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Continuation of Section E l  page 1: Actions that would have been 
required if project implementation would have continued normally. 

ACTION REQUIRED 1 Name of Officer I Date Action 
1 Reaponsible for 1 to be Completec 
I Action I 

>.~erminate assistance package to marginal zones 
after reviewing their efficiency. 

1. Analyze projected CPF allocations to establish 'C.Anderson 11/91 

3. Re-evaluate 1992 training schedule and select 
new candidates to increase number of women 
receiving training and number of first time 
candidates receiving training. 
4. Coordinate with UNICEF and PEV to reduce dup- 
licate assistance efforts in the zones. 

regular financial in-put to the zones. 
F . Baer.. 
R. Martin 
L. Mize 

L. Mize 

GDO 
L. Mize 
F.Baer/CTG 
C. McDermot 
Utsheudi 

I 5. Finish'all commodity procurement, with all of M~~~ the PIO/CVs drafted, cleared and submitted. P. Lacerte 
10/91 

6.Re-align the dollar budget so that surplus 
commodity funds can be programmed for supervision 
and support activities in the zones. 

9. Improve distribution of family B. Martin 
planning materials to health zones. L. Mize ' 

L. ~ i z e  
B. Krell 

' 7. Modify the assistance package currently offered 
to the health zones, in order to' sustain essential 
activities such as vaccinations, essential drugs, 
and family planning. 

-"- .. . ? ". 
8. Improve delivery o f  data collect- F . Baer 
ion and MIS system to provide better L. Mize 
statistical in-put for follow-on pro- S. Brewst 
ject and continual monitoring of 
project goals. 

I 10, Convene the project committee on a more frequent basis to ensure 
smooth. cxmmmication between &he- - 
support and technical offices. 

L. Mize 

L. ~ i z e  
R. Martin 
C, McDermotj: 

sr 

11/91 

2/92 



' The evaluators noted the following lessons: 
1. Deve.lopment Assistance calls for close collaboration between 
USAID-sponsored projects and government institutions. However, 
when counterpart funds or leadership are not forthcoming, projects 
should be permitted to pursue alternate implementation strategies. 

A B S T R A C T  ;:. 
H. Evatuatlo tt! 

T h e ~ n s ~ R u r a l e )  Project aims to help 
the Government of Zaire (GoZ) build on the established self- 
oustaining primary health care (PIIC) system by adding fifty more 

2.Accept and support the locally-sponsored, endorsed, and diverse 
systems that serve the needs of the lacal communities. 

rural health zones (RHZ) to it. The project is being implomented 
by the Church of Christ in Zaire (ECZ) and tho GOZVs Ministry of 
Health (MOH). This evaluation was conducted by a team of six 
people. They visited thirty-six zones, interviewed project, MOH 
and other deve3,opment agency personnel and reviewed project 
documents from 1986 to 1991. The purpose was to assess whether or 
not the expansion into 100 health zones could be sustained despite 
hyper-inflation, political instability and funding limitations 
secondary to the Brooke Amendment (effective June 1, 1991). The 
major. findings and conclusions were: - SANRU has been dramatically successful in initiating or extending 

PHC activities in 42 of the planned 50 RHZ1s. 

3. Management training is an essential component of all development 
programs. To be effective it must deal with local realities, 
i.e., customs, power structure, tribalism, religions, etc. 

4 

4.Projects procuring commodities should have the commodity line 
item fully funded before the end of the second year of the project. 

- SANRU is serving as the "shadoww MOH because of the lack of GOZ 
assistance in the zones. This lack of partnership has put great 
stress on zone resources. 

- Family Planning is not a PHC priority in SANRU headquarters. 
- Because of the delay in commodity procurement, notably the solar 
'equipment, implementatj.on of vaccination activities at the zone 
level was significantly affected. - Zones are continuing to adjust pharmaceutical prices to reflect 
inflation. This is a significant cost-recovery mechanism but it 
will not be able to be sustained if hyper-inflation continues. 

5. Family planning programs have no momentum of their own. They 
must be pushed constantly. . . 

C O S T S "  

I 
I. Fvaluatlon Costs 

1. Evaluatkm Team Cor,tmct Number OR Contraat Cost OR 
Name AtnBatlon TOY Penon Days TOY Cost (U.S. S) Source of Funds 
John Tomaro,Ph.D AID, Office of Health 36 per/day ' . . . $  
Marty Makinen, Ph.D Abt Associates . 660-0107-3-0C 09 .. 
Dick Brown,MD Brown Consultants C.0/660-0107-,' . . . 
Judith Brown, Ph.D for Africa C-00-1367 
Miakala Mia Ndolo, MD Sante pour Tcus 660-0107-C-00.-1471 

-. - Othepa bkitasaudu, MD Prograiiime 660-0107-C-06-1472 
Enlargi pour 
Vaccination 

I I I 
2. MissionlOfflce Prolessionat Staff 1 3. SorrowerlGr~nlee Professional I 

I person-~ays (~stirnate) 85 person days Staff Person-Days (Estimate) - I 
& I 1 
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A.I.D. EVALUATION SUMMARY - PART II 

S U M M A R Y  

J. Summary of Evaluatlon Flndlngs, Conclusions and ~ocommondatlons (Try not to oxcaod tho throe (3) pagos providad) 
Address the following Items: 

Purpose of evaluatlon and methodology used Prlnclpal recommondatlons 
Purpose of actlvlty(1es) ovaluated Lessons learnod 
Rndlngs and conclusions (relato to quostlons) 

Mlsslon or Olllce: Date Thls Summary Prepared: Tltlo And Dato Of Full Evaluatlon Report: 

USAID/Zaire IApril '1492 ISANRU I1 Project Evaluation, 9 / 1 9 g 1  

Project Purpose. The Basic Rural Health I1 Prpject (SANRU 11) 
was to establish sustainable community-,supported preventive, 
promotive, and basic curative primary health care services in 50 
new rural health zones and to strengthen the 50 health zones 
assisted during SANRU I (1982-1986). 

Purpose of the Interim Evaluation. The evaluation was undertaken 
to: (1) review the outputs of the project and assess progress 
towaid accomplishments of project goals: (2) address issues of 
project implementation, and (3) review project successes and 
failures and utlessons learned,#' and make recommendations to USAID 
Zaire on the design of the primary health care component of the 
new integrated health and population project. 

A fourth purpose for the evaluation became apparent after Zaire 
I 

went into Brooke in June of 1991. It was clear that the SANRU I1 
project was going to be one of the few remaining projects in the 
Mission portfolio and that the Mission had to protect its 
investment in primary health care as much of possible. 
Therefore, a critical eye needed to be cast on what components of 
SANRU met basic needs for the greatest population, and what 
elements of SANRU could effectively continue under the Brooke. 

Evaluation Methodology. The evaluation began on August 5, 1991 
and concluded on September 12, 1991. The team included six 
people, all of whom had been involved in the SANRU project 
before. Dr. Marty Makinen had been instrumental in designing 
some of the project health care financing capability, Dr. Judith 
Brown had assisted on an earlier evaluation, Dr. Richard Brown 
had been instrumental in providing family planning guidance and 
John Tomaro had participated in an evaluation of water . . 
activities. Dr. Othepa and Dr. Miakala had each he'd various 
administrative positions, including chief medical administrator 
of a zone. They were well versed in translating project aims 
into actual implementation at the zone level. 

The team reviewed documents, interviewed persons participating in 
or familiar with the project,'and visited selected health zones. 
During the zone visits, each team used a standard questionnaire 
to elicit approximately the same kind of information. The 
~ e s t i o n n a i r e  was developed- i-n Kinshasa during the first week of 
the evaluation. It was designed after intensive review of the 
evaluation scope of work and discussion with the SANRU management 
committee. Its purpose was to hone in on the key administrative 
and managerial difficulties that zone personnel experienced. 

Principal Conclusion and Recommendations. Conclusions. SANRU 
has initiated or extended primary health care activities in 42 of 
the 50 rural health zones targeted for assistance under the 
project. In addition, support has been continued to 49 of the 50 

. .___. ... ... . ....... -..- ....... -.-. . .. - .. . ..-.--*. "---. 

AID 1330-5 (10-87) Page 3 



I -  . - . . - .  , - 
I L? 

zones assisted during SANRU I (1982-1986). SANRUts "package of 
assistancett to the zones has- included training, vehicles and 
spare.parts, physical rehabilitation of health centers, offices, 

/' '. 
and hospitals, infrastructure improvements (e.g., spring- 
cuppings), medical and office furnishings and supplies, and 
operating subsidies. 

In the current economic and political crisis SANRU assistance is 
insufficient to enable many health zones to expand operations, 
that is to achieve a "sustainable system of community-supported 
preventive, promotive, and basic curativew services. In the 
zones which receive only GOZ assistance, (primarily in the form 
of salary payments to a limited number of staff or the PASS 
subsidies [Programme dlAdjustment dans le Secteur Social]), SANRU 
assistance is essential but at best a @tholdingtt action that 
allows the zones to maintain minimal levels of service to the 
population. In the zones with greater resources, served by 
different religious NGOs for example, SANRU assistance is usually 
less essential. It complements other operational assistance and, 
especially in the areas of training and supervision, enables the 
zones to provide more accessible services. 

Recommendations to PACD (September 30, 1992). In light of the 
current and projected shortfalls in financial assistance, . 
especially from the GOZ, SANRU should immediately develop a 
wsurvival@@.strategy that continues assistance to the current 
health zones, at levels sufficient to maintain operations as long 
as possible. The strategy should consider giving relatively 
larger amounts of assistance to zones with fewer outside 
resources. SANRU central operations may have to be reduced to 
the minimum required to sustain the current level of zone 
activities. This approach may require some reorganization at 
SANRU headquarters. 

USAID Zaire should instruct SANRU to develop the strategy within 
one month of the acceptance of this evaluation report. SANRU 
lshould be requested to re-program funds to support the operations 
in the zones as long as possible. USAID Zaire should extend the 
PACD of the project accordingly. Finally, USAID Zaire should 
make every effort to provide "neww funds to allow SANRU to 
maintain health zone operations. 

The strategy should also find ways to re-program all remaining 
funds (US$ and CPF) to ensure that the zones continue to make 
primary health care.services accessible to the rural population. 
The commodity list should be reviewed. This is the only line 
item in the US$ budget that has significant @tunearmarked@@ 

Lessona Learned I 

- 

1. community ~articipation is essential, beginning with an I 
exercise to define health priorities as they are perceived within 
the group affected.   his allows more active Itownership" of 
project goals, with subsequent willing participation to combat 
obstacles or setbacks in project implementation. 

resources. Only those items deemed essential to maintain . 
operations in the zones should be procured. i .  

I 
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2. A decentralized project allows for community differences and F 
ensures that implementation will be focused on the actual needs 
of the community and not on academic ideals. However, supervision 
from headquarters is essential to prevent sites from straying too 
far from project goals and subverting the project intent. SANRU 
had eight nrogue'' zones that did not communicate regularly and 
were not effective in implementing goals. 

3. computer systems and questionnaires are effective planning 
tools and a good feedback system for evaluating whether the 
actions taken are actually resolving the problems described. 
Despite arguments that,computers and research don't have a 
priority place in basic primary health care project; this aspect 
of the SANRU,project was invaluable. For example, data collected 
from Kivu proved conclusively the decreas~,d incidence of 
diarrheal disease after spring capping systems were put in place. 
However, if an effort is going to be made to collect data, then 
an equal effort must be made to analyze the data quickly so sites 
can benefit from the information gleaned. 

4. Procurement should be the first priority when implementing a 
project. ~esign teams should take special note of what material 
will be needed and specifications should be drawn up as soon as 
possible. It is more effective to pay warehouse charges on site 
then to do succesive ordering of stock items (i.e., baby scales, 
needles, office equipment). Due to difficulties in getting 
supplies to Africa, there can be significant time delays between 
when something is ordered and actually received at the site. Dr. 
Baer, theeproject manager, estimated that 200,000 to 400,000 
women and children didn't have access to vaccinations as planned 
because solar equipment was delayed two years. If procurement is 
extensive, the idea of setting up a special procurement division 
to facilitate the process should be entertained. 

Caveat 
The evaluation ended on September 12, 1991. On September 28, 
USAID project personnel were evacuated due to the worsening 
political situation. .As of April, 1992, SANRU exists in a much 
diminished form, fightingaincredible odds to continue delivering . . 
health care to Zhirians. The process is getting funding from 
UNICEF and from remaining USAID Zaire dollar obligation. The 
fact.that the pro'ect continues, despite anarchy, hyper-inflation 
and limited exter 1 a1 support, is testimony to how well it was 
implemented in better times. 
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L. Comments Bv Mlsslon. AlDlW Offlce and BonowerlGrantee On Full R e ~ o  
The follow'lng are comments and responses broughtnup durixg the four 
de-briefing meetings that the evaluation team held. One of de- 
briefings was given to the development community at large, this 
served the Mission plan of greater coordination and communication 
with other donors. In general, the response was very positive. 

I 
The success of the evaluation was a function of the careful 
selection of team members made by the Mission. All the team 
members were already familiar with both the project and Zaire, 
enabling them to skip the Itdown-timew of adapting to the country 
and the project. One of the evaluators was only able to be in- 
country for ten days because of a tight schedule. However, all ten 
days were productive because he knew the financial management goals 
of the project and he went into the field the day after he arrived. 
A project officer in the Agriculture division wanted John Tomaro to 
lead the evaluation of her project because she was so impressed by 
the presentation of the team. 

There was some criticism of the breadth of the scope of work, it 
seemed impossible that five pages of issues could be adequately 
evaluated. In order to overcome this limitation, a review session 
was held the first week of the evaluation and the scope of work was 
pruned. This allowed the team to focus on priority issues. The 
least successful aspect of the scope of work was the emphasis on 
family planning. Family planning was a priority for the Mission 
but had a' lesser role in the SANRU project. Nonetheless, the 
Mission felt that it was important to have this aspect of the 
project reviewed. The result was that the family planning portion 
seemed out of sync with the evaluation focus on management, 
administration and supervision. 

Site selection for evaluation was particularly good. To avoid the 
problem of always reviewing "good zonesn, a deliberate attempt was 
made to review zones that were having difficulty. Furthermore, all 
geographic areas were covered so that the team could evaluate the 
impact of either proximity to Kinshasa or geographic isolation in 
implementing project goals. 

An innovative solution that had a beneficial impact on the 
logistics of the evaluation was hiring a short term logistics 
coordinator. With a team of six consultants, in a country the 
size of Zaire, and with such poor communications, this service 
proved invaluable. Some of his duties were to arrange travel, get 
the necessary permits for visiting limited access- areas and- arrange 
local transportation. Support offices in the Mission agreed that 
for future evaluations, this service would be replicated. 

Generally, the evaluation was consistent with the beliefs of both 
the Mission and project management. SANRU was felt to be an 
impressive project, meeting many of its goals, under difficult 
circumstances. There were some management problems at the project 
site, and some administrative obstacles at the Mission, but overall - the project was ..--a on target to neet its objectives by PACD. 
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averacre Annual Exchanse Rates: US$-zaire' 

1986: 1= 59.6 
1987 : 1=112.4 
1988: 1=187.1 
1989: 1=381.4 
1990: 1=718.0 

1991 (Jan.-July): 1=4,000 approx. 
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Projeat Purpose. The Basic Rural Health I1 Project (SANRU 11) 
was to establish sustainable community-supported preventive, 
promotive, and basic curative primary health care services in 50 
new rural health zones and to strengthen the 50 health zones 
assisted during SANRU I (1982-1986). 

Purpose of the Interim Evaluation. The Interim Evaluation was 
undertaken to: (1) review the technical accomplishments (ov.tputs) 
of the project and assess progress toward accomplishments of 
project goal and purpose: (2) address key issues affecting 
project implementation, and (3) review project successes and 
failures and lllessons learned," and make recommendations to guide 
USAID Zaire in the design of the primary health care component of 
the projected integrated health and population project. 

Evaluation Methodology. The evaluation began on August 5, 2991 
and concludied on September 12, 1991, The team reviewed 
documents, interviewed persons participating in or familiar with 
the project:, and visited selected health zones. 

Prinaipal Conclusion and Reaommendations. Conclusions. SANRU 
has initiated or extended primary health care activities in 42 of 
the 50 rural health zones targeted for assistance under the 
project. In addition, support has been continued to 49 of the 50 
zones assisted during SANRU I (1982-1986). 

SANRU1s "package of assistancell to the xones has included 
training, vehicles and spare parts, physical rehabilitation of 
health ce!nters, offices, and hospitals, infrastructure 
improvements (e.g., spring-cappings), medical and office 
furnishings and supplies, and operating subsidies. & 

In the current economic and political crisis SANRU assistance is 
insufficient to enable most of the health zones to consolidate or 
expand operations, that is to achieve a Ifsustainable system of 
community-supported preventive, promotive, and basic curativef1 
services. In the zones which receive only GOZ assistance, 
(primarily in the form of salary payments to a limited number of 
staff or the PASS subsidies), SANRU assistance is essential but 
at best a Ifholding" or I1relieflf action that allows the zones to 
maintain minimal levels of service to the population. In the 

-- - --e-enes w i t h  greater -resources, s;ema Ey di-fiifent re1 igious NG%S 
for example, SANRU material assistance is usually less essential. 
It complements other available operational assistance and, 
especially in the areas of training and supervision, enables the 
zones to provide more accessible services. 

3 



R e c o ~ t i o n s  &JACK3 (Seutember 30, 19921., In light of the 
current and projected shortfalls in financial assintance, 
including the GOZ, SANRU nhould immediately develop a tlsurvj.valll 
strategy that continues assistance to the current health zonea, 
at levels sufficie~~t to maintain operations as long as posniblo, 
The strategy should consider giving relatively larger amounts of 
assistanse to zones with fewer outside resources. SANRU central 
operations may have to be reduced to the minimum required to 
sustain the current level of zone activities. This approach may 
require some reorganization at SANRU headquarters; new hires may 
have to be postponed and some reductions in staff may be 
necessary. 

The strategy should also find ways to re-program a11 remaining 
funds (US$ and CPF) to ensure that the zones continue to make 
pr.imary health care services accessible to the rural population. 
The commodity list should be immediately reviewed. This is the 
only line item in the US$ budget that has significant 
"unearmarked1' resources. Only those items deemed essential,, to 
maintain operations in the zones should be procured. 

USAID Zaire should instruct SANRU to develop the strategy within 
one month of the acceptance of this evaluation report. SANRU 
should be requested to re-program funds to support the operations 
in the zones as long as possible. USAID Zaire should extend the 
PACD of the project accordingly. Finally, USAID Zaire should 
make every effort to provide tlnewll funds to allow SANRU to 
maintain health zone operations. 

Recommendations for the New Proiect. The proposed new project is 
based in part on the successes and lessons learned from the SANRU 
Projects. It outlines a SANRU-like "package of assistancefi 
designed to strengthen rural health infrastructure and improve 
and expand maternal and child health services. At least three 
major issues need careful review in the course of developing t&e 
rural health component of the new project: (1) the organizational. 
character of SANRU; (2) the program focus, and (3) USAID Zaire 
systems for supporting SANRU activities. 3 



1.1 Projeut Baukground and Rurpoea. Th1.3 Basic Rural Health 
I1 Project (USAID Zaire 660-0207), more commonly known as SANRU 
I1 and referred to throughout this report as SANRU (Project de 
Soins de m t 6  ~Primariear; en Milieu mral), was launched on 
October 1, 1985 ~~~fi"eTucceosor to the Basic Rural Health 
Project (USAID Zaire 660-0086) or SANRU I. 

In operation from 1981 through September 1986, SANRU I was 
designed to establish lla sustainable community-supported primary 
health care (PHC) system in 50 rural [health] zones (RHZs) to 
combat the 10 most prevalent public health problems in Zairemu2 
The project provided ths basic equipment and medicines needed to 
transform 2,50 dispensaries into health centers, the educational 
materials and funds required to train health center personnel, 
and the office equipment and vehicles necessary to establish a 
supervisory capacity in the assisted health zones, With total 
project financing of almost US $10 million, SANRU I was designed 
to concentrate assistance at the level of the health center and 
to establish a uniform supervisory system for all medical 
services in the assisted health zonaua3 By the Project Activity 
Completion Date (PACD - September 30, 1986), SANRU I had 
successfulLy initiated assistance in 49 zones. 4 

SANRU 11's seven-year mandate (PACD - September 30, 1992) was far 
more ambitious than its predecessor SANRU I. As defined in the 
Project Paper, SANRU was to: 

I 

2~asic Rural Health 11 Project (660-0107) - Projet des Soins 
de m t d  Primaires en Milieu Rural (SANRU), Project Paper, August 
1985, p. 1. Hereinafter cited as SANRU Project Paper. A rural 
health unit is defined as a geographically limited area consisting 
usually of three principal health structures, i.e, the zone 
.office, the general reference hospital, and health centers/health 
posts . 

3~istorically, Protestant, catholic, State and private 
--- -- d i s p n s a ~ A e s  e p e e &  5r-t-y- from each 6 W e r  in €Tie same 

areas. Sometimes the units were in conflict. Each dispensary had 
separate supply lines, supervisory systems, and health information 
systems. 

 bid., p. 19. See also ll~ssistance SANRU par AnnQe que 
llassistance a c0mrnenc6e,~~ SANRU, 1991, p. 1. 

1 



k 1J provide technical assistance and commodities to 
ncroaee the number of functioning rural health zones and 

health centers and to upgrade the preventive, promotive, and 
basic curative servioes . . . available. . . , [Major] 
emphasis was to be direoted toward 50 new rural health zones 
[although] continued supported [wae also to] be provided to 
further strengthen the rural health zones assisted by SANRUJ* 

t&l* 

[ 2 ]  strengthen national and regional planning and 
management, regional supervision, and the coordination of 
diverae health services at all levels, and 

[ 3 ]  assist the Government of Zaire (GOZ) to 
institutionalize a sustainable national health care system 
that is acceptable to and supported by the populati~n.~ 

8 1 . 2  .Dates and Purpose of the Interim Bvaluation. 
Initially scheduled for June 1989, the interim evaluation of 
SANRU was carried out from August 5 to September 12, 1991. As 
defined in the Scope of Work (Appendix A), the objectives of the 
interim evaluation were to: 

a. review the technical accomplishments (outputs) of the 
project and assess progress toward accomplishment of project 
goal and purpose: 

b. address key issues [specified in the SOW] affecting 
project implementation, and 

c. review project successes, failures and vlessons 
learned,I1 and make recommendations to guide USAID in the 
design of the primary health care component of the projected 

. . integrated health project. 
6 & 

The team examined the evolution and operation of the SANRU 
project management structure and the relationships between SANRU 
and the following: USAID Zaire, the rural health zones, and some 
national level entities participating in and ~enefiting'ffrom the 

1 $ .--. . . project, e.g., Fonds National M6dico-Sanitaire (FONAMES). The 
.team also asked SANRU staff to review the SOW prepared by USAID 
Zaire and to highlight or add areas of special interest and/or 
concern. Seven areas were identified for review: commodity 
~ r o c u r e m e n t r l n d e r t h P v p a k l r A n a C .  - --  . -- -- 

I ,  
r' es in the h e a l t h  the quality, uantity and timing 

>. ?-tance to the health zones: the leve of cormunl~p- 
, , part cipat on; the quanz* ana ti 

-3- 
ming of GOZ assistance to the 

. , health zones; the extent of SANRU collaboration and cooperation 
9 1  

U Project Paper, pp. 22-23. 
-___.-- t . . 



with other health programs, and human resource management at 
SANRU. The team considered each of these points in some detail. 

1.3 Composition of the Elvaluation Team. The evaluation 
team was composed of professionals with extensive knowledge of 
Zaire, its health conlditions and health management systems, and 
the SANRU Project. Ilisted below are the names and a brief 
statement of the Zaire and SANRU-related experiences of the team 
members. 

Judith E. Brow,, Ph.D., is the Directrice du Centre dlEtudes 
et de Recherche of the Institut MBdical Chretien du Kasai at 
Kananga. A resident of Zaire since 1972, Dr. Brown was the team 
leader for the e~alu~htion of SANRU I and a participant on the 
team that designed SANRU 11. 

Richard C. Brown, M.D., M.P.H., is the Directeur du 
Department de Santd Cornmuna~'~aire of the Institut Mddical 
Chrdtien du Kasai at Kananga. A former USAID Population Officer 
in Zaire, Dr. Brown has exte:nsive familiarity with A.I.D.Ia 
policies and procedures, pri~mary health care and family planning, 
and the workings of the health zones in Zaire. 

Bartv ma kine^, PhoDw, of Abt Associates, is the Technical 
Director of the Health Financing and Sustainability Project, 
financed by the Office of Health, A.I.D./Washington. Dr. Makinen 
was a member of the team that designed the SANRU I1 Project. 

Niakala mia NdgLo, M.D., M.P.H., is MBdecin Chef de Division 
de Gestion des Soins et Recherche Opdrationnelle du Projet Sante 
Pour Tous h Kinshasa" Before joining SantB Pour Tous, Dr. 
Miakala was '~ldecin Inspectsur Rdgional %n the Region of Kasai 
Oriental. He has also served as Ins~ecteur Sous-R6aional in Mai- 
Ndombe and Kwilu, and as MBdecin Chef de Zone in Kiri and Inongo. 

.C 

gthe~a Okitlosc&, M.D., M.P.H., is the MBdecin 
Coordonnateur du Volet PEV of the Programme Elargi de 
Vaccination/ Lutte contre Les Maladies Transmissibles de 
llEnfance (PEV/LMTE) based in Kinshasa. Dr. Othepa is the former 
Mddecin Chef de Zone for Kole in the region of Kasai Oriental, 

John B. Tomaro, Ph.D., M.P.H., is a Senior Health Adviser in 
the Health Services Division of the Office of Health, 
LLL/Wwnhiton, - -Wa~~-.Leitde~ P e r  tMs--Enterh--Evahati~r, '-W. ' 

- - 

Tomaro was a member of the team that carried out the mid-term 
evaluation of the water component of SANRU in April-May 1990.~ 

- 
61v~nternal Evaluation of USAID Assistance to the Rural Water 

Supply and Sanitation Sector in Zaire,I1 WASH Field Report No. 313, 
June 1990. Hereinafter cited as WASH Field Report 313. 

3 



1.4 lvaluation Methodology. The team reviewed documents 
(Appendix B), interviewed persons participating in or familiar 
with the project (Appendix C), and visited selected rural health 
zones (Appendix D), The visits included zones that have been 
assisted by SANRU I and SANRU XI. The team gave priority to 
visiting zones which had been assisted during SANRU 11 and had 
not been visited previously by outside evaluators. 

Some of the zones visited have received continuous support from 
Protestant, ~atholic'or Kimbanguist missions and/or private 
voluntary organizations(PVO)/non-governmental organizations 
(NGO); other zones have been exclusively supported by the GO2 and 
have not benefitted from outside religious or non-governmental 
assistance. The evaluation team, assembled in three sub-units, 
visited or met with personnel from 28 of the 81 (35%) health 
zones currently assisted by SANRU. 

Rural health zones in three regions of Zaire (Shaba, North and 
South Kivu, and Equateur) were not visited. Several zones in 
Shaba had been visited in 1990 when the water component of SANRU 
I1 and the activities of the Shaba Refugee Water Project (660- 
0116) were assessed. A number of zones in the Kivus have 
frequently been visited, most recently when SANRU I1 was designed 
(1985). Also, several zones in Equateur were examined during the 
1986 evaluation of SANRU I. 

To obtain information systematically on the assistance provided 
by SANRU and others in the zones visited, the team prepared a 
questionnaire for use in interviewing mgdecins chefs de zon?, as 
well as others, e.g, staff of the zone office (bureaux centrals), 
Peace Corps volunteers, community members, atc,, living and 
working in the rural health zones (Appendix E). The data 
obtained during the visits to the health zones were reviewed and 
analyzed by all team members. These findings, along with others, 
were incorporated below in Sections 2 and 3. .- 



2.1 Aaoomplishments t o  date. With implementation 75% 
complete on December 31, 1990,' the most recent month for which 
figures on all activities are available, SANRU has registered 
many significant achievements. 

1. SANRU has initiated activities in 42 of the 50 health zones 
(84%) targeted for assistance under the project and continues to 
provide focused support in 49 zones assisted under SANRU 1 .' 
Table 1 presents the proposed versus actual rate of assistance to 
SANRU I1 health zones, by type of reference hospital in the zone, 

1990 

Total 

Proposed Type of Zone and Actual Rate of Execution 
Rate of 
Execution NGO NGO/State State Total 

SANRU 

15 3 4 7 14 

15 5 1 5 11 

- 10 3 2 0 5 

10 7 2 1 10 

0 0 1 1 2 

Of these 42 new zones assisted by SANRU, 43% were managed and,+ 
receive support from NGOS, 24% have NGO and GOZ assistance, and 
33% rely primarily on GOZ resources. 

7~ecernber 1990 was the sixty-third month of this eighty-four 
month project (October 1, 1985 - September 30, 1992). 

'~t the time of the evaluation, assistance had been 
temporarily -sus~~nded t~ fPur mnes that began ac&&vL%&es under -- - -- - 
SANRU I -- Mukedi, Musienene, Pangi, and Uvira -- and four that 
began under SANRU I1 -- Dilolo, Lolwa, Sandoa and Tshudi-Loto. The 
reasons were poor management or instability. See July 22, 1991 
memorandum of Dr. Bongo, Chief of the Division of Program and 
Supervision. 

'SANRU Project Paper and ltAssistance SANRU - Par Annde que 
lVAssistance a c0mmenc8e,~~ SANRU, 1991. 
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In addition, SANRU I1 has continued to provide ongoing support to 
the 49 health zones sponsored under SANRU I. Table 2 summarizes 
SANRU Z assistance to the health zones by type of reference 
hospital in the zone. 

1982 15 0 0 15 

1983 11 4 7 

1984 7 3 2 

1985 0 0 0 0 

Total 33 7 9 49 

Sixty-seven percent of SANRU 1 zones receive assistance from 
NGOs, while 14% have NGO and GOZ support, and 18% rely on the 
GO2 . 
In a majority of the zones assisted by SANRU the project is 
viewed as the catalyst that created local awarenes,s of the 
importance of primary health care and as the agent that fostered 
the development and continuing operation of primary health care 
services. In many if not all of the zones assisted by SANRU, 
primary health care was said to be poorly understood and 
minimally implemented prior to the initiation of the project._In 
the health zones assisted by SANRU, health centers and reference 
hospitals are providing vaccination, growth monitoring, pre- 
natal, oral rehydration therapy and, in some locations, family 
planning services. 

Table 3 indicates that SANRU-assisted health zones make 
preventive and curative health care services accessible to 43% of 
the estimated total rural population. 

loop. cit. 



While service statistics are less than comprehensive and 
mortality and morbieity data are incomplete in a number of SANRU- 
assisted zones, available evidence suggests that "there has been 
a demonstrated trend for reduction in the morbidity and mortality 
burden in the childhood population. "12 em 

Bas Zaire 

nandundu 

Perhaps even more significant than the existence of operational 
primary health care programs in the zones is the fact that a 
significant portion of local operating expenses are offset by 
revenues generated within the zones. An estimated 60% of the 
operating costs in the health zones are being met with locally 
generated income. The concept of self-financing (auto- 
financement) is well-understood and universally implemented, even 

- - - - -  - --- 
- - - - 

"~aken from "Alimentaton en Eau Potable en Milieu Rural," 
Section 2, CNAEA, 1991, p. 8, and Op. cit. 

1,450, 000 

3,556,000 

M Pollack, I1Assessment of the USAID Child Survival Strategy 
in Zaire: Epidemiologistls Report," The Pragma Corporation, 1990. 
p* 36. 

22 

27 

1,153,000 

1,370,000 

Equateur 38 8 

Haut Zaire 

8 

17 

~Kasai Occ. 

Kasai Or. 

Nord Kivu 

Sud K ~ V U  

635,000 

1,889,000 

3,776,000 

1,764,000 

l,66O,OOO 

2,450,000 

2,144,000 

33 

Shaba 2,610,000 40 11 

Total 23,300,000 306 91 

13 

47 

31 

19 

14 

0 

1,144,000 

9,944,000 

11 

11 

7 

5 

1,216,000 

1,075,000 

860,000 

602,000 



if the revenues generated are as yet insufficient to cover all 
operating expenses. 

2. SANRU has recruited, trained, and maintains a dedicated 
managerial and technical staff .I3 The average length of service 
for SANRU personnel is 4.3 years for those in positions of chef 
de bureau or higher. Ten of the 27 current I1keyI1 technical staff 
have been with the project six or more years. Until 1990, four 
years into the pkoject cycle, an average of only one key manager 
per year left the project. In 1990, when salaries began to lag 
behind inflation, two managers left. In the first eight months 
of 1991, four persons with almost ten years of combined service, 
accepted positions with other organizations offering larger 
salaries and other benefits, e.g., a vehicle. 

3. SANRU has established and maintains reliable financial and 
management information systemseand effective internal controls. 
Information on such activities as the distribution of funds, the 
purchase hand delivery of equipment, the cost of 
construction/rehabilitation, training, studies, and general 
operations, e.g., personnel policies and procedures and 
compensation levels, is readily available, accurate, and 
routinely consulted by top management for decision-making 
purposes. 14 

There are some indications, however, that feedback to the zones, 
defined as acknowledging or responding to a request for 
infomation or assistance, may not be provided according to a set 
schedule. A brief inspection of the commodities depot at SANRU 
headquarters found that there had been no action taken on nine 
requests, received within the previous one to five weeks and 
approved by an authorizing officer. The requests were for books, 
fiches, contraceptives, badges, and photocopied material. 

4. SANRU is operating within budget and implementing activiaes 
at a unit cost that in most cases is within range of the 
estimates suggested in the Project Paper. In addition, SANRU 
continues to strive to achieve the objectives of the project, 
although the resources (CPF) provided by USAID Zaire and the GOZ 
have been less than projected in the Project Paper. 

2.2 Outputs to date. Appendix F contains tables presenting 
SANRU1s progress to date compared to final project targets. The 

- - 
--- - -- _ - _ _ _ _ _ _ _ _ _ _ . - C -  - - -  - - - - -  -- 

I S ~ ~ ~ ~ ~  I s current approved (by USAID) personnel complement is 
80 persons (August 1991). Only 54 staff were on the payroll at the 
end of August 1991. Staffing has never exceeded 60 persons. 

..-..,.I. . 1 

l4see elProjet US AID No. 660-107, Soins de SantC brimaries Gn 
Milieu Rural (SANRU) : Rapport des Auditeurs (1 avril au 30 novembre 
1990),11 Coopers & Lybrand, DBcembre 1990, pp. 2-3. 



tables on nTrainingll and "Studies and operations Research" 
activities (Tables F-1 through F-3) indicate that SANRU has 
largely met or exceeded the targets expected by December 31, 
1990. 

In most cases, the Infrastructure Division has financed 
activities at the expected level (Tables F-4 through F-6). In 
some cases, the rate of completion is below the expected level. 
At times, commodities were not available, e.g, solar 
refrigerators. At other times, the funds advanced were 
insufficient to complete all the work planned or were diverted by 
the zones to finance other health-related activities, e.g, the 
purchase of pharmaceuticals. 

With the exception of the provision of vehicles and the financing 
of supervisory visits, the Program Implementation and Supervision 
Division is well behind what had been expected (Tables F-7 and F- 
8). In some cases, delayed commodity procurement by USAID Zaire 
has been the constraint, e.g., kits for the 50 General Reference 
Hospitals. The vacancy at the level of the Division Chief for 
almost two years also affected the implementation of planned 
activities. 

SANRU assistance to the zones was designed to ensure that the 
. accessibility and coverage targets defined below in Table 4 were 
ultimately achieved. 

- -- 

I SANRU-assisted zones reporting 1% of 
women of reproductive age in zone 

1 accepting FP each year after the second 
'year of SANRU assistance 

Indicator 

Village Development and health center 
committees formed and active 

I Children in SANRU I1 zones have access to under-five clinics 

I%?- 

Women of child-bearing age in SANRU I1 
zones have access to pre-natal clinics. 

_ _ _ _ _ __ _ _ __  _ _ _ _ __- _ -___ _*__ _ _ " - -- --7-- -- ---- 

Achieved 

575016 

'=SANRU Project Paper, Annex 3. 

 he 1989 Annual Reports from 67 SANRU-assisted zones showed 
a total of 5750 health and village development committees. 
Although some of the zone figures seem doubtful, the total probably 
does exceed the project target of 3000 functioning committees. 



It is important to emphasize that beyond providing a basic 
package of assistance, SANRU has limited ability to influence 
direotly the service delivery activities of the zones. Still, as 
noted above in Table 4, SANRU assistance has enabled the zones 
to achieve or surpass the accessibility and coverage targets, 
except for family planning. 

2.3 Xnputs Provided vs Expeated Inputs. Tables 5 and 6 
compare the contributions projected in the SANRU Project Paper 
and expected from the GO2 budaet d'investissement with the 
estimated US Dollars and the actual CPF contributed to the 
project since 1986. 

 h he Budget Projections are taken from the SANRU Project 
Paper, p. 43 and Annex 6. It was not possible to obtain precise 
figures for the actual US$ expenditures for project years prior to 
1989 from the Controller s Off ice at_LEAUI Zaire,. Data -Per - tkis-. -- - .- ----- 
period wereculled from Project Implementation Reports (PIRs) . The 
Summary Project Financial Report by Project Element provided the 
data for 1989 and 1990. The Program Off ice prepared the figures on 
the counterpart funds (CPF). The amounts presented were calculated 
using the average exchange rate in efcect for the year and do not 
correspond directly with the figures generated by SANRU, based on 
Department of Plan average exchange rates, which appear to be 
slightly lower. 



~armarks" for the US Dollar budget through December 31, 1990 
appear to be close to the target. However, SANRU received US $4 
million less in CPF than projected; there was a shortfall of US 
$1.7 million (in CPF) alone in 1990. As indicated below in Table 
6, this shortfall was not covered by contributions from the GOZ. 
After receiving almost US $3 mi1,lion in CPF and budaet 
d'investissement in 3989 to support local activities in the 
zones, SANRU had only US $1.2 with which to work in 1990. 

Since CPF is used to offset local costs, the recent shortfalls 
have severely hampered the ability of the project to initiate new 
activities, e.g., studies, rehabilitations, spring-cappings (see 
Table 9), or to maintain some operating subsidies in the zones, 
e.g., pharmaceutical subsidies (see Table 10). ALSO, as noted 
below in Section 2.4, the reduced level of funding had a marked 
effect on SANRU1s ability to maintain the previous years' rat@ of 
implementation (see Table 9). 

A USAID Zaire review of the US Dollar earmarks through December 
31, 1990 revealed that significant resources remained only in the 
commodity line item of the budget (Table 7 ) ;  other major 

4 categories were overexpended (training) or had few resources - 

remaining (technical assistance, other). As a result, USAID 

4 

1988 

1989 

1990 

1991 

Total 

''~n earmark takes place when all appropriate approvals have 
been established by signatures on Project Implementation Orders 
(PIOs) or Project Implementation Letters (PILs), and includes the 
verification that funds are available. 

19~hese figures are taken from SANRU's revenue/expenditure 
budgets for the years 1986-1991. 

. - 
11 

d - 

, $  . 
. . 
1 

321 

2,905 

2,058 

1,416 

12,500 

171 

684 

137 

0 

992 

53 

24, 

7 

0 

8 



Zaire revised the Project Agreement on April 5, 1991, shifting US 
900,000 from commodities to other line items (Table 7). 

Re-aligning the budget has enabled SANRU to carry out some new 
international training activities and to cover some additional 
unspecified "costs and contingencies. '12' However, the US 
Dollars obligated for commadities remain the largest pool of 
resources available to sustain project activities. Since 
contributions from the GOZ budaet d'investissement are planned 
but may not be forthcoming, the currently available US Dollar 
funds and USAID/CPF will be the principal means of project 
support for the immediate future. This assumes that it will be 
difficult for USAID Zaire to provide nnewll funds to SANRU. 

*c . 
2.4 Unit Costs for Work Finanaed and Completed and the Rate 

of Projeot Implementation. As Table 8 indicates, SANRU has 
attempted to keep the unit cost for work financed at or below the 
amount budgeted in the Project Paper. However, in many cases, 
the actual unit cost of the work completed is 50% more than the 
estimated cost. 

Tech. 
Assist, 

Train g 

Commod. 

Other 

'Eva1 . 
Total 

2 0 ~ ~ ~ ~ ~  Zaire Controllerfs Office, "Summary Project Report by 
Project Element, December 31, 1990 and ~ p r i l  30, 1991, and Project 
Implementation Letter #20, April 5, 1991. 

2'~he US $505,000 discrepancy between December 31, 1990 and 
July 31, 1991 is noted. 

4,407 

800 

10,785 

328 

80 

16,400 

4,130 

820 

7,350 

290 

0 

12,590 

93 

102 

68 

88 

0 

77 

4,907 

1,000 

9,884 

429 

180 

16,400 

3 , 287 

881 

7,475 

327 

, 115 

12 , 085 

67 

88 

76 

76 

64 

74 



SANRU has tried to contain costs by financing activities at the 
level estimated in the project paper while looking to the local 
communities to provide whatever is needed to complete the 
project, e.g., labor, materials, and/or cash. For example, the 
SANRU costs on spring-cappings are for materials, such as cement 
and pipe, paid in local currency. These costs do not include 
labor and other contributions provided by the local communities 
add as much as 78% to the cost of springs and 70% to the cost of 
latrine construction. 

#I* 

[General Ref. Hosp 

General Off.: RHZ 

Health Center: RHZ 

Pharmacy Depot 

Springs Capped 

Wells: SNBR 

Piped-water: S N H R ~ ~  

Rainwater systems 

VIP Latrines 

2 2 ~ ~ ~ ~ ~  Project Paper, Annex 6. 

 he figures reflect the total amount disbursed divided by the 
- - number of projects financed. The figure for the projects completed 

equals the total number disbursed divided by the number of projects 
completed. 

17,000 

15,000 

2 , 600 
20,000 

350 

1,000 

17,000 

- 
50 

- .  -- -%ASK -FXerdd Report 313, p. 26. Most of the piped-water 
systems have been constructed by SNHR at an estimated cost of US 
$14,600 per kilometer. 

2 5 ~ ~ ~ ~ ~  has financed a few hand-dug wells at an average cost 
of US $832/well. However, most of the wells financed have been 
drilled and equipped by the Service National dlHydraulique Rurale 
(SNHR). Ibid. p. 28. 

14,500 

8,500 

2,765 

23 , 300 
81 

n/a 

n/a 

n/a 

41 

21,650 

13,250 

4,110 

23,300 

175 

n/a 

n/a 

1,835 

174 



Baaed on observations and anecdotal evidence colleated during 
viaite to the zones, it is speculated that the actual cost is 
frequently higher because the cost was under-estimated or becauea 
the zones are using the funds advanced by SANRU for specd.fic 
projects to finance other health-related activities in the zone, 
o.g.,  the purchase of phanna~euticals.~~ This appears to be a 
,relatively recent phenomenon which has taken place as zone 
operating costs have begun to sky-rocket. However, the effect of 
this action is to distort unit cost calculations and to make 
fytuxe budgeting very difficult. 

Table 9 clearly indicates that the rate of implementation of 
project activities has slowed appreciably in 1990. SANRU1s 
ability to finance projects has been reduced while operating 
costs have increased. 

Table 10 presents the pharmaceutical and supervision subsidies 
distributed by SANRU to the zones since 1986. These data clearly 
show that SANRU has attempted to support supervision activities, 

General Office: RHZ 

Health Centers 

Pharmacies 

Springs 

Rainwater Catchment Systems 

Latrines 

National and Regional 
Training- Sessions 

Local Training Sessions 

26~amonia, for example, used the funds for spring capping to 
purchase pharmaceuticals. The staff of the health zone hoped to 
raise enough revenues to replace the pharmaceuticals purchased and 
to procure the local materials, i.e., cement and rebar, needed to 
cap the springs. 

27~ee Appendix F for targets. 
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in the zones, in spite of reduaed finanaial airoumstanaea. 
Indeed, in the later years of the projeat, BANRU hae made an 
effort to provide a larger amount for supervision to an 
increasing number of zonee (See Table 1). This level of support 
for primary heath care activities is aommendable, althou h we13 
below the target set by SANRU and required by the zones. 81 

2.5 Eaonomia and Politiaal Bituation in Zaire (August 
1992). The true magnitude of SANRU1s present financial 
difficulties and the project's accomplishments in the health 
zones must be understood and appreciated in the context of the 
current economic and political chaos in Zaire. In the period 
immediately preceding the launch of SANRU I1 (1983-1986), the GO2 
aonducted a strong economic adjustment program which produced 
positive overall and per capita growth, The adjustment program 
was discontinued in 1986-88 resulting in economic decline and 
inflation. 

In 1989-90 the GOZ restarted and then discontinued earlier 
adjustment efforts, defaulted on external loan obligations, and 
allowed the country to slide into economic chaos. As a 
consequence, external support to Zaire has virtually ceased, 
prices are currently increasing at an annual rate approaching 
2000 percent and, until the exchange rate was allowed to floak on 
August 16, 1991, a black market in foreign exchange was 
flourishing. Real output and employment are contracting; 
purchasing power for health goods and services (especially 
pharmaceuticals) is declining. 

The GOZ is currently preoccupied with orchestrating the National 
Conference, a representative assembly called to facilitate 
Zaire's transition to a multi-party democracy, and shows no 

28~emorandum of F. Baer to R. Martin, December 17, 1990. See 
also A. E. Elmendorf, "Zaire: Health Sector Public Expenditure 
Review," World Bank, Gune 27, 1990, p. 14. 

"~ata provided by the Division of Programmation et 
:Supervision. , 

15 



intereet in re-fatartin a program of eaonomia etabilization, In 
the words of many Zair ane, the GO2 ha6 largely withdrawn from 
govarnancta. 

9 
Between Deaember 1990 and July 3991 the aonsequences of political 
and eaonomic uncertainty have been rnanifest in: 

- increases in consumer prices in Kinshasa at the 
following annual rates: 

.I- overall - 987 percent 
-... health and hygiene items - 1078 percent 
-I drugs - 1114 percent 

I disruptions in supplies o f  inputs (especially imports) 
in turn causing disruptions in transport and 
production; 

- the virtual cessation of private investment; 

I food riots (Kinshasa - November 1990) and strikes for 
higher pay among public sector workers; 

I declines in retail credit and consumer real purchasing 
power, and 

I declines in consumer purchasing power for health and 
hygiene items and drugs that are more severe than 
average, i . e. , 
-- health and hygiene 9.2 percent higher than average 

inflation for 1991 and 29.6 percent higher than 
average since 1988, and 

-- drugs 12.9 percent higher than average inflatio~ 
for 1991 and 70.8 percent higher than average 
since 1988 .30 

Activities in the health zones are highly sensitive to 
fluctuations in the exchange rate, because most pharmaceuticals 
are imported and must be p:~rchased with foreign exchange. Drugs 
constitute a high percentage of the operating costs of the zones 

- 3O-we- €la- -P3aftr -=-  accent^ dtes Frtx ?r KTnsHasa 
en Juillet 1991: 38.3%," Institute National de la Statistique, 
Direction des Prix et ~ndices, ~ivision des Autres Indices, a6ut 
1991; S. Haykin (USAID/Kinshasa Economist) , "Talking Points for 
Senior Staff," (USAID Zaire), March 3, 1991, and B. G. Crowe 
(Assistant to the U. S . Executive Director, World Bank) , llCountry 
Strategy Review - Zaire," memorandum to Treasury, State, USAID, 
U.S. Executive Directors of IMF and AFDB, August 5, 1991. 



but also generate the largest percentage of revenues. In the 
early years of the projeot, the zones were able to adjust prices 
to offset the incret~sed cost of curative and preventive services* 
The zone authorities appear to have ueed changes in the price of 
gharmaoeuticals to adjust the prices for health sarvicas. So 
far, the zones have been able to raise prices routinely and 
rapidly to cover operating costs, However, since salaries and 
inaomee are not keeping step with inflation, it may not be 
goeeible to continue this practice, Higher prices may now be 
exuluding more and more citizbns who simply cannot pay for health 
serviues. J 

To date, SANRU-assisted zones have continued to operate and to 
finance a significant portion of operations with revenues 
generated by the services provided and the goods sold. Without a 
strong GO2 stabilization program, inoreased external support is 
unlikely and hyperinflation is expected to continue. 

2 .6  Donor Assistanae 'to the Health Beator. Some bilateral 
and multilateral donors have eliminated or are reducing their 
levels of support to the health sector because the GO2 has failed 
to maintain the structural adjustment program and pay its 
external debts, and has disregarded civil rights. In 1989, 
Belgium and the United States provided almost 80% of known donor 
assistance to the health sector, an estimated 70% of which went 
for primary health caree3' 

Belgian Assistance (La Coop6ration Technique Belge) was withdrawn 
in 1990. In June 1991, when Zaire defaulted on loan payments, 
USAID Zaire began to scale-back operations to comply with the 
Brooke Amendment, the provision of the U.S. Foreign Assistance 
Act which prohibits granting development assistance to countries 
which do not pay their debts. 

UNICEF plans to continue to provide essential vaccines and so@e 
other equipment (refrigerators, sterilizers, etc.) at the 
national level but will limit other near-term (1990-1993) program 
operations to the eastern regions of Zaire. WHO will continue to 
support the management training program for m6decins chefs de 
?on@. However, WHO'S level of assistance has never been more 
than 4% annually of past donor assistance. The World Bank has 
suspended its major lending activities in Zaire, but has approved 
a small credit (US $30 million - IDA) for health and education 

_ _ _  _ . - - - 
3'~ost Belgian assistance supported expatriates working in the 

67 health zones, the Projet Santd Pour Tous, or central-level 
divisions and programs of the Ministry of Health. Significant 
.donor support was sent directly to the health zones through NGOs. 
For example, some German aid went to the zones through Misereor and 
EZE. However, the total amount of this assistance is unavailable. 



(P.A.S.S.). Since the GO2 hae not yet eatisfled all conditionu 
of the new World Bank IDA loan, the funds approved have not been 
dislbursed. 

Some donore have withdrawn or are reducing their assistanae: 
others continue to play a role but cannot replace previously 
available resources. The absence or reduction of donor support 
and the oertainty that it will not return to past levels in the 
next one or two years compounds the difficulty of keeping many 
health zones functional in the near term. 



This section comprises the review and analysis of the key issues 

. I  

defined in the Scope of Work (SOW). 

3.1 Yinanaial Viability o f  the Rural Health Zones, The 
- concepts tha-t local pr,~ulations should pay for health services 

and that individual health zones should do everything possible to 
generate locally the resmrces necessary to meet operating 
expenses are well ingrained in the minds of those who manage the 
zones and use the services. Most of the zones visited are very 
suacessful at generating revenues. Indeed, the zones have proven 
to be remarkably resilient in the face of economic chaos and the 
withdrawal or reduction of donor assistance (See Section 2.6). 
In the short-term, the zones seem capable of maintaining solvency 
by 

- adjusting prices rapidly to account for Inflation while 
generating margins sufficient to be able to resupply 
pharmaceuticals; 

- hiring, adjusting hours, and laying-off personnel; 

- setting margins above costs (including transport and 
handling) on drugs and pre-school and pre-natal care forms 
at the central office and health center levels to ensure 
sufficient operating revenues; 

- arranging surplus-generating contracts with employers for 
services to their employees, and 

- searching for and finding lower-priced pharmaceutical 
suppliers. 

Still, the zones lack the basic financial management skills a ~ d  
tools needed to do more with the resources on hand. 

At this moment, the need to increase prices, especially for 
.drugs, to contend with inflation has excluded some poorer people 
from health services.32 Few if any zones have structured 
procedures to identify indigents and ensure their access to care. 
In some cases, informal means tests are applied, but rarely if 
ever is their effectiveness evaluated. At some hospitals, credit 
is given to patients who are unable to pay their bills, In the 

- - -  - zones with_access to fewer outside- reseu-rses, SANRU a-ss-ista-nee in 
the form of subsidies and other support is of critical 
importance. 

32~hilip D. Harvey, "In Poor countries, Self -Suf ficiency ' Can 
be Dangerous to Your Health, Studies in Familv Planninq, Vol. 22, 
No. 1, Jan/Feb 1991, pp. 52-54. 
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3.1,1 O I 

the ~ ~ ~ e ~ ~ ~ ~ M ~ % ~ ~ ~ ~ ! i e ~ ~ ~ i ~ ~ s ~ e ~ ' ~ ~  
are having a very difficult time maintaining their activities. 
Visits to the zones confirmed that any reduction in the level of 
SANRU assistance would result in drastic cutbacks in health zone 
aotivities. Few of the zones visited were able to identify a 
readily available means for replacing SANRU assistance. 

SANRU has made a concerted effort to maintain the supervision 
subsidies at a constant level. Yet, a good number of the zones, 
primarily state-assisted, find even this level of assistance 
inadequate. 

Resources available to SANRU from USAID Zaire (in CPF) and the 
GOZ are below the anticipated levels.33 At current levels of 
financing, SANRU cannot meet more than 5% of the operating costs 
of the zone offices of the currently assisted zones.34 If SANRU 
attempts to expand operations beyond those currently assisted, 
many zones may have to reduce levels of service delivery. 

3.1.2 Proposed Criteria for SANRU Assistance. Analysis of the 
resources available indicates that SANRU should consolidate 
operations in those zones currently assisted. However, there is 
considerable disparity in the performance of the health zones, 
largely as a function of the qualities of the medecin chef de 
zone. In some cases, it may be worthwhile for SANRU to reduce or 
suspend assistance to some zones. This practice would allow the 
project to contribute extra resources to well-managed zones and 
to encourage the poorly managed zones to improve operations. 
SANRU has already suspended assistance to eight health zones. 35 
The effect of this action should be closely monitored. 

The medecin chef de zone is currently the critical figure in the 
management of most zones. Any criteria for continuing or 
reducing SANRU assistance must take into account his performa~ce. 
SANRU might consider the following criteria when choosing to 
continue or suspend assistance: 

- m6decin chef de zone is present in the health zone and 
has a "cleant1 record of behavior; 

3 3 ~ ~ ~  assertions that all salary and supervision costs of the 
-- - . .- health zones --  would be c o v e r e & h ~ ~  never been seriously I,nitxia-lzed., 

See Tables 5 and 6, Section 2. 

%ee memorandum of F. Baer (SANRU) to R. Martin (USAID Zaire), 
December 17, 1990. 

35~ee memorandum of Dr. Bongo, Chief of the Division of Program 
and Supervision, July 22, 1991. 



- primary health care services are available in the 
majority of health centers; 

- supervision is conducted regularly; 

- there is community support for and participation in the 
management and implementation of health zone activities 

- the equipment and supplies provided by SANRU are in use 
in the general reference hospital and the health centers of 
the zone, and 

- ,  the health zone has proposed or adopted minnovativev 
approaches to service delivery, financing, e t ~ . ~ ~  

3.1.3 Demands from Reaional and Sub - Reai-1 Offi ces fox 
ancial Contributions from the Health Zones. Some Regional and 

Sub-Regional Offices have attempted to recuperate operating costs 
from the health zones. In most cases, the health zones have met 
such demands with active and passive resistance. In some areas, 
the health zones have had to contribute as much as 1 million 
 zaire^. In these zones, there has been some negative impact on 
the financial viability of the health zone. 

Financial requests are only one of the demands made on the zones 
by regional, sub-regional or local authorities. The zones 
routinely receive requests -- demands -- for the use of SANRU-and 
other donor-supplied resources, e.g., vehicles, construction 
materials, and pharmaceuticals. There are reports of many 

- creative responses to such demands. For example, in some zones 
the ~Bdecin chef de zone has instructed the chauffeur to remove 
the tires and inform the requesting office that the vehicle is 
out of order. 

3.1.4 pharmaceutical and Contrace~tive Subsidies. Willingnes~ 
to pay for pharmaceuticals is well established and widely 
accepted. Most health zones appear to charge and receive a price 
for pharmaceuticals equal to the replacement cost. 
Pharmaceutical sales represent the majority of the revenues 
generated in most health zones. Furthermore, in some parts of 
the country, e.g., the diamond mining areas around Mbuji-Mayi and 
Tshikapa, private for-profit pharmacies are thriving. In some 
cases, the price of pharmaceuticals might affect the number of 
pills purchased and, as a consequence, the efficacy of the 

-- -- ---- theLaPY- At the inoment, however,-khis has-not-been repo~ked- as- a-- - 
T g n  ficanip?oblem. 

36~ee "Presentation des Resultats du Groupe de Travail: 
r .  Selection des Zones de Sant6 a Financer," n.d. 



With the exception of condoms, used to prevent AIDS transmission, 
the demand for modern contraceptives may be weak in the rural 
areas. Very few of the private pharmacies had family planning 
supplies other than condoms. In most health zones, modern - 
contraceptives were only available at the general reference 
hospital and/or the zone office. 

The team that visited Bandundu and Kasai Occidental surveyed 
condom (Prudence) sales at five sales points in six different 
townsm3' Each seller was asked six questions: 

1. how long have you sold Prudence? 

2. how many customers, on average, do you have per day? are 
there more customers on one specific day? 

3. what is the selling price of Prudence? 

4 .  have you had any Prudence sales training? 

5. why do you sell Prudence? 

6. where do you get your stock? 

Responses were not confirmed by other methods, e.g., reviewing 
sales receipts, customer interviews, etc. In addition, the 
survey team did not actually buy condoms, nor have time to 
collect information on the vendors or the communities each 
served. The findings of this very small sample are not 
statistically significant but do suggest that: 

- Most vendors charge more than the llofficialw price for 
Prudence. (Reported prices ranged from as low as 200 zaires 
to as high as 5000 zaires. The average for all vendors was 
1735 zaires; the median was 1000 zaires.) sm 

- Locations of high demand have higher prices. (There are 
indications that AIDS awareness is very high in the diamond 
mining regions of Kasai Occidental and less of a concern in 
Bandundu. The average number of clients per vendor in Kasai 
Occidental was 10 per day; in Bandundu, the average was 4 
per day. The average sales price at the sites in Kasai 
Occidental was 2500 zaires; at the Bandundu sites the 
average price was 800 zaires.) 

- - -  - - Price is related t~ suppry sewee, tk&-l Kasai __ _ _  _ _ . _-. ---- -- 
respondents purchased their condoms from Kinshasa, while 

3 7 ~ .  Brown, B. Bongo, and L. Mize, I1Summary of Informal 
Prudenae Condom Survey in Kasai Occidental and BandunduIn AugustI 
1991. 



half of the Bandundu respondents had loaal sources of 
supply 1 

- Training appears to lower the price significantly. (Only 
three of the vendors were trained. It is noted that these 
would be more likely to know the "official" price and report 
that number or a close approximation.) 

These results confirm other reports that there is a significant 
demand for condoms and that llofficialw prices could be increased. 
Regrettably, this same conclusion does not apply to other 
contraceptive methods, for which additional promotion and 
subsidies appear necessary, 

3.2 Health Zone Management. The evolution of the health 
zones during SANRU I1 has taken place in an environment where the 
needs of the communities exceed the available resources. At the 
same time, the management of the available resources has been 
hampered by the absence of an effective accord among the three 
prin~ipal~partners, i.e., the GOZ, NGOS, and the local community. 
Without this accord, the pddecin chef de zone sometimes appears 
as the Itbig boss1' (le srand ~atron) in the zone. 

In the early 1980s, health authorities drafted a statut that 
would recognize the health zone as a legal entity. The GO2 never 
approved the proposed statut. Over time, it became apparent that 
this statut was too rigid to reflect the multiple effective 
management structures that existed in the zones. SANRU has made 
many attempts to clarify the legal standing of the health zones. 
#In 1987, for example, SANRU attended a workshop at Mbanza-Ngungu 
which documented most of the problems causing conflict and 
proposed some solutions.38 At the health zone level, however, 
activities continued as if the Mbanza-Ngungu document never 
existed. 

m 
During visits to the zones the following was observed: 

o some conflicts continue to exist; 
o team spirit and collaborative management are sometimes 

weak, and 
-. community participation in health zone management is 

insufficient. 

3.2.1 gonflicts in Health Zones. In most of the zones visited 
some conflicts were mentioned. . The conflkks_are multrir. - - __ ___ _ __ -...--- --- - --- - 
dfmens~onal and due to the personalities of those working in the 

3811~harte de Mbanza-Ngungu: une strategic de collaboration 
intrasectorielle entre les partenaires du secteur santd au Zaire," 
mars 1987. 



zone and/or the absence of the above-mentioned common accorde. 
The following types of conflicts were reported: 

mddecin chef de zone vs & d e c u r e c t e u r  de l'hegita&; 
NGO vs m8dectn.chef de zonQr 
NGO vs NGO within the zone; 
NGO vs GO2 within the zone! 
the local community vs health center nurse (infirm$_exl 
lLl&uha) r 
the local residents vs outsiders assigned to the zone: 
mddecin chef de z o m  vs the local c~rnrnunity,~~ and 
the health zone personnel vs the ~Bdecin sous I resi onal 
or mddecin u ~ e c t e u r  reaiow. 

In the zones visited, several different management models have 
been developed to address and resolve these conflicts. The 
arrangement of the organizational structures is different in each 
model. Still, each reflects a managerial structure which 
functions effectively in that zone and was developed by the 
partners responsible for managing the zone. 

3.2.2 Health Zone Manaaement. In general, there are three 
levels of management within the health zone: 

- conseil dladministration (board of directors); 

- bureau central de la zone de sant6 and/or management 
committee (zone office), and 

- centres de santd (health centers) and their committees. 

These managerial units carry out the operations of the health 
zone. For example, the conseil d'administration, should function 
as the representative body that defines zone policy and oversees 
zone operations. However, most meet infrequently and are usually 
chaired by the mddecin sous-reaional. In most cases, the health 
zone policy-making and management units do not function according 
to written documents that define the authority and responsibility 
of the partners operating in their zones. As a consequence, the 
zone office, composed of the mddecin chef and his personal staff, 
frequently manages the zone without answering to an oversight 
body, or in collaboration with a management committee that 
rubberstamps most decisions. 

39~he local communityls displeasure with the frequent absences 
of the p18decin chef de zone, especially in those zones with only 
one doctor, is an example of one type of conflict. In most of the 
zones visited, the medecin chef de zone was away an average of six 
weeks per year, primarily for training. If there is only one 
doctor in the zone, the community feels abandoned. 



3.2.3 NGO and C o w v  in Zone Manaaeme&. NGO 
partners have a significant influence on the management of many 
health zones. Frequently, NGOs are responsible for the 
management of the general reference hospital and a number of 
health centara. In some cases, there is active and effective 
collaboration between the units assisted by the NGOs and the 
other health unite operating in the zone. Where good 
collaboration is in effect, the zone functions well, 0.g., Ipamu. 
In other cases, the NGO-assisted units function almost 
autonomously.40 Most private clinics and pharmacies also 
operate independently from zone office authority. 

Rural inhabitantsg participation is limited to village-level 
development or health committees of varying strength, though 
'rarely very strong. In many health zones, the local community 
has been involved in the construction of the health center or 
health post, and in'the capping of water sources. In some caseb, 
the local community has built a house for the health center 
nurse. Some local communities have actively defined their health 
needs and routinely participate in motivating the population to 
accept and support health services. However, this degree of 
community involvement appears to be limited to certain regions. 
For example, it might be more common in the health zones of Bas 
Zaire than those of the Kasais. 

3.2.4 pe ace Corps Assistance with Zone Financial Manaaement. 
The health zones appear to appreciate the assistance in financial 
management provided to date by the Peace Corps, Volunteers (PCVs). 
In addition, there is a demand for additional assistance. The 
skills and experience of the PCVs involved in the program are 
impressive and appropriate. It is noted that some volunteers may 
be overqualified and others have expressed frustration over being 
unable to use their skills. Some frustration may result from 
overlooking opportunities to provide assistance to the zones. 

0- 

The skills of PCVs might be better used if the volunteers 
involved in the program are better prepared. Consideration 
should be given to inviting members of the Health Financing and 
Sustainability Project, in collaboration with SANRU, to conduct a 
pre-service training program in Zaire for the financial 
management PCVs and their counterparts (administrateurs). The 
training should focus on technical matters in health zone 
financial management, and include examples of appropriate areas 
of assistance and methods for developing client ownership in the 
proposed work. 41 - - 

4 0 ~ t  is noted that the NGO centers may be the best-functioning 
in the zone and could serve as models. 

t'~~onclusions de la Conference des Volontaires du Corps de la 
Paix - Conseillers Administratiis," Kisantu, mai 1991. 



3.3 B W R U ~ s  Health Info~mation System. The Annual Report 
( w o r t  w) ~ E I  the core of the SANRU Health Information 
System (HIS). It was developed in 1983 by a multi-agency 
commission consisting of donor representatives and staff from GOZ 
national programs, e,g., PEV. Data in this report are compiled 
by the zone office and used to make the annual workplan (m 

'ac t ioa .  The reports are sent to SANRU headquarters where 
staff use the data to assess the status of health zone 
operations. The Annual Reports allow SANRU managers to identify 
problems and trends in health services. The Annual Reports rely 
on the collection, organization and analysis of data, and its 
transformation into useful information. The SANRU HIS also 
consists of data collected during supervision visits made by 
headquarters staff. 

3.3.1 Data Collection in the Health Zones. The majority of the 
zones visited receive information on health center activities 
through monthly reports. Some data are collected during routine 
supervision visits, and some data are provided verbally when 
health center nurses visit the central office. However, many 
zones have experienced difficulty in collecting data. Some 
health centers cannot routinely deliver the monthly reports to 
the central office. These centers lack bicycles or motorcycles 
and in the rainy season, when road conditions are especially 
difficult, these health centers cannot get to the central office. 
In some zones, the health centers farthest from the central 
office are not routinely visited and supervised. This finding is 
becoming increasingly common as SANRU supervision subsidies are 
unable to cover the full cost of visiting all sections of the 
zone. 

3.3.2 xhe Use of Data at the Health Zone Office. Most of the 
zone offices reported that the data received were analyzed and 
that feedback was sent to the health centers. Zone offices also 
included the data in the Annual Reports sent to SANRU and othgrs, 
e.g., pBdecin sous-reuional. Visits to the zones were unable to 
confirm that zone office staff routinely analyzed the data and 
gave feedback to the health centers. 

3b3.3 SANRU Annual Reports (19901. More than half of the 28 
health zones visited had sent the 1990 Annual Report to SANRU. In 
the majority of cases, the su~erviseur or the coordinateur des 
Soins de Santt5 Primaires had prepared and submitted the first 
draft of the report to the medecin chef de zone or other zone 
office staff for final revision and transmittal t o  SANRU, FQK 
thmm zaiies which did not submit reports, the following reasons 
were cited: 

- the mbdecin chef de zone did not have sufficient time 
to prepare the report; 



I )  the staff of the zone office was new and unfamiliar 
with the process; 

- the zone offiae etaff did not reaeive the form from 
SANRU ; 

- the report i s  still being prepared, and 

- the -cia chef de z m  did not like the format of the 
SANRU form. 

3.3.4 Qbserva- on the Report Form_nnd Tots 
orts ~ r e ~ a r e d  -v the Heuth Zone@. Most of the 

~ d e c a s  c h e f s  observed that the SANRU Annual Report form 
was satisfactory but somewhat limited. Many noted that the form 
did not record epidemiological, financial or curative data. 
Others found it difficult to quantify the degree of health center 
operational effectiveness. For example, checking the appropriate 
boxes describing the quality of gonewation nre I s c o l u  in each 
health center was considered a very subjective exercise. 

The number of reports prepared annually by health zones varies 
between 13 and 100. In most of the zones, each report form is 
different and sent to a specific program in the Ministry of 
Health, e.g., TB or Leprosy, or to a donor. The following 
receive reports from the health zones: Bureau National de 
Tuberculose (BNT), Programme Elargi de Vaccination (PEV), 
Programme National de Lhpre (BNL), Inspection Medicale Regionale 
et Sous-Regionale, FONAMES, FOPERDA, TDCI, and SANRU. 

3.3.5 pecei~t and Use of Annual Reports bv SANRU Headquarters. 
SANRU records show that more than 50% of the health zones do not 
deliver the Annual Report on time. As of August 15, 1991, only 
37% of the zones had submitted an Annual Report. Reportedly, 
SANRU rapidly reviews the Annual Reports and sends feedback t p  
the health zones. This initial review of individual Annual 
Reports is carried out to assess the degree to which the data 
presented are consistent and reliable. The data are then entered 
into the SANRU computer and analyzed across health zones in terms 
of specific indicators. The findings are shared with the 
relevant SANRU divisions and other institutions. This process 
takes about six months. 

Visits to the zones indicate that SANRU infrequently acknowledges 
receipt and/or provides feedback on the Annual Reports tothe- 

zones ; - * ~ ~ ~ o - S ~ - Z I I - ~ e  health zonesvisited expressed a 
desire for feedback. 

3.3.6 SANRU Health Information System (HIS). The SANRU HIS 
provides valuable information on the accessibility of primary 
health care services to rural residents. It also provides some 
limited information on health service coverage, for example, data 



on immunization@ and family planning acaeptore. However, the 
eyetem does not allow an assessment of the impact of serviaas 011 
ratee of mortality and morbidity, nor is it intended to do so. 

3.3.7 --er 
jet dlEtude de W o r a m e n t  Z- 

e w A , a ~  
Elv_seema. The P 

is in t m e m e n l : i n g  a national health 
information system, -tiow d information u- 
m. SANRU has actively participated in the development of 
this system, specifically in the selection of key health 
indicators. Currently, the form is being tasted in a 
limited number of health zones, e.g, Nselo. Some personnel 
interviewed preferred the SNXS form; others suggested that 
completing the form was too time-consuming. All noted that 
feedback in the SNI.S system was much slower than in the SANRU 
eystem. A few m 4 d e c b s  felt that some effort 
should be made to accommodate the two forms, selecting the most 
useful aspects o f  each. 

3.4 Training. The SANRU Project Paper provided for 
regional training and continuing education conferences for zone 
personnel, long-term training at the School ob'Public Health, 
local training done by the zones themselves, and some out-of- 
country training. In addition, the project evaluation of January 
1987 recommended three training emphases: standard curriculum, 
training evaluations, and visits between zones. 42 

a1 and national trainin@. 3.4.1. Reaion 

Targets. In all categories except nursing school instructors, 
zone secretaries, and candidates for the school of public health, 
the training was on schedule (at least 61% completed) as of 
December 1990. Exact figures are shown in Table F-1. 

Nurshu school instructors: SANRU held an important - 
national workshop of nursing school professors in 1990 at whi2h 
the current curriculum was reviewed and a very useful document, 
"Integrating and reinforcing primary health care in nursing 
schools of Zaire," was produced. The document concluded that 
most elements of primary health care are already include~d in the 
curriculum and that adequate texts exist in most topics; a few 
new materinls must be written; teaching aids (books, flipcharts, 
scales, stamdard preschool cards, etc.) must be provided to the 
schools; and the courses should offer more practicuq and few 
lectures. The Sixieme Direction of the Ministry of Health 

4 2 ~ ~ ~ ~ ~  project Paper, Logical framework and Annex 8. A June 
1991 review of USAID-sponsored training programs contains a 
detailed analysis of SANRU I and SANRU I1 training. The evaluation 
team acknowledges the large amount of useful information found in 
that report. 



(aharged with nuraing school sduaation) partiaigated in tha 
aurriaulum review but hea taken little initiativtm in implementing 
reoommendations. 

SANRU does not need to wait any longer, einae the imgrovemente 
reaommended by i3e workehop require mainly the input of teaching 
materiala and the training of nureing school instruatora, not 
major golioy or curriculum changee, The Training Division will 
proceed immadiately to provide neaessary matariala and to train 
instructors in nuraing echools in SANRU zonea (and in neighboring 
zones, if possible) . 

E l s c r e w :  This aategory hae been dropped from the SANRU 
training strategy, since zone secretaries are trained on the job 
by their superiors. 

ic Heath (Spa8 By the and of project 
(September 9 2 ) ,  fewer than 70 people of the targeted 88 will have 
been trained at the SPH. SANRU staff (and SPH staff) have found 
it diffioult to identify enough qualified candidates each year. 
Several reasons have been cited: 

- The entrance requirements are high. A candidate must 
have a MD or license and be working in the public 
health sector. 

- Physicians are reluctant to take a temporary drop in 
income, leave their families behind for ten months, and 
even risk losing their position while they are away. 

Potential candidates are uncertain of the value and 
equivalency of the diploma from the School of Public 
Health. SANRU has discussed with the SPH various 
possibilities, such as a two-year program leading to a 
recognized master's degree, perhaps with the second, 
year being field research conducted back in the health 
zone. However, an acceptable solution has not been 
found . 

Continuing eduaation. The SANRU Project Paper (annex 8) called 
for continuing education through 50 regional conferences for 
m6decins chefs de zone and 50 regional conferences for zone 
supervisors and zone trainers during the year. All zones of a 
given region, not just sANRU-assisted zones, were to participate 
in these conferences; other national cx sasllcll. agencies w e r e  to 
share €fie costs. In addition, SANRU was to sponsor four national 
conferences for water engineers. 

As of December 1990, SANRU I1 had co-sponsored (with UNICEF) 12 
geaionak conferences for all the mt5decins chefs de zone of those 
regions. SANRU also held four national conferences for personnel 
from the SANRU zones only. Four conferences fpr water engineers 



were held. SANRU haa held no regional aonferanaeo for zone 
supervieore or trainer6 . 
MvaZuaLion of training programs, The staff! of the Training 
Division of SANRU has devsloped a eerie6 of questionnaires to 
evaluate a participant's on-the-job performance against the 
stated objectives of the course. Training staff have made some 
follow-up visits to trainees' posts; they have written 
evaluations and recommendations for future courses. 

Development of standard aurxiaulum. SANRU staff and consultants 
have played a major role in developing the modules now in use for 

- primary health care training in Zaire. All regional courses have 
standard modules. Modules for local training of nurses, 
traditional birth attendants (TBAs), and community health worlters 
(ASCs) now exist, but none are available for health center and 
village committees. 

New foaus on team learning. SANRU training staff have noted two 
shortcomings of individual training. First, some individuals 
tend to regard their new knowledge, books, and certificates as 
private property, to be guarded carefully and to be used for 
private benefit. Second, newly trained persons, even with the 
best intentions, are unable to implement their new learning if 
their colleagues do not understand what it is all about, and if 
their superiors do not enable them to put it into practice. 

These findings have prompted SANRU to initiate several types of 
team learning that seem to be working well: 

- Zone management courses are now taught to a pair of 
participants from each zone, usually the ~Bdecin chef 
de zone and the hospital medical director or 
administrator. 

- Zone supervision courses are alsc offered for pairs-"- 
the fi8decin chef de zone and the zone nurse-supervisor. 

I Family planning courses now invite the medecin chef de 
zone and a nurse to be trained together. This strategy 
has inspired several zones in Bas-Zaire to plan serious 
family planning activities for the first time. 

- The Ithealth zone forumw strategy has recently been 
tried by SANRU. A SANRU team spends several days in 

--- - -  a* - - *  - we3mq- w k t h  zone- mmrref 
representatives of the community on group management 
and problem-solving techniques, including operations 
research. The SANRU staff and the pilot zones are 
enthusiastic about the seminars, but the impact has yet 
to be evaluated. 



Bar20 PHQ training for MBdeaina Chafe de Zone and adminietratora. 
PEV began this training the early 19801e. SANRU helped develop 
teaahing modules and co-financed aourses with UNICEF from 1986 to 
1989, Binae that time, Fonds National MQdico-Sanitaire (FOMAMEB) 
'has completely taken over this training, with financing from UNDL:' 
ahd WHO, However, SANRU staff and field personnel point out 
three aurrent shortcomings: 

first, the 20 training modules cover too many topics 
superficially; 

second, the choice of candidates is often made arbitrarily, 
without applying appropriate criteria, and 

third, regional and national authorities tend to stress 
centralization and conformity, rather than encouraging 
diversity and innovation in the zones. 

Training for BANRU I and BANRU I1 %ones. The SANRU I1 zones have 
not received their share of training. For example, the SANRU 
Project Paper called for 70% of the trainees to come from SANRU 
I1 zones. To date, the proportion is only 40%. 

Personnel movement. Visits to the zones found that 63% of 
personnel trained in SANRU courses are still working in the zone, 
nearly all in the job for which they were trained. Some are 
working in neighboring zones or in sub-regional positions. 
Still, the zones consider their losses high and feel they have no 
control over the re-assignment of trained personnel. SANRU can 
probably do little to affect this movement of nurses, 
administrators, etc., and can only recognize that continual 
training and retraining is necessary to build a large pool of 
trained, experienced primary health care workers to serve the 
country. 

* w  
Half of the graduates of the School of Public Health return.to 
their posts at the zone, sub-regional, and regional level for any 
length of time. Of the 48 students sponsored by SANRU who began 
the course in 1986, 1987, 1988, and 1989, 30 came from rural 
health zones. In mid-1991, 15 (50%) were back at their same 
post. Nine were working at sub-regional or regional positions and 
six were in private practice or otherwise "lostm to the public 
health sector. 

Of the 18 SPH students recruited from sub-regional, regional, and 
- -  . - -~~ -pests, f h  were s t j t Z f  f;PT tKi3ir SrXgifGiI lobs-in m i d -  

1991. Ten were working in new jobs in the public health sector, 
and three were no longer in public health. 

It is obvious that graduates of the School, of public Health are 
forming a pool of well-trained candidates for important posts 
throughout the public health system. However, the zones and 



bureaus whiah sent personnel for training reaeive little benefit 
if these trainees are moved to other posts during or just after 
their training, or if they return for only a short time. 

~ h i t e  between health zones. The 1987 project evaluation 
recommended that personnel from new or weak zones visit strong 
zones. Tn addition, persons from strong zones were to be invited 
to visit the weaker health zones to assist with activities or 
management. SANRU training staff, though recognizing the 
potentialevalue of such interchanges, has done little to 
encourage zones to take advantage of available funds and 
opportunities. 

3.4.2 traininq in the zones. 

Targete. By December 1990, SANRU had met nearly all targets for 
supporting the zones in the basic training of health center 
nurses, village health workers and traditional birth attendants. 
See Table F-1. However, the SANRU Project Paper foresaw that 
each worker should attend several courses, an average of nearly 
three courseo per person.43 Thus, the annual projections add up 
to a very large total of participants: 

Village Committees. The long-awaited research on successful 
cases of village organization is at last producing useful 
findings. For example, it appears that members of village 
development committees sometimes provide better preventive 
services than trained village health workers. 

Table la 
Status of Local Training and Re-training in the Zones 

Training slowdown in 1990 and 1991. During 1990, the training 
division organized or paid for only one-third of the regional 

-- 
training courses and only one-fourth of lo& Z- training 
miiFses sponsored in previous years (See Table 9). 

Cateaorv of Trainee 

Health Center Nurses 

Village Health Workers 

Traditional Birth Attendants 

43~bid. , Annex 8. 

8 Achvtd 

49 

44 
~ - - -  -- 

51 

No. of Particiwants 

Taraet 

5970 

5400 

2700 

pec. 90 

2910 

2368 

1370 



The training staff attribute the slowdown to the late receipt of 
counterpart funds (CPF). However, the evaluation team notes that 
even when funds did arrive, office procedures were very slow. 
Staff was preoccupied with planning the national uonference. Tha 
training division currently is holding large numbers of 
unanswered outstanding requests for training from the health 
zones. Meanwhile counterpart funds for training are sitting 
unused in Kinshasa. 

3.4.3 W p o f  countrv traininq 

Targets. The project had nearly met its targets for 
international courses and conferences by the end of 1990 (See 
Table F-2). 

Training for women. Of the 72 persons who attended out-of- 
country conferences and training courses, only 11 were women 
(15%). Women are very rarely appointed as m6decins chefs de zone 
or to sub-regional and regional positions, the most common 
categories for out-of-country and in-country upper-level 
training. Nevertheless, qualified women candidates are being 
sought and sent for training. 

International Conferenaes and Courses. SANRU has guidelines 
governing participation of SANRU staff at international 
conferences and courses. Conference travel is funded primarily 
for those who make presentations. 

3.5 Family Planning and AIDS. Family Planning did not 
receive as much attention in SANRU I as other primary health 
,activities, eg., vaccinations and diarrhea disease control. For 
that reason, it was recommended that SANRU I1 emphasize the 
introduction and use of modern contraceptive methods in the 
health zones. This activity was to consist of: 

'h 
o ensuring regular supplies of contraceptives to the 

health zones; 

o incorporating communication strategies in the programme 
pes naissances d&sirables, and 

o developing family planning and AIDS training modules. 

- - As a measurable output otrjes-kirve- O f  +kse three ackiv-kties, SktQRtr 
I1 called for at least one percent of the women of childbearing 
age in each health zone to accept family plannin each year after 
the second year CC SANRU assistance to the zone.' Of the 30 
zones submitting Annual Reports for 1990, only three reported 



family planning registrations equal to 1% of the women of 
childbearing age (see Table 4). 

3 . 5 . 5  W r a c e p t i v e  S w l i e s  to the Heath Zon@g. SANRU, in 
collaborating with AZBEF and PSND, drafted a plan to establish a 
network of contraceptive depots. The network was to begin with 
seven existing pharmaceutical depots and add nine more over a 
planned period. This plan was never implemented. Eighty-five 
percent of the zones visited had contraceptives on hand, even 
without a large network in place to supply contraceptives. 45 
,This encouraging finding was due to two factors: 

1. the one functional depot (kananga) is doing a good job 
of supplying contraceptives in its catchment area, and a 

2. SANRU initiated a Nstop-gapv measure, sending a carton 
of contraceptives to each health zone.46 

Other networks exist for expanded contraceptive distribution. 
AZBEF has a loose system of voluntary "antennaeN in eight regions 
of Zaire, some of which stock contraceptives for their own 
clinical use. AZBEF is being reviewed by USAID Zaire to 
determine whether it can have greater participation in nationwide 
family planning activities. PEV has a network of 31 vaccine 
depots across the country; selected well-functioning depots could 
distribute contraceptives as well. PEV officials are open to the 
idea of adding contraceptive supply to the responsibilities of 
depot personnel. PSND depots in eight regions vary greatly in 
effectiveness and their operations may be uncertain after 
September/October 1992. 

3.5.2 Family Planninu Communication Strateqies. In September 
1986 SANRU participated in an Information, Education and 
Communication (IEC) Strategy Development Workshop with PSND, 
AZBEF, FONAMES, RATELESCO, the Department of Education, and m e  
Department of Condition Feminine. This workshop produced a 
comprehensive and excellent strategy document. FONAMES was 
charged with coordinating IEC activities but has not carried out 
this mandate. As a result, some organizations worked alone or, 

45~urgical sterilization is performed in a number of zone 
hospitals, usually at the time of a Caesarean section. Surgical. 

-_ sterilization &es- n& depend- upen- e s-ttpp-q of currtracept hies but - - 
only on the instruments and anesthetics required for any abdominal 
surgery. Any surgeon who operates on the abdomen can perform 
sterilization without special training. 

"%ANRU distributed contraceptives that were provided at no 
gost by The Family Planning Services Project (PSND). See 
memorandum of Bill  arti in (HPO) to Lucy Mize (HPO), September 11, 
1991. 



in some cases, collaborated to develop IEC materials. However, 
sinae 1986, little attention has been given to implementing an 
overall strategy and major components have been overlooked. 

The aativities carried out in IEC to date include: 

1. A draft of a portable flipchart, under development by 
PSND since 1986, which SANRU hopes to use in the health 
zones ; 

2.  Posters and banners developed principally by PSND which 
are distributed widely, through not exclusively by 
SANRU ; 

3. A calendar promoting contraception, developed by AZBEF, 
which SANRU distributes and displays; 

4. Promotional materials -- signs and t-shirts about 
Prudence condoms -- which were developed and 
distributed by the Social Marketing Project (PMS) and 
are often visible in SANRU-assisted health zones, and 

5. IEC training, included as an integral part of five 
clinical training courses which have been held for zone 
family planning workers. 

Still, there is no concerted SANRU strategy to promote vigorously 
the use of contraception. One very rarely sees a family planning 
poster in a rural health center and seldom in the zone office of 
a SANRU-assisted health zone. Although technically knowledgeable 
about contraception, a number of ~Bdecins chefs de zone have a 
naive understanding of population dynamics and of the compelling 
need for contraception as an essential component of good maternal 
and child health care. At SANRU headquarters in Kinshasa, one 
senses a tolerant but less than enthusiastic attitude toward ,* 

family planning .47 

In fairness to SANRU, family planning is not enthusiastically 
embraced by most village people. Visits to health zones 
confirmed that the largest numbers of contraceptive users were in 
the zones located in or near cities and large towns. The visits 
also confirmed the existence of cultural barriers to family 
planning. It was often observed that people regard children as a 

-..-- -. - - --aift _fltsm and that- -the- Cat;keLke- &ku-~ek-ws -  apposed- t c r  
contraception. However, some Catholic clergy working in the 

47~nthusiasm for family planning may be increasing at SANRU 
headquarters. Two staff members (Dr. Bongo and Mutala) recently 
attended a three-week training course in family planning at the 
University of California - Santa Cruz. 
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zones expressed a tolarant attitude toward modern contraceptive 
methods. 

3.5.3 m v  Plgm- M o w .  The family planning 
training module used for SANRU doctors and nuraes was developed 
by PSND with assistance from the Program for International 
Training in Health (INTRAH). The module requires four weeks to 
complete. Less than 20% of the teaching time is devoted to 
contraception. Other subjects covered include: politics and 
legislation (10 hours), sterility (4.5 hours), infections (10 
hours), management and statistics (10 hours). 

From 1987 through 1989 Mdecins chef? de zone and nurees from 
SANRU-assisted zones attended five training courses hosted by 
PSND, AZBEF or IMCK, Regrettably, the zones which sent personnel 
for these trainings do not show an increase in contraceptive 
acceptors compared to zones without trained personnel. This 
suggests that training may be a necessary element in a successful 
family planning program, but alone is not sufficient. Perhaps it 
is the overall enthusiasm of the health zone staff that makes the 
difference. 

In mid-1991, most SANRTJ zones received a subsidy to finance 
activities in family planning. Several zones plan to train 
health center personnel and will use zone personnel (usually the 
physician) to teach the course. However, there is no specific 
training module for this course. The trainers will probably use 
printed materials already on hand (Brown and Brown) which are 
appropriate for very practical zone-level personnel. Continuing 
the subsidy for family planning training may lead to increased 
enthusiasm for family planning among zone staff and to larger 
numbers of family planning acceptors. 

3.5.4 Every zone physician interviewed reported confirmed 
or suspected AIDS cases. Cases were more prevalent in zones near 
diamond mining areas (e.g., Tshikapa), gold mining areas (e.g., 
Dungu), large population centers (e.g., Tshikaji) or near major 
transportation routes (e.g., Kisantu). Every zone physician 
reported that zone staff gave information on HIV transmission and 
that people in general were fairly knowledgeable about the 
disease and the role that condoms play in its prevention. A I D S  
awareness in the zones is in part attributable to SANRU's 
efforts. The project has played a central role in providing HIV 
WtS, . initiatinq- 6EC a6&i-v-&%iesi an4 emphsi-zi-ng the importame 
of. counselling. 

However, few zones currently have the laboratory tests needed to 
confirm the diagnosis of the. disease or to test blood intended 
for transfusion. Virtually every hospital gives blood 
transfusions, usually to children with severe hemolytic malaria. 
The transfusion is frequently a life-saving measure. Physicians 
try to minimize the risk of AIDS by using blood from a member of 



the ahildla family, Zn an area like Kananga with an HTV 
infection rate of 3% in the adult population (Brown), three 
percent of the children transfused will die of preventable AIDS 
if blood is not tested first. This situation can be repeated to 
a greater or less extent over all of Zaire. SANRU and other 
purveyors of health services should study the feasibility of 
providing a HIV test kit. 

3.6 Reeearah Aativitiee. SANRU was directed to develop a 
research ~apability.~~ Research was undertaken both centrally 
and at the zone level. Studies at the central level were of 
three types: impact studies, finance studies, and operations 
research. Twenty-nine of these studies were planned, of which 26 
were financed and completad (See Table F-4, Appendix F). The 
central studies received assistance from consultants provided by 
the centrally-financed PRICOR, PRITECH and REACH projects. 
Results were disseminated in a professional format. It ia less 
clear that findings were incorporated in SANRU or zone policies 
and practices. 

SANRU invited m4decins chefs de zone to submit proposals for 
research at the zone level. Ninety operations research micro- 
projects were proposed to encourage the zones to find concrete 
solutions to problems associated with managing primary health 
care; only 12 OR micro-projects were submitted and completed. Of 
the 20 "other studies, 15 are complete. 

Financial constraints limited the number of zone-level studies 
undertaken. Results of the research were to be presented at the 
SANRU Annual Conference. Since funds were limited and the 
conference postponed, brochures will be prepared and distributed 
to personnel in the SANRU-assisted zones and to others. 

The quality of these studies varies greatly. In some cases, the 
results are noteworthy, e.g., the study of Oral Rehydration ,, 

Solution (ORS) use in Pawa. For most of the medecins chefs de 
zone involved in the program, this was their first experience 
with field research. It is of some significance that most of the 
studies were proposed and conducted by pedecins chefs de zone who 
had received some research training at the School of Public 
Health. 

1n many respects, the results of the zone-level research were 
-- less important than t h e  nppartudty g-hcm- aerie- pewen~tef ke 

approach local problems using research methodology. Publication 
of the methods and the findings, which could be done at a 
relatively low cost, could be of interest to other health 
personnel in Zaire. ) 



3.7 Commodity Pxoaurement and Traaking. Equipment and 
auppliee were deemed essential to achieve 8ANRU's primary focus 
of developing and/or strengthening the health zones. 49 Medical 
equipment and supplies were to be furnished to 720 health contere 
and 50 general reference hospitals. Basic office equipment and 
related accessories were to be sent to 50 health zone officss; 21 
regional and sub-regional inspection officers and six regional 
and/or sub-regional pharmacies were to receive the same office 
furnishings as well as micro-computers and related accessories. 
Four-wheel drive vehicles were to be available to 21 regional and 
sub-regional inspection offices and 50 health zones. This brief 
list contains only a few of the items that the project was to 
procure and send to zones. Also, it does not list the items to 
be procured for SANRU headquarters nor the systems needed to 
order and ship equipment and train personnel in its proper use 
and maintenance. 

At project start-up, the level of health zone satisfaction or 
dibsatisfaction regarding the equipment provided during SANRU I 
was taken into account when developing the commodity list for 
SANRU 11. This list, based on SANRU I experience in 50 health 
zones, was reviewed and refined by SANRU and USAID Zaire staff. 
Site visits confirmed that most zones are entirely satisfied with 
what they have receivedrduring SANRU 11. 

3.7.1 CPF Financed Commodities: SANRU Procurement. A 1991 
review of the procurement procedures indicates that SANRU staff 
have been able to move rapidly to procure locally available 
materials with counterpart funds (CPF). Until recently, when 
hyperinflation hit Zaire, USAID was able to provide SANRU 
headquarters and the zones with adequate funds to purchase in 
Zaire and transport to the site the materials to cap springs, 
rehabilitate hospitals or construct health zone offices and 
health centers (rebar, cement, brick, block, wood, tools, etc). 
Requests from the zones for materials were generally submitte,a in 
the zones1 annual workplan and were financed by SANRU within 
twelve months of receipt. 

Currently, while SANRU continues to respond within 12 months, the 
amount provided is routinely less than the total needed to 
complete the proposed scope of work. The local currency (zaire) 
is losing purchasing power rapidly. For example, one zone 
submitted a budget for 1991 based on estimates that were adequate 
to cap 3.D springs in l-Wc When- t h e  fu* a-~-~kre&, &he tme was 
only capable of completing 8 or 10 springs. 50 

'Osee above Section 2.4 and Table 9. Since SANRU has had to 
await receipt of CPF from USAID zaire, the ability of some zones to 
execute projects has been related to the availability of the local 



3 .7 .2  --ties: UW zaire  Procw.mgnJ;. 
The limited available data on the timing of US Dollar obligations 
to the commodity line item of the SANRU Project budget leads to 
speculation that the procurement plan was based on the 
availability of funds (US$) at given points during 
implementation. Since procurement activities are still underway 
in the final fiscal year of the project, it appears that funds 
for commodity procurement were available over time, a standard 
USAID practice, and not I1f ront-end loaded. lN5' Apparently, 
Dollar funds became available for commodity purchase in 
installments: thus, the pattern of procuring one or two large 
items and many small items in any given purchase cycle is 
understandable. The project's desire to serve the health centers 
and health offices in the zones as quickly as possible, leaving 
the equipping of hospitals and regional and sub-regional offices 
to a later date, ma explain the order in which given items were 
chosen and ordered. & 
Standard USAID policies -- "Buy AmericaN' and competitive 
procurement -- were used to obtain the items procured with US 
Dollars by USAID Zaire. The procurement timeframes for the SANRU 
procurement seem equivalent to those common for most USAID 
Missions in ~ f r i c a . ~ ~  Still, from the point of view of project 
implementation, past procurement practices have been neither 
timely nor efficient. 

As of July 31, 1991, 14 months prior to the PACD, only US $7.5 
million of the US $9.8 million allocated for commodity 

currency sent from SANRU. However, the declining purchasing power 
of the amount provided has had a more significant impact on the 
rate of execution and the number of projects completed. To correct 
this problem, SANRU now converts the request into a US Dollar value 
and readjusts the amount when payment is made in zaires. 

''only $7.4 million of the authorized LOP amount of $16.4 
million was obligated to the SANRO project on September 30, 1987. 
No figures are available on the line item breakdown. Project 
Implementation Report, September 30, 1987. 

5 2 ~ f  commodify co at had- baen fU-a,&-y ~uncle& a-% gee==& -- - - - -  
launch, SANRU would have had most of the items much earlier in the 
project's life cycle and been able to distribute material to the 
zones when needed. In addition, the project could have obtained 
certain economies of scale by procuring the majority of the items 
in one cycle. 

53~ommunication from P. Lacerte, Commodity Management Officer - 
USAID Zaire. 



prouurement had been earmarked (Table 7) Aauording to the 
Prouurement Status Report, dated July 21, 1991, more than one 
year yenerally passes between the time an order is placed and the 
time t arrives in Zaire. Thie does not,take into account the 
time spent preparing and processing the order (PIO/C) , frequently 
3 or 4 months, or the time between arrival in Zaire and arrival 
at its final destinationeS5 

With some significant exceptions, namely small items and repeat 
orders (e.g., vehicles - 7 months), it frequently takes 24 months 
to comp3,ete the procurement proaess. In several cases, tho 
process has taken significantly longer. For example, all 
pharmaaeutical requevts must be reviewed by the USFDA and 
procured by the Veterans Administration, GSA, or another USFDA 
approved purchasing agent. Frequently, a portion of the items 
requested are unavailable in the United States; at times, waivers 
must be obtained to purchase the items from UNIPAC/Copenhagen, 
the UNICEF facility, or from another qualified supplier. 56 

Additional examples of the lengthy procurement process can be 
cited. For unexplained reasons, probably related to the value 
(US $1 million) and complexity of the order, the medical kits for 
the 50  general reference hospitals remain to be ordered almost 
five years after project launch. In addition, the order for 30 
solar refrigerators, initiated in July 1987, only left Zaire in 
April 1991. This order still remains to be processed in the US, 
shipped, received in Zaire and delivered to the zones.57 Such 
delays are unacceptable. 

5 4 ~ ~ ~ ~ ~  Zaire, I1Summary Praj ect Financial Report by Project 
Elementp July 31, 1991. 

.* 
s 5 ~ n  the case of some Dempster Handpumps, for example, the 

shipment arrived on July 21, 1990 but was not picked up until 
January 21, 1991, six months later. This order was for SNHR, not 
SANRU. See Procurement Status Report, July 21, 1991. 

s 6 ~ n  the case of one order for pharmaceuticals, the UNICEF 
component was received three months after the order was placed, on 
the same date that a procurement agent in the U.S. notified HPO 
that the requesL fnr hids--for Ure ot- ps&&en- s f  *e - - 

pharmaceutical order was about to be released. Given UNIPAC1s 
reputation as a less than prompt supplier, this delivery schedule 
is commendable. The procurement agent's performance is probably 
well within standard norms. 

s70n August 13, 1991, the Mission was advised by the 
Procurement Service Agent (PSA) that a Ifrequest for bidsn was about 
to be placed. 
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8ANRUve experience with procurement through an inetit:utional 
oontraator euggeeta that the current timeframe can bo reduced 
signifiaantly. Ovnr half  of the muterial procured by GCZORT, n 
SANRU I "sisteru projact, was ordered and w.g&,&t.$ in lass than 
ten months. The lotigost it took to receive any item was twenty  
montha, 

3 . 7 . 3  - vstema. SANRU haa very good 
r e c o r d z i p p e d  to which zonea and the 
amounte (in local currency) that were sent to purchase locally 
available goods and support zone-level activities, Most of the 
zones visited by the members of the evaluation team had records 
of the items or subsidies received from SANRUe All were able to 
verify that SANRUts records were accurate. However, neither 
SANRU nor the zones have complete records indicating the location 
and condition of the equipment shipped and received. I n  
addition, many zones candidly stated that recently, due to 
hyperinflation, local currency forwarded by SANRU to implement 
projects was frequently used instead to buy pharmaceuticals. The 
revenues generated included a margin that allowed the zones to 
maintain opokations. 

While SANRU'q end-use tracking system is partially in place, 
USAID Zaire h;as only begun to develop and implement a system for 
tracking the and-use of project commoditias. 

3.7.4 Oversight of Commoditv Use. While SANRU can easily 
conf irnl that ;!;ones have received the commodities and local f ul~ds, 
neither SANRU\nor USAID Zaire can verify that the zones are using 
liaaa, commoditie~s for their intended purpose. In the zones visited 
by the evaluation team, th& medical equipment, as well as 
pharmaceuticals and office equipment, were at the proper 
locations and in use. It was rare to find a non-functional health 
center equipped with SANRU equipmenteS8 In addition, most 
6decins chefs de zone and administrators gave clear, if 

tndocumentable, reports on the distribution, location, and use '%f 
medical supplic!~ and equipment, instructional material, forms, 
etc. In most cases, this material was directly under the control 
of the gt4decin chef de zone and distributed during (or following) 
supervision visits to the health centers and health posts. 

It is more difficult to document the use of project vehicles, 
primarily the Toyota Land Cruiser. SANRU has instructed the 

"one group of evaluators visited a non-functioning health 
center in Kamonia that had received some components of the basic 
health kit. The nurse in charge had been away several months and 
the health center was not service. 
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zone# on the rapm uee and maintenanoe of the  v~hiclaa, P 
59 

However, few f any zones kseg adequate racords of vehiale ueo, 
M o ~ t  vehialee appear to be in fair to poor condition, owing to 
mieerable roade, poor mnintenanae, and frequent driver changss, 
In addition, moat appear to be subjest to uaea different from 
those approved in t h e  SANRU tranremittal lettar. Many are subjec!t: 
to nreguiaitionN by zone authorities, e,g,, w & e  u n ~ .  
Some operate as "bush taxis" to transport paseengers alrd goods 
within and outside the zoneadt!ind to generate revenues needed to 
offset zone operating costs. 

3 , 7 . 5  N u m b e r s . o P e  P u t s  -. 
Training manuals were developed to ensure the proper operation 
and maintenance of the four-wheel drive Land Cruisers, as well a# 
the motorcyales and bicycles, Forty-four drivers/mechanics were 
trained in three aeparate sessions, The number trained 
corresponds fairly closely with the number of Land Cruisers sent 
to the zones. 

Unfortunately, since the number of trainers was insufficient to 
conduct all sessions before the vehicles were delivered, many 
drivers began to use the equipment before being trained. In 
addition, SANRU soon learned that the drivers charged with 
operating and maintaining the vehicles did not have total control 
of their use. Very frequently the Land Cruiser or motorcycles 
were vborrowedn by other zone authorities and used for other 
purposes. Consequently,, many are in poor condition and some are 
non-operational. 

A brief review of the list of spare parts ordered suggests that 
the parts procured and delivered to the zone are sufficient. 
However, few if any zones have spare parts inventory records; 
most have boxes, located in one or more zone depots, filled with 
a wide variety of parts. There are unbonfirmed reports of spare 
parts being sold. The use and replacement of spare parts for, 
vehicles appears to be a problem area. 

59~ee, for example, the letters of the SANR'J Project ~irector 
-- to the mbdecins chefs de zone entitled ItDm dlllan ~eh imh A ZOne d e  

Sei€6. 

60~one of the information on vehicles also applies to 
motorcycles. There are two important differences. First, those 
motorcycles used exclusively by Peace Corps Volunteers are 
reportedly in the best condition. Second, since the zones often 
have several motorcycles, one unit can be cannibalized for spare 
parts, allowing the rest of the fleet'to stay in service. 



3 . 8  UfJAID aaire Managomont B C r u o ~ u r o o  and Praobiooo 

3 , 8 * 3  l i a M d J M & w  Nurner~ug 
rxamples oould bo aited to indioate that UBAID Zaire ia net 
managing the workload for the BANRU Projeat in an ~ff@ativ@, 

P roaative and harnlonious manner, Furthormorco, tho absrcenae of' 
nternal aonaenaulg among Miaeion gereonnel aftaats grogeat 
implementation, in apite of the exictenoe of written and well- 
e~tablished goliair~ and proaeduroe, Am noted above, aommodition 
that should have been gurohased two yeara ago, when the funda 
beoame available,  till remain to be ordered. Training outaida 
Zaire takeo ag much as threo and one-half months to proaese.61 
Thie groaee~ing delay eliminates candidates who reaeive late 
information about courees or who muet obtain paaeporte. Ae a 
aoneequence, participants attend ehort couratam or oonfarencee 
without adequate reeervatione, travel orders, or per diem. 

The cancellation of the HealthCom buy-in further documents the 
absence of internal consensus among Mission support offices. 
HealthCom, a centrally-financed child survival initiative in 
health communication, was initially scheduled to receive a buy-in 
from SANRU. The Health and Po ulation Office (HPO) decided to 
cancel the buy-in; different M ! ssion support offices have offerad 
conflicting instructions on what musk be done, As a result, the 
cancellation process, initiated in April 1991, remains incomplete 
in September 1991, 

Finally, inadequate communication and consensus among HPO, the 
Mission support offices, eag . ,  the Controllerls Office, EXO, 
eta., and SANRU, frequently generatos conflicts, crises, and hard 
feelings. Time did not allow an in-depth assessment of the 
underlying causes of these difficulties. Undoubtedly, hiring 
PSCs who have little or no experience in A.I.D. procedures and 
policies to manage a very large and complicated project increases 
the complexity of the management burden at the start of their, 
period of service. 

Overall, it appears that the relatively inflexible and uncreative 
posture of the Mission support offices -- PEP, Commodities 
Procurement, Controller, etc., -- compounds the managerial 
demands on HPO and SANRU. While well within their rights to 
insist that projects be "managed according to the book," it is 
equally clear that Mission support offices often have different 

-- interpretations of %he book,II Hang examp1 m c  cadd he dbxL 
Xe-devei6eenT and application of the personnel payment policy 
(Directive 306 and the FSN schedule) for the SANRU Project is the 
example most frequently cited in the past year. 

%ee, for example, PIO/P #660-0107-1-00133, (Dr. Mbala Nsimba 
of FONAMES). 

4 3  



There is Homo evidenos that Mieeion support office6 havs 
forgotten that eaah exiete to facilitate, not aonstrain, project 
implamentation. Development aeeietance is the rationale for 
operating in Zaire. All too often it appears that SANRU 
aativitiee are conetrained, delayed or impeded by niggling "red 
tape,If e.g,,  boxas on PIO/T forms inaorrectly checked, or by tha 
confliating interpretations of the different support offices. 

3 .8 .2  UgATD 2-8 D o w n t  Pro_ceseina 
S c k w  for Proiect 

ern . As noted above, UGAID Zaire has 
~ e a r ~ o c e c ~ u r e s  for processing project- 
related documents (PIO/Cs, PIO/Ts, PILs, proaurement waivers, 
otc,), alearing communications, and monitoring project 
implementation. 62 llowever , during project implementation ( 1985- 
1991), several procedures have changed. In addition, the steps 
involved in the clearance and approval process are many and 
complicated. For example, a PIO/C originates in HPO and must be 
cleared by PDO, EXO, CONT, PEP and CMO, before being approved by 
the Deputy Mission Dj rector. All I1cle:sringtl off ices are 
requested to review the material quickly and pass it along. 

An examination of selected files suggests that at least one month 
is required to process most documents. For example, the PIO/T to 
"reserve funds for an interim evaluation of the Basic Rural 
Health I1 (SAWRU) Projectw was signed by HPO on April 26, 1991, 
EX0 on May 10, 1991, PEP on May 23, 1991, CONT on May 23, 1991, 
and the Deputy Mission Director on May 28, 1991. In some cases, 
the period required to clear and approve the PI0 is even 
longer.63 In routine cases these timeframes may be acceptable 
and allow project management to proceed at a planned pace. In 
unforeseen cases, where prompt action is required, this timeframe 
adversely affects project implementation. 

USAXD Zaire staff are following established procedures for ,- 

processing the paperwork. However, given the mountain of 
paperwork, certain project monitoring guidelines are not 
routinely followed. For example, Section 111 of USAID Zaire 
Mission Order 504, dated July 8, 1989, states that site visits 
are an "essential element of any monitoring program.I1 Site 
visits may be more important than paperwork. Project Officers 
are instructed to visit sites "not less than quarterly [and] in 
instances where project implementation takes place at a multitude 
of locations, rotating monthly - visits to sub-project activities 

- -  - - - 

62~ee, for example, USAID Zaire Mission Orders 504 and 1107, 
dated 8 July 1989. 

6 3 ~ ~ ~ / ~  660-0107-4-80144 to procure solar assemblies took just 
short of two months to clear and approve (May 29 to July 26, 1991). 



should be aonsidered." The SANRU Project Officer has visited the 
field lesa frequently than stipulated in the Mission Order. Yet, 
her visits to project locations may be more frequent than those 
of others in the same office, and certainly far more frequent 
than field visits made by Mission support staff, 

The Project Committee, consisting of representatives of the 
Mission support offices (PDO, GDO, CONT, EXO, PEP) and chaired by 
the technical. office seems an appropriate forum in which Mission 
and project personhel (SANRU) can develop a common understanding 
of project objectives, develop annual, rolling implementation 
strategies and timelines for processing project-related 
documents, schedule the execution of project monitoriny 
activities, and resolve differences of opinion and fact. 
Unfortunately, the SANRU Project Committee has not met in the 
last ten months. 



4.1 Conalueion~, Only the principal conclusions are 
presented below, Additional findinga appear above in Section 3. 

SANRU ha6 been dramatically euaueesful in initiating or extending 
primary health care activities in 42 of the 50 rural health zones 
targeted for assistance under the Basic Rural Health I1 Project. 
In addition, support has been continued to 49 of the 50 zones 
assisted during SANRU 1 (1982-1985) .64 

SANRU's "package of assistancewt to the zones has included 
training, vehicles and spare parts, physical rehabilitation of 
health aenters, offices, and hospitals, infrastructure 
improvements (e.g., spring-tappings), medical and office 
furnishings and supplies, and operating subsidies. Included as 
well is the commitment to primary health care. 

SANRU has recruited, trained, and maintains a dedicated 
managerial and technical staff who have implemented and continue 
to use reliable financial and management information systems and 
effective internal operational controls. SANRU is operating 
within budget and conducting most activities at a unit cost that 
is within the range set forth in the Project Paper. 

Review and analysis of the data available at the start of the 
evaluation or collected during visits to the health zones 
indicates that in the current economic and political crisis SANRU 
assistance is insufficient to enable most of the health zones to 
consolidate or expand operations, that is to  chie eve a 
"suetainable system of community-supported pteventive, promotive, 
and basic curativew services.65 In the zones which only receive 
GO2 assistance, (primarily in the form of salary payments to a 
limited number of staff or the PASS subsidies), SANRU assistance 
is essential but at best a nholdingn or "reliefIw action that , 
allows the zones to maintain minimal levels of service to the 
population. It could be concluded that SANRU is serving as a 
"shadoww Ministry of Health in these zones. One has the image of 
a person on a treadmill, running very hard just to keep in place. 

In the zones with greater resources, served by different 
religious NGOs for example, SANRU material assistance is usually 
less essential. It complements other available operational 
assistance and, especially in the areas of training and 

- - 
- - -superviSlrrm, e~rabIes -€lie Boiies--60 provid5 more accessible 

services. 

64~ssistance to eight zones was temporarily suspended at the 
time of the evaluation. 

"SANRU Project Paper, g . 23. 



Below are the prinaipal findings for each of the Itkey issuasfl 
defined in the Saope of Work, 

The conaept of the health zone is a strong building block for the 
future development of the Zairian health system. By keeping this 
conoept viable, SANRU can offer to a future, more development- 
minded GOZ a model, baaed on the health zone concept, on which to 
build a sustainable, effective, and effiaient national health 
system. 

Currently, in both the GOZ-assisted zones and those receiving 
support from others, patient fees are a measurable portion of the 
revenues generated, primarily through the sale of 
pharmaceutiaals, Zones assisted solely by SANRU and the GO2 are 
more dependent on patient fees to cover the cost of operations. 
All zones are routinely raising prices to match or exceed 
inflation and the increasing cost of operations. To date 
patients have probably been able to respond to the increases. 
Higher prices may soon become a barrier to service for the poor 
and may lead to reduced utilization rates at zone facilities, 
especially in the GOZ zones, and increased amounts of self- 
medication. There is some anecdotal evidence of this trend. 

The quantity of resources currently available to SANRU is 
insufficient to allow it to provide a program of assistance to 
all 306 health zones in Zaire. SANRU wo~ld be stretched too thin 
to have much impact anywhere if it attempted to give nationwide 
assistance. Indeed, available resources suggest that the SANRU 
"package of assistancem can be provided most effectively in no 
more than the zones currently receiving assistance (September 
1991). 

*I* 

4.1.2 Management 

There are many different health zone management structures. 
These have been developed independently from one another and 
reflect local operating conditions and understandings. Most of 
them are effective. Irrespective of the structure, there are 
often conflicts. These are due to personalities and to 
differences of opinion on the definitions of zonal autonomy and 
the authority and responsibilities of intra-zonal partners, e.g., 
3Mh~-  - . . -communit ies,  -- personner. 

Villagers are participating in the management of the health 
centers and in the execution of development projects, e.g., 
spring-tappings, the building or rehabilitation of health 
centers. The management committee of the zone is usually 
.comprised of the staff of the Health Office (Bureau Central) and 
directed by the m6decin chef de zone. The policy-making and 



ovareight body for the zono meets infrequently, if at all! it ie 
usually comprised of local authorities, presided over by a 
reproaentative of the national government, and seldom includes 
representatives of the consumers of health uare. The infrequent 
meetings of the oversight body allows the Mdeoin chef ..de_z_nw., 
as the senior member of the health zone staff, extraordinary 
powers to do good or otherwise. 

Health zone offices (bureau central) colleat information during 
supervision visits, and some routinely receive monthly reports 
from the health centers. There appears to be an inverse 
relationship between the frequency of supervision visits and the 
health center's distance from the health zone office. In some 
cases, the health zone office also receives verbal reports from 
health center staff who are visiting headqu~rters. Health zone 
offices use the data collected mainly to prepare the annual 
reports submitted to SANRU and others, e.g., ~4decin ingwecteuz 
reciiona. Some zones are routinely reviewing the information 
received and, in certain cases, taking appropriate actions. 

The Annual Report Form is the core data-collection instrument in 
the SANRU information system. Most of those interviewed judged 
the form adequate in determining accessibility to health service. 
However, those seeking data on coverage and health impact found 
the form deficient. 

SANRU files contain only 30 of the expected 91 (37%) Annual 
Reports (1990). More than one-half of the health zones visited 
sent the 1990 Annual Report to SANPZU. None of the zones visited 
reported receiving any acknowledgement that their report had been 
received or any specific comments on the content of that report. 

With the exception of the target for the School of Public Health, 
SANRU will probably meet its targets for all categories of 
regional and national training courses. SANRU has developed and 
uses standard modules for all categories of trainees and has 
instituted evaluations of course effectiveness. For some 
training courses, SANRU has introduced a team-learning approach 
in which two or more persons from the same zone attend a course 
together. 
- -- - 

SANRU I1 zones are somewhat under-represented in the training 
courses. While the initial training courses have been conducted 
on schedule, SANRU has lagged in continuing education efforts at 
the regional level. Finally, for a variety of reasons, almost 
one-third of the persons who received SANRU training have left 
their zones. 



BANRU will not maet its training target at the School of Public 
Health. Qualified and willing candidates are in short supply, 
part1 because the academic equivalency of the diploma remains in 
queet 1 on. 
Loaal training in the zones is on schedule for the first courses 
in primary health care but is behind in the continuing education 
program. Since 1989, the number of zone-level training courses 
has declined dramatically. The CPF necessary to finance the 
courses was slow in arriving and SANRU's training division has 
not moved expeditiously,to respond to zone requests. 

Family planning did not receive as much attention in SANRU I as 
other primary health activities, e.g., vaccinations and diarrhea 
disease control. For that reason, it was recommended that SANRU 
II emphasize the introduction and use of modern contraceptive 
methods in the health zones. 

It still appears that family planning is not a primary health 
care priority in SANRU headquarters nor in SANRU-assisted health 
zones, nor with many mddecins chefs de zone. There have been 
five family planning training sessions for health zone personnel. 
However, SANRU leadership in promoting contraception as an 
indispensable part of good primary health care has been weak. 
This weakness is reflected in low contraceptive use in zones and 
health centers. Contraceptives are available at most zone 
headquarters and some reference health centers but rarely in 
health centers. Cultural and religious barriers impede 
contraceptive acceptance but not extensively. 

4.1.6 Commoditv Procurement 

Procurement with the US Dollar portion of the budget has been,, 
lengthy, problematic and remains incomplete. A four-year period 
for ordering solar refrigerators is, for example, unacceptable. 
Approximately one-third of the amount obligated (US $3 million) 
is still to be committed and disbursed. 

1tems procured locally in CPF by SANRU have been obtained and 
delivered expeditiously. However, the diminished purchasing 
power of the local currency has reduced the number and frequency 
of activities carried out in the zones, e.g., supervision visits, 

-- U r n  &= Sam fmsdntaimti gcmC records 6ii €lie 
location and, in some cases, the condition of most items 
procured. USAID Zaire's current system does not record the final 
location of the items procured and cannot track end-use. (USAID 
Zaire could ask for copies of the SANRU documents.) Neither 
SANRU nor USAID have good systems for ensuring that items 
procured are used anlv for the purposes intended. 



In the aurrent hyper-inflationary situation, the policy of 
providing four-wheel drive vehiales to zones needs review. 
Mo6t zones do not have the resources neaessary to maintain tire 
vehiale properly. Zone personnel interviewed reported that the 
SANRU lleupervisionu subsidy was insuffiaient to allow tho zone to 
buy fuel and maintain the vehicle. The zones must either use an 
inoreased amount of the revenues generated from health activities 
to keep the vehicle in service or employ the vehiale as a 
transportation service, a praatice that generates revenues but 
reduces the vehicle's active lifespan. 

4.1 .7  Zaire Maaaement Structwes a d  Practices 

USAID Zaire currently follows adequate procedures and guidelines 
for projeat implementation. The timeframe for clearance and 
approval does not impede implementation in the majority of cases. 

In the past, however, USAID Zaire has changed procedures and 
report forms several times. This practice has adversely impacted 
project implementation. At present, the different and 
conflicting interpretations formulated by Mission support offices 
(EXO, PDO, CONT, etc.) has delayed implementation and created 
tensions and misunderstandings among those responsible for 
managing the project within USAID Zaire and at SANRU. For 
example, the application of personnel payment policies (Directive 
306 and the new FSN schedule) has been confusing and 
inconsistent. 



4 , 2  R@aommendatione t o  PACD (8egtember 30,  1992)  

SANRU 11's final year of activities will be eignifiaantly 
intluenaed by the current eaonomic and politiaal arisia in Zaire 
and by the provisions of the Brooke Amendment prohibiting new 
U.S. funds for Zaire. In light of the current and projected 
shortfalls in financial assistance, including the GOZ, SANRU 
should immediately develop a strategy that continues 
assistance to the current health zones at levels wufficient to 
maintain operations as long as possible .66 SANRUv s raison 
d'etre is the initiation and strengthening of! the health zones1 
ability to render primary health care to rural populations, To 
ensure that all the currently-served zones are able to operate at 
equivalent levels of effectiveness, the strategy should consider 
giving relatively larger amounts of assistance to zones with 
fewer outside resources. SANRU central operations may have to be 
reduced to the minimum required to sustain the current level of 
zone activities. This approach may prohibit the hiring of all 
new staff as currently planned and require some staff reductions 
in selected divisions. 

The strategy should also find ways to re-program all remaining 
funds (US$ and CPF) to ensure that the zones continue to make 
primary health care services accessible to the rural population. 
The commodity list should be immediately reviewed. This is the 
only line item in the US Dollar budget that has significant 
"unearmarked" resources. Only those items deemed essential to 
maintain operations in the zones should be procured. Probably 
only a small number of new vehicles should be purchased; the 
amounts of other commodities will have to be reduced or 
.eliminated, such as computers ($280,000), national office 
equipment ($220,000), didactic materials ($150,000), etc. 

USAID Zaire should instruct SANRU to develop the stratsdy within 
one month of the acceptance of this evaluation report, SANRU 
should be requested to re-program funds1 to support the opexat'fons 
in the zones as long as possible. USAID Zaire should extend the 
PACD of the project accordingly. Finally, USAID Zaire should 
make every effort to provide tlnewN funds to allow SANRU to 
maintain health zone operations, 

These recommendations are put forward reluctantly following a 
detailed and thoughtful consideration of all feasible options. 
Given that additional resources and political and economic change 

- - 
are unlikely in the near ter_m,_SANRU must make e m  eaflfnrt t~ 
mp prima- health care services operating in the zones. SANRU 

%ANRU has already reached the conclusion that Itpriority for 
the next two years . . . should be to sustain the operations of 
existing and functional health zones." See memorandum of F. Baer 
(SANRU) to Ray Martin (USAID Zaire/HPO), dated December 17, 1990. 



haa done good long-term work and it i~ regrettable that Eaatore 
beyond the control of the grojeat forae the formulation and 
'aqoption of this emergency reaommendation. 

The roaommendations below should be reviewed and implemented in 
the aontext of the ~eurvivalff strategy to be developed by SANRU, 

4 . 2 . 1  m-, USAID Zaire should instruat SANRU to 
maintain the "package 02 assistanaeu to those zones currently 
served but not to extend operations to new zones. SANRU should 
consolidate assistance on the reduced number of health zones'to 
ensure their survival and continued service delivery as long as 
possible. In serving the current number of zones, SANRU should 
consider reducing assistance to those with dupliaate sources of 
auppore from other donors. Where marginal costs are low, e.g,, 
inviting personnel from non-assisted zones to attend training 
sessions or conferences, providing manuals and flipcharts, SANRU 
should not be precluded from offering limited assistance, 

4.2.2 nealth Zone Manaaement. Given the diversity of effective 
management and organizational structures among the zones assisted 
by the project, SANRU should assist each zone in the development 
of a written agreement that defines the autonomy, responsibility 
and authority of the managing partners. In the execution of this 
task, SANRU should strengthen the local governing bodyfs ability 
to formulate zone policy and oversee zone operations. 

SANRU should develop and promote the Ifzone forumv methodology to 
help local governing boards, e.g., conseil d I a u s  tration, to 
fulfill their roles in setting policy and overseeing zone 
activities. This methodology can also be used to resolve 

Im conflicts in zones where organizational or interpersonal 
differences jeopardize zone functioning. 

SANRU should continue to encourage the health zones to accept., 
Peace Corps Volunteers in financial management in health, 
wherever appropriate. USAID Zaire should invite staff from the 
centrally-funded Health Financing and Sustainability Project to 
work with SANRU to train new health volunteers and their 
counterparts (aministrateurs) and to finance selected activities 
( i . e . ,  zone-level studies). 

4.2.3 Health Information Svstem. SANRU should institute 
procedures to ensure that requests and reports received from the 

- - - z a n e s a r e r a p i d & d l A x i W % & ~ ~ ~ ~  - - )SfF +-he resporrsi-irkr 
technical divisions. Receipt should be immediately acknowledged 
and feedback provided within two weeks of receipt. 

SANRU should use the opportunity df the national or regional 
conferences to encourage the prompt submission and analysis of 
the Annual Report by the medecins chef de zone and to provide 
feedback on the reports received. 



4 , 2 . 4  -. SANRU staff should make an all-out effort to 
rearuit the full quota of candidate@ for the 1991-92 and 3992-93 
alasae~ at the Sohool of Publia Wealth. USAID Zaire should 
aontinue efforts to resolve the diploma equivalenay problem ae 
Boon as possible, The solution mu& be aaueptable to the SPII 
faaulty, potential students, and to sponsoring organizations 
(SANRU, WHO, UNICEF, etc. ) , 

SANRUfe Training Division should attempt to beuome aative again 
in the technical aspects of training zone aadres, perhaps through 
financing certain candidates or sessions, SANRU's Training 
Division Training should make a special effort to recruit 
trainees from SANRU 11 zones for regional training during the 
final year of the projeat. 

To slow down the rapid job changes after atkending the School of 
Publia Health, SANRU should consider requiring course w d a t e a  
and t h m  to sign an agreement that the aandidate will return 
to the zone for two years. 

SANRU should disseminate the recent research findings on village 
organization and turn them into appropriate training materials 

, for zone supervisors, trainers, water-sanitation coordinators, 
health center nurses, and village committees. 

SANRU should immediately use available CPF to reimburse the zones 
for courses already given and to underwrite courses that they 
have scheduled but postponed. 

SANRU should include a family planning element in every training 
activity underwritten in 1991-92 (e.g., water and sanitation, 
gestion de la zone de santd, comit6 de developpement). 

4.2.5 Familv Plannina and AIDS. SANRU should maintain the 
contraceptive distribution arrangements currently in place: 
supplies to regional depots and kits to the zones. SANRU shocld 
hold additional regional training courses in naissances 
dBsirableg for medecins chefs de zone and a family planning nurse 
from each zone. These courses should concentrate mainly on 
contraceptive methods and IEC techniques for encouraging 
contraceptive use. The courses should also include practical 
clinical experience. This could be accomplished in one to two 
weeks. 

s A N R U m e i s l u e - r t = o ~ u s e f f e & * d e v ~ - q i n -  
family planning. SANRU should give extra supplies, training, and 
encouragement to any health facility which demonstrates 
initiative in providing family planning services. 

SANRU should provide a minimum quantity of rapid HIV test kits 
(100 tests per zone per year) to every assisted health zone. 



UBAID ~~hould agree to n flexible maahanism to aerrsurca groaurotnsnt 
of these aommoditisa on a regular baais. 

4.206 w u . w w n & .  SANHU should immediately review 
the oommodity list and sel.ect t: items for USAID Zaire to 
order. The number of vehicles ordered ehould be drastically 
reduced. USAID Zaire should place orders for the final items 
before the end of November 1991 and take measures to ensure that 
all items arrive in Zaire no later than April 2992. 

USAID Zaire should obtain and maintain current copies of SANRU1s 
records documenting the location and condition of a11 items 
PIOQUI~Q 

USAID Zaire should initiate a brief review to ensure that the 
items procured are used primarily, not necessarily exclusively, 
as intended and that significant abuses, e.g., appropriation of 
vehicles for non-health related activities, are recorded and kept 
to a minimum. 

4.2.7 USAXD Zaire Manaaement Structures and Practices,. The 
SANRU Project Officer in HPO should immediately call a meeting of 
the SANRU Project Committee. This committee should begin to meet 
regularly to review the objectives and content of the projecc and 
to agree on and implement the actions that must be taken to 
ensure timely execution of project activities. 

Meetings of the project committee should be among the most 
important regularly convened at the Mission. Mission support 
staff have an obligation to become informed and involved in the 
project. Support staff visits to SANRU-assisted health zones are 
encouraged. A11 members of the project committee must readily 
and rapidly agree on what needs to be done. In collaboration 
with SANRU representatives, the members should develop a workplan 
that assigns individual responsibility for the execution of 
agreed-upon tasks, or the resolution of outstanding issues, al'ftl 
approaches all tasks with a creative, "can do1' attitude that 
facilitates project implementation within A . I . D .  guidelines and 
procedures. 



2. Dovglo ment Aaaietnnae aorreotly aalls for alome 
oollaborat I on betwoen U8AZD-eponeored projaata and governm~nt 
inotitutione. Mowever, when aounterpart funds or leaderahip are 
not forthaoming, projects should be parmitted (and given the 
reeouraes neaes~ary) to pursue alternate implementation 
stratogie~, 

2, Aaaept and aupport the loaally-sponsored, endoroed, and 
diverae systems that serve the needs of the loaal communities. 

3 .  Management Training is an essential aomponent of all 
development programs. To be effective it must deal with loaal 
realities, i.e,, customs, power struatures, tribalism, 
prejudices, religions, loyalties, eta. 

4 .  Projects procuring aommodities should have the aommodity line 
item fully funded before the end of the eeaond year of the 
project oycle. 

, 5. Family Planning Programs have no momentum of their own. They 
must be pushed conetantly. 

6 .  The two-way flow of information is an extremely difficult 
process. Stil1,'efforts to develop and sustain simple and rapid 
information systems are worth it. 



It will be at leaat two y m r e  before eubatantial new AoIaD, Cunda 
begin to flow eo Zaire .  During thie gariod of oaanomia and 
golitiaal unaertainty BANRU haa been aslked to faauw on eugportirly 
the ourrently aeeisted health zonm au long ae goe~~iblta. UBAIB 
Zaire ahould extend the PACD of the BANRU grojeat and provide 
additional funde if po~sible, 

The Projeat Identification Document (PID) for tha new Integrated 
Family Health Project hae a signifiaant rural haalth uomgonent, 
Tha proposed new project is baaed in part on the suaaseees and 
lefleone learned from the SANRU Projeate. Xt outlines a SANRU- 
like "package of assietanaeu designed to strengthen th@ rural 
health infrastructure and improve and expand maternal and ahild 
health services. 

At least three major issues need careful review in the caurse of 
developing thie component of the new project; 

.I the organizational character of SANRU; 

... the program focus, and 

I the USAID Zaire system for supporting SANRU activities. 

4 . 4 . 1  I t e x ,  In the present project, SANRU 
staff aarry out aativities in the name of the Eglise du Christ au 
Zaire (ECZ) as the implementing agency of the MOH. Apart from 
some GO2 contributions from the &duet d'invest-, SANRU 
operations are wholly dependent on USAID Zaire financial support 
and subject to the vagaries of USAID policies and procedures. 
The existing arrangement has been necessary but often 
managerially difficult. 

,* The advantages and limitations of incorporating SANRU as an 
autonomous, non-profit Zairian institution (personalit4 civile) 
should be assaased. Incorporation would allow SANRU to compete 
for support from many different public and private donors. As an 
institution with its own policies and procedures (e.g., salary 
and benefit package), SANRU would be less subject to the USAID 
Zaire regulations and their changing interpretations. At tho 
same time, SANRTJ needs to consider carefully the effect of 
altering its current relationship with ECZ. 

4.4.2 Proaram Focus. For the next two to three years and until 
the new MOH can pay a more significant role in health services in 
Zaire, SANRU must continue to support health zone operations. In 
the first phase of the new project SANRU will need to remain a 
"shadow11 MOH in a limited number of zones. During this period, 
SANRU will continue to develop zone management models on which 



1 
tho new avernment oan haea agproaahea for faupporting ( n ~ t  
aontroll f ng3 the zonea and aervLng the sitizenry. 
Blanlsl murt alga be made for the day when the new Mot1 ie fully 
funational and BANRU begina to play a different rele. The nsw 
rolo naeda to be dafined, aa well am the uonditiona t h ~ t  ehould 
bo in effeat before BANRU altore it aurrent aarietanae etrategy, 
The ogtionr for BANRU in the Yw<ter phase of thr new USAID health 
grojeat need to be explorsdt ttir aome immediatal to mind. 1 Should BANRU begin to think of playing a nationw der role, 
implementing one or more egooialized taeka, e.g., training, 
logistian, family planning, eta., or ehould BANRU begin to work 
with BantB pour Tour to extend itm aurrent paakage of aeeietanoca 
to tha qrowing urban aentere of Zaire? Without gueekion, there 
are many other poosibilities. 

4.4.3 t fo-. Current SANRU 
a o t i v i t m c t e d  significantly by UQAID Zaire's 
aommodity proaurement with US Dollare and the amounte and 
availability of counterpart funds (CPF). The current praatices 
for procuring commodities with US Dollare have not been 
satisfactory. New approaches need to be explore. Should, for 
example, the U.S. Dollar commodity line item of the new budget be 
fully funded in the first two years, allowing all procurement 
activities to begin inimediately and to be complete no later than 
year four of the new seven-year project? Should a procurement 
service contract be awarded or ehould SANRU be authorized to 
procure with US Dollars? 

Lower than budgeted levels of CPF and their delayed deposit to 
the SANRU bank account have slowed and/or altered the rate and 
number of 8,ctivities carried out in health zones. The new 
project n m d s  to devise creative approaches to ensuring that 
SANRU has adequate amounts of local currency available to 
implement monthly program plans. Could USAID Zaire, for example, 
provide a US Dollar guarantee to a local bank in return for 
stipulated monthly disbursements of local currency to SANRU? 
With a planned amount available monthly, SANRU would not have to 
suspend or reduce operations until USAID provides CPF. Creative 
thinking is needed to address this problem and ensure swift and 
smooth project implementation. 



c XI fBANRU_) P r o m  

The Baaio Rural Health I1 (SANRU) Project (660-0107.00) aims to 
eetablieh in 100 r u m 1  health zoneta a sustainable system of 
community eupported preventive, promotive, and basic curative 
primary health care services to aombat the moat prevalent public 
health problems in rural Zaire. While further strengthening the 
fifty rural health zones established under SANRU I, expansion 
into fifty additional zones is proyrammed under SANRU 11, 
Project assistance includes provio~~on of! basia medical equipment 
and medications to transform dispensaries into full-service 
health centers, rehabilitation of reference health centers and 
hospitals, technical assistance, educational materials and 
training for health professionals and village health workers, and 
office equipment and vehicles to permit supervision of health 
zone activities. The SANRU I1 project includes a water and 
sanitation co~nponent as well as support for national and regional 
coordination of primary health care activities. Efforts to 
improve financial management and self-financing of regional and 
sub-regional health services are also an important part of the 
SANRU assistance package. 

The Basic Rural Health 11 project is implemented by the Zairian 
Church of Christ (Eglise du ~hrist au Zaire) under a bilateral 
agreement between USAID and the Government of Zaire signed on 31 
August 1985 and most recently amended on 7 July 1990. Authorized 
life of project dollar funding is $16,401,000; an additional 
$18,232,000 is to be provided in local currency. Government Q$ 
Zaire contributions include investment budget monies to support 
rehabilitation and construction activities and to pay salaries 
for Ministry of Health personnel at the national, regional and 
zone levels. The project assistance completion date (PACD) is 30 
September 1992. 

The project is currently active in 90 of Zaire's 306 health zones 
and works in collaboration with Peace Corps, UNICEF, OXFAM, the 
National Rural Water Service tSUU& as ~ ~ f & h e r -  nakbnaL- - -- 
and international agencies involved in primary health care and 
most national health programs, Approximately 4,968,000 rural 
inhabitants have access to full service health centers. This 
represents an increase of over one million inhabitants with 
access to primary health care as compared to the situation at the 
onset of SANRU I. In addition, currently 1,677,000 people are 
benefitting from SANRU financed water systems. 



XI* Okrl.aativaa 

The objectives of t:hia interim evaluation are; 

a " )  to xeview the toahniual, aaoompli~hmunt~ (outputs) of 
the projeat and arssse progress toward aaaompliehmant of 
pr~jeat goal and puxposs; 

b.) Co addreee key issuer affeating p~ojeat implemontation; 

0.) to review pxojeat euuoaseerp and failures and ~@leareona 
lc~arned~~ and make reuomendations to guide UBAZD in the 
deoign of the primqry health oare oomponent of the gxojeated 
integrated health projeat. 

111. -dm and P r o c e m  

The evaluation will be conductad by a six person team over a six 
week period beginning 1 August. The evaluation team will be 
based in Kinshasa but will travel to field sites throughout the 
country which will be determined in consultation with HPN and 
SANRU Project staff. 

To facilitate the evaluatorsg task in assessing SANRU1s progress 
taward achieving the project goal - I1improving the health status 
of.the rural population by increasing the proportion of rural 
Zairians that have access to basic health servicesM - the HPN 
Office and SANRU will provide the following background material: 

a. A comparison of the project's outputs with its stated 
objectives as outlined in the Project Paper. This 
comparison, to be prepared by SANRUgs technical divisions 
(training, research, program/supewision, and 
infrastructure), will be presented in tabular, graphic, and 
narrst iuc~ form. @ - 
bm A copy of the 1986 SANRU Project evaluation and a 
synopsis of status of actions taken in response to 
recommendations issuing from this evaluation. 

" -  
c. The resukts of a pre-evaluation inspection of health 
center construction and hospital rehabilitation activitie:~ 
in the Kivu Province, where construction activities have 
been concentrated since the a9Bti SANRCIm-L -, - - -- -- 

dm A report emerging from an internal review of USAID Zaire 
water and sanitation projects, including those water related 
activities implemented by the SANRU Project, conducted in 
June 1990. 

IV. Evaluation Key Issues 

The Evaluation Team will be required to collect necessary data 
and information to address and make recommendations concerning 



the following iesuea affeating grojeat implementation and the 
future direation of USAID primary health oare intervantione, The 
following list ie not inalusive and may be revised during the 
aouree of the evaluation. 

A. Pinanaial Viability/Quality o f  Sexvioe Delivery 

Given reduation in the availability of counterpart funds and 
unreliability of programmed GO2 investment budget releases, is 
expansion into the ten remaining health zones prudent? If 
subsidies to assisted health zonee are substantially reduced or 
eliminated due to budgetary constraints, what will be the 
consequenaes to the health zone? Would consolidation of Project 
efforts to fewer health zones reeult in more judicious use of 
resouraea and improved quality of services? If the number of 
health zones to be assisted is reduced, what criteria of triage 
should be employed? 

Conversely, given desire to increase access to primary health 
care services, is it appropriate to limit assistanae to a 
discrete number of health zones? Should SANRU be a nation wide 
program offering assistance to any health zone regardle~s of the 
presence others donors (e,g. UNICEF, COX, etc...) in the same 
health 
zone? Great disparity exists in the quality of services 
delivered by "functioningw health zones; recognizing this 
disparity how should project assistance be prioritized? Should 
assistance be accorded to zones with the l1best performancell ox to 
zones most in need? FONAMES is the government organization that 
is charged with coordinating assistance to health zones and will 
be a source of information for thsse issues. 

B. Management , 

Currently, there is a conflict over health zone management ,, 

authority between NGOs and the GOZ. To what extent does this 
conflict compromise primary health care service delivery in SANRU 
assisted health zones? What, if any, steps can USAID take to 
resolve NGO/state conflicts? To what degree do rural' inhabitants 
and local NGO partners have an opportunity to express their 
concerns and participate in the management of health centers and 
the health zone? Whzt health zone management structures are most 
viable and how can the SANRU project sustain these structures? 
How has assistance provided by various ElGOs ?LnfUsncmi  #ia - 

-- ---- 
management and sustainability of the health zone and how can the 
SANRU project benefit from their experiences? The evaluation 
team will be able to examine 'these questions by comparing health 
zones with different types of management. There are zones that 
have not received any subsidicse and others that have been 
continuously supported despite severe budgetary constraints. 
Furthermore, zones with financial management systems supported by 
Peaca Corps volunteers will serve as comparison for zones that do 
not have well defined financial analysis systems, allowing the 
team to evaluate the impact of 



euetained intervent ion . 
To what extent are attempts by regional/sub-regional offices to 
reaugerate operating costa from the health zonee jeopardizing 
health zone auto finanaing? To what ds ree has the GO2 abided by 
Project aacords outlining MOH resgonsib I! lity for salaries of 
heaith zone gereonnel as well as aosta for supervision 
aativities? How successful are current zone activitiee to 
generate revenues? What are the pros and cons of introducing 
~ubsidized contraceptives and medications to generate additional 
funds? 

C. Health Xnformatian Bystem (HXS) 

Do health centers submit reliable health statistics to zone 
personnel on a timely basis? Is data routinely analyzed and used 
by deaision makers at the zone level, SANRU, and USAID to improve 
projeat implementation? Cite examples of how collection, 
analysis, reporting of data contributed to or facilitated the 
decision making process. Is information shared with other 
national health programs and donor agencies? Is the HIS 
effective in identifying outcomes trends useful in determining 
Project impact"? 

Training 

Is criticism that current national/regional training strategies 
for health zone personnel focus too much on individuals and not 
enough on team building valid7 The project is currently 
experimenting with a "health zone seminarw appboach to promote 
health zone teams in zone management, supervision, operations 
research, and community participation. What are the initial 
results of this approach? Is there a need to emphasize family 
planning in regional level training of health center nurses and 
in village level seminars for community development workers? ,,A 
more in-depth training analysis is being conducted by GDO, this 
information will be available to the evaluation team so they do 
not duplicate previous work. 

Em Family Planning and AIDS 

A recent evaluation of the Mission's Family Planning Services 
Project concluded that SANRU has the infrastructure, staff and 
interest to expand its activities in family Eualua_te 
how SANSU can most eeectEeiyY&s%e delivery of regular 
supplies of contraceptives to health centers and incorporate 
family planning cominunication strategies into the health center 
program. How can existing family planning activities be best 
integrated'into the SANRU Project? What actions can SANRU take 
to promote increased collaboration among PSND, AZBEF and other 
key players in Family Planning? Assess progress made in 
establishing decentralized contraceptive supply depots to make 
.contraceptives available to service delivery points operating in 
health zones assisted by SANRU. Discuss the feasibility of 



instituting a family planning eugervieien eubsidy to provide 
additional money to health zones with family planning programs, 

F. Future UBAID Zaixca Foaua 

Future USATD assistance in the health sector is to focus on 
redefining aurrent HPN project initiativee as well as defining 
now strategies in primary health care, ahild survival, nutrition, 
family planning, AIDS prevention, and water and sanitation. 
Given eight years of project experienae, which of SANRU successes 
or failures and Itlessons learned" would be of most value ! 7  the 
design of the new project? What have been the assistance 
packages and experiences of other donors and how do they cosrtras.t 
with those of SANRU? What primary health care strategies have 
been the most effective? 

G, Commodity Proaurernant 

Has an appropriate mix of dollar/CPF financed commodities been 
procured, delivered, and distributed to SANRU assisted health 
zones in a timely and efficient manner? What has been the 
performance of USAID, the SANRU central bureau, and the health 
zones in the procurement process? How effective is the commodity 
end-use tracking system and is there an adequate flow of 
information from the zones concerning distributed commodities? 
Is the oversight provided by USAID effective and sufficient to 
ensure that project commodities are used as intended? Are there 
adequate numbers of trained technicians and spare parts 
inventories to ensure maintenance of vehicles, medical equipment, 
and solar refrigerators? 

Final Re~ort. The evaluation final report is to provide 
quantitative as well as qualitative findings to address these 
questions; conclusions (interpretations and judgments) that arg 
based on the findings; and commendations and recommendations for 
the agencies and institutions involved in the pyoject. 

V. gstimated Personnel Requirements 

The  valuation Team will consist of the following: 

Development Generalist/Team Leader 
- 

' , FinanciaIflanagement Expert 

Family Planning/Aids Specialist 

Social Scientist 

Zairian MD/MPH 

Zairian MD/MPHI Zairian Health Policy and Administration 
Expert 



English and Franah language Eluenay eguivalant to FBI R3 /83  ie 
required of all team members, Evaluators muat be phyaiaally fit 
and able to undertake work in the interior of the aountry. This 
implies long road trips over difficult terrain and modest 
aaaommodationa. Additional gualifiaations and responeibilitiea 
for individual team memberu follow, 

Davelopment Qeneraliet/Team teadar - An advanaed degree in 
publio health, or a soaial or medical saienae; a minimum of ten 
.yearsr experience in the formulation of development policies and 
in the design, implementation and evaluation of development 
aativities, preferably in franaophone Afriaat familiarity with 
primary health care strategies and programs; demonstrated writing 
skills including the ability to organize a large volume of 
material. into a succinct, readable report1 effeative 
interpersonal and leadership skills eseantiall 

The Team Leader' will be responsible for the overall conduct and 
produats of the evaluation. To ensure that the objectives of the 
evaluation are properly addressed in the evaluation, the Team 
Leader will prepare the design and data collection methodologies 
for the evaluation, assign specific key issues to individual teaill 
members, and prepare a schedule for the duration of the 
evaluation for each team member. He/she will be responsible for 
coordinating the team's work for a timely completion of the 
evaluation. The Evaluation Team Leader will give an oral 
presentation of findings and recommendations as well as draft, 
edit, and submit the final report to USAID/Zaire. 

The team leader will report to the SANRU Project Officer at USAID 
Zaire's Office of Health and Population. A11 team members, 
although recruited and paid by USAID, will be responsible to and 
under the supervision of the Team Leader for the duration of the 
evaluation. 

. CI 

Finanaial/Management Expert - Master's degree in health 
economics or administration, public administration, financial 
management or related field; 5 years experience in management or 
evaluation of primary health care programs, preferably in 
francophone Africa; thorough knowledge of health care financing 
and economic issues, such as cost-efficiency analysis, budgeting 
and programming, resource allocation issues, feasibility 
assessment. 

-- -- - - Th-e- ~ ~ / m ~ a g e m e n E  expert  shaEf have primary responsibility 
for evaluation issues A (financial viability/quality of service 
delivery) and B (management). 

Boaial Baientist - An advanced degree in one of the social 
sciences; five years experience in field research and evaluation 
and thorough knowledge of sub-Saharan Africa culture; previous 
socioeconomic research including the use of comparable quantity 
indicators across interventions and sectors; prior experience 
with USAID evaluations highly desirable. 



Thr eooial aoiantiet will utilize etrong analytical skills and 
broad expoaure in public health to addreee oro~sautting ieeuea 
and eyntheriza information for the evaluation report. 

Pam21p Blanning/Aln8 Bpeaialiut - An advanced degree in 
gublia health, or a social or medical science disaipline related 
to population/family planning; five ears experience with 
po ulation/family planning programs n the developing world; S r 
pr or experienae with USAID evaluations highly deeirable, 
The family planning/AIDS specialist will aoncentrate on issue E 
,(family planning) and training issues related to family planning. 

Bairian MD/MPH - Experience and knowledgo in primary health 
care program implementation: thorough understanding of the 
Zairian zone level rural health aare delivery system; prior 
experience with U S A I D  evaluations highly desirable. 

It is anticipated that the Zairian physician chosen for this 
position will have had direct professional experience at the 
health zone level and thus will be able to assess the 
success/shortcomings of various health strategies implemented at 
that level. His/her input regarding NGO/state conflict over zone 
management authority (issue B) will also be crucial to the 
evaluation. 

Zairian MD/MPH, Health Polioy and Administration Bxpert - 
Thorough understanding of national health policy issuea and 
experience in administration of health programs at the national 
and regional level; familiarity with key players in the health 
sector; prior experience with USAID evaluations highly desirable. 

The individual chosen for this position will be expected to make 
a significant contribution to the evaluation concerning health 
zone management (issue B). 

In addition USAID will negotiate a contract with an individuar 
residing in Kinshasa or a local firm to provide or arrange for 
the many support services required during the course of the 
evaluation. These services include transportation in Kinshasa 
and to the interior, computer rental, and commercial secretarial, 
translating and photocopying services. The contractor will be 
provided with sufficient funds to secure all needed services and 
will be responsible for making all arrangements including 
payments in a reliable and timely fashion. 

- - - -  - 

USAID Zaire will provide directly the following. 

For evaluators recruited offshore: 

- all U . S .  and international air travel and all per 
diem and transfer costs including visas; 

- an expeditor and transport to and from the Kinshasa 
airport; 



- arrangs tor lodging at the Embaaey Oueat Wougra (to b8 
paid for from per diem) r 

- U S A I D  ID aarda, temporary AERWA mambarehip for 
reareation faailiticae and aommiseary, ourroncf oxahange 
grivilege~, and use of the embaesy mediaal un t for 
emergency medical treatment. 

For all avaluatorst 

- office space within walking distanae of USAID, 
Evaluators will be hired directly by USAID. Eaah evaluator will 
negotiate his/her contract directly with the USAID aontracte 
officer to establinh fair remuneration for his/her aontribution 
to the evaluation. 

The evaluation team leader shell provide the following reports in 
English to USAID Zaire: 

.I a Workplan and Sohedule detailing activities for all 
team members within 5 days of the commencement of the 
evaluation; 

9 five copies of a Draft Outline of the final evaluation 
report within 10 days of the commencement of the 
evaluation; 

- five copies of a Draft Report no less than 7 days prior 
to the termination of the evaluation; 

- two Oral Presentati-ss, one in English and one in 
French, covering major findings, conclusions, and,, 

rn recommendations of the evaluation during the final. week 
of the evaluation; 

g one original and two copies of the Final Report to 
USAID the last day of the evaluation. 

- a Table of Contentst- Body of the Report detailing 
purpose and study questions of the evaluation, 
economic, political, and social context of the project, . - 

- -  - - -  t e a n r c m p d Z i ~ a m  stuay methods;--air;;jr~~recommendations 
based on- evaluation findings to impxwc. project 
performance and future implementation of primary health 
care interventions. The Body of the Report shall not 
exceed forty pages; 

- Apgendiaes including the Evaluation Scope of Work, the 
Project logical framework matrix, list of reference 
documents and persons interviewed, and technical 
appendices. 



Tho final report will be translated to Frenah onae approved and 
aaaegt%d by USAID, 

Thirty-aix workdays (to include Saturda a) are required of the 
six member tsam to complete the evaluat 1 on. 

9-16 May Pre-evaluation asaetasment of construction 
activities in Kivu (USAID & SANRU) 

28 June Briefing packet with pertinent baakground material 
distributed to all team members (USAID Zaire) 

15 July Logistics coordinator begins preparations for 
Evaluation inaluding arrangements for in- 
country services 

1 August Initial assembly of evaluators in Kinshasa, 
preliminary meetings with USAID, SANRU 

5 August Submission of work plan and schedule 

5-17 August Review of documentation, interviews, data 
collection in Kinshasa 

12-16 August SANRU Annual Conference, Kinshasa - evaluators 
will be expected to attend and interact with 
participants 

* C 

17 August Submission of draft outline of final report 

17-27 August Team travel to field sites 

28 Aug-10 Sept Analysis of travel results/report drafting 
- .  

29 Aug Draft reports of team members departing 1 Sept due 

1 Sept Departure of Financial/Management Expert, Family - - -- --- 
- - ---- -- ---, ana one - Z Z i E i Z R i - - M ~  

Termination of contract of resident-hire logistics 
coordinator; the SANRU Project Officer will assume 
responsibility for any outstanding arrangements or 
payments 

5 Sept Draft report of Social Scientist due 

8 Sept Departure of Social Jcientist 



10 Segt Bubmieeion draft final report 

11-12 Segt Formwl grseentatione 

13 Segt UBATD aommont on draft 

13-14 Begt Revieion o f  final draft 

14 Segt Final report submitted, departure of seaond 
Zairian physician and Team Leader 
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Amalebondra Mazindra, Commieaire de Zone - Niangara 
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Evaluation du projet SANRU 
&out 1991 

RBgion Zone Be Santd 

Anndeiprdvue pour ddmarrage 

Date de 1 lentrevue 

Rdpongants (nom et fonation) 

Depuis quand 4tes-vous dans la 
zone? 

1. Qutest-ce que vous voyez comme llobjectif de SANRU? 

2 .  Avant votre premiere assistance de SANRU, comment est-cemque 
votre zone h fonctionnd? 

3. Quelle est la contribution la plus importante de SANRU a 
votre zone? 



QuoZ type d'aaaimtanae a regu votre zone dam autres 
donataure en 1990 e t  19917 Par gui? Quand? 

ZLv_laa l2cwauu 
formation 

&quipmament: 

mediaamente: 

personnel (long terme, oourt terme): 

oonstruation: 

f inanaes : 

autrea (spdcif iez) : 

Comment obtenez-vous 10s informations des oentres de santd? 
A quel rythme? 

Que faites-vous avec ces informations? 

Avez-vous envoy6 le rapport annuel (1990) chez SANRU? Si 
oui, qui l 'a redige? 

* -  

Sinon, pourqoui pas? 

Quelles sont vos impressions (utilit6, clartd, eta) sur les 
formulaires du rapport annuel. SANRU? 

Combien de rapports vous redigez au cours de ltann6e? Pour 
-qai; retkiV- ~ ~ e s  rapports, 



10, Noua avona iai une liate du gereonnal Be votrta zona qui ont 
aesiatd aux formatlona rtbgionalus ou nationalefa eoutenusa 
gar SANRU . 
Pourriez-voue indiquer a abtd Be ohaque nom ~i aette 
gereonna fait toujoura un travail Bane votre zone? 

Eet-ae que SANRU a effeatui Bee visitee de suivi, ou utilied 
dfautres moyens pour Bvaluer lea rdeultata du aours? 

11, Est-ae que votre personnel a bdndfiaid dlune formation en 
1990-1991 financd par dlautres organismea? Quel organisme? 
(dglise, UNICEF, OMS, PEV, OXFAM, Corps de la Paix, FONAMES, 
etc. ) 

12. Depuis juillet 1990, combien de temps est-ce que votre MCZ h 
pass4 dans la formation ou dans les r4unions hors de la zone 
(assister au cours, donner cours, rdunion, etc) 

13. Nous avons ici une liste des cours de formation soutenus pas 
SANRU au sein de votre zone. (ASC, AT, infirmiers, comites) 

Avez-vous essay4 dlQvaluer llimpact du cours sur le travail 
des participants? oul/non 

si oui, comment? 

14. Votre zone a-t-ells tenue dlautres formations financees par 
dlautres fonds? Lesquelles et par qui? 



\ 

1 Eat-ae qua votre gareonnal a amiotb aux aoura h l'dtrangtar? 

B i  oui, guelle formatiowt 

Einanada par qui? 

Oh eat-ae gue aette peraonne travaille-t-ella maintenant? 

16. ~ivez-vous r e p  dee vieiteurf~ ou etaglairee Bee autres zonea? 

Quand? 

Combien? 

Dans guel but? 

17. 0Q est-ae que vous vous approvisionnez en mddicaments? 

18. Oh est-ce-que vous vous approvisionnez en contraceptifs? 

19. Est-ce-qulil-y-a des contraceptifs disponibles clans votre 
zone de santB? oui/non 

si oui, lesquels? 

2 0 .  Est-ce que la quantit6 disponible est suffisante pour 
repondre a la demande courante? oui/non 

21. Est qu'il-y-a quelques barribres culturelles & llacceptation 
des contraceptifs modernes? oui/non 

si oui, lesquelles? 
-- - 



2 2 ,  Avez~vour~ do# doal~marltlrr Be gromokion rur la6 naisreanam, 
ddairablea? oui,/non 

ai oui, h quel niveau? bureau aentral hbpital ,  
general do rdfarenae , cantra~ do ~ a n r ~ '  

2 3 ,  OQ sat-ae-que vous voue obtonez vo0 documontca Be promotion 
(IEC) rur lea naissanaoe ddairablee? 

Eat-ae gue ces documents gormettent Be tranemettre 
effiaaoement le massage sur lea naiseances ddeirables? 

2 4 .  Formation du pesaonnel de la zone do aantd en nwiesanaee 
ddairabledl 

25. Est-ce que la plupart de vos centres de sant4 a des 
contraceptifs? oui/non 

Est-ce que le personnel de vos centres de sane4 fait la 
promotion (IEC) pour les naissances ddsirables? oui/non 

Y-a-t-il des villageois qui distribuent les contraceptifs 
modernes dans leur communaut6 (village) 3 oui/non 

Est-ce que ces villageois font la promotion (IEC) pour les 
naissances dGsirables? oui/non 



26,  Cammant gout-an augmentcer lfutiIi6atSon Clce aor,~traeegtife 
modornee dane votro eene? PIPPI- 

[plum de IEC, glum dle farmation ( I r  guel ni4vcsrau)? 
amdlioration du syatbmo do lfaahat dae oontraeegtifs 
modarne~u?] aommont? 

a7.  Pour augmentor ltutiliration der aontraaegtife modernem danr 
votre zone, peneez-vous gufil faut utilieer une peraonne b 
temge plain pour cette aativitd? 

28. La zone de eant4 a-t-elle un organigramme? 

(si oui, grendre une copie) 

29. Existe-t-il des mdcanismos pour gendrer dee fonds en faveur 
de la zone de santb? (activitds mddicales ou non 
medicalee?) 

oui/non 

si oui, lesquels- 

. (C 

30.  Est-ce que la region ou la sous-region vous impose une 
contribution financihre? oui/non 

si oui, payez-vous cette contribution? oui/non? 

que pensez-vous de cette contribution? 



1. Dana toute aeafdtd  humaina on pout a v ~ i r  dee rebl4ma@, 
oxi@ta-t-i$ un oonfait antre aortahe pwtena ! ro@ (M62, MTR, 
ONQ, autoritb~ adminietratlvee (oommiea8ire de zone, ahef de 
nalleativi~a, e ta . , )  dans votro sane de eantd? e u l / f ~ e n ?  

r i  oui, de qua11ta nature oat a@ oonblit? 

gul aont aoneerndr pnr a@ c~nf1it3 

de quand date cia conflit? 

32, Emt-oe qua oe aanflit influence lee aerviaea ~ O U E ~ ~ B  par la 
zone de santd? oui/nan? 

si oui, oomment? 

33. Avez-vous un mot & aire sur le choix du type dfasbistance 
envoyde par SANRU dane votre zone de santB? oui/non? 

si oui, quel type? 

personnel? 

matdriel? 

finances? 



34. Si SANRU arr&te touke son assistance dans votre zone, 
qulest-ce que vous !+llez faire? 

premiere reponse: 

en pxofondeur : 

Pourriez-vous continuer? oui/non? 

si oui, oh pensez-vous avoir le financement et le 
materiel pour: 

source de financement 

formation 

supervision 

materiel 

finances 

autres (sp8cifiez) 

35. Si SANRU rkduit son financement pour votre zone a une seule 
activite, laquelle serait la plus importante pour vous? 

36. Y a-t-il des cornit& aux villages dans votre zone qui 
fonctionnent extrement bisn? oui/non 

si oui, decrivez 

37. Est-ce que SANRU vous a aide dans le domaine de 
llorganization communautaire (formation, modules, visites, 
fonds, etc . ) ? 



Appendix F 

70 fledecins chefs de zone 81 116 

S~ecified Outputs: 
Regional Training 

90 Zone administrators I 120 I 133 

Achieved by 
31 Dec '90 

100 Zone trainers of VHWs I 104 1 104 

% Achieved 

200 Zone supervisers 

50 Zone trainers of TBAs I 57 1 114 

124 

125 Zone Water/Sanitation Coordin. I 108 I 86 
I 

..- 

62 

16 Water and Sanitation ~rainers~ 
-. 

20 Water Station Engineers I 11 55 

70 Zone Nurse-Pharmacists 1 104 1 149 

16 100 

100 Nursing School Instructors I 40 I 40 

100 Family Planning Service Prov. 

100 Zone secretaries I 13 I 13 

Long-term Training at 8. P. Health I I 
I 

65 65 

-. 
'SANRU Project Paper, Annex 8. 

88 MDs and administrators 
(nine-month training) 

Local Training in the zones3 

2140 Health Center Nurses 

2000 Village Health Workers 

1000 Traditional Birth Attend's 

2~his new category of trainee was recommended by a WASH 
consultant in 1986. 

3 ~ o n e  reports on courses do not distinguish between persons 
attending their first course and those attending for the second or 
third time. These figures show persons attending for the first 
time and were estimated as 75% of the total of course participants. 

58 

2182 

1776 

1027 

66 

a* - 
102 

8 51 -- 
103 



4 ~ b i d .  , Annex 8 .  



 he outputs are defined in the SANRU Project Paper, p. 25 and 
Annex 6. The Achievements are recorded in the report prepared by 
the Division Etudes et Recherches Operationnelles, Fevrier 1991. I 

-a 



6 ~ h e  outputs are defined in the SANRU Project Paper, p. 25 and 
Annex 6. The Achievements are recorded in the 3 reports prepared 
by the Division des Infrastructures (SANRU), Fevrier 1991. 

? 

'L 

Table F - 
Status of Infrastructur,e Outputs - 31 Dec 1990~ 

Out~uts : 

1. Rehabilitate and 
or aonstruct 
health zone 
facilities 

40 Genll Ref. Hosp 

50 Cen'l 6ff. for 
RHZonas 

540 Health Centers 

6 Sub-regional 
Pharmacies 

Achieved: Dec 90 % Achieved 

Finance4 

29 

46 

272 

3 

Financed 

73 

92 

32 

50 

Complete 

20 

28 

112 

3 

Complete 

50 

56 

21 

50 

d 



7 ~ h e  outputs are defined in the SANRU Project Paper, p. 25 and 
Annex 6. The Achievements are recorded in the 3 reports prepared 
by the Division des Infrastructures (SANRU), Fevrier 1991. 

2. Construat and/or 
rehabilitate WSLS 

 here may be some double-counting of springs capped. $oth 
- 

SANRU and SNHR (Service National dlHydraulique Rurale) have the 
same output objective for springs. Most of the drilled wells and 
piped-water systems have been constructed by SNHR. See WASH Field 
Report 313, p. 12, Table 5. 

3000 springs capped 
(SNHR) 

1600 wells dug or 
drilled (SNHR) 

172 gravity or 
hydraulic-ram 
systems (SNHR) 

105 Rainwater 
catchment systems 

2000 VIP lldemo.ll 
latrines 

assainis 

'SANRU records the number of kilometers that each piped-water 
system covers. SANRU estimates each system will average 5 km, or 
860 kms for the 172 planned systems. However, the 12 complete 
systems already cover 112 kms, slightly more than 9 km/system. 

- - - -. - - - A -  - - -- - - 

'O~illaae assaini has been a problematic concept SANRU. When 
two types of criteria have been satisfied, a village is declared 
sanitary and given the SANRU draselet. Some criteria are satisfied 
when infrastructure is in place, e. g. , a capped spring or a VIP 
latrine. Others are met when the villagers adopt new behaviors, 
e.g., using latrines and burying their solid waste. At present, 
when one or more conditions are in defbult, the village is no 
longer sanitary. Hence, the status of Itsanitary village" is 
dynalnic and difficult to maintain. 

3099 

206 

19 

43 

1030 

N/A 

1721 

137 

12 

20 

246 

1246 

103 

13 

11 

41 

52 

-- 

57 

9 

7 

19 

12 

-- 



l l ~ h e  outputs are  defined i n  t h e  SANRU Project  Paper, p .  25 and 
Annex 6. The Achievements are  recorded i n  the  3 reports  prepared 
by the  Divis ion des  Infrastructures (SANRU), FBvrier 1991. 

3. Install solar 
refrigerators and 

12nn objec t i ve  o f  t h e  ECZORT Project  (PVO Economic Support 
Project: 660-0097), t h i s  a c t i v i t y  was taken over by SANRU. 

5-7 lighting 
systems per zone 

150 s o l a r  
re fr igerators  and 
5-7 l i g h t i n g  
systems/zonel* 

4 0  3 0  27 20 



2. Phamaceutical 

13~he outputs are defined in the SANRU Project Paper, p. 24 and 
Annex 6. The Achievements are recorded in the report prepared by 
the Division de Programmation et de Supervision, SANRU, Juillet 
1991. 



4. Supervision 

14~he outputs are defined in the SANRU Project Paper, p. 24 and 
Annex 6. The ~chievements are recorded in the report prepared by 
the Division de Programmation et de Supervision, SANRU, Juillet 
1991. 



The following are comments and responses brought up during the four 
de-briefing meetings that the evaluation team held. One of de- 
briefings was given to the development community at large, this 
served the Mission plan of greater coordination and communication 
with other donors. In general, the response was very positive. 

The success of the evaluation was a function of the careful 
selection of team members made by the Mission. A11 the team 
members were already familiar with both the project and Zaire, 
enabling them to skip the "down-timett of adapting to the country 
and the project. One of the evaluators was only able to be in- 
country for ten days because of a tight schedule. However, all ten 
days were productive because he knewthe financial management goals 
of the project and he went into the field the day after he arrived. 
A project officer in the Agriculture division wanted John Tomaro to 
lead the evaluation of her project because she was so impressed by 
the presentation of the team. 

There was some criticism of the breadth of the scope of work, it 
seemed impossible that five pages of issues could be adequately 
evaluated. In order to overcome this limitation, a review session 
was held the first week of the evaluation and the scope of work was 
pruned. This allowed the team to focus on priority issues. The 
least successful aspect of the scope of work was the emphasis on 
family planning. Family planning was a priority for the Mission 
but had a lesser role in the SANRU project. Nonetheless, the 
Mission felt that it was important to have this aspect of the 
project reviewed. The result was that the family planning portion 
seemed out of sync with the evaluation focus on management, 
administration and supervision. 

Site selection for evaluation was particularly good. To avoid the 
problem of always reviewing Itgood zonesmt, a deliberate attenipt was 
made to review zones that were having difficulty. Furthermore, all 
geographic areas were covered so that the team could evaluate the 
impact of either proximity to Kinshasa or geographic isolation in 
implementing project goals. 

An innovative solution that had a beneficial impact on the 
logistics of the evaluation was hiring a short term logistics 
coordinator. With a team of six consultants, in a country the 
size of Zaire, and with such poor communications, this service 
proved invaluable. Some of his duties were to arrange travel, get 
the necessary permits for visiting limited access areas and arrange 
local transportation. Support offices in the Mission agreed that 

- for future evaluations, this service wou3d be replicate&. 

Generally, the evaluation was consistent with the beliefs of both 
the Mission and project management. SANRU was felt to be an 
impressive project, meeting many of its goals under difficult 
circumstances. There were some management problems at the project 
site, and some administrative obstacles at the Mission, but overall 
the project was on target to meet its objectives by PACD. 


