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UNITED STATES GOVERNMENT

July 24, 1~5 memorandum
Richard L. Podol, Missial Director, USAID/zaireIi/Y
ca::o zaire Proje=t Mid-term Evaluatial 1111

TO:

see Distribution
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US/UD/zaiEe- has reviewed the attcched evaluatien report ani the forty-six
re=C:iImiet&-':idns. Attached are spe::ific camoents 00 IJDSt of the
recOllllllel'Xiat ions.

In general we believe the re=cmmendatialS fall into three main categories:
re=CIIIIDelX3ations dealing with proje=t finan:iIJ;J ani the GOZ f~ial
obligations as detailed in the ProAg, recOlllDeIX1atioos on the technical am
management aspects of the three project services (vaccinations, ORr, malaria
treatment and prop1¥laxis), and recamnendatiCl1S dealing with management
relationships between AID/W M'R/RA, U~/Zaire, a:x:: Atlanta am the OOZe

After a c·a.reful review of all these r~amnerXlati~, USAID has decided to
fa::us on 13 of them sele=ted fran the three groups of re=ommendatioos in the
evaluatial report, an:} considered the critical ones for Proje=t su::cess 1:¥
USAID.

'1llese 13 recouunendaticns are summarized in the Proje=t Evaluatien SUInmaJ:y
(PES) form. 'IhE¥ deal with cctions that are plarmed for implementatien or are
already beirg implemented, new ideas to stre!l3'then the program, am corre=tive
actions. .

Although the other recommendations are not addressed in the PES, as detailed
in the attached "Specific Missioo Ccmments," tht¥ are being reviewed ani dealt
with as appropriate.

1ctioos to implement the evaluatioo re=amnematioos began dire=tly after the
evaluatien team left Kinshasa. '!he project staff haS taken actien en and'
continues to acXIress ways to improve trainiIJ;J am management ac~ivities in
order to enhan::e the quality of services offered. USAID representatives met
with proje:::t staff to review, p,Qrrent. ~etaxy ,prob!t;mIS am their impcK:t 00

project operatia18. Meetings were also held With the new Minister of Health
to determine 'l'1ai to deal witl?- scme Qf .the f:i.pan=iIJ3 problems. Rs:::ently, the
Ministty of Health appointed a: new DirectQt "for ~he ,Proje=·f. . . .
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we believe progress has been made in implementing these re::onnnendat ions and
that JtOst of the feasible re:::onunendations will have been fully or partiall.f
implemented 1:¥ the first quarter of 1986 when the annual review for the
proje::t is due.

We will be closely monitorin; the implementation of the 13 re::ommendations
summarized in the PES through discussions and reminder cables to actioo agents
identified in the PES. ' .

We will also appre::iate couunents from AID/W, a:c, and others regarding
follow-up on these points an:l the evaluation in general.

Distributial

Ms. Beatrice BEyer
Pon./CA
R:x:>m 2664 NS
h;]ercy for International Developnent
washington, D.C. 20523

SER/1!O/PAV (for reprcd~tion aIxJ distribution)
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Me. Randall 'Ihomson
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July 24, 1985

Subject: Specific Mission Comments on Ra:ommerrlations

The evaluation team made a total of forty-six recommendations, cornp:>sed of
sixteen prin::ipal recommendations, twe.l;ve general recommendations and eighteen
nanagement recommendaticns. Three of the major recommendations (1,3 and 11)
are addressed primarily to th!i! US:; and the GOZ who are parties to the PraAg.
'Ihe remaini~ thirteen major recommendations are directed primarily to project
staff and address a variety of technical and management issues. The
management consultant also made reccmmendations that are addressed for the
mst part to USlUD, AID/W and COCo Some of these recommendations overlap each
other.

A. Major Ra:::ommendadons to the AID and the GOZ

1) The team recommended an extension of the fil'laIl:i~ of the project after
Ca:ernber 1986 for a period to be determined to permit the achievement of
the project objectives, i.e., redu::tion of childh:xxi mortality 1:¥ 50%.

3) The Project Agreement should be revised to correct for the problems caused
b{ the 1983 devaluation, to clarify the use of counterpart funds, and to
clarify the terms and responsibilities of the agreement.

11) The Government of zaire ordimuy budget should be in:reased to the level
necessazy t9 achieve the project objectives. USAID should assist the GOZ
as mu::::h· as possible but should be ready to withlraw or redu::e its
investments in the project if the GOZ is in::apable of sUH?Orting current
or future project recurrent costs.

Background for AID response to Ra::ommendations 1,3 and 11. The USG and
the GOZ agreed to combine resources in the CCCD project in order to utilize
three simple and relatively inexpensive technologies (vaccinations, ORr, and
malaria chemotherapy) to solve some of zaire's llDst serious health problems.

I:X1ring the design of the project both governments emphasized the need for
the GOZ to in:rementally assume project-generated costs. This euq::hasis was
intended to avoid unrealistic project expansion finan::ed b{ the grant budget
to a level which the GOZ ~uld be unable to sustain at the em of the project
agreement. It was for this reason that the ProAg SPecifically stated that the
GOZ ~uld in::rementa11y asstnne project costs at a level of 25% duri~ the
sa:::ond year, 50% duri~ the third year and 75% durin:J the fourth year. The
Pr~ goes on to add that "USAID finarc i~ proposed is predicated upon the
ability of the proja:::t to expand to cover 58% of the p.:>pulation within four
years and the ability of the GOZ to in::oq:prate into their bmget costs of
vaccines, vaccination supplies and antimalarial and diarrheal medications b{
the end of the project."
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After two years of proje:-: implementation it is to be noted that the GOZ
has oot puzchased from its own budget ant va:::cines, vaccination supplies,
anti-tDalarials or diarrheal med.icatioos. '!he OOZ ordinar,y budget (OB)
contributions for the project are summarized below.

CCCD Project BOOget (Z 000 OOO)

1963

'Ibtal Project budget irx:ludi03 cO\mterpart 12.907

furds and other donor contributioos

1964

16.4

1935

23.3

OOZ OB contribution

% GOZ OB contribution

7.2

55.8%

7.7

46.9%

4.8

20.6%

'!he de::reasin;r GOZ ~ contrib.Itioos 90 to pi!lf primarily salaries of
PE.V-<XX:D staff. '!he 1985 ccntributicn of 4.8 millioo is inadequate even to
p!!lf the salaries (estimated at 7 millioo zaires) of 158 perSCl'lnel. DuriDiJ the
first quarter of 1985, countezpart funds (intetned primarily for trainiIJ3) had
to be used for salaries when the OOZ cut off temporally all salaries.
IMF-imposed budget ceili03s have caused a redu:::tion of funds available to
developnent projects. CCCD has taken its share of cuts alOl'l3 with other
programs. '!he idea of irx:reasirg GOZ contributions in real terms is
unrealistic for the next few years. But in deali1'l3 with thi~onmeooation
we will seek as high a cr-1986 bu:iget level as seems realistic. USAID agrees
however, to exterXiin;r the project for an additional year witoout additional
dollar furx3.i03 sirx:e the GOZ is currently unable to finarx:e the cost of the
infrastrt.J::ture needed to CK::hieve current project ooje::tives. Ani additiooal
extensions will be determined as appropriate.
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Regarding recommendation three, USAID agrees that the ProAg needs to be
reviserl to clarifY several issues which in:::lme:

1. OOZ obligation in terms of investment costs arrl project-generated
recurrent costs. It is an accepted pratice in developnent finan:::irg to
insist that the rec ipient government be responsible for assuming all
recurrent costs. '!he current ProAg laJ:l3uage implies that the GOZ should
also assume 00 an in::remental basis all capital costs l:¥ the em of the
project. In J1J::xUfYing the laD3uage of the Pro1lg, we interrl to stress the
OOZ's responsibility for recurrent costs, rather than for capital costs.
Given the GOZ's foreign exchange situation, it is tmrea.listic to expe::t
them to pick up su::h items as vehicles, cold chain equipnent, etc.,
within the life of the project.

2. '!he issue of project sustainability is a kej' one arxi the role of
counterpart £Urns needs to be addressed. Sin::e this funiirg terminates
when the ProAg expires, these funds slx>uld not be used to expcmi the
project to a level that the GOZ cannot support through OB apprc:priations.

3. With the evolutioo of the health services system in zaire sin::e project
initiation, the OOZ contributions need to be redefined and aw>rtiooed at
levels where project implementatioo is critiCal to a::hievirg project
oojectives. It has becane evident after two years of implementatioo that
although the PE.V central office an:i its 19 regional arxi sub-regiooal
offices are the implementiIJ,;J organization of the project, the project has
to rely 00 the perfor:man:::e of ZCJ'la1 plysicians a.rrl their staff (over whcm
PEV-<XXD has no direct managerial authority) to a:hieve JlDrbidity
mrtality and va:cinatioo coverage cbj~tives. PE.V-<XXD does not:: provide
direCt services.

It has also beccme evident that whenever PH:: services have been o~zed
in a health zone, it is relatively eaEY for the zonal medical officers to
implement PE.V-<XX:D objectives. '!bis beiDJ the case, GOZ grant finan:iDJ of
health zones can legitimately be considered cootribution which support the
PEV-<XX:D objectives. 'Ibis also beiDJ the case, more project finarx::ed
resources will have to be provided to Health Zone staff who meet minimum
performan::e standards to be established l:¥ the proje:::t staff.

USAID is respcniirg to recanmendation number 3 l:¥ slowing dam the rate
of proje:::t implementation arrl l:¥ exterrliDJ the project through 1$7 without an
in::rease in funds. Project cOJlDIlCrlities that were to have been used over two
years will be spread over a thr~ear perien. EXpansion of PEV-cxx::D services
within health zones currently served will take priority over exterxUrg
services to new health zones where start-up costs are higher. As stated
earlier, given post~evalua.tion IMF sperrliture controls under which the OOZ
is operatirg, the GOZ can be expected to have difficulty absorbirg project
generated recurrent costs if tb¥ are generated too fast.



B. Other Prin:::iple Reccmmend;:~tlons

•. "Gi\let1 the current and proje::ted low funii~ levels for the proje:t, it is.
still possible for PEV-CCCO 'proje::t staff to implement JOOst of the te::hnical
and managerial improvements contained in the thirteen prin::iple
re::CIlJIIIeIXiations. '!bese re::ommendatioos are, for the IIOst part,
oon-eontroversial am USA!D supports them. It is iJl9?Ortant to IX'int out,
however, that improvements that can be obtained in the quality of services
through DBIlagerial am tEChnical reform (witb:lut additional resoun:es) are
limited. '!he OOZ would eventually have to in:::rease its primazy health care
fundi~ to the health zcnes to~bril1:J about aIY significant in:::reases in the
level am quality of services that this proje::t can potentially offer to its
t a 1get groups.

c. Management Recamnendations

'1hese re:anmeDiations are" reviewed in the order they appear in the Annex III.

1. RecCiiilDl!Odatioo No. 1 (p. 157): '!his re::aomendatioo is identical to
rec~tiooNo. 3 in the list of major re::CIIIIlIelldaticns. USA.ID agrees
to it and has initiated actioo en it. ,.

2. Recamnendatioo Nos. 1+ 2 (p. 161): The USA.lD Health Officer wrote to ere
IHPO 00 March 19, 1985 requestil1:J that positioo des::riptions of the ax::
'IDs be revised to conform to the understarxiin:Js set forth in State
365369. U~ has a letter fram ax:: pranisi~ new position des::riptions
Q{ August 1985.

3. RecOlllDe!datien (p. 163): In Kinshasa lB899 the· Missioo brought up the
need to siBpUfii the current accountiDJ 9Jstem 110 as to eliminate sane of
the problems en:::amtered in the past two years. USAID is still waiti~

to hear from ax= am AFB/BA what measures have been or are to be
implemented to resolve this issue.

4. Recommendatioo Nos 1, 2, am 3 (p. 164): With the acceptan:::e of a
ooe-year extension through 1987 missioo believes additional loog-term and
short-term assistan=e will be needed. .Additional need for TA will have
to be negotiated between AFR/FA, COC, USAID am. the GOZ.

5. .RecCllDlDeOOation (p. 167): AID/W to respcnJ.

6. Recamnendation (p. 168): USAID has been participatiBJ in policy dialogue
with central GOZ officials 00 various PH:: issues. It is ex~ted that
this centinuing dialogue will culminate in a reo.r:ganizatioo of the
central Ministzy into a rore respalSive am furctiCllal o19anization.
specifically support am. coordinatioo of all me activities would be
carried out through the proposed restru::turatioo of RlNAMES, which has
broad Dlltilateral sUP.PQrt.

7. ~amnendation (p. 169): Mission believes this issue should be
considered if and when there is a Phase II.

8. Recanrnendation (W. 169-70): '!he GCZ has appointed a proje::t Dire::tor•
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9. Re=ommendation (p. l70); Sin::e the evaluatic:J. two senior proje::t
officers have been sent to the u.s. for MPH degrees. Two other senior
PEV staff members have feturned fran long-term study in Europe.
Personnel, payroll ani the comm:ditY information is beiI'X3 computerized
and this is expe:ted to improve project administration.

10. Re::cmneooation (W. 171-72: USAID is opposed to the use of CP funds for
selECtive salaq- stJWlements. QJr plan sin::e 1984 has been to
progressively decrease the use of CP funds to finan:::e OOZ salaries. PEN
salaries, benefits, am per diems are, Q'l the average, better than lIDSt
CDZ salaries for comparative levels. In::reases in per diem ani payment
of mre salaries fran CP funds will only contribute to an in::reased
deperrlen::e of proje::t implmentation on an unreliable sow:ce of' fundiI'X3.
'Ibis rECamnendation will not be implemented.

11. Re=amnendation (p. l72): USAID will work with PI!.V to see if su:h an
awards 8fstem can be initiated.

12. Re=CllllllendatialS (W. l72-73): '!he project staff has initiated action on
this recC1lllllel'X1atioo bIt IDre needs to be done. liImediateily after the
evaluatioo, all regiQna1 PE.V supervisors attended a worksOOp in Kinshasa
00 plannil'J3 and workplan preparation. USAID will prepare a written
clarification on the use of countezpart funis. .

13. Reccmmenda.tion (p. l73): lction has already been initiated on this
recomnendation. CoJmOOdities in sta:::k as well as personnel ani payroll
systems are beiD; canputerized.

14. RecCllllllE!l'Kiatioo (p. l74): Project staff is routinely infomed of
AIIrsponsored trainiD; progxams ani project officials frequently attend
appropriate traini113 courses.

15. RecOllllEooation (p. l75): tEAID agrees with this recCllllDeniation. The
missioo has been \IiOrkiD; Q'l prCllDti113 the PfC con::ept am dialogue on PB::
issues will continue, particularly in the CCXltext of FCl:W1ES.

16. Recamneooation (p. 175): CDA coordination aoo sponsorship is desirable
am is supported b{ the Mission, but ultimately the GOZ has to provide
the mu:h needed management leadership to make the health system work.

17. RecODlllle!rlatioo (p. 176): The USAID Director meets pericrlical1y with
zairian projECt staff and the Minister of Health to dis:::uss critical
prOjECt issues. The Director met with the Minister CXl April 29, 1985
after the CCCD evaluatioo to dis::uss CCCD prOjECt problems as well as
toose of other health proje::ts. '!he USAID Director will continue to meet
with the Minister of Health as needed to resolve project issues.

18. Recamuerdatioo (p. l76): USAID agrees with this recOlJllDeOO.ationbut plans
no specific action•.

[
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Clapter Six Reccmmendatioos
. -.-- .

6.1. '!he five PJints mentiooed· add:ress points either covered 1:¥ the major
recommendations or are planned for implementatioo or are already
being implemented.

6.2.3. ~t of the important points here have been covered. regarding
project booget preparation, the USAlD Program Office has issued
guidelines 00 the use of countetpart fUl'¥1s in projects. Appropriate
SECtioos of this dcc~ will be translated for use 1:¥ PE.V~
projECt staff. Althcugh tJSlUI) will assist in program 1::Ju1get
preparation as rec~ed, the Missicm will not involve itself in
deferxiing this budget at the Ministty of Finan::e. we believe this is
an internal.OOZ prcx::ess that USAID should not get involved in.

6.4. '!be main points in these rECClllDerxiatioos have been covered in the
main rECamnendatialS.

6.5. ktioos initiated in response to this recQlllllerxiaticm irx::luCie
..... ~,

a. the sealCh for smaller fuel-efficient refrigerators

b. refrigerator maintenan::e courses planned

c. a sp!ed-up of cClllD:ldity deliver:t to regiooal offices

6.6. All significant a:::tic:ru; r~amnended here are already beio;;
iDplemented.

6.7. All a:tiaw re::c • nded are already' beiZIJ illp1el&1ted

6.8.

6.9.

6.10.

6.11.

6.12.

Noinform.tim feedbRcJc bulletin baa been published to date. Due to
the expense involved, the illplementation of this recc::mmerXlation will
prd:lably'depeM (Xl an in::reased 1:uiget for PfN-Q:a) ~tivities. The
other recc:mmerxied a::tions are being implemented. .

'!he health edu:ation canpcnent of the project continues to be
intensified through a multi-media campaign and TA. The project staff
feels (and we agree) that while diarrhea prevention is an important
aspECt of PB::, a diarrhea. prevention program as su:h is outside the
s::ope of this project.

~ational resean::h cctivities are being ste~ up in response to
this rs::<:JIIIIIeDdation.

1ctivities recamnerxied are either planned for implementation or are
already beiD:J implemented.

Mi.ssioo agrees that an iDpact eva.luatioo after two years of
iDplementation is premature. However,' we hope that the project staff
and a:c will perform this evaluation at the em of the project.
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SL1MM AA. Y 0F F IN!) IN a:; AND MA IN RE UliM EN!)AT 10 NS

The p.oal of the ccm/rev project is the reduction of child mortality due

to vaccine prE'Ventab1e diseases, malaria, insufficient birth weir):lt and

diRrrheal cliseases.The project objectives are to ?e achieved thrOUgJl

cooperation between the PEV (Programme Flargi de Vaccinations) and the

Mtim:l1 primary health care proP.I'am. The objectives and sub-objectives aim

at increasinp: vaccine coverage; use of oral rehydration therapy (OR1) for

chll(!ren under the il~e of five and use of ORS (complete formula) for treating

df;!hydration; the trmtInent of presumptive cases of malaria in children; and

chellOprorhylaxis of pregnant women in order to reduce low birth weight.

The project provides training I1t ,'}11 levels and includes: village health

workPrs (van, ,Peace Corps volunteers (PCV), doctors, nurses and technicians,

both within 7ai"re I1nd abroad. The project organizes health education

R.ctivi ties, provides VR.ccines, ORS chloroquine and equi pment, develo 1:6 colrj

• ~Horap.e facUities, health inforlIBtion and disease surveillance systems,

TH'rforms survey.:;, provides planning and management assistance, provides

• epirfpmtologv con~tJlt.qnts. rloes operation.'!} reserlrd1, supports tlSer 1i.nanci.ll~

in primary health care, ant! provides assistance to the development ot rural

anrf llrhan heRl th zones.

The project started In 1982, as pirt of an effort in nuch of Africa, to

control childhoorl. coinmmicahle diseases. It was organized in conjunction with

the "Cor.peratton for African !:evel0Illlent" ~roup of countries (illA or

Coop~r"ltion pour le D~eloppement en Afrique), which encourages western

develC'ped countries to collaborate and concentrate their resources inAErica.

Tn thJs project, the United States, France, Belgium, UNleEl- and the WhO

collahorate with the govermrent of Z'li:'re.

BEsrAVAILABLE COpy.
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USAID contributed ~4.8 million toward implementation of this project. The

collaboratinp: agency responsible for technical cooperation :is the Centers for

D:isease Control (mC), the Health and Human Ser;vices Department of the US

Cbvernrrent. A technical officer was assigned to Zai:re 2 mnths after the

p:rant agreement was signed. The project, al thou~ of wider scope, builds on

assistance provided by the LB to Zafre since 1977. Between 1982 and H84, tne

nllmber of health zones wi th "lccess to the program increased from 17 to 25 in

urban Rreas and from 14 to 105 in rural areilS. IEV/CCCD activities have

hecome self-supporting in 9 of the 13 heal th zones visi ted. The ra te of

recovery of funds was very encouraging.

Var ious schemes have been re ta ined for pass ibl e re pli ca tim.

The well developped zones shCMed high rates of vaccine coverage whereas

the more recently established zones shCMed slight decreases after switching

frOlll mobile to fixed centers vaccinating sttategies.

The use of oral therapy has been rapidly accepted and expanded. The

"lrloption of ORS (special will foroula) has been slower due to inadequate or

delayed health education campaigns and due to the reluctance of users at the

h ea 1 th cen ter lev el •

The tt €'A. tmen t a f presumptive cases of malar:fa seems wide -spr ead but

chemoprorhylaxis for pregnant women is less so for at least two reasons:

mothers' reluctance .to spend money on prophylaxis, and late prenatal

consultations (8th or 9th month).lt seems that at this mid project point the

vaccination and access lmals are being reached, but achievement of objectives

for rerll\cin~ diarrheal diseases and malaria will take more time than

previously planned.
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The evaluation team fOlnd that the project was well organized and

well rtn, with a few exceptions which are mentioned In the text. One major

concern rel:ttes to Zafrian Government financial support ot the project in the.

lip.ht of financic'll circulIStances occurring over the last two years.

The pr. inc! pal re commenda tions aade by the evalua tion team are the

followin~ (the others can be found in plragratil 6):

1.

2.

'1

kl. extension of pro ject funding cmd increased ftnding after Iecember 19b6

should be considered, for a period yet to be determined, so as to achieve

the pt"o~am 's objectives, namely a 50% reduction in childhood mortality.

The Mission should be consider plrtlcipating more actively in the

financial and manc'l~ement aspects of the project.

The project must be reorganized so as to support the national strategy of

providing help to the rural heal th zones, through the regional FEV/CCW

offices, especi:llly In the follCMing stileres: training, logistics, health

in for aa tion s ys tem, 0 pera timal res ear ch, heal th e du ca tien, and

s UfP.rvis ion.

The Project Grant .Agreement be revised to rectify the problems caused by

economic factors (devalu<ltien), the use of counterpart fmdS, and for a

better compr eh E'r1 sion of th e norllS by all par ties.

. :..

/,. P. training course fC'r trainE:'rs should be proposed for the zone uedical

officers and to nurses' supervisors, it should be organized at first by
_ •• 0'.•"

the centrrtl office of the EEV/CCCD until regional offices can

lnstltutionalb:e this traininp.

BEST AVAILABLE COpy



"<

-6-

S. 1echnical tr::lining inCR1 should be organized at the full8-'iemo hospital in

Kinsha.'J<l for the c1 injcian do ctor 5 reli JXlnsible for hoa pi. tals in the

re~ions, su~regions and zones. A small .cons tructiro undertaken to

facilitate training and the delivery of services could thus beco~ a

na ticnal and in terna ticnal cen tel." for rehydra tion trea tment.

6. Th'; PEV/CCCn should ensure a Corr ect and free dis tr ibutlon of ma ter!al ,

vehicles, ~dlcal equipment, and small instruments, and keep in its

rep,ional offices an emergency stock of S p:lre p:lr ts •

7. Tht> rnV/CCCD shoulri put chlorcquine and oral rehydratation salts en the

mrket and more in tensively prOllD te their sale to the zcnes.

R. ThE' reV/eeeD shoulriprolJOte the natienal strategy vis-a-vis the campaign

Clpninst diarr.heal disease and malariil.

q. FEV/CC'CD should :lncrf.'ase and improve the system of supervision.

10. The PEV/CCCD sholl1c1 improve the procpdure tor drawing up its bunget, unot!c

the responsibility of the Director (or actjng Director) of the FEV and

include all the Il\'dn team leaders, the CDC team and the LSAID project

officer. The hmiget should be formulated on the basis of investment

objectives.

11. The support #ven to the PEV/Ceen from the ordinary budget of the 2ai'rian

Government should hp. increased up to the level necessary tor the

;Jccomplishment of the project's planned operations. USAID should help to

the 11tmost degree possihle, but be rt>.ady to reduce its investments in tile

pro.iect if the 7:l1'rian GovernllY:!nt proves incapable of supporting the

recurrent costs of the current, future, or revamped project.
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J7. The various existing ZaiIian systems for recovering costs, the demand 10r

primary health care services, the cost, and the interventions of the

ffiV/CrrD should be studied. These studi.es would determine ways ot

1mprovin~ the 7atrian prillBry health care program's facilities for

t'ecovering costs, and would be organized by AFR/RA.

]3. The disease surveillance system and the system for notification of

Hlnesses should be strengthened and rapidly extended to health centres,

throuph the trajnjn~ of zone medical officers and of nurses, and through

the clarifiCittion, standardization and dissemination of data collection

fcirllS •

14. The data collected by the zones and the re~ional offices of the PEV should

he sent to the central office without delay. In informtion feedback

system in:1tt'tted at the national leve-l rost be recommended.

15. Heillth education messages mtlqt concentrate more on preventive inforllEtion

than on olrativf> treatment, if visible pr.ogress is to be realized in tern~

of a redllct1nn ()f sickness/mortality.

In. The PMce Cor J:fl shOUld be instructed to draw up a technical cia ta sheet on

health educatim, commlmlty partic!pltion, the organization of the

cornll1.lnity and the prolTX>tion of oral rehydration salts and chloroqu.p.le.
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'l. INlRonucr ION

'l.l Population and heal til da ta for the Caun try

This repH't presents the mid-term evaluation of the bilateral

Zafrp./tlSAID project Ob. 69&-0421) for combatting childhood commtnicable

diseases (Ceill). The project agreement was si~ed in lugust H82 aftec- an

initial evaluation of its different com pooen ts. In agreement was signed

betwp.en USAro and the United States Centers for Disease Cmtrol (CDC) for Ule

implementation of this project in collaboration with the ~partment of Public

Hel'llth represented by the "Programme Elargi. de Vaccination" (FEV). USAlD's

contributionwa.q es tillR ted at 54,789,000 for four years. This project was

r1es if!;Oed so that the 7.a trian Governoen t could increase vaccination of children

aP."1inst communicable diseases; treat dehydratation assoc:i.'lted with diarrheal

diseases; - and to reduce the mobidi ty and mortality due to nalaria. This

pt"oj:!ct is in fact a ccntinuation of previous collaborative efforts between

If.iAID/cnr and' the PEV.

7ai"re, situateo in the centre of the Afr-ielln continent, both n(Jr~,

and s01\th of the equator, cOV'f'rs an area of ~4 million square kilometers.

The junp.le covers a ~od p;lrt of the country. 11le climate is tropical. Its

popull'ltion of over 30 million, is 35% urban (including the 3 million

i.nhabltants of Kinshasa) ano 65% rural. The ilnntlal rate of migration Lo We

ci ties is es t i rra te d a t 7%•

The approximate population distribution by a~ group is U\l~ tollcwing:

. '."'.,

--.....

0-11 man th s:

]2- 'l3 lIDn th s:

4. 23:t

3.75%

2-5 year s :

0- lSye'i c- s:
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Health conditions are characterized by a high birth rate, nuch

llicknp.ss, high mrtality rate, and a short life expectancy.

Crude birth ra te: 4%

Crude mortality rate: 1.8%

Infant mortality rate: 18%

ChUd mortality rate: (under 5 }ears): 35%

Jife expectancy at birth: 45 years

The princip:ll causes of infant mortality are measles, malaria,

diarrheal diseases, and low birth weights.

2. '} Project Ba ck gr ound

The Programme Elargi de Vaccination (FEV) had its origins :in a

presidential ordinance in 1968 which created the Nitiooal Camp:lign for the

Eradication of srmllpox and for the immunizati-on of children agp.:inst

tubE'rculosis <C.N.E.V.). In 1977, immediately after the country obtained

C'erti.ftc.-"\tion of thE' eradi.cation of srrallpox, th~ program was extended to

include vaccine for 0 ther preven table communicable diseases. in a greemen t was

sip.nE'd with AID to assist in the control of measles. The program changed

nlimes cmd became the FEV. AID and other donors cootributed to varying

extent!; to this effort to combat cOlllll'llnicable diseases. In 1982, AlD, thrOUgh

i. t~ Rep.ional Africa Bureau, signed an agreement wi til the Centers for Disease

Centrol, (me) to provide technical assistance in Africa for the control of

childhood commlU1icable di!;eases. The pro ject has a regicnal compooent and 12.

hllat~ral cooperative projects. Regional cooperation provides assistance in

the fields 0 f ttliinin~, heal th educa tion, 0 pera tional research and

epidemiology, with regional epidemiologists based in Zafre, the Ivory loast,

ann Malawt. The hilateral compooent, - as is \l.,;ual in programs between The

lhited States and host countries, - provides technicians, train:ing, equipw'nt,

vaccines, ~dicines, etc.
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In Zarrp., an initial evaluation of activities - which serves as a

plannin~ rloollrent - was carried out in 1982, and the Project f.greement signed

1n }u~u.qt 1981. At the end of the same year project implementation was begun,

with thP. arrival of the technical officer. Tb~ regional epidemiologist took

up his post in January 1983.

2.3 Objectives, Strategies and G!ogra{i1ic Expansion of the Project

The objectives contained in the Project tlgreement between The lhited

States of America and the Republic of Zarre relate to the. definition of the

project, its goals, its objectives and sub-objectives. In its definition, the

pro~ct "will consist of strengthening the capacities of the Lepartment of

Public Health 's Pro~am to offer, as plrt of its basic health services,

children's vaccina tions, the trea tmen t of severe diarrhea in children, the

treatment of malaria :In children, and pro{i1ylaxis for oalaria in pregnant

women. This definition is given in the follow-up to the text of the agreement

as fo 11 CMS:

Goals, Objectives and sub-objectives of the CCC[}fZalre Program.

Goals

1.

2.

4.

Prevent avoidable childhood diseases through vaccination (measles,

di{i1theria, whooping-cou~, tetanus (DPT), poliomyelitis, and

tuher cu 1os is ).

Recluce mortality and sickness due to diarrbea.

ReducE' mortali.ty and sickness due to malaria, mainly in children.

Strmgthen the nati.onal capac! ty to improve chidren's health through

the prevention and control of diseasE's.
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5. In doin!! this, to improve the overall state of health of the

comlll1nitles reached by the project and prollDte a more rapid national

development;

Ob je c Uves *

L Reduce by 50% the mortality rate of children lID.der five years old in

the project zones', within 4 years of the starting date of the project.

2. Reduce by 50%, in the zones offering vaccinations, sickness and death

homo neona tal te tan us, measl es and poliom yeli tis •

3. Reduce by 50% in the zones served by the project, death from acute

diarrhea •

4. Reduce hy 50%, in the zones where antimalarial medicines will be

mde ava ilahle, a) the mor tali ty ra te from malar ia, and b) the

deaths of fetuses and of children with'low birth weights.

*Cl.lantlfted data represent current estimates and will be revised periodically

during the life of the project.

Suh-ohjectives* .

1. IncreasE:' vaccine coverage to at least 80% for BCG, 70% for a-easles

and 50% for nPT and Polio wi thin the 4 years of the pro ject in the

?mes covered.
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2. Increase the percentage of fiXed medical facili ties using oral

rehydratton a.q first line treatment in cases of diarrhea and

dehydra tlon from less than 5 % in 1982 throughou t the coun try to .. t

least 70% within 4 years in the zones plrtlclpating in the project.

:. Increase the percentage of the population with '1ccess to rapid

trea tmen t in case of diarrhea and acute malaria from under 2(;% in

1982 to more than 70% in the zones covered by the project, within 4

years.

4. Increase the percentage of standard treatment by oral rehydration in

cases of acute diarrhea from less than 20% in 1982 to more than iO%

tn the zones covered, with in 4 year s.

5. Increase the percentage 0 f children wi th access to chloroquine

trl:'.a bnen t in cas es of fever pres umed to be nalar 1a. and the

percentage of pregnant women with access to malaria chemoproP1ylaxis.

from le:;s than 20% in J982 to more than 7()'~ in the zones covered,

wi til in 4 years.

f;. Jncrease the percentage of children suffering from an acute crisis 01

malaria who receive an early presumptive trea tment. and the

percentage of pregnant women who follCM a rralaria chemoprophylaxis.

from less than 20% in 1982 to more than 70% in the zones covered.

,~1 th in 4 yea t' s •

BEST AVAILABLE COpy
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Note that the in termedia te sub-ob jectives for the periods of less

than 4 years are the folladng:

1st Year 2nd Year 3rd Year 4th l:ear

- B C G 70% 75% 80% 80%

- MEASLES 40% 50% 60% 70%

- DPl' AND JULIO 25% 30% 40% 50%

- DRS 40% 50% 60% 70%

- TRFAlMFNT OF MALARIA 50% 50% 60% 70%

*Cuarttified data reprt>Rent current estimates and will be revised periodically

rlllr in p. th e U fp 0 f the pro jeet.

PEV/CCCD Strategy and National Health Plan.

In 1982, the 7a irian goverment prepared its first national development

plan for primary heal th care. This plan requires the crea tion of 300 rural

he.alth zones, hased on successes demonstrated since the 19205.

This rmde1 is basec1 on the organization of the rural health zones around.1.

rf"ferral hospital and the transforoation of health posts and dispensaries into

health centers offering various preventive care services. These include

health and hygiene education, the upgrading of water sources, nutritional

educa tion, prena tal and pres choo1 consul ta tions, family planning, and the

treatment of comlOOn diseases such as 1IB1aria and diarrhea.
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A document developping the naticnal health strategy was prepared in July

lCJR4. It likewise places emp,asis on the implementation of primary health

care by "ldvoc.at1n~ the integration of different preventive and curative

interventions of the CCCD program into primary.health care activities.

Par"lpraph 26 refers to the development of a health system on a unified and

integrated has is • It also alludes to reforms of a political, :tdministrative

and socio-economic nature, and to a chang'ing mentality and a IOOdiftcation ot

at ti tu des.

Paragraphs 4], 42 and S4 stipulate that vertical programs such as the

qervice for major endemic diseases shall continue to operate if the need is

felt. Their activities will be integrated and coordinated by the zones.

The sttatem proposes to make FONPMES (k:I.:tional Health Fund) and

speci"llized services responsible for the overall development of Primary Health

Care (Annex 3 of the document "Strategie N:ttfonale en M:1;:tere de Sante") •

.,
The PEV/r.c:c:n is ene of these speci"llized services, as are the

tl1hf'rrlllosts, m,ql.1ri:1. trvp;'!nClsomiasis, monkevpox ilnd leprosy serVices, anfl

thf> nutri tion service and family planning programs. The national strat~gy

'lime; to inte?Tate "lll these services at the zone level.

Str ate gi. es

The project strategies consist of providing equipment and materials

to the "Progr:tm" to inCrf>3Se vaccine coverage in health zones. As services

are currently offered by fixed centers and no longer by mobile teams, this

P.CluipmE'Tlt and materi<lls were !Mde available to the zonal medical officers, who

placed them in heI'llth centers and health posts. For example, the Zonal

t-'e(fical officer and the supervising nurse are trained by the l£V-C(.(.1) central

st:tff; they in turn prepare training programs in the health zones for nurses

BEST AVAILABLE COpy
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from thp health center.s. These latter w111 Hubsequently train village heal th

workers. Equipment .and materials are distributed by the central PEV/CCClJ

office to the PEV regional tealm for distribution to the health zones.

The zones obtain their supplies ot vaccines, chloroquine, and OKS by

making requisitions. lIevever. the equipment is prOVided only to the zonal

medical officers who have been trainedby PI-:V/CCCD. The cost of transporUng

the 1M ter1al is borne by the zone.

The health education strategy includes llBny methods - communication

'tt vi1la~e level, mass-media, posters, fo1d-outs, school health, formal amd

in forma 1 train ing for a hroad range of heal th and lay communities.

The system of financial self-supporting advocated in the zones will

initiiilly receive support to cover the cost of ccm activities (vaccinations,

treatment ;md other expenditures to do with the delivery of services.) ..
A qvstem of health information haserl on the existing systems was

clf'velo~rI, so tlS tll havc· ·h ta for plann1n~ dlld management. wi th an em !*las is 011

rapid collection and anal ys is of epidemiological da ta on vaccine preventable

diseases, ciiarrhert. and malaria.

('eoP-laphiOll Fxpansfon of the Project

. The PF.V/CCCD project is based on previous efforts to control the

disP<lses th"lt can be prevented by vaccination. Zai"re has received assistance

in this rrClgram bv USAlll and other donors. The campaign for the eradication

of smallpox. which terminated succes.,fully in 1977, left a working basis tor

current efforts to increilse the number of urhan health zones from 17 to 2: ana

the numher of rural heal th zones from 14 to 105 during the period 1983-1CjbL,

covered by this evaluation. Forty per cent of the population of zai"re thus

has :lCc-PSS to types of interventions that the lEv/eCeD implements.
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:. OR<1EITrVES AND EVAIlJATION METlODS

In conformity with the terms of the CCCD Project Agreement signed

between the C.overnments of The United States Qf America and (;overnment of

[Arre, an evaluation of the CCCD Project was carried out a.t the end of the

project's second year by an international team, from the lBth of January to

the 22nd of February 1985.

The objectives of the evaluation were the following:

1. To examine pro ject pro gress to da te towards the a tta inmen t 0 f

objectives as defined in the Project Agreement.

7. To examine the prop;ress nade in each project component of the project

includin~ the admin.is tration of vaccinations, the figh t aga inat

diarrhea ano malaria. To examine the activities carried out in

support of hasic project components such as the development of a

system of health informtion ano the ·mon1tori~g ot diseases,

training. efforts to prolOOte healt!, eOllcation, special surveys, anG

oper.qtional research.

1. Th examine the management of the project and its capacl ty to suppor t

a hiFher level of activities when AID support is withdrawn.

4. 1b estimate to what extent the activities of the PEV-CCW have been

intep.rated into the existing structures of primary health care.

5. Th mnke recorranendations for the improvement and expansion ot the

pro ject •

6. Th measllre the impact of health of the CCCD's activities to date.

BEST AVAILABLE COpy
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From 28 January to 2 February, the. team reviewed project documents,

oetermined the indicators of progress, prepared a questionnaire for field

trips and interviewed many central office personn~. The team subsequently

split up into four groups which visited 7 of the 9 regions of the country,

interview1n~ the staff of 8 PEV/CCCD teams and observing the activities ot 18

health zones and 26 rural and urban health centers. Representatives of the

team also visi ted and observed the activi ties of the Oral Rehydra tion Un! tat

the Mama-Yemo Hospital in Kinshasa, the model urban health center in Kik1mi,

and the QRS production un! t at the Ibarmaceutical lab ora tory of Kinshasa.

(LA.FHA.KI). later the team met the representatives of the SHffi.U project.

On their return from field tripg, the four groups systematized their

observations, summarized in tables, and reviewed conclusions and

recommendations in plenary sessions.

Questionnaires (for the central/regional/zone/healthcenter level)

were used as a common starting point for all the groups. At the next stage,

conclusions and recommendations were assembled. They were then revised Clnd

clarifteri by the core evaluators, and used as the basis for the evaluation

report.
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4. MANAGFMffiT AND FlliANCES

4.1 Pertinence and Adequacy of Project Programming and Administrative

Structures.

There are two main sources of funds for the local currency expenses

of the prop:ralll: the ordinary budget (0. B.) of the Government of Zai:re ~d the

counterJ:8rt funds managed by USAID and the OOZe Proposals for financing the

propram's activities from the O.B. are prepared by the Chief Administrator of

the PEV under the supervision of the PEV Director. Proposals concerning

cOlmterpart funds have to date been prepared by the CDC's technical advisor to

PEV, in collaboration with the director of the PEV/CCCD.

Ordinary Budget (0. B.) proposals are prepared as a function of the

personnel and equipment available, instead of the needs planned for the year.

The proposed O.B. request is submitted to the ~partment of Finance where rEV

has to defend it. Sometimes, and especially for the 1985 budget, the PEV

'!\dministrator was the hi~est ranking ffiV representative present to defend the

proposal hefore the Department of Finance's lll.1ch higher ranking

re presen ta tives •

Proposals for the 1984 O.B. allocations were made before Zafre's

September 83 devaluation (which was followed by an increase in fuel prices and

salaries for the whole public sector). This fact was used to explain the

inadequacy of the 1984 O. B. resources. The 1985 o. B. request was made wi th

full knowledge of the effects of the devaluation, the aroun t alloca ted by the

Department of Finance is smaller in absolute terms, and lIUch smaller in real

terms, than that allocated in 1984.

CounterJ:8rt funds budget proposals are submitted to the Department of

Plan through USAID's Public Health Division. There is a disagreement between

the USAIn project officer and the PEV technical officer concerning a cell~g

o.
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on the amount requested. It was agreed that counterpart funds would be used

to support operatin~ costs at a progressively decreasing rate starting in

1985. Counterpart funds are to be used for investment expenses. The lye)

counterp<lrt hud~et reflects this reorientation~

Recommenoa tions have been rmde to a llevia te some of the above

proh1ems. The first !'ler ies concerns budgetary reques ts for O. B. funds made by

thE' PEV to the repartment of Finance. (See section on Hecommendations)

4.2 Budgetin~ and Cost

The fir~t budget table shown here indicates present totals and local

recurrent costs in 1984. The second table shows an estimate of operating

funds needed in 1985 to operate at approximately the same level as 1984. The

planne d local currency- inves tmen t expend.! tures are a 150 shown in the second

table. Assumpti.ons used to estimate the 1985 operating costs are given at the

bottom of the tahle.

Even considering the inflation of salary and fuel costs, operating

costs estimated for 1985 are at approximately the same absolute level as in

1984 because of improvements mde to program performance in 1984 (personnel

reduction and lise of a slMller pool of diesel vehicles).

In 1984, ~ounterpart funds (CP) supported approximately half ot the

operating costs. Startin~ in 1985, CF funds contribution to operating costs

will rlecrease, hut will increase in the- local currency financing of

inve-stments. Thus, in 1985, a 1ar~er contribution to the operating costs must

come from the (bvernment of z.ai"re to maintain the program's activities at lhe

19M level.
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The followjn~ tahle shows all the GOZ expenditures, expenditures tor

health, and PEV allocations in 1984 and 1985. The amount allocated tonV tor

1985 is practically the same as it was in 19~4. This amount will not Ot'

sufficient to cover the estimated operating costs for maintaining PEV

activities at the J984 level •

GOZ Rurl~et (in millions of zai:res)

1984 1985

Total Expend! tures 21,306.2 35,510.4

Health related expend! tures 442.1 916.0

A~ a percenta~e of the total 2.0% 2.6%

O. R. alloca tion to PE V 6.1 6.1

fa a percen tage l) f expendi tures 1. 4~, 0.7%

on hea 1 th

Snurce: lISAlD Program Office

T~e :'IlllOunt allocated to PEV remained unchanged from 1984 to lY85 although

total expendi tures for health increased. IE V's share in heal th expendi tures

-has heen reduced by half (from 1. 4 to 0.7 percent).

BEST AVAILABLE COpy
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4.3 Project Structure and Operation

The CCG!) project is a lar~er version of the "expanded vaccination

pro~am" (PEV). The project is called IEV. ccm or IEv/ccm. It is usually

r.~ferrpd to as PEV. its historic name. as the implementation agency. The

major difference between the two projects Is the addition of oral rehydratioll

t~erapv and of chloroquine pr~entive and curative treatments. PEV is an

autonomous service sponsored by the Department of Public Health. and has its

own hlld~et. It has the same hierarchical level (Direct~on) as the office or

Primary Health r.are. (PHC) which covers a limited number ot components usually

considered as part of PHC.

PE v/eceT> has national (Kinshas a). regional and sub- regional levels.

On December 1 J 984. the organization employed 146 persons. including 6

doctors. Virtually the whole team is contractual, since PEV, created by

presirlential ,decree, is not part of the civil service. In add! tian, the tedm

includes 4 PMce C<'rps volunteers, one technician, one CDC regional

ppi~emfologlRt, and one Relgian technician.

The 9 regional of flces, cons ti tute, a long .1 ith the s ub- regional

offices, the lowest level of the national I£V/CCCD operation. They train,

~upplv and guicle the health zones.

These ?ones have one or several regional hospitals which in turn

supports the health centers and non-professional village or community health

posts which are 'It the lowest level. This scale of responsibilities operates

in urban and rura 1 areas. The whol e structure is prac ticall y in place. As

discussed in other chapters, much remains to be done in the. field ot training,

as well as in other areas. likewise. the chronic res triction on opera ting

funds must be lifted.

The PF. V/CCCD teams lack the qualified personnel to ensure a

sufficient opprational capacity. This leads to supply. training, health

BEST AVAILABLE COpy
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information, disease monitoring. maintenance and management problems in

general. which are compounded by inadequate operating budgets.

As far as AID /Washington is concerne.d. the regional program and the

hilateral pr0Rrams are the responsibility of the regional bureau for Africa

(AFR IRA). me is responsible for implemen ting the program. and provides two

profe:>sionals to AFR/RA. They participate in program activities and also

:>erve as liaison with CDC/Atlanta and USAlD. In °thi:> agency. continued

support and control activi ties are implemented through a project officer in

the public health office.

He is in direct contact with PEV/CCCD. often through the CDC

technician attached to PEV at the central level. The multiplicity of partners

attached to various agencies and the sometimes ''hectic'' communication channels

have led. at times. to mi~understandingswhich are discussed in greater depth

in the annexes. The dollar funds are provided by. USAlU. the local currency

funds are financed by the GOZ central budget and counterpart fund. Although

counterpart fund:> belong to the ())Z. they can only be used with USAID's

:>peciftc approval.

The counterpart fund concept and procedures need to be clarified.

They are not totally understood by FEV and maybe by other Zarrian Government

entf. ties.

PEv/eCCD's capacity to operate politically and operationally has been

hampered by the director's frequent and extended absences. It is imperative

that the position of deputy director. whose incumbent could act on behalf of

the director. be filled quickly (i t is prOVided for in the revised 198~1986

operational plan) or tha t another officer. probably the ch ief of technical

service:>. he given the necessary au thod ty to act on behalf of the direc tor in

his absence.
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5. .P1PLFMENTATlON

5.1 State of Progress

5.1.1 Supply, 1.0 Bis ti cs and Cold Chain.

The total quan ti ty of vaccines received and distributed in lYB4 is

given in TaMe 9. Delivery times (3 mon ths ) are almost always respected.

The quantities of materials and medecine received since the beginning

of the pro ject are ~1ven in Table 10. The dis tribution upon request policy

explains the size of the undistributed stock. A large portion of this

material constitutes an initial investment essential to the sound operation ot

the project and is not a repetitive expenditure.

Oral rehydration salts are now manufactured by the L:iboratoire.

PharlMceutique of Kinshasa (LAPHAKI) which has a semi-automatic unit. Tbe

components are meas~red to be mixed with 0.75 1 of water (a Primus beer

. hattlf') .:tnri presentf'rl in two compartments: p.lur.ose, sodium chloride,

potiu;s ium chloride on one side. bicarbona te on the other. This sligh tly more

expensive process emwres better preservation and allows an easy substi tution

of citrate for bicarhonate. Personnel's attention should be drawn to the

quantitv of liquid needed for this mixture, 0.75 1, which is different from

that of UNICEF packets.

The distribution of vehicles among ~EV/CCCD central, regional and

subregional offices is described in the table. In addition to the vehicles

distributed as part of the' project, one must take into account the vehicles

allocated clirectly to the Health Zones as part of the primary health care

program hy SANRU, UNICEF, Belgian Cooperation, ••••

BEST AVAILABLE COpy
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Cold Chain

3 0 3
Wi th t"wO cold storage rooms one 20 m and +4 • and one 30 m

and -20°. the central depot can insure good conservation ot all vaccines

neerled na t1onwide. Fach PEV/CCCD regional or su b-regional office has

refr1p,eratorR and freezers. for a total capacity of 600 to BOO liters allowing

them to act aR depots. Small equipment (ice hoxes. cold accumulators) has

been d istr ibuted to regional or sub-regional teams and to the zones which

participate 1n the project. These zones have also received retrigerators and

hicycles. The distribution by region is shown in Table 4.

5.1. 2 Tra ining

The training material used to orient the chief doctors ot the health

zones was prepared in 1983 by PEv/ccm wi th assistance from an international

team of experts. This material consisting of 12 modules· is used to organize

three week long seminars. Training covers planning; management and evaluation

of the three components of ccm and their integration with Primary Health Care

at the health zonp level.

To facilitate the job in the field. a handbook containing 28 data

sheets was also prepared that same year. It shows in deta 11 how rev/ccrn
activities can he rationally carrierl out. 1r.lter. two pORters relating to the

clinical aspects of severe diarrhea were prepared using WHO criteria. The

po~ters anrl data sheets have not yet been distributed to most health zones

visi ted hv the evaluation team.

Du ring the seminars. WID course morlules on dia rrheal diseases anll PE \

are also userl.
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Accordin~ to the 1982-1986 Operational Plan, these seminars are held

regularly and have allowed the training of various categories of health

personnel, i.e.: 37 medical inspectors and sub-regional doctors, 138 health

zone doctors (including the participants selecfed by SANRU and the German

Technical Cooperation and 25 supervisory nurses. (lable 12).

The training of satellite personnel is the responsibility of the

zonal medical officers. In most cases, it is done with assistance from

PE V/cccn regional! sub- regional teams. Several courses were or ganized in

1982-1984. In total, 293 doctors and nurses from sa telli te health centers
\

were trained (Table 13). During this training, each participant received a

copy of the data sheets, basic document for the course and a reference

document to be kept at the work place. The progress of this training has been

somewha t hampered in many zones due to lack of financing or lodging

infras truc ture.

Clinical training in oral rehydration for doctors and nurses recefttly

started at l1ima Yemo Hospi.tal in Kinshasa. This training will cover 130 basic

he.'11th centers in Kinshasa.

FE V/cccn training is included in the annual 12 week Peace Corps

course given in Bukavu and was designed for the new health volunteers. In

1984, this course had little success in orientating Peace Corps volunteers

(PCV) who had no health training in lliV /ccm opera tions. The Peace Cor ps

volunteers were trained by using the 12 modules of the course designed for

zonal medical officers. In add! tion, the regular 3 week course was condensed

into a two week course. Everyone agrees that this approach was not

satisfactory for 98% of the Peace Corps Volunteers.

An unknown number of nurses have been trained and retrained, using

FEV/ccm tra ining rna ter ial. It is not possible to assess the ir knowledge and

per formance •
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Auto-financing: Fund allocation

The financial resources available to cover PEv/eeGD's operating costs

are insufficient to allow the continuation of' activities at the level

necessary to reach the project objectives. In lY83, counterpart funds were

tiRed· to cover opera ting costs. In 1984, the effects of the devaluation of the

zaire rendered the GOZ'sOB resources inadequate to cover operating costs.

PEV was obli~ed to reduce its activities to stay within budget limits. In

1985, OR resources allocated to PEV were even lower than those allocated in

lQ84 in absolute terms and much lower in real terms. The Department of Plan

and USAID/Kinshasa have agreed that counterpart funds would be used primarily

for investments, which would result in a progressive restriction of operating

burl~ets. Thus, fewer activities can be executed in 1985 than in 1984 with the

resources available to support operating costs.

PEV laid off approximately 60 employees who became superfluous after

the chan~e in strate~y (several from the central offices) in 1984, and added

two new doctors to the central administration. However, these two doctors

went abroad for one year of training, This leaves the ltV central office

unrle r- sta f fed.

Auto -financing

The cost recovery system for ORS and chloroquine implemented by

PEV/CeCO 1n 1984 has generally been very successful. rev sold a rather large

quanti ty of ORS (460,514 packets which covered total costs in 1984). They

have grasped the principle of varying the s<lle price as a function ot the cost

pr ic e.

less chloroqu ine was sold (743,000 100 mg pills), for there are

several well established supply sourees in Zaire most of which sell

ch loroquine 1\ t a lower pr ice than Pf~ v.
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In the health zones, observations made during visits in the field

indicate that several different systems are used by health centers to recover

p!lrt of the costs of PEV/eeeD or other interventions. In general, by

rf'Coverin~ costs, centers have been able to acquire new supplies ot OKS and

antimalarjals for curative treatment and to pay part of the health centers'

personnel salaries. To tal cost for vaccinations (vaccines, syringes, needles)

waS not covered, bu t in general, mothers were willing and able to pay

RomethinR for thjs preventive intervention. In just a few cases it was noteel

that helt]th centers were able to pay part of the cost of supervision by health

?oone personnel, out of these recovered costs. Self support of PEV/CeCD

activities is only partially implemented.

5.1 .4 Provision of services

Vaccinations. Children are vaccinated at preschool consultations, or

rlurin~ special vaccination sessions. This depends on the number of children

to be vaccini'lted per session and on how far away the vaccine depot is.

Pn'Rnant women receive anti tetanus vaccination during prenatal

consultations, ()r during special sessions, - the PE\! teams have completely

stopperl their mobile activities. The only mobile activities remaining in tlle

country are carrierl out on the decision of the head doctor of the zone, who

can lise this temporary solution to bring services to health centers which are

too far away or too poor to support the maintenance costs ot a cold chain. In

any case vaccinations are per formed as part of prenatal or preschool

consultations.

The earlier vaccination schedule recommended hv the \./!-{) 's

consultative IrrOUP to PEV in 1<.J83 and 3984, and indicated on I-£V/CCW project

nata sheets is beginning to be applied (oral polio vaccination at birth, then

OPT and Polio at 6 - 10 - 14 weeks)... Vaccination of sick children must be

performed whenever possible (h pital consultation) and at least an

BESY AV./\/LABLE COP'';
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appointment for the next sess ion mus t be given to the sick children who have

not been vaccinated.

On the graph indicating vaccines admin~stered since 1977, (14) tbe

apparent stagnation between 1983 and 1984 corresponds to a rescheduling ot

vaccinations around the first 2 years of life instead of the first 3

(vaccinations in the so-called catching-up phase) and to the shift trom mobile

to fixed strategy.

Combattin~ childhood diarrheal diseases

As planned by the project, preventing diarrhea begins at home through

the lise of home made suga r-salt solutions to prevent dehydration. The

dehydrated child with diarrhea presenting in a health center would receive

either the complete oral rehydration salts solution, an intravenous perfusion,

or both depending on the degree and severity of the dehydration.

The creation of a special oral rehydration unit supported by ffiV/CCLD

to comh,qt diarrheal diseases is planned in all urban hospitals. Tbis activity

was initiated at Mama-Yemo hospital in August 1984, actually involving the

head of the Pediatrics department and his team. Under difficult physical

condi tions, an oral rehydration uni t has been assembled, evaluation and

treatment sheets have been developed and tested, the experience acquired in

tr!'lining health personnel and educating mothers has been disseminated. 10

date, 30 urban centers have been set up for oral rehydration for diarrheal

children. The creation of a national training center is becoming a priority

and arrangements must he made to institutionalize the oral rehydration

!'lctivi. ties.

The only measurable factor specific to the implementation of the

prop.ram is the number of oral rehydration salts packets distributed over the

vears; their increase S":lce the heginning of the project is evident. (Table 14

R) •
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Combatting malaria includes two components: single dose curative

ch loroquine treatment of all fever cases presumably caused by malaria in

children under five years of aRe, and weekly chemoproIilylaxis of women during

premancy.

Here again, curative treatments that predate the project, the

cllfferent sources of chloroquine, and the variety of medications used for all

age groups, make it difficult to assess the degree of implementation of the

pro pram. The teams observed that chloroquine was available at the satellite

level. But the team in the fielrl also noted wide varia tions in the

application of treatment schedules for children under 5 years of age;

5 mg/Kg/d for 5 days.

- 10 m~ /~/d for 1/2 or even 5 days.

Single dose chLoroquine of 10 mglKg/day recommended by the project

is far from being accepted by all doctors. They recognize that this strategy

noes decrease temperature, but relapses are more frequent than with prolonged

treatment. A Nationwide research study addressing this question would app"'ar

to be needed.

The efficacy of malaria prophylaxis of pregnant women is recognized,

but only exceptionnally practiced. The reasons given are:

- economic (women cannot support the cost of a preventive treatment);

- logistic (the zones only have a stock for curative treatment).

5.1.5 Monitoring of Target Diseases and System of Health Information.

To meA.sure to what extent the objective of a reduction of sickness

anrl mortali ty due to the target diseases has been achieved, the lEV has

developped a senti. nel monitor ing system based on information provided by 103

sentinel posts located in 17 towns where the lEV/CCCD teams are based. A

third of these sentinel posts are hospitals, the rest are health centers

(tabl e 1 "l) •
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These sentinel posts sUOO1itted monthly statements during l<;lSlr1982 on

the total number of deaths due to measles, whooping-cough, poliomyelitis, and

tetl'lnus, to the regional/sub-regional teams, who forward a compiled report ot

regional datrl to Kinshasa (table 15 b).

In 1983 - 1984, this system was extended to the rural health zones

covered by the program. Diarrheal diseases and malaria were added to the

lis t of no tifiable diseases.

HC'lWever it must be noted that in rural zones, the monitoring system

currently includes hospitals only (table 16 a). In the towns, on the other

hand, it also includes health centers which declare only cases of measles and

whoopin~-cou8h. (tabl e 16 b)

In addition, surveillance in urban ar&~s includes the use of a

standard form, listing various epidemiological indicators such as the

distribution of cases by age, seasonal variations, the ratio of cases to

deaths, etc.

This data, and the figures for vaccinations performed, are assembled

by the health zones and given to the regional/sub-regional FE\i/CCCD teams, who

do a monthly synthesis which they send to the management of the PEV/CCCD in

Kinshasa, where data is centralized.

In order to maintain active and regular contact with the Ilealth units

which participate in the PEV/eeCD program, a system for feedback information

is being neveloped. Experimentally, the synthesis of the reports trom 1981 to

1983, was distributed in 1984 to the regional mv/eeelJ teams and to the

sen ti.nel pas ts .

') .1.6. Health Education

1. Introduction The achievement of the goals and objectives of the

project depends on two major factors:

1) Changing the behaviour, attitudes and practices as regards health, of

the tar get popula tion.
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2) Sa tis faction by health services of the needs crea te i.l by tilis change

in behavior.

The messa~es of the project must reach pregnant women and the parents

(fathers and mothers) of children under 5. This essential part of the project

is examined heleM, ..to determine what was expected to occur under the project

apreement, and the extent to which the plan and the budget have been

r.mlized. It will appear clearly from the analysis that the goals ot tlle

projects will remain unattainable tmless much more specific attention is p.'lid

to the part of the project devoted to health education.

2. The project agreement aims at objectives in the fields of the

prevention of vaccine-pr eventable diseases, the reduction of the impact of

djarrheal diseases and malar fa, the strengthening of na tional capaci ties to

prevent and combat communicable diseases, and an improvement in the sta te of

health of the populations participating in the project so as to accelerate

their economic development. Mothers and children mus t change their heal th

practices concernin~ vaccination, malaria, and the prevention and treatment of

rl{q rr he;} 1 diseases.

The proportion of vaccine coverage must be increased by 5% to 10 10

annually: the 11 til iza tion of antimalar ials and ORS by 10% annually. These

oh jectt ves should be ,q ch ieved through:

1) Health education incorporating a variety of mass media. Formal and

informal training on a one-to-one basis (the evaluator supposes that

this means the nurses and village agents will play this role.) And

~rritten material will be planned, developed, produced and evaluated.

By the end of the project, an entirely operational system will exist.

2) The training of the 895 professionals involved in the health zones ot

the pro.::ect will include a section devoted to health education.

3) Accorrting to the project description, "after public confidence in the

health posts and health centers has been won, oral rehydratation

therapy wUl be introduced to the Villages by village health agents."
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4) The training of participants in He'\lth &lucation may be financed by

the project.

5) The cost of equipment for Health Education 1s evaluated in the budget

at 13.750 dollars in 1983 and 8,000 dollars in 1984.

3. In February 1984, the HE!llth Education team of the project carried

out a· feasibility study and recommended an action program outlining specific

approaches to obtain the goals and objectives of PEV/CCCD. This report

initially concentrates on oral rehydration therapy. In action plan for the

combatting diarrheal diseases was later outlined by fuyer and Moore, of the

PEV/CCCU. One member of the team was attached full time to the office of

PEV/Kinshasa in August 1984. One should remember that the Peace Corps also

has a role to play in the implementation of this plan.

4: Achievements of the CCCD

After the development of the health education plan, the PEV/CeCD team

rlid some radio presentations, and numerous "Classifiert advertisement" and

Health Education posters were prepared and distributed to the regions ana the

zones. UNICEF strongly supported these activi ties. However during field

trips, the performance of Health Education activities was found to be

variable. Few centers had PEV/CCCD materials.

Less than a third of the zones had any form of village health agent,

"Maua" or animator. The principal role of the village health agents, most of

whom had been trained by nurses, was heal th education and in the organization

of the communi ty.

One Peace CorfS volunteer carried out exemplary Health Education

activi ties in the Zone of Yakusu. She had done a diagnosis of the communi ty

and mobilized the community to action against schistosomiasis.
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5. Discussion

The major health education problem for ORS is that prevention and

combatting diarrheal diseases are not emphasized. 1£ nothing is done to

reduce the incidence of diarrhea at its source, efforts to treat it will be

less and less accepted by parents.

The budget reflects the low priority placed on Health Education in

the USAID Project CCCD (21,500 dollars out of 4,700,0(;). The lack of

resources could be the leading factor making it impossible for the project to

render ccm interventions acceptable to Zairian families.

The approaches envisaged by the project are adequate mass-media,

posters, school health, training of teachers. It has not been demonstrated

that these methods reach rural fathers and mothers, who are for the most part

illiterate, and speak a wide variety of local languages.

The absence 'of any major effort to train village health agents and

organize the community must he corrected. The team found that these

approaches posed problems, as the acceptance of the village health agents'

r~le varies between regions and between zones, and the responsibility of the

PEV/CCCD in the orll:anization the zones is at most, marginaL

No Health Education Plan for vaccination or combatting malaria has

yet heen prepared.

jmenustik
Rectangle
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Surveys and Operational Research

The surveys to be carried out in the context of the program are

desiMed (see table 17):

to study the progression of the utilization of services. This

involves 24 similar surveys on vaccine coverage by different methods (random

samples in the cities, cluster surveys in health areas, studies of records,

etc •• ) It also involves surveys permitting an estimate ot the utilization of

ORT for the trea tment 0 f diarrheas and of ch loroquine in cases of fever in

children.

to ~ather epidemiological data on the incidence or the prevalence and

mortality rates of CCCD's target diseases, and their repercussions on hospital

ann health center attendance.

..
to modify as necessary, the strategies concerning the vaccination of

sick children, the preparation of solutions in the home (sugar-salt solution),

the treatment of malaria, (resistance to chloroquine, efficacity of the single

dose in children etc ••. ).

These surveys are of the highest interest to the program and must be

continued and strengthened. They permit an estimate of the real utilization

of oral rehydration therapy and of chloroquine in the cases of supposed

malarial fevers in children. The latter should be carried out in zones where

the pro~ram has existed for two years, in particular so as to know the degree

of attainment of the sur.-objectives laid down in the USAlDl(,overnment ot Zai're

8f!:T"eement.

BEST AVAILABLE COpy
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s. '} Cost Effectiveness and Efficiency

5.2.1 Arlequacy of equipment, material. logistic support and supervision.

i) The quantity and the stock of vaccines are sufficient. There was

a deplorable disruption at central level in the supply ot measles vaccines in

mid 1984, wi th repercuss ions on peri pheral levels. Considering AID IW '5

assurances that all necessary measures have been taken to ensure that such a

incident will not recur, no recommendation will be made on this subject.

ii) the q uan ti ty of rna ter ial and medications available centrally is

adequate. However problems do occur in the distribution to peripheral levels,

probahly due in part to the lack of information on the available stock of

spare parts and also to the use of syringes and needles for other activi ties

besides those of the project. Some of the zones visited by the evaluation

team do not get their supplies from the FEV teams. The price of chloroquine

is generally higher than that charged by various religious and other

organiza tions.

it 1) Trans por t.

Though there appears to be a sufficient number of vehicles at the aisposa!

of the pro ject, their use is limi ted by:

- a delay in the distr ibution of s pare parts,

- the impossibility of using petrol vehicles in most of the regions

hecause of a lack of supplies on the market and because of the high cost ot

gac;oline, (about twice the price of diesel). The reclassification of these

vehicles with the donors agreement is indispensible.

- penury and the cos t of fuel for diesel vehicles.

All these constraints, added to operating and maintenance expenses

result in lim! ted travel, and a consequent lack of supervision and training.

A greatf'r attention to planning, and a greater availability of locally

p.enerated funds should gradually help to alleviate the problem. The project

has, as much as possible, begun replacing vehicles which have high running

• costs with motorcycles and bicycles.
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iv) The cold CM in

The mp.ans made avaliable to the project are sufficient, adequate, and

suitably mintained and supervized, centrally, regionally, and

sub-regionally. However, there is no maintenance data sheet concerning cold

storage chambers at the central depot, and it would be desirable to establish

onp. RnO follow its directives.

The refr igerators made available to zones and heal th centers work

well, but the problem of financing their kerosene consumption is crucial and

often dissuasive. As their capacity is often uuch greater than needed it

seems important to consider the possibili ty of acquiring smaller refrigerators

which consume less kerosene.

In the meantime the available equipment should be distributed only to

those health centers which can reasonable undertake to keep it ftmctioning.

The cost of transporting this aaterials to the place where it will be used

must be considered. as an investment cost and paid out of counterpart funds.

Partic.ular attention should be paid to the results of current tests

of solar energy for refrigerators, both technically and economically.

For the centers which have no refrigerators, the means of

transportin~ vaccines, thermos and cold accumula tors are available in

sufficien t q uan ti ties at the vaccine de po t.

The freeze indicators are not often used and when they are, their

liSP 1.5 not very well understood. They should be brough t into general use, at

IpRs t wi thin the regional and sut-re~ional depots of the 1£\1, and training in

their ut1.lization also seems indispensible.



-37-

v) Supervision by the cen tral office of its regional teams was

carried out during 1984 J from July onwards according to precise terms of

reference.

evaluation of the supervisors' and team leaders' ability to execute

the taBes assigned to them.

technical up~a ting of the projects

strengthening of the me thods of supervis ion and evalua tion,

conjointly with the extension of the project.

Though the Kinshasa team benefi ts from regular supervision regional

supervision can be var:1able:

one team has received 3 times J

two teams have received 2 visits,

twelve t'eams have received 1 visi t,

and the teams at funia and Kindu have never been visiloed at all.

The central team also supervised 28 0 f the 71 heal th zones whose

staff hact been retrained before 1984, and regional and subregional teams

su perv ise d 42.

Supervisory trips took place in spite of transport difficulties and

totally insufficient per diem allowances J and a decision should be made on

th is sub ject.

Ai though supervisory activities have made considerable progress over

thE> last few years, they rermin insufficient. Significant improvement will

occur only by increasing and decentralizing the human skills and competence.

At zone level the limitations on supervision of health centers are

linked more to problems of transport, the lack of reference lists etc., though

certa in zones are more advanced in this area.
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5.2.7. Personnel Utilisation. Adequacy of Training Plans.

The national technical team of the PEV/CCCD consists of 10 people.

However, due to lon~ term tra ining needs (past, current, or planned,) the team

is reduced to only 7 or 8 active members. Their ability to In:mage the project

seems adequa te, and their enthus iasm and tenaci ty are evident, but the

ahhrevla ted team CAnnot guaran tee the full efficiency needed to reach pro ject

ohJectives.

The technical staff is not trained in budgeting, and has not

par ttc1.pa ted in the bud~et process.

The regional teilms are capable of managing stock, gathering data, and

wi thin certain limi ts, of training. The presence of a well trained doctor in

elich telim would .permit the completion of training and supervision capaci ties,

and would confer on the team the autonomy necessary for contact with other·

noctors. Thi~ would be a first step towards decentralization.

Since the beginning of the FEV program, all central technical

officers, lind the regional supervisors and PEv team leaders have taken

trainjn~ courses in management and planning. (table~) lt can therefore be

said that the level of technical competence at the PEv/CCCD personnel is

sa tis fac tory.

But only 8 (all central officers) participated as facilitators and

thus attended traininR sessions for trainers. This central level group is

.qctivelv involved in regional and sub-regional PEv/CCCD training, during tneir

supervisory visits. But within the regional and sut-regional I-E\t/LCUJ teams

master traininp, cap.qhility is lacking.

However this seems justified, given the new role assigned to these

teams since 1983, namely that of supply, supervision, and training. It seellls

tha t to ens ure con tinui ty in the impl emen ta tion 0 f these tasks, it is

BESTAVAILABLE COpy



-39-

indispensihle that the same training be given to Zone supervision personnel,

for examplf> the sone supervising nurses. The modules of the Wl-O course

"Supervisjon Techniques" including the "Cl1ide du Facilitateur" could be used

in thi.~ training.

The u til izati.on of the head doctors of heal ttl zones already tr a ined

hv the PRV/CCCD is shown in Table 20. It emerges that the vast majority at

this personnel stay in their jobs. (~%) and have submitted their action plan

for the zone to PEV-CCCD (89%), and tha t in a third 0 f the re tra ined heal ttl

zones a follow-up has been carr ied out by the central office and by PE\!/CCCD

teams.

At present only a minority of health zones notify the PE\! teams of

their training activities. The observations of the international evaluation

team in the field show that these activities are satisfactorily carried out in

only a limited number of health zones. (see the reports in annex).

The rhythm for retraining of zone medical officers, as provided for

jn the Operational Plan of the PEV/CCCD for 198~1986, seems adequate. On the

other hand the training of supervising nurses and ot colrl chain managers

should be acceleraterL For the former. training could be carried out in

phases, covering teach inp, me thods and supervis ion.

It is also important that tra ining plans prOVide for clinical courses

on oral rehydration. The extension of these courses from Mama -Yemo II os pi tal

in Kinshasa to regional and sub-regional hospi tals and to heal th zones is to

he considered a priority training action aimed at ensuring the promotion and

correct utilization of oral rehydration method in rural and urban health zones

outside Kinshas a.

f?E.S T.1l v>tj:....l~[}L(':· ('OF'V
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WH() teaching material, (e.g. tile "Manual for Treatment of Diarrhea")

could he used in these courses. Each health center should have a poster

"Evaluation - Treatment of Diarrhea". Given the need to intensify the

training of HeAlth Center staff, this activity'should likewise find its place

in PEV /CCCD tra ining plans and in the repor ts of the zone medical officers.

The use of Peace CorJ:S volunteers at the regional level is being

stopped because of the unsa tisfactory experience of all except one, who holds

a fuster's dewee in Public Health. The generalists in basic science do not

get enough out of the 2 week course to allow them to function correctly as

manajZer-trainers at the rep,ional level. future Peace Corps volunteers who may

he used in the health sector will be trained to work in zones where the

Zit i"rian head doctors have been assigned and where the long satisfactory

experience of Peace Corps in community participation can be useful. They will

work in clos e collaboration wi th the supervising nurses of zones. Their

collaboration will extend to the implementation of the tra'ining plan for the

zone, superVision, and community organisation. 1£ the PEv/CCCD plan to

develop regional of £ices succeeds, Peace Cor ps will consider placing 3rd year

volunteers in these offices.

5.2.3. Mequacy of resources: cost-effectiveness of services:

Cost-effectiveness and efficiency of the auto-financing system:

Mequacy of resources and cost-effectiveness of services:

The key to the final achievement of FE'" objectives is to be found in

the sl1fficient quanti ty of financial resources necessary to undertake planned

needs. This means that the Cbvernment of l.afre must increase the contribution

from its regular hudge t to cover the opera ting expenses of the lli V/CCW. 10

he certain that the resources requested from the ordinary budget are

sufficient to satisfy planned needs of the illv/CeLD, Lts proposals for

financing from the regular budget should be based on actual needs.
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PEV will have to live wi th fewer real resources for opera ting

pxpenses in 1985 than it had 1 n 1984. Some economies have already been made

through the improved efficiency of opera tions, in diminishing the personnel,

::lnd in usin~ uniquely diesel vehicles (diesel i6 considerably cheaper than

gasoline). Ha.lever, most of these reductions were already instituted for a

part of 1984, so mon'_reductions will have to be made in 1985.

- Regional level -

The 1ayin~ off in 1984 of vaccinators who were no longer needed in

the new PEV strategy represents an improvement in cost-efficiency. However,

the ahsence of a doctor at the head of the regional team limits the

credibili ty of PEV vis-a-vis the zonal medical of flcers. Consequently,

cost-e fficiency could be impr oved by the addi tion of a doctor at the head of

the re!l;ional teams currently wi thout one.

Zone Level -

The interventions pro!nJted by the PEV/CCCU are generally considerea

to be efficient as to cost. Only the vaccination component is totally

fune-tional 1n the healtll ('enters: ORS and comhatting malaria are less welL

deve10pped at this level. On the whole, cost-efficiency will be improved by

the training of more .hea1th center personnel in these latter two activities,

so that those who currently practice only one of these activi ties can become

capable of all three.

Cost-effectiveness and efficiency of the self-support system:

The different systems for recovering costs in Zai:re are an

under-exploi ted resource. The sys terns in opera tiOD have a varying degree ot

success in the recovering of costs, probahly because of the system used, the

customs of the population of the region, the so'cio-economic status ot the

population served, or certain of a range of other factors. Existing systems

must be studied to determine their strengths and weaknesses, so that this
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knowledge may be used in the preparation ann the llDdification 01 cost recuvery

Rystems elsewhere in Z:i fre, and elsewhere in the world. It was noted during

field trips that certain cost recovery systems are capable at covering more 01

the costs of delivery of services than were others. This could be due to till"

moel of the system, or to the characteristics of the population served, as

mentioned above. Hawever, one important factor in the determination of the

proportion of costs covered would be excluded from any study at the

self-support systems alone. This factor is the willingness and ability ot the

populiition to pay for services offered. !In economic survey of demand coul(J

take th:l.s element of the image of cost recovery and show the effects of the

different price-fixing strategies on the services utilised by an income or 0{

soc1o~conomic group.

5 .2. 4. Ava llahi li ty 0 f services (vaccinations ORS, chloroquine).

;?

A service is sr.iid to be available when it is offered by the healtn

center to the population situated in its area of action. By definition, all

thi> servires of thi> PEV/CCCD are offeree! to the population in the health

center~ s~id to be complete. Elsewhere, certain vaccinations are ottere:1 i/\

the mohile teiims th,q t come from the zone to vaccina te in the context at

preschool or prenat:-tl. mnbHe consultation.

One can thus appreciate the av,qilabllity of services by evaluating

tl,p cnver of the zone in operational health areas. The evaluation leitffi tnund

thAt t'1f' proportion of the P0ptJ1ittion served hy complete health centers in l/~

of thp 7.ones visitee! varjerl from 10 to 7'1% and was on average 51.5/•.

Amongst the retrained zon~s which were visited this year, the

proportion of the population serverl was 60%, which signifies a net improvement

over the situation at the be~inning of the project, when most of the zones

didn't kno\ol how m.qny their zone served; for those who did know, the rate wa::;

abollt 20%. (see the tables which follow the reports of field trirs.)
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Availability and use of statistical data on target diseases:

Adequacy and feasabi1ity of the planned health information system

.... _,.

The regularity of reports on the targ~t diseases is good (901), but

delays in transmission to the central office are considerable, usually between

3 and 6 months. This means that the system is not useful for detecting abrupt

changes (for example epidemics). Nevertheless in towns where monitoring has

heen in operation for a long time, the system permits the study of the

epidemiology of target diseases. The ability to distinguish between

ambulatory and hospitalized cases allows a more precise judgement to be made

of· the proportion of severe cases; allows one to determine risk factors tor

cases of diarrhea, malaria, measles and neonatal tetanus, the reduction of

which constitutes the immediate objective.

The regularity of the monthly reports on vaccinations perfomed by 18

PEV/CCCD teams is not in question, but there are many delays in their

transmission. Thus at mid-January 1985, 85%, (184 out of 216 expected) of:

the reports had reached Kinshasa (the year in question goes from I:ecember 1983

to November 1984). For the PE V teams, the repor ts expected from the heal th

zones do not arrive as desired, medical centers from south Kivu sent 381

reports out of 568 expected (67%); in Kinshasa, 997 reports were received out

of 1264 expected (791).

F1eld trips have shown that data on the target diseases at the zone

level are only partially collected and sent in late.

To improve data collection on the target diseases, forms have

recently prepared for peripheral medical formations. These forms are

apparently pratical, because they are clearly designed and ask for only a

minimum of informa tion certainly ava ilable in the hospi tals •
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Md1 tionally, a coded system 1s proposed for information and data

analvsis at the central level. This system was recently tested, and the tirsl

results show that it will bring certain imporcant advantages: data analysis

will bP. more rapid, precise and complete. It 1"s also easy to envisage using

this system to evaluate the performance of the regional teams, using a certain

numher of ~riterla recently established by the central PEV/CCCD staff.

The system aims likewise to measure the impact on the reduction of

mortality from the target diseases in urban and rural zones. It seems

justified to hope that the reduction of the number of cases and of the persons

hospitalized because of diarrhea, malaria, neonatal tetanus and measles could

serve as an indicator of the utilization of FEV/CCCD services.

To be able to measure th is impact more directly, two basic surveys on

sickness and mortality due to the target diseases were carried out in two

rural communi ties in the region of Bandundu before the start-up of fEV/CCCLJ

activities.

[r thp light I)f high rates of incidence and spt'citic mortality and,

the rapid expansion of PEV/CCCD activities, a repeat at these surveys would be

justified so as to measure the impact on the reduction of mortality after 4 ­

5 years of PEv/cern activities.

Impac t

The impact of the program was measured in terms of reduction of

sickness, as indicatecl by the information system. For example, in Kikwit wi til

a steaclv increase of vaccine coverage against measles from 55% (1978) to 91~

(J982) the number of rlp.clared cases of measles has diminished: 474 (19I:H), 101

(1982) anr! 55 (1983). In Kinshasa, as coverage with the first dose of

poliomvelLtis vaccine has increased from 43% (1977) to 70% (1983) and as the

percentage of children having received 3 doses has likewise increased from 24%
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(]977) to 54% 09B3) , the number of cases ot poliomyell tis has fallen tram 'L47

(1980) to 92 (1984). In order for a health system to determine the impact,

the coverage should he raised significantly to reduce the transmission of

dt~eases, and the system should have functione~ consistently for a

sufficiently lon~ time, to permit annual comparisons and to reduce the

artificial variation in the declarations.

The system of routine monitorinK is less likely to determine a

reduction of mortality, such as deaths due to neo-natal tetanus or to

rliarrheal diseases or malaria. In order to be exact, the measurement of the

reouction of mortality must be done by special surveys. However, as many

factors influence mortality, the impact of the CCCD strategy on mortality can

b~ ~hown only indirectly, either by the comparaison of one region or in the

case where a siKnificant increase of the coverage provided byCCGD activities

coincides with a period of lowered mortality rates •

. 5. 2.6. Ffficiency of Health Education

Tbf> hf>a1th education program f)f ceeD was tardy cornparerl to th,:

service delivery part of the project. A plan for combatting diarrheal.ii';':ils.:

was prepared in July 1984, a little after one PEV team member took up the

function of health education. During the following six or seven months, d

gr~at number of health education activities were begun, hut it Is too ~arly to

determ.ine the results and the achiev(~ments of projected goals. A cevi,'wwas

marie in Kinp,andu anc! Pay-Kongila in a study of mortality and of thl~

ntil hation of services. These surveys confirmed the low level ot

comprehension of the causes of diarrhpil and of the utilisation of tilt> OKS tur

rehydration treatment. These stucHes r,prve as basic surveys ot tilt' WLlV in

which thf.> PF.v/r.ccn should proceed to obtain acceptance by mothers ol the CCCD

appro~('hes ,qnd of oral rehydration therapy.
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These studies also point out the difficulties illiterates have in

understandin~ health menages. Ninety-seven per cent of messages on the OKS

were communicated by word of mouth rather than by radio. written. or by

posters. It is thus very clear that if "face td face" is the only medium

used. it will be difficult to reach the target population and to obtain any

hehavioural chan~es. The following plans were prepared by the PEV/CCCD to

increase the recognition and use of oral rehydration therapy into a common

household:

1. Production of health education material for Health Centers and Zones

2. Posters and T-shirts. stickers and calendars, and other advertising

products.

3. Fi 1m shown in urban cinemas.

4. Educational material for school health services.

5. Messages for radio advertisement announcements.

6. Slides and flannelgraphs.·

7. Training pro~ram for mothers anq teachers.

An examination of these materials at the lEV office shows that current

prorlucts !Ire of good (lUalitv, 'lndthat they will probably be very effectiv.·

for public information. A ~reat number of radio me~sages has been proposed.

The frequency of broadcasts depend more on the programmer than on the PEV

budget. A budget of 1.500.000 Zaires is needed for the 1985 program.

Commentaries

Emphasis was not placed on recommendations for avoiding diarrhea. but

rather on the treatment of dehydration. The health education program will

envisage this aspect. Posters. fo1d-outs, radio messages etc ••• must explain

preventive and cura ti ve measures. The heal th education plan prepared by MAY l:R

in July 1984 for the control of diarrheal diseases is well done. and covers

the project's approach in detail. The result of the health education program

should be discernable in follow-u p surveys. The project's impact and

efficiency will then be measurable in terms of any change in the morbidity and

• mortality rates.
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Av~ilability of oral rehydratation therapy:

The instructions concerning rehydration therapy were distributed to

nearly all the zones of the program. Although these instructions are

extremely clear as to an indication of the salted sugared solution. and of the

complete solution of rehydration salt·s. they are not followed. for various

reasons; the head doctors do not want to create a dependence on the packets

for fear of an interruption of stock. and all other reasons evoked witness to

a reluctance concerning the utilisation of the packets. The reasons for these

reluctances and the ways to overcome them could be the subject of a survey.

However we must note that the acceptance by doctors is very variable from one

re~ion to the other. and all the zones in Bas-Zafre for example use the ORS

when indicated; however some errors in preparation reflect a lack of basic

technical skills.

The actual principle of oral rehydration is ~.rell understood in the

zones and a minimum of conviction and training w~ll suffice to perfect the"

service~.

Availability of chloroquine for the treatment of presumed malarial fever

attacks in children.

The stocks of chloroquine used in the health centers are sufficient

to treat all feverish patients, including children under 5 years. The

availahility of chloroquine for the chemoprophylaxis of pregnant women Is more

subject to caution and it s"eems that the stocks would not be sufficient in the

health centers if it was systematically distributed to pregnant women.

Finally. the impossibility of Including its cost in the current price of the

"orenatal consultation", and the reluctance of mothers to pay for a medecine

when they are not sick. means that in reality this service is not available.
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Adequacy of Opera llonal Research and uSe (It Hlldin go;

,.

Somt' Rtudi.e~ :liming to resolv,~ the problems '"ere carrlec! out by til..

PI-: VIcc (n wt t h locf! I f 1nf!nc t ng. !''our it ~['t~ement s were TH'r t ee tt~ II by the reg ionCi 1.
~f'l1dpmi()logist anci four sc!entists, thret· I.ai:ri:ln and oue Congoll!se (Table

]e). Tllf>RP apreements are gent to tlte V,r"Oup ot experts tor j:rencil west

i\fr1~a, which is mpt't in L\hlrt.iilll In'1;lrch 191\'). The operallon:" n,seilrcll

effort has two 1M in goals:

1. Solutions to prohlems i.n the 1'1': v/sS f" Ii field of interventi.on.

'2. Tr!lining of 7ai"riiln scientists to conctuct scientific studies on Ol{S.

The objectives art· valid, .:Ind the situatl.on progresses. '[t,e Loug

time taken for the preparation of the ap;reement is routine in French ....'est

Afr ica. This is due in large pa r t to the fact that Z:11 r:fan scientists are {IOL

familiar wt th the American system for the preparation of proposals.

S. 1.8. 11ti11zation of Services

('( 11) pr" j .... ,. '..,!:

f} C c; 7)',:,

DTP }()'.

Measles 50~

01{ S iii:.

- Anti-n,qL.rlal treatmelll ')U:

1 • '1"hl..· 7.1. l'st,'hl i ~~"t~'1 on tl,t' rnsL~; III demogra phic data for 19114 ann

t·, .... "\'1111[-".'1" .){ ill~t'~~ :l,I'nll,;·t.,·r, .. i 1.,1 c:',i!'lr"n under 1 V,~;lr' in the '<:one~; '''ll,~r,
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2. [n the currf'nt state of affairs it is impossible to me<lsurc eXilctl~'

tile cip.~ree of utllizat Lon of oral rehydration services for the treatment 01

dl'1rrhea, ami malarlCll treatment for cases· of fever. The estimates given

r1uri.np, f lelci trips by the zone medical of flcers, (not based on any t igures)

indicate a wide variation, between 30% and 8O%,'in the rate of utilization by

the populat ions served.

Socio-anthropological surveys carried out tn two regions before any

installation of PEV/CCCD activities show that 50% of the children suffering

from d iarrhell and 50% of ch ildren with fevers are referred to a health unit.

However thou!,-h the chloroquine. treatment of fever attached is well known,

accepten and applied, treatment by rehydration salts is partically

insignificant. Special surveys on the utilization of services should be

carried out systematically in all the regions, to make better forecasts of
.,

neerls and to measure the degree of attainment of the sub~bjectives of the

pro~ram.

One can expect a net improvement in the estimates of the utilization

of the services in the near future, thanks to the inauguration of a

st;fnrlardlzerl svstem of data collectiun, .'inn centr-alL:~I''' '·(Imputer- dnalyses.

5. J. lmpact and prospects.

[n this section the evaluation team attempts to consider the project

in terms of itchlevement of its goals, objectives and suL-objectives at the

hal f-way potnt in its implementat Ion. Questions concerning realistic

itccompltshment and the measurement of goals and objectives will be treaterl,

:lnd Romp of the tenm's perspectives will be presenterl.
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Coals, Objectives and Suh~hjective8;

Tre~oal is to prevent the ehUclhood yaccine-preventible diseases,

rliarrhe"ll r!lseases and malaria, throup,h a strengthening at the national

capacl ty to improve chilrlren's health, by prevention and cuntrol thus endowing

78fre with ~enerations of chUciren who will enter schuol and the working world

not handicapper! hy infirmities, anci capable of participating in school

activities and becomin~ an effective part of the living force for national

socio-economic development.

n. Objectives

The reduction of child mortality by 50% in 4 years through this

project seems unrealistic, as the approach needed for combatting the main

cause of mortality (malaria) is seriously delayed in its implementation, and

the acceptance of the ORT by health workers and users 1s going ahead more

slo~11y than expected. The change from the mobile to the fixed strategy for

the rlellvery of vaccination services has resulted in a temporary drop in the

v:!c-cinp cover"iq€'. 0n the other i1anri. thp.rf> has hl>en an improved access to the

vaccin'ltion program particularly in rur;:)L zones, hut a reduction by 50% at ttlt:

mortalitv rate will take more than 4 years. Tlere are technical problems in

the delivery of antimalarial proPhylaxis for pre~1ant women, due to the fact

that most new clients do not show up at the prenatal service centers before

the f3th or 9th month, thus preventing tln>m trom Liking advantage of the.

antic ipated weigh t gain for the unborn i:11 i lel.

The prestlmptive chloroquint' tr"iltment of feVf~r in children is well

ac-cepteci, hut thl' utllization figllr"s ;Ire still ,:nllsi.r1erably lower than the

fil~lIrr>~ of rleclareel Rf.ckn,~ss. Jt Is thus proh,qbll' that it will take 1lI0r,'

theln 4 years to achieve rroject ohjectives. TIt;> ,-valuation team conc-lud~(j

tl,:'!.t a prolongation anel extensil)O of the rrojf>ct is necessary, rattler titan il

rE'du~tion of the project tarp,ets.
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c. Su b-o b j ecti ves

The levels of vaccine coverage indicated by the sub-objecti~es appear

very optimistic considerinR the large and dispersed rural population to be

served, and the rapid growth in the number of oRerational rural zones. The

coverage in urban zones where activities were started earlier has shown very

good progress. It will not be possible to achieve the target number of

faciti ties using ORS (70%), though there has been a rapid growth in the use of

ORS in the health zones, health centers and homes. The achievement of this

target depends largely on the "Health Education" component of the project,

because acceptance by the family is an important in attaining the target of

70%. The same applies to the presumptive treatment of malaria, and even more

so for the prophylaxis for pregnant women.

Medications have been supplied to the health centers, and it is up to

the Dopulation (health workers and clients) to start accepting these new

efficient methods of treatment.

The utilization of ORS for diarrheal diseases is common practice at

''111 levels visited by the evaluation team, however, its acceptance by the

health workers ann patients is not as clear as one would have hoped. Until

ORS with at least the salJrand sugar solution becomes 'a common household

medecine" for diarrhea J dehydration will still be a problem, besides, the

project needs to carry out the control and prevention of diarrheal diseases

with as much energy as it puts into its work on vaccine preventable diseas~s

and malaria.

The integration of PEV/CCCD interventions into primary rural health

care adds significantly to the zone's ability to overcome endemic and

recurrent health problems. Many zones are capable of taking some preventive

measures against diarrheal diseases, such as the protection of water sources,

appropriate weaning foodstuffs, the storage of foodstuffs , food supplements

nnd the treatment of specific nutri tional deficiencies.
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Impact on the implementation of the national declaration of health

strategies of 1982 and 1984.

It seems that the PEV/CCCD has played a major role in the achievement

of a national reorganisation plan for 300 rural health zones. The lEV/ccru

was responsable for the training of numerous managers (head doctors of zone)

of urban and rural health zones. This training has also been incorporated

into the SANRU project designed to set up public health services in rural..
areas, and has been adopted by other donor agencies - UNICEF and certain

bilateral programs.

The development of rural health zones has already exceeded the

targets of the project. There is a significant integration of the CCeD

interventions into basic health facilities. However much remains to be done

to make the new services more acceptable, to promote their correct usage, and

to achieve the planned quantifiable results. Tre national strategy envisages

. the integration of PEV services into primary health care. One major

structural constraint to success and to current efforts to provide services is

'the lack of re~ional infrastructure sufficiently close geographically to lhp.

7.ones to permit the provision of regular services.

The project plan did not take into account FEV·s achievements in

developing the re~ional offices and did not give sufficient support to

training, supply, management, information systems etc •••

The potential impact has been greatly diminished, and the Government

of za i"re was not .qb1e to redevelop these offices.

Concerning the auto-financing of the PE~/CCCD - 90u~ of 13 zones

have made some efforts in this direction wi thout rev participation. The

proportion of operating expenses financed is not known, but it covers a part

of the expenses for fuel for vehicles and refrigerators, for medications
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~nd personnel. This is a very encouraging finding, although it is recognized

that certain zones would have more difficulties than others in covering

operatin~ costs.

All the zones should be helped by the PEV/CCCl) to make this effort.

The sum collected varies from 120,000 to 6,000,000 Zafres. The project's

impact on user-financing is not clear, but it is clear that the population is

wHlin~ to pay for ORS and chloroquine for the treatment of sick children.

Prospects.

..•

The project is at mid-term. It has built an infrastructure, albeit

still weak and deficient in some respects whose performance varies at its

different levels and in localities. Tie program has made substantial

pro~ess, which makes more CCCD services' available to mother~ and children,

particularly as far as the distribution of support supplies and equipment is

concerned.

Most of the project, includi.ng ope!";!tinp, costs, is financed by

sources other than the GOZ budget. Counterp~rt funds generated by imports

financed uncler the US Assistance Program cannot be relied on for long term

financi.ng.

So far, the project does not seem to have been given the funding

prioritv which would allow the ooZ to financing operating costs as of January

1,lQR7.

The pV;Iluation team is concerned that heavy budget constraints could

hamper the 'pr(lgress of activities during the remaining two years of project

life. The eWiLuation team requests that the GOZ and the donor community study

ways and means to overcome these obstacles. Uays must be found to offer CC (1)

services as etther a self supporting rl~velopment project or a relief program.

The team believes that present performance and the activities planned until

the enn of 1986, (.'ldequate finance permitting) provide a basis and

BEST AVAILABLE COpy
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justification for further assistance after 1986. Without additional

assistance, the project will certainly undergo, as is presently apparent, a

rapid deterioration of its capacity to provide ccm ·services. Thus, the

continuation of efforts for a phase II is appropriate. At the present time,

it is not possible to forecast the resources, funding and technical assistance

required especially given the changes which could result from the

recommendations made by this evaluation.

As a basis for a request to Washington, the American Ambassador might

wish to request the President personal assurance that PEV/CCCD remains one of

his very high priorities and that the GOZ will be prepared to release

fi.nancial resources for phase II, despite other priority budgetary demands

which are very understandable.

The President's personal assurance should help provide the i)eparlment

of Health the necessary weight in the mz's budgeting process, which it

pt"esently lacks •
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o. REmH~1ENDAT10NS

0.1. Prog["ammin~ and organizing.

The pro~ram concept should be modified' and budget requests should be

. mRoe accordin?, to planned activities. This will ensure budgets based not Oll

fuel needs for available vehicles, but on what is needed to achieve the

specific objective during the planned budget period.

Together, US AID and PE 1; should revise the Project Agreement, cIa rity

the p,rey areas, (including the role and utilb:ation of counter part funds) ,'lOll

modify thp. quantified objectives of annex 1, as prOVided for under Article ~.l

of the AlITeement.

The integration of all pr imary health care services, including

PEV/CCCD should he a long term objective. Presently, until the structures are

firmlv estahlished, and other primary health care components have .the capacity

to progress together, a close coordination seems preferable to a complete

inte~r.qti.on.

[nte~ratlon at the zone level should take place as soon as possible

and PEV/CI.(D activities should be closely coordinated in all areas with other

health projects (SANRU, etc ••. ) and other donors for mutual reinforcement and

1n order to avoid overlaps.

PEV/CCCD should be continued with additional funding as of the end ot

198L. The new project plan should consider decentralization towards the

regionR.
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fl. '1. Mana~ement.

PEV/CCCD must continue to increase the quality of its team ratl~r

than the number of its members. Some essential professional skills are

present but they lack sufficient depth. PEV/CCCD should institute a reward

svstem, wi th small financial awards, accompatrled for example by "team of the

month, "center of the month", "nurse of the month" certificates. Tids woulo

promote the "esprit de corps". Another activity could be in the form of Cl

monthly bulletin.

The recently installed computer should be put to greater use as

quickly as possible for purposes including:

- plannin)!

- inventory

- personnel

- finances and accounting

- state of progress of operations

- supplv forecasts

- health .lnforlllilt!nn svstem

- operational researc~.

PE v/cccn should establish a projec t component to develop its regional

offices. They.should be ahle to help implement the fEv/ccrn project in the

zones, and especially to manage the procurement of vaccines, medicine, UKS,

supplies, equipment and training material from the Central 1Jepot.

TlIl" PF,\/CCCD regional office mus.t be represented in the two regional

commi ttees mentioned in the na tional plan. These commi ttees are the Hegiona 1

Health and Welfare Comm! ttee, and the FONAM ~S Regional Cooncll. Mch PEV/CCCU

regional team should he led by a doctor, even if other expenses must be

curtailed to pay his salary.

BEST AVAILABLE COpy
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PEV/CCCD should prepare a new budget and a new operational plan

tak:'-n~ into account the project's investment objectives, and the 10.7 million

7AlreR (4.? million from counterpart fund and 6 million from the ordinary

hurlgpt) which will be available to cover operating costs in 1985.

Each year, the re~ional and su b-regional teams ~hould submi t the ir

opprationaJ plans in time to help formulate the budget. As SOOn as budget

resources for the year are known, the Central Office should provide assistance

to the teams to revise the operational plans according to available re~ources.

To enSure correct supervision of health zones, either the 198)

opprating hurlget funds should be redistributed for regional teams fuel

reqnirementR, or the rate of expansion should be decreased.

fi.:. Budgeting and cost

- USAID should playa bigger role in helping PE~ formulate its budget

;Inri then ciefenrttnp., it before the Department of r'1nance.

- F.:lch of the PE\ team members (including the CD L technical advisor)

should he assi~ned the task of preparing parts of the budp,et related to hi~

technical field of responsibilities, with assistance from the Ctdef

Arlmtntstrator. The Administrator should then prepare the required global

burlget, from the elements prepared by each team member. The Director and the

Arlmlnistrator, along with the USAID Project Officer, should then recommend.

chan~es to the global budget if necessary. The recommended change~ should

then be presented to the team for comments. The Director, the Adminis trator,

and the USAID representative, should formulate the final budget proposal.

- The Director should assist in defending the budget proposal before

the Department of Finance.

BEST AVAILABLE COpy
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- USAID should assist the rev/ccrn team in it!> contacts wi th the

Oepartments of Plan, Finance and Health to ensure that the PE\t/CCCU budget

proposal receives the attention it deserves and that the request is within the

limits of what can reasonably be expected.

- The USAID Projec t Officer should give the PEV Chief Mminis trator

written explanations, in French, on the types of expenses which can be covered

hy counterpart funds, on the ceilings to observe and on all other existing

constraints applicable to requests for counterpart funds.

- The PEV team (including the WC technical officer) should prepare

counterpart funds requests for investment expenditure, by technical sector.

The Chief Mministrator should coordinate this activity wi th the Director's

help. The Mministrator, the Director and the USAID Project Officer should

propose to the whole team chan~es to be made to the whole project. After

cClllments and discussion, the Administrator, with the Project Officer and the

Director's ~uidance, should pr.epare the final budget proposal. The

Mministrator, the Director and the Project Officer should be present to

ciefenrl the counterpart hud\!~t proposal.

- Tre PEV Chief Arlministrator, with assistance from the CDC Tedmical

Officer and from the Director or his replacement, should submit an additional

request for counterpart funds to finance the cost of distributing the

investment material (refrigerators, motorcycles, etc ••• ) from Kinshasa to the

health ?oones. A draft request could be transmitted to the U~AlU Project

Officer for comments before the final version is proposed.

BEST AVAILABLE COPY
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6.4. Adequacy of resources; cost/effectiveness and ·auto-financing sYstem.

The Za trian Government shoulrl increase its contr ibution to the

operating costs to a level permitting the achievement of the investment

ohjectives of the project.·

For 1986, PEV/CCCD should prepare a budget proposal reflecting the

needs to be met in order to achieve the investment objectives.

If the Government of Zarre is not prepared to support the operating

costs of the investments planned by the project, the amount of USAlD funding

allocated to investment expenditures should be reviewed to counterbalance the

mz's ordinary hurl get allocation level.

If a second phase is planned for the CCCD project, the level of GOZ

funding for operating costs should be the key factor to determine if the

project will" be self sustainable after USAlD funding is removed. If there is

no large increase of the GOZ input, then it is believed that the project

cannot hf' sel f sllstaining.

Because of the low levels of resources available for PEV/CCCD

operating expenses in 1985, any recommendation for a new activity requiring

financial resources should be accompanied by a recommendation indicating whidl

implemented activity should be sacrificed to make funds available for the new

activity.

PEV/Cr.CD must consider hiring temporary replacements for the team

members in trrtining •. The cost of these replacements would be considered part

of participant training cost for the permanent team. Counterpart funds could

then be used to pay these salaries.

BEST AVAILABLE COPY
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The methods used for recovering costs should all be stucited so that

durin~ the tr~ining courses, successful systems could be suggested, while

those less successful could give warnin~. This review and study of cost

covera~e should be part of SANKU's operational research.

PEv/ccm should use funds from fee paying services or other sources.

to contr ibute towards fuel and maintenance costs for the vehicles and

refri~erators •

A separate cost effectiveness study should be made for each ot the

pF.v/ccm interventions, as well as a comparison with the cost effectiveness o~

the whol e pro~am.

A study of the total cost for vaccinations should be conducted by

short term consultants. A draft protocol for such a task is attached.

fi.5 Supply and logistics

FEv/ccrn should inlorm its regionrll teams as to tlle availability ot

small material (thermometers, needles, syrin~es, spare parts) to facilitate

requisitioning and distribution and avoid interruptions of activities.

PEv/ccm, with the donors' approval, should consider reclassifying

~asoline vehicles which cannot be used presently.

PEV/CCCD should study the possibility of using more economical

refrigerators in the health centers (smaller capacity, solar energy, etc ... )

and, in any case, not distribute this material before insuring that operating

expenses will be covered.

BEST AVAILABLE COpy



-61-

Tlw strategy of provirHn~ motorcycles to the zones instead at four

wheel rlrlvp vehicles for Hupervision purposes should ht> continued wiler-ever

pORslhle.

rot. assistance in the financin~ of exp~nses r~LIt.ed to fuel :llld

lMlntenancf' of vehicles aml refrigerators should he studi.>o in depth ill lJrrler

to fino a ~onstructlve solution.

D.-na sheets should he oeveloped on the following subjects:

- lMintenance of colo storap,e rooms;

- dailv check of temperature of refrigerators

- measures to be tak~n to insure good functioning

of refrigerators;

- use of cold lnrllcators if it is generalized.

A stock of spare parts for vehicles, motorcycles, bicycles,

refrigerators and aud'1o-visual equipment provided by cern should be kept il t

the rf'~ional and sub-regional office level.

Pr:v/ecm must promote more intensely the sale ot chloroquine: .11ltl UK.~

in the regions.

The number of technicians capable of maintaining and repairing

refrigerators must be increased.

" .6 • T ra ini n,g

The central PEV/eCCO tf'am must participate direct ly in the trainillg

rtctivities of tr,'tiners, of re~ioniil t~am supervisors, and ot health zones. 'J(I

th is enn, courses will he organi zed at regional and sub- regional level. 1 Lt'

~f~ntral team should also dispense technical trrtining during any visit to

regions and/ or sub- regions.

BEST AVAILABLE COpy
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Oral rehydration training recently started at Mama-'Iemo Ho~pital in

Kinshasa should rapic1ly be extended to regional, sub-regional and health zone

hospitals. On the job training courses should he qUickly organized at

M..'l m,'l-Yemo Hospital for the regional and sub- reglonal doc tors concerned.

Some F£V/CCCD data sheets should be simplified, better adapted to the

local condi tions, and more widely distr ibuted.

PEv/ccrn regional teams and head nurses of zones must take a more

active part in the training of health zones' personnel. One could consider

using modules of the WHO "Supervision Techniques" course design,ed for regional

he.ads of diarrheal diseases control programs, including the "Guide d' animateur"

Training of head doctors of health zones must continue in 1985-1986

at the rhtyhm planned in the 1982-1986 operational plan. Data concerning

training activities should be included in the monthly reports sent by the zone

medical officers to the regional PEV/CCCD teams to allow them to monitor the

implementation' of training plans in the heal th zones.

The financial management module of the training course tor zone

medical officers should be updated to incorporate the results ot the

operational research conducted by SANRU - the methods of studying cost prices

- the utilization of fee-paying health services when they are available.

The head doctors thus trained will have to intorm the directors of

health centers in their zones about the management of cost price mechanisms.
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~.7. Provision of services and supervision

In ~eneral. the new PEV/CCCD strategies should be followed.

The vaccination calendar as presented ~n the H~V /ccm data sheets

must he memorized and applied (first vaccinations at b weeks).

Sick children must be vaccinated whenever possible.

Attention must be drawn to the national policy: using oas for

nehydrated children in the health centers. sa.lt and sugar solution in other

cases.

PEV/CCCD must energetically promote tt~ uniformization of SSS recipes

nationwide.

Personnel's attention must be drawn to the volumes necessary for

reconstitution: one liter of solution for OR salts provided by USAID. 0.75 1

for those which will be provided by Laphaki.

PEV/CCCD must develop an implementation strategy

malaria and proml\l~ate. it down to the health zone level.

Rup~rvision mechanism should be rteveloped and used.

Supervision must allow the reinforcement of technical competence in

the ilreas of vaccinations calenetar. DRS, SSS composition and other fEV/CCW

Mctt vi ties.

The two most recent· components of the PEV/CCCL> program (combatting

niarrhea and malaria) must be energetically promoted to readl all health

centers anet make the program more cost effective.

BEST AVAILABLE COpy
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6.8. Information and Surveillance System

The central office must distribute the standardized forms recently

developed by FEv/cern, in adequate quantities to the regions and zones covered

by the program.

At the central level, the data processing system which ensures a more

complete, precise and creative data analysis, should incorporate a system of

feedback to regional teams. sentinel sites and health zones.

Publication of a quarterly or yearly information bulletin should be

considered at the national level.

The regional PEV/CCCD teams must:

- increase their participation in the implementation of a better

health information system in the health zones;

make the zone medical officers aware of the importaace of this

activity;

- promote the use of PC: V/CCCD forms ;{nll the extension of selltlneL

posts to the rural heal th zones;

- help zone medical officers evaluate the health center activities

once a year;

- insure that the zones' repor ts are sent to the central level

wi thout delay;

The zone medical officers should receive health information systems.

The zone medical officers must insure that all health faciH ties in

their zones have received the PEV/CCCD forms and that pertinent data are

collected to fill them out. They should receive these correctly filled forms

wi thout delay at the end of each month, and they should send their summary

reports as quickly as possible to the lEV/eClD regional teams.
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6.9. Health Education

PEV/CCCD must now draw more attention to the prevention of diarrheal

diseases and to nutritional aspects, and no lon~er limit its program to

tr PBtment.

Health education efforts must also be directed toward PEV and the

control of malarial.

Implementation of the health education plan and strategy recommenderl

by the PEv/ccm health education consultant must be speeded up.

Health education must be conducted with the participation of all

existin~ social or~anizations.

6.10. Surveys and Operational Research

. ,

Bilateral funcis ~hOlllrl he included in the Prniect Agreement to

Quickly finance small informal operational research surveys which are

necessary to solve problems associated with implementat Ion and daily

operations.

Irlentify researchers and train them in the preparation of research

protocolA and the implementation of operational research projects associated

with the program. The priority areas for this research \-lOuld pertain to

PEV/CCm specific activities, research on the use of ORT and studies of cost

effectivpness of malaria chemoprophylaxis during preRnancy, including the

population's attitude toward payment for preventive treatment.

BEST AVAILABLE COpy
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- Annual sample surveys in the citLes must be continued and questions

added concerning the use of ORT and curative se~ices for fever attacks

thouRh t to be caus ed by malar.1a.

..
- PEV/CCCO should promote studies on the reasons why certain doctors

are reluctant to use DRS in health centers and the ways to counterpart this

reluctance.

- Promote chemoprophylaxis for pregnant women and study acceptable

means of supporting its cost.

6.12. Impact and pros pects

The program's impact on the sickness and mortality from target

diseases cannot be measured after two years of implementation, considering the

~!ata collection means availahle.

A reinforcement and a thorough study of data collection and analysis

techniques, and an increased awareness on the part of the personnel involved,

may permtt measurement of impact on a long term basis.

The team considers that the annual ~ecise impact measurement as

detailed in the agreement is not currently feasible. Such a measurement could

be made, at the earliest, at the end of the project.

1. The evaluation team is concerned about the impact of budget

restrictions on PEV in 1985 and asks the government of zarre, USAID and

other donors to ease the situation.
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2. The evaluAtion team recommends that the ongoing project be modified

taking into account the evaluation's conclusions and recommendations as

well as the changes necessary to reconcile objectives/operations with the

financial resources available.

3. Based on current forecasts, the team believes that the project will

need further assistance after December 31, 1986. It recommends that a

phase II of the project be built on the current project's achievements.

Phase II should be preceded by the President's assurance that lEv/ccrn

remains a very high priority for the Zafrian Government. and that the

resources required for the success of the project will be available and

provided.

4. The ev~luation team recommends that in the case where the CCCU effort.
·could not be continued as a development project, the donor cOlllllunity

provide cern services to Zatre's target group, in the form of a relief

pro,P,ram.
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TABLEAU 1

I EXTENSION DU PROGRAMME PEV-cCCDZAIRE
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y compris les 16 zones mise en oeuvre 1977-81
selon l'estimation de la population 1984: 30 million d'habitants



TABL.EAU 2

BUDGETS CCCD POUR LES COUTS LOCAUX 1084 - 1985
(en mi 11 i ers de zai res)

-----------------------1984----------------------
Selon Autres Totau~

PROAG C/partie GOZ Oonateurs Oepense~

-------Oesignation------ -------- --------- --------
2 Sal. indem, pel' di em 3,32B 2.167 4.835 0 7,002
6 Carb et Lubr 3.718 1,562 667 0 2,229
5 Entr des vehicules 3,507 867 126 0 993
7 EQuipement 232 762 165 0 927
13 Soins medicaux 0 212 319 0 531
8 Fourn bureaux 3,689 435 138 0 573
8 Transp et exped 254 686 167 0 853
9 Format ion 1,014 649 I 1,106 1.756
1 Bat iments (Loyer) 936 0 105 0 lOS
10 Anti-paludiques 390 0 0 0 0
II Assurance veh 0 (I 0 0 0
12 Ed pour la sante 0 0 0 471 471
13 Compos antes SRO 0 0 0 270 270

TOTAL 17,068 7.338 6.523 1,847· 15,709
Pourcentaae du TOTAL 47 42 12 100
TOTAL COUTS RECOURRANTS 5.928 6,522 0 12,450
Pourcentage des Couts Rec 48 52 0 100

-----------------------1985----------------------
Selon Autres Tot ..ux
PROAG C/partle GOZ Oonateurs Oepenses

-------Oesignation------ -------- --------- -------
2 Sal et indem 3.615 1.450 5.352 0 6.802
3 Pel' 0; ~m 712 1, I 00 498 0 1,596
6 Carb et Lubr 4,833 800 728 0 1.528
5 Entr des vehicule~ 4.560 50C 40 0 540
7 EQuipement 301 100 50 0 150
13 Soins medicaux 10C 380 0 480
8 Fourn bureaux 4.797 600 400 0 1.000
8 Transp et exped 329 600 167 0 767
9 Formation 1,318 3.200 0 3,69~ 6.8"c>
1 8at iments (Loyeri 2,541 50 115 0 165
I 1 Assurar,ce veh 0 181 0 18:
I 1 Ed pour 1a sante 0 1.500 0 0 l,500

TOTAL 23,006
Pourcentaae du TOTAL
TOTAL couTs RECOURRANTS
Pourcentage des Couts Rec

10,00('
46

4,700
37

7,912
37

7,912
63

3,696
17
o
o

21.608
100

12.612
100

HYPOTHESES OU BUDGET OES COUTS RECOURRANTS lOSS

BATIHENTS (Loyer Corps de 1& Paix) 165,000



2 SALAIRES & INOEr--NITES
TABLEAU 2

Nbr. Cout
Kinshasa ~6 2427:.647
Hah.di 8 199.577
Ki kwl t '8 244",206
Bandundu 8 231.577
Boma 6 93.068
Kananoa 5 19~,349

Hbuji-t1ayi 6 181,481
Lubumbashi 7" 183,098
Bukavu 6 242,692
Kisanoani 7 167,768
Hbandaka 6 201,008
Isiro 5 139.289
Bunia 5 86.569
Kamina S 108.087
Gom... 6 108.076
Kal.mi. 5 76.657
G.m.na 6 142.057
Ki ndu 5 122.420

TOT A L 160 6,802,050
(y compris un. augm.ntation d. 25 pourc.nt 1. 1 mars)

3 PER DIEM

H.d.cins
Sup.rvls.urs
Chauffeurs
Billets .t colis

TOT A L

4 FOURNITURES DE 8UREAUX

5 ENTRETIEN DES VEHICULES

P.rs Nbr.· voy
2 8

18 4·
18 4

Jours
5
1~

15

Taux
1.000

750
SOD

Total
80,000

810.000
540.000
168,000

1.598,000

1.000,000

Nbrl? Rl?par-
V.hicull?s ations

27 " 8

6 CARBURANT ET LU"BRIFIANT

Cout
2,500

TOTAL
540.000

Vl?hicules
I<m/mois
Ga.oi I (l)/IOOkm
Prix du 9asoil
TOT A L GAS 0 I L
Huil. mot.ur (1)/1000km
Prix d.I'huil.
TOTAL HUlL E
Liquid. frein (I)/an
Prix d. liquid. fr.in
TOT A L LIQUIDE FREIN
Eau distill •• <I)/an
Prix d. I'.au distill ••
TOT A L EAU OISTILLEE
Acid. batt.ri. (I)/an
Pr i x d. I' ac i d.
TOT A LAC IDE

27
1.500

15
19

".

TOTAL CARBURANT ET LU8RIFI~~T

BEST AVAILABLE COpy



7 EQUIPEMENT (Reparation et Entretien)
Nbre

Ch&lllbre froid
CI imatiseurs
St enc: i I euse
Mac:hines a ec:rire
P~oduits d'entretien

TOT A L

S TRANSPORT
eQuipement PEV aux zones
vac:c:ins PEV aux zones

TOT A L

9 FORMATION

7
2

25

Cout

3.000
5.000

800

600.000
167.000

767.croO

TABLEAU 2

TOTAL
49.000
21.000
10.000
20.000
50.000

150.000

Niveau'national
Medec:ins Chefs
Revision du c:ours national
Redac:tion des modules
Corp~ de la Paix avant engagement
Corps de la Pai~ materiel didac:tiQue
Corps de la Paix c:ours d'emploi

Niveau regional
Formation eQuipes PEV/CCCO

. Formation medec:ins c:hefs et
in~irmi.r5 5up~rvis.urs

Formation Reg/S-Reg a Kinshasa
Cours de c:haine du froid

Niveau de la zone
Formation de 50 ;~nes

Materiel didac:tiQue
Medec:ins Chefs/animateurs

TOT A L

Cout TOTAL
1.119,800

854.600
55.1)00

100.000
40,000
35.000
35.200

832.200
420.000

1:55.000
120.600
136.600

1.000.000
825,000

75.000
100,000

248.000

3,200.000

11 ASSURANCE DES VEHICULES
76 .vehic:ules assures 181, 140

12 EiiUCATION POUR LA SANTE
Materiel didac:tiQue
Oeveloppement des messages educ:atifs
Trans~ort
Fournitures de bureaux
Personnel tempor-aire
Distribution de materiels
Imprevus

TOT A L

13 SOINS nEDICAUX
mois cout/mo;s

·'12 40.000

BEST AVAILABLE COpy

TOTAL
480.000

~ .-,..

890.000
15,000

113.000
170.000
171,900

80.000
60,100

1.500.000

jmenustik
Rectangle

jmenustik
Rectangle
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TABLEAU 3

--------COL'TS EI, (lE"" I SES: DSF ET BA! LLEURS DE FONDS----------

--------~?t~~iel--------

~.4 Vih;cu~es/PI~ciS

t.7 R~~riQ~r.tt~rs

SOUS-TDT:..i...
•. 22 10~ !mp"evus

TOT'-L Eo;' f'_I:

----Budget d'Assessment 1983---­
Unites Cout Unltaire Cout Total

6 18.000.00 108.000
30 600.00 18.000

126.000
12.600

138.600

---------------Real ise 1983------------------
Un i tes Prix Un ita i re Cout Total Acheteur

--------~~teri~l-------- ------------- ---------- --------
S.1 a Autres vaCClns 196.105 LNICEF
S .• b DTCc·,:: ~.700.00o 0.02
S.1 C Ant,tfot.niQufo 1.900.000 0.01
S.ld BeG I.S00.000 O.O~

f • 1 Eo Antipol,o 2.700.000 0.01
s.:: Serir.gufoS 3,160
S.24 2.000 0.76 ltoll CEF
s.2!:, 860 1.86 UNICEF
s.3 AI gu r 11 es 214
s.3a 480 0.03 UNICEF
s.3t:· 1.320 0.0:5 LNICEF
s.3c 6.000 0.03 LNICEF
$.4 Vehlcui~s/Pi~c~~ 34.638
S.4a Land Rovers 2 9.463.00 LNICEF
S.40 Ni'S'Sar. Patrols :2 7.856.18 ()'1S
'5.7 Re40r I gerateurs 14,280
$.7;: Congelat(Our 1 S~G.GO OMS
S.7b Refrigerateurs 22 564.10 UtHCEF
S.7c Refrigerateuros 3 ""'At'> ....... ()'1S"' ........ vu

248,397

--------Materiel--------

----Budget d'~ssessment 1984---­
Unites Prix Unitaire Cout Total

S.1
'S.2
S.3
S.4
S.7

Vaccins rougeoleux
Seringues
Aiguilles
Vehicules/Piec-s
Refrigerateurs

300,000
29.167
9.733

8
42

0.30
1.60
0.90

20.000.00
660.00

90,000
46,667
8,760

160,000
27,720

SQUS-TQTAL
'S.22 lOY. Imprevu5

TOTAL en ~US

333,147
33.315

366,462



--------H.ttrl~l--------

· ,

1

S. I
•• Ia

•. 2
•. 4
•. 7

Vaccin~ ~ou9~ol~~~

Autr'~S v.ec I roS
S.lb BeG
S.le DTC:·q
S.ld Antipol,o
S.le AntitetaniQue
S.~in9we! ~~ ~i9uil

V.ntcul.~/Fi~~.~

R~~r Iger.teur'~

TOTAL en SUS

-52-

TABLEAU 3

------------------Realise 1984---------------
Unites Prix Unitaire Cout Total Acheteur

------------- ---------- --------
0 O. I 0 0

1,900,000 0.04 77,200 LNleEF
3.000.000 0.02 SO .BOO LNICEF
3,240.000 0.01 44.BOO LNICEF
1.400.000 0.01 16.000 LNICEF

? na 18.600 LNICEF
0 na 0 LNICEF

20 700.00 14,000 CEE

221,400

----Budget d'Assessment 1985---­
Unites Prix Unitaire Cout Total

--------Materiel--------
•• 1 Vaccins rougeoleux
•• 2 Seringues
•• 3 Aiguilles
•• 4 Vehicules/Pieces
•• 7 Refrigerateu~s

SOUS-TOTAL
•• 22 lOX Impreuus

TOTAL en SUS

7~O,OOO

75,000
25,000

12
42

0.33
1.80
1.00

22,OOO.Ou
725.00

247.~00

135.QOO
25.000

264,000
30.450

701.~0

70. 195
n2.14S

----------------Attendu 1985-"--
Uni hs Prix Unitaire Cout Total Acheteur

--------Materiel-------- ------------- --------- -------
S.1 V.cc i ns rooJgeoleux 400.000 0.07 27.600 LNICEF
S .1. Aut; .... uaccin ...

SI.b DTCoq 600,000 0.02 10,80C LNICEF
SI.c BCG 300.000 0.05 16,400 LNICEF'
~I.d Antipol io 1.200.000 0.01 17,400 LNICEF

S.2 Serf et aig. ? na 13.200 LNICEF"
•• 4 Vehicules 0 na 0 LNICEF
S.7 Re~rigerateurs 0 0 0
•. a Mat. Ch • de Fr. ? na 5,100 LNICEF

----BudQet d'Assessment 1986---­
Unites Prix Unitaire Cout Total

TOTAL en SUS

--------Materiel--------
S.I Vaccin! ~ou9~ole~'

S.2 SerinQ'Jf:
S. 3 Ai gu iiI ...
•• 4 Venjcules/Pi~~~~

i.7 R~+rigerat~u~s

SOLIS-TOTAL
S.Z2 10% Imp~euu!

TOTAL en SUS

1,3~O,OOO

1:50,000
5.000

12
42

0.36
2.00

12.02
24.000.00

800.00

90.500

486,000
300.000

60.100
288.000

33,600

1,167,700
116,770

1,284,470

----------------Attendu 1986-----------------
Unites Prix Unitaire ·.Cout Total Acheteu~

.'

.--------Mater i el--------
•• 1 Vaccins rougpoleux
s.2 Seringue:s
•• 3 Ai QU i lIes
S.4 Vehicules
•• 7 Refrigerateurs

TOTAL en SUS

? na 0
? na 0
? na 0
? na 0
? ? 0

o

BEST AVAILABLE copy

LNICEF
LNICEF
LNICEF
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Tf.BLEAU 4
--------------------- - --- c·,_,:'GE"l' S I LATERAL----------------------

--------8udoeti~e 1983-------
Uni.h Prix Unitaire Total

------D~s'Qnatlon-----­

S.1 Vaccins roug~oleux

S.2 Serir'Q'Je-!
"5.:3 Alguijie:
S.4 Vehicules/P'ece.
S.5 Motos
S.6 Auion Pr,ue
S.7 Ref~igerateurs

s.8 80ite isotherm.
S.9 Acc. de froid
S.10 Imprevus Ch. de FroId
S.11 SRO
S.12 Equipement IV & Sol
S.13 Anti'~alu (000)
S.14 Equipement Laboratoire
S.15 Rad'ophonies
S.16 Antenne
S.17 Photocopieuse
S.18 Equipement Stenc'le
S.19 Machines a ecrire
S.20 Meoaphones
S.21 Haute Parleur Veh.

SOUS TOTAL
S.22 10 % Imprevus

TOTAL EN SUS
TOTAL EN ZAIRES

1.000.000
100.000
400.200

18
50

90
750

3.?~Q

14

2
150

10

0.27
1.40
(l.06

16.000.00
500.00

600.00
22.00

0.80

5.500.00

1,350.00
75.0('

250.00

270,000
140,000

25,013
324,000

25,000
18,000
54,000
16,500

3,000
10,000
50,000
50,000
20,000
15,000
77,000

1,000
5,000
3,000
:2,700

11 ,250
2,500

1.122.963
112.296

1,235,259
7,288,027

----------Realise 1983--------­
Unite Prix Unitaire Total

3

18

19

1,076,324
26,076

1,102,400
6,504,160

autocollants

0.26 193,65C
0.86 190,080
0.09 9,8:53

18.611.11 335,000
:5,201

°°1,377.69 123,992
3:5.72 26,790
0.99 743

°0.10 9:5,138
0

°0
4.024.68 76,469

°3.401.00 3,401
7,958

1,312.00 3,936
274.23 4,113

(2) ;

15

90
7:50
750

750,000
220.000

1,000,000

------c.~i en. t i 0.,--·- .. _-
S.1 Vaccin~ rougeol.ux
S.2. S.rir,gues
S.3 .. 'guilles
S.4 Vehicules/Pieces
S.5 Motos·
S.6 Avion Prive
S.7 Refrigerateurs
S.8 80ite isotherme
S.9 Acc. de froid
S.lo Impreuu Ch. de Froid
S.11 SRO
S.12 Equipement IV & Sol
S.13 Anti-palu (000)
S.14 Equipement Laboratoire
S.15 Radiophonies
S.16 Antenne
S.17 Photocopieuse
s.18 Equipement Stencile
S.19 Machines a ecrire
S.20 Megaphones
S.21 Haute Parleur V.h.

SOUS TOTAL
S.22 10 % Imprevus

TOTAL EN SUS
TOTAL EN ZAIR~S

TOTAL IN Zs
(a) Tableaux nairs (16); transformateurs

(7,000); et Wang'ordinateur (1).



--------8uc~~tls~ 1984------- TABLEAU 4
lin' tE- 1=,. i ... 'Jr' ~ tit i ,... Tohl

------DE-~iQn~tion------ -------------
• .1 Vaccin~ rouoeol eu' 9(00 .~·~C 0.30 270.000
•• 2 S.l""inoues 87. ~.C::: 1.60 140,000
•• 3 Aiguilles 29 • .200 0.90 26,280
•• 4 Vehicul.s/Plece~ 2" 20.000.00 .. 480,000
•• 5 Motos 5::1 550.00 27,500
•• 6 Avion Pl""'VE- 18.000
•• 7 RefrigE-rateul""£ • 2~, 660.00 82.500
•• 8 Boit. isothel""me 6S0 24.00 15,600
•• 9 Acc. de fl""oid 3. ~:.: 0.85 2,763
•• 10 Imprevus Ch. de Fl""c" d 10,000
•. II SRO 50,000
•• 12 Equipement IV & Sol 50,000
• . 13 . An t i -p a 1u (000) 55.000
•• 14 Equipement L~boratoire 15.000
•• 15 Radiophonies
•• 16 Antenne
• .17 Photocopieuse
•• 18 Equipement Stencile
• .19 Machines ~ eCl""il""e
•• 20 MeQaphont's 100 80.00 ·8,000
•• 21 H~ute Parleul"" Veh.

SOUS TOTAL 1,2:50,643
•• 22 1" % Imprevus 125,064

TOTAL EN .US 1,375,707
TOTAL EN ZAIRES 45,398,323

----------Real is. 1984---------
Un it:. Pl""IX Un it .. ire Total

------Oesignation------ -------------
• .1 V..ccirt& l""olJgeolelJ w 775,560 0.09 68,399
•• 2 S... in 9ues 0
$.3 Ai gu i l,.s· 10e. 4 80 o • 12 12,529
1'.4 Vehjcul.s/Piec.~ 20 i9.500.00 390,000
•. 5 Motos 100 1 • ~nC'. OC 150,000
•• 6 Avion p.. ive 3,000
•• 7 Refl""ige .. ateul""s 125 I ,720.00 215,000
•• 8 Boitt' isotherme 652 25.25 16,466
•• 9 Acc. de froid 3.250 compris au dessus
•• 10 Imprevus Ch. de Froid 6,919
•• 11 SRO 1,000,000 0.11 111,623
•• 12 Equipement IV & Sol
• .13 Anti-palu (000) 3,800 4.96 18,849
•• 14 Equipement Laboratoire
•• 15 Radiophonies
•• 16 Antenne 7,668
• .17 Photocopieuse
•• 18 Equipement Stencile
$ .19 Machines a ecr i r,e
•• 20 Meg_phones 0
$ .21 Haute Parleur Veh.

SOUS TOTAL 50)0 230.00 11~,OOO

$.22 10 % Imprevus 850
TOTAL EN SUS 1 ,1 16,303
TOTAL EN ZAIRES

BEST AVAILABLE COpy
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--------E~d4~'.!~ 1985 !ABLEAU
L'r,.t. F'- •• Ur"talrP Total

4

------O•• ign.tion------
•• 1
•• 2
•• 3
•. 4

•. 6
•. 7
•• B
•• 9
•• 10
•• I I
•• 12
S .13
•• 14
s.1 ~

•• 16
• • 17
•• IB
•• 19
•• 20
•• 21

•• 22

Vac~in. rouo.ol.u­
S.ringu••
Aiouill ••
V.hicul ••/P,.c.s
Mr>tOt
Avion Pri""
Rpfl'"iQPl'"ateul'"t
Boi tp i .0th"l'"m•
Acc. dp fl'"oid
Imprevus Ch, d. Fl'"old
SRO
Equipem.nt IV & Sol
Ant i-pal u COOO)
Equipement L.bol'"atOlrp
Radiophonies
Ant.nne
Photocopi.u, •
Equipempnt St.ncil"
Machines _ pCl'"ir •
M.gaphon",
Haut. Pal'"l.ul'" Veh.
SOUS TOTAL
10 X Impl'"e"us
TOTAL EN SUS
TOTAL EN ZAIRES

750.000
i3,OOu
25.000

Ie

1;::5
30e.

I • ~ljG

50

0.33
I.eo
1.05

22.000.00

725.00
U.OO

I •• 00

85.00

247,500
135,000
26,250

396,000

18,000
90,625

7,800
1,350

10,000

90,000
15,000

4,250

1.041,77:5
104.178

1.145,953
37,816,433

--eud9.~lt. 1986-------
Unit. Prix Unita,r" Total

------Oe.,gnation-----­
•• 1 Vaccins I'"ouo"ol"ux
•• 2 5pl'"ingu.s •
•• ~ Aiguill.,
•• 4 Vehicul.s/Piec,,;
S.5 Motos
•• 6 Avion Pr,ve
•• 7 Refl'"iQ.rateurs
•• B Boite isothel'"me
•• 9 Acc. de fl'"oid
•• 10 Impr.vu, Ch. de FrOId
S.ll SRO
•• 12 Equip"m"nt IV & Sol
•. 13 Anti-palu (000)
•• 14 Equip"m.nt Laboratoil'".
s.15 Radiophonies
•• 16 Ant.nne
s.17 Photocopi.use
S.18 Equip"m.nt St.ncil •
•• 19 Machin.s a pCl'"ir •
•• 20 Meg.phonpS
•• 21 Haut. Parl"ur V"h.

SOU5 TOTAL
s.22 10 X !mprpvus

TOTAL EN SUS
TOTAL EN ZAIRES

45':'.':'OCt
50.000
16.70('

18

125
300

1.500

0.36
2.00
1.20

24.000.01)

800.00
28.00
0.95

162,000
100,000
20,040

432,000

18,000
100.000

8,400
1,425

10,000

125,000
15,000

991.865
99.187

1,091,052
36.004,700

BEST AVAILABLE copy

"



TABLEAU 4

-------------------------BU~GET eiL"rER~~ ---------------------
------FuO~.1 ~~v.~~ 198~-------

Ur" tt F-, ':", l., r e Total

125 1.840.00
30(0 ~~.OO

1 .SOO .. ,·:",.tT.:·r-! £ tt) d~'I'IU5)

-------Deslgnation------­
•• 1 Vaccin Anti-~oug.ol.

•• 2 5er- i nQe s
•• 3 Aiguilles
•• 4 Vehicules/Piece!
•• 5 C~!quette~ moto!
•• 6 Avion p~ive

•• 7 Refr-iQe~ateur-~

•• 8 Boite i~othe~~e

•• 9 Acc. de f~oid

•• 10 Impr-evus Ch. de F~o'd

•. II 5RO
•• 12 Equipement IV & Sol
•• 13 Anti-palu (000)
•• 14 Equipement Labor-~to,~e

•• 15 Radiophonies
•• 16 An tenne
•• 17 Photocopieuse
•• 18 Equipement Stenc'le
•• 19 Machines a ecr-ir-e
•• 20 MeQaphones
•• 21 Hiute Par-leur Veh.
•• 23 Velos
•• 24 Autr-e (a)

TOT ALE N • U 5

1.200.000
ZZu.vO(o
264.000

1('
100

o
o

27.000

o
o
o
o
o
o
o

500

0.08
O.7~

0.08
~r.• CO('. 00

ol~"OO

5.00

250.00

96,000
165.000

20,900
200,000

4.500

230.000
7,800

10,000
o
o

135,000
30.000

o
o
o
o
o
o
o

125.000
2,531

1,,026,731

---~--SUdQ.t Revise 1986------­
Unite Pr-ixUr.. tai~e Total

125 1,960.00
300 28.00

i,500(compris au dessus)

•• 1 Vicein Ant;-~ougeole

•• 2 Ser-inge~

•• ~ Ai QU i "es
•• 4 Vehicules/Pieces
•• 5 Casques motos
•• 6 Avion p~ive

•• 7 Refr-igerateur-s
•• 8 Boite i.other-me
•• 9 Ace. de fr-oid
•• 10 Imprevus Ch. de Fr-oid
•• II 5RO
•• 12 Equipement IV & Sol
•. 13 Anti-palu (000)
•• 14 Equipement Labo~atoi~e

•• 15 Radiophonies
•. 16 Antenne
•• 17 Photocopleuse
•• 18 Equipement Stene,l.
•• 19 Machines i ecr',e
•• 20 Megaphones
•• 21 Haute Pir-leu~ Veh.
•• 23·Velos
•• 24 Autre (a)

TOT ALE N • U 5

1.00C.:CC
220.000
5Z8.000

10
50

o
o

27,000

o
o
o
o
o
o
o

500

0.C9
0.85
0.08

21 ,OOC .CO
1,500.00

5.00

250.00

90,000
187,000
44,000

210,000
75,000

o
245.000

8,400

o
o
o

135.000
o
o
o
o
o
o
o
o

125,000
o

1.119.400

BEsrAVAILABLE COpy
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SOHHAIRE DES BUDGETS BILATERAUx
PROAG. ACTUEL. ET RE"ISE 1983 - 198·~

TABLEAU 4

1983
1984
1985
1986

DUREE DU PROJET

Fonds non-pr09r~mm.s.

1.235.950
1.375.400
I .14~.• 950
1.090.800

4.849.100

1.173,400
1.026,731
I .116,303
1.011,183

4,327,617

521,483

BEST AVAILABLE COpy'

. I'~



MILc.<(TllAOr IT T~LEAU ~CAIl.-r ,rV/ceeD 1910

I
"91

I

1000
299.
1000

2
:211

2

1000
'4"~

1000
I

7276
I

:.0
1316

ODD

I
4191

I

1000
In:
1000

2
no

2

1000
no

1000
1000

I
1000

4"0
I

00:
2:..

ODD

2
.0

2
2698

T ~ ..... ,.
'.M.t,.,

1.".:.~

2
414'
I O~~

2

"4'1000

o
o
o
20.,

:00
2:3

I
o

.00

~.u. I ....,,. ..... ,, .
I

.o.~

000

2
22••
1000

J
222.
1000
1000

o
o

OO~

20
2"2.

210
"2

I
o

200

TrOl' ....
T'IIIo••"t

I
:U:
1000

2
::-:4
~ ('C' C,

I
on:
1000

I
0237

,
:019
1000

2
no

1000

I
1723

I
0869

I'
38136
":0o

"".t, ....
T" ... ,Ip,

I
112:

I
o

4

312'
o
o

Tohl
19"

2....
19.0

9142
2000

1:1011
:tODD

2UO
000

2011
1160

o
1000

9621
2000

I!IOU
1000

162.
2000

o
2000

9001
10'

""o
112"1
2328:

o

1'''42
27977
12:1"

:tus
o

'0

."1'11

I
l~LU.U

,
:.,
13:

.u

13:

3318

I

092

J?03
I

200
2101
1000

1048'

I

1200

7447
I

100~

78:0
1000

21176

no

3000

no
no

1000
no

1000



TABLEAU 6

SOMMAIRE DES DEPENSES DU BUDGET ORDINAIRE
1984

D4Calll de Tra~laCtlon Callie Equlp.. Salalrel CarburaDt Vahlcule Hater ie 1 SOlDI Full et Ex"'dit fr.-ill Loyer Diver
tnt eM et Upautlon 10nllue tt6dlcaull tournituu Tr.nllport :>4oinai cell TOTAL

lubrll EntretieD du"" bureau
Solde" 1 jAnvler 19114 \
Janvier 1l1U,3lJ5 273,250 289,99b 92,480 19,112 12,124 18,190 ll,llbl 21l,l11 )u,OOO 115,124
..livr ier bl, 1,1117 379,800 • 41,578 119,34b b,022 27,&113 24,bl2 32,bl5 10,224 b42,100
':ars bSl,841 19b,OOO 131,311 100,583 b,II49 8,b28 Ib,9b9 915 4bl,J21
.\vrd 40'1, ]40 194,000 1b2,140 115,290 12,90b 23,b12 23,39b 31,43b 4,7bU 1,451 51>9,001
:"lo i ~i9,b53 217,000 14b,251l 41,H7 995 iI,305 11,831 7bb 1,21>4 433,b82
Ju if' :.",~ ,Ull; 54,000 2H,8bl bb,84b 2S,551 18,e3:1 1~.~2=: 8,145 I>b.!:!2 4 471:,087 I
Jul! let b~5,b9) 280,bOO 300,271 19,5ll 11,4411 20,141 1,050 )25 bH,lbb U1
AOut 543,10~ 210,100 1111,27b 3,015 8,3110 750 220 403,741\0
Septeml.re 482,439 3b2,200 200,413 825 29,175 3,8ll 10,355 1>06,199 I
Octobre 414,440 3b9,OOl 146,730 2,4b9 150 17,111 b,n3 3,3bO 545,110
Hovembre t.b9,lbO 82,000 171,Olb 2,428 5,577 4,4)3 4b,230 9,029 1,670 )22,403
~embre 4b4,9110 1b9,125 379.399 20,687 9,332 1>,431l 48,929 1,872 b35,11l2
Soloe 31 4~.ml.re 19b~

TOT ... L II. O. 19111" b,115,399 2,781,01b 2,316,255 582,288 88,813 119,289 218,478 113,518 l)4,21l11 1,451 30,000 o b,511,51b



TABLEAU 7

SOMMAIRE DES DEPENSES DU FONDS DE CONTREPARTIE 1984

Il...que Ilanque eah.e eela.e Saldre. earburant Vehlcule Haterlel Sol.. e Prale .t Exp6dlt rule L01er Dl"era IlDt~

" IDtr8i Pale_at Eot~ Pate.eat et i6pautio.. lonlue "ieaux touraitur. Tra...port ~iadn. C:-pU TOtAL
, lubrU E..treti.a dur*' Iour.au .1~,",

Solde 1 Janvic,r/19114 124,91>7 ~811

Ja.. vier 81>,300 210,303 54,793 21,082 -1,323 147,SSO 140 3,437 4,755 5,935 16,098 0 0 0 176,592
i'Wvr1er l,OU,OOO 795,37.9 420,701 427,312 2811,222 106;095 79,121 17,LS6 27,723 24,794 30,312 0 0 0 573,423
IUra 0 267,113 246,765 281,386 178,725 41,300 5,168 4,472 13,4" 27,3116 28,054 0 3,160 0 301.734

, Avrll 1,000,000 828,4&0 490,680 409,441 156,083 244,599 62,546 124,437 22,044 21,399 105,241 0 3,400 2,294 742.043
ltd 0 170,884 120,530 136,773 43,377 60,144 4,127 13,279 4,251 453 59,959 0 0 0 115.597
Juin 2,000,000 155,518 128,110 418,767 277 ,Olio 47,3&0 21,933 53,948 13,080 19,323 12,917 0 0 0 445,575
Jui 11et 125,200 1,1115,599 1110,09& 551,331 32,&01> 69,645 73,140 52,511 10,371> 22,1174 11111,451> 0 54,000 0 33,996 531,604
Aout 2,200,000 131,640 145,120 1,013,514 321,836 111,323 26,195 40,836 19,491 15,0&2 58,641 443,804 0 0 1,013,194
Septe.bra 0 I,SS4,441 1,115,1911 934,115 223,037 385,&53 178,41& 201,851 31,800 48,594 64,122 205,050 31,500 0 1,370,023
Oetot.re 0 4SII,1SS 442,100 539,940 31,629 96,140 ~&,O77 1111,92& 19,637 LS,183 43,663 0 0 0 381.8SS
Nove.bre 2,000,000 970,940 736,200 614,844 2,51,913 141,853 295,028 53,349 11,830 40,835 20,77& 0 0 0 815,584
lll6c:e.bre 0 112,&49 414,356 &94,120 291,969 140,32& &4,&81 77,524 29,996 192,090 58,121 0 . 0 0 854,113
Solde 31 ~'~~.bre 1984 311>,450 32,018

TOT A L I;/P 19114 8,47&,500 1I,047,ijiji 5,12&,449 6,042,&85 2,101,088 1,561,988 116&,512 1&1,72& 208,459 434,528 &8&,372 648,854 92,060 2,294 33,996 1,397,937

I t
0\
0
I



TABLEAU 8

PROCRAY-HE DE LUlU CCllTIlE LES tlALA>ll£S 11lAl'l'.X1SSULES DE L'£J;FANCE•._-------.-_.-..-_.~ ......_-.----~---~._-----.-.

DEPARTEHDlT DE LA SANTE PUIlLIQJE

___CO_"_I_'l'_E_D-:I,R_EC_-_,Ill_R 1
. I OONS£ILLL& ccce

DUECTDJR 1lU PROCRA."(ME I 1_-=,=,J;,E=;A1:;I~RO;,Y~=~=..".,..,.,"""",,.....,,=,....
--------, EPID£l'llOLCGIS'rE I!EGIONALE ceeD

___o_r._t_AL:-I_SA_-_R_U_ll 1 '_-="...;:1-3.::::"::.;1:.;:1:D=-~A:-:H:..:::::O:;R::-E~J§:s,:n.~t.~T;..:A::..:YLO-=~R_
, SUP EJiVI SF)JR KllitfYPOX
1__.....:.::r.AR=t:.".:::SZC=Z::.:E:::II~IO:::;W:.:S::.:t~I _

S:1VICE TECIINIQJ£
_--=j):.:.r..:..~HAMBU==:.;;;-m:;,:;a:.:-;.::D:.:.I.=Sll=--_.

SECTION
LABORATO:RE

SEC':'ION
STATISTJ(.llE iI
t~:EALI i I HlJSHIYA'---'===-----';' .......;.=~"---

I I I i
SECTION DE LA ISECTION DE I
::HAII;:: DE L ' Ea,!CATIOtl ,
FROI;; IPOUR LA SAlITEI

_--=e,:.:.::;W=--_---'''!- RUn RAA'D£ !

------:-,t------"':',':"',--------:,~,-------I
• CO~DR.~:.ILN_AATDJR 'I COORDUlATDJIl 'I COORDINATDJR II COORDIlIl.TDJR I

PLANIFJC/oTIONI, E'/ALUATIQII ETII kECHEJiCHL I-
LOGI S:Il;UE £T FOIlKAnON 1'1 SUP£RVI SIOII I' 01' ERATlOrn: ...u;

tAP I'AJ IlE Or. KUTOKBO I Dr. OtVO ! Dr. PALUW !

SERVICE AO"INIS7RATIF
~:AOOruTA tAOOlO tV.F1J

I
.·Il:Al;(;ESII ....AT<'RIEL II PERSOtlNEL I

I - 't" 'IULUNDU _ HlJA¥.SA!! t:FilA."J3A
GARJ..:l£! I

';COy !!

IIlEPROWCll011
LUBII:I

I SECRETARIATI"
tiSQn:

i:l;UIPES REGIONALES,'
ET SOllS REGIONALES

JAINI Eli 1985.-

jmenustik
Rectangle



TABLEAU 9

MOUVEMB:T DES VACCINS EN 1984.

!
VACCIN PREVU RECU -+ DISTRIBUE ! SOLDE

STOCK FIN 1983 FIN NOV.1984
."

S C G 1.900.000 3.467.600 1.667.600 1.800.000

V A R 1.450.000 1.050.000 816.280 233.720 -*I\J
!

I

V A T 1.400.000 2.756.680 1.413.480 1.343.200 !
!
!

V A P 3.240.000 "3.791.840 1.940.360 .! 1.841.480 1
! !
! !

DTCOQ -~OOO.OOO 4.095.800 1.761.660 ! 2.334.140 !
! !



TABLEAU 10

MATERIEL RECU EN 1982, 1983 ET 1984

I
0'1
W

•

+ 2 ans

+ ~ ans

+ 2 ana

1. I an

1. 3 an,

2

I
I
1

",~-p/+
: : ~'\f,~, :: ~.' :
I (' , I, _~
I - \. I"

6
2
9
9
3 I +4 s;·.,,~

I + 1 an . ""
. "be Ie

- 1-----,tL-~-----'-!,~ f' (~J

~-~PEV,
~-

491

10

1~1

12

7

~~O

3

I

18

I

2

10
)

12

•
Kinshasa, Ie ,4 fivrier 198~.

2

16

6~2

14

7

8~0

3

3.300

3

2

I

no

3.no

2

191

l-
IS'
~oo

,............•...........•.............•...........•.........•............•.....••......•..•..............•....................
• N+ TYPE DU MATERIEL QUAHTl1'E RECUE QUANTITE RECUE QUANTlTE RECUE DISTRIBUEE STOCK ACTUEL • DUREE PREVUE

.982 .983 1984 , DE STOCK'-- """""'----------------------------------- -------,---'--------
0'. ~loroquiae 3.800.000 3.7'6.000 84.000.

02. .J.a.o. .4.600 ••chet. 300.000 1.917.182 ~17.307 •• 714.47~ 1
1

03. Seriaguel 2.245 2.860 234.9~2 10.000 230.0~7 I

04. Ai@uilles '20.460 112.200, '08.480 1~.000 326.'40'
1

o~. Moto iype 100 (OMS) 20 14 6.

Ob. Moto Type 17~ (CCCD) 100 I~ 8~'

07. F rig 0I: 8. 134 .00 11~'
08. V e 1 0 S • 240 2'0 30

I
09. Boite. i~otherme. I 50

10. Radiophonie •

•11. Appareil Hutorola •

12. Thermametre-Frigo •
. I

13. -"- Chambre-Frold,

14. Steriliaateura 1

•I~. Accumulateurs •

16. Ordinateur •
I

17. Vehicule I

18. Machiae duplicateur l

19. Machiae a ecrire IB¥

20. Steac ileuse •

21. Piecea de rechangedeeps) 4 c.liaea + 1 ca'l on
22. Verras pour frigol 106 40 ~~O I
23. Keches pour frig~a 41 •
24. Photocopieu,e I-------- -------------- --------------



TABLEAU 11

VEHICULES/VEHICLES CCCD

--_._..- _.--- .__.---_._ _._-_ _ - .._.__.- ....
~EGIO~ :10 Cf 4 IIHED.

'/EHICLES

::. DE 'I EH Ict'L ES

ORGIN - ORIGtI:E

OKS - \/HO UNICEf USAID COllS~IL

i:;XECUTIF ­
~XECUTIVE

COUNSD.

N· 01
HAIlCHE
1I0RnNG

:1- Ell
HARCH~

1I0RI:I!;G

Ii· Ell
HARCH£
1I0UIl;G

~:. EN
NARC"E
1I0RnNG

nliSHASA

[JAt.1.lU tiUU

BAS-ZAIRE

J:ASAl-<lCC.

5 \I It. [J It.

HAllT-ZAIRE

:;;OJATE1lR

31

4

4

6

7

11

3

5

c

3

7

3

4

4

3

3

3

,0

2

3

'0 o

t 1 V U

TOT A L
1---

7
-:----,1-

1
-
9
-'--t--1-~-+-:-O-+--2-:--+--1-"-t--1-6-' -+ :1

o
...............................................................................................

UONNEES DISPONIFl.ES All 25 JANVIER 1985

DATA AVAILAIlLE AS OF JANUARY 25. 1985.

BEST AVAILABLE COpy
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TABLEAU 11B

MATERIEL DE CHAINE DE FROID ET VELOS
DEJA DISTRIBUE AUX EQUIPES PEV!CCCD
ET DANS LES ZONES DE SANTE RECYCLEES
ENTRE 1981-1983.

·..·····~..•···..·I········t··············I·--··········· , .
BIIlTES ISOTllERMES. ;

aEG I 0 It" " FRIGOS " CONC!LATEUIlS : : VELDS .
I' / 45 J.itr.. 5 T.itna I

----------- I ,---
It I II S HAS A 8 / 27 S8 I__________________1 f _

I I
BAS - ZAIR.! II 2, 22 114 I 19

---------------:' ,---I I
BAIiDUIfDU /9 3 / 6S ISS /. JO

_________________, 1__-

, I
£ QUA T EU R 7 / 47 87 I 29

, .! I-----------------;'----1 ',-----.,..
IIAUT - UIIlE 9 I 21 SO, 32

I !----------------:-----!--------

• Hltarial retire par Ie. Zone. de Santa a partir de la direction
du PEV. Certaina. ont ate .etvia••

cfb.



T~lUll 12· FOiJlATIOJl I ETAT O'AVAlICEKEHT.

-
C1TmOlIBa DU .DSl)QlfI. A- FORHEI WIU HOMBRE DB A FORMER PAll llIHES

III
COUiS PIIVU IEA-LISI .IEVU

1981 1981-
1982 1983 1984 TOTAL 1982 1983 1984 'lOTAL 1965 1986 'lOTAL

(~)

~deciAa-Iupee:te&l'a I~Sion&Wli ct 4 jCll.lra 30 10 - 40 35 2 0 'S1 - - -
~dedna sau-a~lolW1X

leapol1S&blca dea aenlcea de SAIlt6 4 jCll.lra 50 40 30 120 0 0 0 0 20 10 30
de bAae

H64e~bela de Zonea 2OjCll.lra 35 ·30 30 95 50 26 62 138 30 30 60

Chela dea ceioclea _c1ic:.wx etl 2OjCll.lr& 60 90 90 240 25 0 0 25 90 90 180
au IDliraiera~r. de Zonca

CeatlODD&irea de 1. CbatDe c1lI Froid 14 jCll.lra 40 - 40 eo 0 0 2 ,2. - 40 40---_...- --._--

y
0\ .
I



TABLEAU 13
11lAIHING

LA FORMATION, - .-. -- -= ..

TLUHING OiGAHItD.BY PEV/CCCD

CAnDllI1 W PElUiOlillEL. AHIlEZ SlJlT WiKB.- JOURS HOMIlJlE DE PAiTICI-
PAliTli.

CATIIiOIY 01" PDliOHAL • YBAI COOISB SUBJECT tvUTlON, DAYS NUKBER 01" PAiTICI·
PAliTS

Pyaiciau, 1983 HOlIp1td uae ot: OIT 1 15

l/Une a.tpcrvisora at Healtb ZOIle, 1983 CCCD strategies 5 ".- -- .
llIU'aiIIQ StildeAu SUrvey intervievip. le~iqa~ 6 12

llIU'aea, 1984 Hospital an4 healtb center ua. ot OIT 1 23

llIU'a.., 1984 Vaceillation tec:hIUquea 13 "
1lIU''' ....Cl'ViaoJ'S at Healtb zane, 1984 CCCD Strat~iea 6 11

peace Corpa VoluPtee.,..1984 CCCD Str.t~les 5 10

Health CeDea' lI\I.J'aes. 1984 CCCD Stl'at~iea 6 5

INniIIQ StildeAu. 1984 survey interviewing techniques 8 5

peace Corpa Volunteen. 1984 TraiPed in CCCD Stl'at~iea to uliat 48 23
Zonal Ke41clll Olficera

Healtb Center' JIIlraes. 1984 CCCD Stl'llt~iea 1 - 3 ~

Pyaiciau, 1984 HOlPi tal and out.patiept lUe 01 OIT 1 33

llIU'aea, 1984 Ho.phal and out.patient lUe 01 OIT 1 '2
Kol'tali ty survey SUpervisors &lrvey aDd Interviewing Kethods '10 14
and Iptcrvievera. 1984

TOTAL . ~3.

I
0\
-.J
I
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----,.... ---'
!. :\-_.:... '
I I:--..---,--.

. i I Ii.'/: . .'-:)'; .j.:. I : I : j

~~~''-'I .; +-··t1·····~T.:·:~~: ]/:..';'i .. _.~-~:;..... ···1 .~~:

":1 ., .~.L 1L::.'T~·'-L~(~_ _..:... _..:.. . l> •. ~;: .L._ -~.L.I. ..L
! .:..... ·t· l . :" ?"r ; : /! ':: .". ~.": ~"f' ~ T :.-
. '.- :~::>. :..~:.~~,~-.:;Jc~I·~--. ',:" ! - I····, jL •.• ···i.. ·· ·~:--Ib; ... r'" .: ....:... I

200 . ' , . • . . ., I

.....; : I : i "! ,. I : : I ~ ~
~.;:.. T -·t-/·~·'-' ..... OJ ....-l-~- [----r"" I=R""- '. I" rT~~'i .~ -1. ; f: I : I I ! j--- i .' I· .. : I

~- 77~"";' .--.:... I :. : .;_.. J. ,._.j ... j :- .." ......- .---+-4· ... j .. ;... J
..... .: ;: I : .: Ii'

1_.'++_+ L~~??+ ..)·9?8 :1979[.1980 ;1981; 1;~1;2:_"11983·'1,_·)9~14 .-.~.~~-.~
; .' : : L I . • I ; I .. I .... :: ". : .i

BEST AVAILABLE COpy'

ct\



TABLEAU 14B

DISTRIBUTION DES SACHETS sao DANS US FORMATIONS HEDICALE!l AU ZAIRE

I ............................................. ............................. ...........................................................
SOURCE I OEUVRES ME- I OEUVRES ME- 1 I IP.E.V. UNICEF DICALES CA- DICALES PRO- LAl'IIAlI FOMETRO AlTIUS (I) TOTAL

I THOLIQUES : TESTAHTES ·1 . I I
I I I
I I I I
I I I

1981 I 50.000 120.000 I 100.000 70.000 230.000 I 570.000
I I 1

1982 I 50.000 120.000 I 100.000 115.780 70.000 80.000 I 535.780 I
·1 I I 0'1
I 'I . I 1.0

202.000 (2) 50.000 120.000
,
100.000 2io.920 7d.000 80.000 852.920 I1983 I I I

I I I

1984 I 460.514 (3) I 50.000 120.000 I 50.000 135.000 70.000 80.000 I 965.514
I I I
I I I I
I I I I

TOT A L I 662.514 I 200.000 480.000 1 350.000 481.700 280.000 470.000 1.2.832.214
I I I I I---

(I) Fondation Hanl Seidel, Cemubac, Fomulac.

(2) Fournia par l'UNICEF

(3) Fournia par l'UNICEF , l'USAID.
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TABLEAU lSA
liTSTEKE D' tNFORKAtION !T DE SURVEILlANCE

{Il!ALTB IHFORKATION ~ DISEASE SURVEILlANCE liTSTE!'O

POSTES SENTINELLES PAR EQUIPE PEV!CCCD

SENTINEL SITES BY EPI/CCCD TEAK,.....•........ ...........:.•...•...••.~;;;;...;;;;~~~~;;.~~~~~~ .......:
I
I VILLES roPULATlOr; ,

(19811 • HOMBRE I HOPITAUX 00{ iEltfS D~BENTRES DE REt-f
I (TCMlS) 'I UCATION I
I (NUKBER) I CLINIQUES tHuLtu C: )! (UlIAB.CEKTElUi)1

I KINSHASA 2.338.246 . 14 I 4 I 9 1 1
! I ! I
I BAliDUNDU 103.549 4 I

3
1 1
1

ItlltlHT 15~.981 5
1

4
1 !
1

KATADI 164.650 .s 2 31
1 B 0 H A 1I~ .634 7 2 5
I I---I KBANDAKA

1 167.932 ! 5 2 3
I I'

:LISALA
I 101.114 .s 3
I

I lISANCANI I 329.548 5 J 2
I

BUN I A I 52.301 5 4
I

I SIR 0
1 71.902 " 2 2
I

KANANCA I 492.156 11 3 8I

HBUJl-MAYI
I

348.372 5 4I

BUltAVU
1

158.477 6 5I

CO H A 77.245
I

6 2 3I I
!---I IIt I N D U 69.710
! 5 I 5

!

LUBUKBASHI 623.250 ! to I
5

I
I I

KAHINA 112.484 5
I

4 I, I I
1--'

TOT A L 5.489.551 103 35 ! 65 2



CASES AND DEATHS IlEPORTED BY El'l/CCCD n:AHS, DECEMBER 1982 - NOVEMBER 198_1.

CAS ET DECES DECLARES PAR LES EQUIPES DU rEV fCCCD, DECEMIIRE 1982 - NOVEMBRE 1983

I
-...l
I-'
I

12

12

4

4

5

6

II

14

71.902

77 .245

'58.477

IS4.981

329.S48

492.156

2.338.246

I SIR 0

KIK\lIT

KISANGANI

Y.IlUJl-HAYI

KANANGA

B U K A V U

G 0 H A

KINSHASA

1·_C~ •••G=~~~~U!~N·&~·········!·No;mFl;DE~A·ID~;~~;;·D~?·15··ROUGEOLi··I·£;Q~~~~~;;··I··;·~·~·;·~··I~;;·;~~~;·_'
E QUI PES POPULATION' POSTES SENTlJ AAPPORTS '~m-llPERTU~' 1 '
TEA H S (1981), NELLES (SITE~) HENSUELS , ! I I I I I ! I

, !(HONTIILY) ,CAS 1 DECES, CAS ,DECES, CAS I DECES I CAS ! DECES I
------ ------, , '---'--1--'---'---1---1--1---'

IIANDUNDU 103. S49 4 , 80 , 8 I 30 I 0 ! 0 , 0 , 3
i2 '-S-5-'-0-'-'-3-1-0--'--'-0-- --- --3-

, I I I 2_ I

HAT AD 164.650 ---5----- --~---:~:-3-S-:--7-:-0--:-0--,-0---'--I--~--I

,'80;--;--- -11-4-.6-3-4- ,-.-----'-2-'- --0-'-2-2-1-0--1-0--'-0-(-0--'---'
I I I I " u !

:-;;a-AN-D-A-KA--- --'-6-7.-9-3-2- --~s---,--I;-. -:~:-2-7-:-2-1-:-0-:-0-:-O-:-2-0-1--4-1

,---------- -----!------!---'--'~I---I--I--I--'---I
LIS A L A 101.114 S I 12 ! 209 , 32 I 93 I 3 I IS I 0 I 10 ! S 1

,-----'--,-'--1---1---'1--'---1-- ---I
, 8 ,14., 16 , 8 I 0 I 2 I I ,IS I 6 I

------,------ --------_·_,---'---1---1---'---1---1--'---,
BUN I A S2. 30' S II, I 7 , 0 I 27 I 0 I I I 0 , 2 , ' ,

---S- '-2-1-1-0-'-1-3-1-0--1-1-1-0--1-7--'--2-'
, 1 I I I , I , ,
'---;)8'-2-4-I----ro-'-S--I-·.-

4
-1-

0
--I-I-2-'--,-1

, , , I I' I I , ,

S
--1-2--1 "2106 '-143'-'131-

3
--I-

S
-
8
-'-7--'-S-4-'-2-'-'

__3_48_._3_7"_- , I , I I , I ,',

, 8669 '74il'1~1-7--1-1I-4-'-6--1~"-4-1-'
, , , I I I I ,

--1-2--'~'-1-2-1~1-4--1-4--1-0--I-I-4-1--,-
I , , I I I ! I 1

'2 --'-9-4-'--2-'-1-0-1-
0
-1-

3
--1-

0
--'8--'--j-'

, , , I I I I I I
KIN D U 69.710 I---

S
-- 10 '~-'-0-1--7-1-0--1-' I--'--O-'-S-1--3-'____________, , "I I I I , I

LUBUKBASHI 623.250' 6 '--12---I--oI6'~'-'-9-1-0--1-8--I-o--I-'-7-1-1-3-,
____________, I ,.,' I I , I I I

K A H 1 N A 112.484 I 5 '--I-O--I~I--4-1m--'-IO--1-4--I-o--I-S--'--3-1
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KISANGANI

I SIR 0

TABLEAU 16A

CAS HOSPlTALISE5 ET DKCES DECI..AiES PAR LES
POSTES SENTINELLES PENDANT L'ANNEE 1984.

HOSPITAL CASES AND DEATHS ~PJRTED BY SENTINEL
SITES DURING 1984)

I
~

N
I
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TABLEAU 1GB
SYSTEM! D'INl"ORHATIOR ET DE SURVEILLA1'lCE

(HEALTH INFORMATION AND SURVEILLANCE SYSTEK)

CAS AKBULATOIRES DECLARES PAR LES EQUIPES
J)U-EEY./£CCD ..PEIiIl.A!a....L'..umU ..1984

AMBULATORY CASES REPORTED BY EPI/CCCD
TEAKS DURING 1984.)

12

1

41

5

7

14

14

27

16

2

148

113

1

13

225

6

58

273

, 55

BANDUNDU

KIKWIT

HAT A D 1

B 0 H A

LISALA

KISANGANI

BUN I A

1 SIR 0

KANANGA

KBANDAKA

........•....•..•.•.,..•..........•........•,•..•.............•.....
EQUIPES (TEAMS) 1 ROUGEOLE (MEASLES) I COQUELUCHE(PERTUSSIS)

1'---------
I
I
1
I
I
I
I
I
I
I
I

HBUJI-KAYI

r.1NSHASA

BUKAVU

GO K A

KIN D U

LUBUHBAfiHl

KAHINA

3.177

278

107

206

124

10

3

7

TOTAUX 4.663 283
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TABLEAU 17

ENQUETES SPECIALES

•

8'f.Jet de l'enqulte

_e.tteunt du paludh.,

~
t 1 la ri.i.tanc, 1 1.
Illoroquiae..

»rivalenoe de la tiivre et
de la diarrhie et llitat vaooinale
parmi le. ooa.ultant. 1 la olini­
que.

Epidimiologie de la rougeole

lai.abiliti de la politique
de vaocinor les entants .
lII&1ades.

Mortaliti et utilieation
des services de santi

Oonnaiss&Dce et altitude.
l'igard de la diarrhee et
de la tUvre.-

Variation dans la preparation
de la solution THO • domicile
et test des messages.

lia.h...

Kinshalla

Kinshalla

Kin8ha8a

Kivu

K:inshaaa

Methode

ife.,. d'Uia1aaUOll
de. par..i tea ia­
vitro et lA-vivo

Enqulte desoriptive
taite • la oliuique

aevue de. rigistre.
de l'h&pital, enqul_ .
tos d'ivaluation,
rapports des vacoi­
natioDs.

Enqulte taito • la
oliniquo

Enqulte a domicils

Interviow des mere.

!ll
D'itablir l'etticaciti du traitement
1 do.e unique recommendi.

De diterminer la triquence des visites
relative. aux maladies CCOD.

D'itudier la tendance de la rougeole,
les problome. do rougeole parmi les
entants trop deuno. pour Itre vaccini.,
identitier lea aires ou la transmi••ion
est grande, et estimer l'lge de la
vaccination.
D':diterminer IIi la .tratigie de vacoiner
le. enlants malados augmenterait etteo­
tivement la couverture vaccinale••

DI&tablir le taux de mortalite intan­
tilo et les caU8e. de dice. et d'e.ti~

mer l'incidence dell maladieo et l'utili­
.at~on des serVice. de santi pour le.
strategies du CCCD. .

Di;~'terminer le trait~ment utilisi
6ans los zones rurale. pour la diarrhie
et la tUvre.

D'itablir los methodes pour unitormiser
la tormule de la solution suore·.el et
de to.ter l'ettioaoiti des messa~e••
p...or • la radio et • publier soue
torme. d'attiches.

I
-..J
~

I

L1uniti hospitaliire de
la r~1dratation orale

Izlqu.l.. 'ruru.l... de b..e
.ur la aortaliti.

lin.h..a

Bandundu

I$ude. prospeotive de.
consultation•• l'ur,eno,
po~ la diarrhi,

Kohantillon repre.en­
ta'if de••enage••

De diterminor la distribution du degri
de di.hldratation et l'ettio,oiti du
traitement par voie orale.

D'itablir le taux de mortaliti de
b..e atin de 18surer l'impact des
atratigie. du OOOD aveo une deuxiime

"eaqulte apria l'exicuUon du pro­
,ramme.



TABLEAU 18

OPERATIONAL RESEARCH PROTOCOLS

TITLE OF PROTOCOL
PRINCIPAL
INVESTIGATOR COUNTRY DESCRIPTION

DATE
SENT

1. Study of the efficacy of
chloroquine in malaria
treatment. Specificity and
sensitivity of fever as
presumptive diagnosis of
malaria in children under
Sin Kinshasa

Dr. Ngimbi,
University of

Kinshasa

Zaire Prospective study of
malaria-sensitive to
chloroquine treatment.

9/84

2. Prospective study of chiid- Pierre Duboz
hood diseases, nutrition,
preventive measures and
mortality.

Congo Prospective rural study 11/84
of incidence of child-
hood diseases and child
mortality.

I
--..I
(Jl

I

3. Theraputic Behavior of Mubiala
families in rural settings. Katala

4. Study of risk factors of
dehydration among hospi­
talized children under five
years of age.

Kahozi and
Kalambay

Zaire

Zaire

Antrhopologic s~udy of Pending
precept ions of diarrheal
and febrile disease and
treatm~nt practices.

Hospital-based study of Pending
risk factors for cases
of dehydration due to
diarrhea.



'rADLEAU 19

=GC~~~C~&CC~~~DCCCE£CCCC~~~~CC~&~C8CC=-~~C~CCC==CGEDC=-C~C~CCC&CC.C~Cc.=C~=~=.cc~acc~~C==~C~&.C"••••"'=D.

TRAINItlG RECEIVED BY PEv/cr;r;D STArr
0____

CATEGORY OF PERSOl/AL NAME OF COURSE, YEAII DURATION OF COURSE, HUBDEII OF PAR TlCI-
DAYS PANTS

PEv-central staff and team m"""bers WHO senior course of PEV 12 40

PEV-central staff VlIO course of PEV,1981 12 2-
PEV team members Medical Zone Off~cers course, 1981 15 2

P EV-cen tral staff WIlO cout'se of PEV, 1962 12 2 .
PEV team Medical Zone Officers course t 1982 15 1

PEY-central staff CCCD Upperlevel , course t 1982 15 2

PEV team members Training in CCCD Strategies, 1983 3 42

PEV physicians WilD Diarrheal Disease Control - 10 8
Upperlevel. 1963

.fEV physicians Medical Zone Offi~ers course t 1983 15 2

PEV team members WilD course of PEV, 1964 12 2

PEV team memLers VlIO refrigerator repair course, 1984 5 2

PEV team members '01110 Diarrheal Disea"" Control 12 8
Mid-level, 1984

PEV team'me:nbers Training in CCCD stratt'gies 10 1

~~~c~~~~~=c~=cc=cc:cc=#=~~~ c~~~~;~~~~~!~~~~~g~j~c~~J;!:~~~:~~~=cc= 300 2
c==;c~c=:cC~C~CC;=~A e===:~==:===;~==~~~s

I

~I



'fI\EJLEI\U 2G

'lllAINIIIG FOIl MtDEGlll...cIlEF DE ZONE llIlGAlHZElJ BY Pt'-V/CCC!)

Zonal tlcl.1ical Officer, 1961 15 15 14

Zonal Hedic"l Officer, 1962 35 30 32

Zonal Medic"l Officer, 1963 26 23 20

Zonal tlcdical Officer, 1!J64 62 62 57

T01'AL 138 130 123

CATBr,olN OF I'I::RWrlA!., YEAR HmUJSR 'I1lAI NEIi s'm.!. AJ:£: WI/AI. ",WleAL
tli'I'lCER

lI~AI.'i1I I'LAl; iii::CEIVr:lJ
,1'{ I'l::V/n:c"

;jut·Ii-::.
FOL1.0..1 IJl~

VISI'l HY
f'i'.V/CCC[)
cornu,[.
I. i:V 11­
P,:RWNAL

11

18

10

I
-.J
~I

I



TABLEAU 21

COMPARAISON ENTRE LES SOUS-OBJECTIFS DU PROJETET L'UTILISATION DES SERVICES

DANS LES ZONES ET VILLES COUVERTES PAR LE PROGRMfrffi CCCD APRES DEUX ANS.

I
I

VACCIN POPULATION DOSES REALISATION OBJECTIFS

CIBLE ADHINISTREES DE

L I AJ.'lNEE 84

B C G , 603.421 562.217 93 % 75 %

ROUGEOLE 603.421 349.562 58 % 50 %

I .
DTC 1 603.421 322.392 53 % -

DTC 3 (2) 603.421 211.765 35 % 30 ",,.
--

POLIO 1 603.421 312.609 59 % -

POLIO 3 (2) 603.421 207.687 34 % 30 %

ANTITETANIQUE (n 709.020 823.329 58 % -
( 2 DOSES)

~===================-==============-=============-========================

(1) En supposant que Ie nombre de femmes enceintes a vacciner correspond au

taux de natalite.

(2) Pour Ie vaccin DTC et POLIO, Ie formulaire de declaration de vaccination

ne permet pas de distinguer les doses administrees avant un an et apres

cet age. Nous avons utilise la proportion vaccinee avant 1 an avec Ie

vaccin antirougeoleuxconseille a 9 mois alors qu'en realite eDe, est

beaucoup plus importante pour Ie DTC-POLIO qui se donne a 3 mois.



NOM DE LA ZONE
NAME OF ZONE
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TABLEAU 22

SCHEMA d'AUTOFINA~CEMENT

AUTOFINANCING SC~EMES

REVENUE DEPENSE ACHATS/PURCHASES
INCOME EXPENSES CARBURANT FRIGO PHARMA PERS.

FUEL REFRI DRUGS

l. BUKAVU URBAIN NO REPORT PAS DE RAPPORT

2. WALUNGU OUI/YES 3,000 Z'S* X X

3. UVIRA NO REPORT PAS DE RAPPORT

4. KASONGO BELGE X X

5. KALANDA S74,OOO NO BUDGET X X X X

6. KABINDA Z329,OOO 299,000 X X

7. BIBANGA Z510,710 X X X X

8. BONZOLA UR"B. Z6,,871,000 2,338,000 X X X X

9. KWIMBA Z477,578 Z233,OOO X X X X

10.BENGAMISA NO REPORT/PAS DE RAPPORT TARIF PAR EPISODE
CHARGES PER EPISODE

11. YAKUSU

12.LUKULA

Z285,OOO

Z122,192

Z256,500

Z109,920

X X X

X

X

X

13.KABONDA Z207,752 ~190,629

*mensuel/monthly

X X x x
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TABLEAU 23

Draf t F'fotCICC,j fer a Stui':v of tr-l~ C-C'5 t o-f Vo.ct: I nat i -:·n

Th is is
pl'otocol for
pl'4?s4?nt4?d h4?l'4?
such a stud",

a very prel iminar;v ,arid Incorrlple-te draft ot 0
a stud~' ~f th~ costs c-f vact:in~tion. It I~

to Q!'-"'f' ~ hf'~~ stc..r·t te: =-O:rIJ:o~'~IE' for-mol jy p!""t:opc" 7!""1;

1. Number C't 'J';~':lrlatlons giver. :r; J92·4 (t.,\ t,'pP)'? He'l.'.. (T;~"';"

dO$~~ o~ v.cc.~~ d:~ YOU r.ceiv~ in 1984?
2. He"....; rr·Ctr,~· t,mes.,':.-r super'v;<5Eod"? By W~IOITI"

3. H~I ion; d~ t~~ sup~rvisory visits la.~t?

4. Which of t~~ l~rC~'~_ers.at the c~nter work on vacclnation~?

5. Wh~t ~r~ t~el~ monthly salaries? Do tM~~ receive any ot~tr

al1owanc4?s? ~ow much?
6. How many vaccination s~ssions do YOU hold pf'r month?
7. How many houl's pel' s4?ssion?
8. Who g04?S to Q4?t the vaccin4?? What ,~ his/her monthly salar,,?
9. How long does it taK4??
10. What m4?~~' of ~~ansPort is uS4?d?
II. Is it (th~ me.~s of transport) YS4?d fOr anything 4?ls4?? What?
How ofhn7
12. How much cotton and alcohol did YOU US4? for vaccinations last
Y4?ar? How mlJch dr:· the)' cost (P4?r un; t)?
13. How do YOU st4?ril iZ4? YOUI' n4?4?dl4?s?
14. What Kind of fuel do you use? How much do YOu use per
vaccination session~ How much d04?s it cost (P4?r unit)?
1S. What contain4?r do YOU US4? fOr st4?rilization? Is it uS4?d for
anything 4?ls4?? If so, fOr how much of th4? tim4??
16. How !T,uch d04?~ t:-'4? contain4?r cost? HO"J lono does un4? last?
17. How long 00 YOUI' n4?edl4?s and sYring4?s last?
18. Wh4?r4? is th4? vaccination s4?ssion h4?ld?
19. If in a build;r1g, what p4?rc4?ntag4? of spaC4? is uS4?d fo~ ~~.•
s4?ssion?
20. How much ,,'~uld ;t cost to build iI. similar buildir,o toda~'?

21. How long dI:o-s a building lik4? this last? .
22. What W4?r4? th4? costs of maintaining th4? building last ye~~?

23. What furnitur4? is uS4?d dUring th4? vaccination s4?ssion?
24. How much does it cost? How long d04?S it last?
2~. Wh4?r4? do yoU stor4? vaccination suppl i4?s and cards?
26. What propOrtion of spac4? do. vaccInation suppl i.s and cards
taK4? up?
27. How much d04?s th4? storage plac4? (sh4?lv4?s, cupboard) cost? How
long do.s it last?
28. How many vaccination cards did you ord4?r in 1984? How much
do they cost?
29. How many cards were distributed?

I. How many' record l .. dyers do you fo'" vaccinations?
2. What v4?hiCl4? is uS4?d to tranport vaccine from r4?gional PEV
d.pot to th4? zon4?? .
3. How oft4?n was o·~.ccin4? pic1(.dup last year?
4. How far is a I'oundtrip from th4? zon4? to th4? PEV d4?pot?
5. 00 .you do oth4?r th i nos when YO trav4? 1 to picK up vacc i n4??
What p.rc4?ntag4? of tim4? is d.vot4?d to vaccin4? picKup? (Trying to
be' able to allocat4? costs to vaccine pic1(up>
6. What are th4? salari.s of the p.opl. used In supervision of
the h.alth c4?nt4?rs?
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CARTE DU ZAIRE--ZONES (*) VISITEES
PAR L'EQUIPE D'EVALUATION

..,.,,,,,.,.

ClNTRAL ATRICAN Rf/'UBUC

cP
O~

C

ANGOLA

- 'n-...tioNl boundoon.
-- Region bound.nes

-- Sutwwvion boundoon.
-- Zone boundarift

ZAMBIA

BEST AVAILABLE COpy

SUDAN

C7
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ANNEXE II.B RESUME DES VISITES SUR LE TERRAIN

PEV/CCCD EVALUATION 1985
----- --

I I , - -
r fREGIONS EQUIPES i ZONES I CE:;TRES SIEGES

VISITEES PEV
;

DE I DE VISITESI

GROllPE VIS ITEES I SANTE I SA;;TE II

I
I VISITEES VIS ITES I

I
I I

i
REGIONS EPI TEAMS I HEALTH HEALTH ; HEALTH

I VISITED VISITED , ZONES CENTERS ! POSTSIi !,
I VISITED VISITED VISITED: :

I

I
I

! I
i

I i
I

SHEPPERD i
I

I KAPITAINE i
I

GA}\BOA BAS-ZAIRE I II 2 5 h I -
I I

Gun1A..~ HAUT-ZAIRE I ,
I II

LICHNEVSKI ! I I!
I ,

I \, POST I I! i

I
i i

II I

I
I

.I
,,.

OKI,W
S H A B A I

"

2 3
I

6 I 1SERUZINGO i
BA..'WUNDU I I I

I . I
~lAKI~EN I ! I

I I
I

i

I
iIII I I

i I

, l,;JOODHA KASAI-
IECKERSON ORIENTAL 1 5 3 1

KINSHASA i !
I

A\';ANTA.,.~G

1 I
I I !

i ! I

IV
I

I

I i I
I

BALD\n~ I ! !
I

I

I
GUERIN KIVU 3 5 i 11 1

TAYLOR I
I,

Ii' :
7 1 8 18 I 26 3

-=---------------- ------==----- ------~----:=-----=-----~==-----==--_.:=-----

BEST AVAILABLE COpy

(
\~



I.
II.
III.
IV.
V.
VI.
VII.
VIII.
IX.
X.

XI.
XII.
XIII.
XIV.

XV.
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GlANDES LImES DFS RAPFQR 1'5 DE GROD FE

Organisation des compos antes de soins de sante prima ires
Collabora tion in terse c tor iell e
Partic1pa tion de la COmlll.1Uautt!
Finances
Personnel
Structures
Su pe rvis ion
Transport
Approvisionnement equipement & mteriel
Systeme d' informa tion
A. D€clara tion de routine
B. Pas tes sen tinelles
C. Pnqu~tes speciales
Forma tion
Fduca tion sanitaire
Recherche Opera tionnell e
Indice d'utilisation des services
A. Couverture PEV
B. SRO
C. Paludisme
Impact du programme
A. Sur les aaladies PE V
B. Sur les diarrhees
C. Sur lea paludisme
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ANNEXE II.C REGION DU KIVU
ZS-Bukavu (urban)
C. S. Cimpunda (Cathol ic)
c. S. Bagira (State)

1. Organization of Primary Health Care'
The medecin chef de zone was trained in 1983 and has developed a
plan for implementating primary health care. Bukavu has a
po pula tion 171 ,491. Of the 14 heal th centers and one heal th post,
11 heal th center s offer services of vaccination, diarrheal dis eas e
control, and malaria treatment, and cover a population of 135,110,
or (79%) of total. No system of reference from the health center
to th e h 08 pi tal e xis ts •

II. Intersector:1al Collaboration
None a t the level of the z one, but one heal th center was engaged in
prOViding affordable hi gh-pro tein flours.

III. Commun ity Participa tion
Both health centers had health committees. One health center has
14 health committees, one for each quartier, that meet each month.
lInimateurs, trained by the health center, are used for detecting
and fo11CMing up cases of malnutri tion. The second heal th center
had one health committee but had not yet trained animateurs.

I V. Finances
The health zone itself has not budget. One health center received
external aid that perm.! tted it to make capi tal expend! tures. The
other depended entirely on its own receipts and was auto financed ,
possible because of the adjoining maternity which provided 60% of
r ecei pts • Nei ther of heal th center s had a planned budge t. - Th.r its
for services varied by health center. The cost of consultation
varied by diagnosis and by medica tl,ons prescribed.

V. Personnel
The Medecin chef de zone lacked support staff. The health centers
were adequa tely staffed.

VI. Structures
The health centers visited were both well-designed and adequate.

VII. Supervis ion
No active supervision was performed by the zonal medical officer
due to lack trans port, bu t a monthly coordina tion mee ting was held
to discuss policy and problems. One health center actively
supervises the animateurs monthly.

VIII. Transport
No transportation at level of zone. In an urban zone taxi
transport is available but the zone had DO budget. One health
center had a vehicle; the second has no transportation.



IX. Supply, Equipment, and Material
One heal th center had a refr igera tor, the other picked up the
vaccine at PEV/Bakavu before each vaccination session.
One center had only a single syringue for each antigen with an
adequa te supply of needles. .

X. Health Information System
At the health center level, the number of vaccination given by
antigen are regularly available. but no routine data is collected
on cases of diseases. The zonal medical officer did not have
information on the zone. However, lEV-Bukavu maintains a system of
6 sentinel posts. No special studies were conducte d.

XI. Forma tial
The zonal medical officer was trained in 1983. He in turn had
trained 20 nurses in diarrheal disease and malaria control and 14
nurses in vaccination. He photocopied and distributed the fiches
techniques to all nurses and continues to provide training during
the monthly meetings. One health center had trained their
anima teurs for working wi th malnourished children.

XII. Heal th Educa tion
Educational mater:ials were abmdant in both health centers.

XlII.. Opera tional Research
None.

XI V. Indi ca tor s of Us e of Services
Coverage figures are available from the annual PEV coverage survey
in BU<.avu. Fa tima tes of u tUiza tion of SRO and malar ia treatment
are not available.

xV. Impact
No t available.

XVI. Problem
lack of transport for supervision. no policy of chelOOprophylaxis of
pregnant women, inadequate health information system, insufficient
vaccination supplies at heal th center, centers not able to purchase
an initial supply of SRO or chloroquine from rev, health centers in
this urban zone were antonolOOus making zonal mnagement difficult.
Strengths"';' Planning & coordination at zonal level, training.



z. S. Walungu
C.S. Inbona (State)
c. S. Mubumbano (Catholic)

1. Or ganization of Primary Health Center
Po pula tion 269,210
21 health centers and 2 health posts (11 centers give services of
vaccination, diarrheal disease control, malaria treatment; however,
only four centers are independent, and 7 depend on a visit by a
mobile team). 136,624 ("51%) have access to primary heal th care.

II. Intersectorial Collaboration
None.

III. Commun ity Par ti c1 pa tion
At. on e heal th pos t the heal th committee me t 3 times per year and
was upgrading the construction of the center. The other heal th
center's committee met monthly but wanted to receive payment for
their services. No anima. teurs were used by thes e heal th centers.
The zonal medical officer felt the health committees were not
IOOtivated and the system was working poorly.

IV. Finances .
The health post, which offered only curative services, and the
health center was autof1hanced. The hospi tal received external aid
to pay for all medications. The poIUlation was too poor to illY the
cost of services at the level of the hoopi tal, so these were
subsidized.

V. Personnel
The zonal medical officer was in training overseas, so the acting
one had res pons ibUi ties at the hospi tal leaving insufficient time
for supervision. The health post with oolya single nurse was
tmders taffed •

VI. Structures
The health post was :l.nadequate but was being redesigned and rebuilt.

VII. Supervision
Four of the 21 health centers are visited regularly, but the others
are not.

VIII. Transport
One vehicle and one IOOta were available at the zonal level but this
was not sufficient for supervision.

I X. Su pply, Equipment, Ma ter lel
Adequate.
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X. Informa tion Sys tern
Well-developed system of reporting vaccination utilization and
cases of vaccine - preventable diseases.

XI. Training
The zonal medical officer was trained in 1982 but was receiving
post-graduate training in Europe. The Acting one trains the nurses
once per mnth at the hospital. A nursing school is located in the
hospital. The fiches techniques were available but had not been
distributed to health centers.

XII. Health Educa tion
The IOObile team was well-equiped with educational materials, as was
the heal th center.

XIII. Operational Research
A study had been conducted on the number of surviving children born
to those women who received prenatal care.

XIV. Indicators of Use of Health Services
Coverage estimates are available for vaccinatiOll. (hly sugar-salt
solution is used at health centers. M:. the hospital a complete
solution is prepared in the pharmacy, but no utilization estimates
were available. Chloroquine usage is available for .the hospital
and only those centers supplied by the hospi tal.

xv. Impact
Impression that the number of measles cases has been reduced.

Problems •
Acting zonal medical officer can only visit 4 of 21 centers
regularly for supervision, integration of services at health center
is not well developed, mobile team strategy is still important in
this zone, enough health centers exist but access to primary health
care is limited, health committees were said to be ineffective.

Strengths.
Health information system, Training
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z. S. Uvira
C.S. Kabimda
C. S. Sang~

1. Or ganization
State zone exclusively zairian nm
242,812 population (1980)
6 health centers functioning
15 health pas ts
90,000 covered (37%) Plan established for the zone in Feb. 1983
3 health centers to be opened 1985
Received aid from SANRU, UNICEF

II. In tersec tor ial Collabora tion
None.

III. ComllJ,mity Participation
Health committees for each health center with representatives from
each village. Cotization to construct health center and for the
initiai stock of me de cines • Identified problems included potable
water, measles vaccination, payme~t for committee member. Some
slowness in developing community participation for the new centers
which require cotization before being established.

IV. Finance
SANRU had given 45.000 Z for 6 months of supervision.
UNICEF had given 200 ,000 Z to construct a training room.
The zone's monthly budget was 100,000 Z.
All six centers are autofinanced 5,000 Z receipts per month is the
minimum required to be self-sufficient. 40% is required for salary
and 30% for medications.
Each health center contributes 300 Z per month to the sone for
supervision. The 4 health centers that use a single refrigerator
each pay for the cost of petrol from their receipts.
At the hospital the receipts were divided 40%' for the physicians,
20% for other personnel, 20% for medications. 5% intravenous
solutions, 5% maintenance, 5% office supplies and 5% for fuel. The
salaries for personnel paid by the state are not included.

V. Personnel
The zonal medical officer and four physicians at the hospital
divide responsibili ties for the training and supervision of the
personnel in the health centers. Each health center visited had 5
persons and was adequately staffed.
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VI. Structures
Adequate.

VII. Supervision
Well done, a monthly, observations recordes by the nurse in a
notebook, long enough to perroi t training on the job.

VII. Trans port
2 vehicles and 2 motos were available. 40% of transport was used
for supervision, routine maintenance was provided by a local
garage. Gasoline is expensive, 20 1 costs 800 Z, and is not always
available. Both health centers had a bicycle.

IX. Supply, Equipment, Materiel
The sone currently has 7 refrigerators, but only 2 are operating
because the cost of running add! tional ones is too ex pens ive.
Also, 10 bicycles remain to be distributed to health centers.
Because of the high cos t of gasoline, the zone would like to act as
a sub-regional depot to serve other neighboring zones and thereby
reduce the frequency of visi ts to the :my regional team. Shortage
of syr inges.

X. Health Information System
Vaccination utilization data is available. No regular system
exists to report diseases; consultation registers at health centers
are record symptons but these are not systematically reported.

XI. Training
The Regional Medical Inspector was trained by PEV in a 5 day course
in 1982. 'Boro of the doctors were trained by SANRU in 1983 and
1984. In 1984 the doctors trained ,10 nurses in a one-week course
in primary health care. The nurses in turn have trained the
animateurs. One of the nurses was trained in Kasiba in primary
health care during 3 weeks. A nursing school A3 adjoins the
hospital. The zone has the Fiches 1echniques but had to photocopy
them for dis tribution. The treatment strategiesused at each heal th
center were standardized and based on the model at Kasongo.

XII. Health Education
.Adequate at health center level.

XII 1. Op era tional Res ear ch
A special study was conducted on 100 hospitalized children - 70-00%
of causes were diarrhea and a high rate of intravenous solutions
was used.
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XIV. Indicators of Use of Services
Vaccination utilization data is available.
1,128 packets of ORS mixed with 5 liters were used in 1983 during
an outbreak of cholera. CCCD strat~gies have not be uniformly
adopted, aRT strategy is to use a locally-prepared packet for
adults and sugar-salt solution for children; Darapr 1m prophylaxis
is given for malar ia preven tion 03 ,500 table ts in 1983);
recommended tree. tment for fever is 10 mg/kg for 2 days and
chemoproIilylaxis of pregnant women is not recommended. No index of
chloroquine use was available.

XV. Impact
Not available.

Problems
CCCD strategies are not applied, the zone has received supplies too
quickly with respect to its rate of expansion, high cost of having
to restock vaccines each month at PEV Bukavu, no health information
system.

Strengths - Supervision, good working relationship among the team
of physicians, training is well developed, community participation
was functioning well, autofinancing is working.
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z. S. Kasongo
C. S. Kipaka
C. S. Kasongo 3

1. Organization of Primary Health Care
Zone supported by University of Antwerp. Begain in 1972; current
population is 220,000; 16 functioning health centers which cover
69% of the zone's population. All health centers are managed by
the health zones.

II. Intersectorial Collaboration
Collaborates with the Development Committee which deals with water
sources and availablli ty of soya.

III. Community Participation
Well organized, one for each health center. They are responsible
for determining the cost of health services and the salary of
health center personnel, regular meeting are held with published
minutes.

IV. Finances
Extremely detailed system of accounting standardized at the zone
level, supervised monthly. Charge is by episode of disease and
varies by health center. Autofinanc1ng is feasible if there are
400 new cases per month, which represents a population of 8000 per
health center. All of the heal th centers were autofinanced which
included all salaries, medications payment to hospital of 3 Z per
case referred, and petrol for the refrigerator. At. the hospital
level the Belgian Cooperation provides allmedicatioDS, the
salaries of 4 expatriate physicians, 1 vehicle for supervision and
spare parts and gasoline. Average cost of medication for a health
center visit was 15-18 Z. Fach time the cost of consultation has
been raised a drop in utilization occurred so that in the last 4
years, a 20% reduction in utilizatron resul ted. Average number of
visi ts for curative services per person per year is 0.5.

V. Personnel
Well staffed at zone (6 Ibysicians) and heal th center level (5-6
persons)

VI. Structures
Adequate.

VII. &1pervision
Ideal, monthly, a full day of observation is used for training the
nurs es, all records are sys tema ti cally reviewed (management,
activities), list of problems is mintained. Regular meetings are
held by the physicians of problems and solutions at health centers
and to discuss observations made during supervisory visits.
Supervision responsibility is given to each Ihysician on the team,

he visits the same center for 1-2 years.
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VIII. Transport
Adequate, but fuel is expensive and the allotment is not always
sufficient. In 1984 this interfered wi th supervisory visi ts for
one and a half months. Each health center has 2 bicycles but no
spare parts - life expectancy of a bicycle in this zone is 6 months.

I X. Su pply, Equipment, Mi ter iel
Inadequate supply of measles vaccine in 1984 (3 lOOn ths rupture of
stock). Insufficient amount of needles and syringes for BCG. 3
refrigerators in health centers and 2 at the hospital provide good
coverage.

X. Health Information System
System is designed to gather management information at the level of
each health center. However, no epidemiologic data is routinely
gathered. A family record is kept at each health center based on a
census of the population. This is updated wi th each consultation
visit. Informtion on pr:1Jna.ry sympton is available in the health
center register and in hospital records but is not readily
available. Declaration of hospitalized cases of diseases (PEV
report form) was available in 1984. Beginning in 1984 Kasongo
completed the CCCD Health information forms for hospitalized and
a mbula tory cas es. Vaccina tion data was ava Hable for 1984.

XI. Training
The previous zonal medical officer and another physician
participated in the CCCD training course. In t...~e zone, training is
given on site, at the heal th center during supervisory visit. In
1984 a training of several days was given to all nurses regarding
health center management and treatment strategies. Fiches
techniques were available at all health ceilter. Treatment
s tr ate gies are a ppl ied s ys tema ti call y •

XII. Health Education­
Adequate.

XIII. Opera tiona1 Research
Studies were conducted on effectiveness of measles vaccination, the
appropriateness of referring cases from health center to the
hospital, the effect of costs of services 011 utilization.

XIV. Indicators of Use of Services
Coverage estimates are available for vaccination. Health centers
are 11mi ted to only 3 packe ts of ORS per mon th and sugar-sal t
solution is advocated for use at health center and hospital level.
In 1984, 3,600 packets were used in the zone. Chloroquine 25,000 ­
30,000 100mg tablets per lOOn th. 77% of chloroquine is used at the
health center level. Fstimated average of 500-600 mg of
chloroquine is prescr ibed for each episode which means
overutilization.



XV. Impact
Not available.

Problem
CCCD strategies are not uniformly applied, considerable external
aid required to finance haspi tal and supervis ion, informa tion not
available to measure impact.

Strengths
Information for management, autofinancing at health center level,
supervision, training, quality and number of personnel, operational
research •
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Kindu
C. S. Kasuku
C. S. Iumbulumbu
C. S. Mikilege

1. Or ganiza tion
Zone supported by the Belgian Cooperation
119 ,379 popula tion
7 urban health center and 1 rural health center, 2 under
construction
71,789 have access to primary health care (60% of total population)
All heal th centers are manage d by the heal th zone.

II. Intersectorial Collaboration
Unknown.

III. Community Participation
Health committees, first difficult, are now functioning well for
each health center. They decide the salaries and tarif at the
heal th center.

IV. Finances
2 physicians are paid by Cooperation Belge, 3 million Belgian
francs external aid per year.
Hospital budget is 100 ,000 Z per month distributed as follows: 10 %
operation costs, 40% for 2 IDysicians and one administrator, 40%
personnel, 10% reimbursed to health center for care given to
employees of private companies.
All but one health center are autofinanced. The health center had
difficulty obtaining enough consultations to be profitable - lack
of communi ty participation.

V. Personnel
Well staffed at zone (4 physicians) and at health centers (4-5
persons). This permits active supervision and complete record
keeping at the health center (full-time clerk).

VI. Structures
Adequate.

VII. Supervision
One visit per week for a half-day each. During 1984, 28 visits
were made to one of the He's. Nurses are trained during
supervisory visits. All the ph ysicians participa te in
supervision. Each gives 8 hours per week to zone activities ­
supervision, training.

VIII. Transport
Now adequate, 7 of 8 health centers are urban and easily
accessibl e; future health centers will be rural and more difficult

to manage.



- 95 -

IX. Supply, Equipment, Materiel
Su pplied directly by PE V/Ki ndu. Adequate.

X. Information System
For Immunizable diseases more information is collected than
demanded by PEC/CCCD - vaccination status, location of residence ­
which complicates reporting. Management information available but
not epidemiologic measures of impact or disease reduction. This
could be actively gathered from registers at the health center.
Hospitalized cases of disease are available for 1984. Sentinel
Surveillance system exists in the urban area (PEV/Kindu).

XI. Tra ining
The zonal medical officer was trained in 1983 by PEV/CCCD. li1rsing
school A2 adjoins the hospital. Health center staff are trained
during 3-4 months; the nurses are trained at the nursing school how
to run a health center. Once per week all nurses attend a training
session at the hospital. Standardized fiches techniques were
available in all HC. Treatment strategies were applied.

XII. Health Education
Posters for treating diarrheal diseases were present in health
center. Health education sessions were integrated in all
pr e-school clinics.

XIII. Operational Research
Study of reasons for using consultation services - 50% had one of
three symptons - fever, cough, abdominal pain. 75% had one of ten
symptons.

XIV. Indicators of Use of Services
Vaccination coverage data is avail~ble. In 1984 200 packets of SRO
were used. Sugar-salt solution is recommended at both hospital and
health center level. For chloroquine - 143,691 tablets (100 mg)
were used in 1984. On the average 350mg of chloroquine is used for
every consultation visit - overutilization. Strategy for malaria
exclude chemoprophylaxis of pregnant women; malaria treatment of
children is 10mg/kg per day for two days. Daraprim prophylaxis is
given in the pre-school clinic.

XV. Impact
Not available.

Problems
CCCD strategies not applied, external aid required to finance
hospital and supervision.

Strengths
Autofinancing of health centers, quality and staffing of Personnel,
supervision, training.

\\~
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PEV Bakavu

1. Responsibility of team.
The PEV team is responsible for Bukaw and for 15 zones in South
Kivu. The regional responsibilities include consolidating reports
from Kindu and Goma. The PEV team participates in a regional
development committee and in a committee to prevent malnutrition.
Good cooperation exists between PEV and the Regional Medical
Inspector.

2. Management
The team has formulated a plan of activities for 1985 which is
submitted to Kinshasa for approval. All decisions regarding
personnel are referred to Kinshasa.

3. Personnel
The PEV/Bukavu team consists of a regional statistician, secretary,
driver and sentinel. The position of team leader is vacant.

The size of the team is insufficient. If another team member was
added, they would be able to leave the office for supervision.
Salaries of team members are occasionally delayed but this has
improved with the system of selling oas and chloroquine and using
receipts to pay personnel.··

4. Supervision
Although a plan exists, visits are usually made whenever
opportunity occurs, such as a visit by UNICEF or central
PEV. Reduced staff has prevented adequate supervision.
were visi ted in 1984.

an
personnel of
Five zones

5. Training
Training courses in PE V/CCCIJ were held for nurses both in Bakavu and
in Uvira. and for Peace Corps volunteers being trained to work in
health zones. PEV team members felt inadequately trained in the
strategies for diarrheal disease control and malaria treatment.

6. Transport - Transport includes two landrovers (gasoline) only of
which works; one land-rover (diesel) and one moto. NO gasoline supply
exists so only the diesel vehicle is used.

7. Supplies and Stock
Supplies arrive on the average every three months and by the Belgian
military flights at no cost for transport. Communication and
response by Kinshasa is satisfactory but delivery depends on the
schedules of military flights. This resulted in reduced activi ties
only once during 1984.
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8. Cold Chain
The team has 3 electric refrigerators which operate well and have
sufficient capaci ty. The stock records and temperature charts were
well maintained. Ice chests, cold bo~es, and cold packs are adequate
for distribution.

9. Finances
The team has sold 10,287 packets in 8 months (7 of 15 zones
purchasing) and 7 ,000 chloroquine in 3 months. The region first used
oral rehydration during cholera epidemics, so oral rehydration is
readily accepted, but some zones manufacture their own or rely on
sugar-salt solutions. Most zones purchase chloroquine elsewhere at a
cheaper price.

10. Health Information System
The sentinel surveillance system with 6 posts operates well.
Vaccination reports by the 85 medical facili ties are sometimes
delayed but are eventually collected when the zones come to PEV to
pick up vaccine. A checklist of reports received is maintained. A
bulletin is distributed every 3 months to all health zones providing
feedback.

11. Problems
Inadequate number of team members, supervision was insut.ficient due
to lack of personnel, trans port -only one of three Iandrovers function
because no gasoline is available, expressed need for training of team
members.

Strengths
Cold chain, management of stock and supplies, quarterly bulletin
summarizing ffiV/CCCJ) data and activities.

\1/1
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PEV KINDU

1. Re s ponsibili ty of team
The team is responsible for 8 zones ~ the Maniema sub-region of Kivu
with a population of 1 million. '.!Wo zones are functioning quite
well, a third delivers vaccinations but not integrated ~imary health
care, and 2 other zones have written their plan. All reports by the
team are sent both to the Regional team in Bukavu and the central
level in Kinshasa.

2. Management
All decisions regarding personnel and finance are made by Kinshasa.
The team has the latitude to determine their activities regarding
training and supervision. The team would like authority to engage
temporary help when necessary to cover for vacations or illnesses.

3. Personnel
The team contains of one team leader, one secretary, a driver, and 2
sentinels. This size is adequate.

4. Supervision - The team visited 5 of the 8 zones in 1984. However,
most were visited in the last 3 months of the year. Inadequate
supplies of fuel-restricted planned visits of supervision. Regular
visits of supervision are made to all vaccination centers in Kindu.
The team was last visited by someone from Kinshasa in 1983.

5. Training
The team participated in 2 training courses at the zonal level for
diarrheal disease con trol.

6. Transport
The team has 1 Jeep, 1 Landrover, 2 motos and 2 bicycles. No spare
parts were available for the Jeep. Transport was considered adequate
but fuel supply was not.

7. Supplies and Stock
Adequate and well maintained records.

8. Cold Chain
Two refrigerators (petrol) and one mixed electric-petrol. Cold
boxes, ice chests, and cold packs were kept at FEV/Klndu in adequate
numbers for regular transport to all centers in Kindu. Inadequate
supply of thermometers for distribution.

9. Finances
The team sold 3,000 boxes of chloroquine and 13,000 SRO during 1984.
The system of autofinancing is working well.
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10. Health Information System
The sentinel surveillance system of five posts in Kindu works well.
All reports had been received for 1984 and the data was available.

11. Problems
Su pervision from the central level or regional level is too
infrequent, lack of fuel prevented adequate supervision, vehicle was
not sent with spare parts, only two zones served by the team have
developed primary health care.

Strengths
Management of stock, supplies, cold chain.
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REGIONS OF BAS -ZA1RE AND HAlIT-ZA1RE

The Medecin Inspecteur Regional is
responsible for the overall
coordination and supervision of all
health activi ties carried out in the
region. The Regional PEV/CCCD teams
are supposed to work in close
collabora tion wi th him.

2. INTERS EC'roR IAL CDLLABORAT ION

3. illMMUNITY PARTICIPATION

4. AUTOFlliANCING

5 • PERS ONNEL

6 • Sil PER V15 ION

7. 'IRANS roRT

8. IDGJSTIGS AND SUPPLIES

None

Community participation in planning
is lCM. Wi th the i os talla tion of
heal th commi t tees in the villages ,
this migh t increase.

Autofinancing exists in various forms
throughout the region.

Seems to be adequate; but there is
need further the use of village
heal th workers.

Supervision of rev activities is
linked to the problem of
transportation + funds. Both in the
context of lEV itself and t.'1e
Regional ~dical Inspector's level.
In short it is deficinet.

PEV /Regional (Cen tral) should
pay/arrange delivery non-expendable
items to other echelons, when where
necessary.

Other: rEV/Regional could serve as
depot for (cheaper) bulk pur chases of
fuel, s pare par ts, cen ttal re p:l ir
faclli ty (eg. fr i80 's), provide
temporary replacements (eg. frigo's)
and serve generally as intermediary
w/garages etc •••

This level was well-supplied and able
to provide sub-ordinate units a
dependable source of CCeD vaccines,
aRT packages and of chloroquine. In
fact, the very assurance of regular

availabili ty enables lower procure
smallest quanti ties, of vaccine at a
time and echelons to buy smaller



REillMMENDATION

9. INFORM AT ION S Y; TEM

10. 'IRAINING

quantities, of ORT sachets and of
chloroquine with less drain on
operating funds and reduced hazards
of spoilage; expecially in the case
of vaccines. While mv chloroquine
prices appear to be more expens ive
than alternate procurement channels,
lower echelons are willing to· pay the
difference for the sake of the
convenience of having steady and
immediate access to supplies in
quantities reflecting near-time
needs. The situation regarding big
ticket (vehicles, fr igos), hard ware
and training supplies is less
satisfactory, essentially due to the
cost of transportation. The lack of
ffiV HQ funds shifts this expense to
the benefiting level which is
frequently unable to defray the
transportation costs. In fact, some
have difficult to even marshall the
··seed" money for the ini tial pur chase
of ORT packages and cT~c~cquine.

1. If necessary, CP funds be used for
the transportation cost of supplying
mv echelons wi til larger items.
These are note recument costs but
I-shot inputs.

2. Consider an arrangement under which
FEV Regional levels can extend
ini tial credits for the pur chase of
ORT packages and chloroquine by
installations wi thout start -up funds.

Weak surveillance systems are often
internally inconsistent and reporting
is often not timely. Reporting
fourniture should be reviewed at
Inspect. Med. level for integration
with other (sub) regional health
reporting requirements.

Training was perceived as meak. This
clearly represents a major constraint
towards achievement of mv/ccm
objectives. The lacuna range from a
lack of funds to the absence of
materials and more important to a
lack of trainers and to a systematic

approach to this project component.
These deficiencies must be addressed
urgently.
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RECDMMENDATIONS

11. HEALTH EDUCATION
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The entire regional functions require
review and reorgan:f.sation. The
following recommendations include
facets to be considered.

1. MD's training requires a "prestige"
trainer, not a RN. MOts should not
receive their training/
familiarization toge ther wi th
lower-level professionnels (eg. joint
4 day courses).

2. Training ,once accomplished, of
subordinate echelons requires
follow-up, monitoring, correction,
up-grading etc... The feasibility of
adding a circuit riding trainer at
Reg /Sub-regional levels should be
closely examined including the
utilization of qualified Peace Corps
Volunteers .

3. PEV /Kinshasa needs to step up the
distribution of training materials
and be responsive to field requests.

4. Clarification is needed re '",ho pays
what in the context of training costs.

1) Integrate .reV/CeCD training into
community health activities.

2) rev /Regional to provide lectures +
lecturing ~ter1als.

3) Review possiblli ty of entrancing
community/village health workers'
status by providing them some
drugs (e.g. chloroquine/aspirin)
for distribution/sale.

This element requires considerable
strengthening. We saw few
indications of a systematic approach
to the integration of rev/CCeD
training into general communi ty
health activi ties (to the extent of
the1r exis tence) •
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12. UTll..lZATION The number of vaccinations done in
1984 is as follows:

BeG'
D Tel
D T C 2
RaUGEDLE
roLla 1
roLIO 3
A. T. 1
A. T. 2

HAur~AlRE

49.518
59.489
.30.544
29 .030
57 .894
27 .712
44. 216
36.551

BA'3 -ZAlRE
58.910
47.264
40 .754
62.745
46.380
39.971
22.007
33. 334

13. aPFRATIONAL RESElRCH SUR VEYS

REillMMENDATIDN

No indication of activi ties found.

CD C s unique competency in this area
should be more exploi ted, eg. by
requesting short term assistance for
specific activi ties under this
heading.
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REGIONS OF BAS-ZA1RE AND HAUT-lAJRE

Health Zone and Health Center levels

1. ORGANIZATION

2. INTERSECTORAL CDLLABORATION

3. aJl1iUNITY PARTICIPATION

4. FINANCE

Services in the zones were commonly
delivered at a "H?lpital de R€ference"
in rural areas and at a
"Polyclinique" in urban. The heal th
posts were the most rudimentary
delivery points. Supervision was
provided at the posts wi th wide
variation on method and frequency.
PEV/ccm impact appeared wi th on
supporting supervision. Curative
services still seem to overshadow
preventive in most places. Village
health workers were not common (2
centers has 0 and few had plans to
use or train any). This 1 eaves
zones, HC's wi thout a systematic
means of outreach to deal wi th
epidemics, preventive medicine and
hygience efforts, communi ty water
supply and sanitation. These health
workers are now usually poly thus t..~e

question arises as to rev role i.e.,
primary? or supportive to organizers
of R HZ in developing VHN.

None.

Appears to be low.

Autofinancing was reported by all
zones and health centers. Reports of
income ranged from 120,000 to 800,000
Z's per year. One center had a
surplus of $1000 for 1984. Money was
collected and accounted for in
various ways. The most common method
was a (tariff) for each episode of
illness, including me dicines or
laboratory. Unique "carte d 'advance"
system and several "cotisation"
schemes were reportedly successful.
People were willing to pay for
vaccinations, proIhylaxie
chloroquine. Recovery of cost for
all medications, some salaries,
carburant and training was common.



RE ffiMMENDAT IONS

5. PERSONAL

6. SU PER VlS ION

7. 'IRANS IDR T

8 . 1.0 GIS TI CS AND SUPPLY

RE ffiMM ENDAT ION

ALTERNATE SOURCES

REffiMM ENDAT ION

-1~

1. This important issue should be the
subject of an Operational Research
study. The basic methods used
should be deseri bed and shared
wi th all zones as soon as possible.

2. PEv/ccm should prepare some
standards for financial management
for the zones and HC's which guard
against theft and corruption.

There is a need for having more
village health workers.

The supply of vaccines, SRO packets,
and chloroquine was found to be well
done. Supplies are now stable and
consistent. No program of CCCD had
to be interrupted because of a
breakdown in the provision of the
above. Fur thermore, many zones were
taking advantage of 1) lower price,
2) regular supply, 3) used local
currency no foreign ex~~ange, 4)
s1Ml1er stock on hand. EqUipment is
not being delivered to the zones or
health centers by CCCD due to
requirement for zone level financing
of trans porta tion costs. This was
reported last year by Mackinen and
Foster (Mar' 84) •

Use of ccm Pro ject funds on
AlD-PL400 cotmterpart ftmds for
transport of equipment to zones.

Several zones currently pur chasing
from Europe and elsewher.e indicated
an interes t in pur chasing from IE V.
Several also receive drugs from
UNI CEF and FUME 'IRQ.

Promote purchases from fEV more
aggr ess i vel y •
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RE CDMMENDAT ION

10. 'IRAINING

RECDMMENDAT IONS

11. HEALTH EDUCATION

No surveillance systems were noted.
Several zones and sub regional
offices collected
health-epidemiologic utilization,
coverage and other data. There were
vast differences in interpretation of
the mv reporting requirements and
little consistency of differentiating
formulas for calculation. No one
reported ffiV suppor t in this area.

Develop a 1IIOdel reporting system and
make regional bureaus responsible for
implementation support and completion
of data from health zone reporting
systems •

The training of ~decin Chef de Zone
was found to be very useful. There
is still a large unmet need for
training and continuing educa tion of

MCl 's. A few MCZ 's have not had ffiV
training. Very few MCl 's have
implemented training of nurses and
village health workers. Some nurses
training was being done by the
regional IE V. The Train1;ng Fiche
Techniques were not generally
available in the region or the zone.
The adequacy of the training for
supervisory HCRN's and MD's and ACV's
must be questioned if their
compliance wi th EEV recommendations
are a reflection of the success of
the training. It is noted that
nei ther the lEV or MCl have been
trained in teaching me tholds •

1. More training of MCZ and infirmier to
regional level and include
1) didactic re: CCCD diseases
2) Clinical - OR T
3) Teaching Methodology
4) Health education - preventive

2. Other consultant to deal wi th
teaching and training methodology.

There was l1mi ted evidence of
CCCD /PEV generated health education.
A few AEGICHE were noted, as well as
two '"boite d 'images". Worse, what
was provided. focused making solutions

on treatment of existing
diarrhea-dehydration and there was
nothing on causes and prevention of
diarrhea diseases.



RE mMMENDAT IONS

12. SUR VE YS AND 0 PERAT IONAL
RS PARCH

RECOMMENDATIONS

-~-

1. Attempt to action on health education
plan and strategy, recommended by
CCQ) Health education consultant.

2. Prevention of D. D. - H. Ed. material.

No informa. tion on surveys or
operation research was obtained. The
group recommends the following
potential operation research topics
for study.

1. Auto -financing of EEV interventions.
2. Factors in decreasing use of IV

fluids when SRO is appropriate and
available.

3. Home use of S. S. s.



1. OR CAN 12 AT ION

ZONE OF WKULA

The zone has a reference hospital and
14 health centers and posts with 6 of
them operational. It is not clear
how v~ccines are distributed.

2. INTERSECTORAL mLLABORATION

3. COMMUNITY PAR TIClPATION

4. FINANCE

5. PERSONAL

6. SUPER VIS JON

7. 'lRANS roRT

8. MATER IALS AND EOJ lIM ENT
I

9. INFORM AT ION S 'lS TEM

10 . 'lRAINING

11. HEALTH EDUCATION

12. UTILlZAT ION

None.

Community not involved in planning.

The centers collect fees for services
and drugs and report these monthly to
the MCZ, SRO sells for 4 Z,
Chloroquine 0,50 Z; vaccination cards
10 Z. The zone collected 120.000 Z
in 1984 which paid for drugs,
personal, kerosene for
refrigerators. The hospital loaned
money for buying the first supply of
medicine for the heal th centers.

Appears adequate.

Supervision is virtually non-existent
due to lack of trans port.

No trans port ava liable.

Vaccines, SRO, Chloroquine and
vaccine carriers are available. The
distribution system for these items
is not clear.

Only one center sends reports
regularly to the zone. Reports from
other centers are expected for
January 1985 since lEV began in
1984. No morbidi ty or mortali ty data
were available.

The MCZ was trained in August 1984.
The nurses were tra ined by PEV.

Some heal th e duca tion is done no t
di f f icult to get re1 iable information •

It is estimated that 40% of the
population has access to
immunization, 70% have access to OR T
and antimalarial therapy. Vaccine
coverage in the cl ty of Iukula ranged

from 11% for measles to 47% for DPT.

p'\\'J
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ZONE OF YAKUSU

1. ORGANlZATION

2. INTERS ECTORAL mu.ABORAT ION

3. mMMUNITY PAR TICIPATION

4. FINANCE

5. PERSONAL

6 • SU PER VlS ION

7. 'IRANS !DRT

8. MATERIAlS AND E<P IEMENT

9. INFORMATION S)S TEM

10. 'lRAINING

11. HEALTH EDUCATION

12. UTILIZATION

13. SUR. VEl'S AND 0 PERAT roNAL
RFS FAR<H

The limits of the zone have not yet
been defined. It pursues
immun1~ation by the use of mobile
teams.

None.

Health committees exist.

It has a good system of autofinancing
curative and preventive services.
The model is war thy of fur ther study
and perhaps replication. The system
features the use of a "carte
d 'adh~rance", a sliding fee schedule.
and a record keeping cross-check for
providers, supervis ion and heal th
commi t tees.

Appears adequate, their knowledge of
PEV/CCCD could not be assessed.

Seems to be done to some extent. How
satisfactory it is could net be
assessed.

Transport exists and seems to be
adequate for activities carried out.

Vaccines, ORS and Chloroquine are
obta~ned from PEv/CCCD.

It is deficient and defective. SANRU
or PE V should provide assistance for
this activi ty.

Mel has not been trained and does not
seem to be interested in PEV/CCCD
training.

: Is not done.

No estimate is available.

Not done.



ANNEXE II.E

IN'lRODUCTION

RAPIDRT D' EVALUATION DE LA

REGION DE BANDUNDU

Ia R€glon de Bandundu (4.000.000
bab.) .comprend deux §quipes PEV/CCCD
insta11€es respectivement dans 1a
ville de Bandundu et dans celle de
Kikwi t. l' €quipe d' evaluation a
visit~ l'€quipe r€gionale install€e a
Bandundu.

38 Zones de Sant€ ont €t~ recemment
dflimit€es. 18 parmi elles sont
estim€es fonctionnelles, dont 6
situ€es dans 1 'a ire de 1 'equipe de
Bandundu.

lans 1 'ensemble, les soins de sante
sont ga-€s par les missionnaires et
l' Etatj une seule zone de santl!
appartient a une soci€te.

L'€quipe d'svaluation a Vi5it~ lea
lieux et rencontr~ les personnes
ci-aIres:

BANDUNDU

1. Dr EKWA~ALA MOSIANA, Medecin
Inspecteur

2. Citoyen BWANAMOOQ), Superviseur
R€gional EEV

3. Dr BODlR T, M€decin Chef de ZSU de
Bandundu

4. Ci toyenne ABULEB E, T1tula ire de CS
Uiam -Salaminta

BOKORO

5. IX. MB I, Medecin affect€ a
l' H~pital de Bokoro et remplal;ant
Ie M€decin Chef de Zone absent j

6. Ci toyen KABONDO MaE J, lnf irmi er
titulaire du e.S. Kempaj

7. Citoyen loDMBlE IYENDA, lnfirmier
ti tulaire du C. S. de Nsanga-Nsangaj

8. Ci toyen , GJuverneur de
la Region de Bandundu
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Comme dit plus haut, certaines
composantes des SSP ont ~t~ int~gr~s

dans les dispensaires et Centres de
Sant~, d'Etat ou des Missions, de 18
Zones de Sant~ sur 38 qui existent
dans 1'a r ~gion.

Les activit~s qui ont ~t~ int~gr~es

sont les suivantes: les CFS, CPN,
IMD, PALU, EFS et N.D. Elles sont
sous le contrBle direct des medecins
chefs des zones, celles-ci etant des
entites juridiques competentes.

mUABORATION INTERSECTORIELLE ELle existe, notamment au niveau
r~gional avec le Service de
l' Pnvironnement et de l' liydraulique
rural, mais a besoin d' ~ tre promue
aux autres niveaux, c 'est -a-dire les
Zones et les Centres de Sante.

LA PARTICIPATION DE LA illMMUNAUTE: Ia population participe reellement
aux activit~s PEV-CCCD, et pour
cause, l'equipe a not~ 1 'existence
d'un comit~ de sant€ dans tous les
Centres de Sant~ visites. Bien plus,
elle contribue <l 1 'autofinancement' de
divers services offerts aux Centres
de Sant€.

US FINANCES Le systeme d 'autofinancement a et~

compris et accept€ par la population
et permet aux differentes structures
de bien fonctionner. Cependant,
1 'equipe ffiV-eCCD est dotee d 'un
budget insuffisant, ce qui r€duit le
nombre annuel de supervisions <l cause
du manque de carburant et vu les
grandes etendues qu' il y a ~

parcourir. De plus, elle ne peut
assurer 1 'extension des activit€s ~

d 'autres Zones et Centres de Sant ~
par manque d 'un fonds de depart.

LE PERSONNEL Au niveau r~gional, L'equipe ffiv-ccm
souhaiterait avoir deux chefs
d 'equipe sous-regionaux, un pour
Bandundu et un autre pour Kikwi t, en
vue de remplacer ceux qui ont €t~

licencies. Au niveau des Cen tres de
Sante vi sites , deux ont accus~ une
carence en personnel. Un infirmier

titulaire d 'un centre devait vaguer
aux activites d'un travailleur avant
de se met tre a ses propres taches.
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Noua pouvona les resumer dans
l'organigramme suivant:

Elle eat effectuee ~ tous les
niveaux. Au niveau regional, le
medecin inspecteur effectue des
tournees de supervision en compagnie
du superviseur regional de l'equipe
PE V-CC CD. Au niveau des Zones, les
medecins chefs de Zone font la
supervision une fois par mois, et au
niveau des Centres de Sante, des
vi si tes se font dans la mes ure du
possible dans lea Collectivites.
L'equipe regionale du fEV-CCCD
souhaiterait qu'il ai tune formation
des medecins sous-regionaux et des
infirmiers superviseura au niveau des
Zones de Sant~ en vue de lea faire
participer dans lea activit€s de
supervision surtout lorsque leurs
chefs hierar chiques ne sont pas
IX"esents •

Les moyens de transport existent,
mail il y a un manque chroni que de

carburant.
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D'une fa~on g~€rale, l'€quipe
d '~valuation n 'a pas constat€ de gros
problemes, n€anmoins certains Centres
de Sant~ exhibaient de tres faibles
quantites de materiels de
vaccination, tel que les seringues et
les aiguilles.

D~claration de routine: l'equipe
re~oit la totalit~ des rapports
(100%) •

- D~claration des postes
sentinelles: si nous considerons
la date du debut de 1 'integration
des activites CCCD, c 'est -a-d:ire
depuis 6 mois, la declaration est
optimale (100%).
Fnq~te speciales: aucune.

Au niveau regional, une conf~rence

sur la promotion des Soins de Sant~

Prima ires regroupant une cinquantaine
de medecins s'est tenue ~ Bandundu du
22 au 25 octobre 1984. I.e Medecin
Chef de Zone de Bandundu a dispense
un enseignement en cours d'emploi a
25 participants, infirmieres A3
depuis Ie dabut de 1 'integration des
activit€s. II a ~galement pu assurer
jusqu'en jgnvier 1985, la formation
de 6 infirmieres accoucheuses de
niveau A3.

De fat;on g€n€rale, Ie mat eriel
d'Etlucation Sanitaire fait
completement d€faut. Neamoins, de
timides s€ances d' Fducation Sa nita :ire
ont lieu lors des EM 1.

Aucune.

INDICES D'UTILlSATION DES SERVICES:
A) Couverture P. E. V.*~

• Zone de Bandundu

AllTIGENE

B.C.C.
D.LC. 1
D.LC. 3
IOLE 1
IOLIO 3

Y.A.R.

4.5.1984

67
49
35
49
40
40



Vaccins distribu€s par 1 '€quipe IEv/ccm - Bandundu en 1984

ANTIGENE

B. C. G.
D. T. C.
roLIO
ROUGEOIE
v. A. T.

DOS ES REm ES

50 .000
50.000
50 .000
40.000
50 .000

DOS F.S DIS 'IR 18 UEES

42.580
41.640
42.020
32.110
41.840.

REMlR<:;UE

B) SRO et Chloroquine en 1984

RECUS DIS 'IR 1B UES
- Sachets S.R.O. 28 .000 16 .130
- Canpr lmM chloroquine 199.650 14.000

Concernant 1 'impact du programme
CCCD, nous pensons qu'i1 faudra
attendre quelques annees encore afin
de voir Ie rayonnement des resu1tats
des activites sur 1a sant~ globa1e du
peup~e Zai."rois.



ANNEXE II.F
RAPR:lRT D' EVALUATION DE LA REGION DU SHABA

Principales observations et recommendations

1. L'avancement des activit~s de vaccination dans Ie rayon d'action du
PEV/CCCD-lubumbashi est montr~ dans Ie tableaux X repris en annexe.
Le progres r~alis~ est relatif au nombre de vaccinations effectu~es,

au taux d'achevement des vaccinations DTC et VAP et a la proportion
des enfants vaccin~s avant leur premiere ann~e. Quant aux activites
LMD, elles s'~tendent progessivement dans les formations medicales
qui ont dej~ introduit les vaccinations (90): actuellement 39 parmi
elles s 'a pprovisionnent en sachets SRO aupr es de cette equipe.

2. Les responsables des grandes societ~s d' Etat v1sit~es au Sud -Shaba
ainsi que ceux de Plniatr ie Sociale de la Faculte de M~decine de
lubumbashi, paraissent motives quant ~ 1 'integration des activites de
m~ecine pr~entive et promotionnelle (en particulier les activit~

de prograume ccm). Us reconnaissent en ce qui concerne les
activites CCCD, "L'autorite technique" du P. Eo V.

3. Recycler davantage des medecins dans la region du Shaba, sans
n~gliger ceux des societ~ impor tantes comme la GECM lNES, la SN CZ ,
la SOD.lMIZA et 1a C1inique .Univeraitaire. En particulier Ie ~1€d.:cin

Responsable de la CEFS A, Ie M~decin Superviseur du Centre de Sante
Ruashi.

4. Ie M~decin Inspecteur R~gional ne joue pas son role en tant
qu'autorite sanitaire regionale. Surtout dans Ie sens d'orienter lee
diff&ents intervenants dans 1 'application de la nouvelle politique
zatroise en matiere de sant~. Le Comite r~gional de sante Mis en
place 1 'an dernier ne se r~nit plus depuis plusieurs mois.

5. L'~quipe regionale PEV /CCm-lubumbasM, compos~e d 'un personnel
motiv~ et dynamique, ne reeoit pas tour les appuis n~cessaires de la
direction PEv/ccm, notamment en ce qui concerne l'approvisionnement
en carburant et la disponibilite·de fonds pour lui permettre
d 'assurer des toum~es de prospection, de supervision des activites
et de formation du personnel. Ce dynamisme etait montre par Ie plan
d 'action pour 1 'annee 1985, formule par 1 'equipe independamment de la
direction centrale.

6. Peut~tre il serait mieux que la direction centrale approvisionne
1 'equipe PEV/CCm-Iubumbashi en carburant durant la saison des pluies
pour qu'il n 'y ait pas de rupture de. stock en saison seche.

7. L'equipe PEV/CCCD ne semble pas bien assurer la diffusion des
informations techniques relatives au projet, notamment aupres des
grandes soci~tes et de l' Universit€.

8. II a €t:e remarque que la participation de la population sur Ie
financement des activites de vaccination et IRO (par l'achat
respectivement des cartes de vaccination et de sachets SRO) est

gtfu~ralement repandue et bien accept~e.

\~
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9. Ie Service ~diauie Sociale de la facult~ de Medecine de
L'Universit~ de Lubumbashi est bien avanc6e dans la conception et la
r~alisation des messages educationnels relatifs au CeOD. Ces
messages sont diffus~s sous diverses formes, notamment par de petites
scenettes (avec troupes th~atrales professionnelles), et des chansons.

10. I.e projet PE VIcCO) doi t entreprendre l:es d€marches nec essaires pour
assurer 1 'enregistrement des chansons educatives et des scenettes
mises au point ~ Lubumbashi en vue de leur diffusion ~ une plus large
~chelle.

11. Le projet doit ~galement assurer un appui technique et logistique au
Centre hospitalier de Rwashi pour y d~velopper v~itablement une Zone
de Sa.nt~.

TEXT

INTRODUCTION Ia Region du Shaba compte 3 ~quipes

IEV/CClD basees ~ Iubumbashi, Kalemie
et Kamina. L'equipe d'€valuation a
visit~ seulement l'equipe
EEV/CC CD-Iubumbas hi , les deux autres
etant d 'acces difficile ~ part ir de
Iubumbashi •

rev /Iubumbashi a la charge de 3
sous-r~ions administratives urbaines
(Iubumbashi, Kolwezi et Ukasi) et 2
sous-r~ions administratives rurales
(lualaba et Haut-Shaba). Lans cer 5
sous-r~ions administratives, une
seule zone de sant~ est fonctionnelle
et est situee ~ une journee de route
de Iubumbashi. Notons que PEV /Kamina
supervise la sous-region du
Haut-Iomami ou ex:iste une zone de
sant~ fonctionnelle distante de 3
jours de voyage de Iubumbashi et
FEY /Kalemie les sous-regions de
Tanganika avec 2 zones de sante
fonctionnelles distantes de 2 jours
de voyage.

L'equipe d'evaluation a eu ~ visiter
les lieux et rencontrer les
personnalites cl-a}X'es mentionnees:

1. Inspection Regionale de la Sante

Dr LYAGABO, Medecln Inspecteur
Regional
Mr BARKER BRAD, Superviseur Aijoint

PEV I cc ill -Shaba
- Citoyen BU~A MUSUAMBA, Chef

d'Equlpe IEV/CCCD-Shaba
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2. D1spensa ire de KATUBA

- C1toyen KANYlMBO, lltul.a1re de
Dis pensa ire

3. HClp1tal SENIlJE (GEC§iJNES)

DrMBUYU

4. Clinique Un1vers1ta1re de
Iubumbash1

- Professeur TALL~D

5. Centre de Sant~ de Rwashi
(Universit~ de L'bshi)

Dr 'lSHIULA
Dr LUBUYA

6. Centre de Sant~ de MUSOSHI
(SOD lM lZA)

Dr NMEZI, Medecin Directeur

7. Centre de Sant~ de Masaidiano

Sr M.t1RIE RAPHAEL, 'I1tulaire de
Dis pensa ire
Sr MUILA ILUNGA

8. Clin1que SN Cl

Dr. N.DIDKO, Directeur Medical
Dr ALLECR E, Chef de EMI

- Cit

9. Centre Nutr1t1onnel de RWA'>HI

Per-e BERNARD ANDRE
- C1toyenne

les grands 1ntervenants dans le
systeme des soins de sant~ dans le
sud du Shaba sont constitu€s par les
importantes soci€t€s d' Etat, .! savoir
la GEClMINES, la SN Cl, la SOD lM lZA.
Eh outre, 1a facult~ de Medecine de
l'Un1versit~ de Iubumbashi joue un
~le non-n~gligeab1e dans
1 'application du concept des soins de
sant~ pt"imaires. 11 en est de meme

des mis sionna ires • les formations
m€dicales et atiques ont un ~le

minime.

\~



GEClMINES
CPS
cm
N D +
P E V +
L M D +
PALU
Curatif. +
Ea. Sanit.

SNCZ
+
+
+
+

+
+

L'lnt~gration des activites SSP
aupres des differents lntervenants se
presente de la man! ere suivante:

SOD lM IZA MISS IONAlR ES UNlVERSITE ETAT
+ + + +
+ + +

+
+ + + +

+ +

+ + + +-+ +

Au Shaba, l'application de la
s trat egie des SS P bas ee surles zones
de sante n 'est pas encore realisee.
I.a region n 'est pas encore
d€limitee. One proposition de
delimitation soumise au Departement
de la Sante par Ie Medecin Inspecteur
Regional a ete rejetee parce qu' elle
a ete faite sans tenir compte des
normes etablies par Ie
Departement.C'est ce qui explique les
contraintes ~ l' expansion des
activites CCeD dans la region.

Les differents intervenants n'ont pas
encore integre toutes les composantes
dans la mesure oil ils n 'ont pas ete
interesses ~ assurer les strategies
des SSP telles que mlses au point par
Ie D~partement de la Sante. II
semble que la politique nationale n'a
pas cla irement d efini Ie tine des
prives et des societes dans
1 'organisation des zones de sante.
Pour les composantes dejil integrees,
les differents responsables
rencontres mentionnent 1 'effort
deploye par le f?EV/CC(J) Regional pour
leur implantation (surtout pour les
CPN, CFS, lEV, IMD, ••• ).

ffiLLABORATION INTERSECIDRIELLE

LA PARTICIPATION ffiMMUNAUTAIRE

Elle n' existe pratiquement pas.

D'une facon g~eralet la population
participe avec enthousiasme aux
activities mv/ccCD, contribue m~me iI
1 'autofinancement des services en
payant les cartes de consultation de

nourrissons, les vaccinations par
endroit, et les sachets de SRO.
Cependant, 1 'equipe d 'evaluation n 'a
pas pris connaissance de la creation
eventuelle d 'un comite de sante.



FINANCES

LE PERSCNNEL.

SU PeRV1S ION

'IRANS IDRT

L'equipe IEV /ccrn est dotee d 'un
budget insuffisant, ce qui ne lui
permet pas d'assurer la prospection
et 1a supervision dans son rayon
d'action, notamment ~ cause du manque
de car.burant.

Pour ce qui est de societes, lea
differentes composantes des SS P, de
m~e que leur supervision, sont -
fortement subventionnees par elles.
m~e pour le carburant. le aysteme
d 'autofinancement a et~ compris et
ap!X'ecie par les missionnaires,
contrairement aux societes qui
donnent presque tout gratuitement.
le seul centre de I' frat que 1 'equipe
a pu visiter n'avait plus de recettes
pour assurer son reapprovisionnement
en SRO, alors qu'on avait vendu des
sachets offerts par Ie EE V•

.Au niveau regional, 1 'equipe EEV/CCrn
souhaite avoir un 2~e secretaire,
car celui qui est en place est
debord~ par Ie travail des
statistiques et rapports mensuels
exiges par la Direction Centrale.
Probablement son besoin se ferait
moins se nt ir, si l'on parvenai t a
modifier quelques €l.ements dudit
rapport. rans les societes, Ie
probleme de personnel ne se pose pas,
il y a m~me plethore de personnel.
hJ niveau des dispensaires d' Etat et
des m!ssionnaires, Ie personnel est
plethorique, mais Ie D€partement de
la Sante n 'a pas encore pu nommer un
medecine chef de zone pour Ie suivi
de leurs act ivit es •

Ia supervision est partiellement
assur~ par 1 'equipe PEV/CCCD; les
contraintes sont enuma-ees plus
haute Notons qu'il y a une carence
quasi -totale de supervision aux
autres niveaux de systeme de sant~, a
savoir Ie Medecin Inspecteur et Ie
Medecin Chef de Zone.

les moyens de transport sont
pr&ent s, mais il manque de

carburant. Peut-~tre serait -il mieux
que Ie niveau cen tral les
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approvisionne suffisamment durant la
saison des pluies pour qu'il n'y ait
pas de rupture de stock en saison
s eche, ce qui serai t J;L'ejudiciable
aux visites de supervision.

11 ne se pose aucun probleme.

Declaration de routine: l'~uipe

re;;oi t presque la totalite des
rapports (97 %).
Declaration des postes
sentinelles: elle se fait 4 la
grande satisfaction de l'equipe
(l00 %).
Fnq~tes speciales: aucune.

Fn 1984, l'equipe f£V/CCm a effectu~

les activit~ de formation suivantes:

S /Region Nbre Personnel l£V IMD
illbumbash1 12 x x
llkasi 0
Kolwezi 29 x x
lualaba 0
Haut-5haba 0
Tanganika 1 x x
Rep.o Centrafr icaine 1 x x

TOT A L 43

60 etudiants en education sanitaire a l'€cole PEV/CCCD
60 etudiants en IMD a Iuobumbashi (semina ire) •

EDUCATION SANITAIR E

RECHERCHE 0 PERAT IONNELLE

Quelques intervenants sont bien
avances dans la conception et la
realisation des messages
educationnels, notamment le service
de B!diatrie sociale de la faculte de
Medecine de l' Universite de
Iubumbashi pourles petites
scenetttes theatrales, les affiches,
et les chants: et le Centre
Nutritionnel de Rwashi et la Clinique
SNCZ pour les chants.

Aucune.
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INDlCE D' UTILISATION DES smVICES: A) Couverture P. Eo V.

Cooverture atteinte en % a:

L'shi en: Likasi en: Kolwe zi en:

Antigenes 7/83 6/84 8/81 11/83 7/82 11/83
V A R 71 64 74 23 74 13
B C G 89 92 87 67 34 51
DTC 1 86 78 44 41 47 20

2 79 73 37 33 44 12
3 69 64 26 24 41 8

YAP 1 86 78 44 42 47 19
2 78 73 36 33 44 11
3 69 64 27 24 41 8

ECV* 58 56 20 12 10 6

Vaccine distribu€s par 1'€quipe PEV/CCCD-Lubumbashi en 1984

Antigene

BCG
VAT
DTC
YAP

1):) ses r~ ues

130 .000
100.000
135.000
135.000

1):)ses disbriw~es

113. 250
102.620
152.020
158.020

B) SRO et Chloroquine

En 1984 SRO (sachets) 51.139 re~ us; 41.215 distriw~s

Chloroquine
(c OOlpr im~ ) 100.000 re~ us; 6.000 distriw~

* ECV - Ehfants completement vaccin€s
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ANNEX 1

Vacclnations pratiqu€s en 1984 par dose et par Zones

IAntigene I Age/fuse 1 Iubumbashi Recyclees l'bn recyclees I lotaux
1 I 1 I
I I I I
I B. I 0-11 mols 119.644 ( 66%) 100113 ( 68%) 20.702 ( 69%) I 50.459 ( 68%)
I C. I 1-14 ans I 9.979 4.738 9.322 I 24.039
I G. 1 Total 129.623 14.851 30.024 I 74. 4913
I I I I
I I 1 I
1 v. 1 9-11 mois 113.255 (86%) 6.682 (57%) 12.067 (52%) I 32.044 ( 63%)
I A. 112-24 mois 1 2.026 4.575 8.074 I 14.857, R. I 24 et plus I 205 366 3. 205 I 3.776
I I Total /15.486 11.805 I 23. 346 I 50.637
I I I I I I
I 1 I 1 1 I
I D. I Ie dose 119.378 13.003 I 21.913 I 54. 294 I
I T. I 2e dose 116.444 8.744 I 16.917 I 42.105 I
I c. I .3e dose 114. 264 3.18 2 1 12.671 I 30 .117 I
I I Total 150.086 24.929 1 51.501 1126.516 I
I I T. A- t 74% 24% I . 58% I 55%I I I I

I I 1 .I I
I I I I 1
I p I Ie dose 119.140 11.072 I 21.159 I 51.371
I 0 I 2e dose 115 .941 8.718 I 16.545 I 41.204
I L I 3e dose 113.948 2.682 I 11 .982 I 28.612
I I I Total I 49.029 22.472 I 49.686 1121.187
I a I T. A- I 73% 24% I 57% I 56%
I ! I I I
I I I I I
1 v. 1 Ie dose 118.987 5.665 I 1J .991 I 42.643
I A. \ 2e dose 112. 348 3.889 I 10.430 I 26.667
I T. 1 Total 131. 335 9.554 I 28.421 I 69.310
I I I I I

(1) T. A. = taux achevement
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ANNEX 2

lab1eau compratif des vaccinations fai tes en 1983 et 1984

IAntigene !Group d 'age/l 1983 1984 Variation I
I I doses I Nombre I % I
I I I I I
I B. I 0-11 mois I . 33.134 50.459 + 17.325 I + 52 I
I c. I 1-14 ans I 25.178 24.039 - 1.139 I 4 I
I G. I Total I 58.312 74. 498 + 16.186 I + 28 I
I I I I
I I I I
I v. I (}-ll mois I 23.111 32.004 + 8.893 +38 I
1 A. 112-24 mois I 12.590 14.857 + 2. 26 7 + 18 I
I R. 124 et plus I 5.474 4.776 - 1.698 - 31 I
I I Total I 41.175 50.637 + 9.462 + 23 I
I I I I, I I I
I D. I 1e dose I 35.968 54.294 + 18.326 + 51 I
I T. I 2~ dose I 25.741 42.105 + 16.364 + 64 I
1 c. I ~ dose I 21. 233 30 .117 + 8.884 + 42 J

I I Total I 82.943 126.516 + 43.574 + 53 I
i I I I i
1 I I I I
I v. I 1e dose I 32.676 51.371 I + 18 .695 + 57 I
I A. I 2E! dose I 24.595 41.204 I + 16.609 + 68 I
I P. I ~ dose I 21. 282 28 .612 I + 7.330 + 35 I
I I Total I 78.553 121.187 I + 42.634 + 54 II

I I I I
I I I I

v. I 1e dose I 15 .627 42.627 1 + 27 .016 +173 I
A- I 2e dose I 13.834 26.667 I + 12.833 + 93 I
T. I Total I 29.461 69.310 I + 39.849 +135 I

I I I I
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ANNEXE II.G

RAPPORT D'EVAWATION DE LA REGION DU KASAl ORIENTAL

RE C()M,'1ENDAT IONS:

1. According to the currents tructure o.f the project, the regional PE V/CCCJ)
teams link the vertical and horizontal aspects of the project. This
regional linkage is critical. In order for the PEV/CCCD project to meet
its objectives. It needs to be the strongest part of the FEV/CCCD
or gpn iza tion.

We feel that this linkage is very weak in the Kasai Oriental region. We
believe it is one of the factors inhibi ting FEV/CCCD opera tions in the
re~don .

To strengthen this regional PE V/CCCD linkage we recommend that:

1) PEV/CCCD define fully and clearly the ftmction of the regional team.
2) FEV/CCCD insure that regional personnel have adequate training and

senior ity to implement the ftmctions as defined.

2. Regional teams are required to submit a work plan to the central office
a t the end of each year to budget and plan their next year's opera tions.

These plans should be reviewed and approved viith or without amendments,
and resources need to be made available for their implementation.
Provision should be made for regional personnel to spend at least 15
days per month in the field.

Criteria to prepare work plans by the regional teams need to be
developed •

.1. Considering the financial constraint faced by many heal th zones,
PEV/CCCD should insure in-country transportation costs of all materials
to the clos es t regional de po t in the region.

4. An expansion program should be developed in each region. Priority
should be given to zones with PHC activities in place.

5. More trainL'rlg should be given in the technical aspects of ORT and
malar:La prophilaxis and treatment. Tra:1ning is also needed for ~decin

Chef de Zones in areas of program planning, and financial and cOffillX)di ty
man age men t •

,
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6. Follow-up visits from central level personnel are necessary to assist
newly trained Medecin Chefs de Zone ,to initiate PEV/CCCD activities in
their zones.

7. Supervision should provide opportunity to reinforce technical competence
in vaccina tion schedules, ORS, SSS composi tion, and other technical
asp:!cts of reV/CCCD activities Standardized supervision mechanisms
should be develop:!d and implemented.

8. Information collected by PEV/CCCD should be clearly defined. Emphasis
should be on the collection of simple and easily available data
necessary for program IOClnitoring and planning.

9. Regional teams should study zone by zone the poss ib11i ty to provide
refrigerators at strategic points to reduce difficult transportation
problems. The regional office should accent the prOVision of more
syringes, needles and cold chain spare parts.

10 PEV/CCCD should accelerate efforts to provide ORT health education
ma t.erials, and training in their use, to health zones and healt.'1
facili ties. Health educa tion efforts should be focused as well on mii
aos malaria a pects of the project,
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REGION OF KASAl ORIENTAL:

12 zones out of 23 in the region carry out PEV activities. Ii zones
deliver a full range of PEV/CCCD services. Vaccinations are carried out
at fixed centers, outreach sites and. by mobile teams. Chloroquine is
available throughou t the region. Chloroquine prophylaxis for pregnant
women is recommended by· some health facilities. ORT is known throughout
the region. ORS distribution is not widespread.

1. Organization:

Under the direction of a dynamic Medecin I nspecteur de Region, a Comit€
Regional de Bien-Etre was recently established by law to coordinate
health activities in the region. PEV/CCCD is well integrated into this
structure. Ranges of PHCservices offered , quality of services
delivered and PEV/CCCD program planning vary throughout the region in
rela tion to resource ava HabHi ty and levels of PHC activi ty wi thin
respective zones.

2. In terse ctoral Collabora tion:

The Regional Comite de Bien-Etre will coordinate actions aDX>ng the
Departmen ts of Educa tion, Coom tion Feminine, Agricul ture and Social
Affairs.

3. Commtmi ty Par ti ci pa tion:

Village heal th and development committees exis t throughout the region.
The ir actual par ti ci pa tion in pro gram pi ann in g is minimal.

4. Finance:

Financial support from missions, the private sector and donor
organizations to health zones and facilities is not evenly distributed
in the region. Different approaches to auto financing of PHC activities
include drug sales, CPS/CPN card sales, consultation card sales,
consultation fees, and supervisory taxes on health centers. Money
received is used to pay salaries, operate cold chains, pay transport
costs, refurbish supplies, and pay incentive bonuses. Depending on the
approach and situation, auto-financing supproted 25-100% of program
cos ts .

5. Personnel:

Many health personnel are paid irregularly or insufficiently in the
region, leading to lOW' moral and productivity. A need exists in some
areas for training in vaccination schedules and technologies, CRT/oRS,
program planning and supply management.
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6. Supervision:

PEV/CCCD supervision within regional zones varied 1n direct relation to
available resources. Constraints t6 supervision included fuel
availability, logistics and road infrastructure, the level of support
given to PEV/CCCD activity by individual Medecin Chef de Zones, and
regulation from central PEV/CCCD office. Standardized supervision
procedures, checklists and feedback mechanisms are not widely utilized
in the region.

7. Transport:

In functioning health zones, FEV/CCCD has judiciously added appropriate
bicycles, motorcycles and vehicles to compliment existing resources.
Road condi tions and recurrent cos ts from fuel, repair, maintenance and
replacement are constraints to transport.

8. Materials and Equipment:

In functioning health zones, supplies of FEV/CCCD materials and
equipment generally seem to be adequate. More refrigerators could be
positioned to extend cold c.:.hains. Cold dogs and vaccine carriers were
scarce in a few places. More needles and syringes could have been
distt'ibuted if mention had been ~de by PEV/eCCD ~bout their
availabili ty. Program expansion to poorer zones will be limi ted by
PEV/CCCD insistance that zones pay equipment transport costs from
Kinshasa or regional capitals. In some zones, training in management
and supply of FE V/CCCD ma terials is needed.

9. Information System:

92% of FEV/CeCD reports from postes sentinelles were received in 1984.
From January to July of 1984,87% of monthly vaccination reports were
received. Information is not collected to permit program planning and
evaluation of ORT and malaria activities. Disease incidence and
morbidity and mortality inforllBtion is not available at the regional
level.

10. Training:

In functioning health zones visited, at least one Medecin Chef de wne
was trained by FE V, SMRU, or Sante Pour Tous. All had organized
training sessions for zones staff. In many areas, in-service training
is carried out on a regular basis. lechnical training updates are still
necessary. PEV/CCCD fiches techniques were not always present at health
facHi ties to back up technical training.
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11. Health Education:

Heal th education rna ter ials in various forms were available throughout
the region. There was no particular focus on PEV/CCCD activi ties,
except in some facilities where PEV/CCCD health education lIBterials for
ORT were available.

12. Utilization:

Within the 4 zones visited (one being urban), 69% of the population had
access to PEV/CCCD services. Measles vaccination coverage (0-11 months)
in the zones visited was 35%. Coverage for third dose of polio was
40%. DTP third dose coverage was 39%.
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Zone of Bonzola:

Urban heal th zone of Mbuji Mayi composed of 7 heal th centers, 4 of which
are run by a privately financed mining company (MIBA). Vaccinations
carried out at fixed centers and outreach sites. Chloroquine and ORS
available .in all health centers. Chloroquine prophllaxis for pregnant
women recommended.

1. Organiza tion:

Range of PHC services adequate. All PEV/CCCD services offered. Quality
of services good. Good program planning.

2. Intersectoral Collaboration:

Good, involving agricul ture and commtmi ty development.

3. Community Participation:

High. Development committees exist and meet on regular basis.

t.. Fi..'1ance:

u out of: 7 health centers in zone LuLdlly financed by ~\.lliA ond offer
free services. Non-tUBA residents pay fee for service. MiliA ofters
signif:Lcant budgetary support.

5. Personnel:

Highly moJ;ivated. Technically competent. Well paid. Adequate in
number.

6. Su pe rv is ion:

Regular and standardized in MlBA centers. Inadequat:e supeL'v~s~on in
n0l141IBA centers due to administrative arrangements between MlBA and the
regional government that have yet to be resolved.

7. Transport:

Adequate. full maintenance and replacement prOVided by MlBA.

8. Material and Equipment:

Adequate and well IIBnaged.

9. Information System:

Informa. tion system good. 79% and 100% of two routine reports received
regularly and on time from MIBA centers. Other centers in the zone need
to be brough t into the informa. tion system. CCCD da ta not suitable for
program planning and evaluation.
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10. Training:

Medecin Chef de Zone trained by Sante Pour Tous and Will/Geneva in
PEv/ccm/mc. Held three week training course for 19 nurses in
PEV/CCCD IPHC. All nurses trainied remain in the program. On-going
in-service training is provided monthly.

11. Health Ectuca tion:

Functioning health centers and outposts provide PEV!CCGD services to
100% of Zone population. Measles vaccination coverage <eru months)
reported to be 96% in MillA centers. Coverage for third dose of polio
reported to be 58%. DTP third dose coverage reported to be 56%
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Zone of Bonzola

Centre Chretien de Sante:

Urban health center in Mbuji Mayi that operates 25 vaccination outreach
sites. Chloroquine and ORS available. Chloroquine prophilaxis for
pregnant women recommended.

1. Organization: .

Range of PHC services adequate. All PEV/CCCD services offered. Quality
of services good. Program planning based on past performance, ra ther
than on ob je ctives •

2. Intersectoral Collaboration:

Good I involving agr icul ture and cOllllll.mity developmen t.

3. Community Participation:

High. Development committees exist and meet on regular basis.

4. Finance:

Heavy subsidization from Presbyterian Church and UNICEF. Community
financing through fee for service contributes to program support.
Fiancial situation uncer ta:L."1. due to planned withdrawal of church. supper t
in 1986.

5. Personnel:

Highly motivated. Tec.'lnically competent. large staff of 13 nurses paid
regularly.

6. Supervision:

Absence of technical supervision from Zone pending resolution of
adminis tra tive arrangemen ts.

7. Transport:

Inadequate, considering limited means and high level of outreach
activities.

R. Ma terial and Equipment:

Adequa te and well managed.



9. Information System:

Adequate.

10. TrainL'lg:

PEV fiches techniques not available. PEV training session held on ORT.
Weekly in-service training provided on PHC/F£V/CCCD.

11. Health Educa tion:

PEV/CCCD materials available. Active program.

12. Utilization:

Functioning health centers and outposts provide access to PEV/CCCD
services to 100% of surrounding population. Measles vaccination
coverage (0-11 mnths) reported to be 64% in service area. Coverage for
third dose of polio and th ird dose of DTP was greater than 100%,
sl1RP;esting that service delivery extends well beyond defined service
area .
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Zone of Dihanga:

Six functioning heal th cen ters and 2 health pas ts • Vaccinations carr ied
out by mobile teams at health centers and outreach sites. Chloroquine
available in all health centers. SSS prefered strategy for ORT.
Chloroquine prophilaxis for pregnant'women not recommended.

1. Or gan iz ation:

Range of mc services adequate. AU PEV!CCCD services offered. Quality
of services good. Excellent program planning.

2. Intersectoral Collaboration:

Yes, in wa ter and a gri cul ture •

3. Comnun ity Par ti ci pa tion:

High. Village health committees exist and meet on regular basis.

4. Finance:

Significant subsidies from SANRU, OXFA"1, and the Catholic church.
Comnnmity financing accounts for 27% of program operations.

S. Personnel:

Highly motivated. Well trabed. Supervisory staff may need to be
increased.

6. Supervision:

Regular supervision programed, but staff size limiting factor. Not
standardized.

7. Transport:

Adequate with OXFAM vehicle used for supervision and PEV/CeeD
activities. OXFAM subsidy for vehicle replacement. Fuel availability a
limiting factor.

8. !1a ter ial and Equi pmen t:

Adequate. Fixed centers will require cold chain extension.

9. Inform tion Sys tem:

Reports regular and on time. Well developed and up to date reporting
system. 100% of monthly reports received.

. rL

jmenustik
Rectangle



10 Training:

Medecin Chef de Zone at long term training in tfu.1ted Sta tes. Medicln
Manager trained in PEV and mc. Organized 3 training sessions to train
25 nurses in PE V and PHC. 21 nurses s till in the progr8JII.

11. Heal th Educa tion:

Extensive range of materials available. No particular focus on PEVlcCCD
activi ties.

12. Utilization:

Functioning health centers and outposts provide PEV/CCCD services to 79'7.
of Zone population. Measles vaccination coverage «(}-ll months) reported
to be 18% in service area. Coverage for third dose of polio reported to
be 30%. DTP third dose coverage reported to be 31%.
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Zone of Kabinda:

Six functioning health ceters and 14 health posts. Vaccinations carried
out from fixed centers and outreach sites. Chloroquine and ORS packets
available in all health centers. ChloroqUine prophilaxis for pregnant
women recommended. OR. T activi ties at beginning stages.

1. Organization:

PHC services adequate.
service delivery good.

All PEV/CCCD services. offered. Quality of
Pro gram planning could be strengthened.

2. Intersectoral Collaboration: No.

3. Co mmunit y Par ti ci pa ti on:

Some health committees function in zone.

6.. Finance:

Significant community participation in program financing. Subsidies
from SP-J4RTJ, OXFAM and religious community to sustain program
operations. Credit extended to health ceuter~. Ht:'£ll th center-s
contribute to supervisory costs. Drug system operates at a deficie.

5. Personnel:

Adequate. Paid a bonus for good work. Motivated. Technically
compe tent.

6. Supervision:

P.egular. Checklist forms exist and are used. Financed by health
cen ters.

7. Transport:

New SANRU vehicle and 2 IIIOtorcycles. Fuel is a constraint. No
provision for vehicle maintenance or replacement.

8. Ma terial and Equipment:

Adequate. Could take better advantage of EEV supplies, especially
vaccine carriers. Weak supply management system. Will need to extend
cold chain to two perifery centers.

9. Informa tiou System:

64% of monthly reports received since beginning of program activities in
August. Informa tion re trieval and management weak.



10. Training:

Medecin Chef de Zone trained in PEV and PHC. Organized 3 training
sessions totaling 35 days to train 8 nurses in ffiV and PHC. Seven
nurses still in the program. '1\10 nurses were also trained by PEV/CCCD
in 1983. All staff undergo 2 days of in-service training per month in
PEV/CCCD/PHC activities. Need exists for management training.

11. Health Education:

Ma terials were available. No real focus on PEV/CCCD activities.

1;. Utiliza tion:

functioning health centers and outposts were assumed to provide access
to PEV/CCCD services to 39% of Zone population. Measles vaccination
coverage (o-ll IOOnths) reported to be 19% in service area. Coverage for
third dose of polio reported to be 17%, DTP t.1.ird dose coverage reported
to be 21%.
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Zone: Kab inda
Bemane Mpaz a:

Health Center maintaining 8 outreach posts. Vaccines collected at
zone. Chloroquine and ORS available. Malaria prophylaxis recommended
for all pr egnan t women.

1. Organization:

PHC services adequate.
service delivery good.

All PEV/CCCD services offered. Quality of
Program planning coordina ted wi th Zone.

2. Intersectoral Collaboration: No.

F.igh. Village health commi tte functioning.

4. Finance:

Significant community participation. 1\.1'0 staff on government payroll.
Salary shortfall for five CHW and five heal th center staff supported by
program. Supervision fee of 300 Z/llDnth paid by health centers to
Zone. Medicines given on credit. Program appears unable to sustain
re.."rovision of medicines.

5. Personnel:

Adequate. Motivated. Technically.competent.

I). Supervision:

Regular. Standard form and c.1-}ecklist utilized. Bonuses for good work.
Technically adequa te.

7. Transpor t:

Adequate with one bicycle and an occassional motorcycle.

8. Ma terial and Equipment:

Adequate. large geographic coverage may warrant cold chain extension.

9. In forma tion System:

Reports timely and of good quality. cern information not sufficient for
pro gram planning and evalua tion.

10. Training:

PEVlcCCD fiches techniques available. In-service training every month.

11. Health Education:

Ma ter1als available. No real focus on PEV/CCCD activities.

12. Utiliza tion:

Vaccination coverage law at 2% for measles, 1% for 3rd dose of polio,
<mrt ?'I for th1Id dose of DTC after 5 months of program operation.

~ \ .0
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Zone of Kalenda:

Five functioning health centers and one health post. Vaccinations
carried out from fixed centers, ou creach si tes and by mobile teams.
Chloroq uine available in all health centers. Chloroquine prohylaxis for
pregnant women not recommended. OR.T activi ties at beginning stages.

1. Organization:

Range of HiC services adequate.
of services questionable. Zone
forml expansion plan exis ts to
the zone to 18.

2. Intersectoral Collaboration: No.

3. Community Participa. tion:

All PEV/CCeD services offered. Quality
HiC actin ties in beginning stage. No
increas e function:ing health centers in

Little cOlDIlllnity partidpation in program planning.

4. Finance:

Significan t cOlIlIll.lnity par tid pa tion in program finandng. Li ttle
financial support from government or other sources. Mest ser-rices ~1'"'"

auto financed a t a de fid t.

5. Personnel:

Adequate for scale of operation. Most salaries depenc.a.nt on PHC
:-evenue. Many personnel not paid regularly or in full.

o. Su pervis ion:

Irregular du to road infr as tructute, lack of funds, and fuel. No t
standardized. Aquisi tion of new IOOtorcycle may improve s1 tua tion.

7. Transport:

Adequate with UNICEF vehicle, a IOOtDrcycle and 4 bicycles. No provision
for vehicle lMintenance or replacement. Vehicle breakdown (ana lack of
money to repair it) led to disruption of FEV/CCCD activities for 2
months in 1984.

8. Mater;fal and Equlpnent:

Supply problems exist due to poor procurement planning and high
transport costs. No inventory and management system.

9. Intorma tion Sys tem:

'lobole information system needs extensive organization. Reporting
periods and reporting channels need to be standardized.

, \
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10. Training:

Medecln Chef de Zone trained in PEW and PHC. Organized one training
session to train 8 nurses in FEV and Hi C. All nurses still in the
program. No regular :in-service training. FEV/CCCD activities
integrated into nursing school curriculum.

11. H81lth Educa tion:

Ma. terials were available. No real focus on PE \i/CCCD activities.

12. Utiliza tion:

functioning health centers and outposts provide PEV/CCCD services to 38%
of Zone population. Measles vaccination coverage (0-11 mont.l)s) reported
to be 24% in-service area. Coverage for third dose of polio reported to
be 34%. DTP third dose coverage reported to be 19%.
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Zone: Kalenda
Iuputa

Hell th center with no outreac.~. Vaccines collected from Zone.
Chloroquine available. ORT efforts minimal. DRS not available, SSS
recommended. Chloroquine prophylaxis for pregnant women not practiced.

1. Or ganiza tion:

PHC services adequate. All PEV!CCCD services offered. Technical
de ficiencies noted in the quality of services delivered. EEV /CCCD
pr o~am planning not coordinated with PEV or Zone staff.

2. Intersectoral Collaboration: No.

3. Community Participation:

Low. Ii ttie involvement in program planning.

4. Finance:

Excepting one salary, fees tor service and ~ymE:nt5 for- c.rugz ccmpletel:;'
finance health center opera tions. Drugs are purchase Q on credit frOUl

cen tral miss ion stock s.

s. Personnel:

Deficient knowledge of vaccination schedules, treatment or malaria, aue.
composition of salt, sugar, water solution for CRT. Adequate in number.

6. Su pervis ion:

Regular supervision just beginning from Zone. Non-integration of health
center operations with Zone and FEV/CCCD activities.

7. Transport:

Miss ion vehicl e transports vaccines from Zone twice monthly.

8. Material and Equipment:

Cold chain not reliable due to old refrigerator, kerosene availability,
and cost. Spare parts are a problem.

9. In forma tion Sys tem:

Routing of reports need clarification. D:ita was questionable. Reported
giving more 3rd doses of polio and tetanus vaccine than first doses.
cem informtlon not suitable for program planning and evaluation.

10. Training:

PEV!CCCD fiches techniques not available. Staff not sufficiently
trained in cccn!PEV program.



11. Health Educa tion:

Ma terials were available, some locally produced. No real focus on
PEV/CCCD activities.

U. Util izatlon:

Vaccination coverage for measles in children from 0-11 mnths reported
to be 10%. Bffi vaccinations of children 0-11 months reported to be bU%,
perhaps due to an exceptional maternity facility.



Zone: Muendi tuya
Kaseya

Health post with 2 outreach centers.. Vaccines collecte: at Zone.
Chloroquine available. ORT efforts minimal. ORS not available, SSS
recommended. Chloroquine prophilaxis for pregnant women not practiced.

1. Organization:

PHC services adequate. All PEV/CCCD services offered. Technical
deficiencies noted in the quality of services delivered. Absence of
pr ogr am pIann ing.

2. Intersectoral Collaboration: t-b.

3. Com1lJlnity Participation: Low. tittle involvement in program planning.

4. Finance:

COlDDllnity financing used to support one staff member and core
organizational and supervisory staff. Program reliant upon donated
medi cines.

5. Personnel:

Deficient knowledge of vaccination calendars and trea tment of malaria..
Adequa te in number.

6. Su pervis ion:

Frequency of supervis ion was adequate. Technical q ua..L 1. cy ques tionaDle.
Financially focused. Need for integration into Zonal program.

7. Trans por t :

Bicycle suitable but in need of extensive repair. Motorcycle used to
trans por t vaccines from Zone.

8. Material and Equipment:

Poor management of cold chain and poor planning led to stoppage of
vaccination activities for 4 months.

9. Informa don Sys tem:

Routine inform tion collected in tm-usable form.

10. Training:

PEV/CCCD fiches techniques not available. Staff not sufficiently
tra me d in CC ill / PE V pro gram.
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11. Health Education:

Materials were available. r-b real focus on PEV/CCCD activities.

12. Utn iza Cion:

PEV difficult to assess. Roughly 5% of the population assumed to be
covered by the heal th facility could have received cura tive treatment.
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ANNEXE II.H.3

MATERIEL DE CHAINE DE FROID DEJA DISTRIBUE AUX
EQUIPES PEV/CCCD ET DANS LES ZONES DE SANTE RE­
CYCLEES ENTRE 1981-1983 .

•.aaa.·--·········I········I·a=.a·······=·I·=·~~iii;=i;~~~i~;:··!=========,
I ' I "REG ION FRlGOS • CONGELATEURS • VELOS •
I' 1 45 Litres 5 Litres
I I

-----------' 1-----
KIN S HAS A 8 I 27 58

-------- ---- ----~--,--------------
2 22 114

3 65 155

47 87

21 50
. !

13 I -... )

7 29

21 58

14 36

BAS - ZAIRE 11

BANDCNDU 19

EQUATEUR i

----
P..AliT - ZAIRE 9

, K T V U 8.l

KASAl OCCIDENTAL 4

KASAl ORlE..~l'AL 8

S H A B A 5

EQUlPES PEV-CCCD 37

TOT A L l"i

TOTAL RECU
240·

!L~ICEF/CCCD/OXFAM
!

237

300

632

1.588

19

30

29

,.,

'.1
~,J

----!

13

15

15

22

218

240

* Materiel retire par les Zones de Sante a partir de la direction
du PEV. Certaines ont ete servies.

BEST AVAILABLE copy
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ANNEXE III

MANAGEMENT OF THE CCCD PROJECT

Task No.4 of the Management Consultant's Statement of Work reads:

IIAnalyze in detail the management of the CCCD project both from
the government of Zaire and the AID perspective and make recom­
mendations for improvements. Particular attention is to be
paid to needs for improvement of Zaire and to the current
division of management responsibility between USAID, AFR/W
and CDC. II (see 'Attachment 1)

It should be noted that the Contract does net provide for consultation,
interviews, nor review of files of AID (AFR/R), nor of CDC/Atlanta either
before or after the Kinshasa evaluation phase. The following paragraphs
therefore represent the subject exclusively from the Kinshasa perspective.

The Project Agreement

The CCCO project consists of a regional component and a number of
discrete country projects including the one in Zaire. The latter provides
initial (1983 and 1984) funding of $2,600,000 and a life-of project commit­
ment of $4,849,000. An amendment. dated May 23, 1983, increased the U.S.
contribution by $1,500,000 to $4.100,000.

The original bilateral Project Agreement was signed on August 29,
1982. The files would indicate that this date signified primarily AIDjW's
desire to place the $2.6 million obligation on the books prior to August
31. apparently to compensate for "delays in obli9ation of Agency 1982
Health accourit." (State 228358 of August 14, 1982). The negotiations on
the GOZ side seem to have been largely conducted by the Director of PEV.
(Unfortunately, the Director was out of the country on a 10n9-tenm WHO

assignment and, thus, could not serve as a resource person during the
evaluation.) Senior PEVjCCCD personnel are of the opinion that the GOZ
signatory, the Commissioner of Health (who, meanwhile has had several
successors) did not have the opportunity to study the GOZ's commitments

in the Proag in depth and signed the agreement without fully realizing
the magnitude of the financial responsibilities he was assuming on behalf



of the GOZ. The feeling is that he may have concentrated primarily on the
level of AID's commitments. The grant agreement itself is somewhat unusual
as it was not preceded by a PP with detailed work and financial plans.
USAID files would also indicate the absence of a "logical Framework" for
the bilateral project showing verifia~le indicators for achievements at
different levels. Various communications denote that the spirit or inten­
tion of the agreement was for the GOl national budget and autofinancing at
the Health Zone level to assume progressively a larger share of the project's
recurrent costs. The Proag language. however. is ambiquous in several
respects (a certain latitude in the interpretation of some clauses may
have been considered desirable at the time of the Proag's execution).
Section 4.2 makes future AID financing continpent on. i.a. "the ability
of the GOl to incorporate into their budget (underlining supplied) 75% of

recurrent budget costs of vaccines. vaccination supplies and anti-malarial
and diarrheal medications by the end of the project." Annex 1 "Amplified
Description of the Project," however. lists the GOl budget as merely one
of several potential sources by stating that financing "will be increas­
ingly provided by the GOZ ... 75% of total costs in year 4 will be expended
from GOZ funds. autofinancing sources or other donor support as AID sup-
port proportionately declines." This paragraph omits any reference to
GOZ budget funds and uses instead the term GOl funds. These, of course,
include counterpart funds that are titled to the GOZ. The Country Assess­
ment, on which the Proag is based, considers CP availabilities an additional

resource rather thana substitution for a major part of the GOl's LOP con­
tribution (l 85 million). This Proag(and others as well) contains no
maintenance of value clause even though a forthcoming devaluation was
under discussion with the IMF. The GOl's commitment of Z 85 million at
the time of the Proag signing equaled US $15 million. Its current value
would be less than $2.0 million. The file would indicate that this
amount has never been adjusted to reflect the effects of the 500 percent

devaluation of October 1983.



As documented in other parts of the Evaluation Report, many of the
targets specified in Annex 1 of the Proag are no longer realistic. The
Proag text states clearly "the quantifications represent current estimates
and will be periodically revised during the life of the project." Section
2.1 of the Proag provides that within· the definition of the Project,
Annex 1 may be changed by I'/ritten agreement without formal amendment.

Recommendation

1. Amend/modify the Project Agreement.

a. Change project targets (and define verifiable indicators)
to reflect past and anticipated pr09ress in the light of technical,
social-economic and financial experiences during the first two years
of the project as reflected in '-those findinqs and recommendations of the

Evaluation that the GOZ and USAID agree to adopt. This may call for a
more basic redesign of the project during its residual life, especially
in the light of presently inadequate GOZ contributions and USAID's
appraisal of the GOZ's ability/willinqness to provide sufficient
funding in 1986.

b. Modify Annex 1 to redefine amounts and modalities of the
GOZ contributions.

c. Make other revisions required to complement, update
and/or clarify clauses that are no longer valid or have led to
differing interpretations.

d. Amend Annex 1 to show financial tables for years 1985
and 1986.

A Note on GOZ-USAID Project Execution

In Zaire, project agreements are generally signed by the technical
minister concerned rather than by a coordinating authority, such as the
Commissioners of Cooperation, Finance, or Plan. Neither of these appears
to have reviewed or cleared the project. There presumably was a oroce­

dural dele~ation by the Commissioner of Foreion Affairs and Cooneration to



the Commissioner of Health although the available files are mute on this
point. In the course of a social contact, the Commissioner of Plan
explained that his official concern was essentially limited to the invest­
ment budget (which includes CP).

Thus, when the GOZ national budget makes inadequate provisions for
PEV/CCCD (as in 1984 and 1985), it would be easier for the Commissioner of
Health to appeal for a larger allocation if a central Ministry's co­
signature, especially that of Finance, appeared on the Proag. It would
be unreasonable to assume that GOZ/AID procedures could/will be changed
to accommodate PEV/CCCD. However, a high level exchange of letters with
the President or Prime Minister reconfirming the project's priority and
GOZ willingness/ability to make its contributions could/should be part of
the PEV file (maybe also of other project files). This should provide
added leverage at budget time.

The Project

The U.S. contribution supplies vaccines, vaccination and laboratory
equipment, office and communications equipment, and vehicles. In addition,
without cost to the bilateral project, the regional project is providing
the services of a technical officer for four years, various short-term
consultants, and training for a number of Zarois outside the country.
The technical officer and a regional epidemiologist (and, therefore, not
shown in the Proag) who is resident in Zaire are employees of CDC/Atlanta,
the contractor (PASA). The other parties involved in the implementation/
administration/monitoring of the Zaire bilateral project are USAID/Zaire
and AID/AFR/Regional. Thus, there are four'players on the U.S. side. In
Washington, AFR/R manages both the CCCD re~ional and the Zaire bilateral
projects. The principal personnel involved are - based on information
available in Kinshasa and rounded out by the contractor's AID background ­
a full-time technical officer, an assistant technical officer, and a
project manager (who, presumably, oversees several activities). The
technical officer and the assistant technical officer are employees of
the contractor (CDC) working for AID under a RSSA arrangement. This, in

jmenustik
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in the perception of the Mission, rightly or wrongly - but maybe under­
standably - evokes the impression of a fifth player: "CDC/W." The record
would indicate that most communications from AFR/R are drafted by the tech:.
nical officer (whose Drofessional competency seems universally acknowledged).
It is generally assumed that communications or discussions between AFR/R.
and CDC/Atlanta are usually conducted by the technical officer. This is
all for the best when purely technical matters are involved. When, however,
management or policy issues exist (or are perceived as such) between a USAID
and a contractor (such as CDC/A), Missions generally look to their AID/W
backstop office for partisanship support. Even with the best of intentions
and unquestioned integrity, it is almost impossible for an individual to
efface the appearance of loyalty to his/her employing agency, the source
of pay, PER's and promotions. Seen in this perspective, it is understand­
able that the Mission, on occasions, has felt that discussions between
AFR/RA and CDC/A were communications between CDC staffers. The USAID files

document some instances where USAID felt it had not been consulted fully on
matters di rectly affecti ng the bil ateral project. These instances are
well known to all concerned and need not be "rehashed" here. It should be
emphasized that Mission criticism is of issues and not of individuals. In
summary, the impression exists that at times AFR/RA defers more readily to
the views of CDC/A than the Mission's in matters of CCCD management.

In USAID, responsibilities for the project are vested in the Public
Health Office(r). Under his oversight and policy guidance, project admin­
istration and monitoring is handled by a highly qualified health pro­
fessional who serves under a PSC arrangement. This contract employee main­
tains regular weekly contact with the Zarois and the CDC staff working
with the project. His reports on field trips address the strong and weak
points of the CCCD project, locally also !{nown as PEV (Programme Elargi de
Vaccination) and include constructive recommendations. Copies should be
made available routinely to AFR/RA and CDC/A (via the technical officer or
directly) if this is not already being done. The employee serves as proj­

ect procurement officer as well as general focal point and facilitator for
visitors with project-related concerns.



There are two CDC employees based in Kinshasa. Both are funded under the
regional project. The regional epidemiologist is based in Zaire and spends more

time on the Zaire bilateral project than on other assignments in the region.

The technical officer is furnished to the project under the Project Agree-
ment as part of the U.S. bilateral contribution. He is not funded from the

project's bilateral portion as he is to be available for occasional short-
term assignments in other countries participating in CCCD. The technical

officer works with PEV both in an OPEX t training t and advisory capacity.
In most of his activities t he works closely with the PEV counterpart respon­
sible for the task addressed. The record indicates some past misunderstand­
ing as to the role of USAID in the line of authority and communications. A

recent exchange of messages with AFR/RA presumably has clarified the rela­
tionship and reaffirmed the authority of the USAID Director with respect to

the eDe technical officer. The same message details three deviations from

the standard authorities (discussed below) exercised by USAID over its
bilateral project portfolio. It goes on to say that "all other implementa­

tion details are to be carried out under the guidance of the Mission
Director." The cable does not specifically mention the Regional Epidemiol­
ogist. However t by extension t this officer while in Zaire, would also be

subject to the USAID Director~s guidance and authority when working in

conjunction with the bilateral eeCD program. These arrangements are not

reflected in the current position descriptions of the incumbents. (Attach­

ments 2a and 2b). The technical officer's Form 8 under "II. Duties and

Responsibilities" in listing nine discrete tasks t mentions USAID only once,
i.e., under No.7 "provides routine and special information re9arding pro­
gram activities to the USAID Mission t CDC and WHO. " ... Par. III "Super­
vision and Guidance Received" states: "Within the guidelines of the

country specific CCCD PASA and Project Agreement incumbent is responsible

for determininq own priorities and work plan in consultation with African

counterpart. Incumbent's work is monitored t in terms of achievement of
objectives by Deputy Director t R&D t IHPO: who also provides technical

guidance as necessary."



The recent AID/W cable clarifying relationships also states that CDC/
Atlanta will request USAID inputs for the technical officer's PER. (There
is no indication in the officer's 1983 PER - which he made available on
his own initiative - that this approach was then followed.)

Similarly, the Regional Epidemiologist's "Billet Description," (dated
September 1984) while showing Kinshasa·as duty station makes no reference

to the officer's relation to the USAID nor to REDSO/W, a subject treated
at length in the same cable.

Recommend at ion:

1. The CDC Technical Officer's position description should be
amended to conform to the understandings set forth in State 365369.

2. The Epidemiologist's "Billet Descriotion" should be amended
to show the officer's relationship to USAID/Zaire and to REDSO/W.

AccountinQ Problems:

The USAID Controller pointed out that the project employs three
funding methods:

1. Bilateral Project Agreements which obligate funds, mainly for
commodities, for a specific project.

2; Central Regional Funds managed by CCD. These funds, among
other things, cover the cost of the CDC technicians.

3. Individual sub-allocations to cover the support costs of
each CDC technician.

These different funding mechanisms result in increased workload and
cause petty disputes between USAID and the CDC employees.

Examples of the types of controversies are drawn from a memo pre­

pared by the Controller:
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(a) Differences of opinion on whether an item should be charged to
bilateral funds or to the sub-allocation.

(b) Disputes on what are proper charges to the sub-allocation:

(i) USAID recently moved into a new apartment building. A CDC
employee who was moved into the new bUi;ding had to buy new drapes. A

dispute arose over whether the new drapes should be charged to the sub­
allocation or to some other mission funds.

(ii) In connection with (i) above, the USAID had to pay a one
year advance rent. Since the CDC employee was scheduled to leave before
the year was up, discussion arose as to the propriety of charging the one
year advance rent to the sub-allocation.

(iii) Security grills were installed in the building. The
Controller received the bill from the management office and split charges

among various occupants. The CDC technician objected to the charge to
his sub-allocation because the grills were not on his windows. (he lived
on an upper floor).

The memorandum goes onto point out that such disputes in conjunc­
tion with other funding aspects considerably increase the Controller's

workload:

(a) The sub-allocation is under an individual's name; thus, the

employee feels personally responsible for every dollar spent and demands
copies of supporting documents for each payment made. Sometimes the
payments charged to the sub-allocation are made at other USAID's. Locat­

ing and copying the supporting documentation are time consuming tasks.

(b) Keeping sub-a110cations by individuals increases the possibil­
itiies for errors. Both the technicians and the Controller's office have

spent considerable time correcting mistakes.

I.



3.
the CDC
funds in

The Controller's office estimates that the keeping of individual
records for each USAID employee in a fashion similar to that now used for
the CDC sub-allocation would require five times as many employees and
twice as much office space.

The Controller offers several options for changing the present
procedures:

1. Include funds for local support costs under the bilateral project
agreements. Funds would be obligated at the time the agreements are signed
and earmarked annually. This would lessen the number of accounting trans­
actions and reduce the number of errors as support costs for all techni­
cians in one location would be charged to the same account. This would

also eliminate the problem of having to coordinate and reconcile two sets

of accounting records located 10,000 miles apart.

2. A second option would be to provide one sub-allocation for each
location to cover support costs of all technicians. This would reduce
accounting errors and the number of disputes. The CDC employees would
feel less proprietary concerning the funds if the sub-allocations were

combined.

A third option would be to allot the funds for the support of

staff to the USAID. USAID would then obligate and disburse the
the same manner as operations expenses.

The contractor wishes to point out the last option was already
recommended by the North Evaluation in 1983 (p. 32) and has been adjudged

positively by M/FM/BUD.

Recommendation:

AFR/RA and CDC should promptly consider simplifications of the present
cumbersome sub-allocation system by adopting one of the suggested options.

Comments should be transmitted to USAID as soon as possible.
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Technical Assistance Reguirements

The question has been raised how long the project will require tech­
nical assistance. A reading of the Evaluation findings will show that ­
notwithstanding progress - the PEV/CCCD organization and its implementing
capacity still show marked weaknesses. These include areas such as train­
ing, planning, logistics, information system, etc. At the same time, one
should not forget that the project - considering start-up time - is only
at the halfway mark. There seems little doubt that the technical assis­
tance now provided by the two CDC officers will be required throughout the
remaining project life. Beyond this point, there will probably be a need
for, at least, some technical assistance whether or not U.S. dollar
support will be provided. Conceivably, the technical officer's position
could be replaced by TDY's or the position merged into that of the USAID
project manager. The feasibility of these options should be considered
as part of the 1986 evaluation. Without preempting the recommendations of
the 1985 evaluation which are still being finalized, it is likely that
more rather than less assistance is needed in areas of defined deficiencies,
at least for the residual life of the current project.

Recommendation:

1. Continue present technical assistance during the LOP period.

2. In line with some of the Evaluation findings (e.9., in the
areas of operational research), CDC should provide additional specialized

short-term assistance.

3. At the time of the next evaluation, the need for and form of

future technical assistance should be addressed.

Bilateral vs. Regional Management Aspects

USAID has been assured from the beginning that, subject to three

exceptions, it would manage the bilateral program in the same manner as
any other project in its portfolio. These exception clauses do not appear

\~~
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to create any ma.ior oroblems. In fact, two of these, i.e., LOP funding
level~chan~es and chanoes in project coals and objectives, generally require
AID/W aporoval and, frequently, prior Conqressional notification. The third
exception, timina of evaluations, should be readily accommodated by AID/~J

and present no vexing issues if justifications are properly submitted.

It can be argued that the management of bilateral projects conceptually
and by definition falls outside the terms of reference of AFR/RA. Cables
and other documents almost emphatically and continuously stress the bilateral

character of the Zaire CCCD project. Several communications from AID/W
advise USAID that any follow-on project, i.e., a Phase II CCCD activity,

would need bilateral Mission funding. AID/W's initial decision to fund
all CCCD activities from a single regional account is understandable. Pre­

sumably the approach included both end-of-FY obligation considerations and
the need/desirability to introduce the largest number of common denom­
inators into the structure and technologies of bilateral CCCD projects.

However, as these projects beain to mature. each country conforms the
CCCD effort to its own situation and formats. Organizational bases,

financial capacities, the availability of trained and trainable cadres,
socio-economic factors, and governmental oriorities differ widely among
cooperating countries. Zaire, for example, has undergone a 500 percent
devaluation since the project was signed. Prices have shot up more or
less proportionally; the Government's LOP contribution in local currency.

shown in the Country Assessment as equaling $15 million. has meanwhile

shrunk to $2 million. And while the assessment in its financial feasi­
bility section considered counterpart an additive resource. the GOZ is
increasingly substituting these funds for projected contributions by the

national budget. These have shrunk from 29/100.000ths (sic) of the 1984

GOZ budget to 17/100,000ths in 1985; the Ministry of Health designated
1.45 percent of its 1984 budget for CCCD; in 1985, this figure becomes

.66 percent. IMF limitations on budget expansion and a pause in the

post-devaluation recovery may have forced the GOZ to institute these

additional cuts in the allocation. especially i~ the face of a 20 percent
inflation rate. The GOZ has many priorities amonq its priorities. One
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of the Evaluation sub-teams encountered a band of unpaid soldiers roaminq
the countryside indicating the existence of higher priorities thar CCCD.
Counterpart accumulations on which the project depends increasingly may

requi re even more stri ngent progra~i n9. There exi sts the poss i bil ity of

reduced PL 480 availabilities as a re~ult of the Administration's proposed
reform of farm subsidies. Con~urrently, L/C generation through CIP's _

while the U.S. dollar continues its climb - is lagging in most ESF countries.

These qrave problems affect the Mission's program in major ways.

They require constant dialogue with AID's geographic offices and throu9h

them with other interested agencies. AFR/RA cannot possibly follow the

twists and turns of these bilateral developments in every country. It

would seem appropriate at this point to fully validate earlier acknowledge­

ments of the bilateral character of the Zaire CCCD project. This implies

the transfer of stewardship for the Zaire-bilateral project from AFR/RA

to the office/desk responsible for all projects and other aspects of the

Zaire program in AID/H. This action should be taken early to permit
fullest consideration of present ane future requirements of the bilateral

CCCD project within GOZ and USAID funding availabilities and priorities.

Equally important, the transfer at this time would permit a smoother trans­

ition rather than an abrupt change after December 31, 1986. The transfer

should be accompanied by appropriate personnel shirts, if any. continuing

close cooperation/coordination with the regional project, and a deob/reob
exercise transferring unobligated and unliquidated "bilater~l II funds from

the regional CCCD account to the Zaire account. This should involve

comparatively simple computer runs.

Of course, arguments against the transfer are likely to emerge when

the proposal is viewed from the AFR/RA and CDC/Atlanta perspectives. The
contract does not provide the scope for a balanced analysis (see Intro­
ductory Note). Question~ of technical backstopping, central procurement,

linkages to the regional effort and others must be considered, of course.
At the same time, USAID and AFR/RA should analyze the type and extent of

future backstoppin~ required by the advanced and relatively mature Zaire

bilateral pro.iect.
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Recommendation:

AIDjW should consider the feasibility and merits of olacing a bulk

purchase order for drugs, especially measles vaccine, with approved foreign

supplier(s) and authorize USAID(s) to procure requirements di~ectly from

such source(s) in quantities reflecting phased country requirements.

Note: The problem of undistributed stocks of refrigerators,
bicycles, etc. is addressed in the Report itself.

PEVjCCCD

Intearation:

There is universal agreement that the CCCD project, conceptually, is a

part of primary health care. This makes integration of CCCD activities

into PHC structures and activities both necessary and desirable. The

validity of this approach {s not in dispute. Integration at the Health

Zone level and, ~o a lesser extent, at hi~her echelons is p~ogressing.

The accomplishments, trends, and existing deficiencies are discussed in

the body of the report. At the national level, PEV/CCCD is shown on the

Department of Health chart of organization at the level of an office

("Direction"). It occupies the same hierarchical position as the Office
of Primary Health Care. Under the former Commissioner of Health (replaced

during the Evaluation), PEV occupied a preferred position as its Director
simultaneously served as the Com~issioner's technical advisor. PEVjCCCD was

created by Presidential decree, has an autonomous budget, and generally

is staffed by contra~tors rather than civil servants. PEVjCCCD is under­

standably jealous of its prerogatives and strongly objects to losing its

office-level position throu9h merger with or subordination to the Office

of Primary Health. There are indications of a forthcoming reorganization

of the Ministry that may notably affect the administration of health

services at the zone level. However, the options under consideration
are not sufficiently clear to permit comments. USAID may want to

suggest that Primary Health be raised to, what in AID would be called,

a bureau. All primary health services, such as Nutrition, Family Planning,



SANRU, Leprosy, Sleeping Sickness, and PEV/CCCD would then fall under the

new bureau. PEV could continue to receive its budqet and special status.

However, a competent Bureau leadership could ensure greater emphasis on

coordinated planning, training, etc. of the various elements composing

primary health services.

Recommendation:

In its ongoing policy dialogue with the Ministry of Health, USAID

should emphasize the conceptual, policy, and operational advantages of

bringing all offices (Directions) which contribute to PHC together in

one bureau under strong and competent leadership. This would not need to

affect the autonomous budqets under which some of these offices (including

PEV/CCCD) operate.

Administration:

The PEV/CCCD Director has been absent from Zaire for some time. Since

the start of the project, consultations for jnternational organizations,

attendance at conferences, etc. have taken him abroad for close to 50 per­

cent of the time. His future plans are said to be uncertain. The most

recent PEV organization chart (Report Annex -) does not show a position

for a Deputy Director. However, the "1982-1986 Revised Plan for PEV Opera­

tions" - (Prepared by the Director and members of his staff) in an organiza­

tion chart with accompanying commentary (P. 24-25) provides for a Deputy

Director. (There exist rather detailed job descriptions for all pro­

fessional positions except for those of the Director and Deputy Director.)

The lack of a Deputy Director has greatly delayed policy and operational

decisions. Most of them had to await the Director's return. Prior to

his most recent departure, the Director orally authorized the Chief of

Medical Services to take necessary actions in his absence. There is,

however, no written delegation of authority. It is imperative that either

a Deputy Director be aopointed or, as a minimum measure, another position

(rather than a pa~ticular individual) be designated to act automatically
for the Director in case of his absence. The evident choice at this time

would seem to be the position of the Chief of Medical Services.

jmenustik
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Another aspect to be weighed is, of course, the future of the project,
including especially the probability of a Phase II under various assump­
tions of GOZ ability/willingness to increase its financial support. In

this context would USAID and/or AFRjRA v~sualize AFR/RA backstopping of
a bilaterally funded project after 1986? What is AFR/CWA's position?
Do USAID and/or AFR/RA automatically project a new contract with the
present contractor (CDC) or would a Phase II activity involve a RFP that
might result in other proposals, e.g., one from the SANRU contractor?

Recommendation:

Consider carefully the pro's and con's of transferring responsibility

for management of the Zaire bilateral CCCD project from AFR/RA to CWA
together with appropriate shifts of staff and funds.

Procurement:

On the whole, files and interviews would indicate project procur~ment

has been efficient. Cooperation between the CDC technical officer (who

usually provides the linkage between CCCD/PEV and USAID) and the USAID
project manager has ~een good. A serious gap in 1984 in the supply of
Measles vaccine is said to have been partly caused by a switch to cen­
tralized purchasing of this item by AID/W for the entire project. The
MO's placing procurement responsibility for drugs, pesticides, etc.
into AID/Ware well understood. The Mission has previously suggested a

system under which AID concludes a master contract with the approved
foreign supplier(s). The Mission would then place sub-contracts
directly, without using AID/W procurement channels, for quantities and

at intervals reflecting changing project needs.

Recommendation:

The Director/PEV (or other authorized senior official of the Ministry
of Health) should immediately appoint a Deputy Director or, at least,



designate a position whose incumbent would have full delegation of author­

ity to act for the Director in his absence. The position of Chief of
Medical Services would seem an appropri~te choice.

Personnel:

The Central Office of PEV/CCCD is thinly staffed by a handful of pro­
fessionals. Some of these are slated to leave in 1985 for additional train­
ing. Two MD's are to return from tropical medicine studies in Belgium.

There has been a helpful trend to trade quantity for quality. Approxi­

mate1Y 50 low-level positions. overall. were abolished in 1984. The
presently on-board professional staff is the minimum complement needed to

guide and manage the program. However. the staff lacks depth. Absences
or attrition. for whatever reasons, leave deep holes.

Recommendation:

PE should continue to sacrifice Quantity ~or quality by strengthening
its professional cadre u~:il the Droject's structure is firmly in place ..
For example, use of the ~ew computer may permit additional reductions in

clerical and semi-skilled positions (see below).

Compensation - Top-Offs

GOZ salaries are extremely low. At the professional level, they are
a mere fraction of their orivate sector equivalents. For example, the Chief

of Medical Services (U.S.-trained physician with specialization in pedia­

trics) earns - all inclusive - Z 108,000 ($2,500), annually; the Deputy
Chief (who is also the chief evaluation officer) receives Z 76,600
(Sl.770) per year; the Coordinator of Logistics gets slightly less
(Sl,600/year). Most GOZ .physicians are forced to moonlight; they open

a practice or work in private clinics in their spare time. If, e.g. the
above individuals - two extremely motivated, idealistic MD's - felt forced
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to supplement their GOZ salaries, they would, of course, become reluctant
to work unpaid overtime or to go on field trips. As to travel, GOZ per
diems are insufficient to pay lodging costs - not to mention food - in
provincial capitals. Training, supervision, field observation and moni­
toring are some of the project's Ach,lles heels. Disincentives to travel,
i.e., below break-even cost per diems, will further retard the day when
the project structure is in place.

Topping-off salaries of host country officials workin~ with AID­
supported projects raises the obvious question of what will happen when
U.S. contributions to the project end. On the other hand, USAID must
consider the possibility that key professionals may be forced to reduce
their present above-the-call-of-duty daily involvement in the project or
be forced to quit to seek higher wages elsewhere. The PEV/CCCD program ­
as pointed out previously - functions barely at the break-even point at the
professional level. It cannot continue to perform at its present rate ­
not to speak of the projected geographic expansion - if staff quantity or
quality were reduced. Unless the GOZ raises prQfessional salaries and.
realistically augments travel per diems, USAID may have to decide how
badly it wants the project to continue and to progress in the absence of
adequate GOl compensation scales. Most observers, including notably mem­
bers of the Evaluation team - off the record - believe that it will be
years before the GOl can and will take over financial responsibility for
the program. In the meantime, these observers feel the international
community will find ways and means to continue its support for this quin­
tessentially humanitarian program. Thus, the moment of truth - i.e.,
what happens to topped-off emoluments after the phase-out of donor sup­
port - may not present itself for years.

Recommendation:

USAID should, without delay, consider the advantages and disadvan­
tages of using CP for selective salary supplements for designated pro­
fessional key positions and for some increases in the GOl per diem level.
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This is"a difficult balance-of-advantage decision; however. it must be
addressed soon (unless. of course. the GOZ is making the necessary
adjustments) .

Incentives:

The pay system in many francophone African countries has provisions
for incentive payments (variously called primes d'incitation or primes
d'encouragement). In the CCCD context t one could imagine the creation of
an awards system featuring a "PEV Team of the Month" or a "Health Center
of the Month II and/or a "PEV Employee of the Month. II The monetary premi urn
would be small and accompanied by a certificate. This could be linked to
a newsletter reporting successes t problems t and personal happenings. Con­
tributions from the field would be solitited. CCCD must continue to build
its esprit de corps. In this area t it has done a good job to date under
difficult circumstances.

Recommendation:

PEV/CCCD should establish an incentive awards system" and consider
issuing a monthly newsletter to build and increase the organization's
esprit de corps.

Financial Management:

Budgeting: Major improvements in conceptual operational approaches
are indicated and feasible.

Recommendations:

(1) The budget preparations should be based on work plans from the
zones; these should be reviewed (and t in future years t consolidated) at
the regional level. After technical review at the central level and
preparation of administrative and operational cost projections for this
echelon t the total requirements should be cos ted out t prioritized t and
contingency budgets for various reduction percentages prepared.
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(2) There should be clear distinctions between capital and recurrent

costs preliminary to proposing the amounts to be funded by the GOZ national

budget, respectively by CP ..

(3) The Mission (Controller, Program and/or PHO) should participate

and assist in these tasks. There is some confusion at PEV/CCCO and pos­

sibly at higher levels regarding items that can be financed with CPo

Written instructions including copies of correspondence setting forth

pertinent understandings between USAID and Plan should be made available

to PEV/CCCO.

Accounting:

Records seemed to be in good order and up to date. The Chief of

Administrative Services felt that he had received excellent assistance

from USAIO/Controller. He found the USAID CP accounting system so effi­

cient that he adopted it for all of PEV/CCCD's financial accounting

operati ons.

ComDuter:

PEV very recently installed a computer. The CDC TeChnical Officer

agreed that utilization of the eqUiDment for inventories, accounting,

record keeping, budaeting, operations planning and monitoring of teams,

procurement, etc. should be pushed. This will take some time.

Recommendation:

Accelerate utilization of the computer for financial, managerial,

programming, and logistic operations by elaboration of a time-phased plan

setting forth the activities that can be usefully computerized together

with training requirements. At some point, this may call for short-term

TOY assistance by a CCCO expert.
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Training:

The Consultant and the CDC Technical Officer agree that properly

qualified emoloyees would benefit from one or more of AID's regionally

sponsored seminars in recurrent costs, project management, and financial

management. These subjects are touched upon in various training courses

but, presumably, are not as intensively addressed as in the specialized
seminars.

Recommendation:

. The PEV-CCCD Technical Officer should discuss AID sponsored regional

training opportunities for PEVjCCCD employees in the fields of management,

planning, and finance. For examole, CILSS (Interstate Committee for the

Sahel ian Drought located in Ouagadougou) sponsors (AID-financed) seminars
on recurrent costs. ;',1 ternati ve ly, some of these and other AID developed

modules eouid be integrated into cceo in-country and inter-country

training sessions.

Coordination:

The PEVjCCCD Coordinatina Committee meets quarterly to review project

plans and progress. The few reports in the file did not indicate that the

agenda ever dealt with the project's f1nancial problems. Other donors may

consider that these fali more in the area of bilateral PEV/CCCD-USAID

relations. There also appeared to be little, if any, discussion of inter­

project coordi nat i on and cooperation. At 1east the meet i ng reports
reviewed did not show participation by other project reoresentatives nor

by officials from the Office of Primary Health or related autonomous

offices (Nutrition' FP, etc.). Undoubtedly, there are a good many informal

contacts especially among American project managers. However, to reinforce

the fact that these are GOZ projects, it might be well to arrange for pri­

mary health care sector meetings, preferably chaired by the Secretary

Ge~eral of the Ministry of Health. (Note: The Office of PHC is at the

same hierarchical level as such offices as PEV, Nutrition' FP, Leprosy,



Sleeping Sickness, all of which conceptually fall under primary he~lth

care.) Unfortunately, coordination, at least in the past (the Commissioner

of Health has been replaced since this evaluation began) apoears to have
been tenuous.

Recommendation:

USAID should encourage senior Ministry of Health officials above the

level of office (Direction) director to convoke regular primary health

care meetings. (It should be emphasized that PEV - while a vital element ­

is only one component of PHC).

CDA:

The files show that this organization plays an important and contin­

uing role in the Africa-regional context of CCCD. Yet, neither in the

many meeti~gs of the Evaluation Team nor in outside interviews regarding

the project was CDA mentioned even once. Several officials, h~ .... II Cuv \,." '-' . ...;.

and non-U.S., had not even heard of the or9anization.

Recommendation:

Greater emphasis on COA's .sponsorship of the CCCD program initiative

should increase local coordination efforts by CDA members.

u. S. Presence:

PEV receives most of its foreign support (technical advice, com­

modities, and budget support (CP) throuqh the American assistance program.

It is only natural that PEV/CCCD is generally considered a U.S.-sponsored

. project with comparatively minor inputs by others. In addition, the

stringent controls that USAID/Zaire exercises over the CP account, both

its allocations to and within projects, further highlight the American

role and dominant contribution. Lagging GOZ budget support unavoidably

leads to the constant query, "What will you do when U.S. support ends in

1986?" Evidently, PEV/CCCD personnel - particularly in the absence of
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the Director - have no control over GOZ budget allocations and little

access to those who do. They are keenly aware of their government's

commitments and the shortfalls in this respect.

Recommendation:

USAID and CDC advisors should make every effort possible to underline

that PEV/CCCD is a GOZ project in spite of its present dependence on USAID

support. Questions regarding the future of the project should be addressed

to the GOZ policy level by the USAID Director rather than by USAID and CDC

staff to PEV/CCCD operational level personnel who cannot influence GOZ
budget decisions.

Reinvention of the Wheel:

Some Zarois and expatriates (medical missionaries) aODeared annoyed

by the appearance that ORT and chloroquine administrations (especially the

former) were recent "revelations" made to AID and WHO. They pointed out

that they had been applying these procedures for years (not realizing that

their subject knowledge may be incomolete). It might be better to eXDiain

that the use of :hese interventions has been greatly systematized and

refined in recent years by building on the experiences of practitioners

in Africa and elsewhere. PEV/CCCD is now able to familiarize orimary

health care Dersonnel with these latest findings, etc.

Recommendation:

CCD/WHO/AID should lower their profile and sublimate their egos in

dealings with field practitioners. They should tie ORT and chloroquine

project components more to existing practices (deficient as they may be)

rather than give the impression of proclaiming a recent invention.

Concl us i on:

In summary, one might say that the project has exceeded various tar­

gets set by the Proag and has met others as one would define them today

with the benefit of hindsight. The fact remains. however, that the GOZ
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Sleeping Sickness, all of which conceptually fall under primary he~lth

care.) Unfortunately, coordination, at least in the past (the Commissioner
of Health has been replaced since this evaluation began) apoears to have
been tenuous.

Recommendation:

USAID should encourage senior Ministry of Health officials above the

level of office (Direction) director to convoke regular primary health

care meetings. (It should be emphasized that PEV - while a vital element ­

is only one component of PHC).

CDA:

The files show that this organization plays an important and contin­

uing role in the Africa-regional context of CCCO. Yet, neither in the

many meetings of the Evaluation Team nor in outside interviews regarding

the project was CDA mentioned even once. Severa: officials, 1-",+ .. II c:
uv \".'1 \oJ • ...J ..

and non-U.S., had not even heard of the or9anization.

Recommendation:

Greater emphasis on COA"s sponsorship of the CCCD program initiative

should increase local coordination efforts by CDA members.

U.S. Presence:

PEV receives most of its foreign support (technical advice, com­
modities, and budget support (CP) throuqh the American assistance program.

It is only natural that PEVjCCCD is generally considered a U.S.-sPonsored

. project with comparatively minor inputs by others. In addition, the
stringent controls that USAIDjZaire exercises over the CP account, both

its allocations to and within projects, further highlight the American

role and dominant contribution. Lagging GOZ budget support unavoidably

leads to the constant query, "What will you do when U.S. support ends in
1986?" Evidently, PEVjCCCD personnel - particularly in the absence of
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the Director - have no control over GOl budget allocations and little

access to those who do. They are keenly aware of their government's

commitments and the shortfa11s in thi s respect.

Recommendation:

USAID and CDC advisors should make every effort possible to underline

that PEVjCCCD is a GOl project in spite of its present dependence on USAID

support. Questions regarding the future of the project should be addressed

to the GOl policy level by the USAID Director rather than by USAID and CDC

staff to PEV/CCCa operational level personnel who cannot influence GOl
budget decisions.

Reinvention of the Wheel:

Some larois and expatriates (medical missionaries) aDPeared annoyed

by the appearance that ORT and chloroquine administrations (especially the

former) were recent "revelations" made to AID and WHO. They pointed out

that they had been applying these procedures for years (not realizing tha:

their subject knowledge may be incomplete). It might be better to explain

that the use of these interventions has been greatly systematized and

refined in recent years by building on the experiences of practitioners

in Africa and elsewhere. PEVjCCCD is now able to familiarize Dr~mary

health care oersonnel with these latest findings, etc.

Recommendation:

CCD/WHO/AID should lower their profile and sublimate their egos in

dealings with field practitioners. They should tie ORT and chloroquine

project components more to existing practices (deficient as they may be)

rather than give the impression of proclaiming a recent invention.

Conclusion:

In summary, one might say that the Droject has exceeded various tar­

gets set by the Proag and has met others as one would define them today

with the benefit of hindsight. The fact remains, however, that the GOl
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has been unwilling or unable to give CCCD the funding - even in inflated
currency - that the letter and, especially, the spirit of the Project

Agreement call for. It would seem appropriate to bring this stark fact

together with the positive findings'of .the evaluation to the attention of
the Gal Ministries (Commissaires) of Health, Plan, and Finance. The

American Ambassador may want· to consider a letter to the President.
Referring to the latter's inaugural address with its specific mentioning

of CCCD/PEV, the letter might point out that the longer tenn success of

the joint project is in danger due to underfunding by the GOZ. If this
situation oersists, it would be impossible for the Embassy/USAID to justify
any requests to Washington to continue support of the project (e.g., a

Phase II effort) after 1986 in its present fonn. A positive answer could
be used by the Ministry of Health as leverage in future budget negotiations.

Many, if not most, of AID's previous, multimillion-dollar vaccination

projects in Africa have failed upon phase out of AID support. Suffice it
to recall several of the West African vaccination (measles) projects going

back to the early 1960's with which the consultant is personally f~miliar.

Similarly, the Cameroon CCCD project started to regress within one year of
the 1982 ED? The underlying cause of these failures has generally been
insufficient fundina by the countries' national budgets.

Hopefully, the GOZ will escalate its financial effort. If this were
not the case, what are AID's ootions?

(a) Reduction of the project in size (e.9., geographic extension)
to fit Gal funding levels with appropriate cut-backs in the

remaining $749,000 of the USAID commitment and stretch-outs
in unsubobliaated PIO/e balances. (The contractor did not
check their status.) If the project's expansion were
slowed, it is quite oossible the pressure from less favored

areas may focus Gal attention on the program and its problems .

BEST AVAILABLE COpy
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(b) Greater inputs by AID to compensate for the GOl's (temporary?)
contribution shortfall. In practical terms, this would pre­

sumably mean USAID's agreement to an increase in the CP
allocation to the program.

(c) By considering the project a relief program for children,

its political importance (i.e .• provision of a vital service)
may justify ESF support until the conditions for an eventu­

ally self-sustaining development project exist.

(d) Support for the project might be ended as planned and future

support be concentrated on the reinforcement of related

efforts (SANRU) .

. (e) Mobilize additional support by other donors .. The humani­
tarian nature of CCCD and CDA sponsorship may favor a
(U.S.-supported) GOZ appeal to the donor community for

(additional) assistance.

(f) These and other aotions can be combined and permutated in

various forms.

The important task is to find a way of providing continued CCCD
services, be it within or outside an effort that meets AID's develop­
mental criteria. The appointment of a ·new Health Corrrnissioner should
provide an excellent opportunity to review the situation and to begin

a new high-level dialogue.
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LISTE DES IDQJHtNTS SUPPLEMENTAlRES A USAID/KINSHASA

1. ffiOJECT PAPER: Combattin~ Childhood Communicable DiscClscn

2. "Accord de Don Pour Project entre La Repub1ique du zalre et 1es
Eta ts-Unis d I hn~rique pour 1a lutte Contre 1es Maladies Communi cables de
l'Fnfance" (Project Agreement) 31 AoQt, 1982.

:3. Revision du Plan d' Opera tion du Programme Elargi de Vaccina tion du ZaiIe
1982-1986.

4. "COtmtry Assessment", Combatting Childhood ComIIlmicab1e Diseases
Pro ject, Zaire.

5. "EXecutive Summary: CCCD Zaire Economic and Financial Aspects", Marty
Mak in en , July 1984.

6. Health Education Component cem Zaire, Trip report, joan C. Mayer.

7. "Zaire CCeD Project Consultation February 24 - ~.arch 25,1984", Stanley
0. Fas ter, M. D., M. P. H, 1984.

'.
8. '~EMORA'ffil.;~: Colleen Conroy ecm Project Director, OT.o\...."5 to Dic.\( 'Wall,

Peace Corps Director, zaire." Subject: cern Consultant ?..epo::'t.

9. "Scope 0 f ''';ork for CeCD Finance and Economic Consu.:;. tcin t l".ar tin
1984.

10. "Financial and Economic Ccnsultant Report, Zaire CCeD Erojeet··, i-lartin
Mak inen 1984.

11. "Programme Elargi de Vaccination (reV), Plan d 'Opt!ration 1980-1984."

1 2. "Ra pport d' Activi t~ PEV pour l' Annee 1982."

13. "Rapport d'ktivit€ pour l'ann~ 1983" Programme de wtte Centre les
Maladies Diarrhejques.

F~. "Plan du Programme de lutte Contre 1es Maladies Trans:n.issib1es1984."

15. "Report of Consultation on ORS and Health Education in Zaire and Congo",
He1 inda Moor e.

16. Minutes: "AID "1alaria Strategy Meeting, Columbia, Maryland" June 19!:lJ.

..
17. "CCCD Regional Project Description and Workp1an for Fiscal tears

1983-1984 (October 1, 1982-September 30, 1984) " •
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18. "cem Regional Project Annual Report Fiscal Year 198:;".

19. Compte Rendu: "Reunion du Comit~ Directeur du PEV, ~5 Fevrier, 1983" •

..
20. "Rapport de Fin de Mission ~ Kinshasa au Directue PEVICCD", Ka thy

Parker; CDC Atlanta, Fevrier, 1984.

21. .. Zaire FY 84 CCCD Annual Report ".

22. 'M pport de Miss ion au Shaba de Mambu rna Disu et Felix N. Awantang",

September 1984.

23. "CCCD Sta tus Report on Implementation of Foster-Makinen Recommenda tions ",

2[,. E'/aluation du Systeme de Surveillance Sentinelle a Kinshasa, Jay10r 196::-.

25 a Rap?O!"t ActiV'it~s Annuel PEy-ccm 1983,1984

26. Etude de 1a Pr~va1ence de 1a Diarrhee et de la Fievre: ainsi que des

Vaccinations Antirougeo1euses dans un Centre de Sant~ an Milieu Urbain,

'!aylor, 1983.

27. Etude sur les Cas Hospitalis~ de Rougeole a l'H'q>ital !'aIDa "femo.

Tey10r, 1983.

2R. EtudP. sur 1a MorblUt€ a Kinsh~sa, Taylor, O!cembre 1983.

29. Etude sur 1a Mortalit~ et Utilisation de Services en Milieu Rural au

zarre, Jay10r, OCtobre-Novembre, 1984.

30. Systerne d' Analyse des Donnees de Vaccinations Admin is trees.
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31. Guide pour l'Evaluation des Activi~es des Equipes Regionales et

Sous-R~gionales du PE V.

~2. Ex: plica tion du Systeme de Traitement des Donn~s de Vaccination et' de

Surveillance des Maladies par l' Ordinateur.

33. Instructions sur 1 'Utilisation des Forll1\laires de Receuil des Donn~s

Rela tives au Programme CCCD.

34. Evaluation du Systeme de Surveillance Et:abli par Ie PEVlZalre, 1981-1983.

35. Plan d' Action des programmes UNICEF-CanseU Fxecutif pour l' lInnee 1984.

36. Ra pport Technique sur 1 'Utilisation de 1a 'IRO a 1 'HCpi tal Mama i:ema a
Kinshasa •

37.Fic...~es Techniques au ?£v/CCCD a 1 'Usage du Pt>Isonne.l des Cent:l:'es de

Sant€ •

:'8. Liste des Zones de Sante delim.it~es au Zatre 1984.

39. Rapports des Eva1ua tions Interna tiona1es du PEV IZatre fai tes en 1979;

1980; 1982.

40. Ra pports Annue1s des Activies duo PE\' pour 1es Ann~s 1982, 1983, 1984.

41. Jeu de I'bdules du Cours National de Receyc1age pour 1es Me'decins Chefs

de Zones de Sante, 2l!me Edi tion, Mars 1984.

...
4'2. Strategie Nationa1e en Mati~re de Sante Cabinet du Commissaire d'r.tat a

1a Sante Publique, Juil1et 1984 - non Illbli~ •
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43. Correspondence du Pro je t: 19H2-1Y83-1984.

44. Gestion Fonds Contre-Partle: 1982-1Y83-1984.

45 PEV reports 1982, 1983, 198u

46 Evaluations du PEV, 1980, 1982

47 Fiches techniques du PE \-C~CD Programme de lutte contre1es maladies

diarrh~ique au Zaire, 1982

48 "Cost Study of Expanded Program on I::mluhization in the Zambia," R. L

Robertson, 1. Ujoodha, K. Ah.mea. J. n. Davis, :.. Sanoh, March 1982.

"'. ".

49 "An Operational Framework for Discussion Re:curL'cnt Costs :tn the

USAID/cCCD Project,"J. Ferster, january 1985.

50 .. Conclusions Gen&ales des Travaux de la Table Ronde sur les Soins de

Sant~ Primaires," D~partement au Pla::, D€cembre 1984.

51 The Comeroon EFl Program on year after project Termination - Trip Report

by Felix Awanta..'lg Public Heal thAdvisor I USAID /Zi'i 1rp..
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ANNEX V - Personna!!es Contactees

Persoos Contacted bv The Evaluation 'learn

A. Kinshasa

Dr. Thhibasu MubiRyi, Commissaire d'Etat a 1a Sante Publique
Cit. Mushobekwa wa I0ltana, Commissaire d'Etat it 1a Sant~ Publique
Dr. Pan.QU Ka~za, Conseiller ~dicale

Cit. ~ibikay, Conseille:r Financier et Administratif
Cit. Rukirande N<.anda., Healt.~ Educa tor, ccrn
Cit. Mushyia, ffiT Implementor, ccrn
'1ark Szczencowski, Supervisor Project !-bnkyJX)x
Dr. Celestin Ganti.'1, Coorri:L'1nateur Programmes Or1S
Dr. Si mon e Be r nar d, ~'de cin de l' 0.1 5
Dr. Kala mOil Iial.ula, Mede de Pro je t SANR U
Dr. Frank lLl1 Baer, Project M3.nager SA'.'RU
"~. Richar<i. L Podol, Director, USAID
Mr. Art.'tur S. Iezin" Asst. Director, USAID
Mr. Richard Wall, Peace Corps Director
~. Robi.'1 Ste:nwarc, Asst. P83ce Gorps/nealt.'1
Do:. KahatIiJa N<a::ran;t, Director CEPLA.'·;1JT
Dr. Ri ch "'..1'" d Er~, Te c.'t ni cal Ad v isor CE H.A~U T
Dr. Franl< Davac.hi, Chief Pediatrics, l'B1M Yemo Hospital
Cit. Serevu~, Chef d'Equi,pe, Salle d'urgence ~::a Yeoc
ludo Mar tens, Indus tr ial Pharma c1st, IAPHP.K 1

'. 'HIe ~drty'Pipp, Cmsult3.nt Operations" Resea-rch, SFNRl:

E. Dur in¥; F~ el:: 7y~ is i ~
Dr. Lya~~o. '·l€rj.:>cin I!lspecteur Regional, Shaba
~~. Ba~1{ e':" ~~3.':'! Su per"" is eur ..-\djo in t ~v /CCCD, Shaba
Cit. Bu~a'5a 1Jsu.~:±a. Chef c'Equipe PC:V/CCCD, Shaba

Dis pens.'i i!"e ~e Ra tuba

Cit. Kanyimho, Titulaire de Dispensaire

Hen i ta 1 Un i v er sita ir ~ de lJ..tb umb ash i

frofesseur l'.'illyrand

Centre de s.::mt€ de P.:"l3.shi (Univers1t€ de Iubu!!!bashi)

Dr. Tsh iulil
Dr' • Lubu y'a

Centre N<lwezi, ~decin Directeur
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r.P.l1 tre de Sant~ de Masaidiano

- Sr "1 AA. IE RA PHAE L, TI. tula ire de Dis pensa ire
- Sr MUILA ILUNGA

Clinique SNCZ, Luburnbashi

- n:-. N..n IDKO, Directeur Hed.i cal
- Dr. ALLEffi E, Chef de PM I
- Cit:.

Cen tt f.' Nu tr itionn el de RW AS HI

- Per e BERNA~D ANDR.E
- Ci toyenn~

- Dr. MJA.KA ~]A 13 liENGE
- G<1uverneur KONDE VILA KIKANDA
- KiIKADI TSP.L-\W 13E1U: Chef d 'Equipe PEVlcCCD
- IT-. "ICDY I LLTiLAM VU, ~edecin Sous-R~gional

- 2ti. DTI...lNGI, Directeur· de Region
- ':it. t'.~.LIALA SHAFALI, Commiss::dre Li:'bai."1, ~uji-~'ayi

OJ - 5RUO: Kf.NVl::'DY, UNICEF
~ - IliiNGA KALENDA, Directeur Centre Pro:estant....
1:. - '1 FD 1'1 '" A ~1 ro YI,
§ - 1'3 ~ lSV!oKA '1 PINGA
;:::: - KAR EYA.. NXA.S r:A"1.~
h
OJ
~ - Dr. ~:.,~~A:··fRA MILl, M€decin Chef de Z'JnE
<'"") - ~i11r~1nA '1D,-~!Rlt Techiliclen d'AssainLc;;sement ~~·~aa
"tl
-..:;:

Zone Kalenda

- MUSAU KASOLO, Pharmcienne HGR Kalenda
- 1SHIBANDA 'ISHIBANDA, Seer€ta1re H<R Kalenda
- '1UIDMBO KAZOMB, Infirmier sup€rviseur lie ZSR ~:a.lenda

- Dr. MULAMRA 1SHIKELE, M€decin superviseur de l' HCR Kalenda
- nr. MUIUMBO KAWA"lA KA'IDHB, ~~decin Chef 'ie ame de Sante Kajenc!a

Zone Kib an ga

- NSOMBA NICITA, Secr~taire

- NZEMBOU KABTJALA, Superviseur
- MlCIPAYI NDUMBI, Superviseur
- KAZAn I MU LUBA, Admin is tra teur
- Dr. KANKONDE MUIDMBO, Menager Interimaire.

Centre de Sant€ Kaseya

- Cit. MUTOHBIA TAM:INA,Infirmier, Kaseya Healt..~ Center

Cen tre de Sante lup.1 ta

- Sister KATl, Chief Nurse, !.llputa Health Center

jmenustik
Rectangle

jmenustik
Rectangle
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Zone de Sant€ Kab in da

- Commissaire 50us-R€gional de Kabinda
- JEROME HAiDLIE, M€decin de ZDne
- Alain HERIDT, Doctor Hospi tal
- NS ENDE 'IS HIS UMBUIE, Do cteur de 1 'hapi tal.
- K~ONG) KlMPO, Superviseur mv
- MllAMBA TaruNDO," 5S P
- KIBONGE MAD IMBA, Admin is tra teur R€gional
- Soeur GER'IRUDE, Centre de SanM Diocisien Mama riJbutu

Bemame Mpaza

Chef de Centre: MBEl3E MUlENDA
Accouc"euse: MI'ISHIEDI K~AMBA
f.n ima teur: E PANDU NO JIB U
Commis: 'ISHIBAMBE NGOiA

Bandundl.1

- Dr. OCW ANGALA MOS IAN' A, M€d e cin I ns p€c t eur
- Ci to yen Si.<\N !1M.00 GO , Superviseur
- Dr. BODAR T, M€dec1n Chef de Z5U de Bandundu
- CitoYe!!.."le P-.BULFRE. TI.t1J.l~tr~ rill ~ Iwani-Salaminta

Bokoro

- Dr. 'fEr, H€deci.::. affecte a l'Hopital de Bokoro et rempla~ant le ~decin Che!
~e Zone =bs~t

- Cirayen ?::'o\Bo!'t"ur) ~BEJ, Infirmler ti tulaire du CS Kempa
- Ci to yen :-! OMB IE IYEND A, In firmier ti tula ire dueS de ~ an ga -N,s an ga
- Ci to ve-, '~u':erneur de La Region dE: Bandundu

Katana

- Dr. MAA.IAM MALENffiEA\~, M€decln Directeur, Zone de Ka tan a
- Mrl MtTtCIZA RUnMANA, Secretary of rev Team Btitavu
- MIne F.AA.OHB}'..,. Asst Coordinator PEV Team
- Dr. KABONGO MUTAPIKAY, M€decin Chef de Zone Urbaine Bukavu
- Cit. MWANDO NS IMBA, C-ouverneur de Region de Bukavu
- Pere IX:MINJ GIOVANNI. Director CS Cimpun da, Bukavu
- Mr. ~. MUSAMBA, Infirmier Ti tulaire CS Bagira, Bukavu
- Dl:'. J. M. OONNAY, M€dec1n Chef de Zone p. 1 - Walungu
- Soeur EM.TI.IA MARIE <ROMBE, Chief of Nursing Staff, Walungu
- Cit. BAHATI BIN MANlNGA, ROBER, Administrateur ••
- SoeurGEORGETrE, Director, CS Mubumbano
- IX. SAMU, M€decin, Zone de Goma.

. - Dr. ROSELYN GLICXSMAN, P. C Doctor, Kinshasa
- PATTY KISS lNGER, Reg. PC Rep. Goma
- Cit. HAKlZlMUNGU, JEAN, Vaccinator PEV TEAM, Goma
- IX. LIAMBI - M. C. de Zone Uvira
- Dr. VINCENT DE BROUWER, lMT Kasoogo

- Dr. SEKAGAIDA HABYARlMANA, Uvira Hospi tal
- Dr. MIFlLA
- Dr. MRiONI EMUNGA, M€decal Director, Uvira Hosp! tal

BEST AVAILABLE COpy

Has pi tal
"
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- Cit. GIGWISlYA-MUMBlliCU, Chief mv Team Kindu
- Dr. SOIANGE MEID'ITE' lln Kasongo
- Dr'. TAMBWE, Medec1n Chef de Zone Kasongo
- Dr. illC BONNEIJ X, 1M T Ka son go
- Dr. BART CRIEL,
- Dr. BADlBANGA.,
- Cit. OMARI KITOm, Infirmier Titulaire CS 3 Kasongo
- Dt-. XAVllR DE BETHUNE, Asst Med. Chef de Zone, Kindu
- Dr. MAKAHBA MBONA RIBA, Mill SOlls Regional, Kindu .
- Dc • .J>ffi\.N VAN DEN BRANDT, Chief Trypanosomias Team Kasongo
- Cit. Sli\NCO, Commissaire Saus Regional Assistant, Saus Region de M:myema

(Kindu)
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AtmEXE VI.

Equipe Mixte d' Evaluation: Liste des Participants International Evaluation
Te:lm: List of Participants.

A. les Evalua teurs Principaux/Core Group of Evalua tors

1.

2..

3.

4.

5.

Dr. M. S. Ii chnev ski,

Dr. Nicole Goer in,

Dr. James D. Shpperd,

Mr. Marty Makinen,

Mr. Harvey E. Gu tman ,

Fonctionna ire de l' OMS ISiege, Geneve.

Chef de Service des lli.ladies Transmiss ibles et
Vaccina tien, Cen tre In terna tion de 1 • Fnfance,
Paris, France.

Regional Health Officer USAlDJREDSO-WCA,
Abidjan. Ivory Coast.

Fconot:rlst, Coo.sultant, ABT Associates
Cambridge. Mass., USA.

Management Cmsul tan t, Checchi Co.,
Washington, DC, US A.

B. Groupe de Ressource/Resource Group

1- ~. Felix N. Awan tang,

OJ ~ !"t'. Robe::-t J. Bal~"b,
~

..
--;
h
§ 3. rr Ckwo Bele- '""' .r-
h
0)
r-
rr, 4. Mr. D:ivid Eckerson ,
("')
a
"'lJ
""<

5. Dr. Ruben Gamboa

ccrn Project Officer, USAlDf.Zinshasa

Supervisory Publi~ Hf"ril tr: Advisor, Ce:lters for
Disease Control, Ar 1an 'La , i~, tEA...

Coordonnateur Charge de l' ::valll2.t:l-,jr. EEVJCC,(.D.
Za ire.

Health/Nucrition rovisor i-o:i-ir, A.iU, ;.j"C:1l::lhi.llglvh,

DC. USA.·

Mministrateur des Projets, I:e'veloppement du
Jeune Enfant, UNICEF, Kinshasa.

6. Cit. Kapitaine Khantaway, Assistant Chef de Service Technique PEv/CCcu,
Kinshasa.

7. Dr. Mamhu""1Ila -Dis u,

8. Dr. Glenn L. Post.

9. IX. Seruiingo Didace,

'. 10. Mr. Jean Roy.
\

11'. Ik. William Taylor.

12. Mr. Imachul Ujoodha,

~decio Chef de se rvice Te enniq ue PE vi CCCD ,
Kinshasa.

Chef, Public Health Division, USAlD/Kinshasa.

Directeur du 1£ V, Burundi, OMS IAPRO.

Te eno1c.:.l Off! cer. ccrn /Kinshasa.

ccm Field Epidemiologist ccm /Kinshasa.

Technicien des Op~rations OMS/AFRO,
Brazzaville. Congo




