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I. EXECUTIVE SUMMARY 

This report presents the results of a study conducted between July and October, 
1987, which examined financial management information systems in four health zones in 
Zaire. The study was jointly sponsored and financed by the Zaire-based SANRU Project 
(a bilateral GOZ/USAID basic rural health project) and the Washington-based REACH 
Project (Resources for Child Health, a.centrally-funded USAID Project which provides 
technical assistance in immunization technologies and health care financing world-wide). 

The study was undertaken as part of a joinL program of health financing activi

ties developed by the SANRU and REACH projects to improve the sustainability of 
Zaire's primary health care system. This system relies on a network of 306 health zones, 
each comprised of a reference hospital (offering inpatient services) and satellite health 
centers (offering basic curative, preventive, and promotive health care services). 
Accorded a great deal of administrative autonomy by the Department of Public Health, 

the zones are expected to self-finance, i.e. cover most of their operating costs with the 

revenue they generate from fees and other means. 

SANRU/REACH collaboration began in 1986 with the Health Zones Financing 
Study, "vhich collected information about cost recovery schemes operating currently in 

ten health zones. The study identified a number of weaknesses which make it difficult 
for zones to recover costs, thus imperiling the sustainability of the health care system. 

Accounting and financial management systems were highlighted as a critical area of 
concern in this regard. A second study was thus designed to identify strengths and weak
nesses in the health zones' financial management information systems (FMISs) so that 
plans for systems improvements can build on existing strengths and give priority atten

tion to urgent needs. 

Two Zairian team members represented the SANRU Project: Citizen Munkatu, 

an operations research expert, and Citizen Manunga, a management control specialist 
with experience in accounting and hospital administration. REACH team members 

included Taryn Vian, an American health economist, and Dr. Miaka, a Zairian doctor with 

extensive administrative experience in public health. 

The four zones studied illustrated different levels of complexity and sophistica
tion in financial and general management practices. Three were rural zones supported by 

the SANRU Project, and one zone was urban, receiving assistance through the bilateral, 
GOZ/Belgian Project Sante Pour Tous Kinshasa (Health for All Kinshasa). Informatior, 
was collected through discussions, interviews with key informants, observations, and 
analysis of reports and other documentation. The product of the field investigations was 
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a set of four case studies which documented how the systems worked and how well they 
responded to decision-making needs. The individual cases were then analyzed together in 
order to point out similarities and differences and draw general conclusions. 

SUMMARY OF FINDINGS 

1. Organizational Structure, Reporting Relationships and Staff Roles 

6 Bifurcated Systems. The information systems in the health zones are bifur
cated: one independent system serves the reference hospital and another system serves 
the central office and peripheral health centers. This division is natural, given the 
complicated organizational structure, multifarious services, and special information 
needs of the reference hospital. Efforts to improve FM[Ss in the health zones should 
assume the continued existence of two separate systems. 

a Reporting Relationships. Three zones exhibited a centralized management 
model, with all health centers reporting directly to the central office. One zone used a 
decentralized model where health centers reported to reference health centers, which 
summarized data before reporting to the central office. The latter system did not work 
well, although this may be due to factors other than design. 

" Bookkeeping for Health Centers. The amount of bookkeeping performed by 
the central office for the health centers varied greatly between zones. This bookkeeping 
was often repetitious: transactions which had already been recorded at the health center 
level were recorded again in the books of the central office. The zones with greater 
duplication of bookkeeping had difficulty presenting an accurate picture of central office 
operations independent of the health centers' situation. 

* Staff Roles. The chief medical officer of the zone (MCZ), the medical 
director of the hospital (MDH), and the hospital and zone administrators (AGs) were staff 
members with top management responsibilities in the zone system. The head nurses at 
the health center level also had supervisory responsibilities, generally making operational 
decisions. Hospital department heads were not given many management responsibili
ties. The AGs performed most financial accounting tasks, aided by cashiers and secre
taries. A nurse was usually responsible for pharmacy management, aided by the AG. 

* Staff Performance. Most AGs interviewed had received initial training in 
accounting and health administration but lacked on-the-job refresher training. There was 
a tendency in some cases to follow procedures without a clear understanding of the 
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purpose behind them. The MCZs had received refresher training in management, though 

the MDHs had not. Both managers showed some ability to use the financial information 
being produced by their systems; however, most planning decisions did not seem to be 

based on written financial information or analyses. 

2. Performance of FMIS Operations 

0 Recording. Transactions were being recorded chronologically in journals in 
all zones and hospitals visited. Only one zone posted transactions by type to a ledger. 

Systems were primarily cash-based, or cash with accrual adjustments at the end of the 
period. Single-entry bookkeeping was used exclusively. Most zones had established rules 

for the kind of documentation necessary to justify transactions (receipts, invoices, etc.), 

but often these procedures were not rigorously enforced. There was an alarming paucity 
of written documentation for the systems, such as accounting instructions, written 

policies, and technical notes. 

• Classifying. Generally, the zones did not use a system of well-defined 

accounts (chart of accounts) for classifying transactions. When the zones recorded 
transactions they described them in a few words, and it was based on this description 

that the transactions were later reorganized for the financial statements. Since such 

descriptions are open to multiple interpretations at the end of the period, this practice is 
less than ideal. Once the financial statement has been compiled, it becomes difficult to 

check the work of the accountant, because his classification of transactions depended to 

a large extent on personal judgement rather than objectively defined criteria. 

0 Internal Control. All zones visited conducted daily control of the cash jour
nal both in the hospital and at the central office level. However, a major weakness in 

internal control was the lack of a chart of accounts and methods of bookkeeping which 
would allow the books of the zone to be balanced on a monthly basis. Managers seemed 

to rely a great deal on the good faith of employees, which in small, start-up organiza

tions might not lead to problems but is not a desirable policy in more complex environ

ments, like the zones visited. 

• Reporting and Analysis. All zones attempted to produce cash flow state
ments, usually one for each unit, although not all the statements produced were of ade

quate quality. Two zones produced income statements, and no zones produced balance 

sheets. Financial statements were not annotated, although staff could usually explain 

apparent anomalies. If statements are to fulfill accountability requirements and be 
addressed to governing committees and external audiences, they must be accompanied bN 

explanatory notes so that they answer more questions than they raise. 
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A general problem found in all zones was the absence of established manage
ment reporting requirements. Zones have a need for regular management reports which 
analyze budget performance, cost containment efforts, efficiency, proposed changes in 
strategies and objectives, etc. In some cases these topics are being discussed during 
meetings, but decisions are being made more on intuition than on written information and 

analysis. 

3. Success in Meeting Information Needs 

To evaluate how well the zones' FMISs meet information needs of managers, it 
is important to examine zone objectives. Survival is the most basic objective of Zaire's 
health zones, and because external resources are scarce, collecting enough revenue 
within the zone to cover operating expenses is a major concern. Three kinds of 
information are important for survival: information for operational decision-making, 
management control and strategic planning, and measuring accountability. 

* Operational Decision-Making Needs. In most health facilities visited, infor
mation seemed adequate to allow basic operations to procede normally, and minimum 
controls were in place to prevent gross fraud and abuse. The drug supply accounting 
systems were not adequate in three out of four zones, however, which means that stock
outs were a real danger and waste was occurring. This is a recognized problem in the 
zones and all zones have made attempts recently to improve systems. 

0 Management Control and Strategic Planning Needs. Four types of decisions 
which are critical to the survival of the zones include pricing, cost containment, cash 
management, and long-range planning. were the informationThe FMISs not generating 
needed to make these decisions, primarily because there were no systems for cost 
accounting, including internal codes for assigning costs to responsibility centers, proce
dures for allocating indirect costs, and well defined products or services for each unit or 
department. Two zones prepared budgets, but no engagedzone in regular budgetary 

control. 

. Accountability Needs. Clear, well-annotated financial statements prepared 
according to generally accepted accounting principles contain sufficient information to 
enable the community and others to hold zone managers accountable for the zone's 
financial condition and performance. Unfortunately, none of the zones visited had pro
duced a full set of adequate financial statements. Zones were unable to prepare balance 
sheets which measure assets and liabilities, and no zone had produced reliable income 
statements for all health units, including a consolidated income statement for the zone 
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as a whole. Two zones appeared capable of producing such statements, but were not 
convinced of the need for them, w. ile the other two zones needed further technical 
training to enable staff to prepare statements. 

4. Motivation, Incentives and Resistance to Change 

0 Willingness to Learn. Health zone staff interviewed were hard-working, 

enthusiastic and receptive to suggestions for improvements in their FMISs. Both mana
gers and operational staff seemed eager to learn ways to improve their own job perfor
mance and better manage the affairs of the zone. As could be anticipated, people were 
more receptive to changes for which they could feel a real need, or fully understood the 

objectives. 

0 Motivation Through Decentralized Management. The idea of motivating 
employees by decentralizing management decision-making, i.e. giving department heads 

and health center nurses more responsibility for the performance of their units, and 
evaluating them according to efficient and effective use of resources in achie'.'*ng set 
objectives, was not greeted with much enthusiasm by top management. Explanations for 
this reluctance included lack of adequately trained staff to handle such responsibility, 
potential for abuse, and difficulties in communications within the zone. 

SUMMARY OF RECOMMENDATIONS 

Figure VI.3 in Section VI presents a resume of the recommendations which we 
believe will improve financial management in Zaire's health zones. These recom

mendations are discussed in more detail below. 

I. Adopt FMIS Goals for Health Zones 

a Strong Systems. Because of the limitations of simple financial accounting 
systems (characterized by single-entry bookkeeping, cash accounting, and no cost infor

mation), the long-term goal of health zones should be to develop strong FMISs, featuring 
financial and cost accounting for both the central office/health centers network and the 
reference hospital. Strong systems are characterized by double-entry bookkeeping, 
accrual accounting, and a set of well-defined accounts, and produce standard financial 
statements and internal management reports with cost and budget information (see 
Figures VI.l and VI.2, in Section VI). Zones should also move toward adopting automated 

systems using microcomputers, eventually. 
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a Training. In addition to systems development, significant resources must be 
devoted to upgrading the training of both accounting staff and health zone managers in 
how to operate information systems and, more importantly, how to use financial infor
mation to improve decision-making. The SANRU Project has already recognized the 
importance of training managers in financial management skills. Further training should 
build on this foundation, continually linking new developments in systems to the requisite 
training for operators and users. 

2. 	 Organize Implementation Planning Meeting 
We recommend that SANRU and REACH organize a meeting for the purpose of 

developing strategies for implementing changes in systems design and training that will 
serve to further the goals suggested above. 

Investment in planning is critical to insure that goals and objectives are 
understood and accepted by all, and that plans for implementation are logical and feasi
ble. Fundamental implementation issues must be resolved, including how to sequence 
activities targeted to improve zone versus hospital accounting and financial management 
practices, and how to integrate training activities with financial accounting technical 
assistance. It would be unwise to make such decisions without first soliciting ideas and 
input from the many governmental, non-governmental, and international offices, 
projects, and training institutuions which are active in the areas of accounting, health 
financing, training of health professionals, and the promotion of sustainable primary 
health care systems. 

Representatives of these groups should be invited to an implementation planning 
meeting where the findings and recommendations of this report can be discussed, and 
experiences and opinions exchanged. The objectives of the meeting should be to: 

I. 	 Discuss the long-range goals, objectives, and priorities

recommended in the report;


2. 	 Identify resource possibilities and constraints; 
3. 	 Discuss sequencing and timing of implementation activities; 
4. 	 Form work groups. 

One result of the planning meeting should be the establishment of two working 
groups; one for systems design and testing, and the other for training. These working 
groups will be responsible for designing detailed implementation plans, as well as 
providing continued strategic and technical supervision of implementation activities. 
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3. Design and Test Three Stages of FMIS Improvements 

Concerning systems design, one of the first objectives should be to assure that 
all zones have adequate written documentation for the simple single-entry accounting 

systems which already exist. 

Our first recommendation is therefore to develop, field test and disseminate 

accounting procedures manuals and financial managem,- it notes for simple, Stage I 
systeris, concentrating on areas where accounting practices are particularly weak (drug 
supply system, cash receipts and disbursements, advances against salaries, health care 
benefits and free care, and reimbursement systems). Procedures manuals and financial 

management notes should be developed for both the zone and the reference hospital and 

distributed in distinctive loose-leaf binders. The binders will permit pages to be easily 

replaced as the procedures manuals and notes are periodically updated. 

Field testing of procedures manuals and financial management notes should take 

place in one or two zones and last at least one year. The test will be helpful not only for 

clarifying and refining the technical materials, but for gaining additional insight into the 
most appropriate training methods for Teaching financial management. The test will also 

help SANRU and REACH deepen their understanding of the process of systems develop

ment in general: how to introduce and facilitate organizational change smoothly and 
efficiently, while respecting the administrative autonomy of the health zones. This 

insight and understanding will prove valuable to planners working in many areas of the 

SANRU project, in additional to health financing. 

Our second recommendation regarding systems design is to develop and field 

test accounting procedures manuals and financial management notes for Stage 2, strong 
financial accounting systems, featuring double-entry bookkeeping and accrual account

ing. This should include the development of a standard chart of accounts for health 

zones, adapted from the Zairian national chart of accounts (PCZ). Once again, proce

dures manuals and management notes should be written for both the zones and the refer

ence hospital, following the same format as those developed for Stage I systems. The 

project Sant6 Pour Tous Kinshasa (SPTK) is engaged currently in testing a double-entry 
bookkeeping system in several urban health zones. While the systei.i being tested is 

somewhat unusual because it is adapted to the particular needs of the SPTK project, 

their experience will be edifying for SANRU and REACH as well and should be monitored 

closely. 
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Finally, we recommend development and field testing of accounting proceduresmanuals and financial management notes for Stage 3 systems (cost accounting) for thezone and reference hospitals. Hospital cost accounting should be a priority concern atthis level, given the high volume of diverse services and well-defined service departments or "responsibility centers" found in reference hospitals, and the important pricingdecisions faced by hospital managers. Cost accounting is a particularly helpful manage
ment tool in such settings. 

4. Design Pre- and In-Service Training Strategies, Including the Establishment of 
Regional Teaching Zones 

As FMIS design efforts produce new materials and define new responsibilitiesand tasks for zone and hospital staff, pre- and in-service training strategies must berevised and new curriculum added. We recommend, therefore, that strategies and curricula be revised and designed, which will permit managers, administrators, and otheroperating personnel to understand and use the accounting procedures manuals and financial management notes described above. This should include the establishment ofregional teaching zones which exhibit model financial information systems in operation. 
The principle behind teaching zones is much the same as the principle behindteaching hospitals: in addition to providing health services within their catchment areas,one of the primary goals of these zones will be to accept interns from other zones andtrain them inthe operation of advanced management systems and financial management

decision-making. The teaching zones should provide longer internships and trainingseminars for MCZs, hospital directors, experienced AGs and accounting secretaries. As
the health zones begin to decentralize 
management organization and create a new cadreof middle managers with significant decision-making responsibilities, the teaching zones 
should provide internships at this level as well. 

The teaching functions of these zones should be subsidized by the government ordonor agencies at the beginning, with the eventual goal of self-financing through chargesto health zones which sponsor interns. The hands-on experiential learning model is likelyto be more effective than the current program of classroom refresher training, and thecost per training hour will probably be less because of the location in the regions and thereduction in travel costs. It is difficult to make any projections about cost at this point, 
however. 
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CONCLUSION 

The administrative autonomy of the health zones and their struggle for financial 
independence cause them to operate in ways that are strikingly similar to small, non

profit businesses. Lessons learned from the business world are perhaps not irrelevant, 
therefore. One such lesson can be gained by reading the works of a Japanese business 
executive, Akio Morita, Chief Executive Officer and Chairman of the Board of SONY 
Corporation. In his book Made in Japan, Morita writes: 

No theory, plan or government policy will make a business a 
success: that can only be done by people . . . In the long run--and 
I emphasize this--no matter how good or successful you are or how 
clever or crafty, your business and its future are in the hands of 
the people you hire. 

Zaire's health zones, like businesses, are deeply concerned about their bottom line. The 
reasons for their concern are different, however: the health zones care about their 
financial performance not for profit, but for survival-and for people: the health and 
well-being of the communities they wish to serve. While the stated objective of this 
SANRU/REACH activity is to improve financial management information systems, a 
second and equally important objective is human development, i.e. training and educating 
health zone personnel to provide them with the skills they need to manage succes:fully. 

Only financially healthy, well-managed zones can fulfill their mission to provide high 
quality comprehensive primary health care services to the Zairian population. 



1i. INTRODUCTION 

Proper planning and monitoring of the development of primary 
health care systrns will require new approaches to the collection 
and use of financial information if benefits anticipated from 
primary health care are to be fully realized...There is a clear need 
for further development in this area through a combination of 
national effort and collaborative interchanges of ideas and experi
ences. 

-WHO, 1984 

The government of Zaire has selected primary health care as its strategy of 

achieving the goal of health for all by the year 2000. The primary health car-e (PHC) 

systern which Zaire's Department of Public Health has set out to establish relies on a 

network of 306 health zones, each comprised of a reference hospital and satellite health 

centers. Health centers offer basic curative, preventive and promotive health services, 

while reference hospitals handle more complicated cases and provide inpatient care. 

A significant amount of administrative autonomy is accorded to the health 

zones by the Department of Public Health. Although the government continues to play 

an important role in supervision and training, each health zone is responsible for develop

ing organizational structures and management systems best suited to its needs, including 

systems for recovering costs and managing financial resources. Constrained by the 

limited government budget for recurrent health expenditures, the Department of Public 

Health expects health zones to finance most of their operating costs through the revenue 

they generate from fees and other means. The government believes that this self

financing policy will help assure the long-term sustainability of the PHC system. 

Health zones benefit from their aaministrative autonomy because it allows 

them to respond better to the diverse environments which they face. Zones differ, for 

example, in terms of health infrastructure, presence of non-governmental health provi

ders, geographic accessibility, cultural beliefs and practices, etc. At the same time, 

autonomy frequently means that zones struggle to reinvent the wheel, i.e. to resolve 

management problems which others may have solved before them, or for which there 

exist standard approaches known to produce good results. 

To help avoid costly and frustrating duplication of efforts, the government of 

Zaire has recognized the needi to promote an exchange of learning experiences between 

zones. One example is the 1986 Health Zones Financing Study (Bitran, Munkatu, et al) 

which analyzed 10 zones' cost-recovery systems in order to recommend ways to improve 

cost-recovery capabilities. 
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Co-sponsored by the Zaire-based SANRU Project (a bilateral, GOZ/USAID
funded basic rural health project) and the Washington-based REACH Project (Resources 
for Child Health, a centrally-funded USAID project), the Health Zones Financing Study 
found that on average, the zones were able to cover 80% of operating costs with opera
ting revenues. At 	the same time, the study also identified a number of weaknesses which 
make it difficult for zones to self-finance, thus imperiling the sustainability of Zaire's 
PHC system. One of the most striking weaknesses was the lack of reliable and directly 
usable financial information to support management decisions. Many of the zones' finan
cial difficulties could be traced to problems with accounting and weak financial 
management skills of key decision-makers. 

To 	 remedy this situation, the authors recommended that health zones devote 
time and resources to improving financial information systems and training staff at both 
the operational and management levels. 

Based on these and other findings, SANRU and REACH developed a joint 
program of health financing activities whose purpose is to improve the sustainability of 
Zaire's primary health care system. The first activity undertaken through the program is 
designed to strengthen financial management information systems (FMISs) in the health 
zones. The three principle objectives of the activity are described below: 

1) 	First, zone mangers will be better able to make rational 
decisions about financial matters and using financial informa
tion, including operational, management control and strategic
planning decisions. 

2) 	 Secondly, communities, the Department of Public Health, and
donors who have contributed resources to the health zones will 
have access to information necessary to hold zone managers
accountable for how resources were used in the pursuit of 
health objectives. In addition, the SANRU Project will be 
better able to monitor and evaluate the progress of health 
zones toward the goal of sustainable PHC systems. 

3) 	 Finally, the improvement of financial management systems in 
zones will contribute to the institutionalization of good
management practices and requisite structures. As health 
zones develop, operations become more complex and zones 
need to have firmly established administrative systems in 
place to help them manage through this complexity, indepen
dent of transient personalities. 

This report presents the results of a study conducted between July and October, 
1987, which examined existing FMISs in four health zones. The information contained in 
the report focusses on the strengths and weaknesses of existing systems, and will be used 
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to see that plans for improvements build on those strengths and give priority attention to 

the most urgent needs identified. 

Following this introduction (Section I), the methodology of the study is presen
ted (Section I1). Section IV contains a review of key concepts and vocabulary in account
ing and information systems, and may be skipped by readers who are familiar with these 
topics. The findings of the study are presented in Section V, and recommendations and 

conclusions may be found in Section VI. 
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M11. 	 METHODOLOGY 

The 	 only thing basic about basic health services is the name, 
which is usually misleading. 

-O'Connor, 1980 

I. 	 TEAM 
The study was co-sponsored and co-financed by the SANRU and REACH Projects. 
Team members included two representatives of the SANRU Project: Citizen 

Munkatu Mpese (team leader for SANRU), Division Chief for Studies and Operational 
Research, and Citizen Manunga Mapele, Bureau Chief of Management Control for 
Health Zones. Two REACH consultants completed the team: Taryn Vian (team 
leader for REACH), Health Economist with Abt Associates, Inc. and Dr. Miaka-mia-
Bilenge, former Regional Health Inspector for the Eastern Kasai, currently pursuing 
an MPH degree at Boston University. Both Citizen Munkatu and Ms. Vian 
participated in the previous REACH-sponsored Health Zones Financing Study in 
1986. 

2. 	 TIME LINE 
The l-week study included 7 weeks in Zaire and 4 weeks in the U.S. During the 
Zaire work, 2 weeks were spent in Kinshasa developing questionnaires and preparing 
for field work, 4 weeks were spent visiting 4 health zones to conduct the investiga
tions, and one week was spent in Kinshasa writing individual case studies for each 
zone visited and preparing a preliminary cross-case analysis. The four weeks in the 
U.S. 	were spent expanding the preliminary cross-case analysis into the final report. 

3. 	 APPROACH AND SELECTION OF ZONES 

As with the 1986 Health Zones Financing Study, the approach adopted for the Finan
cial Management Information Systems (FMIS) study was a series of case studies. The 
team preferred the case study approach to other approaches, such as a self-adminis
tered survey, because it enabled us to examine each information system in its own 
context. The researchers were able to spend time in each zone, watching the FMIS 
operate within its unique setting, and talking at length with the people who were 
responsible for the design and operation of the systems as well as the decision
makers who used the information. 

SANRU Project staff made recommendations about which zones to include 
in the study, based on their knowledge of the zones from supervisory visits or reports 
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received. The study team sought to include zones which illustrated different levels 

of complexity and sophistication in financial and general management practices. 

The team also wished to learn from the experience of other donor agencies grappling 

with the same issues; we sought, therefore, to include, an urban zone aided by the 

Belgian-assisted Project Sante Pour Tous Kinshasa (Health for All Kinshasa). The 

four zones eventually selected are described in Table lll.l. 

The team gathered data through a series of discussions, observations, 

interviews with key informants, background reading and analysis of reports and other 

documentation. A questionnaire was used primarily as a discussion guide; most of 

the questions were open-ended. Separate questionnaires were developed for the 

central office (BCZ-Bureau Central de la Zone), hospital (HGR--Hopital General de 

Reference), health centers (CS-Centres de Sante) and health posts (PS-Postes de 

Sante), and pharmacy depot. (A questionnaire was also developed to collect infor

mation from the ITM (Institut Technique Medical); however, it was not used because 

only one zone visited had such a school and no staff were present to be interviewed 

at the time.) A list of the questions used for the central office can be found in 

Annex A. Questionnaires for the other units were very similar, but shorter. 

The product of the field investigations was a set of individual case studies 

which explained how each zone's FMIS supported operational and management deci

sion-making, especially regarding financial issues. At the end of each visit, the 

team held a session with the staff of the zone to convey our impressions. We identi

fied what we felt were the major strengths and weaknesses of the zone's FMIS and 

gave specific suggestions for ways in which the system could be improved. The 

individual case studies were analyzed together later on, in order to point out simil

arities and differences among the systems and draw general conclusions, where 

appropriate. 

We were aided in our analysis by previous work by Citizen Manunga who 

visited 15 health zones in the first six months of 1987, assessing the quality of 

management systems and verifying progress toward self-financing. A note on 

Citizen Manunga's methodology and general findings is presented in Annex B. 
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TABLE I11-1
 

CHARACTERISTICS OF FMIS STUDY HEALTH ZONES
 

ZONE REGION EXPECTED INFRASTRUCTURE REMAR(S 
LEVEL OF FMIS 

NSELO BAS-ZAIRE Low 26 HCs Relatively young zone, never before visited by SANRIJ. 
I RHC Nselo had Just begun receiving SANRU assistance. Since 
I HGR (50 beds) the zone was unknown, research team's expectations were 
I Pharmacy Depot low. CBZO (Communant6 Baptiste de Zaire Occidental) 
I Zone Pharmacy Involved in management of 5 HCs. Catholic Church 
I Hospital Pharmacy Involved in management of RHC. MCZ Is Zairian. Zone 

Admin. is Dutch. Hospital managed by zone personnel. 

DUNGU HAUT-ZAIRE Intermediate 30 HSs/HPs Visited during 1986 Health Zones Financing Study. 
3 RHCs Pharmacy depot managed by BOOM (Bureau Dioceslan des 
1 HGR (200 beds) Oeuvres Medical), The medical service of the Catholic 
I Pharmacy Depot Church. Belgian cooperant doctors and interns periodic
1 ITM ally assigned In health zone. MCZ and hospital direc-
I Zone Pharmacy tors, plus both administrators were Zairlan. 

1 Hospital Pharmacy 

KANIAMA SHABA High 13 HCs Visited during 1986 study. Belgian cooperant doctors 
I HGR (164 beds) periodically assigned in health zone. MCZ and zone 
I Zone Pharmacy administrator both Zairian. Hospital director Belgian, 
I Hospital Pharmacy hospital administrator Zairian. 

K;!Iml KINSHASA Hioh 7 HCs Visited during 1986 study. Urban zone. Currently test-
I Centre Hospitaller (36 beds) Ing new double-entry bookkeeping system developed by the 
I Zone Pharmacy Project Santh Pour Tous Kinshasa. Due to change in per
1 Hospital Pharmacy sonnel, the zone had not yet switched over to new books 

when team arrived for study. Zone staff not available for 
detailed interviews, so case study of this zone is 

somewhat limited in scope. Zone personnel all Zairians; 
hospital center director is a Belgian CGthollc Sister. 
No hospital administrator. 



4. SCOPE OF QUESTIONNAIRES 

The major areas covered by the questionnaires included: 

* organization and reporting structures 
" information needs 
" systems descriptions 
" motivation, incentives and resistance to change 

The first section, organization and reporting structures, included such questions as: 

How is the zone organized; What are the various management and staff roles and 

responsibilities; Who occupies these positions and what is their training and experi

ence; How do the different health units relate to one another? The responses to 

these questions helped the team to understand the logic of existing information 

flows and some of the needs which they were intended to address. 

The next section addressed information needs. The questions focussed on 

how managers make strategic planning decisions, such as adopting an auto-financing 

policy, changing the payment system, and opening or closing a health facility. 

Managers were also asked to discuss how they make pricing decisions. Finally, 

respondants were questioned about information needed to fulfill reporting require

ments to external donors and zone governing bodies. 

Information needs relating to specific functions (personnel, drug supply, 

cash management, etc.) were further explored in the third section, systems descrip
tion, which collected information about the nuts and bolts of the information 

systems. Three areas of accounting were covered: financial accounting, cost 

accounting, and budgeting. (Most technical terms used in this report are defined in 

the glossary found in Annex C. Some key concepts are also explained in Section IV, 
which follows.) 

Questions centered around the basic operations of recording, classifying, 

and summarizing (collectively referred to as "transaction processing"), as well as 
reporting and analyzing information. The team sought information about how these 

operations take place, and for what purposes. Separate plarts of the questionnaires 
dealt with the important sub-systems of personnel, drug supply, and the treatment of 

subsidies and fixed assets. 
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The final topic covered in the questionnaire was motivation, incentives and 
resistance to change. Respondants were also given the chance to provide a "wish 
list" of their major concerns and own ideas for how their situation could best be 

improved. 

The findings of the study are presented in Section V, following a review of 
key concepts and vocabulary (Section IV). In presenting the findings, the organiza
tional structure and operations of the systems will be discussed first, followed bv an 
evaluation of how well the systems responded to management information needs. 
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IV. WHAT IS AN FMIS? KEY CONCEPTS AND VOCABULARY 

The board of trustees had only a general idea of the way in which 
the Center's activities were funded and no idea at all of the 
important relationships among the sources of funding. Through 
hindsight, it appears probable that the administrators of the 
Center did not either. They were exceptionally dedicated people; 
and they paid dearly for their lack of financial acumen in the form 
of almost daily crises, overwork, and low salaries. 

The most compelling reason for undertaking the effort of cost 
accounting is the chance to get paid for what one does. 

-Case Study of South Shore 
Mental Health Center, 
Massachusetts, 1971 

This section provides useful background information for readers who are unfamiliar with 

the language of finance, accounting and information systems. Many important concepts 

are explained, including the difference between financial and cost accounting; various 

meanings of the word "control"; and double-entry bookkeeping. Readers who are already 

familiar with these subjects may wish to skip this section and turn directly to Section V. 

There are several traditional ways of looking at FMISs. Accounting texts, for 

example, distinguish between two types of accounting: financial and cost accounting. In 

Zaire budgeting is sometimes considered as a third type of accounting. 

A second analytical framework examines systems from the viewpoint of opera

tions or steps which make up an FMIS. Usually there are five: recording, classifying, 

summarizing, reporting and analyzing information. Finally, information systems analysts 

will often evaluate systems in terms of information needs the information system is 

designed to support. These include accountability needs (information required to demon

strate how zone resources were used to achieve programmatic objectives), and decision

making needs, including operational, management control, and strategic planning deci

sions. 

Each of these three frameworks is introduced below, although our team found 

that the distinction between types of accounting was somewhat artificial, and that it was 

more important to concentrate on the second two view-points: examining how well the 

zone performed the various operations of information management and how well-suited 

the FMIS was to the decision-making needs it was meant to support. 
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1. TYPES OF ACCOUNTING 

1.1 Financial Accounting 

The financial accounting system is that system which produces the annual 
financial statements of an organization. In the U.S. this usually includes the balance 
sheet, statement of revenues and expenses, and statement of changes in financial posi
tion. Most Zairian health zones produce only a statement of revenue and expenses if 
they produce any financial statement at all other than a cash flow report. 

Financial statements are often intended for external audiences, including over
sight boards, and show the financial position of the organization as a whole. They are 
historical in nature, precise, and (if the system works well) accurate. Financial state
ments prepared according to generally-accepted financial accounting practices are used 
by governments for tax purposes. 

1.2 Cost Accounting 

By contrast, the cost accounting system (also called management accounting or 
cost finding) produces reports which are intended for the use of managers within the 
organization. The information collected in the basic transaction processing steps of the 
financial accounting system is reclassified and reported in ways that call attention to the 
costs and revenues of individual units within an organization, such as service centers or 
departments. The purpose of the reclassification is to generate the costs of the products 
or services produced by the units, information which is useful for pricing. Cost account
ing can also be used to measure the perfcrmance of individuals and departments, helping 
managers to evaluate how well they have spent limited resources to fulfill organizational 
goals. In addition, it can be used to predict the financial consequences of alternative 
choices or policies being considered by the organization. 

1.3 Budgeting 

A budget is a plan of action, expressed in quantitative terms. Becau',e budgets 
are future-oriented, the budgeting process sometimes considered part of theis cost 
accounting system. The budget process has three objectives: to communicate the goals 
and objectives of the organization, to motivate employees to achieve these objectives 
and to promote cost-awareness among employees, and to monitor and evaluate actual 
performance as it relates to planned performance, taking corrective action if necessary. 
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2. FMIS OPERATIONS OR STEPS 

Another way of looking at an FMIS is to examine both financial and cost 
accounting in terms of the operations or steps required to get information from raw data 
to a form in which it is usable for decision-making. The five important steps in this 

process are recording, classifying, summarizing, reporting and analyzing. 

2.1 Recording 

The first step in an accounting system is to record information. To understand 
how events (called "transactions") are recorded, it is important to examine: 

" What accounting books or forms are used?
 
" What types of events get recorded?
 
* Is the bookkeeping single-entry or double-entry?
" What supporting documentation is required and how is it kept?'
" What kind of internal control takes place? 

2.1.1 Books 

Basic manual bookkeeping ordinarily requires that transactions be recorded first 

in a journal or journals, in chronological order, then in a ledger or ledgers, organized by 
type of transaction (Le. one page for each type of expense, revenue, asset or liability). 

2.1.2 Events Recorded 

Accounting systems may be kept on cash or accrual basis. Cash accounting 

records only cash transactions, e.g. cash disbursements and receipts. Accrual accounting 
provides a way of recording non-cash transactions as well, such as purchases made on 

credit, services provided but not yet paid for, changes in inventory. It is important to 
know how an accounting system treats all kinds of transactions which may affect the 

financial position of the organization, including receipt of operating or investment subsi

dies, purchases of equipment and other Lxed assets, advances against salaries, loans, 

etc. It is possible to keep books on a cash-basis and make accrual adjustments at the end 

of the -eporting period. 
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2.1.3 Single-entry versus Double-entry Bookkeeping 

Probably the single most important characteristic of an FMIS is whether the 
bookkeeping process is single-entry or double-entry. Single-entry bookkeeping involves 
recording transactions by making one entry into the books, according to whether the 
transaction was an expenditure or a receipt. For example, a supply purchase is recorded 
as an expenditure, and money collected from drug sales is recorded as a receipt. Single
entry bookkeeping does not preclude the use of two sets of books, journals and ledgers. 
Within both books, though, each transaction is recorded with only one entry. 

Single-entry bookkeeping is easy to understand and simple to perform; however, 
the system doesn't work well if the "olume of transactions to be recorded is large, or if 
the organization needs to be more precise about the classification of operations (for 
example, distinguishing between operating expenses and purchases of long-term assets). 
With single-entry bookkeeping it is very difficult to verify whether operations have been 
recorded properly. The common expression "balancing the books" refers only to double
entry bookkeeping; with a single-entry system there is nothing to balance, therefore 
errors are far more difficult to detect. 

Double-entry bookkeeping means that each transaction which is recorded 
requires at least two entries in the journal or ledger. The "double-entry" must be com
posed of a debit entry (by convention an entry on the left side of an account) and a credit 
entry (an entry on the right side of an account). Both debits and credits can either 
increase or decrease an account depending on the type of account. For example, if 
supplies are purchased with cash, the transaction involves an increase in the account 
"supply expense" (debit) and a decrease in the account "cash" (credit). To record drug 
receipts, two "double-entries" are required. First, the "cash" account increases (debit), 
and the "revenue" account increases (credit). The transaction also affects the "cost of 
goods sold" account, which increases (debit), and "drug inventory" account, which 

decreases (credit). 

Because every transaction involves one or more "double-entries", the books in a 
double-entry system must balance, i.e. the sum total of credit entries must equal the 
total of debit entries. If the bookkeeper has made a recording error, the books will not 
balance, and the error can be traced and corrected. The set of accounts for classifying 
transactions is different from what exists in a single-entry system. This characteristic 
of double-entry bookkeeping allows for better monitoring of changes in assets and liabili
ties (what the organization owns and what it owes), and facilitates the calculation of 
costs of services or products, which the cost accounting system is designed to provide. 
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The draw-backs of double-entry bookkeeping are that it is conceptually difficult 
to master and requires special training of accounting staff. 

2.1.4 Supporting Documentation 

Each transaction which is recorded must be supported by some sort of documen
tation or proof; for example, receipts, bills, invoices, etc. In examining an FM!S it is 
important to note what supporting documentation is required for each type of trans
action, as well as the procedures which have been established for verifying and con
serving this documentation. 

2.1.5 Internal Control 

Internal control refers to the set of procedures, cross-checks, and approvals 
designed to assure the security of the financial assets of an organization. Internal con
trol mechanisms reduce the possibility of recording errors, miscalculation of balances, 
fraud or embezzlement. Internal control also increases the likelihood of detecting such 
problems should they occur. Examples of internal control procedures include regular 
verification of arithmetic calculations, established approval procedures for each cate
gory of expense, separation of duties between staff approving requests for funds and 
staff handling cash disbursements, bound books with numbered pages, entries in ink, etc. 
Internal control is different from management control. The latter concept is discussed 
further on in this Section. 

2.2 Classifying 

The second step of an FMIS is classification. Whether transactions are recorded 
in a double-entry or single-entry bookkeeping system, they are usually regrouped some

how by type. 

A double-entry bookkeeping system requires that the organization establish a 
well-defined set of accounts into which transactions are classified as they are recorded. 
These accounts are given individual numbers, as well as descriptive titles (cash, salary 
expense, equipment, etc.). The list of account numbers, titles, and descriptions of con
tents is called a chart of accounts (plan comptable in French). In Zaire a national chart 
of accounts has been established (Plan Comptable Zaircis, or PCZ) and is currently in use 
in most private enterprises. The government would like to see public services adopt the 
PCZ as well, adapting it as is necessary for the particular needs of each sector. With 
certain adaptations, the PCZ could be made suitable to the needs of the health zones, as 
will be discussed later in the report (Section VI.4.2). 

22 



A system of internal codes may also be used in conjunction with the chart of 
accounts, to indicate the department or unit within the organization which is responsible 
for the transaction (for example, pharmacy, pediatrics, health center no. 5, etc.) The 
internal code number is used in addition to the account number indicating the nature of 
the transaction (i.e. expense or revenue category). This addition type of classification by 
department or unit is essential for cost-accounting. 

2.3 Summarizing 

In order for information to flow through the FMIS, the hundreds of individual 
transactions occurring each day must be summarized in some way. An interesting char
acteristic of a health zone FMIS is how this process takes place: what guidelines exist 
for calculating totals on a daily, weekly, monthly or other basis; how much detail is 
required at each level of the system? In the summarization process, detail is lost, but 
trends are more readily observable. The level of detail or of summarization necessary at 
each level in the FMIS is predicated on the decision-making responsabilities of the staff 
at that level. 

2.4 Reporting 

The fourth major step of an FMIS is reporting. Financial statements and writ
ten reports are the vehicle by which most information reaches users. Financial state
ments should be prepared according to gererally accepted standards of accounting. They 
should be well-annotated and should show a fair, undistorted picture of the financial 
condition of the organization. Other written financial reports should have a purpose, and 
should be designed with a particular audience in mind. Once the purpose and audience 
are known, the report contents, format and periodicity can be evaluated to see if they 
are appropriate given the decision-making needs of the users. 

2.5 Analyzing 

The final operation in the FMIS is analysis of financial information. Information 
presented in financial statements can be manipulated and scrutinized in many ways, 
according to the needs of decision-makers. One common form of financial analysis is 
ratio analysis, an analytical tool used to pinpoint and isolate significant relationships. 

between different amounts on financial statements. 
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Evidence that health zones conduct analysis of financial statements or other 
reports or data is a clear indicator of financial management ability and usually means 
that financial information presented in the formal reports is actually being used to make 

decisions. 

3. 	INFORMATION NEEDS 

The third framework often used for evaluating i;.formation systems is by exam
ining the information needs that the system was designed to support. First of all, finan
cial information is needed by the zones in order to demonstrate to the government of 
Zaire, external donors, and above ali, the members of the community, how their contri
buted resources (i.e. subsidies and user fees) were used by the zone to achieve health 
objectives. Zone managers are stewards who have accepted responsibility for, the 
management of these resources. As such, they are accountable for assuring that the 
zone uses the resources as efficiently and effectively as possible. 

In addition to accountability needs, the health zones need financial information 
to 	help guide decision-making. Different decisions require different types of informa
tion, and the FMIS must be flexible and complex enough to fulfill these needs. 

Management decisions fall into three basic categories: operations, management 

control, and strategic planning. 

" 	 Operational decisions: monitor and measure current data on 
the daily activities of the zone, e.g. patient flow, changes in 
drug and supply inventories. They include decisions about how 
to schedule the daily activities and staffing needs of facilities, 
as well as determining consumption requirements, miscel
laneous supply needs, etc. 

" 	 Management control decisions are concerned with the alloca
tion of resources and the pursuit of strategies. They involve 
choices about how to spend resources efficiently and how to 
measure effectiveness in achieving objectives. The word 
"control" in this sense differs from internal control, which is 
concerned with making sure proper accounting practices are 
followed to secure the safety of the financial assets of the 
organization. 
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Strategic planning decisions are concerned with choosing and 
defining goals, objectives, policies, and future directions for 
the zone. In the case of FMIS improvements, strategic plan
ning decisions include the adoption of systems development 
goals and objectives, arnd the selection of a set of activities 
which will facilitate the progression from simple accounting 
systems to more sophisticated financial management and 
accounting systems. 

There are no clear-cut boundaries between types of decisions; in reality, deci

sions lie on a continuum. At one end, operational decisions are repetitive and pro
grammed to a large extent: the decision is dictated by a set of instructions or an estab

lished policy. Usually the treatment of patients is prescribed by a nursing manual, for 

example, and drug requisitions are filled out according to an established minimum thres

hold or reorder point. On the other hand, management control and strategic planning 

decisions involve longer time frames, are less structured, and require more aggregated 

data and summarized information than operational decisions. These decisions are often 

made under uncertainty and depend on prediction and creativity. They may also require 

information from outside of the zone (i.e., price schedules of competing providers, regu

lations issued by central authorities, etc.). 

As stated earlier, the distinction between types of decisions is important 

because information needs will vary depending on the type of decision. Operational 

decisions involve historical, internal data, often in much detail. Strategic planning 

decisions use predictive and external data, aggregated to provide information about 

trends and alternatives. Management control decisions depend on a mix of historical and 

predictive, internal and external data to provide regular reports as well as special 

analyses. 

4. CHOOSING A FRAMEWORK 

Initially our team attempted to analyze the three types of accounting separ

ately, but determined that this was not a natural framework for the study. We therefore 

set two chief tasks for ourselves: 

" documenting and criticizing the five steps of each FMIS 
studied; and 

" evaluating how well the FMIS met accountability and decision
making needs of zone managers. 

Section V presents the findings of the individual case analyses. 
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V. FINDINGS 

Professionals were asking controversial questions about the rela
thve values of different activities. Should they give priority to 
scirvices for adults or for children; to after-care and group 
services or to conventional doctor-patient treatment; to social 
services or clinical services? There was no inforration available 
to aid the administration in evaluating any of these problems; the 
director was forced to make decisions solely on intuition and 
judgement. 

--	 Case Study of South Shore 
Mental Health Center 

The study findings are organized around four headings: 1) organizational struc

ture and reporting relationships, including the roles, responsibilities and training of key 

personnel; 2) performance of the basic FMIS operations of transaction processing, 

reporting and analysis; 3) successfulness of the zones in meeting information needs both 

for accountability and decision-making purposes; and 4) comments about motivation, 

incentives and resistance to change. 

1. ORGANIZATIONAL STRUCTURE AND REPORTING RELATIONSHIPS 

1.1 Basic Structure 

The infrastructure found in the zones was described previously, in Table III.1. 

Most important to the study of financial systems is the bifurcation between the refer

ence hospital on the one hand, and the central office plus health centers, health posts and 

reference health centers (hereafter referred to collectively as health centers) on the 

other. Indeed, the BCZ and health centers were referred to collectively as "the zone" by 

most personnel interviewed, presumably because the BCZ and comprehensive health 

centers did not exist before the health zone strategy was introduced, while reference 

hospitals usually boast long institutional histories. 

In each zone visited, the team found two separate information systems: one for 

the hospital and the other for the zone. This division is natural given the complicated 

organizational structure, multifarious services, special information needs, and institu

tional history of the reference hospital as an independent and autonomous unit. Efforts 

to improve financial management and FMISs in the health zones should assume the 

continued existence of two separate systems in each zone. Large, complex reference 

health centers may want to use a hospital FMIS adapted to their internal bookkeeping 

needs, but should report as a health center within the zone FMIS system as well. 
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1.2 Other Organizational Units 

Hospital and zone pharmacies were considered as part of the hospital or zone 
FMIS. The ITM (medical training school for nurses) seemed to operate independently and 
was not considered an integral part of the zone FM.S. While services and resources 

shared between the zone and the ITM may have some impact on the zone's financial 
position, cost accounting and analysis techniques can be used on an ad hoc basis to meas
ure the impact of such cost-sharing, rather than building the [TM into the information 
system as a regular reporting unit. 

Pharmacy depots were also considered to be outside the zone and hospital 
FMISs, because they were usually run by outside parties (missionaries, etc.) and were not 
supervised or controlled by zone managers. They interacted with the zones as any other 

supplier might, and were treated in the same way. 

1.3 Relationship Between BCZ and HCs 

1.3.1 Planning role 

In all zones but Dungu the planning role assumed by the BCZ was the same and 
followed a centralized management model. In this model, the BCZ needs to have a clear 
and detailed picture of the financial operations of each health center (HC) for planning 
purposes, i.e. decisions to open or close facilities, change prices, increase s;laries, distri
bute resources, organize training seminars, etc. This level of relationship does not 
require any integration of bookkeeping, but the BCZ must receive regular reports on HC 

operations. 

The three zones which had adopted a centralized management model recognized 
the importance of centralized information on health center financial operations, although 
not all were equally successful in executing tnis task. 

In Dungu the relationship between the BCZ and the health centers was not very 
clear, and seemed to vary depending on the location of the health center, with the BCZ 
assuming more responsibility fcr HCs which were close by. Dungu is currently struggling 
to define a role for reference health centers in the supervision of HCs and has experi
mented with various ways of centralizing HC financial information first at the RHC and 
later at the BCZ level. These experiments have not yet shown much success in that the 
RHCs have failed to provide the BCZ with an adequate picture of HC operations. None
theless, the decentralized management structure envisioned by Dungu is theoretically 
sound and is already in place in other zones. 
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1.3.2 Bookkeeping for Health Centers 

Some of the more striking differences in the systems studied can be attributed 
to differences in the financial management functions performed by the BCZ for the 

HCs. Entering each zone it was impossible to predict whether the BCZ, HCs, or both 
would be responsible for: 

" recording financial transactions
 

" 
 paying health center salaries
 
" assuming cost of initial, start-up drug inventory
 
" assuming responsibility for deficits or surpluses.
 

In Nselo, for example, HC and BCZ bookkeeping are completely integrated. Receipts and 
expenditures of each HC are initially recorded by the HC and subsequently entered in the 

books of the BCZ, salaries are paid by the BCZ (with HC receipts), HCs are expected to 

repay the cost of their initial start-up drug inventory and any past operating deficits, and 

any remaining surplus of revenue is kept for the HC under its own account within the 

BCZ. 

At the other extreme, Kikimi's HCs are managed completely independently: no 

HC expenditures or receipts are recorded in the books of the BCZ, each HC has its own 

bank account in a cooperative, salaries (although calculated by the BCZ) are paid by the 

HCs, and each HC is allowed to keep its excess revenue over expenditures. 

Both Dungu and Kaniama have partially integrated systems, with salaries being 
paid by both the BCZ and the HCs, and some HC transactions recorded in the books of 

the BCZ. In Kaniama no HC is responsible for its deficits, but neither is a HC allowed to 
keep an operating suplus. In Dungu a minimum salary is guaranteed to HC employees, 

and beyond this HCs are allowed to supplement salaries with :heir excess of revenues 

over expenses.' 

All zones seemed to be moving toward individual pharmacy accounts for each 

HC (i.e. separation of bookkeeping). This is meant to insure better control over drug 

consumption and to encourage health centers to keep drug purchases in line with 

consumption. 
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The level of integration of bookkeeping and the number of management respons

ibilities assumed by the BCZ for the HCs will influence the design of the FMIS. Should 

HCs be obliged to deposit all receipts at the BCZ? Should the BCZ pay -IC salaries? 

Should HCs be allowed to keep excess revenue over expenses? Should accounts be set up 
so HCs will know how much they have "banked" at the BCZ, or the extent to which their 

own operating deficits have been financed by other health units? There may not be any 
best answers to these questions: the appropriate responses will depend heavily on the 

physical infrastructure and economic conditions found in the zones. The pros and cons of 
various forms of organizational design of health zones would be an interesting topic of 

discussion at refresher training for zone managers. As a general rule, though, the less 

integration of BCZ and HC bookkeeping the better, as integration tends to obfuscate the 

financial picture of individual health units. Any integration of financial information 

should take place at the level of reporting and analysis. 

1.4 Management Roles and RespoLsibilities 

1.4.1 Staff 

The chief medical officer of the zone MCZ), the medical director of the hospi

tal (MDH), and the hospital and zone administrators (AGs) were staff members with top 

mangement responsibilities in the zone system. The head nurses at the HC level also had 

supervisory responsibilities, generally making operational decisons. Hospital department 

heads were not given many management responsibilities, had no role in the development 

and control of budgets, and were not evaluated on the basis of their department's pe:

formance. 

Accounting staff included the AGs, aided by the cashier or cashiers, and the 

people put in charge of the pharmacies (usually nurses). Sometimes a secretary would 

have minor bookkeeping responsibility. (One exception to this was in Nselo, where the 
"accounting-secretary" for the zone had major responsibilities which in other zones were 

assumed by the AG. This assign.nent of responsibilities is partially due to Baptist influ

ence in the zone-the accounting-secretary position is one found in many CBZO zones. It 

may also be explained by the fact that the AG in Nselo was very busy, being responsible 

for both the zone and the hospital, and serving as a HC nurse-supervisor as well.) 
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1.4.2 Ri. oonsibilities of Administrators (AGs) 

Generally, the AG maintained the books, prepared financial statements and 
reports, analyzed data, prepared for and gave financial presentations at administrative 

council and management committee meetings, and collaborated with the MCZ or hospital 
director in strategic planning and management control (pricing) decisions. The AG also 
controlled the operations of accounting staff below him, supervised the financial 
management of HCs, and helped train HC nurses or management committee members in 
financial management skills. He often played a major role in drug supply and distribution 

for the zone, and in zones where budgets were used, he would have responsibility for 

budget development. 

Most of the AGs interviewed had received initial training in accounting and 
health administration, but lacked on-the-job refresher training specifically related to 

their experience. There was a tendency in some cases to blindly follow procedures with

out clearly understanding what they were trying to do. 

1.4.3 Responsibilities of the MCZ and MDH 

The MCZ's financial responsibilities included controlling the books kept by the 
AG, and reviewing, modifying and approving drug orders. The MCZ was also involved in 
the budget process. The MDH performed these functions as well, for the hospital. 

Most importantly, the MCZ and MDH assumed a large amount of responsibility 
for making decisions about financial matters, and recommending actions to the adminis

trative council or management committees. Such decisions included opening or closing 
facilities, attempting extra-medical "projects" to increase zone revenue (selling charcoal 

or raising cattle, for example), changing prices or payment system, reorganizing report

ing or supervision responsibilities, seeking out funding from external sources and many 

other planning and management decisions (see Annex D for a list of decisions matde by 
zone managers, collected from the 10 zones participating in last year's Health Zones 

Financing Study. This year's study found similar results). Often these decisions were 
made based on intuition and judgement, as financial information on which to base deci

sions was lacking. 

The MCZs in Dungu and Kaniama had received refresher training by SANRL' in 
management, including financial management. Kaniama's systemri showed direct evidence 

of this training, which the AG had attended as well. Dungu's systems (both zone and 
hospital) had changed considerably since last year's Health Zones Financing Study, due in 
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large part to suggestions made by that team of consultants. The systems in place in 
Nselo were largely borrowed from the financial information system used in the zone of 
Vanga, where the MCZ of Nselo had spent a 3-month medical internship. All this indi
cates that training seminars, supervisory visits and intra-zone exchanges have all had a 
positive effect on the development of management systems in the health zones. 

2. PERFORMANCE OF FMIS OPERATIONS 

Table V.1 summarizes the findings regarding how well the zones performed the 

basic operations of an FMIS. More detail is provided below: 

2.1 Recording 

2.1.1 Books 

Transactions were being recorded chronologically in journals in all zones and 
hospitals visited, although in one hospital the team judged the recording process to be 
incomplete and inadequate. Transactions were also being posted (i.e. recorded again) by 
type to the ledger in Nselo. An attempt was being made to post to the iedger in Dungu, 
but there was much confusion because of the inadequately structured system of 
accounts. Kikimi did not use the ledger, and Kaniama did not appreciate the need to post 

to ledgers. 

2.1.2 Events Recorded 

Systems used either cash accounting exclusively (Nselo), or cash accounting 
with accrual adjustments at the end of the exercise (Kaniama, Kikimi, Dunu). Separate 

records were kept of non-cash transactions, but they were not always integrated into the 
financial statements at the end of the period. In other words, the cash picture was not 
always adjusted completely to show the effects of non-cash transactions on financial 
position. Major problem areas in this respect were: health care received free by person
nel and their families, advances against salaries and loans to personnel, movements of 
stock, billed services to third party payers, cash suosidies and donations in-kind or in

service. 
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_ _ 

TABLE V-I
 

SUNKRY OF FINDINGS
 
FMIS OPERATIONS
 

OMARACTERISTIC 


ZONE 

__ _ _ / 

NSELO 


DUNGU 


KANIAMA 


KIKIMI 


Difficult to Judge 

Basic Cash vs. 

Books Accrual 


Used Accounting 


Journal 	 Cash 


Ledger 

Journal Cash, attempt 

attempt at accrual 

at ledger adjustments 


Cash with 

Journal Accrual 


Adjustments 


Cash with 
Journal 	 Accrual 


Adjustments 


at HC level 


only 

in short time spent In zone. 

RECiORING 


Single or 

Double Entry 


Bookkeeping 

_ 

Single 


Single 


Single 


Single 


Supporting 


Documents 


Procodvres 

exist; not 


rigorrusly 

applied 

Procedures 

exist; not 

rigorously 

appI led 
DC , good; 
H(Go Inade-

quate pro-


cedtres 


MA& 


Internal 


Control 


Surficlnt, 

given single 


entry 


Sufficient, 

given single 

entry 


Sufficient, 

given sing!e 


entry 


NAS 

CLASSIFYING 


Chart of 


Accounts 


HGR, yes 

BCZ, internal 


codes only 


No 


No 


No 


1 iSiARIZING 
& REPORTING 
Statements 

and Financial 

IAeports 

Casli Flow
 
only. Too 


sumari zd; 
Irregular 

Ca'% F-.w
 
mixed inappro-


priately with
 
accrual
 

Cash Flow and 

Income State-


ment; Inven-


tory reports 


good: regular 

reporting 


BCZ, Cash only; 
Cash Flow &nd 

Income State-

ment for HCs; 

good regular 
reports 

I ANALYSIS 

Management
 
Reports and
 

Analysis
 
_ _ / 

Rare
 

Rare
 

Semi-annual
 
budget vari

ance report
 

ratio aqaly

sis & anno
tated final
 

statements
 
Done by
 
Sante pour
 

Tous
 

Kinshasa
 



2.1.3 Bookkeeping 

The zones used single-entry bookkeeping systems, i.e. each transaction was 
recorded with one entry in the books, rather than two counter-balancing entries as 
demanded by a double-entry system. As a result it was impossible to assess the accuracy 

of entries or measure the reliability of the data collectea by the zones. 

2.1.4 Supporting Documentation 

Most zones had established accounting procedures which required receipts, 
invoices, bills and other forms of documentation to justify cash disbursements and 
receipts. Often, however, these procedures were not followed rigorously and operating 
staff did not seem to fully understand the need for supporting documentation. Supporting 
documents could have been filed in a more orderly fashion in most zones (The BCZ of 
Kaniama is an exception; here, files are well-maintained and carefully labeled for easy 
access.). In Kaniama and Kikimi, some written accounting instructions governing-these 
procedures were available, although not all procedures were written down. No zone 

seemed to have an established procedure for verifying the authenticity of supporting 
documentation. 

2.1.5 Internal Control 

All zones visited stated that they conducted daily control of the cash journal, 

both in the hospital and at the BCZ level. Monthly control procedures were rarer. All 
entries in the journal are recalculated during the control process, and supporting docu

ments examined. One weakness ideiotified was that the person controlling the books 
rarely initialed them afterwards, to verify that a control had taken place. Most zones 
had established approval procedures fc different levels of expenses, although these were 

not written down, and sometimes nc.. vigorously enforced. 

Most zones -espected a division of responsibilities between the staff allowed to 
approve requests for funds and the staff handling cash disbursements. 

Some zones used commercially-produced bound books with numerated pages, 
although other zones, concerned with keeping costs down, replaced bound books with 

school-type notebooks ruled by hand. All zones recorded transactions in ink, although 
sometimes entries were corrected later by erasing or writing over. Accounting staff 
need to be taught how to correct mistakes through additional entries, rather than adult
eration of original entries. 
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A major weakness in internal control is the lack of a system of accounts which 
would permit double-entry bookkeeping and allow the books of the zone to be balanced on 
a monthly basis. People seemed to rely a great deal on the good faith of employees, 
which in small, start-up organizations might not lead to problems but is not a desirable 

policy in more complex environments, such as the zones visited. 

2.2 Classifying 

None of the four zones visited operated with a system of well-defined accounts 
(chart of accounts, or "plan comptable" in French) for classifying transactions, although 
most zones regrouped transactions into major categories of expenses and revenues for 
the establishment of financial statements at the end of the period. Only one hospital 
(N.'elo) used a chart of accounts. 

When the zones recorded transactions they generally described them in a few 
words, and it was based on this description that the transactions were later reorganized 
for the financial statements. The practice of classifying transactions at the end of the 
period rather than during the initial recording step is less than ideal; if transactions are 
not classed definitively in established accounts as they occur, the "descriptions" are open 

to multiple interpretations at the end of the period. For example, a transaction des
cribed as "purchase of fuel" might be classified as supervision, transport, or supplies 
when compiling the financial statement. Once the financial statement has been com
piled, it becomes difficult to check the work of the accountant, because his classification 

of transactions depended to a large extent on personal judgement rather than objectively 

defined criteria. 

The BCZ of Nselo uses what they call a chart of accounts but which is largely 
only a limited portion of a chart-a set of accounts (also called internal, or "destination" 
codes) that refer to the department or unit within the zone which is responsible for the 
transaction. Thus there are accounts for each health center, and for several functions of 
the BCZ (supervision, training, general administration). Internal codes or account rum
bers designating "responsibility centers" are an important step in building a zone's capa
city to perform cost accounting and program budgeting (planning of revenues and 
expenses by services, programs or departments), but should be combined with revenue, 
expense, asset and liability accounts to provide a complete set of accounts for classifi

cation purposes. 

As a final note, the HGR of Dungu did not use a chart of accounts, but did keep 
track of which departments or services were responsible for generating particular reve
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nues and expenses that could easily be assigned by service. No efforts were made to 

allocate overhead costs, due to lack of training in cost accounting methods. 

2.3 Summarizing and Reporting 

These two operations are discussed together since transactions are usually 
summarized to facilitate the reporting step. The findings are organized according to the 

following headings: 

" financial statements
 

" other financial reports
 

2.3.1 Financial Statements 

No zone produced a balance sheet (i.e. a statement reporting the financial 

position-assets and liabilities-of a health unit or a consolidated picture of all the units, 

at a particular point in time). 

Two zones, Kikimi and Kanama, produced annual income statements (i.e. 

statements reporting the financial performance-revenues and expenses-of the health 
unit or zone as a whole, for a specific period of time, such as a year). In Kikimi, monthly 

income statements were produced for the health centers only, while in Kaniama, 

quarterly and annual income statements were produced for the BCZ, HCs and HGR. 

(Unfortunately, because the basic books of the hospital were not in order, the hospital's 
income statement was unreliable and of little value for decision-making.) 

Dungu BCZ attempted to produce an income statement but was not entirely 

successful due to lack of technical expertise. 

Many units prepared cash flow statements, including all HCs in Kikimi, 

Kaniama, and Nselo; hospitals in Dungu, Kaniama and Nselo, and the BCZ in Dungu, 

Kaniama, and Kikimi. The BCZ of Nselo produced a statement noting only account 

balances, which is not an adequate financial statement. 

Overall, Kikimi and Kaniama showed the greatest mastery of financial reporting 

skills. In Kikimi the HC nurses actually prepare their own cash flow and income state

ments each month, while in Kaniama the nurses prepare only the cash flow statement and 

the BCZ administrator makes the accrual adjustments necessary to prepare the income 

statements. 
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.Financial statements in all zones are rarely annotated, although the staff could 
usually explain apparent anomalies. If statements are to fulfill accountability require
ments and be addressed to external audiences, they must be accompanied by explanatory 
notes so that they answer more questions than they raise. 

2.3.2 Other Reports 

Aside from the standard financial statements, a general problem found in all 
zones was the absence of established management reporting requirements. Crucial 
financial information was found buried in the minutes of an administrative council meet
ing, a supervisor's field report (which included medical supervision results as well), and 
MCZ trip reports. Sometimes such documents contained a layman's summary of financial 
reports presented by the zone or hospital administrator curing a meeting, but rarely was 
the complete version of the administrator's report distributed or even filed officially. In 
addition to the standard financial statements, the zone's have a need for regular 
management reports which interpret the statements and report on matters such as bud
get performance, cash position, gains in cost containrnentc or efficiency, proposed 
changes in strategies or objectives, etc. It is apparent that such topics are being dis
cussed currently, and that actions are being taken based on these discussions, but 
frequently the information on which the decisions are based is not documented in writing. 

While part of the problem is that in some zones information exists but is not 
written down, in other zones important management information does not exist at all. 
All four zones were weak in the areas of cost accounting. budgeting, and monitoring and 
evaluation of financial decisions. Only Kaniama reported unit cost data (an all zone 
average cost-per-episode and cost-per-patient day) and seemed to be aware of the need 
for regular monitoring of the effects of financial decisions. Management reports 
probably do not exist because managers are unaware of the value of :uch reports as an 

aid in decision-making. 

Kaniama had a model reporting system for drug supply and distribution. This 
included reports from both the health centers and the zone pharmacy which enabled zone 
managers to track the value of drug consumption and drug inventory on a monthly basis. 
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2.4 Analysis 

Kaniama performed ratio analysis of financial statements (as recommended in 

the SANRU-sponsored refresher training module on financial management). 1 Ratios 

calculated included: 

1) 	gross margin on drugs: sales minus cost of goods sold, 
expressed as a percentage of sales; 

2) 	auto financing ratio: operating revenue minus operating 
expenses excluding depreciatpn, expressed as a percentage of 
operating revenue; 

3) 	 external dependency ratio: external subsidies expressed as a 
percentage of all expenses; and 

4) net income: total revenue minus total expenses, expressed as 
a percentage of total revenue. 

The staff of the zone understood what the ratios were meant to convey, and 
were able to interpret them. Ratios were calculated within one period rather than 

between periods. 

No other zones performed ratto ana lllth Kikimi and Kaniama analyzed 

and compared performance across health centffg. lKNW analysis was performed on a 

spreadsheet, buz was not actuti.'ly prepared by zone staff; SaP our Tous Kinshasa staff 

prepared the quarterly report and gave a copy to the BCZ. It was not clear how the 

analysis was used by the zone managers. Again, as with the financial statements, 

analyses were inadequately an.otated. 

3. 	 SUCCESS IN MEETING INFORMATION NEEDS 

Before we can evaluate how well the zones' FMISs meet information needs of 
managers, it is important to examine what these needs are in relation to zone objectives. 

The purpose of the health zones is to provide qualit-yT]UE .qurative, prevent

ive and promotive health care services to the Zairian population. AsST both geo-

IIn reviewing a draft of t1is repor, Ricardo Bitran 
noted that these ratios .3re not
 
easily interpreted as formulated here. Ho suggests that Ratio I would De easier to understand if 

expresed as a percentage of cost of goods sold, and Ratios 2 and 4 would be better expressed as 

percentages of expenses. Ratios 2 and 3 should always equal 1001, which provides a way to cross 
check arithmetic calculations.
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graphic and economic access to services, and the high quality of those services, are thus 

critical organizational goals which in turn dictate decision-making and information needs 

of managers. 

Yet, before zone managers can dedicate themselves fully to pursuing these 
organizational objectives, they must feel confident that the system itself will survive. 
Financial survival of health zones is crucial to assure long-term sustainability of the 
primary health care system, and therefore, long-term provision of good quality compre
hensive health care services. Peopl~.Wt like to think of financial sustainabhl t az a 

primary goal--the real goal is "health for aL[L._.r "quality primary health care services." 

But as O'Connor points out in his book Managing Health Services in Developing Areas, 
about lessons learned from 10 years of experience in Afghanistan, "every organization 
devotes a significant proportion of its resources to that most basic of all objectives: 
survival." Survival is the most basic objective of Zaire's health zones, and because 
external resources are scarce, collecting enough revenue within the zone to cover opera

ting expenses becomes a major concern. The zones must feel confident that they will 
survive before they can concentrate resources on promoting other organizational objec

tives. 

Given this basic objective, four questioM 

1) 	What operational, management control, and st!1c plenning 
decisions must be made to assure survival; 

2) 	 What information is needed to make these decisions; 

3) 	 How well have the zones done in producing and using informa
tion to make decisions; and 

4) 	 Are zones being held accountable for using resources in ways 
that are efficient and effective in the pursuit of health sector 
objectives? 

These questions are addressed in more detail below. 

3.1 Operational Decision-making Needs 

At the most basic level, financial information is needed to make operational 

decisions, i.e. those decisions required to maintain daily zone activities such as curative 
services, well-baby clinics and promotional activities. Financial information doesn't neec 

to be highly processed or analyzed in order to serve operational decision-making needs. 
The data collected and recorded in daily bookkeeping is generally sufficient. 
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In most health facilities visited, information seems adequate to allow basic 
operations to procede normally, and minimum controls are in place to prevent gross fraud 
and abuse. (Dungu is one exception, where about two-thirds of the health centers oper

ate independently, with only medical supervision and no financial control.) 

The drug supply accounting sub-systems seem weakest: inadeq,-ate data col

lection means that orders might not be placed on a timely basis and stock-outs are a real 

danger. All zones have made attempts recently to improve systems, so this is a recog
nized problem. Payroll systems are adequate in most zones. 

3.2 Management Control and Strategic Planning Needs 

Decision-making needs related to management control and strategic planning 

are discussed together because the same managers and committees make both types of 
decisions. In principle, management control decisions are made by middle management 

(department heads) while strategic planning decisions are the prerogative of top 
management and advisory committees. The health zones exhibit only one level of 

management, however, where all types of decisions (beyond operational decisions) are 
made. As zones progress, a natural organizational development will be to create a level 

of middle management and decentralize decision-making responsibilities, putting middle 
managers in charge of controlling efficiency of certain parts of the organization and 

evaluating performance according to objectives. Top management will then be free to 
focus on more strategic, long-range planning, developing new strategies, policies and 

goals for the zone to pursue. 

Many questions in the study solicited information about what decisions people 

make, how they make them, and how they perceive their information needs. The team 

found that managers have difficulty expressing information needs, and are unclear about 
how to use information to make decisions. The problem for designing systems improve

ments thus includes not only assuring that good information is produced and delivered 
into the right hands, but that people understand how to use the information to improve 

decision-making. Training in financial management skills must be a major component of 

systems improvements. 

Because expressed needs were minimal, the team decided to evaluate existing 
systems according to norms of what decisions managers should be making, and what 
information should be used to help support those decisions. The following four classes of 
decisions were considered critical to the survival of the zones, and are explored in the 

next pages: 
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1) 	Pricing and alternative choice decisions; 
'2) Cost containment decisions; 

3) 	 Cash management decisions; 
4) 	 Long-range planning decisions. 

3.2.1 Pricing and Alternative Choice Decisions 

All pricing decisions are predicated on the established self-financing goals and 

policies of the health 7one. These goals and policies (which are long-range planning 

decisions, see Section 3.2.4) will determine the parameters for pricing decisions; for 

example: 

Does the zone want to become financially self-sufficient (i.e. 
operating revenue equals operating expenses) in the short-run, 
medium-run, or long-run? 

" 	 Should the zone expect that donors and the GOZ will withdraw 
their aid sometime in the future? Is this desirable? 

" 	 Does the zone want to be financially self-sufficient with 
regard to capital as well as operating expenses? 

In the case where a zone wishes to become financially self-sufficient with 

regard to operating expenses in the short-run, fees charged for drugs and services must 

cover operating costs incurred during the year. This doesn't mean that the price charged 

for each good or service must be equal to or greater than its cost-some goods and servi

ces may be priced lower than cost to encourage utilization if this is socially desirable (as 

in the case of public services), and others may be priced higher than cost in order to 

subsidize under-priced goods and services. But overall, revenue must be enough to cover 

expenses, and a good pricing strategy based on sound cost information will help assure 

that this happei.s, without allowing segments of the population to be denied health care 

because of inability to pay. 

In 	addition to deciding what prices to charge for services, managers are fre

quently faced with choices involving two or more alternative programs or investment 

opportunities. For example, managers may need to decide whether to transfer beds from 

one hospital department to another, or whether to invest in bicycles for health centers 

versus a motorcycle for the BCZ. Like pricing decisions, alternative choice decisions 

require cost information: managers need to be aware of the start-up and recurrent costs 

required by each alternative, so that they can measure whether the zone's resources are 

sufficient and whether the program or investment seems worthwhile. 
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In this study, as in the 1986 Health Zones Financing Study, the research team 
found that pricing and alternative choice decisions seem to be based more on judgement 
and intuition than on cost analysis or projections. Although Kaniama did calculate an 
average cost per curative episode figure for 1986, no zone attempted to calculate mar
ginal cost (an important piece of information as a point of departure for pricing deci
sions), nor did any zone attempt to calculate costs of preventive and promotive services, 
or analyze possible effects of price discrimination policies or future price increases. The 
lack of financial information and analysis on which to base decisions is an e peclai . 
acute problem at the hospital level where cost-recovery performance is lowest and a 
wide variety of inexpensive to very costly services are provided to many payer groups. 

At the zone level, Dungu managers claimed to have considered cost in setting 
the price of a curative consultation at the health center level. They said the price had 
been estimated by calculating a break-even price based on the average cost of running a 
health center, normal utilization, and average population with access. The calculation 
had not been performed properly, however, and had never been revised to take into 
account true utilization, population and cost data because this information was largely 

unavailable. 

The importance of studying potential effects of changes in pricing strategy is 
illustrated by Dungu hospital, which in 1986 implemented a price increase without con
sulting its major third party payers-the Diocese Services (Garage, Pharmacy Depot, 
etc.). The price increase caused a retaliatiorn on the part of ihe Diocese Services: as the 
cost of health benefits for their employees went up, the Diocese managers were forced 
to increase the prices of their products and servies too. As a result, the hospital found 
the cost of its inputs (fuel, repairs, etc.) going up again, the very reason they increased 
their prices in the first place. After this pricing strategy failure, hospital managers 
agreed to meet with the different Diocese managers in the future before putting into 
effect any other price changes. 

Managers need to learn how to sort out and identify various kinds of costs-
direct and indirect, fixed and variable-as well as learning methods for allocating 
indirect costs to activities and departments. Internal codes for various support service 
departments and direct service departments need to promulgated and used to classify 
transactions, in addition to the chart of accounts. Managers need to learn how to use 
cost information in making pricing decisions, and to understand the relationships that 
exist between prices, utilization, revenues and payer category. They must also be taught 
how to estimate cost implications of alternative choices such as expanding a program or 
opening a new facility. 
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.Cost accounting information and pricing decisions should be priority concerns 
for the reference hospitals especially, where more varied and costly services are offered 
than in the health centers. 

3.2.2 Cost-containment Decisions 

Zones should be concerned not only with generating adequate revenue, but also 
with rationalizing or controlling expenses, to be sure financial resources are spen t effici
ently and waste and abuse are ninimized. None of the zones visited mentioned explicill 
a concern with efficiency except in the area of drug supply, where all zones were pre
occupied with safeguarding the initial stock of drugs in the zone pharmacy and control
ling drug consumption in the health centers. 

Once again, in order to make decisions about how to keep costs down, managers 
need actual cost data. In addition they need to have an idea of what things should cost, 
i.e. standards of efficient performance against which they can measure actual perform
ance. The budget is an extremely useful tool for measuring efficiency, as are standard 
unit costs. Although three zones and two hospitals prepared budgets, the budgets were 
often "squeezed", i.e. showed unrealistically low expenses in an effort to make the bud-. 
get balance. Budgetary control was not rigorously enforced. No zone had calculated 
standard unit costs or set performance objectives for department heads or head nurses in 
health centers. 

3.2.3 Cash Management Decisions 

A third important area of financial management is decisions regarding manage
ment of cash. How to avoid cash shortages, or deal with them when they occur, and how 
to invest cash surpluses are critical decisions. Kaniama was concerned with several cash 
management issues, including how to avoid stockouts of drugs, seen as a potential danger 
because of the limited number of times the BCZ could procure drugs each year and the 
large cash needs at procurement time, and how to stagger drug distribution and salary 
payments to health centers in order to avoid cash shortages. Nselo hospital was con
cerned with cash flow problems caused by the large number of advances accorded to 
personnel each month. Dungu and Kikimi were also concerned with cash flowing through 
the revolving drug fund. 

Cash management decisions require information about the timing, size and 
predictability of cash outflows and inflows as well as options for dealing with surpluses 
and deficits. Kaniama seems to have done well in managing its cash problems. Other 
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zones could improve cash management decisions by making regular projections of cash 
balances, using historical information about cash inflows and outflows. 

3.2.4 Long-Range Planning Decisions 

Long-range planning issues which can have a powerful impact on financial 

sustainability include such decisions as 

" 	 What should be the auto-financing policy for the zone as a 
whole? 

• 	 What kind of expansion of services should we plan for over the 
next ten years? 

• 	 What should be our relative priorities among curative, preven
tive, and promotive services in the next five years? 

These decisions require historical and predictive information about internal and external 

social and economic environments, competitors, government policies, community priori
ties and a wealth of other quantitative and non-quantitative information. The FMIS can 

provide some of the necessary historical and predictive information to help assess the 

financial implications of different options. 

Long-range planning decisions in the health zones are usually made during 
meetings of the administrative council or management committee of the zone. The 

zones do not prepare background documents on the specific options to be discussed at 

these meetings. More general financial information is sometimes made available how

ever. For example, in Kaniama the financial statements are distributed, and council and 

committee members receive a copy of the full annual report of the zone every January. 

Some of the long-range decisions which zone managers discussed with the team 

included a change in payment system which Kaniama adopted in 1987; various revenue

generating activities initiated or planned by Dungu (selling charcoal, raising fish, etc.); 

and the opening and closing of health facilities, which occurred in all zones. No written 

analyses were available on these topics, and when questoned, managers were not very 

specific about how the decisions were made, or what information was considered. 

Strategic planning decisions need to be supported by a thorough analysis of all 

aspects of the issue at hand-not just financial aspects, but social, cultural and economic 

aspects as well. Individual studies should be conducted and written reports distributed to 

all decision-makers, to help them think through the issues and to be sure that everyone 
has access to the same facts. Such reports will serve as reference documents in the 

future, when similar decisions must be made by the same or different decision-makers. 
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3.3 Accountability Needs 

As stated earlier, zone managers need financial information to demonstrate to 

the community, government and donors how they used resources to achieve objectives. 

Zone staff are accountable for having managed resources as efficiently and effectively 

as possible. 

Clear, well-annotated financial statements, prepared according to generally 

accepted accounting principles, contain sufficient information to enable the commurilty 

and others to hold zone managers accountable for the zone's financial conditicl and 

yearly performance. (To hold managers accountable does not mean to blame them; 

rather, to hold accountable is to demand a reasonable explanation of how and why 

resources were used as they were.) 

Unfortunately, none of the zones visited was able to produce a full set of ade

quate financial statements. As pointed out in Section V 2.3.1, zones were unable to 

prepare balance sheets which measure assets and liabilities; neither could they produce 

reliable income statements for all health unit.s, including a consolidated statement for 

the zone as a whole. In the case of Kaniama and Kikimi, the staff seem capable of 

producing adequate income statements (including the consolidated statement), but do not 

see the need. In Dungu and Nselo further technical training is needed to enable staff to 

prepare adequate statements. 

To enhance the reliability of financial data, and to enable managers to account 

for assets and liabilities as well as revenues and expenses, double-entry bookkeeping is 

needed, including adoption of a standard chart of accounts such as the Plan Cor'mptable 

Zairois. adapted for health zones. 

As a final note, the zone of Nselo provides each health center management 

committee with an account statement on a monthly basis. This is an excellent way of 

providing members of the community with information needed to hold the chief nurse 

accountable for the management of the health center. Training of committee members 

is conducted to develop their financial management skills and to assure chat they under

stand how to use the financial information provided in the statements. 

Training such as this should be extended to all oversight committees with com

munity, government and donor representation functioning in the health zones. This will 

insure that when provided with accurate financial statements and reports they are able 

to interpret and use that information both to hold zone managers accountable and to 

suggest changes to improve the zone's performance. 
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4. MOTIVATION, INCENTIVES AND RESISTANCE TO CHANGE 

Health zone staff interviewed by the team were hard-working, enthusiastic, and 
receptive to suggestions for improvements in their FMISs, with the one exception of 
Kikimi where the team did not spend enough time with staff to make any judgements. 
Both managers and operational staff seemed eager to learn ways to improve their own 
job performance and better manage the affairs of the zone. This was especially true in 
Nselo and Dungu where existing systemns were \eaker than in Kaniana and Kirtlii. 
Dungu had made substantial progress in financial management since last year, and hac 
implemented a great number of suggestions made b the 1986 Health Zones Financing 

Study team. Zone staff were eager to participate in this year's study as a chance to 
make more progress. 

Regarding motivation, managers volunteered some interesting ideas, especially 
regarding motivation of health center nurses and committee members. Some current 

practices include: 

" free health care or health care at reduced price 
• responsibility-related bonuses
 
" bonuses related to excess of revenue over expenses
 
• travel money to atterd meetings; refreshments after meetings 
" bicycles for health center staff
 
" penalties for tardiness
 

The idea of motivating employees by decentralizing management decision
making, i.e. giving department heads and health center nurses more responsibility for the 
performance of their units, and evaluating them according to efficient and effective use 
of resources in achieving set objectives, was not greeted with much enthusiasm by top 
management. Explanations for this reluctance included lack of adequately trained staff 
to handle such responsibility, potential for abuse, and difficulli ; in communications 
within the zone. Still, management training refresher courses should continue to intro
duce and promote discussion about such organizational design issues, emphasizing the 
information needs and motivational concerns created by various forms of organization. 
Clearly, as health zones mature :he current organizational structure, with its heavy 
reliance on top management, will no longer be tenable, and zones will depend more and 
more on middle managers. Motivating these managers to use resources efficiently will 
be a challenging new task. 
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VI. 	 RECOMMENDATIONS AND CONCLUSIONS 

Machines and computers cannot be creative in themselves, 
because creativity requires something more than the processing of 
existing information. It requires human thought, spontaneous 
intuition, and a lot of courage. 

-Akio Morita, Made in Japan 

1. SUMMARY OF FINDINGS 

The findings presented in the previous section may be summarized as follows: 

The zones studied all exhibit simple financial accounting systems, i.e. Stage I of 

thL FMIS development path illustrated by Figure VIA (showing design features of the four 
stages) and Figure VI.2 (showing performance characteristics). Briefly, the major dif
ferences between the stages are that Stage I uses single-entry bookkeeping and cash
based accounting; Stage 2 relies on double-entry bookkeeping and full accrual accounting; 

Stage 3 features cost accounting; and Stage 4 is an automated system. Although all the 
FMISs studied fell into Stage 1, the systems found in Kaniama and Kikimi were more 

developed than those of Nselo and Dungu. 

The greatest strength of the systems studied was in the processing and reporting 
of cash transactions. In addition, Kaniama and Kikimi showed competence in making 
accrual adjustments, and Kaniama's drug supply accounting system was extremely good. 

The principle weakness of the zone's financial information systems was that 
simple, Stage I systems are not powerful enough to deal with the financial complexity of 
health zo-e-operations: even the best simple financial accounting systems-and Kaniama 
and Kik-imi are probably two of the best in the country-are limited by their own struc
ture and cannot produce the level of accurate, reliable and useful information needed to 

make the myriad operational, management control, and strategic planning decisions 
managers face everyday. A concomitant problem was weak financial management skills 

on the part of key decision-makers; even given access to good financial information it 
was not clear that managers would know how to use that information effectively to 
monitor, evaluate, and take actions to improve the financial situation of the zones. 

Our recommendations are presented in Sections 2-5, and are summarized in 

Figure VI.3. 
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FIGURE VI.1
 

DEVELOPMENT STAGES IN FINANCIAL MANAGEMENT INFORMATION SYSTEMS
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FIGURE VI.2 

DEVELOPMENT STAGES IN FINANCIAL MANAGEMENT INFORMATION SYSTEMS 
PERFORMANCE CHARACTERISTICS
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FIGURE VI.3: RECOMI4ENDATIONS FOR IMPROVEMENT
 
OF FMISs IN ZAIRE'S HEALTH ZONES
 

Discuss the goals, objectives, & priorities
 

recommended in FMIS study report
 

Implementation Identify resources possibilities & constraints 
Planning 
Meeting Discuss sequencing & timing of implementation 

activities 

Form working groups
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& Testing zones 
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Documentation 
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2. RECOMMENDED FMIS GOALS FOR HEALTH ZONES 

Because of the limitations of simple financial management systems, the long
term goal of health zones should be to develop strong financial management information 
systems featuring both financial and cost accounting (Stage 3), ideaUy moving also 
toward automated systems using microcomputers (Stage 4). 

Many people would say that such a goal is too ambitious and would be impossible 
to achieve. A more pragmatic goal would be to strengthen simple accounting systems in 
all zones, so that they can function at the level of Kaniama or Kikimi. While there is no 
doubt that reinforcement of simple systems would be beneficial to the zones and is a 
worthwhile activity in the short-run, setting goals is not about the short-run. Setting 
gosP is about deciding where we want to be far in the future, deciding what we think the 
world should look like, and committing ourselves to what we think is right, fair, and 
good. The establishment of sustainable primary health care systems covering the entire 

population of Zaire is not a simple, short-term objective, and what would make sustain
able PHC systems a reality is not simple, Stage I accounting systems. The complexity of 

the health zones demands strong Stage 3 or 4 systems: this must be the goal. Health 
professionals should not be discouraged by the long distance which must be traveled to 

attain this goal, but neither should we be complaisant and satisfied having achieved 

anything less. 

In addition to systems development, significant resources must be devoted to 
upgrading the training of both accounting staff, health zone managers, and oversight 
committees in how to operate information systems and, more importantly, how to use 

financial information to improve decision-making. O'Connor states that inadequate 

training is a major problem with the use of information systems. 

People assume that decision-makers will take appropriate action 
if they have accurate information. The fact is that the recipients 
of analyzed data may know neither how to interpret them, or what 
management decisions they should make from them. 

The SANRU project has already recognized the importance of training managers 

in financial management skills, and includes a three-day financial module in their 
management refresher training seminar held annually. Further training should build on 
this foundation, continually linking new developments in systems to the requisite training 

for operators and users. 
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3. IMPLEMENTATION PLANNING MEETING 

Having proposed goals and presented findings which describe the current state 
of 	 affairs, the question which remains is how do we get from here to there? We 
recommend first of all that SANRU and REACH organize an implementation planning 
meeting for the purpose of developing strategies for implementing changes in systems 
design and training that will serve to further the goals suggested above. 

Investment in planning is critical to insure that goals and objectives are 
understood and accepted by all, and that plans for implementation are logical and 
feasible. Many of the changes which we believe are necessary (and which are described 
in Sections 4 and 5) will require careful planning; for example, decisions concerning the 
timing of zone versus hospital assistance, maintaining the correct balance between 
training and financial accounting technical assistance, etc. It would be unwise to make 
such decisions without first soliciting ideas and input from the many governmental, non
governmental, and international offices, projects, and training institutions which are 
active in the areas of accounting, health financing, training of health professionals, and 
the promotion of sustainable PHC systems. 

Representatives of these groups should be invited to an implementation planning 
meeting where the findings and recommendations of this report can be discussed, and 
experiences and opinions exchanged. The objectives of the meetings should be to: 

1. 	 Discuss the long-range goals, objectives, and priorities 
recommended in the report; 

2. 	 Identify resource possibilities and constraints; 
3. 	 Discuss sequencing and timing of implementation activities; 
4. 	 Form work groups. 

Two fundamental implement~ation questions should be addressed during the 
meeting. First, how should training activities (revisions of existing curricula for pre- and 
in-service training, development of new curricula, implementation of new training 
strategies) be integrated with the more technical, systems development activities 
(designing accounting procedures manuals and financial management notes, field-testing 
materials)? And secondly, what is the best way to sequence activities targeted to 
improve zone versus hospital accounting and financial management practices? Should 
zones be helped first? Should activities designed for zones and hospitals be undertaken 
concurrently? Shouild the implementation plan shift back and forth between the two, 
planning activities to help zones first, then hospitals, then back to zones? There is no 
one correct answer, and such issues %ill probably provoke healthy debate among partici

pants. 
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One result of the planning meeting should be the establishment of two working 
groups, one for systems design and testing, and the other for training. These working 
groups will be responsible for designing detailed implementation plans, as well as 
providing continued strategic and technical supervision as implementation activities 

proceed. 

Section 4 contains recommendations concerning systems design and testing, 

while Section 5 presents training recommendations. 

RECOMMENDATIONS FOR SYSTEMS DESIGN AND TESTING 

4.1 Develop, field test and disseminate accounting procedures manuals and financial 
management notes for simple, Stage I systems, concentrating on areas where accounting 
and financial management practices are particularly weak (drug supply system, cash 
receipts and disbursements, advances against salaries, health care benefits and free care, 
and reimbursement systems). Procedures manuals and financial management notes 
should be developed for both the zone and the reference hospital. 

Concerning systems design, one of the first objectives should be to assure that 
all zones have adequate written documentation for the simple single-entry accounting 
systems which already exist. We recommend that accounting procedures manuals be 
prepared and distributed to all zones in special, distinctive loose-leaf binders. The 
binders will permit pages to be easily replaced as the procedures manuals are periodically 

updated. 

The procedures manuals should provide a general introduction to financial 
accounting systems in zones and hospitals, including a review of basic accounting con
cepts and principles. In addition, the manuals should contain detailed instructions, flow 
charts, and sample forms, records, and reports for five areas where existing accounting 
practices seem particularly weak: drug supply system, cash receipts and disbursements, 
advances against salaries, health care benefits and free care, and reimbursement 
systems. Early, visible success in improving management control in these areas will build 
support and enthusiasm for further FMIS development activities. 

In addition to developing procedures manuals for accounting staff, financial 
management notes should be written for key decision-makers. The notes should first 
explain the goals and objectives of the different subsystems or areas described above. 
Secondly, the notes should. describe how to monitor and evaluate performance in these 
areas and suggest decisions which can be made with the resulting information. Tech
,iiques for financial analysis should be provided, as well. 
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The field test of procedures manuals and financial management notes should 

take place in one or two zones, and last at least one year. The test will be helpful not 
only for clarifying and refining the technical materials, but for gaining additional insight 
into the most appropriate training methods for teaching financial management. The test 
will also help SANRU and REACH deepen their understanding of the process of systems 

development in general: how to introduce and facilitate organizational change, while 
respecting the administrative autonomy of the health zones. This insight and 
understanding will prove valuable to planners working in many areas of the SANRU 
project, in addition to health financing. 

Current in-service training should be modified to include instruction in how to 
use the procedures manuals and management notes (see also Section 5). 

4.2 Develop a,d field test accounting procedures manuals and financial manage
merit notes for Stage 2, strong financial accounting systems, featuring double-entry 

bookkeeping and accrual accounting. This should include the development of a standard 
chart of accounts for health zones, adapted from the Zairian national chart of accounts 

(PCZ). Once again, procedures manuals and management notes should be written for 

both the zone and the reference hospital. 

The procedures manuals and financial management notes should follow the same 
format as those developed for Stage I systems. The Project Sante Pour Tous Kinshasa 
(SPTK) is engaged currently in testing a double-entry bookkeeping system in several 

urban health zones. While the system being tested is somewhat unusual because it is 
adapted to the particular needs of the SPTK project, their experience will be edifying for 

SANRU and REACH as well, and should be monitored closely. Recommendations regar
ding dissemination of Stage 2 materials are discussed in Section 5. 

4.3 Develop and field test accounting procedures manuals and financial manage

mrent notes for Stage 3 systems (cost accounting) for the zone and reference hospitals. 

Following the development and testing of documentation for Stage I and 2 
systems, cost accounting manuals and management notes should be written. Hospital 

cost accounting should be a priority concern at this level, given the high volume of 
diverse services and well-defined service departments or "responsibility centers" found in 

reference hospitals, and the important pricing decisions faced by hospital managers. 
Cost accounting is a particularly helpful management tool in such settings. Recom
mendations regarding training and dissemination of Stage 2 and 3 materials are discussed 

in the following section. 
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5. RECOMMENDATIONS FOR TRAINING 

5.1 Design pre-service and in-service training strategies for managers (MCZs, 
MDHs), administrators (AGs), and other operating personnel which will enable them to 
understand and use the accounting procedures manuals and financial management notes 
described in Section 4. 

As FMIS design efforts produce new materials and define new responsibilities 
and tasks for zone and hospital staff, pre- and in-service training strdtegies must be 
revised and new curricula added. The Training Task Force should discuss possible 

strategies and develop proposals for necessary interventions in this area. It is likely that 

Stage I systems improvements can be implemented without radical changes in existing 
training strategies, although some changes in curricula will be necessary. Stage 2 and 3 
improvements will require more far-reaching adjustments, however, such as the 
introduction of financial management internships in regional "teaching zones" operating 

model financial systems. The teaching zone strategy is described below. 

5.2 Establish model Stage 2 and Stage 3 financial systems in at least one "teaching 

zone" per region, to provide opportunities for hands-on training of management and 

operational staff. 

The principle behind teaching zones is much the same as the principle behind 
teaching hospitals: in addition to providing health services within their catchm nt areas, 
one of the primary goals of these zones will be to accept interns from other zones and 

train them in the operation of advanced management systems and financial management 
decision-making. The teaching zones should provide longer interships to AGs just coming 

out of school as well as short refresher internships and training seminars for MCZs, 
hospital directors, experienced AGs and accounting secretaries. As the health zones 

begin to decentralize management organization and create a new cadre of middle mana
gers with significant deicison-making responsibilities, the teaching zones should provide 

internships at this level as well. 

The teaching functions of these zones should be subsidized by the government or 
donor agencies at the beginning, with the eventual goal of self-financing through charges 
to health zones which sponsor interns. The hands-on experiential learning model is likely 
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to be more effective than the current program of classroom refresher training, and the 

cost per training hour will probably be less because of the location in the regions and the 
reduction in travel costs. It is difficult to make any projections about cost at this point, 

however. 

6. CONCLUSION 

The administrative autonomy of the health zones and ,heir struggle for financial 

independence cause them to operate in ways that are strikingly similar to small, non

profit businesses. Lessons learned from the business world are perhaps not irrelevant, 

therefore. One such lesson can be gained by reading the words of a Japanese business 

executive, Akio Morita, Chief Executive Officer and Chairman of the Board of SONY 

Corporation. In his book Made in Japan, Morita writes: 

No theory, plan or government policy will make a business a 
success; that can only be done by people...In the long run-and I 
emphasize this-no matter how good or successful you are or how 
clever or crafty, your business and its future are in the hands of 
the people you hire. 

Zaire's health zones, like businesses, are deeply concerned about their bottom 

line. The reasons for their concern are different, however: the health zones care about 

their financial performance not for profit, but for survival-and for people: the health 

and well-being of the communities they wish to serve. While the stated objective of this 
SANRU/REACH activity is to improve financial management information systems, a 
second and equally important objective is hV.man development, i.e. training and educating 

health zone personnel to provide them with the skills they need to ma,-,age successfully. 

Only financially healthy, well-managed zones can fulfill their mission to provide high 
quality comprehensive primary health care services to the Zairian population. 
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ANNEX A
 

LIST OF QUESTIONS FROM STUDY QUESTIONNAIRE
 

ETUDE SUR LE SYSTEME D'INFORMATION DE GESTION FINANCIERE
 

SUREAU CENTRAL DE LA ZONE
 

REPONDANT(S)
 

ZONE DE
 

I. GENERALITES
 

1. Donn~es G6ographiques, D6mographigues, et Economiques
 

1.1 	Location (r~g., S/R), superficie, date'de la creation
 

et direction
 

1.2 	Limites
 

1.3 	Population et ses caractdristiques (densit6, TOT,
 

groupe age...)
 

1.4 	V~g~tation et saison
 

1.5 	Activit~s 6conomiques
 

1.6 	Voles d'accds
 

2. 	Infrastructure mrdicale
 

2.1 	C.S.
 

a) Nombre et appartenance
 

b) Fonctionnel ou non
 

c) Nbre de nouveaux cas par mois, en moyen
 

d) Population d6sservie
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II ORGANISATION
 

A. Introduction
 

Le but de ces questions 
est de comprendre:
 

1. La structure de 
la zone;
 
2. Les attributions 
et les r~lations entre 
les unites;
 
3. Les attributions et 
les relations entre 
le personnel
 

aux 
niveaux differents;
 

Si nous comprenons 
les 641ments ci-haut 
cit~s, cela nous
 
aidera A mieux anticiper et 
6tablir les besoins dtinformation
 
qui se trouvent A chaque niveau.
 

B. Expliquez l'organisation 
et le fonctionnement de 
la zone
 

(organigramme).
 

1) Attributions des differentes unit~s 
(BCZ, HGR, ITM,
 
CSR, CS, 
PS, ASV, diff~rents comit~s).
 

2) Les relations qui existent entre 
les unit~s en ce qui
 

concerne:
 

-- mndicaments et 
le materiel
 

-- superviston 

--cas rdf6rds
 

C. Expliquez l'organisation et le fonctionnement du bureau
 

central.
 

1) Attributions des postes.
 

2) Personnel plus leur formation.
 

3) Grille de personnel
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D. 


1. 


2. 


3. 


4. 


III. 


LA PLANIFICATION
 

Quelle est 
votre politique sur l'autofinancement des formations
 
sanitaires de la 
zone ? Utiiidez-vous les recettes d'une
 

formation pour subventionner une autre, par exemple, les
 

recettes d'un centre 
de sant6 cr6diteur pour subventionner un
 

centre de sant6 d~ficitaire ? Comment Otes-vous arriv6 A cette
 

politique ?
 

Comment 6tablissez-vous les critdres pour ouvrir ou 
fermer un
 
centre de santd ?
 
[ENQUETEUR : Chercher 
A savoir les informations qu'ils
 
utilisent].
 

Quel est 
votre mode de paiement est comment l'avez-vous
 
choisi.' Quels sont les indicateurs que vous utilisez pour
 
6valuer ce systdme ?
 

Comment ddterminez-vous la tarification des soins ?
 

COMPOSANTS DU SYSTEME DE LA COMPTABILITE GENERAL
 

Le but de cette section est de comprendre comment le
 
syst~me d'information fonctionne actuellement et d'6valuer
 
l'efficacitd et lefficience du systdme. 
 Nous allons d'abord 
concentrer nos efforts sur le systime de la comptabilit6 
gdn~rale; puis dans la section suivante, nous allons regarder
 

la comptabilitd budgetaire et 
la comptabilit6 analytique.
 

Les sujets qui seront 
touches sont ]es suivants:
 

1. Enregistrement et livres 
de base
 

2. Plan comptable
 

3. Contrle
 

4. Rapports
 

5. Subsides
 

6. Investissements
 

7. M~dicaments et Inventaire
 

8. Personnel
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1. ENREGISTREMENT ET LIVRES DE BASE
 

1.1 Expliquez-nous le ddroulement du travail comptable a partir
 
de lencaissement jusqu'au rapport.
 

[ENQUETEUR : Les 
restes des questions sont pour dclaircir les
 
points obscures]
 

1.1 Quels sont les livres utilisds pour la comptabilit6 pour
 
votre unitd ?
 
[ENQUETEUR :voir les documents et 
les livres et en savoir
 
Il'utilit ].
 

a) pieces Justificatives (regus, factures, quittances).
 

b) livre de caisse
 

c) conservation des pices justificatives
 
d) journal pour les operations non-mon~taires
 

e) grand-livre, reprennant tous 
les comptes ouverts dans
 
I'unitd.
 

f) cahier des conventionnds
 
g) expliguez-nous les instructions comptables sur 
les
 

- pidces justificatives (comment il fait 
pour faire
 
sortir l'argent de la caisse)
 

- avances
 

- rapports
 

h) autres aprciser
 
[ENQUETEUR : Noter si leur syst4me comptable est 
en parti
 
simple ou 
en parti double]
 

2. PLAN COMPTABLE
 

2.1 Decrivez-nous comment votre plan comptable est organis6 et
 
comment vous l'utilisez ?
 
[ENQUETEUR : voir le plan et noter lea codes des comptes

Noter si lea transactions ci-aprOs sont reprises dans les
 
numdros de code 
:
 
a) recettes de chaque cat~gorie
 
b) d~penses de chaque cat~gorie
 

c) les avoirs
 

d) les dettes
 
e) les cr~ances 
(accounts receivable)]
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2.2 Quel est le contenu 
des comptes suivants
 
a) m6dicaments ?
 
b) salaires
 

-, fournitures de bureau
 
d) supervision. 

e) transport
 
[ENQUETEUR 
: Noter si le contenu est 6crit].
 

3. CONTROLE
 

3.1. Est-ce qu'il y a un 
contr~le de la caisse ?
 

3.1.1. 
 Qui le fait ? 
3.1.2. 
 Quelle en est la p~riodicitd ?
 
3.1.3. 
 Quels sont les domaines du contrOle ? 

[ENQUETEUR : exemples : 
a) separation entre lordonnateur et 
le caissier
 
b) l'authenticit6 des pi~ces justificatives
 
c) exactitude arithmdtique
 
d) livrpts non-d~tachables et pagin~sJ.


3.1.4. 
 Quel eat votre systdme de contrOle des avances 
?
 

3.2. Est-ce que 
vous avez un compte en banque ?
 
3.2.1. Est-ce que vous 
faites le contrOle de 
ce compte ?
 

[ENQUETEUR : Chercher A savoir quelle sorte de contr~le
 
par exemple la vdrification de modalit6 d'6 tablissement
 
des chaques].
 

3.3. Est-ce que vous 
faites le contrle de la paie ?

[ENQUETEUR : 
Par exemple, vdrification de la feuille de paie,

pr4sence journali~re].
 

ENQUETEUR 
: Noter l'organisation du secr~tariat et 
la conservation des
 
documents.
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4. RAPPORTS
 

4.1 Apr4s tous les 
travaux comptables que vous 
faites, quels
 
rapports financiers vous 
6laborez ?
 
[ENQUETEUR 
: Noter les contenus, la pdriodicitd, les

destinataires, s'il y a un module A suivre et garder des
 
exemplaires].
 

4.2 Qu'est-ce qu'on fait de 
ces rapports ?
 
[ENQUETEUR : Chercher A savoir s'ils utilisent les rapports
 
a prendre les d~cisions et 
s'ils se r'fdrent 
aux rapports
 
de temps en temps].
 

4.3 Est-ce qu'il y a un 
rapport sur 
le personnel ?
 
[ENQUETEUR : Noter 
le contenu, la pdriodicit6, les
 
destinataires, s'il y a un mod4le A suivre, et 
garder un
 
exemplaire si possible).
 

4.4 Qu'est-ce qu'on fait 
de ce rapport ? 
[EtJQUETEUR : Chercher A savoir s'ils utilisent le rapport a
prendre les decisions et s'ils se 
r~f~rent au rapport a 
temps]. 

4.5 Est-ce qu'il y a un 
rapport pour les matriels et les
 
m~dicaments ?
 
[ENQUETEUR 
: Noter comme question 3.3.].
 

4.6 Qu'est-ce qu'on fait de ce 
rapport ?
 
[ENQUETEUR 
: Noter comme question 3.4.].
 

4.7 Est-ce qu'lil y a d'autres rapports ? (Par exemple, les
 
comptes rendus, les procds-verbaux).
 
[ENQUETEUR 
: Contenu, p~riodicit4, destinataire, moddle A
 
suivre, exemplaires].
 

4.8 Qu'est-ce qu'on fait de ces 
rapports ?
 
[ENQUETEUR : Comment ces 
rapports sont utilisds].
 

4.9 Comment utilisez-vous des informations des sources
 
iniormelles ?
 
[ENQUETEUR ; Par exemple, l'information verbale sur 
les
 
vols des m4dicaments, rapports non-officiels comme une
 
lettre anonyme. Nous voulons 6valuer l'importance des
 
sources 
informelles dans l'organisation].
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SUBSIDES
 

5.1 	Est-ce que vous 
recevez les subsides ? DecLlvez-nous les
 
sources.
 
IENQUETEUR 
: Noter si le subside dtait pour le
 
fonctionnement ou 
pour l'investissement].
 

5.2 	Comment comptabilisez-vous les subsides ?
 
[ENQUETEUR : VWrifier si tous 
les subsides sont 

comptabilis~s et si non, pourquoi pas).
 

5.3 	Y-a-t-il une 
integration des subsides dans la com',tabilit6
 

globale ?
 

[ENQUETEUR : Vrifier dans le& 
rapports financiers si les
 
subsides sont effectivement repris].
 

5.4 	Comment valorisez-vous les services des 
volontaires ou
 

coop~rants expatrids ?
 

5.5 	Qu'est-ce que les donnateurs attendent de vous 
en retour de
 

l'assistance requ ?
 

[ENQUETEUR 
: Noter les rapports ou d'autres documents
 

exigds].
 

6. INVESTISSEMENTS
 

6.1 	Enregistrez-vous les 
investissements ? Si oui, 
comment les
 
enregistrez-vous ?
 

6.3 	Faites-vous les amortissements ?
 

6.3 	Si 
oui, quel est votre mode de calcul des amortissements ?
 
[ENQUETEUR : Chercher A savoir la m~thode utilis~e et
 
qu'est-ce qui a d~termin6 le choix de ce 
mode de calcul ?].
 

6.4 	Si vous ne faites pas les amortissements, pourquoi pas ?
 

6.5 	Faites-vous des inventaires du materiel 
?
 

[ENQUETEUR : Noter la 
p~riodicit4].
 

6.6 Comment se fait la planification des investissements et 
de
 
la maintenance ? L'objet est de savoir la source des
 
informations utilisdes pour 
cette planification.
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6.7 	Comment contr6lez-vous l'utilisation et 
la maintenance des
 
v~hicules et des 
4 quipements ?
 

a) V~hicules 
 b) Equipements
 

6.8 	Avez-vous des batiments pr
4 sentement en 
construction ? 
Si

oui, est-il possible de connaltre la valeur de chaque
 
batiment au 
stade actuel ?
 

7. MEDICAMENTS
 

7.1 D~crivez les procedures suivies pour commander lea

mddicaments. 	L'objectif consiste A savoir tous 
ce qui
 
entourent cet acte de commande.
 

7.2 Comment d~terminez-vous le stock de s~curit4 et 
la
 
pdriodicit6 de commande des 
m4dicaments ? L'objet de
la question vise a connaltre lea informations A partir

desquelles vous 
d~terminez ces 6l4ments.
 

7.3 	Comment contr6lez-vous la 
consommation des m
4 dicaments?
 
7.4 	Comment contr~lez-vous la validitd des m~dicaments ?
 
7.5 Quel est votre mode de tarification ?
 

[ENQUETEUR 
: Chercher A savoir 
lea informations
 

consid~r~es].
 

7.6 	Faitea-voua lex 
inventaires ? 
Si oui, A quel rythme?
 
7.7 	Etea-vous satisfait do votre sy'steme actuel de gestion des
 

m~dicaments ? 
Expliquez pourquoi ?
 

8. PERSONNEL
 

8.1 	Comment le personnel est-il g~rd ?
 
a) selon le statut du personnel de carrire de la 
fonction
 

publique ?
 

b) 	selon le 
code do travail ?
 

c) 
d'apr4s d'autres procedure dcrites.
 

8.2 Quels sont lea documents et les dossiers que vous 
gardez
 
sur le personnel ?
 
[ENQUETEUR : Regardez quelques dossiers et d~crire le
 
contenu 
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8.3 Comment fixez-vous le salaire d'un employ6 ? Selon quels
 

crit~res ?
 

8.4 	Comment calculez-vous les salaires du personnel 7
 
[ENQUETEUR : Noter gain (base, prime, ancienn~t6), retenu
 
(imp~t, INSS, taxes), net].
 

8.5 D~crivez-nous votre systdme de paiement des salaires.
 

IV. 	BUDGET ET COMPTABILITE ANALYTIQUE
 

1. BUDGET
 

1.1 	Faites-vous les pr~visions budg~taires ? Si oui, les
 
faites-vous pour les secteurs suivants
 

a) investissements
 

b) tr~sorerie
 

C) m~dicaments
 

d) autres charges de fonctionnement
 
e) recettes de fonctionnement
 

[ENQUETEUR : Voir les budgets].
 

1.2 Sur quelle base le budget est-il tabli ? (tapes et
 
information r6quise).
 

1.3 	Qui participe A 11'laboration du budget ?
 

1.4 	Quand le budget est-il 6labord ?
 

1.5 	Faites-vous le contr~le budg~taire; c'est-d-dire la
 
comparaison entre 
les previsions et les rdalisations et
 
l'analyse des 6carts ?
 

2. COMPTABILITE ANALYTIQUE
 

2.1 	Est-ce que vous 
dressez un compte d'exploitation pour
 
chaque service ou entit6 aussi bien que pour la 
zone en
 
g~n6ral ? 
Si oui, pourquoi les faites-vous ?
 

2.2 	Enregistrez-vous les d~penses et les 
recettes par service
 
ou de fagon globale ?
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V. MOTIVATION
 

1. 
 Qu'est-ce qui est pr4vu pour permettre ou stimuler les
 
diffrents comit~s et 
personnel de faire leur travail ?
 

2. 	 Tenez-vous des rdunions pour la 
comprehension des objectifs par
 
tout le personnel ?
 

3. 	 Est-ce que Vous avez un 
syst~me dldchellonnement des grades ?
 
Ddcrivez-le.
 

V1. PERMEABILITE DU CHANCEMENT
 

1. 	 Est-ce que vous 
considdrez que votre organisation actuelle est
 
d~finitive ? Pourquoi ?
 

2. 	 Qu'est-ce que vous souhaiteriez changer dana votre systdm,

actuel et quelles sont vos preoccupations majeures ?
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ANNEX B
 

NCURRENT SYSTE FOR MGEMT CCNTFrL C HEALTH ZCNES BY SANRU 

In the six months since Manunga has been with SANWJ, he has visited 15
 
zones in his capacity as Chief of Management Control,
 
Divisicn of Planning and Supervision. He hopes to visit 50 SANRJ-assisted
 
zones by next spring. His primary objective in visiting these zones is to
 
assess the quality of management (personnel, financial, material and
 
drugs supply, and general administration) as well as verifying progress
 
towards autofinancirq and self-management. A secondary objective of his
 
visits is to control the use of SANRU funds for supervirion, training,
 
and rhabilitation of infrastructure.
 

So faz, Manunga has been able to spend only t days per zone, tine he
 
considers largely insufficient. He spends this time at the BCZ, evaluating
 
the central office operations, and has not evaluated the managemant of 
hospitals nor has he dealt directly with health centers. 

Using a management checklist with 100 points, Manunga scores each
 
zone according to a scmmatht subjective five-category scale (very bad, 
bad, sufficient, good, very good). The checklist is divided into seven 
areas: Organization (general adinistration); Financial Management; 
Management of Drug Supply; Management of Material and Equipment; Supplies 
Manageent; Personnel Management, and Autofiancing/Self-Management Capacity. 

So far Manunga has only bed time to report on 7 of the 15 zones. He 
produced a ired report..m these zones, but n the future hopes to 
produce individual reports on each zone visited. This will enable him 
to go into more depth on the strengths and weaknesses of each zone. 

A zone is scored "very bad" or "bad" if current management vystems in 
place are unable to permit minimum levels of planning, operation and
 
oontrol. This is usually detected by the lack of essential documents
 
aid by the ignorance of personnel as to the need for and use of these
 
documents.
 

A Zone is "sufficient" if enough documents exist so that an acceptable 
level of plannning, operation and control is evident. Concerning financial 
manageent, this means that the important documents are in place which 
allow the zone to follow cash mnvements and adequate control measures 
exist to protect the financial resources of the zone. For drugs/mat. it 
means that stock movements are followed and that material is tracked. 

Concerning autofinancing, Manurga examines the level of cost accounting 
of the zone to determine if the accounting system permits the zone to 
identify sources of funds and destination of expenses in such a way as to 
tell which health facilities are autofinancing and which aren't.
 

"Good" and "very good" are used to signal not only correct maintenance
 
of douments, but full reports and analysis.
 

In his report of 7 zones, Manunga added a sixth category of evaluation,
 
"insufficient" which indicates that the essential documents exist, but 
they are poorly maintaine and used. 
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Manurqa judged that 5 out of the first 7 zors had sufficien.; systans
in 	place for gernral administration, personrel managemit, drug supply,
material and uupplies managnmant. Only on. m had a sufficient financial 
manaqmnt systzu, however, and ail zones wara classed as insufficient 
concerning autafinancing capacity and the role of the health ommittee in 
cont-oJlir the health centers. 

Sane findings which were consistant across the zores included: 

" 	 Lack of written prrocduzes and instructiorn, both for ger3ral
anistrative tasks and for bookkeeping and accounting functions 
in partic Liar. Most zones rely on oral transmision of operating
procbares, responsibilities, and tasks. 

" Mixing of h~spital and zone drugs in the managment of the two
pharmacies. Althouh most phacies kept stock cards for each 
drug, evidence of a suamary record and overall monitoring and 
cntrol of stock movazets was lacking. ' 

" 	Hcalth center recets cvered 40 to 70% of operating expenditures
in 	 the zores visited. 

* 	 Health camittees did not cnt. ol the manement of their health
 
oeters, due to i mfficient training in bookkeeping.
 

" 	 All zone personuel with aministrative and mwanuvt responsibilities
suffer seriously f=n lack of training in such tasks. In general the 
MCZ shholdered the major management responsibilities, and usually had 
not received training in administration and finance. Mhere permanent
aftinistrative personnel existed (acoountint, secretary, administrator),
they also had often not received sufficient practical training. 

" In six of the seven zones visited a secretary was in charge of administra
tion and accountixqo Only one of these secretaries was training in 

anting and manag-nt. 

The m evaluation checklist used by Manunra-m-K 	 isattaed to this 
note. Sinc; many of the 100 points included in the decklist are not 
self.-exlanatory, I have included an anrtation of the decklist to clarify
the more obscure points. 

(Seven zones visited: Kikongo, Idiofa, 	 and=anza, Ipamu, pkala, Sona-Bata,
Kisantu. Sub-regions of K _lu and Lukaya.) 
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--------- -------------

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

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

PROJET SANRU (USAID-DSF'-ECZ) -
5SF EN MILIEU RURAL 
B.P. 3555
 
KIN I
 

FICHE D'AFFRELIAFION DE LA GESTION 
DES RESSOURCES DES ZONES DE SANTE 

EN MILIEU RURAL 

I---------------------------------
APPREC IATI1ON
 

IDOMAINE DE GESTION 
 1TM I M I S I B ITB 

I.Org n sation: I I I I I
 

11.-Organiorainme de la zsr:
 

I
 
12.-Conformation avec politique sspl

I ' (BCZHGRCSR,COM.S.CS) 
 I I I I I

I-----------------------------------
I -Supports de lPefficacite I I I I I
 

- -- -- -- -- - - - -I 
 I I I I I
I 3-Plans d'action 
 I I I I
 
I----I---- I ---- I---- I
I 4-Repartition de responsabilitest I I I
 

I----------------------------------------I--

I 5-Emission ecrite des instructioni
 

I-----------------------------------I----


I- - - - - ---------------------- I-- I---I-- I --- I---I 6-Systeme de delegation I I I
 
I------------------------------------
 I---- I---- II 7-Collecteqtrait.,diffusion et 
 I I I I I 
I conservation des informations 
I I I
 
I (cfr travaux bur+cla=seur) I
 

-- I-- -- I-- -I 8-Rythme des reunions et vulga- I I I I I
 
I risation objectifs zsr) I I I I
 

-------------------------- I----
---- I---- I ------ I
I 9-Calendrier annuel des activitej I I I
 
I---------------------------I----
 I----I---- I----

I 1-Direction (autodercoc laisser-I 
I faire) 

I I 
-~ 

I---- I-----
I -Controle 

-*-I 
I------------------------------------

I -- --- ---- -I
 

I
I 1l-Indicateurs :I 
 I 
I--------------------------------------

I 12-Domaines du controle
 
I (techn.adni.et financier) 
 I I I
 
I-----------------------------I----
 I---- I---- I----- ----

lII.GESTION RESS FINANCIERES 
 I i
 

1.-Reglement financier et de comp-
I tabilite 
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12.-Controle interne I
 
I (ordonnateur/caissier)
 

I ----------------------------------

3.-Ordre dans la comptabilite I
 

14.-Plan comptable de la sr
 
I - - - - - -- - - - - - - - - - - - - - - --I--- - - - - - - - 

15.-Comptabilite a partie double I
 
I---------------- I---I-I---lI 
16.-Enregistrement analytique des I 
I recettes et depenses I 

I7.-Livres comptables essentiels I 
I GJ,caisseGLqbalance) I 

I -- -- - -- - - - - - - - - - - - - - - I -- - I -- - I - - 1-- - - I - - I 

I 6-Composition du rapport financ I 
I ------- -------- II I 
I 9-Feriodicite du rapport financ I 

I--------------------------------------I 
I 1C-Reglement authentfication I 
I des pieces justificatives I 

I----------------------------- ------ ---------- I 
I 1l-Antecedents du personnel de I 
I comptabilite I 
I--------------------------------------.- -
I L:-Utilisation de la caution poul 
I caissier 
I------------------------------------ ---- -- -- --
I 1-Compte bancaire de la zsr I 
I-----------------------------------I---- I -I -I- I I-- I I--
I 1'-Controle du courrier (central-I 

decentral) I 
I--------------------------------------I 
I 15-Fieces just.a modele unique I 
I--------------------------------------I 
I ln-Separation ressources ZS de I 
I . ressources des tiersl 

I 1i-Ex:istence d'un budget de fct I 
I---------------------------------- I---- I --- I--I---I--I 
I 1-Prevision de tresoreria I
 
I------------------------------- -- I-- -- I--
I 19-Delai do validite des B. ?rovl 
I visoires I 
I---------------------------------------I 
I 2.-Reglement des avances s/salail
 

re I
 
I--------------------------I-----I---- I----I----I----
I
 

I 21-Min do fin d'emercice I 
I-------------------- ------------------ I 
I 22-Calendrier du conLrole de la I 
I caisse et par qui
 

I---------------------------------
I 23-Prevision d'audit extA par quI
 
I--------------------------------------I 
I 24-Organisat. de la perception I 
I -----------------------------------
I 2t~- Fourqoui ? I I I I I I
 

I------------------------------------I 



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

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

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

-----------

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

1 26- Conservat. deb Fces jUttIfc. I 
-

111 
 GESTION DES MEDIUMMENTS 
 I
 

I-Organisation de 
l'approvision:
 

I 1-LOudget previsionnel? I
I ----- -- ---- ---- -------- ------- ----
I '--CL, buqdet est etctli par qui?I
 
I - - - - - - - -  -

I ;3-Sxir base de quoi? 
- - - - - - - - I 

I 
- - - - I - -

I-- - - -  - - - - - - -- -.----
- .I-- -- -- I--I--I
 
I 4-Froqramrtme d'.approv.? I
 

I -- - -- - - -- - - - - - - - - - I - - - - I - - - I - -I 5-Fays d'approv.-pq? 
-

I 
I -- - - - - - -  - - - - - - - - - I- - - - -- - - - --
I 6b-Liste standard ae medic. 
 I 

a commander I 
I -- - - - - - - - - -- - - - - - -- I- - -- - -- I  - I- -I 

- La commande: I 

I 7-Faite par qui?
 
I------------------------------------ ---
I-- I--I--- --

I 8-Comment (ecriteoraIe) 
I-----------------------------------I---- ---- -- I---- I----
I 9 -utilisatior de- bons 

(Requisition) 
I----------------------------------
I -Reception et stockage: I I 

-- -

I 10-Existence pharmacle de zone I I 
I ---------------------------- I -- -- I-- ----I 11-Lieu de stockage de med I 
I ------------------------------- I-- -----

I 12-Competence du crarge de phar I. 
I--------------------------------------- I ---- I -- I -- I I
I 13-Systeme d'enregistrement 
 I
 

entrees-sorties 
 I
 

14-.Eiches stocks,regist,-es I
 
stocks- I
 

I-----------------------------------
 --- I--I--I--1--.
 
I ~15-Politique -pour naitdicament a I 
I ,,expiration imminente 
I----------------------------------

I 16-Systeme de rangement -I
 

1-ejsd euieo 'l-I ---- ----------------------
 -----I----------I17-Seuils de securte ou 
d'ala-


I ----------------------------- I I ---
18-Rythme des inventaires .°.
 

I -Repartition 

I 19-Fiche de requisition par csI
 

I 20-Liste type 
 I 
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----------------------------------

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

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

-- - - - -

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

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

I 21-CS-autofinances en medic? I 

I 
I 

22-Controle d'utilisation des 
medicaments dans cs 

I 
I 

I 23-Pri: de vente prefix:es de I 
medicament I 

24-Analyse des ecarts 
/utilisatil 
. on/cs et explicaticjn 

- -- -- ----- -- ----- - - - - I-

IN GESTION MATERIEL ET EQUIPEMENT I
 

I -La commande 

11-D'apres besoin 
recenses d'avancel
 
-- ?I-

12-Apres conlormation avec 
ressour
 
ces disponibles?
 

13-Sur base ecrite?
 
I------------------------------------
I-Stockage
 

14-Depot principal I
 
I-----------------------------------
I--

15-Systeme d'inventaire et 
d'enre- I
I gistrement I 
I----------------------------------
16--Classement des bons de 
livrai- I 
I 
 son
 
I-----------------------------------

I-Sortie de stock
 

17-Sortie des registres do stock I
 
I----------------------------------
I8-Etablissement d'un bordereau 
 I
I de sortie I 
I----------------------------------
19 -Inscription sur la I
fiche du 

I 
 service beneficiaire
 

I------------------------------------

I-Controle 
et entretienI
 

- - - ------ I 

IO-Instructions ecrites/materiel 
 I
 
I------------------------
ill-Calendrier d'inspection
 
I ----------------------------------- I--
I12-Detection et 
interprztation desl
 

acarts
 

I12-Inventaire annuel 
 I
 

I-Materiel roulant
 

114-Instructions ecrites/leur usagel
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-- I--I--I--I 

-- I-- -- I-

--- I---I--

I I II
 

-- I-- -- I--

I-----I-- --



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

15-Cahier de bard vehicule
 
I- -- -- -- --- -- -- --- - ---- - --

I16-Rythme des entretiens et ou ? I
 
-


V.-GESTION FOURNITURES
 

I -Budget d'approviiionnement 

2-Magasin
 

3-Fiches de stack
 

4-Requisition
 

I~~~~~~- - ~ --~ --- -- - --- --- - - 

5-Responsable
 

I~~~~~~- - ~ --~ --- -- - - -- --- - - 

16-Prevision de distributionI
 
I ~ et de quantiteI
 

VI-GESTION DU PERSONNELI
 

-Embauchage
 

11-Systeme d'identification,
 
I recrutement et selectionI
 
I-- - - - - - - - - - - - - - - - 
1-Utilisation du personnel-"'
 

2-R.O.I.
 

3-Description de pastes
 

4-Relatios professionnellesI
 
I bien definies
 

-Pr omot ion
 

5-Organisation generale du servi

ce
 

16-Dossiers indviduelIs+contenu)I
 

/1-Criteresprealables d'avancementi
 

8-Programme de formationI
 

-Evaluation du personnelI
 

19-Fiche d'appreciationI
 

I-- - - - -- - - - - -- - - - -- -
 I ....
 
I1 - u e v s o 
 I
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-- -- ---- -- 

ViYI. AUTOFINANCEMEN tET AUTDCGESTION I,' I 

1-Cantr.,b1utonde.chaqu6 CS 

k~IZ Contr~ib'uio de organisaies(ONG) I ~j~I I 
- ----- - -- 4.. 

.

-2~
14,-aati1ci pat ion do la populationy I I
 

I5ontitio-di ainor t i seaients I4 I 
 z~ 

~ ~~- :1 ~ S ..Cat'espar. i'e I~les 4VS~I '' 

- --- -~---- --- - 
~*-~ ~-~-t~ 'WCates'V VS max imum-< "'I 

- --- 7 - - -

IIoy I,--I % 
I AFPF:RECIATION; GLOB&HLE~ 

IECHELLE~CARACTERIS I E.: ... .. .. .... .. .. .. .. . .... . .. P c)Hurc n't~a 

1,I1.Pas bes in de forma~tion,~1 ~ 
~~I~&~son ~d 'une formationgn~

11., Besoin. d l f6V"ormat ion 'indispensable- en:-s( 1 .i.&...'. 

' I c) . . . . .. .~4. . . . . . . . .- . . .... . . P P, P 

14~~~~~ bonduefiitin aultat ve en: (1)~ 

4-~~ . .S . . ."'4. 4 ...... .'5 ... .'~~ ..4 PP* ..t. .' c. . .. . . . . . ..- . 

lb)~--- . . . . . . . .. . . . . ... . . . su.- . ~ ~ e . .. - .e .- . e - . . ... ..4-4i'r 4'-' 4s -1 
.-.- . .' . .j4. ." . . ~ . .
 

- - -~ - -  - - ~ - - - - - 

7-- - -- -- - -

'4'i 

- -4 



Suffisant 
 I -Formation sc indee en 2 ,
I 1 Dcaiineb e.: igwFt un
 
I oblgatoire(mauvals 
et tr

I 2.Domaines 
a formation fQ

I et non iminente suffisant
 

I Ban I Idem 

Tres Bon 
 I Idem
 

1(*)-Pour 
1'echelle "suffisant nous considerons qu'une

Iproportion depassant 30%,necessite la programmation

Id'une formation dans quelques domaines classes
 
Idans cAtte cateqorie
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Explanation of Selected Itans in the
 

SANRU Manaement Evaluation Checklist
 

Orqanization
 

1. 	 Dces the zone have an organigramme? Is it standard? 

2. 	 Does the zone have all the elements required to implement a PHC
 
strategy?
 

3. 	 Does the HZ elaborate action plans? 

4. 	 Are the responsibilities of staff members clearly defined and logically 
assigned? 

5. 	 Are there written procedures for admin/management activities? 

6. 	 When the IMCZ has to leave the zone, does he officially leave someone
 
else in charge?
 

7. 	 Are doc mnts classed in an orderly way? 

8. 	 Do staff get together regularly? Do they all understand the goals and 
objectives of the zone? 

9. 	 Does the accountant have a calendar of when activities are to take plac 
(when the books should close, for example). 

10. 	 What is the management style of the MCZ? How are decisions made? Why 
did the MCZ adopt this management style? 

11. 	 How does the zone knm when objectives have been readhed? How do they 
measure perforMance of personnel? 

12. 	 In what areas do controls exist (technical aspects, financial/admin.?) 

Financial Manaement 

1. 	 Is there a document which defines the tasks of the financial staff
 
ard hw they are to carry tham out?
 

2. 	 Is there separation between the person who approves an expense and
 
the person managing the cash box? 'Are there other aspects of
 
internal control? (ledgers and journals with bound and numbered
 
pages, 	 etc.) 

3. 	 Are books in general order?
 

4. 	 Does the zone have a chart of acunts? 

5. 	 Isthere double-entry bookkeeping? 

6. 	 Are transactions classified by both object and service (reap. center)? 
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7. 	 Does the zone keep all the essential books (General Journal, Cash
 
Journal, General Ledger, Trial Balance)?
 

8. 	 What is tha ' mqosition of the "financial report"? Does it include
1) cash flow statamnt; 2) in e stateent; and 3) comarison of 
budgeted with actual revenue and expenses? 

9. 	 How often is the financial report produced (sufficient = monthly) 

10. 	 Are there rules which determim the supporting docuiments necessary
for each type of tansaction? (bills, invoioes, signatures, etc.) 

11. 	 Has the zone ever had any problems with financial personnel, mis
appropriationi of funds, etc.? Mat were the circumstances?
 
What changes were made as a result?
 

12. 	 Is there a security deposit required frcm the cashier, to be applied

against possible future shortages in tha cash box due to miscalculation
 
or misappropriation of funds.
 

13. 	 Does the zone have a bank a unt or other acoumt to keep money safe? 

14. 	 Is there a good system for recording incoing and outgoing mail? 

15. 	 Are standard printed form used for invoices, receipts, etc.? Are
forms made up which are unique to the zone? (better for control if 
fonms can't eaily be falsified or purchased in the market) 

16. 	 Is there separate acxounting for subsidies? 

17. 	 Does the zone use an expense budget? 

18. 	 Does the zone make cash flow projections? 

19. 	 When money is advanced from the cashbox for purchases, how moon is 
it accounted for with a receipt or bill? 

20. 	 Is there a fixed date when advances are acrded (fr= salaries)? Are 
ther rules goverrdng Kadacs againt wlares? 

21. 	 Does the zone produce an inrcme stataent or balance sheet? 

22. 	 How often is the cashier controlled, and by whom? 

23. 	 Does the zone schedule periodic external audits, and by whrm? (0/15) 

24. 	 How is reception of money organized? Wo takes the money, and how long
is the "circuit"-i.e. how many people handle the money between the 
initial receiver and the final cash box? Are the proper receipts
issued along the way? 

25. 	 Why is the systan organized as it is? 

26. 	 How are. supportirn dcuments kept? Chroalogical order, separate dossiers? 
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1. 	 Is there a budget for drug expenses and revenue? 

2. 	 Who establishes the budget? Is there input frn many sources 
(different servics, MCZ, pharmacist)? 

3. 	 How is budget established? Did zone look at historical figures,
 
cost, past ruptures of stock?
 

4. 	 What is the rytkm of procurment? %batproblem exist with 
omnunication and how have they been resolved?
 

5. 	 Where are drugs procured, and hiy? 

6. 	 Is a standard list of drugs used to guide order? 

7. 	 Who orders drugs for the pharmacy?
 

8. 	 How is an order made? Written or oral? How does money leave the 
cash box? 

9. 	 What doomentation is used for releases of drugs fmu phannacy? 

10. 	 Is the= a zonm phaziacy? 

11. 	 Where are drugs stored? 

12. 	 What are the responsibilities and qualifications of the person in
 
charge? W does he report to? How is his work controlled?
 

13. 	 How are entries and releases of stock recorded? What docwents are 
used?
 

14. 	 Do stock cards exist? Is the zone controlling the stock of each 
type of drug? Can the zone tell the total value of stock in the 
p*a 	 cy at any time? 

15. 	 What des the mom do with drugs whic are close to expirin?
Do they try to sell them to other nearby health zones or private
facilities, or to ex hane drugs with other facilities? 

16. 	 How are drugs stored on shelf? Alphabetically or by type? Better 
not to organize by type, becau this makes ar ibiotics easier for 
a thief to find. 

17. 	 Are minimm levels of stock set (eargency stock)? How are levels 
determined? 

18. 	 How frequent are inventories? 

19. 	 Is there a standard requisition form for health centers to order 
drugs frcn the BCZ? 

20. 	 Is there a list of drugs 'reaxiended for health centers, or can they
order whatever they want? 
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21. 	 What proportion of health centers succeed in autofinancing with
 
respect to drug miJPlY?
 

22. 	 How in drug utilization contmlled in health centers? Are drug
sales ocpared to number of onsultations and d&qrw.., to make 
sure they orrespond? 

23. 	 Does the BCZ fix prices, or are health centers allowed to fix their
 
own prices?
 

24. 	 Are actual utilization statistics compared to budgeted to detect
 
variance? Are variances analyzed?
 

Material and Equipment 

1. 	 Are equipment and material purchased according to established needs?
 

2. 	 Do purchases consider available financial resources? 

3. 	 Are orders made orally or in writing? 

4. 	 Where are equipment and material stored?
 

5. 	 Are stock cards used? What information is available on cards? 

6. 	 How are receipts and recrds of distribution of equipment classified? 

7. 	 How are zvvents of stock recorded? 

8. 	 Is there a system of documentation for release of an itam from stock? 

9. 	 Is record kept of what service/individual has received what equipment/ 
material? 

10. 	 Do people receive written instructions of how to use and maintain equip/
material? 

11. 	 Is there a regular sddule for inspection? 

12. 	 Is there variance reporting?
 

13. 	 Does an annual inventory take place? 

14. 	 Are there written instructions or manuals for the use and repair of 
vehicles? 

15. 	 Is a log book kept to record use of vehicles? 

16. 	 How often is maintenance done on vehicles? Where? 
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Personnel Eanaq eent 

1. 	 Are there written criteria for selection/recruitment of personnel? 

2. 	 Whet rules exist to guide personnel and define procdures, benefits,

rights, etc. "Regljerents d'ordre interieur"
 

3. 	 Are there written job desciptions? 

4. 	 Are reporting relationships well defined? 

5. 	 How is the personnel system organized? (separate office?) 

6. 	 How are personnel files kept? ihat are the contents? Do files contain
only records of negative actions (sanctions, etc.)? 

7. 	 Is there established criteria for advancnt in the zone? (0/15) 

8. 	 Is there a progran for refresher training, and does the zone use people
who have been trained? In what capacities? 

9. 	 Is there a personnel evaluation fo=i? 

Autofinancing 

1. 	 Does the zone keep accounts that indicate clearly the contribution 
of each health center? 

2. 	 Does the zone keep accounts that indicate clearly the contribution 
of the government of Zaire? 

3. 	 Does the zone keep accounts that indicate clearly the contribution 
of non-gov -nmental organizations? 
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ANNEX C 

GLOSSAIRE TECHNIQUE...TECHNICAL GLOSSARY 

ACTIF .....ASSETS 

Le cot6 gauche du bilan. L'actif comprend les immobilisations (terrain, leslquiperent),
stocks (aleurs d'exploitation), et les disponibles les creances sur les clients, (1argent en 
caisse, et en banque). 

L'actif renseigne sur .I'utilisation des ressources. On l'appelle aussi "destination" ou 
emplois". Les valeurs de l'actif sont classees dans un ordre de liquidite croissante. On va 
des valeurs les moins liquides (immobilisations) vers les plus liquides (caisse et banque). 

AMORTISSEMENTS ..... DEPRECIATION 

Constatation comptable de la d~pr6ciation d'une immobilisatior. (matgriels, 6quipements,
batiments, vehicules, etc.) La dotation aux amortissements est enregistree au compte 
d'exploitation et constitue une charge non decaissee pour l'entite. 

AVOIR ..... CREDIT SIDE OF AN ACCOUNT 

Un autre nom pour le cote droit d'un compte. Voir aussi CREDIT. 

BALANCE..... TRIAL BALANCE 

Tableau dresse a intervalles reguliers qui pre'sente les movements et les soldes de tous les 
comptes ouverts dans l'organisation. Ce tableau permet P'tablissement du bilan et du 
compte d'exploitation. Avec la balance on peut verifier si les principes de Ia 
comptabilit6 en partie double ont et bien suivis. Cependant, la balance ne garantit pas 
que les comptes appropries ont eke effectivement utilises. Cest n6cessaire de faire un 
controle interne envue de s'assurer de I'exactitude des imputations. 

BILAN.....BALANCE SHEET 

Tableau resumant ' un moment pr&cis le patrimoine de l'organisation. Le bilan montre ' 
gauche les act-ifs de !'organisation (les emplois ou la destination de l'argent) et a droit les 
passifs (les ressources ou l'origine de Pargent). Donc, ' gauche nous voyons ce que
l'organisation possede, et a droite ce qu'elie doit a des tiers, plus ses fonds propres et les 
resultats. 

Le bilan est une representation statique de la situation d'une organisation. 

BON DE CAISSE (OU BON DE DEPENSE) ..... CASH VOUCHER, SUPPORTING 
DOCUMENT FOR A CASH DISBURSEMENT 

Pice portant l'auto-'isation d'effectuer Lin decaissement. 
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BON DE SORTIE ..... WITHDRAWL VOUCHER 

Normalement, pike justificative autorisant la sortie d'un actif (materiel on marchandise) 
mais, parfois ce mot est utilise peur designer abugivement un bon de depense. 

BORDEREAU D'ENVOIE .....STATEMENT, NOTE, PACKING SLIP 

Piece justificative accompagnant la livraison des stocks ou mat'riels. Cette piece est
etablie par le fournisseur et doit etre contresignee par le beneficiaire. Generalement 
elle est etablie en plusieurs exemplaires. 

BUDGET.....BUDGET 

(Gie&alemant cenqu comme un etat previsionnei des recettes, et des d~penses d'une 
entite pour une periode donnee, le budget est ainsi une representation chiffree des 
objecdfs de l'organisation. rs objectifs peuvent etre a court terme ou a long terme. 
CVest Dour cette raison quC "on distingue ies deux budgets suivants: budget de 
fonctiornement (genera1ement etabli pour une annee) et budget d'investissement (a long
ttrme). 

CAHIER DES AVANCES .....NOTEBOOK OF ADVANCES AGAINST SALARIES 

C'est le document dans lequel les entites enregistrent les avances reques par le 
personnel. II s'agi t des acomptes octroyes aux agents sur leur salarires. Ces avarw:es 
sont recuperables. 

CAHIER DES CONVENTIONNES .....NOTEBOOK FOR INSURED PATIENTS 

Generalement les entreprises paient la facture des soins requs par leur personnel 9 la fin 
de la periode (souvent le mois). Pendant le mois les centres de sante enregistrent les 
donnees relatives ' ces services dans un document appeII6 "cahier des conventionnes." 
Le total de Ia valeur des services ainsi repertories represente la facture ' payer par
l'entreprise employeuse a la fin de la periode. 

CAHIER DE SOINS PERSONNEL ..... NOTEBOOK OF HEALTH CARE BENEFITS TO 
PERSONNEL 

C'est le document dans lequel on enregistre la quantite et Ia valeur des soins dispenses
gratuitement au personnel oeuvrant dans l'organisation. 

CARNET DE BAR .....TYPE OF RECEIPT BOOK 

C'est un carnet comportant plusieurs timbres numerotes et detachables. Ces timbres 
constituent des quittances ou des reigus remis au malade au moment de la perception des 
fonds par les services financiers de zone des sante ou des hopitaux. 
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CHARGES ..... EXPENSES 

Ce sont des emplois definitifs correspondant ' des consommations de biens et services 
ncessaires au fonctionnment de I'entit6. Inscription ' gauche du compte d'exploitation. 
Exemples: stock consomme, transport, salaires, frais generaux, amortissement. 

CODIFICATION INTERNE ..... ACCOUNT NUMBERS FOR RESPONSIBILITY CENTERS 

Liste reprenant le numero de code attribue, aux differents sections ou centres de 
responsabilite (exemple: les services) habilites a engaF-r les depenses (voir aussi Plan 
Comptable). 

COMPTABILITE ANALYTIQUE ..... COST ACCOUNTING, MANAGEMENT ACCOUN.T-
ING, COST FINDING 

C'est !a comptabilit6 des cuts et des prix de revient. Elle permet de saisir les donnees ' 
la fois selon leur nature et selon les centres de responsabilites. C'est un outil d'clairage 
des de'cisions de gestion. La comptabilite analytique est un mode de traitement des 
donnees comptables dont les objectifs sont: I) Outil d' valuation (connaTitre les differents 
coots de 1'organisation et de ses services); 2) Instrument d'analyse (expliquer les r'sultats 
en fournissant une grille d'analyse); et 3) Support d. decisions (etablir des previsions de 
charges et de produits, constater les realisations et fournir une base chiffree pour 
l'explication des 6carts). 

La fonction de signalisation exige que l'entite aie une comptabilit6 analytique aussi bien 
que la comptabilite generale. 

COMPTABILITE GENERALE ..... FINANCIAL ACCOUNTING 

La comptabilite generale est ia faqon d'enregistrer, classifier, et resumer les operations 
afin de produire les rapports financiers tels que le compte d'exploitation et le bilan ' Ia 
fin de l'exercise. Une fois etablis, ces rapports montrent la situation comptable de 
I'organisation. Ces documents sont utiles pour 6valuer le passe et servent 6galement de 
base l'alaboration des projections pour l'avenir. 

La comptabilit6 g6nrale et la comptabilite analytique sont toutes autonomes, et 
neamoins complementaires dans leur utilisation. 

COMPTABILITE MONETAIRE, NON-MONETAIRE, ET COMPLETE ..... CASH-BASED 
ACCOUNTING, ACCOUNTING FOR NON-CASH TRANSACTIONS, ACCRUAL 
ACCOUNTING 

La comptabilite mon6taire enregistre exclusivement les transactions qui concerne les 
entrees et les sorties des especes au niveau de la caisse. Elle se preoccupe des 
operations, realisees comptant. Une telle comptabilit6 est partielle. Pour etre complete 
elle doit aussi rendre compte des operations non-monetaires, telles que les mouverrents 
de stock, les dons en nature, les creances douteuses, les amortissements, etc. 

Seule une comptabilite compl'te, donne une vision juste de la situation financiere de 
I'entite. 
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COMPTABILITE EN- PARTIE SIMPLE OU PARTIE SINGLE-ENTRYDOUBLE ..... or 
DOUBLE-ENTRY BOOKKEEPING 

La tenue des livres comptables peut etre faite selon deux principes: la "partie simple" ou 
la "partie double." La parti simple consiste a enregistrer dans un cahier ou un classeur, 
de faton chronologique, I'ensemble des operations effectuees par l'organisation selon les 
criteres de depenses ou de recettes. La tenu d'un tei document est r6alisable quand le 
nombre d'operations a enregistrer est faible. Mlais si les operations sont nombreuses, 
cette comptabilitL ne permet pas le contrdle d'exactitude a l'aide de balances et ne 
permet pas le suivi de la modification g~nerale du Patrimoine. 

La comptabilit6 dite en partie double ncessite une double inscription appellee line 
ecriture. Cette 6criture se d6compose en un debit et un cr6dit. Par convention, le 
credit est 'a droite d'un compte, et le d~bit ' gauche. La partie double permet plus de 
contrSle, parce qu'a la fin de la priode, si la comptabilit' a 't'bien tenu, une balance 
doit ressortir de l'ensemble des comptes, ce qui n'est pas le cas pour la comptabilite dite 
en partie simple. (Voir Balance). 

COMPTE .....ACCOUNT
 

Dans le sens technique de la comptabilite, les comptes sont utilises pour classifier des 
transactions, soit par nature, soit par destination. Le comptable classe dans un meme 
compte les op 6 rations interessant un mme objet ou transaction. Un "compte banque"
enregistre ainsi toutes les informations interessant la banque (de'p6ts, reiraits, -virements 
etc.). Chaque compte a la propriete de montrer: A) les augmentations; B) les 
diminuations; et C) la balance apres les transactions. 

COMPTE D'EXPLO[TATION .....INCOME STATEMENT OR STATEMENT OF REVENUES 
AND EXPENSES 

C'est un tableau qui permet de degager le resultat de l'exploitation, c'est-a-dire de 
l'activit6. Ce tableau comprend au debit (a gauche) les charges d'exploitation et au 
credit (a droite) les produits d'exploitation. Le solde de ce tableau indique le r'sultat qui 
est soit un b6nefit, soit une perte. 

CONTROLE DENREGISTREMENT ..... OF RECORDING ANDVERIFICATION INITIAL 
POSTING OF TRANSACTION 

C'est l'ensemble des procedures suivie pour verifier l'exactitude arithm~tique des reports, 
et si les imputations ont ete faites dans des comptes appropries. Le controle 
d'enregistrement fait partie du systeme du controle interne. 

CONTROLE DE GESTION ..... CONTROLMANAGEMENT 

Voir Fonction de Signalisation. 
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CONTROLE INTERNE..... INTFRNAL CONTROL 

L'ensemble des processus et procedures 6tablis pour assurer de fagon permanente la 
securite des actifs d'une organisation. Le systeme du contr$le interne doit diminuer la 
possibilite de detournements, des erreurs et doit permettre la detection ' temps des 
indices de faiblesse, d'inefficience ou de vieillissement des structui-es. 

CREANCE.....
ACCOUNT RECEIVABLE 

C'est un droit que possede I'organisation sur des tiers, ce droit resulte souvent des dettes 
contractees par ces derniers (les tiers) vis a vis de l'organisation, 

CREDIT .....CREDIT (d'un compte) 

Par convention, ils'agit de la partie droite d'un compte. "Crediter un compte" c'est donc 
inscrire une somme au credit d'un compte. Ceci peut signaler une augmentation ou une 
diminuation d'un compte; le tout depend de la nature du compte. (ex. Lorsque le compte
caisse est credite, ceci signale une diminuation de lavoir en caisse.) 

On parle d'un ccmpte crediteur quand le total au credit est superieur au total du dgbit. 

DEBITDEBIT ..... (d'un compte) 

Par convention, it s'agit de la partie gauche d'un compte. "Debiter un compte"' c'est donc 
inscrire une somme au debit d'un compte. Ceci peut signaler une augmentation ou une 
diminuation d'un compte, le tout depend de la nature du compte. (ex. Quand le compte
de caisse est debit6, ceci signale une augmentation de l'avoir en caisse). 

On parle d'un compte debiteur quand le total du credit est inferieur au total du debit. 

DEMANDE DE PROVISION, BON PROVISOIRE OU ETAT DE BESOIN EN 
LIQUIDITE ..... CASH ADVANCE REQUEST 

C'est un document permettanm un decaissement au titre de provision destinee ' realiser 
une depense don . l'importance est difficile a estimer. Seul le montant exact de la 
d~pense appuy~e d4une piece Justificative (facture, requ etc.) sera note dans le livre de 
caisse. Les delais maximum de justification de tels bons doivent etre clairement etablis. 

DOIT ..... DEBIT SIDE OF AN ACCOUNT 

Un autre nom pour le cote gauche d'un compte. Voir aussi Debit. 

ETAT JOURNALIER DES RECETTES ET DEPENSES ..... STATEMENT OFDAILY 
RECEIPTS AND EXPENSES 

Meme chose que le registre des recettes et d6penses. 
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ETAT DE PAIE, FEUILLE DE PAIE ..... PAYROLL, PAY SLIP 

Un document qui contient toutes les informations concernant le calcul des salaires des 
employes. Ce document est etabli souvent une fois par mois. 

FICHE OU CAHIER DE REQUISITION ..... ORDER NOTEBOOK OR FORM 

Document utilise pour enregistrer les commandes de medicaments emanant des entites 
(exemple: Centres de Sante). 

FICHE DE COMPTE.....PACE OF A LEDGER BOOK 

Do-.ument sur lequel on note les modifications relatives a un ccmpte. Chaque fiche de 
compte montre les augmentations, les diminutions, et la balance d'un compte.
L'ensembie des fiches de comptes constitue le "grand livre" (ledger book). Si un vrai livre 
est utilise pour le grand livre, chaque page sert comme une fiche de compte. 

FICHE JOURNAL ..... JOURNAL ('N THE FORM OF UNBOUND PAGES) 

Document enregistrant chronologiquement toutes les operations de I'entit6. L l'aide d'un 
papier carbon, les operations sont inscrites en meme temps sur la fiche journal et sur la 
fiche de compte (grand livre). La fiche journal sert a verifier l'exactitude des reports. 

FONCTION D'AUXILIAIRE D'INVESTIGATION ..... STRATEGIC PLANNING 

Le systeme d'information de gestion financiere doit fournir les informations necessaires 
pour la planification a long-terme, la fixation d'objec-tifs, de strategies et de politiques. 
Pour servir cette fonction les donn~es bruts doivent etre traitees et analysees. Les 
informations qui ressortent de ces analyses permettant souverit les estimations et les 
projections. 

FONCTION DE COMPILATION ..... BOOKKEEPING, TRANSACTION PROCESSING 

Ensemble des op6rations qui resultent dans l'accumulation des donnees comptables brutes 
ou semi-traitees se rapportant ' la vie et aux activites financieres d'une entitY. Ces 
activites comprennent l'enregistrement, classification, et yarfois resume des donnees. 
Ces donne.es sont alors disponibles pour des traitements ulterieur, repondant aux besoins 
de decisions. 

FONCTION DE SIGNALISATION (CONTROLE DE GESTION) ..... MANAGEMENT 
CONTROL 

La fonction de signalisation consiste dans le traitement des donnees financieres de 
maniere a produire des rapports ou des analyses qui attirent l'attention des decideurs sur 
les situations speciales (par exemple, les ecarts entre les pr6visions et les realisations).
La fonction de signalisation est aussi concernee par l'evaluation de l'utilisation des 

•ressources de l'entite, et la rheisure de lefficience avec laquelle l'entit6 a fonctionne. 
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FOURNISSEURS .....SUPPLIERS, OFTEN USED TO REFER TO ACCOUNTS PAYABLE 

Tiers approvisionnant l'organisation. 

GRAND LIVRE ..... LEDGER BOOK 

Document regroupant l'ensemble des comptes ouverts dans l'entite. C'est le livre de 
"dernier enregistrement." Parfois le grand livre est compose des "fiches de comptes." 

LIVRES DE BASES ..... BASIC BOOKS OF AN ORGANIZATION 

Les livres essentiels, pour la comptabilite, sont les "Iivres de premier enregistrement," et 
les "livres de dernier enregistrement." Les livres de premier enregistreinent sont les 
documents dans lesquels les operations sont notges en premier lieu (le livre de caisse, 
otat de paie, cahier des subsides, etc.). Souvent les entr~es dans ces documents sont 
chronologiques. Les livres de dernier enregistrement sont les documents dans lesquels les 
operations sont reportees plus tard (ex., le grand livre, ou les operations sont organises 
par compte). Un autre livre de dernier enregistrement est le registre de recettes, ok les 
recettes sont resumes pour la journee, par rubrique. 

LIVRE (CAHIER) DE CAISSE ..... CASH JOURNAL OR NOTEBOOK 

Livre ou cahier o k s nneations n.uin1.a.re sont enregistrees en premier lieu. Les 
transactions sont enr-gistr ees en ordre chro:iologique. Le plus souvent ily a cinq ou six 
colonnes: numero de transaction, date, libelle ou description de transaction, recettes,
depenses, et balance. Un "cahier" de caisse est moins standardise, et se trouve souvent 
au niveau du centre de santa. Le but est le merne: le premier enregistrement des 
transactions financieres. 

PASSIF .....LIABILITIES AND OWNER'S EQUITY 

Le cote droit du bilan, le passif montre d'o viennent les ressources de l'organisation.
Ces ressources proviennent soit des tiers (dettes a long- et court-terme) et celles qui
appartiennent l'entit6 (le capital propre) et !;!s resultats realises. Les valeurs du passif 
sont en ordre d'exigibilite croissante. On va des valeurs lec moins realises. Les exigible 
(fonds propres) aux plus (dettes a court terme). 

PIECES COMPTABLES OU PIECES JUSTIFICATIVES .....SUPPORTING DOCUMENTS 

Selon les procedures bien etablies et les instructions comptables, chaque operation
finariciere qui est enregistree dans les livres de lForganisation doit etre appuyee par une 
facture ou outre piece comptable justificative. La livraison d'une requisition est justifi6 
par un bordereau d'envoie ou par un bon de sortie. 

PLAN COMPTABLE..... CHART OF ACCOUNTS 

C'est la liste mgthodiquement dress6e des comptes que l'on se propose d'utiiser pour
enregistrer, par le procede des parties doubles, les operations effectuees par I'entit6. 
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Le Plan Comptable ZaYrois a et conqu pour l'enemble des entreprises du ZaYre, mais le 
gouvernement souhaiterait que le plan soit aussi adapte par les services publiques. Bien 
entendu, les responsables des services, a partir du Plan Comptable, doivent amenager un 
Plan convenant a leurs besoins. Le Plan Comptable permet la comptabilite ' donner tous 
les resultats utiles ' l'entite sous une forme claire, simple et exacte. Si les organisations
de meme activite (comme les zones de santa) suivent le Plan Comptable Za'frois, la 
comparaison entre diff~rentes organisations sera plus facile. 

Une codification interne, ajout-e au Plan, peut servir a indiquer la destination ou centre 
de responsabilit6 (service, d~parcenient) qui est b6n~ficiaire de la transaction. 

PRODUITS .....REVENUE
 

Ensemble des ressourses d'exploitation. Inscription a droit du compte d'exploitation. Les
produits les plus courrants comprennent ventes, prestations de service et produits
d'activite annexe. 

PRUDENCE COMPTABLE ..... PRINCIPLECONSERVATISM 

Ce principe de comptabilite exige que le systeme pr6voie des mcanismes permettant la 
prise en compte immdiate des risques previsibles et des pertes probables en excluant les 
avantages non 6chus. 

QUITTANCE .....RECEIPT 

Re'qu. Une piece justificatvce des recettes. 

REGISTRE DES MEDICA".MENTS; FICHES DE STOCKS.....DRUG REGISTER, STOCK 
CARDS
 

Deux methodes pour l'enregistrement des entrees et des sorties des stocks des 
medicaments. Chaque mouvement de stock est enregistre, et la balance stock esten 
calculi, par medicament et pour l'ensemble de [a pharmacie. 

REGISTRE DES RECETTES ET DEPENSES .....RECEIPT AND EXPENSE JOURNALS 

Souvent le registre de recettes et depenses est utilise pour resumer les recettes et 
d~penses par jour. I1y a plusieurs colonnes, un pour chaque categorie de recettes et 
d6penses. Souvent ces registres se trouvent au niveau du centre de santa et de l'hopital.
Parfois les entitgs gardent un registre des recettes et un registre des d6penses a part. 

COMPTE .....RELE .)U ACCOUNT STATEMENT 

Document de synthese qui resurne les variations d'un compte durant une period et la 
balance a la fin de la periode. Dans la zone d'Nselo ce document a resume les entrees et 
les sortis pour le compte de chaque centre de sant6 chaque mois. C'etait envoye au 
comite de gestion du CS. 
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SOLDE ..... BALANCE 

Difference entre le d6bit et le credit. 

TRESORERIE ..... CASH 

Valeurs immediatement disponibles dans l'entite (banque et caisse). Le rapport de 
tresorerie donne la situation des valeurs immediatement disponsibles, pour une periode 
donnee. 
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A NEX D 
Description of Decisions Made in 10 Health Zones 

This appendix describes some of the decisions made in the 10 health zonesvisited during the REACH study (July-August 1986). Most of the decisions were actuallymade during the time period studied (1985 and first semester of 1986), although
"strategies" are 

some 
included which may not have been chosen during the pist 18 months butwere presumab!y reviewed and found suitable to the zone's needs. For example, the listincludes the two-fund accounting system at the health zone level used by all zonesexcept Kindu and Bwamanda, and Bokoro's strategy of combining the financial reports of 

health centers and the central office. 

Most decisions are followed by the initials of one or more zones, in parentheses;these initials indicate at least one zone who made this particular decision. Please notethat there are probably other zones who have made the same or a similar decision. Theirinitials do not appear only because there was not written evidence of these decisions. Akey to the abbreviations may,be found at the end of the appendix. 

The decisions are og ti.nized by level, subject, and type of decision. 
LeveL. Decisions made at the central office and hospital levels are presented together because there is not enough information available to ascertain whichdecisions affecting the hospital are made by hospital staff and which are made by thecentral office. The health center level is presented separately, although naturally some

decisions affecting the health center are made by the central office. 

SSubjec Eight subjects on which decisions are made include: 

Organizational Issues 

Pricing
 

Payment Systems
 

Financial Management
 
Investments 

Personnel
 
General Management and Other
 

Medical
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At the health center level the first subject area (organizational issues) is omitted duc 
lack of information. 

flp: A distinction is made between strategic planning and managem t 
control decisions on the one hand and operational decisions on the other. This distinc- 
is important because information needs will vary depending on the type of decision. 

It is important to understand, however, that the type of decision often deperis 
on the level of maturity of a health zone. For example; more mature zones may have 
established many policies already, so their initials may not appear beside a particular
policy or same"strategy" decision. At the time, they still-need information to review 
these decisions periodically. 

Secondly, actions seen as "decisions" in some zones (e.g., hiring or promoting
personnel, ordering drugs) may be referred to as "tasks" in other zones where policies, 
procedures and guidelines for such activities have been clearly formulated and specified. 

The 	decisions made by the zones follow: 

I. CENTRAL OFFICE AND HOSPITAL LEVELS 

A. 	 Organizational Decisions (all are planning/control decisions) 

I. 	 Wrote definitions for types of facilities (SB) 

2. 	 Determined boundaries for areas of coverage for each facility (SB) 

3. 	 Decided to increase zone responsibility for management of Baptist
(CBZO) facilities, which were functioning poorly (SB) 

4. 	 Categorized each facility in zone by type (health post, health center,
etc.) (SB) 

5. 	 Adopted policy of promoting decentralization and autonomy of healthcenters, abolishing previous policy of cross-subsidization among health 
centers (BW) 

6. 	 Created management committees (zone, hospital and health centerlevels), putting more emphasis on committee-style management (KR) 

7. 	Created new organizational chart (KR) 

8. 	 Separated operation of central office from hospital, including creating a 
separate storage room and pharmacy (KR) 

9. 	 Adopted "sector* or "subzone" approach to organization of zone, e.g.,reference health centers with health centers and health posts reporting
to them (BO, BW, BI) 
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10. 	 Adopted policy of relying more on health posts or heaich promotionteams tvillage health workers and traditional birth attendants) to extend 
coverage (KA, BI) 

11. 	 Explored possibility of closing some facilities due to low utilization and
duplication of services (SB, BO) 

12. 	 Adopted policy of defining facilities not recognized by zone as illegal,
and cracking down on illegal providers (SB, BO) 

13. 	 Turned dispensary of hospital into independently functioning reference 
health center (BW) 

B. 	 Pricing Decisions (all planning/control decisions) 

1. Set and modified prices for services and mark-ups on drugs (KK, KR, BO,
SB, DU, KA, KD) 

2. 	 Adopted policy of providing free delivery to women who follow a program 	of pre-natal consultations (BW) 

3. 	 Adopted policy of charging identical prices for under 5's clinic, whether or not the child is resident in the health center coverage area (BW) 
4. 	 Abolished policy of allowing chronic illness patients to receive free cat e

for other illnesses as well (BW) 

5. 	 Abolished policy of allowing health center nurses to determine own
mark-up on drugs (KR) 

6. 	 Allowed hospital to charge mark-up on drugs identical to health centers 
(KR) 

7. Adopted policy regarding supervision fees for Catholic facilities (SB) 
8. Adopted policies regarding free care for various populations (SB, DU) 
9. 	 Adopted policy of charging higher prices to non-residents (DU) 

10. 	 Adopted policies regarding "free" referrals from health centers, decidingwhat services should be included in free referral and what must be paid
apart (KD, DU, others) 

11. 	 Adopted dual price system: prices for services at protestant facilities 
vs. all other facilities (BO) 

12. Adopted policy regarding supervision fees charged to health centers (DU,
others) 

13. 	 Abolished policy of offering CPN and CPS free at hospital level (DU) 
14. Adopted policy of reduced price to members of health center management cammittees, plus other incentives such as T-shirts and badges, to 

encourage participation (KA) 
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C. 	 Payment System Decisions (ait planning/control decisions) 

I. 	 Changed payment system for 	health centers from two payer-categories
to one, so all patients pay one price (DU) 

2. Started (or explored possibility of starting) pre-paid plan for inpatient 
care (BW, SB, BO) 

3. 	 Adopted policy of demanding payment of one-half hospitalization fee inadvance, to circumvent problem of people leaving without paying (DU) 
4. 	 Adopted policy of daily payment of drugs for 	 hospital patients, toameliorate same problem as #3 above (DU) 
5. 	 Adopted policy of requiring a deposit from patient upon arrival at 

hospital (B0) 

D. 	 Financial Management Decisions (al planning/control decisions) 

1. 	 Instituted change in accounting system, separating hospital from central 
office accounting (BW) 

2. 	 Continued strategy of combining financial accounting for health centers 
and central office (BO) 

3. 	 Moved towards an accrual accounting system, assisting health centerpersonnel to calculate depreciation expense for equipment and requiringthem to use excess of revenue over expenses for investments inequipment equal to depreciation expense (BW) 
4. 	 Identified the need to improve information systems and began

reorganization of existing systems (SB, KR) 

5. 	 Instituted change in reporting system, separating financial reports forcentral office, hospital and health centers (DU) 

6. 	 Decentralized reporting system, allowing reference health centers tocombine health center information, submitting only summary reports tocentral office (SB, DU) 

7. Began accounting for the equivalent value of expatriate salaries subsidy(i.e., what the zone would have to pay a Zairian providing the sameservices) in order to calculate full cost of providing services (BO) 
8. Began accounting for the value gifts-in-kind in financial statements (BO,

KR, BW) 

9. Operated system of two funds for health center accounting: services inddrugs, with the drug fund to function as a revolving fund (all zones 
except KD and BW) 

10. Set standards for health centers to be self-financing: minimumpopulation, density, utilization and staffing (KA) 
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11. 	 Compiled and approved zone budget (KD, KA) 

12. 	 Changed financial accounting system to separate pharmacy (serving the 
whole zone) from the hospital (BO) 

13. 	 Adopted policy of preparing budget for supervisory trips and monitoring 
execution of budget in order to improve control of supervision costs (BO) 

14. 	 Identified need for clearer financial statements (SB) 

1.5. 	 Adopted policy of setting aside revenue from obstetrical services athealth center level to be used for investments at discretion of manage
ment committee (SB) 

16. 	 Controlled drug purchases by health centers, identifying and rectifying 
anomalies in prescribing habits among nurses (KD) 

17. 	 Invested idle cash (drug supply credit from Belgium) (KD) 

E. 	 Investment Decisions (operational decisions: 1-3; planning/control decisions: 
4-7) 

1. 	 Determined need and selected sites for new health centers, maternities 
(KA, KD, KK) 

2. 	 Determined need for infrastructure investments (KA, KD, DU) 

3. 	 Purchased major equipment (KA) 

4. 	 Adopted plan to target investments and training to improve fi,,e italth 
centers per year (KR) 

.5. 	 Explored possibility of switching to solar refrigerators, because of expense of maintaining Kerosene refrigerators (BW) 

6. 	 Continue exploring possible use of micro computers for zone manage
ment (KD) 

7. 	 Solicited subsidies from external donors for infrastructure improvements
(BO) 

F. 	 Personnel Decisions (operational decisions: 1-4; planning/control decisions: 

1. 	 Hired personnel (KK) 

2. 	 Determined that a poorly performing nurse should be transferred (SB) 

3. 	 Selected replacements for health center nurses on vacation (KD) 

4. 	 Recommended promotions (KA, BI, others) 

.5. 	 Wrote or clarified job descriptions and personnel statutes (KR, KA, SB, 
KD) 
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6. Determined training needs and established training plan for health zone 
personnel (KR) 

7. 	 Changed personnel hiring policy to allow more health, care managementcommittee input and more "attitude evaluation" as criteria for employ
ment (BO) 

8. 	 Determined reed I:o train health center managerent committee
members in management techniques, and to improve their access to 
information (50) 

9. 	 Rejected a suggestion to centralize personnel management in the zone,
reaffirming policy of decentralized self-management of individual(60)facilities 

C. 	 General Management and Other Decisions (operational: 1-5; planning con
trol: 6-0). 

1. 	 Scheduled supervisory visits to health centers (E) 

2. 	 Purchased office supplies, fuel (most all zones) 

3. 	 Purchased drugs (all) 

4. 	 Repaired and maintained vehicles (all) 

3. 	 Billed third-party payers (KD, BW) 

6. 	 Identified management control as an issue and initiated plan of manage
ment by objectives (KR) 

7. 	 Evaluated performance of zone according to objectives (KA, KR, BW, SB) 
8. 	 Set goals for supervision, including number of visits for each facility peryear, amount of time per visit, use of doctocs vs. nurses for supervision

(BO) 

9. 	 Identified need to change process of 	 recording cause of death, to
decrease number of deaths listed as "other" (SB) 

10. Identified most pressing health problems in zone, in order of priority (SB) 

H. 	 Medical Decisions (list includes those decisions made at hospital only, all are 
operationaT decisions) 

1. 	 Diagnosed patients (all) 

2. 	 Treated patients, including deciding amount and type of drugs, number of 
lab exams, surgery or other procedures, doctor visits, nurse visits (all) 

3. 	 Referred patients (all) 
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ff. HEALTH CENTER LEVEL 

A. 	 Pricing Decisions (planning/control) 

1. 	 Determined mark-up on drugs (KR, in past) 

2. 	 Recommended changes in price schedule applied across entire zone (KD, 
others)
 

3. 	 Modified price schedule as necessary, without approval of central office 

(KA) 

B. 	 Payment System Decisions (planning/control) 

1. 	 One health center decided to pay hospitalization costs above 500 Zaires
for its population (hospitalization insurance with 50OZ deductible paid 
out of excess revenues) (BO) 

2. 	 Population of zone rejected idea of pre-paid plan for inpatient care (BO) 

C. 	 .FinacialDecisions (operational: 1; plan/conrol: 2-6) 

1. 	 Maintained accounting system, recording debits and credits (all) 

2. 	 Chose what to do with excess of revenue over expenses (KA) 

3. 	 Controlled cash ledger on a monthly basis (KA) 

4. 	 Chose what to do about deficit, including engaging in revenue-generating 
activities outside of regular operations (BW, KA) 

5. 	Management committee reviewed receipL and expenses on a trimestrialbasis (KA) 

6. 	Provided recommendations for next year's budget (KD) 

D. 	 Investment Decisions 

1. 	 Determined need for equipment Pd other infra,-structure improvements
(cementing walls, replacing straw roofing with metal) (KD, BW, most 
others)
 

2. 	 Determined need for a maternity, and identified sources of community 
and other financing (KD) 

E. 	 Personnel Decisions (mostly operational decisions, with some control func
tions) 

1. 	 Determined salaries of personnel (based on revenue, with floor and 
ceiling) (KR) 

2. 	 Made recommendations for hiring; evaluated performance of personnel
(KK9 BI, 	 B) 
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3. Determined training needs of health center personnel and exLension 

workers (KA) 

4. Determined vacations, family allocations for personnel (KA) 

F. General Management and Other Decisions (operational: 1-3;
planning/control: 4, .7) 

1. 	 Scheduled village activities including mobile team visits for preventive
and curative care and health promotion/education activities (KD, BW) 

2. 	 Purchased office supplies, nutrition demonstration materials, kerosene or 
other operating supplies (all) 

3. 	 Ordered drugs (all) 

4. 	 Controlled drug inventory, daily and monthly, identifying problems or
differences between records and physical stock (KA) 

"5. Set policies in health programs (BI) 

G. 	 Medical Decisions (all operational) 

1. 	 Diagnosed patients (all) 

2. 	 Treated patients including deciding amount and type of drugs, number of 
lab exams, minor surgery, follow-up visits (all) 

3. 	 Referred patients (all) 

Zone Abbreviations 

Bibanga BI 
Bokoro BO 
Bwamanda BW 
Dungu DU 
Kalonda KL 
Kaniama KA 
Kikimi KK 
Kindu KD 
Kirotshe KR 
S.na Bata Sa 
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