prescribed. Recently the GOZ has 
inaugurated an official system of hospitals paying for their drugs and of 
patients paying for drugs and services. Thus residents of rural health 
zones are willing to pay reasonable fees for curative and preventive 
services, if they feel they are getting something for their money. They 
are less likely to feel that supervisory visits, promotive health 
services, and health education are worth paying for. 

At the level of village rticipation, a few zones have had
 
remarkable success with village development committees over a period of 
5-15 years, but even they have problems sustaining interest and
 
activities. In some zones, village committees name and supervise village
 
health workers and traditional birth attendants; elsewhere, VHWs and TRAs 
do not exist, and village committee members take on special tasks
 
themselves.
 

These experiments and their lessons are now in the -heads(and perhaps
the notebooks) of health workers scattered throughout the country. Those 
people have valuable anecdotes and experiences to report. They also have 
hunches as to why certain villages became well organized to carry out 
health projects. For example, we have heard these explanations: 



15.4 (5) 

-- the church had always encouraged self-help projects
 
-one or two dynamic people got things done
 
-- the health project used the existing power structures
 

Experienced health workers also have hunches (sometimes conflicting) 
as to wWy certain village programs failed. For exampln, 

-- the committee was the same old power stricture with vested 
interests in the status quo 

-- the coamittee was made up of young people who expected to get paid 
-- the church had always given villagers the buildings and supplies

they needed 
-villages composed of the rcyal lineage were unwilling to do the 

necessary work
 

So far few of the experiences in community organization for health
have been written down. Only one systematic comparison has been done,
 
the 19B3 study by anthropologist S. Yoder, who admits that his few days

in each of five zones were hardly adequate to grasp the dynamics of

village participation. None hmrchesof the above have been turned into 
lypotheses and tested with documentation from a variety of zones. Nor do 
the following qoestions seem to have been posed in the context of primary
health care in Zaire: 

-- Is it better for a village to form a committee and then do a 
project or is it better to do a project first and then form a 
committee from the best workers? 

--When is it wise to work with existing organizations (chiefs, church 
women's groups, co-operatives, political party, etc.) and when is 
it bet to set up a new village structure? 

-- What m.des of organization are appropriate for which types of 
villages?
 

-- Shiuld cavittee members be elected or appointed? 
-- What are the best roles for the health-center nurse and the zone 
supervisor in organizing, teaching, and encouraging village
ccgmnittees? 

-- Do villgae committees go through identifiable stages over their 
first 5-1O years? 

At the level of health centers, some zones have active health-center 
committees; some actually manage health-center operations. Most zones
have few of these committees or none. Again basic questions need to be 
raised. For example: 

-- When is it appropriate to have a committee made up of village
chiefs or their appointees? When is it appropriate to have 
representatives elected ly the entire population of their villages? 

Once again, the diversity of Zaire requires a diversity of approaches
to community participation in primary health care. One or two strategies
should not be forced upon every zone or every village. Furthermore,
Zaire is an excellent laboratory for trying and testing different 
approaches. The SANRU II Project will be able to tap the resources of
social scientists and community developnent specialists (both within and 
outside Zaire) to study the Zaire experiences. SANRU II will then assist
other zones to apply the lessons learned, to organize their zones 
effectively, and to stimulate community participation. 
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At the level of health zones, regions, and the nation, Zairian health 
personnel have participated in all piases of planning the SANRU II 
project. Dozens of doctors, nurses, supervisors, and trainers with 
relevant experience under SANRU I have shared their time, their problems,
and their solutions. The SANRU II project will deped very heavily on 
Zairian expertise and involvement at the highest levels of planning,
teaching, administration, and technical consultations. 

15.4.4. Motivations 

Cbservers of functioning rural health zones are often struck by the
 
high level of enthusiasm and motivation among plysicians and nurses at
 
all levels. What does primary health care, with SANRU I inputs, offer
 
these people?
 

-- continuing education 
--new responsibilities and challenges
 
-stimulation
 
-- contact with colleagues 
-regular supervision by superiors 
---prestige in rural communities 
-- equipment, transportation, books, and supplies for their work 

The enthusiasm for primary health care work is all the more 
remarkable when one realizes the effect of one motivation: money. For 
example, a rural nurse mWy take home as little as 700 Z per month (US
$14), an amount that will buy one length of cheap cloth, 3 kilos of rice,
5 cans of sardines, and a bit of kerosene, salt, sugar, and soap. 

Primary health workers nake the same s&laries as their bospital-based
colleagues, and their work is often much more demanding. Purthermore,
they have less opportunity to make extra money through ircreasing their 
curative work, either officially or unofficially. As time goes by, some 
salaried primary health care workers are sure to become disillusioned 
with the lack of pay raises, despite the fact that they have taken on 
extra training, responsibilities, and work. Stimulation and prestige may
simply not be enough for pecple with families to support. They will be
tempted to go to curative work in towns or to divert their time, drugs,
and supplies to more lucrative uses. 

As for village health workers and committee members, some zones have 
worked out systems for remuneration by t-eir communities. Other zones 
expect them to work as unpaid volunteers. These are the factors that 
seem to motivate them to participate in primary health work: 

-- prestige and power in their communities 
--learning new skills
 

improving their families and communities 
-- free preventive or curative services (in some zones) 
-a small profit from the sale of drugs (in some zones. VHkIs 

receiving this profit, however, are tempted to spend more time 
selling drugs and less time in preventive and educative 
activities.) 

-fee for services (TBAs) 
-- hope of later becoming salaried health workers 
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The SANRU II Project will not be offering financial incentives of any
kind to rural health workers, at either the zone or the village level.
This policy is unquestionably necessary, for such incentives would not be 
sustainable after the project. However, ne primary health worker in 
Zaire today makes an honest living wage, so the project cannot ignore the 
pleas for some form of remuneration for services. SANRU II will actively 
encourage zones and communities to find creative and diverse ways to 
compensate their health workers (in goods, services, rTeor money).

entire health zone concept, successful as it has been so far, could
 
eventually fail if this issue is not addressed openly, honestly, and with
 
imagination.
 

15.4.5. Beneficiaries
 

The immediate beneficiaries of the SANRU II Project will be the
 
health workers who receive training, equipment, stimulation, and

supervision in their work. Fifty physicians, nearly all yohng Zairian
 
men, are (or soon will be) assigned to new rural health zones that are
 
not currently functioning as they should. These young doctors lack
 
sufficient training to orient their 
zones toward primary health care, and 
to organize ard manage a community-based system. SANR II will provide

that training.
 

Same 2500 nurses, auxiliaries, pharmacists, and sanitation
 
technicians will receive thru SANRUJ 
 II the training, equipment, and
 
suervision they need to work effectively in rural areas. The majority

of these persons are themselves frcm poor, rural families. About 800 (32

percent) of them are women. In addition, 3,000 village residents will
 
receive training for health work in their own communities. An estimated
 
1,500 (50 percent) will be women.
 

The ultimate beneficiaries of the project are, of course, village

residents who will have better health care and better water supplies, in
 
large part through their own efforts. In 50 new health zones and in 50
 
established zones, a total of 720 new 'ealth centers will be functioning,

serving some 3,600,000 people. 
All of those people will have improved

access to better preentive and curative care. About 500,000 people will
 
have more accessible water; another 1,000,000 will have water that is
 
cleaner, more abundant, itd more accessible. The most intensive 
preventive hiealth progras will serve the 700,000 children under age 5
(nutrition and imunizaticns) arid the 800,000 women of childbearing age
(pre-natal care and birth spacing).
 

The family planning part of the project deserves special mention. 
Rural Zairians can see evidece of the demographic transition in their 
own families over the span of one generation. Fbr example, the 
grandmother says that she had eight to twelve pregnancies, and only four 
to six of her children reachd adulthood. The adult couple in their 
mid-thirties find that after eight pregnancies, they have seven or eight
living children, much to their surprise. Thus the decrease in child 
mortality, which the demographers have documented on a broad scale, is 
perceived also at the level of families and villages.
 



15.4 (8)
 

RF--ords from family planning programs in Zaire show that, wh-,
services first become available, man; of the acceptors of contraception 
say they do not want any more children. They say that they already have
enough (often 6-B) and that the economic burden of paying for school,
clothes, and medical care forces them to stop. As the program continues
(particularly if family planning teachers and motivators are active),
acceptors tend to come from younger age groups and to have fewerchildren. They are beginning modern contraception earlier in their child 
bearing years; whether they finally have fewer children than their
mothers and older sisters remains to be seen. In ary case, the means to
limit their number of children is available to them and has in fact
already become part of their culturally acceptable behavior patterns. 

It is possible that the SANRU II Project, coupled with other rural
 
programs and health interventions, will contribute to a rapid and
 
noticeable decrease in child mortality in some zones and regions.

Experience shows that Zairians perceive such decreases in mortality, as 
well as rapid increases in the costs of raising children. They wil1 turn
to family planning services, if they are available in their rural
communities. The project will make the services accessible for some 
600,000 couples.
 

Finally, because of this SANRU II, hundreds of rural communities will

have become more attractive places to live, with better water, better
sanitation, fewer communicable childhood diseases, and more accessible
medical care than they have at present. Their residents will have begun
to take control of some parts of their lives where they currently feel

they have little control or choice: childbearing and basic health 
services. 

15.4.6. Spread Effects 

There is no question that the mary training programs developed for
health zones under SANRU I and II will be replicated and expanded to theother 200 zones of Zaire. Lessons learned about organization, financ ing,
and community participation will be also be valuable to other zones since

SANRU II will assure that experiences are documented, analyzed, and
 
reported.
 

SANRU II will directly affect the national health system by involving
and building consensus among various regional and local groups. The
project will continue to take the lead in developing a health program inthe country. SANRU II will also play a special role in helping nursing
schools integrate primary health care subjects and practice into their 
pre-service training curricula. 

Zaire has surcessfully begun primary health care on a national scale,
and the SANRU I Project can take substantial credit for the
accmplishment. SANRU will help disseminate andII Zaire's experienves
lessons to other countries through both church and government channels. 
The project will enable health personnel to participate in international
conferences (and can also encourage them to publish their experiences in
international journals). Finally, SANRU will no doubt receive observers 
on study tours from other parts of Africa and the world. The project
will offer them the opportunity to see how Zaire's health program
struggles with, yet capitalizes on, the nation's diversities. 
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15.5 Administrative Feasibility
 

The SANRU II project addnistration will build upon the same premise 
as that of SANRU I, i.e., a major bilateral project is administered on

behalf of the GOZ and USAID by a non-governmental agency, the ECZ (Church
of Christ of Zaire). This novel approach to management of a bilateral 
project has been recognized as extremely efficient for several reasons: 

1) 	 Day-to-day project management decisions are made by a team of 
representatives including ECZ (project director), GOZ (MOH
representative), and the AID-funded TA project manager. The
USAID project officer closely monitors these activities. Each 
partner thus has a fair say in project management in a structure 
independent of any one administrative bureaucracy. Each person
is responsible for reporting and dealing with inquiries/problems
pertinent to his respective organization. 

2) The administration of SANRU provides flexibility in planninga 
and budgeting which enables the project to react quickly to the
needs of health zones. Time lags for responding to requests for 
assistance are thus kept to a minimum. 

3) 	 The project as an excellent track record of getting financial 
and material assistance quickly and safely to the implementing 
agencies at the health-zone level. 

4) 	 SANRIJ has provided a structure through which other AID 
centrally-funded projects can work. Projects such as PRI(OR,
AVS, and JHPIBXO are each able to sign agreements with an NGO 
such as __Z while profiting from the umbrella management 
structure of the SANRU Project. 

5) The SANRU Project, in providing assistance to 100 I-.alth-zone 
programs, provides a mnechanism to distribute the resources of a 
large bilateral project without overwhelming the beneficary
beyond its absorptive capacity. 

The implementation of the greatly expanded activities of SANRU II 
using an administrative structure similar to that of SANRU I is 
feasible. However certain issues must be resolved including personnel,
office and warehouse space, logistical and supervisory support, and
relationships with other projects. Specfic areas of reinforcement 
required to assure SANRU II management are as follows: 

Office Space: Office space now available at ECZ is appropriate for a
staff of 10 persons. The current full-time and part-time staff of SANRU 
hoiever exceeds twenty and is seriously hampered b lack of space. With
significant staff increases projected for SANRU II, the issue becomes 
even more critical. This problem is now being solved by construction of 
a new building behind ECZ - the first floor to be used as a "retail"
warehouse and a PHC documentation center, the second floor as office 
space for SANRU II. 
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Warehouse Space: Much of the funding increase in SANRU II is in

commodities which will 
mean a need for more warehouse space. SANRU II
will continue to use ECZ's central warehouse for short-term in-transit 
storage of items such as motorcycles and bicycles. The small warehouse 
now being constructed behind DCZ will adequatelyserve for repackaging
"kits" for health centers and for temporary central-supply storage of 
most project commodities. However, the additional commodities to be
purchased for the water/sanitation component will necessitate either
renting or building additional bulk space for pumps, pipes, and parts. 

Personnel: It is anticipated that activities of SANRU II are likely
to require an increase to 30-40 personnel. For example, while SANRU I
managed Z 2,000,000 in its 1982 annual budget with one accountant, it isexpected that the 1986 budget will be on the order of Z 100,000,000.
Assuring adequate management of just this one activity will necessitate 
at least three full--time accounting pecple. An administrative challenge
presented b SANRU II will be to retain a streamlined management
structure despite increases in personnel. 

Supervision: Supervision of health zones suffered durirng SANRU I due 
both to lack of sufficient staff and frequent urgencies at the national
level. A short-term solution is to standardize the supervision process
and train a larger team level,at the national including representatives
from other projects and agenrcies, who can supervise and report on health 
,one activities. The long-term solution is to strengthen personnel atthe regional and sub-regional levels within the MOH structure who will 
supervise and report on health zone activities. SANRU II will
incorporate both of these approaches into the development of its 
supervision strategy. 

Relationship to Other Subprojects - SANRU, as the principal health
project within the Central Medical office of ECZ, has established both
internal administrative and external assistance capabilities. The
tendency has been for other centrally-funded projects to attach their
assistance proqrams to SANRU administration. Examples of this are AVS
equipment assistance for operating rooms, JHPIEGO training in family
planning, and PRICOR operations-research projects, all of which were
established y agreements signed with ECZ and administered through
SANRU. The ECZORT Project represents a similar situation but 
necessitated establishing separate administrative procedures according
the guidelines specified by ORT. 

The attachment of a large water/sanitation subproject to SANRU II
will be a firther step in collaboration, with a subproject component
situated within another ministry. The water/sanitation activities
constitue a SANRU II subproject with two major components - the
development of the national and regional capability of the National Rural
Water Service (SNHR), and the finacing of water/sanitation interventions
within the health zones. The first of these components is to be
implemented under a separate grant agreement with the Ministry of
Agriculture and Rural Development and managed bl the S*. This will
include an administration completely separate from the central SANRU
Office (located at 1ECZ). Coordination of activities between SNHR and 
SANRU will be essential. 
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Two AID-finared long-term technical advisors will be based at SNHR, 
one of whom will spend at least 10 percent of his time at SAN]UJ. In
addition SU staff will be involved in joint planning meetings with 
SNHR and the National Sanitation Program (PNA) to integrate water and 
sanitation activities into the structure of the health zone. In short,
the two components of the water/sanitation subproject of SAMNU II will 
have clearly defined scopes of work to assure that administrative overlap 
is kept to a minimum. 
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15.6 Environmental Analysis
 

Two components of SANRU II potentially may affect the
environment (either positively or negatively). These components are the
construction of health facilities and te various planned environmental 
sanitation interventions (water supply and distribution systems,
latrines). Because the precise sites and exact natures of these 
activities have not yet been identified, te required environmental 
review has been deferred unt.l sufficient information is available. This 
is in accordance with State 247639 (85), attached. Te review will be
carried out with the assistance of the Regional Environmental Officer. 
Both Project Grant Agreements include covenants authorizing an
environmental review of santitation and construction activities. 
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ANNEX 7
 

16. SUPPLEMMARff PRJECT INIRTATION 

16.1. Pea e Corps Part iciation 

The Peace Corps public-health and water programs have recognized the 
orientation of the. GOZ to create health zones as the best framework 
within which their volunteers could work. PCVs become ready members of 
the staff of the central oftice of the health zone. The medical chief of 
the health zone supervises the work of the PCVs while a nurse supervisor
and/or rural water coordinator generally serve as their counterparts. 

16.1.1. Participation in Public-Health Programs 

Working with their Zairian counterparts, PCVs who have received 
technical training in primary health care (including OD activities) are 
able to make positive contributions as: 

Trainers: conducting in-service training and continuing 
education of health zone personnel and VBWAs. 

Health educators: promoting creative approaches to health eduation with 
limited resources. 

Mnagers: setting up and improving the management information 
system of the central office of the health zone. 

Supervisors: 	 supervising preventive and promotive health activities 
through health centers and conmunity development 
committees. 

16.1.2 Participation in Water Programs
 

Sub-regional level: Only a few volunteers working in the water and
 
sanitation ccmponent of the project will be working at this level. It is 
expected that Peace Corps will provide 2-4 mechanic/engineer volunteers
 
to work with the FHR brigades equipped with drilling rigs. These 
volunteers will provide technical, management and administrative support
services to these teams. Specifically they will perform the following 
tasks in association with their Zairian counterparts:
 

- Provide TA to drilling operations
 
- Provide on-the-job training for Zairian counterparts
 
- Assist in planning sub-regional water-point interventions 
- Provide assistarce in planning for adequate stocks of spare 

parts, fuel, pipes, and other brigade needs 
- Assist in performing brigade commodity and equipment audits and 

inventory 
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- Assist in preparing and verifying monthly brigade performarne reports 
- Participate in the installation and/or construction of wells and pumps 

7b enable them to carry out these activities, the PCVs have to be provided 
initial short-term equipment-specific training. These volunteers will work 
under the technical and administrative supervision of SNHR. 

Rural health zone level: Most water volunteers will serve as counterparts 
to the rural water coordinators. Working with the brigade team leaders and 
communities, they will identify and plan a schedule for community water 
projects. They will also order supplies and keep an inventory of all HZ 
water and sanitation commodities (pump spare parts, cement pipes, fitting, 
etc.), 

In addition, these volunteers will work with the beneficiary communities 
to organize local water activitieLs. Since community participation (labor, 
materials, and cash) will be the key to successful implementation of these 
activities, this aspect of PCV assistaitce will be critical. 

16.1.3. Collaborative Efforts
 

Collaboration between Peace Corps and SANRU as part of SANRJ I has been 
very fruitful. Currently over 50 percent of PCVs are working in and making 
important contributions to RHZs assisted lj SAN14d. SANI) has assisted Peace 
Corps in the identification of newly developing health zones which could serve 
as viable posts for PCVs. SANRJ personnel also participate regularly in the 
initial and continuing training of PCVs. 

SANRU additionally provides PCVs throughout the country with health 
education materials and equipment required for their work. This assistance 
includes providing equipment and construction materials for spring capping, 
well digging, and rain catchment systems. 

Recent Peace Corps policy statements favor a continued collaboration 
during SANRU II. Beginning in 1985 public health volunteers are to be placed 
exclusively in health zones. Secondly, under the new Peace Corps Africa Food 
E'stems Initiative it is anticipated that the number of water volunteers will 
jump from 10 to 50 bi 1988. SANRU II anticipates therefore that during the 
life of the project there will be a total of apprcimately 150 Peace Corps
health and water volunteers assisting SANRU II to establish and develop rural 
health zones. The combination of Peace Corps "person--power" and SANM 
material/financial/management assistance appears to make a good development 
team.
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16.2 Collaboration with Non-Governmental Organizations 

A strong extensive system of non-governmental organizations (NGOs) is 
already established and working in the health sector. These NGOs include the 
church-sponsored o..anizations and individual private enterprises. The three 
main NG3s active in Zaire are the Protestant missionary groups, the Catholic 
missionary groups and the Kimbanuists. The church systems are most extensive 
in the rural areas and have been active in health care delivery in Zaire for 
over 100 years. In contrast, the state services have tended to concentrate in 
the semi-urban and urban areas. 

Table 16.1 depicts the various sources of assistance to hospitals in 
Zaire. It is notewortly that of the total 417 hospitals in Zaire, 44 percent 
are run by either the Catholic Church or the Protestant Church, and 18 percent 
by individual private enterprises. Moreover, the current trend is for the GOZ 
to turn over to NG0s the management of other state hospitals either entirely 
or partially. 

Table 16.1 

Sources* of Assistance to Hospitals in Zaire l! Region 

Region NO. HOSP CATH. PROT. STATE PRIV CTB SANRU CD(FAM UNICEF PEACE C. HANS FI' 

Bandundu 48 14 9 2B 4 6 10 12 3 20 
Bas-Zaire 38 9 9 13 8 5 13 12 2 13 
Equateur 64 15 14 27 13 9 7 6 10 15 
Haut Zaire 66 13 10 37 11 5 6 1 4 8 
Kivu 54 10 11 27 11 7 10 17 9 - 1.7 
Shaba 59 14 10 22 20 5 5 4 9 
Kasai 43 21 11 13 3 5 4 5 1 10 
OQidental 

Kasai 31 8 4 23 2 4 5 5 7 6 14 
Oriental 

Kinshasa 14 2 6 4 2 3 

Tbtal 417 106 78 196 76 43 52 35 37 35 10 109
 

Proportion 25% 19% 47% 18% 10% 12% 8% 9% 8% 2% 26%
 
assisted by 

* Some zones assisted b more than one source. 
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B! the end of 1984, there were apprcKimately 150 health zones 
starting up, but only 85 that could be considered functional (i.e., with 
at least two functioning health centers per health zone). Table 16.2 
shows that of the 85 functional health zones 80 percent were being 
assisted at least in part by NGOs. 

Thus, in Zaire, NGOs take on a much larger responsibility for 
managing health care delivery than in most other African countries. 
These NGOs are able to provide the infrastructure, the personnel, and the 
in-kind contribution that are important in establishing a health delivery 
system. They are a~lso receiving finamrial support from outside the 
country. Acknowledging these traditional private-sector efforts as well 
as the desire to establish a more pluralistic private sector support base 
for PHC delivery, NGO collaboration will be an important component of 
SANRU II. Through such collaboration, SANRU II will support the AID 
health-sector strategy to improve donor and intersectoral coordination. 
Collaborative activities will also be in line with AID policy to support 
the non-governmental sector in development. 

It should also be noted that a number of NGOs have been active in the 
development of the rural water sector, SANRU II has programmed material 
and other resources for four of these to enable them to expand their 
current activities and function as sub-regional water brigades. Thus, 
like the SNHR brigades, the NGO brigades be able to provide technical 
support for water interventions in the 1IZs in their catchment areas. 

Table 16.2 

Assistance to Functional Health Zones, by Source*, at-the end of 1984 

CATH. PROT. STATE PRIV CTB SANRU OXFAM UNICEF PEACE C. HANS EPI 

No. of functional IZs 40 
assisted 

28 40 5 23 45 22 21 19 7 79 

Proportion of the 85 
functional IHZs 

47 33 47 6 27 53 26 25 22 8 93 

* All zones assisted bj more than one source. 
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16.3 The Water and Sanitation xonmnt of the SANRU II Project 

16.3.1. Purpose 

SNMJ II Project assistance to the MOARD's National Rural Water 
Service (SNHR) which is the GOZ agency directed to develop and coordinate 
rural water systems, has two purposes: 

1) To assist the SNHR, in providing technical back-up to 
project-assisted health zones implementing rural water activities; and, 

2) To help the SNHR ccrrurrently strengthen its capability to 

continue providing such technical assistance after the project ends. 

16.3.2. Background 

The SANRU I Project initiated village-level water and sanitation 
activities along with other PHC activities in 1982. A project evaluation 
and subsequent review by, SH consultants showed that SANMU I was making 
significant advances in providing water and improving sanitation in 
participating villages. The key elements of the project's strategy were 
the use of technically simple and affordable technologies, and 
involvement of beneficiary communities in the planning, implementation, 
and maintenance of the systems constructed. Project outputs (1982-84) 
include 1,617 capped springs, 100 cisterns and wells, and 584 villages 
with active sanitation programs. E&penditures for these activities are 
estimated at 6.35 million Zaires ($127,000). 

SANRU I's mid-term project evaluation recommended that the project 
intensify its water and sanitation activities. SANRU II's water and 
sanitation component directly responds to this recommendation. 

In February 1985, at the initiative of the CNAFA and USAID, a WASH
assisted seminar was held in Kinshasa to develop a national policy and 
strategy for this sector. The resulting draft document, prepared b an 
interministerial team of Zairian experts, was reviewed, revised, and 
adopted at a national seminar in May 1985 which brought together all 
governmental and ncm-governmental agencies involved in the sector. The 
GOZ E&ecutive Council is currently reviewing the document for final 
approval. The objective of this process is to bring a Wystematic and 
orderly approach to implementing projects in this heretofore chaotic 
sector. The policy and strategy document emphasizes inter alia the 
following needs: 

- to emphasize affordable and technically appropriate technologies; 

- to establish technical 
technologies; 

norms for low-cost and intermediate 

- to involve beneficiaries in the planning, 
maintenance of all systems installed; 

implementation, and 

- to pay special attention to women's 
systems; and 

coxerns in the installation of 
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to develop a planning unit to estabjish technical norms, perform research 
and development, and serve as an information focal point for the country. 

These previous USAID-assisted activities, as well as increased interest in 
the sector by UNICEF, UNDP, and bilateral donor agencies, are culminating in 
the provision of multilateral assistance to SNHR within th seven-year life of 
SANRU II. 

16.3.3. Current Status of the SNHR 

The SNHR was created in 1983. It has developed an operational strategy 
based on regional field stations which assist lccal communities in developing
 
their water supply systems. Currently ten field stations of variable size are 
dispersed throughout the country (See Figure 16.1). 

As shown in Table 16.3, the SNHR currently has a total staff of 136, of
 
whom 13 are located in the Kinshasa office and the rest distributed among the 
field stations. The field-station staff is usually greater than shown because
 
stations hire temporary labor (local bricklayers and carpenters) to meet the 
needs of each assignment.
 

The central RIM office is currently divided into the following three 
functional units: an administrative and financial unit, a technical unit, and 
a logistics-support unit. 

Pccording to SMJR documents, four new stations are planned: 

Station d 'Hydraulique krale de Nord-Ubangi (Fquateur) 
Station de W&eKa (Kasai-Occidental) 
Station d'Hydraulique Rirale Nord-Shaba (Shaba) 
Station d'Hydraulique Rurale de Sandoa (Shaba) 

Table 16.3: Current SNHR Stations and Personnel
 

__ _' TOTALPFS/ NEL 
'N.of*I
 

Civil 'Engi-'
 
Service Ineers 'Contractual
 

S.N.H.R. 
Central Office 9 3 4 13 

l)Station MRWUW 
2)Station MASISI 
3)Station BUNIA 
4)Station 1GANDIKA 
5)Station LUMPUA 

5 
2 
1 

15 
1 

2 
1 
2 
1 
1 

11 
6 

10 
12 
4 

16 
8 

11 
27 
5 

6)Station LJAMBO 1 1 15 16 
7)Station MISELE 1 1 11 12 
8)Station N'SIONI 11 1 2 13 
9)Station BIKORI 
10)Station BARAKA 

1 
2 ' 

1 
J. 

6 
6 

7 
8 

TOrALJ GAEAL 49 15 ' 87 136 

* Number of Engineers out of total civil-service emplcyees. 
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16.3.4. SHR Budgetary Support from the GOZ 

Since its formal creation in September 1983, the SNHR has rece ved 
the following budgetary support: 

Year Amount (ZaYres) Major Equipment
(Value in ZaYres) 

Total (ZaYres) 

1983 1,000,000 1,000,000 
1984 4,201,500 10,000,000 14,201,500 
1985 1,700,000 - 1,700,000 

Funds made available to SNHR cover contract personnel salaries and 
operacional costs. The SNHR has relied on UNICEF to provide most of the 
materials and equipment for constructing water systems. 

In 1984, the MOARD purchased one drilling rig (CIMRAD Combi 71) and 
accessories estimated to cost 10,000,000 Zaires. Thus the GOZ support to 
SNHR for 1984 is estimated at 14.2 millicn Zaires. 

The SNHR has published the following statistics on its output 
performae and that of its predecessor organizations from 1978-84: 

stem .No. Installed
 
Spring cappings 800 
Hand pumps 180 
Gravity-fed systems 23 

SNHIR's 1985 objective is to cap 167 springs, install 230 hand pumps 
on constructed wells, and install apprcKimately 130 kilometers of 
gravity-fed water systems. 

UNICEF, which has been t]ie main source of material and equipment to 
the SNHR, reports the following figures for water points that have been 
personally inspected by the UNICEF (Kinshasa-based) water expert: 

1978-1985 total 1984 only 1985 only 

Spring cappings 67 20 0 
Hand pumps/wells 63 4 8
 
Gravity-fed systems 26 3 0 

Project-design discussions with UNICEF, UNDP, and SNHR clearly showed 
that SNHR will have to revise implementation procedures to improve its 
performance and monitoring of stations. The creation of the SNHR and its 
ten field stations was relatively easy compared to the tasks of funding 
operational costs and managing the program, given Zaire's current 
financial problems and infrastructural constraints. Especially for 1985, 
SNHR's performance has been far from satisfactory. A major covenant to 
project assistance will be MUMD's agreement to administrative reforms 
within the SNHR. The following areas, among others, will be reviefed 
with a view to more efficient performance: 
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-

-

-

-

-

-

-

Personnel management and administration 
Financial management. 
Field supervision 
Increased training for field and central 
Preparation and approval of workplans at 
Program planning (and budgeting) 
Field stations' reporting system 

staff 
the regional level 

16.3.5. rIZs and NGOs in Water and Sanitation
 

Mary RHZs are operated b missionary organizations under the auspices 
of the GOZ. Some of these NGOs have already developed a strong 
capability to implement water programs. The project aims to use these 
NGOs (in the project area), in addition to the SHR water stations, to 
implement project water activities. In some SANRU I Project RHZs, the 
zonal health authorities have also begun assisting water and sanitation 
activities. SANRU II will enhance the material and technical capability 
of RHZs to support these activities. The IZ office will be staffed by 
rural water coordinators, marw of whom will work as counterparts to Peace 
Corps water volunteers. 

Thus, three major sources will provide technical back-up for 
community water and sanitation activities planned for SANRU II: SNHR, 
1ME0s, and the RHZ staff. The current technical capabilities of all three 
need to be reinforced and strengthened to guarantee the attainment of 
project outputs. 

16.3.6. Objectives, Inputs, and Outputs 

(a) Objectives 
The national rural-water-supply objective, as set ly the President of 

Zaire in his November 5, 1985 inaugural speech, is to serve 50 percent of 
the rural population ly the year 1991. Currently less than 1,400,000 
persons, apprcximately 5 percent of the rural population, is estimated to 
have access to safe drinking water. 

Utilizing SANRU II funding over seven years (estimated U.S. $5.6 
million plus $6.9 million equivalent in GOZ counterpart funds), it is 
expected that 1,500,000 people will be provided with sufficient 
quantities of safe and accessible water. This represents about 11 
percent of the 50-percent national objective, and 17 percent of the total 
population in SANRU I and II RHZs. Given a depreciation period of 15
 
years for the average installation, the per capita annual cost of the 
SANRU II water initiative amounts to roughly U. S. $0.50. 

Slightly more than 70 percent of the USAID dollar grant and 
counterpart funds will be spent for construction materials which will be 
used directly for the improvement, protection, storage, and piping of 
water to villages. Apprcvimately 15 percent of total costs are slated 
for the transport of materials (and of technical personnel) to 
worksites. The remaining expenditures are for setting up and/or 
reinforcing the institutions, (RHZs, NCOs, HR) necessary to support, 
coordinate, and supervise the various water activities. 
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(b) 	 Ipt 
Tschnical assistance, training, and commodities are the three 

major project inputs.
 

Technical Assistance: A total of seven person-years of long-term 
technical assistance has been programmed for the SNHR. one senior water 
and sanitation planner will be based in the Planning Unit for two years 
to develop the unit's planning capability. The other, five-year SHR 
position, the technical advisor for field operations, will be concerned 
primarily with the implementation of SANRU II activities at te regional 
IZ and community levels. Both tecinical advisors will work with Zairian 
counterparts. 

Approcimately twenty person-montis of short-term TA for SHR have 
been budgeted for in SANRU II,most of which will be in the construction, 
mechanical, and social-sciences arnas, and provided through the WS 
Project. WM has agreed to share te costs of short-term TA, thus 
additional MM TA is expected to be provided at no cost to SANIM II. 
Furthermore, ten person-months of TA have been programmed for training 
and technical support for te RHZ water component. This combination of 
long- and short-term technical assistance will strengthen the SHR and 
N10 water brigades, RHZ water staff, and community water agents. 

Training: The second purpose of te SANI II water activity (to 
strengthen the technical capabilities of SNHR and selected NGOs) will be 
achieved primarily through training, including long-term out-of-country
 
masters-level training in environmental and/or public health for two 
central-level engineers. These trainees will rejoin the central SNHR by 
the end of te second project year. During the seven-year life of the 
project, 180 persons will be trained in short-term in-country 
water-related courses and conferences. In the second project month, a 
WAM training consultant will develop a training schedule addressing the 
needs of community water agents, rural health zone staff (especially
RW1s), lightly equipped brigades, and brigades equipped with drills. The 
short-term in-country training plan will also involve on-the-job training 
through counterpart relationships. 

Commodities: ?bst project counterpart funds allocated for water will 
be used to purchase pipes, fittings, cement, etc., for the construction 
of te water systems. A standard list of equipment will be furnished to 
all NGO and SNHR "light" brigades (see Annex 10, 19.5.). At least two 
brigades will be equipped with drills. 

The project will supply motorcycles to brigades as well as to Peace 
Corps volunteers at te IZ office. UNICEF has agreed to furnish the 
brigades with four-wheel-drive vehicles and some equipment. SANRU II will 
furnish a limited number of additional four-wheel-drive vehicles, as well 
as office equipment to the brigade stations and SHR central office. 

(c) outputs.
 
The immediate community-level benefit of te above inputs will be
 

3,000 springs and spring boces, 880 drilled wells, 825 hand-dug wells, 
125 gravity-fed systems, 40 pump-assisted distribution systems, seven 
infiltration galleries, and 2,000 VIP latrines - all serving 
approximately 1.5 million rural Zairians. 
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16.3.7. Techical Feasibility 

Refer to Annex 6, Section 15.1.8. 

16.3.8. Organizational Inplementation Arrangements 

Figure 16.2. depicts the organizational relationships between the 
various entities involved in the implementation of water and sanitation 
activities at the central, regional, and ccmnunity levels. 

(a) Central Level: T1e key ipleimenting bodies of the project at 
this level are the National Water and Sanitation Coordinating Comittee, 
which is under the direction of the C1NAEA executive secretariat, the SNHR 
central office, and the SANRU II Project Office (loz.ated at ECZ). The 
National Water and Sanitation Coordinating Committee will include 
representatives of the following organizations which are active in the 
sector:
 

- SHR 
- SANRU II Project Office
 
- QMEA representatives
 

- UNICEF
 
- USAID
 
- Other bilateral donors 

- Nkos represented in Kinsbasa 
- Peace Cbrps 

This committee will meet at least once every two months to review 
project plans and progress, resolve, problems, and provide general 
guidance to the SNHR Director's Office and the Planning Unit staff. 

SNHR and SANRI II Collaboration: Coordinated planning and cooperation 
between these two offices at the central level is critical to project 
success. The SNHR has direct administrative control over the water 
stations and brigades but does not control the materials (cement, pipes, 
etc.) used to construct water points in the rural communities in mIZs. 
The SANRU Project Office in Kinshasa will be responsible for procuring 
and delivering these inputs directly to the % Zs. '7o facilitate this 
close working relationship, the rural-water field-operations advisor will 
spend at least 10 percent of his time coordinating workplans of the two 
offices. In carrying out its national role, the SNHR-based Planning Unit 
will work closely with project staff. The Planning Unit will: 

- establish and promulgate construction standards for the different 
types of water and sanitation interventions feasible in rural 
Zaire; 

- establish regional intervention strategies based on 
lydrogeological, economic, and scial factors; 

- prepare the rural water supply ccupnent of the National Plan; 
- keep an inventory of all water and sanitation projects in 

progress, inoluding their location and level of funding; 
- identify NGsO that could be assisted to assume greater technical 

advisory roles in the development of this sector; 

JP
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- investigate and promulgate new rural water technologies for Zaire;
 
- plan and carry out operational research; and
 
- establish a library/dcumentation center.
 

(b) Regional Level: The key implementing entities at this level are 
the rural water brigades (SNHR or NGO), the RHZs, and the communities 
benefiting from the interventions. Sine the health zones are the 
self-contained functional units of the health system, the RHZ water 
programs will be developed independently (altIXugh this does not preclude 
cooperation between zones in training). The. SNHR brigades will, however, 
cover several RHZs in their operational area. This overlap makes it 
imperative to institute frequent planning sessions between each brigade 
and the RHZs in the brigade's area of ativity. This situation would 
also necessitate the joint development of integrated annual work plans 
between brigades and RHZs. The planning sessions and workplans must be 
cognizant of the different roles and responsibilities of the cooperating 
parties, for example: 

(1) The RIHZ water coordinator is responsible 
coordinating all project-financed water 
zone. 

for planning and 
interventions in his/her 

(2) The RHZ health authorities will serve as the guardians of 
project materials. 

The brigades will work in RHZs following a workplan established 
together with the rural water coordinator for each zone. Based on 
decisions and procedures to be made jointly by the SNHR, Peace Corps, 
SANRUi II Office, and IZ health authorities, prior review and approval 
may not be required for community projects involving the simpler 
technologies such as spring capping and spring bcxes. When such 
procedures for simple interventions are adopted, it would be important 
that the Planning Unit of the SNHR provide plans and technical literature 
to assist the work of the local technicians. For the more sophisticated 
technolcmies, such as cisterns, gravity-fed systems, wells (wide-diameter 
or drilled), infiltration galleries, etc., it will be essential that a 
technical review and approval of all such proposed interventions be 
carried out in the field prior to constructing the system. This would be 
accomplished by a RHZ-based committee composed of the following: 

- Area brigade team leader 
- Rural water coordinator 
- Community representative 
- Brigade supervisor/engineer from Kinshasa 
- Peace Corps representative 
- PNA representative (if present)
 

A field review permits on-site verification of costs, and site
 
inspections that would be impossible if the review were carried out in 
Kinshasa. After the technical approval has been obtained, the RHZ water 
coordinator and the brigade team leader would together schedule the 
construntion of the water system. 
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To facilitate planning and information gathering, the SNHR Office, 
NGO brigades, and the SANRIJ Office will jointly develop forms to be used 
in collecting background informdtion needed for deision-making 
corcerning each type of village water system. This information would be 
useful in determining whether special on-site visits and studies are 
required before undertaking an intervention. 

(c) COmmunity Level: Some villages in Zaire have village develo nt 

committees which are responsible for implementing community-level 
activities. These committees will choose a community water agent who 
will be in charge of articulating water and sanitation needs and 
negotiating the village contribution (labor, sand, stones, etc.) to water 
activities. The r4'C in each health zone will work closely with village 
authorities within this framework to ensure that each community water 
activity is properly planned, and executed with minimum delay. 

(d) Communication between the Central, Regional, and Community 
Levels: Rapid communication between these three levels is essential to a 
ensure a satisfactory pace of project implementation. Because poor 
communications have hindered mary development activities in Zaire, the 
project will install a high-frequercy radio system to keep strategically 
located water stations in touch with the SNHR central office. The 
technical advisor for field operations and his Zairian counterpart are 
expected to travel 50 percent of their time to ensure that the brigades' 
operations are closely monitered. Brigade team leaders, Ri~s, and 
community water agents are expected to schedule their interventions 
together. These various interactions will promote rapid communication 
from the RHZ level to the SNHR central office. 

Copies of the RHZs' water and sanitation reports for the SANRU II 
Office will be simultaneously transmitted to the SNHR central office. 
The RHZ reports will also be cross-checked with brigades'reports to the 
SNHR Office. 

16.3.9. Financial Estimates and Recurrent Costs 

Tables 15.3 (MOH) and 15.4 (MUM) (Annex 6, Section 15.1), detail 
the dollar and Zaire counterpart-fund budgets for SANRU II. These should 
be considered capital-investment budgets. For the water and sanitation 
component, recurrent costs will be borne by the two implementing 
ministries:
 

Ministry of Agricultural and Rural Development: The MOARD's estimated 
recurrent costs related to this project are depicted in Table 16.4, which 
shows annual personnel-cost increases associated with the increasing 
number of brigades. The Ministry has agreed to budget for these costs 
for the life of the project. 

Ministry of Health: The other project recurrent costs for water and 
sanitation will be at the RHZ level (see Section 15.2.3.). Most RHZ 
personnel are already on the payroll and will not constitute an 
additional cost to the MOH. However, all 100 rural water coordinators 
(one per RHZ) will be new hires. Based on an RWC's annual salary 
estimated at 10,OOOZ, the MCH would pay approximately 1.06 million real Z 
(i.e., value in 1985 Z) per year in salaries for these new-hires. These 
recurrent costs are relatively low and the MOH has agreed to absorb them. 



Table 16.4.: Estimation of Recurrent Costs to be Assumed by SNHR
 

1986 1987 1988 1989 1990 1991 1992 

SNHR Brigades 10 16 22 26 26 26 26 

Field Staff 170 272 374 442 442 442 442 

Central Office Staff 20 20 20 20 20 20 20 

Total Staff 190 291 394 462 462 462 462 

Total Salaries 2,640,000 3,864,000 5,083,000 5,904,000 5,904,000 5,904,000 5,904,000 

Operating Costs 528,000 772,800 1,017,600 1:80,800 1,180,800 1,180,800 1,180,800 

Grand Total 3,168,000 4,636,800 6,105,600 7,084,800 7,054,800 7,084,800 7,084,800 

Notes: 
- The water brigades consist of 17 staff members each. 

- Tie cost per brigade is 17,000 zaires/team/month. 
- The central office operating costs are assessed at 50,000 zaires/month.
 
- No increases owing to inflation or salary increases are considered in this table. As they 

occur, these would be assumed by G)Z. 
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16.3.10. Genera] Description of Selected Technolcqies 

This section describes the salient features of the technologies 
selected for the project. Measurements indicated in the diagrams do not 
neessarily represent measurements to be used in project systems. The 
SNHR Planning Unit will be responsible for developing modifications 
and/or specificati-s for these systems that are suited to the various 
regions of Zaire. 

(a) Spring Protection: Most rural Zairians depend on spring water. 
As indicated in FigJure 16.3, all that is involved in spzing capping is 
the identification of the source or "eye" of a spring, collecting the 
emerging water, and protecting it from surface or underground pollution. 
The water can be fetched directly from an overf~ow pipe at the springbox 
or an additional collection ipe can be installed to convey the water to 
a storage tank or to the point of use. Various spring-capping methods 
have been used successfully. These aim to improve water yield from 
low-yield springs and protxct the spring's source from pollution by man, 
animal, and surface runoff, or from underground. Before developiag a 
spring, it is importpnt to determine vi]ther or not it is seasonal. If 
so, it should be developed duri ng the dWi seaon, when it would provide 
the least amount of water. The following description of spring capping 
is adapted from Environmental Health Engineering in the Tropics by Sandy 
Cairncross and Richard Feashem. 

Springs, where they exist and have a reliable flow, can make ideal 
sources of water for a community water supply. No pumping is requiled to 
extract water from them, and all that is usually necessary to obtain 
water of good quality is to collect it and protect it from pollution.
This is done y building a box of brick, masonry, or concrete around the 
spring so that water flows diretly out of the box into a pipe without 
ever being exposed to pollution from outside (Figure 16.3). 

The water emerging at a spring has generally been forced to the 
surface by an impervious lmyer of soil or rock; a layer through which 
water cannot pass. In excavating the foundations for a spring box, it is 
important to avoid digging through this layer, or the water may seep 
downward so that the spring disappears or moves downhill. 

The point where the water emerges, known as the "eye" of the spring, 
should be covered with carefully selected sand or gravel. If this 
material is too coarse, the spring water may erode the soil behind it, 
but it should not be finer than the existing soil behind it or it may 
block the flow. If there is a danger that it could be washed away, then 
still coarser gravel should be placed in front of it. with the gravel
progressively increasing in size to the stones of the spring box wall. A 
spring may sometimes flow very strongly for brief periods after rain, and 
the whole structure must be sound enough to resist erosion. 



FIGURE 16.3 A SPRING BOX 
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Fine sediment is suspended in the water from most springs. A spring 
bcx therefore should be built to prevent this sediment from settling over 
the eye of the spring and blocking its flow. This is best done by 
ensuring that the overflow pipe is not above the eye (Figure 16.3). It 
is also important for the spring bcx to h1ve a removable cover, so that 
it can be cleaned out from time to time. Alternatively, one or more 
small springs may be connected to a single "slit trap" (Figure 16.4),
 
where the silt is allowed to accumulate and is periodically cleaned out. 

Care is required to prevent surface water fra running into the 
spring bcm and polluting the water in-it. Puddled clay should be used to 
backfill behind te bcx to seal the ground against infiltration. 'Ile top 
of the spring box should be at least 300 millimeters above the ground, 
and the access hole should have a lip around it and a cover which is not 
easily removed. In addition, a ditch may be dug on the uphill side of 
the spring, and the excavated soil thrown up into a bank of "bund" 
(Figure 16.4) to divert surface water. Finally, a feire or prickly hedge
 
planted on the bund will help to keep people and animals away.
 

During SAH I, two Peace Corps volunteerz developed a village-level 
step-by-step manual, which will be utlized in SANR II to implement most 
of the village spring-capping activities. 

(b) Wells: Hand-dug wide-diameter wells and drilled wells (small
 
diameter) will be constructed in this project. Both will be fitted with
 
the India Mark II handpump. Figure 16.5 gives the main features of the
 
wide-diameter hand-dug well.
 

Although hand-dug wells can continue to be-sed with a rope and 
bucket if the pump breaks down, the well becomes more subject to 
pollution. The following pollution sources must then be considered 
(although only the first two are of concern if the well is properly 
sealed and the pump functioning): 

(1) Polluted groundwater: This can result from location of the well
 
too close to pit latrines, soakaways, or refuse dumps, whose
 
influenme may extend up to about 15 meters in a typical soil. 
In fissured strata such as limestone and fractured rcck, water 
may flow in underground streams rather than seeping through the 
soil, and so carry fecal pollution much longer distances. 

(2) Seepage water from the surface: This may enter through the top 
few meters of the well lining if it is not sufficiently 
watertight near the surface. 

(3) The vessels used for drawing water: However often these may be
 
rinsed out, they can cause some pollution of the well. An
 
impro-!ement can be achieved by having a bucket permanently
 
hanging in the well, probably from a windlass, so that it is
 
never taken home and never put on te ground. If te bucket is 
made of collapsible rubber, it is likely to be put on the ground 
or stolen. 

(4) Rubbish thrown down the well: The chance of this may be reduced 
by preventing children from playing near the well. 



FIGURE 16.4 THREE PROTECTED SPRINGS CONNECTED 
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(5) Surface water: This may be washed straight down the well,
especially if the ground surface has sunk, as is often the case 
when the well does not have an adequate lining. It can be 
prevented b building a headwall which will also help to prevent 
animals and people from falling into the well. 

(6) 	 Spilt water: If there is no headwall, or if people stand on the 
headwall to draw water, water which has splashed against their 
feet can fall back into the well. 

Drilled Wells: Properly constructed and maintained drilled wells are 
generally superior to hand-dug wells sirne they are virtually
pollution-free. However, a breakdown in the installed handpump renders 
the well unusable. Therefore, for drilled wells, the choice of handpumps
and their maintenance is extremely important. Based on the following
criteria, the India Mark II handpump (Figure 16.6) is considered the pump 
most 	responsive to te environment in Zaire:

1) The pump should be as simple as possible and easy to repair.
2) The maintenane required must be easy to carry out and not 

required too frequently.
3) Manufacture should not present major quality-control problems

and should preferably be undertaken in the country where the 
pump is to be installed.
 

4) The pump must be reliable.
 
5) The pump should be resistant to abuse, vandalism, and theft of
 

parts.

6) It should be acceptable to users and produce water at an 

acceptable rate. 
7) It should be suitable to local hydrogeological conditions, e.g.,

depth of water table and corrosiveness of groundwater. 
8) The pump should be provided with a basic maintenance tool kit 

and clearly illustrated installation instructions. 
9) The price should be as low as possible. 

(c) Gravity-fed Distribution Systems: Of all the SANRU II water 
interventions, distribution systems using gravitational pressure are 
expected to reach the greatest number of beneficiaries. A number of 
water brigades in Zaire have been actively employi, this system with 
widespread acceptance because of its flexibility and ability to solve
medium- to iarge-scale water-supply problems (populations from 1,000 to 
20,000 can benefit fram one of these types of interventions).
 

Gravity-fed distribution systems are preferred over mechanically
powered ones because of their simple construction and easy maintenance by 
local development committees. Essentially, water from a spring situated 
at an elevation above its desired destination is captured and channelled 
through a main feeder line. Public fountains are placed strategically

along the main feeder line and branch lines. Generally private taps are 
disallowed, hmwever, installations at medical and other public facilities 
are common and mary times are the primary object of such an initiative. 
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FIGURE 16.6 THE INDIA M.,IARK II PUMP
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In cases where the flow rate of the spring is not sufficient to
supply an and/oradequate quantity of water during peak consumer usage in
the dry season, a storage reservoir is constructed. Various control 
devices, such as air-release valves, pressure break chambers, and control
valves, are also installed according to the layout of each system.
Quarterly maintenance inspections by locally trained village technicians, 
are normally sufficient to keep the system in good order. Major repairs
 
or additions to the system would require intervention by the MC and/or a
subregional water-brigade technician. All tools necessary for general

repairs can usually be found locally, but will also be provided to the
 
RWC y the project.
 

(d) Pump-assisted Distribution Systems: This intervention is usedwhen the users reside at a lccation higher in altitude than that of the 
source of water. Pump-assisted systems require energy to force water 
a point from which it can continue its way to the consumer under 

to 

gravitational pressure. The energy may be produced by hydraulic (turbine
or ram pump), solar (solar-energy panel collectors), fossil-fuelor 
(e.g., diesel generator) means. The suitability of each energy source
 
will be determined on a case-by-case basis. 

These systems require regular care to perform with minimal service

disruption. A competent mechanic must be available locally to perform

the necessary maintenance and repair service. This person's time, and

(in the case of fuel driven pumps) daily fuel costs must be paid for
 
regularly by the users, 
 or the system will not function for long. The 
recurrent costs and maintenance problems of this intervention must be
seriously considered before its installation. Pump-assisted distribution 
systems will be constructed only for institutions with a technical and
financial base strong enough to resolve the maintenance and recurrent 
fuel and spare-parts costs involved.
 

(e) Infiltration Galleries: An infiltration gallery consists of a
 
system of porous, perforated, or open-joint pipe or other conduit 
draining to a receiving well. The pipe is surrounded by gravel and
located in a porous formation such as sand and gravel below the water
table. The collecting system should be located 20 feet or more from a
lake or stream, or under the bed of a stream or lake if installed under 
expert supervision. It is sometimes desirable, where possible, to
intercept the flow of groundwater to the stream or lake. In such cases, 
a cut-off wall, or puddled clay dam is carefully placed between the
collecting conduit and the lake or stream to form an impervious wall. It
is not advisable to construct an infiltration gallery unless the water
table is relatively stable and the water intercepted is free of 
pollution. The water-bearing strata should not contain cementing
material or yield a very hard water as it may clog the strata or cause
incrustation of the pipe, thereby reducing the flow. An infiltration
gallery is constructed similar to that shown in Figure 16.7. The depth
of the collecting tile should be about 10 feet below the normal ground
level, and below the lowest to assureknown water table, a greater and 
more constant yield. An infiltration system consisting of horizontal 
perforated or porous radial collectors draining to a collecting well can

also be designed and constructed, where bydrogeological conditions are
suitable (usually under a stream bed). The infiltration area should be
 



FIGURE 16.7 DEVELOPMENT OF A SPRING IN A SHALLOW WATER-BEARING AREA
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controlled and protected from pollution b, sewage and other wastewater 
and animals. 

(f) Cisterns: A cistern is a watertight tank in which rainwater 
collected from roof runoff is stored. When the quantity of groundwater 
or surface water is inadequate or the quality objectionable, and where an 
adequate municipal water supply is not available, a cistern supply may be 
acceptable as a limited source of water. 
Because rainwater is soft,

little soap is needed when used for laundry purposes. Oni the other hand,
rain will wash air pollutants, dust, dirt, bird and animal droppings,
leaves, paint, and other material on the roof into the cistern unless
special provision is made to bypass the first rainwater. Users of the 
system will make sure that the first rains after the dry season are not
collected into the cistern, as the water is usually highly contaminated. 
The cistern will need to be cleaned out and disinfected periodically.
The capacity of the cistern is determined by the size of the roof 
catchnent area, -the probable water consumption, the maximum 24-bour 
rainfall, the average annual rainfall, and the maximum duration of dry
periods. 
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ANNEX 8
 

17. PROTECT STAFFING AND TRAINING 

17.1 Detailed Training Plan 

17.1.1 Training for Health-Center and Village Personnel 

Rural health zones will train these categories of personnel for work in
 
health centers and villages.
 

Nurses and auxiliaries for health centers 2,140
 
Village health workers (VHts) and traditional 3,000
 

birth attendants (TBAs)
 
ealth-center committees and village development 3,000.
 
committees
 

Not all zones will necessarily have every category of worker. Some zones 
find VHWs or TEAs inappropriate in their situations and have very active 
committees instead. Some zones are developing one type of committee more than 
the other. Therefore the zone itself will determine the courses it needs, 
arrange the logistics, and conduct its own sessions for these personnel.
Zones will usually train nurses at the reference bospital; they will train the 
other categories at health centers or in villages. For the first three 
categories, SANRU II will aid the zone with costs of the basic and twocourse 

refresher courses; the project will pay half the training costs and the 
zone
 
itself will provide the rest. (This shared financing is already established
 
under SANRU I.) The last two categories (committees) will be activated and
 
oriented at minimal expense, to be borne Wy the zone or the village. More
 
details of the training are outlined in Table 17.1 

17.1.2 Training for Health Zone Personnel 

Eight categories of staff of rural health zone offices will be trained. 
The majority will be in new zones developed during SANRU II. Some will be
serving in certain SANIU I zones which have not yet received a particular type
of training. Some will be replacements for personnel who were trained but wlo 
are no longer in place. 

Medical chiefs of zones 70 
Administrators 
 90
 
Secretaries 100 
Pharmacists 
 70
 
Mechmncs 
 70
 
Rural water coordinators 125 
Supervisors/trainers of health 

center nurses 200 
Trainers of VHWs, trainers of TBAs, 

organizers of committees 150 

Few, if any, health zones will have a full-time person in every category.
Nevertheless, a separate training course will probably be needed for each 
function. All training will be done within Zaire. 
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In-country Training (Short-term): 

During SANXE II, persons already at work in rural areas will be re-trained 
for their new health zone duties. Most training will occur in short (1-4
week) region-wide courses and conferences; some will occur in shrt national 
courses. After the basic training, one-week regional meetings (every year or 
every two years) will offer continuing education for the zone personnel and 
provide for interchange of ideas and experiences. 

No new construction of training facilities for these courses is 
anticipated. Each region can probably identify one or two rural health zones 
that have dormitories, kitchen facilities, and classrooms, as well as access 
to health centers and villages for field training. For example, nursing
schools, secondary schools, and church confererne centers can be rented for 
short courses. In some cases, minor repairs and furnishings will be provided 
ly SANIU II. 

To organize these regional and national courses, the project will often 
collaborate with other agencies with similar needs or expertise (Expanded
Program on Immunization, Catholic Medical office, National Rural Water Service 
(&HR), CDCFAM, UNICEF, and the Sixth Department of the MCH). Teachers for 
the short-term courses will be drawn from among the faculty of the School of 
Public Health, medical institutes and nursing schools, national and regional
health officials, and experieced personnel from established health zones. 
Funding of the courses will often be a joint venture, with SAM II paying a 
portion of the total cost, or the per-person costs for the participants from 
SANIJ health zones.
 

In-country Training (Long-term): 

With the opening of the new School of Public Health in 1986, a-hine-month 
advanced course will lead to a certificate in public health. SANRU II will 
sponsor a quota of zonal medical chiefs and administrators each year, a total 
of 72 for the life of the project. In addition, the project will sponsor
public-ealth-certificate training for eight regicnal medical inspectors and 
eight regional PHC plysicians. 

After the Project: 

By the end of the project, medical institutes and faculties will have 
started producing young graduates with basic pre-service training in primary
health care. Functioning rural health zones will perhaps be able to offer 
practical internships for these students. Short-term training courses may no 
longer be necessary, though some form of continuing education such as 
bi-annual regional meetings will still be important. 

17.1.3. Training for Regional and National Personnel 

Several categories of personnel will receive advanced training through 
courses or conferences. Some will be staff members of the national SAN1 J II 
Project Office. Some will be government health officials with little previous
training or experience in primary health care. Same will be experienced zonal 
medical chiefs. Some will be educators currently teaching in medical 
institutes and nursing schools. All will profit from updates on rural health 
zones and from workshops on teaching and supervising rural health workers. 
They will then constitute pools from which teachers can be drawn for the 
short-term regional and national training of zone personnel (described in the 
preceding section). 



Teachers in medical institutes and nursing schools 100 
(ITM, IEN, ISTM) 
Regional health officials 16 
Sub-regional water engineering technicians 90 
SANRU II project staff 10 

20Medical chiefs of zones 
National health officials 25 
National water-sanitation managers 2 

In-country Training (Short-term): 

Two national workshops of two weeks' duration will prepare about 50 
teachers and regional officials to give the short-term training scheduled in 
the various regions. After they have begun teaching the courses, SANRU II 
will enable the teachers to make follow-up visits to their students working in 
rural health zones. 

Each of the nation's 87 nursing schools will send an instructor to a 
regional conference on integrating primary health care knowledge and practice 
into the curriculum. -

About 90 water engineers and technicians of the sub-regional water 
brigades will attend regional courses on managing water projects and training 
zonal water technicians. 

In-county Training (Long-term): 

SANRU II will sponsor 16 regional health officials as candidates for the 
certificate of public health in the nine-month course at the Zaire School of 
Public Health. 

Out-of-country Training (Short-term): 

SANRU II will sponsor 10 of its own staff, 20 zonal medical chiefs, and 25 
national health officials to attend short-courses and conferences in other 
countries. 

Three teachers of trainers (for village health workers) will take courses 
or apprenticeships at the WHO Training Institute at Lome. 

Five persons will study ccmmunity organization, probably at the 
Pan-African Institute for Development at Douala. 

Six faculty members of nursing schools will study nursing education for 
primary health care at CESSI in Yaound6 or Dakar. 

Twenty water engineers will attend conferences and short courses in other 
African countries. 

Out-of-country Training (Long-term): 

Two national water-sanitation managers will take a one- or two-year 
environmental health course at the master's level, probably in the U.S. 
Four additional national health officials will be sent for master's degrees in 
specialized subjects not available at the School of Public Health in Kinshasa. 



Table 17.1 Training Plan, by Tear
 

PART A TRAINING FOR HEALTH CENTER AND VILLAGE PERSONNEL PART A
 
TRAINING AT SAWRU IT EXPENSE 

POSITION SUBJECT MATTER TYPE OF TRAINING 1986 1987 1988 1989 1990 1991 1992 
Iduraes and Management of Short courses given by Total persons to besrained: 
auxiliaries health center tone a% hospital or 150 540 960 1240 1230 1050 S0 
for Maternity care health center 
health centers Family planning SANRU IT helps a zone witb training costs for three years 

a reference Preoazal consultations Average numbers of nurses SANRU IT pays half, zone pays half. 
health centers Pre-scbool consultations 2 each in 620 new The above figures alloy courses in three consecutive years 

Immunizations health centers. for each nurse or auxiliary (total 6 weeks in first year 
Sanitation 4 each in 100 new 2 weeks in second and third years) 
Laboratory reference health centers, 
Curative care 10 backups in 50 new 
How to supervise reference hospitals 

Viras & TBAs Total 2140 persons
 
Hov to organize and
 
work witb
 
communities
 

Village Basic skills Sbort courses Persons:1450 1100 1750 1950 1600 1250 
health given by zone trainers 
workers (VHWs) in villages or (Each village worker has courses totaling 
and health centers 4 weeks in first year, 

traditional 2 weeks in second and third years) 
birtb Total 3000 persons 
attendants (TRAs)
 

Health- Management of Meetings a% health center 
center bealtb center and in villages 
committees (guided by H.C. nurse Expenses paid by village, bealth center, or zone. 
and Community sanitation and zone trainers) No costs paid by SANRU IT. 

village Health projects 
development Health education Total 3000 committees 
committees 



PART B
TRAINING FOR HEALTH ZONE PERSONNEL
PART B 

TRAINING AT SANRU EXPENSE
 

1990 1991 1992
FUNCTION SUBJECT MATTER TYPE OF TRAINING 1986 1987 1988 1989 

National course Persona: 
15 15 15 15 10Medical Basic course: 


Chief Organization of a RHZ (3 weeks) 

of 50 MCZs from SANRU I Zones, 

Zone 20 replacements from I a TI 

Basic course Regional course Persons:
 
20 15 15 10 10
Management of a RHZ (3 weeks) 


20 from T; 50 from TT
 

Continuing education: Annual Regional Medical Eight regior meet every year, total 250 MCZ9 attending.
 

Setting zone boundaries Conferences SANRU will pay these proportions of the total costs
 
1/3 1/3 1/4 1/4
Presentation of zone (I week) 1/2 1/2 1/2 


Evaluation of progress UNICEF, OXFAM, and/or GOZ will pay the rest.
 

Selected topics
 

Specialized course: Nat. or reg. course Costs borne by PSND, CNND, J1 PIEG0
 
None by SAHRU TT
Reproductive health (3 weeks) 


50 from SANRU I Zones
 

Specializod course: Nat. or reg. course Persons:
 

Bio-statistics, (2 weeks) 15 15 15
 

evaluation, 45 from I & IT Zones
 
operationar research
 

15 15 15
Specialized courses: Nat. or reg. course Persons: 


Selected topics (2 weeks)
 
45 from I & TI Zones
 

MCZs from older zone visits Visits:
 
20 20 20


Selected problems 

new zone to give help 20 20 20 


or
 
MCZs from new zone visits
 

older zone to get help
 

Persons:
Certificate in Nine-month course 

8 8 8
 

Public Health at Zaire Scb Pub Hltb 8 8 8 


48 MCZs from T and TT zones Tuition costs borne by GOZ and School of Public Health
 
Project (?) Room and board paid by SANRU IT
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FUNCTION 

Zone 

supervisors 


and 

trainers 


of
 
health-center 

nurses 


Zone 

trainers 


of Ms, 

trainers
 
of TeAs, 

and 

c-ganizers 

of 

comittees 


PART B 


SUBJECT MATTER 

Basic course: 

Hov to train H.C. nurses 

How to supervise H.C.s 


TRAINING FOR HEALTH ZONE PERSONNEL 


TYPE OF TRAINING 1986 1987 

Regional courses Persons:
 

(4 weeks) 40 55 

50 sup, from SANRU T zones;
 

and village activities 150 from SANRU TT zones 

Specialized courses 
Selected topics 

National or regional 
course (2 weeks)

150 sup. from I & IT 

Persons: 

25 25 
zones 

1989 


40 


25 


PART B
 

TRAINING AT SAMRU EXPENSE
 
1989 1990 1991 1992
 

35 20 


25 25 25
 

Continuing education Regional mtngs. of superv.Four regions meet every year, total 300 attend each year.

(I week, bi-annual) 


Basic course: Regional courses 
How to train VHWs (4 weeks) 
How to train TBAs 50 from I; 100 from IT 

How to discover and work
 
with village structures
 

How to encourago and work
 
with health center cmces
 
and vill dev cmtes
 

Hov to teach and motivate
 
adults
 

Continuing education Regional meetings of 

trainers and 

organizers 


(i week, bi-annual)
 

SANRU will pay these proportions of costs:
 
1/2 1/2 1/2 1/2 1/2 1/2
 

Persons:
 
40 40 30 20 20
 

Four regions meet each year, total 200 attending each year.
 
SANRU II will pay these proportions of total costs: 
1/2 1/2 1/2 1/3 1/3 1/4 1/4 



FUNCTION 
Teachers 

in 
medical 
institutes 
(ITM, TEM, ISTM); 
and 
regional 

health 

officials 


Teachers 


Sub-regional 

water engineers 

and techniciann 


Regional health 

officials 


Teachers in 

medical 

institutes 

(ITM, TEM, TSTM) 

PART C TRAINING FOR NATIONAL AND REGIONAL PERSONNEL PART C (Tn-country) 
(in-country) TRAINING IT AT SANRU EXPENSE 

SUBJECT MATTER TYPE OF TRATNING 1986 1987 1988 1989 1990 1991 1992 
Update on health zones National e--rsons:

and primary 'health care workshops 25 25 
How to give in-service (2 weeks) 

training to MCZs, zone 50 persons 
administrators, pharmacists, 

supe-rvisors, trainers, etc. 
Officials: how to supervise 

rural health effectively 
Teacher-: bow to give basic 

pre-service training in 
primary health care 

Follow-up of former 
students 

visits to zones Zones to be visited: 
15 15 15 15 15 15 

Update on health zones 
and primary health 

Regional workshops 
(2 weeks) 20 

Persons: 
25 25 20 

care 90 persons 
Management of water
sanitation projects 
How to teach and supervise 
health zone water 
technicians 

Certificate in public Nine-month course Persons: 
health at UNIKIN: 4 6 6 

16 persons Room and board paid by SANRU IT 

Integrating primary health Regional Persons: 
care methods, & practice workshops 50 50 
in pre-service training (2 weeks) 

100 persons 



FUNCTION 

National health 

officials 

and 

SANRU II 

national 

project staff 

and 

XCZs
 

National health 

officials 


Sub-regional 

water-sanitption 

engineers 


Experienced 

teachers of 

trainers 


Experienced 

community 

organizers 


Faculty 

of medical 

institutes 


PART C 


SUBJECT MATTER 

Health management 

Program evaluation 


Epidemiology 


Master's degree in 

environment sciences 

and other specialized 


programs
 

Update on water and 

sanitation in Africa 


Advance course: 


TRAINING FOR NATIONAL AND REGIONAL PERSONNEL PART C (out-of-country)
 
(out-of-country) TRAINING AT SANRU EXPENSE 

TYPE OF TRAINING 1986 1987 1988 1989 1990 1991 1992 
Short courses (1-3 mo.) ersons T-total) -.. 

and conferences 8 8 8 8 8 8 7 
(1-3 weeks) in 
other countries 

25 nat. officials, 
10 SANRU staff, 
20 MCZs 

1-2 year course Persons:
 
in U.S.; 3 2 1
 

6 persons
 

Conferences and courses Persons:
 
in other countries 4 4 4 4 4
 
(average 3 mcrths):
 

20 persons
 

Course or apprenticeship Persons:
 
How to teach trainers at WHO Training Inst., 
of village-level Lome (3 months); 
workers 3 persons 

1 1 1 

How to teach health Courses at PAD1, , 

personnel to analyze Douala (1-3 months'); 
& organize communities 5 persons 

Persons: 
2 2 1 

Primary health care 
in the nursing 
school curriculum 

Course at CESST, Yaounde Persons: 
(3 months) 3 

6 persons 
3 



17.2 Job Descriptions for Long-term Technical Advisors 

17.2.1. Project Manager
 

General Description of Responsibilities - The SANRU II project 
manager will be responsible for overall project management in 
coordinating AID, ECZ and GOZ inputs to and through the SANRU project. 
The project manager will report to the project director. 

SIeific Duties and Responsibilities 

- Recruiting and hiring of project staff. 
- Oversee assignment of responsibilities to project personnel and 

monitor their completion of individual work plans. 
- Coordinate project assistance with other national programs 

centrally-funded projects and international agerries. 
- Strengthen the ECZ and MCH capabilities in managemenmt of PHC 

activities. 
- Represent the project on technical and planning ccomittees of 

the MOH.
 
- Develop and oversee the project health information system, PHC 

documentation unit, and operations-rdsearch cap= ity. 
- Prepare and monitor counterpart fund budgets and project reports. 

Qualifications 

1 - MPH equivalency with concentration in international health 
2 - Minimum five years experience in working in developing

countries, especially in sub-Saharan Africa, preferably 
Zaire. 

3 - Experieme in working with NGOs.
 
4 - French language proficiercy at FSI level S-3/R-3.

5 - Ekperience with micro-computers and management information
 

systems. 

17.2.2. Deputy Project Manager/Rural PHC Coordinator
 

General Description of Responsibilities
 

The Deputy Project Manager/Rural PHC Coordinator will be responsible
for the planning, coordination, management, monitoring, and evaluation of 
100 rural health zones assisted by the SANRU project. She/he will be 
assigned to the SANRU II Project Office lcated at ECZ and will report to 
the project manager. Specific duties and responsibilities will include: 

- Oversee the scheduling of orders, inventory control,
 
distribution, and accountability of equipment, supplies,
 
medicines and other commodities.
 

- Monitor financial disbursement of 500 renovation projects for 
health centers and hsopitals.
 



Assist IHZ personnel in dee]oping and implementing Ushir
 
project action plans.
 
Prepare responses to all correspondence dealing with project

MiZs, including water/sanitaticn activites.
 

- Maintain the project management information system.
 
- Other duties as assigned by te project manager.
 

Qualifications: 

1 MPH equivalency with skills in management. 
2 - Previous experience working in developing countries, 

especially in sub-Sabaran Africa, preferably Zaire. 
3 Minimum two years previous experience in management of PHC 

programs in developing countries. 
4 - Frech language proficiercy at FSI level S-3/R-3. 
5 - Experience with micro-computers and their use in management 

information systems. 

17.2.3. Community Development SpEialist/Trainer 

General Description of Responsibilities - The community development 
specialisL will-assist in the promotion, organization, and evaluation of 
community-based PHC activities. He/she will also assist in the 
organization of national, regional, and RHZ training events. He/she will 
be assigned to the SANRU Project Office-at ECZ and will report to the 
project manager. 

Specific Duties and Responsibilities: 

- Develop, implement, monitor, and evaluate models for 
village-development and health-center committees and their 
relationship to the RHZ structure, sub-regional water brigades, 
and other integrated development activities. 

- Develop and monitor the project training plan for VDCs, VHWs, 
TBAs, ealth-center and RE personnel. 

- Coordinate inter-project training collaboration with other 
national programs such as CCCD, PSND, SNHR, CEPLAN3T. 

- Assist with te development of national/regional courses for 
training in PHC management, supervision, and delivery of health 
services. 

- Coordinate requests for short-term TA for development of special 
courses. 

- Advise project and RHZ personnel on pedagogical techniques, 
training materials, and evaluation. 

- Oversee financial disbursements relating to training activities. 
- Establish selection procedures of candidates for short-term and 

long-term national and out-of-country training. 
- Develop and maintain a project management information system for 

all training-related activities.
 
- Other duties as assigned by te project manager. 



Qualifications: 

1 - MPH equivalent studies specializing in training and 
comunity-based PHC activities. 

2 - Minimum two years previous experience in developing 
countries, especially in sub-Saharan Africa, in 
community-based activities, including village development 
committees and village health workers. 

3 - Frerch larguage proficiency at FSI level S-3/R-3.
 
4 - Previous experience in Zaire preferable.
 

17.2.4. Technical Advisor: Rural Water and Sanitation Program Planning 

General Description of Res'nsibilities
 

The primary objective of this position is to provide technical 
assistance in starting a national planning and information unit in rural 
water and sanitation. The unit will be based within the SN&R for 
administrative and logistic purposes but its specific mandate will be 
established b1 the members of the National Action Committee for Water and
 
Sanitation (CNAEA). The unit will be involved primarily in planning for 
all of Zaire and will be infor-mally involved in the water activitiesfunded under the SANRU II project. Specifically, the tehnical advisor 
will work with Zairian couterparts to: 

1) Establish and promulgate construction standard for the different 
types of water and sanitation interventions feasible in rural Zaire. 

2) Establish regional intervention strategies based on lydrogeological, 
economic, and social factors. 

3) Prepare the rural water supply component of the National Plan. 
4) Keep an inventory of all vrater and sanitation projects in progress,

their location and level of funding.
5) Identify NGO's that can be assisted to assume a greater technical 

advisory roles in supporting the develop-ment of this sector. 
6) Investigate and promulgate new technologies for Zaire in this sector. 
7) Plan and carry out operational research. 
8) Establish a library/documentation center for this sector. 

Qualifications 

1) At least a masters degree in public health or sanitary engineering. 
2) At least 5 years experiece in program planning and development with 

2 of them in sub-Saharan Africa. 
3) French language proficiency at FSI level S-3/R-3 required. 
4) Experience in the use of micro-camputers in program development 

highly desirable. 



17.2.5. "itAL'Alcal Advisor: Rural Water Field Oerations 

General Description of Responsibilities 

The technical advisor for tie water and smitation program will be 
based within the SNIR and report to the SNHR Director. S/he will work 
with a counterpart nominated by the GOZ and will assist in program 
planning, coordination, and iwplementation, as well as monitoring and 
evaluation. This position will involve intensive field work/travel 
estimated at 50 percent of tle advisor's time. Specifically, the 
tecImical advisor will: 

- Participate in annual program planning.
•- Participate in coordinating program inputs between SNHR and the 

SANRU II Office (at least 10 percent of time to be spent at 
mm II Office). 

- Participate in organizing training for te water brigades and 
W2Z water coordinators. 

- Assist in te development of techInical specifications for 
technologies of choice for te project. 

- With Zairian counterpart, supervise and implement a 
quality-control and increased productivity program for brigades 
and IMZ water coordinators. 

- With Zairian counterparts, review and approve ccmmunity water 
projects following established procedures and criteria. 

- Assist brigades in developing annual workplans and inplementing 
them.
 

- Perform stock control of brigade equipment and supplies. 

Qualificat ians 

1) 	 At least a college degree in civil engineering with emphasis in water 
and scnitation. 

2) 	 At least 2 years previous experieme in water and sanitation projects 
in FrarcopDne sub-Sabaran Africa, preferably Zaire. 

3) French language proficiercy at FSI level S-3/R-3 required. 
4) Ekperience in program planning and irangement essential. 

17.2.6. USAID Deputy Project Officer 

General Description of Responsibilities 

Working under te overall supervision of te public health officer, 
the deputy project officer will assist te Basic Rural Health II project 
officer in performing administrative, management, procurement and 
monitoring tasks essential to USAID/Public Health Office management and 
support of te Basic Rural Health I (660-0086) and Basic Rural Health II 
(660-0107) Projects.. 

Specifically this individual will: 

- Assist in monitoring te Basic Rural Health I and II Projects, 
ircluding project iplementation and accountability of project 
resources, and assist in management of USAID project inputs. 



Arrange project procurement and prepare relevant USAID 
documentation (purchase orders and PIO/Cs). 

Make arrangements for and facilitate participant -inees and 
tchnical advisors, and prepare relevant documentation 
(including PIOs). 

hot 	as liaison between USAID, GOZ, and project staff, and
 
participate in meetings and represent the Public Health Office 
as assigned. 

- Travel to the interior to monitor project activities. 

- Prepare responses to correspondence. 

- Review and summarize reports. 

Research and collate information required to prepare reports. 

Prepare reports and assist in developing position and/or issues 
papers.
 

Assist in implementing improved office-management procedures for
 

tbe Public Health Office.
 

- Perform all other duties assigned by, te public ealth officer. 

Qualifications 

1. 	 Must have at least a college degree. Master's degree in public 
health (or equivalent) highly desirable. 

2. 	 Must have French proficiency at the FSI level S-3/R-3 to permit 
reading documents in French and working with GOZ officials. 

3. 	 Prior experience in management/administration of health programs in 
third-world countries, particularly in sub-Saharan Africa highly 
desirable
 

4. 	 Training/experience with micro-ccoputers and management information 
systems highly desirable. 

5. 	Good writing skills essential.
 



AN1NEX 9
 
18. AOOISITIaN PLAN AND WAIVERS 

18.1. (1) Overall Acquisition Plan 

18.1.1. Resonsibilities
 

a. 	The implementing agencies for this project will be the
 
Ministry of Health and the Church of Christ in ZaYre 
(BCZ). At the same time, host country contracting for 
project commodities is not anticipated other than possibly 
a lost-country contract for the procurement services of a 
PSA.
 

b. 	USAID/ZaYre: The project officer, USAID/ZaYre, is 
responsible for initiating procurement actions in 
coordination with the MIH and the ECZ Contracting for 
project commodities and services (other than that done bl 
the PSA) will be undertaken bj USAID/ZaYre. In those 
instances when contract costs exceed the mission's 
contracting authority, contracting will be completed by 
REDSO/WCA or AID/W. Procurement of project commodities and 
technical services by USAID/ZaYre will be by AID-direct 
contracting and will therefore be carried out in accordarnce 
with the Federal Acquisition Regulation (FAR) and AID 
Acquisition Regulation (AIDAR) which became effective in 
April 1984. 
Other smaller wticns, such as procurement of short-term 

technical services and PSCs, will be done by the USAID.
 

18.1.2. Commodity Procurement 

a. 	 It is envisioned that procurement of commodities will be 
undertaken using one of the following three methods: 

(1) A major portion of the proposed project commodities 
will be procured using AID-direct contracting procedures. 
It is anticipated that USAID will procure project vehicles 
and motorcycles, bicycles, some hospital equipment, solar 
refrigerators, office and audio-visual equipment, 
micro-computers and water pumps. Procurement will be in 
accordance with the Federal Acquisition Regulation (FAR), 
AID Handbook 14. In instance where a contract will exceed
 
the contracting authority of USAID/ZaYre, the contract will 
be executed by AID/W or RWDSO. 

It is estimated that approximately $ 3 million will be 
available to finance local currency for shelf-item 
procurement. A number of commodities required for this 
project such as office equipment, solar refrigerators and 
some 	 hospital equipment are available as shelf-items. The 
Mission Director has determined based upon a reasonable
 
analysis of the supply and prices of indigenous and 
shelf-item goods and services expected to be required, that 
such prices are reasonable, taking into account comparable 
delivery items and prices from eligible sources, and the 
implementation schedule of the project. Shelf-item 
procurement will follow the rules and procedures set forth 
in Handbook 1 Suppl. B, Chapter 18. 



For small %& _-ccurement under $ 25,000, purchase orders will 
be used. Fixed price supply contract will be used for commodity 
procurements in excess of the small value limitaticn. 

When procuring audio-visual equipment a worksheet PIO/C will be 
prepared and forwarded to AID/W (M/SER/CxM/CPS) for procurement 
action. PIO/Cs for audio-visual equipment will also request 
service/repair manuals and spare parts. Packing instruction and 
the voltage and cycle requirements will also be stated. 

Estimated cost of micro-computer equipment, software, training, 
T.A. and installation will be greater than $ 100,000; therefore 
SER/AIM review/approval will be sought. 

(2) A second method of procurement will be to purchase through 
UNICEF. Commodities planned for procurement through UNICEF 
include pharmaceuticals, bicycles (if not procured directly by 
USAID), and, if not procured through a procurement services 
agent in the U.S., health-center equipment. In cases where 
UNICEF will be used, USAID/Zare will forward an AID-issued 
PIO/C worksheet to M/SER/OCM/CPS/PS for processing and issuance 
in final form to UNICEF. In addition, source/origin and 
transportation waivers are required prior to using UNICEF, as is 
a justification for other than full and open coqwetition. These 
waivers and the justification will be approved prior to 
forwarding the worksheet PIO/C to SERiCC /CPS. 

(3) A final method of procurement will be the use of a 
procurement services agent (PSA). USAID/Zal(re is in the process 
of finalizing an Indefinite Quantity Contract (IQC) for 
procurement services. This project will draw on the IQC for 
procurement of hospital and lab equipment as well as other 
U.S.-source equipment which is not purchased directly Iy the 
USAID. 

The PSA will be responsible for procurement, freight forwarding, 
consolidating procurements, shipping, insurance and follow-up 
reports. Detailed scope of work and methods of financing the 
PSA fee and commodities are outlined in the IQC. 

b. 	 Regardless of the method of procurement utilized, procurement actions 
will be initiated as soon as possible following the signing of the 
Project Grant Agreement and te meeting of te conditions precedent 
ly te GOZ. A schedule of commodity procurement requirements is 
incorporated into the detailed implementation plan contained in this 
project paper. The project officer can also call upon the services 
of te Regional Commodity Management Office, REDSO/WKA, to assist in 
implementing te procurement process. 



Procurement rules and regulations conerning competition source and 
origin, shipping, insurance, and marking requirements will be 
observed in conformance with AID Handbooks. 

18.1.3. Commomdity Eligibility 

All commodities intended for procurement as part of the project are 
eligible for AID financing, and will be procured only from AID Geographic Code 
000 (U.S. only) except for items designated for shelf-item procurement or 
which have an approved source/origin waiver. 

18.1.4. Transportation and Insurance 

Commodities will be procured on a CIF Matadi basis. Commodities will be 
shipped on U.S. flag carriers unless a transportation waiver has been 
approved. While most commodities will be delivered by sea shipment, some 
essential and smaller items may be shipped ly air if appropriate. 

Marine insurance will be placed in AID Geographic Code 000 (U.S. only). 

18.1.5. Delivery Schedule 

The schedule for delivery of commodities has been integrated into the 
implementation schedule. Due to the sometimes irregular schedule of U.S. flag 
carrier to ZaYre, additional time has been allowed for shipping delays and 
inland transportation from Matadi. The PSA contractor, if utilized, will be 
informed of delivery requirements in te PIO/C.
 

18.1.6. Shelf-Item Procurement
 

The project will utilize approximately $ 3 million for local cost 
procurement of such items as office supplies and equipment, solar 
refrigerators, some hospital equipment and some construction materials such as 
cement. Prcrurement using the shelf-item rules will be in accordance with 
Handbook 1, Suppl. B., Chapter 18. 

Prices paid for locally procured commodities will be no more than the 
lowest available comrtitive prices and purchases will be in accordarce with 
good commercial practices. Commodities on the local market that are imported 
from non-Free World Countries are not eligible for AID finarcing. Invoices 
for payment should state te soutce and origin of locally purchased materials 
if such a requirement is practicable. Vehicles are not eligible items under 
the shelf-item rule but POL, sand, gravel and other construction materials are 
cbtainable with local-cost financing. 

(2) Acquisition Plan for Water Component 

The major acquisitions planned ior the water component of the SANRU II 
water component are as follows: 



1) 	 PVC pipe totalling 860 kms in standard dimensions ranging from 1/2"
 
through 5". Service pressure ratings of 6-bar, 10-bar and 16-bar
 
(150,000 6-meter lengths of PVC pipe).
 

8000 	6-meter lengths of steel pipe in all standard dimensions 

2) 	PVC pipe fittings (exact quantities cannot be given at this time but 
this is expected to be a major purchase item). This includes elbows, 
tees, reducters, connectors, etc. 

3) 	Valves - approximately 2,000 steel-allay -type valves of all standard 
dimensions 1/2" to 5".
 

-Also included under valves are faucets. During the life of the 
project apprcximately 4,000 faucets or small-diameter (1/2" & 3/4") 
stop-valves would be installed.
 

4) 	Well-drilling equipment including vehicles to support the rig 
activities in drilling mud. 

5) 	 India Tata Mark II hand pumps - LOP - project will need about 600 of 
these high-lift positive-displacement pumps. 

6) 	Blair model low-lift plastic-drop pipe hand pump 500 units for LOP. 

7) 	 CEATA air-displacement low-lift hand pump (made in Lubumbashi) -' 400 
units for LOP. 

8) 60 centrifugal or displacement motor-drive-pumps.
 

9) 20 lydraulic turbines.
 

10) 20 diesel generators.
 

11) 10 solar power units to drive pumps.
 



18.2 	Waivers 

Several source/origin waivers will be required. Waivers which can be 
identified at this time are included in Annex 10 Sec. 19.2. Additional 
waivers which may become necessary later will be prepared for the approval of 
the Director, USAID/ZaYre. Following is a summary of the requested waivers: 

(a) 	 4-wheel-drive vehicles and motorcycles and spare parts at an 
approximate value of $ 2.35 million. The lightweight 
motorcycles required for this project are not presently
manufactured in the United States. In regard to the 4-wheel
drive vehicles; these will be used exclusively in the remote 
rural regions of ZaYre where there is no service or maintenance 
support for U.S.-manufaqtured vehicles nor are spare parts 
available for U.S.-manufactured vehicles. Since the dollar 
value of this waiver request exceeds $ 50,000, the approval
authority i,. the AA/AFR. USAIAD/Zaire's cabled request for 
approval of this waiver is attached. 

(b) 	 A source/origin waiver is required for bicycles and spare parts 
at a value of approximately $ 360,000. There is rn maintenance 
or service capability in ZaYre for U.S.-manufactured bicycles. 
The attached waiver has been approved IV the USAID Director. 

(c) 	 Health-center pharmaceuticals will be procured through UNICEF. 
The estimated value of the proctrement is $ 925,000. A 
source/origin waiver and transportation waiver are required
prior to procuring from UNICEF. These waivers as well as a 
justification for other than full and open competition (which 
will be sought later) have been approved IV the USAID Director 
and are attached. They must accompany the worksheet PIO/C sent 
to AID/W (M/SER/COW/CPS- SER/COg/CPS will then proceed to 
arrange for prccurement by UNICEF. For health-center equipment, 
a waiver for UNICEF procurement may eventually be sought, but 
first USAID will query the IQC PSA regarding their capacity to 
provide these items from U.S. sources in kit form. 

(d) The water pumps required for project activities are not 
manufactured in the U.S., although more expensive (greater than 
50 percent more), sophisticated models are. Therefore, the 
USAID Director has approved the attached source/origin waiver 
for $780,000 of water pumps.
 

(e) Approximately $ 75,000 worth of French language training and
 
health education materials as well as reference books and
 
journals will be required for project activities. The vast 
majority of these materials would not be available from the 
U.S.; therefore a source/origin waiver in the amount of $60,000 
is required. The attached waiver has been approved by the USAID
 
Director.
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AcrioN ZmffoRAC4I FoR T[HE DIRaYoR, muSA/zAiRE 

DTE: July 31, 1965 

F17'1: Glenn L. Post, M.D., P ) 

SUBJECT: 	 Basic iral Health II (660-0107), Source/Origin, and Ocean
 
Transportation Waiver Request for Bicycles and Spare Parts
 

Waiver Oontrol Number 660-85-022 

Problem: 	 Your approval is requested for a source/origin and ocean 
transportation waiver for bicycles and spare parts from Code 000 (U.S. only)

to Geographic Code 935 (free world including cooperating country).
 

a) Cooperating Country : 	 Zaire 

b) Project .	 Basic Rural Health II (660-0107) 

c) Nature of Funding : 	Grant 

d) Description of Commodities : 	Raleigh or equivalent
 
European-standard (metric)
 
bicycles plus spare parts
 

e) Apprcdimate Value : 	 $360,000 

f) Probable Source/Origin : 	United Kingdom, Netherlands (Code 935 
Countries)
 

Discussion: The project aims to establish a. sustainable system of 
ccmmunity-supported preventive, promotive, and basic curative primary health 
care to combat the ten most prevalent public health problems in rural Zaire.
The project will accomplish this utilizing Peace Corps volunteers, health 
center nurses and village health workers stationed in 50 Rural Health Zones to 
promote and provide health education programs and health care services to
rural pcpulations. Bicycles will be needed by these personnel to facilitate
transportation of basic medicines from the reference hospitals to the health 
centers and to transport health workers 	 o and from the villages where
supervision, vaccination, and other health promotive and preventive activities 
will take place.
Under the predecessor Basic Rural Health I Project (660-0086), 500 bicycles
plus spare parts wre purchased from the 	U.S. and delivered to rural health 
zones. Within two years of their use in rural areas of Zaire about half of 
the acquired bicycles required major repairs and additional spare parts (i.e.,
not purchased with the original order) which could not be found on the local
market. Frequent breakdown of the U.S.-manufactured bicycles has demonstrated
their inability to withstand the road conditicns in rural areas of Zaire. The
U.S. bicycles are not the same as European (metric) models coammon in the 
project area with respect to tires, valves, brake systems, etc., and thus
would be extremely difficult to maintain. Unavailability of spare parts and 
the lack of maintainance and repair services for the U.S.-manufactured
bicycles have hindered the delivery of promotive and preventive activities at 
the local level during the predecessor project (660-0086). 
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Justificaticns: Tie Mission's experience with haic kural Health I wrqly 
cnfirms that U.S.-manufactured bicycles do not withstard the road conditicns 
in rural Zaire. Tiere are no spare parts available on the local market for 
these bicycles and maintenarce and repair .wrvices are also lacking. Mission 
sources confirm also that Raleigh bicycles &re in ccmrai use in rural areas of 
Zaire. Spare parts for these bicycles are intercharqeable with locally 
produced spare parts and Zarian mechanics are able to maintain and repair 
these bicycles. Raleigh bicycles are not available from the autlnriea Ce; 
they are available from Europe (England or HollanM). Non-AID foreign erlnge 
is not available for this purpose. Inquiries codructed Wy the Mission locally 
confirm that no regularly schduled U.S..-flag vessels transport ccncxlities 
between Europe and Central Africa. 

Reccnerdations: tnder AID HB 1 Supp. B. Chap 5B4a(2), if "the commodity is 
not available from countries or areas included.in the authorized Geographic 
Qode," a source origin waiver may be granted. Moreover, under Delegation of 
Authority 140, Revised, you are authorized to waive source/origin nationality 
requirements of up to $3 million per transaction (except for motor vehicles). 
You also have the autiority to approve a transportation waiver not to exceed 
25 percent of your authority to waive source/origin. Finally, HB 1, 
Supplement B, Section 7B4a(5), authorizes a waiver to expand the flag
 
eligibility requirements to allow use of vessels under flag registry of Cbde
 
899 countries (free world) when: "Eligible vessels do not provide liner
 
service from the shipment's source to the destination country." Therefore,
 
based upn the above justifications, it is recamnended that you:
 

a) 	 autlnrize a source/origin, proprietary prcrurementand ocean 
transportation waiver fram Geographic Code 000 (U.S. cnly) to Coe 935 
(free world includig the cooperating country); an] 

b) 	 certify that exclusion of prcrurement fram free world countries oth
 
than the cccperating country and countries included in (Xxe 941 would
 
seriously inpede the attainment of U.S. foreign policy objectives aid
 
objectives of the foreign assistance program.
 

Dis-sapproved: 
 A 

Richad L. Padol
 
Director, USAID/Zaire
 

Date: 2 Avt jT 

*1
 
-,
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ACTION MEMORANDUM FOR THE DIRWDR, USAID/ZAIRE 

DATE: July 31, 1985 

FROM: Glenn L. Post, M.D., PRO 

S&JECTt Basic Rral Health II (660-0107) Source/Origin and Ocean 
7tansportation Waiver R quest 

Waiver Control Nunber A _M 

Problem: Your approval is requested for a source/origin and ocean 
transportation waiver from Geographic Code 000 (U.S. only) to Code 89% (free 
world excluding cooperating country) so that USAID, acting on behalf of the 
GOZ Ministry Health, can procure needed basic medicines for rural health 
facilities in Zaire.
 

a) Cocperating Country : Zaire 

b) Project .:Basic Rural Health II (660-0107) 

c) Nature of Funding : Grant 

d) Description of Commodities : Basic medicines in dosage forms and 
packaging units suitable for rural 
health facilities 

e) Approximate Value • $925,000 

f) Probable Source/Origin : UNICEF (Code 899 countries) 

Discussion: The project aims to establish a sustainable system of 
community-suorted preventive, promotive, and basic curative primary health 
care in 50 rural health zones to combat tp! ten most prevalent public health 
problems in rural Zaire. Implementation of this program will r'equire
furnishing rural health facilities with basic medicines in formulations and 
packaging units that are suitable for these facilities. 

Information available to USAID confirm that basic medicines in formulations 
and in packaging units for rural health facilities are not available from the 
authorized Geographic Code (000). These basic medicines are available from 
UICEF and STATE 172603 provides guidelines on how such procurement should be 
made through SER/ OM/CPS/PS. 
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Justifications: Basic medicines in dosage forms and packaging units suitable 
for rural health facilities are essential-to.this project. Experience with 
the predecessor Basic Rural Health I Project (660-0086) showed that mary
needed basic medicines were; not available in the appropriate dosage forms and
packaging units from I.e U.S. STATE 172603 supports procurement of needed 
medicines from UNICEF, which can deliver the needed basic medicines in the 
formulation and packaging units recommended for rural health facilities in 
Zaire. frthermore UNICEF currently is the only AID-approved pharmaceutical
supplier which would be able to supply the needed medicines. Non-AID foreign
exchange is not available for this purpose. Inquiries conducted ly the 
mission locally confirm that no regularly scheduled U.S. flag vessels 
transport commodities between Europe and Central Africa. 

Recommendations: Under the AA/AFR Delegation of Authority 140, Revised, the 
Mission Director has been granted the authority to waive cource/origin 
nationality requirements of up to $3 million per transaction (except for motor 
vehicles). The Director also has the authority to approve a transportation
waiver not to exceed 25 percent of his authority to waive source/origin.
Moreover, HB 1, Supp. B, Section 7B4a(5), authorizes a waiver to expand the 
flag 	eligibility requirements to allow use of vessels under flag registry of
Code 	899 Countries (free world) when: "Eligible vessels do not provide liner
service from the shipment's source to destination country." 

Based on the above justifications and uder AID BB 1 B, Chapter 5B4a(2), which 
states that if, "the commodity is not available from countries and areas 
included in the authorized Geographic Code," a source/origin waiver may be 
granted, as well as under the authority granted you under the AA/AFR
Delegation of Authority 140, Revised, it is reccanended that you: 

a) 	 authorize a source/origin and transportation waiver from Geographic Code 
000 (U.S. only) to Oode 899; and 

b) 	 certify that exclusion of procurement from Free World countries other
than 	cooperating country and countries included in Code 941 of specified
commodities would seriously impede the attainment of U.S. foreign policy
objectives and the objectives of"the Foreign Assistance program. 

Approved \ o \ 

Dissapproved: 

Richard L. Podol
 
Director, USAID/Zaire 

Date: 2 Je , . 
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ACTION MEMORANUM FOR THE DIR=lIOR, USAID/ZAIRE 

DATE: July 31, 1985 

FII: Glenn L. Post, M.D., PHO /A 

SUBJECTs Basic Rural Health II (660-0107) Source/Origin and Ocean 
Transportation Waiver Request for Hand Pumps 

Waiver Control Number 660-85-020 

Problem: Your approval is requested for a source/origin and ocean
 
transportation waiver to permit procurement of desired hand pumps for the 
water component of the Basic Rural Health I. 

a) Cooperating Country : Zaire 

b) Project : Basic Rural Health II (660-0107) 

c) Nature of Funding : Grant 

d) 

e) 

Description of Ccenudities 

Approximate Value 

: 

: 

a) India Tata Mark II, deep-well 
steel hand pump 

b) Blair Madzi pump, for 
small-diameter shallow wells (less 
than 25 meters deep) 

$780,000 

f) Probable Source/Origin : India, Malawi (Code 941 Countries) 

Discussion: One of the major components of the Basic Rural Health II Project 
is a water and sanitation progrirm which includes the construction of shallow 
and deep wells in rural areas of Zaire where either the India Tata Mark II or 
Blair Madzi pump is considered appropriate. This project component will be 
under the technical supervision of the GOZ National Rural Water program (SNHR) 
which has specified the need for these models of hand pumps. 

The India Tata Mark II deep-well hand pump is the UNICEF-recommended pump for 
use in Central and Western Africa. Spare parts are available locally and frcm 
near-b African countries, and maintenance and repair services can be done 
locally by trained technicians. The American equivalent of Mark II does not 
have spare parts in-country or from nearty African countries. The 
U.S.-Lanufactured pump is considered more sophisticated and more difficult to 
maintain and repair b the local technicians. 
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The Blair Madzi pump is preferred for shallow wells. It is made of plasticmaterials except for the head assembly which is a li, .tweight alluminum allcy
material. This particular pump is also being used in rural areas of Zaire.
It is easy to maintain and repair, and spare parts are also available locally. 

Delivery to rural areas of Zaire,and 'installationcosts for Mark II pumps is

estimated at $800 each and for Blair Madzi pumps delivery and installation
 
costs are estimated at 80 each. 
The best available U.S. equivalent pumps are

estimated to cost more 	than 50 percent more for delivery and installation at 
rural health zones level in Zaire.
 

Justifications: The subject supplies are essential to this AID-financed
 
project. They are available from India and Malawi and are in use in rural
 
areas of Zaire. The best available U.S. price is more than 50 percent higher

than 	the selected free world price and non-AID foreign exchange is 
not
 
available for the purpose. Inquiries conducted y the Mission locally confirm
that 	no regularly scheduled U.S.-flag vessels transport commodities between
 
India and Central Africa. " 

Under the AA/AFR Delegation of Authority 140, Revised, you are authorized to

waive source/origin nationality requirements of up to $3 million per

transaction (except for motor vehicles). 
 HB 1 Supp B, Chap 5B4a(3) confirms
 
also that such waivers are permitted for goods for which the lowest available
 
delivered price-from the U.S. is estimated to be 50 percent or more higher

than the delivered price from a 
country or area irrluded in Geographic Code

941. The Director also has the authority to approve a transportation waiver 
not to exceed 25 percent of his authority to waive source/origin, 1iB 1,
Supplement B, Section 7B4a(5), authorizes a waiver to expand the flag

eligibility requirements to allow use of vessels under flag registry of Code

899 countries (free world) ,",-n: "Eligible vessels do not provide liner
service from the shipnentis source to the destination country."
 

Recomendations: Fbr the reasons presented above, it is recommerided that you: 

a) 	authorize the requested source/origin waiver from Geographic Code 000
 
(U.S. only) to Code 941; and
 

b) 	authorize a transportation waiver from Geographic Code 000 (U.S. only) to 
Code 899. 

Aproved_____ 

Dissapproved: 

Richard L. Podol 
Director, USAID/Zaire
 

Date: fu tv
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ACICN HMPANDM FMR 7M DIRECMR, USAID/ZAIRE 

DATE: July 31, 1985 

FEQM: Glenn L. Post, M.D., FW 

SUBJEC: Basic Rural Health II (660-0107) Source/Origin and Ocean 
Transportation P ocurement Waiver Request 

Waiver Control Number 660-85-019 

Problem: Your approval is requested for a source/origin and ocean 
transportation waiver from Geographic Code 000 (U.S. only) to Geographic Code 
899 (Free World), to permit procurement of needed French-language training and 
health eduration materials.
 

a) Cooperating Country : Zaire 

b) Project : Basic Rural Health II (660-0107) 

c) Nature of Funding : Grant 

d) Description of Commodities : Teaching aids in French language 

e) Approximate Value : $60,000 

f) Probable Source/Orogin : Code 899 countries (such as United 
Kingdom, France, Senegal, Togo, 
Switzerland)
 

Discussion: The project aims to eftablish a sustainable system of 
community-supported preventive, promotive, and basic curative primaLy health 
care to combat the ten most prevalent public health problems in rural Zaire. 
Training, a major project component, will take place at the national, 
regional/sub-regional, and local levels for various categories of health 
workers. French language training materials required will include texts, flip 
charts, reference books, journals, flannelgraphs, film strips and color slides. 

Justifications: Needed Frernh language training materials are particularly 
necessary and appropriate for use under this project. it is estimated that 
$60,000 worth of these materials of a total of $75,00P programmed under this 
project are not available from the authorized Geogiaphic Code. They are 
available from Code 899 countriec (United Kingdom, France, Senegal, "Ilogo, 
Switzerland). Subject materials are essential to this AID-finawed project 
and non-AID foreign exchange is not available foi the purpose. Inquiries 

conducted b the Mission locally confirm that no regularly wleduled U.S.-flag 
vessels transport commoditi.es between Europe or West 2fric. and Central Africa. 

http:commoditi.es
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Pecommendations: For the reasons presented above and under AID HB 1, Supp. B,Chap 	5B4a (2), which states that if "the commodity is not available from
countries or areas included in the authorized Geographic Code," asource/origin waiver may be granted. Under the AA/AFR Delegation of Authority140,. Revised, you are authorized to waive source/origin nationality
requirements of up to A3 million per, transaction (excluding motor vehicles).You also have the authority to approve a transportation waiver not to exceed25 percent of your authority to waive source/origin. Furthermore 1B 1,Supplement B, Section 7B4a(5), authorizes a waiver to expand tie flag
eligibility requirements to allow use of vessels under flag registry of Code899 countries (free world) when: "Eligible vessels do not provide liner
service from the shipment's source to the destination country." Therefore, itis recommended that you: 

a) 	 authorize a source/origin and transportation-waiver from Code 000 (U.S.

only to Code 899 (free world countries); and
 

b) 	 certify that exclusion of procurement from free world countries other

than 	the cooperating country and countries included in Geographic Code
941 would seriously impede attainment of U.S. foreign policy objectives
and objectives of the foreign assistance program. 

Approved __0 _ 
 _
 

Dissapproved: 

Richard L. Podol 
Director, USAID/Zaire
 

Date:- L AuL 
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ANNEX 10
 

19. 	 EIQPMT AND SUPPLY LISTS 

19.1 Medical Equipment and Supplies (for Health Centers) 

Description 	 Volume/Packagigg Quantity 

1. 	 Handle of platinum 1 
2. 	 Funnel, stainless steel 1 
3. 	 Suture needle DZ 2 
4. 	 Suture needle semi-circle DZ 1
 

No. 3
 
5. 	 Ice pack 4 each 4 
6. 	 Cold box (vaccine carrier) 1 
7. 	 Needle hypodermic 18 G, DZ 2
 

1 1/2 inch
 
8. 	 Needle lypodermic 20 G, DZ 2 

1 1/2 inch 
9. Needle hypodermic 22 G, DZ 1
 

1 inch
 
10. 	 Steering rods (glass) DZ 1 
11. 	 Surgical blade DZ 1 
12. 	 Surgical blade handle 1 
13. 	Brush, hand 2
 
14. 	 Brush for test tubes DZ 1 
15. 	Petri dish 
 5
 
16. 	 Kidney basins 2 
17. 	 Scale (infant, hanging 1 

type), salter model or equivalent
18. 	 Sale (adult) 1 
19. 	Scale infant (for use 1
 

in maternity) 
20. (ompress bandage for use in Raus 37 

maternity
21. 	 Hand centrifuges 1 
22. 	Scissors bandage straight 1
 
23. 	Scissors bandage curved 1 
24. 	Scissors surgical straight 1 
25. 	Scissors surgical curved 1 
26. 	Medicine droppers DZ 6
 
27. 	Catheter, medium DZ 1 
28. 	 Ollinder graduated 500ml 1 
29. 	Olinder graduated 200ml 1 
30. 	Olinder graduated loml 1 
31. 	Sink for colouring agents 1 
32. 	Amber bottle 200m.1 1 
33. 	Gloves, size No.7 CMZKN 1 
34. 	LaV alcohol 1 
35. 	Cover-qlass ED 10 
36. 	Slide (glass) (microsccpe) 5 
37. 	Measuring tape 5 
38. 	 Microscope 1 
39. 	Pelvimeter 
 1 
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Description 	 Volume/Packaging uantit 

40. 	Bed pan 2
 
41. 	 Needle holder 1 
42. 	 Test tube holder 2 
43. 	 Forxceps, hemostatic 1
 

witlout teeth
 
44. 	 Forceps with teeth 1 
45. 	 Forceps de michel 1 
46. 	Filter paper DZ 1 
47. 	Pipette, graduated 5ml 5 
48. 	 Stethoscope 1 
49. 	 Dressing jars with covers 1 
50. 	Stethfsucpe obstetrical 1 
51. 	 Utility bowls 2 
52. 	Syringes 2ml graduated DZ 1
 
53. 	Syringes 5ml graduated DZ 1 
54. 	Syringes lOml graduated DZ 1 
55. 	Sterilizer (pressure type) 1 
56. 	Suture Nylon with needle 3/0 DZ 1 
57. 	Suture, catgut DZ 1 
58. 	 Speculum, medium 1 
59. 	Speculum, small 1 
60. 	Splyguomancmeter aneroid (cuff) 1 
61. 	 Thermometer, calibration DZ 2 

centigrade
 
62. 	Test tubes DZ 1
 
63. 	Test tubes rack 1 
64. Test tubes for hand DZ 2
 

centrifuge

65. 	 I.V. sets DZ 10 
66. 	 Beds, type 180 (FNM) 2 
67. 	Gynecological table 2 
68. 	 Folding screen (3 panels) 1 
69. 	Albuminometer 
 1
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19.2 Basic Medicines for Health Centers, (6 months supplies) 

No. 	 Product Descripticn Dosage Volume/Packaging 

One H-Cof 720 HCs) 

1. 	 Acetyl Salicylic Acid 500 mg/tab 1000 tabs/bc 50 buc 
2. 	 Chloroquine 100 mg/tab 1000 tabs/i 50 bx(choroquine base) 

3. 	 Levamisole 50 mg/tab 1000 tabs/bx 30 bc 
4. 	 Metronidazole 200 mg/tab 1000 tabs/c 12 b 
5. 	 Folic Acid 5 mg/tab 1000 tabs/b 36 b 
6. 	 Ferrous sulfate 150 mg/tab 1000 tabs/bc 36 b 
7. 	 Prccaine Peni-G 400,000 units 100 vials/bc 6 bx 

IV/vial

8. 	 Ampicillin 125 mg/5m/vial 100 vials/bi
9. 	 Ampicillin 500 mg/caps 1000 caps/K 1/2 bx 
10. 	 Tetracycline 250 mg/caps 1000 caps/bc 3 tK 
11. 	 Streptonycin 5 g/vial 8 vials 
12. 	 Diatebene Cabination of
 

Isoniazide and
 
Thiacetazone 1000 tabs/ic 12 ti
 

13. 	Chloramphenicol (eye
 
ointment) 0.5%/5 g tube 120 tubes
 
or etracycline eye 
ointment 1%.5 	g tube 120 tubes
 

14. 	Chloramine T 500 mg/tab 1000 tabs/b 14 ti
 
15. 	Benzyl Benzoate Lotion 25% 1 liter/b 1000 hc 
16. 	Gentian violet powder 250 mg/bc 150 ti 
17. 	Mercurachrome powder 500 g/tic 150 tx 
18. 	 Zinc sulfate eye drops 0.25%/30mi dropper 

bottles 22 btls
 
or silver nitrate eye 1%/30 ml dropper

drops bot.tles 22 btls
 

19. 	Aluminum Hydrccide 5Cj mg/tab 1000 tabs/b 12 tc 
20. 	ORS sackets
 
21. 	 Belladona 100 mg/tab 1000 tabs/bvi 5 ti
 
22. 	Ergonovine or metbergine amp 100 amps/i 6 bx
 
23. 	'VlocainelI amp 1% 100 vials/x 30 bx 
24. 	Vaccines (EPT, Measles Vaccine, OPV, and BOG) 

Medicines for regional diseases, 6 months sujplies 

No. Product Description Dosage Volume/Packaging Quantity
 
bliease
25. 	Niclosamid 50 mg/tab 1000 tabs/i 1 bx Taeniasis 
26. 	DietlyIcarbamazine 50 mg/tab 1000 tabs/b 6 tc oncherciasis, 

other 
filariasis

27. 	 Promethazine 25 mg/tab 1000 tabs/b 12 t 
28. 	 Niaidazole 50 g/tab 10 tabs/b 100 bx schisto 

with dose package
29. 	 Chloramphenicol 250 mg/caps 1000 caps/b 6 ti typhoid
30. 	 Dapsone 100 mg/tab 1000 tabs/i 10 tic leprosy
31. 	 Arsobal amp 100 amp/ti trypano 
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19.3 Office Equipment and Supplies (for Rural Health Zone office) 

Description 	 Qty Health Center Oty RZ 

1. 	 Rain coat medium size 

(durable)
 

2. 	 Dating machine 
3. 	Stapler 
4. 	 Paper cutter 
5. 	Hole puncher 
6. 	 Bucket 
7. 	Stamp 

8. 	 Tjpewriter 
9. 	 Slide projector 
10. 	 Safe 
11. 	 Filing cabinet 
12. 	 Shelves for filing 
13. 	 Folders 

14. 	 Steel cabinet Pbl 
15. 	 Steel cabinet Pb2 
16. 	Calculator (office type) 
17. 	Solar calculator 
18. 	 Stylet for stencil 
19. 	Duplicator (Gestetner) 

20. 	Stenc ils 
21. 	Tube, ink, for duplicator 
22. 	 Simple folders 

23. 	Register 

24. 	Duplicating paper (reams) 
25. 	Typing paper (reams) 

26. 	 Chairs 

27. Tables 

2B. Mail sorter 

29. 	Pencil Sharpner 

30. 	Block note pads 

31. 	 Ruler 

32. 	Impermeable Briefcase 

33. 	Draft Note-book 

34. 	Retro projector 

35. 	Plastic paper for retro-

projector 
36. 	 Percil for above 


5 

0 
1 
0 
0 
1 
1 

0 
0 
0 
3 
0 
0 

0 
0 
0 
1 
0 
0 
0 
0 
10 

4 
-
2 
5 
2 

0 
1 
1 

1 
3 

0 
0 

0 

0 

10 

1
 
2
 
1
 
1
 
1
 
1
 
2
 
1
 
1
 
20
 
1 
200
 
1 
1 
1 
1 
1 
1 
500
 
40
 
100
 
10
 
100
 
40 
5 
-
3 
1 
3
 
3 
5
 
10
 
1
 
300
 

100
 



19.4 Training and IBC Equipment and Supplies 

Reference Library for Health Center 

1. 	 Maternit4 et sant& 
YKax~u-Maombe 

2. 	 La ou iI n'y de Docteur 
David Werner 

B.P. 3370
 
Dakar, Sn6gal
 

3. 	 He1ping Health Workers Learn 
David Werner & Bill Bower 
The Hesperian Foundation 
P. 0. Bcx 1692
 
Palo 	Alto, California 94302 USA 

4. 	 Lenfant & la Sant6 
Kargu-Mayombe 

5. 	 Ia Lutte contre la malnutrition 
Karqu-Maycabe 

6. 	 Infirmier, Comment faire 
Kangu-ftombe 
Dr. Daniel Fountain, Dr. 
CBZO 
B. P. 4728 Kinshasa II 
(Kintambo) 

7. 	 Notions de Phaipnologie 
Kangu-Mayombe 

votre diagnostic 

Robert Johnson 

8. 	 Infirmier Comment Batir le Santa 
Kangu-Mayombe 

9. 	 Infirmier Connent Traiter Vate Malade 
Dr. Iountain 
CBZO Kintambo 
B. P. 4728
 
Kinshasa II
 

10. 	 Aide-memoire pour le dispensaire 
Kangu-Maibe 

11. 	 Lexique medical 
Kangu-Maombe 

12. 	 Tuberculose 
Kanu-MVcmbe 

13. 	 La malaria 
Karru-ayombe 

14. 	 L'alcoolisme 
Kangu-Yjyombe 

15. 	 Nutrition 
Kangu-ftombe 

16. 	 Les vers intestinaux 
JIQguMyobe 

17. 	 la Consultation de Contraception 
Os. 	 Brown 

18. 	 Rec the Disease 
19. 	 How to look After a Fridge 
20. 	 Prciples and Practice 

en Afrique 
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21. 	 Teahin for Better Learning 
22. 	 Health Sector Policy Paper 
23. 	 Under Fives Clinic: What Difference 
24. 	 Flannelgraph (Growth Chart) 
25. 	 Nutrition and Child Health Flannelgraph 
26. 	 Questionipa Development 
27. 	 Growth Chart Kits (English) 
28. 	Cole's Slide Rule Calculators 
29. 	Insult or In'uzy 
30. 	 Where There is No Doctor (English) 
31. 	 Small Talks
 
32. 	 Guidelines for Health Planners 
33. 	 Primara Child Care II, Guide for Comunity Leader 
34. 	 Request all free materials available in French 
35. 	 Sets of teaching slides, unmounted with plastic file/folder

2 ccaplete sets for the following: 
AmH, AmP, Bf, BL, CcO, Qd, ChD, ChW, Cig, CH, DhH, £tMP, EAf, 
Fbr, GCr, GR, GwH, JAH, KwM, Lp, Lp(n, CURD, MI, MhC, MS, KJE,
NbC, NbD, NbK, NbL, Ntr, ObTw, OnC, kcd, PE4, PH, P1W, Sk, SkT, 
SpC, 	 TbNH, ThP, TERL, Xma, XrC (24 slides per set)

36. 	 DSG, FWa, MR (48 slides per set), 2 sets unmounted ea 
37. 	R-ca - J (240 slides), unmounted 
38. 	 Sets of teaching slides: OnC, G:r, PCD, ChD, PJ, 50 slides per set, 

unmounted 
Qmmunic at ions Filmstrips 
39. 	 Buvaz de 'au pure (Afrique)
40. 	 La vinculture ou 6l6rage des poissons pour avantages nutritifs et 

&oomSMques 
41. 	 Un choix et non le Hasard (Afrique) 
42. 	Un pare fier
 
43. 	Les protecheurs volmcinaires de le sant6 
44. 	 Qui doit manager l'oeuf (Afrique) 
45. 	 Essayons des nouvelles idles 
46. 	 La maladie de la farin 
47. 	 Slide & filmstrip projector plus accessories 
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19.5 Water and Sanitation Equipment andA Supplies 

The following is a list of basic equipment and to be provided to RHZs and 
SNHR/G3O water brigades through the SANU II including a suggested list of 
equipment for the 2 stations to be equipped with drilling equipment. This is 
a generic list which can be modified depending on the UNICEF contributions in 
equipment and on-site surveys of individual water stations. 

(1) MZ Water Equipment Description List (Per RZ) 

$z 
No. Quantity 	 Description Budget Budget 

1. 	 1 Altimeter, portable 
acurate to + 3 meters X 

2. 2 	 Surveyer's Tind level X 
3. 	 1 Solar-powered business
 

calculator X
 
4. 1 	 Total coliform bacterial
 

analysis kit with ircubater 
and millipore filters 	 X
 

5. 1 	 Conductivity/TDS meter, 
hand held with scales of 
10, 100, 1000 ppm TDS X 

6. 	 1 Manual typewriter with
 
Frerch keyboard X
 

7. 	 1 Steel tool chest with 
lock X 

8. 5 	 Rood saw X
 
9. 	 2 Hack (steel saw with
 

extra blades X
 
10. 2 	 1, 3, 5 kg. masonery 

hammer
 
11. 3 	 Zarpenter's claw hammer 
12. 10 	 ason's trowell
 
13. 2 	 vason's level 
14. 5 	 .ason's shovel 
15. 	 2 Fine and medium sand screening 

boxes 
16. 	 5 10 kg. breaker bars 

(barre d'amine) 
17. 10 	 Spades

18. 10 	 Regular shovels 
19. 10 	 Pick axes 
20. 10 	 trois dents
 
21. 2 	 3 kg. axes
 
22. 10 	 Heavy-duty buckets 
23. 	 2 1/2" - 1-1/2" spanners 

(Pipe Wrenches) 
24. 	 1 Bureau starter kit (rulers, 

pens, receipt books)
25. 1 	 30 meter tape measure (plastic) 
26. 4 	 Folding meter stick (plastic) 
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27. 1 	 Surveyers measuring unicycle
 
28. 1 set 	 Table, file, chairs
 
29. 1 	 3 x 6 meter canvas tarp

30. 1 	 200 liter fuel drum
 
31. 10 	 hoes
 
32. 2 	 Day-pack back-packs
 
33. 1 	 Yamaha 175 AG type motorcycle


with helmet and spare parts 
34. 2 	 50 meter heavy-duty nylon cords
 
35. 1 	 pH test kit (wide range)
 

(2)Water Brigade h]uipment 	List (Per Brigade)
 

No. Quantity 	 Descripticn
 

1. 	 2 Altimeter Portable
 
accurate to + 3 meters
 

2. 4 	 Surveyer's haid level
 
3. 	 4 Solar powered Hand Calculator
 

with trignametric functicns
 
4. 	 1 Manual typewriter with
 

French keyboard
 

5. 1 	 jiF Radio 
6. 	 1 Items Nos. 7, 8, 9, 10,
 

11, 12, 13, 14, 15, 16, 17,
 
18, 19, 20, 21, 22, 24, 31, 33,
 
34 an RHZ Water Bguipment/List 

7. 2 	 Items No. 23, 24, 25, 26, 27,
 
28, 29, 30, 32 on 11HZ Water 
Equipment/Supply List 

8. 1 	 Office Safe 1.5 cu. ft. 
9. 	 1 HACH type portable water
 

analysis kits for:
 
-Alkalinity
 
-PH (wide range)
 
-Hardness
 
-TMS (meter) 
-Iron
 
-Dissolved oxygen


10. 	 1 Pipe threader 
1/2" - 2' 

11. 	 1 Pipe threader 
1-1/2" - 4" 

12. 1 	 144-piece metric tool set
 
in carrying case 

13. 2 	 2"-4" spanner (pipe wrenches) 
14. 2 	 12mn ircn bar cutters
 
15. 4 	 Pliers/wire cutters
 
16. 1 	 Plumbers portable vice
 
17. 2 	 Grease guns

18. 1 	 240 amp arch welder (optional)
 
19. 1 	 220V 3-5 hp portable generator
 

(optional) 
20. 	 Various technical manuals in 

French 
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(3)Equipment 1NiDrillhn Brigade (suggested)
 

1. 1 	 Tr~ler-rFnt& drilling rig (modified)

2. 1 	 Mud recirculating pump

3. 1 	 Trailer-mounted air compressor
 
4. 30xl.85m 	 Drill pipe

5. 10x8" 	 Drag bits
 
6. 10x6" 	 Drag bits
 
7. 2x6" 	 Air hanmer 
8. 10x6" 	 Hammer bits
 
9. 1 	 Air cleanout assembly 
10. 	 2 
 Foam pumps with accessories
 
11. 
 1 Breakout wrench
 
12. 1 	 Subassembly for air hammer
 
13. 	 50 
 Drums foam for air drilling

14. 1 	 Button-bit dressing equipment

15. 1000xl001b 	 Sacks
 
16. 1 set 	 Spare parts for five years

17. 1 set 	 Tools
 
18. 	 2 
 Nissan Datsun 4x4 pick-up trucks (or
 

equivalent)

19. 40 	 Replacement tires
 
20. 1 	 Sand-line winch 

(4) SNHR National Bureau and Planning Unit Materials List 

No. Quantity 	 Description
 

1. 	 1 Wang-type computer with 3 terminals,
 
1 printer


2. 	 1 Apple II type computer with 1 terminal 
and printer

3. 	 2 
 Electric typewriters with French
 
keyboard 

4. 1 	 Medium-size photocopy machine 
with reduction and collating
 
capabilities


5. 	 1 HF radio base unit with 
antenna 

6. 4 	 VHF portable radios
 
7. 1 	 Polaroid instant camera
 
8. 	 1 35um single reflex Cannon type AE-l 

camera with 30-70m telescopic lens 
9. 1 	 Slide projector

10. 	 1 
 Screen for slides or overhead projector

11. 1 	 Overhead projector

12. 	 1 
 3.5 cub. ft. refrigerator

13. 2 	 Engineers drafting tables
 
14. 	 2 
 Land Cruiser type vehicles 
15. 	 1 175cc YAMAHA type motorcycle
16. 	 1 6-ton long-bed Toyota-type transport
 

truck
 


