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COMMUNITY FINANCING OF PRIMARY HEALTH CARE IN THE REPUBLIC OF ZAIRE
 

lo EXECUTIVE SUMMARY
 

1.1. INTRODUCTION
 

The operations research study on community financing of primary
 

health care in Zaire 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 zonel RHZ) of The Republic of Zaire.
 

The five RIIZ selected for study were the 50 RHZ receiving assistance from
 

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

government 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 paymn
 

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 rpproach aa recommended by PRICOR
 

is largely followed as the methodological approach.
 

1.2.1. PROBLEItANA14YSTS:
 

A group of national PHC experts and decision-makers met severa.
 

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 conmunity 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 as 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 as other possible interactions between pairs
 
of factors, were established by the 
consensus of investigators, decision-Makerv
 
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 were
 
assessed as "strong". Among these "strong" interactions, decision was made
 
to study the interaction between utilization rate and payment scheme, which
 
appeared the easiest to be modified by investigators and decision-=akers.
 

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 dec6n variables. Among these variables, 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
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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 parell, a
 
cost analysis was also conducted. Shortly after this first survey, necessary
 
changes were
f introduced in the payment scheme in the experimental health 
centers in order to allow a sufficient period of observation (one year) before
 
the second round of data collection. In four 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 variable in the five rur&l 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.
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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 illness
 

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 rural 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 two HC selec­

ted by rural health zone, a change from one scheme to the other was intro­

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

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 consequence, this
 

level sometimes either too high and thus decreasing the economic accessi­

bility to health care for the community 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
 

it. The attitude of the personnel had an important influence on the utili­

zation of HC services.
 

1.3.2. UTILIZATION OF RC.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 changing 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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1.4.1.2. Field test failed to demonstrate an increase in the utilization
 
of curative services. These results were influenced by a neE.tive
 
attitude of HC personnel towards introduction of a fixed fec. for
 

illness episode as well as 
a lack of a good procedure for the cal­
culation of fee level. The short observation period (one year or
 

less) could also have influenced the results.
 

1.4.1.3. In all health zones participating in the study, comunity leaders
 

PIC authorities and population were in favor of a fixed fee for
 
illhieas episode while the personnel of HC demonstrated hostility.
 

1.4.1.4. There is a direct correlation between payment scheme and visits per
 
episode of illness schemeVasits per episode were higher thew in
 

centers using a variable fee scheme.
 

1.4.1.5. Although zone offices operate on a fairly eimilar 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.
 

1.4.1.6. The thrust of zone activities is in the preventive with significant
 

investments in personnel, training, and vehicles.
 

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

scheme in effect.
 

1.4.1.8. The median health center operating cost has doubled from $1,400 in
 

82-83 to $3,000 in 84-85.
 

1.4.1.9. 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
 
preschool clinics, kerosene, minor building repairs, and transport
 

(fuel) for personnel and materials including supervisors and the
 

mobile team.
 

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

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

1.4.1.11 Close to 100% of in house curative costs were covered bY curative
 

http:1.4.1.11
http:1.4.1.10
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1.4.2. RECOMMENDATIONS 

1.4.2.1. Before introducing a new payment scheme for PHC at the HC level a
 
particular attention should be given to community preparation. HC
 
personnel motivation and procedure of calculation of fee level.
 

1.4.2.2. The fixed fee for illness episode is often the payment method chosen
 

for the following advantages:
 

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

b) Ease in HC management: since fee level 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.
 

1.4.2.3. 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 motivation. 

1.4.2.4. Small scale operations research studies should be conducted on pay­
menl: schemes at the RHZ level to find better solutions in the very
 

peripheral context. 

1.4.2.5. It would be useful to collect further data on annual revenue per
 
health center in order to determine what percentage or portion
 
(operating 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.
 

1.4.2.6. Many health providers are interested in using the fee per episode
 

ethod 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, inflation and
 
competing centers. The determination of a basic formula would fill
 
a crucial gap in attaining an effective and efficient delivery and
 

expansion of primary health care.
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2. BACKGROUND 

The operations research study on community financing of primary 

health care in Zaire was conducted from October 1983 to March 1986 in ten 

rural health centers (1G) located in five rural health zones (RIlZ) of the 

Republic of Zaire. These RHZ are: Son'-Bit a in the Bas-Zaire Region, Kalonda 

in the Kasai-Occidental Region, Bibanga in ho Kasai-Oriental Region, Kongole 

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

The selected RIIZ are all in full operation, according to the 1982­

1986 Health Plan (1) wich aims at the establishment by 1990, of 300 health 

zones, both rural and urban. The five RIIZ selected for the study are part 

of the 50 R!IZ receiving assistance from SANRU (USAlD/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 adminis;trative 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 11* 

thousand in urban area. It contains three basic elements: a reference hos­

pital, fifteen to 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, between the different components of the health system there 

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

The zone general reference hospital provides curative care for 

patients referred by satelite health centers. It also provides a reference 

laboratory for those health centers and often includes a school for the 

training of nur se-practionners. Epidemiollogic and operations research as 

well as therapeutic trials are al so in the range of the activities of the 

zone general reference hospital. 

The minimal package of activiLies at the health center level in­

cludes curat ive c:are, pre-school clinics with imunizations, drinking water 

and sanitation, control of endemic diseases, nutrition and health education. 

The health cent.er 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 ini.tiates such activi­

ties as the sensitization of the conmunity concerning main health problems, 

drinki.g water and sanitation in the village, collection of basic demogra­

phic data (births, deaths, migrations). The members of the village develop­

men comu1it tee select: the traditionnal birth attendants and community health 

workers to be trainoed by the health center or the reference hospital team 

in order t:o proVile t. lementary care for cotmuion diseases, child-births and 

help tehe health center team in family planning, pre-school clinics and homnie 

Visits in the village. 

The health care system is ntainly supported by three types of health 

care providers: the government, the churches, and private or government owned 

companies. Since 1984, the government started to carry into effect the country 

sanitary map that indicates the boundaries of all health zones. Having de­

fined these boundaries, the government then delegates the management of a 

health zone to one of the above mentioned health care providers. At.given 

the timIle this report was written, out of the 306 health zones identified 

in thie country, 5O% were directly matnaged by the governmliienlt itself, 20% by 

chu'rche s, 0% ',y the kimbanguist churchLi ca thOlite ClIMIrlI, 1/I' by IrOtustail 

and 1.2% by bilateral cooperation8% by gtoVrIIIIeII(t!lLZ I. or private Co,,lpagti es 

health zone may be assisted by one or several organizations.agenCies. A j.ivL'en 

The total. l)opulat icn in Zaire was estimated, in 1984 to be around 

30,000,000 people (2). t is a young population. About 46 percent of people 

less than 15 year old. Table 1 reports population figures for the healthare 


zones and health centers selected to participate in the study.
 

Throughout the country the main health problems are those of infec­

nutrition. Malaria, schistosomiasis, trypanosomiasis,tou's tltsuLses and 

pulmonary infections and protein ­tubvrculosis, measles, diarrheal diseases, 

energy malnutriLt Lo are endemic (3). Table 2 presents main health problems 

zone directors answering a questionnaireas peteived by p)art icipat ing health 

in 1984. These problems were not mentionned in a prioritydist ributed by SANRU 


order. several 1l7 them are common to all health zones.
 

Besides these health problems there exist important 	 economic, 

fully utilizinggeographic and cultural constraints which prevent people from 

primaury hieaLth 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 km2 , is a fairly
 

large country. The road network is insufficient especially during rainy sea­

sons. The road siLuation has many economic implications especially on the 

transportation of several products, agricultural and mineral. The purchasing 

groups 

)oWer of: tihe p)opul Ition is (juite low. A range of traditional beliefs dis­

couIrage the uti ilization of PIIC services: Very o04Ieli, causes of diseases are 

Lhought Lu li, e L II, njec lioni aLL. p rufu red Lo pills. In some uLhniC 

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



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

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

Table 1. Population served by Health Centers and Health Zones
 

selected for study, 1983
 

i Selected Healthi Population Served iTotal Population in
 
HealtZone_*b 
Haho Center 


Sona-Bata 1. Kindamba 


1, k' -------- - L .. L l . -I I- 
BIBAN';A 1. 't±SlVlIL 

KatL 

KALONDA 


KONGOLO 

KANIAMA 


Table 2. 

I . Kababtdaie 
SMabu
t 2 Mbu 

11. Kanqoy 

2. Keba 

I elt
by Health Center , the Hea.lth Zone 

I 1,915 

877 

I 445.,000 

18,i 9,) 9 

6,252 
_ _8403 -- --

' 

2it 
L-------------
I 

:1. Kaniama I1 
Mwadi-Kayemb6 


13,358 

11L391 .. 

9,937
 

12,924
 

: riori yi I l. c LII l'roblents as perceived by 

Lici pat.ing in tho L 193/1.stuly 

1r 

BIBANGA I KALONDA IKANIAMA 
I 

Worms Worms I Malaria 

Sterility Malaria Respiratory
I 

infections 

MalariA I Measles Diarrhoea 

Urinary inf.c-'I Drinking Measles 

tions WaLer 

Tuberculosi.s I.'amil.y Plan- Worms 
ning 

Diarrhoea Veneral di- PrY:tein-
sUascs energy malnu-I 

trition 

Anemia rulwrculo- Veneral di-

m eseases 
Ma~n Lin I I 

Malnu ..r .it iOln c iit e~oca 
Measles lhut.t ! u- fee-

I Li n tjI 

79,886
 

.- - - - - - - - - - - - - ­

1 152,032 

180,000
-

T --------------------­

' 173,944I
 
T---------------------
I 

s74,011
 

diirectors 

IKONGOLO 


:Worms 

II 
iMalaria

I
I 
I 

of the iILZ paIr­

:SONA-BATA 

Mala rid 

iWorms 

'Schistoso- I Anemia 
imiasis 
I Diarrhoea 

I 
I Water/Sani-

I i tation 

Tuberculo- Malnutrition 
sis 

Leprosis Imunization 

,Sanitation Diarrhoea 

I I.10c 



3. STUDY PURPOSE
 

to provide decision-makera with data
The purpose of the study is 


care service at the health center levelon the
 on the cost of primary health 


on the utilization of services by the
 
cost of alternative financing schemes 

coImiun i ty. 

The government of Zaire promotes ideas of fee for service and self
 

A the present time, a considerable variety
financing in its health plan (1). 

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

The operational problem is one ot cho ice among these several paymeInt 

schemes. Indeed at this time, none of tlem has been proved the best in order 

to assure PIIC Sustainability at the health center level. 

The objectives of the study are:
 

- to identify aLternative payment schemes in the country; 

use at the health center Level;- to identify payment schemes in 

to establish the effect of alternative payment schemes on the
 -


utilization of P11C services#
 

PIIC services under different financing
- to determine the cost of 

s Che llts . 

the country, an underlying
situation ofin relation with the health 

in this study: it is expected that the adoption of 
assumption has been made 

services and 
a given payment scheme could increase the access to health care 


health status of the community (perceived
thus bring an improvement in the 

and mortality rates).as a Long-term dccrease in morbidity 

the stage of problem analysis,It shouLd be mentionned here that, at 

to motivate community health
 it was first thought to investigate the ways 


to improve the utilization of offered services by
workers (CIW's) in order 


where they existed,
their action. Afterwards, it became evident that CIW's 

PHC services utili­determinant of
they did not represent the most important 

zation by the coiiununity. 

4. MTIIODOIOGY 

this study the general approach recommended by
For the purpose of 

three following
been largely followed. This approach includes the 

PRICUI has 

phase II or solution development and 
pliase I or problem analysis;phases: 

or solution validation (4).plase III 
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In phase I the operat onal problem is defined and divided into 

smaller units on which research priorities are decided. Phase II describes
 

the proposed so]ution (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 ANAI.YSI S. 

4.1. 1. Dolfilii Lii1, ol lhu (p) raL ionilJ prohle1m 

The PIIC service delivery and utilization, in order to improve the 

health status of the population, was described as a subsystem as shown in
 

Fig. 4. ie nmin concern of investigators and decision-makers was to propose
 

a model. that could both guarantee good quality PHC services 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 coliununity health status at the peripheral level. 

As the comunity health status itself requires the use of a range of indicators 

for its measure, the investigators chose to study the utilization of PHC ser­

vice-s. Tme assumption was made that high utilization rate of offered - and 

presumed good quality - P11C services would improve community health status. 

Then, using interaction matrix technique, factors influencing utilization of 

P11C were assessed.
 

4.1.2. Analysint the problem and dividing it into smaller units 

Given the approach used by national policy-markers to improve com­

munity health st.atus by PNlC strategies in application at the peripheral level, 

the management of the subsystem is quite decentralized. The health status of 

a given community appears then as t.he result of the interaction of several 

factors intervening both at the local level and the national level. The uti­

lization of PIIC services by a given conununity is directly influenced by the 

need of these services (or otherwise, morbidity patterns), the quality, the 

cost to conSulnuners, the range of offered services, the payment scheme in use 

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

4.1.3. I".stahli;hing research pIriorities 

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 interactions on a zero to five scale (0 = 

non interaction; 5 - strong inter-action) interactions were divided into 

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

Table 3: 	 Sel f-inlerac't ion matrix of variables in the PIC service delivery 

and utilization subsystem. 

U 	 U) 

0 Ill U, .1 (1 441"0 
N o n OJ ? ( -) CU U

i W (AU ~ 
0I 0W 0 .M . :3o (A 4-1 U) 3.4 

* 	 ( 0 (aI CU [14 
4.U 	 4-1 k (4.4 41 U 
1o v ,) 0 rHv*3-4 H2-0 

Ne U 41 1 0 a0 0 
-. r1 Q) 0 0 u4 ' 

4j 4 	 00 U r*1 C3 0 P0~ 

Scem 344 2 2 0 

2 3 4 3 24 4 3QUtliation of 


Cost of Services 4 3 4 2 1 1 0 1 

Payment SchemeI 4 3 2 1 1 2 0 2 

Quality of Services 3 4 2 0 1 1 0 0 

Range of Services 2 2 1 0 1 4 3 3 

Colnlnlity Ilealth 3 1 l 1 1 0 0 3 
Worker_ _ 

Economiic Status 4 1 2 1 4 0 ' 0 1 

3 0 0 0 3 0 0 0
En v i C0ollt 

Social' and Cultural 2 1 2 0 3 3 1 0 
Env i ronment 

Amnoig "strong" interactions were found price and utilization of ser­

vices; paymnt schemiie and utilization of services, economic status of utiliza­

tion of service; price of service and paymient scheme; range of services and 

biologic environment and CIIW mud socio-cultural environment. 

AL[ oleier interactions were assessed as "weak". Decision was made 

to concentrate on "strong interactions". it was clear at this stage of the 

study that the interact ion between utilization rate and payment scheme was 

the niost appropriate to study, given Lhe research purpose and the constraints 

in the stibsystjm. The other variables which produ,:e strong interactions were 

not amlenable to ail easy change within the context of the study. 
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Indeed, the variable "price" which interacts with utilization and
 

e.sily change its value without endangering the
quality of service, could not 


level of autofinancing reached ',,y 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. SOLUTIION DEVE LOP'MlENT 

4.2.1. Soltoi ion iletIV' 

is to increase the utilization of PIIClle ohi'jecl i yl t he .olut ion 

serices offered at the IIC level in order to improve the health status of the 

interac­comiiunity. Taking into account the variables with the very strongest 

tions as shown in Fig. 4 the objective function appears to have the following 

form: 

Utilization of services - function of (payment scheme, price of ser­

vices, socio-economic status, health sta­

tus). 

4.2.2. Decision variables and constraints on the solution 

In the I'IIC service delivery subsystem, as depicted in Fig. 4 	 several 

commu­variables influence utilization of PHC services. Amiong these variables 

nity economic status, biologic environment and socio-cultural environment are 

of investigatorsconsidered as consti-aints. Indeed, it is beyon, the control 

the value of each ofdecision-makers and even the community itself to modify 

these variables in a short term period. 

Conversely, payment scheme, price of services, the quality of service, 

and are thus considered as decision
and the range of services could be changed 


the ea­
variables. Among all decision variables of course, payment scheme is 

level of resources.siest to modify at a given 

4.2.3. Mode l 1'o01 developmentfor t il 

The objUctive function defined earlier offers a model for the 

problem, with the assumptionof s lIut ions to the operaL ionaldevelopment 


have fixed values. The model for

that all oLther variables but payment scheme 


Lhen appears as follows:
solution development 
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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 conmuunity health 

status and at a given level of service
 

quaI ty. 

Differents solutions to increase service utilization rate corres­

pond to di[ferent SChILuIls. 

4.2.4. .Reqti rt(d data 

In order to propose the best solution(s) to the operational problem, 

information was necessary on the different payment schemes in use in RtIZ 

throughout tie country and their respective advant.ages and disatdvantages. It 

was quiLe easy to build -i list of payment schemes by a short questionnaire 

adressed to the :15 medecins chefs de zone participating at the SANRU 1983 

annual conference (Table 4). However, data on advantages of different payment 

was not available. 

Table 4: Payment sc',Cmes for 1111C services in 37 heallh centers 

HC using time scheme 

Number Percentage 

Fixed fee 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 fee for drugs.
 

Other scLhemIe 1 2, 7 

T 0 T A L 37 100,0 

4.3. SOLUTION VALIDATION 

4.3.1. Field test 

From ti various payment schemes in use at the HC level, two pay­

ment. ;cheiie;, i.e. "fixed fet per illness 'pisode" and "fixed fee for consul­

tat itn with variable fee for drugs" were tile most reported. Indeed, all tile 

other payment schenli s, including fixed fee per vi-sit could be assimilated to 

tile first or tihe second previous altermatives as was found during tile preli­

minary vis'it (if '1Z selected for tihe study. 
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Therefore these two alternatives were volidated as prop.osed solu­

tions to the oper ttional problem. The field test was designed as a quati 

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 offered by the HC and an increase in
 

the rece ipts of t1 HC.
 

Five rural health zones were selc ted to participate in the study 

based on the witiingness to rparticipate and geo ,'aphic location. In each of 

these R11HZ two IIC were selected among those presenting similarities in relation 

with their poIMIlat ion, the cost of services to users, the cost of living, 

the duration, the health center has been in operation. One of the two H1C was 

consiJer,!d as experimental, the other as a control. In the experimental 1IC 

the payment scheme was changed while it was naint.ined the same in the 

control 11C. 

4.3.2. DatL t'0)I lC .L.i 1 

Service utilization rate was measured in both HC before field test 

by a househiold survey and the review of IC records. In parallel a cost analysis 

was also c(,nducted. 

4.3.3. Ilousehold survey 

For the household 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 hle illness episode, the use of preventive services offered by 

the HC (jijununization, pre-school and l)re-natal clinics) 

At the planning stage of the study a period of one year was sche­

duled between the Lwo surveys in al.l participating RBIZ. However, when the 

study was carried out, due to delays on the part of most of zonal medical 

directors in tlhe inlroduction of new payment sc'emies in the experimental [iC 

the actual duration Of the obsiervation period was quite variable. The following 

table shows the dutat ito of toat period in the five 0IIZ. 
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Introduction of
 

RIIZ HC change in financing Second Survey 
scheme 

Kalonda 	 Mbau June 1985
 

Kabambaie October 1984
 

Kan ilma Kan iama I -


June 16-July 7 1985

Mwadi-Kayembe July 1984 

-Konigo Io Kaigy 


.July 1985
 
Keha 	 t)aLo)blh 1984 

Bibanga 	 Ka-nd Sepieumbe. 1984
 
a l o 
 S:194 July 19-Aug.16 1985
T <lileo 

Sona-Bata 1 	 Kinda'ina February 1985 A:iust 1985
 

Lukunga
 

if dif ferencivs in the durat ion of the observation period might affec 

study restilLs, su.Iso1nahkllitv would not play any role because both surveys were 

carried out duing-t| the dry t;eason in all five RIZ. 

4.3.4. Sapl ing 

In the "health area" cor respondiiig to each HC four hundred household 

were so-ectted by tht following samplinig Lechnique: A list of villages in the 

area with population figures was obtained; a sampling proportioni was calculatel 

for the total population in the area. Within each village, the selection of 

hotseholds was doite from the center of the village. The first household was 

selecte! ran,,:,tly. The otherb by choosing the "'.ous.e whose door was the tearest 

to the previous one. te process was conti.nued unK i. the total number of 

household for the village was reached. For each selected hous-hold the res­

pondan t to the questionmaire was the head of the household. 

4.3.5. Ita' I l'ecLtion 

hi etach it" the tLi "health areas" a team of five interviewers was 

hired ind traiitied iininterview technique and uje of questionnaire. The ques-

Liomaire had becn tratsi[ated into tikree different languages spoken in the 

bust of tlhe five 	 iu'etrviewe rs was given the re spcnisabilitystudy RIIZ. The 

lie had I o make all necessary arrang-ementsthIe Hi 

before interviews, di.trilbute questiminaires collect and review completed 

(UeSti onnaireii be lore trantimitt ing them to the survey supervisor for the RIZ. 

to lteild tL* m tle fie'd, 

http:19-Aug.16
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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 "Trajec-
C4cA'-

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 It.
 

5. RESULTS OF IOUSEHOLI) SURVEY 

5. 1. DEMOGRAI'IIIC DATA 

Inforuiatiun 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 yeart; of age, person sick (luring the two-week period preceding the survey, 

woman being pregnant or having given birth during a reference period of 12 

montLhs before the survey and all deatls having occured within the household
 

during the :,,;t 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 highes;t in Kaniama (60,6%). In the 4econd survey, Tshileo still has
 

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

Table 5 Age distribution of p)opulatiQfn in participating health area for the
 

two household surveys (percentages) 

AGE GROUP (Years) ,.La1. 

Health /.OIL I - 4 5 - 14 15 - 29 30 + 
and hualtLh 

area (1) (2) (1) (2) (I)1 (2) (1) (2) (1) (2) (1) (2) 

IIiIa it :t 

KaLtanda* 8.4 9.2 2,'.7 :30.2 13.2 12.6 14.7 15.8 35.9 32.1 855 784 

tshiluo 7.2 9.6 22.5 25.8 14.8 9.9 20.2 20.1 35.3 34.6 950 852 

Kii Imildat 

Kabimhau ic* 10.5 tt.2 27.4 37.1 14.5 12.4 21.6 24.7 26.0 17.7 978 95/ 

Mbau 12.5 10.4 29.0 37.0 7.6 8.6 25.0 22.3 26.0 21.7 728 825 

Kal itittta 

Ka a i ama 10.4 11.4 34.2 25.5 16.0 15.2 21.4 20.3 17.9 27.6 1194 1072 

M. Kayembe* 12.2 11.5 28.2 27.3 12.2 12.6 24.5 21.8 22.9 26.8 1079 991
 

Kaigoy 10.'3 11.6 32.3 32.4 10.0 7.5 24.7 26.6 22.7 21.9 926 800
 

Keba* 10.9 12.9 34.1 34.4 9.9 5.7 23.3 28.5 21.8 22.5 977 925
 

-Sol-1IitL it 

E--l-dn0- 9.9 15.3 35.1 29.5 6.4 4.7 19.1 18.7 30.3 31.9 770 706Ilba 

Lukunga 9.9 10.5 26.9 34.2 13.2 4.2 25.3 15.2 24.7 36.1 911 746
 

* Payment scheme changed after first survey 

(1) First survey
 

(2) Second survey 

(n) Children less Lian 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. MortLit_!it_ 

As for mortlity paLLern, available informition provides data 

useful for the esLtimtaion of infant iortality rate. Table 6 presents 
4
 

infant mortalily rate esLimates in surveyd "health area" over the two 

household surveys. 



21.
 

Table 6: Infant Mortality rates (pe-"thousand) by "health area"over 

First and Second household surveys.
 
I(U AT. I II: £T.171 "' 

ZONI,, 1IBAN(A KALONI)A KAN lAMA KONGOLO SONA- BAT'A 

IEALTII AREA IIL, 
^ 
A I ko mba KKniaic Mbaue In Keba* K nd, Luku­

hilfallt mur t.a-[Fifay (1) 0ur.8 25.0 115.7 221.2 250.0 45.7 166.7 31.8 14.1 75.5 -. 

Rate (%o) (2) 72.5 112.5 23.3 62.1 122.9 85.3 49.7 9.264.5 86.4 

(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"
 
remains lowur than national figure over time. It is respectively
 
90,4 
 and 70,8 for first and second surveys.
 

5.2. PAYMENT SCIIEMES 

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

Scheme 


1. Fixed fee for illness 


episode irrespective of 

illness. (*) 


2. Fixed fee for consulta-


tion with varying fee for 


medication in relation 


with daily dosage and
 

drug cost.
 

3. Fee [or illness episode
 

varying with severity
 

of illness and cost of
 

drugs required.
 

4. Fee for consultation and 


drugs buL sliding down 


for niecessary re-visits.
 

Remarks
 

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.
 

"' .!;u,,ne vaJLciL( n~o~ r jkL.ted in t.his payrent scheme: The- 6ePe tevet was 
9enJaCy ZowCL~ JuL ch{tbLeyfl. C'Lunic cond.Lmons, 6o& ex nptubeA­
culCois, hld a dcfe}retit fee. 
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Table 8: Payment schemes in HC selected for study before and
 

during field test.
 
Health Zone Ifeatth '?av'ment scheie Payment scheme
 

Lurl:(L' Ieforu field test during field tesc
 
SONA-BATA I.. Kinda- Fixed fee for con-
 Fixed fee for illness 

tuba. sultation and va- epibode irrespectivu 
riable fee for me- of illness. 

dication according 

to daily uosage 
and drug cost. 

2. Luku- Fixed fee for con- Ho change 
nga sultation and va­

riable fee for me­

dication according
 

to daily dosage
 

and drug cost.
 

BIBANGA 1. Kata- The 
same as Kinda- The same as Kindtuba 

nda mba. 

2. 'Pshi- The same as Luku-
 The same as Lukunga.
 
lea
 niga. 

KALONDA 1. Kaba- The szame as Kinda- The sair as Kindamba 

mbaie tuba. 

2. Mbau The same as Luku- The same as Lukunga. 

nga. 

KAIIIAPIA 1. Kania- The same as Lukunga The same as Lukunga 
rild 

M.Ka- The sAmu as Kindaniba The same as Kindamba 

yembe 

KO\GOLO I. Keba Fixed fee for il- Fixed fee for consul­

lness episode ir- tation anC variable 
respective of fee for medication 
illness, according to daily
 

dosage and drug cost.
 

2anqoy 'ixed fee for ii- Eo change. 

iness episode ir­
resjpuctivu of 
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From the four alternative payment schemes found -inthe country,
 
only two were in use in thie ten HC participating in the study. Furthermore
 

eight 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 illness
 

episode.
 

The level of fee was variable from one RHZ to another for both
 
payment schemes. Itwas decided at the RHZ level according to cost of living,
 
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 low 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 payinent 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: Comtunity solidarity is 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 dyug 
consumption and receipts in the HC is made easier for the village development
 

commuittee and the inedecin 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 of the study. 
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Services are offered under two main types 
: curative service
 

and preventive services.
 

5.3.1. Utilization of curative service 

An important 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 	 AVERACGSURVEYPLJ{C
SURVEY I (TNDAM- LUKUN- KABAM- M KAN- KEBA KANIA-.A- EN' 
DA* LW1,O BAA GA BAIE* GOY MA Y_M_3_A 

First 11.0 31.1 77.4 75.3 	 39.5 23.1 22.544.7 45.4 25.9 35.-M3 
Second 1.4 31.3 50.7 83.2 47.1 48.8 17.1 15.145.5 18.5 27.('44 

RatioFirst
Second 7.9 1.0 1.5 0.9 0.9 0.9 0.9 1.4 1.2 11.7 	 1.3 

*Payn.t sehenie changed afte' 6irt murvey 

A : expe&zmentat H.C.
 

B coLtOtco 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 
seems to be stable at Tshileo.
 

While looking at the utilization of H.C. during an
 
Lllness episode interest is also aroused about other places where
 
)eople seek for health care. The full range of alternatives is 
lescribed 	for each of study health zones in tables 10, 
11, 12, 13 
nd 14. 



26.
 

Table 10 : Percentage of Patients attending different Health
 

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


Health care KATANDA * 	 TSHILEO 
source 	 First icSecond First Second
 

survey4Ii survey survey I survey 
i 	 I 
I 	 I

Health center 11.0 I 1.4 31.1 t 31.2 

CHW/TBA 	 6.4 0.0 3.4 0.2
 
I 	 I 

Hospital 	 15.0 12.2 20.6 ' 19.3! I
 
Drugstore/Market 2.6 I 0.3 0.7 I 1.6
 
Traditional healer 
 4.2 1 0.7 5.7 1.4
 
Private dispensary 13.6 , 28.5 15.8 7.2
 
Other 	 47.0 56.7 22.6 ' 38.9 

453 287 	 530 416 

CHW : Comunity Heafth WoftkeA 
TBA : Traditiouaf LWiith a4tendant 

S:Patient sc.heire changed f'wrn a variable fee to a fixed for diease epizode 
Statistical siUn ificance afteA. fiust survey. 

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 while such sources as private dis.
 

pensaries and "other" are better off. At Tshileo, H.C. utiliza­

tion remains constant ; prLvate dispensaries utilization decreases.
 

In the two 	"health area" hospital utilization drops as well as
 

drugstore 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 sourcesduring a two-week period before surveys,
 
Kalonda
 

Health Care KABAMBAIE 	 M B A Usource 
 First Second First 
 Second
 
survey 

I 
survey survey 	 i survey 

II i 
Health center 44.7 I 47.1 	 39.5 45.5I 
CHW/TBA 0.2 a, 0.9 	 0.0 8.5!
Hospital 6.1 3.0 	 18.6 9.4 
Drugstore/ 	 I 
Market 
 0.6 0.0 	 5.2 0.0
a 


Traditional 	 I I 
Healer 	 1.2 
 3.0 	 3.8 a 2.8 
Private dis­
pensary 29.5 
 19.4 	 24.8 
 27.6
I I 
Other 	 17.7 26.4 
 6.2 6.1 

I i 

n 492 329 	 210 
 246
I ______________________ 

PaqTneya s6,hea' ('hanged 6rom a va& abte 6ee to a fixed fee peA di6ease episode 
StatisticaL s.qnificance 

Kabambaie : x' = 44,2 	 2Mbau :x = 26,3 
11 <0.005 F <0.005 

Table 11 shows, for both health area of Kalonda, a
 
relative increase the
in utilization o H.C. during second survey.
1lospitwk u4 ilizat-ion decreases aq well as drugstore and market
 
utilization. Results are divergent 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 center, 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 : Percentagesof People attending different Health 

Care sources during a two - week period before sur­

veys, Sona-Bata
 

Health care KINDABA , 	 LUKUNGA
 
source First~ 
 Second First I Second
 

survey survey survey survey
 
A 


Health cented 77.4 50.7 75.3 
B 

83.2
I 
 I 

CHW/T•A 1.6 0.0 	 '
0.4 	 0.4
 
I 


Hospital 7.4 10.91 	
B
 

I 	 3.2 , 0.0I 

Drugstore/

Market 0.5 
•I 2.1 0.8 ' I 1.6
 
Traditional 
 B 
 II
 
healer 11.0 0.7 	 '0.4 	 0.8
I I 
Private dis­
pensary 2.1 33.3 14.2 5.3
 

I 
 I

Other 0.0 2.1 	 5.8 
 B 8.6 

n 190 138 500 B 244I 	 I 

Payment scheme changed 64om a va.iabZe fee to a fixed dee peA diAea€e episode. 

Statistical siqnificance 

Kindamba :x = 81,6 	 Lukunga : x2 
= 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 E B A* KANGOY
 
source First I Second First I 
 Second
 

survey 	 survey survey I survey
 

Health Center 23.1 
 B 17.1 	 45.4 1 49.8 
CHW/TBA 	 0.5 I8 2 1.9"• 	 0.0Flos lta ' 	 ,1.3Hospital 8.2 9.5 	 B17.6 	 15.4Drugstore/Market 6.2 B 4 4 " 3 .5
 
Traditional hea-
 6.3 3.5
 
ler I 
 7b25.9 7 	 12.7 I

I 2.2 
pensary 24.5 2
 

r12709
Ot li r. -11 31 	 7 11.46 	 7 3 11 4n 	 208 " 205 77, 



29.
 

Statistical siginificance
 

Keba : = 40.5 
 Kangoy : x = 27,3
P< 0.005 P'<0.005
 

Table 13 shows, in the health zon6 of Kongolo, a relati­
ve increase of the utilization of health center during second sur­
vey for Kangoy and an opposite trend for Keba. 
In both health
 
area, drugstoi:es and 
 markets a well. as traditicnal healers are
 
lest attended durinq second survey 
while, private dispensaries are 
more attended. There is a striking Increase in the utilization of 
"other" health care sources 
in Keba when compared to Kangoy.
 

Table 14 Percentages of People attending different Health
 
Care Sources during a two-week period before surveys,
 
Kan [ama.
 

Health KANIAMA 
 MWADI - KAYEMBE
 
care .irst Second 
 First Second
 
source survUy survey survey J survey 

Health Center 25.9 15.1 22.5 18.5
 
CHW/TBA 0.0 
 3.7 
 0.5 0.2
 
Hospital 36.7 26.6 
 6.6 4.14
 
Drugstore/
 
Market 1.8 
 11.3 
 2.9 15.9
 
Trad it iona I 
healer 1.6 
 0.5 1.9 3.7
 
Pr iva te
 
dispensary 10.6 1 9.6 
 29.9 18.2
 
Other 23.5 
 33.3 36.2 39.5
 

n 499 1 628 622 628
 
*Paq#Yienit scheinc changed from a variable fee to a fixed fee do4 disease episode 
Statist ica I s LUnij1icance afte4 frst sumvey. 

Kaniama : - 94,8 Mwadi-Kayembe : x' = 95,3
P < 0.005 PI <0,005 

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 market.s 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
 

Table 15 reports percentages of children at tun­
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
 

IEALTh FIRjSTI_ SURVEY SECOND SURVEY 
 IR A T I 0AREA Total number _ _% attendinc, 
_ Total numIer %attending :Firstof chiLdren iSC _ surve 
_ of children _ PSC Secon surve 

Katanda* 
 453 
 46.4 
 287 
 43.7 
 1 1.1 
I'shileo 
 530 
 39.3 
 1 416 
 31.6 
 1.2 
Kindamba* 345 48.4 316 62.0 0.8** 
',ukunga 335 
 57.0 
 334 44.6 '.3**
 
abambaie* 
 492 
 23.4 
 329 20.74bau 
 210 246 20.0 2.6**
52.0 


<eba* 
 395 
 3.3 
 349 26.1 0.** 
-angoy 
 441 
 0.7 
 437 
 9.8 A
 
4.Kayembe* 
 437 
 30.1 
 383 
 37.6 
 0.8
 
aniama 
 534 
 55.9 
 393 
 29.8 A.9*
 

Pallpm,at 0c,,,, 11itylged af.tA f A.t surw,y foq cUrative cauL. 
&cgukiiticii.r (4Kette4Q cc bc( 'efl ii~nd .zecukd4LJAVe'y' 

Utilization of 
PSC decreased significantly at
 
Lukunga, KabaLmbaie, Mbau and Kaniama during survey. There was
 
an significant increase at Kindamba, Keba and Kangoy. The overall

trend is relatively positive (i.e. 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 

I IHEALTH II AVERAGE FREQUENTATION_____________I ' VALUE OFAHEA I, : T-TESTA First survey 
 Second survey 
 -
I II I 

Kaniaina 2.75 4.09 6.803** 
M.Kayunte* 4.07 3.39 3.18 
Kabamba ie * 1.54 1.67 1.18 
Mbau 1.62 1.37 2.28 ** 
Katanda* 2.47 3.17 3.66 ** 

ITshileo 1 3.09 3.18 0.42 
Keba* 2.97 3.71 2.67 ** 

IKanyoy 1 2.10 3.97 9.55 * 
Kindamba* 1.78 4.38 13.32 ** 
Lukunya 3.29 3.76 2.76 ** 
* 1Ime't scla,,, fu1 I',e.uItL.vL calr chaviged after fIt urvey 

* St at-_t'S.L ea( j s.gs'ii6.ttaiLt dif fe6tnc(, 

A -;ignificant increase in the average frequenta­
tion of PSC during second survey was observed at Kaniama, Katanda, 
Keba, Kindaiidia and Lukunga. All these H.C. but Lukunga were expe­
rimental. A signij:icant drop was observed in Mwadi-Kayembe and 
Mbau. 

5.3.2.2. Pre-natal Clinics (PNC) 

From table 17 interest for PNC among women still 
pregnant durinq survey of havinq delivered within a 12 months pe­
riod before survey can be derived. 
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Table 17: Percentage of Women attending PNC during last
 

Pregnancy
 

HEALTH n _ Proportion attending PNC (%)
 
AREA (1) (2) 
 (1) 
 (2)
 

BIBANGA
 
Katanda* ] ] 123 69.4 63.4T1shleo 153 133 64.1 72.2 
KALONDIA
 

Na~i i 199 1126 
 41.2 1 80.2 * Mbau 170 94 76.5 95.8 **
 
KANI]AMA
 
Kaniama 260 190 76.5 83.7
 
M.Kayembe* 251 181 
 70.9 64.6
 
KONGOLO
 
Kanqoy 239 
 190 
 60.0 *Keba* 208 219 

58.6 
38.9 49.8 *
 

SO hA - I ATA
 
-IK11a1i-- 121 149 70.3 78.5]ukunqa 14(1 126 87.3 84.9 

_ __ _ _I 

n TvtLC mmlw(,ht of wmnicn ptgmnant o4 havinIg d,Uv e.d within a 12 - inonth 
))'/ ild t)'(! S Iuvh'y(1): IAA-t 6Su,IV(Iy
 

('):sceond SIIAv(,y
 
la~tm¢ f
" : .t 6o.l, tu~tta.U.vc, c.arec O,.amijt(,d afteA fi .t sunveyt 

utqc1y Seni',,.ita , li.feIencj be.tween first and econd zu]vey. 

Health 
area of Kalonda and Kongolo were the only
 
ones to experience a significant increase in the attendance of 
PNC during second survey. 

5.3.2.3. Natal Care
 

in general the proportion of women delivering at 
H.C. increased during second survey. However this increase in 
the utilization of II.C. was significant only at Katanda, Kabambaie, 
Mwadi-Kayembe and Mbau. AIl these II.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
 

(2) (1) (2)
 

BIBANGA
 
ITaI-d3L* 78 72 14.10 38.89 * 
'shileco 88 85 6.82 10.59 

KALONDA
 
Kabaaie* 120 126 2.50 58.73 ** 
Mbau 114 I 94 40.35 ' 88.30 ** 

KANIAMA 
Kar imla 147 1 126 0.00 0.00 
M.Kayumbe 100 120 14.38 I 16.67 

KONGOLO 0
 
Kanjoy 129 , 124 0 0,81
 
Keba* 133 156 0.75 1 1.28
 

SONA-BATA 
Kilndamba* 70 1 110 54.28 I 69.09 * 

101 ,ukunya83 87.13 90.36 

are': voiwn hvi)g dre.Uveced within a 12 - month period be6orie 
b1AWLV ('1j
 

: llJIyrit scieme fur etauLtive c7A' ctlanged afteA 6irs6t svey
 
Stai.tica (y signi.Lcatt dif66eence f s.&t 
be tweeii aid second 

.
S Av()y.
 

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. 

Pour II.C. chanqed from the second alternative to the first one. 

In one TI.C., change was in opposite direction. The two investiga­

ted alternatives represent the most widely used payment scheme 

in RIIZ's supported BY SANRU. 
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The change in payment scheme for curative care di4 not affe 
preventive care payment (pre-school clinics and pre-natal clinics). 
Therefore chancges ob:ierved in the utilization of preventive care 

beshould not entirely /attributed to change in payment scheme. 11owe­
ver it cannot be excluded that a change in payment scheme for 
a given service could affect other services utilization. 

Another important factor to take into consideration
 
is the fee level. Beside the payment scheme itself, the level of
 
fee will certainly affect utilization of service. 
In general the­
re was it lack of established procedure for the calculation of 
fee level, especially 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 per­
sonnel in charge of H.C. was generally against fixed fee for il­
lness episod. A vigorous negative reaction 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 offerinq 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. Utl-1ization of h.C. services 

The effect of payment scheme on the utilization of H.C. 
services cannot be appraised 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 Ii.C. service utilization
 

over the two 1lousehold Surveys 

OBSERVED VARIATION IN PERCENTAGEHEALTH ______ 

ARE CCurative fPSC overall;SC Attndance pc ' Delverio, 
service 

I'attendance 'for children ' Attendance' I at .C. 
________ ess than 1 yeari , 

BIBANGA
 
Katand L* - 87.40 - 5.86 + 10.26 
 - 8.59 1+ 175.81 
Tshileo 0.70 - 19.67 + 4,77 +12.69 + 55.28 

KALONDA ' 

kRa-b-11 ba i e + 5.34 +122.66 + 3.23 +94.51 +2224.20 
Mbau ' 15.21 - 3.14 + 13.34 +25.21 + 118.83 
KANIAMA 


' 
Kaim - 41.47 - 46.83 + 11.77 + 9.33 -
M.Kayenbe* - 17.91 + 10.26 ­0 8.85 15.92
 
KONGOLO 
 I' 
Kangoy + 9.72 +1347.06 - 2.17 + 2.42 -

Keba* - 25.95 '6924 .01 - +27.81 -
I " 

SONA-BATA : 
- 34.43 + 28.13 + 8.00 +11.77 + 27.28 

Lukunga + 10.64 '- 21.75 + 4.61 - 2.67 + 3.71 

' Paytia,.t 6chee, fUiL cwuttLve care chiai ed a6tehAiut 4uvey 

If a positive percentage is 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 episode 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 aft:er 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. Furthermoi:e, this person, who had much 
pestige in the community, opened a private dispensary in the health 

area, half a mile distant from the HI.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 disease 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 Lo 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 in 
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 questionned by the medecin chef de zone who promised a report 
correctly describing the situation. 

Should changes observed in preventive services utiliza 

tionbeattributed, at least partially, to channe in payment scheme 
for curative cate? In gemeral payment for preventive care in all RH7 
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 peri.od. Notwithstanding this
 

consideration a general increase trend is observed in experimen­

tal health area in utilization of preventive services during seccon 
survey. Even if a similar trend is also observed in control health 

area, it is 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 utilizatiot 
of curative service ? A possible explanation lies in the fact 
that, given that their cost to consumer is rather low, receipts 
generated by Lhem for II.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 deliveries at H.C. should be 
considered separately, given that generally the only other a.terna­
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.<pansion of these services through personnel training and other support
 

from organizations such as SANRU.
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8. STUDY MANAGEMENT
 

8.1. Study timetable 

T A S K Original
time schedule 

Actual 
time schedule 

1. Inventory of facili- March 1983 March 1983 
ties, Activities and 
financing schemes in 
Zone 

2. Final. identification March 1983 March 1983 
of alternatives 

3. Selection of parti-
cipating Rura l. Health 

March 1983 March 1983 

Zones 

Approval of Reasear­
ch 	 Projet by PRICOR/
USAID plus contr-ict June 1983 October'.1983
 

4. Selection of 1Health 
Centers and securing 
SANRU 86 supplies to 
arrive hy end of 
october 1983 	 June 1983 October 1983
 

5. 	 Development of sur­
vey instrument, 
t ransl, tions rind
testinq July 1983 Sept-Nov. 1983
 

6. 	 DeV lfolmenL of 
Cost - na'lysis desi­
gn 	 and [WO)tcedures
for Lin,,ncial and 
actiVLty accoun­
ting 
 2nd half of July 1983
 

July 1983
 

7. 	 Conduct of Cost 
Analysis and 
Lntroduct ion of 
accountLing pro­
cedures August 1983 August 1983 

October 19838. 	 Training of inter­
viewers and super­
visors 
 August 1983 April 
- May 1984 
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T A S K Original 	 Actual
time schedule 	 time schedule
 

9. Conduct of frist September and October 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 February 1985 
2nd survey re­
sults and cost March 1985 March 1986. 
analysis with 
report. 

There was an important discrepancy between planned schedule and
 
actual time schedule for the two household surveys. Subagreement was signed
 
inOctober 1983 and not inJune as planned. Even after subagreement was
 
signed there were some administrative difficulties (money flow, lack of cash
 
inbanks). 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-inves­
tigator : devoted 40% of his time on the rtu.y
 
Participated in tasks 1, 2, 3, 4, 5, 8, 9,
 
11, 12, 13, 14.
 

8.2.1.3. Munkatu Mpese, Anthropologist and Demographer : De­
voted 65% of his time as 
a research assistant in
 
the study. Ile 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, especially for administrative tasks.
 
Participated in tasks 4, 6, 7, 9, 12, 
13, 14.
 

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

etc...).
 

8.2.2. Consultants
 

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 of questionnaire. 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 results at the
 

national 	level.
 

8.2.2.4. 	Marty Pipp, BA, MPII, 
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 A PRICOR 
Consultant in the conduct of the second round of 
cost - analysis. 

8.2.3. Others
 

The five 	m~decins 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 physicians, Drs.Mapatano and Kiyombo and a statisti­
cian, Kakwaka, where requeF.ted 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 

CATE GORY 

A. PESCi:;NEL 

E. 

C. 

1 D. OTHER DiR.ECT COSTS 

E. TRAVEL b PER DIE',' 

TOT-Al j 

APPR OVED 

8A,630 

6E5EFiTS 

445,170 

216,000 

1,178,400 

2,726,880 

ACTUAL 

478,017 

-

128,790 

94,343 

774,567 

1,475,717 

} "­

371,613 

37,66S0 

316,380 

121,657 

L03,833 

1,251,163 

. 

7-. 



DETAILED BLTDIGET FOR YEAR T.O 

D. 

E. 

C;:EGORY 

A. PESO L I 
C0NS S' 

OTHER DIFCT COSTS 

1. Office supplies 

2. Priting survey 

3. Telex, etc. 

4. Data processiag 

5. Co=puter diskettes 

6. Anavsis(SANRU Computer)1 

7. Travel per diem 

.APROVED 

t65,075 

321,2A0 

27,060 

44,000 

12,000 

103,000 

60,000 

70,000 

1,145,510 

ACTUAL 

567,768 

190,760 

17,189 

44,000 

4,750 

108,000 

26,261 

70,000 

786,463 

BALANCE 

102,693 

121,S0 

9,873 

-

7,250 

-

33,739 

-

359,047 

TOT.AL 1,243,885 1,815,191 A28,594 



DETAILED BUDGET FOR YEAR III. 

CATEGORY AP,pRJV7D AC TUAL t.- CE 

A. PE?.SOEL 

. ,C LUL-.:_ -Ts 

E. 0 l:4 D:RECT SS 

Offclze su~plies 

Data processing 

3. Data analysis 

4. Postage, telex 

F. T73AVEL & PER DIF:: 

TOTdl. 

29G,052 

45, 033 

16,914 

33,750 

18,750 

7,503 

319,750 

731,716 

352,655 

5&,452 

4,972 

500 

15,701 

5,050 

189,010 

629,340 

-62,03 

- 13, 52 

11,94­

3,250 

49 

2,450 

130,740 

102,376 
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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 fox mudica­

tion in reLation with daily dosage and drug cost 

c) Fee for illness episode varying with severity of illness 

and cost of drugs required 

d) Fee for consultation and druges but sliding down for 

necessary re-visits. 

9.1.2. 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.
 

9.1.3. Field test showed an increase in the utilization of preven­

tive care services in experimental health area. It failed 

to demonstrate a similar increase in LiiG uLilization 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, 

coimnunity, community leaders and PIIC authorities at 
the 

RIIZ level were in favor of pdyment using fix, d fee for 

illness episode. On the other hand, health center personnel 

was qenerally hostile to this payment schemes. 
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9.1.4. There is a direct correlation between payment scheme and visits per
 

episode of illness. In those centers using a fee per episode of ill­

ness scheme visits per episode were higher than in centers using a
 

variable fee scheme.
 

9.1.5. 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:,.
 

9.1.6. The thrust of zone activities is in the preventive with significant
 

investments in personnel, training, and vehicles.
 

9.1.7. 	Differences in health center costs were determined by numbers of
 

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

in effect.
 

9.1.8. The median health center operating cost has doubled from $ 1.400 in 

82-83 to $ 3.000 in 84-85. 

9.1.9. 	If patients contributed $1.41 per episode of illness the following
 

costs could be covered: personnel salaries, zonal supervisor and
 

mobile teaii salaries for the time they spend in field activities, all
 

in-service training, administrative and m(tinteniince supplies, drugs, 

vaccines and expndable medical materials, prenatal and preschool
 

clinics, kerosene, minor building repairs and transport (fuel) for
 

personnel and materials including supervisors and mobile team.
 

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

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

9.1.11 	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 the results of this study and repeated discus­
sions with decision-makers at the RHZ and community leaders
 
the following recommendations
can be 	made :
 

9 .2.1. 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.
 

9. 2.2. 	Fixed fee for 
illness episode is recommended, with above
 
precautions for the following advantages :
 
a) Health care continuity : once payment is 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. receipts.
 

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

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

9%2.4. 	Small-scale operations studies should be conducted on pay­
ment schemes at the RHZ level to 
find better solutions
 
in the very peripheral context.
 

9.2.5. 	 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.
 

9.2.6. 
Many health providers qre interested in using the fee per episode
 
method of financing primary health care. 
The problem that blocks them is
 
determinig how to systemitically 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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