By E7HNE
WHHTHTSA)—ALRy7TOSY
(7x—X2)

KGR REE

ER17TE2B

(20054E)

MILITBUEAN ERRRH##E
AMBRFER



¥ b4

Fre7EMEOEH Th I AP I HT R RIS CIialk A DBENNER, EENSER
BRETCEET LI, RBEERUVEREFEOWE, MEXBRAORELRoTWET, 0
Lo R0, BREBHIFER (48 (JICA) ik, 19974 3 AnB2002E 3 FE Ty
=7 P EREWRES WP IH TSI, V-~V ZFTFales b FEBBTAILICLY,
wﬁﬁﬁwiﬁmﬁﬁzméoﬁbéya—9ﬂztﬁwf\Eﬁﬁ%kmwzﬁyﬁwﬁﬁm
ié?%@ﬁ@ﬁwﬁﬁ‘%#@ﬁﬁﬁ&%@&@*'ﬁﬁﬁiﬂﬁféﬁﬁﬁﬁot%%\3l
V?@%%@ﬁ&\ﬂin:?4~«wz7—w—®%wk%hmﬁﬁ?ﬁWE%%ﬁ\?%%
BEDHUMNREEREE OREVPHREINTE L,

FUrETBRIIZORREER T, BBHEHRIC bR TAHET e U= 2 % A REFICS
LEFHLE Lz, AEFEZT., JICAREHEREOKER, 7o—X 1 TG L LEY s —JHK
A, BHEK (I=v=, ATUFL, FR_Y, FrU<, vIoR) R L, Bics
nYz/ FOBIEEREOCBEANHS, TERMIOOEENLSEMBA IR —- 2B 25
ﬁﬁ%%\ﬁi::?4“kﬁ@ﬁﬁﬁ%&@ﬁ%%ﬁ%myy¢én67u9x&F(7:—
X2) LLT, 200287 AL 5 EMOFECT ud= VEBBTBILELELE,

7nviyr@ﬁﬁfamﬁbfm\mw%sﬁ%am67ﬁ15&?@5&?@W§§E?
b 5 EREREALRE KRS BAEERR P ERE L5 EHEBWER £ L ABE ST
DREFREDVE LD HOTT,

T, AWMEEHED CHAEBY E LEBRAICH LE L TREER MBS R LET L
EBHIT, FuV=y FOEE EEICHLY, JEKEIELRS SHAERBENT 3KRETT,

SERRITEE 2 H

M7 BUE N BB e
ARIBEIREBE Kk Wb



F X

A K

(G

X

%1% %ﬁiﬁ@iﬁ% ................................................................................................ 1
1—1 %E@E ................................................................................................ 1
1 — 2 ZHAFHFR e e e e anetteetaaerreeaentaer et aan e 1
1 =3 B ETFIETEEETE oo 1
1—4 %ﬁﬁ%% ............................................................................................... 2
1-—5 tﬁ%%% .................................................................... R At 3

%zﬁ @E'}?ﬁ@ ............ 5

R | _
1. %%%Eﬁz (R/D) .................................................................................... g
2. FAEMZEES (Minutes of Meeting) RUTE Y =Z b« FFRa A b 25
3. E%%ﬁﬁ (200255_1 ﬁ235~20024§53ﬂ 4 El) %}‘E% ................ J  RCTRTITTLRITRELRELRLD 108
4. E@];—H—Eﬁ ................................................................................................... 175




CBoH
GMP
JICA
MoFNP
LDHMT
NFENC
PDM
R/D
ZIHP

=
E [
Rt

Central Board of Health REA D REERE

Growth Monitoring Program (FH#D) EE=4%V 7

Japan International Cooperation Agency ERE W g

Ministry of Finance, National Planning WMBEEEE

Lusaka District Health Management Team A B TR EEER

National Food and Nutrition Committee ERABREERES

Project Design Matrix JaYed b FHL e Y v IR
Record of Discussion - BEETER

Zambian Integration of Health Planning FUrET7HERET 0T T A



m._ﬂmEu_Ew

dYIN 1O1H1S)

YAVYSNTl

A

< -

hiodwto) asepu

~jpino




1_

1 HRERER

%13‘%§@m§

1—2

B

K 4 TR - R

]

P EREMBARTRFRERE BERE

N

MY
He

IS %?f%k%k%ﬁm%ﬁ%%‘*Alﬁ??ﬁﬂ@%@ﬁ‘e[ﬁ%uﬁf‘&%

B S W HE

NGO #

B K 7 I B HBHES (AMDA) RE

&

pi
>t
ciin
[E3

EEH ) EREER G AHEREOH "R WA

RELRE

AR - 2002826 A24F ~29H

H &

RBHE

6 B24H

N, BAKRMEERS, JICAEEFITSE

6 H25H

A RSB (LDHMT) 35i8. MEESIEE (MoFNP) =ik

REEE h RRERR (CBoH) R&

6 H26H

LDHMTE i, VY E7HASHRET 2 75 A (ZIHP) 35

6 H27H

EFAEEREES (NFNC) #fll, 7nvxs FARABARES S AL A—
(TE) LoWHH 1

6 H28R

R/D, M/ ME4, B ¥T7 BAEKRFEFERVJIICAF ¥ 72&%‘5%%&&
HEFEL =Y 3>

6 H29H

VT 3

1—3 HUEF7AFERSRE

(1) {RigA
EEKE Dr.Simon K.MITI
AR EREAR Dr. Dares M.CHIMFWEMBE
R —fREE Grace MAKAYI

(2) VY IHREETER
B & Dr. Moses SINKALA
PR3 FTEIR R Dr. M. Makasa CHIKOYA
B EEE Dr. Clara Mbwili MULEYA
1% 38 S e Constantine MALAMA
R — Y RBY Derrick K.M'PAKA
MR 7 T HEME ' Armakungu KABASO
EFETE Mary BANDA -

(3) MBEFHEE

 _EMH AR Y © A. MUSUNGA



(4) /i/'ﬂ-w Fﬁ‘f&fﬁ ’ ’ . i
ANREE - 2 —F R%Eﬁﬁ{é Misheck H.ZYUULU
EEF—EFREYE Maris E.M.KALUMBA

(5) Va—THIR~NLAE S H— S
ﬁﬁﬁfi%% \ Nixon TEMBO

REHEEER Tamara L.MWAMULOWE
. BTREEY o Evelin TEMBO

(6) H=vrvHIEK~L AR T —
EEL : Emily Zulu MALESH

(7) F¥ VPR~ A& —
REE - Kabso KABWE
 BEgEEs ) . ‘Mildred L.M.KANYENGE

8) EFRBIREERS - L
ZERME Freddie MUBANGA

el Chisela KALIUELE
1-4 RERR

EHFAEOKRCESE, ¥ UrET7THBEE L oY s NEREKH., EEBNE. ABEEFR
Fh»5BELIT L b0, HEEZR/DEUI=yY (RBEHIEVZOLED) ITW
DNEeH, BALE,

AFEINES oY MEBEIZLTOLEEBY THDS,

(1) 7udy b4 o ‘
35 EE : Lusaka District Primary Health Care Project Phase Il
BEE  AFPIHSTA vV~ AR T Tz s b (T=2—X2)

(2) ~RE—T T
1) EfiEE
VY BTHO bR O FROBBERENEET 5.
2y s FHE -
BiInt~nzerx ~r“$§ﬂﬂ[® 5 %%{?ﬁw%ﬁm&ﬁ&ﬁ%a&%fé
DB D 2Ia=FT 4 —_—A0FHoREREFES NI,
@ 2la=T 4 —OREHEY-CARHEBIND,
@ SHmABOFHIZIHTAREOBERNE I 2=F 4 —0V 7 7 FAEER
WEEND,
@ Ly HHREEFRER (LDHMT) O 2%y ¥ —RUERMARICHT 2 X8



CEENMBREER B,

(3) 72y FHAITS
20024 7 H15A 55 5 4[]

1—5 RBEER
1) a7 AR

SHRAEOHER REHIOLEY), TV FOBREREMREL LTRESRELK
FEME (FT7A <V —~NVARTFT7) RUEHEAEFEMAE (BEHT) X 3EDHE
£ (MREH40LEBY) ILky, FaPz2Z FORELZAFTIZIEESH TV ER, 4K
HAEEBNT—EHEERThIL, BROBREECE-7,

YEOEEE LTS, HERECEBLANROBE, 72—X L 2B &EVicF+HRORK
RRBEFHFZAS 74— ADORBLEERER, Vs —VHE COREHLEBOAIEE
DD DFH L MME~DERICHITEREFENA PS40 0OER, 232=2F44—V 7
FINIAT 7 —AORBEVERWEINDITFETH S,

(2) EHaks

Tx— X1 LA REEEERELX TSI b B LT F— A DRSS
REZ7UVcs b v x—Uy—tT 3L TARELE, EERTIRSKEEDSIEICE
FELEEND THDH, 7o—X 1 EREICIPEERREOETL LTIR Y=y Mol
boTBY, KERESIRANEBDIS,

BRARRE2 OV T, RS, FRERRB. AV 4 TREERE, A4 TR,
MBERHEELMO A L A~ TR EAI 5~ L ARSI, BEREETCL 7 L ARFEE
ERESMTONE, 7uV=s FEBBITEEID 1 EBRTIL L bIT, Fudo s M
FTos ) SREBEOERS, TOBEE LTHEST bhi-,

(3y ¥ 7 RIBARME & O
FUrETHRERET S5 A (ZIHP), BFABFELZRSL (NFNC) LI L=, ZIHP
IXUSAIDOEBL TV 5705 ATHLR, 8BAIELEDRY vy 7 BHLMBICELEE
Mil T2, ZIHPIMRBREERE A~V R— F 2FBORELEDO—2 L LTEY | 525847
BLAN~DOBREFED TV BERDE 72— X2 L LTHLESH#BAL TV BREDSL S
BT THd I LBERENTE,
NENCIHBRRBREDOTHMEBICHI2ERLTHY . B FHROEREREES (GMP) =
WT, Zx—X2 CHEFECED> TWBERHS, HERLY 2P =2 VB O
FIT2EZANENCIH 22 2 =2F 4 —%3_—ZIZLEGMPO 24V F ¢+ a2 ha—i,
BWEE, F—=rJERfToTED, 72— X2 LERFBHLEL, SBBEHLTH
FTWEDEEEZHB (BRICNFNCIAGMPIZET B2 A7 73— R HEE L TV 5D),

(4) HWIERAIFERS 25 A (GIS) DA
GB%@A?%:&K&D\Eﬁ@%ﬁﬁ%%ﬂwﬁ?%%ﬁﬁ&ﬁﬂ&“ﬁjUybm%

_3_



Db0D, DAZ vy 7HEEVI R I EAMER, @EA2R Moxt LTEDOREDFHRMR
HOINFEERBODILENH D, SBIe =7 MNRAKBICGISEAFES 7T m R —F 1L
LTI SAAEERIE. BEACRLTIRA M EPREBHLELTRETSZEE L.



o HETR

SEOCRETIE, 7Pz ? FEEXERTA-OOHRRE LT4EE (B1E1—4m(©Q)
ZR] ZOWTHF I ETRIEEE LR, FALIIT_TEF YRV F 4 » EAF 4 v FiclET
LT ETHA,

GigE s, EREBRREB/IZL LIV TPy FEERERT D ICIE., ERNOEBBER O
ARG TRL, ik, ErMEoBIEBL. FUETHEHRBP—LER-TATa D2 s b e
XETOILFEETHIEERLTHY, BELRETHEENRS,

FRZT o e 7 P ORBEEIZ. BRI RESFOBA LBEEEUNEOTDOBAIK
BEREBEE DD, Y7l SN ARRREESFHB LT, —BRECHHTI - L%
HMEFELEW,



R E B

. BEEEE (R/D)
. AEEHFSH (Minutes of Meeting} RO 7B Y= b » F¥a X b
.ﬁﬂ%ﬁ(mm&1ﬁ%ﬁ~mm¢3ﬁ4a)ﬁ%

. EEVETER



. BEBEER (R/D)

RECORD OF DISCUSSIONS
BETWEEN THE JAPANESE IMPLEMENTATION STUDY TEAM AND THE MINISTRY OF
HEALTH OF THE GOVERNMENT OF THE REPUBLIC OF ZAMBIA
ON JAPANESE TECHNICAL COOPERATION FOR '
THE LUSAKA DISTRICT PRIMARY HEALTHCARE PROJECT PHASE 1T

The Japanese Implementation Study Team (hereinafter referred t6 as “the Tearn™) organized
by the Japan. International Cooperation Agency (hereinafter referred to as “JICA™) visited the
Republic of Zambia from 24 June, 2002 to 29 June, 2002 for the purpose of working out the details

“of the technical cooperation program conceming the Lusaka district primary healthcare project
phase Il | ) ' _ '

During its stay in Zambia, the Team exchanged views and had a series of discussions with the
Zambian authorities -concerned with respect to desirable measures to be taken by both Japanese
and Zambian Governments for the successful implementation of the above-mentioned Project.

As a result of the discussions, the Team and the Zambian Ministry of Health agreed- to
recommend to their respective Governments the matters referred to in the document attached

hereto.
Lusaka, Zambia, 28 June, 2002

%A{C@«vi' . ol

Prof. Takusei Umenai - : Dr. Simon. K.Miti. -
Leader, ' . Permanent Secretary,
~ Japanese Implementation Study Team, ' Ministry of Health,
Japan International Cooperation Agency, - The Republic of Zambia
Japan
Witnessed by: A ch%unfrp"

Ms. A, Musunga )

Chief Economist, Bilateral Cooperation,
Depértment of External Resources Mobilization,
Ministry of Finance and National Planning,

The Republic of Zambia



THE ATTACHED DOCUMENT
L COOPERATION BETWEEN BOTH:GOVERNMENTS

1. The Government of the Republic of Zambia will implement the Lusaka District Primary
Health Care Project Phase II (hereinafter referred to as “the Project”) in cooperation with

the Government of Japan.

2. The Project will be implemented in accordance with the Master Plan which is given in

Annex I.

Il. MEASURES TO BE TAKEN BY THE GOVERNMENT OF JAPAN

In accordance with the laws and regulations in force in Japan, the Government of Japan will
take, at its own expense, the following measures through JICA according to the normal

procedures of Japanese technical cooperation scheme of Japan.

(1) DISPATCH OF JAPANESE EXPERTS
The Government of Japan will provide the services of Japanese experts as listed in Annex
IL

(2) PROVISION OF MACHINERY AND EQUIPMENT

The Government of Japén will provide such machinery, equipment and other materials
(hereinafter referred to as “the Equipment™) necessary for the implementation of the Project
as listed in Annex [II, The Equipment will become the property of the Government of the
Republic of Zambia upon being delivered C.IF. (cost, insurance and freight) to the

Zambian authorities concerned -at the ports-and/or airports of disembarkation.

(3) TRAINING OF THE ZAMBIAN PERSONNEL IN JAPAN
The Government of Japan will receive Zambian personnel connected with the Project for

technical training in Japan.

(4) SPECIAL MEASURES FOR TRAINING OF MIDDLE-LEVEL MANPOWER
The Government of Japan will Supplement a portion of the following local expenditures,

necessary for the training programmes for middle-level manpower conducted in the
A B T fon



.Republic of Zambia.. _
- 1) Traveling allowances for the training participants between their assigned places

and the site of the training. -

2) Cost of the production of teaching materials.

© 3) Travel costs of the training participants for their field trips.

4). Cost of procurement of supplies and equipment necessary for the. training
programs.

5) Travel allowances of the local instructors of the training programs accompanying
the trajnees on their field trips.

6) Remuneration of the instructors invited from institutions other than those directly

connected with the Project.

Japanese funding for the above-mentioned expenses will be reduced annually. The

reduction of the Japanese funding will be compensated by additional Zambian funding.

IIl.  MEASURES TO BE TAKEN BY THE GOVERNMENT OF THE REPUBLIC OF
ZAMBIA

1.~ The Government of the Republic of Zambia will take necessary measures to ensure that the
self-reliant operation of the Project will be sustained during and after the period of
Japanese technical cooperation, through full and active involvement in the Project by all

related authorities, beneficiary groups and institutions.

2. The Government of the Republic of Zambia will ensure that the -technologies and
knbw]edge acquired by the Zambian nationals as a result of Japanese technical cooperation

will contribute to the economic and social development of the Republic of Zambia.

3. The Government of the Republic of Zambia will grant in the Republic of Zambia,
privileges, exemptions and benefits as listed in Annex IV and will grant privileges,
exemptions and benefits no less favorable than those granted to experts of third countries or
international organizations performing similar missions to the Japanese experts referred to

in I1-1 above and their families.
4. The Government of the Republic of Zambia will ensure that the Equipment referred to in

II-2 above will be utilized effectively for the implementation of the Project in consultation

with the Japanese experts referred to in Annex II.
A W SEEN



5. The Government of the Republic of Zambia will take necessary measures to ensure that the
- knowledge and experience acquired by the Zambian personnel from technical training in

Japan will be utilized effectively in the implementation of the Project.
6. In accordance with the laws and regulations in force 'in the Republic of Zambia, the
Government of the Republic of Zambia will take necessary measures to provide at its own

expense:

(1}  Services of the Zambian counterpart personnel and administrative personnel as listed in
- Annex V; '

(2) Land, buildings and facilities as listed in Annex VI;
(3)  Supply or replacement of machinery, equipment, instruments, vehicles, tools, spare
parts and any other materials necessary for the implementation of the Project other than

the Equipment provided through JICA under II-2 above;

(4) Means of transport and travel allowances for the Japanese experts for official trave'l//"

within the Republic of Zambia ; and
(5) Suitably furnished accommodation for the Japanese experts and their families. ./

7. In accordance with the laws and regulations in force in the Republic of Zambia, the

Government of the Republic of Zambia wili take necessary measures to meet:
(1)  Expenses necessary for transportation within the Republic of Zambia of the Equipment
referred to in II-2 above as well as for the installation; operation and maintenance

thereof,

(2) .Customs duties, internal taxes and any other charges, imposed in the Republic of

Zambia on the Equipment referred to in II-2 above; and

(3) Running expenses necessary for the implementation of the Project.



IV.  ADMINISTRATION OF THE PROJECT

V.

VI

1. . The Permanent Secretary for the Ministry of Health, as the Project Director, will bear

overall responsibility for the administration and implementation of the Project. -

2. The Director of Lusaka District Health Management Team, as the Project Manager, will be

responsible for the managerial and technical matters of the Project.

3. The Japanese Chief Advisor will provide necessary recommendations and advice to the
- Project Director and the Project Manager on any matters pertaining to the implementation

of—thg Project.

4. The Japanese experts will give necessary technical guidance and advice to the Zambian

counterpart personnel on technical matters pertaining to the implementation of the Project.

5. For the effective and successful implementation of technical cooperation for the Project, a
~Joint Coordinating Committee will be ‘established whose functions and composition are
described in Annex VII, ‘

JOINT EVALUATION
Evaluation of the Project will be conducted jointly by the two Governments through JICA and

the Zambian authorities concerned, at the middle and during the last six (6) months of the

cooperation term in order to examine the level of achievement. -

CLAIMS AGAINST JAPANESE EXPERTS

The Government of the Republic of Zambia undertakes to bear claims, if any arises, against
the Japanese experts engaged in technical cooperation for the Projeét resulting from,
occurring in the course of, or otherwise connected with the discharge of their official
functions in the Republic of Zambia except for those arising from the willful misconduct or

gross negligence of the Japanese experts,
/& N | Fee



VII. MUTUAL CONSULTATION

There will be mutual consultation. between the two Governments on any major. issues arising

from, or in connection with this Attached Document.

VIII. MEASURES TO PROMOTE UNDERSTANDING OF AND SUPPORT FOR THE
PROJECT

For the purpose.of promoting support for the Project among the people of the Republic of
Zambia, the Government of the Republic of Zambia will take appropriate measures to make

the Project widely known to the people of the Republic of Zambia.

IX. TERM OF COOPERATION

- The duration of the technical cooperation for the Project under this: Attached Document will
be five (5) years from 15 July, 2002.

ANNEX 1 MASTER PLAN

ANNEXII | LIST OF JAPANESE EXPERTS

ANNEXIII  LIST OF MACHINERY AND EQUIPMENT

ANNEX IV  PRIVILEGES, EXEMPTIONS AND BENEFITS FOR JAPANESE EXPERTS
ANNEX V LIST OF ZAMBIAN COUNTERPART AND ADMINISTRATIVE PERSONNEL
ANNEX VI LIST OF LAND, BUILDINGS AND FACILITIES

ANNEX VII  JOINT COORDINATING COMMITTEE
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ANNEX I

MASTER PLAN

OVERALL GOAL

Improved health status of under 5 children in Lusaka District.

PROJECT PURPOSE

Improved health status of under 5 children in selected health centre catchments.

OUTPUT OF TI—IE PROJECT
(1) Community-based Chlld Gxow‘[h Promotion (CBCGP) is enhanced.-

(2) Community-based envirenmental health services are improved.

(3) Capacity of case identification and community referral for -under '5 children is

developed.
(4) Capacity of LDHMT to support health centres & community-based orgamsatlons
(CBOs) 1s Strengthened S

ACTIVITIES OF THE PROIJECT
1.1, Develop community based child growth plomotaon(CBCGP) package at the level of the
District

1.1.a

I.1.b
l.l.c

1.2.

1.3

1.4.
1.4.a
1.4b
ldc
1.4.d
l4e

1.5.

1.6.
l.6.a
1.6b
l.6.c

Develop guidelines on and monitoring & evaluation system for community based
child growth promotion :

Develop and revise training manual for CBCGP

Develop materials for GMP+(iraining guide, training manual, counsehng cards,
tarry fonm, register book and IEC materials) '

Conduct household survey and register under 2 children
Analyse demand for CHWs & NPs with stakeholders.
Conduct capacity building ‘ '

Conduct ToT for DHMT and health centres staff in CHWs/NPs t1am1ng
Train community members as CHWs and NPs

. Orient trained CHWs and NPs to an adopted approach of GMP+

Conduct refresher workshop for CHWs and NPs
Strengthen capacity of NPs in nutrition counseling

Conduct GMP+ and follow-up activities
Conduct monitoring and evaluation

Train DHMT and health centre staff in monitoring and evaluation
Conduct monitoring and evaluation following the guidelines
Conduct evaluation meeting at each level of the District, health centre and CBOs

z
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1.7 Develop IEC strategies and promote utilization of IEC activities
1.7.2  Develop IEC strategies S
1.7 Conduct IEC activities
1.8  Share information and experience on community based child growth promotion
activities
1.8.2  Hold joint meeting for CHWs and NPs
1.8.b  Conduct field tours for CHWs and NPs within and out of Lusaka
1.8.c  Initiate coordination meeting with stakeholders and donors

2.1. Strengthen capacity of George Environmental Health Committee to ensure sustainability
2.2. Develop PHAST guidelines and training manual 1ncludmg visual aids :
2.3, Conduct capacity building =~
23.a  Conduct ToT for DHMT and HC staff on PHAST approach
. 2.3.b - Hold PHAST workshop and identify priarity needs on environmental health in line
with child health o
2.4. - Support'CBOs to plan and implement their action plans to address priority needs -
2.5.  Conduct monitoring and evaluation following guidelines T
2.6. Develop and cary out IEC activities concerning environmental health and personal
hygiene in communities
2.7, . Support cholera control and prevention programme in the community.
2.8.  Hold annual workshop for water & sanitation with stakeholders.

3.1 Conduct IMCI workshop
3.1.a  Train instructor for IMCI at LDHMT.
3.1.b Conduct IMCI workshops for LDHMT and health Centre staff
3.1.c  Train CHWs and NPs in Community IMCI - ‘
3.2 Develop referral system between HCs and community
3.2.a  Review and develop “Referral Forms from community to. HCs
3.2.b  Promote utilization of “Referral Forms”
32.¢c  FEstablish effective feedback system from HCs t6 CHWs-
33 Establish community health post for community referral :
3.3.a  Conduct feasibility study on health facilities.run by CBOs to serve as community
referral points '
3.3.b  Implement pilot project of these health fac1ht1es ‘
3.3.c  Replicate facilities in other areas

4.1 Institutionalize system of support to. CBOs :
42 Assign LDHMT staff to coordination & supervision of community based health

activities o : :
4.3 Train LDHMT staff and health centres in coordinating CBOs and hundling community

e NN S



based activities
4.4,  Conduct monitoring for implementation of community activities on Action Plan of
District and HCs :
4.5,  Conduct capacity building for NHC members in leadership and management pf
community based activities
4.6.  Conduct institutional building for CBOs _
4.6.a  Conduct capacity building for CBOs to ensure sustainability
4.6b  Strengthen financial capacity for CBOs

Note: In case in which the Master Plan should be changed due to the situation of the Project, -

both Governments will agree to and confirm the changes by exchanging Minutes of
Meetings.



ANNEX II
1IST OF JAPANESE EXPERTS

L. Long-term experts;
(1) Chief Advisor
(2) Coordinator |
(3) Experts in the following fields;
- a: Community Health

" b, Health Planning & Management

2. Short-term experts in the following fields;
{1) Monitoring and Evaluation
(2) Participatory Methodologies
(3) IEC
{4) equipment maintenance

{5) Other related fields mutually agreed upon as necessary

Note: Field and term of assignment of experts will be decided in consideration of the

progress of the Project through mutual agreement.
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ANNEX III

LIST OF MACHINERY AND EQUIPMENT

1.

2.

Equipment for training and research in the fields of primary health care. -

Equipment in other related fields mutually agreed upon necessary

%/ SN
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ANNEX IV
PRIVILEGES, EXEMPTIONS AND BENEFITS FOR JAPANESE EXPERTS

1. Exemption from income tax and charges of any kind imposed on or in connection with the

living allowances remitted from abroad.

2. Exemption from import and export duties and any other charges imposed on personal and
household effects, including food, beverages, and vehicles, imported or locally purchased out of

bond within six (6) months of arrival which may be brought in from abroad or taken out of the

Republic of Zambia.
Relevant duties will be paid if the vehicles are disposed to persons not privileged to the

exemptions.
The goods and services procured under the Project should be exempted from Value Added Tax.

3. In case of accident or emergency, the Government of the Republic of Zambia will use all its
available means to provide the medical and other necessary assistance to the Japanese experts

and their families.

_20_



ANNEX V

LIST OF ZAMBIAN COUNTERPART AND ADMINISTRATIVE PERSONNEL

Project Director:

Permanent Secretary for the Ministry of Health

Project Manager:

Director of Lusaka District Health Management Team, District Health Board

Counterpart Personnel in the following fields:
(1) Health Planning and Management

(2) Community Health

(3) Primary Health Care

{4) Health Education

(5) Medical Equipment

(6) IEC

(7) Other personnel mutually agreed upon as necessary

Administrative personnel
(1) Clerks

{2) Secretaries

(3) Drivers

(5) Other supporting staff mutually agreed upon as necessary

/@, \\\\)\ : S ATV



ANNEX VI
. LIST OF LAND, BUILDINGS AND FACILITIES . -
S.ufﬁcient space for the implementation of the Project
Offices and other necessary facilities f:or the Japanese experts

Facilities and services such as the supply of electricity, gas and water, sewage systems,

telephones and furniture necessary for the activities of the Project

Other facilities mutually agreed upon as necessary .



ANNEX VII _ : _
- JOINT COORDINATING COMMITTEE -

1. Functions
The Joint Coordinating Committee will meet at least twice a year and whenever the
necessity arises:
(1) To formulate the annual work plan of the Project in line with the Record of
Discussions;
(2) To review the overall progress of the Project as well as the achievements of the
above-mentioned annual work plan;
(3) To review and exchange views on major issues arising from or in connection with
the Project;
(4) To formulate progress monitoring report every six months by discussing
above-mentioned issues; and ' '
(5) To discuss any issues to be mutually agreed upon as necessary concerning the

Project.

2. Composition
(1) Chairperson : Project Director
(2) Co-Chairperson: Japanese Chief Advisor
(3) Members
Zambian side:
(a) Project Manager
(b) Representative from Ministry of Health
* (c) Representative from Lusaka City Council
(d) Representative from Ministry of Finance and Development Planning
{e) Representative from Central Board of Health
(f) Representative from Lusaka District Health Board
{g) Other personnel nominated, if necessary
Japanese side:
(a) Coordinator
(b) Experts
(c) Resident Representative of JICA Zambia Office
(d) Other personnel to be dispatched by JICA

Note: 1.Representative(s) of the Embassy of Japan in the Republic of Zambia may attend the
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Joint Coordinating Committee meetings as observer(s).
2.Personnel designated by the Chairman of the Joint Coordinating Committee may attend
the meeting as observer(s).
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. MEFBEHR (Minutes of Meeting) RUTOLCxzH b - FEx1 A2 b

MINUTES OF MEETINGS BETWEEN |
THE JAPANESE IMPLEMENTATION STUDY TEAM AND
THE AUTHORITIES CONCERNED OF THE GOVERNMENT OF THE REPUBLIC OF
ZAMBIA ON JAPANESE TECHNICAL COOPERATION FOR THE LUSAKA DISTRICT |
PRIMARY HEALTHCARE PROJECT PHASE ] |

The Japanese Imp.]em‘enlalion Stuﬂy Team (herelinafte_r referre_d to as “the Team"),,
organized by the Japan International Cooperation Agency and headed byProf. Takusei Umenal
visited the Republic of Zambiafrom 24 June, 2002 10°29 June, 2002 for the purpose of working -
out the detajls of the technical cooperation program concerning the Lusaka district primary

healthcare project phase 11 (hereinafter referred 1o as “the Project”).

During its stay in the Republic of Zambig the Team exchanged views and had a series of
discussions with the Zambian authorities concerned about actjvities and implementation of the

Project.

As a resull of the d]scussmns the Team and the Ministry of Health of the chubhc of

Zamb:a agreed upon the matters referred 10 in the document atiached hereto.
Lusaka

, Zambia, 28 June, 2002 -

W

Prof. Takusei Umenai
Leader,

Japanese Implementation Study Team

Japan International Cooperation Agency,

Japan

~%5—

Dr. Simon K. Miti
Permanent Secretary,
Ministry of Health

The Republic of Zambia

el

Asst. Prof. Moses Sinkala
District Director of Health, -
Lusaka District Health Management Team

The Republic of Zambia



ATTACHED DOCUMENT

1. PROJECT DESIGN MATRIX

The Project Design Matrix-(hereinafter referred to as “‘the PDM™)} is commonly. used In
Japanese technical cooperation in order to manage and implement projects clearly, efficient]ly and
effectively. It is also used as a reference for monitoring and evaluating projects.

The PDM of the i’roject, initially prepared by the PCM Workshop in March 2002 and
elaborated subsequently in Japan, has been reviewed and revised by mutual agreement, and bath
sides agreed 1o apply the PDM as shown in ANNEX I with the following understandings;

1) The PDM is a logically desgned matrix which defines the initial understanding of the
framework for the Project and indicates the logical steps towards the achievement of the
Project purpose. , ' _ _ _ _

2) The PDM is to be flexibly devcloped a'c'cording‘lo the progress and achievement of the
Project, upon agreement between Zambian and Japanese sides.

2. PLAN OF OPERATION

The Plan of Operation ( hereinafter referred to as “the PO™) has been formulated
according to the Record of Discussions, on condition thatl the necessary budget will be allocated
for the implementation of the Project by both sides and that the schedule is subject 1o change
within the scope of the Record of Discussions when necessily arises in the course of
implementation of the Project.

The PO is shown in-Annex 1L

3. PROJECT DOCUMENT

Both sides jointly have prepared the Project Document for rationalization of the plan
and justification of the project implementation. The content of the Project Document is agreed by
both sides and attached in AnnexIIL.

4. REVIEW OF THE PROJECT DESIGN MATRIX AND THE PLAN OF OPERATION

The PDM and the PO will be reviewed by Zambian and Japanese sides in the first six(6)

months and, if necessary, can be revised upon the mutual agreement.
ANNEX I PROJECT DESIGN MATRIX (as of 28 June, 2002)

ANNEX 11 ' PLAN OF OPERATION  (as of 28 June, 2002)
ANNEX {11 PROJECT DOCUMENT
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Preface

The Japanese Project Preparatory Study Team organised by the Japan International Cooperation
Agency (JICA) visited the Republic of Zambia from 24™ January, 2002 to 6* February, 2002,
for the purpose of the study regarding the Zambian govermment’s request for the Japanese
 technical cooperation concerning Lusaka District Priinary Health Care Project Phase 11, During
the study by the Team in the Republic of Zambia, the Team exchanged views with the related
parties and also organised a series of Project Cycle Management Workshops for planning the
Project with participation of Lusaka District Health Management Team, health centre staff,
community based organisations, Japanese experts, JICA Zambia Office and other related parties.
Two consultants of the Team continued to stidy and produced the Project Document based on
the findings from interviews and surveys with a close consultation with a range of stakeholders
until March 2, 2002.

X



Executive Summary

Despite various efforts made by the Government of the Republic of Zambia (GRZ) and Cooperating
Parmers under almost a decade-long Health Sector Reform, diseases among children under 5 years
of the age, which could be prevenied tlrough vaccine and other preventative/promotional measures,
still dominate as major factors affecting morbidity and mortality. The situation is exacerbated by the
mcreasing HIV seroprevalence among children. .

Concurrently, continuing influx of migrants to urban areas is resulted in formation of vast unplanned
settlements in the vicinity of Lusaka, creating poverty pockets. with enormous challenges in
environmental and public health, Luszka District Primary Health Care Project (Phase I} will be
moplenented m order to address these 1ssues,

“High morbidity and mortality of children” was identified as the core problem to be tackled by the
Project. Morbidity and mortality in Lusaka District owes largely to high prevalence of measles,
diarrhoea, malaria, and ARY cases. Factors that negatively influence child health were analysed in
different levels. At family/community level, malnutrition, late case recognition, poor environmental
health, poor child care, and HIV/AIDS were raised. At the Health Cemmre level, the weakness was
pointed out to be the lack of capacity to manage the cases appropriately. Furthermore, the fact that
the Lusaka District Health Management Team (LDHMT) has difficulty in supporting community
based health activities, was also identified as one of the contributing factors.

In redressing the above identified problems, the Project will try to establish a sustainable
community-based structure for community cadres to provide essential health services. Sustainability
measures are the central concem of the Project Strategy. Emnphasis will be placed on effective use of
participatory tools and processes triggered thereby. Another sustainability measure is about
establishing effective and systematic link among policy makers, health management, service
providers and service recipients,

The Project is designed with the following components: Overall goal, Project purpose, Qutputs,
Activities, Inputs, and Important assumptions. In order to realise the Project purpose, “improved
heaith status of under-5 children in selected healtl”, four Qutputs are selected in the areas of 1)
capacity building of LDHMT, 2) Community-based child growth promotion , 3) environmental
health, and 4) case identification and community referral, each of which addresses the causes at
different levels, leading to the core problem. After the completion of the Project and with continuous
coromitment and efforts of LDHMT i cooperation with the concerned parties, the Overall goal is
expected to be achieved, which is, “improved health status of under-3 children in Lusaka District™.

The Project reflects the priority needs specified through the participatory planning process and
health policy documents. The target group is under-5 children ~ the most vulnerable group:
numbering approximately 180,000; 20% out of 439,596 people residing in initially selected HC
catchments. Positive impacts of the Project are expected to go beyond reduced morbidity and
mortality, but to increased productivity and income. Moreover, the Project intends fo bring positive
mfluences on national health policies and on institutional mechanism at district level. All of these
Tesults are to contribute to increased sustainability in provision of public health services.

Monstoring and evaluation activities are integral parts of the Project activities, and will be ntilised to
mmprove the design of the Project. The results are also to be shared with relevant stakeholders.



1. Introduction

1.1 As per request by the Government of the Republic' of Zambia (GRZ), the Government

of Japan has assisted GRZ with Lusaka District Primary Health Care (PHC) Project

(1997~2002) with a cooperation period of 5 years. The George compound was selected as 2

pilot site for the community-based PHC programmmes focusing on prevention of malnutrition and .
infectious diseases among children. Support to enhance referral system, school education and

water and sanitation were also incorporated to enhance overall performance of the Project. -

1.2, The Evaluation of the Project was camed out in October 2001, where the
community-based interventions under the Project were well recognized to be applied in the
future for other PHC projects in urban settings. Recommendation was made that the experiences
be replicated in other compounds of Lusaka. As per the recommendation, and as‘per a request
from the GRZ, the Japan International Cooperation Agency (JICA) provided Project Preparatory
Study Mission in January ~ March 2002 to help prepare a successor project (Lusaka District
PHC Project Phase II: 2002-2007), with a view to expand the boverage to other unplanned
settlements. ' o ' I o

1.3, This Project Document was developed with the close parﬁcipatibn of and consultation
with a range of stakeholders including Ministry of Health (MoH), Central Burean of Health
{CBoH), National Food and Nufrition Comumnission (NFNC), Ministry. of Education: (MoE),
UNICEF, Lusaka City Council (LCC), various health cadres under Lusaka District Health
Management Team (LDHMT), community-based organisations (CBOs), and concemed
Non-Governmental Organisations (NGOs). Development of the project design owes largely to
the Project Cycle Management (PCM) Workshops held in January and February 2002, Based on
the draft Project Design Matrix (PDM), the Project Document were further elaborated by the
Project Preparatory Study Team, with resnlts from individual and group interviews, rapid site
surveys, and Institutional Development and Organisational Strengthening (ID/OS) workshop.

14. The Project Document is mainly composed of seven parts. Following the Introduction
{Chapter Oue), Chapter Two tries to identify current situation and issues to be addressed by this
Project, as well as to give a general picture of existing government strategies, plans and efforts
to address such 1ssues. Chapter Three provides more in-depth picture of the cuirent institutional
framework to address these issues, as well as the analyses to identify factors that affect these
problems. Based on discussions in the previous chapters, Chapter Four describes the Project
Strategy, in other words, how this Project tries to solve the problems concemed. This is
followed by a description of the Project content in Chapter Five, explained in terms of Overall
goal Project purpose, Outputs and Activities, -with reference to the risk factors. Relevance,
Tfeasibility and expected results of the Project are discussed in Chapter Six. Finally but not the
least, Chapter Seven refers to the Monitoring and Evaluation arrangements. For easier reference,
summary of the Project can be found in the form of PDM and Plan of Operations (PO), which
are attached as Annexes.



2. Background

Despite various efforts made by the Government of the GRZ &nd Cooperating Pariners under
almost a decade-long Health Sector Reform, the achievements are yet to be reflected 1o life
expeclancy or burden of disease (BoD) indicetors. Among children under 5 years of the age,
diseases that could be prevenied through vaccine and other preventative/promotional measures
sliil dominate as major faclors affecting morbidity and mortality. The situation is exacerbated by the
increasing HIV seroprevalence among children.

Concurrently, . continuing. influx of migranis to urban areas is resulted in formation of vast
unplanned setilemenis in the vicinity of Lusake, creating poverty pockets with enormous
challenges in environmental and public health.
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2.1 Macro-economic context

2.1. In 1992, the foriner Président, Dr. E. 1. T. Chiluba introduced a sexies of amnbitions
market-oriented reforms, which included trade and exchange rate liberalization, parastatal
reform and privatisation, and removal of state subsidies. In the 1990s, declined price of
international copper markets, drought and aid stagnation due to governance concerns all
prevented sustained economic growth. However, the economy has begun to show some signs of
recovery in the beginning of 2000, and it grew 3.5 percent in 2000, with its non-raining share
also increased by 4.1 percent. GDP is expected to grow 5 percent in 2001 (World Bank, 2001).

22, In December 2000, provision of the debt relief granted to Zambia under the HIPC
Initiative, is also expected to have positive effects on its economy’. The impact of this relief on
the 2002 budget of the Health Sector, whether national or district level, are yet to be seen.

2.2 Socio-economic context

2.3 Despite the gradual recovery of economic status, per capita GNP is on decline, from
US$350 in 1995, US$320 in 1999, to 1SS300 in 20007, Low income status is exacerbated by its
highly skewed distribution with the Gini-coefficient being 0.51. According to the 1996 Living
Conditions Monitoring Survey, 78% of the population were estimated to be either moderately or
extremely poor, with figures reaching 85% and over in some districts (World Bank, 2001).

2.4. Jt should also be noted that whilst marginal decreases in the incidence of poverty were
observed in rural provinces, national counts rose from 69% to 73% between 1996 and 1998
(CSO, 1998), indicating high rise in poverty occwrrence in urban areas. In urban areas, causes of
poverty are explained in terms of the lack of ganful employment opportunities, poor and
expensive health and educahon facilities notwithstanding the proximity of service facilities,
heavy disease burden and late payments of retirement benefits (MFED, 2001).

2.5. Deficiencies in water supply and sanitation are seen to be significant and g Lrowing

1 HIPCS fund available for the fiscal year 2002 is K57 billion for the health sector, 15.4% out of K371
billion for the whole sector nation-wide.

2 This is also substantially Jower than the average for sub-Saharan Africa, which is US$480 in 2000
(World Bank, 2001).
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problems that dispose the population to dangerous health hazards such as diarthoeal diseases
and parasitic infections, especially in unplanned compounds of the country. Less than half of the
population (43%) is said to have an access to safe water. Primary school enrolment rate is 89%,
better than the average of Sub-Saharan Africa. Female school enrolment, thoubh, recorded 86%
to that of male counterparts.

Table 2.] Basic Socio-economic Indicators; Zambia and Sub-Saharan Afrlca

. Indicators Year Source
Zambia | S.S.A.
Surface Area (km?) 752.6 .| 1999 |WB
Total Population (in million) 10,1 659.0; 2000 |WB
Urban Population (%) 440  340[ 2000 |WB
Population Increase (%) 22 .| 1999 |WB
~ Life Expectancy at Birth (years of age) 45.0 47.0 2000 WwB
GNP per capita (US$) 320.0 2000  |UNICEF
GDP Growth Rate (%) 3.5 2000 |WB
Population below Poverty Line (%) 73.0 .0 2000 |[WB
Thliteracy Rate (%) 22.0 38.00 2000 (WB
Primary School Enrolment Rate (%) 89.0 78.0) 2000 |WB
Female School Enrolment (%) 86. 710 2000 |WB
Infant Mortality Rate (in 1,000 live births) 114.0 92.0 2000 WB
Under 5 Mortality Rate (in 1,000 live births) 202.0 169.0| 2000/98 |UNICEF
' Malnutrition Prevalence 27.0 30.0{ 2000 |WB/UN
Maternal Mortality Rate (in 100,000 live births) 6500,  975.0| 2000/98 [UN
Contraceptive Prevalence Rate(%) 26.0 2000  {UNICEF
HIV Infection Rate (%) - 197 . 1998  |UNDP
Number of AIDS cases (per 100,000) 46.9 11.2) 1996/98 |DHS/UN
Population with Access to Safe Water (%) 43.0 550 2000 |WB

Source: WB (2000), UNICEF (1998/2000), UN (1998/2000), UNDP (1998), DHS (1996)

2.3 Health status

2.6. Life expectancy has declined significantly to the estumated 37.0 years in 2000, as
compared to 54 years at the end of the 1980s. Malaria, malnutrition and AIDS are major factors
affecting morbidity and mortality, added by overwhelming increase in tuberculosis incidence
‘rate from 1 per 1,000 to 5 per 1,000. Over 20% of the adult population is said to be
HiV-infected,  urban areas more severely affected (29%) than rural areas(14%)
(MoH/UTH/JICA, 2002) . Maternal mortality rate is quite high at 649 per 100,000 live births,
and 1s one of the worst in Afiica (USAID, 2001).

2.7. Infant and Under-5 mortality rates are 114 and 202, respectively, out of 1,000 live
births, which are higher than the average (92, 169) of sub-Saharan Africa. Over 600,000
children are orphans; this is projected to rise to 1.6 million in the next few years. Factors like

L)



Increasing poverty, increasing incidence of AIDS and parasite resistance against chloroquine,
contribute largely to deterioration in the health status of children (JIFM, 2000). Malaria, acute
respiratory tract infections, diarrhoea disease, and vaccine-preventable diseases continue to
dominate child morbidity and mortatity (HMIS, 1999). Malnutrition and underweight among
children under 5 years of the age remain high. Percent of stunted children was at high rate of
53%, which is worsened from the status (46%) of 1996 (MFED, 2001). Perhaps quite
predictably, these health indicators show differentiation in terms of income quintiles, as shown
in Figore 2.1 and 2.2.

Figure 2.1 Nutrition Status of Chi]drﬁ per income quantile Figure 2.2 IMR and USMR Per Income Quantile
. (1998) : ’ . {1998) '
: 350 [ :

60 &

Percent
Per 1,000 live births -

Middle

O Smnzed (%5) ) 528 a8 45.6 371 - -
B Underweight (% 16 %3 23.8 184 BIVR 1236 1338 105.) 704 65.8
moderatc) ) BUWMWR 2123 2259 1911 1911 1356
OUnderweight (% severe) 8.7 6.6 52 33 18
2.4 Demographic context
2.8 The 2000 Census estimated that the total population of Zambia was 10.5-11.1 million,

with an average annual growth rate of 2.5%. Zambia holds approximately 44% of its population
n urban areas, being one of the most urbanised in sub-Saharan Africa (World Bauk, 2000).
Migratory trend into vicinity of the capital, especially to the Unplanned Urban Settlements
(UUS) was accelerated due to the retrenchment of employees as privatisation and reform of the
parastatal firms continued.,

29 Influx of wban migration posed the local authorities great challenge in tueeting
swelling demands for social services such as provision of potable water, sanitation facilities,
health care, education, etc. Although lage discrepancies in access to safe water and adequate
sanitation between rural and urban areas has been pointed out’(WHO, 2000), this observation is
misleading when considering peri-urban context where access to social services are severely
limated.

2.10. Growing population pressure and swelling disease burden in urban poverty-stricken
areas render major challenge to Zambian Health sector. Nevertheless, the country relies heavily
on external assistance. Over 45% out of ZK209.2 billion (1998 estimated expenditure) was
sourced from external aid resources through bilateral contributions, tied, aid, loans, etc (JIFM,
2000). In such a context there seems to be a tendency that routine provision of curative services
at health faciliies outweighs preventative and promotional services, as well as in-service

* Current coverage of water and sanitation is 88% and 99% of the urban population, respectively, whilst
only 48% and 64% in rural areas.
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2.5 Description of the sector/sub-sector
2.5.1 General profile of Lusaka District

2.11. Lusaka district hosts the capital of the Republic of Zambia, -and is located in Lusaka
Province in the central part of the country. The climate of Lusaka can be broken down into three
distinct seasons: the hot and dry season (August to October); the hot and rainy season

(November to April); and, the cold and windy season (May to July). The district has surface area
of 360 km?, and is a home for 1,102,413 people, which 15 10.7% of the total population of
Zambia (CSO, 2001). That makes exceptionally high population density of 3,065 people per
square kilometre, as compared to the national average of 13.7 per sq km. According to a WHO

estimate, 19% of population in Lusaka is estimated to live in UUS (WHO, 2000). There are few -
credible sources existing on migration trend of population settled in Lusaka unplanned areas.

Average annual population growth rate for Lusaka District recorded slight increase at 3.8%",

compared to 3.6% between 1980-1990 (CSO, 2001; JICA, 2001).

2.5.2 Disease pattern in Lusaka District

212 The following tables show some data reflective of health status of children under 5
years of the age. Health status of children in Lusaka District is reflective of nation-wide
situation. Priority diseases to be addressed are malaria, respiratory tract infections, diarrhoea,
pneumonia, intestinal worms, malnutrition and vaccine preventable diseases such as measles. It
cant be inferred that many of these diseases have to do with poor sanitation and water quality,
and that much can be done through promotional and preventative interventions.

Table 2.2 Top 10 Causes of Morbidity (Under-5 Children)

Ne - - 1999 e C 2000000 . . - 22001 June -
Causes Cases | Incid Causes Cases | Incid | . - Causes . Cases | Incid
1 | Malaria 65,944 | 218.1 | Malaria 80,982 | 252.0 | Malaria 84,318 | 246.8
2 | RTI . 66,385 | 134.7 | RTI 52,901 | 164.6 | RTI 51,968 | 152.1
"3 | Diarrhoea 38,849 | 128.5 | Diarthoea 50,121 | 156.0 ; Diarthoea 44 565 | 130.5

{non-bloody) ' (non-bloody) ' - (non-bloody) ‘

4 | Pneumonia 15,528 | 51.4 | Pneumonia 21,963 | 68.3 | Pneumenia 28216 | 826
5 | Skin Infection | 10,456 | 34.6 | Intest. Worms 16,170 | 50.3 | Skinlnfection | 15,268 | 44.7
6 | Intest. Worms | 10,206 | 33.8 | Skin Infection 14,790 | 46.0 | Intest. Worms | 15,060 | 44.1
7 | Trauma 5,332 | 17.6 | ENT diseases 13,719 | 42.7 | ENT diseases | 11,525 | 33.7
8 | Skin Diseases 3,915 | 13.0 | Eve Infections | 10,968 | 34.1 | Trauma 6,417 | 18.8
9 | Anaemia _ 3,770 123 | Trauma 10,006 1 31.1 | Anaemia | 5,861 | 172
10 | ENT diseases 2,808 PEM 5968 ( 18.6 [ PEM 4878 | 143

Source: LDHMT data (2001)

* The rate showed sex differences: female 4.0% and male 3.6%.
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Table 2.3 Top 10 Causes of Mortality (Under-5 Children)

No 1998 - 2000 2001 June
Causes Death | CFR Causes Death | CFR Causes- Death | CFR
1 | Malaria 31 11.1 | Pnesmonia 23 | 16.1 | Malaria 31 12
2 i Pneumonia 30 24.4 | Malaria 17 4.7 | Pneumonia 24| 156
3 1 Diarrhoea 22 53.3 { PEM 9 69.1 | Diarrhoea 15] 252
{non-bloody) {(non-bloody)
4 1 RTI is5 17.3 | Anaemia 8 5i.6 | PEM 5| 57.5
5 | PEM 3 29.7 | AIDS 8 { 163.3 | Meningitis 312000
6 | Measles 3 17.5 | Diarthoea 7 13.9 | Diarthoea 2 92
{non-bloody) , w/ dehydration
7 | Diarthoea = - 2 14.4 | Diarthoea 5) 355 ;TB (suspect& 1| 323
] w/ dehydration : ' w/ dehydration "} confirm) | )
‘8 | Anaemia 1 8.7 | Meningitis 3| 125.0 | Digestive system 11 250.0
) S . (non-infections)
9 | Pulmonary _ I 55.6 | Pulmonary _ 2 62.5 | - _ -
(no-infectious) (no-infectious) ]
10 | Skin infect. 1| 142.9 | Measles 2 313 - ' -
Source: LDHMT data (2001) ' '
Table 2.4 Immunisation/Vitamin A coverage
Antigen 1999 . - 2000 _ ZQDl June’
. Target Coverage Target Coverage Target Coverage
BCG . 65% 45% 65% 76% 80% 67%
OPV3 68% 36% 68% T8% 75% 88%
DPT3 ) 68% 56% 68% 86% | 75% 71%
Measles 62% 44% 62% 59% 70% 51%
Fully immunised 1 : '
{0-11 months) 95% 44% 95% 101% 98% | 48%
Vitamin A (6mon-6vr) 50% 94% 90% 69% 0% 89%
Source: LDHMT data (2001) ‘
Table 2.5 Nutntion Status of Under-5 Children
. 1999 2000 2001 June
' Ind_lf:ﬂtor ‘No % No I % No %
Total no of children weighed | 400,665 " 421,884 320,778
No children below lower line 52.756] -7 a6307| % 38304 | 2%

Source; LDHMT data (2001)

2.13. Child health services provision may require some boost. Although the year 2000
coverage for fully immunised children under 12 months recorded 101%, general coverage is still
Jow. Among the under 5 children who attended growth monitoring programmes, one out of ten
were malnourished. '

2.14. One should note that most of the data presented above is Institution-based, ie. not
based on community-based sample surveys. Therefore, these data include only those who seek
services at public health centers.

2.5.3 Water supply and sanitation situation of Lusaka District

2.15. The situation analysis preceding to the formulation of the Peri-Urban Water Supply
and Samitation Strategy revealed that water supply and sanitation services in peri-urban areas are




poor, inadequate, unreliable. According to the Lusaka District Health Management Board
(LDHMB) Action Plan 2002, sixty percent (60%) of the population in Lusaka District have
access t0 piped water, whilst the other forty percent (40%) of the population in Lusaka uses
shallow wells. Use of shallow wells can be typically seen in these expanding unplarmed
compounds. The capacity of existing water supply system (from 33 boreholes and the Kafue
River), provided by the Lusaka Water and Sewage Company (LWSC), has been quite
insufficient both in terms of quality and quantity, resulting from contamination due to badly
maintained supply and drainage facilities, as well as growing population pressure.

2.16.  Only one third of the city enjoys excreta and liquid waste disposal system. Residents
in unplanned settlements use pit latrines, often shared by several households. Ventilated
Improved Pit (VIP) latrines are also used in the areas, although few in number. Some, if not
most, of these conventional pit latrines in unplanned compounds are temporary structure
without permanent walls, roofs, or septic tanks. Drainage system is underdeveloped in
unplanned areas, and even if it exists, it is frequently the case that it is blocked with garbage or
mud piling up over time, due to poor maintenance. In the rainy season, these latrine pits are
susceptible of overflowing excreta waste out of pits. This together with blocked or absence of
adequate drainage, results in developing stagnant water on the streets, offering breeding ground
for vector such as flies and mosquitoes.

2.17. Solid waste management service covers only a segment of the District/City, such as
central business district, government and commercial institutions. Heaps of garbage along the
roads, markets, and open spaces are ubiquitous, and intensified in unplanned settlements where
population concentration is high. Prevalence of vermin predisposes the remdents to outhreaks of
mfecnous diseases such as cholera and plabue

254 Socuo-economlc situation in L.usaka unplanned settlements

2.18. There are limited ammount of data available on socio-economic situation in wrban
unplanned settlements.

2.19. According to the baseline survey conducted in George, Chawama and Chaisa during
Phase I of the Lusaka District Primary Health Care Project (hereafter referred to as “Phase I of
the Project”)in 1998, about three quarters of the population (77.2%) is literate. Among the above
6 years population, 17.4% have no education and 56.5% complete primary education. In another
HICA study done in Ng’ombe compound, reasons for school drop out are dominated by
economic factors (77%), some combined with demanding domestic workloads (9%). With
regard to occupation, 37.9% of people above 7 years old were working for income or had a job,
one month before ‘the survey. Most common occupations are in service sector (47.2%),
bricklaymg (19.0%) and agriculture (9.0%). More than half of the population in the three
compounds earned less than ZK 100,000 in the month prior to the survey. In other compounds,
44% earned ZK50,000 ~ 100,000, 37% less than ZK50,000, whilst 14% earned ZK100,000-
150,000 as an average monthly household income.

220.  There are differences in access to tap water in unplanned areas. In Bauleni and
Chibolya compounds, 95% and 31.2% use public taps, respectively, compared to 4% and 57%
using private taps. In areas serviced by tap water, the biggest challenges are more on
maintenance of water places, ensuring good quality and quantity of water, and adequate.



collection of monthly fees. Physical access to the water places is not much of a problem. In
some areas, and for some poor households, shallow wells, often contaminated, serve for their
needs as a source of free water. Even a water tap allocated per plot can function asa public tap,
which sometimes causes inadequate maintenatce of a water place. Most common ways of
gaj'bage_ disposal in “compound” are dumping at collection site, and burying in a pit. Whilst
majority uses conventional pit Jatrines for their excreta disposzl, the structure is usually either
temporary and/or without a roof, often stolen or vandalised.

221, In the three survey areas, 37.2% of people live in their own houses, whilst others
resort to renting. In another JICA-funded survey in Ng'ombe and Chibolya, more than half had
either Jand occupancy certificate or title deed, whilst 30.3% were renting land/housing units.
One can observe that there are quite a few number of households in these compounds with
proper ventilation. There is a general tendency.to keep windows very small and few for security
reasons. In the survey, 78.4% of the honsehold used charcoals as main source of energy.

2.6 Host country strategy
2.6.1 National development plan and health seclor strategy

2.22. Zambia does not produce 5-year mational -development plans anymore, ever since
political power shifted from UNIP to MMD regime in 1991. Equivalent to a national
development plan are independent sectoral strategies formulated and implemented by line
ministries. Nevertheless, with technical and financial assistance from the World Bank and
UNDP, the country is preparing a long-term development plan called “Zambia Long-Term
Development Vision 2025,” under which a multi-sectoral 5-year plan will be attached.

2.25. In addition to the above undertakings, Zambia drafted the Poverty Reduction Strategy
Paper (PRSP) on September 2001, which include chapters on Water, Health and HIV/AIDS.
Contents and prionty areas in the Health Chapter do not have much difference from those of
on-going Health Sector Reform and of Sector Wide Approach (SWAps), except that the Paper
stresses mote on cost-sharing and user fee component, as well as resource allocation with
consideration to issues of poverty. '

2.6.2 Heaith Sector Reform and the National Health Strategic Plan (2001 — 2005)

224, Since 1992, Zambia has been implementing series of health sector reform measures,
including SWAps, in line with a policy document, National Health Policies and Strategies’.
MoH together with CBoH are implementing agencies of SWAps at national level, whilst District
Health Management Team is responsible for management and unplementatxon of plODIaJIlJnCS
relating to services provision®.

2.25.  Two sets of “paradigm shift” characterises the Health Sector Reform. One is project -
and programumatic funding to that of the SWAps. The other is to weigh more on “service

The Strategy was approved by the Cabinet in 1992.
¢ For more information on Health Sector Reform and SWAps please refer to the Report by Ms. N.
Toyoshi, December 2001,



delivery” than “capacity development” when strategising the reform interventions. Indeed,
Zambia is one of the pioneers of the concept of the packaoe of basic services, and of the
“basket” approach7 for mternanonal donor support.

PR S, s T oo o f. L
26. The vision of the Zambian health TEI0IIII, which is also auyhxmed in the National

Health Strategic Plan (NHSP), is “to provide Zambians with equity of access to cost effective,
quality health care as close to the family as possible.” The primary strategy for achieving this
vision is through decentralization of resources and responsibilities to the district level and below.
There are four principles to gnide the reforn process, as shown in the Box 2.1.

)
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2.27. . In lne with the sai('i Policies'-and Stfrat(?gies, Box 2.1: Four prin ci'p'l es un derpinning
a National Health Strategic plan -is periodically | the Zambian Health Sector Reform
revised to articulate present needs which require focus. | ¢ '
The Strategy has five objectives, which are: = 1) Leadership-building the capacities of
‘ ' ' _ the health providers at the various
Equal access to health services: _ levels of operation .
Im £1if ) 2) Accountability—for the quality of the
provement of life expectancy; services they provide, and in terms of
Improvement of environmental health; " 'their - responsiveness to  the
Promotion of healthy lifestyles; and, . communities they serve
. . L ] 3} Partnership—bringing  together a
Provision of quality medical services. positive relationship between and
_ among, all elements who interface in
' . . ] ~ health service
2.28. Public hea!th priority areas _for the II_;H;Si 4) Affordability-which emsbraces the [§
(2001 — 20(?4) w?reildennﬁed as below by the Healt twin objectives of a more efficient |
(Pre) Appraisal Mission (JHAM, 2001): utilisation of available resources and
1. Malaria; , ~ the mobilisation - of additional
: ) resources in support of the health
2. I—HV/ADDS/STI, sector
3. Integrated reproductive health; -
4. Child health;
5. Mental and oral health;
6. Improved public health surveillance and epidemics control; and,
7. Promotion of safe water, hygiene and sanitation.
2.29. In order to address the above priorty areas, main challenges irclude:
v Redressing unsatisfactory quality of services;
v Delivering within limited Jocal financial resources; .
v Meeting increasing demands due to changing delnogfaphic and disease pattemns; and,
v Redressing differential access to and utilisation of health services.

7 Currently, basket funding approach is not in place at the national level, but only at the district level.
District Basket resources are monitored by the Health Sector Committee, consisting of CBoH, MoH,
NGOs, and Donor Agencies.
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2.6.3 National strategy for water and sanilation secior

2.30. Government of Zambia Jaunched the water sector reform in March 1993, with the
growing recognition that the sector has been failing to deliver an acceptable level of service to
the urban, peri-wban, and rural conummiiies and that the failure was more due to institutional,
legislative, and organisational weaknesses. This reform process is coordinated through the
Programme Coordination Unit (PCU), which 1s an inter-ministerial committee meeting chaired
by the permanent secretary of Ministty of Energy and Water Development. The PCU meets
every quarter discussing all issues of water supply and sanitation.

2.31.  The National Water Policy, which was | Box 2.2: Seven principles underpinning
adopted by the Government in 1993, outlines the | the National Water Policy (1993)
seven principles {Please refer to Box 2.2) for the
refonn process to follow. There is also the National
Water Supply and Sanitation Strategy for Rural and
Pen-urban Areas in Zambia, which was Jaunched in
1998. The Strategy outlines institutional
arrangements for water and samitation provision in
the rural and perinwban - areas, financing
arrangements and advocacy issnes. District Councils,
under the Ministry of Local Government and
Housing (MLGH), owe decentralised government
responsibility for provision of water supply and
sanijtation services. '

1. Separation of water resource
" management from water supply and
sanitation

2. Separation of regulatory and
executive functions

3. Devolution of authdn'ty to local
authorities and private enterprises

4. Full cost recovery in the long run
Human Resource Development
Jeading to more effective instirutions

6. Technology appropriate to more
effective institutions

2.32.  The Strategy stresses promotion of an 7. Increased GRZ priority and budget

mtegrated partnership among sanitation, health and spending to the sector

water supply sectors, of demand-responsive and
comununity-based approaches, as well as greater prominence over behavioural change than
provision of facilities. In rural settings the government has adopted Water, Sanitation and Health

Education (WASHE) concept® as the basis for its intervention strategy, and implemented in 65

out of 72 districts of Zambia.

2.6.4 National strategy for school health and nutrition

2.33. Ministry of Education (MoE), under the Basic Education Sub-Sector. Investment
Frogramme (BESSIP), has recently embarked on the comprehensive program on school health
and nutrition called “Focusing Resource on Effective School Health (FRESH).”

2.34.  The FRESH has four prionity intervention areas:

1 Improvement of water, sanitation, and hygiene practices;

2 Provision of health and nutrition education within Life Skills;

? WASHE isa commumty-focused framework in providing water and sanitation services. Service
delivery function of water and sanitation is handed to community-based organisations such as D-WASHE
committee by whom planning, implementing, managing and monjtoring of water and sanitation will be
carried out. ‘

10
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Draft guideline of health and nutiition for teachers and children was already developed.
Information is to be disseminated regarding nutnhon, hygiene, HIV/AIDS and other key
issues ; and,

4 Formulation of school health related policy.

2.35. Piloting of the FRESH approach has been completed in two districts of Eastern
Province, and the approach is ready for replication to other districts, but not including Lusaka.
‘The draft National School Health and Nutrition Policy has been completed and will be in
circulation for comments. In addition, a guideline on how to incorporate health and nutrition in
school curriculum is to be printed soon. MoH and MoE have collaborative relationship through
MoU, (e.g. MoH cadres training MoE teachers on health and nutrition issues), whereby the
MoH provides technical expertise that the MoE requires to umplement health-related
interventions, : : '

2.7 Prior and ongoing assistance

271 Commu'nity—based health/sanitation programmes

2.36, Under the Health Sector Reform, a large number of programs/projects have been
implemented for a long period in Zambia to promote community-based health and sanjtation
activities. With the assistance from various external support organisations, various commmunity
cadres were trained in the past and are working for the community. These cadres include, among
others, Numtion Promoters, Child Health Promoters, Traditional Birth Attendants (TBAs),
Community Sanitary Workers, Peer Educators, Community-Based (family planming) Promoters,
Comumunity Health Promoters, and Comumnunity Health Workers (CHWs)’. According to the
Health Act (1993), Neighbourhood Health Committees (NHCs), which exist per zone and per
Health Centre catchments, are to fanction as overall coordinating body of the above-menticned
cadres, together with the supervision of the Health Centre

237, Whether these cadres meet the demand of the community, and/or NHCs and
community based organisations (CBQs) function in accordance with the vision of the Health
Sector Reform is different depending on communities. If the activities of the Project are to be
nnplemented, it i1s important to understand how these actors are functioning and engaging in
activities and to analyse and plan how these existing structures can be utilised for provision of
comumunity-based health services.

2.38. UNICEF bas been working for the betterment of infants and young children’s lives in
Zambia, through UNICEF-Zambia Country Programmes. Much work had been done under the
Primary Health Care and Nutrition sub-programme as well as WASHE sub-programme in the
last programme cycle (1997-2001). The former had four components: a) support to the Health
Sector Reform, b) child health, ) nutrition, and d) mother and adolescent children. Child health
component, in particular, is assisting malaria confrol activities in 50 districts and made
achievement in the areas of ITN promotion, establishment of malaria sentinel sites, shift from

* Community health cadres, who are officially recognised by CBoH and supported and supervised by
public administration, are limited to CHWSs and TBAs only. The roles of CHWs are distinguished in rural
and urban areas. CHWs in rural areas are provided drug kits and engage in simple medical treatment at
health posts. In urban/peri-uraban areas, CHWs do not engage in such treatment nor health posts are
established due to budget constraint. .
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chloro'quinc to coartem, tax exemption of ITN. Regarding HIV/AIDS, UNICEF assisted four
technical working groups- established at the central government level, MTCT prevention
programmes in three districts including Lusaka district, HIV/AIDS education programme in
North western, Lusaka, Central and Southern province. Nutrition project assisted provision of
Vitamm A, supporied. legislation on marketing of breast milk alternative products and
processing of food addictive,- chﬂdren growth monitoring at health centres and communities in
eight districts.

2.39. WASHE  sub-programme supported institutional building for the programmes
combining water supply, sanitation and hygiene education in rural areas as well as direct
assistance to WASHE at community level. Assistance to the central government was aimed to
make efficient joint implementation by CBoH and MLGH of WASHE programme at province
and district level. WASHE at community level focused on integration of HIV/AIDS issue and
reduction of malaria and diarthoea cases, targeting 320 schools and 1,000 villages in 15 districts.
Major component of this sub-component was school health and integrated HIV/AIDS issue into
curriculuin and education material for grade 1-4 and 6-7 of life skill education and trained 90
teachers in three provinces. In addition, latrine construction for 1,000 households was assisted.

2.40. Under the new Country Programme (2002-2006), Primary Health Care and Nutrition
sub-programme focuses on rural and peri-urban areas in a) improving IMCI services, b)
community-based. malaria prevention, ¢) community-based growth monitoring programme, d)
unmunisation, €} promotion of good infant feeding practices, f) provision of micronutrients, g)
prevention of MTCT and youth-friendly and essential obstetric services. Under WASHE
sub-programme, two components — school health and hygiene and community WASHE — will
seek to reduce infant and under 5 morbidity and mortality through hmproving water and
sanitation facilities as well as building caregivers and parents skills in. child care. The
_ sub-programine focuses on 13 districts in Eastern and Southern Provinces.

2.41. USAID regards Zambia as one of the priority assistance countries and has been
extending its support to child survival in line with the Health Sector Reform as one of the three
major programune areas. In the past, it was quite instrumental in introducing and establishing
IMCI package in Zambia under BASICS. In 2002, USAID has a plan to provide US$ 21.6
million in support for a) expanded access to HIV/AIDS prevention services and treatment
strategies, b) sustainable community-response mechanisms for orphans and vulnerable children,
c) malaria prevention and treatment, d) reduction of vitamin A deficiency, ¢) immunisation
services, f) prevention and treatment of diahoeal diseases, and, g} other child health
mter\rennons ‘

242 Through the Zambian Integrated Health Pachaoe (ZIHP), USAID works
hand- m—hand with CBoH to support health sector reform process. USAID is assisting 12
districts'® for capacity bullding at NHCs and local NGOs as effective means of community
participation and comumunity-based health interventions. From the outset, ZIHP has the intention
to develop a package for replication across the nation by applying knowledge and lessons
gained from project implementation in pilot sites. ZIHP also effectively utilises research
findings for their programmes and is developing IEC materials on child nutrition based on

' ZIHP targets both rural and. peri-urban areas: Kalomo, Livingstone, Kabwe, Ndola, Kitwe, Chlbombo
Kasama, Mwense, Samfya, Chipata, Lundazi, and Chama.
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research results and the experiences of other interventions including JICA PHC project in
~collaboration with National Food and Nutrifion Commission (NFNC). Outputs of this effort
include curriculum/training guideline for CHW trainers’’, referral forms for CHWs, nutrition
counselling card, “child’s target weight card” to be distributed to mothers of underweight
chiidren, which are printed in 11 languages at maximum. ZIHP confined its role to overai]
technical advice and programime management with the purpose of strengthening capacity of
Zambian local NGOs. Implementing NGOs and technical support NGOs are cooperating in
project implementation at central and district level.

243 CARE International has been actively implementing many projects (18 projects as of
February 2002) encompassing many sectors including child health and envirommental health,
which are ‘also supported by CIDA and DfID. Project Urban. Self-Help (PUSH-II) was
implemented. from 1992 to 1997 as a comprehensive community improvement programme
(infrastructure development, training, and micro finance), targeting peri-urban areas in Lusaka
and Livingston district and mvolvmg 2,000 women in the poorest quantile. Fuﬂhermore CARE
International implemented a large-scale project targeting 44,000 in Chipata and 40,000 in
- George, focusing on operation and management of water supply system by community-based
organisations. Much effort was made to establish and strengthen the capacity of Resident
Development Comumittee (RDC), whjch is under MLLGH and Lusaka City Council '

2.44, Based on the experience of PUSH II, Programme of Support for } ove—ty Elimination
and Community Transformation (CARE PROSPECT) is " implementing three major
components: organisational capacity building, infrastructure improvement, and training/micro
finance. CARE PROSPECT aims to alleviate poverty by construction, rehabilitation, and
operation and maintenance of water supply facilities, health and hygiene education, construction
of toilets and drainage, and garbage collection. It also plans to include construction of
education/health facilities and education to women organisations. The programme intends to
strengthen community-based organisations to engage in such activities, particularly RDC and is
cooperating with Livingston city council and Lusaka city council. It targets 14 compounds m
Lusaka district totalling to the population of 600,000'2, ;

2.45. - George Community Empowerment Project (GCEP) is JICA-funded project managed
by CARE PROSPECT, which aims at building local capacity in, among others, water system
subscription, conununity hea]th and hyg 1ene educaﬁon and sanitation.

2.46. Moyo wa Bana (forme.r ICMR: Infant and Child Monahty Reductiou) deals with
training on case identification of community cadres, training on case management and trainers
of DHMT and health centre staff (based on IMCI manual developed in the past) and institition -
building. City Community Challenge Fund (C3 Fund) is a funding scheme for readering
support to community-based mitiatives in Lusaka district, which is administered by Lusaka City
Council. CARE International also works closely with other NGO partners such as Family
Health Trust in Zambia and ZHIP, under SCOPE OVC (Strengthening Community Partnerships
for the Fmpowerment of Orphans and Vulnerable Children), ZIHP-COMM (ZIHP
Communications and Community Partnership) and ZHIPSERVE (ZIHP Service Delivery and

“Facilitator’s Guide for Trainers of Community Heaith Worker,” ZIHP/CBoH, April 2000, Lusaka.
* These compounds include Chaisa, Chazanga, Chibolya, Chipata, Chuunga, George, Jack, John Liang,
Kabanana, Kanyama, Mandevu, Matero, Miendere and 4 Stones:Malota.
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NGO Strengthening).

2.47. JICA Primary Health Care Project (1997-2002) has been assisting Lusaka District
Health Management Team (LDHMT) to improve the overall health services provision, inclusive
of preventative, promotional and curaiive components.

2.7.2 Water supply and sanitation facility construction programme

248, In the past, donor assistance has benefited water supply and sanitation in urban areas.
African Development Bank (AfDB) financed work on the water supply and sanitation systems
in Lusaka. World Bank, through IDA, contributed US$30 million for the Urban Restructuring
Water Supply Project (URWSPY for repair and rehabilitation works for nine towns. Japan has
also provided JP¥1,280 million under the grant scheme to water supply in selected unplanned
compounds, and has aplan 10 expand into other areas in the future.

2.7.3 Various types of programs in coordination with LDHMT

2.49. A variety of partners including NGOs, CBOs, and public organisations have been
implementing small-scale programs in Lusaka district. Its types are ranging from research and
tramning to advocacy and service provision. The majority of research programs are related to
HIV/AIDS. Training, advocacy, and service provision are implemented mainly at community

level. Table 2.6 is a list of implementing organisations, target areas, and activities.

us il

Table2.6 List of stakeholders, other health providers and Gevernment Departments

rganisa

¥ '-_ <

All Heaith Centres

working together with LDHMT

ty
{Prevention and Control of Diseases and Epidemics)

Arrakan Barfacks - Under

Development and Social
Welfare

2 Army Health Prevention and Control of Cholera
the Zambia Amy Facilities " ‘

.3 Prisons Prisons Control of Epidemics

4 INational Maralia ControllAll Health Centres |Malaria Control Programme
Centre

5 [Ministy of CommunityRailway, Kamwala |Provision of food supplements

Street Kids Health Programme

All Health Centres

(CBTO)

6 iResident Development Developmental projects
. {Committees Promotion of cleanliness in markets and residental
areas _
7 INeighbourhood HealthjAll Health Centres |Health Education. Health Promotion. Identification of
Commitlees o Health Problems. -
8 |Schools (MoE) All Schools Health {Talks on personal hygiene, oral health check-ups.
eneral physical screening. environmental heaith.
IV/AIDS awareness and prevention.
8 Bwefwano Home Based|Chipata Health Care of the terminally ill. home-based care activities.
Care . iCentre - itraining of health care providers ‘ .
10 |Chelstone Chelstone Cere of TB Patients - DOTS. Follow up of the
community-based defaulters. Training f Caregivers.  Home-based
Tuberculosis  Organisation Care for TB/HIV/AIDS.  Provision of Laboratory Safety

Cabinets. Integrated management of TB/HIV/AIDS.
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Churches (Catho[

G

| Care of the terminally il
Archdiocese Chawama and
Chipata
12 [CHW/TBA Ali mealtn Centres |Health Education and Promotion. Defiver uncomplicated
deliveries. Timely referrals. Home-based care
13 iPeer Educators (Youth,|Alf Health Centres IEC. Distribution of condoms

Adults)

14

Area Councillors, MPs,
and other political lsaders

All Health Centres

Advocacy. Resource mobilisation. Decision-making.

15

TICO

All Health Centres

Prevention and Control of Cholera. Provision of portable
X-1ay & Transport services

| 16

Lions Club

Railway, Chainda

Construction of Maternity Depariment

17

Ladies Circle Number One

Mandevu HC

Construction of 1B shelter,

18

UNZA School of Medicine
& Post Basic School of
Nursing

All Health Centres

Consultancy, research and student attachments.

All Heaith Centres

Receives referred patients: Provision of Technical

19 |University Teaching
Hospital support. Nursing student attachments,
20 |Chainama Hills CollegejAll Health Centres Certificate Training in Public Heatth. Technical support.

and Hospital

2

Kara Counselling Trust

Matero Reference,
Chawama,
Kamwala,
Miendere,
Chelstone

Training Health Workers in Counselling. Voluntary
counseiling and testing sites.

22

University of Alabama at
Birmingham USA/Centers

Chawama, George,
Matero Reference,

VCT, PMTCT, Programs and HIV research interventions,

for Infection Control Kalingalinga,
Kanyama,
Chelstone,
Mtendere

23 {London School of Hygiene]Mtendere, Matero . |Collaborative research on TB and HIV

and Tropital Medicine Reference, _
Kalingalinga

24 ICMAZ All Health Centres {Training Health Workers in Post Abortion Care,
Coligborative meetings with DHMT.

25 {Zambart/Pro-test Chawama, INH prophylaxis for HIV posiiive asymptomatic patients,

Chipata, Matero  {screening  and ftreating of STls. Integration of
Reference Programme with MTCT, collaborative researc
26 {UNICEF All Health Centres {RPR testing, Mother Support groups (Breast feeding
o and nufrition). Youth friend 3! activities training of Heaith
Workers, Peer Educator and the Community.

27 |Mother Teresa's Home Miendere Clinical care. Nutrition.

28 |SFH All Health Centres IFP. Water purification through provision of chlorine for
revolving funds. Promoters of Budiza, provision of ITNs
for revolving fund.

29 iLinkages Mtendere Promotion of VCT, Pre- and Post-test counselling.

30 |Zambia Counselling Unit  Mtendere, Matero  {Promotion of VCT, Pre- and Post-test counselfing.

Reference.,
Chawama
31 |Institute of Child Heaith,iChilenje Collahorative research
University  College  of
London
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Center for se Control.{Chilenje, Chelston,
Matero Reference,
Chawama
33 Central Statistical Office [Calchment Demographic and Heaith Survey
_{populations of
: selected HCs

34 Envi[)qnmental Council of DHMT Malaria control, promotion of safe environment

ambia : : :

35 National AIDS Council DHMT STI/AIDS Activities

| 36 {University of Colombia -iChawama & Nutrition and breast feeding
Zambia Exclusive|George
Breast-feeding,  Boston
University _

37 iNational Institute of Health/{George, Chawama, |Construction- of counseliin% and consultation rooms.

U.5. Government Matero Reference, {Construction of Central Lab and upgrading of District
.Kanyama,  iLabTechnicians. Research Interventions.
Kalingalinga Clinic : Co ‘

38 |institute of Child Health, Kanyama, Matero |Research . - Antibiotics fo. Reduce
University  College  ofiReference, 1Choriomnionitis-related Prenatal HIV transmission.
London : Kalingalinga ' '

38 :Elizabeth Claser Paediatric!Miendere, Training of midwives. in VCT.  Administration of
AIDS Foundation, DHMT  |Chelston, Matero  INevirapine.

- |Reference,
Kanyama,
Kalingalinga

40 Flo_?arty International, UTH,|Matero Reference, |Midwives ToT training, Midwives training .
DEMT UTH ' -

‘41 {UAB, Bill and Melindajlusaka Detailed assessment of necessary data elements and
Foundation, DHMT, UTH functional requirements of an electronic perinatal

medical record system. Electronic Perinatal Record
System to be improved.
42 |National Institute of Health/{UTH, All Health  [HIV Therapeutic Research,
U.S. Government Centres _

43 [UNICEF UTH, Chipata Pl\;l}TﬁT. Provision of AZT and formula. Controlled

cohort. -

44 1UABAISA, National:Matero Reference, [VCT for couples in Prenatal Settings, PMTCT, Programs
Institute of Heaith Kanyama, UTH  iand HIV research interventions.

45 |Boston University, (Chawama, George, |Research on likelihood of Post Natal MTCT through
Columbia’ University, UTH ‘ Exclusive Breast Feeding Program, on the magnitude of
University of Alabama at increase in non-HIV related under 2 year mortality
Birmingham, National atiributable to cessation of breastieeding at 4 months,
Institute of Health/USA development of culturally acceptable and sustainable

_ breast feeding community education program based on
: ~ ithe above research result
46 |- Chilenje Health ~ IKAP of infant feeding among mothers and fathers,
Cenlre and UTH - imeasurément in Zambia 9-month-old infanis and relate
- to infant feeding practices :

Source: LDH MT Actibn Plan for the Year, 2002.
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3. Problem to be addressed: the current situation

Following the description of the institutional framework of the health service system in general and
Lusaka District in particular, Chapler 3 identifies “high morbidity and. mortality of children” as |
the core problem to be tackled by the Project. The analysis further identifies the causes at
family/community, health centres, and LOHMT as leading 1o the core problem. There are five
factors at family/community level negatively influence childe health: malnutrition, Iate case |}
recognition, poor environmental health, poor child care, and HIV/AIDS. These factors i
contribute to prevalence of diseases among children, namely, measles, diarrhoea, malaria, and
ARI Despite this prevalence, health centres are unable to manage the cases appropnately
LDHMT has difficulty In supporting community based health activities

3.1 lnstitut_]bnal framework for the health sector in Lusaka District

3.1 The section reviews the institational framework of th.e health care services in Lusaka
District with reference to (1) institutional framework of the health care service system and (2)
Lusaka Dlstnct Health Management Team (LDHMT).

3.1.1 Institutional framework of the health care services

3.2. The structure of health care services is characterised by two parallel structures: (1)
popular representative structure (Neighbour Health Comumittee, Health Centre Comunittee,
District Health Management Board, and Hospital Management Board) and (2) technical
structure (District Health Management Team, Hospital Management Team, and MoH/CBoH).
The health care service delivery system is defined in the National Health Strategic Plan.

' Table 3.1 Type and function of health facilities and organisation

“Health posts

One health post is established per 500 households/3,500 people in rural areas and
1,000 households/7,000 people in urban areas to cater the service of health post
package of care and outreach activities,

Health centres

The health centres in urban areas cater its service for a catchment population of
30,000-50,000. Tn rural areas, a population of 10,000 or an area of 29 kilometre

_radius is covered by a hezlth centre. The services of health centre include normal

delivery, basic inpatient services in addition to the predetermined package of care.

District/First ievel
referral hospitals

The institution js the first level referral of care with outpdtient and inpatient
services with the specialities of surgery/obstetrics, medicine/paediatrics, basic

! iahnratr\nafy_raw enr\);nn 2 nondatinn r\FRﬂ NN ')nn ann.

Second level referral
service (General
hospital}

The hospital is a service provider of OPD internal medicine, general surgery,

gynaecology/obstetrics, demtal, psychiatry, paediatrics, expanded laboratory/
X-ray, and training of medical staff, with a catchment area of 200-300,000
population.

Third level referral
service (Central

Central hospital is the third level referral of care with specialised medical care
and teaching hospitals, serving a catchment population of 800,000 or above. The

hospital} - services include OPD, general surgery, gynaecology/obstetrics, internal medicine,
paediatrics, ICU, laboratory and X-ray department, research department, and
training of medial staff.

Ministry of Ministry of Health is mainly responsible for policy guidance and strategic

Health/Central Board
of Health

planning. Central Board of Health, on the other hand, implements the
government’s health policies.

Source: Joint Identification and Formulation Mission for Zambia (2000)
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3.1.2 Lusaka District Health Management Team

3.3. LDHMT is responsible for the operation and management of the health services of
Lusaka District and assigned the following functions.” '

Provide managerial and technical support to health centres and 1% referral hospitals;
Mobilise and distribute resources to health centres and 17 referral hospitals;
Provide training to staff in health centres and 1 referral hospitals;

Lead and coordinate the work of NGOs and other stakeholders in the District; and
Analyse district infonmation and provide feedback to health centres.

R

34 LDHMT has its headquarters, 24 health cenfres, a few health posts, and other
facilities'. Among 24 health centres, four centres are expected to function as first referral
institution'”. Although University Teaching Hospital (UTH) is the third level referral institution,
due to an absence of the second referral level institution in Lusaka District and limited functions
of the health centres, UTH receives the patients who are referred by health centres or used to
bypass the centres unti} it started to charge fees for self referral. '

3.5. The staff allocation does not meet the standard, particularly at health centre level. The
pumber of the staff at LDHMT is 73, wlulst the required number is 80. The total number of
health centre staff is 1,444, whose figure is 333 less than staffing requirement.

3.6. LDHMT’s revenue is expected to reach up to ZK12,597 million in 2002, an increase
by 67.8% from the previous year, though it should be noted that the disbursement of the central
government grant tend to delay and fail to meet the approved budget amount. The budget of
DHMT has 10% ceiling on eapital investment, which makes it difficult for LDHMT to renovate
and construct health centres.

Table 3.2 Estimated revenue and expenditure of LDHMT in 2002
{Unit; ZK million)

Revenue ' Expenditure
lTtem Amount } % - Jtem Amount Y
Grant | 11,6143 | 92.2% Community 2890 | 23%
User fee 9833 | 7.8% Health centres 8,688 | 69.0%

1% level hospital 2,497 | 19.8%
District Health Office| 1,124 3.9%
Total 12,597.6 | 100.0% | - | 12,597.6 | 100.0%

Source: Lusaka District Health Management Board, Action Plan for the year 2002

3.7. Drug purchase and procurement is critical for health care service system. Drug supply
is procured and supplied by Essential Drugs and Medical Supply Store (EDMSS) at the central

13 Zambia Nationa) Health Strategic Plan 2001-2005 Joint Health (Pre)Appraisal Missiorn, Final Report.
May 2001 .

" See Annex 8.8 for the organisational structure of LDHMT and Annex 8.9 for the list of health centres
with fanctions.

'* Chelstone, Matero Reference, Kanyama, and Chilenje are expected to function as 1% referral
institutions.
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level. The erratic distribution of drugs, combined with shortage of equipment supply, forces
LDHMT to spend the budget for Emergency Drugs and Supplies Expenditure beyond 4% of the
budget, which is the ceiling of the item.

3.2 Problem fo be addressed: the current situation

3.8. This section fust identifies the core problem to be tackled in the health sector in
Lusaka District. Causes underlying the core problem at different levels are then discussed and
analysed, umplying that the Project’s interventions accordingly address different actors and
factors.!®

3.2.1 Core problem and underlying causes

3.9. Through the analysis, the core problem is identified as “high morbidity and
mortality of children”. Although the priority of direct causes leading to the core problems is
not decided, they can be summiarised based on actors involved and causal relationship.

Diagram 3.1 Problems on child health at family/community, health centre and LDHMT level

( Factors influencing child health at familyfcommunity ] :
Poor environmental health i HIVIAIDS é“ o
e A e R —] . .... =l

M

Late case recognitian

=
e
]
o
Q
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3] 2
[+]
=
a
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Limited managerial capacity IJ.@L% -
f

- 4
- e T T
3 : T

I Direct causes 1 )

3.16.  Factors at family/community, health centres, and LDHMT are intertwined, causing
high morbidity and mortality among children. There are at least five factors at }‘bmzbr/commz.'mof
fevel, which s1gmﬁcant1y and negatively influence child health: maloutrition, late case
recognifion, poor environmental heéalth, poor child care, and BIV/AIDS. These factors
contribute to prevalence of diseases among children: measles, diarrhoea, malaria, and ARL

A1 A BT HEaRY

' Problems analysis in this section is mainly based on (1) PI'O_[CCt Cycle Management (PCM} workshop
and {2) institutional and organizational analysis workshop.
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Despite this prevalence of diseases and resultant kigh mortality, heaith cenmres are unable to
manage the cases appropriately due to a variety of reasons. LDHMT, as the management
organisation of the health services in Lusaka District, has difficalty in managing the services
adequately and supporting comumunity based health activities as a result of bottlenecks,
which 15 explained in 3.2.5.

3.2.2 Factors influencing child health at family/community level

3.11. Factors leading to the core problem (morbidity and moﬁahty of children) are funther
affected by mul‘ﬂ faceted factors

Mazlnutrition of children

1. Enough food is not available in household due to. the poverty prevalent in the
compounds.
2. Caretaker.s do not feed children properfy as thcy do not have enongh knowledge or

they are influenced by traditional beliefs.
Poor water and hygiene condition

3.12.  Although water and hygicne conditions are not identified as a direct cause of the core
problem, this factor indeed has multiple and significant impact on prevalence of diseases as is
explained as contributing factors to malaria and diarrhoea. In Lusaka District, percentage of
population with access to safe water supply is esnmated 60% Garbage co]]echon of LCC is
Iimited to business centres. : :

Increased incidence of HIV/AIDS

3.13. HIV/AIDS has two different negative impacts on child health. The first is the

prevalence of AIDS among children because of mother 1o child fransmission. AIDS is the fifth

rank in under-5 children’ deaths in 2000 in Lusaka District. The second aspect of HIV/AIDS is

poor child health care due to or; phanage resulting from death of ca:etakms or their frequent
illness.

Poor child care

3.14. Poor child care is caused by /imited lrowledge o child care and feenage pregnancy,
~as well as illness and death of caretakers due to HIV/AIDS and other diseases. Poor knowledge
and care {0 child leads to late case recognition on child’s illness by caretakers.

Late case recognition

3.15.  Caretakers do not have enough health knowledge, resulting in late case recognition of
children, leading to late referral to a health centre and high case fatality rate. This is caused by
any or a combination of inactive health information provider (NHC, CHWs, etc.), limited access
to media, belief in tradition. ' ' '

3.2.3 Priority diseases of children

3.16. The factors described above lead to high incidence of the diseases among children.



Malaria

3.17.  Health data of LDHMT proves that Malaria is the top killer of children in Lusaka
District. This is caused by a combinaﬁon of several factors.

L I/éclor control is not properly conducted becanse of limited ﬁmdmcr of the government
agencies and lack of community participation. :
2. Drainage facilities are not well dey eloped and maintained due to hmited funchng and
community contribution.
3. The utilization rate of insecticide treated net is low either becanse it 1s unaffordable or
unavailable, : :
4. In addition to poor hygiene condition in the compounds, cases of malaria are poorly
managed and rapid development of resistance to affordable chloroquine o
5. High rate of urbanisatioﬁ leading to unplanned housing and development, which
results in poor hygiene conditions ' ' ' '
6. Changing climate pattern favourable to mosqmtoes

Measles
1. Children are not appropriately vaccinated due to poor management of cold chain,

erratic supply of measles vaccination, syringes, and needles, community’s lack of recognition on
the importance of immunization. Coverage ratio of measles immunisation is 59% in 2000 in

Lusaka District, whilst those for BCG, OPV3, and DPT3 are 76%, 78%, and 86% respectively.
2. Childrens imnunity is adversely affected by malnourishment. _
3. Housing condition further exacerbates children’s imnunity as a result of high fertility

and small house plot, which resulfs in congestion in the house.
Diarrhoea

1. Many people in the compounds use coniaminated water as they can not afford safe
water or due to a lack of knowledge on treating water. Contmmnated water leads to diarrhoea
particularly among the vulnerable group, children. ‘

2. Absence of proper garbage collection and disposal, inadequate vector control, poor
conditions of toilets all contribute to the increased number of vector and rodeni, which in turn
contaminates water and food, leading to diarrhoea.

ARI

3.18. Prevalence of ARI increases in cold weather season from June to July, dusty season
from August to October. Furthermore, low immune status combined with malnutrition and
overcrowding in the house contributes to high prevalence of ARI

3.2.4 Health centre level
Poor case management

3.19.  Health centre is the entry point of medical services to the compound residents. At this
level, factors negatively coniributing to case management capacity .at health centres are many,
Low skill of health centre staff, poor case history from caretakers, inadequate medical
equipment and drug, congestion of health centres, and lack of integrated health care services
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are somne of these factors identified.
3.2.5 LDHMT level

3.20. Althongh the issue of LDHMT's capacity and roles was not explicitly discussed in the
PCM workshop, factors within and outside LDHMT are analysed here to complement the
problems analysis of the health sector in Lusaka District, which is described in 3.2.1 t0 3.2.4
and to identify sirengths and weaknesses of LDHMT and opportunities and threats in the
surrounding environment.!” The result of the analysis is incorporated into the strategies and
activities for capacity building of LDHMT to support health centres and CBOs, which are

detailed in 5.2.2 and 5.2.3.
External factor analysis

3.21. Factors in the external environment are analysed with reference to four typical issues!
demand, supply, policy/regulation, and cooperation/competition.

Diagram 3.2 External factor (opportunity & threat) analysis of LDHMT
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3.22. The demand for community-based health care service and water/sanitation service is

tagh, implying that LDHMT’s services in this area would be in high demand if they are of high

"7 The analysis in this section is based on the outcome of the discussion in the workshop with LDHMT
staff. : '



quality and efficient.

3.25. Despite the existence of huge demand, it is unlikely that LDHMT can offer the
above-mentioned services as supply and allocation of the resource is Huzited due to the fact that
the primary responsibility of infrastructure development such as water and sanitation rests with
Lusaka City Council.

3.24. In policy/regulation area, an absence of law enforcement on public nuisance is
identified as a threat. It has a risk that LDHMT’s effort to tackle this issue may be hindered by
lack of law enforcement. According to LDHMT, efforts are being made to have Lusaka City
Council delegate this activity to LDHMT,

3.25. Regarding competition/cooperation with other actors, the picture is mixed. Decline of
CHWs™ motivation is regarded as a potential threat to community-based health activities due to
heavy workload, lack of recognition and/or lack of appropriate incentives, though it is the major
driving force of the activities.

3.26. Ministry of Education (MoE) embarked on the comprehensive program on school
health and nutrition under the Basic Education Sub-Sector Investment Programme (BESSIP).
Thus demarcation of MoE and MoH/CBoH is not clear in school health though the latter is
providing technical assistance to the former’s progran.

27 Seme NGOs {e.z. CARE Intermational). who are also working in some of the
compounds, may be taking different approach in their community-based health projects. It is
worthwhile looking at the similarity and difference and identifying measures to accommodate
the difference and avoid potential risks."®

(]

Intermal factor analysis

3.28.  Factors inside the LDHMT are analysed here to assess strengths and weaknesses. It
specifically focuses on critical factors in the organization.

¥ See 4.4 Special consideration for the discussion of this issue.

]
(W3]



Diagram 3.3 Intemal factor (strength & weakness) analysis of LDHMT

LDHMT Internal factor analysis
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3.29.  The analysis of intermal factors within LDHMT shows some major strengths and
weaknesses.

1. Weak communication and relationship between LDHMT and health centres
2. Weak management system (transportation, drug and equipment supply, health information)
3. Low possibility of investing in infrastructure development (e.g. health centre rencvation -
and construction)
Expansion of community based health activities as a major output
Implications of external and internal factor analysis
3.30. From the result of analysis of internal and external factors, it can be assumed that

LDHMT has produced significant outputs in community based health activities, meeting the
demand in the compounds despite its major organisational weaknesses such as weak
management system and communication and cooperation with health centres. The issue to be



examined here is why this was made possible. It can be inferred that the achievement in
community health activities may have been heavily dependent on the effort of CBOs and health
centres as the strong ties between them is identified as strength of LDHMT and also confirmed
from the field survey conducted. In other words, there 1s much room for LDHMT to strengthen
its capability, which in tum enhance the activities in the community through improved support
to health centres and CBOs.



4. Project strategy

commmunity cadres to provide essential hezlth services. Sustainability measures are the central

Lo e i T Ty

concern of the Project Stretegy. Emphasis will be placed on effective use of participaiony fools
and processes triggered thereby. Another sustainability measure is about esfablishing
effective and systematic link among policy makers, healih management, service providers and

service recipients. !

The Project’'s uliimate vision is to establish a sustainable community-based struciure for '5
|

4.1 Project strategy
4.1.1 How the Projecl tries to achieve the vision

4.1. This Project, in summary, is an attemipt to curve downward trends of health status of
infants and children under 5 years, through expanding and sustaining knowledge base and
capacity of the people. Poverty-stticken communities in unplanned wban settlements are focus
of this Project. As such, the Project will emphasise more on preventative and promotional
aspects of health services provision than on curative aspects, averting burdening of the poor
with health-related expenses.

43, The key question, and also a major challenge of this Project, is how community’s
motivation to provide and manage health-related information and services can be created,
supperted and sustained afier capacity is built among community cadres and CBOs. This is
especially exigent in urban setting, where there is an inevitable diversity among neighbouring
residents, and cohesiveness or solidarity among community members is weak or difficult to
develop.

4.3. Phase I of the Project was able to overcome the said difficulties, through training of -
CBO members and Health Centre staff, together with long-run follow-up supports by the Project
experts. However, the achievements in turn invited inflated demand and higher expectation from
beneficiaries, putting a good deal of stress on CBOs and Health Centre staff. For the CBO
members to respond to such demands, therefore, more substantive support from the
management is required.

4.4 In order to address this aspect, Project interventions will try to empbasise establishing
effective and systematic link between health management and beneficiaries. Capacity building
will not only concentrate at the conununity level, but involves actors at various levels, in order
for different actors to be able to perform their parts. These actors include community cadres
such as Community Health Workers and Nutrition Promoters, other CBOs, Health Centre staff
providing support for CBOs, as well as LDHMT providing technical backstopping to Health
Centres.



Figure 4.1 PROJECT STRATEGY: Strengthening essential Linkages betwsen different levels. .
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4.1.2 Institution building ~ building capacity at various levels
4.5, Comvmunity members..... This Project will place utmost importance on community

participation. The term community participation, in this context, embraces two meanings. One is
that members of the community is trained, mobilised and supported to plan, implement and
manage community-based health activities. The other is that incentives required for selected
members of community to provide services are, to the extent possible, generated at the
community level. There are observed willingness or hope among the members of the
community to improve living environment they are swrounded by, indicating that there are
some opportunities for social mobilisation. '

4.6. Commu}zig:-based organisations..... . The Project will seek ways in which various
commumunity cadres, especially CHWSs and Nutrition Promoters, can continue to play instrumental
roles in health education, social mobilisation and community-based services provision.
Motivation level among community cadres is quite essential in this context. Thus, the Project
will pilot self-sustaining income generating venture, in the form of health facilities un by CBOs
as a way to generate incentives for community cadres'®. For such community-based activities to
be sustained and its quality maintained, proper recognition and moral support from the health
anthorifies combined with monitoring and management by capable bodies are required. In this
regard, the Project will facilitate strengthening of a coordinating and monitoring body, e.g. NHC
CHWs, Resident Development Committee (RDC), and/or Health Centre, which is in position to
assist community cadres, and its managerial capacity to be built.

>

2

4.7. Health Centres..... The above-mentioned efforts at the community levels entail close

1% Please refer to Anmex 8.7 Matfers fo be considered: suggested health facilities in a community for more
information on this initiative.




‘supervision, moral, techmical and material supports by a health institution located in a
community. The Project will also support capacity building in‘leadership/super\rismy skills for
relevant Health Centre staff. Regular reporfing fo and negotiation m particular demands with the
LDHMT are among crucial function to be played at this level.

4.8. LDHMT..... Each Health Centre is swrounded by catchment areas with different

environment and conditions, which may make standardised institutionalisation of
community-based health services provision quite difficult. As the same time, considering the
fact that community participation is such a fragile entity, one cannot emphasise enough how

systematic and stable suppoit from the management/administration is indispensable for its

swrvival. Therefore, Project interventions to these several Health Centres need to be closely

monitored and supervised at this level, for technical backstopping, moral and material support,

as well as facilitation of potential cross-fertilisation of lessons learnt from different catchments.

4.1.3 Capacity building, follow-up support, seli-reliance building as a package

4.9; In the past, many comumunity capacity building ventures in the form of intensive
trainings could not secure sustained effects, spreading too thinly at the community-level. Some
argue that it is due to managers’ inability to follow-up on training activities, and/or mere
shortage of funds/technical suppoits to implement follow-up activities. Others attribute the
failure to insufficient coverage of curriculum and/or to the lack of confidence among the
trainees to practice what they acquired.

4.10, In order to overcome such hurdles, the Project intends to take stakeholders, especially
those at the community level, the way through a course of self-reliance building:

@ Parficipatory needs identification and action planning, such as Participatory Planning
and Action (PLA) tools and Participatory Hvgiene and Sanitation Transformation .
(PHAST), will be applied in order to promote community participation;

@ Community action plans emanating from such process can be initially supported from
the Project resources in terms of financial, material, and technical inputs, in order to
build confidence and maintain motivation among the members for community
autonomous activities; and

)

Activities promoting self-reliance, such as skills development in project planning and
proposal wiiting, financial, institutional management and democratic leadership skills
need to be introduced in a timely manner. '

4.11. Technical .cadres from the health system shall also be equipped with skills and
confidence in order to provide continuous supports to the community cadres, Again, establishing
effective and sustainable cost recovery and incentive generation mechanisms will be an integral
component of the Project.

4.1.4 Targeted entry points to the community

4.12.  In the Planning Workshop camied out using the PCM method, the participants
identified both environmental health and growth monitoring promotion plus (GMP+) combined,
to be the most pertinent issues to be dealt with by the Project. The Project will consider the



above two issues concerning child health as targeted entry points-to the community:
environmental health and monitoring of childhood illnesses. Priority given to these two areas is
high, as mostof mortality and morbidity are caused by water-borme and vaccine preventable
diseases. Equally, strong demand and interest in these two areas by community members are
observed, indicating that they can serve as stimulants to active participation by the conununity
members. Information, education and comumunication (IEC) activities are considered to be
cutting across the different components of the Project.
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4.13, Lusaka District Health Management Board (LDI—H\/[B) together with Hospital
Manaoement Board, 1s responsible for the provisicn of a basic package of health care to the
people of Lusaka. At the same time, the Board is to carry out primmary health care activities to
plan for and implement health promotion and preventive activities. Twenty four (24) Health
. Centres in Lusaka District, among which several Health Centres will be drawn as Project sites,
are under direct supervision of the Board, and its operational arm, LDHMT. Components of
essential package to be provided at the district level, and at the Health Centre level (in-house
and outreach) are shown in below boxes.

4.14.  Aseas of mtervention that is dealt with in the district health system include, but not



limited to: 1) Information, Education and Communication; 2) Reproductive Health; 3)
HIV/AIDS ‘and STDs; 4) Child Health; 5) Malaria; 6) Tuberculosis; 7) Clean Water, Hygiene
and Sanitation; 8) other integrated PHC activities; 9) Training, Supervision and Support; and,

10) Parmerships.

SUPPORT SUPERVISION

lechnical supervision and
suppori of HCs/posts

IEC
procurement and
development, District-wide
Initiatives e.g. Mass Media
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Inter-sectoral Planning and
Preparation, Supplies,
Rapid Response VTeam
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introduction of ITG,
PHP/CHF, specialised
training,.CDE training

PROMOTIVE ACTIVITIES
paifent education on malaria,
preghancy, HIV/AIDS/STDs, TR,
childhood diseases, malnulrition,
safe water/poor hygiene and
sanitalion, elc.

HMIS, Quality Assurance, Health
Systems Research, Integrated
logistice assessmeni, with NHC,

PREVENTIVE
ACTIVITIES
chemo prophylaxis, ANC, FP
counselling/STD screening,
VTG, condome, immunisations,
GMP-+ nutrition counselling, Vit A
supplemants, iodised salt

ACTIVITIES
NHCs, NGOs, Missions,
other groups, Col, private
sector, other ministries
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- CURATIVE ACTIVITIES:
diagnosis + freatment, referral, ITG
case management, lab tests,
TB-DAOTS, delivery, PNC + newborn
care, IUD / Nomlant removal,
treaiment of HIV oppartunistic
infections

patient education on malaria,
pregnancy, HIV/AIDS/STDs, TR,
childhood diseases,
malnutrition, safe waterfpoor
hygiene and sanilation, eic.

4.15,

PREVENTIVE
ACTIVITIES
chemo prophylaxis, ANC, FP
counselling’STD screening,
VTC, condoms, immunisstions,

GMP-+ nutrition counselling, Vit - [:

A supplemerits, isdised salt

CURATIVE ACTIVITIES
home-based care, pelient/at-risk
pregnancy follow-up, TB-DOTS

S T T P pp e TP e

SUPERVISE CHW/TBAS
technical backstopping
PARTNERSHIP

assist NHC and CBOs

In the cowrse of almost a decade-long Health Sector Reform, much authorities in

determining particular contents of the service package are given to the DHMT level, so far as
decisions made at this level does not contradict with the MoH/CBoH policies, gnidelines, and



rules and regulations®. As such, the LDHMT will hold managerial and umplementation
responsibilities of the Project.

4.2.2 Project advisory and management structure

4.16.  An advisory committee will be set up in Japan to provide necessary technical support
and overall advisory to the Project, as and when needed. In case the Project reguires much
timely policy/technical backstopping, relevant local technical forums may be consulted (please
refer to the next section for more information). In addition, it may request through JICA Zambia
Office such assistance from a technical advisor who will be designated in the Mimistry of
Health.

4.16. The Project will also require a management/steering committee that wili guide and
supervise the process of planning, implementation, monitoring and intemal evaluation of the
Project. Quarterly steering meetings can be held to discuss specific Project matters. The
committee may also be represented from members listed under the “Person in Charge” cohunn
in the Plan of Operations, assisted by the Chief Advisor and other JICA experts. In view of the
fact that functioning weekly management meeting is in place within the LDHMT, and with the
interest of collaboration and coordination among different LDHMT projects, it is also suggested
that the Project may refer its day-to-day managerial/supervisory matters to the existing
comumittee, and JICA Project staff to be providing a member(s) to the meeting.

TT M a

4.17.  In terms of the financial execution, JICA Project Coordinator is expecied to
collaborate closely with the LDHMT administration. Financing arrangements, including cost
. sharing, will be a result of careful discussions between the two parties.

4.2.3 Coordination with other relevant organisations

4.18. Whilst key issues addressed in the Project such as nutrition and environmental health
require multi-sectoral approach that involves the MoH/CBoH, MoE and local authorities nnder
MLGH, programmatic and technical coordination among different ministerial bodies has been
weak, both at national and district levels (JIFM, 2000). Notwithstanding, management of the
- Project may require technical and policy-level consultations and advises from the central
-administration, as it contains new initiatives, e.g. piloting bealth facilities or health posts in
urban settings. The management can also beneﬁt from experiences in other districts, which have
similar challenges and initiatives.

4.19. Thus, for the purpose of exchanging information and views among other similar
projects/programunes, the Project, represented either by a management member or Japanese
experts, will actively participate in both national and district-level forums concerning child
health and envirommental health. Relevant forums include, the Inter-Agency Coordination
Committee on Child Health (IACC-CH)*, meetings facilitated by the Programme Coordination

™ Despite its de jure autonomy, there is a general tendency where DHB/MTs through Provincial Offices
often consult matters that may not require approval at the higher level, but that may need attention and
advise from central level.

1 Inter-Agency Coordination Committee on Child Health finctioris as 2 national-level body to menitor
different child health projects/programmes, as well as plan, run and manage occasional joint activities.

_81.7



Unit (PCU}? under the Ministry of Energy and Water Development, as well as other
appropriate district-level coordination committees concerning child health and envirommental
health™. Various coordination activities with concerned governmental and donor agencies that
require central-level discussions can be dealt with at this level.

4.20. At the same time, the Project will require a fonum for much more involved technical
and policy-level discussions. In this regard; the Project can both contribute to and benefit from
taking part in a forum such as the Nutrition sub-group under the IACC-CH, and other similar
technical forums. If there is such a need, establishment of a technical forum at the district level
may be considered by the Project inanagement.

4.3 Special consideration
4.3.1 Inter-sectoral coordination on éhvironmental health

4.21. Tt is observed that there are potentially unhelpful segregation and/or duplication of
efforts imade by two vertical structures in the area of envirommental health. One administrative
line comes from the MLGH through local councils down to the registered RDCs™, whilst the
other line flows down from the MoH/CBoH to NHC?

4,22, General demarcation is that the institutions under the MoH structure deal with
promotional functions of water and sanitation area, as shown in Box 4.1, whilst those under the
local authorities take charge in supply of piped water, management of Water Comunittees in
localities, management of excreta and liquid waste disposal as well as solid waste disposal.

Box 4.1: Water and Sanitation related interventions by institutions under the MoH:

v provision of health education in schools and comnunities on clean water, hvgiene
and sanitation . : _

v promotion of commmunity actions to protect water supplies and encourage
construction of latrines _

v provision of technical assistance to comumumity-initiated projects on latrines,
protection of water source, and well construction N

v improvement of health facilities, and, testing of water samples for reporting to the [
LWSC B ' o

4.23. Confusion tend to occur at community-level, where there are overlapping, if not

# PCU is an inter-ministerial committee, which meets every quarter and functions as a discussion forum
on all issues of water supply and sanitation.

¥ District Development Coordination Councils (DDCC) are to coordinate multi-sectoral development
programmes in their Jocality. Nevertheless, this system functions in some locality whilst in others separate
coordinating bodies beyond DDCC are created (FJIFM, 2000).

* RDCs, under the Societies Act, are legal entities charged with coordinating development activities at
the settlement level.

** NHCs, established under the Health Act, are legal entities charged with coordinating heatth-related
community-based activities as well as organisations/groups at zone/unit and catchments levels.’



competing, roles between RDC and NHC to coordinate and support comumunity-based groups
working on garbage collection, latrine and drainage construction, as well as daily management
of the public and private water taps. This particular issue also relates to the need for
coordination and potential collaboration with other donors supportmcr local authorities such as
CARE p1 ojects.

424, In order to address this issue, there are policy-level discussions under way on potential
administrative changes that involved the MLGH structure, which scope include coordination
structure with the MoH?. As potential confasion, if not division, among community members
and community-based organisations can be a threat to positive process of community
participation and transformation, the Project Management should carefully monitor
development of this policy dialogue. Open dialogue between these different sectoral institutions
at national, district and community levels need to be facilitated in order to come up with
adequate coordinating structure.

4.3.2 Incentives to Qommunity—baéed organisation

4.25. - Under Phase I of the Project, monetary and in-kind incentives did play a major role for
the CHWs to work harder and longer hours. However, we have also come to leamn that
 discontinuation of incentives had major negative effects on CHWs, e.g. de-motivating their
active participation, accumulation of frustration, etc. Also learnt was' that non-monetary
incentives, especially intangible ones given in the forn of recognition by the health authorities
as well as appreciation by the community residents, were ‘quite essential, if not sufficient for
drawing voluntary contributions from CHWSs. Thus, incentive provision, whether monetary,
in-kind or intangible, should be carefully examined before their infroduction, as it has a
potential to create dependency on a provision which may not continue aftel the PleeCt 5
termination, or even to spoil thriving volunteerism?’. '

4.26. As an integration of incentives into recurrent budget of LDHMT may not be realistic
at this stage, incentives should be generated at the community level. Sustainability of incentives
needs to be sought from the planning stage. Initial support from the Project to manageable and
profit-making activities may be advisable.

4.27. The Project considers an option of institutionalising a provision of free health care-
services at health centres to CHWs and their families as fringe benefit. This is an option
requiring relatively small initial investment cost and the decision of implementation is in the
domain of LDHMT’s authority. The Project needs to review the experiences of similar efforts in.
other regions and plan practical and effective measures to introduce the option.

* For more information on this issue, please refer to “Summary of Key Findings and Recommendations:
Institution Building emd Local Governance related to Development in Zambia Peri-Urban Settlements,”
Lusaka City Council and CARE Zambia, July 2001,

7 For more information on lessons learnt from experiences in George Compound please refer to Annex
8.6 Lessons Learnt from community-based GMP- in George compound.
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5. Project design

Based on the analysis of problems in Chapter 3 and in line with the strategies formulated in |}
Chapter 4 1o address the probiems, the Projed is designed, comprising Overall goal, Froject ﬂ
purpose, Ouiputs, Activities, Inputs, and Importani assumptions. To realise Project purpose
“improved health status of under-5 children in sefected health, four Oulputs are selected in the f&
areas of capacity building of LDHMT, Community-based growth promotion, environmerital
health, and case management and community referral, sach of which addresses the causes
leading to the core problem at different levels. After the completion of the Project and with
continuous commitment and efforts of LDHMT in cooperafion with the concemed parties, the
Overall goal is expecied to achieve “improved health status of under-5 children in Lusaka District”.

5.1 Overall goal

5.1 Overall goal is the development effect expected as a result of the achievement of
Project Purpose. Overall goal of the Project is “Improved health status of under-5 children in
Lusaka District”. Although any particular target age of children was not specified at the initial
stage of PCM workshop, the Project was decided to focus on the most vulnerable group of
children, i.e. under-5 children. It is also assumed here that after the Project has produced
expected outputs and achieved the Project pwpose in selected health centre catchments,
LDHMT takes an initiative to replicate the activities in other parts of Lusaka District and realise
Overall goal.

5.2 Project purpose, Ouiputs, and Activities
5.2.1 Project purpose

5.2. Project purpose is the goal that is expected to be realised by the completion tume of the
Project. As the Project selects several health centres .catchments for the target areas of
intervention, the Project purpose is defined as “Improved health status of under-5children in
selected health centres catchments”. Six health centres’s catchments (George, Ng’ombe,
Chipata, Mtendere, Chawama, and Kanyama) are tentatively selected as project sites in
discussion with LDTMT. This selection may be reviewed and tevised as needs arise and In
reference to the selection criteria,”®

5.2.2 Outputs and activities

5.3. Outputs are intermediate goals that are expected to to realise the Project purpose and
clarifies the measures for its achievement, To address the problems described in Diagram 3.1
and achieve the Project purpose, four ocutputs are selected in the Project. As Diagram 5.1

% The selection criteria discussed with LDHMT are: (1) where public health problems such as cholera,
dysentery and other child diarrhoeal diseases are prevalent; (2) where burden of disease is relatively
heavier, and/or poverty is prevalent; (3) where there are observed problematic patters of health-seeking
behaviour; (4) where institutional capacity building was done by Phase I of the Project; (5) where cther
donors® projects/activities are still weak in the similar area of interventions; (6) where there is a
need/opportunities for enhancing community participation; and/or, (7) other criterion/criteria as agreed
upon in the Project’s Steering Comimittee.



indicates, each output addresses the bottlenecks inherent i family/community, health centres,
and LDHMT levels.

5.4. 1t is worth noting here that no direct output is included to address the issue of
HIV/AIDS in the Project, though it is recognised in the problems analysis that it has negative
impact on child health in the form of mother to child transmission and prevalence of orphanage
due to deaths of caretakers. The Project, however, tackle this issue by integrating measures into
the activities of the outputs. Such measures include: awareness raising and facilitating of
behavioural change through IEC focusing on HIV/AIDS, door-to-door health education, health
talk at GMP+ sites or other places by CHWs, and training of health centre staff. This issue is
further discussed in 5.4.3 regarding efforts being made outside the Project.

Diagram 5.1 Relationship between problems and outputs

g
HIVIADS [

'--% - y F‘ Eoels

Community referral
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Malaria i

— - Capasity building
C for support of HCs

Case Management

Output 1 Community-based child growth promotion (CBCGP) is enhanced

1.1 Develop community based child growth promotion(CBCGP) package at the level of
the District

1.I.a  Develop guidelines on and monitoring & evaluation system for community based child
growth promotion .
1.1.b  Develop and revise training manual for CBCG
1.1.c Develop Materials for GMP+ (training guide, training manual, counselling cards, tarry
form, register book and [EC materials) '
1.2 Conduct household survey and register under 2 children
1.3 Analyse demand for CHWSs and NPs with stakeholders
14 Conduct capacity building
l.4.a  Conduct TOT for DHMT and Health Centres staff in CHWs/NPs training
1.4b  Train community members as CHWs and NPs
1.4.¢ Onent trained CHWs and NPs to an adopted approach of GMP+
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1.4.d Conduct refresher workshop for CHWs and NPs

1.4.e Strengthen capacity of NPs in nutrition counseling
1.5 Conduct GMP+ and follow-up activities
1.6 Conduct monitoring and evalvation

1.6.a Train DHMT and health cestre staff in monitoring and evalnation

1.6h  Conduct monitoring and evaluation foIIowmg the guidelines

1.6.c Conduct evaluation meeting at each level of the District, Health Centre and CBOs
1.7 " Develop IEC suateoles and promote utilization of [EC activities

1.7.a Develop IEC strategies’

1.7b  Conduct [EC activities o
1.8 - Share information and experience on community based child growth promotion
activities - ‘

1.8.a Hold joint meeting for CHWSs and NPs

1.8b Conduct field tours for CHWs and NPs within and out of Lusaka

1.8.c " Initiate coordination meeting with stakeholders & donors

3.5. Phase I of the project observed an increase of participants in community based GMP+
activities. This activity is well sustained through (1) active participation in GMP+ of CHWs
with practical ]\nowledoe gained through 'six-week training programn, (2) supporting supervision
of the health centre and (3) community’s recognition on the role played by CHWs. This activity
is extended to other areas of selected health centres catchments, aiming to expand the coverage
of vaccination, detect mainourished children at early stage, and take follow-up actions.

Output 2 Community-based environmental health services are improved

_ 2.1 Strengthen capacity of George Envirommental Health Committee to ensure sustainability
+ 2.2 Develop PHAST guidelines and training, manual including visual aids
2.3 Conduct capacity building
2.3.a Conduct TOT for DHMT and HC staff on PHAST approach
2.3.b Hold PHAST workshop and identify priority needs on envirommental health in line with
child healih
2.4 Support CBOs to plan and implement their action plans to address priority needs -
2.5 Conduct monitoring and evaluation fo]lowmg the guidelines :
2.6 Develop and camry out IEC activities concerning envir onmental hea]th and personal hygiene
In communities
2.7 Support cholera control and prevention prograrmne m the community
2.8 Held annual workshop for water and sanitation with stakeholders

5.6 Water and sanitation is regarded as priority issues, as they are especially vulnerable to
environmental hazards in air, water and soil due to premature immune system and detoxification
mechanisms. Contaminated water and exacerbated bygiene condition could lead to high
incidence cases of water bome diseases, malaria, and others among under-5 children. IEC
component aiming at nurturing preventive and hygiene beliaviour among young generation is
also incorporated, responding to increasing dempand on youth to act as caretakers of smaller
children, largely due to the nnpact of AIDSZQ

5.7. PHAST was used as a tool of participatory analysis and plémiing for Improving

** There are reporis pointing out.that impact of the ep:demxc 18 bemc felt as chanomo family structure
and patterns of traditional socialisation.



hygiene and sanitation conditions in George compound. The George experience. revealed that
the approach helped the residents identify and priority hygiene 2nd sanijtation issues and
motivated them to form the task group to work for dealing with them. In addition, cost-sharing
scheme was built in community activities. The committee formed actively pursued external
funding after acquired the skill in project proposal writing. To complement the community
efforts, IEC activities are introduced to facilitate behavioural change of people to maximise the
impact from improved hygiene and sanitation conditions. :

Output 3 Capacity of case identification and community referral for under 5 children is

developped

3.1 Conduct IMCI workshop
3.1.a Train instructor for IMCI at LDHMT
3.1.b Conduct IMCI workshops for LDHMT and Health Center staff
3.1.c Train CHWSs and NPs in commumnity IMCI
3.2 Develop referral systemn between HCs and community
3.2.a Review and develop “Referral Forms™ from cormmunity to HCs
3.2.b Promote utilisation of “Referral Forms” _
3.2.c Establish effective feedback system from HCs to CHWSs
3 Establish community health post for community referral :
3.3.a Conduct feasibility study on health facilities run by CBOs to serve as communty
referral points .
3.2.b Implement Pilot nrojer‘t of these health facilifies
3.3.c Replicate facilities in other areas

5.8. Late case recognition of diseases at family/community level is identified as one of the
leading causes to high morbidity and mortality among under-5 children. CHWs and NPs assume
additional responsibility for case identification and referral from community to health centres.
To assist them engage in the task, effort will be made to establish facilities to be operated by
CBOs as not only community referral point but the source of income generating, Furthermore,
the referral between community and health centres is complemented by the use of “Referral
Forms”, establishment of feed back system, and education to parents.

59. This output is also intended to assist health centres in upgrading ‘their capacity in
1dent1fymg and taking proper care of sick children. Combined with strengthened capacity of
case identification and referral af commmmity level, the output is expected to contribute to
lowering of casc fatality rate of priority diseases among children.

Output 4 Capacity of LDHMT to support Health Centres & Commu_mt)—Based
Organisations (CBOs) is strengthened

4.1 Institutionalise system of support to CBOs

4.2 Assign LDHMT staff to coordination & supervision of conununity based health activities
4.3 Train LDHMT staff and Health Centres in coordinating CBOs and handling commumty
based activities

4.4 Conduct monitoring for implementation of commumty activities on Action Plans of District
and HCs

4.5 Conduct capacity building for NHC members in leadership and management of community
based activities

4.6 Conduct institutional building for CBOs



4.6.a Conduct capacity building for CBOs to ensure sustainability
4.6.b Strengthen financial capacity of CBOs

5.10. The Project aims to assist LDHMT in building the capacity to support health centres
and CBOs, which contributes to sustaining of community-based health activities. LDHMT is
expected to assign the staff for the Project, which enable him or her to acquire the skill in
managing the activities and continue to do so after the completion of the five-year Project. In
addition to the assignment of the staff, and with the assistance of the Project, LDHMT is to take
an imtative on' strengthening its capacity by appraising the current management system and
formmlate a plan to mitigate bottlenecks in the system and assist health centres and CBOs.
Among others, LDHMT specifically aims at devising a mechanisin to support and snstain the
motivation of CBOs.

5.3 Inputs
5.11. Japanese and Zambian sides contribute in pufs to the Project in the following manner.
5.3.1 Inputs from Japanese side

5.3.1.1 Experts

5.12. Project leader, project coordinator, community health, health plamming and
management, participatory methodelogies, IEC, equipment and maintenance, monitoring and
evaluation. If necessary, short-tern experts in other areas will be dispatched by JICA.

5.3.1.2 Provision of the equipment
5.13. Equipment is to be procured and provided regarding the Project activities.
5.3.1.3 Training in Japan

5.14. Tramees are to be dispatched to the training programs in the fields pertaining to
community health, environmental health, and others.

5.3.1.4 Funds for hiring local consultants and Project Personnel

5.15. Funds for hiring local consultants, who will perform specific time-restricted technical
tasks, will be allocated within the Project budget (Please refer to Amnexes 8.6 for more
information).

516. In addition, local Project Coordinators/Assistants may be hired to assist routine
administrative and programmatic undertakings.

5.3.2 Inputs from Zambian side
5.3.2.15taff allocation

5.17. Counterpart staff, who has overall responsibility of coordination and supervision on
the Project’s activities, will be assigned in the LDHMT.



5.3.2.2 Buildings, facilities and equipment

5.18. Office cost at LDHMT, expenses for adminisirative cost, budget for continuation of
achievements of the Project are borne by LDHMT.

5.4 Important assumption and risk analysis
5.4.1 Overall goal level

# Political and social stability is maintained

e

5.4.2 Project purpose level

#>  Donors’ funding should be maintained at acceptable level

> Envionmental health/housing conditions in the compounds in Lusaka District are pot
worsened

5.19. Zambia heavily depends on donor’s funding and contribution to its finance for its
development budget, approximately 45% imn 1997 and has not changed significantly in 2000
(JIFM 2000). Donors’ contribution influences Zambia government to sustain their development
efforts. Donors have been supporting Zambian heaith reform. Unless the policy does not change
due to the change of the government, for example, it is unlikely that donors reduce the
assistance to the health sector, though it should be bome in mind that there used to be a
significant discrepancy between commitment and disbursement of donors’ funding. In addition,
the funding to district level is increasing, which is in line with the government policy and the
Memorandum of Understanding signed in November 1999. Crude estimate reveals that province
and district received 47% of the total budget in 1998 and 55% in 1999.

Table 5.1 Donors’ commitment and disbursement (1995-2000)

Unit: 000 USS

Year Commitments Disbursement

1995 46,063 33,163
1996 44,736 42,199
1997 64,463 49,205
1998 53,611 30,322
1999 35,502 41,297
2000 59,698 N/A

Source: JIFM (Volume 2, p. 28, 2000)

5.20.  Population growth of Lusaka District reaches 4% whilst the national average ratio is
2.9% (CSO, 2001). Dissolution of mining company and dependence on rain fed agriculture,
both of which Jead to unstable income in the rural areas may be contributing factors to the
growth. Although donors and NGOs are supporting to the MLGH and Lusaka City Council for
capacity building in water and sanitation, the trend of population growth and the capacity of
MLGH and Lusaka City Council in managing the issue need to be carefully monitored to check
the conditions of environmental health.

[ 3]
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5.4.3 Output level

»  Purchasing power of household income does not decrease significantly

5.21. Purchasing power of household income needs to be carefully and regularly monitored
by the trend of market commodity price and statistical data. Recent price hike of mealie, from
ZX¥25,000 to ZK45,000 per 25 kilogram, hard hit the vulnerable group. As there does not seem
to be cheaper alternative staple food, this price hike is likely to reduce household expenditure on
health and other non-food items. Though the govermment has started to import maize from
overseas, which is expected to change upward trend of the price, the trend of mealie meal price
needs to be continuously monitored.

5.4.4 Activity level

¥ Assurance of stable supply of essential drugs, equipment, consumables, vaccines and
: micronutients is secured at Health Centres

>  Adequate number of staff at DHMT and Healtly Centre levels is secured

» CBoH disburses CHIF fund in timely manner

5.22.  The Project is aimed to build the capacity of LDHMT to assist health centres and
CBOs for their activities. Though procurement and supply of drugs, equipment, - and
consumables such as spray for cholera control is critical as LDHMT’s function to support health,
centres, there 15 occasional shortage of supply. As Output 4 partly, if not comprehensively,
addresses the issve, the sitnation of procurement and supply to heaith cenires needs io be
regularly monitored. -

5.23. As mentioned in 3.1.1, the number of staff does not meet the standard, particularly at
health centres. The total number of health centre staffis 1,444 in Lusaka District, which are 333
Iess than staffing requirement. Although EDHMT has a diffieulty in increasing the number of
staff under the present financial constraint, it can make an effort to upgrade the skill of the staff
by, for example, IMCI training, though change of the staf‘f number would have significant
impact on the health serv:ce provlsmn

_ 5.24. Community - Health Inmovation Fund (CHIF) is managed by CBoH and targets
innovative health activities. Most of the fund are disbursed to water and sanitation related
infrastracture. Although the data is not available regarding the timing of disbursement, LDIIMT
needs to watch the timing of disbursement and take a necessary action if disbursement of CHIF
funding is delayed.
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6. Project justification

The Project is justified in terms of refevance, effectiveness, efficiency, expected results, and
sustainability. The Project has much refevance as it reflects the priority needs specn‘” ied through
the padicipatery planning process and health policy documents. The Project is effective as it
targets the most vulnerable group: under-5 children. Efficiency of the Project is ensured by [
targeting the group of approximately 180,000 population, which goes beyond reduced morbidity
and mortality to increased productivity and income. The Project is intended {0 achieve the results §
of (1) incorporating the lessons from the Project inte national health policy and (2) establishing
mechanism and capacity of relevant institutions at dlsfrlct level. All of these results lead to
sustainable provision of health services.

6.1 Relevance
6.1.1 Public benefits and equitabiiity

6.1. The Project is well justified as investments into the public sector by the following
three traits. One such trait is that it aims at strengthening of social service/welfare sector ina
context of premature market economy with limited spending power of constituencies™. To date,
public health institutions remain the principal health services provider in Zambia, after having
gone through almost a decade-long deliberate transformation into market-ortented economy. At
the same time, the Project Jocuses on preventative and promotional component, which is less
likely to be covered by the private sector. It shall be safe to assume that the situation would
continue to be so in the case of preventive and promotional services provision, as well as
services for under-5 children®'. Hence, it essentially is of matters in the public domain,

6.2. Secondly, the Project is about a quest of the public administration on fow best the
civil minimum can be guaranteed to the vulnerable population: in this case, as described in’
Chapter 2.2 and 2.5.3, residents in urban poverty-stricken areas. Its very intention of targeting
vulnerable and disadvantaged areas derives from jdea of faimness and equity.

6.3. . Thirdly as pointed out in 4.2.1and 4.2.3 the Project connotes a potential of expanding
the package to other peri-urban area in and outside of Lusaka District, avoiding mlfau'ness
between the initial Project sites and other areas with similar conditions. -

6.1.2 RESponsiveneés to local priorities and needs '
6.4. Formulation process of the Project was guided and informed by the followings:

Health Sector Reform and the National Health Strategic Plan (See 2.6.2);

2002 Action Plan of LDHMB

Lessons learnt from the former PHC Project as well as othex relevant projects;

A rapid needs assessiment survey in selected Health Centre catchments; and,
Objeciive-oriented planning process with participation of various stakeholders in

Lhh & Wk

3 For more information on the topic of poverty and social developmert, please refer 1o Chapter 7 of the
"Report by the Research Group on Development Assistance 1o Southern Afvican Region: Part 4 Zambia
Mam Report,” December, 2000, JICA.

' GRZ maintains free service policy for services relating to child health, which assummoly motwates
users to use public health facilities.
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Lusaka District (See Chapter 5).

6.5. Among them, an “objective-oriented planning process,” facilitated by the PCM
method, enabled analysis of underlying causes of the manifested problem, 7. high incidence of
under 5 children’s morbidity and mortality in wban voplanned settlements. The subseguent
objective analysis. could then concentrate on redressing issues identified, followed by the
alternative analysis which resulted in selection of feasible and most effective options. The result
of the workshop were also supported by desk reviews and a follow-up rapid study in the model
sites. The strategy/design of the Project was formmlated in order to respond fo the local needs
and priorities identified in the above-mentioned processes.

6.1.3 Relation with Japan's aid policy

6.6. The Government of Japan has been assisting Zambia for its development with special
emphasis on six priority areas: (1) promotion of private economic activity, (2) improvement of
access to quality health care services, (3) improvement of access to quality primary/secondary .
education and technical/vocational training, (4) steady expansion of agricultural production
through assisting small scale agriculture, (5) improvement of access to safe water, and (6)
environmental conservation,* '

6.7. Regarding improved access to health care services and safe water, Japan is extending
its assistance to the primary health care services, aiming at reducing infant and maternal
mortality in Zambia throngh a combination of various assisiance schemes. Thus the Froject
complies with the priorities set by Japanese aid policy with Zambia.

6.2 Effectiveness
6.2.1 Logicality of the plan

6.8 As Diagram 3.1 shows, problems are observed at family/community, health centres,
and LDHMT, all of which are leading to high morbidity and mortality among under-5 children.
Activities of the Project’s outputs address problems at each level except the issue of HIV/AIDS,
which is assumed to be dealt with by other interventions. The Project incorporates the capacity
building of LDHMT, which is aimed to ensure that the activities of the Project surely lead to the
achievement of outputs and Project Purpose and sustain the positive umpacts.

6.2.2 Proper level setting of the Project Purpose

6.9. Project Purpose adequately addresses the core problem and leading causes of under-3
children’s morbidity and mortality, whose seriousness is affirmed by the LDHMB’s Action Plan
2002. Indeed, the objectively verifiable indicators are determined to reflect the goal of the
Action Plan,

6.2.3 Important assumptions

6.10. Important assumptions are selected and analysed in 5.4, though there siill remains
uncertainty and lack of information in some assumptions. Such assumptions are to be carefully

%2 JICA (2000), Srdy for Japan's official development assisiance 10 Southern Afvica, Vohmne 4, Zambia
Main Report, p. 123 :



monitored during the Project period. The Project needs to be revised if important assumptions
become unlikely to be met.

6.3 Efiiciency
6.3.1 Cost vis-a-vis outputs/benefits

6.11. With the inputs indicated in 5.3, the Project attempts to prevent diseases or control
sowrces of infections for 87,919 children under 5 years of the age in selected health centre
catchments (i.e. 20% of the total population (439,596) of tentatively selected catchments of six
health centres). The number of beneficiary would become larger as the Project has a component
of water and sanitation and its positive impact extends to adults and children older than five
years of age. The Project also recognises itself as being an integral part of, and as a contributor
to, a larger framework of public health interventions,; such as roli-back malaria, tuberculosis
control, HIV/AIDS programme, etc.

6.3.2 Cost vis-a-vis impact

6.12. Possible impacts include (1) reduced morbidity and mortality,- (2) increased lifetime
income and/or productivity of those who have recovered, and (3) reduced medical expenditure
which otherwise would have been spent, though it is not possible to come up to EIRR or FIRR
as these expected results canmot be quantified in currency tenms. Furthermore, the components
of primary health care, especially preventive measures are cost efficient comnared with curative

11’163.8111‘63.33
6.4 Expected results
6.4.1 implications for the health policies

6.13. In addition to the outputs and purpose stipulated in the Project Design Matrix and its
expected nnpacts, the Project will seek ways to contribute to the further improvement of health
policies. Initiatives under the Project are in many ways about finding answers to long-asked
questions in the field of primary health care: what does it look like and how can it be achieved
to have an effective and sustainable community-based services provision in peri-urban setting?
Such initiatives include introducing conmummity-based emvironmental health related services
with good cost recovery, self-reliant community-based growth monitoring services, defining
roles and functions of district health management team to best render supports to
aforementioned activities, and, introducing and establishing cost effective health referral
points/posts in peri-urban areas.

6.14.  Lessons leamnt from the Project undertakings will be shared in appropriate
policy-related forums for discussion. When such lessons are found useful and thus incorporated
nto policies and guidelines, it will open up possibilities for other locations with similar
predicaments to benefit from the experiences, thereby maximising impacts of the initial inpnts

** See Economic Institute of World Bank (1981), Economics for Health Sector Analysis for cost
comparison of health care services. Per capita cost of curative service costs $7 (in case of Turkey), EPI
$0.05 (Indonesia), water and sanitation $2.70 (Sub Sahara Africa), and supply of nutrition supplement
$1.75 (Indiz)



under technical cooperation scheme.

6.4.2 Contribution to institution building

6.15. Ultinate pury f the technical co
capacity of local institutions so that they can continue Generatmg positive outputs even beyond
the cycle of the Project. To this end, the Project will promote institutionalisation of
mechanisras/systems, which can generate good practices and much needed outputs. One such
mechanism is ways to generate consistent resources through comunity pamc1pat10n n order to
support and sustain health interventions at the community level. Another is to create a
conducive environment in which each actor, be it LDHMT, Health Centres, NHCs, RDCs and/or

CBOs, can be brought on board and play its role to produce synergic effects.
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6.4.3 Ripple effects on Socio-economic conditions

6.16. Decreased burden of disease on population can contribute to higher lifetime income
and high productivity, provided that there are ample opportunities for income generation. In
other words, investing into health sector can have positive external (economic) effects to
productive sectors in that it contributes to 1na>mmsmo healthy wmkforces m the future as well
as precluding external dtseconomy

6.4.4 Potential negatfve impact

6.17. The Projet:t does not expect negative impact at this stage. However, if the Project is
not careful enough in coordinationn with other external support agencies, there is a potential
threat of losing solidarity of a community (Please refer to 4.3.1 for more explanation). At the
same time, new interventions should be carefully and pragmatically designed to avoid
discontinuous and ematic patterns of services provision, in order to secure community’s
credibility and trust in health service providers (Please refer to 4.3.2 for more explanation).

6.5 Sustainability

6.18. As ah‘eady'mentioned in 3.2.5, weak linkage with health centres is recognised as a
weakness. This is reflected in Output 4 “capacity building of LDHMT™, which is intended to
strengthen LDHMT to support health centres and CBOs to sustain their commumty based health
activities. Thus, though the Project primarily focuses on sclected health centres catchments, the
component and mechaunism to sustain the activities after the completion of the Project are
embedded m the Project.

6. ]9 " As for ﬁnanma] resource to continue to- mlplement the activities or expand them to
other peri-urban areas, the percentage of the budget allocation to local authorities have been
Increasing in line with the government decentralisation policy and district basket funding, which
is explained in 5.4.1. Furthennoxe measures to generate income to sustain cormunity based
health activities by CBOs will be studied and experimented in the Project. Although the result is
yet 1o be seen, securing of sustainable primary health care activities is an underpinning strategy
of the Project.
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7. Monitoring and evaluation:

improve the design of the Project. Monitoring activities under the Project include two components:
progress monitoring and performance monitoring. Internal evaluation will be conducted twice: in @
the middle and at the end of the project cycle, using the PDM. Result of the monitoring and (§ -
evaluation activities is expected to be shared with relevant stakeholders.

Monitoring and evaluation activities are integral parts of the Project activities, and will be utilised to ’%

7.1 Integrating Monitoring and Evaluation into Project Design

7.1. Monitoring and evaluation activiies should not be an end on its own, but rather the
means throughout the Project phase to effectively maintain the Project’s relevance to the
Naticnal and District policies/strategies as well as to the issues that the Project intends to
address. As such, the following monitoring components need to be integrated into Project
design. : :

1) data collection and management;

1) institutional arrangements for managing information; and |

1i1) use of feedback from monitoring and evaluation to fine-tune Project contents.
7.2. In line with the regulation of Project-Type Technical Cooperation Schemea of JTICA, the

Project will be evalnated twice — during and at the end of the project cycle. It assesses, as
systematic and objective as possible, its design, implementation and results in light of the five
evaluation criteria: the relevance, effectiveness, efficiency, impact and sustainability of
outputs/outcomes obtained by project interventions. Again, the result/lessons emanating from
the evaluation should be utilised to propose revisions to the plan of a particular project, and
further be reflected into planning, implementation and evaluation of other similar project.

7.2 Moenitoring Procedure
7.2.1 Progress Monitoring

7.5. Progress Monitoring refers to ongoing check-ups by the Project Management on
whether the activities stipulated under the Plan of Operations (PO) are executed/implemented on
schedule. The Plan of Operations can be a good.tool to administer monitoring procedures at this
level. ‘Implementers’, as stipulated in the PO, can report the progress they made to “Person in
Charge’. The Person in Charge of these activities can raise issues, as they arise, to the Project
steering committee, or LDHMT management meeting if it requires urgent attention.

7.2.2 Performance Monitoring

7.4. Performance Monitoring refers to occasional measuring of performance attained
through implementation of the Project. Measurement shall be done against targets as stipulated.
in the PDM as objectively verifiable indicators. Benchmarks or base-line data should be
obtained by the Project either from an independent survey or existing secondary information,
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7.5. It is expected that the Project Management share the result of performance monitoring
with broader andience through aforementioned forvms.

7.3 Evaluation Procedure

7.6. Mid-term evaluation will be conducted in the middle of the 5-year Project Cycle. In
light of QUTPUT indicators and PROJECT PURPOSE indicators, as appropriate. Based on the
result of the Mid-term evaluation, project strategy(ies), directions and components are reviewed
and discussed for change. Again, the result of the mid-term evaluation be shared with broader
andience for the purpose of obtaining technical and policy-level advises.

7.79. At the End of the Project Cycle, Project will go through evaluation applying the
Plo_;ect Cycle Management (PCM) method™. External impact evaluation may be considered
addittonally, in order to draw lessons learnt from the Project experiences, if considered nseful.

** Please refer to FASID publication on PCM — Monitoring and Evaiuat_ion for more details.
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8. Annexes

8.1 PDM

8.2 Plan of Operations

As attached.

8.3 TOR for the Long Term Japanese Experts
8.3.1 Chief Advisor

Liaison: Director District Health

Tasks:

(1) To gather and maintain information concerning wider policy framework under the ongoing
health sector reform through reviewing documentations produced by the CBoH, Ministry of
Health and SWAps-related groups, and attending relevant meetings both at pational and
district levels;

(2) To explore ways in which the Project can be best contributing to wider arena in the health
sector;

(3) To explore ways in which the Project can share information, establish cooperation and/or
collaborattve relationships, with and among other stakeholders, e.g. relevant governmental,
. non-governmental, and international organisations;

(4) To advise on directions of the Project based on the above undertakings;

(5) To direct and supervise Project staff (Japanese and local) in order for different components
of the Project to produce maximum synergic effects; and,

(6) To- direct and supervise Project staff’ (Japanese and local) to produce the Project’s action
plan and annual report.

Qualification: Adjustability to socio cultural énviromnent of Zambia
8.3.2 Project Coordinator

Liaison: Manager, Administration

Tasks:

(1) To manage administrative matters including finance, accouﬁting, personnel (local staff),
coirespondence with JICA headquarters and resident office, procurement and contracting;

(2) To manage and facilitate public re]atiohs;

(3) To assist the Chief Advisor with the task specified in (2) and (3); and,
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(4) To monitor progress of implementation schedule as stipulated in the Plan of Operaticns.
Qualification: Adjustability to socio cultural environment of Zambia

8.3.3 Expert in |
Liaison: Professional staff through LIDHMT’s Project liaison officer
Tasks

(1) To gather and maintain mfonnation concerning policy framework(s) under the relevant
sub-sector(s) through reviewing documentations produced by the CBoH, Ministry of Health,
Ministry of Local Governmental and Housing, and SWAps-related groups and attending
reJevant technical meetings both at national and district levels;

(2) To explore and advise the LDHMT on ways in which community-based organisations can
initiate, implement an sustain health-related activities;

3) iTo provide technical backstopping on various training activities in the area of IMCI (case
~management of service providers and community-based case identification and referral),
GMP+, and PHAST approach;

(4) To explore ways in which the Project can be best contributing to wider arena in relevant.

technical sub-sector(s) such as child health, nutrition, water and sanitation and community
participation; and,

{5} To {facilitate shan'ﬁg of mformation, establishing cooperative and/or collaborative
relationships with and among other stakeholders, e.g. relevant governmental,
non-governmental, and mmternational organisations.

Qualification: Public health, adjustability to socio cu]t_ﬁral environment of Zambia
8.3.4 Expert in Health Planning & Management |
Liaison: Manager, Planning & Development

Tasks:

(1) To assist the Chief Technical Advisor in gathering and maintaining information concerng
wider policy framework under the ongoing health sector reform through reviewing
documentations produced by the CBoH, Ministry of Health and SWAps-related groups, and
attending relevant meetings both at national and district levels;

{2) To provide technical advises to LDHMT on ways in which the Project can be best
contributing to wider arena in the health sector reform as well as the dlsmc‘r-level health
admunistration;

(3) To provide techmical backstopping to the review, planming and implementation of the
enhancement of the LDHMT’s management system to support community-based health
interventions;
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(4) To provide technical backstopping to LDHMT on the process of introducing
community-based facilities as referral points; and,

{5} To advise and facilitate ;nanagement trainings of LDHMT staff.

Qualification: Knowledge on health economics is preferred. Adjustability to socio cultural
environment of Zambia

8.4 TOR for the Short Term Japanese Experts

8.4.1 Expeﬁ in Monitoring and Evaluation

Ta.sA';s':

(1) To train and advise relevant LDHMT staff in data gathering and monitoﬁng methodologies;

(2) To design tools by which the health centres can easily record and analyse health information,
in reference to the “Health Management Information System: Indicators,” published and
updated by the Directorate of Monitoring and Evaluation, Central Board of Health;

(3) To train relevant heaith centre cadres in the application of the above tools; and,

(4) To provide technical backstopping to ensure the data of Objectively Verifiable Indicators are
regularly collected and compiled for monitoring and evaluation of the Project.

8.4.2 Expert on Participatory Methodologies
Tasks:

(1) To provide technical advise and assistance to cadres who obtained ToT training in PHAST
under Phase 1 of the Project, for appropriate follow-up actions;

(2) To provide ToT training in participatory methods such as PHAST to additional cadres, if
considered necessary; and,

(3) To provide technical backstopping to operations of LDHMT and Health Centre staff’ on
community-based participatory process, institutional building, and other relevant issues
COTCEeming coRunuity participation.

8.4.3 Expert on IEC
Tasks:

(1) To provide technical backstopping to relevent IEC cadres to design behaviour change
communication interventions on child health, hygiene education, and case identification for
the comumunity; and,

(2) To provide technical backstopping to relevant TEC cadres to design behaviour change
communication interventions on health and hygiene practices for the schools.
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8.4.4 Expert on equipment of maintenance
Tasks:

(1) To provide technical backstopping to relevant LDHMT/Health Centre cadres to design
cost-effective operation, maintenance and management plan; and,

(2) To train relevant Health Centre cadres on in-house operation, maintenance and management
issues.

8.4.5 Experl on other areas

There may be needs on short-term experts in other areas, which need to be considered as and
when required.

8.5 TOR for the Counterpart Personnel
8.5.1 Liaison Officer (in Community Health)

It is suggested that the LDHMT designate one person as a liaison officer for the Project, who
will work together with the Japanese experts to oversee progress of the Project. The person is
expected to have a background on Community Health as well as certain managerial experiences.

8.5.2 Locally Hired Project Staff

Two Project Coordinators/Assistants can be hired under the Project to assist day-to-day
administrative and programmatic undertakings under the Project, if considered necessary.

8.6 Local Consullants

The Project will promote use of local consultants to be complementing Japanese Experts in
providing technical supports to the Project. ‘Some of the areas identified for support by local
consultants inclnde:

8.6.1 Baseline Survey

Based on the agreed Objectively Verifiable Indicators in the Project Design Matrix, the Project
is required to gather baseline data, which will be used as monitoring and evaluation purposes.

8.6.2 Feasibility Study on community-based health facilities

The study needs to be cairied out in order to determine feasibility, scope and contents of the
planned community-based facilities. The result of the Study will be presented to CBoH and
MoH as a basis for management decision to be taken on this issue.

8.6.3 Capacity building in HMIS

Importance of reliable data to inform directions of health interventions cannot be
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overemphasised. In this regard, the Project will require an effective model of capacity building

at the health centre level, for further application by the LDHMT. In so doing, the consultant can
design a model of capacity building in line with the “Health Management Information System:
Indicators,” published and updated by the Directorate of Monitoring and Evaluation, CBoH.
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8.7 L.essons Learnt from community-based capacity building in George co'mpoun/d

In this section, lessons drawn for general strategic imatters are summarised. More concrete
lessons are attached in the next page, together with corresponding points for consideration under
Phase 1I of the Project.

Tku'ough interventions under Phase I of the Project, capacity was built among CBOs (especially
m CHWs) to effectively carry out community-based GMP+ activities, owing much to a
comprehensive module with practical components, enhanced by penodic refresher/skill up

Courses.

Residents seem to come to trust and rely on CHWSs as community resonrce persons on health
matters, which increased expectations/demands for services to be provided by CHWs. Good
channel of communication between the HC staff and CBOs exist, though leaving some rooms
for improvement. What kept commmunity-based c,rowth monitoring plus activities going owed
much to exceptional dedication and commitment from HC staff and CHWs, and growing felt
demands for community-based services. However, such motivation remains too fragile and
delicate 1o sustain with the comvent conditions suryounding the CHWSs, entailing enhanced
systematic support to CHWs in order for them to live up to the expectation of community
members. Nevertheless, supportive links between the LDHMT and HCs and CBOHfMoﬂ was
found rather weak — risk factor to the sustainability.

n Linking the health system at different levels...

Seek material, Seek material, Seek policy &'
Seek techrical  and managerial, technical
services morat  supports technical supports &
Give trusts & recognition supporis allocation

Provide Provide Provide Provide ToTs, Provide
information & guidance & guidance, managerial, poficy,
accessible coordination training, moral, technical & technical &
services technical & material financial

- material support support supports

Recognition and moral support from the health system play a major role as CHWS’ iicentives.
The opinion that such recognition be substantiated with monetary and in-kind incentives exists
among CHWs, perhaps due to the point-incentive system introduced during Phase I of the
Project. There is a need for the health management to come up with and support sustainable and
effective ways to generate incentives for the CBOs, either monetary, in-kind or in-tangible
forms.

In the area of environmental health, Phase I of the Project achieved significant outputs, whose
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process can be used to similar activities in Phase II.

1. PHAST r
approach _ PHC project recovery proposal
2. Participa- 2. Upgraded 2. Supportof writing

tion from technical skil Lcc 2. Approach
wide 3. Labour & S | to extemal
spectrum of material funding
communities contribution ) organisations

In planning stage, PHAST approach was used to facilitate community members’ participation
in identifying problems im envirommental health, planning activities for solution, selecting
options, monitoring and evaluating. It also led to the establishment of George En\r].ronmenta]
‘Health Committee (GEHC), which identified priority issues and started actions.

Phase | project also succeeded in securing participation of conunittee_ members from wide
spectrum of the community. Koshu Fee Paying Toilet Committee have members from the
Lilanda market where the toilets are constructed, church, school, the private sector, LCC, and
NHC. Members of GEHC are from CHWS, church, George water committee, NHC, NP, etc.

The Phase I project did not.only support facilitation of PHAST approach but continued to
support the implementation of the initiatives of the community by financial and technical
assistance. Financial support was granted to construction of drainage, VIP toilets and other
mfrastructure. Community members attended technical training program such as bricklaying.
The combination of these assistances functioned well. For example, comnupity members
trained in bricklaying could have confidence in their skill and have willingness to work in other
similar projects. In addition, community residents contributed labour and in kind to the
construction of facilities. '

Regarding operation and maintenance, the schemes implemented undér Phase I of the Project
incorporated cost recovery component with the purpose of maintaining the operation of the
facilities.. User charge for Koshu toilet and shower is decided at ZK300 and ZK 700 respectively.
Schemes of drainage, garbage collection, and VIP latrines have fee collection mechanism as
well. It is also worth noting that thé schemes maintain good partnership with Lusaka City
Council. Koshu committee, for example, is granted 30% discount of water and Sewerage cost.

Efforts were made to sustain and expand community based environmental health activities.
Phase I Project supported the workshop of project proposal writing to enable committee
members to approach to external funding agency after the completion of the Project. In fact,
GEHC was successfully awarded the grant for the construction of drainage by CARE.
Furthermore and as mentioned earlier, the environmental health activities normally have fee
collection mechanism, which can guarantee sustainable operation if they are properly managed.
Koshn Committee has already achieved financial sustainability as it is fully paying salary to the
staff from the fee collected after Phase I Project stopped financial grant.
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*  Dsilling Lessons Leamt fromepariences in Geonge compound .

Lessors Learnt fromGeorge ) Qoreideration for Phese 1l
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Interviews with three groups of GV who workin the G2cadneri aea
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8.8 Matters to be considered: suggested health facilities in a community

Phase II of the Project accommodates a pilot component: to establish an wban version of “health
posts,” or “health facilities,” which serve as community referral points. Daily management of these
facilities are supposed to be handled by CHWSs and other commumity cadres, as appropriate,

This 1dea serves for two purposes: Otie is to address incentive issues; and the other, to effectively
respond to swelling demands at the community level.

However, as pointed out in 4.3.2, introduction of new provisions for incentives require careful
examination and planning. Therefore, some points for discussion are listed below to guide a decision
making process on the issue.

In examining the following discussion f}bints, the four principles of the Zambian Health Sector
Reform may guide decisions to be made: :

Leadership... New roles and terms of cooperation, required for concerned actors to implement the new
Initiatives, need to be clarified and checked with its feasibility. Capacity building of the health providers should
cover various levels of operation, in order for all the actors to exercise their leadership.

Accountability... The new measures should justifiably result in improvement in quality and equality of service
delivery by the health system.

Affordability... Decisions to be based on short-llong-term cost-estimates and affordability by the Health
Management, in order to secure continuity of new provisions. :

Partnership... No interventions exist in a2 vacuum. Relevant partnership with various actors as found in
different communities be considered when designing new interventions.

Discussion Points ~ Key questions to be asked...

abefining a package of services ~ What types of services are mast appropriate for the community-based
Health Facilities? Should and can the CHWSs handle basic curative services like those in rural areas?
Should and can the standard Drug Kits be distributed to CHWs? Would the National Guidelines allow
distribution of the Drug Kits for urban settings?

0Setting a physicalimaterial standard ~ What should the Health Facilities look fike? Should it be an
extension of CHWS’ private home? Should it be more like a sub-clinic?

nDetermining criteria on site designation ~ How many peaple should the Facility deal with? How far
should the Facilities be from HCs? Should they be located per Ward? What if the areas where road fo
. the HC becomes impassable? Who has and where is strong demands for the packaged services?

oOwnership of the land and property of the Health Facilities ~ Shoufd the fand/property be owned by
CBOs, LCC, or DHMB? :

oDetermining social marketing activities ~ Should they sell drugs? Which Drugs? Is Drug Revolving Fund
(DRF) feasible? Who shoutd provide funding and technical assistance to DRF venture? Should they
obtain License to sefl drugs? Should they only sell [TNs, ORSs, Chlorines and other
non-pharmaceuticals? Do they require Business License as retailers?

aSelecting community cadres to manage and run the Facilities ~ Which community cadres should be
entitied to manage and run the Facilifies, CHWs, NPs, TBAs, CHPs, and/or others?

nDefining status of the Facilies ~ Are the Health Facilities fo become formal extensions within the
structure of public services? Or, are they just voluntary initiatives among CBOs, buf which can receive
materialftechnical support from the formal system?
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8.9 LDHMT organisational structure

LDHMT Organisationsl S‘ir}.éctﬁre
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