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4. The project should stress regionai Training of 'R, Thornton * June 86

Trainers centers.for supervisors, nurses, and
’fvillage health workers.

o

R INVENTORY OF DOCUMENTS TO BK REVISED PER ABOVE DEClalONa‘ L : 10, OA’I‘.'IP'ggS‘EAg::_VE DECISIONS ON FUTURE - s
m Project Pm' ) 2"',.‘:'3',‘,‘,' :l‘:tt\!\?t:‘r: an D Other (Spacity) A, D Contlnue Projsct Without Change
. X, finsncial Plan N @ PIO/T ; — i In. cnamo'l’rolooi Design end/or
y Changs Implomentation Plan

[X] wookat ramewore ] miore [ omeriseecity .
m Project Agroemant Dno/p SR — e c. E] Qlqutlnuo Profect .

11. PROJECT OFFICER AND HOST COUNTRY OR OTHER RANKING "ARTIOIPANTS . 12, Misslon/AO/W Oftisq Director Approvs!

A APPRODRIATE {Naines and Titles) U TIE
) gnatur
.Dr. Miatudila Malonga, GOZ Represent.at:ive to Project . t\\ND (U.\)

‘Mr, Richard Thornton, USAID/Zaire R ooty s aaag
-Cit, Nlaba Nsona, Project Director, ﬁm Podol, Direttor, USAID/Zaire

Dr.LuvivilaKapata, Director of. P ! mary Health Care, Bate .
“Dept. of Public Health, GOZ - 2/1/8Y 1




S.

6.

a,’

10,

11‘;

12,

PROJICT EVALUATION SUMMARY, PART I (CONT'D)

- Study tours to other African countrias

should be organized for SANRU staff, GOZ,
and Medical Chiefs of Zonas to examine
approaches to self-financing, family
planning and training. They should also
vigit betwaen RH Zones in Zaire,

SANRU shnuld diversify the U.S. Schools
of Public Health selected for MPH. '
training of physicians and '
administrators.

The annual National Health: Conference
should be continued without fail and
should be a USAID budgetary priority.
Other agencies should suare the cost. .-

If necessary. Regional Conferences. should

also be considered.

SANRJ evaluation strategy should gog:ué

"on a few indirect indicat' ras of

improved health sexvice such as
accessibility, covwerage and - -
participation of villages in health
programs; the Health Infommation
System zhould be reduced to a few

key items.

SANRU staf£ should be expanded in:
order to maintain quality of
performance and to. take on:
recommended new activities. A Zairian.
health information system manager

is particularly needed.

SANRU smould o.fer help to RHZ
in improving regional supply systems.

USAIb/ZAire shoula engage a procurement
officer instead of technicians to
purchase project commodities. '

Pharmaceuticals purchased with USAID--
" funds should be limited to one S
‘basic effective drug per category '
-(ex: one antibiotic, one .

antinalarial).
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Technical asgistance in financial:’ v, Baer
‘management should be given to. -
. Health Centers..
F. Baer

14,

15.

16.

SANRU sghould furnisn more .
technical expertise to Rural Health
Zones for improved latrine construction
and water source protection.

USAID should enter discussions with
the GOZ to resolve issues about the
legal status of Health Zones. -

Assistance should be provided to the
Pifth Direction of the DPH in

‘coordinating Primary Health Care

in Zaire.
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MJEETVEVALUATIION SUMMARY (PES)} = PART II

13. SRMMA RY'.

Tha Government of Zaim Health Cara plan calls for dividing the nation into
well-defined Health Zones, with'the health of the ontire population covered by
Healt h Centers and reference hospitals. Tie current 5-year plan calls “f‘or 146

Health Zones to be functioning by 1986,

The USAID Basic Rural Health Project (SANRU) is well-conceiwed and is in
accord with tha government plan. - It is well-designed as a strategic project
that provides technical assistance to 50 Health Zones rather than services
directly to the population. The service providers are existing church and
government institutions that are willing to take responsibility for entire
geographical. areas and are comnitted to the primary health care approach.

The project is orxganized as a grant to the Government of Zaire with a-
cocperative agreement to the Eglise du Christ au Zaire (ECZ) to manage the
project. The project office has a staff of fiwe. The related govemment
bureau is the Primary Health Care office ("Fifth Direction")of the Department

~ of Public Health, This new office Mas a staff of four.

‘SA,NRI!-and the GOZ cooperate well with _'a variety 4of private” wluntary . ,
organizations and with other donor agencies to promote primary health carxe in
Zaire. They wark to manage resources so there is little duplication and RHZs:"

receive the assistance they need.

The- P ject Paper calls ror converting 250 curatiwe dispensaries into Health
Zones (RHZ) and providing preventive services in addition to improved curatiwe
care. Committees for villages and for Health Centers are to serw as a
sustainable resource for making the health system at least partially

‘gelf -£inanced. Services, curatiwe and prewntiwe, are to be provided by
nurses or Village Health Agents. Sanitation and health education are to be )

the job of village animateurs.

SANRU supports all these activities with technical advice, commodities,
seminars and materials for teaching, construction of water sources and
classrooms, and transportation (vehicles and fuel). The project headquarters
takes direct responsibility for training the-Medical Chiefs of Zones and Zone
Suwpexvisors. Each year a National Health Conference discusses progect o
concepts, progress, issues and probleus. This meeting is highly effective in
promoting the primary health care concept and gatharing support for the

project.

SANRU assists Rural Health Zones with management of the Health Centers,
training th nurses and Village Health Agents, logistics imcluding -
pharmaceutical supplies and transport, health information collection and
analysj.s; ‘and supervisic of tha lealth workers and the village develcpment:

.committees.,
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'SANRU. project is making excellent progress in helping groups establish S0
Rural Health Zonesz and 250 Health Centers which emphasize preventive as well
ag curative services. While there was some delay in starting administration
of the project and prolonged delays with procurement of comnodities, project
objectives are being achieved in a timely manner. Thirty-six Health Zones are
already establiched, ‘and 85 dicpensaries have been converted to Health
Centers. Hundreds of healtl workers and village committecs have been trained
and placed in operational settings. The project should thus achieve the
majority of its stated objectives by the end of USAID assistance in 1986.

The difficulty in clarifying Rural Health Zone limits and responsibilities has
hampered progress in some parts of the country. In general, though, SANRU has
served as a stimulus and catalyst for government, private, bilateral and
multilateral agencies to wor% toward the common goal of Health for All.in

Zaire using primary health care strategies-

14. EVALUATION METHODOLOGY. An‘evalugtfon,team organized by the GOZ Department.
of Public Health and USAID/Zaire was composed of:

Dr.:Kalahbay Kulula - Public Health Physician; Pifth'Direction/Department

~of Public Health/GOZ; Bvaluation ream leader
Dr. Judith Brown - Medical Anthropologist. Kinshasa
Cit. Utshudi Lumbu’ - Pharmacist: SANRU Project Officer, USAID/Kinshasa -

Dr. James Shepperu — rublic Hearhthhysician:fReQionaI_UsAInAHeaLth;
Ofricer, REDSO, Abidiam, C.I.

The team wag-assisted by four facilitators:

Dr. Pranklin Baer - Proiect Manager; SANRU, EC2Z

- “iCe. Nlaba Nsona - Medical Assistant; ECZ_Medical. Director; SANRU Project.

Director’ '

~ Dr..Miatudila Malonga - Public Health Physician; GOZ representative to
SANRU Project; Administrator of Comité National des Naissances Désirables

;(CNND) '

Mc. Richard Thornton. - Health Officer, Usaiuszairre

The evaluation team reviewed the scope of work prepared by USAID/Zaire and
used the following methods to evaluate SANRU., All four evaluators .~
participated in all of these steps.

I. Review of documents including Project Paper, internal reports, an AID
Inspector General Report. See appended list of documents.
2. Intérviews with personnel ‘in.the Rinshasa offices of. SANRU, USAID,. ECZ,

OXFAM, WHO, GOZ, and PEV. List 'is appended,”
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3. rleld site visita to 9 Rural Health Zones In Kivu, Haut-Zaire and Bas
Z2alra. Interviews with Regqional Medical Inspectors, Medical Chiecfs of Zones,

offlcers of mferanze hospitals, Peacae Corps Volunteers, nurses and rural
Matemities, health centers and health posts wore sunveyed,

healt h workars.
Maetings were

ircludiny several not yet integrated into RIZ activities.
conducted with three village healith committees amd numerous sites of watar

gource pmtection were seen. Some latrinns ware visited. Reports on each
P P

Ruml Health Zona are appended,

4.
and statistical reports.

Analy sis of traminq materials, data collection forms, clinical records

5. As tle April 1984 SANRU Activity Report (Document 14) contained many
valuable observations and recommendations, tha: evaluators attempted ‘
consistently to state their concurrence or non-concurrence and to- otf‘er their

;own assessments, conclusions and recommendations..

6. Fi.nally, the Evaluation Team discussed their £indings, agreed upon the
conclusions and recommendations, and finalized the report.

15. EXTERNAL FACTORS. SANRU's appearance on the stage of primary health care
development in Zaire was very well-timed. The most important supportive ewent
was the adoption of the.GOZ 1982-86 health plan, calling for the establishment
of Rural Health Zones, placing priority on preventive services over curative,
requiring user fees instead of free care and accepting the role of pammedical
health workers. . The project was furthered by the timely return of
USAID/Zaixe-sponsored MPE trainees to staff vital Department of Public Health
positions and to provide consultants te SANRU 8 training efforts.

'l'ha political stability of Zaire continues in spite of serlous economic woes
that contribute to the arguments for user financing of health services. ‘rha,‘
country has been gspared serious droughts, famine or natural disasters. Tha.

Klise du Christ au Zaire.has been steadfast in their support of the project,. .
both in their headaquarters and in the field. '

In January 1982, Zaire defaulted on several payments to American institutions
and was under the Brooke Amendment until September 1932.. This caused a .

9-month delay in project implementation.

The GOZ has recently suffered across-the-hoard budget cuts.. Despite €dii.ws

promiges to assist 25 of the Rural Health Zones financially; the Department of
Public Health has sent funds to only two. Howzwer, this has had only minor
negative impact on the SANRU project, since it was designed with little
financial input from the GOZ. The Rural Health Zones continue to function as
planned and do not depend heavily on GOZ subsidies. Some salaries, medicines
and daily opemations are cowred by user fees. Training, technical
agsistance, and some initial commodities are provided by SANRU (and sometirnes.

by otler intemational health agencies). Finally., many of tha Zones are
related to churches. and can request occasional help from partner churches

elsawhare.
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16. INRUTS.  With the cxception of ‘Brooke Am:ndment delays, USAID, ECZ and GOZ
cont ributions to ths project haw flowad with reasonable smootmese. While
cormodity deliwries hawe dalayced some field operations, training and
technical inputs hawe prepared RIZ and Health Centers for thair effective

ugse. Training inputs have como from diverse sources with mixed results,
Tmintng of physicians and supervisory nurses is very well done. Long temm
ouc-of-country training for plysicians and administrators hig lagyed. Sonme
irprovements in training techology are required to strengthen retrmining of
front-line nurses, Village Health iAgents and village committeas,

Adjustments are necded in phamceutical se¢lection, to target AID resources on
tle most effective drugs to be used at the most remote service lowl.

17. QUTRUTS. Tha Project Activity Report of April 1984 gives thefollowiny
lewels of completion for each output. o

Project Objectiwes Anticipated 1982-1983 % of LOP
e - over IOP: ~ Output- objecti ve-
Training ’ ‘ '
Village Health - :

Worke rs - .1,500 528 35%
Traditional Birth R o

Attendants - 400 127 32%
Village Development - R . -
<  Committees ‘3,000 802 27s.
Narses , IS0 428" 57%
Supervisors } ‘50 ‘19 38%.
MD/Administ rator 30 33 568
Master of Public Health: 307 4. L3s

- Infrastructure fo .
Rural Health Zonas ‘50 36 72%
Healt h Centers _ 250 . -85 34%
Latrinss 25,000 52,000 200+%-
8prings Capped - %,500. 325 2%
Wells _ I 500 5 1s
Vaccination Programs . 'L,000 381 8%
Pmwpharmacies -..1,000. 155 L6%-
Family Planning \ ‘

Acceptors 150,000 15,200 108
LaparoscopeMinilap 20 11 55%
Classrooms - 12 3 25%
Health Infomation
System - = i

The Evaluation Team concluded that the project will meet most of its
objectiws as planned.

A few output figums need to be changed due to doubts that targets wero
realistiz. (family planning) or that the approach was viable (wells). Changes

recommended by project management in their April 1984 Report (Document 14) are
‘generally accepted by the evaluation team, with the exception of famlily

planning and vaccination progmams (see pages 27 and 28 below). No additional

oOutputs are needed to achiew prniect qoal. '



"18. PURPOSE. "The Project Logical Pramework states that the projsct purpose is
to "establish a self-sustaining community-supported system of rrimary health
care effectively offering prevention and treatment for the 10 most prevalent

health problems in S0 zones in Zaire". :

The End of Project Status (EOPS) calls for a systen offering basic prevention'
and cure for diseases to be in place and functioning on a self-financina -

basis.
Thtéevmajor activites can be identified:{i

First, to help the‘exiséiﬁg‘h6ﬁgi£éis‘deééiop Rurar5ﬂea1th€§ones;wh1¢h_nave a
preventive and curative focqs;

4 ‘existing curative dispensaries’into.

Second, tn help these zones cqnvert.their
preventionfor;en;ed.Healgh‘gen:e:s:

Third, to develop the pacticibation~ot'thq'affe¢tedﬂ¢omm0n1tiesfin.thezsuppdtr
of these Health Centers so that they become self-financing at least in terms'

of drugs. '

FPor the first two activities the project is clearly well on the way toward
" successful implementation. Too littleAattention,vhoweveg has been paid to the
development of the Committees expectﬁd to sustain the work at the village and
Health Center levels. The original -assumption that physicians and nurses: _
‘could organlze and train:. committees seems to be invalid and needs re-thinking.
Purthermore, self-financing procedures need to be encouraged and studied.
Most Health Center users pay a consultation fee and something for drugs. In
some centers the fees barely cover the cost of drugs. Elsewhere the fees are
said to pay drugs, salaries, and some costs of central supervision. The
project needs to focus on these questions and assist the Health Zones with
financial management procedures. A financing study is being conducted in some
RHZ by an AID project (PRICOR). Its results should prove useful to many RHZ.

19. GOAL. The overall projéct goal is "to imptove the health status of the
rural population by increasing the proportion of rural Zairians that have.

access to basic health services®. -

The Project is contributing to this goal by successfully organizing Rural

Health Zones and converting dispensaiies to Health Centers. The reporting
system is designed to measure access to and use of health services. No

- studies of health impact have been undertaken, but the Bvaluation Team

tecommends local studies on specific impacts. '

20. BENEFICIARIES. The project will organize Rural Health Zone systems for a
éopulation of 1.25 million people scattered throughout the country (250
Health Centers x 5000 people  each). The major beneficiaries will be women and
children who are the target of preventive services and curative care;:antize'
communities will benefit from such project activities as water source }.vfl*
protection, village sanitation and human waste disposal, hygiene and nut;i;ion;



education, and generzl economic development. Promotion of self-financing will
nclp assure coantinuation of the village health system aftor pProjuct assistance
has been terminated. The indirect beneficiaries are Zaire health workers who

have been trained to manage.and evaluate Primary Health Care. The
organizations for whoin they work are also nencficiaries, including GOz, ECZ,.

and others.

21. UNPLALNED EFFECTS. There were three major positive unplanned effects as a
result of the SANRU project. (1) The stimultation of the government’'s - '
Department of Public Health to establish the 5th Direction (Primary Health
Care) to be the focal point of Primary Health Care system development. This
office has been reinforced with recently returning US~trained public health
physicians. (2) SANRU's 50 Rural Health Zones included several Catholic
hospitals. The national Catholic medical bureau has now gone ahead with the
training and development of Rural Health Zones around 28 additional Catholic
‘hospitals. (3) The revision of the health development policies of other donors
such as the German cooperation agencyY . This agency has shifted its focus in
Zaire from hospital~based medjcal care to village-based health care.

One negative unplanned effect has been the exclusion of the important
- Kimbanguist Church from qualifying to manage a Rural Health Zone. Despite
their many primary health care activities, they have no Reference Hospital in
their geographical area of Nkamba, so 5hey cannot by definition manage a RHZ.

. 22. LESSONS LEARNED

'I) Send local leaders'for training as. soon .. -he'PIb'is'agreed-upon,‘using_.

AMDP or old project funds.

2) An annual national health conference provides an opportunity for national
health policy dialogue. Zairian health workers from the field and national -
Planners play major roles 'in presenting and discussing the'issues:involved.?.

Thus nationally-accepted policies, plans, priorities and definitions are .. '
likely to result. In-addition donors have an opportunity to find sub-projects&

to support or study.

J) SANRU is a stfategic project, that is to say, it dévelops health

capabilities (such as planning,. training and infrastructure) rather than -
delivering services in the field. Because SANRU has not focused its resources

at the micro level, hundreds of Zairians are now prepared to work with.others:
(missions, donors, ete) in large health systems (Health Zones of 60,000 -~ "~
200,000 people) and in national management. SANRU has provided an outstanding
spportunity for reinforcement of existing policy dialogue and institution ‘

building. ’

“23. SPECIAL COMMENTS
I) We anticipate that many of our recommendations. will not.be full enacted.
before the end of the Project in 1986.

'2) SANRU provides a critical organizational.framework. for trainees returning:

from abroad



"3) SANRU central personnel are requlatly consulted by all goverpment and

private agencies involved in primary heaith c¢~:- in Zaire. ,
4) The GOZ Health Plan calls for the establisiment of 250 Health Zones by
1990. The roles of GOZ in primary health care are to arient health policy, to
determine priorities, to standardize strategies, to exchange information, to.
evaluate and coordinate all primary health care activities. The o ,
implementation of these activities is carried out by different national and

international agencies.

The Pifth Direction of the Department of Public Health is supposed to play the
role of coordination, but unfortunatly this new Direction is not yet fully
~ functioning. SANRU is helping this Direction in various ways, such as ﬁhe
establishment of PHC activities, training, information system, and evaluation..

- 5). There is no likely substitute for.the strategic role played by SANRU  in.
training development, until local institutions are strengthened and the;Schcol

‘of Public Health is a reality.

6) Other USAID/Zaire projects (School of Public Health, nutrition, famil?
pPlanning, and childhood ‘diseases) are greatly assisted by SANRU's strategic
Their success is highly dependent on the continuation of Rural Health
Many of their plans can be .implemented
istribute their technologies to. rural

role..
Zone and Health Center activities.*

only when a vehicle like SANRU can 4

areas. -
ion that the wroject:

Thétefote, the Evaluation Team recommends without reservat
alth Zones.

be extended for 4-5 years to cover a tatal of 100 Rural He

Twa aspects of the project need to be sgtressed:. ;
--infrastructure development in “<cms of pharmaceutical and medical

supplies
--Training of Trainers of nurses ana viilage leve.y nealcn workers
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“DETAILED EVALUATION REPORT

'I. INTRODUCTION

The Basic Rural Health (SANRU) Project grew out of the concept of primary
health care development put forward in Zaire as carly as 1926 in Kisantu.
That Administrative Zone organized a system of Rural Health Centers linked t
a reference hospital. The model was followed later by several member . :
hospitals of the Eglise du Christ au Zaire (ECZ). In 1980 numerous ECZ
hospitals approached USAID/Zaire for assistance, but because of the larqe
number of requests the mission preferred a group approach. The 1981 Project
Paper called for USAID assistancg in forming 50 Rural Health Zones (RHZ) and
converting 250 curative dispensaries into Health Centers providing preventive
services in addition to improved curative care. Committees for villages and
-Health Centers were to serve a sustainable resource for making the health
-system self-Einancing for pharmaceuticals. Services, curative and preventive,
were to be provided by nurses or Village Health Agents. Sanitation and ;health

education were to be the job of village animateurs.

o

To date, 96 hospitals (Rrotestant/ﬂcz, Catholie, and GOZ) have contacted' SANRU
for assistance in developing their Rural Health Zones. Fifteen Zones were '’
selected for Phase I of the project, twenty-one for Phase II. and fonrkean. Far

Phase IIT (just beginning).

SANRU assists Rural Health Zones with management of the Health Centers,
training the nurses and Village Health Agents, logistics including - :
pharmaceutical support and transport,. health information collection and
analysis, and supervision of the health workers and- the village development

‘committees.,

SANRU supports all these activities with technical advice, commodities,
organization of training seminars and materials for teaching, construction of-
‘water sources and classrooms, and transportation (vehicles and fuel). The '
‘project headquarters takes direct responsibility for training the Medica
Chiefs of Zones and Zone Supervisors. Each year a national. Health Conference
discusses project concepts, progress, issues and problems. This meeting is
highly effective in promoting the primary health care concept and gathering

.support for the project..

SANRU Project is well-conceived and 1s-in,aqgo?d»with the GOZ 5-year Prima;y
Health Care plan calling for 146 Health Zones by 1986. The project is also-
well~designed as a strategic project that ‘provides technical assistance rather

‘than services.

Pinances

There are two main sburcg.of finance for the Basic Rural anlﬁh-?ﬁoject:

;A,AQOSArD‘in'the form of-a Grant -which totals $4,564,000. . rnese funds cover:
gthgﬁ:ollowing major- categories of expenditures:
~ ‘=Purchase of vehicles motorcycles, bicycles, medicines and"
"“medical equipment '
‘=Training ‘'of health person al overseas
‘~Payment of technical services



B. GOZ provides three kinds of financial support:
=Counterpart funds which at the time of initial
implencntation of the project were estimated te total
Z8. 2,324,000, To date GOZ has contributad about %s.

10,000,006. These figures appear to have greatly exce
the GOZ contribution but inflation factors should be t
into account when reviewing the figures.

~G02 pays the salaries of health personnel in GOZ hospi
and dispensaries. GOZ also pays the salaries of Zairi

edad
aken:

tals
an

‘doctors and some nurses in church-related institutions.

-GOZ plans to assist some 25 functioning Rural Health Zones.

with funds.
across-the-board budget cuts which have allowed. the su

of only 2 Rural Health Zones to date.

The Department of Public Health has suffered

pport

Unbredictabie-factors such as inflation and budget cuts make

GOZ contributions uncertain, but this does not seem .to
had a negative impact on the Project's outputs and

progress,
RHZs, and some of the Zones receive support from:church

have

Autofinance systems;have been accepted by most .

organizations abroad or from interhational health agencies,

IT. SANRU INPUTS

A. Organizatios

The project is oréanized aé a grant to the Government of Zaire.with a

cooperative agreement to the Eglise du Christ au Zaire (EC2
The government focus for project management is ca

project.
of the Department of Publiz Health. This new of

Direction”
four.
The USAID Project Officer, Cit, Utshudi, is a Zairian with

with AID projects.

Tﬁe Projécttbireétor'for'thé'ééi'is a Nurse-Administrator, Cit

been with the EC%Z for 15 years.

) to manage the
lled the "Fifth
fice has a. gtaff of

5 years experience

« Nlaba, who has

A USAID Personal Services Contractor, Dr.‘?ranklin Baer, is the Project

Manager and thus chief executive officer. He has a doctora
heatlh and 7 years experience working in Zaire. ’

1 degree in public:

The ECZ staff also includes a training and family planning drrectot~(Mé;
Florence Galloway), a comptroller (Rev. Ralph Galloway), an administrative

assistant, and a secretary.
their U.S.:church. '

The Galloways are supported a3 missionaries bv
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" SANRU .and the GOZ' Primacy lealth Care Otfxcc (Sth Direction) cooperate with
other donors to prormote primacy. hcalth cate {n Zaire. Thev work to nanage
resources 50 there iz little duplication and RH:ZS receive the .as sistance they
need. A very active GO¢ Agency iz the P.B.V, (Progran to Expand Vaccination) .
which provides training and commodities to the Zones for imm wnizations,
malaria control and diareneal disease control, UNICEF provides larqe
quantities of material - vehicles, refrigerators and phariaceuticals, while
WHO supports training and planning. OXPAM oftfers technical assistance and
commoditics in four regions. The U.S. Peace Corps places trained volunteers
in Rural Health Zones, where they promote health education, train and retrain

health workers, and halp with water projects.

The budget of the project is managed as follows: U.S. funds are handled by
the USAID officers. Zaire counterpart funds are jointly managed by GOZ, ECZ
and USAID, and Peace Corps funds by their office. The GOZ receives no direc
funds for the project, but siqns the authorization for both U. S. and
counterpart funds.

B. Training

1. Introduction: The SANRU training inputs probably have the wnst far
reach’.g impact in terms of people and organizations affected. Tho .training
program carrias much of the responsxbility for attainment of project goals and
objectives. While the budget for training i3 modest, the time and uffort.
spent on sniinars, workshops, conferences, courses, teaching, equipnent and
education materials probably represent the largest amount of SANRU activities.
2. At the start of the project, existing Rural Health Zon:s (RHZ) were
>perating training prcgrams for A2 and A3 nurses to staff their existing
1ospitals, curative-oriented dispensaries, and maternities. One zone
;Nyankunde) had already started training Village Heal:h Agents before SANRU
1ssistance became available. Very few zones had retraining capacity. At the
'Xecutive levcl, no training had been institutionalized for physicians, nurses
ir administrators of public health programs, althoigh hospital administrators
'ere being trained at the Institut Supéricur des Techniques Médicales (ISTM).
eriodic courses in public health topics had been offered by varioius donors
uch as UNICEl', World Health Organiz° .<on and Belgian Cooperation.

. The SANRU perect strategy is>to support training at the Rural Healkh
one, Health Center, and village levels. The categories of persons to: be

rained are as follows-

Rural Health Zone
'Medical Chief of Zone (physician)
Administrator (physician or Al graduate nurse)
Supervisor (often A2 diploma nurse)

Health Center
Nurse (A2 diploma nurse or A3 auxiliary~nurse)

" Atde in nursing or sanitation ;;T“;, .
Health Committee (representatives from surronndinc

‘villages)
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Village
Village Health Agent (VHA}

‘Animateur (health tcucher)

Tradition:!l Birth Attendant (TBA)

Village Development Conmittee (local tesidenks) ..

The projact training strategicy are several. At tha ngacutive laval, the
Medical Chief of Zone is given a 1=5 week training orogram in primary health
care topics including planning,. digsease control, comniunity Jdovelopment and
‘training methodoloyy. Additional wotrkshops are given an technieal topica.
‘Zairian M.C.Z. or deputy M.C.Z. are eligible for training in thn U.3. in -
public health subjects with an emphasis on management courses,

For supervisors, the training strategy is to send a tcum of instructors to.
each region to train groups of 10-15. Senior nurses, physicians or dentists
from the RHZs are the target group. Kivu, and Bas Zaire and Bandundu

‘supervisors have been trained to date.

The strategy for existing nurses (A3) is to retrain them for their primary
health care role. Their training course is developed by the MCZ and the
existing nursing faculty within the-RHZ. ‘The nursing school curriculum for
new A2 and A3 nurses was revised by the DPH in 1982 to include significant
primary health care content. SANRU'’s role is to assist these two training
programs with material and technologys - ‘

”~

ihéf‘Training of Trainets"(TOT)-appfbdch was adopted .for upgrqding_
Traditional Birth Attendants. ‘

4. Resources available. SANRU is making use of numerous resources for

training:

a). ' SANRU training director is Ms. Plorence Galloway, a nurse-midwife -trainer
with long African experience. She manages teams of local. consultants in the ..
‘fields of midwifery, management, nutrition, public health nursirg, etc. SANRU
provides extensive amounts of training material, equipment, and technical
advice. There have been problems of finding material in Prench. Ms. Galloway
-receives (but has not yet assessed) training programs developed by the RHZs.
- Dr. Baer also serves as & training adviser and teacher., -

b) .The GOZ Program to Expand Vaccinations (PEV) is augmented by. the USAID
.project “Combatting Childhood Communicable,Diseases® (CCCD). The project.
provides significant training manpower on a variety of PHC topics.. S

c) Several centrally-funded USAID projects are used, including INTRAH, Johuns
-Hopkins International Program (JHPIEGQ), Water and Sanitation for Health:

(WASH), PRICOR, CEDPA, and FPIA.

d) A variety of ron-church based PVOs are available.1ncluding_OXFAM,‘
-~ Organization for Rehabilitation through Trainipg;(qng);agd‘American‘Medigq;
' Reqeapgh.and‘EducqgipnIFoundationijAﬂEBg)g' R ;
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~e) United Katfons agencies such as woria Acaizn veganization and URICEP make
‘modest contributions to training, usually {0 the form of fellowships., WHO
links SANRU participanis to a gonewhat similar AID/WHO regional proJoct for

west and central African countries, entitled Strengthening Health © Dl ivery
Syztens (SHDS).

£} GOZ educational institutions utilized in SANRU traxnan include the

Medical School at the University of Hinshasa (UMIKIN), Institut Supbricir des

Techniques Medicales (ISTM), and the Center of Studies for the Pronmotion of

Social Action (CEPAS).

C. Commodities:

Provision of essential commodities to RHZS is the biggest budget item under
the Basic Health project. Some commodities have been procured locally with
counterpart funds, including cement and plastic pipes for water sources. Most
of the commodities are imported and paid with USAID dollars. For example,

medicines and equipment assist in the conversion of 250 curative services

dispensaries into health centers. Educational materials, health manuals and
office equipment establish and support the training of health workers,
Motorcycles and veiicles assure the supervision of Rural Hecalth Zones. (The
Evaluation Team notes that helmets-were included in the motorcycle order, but

seat belts for some vehicles were neglected. No project personnel or ‘
collaborators should be denied these preventive health measures. Both should?

be routinely provided.)

A variety of problems have been encountered with the import of commoditieo'

There has heen delay of 12-24 months in obtaining some essential ‘
commodities. This may have delayed the conversion of dispensaries among the:
Phase I RHZs. In Kivu, some Phase I and II RHZs complained in particular

about the long delays in receiving microscopes, scales and medicines meorteq

from the U.S.

2, One reason for the delays lay in the USAID/Zaire procurement system..
USAID project officers, untrained in purchasing procedures, had to write,,
re-write, and handle orders and supplzes themselves.

l.

The

‘3. Product substltution occurred. A simplified system of standard treatments
by low-level nurses and village health workers cannot tolerate-substitutions.
For example, a product containing tylenol was sent by the supplier, instead of
the aspirin specified in the PIO/C. The project and USAID/Zaire were not
consulted about this subsitution, and it was discovered only after the

shipment was ‘received at the Kinshasa warehouse.

Recommendations:

a) USAID/Zaire needs a qualified Procurement Officer to place orders directly
‘to suppliers or throuah a Purchasing Service Agent.-,
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b) .. SANRU should use counterpart funds to cnable RH2s to pucrchase mndicines
locally through their current suppliers. SANRU can continue purchasing
nedical equipment from the US using current suppliers and/or private

purchasing agents.

¢) Pharmaceuticals provided by SANRU should give efficacious and bxmpje
treatment or prophylaxis for common diseanes._ Only one troatmenL choice -
should be available for the least-trained health personnel, for example; one

anti-malarial and one antibiotic.

d) The good worklng relationship that SANRU has developed thh the various
international health agencies such as UNICE¥ and OXPAM should facilitate
specialization in ordering procedures.. Each donor agency could provide items
it can get most quickly and easily. SANRU assistance would be for items whic!
are obtainable through USAID ordering processes with the least consttaints.

) Putute ordets for health ptoject venicles shouia specicy seat belts.
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IIr 'QUTPUTS DUE TO SANRU INPUTS

After field visits, the Evaluation Team is unanimous in recognizing positive.
results in training health workers at all levels, creating and organizing
Rural Health 2Zones, converting curative dispensaries into Health Centers, and
establishing a health information system. The project is on target and is
maxing good progress toward its objectives. '

A, Training

l. Training progqrams taking place in Zaire

1.1. Training Medical Chiefs of Zones (MCZ) and Administrators.

Two types of training have been. offered. Courses were given in 1982 and 1983
at UNIKIN for Phase I and II RHZones. These MCZ received a 5-week course-
which. helped them understand primary health care strategies and services,
planning methodology, training programs, epidemiology and biostatistics,' and
community organization. This course was congsidered excellent by the

participants and resulted in more rapid evolution of RH2s into
pPreventive-oriented organizations with considerably augmented levels of health

management capability.

In ‘addition, seven-day planning seminars were held for HCZ following the
annual National Health Conference. The MCZ interviewed indicated that they:
~had been helped in terms of (1) better comprehension of PHC, (2) ability to:
plan their zone operations, training,- logistics, etc. and (3) identifying
sources of information and a variety of other valuable resources. - As usual, -
_the opportunity to share experiences and -compare notes was educational for MCZ
from both Phase I and Phase II and other participants.

s and tropical medicine continuing education are not’
provided by SANRU. There is a continuing need for frequent technical updates
for physicians and nurses in all areas. Particular attention must be paid to:
the various tropical diseases of high prevalence in the RHZ. For instance,
the various conflicting therapeutic modalities for treating malaria indicate a
lack of current information at the RHZ level. The orientation course for ’
reproductive health provided by JHPIEGO is typical of the type of course
needed. (Comment on the Continuing Medical Education content of courses giveu
to Phase I and Phase II MCZ cannot be made £9r ‘lack of documentation.)

Technicél health science

MCZ and others have received three-week cuurses given Dy the PEV program.
These courses include managemenmt, PHC and vaccination, epidemology, therapy
for malaria and diarrhea diseases. These courses are reported to be very
affective and useful. Modules for this course were prepared in cooperation

vith.the U.S. Centers for Disease Control as part of the CCCD project. '
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1.2 Training of supervisors

SAKRU has organized an-exceilent system for training supervisors of the Health
Zones. The participants are Al and A2 nurses, some physicians and dontists.

A consultant team of instructors includes: an administration trainoer
experienced with the World Health Organization, a senior ngrse=-aradusite of.
Tulane School of Public Health, and a statistician from the University of

The course objectives are clear and relevant. The course conten’

Kinahasa.
supervisors can expect to

is appropriate to Zaire's districts, covers problems
meet working in rural primary health care systems, and applies modern
management principles. The teaching methods, case studies, problem : oivxng,
practical exercises, role play and field work represent up-to-date edug:tional
technology for teaching, learning and evaluation of student and teacher/
pecformance. The faculty interviewed were greatly pleased with the
~attentiveness and application of the students and their achievement.
likewise expressed enormous satisfaction with. all aspects of the course. and
‘saw itg subject matter as immediately applicable to their daily - ,'f‘L
reaponsibilities in primary health care systems. The teaching matezial and

references are considered to be of highest quality.

otudents

This training program was far superior in technical quality and content to apy
others examined by the Evaluation Team. Because of this outstanding course, :
SANRU plans to make greater use of similar consultant trainers- resident: in
Zaire (rather than continuing the extensive use of AID centrally-funded
training groups), thus institutionalfzing this capability. The Bvaluation,

Team.agrees thh this approach.

1.3 Training of nurses

'Nurses represent the frontline pteventive and curative health care providers:
in all Zones. In some Zones they are asaisted by Health Agents and e
‘Animateurs, but im most they are not. Their role is. felt to be the most
critical to PHC. It is around the training of nurses for their new role “thag..
much of ‘the success of the GO£ (and SANRU) primary health care strategy -

”. .

revolves.

Bagic nurses training is available in most Rural Health Zones at'nursing
schools. 1In 1982, the Department.of Public Health revised the required
curriculum to include more public health. The following table reveals that
the number of hours devoted to public health topics nearly doubled for A3
nurses. The A2 nursing curriculum received even greater increases in public"
health training. The community health course includes the following topics -
epidemiology, zoonosis, insects and vectors, community diagnosis, family

planning, parasitic infections, and management.
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Public Health in Nursing School Curriculum
(Pigures reprasent required number of hours)’

‘A= 3 Auxiliary Nurses

1 T Before 1982 . After 1982

‘Year: 1st - 2nd  3rd - "lst  2nd 3rd

Community healtu. ' 60 - - - .60 ‘120 100
Nutrition AR 45 - - - s . 60 60
Sanitary education - 60° - e “30 -30
Sanitatio. v - 30 . - ,_,“.‘-.5,"‘",' - -' -
Practical work in- e L e i
community 100 100 - 100. 100/
Maternal and . - - S S T
...child health . e . ] 60 60;
‘Sub-totals 205~ 190 100 . 205 . 370 370
Totals ,;i;.jwm‘49$‘< S e 948, e

Teaching is by classroom lecture and practical "stage". Teaching content anc
methods for Primary Health Care subjects are not as well developed as older
topics such as anatomy, medicine, surgery, pediatrics and of course nursing
practice. The MCZ and SANRU agreed that the nutrition courses are woefully

figgdequate and poorly taught.

‘The program is overloaded with topics. ' Tnere is Iittle or no assimilation
time after 31~40 hours of class time’ This course organization does not
reflect the best in educational methodology.” A great deal of help is needed.
by the nursing schools to teach these expanded topics. in public health. "

®"Retraining” (continuing education) is now given to A2 and A3 nurses posted af
Health Centres. Most RHZ give the nurses several sess‘ont of retr2ining to
cover the wide spectrum that they are now being asked to emphasi1ze. Sessions
inm most places last 1-2 weeks. Subjects frequently inclode vater, water
transmissible diseases, organization of the RHZ, hygiene, ocheol health,
pre-school health, nutrition, worms, health education, pharmacy, family
pPlanning, anemia, aterilizing and antisepsis, causes of diarrhea, gyinecology,
malaria, tuberculnsis, oral rehydration, sanitation education, leprosy, .
vaccinations, training of village workers and committees, and field practice.

-

SANRU has done an excellent jbb of providing training materials, including
several books of 200 pages on building health and various other topics. Other
handouts range in quality and appropriateness. Nevertheless the courses are
'too full to permit the nurses to assimilate the material, and the material is .
‘not being used to its best advantage. It is the evaluators' judgement that a
two-week course with this breadth of content is beyond the learning ability of
the best-educated. It is faulty from an educational viewpoint and faulty in

-terms of, achieving project purpoges.



SANRU. should seek ways to assist the RHZ develop more appropriate basic nurses
training and retraining for PHC. Someé instructors could be sent to the
Centres d'Enseignement Superieur Scientifique des Infirmiers (Cz5SI) in )
Yaounde and Dakar that offer faculty training and retraining {n primary health
care nureing, They also offer consultation to other nursing institutions.
Upper level nurses training is available in Prench at Montreal School of

Nursing.

Nurses at the A2 and A3 levels are expected to be able to train aides, Village
 Health Agents and animateurs, but they are not taught how to do this .
training. There is Jo relevant Training of Trainers (TGT) program in Zaire.
One possibility would be to send nursing instructors to the Lomé Regional
Training Center (organized by WIiO and Boston University). This TOT course is
of 2-3 months duration. Apprentice trainers return from Lomé prepared to
establish in-country Training of Trainers (TOT) courses. Zaire would probably
require several TOT centers, which would use existing buildings and retrained
faculty and"prqyideAfield.expe:ience.tnLsuzrounding Health: Centers and. .

villages..

Recommendationss:.

al SANRU should assist nursing instructors from Rural Health Zohes tO'get.
appropriate primary health care trdining at the various ingtitutions in ..
Prancophone countries. ST o

b}’. SANRU should help to develop regfonal’ Training of Trainers centers ror
supervisors, nurses, and village health workers. " ‘

1.4 Training of Traditicial Birth Attendants (TBA)

The Eraining proéram'for'TraditionaI Birth Attendants is weli.developéd”énd ,
uses the "Training of Trainers® strategy referred to above. This program has .
peen developed by the SANRU training director, the American College of Nurse
Midwives, and Zairian midwives. The course uses clear, concise training;[
‘material, a well-t/3ted user manual and has a trainers guide. Traininhg of-

TBAs takes place in villages.

.The strategy used for this category‘Qﬁfhe?lgh{workez-needsytofépread“toighgnj
“other ‘categories. Unfortunately for all, the effort to retrain TBA is being
. resisted by the MCZ who do not feel they can supervise TBA's. Only six zones

_train-and use TBA.

I;SATréining of Village Health Agents (VHA) and Animateurs.

These categories of health workers are used in many, but not ail zones.‘~Bth'
are expected to concentrate their efforts on preventive care, sanitation,__-
water source protection, and organizing pre-natal and pre-school clinics.

In some zones the Village Health Agent (VHA) has a small supply of common ..
drugs -for prophylaxis of malaria and treatment of common illnesses... In. one
Zone, a very accomplished VHA has the same drugs.as an A3 nurse in other ' :
RHZB8,. 211l are expected to work closely with Village Development Committees.
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Recommendation
. SANRU needs to obtain consultaticn on training village committecs.

2. " Tralning outsidc'ZJire

d

Out-of=-country training of 30 Zairian physicians and auma.____atocs was
mandated in the PID approval cable of 1981. Three physicians and one aursing
inztructor were sent for training in the United States at Tulane 50YH. ‘' These
MPH level workers have played an eitraordinary, valuable role in the SANRU
success. Two are placed in the new GOZ/DPY Sth Direction, and annther is a
reqular SANRU consultant trainer. With SANRU support, four physicians are now
being trained in the U.S., while 5 others are in the final process for the
£all of 1984. There is a need for up to 300 MPH~level health workers to serve.
as managers of Rural Health Zones and to staff GOZ agencies charged with :
implementation and monitoring the Primary Health Care system. SANRU's small
. contribution of fellowships will be felt nationally.

It is highly unlikely that the planned UNIKIN School of Public Health will be
able to accept students before October 1986, thus SANRU should send as many
students abroad as possible. The residual funds not committed- for this
purpose can send students to UNIKIN if it opens before the curreht SANRU PACD

of 30 September 1986.

SANRU staff, the Rural Health Staff and the GOz staff have seen little of .
Prima y Health Care development in ether parts of Africa, or on other ..
continents. These health workers shduld be provided study tours of relevant
projects. The SANRU staff could profit by visiting the headquarters of the
®Strengthening Health Delivery Systems®™ Project in Abidjan and its Regional
Training Center. Those working in family planning would benefit by seeing
tural programs in Latin America, Thailand and Indonesia, and in other parts of
the world where there was initial reluctance to accept family planning. Other
?HC workers should see successful projects such as those in Seneqgal,. Uppe;'

volta and Niger. - '

Recommendations:

a)” SANRU should continue to send physicians, nurses and adminiscrators to-the.
U.3. for master-level training with emphasis ont health ‘planning and =~
management. _A better job of recruitment is required. More government
physicién;,a@m;nistrators.andrnursestshquldgbe sent. .
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" b) The salection of a variety of U S. 5o NoO0lS Or pubLiC neaitn-and pmgrama
of health administration 18 advlaable. Some choices: :

-Unimrslty of l‘brth Caml.lnd SOPH = Goneral Publ.ic
Health Mmlmstmtlon, Health Educat.ion ,

-Unlversity of Hawaili SOP!I - Matemal and Child Health,
Intematlonal Healt h, Henlth Educatlon

-Johns Hopkins and Harvard for senior executiws,
teachars and researchexs in all P.H. Fields.

=-Universitvy of Minnescta -—ksenitary Engineerlhq
- ~Yale Medical.School ~ Epidemiology and Viral’ studies
“Columbia - HeaIth'Adnin{stration and’ Fanily Flanning

-nicm.gan = Healtn Planning' and Family Planning'

'-Boston Uni wrsity - Health E’conomics and African
ngram

:-M\emity of Califomia.at:Berkeley = Health Education
;=University of. Sonth Carolina — Tropical Diseasss-

""-Unlvemity of Montzeal - Genetal Puhlic Healtli - In
anch

All the above sch:ols hava many African students amd intemational health
programs. .

@) . STuay cwurs smuld be arranged to explore ‘successful appmacl’ae to. ruxa].«
fprimary health care in other countries. o

B. Infrastmctu;re: Of the 300 Health Zones projected by tnre nNational Health
‘Plan (Document 4), SANROD is developing 50 - The Evaluation Team. visited nine
Health Zone Offices plus Health Centers and' Health Posts in some: of the ‘

Zones, Thav were:

1. Zone of Drodm (Catholic) + 2 HC (Phase II)

2. . Zone of Kasangulu (GOZ) + HC (Phase I)

3. Zone of Kaziba (ECZ) (Phase II) ‘

‘4., /Zone of Kirotshe (G0Z/CEMUBAC)+ 2 HC (Phase: 1)
‘5, . Zone of Nyankunde (ECZ) + 3 HC (Phse I)

6. " Zone of Oicha (EZ) (Phase I)

7... Zone of Rutshuxmu (GOZ/CEMUBAC) (Phase II) .
-8.,:".Zone of Rwanguba (EC) (Phase II)

~9s. 0 Zons -of Uvira (GOZ) + 2 Health Centerxs.(Phase ‘XIj
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.we alao met in Kxnahasa with redical Chiofn oE Eour other Rural Healrcn soneg:

—ZOne of Kalonda (ECZ) (Phace I}
-Zone of Karawa.(ECZ) (Phase I)
-Zone of Kajiji (ECZ) (Phase IT,
-ZOne of Lubao (Goxi {Phage II)

‘Most o£ the observations and recommendations made in the SANRU Activity Hoport
of April 1984 (Document 14) were judged valid and are geconded by the PO
. Evaluation Team. Two objectives (concerning vaceination programs and family

planninq) were revised.

1; The creation of 50 Rural Health Zones

>

,or the Zones scheduled Eor SANRU's Phase I and Phase II, 36 are already
organizinq, that is 72% of the initial objective. These different Zones are
.not. totally functionai. -The level of activities varies from 833 in the most
advanced ZOnes to less. than 5& in ZOnes that have just begun activities‘in

1983.

In the field, many rxural Health Zones have organized themselves, delineated
boundaries, and assigned areas of responsibility. However they feel insecure
about their plans because the central government (DSP) has not .officially

reCogn zed the legal status of Rural~Health ZOnes.,

Recommendations-f

) USAID’shouId enter discussion ‘with the GOZ- in order, to»resolve issues
‘remaining about the legal status of Health Zones.

:b) Assistance should be provided to the Pifth Direction of the Department of.
Public Health in coordination of Primary Health Care in Zaire.

..,» '

‘cl The number of RHZs to be assisted by SANRU should be increased from SG .to
‘100 beginning in the year 1986. This would extend the project until 1990 or:
1991 ané permit addition of 12 RHZs per year. Supplemental funding for 50.
Jjore RHZs and approximately 400 more Health Centers should be provided as part
of this project exten31on,

J»ra

2. Transformation of dispenaaries into Health: Centers

-

rhere are still shortages of money and materials in some Zones. Por

_conversion of existing curative dispensaries, SANRU assists in starting -
primary health care activities by offering materials and medicines. Por new
Health Centers created by the population themselves, the lack of. funds

lsometimes block3 the completion of the building.

Recommendation

:SANRU should work in collaboration with other agencies such as OXPAM, UNICBF,
“and” HANS-SEIDEL in the creation of Health Centers within the same RHZ. .~ °
‘Supplemental USAID funding should. be channeled through SANRU and/or ECZ . (such

.ag! the 'ECZORT project) to ‘incr dpe” ‘their capacity to assit more Health Centers
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_3 Construction of latrinng

Buxlding latrines of local pateriass poses problems of durability. At

Nyankunde, for instance, village residents are discouraged by the fact that
the numbuer of latrines required by the Medical Chief of Zone will naver be

reached, L=2cause so many cave in.

Rocommendations:

a) SANRU should abhandon c¢ounting latrines as a measure of project success.
Instead RHIs should ceport the number of villages which have successfully
completed a village sanitation program with at least 90% of households having
a usable latrine. A project obJective of 1,000 such villages should be

established.

b) - SANRU should furnish technical assistance to the Zones: in latrine
;construction, such as sanitary technicians and appropriate tools.

. e) SANRU should encourage RHZs tO»experiment with new and.improved latrine
construction at the reference hospital and Health Centers (for example,. the
YIP technique). SANRU could provide commercial construction materials -

(cement, pipe, diggers).

- 4J” Construction and rehabilitation of=water sources and wells

vaollowing education on hygiene and envircnmental health, village committees »

. have improved more than- 325 water sources. The lack of appropriate techniquee‘
in certain villages, though, renders this effort short liVed (ex; Drodro)._

_Recommendarions'

~a) The objective of 1,500 protected water sources (either durable or
'semi-durable) should be maintained.~

b) The objective of construction/rehabilitation of 500 wells should ba
redefined to "alternate water systems®. This would include 100 cisterns or
wells for health centers and communities, as well as household rainwater
catchment systems.

[RENANT (..

c) SANRU and USAID should continue to work wzth Hydraulique Rurale to develop
a National Rural Water program cmphasizing water .source protection techniques,
and to organize regional training programg for water technicians of RHZs. .

SANRU should support Peace Corps, WASH, and Hydraulique Rurale efforts to

4a)
This .

develop technical capabilities in construction/rehabilitation of wells..
may include financing construction, procuring of experimental pumps, -
developing technical manuals, and expanding the use of: Peace Corps Volunteers

in Zones with the most difficult problems of water supply.



' S54.'Village vaccination programs.

Various programs and agencies such as PEV, UNICEF, and OXPAM furnish
refrigerators, cold boxes, vaccines, needles, etc., for vaccination. . . -
activities. Solar refrigerators are being tried in some Zones. Initial
investments may be high, but the low maintenance cost and assucance of a

realisable cold chain may be worth the expense.

Recommendations:

"a) RHZs should continue to decentralize vaccination services to. the Health

Center level. A comparative study to document how this has been done in-
various RHIs- could provide useful guidelines for others. struggling with'this

problem.

lb) The original objective of vaccination programs in 1000 villages appears to
be the most £eaaible indicator Eor SANRU‘to measure. given lts limited inputs.

c) Pield testing oE solar refrigetator qutems should be—pursued by PEV and®
SANRU. :

,6“ Creation of pro-pharmacies

Through April 1984, 155 pro—pharmacies were reported by SANRU -~ related
..Zones. We note that SANRU geems to: envisage only one type of pro—pharmacy,
" the’ Village Health Agent trained to handle a Iimited number of medicines.

T, e

Recommendation-

_Hodels of village-based drug systems from other countries should be
congidered, for example family pharmacies and pharmac1e9 managed by Village

Development Committees.

.ZU Construction and rehabilitation o£ classrooms’

SANRU has helped 3 Rural Health ZOnes construct classrocmu. AL nyankunde we -
visited 2 classrooms financed by SANRU.. The objective of 12 classrooms can be

attained by 1986.

Other tehabilitation activities are to be included in the ECZORT project that
will provide 23,500,0002 for rehabilitation .of buildings at health centers.

reference health center and reference hospitals.

8. Laparascopes

BheJZones visited by the Bvaluation Team did not. have laparoscopes.“We are
inable to assesauthis output
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9. ‘Family planning

This activity i3 considered a routine part of primary health care in 5ANRU
docurents and training courses. A gentle preasure is put on Zones to make _
family planning a regular part of their health eduation and to offer s2rvices
in hospitals and Health Centers. SANRU, along with JHPIE®, is5 organiziny a
series of regiomal seminars in reproductive health, with special emphasis on
family planning. Plysicians and suwervisory nurses leam about contraceptiwe
tecmology, as well as how to equip and organize family planning services.

Family planning programs pre-dating SANRU are strong in several zones, notably
Karawa, Kimpese, Nsona-Mpangu, Tshikaji, and Vanga, each of which reported ,
ovar 800 new acceptors during 1982 and 1983, ° Altogether, the Phase I zones
reported 14,000 new acceptors, while Phase II zones reported only 2000.
Seweral zones reported fewer than 50 acceptors, so one can assume that t hey do
not yet hava activw programs of services and edwcation. In some zones, Sk
personnel are not convinced that family planning should be a priority, becausa
of high rates of sterility, or because of mtsqivings by the Cath:)lic Charch. -

SANRU should take a more actiw role in starting programs in slow or reluctant
zones. Experience gshowsa that health personnel need to see people doing S
“face-to~-face family planning education and then to try it themselwes: Only
then are they ent isiastically convinced of its importance.™ Furthezmore, the.
. project objective of 150,000 new acceptors needs to be revised, as explained
in the April 1984 Activity Report (Document 14, p. 41). We suggest an :
objective that counts the numbexr of Zones with active programs. The best
‘indicator of program activity is the number.of new acceptors expressed a3 a
“proportion of tha target group. For .example,. a zone of 100,000 people has
20,000 women of reproducti\e age. An"object.t\e of 1% of the women would be.

' Recommendation:. ..

"c)\_ SANRU sh:uld arzzmge for personnel from Zones without fanily planning’
programs to visit Zones with programs., Teams from actiwe programs should go
to reluctant and slow-moving Zones to help the local personnel start educatlc.a,

campaigns.

"-‘\-; vos

b) '1'.he fanily planni.ngjvobjective sl':;uld be ‘rev_lsed as follows: 4U Kumm1
Health Zones registering 1% of the women of reproductive age as new acceptors
of cont raceptive met lbds during each year of -project participation.

C. Health information system

I.').*;Inf‘omation from RHZ to national cffice: SANRU has worked closely with

>thex Zaire health programs to develop a standard annual report Form that is
now baing pretested. Only 23 of 36 SANRU zones submitted the 1983 annual

report. The other zones plead the usual pmblems - fonns not received in.
:ima, change of personnel, etc.
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' The Evaluation Team suspects that ‘the sheer size of the repart i3
discouraging: 308 blanks to £ill in for the whole RMZ plus 45 for each Health

Center o Post. The form is accompanied by 12 pPages of instructions on how to
£i1} out the form plus 6 pages on how to analyze the data (to calculate

accessibility, coverage, and inmpact).

The form and instructions are excellent from a logical, statistlecal and
epidemiolcgical point of view. Thelr practicality is very questionable
however. In mnst cases the basic statistics are collected by A3 nurses in
isolated Health Centers and Posts, and every zone has its own system of record
keeping at this level. The overall Zone report is written by a A2 nurse or a
physician who may not have attended a course on how to £ill out the forns.

Recomnendations:

'a) 'SANRU and its national.collaborators.should review the purpose and use ¢f
each item on the report and the difficulties experienced in collecting. data.
A clear statement of the key indicators of accessibility, participation and ,

.impact should help to eliminate superfluous or secondary items.. .

b) SANRU should consider designing and offerina a model record - keeping
system for Health Centers. A simplified system could increase .dreatlv the
reliability and completeness of annual Zone reports.

\

' 2) " Information from national office ko RHZ'a
The team heard over and over the comment, *The real value of SANRU has not
-been the commodities but rather its information, stimulation, and =~
encouragement to the Healil> Zones and to other PHC organizations®.
- organizing training courses and conferences, the national gtaff distributes

books and newsletters (including SANRU's own Santé Rurale). The staff also

replies to a uteady stream of requests from letters and visitors to the
_ Gentral office. . : ‘ - ‘

vesides

' They have personally visited all the Phase I and Phase II Zones, several -Zones
more than once.

. .The central SANRU staff,-particularly the Project Manager, has earned wide
respect for technical expertise and excellent personal relationships with PHC-

personnel at all levels.
' This very strength of the project, however, could be its major weakness in the

long term. Too much of the informaticn exchange (to and from the RH Zones)
and too much of the in-depth understanding appear tn lie‘with one or two

expatriates.

Recommendaticns:

‘d)ﬁfSANQU'shodldiadd,goxité”ataff—éfZaifian‘eipéftffn dété'management;ﬁ~rhis
‘person should design and perforan analyses of data collected from the Zones.”
He-or she sghould be,able‘to1reporg and ;n;crp;e; :he}gata to USAID, Goz,ﬁpnd

other donors.
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by~ SANRU should.asslst'the GOZ ‘in- deVeloping a systematic approach to-
supervi51ng Rural Health Zones. Thig might include training supervzsors and

evaluators located in verious GOZ/DSP agencies and in educational institutions.:

3) :Informntlon exchanan betwean Health Zonns:

Numerous people praised SANRU's role as a catalyat for all the various
agencies, missions and individuals {nterested in primary health care e
development. The annual National Health Confaerence is proving a highly
successful mechanism for informatien exchange. The 1983 conference provided a
forum to present SANRU's achievements and to air diverse and sometimes
conflicting ildeas and beliefs. The confercnce’s valuable work toward a,
rational consensus cannot be under-estimated. SANRU 15 to be applauded for
organizing the conference on a regular basis. The level of interest is
extremely high, and this year 100 RHZ3 seek representation at this
conference. (SANRU staff might study the experience of tne Lampang, Thailand,
PHC project annual review meetings, as they led to national consensus and

‘World Bank financing of a National PHC System.) -

In the field, the Evaluation Team found certain RH Zones functioning in
They had no contact. with Zoneg only a few hours away

unnecessary isolation.
Avenues are needed for more

who were solving or facing very similar problems..
exchange of ideas and experiences.
Recommendations;

a)’ Bvery effor“ should be made to continue tne National. Conference. each
year;“ Other oonors may have to be encouraged to share the cost.

b) Regional conferences might relieve some of the—pressures on a Kinshasa
meeting. They should he partially financed by the participants or =

participating RHz.
c) SANRU can offer traveI funds for Hedical Chiefs of Zones-and supervisors
to make study'visits to other zones.

a) The newsletter Sante RuraIe can carry more articles about Zaire programs

that are workina.
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" "IVs PROGRESS TOWARD PROJECT PURPOSES.

The purpose of the project i3 to “estab. a self—quwtd‘nxnn,
.gommunity-supported system of primary kealth care offectively offering.
preventxon and treatment for the 10 most prevalent health problens {in 50 z3pea

in Zaire."®

~ Ay Sustainability of the Primary Health Care svstem

1, Sustainable supply lines for pharmaceuticals and aedical cayinnent ; -”Ot
. more than two decades, DCMP (Lepok Central Madico Pharmaceutique) haz beon the -
~main source of supplies to the C02Z hospztals and dispensaries, representing

30% of Zaire's health delivery system. Since 1980, the role played by the
DCMP has become increasingly difficult to fulfill. Zaire's 1932-1986 Neotiona.
. Health plan stopped the system of cash receipts from COZ medical facilities

- being turned over to the central Treasury department. Punds now remain at the

"hospitals.. The new poiicy of autofinancing requires hospitals and Health

Centers to buy their own supplies, from DCMP or other sources.

The team observed that each Rural Health Zone now obtains drugu and supplies
"from multiple sources. Some 2Zoneg buy from reliable pharmaceutical warehouses
(Catholic, Protestant, and private)- in their areas. Some zones place ordersy
for drugs from Kenya, Burope, and the U.S. Some receive gift of drugs from
UNICEP, OXPAM, and sister. organ1sat10ns abroad. All receive vaccines from PEV
~and. contraceptives from intetnational agencies.. Most of the Rural Health Zone
'hospitals and Health Centers we visited scemed to have- adequate supplies and

medicines, while the dispensaries and matetnitiea not yetL integtated into

: Health ZOnes often lacked adequate sEocks.

},Recommendation:

SANRU should request assistance from USAID centrally - funded projects to help
“Rural Health Zones organize sustainable supply: systems. Area-wide warehausssg -
baerving several RHZs should be pazticularly encouraged. e

2. Susta1nab1e financing. The Project Papet (p. 10 and P. 24) calls for the
cash receipts of a Health Center to replenish its stock of medicine and
disposable supplies. The GOZ or the sponsoring chucches were to continue:
‘paying the salaries of Health Center staff. Most of the Health Centers we
vigited are 10w paying for their own medicines. Some centers are paying the
3alaries of tueir nurses and aides. Some are said to pay also -for supervigory. .
‘services provided by the Rural Health Zong office. In sum, auto-financing has
often gone beyond the expectations of the SANRU project and the GOZ. Some -
Health Zones, however, have .ot developed financing plans in any detail and -

need guidance.

The current PRICOR study of several zones will offer valuable comparisons of

methods of payment for health services- fee per episode VS, fee for each visit
and each medicine. ' e C T VLI
Thernarch 1984 audit repo:t cites the lack of a financlal managcment oystem aEi
the Health Center level. He observed the same problems, for example, where-’ a’

receipt book was .the only financial document in the Health Center.
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. Recomnendation:s

"SKNRU ‘should provide technical asslstance in
Centers. o ‘:'1' o

financial management;of‘uealgh

3. Suztainable training proarama: In the Rural Health Zones many of the
Hospitals have existing Schools ci Nursing supported by GOZ faculty salaries,
~donations from abroad, and tuition fees. The addition of retraining courses
"1 an expense now borne in part by SANRU. It is doubtful that the RHZ will be
able to continue retraining without gubsidy from external sources. Traininq
in the villages is expensive (fuel and salaries) and will likely disappear
'without'coz or SANRU support. Some upper-level training will be abisorbed into
the UNIKIN School of Publiec Health Program, starting in the near future. The
supervisor prograi is likely to be continued by GOZ.

B. Community involvement

‘Thei?fojéct Paper (p,-22-23)ﬁspeils out that ffnanclal'cont:ibutions and .
decision-making are expected from residents of a Health Zone. The principal.
mechanism for community involvement is the Village Development Committee.

Some Zones, notably Nyankunde and Vanga, consider the Village Development
Committee the basic building block -of the Zone; a committece must:be formed and
functioning before training or services are offered to the village. Other :
Zones concentrate first on Health Center functioning and only later- encourage
nurses to organize committees in surrounding villages to undertake latrine or-
wateg projects or to do health education.. Many other- zcnes seem to have only
vague notions abcut the importance aid role of village committees, and very

‘little idea of how to help and work With them. .~ R

SANRU to date has offered little training or help in this area. Por example,
the textbook Infirmier, Comment Bitir la Santé contains a few pages on .the
topic, but its gpecific formulas (such as the membership list for a village
comaittee). seem to be tased on experiences at Vanga which may not be .
appropriate in other parts of Zaire. The 1953 report by anthropologist .
Stanley Yoder indicates something of the variety found in 5 different Zones.
It becomes clear that organizing communities is a dynamic process requiring a
great deal of thought, experimentation, and adaptation to local customs and

ways of doing things.

Here are four issues in community organizacion. tnat have harelv haen raiged in
SANRU literature and training to dates -

1. What is the prime purpose for organizing a viilage committee ~- to get -
members of the community working together for the common good or to - improve
health? (These two purposes are sometimes in oppogition to each other.)3¢¢Q
b. Who should be members -- a standard cross-section of the community (women
and men, young and old, educated and illiterate, wealthy and poor) or a
membership based on local groups and customs (clans, age sets,. higrazchical

chiefdoms. villaade sectiansa. eke.)?



‘C. Who decides on the activitiesz == the Health Zone staff (who kinow the-
"health problems, how to attack them, .and who are working toward cartain §
objectives) or the village committee (who may prefer to huild a orxlve, nire
curatLVe nurse, o: scart a coffnw qrowcrs cuwerative)? . : i

l'*\:ii‘ J

d. What is owpncted of commnitton menbers ==~ o discuss neads and make

decxsxonq or to do tha actnal wogk?

SANRU should give appropriate emphagis and attention to helplng Soney achieva
community involvement. This means. an investment in training, supervision and

other resources. =

C. Prevention and treatment of 10 most prevalent health problens,

SANRU has as sisted RHz's to deal wiLh the 10 most prevalent health problems by

a) Short term'trainxng in public,hoalth (at UNIKIN 1982 and 1983) for Hedxcal
’“ChiefS'of Zones and nurses,: which helped them to identify and list: the ‘10 most

prevalent health.problemsin.theit ZOnes..

)) Organxzing approprxate preveanve and curatiVe health activities in cae .
Jillage and at Health Centers..
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V. GOAL
ThéHOVanll'goal‘of the SANRU project {s "to improve tne neaith of the cura!
population by increasing the proportion of rural Zairians that have access to
basi{c health services®, Specific indicators, reduction in mortality rataes
and reduction in birth rates, wero listed in the Logical Framework.

At one

No studies of SANRU's impact on health are being done or planned. V
point, Tulane University Proposed haseline and endline studies . in sevaeral
fund the

Phase III zones. 'USAID/Washinqton approved the idea but could no:
studies. USAID/Kinshasa eventually decided to make this activity part of the
project (560-0101) developing a national School of Public Health, which,meanc
it will not be done before the end of the current SANRU project.

The experts remain divided on the questions of whether the health impact ot
SANRU can and should be measured. Ooponents of impact studies maintain that .’
--SANRU's inputs are only part of the influences on Rural Health- Zones, .so- -
SANRU's impact cannot be separated from impact due to other donors, govdxnment
policies, economic factors, etc. . : SRR o
--The only intervention likely to affect mortality within a few years isi
vaccination against measles and tetanus, and the input is provided by PEV, nat

by SANRU . ' : '
=~SANRU's main inputs are commodities and trainingjoffe:eduto Zones, nobffl

intaerventions directly-affecting thg;population.ygcg;",_w.~r;ai e
mpact studies are expensive, timeﬁconsumingvand“ir;elevant iﬁ a project

-=1;

degigned to introdqce strategies.

On the other hand, proponents of impacc Studies atgue that .
~-Baseline-endline studies done in SANRU_Zonés and simultaneously in control
Zones can provide valid data on SANRU's particular impact. Hp“”.[glff“[
--Many of the strategies espoused in the project have never been shown to
improve health. Positive impact should not be assumed, but remains to be -
--Large, expensive studies are not. necessary. ~ Small, careful studies of the
impact of a particular strategy in a few Zones can provide information -
valuable to programs in Zaire and elsewhere. ' ' ‘

Recommendationsg: .

a) SANRU should focus on a rew indirect indicators, such as coverage, . _
accessibility, and participation in a few selected programs. -They should
review the current information system to be sure the key indicators are - -
clearly defined.and.accurately reported at all levgls. e
b} SANRU should organize resources to do local. impact studies onfspecific
health problems. - ' ' o - R
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DOCUMENTS REVI EWEI

USAID Documants

(1) USAID-Zaime Country Dewlcpment Stategy Statcur.... «an, LYUd
(2) "zaire Pcpulation Strategy synopsis", USAID, 2p
(3) "Zaire Health Stntegy Symopsis”, USAID Zaime, 2f

.

uwtnmnt of Zaim Documants

(4); Plan d’Pction Sanitaire du zAim 1982 -~ 1986, Jan. 1982

('5) Repott of Activi.ties of. ngram t:o Bmlarge Vaccinauons AFRVE 5
- Jun@: 1983, and trainina materials

(e . GOZ, Role of the Pifth Dircction, Department: of Public Health;™
April 1984

SANRU Documents

(7) iject Identification Docuu-unc (P.ID)
’-' :;__“.'l‘ &k F o "

:qvfé):ti-_v;_Project Paper '660-0086. pasic Rural Health, usuo,
oo Ruanste 1981, .

;lébl'é;""'SANRU Project Report.'-- Januarg = June 1982
(10)',',' "Sante Runle - Jouma.l of SANHJ Project. April - July 1983

(II)'_' "Rapport prel:lminaim du projet de recherche operationnelle
sur le financement des soins de santé primaires par la.
communaute en. Republique du Zafre, SANRU-86/PRICOR, '

October 83, pr.

(12) “Soins de santé primai res au Za.xe: une CUNPaiasoun A€ CiNng :
o ‘;zones Qe ganté rurale par S. -Yoder,. SANRU-BG 1993. 13p.

(13) Repprt of the AID office of the Inspector Geneza]. (Nairobi);
- on . SANRU- iject, March- 1984. '

1

,,,,,

April 1984, 46p.



Twmining matorials -

(15) Basic Curriculum for A2 anl h>3 Ndmes, Goz 1982

(16) Pountzin D. + Courtojole J Inflmi.o" - Conmnnt B.xttr 1a S:m' &,
' T Zaire 1982. ERR - =

(17) -Curricula used by SAIRU - related zon:*;s
‘a) Kalonda, - A4 Au:cilz.airc_s
b) Kaz:.ba SLpervihom course, ~ May 1984

}‘c )‘ Kaziba. Reproducti\a Health.- April 1984

le Kazlb& Recyclage‘k:’.:"nurses
e) :"I‘Q(iba'd - Recyclage ’A3'v'lhu rses, March 1984

"f) Kirotshe Id.st of topics Recyclage A2 nurses. December
’ 1983

"'g) Traditional Birth Attendants 82-83) SANRU in 6 zones .

h) Nvankunde - Recyclage A3 ‘nurses,. 1983‘r
ngent: de: Santé Communitairxe. ~

".j 11 Drodro - -Recyclage .na, nu:se 8.
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INTERVIEWS .IN KINSHASA™

USAID/Kinshasa .  Mr. Richird Podol, DLmctor:
. i Mz, Richll‘] "]Umtgn' PID
Gowrmment of zaue, Depart:mnt. of Public w-m.h, Eirj:af.'oj.-;réég_i’;ya;,
Dr. Luvivila Kapata, Director

SANRU Ci.t. Nlabd. Nsona, Director ‘
"Ur. Franklin Baer, Project Managex/'l‘echtic'.m
Dr. Miatudila Malonja, Representative of GOi

Ms. Flomncn Gallowa{, ;ralnj.ng Supervisor

ECZ (E;llse du. Chrj.st att Zai re) _
Dr. ‘Marini Bod o, Vico-Pmsldent

Pasto: Ilunga, Director of Chd.stian Edwation
OXFAM .M,r.‘P,aul» S:Lmon,; Di.rector

ongram Elargl de Vaccination (PEV). .
_ Dr. Kausa, Dx.mqt:or
Com:Lté Nat:ionaL de Naissances Desi.rablaa (CNND) J
Dr. Miatudila. Mnlonga, E’xecutiva Di nect:or
World Health. Organj.zation (wm) e
Dz:. Konte, ngram Cootdina.torw
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DRODRO RURAL HEALTM ZONE
~"Haut =Zaire Reogion
Hospital of tle Cathalic Church

‘The Health Zone of Drodro is located appmxinately 100 kilometers
northeast of Bunia, The Zone comprises elements of state (GOZ2), Catinlic an:!
Protestant health systems. The most inportant of tlose are:

~Hopital Général/Drodm (Hopital de Zone) - Catlnlic
~Centrc de Santd de Réfdremnce = Blukwa = Protestant

~Hopital de Feshi -~ Catlolic

“The-zone has a morx than 100 medical/health installations which serve a-
population estimated at more than 500,000. The present zonal Medecin Chef has
been working in the area for 7 years. Tha zone is densely populated and has a
high incidence of diarrhecal diseases and bubonic plague. There is relati vely
-good cowrage via medical installations because of thair number and the

relativa compactnegs of the zones.

'rm Rural Health Zone has not yet been definitiwely delineated. Tlere is
still some disagreement between the old administrative zone and the proposed
Zone de Santé of Drodro. ‘T'his problem i8 beingy reviewed by the Medecin Sous -
Régional. While there is a general acceptance of the RHZone policy of PH
cam, there is a strong history of independent action by each major. provlder
(State, Catholic, Protestants). The RIZ will probably have to develop a
system of aires de Santé whj.ch are acceptable to each organization.

jII;.SANRU INPUTS

A..‘ 'I.‘rai ni ng:

“Medecin Chef de Zone amd two nurses trained in Pub].ic

Healt h/Zone Management in Kinshasa 1983,
-Sewral Medecin des Zoneg participated in the 1983 SANKJ Confemncey

=Animateurs trained in Water Source Construction ™
-T0T's of TBA's at course at Ny ankunde 1983 :

B. Commodities:

“Small library with training materials, projector,
. typewriter, 20 bicycles, 2 motos, 1 vehicle 4wd (arrived 15 May 1984)
 baby and adult scales; books: vezy' £ew medicines.

C. Other:
-supervision costs ~ just starting with arrival of 'vehiclef

Téchical Assistance:

=2 visits project team T
~sewral visits to Ny ankundé.
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BIIEQUTRUSS DU TO sarst T pyms
N : Yo ' Traininge

“Medecin Clof de zons g Oryanized. Drodm,'cm‘ininggﬁc-::

1. 28 Thi's (Nankandg) SRS TR AR
2. 5 animiteurs, 3 ETBRE AN water gourug

gt (Npeantundd)

Be . Infrose ructure:

' Zone delinated.in drafty sawaml amas ist.ill"fu:idé"i-;»'«:I{I_'sé‘u's;sidni{?fina,l
resolution planned for June 1933, e - S ' '

=C.S.R.: -Visited one at Blukw.; functioning wirh full range of
 activitics; ) ,
= C. S8.: -Visited State Dispensary batwean Blukwa ~ Drodip - some
educatlon work begun; mainly curitive; not yet Eunctioning as C.S8,
Confimed that zone hag Plans for conwe rting 5 additional centers,

f‘.latér'Sources: One of the major accomplishmonts of this Zone to date,
Using training of nurses and animiteurs, Drodmm hs completed two spring;

and has begun a thi nd (in the iummediate alea of Drodro) ; it.hag bean a
very affectiwe "point d'entrio” for mobilizing/organizing village

communitics in thosr_‘_areas visited,

‘Blukwa C.5.R. and itg satellites.

C.” Info mation systom

sevaral occasiong,

IV. PROGRESS TOWARD PROJECYT PURFROSES

K. - Sustainability’:

I. Supplies, The Zone benefits from access to two major ,

nal outlets for pharmaceuticals/éupplies and one major Private .
system. Nyankunde Hospital and the Diocese of Bunia both operate regional .
pha maceutical supply centers. Basic drugs are in adaquate supply at all - .
times. There isg little reason to beliew tht, conceming gsupplies, what ‘has

been started will not continue,
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.2, -Financina. .Thr Zone bonefits £rom 1ong term commitments Ty
Protestant ard Catlolic Health Organizations. .Tha Zone. also hag sufficient
cagh crops to generate surrency to pay for curative services., .Concept of
auto-financing will ba ~cepted and supported at all lewls. '

3. Oryantizaticn,

| 4, ~ Training, At the EOP, retraining on a limited basis for zonal
wcrkers at: a.ll levels. should not be beyond. zonal capacity..

B... Community Involvement -

Committee of gestion organized and meeting (albeit infrequent:ly).
Medecin Chef de Zone has the confidence of the major service providers amd

religious communities; areas visited showed village committee involvement in
all decisions.

C. Ten most common healt h'probl;ams

' Standazd ‘list; malaria furtler down on list: tlan most other zoness

' (Trbtntqn )2



KASMGULU RURAL HEALTH ZO‘JE
Bas~Zaire Reqion
Hospital of GOZ and Hosoltal of QB70/EC

INTRONICI TON

‘l

Kasangulu Hospital i3 a GOz Hospital created in 1958, The Rural Health.

Zone is composed of the following.

l. Kasangulu llospital 25 Peference Health Center
<. Sonabata Hospital as Reference Hospital SR
3. 42 Health Centers hawy baen opened and amony tl’am 25 am o

doing well
4. 8 Healt h Centexs to be created by Salvation Amy. with USAID

funds.

-.2he total population to be sarvad-is about 85,000 to 100 000
inhahit:ants. So the a\arage by health center j.s only 2000 inhabi.t:ants._

v

_Organization

-Ths MCZ Lis tesponsible for organizing PHC activities by 'conwarting. old
dispensaries into health centets, and by suyervising them.

-Priwvate and church aupervised dispensad.es are wel]. integrated‘, except
SNEL's dispensazy

I

-Tha health zone is well cowvered, except for tle eastem part, whem

roads are impraticable and cut off by rivers. Supervision to the east can, be
done by trawelling via. Kinghasa, Nsele which j.s expensive. and the RHZ cannot

afford it.

‘XX, BANRU INFUTS

L+ TRAINING

SANRU organized training at bNIlC[N, Nganda, and Kinpese. Most health
Personnel, at all levels-Medecin Chef de Zone, Murses A2 =~ A3 = A4, ancr
VHA-md attended some: of these training sessions.

» 2o Commodities .

: The RHZ received from SANRU:

- .. cout
K RN R

.=l.vahicle

. =2 motos.

=10 hicycles
-maedicines
'-medical eq.zipment:
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-IX1. OUTFUTS:-
from training organized by SANRJ, health pemonnol at tha RHz le\--l h.ne
organizad their haalth zone bys: T N TR AVN _

~lalinecating the Rural Health Zone

=gwpervising Health Centers
=conve rting dispensaries into Hecalth Centers -

-organizing family planning clinics
<o rganizing health ccmaittees and teaching tbo:n sanltﬂtion.

IV. OBJECTIVES: FINANCING

Since July 83, tley hawe an autofinancing system. A poor contribution

(60 zalres/month) from Health Centers makes this autofinance difficult. . Most-.
of the Health Centers am still handled by their pravious owners (church or:
- government) who take care of maintenance, _salaries, drugs, equipment and .

supplies.

VI. CONSTRAINTS:

Kasanqulu Health Zone is getting too much assistance from outside. Soma -
donors don't consider other Health-Centers in the area, and build new ones.
As a consequence, some Health Centers nave less than 800 inhabitants to servw;
so they have difficulties aut:ofinancing themselvwes, and continue to seek for.:..
Ebcample Nkala..;a Health Center support by Sa.la.vation B :

out side assistance.
Amny.- ' '

VII. DRUG SUPPLIES

J.“.'

,.-I’

The main provider of drugs is. CARITAS, howewer: each Health Center has its
own ‘means to get drugs locally or fmm abroad.

tfalanbay);
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- KAZBA RURAL HEALTH zomz
LT Klvu Zegion
Hosnital orf Cornmun aut o des Bylises Libms au - Zai o (CE.'I;:/RC’.E)

. L. INTRODUCTION

=0r, Reidar Solerolm, Meiical Chicf of Zone

~Dr. safari ‘ ‘ e e

=17/27 Health centery am openad and ara fuctioning at about 70% of pic
activities. 2/17 mave. Pened maternity (cpy) activities and o e of thy
functioning matemitjes has about 50-60 de) § e fies per mont hoo e
(C-hLburhi/Iuhwinja Health Center). o

=~Mglican Chirch ig tle organization which supervises the Refe re’ﬁ'c':)e'.
. Hospital plug a handful of Health Centers staffed by personnel (a-3- Murseg)
.trained by the hospital'g nursing gclool, : : l . -

II. SANRU INPUTS

B Trainip ) g e ’
MCZ (Dr. Reidar) wa's,ff':rai_ij@‘df at the Nganda 19g3 annual confe rence:
and geminar . T o . T A B R
Dr. Safari wag crained at';“t'INIKIN_.{.n 1982 summex program,.-
“SANRU has organizeq. training of Drs ang Murses in F.P, ang:

8 : Commodi tieg (SANRU-Assiétame) .
.“One vehicle (Receivwed 5/4/84)
=~2 Moto rcycles
=10 Bicycles

‘Training manualg,

IIT.OUTPUTS DUE 7o SANRU INPUTS

é" : T.raining s

Village health workerg havwe been traineq and am working at about 7
already functioning Health Centers. i
De welopment Committees. which hawe play
8anitation. programg,.: ... - . ok

A

[




T eg5a

T3A actz.viti(.s not fawred in th’.a RKE: because ower 95% of deiivaries takc
placc at thsz mtarnities ) ,

Narsog: A=3 'no-‘tl{ (about 20) plugs a few A=2 lesel nurses have boen

rct:mined

" Supervisors: One ..,upervi sor forrxaziha plus: 16 others from othar RIZ haw
been trained. o

Da walopment Conmmittees: -~ am actiw at about 7 of ‘the: ‘functioning Health

Centers.
Adm/Doctors (short Atenn). 5 Doctors haua'takon'pazrt’ inthaJHPIBSO
agsisted. training program in April 1984.

};I.ong-tem MPH training. No candidate "from Kaziba 'RHZ. 'has been. gelected’ for
At}us training program.

'B. Infrastru(.ture.
-Kaziba RI4 1s defined but areas to le coverad by individual Health

Centers are still to be worked out.
=The RHZ will include one Reference Health Center of Nyangezi (45 000
inhabitants) wlere two A-Z nurses plus seven A-3 nurses work unuer
.Catholic supervision. *~ -
‘-Rlz working at about: 70% at tlr. .ovomll BHC- activities. '
‘=Vaccination programs are established at the functioning Health Centem..
=Propharmacies will not be considered by this RHZ. ‘ %

=5 gravity-fed sources have been organ,izod but work remains to be

conp leted by September 1984.

-About 90% of households in ths RHZ have and use latrlnes. .
=N laparoscope has been installed at the Ref erence- Hogpital. - :
-Family Planning is a.slow-developing acti vities in tle RHZ, . 113“ acceptors

“mwe been registemd by one Health Center.
~Ref Hospital of Kaziba plans the construction of one classmom to be used

for seminars.

,‘..

1243V, PROGRESS TOWAPD PROJECT PURFOSES:'

A, ,' Sustainability ,

l‘.' Supplias: phazmaceuticals arfd eq.iipment for the RHZ come through
- the Catholics for Health Centers still supervised by them, and
-through imports from Holland for Health Centers controlled by -
‘the Anglican Church (Kaziba Hospital). Some medicines are also

bought. from the local maxket.

2. Financing o.t the various Health Centers is working at 100% to ‘
cover salaries, medicine costs plus operational expenses. ~
Suhsidies are: still being- received by the Referonce Hospita]: to
aasist with imports of medicines and equipment..

f

e
W
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Community inwlwent is congidorable in ‘t"ha'.af'z';:.ﬂcilt!: centefy plus
rganized at various communitics with thas .

-Bi..
- walar programs hawe been o
help of the poowation.

C. Tan most comrmon health r:rﬁblem:‘. S S
=High morhidity and mortality rates among child ren ard adulks is.

related to the following:

1, gaat roenceritis (panmsites )
2. ° neasles :
3. otler infections

4, malnutrition.

V. FINAL REMARKS

One can say that although problems still .éxi‘étv w.i.t:h th 1ntégrétioi{ah_él-_~}
- the swpervision of the: Health Centers. in.ths. Kaziba RHZ, there is hope that '’
B thg*system. will work b'ecausertheml is less dependence omn outside help.,. =~

(Weshudi)



xmorsup RURAL MEALTH ZONE .
: Ki v Ky ion
X7 Homita] assisted by CEMUBAC

'I.  INTRODUCTION:

Kiwtslhe Huospital was built amund 1952 by tl2 Belgian Cecngo Gowermmant,
Avound 1954, the Hospital Administration was turned over to CEMUBAC, In 1933
the Kimtshe Rural llealth Zone was created and Kimt.,lv Hospital was to serw

.a8 a refa rence center,

=Population + 180,000 inhabitants
-Area = 1600 Xm?

Particularities of the Ki rotshe RHZ

. =RIZ "3 management is in the hands OF CEMUBAC
"~“The rellef map of Kirotsle RHZ shows mountains in-and around the zohe.
. =Thexe are few roads in and around ths zone and thase do not giva easy o

- access to traffic during the rainy seasons. I
~RHZ contains parts of North Kiwa and South Ki w sub-mgions, and parts of

Masisi and Kalehi zones. It imcludes 3 tribal groups (Hunde and Tembo in
"Masisi and Havu in Kalehi). .

» Patlblogy of the zone

,‘, .

f,-diarrhea, cholera, shigella'ais

-schistosomiasis (mansoni)

. .malnutrition
_=helmint hiasis’

Major constrzints.

-Geographic accessibility, _ T
~Insufficiency of armble- ].and (t:lam is low ratiOr betwaen azable land

and population)
*Nume rous belaviors (hygiene, tal:.oos and be].iefs) which work against

the promotion of health

/II. INPUTS: SANRU CONTRIBUTION

A;" Training
- edical Director of Hospital took part in the UNIKIN training
‘session of 1982, in the SANRU annual conference of March 1983 and in tin
‘regional training session at FP of Kaziba in April 1984,

~The nurse suervisor has also been trained in PP management at
Kaziba (April 1984) and he participated in Bupervisor's training courge: at -

-Kaziba .(May 1984),




JERRON 20

Co-':uoditieux

SArny g provided tm {ollowing commodities to Kirotshs RMZ, o

=one duplicator
=10 bicycles _ S N
=maedical eaiipment for HC (Xermseneo stowe, eagiipmant for'srmecolgy

. and obsgtetrics ete...)

=2 motorcycles (Yamaha 175)

- =1 whicle (A4C Jeep) e
=h2alth training mancals and books with a value of S 500 ﬁﬁ"‘-(iz,”}OIOOHZS
in December 83 and 3,500 2s in January 84), : R TEE P

: ',“C’.n‘ .Otlnr‘

'QANRU has assisted Kirotshe RHZ with 4,800 Zaiwes for training within.
,the ‘zone 'in December 1983 and the sum of 26,200 Zairmes for training which took:

.place in January 1984,

LI1.0UTPUTS
A, Training

‘=11 Health Center nurses recei\ed S~day training in Decembex 1983,
. =gince January 1984, 7 persons have been receiving training for the

:m leval nurse. The session will I:ast 1.80 days. o

‘Be:" Infrastructure

S =The training receiwed at the UNIKIN in 1983 and th admim.str.ati\e
' zone map provided to RHZ leaders have enabled them to delineate the RHZ areand
to detemine areas around individual HC in order to plan the PHr activities

-"thmughout t he zone.

‘:-Centers which have been 'organized': ’

1 Reference Hospital (DPH and CEMUBAC ¢ssiscamce) . '

1 Reference Health Center ((SR), (UNICEF assistance)

14 Health Centers, some were opened with SANRU assist:ance
,.' T Healt h Posts some opened with asgsistance from SANRU

Otlexr accomplishments with SANRU as;istance:
0 Propharmécies |

0 Potable water sources

0 Latrines.

(Miatudila)



495

'NYANKUNDE SIAAT, HEALTH soui
Haut ~Z2ira Bogisn
fri iz (CECA/EC:)

Hospital of Communautd E'.nngéliicéxe du Centre de 1'A

X INTRODUCT I

Tha Nyankunde Rural Health Zona started its primary health care program in
1973, When SANRYU started in 1982 it was solectad to participate a5 a Phase I -
Hospital. Thr cconomic base of Mrankunde is agriculture, cattle ralasing, and
limited gold mining. Thare are 185,000 people in th2 zone whlich cosers an :
ama ths size of two zones elsewhers., The land is mostly lowland and _
savanah. Thore i3 very little money Ln circulation. Trade is carried out :

through a barter system.,

© .-Ths primary health care strategy used in Nyankunde is the dewlopment of
Village. Committees which then select an “Agent de Santé Communautaira®(ASC). .
The ASC is trained by the RMZ staff to organize community activities such as
village sanitation, latrine building, building a community health posts
holding clinics for preschool children and pregnant women. He 138 promiiied a
complete propharmacy after he and the village have completed construction at
the health post and a latrine for each house in the village. "When the iSC
starts work he is given a supply of Daraprim for malaria prophylaxis. '
work of VHC and the ASC is supervised mont hly by the Medical Chief of t he
Zone or an A3 nurse trained in supe xvigion. B SR ' a

. .. Traditional Birth Attendants Were alro trained for many- villages to do. . .
- home deliveries, to send difficulf cases to the health center, and to di scuss
- family planning with women. This group is relatiwely small for a variety of '
reasons as will be described below. _ ' R Co

The many village Health Posts are supported from 7 Health Centers in the ;
zZone which have been converted from curative di spensaries. Tha center of - -
‘reference and referral and the.administratiwe control point is the 440~bed
'Myankunde mission- hospital. Thisg ioh was established in 1929 by a group of
7 American. Protestant chuxches, Called the Centre Médical Evangelique, this:
reference center is 12 hours by road from its most distant Health Center. '

.+ The functions carried out by the Rural Health Zone (assisted by SANRU = -
imputs) are to (1) manage the zone, (2) train and supervise nurses in Health
Centers, and ASC in health village health post, (3) provide.logistical support
in temms of drugs, medical supplies, health education materials, 4) provide
transport including maintenance of vehicles, motorcycles and bicycles, 5) N
collect and analyse epidemlogic surveillance, and management information, 6)

construction materials and tools for latrine building and water

provide
hysicians, nurses

source protection, 7) provide continuing education for o3
auxillaries, ASC, TBA and the 42 Health Committees.
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II. smmu mpu'rs

Sane i

A. Tral ni nq :
Med. Chof da Zone, L supervisor ac annual confe xt'zncve_‘,"1983f:‘.:l
B. . Commoditioes

1 L.lnd Rowt , =

8 Motorcvcles, 15 Dicyclz.s
26 microscopes

33 baby scales

7 cold boxes

9 Refrigarators.

S . Some drugs, family planning materials,, condom.., IUDS'Vfoam-
i:educational materials - . ... . R IPE -

e g

R . Help with constmction of a maintenance gamge, the dmg depot,
classmoms and an office building, =

xrx,ou;' TS DUE TO SANRU INBUTS

A. Traini g:'
R A review of the’ training of nuxsee,'"ﬂsc and UHC was: made and is
repozted on. in training section of body oE this report. Co

n Infrastructure: “

. ‘I'he team visited thme villages with health committees and ASC In
'Mukia the prenatal and preschool were held mont hly.
and purchased daraprim (his only drug). A more complete drug supply was not
provided because the village had not co
' latrines.

At tha village of Kilimania 2 Km distant but morm isolated, the village
health committee and ASC and TBA held a lively improrptu meeting with us.
While therxe, the village teacher was drilling childrwen on nutrition. .Tha ..
community appeared well organized. The ASC recomls showed the ASC saw 2-3
patients.per day, and charged 3 Z for consultation and 1-20 Z for
- medication. His pharmacy included ASA, chloroquine, iron, Belladona, . - -
antibiotics etc. Prenatal clinics arm held ewry 5-6 mos (Pop 300-400),
vaccinations ewry three (3) month, with child weighing and charting of -
growth. The ASC can keep 1/3 of the cost of medicines he sells ag
compensation. There was much-argument between the ASC and the Village .
Coammittee ower this point. lLocal money control was limited. The TBA who -
receives 20 Z for a delivery complained that patients were being siphoned off
to the nearby matemity. At Ndoya village, two ASC work togetler in a post
building cconstructed by the village. It is well furnished and has a complete
_stock of medicines, syringes, minor surgical tools and Family Planning. .
materials. They also provide regular nutrition education, prenatal and
presclpol clinics.‘ Home.vigits are made. User fees am coliected,. ..

The' ASC recorded the sale

mpleted the health post or built enough
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, 'I'b'. last village hialth committce was M:t:cndpd by 61 people Wl sang fho
health songs and chants. DHrty (30) members of tha Vill.xg«.. pay a fee for

mamberghip and work to h.ip with thy post work,

The ASCs ware trainnd at Nyankunle and rezel w continuing educaticn.
SANRU material was prmsent in all costs. Otler outputs of thy RHZ inzlude -
a2} 25 nutrition education sessions, b) 59 water sources protected and ¢) 6 !
family planning programs in HC with about 700 actie clients. Two V'xscﬂtom.u...x

-and 90 laproscopies hava been performd.

c. Infonnation System

Data is collected during supervisory visits. A report fom is
completed by the ASC or NMurse. Reports on sanitation cffoxts, clinic
presclool and prenatal are reported along with curative care. The reports are

compiled at Nyankunde lnadquarters into monthly, than annual, suxmnarios..« o

IV. PROG%ESS TOWARD PROJECT PURIDSES

A Sustainabi ity

- l. Supplies,
. system. A few medications, supplies and equipment, and family planning (
material are stored in the headquarters. Most other medications, etc. wem
- digtributed from a central medical- supply depot which also supports ot:her E
Ruml Health Zones nearby - Drodm, and Oioha.. L , . R ;\.— B

, - T2, Financing. The Nyankunde model of v:iIlage lewel care required
user payment for services fom the inception of the project in 1979, This
model of ormyanizing primary health care was to be replicated by other Zones. .
o According to records studied in the Post for "Agent de Santé", patients
pay 3 zaires for congsultations and from 1-20 Zaires for medication.

"to the annual report prepared for the region there is an average cost of 20 2 .

for a visit. This suggests that although user fees are being collected, the
posts and health centers operate at a loss. One health center operating at a
loss found itself 6000 Z in debt. This was easily corrected by closer outside
supervision and greater inwolvement of the village committee in supervision
Analysis of costs suggests that most Nyankunde health centers and posts,
are or can be self sufficient in drug supplies. Th use of these funds to
compensate the ASC would appear feasible In a few locations with an adequate

economic base.
cashless economy.

, A significant: portion of the operatingA funds for ths hogpital. ahd Heali:h
centers comes from other donors (Germany and UNICEF) and fmm contributions

Erom churches abroad. B , R I RS

Ryankunde, “has a well established phamaceutical supp11

According -

Unfortunately, much of Myankunde district operates on a nearlyb

L
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3. Orzanization. MWankurnde is very well orjanized, = Ity :
infrastructure dewlopnent started at least 50 years ajo. The Primary Healsh -
cara program has a separate organizational arrangesant from the Hospital. Tro
Hedical Chief of Zon» 'uig no honpital patiuent care respeoasibilities;. Ths
Staff consists of a chief (Ir. Jean Marcus of Lzenboaryg), an A2 nursga
regponsible for prenatal and prescivol clinidaes and training TBL:. She has
two subvrdinate nurses as staf. Another A3 nurse acts as field sipervisor
and assistant adiministrator. Four additional nurses (Ad) am S tminem.

The program receiwa complimentary assistance from UNICEF and Gz rmany.

4. Tmining. WMankunde has a well established rFrogram for training
A2, A3 (Inf + Accoucheuses) and A4 nurses, ASC, village committees, and
:raditional birxth attendants. Continuing education is offered for each of .
‘hese growps. The training programs are well desrxibed in project documents.
taching metnds include didactic and. practical exercises = many at the e
illage level. ASC are trained at same time as village committees (comments:

re included in-the body of the report).

B. Community inwlvement is a very strong feature of the Myankunde RIZ.
" According to the 1983 reports, village committees have been started in at '
least 24 villages. The success of these comnittees has been variable.

Villages were required to organize themselves cuf ficiently to select a ASC foi'“
trairing, constzuct a health post building and construct latrines for 90%. of
the homes. For well~led, well-organized villages, this system worked wall.
For many other communities the requirement to complete this work before
receiving medications and equipment prowd too diffficult to achieve. Most
villages required a great deal of work on the part-of supervisors to assure
gome measure of succes. On the winle, the results awm very encouraging, -
There did not appear to be much SANRU irput to training sVv. - - :

Ten most comfnon health problems reported by éaseé were:'mala_ria
tion (147), tuberculosis
45) , leprosy (309).- ﬂ

. C.
(13,089), measles (579), respiratory (9463), malnutr

(91) pregnancy (3723), gastro-intestinal disease. (137

REMARKS

. .. Thexe are two igsues for tle- Zone to resolve. First is the question of
how to handle ASC's and committees that fail to meet RHZ standards for
building posts and latrines. ASC and village.committees felt that the demands. _
were too high and that the ASC loses credibility when he cannot deliver
curatiwe as well as prewntive services. Some villages were to be dropped out’
of the program for not meeting the standard. The question for the RHZ is to -
£ind strategies that will be inclusiwe rather than exclusive and that will
keep the program going or replace malfunctioning ASCs or committees.

Issue number two is that the RIZ had not yet been able to include Catholic
health programs or conwert a nearby GOZ maternity into a HC. The maternity -
- was: housed in an.oli Belgian Dispensary building which could be restored. 7’

AL e

- e

- {Shepperd)
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OICHA RURAS HEALT! =rs
~ ~ Klwa Region

' Atxioun (CESA /%00

llospital of Communauti Evanqdli me du Centny de

I.  INTRODUCTION

‘Olchs was original., selected as a SANRJ Pluse I zone, The hospital,
howewer, had had no plysician slaca the mid 1960's, Jlealth activitias,
including a mobile team, wam being carried out by nurses under Citoyen Kvusza,

Dr. Xembale arrived in October 1983 to buegin duties as medical diractor cf
the hospital and of the Ruml Health Zone. He ils a native of th: Olicha ara,

trained in Zaire and England (in public health). .

Since Dr. Kambale's arriwml, plans’ for the RIZ haw developed more
rapidly. The Health Zone personnel are well trained and highly motivated.. _
Each.one, however, is responsible for three diffarent jobs and can dewte only

part-time to developmint of the RHZ.

Oichm Hospital traditionally supervised four distant dispensaries which
offered mostly curative services. With the recent geographical defining of
Health Zones, only onec of the dispe_'ﬁsaries is in Oicha's Zone of : :
responsibility. This dispensary, Luanoli, has been convorted to the Zone's
first Health Center. Swervision from Oich, though, i{s difficult by road.
The doctor and supervisor have visitq‘d only once, in December 1983, by plane, -

: 'To' date, the méjor activity of t':helzone staff remains the mobile team that
travels each month by car or motorcycle to 14 points with 25 kilometers of,'the

hospital. They offer Pre-School Consultations and vaccinations.

The newly-defined Zone includes a Catholic di spensary - maternity staffed
by A-3 and A~4 lewel nurses; a few otler church - related dispensaries; and
sewral dozen private dispensaries and phmmacies. The Health Zone plan calls
for conversion of some of these dispensaries, into three Health Centers and
eight ‘Health Posts. The procedure will be to ldentify qualified and

interested A-3 nurses, then retrain and assign tham to supervised Health

Centers and Posts. The delicate process of contaceting the wmrious owners and

supervisors of &t
Zone. Staff. '

II. SANRU INFUTS
A, - Training: |
', y,; L.n‘aedecin Chafg:e Zons (Nakional Health ConfexanceanaSeminarmea)
Natiomal Health Conférense and Seminar 1983

Supervisor (UWIKIN 1982, Nat

A3 narse from CS. Zuanoll, (at Oloha’ sesinat) )

he dispensaries is slowed down by the lack of full time "Health..



B.  Commoditles recefwd:.

Pick-up trnuck, 2 motorcvcles, 10 bicycl'-:‘s, scales, 1 refrigentor,

dwplicator, typewritor, medicinas, ‘ooks (many in English). An £-24 month
dclay in delivery of comnodities contribuated to delay in opening health center.

c. Cthors

90% of first year's kilometrage for mobile Health Weam.

[II., OUTNUTS DUE TO SANRU INDPUTS

\.  Trainin nyg:
. Luanoli Hecalth Center:’ 2 auxiliaires de sante, 8 village animteumﬂ_’ff
and one development committee '

S

o B:; Infrast ructure:

'. Runl Health Zone planned, in beginning stages., .
Conseil d'administration functioning, to be expand.od.

1 Health Center functioning

. ‘Note. Other health activities include vaccination programs, spring
capping, encouraging latrines, family;planning services.:’No outputs to date,
howewr, can be directly attx:Lbuted to SANRU inputs..

j C., Information System.

The existing record-kceping systems of the hospital, dispensaries, and:,

mobile tecam enable staff to £ill out SANRU reports wi t hout difficulty. The

staff knows how to handle statistics and epidemiological calculations..
receive and use PHC infomation fmm SANRU,

IV. PROGRF‘SS TOWARD PROJECT PURIOSES

A, Sustalnability:

' 1. Supplies: Oicha buys most of its drmgs from two reliable sourcest
the CECA central phamacy in Nyankunde and Caritas in Butembo. Oicha is also
in touch with sewveral intemational donors and can expect occasional '
assistance of drugs, food, and supplies in the future. The staff scems to
know how to manage sewral sources simultaneously.

2. Financing: Hospital receipts currently pay all salaries
(including the physician), drugs, maintenance of buildings and vehicles.
Outside donores have given vehiclas and may support a hogspital and community
water system. The Luanoll Health Center pays its own nurse and drugs. ’
Destailed plans have not been dewloped for financing future Health Centers or.

supervisory staff and transportation.

They .

W e
‘J".{ y
:0‘!" A
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3. Organiratien:y " System nnt devolopad yet
4 'i‘min‘.nr,g_: Systom not dawaloped yet.

B. Caonnunity tutal vomne,

Thig aspect of the Olela program is minimal to- dace. Much mom nacd..‘:>

to bc.. pla’med and do'xe.

c. pm wntion and kraatwent of 10 most common health problamss

The ninc general problems, plus schistosemicsis and leprosy aJe all
bg.:.ng dealt with in current programs and futum plans.

V. - FINI\L REMARKS

Oicla Rural Health Zone has its own set of p"ior.tties and obJectives
(accordiny to plan of January 1984)., Sewmnl currepond closely with SANRU
project purposes and outputs. Howewer, Olchi.is likely to contribute

significantly to SANRU's outputs only if persohnel can be assigncd full-time
to the Rural Health Zene supervisory staff.

‘(eshudi & Brown)

551



-56-.
RUTS HURD' ;«JRAL ELALTH aDNﬁ

Wweshary Atwlalgtratsw wne, ¥iwvn Reyicn
Hornital of GON AOIMUBAC

'I.  INTROQUCTION

sshuru i3 a GOZ hospital with ties to CEMUSBAC (Unlwe ity of Brusseleld,
It i5 staffed by 3 Zairion doctors. Rutshuru was included as a Phase II
SANW=-assisted RIZ along with Rwanjuba with which it divides part of tha
adninistrative zone. The original Medesin Chef REZ (Dr. Rwaburzizi) died in
Dec 1¥83 and has jus: recancly been rep laced.  The pmgram is just now
adjusting to that change.

In Fab 1984 a high lewl team visited Rutslunu (and Ki mtshe ) to e\uluure
CEMUBAC impact and future. Pending results of t:ha!. visit the futum of D

CEMJBAC assistance is in question.

. Rutshuru ‘has advanced well in definition of RIZ Llimits, settinq up 10
GS/Fs,-and developing a program of monthly supervision. The biyjest problem
appears to be the supply line which forces them to buy products locally and °
prewvents their sctting competitive fae services to allow auto -‘inancemcnt: and

awailability of services to the general pcpulation.

II. SANRU INPUTS

A. . Training - Dr Rubuzizi = Nganda 1983
o ' Dr Kamanji - UNIXIN .1983 °
Dr Piko = Kaziba~1984 =~ o
Cit. Tendam, Cit Kanyangwa ~ KaZziba: 1984

o,

- Bu !f’bamﬁiadi ties

2 mot:orcycles
10 bicycles L
-8 rechaud pet wl
8 balances d'enfant.
- reference books
- contraceptives ,
- -medical/lab equipment™ (L ¢s)
posters, calendars, journals, etc
1l typewriter -
1 jeep vehi.cule (at Ktnshasa)

_ Othar In@ts

1) UNICEF -~ 4 refrigezators (1 elc + 3 petml), vehicule, OR Ecpip

2) PEV - vaccines, vaccination equipment
3) CIMUBAC - sporadic and limited assistance of equipment: medicines,

training
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IIIOUTRITS DUE TO SANRY INPUTS.
A, Tratning: No ,n-‘-'m_fxs kic‘:rganlzad to date.

B. Infragstnuctum

i has boen geciriphically defined in Mqotlat'a'\ with Rvam;ub: te

M ‘s witrin F. Rutshury wiinistrative zone. 'THLs was'a major Lgsus’

creatq
Thase limits hawe bheen accunted by the 7

discusm.d and resolwed at Nganda- 1983,
rogional medical authorities. :

A Conszeil d'ANministration with representatiws from all medlcal
servicas docs aot yet exist. -A comitd de gestion made up of the 3 doctors, ‘
asst medical, and ANEZA representatiwe does fum.tion. Comités de S:ntf exist

for two health centers,

15 Aires de Santé are planned but havo not been’ mapped out by
census. 5 C3 and 5 PS are now functiom.ng'. Each CS has two A3 nurses + qpc

_‘ l\d while a P53 has one A-3 nurse. : o C
yet well developed with only 5

Village Dnv"lnnmc-nt Cmunit"t_es = -not,
operating around one center. -

Integration of Services = Tha 10 CS/rs lnclude Protestant: and
Despite a close praximity t:o

unication or collabozation in

_‘:Catholic centres under Rutshuru supervision.
‘Rwanguba them does not appear to be -good comm
simult:dneous development of the two health zones.

. ASN/EAU - UNICEF Brigade Hydraulique based at Rutshum has aosisted
with several adduction projects including the hospital. This group is no. -
longer vexy actiwe. Springs exist which could be capped if funds were

available. Suggest that SANRU provide finances. y _

S PND -few acti\rities, with 11 acceptors recorded for 1981. Doct:ors
‘ seem somewhat pessimistic and feel that a family planning program will not be

accepted by the local population.'

' C. Information system: Annual report £foms received late and not yet:
“completed. It is doubtfuJ t hay will submit a 1983 report.

IV.. PROGRESS TOWARD PRQJECT'PURI'OSES

o Sustainability

l. Supplies. =~ nearly all medicines are purchased locally. g l\lotlﬂ.‘ﬁg...~,~-
; received from DMP. Difficulty in locating all required medicines. - Medicines
are resold at same price to ba able to compete with the local. phanmcies."' All

in all, an insecum supply Jine.
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2. Pinancimg. - ¥any of c':rr.pl(?,'-.ze:! wern pald by CRNUIAC LBag Pitn ha:
mt——————— -
baan discontinced. . GO pernonnal hawe net heon patd sines Sokober, Trig
reans that bogpital receipts must be Lncreased to

the CS lewl, receipts cowr salaries .ang medizines bus =y

)

. P e e
Sagarvis.Ln costy.,

"- . PN
TR

Tle futnre of CEMURAC input 45 in dosht,  thoun

J. Cryanization.
¢ A witldrawal of TEMUBAC

since their contribution has genexrally been sporradic
would not hinder program sustainabi licy., ‘

| A3 a state hospital tha
its parsonnal.

4. fmining, not yet dewlopcd'enbugh‘.,;b;jud'g'c';xqqgﬁ;ai.pébi’;ity.}

V.. 'Communj.ty fnvolvement: Still working. at—v‘:Héal-lti{Céhi:é?:fi_c‘vfe"‘l. :
decent.xalized activities to .village lewl. -

" Final remarks:

Given a wit dmwal of outside suppor(:} :!.'4;-. is my estimation that the RIZ 1t

this time would continue to function with limited curative activities at the
hospital and dispensaries,
dxastigally_. IR

(me |

cover ving: emplovcas,  Ac

RIZ i5 as-ured of partial support for salaries of

e ot yer

but thatethe public health emplasis would ‘diminish

<y



EuANTLBu u"nad.'iEanu'fan
CMAvu Dogs

Homital of Cuoremiante dos Erlisas )35:;3‘:;:'.::'.-3:; au ."i w (CEBX /5

.. INTRODUSTION:

s

Prior to 19650, Ryan
swpply and swervise .

Oicha to Bukaiw., The sent delireation of Runl Heals i Zones caused ail

theae digpensaries ve £all oubslas r..m._;uk*n. £ “one, co they are o longer
officially the hoanit Jl 5 respensibility. & major chunge of enphasis ig
~ecuring as Rvanguba ztudies in detail tho fmalth care situation cloge at
hand, Since 1980, Pre-School Co-wulL..t:ion

at the hospital. . :

LoL.t 20 furflung cluzch dispenzaries in the areu Frem
r.

The RIZ 1s. densely populated with per!ups 240 persons per square

kilometer. No Health Center- is likely
the. refe:ence hospital. Contact a.nd supervn.sion will not he diffmult. o

~

Anothar posl.t:ive fcatum of t:ho Zone is a 1arqe Catholic di spensary -
matemity at Jomba. Tlo personnel there arc aware of tix Health Zone plans,
but to date they have not been a keﬁ to participate in any sense. We did not -

visit Jomba, but back in Kinshas
and two motorcycles. Integrated planm.ng is essential. Jomba could well .

serve as a Centre de Santé de Référence and supe:vise. several Health Centem,
in.the eastern side of :zhe ‘Zone. = : ’ . o

' II. SANRU INPUTS .

‘A, . Training:

, Zaimwis phys:.cian (no longer at Rwanguba).
1983

National Hea.lth Conference

i-'_'fMedecin Chef de Zone Dr. Randolph Bulger, and Dr. Roberi:a Bulgerz
. Reproductive Health and Planning Seminar in Kaziba 1984, BT

4-Supcrvisor Citoyen Sebahana.z National Health Conference 1984,:,:;5?
‘mNMmumuuuhmdeMWSmmu,&nm,mm o

‘B,  Commodities:

1 Motorcycle arrived, 1 en route
1 Jeecp arrived the day before our. visit

Bicycles

Note: Tie Medical Director states &t 'SANRU commodities are appreciated but

mwe a alnor impact on the zone«—0On the other hand, SANRU's inspiration and
encouragement (through training, information and visits) have been very

4va1uab1e.

ttha lk. ‘vital offema m-nl" Curatiwe care and tried Lo

and vaccinations hawve heen of fored:

to be more than 90 minutes ky road L‘rom:

a we leamed that OXFAM has provided a veh:.cle

T



IIX, ou'"m"'s PUS TO . SANRU DHPUTS

A. Tmlning: mae to data-

B. Infrastrnucturs

"Rural Healt'h Zone: delmnated on map, oub-an.nb not yet c.cli'u.atml
pa rtial census list; conseil d'administration not yet organized.

: Health Centers: none functioning now. Rwarguba Hospital {tsalf hopes
to dewlop and supervise 10 Jomba may be able transfomm and f'upc.rvisc 5,

None due to SANRU. At Rvanguba hosp.\tal <'ince

Vaccination nrog mma:
undet:ezminsd number of

'198..0;‘ .Jomba has a mobile vaccination Program at an
sites. ; ~ o , .

Propharmacies: none now, "ibne.blannd&‘..

Water and latrines: none due to SANRU. Iatn.nes will be a prior:.tty
program in the Zone, since only 5% of the households hawe tham. e o

Family planning: a few cuba.l ligations and IUD's upon dc.mand, no
' education program yet. , Cae T PR

‘_C;‘ Infomation systems:

Received SANRU cducational materials but not much use'd_’iYet';;f ;’ 1983
annual repoxrt not submitted yet, - Ui LT e hatnh i L iy
IV. ' PROGRESS TOWARD PROJECT/PURFOSES

" Ao Sustainabi-lity
: System""\f'

‘L. Supplies. Most items are bought in’ Kenya, flown to Goma..
;is dependent upon an expatriate expeditor.

2. Financing. Hospital is heavily dependent on donations. The. .7/
expatriate staff includes 4. doctnrs, ‘1 nurse anesthetist, 1- laboratory--
technician and 3-4 short-tem workers. Buildings, eaquipment, some supplies,
whicles, amd kilometrage are all donated.. Hospital receipts cover Zairois
salaries and nearly all drugs. Hospital and Health Zone'plan to accept and

increase outside aid for the foreseceable future.

Plans hava not yet dewloped for financing of Heath Centers._

: 3. Organization, Few activit.l.es to date, 80 cannot judge
. sustuinability. - .

o -



4. Training. Few acti vit:iq'éf"éo‘ft"‘d';":’é".'.

B. Communitv {:\wolwament:

Little to date, need gullarce and e'couragem:nt,

V.. FINAL REMARKS

Rwanguba Zone is slowly moving in its inltial stages. Tio Yone staff
includes only the expatriate physician (part=-tima) and ome Zaimois nurse
(probably full-time from now on). The personnel, wisiosn, plans and actlvicies
of the Zone can be enlarged rapidly by integrating tle Catholic facility at
Jomba. In addition, the adjacent Ruml Health Zone of Rutshum (which has
more personnel and more advanced plans and activities) can serve as a |
collabomtor, particularly in conducting joint training courses,

( Brown)
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G«')‘.& Smerviand Hormital

1.  INTRODUITION.

HISTCRY: Uvire Hounital is a &ou
inlabltants., Uvira REZ iz divided invo 15 health arsas, fo
functional at this tima, The fouy az:as ar: i tum sutdivia

heaith centers, six of Lizze are functional.

r of whivh are
ad Lnto olght. 'L‘) f

Primary Health Care activities cosmenced in 1977 with the initia tzm o‘=
Dr. Faussa, a Catholic missionary. Preszontly five doctm"' rn the }u-,,ital.

and the Rural Health Zone.
Tha Uvira medical team is composed of:

"L Sub~Regional Medical Inspector, Dr. Mayifwila
1 Hospital Medical Director, Dr. Badibanga k
I Medical Chief of tle RHZ, Dr. Liambi
1 Dr. Swervisor of HC, Dr. Sikayonda
1 Medical Staff Director, Dr. Mamoni

Organization

Although each doctor has a well defined responsibility thcy rotate in the‘f.-
swpervision of the health areas, and*report to the medical staff‘ in regular f-_

lneetings.
MGz is responsible for the RHz activities wl'd.ch include tha £ollowinq.
-Delineation of the RHZ into areas
-Creation or conversion of existing cumtive service dispensaries into

inea'lth Centers. - N R
- .=Supply- line for phamuceutica].s and medi&i—eqrtiiﬁ'éﬂt*

-The solving of pmblems inlerent in primary health care.
~Training or retraining of medical personnel _ _

Functioning of tha RHZ cffice

The RHZ office £fill: i m role of secratariat and- coordinating office where'
reports from Health ¢ :aters are received, ,treated ard passed to higher echelon
of RIZ administration. It also owerseas the correct distribution of '
instruments and medical equipment to Health Centers. : '

A Healt h Center 4is staffed by

-one A 3 nurse who i3 responsible for all the curative and preventive health
activities in the area covered by the Health Center.

~one clerk ‘who gathers statistical information and maintains records of the
Health Cent.er. :

AN .l.:.t." i h iz ra .nnn,LDLo fne 173,339

{,2
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* ~one A 4 aide who treats returninq pation:s and nukes homa vLsita tor
follow=up purposes.

Problwias ancountered bytha RHZ:.

1, Coplieta inteyras Lon nnd g.om'a mion oftdlisvponuario" into Heal" h Centnrq.‘-,

Xiliba Hospital (Privnre) still re.fusas to l:c J.ncludad 1n tha RHZ

e

a)
a\.tiwtm

b) Caclolic personnel are fawrable on the conlition thit thyy control
a2ll finanrces (salaries, supplies, maintenance) of their Health Centers. G2

and Protestant Health Centers are the only ones that have accepted comp leta

integration into the RiXZ,

2. Supply line for medicines: the Cathalic diocesan phammacy hasg difficulty
supplying the Uvira RHZ. Shortages and partially f£illed order have had. = .
negatiwa impact on the autofinancing system of Health Centers..

3. Training of nurses: the lack of training materials, funds, classroom spacc
and equipment handicap the success of the program. : R o

Major constraints

lilack of official recognition of theiRHZ by the GOZ centril gaw mment. '

2. . lack of investment: budget to supporf tha effort of participatioxt by tla
rural pooulation.

L. INPUTS: Contributions. receited from SANRU
I.! 'l‘rainigg

~one MCZ tra* ned at Nganda in 1983 and a.t Kaziba April 1984 i
-two. nurse supervisors: were also trained at Kaziba (10 days .Ln

April-May 1984)
"2‘.‘.: Cofnmodities

-ong vehicle
-some training materials, projector (film strlps/slides)

'=gsome medical equipment, blouses,’ infant weighin; scales, etc.
-madicines (list not complete) S i o

. III.0UPUTS

1. '.l‘mining at RHZ or HC lewl

2., Infrastructure . | :

'-OtgaanAtion of the R}z: delineation of the Zone
_=Rainforcement of activ:.ties at the 6 functionl.ng Health CQnters 19

requized.:, This will include CPN, CPS, vaccination, etc.
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‘3 .{;'..v."Infomitinn Sys"tcm‘ ,

~cwent receiwid by tle RHI: Annual Raport. Eo-r.n':"

~Document Jant to SAN: =Activity mport. :

Co “Repart on tra:.ru'g in I’l.{.
=Minual Raport :

4. - Suparvision of Health Conters

100% of Llntegrated IHealth Centeors are supnrv;.:;ed once i nwnt h b\' t
&:ctor and a Murse~3upervisor,

| IV. PROGRESS DCWARDS l"ROJFL.""S BJECTIVES

~ "i=Uvira RHZ is part of the Phase II Rilzs, SANRU asalstance to this

particular zone is only beginning, nevertheleas, it his allowed the start up
and especially the reinforcement of activities such as prenatal and presclool
consultations, vaccinations, lygi.ene, health education, and census in the

whole RMZ,

=The team spz.rit, the service organimtion of the gtaff, anl the \.ommum.ty
participation offer a quarantec of program success. :

V. RECOMMIIDATIONS

1. AMdmiristratiw work at Y2alth Centers (18. notebdoks to be- filled out) -
should be reduced to improve the quanty of the statistics to: be gathered.

2. Tha RIZ medical staff should concent mte effort on the functioning Health
Centers and leave aside temporarily tl'e ones that still hawe problems. v

3. Mini -Project recuests should be submitted to SANRU for the construction of
classrooms, unfinished construction work on Health Centers financed by the

community, and training or retraining of nursing personnel.

4, Ehrther consultations slould bhe made with OXFAM and Bukaw Diocese to come
to an agreement about creating a central phamacy to improw the supply line.

ot pha rmaceutica ls.

(Xalambay)
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EVALUATION EXECUTIVE SUMMARY FOR AFRICA IJESAU

Date: 22 May 1984

p tcject :

Zaire Basic Rumal Health (660-0086)

Project Perjiod: 1981 ~ 1986

Io'

III.

.

Ve

What constraint did the project attempt to relicw?

Thisz project attempts to reliew the constraint to
primary health r!melopmpnt caused by lack of planning, training amd
commodities, and poor attitudes towirds preventive health, leading to
lack of prewntiw health resourcas b2iny appliced and lack of access

to health gservices.

'II."-“t‘\ihat; tectnoldgy did t:he project promote to reliew this constraint ?°

Existing curativwe hospitals are enabled to organize large Ruzal
Healt h Zones and train public health manpower and village
committees. Techmologies jncluded health planning and management,
training information and skills, and health infomnations systems.
Specific family planning, public health and tropical medicine -
technologies are traanerred in nume rous training programs at all -

levels.
What' tec}noiogy did tté projéét attempt. to replace?

‘The project replaces unscientific methods of
preventing and treating illness, pregnancy, malnutrition and -
tropical diseases. It replaces unrealistic systems of health data :

collection. .
Why did project plannexs beliew that intended beneficia.ries would
adopt the proposed technology? )

Previous rural health projects.in Zaim had demonstrated the
acceptance of the project's technology. Those project implementors.:

participated in project design.
What characteristics did the intended beneficiaries exhibit that had

relevance to their adopting the proposed teclmology?

The village lewel bencf iciaries demonstrated a willi.‘ngness' to

use these resources of time, labor and financés to collecti vely

impmve the quality of their lives.

“rThe 1ntermediate beneficiar.les, physicians and nurses, ‘had.- the

.',fequisite academic background and interest, as well as ‘relevant work '.'
positiona to applj their techmology as Zone directorsy ‘and supetvisozs.
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VI. What adoption rate his this projz.ct achieved in transfcrrinq the
proposad tC\_h’lOle‘lc’ :

. The adoption rate has been .good, Thrre were gcod -‘md"clooo‘ :
working relations with all trainers, planners and thair contnpaIts,

VII. Has the project set forens into motion that will induce further
V. exploration of the constraint and improvements to the tecknical
"package proposed to owrcome it?

The pmject i3 crdlted with having serwsd as a c.utﬂ., st for
- many factions, gowemment, church donora, PW's ote., Thr development
of PUC should be able to continue with or without SANRU, It has alsa
sat in motion dpplicd resvarch studies to solwe some implementation

problems,

' ,VIII.Do pri\ate input suppliers have. an incentiw to examine -
KRR the constraint addressed }:y the project and to come up with solutions?

The project: was initiated by a request Erom > o'civ.:xte qroup of
protestant churchas. .

I)‘C.v" What delivery system did the pro;oct employ to transfer technology to
e intendod beneficiares?

: The project used clasamom and on-the-job training to transfer
planning and prn vantive medicine technologies. '

X" What training tecmiques aid’ the pro;ect use to dewlq: the
;,',:,y,‘;:'tdeliwzy system? .. , S .
Multiple training techniques are used. They include long and
short tem training of phlysicians, administrators and nurses, and

retraining of nurses in short courses in KKz training centers.
Various village health workers are trained in Health Centers and i

their villages

I(Ir What effect did the transferred technology have upon those

wa impacted; by it? T e, .
. Medical Chiefs of Health zOnes can’ implement RHZ plan. Too '
“early to tell at the village level In some villages curative anc
preventive care giwn. _ ‘ - L T e
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