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PREFACE
 

During the past few years, the United States Agency for International
 
Davelop,,ent (AID) has devoted.increased attention to the ways in which the
 
organization of health services delivery in developing countries affects
 
their capacity to finance those health services. In order to explore
 
innovations in health care financing in developing countries, the Office of
 
Health in AID's Bureau of Science and Technology established the Resources
 
for Child Health (REACH) Project. As part of its strategy, REACH has been
 
exploring how efforts to decentralize the administration of government
 
health services serve to facilitate improvements in the financing of those
 
services, and even in the allocation of resources In the health sector.
 

Tha Government of Zaire is currently implementing a ntion-vide effort
 
to decentralize its health care system and to provide more autonomy to
 
local health authorities for raising revenue and determining how it is
 
spent. The decentralization plan, which began in 1982, seeks to establish
 
a national health care network of 300 3health zones", including 6,000
 
health centers, by 1991. The financing strategy being implemented involves
 
a sharing of costs among the government, donor agencies, and individual
 
users of the facilities. The government pays base salaries to many of the
 
zones' personnel. Donor agencies provide a major part of the investment
 
costs of setting up the zones, as well as some subsidies for operating
 
costs in their start-up phases. Each health zone is responsible for
 
deciding on a method for raising the funds needed to pay the long-run
 
operating costs. In the approximately 150 zones which have already been
 
established, a variety of revenue-raising methods have been
 
developed--including prepayment, fee-for-service, and fee-per-episode.
 

This research report documents the experience of 10 of the first 150
 
health zones in developing cost-recovery.systems. The selection of these
 
10 was deliberately intended to provide the research with adequate data on
 
financial zharacteristics of the zones. They are therefore not
 
representative of the experience across all zcnes. The research results
 
do, however, provide valuable empirical evidence on the potential benefits
 
of decentralization and of various cost-recovery methods, and establish a
 
basis for recommendations on how existing methods can be improved. On
 

bhalf of the REACH Project, I wish to commendthe professional staffs of
 
Abt Associates, of tht USAID Mission in Kinshasha,. of.USATD's Basic Rural
 

Health (SANRU) project, and of FONAMES, as well as the medical and
 
administrative staff of the 10 health zones particip~ting in the budy.
 
The results of their collaboration should be helpful to other countries
 
contem~plating solutions to health financing problems similar to thcse faced
 
in Zaire.
 

Alan Fairbank, PhD
 
Deputy Director
 
The REACH Project
 
Harch, 1987
 

(The REACH Project is a John Snow, Inc. project sponsore" by tne Office of
 

Health, Bureau for Science and Technology, U.S. Agency for international
 
Development, under contract number DPE-5927-C-00-5068-00.)
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1. EXECUTIVE SUMMARY
 

This report presents the findings of the Health Zones Financing Study
 
The
 

in Zaire, conducted during the months of June through October of 1986. 


study was jointly conceived and directed by the Zaire-based SANRU project
 

and the Washington-based REACH Project, both sponsored by USAID, funding
 

for the study was provided by REACH.
 

five Zairians representing
The study team comprised seven members: 


SANRU, the Fond National Medico Sanitaire (FONAMES), the Departement du
 
two expatriates representing the
 Plan, and the Project Sante Pour Tous; and 


REACH project and USAID.
 

The study was aimed at analyzing the health zones' cost-recovery
 
to improve the zones' cost-recovery
systems, and recommending measures 


the same time providing adequate health care services.
capability while at 


Ten health zoies were chosen among the best organized in the country
 
In addition,
and had relatively successful cost recovery systems. 


was made based on a set of criteria such as
selection of the zones 

availability of information, management style (centralized 

vs.
 

decentralized), payment systems (pre-paid, payment per visit, per episode),
 

Field data vere collected through interviews of the

accessibility, etc. 


Financial data for calendar
zones' medical and administrative personnel. 
 the
 
year 1985 were collected in all the zones, although in three 

of them, 

Within each. one the study-team


data were insufficient to alloy analysis. 


members visited several health facilities and the central office.
 

can be summarized as
Major recommendations 'made in this report 


follows:
 

To the Government of Zaire:
 

-Promote the coo.rdination of activities among health care 
providers
 

within the zones.
 
the zones with additional training programs, especially in
-Provide 


the fields of management and information systems.
 
Avoid the
-Grant administrative autonomy to the health zones. 


imposition of fixed administr..ative schemes.
 
-Maintain current levels of investment and operating subsidies to the
 

zones.
 

To the health zones' management:
 

-Seek participation and coordination of activities of all health care
 

providers within the zones.
 
-Improve the accounting and information systems at all levels.
 

-Promote the ideas of pre-paid health plans among the population and
 

providers where management support systems are adequate for this type
 

this m3tter.
of scheme. Seek external advice for 

the zones' personnel.
-Seek external training for 


-Hire formally trained professionals in the fields of management and
 

information systems.
 



To the donors:
 

to the
investment and Pperating subsidies 
-Maintain current levels of 


zones.
 
the zones employees.
-Provide management training programs to 


Assistance may include gift of microcomputers along with specific
 

training in management information systems.
 

-Provide .financing for further follow-up studies 
al. ng the following
 

lines:
 

Further follow-up studies:
 

1986) data in further detail to
 -Analyze PRICOR's (Lusamba et al., 

the health system


obtain additional information on the demand side 
of 


in the zones.
 
-Conduct additional studies, similar in na':ure 

to PRICOR's, to
 

determine households' pattern of demand for both 
curative and
 

preventive services.
 
-Investigate in further detail the zones' drug policies.
 

-Study the role played by parallel health care providers 
within "thg
 

zones.
 

Technical terms
 
The main findings of the study are outlined below. 


the report are defined in a glossary at the end of the
 
employed throughout 

document.
 

Summary of Findings
 

The health zones
 
Health zones' financing of operating expenses:
(i) 


finance a substantial proportion of
 which were studied were able to 

fees,


their operating expenses (depreciation excluded) 
through user 


the sale of health care services to the population. The zone
 
i.e., 

with the highest self-financing capability was 

able to' recover 90% of
 

its operating expenses, the one with the lowest 67%, the arithmetic
 
These results suggest
 average for seven of the ten zones being 79%. 


that Zairian health zones may eventually become 
financially
 

their operating costs are concerned.
 autonomous in so .far as 


The
 
(ii) External assistance for financing the zones' 

operating expenses: 


Government of Zaire (GOZ) and non-governmental 
organizations (NGO's)
 

important role in financing (subsidizing) the 
proportion of
 

played an 
 The total
recovered by the zones.
the operating expenses not 
 to the operation of
 
contribution of these two categories qf donors 


totaled. 6,800,000 Z ($135,900) in 1985 and
 zones
.seven of 'the ten 
 In
 
represented 21% of the average zone's operating expenses. 


addition to these subsidies, most health zones 
benefiteu from the
 

work of expatriate personnel whose salaries 
are paid by donors.
 

tvo zones reveals that i: expatriate
Information gathered in 


personnel were repliced by. Zairian professionals 
paid by the zones,
 

as much as 22%.
 
the zones' total operating costs would increase by 


Health zones invested heavily
Health zones capital investment level:
(iii) 
 In one zone total investments
 in 1985, mainly using subsidy funds. 

total uses of funds. 'Capital investment
 

represented 42% of its 


subsidies totaled 6,400,000 Z in 1985 and 
paid for roughly all of the
 

these
Donors accounted for 80% of 
zones' 1985 investments. 
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The proportion
subsidies, the remaining being provided by the GOZ. 

own funds was negligible.
of the investments financed 	with the zones' 


In most zones about half of
 (iv) Financial performance 	of health centers: 
 Such deficit
the health centers had an operating deficit in 1985. 


was financed either with subsidies from the above-mentioned 
sources
 
in the
 

or by cross-subsidization with the profits of other centers 


zone that had a surplus.
 

on nine of
(v) Financial performance 	of reference hospitals: Tnf 


the ten zones revealed that 	all nine reference hc.,ri9tals had 
an
 

The one with the best performance
operating aeficit in 1985. 

recovered 99% of its costs while the one with the worst recovered
 

Deficits were also financed 	by subsidies from NGO's and'by
only 49%. 

the GOZ, which in most zones paid the salaries of a large proportion
 

of the hospital's employees..
 

The central office of
(vi) Financial. situation of the central office: 

zones had to depend on subsidies to finance its operations.
most 


This results from 06 fact that the supervision fees paid by the
 
The central
health centers.to the central office were set too low. 
 some
office's deficit is also the consequence of the fact that 


facilities which benefit from the office's supervision have not
 

agreed to pay supervision fees. The constrained financial situation
 

of health centers made it difficult for the central office to charge
 

higher supervision fees.
 

finance
If individual health centers were to

(vii) Capital-cost recovery: 


their own investments- or equivalently, make periodical depreciation
 

allowances to replace their capital stock- they would need additional
 
65% of their 1985 average opetating revenue.
funds equivalent to over 


The similar figure for the average reference hospital is around 14%.
 

(viii)Magnitude of the zones' operating expenses and population's
 
The 1985 operating expenses 	of the zones
expenditure in health care: 


varied between 3,034,000 Z ($60,680) and 5,672,006 Z ($113,440). 
The
 

zones ranged from 35. Z
annual per-capita operating 	expenses of the 


($0.70) to 93 Z ($1.86). The 1985 expected expenditure on health
 

care of an average person in the facilities of a zone network varied
 

between 35 Z and 85 Z ($1.70), of'which 67% corresponded to
 
People's expenditure in
expenditures for inpatient procedures. 


health care in parallel health systems was not assessed.
 

In four of the seven zones that had
 
(ix) Health zones' cost structure: 
 the most important cost
complete financial data, salaries were 


component, and accounted for approximately 50% of the zones' 1985
 

In the remaining three zones drugs represented
operating expenses. 

the greatest share of operating expenses. The maintenance of
 

vehicles and buildings represented less than 3% of total operating
 

expenses in six of the seven zones.
 

All zones but one used a
 (x) Payment systems at the health center level: 


fee per episode of illness payment system at the health center level.
 

Such a system implies that patients do not have to pay for repeat
 

the health center until the 	episode is resolved. Only

visits to 

three of the zones also included the price of drugs and other
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ambulatory procedures in the per-episode fee; in the other zones
 

these items were paid for separately. In most zones, enterprises'
 
the zones'
employees and their families receive free care at 


facilities. A third-party payment system has been established
 
and local enterprises. Fees charged to
between the health zones 


private
third-party payers double on average those charged to 


patients.
 

(xi) Payment systems at the hospital level: Eight of the ten zones used a
 

payment system at the hospital level where patients pay fees which
 

vary according to the quantity and types of medical services
 

Two zones have just started pre-paid health plans for

consumed. 


One of them had already recruited one third of its
inpatient care. 

total population in the plan as of June for an annual per capita fee
 

the

of 20 Z ($0.33) and an 80% coinsurance (the plan covers 80% of 


total price of the services provided to the beneficiary; the
 

is paid for by the beneficiary). Third-party payment
remaining 20% 

systems also exist for hospital care.
 

(xii) Price cross-subsidization between preventive and curative 
services:
 

All zones subsidize preventive primary health care (PHC) services.
 

Estimates made in one zone suggest that the prices charged to the
 

beneficiaries for pre-natal and pre-school preventive prograrns were
 

third their real cost in 1985. Preventive
 
on average less than one 


the expense of curative services.
 programs are subsidized at 


(xiii)Drug policy: Most zones centralize the purchasing of drugs at the
 

central office level. B',lk-purchase discounts and economies of scale
 
to obtain drugs at
in the handling of inventories permit the zones 


This allows many zones to
 low costs relative to local market prices. 

the public. Mark-ups exceed
charge high mark-ups on the drugs to 


some zones the average mark-up is as
100% for some products and in 

high as 80%.
 

the zones' networks exists in most of
 (xiv) Competition: Competition to 

the areas studied. In one of them, competitors are estimated to
 

care
the zone's total demand for hba th 

capture as much as 70% of 


team did'not have the chance to collect much
services. The study 

information on competitors and their effect in the zones' 

financing.
 

charge does not
 
(xv) Indigents: The provision of care to indigents at no 


In all of
 
seem to threaten the financial viability of the zones. 


them, the percentage of clients given care free of charge was
 

estimated to be below 10%.
 

(xvi) Need for personnel training: The management and personnel of all ten
 

technical training, especially in the
 zones expressed a need for 
 In most
 
fields of accounting, management and information systems. 
 the
 
zones, medical or para-medical personnel' perform a large 

share of 


administrative tasks. Therefore, time must be taken away from purely
 

medical activities.
 

The health

(xvii)Lack of planning among providers of the zones' 3etvorks: 


multitude of different
networks of most zones are composed of a 

The management of
 provider's (missionaries, private providers, etc.). 


most Zones expressed their concern because their technical
 

4
 



They also
supervision was often not accepted by the providers. 


stressed the lack of planning when building new facilities or
 

offering new services.
 

We believe that the financial performance of the health zones can be
 

The following series of recommendations are aimed 
at improving


improved.. 

the zones' financial performance.
 

Summary of Recommendations
 

(i) 	 Demand studies: Further theoretical and empirical analysis needs to
 

be done with regard to the population attitude vis-a-vis different
 

The work by Lusamba et al. (PRICOR, 1985' is a
 payment schemes. to
 
good beginning. Understanding population's behavior with respect 


to find the optimal payment
prices of health care services will help 


schemes from the viewpoints of both accessibility and cost-recovery.
 

Many health centers
 
(ii) 	Health centers' financing of operating expenses: 


are unable to achieve financial autonomy in their operations due 
to
 

socio-economic reasons which are beyond their control'(low po uOation
 

density or low incomes). Cross subsidization among centers within a
 

this problem if accepted by the centers' health
 
zone is a solution to 

committees. However, if the GOZ wants to promote the concept of
 

individual health Units' financial autonomy, it ought 
to provide
 

the units that cannot be self-'inancei in the
 financial support to 

Otherwise, many facilities would have to close and.a
 

medium term. 

significant part of the population would lose access to health care.
 

Health zones
 
(iii) 	Reference hospitals' financing of operating 

expenses: 

reasons reference hospitals cannot achieve
 should investigate the 


Low occupancy levels in
 financial autonomy in their operating costs. 


suggest that unnecessary overhead may be responsible 
for
 

some zones 

this situation. Overhead reduction aqd cost control should be
 

Prices of services should be
 stressed at the hospital level. 

to check whether prices cover variable costs, and which
 reviewed 


services can contribute to finance fixed costs.
 

As long as health
 
(iv) 	Central office's financing of operating expenses: 


the reference hospital 3re incapable of recovering 
their
 

centers and 

fees, 	the zones' central office will not
 operating costs through user 


be able -to financc all its operating costs through supervision fees.
 

Supervision fees should be propoctional to the health centers' level
 

The reference hospital should also contribute resources
 of activity. 

to financing the central office's costs since the 

office allocates
 

Thus, 	we believe that continued subsidies
 to the hospital.
resources 

zones 	in the medium term to finance
 

will have to be provided to the 


the operations of the central offizes.
 

investment subsidies: We think that in
(v) 	 Health zones' dependence on 

to depend on external support
the medium term health zones will have 

However, we believe the the
 

to build or replace their fixed assets. 

aware
 

zones' management and that of individual health units should be 


that fixed assets need to be replaced and that

of the fact 


are necessary if the zones ever want 
depreciation allowances 	
to
 

Each health unit should estimate
 achieve full financial eutonon~y. 


and accojnt for depreciation. If possible, the operating surplus of
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a capital replacement fund.

individual units should be saved in 


Health units should have access to interest bearing savings accounts
 

for this purpose.
 

Health zones with mature managemel .
(vi) 	 Pre-paid health plans: 

in.formation systems may develop pre-paid health plans for both
 

Such zones should seek external
inpatient'and outpatient services. 

advice to adequately define their plans, their management control
 

systems and their premium policies. At a first stage, ambulatory
 
the health centers
pre-paid plans shou.d be managed individually by 


At a second ;tage,

and the inpatient plan by the reference hospitLl. 


the zones should offer a unique pre-paid health plan to 
its
 

Pre-paid plans allow risk-sharing among beneficiaries
population. 

achieve a higher degree of financial performance.
and may help to 


Health zones should review the policy of
 (vii) 	Drugs pricing policies: 
 the

charging abnormally high mark-ups on some drugs sold to 


population. Preliminaiy data suggest that demand for health care
 

services may be influenced by the price and availability of drugs.
 

High prices of drugs may discourage individuals from seeking 
curative
 

Research should be conducted to assess the

and preventive care. 


Such a research
on demand for health care.
effects of drugs prices 

should help determining the appropriate magnitude of mark-ups 

for
 

each category of drug.
 

(viii)Price cross-subsidization between curative and preventive 
health
 

Health zones should keep the price of preventive PHC
services: 

subsidized until further research reveals the effect of 

price of
 

Although preventive programs are
preventive programs on demand. 


currently subsidized, coverage,of pre-school programs 
is still low.
 

further.
Reduction in subsidies could reduce coverage even 


Health zortes should negotiate reasonable
(ix) 	 Prices to enterprises: 

prices with third-party payers in order to prevent them from seeking
 

other sourcets of health care fof their beneficiaries. 
Prices to
 

plus a mark-up to
 enterprises should be determined by marginal cost 

zone and the enterprises. Health zones


be negotiated between the 

should also consider offering comprehensive pre-paid 

health packages
 

to third-party payers as a possible measure for increasing
 

utilization of resources and improving financial performance.
 

Health zones should try to minimize the number of
 (x) 	 Indigents: 

services provided free of chargc to the population. 

In most cases,
 
The zones should consider
children she;ild pay for health care. 


offering pre-paid plans for children.
 

Health facilities should devote time and
 (xi) 	 Accounting systems: 

resources to understanding their cost structure and developing
 

accurate accounting systems. Understanding a facility's costs is
 

essential to formulate financially sound pricing policies.
 

(xii) 	Management information systems: Individek:A health units as well as
 

the zones so.,ld also invest resources to
 the central management of 

technical information systems as a necessary
developing financial and 


step to achieve financial and technical autonomy, 
The purchase and
 

use of microcomputers together with formal training 
in data
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the zones' personnel should be
 processing and iniformetion systems for 


among the zones' first priorities.
 

The GOZ and NGO's should allocate
 (xiii)Subsidies for personnel training: 

training programs, especially in
 a greater proportion of their aid to 


management, accounting, and information systems.
 

(xiv) 	Trainiiig and hiring policies: Health zones should train their
 
at the same time, they, should
 

existing administrative personnel but, 


consider hiring young professionals, particularly in 
the fields
 

mentioned in (xiii) above.
 

the zones should
 
(xv) 	 Zones, attitudk toward competitors: The managers of 


be granted more power to enforce the zones' statutes toward parallel
 

However, the role of competitors must not be
providers. 

Parallel providers (i.e., those that have not been
 underestimated. 

to operate within the zones) may play an important
granted a permit 


facilities in some
role at filling the gap left by the zones' 

In addition, parallel providers may be important
geographic areas. 
 This competition


to provide competition to. the zones' health units. 

to remain efficient and to keep prices low.
 requires health units 


the role of parallel providers and
 Research should be conducted on 


the population's perception of them.
 

We believe that demographic

(xvi) 	Health zones' administrative autonomy: 


and socio-economic differences among the zone: require 
different
 

zones to adopt different administrative schemes, pricing p6licles,
 
the zones should be technically
and health care plans- We think that 


autonomous since the zones' management is better equipped to solve
 

their own problems. We encourage the GOZ to provide training and
 

guidance tu the zones' personnel, but we discourage it from imposing
 
to the health zones.
uniform and rigid administrative schemes 


The zones' management
(xvii)dord-nation of activities among providers: 


should promote the participation of all health care providers 
and the
 

population in a unique central committee as a way of promoting
 

planning and preventing inefficient use of resources.
 

Structure of the Report
 

This report is organized as follocis. Chapter 2 provides an
 
to this
 

introduction to the report and describes the events leading uo 


This chapter also reviews briefly the findings of related studies
 study. 

recently conducted in Zaire. The study methodology is described in chapter
 

. In 	addition to
 
The findings of the study are presented in chapter 

4
 
3. 	

the study-analyzes. other
looking at the fifiMlTgof the zones 


non-financial aspects which also affect the zones' cost recovery
 

capability. Non-financial findings are summarized in sections 4.1 through
 

4.5. 	 Technical appendices 3 through G present these findings in further
 

the report are discussed in section 4.6
 
detail. The financial results of 


Technical appendices J through M supplement the discussion
 of chapter 4. 

An analysis of the findings of the study along'with


of section 4.6.' 

recommendations are provided in chapter 5.
 

7
 



2 INTRODUCTION
 

2.1 Background
 

The question of how to assure long-term financial support for basic
 in many
fore in recent years in Zaire, as
the
health services has come to 

for four reasons: (1) the Government
This has been so
African countries. 


of Zaire (GOZ) and donors have set ambitious 
goals for improvements in the
 

quality and coverage of basic health services; 
(2) the amount of GOZ
 

resources available for health is constrained 
by the recent poor
 

the Zairian economy; (3) the strategy used during the 1960s
 performance of 

and 1970s where the GOZ tried to finance operating and maintenarn e costs
 

assure sustainable long-term basic health 
programs; and (4) the
 

failed to 
 its
 
"distance" that the Zairian health service system must travel 

t':om 


reach the ambitious goals of (1) is great.
current status to 


1978
 
The World Health Organization (WHO) at the 

Alma Ata Conference of 

Zaire has accepted


declared a goal of "Health for All by the Year 2000". 


this goal. The Unlted'Natlons Children's Fund (UNICEF) has adopted a goal
 

USAID is urging African countries
 of universal child immunization by 1990. 


"tvin engines" (oral rehydration therapy 
fORT) and
 

to take up the 

its "Child Survival" strategy. The agreement for USAID's
 

immunizations) of 

Combatting Childhood Communicable Diseases (CCCD) 

project in Zaire set an
 

objective of reducing infant and child morbidity 
and mortality by 50
 

percent by the end of 1986.
 

the
 
Following independence the GOZ attempted to provide health care to 


The health infrastructure that existed in Zaire
 
population at no charge. 

in the 1960s was among the better In Sub-Saharan 

Africa. However, the GOZ
 
full
 

was unable to allocate sufficient funds to operate the system at 


to maintain it. Efitering the 1980s much of the
 
capacity, nur even 

population was without physical access to basic health services.
 

the GOZ's ability to
 
The state of the Zairian economy further weakens 


Since the mid
 
carry out a fully state-subsidized health care 

strategy. 


1970s Zaire's economy has performed badly; 
real per capita income has
 

This poor performance was aggravated by the world
 
fallen since 1975. 

recession of the early 1980s and the subsequent decline in the price of
 

Zaire has been under an
 copper, Zaire's most important export. 


International Monetary Fund (IMF) program since late 1983 and under that
 

program has begun to make structural changes 
in the way the economy is
 

hence
 
managed. However, the process of economic reform will take time; 


public resources will bc scarce for some 
time to come.
 

to establish a
 
To meet its "$rilth fQr All" goal Zaire has set out 


nationwide health &<.enetwork of 300 zones and 6,000 health centers by
 

1991. Following some pilot studies in the late 
1970s and early 1980s,
 

Zaire embarked on the development of the health zone system in 1982o The
 

1982-1986 Five Year Health Plan called for the establishment of the first
 

85 zones.
 

involves a sharing of
 
The financing strategy for the health zones 


to establish health zones
 
Donor assistance for the investment costs 
costs. 


has been arranged, primacily from USAID's Basic 
Rura4 Health (SANRU)
 

The GOZ pays base
 
project, UNICEF, and Belgium's Sante pour Tous 

project. 


salaries to many of the zones' personnel. The zones themselves are
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responsible for paying for operating and maintenance costs 
(SANRU
 

subsidizes zone operating costs, on a diminishing basis, 
during the
 

"start-up" phase of zone activities). This often includes paying
 
The necessity


substantial salary supplements to personnel paid by the GOZ. 

that the zones have had to begin


of paying operating costs has meant 

charging fees for health care services, or use other means of recovering
 

zones the responsibility for operating cost- was
 
costs. Assignment to the 

the means to overcome the difficulty of relying on GOZ recurrent resourzes
 

to keep the system operating, especially during the expected continuation
 

of the period of economic difficulty.
 

The health zones P. given considerable autonomy in decision making by
 

the GOZ in both health and non-health matters affecting zone 
operations.
 

local
 
Hence, zones were allowed to develop cost-rec3very schemes to fit 


The autonomy of the zones permitted them to develop their own
 conditions. 

that they received little guidance from the GOZ how
 systems but also meant 


to make cost-recovery systems work,
 

In the first few years of implementation of the health zone strategy
 
the zones were successful
whethet
there was relatively little concern over 


The first areas cho3en to be organized into
 
in financing operating costs. 

zones were those where many health activities were already 

functioning
 

Moreover, start-ip subsidies were frequently given for operating
well. 

concern changed for several reasons. As the
 

costs. The initial lack of 

establishment of zones progressed, the new areas organized under the
 

strategy were progressively less well-functioning before 
the establishment
 

zone system, hence their abilities to organize cost-recovery systems
of the 

The start-up subsidies of operating costs
 became more and more doubtful. 
 zones
 

of the first zones established began to diminish and some of the 

Elsewhere the
 

began to report difficulty in paying for operating costs. 


GOZ was not meeting its obligations to pay an. increasing share of the
 
so it began to look toward
operating costs'of the CCCD project, 


a means to support some of those costs as an alternative
 cost-recovery as 

to GOZ budgetary allocations.
 

This situation led to recommendations in the first evaluation 
(1984)
 

of the CCCD project that chloroquine for the treatment of malaria and oral
 
the


rehydration salts (ORS) for treatment of diarrhea be sold 
by 


This
 
implementing GOZ agency, the Expanded Program of Immunization 

(PEV). 


policy would lead to assured financing of resupply pf these
 

pharmaceuticals, bUt could not assure that the associated costs of fuel and
 

mai.ntenance..of cold-chain equipment and vehicles for 
supervision would be
 

paid for. Such costs more logically would be paid for by zones 
out of
 

The second CCCD evaluation (1985) found
 general cost-recovery receipts. 

zones were using a variety of systems with varying 

success to try to
 
that 

recover costs sufficient to pay for the needed supervision of actiities
 

The evaluation recommended that a
 
and cost of maintaining the cold chain. 
 zones seemed to be relatively

study be made of the systems in use where the 


The objective of the study would be
 
successful at recovering such costs. 

to recommend -.o zones facing difficulties how to organize more successful
 

cost recovery efforts.
 

The basic document (project paper) of the 1986-1992 Basic Rural Health
 

II project (USArD's follow on to SAN U, known as SANRU II) stated that the
 

rare that zones' user-fee receipts
experience of SANRU had shown that it is 

Thus, the SANRU II project planned to assist
 

cover all recurrent costs. 
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financing systems in general

the GOZ to research improvements in the zones' 


and specifically in improving user-fee systems, training 
of zonal chief
 

medical officers in cost-recovery methods, and in 
researching how to
 

service delivery.
minimize 	the costs of 


Finally, in 1985 USAID's Science and Technology 
Bureau created the
 

Resources for Child Health (REACH) project to provide technical assistance
 

to USAID country missions and host governments 
in the area of health-care
 

financing. Under a request from the CCCD project in Zaire, Reach planned
 
SANRU took an active role in
financing.
the present study of health zones 


assisting with the study in the form of personnel and logistical support.
 
It is hoped that the results of
 

CCCD and PEV provided technical guidance. 


the present study will be used in the development of the materials for
 

zone personnel in cost-recovery methods. It is also
improved training of 

hoped that the necessary resources to pay for basic health services for the
 

people ot Zaire will be raised, in part, as a result of 
the conclusions of
 

this study.
 

2.2 Overview of Pre vious Hea]th Zones' Financing Studies in Zaire
 

Several studies have been conducted in recent years to assess the
 

magnitude of the Zairian health zones' investment and operating costs and
 

Some of the findings of these studies
 the zones' cost-recovery capability. 

are summarized below.
 

The 1985 SANRU II Project Paper estimated the investment 
and recurrent
 

in the
 
costs associated with the project of creating 50 rural health zones 


country vith a total of 520 new health centers. The paper anticipated that
 

a major role in financing the construction and
 e:ternal 	donors would play 
 The authors
 
replacement of capital goods, vaccines and contraceptives, 
 the
 
estimated that the GOZ and the beneficiaries would split the bulk of 


In
 
operating costs which were estimated at $0.39 per beneficiary by 1993. 


to pay $1.00 per episode of disease for
 addition, beneficiaries would have 
 the project in
 
medicines. The burden on the GOZ budget after the end of 


1993 was estimated to he $750,000 per year.
 

A 1983 PRICOR study by Marty Pipp looked at investment and operating
 
Without including


costs of ten health centers in six rural health zones. 


the investment costs of the buildings, Pipp estimated the remaining annual
 
a zone and
 

investment costs to be 506,OOOZ in the central office of 


6,500-14,000 Z in a health'center (25 Z = $1 in 1983). 
With regard to
 

operating costs, the author estimated that the central office would cost
 

25,000 Z pec year and each health center 10,700-53,800 
Z. Health centers'
 

their
 
operating costs were found to vary significantly depending on 


On a
 
geographic location, reflecting variations in local prices 

of inputs. 


per-capita basis (population within service area used 
as denominator),
 

to vary between 14Z ($0.56) and
 health centers' operating costs were found 


37.Z ($1.48) in the zone with the highest input costs.
 

Kishmir, 	consultant for the Departement du
 A 1985 report by M.G. 

financing health zones'
 

Plan, discussed the role that the GOZ could play at 


The author proposcd the use of cost-effectiveness

operating deficits. 
 -

analysis 	to determine whether the GOZ should invest its funds in health 


allocate them toward other projects with higher social
 zones or 

profitability. Kishmir recommended that if the GOZ were to allocate 

fui-ds
 

to financing health zones' investments, priority should 
be given to
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te author commented on the fact
 personnel training activities. Finally, 
the
 

that some previous health zones financing studies had revealed 
that 


zores were not providing for the replacement of fixed capital; health
 
their full operating costs.
 zones' prices reflected only a portion of 


The 1984 Financial and Economic E~aluation of the CCCD Project by
 
the direct costs of oral
 

Marty Makinen concluded, among rther things, that 


rehyiration therapy and distribution of chloroquine 
could be self-financed
 

The direct costs o2 immunizations, however, could not
 through user fees. 

be totally financed by users and external subsidies were needed. The study
 

little possibility of recovering capital
also concluded that there was 

costs through user fees.
 

A paper published in 1984 (Kasongo Project Team, "Primary 
Health Care
 

5, 1984) looked
 
for Less Than a Dollar a Year", World Health Forum, 

vol. 

a primary health care project started in 1972 by
at the recurrent costs of 
 The
 

a team of Belgian and Zairian medical personnel in the 
Kasongo zone. 


paper concluded that annual recurrent costs of providing 
preventive and
 

to the zone's population varied between $0.55 in
 curative health services 
 The
inhabitant covered.
rural areas and $0.67 in the main town, per
more 

cover between 34 and 57% of the operating costs
 

population was able to 

The annual operating costs of a health center ranged
6~rough user fees. 


from $5,500 to $6,700.
 

Another PRICOR study conducted between 1983 and 1986 
(Lusamba, Baer,
 

Munkatu, Lokangu, Greenberger and Pipp, "Community Financing o{ Primary
 
assessed the operating costs of
 Health Care in the Republic of Zaire.") 
 two payment
health centers and investigated Reople's response to 


a fixed payment per episode of disease and a fixed payment 
per


mechanisms: 

The study was conducted in five rural
 visit plus variable fees for drugs. 


The study

health zones and in two health centers within each zone. 


concluded that the average recurrent cost associated with arn episode of
 

Of the ten centers analyzed, five were required to
 illness was $1.41. 

change their payment schemes (experimental centers) while the rest kept
 

Four of the five experimental

their existing schemes (control centers). 


to the per-episode payment
centers switched from a payment per visit 

The results failed to demonstrate
the fifth did the reverse.
scheme; 


increased utilization of curative services under the 
per-episode scheme, as
 

utilization of preventive services,
originally hypothesized by the authors; 


however, showed an increase. The authors justified the failure of health
 

centers to show greater utilization of curative services 
under the fee
 

the negative attitude that health personnel had
 per-episode system on 

toward that system. The authors also concluded that the average number of
 

visits per episode of direase was greater under 
the payment per episode
 

system than under the payment per visit one.
 

Finally, a paper by Franklin Baer ("Planning Primary 
Health Care
 

the National Council of
 Resources for Zaire, paper presented at 


International Health Conference, June 2-5, 1985) estimated the magnitude of
 

the financial resources required to develop and operate a health zone in
 

Baer estimated the annual total operating costs of a health zone to
 Zaire. 

be $185,500, of which $110,000 would be health centers' costs 

(20 centers),
 
the
 

$48,5G0 would be the reference hospital costs and $27,500 
the costs of 


Total initial investments were estimated at
 zone's central office. 

$470,000 per zone, of which $260,000 corresponded 

to health centers,
 

$123,400 to the reference hospital and $86,600 to the ctntral office.
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The results of this 	study confirm what the SANRU II Project Paper had
 

donors would finance most of the zones'
anticipated, namely 	that 
 recurrent
 
investments costs. The results show that most of the zones' 


The GOZ and donors
own revenue.
costs (70%) are financed with the zones' 

This contrasts
the zones' recurrent costs.
contribute each about 15% of 


with the SANRU II Paper's predictions ,hich assumed that the GOZ and the
 
The 1985
recurrent costs.
beneficiaries would split the bulk of the 


average annual operating costs of the central office and of a health centei
 

The PRICOR study (Pipp, 1983)
 were 480,000 Z and 66,000 Z, respectively. 

to be 25,000 Z and 10,700-53,800 Z, respectively.
estimated these figures 


While the study yields operating costs of health centers comparable 
to
 

the central office estimated by PRICOR are
 PRICOR's, the costs 	of 
 Differences may

substantially smaller than tnose obtained in this study. 


to e large extent by the price inflation between 1983 and 1986
 be explained 

the zones chosen in both studies. Health centers'
 

and also by the size of 

operating expenses on a per-capita basis (using population 

covered as
 
PRICOR's estimates
to vary between $0.26 and $0.74.
denomitor) were found 


were $0.56-$1.48. The total recurrent costs of a zone were, on average,
 

S80,000, less than half the amount projected by Baer in the paper referred
 

to above.
 

3. METHODOLOGY
 

3.1 Study Team
 

made up of seven members whose names are listed on
 The study team was 
 Mputu

the front page of this document. In addition to those listed, Dr. 


Yamba from the Departement du Plan-also participated in the preliminary
 

group meetings in Kinshasa and visited the health zone of Sona-Bata.
 

the following: the
 
The institutions participating in the study were 
 a
 

Project de Soins de Sante Primaires en Milieu Rural 
(SANRU), which is 


Za-.Li-based project sponsored by the United States Agency for International
 

Development (USAID); the Washington-based Resources for Ch'ild Health
 
the Fond National Medico
(REACH), also a USAID-sponsored project; 


Sanitaire (FONAMES); the Departement du Plan; the project for the
 

development of urban health zones, Sante pour Tous, 
co-sponsored by the
 

governments of Zaire and Belgium; and the United States Agency for
 

International Development, Kinshasa.
 

the Study
3.2 Duration and Phases of 


The study lasted 14 	weeks, from June through October of 1986, and was
 

structured as follows:
 

:.n Zaire: 2 weeks: Group meetings in Kinshasa: preparation of
 

survey questionnaires; discussion of
 

methodology; selection of health zones;
 

Visit to 10 health zones: field data
4 weeks: 

collection.
 

Write-up of field reports: preliminary
4 weeks: 

analysis of field data; write-up of field
 

reports; write-up of preliminary final report.
 

In the U.S.: 4 weeks: Write-up of final report
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http:0.56-$1.48


The team split into two groups of 3-4 members each, and each group
 
Field visits lasted from 3 to 5 days
visited 4-5 different health zones. 


plus 1 day of travel.
 

Within each health zone, the team members visited the following units:
 

the reference hospital, two or three health centers and the central office.
 

they also visited a reference health center and health
 In several zones, 

posts.
 

3.3 Hcalth Zones Selection Criteria
 

ill
 
As of June, there were appvoximately 150 operational health 

zones 

the study to be conducted
Resource and time constraints permitted
Zaire. 


These zones were chosen by a panel of Zairian
 on a sample of ten of them. 

experts from SANRU, Sante Pour Tous, Fonames, and other institutions. The
 

selected were among the best organized in the country, and with
 ten zones 

relatively successful cost-recovery systems. In addition, the zones were
 

the following characteristics:
selected to observe variety in terms of 


decentralized)
-Type of organization (e.g. centralized vs. 


of payment for health care services (pre-paid, payment per
-System 

visit, per episode)
 
-Availability of information
 
-Accessibility
 
-Geographic diversity
 
-Relative importance of different sources of financing (internal
 

vs. external)
 
-Rural vs. urban setting
 

zones chosen follows:
A list of the 


-Bibanga, Kasai Oriental
 
-Bokoro, Bandundu
 
-Bwamanda, Equateur
 
-Dungu, Haut Zaire
 
-Kalorda, Kasai Occidental
 
-.Kaniama, Shaba
 
-Kikimi, Kinshasa
 
-Kindu, Kivu
 
-Kirotshe, Kivu
 
-Sona-Bata, Bas Zaire
 

Of the ten zones above, 8 are considered to be rural while Kikimi and
 

Kindu are classified as urban and semi-urban, respectively. 
All nine
 

regions of the country were represented in the sample.
 

A map of Zaire showing the boundaries of the 300 health zones and
 
the following page.
ten zones visited is shown on
highlighting the 
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3.4 Data Collection and Analysis.
 

the cost-recovery

As described earlier, the study focused mainly on 


Thus, 	data collection was concentrated on
 systems employed by the zones. 


financial and utilization information, described 
below:
 

-prices and payment mechanisms used
 
of funds
-sources and uses 


-operating and capital expenditures
 
-utilization of services
 

Cost recovery canalso be influenced by a variety of other 
factors on
 

which data were also gathered:
 

-demographic and socio-economic conditions
 
zones and competitors
-types of services offered by the 


-physical facilities and equipment of the zones and competitors
 

-administration and management
 

peiqonal interviews between
The information was collected thuoughi 


group members and the zones' technical stafts. The interviews were
 

on a set of questionnaires (see questionnaires in appendix
.conducted based 

A).
 

3.5 Field Reports
 

During the month of August, a case-study report was prepared 
on each
 

The reports describe in detail the information

of the ten zones visited. 


The reader interested in
indicated previously.
gathered in each zone, as 
 contained in
 
detailed data is referred to the case-study reports, which are 


a separate volume.
 

3.6 Criteria for Collection and Analysis of Financial Data
 

Financial data were gathered to determine the following:
 

-absolute and relative magnitude of the operating expenses and
 

investments made by the zones during 1985 (overall and by type of
 

functional unit)
 
-absolute and relative magnitude of the financing sources of operating
 

expenses and investments for the zones and their units
 

-cost structure of the zones and their units
 
zones 	to establish their pricing systems and
 -mechanisms employed by the 


relationship with actual production costs
 

-average per capita cost. of health care broken down 
by service category
 

(drugs, inpatient and outpatient, preventive and curative 
procedures)
 

year 1985.
Financial data were collected for calendar 


Some methodological details follov:
 

Because of the limited time and
 
(i) 	 Investments made before 1985: 


the lack of accurate'information, the cost of investments made
 

before 1985 were neither estimated nor recorded during 
the study.
 

The replacement value of previous investments is important,
 

however, because it permits the addition of a depreciation
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to a zone's operating expenses. The findinZs of the
component 

Table Ronde sur les Soins de Sante Primaires (Departement du
 

Plan, December 1984) have been used to estimate the cost of
 

building fully furnished hospitals and health centers in Zaire.
 
to assess the zones' ability to
Investment costs were used 


finance their investments and to make depreciation allowances to
 

replace their capital stock.
 

(ii) Investments made during 1985: All investments made during 1985
 

were recorded and costed by the interviewers. Such information
 
the current volume of investment taking
was collected to assess 


zones visited, and how this investment is
place in the 

zones.
distributed among the functional units of the 


Health zones
(iii) Direct subsidie:s received-by the zones in 1985: 

the Government of Zaire
receive subsidies from two main sources: 


and donors, such as foreign governments, domestic and foreign
 

agencies, and private institutions and individuals
 
In addition, subsidies
(non-governmental organizations (NGO's)). 


are made in at least three forms: in cash, in kind, or in
 

services provided at no cost. 
 In this study, subsidies in cash
 

made in foreign currencies vere converted into local currency at
 

The value of subsidies in kind was
the official exchange rate. 

the same or comparable goods.
estimated using local prices of 


Subsidies were classified according to the way they were used by
 

were employed to finance the
 
the zones. The subsidies that 

operations were called operating subsidies. Those used to
 

finance the investments were classified as investment subsidies.
 
as will Se shown in
This last distinction is important, 


chapter 4.
 

The value of subsidies in the form of services was estimated in
 

the study. The salaries of the personnel working in the zones
 

but being paid by external entities fall into this category. Two
 

types of subsidies made in the form of salary payments were
 

considered:
 

(a) salaries of government employees. This category included
 

all salary payments made by the GOZ for zone personnel.
 

(b) salaries of foreign institutions' employees working 
in the
 

zones. 
 A number of foreigners work in the health zones
 

the study group, their salaries being paid by
visited by 

different sponsoring foreign institutions. These
 

paid salaries which are substantially
professionals are 

greater than those of their Zairian counterparts. In 	the
 

to
absence of foreign emiployees, health zones would have 


hire Zairian professionals and pay them normal domestic
 

Thus, the value of this subsidy was considered
salaries. 

to be that of the salaries that would be paid to Zairian
 

professionals if they were to perform the work of the
 

expatriates.
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the work of voluntary personnel, such as
Some zones benefit from 

The value of the services provided by
Peace 	Corps volunteers. 


to zone
such volunteers was not counted as part of subsidies 


operating costs since those services usually involve special
 

or activities which will end with the volunteers'
projects 

The value of work performed by missionaries was not
departure. 


countqd as an 9perating subsidy either.
 

Finally, the lower import duties granted by the GOZ to drugs or
 

other types of foreign goods imported by the zones may also be
 

considered as a subsidy. However, the study group was unable to
 

subsidy due to.lack of
estimate the value of this type of 


information.
 

The availability and reliability of
 (iv) 	Quality of the fieJd data: 

the field data varied greatly among the ten zones. Data
 

more mature zones and
availability and quality were better in 

Information was also incomplete in
 less adequate in newer ones. 


the zones where the central office controls only a portion 
of the
 

Thus, the study group was
facilities of the health network. 

combined 1985 financial reports for the
unable to reconstruct 


zones of Bibanga, Kalonda and Sona-Bata. In addition, the
 

financial reports of the complete set of health centers and of
 
zones 	of
the zones were estimated based on sample data for the 


Dungu and Kirotshe.
 

Health zones employ different
(v) 	 Health centers financial data: 

c'riteria to classify their facilities into reference health
 

centers, health centers, and health stations. In order tc avoid
 

confusion and to simplify the analysis, the study group decided
 

to combine the financial data of these three categories of health
 

units into one single category, referred to as health centers.
 

In order to facilitate the

(vi) 	 Health zones' functional units: 


exposition and interpretation of the financial data, the study
 

group decided to consider each health zones as a set of three
 

(1) the central office; (2) the reference
functional units: 

hospital; and (3) the set of health centers.
 

Most of the zones' financial data are presented
(vii) 	Exchange rates: 

dollars. Throughout the report,
in both zaires and U.S. 


financial information is presented specifying (a) the 
year and
 

(b) the currency (zaires or dollars). The average exchange rates
 

used in the report were 50 zaires per dollar in 1985 and 60
 

zaires per dollar in 1986."
 

4. FINDINGS
 

This chapter presents all the major findings made by the study team
 

the ten health zones. The chapter is divided
 during the field visits to 

through 4.5 briefly review the salient
 

into six sections. Sections 4.1 

Additional
 

facts 	pertaining to the noh-financial findings of 
the study. 


information regarding these aspects is provided in 
appendices B-G.
 

Financial findings are presented in section 4.6.
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4.1 Health Zones' Demographics
 

ten zones a:e presented in Table B,1 of
 Basic demographic data for the 

appendix B.
 

Average population density per Km2 varies from 5.8 to 
125 among the
 

Higher

studied rural zones. Densities within zones also vary greatly. 


However,

density allows the rovision of coverage with fewer health units. 


also be taken into account, as found in the Mitumba
 
accessibility must 


The scattered rural
Mountains region of the Kirotshe health zone. 

250 to 1500 people necessitates that a single


populations in villages of 

health center cover several villages to be able to spread fixed costs
 

Low density areas make complete
sufficiently'to hold down user fees. 


self-financing of individual health centers impossible.
 

4.2 Socio-economic Information
 

In most of the rural health zones visited, subsistence farming is 
the
 

main economic activity. Commercial farming (coffee, manioc, corn)
 
source of cash revenue. In the
 

genera ly constitutes the most important 


of Kalonda and Bibanga, the diamond trade is important. Additional
 
zones 


revenue of.some zones are the breeding of cattle
important sources of 

(Bibanga, Kirotshe) and fishing (Bokoro).
 

Health zones' personnel estimated that, in addition to the goodi
 

produced and consumed by the families (food), average monetary revenue in
 

rural health zones is about 1,500 Z per month ($25) for a family of 6-8
 

people.
 

The urban zone of Kikimi has the greatest percentage of its labor
 

the main employers being government and private
force in wage employment, 

transportation companies, textile industries, the army and breweries.
 

Despite the presence of these firms, survey9 conducted in 
the health zone
 

of Kikimi in 1985 revealed that 35.5% of the heads of household in Kikimi
 

were unemployed.
 

The cyclical nature of agricultural activities translates 
into an
 

In all ten zones, payments for health services must
 irregular cash flow. 

be made in cash. The shortage and uneven availability of cash priesumably
 

care services although

limits the ability of households to pay for health 


investigated by this study.
the extent to which this is true was not 


Some available local information, however, provides clues 
that may
 

help understand the way in which the availability of money affects
 
A recent survey conducted in the
 individuals' demand for health care. 


health zone of Kikimi (Gerniers and Zola Ngindu, 1985) 
indicates that 87%
 

of the people who become sick and who do not seek care 
justify their
 

the
 
attitude on the lack of financial resources. Some preliminary tests on 


data from the PRICOR I survey (1986) reveal that a significant difference
 

exists in socio-economic status between the people who decide to be treated
 

when sick and those who do not, the socio-economic index being lower in the
 

latter category.
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care is lowest during planting and harvest times, when
 
The demand for 


adults are far from more populated areas where health centers and 
posts are
 

zone of Dungu, heads of households
 usually located. Further, 	in the health 


live away from their main home during planting and 
harvest times.
 

Children, especially those of school age, are left 
alone, unattended,
 

Health
 
without monetary resources and more vulnerable to illness. 


provide free of charge to all children
 
authorities in Dungu have decided to 


This decision has
 
aged 0-4 preventive, ambulatory and inpatient services. 


recovery capacity, especially since
 severely affected the zone's cost 


children aged 0-4 represent around 20% of the total population of the zones
 

and probably account for a higher share of the total demand for health
 

care.
 

the health zones. Although in general

Industries exist in several of 


the total work. force of the zones, they

they employ a small proportion of 
 This aspect

contribute substantially to the revenue of the health units. 


is discussed in more detail later ih sections 4.3.1, 4.6.5, and 
5.1.7.
 

4.3 Administrative Structure of the Zones and Management 
Systems
 

A description of the zones' administrative structure and management
 

systems can be found in appendix C. All of the zones studied conform
 
Major differences found
 roughly to the system-described in the appendix. 


were the way supervision fees are set, pricing of drug supplies, and
 

whether referral fees are charged within the zones.
 

4.4 Infrastructure, Providers, Ownership and Services Offered in the Zones'
 

Health Facilities
 

the types of health units of the zones, the.ir

A description of 


the health care services provided in each zan be found 
in
 

personnel and 

the health zones' medical
 appendix D. Basic information and analysis on 


.
 
infrastructure and the ownership of health facilities is presented in 


appendix E. This section summarizes the salient facts of appendix F which
 

describes the types of providers within the health zones.
 

Providers within a zone'can be classified into two categories: 
those
 

that have been approved and are supervised by the central office, and those
 

that do not meet these conditions.. The first category of providers are
 
Facilities that belong to
 

referred to as providers of the zone's network. 


the second category are called parallel providers.
 

Parallel providers capture a significant share of 
the demand for
 

In many cases, this competition hinders the
 zones.
health care in most 

ability of the facilities within the zone's network to become completely
 

self-financed.
 

to provide free health care to
 Zairian enterprises are obliged by law 

Many firms operate their own health
 their employees and their families. 


Others have contracted with the zone's
 units to meet this requirement. 

the network provide health 	care to
 central office to have the 	facilities of 


Fees charged to enterprises by the facilities of
 
the firms' beneficiaries. 

the zone network usually exceed those charged to private patients.
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4.5 Utilization Statistics
 

Basic indicators of health care utilization and coverage can be found
 
text of that
 

in table G.1 in appendix G. Analysis is also provided in the 


appendix. A summary follows:
 

Average annual utilization of curative services in the zones' networks
 

range from 0.29 to 1.36 new episodes per person. This understates the
 

total number of episodes treated at all facilities, since use of parallel
 

providers is noz accuunted for. The average number of visits made to zone
 
to 4.3, based on
health facilities per episode of illness ranges from 3.4 


data from Bwamanda and Bokoro.
 

High rates of participation (greater than 90 percent) in pre-natal
 

clinics were 
reported in Bwamanda, Kaniama, and Kindu. In most of the
 

zones where data were available, participation rates in pre-natal clinics
 

exceeded those in pre-school clinics.
 

Poor data quality on inpatient service use makes systematic
 

comparisons impcssible.
 

4.6 Health Zones Financing
 

This section presents che study's financial findings. A summary of
 

the main results follows.
 

The studied health zones were able to pay for a significant proportion
 

(over 70 percent) of their 1985 operating expenses through cost-recovery
 

receipts. The GOZ and donors contributed with equal shares to pay for the
 

Virtually all investments made by the zones
remaining operating costs. 

to a lesser extent by the GOZ.
 were subsidized, primarily by donors and 


The central office of most zones had to depend on operating subsidies in
 

Also, many reference hospitals were underfinanced in their
1985. 

operations. In some zones cross-subsidization took place among health
 

centers, those having an operating surplus subsidizing the ones with a
 

The central office played a major role in allocating those
deficit. 

zones charges for inpatient care are set depending on
subsidies. In most 


the types and amounts of services provided. Two zones have started
 

pre-paid inpatient plans. The majority of the health centers have a fee
 

per episode of illness payment system. In only two zones, drugs are also
 

Many zones have established ad-hoc price
included in such a fee. 


categories based on patients' socio-economic status. Finally, many private
 

zones have arranged with
and GOZ-owned enterprises that operate within the 

care for their beneficiaries. Fees


the central office to obtain health 

those of private patients.
charged to enterprises are generally higher than 


some cases an important source of
Fees charged to enterprises represent in 


revenue for the zones.
 

The remainder of this section is organized as follows. The magnitude
 
The
 

of the zones' 1985 operating expenses is presented in section 4.6.1. 

In section 4.6.3 an
 zones' ccst structure is discussed in section 4.6.2. 


the zones' financing sources of operating expenses.
analysis is made of 


Section 4.6.4 presents the magnitude of the zones' investments. Finally,
 

section 4.6.5 describes the pricing systems employed by the zones.
 
of funds statements.
sources and uses
Appendices H and I present the zones' 


Appendices J and K provide information on sample prices of health services
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charged by the zones and on population's expenditure in health care,
 

respectively.
 

4.6.1 Magnitude of the Zones' 1985 Operating Expenses
 

Part of the analysis that follows is based on the zones' statements of
 
sources and uses of funds for calendar year 1985 (see detailed sources and
 
uses of funds statements in appendix H and condensed statements in appendix
 
I). Such statements were constructed by the study grou tri allow the
 
comparison of financial information among zones.
 

Table 4.1 shows the 1985 per capita operating expenses of the zones
 
adjusted by population coverage (percentage of the population of a zone
 
living within health areas). Per capita operatiag expenses, as computed in
 
table 4.1, cannot be compared among zones from the viewpoint of efficiency;
 
adjustments need to be made for factors such as regional price indices,
 
utilization and quality of the services provided.
 

The zones' operating expenses varied from 3,034,143 Z ($61,000) in
 
Kikimi to 5,672,612 Z ($113,000) in Dungu (see appendix H). On a per
 
capita basis expenses ranged from $0.70 in Bokoro to $1.86 in Dungu, as
 
shown in table 4.1. These expenses include all the salaries of the zones'
 
employees, drug consunption, payment of services, transportation, fuel,
 
offize supplies, maintenance of buildings and equipment and miscellaneous
 
expenses. Two categories of expense are excluded from the above: 1) the
 
depreciation of the health zones' existing assets and 2) the salaries of
 
the expatriate personnel. The magnitude of these two cost. categories is
 
estimated in chapter 5.. Tctal per capita uses of funds varied from $0.84
 
in Bwamanda to $2.17 in Kaniama as shown in table 4.2.
 

Table 4.1
 

Unadjusted Per Capita

Operating Expenses
 

Seven Health Zones(*)
1985
 
Bokoro Bwamanda---Dungu Kaniama Nikimi Kindu Kirotshe
 

Total Oper. Expenses
 
(th.1985 zaires) 3,743 3,273 5,672 5,308 3,034 4,314 4,657 

Total population (thous)108 114 121 79 84 105 20 

Population coverage 
(Z of pop. in hth.areas) 99% 75Z 50Z 74% 74Z 74% 60 

Popul. covered (thous.) 107 86 61 58 62 78 120 

Unadjusted per capita 
operating expenses 
(denominator-pop.covered) 

1985 zaires 35.0 38.1 93.0 91.5 48.9 55.3 38.8 
1985 dollars 0.70 0.76 1.86 1.83 0.98 1.10 0.78 

(*) Data not available for the zones of Bibanga, Kalonda and Sona-Bata
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Table 4.2
 

HEALTH ZONES
 
UI DJUSTED PER CAFITA 
SYATEMENT OF SOURCES 

AND USES OF FUNDS 
(1985 dollars) 

Saban:Boko Bwa- Dungu KalonKaniaK.i-IKindu;KlrottSona
 
ga 1 ro manda: da 1 ma mi. 1 She ;a6'a
 

SOURCES OF FUNDS
 

TOT.OPER. REVENJE:
 
Central Office na 0.00 0.00 'Z.00 ;0.00 :0.00 10.00 !0.00 :0.0Z:0.04 

Health Centers na 10.42 10.31 0.71 : na 10.56 10.30 10.36 :0.40 1 ne 

Reference Hosp.1 na 10.22 0.20 0.79 10.81 11.0? 10.45 10.39 12.22 1 na 

na I.S7 10.74 10.79 10.62 1 na
Total na 10.63 10.51 1.S0 


SUBSIDIES 
GOZ na :0.02 :0.03 10.16 : na :0.14 :0.70 10.16 :0.20 n 

na 10.46 :0.28 !0.20 10.08 1 naPrivate Donors 1 na 10.24 10.30 ;0.50 
--: 

na 4.26 10.33 :0.E6 1 na i0.60 0.93 10.2S 10.28 naTotal 


TOT.SOURCES FUNDS! na 10.89 10.84 12.16 na 12.17 1.72 11.15 10,90 na
 
I I I I I I 

USES OF FUNDS : 1 1 1
 

i ITOT.OPER.EXPENSES I I I I 
10.17 10.00 10.17 ;0.20 10.0S :O.OS
Central Office na :0.08 10.08 10.17 


Health Centers na 10.33 10.26 
10.74 1 na o.68 :0.37 :0.35 10.34 na
 

:0.29 :0.42 10.95 49.S6 1.19 :0.46 0.55 0 ,3
Reference Hos.2 nma re
 

10.99 :1.11 :0.78 nma
Total ma :0.70 10.76 :1.86 1 na 11.83 

*I I I I I I 

TCTAL. INVESTMENTS I 1 1 1 1 

Central Office 1 na 10.01 :0.00 :0.00 0.19 10.00 10.IS 10.00 0,00 :0.04 
10.57 0.04 0.14 1 ne
Health Centers 1 na 10.07 :0.08 10.26 1 na 10.34 

Reference Hosp.1 na 10.09 10.00 :0.03 10.00 10.00 10,00 10.00 10.00 ma 

10.14 1 na
Total na 10.17 '0.08 10.30 1 na 10.34 10.72 10.04 

TOTAL USES FUNDS na :0.87 10.64 :.2.16 na 12.17 11.72 11.1S :0.91 1 na
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4.6.2 Health Zones' Cost Structure
 

was as follows (see
The 1985 cost structure of the health zones 


appendices H and I for details):
 

Table 4.3
 

Health Zones' Cost Structure
 

(perce-n~ages)
 

Bokoro Bwamanda Dungu Kaniama Kikimi Kindu Kirotshe
 

COST CATEGORY
 

40% 36X 26% 53% 50%
Salaries 37% 56% 


Drugs and
 
33% 28% 42% 30% 25% 26%
medical supplies 45% 


"
 
of 


Maintenance 

vehicles and bldgs. 1% 12% 1% 3% 3% 1% 1%
 

Fue' and lubricants 5% 5% 4% 0% 5% 3% 7%
 

Office supplies
 
and miscellaneous 13% 10% 10% 18% 37% 19% 16%
 

Ttl. oper. expenses 100% 100% 100% 100% 100% 100% 100%
 

(*) Data not available for the zones of Bibanga, Kalonda and Sona-Bata
 

In 1985 salaries represented between 26 and 56% of the zones' total
 

The low figure of 26% in Kikimi may be explained by
operating expenses. 

the presence of an above average number of expatriates, working directly 

or
 

are not accounted for in the above
indirectly for the zone, whose salaries 


exercise (see section 5.1.8 for discussion of expatriates, salaries). 
If
 

to 56% of
Kikimi is excluded from the sample, salaries range from 36 


operating expenses.
 

Differences in relative magnitude between drugs and salaries among the
 

zones may be explained by different levels of drug availability and 
also by
 

differences in the output-personnel ratio.
 

The zones' overall average cost structure is depicted in f 4.3.
 

The zones' average cost structure for the reference hospital, central
 

office and health centers are shown in figures 4.2, 4.4 and 4.5,
 

respectively.
 

to be the most labor intensive of the three
The central office seems 

(i.e., reference hospital, health centers and
functional units of the zones 


The importance of the fuel and
central office), as shown in figure 4.4. 


the central office level reveals the nature of its

lubricant expenses at 


the health facilities.
supervisory role, which requires frequent trips to 
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the health center level, drugs are the largest cost component
At 

whereas in the reference hospital, salaries are the most important one,
 

followed by drugs and medical supplies.
 

4.6.3 Health Zones' Financing of 1985 Operating Expenses
 

Data on seven of the ten health zones visited by the study team
 
able to their
indicate that on average the zn-es were finance 79% of 


operating expenses with their oderating revenue (i.e., sale of health care
 

services to the population). Table 4.4 presents the financing sources of
 

operating costs for the seven zones in terms of percentage of the costs.
 

The sources have been broken down into three categories: operating
 

revenue, GOZ subsidies and private subsidies.
 

Table 4.4
 

Operating Costs
 
Financing Sources
 

Seven Health Zones(*)

1985
 

(percentages(**))
 

Bokoro Bwamanda Dungu Kaniama Kikimi 	Kindu Kirotshe
 

SOURCES OF FUNDS
 
80% 86% 75% 72% 79%
Operating revenue 9Q% 67% 


GOZ operating
 
4% 8% 8% 17% 14% 26%
subsidies 	 3% 


Private operating
 
subsidies 	 9% 32% 11% 6% 9% 14% 3%
 

Total Oper. Costs 103% 102% 100% 100% 100% 100% 108%
 

(*) Data not available for the zones of Bibanga, Kalonda and Sona-Bata
 

(**) The sum of the percentages exceeds 	100% in some zones because the
 
1985 need for operating funds. In
operating subsidies exceeded the zones' 


to finance 1985 investments or
those cases, the zones used the excess funds 

1986 operations.
 

Table 4.4 shows that the zones of Bokoro and Kaniama were the ones
 

with the greatest operating financial autonomy in 1985. In Bokoro, the
 

population financed 90% of the zone's operating expenses through payments
 

for health care services. In Kaniama, the comparable figure was 86%. Of
 

the seven zones, Bwamanda and Kindu were the ones with the highest
 

dependency on operating subsidies.
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The zones of Kirotshe and Kikimi received a relatlvzly high operating
 

subsidy from the GOZ in 1985. In Kirotshe, the bulk of the GOZ subsidy
 
to pay the salaries of most employees as
 went to .he CEMUBAC Hospital (*), 


Kikim3 is a zone which receives a high
in the central office. 


governmental subsidy for both its operations and investments through the
 

project Sante Pour Tous, a bilateral project between the GOZ and Belgium.
 

well as some 


a Belgian
Bwamanda's operations are highly subsidized by the CDI (**), 


project started in 1966 by Catholic missionaries to promote the economic
 

development of the region.
 

Operating subsidies by the GOZ are mostly in the form of salaries to
 
The total operating
government employees who work in the health zones. 

of 3,450,000 Z in 1985
subsidies from the GOZ to the seven zones above was 


third of which was received by the zone of Kirotshe.
($68,967), one 


Operating subsidies by donors consisted of cash, drugs, and medical
 
Among the major private donors of the seven
supplies consumed during 1985. 


zones were the Cooperation Belge, the Belgian project FOMETRO (***), the
 

CDI (inBwamanda), the USAID-supported project SANRU, and the bilateral
 
The total private subsidies for the operations of
project Sante Pour Tous. 


the seven zones were 3,345,000 Z ($66,900), of which approximately one
 

third was received by Bwamanda from the CDT.
 

In sum, in 1985 the GOZ and donors contributed equal shares to the
 

financing of the health zones' operations.
 

Financial Performance of Functional Units
 

The data gathered during the study indicate that the operating
 

revenues of all reference hospitals and of most central offices were lower
 

than their operating expenses. Thus, those units depended on external
 

The situation of health centers is more encouraging. Financial
support. 

some zones the sets of health centers
information for 1985 shows that in 


cover all their operating expenses with their
 were not only able to 

operating revenue but were also able to finance a part of their
 

investments.
 

(*) Centre Medical et Scientifique de l'Universite Libre de Bruxelles Pour
 

ses Activites de Cooperation
 

(**) Centre de Developement Integre
 

(***) Fond Medical Tropical
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Table 4.5 shows the percentage of the 1985 operating expenses which
 

were f-inanced with operating revenue for each zone and type of unit.
 

Table 4.5
 

Percentage of operatir.__Expenses
 
Financed With Operating Revenue
 

byType of Functional Unit
 
Ten Health Zones


1985
 

aitan Bokoro Bwaman Dungu Kalon Kania Kiki Kindu Kirot Sona
 
m! she Bata
ga da da ma 


Reference 99% 76% 49% 83%0 84% 88% 96% 71% 57% na. 

hospital 

Health centers na 101% 107% 90% na 82% 81% 100% 110% na 

Central office 30% 98% 31% 29% 146% na 0% 22% 73% 51% 

Figure 4.6 combines the information of tables 4.4 and 4.5, showing for
 

the sources of financing of operating expenses for
the average health zones 

the zone as a whole, and for its functional units.
 

Financial Performance of Reference Hospitals
 

As shown in the above table, reference hospitals were, without
 

exception, unable to completely finance their operating costs through 
the
 

The operating deficit was subsidized by external
sale of medical services. 

sources, especially by the GOZ through the payment of salaries of
 

government employees.
 

Financial Performance of Health Centers
 

Health centers as a whole, had a better performance, although those 
in
 

Dungu, Kaniama and Kikimi had to depend on external support. Those in
 

Bwamanda and Kirotshe were able to save money from their operations.
 

the health centers as meaning that
To interpret the total figures for 


most health centers are nearly completely self-financed would be
 
financial information
misleading, however. As explained in chapter 3, the 


for health centers, reference health centers and health posts is aggregated
 
same zones
within each health zone. Although the figures indicate that in 


the set of health centers generated an operating surplus, the situation of
 

the individual units was quite different.
 

in 1985 many health centers were underfinanced even in the
In fact, 

the health
of Bokoro, Bwamanda and Kirorthe. In Bokoro, over half of 
zones 


centers had an operating deficit and were subsidized by those that had 
a
 

a major role in
surplus. The central office of Bokoro played 
In
redistributing health centers' surplus to balance those in deficit. 
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Bwamanda, one third of the health centers had an operating deficit and were
 
Starting in 1986, the
also subsidized by those having a surplus. 


zone has decided that each health center be
 management of the Bwamanda 

required to be financially independent, meaning that those which generate a
 

surplus will be allcwed to keep it; the others will have to find a way of
 

balancing their finances. The issue of the financing of individual health
 

centers is addressed in section 5.3.
 

Financial Performance of Central Offices
 

Th9 central offices also received large subsidies relative to their
 

operating expenses. The main source of operating revenue of the central
 
Supervision
office are the supervision fees paid by the health centers. 


fees are set by the central office based on its operating expenses and the
 

health centers' ability to pay.
 

Apart from its supervisory role, the central office performs a series
 

of other activities vhich permit the functioning of the zones' health
 
In the health zone of Bokoro, the 1985
network (see section 4.4). 


the personnel,
supervision expenses (rental of vehicles, per diem of 


vehicle repairing, fuel, etc.) represented 61% of the central office's
 

total operating expenses. Other expenses (transportation of merchandise
 

and medical supplies, training of personnel, transportation of personnel,
 
accounted for the remaining 39%.
salaries of central office's clerks, etc.) 


the central office
In the majority of the zones, the fees charged by 


to the health centers are insufficient to cover the supervision expenses.
 
the central office benefits the health
Since the supervision performed by 


are unable to completely finance supervision
centers and these in turn 

This unit, in
costs, supervision is subsidized by the central office. 


turn, is obliged to seek external support to balance its finances.
 

Therefore, health centers are indirectly subsidized by external donors, in
 

addition to the other operating subsidies mentioned above. Further
 

analysis of this issue and its consequences can be found in section 5.1.9.
 

4.6.4 Health Zones' 1985 Investment Levels
 

The level of investment in buildings, equipment and initial stocks of
 

drugs and other components of working capital varies greatly between 
zones.
 

This is shown graphically in figure 4.7 (a).
 

As shown in appendices G and H, the total investment made in seven
 

zones during 1985 was 6,400,000 Z ($128,000). Health centers accounted for
 

Figure 4.7 (b) compares the average
5,300,000 Z, or 83%, of the total.. 

investment and operating expenditures for the seven zones which had
 

available data. The information is given in 1985 zaires for an average
 
This is also shown in 1985 dollars in
 zone and its functional units. 


figure 4.7 (c).
 

4.6.5 Summary of Sources and Uses of Funds Analysis
 

To graphically summarize the information of the above sections, figure
 
the total sources of
4.8 presents, for the average of the seven zones, 


funds (operating revenue and subsidies and investment subsidies) and their
 

uses in 1985 zaires and dollars.
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funds were slightly over
For an average health zone, annual uses of 


5,000,000 Z ($100,000) of which 4,400,000 Z, or 88%, were operating
 

expenses and the rest, 600,000 Z, investments (figures 4.8 (a),(b)).
 
0. 

the average zone was 3,400,000 Z ($68,000),
The operating revenue of 

the operating subsidies being 1,000,000 Z ($20,000). The GOZ and donors
 

contributed equal shares to finance the operating subsidies, providing
 

500,000 Z each. Donors contributed a larger share of the investment
 

subsidies, with 478,000 Z, or 80% of the investments, the GOZ contributing
 

the remaining 20%
 

Finally, figure 4.9 shows the relative magnitude of the operating
 

expenses of an average zone's three functional units. Figure 4.9 (a) shows
 

the central office of the average zone accounted for 12% of the zone's
that 

The set of health centers represented 39% of the
total operating costs. 


total while the reference hospital accounted for 49%, almost half of a
 

zone's total operating expenses. Figures 4.9 (b) and (c) show the amount
 

of these expenses in 1985 zaires and dollars, respectively.
 

4.6.6 Health Zones' Pricing Systems
 

They usually
Price schedules are not uniform within the health zones.' 


.vary depending on the ownership of the health facilities. In the last few
 

zones have been trying to promote the
 years the central offices of the 

are in the
adoption of a unique price schedule by all the health units that 


zones' networks. The study group only investigated in detail the pricing
 

policies of the health units that conform to the rules of the central
 

offices. The findings are presented in this section.
 

Pricing Syste s at the Health Center Level
 

that have succeeded
Kirotshe, Bokoro, Bwamanda, and Kikimi are zones 


at establishing a unique price schedule in the majority of the network's
 
on the other hand, there are four major
facilities. In Sona-Bata, 


the Protestant Communaute
networks, each with a different pricing policy: 

the Armee du Salut, the Catholics, and the
Baptiste de Zaire Ouest (CBZO), 


GOZ-owned facilities. Sona-Bata's central office controls only the
 

facilities owned by the GOZ.
 

Nine of the ten zones have established of system whereby ambulatory
 
the health centers. A
patients pay a fixed fee for episode of illness at 


payment per episode policy implies that patients pay a fixed fee regardless
 

the number of visits they make to the nurse or auxiliary at the health
of 

that does not have a fee per episode policy is
center. The only zone 


Sona-Bata.
 

which have a payment per episode policy,
In three of the nine zone 

such payment also includes 	the drugs consumed and laboratory exams
 

The three zones are Bwamanda, Kikimi and Kindu
performed to the patient. 

(in Kikimi patients have to pay for antibiotics separately). In the other
 

six zones the payment per episode gives the right to the patient to make as
 

many visits as he or she wishes, but drugs and exams have to be paid for
 

separately.
 

the time of the
In Sona-Bata, patients pay an initial fee of 20 Z at 


first visit and an additional fee of 5 Z for each additional visit (this
 
those
holds for the health units controlled by the central office, i.e., 


In the units that belong to the Armee du Salut,
that belong to the GOZ. 

the payment per episode is 60 Z, including all visits, drugs and exams).
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Pricing Systems at the Reference Hospital Level
 

In eight of the ten zones, the price policy at the hospital level is
 

that of a payment which varies according to the amounts and types of
 

services consumed. The two exceptions Ere Bwamanda and Sona-Bata. In the
 

there is a schedule of all the categories of medical
eight zones 

Hospital managers try to have the patients
interventions and their prices. 


treatment.
 pay in advance.based on the estimate total price of the 


Pre-paid Plans for Inpatient Care
 

The zone of Bwamanda has just started a pre-paid program for inpatient
 

The Medecin Chef de Zone informed the surveyors that such a system
care. 

care in advance.
 was conceived to allow the population to pay for inpatient 


The payment is timed to coincide with the the harvest, when cash is
 

the end of 1985 the hospital initiated a campaign to recruit
available. At 

clients for the pre-paid program. Twenty eight percent of the zone's
 

population registered for the plan in a one-month period. The 1986 annual
 

cost of the plan is 20 Z ($0.33) per enrollee and allows the client to pay
 
a
only 1/5 of the hospital's normal fee for all inpatient procedures (i.e., 


coinsurance of 80%). This coinsurance holds only if the patient is
 
the hospital. Othervise, if the patient
referred from the health center to 


seeks inpatient care without being transferred, he or she must pay the
 

hospital's normal prices.
 

Every month the reference hospital determines how many beneficiaries
 

oi the pre-paid plan were hospitalized and computes the full price of the
 

services consumed by these individuals. It then withdraws from the
 

pre-paid plan fund the equivalent of 80% of the total price of the services
 

rendered to each patient.
 

Preliminary information suggests that Bwamanda's pre-paid inpatient
 
The hospital's total
plan may be tinancially feasible in the long term. 


proceeds from the 20 Z annual fee of the beneficiaries was 650,900 Z
 
The cost of the plan to the hospital
(approximately $12,000) in 1986. 


during the month of June (i.e., the 80% copayment) was 19,720 Z. On an
 

annual basis, this cost corresponds to 236,640 Z (12 x 19,720), or 36% of
 

the total proceeds from the beneficiaries annual fees.
 

It is interesting to note that in Bwamanda, the average annual
 

per-capita expenditure in inpatient services was 21 Z ($0.4) in 1985, very
 

close to the per capita annual premium of that zone's pre-paid plan (per
 
This


capita expendi-tures in health care for 1985 are shown in appendix K). 


Confirms the preliminary financial performance of the plan discussed above.
 

However, it suggests that the cost of the plan to the.hospital during the
 
representative of an average month.
month of June may be too low, and not 


The health zone of Sona-Bata is also promoting a pre-paid plan for
 

Such program was started in February of 1985, and its
hospital care. 
 the
 
target tlients are school students, school employees, and clergymen 

of 


The annual fee varies between 200-300 Z for the
Protestant church. 

Beneficiaries are entitled to free
children and 400-500 Z for the adults. 


consultations, drugs, laboratory exams and hospitalization in comMon 
room,
 

For all other inpatient services,
all at the reference hospital. 

beneficiaries have to pay between 10 and .106% of the normal price,
 

depending on the nature of the interveltion.
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The annual fee at Sona-Batl is about 10 to 20 times that of Bwamanda.
 

Unfortunately, insufficient infcrmation is available to compare the exact
 

benefits offered by the two plans.
 

the annual per capita inpatient expenditure is not available
Although 

20 times greater
for Sona-Bata, it seems unlikely that it will be 10 or 


zone with the highest per capita inpatient
than in Bwamanda. In fact, 	the 

This suggests that the


expenditure is Kaniama, with 57 Z per year in 1985. 

too high and a high
200-500 Z fee established in Sona-Bata may be 


enrollment rate is unlikely unless the premium is lowered.
 

their pros and cons, and their impact on the
Pre-paid health plans, 


the health zones are further discussed in section 5.1.3.
nopulatlon and 


Price Categories
 

Many zones have a system of 	differentiated prices for both inpatient
 
the socio-economic status or category of
and outpatient care according to 


the zone of Kalonda has fout price categories:
the patients. For example, 

the lowest prices are charged to students, children, retirees and the
 

the highest prices are charged to beneficiaries affiliated
handicapped, and 

with private and government-owned firms.
 

The health zone of Dungu also has four price categories. The lowest
 

prices are charged to independent farmers and their families and the
 

The fourth category is applied to relatively wealthy
unemployed. 

individuals, especially the managers of private firms.
 

In addition to having several price categories based on the client's
 
some having
socio-economic status, many 	zones have extensive price lists, 


as many prices as types of health interventions. The zone of Kalonda keeps
 

a price list with more than 120 categories of health services, each 
with a
 

different price. Within each category of service the list has four prices
 

the status of the patient.
according to 


Other zones keep a price list with a limited number of service
 

cazegories. Such is the case of Kirotshe, which keeps a price list with
 

only twenty categories of services (and four categories of clients).
 

Appendix J contains the 1986 prices of some health care services 
for
 

the zones, e.-pressed in 1986 zaires and dollars, respectively.
 

the health
As can be seen from the appendix, the fee per episode at 


center level varies from 20 Z ia Kaniama to 50 Z in Kalonda and Kindu (row
 

A). It is not surpri.sing to find that Kindu has the highest fee. since
 

drugs and exams are included in the price. Bwamanda's fees, however, seem
 

low given that drugs and exams are also included in the price.
 

two or

The per episode fees to enterprises' beneficiaries (rmw B) are 


three times those charged to private clients. The higher price helps
 

health centers to boost their revenue.
 

Additional analysis and recommendations concerning the zones' 
pricing
 

systems are presented in section 5.1.
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5. DISCUSSION AND CONCLUSIONS
 

The financial data of a sample of ten Zairien health zones for
 
calendar year 1985 presented in chapter 4 indicatr that the zones are not
 

completely self-financed, i.e., the zones operating revenue is insufficient
 
to cover their operating expenses. The zones' operating deficits are
 

subsidized by. the GOZ and NGO's. In addition, the zones are also dependent
 
on external donors to finance the majority of their investments.
 

This chapter identifies and analyzes some aspects which influence the
 
zones cost recovery capability, and recommends a set of actions which may
 
improve their degree of financial autonomy. Recommendations are shovn in
 
boldface. Those aspects that cannot be controlled by the zones'
 
management, such as population's socio-economic status or zones'
 
demographics, are viewed as constraints in the medium term and are not
 
discussed here.
 

Recommendations made in this chapter are summarize3 at the beginning
 
of the Executive Summary. The remaining of this chapter is devoted to the
 
analysis of eight aspects which have been identified as key determinants of
 

the zones' ability to become financially independent. They are the
 
following:
 

1. The zones' pricing policies
 
2. The presence of parallel competition
 
3. The presence of competition within the zones' networks
 
4. Health centers' degree of financial autonomy
 
5. The presence of indigents
 
6. The technical-competency of the health zones employees
 
7. The zones' information systems
 
8. The administrative autonomy of the health zones
 

5.1 The Zones' Pricing Policies
 

The prices of health care services directly influence individuals'
 
demand for care, i.e., the quantity and types of services that people are
 
willing to purchase when sick, or when seeking preventive programs. At the
 

same time, prices determine the capacity of health units to raise revenue.
 

Raising prices is sometimes a.naive approach to boost revenue because
 

a higher price will most likely-result in a lower quantity of services
 

demanded. The final effect of a price increase on revenue will depend on
 

the magnitude of the reduction in demand. Our field visits revealed that
 

some zones raised their overall prices of health care by more than 50%
 

between 1984 and 1985 in an attempt to increase their revenue. A recent
 

REACH study in Rwanda (Shepard, 1986), revealed a price-elasticity of
 

demand for curative health services of -0.25. If that applied in Zaire,
 

increase in fees would mean a 13% reduction in utilization and a
the 50% 

30% increase in revenue.
 

This section analyzes the zones' pricing policies in detail.
 

Specifically, it looks at the zones' payment systems, price levels, and
 

discusses the possibility of.setting up pre-paid health plans, partially
 

based on the experience of two zones. The section also comments on the
 

zones' drug policies, their prices to enterprises, and comments on the
 

possibility of paying for supervision costs and capital expenditures
 
through user fees.
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5.1.1 Pricing Policies at the Health Centers Level
 

a) P.Pment Systems
 

the health
Four main categories of payment systems weTe otserved at 


center level, as explained in section 4.6.6.
 

-Payment per episode of disease including drugs and procedures
 

-Payment per episode of disease excluding drugs and procedures
 

-Payment per visit (fee for service), drugs and procedures ixcludid
 

-Third party payment
 

The authors of the PRICOR study referred to earlier in the report,
 

the demand for health care seemed to be greater
found that in some cases 

under the fee per episode system than under the fee per visit one.
 

Hovever, the authors ackxovlcdged that they were unable to isolate the
 

effects of a multitude of otner factors vhirh influence demand, in addition
 

to the payment system.
 

Although the researchers did collect data on p.npulation's expenditure
 

on health care, the PRICOR document did not look 1ri, the financial
 

performance of the health canters under the tvo payment systems, nor did it
 

compare people's expenditure in health care in,the control and experimental
 

groups of health centers.
 

Unfortunately, neither theoretical nor empirical findings are
 

available to conclude which payment system (payment per episode or payment
 

per visit) is more desirable from a social standpoint (i.e., cost-

Nor is a set of data available vhicA would
effectiveness or cost-benefit). 


permit comparison of the financial performance of health centers under the
 

tvo payment schemes.
 

Further analysis of the excellent data collected by the researchers of
 

the PRICOR study will permit the examination of the effect of payment
 

systems on demand. Bovever, additional research is necessary to look at
 

the issue of the financial performance of the health facilities under
 

either payment mechanism.
 

b) Price Levels
 

The approach followed by most zones consists of fixing prices of
 

services by trial and error over time, the objective being to equate total
 

revenue with total cost excluding drugs and depreciation. The impacts of
 

including drugs and depreciation in the computation of total cost are
 

discussed separately in points 5.1.4 and 5.1.6, respectively. Many health
 

centers have been successful at recovering their full operating costs
 

through user fees; others have been unable to balance their operating
 

budget. Their case is treated separately in Section 5.3.
 

Management at the zone and the health-center level is aware that the
 

provision of different health services consumes varying amounts of inputs
 

(nurse time, needles, alcohol, etc.). They have established a system of
 

prices that vary according to the costs of the inputs.
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Most uncomplicated, curative health pioblems (episodes of tzlaria or
 

diarrhea, for example), are priced equally because they use similar amounts
 
small differences in marginal cost may
of production inputs. Although some 


exist in the production of these services, differentiating prices at this
 

level would make accounting procedures cumbersome and it would confu~se the
 

public.
 

Other health services are more complex and involve greater amounts of
 

is the case with surgical interventions and deliveries.
 resources. Such 

Health zones have set higher prices for these services, reflecting the
 

proportionally greater input use.
 

Some other types of health problems are even more complicated and
 

therefore require a high consumption of medical inputs, especially nurse
 
If the patient
time. Severe cases of malnutrition fall in this category. 


was charged based on the value of the resources employed when providing
 

such service, he or she would probably be unable to pay. The zones do not
 

have differentiated fees for those cases and normally charge the same price
 

es 
for simple cases, as described above.
 

As will be explained in section 5.1.3, we believe that an even better
 

pricing system is that of pre-paid plans. However, these may not be viable
 

in the short term, esp~cially due o the lack of population's acceptance
 

and the absence of well-developed management support systems.
 

Thus" if pre-paid plans are not possible at the health centers level,
 

the current pricing systen employed by most health zones is reasonable and
 

should not be modified. Such system consists of the sale of a card at a
 

unique price for most simale curative cases and catastrophic health
 

problems and a of a few categories of differentiated prices for problems of
 

medium complexity. Such prices are established such that, overall, the
 

total revenue of the individual health center covers its total cost.
 

5.1.2 Pricing Policies at the Reference Hospital Level
 

The problem of setting prices at the hospital level is much more
 

difficult due to the diversity of the services provided and the complexity
 
Some zones do take into account costs of
of the hospital's cost structure. 


inputs used when pricing hospital services, but most fail to 
recover a
 

major portion of their fixed costs.
 

Apart from the zones of Bwamanda and Sota-Bata vhich have started
 

pre-paid plans for inpatient services (see section 5.1.3), most zones have
 

a pricing system whereby patients pay fees that vary according to the types
 

and quantities of services and drugs consumed.
 

zones suggest that overall hospital
Financial data gathered in most 

The reference hospital of Bwamanda had an
prices are set below total cost. 


Its operating revenue, however,
iccupancy rate of virtually 100% in 1985. 


financed only 49% of its total costs (see Figure 4.7)."
 

With a few exceptions (Bokoro), hospitals have not developed adequate
 
Detailed cost data are essential
information systems for costing purposes. 


to allow the development of a financially sound pricing policy. We
 

recomend that health zones invest time and resources to establishing
 
Zones can seek
complete costing inforuation systems at the hospital level. 
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technical advice from those zones that do have experience 
vith cost
 

accounting or from Z&irian institutions such as PONAKES. 
Hospital prices
 

least the cost of dizect inputs, including labor. An
 
should reflect at 

allowance for depreciation should also be considered 

(see Section 5.1.4).
 

Cross-subsidization of prices among services may 
be alloyed but overall,
 

prices should permit full cost recovery.
 

At the sate time, the zones should investigate in detail 
vhy overall
 

so lov (especially in some services such as pediatrics), 
and
 

utilization is 

vhether some services may be closed or their capacity 

reduced. Such
 

measure would allow the reduction of personnel and consequently 
cost
 

savings.
 

3.1.3 Pre-plid Health Plans fr inpatient and Ambulatory Care
 

Two zones Save started a pre-paid plan for inpatient services 
as
 

explained in Sectl.n 4.6.6. However, as of the end of 1985, none of the
 

ten zones had developed pre-paid plans for ambulatory care.
 

Consumers often prefer to to make certain small payments rather than
 

risk the uncertain possibility of a large payment. Many health problems
 
the health center constitute
 treated at the reference hospitals and some at 


the patient and his or her family, especially relative 
to
 

a major cost to 

low cash incomes among,rural. populations.
 

The success of health institutions' pre-paid plans depends 
on many
 

factors, among others, their ability to estimaZe their costs and
 
By providing information on each
 utilization statistics with accuracy. 


individual's consumption of services, utilization statistics 
permit the
 

institution to control excess or unnecessary use of services by
 

Stch control becomes particularly important when the
 beneficiaries. 
 a low
 
clients are insured and therefore know they can demand 

more care at 

a
 

price (or no price). Cost data allow financially sound pricing, i.e., 


pricing system that permits cost recovery, including 
an allowance for the
 

replacement of fixed capital.
 

Ve believe-that those zones which have mature accounting 
systems and
 

the managerial expertise to keep information systems 
of some complexity
 

(e.g., patients records) could promote pre-paid plans 
for both inpatient
 

At a first stage, ambulatory and
 and outpatient health care services. 


inpatient pre-paid health plans should be managed separately 
by the
 

individual health centers on the one hand, and the 
hospital on the other.
 

At a second stage, health zones could offer a unique 
pre-paid health plan,
 

for both inpatient and outpatient services.
 

The zones willing to develop such plans should seek 
external advice to
 

adequately define their plans, their management control 
systems and their
 

premium policies. A cautious strategy would be to have a mature zone
 

develop such plans in full for a year or two, and 
later replicate its
 

systems to other zones.
 

One possible scheme integrating ambulatory and inpatient 
care would be
 

to have people enroll at their local health center. 
Periodically, the
 

hospital would bill the health centers for the inpatient 
care provided to
 

One of the features of the pre-paid plans
the center's beneficiaries. 

should be the presence of a coinsurance, a deductible, 

or some type of
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mechanism which vould prevent over-utilization or abuse on the part of 
the
 

beneficiaries.
 

Bvamanda's and Sona-Bata's initiatives are moving in the right
 

direction. Vhether they are successful will depend to a large extent on
 

their ability to maintain accurate information systems so as to prevent
 

financial failure.
 

5.1.4 Drug Policy
 

Health zones are major purchasers of drugs in Zaire, They purchase
 

most of their drugs from wholesale providers such as Caritas or producers
 
They also import directly
like Laphaki in Kinshasa, or from local dealers. 


or receive drugs as gifts from external donors. Health zones are able to
 

obtain large discounts with their bulk purchases. Therefore, prices paid
 

for drugs are much lower than those paid by local providers
by health zones 

(pharmacies).
 

Health zones, however, sell drugs with large mark-ups, sometimes above
 

can do so because of their low purchase prices and economies of
100%. They 

scale in the management of the inventories compared to small providers.
 

on drugs by health zones may still result in a lower sales
Mark-ups of 100% 

price than found in the market.
 

On the other hand, the majority of the zones do not compute the cost
 

of certain medical materials when setting prices for services. Thus,
 

prices of services understate actual cost. Accounting for the costs of
 
zones to recover their full
those inputs in setting prices would help the 


cost and keep adequate inventories.
 

Charging high mark-ups for drugs may have a disadvantage. The
 

experience In the health zone of Kirotshe suggests that demand for
 

inpatient services depends on drug availability. Utilization of the
 

CEMUBAC Hospital in Kirotshe increased significantly after the stock of
 

drugs was restored. This suggests that drugs' prices may also affect
 

demand for health care services, lover prices being associated 
with higher
 

demand.
 

Drugs prices should be set based on the purchase cost plus a mark-up
 

that would permit recovery of transportation, and inventory handling 
costs.
 

The mark-up should also include an inflation allowance. Such a pclicy
 

vould permit the zones to recover their costs and to replhce their stocks.
 

Health zones may decide to charge an additional mark-up on drugs to
 
Research needs to be conducted to
 cover part of their general fixed costs. 


determine (1) what should the magnitude of this mark-up be; (2) whether
 

mark-ups should vary according to the type of drug (e.g., low-cost, highly
 

demanded drugs versus high-cost, unfrequently demand drugs-), 
and (3y what
 

vould be the impact of varying mark-ups on demand for health 
care services
 

and on health facilities' finances.
 

If the zones or individual health facilities decided to lover their
 

current mark-ups on drugs, they should simultaneously consider 
raising the
 

prices of other services such as visits and procedures to compensate for
 

the lover revenue from drugs sales.
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Finally, all drugs and medical materials should be included vhen
 

determining the prices of health care services (needles, oxygen, 
syringes,
 

alcohol, etc.) be it under a direct cost pricing scheme or a pre-paid plan
 

regime.
 

5.1.5 Price Cross-subsidization Between Curative and Preventive Services
 

Analysis of cost data from the zone of Bokoro indicates that the
 
in


prices of preventive services are highly subsidized by curative ones 


In fact, Bokoro's Medecin Chef de Zone estimated that in 1985
 
that Lone. 
 program

the cost .o the zone of a fully immunized child through the P.E.V. 


that must be financed by the zone. It
 
was 104 Z ($2.0) (that is the cost 


the vaccines nor an allocation for P.E.V.'s
does not include the costs of 

However, the price charged for registering a child in the
central costs). 
 The


pre-school program was in the vicinity of 30 Z ($.60) that year. 


pre-school program included not only the many visits that children 
make to
 

the health centers during the program, but also all of the P.E.V.
 

Clearly, the price charged for the pre-school
immunization measures. 

preventive program was significantly less than one-third (30/104) of its
 

actual cost.
 

were quite similar among
The prices charged for preventive programs 

This suggests that in all


the 10 zones that were surveyed (see table J.1). 


of them the prices for preventive programs are subsidized. The subsidy
 

from the payments made by consumers of curative services who are
 comes 

charged a higher price than the direct costs of the services performed.
 

We believe that prices of preventive programs directly affect demand,
 

as for mosts goods and services. Unfortunately, ve do not knov the
 

magnitude of this effect, i.e., consumers' price elasticity of demand for
 

preventive care in Zaire. Although coverage rates are quite high for
 

pre-natal programs in some zones (table G.1), they are much lover for
 

Higher prices could lover coverage even further.
pre-school programs. 

Research should be conducted to assess people's response to different
 

In the meantime,
levels of prices for preventive hielth care programs. 


prices should remain subsidized since it is desirable and there 
is a net
 

social benefit to preventic. of diseases as opposed to curing 
them.
 

5.1.6 Prices to Enterprises
 

As described in sections 4.6.6 the fees that health zones charge to
 

enterprises for the care given to their beneficiaries are substantially
 

'higher than those charged to private patients. The higher fees help the
 

zones improve'their financial performance.
 

Health zones, however, should be aware that high prices may 
encourage
 

to build and operate their own health facilities. Enterprises

enterprises 

may also decide to send their beneficiaries to health units outside the
 

zones' networks if they can negotiate lower prices elsewhere.
 

We recommend that health zones negotiate reasonable prices vith 
the
 

enterprises such as to prevent them from seeking other sources 
of health
 

We think that such prices must by calculated
 care for their beneficiaries. 

based on marginal cost plus a mark-up vhich may be commonly determined'
 

Health zones should also consider
betveen the zone and the enterprises. 

offering to the enterprises comprehensive health care packages 

for their
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beneficiaries. Such packages could include both preventive and curative
 

programs and could be provided for by an annual capitation payment. These
 
to increase utilization of their existing
contracts vould allow the zones 


resources thereby obtaining additional revenue to cover their fixed costs.
 

5.1.7 Capital Cost Recoverj Through User Fees
 

To this point our discussion has examined whether operating costs of
 

zones and health centers cculd be financed by cost-recovery receipts. Now
 

we turn to the question of whether the zones or their individual health
 

units are able to finance their capital costs.
 

Section 4.6 showed that some health centers are able to finance some
 

portion of their investments. Their funds come from operating surpluses
 

which some are allowed to keep. They also benefit from labor provided by
 

the beneficiary population at no cost. The proportion of the zones' total
 
is negligible, however,
investments that are financed by their own revenue 


and health centers that finance investments themselves are the exception
 

rather than the rule.
 

Available data on the investment cost of health centers and hospitals
 

permit some rudimentary calculations :o determine whether individual units
 
user fees.
of the zones are able to pay for their capital costs through 


These ciculations are made in appendix M.
 

Results suggest that health zones are currently unabld to finance all
 

their investments or to save enough money to replace them in the future.
 

Simple estimates show that health centers and reference hospitals should
 

have to set aside as much as 65 and 14Z of their current revenue in year
 

one, respectively, to finance their assets through'interest-free loans.
 

Our study has revealed that some hdalth centers are already able to
 

finance all or part of their investments. Furthermore, ve think that the
 

individual units of* the zones should quantify a.d be aware of their
 

investments even If they cannot finance them in the short term.
 

Improvements in financial performance could evcntually permit the units to
 

fund all or a portion of their capital Inveitments. Such a measure is
 

crucial to alloy the health zones to become financially independent from
 

external donors, not only for their operations but also for their
 

investments.
 

5.1.8 Expatriates' Salaries
 

As pointed out in section 4.6.1, the salaries of the expatriates that
 

york in the health zones were considered when computing the zones'
 
zones.
operating costs or when calculating the subsidies received by the 


Most of the zones visited benefit from expatriate personnel whose
 

salaries are paid by external donors. If the zones' intend to become
 

financially and technically autonomous in the long term, they must replace
 

expatriate personnel by Zairian professionals. In brder to accomplish
 

this, the zones would have to pay the salaries of these Zairian employees.
 

Information from Bvamanda reveals that if the expatriate personnel was
 

replaced by Zairian employees, the salary expenses of that zone vould
 
Similar
-increase by 40%; total operating costs vould increase by 15%. 
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calculations for Bokoro shov that if the two Belgian doctors that work in
 

Bokoro were replaced by Zairian doctors vhose salaries were being paid by
 

the zone, total salary costs would increase by 52% (assuming that each
 

Zairian physician would earn 30,000 Z per month); the zones' total
 

operating costs would increase by 22%.
 

5.1.9 Supervision Fees
 

Different health zones employ different schemes to charge the health
 

facilities for the central office's supervision costs, as explained in
 
and Kalonda, supervision fees are
Rppendix C. In all zones except Kikimi 


revenue. In Kikimi health centers do
proportional to the health centers' 

not pay supervision fees at all, and in Kalonda the fee is the same for all
 

centers, regardless of their revenue.
 

In most zones, revenue from supervision fees does not fully cover the
 

This is due, according to the zones'
central office's supervision costs. 

the health centers' inability to pay higher supervision
management, to 


fees.
 

As explained in appendix C, the central office performs other
 
Since all the central office's
activities in addition to supervision. 


activities benefit the zones' facilities, including the reference hospital,
 

the office should charge its full costs to the facilities, not only those
 

associated with supervision. In addition, the time and resources allocated
 

by the central office to eachl health center is generally related to the
 

In the case of the reference hospital, the
center's volue of activity. 

resources allocated by the central office are usually the time that the
 

Hedecin Chef de Zone spends in inpatient medical a-ctivities and the
 

resources devoted to purchasing drugs and materials. Thus, w think that
 

it is appropriate for the central office to bill the health centers in
 

In the case of the hospital, the fees should
proportion to their revenue. 

reflect the cost of the resources devoted to it.
 

In the short term most health facilities are unable to reimburse the
 

central office for its full costs due to their financial constraints. 
In
 

the long term, however, it is likely that health facilities will generate
 

enough revenue to be self-financed and to cover the central office's 
costs.
 

Therefore, it is important that the accounting of each facility reflects
 

its share of the central officels costs.
 

5.2 The Presence of Parallel Competition
 

Though highly criticized
Parallel competition exists in most zones. 


by the zones' personnel, the effects of competitors on health zones and the
 

health status of the population must be analyzed carefully.
 

As explained in chapter 4, the available information on parallel
 
Research needs to be
competitors to the zones networks is licited. 


undertaken to better understand the forces that drive parallel competition
 

and its effect on the Zairian health zones. Some questions that may be
 

studied are the following:
 

-How many parallel dispensaries exist in the health zones?
 

-Who operates these dispensaries?
 
-What types of services do they provide?
 

44
 



-What quality of care do they provide?
 
-What is the population's perception of the services provided
 

by these units?
 
-What pricing systems do these facilities use?
 

-Do these dispensaries play an important role as providers of
 

health care?
 
-Can'these dispensaries be incorporated into the networks of the
 

zones
 

The management of some health zones acknowledges that external
 

providers do fill the gap left by the networks in some geographic areas of
 

At least they provide some form of health care where otherwise
the zones. 

none would be available.
 

Parallel competitors may also play an important role by preventing the
 

zones from raising their prices significantly above costs. In fact, in the
 

absence of competitors., the dispensaries of the networks would enjoy a
 

monopoly situation. Even if they did not charge prices above costs, they
 

could become inefficient and produce at high costs. Parallel competition
 
may limit this.
 

The existence of parallel competition, however, may also have a
 

,negative impact on population's health status. The lack of education of
 

rural populations makes them vulnerable to unscrupulous individuals. Some
 

evidence suggests that this may be the case for several parallel providers
 

in the zones visited.
 

In sum, we believe that parallel competition may have both positive
 

and negative effects on pop.ulation's welfare.' On the one hand they may
 

provide some form or health care services where the zones' networks do not
 

provide any, and they may also prevent the providers of the networks from
 

becoming inefficient or from charging monopoly prices. On the other hand,
 

they may sell low quality services, taking advantage of the population lack
 
We suggest that no immediate
of understanding of health and health care. 


measures be taken before further study of'parallel competitors' role as
 

pointed out above. In addition, ye believe that the zones' management
 

should be given more power to enforce the law or the health zones' statutes
 

when competitors clearly threaten people's vell-being.
 

one of the best ways to regulate parallel competition
We believe that 

is through education of the population. Health zones' networks should
 

reinforce their current health education programs, with the help of health
 

centers' committees. An educated population should be able to freely
 

choose which provider best responds to its health needs. Extensive health
 
education can help to achieve this.
 

Finally, the management of the zones should try to promote cooperation
 

between some parallel providers and the networks, especially in the case of
 

those that operate in areas where the -ones have no access. The role of
 

community health committees would again be important at controlling quality
 

and price of the services of these providers.
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5.3 The Presence of Competition Within the Zones' Networks
 

In addition to the competition represented by parallel providers, the
 

management of many health zones complained about the competition among
 

providers within the networks. They specifically criticized the policies
 

of Catholic and Protestant groups which, without the agreement of the
 

zones' management, open new facilities where others already exist.
 

An excessive number of facilities in some areas may threaten the
 

ability of each of them to be financially viable. As more units compete
 

for the same population, the share of people captured by each becomes
 

smaller and their payments for services insufficient to recover the units'
 

total costs.
 

Ve believe that a solution to this problem would be to create a
 

general health committee in each zone with full representation of all the
 

providers and the population. Parallel providerz should also be invited to
 
Actions that affect providers as well as
participate in such a committee. 


the population should be discussed by the members and decisions should be
 

made by public consent. The statutes of the committee should provide for
 

penalties to those members that violate 'the coinonly agreed on decisions.
 

The Department of Public Health could play an important role at providing
 

guidance for establishing such committees, although each zone should be
 

granted autonomy to.establish its own internal regulations.
 

We think that the lack of planning in the health zdnes can lead to
 

duplication of services., inefficient use of resources and ultimately poor
 
The creation of a
financial performance and inadequate quality of cpre. 


general entity with full representation of providers and consumers is
 

possibly a vay of permitting vore coordination of activities within the
 

health zones. We recommend that the Department of Public Health promote
 

this idea.
 

5.4. Financial Autonomy of Health Centers
 

As mentioned in Section 4.6, many health centers are unable to recover
 

their costs with their operating revenue. In some cases, this may be the
 

result of inadequate management, and the zones' authorities should be able
 

to identify these situations. The presence of parallel competition may
 

also be responsible for individual health centers' poor financial
 

performance.
 

However, in many cases, the reasons some health centers are unable to
 

become self-financed are: (1) the population base is too low; (2)
 
to the facility difficult; (3) a low
geographic conditions make the access 


income population; and (4) some combination of (l)-(3).
 

Many zones have acknowledged this, and have dealt with the problem by
 

having health centers with a surplus subsidize those with a-deficit. Such
 

was the case of Bokoro and Bwamanda in 1985. The management of these two
 
was becoming increasingly
health zones indicated to the study team that it 


difficult for them to keep this cross-subsidization system working. Health
 
that their resources were being
centers' committees were becoming aware 


employed to subsidize other communities', and therefore, opposed it.
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In addition, the zones' management was also concerned that future
 

regulations emanating from the.Department of Public Health would 
forbid the
 

They feared a regulation that
cross-subsidization among individuals units. 

would oblige individual health units to be financially autonomous. If that
 

were the case, they claimed, as many as half of the health centers of the
 

zones would have to shut their doors and stop operating. Consequently,
 
zones would be left without access to health
half the population of the 


care.
 

We think that health centers that generate a surplus should be able 
to
 

spend the accumulated funds however they deem It adequate, including 
the
 

Health centers that
possibility of cross-subsidizing other centers. 

a loss should be carefully nonitored by the zones management to
 operate at 
 If


identify the causes of their inability to recover full costs. 


demographic or socio-econowic reasons are at the base of the poor financial
 

performance, the zones should study ways of reducing costs and providing
 

care at the minimum possible cost. If cross-subsidization vas not possible
 

or insufficient to support centers with poor financial performance, 
the
 

zones should seek external support from either the GOZ or NGO's.
 

Providing health care to poor rural populations is a difficult r-nd
 

expensive task. *We think that the Zairian health zones and the population
 

vithin have already achieved a major success by improving people's health,
 

and self-financing as much as 79% of their operating expenses after 
only
 

However, income and living conditions
three years of formal operations. 

,are not evenly distributed in the zones for reasons that are beyond 

the
 
If the GOZ believes that cross-subsidization
control of the population. 


between health facilities should not exist, it should at the 
ssme time
 

acknowledge the inability of some units to be financially autenomous 
In the
 

medium term. Consequently, the GOZ should allocate funds to subsidize the
 

health facilities incapable of self-financing in the medium term 
to allow
 

the continuity of health care services to the less fortunate populations.
 

'The continuity in the provision of health care to these poor segments 
of
 

the Zairian population is an important condition in reaching higher levels
 

of economic development.
 

5.5 The Presence of Indigents
 

They are individuals who cannot
Indigents exist in all health zones. 

pay the full price of the health care services. Indigents are usually the
 

old, the very poor, or the very sick. In addition, in many zones most
 

children are considered.indigents. As explained in section 4.2 in the.
 

zone of Dungu, all children below four years of age are g~ven free care
 

because their parents are away from their main residence most of the time.
 

care in most health
In the past, all GOZ employees were given free 


Health zones were not given a subsidy by the GOZ to compensate 
for
 

zones. 

the cost of providing free care to the GOZ employees and their families.
 

to
 
Recently, the management of health zones have begun charging normal fees 


civil servants to improve financial performance.
 

Health zones in general have been successful at having people pay for
 

the health services consumed, while at the same time providing 
free care or
 

However, we think that some
 discounts to the very poor or the elderly. 


zones need to stress even further the concept of paying for 
health services
 

among consumers. If some groups of individuals cannot pay the full price,
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as is done in many zones. If children
differentiated tariffs could be set, 

cannot pay because their parents are away from home most of the time due to
 

their farming activities, the payment of a fixed annual premium by the
 

parents could be a viable policy.
 

5.6 The Technical Competency of the Health Zones' Employees
 

In most health zones, medical or paramedical personnel spend a large
 

share of their time doing administrative tasks such as accounting,
 
inventory control, purchasing, and finance, in addition to their medical
 

duties.
 

First, by allocatingpart of
This is undesitable for two reasons. 

their time to perform administrative work, medical and paraniedical
 

personnel are precluded from concentrating exclusively in health-related
 
Second, medical
activities for which they have been formally trained. 


personnel are usually inefficient at performing administrative tasks due to
 

their lack of formal training in the field of management.
 

They
The most dramatic case is that of most Medecins Chefs de Zone. 


have to allocate their time between the practice of medicine at the­

reference hospital, the technical supervision of health centers, the
 

maiagerial work at the central office and, toward the end of the year, the
 

preparation of a substantial-number of performance reports to be submitted
 

to the various donor and government agencies. Some Medecins Chefs de Zones
 

have all these responsibilities because 'they fail to delegate tasks to
 
their subordinates.
 

(1) hire young professionals trained
We recommend that health zones: 

in the fields of management, accounting and information systems; (2) train
 

their existing administrative personnel; and (3) request technical
 

assistance in the above-mentioned fields from other zones, governmental
 

institutions, or NGO's. In addition, we strongly urge the Hedecins Chefs
 

de Zone to delegate the administrative tasks to management personnel, and
 

to share with them all the management-related decisions. These measures
 

vill allow the medical personnel to allocate a greater share of their time
 

to medical activities and will delegate management-related activities to
 

technically qualified personnel.
 

5.7 Health Zones' Financial and Information Systems
 

As stressed throughout this report, adequate information systems are
 
We think that
essential to the financial and medical success of the zones. 


the self-financing capability of the zones can be boosted by Imprpving the
 

quality-of their information systems.
 

We recommend that the zones develop the folloving.information syst.ems,
 

among others, at the central office level:
 

-accounting of all the health facilities of the network, with
 

detailed revenue and costs data
 
-medical activities performed in each f-cility indicating types
 

and quantities of services provided
 
-inventory system, reflecting stocks levels, prices, providers
 

and amounts ordered and delivered to .eachhealth facility
 

-central accounting of the health zone
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The systems should be updated monthly, and performance reports should
 

be generated periodically. Individual health facilities should also
 

develop similar systems in coordination vith the central office to 
allov
 

Health zones should seek external advice and should
for compatibility. 

consider acquiring micro-computers to implement the above systems.
 

5.8 Health Zones' Administrative Autonomy
 

We believe that demographic and socio-economic differences among.the
 

zones require.different zones to adopt different administrative schemes,
 
We think that the zones should be
pricing policies, and health care plans. 


technically autonomous since the zones' management is better equipped 
to
 

solve their own problems. Ve encourage the GOZ to-provide training and
 

guidance to the zones, personnel, but ve discourage it from imposing
 

uniform and rigid administrative schemes to the health zones.
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IFICIIE BUDGETAIkE 1 I I 	 I 1 I I 

ION DE DEPENSE I 1 I |1 I 1 
I ---------------------------------------------------------

I . I1 	 IION DE CAISSE I I I I 
I-------------------------------------------------------------------------------------------------------.I 
IRECUS OU QUITrANCEI I I 1 I. I 1 1 1
 

I
7----------------------------------
I --------------------------------


I I I I 1 I IIICHIEQUIER 

t- --------------- --------------	 I

1 ------------ 	 -7----------------


IORDRES DE PAIFJ4ENTI I I I I I I I I 

(2) ELABOREZ VOIIS UN PLAN DE DEPENSES? OUT RON
 
SI OU1, AVEC QUELLE PERIODICITE?
 

a)Chaque "in 
Chaque trim-stre 

c Chaque seuebtre 
d) Chaque sainee 
e Autre (a preciser) 

(3) EIABAOREZ VOUS UN RAPPORT FINANCIER? OUT NON
 
SI OUt, AVEC QUELLE PERIODICITE?
 

(a 	 shque vois 
cb Chaque trimewtre
ameetre

jc)Chaque 

d Chaque annee
 
e 	Autre (a prec.ier)
 

(4) EST-CE-QIJE VOTRE INSTITUTION A UN COHPTE PROPRE EN LANQUE OU AILLEURS? OUI NON
 
St OU, QUI LE GERE:
 

b 	Medecin Directcur
 c 	Administrntrur GC,3Lionnaire
 
d Supervi.eur 
v) m it i r Clier 
f 	 Cnmpt l e 

? rrrt, ir 
(h) Alit (.I prrciser) -" 



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

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

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

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

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

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

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

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

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

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

----------------------------------------------------------------
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INFORMATION SUR L'ORGANISATION PE LA CESTION
 

(5) QUELLF. EST LA PERSONNE QUI PREND LA DECISION D'ENGAGF.R LES DEPENSES?
 

- "	 r r' ' T - - - 
I H E. IN ,iNMiT.VA; 7A1T W I U1urvTPE IRTNTr1F L TART.rTnh1 T AI rTI I 

- tICIII IlE IDIKEETFIt":- IOI4N. I SLUR IITUIAIREI. I (;F!;TIi) I 
HOKAWT EN ZAIRES I' ZON; I I I I ! 

Il~oin de Zi 10 III .5 

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

IEntre Z IOI - 500 I I ! I I I 
I-----------	 - --------------------------- ----------------------------­

1 I I I I
IEntre Z 501 - 1.000 I I 1 

------------ lI -------lEntre Z 1.001 - 5.000 I I I .1 1 

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

I I I .1 1 1IPlum de Z 5.000 1 

(6) 	 COIMENT SE FAIT L'APPROVISIONNENENT DR VOTRE INSTITUTION EN MEDICAMENTS.
 
ET FOURNITURES:
 

NEDICAMENTS 

AUTRES FOURNITURES ___________________________ 

~------­

(7) 	 C0I*LENT RECEVEZ %1JS'?JS MEDICAM4ENTS ET AUTRES FOURNITURES? 

MEDICA1IEUTS ____________________________ 	 _____ 

r--------------------

AUTRES FOURNITU.RES__________________ 	 _________ 



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

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

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

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

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

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

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

(8) COMHENT FIXEZ VOUS LES PRIX DES: 
- - -.....- ------------------------------------

I COUT I CONCUR- I POUVOIR I OBSERVATIONS
 

1. [ BE L L 9 I RECE. I ACIIAT" " 
---------------------------------------------- ... .. .. .. ... .. .. ..

1 (n) Hed icaments I 
-­

---------------------- :--------- --------------------------------------­1--------------------------------- -------- i
I I I II (b) Accouchements ----------------------­"- -- -
I----------------------------------

I (c) Intervention& chirurgicales I I I I I---------------------------- I
(d ) Con s ult ti o ns I..... 


' (e) Exanens de laboratoire
 

(g) Exnmena de R.X -1 
--------------------- i
II I I 


() Honoraires de supervision 1 I I I 


1 (h) Hospitalisations 


.
1 ---------------------------- ---------- ---------­
i
I (j) Autrer I I I I 

---------- n--------------------------------------­



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

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

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

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

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

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

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

--------

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

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

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

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

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

ENQUYTE StIR I.E FIANCEME.NT DES ZOlIlS OF.. SANTE All7AIRE
 
DEPARTLIII.HT.DE 1A SANTE PUBLIQUE DU 7.AIRE-SANRU-1-1':CII
 

DEPF.NSFS, RF.ETTES ET INVENTAIRE DES MEDICAIIENTS 
...... .....- -? .. .. .. .. . 

LIBELLE 
I 
I 

QUANTITE 
PAR Atl 

I COUT 
I UNITAIRE 
I All ?AI IIE 

I 
I 

COUT 
TOTAL 

I 

I PRIX 
I DE VFIITF. 
I IlAIIi' 

I 
I 
1 

PRIX 
DE VFITF. . 

1"11AI. 

IINVf~ITAF.l 
lIVyIN 

I (IAtI I"I. 
. 

I 
........................................................... ----- .-- ------------------------------------
I.- reni. Procaine I I I . 

. 
1I 

........ . -

I-----------­
1 2.- 00 ug.Chloroquine a Mg•.1__
 

I 3.- Aspirine a 530 st. I . .....--;-...----­.------------------------ ----------------------------.....
-------------- ..... ----- ---------.. ....-....... 

1 4.- SRO I I I I I 

-------- s-----
I---------------------------------------------------
1 5.- Chloramphenicol caps. 250mg. 1 1 I I 

1-- -- - - - - - - - - - - - - - - - - - - - - -7- - - - - - - - - - - - - - - - - - - ­
16.- Fer a 30 ug. 1 I 1 1 ." 
I*---------- ----------------- i------------------ %------------ ----­

1 7.- Levanisole a 50 mg. I I I I I - ----------------------------I-.------ ------. 

I 8.- raracetamol a 500 mg. 1 , I 1
 

-
I I I1 9.- Levamisole a 150 mg. I I I* 

I ------------- -------------
110.- Chloramphenicol ogt. I 1 1 I I 
I-------------------------------

I 1 •1 I I
 
M1.- Didyrone amp. I mg. 


I--- --- -------- 7------------ ------------------------------------------ ------- ----------­
250 mg. 1 1 1 1..1112.- Tetracyclinp cap.. 


I-------------------------------
113.- Ampicillini 1 I 1 1 1 0 I 
I-------- --------------------- ------ ---------------- - - - - ------------------------
114.- Papavetine amp. 11 1 1 1 1 

----
1 

I1- ---------------- I115.- Pebendazole 1 .1 1 1 
116.-
 ----------------- --------- 1t1------------------------------------ I 1 1 1 

171 1 1 1 1 1 1 
11---------- ------------------------- -------------------------------------- -------------------------------------- ----------- I 

118.- 1 . 1 1 1 1 1 1 

----- --- ------------------------------- ----------- I 
119.- 1 1 1 1 1 
I--- ---------------------------------- ------- ----- ------------- - ---- 1 11210.- .1 1 1 1 1 

.................................--..... a ... L...... ...........- -..... .......rastc~e~rn 


111 1115 1111111111111 .. .. ......
I ....I Ii B.. . I. . I . I ...II .l .i . B . l I
I
1T.. 0 T . . A .. L . . 4,.. .. .. .. .. ..... .... ..... 
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Apend., C 

~~~~~~~2 ~thetaiv A Maee~et S.'stef,'stutue~ Zc"'es 

ji apperiC:. describe: the or-eni:&*.ion of the fa:ilities -thatis­

t~ n!e :Tre t ne t w.Qr a 

organized according to the cld'siceX
The Zairian health zones are 

pa fvIal mccel . At %etc: f h set of provide-51 the reference h:!c:1el 

whi. p-cvice5 mot-tl in'patient care arZ deals with more ccm'plicate3 heeltr 

system are tre health posts whic~h treat r.re
a"-,prct.ema. At the tottom of the.5 1 r.; I -, Ie ic- , and ror:te preventive r remi Hieal t e­am:.. . cet.. 


reference nealt'h centirs are in irtermeciate levels a~nc Procvide a mix c 
'~amrilatory and inpatiet tSrviceS. 

care urits is a system of refe-r!:L:i- irg. ite- fou- levels of heeliP 
due to the co le. i.ty of
S Fat ienty c. treated at given level 
.... cannot be 


Ievo#;l above to 5eep treatment.
their problem are sent to the 

,The-medical and admini.5trative activities af these foufr categories of4 
areunis at sperised and coordinated to varying e'tnt b tn~


heath 

-:ries centr'.1, office. 

nature of.the relati onstips between the above-mentioned uni%tva-,e!:
*The 

Figure 4.1 represents the techni'cal , aldmin;5trative,r*a'rohg the zones. 

as seen in a ty;1cal ha.eP">units and their reliationshlips
Oecieion-mal ing 
e+erh!:
-at eahhatf
",cm~teS+ Usaly


health eet{ 1
 

at the health zore level *are usually made by the health :c-e
rDecisjons 

ereeri comf-.i tt, usuai ly presided over' by the Mae-. in Chef de'Lonte.
 

health center! , the reference hospital and the Population ereProviders, 
F uiuelly represented in this comm:ttee.
 

set of health centers are usual~ly madeat* ia-Decisions comcirning the 

health centers' management c6mmittee, where the population, provide,' ; a
 

are repreer+ned. The Medec-in Chef cel.

healIth centers' technical personnel 

:e
 

normally chairs this 'committee. =
K.~ 
*-.:, * ..i: ,se t t eL t ch ='e ,-em n s r~ v 


.. L e:.. .. .
 
" toh e : ne ' lg~e 4;1+r~r 


Th4e U: N... . .. the reoere :e h t 
. Technicel and adrinietrotive activities of 
 - ; + +
-,. . .• . . : +... 

. • .. .+
t.)eitonpa h05rdltal1Manj3_e~et Committee,j"* 

u!.4ally decidec an-, coerairiaiedadtnp the enn+ >.c~ ... +~ : 
ezsc-mt+rgunt 


de or."

co-chaired by the hospital director and the Meaecin Cnef 


= -
A a l e' a +d +t e +e e l fmeIP ... + . 
e Te 'sepopulationo - h playe anh zactiven role!.ra thes neelhl, center+6 I + 

la' a ma3 "- rolea- conr.'"
comittte made of community volunteet. They 

an.ia are essential a.
accountinIg, 


prdmviting activities such as health d,.;:1i,O,rad senltaticn.
 
the roelth ceer'.a O the oulity of:care, 


medcicaland aeoini!trative oct:'.t'-!!
 
The ceral office supervises the 

centers. Supev5~l. in pe-ii~celtthat te~e place in the healh 

to the facilities by the Meoccin Grief ce Zcne arid otmer,,doctoffs ar'anu-,5e' N!
 

the cO-t-ei

the centraloffice. In exchange forit5supervisOry services 


office charges a fee to the health centere. o
 



alI heal th c'erters or may varThe tjiervisicr, fee mey be the tes,'for 

Oe;e-j,, :n I'.c lcu-e of ect vjt let of tb~h Incivi cu!.i facility. Fs 

e5'! t e- e!,:h he e! ce-te- paid a m-tP-ly -ure-visisn fee s! 

that fror the see of d-us. In Dungw in 928, health certers pe to tine 
:= c. , cf 	 drug! E.clude:. Fina~iy, ince-,-511 of , tr,t:r m.- thly revenue, 

,:'o, the sue-. isc fee rai, by eech ce-te- 1s prDortio el tc t*e
 
to new curative
p.jiatior of the cente-'5 health area and the nLmner of 

cases t-e! ec in the fea:iity. 

Ir aCd"t1c,- to 1is 5uperviscry role, the cewtral office perfort-! a 

sj~es of other activities which pe-mit tne functior-)ing of the :one's hee-J 

net.:'. Tme c-.e- ac*.-ities ere a: 4 r;.fira:---i e-d techr,',csi1 

orurs and mate-ial pu-c aing hnd manage-ert, training of the
plen-ir;, 

The 5upe-vi5ic­zone's e loyee!, coordine-lion of F.E.V. activities, etc. 


generally insufficient to finance the eBpelise 'attributableto tret
fee! are 

the central office's total
activity and are only a smiall fraction of 


e.penses.
 

With rege-d to the supply of materials, 	health'centeri purchase the
 
from a central pharmacy whicK is
majority of their d-ugs and medial supplies 

usually managea t the certr'ei office.. In some.zone5 the central office 

cha-ges tne health centers a mari-up absve purchase price whz;c helps finer:e 

costs. t-e cffice acts only as an inteze-.its c:.eretin; In other zones, 


ano does rot cherge any fee for is roie of suPplie-. The 	proportion c; Or--% 
local suppliers itand material5 tnat the health certers pu-chase from 	other 


U-.jdliy small. 

centers ana the hQspital is tle
The ajor relationship cetween heeltr 

referral of patients. In most cases, patients are re'ferred io the hcsite. e* 
do hee.
 r. ccet tc The heeltr.center. In a few cases, however, health centers 

to pay a fee to the hospital for each referral. Such a fee is set b the 

h:sptai 	to discourage health canters from referrir- patients Whcse heall% 

In kOimi , such aproolem's can be treated at %ne health center level. 

payment is of 5Z, 4nd it obviously does not cover thi :c.sts gene-ated t. t-e 

fef'. Kinci is ec.e­re;e-rei patie-t. Vi,iri is :.-rertly reviewing its 

have to pa.. the hcspital fo- t-e
ep.ample of a zone where the heeltn ce-te-s 


1 ,5,
casez that are referred. In 19ES, the hospital rece:ved 7S,9ZCZ 


w:orth of referral fees.
 

Finally, the refererce hospital is interzed to be a finan:calij
 

inde.endent unif and its only formal relationship with the cei--al c;;::e :
 

in mcrt cases, the purcrete of drujs.
 



Figure 4.1 
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Append... D
 

TyL~e! Qf Hethj Unlit . Fer-sonnel ~ 
Be vice! P-: _Lr 1"s - Ns 

ba i: curative ser,-ices s:n at treatment c' isHealth posts .ice 
ana mal~rie. They are operate: cy auii:a-:e!cc;::ate: ceses of ciarrrea 

wp): hae been trained through the :one's trairiinr programs. Health posts also
 

end carry out health ed-cateic activities. Heelt" cc!!!
 
C-:,:de ,.accin tiOn5 


Pe,e beEsc stoc:: of d'u~t ar-c p.eicetionL. Mary heal.n pests we-e fcr -e-:,
 
to health cert.e-t.
dispensaries ano fre'uertly tne zones uP;det these pco!t 


curative services, from basic,
Health centers offer a wide range of 


treetwe t of pa-a!iti: e-d irfe.ct~cjs ceases to r-re complicated case! t-at
 

Health centers also provide the bull. of the
require ambulatory surge-,. 


ices. in the :one. The 5ee to enroll childrer. erd pre-e-t
pre,etive se-


wcpe. in their pr-e-sch-.cl and pre-netal preventive programs. 6oth prcg-a-t
 
infectiOas
gene-ally inc.luce immunization and prophylactic measures against 


and parasitic diseases. Health centers sometimes have a maternity with S t:
 

some beds for surgery patients and cases of Palnutrition. Health
I1 beds and 

alsc. promoVe health education activities among the population. Most
 certers 


basic diagnostic laboretory tests.
have a '.icrosccpe and car perfo-m some 


Health centers' size varies subtantlally within a zone and among zone5o A
 

unit has between 5 and 20 beds (matenity included), and is run.by a male
 

two years of nursing
nur-se of A53 level (seconde- s'cho:i education and 


training), a midwife or tractiicnai birth attenda-t (TEA', and one or ti.: 

a..ilie'ies.
 

a nealth
Reference health centers' services include those proviced by 

se-::e es trose P-c.-idec t'e refe-e-:ece-ter, plus meny ir etient 

to 50 beds, includng e maternity urKt.
9;.itel. Their size ve-ie from 1S 

Re'ece ce-te,5 providce a wice range of inpatient surgery. Most ra e 4 : 

two o level AZ (primary school plus one yec- c;7 nu-se5 of level A3, one or 

oe or tw: TEa and 2 to S aoiliaries. Referen:e
training in the :cne), 


usually have a laboratory a can perform diagnostic tests of s5ce
centers 

ccmg!e.ity. Most have a blood benk.
 

Reference hospitals are medium-sized inpatient units with 40 to 2N 

bdsc. Inj pro,/ide in~a-tn ter-i.e5 in c:ts e-,:Z, srger.y. gene-.' 

mede:.ine, pediatrics, nutrition, pre-natal ooser.etion, and isolaein f:­

contagious diseases. The number of personciel woriing at areference hospt5. 
C
 

e-ie5 from 43 (Bwamende', to 130 (S:.na-Eate) pezple. They usuAlly ha~e t;.: 


whc7 share their medical duties Witr 8d-n-i5trC:.e
three r.ysic nt o56me of 

15 tc 0 17 r.jr-t!the cert-al office. H:p:tn.5 have beiwee-
fur:t:ons at 


to S (- nurses, and se.,e-al TE; ae: auillier-ie. In eacit-o-. refe-e-ce 
" *
 are a: ourt a-t le.-.
 ros:.ite h6,e e- ed-inistrai,'-e unit c:.;ee of 


ar, two or three secitiore-l cie-is. Most hosZ5!tat ha.e a -t:::te. ,
 

maternity erd a-, outratient urit. iney' normally act as referen:e heet*
 

in their health area. Finally, hospitals cen perform laidat:'.
centers 

e'a-s. Tre. ais: tee ? re, ca;ec.ility and octronail an EKG machine.
 

http:ter-i.e5
http:pr-e-sch-.cl


Appe-ca,. 	E Table E.1 

M~eni:e I 7rr.5t,:twre 
of Heelth Zore5 ar-o 

OC'~-en:; cf Hee:!1 

F-cilities,I-S. 

* ,n rChe 	 me
 

e e -e nc e T D
 

F _,T CATM OTi GT PFFT: GDZ CA-T7 , : G Z
 

'
;Fe~er. 	 ' 


Hmtn. Ctr5. 4 4 3 3 0 0 .
 

G'Z 4 1 7 1
 
CAT- I a I
 

OTH L - 421 	 . 

X Ht Ctrs 3 40 15 14 1Ii 10 1 8 1 10 16 

9 Htn Fet a 1111 : 0 4:0: 0 2 lb 

Ujera p 1: 
4 16 14'21 	 2 1 i 6 


2 I2
 
GO'I 	 : 
CiTR 1 4 	 2 
P T. 	 I a 7 I 

T 4 IE 	 I * 

Tcta, t 

Hitr.. Unit s e 45 2 1 I IS Iis 9 II 
Ow ner I.,p 

, 14 	 E 17GZ 5 


FF[,'T a S a aI :. Z. 
OTH 1I .a 

Total Pc:.. I a a a I
 

ot Zone 1E4.3 IeZ.o :114.4 11I.0 F .I o7S.E :EZ.S :10S.0 :NZ.0 -E."
 
(ThouI 	 I I 

a, I a;, I a 	 : 

popwlat ion 	 I I I, 
a a
ua t Ie 	 I 

4 S.4 4. : . s.: 122; .(Thouend:s. 16.4 


C-7: ::,e-nmeni :f Zeare
 

pp--- :Pr:,%es% an
 

CATH :Catholic
 
GTH :Others Iotmer religioue c-de-, firm , iOividuale)
 

na :not availatle
 



Appenr i, E (ccnt'd.)
 

i ) 	 The nster of health fa:i11ties shwn in the table co-resror.:s or,, to 
the fac lxtfte5 tmat be.:n;'to the :cne5' networFs. Parallel cpr.ce-! 

e-e n:t aZ::.r%e fC- 2 the ta:le ar= thus, the nmer of nee 1r 
1:;r. urce-e!t iatet t .e tcI nusber cf heAlth fac ilitie in tme zz-e,. 

Data cr. the numte- of a-a:ee F-o.i~ers were not ;etnere0 b, the st;.. 
tee-I. 

(ii 	 Nct all the :onet cc-fcr, tc tne standard m-del of a heeitr- :=:e 
suggested by the Depa-tment of Public Health. Instead, soMe :one! l.Ie 
Kania-na F,Kin an= KiI iri dc rct have referen:e healtdh certe-z a. 5ll 

and therefore no intermediate facilities eAist between the healtm 

certers and the refe-ence hc5sital. Other zones support the actx ;:e5 
of health cinters with healthcosts, a less expensxve way of.eAten:t-; 

cc.vera;e and f-eein; health certers from less ccmp!:cated case: w::­
ca- be treeted by an eu. ilar, at the health post level. For e.a";e, 

Scna-9ata has one health post for each health center both units e-vir; 

the same health area. Some zones have decided not to install health 

posts such as Eibanga. Kalonda and KRi.imi.
 

til,)The table s:s the ratiz between the total pculaticrn of a :one a-: it! 
total number of health units. Although ratio- between zones are not 
perfectly comparable (due t'o the differences in services provided b:,, 

and size cf, health units) s5ce ccmrent5 can be made on the m;-it:e -' 
the figures. For e.am.-le. in Kil imi eacn health center covert an 

ave-a;e :c€jlation of 1I,3 0, w.ile ir irc:u this figure :i ab-: t 
halve:. If one e.-ciuoes the realtn potti in Scna-Bata (health pcot! a­

centers cover the same population in that zone), the avera;e ;n.let::­

et healt center is 4,)C", one-fojr--th 4n.t cf :illImi. 

(v 	 In add;ticn to the number of beds of the reference hcopites sho- i­
the tatle there exist a numbe- of semi-hospital beds in the healtr 

zcnes, esPecially in the reference health cente-s and health cente-!. 

For e~ample, in the health zone of Dungu, the three reference health 
centers have a total of 110 beds, and three healtr. :entert have a tcta. 

of 46 beds. 



Appendix F
 

prCvde-s an e-/Ces C'e-efe InndJh Health ZCne:
 

to the providers that belc-; t7

This ap;enci. desis itmh issue: related 

the zones' networ 5. Section : of this appendi., escribes the issues perta.rr; 

tc pa-allel pro,.:kdert, i.e., those feclit:es that are not part of the ::nes' 

1. Heltt- Care Provide-s ithin the Networi,
 

beer aur:-1:et
Hetith facilities belong tc a :cre's networl if they have 

to operate by the Medecin Chef de Zone. Most networl. facilities within re. 

sutject to the. supervi5icn by the zone's central office. The networts' me::zai 

the GOZ, by religious miss5ions or by enterprises,units a-e usually owned by 

their employ'ees.
which have created such 	units to provide health care to 


The ownership cf health facilities at the zone level it usually
 
conrtructic­determined by tne entity which provides the funds to finance tne 


also determined by the affiliation of the

of the facility. Ownership is 


who operate the medical unit.
individuals 


The GOZ owns S7% of the 	health units in the ten zones. Catholics,
 

account for 8, 14and 21%, res;e:tively (see

Frotestants and other owners 


owns mcst of the

appendi' E). In some zones (Bwamanda, Kikimi) the GOZ 


health units whereas in others (Kalonda, Sona-Bata) Catholic, Protestant 
or
 

private ownership dominates.
 

owned or operated by Catholizs or
 
The meic-ity of the health facilities 


network5, and therefore accept the
Protestants belong to the zones' 


office. However, some of these facilities refuse tc
 supervision by the central 


pay, supervlion fees. Furthermore, Catholic or Protestant facilities
 
l­

sometimes apply different price 5chedL.les for services the zones where t
in 


central office has attempted to develop a uniform pricing system.
 

Zairian firms are obliged by law to provide free care to all thei­

or GOZ-owned enterprises that
employees and their families. Many private 

health u-:t,
o;e-ate in the health :cnds have created and operate their own 


generally health centers.
 

e-ce:-e
the rules *e:
Enter;-ise5' health units generally confo-m to 

a


the central office. The 	employ:ees of an enterprlse that owns 

recommended by 


In most cases. enterprise-owned
health center do not.pay for their care. 


to. nn-employees for which 'they cha-;e tVe
 
health entities als0 provide care 


zone's uniform prices.
 

do nct have their own health facilitiet
These enterprises that u5e> 

pay :one5 for care giver to their empl.yeet ant families ir reel:­
arrange to 


the reference hospital. As a result of these agreevments, m:s
 
certers ant 


price list, one list fc­
health zones have estatllshed a syster' of a dual 


enterprises and their
private individuals and another for em;loycc5 of 


to the network5skeep records of
families. The health units that belon; 	 t e
 

http:perta.rr
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ru-be- and types of serices provieO tc the enterprises' benef;cle-jes. 

Fericically, the cintral office comciles this information and tills tne 

enter;r sez with which it has a ser ice a;-eef,ert. 

Fees for enterprises usuelly e-ceed those for private 1ndvi.idual!. Fo­

e.ample, in the health zone cf Kaniama, the fee for an episode of disease 

treated at the health center it SZ: fcr enterpriset' bereficiarie!, mc-t tra-, 

twice the price charged to private clients. In the zone of Kindu, the 

correonc;ng fees s-e 15IC and SKZ, respectively isee prices in appe:. . 

Time constraints did not permit inve~tigetion of the reasons enterrrises
 

ac:ert payments at higher'prices than the ger.e-al put11c. If health cente-!.a-e
 

able to cover their operating costs with their operating revenue, enter;-ise!
 

might also be able to build and operate their own units at a lowe- cost thi
 

what they currertly.pay to the zones. Further analysis and recommendations on
 

this issue are made in section S.1.7.
 

2. c=et:tcn From Parallel Health Qare Providers
 

In some of the zones parallel providers present 5tiff competition to the
 

zone's networl.s. In the zone of Bol.oro, for example, the Medecin Chef de Zcne 

estimates that between Se and 7S5. of the tctal curative ambulatory visits tae. 

place in parallel dispensaries. This results in a lower proportion cf the tota
 

demand being channelled to the zone's units, and in the inability of some cf
 

those units to earn enough revenue to finan:e.their costs. Many of the ::-e'!
 

facilities with operating deflclts could become.profitable if utillzeticr we!
 

highe-. Pbrallel dlspensaries also perforr, more complicated proced;res, s.:r 25
 

-urr-ca. interventions, where they also compete with the zones' fac;litie!.
 

The Medecins Chef! de Zone a'd their staffs are not only worried atbot
 

parallel competition because of their negative effect the network's ccst
on 


recovery capability, but also because they argue that quality of care in
 

parallel dispensaries is unacceptably low. The study group did not have tne
 

oppo-turity to visit parallel medical units to evaluate the. quality of their
 

services.
 

Some limitec information was made available to the team members on the
 

way parallel dispensaries operate. In Boloro, Most parallel units 
are
 

operated by people without formal training. They charge a fixed fee pe- c!,,
 
returne
which implies that the patient has to pay ever.y time he or she fcr
 

further treatment. In the first half of. 1986 the fee charged W'as 20Z per da:
 

($.30). That fee is aoout eL.ual to the per episode fee of 20-2KZ chargec b,
 

the health centers that belong to the network. Although the fees are
 

allows the patient to mal.e an unlimite!
comparable, the fee of the network 


number of visit! to the health center until the disease episode i.soer.
 

Howe.e-. if a client has to return to the parallel dispensary during the :Z~,e 

episcce, he or she will have to pay 20Z for each visit. Drugs are paje fc­

separately in both the parallel dispensaries and the network. However,
 

clients of'parallel providers have to purchase drugs at the parallel
 

dispensary or from local pharmacies at higher prices than charged by the
 

networ 's facilities. In the health zone of Kalonda. parallel health unit­
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w th a fee Cf SOZ for tre-zt-*.chreas much a5 15O' pe- da~y w'71ci 


tn~t. ::ne. Thus, ar'tulatcry hea~lt% t.
Cf a disease at th'e healtr. Ce-te-5 Cf 

e. entive ,r the pa-alle1 drensarie5 than ir the Z:n-"a;:ears to te more 

re~I~ir Ec-t--Ec and a.rd. 

and Kincu clair. not to have any corspetito-e oLts~de
aulthO'1It1C5 in Bis-nda 
th-eir netIworJ5. Secticn S.' araly:es in furtme- detail the isj cf 

cors;etition and its implicetion5. 
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Besic Indcat-rs of healt? care util::etion end coverage are pre-..te 

tatie of t;15 apceno1A. C:rments cr that inf:-.ation follow:In tr e 

or­ti ) Ne epi5:-ze c' cu-retive treate (rov [': The deta tn the tatle 

the the rta:t'­tre curat-iv'ePisC-5eE treatec. at facii:ties of
rep:r 	 of curative episodes bein; treate ti

-ones' netwcl . The total number 

a.l fa:i.t es ith 1r the health :one s 	 1 un!nr. In :ore : were 

;arallei 	c67etiti n is substantial, the data of the tatle larg.ej 
Bzioro, K.-i In theune-estimzte total utilization (e.g., m.). zones 

w~ere c.,-.etit i:n it ne;1 igible ( E rsande, Kir.) tre figures are a ;z 

estimate of total utilizetion. 

imperfect indicators of'tctal utilization of
The date of row D are 

b, the zcnes' populations . Howe.er ,one cer
cL.-etve re-lth 5e.:--e 

r ' 5erices L:thin the networLs. In Enloro, fo­c-,-,-e ut i111r. 
the netw:ctexamnple., t-he average number of curative episodes treated at 


per year
5 .S7 episode per person living within a health area 


(61.10017. ). In Bwamenda the corresponding figure i5 similar, ant
 

equal to .77. In V'ndu, such indicator is low, equal to .3E. This last
 

one Kindu clai5s nct to e.2
figure.is es-ecially iow if ccnsiders that 
the other hand, has the highest
any parallel competition. Sona-Bata, on 

in Zaire according to SN%utilization of amblatory curative servlces 


.pe-5ornel. It.s pel cApite" utilicetion ratio of. 1.43 is almost 4 time!
 

one health zone with the hsghest nu-:e­K1ndu'5. Scre-Eata is also the 

E). In 5u-., average.
of health units per pop.lat;:n (see appendi, 


at the :ones'"networ 5 varies between
utilization for curative services 


.2 -6o 1.3E naw episodes per person per year.
 

An interestir pieze of information is the average numbe- of v:sts t._! 

con!,umers ,snee per episode of illness (not shown in the taole). The 
to 


tre!,%ir; one episode of illne55. The.greater the number of repeit
 

to 'the health unit. If patier~s
 

*number of repeat visits determines in part the cost the system c4 

vi:.ts, the higher the per episode cost 

withc ,t
pe, epe- e;:scde fee, additional visit, only increase ccsts 


increasing revenue. Data on Bwamanda, where accurate 5.tatis~c! a-e 
fe;:
 

health unit, ino cate thst
 
on the number of new and repeat visits 	pe-


--That meant that each new episode of diseese
the ave.ra;e figure is 3.75. 


that is treateo.at a health center is e.Kpecte: to be foilowe: uy :.ZE 

before the ep:sode 1s resolved. Sa-,ie
odditional visits by the patient, 

each episode requ.re5 -4.3 visi s tc.t)cdata for Bo'oro iugget thet 


: visit! ).dispensary (1 new arc re~ea! 


iii ; : F th-ough 1 s51: the u4: i:eti r, :f prever.tie service- kith ...­

r theM chw number of w1cen ano chilo-e- ::es' rnelic-ls.
--	 F:s F an. 

Rows G a-: 

re;:stere :r pre-natel a-= p-e:. 	 prcg-a-! daring 1965. 
target poputlatl:r.
I show the proportion of re;istered out of the total 


This latter fig.re is approximated by the birth rate times ,the tctel
 

p~p,!t::I
 

http:treateo.at
http:figure.is
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Appendix G (Cont'd, Table G.1 

BaSic Utilization 
and Coverage Statistics
 

Ten Health Zones
 
ISES
 

Bc-;6wa- ;Durgu:kalon; .anale.iki-induiK~rot.Vsn
 

ge ro :manda; 1 de,' ma 1 mi she :Ece
 

10S 2e 7E
 

1Ei5LarI 


A.PopLIat. (th.): 	 164 105 114 121 135 79 84 

E.Pcp. covered 
1 68 58 61 1 78 120 71(t'hous.) 1 n 1 107 86 61 

iC.Nu!eoe of 

health u'-it5 10 45 21 1 29 15 1 1 9 11 23 3S 

D.Ne, epi5.curat : 
treated (th ) n :6i.. 1 66.6 150.0 n 20.3 23.8 30.0 n 1 2 

I I I 	 I ,
 

E,Ne ep.a!.cu-et I I
 

treated per I I
 

,pop.covered n 0.57 0.77 10.81 n 10.35 10.39 0.38 r 1l.4
 

F.New pre-natal : i ! I i' I 

n 2674 !S079 12629 12764 :3880 660 13492 :6413 r cases regist. 


6.New pre-natal 1 i 1 

cases regist. 1 I 1 I 

% target popull n 10.57 :0.96 :0.53 :0.45:0.98 :0.26 10.95 10.4S r
 
I I
 

I I I
 
III I 	 I 


H .Ne e I I I I 

n :2007 :4106 12926 :2395 161S2 11592 12664 n cases regist. 


I.New pre-5chool : : I : : 
cases regist. : : : 1 1 

% target popuil n :0.43 10.78 0.S9 1 0.4 10.41 10.52 :0.78 1 n r 

I 1
J.Number of beds: 

Reference Hosp 250 116 136 1.6Z01 10 166 36 127 105 1ZC 

K.Pt. days (th.)1 n 116.6 "49.624.5 n 1 9.7 I n :31.7 14 :45.2 

0 127% 10. 42% n 16%: n 66 3F. SE.L.Utilizetion 

M.Hospitalizts. 13730 11034 1 n :182e :1.455 28SS 11040 :3424 11000 :3H. 

n n 9.3 14.0 11.N.Av.length stay: 	 n 1E.2 n 13.4 n 1 
fmm 	 . 

379 1239 1 n :763 64E E­O.Surgcal IntertI 	30 276 :79:6 150E 


n n 1354 59 5 S: Z1295 19C 1195 32
P.Deliverie5 


r 398 n 1144 n 371 267
Q.X-ray eam5 n n 


R.Lab.eY:am5(th.) n 126.5 :22.2 17.0 19.1 n 1 n 12.9 n n
 

n: not available or inaccurate data
 

m: only major interventions
 

*: maternity ep.cluded
 

http:0.45:0.98
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Fnaw E-.... i" . " r..'5"e and :. .. , t he n 

wore- who regittc-ed in pre-natel org-m Ouring 19-1E is almost ec 

to the nu..er of women-whz, ac::rcing t ,the estimated birt rate 

pregnant that same year. 

. . 
ea 

r 

RCw I 5n:w5 that 'in the ::res with tr-, best performar,:e (agae E~we-!:: 

anc less5 trnen E" cf.tne cr41 zrer inpresch:l ag,_rrig~t-t 
S of -the seven zones forwhich 

-ata-are aVale, the Porortior,of P-e;nartwomenl Oore;iteed ir 

pre-natal pr:grars w s higher then that of child-en regi5tering in 

pre-5chool ones5. Tine e~ception5 to, this rule are.Dun~u,. where the !-at:-­
are !:rechat tlm.lar ( .S! vs. .59; ant where the majority o4 

pregnart women reporteoly seel pre-natal programs in. neighborin; :ones . 

The discrepancy between pre-natal and pre-school registration rates (lte 

f:ome- be:n; le-;t- the- the latte) !sU";t!t thet , w:..' w' : .. 

pre-natal - prog-ams de:ide not to register their newborn children in 

pre-school programs.. Data gathered at a few-,health centers in *the zone 

of Krothe -show dramatic differences betweeT 1 both rates. 

f.":that 
Additional analyist of preventive prog!am5€'coverage and re-omnetis

n . 

may. help reaching higher coverage erv presented in section 5.1.5. 

f 
(iII )Pows J th-cu;h R p-esent iniiient utili:ation data. The lac. of 

reliariiIIy of !ore f ;ure! oce - r:" per.it a sj-stemati: comparr'e-cn cf 

info'ration arong fa:ii•ties. 

.,.....
 
V... 


.< 
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Table H.1 

Appendi.. H: Sources and Uses of Funds Statements, Ten Health Zones, 
App.H, page I Bibanga Bokoro Bwamanda Oungu 

S185 (;SR-i 

Kalonoa 

CENTRAL OFFICE 

Operating revenue 
Sups-v. fees h.centers 
Net revenue drugs sale 
Other operating revenue 

i8,190 
5i,4E 
54,814 

473,433. 
0 
00 

1OE,600 
0 

IS3,100 
0 
0 

nO 
83E,4E7 

0 

Total operatind revenue 181,4E7. 423,433 10E,600 153,100 83S 457 

Sa~ares-
Maintenance vehs.&bdgs. 

Fuel & !ubrif. 
Office supPl1es 

Other expenses 

-

--....... 
---...­

604,973 

147,333 
---

283,284 

66,239 
215,000 

12,584 

31.,575 

300,EB8 
...... 

150,720 
14,400 

G7,560 

1Z IZ , 

452,510 

Total ope-et. e.penses 604,973 430,617 345,398 533,568 572 ,S10 

Op. income bef.subsidies (423,466) '(7,184) (236,798) (380,468) 265,947 

Operating subsidies 
602 
Other donors 

0 
423,486 

7,184 
0 

117,178 
119,620 

180,000 
200,466 

0 
120,000 

Total oper. subsdies .23,486 7,184 236,798 360,4GB 120,000 

Investments 1,712 42,534 0 0 631 ,225 

Investment subsidies 
GOZ 
Private 

0 
1,712 

0 
42,34 

0 
0 

0 
0 

0 
24_E',27S 

HEALTH CENTERS 
Operating revenue 
Sale health services 
Sale of drugs 

nd 
nd 

2,229,255 
...... 

1,312,131 i,114,89E 
1,048,560 

r 
nd 

Total operating revenue 
Operating expenses 
Salaries 
Drugs 
Supervision fees 
Supplies, misce.'lneous 

nd 

nd 
nd 
18,190 
nd 

2,229,255 1,312,131 

5 &2,822 476,244 
1,170,672 521,98 
423,433 108,000 
52,172 126,405 

2,1E3,456 

979,9:0 
873,804 
153,096 
396,000 

nd 

no 
nd 
nd 
nd 

Total operat. expenses nd 2,209,099 1,231,947 2,402,820 nd 

Op. income bef.subsidies 

Operating subsidies 
GOZ 
Other donors 

nd 

nO 
nd 

20,156 
0 

76,593 
0 

80,124 

0 
0 

(239,364) 

95,600 
143,564 

no 

rd 
nO 

Total oper. subsidies nd 76,593 0 239,364 nO 

Investments 12S,424 390,310 342,000 802,000 nd 

Investment subsidies 

GOZ 
Private 

0 
125,424 

0 
330,310 

0 
261,816 

0 
B2,000 

nd 
nd 



Table H.1 (cont'd.)
 

Appendix H (cort'd.)
 

App. H, page 2 Bibanga Bo .oro Swamanda Dungu Kalorda
 

GENERPL HGFITAL 
Operating revenue
 
Sale health ser~ice5 4,847,142 1,156,320 876,583 1,508,400 2,753:F01
 

-
Sale of drugs --. 88 , 


Total operating revenue 4,947,142 1,156,320' 07:,583 2,397,600 2,7ES,601
 

Salaries 2,399,673 675,024 739,207 1,892,240 2,074,077
 

DOugs SSS,6G 506,960 563,607 741,000 910,117
 

Maintenance veh.1 bdgs. 82,97T 26,766 176,947 60,490 L1,25
 

Fuel & lubrifiants 479,160 I70,925 163,839 79,200 6,50
 

Othe- e.penses 7S3,3E2 145,962 160,244 116,400 167,741
 

Total operat. e..penses 4,970,E5S 1,S27,6S'7 1 ,803,644 2,85,2 3N Z,271 ,5
 

Op'g income bef.uosdle (23,713 (37N,337) (SA,261) (491,720 (511,579) 

Operating subsidies
 
60Z 0 3P,023 0 198,200 24,000
 

Other donors 23,713 393.2 .925,261 293,5Z0 487,979
 

Total oper. suh.zidies 23,713 371,337 92.5,261 491,720 511 ,9T9
 

Invettments 329,413 493,556 0 100,000 0
 

Investment subsidies 
GOZ 0 0 0 0 0 

Private 326,413 493,556 0 100,000 

HEALTh ZONE
 

Operating revenue
 
Sale nealth services nd 3,385,575. 2,190,714 2,623,296 nd
 

Sale of drugs nd 0 0 1,937,760 nd
 

Other operating revenue nd 0 0 0 nc
 

Total operating revenue nd 3,385,S75 2,190,714 4,S61,0-6 nd
 

Operating e ,penses
 

Salaries nd 1,385,179 1,301,690 3,173,048 nd
 

Drugs nd 1,677,632 1,084,905 1,614,804 no
 

Maintenance veh.& bdgs. nd 26,786 391,947 60,4V n!
 

Fuel &'lubrifiants nd 170,925 1.63,839 229,920 nd
 

Other e-.penses nd • 481 ,418 330,808 594,360 nd
 

Tctal oper-at. expenses nd 3,743,940 3,273,189 5,67-,612 nd
 

nd n352,365)(1I,062,475(1
Op. income bef.sub!idies ,111,556 no
 

Operating subsidies
 

GOZ nd 121,800 117,178 474,000 r
 

Other donors nd 333,314 1,044,891 637,552 no
 

Total oper. subsidies nd 455,114 1,162,059 '1,111,5S2 nd
 

InvestMents 45S,549 926,400 342,000 q0,o00 no 

Investment subsidies
 
0 0 0 nd
602 0 

Private 455,549 926,400 . 261,916 9o,0o no 



Table H.1 (cont'd.
 

Append... H (cont'd.)
 

Kaniama KxI.imi Kindu kxrotshe Ssna-Bata
App. H, page 3 


CENTRAL OFFICE
 
C ereting revenue
 
Superv. fees h.centers nd 0 130,583 0
 

0 82,299 110,C73
Net revenue drugs sale 	 nd 

nd 0 173,224 0 16,944
Other operating revenue 


19,01?
Total operating revenue nd 0 173 ,2 4 2"1 aE 

O~pt-atlr *e...penes
1 

409.500 119,784 160,S46
Salaries nd 283,6E3 


Maintenance vehs.&bdgs. nd 25,670 31,261 --- 1E,So
 

nd 101,361 143,'940 103,76 36,72
Fuel & lubr.f. 
Office supplies nd 1I ,713 ,Z8 33,498 , o 

Other eypenses nd 82,825 165,623 47,9 6 

Total operat. e,.penses 	 nd 504,852 773,S52 301,044 253,727
 

Op. income bef.subsidies nd (.50,.852) (60 ,328) (82,16) (14,7 C
 

Operating subsidles
 
nd 504,8L? 409,500 82,162
GOZ 

nd 0. 190,828 0 124,770
'Other donors 


Total oper. subsidies nd 504,652. 600 ,328 82,162 124,77C 

Investments nd' 464,S46 0 0 209,934 

Investment subsidies 0 

GOZ nd 464,546 	 0 0 0
 
0 0 ZZS,9:4
Private 	 nd * 0 

HEALTH CENTERS
 
Operating revenue
 
Sale health services 1,616,147 907,430 1,390,415 1,305,832 nd
 

... 1,066,408 nd
Sale of drugs 	 ---. 


Total operating revenue 1,616,147 907,430 1,390,415 2,374,240 nd
 

Operating expenses
 
690,628 no
Salaries 	 559,781 --- 689,275 


nd
Drugs 711,681 257.883 387,056 971,280 

0 0 130,583 nd
.Supfrv1l±on fees 0. 

Supplies, miscellaneous 704,913 59 ,408 307,695 368,649 r. 

Total operat. ex.penses 1,976,375 1,117,291 1,384,026 2,158,400 nd 

E,399 .215,640 noOp. income bef.subsidies (36cG,22 , (209,861 


Operating subsidies
 
c0Z . 2ZT 0 	 0 130,000 nc 

0 117,731 ndOther donors 337,500 Z09,661 


nd

Total oper. subsidies 	 360,2:6 209,861 0. 247,731 


999,218 1,745,612 162,109 829,632 nc

Investments 


Investment subsidies
 
0 1,165,278 0 0 ro


G0Z 

995,218 580,334 162,109 366,061 nd


Private 




Table H.1 (cont'd.)
 

App. H, page 4 Append:, H (ccnt' .
Kanema iKikimi Kindu Kirotsme Sone-Bata 

GENERAL HOSPITAL 
Operating revenue 
Sale health !er'vxce, 2 ,946,630. 807,8C0 ,536,555 ,3,1 
Sale cf drugs 551-300
 

Total operating revenue 2,946,630 1,359,100 1,536,555 1,328,115 
 nd
 
Operating e'penses
 
S
Balaries 
 1,34E 639 500,000 1,172,@97 I,527 .566 
Drus 1,529,125 45,000 673,E00 217, 78 
Maintenance ven.& bdgs. 179,492 *. 60,500 47,712 na
 
Fuel & lubrifiants -36,000 
 229,929 nd

Other ex.penses 275,718 
 170,5 ' 310,3S: 305,639
 

Total operat. e..penses ,331,974 1,412,000 
 2,15 ,696 3162S, 4. rd.
 

Op'g income bef.subsidie (385,344) (52,900) 
 (820,341 )1 000,129) nd
 

Operating subsidies 
KZ' 3085,344 0 200,666 1,000,9 r: 
Other donors 0 52,900 419,675 0 no 

Total oper. sdbsidies 
 385,344 52,900 62-0,341 1,000,129 nd
 

Investments 
 0 0 
 0 0 nd
 

Investment subsidies
 
Goi 
 0 0 
 0 0 no
 
Private 
 0 0 0 0 nd
 

HEALTH ZONE
 
Operat ing revenue
 
Sale health services 4,5E2,777 1,715,230 2,926,970 2,633,947 nd
 
Sale of drugs 
 --- 551,300 1,066,406 ra
 
Other operating revenue 0 
 0 173,224 0 nd
 

Total operating revenue 4,5621777 
 2,2.66,530 3,100,194 3,702,355 nd
 
Operating expenses.
 
Salaries 
 1,908,420 . 783,663" 2,271,672 2,338,058 nd 
Drugs 2,239,806 902,883 1,060,656 1,186.458 nd
 
Maintenance veh.& bdg5. 179,492 86,170 31,261 47,712 nd
 
Fuel & Jubrifiant5s 0 137,381 143,940 333,705 
 nd 
Other e..penses 9a0,651 1 ,124,046 806,945 749,172 

Total 
operat. expenses 5,306,34S 3,034,143 4,314,474 4,657,105 nd
 

Op. in:onme bef.sub5idies (745,572) (7E7,613)(1 ,214,280) (954,750.) nd 

Operaling subsidies
 
406,072
GbZ 504,852" 610,166 1,212,291 no
 

Other donors 337,500 262,761 610,503 117,731 nd
 

Total oper, subsidies 145,572 1,220,669767,613 I,330,022 n
 

Investment5 
 995,218 2,210,158 162,109 - 829,632 nc
 

Investment subsidies
 
GOZ 0 1,629,e24 
 0 0 nd
 
Private 
 995,218 580,334 162,109 366,061 nd
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Appendi. I
 

HEALTH ZONES
 

STATEMENT OF SOURCES AND USES OF FUNDS
 
(Zaire5, .J9S55 

Bibanga Boeoro Bwamanda Dungu Kalonda
 

SOURCES OF FUNDS
 

TOTAL OPERATING REV'ENUE -

Central Office 54,814 0 0 0 

Health Centers no 2,229,255 1,312,131 163,456 

Reference Hc!pital 4,947,142 1,156,320 878,583 2,397,600 2,7S3,6 

Total na 3,385,575 2,190,714 4,561,0S6 no 

SUBSIDIES 
no 121,00 117,178 474,000 no
GOZ 


Private Donors no 1,2R9,714 1,306,57 1,39,SS2 no
 

no 1,381,614 1,423,875 2,013,552 no
Total 


no 4,767,089 3,61.4,SS 6,S74,.608 no
TOTAL SOURCES OF FUNDS 


UES OF FUNDS
 

TOTAL OPERATING EXPENLITUFES'
 
Central Offi:z 604,973 430,617 45,398 S3,S6B .572 ,51S
 

na 1,785,666 1,123,947 2,249,724 na
Heiltn Centers 

4,970,BES 1,527,657 1,803,844 2,889,320 3,271,S0
Reference Hospital 


n
Total no. 3,743,940 3,273,189 5,672,612 


TOTAL INVESTMENTS
 
1,712 42,534 0 0 631.::S
Central Office 


802,000 na
Health Centers no 390,310 342,000 

36,413 493,56 0 100,000
Reference Hospital 

no 926 ,40 342,000 902 ,000 noTotal 


TOTAL USES OF FUNDS nm 4,670,340 3,615,189 6,S74,612 no
 

0 



Table I.1 (cont'd.)
 

Appends., I (Ccnt'd)
 

HEALTH ZONES
 

STATEMENT OF SOUPCES AND USES OF FUNDS
 
(Zaires, 1965)
 

Kaniama Kil:im Kindu Kirotshe Sona-Bata
 

SOURCES OF FUNDS
 

TOTAL OPERATIN- REVENUE
 
0 0 173,224 0


.Central Offica 

Health Centers 1,616,147 907,430 1,0,415 2,374. 40 nd
 

Reference Hospital .2,946,630 1,759,100 1,S36,SSS I.,32-,11 S n
 

Total 4,562,777 2,266,530 3,100,.194 3,70Z,365 na
 

SUBSIDIES
 
GOZ 408,072 2,134,676 610,166 1",212,2SI na
 

Private Donbrs 1,332,718 843,095 772,612 .483,792 na
 

1,740,790 2,577,771 1,3a2,778 1,606.083 na
Total 

18imummmm Vmmmmmmu mm.U wwwwwwwwa nmmmwmiT 

TOTAL SOURCES OF FUNDS 6,303,557 5,244,301 4,482,972 5,398,438 na 

USES OF.FUNDS 

-TOTAL OPERATING EXPENDITURES
 
253,787
Central Office 0 504,6S2 773,5S2 301,044 


Heelvh Centers 1,976,375 1,117,291 1,384,026- 2,027,817 na
 

*Reference Hospi'tal 3,331,974 1,412,000 2,156,896 2,328,244 na
 

Total S.308,349 3,034,143 4,314,474 4,6S7,10S na
 

TOTAL INVESTMENTS
 
0 0 20S,934
0 464,546
Central Office 


Health Centers HS,218 1,745,R12 162,109 829,632 na
 
na
0 0 0 0
Reference Hospital 


Total 995,218 2,210,158 162,109 89,632 na
 
T Eummam ==mamm== 5.46u3m nwamu-=
0mmNmUWFUn 


na
TOTAL USES OF FUNDS 6,303J,S6.7 5,244,30i1 4;,476,583 5,466,737 




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

Table 1.2
 

Appendix I (cont'd)
 

HEALTH ZONES
 
CONDENSED STATEMENT
 

OF SOURCES AND USES OF FUNDS
 
(198S thousands dollars, 15 - 50 Z) 

lBibanBoLo :Bwa- :Dungu;Kalon Kana;Kisi-KindulsirotSor.a
 
1 go I ro Imanda I do I mao I she !Bata 

SOURCES OF.FUNDS : 4I i 

TOT.OPER. REVEVUEi
 
Central Office 1 i 0. 0 0 0 i 0 i 0 i 3 0 0 
Health Centeri no 45 26 1 43 no 32 I 18 28 47 I no 
Reference Hosp. 99 : "31 18 1 46 SS S9 27 1 31 27 i no 

Total no ' 66 44 91 na 1 91 1 45 1 52 74 n . 

SUBSIDIES I I I 
GOZ I na 2 1 2.1 91 no 1 8 43: 121 24 1 no 
Private Donors I no I 25.1 26 1 31 1 no I 27 1 17 1 IS I 10 I no 1 

Total na 28 1 28 40 no I 3S 1 601 28 1 34 ; no
 
inmiUiUeUm i nUm UUUUiUUUb~ininemiI~ mU~Inumm
 

TOT.SOURCES FUNDS! no 1 95 1 72 1 131 1 no I 126 1 OS 1 90 1 108.1 no 
IIIIIII I I 

USES OF FUNDS 1I 1 

TOT.OPER.EXPENSES 1 1 I 
Central Office 1 12 1 9 7 1 11 11 I • 0 1 10 1 15 6 1 5 
Health Centers 1 no 36 1 22 1 45 1 no 1 40 I' 22 1 28 41 'I no 
Reference Hosp.1 99 1 31 36 ; 5 1 SS 1 67 1 28 1 43 1 47 1 no 

Total na 75 65 1 113 1 no 106 1 61 1 86 1 93 no 

TOTAL INVESTMENTS: I i i I i 
Central Office ! 0 1 I1 0 1 0 : 13 1 0 i 9 i 0 0 4 
Health Centers 1 no 1 8 1 7 1 16 1 na 1 20 ' 3S 1 3 1 17 1 no 
Reference Hosp.1 7 1 10 1 0 1 : 0 0 1 0 1 0 1 0 1 no 

Total 1 no I 19 1 71 18 1 no 1 20 44 1 3 1 17 1. no 

TOTAL USES FUNDS no 1 93 I 72 1.31 . no : IZG ICS 90 110 no 



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

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

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

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

Table J.l
 

Append±, J
 

Sample of Prices
 
of Health Care Services
 

Ten Health Zones
 
1986
 

(1988 Zaires5
 

16ibanBoIo-1Ewa- Dungu!KaloniKania:Kll-Kilndu:Kirot;Sona
 
1.ga 1 ro 1manda: da i ma I mi 1 , she !Beta 

1.'4E.'_KTH CE TEF; i 

A.Per episcde ; 

fee curative I 
25 23 33 25 50 20 n 50 30 2:private 


B.Per epxscde i
 
I
fee curative 


100 150 1 1 150 1 15 n
entergr.benef., n n 	 n n 


1 S
C.Laboret. e.am 20 1 12 a "1 10 n 20 1 n " 20 


45 75 1 n 1 150 1 n 70 1 'n I n 75 1 5O1D.Circumc1sion 


I I 

large wound 1 'n ,100 1 250 100 n 1 140 n n 1 7S n r 
E.Suture of 


n 1 n 70 1 100
F.Delivery 1 100 85 n 1 100 n n 

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

n 	 0.5
G.Tab. aspirine r 1 0.6 1 a n 1 n n a 1 n
 
aIIII 	 I 

a I n n n I n a I r nH.Chloramphenic.. n 1 21 
IIIIi 	 I 

n n I n a I 351 n
I.Peni-proc inj.1 1 401 a 1 n 

..
I I I 

1 IJ.Chloroquine 

n
100 mg n 11.21 a 1 n 1 r n n a :0.75 


I 	 III I II 

K.Oral.Rehyd. i I 	 I 
1 " n 1 n a I 51 n
Salts for lit.' n SI a 1 m 


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

2.PREVENTIVE PRGI 1 I I I I 1 

L.Pre-natal I 4S 1 40 1 40 1 25 I n 1 n 1 n 1 60 I 30 1 20 

I I i1 1 I I I II 

M.Pre-school i I i i i, 

(per year eq.)i 10 : A0 5 1 S 1 n I r. 1 n 1 10 S.S 1 7 ' 
I 

3.PEFERENCE 1 i
 

N.HOSPITAL I ,
 

Day Hospital. 1 1 i
 
n
r vate n 1 4 	 ZO 10 23 7 n n 01 

0.Uay Hospital. 1 i
 
n 1 n n
firm benefic. 1 n n 40 20 23 30 1 n 

1 n n n 40 I"50P.Oelivery 100 190 1 250 n 	 350 


900 "700 1 n 1 n 1 22S 1 n
O.Uncomp.Hernia 500 I 500 	1 250 700 


1 600 :1000 12S00 113001 n I n 1 S0 1 n
R.Caesarean 1100011000 


n: not available
 
()
a: price included in the per 	eplsode fee 




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

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

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

Table J.1 (cont'd.)
 

Appendix J (Cont'd)
 
Sample of Prices
 

of Health Care services
 
Ten Health Zones
 

1985 
(1986 Dollars)
 

1Biban1BoI~o-IBwa- lDungulKalonIKania!Kikl-IKindulKirotlSona 
1.ga 1 ro Imandal I da me mi I she. IBata 

.. -. 

I1.HEALTH CENTER55 

A.Fer episode 1 : 

bI 


private :0.42 10.38 8.55 10.42 10.83 10.33 1 n 10.83 18.S 10.33
 
fee .curative 


I .1 a I 

B.Per episode I 

fee curative I 1 1 I 

firm benefic. 1 n n n n 11.67 IC.83 1 n 12.S0 12.50 1 n 

C.Laborat. exam 10.33 10.20. 1 a 10.1.7 n 10.33 1 n 1 a 10.33 10.0 1 
I I 6 .1I6 

1 n 11.17 n n 11.25 10.83
D.Circumcision 10.75 11.25 1 n 42.60 


I IE.Suture of 

large wound n 1.67 14.17 11.67 1 n 12.33 n n 11.25 1 n 1
 

6I 6 6 

F.Oelivery 01.67 11.42 1 n 11.67 1 n I n I n n 11.17 11.67 1 

n 1 a. 1.0 1 nG.Tab. aspirine I n 10.01 1 a n * n n 

n a I n n
H.Chloramphenic.1 n 10.03 a n ' n n 


a 18.58 n
I.Peni-proc in,.1 n 10.67 Sa 1 n n n n 

J.Chloroquine i 1
 
1 a 10.75 n100 Mg n 10.02 a- n n 1 n I n 

I I I .666 

1
K.Oral Rehyd. 1 1 


n a
Salts for 11t.1 n 10.101 a 1 n n I I n 10.75 n
 

1 1 i I I I i2.PREVENTIVE PRGI 

10.67 10.42 1 n 1 n I n 11.00 1.0.50 10.33
L.Pre-natal 10.75 :0.67 


6 6 6 I 6 I I 6 6 

M'.Pre-school I I I" I I 1 
10.08 1 n . n I n 10.17 10.11 10.12
(per year eq.)1O.17 10.33 10.08 


------ I-------------------------------------------------4------------­
13.REFERENCE 1 


1
N.HOSFITAL I 


Day Hospital. I 6 .
 
0.38 10.12 1 n 1 n 10.33 n
private. i n 10.07 10.33 10.17 

O.Day Hospital.
 

firm benefic. I n 1 n ;0.67 1,0.33:0.38 10.58 1 n 1 n 1 n n 

1 n 1 n 1 n 0.7 2.EP.Delivery 11.67 13.17 14.17 1 n 5.83 


111.61 n 1 n 1 3.8 1 n
O.Uncomp.Hernia i'8.3318.33 14.17 111.7 115.0 


6I I 

1 1 2.5 n
R.Cae arean ri16.7116.7 10.0 116.7 141.7 "LI.6 n n 


n: not available
 

a: price included in the per episode fee
 

http:i'8.3318.33
http:1,0.33:0.38
http:eq.)1O.17


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

Appendix K
 

Population's Exoenditure In Health Cre Services
 

Table K.I, below, derives the per capita expenditure in health care
 

within the zones' networks for calendar year 1985. The team was unable to
 

obtain data on people's health care expenditures in parallel dispensaries.
 

Per capita annual e,.penditure has been computed by dividing the annual
 

revenue generated by each category of service (ambulatory curative and
 

preventive, inpatient) by the population covered (see table on aprendi. G).
 

Further deta:ls of how the per capita expenditures were derived can be found
 

in 'apendix L.
 

Table K.1
 

Averace. Health Care enditure
 

Within the Zones' Networls
 

(1985 zaires)
 

Bokoro Bwaman Dungu Kalon Kania Kiki Kindu Kirot
 
da da ma ml she
 

Fees for ambulatory
 
curative treatment
 
(drugs and procedures
 
excluded) 11 13 17 na 7 10 12 na
 

Ambulatory curative
 

drugs and procedures 0 19 na 17 4 6 na
 

Fees for ambulatory
 
preventive programs I "0 na 3 1 "0 na
 

HOspitalization and
 
inpatient procedures 14 21 48 48 57 23 28 19
 

35 36 84 na 85 38 46 . na
 

The results indicate that in 198S the expected per-capita expenditure 

of en average person ivi the zones' networks varied between 35Z (8.70) in the 
health zone of Bokoro and 85Z ($1.70) in the zone of Kaniama. In all the 

zones, the major compu;,etit of the annual cost is that of hospitalizations. In 
Kaniama, for e-ample, thie expected hospitalization expenditure of a perscn 

was% 7Z ($I.10) in 1985, representing 67% of the SZ ($1.70) total expected 

per-capita expenditure in health care in the same year. 



Table L.I
 

Appendix L
 

HEALTH ZONES
 

STATISTICS ON COVERAGE, UTILIZATION
 

AND POPULATION'S EXPENDITURE IN PRIMARY HEALTH CARE
 

(Zaires, 198S, IUSSSOZ)
 

Bibanga Bokoro Bwamanda Dungu Kalonda
 

A.Pop'n Health Zone 164,308 108,000 114,410 121,000 135,000 

B.Fopuiation covered n1 106,920 85,607 60,500 67,500 

C.Population covered (%) no 99% 75% % 50% 

O.New episodes curafive no 61,068 66,837 49,985 no 

E.Unit price new ep. cur. 45 20 17 20 so 

F.Total revenue n.ep.cur. no 1no
 

1,321 5,163
G.New episodes preventive no 4,681 9,187 


H.Unlt price new ep.prev. 4S 25 20 10 50
 

I.Total revenue n.ep.pre., n 117,025 183,740 13,210 na
 

J.Total rev, new episodes no 1,338,385 1,319,969 1,012,910 no
 

no 2,229,255 1,312,131 2,163,466 no
K.Total op. revenue H.C. 


no

L.Rev. drugs & procedures no 890,870 -0 1,150,546" 


M.Average rev.drugs+proc.
 
15 '0 23 na
 

per new episode cur. no 


N.Total op. rev. Hospital 4,970,855 1,527,657 1,803,844 2,889,320 3.,271,560
 

1936 1465
1034 5926
O.Number hospitalizations 3,730 


304 2,249

P.Average rev. per hosp. 1,333 1,477 1,492 


Bibanga Bo oro B4amanda Dungu Kal'oncs
AVERAGE STATISTICS 

PER PERSON PER YEAR
 

0.57 0.78 0.83 no

Q.New ep1s. cur.treated no 


R.New case prey. treated na 0.04 0.11 0.02 0.AE
 

0.07 0.03 0.02
S.New hospiali:ation no 0.01 


T.Expenditure new ep.cur.
 
13 17' no


drugs+proced. eAcluded no 	 11 


U.Eypenditure in drugs
 

and proced. new ep.cur. no 8 19 no
 

V.E .penditure new ep.pre.
 
2 0 no
drugs+proced. included no 	 1 


14 21 
 48 46
 
W.Ep.penditure hospItallZ. 


35 36 64 r.3

X.Total aver. e..penditure no 




Table L.1 (cont'd.)
 

Appendis L (cont'd.) 

HEALTH ZONES 

STATISTICS ON COVERAGE, UTILIZATION 

AND POPULATION'S EXPENDITURE IN PRIMARY HEALTH CARE 

Kaniame KiiiMi Kindu Kiro0tshe Sone-Bata 

A.Pop'n Health Zone .72,836 83,521 105,000 200,000 75,000 

B.Fopulation covered 58,336 61,805 77,700 IZZ,000 7S,CZ3 

C.Population covered (%) 74% 74% 74% 60% 100% 

D.New episodes curative 20,2"95 23,787 .29,959 na I1Z,419 

E.Unit price new ep. cur. 20 25 30 sZ/visit 20:-EO: 

F.Total revenue n.ep.cur. 405,900 594,675 898,770 0 ne 

G.New episodes preventive 10,032 2,602 681 na ne 

H.Unii price new ep.prev. 20 25 50 na 20Z-8B Z" 

I.Total revenue n.ep.pre. 200,640 65,050 34,050 na ne 

J.Total rem. new episodes 606,540 659,725 932,820 na na 

K.Total op. revenue H.C. '1,616,147 907,430 1,390,415 2,374,240 na 

L.Rev. drugs & procedures 1,00S,E07 247,705 457,595 na ra 

M.Average rev.druQs+proc. 

per new episode cur. 50 10 15 na na 

N.Total op. rev. Hospital 3,331,974 1,412,000 2,1S6,896 2,326,244 na 

O.Number hospitalizations 2655 1040 3424 1000 3eEZ 

P.Average rev. per hosp. 1,167 1,3S 630 2,328 na 

AVERAGE STATISTICS Koniama Kik.mi Kindu Kirotshe Sone-Eeta 

PER PERSON PER YEAR 

O.New epis. cr.treated 0.35 0.58 0.39 no na 

R.New case prev. treated 0.17 0.04 0.01 na na 

S.New h0sptali--at icn 0.05 0.02 0.04 0.01 C.C5 

T.Ependiture new ep.cur. 
drugs5proced. excluded 7 10 12 na na 

U.E,.penditu-e in drugs 
and proced. new ep.cur. 17 4 6 na na 

V.Expenditure new rp.pre. 

drug5+proced. in:luded 3 I 0 na na 

W.Expenditure hopl taliz. 57 23 28 19 no 

X.Total aver. expenditure 85 38 46 na 3 



Appendix M
 

Capital Ljj Recovery Thro User Fees
 

This appendix estimates the annualized capital expenditure of a typical
 

health :one and its units and comments on the possibility that these
 

expenditures be financed-by the zonei through user fees.
 

The investment cost of building a fLllly equiped health center is
 

estimated at 430,0OZ. (December of 1984 prices, from Conclusions Generales de
 

le. Table Ronde s5ur les Soins de Sante Primaire5, Republique du Zaire,
 

Departement du Plan, December 13-16, 1984).
 

A55uminO tat _t_ health u _jt and I the investmerthu built , 
financed with a ten-year. interest-free loan, the monthly loan repayent
 

should be 3,SE3Z, in nominal terms. In other words, if the useful life Oi ,
 

aset was 10 years, and if health centers were able to put aside nominal
 

3,56Z per month, at the end of ten years they would nave repaio. the loan and
 

should'be able to take a new loan to build a new facility.
 

The average monthly revenue of health centers can be compared with the
 

estimated loan repayr;nt to assess the center's ability to self-finance their
 

investments. Information from Booro,.Bwamanda and Kirotshe 'indicates that
 

the 1985 average monthly revenue of a health center was 4,600Z,.5,440Z and
 

S,470, respectively (derived from appendix H which 5hows total revenue of
 

each'zone's, health centers and from the table in appendix E which shows the
 

total number of health centers in each zone).
 

Assuming an average-monthly revenue of 5,S00Z per health center, the
 

3,583Z loan rapayment would represent 65% of the unit's monthly revenue in
 

the first year. However, since the loan is fixed in nominal terms and the
 

revenue presumably grows with inflation, assuming a 10% annual inflation, at
 

the end of ten years the monthly revenue would be 14,26SZ and the 3,S3Z
 

mortgage would repiAesent 25% of the center's revenue. Yn other worda, the
 

average health center would have to be able to allocate 65% of its revenue
 

for repayment of the loan in the first year and 23% in the tenth year.
 

with an
.f the best financinq alternatve for he alth centers we-e loan .


interest rate e IualJ2 inflation (i.e., z real interest rate), the monthly
 

mortgage would represent 65% of and average center's monthly revenue each
 

year, curing ifs 10-year's useful life'
 

th A
 

subSld.v, it would need to put aside in a capital replacement fund an amount
 

of money equal to the depreciation of the center adjustbd by market value. At
 

the end of the useful life. of the unit, the replacement fund should be eaual
 

to the investment coit required to build a new facility. Assuming a 10-yes­

useful life, the mart.et-adjusted oepreziation allowance should be 3,563Z pe"
 

montn, in real terms, or 6S% of a center's average monthly revenue.
 

If the health facility already exi ts (and has ben finan=ed wi_ 




Appendix M ICont'd)
 

iven the current financiel situation of health centers, it 15
 

be able to fully finance their cap,:.tal
inconceivable that these units will 


of them are incapable of recovering tneir
invettment5 in the short term. M ny 


operating costs through user-fees reveMue. Furthermore, if health centers
 

dio not have access to interest-free financing, their ability to self-finance
 

their caital in'.est-ente would be reduced even further.
 

Similar calculations can be made for reference hospitals. The estimated
 

hospital, was
investment cost cf buildlng a rie fully equiped, 100-bed 


4,90Q,000 in Oecember of 1554 prices (5ource: ibid).
 

LsIUrsing that the hopitl1 needs _t_ Lf built and that It. will be~ 
financ-d' witn a "-y!ar. et-fre jon, the monthly mortgage on the loar
 

from Taoie 4.4 and appendix C indicate that the 19E
 
wculc bs 2,416". Data 

average -cnthly revenue of a reference hospital was 15E0,00Z (arithmetic 

average fcr e heelth zones in 19E; zaires). A monthly mortgage payment of 

20,416Z would represent 14% of the hospital's operating revenue at the 

year and 2% at the end of year Z. Statedbe;inn ng of the first 


differently, an average reference hospital should have to set aside 14% of
 

and only 2% at the end of
its operating revenue to repay the loan in year one 


year twenty. Lf the interest rate on the loan .w_ ecual 
to inflation, the
 

mortgage payment would be equivalent in real terms to 14% of the hospital"s
 

revenue in each of the 20 years.
 

If jhe opital already e,.ist and has been financ.. with A kUbsidv,
 

it would need to set aside a real depreciation allowance equal to 20,416Z, 
or
 

each month to be able to replace the building and
14% of its average revenue 


Its equipment at the end of 20 years.
 

t:
Since all hospitals had an oper' ting deficit in 1995, they would have 


more than 14 percent to cover all
increase tneir revenue by an average of 


operating and capital-replacement costs.
 

investmerts is greeter
 

since the ratio of the hospitals'
 
Hospital's ability to self-finance their cacital 


than that of individual health centers 


revenue to the assumed mortgage (or depreciation allowance) 1s much higher
 

than that for health centers.
 

should a1SC ne a:.e
Finally, the set of health centers and* the hospital 


to contribute to the financing of the investments made at the central cffice
 

in a typical central office was estimated at
level. The required investment 

source: ibid). Such an investment ws.uld
3,400,000Z (December-of 1964 prices, 


add a monthly.mortgage component of 18,90OZ (15 years of useful lice,
 

interest-fee loan), approximately two times the monthly suppervision fees
 

paid by all the health centers to the central office of Dungu or Bolorc in
 

.1ES.
 



GLOSSARY
 
(In alphabetical order)
 

3f inpatient settings
care provided outside
Ambulatory health care: 

(source:1).
 

when some entity reimburses the pazient for a certain
 
Coinsiirance: 
 A coinsurance level of
 
fraction of the price of the health care service. 


the patient of those covered
 
80 peicent in effect lowers the price to 


services by 80 percent (source:2 ).
 

obtain or achieve some
tne resour'es used tc

Cost: the monetary vilue of 


For example, the cost of the supervision to the health centers
 
objective. 

by the central office i.ncludes the fuel -used by the 	car, a propcrtion of
 

to the supervisors,

the salaries of the supervisors, the per-diems paid 


etc.
 

ability of a health facility to raise revenue from the sale
 
Cost recovery: 


covwr its costs.
of gcod$ or serv'ces so as to 


to denote the proportion
text

Coverage: the term coverage is used in the 


to, or is
 
the population of 3 given geographic are which 

hLs access 

of 

using a, given health service.
 

to the action of using the revenues generated
refers
Cross-subsidization: 
 cover a portion of the costs-of
to
by one type of service or health unit 


another service or unit.
 

loss in value of a building or equipment as a result 
of
 

Depreciation: 

use over time or to technical
 

physical deterioration due to its 

For example, if a building has a useful life 

of 20 years, it
 
obsolescence. 


Annual depreciation i: may be computed as
 will be depre2ciated in 30 years. 
 A building that
 
the investment cost divided by the years of useful ?.ife. 


cost 3,000,000Z with a 30-year useful life 
has an annual depreciation of
 

3,000,000/30 = 100,OOOZ.
 

amount of money that is set aside periodically in
 Depreciation allowance: 

to replace fully depreciated buildings or machinery 

in the
 
order to be ab)X 

future.
 

used in the text as a synonym for cost.

Experditure: 


text 2s a synonym for cost.
'Expense: used in the 


If the user is a patient,
fcr a service.
price charged to the user 


the fee is the p.-ce he or 

Fee: 	

she pays for the'care recelved.
 

Fee per episode of disease: price of the treatment 	of an episode of
 
pay


Under a fee per episode system the patient does 
not have to 


disease. 

for repeat visits to the health facility while treating the same episode of
 

Drugs and other procedures may or may not 
be included in the
 

disease. 

initial fee for the episode.
 

ability of an institution to generate eiough 
funds
 

Financial autonomy: 

cover all its opezating and investment costs.
 with its own operations to 




GLOSSARY (Cont'd)
 

costs that do not change in total as a necessary result 
of
 

Fixed cost: 

small changes in volume of production (source:3). 

For example, the cost of
 
the activity of'
 

running a refri'gerator is a fixed cost with respect to 


the cost of running the refrigerator is the same'whether
 immunizations: 

the amount of vaccines stored in it increases 

or decreases.
 

geographic area whose population is served by 
a given health
 

Health area: 

facility.
 

jeographic territory as delimited by the Department 
of Public
 

Health zone: 

Health of Zaire. An operational health zone has a reference 

hospital,
 
Most health, zones
 

between 10 and 40 health centers and a central 
office. 


also have reference health centers and health 
posts (see description of
 

The average population living within a health
 facilities in appendix A). 


zone is 100,000 people.
 

that have been
 set of health facilitis within a zone 
Health zone network: 

approved by the zone's central office to operate and that conform to the
 

Most of the technical activities
the central office.
rules established by 

of the units within z network are supervised by the central office.
 

health care services provided to a patient who 
is
 

Inpatient care: 

hospitalized.
 

to acquire a good (e.g., building,

Investment: amount of money spent 


education.of the -personnel) which will last
 
machinery) or a service (e.g., 


more than one year.
 

incurred when producing one additional
 Marginal cost: additional costs 

For example the marginal cost of vaccinating a child. is
 unit of output. 
 If the
 

the cost of the vaccine and that of the syringe if not used again. 


person who gives the vaccination was paid for each vaccine that he or she
 

to hii or her-would also be part of the
 
administers, then the amount paid 


marginal cost.
 

Medical director of a health zone.
 Hedecin Chef de Zone: 


see health zone natwork.'
Network: 


organizations other than the
 Non governmental organization (NGO): 


government of Zaire.
 

percentage of the time that the set of the
 
Occupancy of hospital beds: 


beds of a hospital are used by patients.
 

the central
 
all the costs incurred by a health facility or 
operating costi 
 salaries.and
 

oifice in their opera*ions, It includes the costs of: 


bonuses paid to the personnel; drugs consumed; office supplies; 
fuel;
 

It includes
 
supervision fees; maintenance of buildings and machinery. 


neither investments nor depreciation.
 

used in the text as a synonym for operating 
cost.
 

Operating expenditure: 




GLOSSARY (C)nt'd)
 

as a synonym for operating cost.
used in the text
Operating'expense: 


amount of money generated by the sale of services or
 
Operating revenue: 

goods by a health facility or central office.
 

to patients not
health care servi.ces provided
Outpatient health care: 

requiring hospitalization.
 

costs of running a facility which cannot be linked
 
Overhead costs: 
 For
 
directly to the'volume and types of services 

produced by the facility. 

Is an overhead cost since
the hospital's accountant
example, the salary of 


be related or linked directly to the quantity 
or types of health
 

it cannot 

services provided by the hospital. Overhead costs are fixed costs.
 

Used in the text to denote the health
 or competitor.
Parall-cl provider: 
 the
 
units or health.personnel who pro~ide health 

care services to 


the health zone's network.
to
population but do not belong 


Payment per episode of disease: see fee per episode.
 

total operating expenses incurred by a zone
 Per-capita operating expenses: 


or health unit during a certain period of 
time (for example the year 1985)
 

divided by the population covered (see coverage) by the 
zone or unit.
 

contract between a health unit (or group of units)
Pre-paid health plan: 

and a person (or group of persons) which entitles 

the person(s) to receive
 

a fixed price paid in advance. The
 
certain types of health services for 


contract may or may not include additional 
payments which vary with the
 

services provided to the persons enrolled in the plan.
 

Profit: difference between the total operating revenues generated by a
 

it during the same time period.
the total costs incurrea by
facility and 


a synonym for operating cost.
used in the text as
Recurrent cost: 


a facility whose operating reven'e equals
Self-financed health facility: 


or exceeds its operating costs in a certain time period.
 

resources available to a zone
 
Sources of funds: monetary value of all the 


time. It includes
 
or health facility to be used during a given 

period of 


all operating revenues and subsidies.
 

or services given free of charge to a zone or
 
Subsidy: money, goods, 

health unit by an external entity.
 

as a synonym for profit..
Surplus: used in the text 


facility

Uses of funds: monetary value of the resources used by a zone 

or 


It includes all operating costs and
 during a certain time period. 


investments.
 



GLOSSARY (Cont'd)
 

User fee: same as fee.
 

any cost that must be increased in.total if the [health

Variable cost: 


to achieve a small increase in'the level of activity
facilityl is 

(source:1).
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