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COMMUNITY FINANCING OF PRIMARY HEALTH CARE IN THE REPUBLIC OF ZAIRE

1. EXECUTIVE SUMMARY

1.1, INTRODUCTION

The operations research study on comnunity financing of primary
health care in Zalre was conducted under a subordinate Agreement with the
PRICOR project from October 1983 to March 1986 in ten rural health centers
(HC) located in five rural health zo;g .IHHD of The Republic of Zaire.

The five RHZ selected for study werekthe 50 RHZ receiving assistance from

SANRU, a large primary health care project co-financed by USAID and the

govermment of Zaire.

The purpose of the study is to provide decision-makers with data
on the cost of primary health care services at the health center level and
on the effect of alternative payment schemes on the utilization of services

by the community. The study adress the following objectives:

- to identify alternative payment schemes for PHC in the country

- to identify payment schemes in use at the health center level.

- to establish the effect of alternative payment schemes on the
utilization of PHC services.

- to determine the cost of PHC services under different financing

schemes,

“he government of Zaire promotes ideas of fee for service and
self financing in PHC. At the present time a considerable variety of paymen'
schemes are practiced at the HC level, without an established evidence of

the superiority of a given payment payment scheme over others.

1.2. METHODOLOGY

The general operations research upproach as recommended by PRICOR

is largely followed as the methodological approach.

1.2.1. PROBLEM ANALYSIS:

A group of national PHC experts and decision-makers met sevara’
times to determine which portion of the broad national health system has

the most significant impact on community health status. They agreed that a
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high utilization rate of offered PHC services would improve community health
status given that those services are of a good quality, The utilization of
PHC services by a given community is influenced by factors such ag morbidity
patterns, services quality, service cost to consummers, the range of services,

community socio-economic status and payment scheme used in the health center.

The relative importance of each of these factors on the utilization
rate of PHC services, as well ag other possible interactions between pairs
of factors, were established by the consensus of inveetigators, decision-makers
and experts, using inter—action matrix technique. Interactions between price
and utilization of services, payment scheme and utilization of services,
price and quality of service, range of services and economic status vere
assessed as "strong". Among these "strong" interactions, decision was made
to study the interaction between utilization rate and payment sacheme, which

appeared the easiest to be modified by investigators and decision-makers.

1.2.2. SOLUTION DEVELOPMENT

The objective of the solution is to increase utilization of PHC
services at the HC level. In this consideration the objective function ap-
pears as follows:

Utilization of service = Function of (Payment scheme, price of

service, socio-economic status, health

status).

Variables as community economic status, biologic environment and
socio-cultural environment, each of which also influences utilization of
service are considered as constraints. Payment scheme, price of services,
quality of services and range of offered services could be changed. They
are considered as decibn variables. Among these variable;, as said earlier,

payment scheme is the more amenable to change at a given level of resources.

1.2.3. SOLUTION VALIDATION

From the various payment schemes in use at the HC level, "fixed
fee per illness episode” and "fixed fee for consultation with variable fee
for drugs", the most reported, were validated as proposed solutions to the
operational problem. The field test, on a quasi-experimental (model, was
conducted in ten health centers of which five were considered as experimental,

i.e. having co introduce a change in their payment scheme, and the other

five am rantrnl i 6 hawinn “Ynas cmmbccmaad oL _ . . . .
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Service utilization rate was measured in all health centers before
field test by a household survey and the review of HC records. In paf‘ll. a
cost analysis was also conducted. Shortly after this first survey, neceesary
changes were introduced in the payment scheme in the experimental health
ce;ters in order to allow a sufficlent period of nbservation {one year) before
the second round of data collection. In “our HC, the payment scheme was
changed from a fixed fee for consultation with a variable fee for drugs to
a fee per illness episode. In one HC the reverse was done. The observation
period between surveys was actually somewhat variahle in the five rural health
zones, due to delays in the introduction of desired changes. The second sur-
vey was implemented during the dry season in all rural health zones like the
first one. In the catchment area corresponding to each HC four hundred
household were sampled and the household head was interviewed to provide
information on economic status, illness episodes during the last two-week
period, use of health center services, and expenditures related to the ill-
ness episode. All completed questionnaires were processed in Kinshasa, at
SANRU's office using a Wang micro-computer. Statistical analysis was per~

formed with "Trajectories", a statistical package for micro~computers.



1.3. RESULTS

1.3.1. PAYMENT SCHEMES

The four payment schemes encountered in the country are: a fixed
fee for illness episode, a fixed fee for consultation with varying fee for
medication in relation with daily dosage and drug cost, fee for {llness
episode varying with severity of illness and cost of drugs required, fee
for consultation and drugs with a sliding scale for necessary re-visits,
Among these payment schemes the first two were in use in the five rural
health zones participating in the study. Four of these rursal health zones
used a fixed fee for consultation with varying fee for medication and one
of them used a fixed fee for iliness episode. Since there were twe HC selec-
ted by rurel health zons, a change from one scheme to the other was intro-

duced, after the first survey, in five HC, while the other five served as

controls.

The level of fee was variable from one health zone to another,
It was decided at the zone level according to cost of living, drug price
and economic status of the population. There was no well established proce-
dure for the objective calculation of the fee level. As a congequence, this
1evef:gzﬁetimea either too high and thus decreasing the economic accessi-
bility to health care for the commnity or too low and thus reducing HC

auto-financing capability.

Reaction towards introduction of a new payment scheme depended on
categories of individuals. In general the attitude of population, develop~
ment committees and zone medical directors was in favor of a fixed fee for
illness episode while the personnel in charge of HC was generally against
ir. The attitude of the personnel had an important influence on the utili-

zation of HC services.

1.3.2. UTILIZATIOR OF HC,SERVICES

1.3.2.1, Utilization of curative services

A general negative trend was observed in the utilization of cura-
tive services after the introduction of a new payment scheme. If this trend
was the expectation when changinp from a fixed fee for illness episode to a
fixed fee for consultation with a variable fee for medication, as it was the

case for one HC, it was mainly due to factors not controlled byi the study
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Field testyfailed to demonstrate an increase in the utilization

of curative services., These results were influenced by a neg.itive
attitude of HC personnel towards introduction of a fixed fe. for
illness episode as well as a lack of a good procedure for ths cal-
culation of fee level. The short observation period (one year or

less) could also have influenced the results.

In all health zones participating in the study, community leaders
PHC authorities and population were in favor of a fixed fee for

illuess episode while the personnel of HC demonstrated hostility.

There is a direct correlation between payment scheme and visits per
episode of illness scheme, \fisits per episode were higher than in

centers using a variable fee scheme.

Although zone offices operate on a fairly similar yearly budget
(median of $4,500), they supervise a number of health centers

ranging from six to 47, Number has little influence on operating

costs,

The thrust of zone activities is in the preventive with significant

investments in personnel, training, and vehicles.

Differences in health center costs were determined by numbers of

personnel and distance from the zone office, not by the payment

scheme in effect.

The median health center operating cost has doubled from $1,400 in
82-83 to $3,000 in 84-85.

If patients contributed $1.41 per episode of illness the following
costs could be covered: personnel salaries, zonal supervisor and
mobile team salaries in the time they spend in field activities,
all in-service training, administrative and maintenance supplies,
drugs, vaccines, and expendable medical materials, prenatal and
preachool clinics, kerosene, minor building repairs, and transport
(fuel) for personnel and materials including supervisors and the

mobile team.

Health centers recovered an average of 69% of their in house costs

and 23%7 of their in house and indirect, ie, zonal costs.

Close to 100% of in house curative cogts were covered by curative
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Before introducing a new payment scheme for PHC at the HC level a
particular attention should be given to coumunity preparation. HC

personnel motivation and procedure of calculation of fee level.
The fixed fee for illness episode is often the payment method chosen
for the following asdvantages:

a) Health care continuity: once payment is made, there is no major

reason for patients to interrupt treatment,

b) Ease in HC management: since fee ievel is known to everyone in
the health area, village development committee can easily monitor

HC receipts.

c) Reinforcement of solidarity in the community: health care price

is equally shared by all user. This alleviates charges for patients

with severe diseases.

After the introduction of a new payment scheme, a close monitoring
of the situation should be maintained in order to quickly make
necessary adjustments with regard to HC auto-financing, community

economic status and HC personnel wotivation.

Small scale operations research studies should be conducted on pay-
went schemes at the RHZ level to find better solutions in the very

peripheral context.

health center in order to determine what percentage or portion
(operating investment, indirect) of health center custs could be
covered. Further, a determination of how much revenue would have to

increase to cover all costs could be made.

Many health providers are interested in using the fee per episode
method of financing primary health care. The problem that blocks
them is determining how to systematically set a fee that will cover
desired costs taking into account utilization rates, inflatiom and
competing centers. The determination of a basic formula would fill
a4 crucial gap in attaining an effective and efficient delivery and

expansion of primary health care,



2 . BACKGROUND

The operations research study un.éommunity financing of primary
health care in Zalre was conducted from October 1983 to March 1986 in ten
rural health centers (HC) located in five rural health zones (RHZ) of the
Republic of Zaire. These RHZ are: Son'-Bata in the Bas-Zalre Region, Kalonda
in the Kagai-Occidental Region, Bibanga in ' Kasai-Oriental Region, Kongolc

and Kaniama both in the Shaba Region (see Ligure 1).

The selected RUZ ave all in full operation, according to the 1982-
1986 Healeh Plan (1) wich aims at the establishment by 1990, of 300 health
zones, both rural and urban. The five RIUZ selected for the study are part
of the 50 RHZ receiving assistance from SANRU (USAID/GOZ/ECZ/ 600-0086

project).

The health zone is the main peripheral component of the national
health system (figure 2), especially for primary health care (PHC). Each of
the nine administrative regions of the country is divided into several
health zones, according to the size of its population. A typical health
zone covers a population of about 100 thousand people in rural area or 19
thousand in urbaun area. Tt contains three basic elements: a reference hos-
pital, fiftcen Lo twenty satellite health centers and community based actions

through village development committees (figure 3).

Primary health care is provided mainly at the level of health cen-
ters. However, boetween the different components of the health system there

ig a referral system and a supervision system as showed in figure 3.

The zone peneral reference hospital provides curative care for
patients referred by satellite health centers. It also provides a reference
laboratory for those health centers and often includes a school for the
training of nurge-practionners. Epidemiologic and operations research as
well as therapeutic trials are also in the range of the activities of the

zone general reference hospital.

The minimal package of activities at the health center level in-
cludes curative care, pre-school clinics with imunizations, drinking water
and sanitation, control of endemic discases, nutrition and health education.
The health center collects health and demographic data necessary for the

evaluation of its activities.
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At the community level, the village development committee includes
a health component in its activities. This committee initiates such activi-
ties as the scnsitization of the community concerning main health probleus,
drinking water und sanitation in the village, collection of basic demogra-
phic data (births, deaths, migrations). The members of the village develop-
ment committee select the traditionnal birth attendants and community health
workers to be truin#ud by the health center or the reference hospital team
in order to provide clementary care for common diseases, child-births and
help the health center team in family planning, pre-school clinics and home

visits in the village.

The health care system is mainly supported by three types of heallh
carce providers: the government, the churches, and private or government owned
companies. Since 1984, the government started to carry into effect the country
gsanitary map that indicates the boundarics of all health zones. tlaving de-~
fined these boundaries, the government then delegates the wanagement of a
given health zone to one of the above ment ioned health care providers. At
the Lime this report was writZen, out of the 306 health zones identified
in the country, 567 were directly managed by the government itself, 207 by
the catholic church, 147 by protestant churches, 0% by the kimbanguist church

87 by governmental or private compagnies and 1.2% by bilateral coouperation

agencies. A given health zone may be assisted by one or several organizations.

The total population in Zalre was estimated, in 1984 to be around
30,000,000 people (2). 1t is a youny population. About 46 percent of people
are less than 15 year old. Table 1 reports population figures for the health

zones and health centers selected Lo participate in the study.

Throughout the country the main health problems are those of infed-
Lious d&suuscs and nutrition. Malaria, schistosomiasis, trypanosomiasis,
tuberculosis, measles, diarrheal discases, pulmonary infections and protein -
energy malnutrition are endemic (3). Table 2 preseats main health problems
as purceived by participating health zone directors answering a questionnaire
distributed by SANRU in 1984, These problems were not mentionned in a priority

order. Several of them are common to all health zones.

Besides these health problems there exist important economic,
geographiic and cultural constraints which prevent people from fully utilizing

primary health care services.,
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For example, distances between different localities are quite

important.

Indeed, Zaire, covering a total area of 2,345,000 km?, is a fairly
large country. The road network is insufficient especially during rainy sea-
gons. The road situation has many economic implications especially on the
transportation of several productd, agricultural and mineral. The purchasing
power of the population is quite low. A range of traditional beliefs dis-
courage the utilization of PUHC services: very often, causes of diseascs are
thought to be supernatural, lnjections ave preferred to pills. In some ethnice

groups a woman should not deliver her baby in presence of a male nurse.

»
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Table 1. Populaticn served by Health Centers and Health Zones

selected for study, 1983

Selected Healthi Populatlon ServediTotal Population in

Health 7Zone 1

[}
! Center ! by Health Center , the Health Zone
! f !
—-Bate : : | 9165 '
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_______________ L bukungu 2827 4 .
L e el BT
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1 { ]
5 . Kani ] f
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Table 2. : Priority llealth Problems as perceived by directors of the RHZ par-
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3. STUDY PURPOSE

The purpose of the study is to provide decision-makers with data
on the cost of primary health care service at the health center lavellon the

. . . an ‘a ,
cost of alternative financing schemesaun the utilization of servicea by the

comnunity.

The government of Zalre promotes ideas of fee for service and seif
financing in its health plan (1). A the present time, a considerable variety

of payment schemes exists in rural and urban health zone throughout the country

The operational problem is one of chioice among these scveral paywment
gchemes. Indeed at this time, none of them has been proved the best in order

to assure PHC sustainability at the hecalth center level,

The objectives of the study are:

to identify alternative payment schemes in the country;
- to identify payment schemes in use at the health center level;
- to establish the effect of alternative payment schemes on the
utilization of PUC servicesy
- to determine the cost of PHC services under different financing

schemes.,

In relation with the health situation of the country, an underlying
assumption has been made in this study: it is expected that the adoption of
a given payment scheme could increase the access to health care services and
thus bring an improvewent in the health status of the community (perceived

as a long-term decrease in morbidity and mortality rates).

It should be mentionned here that, at the stage of problem analysis,
it was first thought to investigate the ways to motivate community health
workers (CHW's) in order to improve the utilization of offered services by
their action. Afterwards, it bhecame evident that CHW's where they existed,
they did not represent the most important determinant of PHC services utili-

zation by the community.

4. METIIODOLOGY

For the purpose of this study the general approach recommended by
PRICOR has been largely followed. This approach includes the three following
phases: phase | or problem analysis; phase Il or solution development and

phase L1 or solution validation (4).



13.

In phase I the operat”onal problem is defined and divided into
smaller units on which research priorities are decided. Phase 11 describes
the proposed solution (s), the main variables and constraints in the system
as well as an analytic model for solution development. Phase III is concerned
with the field evaluation of the proposed solution by a carefully designed

field test.

4.1. PROBLEM ANALYSIS,

4,101, Detinition of the operational problem

The PHC service delivery and utilization, in order to improve the
health status of the population, was described as a subsystem as shown in
Fig. 4. The main concern of investigators and decision-makers was to propose
a model that could both guarantee good quality PHC secrvices to the population

and a certain degree of auto-financing and sustainability.

A group of national PHC experts and decision-makers met several
times to determine which portion of the broad national health system had
the most significant impact on community health status at the peripheral level,
As the community health status itselfl requires the use of a range of indicators
for its measure, the investigators chose to study the utilization of PHC ser-
vices. The assumption was made that high utilization rate of offered - and
presumed good quality = PHC services would improve community health status.
Then, using interaction matrix technique, factors influencing utilization of

PHC were assessed.

4.1.2. Analysing the problem and dividing it into smaller units

Given the approach used by national policy-markers to improve com-
munity health status by PHC strategles in application at the peripheral level,
the management of the subsystem is quite decentralized. The health status of
a given conmunity appears then as the result of the interaction of several
factors intervening both at the local level and the national level. The uti-
lization of PUC services by a given community is directly influenced by the
need of these services (or otherwise, morbidity patterns), the quality, the
cost to consummers, the range of offered services, the payment scheme in use

in health facilities, and the socio-economic status of the community.

4.1.3. Establishing rescarch priorities

Through the use of the interaction matrix technique (5) the importance



According to the concensus of investigators, decision-makers and
experts on the strength of those interactiouns on a zero to five scale (0 =
non interaction; 5 = strong inter-action) interactions ware divided into

categories; strong (4-5), average (3), weak (0-2).

Table J: Self-interaction matrix of variables in the PHC service delivery

and utilization subsystem.
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Among "strong'" interactions were found price and utilization of ser-
vices; payment scheme and utilization of services, economic status of utiliza-
tion of service; price of service and payment scheme; range of services and

biologic environment and CHW and socio-cultural environment,

All other interactions were assessed as "weak", Decision was made
to concentrate on "strong interactions". It was clear at this stage of the
study that the iuteraction between utilization rate and payment gcheme was
the most appropriate to study, given the research purpose and the constraints
in the subsystem. The other variables which produze strong interactions were

not amenable to an easy chanpe within the context of the study.
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Indeed, the variable "price" which interacts with utilization and
quality of service, could not e~sily change its value without endangering the
level of autofinancing reached Ly the health center. On the other hand the
variable "economic status" interacting with utilization and range of services

is to be considered as a constraint,

4,2, SOLUTION DEVELOPMENT

4.2.1. Solution objective

The objective of the solution is Lo increase the utilization of PHC
services offered at the HC level in order to improve the health status of the
communily. Taking into account the variables with the very strongest interac-
tions as shown in I'ig. 4 the objective function appears to have the following
form:

Utilization of services = function of (payment schcme, price of ser-

vices, socio-economic status, health sta-

tus).

4.2.2. Decision variables and constraints on the solution

[n the PHC service delivery subsystem, as depicted in Fig. 4 several
variables influence utilization of PHC services. Among these variables commu-
nity cconomic status, biologic environment and socio-cultural environment are
considered as constyaints. Indeed, it is beyond the control of investigators
decision-makers and even the community itself to modify the value of each of

these variables in a short term period.

Conversely, payment scheme, price of services, the quality of services
and the range of services could be changed and are thus considered as decision
variables. Among all decision variables of course, payment scheme is the ea-

siest to modify at a given level of resources.

4.2.3. Model for solulion development

The objective function defined ecarlier offers a model for the
development of s-lutions to the operational problem, with the assumption
Lhat all other variables but payment scheme have fixed values., The model for

solution development then appears as follows:
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Utilization status rate = f (payment scheme) at a given cost of
services, for a given socio=-economic
status, for a given community health
status and at a given level of service

quality.

Differents solutions to increase service utilization rate corresg-—

pond to different schemes,

4,2.4, Required data

In order to propouse the best solution(s) to the operational problem,
information was necessary on the Jdifferent payment schemes in use in RHZ
throughout the country and their respective advantages and disadvantages. It
was (uite easy to build 1 list of payment schemes by a short questionnaire
adressed to the 35 medecins chefs de zone participating at the SANRU 1983
annual conference (Table 4). However, data on advantages of diffecent payment
was not available,

Table 4: Payment sclemes for PHC services in 37 health centers

HC using the scheme
Payment Scheme
Number Percentage

Fixed fece per illness episode irres-— 4 10,8
pective of illness.

Fixed fee per visit 5 13,5
Fixed fee for consultation with va- 27 73,0
riable fec for drugs.

Other scheme 1 2,7
TOTAL 37 100,0

4.3. SOLUTION VALIDATLON

4.3.1. Field test

From the various payment schemes in use at the HC level, two pay-
ment schemes, i.ce. "lixed fee per illness cpisode" and "fixed fece for consul-
tation with variable fee for drugs" were the wmost reported. lndeed, all the
other payment schemcs, including fixed fee per visit could be assimilated to

the first or the sccond previous alternatives as was found during the preli-

minary visit of WlZ selected for the study.
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Therefore these two alternatives were vnlidated as pro;.osed solu=~
tions to the opertional problem., The field test was desirned as a qu.ff

experimental variant, conducted in each of participant health zones as

shown in fig. 5 (6).

The hypothesis to be tested was that introducing a fixed fee per
illness episode at the health center level would be followed by an increase
in the utilization rate of services offerced by the HC and an increase in

the receipts of the HC.

Five rural health zones were sel:cted to participate ia the study
based on the willingness to participate and geo.,raphic location. 1n each of
these RHZ two HC were selected among those presenting similarities in relation
with their population, the cost of services to users, the cost of living,
the duration, the health center has been in operation., One of the two UC was
congider:d as cxperimental, the other as a control, In the experimental HC
the payment scheme was changed while it was maint -ined the same in the

control NC.

4,3,2, Data collecti n

Service utilization rate was measured in both HC before field test
by a houschwld survey and the review of HC records. In parallel a cost analysis

was also conducted.

4,3.3. llousehold survey

For the houschold survey a questionnaire was designed to gather
information on ecomomic status, illness episodes during the last two-week
period, the use of health center services, the cost expenditures for health
care during the illness episode, the use of preventive services offered by

the HC (immunization, pre-school and pre-natal clinics) - I

At the planning stage of the study a period of one year was sche-
duled between the two surveys in all participating RHZ. However, when the
study was carriced out, due to delays on the part of wost of zonal medical
directors in the introduction of new payment schemes in the experimental HC
the actual duration of the observation period was quite variable. The following

table shows the duration of that period in the five RHZ,
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Introduction of
RHZ HC (change in financing| Second Survey
sclieme
K'l d b', -—
alondd Mbau June 1985
Kabambaie October 1984
Kaniama Kaniama I -
June 16-July 7 1985

Mwad i-Kayembe July 1984

I
Kongolo Kangoy -
qQ
b Keba Uctober 1984 fuly 1385
Bibanga { Katanda Septembes 1984
—~Auy 5
' lnileo _ July 19-Aug.16 1985
Sona-8ata ! Kindam'a February 1985 Aazust 1985
f Lukunga -

If differences in the duration of the observation period might affee
study results, scasonanility would not play any role because both surveys were

carricd out during the dry season in all five RHZ.

4.3.4. Sampling

tn the "health area" corresponding to each HC four hundred household
were selected by the following sampling technique: A list of villages in the
area with population figures was obtained; a sampling proportion was calculate
for the rotal population in the area. Within each village, the selection of
houschoulds was done from the center of the village. The first household was
gselecte ! randomly. The others by choosing the ‘“ouse whose door was the nearest
to the previous one. The process was continued until the total number of
houschold for the village was reached. For cach selected hous:hold the res-

pondant to the questionnaire was the head of the household.

4.%.5. Data collection

In cach of the ten "health arcas" a team of five interviewers was
hired and trained in interview technique and use of questionnaire. The ques-
Cionnaire had been translated into three dif ferent languages spoken in the
study RHZ. The best of the five iwterviewers was given the respensability
to lead the team on the tietd. He had to make all necessary arrangements
before interviews, distribute questionnaires colleet and review completed

questionnaires before transmitting them to the survey supervisor for the RHZ.
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4.3.6. Data processing and analysis

The first level of quality control for the household survey data

was in the field.

At the end of a typical working day, the team leader had to check
all completed questionnaires for mistakes or omissions. Incorrectly completed
questionnaires were back to interviewers. The same operation was repeated by

the survey supervisor in each health zone.

All completed questionnaires were brought back to Kinshasa at SANRU's
office. Data entry was performed on Wang microcomputer, using multiplan. A
coherence test was run before data analysis,
Analysis was also done on SANRU's Wang microcomputer using "Trajﬁff‘s1*
[ )
tories", a statistical package for microcomputers. Results were tested for

frequencies and t-test for means.

Data processing and analysis for the cost analysis is described in

part Il,

5. RESULTS OF HOUSEHOLD SURVEY

5.1. DEMOGRAPHIC DATA

Information gathered through the two household surveys allows des-
cription of the study population according to age structure and mortality.
Demographic data reported here concern only a subpopulation including all
individuals with one or more of the following characteristics: child under
five years of age, person sick during the two-week period preceding the survey,
woman being pregnant or having given birth during a reference period of 12
months before the survey and all deaths having occured within the household

during the e reference period.

5.1.2. Age

Age distribution of the population as presented in table 5 is in
agreement with national trends. In general, for the ten health centers the
proportion of children less than one year old is around 10 percent. The popu-
lation is young. Indeed half of its members are under 15 years of age. There

are some variations among individual health centers. According to first survey,
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the proportion of population under 15 years is the lowest in Tshileo (44,5%)
and the highest in Kaniama (60,67). In the gecond survey, Tshileo still has

the lowest proportion (45,3%) while the highest is found in Kabambaie (57,7%).

Table 5 : Age distribution of populatign in participating health area for the

two household surveys (percentages)

AGE GROUP (Years) Total

(n)

Health zone
and health
are.d

0 1 -4 5 - 14 15 - 29 30 +

() L@y fan (2 jQy Fy Ta)y [2) pQ)y F2)y $Qa) §(2)

Bibanga

Katandak B.4| 9.212,.7130,2113.2112,6[14,7115.8135.9132.11 B55] 784
Ishileo 7.21 9,0]22.5125.8114.8] 9.9{20,2{20.,1135.3]|34.6] 950( 852
Ralonda

Kabambale* 1050 82127413711 14.5]12,4121.,6]24.7(26.00117.7] 978] 957
Mbau 2.5110.4129.0137.0] 7.6] 8.6125,0122.3(26.0{21.7| 728| 825

Kaniama

Kaniama 10.6111.6]134.2125.5116.0015.2121.4]20.3{17.9]27.611194{1072
M. Rayembe* 12.2001.5028.20127.3012.2112.6(24.5121,8(22.9126.811079| 991
Kangolo

Kangoy 10.3]11.032.8]32.4110.0( 7.5]24.7[20.6]22,7121.9] 926] 800
Keba* 10.9012.9034. 113441 9.91 5.7123,3{28.5121,8122,5] 9771 925
ﬁunq:ﬁnlq

Kindamba#* 9,90 15,3139.3129,5] 6.4) 4.7119.1118,7]30.3{31, 7701 706
Lulcunga 9.9110.5126.9]34.2113.2) 4.2125.3(15.2124.7136.1] 911| 746

* Payment scheme changed after first survey

(1) First survey

(2) Second survey

(n) Children less than 5 years old + persons sick during a 2 week-period
before survey + currently pregnant women + women having given birth

during a 12-month period before survey.

5.1.2. Mortality
As Tor mort.lity pattern, available inform:tion provides data
useful for the estimaiion of infant mortality rate. Table 6 presents
. . . . G
infant mortality rate estimates in surveyd "health area" over the two

houschold surveys.
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Table 6: Infant Mortality rates (hev thousand) by "health area"over

First and Second household surveys.

Al BLBANGA KALONDA KANLAMA KONGOLO SONA-BATA

ZONI-

Rate-TTuhi-TRaba- M.Ka-fKuania Ka-  [TKindgJfLuku-
A Mbau x Keba® .“

ndat leo b Le veimbed ma oy mhu Ul

48.8 250811578220, 20250,0045.7 F166.7031.8 T4.1 §75.5

HEALTH ARFA

Infant morta-
Livy (1)

Rate (7o) (2) 72.5 P132.5] 23,38 62.1§122.9 85.3‘b 49'1\64'5 9.2 186.4
—l ‘~L~

{, S

(1): First survey
(2): Second survey

* : Payment scheme changed after first survey,

Important variations are noted both among health area,
and within individual health area‘over first and second surveys.
Rates are more than twice the national figure (115 ) in Mbau
and Kaniama for first survey. They are strikingly low in Kinda-
mba for first and second surveys. In general, rates are lower
in second survey when compared to first survey in health area
where payment scheme changed. They increase at second survey
where payment scheme remained unchanged. Katanda and Mbau are
exceptions to this rule.

The overall infant mortality rate for all "health area"
remaing lowur than national figure over time. It is respectively

90,4 and 70,8 for first and second surveys,

5.2, PAYMENT SCHEMES

Alternative payment schemes at the HC level are sum-
marized in table 7. In the liC participating in the study only
two of these alternative schemes were found. The situation before
and during field test is presented in table 8.



Table 7: Alternative

22

payment schemes for PHC at HC level

Scheme

Remarks

1.

Fixed fee for illness
episode irrespective of

illness. (*/

Fixed fee for consulta-

tion with varying fee for

medication in relation
with daily dosage and

drug cost.

Fee for illness episode
varying with severity
of illness and cost of

drugs required,

Fee for consultation and
drugs but sliding down

for necessary re-visits.

Fee adjustment to be made depen-
ding on the the rate of infla-
tion. The fee is calculated to
provide for drugs, laboratory
examinations, salary of HC auxil-

lary and HC maintenance.

Consultation fee provides for
salary of HC auxillary and HC
maintenance.

First visit fee is fixed and

includes all drugs.

nw

some vardadions were neded in this payment scheme: The fee Level was

generally Lowen fon chibdren. Chronic conditions, fon example tuber-

culosas, had a dofgenent fee.
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Table 8: Payment schemes in HC seleoted for study before and

during field test.

Health Zonc Health "ayrnent schene Payment scheme
' ' venter  pefore field test | during field tesc
SOMNA-BATA L. Kinda-} Fixed fee for con-|{Fixed fee for illness
mba. sultation and va- |episode irrespective
riable fee for me-|{of illness.
dication according
to dally dosage
and druq cost,
2. Luku- Fixed fce for con- |No change
nga sultation and va-
riable fee for me-
dication according
to daily dosage
and drug cost,.
BIBANGA l. Kata- |[The same as Kinda-|The same as Kinduauba
nda mba.
2. Tshi- |The same as Luku- |The same as Lukunga.
leo nga,
KALONDA 1. Kaba- |The same as Kinda- [The sam: as Kindamba
mbaie |mba.
2. Mbau The same as Luku- |The same as Lukunga.
nga.
KALIAMA l. Kania- {The same as Lukunga |The same as Lukunga
fia
2. M.Ka- |The same as Kindamba|rhe same as Kindamba
yembe
{OIGOLO 1. Keba Fixed fee for il- (rixed fee for consul-
lness episode ir- |tation ancd variable
respective of fee for medication
1llness. according to daily
dosage and drug cost.
F. Langoy ('ixed fce for il- [No change.
lness episode ir-
respective of
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From the {our alternative payment schemes found in the country,
only two were in use in the ten HC participating in the study. Furthermore
elght HC were practicing a fixed fee for consultation with a varying fee for
medication. The two HC of Kongolo were practicing a fixed fee for 111ness
episode.

The level of fee was variable from one RHZ to another for both
payment schemes. It was decided at the RHZ level according to cost of 'iving,
drug price and economic status of the population. In most of these RHZ, there
was not an established procedure for the objective calculation of the fee
level. As a consequence, very often, fee level was either too high and thus
decreasing the economic accessibility to health care for the community, or
too Tow and thus reducing HC auto-financing capability. Efforts were made
during support visits to health zones and during meetings in Kinshasa to help
the medecins-chefs des zones find a better procedure for the calculation of
fee level especially in the fixed fee for illness episode payment scheme.

Most of the zonal medical directors, village development committee
members and other influential community members were enthousiastic to intro-
duce a fixed fee for illness episode payment scheme in their HC. They expec-
ted many advantages from this alternatives: Community solidarity 1s reinfor-
ced by sharing somehow equally the cost of health care; a one-time payment
favors health care continuity during an allness episode; the control of drug
consumption and receipts in the HC is made easier for the village development
comittee and the imedecin chef de zone.

On the other hand the auxiliairies in charge of health centers were
in general very reluctant to adopt a fixed fee for illness episode scheme.
The most reported reason was that this scheme does not guarantee health
center auto-financing. However, the actual reason is probably in relation
with a more effective control of drug consumption and receipts in the HC.

5.3. UTILIZATION OF HC SERVICES

Variation of utilization rate of services offered by HC according
to payment scheme is the cornestone nf the study.



Services are offered under two main types : curative service
and preventive services,

5.3.1. Utilization of curative service

e R el o s (0t P G Bam S e SN S Y et P G Beb D i W e T o ——

An lmportant indicator of curative service utiliza-
tion is the proportion of people seeking for care at H.C. when

sick. This proportion is presented in table 9 for first and se-
cond household surveys.

Table 9 Percentage of Patients using Health Center for cura-

tive care during a two-week period before survey.

HEALTH AREA AVERACH
SURVEY PERCEN
RN AT - TSR U RON= TR iU IKR- KEBAHKANTA- M.RR=, )
DA* LILO BAA GA BALLW GOY - MA YLEMBE]
First | 11.0 31.1177.4 75.3  §44.7  39.5845.4 23.1025.9  22.5 | 35. 443
Ssecond | 1.4 31.3 |50.7 83.2 (47.1 45.5{48.8 17.1015.1  18.5 ] 27.daa
Ratio
First 7.9 1.0% 1.5 0.9 0.9 0.9§0.9 1.4] 1.7 1.2] 1 % 1
Second . : ’ ) ’ ) i : . e

*Payment scheme changed aften §irnst survey
A : expenimental H.C.
B : control H.C.

Utilization of H.C. is relatively lower in second sur-
vey for all experimental H.C. but Kabambaie. Conversely, Lukunga,

Mbau, Kangoy, all control H.C., experience higher utilization. The
situation scems to be stable at Tshileo.

While looking at the utilization of H.C. during an
l1lness episode interest is also aroused about other places where
>eople seek for lhealth care. The full range of alternatives is

lescribed for each of study health zones in tables 10, 11, 12, 13
ind 14,
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Table 10 : Percentage of Patients attending different Health

Sources during a two--week period before surveys, Bi-

banga
Health care KATANDA * TSHILEO
source First ] Second First : Second
survey i survey survey I _survey
| i
) [}
Health center 11.0 : 1.4 31.1 : 31.2
CHW/'TBA 6.4 | 0.0 3.4 : 0.2
] {
Hospital 15.0 1+ 12.2 20.6 | 19.3
Drugstore/Market 2.6 | 0.3 0.7 i 1.6
] ]
Traditional healer 4,2 : 0.7 5.7 { 1.4
Private dispensary] 13.6 28,5 15.8 E 7.2
i
Other 47.0 | 56.7 22.6 : 38.9
n 453 i 287 530 i 416

CHW : Community Health Worhen
TBA : Thaditional Binth attendant

* i Payment scheme changed from a vaniable fee to a fixed for disease episode

Statistical significance : 3§04 fured suwey.
Katanda : x* = 79,8 Tshileo : x? = 59,6
P< 0,005 P < 0,005

Table 10 shows a drastic drop in the utilization of H.C.
at Katanda during second survey whlle such sources as private dis-
pensaries and "other" are better off. At Tshileo, H.C. utiliza-
tion remains constant ; pr.vate dispensaries utilization decreases.
In the two "health area" hospital utilization drops as well as
drugstlore and traditional healer attendance. However reports of

other sources increase during second survey.
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Table 11 : Percentage of People attending different Health

Care sources during a two-week period before surveys,

Kalonda
Health Care KABAMBAIE MBAU
source First ,  Second First i Second
Burvey ! Burvey survey ! survey
] 1
i |
Health center| 44.7 ! 47.1 39.5 i 45.5
'
CHW/TBA 0.2 | 0.9 0.0 1 8.5
[}
Hospital 6.1 : 3.0 18.6 : 9.4
'
Druystore/ : !
Market 0.6 | 0.0 5.2 | 0.0
[}
Traditional E |
Healer 1.2 ' 3.0 3.8 : 2.8
|
Private dis- ! '
pensary 29.5 ! 19.4 24.8 I 27.6
Other 17.7 | 26.4 6.2 : 6.1
: ;
n 492 L 329 210 246
! i
¥

Payment scheme changed grom a variable fee 2o a fixed fee per disease episode
aften foust suwrvey,
Statistical _significance

e e 0 e e v v et e 8 M~ e - e e —

Kabambaie : x* = 44,2 Mbau : x* = 26,3
P <0.005 F <0.005

Table 11 shows, for both h%alth area of Kalonda, a
relative increase in the utilization of H.C, during second survey.

Hospita) utilization decreases as well as drugstore and market

ntilization. Resulis are diveryent concerning traditional healers,

private dispensaries and other sources of health care.

In table 12 is reported utilization of different
sources of health care in the two health area selected in the
health zone of Sona-Bata. There are striking differences between
Kindamba and Lukunga. While utilization of health centei, CHw/TBA
and traditional healers decreases during second survey in Kindam-
ba, there is an opposite trend in Lukunga, at least concerning
utilization of health center and traditional healers.



Private dispensaries have much more users in Lukunga.

Table 12 : Percentages of People attending different Health

Care sources during a two - week period before sur-

veys, Sona-Bata

Health care KINDAMBA v LUKUNGA
source First i Second First 1 Second
survey \ survey survey | survey
1 1
Health centerd 77.4 i 50.7 75.3 i 83.2
CHW/TBA 1.6 ' 0.0 0.4 | 0.4
Hospital E 10.9 3.2 E 0.0
Drugstore/ | |
Market 0.5 | 2.1 0.8 | 1.6
Traditional : :
healer 11.0 | 0.7 0.4 | 0.8
Private dis- : :
pensary 2.1 : 33.3 14.2 | .
[} [}
Other : 2.1 5.8 :
n 190 : 138 500 ' 244
L i

* Payment scheme changed from a variable fee to a fixed fee per disease episode.

- ) - - 0 s s > b - —-—— S v Ve S o=

Kindamba : x* = 81,6 Lukunga : x? = 24,1
P <0.005 P <0.005

Table 13 : Percentages of People attending different Health

Care sources during a two - week period before sur-

veys, Kongolo

Health Care K'EBA GOy
source First ! Second First |  Second
survey survey survey | survey
v ¥
i
Health Center | 23.1 |  17.1 45.4 1 49.8
HW/TBA 0.5 0 1.9 h
Hospital 8.2 | 9:5 12°2 ' 1;'3
Drugstore/Market 6.2 ! 4.4 63 | .4
Traditional hea- | : | 3.5
ler 25.9 ‘ !
Private dis- E 7.0 12.7 ! 2.2
pensary 24,5 i 27.9 ' |
: 0.7 |
Other 1.0 i 31.6 73 L1
n 208 158 20 77T
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Keba : x? = 40.5 Kangoy : x? = 27,3
P< 0,005 : P <0.005

Table 13 shows, in the health zoné Of Kongolo, a relati-
ve increase of the utilization of health center during second sur-
vey for Kangoy and an opposite trend tor Kebg. In both health
area, drugstores and marke+s ag well as traditicnal healers are
less attended during second survey while private dispensaries are
more attended. There is a striking lnércqée in the utilization of

"other" health care sources in Keba when compared to Kangoy.

Table 14 : Percentages of People attending different Health

Carc Sources during a two-week period before surveys
) {

Kanlama,
o ]
Health - KANIAMA MWADI - KAYEMBFR
care First | Second First | Second
source survey | survey survey | survey
i E
Health Center 25.9 : 15.1 22,5 | 18.5
CHW/TBA 0. i 3.7 0.5 1 0.2
Hospital 36.7 ! 26.6 6.6 | 4.14
Drugstore/ : :
Market 1.8 : 11.3 2.9 | 15.9
| I
Traditional : :
healer 1.6 ! 0.5 1.9 ! 3.7
Private | :
dispensary 10.6 | 9.6 29.9 : 18.2
Other 23.5 : 33.3 36.2 | 39.5
—_— 1 1
| I
n 499 : 628 622 : 628
*Payment. scheme changed from a variable fee Lo a fixed fee fon disease episode
Statistical significance afler forst survey.
Kaniama : x? = 94,8 Mwadi-Kayembe : x? = 95,3
< 0.005 PL <0005

In the health zone of Kaniama, both health area experience
a decrease in the utilization of health center during second sur-
vey. Hospital utilization shows a similar trend. Conversely, drugs-

tores and markets have more users, as well as "other" health care
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5.3.2. Utilization of Preventive services

Under preventive services are grouped pre-school
clinics, prenatal and natal care,

5.3.2.1. Pre-school clinics {psc)

v e D O D B -l - o) m— o

Table 15 reports percentages of children at ten-
ding PSC by health area and by survey. Children under five years
of age in possession of a growth chart card at the time surveys were con-
ducted are considered as attending PSC.

Table 15 : Percentagesof children attending PSC by Health
Area and by survey

EALTH FIRST SURVEY E SECOND SURVEY {RATIO
AREA Total number % attendlnc | Total number %attending IFirst survey
of children PSC ) sof children |psc iSecond survey
]
Katanda * 453 46, 4 ; 287 43.7 E 1.1
rshileo 530 39,3 ! 416 31.6 | 1.2
K indamba * 345 48.4 | 316 62.0 ; 0,8%%
.ukunga 335 57.0 : 334 44.6 ! 1.3%n
{abambaie* 492 23.4 5 329 20.7 E 1.1%»
tbau 210 52.0 ! 246 20.0 ! 2.6%w
eba* 395 3.3 E 349 26.1 E 0.1%%
{angoy 411 0.7 : 437 9.8 ! 0. 1%
4.Kayembe * 437 30. 1 : 383 37.6 5 0.8
{anilama 534 55.9 E 393 29.8 | 1.9%#
} §
] [}

Y Payment scheme changed aften finat dwvey forn curative cane.,
** Sugndigdcant diffenence between nAns t and scecond sunveys,

Utilization of PSC decreased significantly at
Lukunga, Kabambaie, Mbau and Kaniama during survey. There was
an significant increase at Kindamba, Keba and Kangoy. The overall
trend is relatively positive (i.o. utilization increased) in

experimental health area and negative in control area.
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Table 16 presents average frequentation (number
of times child attended the clinic) of PSC for the last six months.

Table 16 : Frequentation of Pre-school Clinic for last six months

by Health Area

EHEALTH L_“"r é!ERAGE FREQUENTATION E VALUE OF
EAREA i Iirst survey i Second survey i T=TEST

: : : |

\ Kanlama \ 2.75 ‘ 4.09 H 6.803%%
| M.Kayenbe * | 4.07 i 3.39 E 3,18 *w
| Kabambaie* X 1.54 : 1.67 : 1.18

| Mbau i 1.62 i 1.37 i 2.28 *»
| Katanda* ' 2.47 : 3.17 : 3.66 *=*
iTshileo E 3.09 E 3.18 E 0.42

| Keba * : 2.97 | 3.7 | 2.67 *w
| Kangoy i 2.10 i 3.97 | 9.55 ws
| Kindamba * | 1.78 : 4.38 | 13,32 xx
ELukungu E 3.29 E 3.76 E 2.76 *»
! | [} I

* Payment scheme fon curative care changed agter finst survey

O Statistically scgndficant difgerence

A siynificant increase in the average frequenta-
tion of PSC during seccond survey was observed at Kaniama, Katanda,
Keba, Kindamba and Lukunga. All these H.C. but Lukunga were expe-
rimental. A significant drop was observed in Mwadi-Kayembe and
Mbau,

(Gn}

.3.2.2, Pre-natal Clinics_(PNC)

e e 1 e e Gt - an — . o —— i -

From table 17 interest for PNC among women still
pregnant during survey of having delivered within a 12 months pe-

riod before survey can be derived.



Table 17 : Percentage of Women attending PNC during last

Preqnancx

HEALTH n Proportion attending PNC (%)
AREA (1) ! (2) (1) L (2)

X i
BIBANGA : :
Katanda® 111 ! 123 69.14 : 63.4
Tshileo 153 1 133 64.1 : 72.2

i
KALONDA : :
Kabambaic* 199 1 12¢ 41.2 : 80,2 **
Mbau 170, 94 76.5 | 95,8 **

] ]
KAN1AMA ; |
Kaniama- 260 1+ 190 76.5 : 83.7
M.Kayembe* 251 | 181 70.9 | 64.6

! [}
KONGOLO | ; .
Kangoy 239 1 190 58.6 | 60.0 **
Keba* 208 ' 219 38.9 ! 49.8 **

I

SOBA-BATA i |
Kindamba* | 1217 ! 149 70.3 i 78.5
Lukunga 149+ 12 87.3 : 84.9

} d

noo: Todal numben of women pregnant on having delivered within a 12 - month
percod be gune suwnvey

(1): Linst sunvey

(?): Sccond sunvey

Yo Pagment Scheme fun cuwrative care changed aften finst survey

¢ Slales tecatly sdgniidvant diffenence between finst and second survey.

LR ]

Health area of Kalonda and Kongolo were the only
ones Lo cxperience a significant increase in the attendance of
PNC during sccond survey.

5.3.2.3. Natal Care

-t o - ——

In general the proportion of women delivering at
H.C. increasced during second survey. However this increase in
the utilization of H.C. was significant only at Katanda, Kabambaie,

Mwadi-Kayembe and Mbau. All these H.C. but Mbau were experimental
(table 18).
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Table 18 : Proportion of Women delivering at H.C.

n Deliveries at HC (%)

HEALTH AREA
(1) ! (2) (1) | (2)

1 [
BIDANGA | 3
Katanda* 78 | 72 | 14.10 | 38.89
Tshileo 88 ! 85 6.62 ! 10.59
KALONDA l :
Kabambaie* 120 | 126 2.50 }  58.73 *
Mbau na 94 | 40.35 | 88.30 *»
KANTAMA : |
Kan Lana 147 ! 126 0.00 ! 0.00
M. Kayembe 160 : 120 14.38 : 16.67
KONGOLO : |
Kanjoy 129 : 124 0 ! 0,81
Keba* 133 ! 156 0.75 | 1.28
SONA-BATA : :
Kindamba#* 70 { 110 54,28 | 69.09 *»*
Lukunga 101 | 83 |87.13 | 90.36

| |

n :alt women having detivered within a 12 - month period befone

sunvey
: Payment scheme forn cwurtive care changed after finst survey
o Statistically significant diffenence between f4rst and second
sunvedy.

6. DISCUSSION

6.1. Payment schemes

from all alternatives presented in table 7, only

two were investigated : a fixed fee for illness episode, irres-
pective of illness and a fixed fee for consultation with varia-
ble fee for medication according to drug cost and daily dosage.
Four H.C. changed from the second alternative to the first one.
in one II.C., change was in opposite direction. The two investiga-
ted alternatives represent the most widely used payment scheme

in RHZ's supported BY SANRU.
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The change in payment scheme for curative care d1d not affe
preventive care payment (pre-school clinics and pre-natal clinigs).
Therefore chanqes ohworved in the utilization of preventive care
gshould not enLtrclyﬁaLtributed to change in payment scheme. lowe-
ver it cannot be excluded that a change in payment scheme for

a given service could affect olLher services utilization.

Another important factor to take into considecration
is the fee lecvel. Heside the payment scheme itself, the level of
fee will certainly affect utilization of service. In general the-
re was a lack of established procedure for the calculation of
fee level, especlally when introducing fixed fee for episode il-
lness.

Reactions towards introduction of a new payment
scheme depended on categories of individuals. In general, the
attitude of population, development comittees zone medical direc-
tors was in favor of fixed fee for illness episode. The perx-
sonnel in charge of H.C. was generally against fixed fee for il-
lness episod. A vigorous negative rcaction was noted in the com-
munity when Keba, where fixed fee for illness episode was already
praticed, adopted the other payment scheme. Beside the payment
Scheme itself, beside fee level, the attitude fo H.C. personnel
plays in important role in H.C., They certainly can alter H.C.
success in various ways : they can offer parallel health care
services in private dispensaries; they can quit H.C., leaving
it closed for a less or more long period, they can still stay
and work at the H.C. with less productivity and offering lower
quality care etc.

The study protocol did not guarantee to control for
such factors as personnel attitude towards change or level of

fee for service.

6.2. Utilization of H.C. services

- B e - — - — — —— e - - e G - . — o —

The effect of payment scheme on the utilization of H.C.
services cannot be appralsed by any single indicator. Attempt

is made to group some indicators in table 19.
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Table 19 : variation of some Indicators of H.C. service utilization

over the two Household Surveys

OBSERVED VARIATION IN PERCENTAGE

|
HEALTH !
ARE | Curative [PSC overall|PSC Atlendance | PNe i Deliveric

: service :attendance :for children :Attendancc:at H.c.

; ! rless than 1 year, I

r~

BIDANGA | : | | !
Katanda* | - 87.40 1 - 5,86 Lo+ 10,26 i - 8.59 1+ 175.81
Tshileo ! 0.70 | - 19.67 | + 4.77 | +12.69 |+ 55,28
KALONDA | i | E |
Kabambaie® + 5.34 | +122.66 |+ 3.23 | +94.51  1+2224.20
Mbau Pro15.21 ) - 3,14 b+ 13,34 L +25.21 1+ 118.83
KANIAMA | i i i i
Kanlama | - 41.47 ' - 46.83 '+ 171.77 I+ 9,33 | -
M.Kayembe* - 17.91 ! + 10.26 ! 0 y - 8.85 1+ 15,92
KONGOLO | | | i i
Kangoy '+ 9,72 1+1347.06 - 2,17 P+ 2,42 ] -
Keba * L= 25,95 146924.01 ! - b o+27.87 ! -
SONA=BATA | i i ? |
Kindamba* | - 34,43 '+ 28,13 ! + 8,00 L o+11.77 0 1+ 27,28
Lukunga b+ 10.64 = 21,75 o+ 4.61 ! - 2.67 I+ 3.1

* Payment scheme fon cunative care changed after finst survey

If a positive percentage 1s considered as an increase
in service utilization and a negative percentage as a decrease it
clearly appears that the introduction of a new payment scheme, be
it fixed fee for illness eplisode or variable fee to drugs cost, was
generally followed by a drop in the utilization of H.C. curative
services. Notwithtanding Kaniama data, which was questionned by the
medecin chef de zone, there were obvious reasons to that situation.
A few weeks after introduction of a new payment scheme at Katanda
H.C., the auxiliary in charge of H.C. was dismissed given his hostile
attitude toward the change. Furthermove, this person, who had much
pestige in the community, opened a private dispensary in the health

areca, half a mile distant from the H.C.

The decrease observed at Keba for the utilization of
H.C. services is attributed to the negative reaction of the communi-
ty when payment scheme changed from fixed fee for illness episode

into variable fee according to disecase and drug cost.
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This situation is in agreement with study hypothesis,

Kindamba hosted an open conflict between village
development comittee members and the auxililary nurse in charge of
H.C., very hostile ro fixed fee for illness episode. The Health
Zone unilaterally set the fee level too low. As a consequence,
the H.C. receipts could not insure auto-financing. The nurse 1in

charge very often closed the H.C. in profit of his own occupations

As observed earlier, data from Kaniama health area,
showing a decrease in the utilization of H.C. curative service,
were questlionned by the medecin chef de zone who promised a report
correctly describing the situation.

Should changes observed in preventive services utiliza
tion beattributed, at least partially, to chanae in payment scheme
for curative care? In gemeral payment for preventive care in all Ri/
is made on an “episode"-type basis: mothers pay once for the five year
period of pre-school clinics, women pay once for the whole period
of pre-natal care, there is a unique fee for delivery. This situa-
tion did not change during the study period. Notwithstanding this
consideration a general increase trend 1s observed in experimen-
tal health arca in utilization of preventive services during secon
survey. Lven 1if a similar trend is also observed in control haalth
area, it 1s more marked in experimental health area. Kaniama is
still the usual exception to the rule. Why are preventive services
relatively spared by the negative trend observed in the utilizatios
of curative service ? A possible explanation 1lies in the fact
that, given that their cost to consumer is rather low, receipts
generated by them for H.C. remain lower than those from curative
services and are thus less affected by changes occuring in the H.C
auto-financing system. The case of deliverlies at H.,C. should be
considered separately, given that generally the only other alterna-
tive, beside H.C., is represented by traditional birth attendants,
and not by private dispensaries. We consider that the most important
factor of change in the utilization of preventive services is without doubt
the e.ipansion of these services through personnel training and other support
from oroanizations such as SANRU.
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8. STUDY MANAGEMENT

8.1. Study timetable

TAS K Orlginal Actual
time schedule time schedule
1. Inventory of facili- March 1983 March 1983
ties, Activities and
financing schemes in
Zone
2. Pinal identification March 1983 March 1983
of alternatives
3. Selection of parti- March 1983 March 1983
clipating Rural Health
Zones

_._..—_._.—_-...-.-__.—._.—-—_....._—_—_—;-_—-——__...___—_—_———-———-——————_—-———_.——

Approval of Reasear-
ch Projet by PRICOR/
USALD plus contract June 1983 Octoeber 1983

4. Sclection of Health
Centers and sccuring
SANRU 806 supplies to
arrive by end of
october 1983 June 1983 October 1983

5. Development of sur-

vey instrument,

translations and

test ing July 1983 Sept-Nov. 1983
6. Development of

Cost-Analysis desi-

qn and procedures

for tinancial and

activity accoun-

Ling 2nd half of July 1983

July 1983

7. Conduct of Cost
Analysis and
introduction of
accounting pro-
cedures August 1983 August 1983
October 1983
8. Training of inter-
viewers and super-
visors August 1983 April - May 1984
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Ak Or¥gTnal " Actual
time schedule time schedule
9. Conduct of frist September and Cctober 1983 May-August 1984
survey.
10. Start new commu- Nov. 1983 July 1984
nity payment
schemes.
11. Conduct of follow September 1984-Feb, 1985
up cost analysis
12. Data processing  January 1984 January - April 1985

and data analysis
of first survey.

13. Supporting visits December 1983 to October February - March 1985.

1984.
14. Conduct of 2nd November 1984 June-August 1985
survey.
15, Data processing January 1985 September 1985

and analysis of
2nd survey re- February 1985
sults and cost March 1985
analysis with

report.

March 1986.

There was an important discrepancy between planned schedule and
actual time schedute for the two household surveys. Subagreement was signed
in October 1983 and not in June as planned. Even after subagreement was
signed there were some adninistrative difficulties {money flow, lack of cash
in banks). Therefore, fiels test was delayed. After first survey all RHZ
did not introduce a new payment scheme at the same period. Second survey was
therefore delayed to allow for a sufficient observation time.
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8.2. Study Personnel

8.2.1. Permanent Staff

8.2.1.1., Franklin C. Baer, MHS, Dr.PH, principal inves-
gator : devoted 10% of his time to help in the
overall research design and the coordination
of inputs from SANRU. He played an important
role in tasks 1, 2, 3, 4, 5, 8, 9, 11, 12, 13, 14.

8.2,1.2, Lusamba N. Dikassa, MD, MPH, principal co-invas-
tigator : devoted 40% of his time on the Stuldy
Participated in tasks 1, 2, 3, 4, 5, 8, a
1, 12, 13, 14.

v

8.2.1.3. Munkatu Mpese, Anthropologist and Demographer : De-
voted 65% of his time as a research assistant in
the study. He actively participated in tasks 4,
5, 8, 9, 11, 12, 13 and 14.

8.2.1.4. Lokangu batwachengane, Health Administrator.
Devoted 35% of his time as the second research
assistant, especlally for administrative tasks.
Participated in tasks 4, €, 7, 9, 12, 13, 14.

8.2.1.5. Lufwakasi Dianzola, Secretary. Devoted 40% of
his time to type and make photocopies of studies
documents (reports, survey instruments letters
etc...).

8.2.2. Consultants

e e M e T e oA - b

8.2.2.1. Kashala Tumba Diong, Dr.PH. Helped in research
design, inventory of payment schemes and inter-
pretation of study results. Will help in results
dissemination in the country.

8.2.2.2, Miatudila Malonga, MD, MPH. Helped in the study
protocol, in selection of participating RHZ and
in the development ¢f (uestionnaire. Will also
help in the decision-making process at the natio-
nal level concerning utilization of study results.
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8.2.2.3, J.L. Lamboray, MD, MPH. Helped during study
protocol, questionnaire development, identifi-
cation of payment schemes and results discussion.
Will play a similar role with Kashala and Miatu-
dila in the dissemination of study cesults at the
national level.

8.2.2.4. Marty Pipp, BA, MPH, helped as a PRICOR Consul-
tant during study design, questionnaire design
and cost-analysis design. She actually conduc-
ted the first round of cost-analysis.

8.2.2.5, Lauren Greenberger, BA, MHS , helped as & PRICOR
Consultant in the conduct of the second round of
cost - analysis.

8.2.3. Others

The five médecins chefs de zones of the RHZ selected
for study helped during field test in the selection
of Health area, in the conduct of household surveys

and in the introduction of a new payment scheme in H.C.

Two physiclans, Drs.Mapatano and Kiyombo and a statisti-
cian, Kakwaka, where requerted from the University of
Kinshasa to help in the supervision of field operations
during household surveys.

Five interviewers were hired in each health area to

administer questionnaire during household surveys.



DETAILED BUDGET FOR YEAR ONE

CATEGORY APPROVED ACTUAL BALANCE

A. PERSONNE 84%,630 478,017 371,613

E. FRLIGE BINIFITS 37,680 - 37,680

C. CONSULTANT 443,170 128,79G 316, 38C
D. OTHEX DIRECT COSTS 216,000 94,343 121,657

E. TRAVEL & PER DIEM 1,178,400 774,567 403,833

TOTAL 2,725,880 1,475,717 1,251,163
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DETAILED BUDGET FOR YEAR TWO

CsTEGORY APPROVED ACTUAL BAl ANCE
A, PERSONXNE £65,075 567,768 102,693
D. CONSULTANTS 321,240 120,760 121,580
' £, QTHEPR DIRECT COSTS

% 1. 0ffice supplies 27,060 17,189 9,873

é 2. Priting survey 44,000 44,000 -
3. Telex, etc. 12,000 4,750 7,250

4., Dataz processing 108,000 108,000 -
5. Computer diskettes 60,000 26,261 33,739

6. Analvsis(SANRU Computer) 70,000 70,000 -
7. Travel per diem 1,145,510 786,463 333,047
TOTAL 2,243,885 1,815,191 428,694

"2



DETAILED BUDGET FOR YEAR III.

CATZGORY APPIOVED ACTUAL
DI SONITL 294,052 352,655
D. CONSULIANTS 43,050 58,452
OTHIR DIRICT £CSTS :
i
1. Gfficze supplies 16,915 £,972

2. Data processing 33,750 500
3. Data analvsis 18,750 18,701
4

. Fostagze, telex 7,50G 5,050

TRAVEL & PER DIF:: 319,750 189,010

TOTAL 731,716 629,340 l

‘e
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.9. CONCLUSIONS AND RECOMMENDATIONS

9.1. Conclusions

9.1.1.

At the phase of solution development four alternative
payment schemes were found in RHZ supported by SANRU.

These scheme are as follows

a) Fixed fee per illness episode, irrespective of illness

b) Fixed fee for consultation with varying fee for medica-
tion in relation with daily dosage and drug cost

c) Fee for illness episode varying with severity of lllness
and cost of drugs required

d) Fee for consultation and druges but sliding down for
necegsary re-vigits,

In the H.C. participating in the study two of these alter-
natives (payment schemes (a) and (b), found to be the most
used, were explored.

The study hypothesis was that introduction of fixed fee

for illness episode as the payment scheme would be followed

by an increase in H.C. service utilization.

Field test showed an increase in the utilization of preven-
tive care scrvices in experimental health area. It failed
to demonstrate a similar increase in ihe utilization of cu-
rative care services. The main reasons for failure are a
negative attitude of HC personnel toward introduction of
fixed fee for illness episode and a lack of a good proce-
dure for the calculation of fee level. In all health area,
community, community leaders and PHC authorities at the

RIZ level were in favor of payment using fix  d fee for
illness episode. On the other hand, health center personnel

was generally hostile to this payment schemes.
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9.1.5.

9.1.6.

9.1.7.

9.1.8.

9.1.9.

9.1.10

9.1.11

45.

There is a direct correlation between payment scheme and visits per
episode of illness. In those centers using a fee per episode of i1l-
ness scheme visits per episode were higher than in centers using a
variable fee scheme.

Although zone offices operate on a fairly similar yearly budget (median
of % 4,500), they supervise a number of health centers ranging from
six to 47. Number has little influence on operating cost:.

The thrust of zone activities is in the preventive with significant
investments in personnel, training, and vehicles.

Differences in health center costs were determined by numbers of
personnel and distance from the zone office, not by the payment scheme
in effect.

The median health center operating cost has doubled from $ 1.400 in
82-83 to $ 3.000 in 84-85,

If patients contributed $1.41 per episode of i1lness the following
costs could be covered: personnel salaries, zonal supervisor and
mobile team salaries for the time they spend in field activities, all
in-service training, administrative and maintensnce supplies, drugs,
vaccines and expandable medical materials, prenatal and preschool
clinics, kerosene, minor building repairs and transport {fuel) for
personnel and materials including supervisors and mobile team.

Health centers recovered an average of 69% of their in house costs
and 23% ot their in house and indirect, ie, zonal costs.

Close to 100% of in house curative costs were covered by curative
revenues. Preventive revenues covered between one and 10% of preventive
costs.
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9. 2, Recommendations

From th=2 results of this study and repeated discus-

sions with decision-makers at the RHZ and community leaders
the following recommendationscan be made

9.2.1.

9.2.4.

9.2.6.

Before introducing a new payment scheme for PHC at the H.C.
level particular attention should be paid to community pre-
paration, H.C. personnel motivation and level of fee fixa-
tion.

Fixed fee for illness episode is recommended, with above

precautions for the following advantages :

a) Health care continuity : once payment 1is made , there is
no major reason for patients to interrupt treatment.

b) ease in H.C. management : fee level is know to everyone
in the health area, village development comittee can
easily monitor H.C. recelipts,

c) reinforcement of solidarity in the community : health
care cost 1is equally shared by all users. This allevia~
tes charges for patients with severe diseases

After introduction of a new payment scheme a close monito-
ring of the situation should be maintained in order to make
necessary readjustments with regard to H.C..auto-financing,
community economic mtatus and H.C. personnel motivation.

Small-scale operations studies should be conducted on pay-
ment schemes at the RHZ level to find better solutions
in the very peripheral context.

It would be useful to collect further data on annual revenue per
health center in order to determine what percentage or portion {ope-
rating investment, indirect) of health center costs could be covered.
Further, a determination of how much revenue would have to increase
to cover all costs could be made.

Many health providers are interested in using the fee per episode
method of financing primary health care. The problem that blocks them is
determini. g how to systemstically set a fee that will cover desired
costs taking into account utilization rates, inflation and competing
centers. The determination of a basic formula would fill a crucial gap
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