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EXECUTIVE SUMMARY

Executive Summary

The present health sector support agreement between Zambia and Sweden
covers the period 1986-88. A new agreementwill be entered into from 1989.
This evaluation was carried out as a basis for the new agreement.

The evaluation comprised three phases, and has been carried out by a
joint GRZ/SIDA team in May (phase I) and September 1988 (phase III).
Phase II was a compilation (injune-August 1988) of field research on health
care in rural areas and an analysis of data on the use of drugs.

Preliminary findings from the first phase were summarised in an interim
report, which is incorporated in the present final report.

The Swedish support to the health sector in Zambia started in the early
1970's, flrstwith volunteers, and later with personnel support to the training
ofnurses and midwives. It was from 1979 organised as a health sector support
programme (HSSP). The present programmes under HSSP are:

' construction and upgrading of rural health centres,

0 primary health care training,

0 health planning, including health information

0 transport,

* nutrition surveillance,

' essential drugs,

Q AIDS.

The evaluation covers the whole period 1979-1988. Several of the indi-

vidual programmes have been evaluated during this period. The last comp-

rehensive evaluation of the HSSP was carried out in 1988.

SIDA Evaluatlon Report 3/89. No Short Cuts to Health 1



EXECUTIVE SUMMARY

Health information
A revision of the system seems necessary and the present form of support
seems appropriate in order to make it more efficient.

AIDS
The effectiveness will to a large extent depend on the capabilityfor receiving
support and on donor co-ordination.

4 SIDA Evaluatlon Report 3/89, No Short Cuts to Health



INTRODUCTION

Chapter 1

Introduction

Background
The Swedish supportto the health sector in Zambia startedin the early 1970's,
firstwith midwives as SIDA volunteers to provincial and district hospitals, and
some years later with personnel support to the training of nurses and

midwives. In 1979 an agreement on the construction of a post basic school of
nursing was signed.

The Swedish assistance was from 1979 organised as a health sector support
programme (HSSP). The two on-going programmes, the Nurse Tutor Pro-

gramme and Post Basic School of Nursing, were included in the HSSP.
The present health sector agreement between Zambia and Sweden covers

the period 1986-88. A new agreement will be entered into from 1989. This
evaluation is carried out as a basis for the new agreement.

The evaluation covers the whole period 1979-1987. However, several of the

individual programmes have been evaluated during this period. The last

comprehensive evaluation of the HSSP was carried out in 1983.

Under the HSSP, SIDA directs assistance to the following programmes:

Health Planning
SIDA has continued to provide personnel and financial support to the Plan-

ning Unit of the MOH which was established in 1979. The Planning Unit's
main aims include formulatingpolicies and plans for the development of the
entire health sector in Zambia. It is also responsible for facilitating the
implementation and monitoring of such plans and policies.

SIDA Evaluatbn Report 3/89, No Short Cuts to Health 5



INTRODUCTION

PHC Training
SiDAsupportin this areawas initiated in 1981. Its primary oljective is now the

trainingofCHWS andprovision of transport and other equipmentfor CHWs.

It includes the training of existing staff and education of staff from relevant
sectors, including party workers and community leaders. SIDA previous
support to the training of clinical officers and post-basic school of nursingwas

completed in 1986.

Essential Drogs Programme (EDP)
Under this programme which started in 1985, SIDA'S aim is to improve the
supply and use of drugs at RHCS and by CHWS through a new distribution
system with pre-packed drug kits.

Additionally, SIDA, under this programme, is involved in refresher trai-

ning of health workers, in strengthening planning and management at all
levels, and through information on proper drog use.

National Nutrition Surveillance Programme (NNSP)
In this area, SIDA support is directed at building up a national nutrition
surveillance system with the ultimate aim of alleviatingproblems of malnutri-

tion in Zambia. It involves the assessment of the magnitude, severity, and
distribution of nutritional problems and assistance in taking remedial mea-

sures.

Rural Health Centres

SIDA has from 1979 to 1988 supported the construction, rehabilitation and
upgrading ofRHCS, as well as acquisition of equipment andfurniture and the
supplyof dean water to its supportedRHcs. A RHC maintenance programme
is planned to replace the construction and upgrading activities.

Transport Programme
The SIDA supported Transport Programme in the MOH started in 1979with
the aim of improving the general transport situation in the country with
regard to the basic health services in rural areas. It includes the establishment
of a central workshop and spare parts store in Lusaka, workshops in each
region, a spare parts supply system, a maintenance administration system and
training of staff.

6 SIDA Evaluatlon Report 3/89, No Short Cuts to Health



INTRODUCTION

AIDS

TheAcquired Immuno-Deficiencysyndrome (AIDS) has been recognised by
the government as a major public health problem in Zambia. Accordingly, an
AIDS Task Force and a National AIDS Surveillance Committee have been
formed in December 1985. SIDA is since 1988 involvedin all these initiatives

through financial and technical support.

Health Information
SIDA supports the Health Information Unit at the MOH Headquarters in the
area of improving data collection and processing, by sponsoring a Health
Information Planner.

HSSP Budget 1989
(SEK million)

SIDA Evalua1lon Report 3/89, No Short Cuts to Health 7



INTRODUCTION

Objectives of the Swedish health sector support
In SIDA'S administration the project support memomndum (in Swedish "insats-

promemoria") has a prominent place as the basic documentfor the Board of
Directors' decisions on SIDA'S activities in a specific country. In that docu-

ment both the long term Objectives and the short term targets are specified
as well as the resources which the Swedish government is prepared to
contribute. The main points in the memorandum form the principal content
of the Speczjic,/lgreemm,t on support to an individual programme. It is, in prin-

ciple, against goals and targets in that document the project performance
should be evaluated. However, agreement documents are seldom specific
enough to give guidance for evaluation.

An agreement is made more precise through plans of operation, budgets
and at the annual review discussions. In the case ofHSSP there exists virtually

no plans of operation, and although the annual review documents have been
helpful for follow-up, the sector support Objectives were, in practice, to be
found in the project support memoranda.

The objectives of the Swedish support to the Zambian health sector were
first expressed in the project support memorandum 1979 as follows:

"The overall objectjve for the Swedish support is to develop the basic
health system in rural areas with priority to neglected areas. The sector
goal is to create preconditions for effective basic health care in accor-

dance to Zambia's plan for primary health care."
"Project goals are to support the health planning function at the
Ministry, to upgrade rural health centres infour provinces, to build new
rural health centres in three other provinces, to train rural health
centre staff, to train various types of staff for the prima1y health care
strategy, to create an effective transport system, and to create a system

for nulrition surveillance"
The project support memorandum from 1985 stated the same overall

objective. The project goals were almost the same as in 1979, but "various
types of staff" was specified as "to strengthen the training of nurse tutors". It
also had one new project goal added: "to create a system for effective
distribution of drugs".

The 1987 memorandum again had the same overall Objective. No specific
project goal or production targets were mentjoned, presumably as it covers

only an one-year extension of the previous three-year agreement,

8 SIDA Evaluatlon Report 3/89. No Short Cuts to Health



INTRODUCTION

These objectives and goals have two characteristics that shouldbe pointed
out. One is that they are not quantified (with one exception, the number of
health centres in the programme). The other, and more important, is that the
immediate aim of the SIDA supportis not expressed in terms of improvingthe
health of Zambia's people, bringing down mortality rates or the like. These
goals are implicitand should, itis understood, be taken care of bythe effective
implementation of Zambia's health care policy. SIDA'S role is stated to make
it easier for the government of Zambia to implement its primary health care
policy as it is expressed in the document "Health by the People" from 1981,
which is still valid.

Naturally, the evaluation has also to take such implicit goals into conside-

ration. It is, however, diiiicult to measure the HSSP'S performance against
general health indicators, both because they change only slowly and because
it is not easy to establish a direct relationship between health and changes in
the health care system.

The jack of quantification or, in SIDA'S terminology, "production targets"
of the goals SIDA'S support is presumed to achieve, makes it diflicult to assess

the outcome of a specific programme in relation to plans or input. Also the
accounting systems on both the Swedish and the Zambian sides are not very
well suited to finding out with accuracy how much money has been spent on
the various HSSP subprogrammes. We have, as far as possible, tried to

establish the amount of resources spent over the years on each subprogram-

me. The figures for this are summarised at the beginning of the chapter
dealing with each specific programme.

The problem of cost-efficiency, which the team fett shouldbe discussedfor
certain programmes, has been dealt with in a roundabout way, e.g. by

comparing existing manpower and suggested capacity or by making compa-

risons to similar programmes in neighbouring countries.

The objectives of the evaluation
The terms of reference for the evaluation (appendix 1) states that the
objectives are
* to analyse the impact and the present effectiveness of the health

programmes and SIDA'S support;

SIDA Evaluatlon Report 3/89, No Short Cuts to Health 9
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' to discuss the implications of various alternatives for future SIDA
support to the health sector;

* to make recommendations for fiiture SIDA support to health
development in Zambia, based on the iindings of the present evalua-

tion, on the Zambian health policy and the Swedish policy for de-

velopment co-operation.
The terms of reference also says that the evaluation shall cover all health

sector support programmes from SIDA, except the AIDS programme, which
started only recently. The evaluation team has understood this to mean that
the plan for the AIDS programme should be considered when recommen-

dations on the future support are made, but that there is so far hardly any

SiDA-supported activities in this programme to evaluate. The situation is

similar for the health information part of the health planning programme.
Not included in the terms of reference are the three programmes which

were terminated during 1985 and 1986. For the sake of completeness the

resources spent on these are summarised in appendix 5.

The evaluation method and organisation
The evaluation was carried out in three phases. The first phase - in May 1988
- was a general review of the subprogrammes, based on interviews in Zambia
and on written sources. Although covering all SIDA supported subprogram-

mes, it put special emphasis on the review of health planning and on the
essential drugs programme.

Phase Ilwas a compilation and analysis ofavailable field research on health

care in rural areas. The objective was to study the functions of health services

at rural household and village levels, e.g. the coverage and utilisation of

RHCS, the role of CHWS etc, with the aim of providing a basis for a better

understanding of the possible consequences for the ultimate target group of

the SIDA supported programmes. This was carried out by a local consultant.

Also, during the same period (]une-August 1988) a compilation and analysis

ofdata on the use of drugs and prescription habits at the RHCS was made by
the essential drugs programme and the PHC unit at the MOH. The terms of
reference for these tasks were decided by the evaluation team.

Phase III took place in September 1988, in order to make it possible to
submit the final evaluation report before the next SIDA/ GRZ annual review

jO SIDA Evaluatlon Report 3/89, No Short Cuts to Health



INTRODUCTION

of HSSP in November 1988. In this phase the findings from phase II were
taken into consideration. Also supplementary information concerning the
various subprogrammes was included in the evaluation. In this phase special
emphasis was put on analysing the possible consequences of the present
economic crisis in Zambia for HSSP.

The terms of reference for the evaluation were drafted during the HSSP

annual review in Lusaka in November 1987. The draft was later revised after
discussions at SIDA in Stockholm. The final version was agreed upon in
connection to the actual start of the evaluation at the beginning of May 1988
in Lusaka.

The evaluation is a joint GRZ/ SIDA exercise. Apart from being a logical
consequence of the principles in the HSSP agreement it made it easier to
obtain accurate information from both Zambian and Swedish sources com-

pared to using an all-swedish team.
The members of the team were:

Mr. S. Dahlgren (team leader),
Senior Evaluation Oliicer, SIDA, Stockholm,

Dr. V. Diwan,

consultant, Department for International Health Care Research,
Karolinska Institutet, Stockholm,

Mr. K. Eduards,

consultant, development economist, Stockholm (phase III only),

Mr. A. Gunnarsson,

consultant, Stockholm, formerly Senior Health Planner (phase I only),

Dr. L-K] . Mwansa,

consultant, Department for Social Development Studies,
University of Zambia, Lusaka

Dr. R.S. Patel,

Planning Unit, Ministry of Health, Lusaka

Dr. O.S. Saasa,

consultant, Department of African Development Studies,
University of Zambia, Lusaka

SIDA Evaluatlon Report 3/89, No Short Cuts to Health 11



INTRODUCTION

Dr. T.K. Sinyangwe,
Primary Health Care Specialist, Ministry of Health, Lusaka.
Resource person:
Ms. M. Nordenfelt,

Senior Programme Officer (Health), SIDA, Stockholm
The bases for the first phase of the evaluation are written sources and

interviews. The written material is in the form of consultancy reports from

evaluations andfollow-up studies or assessments of new paris of subprogram-

mes, annual reviews, internal SIDA memoranda and economic reports, GRZ

policy documents etc.
The evaluation exercise startedwith extensive briefings by members of the

staiTs related to each subprogramme. The briefings were given to the whole
team. Theywere followed up byindividual team members through interviews
with one or two members ofstaff related to the programmes. Interviews were

also carried out in Lusaka with representatives of GRZ agencies or other
donors to the health sector (see list of interviewed persons, appendix 2).

In order to obtain information from the implementation level a four-day

field trip for the whole team was made to the Eastern province. The team

visited PMO, the General Hospital (pharmacy and wards) and the provincial

workshop in Chipata, the DMOS and district hospitals in Petauke and Katete,
and six rural health cenu-es of different sizes.

The results of the two tasks in phase II (section 1.4) were summarised in

separate reports. The main data from the study on drugs use is included in

chapter 6 of the present report. A summary section of the report on field
studies on community health workers and rural health centres is attached to

the present report as appendix 4.

In phase III follow-up meetings were held with the staff of all the HSSP

subprogrammes. Interviews were held to obtain information for the discus-

sion on the consequences of the economic crisis (chapter 2), and several team

meetings were held to discuss final conclusions and recommendations of the

evaluation.

Previous studies
As preparatjon for the work of the evaluation team three studies have been
carried out on a consultancybasis by two of the team members in Lusaka. The

12 SIDA Evaluatlon Report 3/89, No Short Cuts to Health
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first study, written by Dr. Saasa and submitted in October 1987, discusses the

changingpreconditions for canying out the national health sector policies in
a period of economic crisis.

The other two studies, written by Dr. Saasa and Dr. Mwansa respectively
and submitted in April 1988, are compilations of relevant documents for the
HSSP and conclusions are drawn concerning each subprogramme on the
basis of the conclusions and recommendations of the reports reviewed. Parts
of these reports are incorporated in the present report.

The interim report
An interim report was submitted injune 1988 summarising the findings from
the first phase of the evaluation and giving tentative conclusions and recom-

mendations. It was made partly to facilitate for the Ministry of Health and
SIDA to enter into a dialogue concerning the next three-year agreement
before the evaluation was iinalised in October 1988 and partly to create an
opportunityfor making corrections and amendments. Although large paris
of the interim report are included in the present report the two reports
should not be considered identical in content, The evaluation team's final
conclusions and recommendations are in the present report.

SIDA Evaluatlon Report 3/89, No Short Cuts to Health 13



THE CURRENT ECONOMIC CRISIS IN ZAMBIA

Chapter 2

The Current Economic Crisis
in Zambia. Health Sector
Development and Prospects

Profile of the economic crisis in Zambia
During the first ten years of independence in Zambia, the economy showed
remarkable level of progress with output and employment growth rates
greatlysustained while real wages in the formal sector increased considerably.

However, the post -1975 period tells a different story. From a generallyhealthy
balance of payments position, the economybegan to deteriorate due mainly
to the decline in copper export receipts. Meanwhile the dependence on
copper exports continued despite the fact that copper production declined
from 33% to 15% of GDP over the 1970-83 period.

Several macro-economic consequences of these developments became
evidentduringthe post-1974 period. For instance, GDP remained static while
domestic income declined by 30% over the 1970-1988 period. Population

growth, at an average of 3.3% per annum, further contributed to the drastic
reduction of the country's real per capita income. Meanwhile, the count:ry's
debt burden escalated to unbearable proportions and the situation was made

worse by a substantial reduction in external loan disbursements.
The unsatisfactory economic performance of the Third National De-

velopment Plan (TN OP) (1980-84) revealed this poor economic record. The

TNDP actual growth rate of only 0.06% was well below the anticipated rate of
4.8% per annum. Explanatory factors identified include the decline in

14 SIDA Evaluatlon Report 3/89, No Short Cuts to Health
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Alter I975 the Zambian ecmiomy hogan eo deteriomtejmm a gmerally health); bakmce

djpaymmt situation. The debt Imrdm escalated eo tmbeamble pmpo1tions.

Photo: Per L-B Nilsson. SIDA Photo Archiues

investment levels and volume of imports as a result of foreign exchange
constraints. Actual aggregate investment was only 15% as opposed to the
planned target of 29% of the GDP over the plan period. Furthermore, only
62% of the planned imports level was realised, mainly covering the raw
materials needed in the import-intensive manufacturing sector. Capital
goods imports were restricted to rehabilitation requirements of the mining
and industrial sectors, resulting in the absence of adequate new investments
in the economy.

Against the above background, the economic performance of all the prin-

cipal sectors of the economy - mining, agriculture, construction, transport
and communications - waswellbelow the planned targets. With regard to the
strategic mining industry, the cost of copper production has continued to
escalate during 19805, resultjngin declining output record. The agricultural
sector, similarly, registered little growth, partly due to drought and partly as

a result of the general economic difficulties.
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The manufacturing sector, with its high import content, has been adversely

alfectedbyforeign exchange problems, resultjngin capacity underutilisa-

tion. Although during the 1980-84plan period, the manufacturing sector
accounted for over 16% of total fixed investment and consumed a very
large share of foreign exchange, its value added increasedby only 1 .7% per
annum, contra1y to the TNDP target of 8%.Although the sector grew by
8% in 1985 (against the 1984 level), its value added remained static in
1986.

To attain the much recognised changes in the economy amidst the above
poor economic record, GRZ embarked upon far-reaching economic reforms
in 1984. These included:

(a) a 40% real depreciation of the Zambian Kwacha over the two year period
endingjuly 1985;

(b) a cut-down on government spending (including a reduction of go-

vernment expenditure on consumer subsidies); and
(c) selective public service recruitment freeze.

The TNDP economic problems forced Zambia to move closer to the IMF
for balance of payments support. But to gain access to IMF resources, a

package of stringent economic reforms and a structural adjustment pro-

gramme had to be elfected.
Duringthe 1985-87 period, these reforms included the introduction of the

foreign exchange auctioningsystem in earlyoctober 1985 which was respon-

sible for a severe devaluation of the Kwacha by 955% between October 1985
and April 1986. This precipitated an accelerated domestic inflation rate
(from 20% in 1984 to 60% in 1986) which, in turn, afTected investment and

employment growth.
The other reform measures under the IMF /World Bank-sponsored eco-

nomic reforms were the decontrol of prices; upward adjustment of interest
rates; wage freeze; and restriction of government expenditure, the latter
basicallyintended to reduce the hugo government budget deficit. However,
despite budgetary cut-backs in line with the new reform measures,the budget
deficit increased from K262 million in 1984 to K405 million in 1985 and
further to K2,992 million in 1986. The government argued that the external
debt service payments which amounted to K2,740 million in 1986 was the
major factor contributing to the government budget deficit due to the
massive depreciation of the Kwacha.
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Overall, the government concluded that;

(a) foreign exchange auctioning which compounded the devaluation of the
Kwacha neither discouraged imports nor encouraged exports due to the
structural rigidities of the Zambian economy;

(b) decontrol of prices did not improve the profitability and viability of
enterprises because of the high inflation rate;

(c) the decontrol and upward adjustment of interest rates adversely affected
production by making borrowing prohibitive;

(d) decontrol of imports made the economy more import-dependent than
before; and

(e) restrictions on government expenditure in a bid to reduce the budget
deficit actually lead to reduction in social welfare services.

Against the above background, the government decided to cancel the IMF
restructuring programme in May 1987 and introduced its 'New Economic
Recovery Programme'. To implement this new approach, the Interim Natio-

nal Development Plan (IN DP) , to run over thejuly 1987 to December 1988
period, was initiated to temporarily replace the Fourth National Develop-

ment Plan. The INDP'S stipulated objectives include the following:
(a) to release resources for development by compressing non-essential and

luxury imports and limiting debt service payments to only 10% of the net
export earnings after the foreign exchange required to import the named
strategic requirements is deducted;

(b) increasing capacity utilisation in enterprises producing basic essential
and exportable goods;

(c) to control inflation;

(d) to improve enterprise profitability and reinvestment of profits in enter-
prises utilising local raw materials;

(e) to diversify exports by promoting non-traditional exports;
(f) to increase employment opportunities; and
(g) to reduce subsidies gradually and target them to the needy.

So far, however, the INDP has lacked major breakthroughs. Real GDP
growth stayed at-0.2% during 1987, with consumer prices increasingby58%.
Copper production sank to its lowestrecordedquantitysince 1984 duringthe
first quarter of 1988, particularly unfortunate as world market copper prices
1987 and 1988 have experienced a 100% increase over average 1984-1986

prices. Thanks to exceptjonallyfavourable rains during 1988 a record maize
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crop is within reach, making a GDP growth of approximately 2% possible.
Other parameters, including inflation, would seem to stay at 1987 levels also

during 1988.

The poor economic performance combinedwithgrowing arrears in debt-

servicing - USD 100M on World Bank and USD 600M on IMF credits re-

spectively - make an early settlement with the World Bank and the IMF
concerning economic adjustment policies and extended credit facilities

likely. This may be affected by the political situation after the elections in
Zambia at the end of October 1988.

Effects of the crisis on the health sector
Since independence in 1964, Zambia has made substantial strides in the

provision of health facilities. Over the 1964-81 period, for example, hospital
and health care beds doubled, making Zambia one of the countries in Sub-

Saharan Africa with the highestfigures of hospitalbeds per 1 ,000 population.
Tables A and B (in appendix 6) give statistical data on the state of affairs,

including 1987-1991 projections.
One observable prominentfeature of these tables is the existingdisparities

between provinces in the distribution of healthfacilities, with the urban areas
receiving a disproportionately large share. Partly due to the pattern of
population concentration andpartlyreflectingpoliticalpolicychoices, Central,
Northern and Western provinces have been underserved in the area of
hospital and/or health centres. Using the beds as an indicator of the
distribution pattern in health services, rural areas come out worst with only

1.7 beds per 1,000 population as opposed to urban areas with an average of
5.8 beds per 1,000 population.

The problems associated with the above rural-urban bias include the
phenomenally high morbidity and mortality rates among children in the
country. Especially in the case of rural areas and the disadvantaged urban

communities (particularlyin shanties), the leading causes of morbidity in the

under 14year olds are respiratory illness; diarrheas; malaria; fever; eye and

skin diseases; and malnutrition/anaemias.

As can be seen from above, high morbidity and mortality rates in Zambia
arise from preventable causes. Speciiically, infant mortality rates are higher
for rural than for urban areas. But within the urban areas themselves,
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significant variations in infant mortality rate have been recorded, with
squatter compounds registering, on average, three times the infant mortality
rate of the low density area$.

The rate of infant mortality appears to be related to at least three major
variables, namely: (a) the mother's education; (b) the father's occupation/
Hnancial status; and (c) the place ofresidence. With regard to (c) above, itwas
discovered that there is a higher percentage of diarrhea cases in urban areas

than in rural clusters, suggesting that certain factors in some parts of urban
areas (e.g. shanties) such as poor housing conditions, inadequate sanitation
facilities; poor water supply, etc. put children at risk.

With regard to malnutrition, the situation seems to have been worsened
by:

(a) the inadequate purchasing power among the rural and urban under-
privileged communities;

(b) the ignorance aboutproper diet which is due to poor education among
the mothers: and

(c) declining staple food production.
The low level of child immunisation is also worsening the condition of

children in Zambia. With regard to the expanded and co-ordinated pro-

gramme of immunisation, a lot of ground is yet to be covered. In 1984, while
82% of children in Zambia made at least one contact with immunisation
services, the population of fullyimmunized children under Zyears of age was
only 35%. Moreover, a higher percentage of children do not complete their
immunisation courses due to, inter alia, poor follow-up procedures and

ignorance of the importance of such preventive services on the part of the
parents.

With regard to the disadvantaged condition of women, it is realised that
although many mothers in Zambia today are examined by health workers
during their pregnancies, most of them deliver at home unattended by
trained personnel. lt was reported in 1984 that the percentage of deliveries
conducted in health institutions varied from only 20% in Western Province
to 62% in Lusaka Province, with a national average of 35%.

Post-natal attendance by mothers, similarly, is generally poor, ranging
from 5% in Western Province to 34% in the Copperbelt. Moreover, only
0.06% of pregnant women receive the essential tetanus toxoid (dose II) in
Northern Province, compared to 46% in Lusaka.
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Overall, the conventional health service approach, with its emphasis on
curative medicine rather than striving towards preventive approaches to
health care, thus becomes questionable in a country like Zambia. The

relativelyhigh dependence on complex and expensive technology and highly
trained medicalpersonnel meant that duringthe currentperiod of economic
hardship, the government health system became adverselyaffected since the
needed inputs were scarce.

Particularly hit under the on-going economic crisis are the rural com-

munities which have continued to consume a much lower proportion of the
health care budget. In 1981, for example, it was established that Lusaka and

the Copperbelt, which jointly had only 30% of the country's population,
consumed approximately 60% of the total national health expenditure, thus
leaving 70% of the population living in rural areas with only 40%. In per

capita terms, the 1978 figures showed that the per capita government health
expenditure was Kg in urban areas and onlyK5.50 for the rural populations.

The high population growth rate in Zambia, presently at 3.3% per annum,
has necessitated additional resources. The other related feature of the

Zambian demographic situation is the explosive growth of the urban popu-

lation. According to government figures the urban population continuously
expanded from 20.5% in 1963 to 29.4% in 1969 and to 43% in 1980. This

represented average annual growth rates of 8.9% and 6.9% for the 1963 to
1969 and 1969 to 1980 periods, respectively. Such a high rate of population

growth in urban areas has placed a functional strain on the urban health
services at a time when the country is unable to meet the expanded demand.

The other related problem that results partially from the current econ-

omic crisis refers to drug supply and distribution in Zambia. Although

government expenditure on drugs had risen from K6.2 million in 1972 to

K15.5 million in 1984, the ever-rising cost of medicines makes it difficult to

provide an adequate service. The import-intensive pharmaceutical industry
in Zambia has also failed to satisfy the national demand amidst foreign

exchange scarcity. The absence of a comprehensive drug policy or drog
legislation in Zambia has also complicated the drugproblem. At present, the
government has not presented lists of drugs for utilisation at different levels
of the national health system. Thus, one notes that supply management and

logistic aspects related to drogs need to be improved. Moreover, there are no
well deiined policies and strategies for drugs with respect to demand estima-
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tes, procurement, urban-rural distribution, quality and storage facilities, and
inventory control and management.

Against the above background, several operational problems have been
witnessed in the provision of health services. The upgrading and construction
of rural health centres, for example, has slowed down mainly due to jack of
transport andfinance (includingproblems in acquiring materials and equip-

ment) . Duringthe 1986/87 HSSP Review Mission, itwas discovered that con-

struction work at some of the ten health centres that was started as early as

1984 was still going on, with only four to five of the ten expected to be
completed by the end of 1987.

With regard to the RHC rehabilitation prog-ramme, government delays in
the operationalisation of the decentralisation policy will negativelyaffect the
implementation of the present plan. Moreover, the availability of local funds
for preventive maintenance cannot be guaranteed given the current econo-

mic di&iculties in the country. Even worse, the availability of materials in
adequate proportions on the local market is presently uncertain as a result of

the severe foreign exchange dilificulties. The present shortage ofwell-trained
manpower to undertake the rehabilitation and maintenance programme for
RHCS as well as serious lack of serviceable vehicles delays the effective

implementation of the programme.
The country's health manpower requirements has also been adversely

affected by the on-going economic crisis. The number of medical doctors in
the country has declined over the years. The 1987 ODA Report, 'Health
Sector Review, Zambia', found that the establishment for doctors in the
country is 978 posts, but the vacancy rate is 61% and rising. Moreover, it was

revealed that only 13% of the posts were filled by Zambian doctors. Since
1964, about 270 doctors received their training locally and abroad and yet
only 167 still work within the public sector.

Table 1 shows a progressive increase in the number of vacant posts for
doctors over the 1981 -85 period. The ODA report on non-doctor health

personnel reveals the following features vis-a-vis the health sector supply-

demand profile as of 1987:
' there is a potential surplus of enrolled nursing staff considering that

about 580 nurses and midwives graduate from the existing training
schools annually;

0 midwives and registered nurses are in short supply; and
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* there is a surplus in the output of clinical officers (psychiatry) in pro-

portion to the count=-y's demand for general clinical officers.
The main causes of the problems in the health sector analysed above

include financing and resource utilisation patterns. The real per capita
budgetary allocations to the health sector have declined considerably. The
expenditure patterns of the health sector are shown in Table 2 (absolute

figures) and Diagram 1 (percentage distribution). One important observa-

tion is that although actual expenditure for the Ministry of Health (MOH ) , at

current prices, has increasedfrom K76.4 million in 1984 to K236.5 million in
1986, real expenditure (i.e.at constant prices) had actually declined during
that period. By 1985, for instance, the health sector's real per capita expen-

diture had dropped by 48% on the 1974 levels. As for the health sector's
capital (development) expenditure, the allocations have drastically fallen
from approximately Kil million in 1982 to about K3 million in 1984.

TABLE 1

Staffing levels of doctors 1981 - 1985

Year Establish- Zambian N on- Vacancies

ment Zambian

1981 808 62 577 169

1982 808 79 586 143

1983 830 92 584 154

1984 830 88 531 211

1985 850 103 491 256

Source= UNDP (1966) Restructuring and Development in Zambia".,
p 151
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'EABI1IZ
Type of total actual expenditure for Moll 1981-1986. iK million)

Expenditure 1981 1982 1983 1984 1985 1986

Personal

emoluments 29,7 40,6 43,2 62,0 64,3 86,0

Recurrent
dept. charges 34,0 55,6 44,3 33,5 5*2,3 72,7

Other
recurrents 9,0 10,2 12,8 14,0 20,0 60,5

Capital
expenditure 3,7 11,1 8,1 2,9 5,2 17,3

TOTAL 76,4 117,5 108,4 112,4 141,8 236,5

Source GRZ, Financial Reports, 1981-1986

land calculations by Oliver S Saasa)
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A substantial portion of the health sector's expenditure is provided
through technical cooperation. Table C (in appendix 6) gives a summary of
externally-financed technical cooperation to Zambia for 1985 and shows that
the health sector received a total of USD 6.6 million or 7% of total technical
assistance to Zambia in thatyear. It is worth noting that while the above figure
is substantial, the health sector's share of total externally financed technical
assistance had declined by 50% over the 1981 figure.

Against the preceding analysis of the problems in the health sector, it is

evident that new policy directions had to be sought vis-a-vis government and
donor responses to the crisis.

Govermnent and SIDA responses
The Zambian government's response to the crippling effects of the economic

crisis on the health sector has primarily assumed the form ofa redefinition of
its policies andpriorities in this area. These changes could best be identified
through the examination of the TNDP and the on-going INDP. The main
Objectives of the TNDP in the field of health sector development are reflected
in the following stipulated goals:
' development of basic health care services in rural areas, priority being

given to those places where no such facilities exist;
0 attainment of a marked degree of 'Zambianisation' through an ex-

panded programme of training and distribution of health workers;
0 movement towards complete integration and expansion of preventive

and curative services;
0 provision of health protection to mothers, infants and other vulnerable

categories;
0 decentralisation of basic health services: and
0 nutritional well-being of the population.

Due to the earlier disappointment with the curative approaches to health
care, the government introduced a new approach: Primary Health Care
(PHC). This strategy was initiated by the government and adopted by the
ruling Party, UNIP, in August 1981 as the nucleus of Zambia's health system
and has been upheld in the current INDP.

PHC, as policy strategy, focusses on the preventive approach to the provi-

24 SIDA Evaluatlon Report 3/89, No Short Cuts to Health



THE CURRENT ECONOMIC CRISIS IN ZAMBIA

sion of health services. Government priority accorded to PHC is coniirmed
in Table 3, which shows that the 1987 budget allocation for PHC has been
increased by over 500%.

TABLE 3

Investment in the health sector in INDP and 1987 GRZ budget iK '000)

Programme 1987 budget INDP INDP Donor
/ project allocation provision funding agency

GRZ Foreign

Priority A
PHC, incl NNSP 3,693 18,693 15,000 3,693 SIDA
National Drug Olga-

sation system 5,000 5,000 - 10,976 SIDA
Hospitals and sta-

tions improvements 0,900 1 ,990 1,990
Rural Health
Centres 3,562 15,562 12,000 3,562 SIDA
Subtotal 13,155 41,245 28,990 18,231
Priority B + C

Transport system 6,900 6,900 6,900 SIDA
Other projects 12,917 17,265 14,120 2,845 Belgium
Subtotal 19,817 24,165 14,120 9,745
GRAND TOTAL 32,972 65,410 43,110 27,976

Source GRZ, Interim National Development Planjuly 1987-

December 1988, p 68
Note The SIDA figures have been corrected according to SIDA budget
sources
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Essentially, PHC entails health care made universally accessible to indi-

viduals andfamilies in the countryby means acceptable to them and through

their full participation and at a cost that the community can afford. Special
attention within the PHC concept is being given to the more vulnerable
groups, mainly in the rural and peri-urban areas. In its operation, PHC
focusses on the provision of the following health-related services:
0 health education:
0 promotion of adequate nutrition and food supply;
' promotion and maintenance of a safe water supply and basic sanitation;
0 maternal and child care services, including family planning;
0 immunisation:
0 prevention and control of locally endemic diseases;

* promotion of mental health; and
0 Ueatment of common diseases and injuries.

In the above respect, strong community organisation is perceived to be an

important prerequisite for the successful realisation of PHC. It is also re-

cognisedin the nationalhealth care policy that the decentralisation of health
services should include the strengthening of managerial capability, gradual

removal major operational and technical constraints and assuring adequate
health infrast:ructure in accordance with development and recurrent budget
resources, including a rational allocation of external inputs.

The reorganised UNIP structure during the TNDP has been perceived by

the MOH as suitable for PHC community organisation. In such an organisa-

tional set-up, the following features are observable:
* the Section Committee is the basic unit for people's PHC participation;
0 the Health Centre and its villages form a Primary Health Care Unit

(PHCU);
0 the RHC'S primary responsibility is to manage and deliver PHC as well

as supervising PHCUS;
0 the Zonal Health Centre serves the whole zone (i.e. a part of the dist-

rict), supervises all RHCS within the zone and acts as health centre for
its catchment area; and

' the District Hospital serves the whole district, supervises all RHCS
within its own catchment area and Community Health Workers

(CHWS).

Despite the above-analysed government policy re-orientations, there are
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several outstandingproblems of PHC approach to realising health for all by
the year 2000. The following are quite prominent:
0 inadequate drog supply at all levels;
0 inadequate and unreliable health information system;
0 over-centralisation of ministerial functions, especially in linancial mat-

ters, despite the explicit policy of decentralisation in the PHC concept.
As a result, the PHC idea of community participation has not been
realised:

0 lack of transport for RHC staff and CHWs;

0 lack of co-ordination and cooperation between the relevant sectors that
are expected to jointly fullil the PHC programme;

* shortage of trained manpower compounded by high wastage rate of
trained CHWS:

0 poor management and planning capacities at all levels of the health
care system;

' inadequate budgetary allocations; and
0 inappropriate use of resources, both financial and human.

On the one hand this last item reflects the imbalance between capital and
recurrent expenditure, with the former receiving a disproportionately smal-
ler share. On the other hand, professionally qualified and experienced
medical doctors have been appointed, especially at the MOH headquarters,
in management positions. The wisdom behind this government decision
should be questioned not only on grounds of wastage ofexperienced human
resource - in view of the current shortage of doctors in the country, as earlier
demonstrated - but also on whether, as administrators, they are professionally
equipped to tackle the intricate policy and planning issues of sectoral
development which, traditionally, is the field of specially trained economic
and social planners.

In the areas of cost recovery vis-a-vis the current economic crisis, the go-

vernment has made several decisions. According to the INDP, the earlier
suspended cost-recovery measures would be reintroduced as supplementa1y
financing mechanism. The University Teaching Hospital (UTH), which is

now a parastatal institution, has been identified as the pioneer in this exercise
and it is now expected to generate its own flnancial resources. Medical fees
for other hospitals were effected as from 19 September 1988 and cover such
areas as consultations, hospital boarding costs on admission, surgical opera-
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tions, X-ray and routine medical examinations, etc. However, the levels are
low and it is doubtful if these fees can effectively contribute to the ministry's

budget (see also section 2.5.2 below).

Other planned cost-recoveiy programmes include:
* health insurance to cover households of government employees and

other groups in the formal sector;
0 voluntary contributions by private companies;
0 encouraging private enterprises to extend health services to their res-

pective employees;
' self-help projects; and
0 planned distribution of private practice.

Lastly, in line with rationalisation in the use of scarce resources, GRZ is

working towards the mobilisation of operating resources to key programmes
of maintenance, repair, rehabilitation, and replacement of capital structures
to ensure maximum capacity utilisation of existingfacilities. Accordingly, this
re-orientation will receive priority in financial resource allocations in order
to avoid accelerated structural decay in the health care system. The coming

revised Fourth National Development Plan is more than earlier plans di-

rected atthe consolidation of the presenthealth infrastructure. Consequently,
the development of new capital outlays has been kept at a minimum and
confined mainly to those settlements without access to basic health services.

lt has, though, a few heavy items of investments. The possible consequences

of this is discussed in section 2.5.1 below.

SIDA support to the health sector in Zambia is comparatively significant.
In 1979, a three year Health Sector Support Programme (HSSP) was signed

between the government and SIDA. Within the overall framework ofa policy

aiming at the creation of preconditions for PHC services in rural areas, SIDA
has, through HSSP, directed its assistance to the under-served regions.

In the present HSSP agreement the main areas of SIDA assistance to

Zambia are support to the educational sector under the Educational Sector
Support Programme (ESSP); assistance to the agricultural sector under the
Agricultural Sector Support Programme (ASSP); and of current concern,

support through the HSSP.

As has been stated above (cf. 1.1 and 1.2) the thrust of SIDA'S intervention

during the 80's has been in support of the government's PHC policy in line
with Zambian overriding priorities. In the following parts of the report
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individual programmes are assessed separately. Table 4 below shows SIDA'S
HSSP budget for 1986-1988.

Donor coordination
The overall coordination of all donor-funded activities at the national level is

the responsibility of the National Commission for Development Planning
(NCDP). It is the signatory to the agreements on behalfof the government.
N COP also monitors the progress of donor-assisted projects through quarter-

ly reports from the individual implementing ministries while the Ministry of
Finance has the responsibilityfor all aspects of managing the funds involved.
The Ministry of Finance andNCDP, thus, work closely and, indeed, fall under
one minister.

At the level of the MOH, there is no single bodywhich coordinates the ac-

tivities of all donors, although the department headed byDeputy Director of
Medical Services oversees the negotiations and agreements with individual
donors. Once an agreement is reached, individual units involved in the
implementation process coordinate closely with the donor through the
appropriate committees (e.g. CRZ/WHO, GRZ/ UNICEF , GRZ/WHO/
UNFPA, GRZ/ SIDA).

In the areas of PHC, the National Prima1y Health Care Development
Committee has been operating for a number of years now. In addition to
representation from related ministries, it has membership from CMAZ,
WHO, UNICEF and PRITECH. The National Primaiy Health Care Coor-
dinator coordinates all PHC activities within the department under the
chairmanship ofDeputy Director of Medical Services (PHC). Allfour Deputy
Directors of Medical Services (i.e. Planning and Development, Medical Care
Administration; PHC, and Decentralisation) and the Deputy Permanent
Secretary report the activities ofeach department at the Senior Staff Meeting
under the chairmanship of the Permanent Secretaiy of MOH.

A list of donor supported activities is provided in appendix 3.
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TABLE 4
Health Sector Support Programme

Budget 1986- 1988 (SEK '000)

PROGRAMME
Local

1986
Foreign Total Local

1987
Foreign Total Loca.l

1988

Foreign Total"' Local
198688

Foreign Total"'

Health Planning
PHC training
Essential drogs
Nutrition su1veil1.
RHC (on-going)
R1-IC (maintenance)
Transport
AIDS

SUBTOTAL

MATS
PBSN
Nurse rutor

GRAND TOTAL

547
882
433
420

1 680
0

1 840
0

5 802

468
0

48

6 318

2746
1 840
7 123
1350
2950

0
4 160

0

20 169

106
0

738

21013

3 293
2 722
7 556
1 770
4 630

0
6 000

0

25 971

574
0

786

27 331

7a9
1 254

69
360

1 780
0

2 020
0

6 252

0
0
0

6 252

2 833
351

10 907
1 728
l 782

0
4 911

0

22 512

0
0
0

22 512

3 602
1 605

10 976
2088
3 562

0
6931

0

28 764

0
0
0

28 764

2 468
1 285

735
505

1 120
500

2 525
340

9 478

0
0
0

9 478

2 386
275

8 532
1 389

732
500

6 021
I 970

21 805

0
0
0

21 805

4 854
1 560
9 267
1 894
1 852
1 000
8 546
2 310

31 283

0
0
0

31 283

3 784
3 421
1 237
1 285
4 580

500
6 385

340

21 532

468
0

48

22 048

7 965
2 466

26 562
4 467
5 464

500
15 092

1 970

64 486

106
0

738

65 330

11 749
5 887

27 799
5 752

10 044
1 000

21 477
2 310

86 018

574
0

786

87 378
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* Excluding SEK717 000 unallocated for 1988
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Economic prospects for the 90's
and their implications-for the health sector
Economic prospects for the nineties are bleak. Already in 1989 GDP will
probably fall, possibly rather substantially, as the copper market returns to
surplus for the first time in four years, pressing world market copper prices,
and as Zambian agriculture returns to normal rainfall. If further economic
reforms are not undertaken and foreign balance of payments support still
remains immobilised, economic observers expect the nineties to be a decade

of protracted economic decline in real terms.
Even with further reforms and a resumption of foreign financial support,

a sustained real growth in GDP per capita will be dilificult to attain, given the
high rate of population growth, 3.3 % per annum. Assuming an early

resumption of negotiations with the IMF and the World Bank after the forth-

coming elections and assuming a positive outcome, it would seem realistic to

expect at least a few years' delay before sustained real growth is established.
As population is moving ahead at the pace just mentioned, GDP annual real
growth will have to exceed 3.3 % in order to catch up. lt would not seem

realistic to expect such a growth level on a sustainedbasis until the latter part
of the decade.

The netoutcome for the nineties of the above assumptions anddeductions
is an initial, possibly heavy, decline in real GDP per capita followed by
stagnation or possibly a slow growth towards the end of the decade, i.e. an
average decline ofreal GDP per capita over the whole tenyear period. A more
optimistic scenario, assuming e.g. a decline in the growth of population,
improving terms-of-trade or a massive influx of foreign aid, could result in a

more or less static real GDP per capita. An average real growth in GDP per
capita over the decade seems out of reach, given the presentparameter values
of the Zambian economy.

Over the period 1970-1985 real GDP per capita according to official
statistics sankfrom K 305 to K 190, all in 1970 prices, i.e. by 38%. 1986-88

have seen a further deterioration of approximately 8.0%, bring-ing real GDP
per capita to around 57% of its 1970 level. Against the background of the

above assumptions, it could easily slip under the 50% level by the year 2000,
but would probably staywithin the range of 50 to 60% of the 1970 level.

This discouraging scenario presents options for government decision-

makingfor the health sector whichinsist on due attention. One concerns the
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type and timing of investrnent, another the choice of slrategy for the

development of the health sector. The point of departure is the assumption
that over the next decade government allocatjons to the health sector in real
terms will somewhat lag behind or just keep up with the population growth.

The TNDP and the INDP contained proposals for investment, which may
be reiterated in the coming Fourth N ational Plan, the F NDP. Indications are
that e.g. a second200 bedhospital in Lusakawill be suggested at a total capital
cost of a approximately K 50 million, alongside new equipment for the
FlyingDoctors' Services at more than K 140 million. Also lesser investments
may be of interest in this context, e.g. a proposed radiotherapy unit at the
UTH at K 3 million.

What should be borne in mind when deciding about investments is their
implications for the recurrent budget. The relation between recurrent and
capital expenditure has changed drasticallyin the health sector over the last
twentyyears. If during the First NDP, 1966-70, recuirent expenditure was 2.6

times that of capital, itwas more than 15 times higher duringthe TNDP, 1980-

84. Present reports talk ofa continuing and, indeed, exacerbating cost crisis,
citing cases where in provinces and districts the annual allocation of funds is

exhausted when salaries and food have been catered for. In this perspective
it becomes imperative to consider fully the implications for the recurrent
budget of proposed investments. Most probably there will not be room for
more recurrent costs during the nineties than that which is required for
present activities. The inclusion of new items will therefore presume the
termination of others. If, ex ante, candidates for termination are diflicult to
identify, the MOH is probably well advised to defer further capital investment
project$, which wouldproduce signiiicantdemands on the recurrent budget.
Instead ofe.g. building a new200 bed hospital itwould seem a superior option
to upgrade or somewhat expand a larger number of provincial or even dist-

rict hospitals to attain the same eH'ect.

Logically, the argument should be extended to include also present pro-

jects or activities. If on-going programmes are analysed in the perspective of
a worsening cost squeeze, itmaywell be found that some specific activities will
not survive until the end of the decade - albeit a separate project, a

departmentwithin a hospital or perhaps a specific activity - because theywill
finally undergo such cuts in recurrent budget that they in effect become
inoperative. In such cases it is, of course, good economy to adapt them or,
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possibly, terminate them at an early stage rather than later, when additional
resources have been consumed to little avail.

The argument can also be put in the following way - a worsening cost
squeeze within the MOH overall area of responsibilitywill not allow all present
activities to survive. Identifying and adjusting, as early as possible, those that
will not, should make resources available which could be used for other
activities instead, whose survival thereby would become safer.

An objection that this is not an easy operation must evidently be granted,
but the onlyvalid response to this objection is that the cost to society can only
be higher if strategic decisions are deferred, allowing time and the cost

squeeze to terminate projects instead.
The GRZ has adopted the Primary Health Care (PHC) policy as the main

weapon in its battle for an improvedhealth standard amongst the population,
seeingit as the most cost-efficientway towards that goal. The implementation
of PHC, however, lags behind plans, lacking sufficient support from key
groups in the health establishment. This delay in reorienting fully the
operations of the MOH causes losses to society, which would be diflicult to

defendin normal circumstances, butwhichbecome unacceptable in the light
of the present economic crisis. It would seem that the crisis actuallyprovides
irrefutable argument for an accelerated implementation of the PHC policy,
thus actually providing a blessingin disgnise. Potentially this is certainly true,
but it requires not only overriding policy decisions, but also adequate
measures of PHC implementation and management So far these have not
fullybeen up to requirements. The on-going and continuing economic crisis
makes it an interest beyond the MOH, i.e. of society at large, that this be
achieved.

Apart from the deferral of costlyinvestmentin curative services advocated
above andthe acceleratedpHc implementation arguedhere, the introduction
of charges and fees for services is an instrument which can support the
reorientation needed. The efforts in this direction being introduced at
present in Zambia has a level of fees that seems far too low to even be able to
cover the costs, much less provide a contribution to the budget. Considerably
higher levels should be considered, perhapswithin the range of K 20-50, not

an unreasonable level for perhaps the majority of UTH'S present clientele.
Other strategic requirements emanating from the economic crisis con-

cern the focus of management and the need for maintenance. The role of
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provinces and districts emerges as more important than previously, given the
larger incidence of diseases and the lower level of services in the rural areas.

The responsibilities of PMO and DMO staff should be expanded and the
necessary delegation of power and resources should be secured, allowing a

real decentralisation of planning and management to take place.
The need for maintenance, finally, stands out in stark clarity against the

background of the economic crisis. The acquisition ofnew assets will become

more and more difficult, particularly as regards major items like large

buildings or expensive equipment. Logically, this increases the importance of
maintaining what has already been acquired. Improved maintenance and

repair at all levels of MOH activities is a valuable option for the extension of
the lifetime of assets and for their more eflicient utilisation.

The economic crisis does not only present the government with new re-

quirements for the nineties, it also calls for a more stringent orientation of
donor responses to development needs.

The Swedish-zambian HSSP at present comprises six dilferent items,

excluding the recently added AIDS programme. It is encouraging to see, as

is elaborated on in the following chapters of the present evaluation report,
that these are basically well in line with the requirements of the nineties.
Health planning, PHC training, health information, nutrition surveillance
and AIDS-related activities are all software inputs in support of PHC. The
transport programme and the essential drogs programme provide both
software and hardware, which are important for PHC implementation. The
rural health centres, finally, can actuallybe regarded as the backbone of rural

PHC operations and are in thatrespect also in line with the overall orientation
advocated here. They are also, however, vulnerable in the perspective of
increasing penury of financial resources. Present discussions concerning the
transformation of this terminatingprogramme into one for the maintenance
and repair of facilities would seem to be a top priority in that respect.

Summarising, the team finds the present HSSP mainlyin line with the de-

mands of the nineties, as these can be assumed as of today. Essential items
which should be consideredfor fhrther strengthening are the planning, the
management and the maintenance functions within the MOH area of respon-

sibility.
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Chapter 3

Health Planning

Introductory remarks
SIDA support under the general heading of Planning includes manpower
planning and health information as well as RHC development. The last two
willbe consideredin the respective chapters dealingwith those programmes.
In the descriptive part of this chapter, extensive use has been made of existing
documentation whenever it seems appropriate to sum up an issue under
consideration.

It has not been possible to cover all relevant aspects of the development
cooperation in the area of planning, e.g. the question of the effectiveness of
scholarship funding will require attention.

General data on the Planning and Development Unit
'The government decided to establish Planning and Development
Units in all its ministries in 1979, as a general measure to improve
their activities and functions in the following operatjonal areas:
' preparation of strategic plans, programme co-ordination,

and project implementation,
0 project formulation and evaluation, monitoring of progress

and initiation of corrective action in case of problems,
0 data processing,
0 donor liaison, and
0 liaison with the National Commission for Development Planning

(NCDP).

The Planning Unit at the MOH headquarters was established in 1979

with a view to formulate policies and plans for the development of

SIDA Evalua1lon Report 3/89, No Short Cuts to Health 35



HEALTH PLANNING

the health sector as well as to facilitate implementation of such plans
and monitor their evaluation."
(Saasa 1988 p. 58).

The PUhas presented statements of objectives in the "1985Annual Report
on the activities of the sub-programme on Health Planning" and in a similar
documentin 1986. Theyhave been closely translated into an outline of major

functions/ responsibilities under the headings of
0 integration of health sector planning,
' (development and provision of) health planning expertise,
' (development and provision of) health information services,
0 health project planning, implementation and evaluation,
* health manpower development and utilisation,
0 health research,
0 management of the PU.

These statements - which were of course not elaborated at the time when

development cooperation in the area of planning started - have apparently
not received explicit confirmation from a higher administrative level in the
MOH. It would therefore be rash to interpret them in terms of definite
commitments. In fact, there seem to be no terms of reference that clemiy

define the role of the PU. This question has been broached repeatedlyin the
joint GRZ/SIDA Annual Reviews. The following statement in the 1985

Annual Review, Appendix 8, still appears to have validity:
"AS stated by previous missions it is also important that there should
be a further strengthening of the Unit in terms of clarification of its
role as a co-ordinating body within the ministry. It should function
as a clearly deiined and unilied entity rather than in the manner of
fragmented ad hoc activities which have been a feature up to present
time."

The PU presently is headed by a Deputy Director of Medical Services

(PBCD), who reports to the DMS and the PS.

The unit contains three sections below and is also responsible for inter-

national donor co-ordination:
0 Planning and Development
0 Manpower Planning
* Health Information.

The activities of the two first sections form the subject matter of this
chapter.
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The policy of decentralisation
Apolicy of decenlralisation is set out in the Local Administration Act of 1980
and Amendment of November 1986. The chief aim is to transfer decision
making and planning for local development from the central government
and the provinces to the district level and below.

Implementation of this policywill among many other things require much
improvement of managerial and planning skills and of tools of management
available at the district level. Some of the major efforts of the PU should be
seen in this general perspective as well as in terms of more immediate
benefit$. The chief features of this policy may be outlined as follows.

Instead of adopting a process of decentralisation within existing struc-

tures, the government has chosen a radically new departure by creating
District Councils with policy-making and executive functions. The Councils
thus will at that level take over the roles and responsibilities of defined
ministries, the MOH being one of those. The Ministry of Decentralisation
carries responsibilityfor co-ordination of the District Councils and Provincial
Councils.

The decentralisation process touches on many major issues, such as

financing, responsibility for employment and conditions of service, and
creating a new administrative infrastructure. The intention is that districts
should ultimately be financially self-sufficient. Obviously, implementation
will have to proceed by steps andwill be realised in total only in a rather long
time perspective. Apparently there is no flxed time schedule.

The provincial health authorities will be concerned with matters of
provincial or national importance, such as provincial hospitals and training
centres serving entire provinces or the whole country. District hospitals have
also been def1ned as cominginto this category of nationalprojects, which are
to be funded from the MOH budget.

The HOS of the general provincial administration have established Plan-

ning Units, which are, however, not organised by sector.
District development will thus be guided by plans prepared by each

district. The plans will be up-dated and form a basis for district budget
estimates in accordance with ceilings determined by MOF.

The MOH budget will include HO and provincial activities, national
projects and national health programmes. For the time being it will also
include recurrent expenditure for district and local health services, to the
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extent the dislricts cannotgenerate the funds required. The Ministrywill also
have an allocation of capitalfunds that can be usedfor district levelproject$,
with a view to improving coverage in under-served areas.

Although the focal point of district planning will shift from the DMO'S
ofiice to the Council, the PU functions at this level will basically remain the

same, those of providing guidelines, advice and resource staff.
At a more general level, monitoring ofprogress, programme planning and

co-ordination, will remain the chief fhnctions. An aim at standardisation will

be pursued. District projects will have to be articulated with the manpower

aspect. The PU will also be in a position to direct donor attention to under-

served area$.

Finally, it will be noted that decentralisation has so far onlyinvolved some

clinics handed over to Urban District Councils. It must bepointed out that the

decentralisation policy lags well behind original plans, and the economic

crisis will probably make its implementation even slower. The PU will for
some considerable time mostly be dealing with the earlier administrative
structure.

The 1985 Medical Services Act granted parastatal status to GRZ hospitals,

beginning with the University Teaching Hospital in Lusaka. In respect of
other hospitals the process has not yet come underway.

The Planning and Development Section: Related Issues
The national staff consists of one Senior Health Planner with MSC in Health

Planning, and one Health Planner now on leave for MA studies and due to

return late 1988.

The post of Senior Health Planner was established onlyin 1987, when the

officer had worked in that capacityfor severalyears. No post is establishedfor

the other officer.
The PU has repeatedly requested strengthening by the establishment of

additional posts.

In a documentjune 1987 addressed to IBRD - "Plans and Budgets for the

First FamilyHealth Project of Zambia" - the MOH proposed one post of Chief

Health Planner, one Principal Health Planner and three Health Planners.
Since this project is being held in abeyance and apparently has little likeli-
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hood of materialisingin the near future, nothing has come of the proposal.
A SIDA seconded Health Planner arrived in 1980. and with intervals this

post - more recently Health Planner/ Economist - has been filled up tojune
1988. A sucessor is planned to be recruited. A PHC evaluator was seconded
1985-86. Asenior Health Planner/ Deputy Head of the PU arrived early 1986.
His contract expires injanuary 1989.

In the absence of speciiic terms of reference, and given the very limited
manpower assigned to planning, the section has had to respond to immediate
necessities rather than conduct planning on the broad lines suggested by the
PU itself.

Obviously, firstpriority has for longperiods been given to the preparation
of the national development plans. An annual task is the preparation of the
Budgeting Plan and of the draft capital expenditure estimate, which will
thereupon be passed to the Accounts Department under the DeputyPS to be
consolidated with the recurrent expenditure estimate prepared by that
department.

Otherwise, activities will largely be determined by such instructions or
requests as will from time to time be presented from other quarters.

In the joint GRZ/ SIDA Annual Reviews, emphasis has repeatedly been
given to e.g. the following areas/aspects:
0 priority to PHC,
* equitable distribution of resources,
0 district health services plans
0 guide-lines for decentralisation,
' health information system,
' manpower planning,
0 improvement of managerial and planning skills at the provincial and

district levels,
0 financial management and the budget system.

Some of these issues have been addressed in defined projects, partlyto be
presented in the following. The two SiDA-seconded officers have chiefly
directed their activities to the management and the budget system issues.

A Management Training Programme was launched in 1982 with support
from WHO, Dutch Aid and SIDA. It was tied to consultants and expatriate
staff, and was discontinued when they left.

A new Management Deuelopmmt Prog-ramme (MDP) started early 1987 with
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the aim of strengthening management teams at all levels. Apart from imme-

diate benefits, it was also seen to support elTorts to decentralise health

administration.
The trainingis conducted at a series of workshops/ seminars, generally of

three days duration and increasinglywith a standardised work schedule. The

training is principally oriented to solving practical problems. Topics to be
addressed are performance at different levels, MBO (management by objec-

tives), planning of work, transport management, delegation, resolving of
conflicts, etc. The workshops also offer a means of presenting and discussing
policy matters and programmes/ projects such as the Health Care Financing

and Expenditure Review, the Planning and Budget Review, and manpower
planning.

The workshops will be repeated at 3-6 monthlyintervals. A chief feature is

the preparation of plans of action for the time period up to the following
workshop, and subsequent review of their realisation.

MOH HQstaff is responsible for conductingworkshops at the national and
provincial level, provincial staff for district workshops.

A wider participation of staff from different levels is sought in order to
match the concept of management teams.

A series of seminars at the national, provincial and district level has been

held. The plan for 1988 foresees a total of 158 workshops.
WHO also has offered support to management training. The proposal is

being studied by the MOH with a view to supplementing the efforts and
capacity of the MOP and avoiding having two separate programmes.

Another resource in the management area is the National Institute of
Public Administration, which has established a Health Department, directed
chiefly at presenting and explaining the general administrative framework
and procedures. Courses are being offered to doctors, nurses and health
administrators. In a perspective of 3-4years it is hoped that the Department
will be strengthened in the area of management training and that a routine
can be established of sending e.g. administrators and DMOS to attend
courses.

It has been recognised that one of the principal constraints on efective
planning and budgeting for the health sector concerns the structure of
accounts. The budget categories presently being -used by the central govern-

ment are related neither to management units nor speci1ic operational areas.
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Even the major priority area, PHC, has no distinguishable budget (Saasa 1988

p. 80).
As a result of these budgetary problems, it is very difficult for the MOH

effectively to perform its assigned function, through its PU, of resource
allocation, monitoring of eiTectiveness and efficiency, and evaluation of
output and impact. Related to this deficiency is the absence of reconciliation
of planned capital expenditure and projected recurrent costs (Saasa 1988,

p. 63)
It has also been observed that in the present situation, where long-term

planningis difiicult, the one year budget becomes in fact the mostimportant
planning document and planning exercise carried out in the MOH. Its
importance has increased dramatically. The emphasis should shift from
accounting and control to planning and budgeting.

The Plémning and BudgetingReuiezu has now reached the stage where a new
budget format has been presented, awaiting the approval of N COP and the
MOF. This format solves the problems mentioned above. It is intended to
show expcnditure by actjvity and also - wherever possible - to relate expen-

diture to production as measured by simple indicators.
The MOF and NCDP have been kept fully briefed on the project. It is

therefore hoped that approval willbe given. If not, itis apparentlywithin MOH
discretion to use the format internally. Aggregation of expenditure data to
tally with the current schedule of accounts is considered not to offer major
difficulties.

A plan of action has been adopted for the implementation of this new
system.

The system will have important organisational implications. It has been

proposed that a Budget Committee and a Budget Group be established.
The Budgetcommittee, to be chaired bythe PS, will decide on guide-lines,

take final decisions on important matters, and negotiate on the budget
proposal to the Budget Oliice of MOF.

The proposed Budget Group will on a permanent basis carty out the
practical budgetary work and form a co-ordinating body for the budgeting
exercises. The DDMS (PBCD) as head of the PU is proposed as chairman.
Among others, the Assistant Secretary (Finance), the Senior Health Planner
and the Senior Personnel Officer will be members. Thus, some co-ordination
between PU and the Accounts Department would be established.
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Against the background of the economic crisis, muchimportance must be
attached to the Health CareFinancing andExpenditure Rmriau (HCFER). The
aim is to formulate recommendations for modifying present patterns of
expenditure andfinancingto enable the governmentbetter to meetits health
services objectives within the limit set by overall financial constraints and
make it possible to prepare a financial master plan (Annual Review 1987,

p. 11). For a more detailed presentation of objectives the reader is referred

to Annual Review 1987, p. 10-11.

The project started with preparatory work in 1986 and is headed by the
national Senior Health Planner. Progress will depend on the response to data

collection now under way.

Knowledge of the wayfunds have been used in relation to priorities should
be used in budgeting and in the preparation of the next five-year plan and
generally in the direction of activities.

In 1980-82, a Country Health Planning exercise was conducted with the

assistance of WHO and Dutch Aid. This created some awareness of the need

for planning and provided a startingpoint for district health planningbased
on data and assessments of demographic information, priority disease pro-

blems, facilities and projects for up-grading, coverage and distances, etc.

The plans provided an input to the draft FNDP. The aim is to update this
information annually or at least every two years. Some funds are available for
the purpose.

The Manpower Planning Section: Related Issues
The Section, established in 1983, is currently manned by two officers on
secondment from the Directorate of Manpower Development and Training
(under the Cabinet Office).

In 1983, the MOH requested SIDA to provide a manpower planner to
conduct a specific manpower planning study.

The study commenced in mid 1985 upon the arrival of a SIDA seconded

manpower planner. In broad terms, the objectives were:
0 to create a manpower planning system within the MOH.
0 to review and reorganise the system of personnel budgeting.
0 to prepare a long term manpower plan.

A final report was submitted in May, 1987. It addresses, among other
things, questions of manpower information, methodology, establishment
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register, staffing levels and ratios, present staffingimbalances and proposals
to remedy the situation. The following major findings and c01responding
recommendations may be noted:
0 the forecast staff situation 1991 for doctors shows continued critical

shortage. Training of specialists should be given highest priority, intake
at UNZA should be increased, active recruitment of expatriate doctors
on a systematic voluntary scheme should be pursued, compulsory rural
service should be considered as a precondition for post-graduate trai-
ning;

* among paramedicals, Clinical Officers will present the greatest shortage.
The training capacity should be extended, post-basic training should be
instituted for various new specialities;

* balance or oversupply is forecast for some staff categories, notably
nursing manpower. In some cases, training capacity should be reduced.
The study recognises that not all proposed interventions are within the

MOH area of responsibility. The Health Manpower Development Committee
of the Ministry should bc given overall responsibility for implementation of
a proposed plan of action and prepare requests as required. The manpower
section of the PU should be the working secretariate of the Committee.

The report has been approved as a basis for continued activities. Those
which fall under the MOH are under way. Some of them, however, will require
considerable lead time, such as changing the training intake.

The chief task of the manpower planning section in this respcct is

updating the of the Establishment Register. This work is well advanced, and
computer processing has started.

The Health Manpower Development Committee operates under the
chairmanship of the DMS. There is also a Manpower Development Com-

mittee at the national level.

Previous assessments
of MOH planning and management
To the extent the following notes address the question of management they
are not necessarily of relevance to the functions of PU. This will depend on
where within MOH headquarters ultimate responsibilityfor the improvement
of management will rest. Currently, the PU through the Management
Development Programme can be identified with that fimction.
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Areas where earlier assessments - in view of later developments - appear

to have little bearing on the present situation will be noted only in passing.
Griffiths (1986) noted that the objectives that are oiiicially presented for

the health sector are expressed in verygeneral terms and give little guidance

on the preferred allocation of funds and other resources. A similar concern
was expressed by O'Dwyer (1986) and by Saasa (1988).

Griffiths, however, noted that the strategies adopted are consistent with

the objectives and priorities stated, although the accountingsystem does not
allow evaluation with any degree of reliability.

The absence ofa coherent health service plan has been commented on by

Griffiths and Saasa.

Again in the context of the Planning and Budgeting Review it has been

obseived that it is presently not possible to plan for the long term. Planning
andbudgeting on an annual basis is the onlyrelevant time periodfor the near

future.
VWth reference to the Management Development Programme it might be

noted that various studies have commented on the fact that decisions at the
MOH are highly centralised, which gives senior oflicials little time to address

major policy issues and questions of co-ordination (IBRD report 1984 as

quoted by Saasa 1988, Griliiths (1986) and O'Dwyer (1986).
In the two latter sources, and in Saasa (1987) a note of warning has been

sounded against pursuing the policy of decentralisation until strategic plan-

ning and planning capacity at the provincial and district levels can be

improved.
A substantial strengthening of the PU has been advocated by various

studies quoted above and also proposed by the MOH in connection with the
FamilyHealth Project. Since the proposals have their backgroundin differing
contexts it would apparently not serve any purpose to give details.

At the budgetworkshop heldin Lusaka in March, 1988 differingviewswere

expressed as to the focal point of MOH planning up to the present, whether
it be the Accounts Department or the PU. However, it was stated that the PU

had a co-ordinative function in respect of budgeting.

The documentation available contains several comments and rec-

ommendations concerning the accounts system and its implications for

steering resource allocation, monitoring andfollow-up, as well as concerning

manpower planning. In all fundamentals, the Planning and Budgeting
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Review and the Manpower Planning Study seem to resolve such questions in
terms of methodology.

The SIDA assistance to the PU was briefly commented on in the 1983

"Health Sector Support to Zambia" evaluation report, thus at an early stage
of this cooperation eifort. Itwas found that the inputs Hom Sweden so far had
made an important contribution to widen the bottle-neck constituted by
inadequate planning capacity and capability, especiallyin regard to planning
for PHC. However, resources were not sufficient, problems were evident in
the transfer of knowledge, the staff had at times been overloadedwith work,

and counterpart arrangements were not satisfactory. The implementation of
decentralised planning and improved management practices would require
a continued and strengthened input of resources.

More recently, some concern has been voiced in respect of the more
lasting effect of the SIDA contribution. Griffiths (1986) states that the benefit
of the SIDA team, both in teaching Zambian counterparts and in improving
PU fimctions, will be largely wasted unless urgent corrective measures are
taken to staff and use the PU'S considerable potential appropriately. O'Dwyer
(1986) also finds it doubtful whether the full potential benefits have been

realised. The technical assistance staff are used solely in a support capacity,
and their expertise is narrowly directed.

Observations
Afundamentalquestion concerns the definition of Pufunctions. For lack of
explicit terms of reference there can be no rational assessment of volume of
work and skills required, nor can any realistic plan of action be worked out.
The head of the PU then can exercise no real control of activities.

The lack of definition also alfects a proper utilisation of technical as-

sistance staff. Specificjob descriptions are likely to reflect a spurious precision
when their basis in the organisation framework is poorly defined.

A crucial aspect of the present situation is that top management has only
vague notions of what is required from the PU in order to improve decision-

making, which is after all the rationale for planning.
The situation thus invites misunderstanding and will almost unavoidably

cause dissatisfaction among top managers and frustration among the PU
staff.
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Three parallell measures are recommended here - to define the PU'S

function, to relocate it within MOH and to adjust its management profile.
FirSIly, terms of reference or other authoritative statements must not only

define the PU'S functions but also address issues of co-ordination, and in
particular the respective responsibilities of PU and the Accounts Depart-

mont. This also will remove potential sources of conflict within the proposed
Budget Group.

It maybe noted that the existingdivision of responsibilities in conjunction
with time constraints make it impossible to work out the recurrent expendi-

ture implications of capital budget projects. Obviously, there should exist a

flrm linkage between capital expenditure/recurrent expenditure require-

ments and future commitments/availability of real resources, particularly
manpower.

Similarly, top management should decide about responsibility for mana-

gement development. This issue is here mentioned separately because the
function according to experience requires easy access to the PS.

Secondly, the location of the PU within the Ministry should be recon-

sidered. The unit is expected to perform a staff function for the top manage-

ment of the Ministry, i.a. providing the quantitative and qualitative informa-

tion required for decision-making, performing ministerial planning func-

tions and strengthening planning at lower levels, and ascertaining that

medium andlongterm health sector planning at the inter-ministerial and the

inter-departmental levels is effectively co-ordinated and integrated.
By nature such staff functions belong close to the top management, the

classical location of a planning unit in a ministry being directly under the
control of the permanent secretary in order to co-ordinate and service all
other units, but, naturally, not in a line position. The relocation of the PU to
a staff position directly under the PS wouldin the case of the MOH also seem

to be the optimal choice (see fig below).
Not only would thereby top management get direct access to a valuable

instrument, also the PU would enhance its impact working through the
ofiices of the PS.

Tlzirdly, a MOH planning unit should be headed by an oliicer having the
necessary training and/ or experience in health planning/ health manage-

mont. Particularlyin view of the present scarcity of medicaldoctors in Zambia,
itwould seem to be a misuse of human resources to use a MD post to head the
PU.
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Minister

Minister of State

Permanent Secretary Planning
Unit

Dir of Medical Services

MOH mit}: the PU relocated to £z position directly under the PS.

Itis recommended that this post be relocatedwhere there is a specilic need
for medical competence and that the prolile of the head of the PU be delined
in terms of health planner, health economist or similar.

Questions related to goal achievement and effectiveness of SIDA technical
assistance in the Planning and Development Section may be viewed from a

few different perspectives:
* in relation to objectives
0 in relation to job descriptions
' in relation to tasks fuliilled

If first we attempt to relate technical assistance achievements to general
objectives we are faced with the diliiculty that these objectives are implied
rather than explicitly stated. The national Senior Health Planner has clearly
expressed the view that the SIDA efforts have been misdirected in so far as the
alm was to assist in establishing an all-round viable planning function.
However, it has at the same time been stated that there is now national
capacity and competence (given some training) to take on the central
planning functions.
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In this assessment one cannot disregard the question of counterparts or
coiresponding arrangements. In the absence of counterparts - commented
on during the entire span of this cooperation effort - there has indeed been
little potential for transfer of knowledge, skills and experience.

This again is a rather common finding, and the problem shouldpreferably
be addressed in terms of policy rather than post-hoc assessments. To the
extent a transfer of knowledge is seen to be an essential component this
should be spelled out in operational terms in the job description; and it
should be ascertained that posts exist or will be established and that there is

a reasonable career structure within the professional area in question. Even
so, it must be recognised that the position of counterpart may for various
reasons hold little attraction.

When relating job descriptjons to actual deployment it will become
obvious that the SIDA staff have devoted much of their elforts to their
individual areas of competence, giving secondary attention to other areas

defined in the job descriptions. Since some divergence fromjob descriptions
is a rather universal fmding it seems worthwhile to identify causes from a

structural rather than individual point of departure.
' A job description often will depict tasks guided by distinct objectives and

given reasonable resources to achieve them. Activities accordingly are
listed in a well ordered sequence from A to Z. The technical assistance

person then will find that there is little substance/ response/ potential
corresponding to the activities listed. He will find himself operating in a

vacuum.
0 The creation of a technical assistance post at times represents the wishes

of a donor agency rather than the felt needs of the national agencies.
The technical assistance person then will find that he does not fil natu-

rally into the actual scheme of things.
' Given a vague job description, and meeting little response, the technical

assistance person in his efforts to make himself useful will turn to areas

where his competence may be used to advantage.
Those are general observations, to a greater or lesser degree applicable in

the Zambian situation. The salient point is that job descriptions should be
prepared with more thought to the preconditions and the administrative
environment that may determine an outcome according to plans. In this
particular case, the PU operatingwith no terms of reference and the capacity
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virtually limited to one, although highly competent planner, it might have

been conjectured that an extensive listing of duties was less than realistjc.

Adhering to the job description would have meantspreading the capacity so

thin on the ground as to become indistinguishable.
At the same time, departure from the terms of the job descriptions will

obviously cause dissatisfaction in the officers' expecting relief in their bur-
dens, a situation much to be avoided.

In view of the difficult overall situation of the PU, and in particular the
gross imbalance between capacity and perceived responsibilities, the PU and
its technical assistance staff have inevitablyhad to concentrate their efforts to
some high priority tasks. Under such conditions, an emphasis on manage-

ment training and restructuring of the budget system is well justified. It can
also be regarded as at least implicitly endorsed in the plans of action approved
at the 1986 and 1987 Annual Reviews. These areas are of fundamental
importance, and a significant improvement is a precondition for successful

development of PHC and implementation of the policy of decentralisation.
The Management Development Programme basically represents a sound

approach, beinggnided byzambian realities and avoidingthe fallacy of trying
to impose foreign patterns of management.

Duringthe field trip to Eastern Province the evaluation team could notice,
however impressionistically, encouraging results in terms of activities being
guided by plans of action, speedier procedures etc. On admittedly very
limited evidence one might query whether the input available at district level
workshops is satisfactory. The indication might be that MOH HQstaff inputs
should at the present stage support the provincial team to a larger extent.

The ManagementDevelopment Programme is expected to be established
on a permanent basis. The way this should be done is open to discussion.
Continued SIDA assistance seems indicated, possibly more specifically goa-

red towards this programme than at present. Apart from the training
activities, however, there would seem to be a need for qualilied management
expertise, possibly in a consultancy form, to look into the possibilities of
further increasingefficiency in management also on the top level of the MOH.

The conclusion of the Planning andBudgetingReview, which has involved
the SIDA Health Planner/ Economist, offers a potentialfor decisive improve-

ment of planning/ budgeting/ monitoring. Development in the near future
will depend on the response by NCDP and MOF. In the case of approval, or
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if the MOH decides to use the proposed system internally, one can foresee a

period of intensive information and training efforts. It is essential that

impetus not be lost.

Until a successor to the Health Planner/ Economist has been recruited,

SIDA should, if requested, be prepared to take immediate action to cover the
interval by extended consultant support.

The job description of the contract technical assistance person should be
reviewed, since the main thrust shouldbe towards implementatjon of the new

budget structure. If the PU obtains specific terms of reference the question
might be viewed in this wider framework. However, having in mind the
healthydetermination to look towards self-sufiiciencyreflected in statements
above, the indications are that the time has come to phase out general-

purpose technical assistance but support some project-specitic function. The

sharing of the postwith the Accountingsection, but ascertaining the linkage
with the PU in terms of planning and budgeting, is recommended.

The Planning and Budgeting Review is interlinked with the HCFER

project, which should receive further support along present lines until

completion.
The aims and the scope of SIDA support to the Manpower Planning

Section were well defined and clearly stated. The final report of the Man-

power Planning Study conducted under the SIDA seconded manpower

planner represents by anyprofessional or practical standard a major achieve-

mont It also offers workable suggestions for sustaining the results. However,

crucial questions remain.
One concerns the fundamental assumptions underlying the report, which

will, of course, change when and as the future resource framework of the

MOH is more clearly defined in the light of the restrictions produced by the
economic crisis. Based thereupon, trimmed indicative planning and indica-

tive manpower plans will produce revised manpower requirements.
Secondly, generally speaking, the introduction of a new system is highly

vulnerable until the implementation process has gained considerable

momentum. SIDA should be prepared to offer consultant support on re-

quests based on precise briefs, but also to follow-up on the issue within its

dialogue with the MOH.
A final observation concerns not only health planning projects but also a

number of other activities, whether supported by SIDA or not.
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Provincial, district and local staff are target groups ofa number of training
activities. In total, such activities claim a considerable amount ofhealth staff
time, to the short term detriment of health services. In small institutions,
plans of action are liable to be upset.

It appears that much could be gained if such, currently partly disjointed,
activities were co-ordinated andbrought into an orderly time sequence. This
would also justifythe deployment of didactic expertise. It is suggested that this
question would merit consideration in a wider context.

Conclusions and recommendations
Irrespective of the question of SIDA support, it is essential for its efficient
functioning that the PU be given a clearly defined mandate, that it be
relocated to a staff position directly under the PS and that its head be defined
as a health planner, health economist or similar.

The professional cadre of the PU will clearly be underdimensioned even
upon the return of the Health Planner presently abroad for training. On the
other hand, suflicient skills in health planning procedures will be repre-

sented in the PU. The basic problem is how to increase quantity rather than
to raise quality. The first option might be to continue to offer scholarships for
training on the basis of a plan that identifies training needs in precise terms
and offers a smooth phasing over time. This should not exclude contract
technical assistance if requested. In such cases, the measures advocated
under 3.8.1 should be seen as a prerequisite; the job description should be
more specillc and less extensive; a plan of action shouldbe presented: and any
possible training component should be defined and also prepared in detail.
The sharing of the post as Health Planner/ Economist with the Accounts
Section should be considered.

The SIDA support so far can in practice be identifled with specific projects
that should be institutionalised as permanently on-going activities or other-

wise incorporated into set administrative practices:
' management training
0 adoption of a new budget system
0 manpower planning

The HCFER project mightcome into this category. In these cases, sustaina-

bility is now the chief issue. SIDA and the MOH shouldjointly, and as a matter
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of priority, identify constraints and attempt to remove them. Continuity is of
crucial importance. SIDA should be prepared to respond rapidly to requests
for well specified consultant services, as well for the implementation of the
programmes discussed here as for other inputs required in the area of Health
Planning and Management.

Summary of SIDA Programme Support
Health Planning Programme (started in 1979)
Disbursements up tojuly 1, 1988 SEK 13.6 million
Funds spent on
0 reviews on e.g. Planning and Budgeting, Health Care Financing and

Expenditure, District Plans
0 purchase of teaching aids, literature etc for seminars
* seminars/workshops in the Management Development Programme

(7 at national, 18 at provincial and 33 at district level); Manpower Plar
ning Programme and Development Plans

0 purchase of equipment for Planning & Development Department
* study tours, short courses abroad (7)
0 sholarships (2)
0 purchase of 1 programme vehicle
0 consultancy services
0 technical personnel

Architect/ Architect Planner 73 manmonths*

Transport Planner 55 manmonths**
Health Planner 81 manmonths
Senior Health Planner 80 manmonths

Manpower Planner 26 manmonths
Primary Health Care Evaluator 18 manmonths
Health Information Planner 2 manmonths
* from 1985 under the RHC programme

from September 1985 under the transport programme
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Chapter 4

Primary Health Care Training

Background and scope of SIDA'S activilies
The means for implementing the primary health care policy in rural areas are
rural health centres (RHC) and community health workers (CHW). Under
the PHcprogramme SIDAhaS since 1981 provided the fundsfor training and
retraining of community health workers.

Included in the programme has also been seminars for officers from other
sectors and from the party organisation, seminars for newly recruited staff
the information bulletin Burirm and bicycles for the CHWS. Before the

essential drugs programrne started also drugs kits came under this program-

me. These activities have been fully financed by SIDA. The funds form part
of the GRZ recurrent budgetfor the provinces and have covered expenses for
training such as travel and accommodation for participants, salaryfor trainers
etc.

For this programme the evaluation has concentrated on the CHWS and
their training.

The community health worker (CHW)
CHWS are volunteer workers elected or selected by a community to carry out
day-to-day PHC activities. A CHW should be chosen on the basis of the
following criteria
' must be a motivated man or woman respected and trusted by the com-

munity;
' have a minimum age of 25 years;
0 must be well established in the community;
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* should be prepared to work on a voluntary basis;
' ability to read and write is preferred.

The CHW should primarily carry out preventive health care activities,
trying to promote measures to avoid illnesses rather than curing them. A
CWH are expected to:
0 give guidance on how to increase food production andimprove nutrition;
' promote basic sanitation and maintenance of community sources of safe

drinking water;
* detect a risk group e.g. malnourished children;
* conduct regular home visits and guidance on the prevention of common

illnesses:
0 give first aid treatment;
' diagnose and treat minor ailments and refer serious cases to the health

centres:
0 safely maintain and dispense some basic treatment;
' organise the community to cooperate with health centre staff in conduc-

ting community visits e.g. for immunisation and growth monitoring;
' collect and maintain simple community data.

The CHWS are trained for a six week period. The courses are normally
divided into two or three parts to enable the participants to carry out duties
at home that cannot wait, Responsible for the training is the PHC co-

ordinator at the district office, and he or she is often also the main teacher.

Formerly all training was arranged at the district centre. Experience
showed that this was ineffective since the courses were too far removed from

the participants' normal surroundings. Also, there was a risk that no natural
contact with the nearest health centre would be established. During the last

two or three years the courses have more and more been carried outat a RHC

near the participants' home villages.
The target is to train ten new CHWS in each district everyyear. However,

no training has been carried out during 1988 because SIDA and the MOH
agreed 1987 to suspense training for one year in order to give time for
consolidatingthe alreadytrainedcHws. The target of around570 new CHWs

per year remains as there seems to be no apparent reason to change that.
There are also retraining courses for CHWS. These are normallyfive days

with 20-30 participants and one is arranged each year in every district . The
retraining courses are said to work fairly well.
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The PHC secretariat at the MOH feels that much experience has been
gainedfrom the firstyears of CHW training. This is being utilisedin changing
the training to better fil the CHWS and their working environment. In a

recent circular the PHC secretariat advised that future courses should put
emphasis on training at the RHC rather than at the district centre, on leaving
the classroom style of teachingfor a more participation oriented method, and
on promoting an intersectoral approach, using teachers from other sectors.

Concern has been raised about the large volume of curriculum content
that has to be learnt within a six week period. The problem is whether this
adequately provides for the CHW to effectively acquire functional compe-

tence as well as contidence. Further, some observers have suggested that
functional operation of CHWS could be narrowed both in terms and scope
andresponsibilities so that theyfocus more intensively on a few activities only.

In all, almost 4,000 CHWS have been trained. Out of these around 8.000
are considered to be active. The national average drop out rate is 25%, but it
varies considerably between provinces (see table D in appendix 6).

The figures for districts show even bigger differences, the highest being
83% and two districts reporting no drop outs. Five districts report a drop out
rate of more than 70% while 42 districts have a drop out rate lower than 30%.
(There are 44 rural and 14 urban districts in Zambia. The figures in table D
refer to all districts.)

The size of the individual CHW'S catchment areas differ. They are

supposed to serve around.500 people. A rough estimation, assuming that the
rural population is about 4 million, gives 8,000 CI-IWS for covering the whole
rural Zambia. Further assumingthat the present drop outrate of25% prevails
and that the previous training volume of around 500 new CHWS per year can
be kept up, itcan be estimated that a nationwide rural area coverage ofCHWS

cannot be reached before the turn of the century.

The relevance and effectiveness of the CHW
In order to find out about the relevance and effectiveness of the CHW a study
on existing research reports was carried out duringphase II of the evaluation
(see appendix 6 and 9). The consultant making this study has himself been
deeply engaged in research on PHC in rural areas. He summarises his
findings as follows:
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"This analytic/ critical review of the reports, articles and research on
CI-IWS/ RHCS has revealed that there is a fair amount of information

available on the overall situation of PHC and CHWS in Zambia.
However, the majority of the studies focus on quantitative aspects

and socio demographic characteristics. In spite of the diversity of
approaches all of the studies identify four basic constraints to effecti-

ve CHW functioning:
' lack of drugs/ equipment,
0 lack of adequate supervision,
0 lack of community support, and
0 Jack of transport."
"All of these relate to the (1HWS supportive system. Other factors which
determine CHWS ability to function include quality/ duration of trai-

ning, age/ sex of CHW, size of catchment area, quality/ motivation and

attitude of RHC staff toward PHC/CHWS, and relationship of CHW

with local political leaders. There are, in addition, factors which affect
individual CHW performance such as personal motivation."
"Of all the constraints noted the most important is lack of supervision

because it relates directly to lack of motivation, performance quality,
and high attrition rate. It is therefore crucial that regular and sufficient

supervision is given a high priority at all levels (between province - RHC

and RHC and CHW)."
"While the amount of information on CHWS in Zambia is good there

are still manyquestions which remain unanswered. For example: How
does CHW training relate to his/ her performance, how does it relate

to community expectations, have areas with active CHWS affected

RHCS, what can HAS do to enhance CHWS performance? Is there a

quality difference between male/female CHW functioning? What

creative solutions can/should be developed to increase community

support?"

Problems
The current figures indicates that one quarter of the trained CHWS is being

lost. The report on PHC/ CHW field studies summarises the situation as

follows:
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'There is generallyincreasing evidence that drop out rates are increa-

singdue to a variety offactors such as transportproblems, jack of drugs,
community support and general deteriorating economic conditions
which has hindered health care functioning at all levels."

Iris known that there is a higher drop out rate amongyounger CHWS and
amongfemale CHWS. The solution is suggested to be better supervision and
contact with the RHC, a more thorough preparation of the community, e g
by creating a village health committee, and a more careful selection process.

This problem may be said to be outside the scope of the evaluation since
it concerns Zambian health care policy and not HSSP. However, existing
evidence suggests that there must, for practical reasons, be a balance between
the CHWS curative and preventive work. Without knowledge and means to
cure at least some acute illnesses the CHW will Jack credibility in his
community, when providing education about sanitation, immunisation and

the like. The much debated question about providing the CHWS with drogs
can be answered with the same arguments, and the conclusion is that the
CHW should have access to some basic drugs.

It has been said that male CHWS in some areas have difficulties in
performing their duties since women are reluctant to listen to them on
matters which are related to female problems. The PHC/ CHW overview of
field studies says:

"While there is data available from other countries on such questions
as the difference between male and female C.HWS, (e.g. India, Philip-

pines, Indonesia) and CHW training/com-munity expectations the
information from Zambia is verysparse. Afew sources as mission annual
reports, IRDP CHW training experiences and specific programme
reviews (UCI, CDD, MCH) mention male/ female differences in CHW
functioning such as preference for males on decision making commit-
tees (VHC), difiiculty of male CHWS in treating female patients and
vice versa, differential drop out rates and diliiculty experienced by
female CHWS in travelling to distant villages in their catchment areas."

The problem warrants some consideration.Atpresent approximately20%
of the CHWS are female. If women are getting less help and advice because
of the uneven male-female ratio in the number of CHWS action should be
taken to stimulate the recruitment of female CHWS.

SIDA has funded purchase of several hundred bicyclcs to the CHWS. The
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precise number is not known. The bicycles were, however, of low quality and

are reported to have soon broken down. Also, there are diliiculties in
obtaining spareparts. CHWS should have facilities for mobility. Of those

trainedin 1986, 20percent ofCHWS, the majoritybeingwomen, did not have

bicycles.

Conclusions
Itis evident that the performance of the CHWS is not entirely satisfactory. On
the other hand, it seems that there is fairly good evidence about the causes.

It also seems that it is possible to remedy the situation.
Provided they function well the CHWS are important components in the

implementation of PHC and are a cost-efficient way of promotjng better
health. They should therefore continue to be trained and retrained.

Findings from field studies indicate that availability of drogs is a means for
CHWS to establish credibility in the community. Our conclusion is that CHWS

should have access to a limited number of drugs and other material as in the

CHW kits. The riskfor a bias towards curative activities should be minimised

through retraining and supervision.
This programme diiiöers from the other programmes under the HHSP

insofar as SiDAprovides funds for running costs for an established, on-going

activity. The common denominator with the other HSSP subprogrammes is

that they are directed at building up systems for various health care related
activities.

It is the feeling of the evaluation team that initial CHW training could
adequatelybe handledbyGRz. For continuity of the programme the obvious
alternatjve should be addressed - the transition from total SIDA support of
CHW training to gradual take-over of the programme by the government.
The PHC training does not require foreign exchange or expatriate man-

power components. Resources can be mobilised locally.
Given the present government budget constraints the SIDA support to

PHC should remain, but SIDA'S assistance should be directed towards

strengthening supervision, retzraining and logistical requirements to provide
support to CHWS operations at the community level.
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Recommendations
It is recommended
' that SIDA continue to support CHW training but a gradual take-

over by the government is advised;
0 that the SIDA support is redirected to strengthening supervision of CHWS,

for example by funding the training of CHW trainers and supervisors
(PHC co-ordinators);

0 that SIDA be prepared to support follow-up studies on the performance of
CHWS:

0 that the possible consequences of the uneven male-female CHW ratio is

looked into and, if necessary, SIDA should be prepared to support elforts
to recruit and train female CHWS or an increased number of TBAS;

0 thatSIDA should continue and expand the supportto the information and
involvement of sectors and agencies other than health, on the importance
of PHC.

Summary of SIDA Programme Support
Primary Health Care Training (started in 1979)

Disbursements up tojuly 1, 1988 SEK 14.8M

Funds spent on
' intersectoral seminars (63 at provincial and 406 at district level)
* training of approximately 4,000 (1HWS

0 refresher courses for 232 CHWS
* purchase of drugkitsfor CHWS (now included in Essential Drugs Pro-

gramme)
0 purchase of bicycles and spares
0 purchase of stadonery for CHWS
' printing of Burirm - a publication of PHc-information (33 issues on

general PHC and 8 special issues on eg. nutrition, AIDS)
0 nurse tutor seminar (1) (This activity was transferred from Nurse

Tutor Programme, which was finalised in 1986)
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Chapter 5

Transport Programme

Origin and early development
Following the recommendations of an appraisal mission, Transport was

included in the 1979/82 agreement on sector support to PHC. The purpose
of the co-operation efforts was to implement a programme which improved
the general transport situation with particular reference to basic health
services in rural areas.

The MOH at that time had received much support from WHO and

UNICEFIn providingvehicles. UNICEF hadin principle accepted a proposal
for establishing one central and one provincial workshop to be administered
by the Ministry as viable for iinancial support. (This and other proposals also
included maintenance workshops for medical equipment; not further consi-

dered in this chapter). However, no donors came forth and there was no
significant progress. UNICEF was also prepared to second a technician for a

training programme for drivers.
The 1979 situation can be illustrated by the following data: out of a total

MOH fleet of 428 vehicles, 119 were in running condition, 181 stranded but

repairable, and 128 irreparable.
By mid-1980, a SiDA-seconded transport planner arrived to work as an

adviser in the Planning Unit (PU) of the Ministry. His function was to prepare

proposals addressing constraints/ problems already identified, such as

* standardisation of vehicles
* a possible creation of departmental repair workshops
0 replacement policy
0 spare parts organisation
0 control of misuse and thefts.
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The options open to the MOH are limited by one major policy considera-

Lion. The Mechanicalservice Departmentof MOW is the centralgovernmental
agencyfor vehicle maintenance and repair. Posts as vehicle mechanics will be
found onlyin the MSD establishment. The question to what extent a ministry
can be seen to have authority to deal with maintenance of its own vehicle fleet
is notvery clear. The Cabinet Oliice has not accepted a proposal to the effect
that MOH should assume full responsibility for its vehicles.

In 1980, 1981 and 1982 various plans for SIDA support were presented. At
the 1981Annual Review itwas decided that funds could be releasedfor a pilot
project workshop, for procurement of spare parts and for training, using
existing facilities and manpower.

In 1982, agreement was reached on a plan of action, with the following
chief components:
0 a structure of management with dear areas of responsibility,
* the establishment of a central Transport Unit (located at the "Old Medical

Stores") with three sections directly under a Chief Transport Officer, viz. a

service station, a central spare paris store, and a training centre,
' at the provincial level the pilot project workshop should be completed

during 1982, and seven additional stations should be constructed over a

period of two years,
0 a system ofco-ordination between the MOH andMSD shouldbe established,
0 spare parts should be imported to supply the MSD for repair of MOH

vehicles,
0 training programmes for transport ollicers, mechanics and drivers to be

established,
0 the central level should be supported by SIDA technical assistance person-

nel during a period of2-3years, the provincial levelbyvolunteers during an
introductory period.
Since then, this plan of action (originally a three-year plan) has partly

determined the frame-work for the co-operation, with some modifications
based on recommendations from consultancy studies briefly presented
below, although one can notice an increasing ambition to attain self-sufii-

ciency.
An evaluation in 1983 (i.e. within a year of the adoption of the plan of

action that marks the beginning of any substantial SIDA support to the
transport programme) noted that
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0 progress was slow, partly due to the complexities of co-operation between
MSD and MOH,

0 the concepts for maintenance and repair appeared sound and achievable,
0 the programme had as yet had no actual impact but could be expected to

go a long way to increase transport capacity and to save foreign exchange,
0 there was a needfor staff supervision/ co-ordination and planning capacity

at MOI-I HO,
* there was a need for counterpart staff

In 1985, the transport function was studied by a consultant (VIAK AB,

Transport Review Mission). The study analysed the reasons for the conti-

nuing shortfall of operating vehicles against the minimum required. Not
unexpectedly, the study identified a backlog of maintenance and vehicle
replacement as the chief reasons. Some procedures, especially relating to
procurement, had also hampered attempts to alleviate the shortage of spare

parts and equipment. The consultants concluded that the Ministry must aim
at self-sufiiciencyin respect to reaching a minimum level of transport to meet
the most pressing demands.

The VIAK study was followed up by a consultant acting as a short-term

transport planner. In his final report (August 1986) he noted in particular
* the need for counterparts to be appointed to ensure Zambianisation
' the need to st;reamline procurement procedures
0 the need for a properly co-ordinated and funded vehicle replacement

programme

Review of some programme components and issues:
Development, present status and observations
The Lusaka vehicle service centre (VSC) started operations as early as 1984.

It was reported that workshop and storage facilities were adequate, tools and
workshop equipment, however, rudimentary. Rehabilitation of broken-down
vehicles had been initiated.

Work continued in 1985 - with an interruption caused by a robbery - but
problems were reported concerning the provision of spare paris. This
problem, and others related to lack of stad and equipment, were also

recordedin 1986, andin total the centre was considered notto befunctioning
satisfactorily.
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In 1987 rehabilitation of vehicles was said to have started. Problems

concerning the procedures for local procurement continued. No Zambian
counterparts had as yet been appointed.

The information above has been culled from the Annual Review docu-

ments. A more detailed, and somewhat gloomier, picture is presented in the
final report of the Chief Transport Officer 1988.

The Chief Transport Oliicer has also proposed an extension of the VSC in

order to have the workshop divided into four sections and to organise work
more efiiciently. Also, the spareparts store would be given adequate space.

The firstprovincial service station to be established under this programme
was the one atchipata, originally conceived as a pilotproject. Civilworkswere
completed in 1983, but equipment had not been installed.

In 1984, two provincial service stations were reported to be in operation
(Chipata and Solwezi) and three more under construction. The MOH had
found it impractical to await the evaluation of the pilot scheme (the possibility
had been foreseen in the 1982 Annual Review). In 1985 all these five stations

were operational or about to be. In 1986 construction had started on the three
remaining provincial service station projects although progress was slow.

Lack of staff and equipment had been found to cause problems. The 1987
position was largely the same.

The SiDA-seconded staff has comprised Transport Planner, Chief Trans-

portofTicer, Chief Trainin gofiicer and Chief Storekeeper. The post as Chief
Transport Oliicer andchief Storekeeper have now been combined. This post
and the post of Chief Training Officer are filled. The Chief Training Officer
in reality assumed the duties of the Chief Transport Officer in the interval up
to August 1986.

The Zambian staff at the Lusaka Unit currently consists of 18 mechanics

(they are mostly listed as drivers in the MOH Establishment Register) and 7

staff members for administration and stores, one of them acting as workshop
superintendent with administrative functions including liaison with MSD.

Apart from the question of counterparts the priority staff requirement at
the workshop is a technician qualified to provide on the job training for the
mechanics.

The staff at a provincial workshop will generally include one foreman/
mechanic, three mechanics/ helpers and one storeman. In a few cases,

] apanese volunteers will augment staffing and provide training.
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The concept of preventive maintenance is increasingly being applied.
Control is exercised by means of a system of documentation (vehicle record
card and job card; see illustrations below) for each MOH vehicle. However,

activities at the VSC extend over major repairs including rehabilitation.
About 100 vehicles/ month now pass through this unit (up from 60/

month in 1986). This includes vehicles sent in from the provinces (faulty
engines, gear boxes etc.).

The aim is that provincial service stations should also be given capacity to
undertake increasingly more difficult tasks, based on a system of exchange of
components. The chief limiting factor at all levels obviously is mechanical
competence.

Duringthe fieldtrip of the evaluation team avisitwas paid to the work-shop
at Chipata. It was confirmed that a scheme of preventive maintenance had
been introduced, each vehicle being scheduledfor maintenance on a specific
day each month. The workshop largely operates according to the guide-lines
from the Lusaka unit, to some extent, however, undertaking more compli-

cated repairs as competence increases. Spare parts supply is now considered
to be acceptable.

The responsibility of the Chipata workshop is strictly limited to the 18

vehicles under the control ofPMO/DMOS. This should be viewed against the
stafiing:
0 1 foreman/ mechanic
0 2 mechanics/ helpers
0 1 cleaner on a daily pay basis

At the 1983 Annual Review it was noted that the plan then presented to
some extent differed from the one previously envisaged. It would comprise
Swedish contributions notonlyto basic maintenance ofMOH vehicles butalso

to rehabilitation of all repairable vehicles, and would introduce repair works
to be done by MOH itself.

As is evident from what has been said above, development has continued
along the lines defined in 1983. Even if this apparently is tacitly accepted by
MSD, there remains a potential risk ofa major set-back in the programme. It
seems imperative that this question should be resolved unequivocally.

In the 1985 Annual Review it was agreed that a policy of fleet stan-

dardisation should be pursued to ensure the use ofsuitable vehicles particu-

larly in the rural areas and to simplify maintenance and spare parts stock
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holding. In 1986 it was noted that SIDA could provide spare parts only in
accordance with such standardisation.

This policy has been accepted by MOH and among some donor agencies.
However, arguments have been raised also in favour of a less strict applica-

tion. UNICEF, bound by regulations on international tendering, has been

able to supply 64 Suzuki, 4WD vehicles, including a provision of spare paris
at 15% of the vehicle costs, instead of possibly one third of that number if
adhering to the vehicle types approved, viz. Landrover, Toyota Landcruiser
and VW Combi.

As the Suzuki is new to the country, it is still not possible to ascertain the
average cost per kilometer over the vehicle's total lifetime. A statistical
comparative study for vehicles bought, e.g. since 1984, would provide valu-

able information for the MOH.
The workshop also undertakes minor repairs of other types of vehicles.

Spare parts are purchased locally if available but are not imported.
The standardisation has, as expected, facilitated rational stock-keeping. A

contributing factor is that the earlier cumbersome and time-consuming
procedures for purchasing spare paris have been simplified. Funds are
releasedfor direct importation, and a standingimprestfor 10,000 kwacha has

been issued for local purcl1ases. The stocks as a result have been reduced to
four months' consumption.

The training component of the programme was insignificant until the
Chief Training Officer in the latter part of 1986 was released from his
te1nporary duties as acting Chief Transport Officer.

The target groups of the training activities are mechanics, drivers, trans-

port olilcers and, more occasionally, other staff categories with duties related
to transport. The method preferred is on-the-job training. Didactic material
has been prepared.

Frequent transfers of staffhas meant that the planning horizon is narrow.
The lack of technicians seriously limits the possibilities for practical training
of mechanics.

During the 1985 Annual Review it was noted that line management
responsibility for the transport function falls under the Administrative
Department of the Ministry HO and under the PMOS in their respective
provinces.

The 1985 Transport Review Mission considered it essential that there
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Léjl: Control es exercisedby "mans dja system £1docummiation ( uehide record card and
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should be a clear-cut operational post within the administrative structure
heading a more developed transport unit. It was suggested that a Zambian

Operations Officer should be appointed as a full counterpart to the ex-

patriate Chief Transport Oliicer and eventually take over full management
responsibility as Transport Manager. The Transport Unit's duties should
include the provision of specialist advice on transport matters to the PU.

So far, no steps have apparently been taken in line with that recom-

mendation (the Chief Transport Officer reports to the DDMS (PBCD) in
matters requiringhigher-level decisions). It maybe argued that action to such
effect would serve to lill an obvious gap in the management structure and
significantly improve sustainability of the programme upon phasing out of
SIDA technical assistance.

The data presented in section 5.2.2 indicates that the SIDA technical
assistance reached full strength only in 1986, and also that there had
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previously been some lack of continuity which could not be bridged by
Zambian staff, since no counterparts had been appointed.

The impression is that the technical assistance personnel who arrived in
1985-1986 found it necessary to make a fresh start in terms of systems and

procedures. During that initial phase there was felt to be little need for
counterparts, but the question later on again became essential, although
unresolved.

Earlier assessments of the probable life-span of SIDA support have been
overtaken by such circumstances. The question should be addressed anew.
Considerations in this respect might include the following questions:
' establishment of a permanent training capacity, in particular as regards

mechanical competence and driving practices
' documentation and transfer of the systems worked out concerning work-

shop procedures, purchasing and stock-keeping
' creation of an adequate administrative structure for transport issues at HO

level
' possibly the foreign exchange issue.

This would entail first of all a rapid solution to the counterpart problem.
Further it would seem desirable to re-state objectives, determine targets and
formulate a plan of action defining commitments on either side and also

explicitly defining a time schedule for phasing out,

An outline of the GRZ/ MOH plan for vehicle replacement and expansion
of the fleet would appear to be an essential input for defining relevant and
realistic targets.

Conclusions and recommendations
In line with the GRZ overridingpHc orientation andin view of the present

tendency of actual concentration of repair and rehabilitation resources to
metropolitan vehicles the programme should be subject to a more conscious

province and district orientation of its operations.
The entire programme is based on an exception from the GRzpolicy that

gives MSD overall responsibility for vehicle repair. The situation requires
regularisation.

The programme can be seen to have two chief components:
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0 support towards the establishment of a physical infrastructure for vehicle
maintenance, repair and rehabilitation and connected activities;

0 support towards the development of systems, procedures and skills.
The physical infrastructure has largely been completed. The plans were

devised at a stage when the exact functions of the workshops were still the
subject of some discussion and uncertainty. The programme - mainlythrough
the SiDA-seconded staff - has now settled for a level of ambition that is

conceivably higher than originally envisaged. SIDA should be prepared to
consider funding of limited additions to facilities and equipment, if demon-

strably needed, to match the somewhat more extensive functions or capacity
requirements now projected.

The systems and training components virtually started only in 1986. As

regards workshops and spare paris stock-keeping, systems and procedures
apparently have developed to the point where arrangements for handjng
over to counterpart staff are due or overdue. In the absence of counterparts,
the continued work of the Chief Transport Oflicer and also the Chief
Training Oliicer will increasingly assume the nature of gap-filling. This
unsatisfactory situation requires serious consideration.

The training component will have to be viewed in a somewhat different
time perspective. The Objective - stated or not - should be to establish a more
permanent training capacity, corresponding to quantifiable requirements.
This process is hampered by the lack of locally employed technicians who
could gradually assume teaching responsibilities.

In total, this "soft-ware" component should be guided by more distinct
objectives, targets and time-scheduling. lt is suggested that the continuation
of the programme should be defined in a well specilled plan of action,
spelling out criteria for phasing out the SIDA technical assistance element.

Especially in view of the shortage of trained mechanics, the question of
cost/efficiency merits attention. It should be possible, at least crudely, to
relate staffing input to work output. The data from the Chipata workshop
indicate that some productivity norms would be useful.

As today repairs are free of charge for the vehicle users there is a lack of
short term economic incentives, which could further incite to regular main-

tenance. The introduction of budgetary guidance, where e. g. maintenance is

free of charge but repairs will be debited for, should be considered as a

supplementary instrument.

SIDA Evaluatlon Report 3/89. No Short Cuts to Health 69



TRANSPORT PROGRAMME

Summary of SIDA Programme Support

Transport Programme started in 1979

Disbursements up tojuly 1, 1988 SEK 25.3 M

Funds spent on
0 construction of a Central Vehicle Workshop in Lusaka
0 construction of 8 Provincial Service Stadens
' purchase of equipment/ tools for Workshop and Service Stations
0 purchase of spareparts for vehicle repairs/ rehabilitation
* purchase of 1 truck and trailer for programme use

* purchase of 2 other programme vehicles
' tra.ining/ training equipment
0 consultancy services
0 technical personnel *

Chief Transport Officer 47 manmonths

Chief Storekeeper 40 manmonths

Chief Training Officer 33 manmonths

* Posts as Transport Planner accounted for under Health
Planning Programme up to August 1985
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Chapter 6

Essential Drugs Programme

Background
Provision ofessential drogs is an integral part of the Zambian Primary Health
Care (PHC) strategy. Drog cost is also a major recurrent expenditure in the
health care budget. Approximately 70% of the medical supplies, including
drugs, to government and church hospitals and Rural Health Centres
(RHCS) in Zambia are provided by Medical Stores Limited (MSL), a wholly
government owned company under the Ministry of Health. Approximately
75% of all medical supplies are imported. MSL delivers drugs directly to all
hospitals which in turn supply health centres in their areas, except certain
urban clinics and RHCS in Lusaka province and some mission hospitals,
which use their own transport to collect drugs from the MSL.

There is an urban-rural as well as an hospital-RHc bias regardingdistribu-

tion of drogs and other health care services in Zambia. Shortage of drugs at
the national level further increases this bias. The supply of drugs by the MSL
to the rural hospitals has often been irregular. The irregular and partial
delivery of the ordered drogs is compoundedby the lack of transportation at
the districtlevel and has severelyaffected the availability ofdrugs and supplies
to RHCS.

To improve drog supply system, particularlyfor Rural Health Services, the
Essential Drogs Programme (EDP) was included in the agreement in SIDA'S
Health Sector Support Programme to Zambia 1985. Prior to this agreement
a preparatory study was carried out in 1982 to identifyproblems in the drog
supply system in Zambia. Recommendations of personnel assistance were
made to improve administration, utilisation and distribution of drogs. A
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more detailed review of the drug supplysystem was carried out in 1984. This

review identified the serious problem of shortage of essential drugs, particu-

larly in RHCS. It suggested that the shortage was due to weaknesses in
procurement and supply planning, distribution and transport, prescribing
and usage ofdrogs. It was suggested by the review team that a new supply and

distribution system was needed and the management and planning capacity
at all level of health care needed to be strengthened.it also pointed out the
need for refresher courses for prescribers andpublic information for proper
drug usage.

The SIDA support to the drugprogramme startedwith the recruitment of
a pharmacist, a physician and an economist. The pharmacist took over his
duties in April 1985. The overall aim of this programme is to improve the
supply and use ofdrugs at RHC and bycommunity Healthworkers (CHWS).

The principle components of the programme include:
* a new distribution system with pre-packed drug kits for RHCS and CHWS,
* refresher training of the health workers,
* strengthening of the of planning and management at all level of care,
' public information on proper drug usage.

The EDPIS under the Director of Pharmaceuticalservices atthe MOI-I. The

present staffing comprises one Pharmacist (Expatriate), one Pharmacist

(Zambian), one Physician (Expatriate), one Clinical Officer (Zambian) and
Zambian administrative staff.

Drugpolicy and EDP
According to the WHO "Guide-lines for Developing National Drugpolicies"
a comprehensive drog policy should include aspects of legislation and

regulation, price control, choice and supply of drugs, qualityassurance, drog
misuse and abuse, self-medication and health education etc. At present a

comprehensive drug policy is lacking in Zambia.
A national formulary first introduced in 1981 was revised in 1986. The

formulary indicates the list of drogs which could be ordered by each level of
health care and worker. There is a National Formulary Committee respon-

sible for the drug list for different level of health care.
The list is, however, not always adhered to, which complicates stock

keepingandraises drug cost. The health providers and drugimporters, other
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than the government and MSL, do not always follow the national drog
formulary. This is also true of drogs donated to hospitals from overseas.

There are five major producer ofdrugs in Zambia including the MSL. The
MSL nowproduces two essential drugs - Chloroquineandparacetamol - and
has capacity to produce Acetyl Salicylic Acid, Folic Acid, F erous Sulphate,
Magnesium Trisylicate and Ephidrine. It is reported that MSL will be able to
supply these dmgs in large quantities in the near future.

The current import policy allows misheddrugs without customs duty. On
the other hand importation of raw material is subject to customs duty.
Exceptions to this rule are made. MSL and some other companies are allowed
to import raw material for essential drogs without duty.

There are Hospital Drog Committees in the major hospitals but they are
notfunctioning satisfactorily. This problem has been recognised bythe MOH.

Duringinformaldiscussions with doctors at the UniversityTeachingHospital
(UTH) interest has been expressed in revitalising the drug committee to
promote regular supply and rational use of drugs.

The existing Standard Treatment Guide- lines for health workers at RHCS

are not adequate. There are suggested standard treatment guide-lines for
some diseases such as T.B., Leprosy, Diarrhoea, Trypanosomiasis and sexually
transmitted diseases. Such guide-lines are useful to promote rational drog
use. Guide-lines could be prepared by consensus conferences involving
prescribers, pharmacists and other related health workers.

A drug manual for health worker at RHCS is being prepared. Such a
manual should contain information related to essential drogs, common
diseases and their diagnosis and treatment. Special attention should be paid
to the format of information for easy reading. A problem-oriented approach
is suitable for improving the quality of diagnosis and treatment by health
workers. The manual should also be assessed for its local usefulness and
appropriateness.

Essential Drogs Progtramme (EDP)
At present at MOH level there are three full time staff, two expatriate (a
Pharmacist and a Physician) and one Zambian (Principle Pharmacist). There
is one part-time (25%) counterpart to the Physician (the Deputy Chief
Clinical Officer at the MOH). There are also two supporting office staff.
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The drogs programme has extended from three pilot districts to 22 (with
six DGic-districts in Western Province) covering approximately50% of rural

Zambia. Day-to-day administ;rative functions are carried outby the above staff.
It is not cost-effective to use health personnel for this purpose, whose

professional knowledge is much neededfor training and education. Routine
administrative and executive functions should be carried out by an Executive

Ofiicer (Zambian). The MOH had agreed to lill the post of Executive Officer

by middle of 1988, but no such action has been taken so far.

The Pharmacist (Expatriate) has a Zambian counterpart and the process

of training and transfer of knowledge to the counterpart is running satisfac-

torily. However, the counterpart to the Physician is onlypart-time (25% ) . For

the purpose of sustainability and transfer of knowledge a full-time counter-

part to Physician is suggested (the post of Physician will be called Physician/
Medical Adviser when a new person fills the post later). The counterpart
would preferably be a medical doctor, alternatively a second clinical oiiicer
(full-time) with long experience could be appointed.

Apart from assisting the programme with medical advice the functions of
the Physician include production of training material and training of health
workers as well as drug information to the general public in the use of drugs.

This is an overwhelming responsibility considering the number of pro-

gramme districts. Also, there is a need to co-ordinate training of health
workers in other PHcprogrammes. At present these programmes are not co-

ordinated, which force the RHC staff away from the station for training
several times during the year.

The evaluation team suggests that a new post of Training Co-ordinator is

established to organise EDP training and head a Training Team. The post

should be flnanced under the HSSP during the coming agreement period.

The postwill be useful not onlyfor the EDP trainingbut also for co-ordinating

other PHcprogramme training (see also section 9.4). A Medical Doctor with

teaching experience of PHC work would be well suited for this post. The

Training Team should include the Training Co-ordinator assisted by a

Pharmacist (Zambian) and one senior Clinical Officer (Zambian). The

possibility of appointing a Zambian as Training Co-ordinator should be

explored, otherwise an expatriate should be recruited.
The procurement and supply side of the EDP is running satisfactorily, and

the new system has the potential to supplydrugs to the whole of Zambia. The
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system has also been adopted by MSL. To enhance the possibilities for
sustainability of the new system on national scale it is necessary that a second
Pharmacist (Zambian ) is appointed.

The job description of the Physician/ Medical Adviser needs to be re-

defined to include training activities as major part of his/ her duties and
collaboration with the Training Co-ordinator in the preparation of training
material if the latter post is established.

All drogs in the form of drug kits are procuredfrom overseas. The first kits

were bought through UNICEFfrOm UNIPAC. The secondprocurement was

made via restricted tender, supervised by MSL, from Equipment Charity
Hospital Overseas (ECHO), in UK. The cost of the second procurement was

lower due to competitive bidding. Local companies, who submitted tenders
for the drug kits, were not competitive and more than twice as expensive.

The procurement of drugs from overseas needs to be continued until the

stage when the production and supply capacity of the local producers is

reasonable, reliable and the prices competitive. When conditions exist for
localprocurement of drugs, a stepwise decrease in the overseas procurement
is advised. This will allow testing of the local supply capacity and will not
disrupt the present supply system.

The drugs in the consignment of drug kits from UNIPAC were inde-

pendently quality controlled and did not need extra measures at local level.
For later consignments WHO'S certificate of quality control is demanded

before drugs are purchased. Furthermore, samples from each batch are sent
to an independent laboratory for analysis.

There are suliicient quality control measures for drogs imported in the
drug kits. If in the future drugs produced locally are purchased, similar
quality control standards should be applied.

The estimation of RHC drug needs is done by a "morbidity method".
There seems to be no significantvariation in the disease pattern throughout
the country. Neither are there any major seasonal variations except for
malaria. The present drug kit contains 34 drugs and 22 sundries. It is

considered to be sufficient to trcat the 1,000 first attending patients and
covers almost 100% of the diseases treated at an RHC. The content and the
amount of the drugs and supplies are said to be adequate, except chloroquine
during the malaria season andAspirine. The druglist is established according
to the recommendations of WHO and the National Formulary.
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The staff at EDP headquarters has explained that as malaria is seasonal in
parts of the country, the supply of chloroquine, during the year when malaria
is not common, could be retained and used in months when malaria is more
common. We suggest that occasional (at least annual) morbidity sm-

Deys,

complemented by the routine morbidity information should be utilised to
detect changes in the morbiditypattern and adjust appropriately the content
and the amount of drogs in the drog kits.

Alternatives maybe considered with respect to the number of drogs in the
drog kits and supply of drugs to all districts in Zambia. At the moment 34

drogs are includedin the drugkit and thiswill soon be supplied to 22 districts.
If resources (financial andpersonnel) are not adequate to supply all drogs to
all disuicts, an alternative may be considered with fewer drugs to all districts
in Zambia. This is a technical as well as policyquestion and priority should be
made in the light of PHC policy "health for all".

Drog kits are at present the most efTective, safe and appropriate way to
supply drogs to RHCS in Zambia. This is because the morbidity pattern is

similar thorough outthe country, and the drugkits are sturdy and prevent any
pilferage on the way to RHCS. Hospitals are not allowed to "borrow" drugs
from the kits. This ensures that the contents of the drog kits reach the RHCS
intact and benefits the under-served rural population.

The MOH has accepted the principles of the essential drog concept and
the supply of drogs in kit form positively. It has also started to supply drogs
through MSL to urban clinics and out-patient departments (OPD) of hospi-

tals in a sirnilar way.

Transportation of drogs to districts and to RHCS is the key for success of
the EDP. Regular, monthly schedules have been introducedfrom MSL to the
dist1icts. The lead time has been reduced from five to two months for drog
deliveries to districts. Similarly, schedules for visits to RHCS are introduced at

district level. The delivery of the drugkit is regular for most RHCS under the

programme. Regular visits by district staE have also increased the communi-

cation between the district and the RHCS and has influenced other PHC
activities (see below 6.3.4).

It should be mentioned that availability of transport for primary health
care is a condition for introduction of the EDP programme to a district. The
on-going transport programme supported by SIDA has been helpful to
ensure functjoning transport at the district level. Supply of filer, a responsi-
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bility of the provincial administration, mayinfluence the delivery of drugs to
RHCS even if functioning transport is available. It is suggested that dear
priorities should be established at provincial and district level for allocation
of fuel and use of PHC vehicles to ensure regular drug supply and other PHC
activities.

Once the drugkitis delivered to the RHC, itis opened bythe health worker
in charge of the RHC in the presence of district staff, usually a District
Pharmacy Technician. Measures are taken for proper storage conditions and
security of the drugs. Routines are established to ensure return of overstocked
drugs to districts after a period of three months.

Reports from studies looking at the prescribing at RHCS, evaluation by the
staff of EDP and interviews with health workers at districts and RHCS have

consistently suggested that there are several problems with drugprescribing
at RHCS. There is considerable over use, under use and sometimes misuse of
drugs. There are problems related to poly-pharmacy and low quality of
clinical diagnosis.

There is too little information about prescribing habits among hospital
based clinical olficers and whether the habits diiTer from those working at
RHCS in districts inside or districts outside the EDP. The evaluation team
initiated the collection of such information during the second phase of the
evaluation. A limited survey conducted bythe MOH and EDP shows no signifi-

cant difference in prescribingbetween clinical officers workingin RHCS and
at hospitals when comparing districts with and without EDP. This informa-

tion, though based on small sample size, suggests that the provision of drogs
and training during EDP implementation has not influenced prescribing.
The conclusions are that continuous training is needed to promote rational
prescribing. The survey also suggests thatprescribingwas more rational if the
clinical ofiicer was newlyqualified, further stressing the needfor contjnuous
training.

Training and education activities have taken place for staff at district and
RHC levels in the form of seminars/ workshops to improve prescribingby the
health workers. The efficacy of these activities in influencing prescription
habits is not known. We suggest that systematic evaluation of training and
education and its effects on drog presciibing should be part of the training
process.

There is very little systematic continuous education for staff at RHCS. The
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clinical officers' training college (Chainama College of Health Sciences)
conducted refresher courses last year for clinical officers and other health
workers. There has also been seminars or workshops organised on an ad-hoc

basis by individual PHC programmes. The usefulness of such training in
influencing quality of health care is not known. There is often very little
follow-up or evaluation of training.

There is also concern that recent uncoordinated training activities by
different PHC programmes has kept health workers away from the RHC for
long periods of time. The health workers at district and RHCS have also

expressed resentment at such uncoordinated efforts. Regular supply ofdrogs

to RHCS has increased the possibility of communication between staif at
RHCS anddistricts. This op-portunity shouldbe utilisedfor supervision as well
as the training of RHC staff. EDP should help to develop horizontal linkage
with various other PHC programmes in Zambia (see section 9.4). EDP also

forms a logical entrypoint to PHC if a health-centred and not a drug-centred

approach prevails.
Very little information is provided about the use of drugs at community

level. In urban areas TV advertisement have been placed to inform the
general public about the availability of essentialdrugs. These are expected to
be followed by information about drug use.

Due to increased communication through the EDP, supplies in general to
RHCLS have improved and have influencedpositively other PHC activities.This
conclusion is based on interviews during our field trip andvisits to some RHCS
in connection with the evaluation.

However, the quality of supervision and training seems not to have

improved. The time spent atRHcsbythe districtstalf is not enou gh to discuss

professional or staff problems in any meaningful way. Personal problems of
stalf such as housing, inter-staff relationships should be discussed at length

and solved if possible. The importance ofpersonal problems for their work
was illustrated by the staff at one of the RI-lCS visited during the evaluation.
The sta;&' showed enthusiasm and willingness to work hard, but expressed
dissatisfaction with their living situation. In their words: "How can we even

talk about hygiene with our people when we are forced to live in such

unsanita1y condition without any toilet facilities. People laugh at us."
In general, attendance of patients at RHC has improved following the

regular supply ofdrugs. Early reports had suggested that in some RHCS the
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increase was mainlyin adult male attendance, but information from one EDP
districtindicatedthat there is overall increase in the attendance of both male

andfemale patients. The table belowis from the minor study made in connec-

tion to this evaluation. It covers only one district, which was included in the
EDP during 1986. Comparable information is not available from non-EDP
districts. Recent information from a non-EDP district suggests no significant
difference between male and female patients attending the RHCS.

After many discussions and consultations MOH has decided to provide
drug kits for CHWS. Most of the CHWS received only one kit following their
training. In line with the MOH policy SIDA has supported the provision of kits
for CHWS in districts where EDP is functioning. Little information is available
about the prescribing of the CHWS. One may expect more rational prescri-

bing by CHWS if they attended refresher courses following the first training
session.

TABLE 5

In-patient and out-patient attendance in an EDP district 1985-88

Year Male Female

0-14 years >15 years 0-14 years >15 years

Outéparimtä

1985 41,837 37 ,490 42,661 41,883

1986 41 ,949 41 ,190 42,536 45,105

1987 76,262 75,260 77,726 81,314

In-patierzts

1985 2,335 1,153 2,144 3,011

1986 2,507 1,275 2,297 3,161

1987 2,921 1,750 2,592 3,894
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It is not clear how the regular supply of drogs to CHWS influences other
PHC activities. It is logical to believe thatprovision ofdrugs will act as an entry

point for PHC. These assumptjons need to be proved so as not to promote a

possiblywrong, drug-centred approach to health care. See also discussion in
sections 4.4.2 and 4.5.

The present CHW drog kit contains six drugs (Aspirine, Chloroquine,
Paracetamol, Tetracycline eye ointment, Otal Rehydration Salt and Gentjan
Violet) and some bandages, cotton wool and soap. Each kit is expected to last
for two months. The kit is delivered with the RHC drog kit to the RHC to be
collected by the CHWS.

The selection of a person as CHW tends to confirm a special status within
the community. The status may further be iniluenced by the provision of
drogs or other equipment such as a weighing scale, arm circumference tape
etc. The effect of these things maybe that they strengthen the CHW'S role in

the community and influences his/ her functioning as a PHC worker. The
drawback in the case ofdrugs, is that this emphasises the curative, and in the
long run less important part of the work. It is reported that provision of drogs
to CHWS increases their credibility to implement other PHC activities.

Supply ofdrugs is suggested to be one factor influencing the drop-outrate
of CHWS. Supply of drugs is important, but other factors such as lack of
supervision and lack of transport should not be ignored. There is a need to

look more deeply in the activities of CHWS and compare those with regular
supply of drugs and those without drugs. There are several unproven
assumptions about providing drogs to CI-lWS who have very short trainingin
the use of drugs. Continuous and watchful monitoring is needed to observe

the eifects ofdrugs in the community. Retraining and continuous education
of CHWS are important to promote rational drog usage.

Essential Drogs Programme and MSL (urban clinics)
The MOH with MSL has initiated an essential drugs programme to supply
drogs in kit to urban clinics and OPD of hospitals. This initiative should be
encouraged as it supplements the other EDP. There is, however, concern

about the lack of proper training of staff prior to implementation of the
programme. For the success of the programme continuous education of
health workers in the proper use of drogs should receive attention.
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Essential Drogs Programme and other donor agencies
AtpresentsiDAprovides the majorsupportto EDR The Netherlands (DGIC)
provide essential drogs for Western Province and these drug kits are similar
to those in the SIDA supported EDP. Other donors may be consulted if
necessary for possible participation in the programme. Apart from the
provision of drog cost, training of health workers and information to the
general public about use of drugs should be part of donor support to EDP.
However, the evaluation team feels that it may become difficult for MOH to
manage and eiiiciently co-ordinate multiple donors in this programme.

Expansion of EDP support bySIDA
During the inception of the EDP the main objectivc was to build a new

management system for supply of drugs, particularly to RHCS. Due to the

national economic crisis the procurement of drugs, which is heavily depen-

dent on foreign exchange, was influenced greatly and SIDA has provided
assistance in the purchase of drugs. The EDP expanded quicker than
expected during 1987, involving major expenditure in drug cost. During
1985-87 the number of staff decreased. The presentpersonnel situation is not

adequate to allow a immediate large expansion in the coverage.
It is suggested that SIDA should concentrate its resources on supplying

drog kits to districts presently covered and should promote rational use of
drugs both by the health workers (continuous training) and the community
(public education about use of drugs). The same should applyto the drugkits
for CHWS. Exceptions can be made to include remote districts with poor
communication and CHWS serving remote areas with no access to local
health services.
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TABLE 6

EDP supply of drogs, training responsibility and size of staff

Year SIDA support EDP training EDP

for drug purchase responsibility personnel
No. of districts No. of districts

1986

1987

1988 (up tojune)

1988 (fromjuly)

3

13

16

16

3

13

22

22

4.25

4.25

3.25

225'

Source: SIDA
*In] une 1988 the expatriate physician left the post

A possible plan for the transfer of drog costs to GRZ
At present approximately 50% of the rural districts are supplied with drogs
by EDP supported by SIDA and DGIC. This heavy dependence on donors is
notgoodfor the long term sustainability of the programme. Aplan shouldbe
worked out to transfer financial respousibility to GRZ in a phased manner.

The supply of drugs included in the CHW drog kits could be the first step.
Possibilities should be explored about the drugs and supplies which are

produced locally, now and in the future. Thought should be given to the
possibility of a supplementary kit containing locally produced drogs and
supplies. GRZ should take the responsibilityfor the cost of the supplementary
kiL As the number and amount of locally produced drogs increases, the

financial responsibilityfor drug costs could be lransferred to GRZ. The cost
ofdrugs produced locallyin relation to those procuredti-om overseas and the

reliability of the supplies must be considered when decisions are made.
SIDA may support the procurement of raw materials to encourage local

production of essential drugs. In this respect production capabilities of local

producers other than MSL should be explored. The Christian Medical
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Association of Zambia (CMAZ) which provide approximately 50% of the
health care in rural Zambia, may also be contacted for any future plans for
local production of drugs.

Cest recoveryprograrmne
At present there is no national cost recoveryprogramme for drugs. Some

cost recovery schemes are now under way. The details of these schemes and

how theywill affect the health care at the RHCS have notyetbeen fullyworked
out. The evaluation team is of the opinion that part of drog cost should also
be recovered. If measures are introduced to recover drug cost in rural areas,
per capita cost of providing essential drugs will need to be estimated.

Conclusions
* The MOH has fully accepted the principles of EDP and the MOH intends

to supply essential drugs to the entire country.
' A comprehensive drug policy is lacking in Zambia. Progress has been

made towards local production of essential drugs but there are still
obstacles for the promotion of local production. There is very little
community based information on the use of drugs.

0 EDP supported by SIDA (and DGIC) is progressing satisfactorily and
reg11lar supply of essential drugs to RHCS has improved greatly. However,
there remain problems of clinical diagnosis and use ofdrugs bythe health
workers. Public information on the use of drogs is also lacking.

* EDP will cover approximately 50% of rural districts by the end of 1988.

Supply of essential drugs by MOI-I via MSL under an MSL initiated
programme will further increase the coverage.

0 SIDA together with DGIC are the major donor agencies supporting
purchase of drugs. If needed, other donor agencies may be approached.

0 The regularityin the supply of drugs tend to increase contacts between the
district management staff and the RHCS.

0 Continuingtrainingin systematic and co-ordinated manner is necessary to

improve quality of clinicaldiagnosis and health care in general. A training
team is needed for EDP training and the co-ordination of various PHC
training.
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0 The staff situation at the EDP headquarters is not satisfactory. The EDP has

expanded quicker than expected during 1985-87, but the staff has de-

creased. For effective functioning and sustainability of the programme an
Executive OHicer (Zambian), a Pharmacist (Zambian) and a training
team consisting of Training co-ordinator, senior Clinical Officer
(Zambian) and a Pharmacist (Zambian) is needed.

0 MSL at present provides up to 70% of medical supplies in Zambia. It
produces two essential drugs locally . Plans for the transfer of drug cost to
GRZ in phased manner should be made and in such plans the availability
of locally produced drugs should be taken in consideration.

Recommendations
0 GRZ should adopt a comprehensive drug policy The policy should

include aspects of drog production, procurement, supply, distribution
and use.The policy should include the public (GRZ), mission, mine and
private sectors of health care.

* GRZ should take steps to allow import of raw material for essential drugs
without customs duties in order to support and enhance localproduction.

* SIDA should continue to support the EDP. Purchase of drugkitsfor RHCS

andCHWs bySIDA is recommendedfor districts presentlyincluded in the
programme. SIDA should support continuing training to improve drog
use by health workers and public education in the drog usage.

' SIDA should explore the possibilities of increased local production of
essential drugs in Zambia and support local production.

' A Pharmacist (Zambian) and a Medical Doctor or a Clinical officer

(Zambian,counterpart to Expatriate Physician) should be appointed at
MOH HO level.

* A training team should be appointed composed of one Training co-

ordinator (Medical Doctor, Zambian), one Pharmacist (Zambian) and

one Clinical Officer (Zambian). SIDA should be prepared help to recruit
an expatriate as Training co-ordinator during the coming agreement
period if a qualified person is not locally available.

0 SIDA and GRZ should plan transfer of drog cost to GRZ in a phased
manner.

0 MOH should appoint the executive oliicer at HO level as previously

agreed.
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Summary of SIDA Programme Support
Fssential Drogs Programme started in 1985
Disbursements up tojuly 1, 1988 SEK 18.3 M*
Funds spent on
* purchase of 6,030 drog kits for Rural Health Centres
* purchase of 9,500 drug kits for Community Health Workers
0 purchase of 4 programme vehicles
' seminars (3 at national, 1 at provincial and 13 at district level)
0 study tours abroad (3)
0 evaluation tours in the country (3)
' consultancy services
0 technical personnel
Pharmacist 36 manmonths
Physician 30 manmonths
Economist 24 manmonths

* Purchase of essential drugs for SEK5.3M in 1982/ 83 and SEK2.TM
1983/84 (financed outside this subprogramme but within HSSP) inclu-

ded in this figure. Purchase ofbasic drugs for SEK5.bM during 1985/ 86
under import support programme is not included.
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Chapter 7

Rural Health Centres

Background and scope of SIDA support
The summary of the background and development of the SIDA supported
RHC programme in the following two sections is based on the evaluation

prestudy (Saasa 1988, p 82).
The RHC programme was initiated 1979 with the main objective of

improving rural health facilities through construction and upgrading of
RHCS. These were selected on the basis of a study carried out with SIDA

support in the late 19705 and formed part of a long term programme to
construct 200 new RHCS by the year 2000.

In the Zambian request for HSSP it was stated that "the health centre

networkis the verybackbone of the nationalhealth system andwill play avital
role in the development of PHC in Zambia" and that theSIDA programme
"should be seen as additional to provincial programmes for construction of
RHCS".

In all, SIDA has agreed to support 79 RHCS. Initially, it was agreed to
construct new RHCS in Northern, Western and Centralprovinces only and to

undertake upgrading in Eastern, Luapula and North Western Provinces.
Also, it was agreed that maintenance is not included in the HSSP although

some major repairs such as roof renewals could be carried out.

In the inventory carried out 1984 it was found thatprovision of water had
not been included as a part of the RHC programme. In the 1985 Annual

Review of HHSP, it was agreed that SIDA would support the purchase of
equipment and furniture as well as the supply of clean water to those health
centres financed by SIDA.
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"The health centre network is the Dmy backhom ol the national health system".
A sick child is receiz)ing help at the Myooye Rural Health Centre.
Photo: Brita Åsbrink, SEA Photo Archiues

The original programme for upgrading and construction will end in 1988

and will be replaced by a programme for maintenance and rehabilitation.
The first part of this latter programme is planned as pilot studies in two
districts.

Development of the upgrading and construction programme
Since the upgrading and construction began, it has been repeatedlyreported
thatworkis progressingvery slowly and thatworkmanshi p is often poor. In the
1984 and 1985Annual Review of HSSP, the Mission noted that PMO'S oliices
have sometimes reported the completion of RHCS even when the workman-

ship was not satisfactory or the work not completed.
A pilot study was made in mid-1983 by Sten LÖÖf in order to analyse the

reasons behind the slow progress. The conclusion was that a more compre-
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hensive study was justified, covering all RI-ICS in the programme. This was

undertaken byjenkinson and PanArc and completed injune 1984.

The main findings in thejenkinson-panArc study were:
' Most provinces had no proper planning for the construction of rural

health cenlres, resulting in ad hoc activities and sometimes wrong type
of buildings.

' Unsatisfactory supply of clean water at many sites and this had "there-

fore become the single most serious problem at the health centres".
' The standard health centre types seemed to work well from a func-

tional point of view.
0 The standard start house functional and technical designs were not very

good; e.g. they were supposed to have WC and shower where it was un-

likely that piped water would be provided, windows require large panes
which are likely to break and diiiicult to replace, the kitchen is

designed for an electric cooker, etc.
' The technical design of health centres showed many bad solutions; too

long spans over the waiting area causing the ceiling to sag, water leaks

where the roof and the highest wall meet since it is very diiiicult to seal

this part without specially manufactured material, details which require
a hammer drill if they were to be made properly, etc.
In the 1986 Annual Review of HSSP it was reported that progress con-

tinued to be slow and that the agreement in 1985, to the effect that

construction shouldbe completedduring 1986, had notbeen fuliilled. In the

1987Annual Review itwas reported that at some ten centres thatwere started
in 1984 construction work was still going on. The Mission anticipated that
only four to five centres out of ten would be completed by the end of 1987.
The 1987 Mission identified the following reasons for delays:

' shortage of transport;
* too many on-going construction sites simultaneously in the provinces

which has made supervision diliicult;
' poor financial accounting in the provinces reading to suspension of pay-

ments duiing 1987 thus causing further delays; and
' problems in acquisition of medical equipment for the health centres.

Seven provinces are currently being covered by the Water Supply Im-

provement Programme, including54 locations. It is planned thatin 1988 the

programme will be completed in Luapula, Northern, Central and Eastern
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TABLE 7

New and upgraded RHCS with SIDA support

Province Projects started Projects started Total
bejore April 1984 ajlerApril 1984 new/ upgraded

Central 3 4: 7

Luapula 10 6 16

Northern 5 4 9

North-western 7 14 21

Eastern 9 0 9

Southern 13 0 13

Western 4 0 4

TOTAL 51 28 79

Provinces, while work in the remaining provinces, Western, Southern and
North-western started during 1987 and will continue during 1988.

In 1986, 70 upgraded RHCS needed additional equipment and furniture
while 18 new RHCS need a full set-up of equipment and furniture. During
1987 and 1988 furniture and locally produced equipment was ordered and
distributed. Three sets ofsolar power equipment have been acquired andwill
be tested during late 1988 and 1989.

Discussion
In retrospect it seems that the SIDA RHC programme turned out to be an
unfortunate combination of a partly ill-conceived project, not properly
followed up by competent personnel, which changed shape into a jumble of
unfinished buildings without adequate facilitjes, and that plans to undertake
maintenance were made almost out of sheer desperation with the situation.

It is onlyfair, however, to say that at least some centres have been built at
reasonable cost and normal length of the period of construction. Also

positive developments have continued since 1984-85 when the monitoring of
the programme was strengthened.
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The 1984 mission (]enkinson and Par1Arc) gave rather severe critique on
the functional and technical design of both health centres and staff houses.
It seems that a thorough review of the standard drawings by an experienced
architect should have already revealed many of the shortcomings when they
were published in 1979. They were, it is assumed, actually made by profes-

sionals, but seemingly without enough consideration to the climatological,
social and technological environment where the centres were going to be
built.

The usual distinction of responsibilities between builder, contractor and
supervisor/ controller would perhaps not be entirely applicable in this case.

Yet the differences in the roles can be used to discuss the blurred division of

responsibilities that seems to have caused some of the troubles in the

programme.
In most cases the builder commissions the actual construction of a

building to a contractor. The progress and final building is inspected by a

professional controller or supervisor, who, although working on behalfof the
builder, should be independent, so his opinions are to be respected by both
the builder and the contractor. Normally the builder does not have the
necessary knowledge for designing a building and engages a consultant, e.g.
an architect, to do this.

In the RHcprog-ramme the Ministry of Health is formally the builder, but
also sometimes, through its provincial and district organisation, the con-

tractor. Often an independent, private contractor was used. People from the
provincial or districts levels of the Ministry inspect the on-going construction
and the finishedbuildings aswell. SiDAprovides a SeniorArchitect/ Building
Co-ordinator who wears several hats, he is a consultant, to some extent a

builder, and a supervisor since he is supposed to inspect the construction
work and completed buildings. He is also a part-time construction manager
and a logistics officer, ensuring supplies, especiallyimported goods. SIDA in

itselfhas also a role. As the source for funds SIDA is partly a builder, too, and

wants through the expatriate Buildingco-ordinator to exercise some control

and inspection. Thus both the Ministry and the Building Co-ordinator have

roles which are in part conflicting. The Buildingco-ordinator must further-

more decide whether he is a consultant for all the design knowledge that is

needed in the MOH or just for the SIDA funded health centres.
The conflicting roles for the Senior Architect became most apparent
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during the period 1981 -85 when the expatriate then holding the post
evidently saw himself primarily as an architect, i.e. as a consultant for the
Ministry. He spentmostof his time developing new designs for RHCS and staff
houses. Consequentlyhis roles as supervisor and construction manager were
neglected. Many of the problems occurring during the period were related
to this.

The Ministry's competence and capacity at provincial and district levels
were, and are, limited. The double role as both contractor and inspector
withoutsufiicient professional knowledge was bound to create problems. In
some provinces the staff also assumed the role of consultant and redesigned
the buildings without discussions with the Ministry in Lusaka.

Several examples of design mistakes have been given above, in the
summary of the consultants' reports. Possibly some mistakes could have been
avoided at an early stage since there were two occasions, at a seminar 1980 and

aworkshop 1981, when the designs were discussed and recommendations for
changes given. These recommendations seem not to have been implemen-

ted. The Senior Architect holding the post 1980-82 made new project briefs
but it is not clear if these were generally adopted.

One fault, however, stands out as exceptional - the disregard of the
problem of water. The selection in many cases of sites for RIICS without
adequate water supply seems something of a mystery. Since the provision of
dean water is a cornerstone in preventative health care one may doubt
whether the essence of this idea actually had got through to decision makers
in the local administration. The problem is not confined to some single cases,

as can be seen in the consultant's report on this matter, but is found in most
provinces included in the programme. The outcome may bc seen as a

consequence of badlydelined roles and responsibilities, but also as a criticism
of the Ministry's ability to promote the general idea of preventive health care.
All the same, even if one accepts that health care lo the general public means
mainly the curing of diseases, ready access to water is essential.

Naturally problems with the implementation of the programme were
expected. The general idea was presumably to olTset some of these by using
a professional architect. The standard drawings which were swiftlyproduced
in 1979 were to be the main instrument for steering the construction and
maintenance activities. However, the limited resources to spread the ideas of
the designs and sound construction management, combined with the not
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quite appropriate designs made thejobdifficult, It seems thatin this situation

the consultancy role was stressed, not the management and supervisingpart.

Apparentlydrawings are not enough. They mustbepartin a system, which

can be operated with "remote control" from, in this case MOH, where there

is enough professional knowledge to follow them.
At the time of writing it seems doubtful whether even perfectly adequate

designs would have made it possible for one single person to successfully
undertake all the tasks in the project. Perhaps the project started at the wrong
end. lnstead of beginning in Lusaka, the designs could have developed
slowly, with the architect at one construction site after another, gaining
experience about construction management in rural Zambia and then

creating a "system" for steering where appropriate drawings were but one
part.

The cost aspects have been discussed by consultants (see section 7.2) and
it is concluded that the RHCS in many cases have been unnecessarily

expensive. The main causes seem to be the drawn out time for the actual
construction, inefliciency and, in some cases, disappearance of material.

Informal estimates by the present Building Co-ordinator indicates that
EEC, which has funded some 20 RHCS of the LC1 type, has spent 60-70% of
the cost of SIDA-funded RHCS and that the building time was also lower, an

average of 1.5-2 years as compared to 2-3 years. EEC has had a different

management approach with one expatriate volunteer as supervisor on each

building site.

The Health Assistants (HA) and Provincial Health Inspectors (PHI) have
some knowledge of building and construction included in their training. The

task of HAS is the responsibility of preventative health care at the health
centres, and they are expected only to take care of simple constructions like

pit latrines and shelters, not to build rather complicated structures such as

rural health centres and staff houses. The PHI has to know something about

larger buildings since they have to judge buildings both from a securitypoint
ofview andfrom a functionalpointofview in relation to health. However, one

may suppose that their training does not include construction management
or building costs estimates, which is necessary, especially when the best

utilisation ofscarce resources is essential. Although the construction ofRHCS

could be included in their duties after some additional training, itseems that

the HAS and PHIS would be busy enough with their normal tasks.
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There is no-one other than the expatriate Building Co-ordinator at the
MOH with professional training in building design and construction. The
post as Building Co-ordinator is thus of the "gap-filling" type. There are no
plans at the moment to employ a Zambian with this background. We can
therefore conclude that an effective and systematic transfer of knowledge has

not occurred and will not, as it seems now, take place at the national level.
It can, ofcourse, be debated whether MOH should have such competence.

Ministry of Works has a division for health, but with limited capacity. The
future transfer of responsibilities for building and maintenance to the district
councils will hardly reduce, rather increase, the need for professional advice
on building and construction matters. Possibly such competence should
instead be within the Ministry of Decentralisation. With the massive number
of health clinics (in total 883, out of which 642 rural) the maintenance and
rehabilitation will continue and naturally never stop. Measures must there-

fore be taken to ensure an organisation, in the MOH or elsewhere, where
proper advice can be given to the districts.

Conclusions
For the foreseeable future it is obvious that MOH has a great need of
professional capacity in the field of building design and construction as well
as maintenance and rehabilitation. However, steps must be taken to ensure
an effective transfer of knowledge. Unfortunately, it seems impossible for
economic reasons to use a local consultancy film for these tasks.

The size of a nationwide rehabilitation and maintenance programme
makes it impossible for SIDA to undertake this alone. At the same time such
a programme is urgent, ifnot muchinvestmentin capital and workwill be lost.

Recommendations
It is recommended
0 that the present phase - building and rehabilitation - is finalised com-

pletely before the next phase starts;
0 that the standard drawings are revised or at least the major doubtful

solutions are documented and alternatives indicated in printed form so

that provincial and district authorities can benefit from the experience;
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that the role of Building Co-ordinator should be discussed thoroughly,

and a new job description written accordingly;
that the Building Co-ordinator preferably should have the role defined
as a consultant to the MOH and district councils on the design, con-

struction and maintenance of RHCS;

that the problem of transfer of knowledge and maintaining experience
on building matters within the MOH is attended to;

that the objectives of the two pilot district projects on maintenance
should be clearly stated in a document so that the experiences can be

systematically evaluated;
that steps are taken to ensure that the pilot projects are documented in
such a way that conclusions can be drawn which are applicable to other
districts as well.

Summary of SIDA Programme Support
Rural Health Centre Programme started in 1979

Disbursements up tojuly 1, 1988 SEK 31.0 M

Funds spent on
0 construction of 13 new Rural Health Centres
* upgrading of 66 Rural Health Centres (partly additions to existing)
* purchase of equipment/ furniture for 50 Rural Health Centres
* water supply (new or improved) at approx 50 Rural Health Centres
0 purchase of 9 trucks for programme use

0 purchase of 3 other vehicles for programme use

0 training seminars
0 consultancy services
0 technical personnel

Building Co-ordinator 41 manmonths*

' Posts as Architect Planner/Architect accounted for under
Health Planning Programme up to the end of 1984
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Chapter 8

National Nutrition Surveillance
Programme (NNSP)

Development of NNSP
As an intervention measure to alleviate the problems of malnutrition, a

National Nutrition Surveillance Programme (NNSP) was initiated in 1981.
The NNSP was formed as ajoint elfort between the Ministry of Health (MOH)
as executing agency and the National Food and Nutrition Commission
(NFNC) with an advisory role. The initial funding of NNSP came from
UNlCEF and from SIDA. Both agencies have continued to provide resources
to support the programme. The phase 1 of NNSP was launched on the basis
of the experiences gained during the two-year period (1979-80) of pilot
testing of alternative methods and procedures. Phase II was expected to start
in 1984 but due to various reasons has not yet started.

Several evaluations of NNSP have been made, both by SIDA and by GRZ.
The recent evaluation byT Greiner 1986 andthe reportbyM Kauppinen 1987
are noteworthy. In addition, the evaluation of NFNC by Greiner and others
in 1988 15 a critical document suggesting alternatives for the future of the
N FNC.

The overall objective of NNSP, according to an early project report
(Lindkvist 1981), is the alleviation of the problem of malnutrition in Zambia
and in particular
0 to assess the magnitude, severity and the distribution of nutrition problem

throughout the country;
0 to enable institutions, authorities and individuals at various levels to take

appropriate actions within their areas of responsibility; and
' to enable the parties concerned to evaluate on a continuous basis, the

etfectiveness of any action.
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The above objectives belong to phase I, which is further specified into the
following goals and include the second phase of the programme (NNSP

Evaluation Plan for 1983):
* all children below five years of age brought to Health Centres throughout

the country should be provided with children's clinic cards and the

parents should understand the significance of the card in relation to the

child's growth performance and general well-being;
' all government health centres should be provided with the equipment

necessary for growth monitoring and nutrition education activities, e.g.

weighing scales, cooking utensils, bicycles for home visits etc;
* health centre personnel should understand and use the NNSP system in

such a way that the information gathered will guide them to take approp-

riate action and evaluate the effectiveness of their action;
* all health centre personnel should start reporting age specific protein

energy malnutrition (PEM) rates and growth performance data in relation
to preventative and curative measures;

' the initiation of phase II of the programme will comprise two specific
priorities:

a) expansion of the NNSP to the community level through integration
with the Primary Health Care programme and
b) expansion of the NNSP to other sectors e.g. agriculture, community
development, water development etc.

The primarytarget group of the NNSP is the children below the age of five.

This approach excludes other equally vulnerable groups such as pregnant
women and women of child bearing age.

The major thrust of NNSP activities following the Objectives lie in the area
of growth monitoring. Information is obtained from children's clinics.

Weighingof children andplotting of the charts (see figure, "Children's Clinic
Card") is done by RHC staff (clinical officers, nurses, midwives) but also by
other RHC stalf (indoor servants) who are usuallytzrainedfor avery short time

in this activity.
The data on growth monitoringis compiled on monthlyreturn forms (see

figure below) and sent to the district for further aggregation and onward
transmission to the province. At the provincial level, information is analysed

and sent to NNSP Headquarters in the nutrition unit of MOH.
Other activities at health centres in variable degree include supple-
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TABLE 8

Present and planned NNSP activities at various health care level
and flow of NNSP data.

Health care level NNSP activities

Health centres (850)' Weighing of children
Monthly compilation of data
on monthly return form (MRF)
to be sent to district level
Education of parents on child's
growth etc.

Districts (52) Monthly aggregation of data
f rom HCS and hospitals on MRF
Forwarding the information to
the provincial nutritionist

Provinces (9) Monthly aggregation of data
from districts
Forwarding of data to national level
Quarterly report on nutrition activities
Use of data for planning, advocacy
and intervention
Training of district and RHC staff

National - MOH Analysis of data
Presentation of data and advocacy

Training of provincial,district
and RHC staff

' Growth monitoring activities are also carried out in children's clinics
at the hospitals.
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mentaryfeeding, nutrition demonstration programmes, cooking, gardening
and general health education on malnutrition. Buzino - a Zambian health
care newsletter funded by SIDA is utilised to disseminate information on
health including nutrition.

In phase II it is envisaged that programme activities will be extended to
community level with the participation of Traditional Birth Attendants
(TBAS) and Community Health Workers (CHWS). However there is need to

carefully examine phase I before launching phase II throughout the nation
and closely scrutinise type of interventions, programme objectives , political
will etc.
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The nutrition situation in Zambia
Malnutrition is a major public health problem in Zambia and indications are
that this problem has been growing more severe in recent years.

Opinions tendto vary on whether or notmalnutrition isworse in rural than
urban areas. Available evidence from the NNSP suggests that malnutritjon is

worse in rural than in urban areas. But the current worsening economic
situation, which has severely reduced the buying power of most people, has

adversely affected the nutritional status even of the urban population.
An intersectoral national committee co-chaired by the government and

UNICEF has been instituted to promote and spearhead intersectoral efforts.
Basically, the committee consists of relevant government ministries and

institutions related to nutrition activities. These include the ministries of
Agriculture, Health, Social Development, General Education and Culture
and also the UnitedNational Independence Party (UNIP), the National Food
and Nutrition Commission (NFNC) and the World Food Programme.

The ministries and institutions receive information from the NNSP, which

is supposed to be used for planning purposes and action programmes. It is

however, not clear how well these various bodies co-operate or co-ordinate

their activities.

The quality of NNSP data
Approximately70% of Zambian population have access to health care within

12 km radius. However, not all children in the 0-5 age group and within the
access zone of 12 km, attend the clinic for various reasons. Sick children are

generally not included.
The information obtained suggests that growth monitoring data includes

a higher proportion of children in the age group 0-1 year. Representation of
children in 1-5 years is low. The representation of children is better in rural

than the urban areas.

All health centres are expected to collect and transmitgrowth monitoring
data, but notall the health centres are included due to late reportingand non-

reporting from many health centres (table 9).
All the above factors in1luence the representativeness and limits the ability

to generalise inferences based on the present growth monitoringdata under
NNSP. It can be concluded that the data in NNSP does not represent all
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children under five year in Zambia. As has been suggested in previous reports

(Kauppinen's report 1987) the assumptions about representativeness need
to be tested utilising sentinel points and possibly this procedure should be
integrated into the present NSSP.

The accuracy of growth monitoring data is influenced by many factors
such as accurate recall of age, availability and functioning of weighing scales,

observer reading and recording of weight, availability of proper forms for
documentation and aggregation and transmission of information to higher
level. All these factors to various degrees seem to intluence data in the NNSP.

A survey between 1983-86 suggested that only about 50% of the health
centres were able to record and report data accurately. Non-availability of
weighing scales, children's clinic cards and return forms are reported.

At presentthe RHCS and districts mostly collect and transmit the data and
no further use of the data is made at these levels. However, growth monitoring
is used in some cases for intervention at individual child level.

With the posting of the provincial nutritionist in allthe provinces the scope

TABLE 9

Percentage of Rural Health Cent=-es reporting
growth monitor-ing information during 1987

Province Percentage of RHCS

Central 61 %

Copperbelt 58%
Eastern 52%

Luapula 35%
Lusaka 75% (June-Dec 1987)

Northern 48%

North-western 65%
Southern 77%
Western 57%

Source= NNSPSEaj'
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of the analysis has increased and comparative information is presented in
some provinces for the different districts. Interpretation and proposing
intervention strategies is more difficult considering the multifactorial nature
of the nutrition problem. We do not know the skills of the provincial
nutritionists in this area, but persons with such skills are available within the
present NNSP (at MOH). Continuous upgrading of the skills in this field is

necessary and is discussed below in section 8.6.3. The feed-back to provinces
has improved, but to districts and RHCS it is almost non-existent.

The data is aggregated and analysed in administrative areas. The approp-

riateness of the aggregation in administrative units should be looked into
critically so as to find more useful units for analysis.

The usefulness of this information is hampered if there are no clear
strategies for intervention. Previous reports and interviews with national
NNSP staff suggest that presentlygrowth monitoring information is used for
intervention onlyfor few children as the weighingis seen as a data collection
exercise by most rural health centre staff. This is also reflected by the
systematic exclusion of sick children for weighing for whom the problem of
malnutrition may be exacerbated due to infection.

At district and provincial level the data can be usedfor increasing nutrition
awareness among health care workers and the general public and for
promotion of the use of the nutritional information for planning and
intervention. At present data is not used for such purposes. There are

indications that with the active presence of a provincial nutritionist the data
will be used for increasing awareness and promotion.

At the national level the data can be used to raise awareness aboutproblem
of malnutrition in the country and advocate the use of data in planning (more
stratified data from district and provincial level can be used for planning).
Such functions are now being carried out by the NNSP, although NNSP lack

an appropriate forum to which the information may be channelled (for the
role of NFNC in this connection, see section 8.5). Also aggregation ofdata in
the provincial unit limits its usefulness at national level for selection of
specific areas for interventions. The data cannot presently be used for
evaluation of interventions in a meaningful way.
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The present staff situation
The staff of the nutrition unit is in a problematic position. The unit exists to
administer two national programmes, funded from abroad. There are no
established posts for nutritionists at the national level. At the same time the
nutrition unit is expected to administer two national programmes which will
need to continue for an indefinite period of time. The programme extends
nationwide from the smallest health care unit to the headquarters level. Lack
ofestablishedposts does not help to attractqualified nutritionists and creates
frustration among those presently working in the unit, who see no future
career structure for themselves.

To accord a proper place to nutrition among the health care services and

to attract and retain qualified staff the MOH should provide established posts
for the nutrition unit with a clearlydemarcated career structure. Itis strongly
stressed that lack of established posts has also to some extent influenced the
ability of SIDA assisted personnel to transfer knowledge and responsibility to
Zambian staff.

The present staff at the nutrition unit is shown in the figure below.
Senior level staff members have to spend a large proportion of their time

on routine administrative work. This is ineEficient use of professionally
trained staff. Responsibilityfor administrative and executive functions should
be delegated to personnel with training and experience in this field. The
nutrition unit staff share one and halfrooms among themselves. The space
is inadequate for the proper functioning of staff and it requires an immediate
change.

The present stal)' DDMS
PHC

situation at the nutrition unit

MCH/FP

NUTRITION UNIT
Senior Nutritionist (expatriate)
Communication Officer
(expatriate)

4 nutritionists (Zambian)
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The National Food and Nutrition Commission (NFNC)
The NFNC was created in 1968 as a means to address nutrition problems in
Zambia. After several years of development, NFNC stands as a parastatal
company to the MOH and co-operates with relevant ministries and institu-

tions involved in nutrition work including NNSP.
Essentially, NFNC is the national "ThinkTank" on nutrition matters. From

information available and interviews, NFNC maintains an advisory role to the
NNSP. But this is notwithout difliculties. NFNCfaces problems of lack of both
human and material resources to effectively fulfil its advisory role of such a

technical nature required byNNSP. The recent report byGreiner et al. ("An
assessment of the Nutrition sector in Zambia and the role of the National
Food and Nutrition Commission", 1988) offers some useful insights which
indicate why NFNC has not adequately provided such a role. And because of
such difficulties, itwould probablybe expectingtoo much from NFNC to aid
NNSP in its daily endeavours.

Essentially, the relationship that exists between NFNC and NNSP needs to
be strengthened. This among other things, assumes iirstly making the NFN C
a viable body to meet all its commitments. This would mean NFNC should
have a sound financial base, strong organisation and necessary expertise
which is said to be currently lacking.

Fut1u'e SIDA support to NNSP
The NNSP was adopted in Zambia within a very short period after pilot
testing. The methodology is rather sophisticated in comparison to many
other developing countries. The quick transition of the pilot phase to the
national level did not provide enough local experience to adjust and evaluate
the methodology. As the programme progressed the procedures were also
changed nationwide requiring retraining of the stab" at all the levels (T
Greiner: Evaluation 1986). This has influenced the quality of the data and
hampered the progress towards representativeness.

SIDA support to NNSP started during 1980 and has mainly consisted of
personnel assistance (Senior Nutritionist since 1981 and Nutrition Commu-

nication Officer since 1987), scholarships, study tours and short courses,
training material, hard paper for children's clinic card and vehicles. The
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scholarship programme has been successful and there are many trained
nutritionists in Zambia.

Experience from many countries has shown that there is a danger that

nutrition surveillance will not go beyond the data collection stage to the

intervention anddecision stages. Itis easier to get data collection funded, and

also those responsible for data collection are generally not involved in the
analysis, i.e. transforming data into relevant information and have little to do
with decision-making.

At present NNSP data is being collected from all health centres, including
hospitals. This is costly and requires continuous efforts to monitor andguard
data quality. Methods such as sentjnel points for data collection have been
used elsewhere for nutritional surveillance and for monitoring other PHC
activitjes. However, as the growth monitoring may have possible benelits for
individual children and also mayraise awareness amonghealth workers about
nutrition such benefits should be considered when balancing the cost of the

NNSP.

The NNSP has extended to a nationwide programme without proper
establishment of pOstS and career structure within MOH. Extensive elforts
have been made to promote growth monitoring at various health care level
and to collect data. The procedures for measurement and recording are
establishedbut the quality (includingrepresentativeness) of the data, though
improved over the years, is stillquestioned. There is trained staff in NNSP and

functioning transport. A large number of health workers has been trained.

in the light of the above SIDA should continue to support the growth
monitoring activities during the next agreement period.

Phase II of the NNSP should not start nationwide until quality and the

analysis procedures for the present data has reached an acceptable level.

Finally, while the idea of an integrated approach, contemplated to be usedin

phase II, is in principle seemingly appropriate, this too requires careful
analysis of the linkages between and among the "team" members (agri-

culture, water and community development etc).
Effectiveness and appropriateness of nutrition surveillance using growth

monitoring to improve nutritional status of the population has been questio-

ned in several countries. Although mentioned brietly the cost of the present

strategy under NNSP in relation to other possible methods, this evaluation
team is not in a position to suggest alternatives to the present method of

SIDA Evaluatlon Report 3/89, No Short Cuts to Health 105



NATIONAL NUTRITION SURVEILLANCE PROGRAMME

collection of growth monitoring data or alternatives to the NNSP. The team
suggests that expert opinion should be soughtfrom persons within the region
with wide experience of National Nutritional Surveillance systems in diffe-

rent African countries.

Since 1981 one SIDAfunded expatriate is employed as senior nutritionist
within NNSP. This post has helped in transferring the knowledge needed to
Zambian nutritionists workingin the nutrition unit. The trainingfunction of
the N N SP and the nutrition unit can successfullybe can-ied outbythe present
Zambian staff. One of the senior staff is considered competentfor the analysis
and interpretation of data, but external support is still needed in this area. It
is suggested that SIDA should not provide personnel assistance to NNSP
beyond the present contractperiod. Instead short term consultants should be
employed periodicallyfor training purpose. The areas ofneed for trainingin-

clude analysis routines and the interpretation of the data. Other training
needs and how SIDA can support continuing education are discussed below
in section 8.6.3.

A second SIDA funded expatriate - Nutrition Communication Officer -

joined in 1987. There is no counterpart to this ofiicer at present. However, a

counterpart is expected to be provided in the near future. The officer is

working on her own, but in collaboration with NF NC (and NRDC), and has

little involvement in the present NNSP activities and the health education
unit. The evaluation team regards close collaboration between the NNSP, the

health education unit and the communication officer of importance.
The work of the Communications Officer presently includes mostly

healthy children but as childhood infections radicallyinfluence the nutritio-

nal status of children andaffect considerable numbers of children in Zambia,
education material should also be produced to prevent malnutrition during
infections. The least the health care system can do is to prevent deterioration
in the nutritional status during illness; diarrhoea is a good example and
appropriate for nutrition information.

SIDA should continue to support the post of Communications Ofiicer for
the present cont.ract period (1987-89) and the MOH should post a counter-

part for this oiiicer. The need for continuation of this assistance after the
present contract period should be decided when a counterpart has been
posted.

The staE at the nutrition unit (NNSP) has proposed the need of a
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computer for analysis of data. The monthly growth monitoring data at
national level consists of nine forms one from each province with nine
variables in three age groups and can be analysed using hand calculators.
However, if NNSP staff intend to initiate investigatjons to improve quality
(including representativeness) of the growth monitoringinformation, provi-
sion of a computer can be justified. The added advantages of a personal
computer include word processing and production of graphics for presenta-

tion and advocacy . The need of computer facilities at NNSP should also be
considered in relation to such facilities at the health information unit.

The NNSP staff and the provincial nutritionists are capable of fulfilling the
training needs of health workers involved in growth monitoring activities.
However, there is need to provide education opportunities for the lzrainers.

The areas of priority for training expressed by NNSP staff include statistics,
programme management and evaluation, planning, writing of research

proposals, analysis and interpretation of nutrition data.

Conclusions
' Malnutrition is a major health problem in Zambia and has become worse

in recent years.
0 The NNSP is in phase I, collectingdata on growth monitoring (weight for

age) from children's clinics. Sick children are generally not included in
the present growth monitoring data.

0 The NNSP has developed recording and reporting procedures but the
quality including representativeness of the data must be questioned.

' Some routines for analysis of the data at the national and provincial levels
are developed.

* The majority of the HC staff consider growth monitoring as a data col-

lection exercise. However, information from growth monitoringis usedin
some cases for intervention (education, supplementaryfeeding etc.) at in-

dividual child level.
* Data is not used for planning or advocacy at the RHC and district levels.
0 The transfer of knowledge and responsibility to Zambian counterparts of

the SIDA assisted personnel has been satisfactory in the case of senior
nutritionist. The Communications Officer has no counterpart at present.

0 Establishment and career structure at the national level in the nutritjon
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unit is most unsatisfactory considering that the NNSP is a nationwide pro-

gramme. Lack of establishment and career structure hampers attracting
and retaining qualified personnel.

Recommendations
0 SIDA should continue to support the NNSP during the next agreement

period.
0 MOH should take action to include all children (under five years of age)

coming to health centres or hospitals in the growth monitoring data.
* Phase II of the NNSP should not start at present. Analysis routines for

Phase I growth monitoring data should be developed appropriate for the
provinces and the national level and possible channels should be identi-

fred for presenting the information to various government department$.
0 MOH should provide establishment and career structure for nutritionists

in the nutrition unit.
0 Evaluation of the quality including representativeness of the data should

be carried out systematically by the NNSP in collaboration with academic
institutes and with a view to taking necessary corrective measures.

* In view of the competence available at NNSP, SIDA personnel assistance
to NNSP (Senior Nutritionist) should be terminated following the com-

pletion of the present contract term. The SIDA assisted post of Com-

muncations Officer should continue for the present contract period and
the need of this assistance be reviewed again when a counterpart is

appointed.
0 Short term consultants should be employed by SIDA to provide con-

tinuingeducation to senior level staff in specific fields such as development
of the analysis routines and interpretation of the nutrition data. This

process should start before the expiry of the present contract of the SIDA

assisted post of senior nutritionist.
' Training needs of the staff at provincial and national level should

receive due consideration. SIDA mayprovide scholarships both for short and

long courses to national and provincial staff Provincial staff should receive
priority in the allocation of the scholarships.
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Summary of SIDA Programme Support
National Nutrition Surveillance Programme started in 1981

Disbursements up tojuly 1, 1988 SEK 9.1M
Funds spent on
0 study tours abroad (*2)

0 short courses abroad (6)
' degree scholarships (5)
' national survey (1)
' monitoring tours (3-4/year)
' national workshops (4 since 1985)
' purchase of bicycles
* purchase of equipment (e.g. scales, demonstration utensils,

plastic bags for children's clinic cards)
0 purchase of 3 programme vehicles
* production of information materials (e.g. growth promotion

leaflets/ booklets)
0 consultancy services
' technical personnel

Nutritionist/senior Nutritionist 78 manmonths
Nutrition Communication Specialist 10 manmonths
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Chapter 9

Concluding Discussion

General conclusions
We conclude that generally the HSSP fulfils the role of supporting the
government of Zambia in implementing its PHC policy. That conclusion is

also valid, and perhaps even more so, in the light of the on-going economic
crisis in Zambia. There are two main reasons for this: one is that, in spite of
manyfinancial and organisational problems, the PHC policy seems to reach

the target group which is SIDA'S main concern - the underprivileged, rural

population; the other reason is that several of the HSSP programmes are di-

rected at taking care of existing human or material resources instead of
investing in programmes that will eventually require large parts of the MOH
budget or presuppose financing from donors.

The performance of the various subprogrammes have been commented
upon in the preceding chapters and specific recommendations have been
given. We suggest several changes and that some extra efforts and resources
are put into the subprogrammes, but it is suggested that the general compo-

sition and volume remain during the next period of agreement. This is said

bearing in mind that the funds allocated to HSSP during the preceding two

full agreement periods have never been fully utilised. There is thus a

considerable "reserve" to be tapped before additional funds are required.
Recommendations with obvious consequences for the HSSP budget are

the following.
We suggest that one TAP may be added to the EDP, provided that no

suitable person can be found locally. Otherwise the SIDA supportedposts are
suggested to remain during the agreement period, but be phased outin most
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programmes when the present contracts expire (most TAP have rather
recently been recruited or renewed their contracts).

For the PHC trainingprogramme a gradual take-over by the govern-ment
of the CHW trainingis suggested, but that the SIDA support is redirected to
improved supervision and training of trainers.

For the NNSP a delay in expansion plans is strongly recommended and
that the next years are used for consolidatjon.

In spite of being an obvious "gap-iilling" post SIDA should continue,
presumablyfor a long time, to supportthe Buildingco-ordinator at the MOH.

Great care should be taken to thoroughly evaluate the pilot projects before
the next phase of the RHC programme is taken beyond the test phase

Since the AIDS situation is still so uncertain and since, at the moment, the

capacity to absorb donor's assistance is so limited in Zambia, we prefer not to
give any suggestion about expansion or alterations in the composition of the
HSSP because of the AIDS programme. If changes occur they may come fast
and require measures that are impossiblc to foresee now.

The development and interrelation of subprogrammes
As we pointed out in the introductory chapter the objectives of the Swedish
assistance are to support the Zambian PHcpolicy, which was laiddown at the
beginning of the 80's. SIDAhaS agreed to supportvarious components in the
policy. The HSSP gives therefore a seemingly disparate picture. There are,
however, two factors common to the different parts of HSSP. The first is that
they can all be said to support the implementation of Zambia's PHC policy,
rather than beingpart of the actual health care activities. The other is that the
aim of most of the subprogrammes is to build up strategic supportingsystems.
From the latter there is one exception, the PHC trainingprogramme, where
SiDAprovides funds for running costs to an otherwise more or less developed
routine activity.

The various programmes that are now under the HSSP are not there
because of a strategic long-term plan to build up an integrated Health Sector
Support Programme. Asfar as we can see there has been no initial intention
that the subprogrammes should relate to each other in order to support or
supplement another or several other SIDA sponsored subprogrammes. On
the other hand we cannot see any disadvantages with the present system; the

SIDA Evaluation Report 3/89, No Short Cuts to Health 111



CONTENTS

various HSSP programmes apparently do not cause any hindrance or pro-

blems for other programmes.
The HSSP is an administrative concept, where differentprojects related to

the health sector were given the same overall label and handled together in
the agreements with Zambia, in annual reviews and in SIDA'S budgeting and
reporting procedures. The sector support label allows transfer of funds

between projects and subprogrammes in one sector with much less bureauc-

ratic complications than before. The outcome is said to be a greater flexibility
in the use of resources and a smoother adaption to unplanned changes in
running projects. This can only be beneficial to both parties involved.

We believe that it is not stretching things too far by saying that, although
the parts of the HSSP may seem dispersed when looked upon from outside,
theyform an integratedpart of the MOH. The risk that the HSSP creates major
by-pass solutions and entities foreign to the minist:ry's organisation does not

seem very great.
Less encouraging, on the other hand, is perhaps the small amount of

integration between sectors. (Especiallyinteresting since there are two other
SIDA supported sector programmes in Zambia - the Education and the
Agricultural Sector Programmes, the ESSP and the ASSP.) There are few
areas where co-operation have started, the most notable is the NNSP, where

intervention activities are to some extent co-ordinated with the educational

and agricultural sectors. In the AIDS programme collaboration between
sectors is an absolute necessity and is assumed in the Action Plan.

Perhaps the most "natural" intersectoral co-operation should occur on the
community level, where elTorts from many sectors converge. In the PHC

trainingprogramme the CHW is an obvious targetfor promoting this, and as

mentioned in chapter 4, the PHC secretariat at the MOH has advised more

participation in the CHW trainingfrom e. g. agriculture. Under this program-

me several seminars have been held to spreadinformation about PHC to the
local UNIP organisation and to ofiicers from other ministries at provincial
anddistricts levels. We have been told thatthe MOH would also welcome more

support from SIDA for such actjvities.
On the district level intersectoral cooperation relating to the HSSP is

planned in one of the two maintenance pilot projects, where the District
Council takes responsibilityfor repairing and maintaining both schools and
health centres.
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System-building and day-to-day activities
A major component in all subprogrammes is the transfer of knowledge. A
related issue is sustainability, i.e. a programme's ability to continue without
external support. An effective transfer of knowledge is a prerequisite for a

sustainable project. Another prerequisite is a firmly established organisatio-

nal structure that can be expected to last for a reasonable amount of time.
The problem of sustainability has been addressed in the chapter on each

programme. One common problem for several of the subprogrammes is that
they lack established posts in the Zambian administration. In the transport
programme, for example, there are no posts at all at the management level
and the few posts in the workshops are mostly labelled as drivers. In other
programmes such as the NNSP the Zambian staff is secondedfrom other paris
of the MOH.

This has drawbacksboth atpresent, because the staff feels insecure, has no
career structure andis often neglected when it comes to further training, and
for the future because there is no guarantee that the programme will
continue after SIDA support is withdrawn.

When it comes to the question of by-pass solutions and gap-iilling, two

common features that make sustainability difticult, we can conclude that in
some programmes the SIDA supported TAP are gap-fillers, most notably the
people in the transport programme and the building coordinator. In the
other programmes the TAP role is mainly to provide transfer of knowledge.
We cannot say that any of the programmes has an organisation which by-

passes the Zambian administration, again with the possible exception of the
transport programme.

Another problem in relation to sustainability and day-to-day activities is
that most programmes lack a plan of operation, which specify work targets
and which can be used as a basis for monitoring the development of a

subprogramme. Here the plans and conditions for SIDA support to be

phased out should be included.

Women and children
Since the PHC policy to a great extent, both through preventative and
curative health care, is aimed at women and young children it is possible to
argue that most of the SIDA supported subprogrammes are, by definition,
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directly or indirectly targeted towards these groups. A success or a failure in

any of these programmes would mean a benefit or a loss for women and
children.

The transport and health planning programmes are, of course, only

indirectly of importance in this respect, but there is no doubt thatfor instance

a worsened transport situation would hit several RHc-related activities badly,

and thus affect health care for women and children.
Although aimed at the whole rural population the building (and later the

rehabilitation) of rural health centres is essential because a large part of the
RHC-based health care is related to children (immunisation, growth monito-

ring etc).
Subprogrammes that can be considered as immediately beneficial for

women and children are the essential drugs programme and, in the longer
run, the nutrition surveillance programme.

The training of community health workers belongs in principle to this
category. However, according to various report$, the fact that the majority of
CHWS are male excludes them, for social and cultural reasons, from giving
advise andhelp to women to the extent thatwould be desirable and otherwise
possible. As suggested in chapter 4 a more decisive action to bring more
women into community based health care would probably be beneficial to a

large number of the women in the rural areas.

Continuing education
Many of the programmes included in the HSSP have conducted training and
retraining seminar orworkshops. This is true also for other PHC programmes
(EPI, CDD etc). Most of the training has taken place in vertical manner with
little horizontal co-ordination with other PHC programmes. These unco-

ordinated activities take the same health worker awayfrom the workingplace

several times during the year.
In all the programmes reviewed by the evaluation team, there seems to be

a common need to update and renew the knowledge of health workers. This

is also true for the trainers of health workers. The on-going management
programme envisions need for refresher courses for managerial staff at
various level of health care. The trainers of CHWS need to be continuously
retrained. In NNSP both the supervisory staif and the health workers involved
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in the collection and interpretation of information need refresher courses to
maintain the quality of the data. In EDP rational prescribing needs to bepro-

moted via regular reinforcement of the prescribing information.
To harmonise the horizontal linkage and co-ordination of training needs

between various PHC programmes and to promote intersectoral co-ordina-

tion the evaluation team recommends the creation of a post as training co-

ordinator. The post mayinitially lie within the EDPfor practical reasons, but
it could later grow out as a separate establishment encompassing the training
needs of all the programmes. The post will require some degree of authority
for co-ordination activity and a direct linkage and responsibility to the

Director of Medical Service (DMS) - a vertical chain of command would be

appropriate.

Recommendations
The evaluation team recommends

0 that SIDA should continue to support the HSSP and that the volume for
the coming agreement period should be about the same as during the
preceding agreement period;

0 that plans of operation should be made for the Various parts of the
programme, where operational targets for the period and, if applicable,
the phasing out of TAP are speciiied;

0 that efforts are made to ensure continuous education in the various

programmes as discussed above and in the preceding chapters.
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Appendix 1

Analysis of background document
on CHWS/ RHCS in Zambia

Compiled by

Dr. Paul ] Freund
Zambia PRITECH representative
1988

Introduction
Since PHC was implemented in Zambia the MOH has trained 3340 CHWS,
set up organizational structures at Central, Provincial and Distric levels

and ca1ried out several major evaluations of PHC. There has been an accu-

mulating body of informations on CHWS and the nature of PHC activiies
which has focused on constraints/ problems affecting effective functioning
of CHWS.

The vast majority of the data available is of a social survey nature and
analyzes such aspects of drop out rates, availability of drugs/ equipment,
supvervision and socio-demographic characteristics of the CHWS. While this
type of data is useful as a baseline measure there is an need to investigate the
more qualitative aspects of CHW functioning. For example, how well are the
CHWS doing in terms of community demands/ expectations, are they fully
prepared to deal with communitydemands, how do theydealwith inadequate
drugs, what is their relationship with RHC staff, particularly HAS? Some
studies and on goingresearch do touch on some of these questions when they
discuss supervision, reasons for dropouts, community participation and
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quality of training. However, few provide enough data to answer crucial
questions relating to CHWS functioning in their work environment. The
reason is of course due to the time and expense of carrying out studies of
CHWS at the community level.

The GRZ/ Unicef studies of the Impact of PHC in remote rural areas
(Freund and Kalumba 1982 1986) were specifically designad to assess

how the MOH'S health programmes were reaching and functioning at the
village and household level. These studies were longitudinal and intensive,
requiring two weekvisits by a team of researchers at intervals of 4-6 months.
They were also comparative because the areas selected were chosen to
represent differing geographical/ environmental areas within Zambia. The
impact studies actually monitored the PHC implementation process such as

how CHWS were chosen, their problems/ interrelationship with local leaders
and communities, as well as monitored disease morbidity/ mortality in the
selected communities over time.

This study was initiated by the GRZ/ Unicef committee to help answer
questions related to the PHC implementation process in rural areas and have
proven to be very useful to the MOH. Results were regularly shared with the
NPHCD committee, NGO-PHC committee, GRZ/ Unicef Interministerial
committee, Sida Health review teams, other researchers, NGOS and intere-

sted agencies. Fortunately, Unicef has agreed to continue these studies in
other areas including an urban setting.

Some of the questions specifically addressed in the Impact studies related
to CHWS include the CHW selection process and their subsequent ability to
funcion, effect of availability of drugs on their work, the eifect of a nearby
RHC on CHWS and attitude of RHC staff to CHWS and PHC. While there is

comparative data available from other countries on such questions as the
difference between male and female CHES (e.g. India, Philippines, Indone-

sia) and CHW training/ community expectations the information from
Zambia is very sparse A few sources such as mission annual reports, IRDP
CHW training experiences and specific programme reviews (UCI, CDD,

MCH) mention male/ female differences in CHwfunctioning such as prefe-

rence for males on decision making committees (VHC), difficulty of male
CHWS in treating female patients and vice versa, differential drop out rates
and diH-

iculty experienced byfemale CHWS in travelling to distant villages in
their catchment areas.
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There is evidence that drop out rates are still high. The factors identified
as contributory to high attrition include age, marital status, absence of
functioning VHC, lack of community support, lack of supervision and

insuHicient drugs (Osborne, Herring, Tonnesen and MOH PHC reports).
Some of these factors relate to the functioning of the RHC and ultimately to
the resources of the MOH/Government (i.e. provision of transport, drugs
and personnel), while others depend on the local community situation and
some of the selection process itself.

General deteriorating economic conditions has hindered health care

functioning at all levels and has constrained efforts of the MOH to provide

drogs and transport particularlyfor RHCS and CHWS. However, it is possible

with a minimum of cost to improve supervision through training, planning,
use of checklists and intersectoral cooperation.

It is dear that, as the number of CHWS andTBAs trained grows, we should

shift our concern from quantityto quality. For example, the CDD programme
has an active trainingprogramme which has been underway since 1984 (i.e.

training Provincial, District and RHC staff) and the CDD secretariat is now

concerned with the quality of that training. An evaluation of diarrhoea case

management at the HC level and nature/ frequency of supervision between

provincial/ district, district/ RHC and RHC/ CHW is currently being carried
out. Tje preliminary results based on a tour of Eastern province is that

supervision is poor between the province and district andbetween RHC and
CHWS. The major constraint is still lack of personnel and transport. There
was, however, some good signs of RHC staff inviting CHWS to participate in
under-five clinic days and other RHC outreach activities. This type of interac-

tion should be encouraged.
One of the crucial issues repeatedlyidentiiied by all health sector reviews,

WorldBank reviews, programme reports and CHW studies is insufficient and

inadequate supervision. Proper supervisoiy techniques/ methods have to be

taught at all levels and district/ provincial health management teams must
regard supexvision as a priority. Increasing training courses is of little value

unless the trainees are regularly monitored/ supervised.
An area that needs more investigation is the relationship of HAS to CHWS

because the information that is available is largely impressionistic. !rvhat is

clear is that itis the HA who often has the responsibility of supervisingcHws.
However, som REHCSdO not have HAS (establishmentpostvacancies) and as

a result no one is available to visit CHWS.
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Another serious problem is poor reporting by CHWS (noted in the Isoka
Project, Osborne, Herring et.al). As long as reportingis inadequate it will be
extremelydifficult to measure what an individual CHW has attained in terms
of number of patients treated, sanitation activities undertaken, etc. In the
absence of reporting procedures CHW'S performance cannot be assessed.

Some areas/ projects have designed/implemented simple forms for CHES
(drogs used, cases treated, pit latrines dug, health education talks delivered,
U-SS measuredfor nutrition status, andproblems encountered) . For example
the Unicef Impact studies project used household-based reporting system
which was linked to CHWS in Western/ Northern provinces which seems to
have potential for use in other areas.

The information in regard to CHW/ RHC social/ geographical coverage
shows that there is great variablilty in the catchment areas of both CHWS/
RHCS. Osborne in her study noted that a specific question on the catchment
areas was not asked. Data from other sources and community-based studies
indicate that CHW catchment aeras vary from one per village (e.g. Isoka
project) to one per 15-20 widely dispersed villages (e.g.Freund/Kalumba
Impact study). Future mail surveys of CHWS include specific questions on
geographical range/villages served to enable the MOH to assess the catch-

ment aea variability. In terms of social coverage there is no marked social
ditferntials in access to RHCS on CHWS. However, there are many reports of
CHWS beingpressured to provide drugs/ services for local political leaders/
relatives/ friends. Because of the chronic shortage of drugs by CHWS/RHCS
manypatientsdo not have effective access. Another problem is the reluctance
of female patients to seek MCH services from male CHWS or male C.O.S. It is

for this reason that more female CHWS need to be trained and a midwife
should be available at RHCS.

General Conclusions/ Recommendations
The analytical/ critical review of the reports, articles and research on CHWs/
RHCS has revealed that there is a fair amountof information available on the
overall situation of PHC and CHWs in Zambia. However, the majority of the
studies focus on quantitative aspects and socio demographic characteristics.

In spite of the diversity of approaches all of the studies identity four basic
constraints to effective CHW functioning iii lack of drugs/ equipment (2)
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lack of adequae supervision (3) lack of community support and (4) lack of

transport. All of these relate to the CHW'S supportive system. Other factors

which determine the CHW'S ability to function include quality/ duration of
training, age/sex of CHE size of catchment area, quality/ motivation and
attitude of RHC staff toward PHC/ CHWS, and relationship of CHWwith local

political leaders. There are in addition, factors which affect individual CHW
performance such as personal motivation.

Measuring CHW accomplishments will be difficult given the poor recor-

ding noted by most of the studies cited. This aspect should be given more
attention in training curricula. It is particularlyimportant to train RHC staff
on the need for accurate record-keeping and to link CHW information

systems to the RHC. RHC staff, especially the HA, should make use of the
reports they receive from CHWS.

Of all the constraints noted the most important is lack of supervision

because it relates directlyto lack of motivation, performance quality, andhigh
attrition rate. It is therefore crucial that regular and sufficient supervision is

given a high priority at all levels (between province RHC and RHC

CHW) . Perhaps a system like that suggestedfor Western Province could be

implemented in allprovinces (i.e. a schedule for supervision visits, and series

of supervision seminars).
Effective training at all levels from medical/ nursing schools, clinical

o&icer/ health assistants to provincial/ district level workshops is also essen-

tial to the success of PHC. The current evaluation of the clinical oHicer/
health assistant curricula shouldyield some important recommendations on

restructuring to producre a more relevant programme. Medical school and

nursing schools curricula should also be evaluated in terms of the need to
provide more emphasis on PHC issues. At the provincial/ district levels mana-

gerial seminars should continue and more emphasis needs to be placed on
how to cairy out effective supervision. When CHW training programmes
resume the need/ importance of reporting should be stressed.

Xvhile the amount of information on CHWS in Zambia is good there are

still manyquestionswhich remain unanswered. For example: How does CHW
training relate to his/ her performance? How does it relate to community

expectations? Have areas with active CHWS affectedRHcs? lrvhat can HAS do
to enhance CHWS performance? Is there a quality difference between male/
female CHwfunctioning? What creative solutions can/ should be developed
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to increase community support? The answers to these questions will require
intensive community-based research. Although the nature of this type of
research is expensive and time consuming the results should be rewarding
and extremly useful to the MOH and donars involved in supportjngpHc and
other health programmes.

Zambia has successfully implemented a broad scale PHC programme,
trained a large cadre ofCHWS and carried out several evaluations of PHC, but
the crucial issue at this stage is whether these efforts can be sustained,

particularly in view of the present economic crisis and deteriorating service
structure. I believe therefore that the type ofresearch suggested above is vital.

Published studies
C. Osborne: Community Health Workers in Zambia - Msc. London School of
Tropical Hygiene - 1985

B. Herring: The Community Health Worker and His supportive Systems

MOH - Report, 1984

K. Tonnesen: Evaluation of PHC in Zambia 1986

PHC Annual Reports - Ministry of Health, Lusaka

MDH - Strengthening Performance of CHWS for PHC in Mumbwa and
Mazubuka Districts - a project Proposal, 1985

Research in Process

Managerial Process in PHC - Peggy Chibuye - WHO fellow London School of
Tropical Medicine and Hygiene (Supervisor Gill Walt)

The Strengthening of CHW Support Systems in Mumbwa/ Mazabuka Dis-

tr1cts.

K Kalumba: GRZ/ Unicef Impact Studies

The Isoka Project - 1984 - 1986

K. Kalumba, Phd University of Toronto, 1988: The Practice of Health Care
Reform in Zambia

An Approach Toward an Equitable and Affordable Health Care Delivery
System in a Developing Country: the Case of Zambia - Phd Brandeis, 1985
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SIDA financed staff development and equipment to a Midwifery Teachers

Diploma Course. A study tour and a seminar planned for 1986 were trans-

ferred to the PHC Training Programme in 1987 and the programmet was

terminated.
Nurse Tutor Programme started alreadyin 1971 butwas included in HSSP

in 1979. Figures mentioned below refer to the period 1979-1986.

Disbursements up to December 31, 1986 SEK 10.7M
Funds spent on
0 sem1nars
0 teaching aids for a Midwifery Diploma Course
0 staff development
0 study tours abroad
0 technical personnel

nurse/ midwifery tutors - 382 manmonths

Medical Assistats'Training School
The lastpayment (SEK70,000) for this programme was made bySlDA in 1986

although the construction of the four hostelswere not completed. Upgrading
of three rural health centres includedin the programme was omitted already

in 1985. The programme was considered finalised at the Annual Review in

1986.

Medical Assistants' Training School started in 1979.

Disbursements up to December 31, 1986 SEK 10.2M

Funds spent on
0 rehabilitation of hostels at Medical Assistants' Training School in Lusaka
* construction of 8 staff houses at the same school
0 construction of 4 student hostels in four provinces
0 purchase of furniture/ equipment
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NO SHORT CUTS TO HEALTH
The Swedish Support to the health sector in Zambia started in the
early 1970's. Since 1979 it has been organised as a health sector
support programme (HSSP), comprising primary health care trai -

ning, health planning and health information, transport, nutrition
surveillance, distribution ofessential drugs and AIDS-related ac -

t1v1t1es.

This evaluation, in which all individual programmes have been

scrutinised, covers the period 1979 - 1988. In general, the team

concludes that the HSSP fulllls its role in supporting the govern -

ment ofzambia to implement its primary health care policy.
At the same time, however, the evaluation emphasizes the need

for continuing education in most programmes, and strongly recom -

mends SIDA to support such efforts.
Sweden's bilateral development co-operation, handled by SIDA

since 1965, comprises 17 programme countries: Angola, Bangla-

desh, Botswana,m Cape Verde, Ethiopia, Guinea-Bissau, India,
Kenya, Laos, Lesotho, Mozambique, Nicaragua, Sri Lanka, Tan -

zania. Zambia. Zimbabwe and Vietnam.
Each year about 30 OfSIDA'S over 200 projects are evaluated. A

number ofthese evaluations are published in the SIDA Evaluation
Report series. Copies of the reports can be ordered, free of charge,
from SIDA. Information Division. 5-105 25 Stockholm. Sweden.
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