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Executive summary

The rationale of the study
During the last few years donors have become increasingly aware of the lack of
sustainability of development assistance programmes, as difficulties often arise when

support is withdravm.
In order to obtain more knowledge on the issue oflong- lasting effects, SIDA andfour

Swedish Churchdenominations decided to make a studytogether on health care support
to Tanzania. Both SIDA and the denominations have experience of cooperation within

that sector. SIDA has assisted the Government of Tanzania with the construction of
more than half of all rural health centres in the counuy. The four denominations have
assisted their Sister Churches with dipensaries and hospitals.

A supposition was that Church dispensaries and the Governmenthealth centzres have

many similarities but differ in one respect sustainability. Thereforc the two types of
health facilities were selected as objects of the study. lt gradually turned out, however,
that such a comparison was very difficult to make.

En exploratory study
A number of factors that generally influence the sustainability of a programme were
identjiied. The main aim of the study was to test the relevance of these factors in the

actual health care programmes. However, during the study, it became necessary to

clarify and elaborate fruitful concepts to be used, before going into any analysis.

Conceptual discussions and descriptions therefore make up a considerable part of the

report.
In order to tryto findfactors thatcouldbe systematically related to sustainability four

voluntary agency dispensaries were selecred. Bach ofthese dispensaries were matched
with the closest government health centre which was seen as a "twin facilitv".

Working definition of sustainability
In order for a programme to be defined as sustainable Tanzanians should have primary

responsibility for the service, the institutional capacity and commitment to carry it
forward and the ability to mobilize the necessary resources to maintain it.

SIDA Evaluation Report 3/91 9
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The programme (health facility) should consequently be both self-reliant and offer
a service of high quality. Self-reliance was assessed from the viewpoints of administra -

tion, financing and the health care provided.

The data-collection
Infonnation from as many different sources as possible was collected. Individual
interviews were made on the local level with staff members, patients, congregation
members, pastors and other church representatives , community leaders, and repre -

sentatives for women's groups. lnfonnants on district and regional levels were also
interviewed. The interviews were semi -structured and adapted to the actual target
group. Moreover, a number of focus group discussions were carried out within the
community.

Systematic observations were made at the health institutions: the quality of the
service, the equipment, supply, transport and the physical status of the buildings was
observed and assessed. Furthermore statistics were reviewed, budgets and Enancial
reports examined.

Findings
Health care programmes nm by the Government and programmes, or projects, rim by
voluntary agencies (VAS) differ as to both objectives and decision -making levels:
0 The main goal of the government programmes is to offer service free ofcharge to all

Tanzanians. The main goal of a sustainable health facility run by a voluntary agency
i s to offer service of high quality that is in great demand, and which is paid for bythe
patients. The main difference between the VA dispensaries and the governments
health centres is the curative care.The high quality at the VAhealth facilities attracts
a lot of patients who in fact should have gone to a government facility.

* Government rural health centres are deliberately dependent on central resources.
The possibilities for individual initiatives at the centres are therefore limited. If a

voluntary agency dispensary is to survive, such initiatives are however necessary.
Each of the VA dispensaries has its own budget, income and expenditure. The
government health centres have no cash whatsoever at their disposal, and as a

consequence ofthis they cannot even payfor minor repair ofinstruments, equipment
or the vehicle belonging to the centre.

These principle differences imply that the most important factors related to
sustainability are to be found at different levels.

This is partjcularly valid for the iinancing aspects. The difficult macro-economic
situation in Tanzania aggravates for example sustainability within all social sectors, and
few of the government rural health centres can play the role in the primary health care
programme that they are supposed to play.

SIDA Evaluation Report 3/91 11
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The situation of tbe lhaltl1 institutions nm by tbe cburcbes is different. The dispensaries

can best be described as small local health care enterprises with a committed staff.

However, the road towards sustainability is not always easy. In the study we foundthat

for those facilities the following preconditions have to be fulftilled:

A good reputation
The mostimportant precondition for a VAhealth facilityto be sustainable is a continous

stream of satisfied patients. Consequently, when the patients were asked what they

thought they could do for the health institution, many answered: Tell others about the
good service!

Creating local income
All churchdispensaries studiedhave chosen to charge patient fees, which mainly consists

of sale ofdrugs. A precondition for having an income from the sale of drugs is that the

dispensary obtains the drugs at a subsidized price from different donors as well as from

the essential drogs programme. Iris also necessary thatthe health facilitybuys and lceeps

the adequate stock of drugs. Hence, the mana gement capability ofthe health facility is

very important. Relying heavily on drugs for Enancial sustainability is however a risky

matter and furthers development towards mrative care.
It is also very much dependent on the macro-economic development. The situation

in one of the VA dispensaries couldbe used as an example. In 1979, 90% of the running

costs were coveredbypatientfees in thatHF. in 1989the correspondingligure was 45 %.

This change can be explained by increased expenses such as staff salaries an purchase of
drugs.

Furthermore, the sale of drugs is very much related to both insuff1cient preventive
health care in the surrounding community and to lack ofdrugs in governmental health

facilities, a situation that will hopefully change in the future.

Minimizing the staff
Another precondition for a VoluntaryAgencyhealth facility to be f1nancially sustainable

is to have as few staff members as possible. The dispensary identilied as most self-

sufficient has in fact 40% loss staff members than the government rural health centres.

In the long run, the staff question has to be solved by assistance from the Government

through staff grants.

Protnoting the staff
The trained staff at the (most) sustainable HF has remained longer than at any other of
the VA facilities studied. This is explainedby the fact that the staff is encouragedby up-

grading, by scholarships and other incentives during studies. Stressing common values
and a "me-,#'eling" are also of importance.

12 SIDA Evaluatlon Report 3/91
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Adapting transport means to the financial situation
The VA dispensary thatis financially self-reliant cannot afford to buy a car for referrals,
out-reach activities or mobile clinics.

This implies that it is only possible to keep a high service quality outside the HF if
other transport means are available. However, it seems as if missionaries have often
chosen remote places, where no public transport exists.

Caution as to expansion
Financial self-sufficiency is related to a certain defined service level. When, in the case

of expansion, the health facilities obtain support from abroad in form of capital
invesmlents, like buildings, the expenses increase. Experiences show that problems
easily arise, andthat support from outside is often needed for maintenance and salaries.

Sldlful management
In order to fulfil the preconditions above a skilful management of the health institution
is needed. If the administration does not function very well, if the person in charge does
not plan and follow-up activides, the number of patients coming for curative service
might decrease.

A solid and/or equal community
It is evident that there is a variation between communities as to the ability to paypatient
fees, and in some of the VA health facilities the number of unpaid bills was high. This
is particularly valid for transport costs for referrals to hospital.

Sometimes, there is also a variation within a community. Women complained about
the patient fces more often than men. This was particularly the case when the women
had to use their scanty resources for health care for the whole family.

A lie to the local church
Agood relationshipbetween the person in charge ofa health facility andthe local church
is another necessaryprecondition for a church health facility to remain self-reliant and
to be able to maintain an adequate quality. For a sustainable health facility the church
plays the role ofsafety-net in case ofproblems. For facilities that are not (yet) self-reliant
the church has the permanent role of life -line. However, in most of the cases studiedthe
local congregation is little involved, in spite of the fact that it is a potential resource for
all the VA health facilities.

The positive policy of the government
Without the positive attitude that the authorides show towards the voluntary agencies
and their facilitjes, these health facilities would not be able to exist.

SIDA Evaluation Report 3/91 13
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The quality of the government health care
The situation ofa single voluntary agencyhealth facility is also very much related to the
prevailing national health care context. At the moment the health care system is not

functioning, and many persons who need care prefer the VA institutions and pay fees,

often because they have no alternative. If the government health care is improved, the
VA dispensaries will be in another situation and will have to change strategy.

Factors without clear relationship with sustainability
Some suggested factors that were investigated did not show any clear and direct

relationship with sustainability. This does not mean that such a relationship does not

exist, but that the factor is not a neceesmy precondition for sustainability.
No dear correlation was found between planning procedures, scale of projects or

length of time of donors involvement on one hand and degree of sustainability on the

other. A long-term involvement may further sustainability but it may also prevent such

a development and make a certain dependence permanent. The scale of a project is not

directly related to sustainability, even though it seems as if a small project more easily
can adaptto necessary changes than a large project. lnvolvement of the recipient country

in the planningprocess does not guarantee sustainability unless the long- tenn capacity

to maintain the activities is assessed. Sometimes support from abroad in the form of
capital investments is offered too generously. In this way sustainability is hampered.

Further, given the actual situation within health care, the VAhealth facilities would not
function if they were dependent on, and an integral part of the government health care
structure.

In general, there is little contact between the health facilities and the local commu-

nity. Both community leaders and women's groups expressed a will and interest to assist

when necessary if they were contacted. They consider however the government health
centres as belonging to the government and the VA dispensaries as belonging to the
"mission", "missionaries" or "the church", and did not want to interfere, if not asked.

The church dispensaries studied have no continous contact with the local commu -

nities and do not involve the congregations as much as they could.

One suggestion for the future is therefore to involve both the local community and

the local congregation more in the actjvities of the health facilities. It is also suggested

that VAS invite representatives of the local governments, both on local anddistrict level,
for advice and exchange of ideas about the VA health facilities, discuss and elaborate

alternative sources of income in addition to sale of drugs.

14 SIDA Evaluatlon Report 3/91
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Chapter 1

Background

1.1 The issue of sustainability
During the last few years, donors have become increasingly aware of the jack of
observable sustainability in development assistance projects. Activities which have

received linancial, material and technical assistance for many years often experience
serious difficulties when this support is withdrawn. (OECD, 1989) More and more
donors are now discussing how the assistance programmes could achieve long- term
improvements and achieve a lasting impact.

1.2 VVhy the Tanzanian health care sector?
SIDA suggested a study and concluded that the health sector in Tanzania could be

suitable, as Swedish support to the health sector in Tanzania has been carried out over
a long period both by SIDA and by Non -Governmental Organizations (NGOS),
primarily four Swedish church denominations. As the two types of cooperation are

different, it was supposed results would differ as to sustainability.
The SIDA assistance has taken various forms: Hnancial, technical, and human

resources have been transferred to the GovernmentofTanzania.The cooperation rests
on agreements, signed after negodations, and generally spanning over a period of three
or four years.

The four Swedish denominations, Church 0 Szuederz M1Lt,rioTz, 'Me Szueditb Eu/mgeliml
Mission, Tbe Swedish Holineizr .Mis.rio12, (mal Tbe Swedish Pmtemst/zl Mz3siov1 support their
Sister Churches, which are Tbe Emmgeliml Lutbemn Church 0 Tanzania (ELC 7) and The

Perzterosml C lmrrbamz€iätio1z oj7}mzezniä (PC/17).The relationshipis perceived as a deep,

reciprocal relationship between sisters, and the Swedish denomination supports the
Tanzanian sister church as long as, and whenever, she needs assistance. Such a

relationship has no time limit, even though the Swedish churches try to reduce the
dependency, and it is not uncommon that it lasts for forty, Hfty years. Assistance to a

health institution can have the same time span, as it continues as long as the sister church
expresses need for it.

SIDA Evaluation Report 3/91 15
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Chapter 2

Aim and methodology

2.1 Aim ofthe study
The principle aim of the study was formulated by SIDA and the four Swedish

denominations together as increasingthe knowledge ofcircumstances contributing to,
or hindering, successful sustainable development assistance. (See further appendix 1)

Even though the study is limited to support within the health care sector, efforts were
to be made to lind general concepts and to identify general obstacles and options for
projects and programmes in generating sustainability.

During the study it turned out that there was a jack of adequate information. The
descriptive part therefore came to demand more time than planned. Before being able
to analyse 'mb)' a health institution is or is not sustainable, it was necessary to End out
ulbetberitis or is not sustainable! Furthemlore, the necessity of clarifying and discussing
relevant concepts became more pronounced.These circumstances made the study more
exploratory than intended from the beginning. The study should therefore rather be

looked upon as a basis for discussion than a document for decision-making.

2.2 Rural Health Facilities (RHFs) in focus
In order to be able to make a comparison between the SIDA support and the support
from the Swedish Churches fairly similar acdvities or projects had to be chosen. Closest
to hand was support to health facilities (HFS). SIDA has supported the Tanzanian
Government by constructing more than one hundred rural health centres (RHCS), i. e.

about half of all existing govemment-managed RHCS. These health centres had been
evaluted in 1986, and infonnation from that study was considered to be relevant.

The Swedish denomLnations supportseven hospitals and49dispensaries inTanzania.
The dispensaries were assumed to be more or less equivalent to government health
centres, and it was decided to focus the study on the church dispensaries, having
government rural health centres as points of reference and as a basis for comparison.

Each of the four Swedish denominadons selected one dispensary to be included in

16 SIDA Evaluatlon Report 3/91
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A motljer EmilJer nm-bom tbilj at zz cburcb dzkpemary. /lltboug/1 tbqy lmt/e to pay patient-
res, ma £lmose tlje cburcb dzlrpensaries or care.

Pboto: Cl~arlotte Tbege, SI DA Pboto Arrbiues.

the study. One criterion was that it should be "as much Tanzanian as possible", but as

adequate data were not always available also pracdcal reasons were considered.

The nearestgovernmenthealth centre toeach ofthe selected churchdispensaries was
included as a "twin institution". Ccrtain comparisons were made between the church
dispensary andits "twin". The shorttime the team visitedthe governmenthealth centres
did not however allow any ambitious comparison. We could state that the situation for
the govemment RHCS has not changed very much since 1986, when a thorough
evaluation was made. (L. Andersson-Brolin et al, SIDA 1987). For comparisons we
would therefore like to propose that the readers consult the earlier evaluation as a

complement to this study.
In summary, the studied health instirutions are few and cannot be considered

representative in a statistical sense.

All four Swedish dcnominations workin remote and different areas and to reach the
dispensaries implied many traveldays. Once at a dispensary, the team therefore made use
ofall opportunides also to contact other health facilides in the vicinity and to interview
interested parties. (see appendjx 4)

SIDA Evaluation Report 3/91 17
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2.3 Data-collection
The information in this report has mainly been collected during two periods of field
work during 1990 (Oct 12-30, and Nov 25 - Dec 13).

In order to avoid systematic biases, the team tried to combine different methods and
to collect infonnation from many differing sources.

Indiuidual interuieuzs or interviews in small groups were made with all staff members,

patients, congregation members, pastors and other churchleaders, community leaders,
community representatives, women's groups, inforrnants on the central level in the sister
churches, representatives of local govemments and Ministry of Health, district and
regional medical officers, missionaries, researchers, and SIDA programme officers.
These interviews were semi -structured and adapted to each target group.

Form- groupdismssions were carried out within the community, andin-deptbinteruimzs

made with mothers visiting the health facilities, in-padents and their relatives. On an

avera ge 5 0-60 persons were interviewed for each church dispensary.
Moreover, éystematir obseruatiom, using prepared schemes, were made at the health

facilides of the quality of: the service, supply, equipment, transport, and the physical
status of the buildings. Statzlrtics were reviewed, and the budget axaminedby the auditor
in the team.

2.4 Limitations of the study
We would like to point out that tbestndy Lt eacplomtorjy. The ambition was to find general

factors related to sustainability. However, the reality turned out to be different, and the

phenomenon of sustainability both more rare and more complex than previously

thought. The investigation should consequentlybe considered as a series of case studies

raising issues to be analysed more deeply in further studies.
Furthermore, as in most studies carried out during a short time period, there are

manypossibilities ofmistalces and misunderstandings. Both reliability andvalidity ofthe

Sndings may therefore be questioned.

18 SIDA Evaluation Report 3/91
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Chapter 3

Some key concepts

3.1 Sustainability
The origin of the concept sustainability is not dear. It does not exist in ordinary English
dictionaries and seems to have been created rather recently. Since the Norwegian Prime
Minister Gro Harlem Brundtland used it in connection with a conference on the
environment in 1987 the concept has appeared in different contexts, and is often used
by international aid Orgznizations.

It is obvious that the concept sustainability is perceived very differently. The
recipient countries often consider it a failure when a donor leaves a sector, or Hnishes the

cooperation after the temlination ofan agreement. On the donors' part, help to self-help
has however long been an important guideline for assistance.

Accordingto an OECD document sustainability is "survival ofprojects andprograms
after an initial period of investinent - financial, physical, or technological" (OECD,
1989). "Bärlmljliglnet" has been mentioned as the corresponding Swedish word. The
concept refers to the continuation ofprojects and programmes after the termination of
assistance from an external donor. "Adevelopment programme is sustainable when it is

able ro deliver an appropriate level ofbenefits for an extendedperiod of time efter major
financial, managerial, and technical assistance from an extemal donor is terminated".
(OECD, 1989, p.13)

The OECD group states that a programme need not be totally supported by local
resources in order to be delined as sustainable. The obj ective ofdevelopment assistance

is not necessarily to make a country self-sufficient but self-reliant. Circumstances may
call for co-operation in solving special problems that threaren post-project operations,
such as short-term technical consultations, or commodity support.

The sustainable programme is characterized by the developing country having tbe
primmy reåjmm-ibility for the activity, tbe imtitutional mpacity am! commitmerzt to carry it
forward, and tbe ability to mnbi1ize tbe neressmy reszmrres to maintain it. (OECD, p Ib)

The above -mentioned definition has a correspondence in reality. Sometimes the
concept of sustainability is, however, used very vaguely and contains probabilities. A
project can be mpposed to have great chances of survival and of achieving sustained
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development activities, and thereby be delined as "a sustainable project". Using the
concept like this, impljes a jmigment ofexpetted outmme in the future. The Hnal result, a

successful, i.e. a sustained development, is not yet at hand.
Such a definition is not very useful in an empirical study, as the concept has to be

"operationalized", i. e. it has to be transformedinto measurabale indicators, anddivided
into various dimensions.

3 .2 Handing over - Taking over
During the preparation ofthe study it was suggested that the act of handing over of a

dispensary should be used as the main indicator of sustainability. The dispensary was

assumed to be both self-reliant and self-sufficient when this act took place.
However, it gradually turned out that the concept of handing over is impaired by at

least two obscurities.
Firstly, the very concept of handing over was questioned by representatives of the

Evangelical Lutheran Church. These state that the initiative for all projects lies in the
hands of ELCT, which turns to sister churches all over the world for possible assistance
to implement the proposals.

Semndiy, it was found that, in the cases where a dispensary had been "handed over"
this was but a fonnal act. The sister church becomes the mzmerof the buildings, but this
does not affect the responsibility patterns in the daily work at the health facility or the
character of the cooperation between the Swedish denominatjon and the sister church.

External assistance tends to continue after the handing over.
Taking the mentioned obscurities into consideration the concept of lmmiing over or

taking över are not very fruitful in a studylike this, and other indicators of sustainability
had to be created.

3.3 Self- reliance, quality and sustainability
Duringthe field work we found out that external assistance is still very common within
the Volontary Agencyhealth facilides. The concept of sustainability consequentlyhad
to be examined in order to become a useful working tool, and we decided to breakit up
into two concepts: se~reliém£e émdquälity.

Se~reliän£e was used to describe the degree of Tanzanization in relation to foreign
influence. VVhen looking at the health facilities we found that it was fruitful to split up
this concept in different aspects. An institution couldbe self-reliant as to lmmrm, material
and/or mämi/=lresourtes: In some cases onlythe medical staff is Tanzanian, in others both
the medical care and the administration is in the hands of Tanzanians. Some church
health institutions receive flmds from abroad. others do not.

Health facilities where Tanzanians have the main responsibility were defined as self-

reliant, and the Government rural health centres are consequently self-reliant by
definition as they are an integral part of the health care sector.( but see also 3.5)
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The qualizjy aspect is important. Self-reliance is only a necessary, not a sufticient

precondjtion for a health facility to be sustainable. In this connection an interesting

question is how the quality ofthe serviceis related to self-reliance. Does for example self-

reliance mean that the quality must decrease?

3.4 Nlissions, missionaries and church health facilities
The health facilities owned by Tanzanian denominations are generally erroneously
called mission dispensaries, mission health centres and mission hospitals not onlybythe
public, but also bypatients and even by staff. Oflicially, the churches are called Volzmtmjy
Agmcies (V/I.9, a name that has also been chosen in this report. Furthermore, the
abbreviation VAHF has been used for Volzmrmy Agméy Healrb Faöility.

3.5 Projects and progran1mes
When observing and analysing sustainabilityit is important to distinguish between two
levels, i. e. to decide the zmitof rmablris. In the case of a health facility one can look at the

institution perse, and one can look at it as a part of the whole health care structure. The

comparisons made in this study are mainly on the health facility level, andthe outcome
of the analysis might have been different if another levelhadbeen chosen. (A sustainable

health institution within a vulnerable structure may have both a positive and a negative
impact on the overall structure).

Parallellyit is difficult, sometimes even irrelevant, to compare the SIDA support to
the health sector as such, with the support from the Swedish churches to a couple of
health facilities. SIDAhaS supportedTanzania in constructing ruralhealth centres that
were supposed to play an important role in the overall, national plan £or primaryhealth
care for all Tanzanian citizens.

Even though the church dispensaries now take a great responsibility within the
national health care structure providinghealth care to many, these health care projects
were initiated in connection with mission work. They are responses to local people's
needs, and not results of an overall, national plan.
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Chapter 4

Factors related to sustainability

Accordingto the terms of reference, the study should concentrate on identifying factors
which contribute to, or hinder, sustainability (p.2 &3). Earlier experiences have shown
that some factors are of particular importance for the sustainabilityof a programme, and
SIDA suggested that the following aspects are used as the starting-point ofthe study.
' Financing of the project

* Management of the project

' Methods of plamling and the commitment of the recipient country during the
planning

* Length of time ofdonors'/ counterparts' involvement

0 Appropriate level of technology

' Degree of adaptation to the existing health care structure

' Scale of the project

' Special characteristics of cooperation between Churches

' Local participation

* External factors outside the control of the project

In the terms of reference no explicit hypotheses are formulated. It is said that "the
team shall attempt to establish connections between the mentioned factors and

sustainability" and "to test and attempt to verify to what extent the factors have affected
sustainability in the health care projects" iTerms of reference, p 4).

In the case of sustainable projects the actnal factors could theoretjcally be looked
upon as necessarypreconditions or contributingfactors.The main quesdons would then
be: Vvhich factors are necessary? How much of the success (sustainability) can be

explained by factor X? By Y etc?

In the case ofprojects that are not(yet?) sustainable,the mostrelevant question would
be: Have the factors (circumstances) X, Y, Zpreventeddevelopmenttowards sustainability?
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Chapter 5

The process towards self- reliance

5.1 A theoretical £rame of reference
As earlier mentioned a sustainable project is characterized by the developing country
having the primary responsibility for the activity, the institutional capacity and

commitment to carry it forward, and the ability to mobilize the necessary resources to
mamtam 1t.

This implies that the economic, administradve and professional responsibility is no
longer in the hands of foreign donors or cooperation partners - a development towards
self-reliance has taken place. In this process a number of arton' participate, whose roles

gradually change. The actors have resources (knowledge, money, material, equipment,
transports etc) at their disposal. Institutions have their poiiries which guide their initia-

tives and activities. Persons and groups have their expectätions, zmlues and ättitudes that
guide their behaviours and their use of resources.

The actors supposed to be involvedin the church dispensaries are to be foundin the
Sg-ure 5.1 below.

Fig. 5.1 Actors involved

The Swedish Missions

Missionaries in Tanzania

Other expatriates

Vertical programmes

VAHF

Tanzanian Sister Churches

Local congregation

Local staff

Local community

Patients

Reference hospital

Ministry of Health

Others
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In the case of the SIDA supported rural health centres a corresponding model was

elaborated. (See further appendix 5 ).The F1g-ures were then used as a frame of reference

when questions such as the following were analysed:

'Who has participated in the planning of the HF? Who is now participating? From

where have the resources come earlier? From where do they come now? VVho is

responsible for the administration, the medical service? Has there been a change during

the past years? VVho is now doing what? Is there a difference from before? VVhat

expectations and attitudes do different actors have as to responsibiliry and participation?

in summary, the Hgures were used as tools when we tried to lind out if there is a

development towards self- reliance, and ifthis also means that the qualiry remains the

same. Sustainable facilities could be compared to non -sustainable facilities, church

dispensaries with Government health centres. Differences and similarities as to material

and non -material preconditions and obstacles could be traced.
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Chapter 6

Service at the health facilities

6.1 The service rendered
The following table gives an idea of the range of the services rendered. The 5 gures are
from annual statistics and are rounded off to the hundred. As the aim of the study is to
End general tendencies rather than assessingindividual facilities, health facilities have
throughout been given a letterinstead of the actual name. A, B, C and D are dispensaries
supported bythe Swedish denominations, while the rest are governmenthealth centres.
Of these G is an urban centre.

Table 6.1 Attendances during 1989
HF Out- Antenatal Children Deliveries In -patients Est average Number

patient daily out- of
dep patient staff

(OPD) attend -

ances*

A 51.000 6.400 11.300 500 1.890 229 15
B 16.900 2.900 7.900 200 2.5 00 92 22
C 30.300 3.900 13.900 800 4.500 160 15
D 40.000 3.900 21.300 600 (800) 217 2 1

E 24.500 3.700 I4.200 300 1.000 141 20
F 55 .200 ? ? 700 ? 27
G 32 .000 4.800 8.400 25 0 15 1 46
H 25.000 1.000 4.700 100 400 102 22

*) The number of out-patients have been divided by 300

As can be seen there is a distinctvariation between the health facilities as to the character
of the service. One has no in -patients while one has 4.5 00 during a year. The estimated
number ofdaily out-patient attendances varies between 92 and 229.
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The variation of number of staff is also prominent, and there is no clear correlation
between size of staff and number of patients.

6.2 Catcllment area
Accordingto the governmenthealth care structure allhealth facilities shouldhave a well -
defined catchment area. A health centre in the rural areas is supposed to serve a
population of around 50.000 and a dispensary about 10.000 persons.(For further
information on the health care structure in Tanzania we refer to the prestudies and to
the SIDA evaluation, 1987)

Three of the VA dispensaries studied perceived that the authorities had defmed a

planned catchment area for them. In some cases two different catchment areas hadbeen
indicated: One for curative and another one for preventive care, depending on other
sevice in the vicinity. All three dispensaries identified areas with about I3 .000inhabitants
as the planned catchment area. The fourth dispensary has no oflicially delined catch -
ment area but is very well aware ofthe anm! catchment area.

A general impression is that the VA dispensaries have taken over the responsibility
of the government health facilities within a pretty large area and that tbeir ät-tml
cat£bmerztareaé- äro lägger than tbe idmti zedarms. ltis particularlytrue for one dispensary,
where as many as 73 % ofthe outpatients and 70% of the children come from outside the
delined catchment area. (See further table in appendix 5)

A conclusion from these observations is consequentlythat the sustainability of a VA
dispensary is not independentof the surrotmding andthe performance ofhealth facilities
in the vicinity.
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Chapter 7

Degree ofself- reliance

7.1 Three viewpoints
As was indicated in the introduction, we carmot take it for granted that all the church

dispensaries studied are self-reliant, even though theybelong to a Tanzanian church or

to the Government. Instead, this was something to be examined before enteringinto an

analysis on factors related to sustainability.
The degree of self-reliance was assessed from three viewpoints: administrative self-

reliance, professional (medical) self-reliance and fmancial self-reliance.

If the administration isin the hands ofTanzanians the dispensarywas defined as self-

reLiant as to administration. VVhen it comes to the medical aspect the same is true for a

dispensa1ywithoutmedical expatriates. Parallelly, we considereda dispensary financially
self-reliant if the fzinacial resources are local. A health facility that is self-reliant in all

three respects was defined as marine. As earlier mentioned the government health

centres are self-reliant not as individual health facilities but as integrated parts ofthe

national health care structure.

7.2 A continuum
As to the administration, two of the four VA dispensaries have Swedish administrators

as persons in charge. In the other two, the person in charge of the medical service, a

medical assistant(MA), is also in charge ofthe administration.(T he Swedish-administered

dispensaries have no MAS employed at the moment.)
As to the health care service, two of the dispensaries have onlyTanzanian staff. In the

others there is a Swedish nurse.

The Enancial situation varies. One of the dispensaries is self-sufftcient, one is self-

sufficient to a high degree, while the other two are still dependent on Snancia1 support
from abroad. The Enancial situation is elaborated further in chapter 12.

The four VA dispensaries were given scores in accordance with the relation between

Tanzanian/foreign influence as to the aspect3 mentioned above and an overall index of

self- reliance was formed. This rating resultedin the following ron gb picture in which the
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four dispensaries have been given the codes A, B, C and D, andthe governmental health
centres E, F, G and H.

As can be seen from the chart one of the VA dispensaries is self-reliant as to all the
three indicators used and we can certainly consider this as a mäture /Jealtlj j%Eility,
provided that the health care is of high quality. A second VA dispensary can also be
considered as self-reliant to a high degree, a third is self-reliant as to the professional
work , while there is still foreign influence in all aspects in the fourth VA dispensary.

According to our definition of sustainability a project or a program should be self-

relianmnd of high quality in order to be named sustainable. We shall therefore continue
our analysis taking up the quality aspect.

Figure 7.1 Degree of self-reliance
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Chapter 8

The quality ofservice

8.1 The starting-points
As mentioned earlier we have chosen to limit the concept of sustainability to HFS that
are both self- reliant and give an adequate health care. It is therefore important to look
a little doser at the quality of service given at the health facilities studied.

The ultimate goal ofhealth care is better health for the targetgroups. Consequently,
to assess the quality of a HF it wouldhave been desirable to have measures ofchange of
the health situation vvithin the catchment areas. However, neither reliable information,
nor comparable statistics on such data is available. lnstead, the service rendered at the
HFS has been used.

Firsté', the service has been assessed from the target group's viewpoint. Does the
institudon offer the health service the community Ends most important? Setmzdb/, the

service has been evaluatedftom a professional viewpoint. Is the service adequate in order
to improve the health situation and in relation to local circumstances? (See further
appendix 6)

Voluntary agency health facilities and corresponding govemment facilities are

expected to provide the same quality of the service, the only difference being that
government facilities should give free service whereas church facilities are expected to
charge fees.

8.2 Patients' expectations
In interviews with patients, women, and village leaders the following views were

expressed on the government health centres:
Sometimes they operate sufficiently, depending on avaliability of dnigs. In most of

the health facilities the drug kit that they receive monthly is Enished alter a couple of
weeks. Moreover, the delivety of the kits is irregular due to transport problems.
Therefore traditionalhealth care is one alternative,whereas church facilities are another

for those who have money.
As to the church health facilities, these were desctibed as mini -hospitals. People
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lnstruments being sterilizedin pressure c00kers in the K iragama Dispensaty. The
equipment in the church dispensaries is of much higher quality than that in the Govern -
mont Hearth C entres. Photo: Len' Gustavsson, SIDA Photo Archives.

expectedthem to carryout all the functions thata districthospital does, even though they
are dispensaries.The patients expressedwishes thatthe church facilities should carry out
surgery and blood transfusions apart from diagnosis and treatrnent ofcommon diseases.

Manypatients and members of the local communities were satisfied with the quality
of the service offered by the HFS. They fett that the quality was due to dedicated staff
andpatient fees. In the dispensaries where missionaries work, the quality was partly seen
as a result ofextemal support of drugs and equipment, and the presence of missionaries
was seen as something necessary to maintain the quality of the service.

Ageneral conclusion about the patients' views is thatthey appreciate the high quality
and that the curative care is much more emphasized than the preventjve side.

8.3 The quality at the VA dispensaries
from a professional viewpoint

8.3.1 Preventive care

Mother andchild(McH) andimmunization (Epi)programmes are run accordingto the
national plan. MCH clinics are given 3 -5 days per week. Daily health education with
monthly or longer planning is not always present. Teaching aids are scarce. Outreach
activities are mostlydirected to childhealth, withhealth education, road - to-health-card
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monitoring, and vaccinadons. The extent to which outreach clinics exist outside formar
catchment areas depends on transport facilides.

Communityhealth actjvities are scarce. Where special programmes are run by, say,

UNICEF or health, sanjtation and water programmes like HESAWA - village health

workers (VHWS) are supervised bythe district, without coordination with the dispensaries,

which is proposed.

8.3.2 Curativc care
The curative care is of high quality concerningboth out- andinpat:ients.There is seldom

or never laclc ofmedicine. The church facilities visited get (i. e. pay 38.0007 Sh which

is to be put into a revolving ftmd) the dispensary essential drug-kits (yellow-labelled),

some of them can get two kits monthly. In addition, drogs are purchased abroad or

locally.
Most of the additional drogs are according to the essential dmg(ED) list - in fact the

major part are the same items as included in the ED -lcit. There is a tendency to

polypharmacological treatment and some overuse of antibiotzics and antimalaria drugs.

Treatment is focussed on major diseases in the area, and appropriate referrals are

made to government or denominational VA hospitals.
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Three of the VA dispensaries had no regular tuberculosis (TB) and leprosy pro-
gramme. In the fourth dispensa1y, situated in an area where TB is still common, both
treatment and follow-up is given. The AIDS control programme provides the dispen-
saries with information material, and one institution also had some equipment.

8.3.3 Equipment and transport
Diagnostic equipment (stethoscope, blood pressure machine) as well as laboratory
utensils for malaria, sputum, stool and urine examination are available at all church
dispensaries, even though some have old microscopes and lack stains and slides.

(Evaluation of the laboratory service is seldom done by the supervising unit.)
The dispensaries have minor surgery instruments (for stitching ofwounds, incision)

as well as dressing utensils, even though the amount is small. They are well -stocked as

to gloves, syringes and needles.
Delivery equipment for normal deliveries and for a few defined emergencies is

available such as scales, knickers and road-to-health-cards. The pressure cookers for
sterilizing are in order. Beds, mattresses and sheets are available, but for some of the
dispensaries replacements are needed. The facilites have very little teaching material for
health education.

All but one of the church dispensaries have functioning cars which are used as

ambulances and to a limiteddegree for outreach activities. Patients pay a mileage fee to
cover fuel and maintenance. Bicycles are available at some institutions but they are
seldom used.

All the church facilities visited had sufficient water supply. The latrines are most
ofren ofpit latrine type.

The most common problems delined by the staff were
' that the staffhave to fetch vaccines and kerosine from tbe office of the district

medical officer (DMO)

* that no feedback is given to the monthly statistics sent to the district.

8.4 The quality of government health centres
from a professional view

8.4.1 Preventive care
A11 the health centres studiedhave dailyMCH clinics.it is not uncommon that there are
transport problems at the district level, leading to shortage of vaccines and kerosine at
the health centres, so dedicated staff have to search for different kinds of temporary
solutions. As in the church dispensaries, the health centres visited have few organized
community health activities.
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8.4.2 Curative care
Curative care is insufficient. The drug-kit (blue labelled, twice the size of the dispensary

kit) generallylasts 2-3 weeks, and no additional drogs are supplied. This means that the

rural health centres are withoutdrugs 1 -2 weeks everymonth.The same situation isvalid
for the urban health centre visited, even though the procedure for obtaining drogs is

different from that of the rural health centres.
VVhen drogs are out of stock, patients are advised to buy medicine wherever it is

available.

8.4.3 Equipment
Diagnostic, laboratory and surgery equipment is as a rule missing, scarce or worn out.

Delivery equipment is insuflicient, andpressure cookers were found out oforder. Road

to health-cards and scales are avaliable but knickers worn out.
None of the rural health centres, but the urban health centre, had a well functioning

car. Referred patients in the countryside have to find private means of transport.
Bicycles belonging to the rural health centres were out of order as well, but private

bikes were occationally used.
One institution has reliable water supply. There, water closets were used and

functioning. In the other health facilities the water supply was insufficient. Pil latrines
vvith concrete slabs were used.

8.5 An overall comparison
In order to be able to make an overall comparison of the institutjons studied a rougb,

comprehensive measure of the quality in each of the facilities was needed. Curative and

preventive services were to be given the same weight. For this purpose ten factors were
used :

Health Education, Mother andchild/immunization activities (MCH/EPI), Outreach
activities, Contacts with traditional health workers, Number of trained staff, The
essential drogs program and additional drugs, Availability of car, Clinic equipment,
OPD equipment and Ward Equipment.

Every health facility was given a score for each factor according to a three-grade -

scale. The government health centres and the VA dispensaries were assessed acording
to the same gauge.(see further table in appendix 6) Again, we would like to emphasize
that om- observations of the govemment facilities were limited. (see also 2.2)

First of all we can state thatthere is a certain difference between the VA-dispensaries

andthe government health centres. The average score for the first category is 18.2 while
it is 14 for the others. If the urban health centre is excluded the difference becomes still

more striking. It is however interesting that three of the four twin pairs together have
about the same score, which raises the question if there is certain balance between

"neigbouring facilities".
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Continuous essential drogs supply and ex-

tra drogs as well as good service due to appro -

priate equipment puts the beddedvA dispen-

saries on a level between djspensaries and

hospitals. Roughly one could say that these
VA dispensaries have the function that gov-

ernment rural health centres were planned to
have, while these latter äctmlbl play the role
that the government dispensaries were sup-

posed to play.
Ifpreventive and curativc care is separated

the difference between the dispensaries and
the health centres becomes more evident.

The table (8.1) confirms that the curative
care at the church dispensaries is of a consid-
erably higher quality.

8.6 Conclusions
The main difference between the VA dis -

Table 8.1 Average quality scores

pensaries and the government health centres
is the curadve care. This attracts a lot of patients to the dispensaries who in fact should

have gone to a governmentfacility. 'When representativesof the communi ty andpatients
are asked for the reason whytheyprefer a VAfacility to a govemment one, most answer
"because 0 tbe continuous ämilability 0 dmgs". However, this is just one side of the truth.
The high quality is also strong1y related to appropriate and well -maintained equipment,
the availability ofa vehiclc, and as we shall see later on, to well -motivated staff members.
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Chapter 9

Quality and self- reliance

9.1 The relationship between quality and self-reliance
In the fignre below the overall score on self-reliance presented in chapter 7 has been
related to the quality scores mentioned in section 8.5 .

Firstofall we should again point outthatthe church dispensaries andthe government
health centres have been assessed after the same gauge. This implies that even though
some ofthe government facilities have reached a rather high quality score they do not
play the role they are supposed to play, but that the quality corresponds to that ofa good
dispensary. (see 8.5) Anyhow, it means that there are health facilities that can be
characterized as both self-reliant and of a rather high quality. These are worth special
attention in the forthcominganalysis, as they are sustainable according to our definition.
Aldready now we can conclude thatone of the two govemment centers with a high score
is urban.The other one receives assistance from a catholic mission now and then, which
helps to maintain the quality and the motivation of the staff.

We can further conclude that there is a certain reladonship between quality and
degree of self-reliance. The higher the degree, the lower quality, and if the government
health facilities had been assessed according to another scale than the VA dispensaries,
this tendency would have become still more striking.

The VA health facilides that are most self-reliant in administrative, as well as in
professional and financial senses have a lower quality than the VA dispensaries that are
more dependent on foreign support. To lozuer tbe quality somezulmt seems to be the prire of
se~reliänce. This does not however imply that self-reliance is the cause of low quality,
but the correlation raises questions such as; What is the minimum quality? How high a

quality is it possible to sustain with Tanzanian resources? Vvhich are the preconditions
for sustaining a certain quality?

We observed for example that much of the equjpment at the dispensaries is not
available in Tanzania. Consequently, the more self-reliant a health faciility is, the more
difficult it is to maintain such equipment. The same problem is valid for a vehicle.

On the other hand, ifself-reliance can be attainedwirhoutgoingbelow the acceptable
or minimum level the move would be positive.
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Figure 9.1 Self-reliance and quality
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9.2 Conclusions
In order to avoid a deterioradon of VA dispensaries when they become self-reliant it is

essential to have proper plan=]%rru1mingäm1' mäintainingtbe reclmical equiprnmt. In remote
areas transport facilities are very much needed particularly when patients need to be
referred to a hospital. It Jeans, botuezler, very d~icult~1- a se~relz2mt dn-pemmy to keep £1

weljirle if no assistance is at hand from abroad.

Consideringthe findings in this andin earlier chapters we can further conclude that
tbe VA dz3pensäries ammtbe armé/sed zlmlätedfrom tbe rest of tbe health care stmrture. The
present sustainability ofa VAhealthfacility isvery muchdependenton the factthatthere
are none or few government facilities ofhigh quality in the vicinity. At the moment the
VA dispensaries have taken over a considerable part of the responsibility of the
government health facilities. If the state of these facilities improve, the situation for the
VA dispensaries will also change. Therefore, an adequate health plan for each district is
badly needed. In this plan ärr the health facilities should be given a position and well -

defined responsibilities within the health care structure.The bedded dispensaries act for
examle as rural health centres, a problem that has to be straightened out. Furthermore,
catchment areas have to be deiined in order to be able to follow-up and evaluate the
service, and to plan for a balance between prevention and cure.
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Chapter 10

The maero- economic context

The economic crisis and the structural adjustrnent programme do affect the health
sector in Tanzania in many ways both directly and indirectly. Before entering into an

analysis on the health facility level in order to examine factors related to sustainability
we therefore would like to point to the importance of the macro-economic context.

The cbäpter is basen' on ä report by David Wr Dunlop et är. The Sumzimzbility of US

Supp0rtedhezlltb, Population and Nutrition Program= in Tanzania I971 -19X8 ( 1990).

10.1 Three indicators
Three indicators are important in delining the relationship between the economy as a

whole and the lsnancing ofthe GOT'S part of the health sector:
' The growth of the gross domestic product (GDP)

0 The trade balance

0 The imbalance between government spending and revenue, i e the deficit

10.1.1 The growth of GDP
With respect to the growth of the Tanzanian economy as a whole, the economy
experienced negative real rate ofeconomic growth, as measured bythe growth in GDP,
in only three years over the 1961 - 1987 period. Two of them were in the early 1980's.
However, over the last decade, 1978 - 1987, the tate ofeconomic growth was less than the
rate of population growth such that the late of growth in GDP per mpita has been de -

cliningfor nine of the ten years at an average of nearly 1.9% per year, or about 19% total
decline in per capita income.

Thus the period from Independence to the late 1970's was a period of economic
growth and relative economic prosperity. Then the situation reveresed.

10.1.2 The trade balance
Information about the trade sector shows an increasingly advetse situation regardingthe
supply of foreign exchange earned by direct economic activity within Tanzania. After

SIDA Evaluatlon Report 3/91 39



THE ART OF SURVIVAL

1970, the country has nm an increasing trade delicit. This def1cit has groum to over
100 % of merchandise exports in half of the last ten years. When there is such an
imbalance in the trade sector, a foreign exchange shortage occurs throughout the
economy and affects every sector, including the health sector.

Given the shortage of foreign exchange available to the GOT, the Snancingproblem
manifests itself for example in the availability of pharmaceutical items, repairs and
maintenance ofequipment and buildings, logisdcs andinfonnation systems. So have for
example pharmaceutical imports for all health sector providers in the countrydeclined,
and are now at a level below that experienced in the early 19705. This decline and the
reduction in total per mpita health expenditures occurred at the same time (See further
table 10.1).

10.1.3 Imbalance between spending and revenue
Data on the trendin expenditures, and the extent to which the GOT is Hnancing these
expenditures from tax and other revenue shows that there has been a rig-ni zamt dtjicit
over the two-decade period, 1964-1985 . (Onlyfour out of 22 years was the deficit less

than 20%, and in the early 19805 it reached its peak at about 30% per year)
Due to the large annual deficit there is a continuous and increasing pressure to cut

expenditures, somethingthat aggravates the Enancingproblems within the health sector
and the govemment health instirutions.

The govemment has been fmancing the additional expenditures primarily by
borrowing from the central bank, thereby increasing the money supply and creating
additional inflationarypressures. This Snancing strategyhas pervadedthe health sector
as well as all other sectors of the economy.

10.2 The trend in government expenditures
The table presented below shows the trend in GOT expenditures on health from the
fiscal year 1971 to 1987.

Vvhatis of particularinterest to us is the real perrapita health expenditures, i e column
Five in the table. These rose from about 31 7 Sh in 1971-1973 to an average ofabout 45

T Sh during the next six year period (1974- 1979), which is a nearly 50% increase in
expenditure. However, by 1982, government support to the health sector declined to 33

T Sh, i e the level recorded a decade earlier. Finally, in the subsequent fouryears through
1987, expenditures declinedto an average of25 TSh. This is a reduction ofan additional
22% &om that recorded in 1983.

The corresponding figures for Tanzanian shillings in value of 1987 were also

calculated, andthe outcome is presentedin the table andthe figure below. As can be seen
the figures are higher. In 1971 the real expenditures were 88 shillings, arose gradually
to reach 138 shillings in1978. Since then the expenditures have decreased. In 1987 they
were 73 shillings per capita.
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Table 10.1 The Tanzanian Government Expenditures on Health 1971-1987.

Fiscal Health Popu- GDP Real Index of
year Expert- lation Deflator Health Real Health

dirures (Mill) 1980=100 Expen- Expenditures
(Nlill. TSh) ditures per per capita

capita iT Sh 1980=100
I971 I52 13.63 36.2 30.8 74.4
1972 159 14.00 38.6 29.4 71.1

1973 203 14.37 43.9 32.2 77.7
1974 362 14.76 52.3 46.9 113.3

1975 416 15 ,31 58.9 46.1 111.4
1976 430 16.41 63.5 41.3 99.7
1977 522 16.92 71.0 43.5 105 .0

1978 649 17.44 76.9 48.4 116.9

1979 723 17.98 85.0 47.3 I14.3
1980 769 18.5 8 100.0 41.4 100.0
1981 864 I9.17 119.0 37.9 91.5
1982 926 19.78 139.9 33.5 80.0
1983 1.014 20.41 153.2 32.4 78.3

I984 946 21.06 I71.4 26.2 63.

1985 977 2 1.73 182.5 24.6 59.5

1986 1.273 22.46 237.2 23.9 5 7.7

1987 1.693 23.21 284.6 25.6 61.9

Table 10.2 Real health expenditures per capita GDP deflator 1987= 100
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Chapter ll

Human resources
at the health facilities

11.1 Staff - an important resource
Staff is an important resource for the sustainability of a health facility. It is the staff that

gives the patients the service, andit very much depends on the behaviour of the staff if
the health facility attracts patients. Duringthe preparation of the study an assumption
was even formulated that the dedicated staff at VAhealth facilites was the main reason
for the large number of patients coming to the dispensaries.

We therefore tried to find out if conditions as well as attjtudes and behaviour of the
staff is different in the govemment health centres from the situation in the church
facilities. Interviews were made with different staff categories, persons in charge,

patients and the community where the health station is situated.
An overall conclusion is that tbe maj]"Är zz very impommt resourre as to the continuity

and fimctioning of the health facilities. It was also concluded that the staff employedby
the churches are generally better taken care of than staff at govemment centres.

The material conditions of the govemment staff are very meagre. Even though the
basic salaries are the same within the two types ofhealth facilities staff at government
institutions sometimes have to wait for months for their salaries. Moreover, staff at the
VA dispensaries get an allowance on topof their salaries. This might amount to 25 -35 %.

The professional conditions also differ. Vvhile the staff at government institutions often
complain of not being able to perform their tasks in an adequate way because of lack of
supplies or instruments, such situations are rare at the well-epuipped VA facilities.

In some of the government centres the staff is however very dedicated and does a

good job under difficult conditions. Assistance with supply and drogs from voluntary
organisations has improved the situation to some extent.

Most of the staff working with the VA dispensaries studied have been trained at
church institutions and feel that they are now working in their own health facilities,
which makes them stay for quite some time. The same feeling is not present in the
govemment health facilities.

There was an assumption that the staff at church HFS would feel that they had a
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"calling" to the profession of health worker. This assumption received no support.
Instead the health workers gave very professional reasons for having chosen the job.

Almost all staff members interviewed felta need for and were eager to continue their
studies or to attend refresher courses. Many expressed the opinion that they were not
qualif1ed enoughfor their tasks. As a rule, a staff memberhas to workfor a couple ofyears
before getting further training, which makes it difficult to catch up with the rapid
technologicaldevelopmentwithin the medicaliield. All infomlatjon collected reinforced
our ideas aboutthe importance ofthe staffifa healthfacilityis to maintain a high quality.

As to the relationship between the staff's situation and sustainability we could state
thatthe staff atthe most sustainable VA dispensaryhave longer working experience than
the staff at the less sustainable VAHFS. They are very dedicated, but this property they
share with staff at the other institutions. As to patients' perception of the quality of
service much points to the fact that equipment, instruments, supply ofdrogs etc are more
important factors than the staff per se. On the question to patients why they choose a

church dispensary instead of a government health facility they all spontanously gave

answers related to medicine and drogs rather than the behavior of the staff. This does

however not mean that the staff's behaviour is unimportant.
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11.2 Skilful managers
Management skills and good leadership is supposed to influence the capabilities of an

institution and thereby also the sustainability. Such skills are said to be among the
scarcest of human resources required for development, and dutingthe life of a project
management is often handled by expatriate advisers. VVhen the advisers leave, the

capability to administer the programme goes with them (OECD, 1989, p 23).
The observadons made in the study conf1rm the statements above. The sustainable

dispensaries are adrninistered and organized by very skilful Tanzanians. As these

dispensaries are to be economically self-suff1cient the demands on the persons in charge

are many. They have to know their patients, where to get hold of drogs and supplies at
lowestprices, how to organize the staff well, as there is no economic space for a large staff
etc. Andtheyhave to see to it that the dispensarygets a good reputation so as not to lose

clients.
At the institutions that do not have Tanzanian administrators the argument is that

there is no such person available. That is not onlythe opinion of the expatriates but also
of most of the staff andthe patients. Manyfear that there would be a deterioradon if the

expattiates left. This reaction is much more common within PCAT than within ELCT.
Some of the persons intetviewed suggested that the difference between PCAT and

ELCT can be explained by historical circumstances. Many ELCT congregations that
are now supported by Swedish denominations were earlier mission areas for German
mission societies. During the First World War the German missionaries had to leave
Tanzania, and the congregations were left on their own. (The term "orphan churches"
was often used to describe the situation.) A positive consequence of this was that the

congregations started to organize the workthemselves. In this way a certain institutional

capacity was built up. Representatives of PCAT also give another explanation for the
difference. Their congregations lie in remote areas and their members generally come
from the poorest groups. AsPCAThas nor emphasizedthe importance ofeducation and

training there have been few persons within the denomination who could take over
responsibility for the health facilities.

A general conclusion is that it is necessary to introduce a counterpart-system within
tbe health facilities which are still administered by expatriates.
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Chapter 12

The economic resources
of the health facilities

12.1 Difficult to compare VA institutions
and government institutions

One of the aspects of self- reliance and sustainability is the Enancing. To what extent is

a HF self-sufficient and from which sources does the income come? Which are the
expenses?

In order to try to answer these questions as much data as possible was collected at the

churchdispensaries by examiningreports andbooks. At some of the VAdispensaries the
data-collection was sometimes hampered due to jack ofadequate book-keeping and the
fact that some of the information had been forwarded to church head-quarters. The
governmentinstitutions are deliberatelydependenton central resources, andinfonnation
was neither available at the centres themselves nor at the district level. Consequently, it
is only to a limited extent that it is possible to compare VA dispensaries and government
health centres from an economic point of view.

We know for example that both categories receive kits within the essential drogs
programme, the salaries are known in both types of institutions, and we also know that

gifts, donations andpatientfees are something characteristic of VAhealth facilities.And
while each of the dispensaries has its own budget, income and expenditure, the
government rural health centres have no cash whatsoever at their disposal. As a

consequence of this a governmenthealth centre cannot even pay for minor repair of the
instruments, equipment or the ambulance belonging to the centre.

12.2 The main categories of income at VA dispensaries
The total annual income for three of the four dispensaries was in 1989 approximately
2.000.000 T.Sh, and for the fourth dispensary about 2.800.000 T.Sh.

One dispensary had a surplus of 394.000 T. Sh, one a surplus of 44.000 T.Sh and a

third one a delicit of approximately l5 3.000 T Sh. (NO information is available for the
fourth HF.)

F or the VA institutions there are different types of sources of income. This income
can be divided into tomt and externa! inmme.
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12.2.1 Local income
Lam! income is income available within the country and can be dividedinto patientj%es (a),

gnzzemmmt gmnts (b) and utlmr typer of income (c).

(a) Patient ]%es. These fees consist mainly ofsale of drogs which is the cost of
acquisition of the drog plus a certain percentage for overheads. There is also an
amount charged as part of patient fees, called service charge. In institutions with
beds, in-patients pay a bed fee.

(b) Govemmmt grums. These are grants paid by the government to the VA institu-

lions for salaries, training and maintenance depending on the status of the

respective facility.

(c) Otber irztome, for example of food to patients, transportation, rents from staff
houses, water charges, and electricity charges.

12.2.2 Extemal income
Externa! ineomeis an income which the VA dispensaries receive from the missions abroad
either as a grant or subsidy to meet running costs or purchase of drogs.

12.3 The relative distribution of income categories
The relative distribution of the categories of income is presented in the following table.

Table 12.1 Income categories. Relative distribution (in%)

VA Health Facility
A B C D

Income category:
Patient fees 93 87 5 1 5 3

Government grants 6

Other local income 1 13 14 Il
External income 35 36

Total 100 100 100 100

It ir 0!ruious that t/Je patient e&r ir t/Je most importrmt source 0 income or all 0 t/Je our
studied dirperzsrzries.

In one of the institutions (A) as much as 93%, and in another one (B) 87% of the

income consists ofpatientfees.As these two dispensaries do not getanyfinancial support
from abroad they have been deflned as Enancially self-sufficient.

As to the other two VAdispensaries more than one third of their total income comes
from abroad.

It is also interesting to observe that the income from "other sources" constitutes a

little more than 10% of the total income in three of the dispensaries. This is mainly
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income Bom staff houses, or transport fees paid when the car has been used for other
purposes than referrals ofpatients. Income-generating activities like selling agricultural
products, manufacturing mosquito-nets and overnight service for patrients' relatives

have been discussed by the staff at tbe dispensaries but have not yet been realized.

12.4 Running costs
The main expendin1res of a VA dispensary consist ofpurchase of drogs, salaries,

maintenance of the car, if such exists, supplies, maintenance ofhousing, cleaning and
firewood.

The purchase of drugs accounts for a large amount in all four VA dispensaries
studied. The division of the running costs are described below for three of the four
dispensaries. Data for the fourth dispensary was not obtained.

Table 12.2 Running costs. Relative distribution (%)

As can be seen the drogs account for between one third to two thirds of all expenses

at the dispensaries. The relat:ively low percentage used for drogs at one of the dispen -

saries is related to the fact that the institution has a vehicle, and that the nmning and
maintenance of this is expensive.

The amount of expenditures going to salaries is related to certain categories of staff
at a dispensary. We met four different categories in the dispensaries:
* The missionaries. These are paid by their missions abroad and their salaries are

not normally reflected in the institution's books.

' Seconded staff. This category works in the health facilities on a secondment basis,

i. e. they are employed by the government but have been "lent to" the institution
for 2 - 4 years. After this period seconded staff have to decide if they want to
retum to a govemment HF or if they want to remain at the VA facility. The
salaries ofthis category are paid by the government.

' Graded staff. This category of staff is employed by the VAHF which is refunded
for the salaries. If a dispensary is registered as bedded dispensary, the GOT
nonnally pays the salaries of a certain number of professional staff such as medical
assistants and aides for mother and child health services.

0 Employees who are being paid from the VAhealth facility's ovm funds without
assistance from anywhere.
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12.5 The relationship between income and running costs
In the following table the expenses and the patient fees from the four dispensaries are
compared.

Table 12.3 Patient fees (FD and running costs (RC) in 1.000
7.5h.(1989)

As can be seen from the table the income from patient fees covers all the running costs
in two of the dispensaries, and about halfof the costs in the other two health institutions.
It has not been possible to separate different paris of the patient fees but it is obvious that
the main part conszlrtJ ofsale ofdrag;. We shall therefore also relate the purdlase of drogs
to patient fees.
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Information from the fourth dispensary has not been obtained.

12.6 Conclusions
If all the Hgures presented above are put together, it emerges that the Hnancial self-

reliance of a dispensary is very much related to buying adequate drogs at reasonable

prices, to prescribing them, and to letting the patients boy them at higher prices. It is

however also connected to having some staff members whose salaries are paid by the

govemment, letting staff houses, and not having a vehicle which needs maintenance.

12.7 Discussion
An important question to be discussed is how the quality of the service at a dispensary

is affected by such a situation. There is a 1iskthat the curative part of the health care will

be emphasized, that there will be an over-prescription ofdrogs, and that the staffwill not

be able to leave the actual buildingfor preventive care and for health education, not only

because there is a lack of transport, but also because the institution carmot afford to

employ staff involved in activities which do not result in income.
These drawbacks could be mitigated byhaving more seconded and granted staff for

out-reach activities. Such a solution would not necessarily mean that the VA institution

looses the special character that the 1mity of the staff now gives it, provided that the

facility itself has a certain influence on the selection of staff. It implies however that the

status of the respective health facilityhas to be changed.

Furthermore, there are a lot of ideas about income-generating activities for the VA

dispensaries. Such ideas should be discussed and encouraged. Among the projects

suggested are: tea-shops andsmall quarters forrelatives of in -patients, growingvegetables

for sale, producing mosquito-nets, grinding maize, and cleaning. The situation for each

dispensary is unique, andthe projects should therefore be carefully analysedbefore they
are initiated.

sO
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Cha ter 13

Plpanning procedure
and programme design

13.1 For-mai planning procedures
One hypothesis formulated during the preparation of the study was that sustainability
of a programme can to some extent be planned for. This made the team lookinto the
formar plarming procedures within the churches as well as within SIDA and the
Government of Tanzania.

13.1.1 Evangelical Lutheran Church of Tanzania (ELCT)
In each of the 17 ELCT dioceses/ synods the planning ofhealth projects is taken care of
by the medical secretaxy of the diocese, who reports to the medical board of the diocese.

During the planning phase the district medical officer (DMO) is always contacted for

approval of the health project. However, this does not imply that the district acdvely
directs the diocese as long as the general guidelines from Ministry of Health (MOH) are

fo1lowed.

After approval from the diocese tbe project is scrutinized by ELCTbefore it it is sent
to the Lutheran Coordination Service (LCS) in Helsinki (LCS coordinates the activities

of Church ofsweden Mission (CSM) and Swedish Evangelical Mission (SEM), among
others) or to the Lutheran World Federation in Geneva. Projects are also sent directly
from the diocese or synod to the Swedish sister churches CSM and SEM.

13.1.2 The Pentecostal Association of Tanzania (PCAT)
Health facilities supported by the Pentecostal Mission and the Holiness Mission are

registered under PCAT, an umbrella association with limited capacity and resources.
Planning of projects is coordinated by the PCAT medical committee at the Nkinga
hospital, where also the PCAT medical secretary is based. There are also many direct
links between the health facilities supported and the supporting churches and congre-

gations in Sweden.

13.1.3 The churches in Sweden
The Swedish Mission Council (SMC) as well as the Pentecostal Mission, PMU-

InterLife, have a coordinating role in channeling government funds to the Swedish
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churches for development cooperation. SMC has elaborated a manual for project
planning and evaluation. The manual gives advice on planning for taking-over of
projects. Among other things, training of staff and ability to take over n1nning costs is
emphasized.

The general policyof the Swedish Denominations is to assist a Sister Church during
a limited time, something that is reflected in the document Mission and better mission
(1979) from the Holiness Il/iission :

"Projects shouldbe limited in time andif continued as soon as possible be transferred
to national resources. Such plamling should be done from the beginning...

13.1.4 The Tanzanian Government
Primary health care (PHC) in Tanzania is in prinaple planned at national, regional,
district, ward andvillage level. The formar chain goes from village and ward, via district
health committees and planning committees, district management team and district
council to the regional health committees and regional planning committees.

Regional plans are coordinatedbythe Prime Minister's Office before theyiinally go
to the planning commission. All planningis made according to the guidelines drawn up
by Ministry of Health and the overall national health policy.

13.1.5 SIDA
SIDAhaS formar guidelines for projectsupportpreparation andimplementation, butthe
proj ectcycle is adapated to andintimately connectedwith the recipient country's proj ect
preparation cycle. In an ideal situation the initial project assessment should have the
results of a pre- feasibility study as its starting-point. This should result in the joint
formulation of the terms of reference for proj ect design and a more thorough feasibility
analysis. SIDA'S projectsupportpreparation isin an ideal case based on a comprehensive
analysis of the Swedish input, its volume, orientation and terms.

13 .2 The VA dispensaries - results of needs rather than plans
Following manuals andformalprocedures described above has been the exception rather
than the rule when the health institutions tmder study were planned. Proper base- line
studies have generally not been made until a project has been decided upon. Elaborated
plans for maintenance seldom exist. The same thingis valid for trainin g of counterparts
who can take over the administration. Discussions on community participation are

absent in the planning documents.
The dispensaries have gradually taken shape over a long period of time and as

responses to obvious needs. No facility was planned to be what it is today from the very
beginning. Funds have been raisedfrom SIDAand/or from the Swedish denominations
for one piece at a a time: the building, water, staff houses, electricity, a maternity ward
etc.

It is difficultto conclude what consequences the absence ofconcrete long- tenn plans
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has on sustainability. Maybe more dispensaries had been sustainable if such plans had

existed. On the other hand flexibility is a strength of the VA institutions. As to the

government health centres it is doubtful that sustainability couldhave been p1annedfor,
given the diflicult macro-economic situation. In this case, a long- term involvement of
the donors would probably have been more reasonable.

13.3 Duration ofinvolvement
Often too optimistjc calculations are made as to the time required for a project or
programme to f1mction and to become self-sustained. Experience shows thatthe process
ofhanding over the responsibility to the recipient country is long. Trying to achieve it
within :1 five-year project time-frame usually guarantees failure. (OECD, 1989, p.44)

Swedish denominations have been worlcin g withhealth care proj ects in Tanzania for
more than Sftyyears andhave supponed some of the dispensaries studiedfor justas long.

As mentioned earlier the cooperation between SIDA and the Govemment of
Tanzania as to the rural health cenu-es was limited to a short period while the health
centres were constructed.

It has been stated that sustainability is something rare, also among the "old" health
institutions. Therefore, no general conclusions as to the time factor perre can be made

from this study. In viewofearlier experiences, itcouldbe suggestedtllatalnng-term exterml

immlzzemmt isa necessmy but notäsujfirient comiition jbnz /mzltl1~lcility to lzecomerurtaimzble.

However,bearingin mindthata longrelationship can also create a condnous dependence,

thus preventing sustainability, itis obvious thatthere is no simple answer to the question.

13.4 The scale of supp011ed projects
One question formulated in the tenns of reference for the study is the relationship
between the scale of a project and its sustainability. The hypothesis was formulated, as

it was thought thatvA institutions get considerable attention as they are small proj ects.

This was supposed to facilite their sustainability.
The design of this study does not allow any analysis of the importance of scale.

However, an interesting observation made is that tberustainäbilizy ofa jgzeilityis related to

£1 certäirzseruireleuel, for instance that ofa dispensaryor thatofa health centre.if thatlevel
is increased by expansion there is a great risk that the HF will no longer be financially
sustainable but will have to ask for external assistance.

As mentioned before, the govemmentn1ral health centres form part of the national
health structure and exist under quite different conditions than to VAinstitutions. Tbese

dä~ererzt mnditiorzs håll-t rurtaimzlrility, irrespertille ofscala ofprogmmme.
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Chapter 14

Community involvement

At the beginning ofthe study it was hypothesized that the church health institutions
involved people and understood their needs and that this conn'ibuted to sustainability.
In order to test the hypothesis we interviewed the staff at the dispensaries, women's
groups and village leaders.

14.1 The VA dispensaries
The interviews showed that - with the exception of immunization campaigns - the

villages had seldom ornever been involvedin the activities ofthe dispensary.patient fees,
service hours, expansion plans for the institutions - everythingwas decided upon without
consulting village leaders.

Asked why they did not take the initiative to become involved in the affairs ofthe
dispensaries, village leaders and women's groups pointed out that this was not possible
because the facilities were not under their control. The institutions are not considered
"theirs" but a property of "the mission", "the church", "the foreigners" or "the
Europeans". The connection was defined as a relation between providers (HFS) and
receivers (patients), in which the response of local communities was taken for granted.
The community is seldom or never asked for assistance when it comes to solving
problems within the health institution.

The staff in most of the facilities indicated that they did not involve people either
because they were too busy or because theyhad never thoughtit necessary. The fact that
patients continued to flood the dispensaries was seen as an indication of people's
satisfaction. This is, however, not always a correct conclusion.

14.2 Government health centres
In the government health centres the staff indicated that the extent to which they can
involve people in solving problems is specified bypolicies and regulations. Patients can
be asked to contribute with minor thingslike kerosene for the sterilization ofequipment.
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The staff meant that the involvement of the people would never be particularly efHcient
as long as the institutions are in such bad condition as they are now, and as long as the
economic situation is beyond the control of both the villagers and the staff.

The staff at one of the govemment centres often infoml village leaders about
problems. But the leaders themselves carmot do anything to solve them. VVhat they do
is to inform the government.

Village leaders hadhowever been involvedin mobilizingthe local communityduring
immunization and sanitation programmes, something that was very much appreciated
by the staff.

People stated as a rule that the health centres were operating poorly mainly due to
shortage ofdrogs and poor equipment. Wvhen we aslced them how they could help solve
the problems most ofthem answered that they did not know as the institutions belong
to the government. Moreover, they had never been asked for help.

14.3 Conclusions
An overall conclusion is that the level of people's participation is low, and that the
relationship can be described as that between prozlider and reteizler. The health institu-

tions provide service wheras local communities are mere receivers without control over

the type and quality offered. And receivers do not take responsibilities.
The localpotential that the commtmityin factis, will consequentlynot be used unless

the type ofrelationshipchanges. One precondidon for such a change is that the staff goes
out of their institutions and becomes more involved in the affairs of the local commu -

mt1es.

Another conclusion is that it is very impommt to imJolue botlj texas when plmming and
imlolzling tbe tommzmities. Women often have different views from men. This became
obvious when patient fees were discussed. Vvhile men found the fees reasonable, many
women complained about having to use their meagre income for the benefit of family
health.
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Chapter 15

The role of the local church

15.1 The assumption
Duringthe preparation of the studyit was assumedthat the role of the local con gregation
was essential for the sustainability of a church dispensary. It was believed that the local

church assisted the health institution when needed, as health care has always been

considered an important part of the mission work; already from the beginning some
health care was provided by the missionaries - sometimes simply by dressing wounds,
other times in more sophisdcated and well -planned forms, carried out by a nurse.

Historically, Lutheran congregations were established in the 18905. German Nlis-

sion Societies were involved early, but after the first World War missionaries were
deported, thus sn-engthening local leadership and responsibility.

Swedish Evangelical Nlission came to southern Tanzania in the 19205 and Church
of Sweden Mission was called by the local church in the 19405. The Pentecostal

Congregations started in the 19305 and The Holy Mission in the 19505, thus being

younger than the Lutheran Churches. When the health instirudons were handed over
in the 19605, they became property of the dioceses/synods in ELCT or of the PCAT.

Thus the health facilides have never been the property of the local congregations.
In order to get an idea of the actual relationship between the dispensaries and their

local congregations we interviewed pastors, other congregation members and the

dispensary staff in the places visited. Within ELCT we also made interviews with
members of medical boards and medical secretaries on the diocese level, and within

PCAT we made complementaryinterviews with members of the medical committee and

the coordinators in Dar.

15 .2 Dispensary committees - the main link
All the four dispensaries have dispensary committees. The chairperson of a committee

for a PCAT institution is always the person in charge of the dispensary in question, and

the dispensary staff is in majority.
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In the comrnittees within ELCT the pastor is chairman and the staff is in a minority.
The village is sometimes also represented.

In PCAT the dispensary committees report to the medical committee, which is

headed by the doctor in charge at Nkinga Hospital. ELCT committees report to the
diocesan/ synodal medicalboard andthe medical secretary. The reportingis ofinformative
character, even thoughthe dispensary committees sometimes come upwith suggestions.

15.3 Weak involvement of the local congregation
All staff interviewed regard the input from the congregations to the dispensaries as

limited. The leaders of the congregation are supposed to read services and give
individual counselling at the institutions, but other congregation members have no
special contact with the dispensary. Regular contributions, financially or in form of
labour do not exist, but it is rather the dispensary staff that assists the congregation in
form of education and information.

The staff is not obliged to belon g to the congregation where they work, but they are
expected to be loyal to Christian ethics. In fact, most of the staff betong to the church
for which they are working.

15.4 Ownership
Within ELCT the dioceses are considered to be owners of the health facilities, but the
institutions are regarded as self-govemed. External support is on an interchurch level
and not dependent on missionaries or the mission.

As to the PCAT dispensaries it was not possible for the team to clarify ownershjp. In
some cases the Pentecostal Association, in other cases the mission or the missionaries
were understood as owners.

15 .5 Conclusions
Tbe ljypot!Jesis tbat tbe Iom! lang-regation taltes än ärtiz/e part in tlje ärtizjitiae of tbeir ljealtl9
institution is not ron "med, and the potential of the local congregation is not used. The
integrity of the dioceses and PCAT towards the sister churches seems to bc more
important than the local congregation as to the sustainability of a health institution.

The relatjonship between a dispensary and the church is more on another level,
(diocese or PCAT). It is of administrative character, even though the relationship also
offers the dispensary some kind of safety net.

The networkof the local congregation couldlikelybe usedfor outreach activities and
community feedbaclt, thereby increasing the sustainability ofthe health institution. In
this connection it is worthwhile discussing local ownership and mutual relationship
between the local congregatjon and the health service given.
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Chapter 16

Integration into
the health care structure

As mentionedbefore there are clearlystated national obj ectives regardingpHc to which
all health institutions should be geared. These objectives first fomlulated in the 19705

were to be achieved graduallydependingon the government's abilityto develop and run
health institutions. One question is consequentlyin what ways thevAinstitutions litinto
or hamper this structure. Another question is to what extent the SIDA-built rural health
centres were timely in achieving the nacional objectives.

16.1 The VA dispensaries
Most church facilities are small well- ftmctioningislandslooselylinked to the health care
structure. In terms of management these facilities operate independently. As service
institutions they are linked to the health care structure through the professional
supervision of district medical officers (DMOS) in addition to the fact that they provide
service to people with poor or no altematives. The role of church health institutions is

thus important for the plans of the health care sector and vice versa.

16.2 The SIDA-built rural health centres
Mostofthe SiDA-builtrural health centres are now th urgent need ofrepair and general
maintenance.This is due to the shortage offtmds experiencedbythe government arising
from the general decline of the national economy.

However, at the time of their construction, the health centres were seen as a punctual
support within the health care structure. Given the healthy state of the economy at that
time, the ability of the government to nm the health centres was taken for granted and
no serious efforts were made to assess the long- term capacity to maintain the quality of
the facilities.
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16.3 Conclusions
Church health institutions are dependent on patient fees and subsidies whereas govern-

ment facilities are dependent on government funding. Both categories are also depend-
ent on each other and complement each other, and at least the sustainability of the
church facilities is very much related to the government policy as well as the service
offered at government facilities in the vicinity.

Throughout the report, we have also shovm that given the actual macro-economic
situation, being an integral part of the government health care structure is a serious
obstacle for the sustainabiljty of a health institution such as a rural health centre or a

dispensary.
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Chapter 17

Overall conclusions

17 .1 A variety of mechanisms influence sustainability
The macro-economic situation inTanzania,like in manyother African countries, makes
it diflicult to achieve sustainability. This is especially relevant for the health sector,

always one of the most vulnerable and affected sectors.

Earlier studies have shown that the govemment health facilides do not have the
functions they were planned to have, thereby distordng the whole national health care
structure. The same conclusions are still valid.

The prerequisites £or health care projects carried out byvoluntary agencies (VAs) are

different. The projects are limited to a certain number of health institudons. To some

extent these institutions have other goals than the government health facilities. The
nationalhealth care structure is to be Snanced bythe government andis supposed to give
free service to all Tanzanians. The government support to the VA health facilities is

limited. An important goal for them is therefore to see to it that the institntions survive

economically.
These differences make itdifficult, sometimes also irrelevant, to compare sustainability

conditions of single institudons rLm by voluntary agencies and an overall health care
structure.

17.2 Factors without a clear relationship to sustainability
Some suggested factors that were investigated did not show any clear and direct

relationship with sustajnability. This does not mean that such a relationship does not
exist, onlythat tbejbttor is mt zz netessmy precondition for sustainability. To find out if the

actual factors further sustainability under termin conditiom, another, more sophisticated
study design would have been needed.

It was for example supposed that involvement of the local comm1mity increases

sustainability. In the study, neither the sustainable nor the non-sustainable HFS have a

continous contact with the local community. None has consistently involved the
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community in the activities, even though this is a potential resource. The same is valid
for the local congregation, that does not play the role it was thought to do.

Representatives of the communities, both women's groups andvillage leaders, have
throughout expressed a will and interest to assist the health facility if necessary.
However, VA health institutions are considered as "!zelonging to tbe rlmrcb" or "mission
dispazsäries", and the villagers do not want to interfere, if not asked.

As to the design ofprojects we have found no obvious relationship between plämzing

proredures, smleof tlja projeé-Lr orlengtb of timeofdrmors '
inuoluemmton one hand, and de gree

of sustainability on the other. A long- term involvement may further sustainability but
it may also prevent such a development and make a certain dependence permanent. The
scale ofa proj ect is not directlyrelated to sustainability, even thoughit seems as if a small

project can more easily adapt to necessary changes than a large project. Furthennore,
involvement of the recipient country in the plamiing process does not guarantee

sustainability.

17.3 Necessary preconditions for sustainability
of VA dispensaries

Vvhile the government health centres are very much dependent on the macro-economic

situation and decisions taken on the national level, the VA health facilities are highly
autonomous units. The VA dispensaries can be described as small health care enterprises
with a committed staff and with a tie to its church, whichfunctions as a safety net, in case

ofdifficulties.
Given tbe ämlal rmztext, there are several factors at the local level and inside a VA

health institution that are important for its survival. In the study we have found that the
followin g netessmy precomlitions have to be at hand in order for a VAHF to be sustainable.

A good reputation
When the patients were asked what theythought they coulddo to the health institution,
many answered: Tell atljers about tbe good seruice.' And actually, the most important pre-

condition for a VA health facility to be sustainable is a continous scream of satisfied

patients.

Creating local income
All church dispensaries studied have cllosen to charge patient fees, which mainly consist
of sale of drugs. A precondidon for having an income from the sale of drogs is that the
dispensary obtains the drugs at a subsidized price from different donors as well as from
the essentialdn1gs programme. It is also necessary that the health facilitybuys and keeps
the adequate stock of drugs. Hence, the management capability of the HF is very
important. Relying heavily on drugs for sustainability financially is however a risky
matter and furthers development towards curative are.
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It is also very muchdependent on the macro-economic development. The situation
in one of the VAdispensaries could be used as an example. In 1979 90% of the running
costs was covered bypatient fees in that HF. In 1989 the correspondingfigure was 45%.
This change can be explained by increased expenses like staff salaries and purchase of
drugs.

Furthermore, the sale ofdrugs is very much related to both insuflicient preventive
health care in the surrounding community and to jack ofdrogs in govemmental health
facilities, a situation that will hopefully change in the future.

Mi11imizing the stalt
Another precondition for a VAHF to be Snancially sustainable is to have as few staff
members as possible. The HFidentiltietl as most self-sufficient has in fact 40% less staff
members than the Govemment RHCS.

In the longrun, the staff question has to be solvedby assistance from the Government
through staff giants or/and seconded staff.

Promoting the staff
The trained staff at the (most) sustainable HFhas remained longer than at any other of
the VA facilities studied.This is explainedby the fact that the staff is encouraged by up-

grading, by scholarships and other incentives during studies. Stressing common values
and a "me-j?eling" are also of importance.

Adapting transport means to the economy
The VA dispensary that is financially self-reliant cannot afford to buy a car for referrals,
out-reach activities or mobile clinics.

It implies that it is onlypossible to keep a high service quality outside the HF if other
transport means are available. This is the case with the sustainable dispensary, that is
situated close to a highway. However, it seems as if missionaries have often chosen
remote places, where no public transport exists. in these cases, sustainability may be
reached at the expense of a deteriorated service quality.

Cant-ion as to expansion
Financial self-sufficiency is related to a certain deiined service level. When, in the case

of expansion, the health facilities obtain support from abroad in fonn of capital
investments, like buildings, the expenses increase. Experiences show that problems
easily arise, and that support from outside is often needed for maintenance and salaries.

Skilful management
In order to fulfii the preconditions above a skilful mana gement of the health institution
is needed. If the administration does not function very well, if the person in charge does
not plan and follow-up activities, the number of patients coming for curative service
might decrease.
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A solid and/or equal community
It is evident that there is a variation between commtmities as to the ability to paypatjent
fees, and in some of the VA health facilities the number of tmpaid bills was high. This
is particularly valid for transport costs for referrals to hospital.

Sometimes, there is also a variation within a community. Women complained about
the patient fees more often than men. This was particularly the case when the women
had to use their scanty resources for health care for the whole family.

A tie to the local church
A good relationship between the person in charge and the local church is another
necessary precondition for a church health facility to remain self-reliant and to be able
to maintain an adequate quality.For a sustainablehealth facility the churchplays the role
of safety-net in case of problems. For facilities that are not (yet) self-reliant the church
has the permanent role of life-line. However, in most of the cases studied the local
congregation is little involved, in spite of the fact that it is a potential resource for all the
VA health facilities.

The positive policy of the government
Without the positive attitude that the authorities show towards the voluntary agencies
and their facilities, these health facilities would not be able to exist. For the future it is
necessary that VAS invite representatives of the local governments, both on local and
district level, for advice and exchange of ideas about the activities at the health
1nstJtut10ns.

In order for more VA health facilities to develop towards self-reliance a mutual
relationship between the facility and the community is also suggested.
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Appendix 1

Temls ofReference

BACKGROUND
During the last few years, donors have become increasingly aware of the jack of sustainability

observable in development assistance projects. Activities which have received financial, material

and technical assistance for many years often experience serious difficulties when this support is

withdrawn. This phenomenum may depend on several factors ia the financial pre-conditions for

the project's continued activities, the desi gn of the assistance received, how lon g the support has

been supplied and how this external support was phased out.

In this context the question arises as to whether anydistinctions can be observed between the

projects which have been supported by SIDA and those run byNGOs, and in that case what the

cause of these distinctions is. Both SIDA and the NGOS would benefit from increased knowledge

as to how the design ofthe assistance and its sustainability are interconnected.

Sustainability is no given concept but must be def1ned. The concept consists partly ofan aspect

conceming time - that the activity continues after withdrawal of external support - and partly of

an aspect concerning quality - the activity must offer a service level of acceptable quality. Another

issue concerns whether all extemal support must have been withdrawn if a project is to be assessed

as sustainable or if a certain level of limited assistance in some form can be accepted.

Development assistancewithin theHealth Care sector in thefoml of supportto primaryhealth

care in rural areas has been carried out by both SIDA and NGOS - primarily the Missions - for

manyyears in, among other countries, Tanzania. This is therefore a suitable country in which to

implement a study on sustainability. Lessons leamed from such a study could be expected to be

specif1c to the I-iealthcare Sectorbut also be ofa more general application. This latterinformation

could therefore also be useful in other development assistance sectors operated byboth SIDA and

NGOS.

Bilateral health care development assistance has been evaluated in several different studies.

The Missions also implement regular studies ofan evaluation nature. There is muchinfomlation,

therefore, already gathered within both these organisations.

Durin gthe course of time, the goals, scope and character of development assistance within the

Health Care Sector have altered considerably - a fact which should be noted when health care

inputs are assessed. Priorities within the area of primaryhealth care have shifted e. g. from curative

to preventativehealth care, the individuals own responsibility for theirhealth hasbeen emphasised

more and more, decentralisation of organisational structure has been carried out and the

implementation responsibility for development assistance proj ects has been successivelytransferred

to recipient country institutions. The strategy for primary health care adopted by the WHO

64 SIDA Evaluation Report 3/91



THE ART OF SURVIVAL

conference at Alma Ata in 1978 has been decisive for the direction taken in such projects in
developin g countries. Many developing counnies including Tanzania have adopted health care

sector strategies of their own which reflect the ideas behind the Alma Ata Declaration.

SIDA'S assistance to the Health Care sector has a time perspective of 25 years, while the
Missions' activities stretch over a considerably longer period. It is essential that the planned
evaluat:ion take this historical perspective into consideration when assessin g projects. They must

be appraised from the point of view of the development assistance philosophy relevant to the
period ofdesi gn and commission, and the development assistance philosophies which held wayin

the different periods which followed.

AIM OF T HE EVALUATION
The aim of the evaluation is to increase both SIDA'S and NGOS' knowledge of factors which

contribute to successful sustainable development assistance. The study is limited to the Health
Care Sector, but some conclusions will hopefullybe applicable to othersectors as well. It is hoped

thatthisknowledgewilllead to project plannin g andimplementation structures which willinclude
these essential factors which lead to sustainable development after withdrawal of support.

The study shall concentrate on identifying the factors which contribute to, or hinder, the
sustainability of the project. The study shall not attempt to assess individual projects.

THE TASK
The study is to be carried out in Tanzania where both SIDA and the NGOS have several

development projects of a long tenn nature.

The studyshall concentrate on development assistance inputs in the Healthcare Sector in the
rural areas of Tanzania where support has been given to health centres and dispensaries/clinics in

the foml of buildings, equipment, technical assistance personnel, training and drugs. Attention

shallbe paid to the intersectoral co-operation within the Health Care Sector with e. g. the Water,
Education, Agriculture and Nuitrition Sectors.

The following should be examined:

- the methods of planning and implementation of Health Care sector projects; the normal
route from idea to implementation for SIDA respectively Mission projects.

- the length of time of the respective donors' involvement; how long do they continue to
contribute technical assistance personnel and other resources? How is phasing out and

withdrawal implemented?

- the degree of adaptation to and integration into the recipiens' health care structure. To
which extent do the donors build their own structures and which long- terrn effects does

this have?

- the scale of the projects, small or large? Can certain inputs only succeed if carried out on a

small -scale basis? Do the Missions' projects function specially well because they are on a

small scale? Do larger scale projects have the same chances of success?
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- The churches' projects often take the form of "pilot projects". lt is well lcnown that pilot
projects tend to be specially successful as they are paid maximum attention and problems
are solved as they arise even to the extent of taking out-of-the ordinary measures. Often
results are loss good when these projects are replicated or implemented on a larger scale.

Are there any examples of projects which have been replicated on a larger scale eg
establishment of a series of clinics/dispensaries? Have successful results been maintained?

Special characteristics of NGOS versus governmental development assistance. To what

extent does the everyday community life of the two church groups affect the result? How

much does motivation affect development assistance?

- Does the Mission have a greater ability to organise popular participation in health care sector

projects and what effects does this have on sustainability? How is help to self help

stimulated in such projects?

The evaluation team shall attempt to establish connections between the above mentioned factors

and sustainability. The evaluation team shall also attempt to identify other connections.
Common experiences among donors have shown that the following factors are generally

critical for the sustainability of development assistance projects:

1. The developing countries' commitment during the planning and implementation of
projects.

2. Management, organisation and local participation.

3. Continued regular flow of funds to cover operational costs.

4. The correct and appropriate level of technology in comparison to the competence of local
personnel and institutions and the Hnancing of the project. Also the establishment of
mechanisms for the maintenance and renewal of technology.

5. Integration of projects into the socio-cultnral context in which they are expected to work.

The adaptation of the project to the situation of the different target groups eg men,

women and children. The projects' ability to reach the poorest.

6. Adaptation and consideration for environmental and ecological factors.

7. External factors lying outside the control of the project eg political and economic

instability, cultural. difliculties. Natural clisasters obviously affect the sustainability of the

project. (In Tanzania for example, the economic crisis and the structural adjustment

programme have probably affected health care sector assistance).

The evaluation team shall test and attempt to verify to what extent these 7 factors have affected

sustainability in the Health Care Sector projects included in the study.

METHODOLOGY AND TIME SCHEDULE
The study shall be irnplemented in close co-operation with SIDA, the organisations whose

projects are included in the study and the recipient country (Tanzania).
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The work is to be initiated by two pre-studies;

1. A survey of health care sector organisation in present day Tanzania plus an historical
perspective. This should preferably be carried out by a Tanzanian. Estimated time
allotrnent - approx 4-5 weeks.

2. A survey and collation of Swedish development assistance to Tanzania within the Health
Care Sector. A description ofhow assistance has developed and altered over time. This
should preferably be carried out by a Swede. Estimated time allotment - approx 3 weeks.

The study is to cornmence in Sweden with studying, the reports from the two pre-studies plus

any other relevant material and with complementary interviews. The different concepts to be
utilised willbe defined, a framework and a definition of constraints willbe established. evaluation
methodology will be decided upon, criteria for sarnple selection will be agreed and the actual

selection made. Before the field trip(s) to Tanzania, the team shall present a proposal concemin g

defmitions, constraints, selection and methodology to the Executive Group for comment and
approval.

The next phase of the survey will be in the field in Tanzania. This shall comprise visits to
selectedprojects plus in-depthinterviews with target groups, personnel, project management and

government representatives at local, regional and national level. Depth ispreferable to breadth in
this survey. The emphasis is to be put on the people who form the target group and the health care
offered to them.

The Tanzanian involvement in this studyis important. This willbe acheived in two different
ways. The pre-study on health care sector structure and situation will be carried out by a

Tanzanian. It is also adviseable ifhalfthe evaluation team (two people) is composed ofTanzanians.
An active dialogue with the target group, personnel and project management shall fonn an

important part of the study. When the studyhas been completed itwillbe translated into Kiswahili
in order for a wide circle of interested parties in Tanzania to be able to share in the conclusions
drawn. It isplanned that seminars and discussions willbe held in Tanzania once the studyhas been
completed and presented.

It is proposed that the evaluation team consist of two Swedes and two Tanzanians and that the
following areas of knowledge be properly covered by the members of the team:

development assistance in the Health Care Sector

- health care in Tanzania

development assistance methodology including organisational matters, transfer of
knowledge and institution building

the roles of women, children and men

- evaluation methodology

The main study, including the report writing phase is estimated at 14 weeks, (five weeks

preparation and documentation study, 4-6 weeks in Tanzania, 3 weeks analysis and report writing)
for the team leader who is also responsible for the production of the report. The rest of the team
will be engaged for approx 6-8 weeks.
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REPORTING
A verbal report conceming preliminary conclusions will be provided to the Development

Cooperation Office (SIDA), to the organisations and to other relevant bodies in Tanzania before

the team leaves the country.

Adraft report shall be submitted to SIDA and the organisations within two weeks of the end

of the commission. The draft report will be studied by the Executive Group and returned to the

evaluation team with comments in order for a final report to be established. The final report shall

be submitted by TJanuary, 1991.

The report shall be written in the English language and be translated into Swedish and

Kiswahili.

The evaluation shallbe presented at seminars in Sweden andTanzania. Participation in these

seminars forms an integral part of the evaluation teams commission.

The report shall be typed on an IBM or IBM compatible word processor using the word

processing programme WORD.

THE EXECUTIVE GROUP
This group shall be responsible for the study being carried out in such a way that its aims are

acheived. This group shall meet and jointly make any necessarydecisions at strategic points in the

evaluation process. The most important of these points are:

Approval ofTerms of Reference
Selection and procurement of consultants

Approval of plan of operation established by evaluating team
Commenting on draft report

Approval of final report
Planning of seminars, possible publishing of report and other points in the transfer ofknowledge

process.

The Executive Group consists of:
From SIDA
Elisabeth Michanek - Evaluation Section, Planning Secretariat (Chairperson)

Gunilla Essner, Health Division (Substitute Lise Munck)

Bo Stenson. NGO Division
From the Churches
Martha von Holst, SMR, Swedish Mission Council, Office for International Development Co-

operation (substitute Ruth Abrahamsson EFS, Swedish Evangelical Mission)

Ingvor Agnarsson, PMU, InterLife (substitute Evy Norrman)

Rune Backlund, SKM, Church of Swedish Mission (substitute Martin Ljungman)
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Appendix 2

List of Abbreviations

CCM
CSM
DED
DMO
EDP
ELCT
EPI
GDP
GOT
GOTHF
HC
HESAWA
HF
HM
IMR
MA
MCH
MCHA
MOH
NGO
OPD
PCAT
PHC
PM
RI-IC
RMA
SEK

SEM
SIDA
TB
TBA
TM
T Shs

VA
VAHF
VHVV

Chama Cha Mapinduzi
Church of Sweden Mission

District Executive Director
District Medical Oflicer

Essential Drugs Programme
Evangelical Lutheran Church of Tanzania

Expanded Programme of Immunization

Gross Domestic Product

Government of Tanzania

Government Health Facility
Health Centre

Health, sanitation and water programme
Health Facility
The Holiness Mission

lnfant Mortality Rate

Medical Assistant

Matemal and Child Health
Matemal and Child Health Aide
Ministry of Health
Non -govemmental organization
Out-patient department
Pentecostal Church Association of Tanzania

Primary Health Care

The Pentecostal Mission

Rural Health Centre

Rural Medical Aide

Swedish Kronor

Swedish Evangelical Mission

Swedish International Development Authority
Tuberculosis

Traditional Birth Assistant

Traditional Midwife

Tanzanian Shillings

Voluntary Agency

Voluntary Agency Health Facility
Village Health Worker
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Appendix 3
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Appendix 4

Persons interviewed

Mwanza
Per Brandström, HESAWA
Mr Mtui, Deputy Director, HESAWA

Bukoba
MrP.M. Faiko, RegionalHealth Oflicer, Kagera
Mr J. Lutabingwa, Adminstrative Secretary,
ELCT/NWD
Rev. Dr Samson Mushemba, Bishop, ELCT/
NVVD
Dr S.M. Tibangayuka, Ag. Regional Medical
Officer, Kagera
Mr E. Ngemera, Medical Secretary, ELCT/
NWD
Rev W. Niwagila, Head of Ruhija EA, ELCT/
NVVD

Izimbya Dispensary
Mr E. Rwabukamba. Medical Assistant
Mr Mats Leijman, Nurse

Kyaitoke village leadership
Protas Bcnedict, Chairman, Kyaitoke village

Kyaitoke parish
Rev. G. Lwegayura, Parish pastor

Katoro Rural Health Centre
MrB. R. Kishobera, MedicalAssistantin charge,
Katoro RHC
Mr A. Rwegoshora, Medical Assistant, Katoro
RHC

Nldnga Hospital
Dr Anders Brunegård

Mrs Gudrun Brunegård
Ms Astrid Boork, Matron
Dr Martin Wahl, Medical Officer in charge

Kahama District
Mr M.M. Mwinyijuma, Districtpartysecretary
MrJ.M. Gasembe, District Executive Director
Mr E. T. Temba. District Officer
Mrs Laurencia Gasembe. District Health See-
retary
MrJ.K.N. Mulazi, District Planning Officer

Ukune RHC
Mr L.J.N. Mbogo, Medical Assistant
Mrs Mary G. Mampala, Public Health Nurse,
Ulcune RHC

Mpera Dispensary
Annette Gren-Johansson, Sister in charge

Mpera Village Leadership
Mr William Silutongwe
Mr Dalali Kazwala, chairman
Mr Adam Kulaba, Secretary
Mr Kodoge Ntemi

Mpera Women's Group:
Mrs Pascalia Silutongwc

Mpera pentecostal congregation
Mr S. Kalyango, parish pastor
MrP. Masonda,parishelder, Head ofvocational
Training School
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Lowa Dispensary
Inger Strandvik, Sister in Charge
MaryJohansson, Nurse

Isanzu Dispensary
Mr Deusdedithy Peter, Rural Medical Aid in
charge

Iringa Diocese
Mr Mats Lund gren, Auditor
Mr E. Munyawami, Medical Secretary

Iringa Regional/District Hospital
Dr Omari Lushino, Ag Regional Medical Of
Hcer

Iringa Municipal Council
Mr S. A. Tarimo, Municipal Director, Iringa

Ilula Dispensary, Iringa
Mr M. Saga, Medical Assistant, Ilula/itunda
Dispensary
Mrs Saga, MCH Aid

llula Parish
Rev. Peter Kinyaga, Pastor

Women's group, Ilula
Mr Faines Nyinge, coordinator

Village leadership, Ilula/itunda
Mr Petro Mnenegwa, Chairman
Mr William Kimbavala, Secretary

Ipogoro Urban Health Centre
Mr M.P. Salila, Medical Officer in charge
Mrs H. Masito, Nursing Officer in charge

Kibondo District
Mr Michael Bashingwa, Chaimlan District
Council
Dr Clement Masanja, District Medical Officer
Mr Katole R. Kibegwa, District Health Officer

Muhange/Kabare Dispensary
Ms Marie-Louise Bergendahl, Sister in charge
Ms Anne -Marie Hylander, Nurse
Ms Christina Emilsson.Nurse Assistant
Mr Gunnar Axelsson, Building Engineer
Mr Samson. Rural Medcial Aid

Mr Nashon Bakobwa. Rural Medical Aid

Kabare/Muhange Village Leadership
Mr Pius Barumuhati. Chairman
Mr Boniface Chiza, Ward Secretary
MrJoseph Nderego, Counciller
Mrrenatusnyal(amoi, Branch Secretary, CCM
Mr Raphael Manangara, Ward Assistant
Mr Zacharia Wamie, Village Secretary

Kaziramihunda Village
Mr Mosses Mapha, Villa ge Chaimian

Muhange Village
Ms Koleta Nora, Coordinatorwomen'sGroup
Mr Laurian K. Ntumva, Community Devel-

opment Assistant
Mr Ramadhami Bakari, Rural Medical Aid,
Muhange Government Dispensary

Keza Dispensary
Ingmarie Klasén, Sister in Charge
Ulla Gustavsson, Missionary in charge

Keza Pentecostal Congregation
Mr I. Makoko. Pastor

Nyanzige RHC
Mr M. Mattama, Medical Assistant in charge

Dar es Salaam
Dr Mahimbo, Executive Secretary, Christian
Medical Board. CMBT
Mr Royne Westberg, Coordinator, PCAT
Mr Reine Log, PCAT
Mrs Safe, NIO PHC, MCH/EPI Program,
Ministry of Health (MOH)
DrA. Mzige, Medical Officer, MCH Program,
MOH
Dr Kimambo. Medical Officer, EDP, MOH
Mr] . Kelya, Health Secretary EDP, MOH
Mrs Emma Sundberg, SIDA Coordinator,
MOH
Mrs Margaretha Sundgren, Health and Water
Program Officer, SIDA
Mr Arne Ström, Head of SIDAS Development
Cooperation Office
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Appendix 5

Figure ofactors involved and table of
catchment areas

Fig. Actors involved in the SIDA supported rural health centres
- a model

SIDA Ministry of Health

Expatriates District and regional hospitals

Vertical programmes RHC V - Local govemments

Others Local staff

The local corrununity

Others

Table. Patients' homes in % of all patients within each visitor category
a= inside the catchment area

b=outside the catchment area

Dispensary: A B C D

a b a b a b a b

Type of
vis1tors

Out-patients 55 45 62 38 96 4 27 73

Ante -natals 50 50 58 42 93 7 40 60
Children 60 40 54 46 93 7 30 70

Deliveries 70 30 (96) (4) 3 62 38

In -patients 66 36 5 2 48 92 8
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Appendix 6

QualityAssessment

Different types ofdata have been collected.interviews and observations have been combined with
monthly and annual statistics from the institutions. So for example the availability of equipment
for medical service as well as facilities for running an institution were observed, and the transport
issue given particular attention.

The basis for the professional assessment are the objectives fomlulated for the primary health
care programme (PHC) adopted by the Government of Tanzania in 1978. The program is

concretized by activities, often referred to as tbe eigbt elemmts:
health education, local disease control, essential drogs availabiljty, MCH service and immu-

nization, nuuition, water and sanitation. Lately, mental and dental care have also been added.

Quality assessment of the eight HFS studied

Institution

A. B (2 1)* E F (3 1{

Health 3 2 I 1 2 2 2 2

education
A4CE1/EPI 2 2 2 2 2 3 2 3

Outreach l l 2 1 2 2 2 1

Contacts with
traditional 0 1 0 0 1 2 1 1

health workers
Trained l 1 2 1 2 2 2 1

staff
'EI)P 2 2 3 3 0 0 3 0

Car 0 2 3 3 0 0 3 0

Clinic equipment 2 2 3 3 1 1 2 1

OPD equipment 2 2 3 3 1 1 1 1

Ward equipment 2 2 3 2 1 1 0 1

Total l5 17 22 19 13 15 16 12

*) This dispensary is categorized as an unbedded dispensary but has proper ovemight beds

We would like to stress that the table should be looked upon as a very rough measure and as

a basis for discussion. It should not be considered as an evaluation of the individual HFS. It is the

general patterns that are of interest.
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THE BASIS FOR THE ASSESSMENT
1) Health education

2) MCH/EPI

3) Outreach community

4) Contacts with

5) Trained staff

6) Essential and add drogs

7) Car

8) Clinic equipment

9) OPD equip.

10) Word equipment

0 = not present/not applicable
I = unsatisfactory
2 = minimum level
3 = high quality
l S Sd/wk with or without topic planning

Sd/wk with monthly/annual planning
3 = Sd/wk+planning + planned out of inst

else than outreach clinics
1 5 Sd/wk( =week)
2 = Sd/wk
3 = Sd/wk + recorded coverage and following in

catchment area
1 = Occational arrangements health
2 = Outreach MCH
3 = Outreach MCH + engagements in community

health activities
1 = Occational identifying/contacts trad. medicine
2 = Partly identified/unformalized contacts
3 = TBA/T H identification + regular training/follow up
1 = Not reaching 2

2 = IMA + IRMA/ZRMA + ZN/M + IMCA + 3N
Ass/Aux

l = Insufficient for the month
2 = Sufficient for the month/mainly Eli-list drugs
3 = Sufficient for the month/addit drogs according to ED- list
1 = Not in reliable order or broken down
2 In order but old
3 In good order
1 EPI sterilizer/scales out of order

del. equipm./Bp machine/footoscope
2 EPI ster./scales funct. BP/FS present; del. equipm. scarce
3 All these items present in order and sufficient
1 Not reaching 2

2 = Stetoscope/Bp mach./micr. in order/ sorg instr. scarce
3 = All equip. present, in good order and suff1cient
l = Lack of beds/matr/sheets>25%
2 = Proper beds, jack of matr and sheets >25 %
3 = Proper beds/matr/sheets related to approved nmnber of beds
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uring recent years, donors have become increasingly aware of the
lack of sustainability in development cooperation programmes.

Activities which have received linancial, material and technical assis -

tance for many years often experience serious difliculties when this sup-

port is withdrawn.
In this evaluation, lactors that are important for the survival ofpro-

jects and programmes are studied. The evaluation was initiated by SIDA
and four Swedish church denominations, in cooperation with their

counterparts in Tanzania.
The health sector was selected since both SIDA and the churches have

a long experience ofcooperation with Tanzania in this sector.

Several factors, important for the sustainability of the health institu -

tions, are identilied. One important factor is the ability to create local

income by selling drugs, bought at subsidized prizes. The most sustain -

able dispensaries can in fact be described as small health care enterprises

with commited staff.
Sweden's bilateral development co-operation, administered by SIDA,

comprises 19 programme countries: Angola, Bangladesh, Botswana,

Cape Verde, Ethiopia, Guinea- Bissau, India, Kenya, Laos, Lesotho,

Mozambique, Namibia, Nicaragua, Sri Lanka, Tanzania, Uganda,

Zambia. Zimbabwe and Vietnam.
Each year about 30 ofSlDA's over 200 projects are evaluated. A num -

ber ol' these evaluations are published in the SIDA Evaluation Report
series. Copies of the reports can be ordered from SIDA, 5-105 25

Stockholm. Sweden.
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