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Is PROJECT PURPOSE AND DESCRIPTION
 

GOAL: 	 To improve the quality of life and increase the produc­

tivity of the peoples of six selected, highly populated 

ares of rural Kenya by reducing the incidence of eye 

disease and associated ocular disability. 

PURPOSE: Initiate a program of blindness prevention and health
 

education enhancing the Kenya Society for the Blind (XSB
 

and the Kenya Ministry of Health (MOH) capabilities to
 

deliver comprehensive eye health care to the rural poor
 

of six 	selected target areas.
 

GENERAL DESCRIPTION: This purpose can be accomplished by initi­

ating a program geared to extend the capabilities of the current
 

Mobile Eye Unit (MEU) program through the additional dimension of
 

health education and general preventive services (HEP). Supple­

mental skilled medical personnel and more effective training pro­

grams coupled with additional manpower and mobility will enable
 

the current curative program to extend its reach and effectiveness.
 

Working largely within the current structure set up by the
 

KSB and MOH, the program proposed by the IEF will extend the capa­

bilities of the six current mobile units by developing capacities
 

to deliver health education and disease prevention services.
 

Since 1963, the MEUs have done much to provide badly needed
 

eye care to a rural population in the millions who would otherwise
 

do without.
 



However, since its inception, the rural Mobile 
Eye Unit
 

program has largely been curative in 
nature, with only minor
 

attention given to attacking the causes 
of disease which are
 

The emphasis

largely preventable through public health 

measures. 


on curative care has been necessitated 
by the overwhelming magni­

tude of the problem (estimated 10% of 
the total population, or
 

1.2 million, suffer from eye disease) and 
the overwhelming need
 

to deliver an immediate response.
 

The development of additional mobile units 
geared to disease
 

prevention and health education and coordinated 
with other on-going
 

health programs can effect a measurable impact 
on the well-being of
 

An expanded pro­
the rural poor in the six selected target areas. 


gram of additional personnel and resources 
will allow more people
 

A larger number of medical assistants and 
healtI.
 

to be treated. 


assistants will be trained in disease prevention. 
These trained
 

assistants will be deployed in general health 
care, pre-school
 

and school screening, education programs and 
other means at the
 

Such an enlarged program will result
 regional and local level. 

1
 

in an expanded scope in the delivery of rural 
eye health care ser 


vices, a higher degree of personnel competence 
and a lower incidence
 

of eye disease.
 

The proposed program will be closely integrated 
with other
 

programs currently being conducted by the 
MOH and the Ministry of
 

Education, not only to emphasize eye care, 
but also to introduce
 

new general health care concepts. Specific-emphasis will be given
 

to determining the content of educational 
programming for mothers,
 



and other reachable segments of the population. 
In


chidmrn 

addition, a teaching strategy will be developed 
utilizing lec­

tures, film strips, posters, tape recordings, 
etc.
 

Of primary importance will be activity 
at the field level
 

The project

by those providing services directly to 

the people. 


be integrated into whatever appropriate 
delivery system al­

will 
Thus,


ready exists and will establish one where 
it does not. 


to health education, early
health care training programs geared 

diagnosis and minor treatment, personal and 
small group demon­

strations and educational materials will 
be delivered to and
 

through the following:
 

medical and health assistants of the existing
1. 


health care delivery system;
 

2. 	provincial administration;
 

3. 	provincial committees, clubs, etc.;
 

local school masters;
4. 


5. local religious groups; and
 

C6. traditional healers.
 

In addition, an important integral part 
of the program will
 

be the collection of relevant data concerning 
the distribution,
 

incidence and socio-economic effects of 
eye disease in Kenya.
 

The intended program is valuable because 
it is essentially
 

When combined with current work being conducted
 a practical one. 


in the MEU program, it delivers health 
education and badly needed
 

eye care to the people who would otherwise 
do without and.does so
 

with minimal cost per patient seen and 
major emphasis on health
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education and disease prevention. The educational approach,
 

training aids, equipment and medicine employed will be kept as
 

simple as possible; and central to the whole program is the
 

training and supervision of teams of Africans to work among 

their own people.
 

This project can bring about significant change in the
 

quality of life, particularly for the majority of the rural poor
 

who live largely beyond the realm of social services and are de­

pendent upon an agrarian economy. These rural poor comprise the
 

exact target group of this program.
 

% Furthermore, the delivery and acceptance of the proposed 

prevention and health education program is particularly timely 

because of the acceptance and success of the curative MEU pro­

gram evidenced among all segments of this target population over
 

the past ten years.
 

This project is of great value and significance because it
 

will set up a structure and a system through which many other health
 

services can eventually be provided to the poorest majority of Kenya.
 

While the MEU and HEP system will be geared to eye health care and
 

general health education and disease prevention, there is immense
 

potential for the structure to be adjusted by the MOH to deliver
 

such key health services as malaria and communicable disease con­

trol, nutrition and MCH care services, dental and rehabilitation
 

programs.
 

Finally, there is ample evidence at present to indicate
 

that sufficient institutionalization of this effort will take place
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On the one hand,
to guarantee its continuation and vitality. 


the MOH has assigned three Kenyan medical graluates to special­

ize in rural eye health care, showing a clear intention of 
a
 

capable MOH and KSB takeover of this program. On the other
 

hand, the growing confidence and acceptance by Kenyans at all
 

levels in themselves and in these services indicate success 
for
 

the program where it counts--among the populations of Kenya 
in
 

need of and desirous of these critical health services.
 

CONDITIONS EXPECTED AT END OF PROJECT:
 

1. 	Three indigenous ophthalmologists trained in rural
 

eye health care and assuming responsibility for the
 

program.
 

2. Six fully operational, integrated health education
 

and disease prevention units (HEP).
 

Health education and disease prevention capabilities
3. 


added to six existing MEUs.
 

4. 	Measurable impact in modifying personal hygiene in
 

the six selected target areas.
 

Regular pre-natal and under-five screening clinics.
5. 


6. 	School screening and health education programs.
 

7. 	General screening and referral programs integrated
 

with existing local and regional clinics.
 

8. 	Collection of baseline data on the incidence, cause
 

and socio-economic impact of eye disease and blindness.
 

Primary health workers, teachers, opinion leaders and
9. 




local authorities trained in diagnosis, referral, 

minor treatment and prevention of simple eye disease. 

peoples in themselves and
10. 	 Confidence of target 

services delivered. 

11. 	 Takeover of program by MOH and KSB. 



Il. PROJECT BACKGROUND 

PROPOSAL DEVELOP1ECW. AND HOST COUNTRY ACTIVITY: 

The major existing system for the delivery of eye care to
 

rural Kenyans is the Mobile Eye Unit program begun 12 years ago
 

by the Kenya Society for the Blind and the Kenyan Ministry of
 

Health. The idea of taking a Mobile Eye Unit to the people came
 

about because of the particular conditions existing in Kenya.
 

With a land area of approximately a quarter of a million square
 

miles, Kenya has a population of almost 12.5 million and a birth
 

rate of over 3.3 per cent, one of the highest in the world. The
 

population of Kenya has almost doubled in that same period of 12
 

years. Over 98 per cent of the population is African and is com­

posed of 30 major and 40 minor tribes, each having its own history,
 

language, traditions and ways of living. The urban population is
 

a bit over one million, leaving a rural population of well over 11
 

million, almost all of whom live essentially outside the money
 

economy by subsistence farming, fishing and herding livestock.
 

The vast bulk of the rural population live in three areas: around
 

Lake Victoria, in the narrow strip along the coaet and in the high­

lands. All three areas have a good rainfall and a high agricultural
 

potential. These areas comprise only 15 per cent of the total land
 

area of Kenya. About one million people live in the remaining 85
 

per cent which is semi-desert and arid bush country.
 

There are fewer than 12 ophthalmologists working in Kenya,
 

and only two of them are working outside the cities of Nairobi,
 



Mombasa and Kisumu. Hence, the need for rural eye care is real 

and acute in Kenya. 

As in most other developing countries, the incidence of 

blindness and ocular disability is alarmingly high--approximately 

ten times that in America--and visual disability has a much 

greater social and economic impact than in the developed nations. 

The incidence of blindness in Kenya is estimated to be in the 

range of one and one-half per cent, including the totally blind 

and those people with a visual acuity of less than 20/200. The 

distribution of the causes of blindness is calculated as follows: 

Senile cataract, 43.6 per cent and infections, 36.9 per cent.
 

The remaining 20 per cent include trauma, glaucoma, non-senile
 

cataract and uveitis. It is highly significant that 80 per cent
 

of the blindness in Kenya is either treatable or preventable.
 

Those Kenyans suffering from ocular disease not causing blindness,
 

but resulting in significant disability, comprise a large pro­

portion of the total population--an estimated ten per cent, or
 

over 1,000,000 persons.
 

The Mobile Eye Unit program was the first .organized attempt
 

to deliver eye care to rural Kenyans and was begun in 1963. In
 

view of the great need for rural eye care and the limited funds and
 

trained personnel available, it was decided that a Mobile Eye Unit
 

program would best suit the existing needs and the resources avail­

able. From the initial single Mobile Eye Unit put in operation in
 

1963, the program has been expanded to the present six fully
 

equipped Mobile Eye Units. Each Mobile Eye Unit is begun with an
 



ophthalmic medical assistant who is trained at Kenyatta Hospital
 

in a special twelve-month program begun by Doctor G. G. Bisley
 

Each trainee, after assignment
of the Kenya Ministry of Health. 


to an area where his own language is spoken, selects his own
 

driver and ungraded assistant. Each fully developed mobile eye
 

team has a Land Rover vehicle, surgical and diagnostic instru­

ments and medical supplies and ranges over a wide area seeing
 

patients in government and mission hospitals and local health
 

centers.
 

The role of the medical assistant in the delivery of
 

health care in Kenya is an important one. There are fewer than
 

1,100 physicians in Kenya, and despite the yearly addition to
 

that number made by the Medical School at Kenyatta Hospital, the
 

ration of physicians to population continues to decrease signifi-


This fact, based on the phenomenal population
cantly each year. 


growth rate, makes apparent the difficulties-inherent in deliver-


The African medical assistant is, thus,
ing medical care in Kenya. 


the first line of defense in the delivery of health care and the
 

one on whom the brunt of the clinic load falls in mission and
 

With the even
government hospitals, health centers and clinics. 


greater scarcity of qualified ophthalmologists, the specially
 

trained ophthalmic medical assistant becomes the keystone to the
 

effectiveness of the Mobile Eye Unit program.
 

Recognizing the importance and effectiveness of the Mobile
 

Eye Unit program, the International Eye Foundation for the 
past
 

four years has worked with the Kenya Society for the Blind and
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the Kenya Ministry of Health in the development and supervision 

of this program. 

In view of the fact that almost 80 per cent of ocular
 

disease in Kenya is either curable or preventable, any realistic
 

and effective program must address itself to both the paeventive
 

The work of the Mobile Eye
and tkefapeatui aspects of eye care. 

Unit program has, up to the present, been largely concerned with 

curative eye care, and though it recognizes the necessity of 

work in the areas of blindness prevention and health education, 

resources for the development of an effective preventive eye 

care program are simply not available. 

The medical and surgical work of the present Mobile Eye 

Unit program is critically important because its six fully 

equipped Mobile Eye Units and four undeveloped units are the 

only significant source of eye care for the more than 11 million 

tural Kenyans. Although the Mobile Eye Unit program is at present 

clearly inadequate to meet all the critical needs of the people, 

and though it is marginally funded and working at capacity, neither 

expansion of the services to include preventive eye care, nor more 

adequate support for the program is possible because of the lack 

of technical and financial resources. 

IEF PRIOR EXPERIENCE AND CAPABILITIES:
 

For the past 15 years, the International Eye Foundation
 

has successfully demonstrated to governments, international fund­

ing agencies, and other institutions concerned with the social
 

and economic impact of blindness and related eye disease, its
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ability to plan and implement in-depth eye health care and 

disease prevention programs. 

International Eye Foundation programs currently being
 

conducted in developing nations are designed to impact meaniirg­

fully on critical social and economic problems at hand and are
 

intended to involve participation of national, regional and
 

community institutions in solving their mutual problems.
 

Specifically, the IEF's experience lies in designing
 

and implementing health care projects in areas where there are
 

few ophthalmologists available to provide eye care and where
 

the incidence of blindness and ocular morbidity is alarmingly
 

high. Significantly, the large numbers of either blind or dis­

abled from ocular disease are most often the very young or those
 

who are in their productive years and who are therefore unable
 

to contribute to the social and economic well-being of community
 

life.
 

As a result, the delivery emphasis of the IEF's efforts
 

has been aimed at the large numbers of urban and rural poor who
 

are beyond the range of current social services.. A broad range,
 

multi-faceted approach has been designed to accomplish this. Al­

though each eye health care and prevention program is tailored to
 

a specific country's needs, an approach is used combining increased
 

treatment services, long and short term post-graduate and under­

graduate training, and a broad, public health oriented education
 

and disease prevention program.
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IEF units are established only where requested, where
 

the needs are greatest, and where local facilities are 
inadequate
 

unit is a cooperative effort between the
 and understaffed. Each 

IEF and the Host Country and is designed to phase out after it 

is determined that a self-sustaining, continuous 
ophthalmic pro­

gram has been established. 

As an example, the IEF has been working closely 
with the 

Government during the Ethiopian Ministry of Health and the U.S. 


past year to expand the current delivery of eye 
health to include
 

a broader emphasis on health education and disease 
prevention.
 

The Ethiopian MOH estimates that more than 14 
million of its over
 

25 million population suffer some form of eye 
disease, most notably
 

trachoma. Recognizing that such widespread disease impacts 
directly
 

on social ane economic development at the local 
level, the MOH has
 

placed a high priority on developing a solution 
to this largely
 

Included in the IEF's approach are an IEF
 preventable problem. 


directed epidemiological study, an influx of 
IEF teaching personnel,
 

public health specialists and paramedical training 
personnel, as
 

well as sizeable amounts of equipment and medical 
supplies. These
 

resources will'be combined into a comprehensive 
coordinated program
 

which will be conducted over a three year period.
 

Integral to the IEF is its affiliation with 
leading U.S.
 

universities and ophthalmological teaching 
centers, some of which
 

are: Washington University in St. Louis, Missouri 
(El Salvador);
 

the U.S. Department of the Navy (Ethiopia); 
the Jules Stein Eye
 

Institute of the University of California 
at Los Angeles (Honduras);
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Tale UIlversity in New Haven, Connecticut.(Haiti); Walter Reed
 

Army Medical Center, WashiLgton, D.C. (Peru); Scheie Eye Insti­

tute of the University of Pennsylvania, Philadelphia, Pennsyl­

vania (Ethiopia); Proctor Foundation in San Francisco, California
 

(Peru); Johns Hopkins University, Baltimore, Maryland, and New
 

York Eye and Ear Infirma .y, New York, New York (Fellowship Pro­

gram); and Georgetown University in Washington, D.C. (Ophthalmic
 

Assistant Program).
 

In order to respond immediately to a given country's
 

request for improved eye health care, the IEF has established
 

an Ophthalmic Assistant Training Course (OATC) to train indige­

nous personnel to free local ophthalmologists for treatment of
 

the more serious cases. These Ophthalmic Assistants provide
 

preliminary screening, minor diagnosis and tcatment of patients
 

and assist the ophthalmologists in all basic aspects, saving
 

this highly skilled and trained medical doctor up to 60% of
 

his time.
 

Approved by the Joint Commission on Allied Health Personnel,
 

the first IEF OATC Program was conducted in 1972'in Indonesia,
 

which has a population of 120 million and only 120 eye doctors.
 

Working with the Indonesian Ministry of Health and the University
 

of Djakarta, two three-month courses were taught, resulting in 36
 

graduate Paramedical Assistants. An OATC graduate attended the
 

two-year program at Georgetown University, Washington, D.C., re­

turned to Djakarta and instituted a permanent program for Indonesia.
 

Similar programs have been conducted in the Philippines in 1973,
 



Bangladesh in 1974, Barbados in 1975, and Pakistan in 1975­

1976.
 

For several years, the U.S. Government--through USAID-­

has recognized the social and economic impact of eye disease
 

and blindness and the IEF's abilities in the planning and
 

implementation of realistic programs. AID has awarded major 

grants to the IEF to develop teaching and health care programs 

in selected developing countries.
 

As an example, the U.S. Government requested the IEF to
 

initiate a corneal teaching program in Bangladesh in 1973. A
 

team of volunteer eye surgeons was dispatched, a wide range of
 

medical equipment and necessary supplies was obtained, and the
 

Islamia Eye Hospital in Dacca was completely equipped. The Field
 

Staff trained operating room technicians, organized glaucoma
 

screening clinics, and established an Ophthalmic Assistant Train­

ing Course. Contemporary local customs prohibited the donation
 

of corneas, but as a result of the IEF's involvement, the "Blind­

ness Prevention Ordinance of 1975" was passed, enabling citizens
 

to donate their eyes. Initiated by the IEF, this highly sophis­

ticated program is now directed by a U.S./IEF trained Bengali
 

ophthalmologist.
 

To further the teaching aspects of its programs, the IEF
 

has sponsored 451 long and short term Fellowships both to the U.S.
 

and abroad. These particular programs are designed in conjunction
 

with U.S. teaching centers. Depending on the sub-specialty interest,
 

participants are rotated to selected university programs.
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The Visiting Professor/Senior Surgeons Program, the
 

IEF'o program to utilize volunteer U.S. Senior Surgeons, is
 

coordinated through the Society of Eye Surgeons (SES). 
 The
 

SES was organized by the IEF in 1969 as an international body
 

to promote the science of ophthalmic surgery worldwide. The
 

SES now has 1,200 members representing professional excellence
 

from 28 countries. 
The governing Board of Consultants lists
 

the most prominent individuals in ophthalmology worldwide.
 

The SES convenes a Congress every two years to discuss
 

advances in all aspects of eye surgery. The I World Congress

t 

was held in Washington in 1969, successive ones in Athens and
 

San Salvador. Each Congress is an intensive meeting in which
 

two to three hundred surgeons contribute significantly towards
 

upgrading eye health care in many countries.
 

Thus, while the IEF began in 1961 as the International
 

Eye Bank, it has grown significantly and systematically in range
 

of activities. At first a program to distribute eye tissue to
 

developing nations and to assist in the establishment of eye
 

banks, the International Eye Foundation is now a'major organi­

zation for the design, delivery, management and evaluation of
 

eye health care systems in developing areas worldwide.
 



iV, PROJECT ANALYSIS
 

aIOcam ZFEICTS: 

As stated above, 80% of the people located in six rural
 

taret areas live largely outside tae money economy and are sub­

sistence farmers or herdsmen, wholly dependent on the fruits of 

their physical labors. 

The debilitating effects of widespread blindness and eye 

disease in this context have more of a direct impact on abilities 

to produce than any other illness--simply because the illness is 

rarely fatal and the victims--always rendered unproductive--can 

very rarely be absorbed into the local subsistence economy. 

In addition, a major portion of those afflicted even
 

temporarily with an eye ailment are the young or those in their
 

productive years.
 
Studies have proven that the proposed prugram of taking
 

services to the people is the most effective and economical
 

approach (cf. aurice King, Medical Care in Developing Countries).
 

Statistics show that the number of out-patient attendances
 

per person falls precipitously the gre. ter the distance that
 

separates the patient's home from the hospital or clinic. In a
 

study done in Kenya it was shown that the average patient traveled
 

six miles (10 km) to receive care. Sheer economy demands that
 

traveling be minimized by enabling a few staff members to deliver
 

care and prevention services over a wide distance.
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The value of time used by numerous patients traveling to
 

and fro and waiting at the clinic must be given economic consider­

ation. For adults who'are directly responsible for economic pro­

duction and well being, there may be even more hidden costs than 

transportation. So, the need for expanded, far-reaching eye care
 

and prevention is real and acute in these areas of Kenya.
 

Economic consideration must also be given to the approach's
 

to large numbers of peopledemonstrated ability to deliver services 

at a low per capita cost. In terms of direct cost effectiveness,
 

the MEU program is conducted with remarkable efficiency. In 1973
 

over 140,000 patients were seen by the KSB and MOH at 709,000 KS-­

5.06 KS or 62t each. The envisioned prevention and health educa­

tion program can continue to demonstrate this level of cost effec­

tiveness. 

TECHNOLOGY TO BE USED:
 

The technology to be used includes morc effective and more
 

advanced preventive and therapeutic eye care to be delivered to 

ophthalmic and preventive clinical assistants working in the field
 

by American ophthalmologists, surgeons and public health special­

ists.
 

The teaching approach at all levels--medical assistants,
 

preventive assistants, village and school leaders, will be as
 

direct and as basic as possible. As was pointed out above, equip­

ment and medicines used are kept as simple as possible, and central
 

to the whole program is the training and supervision of teams of
 

Africans to work among their own people.
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The equipment and technology necessary to conduct pre­

ventive screening and follow-up treatment does not involve 

highly specialized degrees of technological sophistication. 

Once the basic procedures of identification and treatment have 

been taught to a medical assistant, all that is needed is a 

means of reaching the people, a flashlight, a supply of drugs, 

and an assortment of other inexpensive diagnostic equipment. 

Even the more sophisticated surgical procedures once learned,
 

such as cataract surgery, require only relatively basic equip­

-;nt. Eye care and prevention and the technology needed to pro­

vide them can be adapted exceedingly well to rural health care 

delivery. 

P&RTnINT SOCIO-CULTURAL FACTORS:
 

The implementation of this project will take place in a 

socio-cultural environment conducive to its success and favorable 

impact. Firstly, the peoples and tribes of the six target areas 

have for 12 years been exposed to and benefited from the advan­

tages and results of medical technology available in the long­

existing MEU program. 

Secondly, a strong, advantageous impact has been made by
 

highly visible euAdtive services already provided, so that the
 

less striking p)aventiv services will nevertheless be accepted
 

by the people. Evidence of acceptance by the people ranges from
 

the incident of a blind Somali woman walking 300 miles to be
 

cured, with a subsequent steady influx of people from her area,
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to the steadily increasing numbers of diverse peoples coming 

for eye health services. 

Thirdly, the key personnel proposed for this project are 

of high leadership qualities. A medical doctor generally has a 

uniquely influential position in the local community. The pro­

posed Project Director, Doctor Whitfield, has a demonstrated, 

highly impactful leadership role already established among the
 

peoples, the medical assistants, the Kenya Society for the Blind,
 

the Ministry of Health and the Kenyan Government. The proposed
 

Assistant Director likewise has already demonstrated abilities
 

to work successfully within a variety of East Africa settings.
 

The important HEU assistants will be indigenous leaders, each
 

one versed in the rural conditions, language and customs parti­

cular to the area served by his unit. 

Fourthly, the impact upon traditions 'nd values will be 

strongly positive because the vehicle for the oI-terment of 

health care will be both the formal and informal educational 

systems, both of which are valued by the people of these develop­

ing areas. 

Fifthly, the impact upon women will be significant because
 

disease prevention and health education will be addressed above
 

all to mothers, educating them in nutrition, diet, hygiene and
 

child health care. Furthermore, the mobile nature of this
 

delivery aysr,! facil).-tates reaching this all-important segment 

of thQ population who would find it difficult if not impossible 

to travel far for health services while burdened with the care of 

children, cooking and food raising. 



Sixthly, this project will greatly strengthen the Host 

Country capabilities because it will train and develop the 

village and local health workers, the first line of defense 

in a countryes health system. Furthermore, the medical assis­

tants, nurses and ungraded assistants trained in disease pre­

vention and health education will add significantly to the 

corps of indigenous personnel essential to the development of 

health services for the poorest majority. 

INSTITUTIONALIZATION:
 

t One of the IEF's overriding concerns in planning this pro­

posed program has been the development of an approach that not
 

only insures maximum impact but also works within a framework
 

which contributes to the continuance and effectiveness of the
 

program after the cessation of USAID and IEF inputs.
 

The proposed program ill be conducted largely within the 

framework of the KSB's MEU program developed over the past ten 

years . The current curative program is a joint effort involving 

the KSB, MOH and IEF, with the MOH providing the bulk of input 

in personnel and facilities. The KSB provides the vehicles, instru­

ments, planning and management with the IEF providing supervisoral 

technical assistance, training and quantities of equipment and 

supplies. 

The IEF's proposed approach will be integrated into this
 

existing, institutionalized structure and is aimed at extending
 

both the scope and reach of the curative services through the
 



added dimensions of health education and disease prevention 

services. 

USAID and ZEF inputs are largely limited to personnel, 

supplies, training and the development of an overall compre­

hansive approach. Large capital expenditures other than vehicles, 

are non-existent. As was stated earlier, the project is aimed at 

training teams of Africans to work among their own people. Once 

trained, these people, although employed by the MOH, will con­

tinue to function within the structure managed mainly by the KSB, 

an indigenous organization with a proven tract record in develop­

ing and administrating a successful program which reaches a large 

rural population beyond the reach of social services (in1974, 

600,000 people served at 64€ per person). 

Although a large share of the continued responsibility for
 

administration, planning and funding will be carried on by the 

KSB once the inputs provided by AID and IEF have been discontinued, 

the IEF isacutely aware that the KSB will depend heavily upon 

inputs from the MOH. The fact that this expanded program will 

require defined, on-going commitments and support have been heavily 

stressed by the IEF in planning talks with the MOH. Indeed, strong 

indications that this guideline would be adequately followed played 

a significant role in the IEF's decision to proceed, in light of 

its limited resources, with this revised project proposal. 

It is important to note that the MOH has made several 

decisions which clearly indicate its desire for and the recogni­

tion of the need for a comprehensive eye care program. Addition­



ally, the MOB has demonstrated a long range plan to assume 

management zesponsibilities of an on-going prog'am. The addl.­

tional personnel who will be assigned for training are currently 

employed or will be employed by the MOH. This is significant in
 

that the major share of the on-going program costs will be for 

personnel. Among these personnel will be three indigenous 

ophthalmologists who will be trained by the senior IEF ophthal­

mologists assigned to the project, the first indigenous eye 

surgeons. In January, 1976 the MOH is assigning three graduate 

medical students to Doctor Geoffrey Bisley, Senior Ophthalmic 

Consultant and Director of Eye Services at Kenyatta National 

Hospital for training as residents in ophthalmology. They will 

be sant to England fcr 18 months of intensive academic training.
 

They will receive no surgical training while in England, but
 

will return to Kenya as Junior Ophthalmologists to complete their 

surgical training under U.S. Board Certified ophthalmologists 

supplied by the IEF. The education and employment of these indi­

genous surgeons will be supported by the MOH. At the completion
 

of the proposed project these surgeons will be fully qualified
 

and capable of assuming responsibility for the field operations
 

of the curative and prevention units. 

All the foregoing factors add up to a reasonable assurance
 

that sufficient institutionalization will occur in the comprehen­

sive eye care and disease prevention program in Kenya.
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V, PROJECT DESIGN AND IMPLEMENTATION
 

GMIAL DESCRIPTION
 

The proposed health education and blindness prevention
 
program will be established substantially by being integrated
 
into and expanling the scope of an already well-functioning,
 

cost effective MEU progmdm managed by a capable, private indi­
genous voluntary organization, the Kenya Society for the Blind.
 
Thus there is a 
proven, solid base upon which to structure the
 

new program.
 

The core of this new program is the HEP unit, which will
 
deliver health education and prevention services to the people.
 

Two of these units will be established each year of the three
 
year program. 
Their movements will be coordinated with the al­
ready existing HEUs and their curative services. The HEPs will
 
be stationed at strategically located population centers, rotate
 
over fixed routes on a regular basis so that the peoples will be­
come used to periodic health services and precede the HEUs by an
 
appropriate number of days so that preliminary screening, minor
 
diagnosis, treatment and referral can be timed for the MEU follow­
up. Such preliminary work accomplished will permit an even more
 
intensive, efficient application of MEU personnel and equipment,
 

giving the latter a multiplier effect in curative services. The
 
MEU personnel will thus be able to spend more time in essential
 

surgery.
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Simultaneous in the HEP units' delivery of services, 

however, will be health education and disease prevention, teach­

ing, training and demonstration work. This work will comprise 

the other main effort of the HEP units and is aimed primarily at 

the long range objectives of a lowered incidence of disease, 

data on prevalence and the training and education of health
 

workers and the people in public health measures.
 

The implementation plan for this specific part of the pro­

gram will be designed by the Program Director, the Public Health
 

Specialist, the Ophthalmologist/Epidemiologist and the Public
 

Health Nurse. The implementation will then be the primary respon­

sibility of the Public Health Specialist. He will work with the
 

ophthalmic surgeons, Public Health Nurse and Medical Assistants
 

to determine the rotation schedule for the HEP units, how they
 

are to be outfitted, curricula and teaching aids for public
 

health education and procedures for screening and referral to
 

the MEUs.
 

The Public Health Specialist will work closely with the 

Ophthalmologist/Epidemiologist to determine procedures for carry­

ing out the prevalence/incidence study to be integrated into the 

HEP program. This study will provide data to guide program deci­

sions according to needs in given areas, to evaluate progress in 

disease prevention and to point out other health services that 

can be delivered eventually by the MOH. 

The training and education efforts of the HEP units will 

be aimed at several levels of health workers, at school populations, 



churches and voluntary organizations and at the people in general.
 
In other words, efforts to effect public health measures will use
 
every ready made channel already available. Teachers, leaders,
 
administrators and indigenous healers will all be approached to
 
reach great numbers with improvements in nutrition, hygiene and
 
child health care.
 

The HEP units will work extensively in pre-natal and under­
five clinics, as well as 
in schools and existing 21cal and regional
 
clinics. 
Both screening and referral and public health education
 
and training will be done on a periodic basis in these locations.
 

The teaching and demonstration methods, the aids and
 
technical devices and the ideas and conceptual matter will all
 
be kept very simple. Nothing technologically complicated or un­
wieldy will be used. 
 Every procedure in this public health educa­
tion will be designed so 
as to be easily communicable on the
 
simplest technologic,.1 levels.
 

The capabilities outlined above are also to be added in
a
 
sequential manner to the six existing MEUs. 
 Two Ophthalmic
 
Assistants will be trained yearly in public health and preventive
 
measures so 
that they, too, will contribute to reaching the
 
longer range objectives of the total program.
 

The activities of the MEUs will remain primarily curative
 
in nature for the duration of the progrlam. Central to their 
eventual takeover by indigenous ophthalmologists is the assigning 
by the MOH of three medical graduates to further studies in ophthal­
mology for approximately 18 months, following which they will do 



--

surgical training in the MEUs under the supervision of the 

Program Director and Assistant Director, both U.S. Board 

Certified ophthalmic surgeons. 

The three Kenyans will gradually assume more and more
 

direct responsibilities for all aspects of the delivery system
 

for rural eye health care services, providing the fundamental
 

element for the progressive indigenization of this program.
 

Gradual introduction into these responsibilities will be closely
 

and carefully aided by the MOH, the KSB and the supervising
 

ophthalmic surgeons.
 

Supervisory activities by the latter will be of consider­

ile importance to the implementation of the program at all
 

levkiLs. They will provide regular recognition of and supervision
 

for the personnel of both MEUs and HEP units in order to keep
 

motivation and performance standards high i.d improving. They 

will be responsible for periodic evaluation of all units, personnel, 

trainers and trainees. 

Reports of these periodic evaluations will be included
 

in the reports of progress measured against the implementation
 

plan submitted every six months by the program directors vo the
 

USAID Mission of Kenya and to AID/Washington.
 

Finally, an experienced administrator will be engaged to 

direct program operations during the first year. He will train 

an indigenous administrator over a one-year period so that all 

administration can be handled by a Kenyan by the third year of 

the program. 
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Takeover of the program by the MOM and KSB should be
 

possible by the end of the third year. The in-field training 

of Kenyan ophthalmologists, the formation of a corps of para­

medical assistants, the gradual entry into efficient operation 

of all HEPs and the local takeover of program management will 

have reached a plateau sufficient for withevi.awal of major out­

side support.
 

Final evaluations by the program directors and recommen­

dations resulting from the prevalence/incidence studies will be 

made to the MOH, KSB and USAID at the end of the third year. 

By then the effort to bring self-,sufficiency in eye 

health care for the rural poor of a major portion of Kenya will 

have completed three years of blindness prevention and health 

education. 

ACTIONS AND TIMING:
 

FIRST YEAR
 

1. Assignment of personnel during first year:
 

a. Program Director
 

b. Assistant Program Director
 

c. Public Health Specialist
 

d. Public Health Nurse
 

e. Local Program Administrator
 

f. Two Medical Assistants
 

g. Two Ungraded Assistants
 

h. Two Drivers
 



i. Part Time American Epidemologist/Ophthalmologist 

2. Two mobile units operational in health education and 

prevention.
 

3. Two MEUs up-graded in health education and prevention. 

4. Finalized over-all strategy for delivery of health 
education in the areas of personal hygiene, diet and
 
nutrition, and maternal child carehealth through the 
means of publications, radio, posters, schools, local
 
leaders, indigenous healers.
 

5. Training programs for health education and prevention 

to be designed and delivered.
 

6. Design and implementation of training programs for
 

Medical and Ungraded Assistants.
 

7. 
Design and initial implementation of epidemiological
 

study.
 

8. Procurement and allocation of essential equipment
 

and supplies.
 

9. Semi-annual evaluations done by program directors.
 

SECOND YEAR
 

1. The integration of three Kenyan ophthalmologists into
 
surgical training programs in MEUs.
 

2. Two additional mobile units (MEUs) up-graded in pre­

vention and health education.
 

.3. 
Two additional health education and prevention (HEPs)
 

units made operational.
 

4. Prevalence/incidence study begun in coordination with 

MEU. and HEPs. 
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5. Two Medical Assistants assigned and on the job.
 

6. Two Ungraded Assistants assigned and on the job.
 

7. Indigenous administrator in training for eventual 

takeover as full time director of operations. 

8. 	Public Health Nurse assigned and on the job.
 

9. Semi-annual evaluations done by program directors.
 

THIRD YEAR
 

1. 	Three Kenyan ophthalmologists begin gradual takeover
 

of responsibilities for MEUs.
 

2. 	Two additional mobile units up-graded in prevention
 

and health education.
 

3. 	Two additional prevention and health education units
 

made operational.
 

4. 	Two more Medical Assistants assigned and on the job.
 

5. 	Two more Ungraded Assistants assigned and on the job.
 

6. 	Indigenous administrator now fully responsible for
 

program operations.
 

7. 	Prevalence/incidence study to be completed at the end
 

of third year; recommendations to be made for follow-up.
 

8. 	Semi-annual and final evaluations done by program
 

directors.
 

PERSONNEL AND JOB RESPONSIBILITIES:
 

1. Program Director/Senior Ophthalmologist - Randolph
 

Whitfield, Jr., M.D. Four years active experience in professional
 

medical assistance and teaching in rural Kenya. Excellent face-to­



face relations with populations. Full range of cross-cultural 

skills. Combination of personal, professional, managerial, 

arose-cultural, and experiential skills makes Dr. Whitfield 

ideal for directing and facilitating the imp.ementation of this 

of Healthprogram. Excellent working relations with Ministry 

and Kenya Society for the Blind over four year period. Extensive 

in-depth experience in delivery of eye health care in Kenya. As 

Program Director, Dr. Whitfield will: 

a. Be Chief Executive Officer responsible for the
 

development of over-all program objectives,
 

design, implementation, personnel and outputs.
 

b. 	Act as Chief Eye Doctor and Surgeon.
 

c. 	Be directly responsible for three Mobile Eye
 

Units and three Public Health Prevention Units.
 

2. Ophthalmic Surgeon - Larry Schwab, M.D. Two and one­

half years' active experience in delivery of eye health care
 

services in Ethiopia. Will strengthen greatly the implementation,
 

training and management of this program. Chief duties:
 

a. 	Assistant Program Director.
 

b. 	Chief Assistant in helping deliver eye health care,
 

surgery, and teaching and training.
 

c. 	Directly responsible for three Mobile Eye Units and
 

three Public Health Education and Prevention Units.
 

3. Public Health Specialist - A Masters in Public Health.
 

Given an intensive short course as Ophthalmic Assistant, if neces­

mary. Job responsibilities:
 



a. Work with Senior Ophthalmic Surgeons 
in develop­

ing public health prevention and education.
 

b. Work directly with each of the 
public health and
 

prevention units.
 

c. Monitor all day-to-day operations 
of public health
 

and prevention units. 
and training

d. 	 Develop curricula and conduct teaching 

health and prevention units.
for publicprograms 

- James Ganley, M.D.
 
0phthalm logist/Epidem-ologist 


Responsible for:
 
4. 

Part time throughout the three 
year period. 


a. Epidemiological studies.
 

b. The interpretation and evaluation 
of statistics
 

gathered in epidemiological studies.
 

c. Formulation of recommendations 
and proposal of
 

follow-up procedures.
 

- This position will
 
5. Tndijenous Public Health Nurse 


and delivery of the
the development

be of primary importance in 

local primary level of all 
public health education and 

prevention
 

systems.
 
This position should
 

6. Local indigenous Administrator 
­

finances,
Kenyan, knowledgeable in 

an experiencedbe filled by 
and licensing.vehicles 

records, logistics, supplies,
payments, 

These will be African-trained 
by
 

-
7. Medical Assistants 


i.e., Medical Assistants who have 
completed 

the Ministry of Health, 	
inTwo will be engaged 

at Kenyatta National Hospital.
three years 
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VII. 	CONDITIONS
 

See contents of attached letters:
 

1. 	Approval of proposed project by Kenya Ministry of
 

Health.
 

2. 	Intention of MOH to assume, as soon as capable,
 

responsibility for proposed project.
 

Approval and support by Kenyan MOH Senior Ophthalmic
3. 


Consultant.
 

4. 	Approval and support by Kenya Society for the Blind.
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7,500 

8.032 

T.580 

"5400.7 

2,S20 

2,295 

350 

70.600~0 

67,008 

23,820 
20.100 

13.902 

13,160 

21,200 

7.S6O 

5,992 

2 
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I~O'j/CrG - 6 

I1 &iee1 f Diqcxmsd, Cotd. 

Lst Yr 

A DY. 

2rd yr 

3 YOH 

3rd Yr t Yr 

KSB 

2rd Yr 3rd Yr 1st Yr 23d 3rd Yr Ist yr 

TOTAL 

2-d Yr 3rd'Yr 
Tree Year 

Per ts -. 
P CA 

S Diagnotic ,tj,,Copw*anS $190each 
$ L ss*r0OSal00 

3 dul l~a m 6 IS .
6 A.0. trial frm $130 each 

12 Jmckmm Cm cyL1b A 4 

9so 

2.955 
780 

96 

2,951 
2950 

780080 

96 

- ,0 
24 
2,9SS 

96 

(27.106) 
(27,106) - (27,106) 

*W 

TMM" 

"RP3au Commoities: s10w.0 
9I eicies, 

supplies 

Aids book. suppli". 
s. •ometc.) 

10,000 

20.000 

10.000 

19.000 

10,000 

19.000 

10.000 10,000 10,000 
10,000 

9wal9.000 

10.000 

9,000 

10,000 

9,000 

10.000 
20,000 
9,000 

20.00O 

10,000 
20.000 
9,000 

19,000 

10,000 
20,000 
9,000 

19,000 

30,000 
60,000 
27,000 

58,000 

57.106 29.000 29,00 10,000 10.000 10,000 19,000 19,000 19,000 66.106 S8,000 58,000 202,106 

115,1006 30,000 57,000 202,106 

commditie & mqpua 5,o0d 2.5,00 2". 0 
5,000 2,500 2.500 10.000 



MAJOR COST AREAS
 

lot Year 

U.S. Field Personnel $106,990 
Equipment, Shipping, 
Maintenance 65,000 

African Personnel 8,400 

U.S. Headquarters Costs, 
Administration, Back-Up,
and Support 36,310 

Preventive, Diagnostic and 
Teaching Aids 57,106 

Shipment of Equipment and
Supplies 5,000 

278,806 


Cost Per Han/Month for and
 
Support of U.S. Professionals and
 
families in the Field: 
 $2,851.53
 

2nd Year 

95,444 

46,200 

8,400 

3rd Y. 

131,. 

52,21 

8,41 

37,046 

29,000 

2,500 

45,3' 

29,0( 

2,5( 

218,590 268,61 

$766.062 

http:2,851.53
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C.1. OUITUS (Cont'd.) 

12. Ante-natal/under 5 screening
 

and referral clinic.treatment, 

13. Indigenous AdminiStrator 

trained and assigned. 


0.1. INPUTS 
1..1 AID perationa Program Grant 

2. 	 HOD technicians, technical 
vehicles.esOurces, cohmodities, 

3.sanpower. y fKenyaao c 


technical resources, coamoditiesfor the Blind3. Kenya Society 
vehicles, manpower. 
4. IEF technical -esou.es, 


teaching and management 	 capa-
)ilities. 


- PROP WORKSHE 
Means of Verification 

IOMICAL FRAMEWORK MATRIX 

IndicatorsO]bjectively Verinable 

12. 

13. One administering overall 
program by mid-year 

of program's first year. 

D.2. 
0.3. On-going 
review. 

joint evaluation and 

See Budget 
IEF reports and records. 
USAID reports %nd records. 
Host Country reports.

Society for the Blind reports 

and records,Embassy reports. 

r tseionsl 

.. _sImportant AstlW4* 

D.1. (as related to Inputs) 
1. AID funding will be provided am 

projected. 
2. IEF has the ability to identify 

and utilize resowces, financial, 
material and intangible, available 

at the local level. 
3. 	 KSB and HOH, as well as AID
 

a np oviden I l l
 
and issin levelS willi
 

a neroiding al ciwre.
 
manpower, equipent and 
 facilities. 

. Qualified experts av&ilable.
 

5. Qualified trainors available. 




