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EXECUTIVE SUMMARY
 

I. Overview of the Consultancy
 

The consultancy was sponsored by USAID/Kinshasa through the
 
University Research Corporation under an IQC (contract) mechanism
 
during March and April 1989.
 

The objective of this techni:al assistance is to assist the
 
Shaba Refugee health project with the analysis of expected impact
 
on service utilization, recurrent 
 costs and patient revenues of
 
project-financed construction, rehabilitation and equipment

investments in assisted health centers in the Lualaba and Kolwezi
 
sub-regions of Shaba, Zaire.
 

Based on several stratification criteria, eight 
centers were
 
selected for further investigation. One maternity center, one
 
hospital and one pharmaceutical depot were also included 
 in the
 
analysis. 
 Project ISROS staff, USAID personnel in Lubumbashi as
 
well as Kinshasa were involved in studying the problems and
 
recomending sciluti The formulation
on. final 
 of these
 
recommendations and any errors which may 
 have resulted, however,
 
remain my responsibility.
 

Various techniques 
were used to collect data including

Nominal Group (similar to 
focus group) discussion, brainstorming,
 
case studies, interview and observation as well as review of
 
existing reports related
and documentation. An "Assessment
 
Model" was also developed to collect data on 
inputs, processes,

,outputs, 'utccomes and estimate the impact of the selected health
 
facilities based on 
a systems analysis approach.
 

Following is a summary of 
findings and re'commendati:.ns based
 
-on the analysis cof data and information collected during the

cconsultancy. 

II. Summary of FindinQs
 

1) The construction of health centers was prcgressing well
 
despite very difficult conditions for: transportation, supplies

and skilled manpower. However, several building types,

especially types C and D, have been constructed to high standards
 
beyond local needs and means of maintaining them. Selection
 
crtieria need to be reconsidered.
 

2) Project offic:ials have elicited 
 the participation and
 
collaboration cif health
l-,:al authorities and other churches
 
since the project began implementing activities. Hcwever, the
 
project managers have not, 
until recently, developed a formal
 

t
 

http:re'commendati:.ns
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means for documenting 
 and coordinating this collaboration to
 
assure adherence to management procedures and policies.
 

3) 
 Most of the centers visited did not have an adequate stock of
 
essential drugs nor the required equipment to carry on a program
 
of health maintenance and basic care. 
 Missing items included
 
weighing scales and sterilizers, which are essential in any

health institution not only for participation in national 
priority programs but also to prevent spread of infection and
 
disease.
 

4) Within the system processes, major problems have been 
identified in the area of management. No supervison has been 
done ither from the Church or from the health zone authorities. 
Reporting and record systems are inadequate. A system of uniform 
reporting and standardized data collection has not been 
implemented to date. 

5) With the serious deficiencies in inputs and processes

described above, the system outputs, outcomes and impacts are
 
unlikely to be effective, either in terms of quality of 
 care or
 
in terms of financial performance. Due perhaps to the
 
concentration on construction 
 and equipping facilties, the
 
facilities visited by the :consultant team showed little if any

involvement in preventive health, child survival activities
 
including ORT, vaccinations and family planning activities. 
These deficiencies suggest a need for management intervention to 
establish c:lear and measurable c,bjectives, provide supervision
and follow-through on a range of improvements from quality
,control, prevention and child survival t:, statistical collection 
and financial reporting. 

6) Despite these problems, the Methodist Church and the ISROS 
project have contributed significantly to improving the health 
institutions originally established and operated by the Church. 
Most of the problems highlighted in this report are not 
exclusively the responsibility of Church orthe the project.

Sustainable changes in systems and operations will require clo'se 
collabcor at i on with other institutions (e.g., ECZ (SANRU),
Medec ines Sans Front ieres) and the regional government 
authorities.
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Major Recommendations
 

The health center system can be viable provided that these
 
major problems can be 
 monitored, corrected and followed-through

by either the ISROS project itself or through collaborated
 
assistance with other programs/projects including national,
 
international and bilateral assistance agencies.
 

A. ISROS project 

1. Construction design tapes C and D should be eliminated; only 
types A and B should be retained for remaining construction of
 
health centers. Budgetary savings from this reduction should be
 
used to build additional centers or to purchase additional drugs
 
or equipment. 

2. The Methodist Church should support, especially financially, 
health c:enters as it has already done with hospitals run by the
 
Church in the area.
 

3. Stronger and more efficient management systems should be put
into application including regular supervision, both technical 
and financial. The "Assessment Model" which was developed and 
used for this consultancy should also be used for supervisory
visits with the assistance of a local consultant and/or zonal 
author it ies. 

4. Free care shculd be reduced by strict regulations proscribing 
ncon-payment f':,r Church and government c- fficials, leaving free 
care for indigent as determined by c':mmunity members not in the 
employ cf the health center. Every effcrt should be made to 
recover at least the -:cost of drugs and supplies consumed for each 
patient visit. 

5. Criteria for selection of centers to be renvoated or 
constructed for minimum required utilization and quality ,of care 
as well as for the 
assurance of the involvement, commitment and
 
leadership from all representatives c:f the community,.
 

6. Simple uniform Management/Health Information systems (M/HIS)
shruuld be impelmented. Each health :enter, hospital, etc. would 
be required to maintain standard record keeping ledgers and 
report regularly on priority pr:grams, utilization and financial 
data.
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B. ISROS and Other Programs/ProJects 

1. Project officials need to promote more positive relations
 
with local health authorities, health providers from other
 
churches and organizations in the area. 
 These joint activities
 
should eventually be organized on a more regular and formal 
basis
 
to facilitate information and experience sharing and
 
communications at all levels.
 

2. Child Survival activities including ORT, Immunization and
 
Family planning should be promoted and made available in all
 
facilities.
 

3. Pr.oject staff should take measures to make preventive health, 
Child survival inter vent ions and health education higher
priorities in project-assisted health facilities. 

4. Management training should be provided for techni,-al and 
administrative staff in country or 
abroad as appropriate and as
 
available resources permit.
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I. BACKGROUND
 

Under the Cooperative Agreement signed with the United Methodist
 
Church of Shaba, USAID is constructing/renovating and equipping
 
health facilities, including three hospitals and forty-five health
 
centers in the Lualaba and Kolwezi sub-regions of Shaba through the
 
Shaba Refugee Health Project (ISROS), No. 660-0114. The goal and
 
purpose of this project are to reintegrate the Lualaba sub-region
 
repatriates and refugees into regional socio-economic development
 
by rehabilitating and improving the health infrastructure in these 
sub-regions which were severely damaged during the 1977-78 Shaba 
war. 

Refugees and repatriates as well as the whole population in
 
the area have been facing major problems of restoring health among
 
refugees arriving in poor physical condition until fields are
 
established and socio-economic infrastructures are rebuilt.
 

The Shaba Refugee Health Infrastructure Project is related 
closely to two other USAID-funded projects, the Shaba Refugee Roads 
Project (660-0115) and the Shaba Refugee Water Supply Project (660­
0116) also working in the Lualaba sub-region. The project is also
 
harmonizing well with the National SANRU Program administered by
 
the Federation of Protestant Church in Zaire, in cooperation with
 
the Ministry of Health and USAID through the Basic Rural Health
 
Project and other international donors such as UNHCR, Belgian
 
Government, FAO and the World Bank in the project area. 

In order to insure the viability, especially financial
 
viability, of the health facilities to be renovated or- constructed,
 
the sustainability of health facilities is a major concern under
 
this project and therefore prior knowledge of sustainable health
 
facilities to be selected is a planning requirement. A technical
 
assistance was recommended by the project start up evaluation team.
 

II. OBJECTIVE OF THE TECHNICAL ASSISTANCE
 

As indicated in the scope of work, the objective of the 
technical assistance is to assist the Shaba Refugee Health Project 
with the analysis of expected impact on service utilization, 
recurrent costs and patient revenues of assisted 40 to 50 health 
centers in the Lualaba and Kolwezi Sub-Regions. (Appendix A) 



In order to meet this overall objective, the following major
 
tasks/activities are to be performed:
 

1. 	Review relevant documentation form the project concerning
 
project objectives, accomplisi-ment, and plans, relevant studies and
 
reports.
 

2. Interview project officials, USAID and GOZ in Kinshasa and
 
in Shaba region to obtain information on health facilities as well
 
as on health zones' structure and management systems.
 

3. Evaluate and adopt current data collection instruments and
 
reports to devise a simple method for assessing the performance of
 
health facilities and the impact of project activities.
 

4. Visit 4-6 health facilities selected with collaboration
 
officials and test the data collection instrument and proposed
 
methods of analysis, revising as necessary.
 

III. METHODOLOGY
 

1. Consultants 

*rhe consultancy was performed by Dr. Duc Tien Nguyen, Ph.D. of 
the University Research Corporation, Inc. as the Principal 
Consultant and by Dr. Minuku Kizonzi, MD. MPH, Medical Chief of 
Health Zone and Medical Director, Sona Bata Hospital as local 
consultant. The consultants were well accompanied by Ms. Elizabeth-
Movacco, HPN Representative, USAID/Lubumbashi throughout the field 
trip to health facilities within the Shaba. 

2. Timetable
 

The one month consultancy included one week in Kinshasa
 

reviewing relevant documentation from the project and developing
 
the Assessment Model for data collection; nine days in the Shaba
 
visiting eight health conters, one hospital, one maternity to
 
collect data and to meet and interview officials from the United
 
Methodist Church (UMC), health Zones and Region, USAID staff;
 
Project staff; nine days back to Kinshasa to analize data and to 
draft report; and five days for travelling and finalizing report.
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3. Sites (see Appendix E for a list)
 

The health centers selected did not represent all centers to 
be renovated/constructed as a representative sample from a 
statistical standpoint. However, several stratification criteria 
were discussed and concerned such as construction status (Started, 
Underway, Completed), proprietaryship/ownership (Church owned, 
government owned, etc.), and types of health centers (A, B, C, 
special, health pest) in order to include centers of various 
characteristics. Also, the HPN representative in Shaba suggested 
centers be included basedd on her experience and knowledge of the 
centers through reports or previous visits. 

Eight centers were selected, including: Kambalala, Malonga,
 

Divuma, Kasajiville, Garaganze, Mutshatda, Kayembe and Kolwezi.
 
Also, Kolwezi maternity center, Pharmaceutical Depot at Kolwezi and
 
Garaganze hospital were included.
 

The characteristics of the institutions visited are summarized
 

in Table I on the following page.
 

4. Assessment Model (Appendix B)
 

The consultants developped a model which can be used not only 

for this consultancy bL.t also for any other supervisory visits. 
The model consists of a checklist which requires about two hours to 
complete, but, which covers al-most all essential information of the
 
overall system analysis. This includes assessment of inputs,
 
outputs, processes, outcomes (direct effects) and impacts- (indirect 
effects) of a system and of major sub-systems within the system in
 

the three areas of health care institutions (utilization, quality
 

and cost) which need to be assessed in order to judge whether the
 
system is viable or not. The financial viability of a health
 
system cannot be judged or predicted for a planning purpposs
 
without considering the technical viability. The quality outputs
 
are, therefore, at least as important as the utilization outputs of
 
a health care system.
 

The model includes not only information on inputs, outputs, 

and utilization but also information relating to the processes and 
to the quality of care Ftovided. However, dealing with "process" 
i.e. management and especially with "quality of care" is not easy 
because we are no longer in the domain of the physical sciences, 
but approaching the art and practice of medicine. Peter Drucker
 

and other scholars in management of our time have deemphasi-ed the
 

value of using mathematics in management. The JCAH (Joint
 



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

Table I. Characteristics of Institutions Visited.
 

Institution Type Construction Proprietor Zone 

Kambalala HC A 90% done Methodists Kisenge 

"
 80% done " 
Malonga HC C 


90% done DiloloDuvuma HC C " 

Kasaji Sp Completed " Kisenge 

Garganze Sp Completed Garaganze Kisenge 

Mutshatsa C 50% done Methodists Mutshatsha
 

"
 HP CompletedKayembe 


If
R Completed
Kolwezi Hosp. 


Kisenge
Garaganze Hosp. R Completed Garaganze 


Kolwezi Matern. R Completed Methodists Mutshatsha
 

Kolwezi Depot R Completed Methodists
 

°ey: C=New Constr'uction; =Renovation; Sp=Special; HP = Health Post 
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Commission on Accreditation of Hospitals), a review branch of the 
AMA (American Medical Association) has been trying for many decades 
to develop a tool to assess the quality of care provided by 
hospitals in the States through MCE studies (Medical Care 
Evaluation). To date, they have opposed adoption of one or more 
quantitative indicators of quality, such as such as mortality 
rates, return to operating room after operation, etc. under the 
belief that "good care" which is very complex and very difficult to 
determine without considering a panoply of considerations.
 

In a similar fashion, the consultants have applied the
 
management style, "Management by the Minimum" to develop this
 
assessment model. The minimum is something that "must" be done,
 
rather than what "can" or "should" be done. This management style 
might be good for developing countries because the "must" is easy 
and simple to assess while the "can" or the "should" is very 
flexible and very difficult to assess. 

SHOULD
 

CAN
 

MUST
 

Minimum
 

The "InpUts" includes Building, Equipment, Drugs, Cash, and
 
especially Policy (Government and/or Church)...
 

The "Processes" include items on General Management, Personnel
 

Management, Financial Management, Maintenance, Training Programs.
 

The "Outputs" include utilization, quality items.
 

The "Outcomes" or direct effects of the system included amount
 
of patients of various leading diseases, the extent of malnutrition,
 
of family planning and of immunization.
 

The "Impacts" or indirect effects of the system are of two
 
categories; a) the health impacts including Health Status, Mordidity
 
and Mortality rates and, b) the financial impacts including net
 
profit (or loss), operating profit (or loss), capital gain (or
 
loss).
 



6
 

EXTERNAL
 
FACTORS HEALTH CENTER SYSTEM
 

Culture PROCESSES
 

INPUTS OUTPUTS OUTCOMES IMPACT
 

PHYSICAL Gen.Manaaem't Utilization 
-Building -Structure #Vaccination -Extent of Health 
-Furniture -Organigram #Inpatients Immunizable Impact 
-Equipment -Planning/ #Outpatients Diseases Health 
-Labor Evaluation #Deliveries -Extent of Status 
-Drugs -Supervision #Outpatients MalnutritionMorbidity 
-Cash -Report #Consultat'n -Amount of rate 
-Supplies -Maintenance #Lab. Tests Diarreal !ortality 

#Population Diseases rate 
served -Malaria Fertility 

Diseases rate 
- T.B. 

Infection
 
Non-Physical Financial Mqmt Quality Financial
 

-Policy -Bookeeping -Steriliza- Impact
 
Gov't -Accounting tion NetProfit
 
Church Simple -Infection /Loss
 
Donors Double -Waste Operating
 

-Law -Financ4al Mgmt Profit/
 

reports -Water source Loss­
-Inventory -Energy source Capital
 

-Minimum Gain/Loss
 
Personnel Mgmt Drugs,
 
-Training Lab Tests
 
-Job Description 
-Motivation
 
-MIS/HIS
 
-Record System 
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5. DATA COLLECTION
 

Various techniques have been used to collect data information and to
 
identify problems. Nominal Group discussion was used with a group
 
of physicians from three of the four health zones of the sub-region
 
who came to Kasaji to attend the sub-regional Health Conference.
 
The group includes Medical Chiefs of two health zones, physicians
 
from Medecins Sans Frontiere, HPN Representative from SHADO, USAID
 
consultants and the project's construction supervisor. 

The group contributed valuable inputs to the establishment of 
minimum criteria for a health center to be selected for 
reconstruction/rehabilitation and to the ultimate sucess of the 
ISROS project. Brainstorming was used with USAID staff especially
with construction staff in order to get the idea of an appropriate 
bulding for a health center. Case studies using the Assessment
 
Model applied with the selected health facilities to collect
 
systematic data from each facility in its own condition and context. 
Individual interviews were held with project directors, the
 
Methodist Bishop, Medical Regional Inspector, Pharmaceutical Depot
 
Director and others to obtain a broad spectrum of opinion on the
 
health centers.
 

IV. FINDINGS
 

The findings encompass five areas: - A) The . ysical and non­
physical inputs to the system; B) The system processes; C) The
 
system outputs and outcomes and D) The system's impact and­
viability and E) Selection criteria for construction/renovation.
 

A. The Physical and Non-Physical Inputs
 

a) Buildings
 

1. In general, all the old buildings are in unacceptable
 
condition, below the minimum required of health centers: they are
 
small with tiny windows allowing limited visibility and poor
 
circulation. In several instances the roof was too low and damaged
 
by heavy rain. A few centers have locks, but, in many the
 
responsible nurse has to bring drugs and equipment home every night
 
to secure them from intruders. The old buildings usually have only
 
one room. Some old centers (Garaganze anJ Mutshatsha) are not
 
located in good locations ccnvenient to nearby populations.
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2. The new buildings are of six types: Health Post, A, B, C, D,

and Special. Health Post is the smallest type having no space for
 
beds.
 

Type A has four rooms (Appendix C): Registration, Consultation,
 
Treatment and Observation room with bed.
 

Type B has five rooms: Registration, Consultation, Treatment,
 
Observation and Maternity.
 

Type C has eight rooms: Registration, Consultation, Treatment,

Pharmacy, Laboratory, Observation, Maternity and Storages. 

Type D is like type C except that there is no maternity. 

Type "Special" which was built before the models described above 
were settled on, is somewhat similar to type C. 

Renovated centers have to adapt 
 and match with the old
 
construction designs. 

3. Criteria for selection of centers to 
 be built or renovated
 
include: a) Old Center has been surviving for at least two years, b)

Population to be served must 
be large enough --3000 persons, and c)

Distance between selected center and other centers must be at least 
15 kms. 

4. Construction has been carried out by the Project with the 
contribution of local community providing bricks.
 

5. Nearly all of the centers which have been built or renovated 
belong to the UMC or Garaganze Church. No government owned or
 
Catholic church centers have been selected to be renovated or 
constructed. The original 
 plan would have inclvded government and
 
Catholic affiliated health centers in the project, however, there 
are very few state-owned facilities and the Catholic leadership

opted out of a cooperative arrangement with the UMC.
 

b. Equipment/Instruments
 

1. All health centers have at least one thermometer. All 
thermometers are techically outdated, difficult 
to read.
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2. Almost all centers have no scales, either for adults or for
children. Some centers have scales but 
keep them stored in a box.
 

3. All centers have an ice chest for vaccines but not utilized. 

4. All centers have at least one stethoscope, but at one center 
the stethoscope was broken, and can't be repaired locally. 

5. Most centers (but all should) have a working sterilizer that
 
functions either by steam or heat.
 

6. Each center has a bicycle or a motorcycle but none of the
 
bicycles are either not operating -- one was reported stolen. 

c. Drugs 

1. Drugs are supplied mainly 
by the nurse in charge of the

pharmaceutical depot in 
Kolwezi who makes one resupply trip every

three months.
 

2. Stock rupture/shortage i= very often because quantities

ordered are 
less than needed for a three-month interval.
 

3. The Kolwezi depot 
itself has a regular stock of three months
 
which is far under the stock required. 

4. There is no recording or accounting system for .;ugs at almost
 
all centers;
 

5. There are no stock cards for drugs or for supplies at almost 
all centers. 

6. A minimum drug list is not available at all centers (Appendix 
F).
 

Only few usual and basic drugs like Chloroquine, Aspirin and

Antibiotics are typically found at health centers, but in minimal 
quantities. 

8. Sometimes drugs are bought locally from oharmacies or the 
black market. 

9. Drugs are not storod carefully, they were found in unlabeled 
containers in several centers.
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10. Drugs are provided in most cases to patients with
 
consultations; consultation fees include drugs. 
Some centers resell
 
drugs to patients with a 10% mark-up. 

11. ORS packets are very rarely available, contraceptives
 
were only available at one of the ten facilities visited.
 

d. Policy
 

The consultants understood that according to UMC Policy, 
as later
 
confirmed by Bishop Katembo at the 
 interview with the consultants
 
and SHADOrs HPN representative, all medical services including drugs
 
are free of charge for all pastors and their families. Before the
 
project began, policy for health centers was made by Church members.
 
Recently, the church affiliated health facilities have begun to open

representation to the community and to local 
health officials (MCZ

for example), however, their role is still not clearly spelled out
 
and evident to the health workers.
 

B. The System Processes
 

a. General Management 

1. All centers have a management committee which include around
 
four members. Almost all the members are designated by UMC. There
 
is-no community involvement or participation in this committee.
 

2. There are no plans or- formal evaluation of- the staff or
 
services provided.
 

3. There is no formal system of supervision setup by either the 
UMC not the health zone. Only supervisory visits from HPN 
representatives were duly recorded. 

4. Each center submits a report to tne Church in Swahili about
 
the activities, services and financial 
status.
 

5. All 
 centers have a Registration book of Consultations
 
recording date, number, name, sex, age and address of patient. 
 Only
 
one center has registration book with diagnosis/symptoms.
 

6. Simple clinic records are found in all centers, but generally

of poor quality: poorly kept, unorganized, and very small (a piece

of loose paper) making them difficult to read as well as maintain in
 
the files.
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7. No maintenance system either for buildings or for equipment

has been identified. 

8. Spare parts or repair services are available locally.

Motorcycles and bicycles are of order due to lack of spare
out 

parts; especially hard to find are innertubes.
 

b. Financial Management
 

1. The only financial management information system that is 
usually maintained at all centers is a trimestrial or semestrial 
report. A typical report indicates: 

100%: Total revenues 	 Aver age

72%: Expenses: 	- Drugs .......................... 60%
 

- Salaries .............. .........22%
 
- Contribution to Church(Central) 3%
 
- Contribution to Church(District)8%
 
- Contribution to Church
 

(local/pastor) 2%
 
- Miscellaneous .................. 5%
 

28% Balance
 

2. Most centers have no bookeeping system. Record of
 
transactions Is done at 
 the time of report. No accounting system­
- either simple or double entry was observed to be in effect at any 
center. 

3. Cost accounting for the purpose of pricing goods and services
 
is also not practiced. Prices are apparently set through back of
 
the envelope calculations and guesswork.
 

4. Inventory is found
not to be done on a regular basis either
 
for drugs or for equipment. 

5. There is no internal control system or use of external audits
 
to assure accountability of receipts and purchased/donated equipment
 
and supplies.
 

6. Cash management is very rudimentary: the nurse responsible

collects cash, keeps it and purchases goods as he thinks necessary.

Periodically, he turns in the balance of 
funds in the cashbox to the
 
Treasurer of the Church (UMC or Garganze) who uses it 
for some other
 
purpose.
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7. Percent of non-paying patients is around 5%. 
 The majority of
 
non-paying patients (95%) are not 
poor or indigent. They are
 
pastors, administrative officers of the church or 
government

officials, e.g., Chief of Only rarely are the poor or
Post Office. 

medically indigent non-paying patients.
 

G. There is no prepaid 
 system, however, several facilities
 
provided care to employees and would be reimbursed later by their
 
employers. (Tabazaire, Isros.). About 15% 
 of patients have their
 
bills covered by their employers.
 

9. The average 
income of the family is estimated to be about
 
2,500 Zres ($ 8.00) per month.
 

10. Consultation 
fees: 150 Z first visit, 100 Z for 2nd and
 
subsequent visits. Occasionally, these fees were lowered for
 
children.
 

c. Personnel Management
 

1. Personnel are recruited, transferred, and terminated by the
 
Church.
 

2. No job descriptions or work assignments have been prepared at
 
any of the health facilities.
 

3. Salary is based on and varies with 
 the amount of fees 
col lected. 

4. No evaluation has been done for 
any type of personnel.
 

5. No personnel policy has been prepared 
at the health center
 
level.
 

C. The System Outputs & Outcome, 

a. Utilization 

1. The total number of consultations is around 400/month. About
 
35% are new cases.
 

2. Approximately 90% consultations are for curative purposes,
 
around 10% for preventive activities.
 

3. Only the two large centers perform any laboratory tests.
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4. No health education, nutritional education, few family

planning activities have been performed. (in big centers only

Kolwezi and Kasaji).
 

5. Child Survival activities especially immunization are weak and
 
not regular.
 

b. Qual ity
 

1. Waste products 
 and refuse are destroyed in inappropriate
 
ways (not daily, in open holes without incineration).
 

2. Infection control is not performed, even in maternity

delivering room. No sterilized gowns are available even 
for nurses.
 

3. Most of 
the nurses are at A3 level.
 

4. Mortality is around 1-2 cases/month in big centers.
 

5. No feedback is obtained from transferred patients.
 

6. Critical 
drugs (minimum) are not always available.
 

c. Other Outputs & Outcomes 

1. No training of Community Health Workers (CHW) or of any
 
other staff has been offered except at Kolwezi Maternity.
 

2. Population served for each center 
is-around 3,000.
 

D. System Impact & Viability
 

1. Significant increases in consultations and revenues have
 
been identified in comparing utilization before and after
 
construction/renovation (20% increase) 
 at the centers where
 
construction/renovation has been completed. 
 It is important to nate
 
that these centers have only been operating for several months.
 

2. The financial viability of the USAID-assisted health

facilities can be assured if the processes are improved and quality

imprc"ements are managed 
within available means. Of 
 the site%
 
visited, operating profit varied from 1,000 Z to 3,000 Z a month 
at
 
small healthc enters where drugs are limited and not always

avilable. At 
larger' health centers located within hospitals and
 



14
 

where serious cases are treated, financial losses of around 35,000

Zs per month were identified.
 

E. Selection Criteria 
 for Construction/Renovation. 
 After much
discussion between the project staff, SHADO and the consultants, the
 
current criteria were agreed upon for 
site selection:
 

1. Must have been in existence for 2 years.
 

2. Population minimum of 3,000.
 

3. Distance to other center at least 15kM
 

From the construction and 
 marketing standpoint, these criteria
 
are acceptable. However, 
 from the public health standpoint,

additional criteria need 
tc be included 
 in order to assure the

quality of health care provided and the participation of

representatives from the community. Applying the standard of

"Management by the Minimun", 
 the "Must" criteria must be met

without exception, the "should" 
criteria are advisable and
 
depend upon local conditions and the judgments 
of project
 
management.
 

The recommendations offered by 
 the consultant 
 team and discussed
 
with project and USAID representatives 
follow in the next section.
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V. RECOMMENDATIONS
 

Category A
 

1. Child 
 Survival activities, especially immunization and
 
family planning should be promoted and available;
 

2. Health education and nutritional education should be
 
per formed;
 

3. Home visits should be done on 
regular basis;
 

4. Preventive healthc are should be available and provided
 
at all health centers; 

5. Training of CHWs and TBA (Traditional Birth Attendants)

should be performed in all project-assisted communties;
 

6. Short term management training in the U.S. is recommended
 

if funding can be made available.
 

'ategory B 

1. 	the design of some newly-constructed buildings is too big

and costly, difficult to maintain and overdesigned for available
 
personnel. It is recommended that Types C and D be eliminated; only

three types - Post, A 	and B should continue to be constructed.
 
Budgetary savings obtained from this recommendation should permit 
more centers to be constructed.
 

2. Church policy should be changed. the UMC should provide
financial support to centershealth 	 and refrain from collecting

contributions from the health 
centers - which are obtained from 
patient fees. 
 Free care should be limited to only indigent patients

in need of care. 
This category should be severely restricted, to 1X 
or 2% of all patients seen. 

3. Each center should have a board or committee which
 
includes not only UMC representatives but also representatives from
other active churches and from administrative and health 
authorities, especially, the Medicine Chef de Zone. 

4. A supervisory system should 	 and in placebe established 

as soon as possible. Supervision should cover both financial and
 
technical concerns.
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5. Trash should be destroyed in hygienic fashion: 
by

incineration or in closed dumps.
 

6.. 
 A unform Management Information System (MIS) and Health

Information System (HIS)should be established to collect minimum
data from all healt centers throughout the country, starting with
 
centers 
from ISROS project (Appendix H).
 

7. Financial management should be trained and applied.

Standard operating procedures (SOP) should oa available 
 for each
 
major piece of equipment.
 

8. Maintenance of 
 building and equipment should be trained

and applied. Maintenance schedules based on 
SOP for each piece of
 
equipment.
 

Criteria for selection of centers to be
revovated/constructed should be changes as indicated in Table 2. 

10. Technical assistance should provided to implement these
recommendations and provide needed reinforcement and follow-through.
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A) Roview relevant docunentation from the project (lhaba Refuyee Health 
Project, No. 660-0114) c.ncqrning project objectives, acco,,lishmens and 
plans, relevant studies: and reports; 

B) tilterview approj.i;ae f.,ject, USAID ;OZ Health offici.lsaid (in 
Kinshasa and in Shaba Region) to obtain infornma ion regarding curretit 
prgjdct object-ires and ctivities, hoo±zpQje struqc ures ani , :'ft
 
:rvstmns, and specif.c i:,: 
;zton o;i tie health facilities.-.. In'.'olved in the 
SVoeCt; 

C) Evaluate and adopt cur.cent Qata culecticn irstrwiients and health
 
cnvrvices reports to devise a s mple method for assessing the peiforrence 
of aQIatingh.ealihfacilitisthe of propose(I projectIJn iji;,xct 
activities, i.p., uevi.se a method to evaluate health facility perforimance 

;-.d financial viL'.1iity before and after rec-)i-- ruction. This method %,ill 
be used as the basis f-1 derc'ding if tehabilitaton or construction uZ a 
:-:alth center ,a.-J sense in terms of financial viability. Infonittioi. 
uzed for the assessnent should include Fi-at pealnir, to: a) ser ice­
levels, b) service population, c) ulilization, d) staffing,-e) costs and 
..venues, f) wanagenent aiU g) lonq-te.jn viability; the , .nsultU.,t s:'.iLd
 
2.so consider additlon.l recu-rent costs t'-at would result fran
 
construction of the 
new -zc.'Jty, and the services pop'lations capaci'.'y to
 
support these cost-.
 

D) Visit 4- her..h facil.Zies selected with cIlabo.:ating cf'icials and
 
test the dca collection instrunent and prop-.sed methods of ai-lysis,
 

revising as rnces.-.:y;
 

http:lonq-te.jn
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"j 'vnalyze t1lo -iat l ;l,,cording to the ptoposed methodology; issue, report witl ,eiied findinyg in visited facilities as Fer C) above,(e.g., service l., Utilization, etc.) arid which will includ?zsesnt of anthe project's likeiy inprict on these indices oferformance. The Contractot-'s report should al.Qo include analysis and.ecomn-ptylations ca how to: (1) imnprove services. utiization and costecwory -nt visited sites, a;A] (9) ai.ply the data oollectior. methods.Mlytical methodolngy to 
and 

the other propo,-ri project sites. 



Appendix B 

ASSESSMENT MODEL
 

INPUTS
 

A. Physical 	inputs
 

Building: Roof..Door..Lock..Floor...
 
- Equipment: - Sthetoscope
 

- Sphgnomanometer
 
- Scale
 
- Thermometer.. 
- Sterilizer.. Heat 

Steam 
- Ice chest.... 
- Scale Adult... 

Children... 
- Typewriter 
- Lamp 

- Furniture: Desk.. Chairs.... Cabinets...Other .... 

Labor/Staff: - Doctor... Training Number Salary/Month 
- Nurses 
- Clerk 
- Cleaner 
- Accountant 
- Other... 

Drugs: 	 - Antimalaria Quantity Source Cost/Unit 
- Analgesics 
- Antibiotics 
- Antholminths 
- Cough
 

- Suppliesi 	 - Toilet paper
 
- Paper
 
- Xnsecticide
 
- Mosquito spray
 
- Pen/Pencil
 

B. Non-Physical
 

- Government Policy 
- Church Policy
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II. PROCESS
 

General Management
 

- Structure: Board... 
-Organization Chart.... 

- Work plan.... 
- Supervisory report: Technical 

Financial 
- Maintenance Schedule.... 
-SOP 

B. Financial Management
 

- Bookeeping 
- Accounting: Simple entry... Double entry 
- Financial report 
- Inventory 
- Financial procedure 
- Stock card 

C. Personnel Management
 

Training of CHW.... 
Nurse.... Matrone.... 
- Job description .... 
- Job assignement .... 
- Motivation.... 

D. MIS/HIS
 

- Record System Patient Card (Fiche)....
 
- Immunization Card ....
 
- Registration book ....
 
- Reporti Service... Monthly.... Yearly....
 

Financial .... Monthly... Yerly....
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III. OUTPUTS & OUTCOMES
 

A. Utilization 

- Number of consultation per month 
- to outpatients 11 of 
- so inpatients is 
- " deliveries It 
- of labtests (by category) per month 

- Estimated population served (number <5 years) 
- " average number of consultaticns needed by population 
-Number of vaccinations per month 
- Number of cases of immunizable diseases per month 
- " " malnutrition Is 
- ° "I " malaria 
- of o°fI tuberculosis 

if 

B. QUALITY 

- Sterilization of equipment: heat? adequate or not?
 
steam? adequate or not?
 

- Waste management: daily? weekly? 
proper controls of blooc 
products and syringes? 

- Available utilitiess Water? Electricity? 

- Minimum drugs (essential drugs) available? 

- Minimum lab tests available? 

- Number of deaths per month? 

Staff adequately trained?
 

- ORT available?
 

- Family Planning available?
 



iv
 

APPENDIX B Continued
 

IV. IMPACT 

A. PROFIT/LOSS 

-Operating revenues: 1) fees collected 

2) drugs sold 

- Cost of drugs sold 
- Gross profit 
- Operating expenses 

-Salary 
-Utilities 
-Equipment/Supplies
 
-Contribution (to be eliminated)
 

- Depreciation 
- Net Profit/loss 
- Other sources of income 

B. CAPITAL
 

- Building 
- Cash 
- Inventory 
- Accounts receivable 
- Liabilities 
- Balance/Capital 
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VISITE DES SITES 

Ld 15/03/1989 1 	Depart 00 Kinaha-k pour IKolww.t via Lubumbanhi . Arriv6e 
a 17 	 heures, 

La 16O/C.-./ '989 3 	D6part pour Kasadji. Arriv~eo A 16 heures 
Noire asaiaterons a la conf~renoc sou-reglonala !P.- 6e 
olna Chofs do Zone du Lualaba. 

Tl:n 	 Evaluation du plan d t aotion des Soins do SantA Pri.­
mRires danB la. ioun-R~glon, 6labor6o en 1988 
RF~sult'at et oontrninis, 

Los deux Consultants USATD ex,liquent le but de leur mission*
 
Avoo lea Mdocins Chefs de-7 Zones, nous dJisouberons 0e l'or­
ganiation'du travail des Soine do gant6 Primai.rin dans 
Lualaba et avoria prooWd A la discuse4.on de oritAree iitilia 
s6s -'ouir la seloc'.tion des Centraig-do C.-Ant6 on uouris dooo'­
truotion par ISROS 

Le 17/03/1989 t 	Vimite d~i Centro de -nto * 

1. 	 K0&NJ0LALA , 91tu6 A plus do 18 km do Kamndji. On viont 
d'y tosri~.~"~r:~"Zype A 

qui atei encore sea portes .,; Diaoussioncd'A.cyc 101nfir­
r-io' et 2 mairtues . "isite d,) l1ancien. otdu*..6uveau bfl­
"I-rt di- C'-dra do Sant6 pl~ts !a maisen dosi'Infirmiar. 
La nouveau b~timent Wnt par encore oooup6 T1'Jfnut 
onoor" nompi~tei- le ''Anedleau. 
Dann; I Iancien Initirent I ,thserice kva me1 isc -rbre at 
!uintant (ii pl -) Oueiques flaoons des mldicamontr 

or..r1 	 6tiquette, , un cahier en g~ise do i'~gistre ot que­
quor-papiere 'r'xvant deo fiolhee . Aucune aotivit6 pr6von­
tiV', ou prorotiolnnelle . 30 patients par Jour doht 4-5
 
onn do nriln'itrit.Jon.
 
P.blilm- couranto rencontr6a j pludiame,, verrlinoso,ra,
 
nutritiont malAdies des voies respir~boiros . T1. y a un,

dA,---onsairo d, -,t A 500 m..res 
wais de mauvaise r6putz,.
tion . Ra;' ., i juslu'A 20 km 
IIALONGA IT,,4 on aoh~ve un granr oentro do sant6 do -tyl.
 

Pe C L't'quipe do oentro 4 Auxi-
Jiaire Fille) noiun regoit dahnoVI~ianoien b$ti_

Mont 6troit male prnprc oia il y A un mdinimum d'6quipeme"'. 
sauf miurosccnpo ot balance . L'Infirmier ant au couran~t 
d(- son travail ot sea documents mont on ordi~a ( r~gistir. 
at Tiohes ) cr'mmq A Kambolala, pae diaotivit6a,Orvent.. 
vea et promotionellea , 50 % cdea pnt ients (25-.0/jour)
.n.,1ffrnt do m^awA, 20 X d'.-,affections don 	voie. reff.­

nion dii Contro InA t4Pn rmevonnia2 
do l'PNglie nito p'i11ir Ua goetJ.of du Conbro. MJdon 

1.DIVURIA (&prAo de ::5 Im ds ;4alonci) On y oonstruil. 
tin Contrn d~o'SantA 6oot~'p C L'sunin diopen­

0i"'ot unp petite biltise nln~ at ayant pour so)1 
bq,.mntune table aur larluelle tO.):; est d6pon4 n6' 

Oomcntal , .'gjior6. *' et Une 0o1I'81%s . 10i lAad .. 

~dr,~ floI"- ,is des cahiers qu'ilo *_,mpwvo'nl n.hoz euy,. 

http:goetJ.of
http:discuse4.on


Ano rertQ 'dono 'iomw ru Contrs Leis aol.. c uratifs es l~a P-a 0 aeot' 
*vit6 s30 malades pr%- jour Meloni 1Infl-rnicr qui A no~re avis 'a ocnvion-. 

..~a pan pour lo .omvnnu Centre do garit6 i 
.1.,Divuria at i petite uig~omAration do pra da 8.000 Amet.' et aue.. 
~ si uno gare do ohemin do g0et
 

,aCentre do Grni6 ioiiev& un modalq sp~nial T1 !,mt 
o;~ wiiiation . Maposr ,* ' une) Ps.le dfattetite, .,c) conn lts~.kcor 

ot dlu,,e. pharmnoie . L'thfirmii:r Responeable Pet absent -,ienmus diecu­
-.oronm avoo 'Aj!1.iliaitq at le Pasteur . Lo Comit6 exists 
Ao',ivite' ou.-ativoe ( O maladoe par jou r a 6ducation eanlta-e 

*0ARAGAN"-7 j*l 18/03/1989) 

4 re do Sarit6 conietiuit aveo TOROS oat U'. 
typo ap6olnl oomprond pluai-1',..; pia-:ee, un hall# uris pharmabo -6; 4es 
bwu-.1- Ioi travaille 1.? ~.oin Direotauir ot il y ant prdV.,i I. bure~u 

cenru'.de'ilnn do Bantt 
Ld sa;"f oornrrend pras do .unit~i EquIr'ient saffiaant ser:t tn f,-is. 

L,, nouveaku Cenri

* 	O on ,-cinnm La piiiarmaoie oontient dea m~dicamont-.t Oe04ntij . inati 
quo Lin, mAdi-amrntsa oornre L-. iMroptomyoine,I1I rt-.mifon( IN" rj l 
ne o.. nt-- antibicitiquoe! .ont k:ar;ineeoa - Pr~n dr 40 %do altank1 eat 
uni, donation ( IMPAS ) . Noions ussi 11':ueiinos de,..... rC:~& . ou 

* 	 tionp *.- driftat~n TV ou mtrn'.ea 
*Lo'ay~..jm c~+..;blej #dministratif at statistiqus Pont a ot ''7 

pl±*1.*Adm~in1.atr;.' ie l'h8pit~d. "at Un homme '.-5 d -OU6 et 
jou6 un grand r8lo c>-%n I- maintien ca 11'h pital &prAs l~a gua-.-e . 11 .;t 

* au ac-.-qnt de tcouteai leis quostions dA MnA*roleflt dui Cent-,....~ pftroon­
no! ast ut±13.ah nviesi pa.-tiollement par ilh~pital i
 

Vi ib do1~ m'tirnit6 reohabilit~o ph? -SROS * Tout sot iuip~oi-mble do,
 
puje.-.nal OR10di maad usquI & ~als diacoouoheD'nt 4. 0coup~ti~nf
 
Plusr'480 %
 

*A- .tivitsa : le Centre do Sant4 org.anise lea oonsul!-itionas Pr~'rnteai'... 

ta .a pt.r m~ote L'6duo& ion sanitF,,re eat_4ntgr~e, aux 
o~a~u1J.tion d~i~ar quo~ lom naisanoec d6-eirab'"o 

30 % deim can do oonrta: -'onP-terno aciffrent &. malnutrition+. uyi 1', 
co'Itr', do r6habilite'cion hutrttionnolle eat for6 tauto Lie subventiona 

Une diiain4 do@s ooit't6a ort u'ne col'ventiori sAvo in Oer
 
Opi. do l' population i tr~m bonri' et lea gene vionnent~uaquOAA50 

Le '4*:".,oin eat yarmnnn dnnuii dux Rnm 6JA . La sibiation finrnnoi~ra 
w~ri~o quolques atton~ions car lo coent 'e et 1'h8pitnl d ,* dqnt plum dc 
d~.,,~ons/ 	 qiw Q9o i@ottevi propre,! 'Pplto ouverto, '0-0 habitan~ts. 

,d*# doo in ~ lml 	 Jvl .FS 

Lea~~ iiwbiC ~Toldl POW 

Lo ;. *sI're rooag0it lea Yac~Jjns 6*tAe KOlwr gaciunosnpa 
ne'( 	20 enfnni deo0 , aria ) ai ee'donn&@9~r~Un otpm6 

ponibloaaU'CWr'I0 aae.1'ims o7u 

line MOto l.~*Ba 4ovedtI onrU S tn"iii'opet 

.9 ,..............11. 
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3.Jutiliror par.:o quo lo oarburirt coo cher
 
La uiturntiori finanoi~re pou brillan'te, pourra star.;5lioyrr'avoo lea r~
 
-volles oonditions~,
 

posto do aant6 Nouvell-ment teruja
-Pmeor-in--grA Infirmier est -n-mutmt~oi % -o 
toment .'Son rigiatra n'6tait pan A 'our depiiajnvi~r $?'. 

~rteplus proohe do iAolwozi parmi-toua R0R01 1t lea 10s~i~~l 
aysteke dtonregjstreniqn'. dea notivit~s, nq~xiste"Pas offective'Utiht. 
Yl faut -,ttciid2'o le travail du riouvel Tnfirmier pour jugre A* . virt ; . 

,a".~ oonstruit'*fit is~d 

lito' finanolaro do a. Centro qui garde son promosees
 

moC8KOLWEZI ( le,19/03/1989) 
.,'. ~ ~.7 Le'Centre' eat 6totbli au con'ce viJ2.o dana un b~tlimnt qu.*. 

* .' Yut ian inoion hotel i' Le c'm.itr4 a At6 r~habfit6 par 11R06 
.. , .. Infirhier' @it *trees nn.tif et' organis6 a(i~ 987 1 ca.t seconde6 

* ,. *.pariin. 6qu .jde 8 porsonnes i On'peut-noter una petite phaimaoie (a6-

Leauuneoet~itiqe~a tn.on tanuos L9oent.rr *1A1 en, .* 
la ms~ate nit6 -,ogoi.' pr'a do 60 .mlAdes par i1mur.I 2 KMdooin6 vi­

.mdtent le oentre *30 % dor, mnladmm sont nnventic:.-j . Le centre ~ 
'ine I nne de' 40,Qr)Qzalres do bene'fice ois'.o,o 

* .'.* 
 aternit6 'it D6r.t i6dio'-RhAriiacoutioue do Y(I1lwqli 
-Avea'101' 
 4pports ISMS'et dlnu~res groupnai *urop~ens (Dane-

SAllemagne) I& ir.'ternit6 de Kolvezi ont quan. un petit. ), 8pital (.VOe 

'-1qieLea surplu-jtouth~a n~oeasairs voire' G.- IIXAern;,Ie 4li-ta d&.,
couhr-mnt;6 ea Aofra do l'avoea soeaubrin dokzes r~aoar~ 

4;* . %sttion.doe ..rem accuch6es so fait drkns des bonne@ cond!.tiohg 

dola :mnrtonanoe, ot do l'autofin ,oemont do oe contre 
* du d6p8t m
",.wiitp 4dioo-pl-Rirnoeutique i qtook limit6 i 3 moir, 

r-7"'NTERVENT Nr~ '~ECT INSPJTOTIJU'. RFOTO)NAL * .~ 
11' adorit A l'1.ntentio'n do la dAlt~guation lea,,ti61-.res

do 11inspeo'zion m4dialf) qwi-. eait une divisiondo planifiontipr1!4t:dr)
dination..aveo, 7 bur~aux qui a'oooupent reepeotivoment de *: 

,44 ~ '*bu ieau eervi.ooa g~nraux.­

1~...2& b%raau tab8pitauT
 

Htd jin. ohita. 4tST 

Okii 
MIR 
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fESPONSABLE PflOJ]T A
Wlliam hnvid)
 

.'oi ito '-od, ~ d ro -et *u bgai'i au trwrV~il ISTROS
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4. 	 pro'position pou-' modAl. s.Mole Centresdes A 'bohb.
'.-uiro 

5. 	oomando clco piecen d r change pour lea 6 quipemento I6. 	 probl m.m dos foeds do coR~rbpartie ( retar1 ) 
-7. 'viluation du pr"'t I ) en septembre 198( 

- Aveo llgr. Katembo ( Fv~que ) 
Points aborden i
 
1. 	impression de la visito our log site. 
2' 	 propositinn sur l 's:rmntatiorl dl budge. du D60,t U6

dicnltde olwezi ; 
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APPENDIX F
 

SUGGESTED MINIMUM REQUIRED DRUG LIST
 

-Antimalarials (chloroquine, quinine) tablets; syrup
 

- Antehelminths (tablets, syrup) 

- Antibiotics (tablets, syrup)
 

- Eye drops (antibiotics)
 

- Oral rehydration solution; anti-diarrheals
 

- Multivitamines (Folic acid & B complex)
 

- Iron tablets
 

- Antihistamines; antiallergenics
 

- analgesics (tablets, syrup)
 

- cough syrups; throat lozenges
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LIST d& PERSONNES CONTACTES
 

KINSHASA
 

1. Cit, Utshudi, USAID
 

2. Dr. Franklin C. Baer - Project manager SANRU
 

3. Cit. Manunga - Amenagement s/c SANRU
 

4. Dr. Duale - Project Director SANRU 

5. Mr. Dennis Chandler - Director USAID/Kinshasa
 

6. Mr. Chris McDermott - Health Officer
 

7. Ms. Rhonda Smith - Health Officer
 

8. Dr. Glenn Post - Chief HPN 

LUBUMBASH I
 

1, Dr. Jeef Hoover - Director ISROS, Lubumbashi 

2. Mg. Katembo - Eveque Eglise methodiste Sud Shaba
 

3. Cit. Mukengela Kankunku - Directeur Adjoint ISROS, Lubumbashi
 

4. Ms. Elisabeth Moracco - Representante HPN, USAID Lubumbashi
 

5e Mr. Joon Schubert - Conseiller Technique Health Cam USAID
 

6. Dr. Tshiula - Vedecin Chef de Zone de Ruashi, Professeur UNILU
 

7. Cit. Mudahama Torera Sheja - Chef du Projet Hydraulique Rural a
 

Uualdba
 

3. Dr. David Williams - Projet USAID 115 (routes) 

9. Cit. Mayimbi Nzau - Archizecte N.C.Z/ISROS 

10. Dr. Mongolo - Medecin Inapecteur Regional du Shaba
 

KOLUNZI
 

1. Kme. Laila Horby - Gerante Depot Medical 
glise methodiste Sud
 

Shaba
 

2. Cit. Infirmier Responsable Centre do Sante de Koluozi 
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KASADJI
 

1. Rev. Chikomb Kachung Sampas ..Pasteur Paroise Kasadji
 

2. Christine Clevalier - Consultante M.SePo
 

3. Dr. Marc Arbyn - Coordinateur M.S.F/Shaba
 

4. Dre Mbuyi N'shimba - Medecin Chef de Zone de Dilo/10
 

5. Dr. Tshimpanga Mutatshi - Mutsatsa
 

6. Dr. Kandal a Kamumb - Medecin Sous/Regional de Lualaba
 

7, Cit. Minga - Infirmier Titulaire C.So de Kaubalala
 

8# Cit. Yav Suau - Infirmier Titulaire C.So Kayemba
 

9. Cit. Kazadi - Infirmier Titulaire C.S, Ndunga
 

10. - Infirmier Titulaire C.S. Divuna
 

11. - Infirmfier Titulaire C.S. Mutsaba
 

HOPITAL GARAGANZE (KASADJI)
 

1. Dr. Coates - Medecin Directeur
 

2, Cit. Tshilunga - Administrateur Gestionnaire
 


