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EXECUTIVE SUMMARY

Background

NORAD is currently reviewing their overall strategy for health sector support in
programme countries ("Hovedsamarbeidsland"). As part of such a review, DiS (Centre
for Partnership in Development) was commissioned to undertake a study of NORAD s
support to the health sector in Zambia through Non Governmental Organisations (NGOs).

The aim of the study was to contribute to working out an overall strategy on health sector
support in the country programme. In addition, the study should focus on NGOs as a
channel for support, and their capacity and competence as implementers in the health
sector. The study should more specifically look into NORADs criteria for NGO funding,
government (GO) policy regarding co-operation with NGOs, the present level of NGO
activities, how coordination is addressed, and long term sustainability of the NGOs’
efforts.

After agreeing on a study design where sustainability was the central theme, the field work
was undertaken during a four week period February-March 1992 by a team of four
members. Thirty organizations/projects were reviewed mainly in the North, South and
Lusaka Urban area. The selection of projects to visit was done by choosing one key
project for NORAD support in these provinces, and seeking as wide and representative
coverage of NGOs in the neighbouring districts as was possible within the short time
frame available. Thirteen of the organizations/projects which received NORAD funding
were given an additional questionnaire and subjected to a more in depth study.

Based on the findings of these studies, interviews with key informants, observations and
review of the literature, a wide range of topics emerged. The scope of the study and
reporting was subsequently expanded in order to make it relevant to a broader evaluation
process of Norwegian development assistance through NGOs, and a new contract was
agreed upon between the Ministry of Foreign Affairs, Oslo and DiS. The first report was
completed September 1992. This latest edition has been somewhat changed, including a
more comprehensive executive summary and some further elaboration on issues arising in
the interface between the public and the private sector.

In the first section of the report, three themes have been looked into in some detail i.e.
contextual factors, activity profile and organizational capacity . These factors have been
put into a framework for discussing sustainability of the NGOs/projects. The second
section focuses on the relationship between NGO and NORAD as a donor with
sustainability still as a central theme. In the last section, 11 case studies of NORAD
supported NGOs are presented. Lessons from these case studies have been incorporated
into the two first sections.
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Contextual factors - activity profile - organizational capacity

Regarding contextual factors, the report presents in some detail changes having taken
place in Zambia since independence in 1964, and how these changes have affected
different sectors of society and in particular the socio-economic situation and the health
condition of the people, and government policy and priorities addressing these challenges.
Some major issues are a fast growing population (3.5% per year), rapid urbanisation, an
increasing debt burden with subsequent economic structural adjustment, falling prices for
export commodities resulting in less government spending in the health sector, and a
rising cost of living and unemployment with an increasing infant mortality rate and rate ot
malnutrition among children. Adding to these problems, the country faces a serious AIDS
epidemic, especially in the urban areas, which increasingly will represent a strain on the
health and social services, and in addition will have major consequences for manpower in
the health sector and for the country’s economy generally.

These factors have weakened government capacity to respond to health needs and resulted
in severe setbacks in public health care in most areas. The poor and other vulnerable
groups in need of health care provision are increasingly the ones to suffer. Increased
privatisation and the general introduction of user charges may now threaten to marginalize
these groups to an even greater extent.

In meeting these problems, the Government of the Republic of Zambia (GRZ) is
cooperating with the private, non profitable sector for providing health care and is partly
funding them, seconding manpower and in other ways facilitating their work.

The Primary Health Care (PHC) approach was adopted as the main basis for health policy
in 1981. Decentralization with focus on a district health service consisting of a district
hospital, health centres and health posts, and active support to Community Health
Workers (CHWs) and Traditional Birth Attendances (TBAs), have subsequently been
central issues in the government health policy. The will and capacity to prioritize PHC and
decentralization may be questioned, however, as changes have taken place rather slowly.

As a result of democratization and a new government in 1991, certain policy issues also
affecting the health sector are presently addressed with some vigour: Decentralization and
the proposed autonomous District Health Councils, will have implication for the
development of the district health service if the reform is carried through. As a result of a
weak budgetary situation, emphasis will be put on the provision of a basic "health service
package” focusing on maternal and child health services including family planning,
adequate treatment and control of diseases and preparedness to face epidemics. Cost
sharing and the private/public mix in health are other issues discussed. The government
policy on these issues represent important challenges which should lead to further
discussion of NGO roles in health care provision, as well as new strategies for donor
support.

The international donor community has in the past few years responded to the problems
facing the country by a Social Adjustment Programme (SAP) where some additional funds
are forthcoming in the health sector both for GO and NGOs.

The NGO/project activities reviewed cover four fields: health services, family planning,
AIDS and various development efforts contributing to health. (When NORAD supports
such activities, they are in budgetary terms covered by the NGO and AIDS vote). The
major NGO involvement is through organizations responsible for delivery of health
service, mainly through long established work by church related organizations to the rural
population in underserved areas.

The NGO sector covers work in the district health service with a fairly even distribution
between larger health centres and hospital facilities. The service rendered are "traditional”
curative and preventive with a training component in some centres. They tend to be
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somewhat more extensive and sophisticated than those by corresponding government
facilities; even to the extent that a government district hospital at times refers patients to a
mission health centre. The NGO sector has generally not been very strong in primary
health care development. When it comes to community participation and local control of
activities, the NGO sector does not seem to be any closer to the "grass-roots" than the
government facilities. No in depth studies comparing the two have been conducted,
however.

There 1s an obvious need for looking at how government and NGOs function as a whole.
NGOs cannot take over the role of the government, and need a functioning public health
system to be able to contribute effectively in a complementary way. The report gives
cxamples of lack of coordination and too little attention to complementarity between the
GO and NGO sector. Even though the NGOs in general, and church-related organisations
in particular, work successfully and in line with government health policies, there are
problems because of inappropriate location, size and care level for services, as well as the
patchy coverage which is often found. NGOs have followed their own strategies and
priorities when developing infrastructure and services. On the other side, the public sector
has not had the capacity to guide, distribute and co-ordinate inputs.

Since appr. 1985, a number of new NGOs addressing the challenges of the HIV/AIDS
epidemic have been established. These organizations cover work related to preventing the
spread of HIV, and to a lesser extent, the social consequences of the AIDS epidemic.
Zambian NGOs have been exceptionally innovative and effective in this work.

GRZ has increasingly acknowledged the need for a population policy, but family planning
is still only practiced by less than 10% of the population. Some NGOs are specifically
working on this issue, and the report presents one case study (PPAZ) where fast
expansion of activities resulted in organizational problems and an end to NORAD support.

Regarding organizations which are working in the broader field of community
development, this NGO sector is rather small in Zambia, and the report does not to any
extent discuss their activities.

The third element discussed, is that of organizational capacity. In the NGO context this
refers to their ability to mobilize resources (funds, manpower) and to undertake and
sustain activities. Other elements are organizational structure, management, and the
capacity to adjust to new needs and solve problems.

Many church related organizations are in a process of transferring leadership to nationals,
and the organizational implications of such a move is discussed. These organizations face
an increasingly difficult funding and manpower situation, and their organizational capacity
is constantly stretched as they are trying to meet an ever increasing demand for services.
New NGOs working on the AIDS issue, face a different capacity problem. As funds have
been forthcoming fairly easily from donors (AIDS in Africa has received much public
attention in the West), these NGOs have grown at a pace that has resulted in imbalance
between the activity level and their managerial capacity.

A problem that is especially faced by organizations providing health services, is their
difficulties in securing long term running (recurrent) cost as opposed to funding for capital
investment and costs meeting ad hoc needs. All investments also have implications for
recurrent costs. The simplistic view that capital funding should be preferred for the sake of
sustainability therefore needs to be further differentiated. As it now is, donor criteria to a
large extent determine access to funds, and lead to imbalances and inappropriate
Investment.

A special feature on the NGO scene in Zambia, is the efforts made to coordinate their
activities through umbrella organizations. The report presents four coordinating bodies
which are also NGOs in their own right. All NGOs reviewed were members of one or



1\

more umbrella organization. The principal NGO working on coordination in health service
delivery, is the Church Medical Association of Zambia (CMAZ).which also provides a
link to donors and the GRZ on funding and reporting. Umbrella organizations can
represent an important potential for strengthening the organizational capacity of each
member organization, particularly when it comes to resource mobilisation and access to
specialised skills and systems. This would however require that members would accept
some measure of coordination and collaboration. And that the umbrella organisation itself
would have sufficient capacity to take up an expanded role in ways that its members
would accept and utilize. These are important challenges for NGOs and their umbrella
organizations in Zambia in the years to come.

Sustainability

At the end of the first section of the report, sustainability is addressed in relation to the
findings in the review. The following definition on sustainability is used:

"An operation can roughly be considered sustainable if there is a match between
activities and capacity to maintain them in a given context over a period of time.”

Sustainability is therefore discussed in a much broader perspective than only in economic
terms. It is argued that in health care the choice of target group and the range and level of
activitics or services to provide (including technology and size) will to a large extent
determine required resources and capacity, and thereby also sustainability in a given
context.

The variable that can best be controlled is therefore the activity profile. Donors and NGOs
must to a greater extent address the consequence of their choices of activities and services,
and ensure that they are viable in the actual context and conducive to ensuring equitable
provision of a basic health care package in a given area. Appropriate organisational
capacity then needs to be ensured, both in the public and the private system, to support
and sustain such services long term.

The following are some of the most critical issues identified in terms of sustainability:

Qg;n ext 2

NGOs need to recognize they are partners with and supplements to the GO health
services, and should neither compete nor in other ways undermine the role of GO
in service provision.

GO policies should clarify the commitments of the public sector in terms of
financing and services to be provided, and on what terms NGOs are invited to
participate in service provision.

NGOs should play a more central role in taking an assigned responsibility for
producing a comprehensive "package” at the district level. A fragmented approach
will need to be replaced by a broader attention to issues such as resource allocation
in relation to equity and access to basic health care for all in accordance with the
PHC ideology.

GO and NGOs should ideally play complementarity roles. One role for NGOs 1s
that of experimentation and to produce models related to current issues such as
affordable packages of services, addressing the issue of cost sharing and finding
ways to improve on community participation in the health sector. The ways NGOs
have addressed the AIDS issue is a good example of such an experimental,
innovative role.



Activities

In the current sitvation in Zambia, NGOs should attempt to consolidate their
activities and services and put greater emphasis on quality control and collaboration
with the public sector.

There 1s a need for caution 1n expecting NGOs to take on an even higher care load
in the system (such as expanding into new areas or increasing volume or level of
services) as their economy and capacity already appear to be overstretched. Only if
their capacity can be strengthened in a viable way (management, staff, systems),
should one encourage a wider scope for their activities.

The NGO acuvities in the AIDS sector have been innovative and effective. As the
epidemic 18 relentlessly progressing, there will still be a need for a high level of
activity by GO and NGQOs in this ficld for many years. Experiences should be
critically assessed and actively shared and networking will continue to be an
important activity.

Family planning activities will continue to be an important field of work for NGOs
as birth spacing have important implication for maternal mortality and morbidity
and child survival and development. The public sector does not yet have sufficient
ability to ensure availability of FP services.

Capacity

The most critical sustainability factor in the organizations studied, was related to
organizational capacity; NGOs providing services were constantly overstretching
their capacity due to increasing demand for services, while NGOs working with
AIDS problems grew too rapidly due to easy access to funds.

Constrained access to national key personnel (heavy national shortage), poor
continuity in staffing and weak management systems are important features of
current organizational capacity for most of the NGOs. Most of the church related
projects depend upon expatriate leadership. NGOs are therefore in need of
assistance 1in strengthening their overall organizational capacity, if quality dﬂd
continuity of the current level of services shall be maintained.

There 1s a continuing dependence on external funding, with strong external
influence. In order to improve sustainability, there is the need for a clearer
planning framework in terms of access to resources. Long term donor commitment
will make it more possible to match activities with resources, plan for longer
periods and retain competent staff. The present practice of short term project
funding makes the NGQOs very vulnerable.

Almost all donors prefer to support capital cost and avoid as much as possible
funding recurrent expenditure, This practice has been more pronounced in the
NGO sector dealing with health services than in the one dealing with AIDS. The
consequences of such a policy is roughly the same as that of avoiding long term
commitment in funding.

The possible role of "intermediaries” such as. CMAZ is discussed as one mean of
strengthening organizational capacity through monitoring of NGOs, provision of
training and other means of orgaitizational support.
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In conclusion, the central issue to address is the sustainability of the whole district health
system, rather than individual NGO projects on their own.

NGOs in Zambia do supplement national resources for health by mobilizing some
additional sources of income, but mainly through the international donor community.
They have some comparative advantages over the public sector in terms of service
continuity and service standards, which can be utilized to strengthen district health
systems.

When NGOs are supported in the health sector, donors do however also need to assess
the performance of the public sector and to what extent it is able to undertake its critical
functions of policy, coordination and resource allocation, in order to produce a well
balanced private/public mix.

One sided NGO support in the current context of a weak public sector, might have serious
consequences in terms of equity, both at local and national level. In Zambia, the recent
move towards more decentralisation to the district level may aggravate this problem, if not
deliberate steps are taken to strengthen the managerial capacity of the public system to take
on the new responsibilities.

NORAD s current practice as a donor to NGOs in the health sector

NORAD s support to NGOs in the health sector represent close to one third of the total
NGO vote. In addition there is a separate AIDS vote and a WID vote. NORAD 1s a major
donor for NGOs in the field of health. In 1992, the first Country Plan for NORADs
support to local NGOs in Zambia was developed as a strategic basis for future assistance.
Up to this time (Feb. 1992), only general criteria for project funding through NGOs were
applied.

Being seen as agents for target group oriented approaches at the grass root level, with the
ability to mobilize people as agents for their own development and for democratization,
NGO assistance have been used to complement and fill gaps in the overall NORAD
Country Programme. NORAD has not been involved in bilateral support to the health
sector in Zambia.

Through the selected case studies, NORADs cooperation with NGOs in the health sector
has been studied. A number of positive results have been achieved:

In the health service sector, NGOs have provided a much appreciated high quality
service in areas which otherwise would have been underserved. The support to an
AIDS coordinator in CMAZ, has contributed to better incorporation of AIDS
activities into the ¢xisting service system.

The support to NGOs working principally in the AIDS sector, has been flexible
and productive. The NGOs have produced a range of innovative initiatives
especially related to preventing the spread of the virus. The future challenge will be
to see how these experiences are evaluated, improved upon and further spread e.g.
to the government health sector.

However, a number of problems and critical issues relevant for future cooperation, have
also been brought up.

In order to reach the desired level of assistance, NORAD has had to relate to a
fairly high number of projects and organizations, and in several cases initiated
funding relatonships by approaching "promising” NGOs to explore how they
could be supported.



Even though most of the NGOs supported already were performing better than the
parallell GO services, they were supported to increase standards and volume
through capital investments without addressing the possible imbalances arising in
the district health system.

As a result of such a fragmented approach, the NGO sector in health has at times
been supported at the expense of necessary development in the GO sector. This is
now an area that require specific attention, particularly in the new context of policy
reform.

There has been a notion that only services which directly touch the target group of
poor and marginalized should be supported. Therefore NORAD has for instance
avoided funding accommodation for staff. There is no reason to believe that a
hospital bed or a ward is closer to the target group than staff housing in the same
facility. What should matter is continuity, appropriateness and access for the poor.
Staff accommodation may in some instances be a better investment to improve
continuity and quality than more beds.

NORAD funding has in most cases not improved sustainability, as it has raised the
activity level and thereby the load, without addressing corresponding needs in
organizational capacity. Insisting on investment rather than recurrent funding has
also weakened sustainability.

A lack of consistency in policy has been observed e.g. it has been easier for NGOs
working on AIDS than on health services to secure funding for recurrent cost.
NGOs are not properly aware of NORADs funding policy.

Low capacity has resulted in insufficient monitoring and poor continuity in contact.
NORAD has not had the capability and resources to support NGOs through policy
dialogue and comprehensive review and discussion of issues and needs relating to
sustainability. An important example is the experience with PPAZ, leading up to
termination of support.

Future donor support to the NGO sector. Comments to the NORAD
Country Plan.

The Country Plan effort for outlining strategies for future NORAD support to NGOs in
Zambia, represent an important step forward. Chapter 11 in the report discusses some
consequences of the review findings as they relate to the Plan.

NORAD assistance to local NGOs has been managed without the necessary
capacity, competence and continuity in the NORAD system. Development
assistance to the private not for profit sector does raise its own peculiar issues and
challenges which need some level of special expertise.

If NORAD should decide not to expand its own capacity in dealing with NGO
support, strategies and processes should be tailored to a high volume of support
with limited administrative and professional involvement. This could be done by
contracting partners who could take on roles as co-managers, or by reducing the
number of organisations/projects which receive support.

One way of achieving this in the health sector without reducing the volume of
assistance, would be through work with intermediaries such as CMAZ. The
umbrella organization(s) would neced more support to take on a task of closer
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monitoring and promotion of institutional development in the individual
organizations.

To achieve the aim of improving PHC to defined target groups, as stated in the
Country Plan, it appears that in Zambia this needs to be done through a district
focus, with the aim of addressing the overall need for capacity building for
appropriate and sustainable PHC both in the public and the NGO sector. To
continue support the way NGOs have been supported up to present, is not likely to
be an effective approach to improve PHC in the current context. PHC cannot be
achieved in a sustainable way by the NGO sector alone.

It is therefore important to review positions as to channels for health sector
support, and see if there are ways to open up for approaches focusing the
private/public mix at the district level. This could be done through support to
District Health Councils/Boards, once these are operational.

NORAD should assess funding needs in relation to how likely they are to
contribute to ensuring effective and viable provision of basic health care within a
district. For this, it is necessary to be able to play on a wider range of options than
capital costs, health education and training. A basic care perspective will be more
constructive than seeking some sort of balance between preventive and curative
interventions, as proposed in the plan.

Innovation is now much needed in the health sector. NORAD should consider
using their flexible and somewhat "risky" approach in the AIDS sector also to
promote service development. Institutional capacity building and approaches to
community involvement and action for health should be given high priority. When
the AIDS and the NGO votes are put together, there is a need to take special care
that the flexibility that 1s currﬂntly a feature of the AIDS vote is not lost for the sake
of administrative ease.

The move towards more long term funding agreements with NGOs rather than
short term project funding proposed in the Country Plan is affirmed.

In training and capacity building efforts, one should seek to avoid strategies that
further strengthen the strong external support agency influence on the NGO sector.
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INTRODUCTION

Background

NORAD, Oslo is currently reviewing their overall strategy for health sector support in
program countries ("Hovedsamarbeidsland"). As part of such a review, DiS (Centre for
Partnership in Development) was engaged by NORAD, Oslo to make a design for a
review of the NGO sector as partners in health care in Zambia, focusing on the potential
of NGOs as a channel for increased Norwegian assistance, and on criteria for support.

The design was presented to NORAD in January 1992 with sustainability as the central
theme. A method development component was originally included as part of the design.
Because of financial constraints, the design had to be adjusted to make it more limited in
scope. This had implications for the in-depth part of the field work, and also meant that 1t
was not possible to conclude the field work with a workshop for discussing and
analysing findings together with a wider group of Zambian professionals and NGO
representatives.

Methods

Methods included observation, interviews, document review and the use of structured
questionnaires for NGOs at national level and for selected projects. A separate
questionnaire was used for projects which had received support from NORAD. The
questionnaires were filled in by the respondents together with the team members during
visits to organisations and projects.

The field work was undertaken in the period 17.02 - 13.3. 1992, and included
interviews with organisations and resource people at central level in Lusaka, and project
visits to Northern and Southern Province. The selection of projects to visit was done by
choosing one key project for NORAD support in both provinces, and seeking as wide
and representative coverage of NGOs that was possible within the short time frame
available in the neighbouring districts.

All together 17 organisations were contacted, and 15 projects were visited. Brief case
studies were made of 11 projects/organisations which had received or were applying for
NORAD support.

Reporting

After completion of the field work, a contract was made between DiS and the Ministry ol
Foreign Affairs, Oslo to produce an expanded version of the report, to constitule a
country case study related to a major evaluation of Norwegian NGO assistance.

The report 1s based on official documentation, reports and other written materal collected
from a range of organisations involved in health and NGO activities in Zambia, in
addition to the information collected through interviews, questionnaires and observation.

The report is presented in three sections.
Section I with a general discussion of NGOs in health care 1n Zambia

Section II with a focus on Norwegian support to NGOs
Section III with the material from the case studies



The field team consisted of: Ms Sissel Hodne Steen (field team leader)
Ms Margaret Kaseje
Ms Anne Skjelmerud
Mr Gerard M Ssenkoloto
This team was supported in the design,
analysis and production of the report by Ivar Evensmo
Marilyn Lauglo
Sigrun Mggedal

A draft report was prepared in June 1992, and circulated for comments to the main
parties. Thesc comments were taken into account in the production of the first report to
NORAD, dated September 1992.

This latest edition has been further edited by S. Mggedal and P. Jareg, and a more
comprehensive executive summary has been written. -
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THE ROLE OF NGOs IN HEALTH






I. THE HEALTH SECTOR IN ZAMBIA; GENERAL ISSUES AND TRENDS

1.1 The Context

Zambia 1S a nation that is rather sparsely populated, yet with one of the highest growth
rates (3.2% pa) and fertility rates in the world. Contraceptive prevalence rate is estimated to
be less than 10%.

The population has grown from 3.5 mill 1967 to 8.09 mill in the 1990 census. The
national average population density in 1980 was 8 persons pr sq.m, which raised to 10.8
in 1990. The provinces in the Cﬂpperbelt and along the "line of rail" have the highest
densities, while Luapula and provinces in the north and west have densities substantially
below national average.

Zambian economy has been very dependent on copper, with copper mining contributing to
over 30% of Zambia“s GDP and over 95% of foreign exchange earnings. The mines have
also represented the second largest employer after the government. The world economic
recession and the low copper prices in the seventies and eighties affected Zambian
economy dramatically, leading to a significant deterioration of living standards,
particularly among the poorest. The implications for the delivery of social services have
been serious, with deteriorating quality of education and reduced availability of essential
health services.

The country is also the most urbanized south of Sahara. It is estimated that more than 50%
of the population now live in urban areas, and that 42% of these live below the poverty
line. The urban annual growth rate is very high (6%), leading to squatter problems in the
urban centres, and severe unemployment and underemployment in urban areas. It is
estimated that currently approximately 1/3 of all families in Zambia are headed by a
woman.

The total expenditures on health have declined to a level where the capacity of the system
to dehiver adequate services have been seriously undermined. Infrastructure and equipment
are run down, and the medical transport and supply system is seriously affected. Rising
food prices, inflation and unemployment hit women, children and the poorest segments of
society the most.

In this situation malnutrition is on the increase, from a national figure of 6.1%
underweight in the under five age group (weight for age) in 1980 to 23% in 1990%.
Women and children in urban marginal groups are particularly at risk. It is expected that
malnutrition will continue to rise, and cause an increase in morbidity and mortality.

This picture 1s aggravated by the impact of the HIV-AIDS epidemic, both in terms of
mortality figures, economy and the load on the health care system. The first AIDS cases in
Zambia were diagnosed in 1985. By the end of 1991 appr. 23.000 cases of AIDS and
ARC (AIDS Related Complex) have been reported. The true figure is probably much
higher. The proportion of ARC/AIDS cases among hospital admissions have increased
from 13 % in 1986 to 35% in 1989. Among pregnant women in urban areas, studics
indicate that 30% are HIV-positive, and among clients with sexually transmitted diseases
(STD), more than 50 % are infected. The figures are lower in rural areas, but the whole
country 1s affected by the epidemic. These figures put Zambia among the countries in the
world worst hit by the AIDS-epidemic, and the impact of the epidemic is gradually being
noticed in many sectors of the society.



In 1980 the Zambian government reformed its local administrative system. The reforms
involved the transfer of increased authority to district councils. The process of
decentralisation has however been slow, and the district councils have generally not been
able to take on the expected role in planning, coordination and implementation of services
and local development efforts. Main constraints have been insufficient resource allocations,
the rather centralised economic system and failure to raise local funds.

In September 1990 it was announced that a multiparty system would be introduced. The
election in 1991 brought a new government to power, and the "Third Republic” with a new
constitution was established. An important consequence is that the previous party structure
linked to the various levels of government has been dismantled, and that representatives in
the district councils are now locally elected. The new government i1s committed to
implement a policy for local government where the district level is given more authority
and political power.

1.2 Health Policy Development

Since independence in 1964, Zambian health sector policy has been governed by three
main principles:

° health care should be free to all citizens
. the coverage and quality of health services should be improved
. basic health services should integrate public and personal health care etforts

The Third Development Plan (TNDP, 1979-83) continued to stress increased coverage and
improved quality, with an aim to have a health unit within 12 km distance for 80% of the
population by 1990. The plan made commitment to basic services for the most vulnerable,
and gave priority to expansion in such rural areas where no care was yet available. The
importance of integrated care was also stressed in the plan, and strategies were outlined for
Zambianisation and more decentralisation.

The Primary Health Care approach was adopted as the main basis for health policy in
1981, after a National Primary Health Care Conference in 1980. This lead to the
introduction of Community Health Workers in the periphery of the health system, and to
increased emphasis on popular participation and intersectoral collaboration in planning
documents. Changes were however few and slow in terms of practical implementation.

The TNDP turned out to be overambitious in relation to the economic realities for the
sector. Only a little more than 20% of the planned investment was actually spent. It did
however make some progress in the area of management; health management teams at the
provincial, districts and rural health centre levels were formed, MOH functions were
partially decentralised and district health planning was initiated. By 1990 75% coverage
with some kind of health facility was achieved.

The failing national economy led to major restructuring efforts by the IMF supporied
Structural Adjustment Programme 1983-87. The programme had heavy political and social
consequences, including also decreased spending in the health sector. After a brief period
of an Interim National Development Plan for economic recovery independent of IMF
(1987-88), the country is moved into a second phase of Economic Recovery with its

Fourth National Development Plan (FNDP, 1989 - 93).

The FNDP introduced cost recovery strategies in the health services, and thereby made a
significant move away from the commitment to free care. Other policy directions for the
health sector established by previous plans were retained. More emphasis was however
given to integrated interventions in the area of MCH/FP and to nutrition.



In spite of an emphasis on rehabilitating existing infrastructure, the FNDP included plans
for upgrading 165 health centres and building 233 new health centres, thereby seeking an
increase in coverage of health units to 85% of the population within 15 km from their
homes by 1993. Top priority was given to staff housing.

A special "Social Action Programme (SAP)" (1991-94) was designed to support the
structural adjustment process, by seeking to arrest the deterioration of social and economic
infrastructure and alleviate the adverse effects for the poorest and most vulnerable groups.
Although the overall commitment to the FNDP was not carried forward, the SAP
programme was continued by the new government that came to power after the 1991
clection, with a focus on quality and access to basic social services (health, education,
water), income generation and employment and on household food security.

Both government line ministries, NGO's and the private sector are seen as potential
implementing agencies for SAP. In health, the first priority has been rehabilitation of
existing District Hospitals and Rural Health Centres for ensuring adequate Primary Health
Care. Second priority is given to disease control intervention, where this may be critically
affected by the financial constraints.

In spite of the rapidly growing population, GRZ has until recently given little policy
attention to population management. Since 1989 population issues have however been
higher on the agenda and gained growing political support. A National Population Policy
has been formulated which include as main strategic elements:

integrating population factors in overall development planning,

emphasis on intensified PHC with integrated FP and mother and child health
strengthening key institutions

establishing a National Population Council

improved collection and use of information on population

family life education in schools

strategies for reducing rural urban migration

strengthening status of women/women's role in development.

The new leadership in the Ministry of Health after the 1991 elections and change of
government, has reviewed the health sector plans, and is in the process of bringing out a
new document on health policy.

The new policy affirms the principle of cost-sharing but does at the same time reatfirm the
governments commitment to equity in health. A broad concept for health is being used in
policy objectives and strategies, including also the importance of supportive environments
for health. The policy also stresses that consumers have both responsibilities and rights.

The policy shift is described as primarily a management reform, through

. effective leadership
. improved accountability
. strengthened "partnership" with families, communities and NGO's

The role of public hospitals as a government responsibility is maintained, but the policy
also opens up for a stronger role of the private sector. An emphasis on better integrated usc
of local resources include an expressed desire for improved cooperation with traditional
healers.



1.3 The Health Services

Much has been achieved in the past in terms of basic infrastructure development and
training of manpower. According to UNICEF State of the Worlds Children 1990, 75% of
people have access to health services and 59% (40% rural, 76% urban) access to safe
water (1985-87). These figures may according to UNICEF be too high.

The immunisation coverage has increased steadily over the last years in spite of major
economic constraints in the health sector at large, due to extensive external funding and
intensified efforts. Whereas coverage with basic immunisations was as low as 37% in
1984, 83% of one-year old children were fully immunized with DPT in 1988. Mortality
figures were declining, but are now again showing an increasing trend. The 1nfant
mortality rate was listed as 121 per 1000 in 1965 and dropped to an estimated 76 per 1000
nationally in 1989. Preliminary figures from the recent Demographic and Health Survey
(April 1991) show a clear rise, with an IMR of 108 per 1000.

In spite of the achieved reduction in infant and child mortality during the seventies and
eighties, there was not a similar decline in maternal mortality, which has been stable at
approx. 2 pr. 1000 live births (maternal deaths are notifiable in Zambia). Antenatal care
coverage appears to be high, but important inadequacies in obstetric care were pointed out
by the MOH Family Health Programme Rapid Evaluation in 1989. 50-60 % of the
population continue to deliver at home (in Northern Province 72.5%).

The 1988 Contraceptive Prevalence survey showed that use of family planning is still low,
but knowledge about family planning fairly high. Total prevalence for all methods was
10%, for modern methods 4.5%. 60% women interviewed had heard about FP. The pill 1s
the most used method (65% of acceptors), followed by condom (28%). Use of IUD is
very low. High drop out rates are seen as a major problem.

There is still great variation between various parts of the country, both when it comes to
health status indicators, service accessability and actual coverage. This reflects a heavy
concentration of services to Lusaka, the Copperbelt and the Central Province and a strong
urban bias in the distribution of health facilities. The private for profit sector contributes
further to this inequality. Approximately 100 private surgeries operate mainly in urban
areas, where they provide outpatient services to private clients. The declining quality of
governmental basic urban health services has however given rise to concern over the last
years, aggravated by the increase in the population of urban poor.

In spite of a small decline in the ratio of beds pr. 1000 population (from 3.6 in 1981 to 3.2
in 1987), the current bed ratio is still among the highest in Africa. The urban bias is

demonstrated by a bed ratio for the rural population at 1.7/1000 whereas the urban bed
ratio is 5.8/1000.

Also a curative as well as an academic bias continues to be evident in the health system.
The PHC policy has not gained strong support by professionals, who still prefer academic
careers and curative specialities to involvement in rural health services.

Basic training programmes have been slow to adjust curricula to accommodate appropriate
training for PHC. This means that health workers are charged with new types of
responsibilities for which they have very limited knowledge, skills and experience.
Training for leadership in PHC has therefore been identified as a priority activity.

The current coverage of health units leaves about 1/3 of the rural population without access
within 12-15 km from their homes. The demand for services has grown more than
expansion/availability of services. Poorly maintained health units and transport systems,



irregular supplies and shortage of personnel hamper service quality and continuity, and
adds to the problem of services availability, Increased demand in spite of generally reduced
quality 1s thought to reflect greater awareness among people.

The quality of epidemiological data recorded by the health services reporting system are
considered to be inadequate, and the development of improved health information systems
has been identified as a priority.

The various components of the comprehensive PHC strategy are somewhat out of balance
with each other, due to different access to external funding. As a heavily externally

supported programme, the Universal Child Immunisation programme can for instance be
said to be far ahead of other PHC activities.

The real value of the drug budget for the health units have been on the decrease (in 1986 it
was 1/4 of 1983 level), and there have been major interruptions in drug supplies and
shortages of drugs. Since the introduction of drug kits during 1987-88 this situation has
however been considerably improved.

Personnel development has been uneven, with staffing shortages for some categories of
staff and surplus of others.

The doctor/population ratio has shown a sharp fall the last decade. From 1 doctor pr. 11
380 population in 19635, it raised to 1 pr. 7150 in 1984 (figures from World Devt. Report
1991), but has since fallen again to approx. 1 pr. 13 500 in 1991 (estimate based on a 1991
figure of 621 doctors in posts and an estimated population of 8.5 mill). The current ratio
for doctors 1s below average for low income countries world wide.

The falling ratio is not only due to the population increase, but also to an actual reduction in
the number of doctors in the country. Unsatisfactory working conditions have caused an
exodus of doctors to neighbouring countries from the early part of the eighties. Nearly 400
physicians resigned from government services between “81 and "85. This, combined with
reduced training capacity, has resulted in a situation where more than 1/4 of the positions
for doctors are vacant and less than 1/4 of all doctors actually working in Zambia are
nationals. The situation is aggravated by the actual distribution of doctors, with a drain
from public to private and industry-related services, and a concentration to provinces
around the line of rail. The situation in the northem province at the time of the review
illustrates this: only three out of a total of 25 doctors were Zambian. 12 were junior doctors
from Cuba, and the rest of various other nationalities.

One of the targets of the new Health Policy is to develop improved working conditions for
doctors, 1n order to retain them in the country and attract doctors who have left to return.

The situation when it comes to nurses is complex. Whereas there currently is an
oversupply of Enrolled Nurses, there is a shortage of Registered Nurses, particularly
cvident in the rural areas, where staff turn over is highest. There is also a shortage of
nurses with specialist training.

Clinical Officers, Pharmacists and Laboratory Technicians are other categories health
professionals which generally are in short supply.

In addition to low training capacity for some categories of staff, it has been hard to keep
staff in posts in rural areas. Poor housing and inadequate education opportunities for
children are seen to be the most important factors contributing to this situation.
Improving staff morale and motivation has therefore been identified as an important area of
emphasis in the current health sector strategy.



14 The Organisation of Health Care

Zambia is administratively divided in 9 Provinces and 58 Districts, which also form the
structural basis for the organisation of health care.

Most reviews of health care in Zambia have pointed out the weak organizational capacity of
the system at large, and particularly at the central and district levels. At all levels there 1s
generally said to be poor planning capacity, poor supervisory capacity and poor quality of
health information. The inadequate staffing is aggravated by a high turn over of senior
staff.

Since the local government reform in 1980, the district has been identified as the
administrative focal point for management and implementation of public services and local
development. Although decentralisation to the district level also has been adopted as an
important strategy for health planning and implementation, the system has in practice
remained rather centralised.

A Department of Medical Services is responsible for all Primary Health Care programmes,
which include UCI, CDD, Maternal and Family Health etc. A PHC coordination unit
within the MOH is charged with the task to support PHC development in Zambia, with an
emphasis on networking and sharing learning experiences, and on exploring the potential
of innovative strategies such as community based health care.

The provincial level has acted as representatives of the central MOH, with delegated
authority for policy implementation, control, supervision and advice functions. The role of
the provincial level is now being adjusted to become more advisory, as part of the renewed
efforts towards more effective decentralisation to the district level.

The PHC policy of 1981 introduced the concept of the PHC Unit (a Rural Health Centre
and all the Community Health Workers (CHW's) within their catchment area) and the
Zonal Health Centre (a large Rural Health Centre with supervisory functions for other
PHC Units in their zone). The CHW is according to policy selected by the local
community, trained by MOH, expected to serve as a volunteer or be paid by the
community, accountable to the community and supervised and guided by health centre
staff. According to the plans, there should be one CHW for a population of about 500. Up
to 1986, 3387 CHWs were trained, of these 2510 were active and 20% had dropped out.
The high attrition rate is contributed to lack of support, low credibility and insufficient
resources. The FNDP makes provision for training 2850 new CHWs. The PHC Policy
also introduced committee structures for local and intersectoral participation in
decisionmaking, including advisory committees and management committees at the various
levels.

In spite of the policy, the process of adjusting and developing the health system along
these lines did however not take off to any significant degree during the eighties. Limited
management capacity within the health system itself, low motivation for utilizing the
potential of the structure and limited knowledge and commitment to principles and practices
of PHC have been listed as factors contributing to this situation. PHC management and

implementation has in the later years been supported in a major way by Swedish SIDA
and by Dutch development assistance, as well as by UNICEF and WHO.

Most districts do have a District Hospital (100-200) beds), which function as referral
centres for Rural Health Centres (6-20 beds) and carry the responsibility for coordinated
implementation of the Primary Health Care activities in the district. Rural Health Centres

can be small (serving 2500-5000) or large (serving 5000-10000). A Zonal Health Centre,
where these exist, may serve larger populations, up to 30 000 or more.



The health service organisation has been under review by the new government. The
emerging direction seems (o be to establish a stronger intersectoral policy base for health at
the central level (a National Multisectoral Council on Health Strategy with the MOH as
executive) and more autonomous District Health Councils. The mechanism for providing
central grants for health activities in the districts within the new decentralised structure, has
not yet been clearly defined. In three pilot districts, planning, budgeting and accounting
within the health sector has been decentralised, with the DMO as "controlling officer". The
role of the MOH will more and more be to support the districts in operationalization of
policy and to control/audit performance and quality.

Priority will now be given to capacity building at the district level; building local skills in
planning and management and shaping attitudes. The zonal system will be further
developed with Zonal Rural Health Centres given clear responsibilities for supervision and
management of health care in the zone on behalf of the District Health Management Team.

Popular representation will be strengthened through the establishment of Area Health
Boards under the District Health Councils. Autonomus Hospital Boards are also seen as
desirable. Three districts have been selected for piloting the new approaches in health care
management, and other nine districts will be added in the near future.

The District Health Councils are being charged to operate "Mandatory Health Programmes”
to ensure balance in and commitment to the broad PHC principles. In this context the
National Health Policy (First Draft) speaks about a basic level health service "package”,
including:

. maternal and child health services including family planning
. adequate treatment and control of disease
° epidemic preparedness

Essential drugs and equipment are seen as integral elements of the basic package. The
donor community is invited to establish long term relationships with a focus at the district
level to help ensure the provision of this basic package, yet in such a way that the district
can sustain essential services also when donors withdraw. Resources for additional
activities (over and above the basic service package) may be accepted with less emphasis
on local sustainability.

1.5 Financing Heailth Care

Up to the early eighties, Zambia's allocations to the health sector compared very
favourably with other countries in the region, as can be illustrated by an expenditure for
health in 1981 which represented 6.1% of total government expenditure. Since then, the
real value of expenditure for health has declined substantially. Per capita expenditure for
health (adjusted for devaluation) was in 1985 only 48% of the 1974 level.

External donor financing has represented an increasing proportion of the overall allocations
to health during the last decade. The total value of aid-funded activities in 1987 (excluding
supplemented posts, NGO activities, scholarships etc.) was according to UNDP ZK 32
million, against MOH expenditure of ZK 188 million (17 % external assistance).

Of the total expenditure for health, a high proportion (40% in 1985) has consistently been
allocated to urban/provincial hospital care and less than half of this (about 15 % of total
expenditure in 1985) to rural health centres. Most of the current allocations in the health
budget are spent on salaries and food.






