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1. ZImbabwe gained independence in 1981 and inherited institutions Which
reflected the values of the prior regime-- The provision of-health services
was urban-biased and rural®™ areas®"were under-served. The policy of the* new
Government was to ehsure an equitable distribution of health, care services” to
all levels of the population. A decision was taken to locate 316 new rural
health centres (RHCs) in the under-served areas of which 82 (26%) .-were
subsequently to be constructed and equipped with the help of an ADF loan. '

2. The Rural Health Centres Project was identified in August 1980 &nd
was prepared and appraised for ADF funding during September/October 1981. " The
planned sector goal was to improve the health status of the concerned target
populations.

3. The envisaged project objective was to provide more and improved
rural health care services on a sustainable basis. The planned outputs WEF“ N
the construction of 82 (later 83) RHCS and 246 (later 249) staff houses, "™ 4Rt
the installation and utilization of associated equipment, furn1tur§'
vehicles. "

4. The total planned cost was the equivalent of UA 9.03 million of wh
UA 7.37 million would be funded by ADF and UA 1.66 million by the Governii&
of Zimbabwe (GOZ). The Borrower was the GOZ and the Executing Agency,
appraisal, the Ministry of Health (MOH). In May 1983 it was decided that .t
project would be jointly executed by the MOH and the then Ministry .

Construction. The planned implementation period was the three calendar yea,;_.
1982 to 1984 inclusive. ’

5. The ADF loan entered into force in Feburary 1985. However givil
works construction commenced in January 1984 well before the entry into" forée
of the loan. Civil works construction activities were completed, in éarly

1986. The Executing Agencies had embarked on rivil wnrke rsncbriindinn nalia
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standard destgns for bu1ldlngs 1s sound, yet a degree of flaexibility is needed 2 Y
to meet varying conditions and needs and (d> close collaboration w1thmuse45**’f3
and their representatives at District level is essential - from the earF1e§t
possible stage in the project planning process.

¢A3f51 -

13. Recommendations for the consideration of the ADB Group are thatngax

at the time of project preparation and appraisal, more . care. is:ineédéd,: ;pﬁg_
concerning analyses of the institutional capacities and capab111ties of aly “+™
concerned agencies -~ particularly when coordination is reguired between .
several Government Ministries (eg: MOH, Water Affatrs and Rural Developmenthp-
(b) efforts should be made to ensure that the regulations for the. procuremenhr
of civil works contractors are followed - such that contractors‘«argy
technically equipped and adequately funded to carry out the work in hand; g@epa :
the construction of civil works must be adequately and properly supervisedﬁ: .
(d) ADB Group staff should check to see whether Loan Conditions have changedé fye
between the dates of loan approval and loan signature; (e) PCRs should repoﬁt
fully on the achievement of the project objective and sector goal;: gf%? -
technical supervision's staff should visit project sites armed with wéll® ks
considered checklists. Recommendations made by mission's staff should be%
followed up to ensure that they are put in hand and; (g) efforts shou]drbe
made to achieve Borrower compliance with Loan Condttions concerning reporting.
and loan audit.
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Q. The Project Completion Report (PCR) reviews the design, scope, implementation and
operational aspects of the project. The main purpose of the Project Performance Audit
Memorandum (PPAM) prepared by the ADB Group’s Operations Eval uation Office (OPEV)
is to complement the findings of the PCR, examining in greater detail various aspects of the
project and describing the findings of the Post Evaluation Mission which conducted studies
in Zimbabwe in April/May 1994. The PPAR presents conclusions regarding the results of
the project together with lessons and recommendations drawn from the experience of the
project.

10.  Copiesof thisreport have been circulated to the Operational Departments of the Bank
and to the Borrower and Executing Agency. Comments received have been reflected in thé-
text.
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2. Financing Plan (October 1981 exchange rates)
FUA Million
ForeignExchange Local Cost Total Cost
ADF 1.82 6.18 8.00
GOz 1.80 1.80.
Totds 1.82 7.98 9.80 ...
Z $ Million
Foreign Exchange Local Cost Total Cost

ADF 1.44 4.87 6.31
GOz 1.42 142 ..
Totals 1.44 6.29 7.73
3. Deadlinefor First Disbursen%ent 31 March 1983

First Extension 31 March 1984

Second Extension 30 June {985
4,  Effective Date of First Disbursement 2 August 1985
5.  Effective Date of Last Disbursement 26 January 1989
6.  Deadline for Last Disbursement 31 December 1986

First Extension 31 December 1988

Second Extension 31 December 1990
7. Commencement of Works* Early 1984
8.  Completion of Works Early 1986
9.  Project Completion Date February 1993

(PPAM, para 2.5.3)

* Civil works construction commenced in January 1984 well before the entry into foice

of the ADF loan.
C. PERFORMANCE INDICATORS

R

1. Cost Under-Run (FUA terms) FUA 3.05 million -31
2. Cost Over-Run* (Z$ terms) - Z$3.13 million +41

* asaresult of the devaluation of the Z$ against the FUA.

Monihs

3. TimeOver-Run:

* Entry into Force 37

* First Disbursement 43

* Last Disbursement 49

* Physical Completion of Works 12
4. Implementation Status Completed
5. Ingtitutional Performance Unsatisfactory
6.  Contractor Performance Unsatisfactory
7. Suppliers Performance Satisfactory
8.  Overdl Performance Partially satisfactory

NPEy /Do i
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PROJECT PERFORMANCE AUDIT REPORT
ZIMBABWE: RURAL HEALTH CENTERS PROJECT

LOAN N”: CS/ZBW/H/83/3

1. SUMMARY

11 Zimbabwe gained independence in 1981 and inherited institutions which
reflected the values of the socio-economic order of the previous regime. The delivery of
health services was heavily skewed to the urban areas and the predominant hospital sector.

The rural areas were mostly underserved and the Government health policy was to ensure
an equitable distribution of health care to all levels of the population. By so doing, it
expected to eliminate disparities between the urban and rural sectors. The Ministry of Health
(MOH) thereupon embarked on an “Equity in Health” programme. Its strategy was to
increase coverage by expanding the network of primary health care (PHC) facilitiesin the
rural areas. A decision was taken to locate 316 rural health centers (RHCs) in the periphera

areas in which there was poor programme coverage, where over 76% of the country’s
population lives and where health needs were largely unmet. Within this context, the Rural

Health Centers Project was prepared and appraised in September/October 1981.

12 The planned sector devel opment goal was to improve the health of the rural

population. The project objective, at appraisal, was to support the Government of Zimbabwe
(GOZ) health sector strategy of expanding.and strengthening the basic health care delivery
system (PCR 2.4.2); in terms of the Bank Group logical frame work (Annex 1), which is
being applied retrospectively, this was to provide more and improved health care services on
asustainable basis. The planned outputs were the construction of 82 (later 83) rural health
centers (RHCs) and 246 (later 249) associated staff houses and the installation and utilization
of associated equipment, furniture and vehicles. Project activities included the approval of
buildings designs, the approval of contractors, consultants and suppliers, the procurement of
equipment, furniture and vehicles and the recruitment of staff for civil works and project
implementation. The indicators provided in the logical framework (Annex 1) are used to
eva uate the achievement of the project’s goal and objective.

1.3 The Borrower was the Government of the Republic of Zimbabwe (GOZ). The
Executing Agency specified at appraisal in 1981 was the Ministry of Health (MOH). In May
1983, Joint Executing Agencies were agreed: these were the Ministry of Construction, later
becoming the Ministry of Public Construction and National Housing (MPCNH), and the
MOH.

1.4 The planned project implementation period was the three calendar years 1982
to 1984, inclusive. The total planned project cost was FUA 9.80 million (UA 9.03 million)
to be funded by ADF (FUA 8.00 million) and the Government (FUA 1.80 million). The
ADF loan entered into force in February 1985. Civil works construction commenced in
January 1984 well before the entry into force of the loan and were completed in early 1986.
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constraining factors, such as, inadequate provision of water, telephone and electricity in some
30% of RHCs; the achievement of the project obiective is satisfactory. Regarding sector
goal, demographic and epidemiol ogic data show that morbidity and mortality ratesand life
expectancy have improved between 1982 and 1992; the achievement of the sector goal is
satisfactory. With respect to ingtitutional performance, construction activities were poorly
supervised, there was weak monitoring of project implementation by the. Executing Agencies
and progress reporting was deficient. There was also weak follow-up on supervision
missions; ingtitutional performance is unsatisfactory. All sites have been completed, RHCs
are commissioned and operational (with few exceptions being partially s0). The project is
closed and an undisbursed amount of FUA 4.07 million cancelled. An ADF project
completion mission (September 1992) has submitted its report (PCR); project imolementation
iscompleted. Thus overall oroiect performance is deemed nartiallv satisfactory.

I1. PEREFORMANCE EVALUATION

A. Project Conception, Desien. Preoaration and Aooraisal

2.1 | ntroduction

211 When ADF s Board of Directors met on March 18, 1982, to consider the
proposed loan, the plight of Zimbabwe must have been uppermost in all of their minds and
therefore there was the strong hope that the loan process would be expedited with less of the
usua procedural snags. The project was presented as one of construction and, that at the
time, seemed a simple, direct and uncomplicated intervention which would meet a very
urgent need. Although the period of preparation was dramatically short, there were no
questions raised about the design of the project,for the good intent to give speedy assistance
to the new Zimbabwe was justification enough. The meeting at the Zimbabwe Conference
on Reconstruction and Development held in March 1981 had aready laid the foundation in
which ADF's financing was requested for a construction programme (PCR 1.3).

2.1.2 The project design was concerned with the physical aspects of the project, i.e.,
construction and no attention was paid to ingtitution strengthening inputs to ensure that
project objective and sector goal would be realized, as indicated in the ADF' s retrospective,
logical framework for project design and evaluation. In fairness, the framework had not
been introduced then, but there were explicit guidelines for the project cycle.

2.1.3 After the Loan was approved, it took 37 monthsto set up the institutional base
required to enter into force. First disbursement was similarly delayed by 43 months. The
last disbursement was over-run by 49 months with cancellation of an undisbursed amount of
FUA 4.07 million of the loan. The PCR also reports procurement delays resulting in the
non-procurement of vehicles (PCR 1.9). Most of these problems arose from GOZ’s
unfamiliarity with Bank Group procedures and a Joint Executing Agency not having a strong
institutional base. The planned outputs were (a) the establishment, on an operationa basis,
of 82 RHCs and 246 staff houses and (b), the utilization of procured equipment, furniture,
vehicles and spare parts.  Eighty-three (83) RHCs and 249 staff houses were completed,
furnished and equipped; there was no procurement of vehicles and spare parts.

214 Regarding the operation of the RHCs, the OPEV mission which visited 15 RHCs

agrees with the PCR’s findings presented in paragraph 3 of the PCR. These are mainly
problems affecting the optimum operation and sustainability of the project; the most critical

AR MALN TR dIIT 2l T ReA
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2.2.4 MOH carries the prime responsibility for implementing - GOZ national health
policiesin terms of the delivery and maintenance of sustainable healthcaré.” The main thrist
was, and still is, to effect a reasonable balance between the rural and urban populations,
ensuring equity in services delivery and significantly levelling out rural disparities-in (while
improving) morbidity and mortality.

2.2.5 Health care delivery was aso carried out by church related. mission hospitaJs;,
and clinics primarily at the rural or district level. These played an important, though limited,- -
rolein bridging the gapsin care. These would eventually tit into an organized pattern thhm»'
the public sector health delivery strategy, although they are primarily non-govérnmental-~
organizations (NGOs) (Annex 3). For example, some NGO hospitals are being desi gnated-
as “district” hospitals by MOH to provide referral support to the PHC; aso, nearly 100%:
of funding support for al of these institutions comes from MOH annual subventions.

2.3 Proiect Concept and Design *

23.1 In 1981-1982, immediately after independence, GOZ’s priority wasto expand *f‘“ﬂ

health coverage as expeditiously and as comprehensively as far as resources would allow.

In that context, the conceptual framework for extended coverage over a wide periphery of:-
the country was well conceived. Through that process, the high risk population of mothérs
and children will be critically covered.

2.3.2 Results have shown that the criteria for siting and locating of the health service
delivery points or RHCs, which are the key elementsin a PHC system, sticuld be carefully
reviewed in detail. The underlying development strategy was based on the development of :

“growth points’ which should serve as springboards for social services - schools, health *

centers, local industry, “‘community development programmes, etc.  Aiiiong the criteria . .
considered for the development of a growth point was the provision of water as a pririé
necessity.

2.3.3 In fulfilling the need of health “coverage”, it was wrongly presumed that M
criteria (Which demonstrated GOZ health policy for equitable distribution of health services

at the periphery) wereana ogouswnh |ocationcriteria (whichincludes as determmants [and .
availability, accessibility, provision of water and electricity, acceptability by beneficiaries and
relationship to other community facilities. Of al these, water assumes the highest priority).
Siting criteria may be fulfilled whilst deficiencies in location criteria (e.g.,lack of water
supply) would make the establishing of afacility untenable.

2.34 The design failed to articulate. more specifically. siting and locatiofi Criteria. «*+« «i#

with the result that the seneral assumption that water would be available at each aiowth poisit. .
was not subjected tO rigorous examination and therefore was not well found& ‘The PCR

proved that asignificant proportion of RHCs* was without water supply (PCR 3.2.11 and, Y

PPAR mlsson) the Appraisal Report had indicated that piped water provision in each health

____________

3 Oneth| rd (33 113%) of 9mp|e of facilities visited by PPAR mission (05/1994) had no
water.
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and programmes which, by their very nature, would have the desired effect. These egsentiil
elements are to be clearly identified and defined and not to be subsumed; implied or
generally, taken for granted - if adesign and plan are to be developed empiricaly. At least’
they should be highlighted as risk factors which should have been carefully pursued from the

start.
24 Project Preparation and Appraisal
24.1 In the Appraisal Report, thereis a clear definition of the project objective to

“support the Government’s health sector strategy which consists of expanding “and
strengthening the basic health care delivery system” (PCR 2.4.1 and Appraisal Report). it
was further stated that a network of RHCs would increase access to PHC. by the.. ruial
pooulation. The connotation is that such RHCs are operational,® and are the key elements
in the PHC strategy for the delivery of basic health care in terms of need-oriented services:
Provision of a center must be coupled with services in order to be effective.

2.4.2 The attainment of the objective in terms of providing sustainable health care
services would, by inference, lead to achievement of the health sector goal of improved
health of the population, especially that of the rural, as stated in GOZ’ S National Health
Policy.

2.4.3 The appraisal document is silent on assumptionsinvolving staffing and other
institutional arrangementswhich would render each RHC operational. It also did not provide
baseline indicators to measure achievements with regard to project objective.

2.4.4 Verifiable indicators for project objective (and, incidentally, for sector goal)
were not prepared because no institutional elementswere built into the project to minimize
risks of dysfunctional RHCs that would impact adversely on provision of services. This
would detract from contribution to achieve the goal of improvement of the health status. The
fact that the nroiect did contribute significantly to nroiect obiective (and sector goal, in
consequence) i.e., provision of health services,improved morbidity and mortality rates etc. ,is
due primarily to Zimbabwe having had. in place. some institutional planning and capacity
building framework. In other developing countries with less technical attributes, the chances
for success would have been greatly reduced without critical attention being paid to
institutional strengthening to ensure operational. effectiveness. The Retrospective MPDE has
portrayed these indicators.

2.4.5 While, for this specific project, there was a rush to support a newly independent
regional member country, nevertheless project preparation and appraisal would also have
benefitted from a health sector review or study that would have provided relevant indices on,
user views and felt needs of beneficiaries, more precise situational analyses pertaining to
population, health and nutrition status, with statistical information on health services,
manpower or human resources devel opment, facilities and support systems, potential number
and type of beneficiaries, trends and pattern of health expenditure, as well as iiformation on
agencies and relevant studies in the field. Some of this information was cursory at appraisal

and had little reflection on the nature of the project.

¢ Operational. See footnote on page 6 above

OPEV/PPAR-ZIMHEALT RSO
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2.5.2 Some of the delays are areflection of a hastilv prepared project with very little.
time allowed for preparation (see para 2.4.7 above). Problems of site selection, architectural: ™
designs and drawings could be competently dealt with during a preparatory and pre-project
period. Especially that the TAF facility of ADF provides for such preparation activities if
necessary funds are not available.

25.3 Although entry into force was delayed considerably, much construction had
proceeded during the period of hiatus, without ADF’s approval, review or clearance resulting
in completion of most construction within 11 months of entry into force and without ADF
benefiting from progress reports.  The original estimate for works completion; was three
calendar years after entry into force. MOH had used funds other than those, from the project.
This anomaly led to difficulties experienced by GOZ in its inability to retrieve and provide.
relevant information and source documents, acceptable to ADF, to support réiimbursement: -
claims. The matter dragged on, unresolved, with over 50% of the loan undisbursed. This:
portion of the loan was finally cancelled, at the request of GOZ _after alapse of 48 menths;:

following thelast dishursement.

254 These problems persisted because GOZ/MOH were unfamiliar with Bank Group.
procedures during that early period of Bank-Borrower relationship. The serious implications
of not strictly adhering to project time-table of actions was not apparent to. GOZ, and was
also indicative of weak management control and/or orientation. The problems could have
been averted if ADF had organized a “project launch” at the onset of the project. The PPAR
mission was informed that Regional Office in Harare scheduled afew seminars, at the” time,
on procurement, disbursement and other relevant Bank Group procedures.

2.6 Project Costs
2.6.1 Considerable delays as discussed in para 2.5.1 above should inevitably lead to

increased costs escalation. The project was closed in 1993 and drawing from loan proceeds
was 3 1% less. Thiswas mainly due to the cancellation of an undisbursed amount of FUA
4.07 million from the loan proceeds, the cancellation of vehicle procurement from the project
and the devaluation of the Z$ against the FUA. See Basic Loan/Project Data. It is evident
that GOZ utilized other unidentified sources of fundsto assist in the financing of project civil
works and construction; this should therefore not detract from the actial value of the -
investments. In this regard, the cost under-run is apparent and not real. Efforts by ADF

to resolve this issue were unsuccessful because of unsatisfactory history of recall both at
MOH and MPCNH, as well as, weak accounting practices and lack of proper orientation to
Bank Group procedures (see para 2.5.4 above). There was nothing wrong with the ADF' S
disbursement system as GOZ had otherwise indicated in its completion report submitted to
ADF. The fault lay with GOZ in failing to fulfil the requirements for disbursement.
Technically, there is an undisbursed amount which would indicate incomplete project
implementation, or inability to utilize project funds, when, in fact, the evidence suggests
otherwise. In an ADB loan, commitment charges occupying such along period (four years)
between the last disbursement and the closing of the loan with no project activity, are
unwarranted cost on Government. Uses for the undisbursed amount could have been found
prior to the cancellation of the loan balance in February 1993

NPRVPPAD. TIMUL AL T ATN
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from the frequency of these missions, as evidenced by: @) no improvement on project
accounting; b) hardly any progress reports submitted - there were only two (PCR 3.1 .4,
Table 3.1) during the entire project period, in 30/10/1987 and 31/03/1991; ¢) disbursement
problems remained unresolved; d) project coordination committee remained moribund; €)
counterpart funding activities remained unmonitored..

2.7.3 A critical outcome from one of ADF’s supervision missions was a complete
review of the entire construction and procurement implementation bv ateam of consultants
(occupying 135 man-davs) in 1986. Thiswas a useful exercise which produced avaluable
report on progress, deficiencies and recommendations for rectifications. There is little
information available concerning actions taken to remedv construction and operational

problems encountered; however evidence adduced shows that MOH/MPCNH hadgenerally
carried out the rectifications. An ADF follow-up mission took place 14 months after the
consultants’ reports and only after considerable difficulty in eliciting a favourable response
from GOZ/MOH to agree on the fielding of the supervision mission. This shows, aso, .how

the regional office could have contributed to a close follow-up with the Borrower to assist
in solving the problem of Bank Group-Regional Member Country coordination.

2.17.4 Supervision of civil works and construction would have been more effective if
the GOZ had contracted this activity to the five consultants provided for in the loan
agreement, since the 83 RHCs were widely dispersed. This would have been further
strengthened through decentralizing supervisory management to the provincia offices.
MOH, as user, should also have participated fully in the supervision of theRHCs, not.only
to ensure that facility design would be functional, but to provide useful indicators of
utilization and institutional capacity, in terms of project “objective” (see MPDE) and sector
“goa” and reflect these in progress reports.

2.75 Thereisalso weak evidence of ADF follow-up after supervision missions; e.g.,
on lack of apdit and progress reports etc. The experience gained indicates:that a supervision
rission 1S not only monitorial, advisory and a provider of technical assistance, but also
serves to preserve the linkage and dialogue between the Borrower and Bank Group during
the life of a project. By this means, mission findings and recommendations, when effectively
followed up, are reinforced leading to timely actions or remedial measures. Thisisthe main
contributory factor to effective project implementation. The lesson learnt is that the Bank
Group should make it a routine practice to follow up promptly with communications, after
every supervision mission and to pursue timely responses, from the Borrower.

C. Proiect Achievements
2.8 Proiect Outputs
281 ADF financed the construction, equipping and furnishing of 83 RHCs and 249

associated staff houses. These RHCs formed 26% of the national target of 316 RHCs and
have been completed, commissioned and, in varying degrees, operational. The efficiency
and effectiveness of about one third of these are threatened by lack of water supply (paras

NPEVPPADR TIMIIE AL T BRCN

lp‘fﬁ




13

proportion of potential beneficiaries than would have been present when the project was
appraised in 1982 (i.e.. 37% more WBCY and about 50% more children) (Annex 7). Thé
|esson isthat planning health coverage must critically assessdemographic trends and analyze
the potential effects of population increases. This should be adequately reflected in the
project design.

29 Proiect Obiective: Provision of Effective & Sustainable Health Care Services

29.1 The PCR (2.4.1) states that the objective of the appraisal was to support the

Government health sector strategy of expanding and strengthening the basic health care

delivery system. Thereafter, the PCR evaluated the implementation of the construction of

the ADF supported 83 RHCs. In a restrictive sense this would suffice for what was

considered the “objective” of the project - to build RHCs to strengthen, physically, the

network of PHC facilities. However, further examination of the retrospective MPDE (also
see paras 2.4.1 - 2.2.4 above) describes the objective as being more than the meére

construction of RHCs; it covers the provision of effective health care services on a

sustainable basis.

2.9.2 MOH planning was attentive to capacity building for the provisioh of PHE -
services.  Multidisciplinary training schools were provided for designated staff (MAS 1atér ~
SCNs, maternity assistants later upgraded to SCMNs, and HAs |ater EHTs). Village héalth - :
workers were trained for outreach health posts; these were later made redundant and weig - " 2
replaced by community development workers. A patient referral system was built into the
delivery system with the district hospital or rural hospital providing first line referral support.
The PPAR mission found this generally satisfactory, depending on ambulance availability or
access to local transportation. RHC staff received instructions in medical records keeping,
and a system for the transmission of clinic datato district, provincial and central MOH levels
isinstalled, starting at the RHC level, as part of a health information system(HIS) which is
in process of full institutionalization.

2.9.3 A full range of curative, preventive and promotive services is uniformly
provided through a PHC delivery system. More emphasisis being placed on preventive and
promotive care, as most of the endemic diseases encountered (infectious. and parasitic
diseases) are preventable thereby minimizing the cost of care.

294 All services are on a cafeteria regimen in which no specific day or time is
alocated for any particular service. The services are, mother and child care(MCH),!® with
particular attention given to ante-natal and post-natal care, and whenever possible to maternal
deliveries (non-existent in some RHCs due to lack of water and/or trained midwife). Also
provided are immunizations of children against childhood diseases (BCG, DPT, polio and
measles) and tetanus toxoid immunization of pregnant mothers. Services also include family
planning, nutrition surveillance and rehabilitation, growth monitoring, supplemental feeding,
nutrition education and food demonstration. Regular health education is provided at the
centers, and in conjunction with environmental health work, at the village level. Outreach
work, however, isirregular dueto lack of means of transportation to outlying villages.

“Mother and Child Care (Survival) - see footnote on page 12

AR T Lo -
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aproject, would no longer be required. The Borrower will assign to the project, within the
MPCNH, a project manager/engineer. Supervision would be carried out by at least five site

supervisors, who, if necessary, will be consultants hired by the MPCNH. Medical supplies

could be procured directly from UNICEF (Loan Agreement page 1, para 3). ADF missions
appeared to have been euided more bv the original agreements at appraisal_than by_the
amendments in the loan agreement.

2.10.2 A project manager/engineer was not specificaly assigned by MPCNH; five site
supervisors were not appointed. The amended version for the Executing Agency did not
specify who was responsible for furnishing progress reports, for the day-to-day supervision
and coordination of the accounting system for the financial control of the project in
conjunction with the Ministry of Finance (MOF), etc. These and many project related
administrative functions had been delineated under the PIU as concelved at appraisal. The
failure of the executing agency, as reorganized, emphasizes the fact that roles and
responsibilities of such an agency must not be shared; that accountability should be firmly
placed along with management responsibility in an executing agency. It is apparent that
displacement of the PIU was a bad decision.

2.10.3 A second constraint was technical which involved staffing shortfalls. This
constrained optimum effectiveness in some of the RHCs resulting in them not delivering
pregnant mothers because of the absence of trained midwives, while in others patient
underutilization was experienced. The situation has been compounded, in some cases, by the
lack of water supply which, as afunctional problem, has acritical impact on clinic operations
(paras 2.3.2-2.3.5 above). Shortage of environmental technicians (formerly health assistants)
has caused a gap in services in some catchment areas served by an RHC. Regular
supervision of RHCs by pharmacists could not be guaranteed because of staff shortages due
to inability to recruit trained pharmacists.

2.104 ‘The Economic Structural Adjustment Programme (ESAP) has made it
increasingly difficult for the GOZ to provide adequately for on-going budgetary support in
the health sector - particularly, recurrent expenditures. Consequently, although thereis a
current demand for nursesin view of the manpower planning needs, and although thereis
areadily available pool of nurses, many remain unemployed as a result of budgetary
constraints.  MOH has no other option, in order to preserve the quality of health delivery,
but to plan a more streamlined and efficient system through rationalization and consolidation
of the service delivery system. These measures would increase efficiency and improve value
for money in the provision of services. These constraints could have been minimized: a) if
the responsibility for project execution was firmly placed on one ministerial body; b) if aPIU
had been established to carry the administrative burden of project implementation; and c)
greater detail had been given to project design as regards water supply. In the case of
staffing constraints, the recent ESAP is a factor which is being addressed by MOH in its
health reform programme

211 [ nstitutional Arrangements

2.11.1 MOH, through its introduction of the DHMT has strengthened the evaluative
aspect of health center performance. However, this could become more effective when the

OPEV/PPAR-ZIMHEALT.BSO)
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adjusted to a lower real rate. Thisisreflected in MOH’s allocation of- total government
expenditure being reduced from 5.6% to 5.4%. Although the decrement is minimal, MOH
will be unable to plan for growth, as such. In order to maximize its resources to ensure, at
least, maintaining health levels already attained, MOH would have to revise its planned
objectives, critically evaluate effects of downsizing and institute measures for increasing
efficiencies. The ESAP will make it increasingly difficult for GOZ to provide adequately
for on-going recurrent local and foreign exchange costsin the health sector. (see para 2.10.4
above).

2.12.3 Because of the prevailing economy, GOZ has reviewed certain policy actions in
the health sector to enable optimum utilization of scarce financial resources, as well as
exploiting aternate methods for health financing. The following are - the three scenarios
which have evolved:

1.1 Cost Recovery Scheme

2.12.4 The scheme currently rationalizes user fees and payment exemptions as well as, .. g
improving billing and collection procedures. It was first introduced in 1980 at theonset‘-“' 3
the health equity programme in which individuals and families earning less than Z$ 150 pe
month received free medical care.

2.12.5 As the economy grew, the GDP became less skewed, the health care disparities ;. -
gradually declined in response to the vigorous application of the health policy, GOZ °
evauated its fee structure and by 1994 everyone was expected to pay for medica care with
exemptions only allowed for individuals and families earning less than Z$ 400 monthly who
had been referred for treatment - this became a control mechanism for the referral system.

2.12.6 The revenue in 1992 from cost recovery amounted to Z$ 15 million but without
: direct benefit to MOH as all monies recovered were paid into governmerit ‘treasury. This has
‘become an issue With MOH who cannot possibly derive direct relief from its recurrent cost

burden from the accrued revenue which is “lost” to government chest. GOZ should at |east

allow MOH to keen a significant proportion of revenue (e.q. with respect to certain

categories of services such as clinic, maternitv deliveries. in-patjent, surgical onerations etc..

while excluding others like mortuary fees, ambulance fees etc.). It is estimated that were
MOH to retain all such revenue, it would need to collect an additional Z$ 13 million (i.e.,

atotal of Z$ 28 million) to remain at the real growth rate of 4.7% (noted above; paia
2.12.1) experienced in 1980-1990. Obviously, user charges aone would not meet health
financing needs.

2.12.7 GOZ has further amplified cost recovery to include:

*

health insurance: by which it hopes to “broaden the financial base by
ensuring that everyone in the formal salaried sector is covered by some
form of health insurance”;

community financing: through which communities and their local
authorities are organized “to participate fully in the financing of health
development in their own areas, particularly infrastructural
development”;

OORVIPPAD TIRIULCA] T BEN
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of US$ 42 isthe highest in sub-Saharan Africa, excluding the Republic of South Africa. Its
health sector allocation, however, is modest when compared with its other sectors such as,
economic services, education. (See Tables 3.1 and 3.2 below).

Zimbabwe Hedlth Sector

Table3.1
Total Health Exoenditure
UsS$ % of GDP
Country Per Can Pub.Sec Priv.Sec _Total
1 Kenya 16 2.8 1.6 4.3
2. Zambia 14 2.2 1.0 3.2
3. Malawi 11 2.9 2.1 5.0
4 Zimbabwe 42 3.2 3.0 6.2
5. Senegal 29 2.3 1.4 31
6. Ghana 14 1.7 1.8 3.5
7. Cote d’Ivoire 28 1.7 1.6 3.3
8. Nigeria 9 12 1.6 2.8

Source: World Development Report, 1993

Zimbabwe Health Sector
g Table 3.2

Sector allocation (%) of Central Government Exoenditure

Sectors 1980 1991
L Education 155 23.4
2. Health 5.4 1.6
3. Housing, Socia Security, Social Welfare L,S- 3.9
4, Economic Services 18.1.-" 22.4

Source: World Development Report, 1993, .
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detection, diarrhoeal diseases etc. The USAID and UNFPA have provided major support
for the national family planning programme. Donors programmes of assistance' contribute
much to the sustainability of the provision of health care at the different levels of services.

2.15.2 During the post-independence period, along with the Bank Group, the EEC,
USAID, World Bank, SIDA, UNHCR were major contributors to the development of rural
health programmes. Part of this assistance was directed, conjointly, with strengthening of
the district hospitals to provide effective referral support for cases from the RHCs. Many
donor interventions have continued in follow-up projects. Donor activities are mainly
supplementary and GOZ could derive maximum benefit from developing a well coordinated
plan of action for donor narticioation as well as to enhance sustainability. Resources will be
better maximized and each donor assistance will fit into a pattern that would prevent
overlaps, duplications etc. The Health Public Sector Investment Programme (PSIP) (Annex
8) presents a frame of reference that should prove useful inthisarea. It isrecommended that
GOZ should strengthen its donor coordination secretariat to provide amore cohesive plan for
donor assistance.

F. Long Term Impacts _
2.16 Effect on Poverty. Productivity. Women. Environment “
2.16.1 Due to the considerable strengthening of rural health services and the general

upgrading of health care, the health status of the whole population has significantly improved
over the last ten years (1982-1992).

2.16.2 The present trend is to sustain the health gains at the level achieved and to-
further improve on them. Health benefits accrue over time if the_aualitv of care. is

sustained. The long term impact is both psycho-socia and economic, the former relating to

a state of well-being and the latter demonstrated by improved productivity. The equity for
health strategy had planned benefits which are social and economic.

2.16.3 The GOZ hedlth policy carried the premise that poverty was the mainspring
of disease. To this should be added - ignorance. The present health strategy, fully supported
by the Bank Group and other donors has produced remarkable results in the health of the
population, The consequences are that people are more knowledgeable in health matters,
salience to self-care deficit has increased, and there is greater patient compliance.

13 Currently, in addition, the following are the bilateral donors engaged in various
programmes of assistance in the health sector, ranging from hospital rehabilitation,
hospital/health center construction, equipment supply, to AIDS research and control,
fellowships and technical assistance: China, CIDA, Japan, SIDA.




23
2.18 Ministrv of Health (MOH)

On the whole, MOH'’ s performance could have been better even though itsrole
was limited in the implementation of the project which was appraised as a construction
project. Its valuable asset was, as a user, to supervisethe physical progress of the health
center construction - this was not done satisfactorily. MOH'’ s institutional preparedness to
provide staff, drugs and programmes and to critically assess equipment needs at the
RHC/PHC level to ensure full commissioning is noteworthy; thisis primarily responsible for
achieving project objective and sector goal (see referencesto MPDE, above and in Annex
1). There were, however, administrative lapses in terms of preparation and submission of
progress reports, lack of prompt response to ADF’s communications and slow follow-through
subsequent to Bank Group missions. Part of MOH’ s problems resulted from the conflict
over the executing agency’s roles and responsihilities.

2.19 Bank Group- ADF

Technical supervision was frequent but despite this fact, the guality of the
project is partially satisfactory. There is no evidence encountered of ADF's follow-up, with
particular diligence, on the failure of GOZ to submit audit reports and progressreports, -or
with regard to timely actions for certain provisions in the Loan Agreement. Communication
which is the effective tool to preserve linkage with the Borrower appears to be weak. The&
may be strong extenuating contributory factors, but this is a situation which, for obvious
reasons, requires to be redressed.

2.20 Suppliers and Contractors

Document5 and other collateral evidence show that suppliers performance was
satisfactory, however, that of the contractors was unsatisfactory, varying from extremely
poor to acceptable. Prime factor was lack of experience by some of the contractors during
‘the early years of emergence into the post-independence era. PCR pages (iv) to (xxxiii).

H. Sustainability and Devel opment
221 Essential Factors
221.1 The ESAP has caused GOZ to review critically options for the financing of

headth care.  Sources of finance (Annex 4) cannot be dependent indefinitely on donor
financing. The NGO sector can make a significant contribution towards sustainable health
care. Although GOZ provides amost 100% of their subventions, the mission hospitals and
health centers can relieve MOH appreciably of the direct costs of care by being allocated a
greater share of services. (Annex 3).

2.21.2 GOZ has initiated cost recovery and other schemes (paras 2.12.4 - 2.12.12
above) to provide sustainable financing for the provision of health care. Demanding urgent
review is the provision of funds to meet local, capital and recurrent costs including
replacement items, consumable stores, wages and salaries etc. The main objective is to
secure or maintain health gains at an appreciable level and, if possible, to improve on them,
on a continuing basis.

ah
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The fact that the Water Affairs Department was not consulted
concerning the location of boreholes and RHC sites contributed to
operational problems encountered - this despite the fact that the project
had identified the need for a Project Coordinating Committee (paras
2.3.2-2.35 and 2.11.3).

The fact that ADB Group staff put more reliance on the Appraisal
Report than on the Loan Agreement which isthelegal instrument of
the project gave rise to misunderstandings during and beyond the
implementation period of this project (para 2. 10. 1).

The fact that the PCR contains little or no information concerning the
achievement of the project objective and goal in terms of verifiable
indicators which would have facilitated the post-evaluation process
(paras. 2.4.3 and 2.4.4).

The fact that inadequacies in project accounting and subsequent
confusion over disbursement which were the result of shortcomingsin
the Joint Executing Agency (MOH and MCNPH) made it almost
Impossible to get actual investment costs (paras 2.6.1 and 2.6.2).
Also, this situation was compounded by the fact that financia
problems and inconsistencies were encountered due to the project and
loan not having been subjected to afinancial audit (para 2.6.2).

Despite the fact that project was visited by nine ADF technical
supervision missions, the overall performance of the project is still
only partially satisfactory, which means that it is pot the number of
supervision missions or existence of aregional office that counts but
other factors (para 2.7.2). '

Poor quality reporting and the irregular scheduling and submission of
progress reports contributed to difficulties encountered in the
supervision of this project (paras 2.7.1 and 2.7.2).

The use of asbestos construction materials could be construed as an
environmental health hazard (PCR 3.2.18). More evidence is required
as staff of the MPCNH assured PPAR mission that Zimbabwean
asbestos is of acceptable health standards.

Recommendations

Recommendations for the consideration of the GOZ, are as follows:

1

Key government technical departments should be consulted when
boreholes are to be located and drilled for those centers where
boreholes are not yet provided. Where underground water is not
available other means should be expedited. (para 2. 11.3).
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Efforts should be made to ensure that the construction of civil works
Is adequately and properly supervised (paras 2.7.1. 2.7.2; 2.7.4.
2.7.5).

ADB Group staff should verify whether or not Loan Conditions have
changed between the dates of Loan approval and the signing of the
Loan Agreement (2.10.1).

Project Completion Reports should report fully on the achievement of
the project outputs, objective and sector goal as contained in
“Guidelines on Integrated Operations, Evaluations, Policies and
Procedures, and the PCR format” (para 2.4.7 and 2.4.8).

Technical supervision's staff should visit project sites armed with
checklists based on the indicators, risks and assumptions listed in the
MPDE logical framework matrix. They should also promptly follow
up on recommended actions resulting from such supervision missions
and ensure that Borrower responses are timely (paras 2.4.7 and 2.7.2).

Projects should be carefully reviewed during implementation and uses
should be sought for loan balances.

The ADB Group should ensure that Borrowers and Executing Agency
comply with Loan Conditions concerning the timely processing and
submission of project progress and audit reports (paras 2.6.2 and
2.7.1).

The ADB Group should satisfy itself that asbestos materials are not
incorporated into the construction of project buildings which would
likely pose a health hazard (para 2.5.4). '
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REPUBLIC OF ZIMBABWE
RURAL HEALTH CENTRES PROJECT 1962
RETROSPECTIVE LOGICAL FRAMEWORK MATRIX
ive Summary Indicators Verification Assumptions
I
I
_Goal | a) Demographic Data 1982-1992 !
I

ed health of the rural
tion.

|- Population.
|- Reduced birth
|- Reduced death

rate.
rate.

|- Reduced fertility rate.

|- Slower population growth rate.
|- Increased life expectancy.

| b) Epidemiologic Data 1982-1992
|

|- Analysis of morbidity of patients .
]- Analysis of mortality of patients,.
]- Leading causes of hospital

| admissions.

- MOH statistical trends and annual
reports. The appraisal report
provided some historical data but no
projections.

|- Linkages between the sector goal and

| higher level development goalg: the

| latter including an increased capacity
| to work. produce and earn income.

ive

ion of effective rural

care gervices on a sus—
le basis.

J]- Staffing of RHCs in relation

| to tasks to be performed*

|- Attendances at:

| o ante-natal meetings

| o AIDS awareness meetings

| o family planning meetings

|- Environmental inspections.

|- Immunisation coverage

|- Number of women of child-bearing
| age using contraceptives.

|- Referrals to District Hospitals.

|- Analysis of the costs of services
| rendered (by cost centre and

| patient).

- MDH statistical trends
and reports. No projections
given in the appraisal
report.

|- Health Management Information:Systems in
] place.

|- Effective public health campaigns main-
| tained specifically in rural areas.

]= Means of transport to hospitals exist

| in rural areas.

|- Programmes for communicable disease con-
| trol in place in rural areas.

|- Effective referral system in place.

|- Effective patient compliance.

/OPEV/05 ién/p .45
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ZIMBABWE: PRQJECT PERFORMANCE AUDIT REPORT

D I
(23)
1081 7 1982 199211993
2,013,484,000 14,683,519,100
108,936,000 688,660,000

5.4 4.7

1. GROMH OF HRALTH BUDGET ALLOCATI ONS 1982- 1993

58% per annum average increment
over 11 year period 1982-1993

48% per annum average increnent
over 11 year period 1982-1993
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SUB- SECTORAL ALLOCATI ONS

Minister of Health — Vote 20

VOTE 20. HEALTH $108 936 000

Sub-heads under which this vote will be accounted for by the Socrctary

for Health 1931.82 1980-81
$ R
'I. ADMINISTRATIONAND GENERAL S3 R87 000
A.  Salarics, wages and allowanecs . . . . . . . 2 300 000 1 510 900
B, Subsistence and transport . . : . . 166 000 83 000
C. Incidental CXPCNSes . ) ) ) ) 393 000 265 200
D. Grants . 1 5000 2900
E. Furniture and cqu:pmcnt 23 000 6 000
F. Loans . 600 000 657 000
[1. MEDICAL CARESERVECES 695 802 000 (a)
A. Salaries, wapes and allowanees . . . . . . . . L . 23916000 17942 500
['l. Subsistence and teansport . . . . . . . . L 9.34 000 803 500
C.. _Incidental gxpenses . . . . . . . . . . . . . . 190 000 103 000
D. Supplies and scrvices . . 12000000 8 550 000
F.  Grants to Incal authoritics, missions and volunlary orgamzallons 33453000 22175000
F. Other grants . . e e 21 720 060 21 537 OO0
G. Payments lor Government rcnponqslnhty paucnls e e 750 000 719000
H. Payments to non-povernment institetions . . . . . . . FROS000 | 729 0QO
). TFurniture and cquipment . ., . . . . . . L. 10.34000 1347000
1. PREVENTIVE SERVICES §8 442 000
A Salaries, wapes and allowianees . AROS 00D 2 4sn 00
1, Subsistence and transport 1 218 nnn 769 000
C. Field opcriations . 1820000 1000 000
Db . Grants . . . . .. . . . . . . . 146000 289800
L. Buildings, furniture and equipment . . . . . . . . 33000 59 000
1V, RESEARCIT $R0S 000
'
A Salarics, wages n n d allowances  60Snno 521000
1. Subsislence and transport . . 174 000 152 Gn0 R
C. Incidental CXPenses ) . , , 14 onn 17 000 % v
D. Furniture and cquipment . 12 000 10 000

€100 014 AAN TR TH0 NNN
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ZIMBABWE: PROJECT PERFORMANCE AUDIT REPORT

RURAL HEALTH PROJECT

NON-GOVERNMENTAL ORGANIZATIONS (NGOs)'

The NGOs

1 There are 297 NGOs working in Zimbabwe and these form a coordinating
body called the National Association of Non-Governmental Organizations or NANGO.
NGOs represent an extremely large variety of bodies from church missions, religious entities
to secular bodies in the social, economic and political sectors. These are al private
organizations.

2. NGOs had existed in Zimbabwe long before independence but in subsequent
years have increased considerably in numbers.  Under the coordination of NANGO, they are
organized into five regions, namely, Eastern, Midlands, Northern, Southern and Western.
The Northern Region is, by far, the largest and with its several headquarters offices based
inHarare, the nation’s capital.

3. NANGO’s purpose is to facilitate collaboration and cooperation among,
between and with NGOs. Its objectives are:

L To promote, coordinate and organize participation and cooperation
among NGOs in terms of :

- collaborative planning and action

- sharing activities and strategies

- research and evaluation

- training and technical assistance

- programme planning and implementation

2. To promote and facilitate cooperation between NGOs and Government
in:

- policy development and advocacy
- consultation
- gathering and disseminating information

i Source: NANGC Publication. 1992.
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ZIMBABWE PROJECT PERFORMANCE AUDIT REPORT
RURAL HEALTH PROJECT
Contributions By Providers of Health Care’
Exoenditure
1 In 1987, the Government of Zimbabwe (GOZ) was responsible for 63% of
expenditure on health care; the private sector carried 37% of the expenditure.
2. Thefollowing table shows the distribution of total expendituresin health in.the
public and private sectors:
Public Sector %
Ministry of Health (MOH) 40
- Water and Sanitation 13
Municipalities 6
Local Government (Rural) 2
Private Sector
Private Providers 27
Mines & Private Industries 8
Mission Hospitals 3
NGOs .
100
3. Central Government expenditure was 49% of total expenditures. Of this sum,

43% is alocated to ministries (other than MOH) for health related activities. Twenty seven
percent also was allocated to the Municipal Health Department.

‘Sources: MOH/MOF. Expenditures For Medical Care Services. 1987
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RURAL HEALTH CENTERS PROJECT
HEALTH STATUS
BASIC INDICATORS
Indicators . 1982 1992 -
Mortaiity Rates (per 1000)
Infant Mortality Rate (0-1 years) (IMR) a3 48
Under 5 years Death Rate (0-5 years)
Maternal Mortality Rate (per 100,000) 130 77
Crude Death Rate (CDR) 11 a
Demograph lc Data
Crude Birth Rate (CBR) 40 36
Total Fertility Rate (TFR) 5.6 4.7
Life Expectancy at Birth (Years) 57 60
Population Growth Rate (%) 3.0 3.4
Contraceptive Prevalence Rate (CPR) (%) 13.0 43.0
General Health Data
Population per Doctor N.A 7,800 (1990)
Population per Nursing Person N.A 1,000 €1990)
Beds per 1000 population (1985-1990) 2.1

% Pouulatlon Access to Safe Water (1988-199])

Rural 80
Urban 95
Total ad
Rural 22
Urban 95 ‘a
Total 40
% Population Access to Health Services
Rural 80
Urban 95
Total ab e
Malnutrition Under 5-years of Age 16 (1982) 12 (1992) . X
Sources: Central Statistics Office
MOH: Health Statistics Section "

World Development Report (1993)
UNICEF
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RURAL HEALTH CENTERS PROJECT
10 LEADING COURSES OF 0-5 YEARS CHILDREN OUTPATIENT ATTENDANCES
1987 1992
Rank Diseases Rapk  Diseases
1. Respiratory Infections 1 Respiratory Infections
2. Dlarrhoea 2 Diarrhoea
3. Eye Diseases 3 Skin Conditions (other)
4. Skin Conditions (other) 4. Trauma
5. Malaria 5. Scabies
6. Trauma 6 Eye Diseases
7. Malnutrition 7 Malnutrition
8. Scabies 8 Clinical Malaria
9. Schistosomiasis (Bilharziasis) 9 Schlstosomiasis
(Bilharziasis))
10. Measles 10. Unspecified Conditions
(largest proportion of cases).
JO LEADING COURSEs OF MORTALITY O-5 YEARS

1986 1992
Rank Diseases Balk  Diseases
1. Acte Respiratory Infection (ARI) 1.
2. Prematurity 2.
3. Malnutrition 3.
4. Diarrhoea 4.
5. MenlIngltles 5.
6. Asphysia 6.
7. Cardiac Disease 7.
8. Measles a
9. Gastro-enterltes 9.
10. Neonatal Tetanus 10

Source: MInlstry of Health (MOH)
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ZIMBABWE: PROJECT PERFORMANCE AUDIT REPORT
RURAL HEALTH CENTERS PROJECT

’ ACCESS TQ HFAITH SFRVICES

1‘93'2 .
%
GEN. OPD Hospital BCG Polio DPT Measles

Provinces Attendances Referrals Immunication Coverage
Manlcaland 3.3 million 51.971 (1.6%) a7 78 69 61
Midlands 2.0 mIlllon 38.773 (2%) 75 73 73 62
MasvIingo 3.7 million 36,190 (1%) 90 73 75 64
Mashonaland W 1.8 million 27,577 (1.5%) 82 76 7% 67
Mashonaland E 1.7 million 35,519 (2%) 82 73 73 69
Mashonaland C 1.3 million 13,220 (1%) 78 76 79 64
Matabeleland N 0.9 million 10,061 (1%) 9 a5 a4 72
Matabeleland S 0.7 million 11,723 (1.7%) 78 70 71 66
Total (Provinces) 15.4 million 225,033 (1.5%)

Total for whole country including Harare and Bulawayo = 18.3 million General
OPD attenance.

Population: 10.6 million

Ratio of clinic (OPD) attendance to population = 18.3: 10.6.
Therefore the average vistt per person is 1.6 times.

The % of referral from the provinces (districts) averages 1.5%.

Source: Ministry of Health (MOH)

1
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ZIMBABWE; PROJECT PERFORMANCE AUDIT REPORY
RURAL HEALTH CENTERS PROJECT
IAR -
182 MOH TOTAL ADF/RHCs ADF/RHCs/ 1992 MOH TOTAL ADF/RHCs AS  ADF/RHCs3/
POTENTIALl/ AS % OF TOTAL POTENTIAL POTENTIAL % OF TOTAL POTENTIAL

{OVINCE POPULATTION - MOH-RHCs BENEFICIARIES SERVED POPULATION ~ BENEFICIARIES  MOH-R BENEFICIARIES SERVED
inicaland 1,103,837 662,302 0.0 0 2,537,676 1,522,606 7.0 106.582
dlands 1,086,284 651.770 0.0 0 1,302,214 781.328 16.0 125,012
isvingo 1.029.504 617.702 0.0 0 1,221,845 733.107 6.0 43.986
tshonaland W. 854.098 512.459 0.0 0 1,116,928 670.157 8.0 53.613
ishonaland E. 647.265 388,359 0.0 0 1.033.336 620.002 6.0 37.200
ishonaland C. 560.847 336,508 0.0 0 857.318 514._391 15.0 77,159
itabeleland N. 466,747 280,046 0.0 0 640.957 384.574 9.0 34,622
ttabeleland S. 515,298 309,179 0.0 0 591,747 355.046 5.0 17,752

6,363,8804 3.758.327 0 02 9,302,021/ 5,581,213 495,926

1339.670) i
(a) 60% of total population = beneficiaries (Women of child-bearing age (WCBY)/age 15-45 years: and children 0-14 years). é
(b} Beneficiaries: 1982 - Ratio of WCBY to children = 47% : 53%.
1992 « Ratio of WCBY to children = 44% : 56%.

Potential Beneficiaries that gould have been served if ADF's RHCs were present in 1962 = 339,670 (or 46% of 1992 population).

ADF's potential beneficiaries as per distribution of its RHCs.

46% increase in population (1982=1992}).

Y 5

.+ Population Census and PPAR mission working papers.

/0513M/p. 55
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ZINBARBWE: _ PROJEL L PERFORMANCE AUDI T _REPORT
RURAL HEALTH PROJECT.

' HEALTH_PUBLI C SECTOR INVESTMENT PROGRAMME

- HQLTH PSIP 1993/94 APPROVED ALLOCATIONS

ts 000} CONSTRUCTION VOTE MINISTRY'S VOTE
WIp NW wWiP N WiP NW WiP N
GvT GVT voc voc GVT GVT voc voc
0 Complete 0 0 0 0 0 0
rrnity _ 0 0 0 0 0 0
on ofef10A Clinics 0 Comolete 0 0 0 0 0 0
nity 0 Comptete 0 ] 0 ] 0 0
0 Complete 0 0 0 0 0 ' 0 .
iospitals 0 Complete 0 0 0 0 0 o i
B RKC 0 Complete 0 1] 0 1] 0 0
MCP/FP . N ¢ 0 0 0 i 0
raining § Complete 0 0 0 0 0 0
a Public Health Laboratory 0 Complete ) ] o ] ] 0
Rectifications 0 Complete 0 o 0 0 0 0
are 0 Complete -0 0 0 0 0 0
rch 0 Complete 0 0 0 o 0 0
rading 0 Complete 0 0 o 0 0 [
Hosp Maternity Unit 220 To complete 0 0 0 0 0
. 0 To complete with savings 0 0 1] 0 0
D/Casualty S00 To conplete 0 0 0 0 0
ts 0 To complete 0 0 0 0 0
com-Lupane 320 To complete 0 0 Q 0 0
-Mutare 120 To complete 0 0 1} 0 0
-al Hospital-incenarator 0 420 to complete 0 0 0 0 0
Ircy and—-oRb- ’ . 720 To complete 0 0 Need to come back with Equipment Figures
et and Kitchen S00 To complete 0 0 0 0
Medical Stores-Additionat capital 0 To liase with Acc.Gen.on authorisation to increase capital base 17000 EEC 0
: IRty 4] 3 ] fs 0 Unider Reourrent Eroorditure 0
o TR us $20 1e confisi Va2 NLING il ho U 0 0 0
:h_centres-source water 0 0 0 0 (2000) Under MLAWD 0
“reticulation 1500 0 0 0 0 0 0 0
sincial Hospital-Civil werks plus OPD 0 ¢—- 700 To complete ] ] o 0
- Equipment 0 0 0 0 (1400) MOH to provide costs 0
wilities . 1000 0 0 - 0 0 0 a 0
~ovincial Hospital-shortfalls(S1T.812m) 54000 Required to verify terms of the contract L justify increased costs & interest charges
-contract($39.317m)
-cost increase($13.576m)
rovincial Hospital-equipment 0 contribution 0 0 0 0
600 confirm chinese 0 ) 0 0 0 0
oratory 100 0 0 (] 0 0 0 0
/Pharmacy 3000 0 0 0 0 Equipment defered to 1994/95
Bowrxdary Wall ¢100) Perding Court Ruling 0 0 0 0 0 -
itchen 0 0 1100 SIDA 0 n 0 0 =l &
. 0 0 500 Go2 0 2 0 0 0 oz
rnity-Phase 11 0 To come back with requirement for Phase I1 G 0 0 ° 0 ® et
es Training 0 . 0 2800 Kellog 0 ¢ 0 0 - 0 —
ral Health Ccntre 0 Confirm donor funding 0 G 0 0 0 o o
awayo Hospital mortuary 1000 [ 0 0 o 0 1] i} -
diatric Unit-Phase 1 1] (] 150C0 CiDA 0 0 0 ] 0 -
-Phase {1 0 0 0 Solicit Japan ] 0 0 ) ™o
Funded 0 0 0 c 0 400 GOZ 0 -
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1\ CURRENCY EOQUIVALENTS

Currency Unit Z$ (Zimbabwe Dollar)

17Z$ FUA 1.2686004 (December 1981)

I FUA Z$ 0.7882205 (December 1981)

QA FUA 0.1451463 (October 1992)

I FUA Z$ 6.88960 (October 1992)
WEIGHTS AND MEASURE

1 metre = 3.28 feet (ft)

| square metre = 10.76square feet

| hectaure = 2.47 acrea

1 kilometre = 0.62137 mile

| square kilometre

0.3861square mile

ABREVIATIONS
ADF African Development Fund
AIDS Acquired Immune Deficiency Syndrome
BUA Bank Unit of Account
CMED Central Mechanic Equipment Department
EDF European Development Fund
EEC European Economic Commission
FUA Fund Unit of Account
DGP Gross Domestic Product
GOz Government of Zimbabwe
ICB International Competitive Bidding
MCH Mother and Child Health
MEPD Ministry of Economic Planning and Devel oipment
MMPD Ministry of Manpower Planning and Devel opment
MOCNH Ministry of Construction and National Housing
MOF Ministry of Finance
MOH Ministry of Health
MONRWD : Ministry of Natural Resources and Water Devel opment
MOPW Ministry of Public Works
PCR Project Completion Report
PHC Primary Hedlth Care
PIU Project Implementation Unit
RHC Rural Health Centres
STD Sexually Transmitted Diseases
ZIMCORD Zimbabwe Conference on Reconstruction and Development
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ST Y E

(1)
PRQIECT BASI C DATA
L. COUNTRY The Republic of Zi nbabwe
2. PRQJECT: Rural Health Centers
3. LOAN NUMBER CS/ZBW/H/83/3
4, BORROAER The Covernment of the Republic of
Zi mbabwe
5. GUARANTOR : Not Applicable (N A)
6. BENEFI Cl ARY The Mnistry of Health
1. EXECUTI A Y | The Mnistry of Construction and
Nat i onal Housi ng
8. LOANS
A.  AMOUNT
ADF FUA 8.00 mllion
B. TERNVS
i) Duration Fifty (50) years including a ten
(ten) year grace period.
i)  Service Charge : 0. 75% per annum on the anount
di sbursed and out standi ng.
Iii) Repayment 1% of the principal each year
from the el eventh to t he
twentieth year inclusive, and 3
per cent each year thereafter.
9. LOAN NEGOTI ATI DATE 8 Decenber 1981
10. LOAN APPROVAL DATE | 18 March 1982
11.  LOAN SI GNATURE DATE | 6 April 1985
12.  LOAN EFFECTI VENESS DATE : 7 April 1985

13.  PRQIECT DATA

At Appraisal  Actual
(in mllion)

A TOTAL _COST
In FUA 9. 80 6.75
In z$ 7.77 10. 86




Y

——

24. CONTRACTORS PERFORVANCE

Rural Health Centers
& Staff Houses

25. PERVI S| A Y
MC N H

26. SUPPLI ERS PERFORVANCE

27. ERATI PERF N

Rural Health Centers
& Staff Houses

(iii)

A B c D
X
X
X
X
X
X

A = Very Good, B = Good, C = Fair, D = Unsatisfactory

28. M SSI ONS
| dentification

Appr ai sal

Super vi si on

Fol | ow up

PCR
29 DI SBURSEMENTS

summary of Total Pl

At Awwr ai sal

ADF 8.00
z 1.80
Tot al 9.80

March 1981

Sept enber/ Cct ober 1981
Novenber 1982

Novenber 1984
Septenber 1985
February to April 1986
May 1987

Sept enber 1989

May 1985
August 1986
Novenber 1990

28.08.92 - 11.9.92

_ann nd Actual Di r nt
(in FUA mllion)
Actual Bal ance
3.93 4.07
2.82 -1.02
6.75
N
\.
™~




Contract Duration
Programed Contract Anount
Actual Contract Anmount

Nane _
hbtlonalltr_
Responsibility

Date of Contract Award

Programed Date of Commencenent

Progranmmed date of Conpletion

Gor’rﬁl . Insp./Final Certificate
Vor

S Retention Fee Paid on
Date of Project Conpletion
Contract Duration
Programed Contract Anount
Actual Contract Amount

Narne
hhtiona!itY_
Responsibility

District
Date of Contract Award

Programred Date of Commencenent

Progranmmed date of Conpletion

Compl. Insp./Final Certificate

Wrks Retention Fee Paid on
Date of Project Conpletion
Contract Duration
Programed Contract Anount
Actual Contract Amount

Narne
hhtiona!itr_
Responsibility

District
Date of Contract Award

Programred Date of Commencenent

Progranmed date of Conpletion

Compl . Insp./Final Certificate

Wrks Retention Fee Paid on
Date of Project Conpletion
Contract Duration
Programed Contract Anount
Actual Contract Amount

6 years
Z$ 90,500.00
2$ 116,345.97

Muti ndori Buil ders, Mutare.
100 % Zi nbabwean
Constructi on of KOPERA RHC,
3 Staff Houses, Fencing and
erection of Water Tank

10 January 1984

August 1982

June 1983

None

1 Cctober 1985

August 1992

8 years

Z$ 80,626.91

Z$ 111,631.22

C.H Construction, Mutare.
100 % Zi nbabwean
Construction of MABEE RHC, 3
Staff Houses, Fencing and
erection of Water Tank
Chi pi nge

10 January 1984

August 1982

June 1983

None

N. A.

August 1992

8 years

Z$ 94,055.00

2$ 114,378.97

Crispen Mavunga, Highfields.
100 % Zi nbabwean
Construction of RUPINDA RHC,
3 Staff Houses, Fencing and
erection of Water Tank
Chi t epo

10 January 1984

August 1982

June 1983

None

N. A.

August 1992

8 years

zZ$ 83,071.12

z$ 117,977.31



Nane

Nationality
Responsibility

District

Date of Contract Award
Programed Date of Comrencenent
Progranmmed date of Conpletion
Compl. Insp./Final Certificate
Wrks Retention Fee Paid on
Date of Project Conpletion
Contract Duration
Programred Contract Anmount
Actual Contract Anount

Nane

hhtiona!itr_
Responsibility

District

Date of Contract Award
Programred Date of Comrencenent
Progranmmed date of Conpletion
Compl. Insp./Final Certificate
Wrks Retention Feé Paid on
Date of Project Conpletion
Contract Duration
Programed Contract Anount
Actual Contract Amount

Nane

hhtiona!itr_
Responsibility

District
Date of Contract Award
Programred Date of Commencenent
Programred date of Conpletion
nﬁl Insp./Final Certificate
Wor ks Retentlon Fee Paid on
Date of Project Conpletion
Contract Duration
Programed Contract Anount
Actual Contract Amount

(Vii)

Brot her s
Zaka.

Tazvi da
Const ructi on,
100 % Zi nhabwean
Construction of MAHENYE RHC,

3 Staff Houses,
erection of Water
Gazakomanani

10 January 1984
August 1982

June 1983

None

N A
August
8 years
Z$ 95%,000.00
Z$ 116,740.29

Fenci ng and
Tank

1992

E & J
Mar onder a
100 % Zi nbabwean
Construction of
RHC, 3 Staff Houses,
and erection of Water
Maungwe

10 January 1984
August 1982

June 1983

None

16 April 1985

August 1992

8 years

Z$ 88,990.00

Z$ 118,360.11

Construction,

MAPARURA
Fenci ng
Tank

E & J
Mar onder a
100 % Zi nbabwean

Construction of MASVOSVA
RHC, 3 Staff Houses, Fencing -
and erection of Water Tank
Maungwe

26 Novenber 1984 *ﬁé
August 1982 k
June 1983 j
None 3
N. A
August
8 years

2$ 91,895.00
Z$ 117,616.67

Const ructi on,

1992



Nane _
hbtlonalltr
Responsibility

District

Date of Contract Award
Programed Date of Commencenent
Progranmmed date of Conpletion
CbnEI. Insp./Final Certificate
Wrks Retention Fee Paid on
Date of Project Conpletion
Contract Duration

Programed Contract Anount
Actual Contract Amount

Narne
hhtiona!itr_
Responsibility

District

Date of Contract Award
Programred Date of Comrencenent
Programmed date of Conpletion
Cbnw. Insp./Final Certificate
Wrks Retention Fee Paid on
Date of Project Conpletion
Contract Duration -

Programed Contract Anount
Actual Contract Anount

Nane _
hbtlonalltr_
Responsibility

District

Date of Contract Award
Programed Date of Comrencemnent
Progranmed date of Conpletion
Conpl. Insp./Final Certificate
Wrks Retention Fee Paid on
Date of Project Conpletion
Contract Duration

Programed Contract Anount
Actual Contract Amount

(ix)

F. A B (Pvt) Ltd.,
100 % Zi nbabwean
Construction of

Harare

KAPONDORO

RHC, 3 Staff Houses, Fencin

and erection of
Mut oko

10 January 1984
August 1982
June 1983

None

15 May 1985
August 1992

8 years

Z$ 95,589.07

Z$ 106,202.13

FACHACO Construction,

100 % Zi nbabwean
Construction of
RHc, 3 Staff Hous

Wat er Tan

KARIMBIKA
es, Fencing

and erection of Water Tank

Zvat ai da

10 January 1984
August 1982
June 1983

None

15 April 1985
August 1992

8 years

Z$ 89,550.00

z$ 116,593.79

FACHACO Const ruct
100 % Zi nbabwean

| on, Harare

Construction Of KAFURA RHC,

3 Staff Houses,
erection of Water
Zvat ai da

26 Novenber 1984
August 1982

June 1983

None

N. A

August 1992

8 years

Z$ 90,550.00

Z$ 115,686.95

Fenci ng and
Tank

Hara;e 2

:




Nane

hhtiona!itr_
Responsibility

District

Date of Contract Award
Programed Date of Commencenent
Programmed date of Conpletion
Conpl. Insp./Final Certificate
Wrks Retention Fee Paid on
Date of Project Conpletion
Contract Duration
Programed Contract Anount

Actual Contract Anount
Nane
Nationality

Responsibility

District

Date of Contract Award
Programred Date of Commencenent
Progranmmed date of Conpletion
Conpl . Insp./Final'Certificate
Wrks Retention Fee Paid on
Date of Project Conpletion
Contract Duration
Programed Contract Anount
Actual Contract Anount

Narne
hhtiona!itr_
Responsibility

District

Date of Contract Award
Programred Date of Commencenent
Programred date of Conpletion
CbnEI. Insp./Final Certificate
Wrks Retention Fee Paid on
Date of Project Conpletion
Contract Duration
Programred Contract Anount
Actual Contract Amount

(x1i)

Miire Construction, P.O.
H ghfield

100 % Zi nbabwean
Constructi on of CHIMBWANDA
VWEBT RHC, 3 Staff Houses
Fencin and erection of
Wat er Tank

Rudhaka

10 January 1984

August 1982

June 1983

None

12 March 1985

August 1992

8 years

Z$ 85,500.00

Z$ 110,073.62 "g
Y

Tandi Enterprises (Pvt)
Ltd., Harare

100 % Zi nbabwean
Construction of JERWA RHC, 3
Staff Houses, Fencing and
erection of Water Tank

Mir ewa

10 January 1984

August 1982

June 1983

None

26 February 1985

August 1992

8 years

Z$ 90,000.00

2$ 126,599.76

Ndl ovu Constructi on,
100 % Zi nbabwean
Construction of ZHARATA RHC,
3 Staff Houses, Fencing and
erection of Water Tank

Mir ewa

10 January 1984

August 1982

June 1983

None
N. A.
August
8 years
Z$ 79,015.59
2$ 116,615.24

Harare

1992



Nane

hhtiona!itr_
Responsibility

District
Date of Contract Award
Programred Date of Commencenent
Progranned date of Conpletion
nﬁl Insp./Final Certificate
Wrks Retention Fee Paid on
Date of Project Conpletion
Contract Duration
Programred Contract Anount
Actual Contract Anount

Name :
hhtlonalltr_
Responsibility

District
Date of Contract Award
Programred Date of Commencenent
Programred date of Conpletion
nﬁl Insp./Final Certificate
Wor ks Retentlon Fee Paid on
Date of Project Conpletion
Contract Duration
Programed Contract Anount

Actual Contract Anmount
Nane
Nationalgty

Responsibility

District

Date of Contract Award

Programred Date of Commencenent

Programred date of Conpletion
nﬁl Insp./Final Certificate

Works Retention Fee Paid on

Date of Project Conpletion

Contract Duration

Programred Contract Anount

Actual Contract Amount

(xiii)

Qui ck Service
H ghfield

100 % Zi nbabwean
Construction of Mukosa RHC
3 Staff Houses, Fencing and
erection of Water Tank
Rushinga

10 January 1984

August 1982

June 1983

None

27 August 1985

August 1992

8 years

Z$ 95,000.00

Z$ 137,758.20

Bui | der s,

Eagl e Constructi on,
100 % Zi nbabwean -
Construction of RUSHINGA ‘¥
RHC, 3 Staff Houses, Fencing
and erection of Water Tank
Rushinga
26 Novenber 1984
August 1982

June 1983

None
N. A
August
8 years
Z$ 94,950.00
Z$ 147,256.20

Harare ..::
x

1992

Two Boy Construction, Seke
100 £ Zi nbabwean
Construction of MUONWE RHC,
3 Staff Houses, Fencing and :
erection of Water Tank

Bi ndur a

10 January 1984

August 1982

June 1983

None

19 Cct ober 1984

August 1992

8 years

Z$ 92,500.00

Z$ 117,920.20




Name .
Nationality
Responsibility

District

Date of Contract Award
Programmed Date of Commencenent
Progranmmed date of Conpletion
CDWE. Insp./Final Certificate
Wrks Retention Fee Paid on
Date of Project Conpletion
Contract Duration
Programmed Contract Anount

Actual Contract Anount
Nane
Nationality

Responsibility

District

Date of Contract Award
Programmed Date of Commencemnent
Programmed date of Conpletion
Conpl. Insp./Final Certificate
Wrks Retention Fee Paid on
Date of Project Conpletion
Contract Duration
Programmed Contract Anmount

Actual Contract Anount
Provi nce: MASHONALAND WEBT
Narme _

Nationality

Responsibility

District

Date of Contract Award
Progranmmed Date of Commencement
Progranmmed date of Conpletion
CDWE. Insp./Final Certificate
Wrks Retention Fee Paid on
Date of Project Conpletion
Contract Duration
Programmed Contract Anount
Actual Contract Anount

(xv)

Ti ger Buil ders,
100 ¢ Zi mbabwean
Constructi on of RAMUTSENZERE
RHC, 3 Staff Houses, Fencing
and erection of Water Tank
Pfura

10 January 1984

August 1982

June 1983

None

6 March 1985

August 1992

8 years

Z$ 96,250.00

Z$ 137,631.20

Harare

Ponesai Wanhu Construction,
Harare

100 % Zi nbabwean
Constructi on of NYAMAHOBOGO
RHC, 3 Staff Houses, Fencing
and erection of Water Tank
M. Darwn

2 April 1984

August 1982

June 1983

None

26 August 1985

August 1992

8 years

Z$ 89,563.74

Z$ 107,613.85

Super Buil ders, Harare

100 % Zi nbabwean
Construction of NBUYA
NEHANDA RHC, 3 Staff Houses,
Fencing and erection of
Wat er Tank
Chegutu

26 Novenber
August 1982
June 1983
None

N. A

August 1992
8 years

Z2$ 88,500.00
z$ 113,215.36

1984




Nane

hhtiona!itr_
Responsibility

District

Date of Contract Award
Programred Date of Commencenent
Progranmed date of Conpletion
Conpl. Insp./Final Certificate
Wrks Retention Fee Paid on
Date of Project Conpletion
Contract Duration

Programed Contract Anount

Actual Contract Anmount
Nare .
Nationality

Responsibility

District

Date of Contract Award
Programed Date of Comrencenent
Progranmed date of Conpletion
Conpl. Insp./Final Certificate
Wrks Retention Fee Paid on
Date of Project Conpletion
Contract Duration

Programed Contract Anount
Aztual Contract Amount

Nare :
Nationality
Responsibility

District

Date of Contract Award
Programred Date of Commencenent
Progranmed date of Conpletion
Conpl. Insp./Final Certificate
Wrks Retention Fee Paid on
Date of Project Conpletion
Contract Duration

Programed Contract Anount
Actual Contract Amount

(xvii)

E.M Kunboedza Construction
Harare

100 % Zi nbabwean
Construction of CH VENDE
RHC, 3 Staff Houses, Fencing
and erection of Water Tank
Kar oi

14 January 1984

August 1982

June 1983

None

13 April 1984

August 1992

8 years

Z$ 89,500.00

Z$ 114,714.02

Mizondo Brothers, Kwekwe
100 % Zi nbabwean
Constructi on of NYABANGO

RHC, 3 Staff Houses, Fencing
and erection of Water Tank
Kar oi

10 January 1984

August 1982

June 1983

None

9 May 1985

August 1992

8 years

Z$ 89,950.00

Z$ 110,684.42

Taki chi | nvestnents, Harare
100 % Zi nbabwean
Construction of CH VERE RHC,
3 Staff Houses, Fencing and
erection of Water Tank
Lumagundi

10 January 1984

August 1982

June 1983

None

11 April 1985

August 1992

8 years

Z$ 89,950.00

2$ 126,094.63



Nare _
Nationality
Responsibility

District
Date of Contract Award
Programred Date of Commencenent
Homammddﬂe of Conpl etion
”ﬁl Insp./Final Certificate
Wrks Retention Fee Paid on
Date of Project Conpletion
Contract Duration
Programed Contract Anount

Actual Contract Anmount
Nane .
Nationality

Responsibility

District

Date of Contract Award
Programred Date of Commencenent
Homammddﬂe of Conpl etion

”ﬁl Insp./Final Certificate
Wor ks Retentlon Fee Paid on
Date of Project Conpletion
Contract Duration

Programed Contract Anount
Actual Contract Ampunt

Nane

Nationaljty

Responsibility

District
Date of Contract Award
Programed Date of Commencenent
Progranned date of Conpletion
nE Insp./Final Certificate
Wrks Retention Fee Paid on
Date of Project Conpletion
Contract Duration
Programred Contract Anount
Actual Contract Anount

(xi x)

African Construction, Harare
100 % Zi nbabwean
Construction of NYAMHERE
RHC, 3 Staff Houses, Fencing
and erection of Water Tank
Chi vu

10 January 1984

August 1982
June 1983
None

18 Decenber
August 1992
8 years

2$ 97,055.65
Z$ 161,400.50

1984

Mari nge Brothers:rGweru

100 % Zi mbabwean
Construction of GuNDE RHC, 3
Staff Houses, '"Fencing and
erection of Water Tank
Gweru

10 January 1984

August 1982

June 1983

None

7 January 1985

August 1992

10 years

z$ 79,909.79

z2$ 113.017.50

Tangabawaya Construction,
Goer u

100 % Zi nbabwean
Construction  of VURASHA
(MUNYAMANI) RHC, 3 staff
Houses, Fencing and erection
of Water Tank

Moer engwa

10 January 1984

August 1982

June 1983

None

7 March 1985

August 1992

8 years

Z$ 86,240.70

Z$ 145,047.50




Responsibility

District
Date of Contract Award
Programmed Date of Commencenent
Progranned date of Conpletion
nE Insp./Final Certificate
Wrks Retention Fee Paid on
Date of Project Conpletion
Contract Duration
Programmed Contract Anount
Actual Contract Anount

Nane

hbtionalitr
Responsibility

District

Date of Contract Award
Programmed Date of Commencenent
Programmed date of Conpletion
Conpl. 1iInsp./Final Certificate
Wrks Retention Fee Paid on
Date of Project Conpletion
Contract Duration
Programmed Contract Anount
Actual Contract Amount

Nanme
hbtionalitr
Responsibility

District
Date of Contract Award
Programmed Date of Commencenent
Progranned date of Conpletion
Insp./Final Certificate
vo s Rbtent|on Fee Paid on
Date of Project Conpletion
Contract Duration
Programmed Contract Anount
Actual Contract Anount

Nanme
Nationality

(xxi)

Construction of MATETA RHC,
3 Staff Houses, Fencing and

erection of Water Tank
Gokwe

10 January-1984

August 1982

June 1983

None

N. A

August 1992

8 years

Z$ 84,500.00
Z$ 153,875.50

Chi l'i ni anzi Construction,

Harare

100 % Zi nbabwean )
Construction of NYAUTONGWE
RHC, 3 Staff Houses, Fencing
and erection of Water Tank
Nvuma

10 January 1984

August 1982

June 1983

None

15 April 1985

August 1992

8 years

Z$ 90,950.00

Z$ 158,718.50

Tongorara Buil ders,
100 % Zi nbabwean
Construction of RUSIKE
(CHIKENYU) RHC, 3 Staff
Houses, Fencing and erection
of Vter Tank

Shur ugw

10 January 1984

August 1982

June 1983

None

3 January 1986

August 1992

8 years

2$ 82,448.59

Z$ 101,956.50

Shur ugw

Vel |
Gneru
100 % Zi nbabwean

Done Buil ders & Paint,




hhtionalitr
Responsibility

District

Date of Contract Award
Programred Date of Commencenent
Progranmmed date of Conpletion
Cbﬁﬁl. Insp./Final Certificate
Wrks Retention Fee Paid on
pate Of Proj ect Conpletion
Contract Duration
Programred Contract Anount
Actual Contract Amount

Nane

hhtiona!itr_
Responsibility

District

Date of Contract Award
Programmed Date of Comencenent
Progranmmed date of Conpletion
Conpl. Insp./Final Certificate
Wrks Retention Fee Paid on
Date of Project Conpletion
Contract Duration
Programed Contract Anount
Actual Contract Amount

Nane

hhtiona!itr_
Responsibility

District

Date of Contract Award
Programed Date of Comrencemnent
Progranmmed date of Conpletion
Cbnw. Insp./Final Certificate
Wrks Retention Fee Paid on
Date of Project Conpletion
Contract Duration
Programred Contract Anount
Actual Contract Amount

(xxiii)

100 % Zi nbabwean
Construction of MUKANGA RHC,
3 Staff Houses, Fencing and
erection of Water Tank
Bikita

3 Novenber 1984

August 1982
June 1983

None
N. A.
August
8 years
Z$ 89,990.00
2$ 115,721.86

1992

Sonny Buil der s &
Contractors, Masvingo

100 & Zi nbabwean
Construction of NGORI MA RHC
3 Staff Houses, Fencing and
erecti on of water Tank
Bikita

10 Januarg 1984

August 1982

June 1983

None

11 Decenber 1984

August 1992

8 years

Z$ 94,932.00

Z$ 132,886.86

Chi kukwa & Son Construction,
Mutare

100 % Zi nbabwean
Construction of
3 Staff Houses,
erection of Water
Gazakomanani

10 January 1984
August 1982

June 1983

None
N. A
August
8  years
Z$ 94,050.00
Z$ 114,039.86

MUTEYO RHC,
Fenci ng and
Tank

1992




{xxV)
Name

hhtiona!itr_
Responsibility

District
Date of Contract Award
Programred Date of Commencenent
Progranned date of Conpletion

nﬁl Insp./Final Certificate
Wrks Retention Fee Paid on
Date of Project Conpletion :
Contract Duration :
Programed Contract Anount :
Actual Contract Anount

Name :
hhtlonalltr_
Responsibility

District

Date of Contract Award
Programred Date of Commencenent
Programed date of Conpletion
Compl. Insp./Final Certificate
Wrks Retention Fee Paid on
Date of Project Conpletion
Contract Duration

Programed Contract Anount
Actual Contract Amount

Nane

Nationalitr
Responsibility

District

Date of Contract Award

Programred Date of Comrencenent

Progranned date of Conpletion :
nﬁl Insp./Final Certificate :

Wor ks Retentlon Fee Paid on :

Date of Project Conpletion

Contract Duration

Programed Contract Anount

Actual Contract Amount

Masvi ngo Rur al Bui | di ng
Contractors, Masvingo p
100 % Zi nbabwean *

Construction of CH Bl OFFICE
RHC, 3 Staff Houses, Fencing ¢
and erection of Water Tank -
Nyani ngwe

10 January 1984
August 1982
June 1983

None

2 May 1985
August 1992

8 years

2$ 85,500.00

Z$ 104,593.11

AT

e

chuma Bui | ders,
100 % Zi nbabwean .
Construction of CHIRINDI
RHC, 3 Staff Houses, Fenci ng,
and erection of Water Tank
Mrenezi

10 January 1984 o
August 1982

June 1983

None

N. A

August 1992

8 years

Z$ 92,590.00

Z$ 127,465.86

Masvi ngo

o

N %

Zaka Buil ding Contractors,
Zaka

100 % Zi nbabwean .
Construction of sVUURE RHej, if
3 staff Houses, Fencing: and ;Mg
erection of Water Tank ;
Zaka cor
10 January 1984
August 1982
June 1983

None

15 March 1985
August 1992

8 years

Z$ 95,590.00

Z$ 130,185.86




Nane

hhtiona!itr_
Responsibility

District

Date of Contract Award
Programmed Date of Commrencenent
Progranmed date of Conpletion
Cbnw. Insp./Final Certificate
Wrks Retention Fee Paid on
Date of Project Conpletion
Contract Duration
Programmed Contract Anount
Actual Contract Anmount

Nane

NationalitY
Responsibility

District

Date of Contract Award
Programmed Date of Commencenent
Progranmmed date of Conpletion
Oonﬁl . Insp./Final certificate
Wrks Retention Fee Paid on
Date of Project Conpletion
Contract Duration
Programmed Contract Anount
Actual Contract Anount

Nane

hhtiona!itr_
Responsibility

District

Date of Contract Award
Progranmmed Date of Commencenent
Progranmmed date of Conpletion
CbnEI. Insp./Final Certificate
Wrrks Retention Fee Paid on
Date of Project Conpletion
Contract Duration
Programmed Contract Anount
Actual Contract Anount

(xxvii)

Mut ual
Bul awayo
100 % Zi mhabwean
Construction of CHINEGO
(TINDE) RHC, 3 Staff Houses,
Fencing and erection of
Water Tank

Bi nga

10 January 1984

August 1982

June 1983

None

N. A.

August 1992

8 years

Z$ 95,710.68

Z2$ 126,671.00

Constructi on,

Guqul a Co-operative Society,
Bul awayo

100 % Zi nbabwean
Constructi on of SINAMAGONDE

RHC, 3 Staff Houses, Fencing
and erection of Water Tank
Bi nga

10 January 1984

August 1982

June 1983

None

30 May 1985

August 1992

8 years

Z$ 91,000.00

Z$ 111,928.00

Kusi |l e Bui | ders co-
operative, Bul awayo

100 % Zi nbabwean
Construction of aoMoza RHC
3 Staff Houses, Fencing and
erection of Water Tank
Lupane

10 January 1984

August 1982

June 1983

None

N. A

August 1992

8 years

z$ 88,537.15

Z$ 122,723.00




Nane

hhtiona!itr_
Responsibility

District

Date of Contract Award
Programred Date of Commencenent
Progranmed date of Conpletion
Conpl . Insp./Final Certificate
Wrks Retention Fee Paid on
Date of Project Conpletion
Contract Duration
Programred Contract Anount
Actual .Contract Anpunt

Provi nce:

Nane

MATABELELAND SOUTH

hhtiona!itr_
Responsibility

District

Date of Contract Award
Programed Date of Comrencenent
Programmed date of Completion
CbnEI. Insp./Final Certificate
Wrks Retention Fee Paid on
Date of Project Conpletion
Contract Duration
Programed Contract Anount

Actual Contract Anount
Nane
Nationality

Responsibility

District

Date of Contract Award
Programred Date of Commencenent
Progranmmed date of Conpletion
CbnﬁL Insp./Final Certificate
Wrks Retention Fee Paid on
Date of Project Conpletion
Contract Duration
Programed Contract Anount
Actual Contract Amount

(xxi X)

Guqul a Co-operative Society,
Bul awayo

100 % Zi mbabwean
Constructi on of KANYAMBEZI

RHC, 3 Staff Houses, Fencing
and erection of Water Tank
Hwange

5 Decenber 1984

August

June 1983

None

N. A.

August 1992

8 years

Z$ 92,500.12

2$ 121,815.00

S A Chibaira Bui | di ng
Construction, Bulawayo

100 % Zi nhabwean
Construction of BEULA RHC, 3
Staff Houses, Fencing and
erection of Water Tank

Vet obo

14 Decenber 1984

August 1982

June 1983

None
N. A
August 1992

8 years

Z$ 100,003.80
2$ 108,877.43

Provincial Operations Cfice
of Mnistry of Construction

& Nat i onal Housi ng,
Mat abel el and Sout h, Bul awayo
100 % Zi mbabwean

Construction of HOVEBTEAD

RHC, 3 Staff Houses, Fencing
and erection of Water Tank
Mat obo

14 Decenber 1984

August 1982

June 1983

None

N. A.

August 1992

8 years

Z$ 85,000.00

2$ 117,173.43




Nane

Nationality
Responsibility

District
Date of Contract Award
Programred Date of Commencenent
Progranned date of Conpletion
Insp./Final Certificate
vo s Retentlon Fee Paid on
Date of Project Conpletion
Contract Duration
Programred Contract Anmount
Actual Contract Anount

Nane

hhtiona!itr_
Responsibility

District
Date of Contract Award
Programred Date of Comrencenent
Progranned date of Conpletion
HE Insp./Final Certificate
Wrks Retention Fee Paid on
Date of Project Conpletion
Contract Duration
Programed Contract Anount
Actual Contract Amount

EQUI PMENT / FURNI TURE

(xxx .)

Ngwabi Buil ding Contractors,
Bul awayo

100 % Zi nbabwean '
Constructi on of SIMBUMBUMBU ;v
RHC, 3 Staff Houses, Fencing ’
and-erection of \Water Tank
Gnanda

18 Decenber 1984

August 1982

June 1983

None

28 May 1985

August 1992

8 years

z$ 78,032.00

Z$ 96,167.43

Ngwabi Bui |l di ng Contractors,
Bul awayo

100 % Zi nbabwean
Construction of
RHC, 3 Staff Houses,
and erection of Water
Al i mangwe

3 January 1985

August 1982

June 1983

None
N. A
August
9 years
Z$ 92,416.48
7Z$ 103,413.43

MATJINGE
Fenci ng
Tank

1992

SUPPLI| ERS

(Addi ti onal

Provi nce: MANICALAND

Nanes
Responsibility

Date of Last Invoice
Programed Date of
Final Date of Conpletion
Programed Contract Anount
Actual Contract Amount

| nstal |l ati ons :

to UNI CEF Provision)

Monar ch Prod.
vitafoam CA:

St af f
and

Al pha Steel;
J.WW W| son;
R Macdi am d
Supply RHC’s and
Houses wi th Equi pnent
Furniture

9 April 1985

January 1983

August 1992

z$ 68, 029

z$ 93, 015




P

(Xxxiii)

Date of Last Invoice

Progranmed Date of Installations
Final Date of Conpletion
Programmed Contract Anount
Actual Contract Anount

Provi nce: MABVINGO

Nanes

Responsibility

Date of Last Invoice

Progranmmed Date of Installations
Final Date of Conpletion
Programred Contract Anount
Actual Contract Anount

Province: NATABELELAND NORTH

Nanes

Responsibility

Di;te of Last I nvoice

Progranmmed Date of Installations
Final Date of Conpletion
Programed Contract Anount
Actual Contract Anount

Provi nce: MATABELELAND SOUTH

Nanes

Responsibility

Date of Last Invoice

Progranmmed Date of Installations
Final Date of Conpletion
Programed Contract Anount
Actual Contract Anount

9 April 1985
January 1983
August 1992
z$ 62, 796
z$ 85, 860

Al pha Steel; Guenth & BEK;
Monar ch Prod. ; JWW
W son; Vitafoam CA; R
Macdi am d.

Ssupply RHC S and St af f
Houses with Equi pnent and
Furniture

9 April 1985

January 1983

August 1992

Z$ 57,563

Z$ 78,705

Al pha Steel; Guenth & BEK;
Monar ch Prod. ; J.WW
W son; Vitafoam CA; R.
Macdi am d.

Supply RHC S and  Staff
Houses w th Equi pnrent and
Furniture

9 April 1985

January 1983

August 1992

z2$ 52, 330

2$ 71,550

Al pha Steel; Guenth & BEK;
Monar ch Prod. ; J.WW
W son; vitafecam CA;, R
Macdi am d

Supply RHC S and  Staff
Houses w th Equi pnment and
Furniture

9 April 1985

January 1983

August 1992

Z$ 41, 864

z$ 57, 240




1. | NTRODUCTI ON

1.1 At independence (April 1980) Zi nmbabwe inherited a health
care system characterized by a grossly disproportionate allocation of
government resources to the provision of care to the mnority white
population. To tackle this problemthe Governnent adopted a health
policy that would take into account, as the nain objective, the
reasonabl e demands of the urban and rural African populations for an
array of services to which they have traditionally been denied.

1.2 To achi eve the above objective, the Government announced on
Septenber 1, 1981 that all health services would be free for al
peopl e earning 2$ 150.00 or less a nonth. To further inprove the
rural population's access to health care and to increasingly dimnish
the urban-rural dichotony, the Government issued an official policy
for an increase in the number of the rural health centers. Hence, the
Rural Health Centers Project was designed to strengthen the rural
health services by (i) the construction of 83 rural health centers,
and (ii) the construction of 249 staff houses.

1.3 The project was identified during a general identification
m ssion |aunched in August 1980. Durln%)the Zi nbabwe Conference on
Reconstruction and Devel opnent (ZI MCORD) held in March 1981, the
CGovernnent nmade a request for ADF financing of the health center
construction programme. Subsequently, the Bank mounted an appraisa
mssion to Zinmbabwe in the 4th quarter of 1981.

1.4 On 18 March, 1982, an ADF loan of FUA 8 mllion was extended
to the Governnment of Zinbabwe. The |oan was signed on 11 Novenber,
1983, construction of the health centers and staff houses started in
August 1982 and the project was conpleted in August 1992.

1.5 In February 1986, the Bank sent a supervision teamto
perform a physical evaluation of each of the 83 rural health centers
(RHCO) and 249 staff houses. The mission prepared a conplete inventory
of outstandi ng construction works, quality of construction, and
assessnment of functionality of each RHC

1.6 At the 1992 ADB/ADF annual neeting in Dakar, the Governnent
of Zi nmbabwe (G0Z) Del egation agreed with the Bank to consider the
project conpleted. In a telex of 21 July, 1992, the Governnent had
requested for the cancellation of the undisbursed |oan bal ance.
Furthernore, the Board of Directors of the Bank approved in August
1992 the utilization of the savings of the project to assist sonme of
the non-food aid requirements in the Governnment's drought relief
progranme.

1.7 Subsequently a PCR mission was fielded in Septenber 1992,
The Governnent submitted the Borrower's Conpletion Report to ADF
durin% the PCR mission in September 1992. The mi ssion conprised of a
health expert and an architect consultant. The m ssion concl uded that
the quality of the construction of the health centers was generally
good. Hence the mssion proposed that some of the shortcom ngs of the
project should be rectified imediately in order to allow the health
centers to be fully operational




2. PROIECT BACKGROUND

2.1 Socio-Economc Setting

2.1.1 Zi mbabwe, a | and-locked country with a total area of
389,000 km lies in South Central Africa between the Limpopo and the
Zanbesi rivers. It is bordered on the north and north-west by Zambia,

on the south by south Africa and on the east and south-west  'by
Mozanbi que and Botswana respectively. Wile Harare is the
adm nistrative capital, the country is divided into 8 .provinces:
Mashonal and Central, Mashonal and West, Mashonal and East, Masvingo,
M dl ands, Mani cal and, south Mt ebel el and, and North \Wat ebel el and.

a) At Aww ai sa

2.1.2  In Decenber 1979 the popul ation of Zi nbabwe was estimated
at 7.3 mllion, with a growth rate of about 3 per cent per annum. &as ;
at that date 96.1 per cent of the population was African, 3.3 per cent:

European and the rest was Asian or of mxed race. About 80 per cent
of the population lived in rural areas and of those in the urban areas
more than 70 per cent lived in the two main urban centers, Salisbury
(later renaned Harare) and Bul anayo.

2.1.3 A former colony of Britain, Zinbabwe becane independent in
April 1980 after a protracted costly war between African nationalist
|'i beration novenents in the country and the European settlers. The °
performance of the econony fairly reflected the costly effects of the
struggl e for independence and the years of political and economic
Isolation of the country by the international community. Between 1975
and 1978 several factors ranging from escalation of the war to the -
effects of the oil price increase of 1973 led to a decline in al
areas of economc activity with an estinated overall fall of 12% and
29% of real CDP per capita respectively.

2.1. 4 As at 31 Decenber, 1980, the total outstanding debt. of the
Governnent was 2$ 1,840.2 mllion of which 77 percent was irnternal
debt. The external debt rose from2$ 838.5 mllion in 1977 to Z$223.8
mllion in 1978 and by 1980 was 2z$ 414.8 mllion representing a 342
per cent increase from 1975 in which it was 2$ 93.8 mllion

2.1.5 The growth rate of the GDP, in nomnal terns, rose annually at
an average rate of 12% between 1975 and 1980. In real terns, however
the GCDP was estimated to have declined at an-annual rate of 2.5% over
the same period. The largest decline in econom c activity has been
in the construction sector where the volume of activity fell by about
60% bet ween 1975 and 1978. Wthin the next few years, however, the
real growh in this sector was likely to rise rapidly given the
massive construction and rehabilitation programme which the CGovernment
had enbar ked upon.

2.1.6 I'n 1980 the dom nance of the manufacturing sector vis-a-vis
aPricuIture in the formation of GDP was |argely due to the ruinous
effects of the war in the rural sector where nmuch of the econom c and
subsi stence output significantly declined, in the wake of a severe
curtailment of agricultural extension and other services. The war
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2.1.14 G_ven: the na?nitude of ‘the financial requirements’ #6r the
country's nmambt h devel opnent programme and the relatively fairly
devel oped' structure of the econony, the Governnment has appealed to
donor 'countries and international |ending a?encies to provide a
significant proportion of grants and loans In local currency in order
to prevent overwhel m ng budgetary deficits and reliance on nassive
inflationary short-term donmestic borrow ng.

b) A t

2.1. 15 The Macroecononmic Situation in the 1980s: In the decade, the
GDP grew at an average annual rate of 3.4 per cent while the
popul ation grew at about 3.0 per cent, thus, the standard of |iving
of the people did not inprove much over the decade. However, there
were huge differences in the growth-rates fromyear to year reflecting
good weat her conditions and the extent to which appropriate policy
measures were taken.

2.1.16 "The trend in the balance of paynents mrrored the trend in
the GDP. While it was favorabl e between 1984 and 1988, it became
negative after that date, despite the demand nanagenent measures
undertaken by the Government including the continuous deval uation of

t he exchange rate, and the tight forelgn exchange allocation system
Debt service ratio was 25.9 per cent in 1989, and reserves were
equivalent to only two nonths of inports.

2.1.17 The Public Sector continued to be a net dis-saver. Its
overall deficit increased from8 per cent of the GOP in 1981/82 to 11
per cent in 1990/91. Because the deficit was financed |argely 'from
private sector savings, it was,possible to keep the inflation rate at
only 14 per cent in 1989.

2.1.18 A major problemthat affected growh was the declining |evel
of investment. There was an acute shortage of foreign exchange in the
country, and hence obsol ete equi pments could not be replaced. Another
probl em of investment was the inefficient allocation system Unlike
In 1983 when fixed investment was 23 per cent of the GDP, by 1989, it
had declined to only 11 per cent, an amount considered inadequate for
i:-= mai ntenance of the then existing stock of capital.

2.2.19 A major adverse effect of declining investnent was the
rising level of unenployment. To arrest the deteriorating situation,
th~ Government enbarked on a conprehensive reform programre in 1991
called the Econom c Structural Adjustment Programme (ESAP), covering
the period 1991-1995. The programre included policy reforms in areas
zuch as trade |iberalization, price decontrol, donestic deregulations,

reducti on of budget deficits, and parastatal |oses, civil service
reforms, and neasures to assist the poor and the vul nerable people.

2.1.20 Since Zinbabwe started inplenmenting this reform programme
in 1991, the major destabilizing factor has been the 1991/92 drought,
covering the whole region. It is said to be the nost' severe in the
region, and in the century. As a result of the drought; the GDP in
1992 is estimated to have declined by at |east 9 per cent conpared to
a growth of 3.6 per cent in 1991. About 4 mllion. people (close to
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of the relevant population. About 75 per cent of the population still

lives in rural areas with poor health and housing facilities. Infant s
mortality rate in still as high as 61 per 1000, while life expectancy 3
at birth is still under 60 years. About 80 per cent of -the urban .
dwel l ers have access to potable water while only 40 per cent ofthe *

popul ation in the rural areas has simlar access. Sanitation is
extremely poor in the rural areas where less -than 25 per:cent Of the

rural dwellers have access to good sanitation. There are still as

much 'as 7,060 persons to a doctor, and 550 persons to a hospital bed.

2.1.26 Enpl oyment opPortunities during-the 1980s has been far from
adequate to absorb the large nunbers entering the work force. At the
end of the 1980s, there were about 200,000 school |eavers each year;
but only about 70,000 formal sector job openings. As a result, over,
25 per cent of the labour force is currently unenpl oyed.

2.1.27 The CGovernment is taking neasures to redress the

environmental problens of the country.” Nevertheless/a sianifjcant,
proportion of the nation's non-renewabl e resources has béen depleted;” =
and soil degradation has occurred particularly in the' rural areas:®
where the use of wood.for fuel and housing has 1led to deforestation. ™ *
Overcjrazing and overcrowding. in the rural areas. have -dlso led 'to
severe ' soi | erosion, -

o e e

2.1.28 Anongst the external problens of the econony are the
drought, the |andl ocked position of the country which |eads to high '
transportation costs, and nmakes the country vulnerable to the
political situation in both-the. RSA and Mozambique, adverse ‘terms Of '
trade 'for its exports and oil price hikes. Internally, the acute
shortage .of foreign- exchange.still.remins-a serious limiting factor
to investment in nodernization and replacenent of worn-out parts, and
the policy environment has not yet becone fully supportive of private
sectorinitiative.

N
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3.3.6 Fol | owi ng independénce, the M nistry of Health enbarked on
a primary health care (PHC) approach based on a referral structure
consisting of village health posts at the very base and rural health
centers as the immediate referral facility linking the village post
wth the district hospitals. The Ministry was structured into three
main adm nistrative divisions: Health Planning, Rural Health Care, and
Medi cal Services. To administer nore effectively its programmes, the
M nistry has divided the country into five provinces: Matebel el and,

Victoria, Mnicaland, Mashonal and and M dl ands. The Government health
facilities were classified as Central (Referral) Hospitals, Cenera

(Provincial) Hospitals, District Hospitals, Rural Hospitals and Rura

Heal th Centers.

2.2.7 The di sease pattern in Zi nbabwe was simlar to that found
el sewhere in Africa and such was dom nated by the communi cabl e
di seases. The main causes of nortality were neasles, pneunonia,
mal i gnanci es, heart di seases, diarrhoeal diseases, nutritional
disorders, perinatal nortality, notor accidents, tuberculosis and
t et anus. The maj or causes of infant nortality were pneunoni a,
di arrhoeal diseases, neasles and tetanus.

2.2.8 Total health expenditure for 1980/81 was 2$ 83.7 mllion,

aﬁprOX|nater 2.5% of GDP, with a 45%increase from 1980 to 1981 in
the recurrent expenditure. An increase of this nmagnitude .was
consi dered as an anonalz expl ai nabl e by the inpact of the Governnent's
new policies during the first year of independence. The capital

expenditure in the health sector for the period 1981-84 was
approximately z$ 28.8 mllion to be financed mainly through foreign
assi stance.

§ b) A P & !

. ]
2.1.9 Since appraisal, Zinbabwe has nade inpressive gains in
providing health care to its ten n1II|on(feopIe_ ~ Progress has been
especially great inredressing the marked inequities in health care

that existed prior to independence. The Government has extended basic
health care to underserved rural areas, by constructing and staffing
about 290 clinics, reconstructing about 160 war-danmaged clinics, and
upgradi ng an additional 160 facilities. To provide preventive and
curative services at the grass-roots level, nore than 4,400 village
heal th workers (now 'comunity devel opment workers) were trained
bet ween 1980 and 1985. To staff the clinics, |arge nunbers -of
unqual i fied personnel were retrained as State Certified Nurses.

2.2.10 The Governnent's enphasis on prinarY health care (PHO),
conbined with other neasures to inprove the quality of life in rural
areas, has already started to bear fruit. The percentage of fully
i mmuni zed children increased from 25% in 1980 to 42% in 1984, 67% in
1987, and 80%in 1991.

2.2.11 Since appraisal, there was a mmjor restructuring of the
Mnistry of Health with the creation of departnents. charged with
devel opi ng health programmes to deal with priority public health
probl ens. To ensure adequate access, a balance of preventive and
curative care, and an efficient chain of patient referral, the
Gover nnent has organi zed the public and Non-3overnmental Organizations



11

- Ensure val ue for noney through efficient and effective
siervices;

- Plan and manage its resources effectively;

- Form strong links with the conmunity at all levels in the
deh|very of appropriate health services in acceptable ways;
an

Mobilize nmore resources for the health sector whil st
ensuring their optinum utilization.

The priority areas identified by MXH for planning are maternal and
child health (MCH), AIDS/H'V and STD, environnental health,
epi dem ol ogy, disease control and infrastructure devel opnment.

2.2.16 Zi mbabwe has no official population policy though this does
not inply any reluctance on the part of the Government to support
fam |y planning activities. The current popul ation of Zi nbabwe is
close to 9.8 mllion grow ng by between 2.9% and 3. 1% per annum At
the later rate the population would take a nere 23 years to doubl e.

2.2.17 One of the main health strategies adopted in Zinbabwe is the
PHc approach w th enphasis on decentralization of the health
admnistration and integration of health programmes at all |evels of
the health systens. The inplenentation of the PHC policy involved the
creation of 163 rural health centers (RHC), and the upgrading of 450
primary care clinics to function as rural health centers. For the
period 1??6 to 1990 the MH capital devel opment programre anmounted to
z$ 67 mllion.

2.2.18 The inplementation of the PHC policy will be pursued durin
the 1992-95 period. The strategy is to strengthen further the rura
health care delivery system and preventive services, tighten up
managenent, inprove efficiency and strengthen the cost recovery
measur es.

2.3 Proiject Fornul ation

2.3.1 At appraisal the Government inherited a health care system
characterized by a grossly disproportionate allocation of resources
to the provision of care to the mnority of Euro%ean popul ation. As
di scussed earlier, the Governnent's strategy has been to redress the
inequities found in the health care system  Hence, to, increase the

.calation’s access to health care, the MOH announced that all health ..7;

services would be free and called for an increase in the nunber of
rv~al health centers.

3

Y The project was first identified during a genera
‘dentification mi ssion |aunched in August 1980. During the ZI MCORD
“nference | N Marah 1981, the Governnent made a special request to ADF
-~ Financial assistance in the construction of rural health centers.

~equently an appraisal mssion was sent to Zinmbabwe in the fall of

+. The ADF loan related to this project was approved by the Board
- March 18, 1982, and the |oan agreement was signed on May 11, 1983.

P
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presence of an access road and pi ped water or bore hole provided by
the Rural Water Devel opnent Program

?.ﬁiY The design of MOCNH for a health center was described as
ol | ows:

a) Aclinic building with a gross floor area of 195.10 n2 to
include:
wai ti ng/ mass education shed,
consul ting room
phar nacy,
treat nent room
health assistant's office,
nurses's office or store room
| i nen store,
delivery room
sl uice room
store room or | abor washroom
maternity ward
femal e observation ward
mal e observation ward,
2 Wc’s and shower,
| aundry area.

b) Three staff houses, each with a gross floor area of 62.08
m2 consisting of:

living room
ki t chen,
bat hr oom
we,
bedroom 1,
bedroom 2,
bedroom 3.

2.4.8 The construction details were defined as foll ows:

solid foundations in brick work laid in the soil wth
cenent nortar;

walls to be constructed with bricks in majority of
cases locally formed and baked;

corrugat ed asbestos roofing sheets as "Endurit" on
| am nated soft wood tinmber coated with wood preserving
conmponent before fixing;

asbestos slate ceilings to be provided in clinic
bui I dings and the staff houses;

standard glazed mld steel w ndows;

3tandard mld steel frame doors with flush or battened
00rs;

concrete fl ooring with steel trowelled finish

2.4.9  Equipment _and Furniture - The detailed |ists of equipnent
and furniture submtted at appraisal were to conplenent naternal and
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3. PROIECT | MPLEMENTATI ON

3.1 Proiject Manaaenent

3.1.1 The project managenent was not in accordance with the
terms of reference in the appraisal report. The PIU was never set up
as envisaged to direct and coordinate the project activities. The
Government instead decided to set up a coordination unit, conprising
an officer each fromthe MOH and the MOCNH to manage the project.
Since the loan was not yet declared effective and time was running
out, ADF approved the government's proposal. This resulted in the poor
monitoring of the progress of the project, the procurenent of goods
and services and also led to the excessively long inplenmentation
period. The MOCNH assumed the responsibility of the PIU in nonitoring
and supervising the construction works and also coordinating with the
MOH in disbursements with the MOF, while the MOH was responsible for
the procurenent of equipnent, furniture, vehicles and spare parts.

3.1.2 At appraisal, the proposal to engage a consul tant
supervi sor for the project was not adhered to, i1nstead the MOCNH
assuned the role of the supervising agency in inplenenting this
project as well as the other current governnment projects. The duties
I ncl uded the follow ng:

desi gn drawi ngs and tender docunents;

tender for construction works;

supervi si on;

construction;

monitoring, evaluating and reporting on the progress
of construction works.

3.1.3 There were serious  problens encountered in the
i npl enentation of the project especially the absence of a PIU and a
consul tant supervisor as foreseen at appraisal. These probl ens
affected all asFects of the project inplenentation including the
procurenent of all goods and services and the inplenmentation period.

The MOCNH was unable to carry out effective and constant supervision
of the rRHC’s for the follow ng reasons:

a) heavy work-1oad of other current government projects;

b) manpower constraints;

c) t he great nunmber of RHC’s, their renoteness and the
di stances apart.

3.1. 4 The quality of nonitoring the project was very poor.
r.ogress reports were irregular and not detailed with individual site
meetings. Construction works took too long to be inplenmented. There

w re al SO many construction defects in alnost all the RHC’s and the
=taff houses. Accounting on the project was poorly kept. The progress
reports | acked up-to-date accounting at various stages of the project.
Tie reports submtted to date were as follows:
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the health centers nake it convenient for acconpanying nothers to stay
and cater for their wards as Ion% as necessary. The PCT site visits
noted the conplaints of the health staff to this effect.

3.2.6 The Waiting Shed - It is a sinple structure with basic
concrete floor and corrugated asbestos roofing sheets supported on
steel tubular colums. One design has short walls with concrete seats
and a bl ack board, while the other has noneof these

3.2.7 TheMaternity and JIn-patjent Block - This consists ofthe
delivery room, the sluice room a store or |abor washroom dependi ng
on the type, mternity ward, fenmale observation ward and nal e
observation ward. There were two types of design for this block. The
first design has the delivery roomwith a store roomconpletely
isolated fromthe sluice roomand the ante-natal ward, whilst the
other has a delivery roomw th a communication link with the sluice
room and | abor washroom as well as the ante-natal ward. Health workers
of first type conplained on the inconvenient of use and the |ack of
| abor washroom On-site visits also indicated of some wards at certain
centers serving as storeroom for foodstuffs or as tenporary
accommodation for nursing students on practice.

3.2.8 The Toilet Block - This block is adjacent to the out-
patients' and in-patients' blocks. It contains tw water closets and
a shower. On-site visits indicated that this block at various centers
is not properly utilized for absence of running water or due to
defective plunmbing system Therefore, it is usually utilized as
storage for grounds tools, refrigerators and bicycles tor out-reach

3.2.9 [he Laundrv Block = The |aundry block is a small sinple
structure with concrete wash basin for the washing of |inen by hand.

ol 3:9%ch

3.2.10 Staff Houses = Each RHC has three staff houses. These
houses, whi ch are standard types of the MOCNH, were built in
accordance with the appraisal report and have proved to be ver¥
satisfactory acconmpdation for the staff. None of the staf
interviewed on site had conpl aints about space or the facilities.
provi ded. However, sonme users remarked about defects in the houses
such as roof |eakage, defective plunbing system and cracks in walls.
The correction of these defects before the closing of the project will
hel p enhance the quality and efficiency of the project.

3.2.11 Water Tank and Fencing - At appraisal the sites to be

sel ected for the project were to be within areas of piped water and

the presence of a good access road. Due to renoteness of nost of the
sites, bore-holes were to be drilled within or around the prem ses to
provide water. \Water tanks of appropriate sizes were to be erected on
steel or brick stand. Each site was to be furnished with a mechanical .’ "-
punp fromthe bore-holes to the tanks to provide running water to the |
c~uters. However, on-site visits observed the absence of nechani cal
Punps at certain centers, as well as shallow bore-holes which could .
not produce sufficient water for the centers. The absence of running
water at some of the centers nade it difficult for themto function
effectively, especially in running the maternity ward.

3.2.12 Each RHc is provided with iron grilled fencing about a neter
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3.2.17 The supervision was carried out by the MOCNH i nstead of
engagi ng a consultant as was envi saged at appraisal.

V) nstruction

3.2.18 Al buildings were constructed in conformty wth
specifications of the appraisal report, including:

concrete strip foundations w thout reinforcenents
except where abnormal bad ground conditions were
encount er ed;

wal | s constructed with burnt bricks;

corrugated asbestos roofing sheets as "Endurit" on
|am nated soft wood tinber treated wth wood
preserving conponent before fixing;

asbestos slate ceilings in clinic buildings and the
staff houses;

standard glazed mld steel w ndows;

standard mld steel frame doors with flush or tinber
battened or panelled doors;

concrete flooring with steel trowelled finish.

3.2.19 The design drawi ngs were not adapted to local conditions
such as provisions for reinforced concrete in the buildings to take
care of differential settlenents. This resulted in many construction
defects in alnmost all the centers.

3.2.20 The quality of construction works, in general, is good.
However, there are a few centers where the quality of workmanship is
low. This reflects the inexperience of the contractors at that period
and i nadequate supervision. The following are two exanples visited by
the PCT m ssion:

Chitate RHC in Mirewa district:

The first water tank was erected on brick walled stand
whi ch could serve also as store room for grounds
equi prent. However, the concrete slab on which stood
the tank was not provided wth steel reinforcenent.
Therefore, when water was punped into the tank, the
concrete slab, unable to support the load, collapsed
and the tank fell to the ground. Another water tank
has been erected beside it on steel stand.

Z ra R in irorodziv istrict:

The proportion of cenent in nortar for plaster and
fl oor screed was very low. As a result some parts had
been washed off; the external wall paint of all the
bui l dings at the center had been pealing off.

3.2.21 The PCR teamvisited 15 of the 83 health centers in six
provinces during the short mssion in the country. Sone of the mgjor
physi cal problens reveal ed during the visits to the health centers,
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B. Eaui nt and Furnitur
3.2.25 The lists of equipnment and furniture were provided during
appr ai sal and anear in Annex XVl of that report. The equi pment and
furniture supplied werea conplenent to mMcHequi pnent donated by
UNI CEF.

C Vehi cl es
3.2.26 At appraisal six vehicles were proposed to be procured for

the project to ease transportation costs. However, these vehicles were
not ﬁrocured as planned because the MOH and the CMED coul d not agree
on the type of vehicles.

3.3 Fulfillment of loan Covenants

3.3.1 At appraisal several covenants were established to ensure
the effective inplenmentation of the project. The special covenants
stipulated as conditions to first disbursement were as foll ows:

i) give an undertaken that it will make adequate budgetary
allocations to neet its share of the project costs;

ii) give an undertaken that it will assume the responsibility
to neet any cost overrun of the project,;

iii) establish a Project Inplementation Unit within the Mnistry
of Health, appoint a Project Manager' and two assistants
whose qualifications and experience shall be acceptable to
Auaifnd provi de necessary office space and support staff
to the PIU,

i v) Bresent an acceptable list of sites, selected and approved
y the concerned governnment agenci es.

3.3.2 The follow ng special covenants were included as other
conditions of the project at appraisal:

i) ensure that no taxes, levies or duties, whatsoever are
financed out of the proceeds of the ADF | oan

i11) undertake to Provide an adequate water supply to all health
centers established under the project which are located in
rural service center areas.

3.3.3 The Governnent of Zinbabwe did not establish the PIU wthin
the Mnistry of Health as indicated. Indeed, the absence of a PlU
affected the nonitoring of the progress of the project, the
procurement Of goods and services and the inplenentation period.

In~tead, the MocNH was nade responsible for the supervision of
construction wrks and also the coordination wth the MOH and MOF in
di sbursenents for construction, while the MOH was responsible for the
procurenment of equipnent and furniture, as well as vehicles and spare
parts.




23
4, PROJECT COSTS AND FI NANCI NG
4.1 Proiect Costs

4.1.1  The planned total cost of the project at appraisal was FUA
9.80 mllion or Zi nbabwe pollar 7. 77 mllion. A conparison of the
pl anned and actual costs is as foll ows:

Table 4.1

Planned and Actual Proiect Costs
(in mllions)

Catesory At Appraisal Act ua
Fua 23 FUA 4]

A. Construction 7.72 6.12 6. 42 10. 26
B. Equip./Furn, 0.55 0.44 0.33 0.59
C. Vehicles/S. P. 0.42 0.33
D. P.1.U 0.06 0.05
E. Supervision 1.05 0.83 - -

Tot al 9.80 7.77 6.75 10.86
4.1.2 There were no expenditures nade under the categories of

vehicles and spare parts, project inplenentation unit and supervision

4.1.3 Table 4.2 'Dbel ow shows the planned and actual financing plan
by source of finance and category of expenditure as well as the
correspondi ng percentages of participation.

Table 4.2
Pl ann nd A | _Proi
Source of Finance and Cateoorv of Expenditure
(in FUA mIlions)

---At Appraisal--- --~-=--- Actual------
Cat eaorv ADF GQZ Total ADF - coZ Total
A.Construction M.  7.31 0.41 7.72 3.88 2.54 6.42
B. Equi p./ Furn. ) 0.28 0.28 0.56 0.05 0.28 0.33
C. Vehicles/s.P. & 0.41 - 0.41 - - -
D. P.1.U. 0.06 0.06 - - -
F. Supervision =105 0 5 - - -
Tot al 8.00 1..80 9.80 3.93 2.82 6.75

L3 81.6 18.4 100 58.24 41.76 100
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| oad and manpower constraints of the MOCNH whi ch was the supervising
agency for the construction works. The actual expenditures were made
between 1985 and 1990. The main construction works took place in 1985
to 1986. Defective and inconplete works were inplenented between 1987
and 1990 (see Table 4.4). To date, there is a few anount of incomplete
works yet to be executed before closing the project., -

Table 4 5
Plann nd Actual Total Cost bv r f
(in mllions)
At Appraisal --- e—-=- Actual====~=
12 Fua 28
ADF 8.00 6.35 3.93 6. 29
GOZ 1. 80 1.42 2.82 4.57
Tot al 9.8 1.7 6.75 10.86
4.2.3 The planned and actual cost of the project, especially in
| ocal currency, is very striking as shown in Table 4.5. While'the
actual cost of "the project in FUA Ts lower than the planned (since al

expenditures were not made), the actual cost of the project inlocal
currency is higher than planned. This is primarily attributable -to
fluctuations in the exchange rates. For exanpl e, the FUA/Zimbabwe
Dol | ar equival ent at appraisal was 0.788270 as opposed to 2.357701 at
| ast disbursement in 1989, alnost three times as much. This is mainly
due to the fact that the inplementation period of three years vas
?rolonged to 10. As a result of this depreciation in the value of the

ocal currency accounts, it can be concluded, therefore, that even if
al | expenditures were made as planned, there would still have been
proj ect savings.

Table 4.6 _
Perce e t LN
v_Cat rv of endit
----At Appraisal---- ---Actual -

Cateaory ADF goz Total ADF GOZ Total
A Constr. 94.7 5.3 78.8 60.4 39.6 95.2
%. Equip/Furn ?8 1 49.9 2.9 15.2 84.8 4.8

. Vehicles/s.P. 00 - . - - -
D. P.I.U | 100 0.7 - - -
E. Supervision - 100 10.7 - - -
Tot al 81.6 19.4 100 58.2 41.8 100
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5. PRQJE: ERATI NG ouTPUT AND
5.1 External Productivity
5.1.1 To assess the external productivity of the project requires

reliable and valid neasures of project outcone, and baseline measures
must be obtained and criteria defined to determ ne whether and to what
extent the project has achieved its objectives. Neither condition is
easy to obtain for a health pr%ject of this kind in a devel opi ng
country, or within the vaguely defined time parameter of the services

bei ng assessed. In spite of the paucity ofthe data one can attenpt
to assess the external productivity of the project using such
paraneters as accessibility to health care, range of services provided
and physical status of the facilities;

5.1.2° The Governnent's goal at appraisal was to inprove the health
care system whi ch was characterized: by agrossly di sproportionate
al l ocation of resources to the provision of care to the mnority
European popul ation. Hence, the CGovernment canme up with the policy
calling for an increase in the nunmber'of rural health. centers so as.
to increase the accessibility of the predom nant African popul ation
to health care. The construction of the 83 health centers,, well

di stributed- throughout the countr%, i nproved the "accessibility to
health care and. equity in health by targeting resources to the nost

vul nerabl e group. T

5.1.3 At appraisal there were only 248 rural health. centers that

were operational, while at PCR the number increased to 1101. These

health centers are evenly distributed by province to ensure the

accessibility. E
Table 5.1

Distribution of Rural Health Centres bv Province

At At FI nanced
Provi nce PCR  Apprai sal by ADF

Mani cal and 183 13

Mashonal and Central 75 11

Mashonal and East 195 11

Mashonal and Nest 105 8

Masvi ngo 195 11

Mat abel el and North 109 10

Mat ebel el and Sout h 135 7-

M dl ands 73 - - 12

L

Tot al . 1101 248 83

Source: MOH reports. (=Y rnformation not. available
5.1.4 The 83 health centers now provide a range of outpatient
services including general consultations, immunizationprograme, MCH
heal th education, and environnental inspection. The maternity

services were less utilized because of the shortage of water. Each of
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6. | NSTI TUTI ONAL  PERFORMANCE

6.1 Bank GroupPerfornance

The Bank Group performance on the project has been generally
good. Most of. the major problens discussed above coul d' have been
avoided if the Bank G oup had pressurized the Government to strictly
follow the terms set at appraisal for the creation of the PIU and for
the use of a consultant for the supervision of construction works
before the first disbursement. The Bank supervision of the project was
| ess frequent. Furthermore, most of the problens were detected during
the early stages of the project and no decision was taken to resolve
the problens. Despite these observations, the project achieved the
objectives that were set and has assisted the Government of Zi nbabwe
in neeting some of its health sector objectives.

6.2 Borrower's Performnce

In spite of delays and probl ems of project management, the’:
Borrower can be rated fair. The major cause of the delay of - the'
i npl ementation of the project was due to the weak managenent '‘of*the"
project resulting fromthe absence of a PIU A special unit W th staff
signed on contract for the duration of the project should have been
created within the MOCNH for the supervision of the' construction
wor ks'. Nonet hel ess, the health centers are operational in spite of few
shortcom ngs which the Governnent promi sed to correct very soon
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The Regional Ofices of the Bank should play an active
role in nmonitoring Bank projects particularly in the
countries where the Ofices are |ocated.

The CGovernnment should be advised to include the
BfOVISIQﬂ of water and fencing among the activities to
e considered in the drought relief programre.
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CATEGORY

2) CONSTRUCTION
b) EQUIPMENT / FURNITURE
¢) VEHICLES, SPARE PARTS
d) PROJECT IMPLEMENTATION UNIT

e) SUPERVISION

TOTAL COST

PERCENTAGE

APPRAISAL
FUA

7.72

0.55
0,42
0.06

1,05

9,80

REPUBLIC OF ZIMBABWE

RURAL HEALTH CENTERS

SOURCES OF FINANCE “Y CATEGORY OF EXPENDITURE

0,34
0.06

0,85

7.66

(in Million)

ADF

FUA
3.88
0.05
0,00
0.00

0.00

3,93
66. 24

ACTUAL

ZIMB. §
6.20
0,09
0.00
0.00
0.00

829
67. 64

FUA
2.64
0.26
0,00
0,00

0,00

2,82
41.76

GOVT OF ZIMBABWE
ZIMB. §

4,06
0,51
0.00
0.00
0.00

4,67
42.06

TOTAL

FUA
6. 42
0.33
0.00
0.00

0.00

6.74

100,00

10,88

100,00

111 XdNNV
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ZIMBABWE: Rural Health Centre Project — Analysis of Status of Implementation
(Zimbabwe Dollars)
! CONTRACT EQUIPMENT WATER ¢/ TOTAL
JVINCE CONTRACTOR DISTRICT CENTRE ‘84 CENTRE '92 SUM EXPENDITURE| REPAIRS FURNITURE FENCING RHC COST
“ L L

o

:aland 5. Tabvirira Builders Bohera Batera Betera $1.550,00 90.950,00 7.591,80 7.155.00 25.708 48 181.405.28
§ & T Davelopment Company | Bohera Mazimbamuto Mazimbashuro £4.500,00 94.500,00 8.148.73 7.155.00 22.470,90 13227463
Takura Builders Bohera Mombeyarara Mombeyarara 90.500.00 90.500.00 7.375.8% 7.155.00 18.470.08 123.500,87
Mutindorl Builders Chipinge Kopota Kopera . 80.626.91 80.628,00 8.534,32 7.155.00 22.470,90 118.788,22

C.H. Constryction Chipinge Mabee Mabes 94.055.00 BA.531.00 12.392.35 7.155.00 17.455,62 121.533,97

| Crispen Mavunpa Chitepo Rupinda Rupinda 83.071,12 100.591.00 8.377.11 7.155.00 $.009,20 125.132.31
Tabaiwa Construction Chimanimani Muchadziya Muchadzlya 90.000,00 90.000.00 7.639.40 7.155.00 22.470,90 127.265,50
Domba Construction Chimanimani Chayamiti Chayamitf 87.000.00 87.000,00 7.410,18 7.155.00 22.470,90 124.,036,06

J. & B. Gonstruction: Chimanimani Chiktkwa Chikukwsa 90.481,00 81.998.00 25.147.23 7.155.00 9.254,20 123.554,43
Tazvida Brothers Constuction | Gazakimanani Mahorys Mahenye 95.000,00 87.000,00 7.270,21 7.155,00 22.470.08 128.895.29

E. & J. Construction Maungwe Maperura Maparura 88.990,00 88.690,00 6.899,21 7.155,00 22.470,90 125.515,11

E. & J. Construction Maungwe Masvosva Masvosva 90.895.00 90.895,00 4.250.77 7.155,00 22.470,90 124.771,87

APC Partners Construction Mutare Mwromo Muromo £9.990,00 89.950,00 9.348,87 7.155,00 22.470,90 128.962,77

L 1.167.059,08) 1.157.571,007 120.384,00 93.015,00 255.663,94 | 1.5630.633,54

naland

t Nyadcro Builders Murewa Chitate . Chitate 84.891,00 84.891,00 11.352.53 | 7.155.00 14.041,20 117.439,78
Kubatana Constuction Goromonzi Mwanza Mwanza 80.200,00 80.200,00 12.682.75 7.155,00 16.781.20 116.828,95

F.AB. (Pv) Lid Mutoko Kapondere Kapondare 93.589,07 93.590.00 8.470.93 7.15500 4.141,20 113.357,13

' FACHACQO Constryction Zvatalda Karimbika Karimbikea 89.550,00 89.550,00 12.402.59 7.155 00 14.641,20 123.748,79
FACHACO Construction Zvataida Kafura Kalra 90.550,00 82,343,00 15.652,75 7.155,00 17.681,20 122.841,95
Budirirai Construction Watza Garaba Garaba - 82.458 07 82.458,00 13.168,38 7.155.00 4.141,20 106,922 58

Biawa Construction Mudzi Kondo Kondo ) 94.550.00 54.550,00 10.371,83 7.155.00 32.744,20 144.821,13
Ngu-Jobbing Mudzi Chiunys Chiunys 90.091,00 73,480,00 13,747,03 7.155,00 27.752,20 122,134,23

Mbire Construction Audhaka Chimbwenda Chimbwanda 85.500,00 85.500.00 12,622 42 7.155,00 11.851,20 117.228,62

Tandi Enterprises (Pvi) Lid Murewa Jokwa Jokwa 90.000,00 90.222.00 12,238,558 7.155.00 24.141,20 133.754,76
Ndhlovu Construction Harava Zhakata - Zhakats 79.015,59 73,203,00 17.531.04 7.155,00 20.881.20 118.770,24
860.394,73 929.987,00| 140.238.89 78.705,00 188.917,20| 1.337.848,09
o>
o o=

=

olm

]

—

<

§
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ZIMBABWE: Rural Health Centre Project — Analysis of Status of Implementation
(Zi mbabwe Dol | ars)

CONTRACT EQUIPMENT WATER / TOTAL
/iNCE CONTRACTOR DISTRICT CENTRE '84 CENTRE ‘92 SUM EXPENDITURE| REPAIRS FURNITURE FENCING RHC COST
go Mangami Construction Gutu Matizha Matizha 81.573.11 91.064,00 14.371.86 7.155.00 22.763,00 135.359.86
Chiweora Brothers Constructioni Guty Chitando Chitando 90.550,00 90.550,00 14.976,86 7.155,00 4.606,00 117.287.86
Sonny Builders Bikita Mukanga Mukanga 89.990.00 89.690.00 18.625.56 7.155,00 7.106,00 122.876,56
Sonny Builders Bikita Ngaima Ngerima 94.932,00 94.932,00 17.898.86 7.155,00 20.056,00 140.041.86
Chikiukwa & Son Gazakomanani Muteyo Muteyo 94.050,00 87.676,00 19.057.86 7.155,00 7.106.00 121.194,86
J.M. Mwasiya Maavingo Musvosvi Musvoavi 81.073,11 81.073.00 13.397,48 7.155.00 22.769,00 124.394,48
M.R, Building Contractora Masvingo Mandamabwe Mandarmabwe 85.407,00 93.336.00 11.827,86 7.155,00 4,605,00 118.924,86
Chikukwa & Sons Batanai Chizumba Chizumba 94.500.00 91,350,00 14,932,856 7.155,00 22.769.,00 136.206.86
M.R. Canatruction Nyaningwe Chibi Office Chibt Office 85.500,00 85.508.00 14.479,41 7.155,00 4.506,00 111.748,1%
Chuma Builders Mwenizi Chirind| Chirindi 92.590,00 75.607,00 29.089.86 7.155.00 22.769.00 134.620,86
Zaka Building Contractors Zaka Swvuure Svuurs 92.590,00 92.590,00 17.539.86 7.155.00 20.056,00 187.340,86
’ 982.755,22 973.878,00 | 188.198.00 78.705.00 159.218,00] 1.399.997.00
Jleland
h Mutual Construction Tsholotsho Makhasa Makhasa 96.558,00 102.880,00 24.149.80 7.155.00 13.956.,20 148.141,00
Eric Builders Tsholotsho Mutshayeli Mtshayeli 92.000.00 98.874,00 12.453,80 7.155,00 19.856.20 130.449,00¢ -
Ngoma Victor Building Constru Nkay| Ngwaladi Gwalazi 93.500,00 §2.995,00 18.263,80 7.155,00 4.956,20 123.370.00 ] .
Mutual Construction Binga Tinde Chinego 85.710,68 53.566.,00 13.148.80 7.155,00 19.956.20 133.826,00 " .
Guqula Co—opperative Binga Sinamagonde Sinamagonda 91.000,00 91.758.00° 15.213,80 7.155,00 4.956.20 118.083,00| -~
Kusile Builders Co—operative | Lupane Gomoza Gomoza 88.537,15 89.038,00 13.728,80 7.155.00 19.956,20 129.878,00 -
Tyili Builders Lupane Benzies Bridge Benzies Bridge 98.053,00 100.077.00 10.963.80 7.155,00 18.456,20 136.652,00 |
J.M. Builders Hwange Chisume Chisume 93.000,00 93.333,00 12.988,80 7.155,00 11.456,20 124.933,00
MPCNH Hwangae Mawambe Mawembe B5.000,00 85.000,00 14.637,80 7.155,00 16.306.20 123.099,00
Guqula Co—op. Hwange Kanyambizl Kanyambezi 92.500,00 92.500,00 11.463.80 7.155,00 17.851,20 128.970,00
925.856,83 940.021,00| 147.023,00 71.550,00 147.807,00| 1.306.401,00; .,
letand ) o
h S.A. Chibalra Matcbo Beula Beula 100,003.00 99.204.00 4.713.43 7.155.00 4.960.00 116.032,43
MPCNH Matobo Homestead Homestead 85.000,00 85.000.00 4.713.43 7.155,00 27.460,00 124.328,43
Mupindu Construction Beitbridge Man|ind Manjini 93.785,00 94.109.00 4,713.43 7.155,00 4.960,00 110.937,43
Mpindu Construction Beitbridge Chikwarakwara Chikwarakwara 89.581,18 89.801,00 4.713.43 7.155,00 12,960,00 114.629,43
S.A. Chibaira Filabusi Nyamini Nyamini 96.226,00 93.100,00 4.713,43 7.155.00 27.460,00 132.428,43
| Ngwabi Building Contractor Gwanda Simbumbumbu Simbumbumbu 78.023,00 78.494,00 4.713.43 7.155.00 ~12.960.00 103.322,43
Gwabi Construction Allmangwe Matjinge Matjinge 92.416,00 92.740.00 4.713,43 7.155,00 5.960.00 110.568,43
635.034,18 6S2.4.6.66 32.994,00 60.066.00 §6.720,00 812.247,00
7.498.543,62 | 7.342.213,00 (1.267.720,89 5§93.865.00 | 1.652.398,53 (10.856.206,42
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