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CONCLUSIONS
 

The concluding section should be brief. It needs to be based on
 
the Team product, and is fully based upon it. Two types of
 
conclusions are called for from this program evaluation:
 

Policy Conclusions (Findings)
 

It will be noted that the evaluation of this program generates
 
findings that are potentially relevant to development policy in
 
general. They are not limited in their application to the health
 
sphere. This result is not intentional; it comes out that way.
 

Program Conclusions (Recommendations)
 

Generically speaking this is a program, not a project. Once
 
basic health services are started, everyone concerned, not least
 
the target population, expects them to continue. A project can
 
be terminated upon *completion, while a program if serving a basic
 
need must continue as long as the need exists. In this case the
 
project level is in the village.
 

Project Conclusions (Revised Logical Framework)
 

The project design as presented in the original logical framework
 
for the project is not evaluable. A new logframe is presented,

and then tested on the-basis of data generated in part by the
 
program's data system and in part by the Team's interviews.
 

Findings and Recommendations are paired, so that each policy

conclusion can be implemented as far as the program is concerned.
 
Each is identified by an Arabic numeral for sequence, under a
 
Roman numeral heading indicating from which working group report
 
the conclusion stems. Discussion underlying all conclusions is
 
found in Sections I through V.
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I. Program Development
 

F 1. Had the Government of 
Tanzania been more in-
volved in program devel-
opment, the relevance of 
the program to emerging 
GOT policy would have 
been greater. The 
program design did not 
sufficiently recognize 
the need for a gradual 
and orderly transition 

R l.a That outside funding be 
sought for support of 
project activities necessary 
to strengthen and maintain 
in the villages the services 
of the Village Health workers 
trained by the project. This 
funding will be necessary 
to sustain project activities 
from Dec. 1, 1981 - June 30, 
1982, when the Government of 

to GOT management. Tanzania will be able to 
include funding in its own 
budget for support of project 
activities for its fiscal 
year 1982/1983. 

R l.b That financing for the 
period July 1, 1982 - June 30,
1983 be jointly shared by the 
Government of Tanzania and 
the identified outside donor. 
The Government of Tanzania, 
through the District Medical 
Officer, should pick up total 
funding for the established 
Village Health Worker Program
beginning July 1, 1983. 

F 2. The program results in 
terms of costs and bene-
fits are within a range 

R 2. That a detailed plan be 
produced by the project 
staff in collaboration with 

of cost effectiveness, 
It is expected that the 
host government can 

appropriate Government of 
Tanzania officials at the 
District level, which describes 

manage to pick up the 
program and integrate 
it within its own 
health plan for Hanang 
District. 

how the project will be sus­
tained during its maintenance 
phase. This plan should 
include a detailed budget that 
indicates necessary outside 
funding for the period of 
Dec. 1, 1981 - June 30, 1982 
and shared funding for the 
period of July 1, 1982 -
June 30, 1983. The plan for 
GOT funding must be completed
and in the hands of the 
District Government by 
October 31, 1981. 
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i. A small pilot undertak-
ing by a PVO has provi-
ded valuable lessons 
for the implementation 
of the GOT's primary 
health care plan. This 
experience is likely to 
be used in proportion 
to the degree the host 
government feels it is 
being consulted. 

R 3.a That project staff in 
collaboration with Government 
of Tanzania officials continue 
to explore appropriate options
for the supervision of the 
Village Health Workers trained 
under the project, beginning 
with the options described 
elsewhere in this report and 
consistent with newly written 
Government policy in this 
area soon to be issued officialll 

R 3.b That the option of pursuing 
the itea of the selection, 
training and utilization of 
Village Health Leaders as 
described in the project be 
further explored as a way of 
bringing services to the 
household level. 

R 3.c That those MCH clinics at 
the village level that have 
been established by the 
project be continued, where 
possible with Government 
support, to be coordinated 
through the nearest health 
center or Dareda Hospital
and that the option of 
providing refresher training
to all VHWs in this area be 
pursued as a way of intro­
ducing these clinics into the 
villages. 



II. Program Results: Improving Village Health
 

F 4. 	The information system R 4.a A thorough review of the
 
designed for this "primary" health information
 
program failed basicall, instruments. This review
 
at the 	grass-roots should include input from
 
level, 	because project V.H.L.s.
 
reporting from village
health 	leader VHLS) - R 4.b There should be a thorough 
did not come in by and 	 review of the overall infor­
large. Where it did mation system. Checks should
 
come in, the data was be made on design and dupli­
fed in to a central cate reporting. Effort
 
point. Feedback was should be made to reduce the
 
limited. total number of pieces of
 

paper being-handled. Each
 
instrument should have simple

identification which fits an
 
overall information flow systei
 

R 4.c 	We suggest relatively less
 
concentration on reporting

attendances at meetings.
 
Instead try to get more infor­
mation on the attitudes and.
 
practices of the people.
 

7 5. Success or failure of R 5. This project's operation

village health leaders must be said to be focussed
MVfLS) 6 p for... 	 "beyond the dispensary." 
in program outreach is a In a similar vein, project

vital indicator of leaders should study the VHL's
 
overall program impact. influence "beyond the lecture.'
 
The record in this case What happens there should be
 
is, at best,mixed. the most important factor in
 

decisions regarding selection,
 
training and ongoing moral
 
support of VHLs.
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III. 	 The Information System
 

F 6. 	The System has been able to R 6.a. Presentation of data
 
meet some of its stated or its analysis needs
 
objectives. It has been 
 'to be improved. As
 
difficult, however, to 
 it is, one needs to
 
measure the impact of the 
 have Project staff 
Project on health status membergnearby to 
(objective 3). Although explain the "tables"
it is 	well understood that 
 and other handouts
 
not to have information about the project. 
o-es not necessarily mean 

there has been no impact, R 6 A better needstb. balance 
it is 	nevertheless a to be struck between
 
failure of the system if 	 information collection
filurenofte steobcif , and use. Too much 
it cannot meet its objective, is collected, little
 

is used, and less
 

feedback.
 
F 7. The system is too sophisti- R 7. In designing a national
 

cated to be replicated by PHC data system, the
 
the districts especially following should be
 
within the context of the considered:
 
Primary Health Care Program. a. Stating very clearly

However, the system has 
 what the objectives of

provided Tanzania with 
 the data collection and
 
experience which is 
 analysis system are.
 
invaluable for designing a 	 b. 
Identifying what
 
a national PHC data 
 data is needed, by

system. 
 whom and for what
 

purpose.
 
c. There should be a
 
minimum amount of forms.
 
d. Feedback (to the 
villages especially)
 
mechanisms should be
 
carefully planned so as
 
not to have merely a 
one-way flow of informa­
tion. 
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IV. Training and Supervision 

F 8. The training of VHWs has 

extended health services 

in Hanang District from 

25% of villages 4 years 

ago to 95% over the period 

with 	about a 10% drop-out. 


F 9. 	Agreement between program 

and village regarding the 

selection criteria and role 

of VHWs has not been 

reached. While villages 

would prefer the more 

mature VHW because of grea-

ter stability and less 

likelihood of loss on the 

training investment, 

younger candidates are 

better qualified and 

are thought by program 

staff to perform better, 

As more is learned about the 

factors that make VFWs excel 

it may be possible to resolvedifferences in this area. 

FlO. 	Training has been competent 

on the whole with conclusive 

evidence that later groups 

have been better selected
 
and trained than earlier 

ones. Its most contro-

versial aspect has been 

a high failure rate. The
 
measurement of training 

effectiveness in terms 

of supervisory rating of 

the trainee on the job 

has not been performed 

effectively. Not 

enough is known about 

the factors in good VHW 

performance. Many details
 
of training invited 

suggestions for 

improvement, 


R 8. A program be maintained
 
to select and train
 
further VHWs, to fill the
 
existing gaps in the
 
villages and the future
 
gaps 	caused by resignations.
 

R 9a That more time be spent
 
introducing, explaining
 
and planning the program
 
with the village leaders,
 
Education, Social Welfare
 
and Culture Committee and 
villagers before the 
candidates are selected 
for training. Training
 
should only begin when
 
a sense of need has been
 
established. Training
 
should not be undertaken
 
until t evillage is
 
committed to support the
 
program. 
progrmpR 9b 	 Greater emphasis should 
be put on 
selecting
 
candidates who are
 
established in the village.
 

RlOa 	The program must be adapted
 
to lower the drop out and
 
failure rate (56%).
 

Rl0b 	 The size of classes should
 
be reduced to ideally 20
 
or maximum 30.
 

RlOc 	A system of continuous
 
assessment should be
 
established (probably
 
towards the end of each
 
classroom and field session)
 
so that poor performance
 
can be identified while
 
there is time to remedy it.
 

RlOd 	Assessments should include
 
a checklist of activities
 
undertaken by trainees.
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Rle 	A system to allow those
 
who fail assessments to
 
be re-assessed within a
 
reasonable time should 
be established.
 

RlOf 	More relevant teaching
 
aid should be developed
 
and/or collected.
 

RlOg 	 Attempts to teach VHWs how 
to learn by themselves 
should be increased. For
 
example they might be made
 
to study handouts before
 
a discussion, rather than
 
reading them after a
 
lecture.
 

RlO.h 	 Supervision by training
 
staff should be improved
 
for field sessions. With 
increasing numbers of
 
villages to be supervised
 
the attention to trainees
 
has decreased.
 

Rl0i 	Practical training in 
ervironmental sanitation 
shuuld be increased so 
that VHWs can build better 
latrines (including making 
concrete slabs - the cost 
of which is approx. the 
same as a bottle of beer)
 
and which protect water
 
sources.
 

RlOj 	 Health education in schools
 
should concentrate more on
 
demonstration of good
 
latrines and water
 
protection.
 

Rl0k 	 Information system: This 
should produce continuous 
records on the progzass of 
students. Records of
 
performance in villages 
should be used for
 
monitoring training.
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F 11. 	VHWs are found to receive Rlla 
It is 	hereby recommended
 
two types of supervision, 
 that there shoulde

administratively from 
 constant supervision

village authorities, and 
 from the dispensary staff
both professionally and 
 as an 	ultimate policy.

administratively from 
 *But since the dispensaries

program staff. 
 are overcrowded at the

Competition in the area 
 moment 	it is recommended
 
of administrative super-
 that there should be a
vision 	may increase as 
 health assistant who will be
the GOT implements its specifically assigned

program and as villages supervision, either at
increase payments to 
 divisional level or for
VHWs giving them more 
 a Health Center catchment
 
legitimate right to 
 area.
 
supervise. 
 Rllb 	 The administrative super­

vision 	should continue
 
to be by the village
 
government.
 

Rllc 	 The District Medical
 
Officer should be in
 
charge of Village Health
 
Program. He should
 
budget 	and supervise.
 

Rlld 	 Supervisory visits should
 
be on monthly rather
 
than the present bi­
monthly cycle if resources
 
permit.
 

F 12. 	Supervision and performance Rl2a Training evaluation of
rating 	of VHWs after 
 VHWs performing their

completion of training has 
 tasks 	should be continued
 
not been implemented 
 for at 	least one year
fully. 
 after 	their certification.
 

12b 	 The supervisor or village
 
chairman or headteacher,
 
according to topic or task
 
should rate the VHW on a
 
rating 	scale for performance

which 	should be prepared
 
to suit the local situation.
 



V. Measurement of Technological Change
 

F 13. The program appears to R 13. Program management should 
work in that inputs use a revised logical 
feed through to purpose framework as a management 
level using a revised tool, checking continually 
logframe. It appears on how the action moves 
to be manageable in 
that village performance 

from outside (program) 
input , to target population 

can be compared, and 
analyzed, and the 

input, through a sequence 
of impacts. Better 

factors in good perform-
ance identified. The 

indicators should continually 
be sought out. Just as data 

program is capable of generation should be kept 
generating the data simple, data handling should 
which program management 
would need to control, 

be based on a manual system, 
which could be computerized 

expand, and justify 
the program. 

eventually on a national 
level. 
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Methodology of the Evaluation
 

The methodology used for the Hanang District Rural Health Project Evaluation
 
was unusual; one hesitates to say unique. For such a small project, an OPG
 
of $524,000. elaborate evaluation effort hardly seemed in order, but a
 
large team of nine not counting project personnel had assembled under
 
Paul Ehmer's initiative, and this fact alone required an attempt to make the
 
best use of the available talent. The field work period, when the team
 
would be together was only six days. There had been no scope of work
 
prepared. Except for the Team Leader who knew none of the team before-hand,

the other team members had had a degree of prior association with the project or each 
other. Project staff was welcomed to participate in team deliberations,
 
on working groups, etc., and provided indispensable support to the overall
 
effort.
 

The Team Leader proposed that the large team be divided into working groups

under' chairpersons who would be responsible for analyzing each aspect
 
of the project. The breakdown into topics was the following:
 

Project Inputs:
 

Strategy
 
Organization
 
Methodology
 

Project Outcomes:
 

Direct Impacts
 
Indirect Impacts
 
Ultimate Impact (Replication)
 

The team accepted this arrangement at the first meeting. However, on the
 
third day they decided to modify the working group structure as follows:
 

Background
 
Program Development
 
Program Results
 
The Information System
 
Training
 
Conclusions
 

Another fortuitous decision at the outset was the designation of Dr. Edward
 
Moshi, Regional Medical Officer as co-Team Leader. Dr. Moshi later 
chaired the final debriefing session with District and Divisional leaders. 
His position in the GOT health structure is key to utilization of the 
experience this project is generatinj. 

The Team Leader had conducted interviews it decision makers in AID/W

ior to departure in order to find Qut. what theyJhop tQ.earn from 
such an evaluation. He had arranged the issues disclosed by the interviews
 
in the six categories he had originally proposed for the working group
 
organization. At the first meeting, team members were asked to write down
 



the issues they were most concerned with in the evaluation. The AID/W

issues and the team issues are presented as Annex A,-

A response to the AID/W issues appears as an Executive Summary.

The report deals with issues as seen by the Team.
 
The Project Director presented a proposal for visits to 9 villages.

(See Annex B, List of Handouts for the Evaluation Team, Item 2.) Of the
 
nine, seven were among the top group cf nine villages among the
 
approximately 80 covered by the Project, as we later learned through
 
our own data collection efforts. Other formal interviews with District and
 
Divisional authorities were arranged, as were visits to Dareda Hospital, an
 
MCH clinic, etc. 
 A party was offered the Team by the District Party

Secretary, and in turn District and Divisional party leaderships were
 
provided with a debriefing on the final day.
 

The challenge of such a large team, covering a heavy schedule of site
 
visits, in a very brief period was dealt with through rigorous scheduling,
 
strong decentralization of effort, and full reliance on sector working
 
groups. To the above difficulties must be added the problem of the
 
handouts, which came a few at a time on successive days, with no master
 
list available, the fact that there 'a 
 no e.ectricityqurtailing.the
possibilities of evening work, and s. .den afrernoon gustsof wind which 
picked up papers and spread them around the floor. The widespread need to 
speak and understand Swahili was no major problem, with almost aiteam, 
members fully fluent, although the need to translate slowed things down
 
a lot. However, the team was more 
than a match for the obstacles, members
 
were invariably on time, and working groups seized responsibility with
 
alacrity. 
The staff support was excellent, logistics well-managed, and
 
most of the team managed a grueling half day of mountain climbing and a
 
visit to Tarangire Game Park.
 

The working groups handled their assignments competently, overlap was
 
minimized through effective informal coordination, a chairman of each
 
group handled the writing and oral reporting on progress at meetings.

Meetings were well-attended, held to time limits, discussionswe, cut off
 
repeatedly with the suggestion that individuals get together outside,

decisions were taken by majority and one might say unanimity with the
 
Team Leader imposing ,a leader's prerrogative on the group only in the
 
interests of keeping on schedule. In fact, the Evaluation Team's operations
 
were more that of a seminar than an audit.
 

Having worked his way out of reporting responsibilities, and unable to
 
marshall the conclusions until the field work phase had terminated, the
 
Team Leader focussed on the original project design. It was found to be
 
adequate to support implementation but not to measure results.
 

The project logic was analyzed from the outside interventions (project

inputs), to changed health practices (target group inputs), to improved

health status (outputs), to improved quality of life (purpose) to project

replicability (goal). Indicators were sought for each of these elements
 
from the Project Information System. Moreover, supervising personnel at
 
the divisional levels on both the professional and administrative sides
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were asked to rate village projects in terms of accomplishment.
 

Using a 35 card system, one per village, the Team Leader entered data, and
 
developed a simple manual computer for testing the revised project logic.

The results produced high correlations indicative of a program that works
 
is easily managed, and can achieve considerable impact. The results
 
of this effort are presented in the section on Measurement of Technological
 
Change.
 

The result of the evaluation is diverse, at once critical and sympathetic,

using data where available, and improvising where not. The central issue
 
of the viability of this pilot project has not been resolved, and cannot
 
be without decisions by the Government of Tanzania. The Government's
 
participation on the team was 
strong in numbes, active, and zealous in
 
defending legitimate GOT viewpoints. Those sponsoring the project,

especially CODEL, were on the side of the project looking for ways for it
 
to survive. The AMREF contingent were the professional rural health
 
specialists analyzing the details of the delivery system dispassionately.
 
The team was balanced, making the job of leadership unexpectedly easy

because the reporting was balanced. 
The degree of harmony was surprising,
 
even when people held quite divergent views on thorayissues, and if a
 
couple of people seemed at odds there was a big neutral majority to coerce
 
the contendors bward moderation.
 

The cost of the evaluation was not large in either person-months or
 
dollars despite the team size. The working group reports were largely

completed prior to departure from Babati. 
A core of four team members
 
travelled to Dar es Salaam on Sept. 29, where they had three working days

to agree on the final version, brief the Mission, with final typed copies

of the report in Mission hands, and on the way to AID/W and CODEL.
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Background
 

I. Introduction
 

The Hanang Village Health Project was undertaken to provide a viable model
 
for Tanzsnia to extend its existing health care delivery system to the
 
village level. Its purpose is to improve the health status of rural
 
villagers in Hanang District by utilizing the present social and political
 
structure, encouraging self reliance and village cooperation to accomplish

development objectives. Project activities include: recruitment and selection
 
of villages to participate in the project; selection and training of 2
 
villagers from each village to serve as village health workers; collection
 
and utilization of health, nutrition and general information concerning
 
participating villages; initiation of health activities by the Village
 
Health Worker in the villages; selection and training of Village Health
 
Leaders to serve under the Village Health Worker at the health unit level;
 
the training of Village Health Workers to teach health, treat minor
 
illnesses, give first aid, participate in Maternal and Child Health
 
activities in the village; supervl.re environmental hygiene in the village
 
and participate in the discussions and decisions of the Health Committeein
 
the village.
 

Hanang District lies within the Rift Valley. It was formerly a sub-division
 
of Mbulu. District in Arusha Region. It is approximately 3,298.5 square miles
 
in size with a population of 240,000 people. It has four divisions ­
namely, Barbaig, Bashnet, Gorowa and Mbugwe. These four divisions are in
 
turn subdivided into 28 wards which have a total of 113 villages. Altitudes
 
range from 3,500 to 5,000 feet although Mt. Hanang rises to over 11,000
 
feet. Major crops are maize, beans and with extensive livestock holdings.
 

The Project is funded by CQDEL (Coordination for Development - 'aConsortium
 
of Ecumenical OrgAnizations) - through an Operational Program Grant from
 
USAID (United States Agency for International Development). The Project
 
holders are the Medical Misdionaries of Mary, whose headquarters are in
 
Drogheda, Ireland. Other members of CODEL participating in the Project are
 
a Maryknoll Sister and a Holy Ghost Brother. Cooperation with the Tanzania
 
Government has been operative throtughout the life of the Project. The
 
.mplementationof the Project has been through the combined efforts of
 
Tanzania (Gov. and non-Government staff) and expatriate staff, working
 
together to achieve,the aims of the Project.
 

The initial time frame for the Project was 2-1/2 years. An extension
 
of 2 years was granted after the completion of that time span, bringing
 
the ta"time span to 4-1/2 years, termination November, 1981. The total
 
funding for the Project is $499,000 (Tanzania Shillings 3,992,000/=).
 

http:supervl.re
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II. History of the Hanang Village Health Project
 

The Project came into being through the initiative of the Medical Missionaries
 
of Mary who were involved in providing curative medical services in Dareda
 
Hospital in Hanang District. Although their work had been developed by
 
missionaries, it had been incorporated into the formal govermment health
 
system. The Sisters were concerned that the simple delivery of curative
 
services would fail to produce long-term benefits to the community and they
 
collaborated with the Government to develop the Hanang Village Health Project,
 
designed to deliver essentially preventive services in the rural villages.
 

Much of the foundation work and research for the Project in 1975 - 1977
 
was done by the representative of the Medical Missionaries of Mary, Sister
 
Jeane Lynch with Dr. M.A. Malugu, District Medical Officer, Mr. Masaoe,
 
District Health Officer with assistance of Sister Martha Collins, who, at
 
the time was the Doctor i/c, Dareda Hospital. At the same time, in the U.S.A.
 
Sister Jose hAnthony, M.M.M. was searching for funding for the proposed
 
project. CODEL was approached and after becoming interested in the
 
proposal agreed to fund a pilot phase on condition that the Project was
 
approved by the Tanzania Government. This approval was given by the
 
Tanzania Government through the Regional Development Director, Arusha, after
 
it had been approved by the District. It was understood at that time that
 
the Government would continue to run the services started by the Project,
 
once the funding was over. The original funding obtained from CODEL was
 
Tanzania Shillings 2,630,376/= ($340,000). In order to meet this amount,
 
CODEL obtained a grant from USAID with the condition that an information
 
gathering and monitoring system be incorporated into the project.
 

Under this grant, the purpose of the Project was to extend the existing health
 
care delivery system to the village level and to test the feasibility of the
 
information collecting system.
 

III. Implementation of Project
 

A. Training
 

Preparations, making conthcts with the villages, etc., were begun on 1st
 
January 1977. The Pilot Project phase was begun on 1st May, 1977 in four
 
villages, one in each division of the District - Bonga, Matufa, Endagaw
 
and Luxmanda. The first activity was a survey done in each of the pilot
 
villages before the first training session began. The first formal
 
training session began June 1, 1977 at the center in Babati, for eight
 
trainees - 2 from each village selected from among other candidates
 
nominated by the village. These trainees continued for two four-week
 
sessions follo;ed by field work in their villages. Nutrition Surveys were
 
done in their villages by Project and Government Medical Staff and
 
Village. Health Leaders were selected by the villagers. rhe work of the
 
Trainees was supervised in the villages by Division Health Leaders appointed
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by the Project. A seminar was given at the Center to orient these DHLs to
 
their responsibilities in the field.
 

Following the decision by MNM/CODEL on 24 August 1977 to go into the
 
operational phase, plans were made for choosing these villages and planning

the program. 
Fourteen villages were chosen from Mbugwe and Gorowa Divisions.
 
It was decided to 'include the Pilot Group in these new groups (Called OPG I
 
and OPG II) because it 
was felt that their training had been inadequate.

OPG I began their two year period of training on 2 January 1978. OPG II
 
began on 31 January 1978. These training periods consisted of four one­
month classroom sessions each followed by 5 
- 10 weeks of field experience
 
in their villages.
 

In October 1978, 
as plans were being made for the coming evaluation of the

Proj ct by CODEL/USAID in February 1979, it was decided to delay the intake of
 
OPG III villages until after the evaluation in order to incorporate

recommendations from the evaluation into their training program. 
This
 
evaluation took place on February 22, 1979 the team consisting of
 
Rev. Patrick Cullen and Rev. Boyd Lowry both CODEL, Mr. Gilson and Dr. Henn
 
(USAID). At this time, a draft proposal was put forth by the Project for an

extension of 2 years ending November 30, 1981. 
This proposal was later
 
formally approved and application was made for the extension following

communications between USAID, Dar es Salaam and Hanang Village Health Project

through CODEL, New York. 
This grant was approved in 1979.
 

OPG III Trainees from 15 villages started their training course on 7 May 1979.
 
Many of the recommendations from the evaluation were implemented with this
 
group - especially new educational approaches including the use of the Bar
 
Graph, teaching in primary schools and increased use of the demonstration
 
method. 
The period of training was also increased to 10 months. Another
 
change was the Placement of the Nutrition Survey during the first field
 
experience session in order to give the trainees a pi cure, earlier in the
 
training, of the health of the children in their villages.
 

OPG I and II returned in November and December 1979 for their Refresher
 
Course after their year of field experience. Final examinations were held
 
at this time, on completion of which they received their certificates,

signed by the D.M.O. and Project Director and issues by the Area Commissioner.
 

Successful candidates received full certificates qualifying them to:
 

1. Teach health to the villagers
 
2. Treat minor illnesses
 
3. Give first aid
 
4. Assist in MCH activities in the village - MCH Clinics, etc.
 
5. Supervise environmental hygiene in the village

6. Be a member of the Health Committee in the village
 



OPG IV villages, 19 in number, were accepted into the Project on 27 April 
1980 and are expected to complete their training in November 1981. Twenty­
two OPG V villages were accepted into the Project on 2 November 1980.
 
This group finished their first year of training in September 1981. In
 
the original plan of the Project, it was expected that this group would
 
complete their training period (Refresher Course) under the supervision of
 
the D.M.O. in November 1982.
 

In 1980, an arrangement was made with Dareda Hospital Nursing School whereby
 
fourteen of their student nurses went to OPG I and II Project villages to
 
obtain Community Nursing Experience. They stayed for one month in the
 
village, all arrangements for accommodations, etc. having been made by

Project staff with the Trainees in the villages. This experience was of
 
mutual benefit to trainees and student nurses as they worked together
 
to teach and help the villagers.
 

Summary. From the beginning of the Project until Sept. 1981, 95 villages
 
were accepted into the Project from a total of 114 villages in Hanang
 
District. A total of 192 Trainees (considering Ayasanda as two villages ­
thus 4 Trainees were trained.) So far, 43 Trainees (OPG I, II, III) have
 
completed their training and have received full certificates. Those still
 
required to repeat examinations and thus considered still in training

number 60. OPG IV trainees, 38 in number, are expected to complete their
 
training in November 1981 and- 44 OPG--V-trainees will finish under the
 
D.M.O. in November 1982.
 

During the time of the training of the VHWs, Village Health Leaders were
 
selected and have received some elementary knowledge of health matters from
 
the trainees. Some of these in turn have begun to teach the people in
 
their hea.th units.
 

B. Extension of MCH Services
 

During the span of the Project, MCH mobile clinics were initiated in twelve
 
Project villages. (See MCH Evaluation Paper.) In addition, contact was made
 
with Haydom Hospital and an MCH Clinic was started in Basodesh and is still
 
continuing. These mobile clinic services account for 36% of the total MCH
 
services in Hanang District and approximately 25% of all the immunizations
 
given in the District (based on 1980 figures). The Project has conducted
 
these clinics with the assistance of the Staff of Dareda Hospital, Babati
 
Health Center, Katesh Health Center and Magugu.Health Center and the staff
 
of Endasak Dispensary. Transport was provided by Project vehicles.
 

C. Curative Services
 

Originally, it was hoped that MCH Clinics would be started in 32 Project

villages but constraints of staff and petrol shortages dictated otherwise.
 
However, it was felt, in the course of the Project, that curative services
 
should go along simultaneously with prevention. Therefore, stress was
 
placed on the extension of curative services in the village rather than on
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the 	initiation of an MCH Clinic. At present there are 18 villages which
 
have medicine boxes with curative service being given by the VHW on
 
certain days of the week. (See Evaluation Paper).
 

D. 	Information Gathering and Monitoring System
 

From the beginning, an information gathering and monitoring system has
 
been operative in the Project, yielding general information about the
 
villages, health status in the villages and data regarding project

activities in the villages. 
Through the village committee structure, the
 
information is passed on to the village leaders themselves and to District
 
Health Personnel. Monthly reports were also sent regularly for most of
 
the 	span of the Project to Ministry of Health officials, CODEL, USAID and
 
other interested individuals (see attached list).
 

E. 	Nutrition Surveys
 

A Nutrition Survey of Children 0 - 10 years was done in all Project villages 
at least once: Pilot Villages - Sept/Oct. 1977; OPG I and II Villages in
 
July/August/September 1978; OPG III Villages in June/July 1979 and OPG IV
 
villages in June 1980 and OPG V villages in December 1980/January 1981.
 
For 	the last three groups, the N.S. was used earlier in the training period
 
in order to give a picture of the nutrition status of the children and the
 
common illness and diseases found in the village. The information by way

of village profile was 
then used early in both the teaching programme and
 
the practical work. 
For each village a list of borderline malnutrition
 
children was made and follow-up was done by the VHW through the health units.
 
The VHW measured the arm circumference of the children once per month.
 
Through special funding, eighteen scales were bought and distributed to
 
selected villages to facilitate this follow-up of the borderlines. In
 
villages with no scales, the weights were done at the nearest MCH Clinic.
 
Following the nutrition survey teaching demonstrations of nutritious food
 
and its preparation was done in 47 villages to Village Health Leaders and
 
mothers of borderline children and malnourished children (Kwashiokor and
 
Marasmus). A grand total of 49,487 children were examined in the first
 
nutrition surveys and 947 in the repeat N.S. of sample villages in August,
 
1981.
 

F. 	Seminars
 

In order to promote greater participation of local leaders, health personnel,

teachers, etc., in achieving the g oals of the Project, Seminars were given
 
to:
 

1. 	Head Teachers, Education Coordinators, Ward Secretaries, and
 
Village Secretaries
 

2. 	Staff of Government Health Centers/Dispensaries and Voluntary
 
Agencies
 

3. 	Divisional Secretaries
 
4. 	Village Leaders in Bashnet Division
 



G. Staff
 

Throughout the 5 years, there were several changes of staff, both key staff
 
and other categories. This because of problers towards the end of the period,

when the future of the Project was uncertain.
 

At the end of 1980, the Director, who had been with the project since the
 
beginning, :-ft, and was not replaced for 6 months. 
The Steering Committee
 
consisting of heads of Departments, directed the Project for 2 months, after
 
which, the Business Manager was appointed Acting Director by CODEL.
 

The Project Data consultant, a qualified statistician left in late 1980,

and was not replaced. He was also holding a Government position of Field
 
Officer and was not replaced in this government job for 9 months. A Health
 
Officer was then seconded by the Government to be Field Officer.
 

During 1981, the office supervisor and office and data staff left. This
 
made it necessary to bring in three Divisional Health Leaders to be center
 
staff. 
The fourth is a Health Officer seconded by Government, and another
 
Health Officer is at present being trained as a D.H.L.
 

The nurse midwife working with the MCH coordinator left the Project during

1981 and the Government seconded a nurse midwife in her place.
 

Finally, three out of four drivers had left the Project before September
 
1981.
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WORKING GROUP REPORTS I TO V
 

The Background section as well as Working Group Reports are presented as
 
draftpd by group Chairmen. Many team members participated on or
 
contributed to more than one group. The conclusions include all of
 
the recommendations identified by the working groups, and in fact are
 
taken verbat.m from their respective reports. The findings have been
 
developed by the Team Leader, and are presented one on one to the
 
recommendations.
 

I. Program Development
 
II. Program Results: Improving Village Health
 
III. The Information System
 
IV. Training and Supervision
 
V. Measurement of Technological Ghange
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rrogram yeveLopment
 

Project Oblective: 
to provide a viable model for Tanzania to extend
 
its existing health care delivery system to the village level.
 

The Project has tried to extend the existing Government preventive
health services to the rural areas through the training of Village Health
Workers, chosen according to established criteria from among candidates

presented to the Project by the villages. 
Because villages in this
area of Tanzania are often spread over a wide area, it 
was felt that a
further extension to Lhe household level would require the inclusion of an
addirional cadre, called Village Health Leaders, who would be responsible
for following up on certain health activities for 10-15 households in
 
their area.
 

The Village Health Worker (VHW) is 
a villager with no previous health
background and a primary education, who is trained by the Project in an
alternating series of classroom and field work sessions that extend over
a period of nearly one year. 
These trained VHWs then return to their
villages to undertake a number of simple health activities, including the
provision of health education, gathering basic demographic and disease
incidence data, investigations and advice to villagers regarding basic
environmental conditions in the village, investigations and follow-up of
malnourished children, and attendance and assistance at nearliy dispensaries,
rural health centers or MCH clinics, including treatment of simple health
problems and referral of more complex ones to the established treatment
facilities in the area. 
The Village Health Leaders (VHLs) are given health
education by the VHWs and are expected to pass this information along to the
families in their units, as well as collecting the basic disease and

demographic data at this level.
 

Once the Village Health Workers are trained and return to their villages,
they are supervised by Divisional Health Leaders, who periodically travel
to all villages in their Division to provide support and continued education
 -o the V-"4s in the area, 
Presently the Divisional Health Leaders reach
ever; village on the average of at least once every 2-3 months. 
 In addition,
Divisional meetings are held once every 1-2 months, led by the Divisional
Health Leader and attended by the VHWs of the area. 
During these meetings
information collected by the VHW, is recorded by the DHL and stored for future
 
use by the Project and the Government.
 

There are presently 113 villages in Hanang District of which 87 were
brought into the Project at some time during its four year life through
the selection and initiation of training of VHW candidates from these villages.
Some VHW candidates did not finish their training and some have not been
active upon returning to their villages. At the present time there are 
73
villages that are still considered to be active in the Project. 
 A total of
VHWs have been sv1eteA, of which 166 are 
still active in the Project.
Of the 26 villages in the district not initiated into the Project, only 6
do not have an established rural health center or dispensary. 
12 villages
which were initiated into the Project, but dropped out also do not have these
facilities which means that Hanang District now has only 16% of its villages
without some form of health services. Without the VHWs this figure would
 

be 75%.
 

180 



21 

Following completion of formal training in Babati, the VHWs return to
their villages for one year, at the completion of which they return to
Babati for a three week refresher course followed by a final exam. 
If
they pass their exam, they receive a certificate from the Project. 
To date
43 VHWs have passed their exam out of 
a total of 99 
 in three training
groups. One other group of 37 
trainees will be returning for their
refresher course in October 1981, and the 
last group of 44 trainees finished
their basic training in September 1981 and would not be due back for their
refresher and final exam until November, 1982. 
 Since funding from AID/CODEL
under this Project ends in November 1981, it was expected that these
trainees would receive their final refresher under the supervision of the

District 'edical Officer.
 

It was anticipated during Project design that the Government of Tanzania,
through the District 
Mc-dical Officer, would assume responsibility for
supporting those activities necessary to maintain the services of the VHWs
who had been trained by the Project. Since present Project funding will
terminate at the end of November, 1981, it is appropriate to examine this

issue of future Government support.
 

During the Project, funding was made available to support the selection,
training and supervision of the VHWs who were designed to be the basic link
to extend the health system to the village level. The Government's long
term goal in the provision of health serivces to 
the rural areas is to have
an actual dispensary in each village. 
This goal is presently far from being
reached with over 8,000 villages in Tanzania, having approximately 2,300
dispensaries to date. 
The concept of using a cadre of local paramedical
personnel to bridge this gap led to this Project and others like it
throughout the country during the past few years.
 

Even in a limited area such as Manang District, the four years of the
Project have been insufficient to firmly establish a long term program. 
The
last group of trained VHWs just reached their villages in September 1981.
The concept and groundwork of a VHW program have only just been introduced.
Consolidation of the program will require many more years. 
 Since the original
design did not anticipate what would happen following the end of present
funding, the evaluation team feels that a smoother transition to Government
of Tanzania responsibility must be effected. 
Although it is already very
late for new plans to be made and discussions held in 
 this area, it is
felt that quick action on the Pact of Project personnel and Government

officials can bring about this smooth transition.
 

Due to changes in key Project personnel during the last year, it was not
possible to prepare a plan and budget for maintenance activities in time
for submission and inclusion during GOT fiscal year 81/82, which began
July 1, 1981. Therefore, the earliest that funding could be made available
by the GOT would be July 1, 1982, which begins FY 82/83. This leaves a gap
between December 1, 1981 and June 30, 1982, during which it will be necessary
to seek further outside funding. Following discussions with Project personnel
and GOT officials, it was further felt that the period July 1, 1982- June 30, 1983
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should be a time of shared support between GOT and outside donors to
allow for the gradual transition period as discussed above. 
This
would avoid the abrupt transition that would otherwise be inevitable
with its attendant high risk of losing the Project altogether.
 

It is essential that the Project personnel understand the GOT planning
and budget cycle, which requires that the District plan and budget for
FY 82/83 be completed by December 31, 1981. 
This means that project
proposals must be in the hands of the District Planning Officer by
October 31, 1981. 
 The months of November-December 1981 are used to
consolidate the plans from all sectors to produce the overall district
budget. 
This only leaves the month of October for preparation of the
 
plan.
 

It is suggested that this plan include provisions for the maintenance
and support of VHWs already trained by the Project. This will mean that
no further basic training be given to new VHWs from other villages not
now included, or to new trainees in villages where the Project trained
VHW is no longer functioning. The expansion 
of the Project through traininj
of more VHWs must be based on solid commitment by GOT.
 

It is expected that curriculum and training materials developed by
the Project will be useful to the GOT in implementing its own VHW training
programs. 
The Ministry of Health has just spent the last year developing
its own plan for the implementation of a primary health care system.
An important part of this system is a proposal to train VHWs for all
villages of Tanzania. Implementation of this plan is expected to begin
July 1, 1983. Therefore, in Arusha Region, and in Hanang District
particularly, the VHWs already trained will become part of the national
 program, while replacements and VUiWs for new villages will be trained under
the new Government program. 
This means that further Project activities
will be integrated 
into the new program and will consist of mainly
supporting the VHWs already trained. 
The support machinery for VHWs,
developed under this project may provide a basis for the future Government
of Tanzania program to train VHWs to meet national needs.
 

One key area of support that the follow on activities must address
is that of continuing education. Regular refresher courses must be provided
to update knowledge and skills of VHWs, as well as other rural health workers,
It is expected that at least one week per year of continuing education will
be provided for all VHWs trained under the Project through the Government's
new Continuing Education for Health Worker Program, presently being implemente
in Arusha Region. 
This course would be given in Babati. In addition some
further days might be provided for in the Project extension, but these
courses of only a few days at 
a time might more cheaply and appropriately
be held in each Division during periodic divisional health meetings for the
 
VHWs.
 

The other key area of consideration for follow-on activities is that
of administration and supervision. 
One important factor in this area is
transportation. 
Presently, transportation capabilities within the district
are very low and the high cost and short supply of petrol is 
a critical
consideration. 
The Project has implemented a system of supervision 
at the
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divisional level for the VHWs. 
Under the Project these supervisors are
known as Divisional Health Leaders (DHLs). 
 This was a new cadre of
personnel created by the Project and paid out of Project funds. 
Since
it is not a Government cadre, these people cannot be picked up by the
GOT and could not continue functioning after the Project funding ceases.
 

For this reason the Project has proposed that Health Assistants
(HA), who are GOT employees assigned at the divisional level, become "DHLs". 
The
Project has been able to bring two such HAs into thE Project as well as
one HA, assigned at the district level, to act as Project "field officer".
This only leaves two divisions presently being covered by Project "DHLs".
It is anticipated that thesez 
DHLs would continue to function during the
period of December 1, 1981-June 30, 1982, and would work with and train
HAs in their areas to take over their functions following this period.
This would mean that by July 1, 1982, only GOT personnel would be operating
at aillfield supervisory levels of the Project.
 

One other option for supervision which should be explored is that of
supervising the VHWs from the nearest dispensary. 
Each dispensary now
serves 7-10 villages in its area. 
 It is government policy that eventually
support for VHWs will come from the nearest dispensary. Presently,
staffing shortages in the dispensary and jurisdictional administrative
conflicts between villages make this option difficult to implement. Under
present staffing patterns, the rescheduling of clinical duties for dispensary
staff to enable them to effectively supervise the VHWs in their area would
be difficult. 
This option does ease the transportation problem posed by
using people at the divisional level as discussed above. 
These optio7ns
should be carefully considered and v decision made as to which to include in
 
any longer term extension.
 

During the interim periods described above a further important area of
consideration should be the close collaboration between the Project Director
and the District Medical Officer, who is in charge of all health activities
in the District. 
This will insure that when the Project is ready for GOT
takeover, this essential function will be undertaken by the appropriate
Tanzanian official with a capability to keep the activities going.
 

An analysis of budget figures at Regional and District levels was under­taken during the evaluation to determine levels of GOT support that would
be feasible and appropriate to sustain Project activities. 
The following
table shows the results of this investigation
 

(I US $= TSh.8.Z) 
Arusha Regional Health Budget (80/81)
 

(TSh)
 
Development 
 Recurrent 
 Total
 
2,404,000 
 27,945,000 
 30,349,000
 

Hanang District Health Budget (81/82)
 

Developmenh) 
 Recurrent 
 Total
 
184,000 
 2,967,258 
 3,151,258
 



24
 

Hanang District Recurrent Health Budget (81/82)
 

(TSh) 
Curative Preventive Rural Health Centers Dispensaries Total 
177,291 646,685 1,344,142 799,140 2,967,258 
Assuming a 15% rise in the budget for 82/83": there would be approximately

TSh.3,625,000 available for health in Hanang District. 
Discussions with
 
health officials in the district indicate that they place a high priority
 
on this Project and would put it above the construction of a new rural health
 
center. If it is reasonable to assume that 10% of the total District health
 
budget might be made available to support this Project in its next phase,

this would amount to approximately $45,000. While that figure would rise
 
over time it is only about one-half the present annual rate of Project
 
experses exluding capital investtmmnr. Project expenditures must be reduced
 
to expect the GOT to be able to provide future support.
 

MCH Mobile Clinic Service of the Hanang Village Health Project
 

In Hanang District there are 13 Government clinics, 7 voluntary
 
agency clinics and 18 mobile clinics. Of the 18 mobile clinics, 12 of
 
them are the responsibility of the Hanang Village Health Project. As a
 
result of these the Project is responsible for 36% of the clinic services;

12% of total attendance of pregnant mothers; 24% of total attendance of
 
children under five. Of the total immunizations given in the District,

the project's MCH clinics account for 20% of BCG; 25% 
of DPT; 25% of Polio;
 
25% of measles and 25% of tetanus toxoid.
 

The Project made the necessary arrangements with the villages to
 
make it possible for a mobile clinic to fu, aion. 
Staff from Dareda
 
Hospital, Endasak Dispensary, Magugu, BabaL- and Katesh Health Centers
 
were used. The Proj 
ct stz. coordinated schedule and transportation.
 

In the original project design, it was intended that 32 villages

would be serviced with MCH mobile clinics. This has not proved feasible
 
due to the following factors:
 

1. shortage of staff
 
2. increased cost and shortage of petrol

3. poor participation on the part of the Village Health Leaders in the
 

in the work of the clinic
 
4. Government policy which favors static rather than mobile clinics
 

To establish static clinics that would be within reach of all the
 
villagers will take several years. 
If MCH services are to be available
 
to all, mobile clinics seem to be inevitable. The cost, however, is
 
prohibitive. One possible solution might be to upgrade the training of
 
the VHW's to enable them to assume some of the duties of the MCH clinic.
 
They would need a bicycle and thermos for the collection of vaccines from
 
the local dispensaries or health centers.
 

At present there is a MCH component integrated throughout all four
 
classroom sessions in the VHW training program (see AnneX B, Item 39 for
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the syllabus followed). It aims at helping the Trainee to have a greater
 
awareness of the health status of the mothers and children; to recognize

health problems of chilren and help solve them or refer the child to the
 
nearest health facility when necessary; to recognize and help prevent

health problems in pregnancy; to recognize those children and pregnant
 
mothers who are "at risk" and 
refer them to the nearest health facility;
to help, in an emergency, a pregnant mother to give birth safely or get

her to the nearest facility. This training could be expanded through

additional classes and practical work thus equipping the VHW to fulfill
 
most of the duties of the MCH clinic.
 

The GOT wants to maintain the services that have been provided by the
 
Project mobile clinics, but now discourages mobile clinics because of high

transport costs. With increased training through refresher courses and a
 
bicycle the VHW could be trained to continue with the clinics already

established. 
This would lead to mobile supervision of these services,
 
with the goal of providing both supervision and services in every village.
 

GOT Planning Process 
The following provides overview of the GOTsection an planning process

at 
the district level which must be taken into consideration in preparing
 
future proposals.
 

The GOT planning process starts at the village level. 
The village

assembly prepares and approves a list of projects for which it wishes to
 
obtain government support in the following financial year between the months
 
of September and November. The list is presented to the district office
 
through the respective ward and division.
 

At the same period the sector heads* at the district level (district

functional managers) prepare their proposals which are intended to be
 
implemented in the following financial year. 
Village proposals and
 
sector proposals are compiled at the district level by the District Planning

Officer to form a district plan.
 

The projects are consolidated by relating them with national guidelines.

The national guidelines include all sector policies focussing priority areas
 
to be emphasized in the next finaxcial year and the proba~be amount of money
 
a region may gw- iu that year.
 

A detailed district plan is prepared including the total cost. The
 
sectors are integrated together. 
The district plan is coordinated with the
 
manpower available in the district and other personnel anticipated to
 
be employed from various national institutions. Other costs termed as "other
 
charges" are worked out. 
 These include the cost of running vehicles,
 
equipment and machinery, allowances, various supplies etc.
 

*Sectors included are Health, Education, Culture, Ujamaa & Cooperative,
 
Works, Lands, Water, Natural Reserves, Agriculture, Livestock and Trade.
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The district plan is then presented to the various district government
 
and party meetings for approval. The necessary amendments are made by the
 
meeting members. The district plan is then forwarded to the Region for
 
further processing. These activities have to be completed by the first
 
week of January.
 

At the Regienal level, district plans are compiled by sector with
 
the added proposals of the regional sector heads (regional function managers)
 
The proposals are consolidated to form a regional plan. The regional plan

is presented to government and party meetingsfor approval. The final
 
document is prepared and forwarded to the Prime Minister's Office by March.
 

The Commissioner for Planning and Control in the Prime Minister's Office
 
convenes meetings between regions, line ministries, finance and planning
 
ministries. The meetings consolidate the regional plans with the line
 
ministry proposals. The ministries of finance and planning incorporate the
 
parastatals proposals with those from ministries and regions to form a
 
national plan.
 

These tasks have to be completed by the end of May. Normally in the
 
second week of June the national plan is presented before the national
 
assembly where the members of parliament discuss and approve the plan.

The Ministry of Finance then allocates the funds to regions and Ministries
 
starting from 1st July, the time when the new financial year starts.
 

See Findings F1-3, Recommendations R1-3, pp 2,3
 



27 

II PROGRAM RESULTS: 

IMPROVING VILLAGE HEALTH 

1. PLAN
 

There are two main ways in which the project is intended to improve health:
 

(1.1) 	 Preserve existing health 
(1.2) 	Restore health
 

1.1 Preservation of existing health is accomplished in the 
following ways mainly: 

1.1.1 	Health Education, mainly on hygiene, nutrition,
 
water and waste
 

1.1.2 	M.C.H. services, particularly inonunizations,
 
growth monitoring, pregnancy monitoring and
 
chemo-prophylaxis.
 

1.2 Restoration of health is accomplished in the
 

following ways:
 

1.2.1 	Monthly home visits to children found malnourished
 

1.2.2 	Promotion (especially through schools) of home
 
treatment of diarrhea (ORS)
 

1.2.3 	Curative treatment from the "First Aid Box" in
 
some villages.
 

1.2.4 	Moral support and some drug supply to TB pateints.
 

2. INFORMATION FLOW
 

Information regarding fulfillment of the plan is intended to flow "upward"
 
through the system in a variety of forms initiated at different levels as
 
follows:
 



FLOW OF HEALTH INFORMATION 

Is 
(Project 
Mradi) 
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3. GENERATION OF DATA
 

The projected system has not produced all the information it was intended
 
to. So the discussion will be in two parts: data we have obtained and
 
data we failed to get.
 

3.1 Data Obtained
 
3.1.1 
The M.C.H. clinic program has its own attendance and
 

morbidity data system. 
Each clinic can be taken to be fairly representative

of that village, even though the data did not come through the main
 
informational pipeline i.e. it was not "community based". 

This clinic-derived data is presented in tabular form below. The only
clearcut evidence of improvement concerns measles incidence.
 

M.C.H. DATA 

Attendance 
 INCIDENCE
 

TOTAL TOTAL INDER 
CHILDREN PREGNANTS WEIGHT KWASH, MARASMUS DIARRAEA MEASLES 

June 79 353 90 3
279 2 
 50 8
 
" 80 1363 465 160 11 13 75 0


* 81 2202 419 102 12 874 0
 

3.1.2 The nutritional rehabilitation program data comes in two
forms: (1) monthly VHL home visits to cases and (2) the follow-up detailed 
clinical assessment by specialists. The former information was incomplete.

The later seemed to indicate that there was only a 36% improvement in
 
"borderline" cases despite intensive contact by VHLs.
 

3.1.3 The environmental sanitation emphasis is epitomized

by the latrine. Now a properly built and used latrine itself is not
 
"improved health". But there is an indisputable cause-effect relationship.

Hence the mention herein of prevalence figures for latrines. The project's

promotional activities should be causing a rise in the prevalence of latrines.
 
The data adduced from field surveys however indicates only an average 4%
 
overall rise in prevalence of latrines associated with project input.
 

Percent of Homes with Latrines
 

Before project input After project input
 

74% 
 77%
 
(Range 9-97) (Range 46-100) 

Presumably improvement in utilization of latrines has been significant -
though un-measureable.
 

Moreover, a gross under statement of accomplishment in the statistics is 
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suspected. There is something inconsistent about a meagre 4% increase in
 
latrine prevalence, when many villages show large increases of up to 50%.
 
Also it should be noted that the lower end of the range has risen from
 
9% to 46%,impressive if accurate. What brings down the average increase
 
is a considerable number of villages reporting large drops in the
 
number of latrines. At a time when preventive health is being stressed
 
any drops at all are suspicious. Either over-enumeration 6n the baseline
 
or under-enumeration on the subsequent survey is suspected.
 

3.2 Data expected but not obtained.
 

3.2.1 The main "pipeline" of information starting within the
 
HU-l form (see chart) has not flowed. Reasons for this failure include
 
the following:
 

3.2.1.1 People. In. initiations of HU-l the VHLs may be
 
incompetent in their reading or writing or in their diligence in observing

and reporting. A few VHLs do regularly produce good reports, but one
 
cannot build on such sketchy material (roughly 10%). Likewise, but not
 
as critical may be failure of accuracy or diligence on the part of VHWs
 
and DHLs.
 

3.2.1.2. The documents themselves may be problematic.

The HU-l, as simple as it seems to outsiders, has been too complex for
 
barely literate VHLs. Furthermore the plethora of forms predisposes to
 
confusion at all levels. There is no systematic identity system for the
 
30 or more data forms which make up the "pipeline."
 

3.2.1.3. The "system" includes many potential hinderances
 
to the flow of information. Landrovers break down, petrol is unavailable,
 
supplies of paper fail to come from outside, etc.
 

3.3. '1->pressions. Despite the paucity of "hard" health data arriving
 
at project headquartes the evaluation team heard much anecdotal evidence
 
to the effect that the project is indeed contributing to improvement of
 
the health of the people of Hanang District.
 

3.3.1 The people in all areas spoke of decreases in
 
measles and diarrhea and improved health practices. They all knew the
 
litany of health which is being taught. If they are practising half of
 
what they are reciting their health must be improving. The project
 
villagers showed a great appreciation and interest in the project. The
 
village government and political leaders are aware of the project. This
 
is supported by the fact that the village governmentspay some of their
 
VHWs.
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The project staff has been diligent and resourceful to the extent that,
 
they are very much accepted by the villagers.
 

The villagers seem to understand what the project is all about and
 
support its objectives.
 

3.3.2. Civil and political authorities at all levels were
 
familiar with and enthusiastic for the project. This is very indirect,
 
yet significant evidence of influence for improved health.
 

3.3.3. Wherever we visited,the project staff provided
 
numerous anecdotal accounts of improved health on the part of
 
individuals there. This information is not "hard" data, but it is
 
first-hand and therefore significant.
 

3.3.4. Inferences can be made from the following indirect
 
data presented in Section V, Measurement of Technological Change.
 

In summary, though we lack the expected statistical picture on improved
 
health, the impressionisic picture is consistently positive.
 

4. Attitudes of Traditional Health Workers
 

Traditional health workers or birth attendants exist in Hanang District
 
as throughout Africa. However, project staff scarcely mentions them.
 
Obviously they could o7 Pr~mdidates for VHLs even if lack of education
 
would disqualify them for the more rigorous VHW training program.
 

It is surely well-known that people with experience if not utilized
 
can easily fall into negative attitudes. Possibly, the spotty
 
performance of VHLs has been influenced by such countervailing
 
forces. On many African health projects, training attempts to focus
 
on traditional health workers rather than new personnel. An
 
investigation of the attitudes and reactions of traditional health workers
 
towards the project might provide considerable insight into the
 
problems of outreach.
 

5. Discussion
 

Improvement in health and the documentation. of that improvement are
 
primarily functions of the work of the VHL. This review has brought out
 
the weakness of the current VEqs as documentors of improved health. We
 
must face the possibility that good documentation of health changes
 
might reveal these VHLs to be weak as agents of actual change.
 
Either of these possibilities (workers as documenters or weakness as
 
agents of change) have import for the selection-trainingmoral support
 
process.
 

See Findings F4-5, Recommendations R 4-5, p. 4.
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III. THE INFORMATION SYSTEM
 

A. THE OBJECTIVES OF THE SYSTEM
 

The information system for the Hanang Village Health project was set up
 
with 3 objectives in mind and these were:­

1) "To gain an overview of village health conditions and
 
problems. The information collected through this system should assist 
in planning health activities at the village level." 

2) "To monitor project implementation in terms of the 
financial, commodity and extension inputs into the project,the

direct project results or outputs. The initial effects of project
activities on and the behavioral patterns of villages". (or treatments) 
The information collected would be used for project management i.e.
 
to help in making decisions concerning project implementation where
 
need be.
 

3) The third objective of the system was to provide information 
which would be used "To evaluate the impact of the project on the
 
health of the villagers". There was a fourth objective which was
 
implicit in the project plans and that was to have an information system
which could be replicated in other districts.
 

B. HOW SYSTEM WAS TO ACHIEVE OBJECTIVES - INSTRUNENTS 

1) Planning Stage
 

The initial stages of the project involved identifying which types of data 
would be collected at village level and this was done by the trainees and 
the project staff. It had to also be decided how this data was going to be
 
stored and tabulated. A decision was made that all data should be put
 
on magnetic tape and later transferred to a computer. A consultant was hired
 
to design a system which would serve the needs of the project and also have
 
the possibility of being adopted elsewhere.
 

Before the project got through its pilot stage, it was realized that a
 
computerized information system was totally unrealistic in the Tanzanian
 
situation, therefore all tabulations etc. were to be done manually.
 

2) DESIGN OF FORMS - DATA COLLECTED 

Having reviewed over 30 forms most of which are in Kiswahili for collecting
data, only 9 were found to be of relevance in discussing the objectives of the 
information system. For the first objective "to gain an overview of village 
health conditions and problems" there are tha following forms:
 

(a) Disease Attitude Form - this form is filled out by a 
villager selected to come for training as a village health worker (VHW)o 



It contains a question on the most common diseases in the candidates
 
village and asks the candid&:te to give reasons for the diseases
 
and what the villagers see as the cause of these diseases.
 

(b) hMhtsus Book - This book details the number
 
of people in each in the village, number of acres of farmland,
 
education level of people in the house. There is also information
 
on animals kept, whether there is a latrine, etc.
 

(c) Health Problems in the Village Farm - This form
 
is filled out by the Trainees and members of the Education, Culture
 
and Social Welfare Committee. It contains information (for each
 
village) about diseases, personal hygiene, water, food and
 
environmental sanitation. 

(d) Form TMA - N-S (VHW fills it in) Questionnaire 
form which is completed by households with children under five years 
of age sampled by Trainees. It gives information on breastfeeding,
 
child feeding, hygiene, nutritionienvironmental sanitation, use of
 
products grown on the shamba (farm.) and children's vaccination
 
history.
 

(e) Form TMA-HU-1 filled in by village health leaders for
 
every 10 houses. It provides information on five common childhood
 
diseases in the area,whooping cough, vomiting and diarrhoea, coorons, measles
 
eye diseases and births and deaths. This is the most important form as far a
 
monitoring health is concerned.
 

The above forms have helped both the village health workers and the
 
trainees to gain an insight into village health problems. The data
 
collected is being used in training sessions and provides trainees
 
with data to make comparisions of village health situaLions
 
However, the form which goes into details of village household -

TMA--N-S has so far only been administered once. The Disease Attitude 
Form has also been filled out once by the trainees. This means that
 
there is no comparable (recent) data which could be used to measure
 
impact (The third objective of the monitoring and evaluation system). 

The second objective was "To monitor project implementation". The 
information system provides information which monitors project activities
 
from selection of village health worker trainees to final examinations.
 
Each group of trainees has been classified according to period when
 

theirwork on training began. The village is classified in the
 
same manner e.g. OPG group V (See appendix on trainee profile or
 
characteristic&,,) This makes it easier for the project staff to measure
 
the amount of work done by each group and thus enable them to change
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training approaches. The groups also provide comparable data on the number
 
of village health leaders recruited and how many are "active" i.e. collect
 
data at the 10-house-cell level. 
Project staff in the data collection
 
section compile the information collected from the field E.nd feed back
 
to project staff concerned with management.
 

The third objective was "To evaluate the impact of the project on the
 
health of the villages. It has been said that "a viable health unit
 
at the ten-house level will be the measure of suf:cess of the whole project

(from project paper July 1977) and it is at this level that impact was
 
going to be measured. As far as data collection is concerned, the village

health leaders (someone selected from among a group uf .0-15 housefs) is
 
responsible for collecting information on births, deaths 4und dise:ases 
on
 
the TMA-HU-l form.The VHL is trained by the village health worker in data
 
collection and the above forms are collected during monthly meetings with
 
the village health workers and divisional health leaders. At this VHL
 
level, the information system has been riddled with problems, mainly

of non-reporting by the VHLs. From examination of HU-l returns, it
 
appears that only 10% of the VHLs are able to collect the data and report to
 
the VHW. As a result, the most important instrument in the information
 
system has been unable, in this evaluation,to provide us with enough data
 
to measure impact of the program on health of the villagers. Another
 
problem with using this impact data has been the lack of adequate

compilation of this data in a form which would be easily understood and
 
used by the Evaluation Team. By is is meant that analysis and
 
presentation of data by the staff the information system has been quite

unsatisfactory. Conseqiently, in order to measure impact the Team has
 
had to choose indicators such as the availability of latrines since project

began (See section II ). This will presumably give us a crude indication
 
of the project activities on theahavioral patterns of villagers.
 
Another source of data on impact/the Nutrition forms. The first one is an
 
examination form for all children 0-10 years of age and the second is a
 
form for borderline cases who are followd-up by the VHW. Here again, it
 
has been difficult to assess the extent to which project activities have
 
led to improved nutritional status of the children in Hanang District.
 

Apart from these data forms there are also various reports from divisional
 
health leaders and project staff when they visit the project area. These
 
reports give accounts of project progress and problems and provide the
 
project staff and DHLs with information to base their decisions on.
 

C. HAVE THE OBJECTIVES BEEN MET?
 

Comments from the previous evaluation on the Hanang monitoring and
 
evaluation system provide us with an insight into how the system has
 
developed and what have been its main problems.
 

In the February 1979 Evaluation, it was found that the system

continues to meet the needs of the project 
....and (the) extent to which
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all implementation approaches a health impact are being monitored and
 
assessed makes this effect somewhat unique, and potentially of greater

replication value" However, the evaluation concluded that although the
 
system (appeared) to be well thought out and was working reasonably well,
 
it was two sophisticated for those whom it was primarily intended to
 
serve - the villagers. This criticism touches on the question of
 
presentation and feedback of the data or information. The
 
presentation of information leaves a lot to be desired. 
The tables
 
are not easily understood (although the intention of having them is clear),
 
to the extent that one needs a member of the project staff to explain
 
what they mean. On the question of feedback, the project depends on the
 
village health worker to inform the villages of the outcome of analysis of
 
data collected from the village. This aspect of the information system

has not been successful in-so-far as letting villagers know of their
 
problems is concerned: The 1979 evaluation recommended the simplification
 
of the system in order to meet the needs of the villagers for whom it
 
was intended.
 

The second evaluation report (March 1980) made the following observation:
 
"The project information gathering system has also been refined and
 
although it seems a bit complex to an outsider, is reported to be
 
operating effectively..."
 

From this evaluation the system is still complex. It can be said that
 
the people who have benefited the most from the system have been the
 
project staff. From their point of view, the information system
 
provides them with enough data.. to "monitor project implementation".
 

There are over 30 different data forms within the system. There is lack
 
of adequate staff at Project Headquarters assigned to work with the data
 
especially the analysis and presentation of information. There have
 
been problems with staff turnover not only within the data section at
 
Project Headquarters but within the whole project. At times there have
 
been only two staff compiling data collected from the field.
 

To a certain extent, the information system has been able to reach its
 
objectives,especially objectives one and two. The third objective
 
was perhaps too ambitious in terms of time available (limit) to meet
 
the objectives. Improving herlth is a long-term process which is
 
influenced by many factors, e.g. economic, social, cultural etc.
 
It is difficult to measure levels of health in a place like Tanzania
 
where health measurement indicaters are still being explored let alone
 
expecting an information system of a project like this one to field
 
sufficient and reliable data to measure impact on health.
 

Replicability
 

Tanzania is presently preparing for the implementation of the Primary
 
Health Care (PHC) program the backbone of which is the training of
 
village health workers. Once the program is in full swing, different
 
information will have to be collected e.g. village baseline, health
 
problems affecting villages etc. similar information as is now being

collected by the Hanang Village health Project. However, it will not be
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possible to install, at district level, information systems as
 
"sophisticated" as this one. Firstly there will not be as many funds
 

available and also-staff with enough knowledge in data processing
 
and analysis. Secondly, there are also too many data forms
 
involved at this level, which, will not be possible to maintain in a
 
national program. Lastly, the information system at the central level
 
i.e. Ministry of Health is less than adequate and needs to be
 
organized in order that the districteamore meaningful.
 
(The assumption here is that the central level ought to provide
 
guidelines/guidance on how to establish an information system.)
 

See Findings F6-7, Recommendation R6-7, p. 5. 
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Additional Perspective on the Information System
 

After the conclusion of field work, the Team Leader met by chance Mr. Damian
 
Do Amsi who had designed and managed the project data system until one year
 
ago. An attempt to arrange a meeting of Mr. Do Amsi with other team members
 
also in Dar failed. Therefore, the Team Leader interviewed Mr. Do Amsi, and
 
obtained the following impressions.
 

Two opposing principles exist - centralization and decentralization - for
 
design of an information system.
 

Centralization: All information is fed up to a central point, analyzed
 
and fed back to the periphery.
 

Decentralization: All information is intercepted at decentralized
 
points, in this case the villages, compiled, analyzed in village
 
meeting, and transmitted to the central point for info and further
 
analysis. Village authorities feed back directly through VHLs to people.
 

At the early stages of this project, beginning with DAI and including

the intervention of Mr. Do Amsi, the principle of decentralization was
 
observed. On the other hand, what Roy Shaffer describes as the present

working of the system with a diagram in Section II is very much a
 
centralized system. The recommendations of Jean Rutabanzibwa in Section III
 
to simplify the system's operation might be accomplished in part by
 
returning to the principle of decentralization.
 

Mr. Do Amsi believes that the decentralized village operation of the data
 
system can work, and will work with adequate support. However, this
 
requires that supervisory personnel be provided adequate incentives and
 
skills so that their work will center on village support rather than
 
bureaucratic chores. A good village - level data system, that village
 
people can understand and operate, will help to provide supervisory people

with the information they need to do their job well. The flow of info
 
on field results will keep their interest where it should be, on how
 
villages are doing. Top project staff will have comparative data by
 
division to facilitate its overall supervision.
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IV TRAINING AND SUPERVISION
 

In order to improve the health of the rural population of Hanang District,
 
the project decided to explore a way of extending health care beyond the
 
health centers and dispensaries into the villages. This was to be done
 
by selecting and training a special c."re of Village Health Workers who
 
would themselves train another group of Village Health Leaders. At the
 
time the project started there were no accepted national criteria for
 
selection, training, assessing performance, or methods of supervising
 
the newly trained staff, and the project has had to develop its own
 
methods for each of their tasks.
 

LELECTION
 

Before selection of trainees could take place the village government and
 
villages had to be informed of the project aims. This was done after
 
discussion with district authorities by a letter to the Divisional
 
Secretaries who arranged meetings in the villages. These were
 
attended by the project staff. At these meetings the roles of the
 
future VHW's were discussed and criteria for selecting them were
 
formulated. These generally included:
 

1. One male and one female
 
.2. That be resident of the village
 
3. Good general conduct and willingness to serve
 
4. At least standard 5 or preferably 7 (primary education)
 

Each village was requested to nominate 5 of each sex. These were then
 
given(l) An intellegence test (Mill Hill)(2.)A composition to write
 
and (3) An interview by the village authorities and project staff.
 
For details on candidates nominated giving number, education, age,
 
sex, marital status and number with children for OPG 3, 4 and 5
 
and for similar details on candidates selected Annex B, Items 8
 
through 15.
 

Comment
 

In view of the difficulty of older people accevting advice from younger,
 
and married women being willing to learn from unmarried it is
 
surprising that so many under 25 years of age and unmarried were selected.
 
There are difficulties in finding older people with sufficient education,
 
especially women. Only time will tell whether using "having land,
 
a house, a spouse and children" would be more valuable criteria than an
 
educational standard.
 

The village leaders, ward secretaries and divisional secretaries
 
appeared on interview to have a good grasp of the selection process now.
 
Perhaps more time discussing the project and starting to formulate a
 
village programme before the selection is undertaken would pay off in the
 
long run even though donor agency deadlines were violeted in so doing.
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TRAINING: 

The 	aims of the training programme were to produce a village health worker
 
who 	could:­

1. 	Teach health
 
2. 	Treat minor illnesses
 
3. 	Give first aid
 
4. 	Participate in MCH
 
5. 	Supervise environmental hygiene in the village

6. 	Participate in the discussions and decisions of the Health
 

Committee in the village
 

A goal. - oriented course comprised initially of three, then four, and more
 
recently five alternating sessions of classroom and field training was
 
established. Each session lasted approximately one month and this part

of the training took from 8 to 10 months. (17 months for the pilot group).
 
This was followed by one year in the field before the trainee returned
 
for the final examination.
 

During the classroom session the students lived in self-help hostels in
 
Babati and attended classes at the project training centre.
 

During the field sessions they returned to their own villages and
 
carried out what they had learnt in class.
 

Student intake and output
 

The 	dates of the pilot and 5 subsequent intakes (labelled OPG (1-5)

of students is shown in Table 1. The number of students starting the
 
course, finishing the class sessions, returning (year later~for the final
 
certificate examination and then passing or failing is also shown. 
The
 
names or 43 VHWs receiving the final certificate, by village, ward and
 
division is given in Annex B, Item 40.
 

Content of Course
 

The course is designed to meet the training aims. The topics covered by 
brnal groups include:­

1. 	Communication
 
2. 	Project write ups
 
3. 	Survey
 
4. 	Census
 
5.a 	Environmental sanitation and hygiene
 
5.b 	Nutrition
 
6. 	Census data
 
7. 	Generative themes
 
8. 	How to teach adults
 
9. 	Diseases
 

10. First Aid
 



40
 

11. 	MoC.H.
 
12. 	Questionnaire testing
 

- See Annex B Item 41
 

Table I
 

Training of VHWs, dates, and numbers of students starting
 
and completing the courses.
 

VHW 	Student
 
Group Dates Numbers
 

starting' Finishing Compl. Start. Fini. Taking Fail Obtai
 
clases classes course classes classes Exam. Exam. Cert.
 

Pilot July.77 Nov. 78 Nov. 79 8 	 Li3
 
st intake OPG 1 	 Jan. 78 Nov. 78 Nov. 79 28 56 44 12 1 

aid intake OPG 2 Jan. 78 Nov. 78 Nov. 79 28 	 L15* 
rd intake OPG 3 	 May.79 Jan. 80 May.81 35 29 27 16 11
 

th intake OPG 4 Apr. 80 Mar. 80 (Oct.81) 37 (35) ?
 

h intake OPG 5 Nov. 80 (Sep. 81) (Oct.82) 44 (39) ?
 

TOTAL X X X 180 166 71 28 43
 

( ) 	 Dates and of figures in brackets are expected 

* 	 Including 1 who re-took environmental sanitation after return to 
v4 lage. 

NB 	 Among the 99 in the pilot and first three intakes'28% dropped out
 
before the final certificate examnnation.of 71 who took the exam 28
 
(40%) failed. Therefore the successful completion rate was 43%. (43
 
certificates for 99 starters through OPG 3)
 

The 	way in which these topics are broken down into the four main classroom
 

sessions, and the hours devoted to each is given in Annex B, Item 42.
 

Teaching methods:
 

The 	main method used during the classroom sessions is lecturing. This is
 
augmented by a number of practical exercises. During the field sessions
 
students are set a number of tasks such as doing a census or a survey.
 
They discuss this with the village secretary a/o chairman and then proceed.
 

http:examnnation.of
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They may (or may not) be visited by the Divisional Health Leader or
 
project staff during their field work.
 

Recent groups have had a two week seminar on the psycho-social method of
 
teaching during their 5th and last classroom session. This method does
 
not appear to be used in the VHWs own teaching.
 

TEACHING MATERIALS
 

There is a general shortage of relevant teaching material.
 

All students are issued with cyclost d Kiswahili lecture notes. Recently
 
these have been issued in indexed folders at the beginning of each class
 
session. All students are now given a copy of Huduma za Afya Vijijini
 
and more recently Mahali Pasipo na Daktari.
 

A small library of books that may be borrowed is available. (for list
 
see Annex B, Item 41..). Very detailed wall charts are sometimes used.
 
Little use is made of flannel graphs except in M.C.H.
 

STUDENT EVALUATION
 

At the end of the last classroom session a written examination is held in
 
6 subjects and practical tests given in 3.
 

1. Ist Aid and practical 
to2. M.C.H. 
i
3. Medicine " 

4. Environmental sanitation 
5. Diseases
 
6. Teaching methods.
 

If any student fails any subject a letter is written to the staff of the
 
nearest dispensary where he is meant to go once a week, informing them
 
that this student needs extra attention in this subject.
 

The final certificate examination - in the same subject - is given at the 
end of the review week after one year (See Annex B Item 44). A copy of the 
certificate given is shown as Annex B, Item 4A. It should be noted that 
(1) few, if any, tests (edept in M.C.H.) are conducted during or at the
 
end of each classroom review..
 

(2) No checklist of practical work undertaken, or performance rating is
 
included in the examination marks.
 

(3) Out 9f 99 students commencing the first four courses only 43 passed the
 
final examination i.e. a failure rate of 56% for the course.
 

(4) The 12 who failed in November 79 and the 16 who failed in May, 1981
 
have not yet had an opportunity to re-take the exam. (They are going to
 
have an opportunity shortly)
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COSTS
 

Training costs are inevitably difficult to isolate from other project

and government costs which average 7,303/= (nearly $1,000.) per
 
student.
 

At first no daily allowance was paid, then a 10/= allowance was started
 
and now it is increased to 12.50. 
Some trainees also receive assistance
 
in money or food from their villages.
 

Table 2 Costs of VHW training
 

Daily allowance @ 12.50 per day for approximately 135 days 1,703/=

Hostel rent - proportion per student 
 250/-

Purchase of equipment (desks, beds, etc) 150/-

Books, school materials 
 200/-

Staff salaries (3more or less fulltime 190,000/=
 

divided among 40 student per year) 
Cost per student 

5,000/­
7.303 

N.B. This does not include-
Rent as maintenance or overhead for teaching facilities, 
cost of travel or time of part-time lecturers from 
government, Dare.Hospital or other project staff. 

COMMENTS
 

A new training programme for a relatively new cadie of health workers
 
has been established and developed over 4 years.
 

This is a major achievement and due credit should be given to all
 
concerned. With the advantages of hindsight a number of criticisms
 
can be made.
 

Analysis of the student records (for the first 99) shows that there has
 
been a 56% drop-out and failure rate from intake to certification. This
 
indicates that there is a lack of adjustment/coordination between
 
objectives, teaching, student support and assessment.
 

The structure of the course - alternating classroom and field sessions
 
appears appropriate, though the supervision of field work has decreased
 
in the latest groups. This can to some extent be compensated for by

detailed instructions before field work and discussion of reports afterwards
 
- but this does not provide protection for the student for whom things go
 
wrong, which may lead to wasted time. 
 The content of the course is generally

appropriate. In the time available only a superficial judgment is possible.

It would appear that
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1. 	The expectation that VHWs, can learn to teach VHLs how to
 
teach may be unrealistic.
 

2. 	It is very difficult, within the local culture, to interest
 
male students in M.C.H. This leads to a high failure rate
 
in examination.
 

3. 	There appears to be insufficient practical training in
 
environmental sanitation. The quality of latrines constructed
 
and the failure to protect water supplies indicate insufficient
 
development of the appropriate skills.
 

4. 	There appears to be a major over - emphasis on record-keeping,
 
the uses of which are not easily apparent.
 

The teaching methods used require careful consideration to see
 
if greater participation could be achieved and more self-learning
 
developed.
 

If the psycho-social method is to be expected of students
 
it should be used with them.
 

Attempts should be made to develop more local teaching aids
 
particularly picture and flannel graphs that could be used
 
by VHWs in the villages.
 

The 	evaluation of students seems to have been based on the
 
traditional academic pattern and to be ill-suited to the
 
objectives of the training programme. A system of continued
 
assessment incorporating checklists of activities undertakenand
 
performance ratings should be developed. Methods-for.continuing
 
educaticirshould be developed.. These will'depend on inculcating 
a pattern of self-learning during basic training and on
 
providing the means - through "promotive" supervision,
 
reading and refresher courses.
 

PERFORMANCE
 

This section deals with the evaluation of field performance of qualified
 
VH% (Village Health Worker) as was conducted in the project.
 

The most useful records available for VHW field performance, is the
 
Trainee and Village rating by village work activities (see Annex B Item 23­
25),. The evaluation was based on 5 observations (indicies).
 



1. Whether attended a clinic at Zahanati (dispensary) weekly.
 
2. Sent in at least one monthly report for 1981.
 
3. Attended at least 	one implementation meeting.
 
4. Teaches Village Health Leader once a week.
 
5. Teaches once a week in primary school.
 

Every Village Health Worker could score a maximum of 5 points on that
 
rating scale. The results are given by groups and also villages and
 
wards.
 

The results.
 

GROUPS I AND II
 

WARD VHW AVERAGE SCORE 
OUT OF 5 MAX. 

BASHNET 12 2.0 

BARBAIG 27 2.25
 

MBUGWE 11 1.2
 

GOROWA 1.1
 

GROUP III
 

WARD VHW 	 AVERAGE RATING
 
OUT OF 5 MAX.
 

BASNET 12 2.6
 

BARBAIG 4 3.2
 

MBUGWE 5 2.3
 

GOROWA 8 2.6
 

GROUP IV
 

WARD VHW RATING
 

BASHNET 8 	 3.5
 

BARBAIG 6 	 3.9
 

MBUGWE 10 	 2.9
 

GOROWA 12 	 3.5
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The second source of information (qualitative) was obtained through an
 
interview of (a group of 4-7) leaders of each of the Divisions. The
 
question was; by observing performance of the VHW, are they adequately
 
trained? All four groups answered YES but three went on to recommend
 
periodic continuing education through refresher courses, seminars,
 
workshops in order to keep up their performance or upgrade their
 
proficiency.
 

No recorded information for evaluation of group V was available
 
(Evaluation by DHL is done based on their own observation and is reported
 
to the project team but no records are available)
 

Based on data available from table I, II and III for groups I - IV,
 
group IV scored 2.9 to 3.9 points on a possible maximum score of 5
 
points,making it the best group. Group III comes next with a score ranging
 
from 2.3 to 3.2. The remaining two groups scored 1.1 to 2.25 out of 5.
 
This is a poor performance, particularly when criteria for scoring are
 
considered.
 

PERFORMANCE SUMMARY/DISCUSSION/CONCLUSIONS
 

Evaluation of field performance of the Village Health Workers was not
 
conducted on a systematic basis or in an ideal manner, such as field
 
observation of workers actually doing the tasks or systematic inter­
views or questionnaires, but rather it is implied from analysis of
 
work diaries and records. Apart from being an indirect way of evaluating
 
performance the method cannot test the whole range of knowledge skills,
 
attitudes acquired through training as well as organizational integration
 
and overall effectiveness as a VHW. The result so obtained may be
 
criticized, as having low validity and reliability.
 

However the fact that performance assessment was not carried out
 
systematically does not necessary mean the field performance of
 
qualified VHWs is less than ideal. They seem to be doing a lot of
 
good work in the areas of M.C.H. attendance, Increase in the number of
 
latrines dug, disease statistics, etc (See Annex B). This is further
 
confirmed by the interview results as mentioned earlier. It is a fact
 
routine performance assessment of qualified health workers, whether
 
Doctors, Nurses, Health Officers etc. is not generally carried out in
 
most parts of the World, Tanzania included. It is only implied from
 
the results of their service or subjective evaluation (opinion) of
 
their immediate supervisors.
 

SUPERVISION
 

Supervision is focused on the Village Health Workers. Other cadres will
 
receive less emphasis as has been the case with the VULs. The Village
 
Health Workers are supervised mainly by the Divisional Health Leaders.
 
Hanang District is divided in four divisions namely, Bashnet, Barbaig,
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Mbugwe and Gorowa. There are four Divisional Health Leaders, one for
 
each division. There is a vehicle available for each division health
 
leader (DHL) so that he makes a schedule consisting of times, days and
 
specific activities where necessary, of visiting each Village Health
 
Worker (VHW). All the villages are visited at least once every 2
 
months. Initially it was at least once every 4 to 6 weeks for all the
 
Divisions. The supervisor spends one to three days in each village

with the VHIW, and during this time he observes, criticizes teaches or
 
suggests various activities. Areas for supervision in collaboration
 
with local authorities include these activities.
 

- coordination with Village government
 
- Training of Village Health Leader (VHL)
 
- Monthly return forms/report including other
 

statistics e.g. attendance'register.
 
- Performance of VHW in any tasks
 
- (Safe) water supply
 
- Lesson plan for Health Education
 
- Nutrition programme supervision
 
- Environmental sanitation,in particular refuse disposal,
 

cleanliness of surroundings, houses and latrines.
 

- Data collection
 

Information so obtained is reported back to the Village Health project
 
team in the District, and where necessary the project si:aff may choose to
 
visit any village for further supervision, directly. Apart from the
 
Divisional Health Leader others who supervise the VHW includes:
 

- The Headteacher of a Village Primary School on
 
areas concerninS teaching methodology, in so far
 
as Health Education is concerned.
 

- The Village government, through its Committee on Education,
 
Culture and Social Welfare (In all the Village governments,

there are 5 village government committees. Others are Finance
 
and Planning, Production and Marketing, Defence, Transport and
 
Works. The village government is more concerned with making
 

a schedule or timetable for health-related activities to fit in with all
 
other activities, as well as seeing that everyone including the VHW
 
performs his part. In addition to the Committee, the village government
 
as a whole is the overall Supervisor for all activities in the village.
 

An interview was conducted with leaders on September 26, 1981 from all the
 
4 divisions, one division at a time. 
Among the numerous questions asked
 
was one on supervision, "Are the VHWs adequately supervised?" The answer
 
in all four divisions was "Yes" they felt the supervision is adequate, if
 
not excellent, and that the DHL may come late, but generally he never
 
skips a date.
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There is no doubt the structure of supervision in the project is
 
excellent. However one needs to observe or read reports on supervision
 
before one can have a full understanding on the proceedings of
 
supervision, methodology, the discussion and suggestions given to the
 
VHW by the DHL, etc. In the absence of that, it is difficult to analyse
 
critically the effectiveness of supervision. However, wiuh available
 
information it seems to be excellent and working. In considering the
 
general structure of healLh services in Tanzania, the supervision of
 
health activities follow this order, The Regional Hospital staff
 
supervises the Health Centres which supervise the Dispensaries which
 
in turn supervise the health posts, to First Aid boxes for villages.
 
This structure is shown below:
 

Supervision
 

Level Type of Institution
 

National Ministry of Health
 

REGION The Regional Hospital
 

DISTRICT The District Hospital
 

DIVISION Health Centre
 

Ward Dispensary
 

Village Aid Post
 

With the present government structure the VHW will logically have to be
 
supervised by the Dispensary Staff (RMA etc). But if the project was going
 
to be started elsewhere it might be more feasible to have supervision
 
of the Village Health Worker conducted at divisional level by the Health
 
Centre Health Assistant or Health Officer making it one of his
 
assigned tasks. The dispensaries are generally poorly staffed and are
 
severely overworked/crowded. It will be difficult for the staff to
 
absorb additional responsibilities at least for the time being.
 

See Findings F8-12, Recommendations R8-12, pp 6-8.
 



V. Measurement of Technological Change
 

Development involves technological change. This project as designed
 
certainly was intended to modify a broad range of health practices ( a
 
technical package). The target population was to be exposed to the
 
new te:hnology through formal channels by trained VHWs, who would in
 
turn train VHLs, who would finally reach the entire population.
 

In order to measure change, the baseline situation would have to be
 
known, and data collected periodically to document the degree of change
 
in each practice. The quite ambitious measurement undertaking has not
 
gone far enough to draw very reliable conclusions about change of
 
practices, much less to document impacts on health status.
 

The original logframe indicates a measurement of number of VHWs, but not
 
of VHLs. It also indicates a measurement of people reached, and of
 
village participation. None of these measures would be indicative of
 
impact on health status.
 

This logic was adequate to support the project implementation, but has
 
serious weakness for evaluation purposes. The following logic was therefore
 
developed, which emphasizes the target group role, particularly at the input
 
level. (see p 50) 

The reason tor emphasizing target group inputs arose through a rational
 
process that recognized the Hanang District "Project" as a health program, 
with projects occurring at Village level. In fact the Village was expected 
to provide all of the human resources, VHLs and VHWs for example, as well
 
as whatever payment was required, supervision of these people in terms of
 
village health objectives, and the decision-making process for undertaking
 
activities in the village. The Hanang District "Program" recognized that
 
its function was to support village activities through training, technical
 
supervision, and limited logistic support.
 



?roject Logic
 

The original logical framework included in the OPG proposal presented by
 
CODEL in early 1977 was the following:
 

Narrative 


Goal To strengthen the 

capacity of the Ujamaa 

structures to improve 

living standards. 


Purpose a) To improve the 

health of a 3ignificant 

number of rural people 

in Hanang District 

and b) to test the 

feasibility of the 

proposed health
 
delivery system.
 

Outputs:
 
a) Health delivery 


b) Baseline data 

collection 

c) Instruction 

methodolgy 


d) Health workers with 

improved training 


Inputs:
 
a) CODEL 


1. Personnel 

2. Equipment 


3. Miscellaneous
 

b) GOT
 
1. Personnel
 
2. Facilities
 
3. Equipment
 

Measures of 	Achievement 


Growth of village parti-

cipation in work on 

priority needs, 


200.,000 people in 7500. 

ten - house units in 


40790 villages being 

reached through the 

program. 


a) System in use 


b) System in effective 

use. 

c) Methodology tested 

and in use. 


d)41"67 health workers
 
trained and working.
 

Project budget 


Assumptions
 

Continuity in collabo­
ration 	and coordination
 
by all 	interested
 
parties.
 

a) TanGov continues
 
support for the
 
project.
 
b) Village support
 
adequate and
 
consistent
 

a) Adequate 	number of
 

trainees available.
 
b) Data processed on
 
timely basis.
 
c) Village cooperative
 
in both health delivery
 

work and data collection.
 

Funds available on
 
timely basis and TanGov
 
inputs adequate
 

. NOE 	The above targets are both imprecise and inconsistent.
 
As indicated on pp 13 and 16 they have certainly been met:
 

1. 95 villages of 114 total in Hanang District were accepted
 
into the project. 

- 'v . 2. 	They would certain about 200,000 people out of total district 
population of 240,000. L, 

3. 	At an average of 20 ten-house visits per village, this works
 
out to 1900 units, which usually contain more than 10 houses each.
 

4. A total 	of 192 VHWs have received training.
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Revised Logical Framework
 

Objective Indicator Availability of Data 

Goal: GOT support for 
on-going impleme-

Willingness of GOT to pick up 
Hanang, integrate it into 

Will depend on 
reaction of GOT to 

ntation National Health System, and joint evaluation 
utilize project experience, process 

Purpose: Village financial support Special project 
Improved quality of VHWs (proxy indicator) reports for 1980 and 
of life 1981 (6months) 

Outputs: 
Improved health Assessment of project quality Supervissry ratings 
status in each village (proxy 

iddicator) 
Target Group Inputs: 

Changed health Types and magnitudes of HU-1 form filled in 
practices changes in health by VHLs 

practices 

Outside Inputs: Program inputs Administrative 
Incentives to records 
change practices 
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Program Inputs
 

As indicated in the Revised Logical Framework, data on program inputs can
 
be provided by administrative records. Such inputs include training of
 
VHWs, provision of First Aid Boxes, provision of MCH mobile clinical
 
services, provision of reporting forms, etc. The length of time that such
 
inputs had been available in each village was attainable from program training
 
records. Also the program has an indicator of VHW performance by village
 
on a scale of 0 to 10.
 

Target Group Inputs
 

Target group inputs represented change of practices. We were able to document
 
four such changes by using data from project records, and most important we
 
could get them as village indicators. These were the following:
 

Change in latrine prevalence:
 

Increase of more than 5% 2 points
 
From + 5% to - 5% 1 point
 
Drop of more than 5% 0 points
 

Use of First Aid Boxes:
 

First Aid Box in use 2 points
 
First Aid Box ready but not in use 1 point
 
No First Aid Box 0 point
 

Oral Rehydration Classes given:
 

All 8 planned 2 points
 
Some of the 8 1 point
 
0 0 point
 

VHW Participation in MCH Clinics (indicator of turnout):
 

Excellent to Very Good 2 points
 
Fair to Good 1 point
 
No MCH Service 0 point
 

The total points could be added, to indicate on a scale of 0 to 8 points where
 
each village stood on changing health practices.
 

Outputs: The Team Leader asked each Divisional Health Leader to rate villages
 
under his supervision according to the degred of accomplishment as good, fair
 
or poor. In interviews held with delegations of political leaders headed
 
by Divisional Party Secretaries the same question was asked. These surveys
 
provided two sets of data that were fairly close but not identical.
 

Little data other than anecdotal was available on change of health status.
 
Accordingly the supervisory level ratings were used as a general indicator of
 
health status improvement, first of all because supervisors should know what
 
is going on in each village and secondly because there was undoubtedly an
 
improvement going on somewhere. This source of data is believed to be a
 
reliable indicator not of the magnitude of change but of the location of
 
change.
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Purpose: Neither is there any data on improvement of quality of life, not
 
even anecdotal evidence. However, there has been a dramatic increase in
 
Village Government payments to VHWs over just one year from close to 
zero
 
in the first half of 1980 to an average of over Shs. 2,300 total per month
 
during the first half of 1981. The practice of villages paying VHWs has
 
been given firm support by the political leadership in one division. This
 
change has all the earmarkings of impact.
 

We may suppose that Village leadership, responsive to the target population,
 
are either perceiving a program that works or responding to a public
 
perception that it works (that it improves their lives). 
 In any case the
 
payment figures per month for VHW salaries as distinct from training
 
support are available in handouts.
 

Goal: The goal is the willingness of the GOT to pick up the program and
 
continue it. During the evaluation, the Team received strong and consistent
 
indications at all levels from the target population to the District leader­
ship that the program should be continued. CODEL appears willing to go to
 
bat for interim funding to allow time for GOT budgeting to take effect
 
July 1, 1982.
 

All of the information is positive, but we will not be sure until the
 
transition is accomplished. However, if as
the GOT does pick up the tab is
 
hoped this will be because the program has been successful in changing
 
practices, in improving health, in raising living standards, all at costs
 
within a GOT ball-park. The verdict on goal accomplishment must wait a
 
little. 
Meanwhile, in an orderly transition there is an opportunity for
 
further impact to the extent that this program serves as a guide for future
 
GOT health policy in the Region.
 

Measurement of Impact: The results indicated from the data are shown in
 
Annex C. To assemble this data the Team Leader used a 3 x 5 card for
 
each village and then entered scores for each indicator. This method of
 
data processing is like an old fashioned computer but manual in nature.
 
It is easy, quick and provides accurate results. As each item of data is
 
added, the number of possible permutations and combinations rises geometrically.
 

Team members were invited to use the "computer" to test data. One test was
 
done on village project rating vs training group (OPG). Not surprisingly
 
to the Training Staff, the prize went to OPG III. 
This little exercise
 
done in a few minutes, surely much quicker than a modern computer could
 
have done it including time for programming, entering data, etc., confirmed
 
to some extent the accuracy of the data used.
 

Several other tables are presehted for illustrative purposes, simply to
 
indicate some of many uses of the data generated.
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Time 	 VHW Health Village Rating Av. payment per mo.
 
Quality Practices per VHW
 

MAX 3.5 MAX 10 MAX 8 MAX 4 NO MAX
 
Yrs. pdiits points points
 

2.5 6.4 5.7 4 (10) 	 SH. 50
 

2.4 6.2 3.2 3 (9) 	 SH. 35
 

1.8 4.1 2.9 2 (21) 	 SH. 8
 

1.3 2.2 1.4 1 (19) 	 SH. 0
 

2.2 2.8 1.9 	 0 (17)
 

From the above figures it is apparent that the following indicators at the
 

village level 	correlated quite well, especially if villagsirated 0 are
 

left out. (Some of the latter were in fact not rated, and got a 0 by default)
 

Duration of the project
 
Quality of trainee performance
 
Changes of health practices
 
Rating of village as seen from supervisory level
 
Average payments per VHW
 

Village Rating vs OPG (Training Group)
 

Project VILLAGE RATING
 
Duration OPG Total Score No. of Villages Average Score
 

3.5 yrs (II) 58 32 	 1.8
 

2.5 yrs (III) 33 16 	 2.1
 

0.9 yrs (IV) 26 19 	 1.4 

0.7 yrs V) 11 9 	 1.2
 

The highest level of accomplishment has been made by OPG III. The Project
 
Staff considers that this is the best selected and trained group.
 

There is a tendency for a higher rating if the project has been operating
 
longer.
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Data on Trainees From OPG III, IV and V
 

Age of Trainees Candidates Selected 

15-19 69 22 

20-24 55 16 

25-29 24 6 

30+ 7 1 

Marital Status 

Single 95 25 

Married 61 20 

Education 

None 0 0 
0-4 yrs 21 2 
5-7 yrs 130 44 
7+ yrs 4 2 

According to the above, in selection, youth was an advantage, married st
 
an advantage, and education an advantage.
 

Total Payments to VHW
 

by 6 mos Period
 

Jan - June 80 Shs. 630
 

July - Dec. 80 8,440
 

Jan - June 81 14,210
 

See Finding 13, Recommendation 13, p. 9.
 



Executive Summary
 

An Effort to Answer Questions Raised in Interviews Conducted by the Team
 
Leader Prior to the Evaluation with AID/W and CODEL Decision-Makers (See
 
Annex A for List of Questions)
 

The evaluation report deals with the majority of the questions raised, but
 
not consciously so. 
This summary is prepared by the Team Leader to
 
supplement the information contained in the report and attempt to deal witl
 
all of the questions raised in some fashion. The answers 
follow the
 
groupings of questions but not necessarily the order within groupings.

Project and program are used somewhat interchangeably reflecting the fact
 
that this is a program, but called a project. 

I. Strategy 

The project strategy was ambitious, to train a VHW cadre to in turn tra 
a much larger VHL cadre to provide grass roots leadership in changing

health practices across a rural district of 
a quarter million inhabitants.
 
The strategy relied heavily on village leadership to select participants, b
 
VHWs and VHLs, pay training costs, supervise them, and pay any VHW salaries
 
The approach is both appropriate and within the realm of the economically
 
sustainable.
 

The PVO did not bring the MOH fully into its strategy in the beginning even
 
though it would have to at phase-out. CODEL was inexperienced in
 
handling its first OPG, but has supported MMM, and indicates a willingness

to see the effort through. If CODEL's role could be better played, it
 
would be in assuring that the PVO coordinates properly with the host
 
government from the beginning to achieve an orderly transition at 
terminatii
 
In other words CODEL need not know about health, but should be on top of
 
typical procedural problems, helping the action agency to plan effectively.
 

The key to avoiding similar problems is 
a good logical framework (strategy)

but addressed to program and policy. 
AID ought to have a standard
 
sectoral logframe for rural health projects that reflects AID needs for
 
accomplishment and data to back it up. 
 CODEL, on the other hand ought to
 
have a policy logframe to cover programs in the basic human needs areas.
 
A logframe for a project such as this ought to derive both from CODEL and
 
AID experience with their respective designs. 
 Such standard designs for

policy and program if steadily improved as lessons are learned will help

avoid typical implementation problems, provide better cost control, and
 
reduce the monitoring burden as predictability improves.
 

The evaluation asserts that something is working and attempts to show how
 
the program can be managed. This is addressed through an analysis of the
 
technical change process, an attempt at revised program logic, and some
 
compelling data correlations.
 

II. Local Organization
 

The strong point of the project is thetrainingaspect which is rigorous to
 
a fault. 
 Trainees appeared highly competent, and the more competent VHWs
 
were obtaining salaries negotiated with village governments. The
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supervison was complex, possible conflicts needing to be studied and ironed
 
out. 
 The decision to train both men and women VHWs worked out satisfactorily,
 
and there was even some evidence of role reversal - men getting into
 
traditional women's 
areas such as MCH, and women interested in environmental
 
sanitation.
 

The indigenous staft has grown in competence, but their continuing in
 
present roles is threatened by poor transition planning. The village is
 
collaborating in supervision and financial support especially where quality
 
of service is good. While unpaid VHWs are not feasible in the long run,

especially after their thorough training and certification, voluntary VHLs
 
are certainly feasible.
 

Men are very active on village committees, and show particular interest in
 

water supply, latrines, better stoves, etc.
 

III. Methodology
 

The technical package is both preventive and curative and is within a
 
replicable cost range. 
The project has found thatneeds for curative
 
services must be met along with health education aimed at prevention.

The data system has been impractical; its imposition by AID at the start
 
of the project unwise. The project is awash in forms and at sea as 
far as
 
effective data utilization. The data system cannot be institutionalized
 
without simplification.
 

Village Health activities were organized through training of trainers
 
(VHWs) who would achieve outreach by in turn training VHLs. It appears
 
to have worked in enough instances to sustain belief in its effectiveness
 
among the district people. Assistance is geared to self-help efforts, and
 
works because standards must be met. VHWs have failed, VHLs have failed,
 
and villages have failed. 
But as many more have succeeded.
 

Men are reported to receive more treatment than women at all health
 
facilities up to Dareda Hospital, except for MCH clinics. 
 We observed
 
massive treatment in hospital of cataracts, TB and hernia. The men's
 
ward at Dareda Hospital is seriously overcrowded, with men literally lying
 
on the floor. A new men's ward is next in priority, according to Sister
 
Margareth Garnett, Director.
 

The project has helped in defining priorities, and villages differ on
 
emphasis. 
But nothing has been done about a totally inadequate kitchen
 
with dirt floor, flies, and no counters, shelves, hooks or cupboards. To
 
ask people to boil water and wash dishes with three stones for a stove and
 
no running water, while operating in a hovel may be a bit impractical.

Attacking the kitchen problem is admittedly difficult. The kitchen is a
 
woman's place, but building and equiping it can best be handled by men. A
 
brick floor, a fuel efficient stove with a grate, vertical walls, windows,
 
screens, counters, shelves, hooks and cupboards, are all technically

feasible for local masons and carpenters, but the'e are no prototypes for
 
any of these things.
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The management burden for AID of a small project is relatively large, but
 
one has to look at results in relation to the burden. Many large projects

do not begin to penetrate into villages the way this one has nor to
 
thoroughly train people who will stay and work in villages. There is 
no
 
alternative health service available. Unless public health can be made
 
cost effective, much of the Tanzanian public will continue to do without.
 

IV. Direct Impacts
 

The project data system intended to measure morbidity and mortality, but
 
has not done so. It has proposed a massive census enumerator - type

system with VHLs filling out endless forms. One alternative approach to
 
measuring morbidity would be periodic district-wide .mple surveys, which
 
would be simpler, cheaper and more accurate. Another would be using hospital

records, particularly for longer term impact on specific disease incidences.
 

Progress toward objectives is good. The target population is sold on the
 
services, some more than others. 
 Villages appear to understand the
 
proposed practices and can discuss them. Medicine boxes are popular, but
 
are only established where there is a qualified VHW. About 12 villages

have the box, but are waiting for the VHW to qualify, so that the boxes are
 
not yet in use. 18 are in use.
 

Project benefits appear to be at least commensurate with costs; otherwise
 
villages would not be coming up with financial support. Transport costs are
 
a problem for the GOT to deal with, and could impede transfer of responsibility.
 

Some of the--data generated in the evaluation is based on assuned supervisory

knowledge of health improvements. Health problems are apparently widely

understood, but in many instances advice cannot be followed for want of
 
resources.
 

This project may have accomplished more than other projects because it did
 
not attempt to pay village level personnel. This turned out to be a
 
vacuum into which village government could step. The GOT would probably not
 
have attempted unpaid VHWs.
 

Preventive medicine is viewed as counterpart to curative services. At the
 
village level curative services are extremely limited. Therefore, in a
 
male-dominated village project atmosphere, preventive medicine looms large.

Males are more involved in building latrines and protecting water sources. 

Almost every village in Hanang had the chance to participate and about 10%
 
dropped out. A larger number displayed mediocre performance. The project
 
set high standards, and some villages could not or would not meet them.

For those that did the advantages were great. The impacts although poorly

documented, are along lines of GOT interest. 
 Curative services involving

facilities have been intensively used. The PVO brings to the project a
 
dedication, a discipline, a rapport with the target population, and a
 
practical eye on costs that are valuable attributes.
 



V. Indirect Impacts
 

Indirect impacts are difficult to measure without some hard data on direct
 
impacts. One clear indirect impact has been the sudden move of villages
 
into paying VHW salaries. This has been associated with the best village
 
projects, and would appear to indicate the existence of related impacts.
 
However, or yet ties to other sectors are not available.
 

The program is sustainable because its cost can probably be adjusted to 
GOT feasibility. Certain cost aspects are not permanent. Expatriate
 
salaries, costs of buildings, and the very heavy training costs might be
 
reduced in a later service maintenance phase. These costs have amounted
 
to 50% of project cost for the current build-up phase. If the GOT will
 
continue to rely on the village financial contribution it will maintain
 
a valuable incentive for good VHW performance while helping control its
 
own costs.
 

Phase-out over a two year period is hoped for.
 

VI. Spread Effect
 

CODEL hopes to help ease the transition to GOT pickup. Outside medical TA
 
will continue tc be available even if the project terminates, and the
 
need for it will recede. The Arusha Health component project proposal
 
was not based on the Hanang experience, apparently be-ause neither Mission
 
nor GOT were that enthusiastic. But GOT health officials and political
 
leaders appear supportive now. It is expected that the Hanang activity

will be picked up, although not replicated. Nevertheless, influence may

be felt on GOT policy. The inclusion of a strong GOT contingent on this
 
evaluation will encourage GOT utilization of project experience. Had the
 
PVO insisted on more GOT involvement in project policy from the beginning
 
the potential impact would have been much greater. Going it alone has
 
evidently little pay off.
 

The amount spent was possibly a bit high. The project stuck to its objectives.

Not all were met, but a convincing try was made. The monomic environment of
 
Tanzania is a factor affecting implementation of this type of project, but is
 
nbt decisive. The transportation cost is a major concern of the GOT affecting
 
its attitude toward such things as remote supervision and mobile service
 
since these tend to be more transport-dependent.
 



ANNEX A-i
 

QUESTIONS RAISED IN AID/W INTERVIEWS WITH TEAM LEADER
 

Strategy(Roles and Functions)
 

Role of PVO:is it designed to do things for people or
 

involve them?
 

How much should CODEL be involved?
 

How does CODEL relate to member organizations regarding
 

project development and support?
 

Should CODEL function as technical resourse organization?
 

Is the approach appropriate? Is it economically substainable?
 

How can costs be minimized in the design phase?
 

How is the coordination between CODEL and MOH?
 

Is MMM working itself out of a job?
 

Is AID's policy consistent with respect to PVOs?
 

How can monitoring burden be reduced?
 

Is the functional separation of preventive and curative
 

programs as in Hanang efficient?
 

What will work?
 

What can be managed?
 

How can problems on earlier projects be avoided in
 

future projects?
 

Is the contractor moving to turn responsibility over?
 



Local Organization
 

Capacity of indigenous staff to manage independently?
 

Were counterparts trained to be self-sufficient?
 

Are illiterate VHWs as effective as literate workers?
 

How effective is system of supervision?
 

Was man-woman role effective in obtaining involvement
 

of both?
 

Can women be brought into men's role areas?
 

Is there anything organizational that men do?
 

What is role of VHW's?
 

Was voluntary effort feasible (UJAMAA)?
 

Can community collaborate to finance/support?
 



Methodology
 

How to deliver low cost preventive health care package to
 

rural people.
 

Can data system be used or replicated?
 

Is DAI system feasible?
 

What was method used to organize health activities in villages?
 

What support by project? Why has it worked?
 

Is assistance targeted to realistic priorities?
 

How are men affected? Hypertension, kidney disease,
 

venereal disease? 
 Does project treat men equitably or
 

are men systematically excluded? What do men die of,
 

and does anyone care?
 

Are men involved in water and sanitation projects?
 

Has the project helped in defining needs and priorities?
 

What is the management burden of such a project?
 

Can efforts to collect baseline data be documented? Methods
 

used; how ihstitutionalized?
 

What is role of people themselves in defining needs and
 

priorities?
 

Was DAI methodology appropriate?
 

Was technology appropriate? 
Why or Why not used?
 

What relation to commercial system?
 



Direct Impacts
 

Do we measuimorbidity? Is data base reliable?
 

Progress toward meeting objectives?
 

Is there evidence the target group is availing itself of
 

the services?
 

Is advice understood and is it feasible?
 

How is medicine box maintained?
 

Can VHW provide relevant information and-medicines?
 

How do benefits relate to costs?
 

Are personnel and transport costs under control?
 

Has health improved? Beneficiaries should know?
 

Can better understanding of health problems be documented?
 

Are death rates cut?
 

Why has the project accomplished things as compared to
 

other projects?
 

Has preventive medicine been successful? How has usual
 

emphasis on curative medicine been avoided?
 

Why did some villages not participate ?
 

What impact can a PVO have?
 

How do impacts fit into total health picture?
 

What use made of facilities?
 



Indirect Impacts
 

Can increased productivity be linked to health improvement,
 

at least conceptually?
 

Any difference in water usage in comparison to non-partici­

pating villages?
 

Does the health activity contribute to efficiency in
 

other sectors?
 

Are future health burdens reduced?
 

Is program sustaniable and how?
 

What are real costs vs permanent results?
 

When should phase-out occur?
 

What have we learned about costs, community participation,
 

self-finance?
 

Does good health lead to some productive result?
 



Spread Effect (Replication)
 

Will the activity be picked up by MOH when CODEL leaves?
 

Has the dependence on outside TA been reduced?
 

Is Arusha Health component based on Hanang experience?
 

If not, why not?
 

Have health officials been convinced?
 

Have films been taken and shown? Has a brochure been prepared?
 

Can it be replicated? or institutionalized via MOH?
 

Is this a replicable model?
 

Will a successful PVO model influence TANGOV?
 

What is govt planning to do at phase out?
 

Are ±solated projects worth effort?
 

What happens when they terminate?
 

What was required to make project sustainable?
 

Should wev-have spent less; placed more reliance on
 

local capacity?
 

Is a growth environment in the country essential?
 

Did the project do what it said it was going to do?
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This Project is fully exer.aily futded. Sooner or later 
the projec' will be handed over to the Government of Tanzania.

The District i' the prizxnvr beanaiciary; and it is the one
 
which will be :esponsible to 
rua sace of the activities of 
the project. Resources in terms of manpower and funds are
 
required to run these activities. 
The question is how do we

intezrate the activities of the project with other current
 
activities in the district.
 

PAUL 

1. Question of what level of resources . financial, manpower

and coUmodity '-
 ll be needed to naintain the VH,7m that 
have already been trained. A copar" should be made 
between these levels that were necessary for the "project"

and what levels will be necessary for maintenance.
 
Pollowng this conparison some attempt needs to be made
 
to asses whether the level identified for maintenance is
 
feasible to be provided by the Government. 

-
How much field work is necessary to maintain
 

supervrson and support?
 

- What level of ta-nsport is now necessary to support?
 
- What will the DHLf' 
 do following the termination of
 
proJect, then who will supervise the VH7s.
 

- 711 the Govezrjent either pick these people up 
or supply others to fulfill their function3. 

J13AIRTA~PAflZIrj - zrs -SRYOF zM'- H. L ITNraUInI' 
I* Iuformation System: (1) What objectives were - Vlihat information 

wus going to be collected - howe. this
 
was collected stored . ? System of
 
retrieval
 

(2)How is the infortation used (and to 
whon is this, sent = who uses it) -

This would of course include how it is
 
analysed.
 

-2­



2. 	 VH - to what extent are these =.7 involved in :F i.e. 

(a) 	 S-v-.g services (watt '.nds of =H service) 

(b) ca.able of 	daLi-g satisfactorily with problems 

thnt present themselves - what is their 

reLationship with 1i clinic(s) staff? 

3. 	 The VM,7's - how do they perceive their role as health
 

workers.
 

-	 ,Whnt problems are they faoing now and what 

1 oblens do they think could be solved in the 

near future (and how i.e. suggest solutions) 

This would entail taldng to the VIl's - ar 

listening to what they have to say (Preferably 
at the 26th September Ueeting in 2ndnsok) 

4. 	 Village Ieadere - Their role in the inplementation of this
 
progr.-e - their views on healtn, their
 

views on the VUM. 
- 7here the proonmre bas failed - what 

are the possible reason. 

ROY 

I.Observe teaching sessions 

(a) 	VHW7of 	VUL and 

(b) 	 VfL~of villogers 

2. 	 Practical, measured -.hanes which can be attributed to 
influence of progame. ( I have a list of 10 possible 

itenm to select from) 

3. 	 Obserr a few home vriats (if such is part of a VELt s work) 

4. 	 Informal oonversations with villcgers eliciti,3 their concepts 

of and opinio-z of VHLs. 

5. 	 Inforal conversations eliciting I:nowledge and attitudes to 
the life charee (behaviour) the progra:me is trying to
 
bring about.
 

--. 
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DR. NI..=Yl (SLOT) - : o- P
 

To 	what extent hbs/have the objectives for the 

project been realized.
 

The nin objeotive; "To raise the Health status of the 

people in :ianangg District" 

a. 	 1140 there any baseline survey for diagnosis of 
health status of Hanang, before implementation 

b. 	 What were the lndices for judgenent/nOAUrenMent 

(inoidence, prevolence, vital statistiosv 

morbidity, mortality)
 

Sylabuas/curriculum for the training of VH1
 

Strategies for nobilizing and motivating the coamunity 

towards aohieving the goals. 

Financial implications 

Input 	 Process 

Money Feuri-lu Output 
.
People -~Institution:,
 .- , VHr7 

Poor Health Villagety Good 
Coa~unit Healt 

1 "Has the Government and Party fully participated from 

the begining of the proje&? 

,2. 	 Did the projeot Designer, see the need to incoperat.
 

the Goverment and the Part-y in designing and implementing
 

this project? How......
 

3. 	 What were the obJe-tives'of the project 

4. 	 Wan the cearioulun based .o the District Health 

priorities and Health proble=. 

5. 	 Was there any base lin*-surTVe.whjch wns carried out 

at least to know the hoalthproble=s of the 'district. 

6. 	 How many villages in the district have health facilities 
and which do not have? 

-4­
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76 Did you only teach 7V7 for those villages without health 
faoilities? ;nd if Yes why? 

86 What wms the aohievement (How zniy VhP trained) 
9. Could have this project been aoieved by using the 

existing Health Systeu? 

10. 	How is the continuinj :ducation for the VE, going to be 

net? 

SR. I L ULETROG-I.S 

AfM. OP I R=ST/CO.,:EC=rS 

1. 	What ehape does the project t~e as of IUovember, 30th 
and the financial i'plcation of the new shape? 

2. 	What is the capability/willingness at the Government 
to assume responsibility for ooatinuation of service? 

3. 	 7hat are the do's and doat's learned from the experience 
of this project that oan be shard with others?
 

4. 	 Will this project be fully and trully integrated into the 
Governnent forthcnL primay health schene or will thus 
run parallel with a certain camnt of rivnlz7 with the 
project eventually wit! ernizG to be replaced by the
 

Goverxrment's servico? 

Pos sble Act ivitie n 

b i n 7 o 

Wed. 8.00 Leeting wih Area Cozissioner 
"i " Project Staff 

"I " 3alnuation To= 

Thure. 
go 	on one of the vill e visits
 

Fri Visit Babati Health Centre, District Health Hqra - interview staff 
Rat isit one Division with Divional Health Leader 
Sun 
 a.n. five - 3.00 Evaluation teo neeting 

Son 8.00 - 12.00 Neeting with District Staff
 
1.uowld be poartioularily interested in looking in tore detail at azW 

at the following napocts of the project 

is Selection and Training of staff 
2. Inteo ton of 'project' with 'district service' 
3. Envizonental Health project output in the villaaos
 

Any other activities you suggest
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ANNEX B
 

HANANG VILLAGE HEALTH PROJECT
 

40) 
ORODHA YA WAHUDUMU WA AFYA WALIOPATA VYETI KAMILI
 

41) Provisional Training Syllabus
 

42) MASOMO YANAYOFUNDISHWA MUHULA WA KWANZA MAJUMA SITA 

43) Library Books 

44a) HUDUMA YA KWANZA KRA OPG I & II (FIRST AID) 

44h) MTIHANI - M.C,H. - OPG I & II (MCH) 

44ct MTIHANI WA MADAWA OPG V (MEDECINES) 

44,1 Usafi wa Mazingira (Muda saa 1 ) (ENVIRONMENTAL SANITATION) 

44e MAGONJWA - JARIBIO (DISEASES) 

44f MTIHANI WA MWISHO WA MUHULA WA IV OPG IV 
(TEACHING METHODS)
 

45) HATI YA UTHIBITISHO
 



ANNEX C
 

TILLAGE DATA 

(Taken from Project Handouts and Supervisory Ratings) 
VHW HEALTH PRACTICES SUPERVISORY RATINGS 

Division/Village OPG SCORE B C L 0 TOTAL P T TOTAL 

Barbaig Division 

BARJAMOD II 2 2 1 1 0 4 2 1 3 
BASSODESH IV 1 0 0 1 0 1 0 1 1 
BASSOTU II 0 0 0 1 0 1 0 0 0 
ENDAGAW II 6 2 2 2 0 6 2 2 4 
ENDASWOLD 11 10 2 0 2 2 6 2 2 4 
GEHANDU IV 0 0 0 1 0 1 0 0 0 
GETAGHUL II 6 2 0 0 2 4 2 1 3 
GIDAHABABEIG IV 8 1 0 0 2 3 1 0 1 
HIDET II 5 0 0 1 0 1 1 0 1 
HIRBADAW II 1 0 0 0 0 0 1 1 2 
ISHPUNGA V 0 0 0 1 0 1 0 1 1 
MARA IV 7 0 0 0 2 2 0 2 2 
MASAKTA II 7 2 2 1 2 7 2 2 4 
MASQARADA V 0 0 0 1 0 1 0 2 2 
MATANGARIMO V 0 0 0 1 0 1 0 1 1 
MEASKRAN IV 8 1 0 1 2 4 0 2 2 
MOGITU II 1 0 0 1 0 1 1 0 1 
WARETA III 6 1 0 2 2 5 1 i 2 

Bashnet Division 

ARRI II 4 2 1 0 2 5 1 1 2 
BERMI V 0 0 0 1 0 1 1 0 1 
DAREDA II 5 2 1 2 0 5 1 2 3 
DOHOMU 111 10 2 2 2 2 8 2 2 4 
GUSE II 8 2 0 2 2 6 2 2 4 
ENDAMANAGH IV 10 1 0 1 1 3 1 1 2 
GAJAL V 0 0 0 1 0 1 1 0 1 
LUXMANDA II 0 1 1 1 0 3 1 0 1 
MADUNGA II 2 0 0 1 2 3 0 0 0 
MANAGHA IV 6 1 0 2 2 5 1 1 2 
MANDI III 2 0 0 2 0 2 1 0 1 
MANGANJWA V 0 0 0 1 0 1 2 0 2 
NAR III 7 2 0 1 2 5 1 1 2 
QAMEYU IV 7 0 0 1 1 2 1 1 2 
SABILO II 5 1 1 1 0 3 2 1 3 
SECHEDA III 6 0 0 0 2 2 1 0 1 
SHARMO III 4 2 0 2 2 6 2 2 4 
UTWARI II 8 0 0 1 2 3 2 1 3 



ANNEX C-2
 

VHW HEALTH PRACTICES SUPERVISORY RATINC
 
Division/Village OPG SCORE B C L 0 TOTAL P T TOTAL 

Gorowa Division 

AYASANDA A. III 6 0 0 2 2 4 1 1 2 
AYASANDA H. II 4 0 0 2 2 4 1 2 3 
BOAY II 0 1 1 1 0 3 2 0 2 
BONGA II 4 1 0 1 0 2 0 1 1 
CHEMCHEM IV 6 0 0 1 1 2 0 1 1 
DAGHAILOI IV 4 0 0 1 0 1 0 1 1 
DURU IV 10 0 0 0 1 1 1 2 3 
ENDABEG II 2 2 2 1 1 6 2 2 4 
ENDAGWE V 0 0 0 1 0 1 1 0 1 
ENDANACHAN IV 9 0 0 1 2 3 0 2 2 
ERRI IV 4 0 0 0 0 0 0 0 0 
GEDEMAR II 1 0 0 1 1 2 1 1 2 
GIDAS II 7 0 0 1 0 1 1 1 2 
GWEDABOSHKA III 9 1 0 1 2 4 1 2 3 
HALLA IV 2 0 0 1 0 1 0 1 1 
HOSHAN IV 10 0 0 1 2 3 2 2 4 
IMBILILI II 4 2 0 1 2 5 2 2 4 
KIRUNDOGO IV 5 0 0 1 0 1 0 0 0 
MAISAKA II 0 0 0 1 0 1 0 0 0 
MAJENGO II 2 0 0 1 0 1 1 0 1 
MANAGHA II 1 0 0 1 0 1 0 0 0 
MWIKANTSI II 2 1 1 1 1 4 1 1 2 
NAKWA V 0 0 0 1 0 1 1 0 1 
NANGARA II 0 0 0 1 0 1 0 0 0 
SIGINO V 0 0 0 1 0 1 1 0 1 
TSAMYASI III 3 0 0 1 1 2 1 1 2 

Mbugwe Division 

GICHAMED II 3 2 0 1 2 5 0 0 0 
KISANGAJI IV 6 0 0 1 0 1 Ix - 2 
MAGARA II 0 0 0 1 1 2 Ix - 2 
MAPEA III 10 0 0 2 0 2 0 - 0 
MASWARE III 5 2 0 1 2 5 0 - 0 
MATUFA II 3 2 1 0 1 4 0 - 0 
MAWEMAIRO II 0 1 0 1 0 2 0 - 0 
MINJINGU II 0 0 0 1 0 1 0 - 0 
MOYA MAYOKA III 2 2 0 1 2 5 LX - 2 
MWADA II 3 2 0 .1 1 4 2X - 4 
SANGAIWE II 2 0 0 1 2 3 Ix - 2 
SARAME IV 6 0 0 2 0 2 0 - 0 
VILIMA VITATU IV 8 0 0 1 1 2 0 - 0 

X - As no technical supervisory measurements were received, the political
supervisory measurement was doubled. 
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LIST 0" PROC_2' 

NADM- DESI.TA01T 

Drs. S iJ. IE shi District Medical Officer ++ 

2 Dr. Jeane Lynch 'irector
 

3 Brother Joe Rose 
 BuIness IManag
 
Nd. e- P. M-sunga 
 Liaison Offioex/DEL BasnIme 

5 Mwl. Y. J. Iasasi Training Supervisor +
 

A Rd& A.A.i. Killinga 
 ,District Heolth Offioe + 
74 Sista Ilkian Teresa M C H Supervisor
 

, * Nd. l.a'oel ,jkonaay 
 Health 0'ffiocx/Field Officer + 
9 *d.o Stphei mra Distriot TB and Leprosy 

Co ordinntor /R.I.I.A. +
 
10 4V. M. Tairo 
 Divisional Health Leader/Barbaig 

11, X40. C. Icben" DHi/Gorol.;a.
 

12, *N L. Ako 
 Health 0fficer/DHL Mbugwe + 
13. Agnes Mshana Nurse/1idwife + 

14. Df. Natle DriverAiooimnio 
1. * " Juliana Umbe Data Clork
 

16 xd~ F.P. MponZi
 

Swahili preferred for inteview
 

++ Gov't. Officials associated with the Projeot
 

+ Seoonded from the Government. 

7191. 



2.-i 
HIUMING 	 V-ILI IGD -=-ITH M=OJMCT
 

SOME PE7 VILLIGES LIXELY 
 TO BE OP INTSEST TO VI2IT DURIG EVALUATION: 

VAGE-SON
 
itLaaakta 
 (a) Health Educatin:­

- EVT 	 teach Vba every Saturday - 3 pm 
- 7?a some of ;'hor are Adult EducationTeachers teach adult education classes
 

every 	 'Jednesday - 2 pm.
- Success of rehydration lesson to school
 

children. 

(b) 	 Vilg Pato~ton: 
- Villag ves a s tpe of She. 200/.

to VH7 Zthe female YEW has moved outof the village after marriage) Village
chose 	another candidate +is supporting her- Village has bought uniform for VH. 

- V17 is always present during Clinic. 
- The Secretary to Education Cultural and
Social 	Services Committee is always present 

at the Clinic. 
- VH make advance preparation and arealways 	 present in turn at the Clinic 	to 

assist.
 

(co) 	 dicine 3B 

2. 	 Endaswold bdicine Box and Success of Rehdration Lesson 
to school children 

3. 	 Endagaw Villaje Pv.rticipation inClinic 

- Both Vi-7s attend clinic 
- VHIA mhce advance preparation and assist 

during clinic. - Secretary to Education, Cultural and 
Social 	Services Committee always attends
and assists in zegistering mothers and 
children 

4o 	 Gune (i) Villae ?articipation: 

- Villnce C;haa is always aware of most 
health activities conducted- Villa jo :.:.ve 	 by VEWsa uonthly stipend of She. 90/.
to each IH. 

(ii) Health 2ducation. 
- 'HMUs give health education to school children

ar3 adult education classes weekly
(iii) 	 MedicineJ,
 

(i) eillace Participation 

- V 	 e attend at every clinic. 
- VHe make advance preparation for the 

clinic 	and attend on clinio day to assist.
- Village g ive a periodical stipind to every 
'737, 

........../2..
 



VII~GE 

6. Utwari 


7. 

8. Imblili 

17/9/1981. 

*e.. 2 **.......
 

Health Education:
 
- VI8 give health education to mothers fr n 

time to time on clinic days at the local
 
dispensary.
 

- Female VIN With local LEH Aids follow up
borderline c>.ldren from time to tine.
 

VH7a followchildren once a month to see to !up
 
their health
 

(i) adicine Box 

(ii)Health education
 

- VU-7s teach VI-Js 
- VHLS teacL ..dlt Education Classes once 

a week 

V.HoahsHealthEducation 
VH-rls teach VPI~s every Saturday starting at 2 p. 
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LIST A IPfOPLE 	 7HO aJVr ,'SSCC2T T1MELVEZ T*_IS TI2. ---ROJ-DrT 

N= 
J-"' 	

or 4 IGNO , . no.CE
-ROJIT-nr.. 

.Sr.Conne Tancgwu G. Ia M ad tress nducted Co ncationsKraut1kener Secondarn "orkshop OG I & II 
Sahool 

2@ Sr Peg Donow ..2.0 ~SP~glo~y	 Oeo~- onducted Camunications 
..orks shop OG III 

Icoun of 
Sz-~Anita ffagqvern j
 

4. Dareda Hospital Direda Hospital Z11 Doctor -an . Teaching VHM3, Ionsul.. 

cnd mobile 
staff e.g MLI 
Nurse/8dueja

Sisters Ginik a clintes. 

Tutirs.of usn 
School 

5. Dr Mornret Ga=in. Dareda Hospit-" '"!4cal OfflsOtt al to . 21ediczl consultations. 

6. mmu.au u Dare da H ospt al~ Matron - f o P~ a tfxotivities when need arisas-e.eg. in teaching, Nutriticn 
survey and Nutrition
Demonstration, Providing 
MCH Clinioal Experienoe for 

7. abati Health Babati Medical staff and 
£emaSe trInes. 

Centre Sts.ff Nurse/Midwives Tez, hing "'Way consultations 
amiWd..obile nl!L-,Jcs.t.' 

8-.W T0B*oaPhiAG 
iga 	

Babati Health District of Hana- Teoachingj 7u, con lt1Atio-an'g EH ce-ordin. Ire mobile clinics eta 
0 hI Sa-=: XC2T aordinav­

9. Md. Mgodo Babati Health Nedical "esistant Teaching VHT!aCetr'o 

10. Mr Mary 	 mrayo K'.tesh 

I 
UtJa d o-ope. Teaching '1M7c nutritiI5 
rative Devlope- and its proul'., ;o 
n.orker 

110 Nd .Athana. Malley Bandazsk -hnAl Medical 	Aid Iurzition Survey 

12. Nd. Moses Katosh 	 "g. Digislor.l 0eneril diecotion and superr.
Par eotaxy slon If P'reeot aotivltieS 

hie division. 

http:Tutirs.of


3 ~32 

1~~~~~~~ .7 1~~EO~~.. .......
 ~ l 

Pty:eore.~ village leaderu inyolved 
GngezaJ direction and:.91pe~­

rviaion of Project oictiait. 

Madioal stsff/Nurs sgmldw±. 
 Mobile Clinic. Prao 
Nd. ile, ves.Teaching I,7 -Consultatio~ 

06nducAtas sninazs.to­

r ~4 
dinator. ~ , i'n Project (30o v*.ie,,

15. Pastor Joseph seni Babat± Pastor - SDA - Teaching health a!Church to Me7a 
icSii. General directio= ' : u 

3 
Pa cySore_. rViaion, of Projectac~.'..(ta~ - ­ ies in his division17 Nd Kimnno Babati Divisional 
 Ge


-ducaiona . eeral suevisi-on ­~duot~o.- hing, health education to 
Co-ordinator. Adult EuainCas, 

18 Yd. Tohn Ifon Bonga u Mdcl %rtOIS 

Mursledio 

Md. 0M Ao 
pangajiTewab; 
 Iftzition Survq7 

N1Id.zs. Tlwmy Babat± C rvrC~m DrverIy4-TV623 n'i'aad ivifOJPI~a_ :tio&anoIf Lpojeot and o-on 

Poar B!L Running Nutrition 5 uvc--7-

Vii 0 6  Nnan.. Teaching VWSehow to t*.aoh 
GEM3i Agod childrenofSchool umbe 

- o and eO OfeioolBate(U leelshavharethm"VOI th soat:wit 11rzjectinsmmy 

J00tactiit~o
Seretaieshaveassitedin smeay to get 

H~~aroviding tndeaching 

herthiv)thflis -i ffrO'grln sedtmasisted VHW. while.A~atin tothei sc ochildren.' 

diapnuareslSomeOf
hem ave hsYam dingPrnctical work in theLz 

rAoe uen Itiyitggfl 
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HAMANG VILLAGE HEALTH P.OJ1EET
 
HlU-ANIG DISTRICT 
 VILAGES AND THEIr ST.jXgIN THE PROJ' T 

DIVISION o NOT.. INo:G IV v~ NLUDD YETLO 1 Ia I PGIZDZ~SZH, oo f &fLji Iu 'OGY - OPG J - .. H . V . H. PiOGR HEB a s d s a a V--ETI
Wa aeti ±a ga 

otu*Bassodesh


BasRotu* a + +GetanawaslEndaswold 
 tara 
 Gawidu* e Danglaida
BARBAIG Murumba +Hiruadaw %m 
ojitu * b easlcr*L Mulbadaw Jordomu DawariBalangidalalu +
Gidahababeig 
 Ishponga
arja od Nangwa + Endasak +Gehandu* d 
 Masqaroda Diniin+ Sirop + 

Matanrarizo Nyasanet 
Hidet a c 

Katesh +
Nasahul 

..
G-t:hul Simbay * f Gitting + MwangaGendnbi + 

Lwc;and
BASHNE2 S-... Saohedn+
lLdunja Endarmanagh Ml--aujwaNar Ufana +
QwmeyuSzbilo BeniUtwari + B-ghnet +ILana-ha Gajal
Dar'da Seloto AV 

Landi
Lrri 
Dohozu

I Cuoc Sharwo 

+ = Thu-e Vill hve Government or Hission Dispeunaries 
= Designated District Hospital (Dareda) is in Seloto Village.
= Theue Villcus have 
not been followed for various reasons;­(a) EaS otu 
 I- Ti .lue did not attend all class asessoLu. Vill.z ;e participation was very poor fon(b) 1 Pei.:le VIA7 the bogiruting.has moved out of the villagu aLid t,-, Li.le V1W occassionally(c) flidet leaves the village.The V1f.:;aru not participating in health worn aad villaac has not given thou any help.(d) Gehaidu Trainc.,e were uiable to complete olss seuioils. No support from village(e) Gnwidu Fem-.lv trainee died and the male trainu3 did not return for the caas sessions(f) Siubay Trainees were unable to complete classes; villnge participation nnnp_
 



DIVISION PILOT & OPG I & II OPG III OPG 
IV OPG 
 V DT INCLUDED YET IN ll.V.H. 
ATIJPA _______ Noyanayoka 
 Sareie PROGRAM PvIiaGugu + 

Magar * g Mapea 
 Kisangaji
Mawemairo 
 Mnasware 
 Vil :iaVitatu
 
NBUGIVE Gichnned
 

uwada +
 
Sangaiwe +
 
11injinju + h
 

Bonga * i + Ayasanda 0 Duru 
 Ayamango Riroda +
Endabog 
 .. Csamynsi Hoshann - -. Gederi- j Orng 'adidn Gallapo +Gijedaboshka 
 "Endan.chan QnshGOROIA JUajengo k Kionaozi +
DaGi :ailoi EubuIbilili Sin,o

Kiru NdoGc Gidabcghar
Erri 1lcmire +
Kiru Dick 
 Endakino +hia.!ha Li ChenchouILaisakat an J fllnngi
Halle Babati ;rjini +SiGinoGidas + Kiru Six + 

Endagile
Bony 

Endagwe11Iik.toj 
Nakwa 

.....
 _ _Himiti
 

= These= These villales h:-ve Government or Missionvillagcu have -ot Dispensariesbeen followed for various reasons 
 0 = Ayasanda is counted as two villages in the Project - Ayasanda/Ayasandna) r Female '11INIhas been married outside the village - !n.le V1" so dng .health work(i) Mnjingu One V1J is"1ow Party Secretory of the village - Thu second TW got no financial support from the village andhas left to be employed outside the village.
 
)
.!__ 
 Village does not give any finmncial support to the V.WS - hence (?) the male VH.7 applied for IMA
A '.? course and has
"fH, been selectcd, the female/is not doing any health work.
j Zedemar Male VMI 
 ha--s left the village and the female W- hJ3 been ill.k) lajco Both VIDS show no interest inNangara health workNo villae back up for the trainees hence VHYIS have lost interest in their work;
Managhat the male VHT is employed in Babati
No villane back up for the trainees hence VHWS have lost interest in their work
n Maisaka Neither VWIS came for Refresher course;
- The male VirIY
was assigned a now job with villnac. 
The female VHW has been married and the husband refusesto allow her to do Project activities. 

2/9/1 981 



HIAUNG VILLAGE HflEUTH PROJ T 

DfAT WRITE UP Oil: 21T HAS B=E DO!,, 20 IIITGP,'.TE THIS 

PROJECT IN GOVEI T ACTIVIT:ES: 

Rhen Hanang Health Project was started in 1977 lie gereral understanding
between CODEL and Tanzania Goverment was that all activities which would be 
started and run by the Project would be integrated into the Medical Services 
sad unz by the District MIedical Officer as he does for other medical 
aotivities. For thIs reason, sieo the inception of the Project varioum 
steps wre being taken to involve the Governent. starting at village 
level to District l~vel, in running various Project activities.
 

Village Level:
 

(i) Village Council (being the village Government) had given 
approval for the Project to be started in the village. 

(ii) Only villagers who were accepted by the village 
Government could be taken for posts of village Health 

Worker and village Health Leader 
(iii) Village Health 7orkers (Vlf7s) are members of the 

Educational, Cultural and Social Services Committees 
in their villages hence they are members of the village 
Council. In on village (.ari) the VHW is Chairman of 
the Educational, Cultural oaid Social Services Coamittee 

(iv) "Wfs inform village leaders of all activilies which 
they have been assijned by the Project to do while 
they arr in the village. 

(v) Villagc 7ducational, Cultural and CJocial --ervicas 
Committees have been asked to decide which lessons on 
health should be given to rinary School children and 
to adult Education Ol...o. 

(vi) Some Villages give monthly stipends to VHWe; other 

give stipends periodically 

(vii) Some villages have bought or built medicine boxes and 
provided a room for '7W to attend their patients. 

(viii) Some villages have shown interest by requesting MCH 
Clinics - where their requests nave been accepted, they 
have provided a bt4ldine whore the LEH Clinics could be 
run; in most villages Phich receive the services of a 
mobi4 lc' Clinlo, VHLe nake advnnce preparations for the 
day of the clinic and purticipate fully. 

21. 

http:IIITGP,'.TE


,ad/Divsion Love 1 
"attend 
 (i) 
Division Health Officors/Zs Divisional Implementation 

meetings; in two Divisions they 
are " Secretaries
 
to this meeting. They also supervise VH~7s in their 
various assignents e.g. en7iromonttal sanitation. 

(ii) Divisioral P a-rty secretaries have instr'ucted government 
officers in their divisions to be involved in Project 
activities by making sure that VM.s are carrying out 
their duties. On some occasions they have opened and 
attended VMWe divisional inplementation meetings 

(iii) Divisional Education Co-ordinators have involved 
themselves by instructinj their ward counterparts andPrimary School teachers to help VHTs to conduct health 
education in adult Education classes and Primary Schools 

(iv) Governent, Party and other leaders, U.ainly of the 
education departmont., have involved themselves in 
running seminars about Project activities e.g. in 
Tshnet Division, the DivicionalTAord Education 
Co-ordinators, Ruaml Zedicacl Aids, U7ard Secretaries, 
Headteachers of Prizary 3khool and Divisional Health 
Officer participated fully in running seminars on 
village responsibilities Li the Project. 

District Level:
 

i) The Area Comissioner has shown special attention to 
thin Project e.g. in his letter Ref. No. CCWBBT/A.1/Z/96 
dated 7/12/79 he directed that VEH should participate in
implementation meetings at village, ward and divisional 
level. On sme occasions ho listened to the 'VHs 
problems and offered useful suggestions - e.g. at one 
time he encouraged VHVn to be patient in their work 
and show that their work is useful to the prople; 
then he would se to it that villages do something 

for their service.
 
(ii) Area Conmlseioner, District ParwlhSarma, District 

P..rty Executive Secrotar/ -zod District Development 
Director have individually on different occasions 
opened or olcased '417s class sessions.
 

(iii) District LIdical Officer and District Health Officer 
attend and participate in -reject meetings -
Steering co=LtU* and Imglanmtation C A 2*ttLwp
sometimes acting as c.Lainmn of these ionmittees. 

...... 
/3e..o
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(iv) 

(v) 

(Vi) 


(vii) 

(viii) 


(ix) 

25/8/81, 

District Mledioal Officer provides medicines to
 
villages which have 
vedicine boxes
 
District Developent Director has 
 approved seoondment 
of three governent staff (one teacher, a nurse
 
midwife 
and a health Officer in charge of a division) 
to work full time with the Project.

nIXO provides stff to assist in 
 Nutrition surveys,
 
teaching clases and running mobile 
clinics initiated 

by the Project.
 
District Health Officer is chaix='.a of Projoct
 
monthly Planning comittee meetings.
 

District Education Officer allowed the Project to
 
conduct seminars for Divisional and "lard Education
 
Co-ordinators 
 and head teachers of 3rimary Schools
 
so that they 
could involve themselves in directing
 

and supervisi-
 VE-rs teachling of health in Primary
 
School and Adult 
 -ducation classes. He has also
 
issued a supply of 
boc;i for the use of VM s in the 

villages. 

Different District Functional U.naers and Officers 
of other cate.ories (e.G. District Agricultural 
officer, District Ujamaa and Co operative Development 
Officer etc) have Given lectures on various subjects 
to VMUs. On soce occaions the DDD has provided the 
services of typists and drivers to the Project. 



HAMAI VILGE ALTH ROJECT 
BASIC Z=qSTU s. OC f PlOj3XfT I WOlL' C S"3TIM, 

OB3"TIV OI E: To gain an orerview 
problemer of village health conditions and 
to assist in 

The principal need for this inforntion isplarzAmg activitiese.g. to telp Villagr. Tranees 
on the village level,incaxxy 	 their efforts to d6fine andou-; health activities appropriate to a givwn village. 

A. 	 .INSTRiT USD.FCR DTA COLLECTION.
 
1- Form TUA 
 - I wih gives a composition picture ofof the ProJ,,otion in the village together with trainee Seleotionp
 

the infoi0ation 

etc.
2. Disese Attitude Pomi Which Wae filled in by the truinees at thebegimlftW of the traees program. It is 	 especially for the necof the medical teachig staff.3. TheCensusBook: Thn was completed by the trainees during theirfirst 	 olas room session,. This included demographic and envirormentalsanitation data.
4. be Health Attitudes Survey: Whichconjuction with the members 

was completed by the trainee 
Cultu of a village representing Education 

in 
and Social welfare. This coMMittee was formed during thefirst field work period for this specific purpose.
 

5. Pseasesin by-t village health lead 
3rth and eath: This is fillednto1-
 a icollected by the
trainees.­

6. n .	 "N 5Qn _stio .: This Was completed by the traineim thesam.ple honeehou .7. TM -5 1 futr1onSurv ..:FrMaonduoted 	 thms survby a team ofstaff membar agseey n.at different time by Dareda Hospital? 
from the project assestedBabat±local health faoilty and 	

Health Centre, thethe villag.iafoMa tion are 	 Thiq survey p 8eenutrition level,. MG coverage8. The Trainee Course forn 	 enlargedAsesament: 
-	 Thisaftessroro 	 is filled ineels asion ndis 	

by the trainees
used to assess the impact of the
course of the trains".. WJMTIVE TWO: To montor project implementation in terms ofcommodity 	 the financial,and extension ALnputs into 	 %&rthBactivitiee, 	 twRe m rthe direct projocted result, 	

at &W
initial effect. Of 	 or outputa, ead theproject activities on the behavioralOf Villagers 	 pattrtmiLoz 
=Mgmser ~Puin?. i*6& to trc 

ffo.
The - tion..i. 'Iq or 

dete~dm@.Wh~tew 	 Z;tIyiu~ IMStoan 	 what Ifte scheduled 6Mto _entify 	 aw.probles aessee their L, fact been ewaculin1edlsolutios. 	 caueslnittog 	 and p'esoribeinfozmtion isactions 	 used ot signalon the part 	 neededof the projectimPleaentation and to Psible modificationm in project design. 

staff 	with regard both to 

.
 5T om~rsOR G MOJ M_T 
 ATIOu. 
1.*AtteAn IaMRegiteror of the VLWhich is filled 	 sonnjanby the tr anes. 

?Avort1,the 	DIE..Inandfilled in by tinee..the 	 -M--i-­for informetimn 	 project stsff #.enmral4trance Participation in meetings,code In 	 theounqntwe In the village and the PrOau Of health r'elated 

sotivtles 

mailto:dete~dm@.Wh~tew


3. Porms for the receipt of field Activities Records: 

a) Censu Implementation Recol: This listshouseholds visited in 	 the number ofcne v--orkir.g day by the tr.inee. 
b) Receipt form for h-1 the _Record of the incidence, 

Diseases,~ S I Doths:) 

iu- I --There are 3 copies of this form:
if) One 	is rept by the trainees and gives
them information on the number of VlS who 
are Reporting 

i ) One 	is kept by the DHL as another check
 
on 'Me 

1 ) h third copy is kept by the Infmwtinstaff an a oross check on field work anda8 a safeguard against loses et.
A ecmbined record of VHf attendance (at 	the VHId training sessions)and 	 the HU - 1 (incidence of Diseases, Births).progress made over a period time. 	

This record shows 
between VHL attamances It also shows the relationshipand 	 the number of forms coopleeted by them. 

M5BIQ Reports: lvison ealth eaders (DH 2 ).a) TMI - D2 which gives information or project activities

takLng place in the DFL's Division and also gives anindex of available village reports (73).It gives information on WH clinics, meetings atta.ed 
by the DIM at Division and village loyal -aeo forthe 	DEL visits to thu villages. This informationSenerates the field administrators chartb) Form TWlL D 12 is 	 (see below).the 	DH's village report which Oreschecke inforMation received on the trainees monthlyreport fox=- It also gives the DHL an "pportunity toevaluate or ccrreot the monthly collection forms of the
trainees and 1-MA. 

I. 	 !MTHMS USE AT THE C=TREFOR MNITORflr PROJECT ATITIEV1: 
1. 	 A Register of codes being used in the village healtheducation classes.
 

26 
 A Register of the resolutiom2 passed by Me in the 	units. 
3. A Register of health relatnd activities in propens. 

Thaem register are kept by a central staff member to
enabl him to follow the program of the trainwe in the
villages. It is also used an a basis for his uis 
thW monthly Implementation meting. 

t to 

4e A wall chart kept in field administrator. Office whichcwfizm about visit. and meeting in the village. And
is ued as a basis for his report to the monthly
implemntation meeting. 

5. EH aotivities are smarized; record is kept whibb gives
lnformation; on the date of axq given clinic, health
fac=lity which staff the clinio and the attendances of
mother and children. Thin is used pinariy by the 'JO
Supervisor. 

6. 	 Data erocessing Aotivities; Job sheets are kept for each
w4;-ff member in the infn tion ffiee showing which aeb 
10 b4Ing dome aznL zmh time ham been expanded the'job. 

IV
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7. S OCial 60tirities. The Nutrition Surny (refer to writeup).b) Other m=-itoring instruments: A weekly field plan wagmade out by the staff and the trainees together inlast week theof each classroom session.followed by the trainees 
This plan was 

They 
on their return to the ',±l-jageqImade adjustments to the schedule as requiredvillages. in theirOn their rettan to classroom they discussedths schedule and the problems which arose during the 

'ield work.
8. Monthly impLementation report meeting: At this meetingp presexktatsmof the peast month' happenings aremonth given and plans for the follUgare made. Problems of implentation are discussed and solutionsoffered. This is an oportunity fcr DR~s and the Central ProjeotStaff to.moet and echange ideas. 
II _J'TIVE TMW, To evaluate the imt of the project onThin component the health of villagers,of , 'ormation system looks

related at behavioral changesto nutritio. and hygierne practices, andInoidencn changes in theof selectL. diseases, he primary usedetermine of this datethe appropriateness of project approaches, possible
needed cnanges in project design, and the potential for replioatngthe approach elsewhere. 

A, DATA SOURCESFOR II-ASU'MT THE IMPACT OP T', PROJECT.
There are two categories of data wich measureis concerned project impact.with improving the One categeryhealth of the villagers andwith the independence the other categpy­of the villagcrs in the implementingreplioability the project azd theof the project in other districts in Tanzania

1. CATAGORY. I Improving the health of the villages;
a) The RU - 1 form wilt generate time series dataohildhood on selecteddiseases in the village. On ao0,Y.'!.! this datawill show changes vidch have taken place.
b) Tim aeries data on attendances at WVH clinics.0) Progress reports on health related actiWxliesfrom the '!-ng generatedhealth education sessiont villa, me A!Zs andother health imputs, I-CH clinics Preeen!iv..a of village

health prfiles etc. 

d) Data collected annually will geve an indicatorQuastibaLsadrchange and health-diease of behavioralThe patterns. etc.Souces are.Nutrition survey The., 

2. CATW-.=1I Ability of individual villages to ', indepedentin ca=71ng on the work cl the prJeat and replicabi3lity
of the project in other tatriots. 

Indicators of thin are 

a) Attendance at classes 
b) Numbers of VIAII returTing RU - 1 fom. 
o) Various approaches used in individual villages wkichhave contributed to the success of their programd) Deoreasing involvement of the DHL in the village problem

solving sessions.
 
e) Ability of the villagers to conduct their own clinic inoonjuotion with their nearest health fmaolity. 
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HANANIG VILLAGE HEALTH PR0JX 2 VILUGE AND TAINEES ELEcTED 

CANDIDATES FHOVIDI ,D IV & VL-Fni .oGI-O1, SELCTE 01 VILLAGE 
 BANDI.&. HGoN.: MB. TG I BLa. .. GO ~ A RD. -B3 .'&" BW1wi bm=of nil-aae.ppproached 8 9 161 .6
NumL!r of Villages dropping out 33 a 14 31 11 -- 12(Refusals) 3 0 265 3 63 3 6 0 12 5 0alwage wantini the )rojcect but 0 0 ! 51
 
falhin to Cet czdidates 
 0 0 0 0 0 51 0 0 0 1
Village lailin- 0 0 0
to get trainees of0 

1
 
bo ih sexes 
 0 0 0 02, TRLINLMS ScU CIZZb 0 0 0 0 o0 o0 0o0 0 

..... 
 -

Number of male trainees provided 
Number of fetmale 
'iucation of 

trainees provided 
iea 

14 

9 
22 

25 
18 

10 
17 

&N 

71 

53 
23 

18 

19 

18 

27 

11 

18 

11 

87 

58 

25 

11 

16 

9 
64 

30 
0 

0 
105 

50 
None 0 0-
0 -4 1 2~ 6 

5~u-7 t21 41
7+,=o0 0 0! 0 0

f5 5118 6 

22 1 0 34
om o2 3 1 

0 
11 

26 

0 0 0 0f 0
3 5 25 51 3 

35 24 119 0 21,oo0'0~ 1o,1 
0 
13 

92 
0 0 
0 21 

0f 13 
3. Age of Trainoeoo, 15-20 

0--25 
25-30 

0 

7 
6 
7 

2 

28 
13 

4 

i. "1 
6 

7 
5130 
3 

0 

21 

12
17 

12 

27 
8 
2 

-2 
10 
7 
1 

1 
9 

4 
44 
25 
7 

13­
16 
5 
2 

--
10 

5 
2 

29 
14 

3 

0 
0 
0O1 

55 
24 

7 
4. Marital Status of~ Trainees-

Single 
Marled 

13 
10 

35 
12 

16 
12 

17 
9 

81 
43 

25 
16 

32 
5 

23 17 
1511 

97 
90 

23 
16 

17 
8 

1
55 
37 

1
0 
0 

95 
61 

5. Trainees iith Children a . -
Female 
Male 

3 
6 

2 
a 

4 
10 

1 
6 

10 
30 

9 
5 

2 
422 

5 
10 

7 
4 

11 
16 

0 
0 

21 
30 

SEPr E i _,1981-. 



HhNANIG VILLAGE HEALTH PROJECT VILLAGE ANT aIE SELECTED 

1. SELECTED ILAGES 

BZJ 

OIG 

BASH. 

III 

GOR. 

4 

MB. 

4 

TOT;L 

-17 

OI 

BAR. 

4 

IT 

BASS 

4 

GOB. 

6 

1D. 

5 

TOTAL 

19 

BmR. 

7 

ONG V 

BASH. 

3 

GOR. 

12 

MBU. TOTAL 

22 

2. 

3. 

4. 

5. 

TRAIF-E'r SUBT-
Number of rule trai­nrcq provided 
Nuaber X;" ::I 
truin provided 

Education of Traino­
; lona 

0-45-7 

7+Adu1-..,:ducation 

Ac e of T- thOu s _­

15 -
20- 25 
25 - 30 
30+ 

Sjjtaltlc of 
Tr4ac:-

Lyried 1 

Tr nine uswith hild. 

FPa-lo 
ale0 

3 

3 

0 

06 

0
0 

3 
2 
1 
0 

2 

2 

6. 

7 

0 

112 

0
0 

5 
1 
0 
1 

9 

4 

1 
3 

4 

4 

0 

17, 

0 
0-00 

5 
2 
0 
1 

5 

3 

2 

3 

4 

4 

0 

35 

0 

3
3 
1 
1 

6 

2 

2 

1 

17 

18 

0 

524 

0
0 

16 
14 
2 
3 

24 

11 

7 

7 

-" 

4 

4 

0 

07 

1.
0 

5 
1 
2 
0 

6 

2 

2 

1 

4 

4 

08 

0 

4 
3 
1 
0 

6 

2 
-

2 

1 

0 

6 

6 

012 

0
0-

7
3 
2 
0 

7 

5 

3 

0 
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In 1977 when the 1:umnng Villag Health 2roject St e to recrujtrainees (Villa,-e Health %
7orkers) nost Villa3es agreed
trainees financially vhen they were 
:o assist the
 

in Babati ztudyin. -is 
 financial
support varied from Village to Village according to the Village's
financial ability, their understanding and interest in the importance of the
Project. 
However an this undertaking by the Village was almost a
prerequisite for the Village to be selected, 
 those Villages which were
selected for training were required to enter into an agreement. 
-Fn the
course of time during and after training some traines Junt 
dropped out,
left the Village or just decided not to 
 at allwork in choir Village;e.g. in 1injingu both trainees just stopped doing any health work; in
Kisangaji one male trainee dropped out durin-g training; in YoLitu,
female VM7 left the one
Village; in Managha the male V7 Joined other paidemployment and in Uadunga neither VWIN did any health work-.
 

This question of commitment o 
both the part of the Villages and
the VIIWs arose during the 1979 evaluation, and the ,lrea Commissioner
commented on it in one of his addresses to the "H77s 
 oretime in late
1979. 
Some Villages, although they had not entered into a signed agree­ment with their rr17s, resorted to "common law". Por example, in Sabilo,when the female VM7 was engaged to a man from a neighbouring Village, the
Village Leaders intervened and decreed that he either pay the costs of the
training of his fiancee which the Village had incurred or move to his
fiancee's Village (Sabilo). 
The man chose the latter and has 3ince been
living in his wife's Village. In Mawemairo, a similar situation occured.
In Sharmo the male trainee decided not to play his part as VH7 and the
Village Goverment has resolved that he pay the traininG 
costs the Village
 
inourred. 

In early 1900, the ProJeet took steps to draft a simple agreent
and advised Villages strating with OPG IV to enter into a vritten agreement
(sample attached). 
 Almost all Villages in OPG IV and V have made these
agreements. 
 However the enforcement and effectiveness o2 these Oneemuts
have not yet been assessed; but it is very likely that their enforcementwill be done under customary law under the umbrella of tie Party 
- Chama
cha Hpinduzi or the Village Government i.e. the V7 
rLiG.ht be called to a
party committee or Village Council and be asked to refuid all the training
expenses the Village Government had incurred. 
This io very likely to happen
where VMes have started to do some visible health activities whichobuenb have ., results - e.S. dispenins medicine frora a uedicinebax in the Village. 
21/9/1981
 



H2TA'G 'VILI.GE H;JATH PROJ2CT
 

AGRM IIT
N -TVTM,-' A VILL'GZR - j0370 BE T -I2D TO r2 

VILLAGJ" !MALT1 '."R!= AMITIM VILL-A G0WV--M!7:-UT 

S...............................................( u : e)
 
Do hereby solrmuly prozise th.t during =y trainir to be givea by 
the Hwannrg Village Health Project, I will stay and live in my 

Village ... ............. 
 until the end of y traininC; also I do
 
promise that after training I will serve my Village as a Village
 

Health Worker for three years.
 

The Village, on the other part, undertakes to help Tdugu 

#•.a...................... 
in every possible way dependirZ on the
 
ability of the Village in order to enable hi=/her to serve the 
Village uatil his/her services are no loager required by -he Village. 

This Agreement has been signed this ........ day of ..........
 

198....
 

Between 

Name a.. o ..... -- o................. (Vill:.e 11.J. 

Signatureo. .....................
Dote °********...........l 
 joe
 

And 

. o 


Designation . .... 


Name oo**oo . .............. e 


. ..............
 
Signature ....................... 
 On behalf of the Village. 

Date o.,,................
 

In the Presence of 

Nos 0 ....... .
.......
 
Poat ... .... o ..........
 

Date---------------­

21/9/1981
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When the Project started in 1977 the original stand was to stress to thevillge, ward, division and distriot leaders and VhWVthemselves that VEM wereVolunteers and that financial assistance to them while they were in thevillages performing their duties was not necessary however, villa es wereencouraged to give financial support to WM while they mere in BabatiPursuing their course. In factp financial support for V7 when they werein their respective villages was diooouremgd and one divisional party leadarflatly rejected the idea during early 1979. Figures on finanoial supportused were obtained from the VEWS when they came to Babati for trainning.Early contributions for llot, OIG I and II villages were shown in the Project
first evaluation 1979, Chart 3.
 

In 
 the course of time however, i was evident many VH1YS after trainingwere dillusioned as money started to be the moving power in villages,
Exemption of VES from partioipation in village communal work as compensationfor their work in villages wau no longer an incentive to VIS. Healtheducation, which is the main thrust of the roject was almost non-exstent inmany villages. Man reaoon ware raised for this failure - e.g.
exitence non

of adult health education classes etc, - which was true in somecases, but the main general outcry from many VHW was lack of financial 
support from their villages. A tug of war developed between VHES andtheir village leaders - VHS complained that they did not do their workin the villages as required of them because they had no support (they meantmainly financial support) from the villages, on the other band the Tillageleaders complained that the VHWS whre not perto ruing their Cuties so they
should not be paid for doing nothing.
 

As this argument 
 became evident to the Project sometime in late 1979/early 1980 the Projeat decided that it was inportant to review the originalstand with regard to financial support for VE17S while they were in villages.Seminars/dialogue with village leaders, word and divisional secretaries wereundertaken and it was generally accepted by these leaders that finn itlsupport wee to be encouraged and VM on their part had to have a programmeof work which was to be approved by village authorities. This progmmms of 
work had of course# to be follnmd.
Ironically, the divisional party leader who hae Jieourged financial support
in 1979 was 
 the first to encourage it this time. It was in his DivisionalImplementation Meeting that a recommendation made by the ward secretari-es-rn passed unanimously requirng a minimum stipend of she. 100/= to be given
to VEWS who have a programe of work and adbure to it.
 

The present genernl thinking at national level 
as regards financialauistance is that the village supports their VEMS, and in future theGovernment in turn could assist the villages to meet such expenses. 
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The Health Education methods employed .,ere adapted from the
work of Paulo 2reire. 'We chose 
Village Health 7	

this method because :e wanted Traineersorkers and Villagers to 
come to :.mowledge of their
own health problems, and to try to solve then themselves.
 

.7e have ways of finding out what the health problems in a Village
 
are i0.
 

- Census 
- Village Healti problems surve:- (to ru.cvey common and 

pressing hea:;h problem as iden:il. b ers)
Nlutrition suvey,-Questionnaire
 

-Diseases attitude Forms 
etc.
 
The results are 
presented to the trainers: And then it is up
to them, the village Health Leaders and the Villagers to begin to find
 

answers to the problems.
 

These problems n subsequently translated into 'codes' which are
used in discussion with the Villagers to deternin 
wheather in fact the
pr6blems are 
prevalent in the Village and what solutions can be found

for them.
 

It has appeared that this approach to health education is too

long and orduous. Alternative approaches have been tested.
 

A. 	The use of graphs ie.
 
- Pictographs
 

- Bargraphs 
-
Pie 	charts: in stead of mold.ng 'codes'
 

B. 
Teaching Health education to PrLaarj School Children
 
(The Oral - Pehydration)
 

C. 	 Demmmotration eg. Cooking demontrations etc. 
A. (i) Using Nutrition Survey results
 

A pictograph for each village is premc.red: 
 Taking as a base
 
the number of children treated for various illnesses and
 
giving the number of children with those illnesses.
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(ii) This feedbaclk is presented to t-0 "7Z,-'nd discussed. 
(iii) , lesson is given on one of the :-4;0= deseoses found
useally begining rrith the most "reval nThey discuss possible solutins to disease.th t problem 

A) plan(v) 1ach VHL
is made for inplementation­ther follows this Pat,:r. ,i-iv) when teaching

in tIeir heath units.
 
. (i) After some tLme 
 the VIN meet with the Ir.Reports be for tbe classes againgiven from the health units as to 7hatdone since the has beenlast class re health lesson. If nothing hasbeen done, why not?(iii) Discussion of special health problem in the health units
(iv) Discussion to wheather a new healthor wheather they should con4imue 

topic should be introduced
with the topic from the previous

class,(v) If agreable; introduction of the new hcalth lesson; following
the svz'e partter as above. A: (i - iv) aid v
 
To make sure 
that the Traineers are able to usc t:iis methodwe went through the followin stages: 
(1) Stage I: Demonstration lessomworeClassroom. jiven to them inThey pretended theto be a &rOup of village HealthLeader they could be teaching.

(2) Stage II: A return demonstration clazs was done by elected

traireers. 
(3) Stage III: The traineers then

with the VIU 
went to their Villages; togetherthey folloed the some pattern steps I-II.. as

above. 
(4) Stage IV: Those Village health leader who showed that theycould use this method were allotied to introduce it in theirhealth units.
 
We first approached


session from 20th July 
this etnod with 0PG IV during their 2nd- 23rd August, class1980 and during their 3rd classsession Starting 21st September 
- 25th 0ctober, 1980.
group to begin this new ,/e expected thistype of teaching in illacs 15th 1Uarch, 1981. 

OmQ; V were tought this method duringstarting their 2nd class session25th January, ­ 28 February,session from 1981 an dJuIring the29th :arch - 2nd class2nd Uay, 1981. / expect them to bcg'inthis type of teachiug in Village From 20th Soptomber, 1981 after Completing
their 4th class session.
 

D. Prblewa 
(a) wJehave not yet proved the efectiveness 

wiehave not had any 
of this method becausefollow-up in 'VillaGes. In generalattendance poorof VHLs classed has been a problems. 

uture Plans
 
7e intend 
to encouree the traineers to use these 3rnpha when:eaching in Schools and to the adult education sessions. 

24/9/1981
 



A second approach arisi!s froz thc recozendations of the 1979evaluztion 2was that ?ractical aperiunco in Teaching Health to Primr 
School Children be included in t!: Droject syllabus. Since the nainemphasis previously had been on Oducating adults, this new approach

required the incorporation in :h* Project syllabus of theory on
Te.ching ::etlods 
for Prizary chocl 7il-rn.
The District Education
 
Officer was approachad re 
this idea and he agreed to allow this to 
be tried out in Hanan'g District.
 

"Teaching Lethods for Pri=ary School Children" was then introduced 
into the Project Syllabus and theory was given by a Central Staff teachc

formerly a Primary School teacher. 
The Head Teachers and Staffs of the
Primary Schools in Babati wgro apL
roached and oriented to the plan

ant! arrangenents were -ado for t-o Trainces of O?3III to practice teach 
in the Babati Prnizzry Schools.
 

The dsxce of lessons was liscussed by the Education Programo

Committee 
 and the Primary School :ealth Syllabus was reviewed for

possibilities. 
 At about this tiz-o, an article in S;LUBRITAS (published
by the American Public Health .,"ociation) re a Suiaested Curriculaum
Guide for Oral Fehydration (Dr. Jon 2ohde, Rockefeller Poundation)
 
was read by a Staff Iember. 
The article was sent for, was discussed

by the Ed. Programme Comm. and seon to be .e most appropriate vehicle
 
for health teaching in the Primry Schools. 
The guide consisted of
 a story and seven lessons on Diarrhea, its dangerous results in the
 
body and the 
preparation of tho oral rehydrr.tion solutin at home.
 
These lessons and the story were translated into Swahili. 
This
 
appeared to be an ideal plan for teachin. the children in the schools and!
also Br giving a large number of trainees an qvcxt ty to prnatioe

teach in a limited period 
of time. 

The plan was implemented and proved to be quite successful. 
First,

demonstration leasons were given to the Trainees, who pretended to be

the children they would be teaching. This wns followed by . returndemonstration class by elected trn.izees, taddlng one lesson each until the
unit was completed. 
The Trainees then went to the Primary Schools for
their practice teaching. Standards IV thoruh VI were included in the
 
plan, and the teachers of these classes sat in on the classes and
constructively criticiced the trainees teaching after the class. 
 Three

Central Staff teachers also supervised the teaching and evaluated the
 
perfornance of the Trainees.
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As part of the teacliin plan for these classes on Oral Rehydrationa,
 
each child was given an infornation sheet, explaining very sinply what
 
diarrhea does to the body and *how to prevent this by making up the oral
 
rehydration solution at 
.ione, i.e. a pinc'- of salt, a teaspon of suger

z~af ion sheetin a hall - litre (beer bottle) of water). acu hi.sc1iu oCotnJe / hone 
and put it in an easily accessible 3lzce (on th'oor or iil) to stimulate 
oor orsation, questions, etc. and to follow through with the teaching
 
parents and neighboure what they (the ohiLdren) had learned. (Us an
 
aside, it might be mentioned here that even nenbers of the hospital staff
 
and others mentioned having been taught by their children how to prepare
 
the oral rehydration solution.) A simple test on the unit was given to
 
the children and corrected togetlher with them.
 

71hen the trainees returned "o their vilars, part of their field
 

experiene was to teach Oral "iehydr tion in the PriL-ary Schools in their
 
villages. The decribed 
plan was also taughi to the Trainees of OPG I and
 
II, who were brought back to the centre specifically for that purpose, and
 
to OPG IV and V. The lacter have not yet had the opportunity to teach
 
the unit in their village pri=r: schools as the children were on holiday 
at the time of the trainses field o:-crience. 

Attached is 
a suLnary of the ztaaber of lessons taught in sixty-two
 
villages. In 26 Primary Schools, all the lessons of the unit were taught
 
while in 8 schools at least the first fcr 
lessons were taught. Hopefully
 
we can say that a good number of parents and neigbours have been reached
 
by this method of teaching health. To take it a step further, one might
 
even hope that the decrease noted in the admissions to Dareda Hospital for
 
Gastro-enteritis (1979 - 152; 
1930 - 124) might in part be due to this
 
teaching.
 

Other lessons included in this plan for teaching practice in the
 
Babati Primary Schools were Malaria, Care of fLyea, Scabies and Good 

Nuvttion. (OPG IV and V only). 

It would seen that his approach, teaching health in the primary 
schools, is a good one for VillwNe Health Uorkere and is a way of reaching
 
the future generation of mothers and fathers in 
 the villages. However, 
while the unit on Oral Rehydr.tion was stressed and carried out on a 
fairly large scale, it is not certain whether the other lessons that were 
taught were introduced into the vill-se primarj schools. :Teither is it 
known now marV village Health -'orkore have, on their own, made up lesson 
plans for other health topics. Trnssfer of 1aowledge in t;his way seems 
to be difficult for thde., dspite the fact that they were taught and had 
practice in making up lesson plana. 

18/9/1981 
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ElflUCTION PROGIUL 
III. A third approao Ir g from the recommendation of the 1979 qValuation 

was the Cooking Domonstration method to teach both the need for 
n .itious food and the simple prernantion of nutritious reals. This
method is considered an important tool in helping the mothers of borderline 
malnutrition children to improve the nutritional status of those children. 

'The oocking demonstration involved: 
1. Advance planning and notification of the village 
2. Discussion re the oentral meeting place and time. 

Preparation of thlis place before the class. 
3. Provision by the VMlst of utensils and food needed for 

the demonstration: 
a. Naizo flour, cassava flour, millet flouw as'samplos 

of carbohydrate foods. 
b. Beans (ground), pearuts, cowpea, milk, egs, an. 

samplos of body-building foods (or other protein 
equivalent available in the village e.g. fish) 

o. Spinach, tomatoes, onions, fruit as ample of 

protective foods.
 
4. Cooking the various foods, maing combinations for a 

balanced diet e.g.- pTJ ge of mnize flour Ivith eG 
(or beans or milk, etc.), ugali with spinach, tomatoes and 
onions, addition of fruit to the meal etc. 

5. After the demonstration, the cooked food in distributed to 
the mother and children to taste 

6. Questions are invited and problems re availability, coohng , 
etc. are discussed.
 

7. Where neesary, translation is done in the local 

language, 

This method of teaching was carried out in three stages: 
1. Classroom - lessons on good nutrition are followed by 

the demontration of the preparation of these foods by 
a Nutrition Teacher as it would be dons in the villaeo. 
Return demonstrations are then done by the Trainees as 
they would be doing in the village. 

2. Village­
a. Demonstration by the Nutrition Teacher, assistod by 

the Trainees, to the 7illage Health Leaders and 
Vabalozi. The Trainees and Viougozi make all the 
proliinrry prerarntions. 
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b. After -. fev days the demons~ration by the 
Train2 .s to the Villages Health Leaders of a 
Kitor.: oji and the mothers of the borderline 
ohilC.:on (and any others w-, come) in that 
"Cit',1'oJi. 

c. The demonstration by the V:.llage Health Leaders 
to the mothers of the bordorline children in 
tht:ir health units. 

Flawu wue made in the monthly meeting of the Planninj Cormittee 
to conduct these demonstrations in the villages, as well as do thepreliminary notifi.:ation. The deonstratLonj done in . . .. ....
 
villages in 1979, ... Z. 
 .... villages in 1980 and . L .... villagesin 1981. Follow-ur dezontrations by the Trainees were carried out in 
most of these villages; follow-up demonstratlorn have been given
by the Village Health Leaders but data is not available at this time. 

Initial reaction cn the pozt of +he VTM'Xand the mothers was 
very favourable a*.d they seemed to be impressed wi*-h the need to give
their children nuzzitious fcod. in Earbaig DiThisior. there wD someresistance, especially to usina e&7s n-nd/or beans with porrid e, as
 
this is rot a custom. Stress then , to be placed on the use of meat
and increasing the ariount of milk cL-cady given to the children but

who nonetheless 
 were underweiht. , attempt 7as made in all the 
demonstrations to encourage the combination of mbaazi (cow-pea) flourand maize flour, which combination provide a protein meal. 

In order to cover the above number of villages, the cooperation

of the BIUI Coordinator ims sought, who in turn requested the LDH Udesond WH Nurses in the District to plan and carry out these demonstrations 
Lsing transport provided by the Project. talo, Dareda Hospital

3tudents Nurses, 
 whose community health experience was obtained in

)PG III villages worked 
 closely with the Trainees and conducted the


Nutrition Demonstration in 
 those villages. 

Informal feedback eg. comments from the Traineies, Vionkozi, etc.
the reduced availability of eg.gs for sellira in the village, the
reduction in the number of Borderlines needln4 to be followed in thevillages etc. would encourage one to uum.ste that this approach has
been suciessful in impr-ring, the nutritional statu.- of many children 

Data incomplete. 

... eeee.13 
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in Hning District. In a rep'eat Nutrition Survey on 

Yalnourished Children and 3lorderLinee done in August/September 

1981, it was shown that tho':c vias __Z improvenent in the 

nutritional status of thoP children rt were shown to be 

malnourished in the firs" Nutrition Survey done in their 

villages. WhiL, .t is not the purpose of this review to prove 

that. the cooling demonstrtion was an carnative factor in 

bringing about thipirp-vpnont.it is hoped that it had some 

influence. 

The demonstration riethod has also been used in teaching 

ca .e of the eyes, building of pit latrines, boiling; water, 

etc. 

http:thipirp-vpnont.it


VTLLA.2 HEALTH WORERS r:VOL'i2 Li TMAOING ORAL 

-U=1IC1' 1 	 SCOL-TLTM,;P~.ARQC 

TIAW.A OMj~~j 	 Li-VC)~ COME4-Z OO~L'v= SESSIONS
N Z-WIG :OUT OF 8 PLAN= 

Barbaig5 Pilot 

~I Endaw 	 0I 
III Badjamiod 	 0 
3:1 	 Wetau ~ + + 8 

III 3aidesh 0 

-T 
 I Maasiwo 1+ +8 

17 Maxa -+ 8 
IT BGicaiabieg + + 

i'.ot- Lwanda 

Ba~hnet 	 +U 

U : Guae 	 + ++ 

= Sabilo 0 
Il +a 8 

II 	 Ntari 
12 Soea 	 +8 

III Sad 	 0ITT Doho=~ +

IV Managha + 8
 

tPilotGorova IBoniga0 

1 Edabeg 6, 
I1 Gedmar +- 4 4 

C4 das 
I 
1 

: 
C 
I lL:-	 : + :8 

0 

3: . *ajenga 
I Managhat 0 
I1 Mwikantsi + 3I Nang-,aa --	 0 

A~aad + 
I=I Tsamasi + + 4 

M Gijedaboshka + 8 
IV Chemohem - +
 
IV Daghailoi -0
 
IV HaUla ~ -+
 
IV Eidanachan 

IIIk Ayaaanda Ayasanda1aa) 	 + I 

8 
IV Hoshan + +8
 
IV huu 

I I 
1+ 5+5
 

5 
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TARF 
, IIJI 

. M1TREES INVOLVED':I TEACHING 

,remale Male 

SESSIONS COMP-LED OUT OF 8 

PLAN 

Mbugve Pilot 
1 
I 
I 
I 
II 
III 
I= 
I= 
IV 
IVIV 

IV
17IV 

Matufa 
M 
Mawemaro 

w ada 
Sangiw. 
Qlobta 
Mapa 
moyaM 
Masar 
Vilima V1bite 
SarameEbT-

Kira Ndogo
isangaji 

+ 
+ 
-

+ 
+ 
+ 
-
+ 
+ 
+ 

-

; 

' 

+ 
+ 
-
+ 
+ 
+ 
-
+ 
+ 
+ 

-0 

5 
I 
0 
2 
8 
a 
0 
8 
8 
3 
I0 
0 

• = Both Trainees are Male Sessions completed not 
specified for th r.bW.-±;,
classes taught. 
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10 September, 1981AMM4 -to~ C dct for Ppel2n.,~ hn~In JanarY of 1976, a OgrgamDevelemmt of education entt.ledwas begun Community Educatiotraining progra in Shir-kan Diocese. frIts This is basically
skills to chaity 

p sc is toy ofoz- eduatoa Program 
a leadership 

leaders and communoatina. every kind (catechists,
leaders), adult eductors, vi.agdevelalmertso ofthat they may bo abletheir own res-pective to patiosipataOa uit±es. m:re fully in-team meeting with adult The program isthe biding andcarriedle:-.ers out 1for tlzoe-fcu th,any ap ropriate center. da- semiarsTh, end result of in the d±llages .system of such a seminar mighton-going eduoatiO;L n nutrition be to strengha.-Industry.., oCr health orthis depends or to set up a mmll v-".1the local situation LgThe Pimary aim and the oonsciousness e

of the adulb educators of the Oratkd.follow up woric is to startdone is to support thom in 
the c(, mity to acton; th.this aOtion0 Never is thereQV e1~gaw tm either a--I 

be= 
do the action for the oom=:ty,fotmd to be vex7 encouraging and 

Such a n=801nt±zation apprtach, Lanthe RUM.%at:I effective an walland ideals of Tanzanian as utterly coanastor±tkA P.rtioular emphasis self-rellance.of the Program inteam of Tanzanians 1979-90 hasequipped been the de'eloto use . tOC.mmumtie these adult eduoat±,n methodsand neighbarng villages. in "-ci r c:,.been offered at Mipa Leadership School In
Training -rograms in dialcquethe use Shina.na aduca­of the Psycho-eooaal method, goup 

Diocese, stressing partioc.p.­in awareness leadershipraisin. ...In 1981 the =. 
skills with adults, a=....have designed and given 

team together with theseseminars Taultnato Parish coune -Zf.and small Christianthroughout 5the diocese.
 
Evaluation 
of Cto _r h.jo Viat lh eilla 


irm May 26 
 - 29, 1981, we On thOthe request O i.ty Educationof the staff of for Developmentthe I ~ teamt" the I&O III group "f village he"a gae--m a conmumications ... rs Based %n aPrtioipants before questioanie
ccMM~ the seminar In which they 

given to taoatJ= difficulties, identifiedwe desiked - their most importmtwhich eamed to need reflecton, disousica 
program wh.oh addressed thoe ovea;ll arO., arJ. nput. u"m

0 0 oation within self,leadse M±Moaton with mne's teammate, GO~MMlcationTh-'i.Utvsr±m w,h the Tillagersexercises, and villagethe students role plays, anrd .nputwere helped to look Ln spGecific ommunioation =n occorete at the mi= --,n==-icat.on .'....situations, that takes placethey rappled With ways 
they searched togrher in t. 

to improve their 
for 7".ssible underyjing oauses,own relaebinsh-pS with aad

those In one 
i" rthe villages with whom another

In retrcspeot they Live and work°several aspeots ofacme immediately our time together with these young peOploto mind. First, itknw each se3med extremely helpfal that theether well. They were able gr=u a-tiyto diagoseand with the villagers the:L_ difficulties withwith =-eease and ware on :!:to base ubservatioms. able toThis familiarity with 
provide numarmw exaup-les

Provideda .e another and on W-his. 
concretenessby which was 

with their work ait-wtjinespecally beneficial in relating input being ,Iven 
uB tF, their okMspecifio situatMs.fairl.7 heoretical Input became 

In other v!s what could have remainedalive and real to them because t was lGumi aOOMMU~I1ted experience.reltthmbas6i &o th. irThe fact that the Participants knew MLnkdo !:3r
with oe another, r-brisouly ont 
and felt a certain amount of ocmfaratoss
ibuted too the overall respianaveness"M~ 

totheir wjjllin~ess of tho cr,:thi WUM~looking at situationsW ltes tolokwti oftlOc canfl*0 t*ithin tmalves We wereand acknowledb- their honesty In sharing with one 
struck by their openeas,Pcableanother zmd with usv areas of tr_"±nvolv. ent'in all aspects and by their tremmousaPrQMoh f the week. Partly this could be due ;beitself which begins with exprienoe the Oio-at!fn,'.atlsu rment rnd movesthat these people ti new leanings,were relY We felt tand hungry andawarees ready furof ctherg, input an sand that OnoeJaware they weredo Something Positive truly anxious andlabjur iMPrOvjng thai, awm'MIL'n situation_, nr% edO 

BES-AV AlALDC1EA
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Ow -fthe biggest areas of diMoalty that mufoced often dring thea s the pioblae these 	vi1lzge haoth w*,xk have in being givam1eoogdtimn by village 	leada , epocialy in having 	their goals and w~kcnotoruntd Into villag p2=n. Uto feel this kind of situatian is 
3 m.t4W=Ia hard for y~mg fairT iunxopritoed ooaple and eventuaLlv tmdatb aodemelA-ocomfV anoe 	 cnd ogtIiuto to a aertain almmt of djAo=oWaz t.In t oelwith this 	=d othar -moble t; %I
 

bm~~~bwj" d~ me-continuaai
to Imorperate time for the 	 it also oaatimuaril.lae health woriers t- step back _kr theirflflae experiamoes frw time to time by maim of a wcmkahop and findeslIdrity and support 	 (Zmbza) iu raflsoting -mand finding solautions totheir om iasne. 
We felt airiahed. bu fM ipporhrAmty fa eohagg with then, ead in

Swe feel they gained now ootrage and Imulaigt to Japlemmrb mm of' 

Si3tors Peg Daxovan and. Aita 

I:3Gpvsd 
B[SI 
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,ENCY OF VARIOUS 'T=..- MLI.' .JTIVITIES BY 

BAR.BAIG " . SCHOOL
 
2 VIL.,LA:. I 
 TOTAL 

mm 	OFFrO ,7:D 5 . 7PLFuDTTm . 16 

I, HEALTH Z.DUC.TION
 
Vllage Health Ls" 
 0 a8 4 
Primary 	School 0 2 2 04
 
Adult 	EducationVillage 	 Section 00 a 62 .2 14 

II. 	 NUTITIO~s
 
Demcnstra-cion 
 0 52 I 
Feeding 	 0 7 5
Mlanting 0 4 4
Borderlines 0 3 2 
(PATA') B4-ing 0 J6 6 I 'E 

'l.inio o0C5 

Attonding 0 3 :5 3 .Holped 	 0 0 fh 
Others 
 0 0 0
IV. REHYRATIC'hi 
IV. 

Knows 	somezhing 5 0 14 19
Showed mother 0 0 0 0Helped child 1 00 	 9 10 

V. 	EIOrNOM TAL SANITATION
 
House to house visits 0 
 8 	 16Window 0 	 1 
Latrines 0 	 0 IGood condition 0 1 7 11 2Being 	Dug 0 5 7 13 25its. 0 3 2 

VI. S0AL HYIE , 	 9 

Water 	 Boiled 00 	 7 15lolls cleaned up 0 0 0 0 
BathingWashing 	 00 8 6 96 	 . .1 

a 	 I 0 3 0Swept 	 0 8 7 
Household utensils 0 14V11., ___21M Box- 0 8

0 	 0 
PARTICIPATION RATING* 

Nots* Each person interviewed was asked 	whether he/she personally participate lin each 	aotivit, reported. This rating is based on individual 
participation for the D11*ah. 

After 	intez'lws were conducted in Barbaig and Gorowa Divisions,
the interview technique was changed to verifying each reported activity
by asking the name of the person who was doing the activity. Henca theloier number of verified activities and participation for Bashnet nd 
Nbugwe Divisions. 
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U11a8gv heal-ta1, -eadorHALTH EDUCAIOCN. 

Prliary School 
 0 
Adult Education 
 0

Village Section 0 


0 
 1 


If..mRITION,
 

Demonstration 
0 2 

eating 0 6 
Plntn 

Borderlines ­

0 6 

Clinic 0 0 
Attending .Help~ed 0 100 0 
Others 

0 3 


V. RYDBTI0N I 
Knows something0

Showed mother 1 .
 
Helped ohild 1 
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House to house visits 0 
 5 


Window 0 0 

Latrines 0 0 


Good condition 0 1 
Being dug 0o 

VI. PESNAL HYGMEZ 

W41les cleanedWater boiled ap 00 15 

Bthing 
 0 0WahIngEyes 0 1 
Swept 0 0


0 
 1

Euse hcld
 

utenfils 
 0 4 
VI. MI-fl Dx0 1 

PART-CIPATIN­

*(0for foo. ote an ABw h 

ACTIVITMS 

OT".1S 

-

p 

0g 
2 
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4 

o2
1 00 
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Viag eat Proj'eolt in this distriot, 
 h oere a 

of th .ve'Ont
iLnistzIIy of HealthI) in the Distrioct to bu:Id first l 

young pers on (Mal e/fa e ) -from Ithe V-illoge who0 was to be r~ek~ ~ at the zisarby'dispensary or health oentz'o for abott'e-ots 

ilaeto 91TO-fitwaid' trea-tmnt. N1odicle were to be' oolied 
from'Baba1. Health Centreo 

1Six boxes were made and distributd~~atff 
o
edntuf, oay, Kiru, 

, G amentGdaaai0'n'Ghnu 
traten (oaY Hcvc on~ly. Matufa and Boay offenodonly for a shorti ) Itufa continued Withservices 

11," ~fter aI11. the nrd 
I oven~ intrOtion of 

1 -
the Yilli-Z~ Itoalth Projeot. Initi.ally,~~~~1 ~the' emphasis in tho nngVlaeHatiPr otvsLnpeete j: 

I1~1 serviogal rather thani curative. seivioes-., Later, it appeared that villagers
<I 1~1~e r notvez~ hw eM bu e'iiC 1at dcto only. it 

w1 '" deoided that treatzent for inor illnoaaea should be offered in ~~~~~the villages. r14.,1Il1
 

I ~ Ona e o o
of the !DH e n d at Oo Ung from the~1979 evalua ion
~1~111~1W5 

I 1 

ma that when tho Poject is introduced into rZUW vlaesrsil~, ~. ~I>1W~~be placed on 1the prohiioinof an oxtenaion cative servioe (medicine~ I 

~~1111~ ~ ~ ~ box rather1 hanon Openi±ng on LEH Clinic In the illajge-. 41 ' 41 I 
i~4.. II4~I~s41Therefore, in late 1979,' after th. first evaluation i t~Was42I.1 

414~.~ 4~11~ 41~ ~ atressed that curative services would11be offered 1in villages whichrad a 4village Health W~orker who had 
114. 

passed his/hor examination in
di speflg i g m edi cine . The vil a g was1 re q i r e t o b i d a m d c n
 

neicn bedcie"*~ 
.1>4NaIII7 

Haa 
 413 abo
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AKAG'V1LLAGEHALTH PROJECTj 
MCH EVALUAIODT, REPORT 

MCH+ CLNI 

villages. These' are: ti e.on a mnthly basis in twelve
 

PARTICIPATXNG -VILLAGELDREN+ +++ +STAFF.. 'kVEW PI . 

... '.w '=+ >ATTENDaj1CE PATI Ni 

AS Lwuianda Dareda Hc.sirital4 137 Fair (y
Endagaw EndakVery 
 good (2) 

Maua Magugtu .>Hoth Centre 61 Fi 2
 
< Dareda,Hosita'i 22 Good 

Arri w Dareds. Hoeydntal. YA~~ i 2 1 9 AGood~l~ 
Mreda Hospital '305 C 

Mwilantsi Babati'Health Centre +,<j+ 158 
 ,(o
Goo (jv+ A i..+~'"~ Endabeg Babati'iHealth Centre 
> 

Eelrt,(1)
7 n 

SBoay < 
 Babati Health Centre 
 l62 Eo(2
Barjamod +++1' Goo d (2++++ m++'+i iS
 

.+++ +, 


Dohomu Babat i 
';+ 


4 4+ A + + A$''. A A f i"p+.+-

Healthy Centre i,,'~201Vr ~od () i 
Dared~atiDareda Hospital ' 30*(2303* Good,(2~-Four 
 of 
 i the sic 1979 


'evaluation: Boay (1l979',~lr~o (1979) 19790)Daed 
~Kati (1980). In order to begin 5
*he clinic at. Dareda Katil'
 
arragement was~made v'ith Dared& HIta hrb h Staff of 
Katesh,,Health2 Centre wyould' service the Nangwa M~obile Clinic4
Swith~the 
 retrol provided ,by~ the, Project and the Dareda,StafE 
wouldlthen service ,the Dar'eda Kati AClinic. This has nroved 
a workable arrangement. ~ ~ 1U4~ ititt~r are 13 

*~~ 

..." +' +:" - : -%' YoJ:A.4A 'AA A, - - - -- A'
4 

- - - - A&ioL±oi- - - - -A6++ 

18llbl thal'.1 ,bile 4=llowsic01npp wev ar~def at.0e and,~eat~1~ 
'980- ITnregald to-the" contribution cf these clinics. toth'toal X.........
4 Aii..........i+ A1+<+1++;+++ -' C~izn±
'. . uJ+jre er e to ur ent iea th pro lem -i
++I <"+'+++' A ,!:A--A++.-"
+ + A+,.++.++':++1" 
 1/ ,'
- -- '.i A AA AAAa. Service: vHanang Vil c,Oee *'thPro ject provides/ + 

A'. ~'44-36 -%of Clinic Services :in Hen2Aatt-edace f rean ang~District; 1 ' ' 
'A ++- A 4.+
"A.AAAA "'-A total atedneo rgatmothers;'2 n c +i+

o,4'' %of 
4vii. +ne,) 

'A i 
~ tt1nne.I+rso4 '..24 4A~ +snt+'total 

A'm'e ' attendance____++of children iunder,++i +:' ' p-A '' 
ii:+ five years.+ :+ +.. "A.. ' + + :+
Oa ob r
n-444 

4'~<AAA' 'A A4'44Ab. immunization.,EAA-AAA~~ +4 +;A~ A,4A OR te6.totnl"'-number of IAi , A ~;P-<'4 AA-'C<~4 ++-C'4AA'4?A~<AA4'A44A~iA4A"A4 A'~--AAAA4' A<os~A-AA
j 

~ "24~-K"C~:;~'4'.......A~A~A-A4A immunizations given'H A--A '4A4
'AAin 
 ' -A.'CA.",'qaz-PM@lJip, ,",_- A.,~"
+ MCliiH -' :Ao..A+'thiose Lgiven ' 

Y +)++,I,+6 :1' 5 .in. ...the. .. Mradi+ ......... .AAAA-A +++++.+i . . +AA+.....- A+A' A A~AA ''MCH 11 ++ + +++ A-' + 1 +;>+i} m1oile clinics -AA 4-A + ii:++ :i.++?,"+I+ accounted,:S + +++) ++ ++++ 1+
- L 4 +r--++A-A, . - A-Ay A+AA-A 4A4AA'rAA A AA -41- A".,AA'+ 
for the follow n+; '+++percentaAes++++1+:+ + + +''+ '<4<: := 

A4+ i + <i - ;A A ; :'iI A-A ' A - A - - -
4 I + 1'A-" ,;+1 + + iiii;i i i!++ .. ,-. - - AAA< - -A++,++,+ ... - AA A. A4ppA'A./ A- +i+iiii+4 'A +++++ 

.. ......... "+'m"-A0 
-, ;;+'-'''-"4 ---AA 'A4<4AAAA 4 A AA - C A--o'"l 'e'-' , A 4444<"4++
J4.AA ... .. . ...........A > ....A -A........ 4.A t oA-" A+;'-' +
1+ ++;+:+: ::++:+++ BCAG~-0%9A'+;+:,++4 -aP A..A.'<- Ar -+.- - -<, 'AA'A'A''AA44'+,+,+++W++++++++;+4- -++. 25%;6+ PolioA 25%o; A-" . . AA'' A .. ........ '
 A ..14<++.+++ + ": A >"h. Mea~sles 25%. .... .. 4++,.£, A; A.1j + Tetanus.. 'A ... . .. ...- "A ~ A A A 

'<A+:-:+++"4+PW'AI.......A . . 4A ""4+ 4 
. '.A i I AAA

Toxoid 22%A. ' ' " 44' 44 4>, -AAAA 

In e clinic:e-chA' mo a healtHealth Euto 4 
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>~ w.c.liedic.;n eio n isreealso~ irovid& t forrthe theatmen 

ii ~iiof mix dr~i12nes es. 

,4 ~~ ~W~ il i vfilable ,from .,the' Babati Hcalths Cet"/Dr 
Sit is''itiue oudr-eguchl en nthe 

clinics. 

CLNI RQES. OTTADIG
 

ireardngth Mavmar The4ii difcut 
 con' 

)ac 

tufai i Mivc 

We MvemairoThetiv
 
-NihrH- rc oius hegrintest shw e~ ~on 
the cnic ioe ~tthe ?borderg o 

ihservtic Whe -C ig duenoteD l o oth vfilleAresen7,. t,f i 

~~ .~~~~ om lemirofra~ il enic.4 n. A4,.t e Ma u a c i ic ­ ni i 

.......
 i99 theiq evlutin in~ th o n'sthentmoter 

(mediny ber>Alonithe villge.Hat
xat-rciaen on 
'Theefor, =Ouf .nrcie.nofurter hacve 
 Nihrhv
 

ofthtillne
onustheth followit 
- ionstaints
. Hl:nw - N y rd h s e n re e v d f om I mi,
 



..Inadequate striff sezrvjc s
to hic Orgnl, 
it l-as hore'd thi\-t'the, Staffs f 'oma thle nearest digrensary 

T'-!-id 
 0-rb~rieh -However~clinlics.S 	 when this oarrangementw,rg made&, sh'ortage of staff at these 
stations (dueto iline ss, rtrilcvtpnfrs 

attndnceat(:urses,4f I~Iclinic 	
etc.) Trov~d tob problem. One ~ hacdbeefl designated te reponsijbijity of a.healthK
 

coentre, 
-two6others had been designated-the responsi
S 	 iility
of~dibpexinzfes/111CH Aide Stations but~because, of shortag e
of staffland constant difficulties servicing these cliicis,
the - resn siiiyhdto'be assumed by theStaff 'of the 

2. Confirmation that the~Governw Pol'icy wvould not' allow5"
~"'~ '~, for the continu,:tion of mobil~e clinics, once the Project 

<.. funding was over. This fact had a gZreat influence on 'ther~ 	~ ~ deision not to start new clinics in Project villages. It~. was fel~t by the former Dlirector aond the staff th~at it was.- 5 vA~HJnot~ right4 to raise the eTo t ione of~th e o e 'fin 	-the 
village re having a mobile 'clinic and then h ,ve the clinic
droDped after a short time when the, udn 
was over.jEven in the 17evlain~,it i'~s vident that the
 

*original. goal of oTpening 1CH Clinic. in 32 villages was.unrealistic. Hoc.fever, itlwashT htatl'Ftst2 
OlnIiswould be stprted.~ In light.ofthe ,tobove, thistoo has been unrealistic. 

C,*%'-1.'Tfcreasing~ 0s~t-. 	 andhortage at PPatr.l1. Thi.s has curtailed 
man Pr.etactivities, and has had an influence on. 
 H 

* osdrn th 'p-ening of any new MOR clinics.4.Poor particin?,tioi!, on the part of Village-Health~ Leader.s,in the''wor of the MHclinic. Verba 
'te cr baagreements wrmade with the village befor( was startdta
 

7 the VIlMa *ould take some, resnonsibility but this. has 
~ ~ tobe thecase.(This situation is describe 

in oredeailin hereport on 	Village Health Leaderpiarticinatiozi in 	Project activities.).I~ ~ 11ll -MCHTRAININGPROGRAAIME -

The MICH compon'ent 	
­

of 	the Training Program is integrated
thrugou alforclassroom sessions. It aims at helping the 
-.Trainee,.to have a greater 7wareness~of th~e health status of~
the mothers and children in their villages;~ to" recognize,<

---------health1problems 'of chilren 'and help solve them or refer themi--- ~~At
'-~'-'' -~'~-I' ~~--fjchild to the ne~irest health facility when necess ary; 

http:Trainee,.to
http:PPatr.l1


a a. 

MN,a 'p~ 2 

to an ehe pren health roble~ms in oregnancy; to 
reognijze those children and -lren7iant -mothers who are~:,at t±iskc"
andrtoto recogniithem to thethref er an dr i neaes halh acl eels~ 

;(nthe case o 
tregtiet rin;e mother, a omergncy­

t' giebrhsnelyorif necessary',takce them to tha nearesiIt 

Atahentl1gives adetailed descri-ptioni of th EC rann 
~ Progrtamme. i 

Au rer, the irecommendation of the'1979 evaluation, the MCH 
STheory and Cliniical Experience were increased in order't 'reare>the, trainee to takea greater leradership ole in -bivities 

~'~'~ in the village.; A;>>'~> p
eerience, including MCHe nnth 

."2, tm~raiznng nrogramnme ordercpae4 earlierinthein odrthepheraneto become more,~..
gol-cofidntill'j raoticil ',.work e~g ario1atng,--Ju the d1QH 

Cadbus: ws fillingui Child Hei'.lth cards, givingvghing, ohildren, 
imuiain iighat euain, 
 xinng ante-natal ptients 

'%11Epeience for female"' trainees vi~s in1crea'sed from three to qi-xwes-treweeks~in a Hecalth Centre -nd three ,,cksr Drd
 
SHospital.> W are grateful to the Staffs of these f~clte o 

helping totrain Village Health stheseoorkels.7 ~''~H4wever,,even~with the increa-ed tie, it has not been 
-rossible for all.female,.trainees to directly assist a mother
 

although hcd many 'pimortunitiestogiving birth, neall . obeerveTI4' [ Onri~t'4Ati 
complications of lab')! neee~eein weeksl~ul 

-~ ~,. AAs "regards"follow uplin the villages, no attempt-is made: to 
-"-'' up these trainees as village r idwi.ves: following only six weeks
I,~'~ ~ 

-set 

pobem o~d h~~teVHW will be called upon
 
~ - if'there is anrbe or an emergency - in fact, this-has 3happened
irva few villages ~Also, it s :hoped that the VillrageHo alth3WYorker 

~"~"' "~K2;':~ Will be able-to" work w-ith the Traditional Birth, Attendant3 and to,,~ 
''help, her become morel aware of the need for cleanliness, the. dangers

of some birth practices,' the need to serldfmothers with complications <.. 

'3"i"~4'«'--u'to'-thehosital for delivery, etc.4.An inherent difficulty here is 
.~~.. that ,the VHW is much younger/ta h TBA and has~ less, experience 

so her assis~tance might not be welcome.' This collaboration with AK4
<'s""~ is an area which needs~ the ,TBA much more research and in the event -­

4 . -of continued funding, should be exnlored ''' 3' '".<'""".'~~" 

Y44'4, 

http:etc.4.An


4 

2: 

MOR DA~?'~,~ ATTACHINEUT 1. 

MC'TANNPROGRALZhIEKV
_o -- he-rat±r--p.Orlme-consists­of; the follwn:~V q7-7 7cop 77 ~ ~ A-A-4 A 

"a. I~ntodu-2tjio'toMcternal and -Child Health;,<<~AV~~! 

fA~4 ~ v4~.rasronnil?'.liti~s of the trainees Ain'regard toA;A~AV 
mar.il id! child hbc lthin the vilage;.­

'~~~~o ;* 'proper nirttkn 
b. 'Introductnn~fTrnh~f tofC-lnis 
 inrace uT) 

-~ -. 4~--serv hices, 

~~~il ternes' o 

nrov-ided, IRoad 

ea 

to~ Health.,card;: 

an VH~ i the 

r esnonsi-~z 

work~ ~~:::i 
oftecinic;~ setting ura mobile clinic in-

yAA~A IV 4 ----­the 
4 

village. 
' 

-~~ B 2n~d~ Session:*' 

~ a. Princils and Practice of Health Tech 
1 

ing in 

VAA~AVA4~ ~MOR Clinis 
-

- A41,41 V~j~i) ethods of Haalth'TeachingA ~I 
- (ii) Individual Dre~r c tion anid n~roctcice in classk 

A, ~~givinig a health talk - 6elf-evlain 

evlain by Lbu-.cher and classates 

*~ ~ ~ ~ ~ ~ ~ . ii Clin-AAA44lA4~IAA Wical E*'-erience. in MCH Clinic at.' 

4114 41'A4AA41. B abat j!Hael th C entre ,- ob serv ation and 

41 ~'AA<1b.-
SVVA-AAAA' 

Nutrition 

'ctUJ. giving 

imrortl.ic~eof 

heilth talk. 

proper'die t, signs 

A<V :~~41.A~&,~and sympntoms of mlurtoKwashio rkor, 

SAAA V M a ra sm u s . 4 

A 41.4AA A . (i) Demonstration of preparation of Anutritious 

~A A 4 A~ .~AAAAA~1AAAAA' food. 

A~~~~~~ 
.~AAIA~ImmunN<&AAA~~izationis Princi-nles vnd Practice. V AA 

4 A 41 W(i) Meaing. of vacoines;_preraration needed;tpen4 of- AA Arg voona 
 tin needed 
 cold chaAn*
 

A 4.iAAAAA444-A~4~4 

AAI4i 


V 
AA usaing~ 

~I ~injectinonsd 
c aA AiAb xA a sponge;LUU9 

14AA) A1nAe A A A- 4AAAA 
c". E~eie c 44t Ba at lt 
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<Do '4th' Sessim~ 4-
, 

a, or:acyChildlb txh MoNthier and Chi-ld~Caro .1wzr 

e~cuveystems (liae -Femle)' 

P~at-n te mIdun; poetal Heart; No=LAbo 
' -s 

(vi)Siand Syptbom of Abortioni Troate';FrtAd 
(vi Childbirth~; Norma Deivry; Asisig nj<a emrgnc 

(Viii) Carofnewbor child; cr of mte 

CMlatcsin Childbirth; PostPart=n Hemorrhage' 7 
3igns, sYmPtoms', emergemoY care, need for eerg-" 

~ 
~(X) 

(~)~~1d 

Ttibal cuatoms, giood and bad,1 . mzroiindng 

a.~o X.Li) Family Planning,. 

ohJIldbfrth
4 4 "~'4 

(ii>Diseases'cof the Pemalo Reproductivo'Syrtem. 4 
.. 4 

be (71in±al Exp'eriance at~ Babati4e1he~. . 44~~444 

~>o. inal'IGi Exzaminatioi 

4.4 
Ee~~4 E.4.4'7II~*~inCALUVimm 

(FExjj 7RunEExperiene inl MCH uC1 ±noi.Labour Ws.,~ Dlvery 'OMY) - 6 wieekaIoom, Maternit, ~ 
4.TCA 

~~ '4 Ward,, lhs.ry at aHealth Cez'tre .(3 weeks) adDxd 

4. -(3 week ). ~ o pt i' 4 4 

4lria wing444.44 Er-eri44 

1 1944 4etmbr 

4-' .44 V 



HANAM'G ILG-" MJTH,_P3=lT~ 

_on ofteioeo fzon-thebeginin wvaz _t tb~ the'TfIswotld7 ply .....inPortalnt role ill recognizin 
_aJ theirhealth units to 

o orerent adsol1ve theciu proleia., This, of 
to~Clinic.~ ~ In via s bxHn 7th~~~~ae= hr !1~'inica 2.~sClga were Thetd, 

ta eqdeeqie1. ~~o prvdn pl oe~to~the conduct the clinicreqiWo-uim ani .'I diiooti,4 it wan understood thatheVHA~oldpati jae n heWoi of the clinic, alo'n6 with -thTrnnae~..~ 0 8 *~ the place,~bring the tables, chairs, wn~er, etC.~
 an wela ej tweigh the nothers and children, )w'enin orler in ~" 

~-{;7hile this ccoprtion and participation was excellent during'
tepreliminary meetiat-e rand du=Lng the first few clinics, it declined0- the clinics cn udi aypa
contnueina~r2.aes., The attached TableSpriipat ~ shows the "-LU Clnc hel since' June, 1979. Unfortu-Oma of 'the a-lP n r (1'~o~* 'o a 

* -*--- Participation so this is orked IN//Ho~eCatwhere in contrast to *OI01 4~i1t 'wad d" ti ~7'onta 'e'HqY-.nrtpoet In am 
clnc tee~.y'eeshr mnay not hbave attended but zuemberas -

' '' their number is oted.-

Inoecii (Lu~an)'= no V~m from that rillke participate
in ~te Work of the clinic. ' oee~~ni rested.VHIfrona. nearby -<--'-. 

vilg ('chd ated 
an workseithclncery 
 ohl tonothe vilaesthe
HLBmaynotattendI the~clean clinic but ti1eydhept.4,,~, the olinie building beforehand. In these canes1 it 4 is necessary 
to request the help~o te ipeetdesn
~needed. obrig theequipment~In two viae TcusAfrican hoptlt sseen a 
theimotn partciptio 
 VZ ae~involved ii preparing a meal for-c ­ '''--2testf -following the work of th ciic 2 

'---- 2 ve .- remn 

,-- -"that 

was before. th pening of, the clinic-'­the, Mis wvould take thei t Im~,itongoji byKtn~i rprn
 
-- he- --- clinic site and- aelping in the work of the clinic. However, this 

-'~4-4- arrangement foll by the wayside in noetlvilla.-es and Lai tioae villageswh here is1Mparicpation, th am H , how up or eve.-- i-2y­

~ 2~2 A~>. --
1 ~ - ,4~-~'--While it -uld je difficult to draw any valid conoluaion from th~e--dt aialit '-vould appear ­

that the marticipation
"'~- of VHLs in~ ~ -~~ ~i un DH%-' >142--1­a ias not ao groat a s had been ex ected 2 

21/9/1981-2-
­

' 2'' 
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VHL PARICIPATION IN LIH CLINICS 

NO. 1--979vllI ' -	 - • 1980--- .. 19811981 

",' JUL.jAUG. SEP. OCT. NOVDDO. JAil EB MAR APR MAY JUN JULY AUG SEPT OCT. NOV DBO, J FLR APR MAY JUN AUG. 
bOHOMU 30 9 
 6 2 1
 

<,DAGAW. 20 
 3 6 3 1 4 3, 5 2 4 2 2 3 2 N/R 0 2 4 . . . .- . .. . ..- ] 	 4 2 4 4 2 1/, 3 2 2 1 . 
MATUPA '22 0 2 NI/H N/RN/ 	

---

3 	 N/H N/ H I " 3~ C4 5 
­

0 4 ~~~'~1 N/R 2 6' 8 2
MITCN.-- - -CIN LN

LUXIIAN, 9 0 N/RN/R N/RN/OIl 0 N/R r/ 2* 1* 1*1* 2* 1* 2* 1* 0* 1*N/1 0 1* 1/R 10 1*NA 

OLBILO 15 0 0 1 1 1 1 	 8 1 1 1 1 1 1 1 1 1 N/R 1 2 1 iN/" 1 1 1N/A 
MI'I 9 0.. IJ/R . N/ . N/,RI .. 0 1 3 0 0 N/RN/H a o CLN 0 ,1" 0 1 1/1 0 / 

I-IEA:J~ 18 0MA 	 /N/2 02 a 3 1 1 0 2 	 N/IR 1 1 4 2 2 2 2 	 4a a 	 bITIKANSI 10 6 4 	 aNf1R b2 2 4 1 3 3 1 3 	 b2 3 1 0 003I/P1 3 b 1113 2b 	 .. b b b]M2HAB" 19 3 2 4b 4 b b 6 b 4-b J. b b b--b4 6 6 2 41 8 811 8 6 1 N/ 0 1- /RN/R0 5 3
 

OAY 11 11 1 
 3b 2 0 2 4 3 	 2 4 2 1 3 2 N/i 3 NI 3 1 223 2 1 22
 

9 
 63HAIO 4 3 3 R/13 3 2 3 itH 0 N/R N!
33ARJAIOD 	 2 0 2 1 0 3 N/H
- - - I______~ ~111 

9 

-
-_ 1 I ____ 7jN/R 

I-

NRN 
-

1 / 	 4- NI 
/ 

* FrnSacheda Village 

a. 	 Including miember of Health Cormittee 
* 	 b. Includes those who cooked the meal
 

NI =~ Not Reported
 

W19/1 981 
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fl*TIPC1ISTlT' GURA Vz~ DV~ 
AiS T=GE = LHi,,j SODj _ 

Violoda±1ge was' accepted in tho P-3jo in199Chr±ji t n3i'aa was' of'sne-;of £erale &fou T7,e .V±1lagegalh Work: Christina Gara -ot .45 ~xsI o opstoa 
29, in Mll Hil1- yustizna Lohay go t 70 and 31 cp!2 s-ci10,;cneunl
Xutiaia cs~ootad as a Trainee fi FG I I 

SOn competion of hoir fourth Zasseasion, 

x otiala at the nearb2~a4n 

r' usalnj Justina went back ts~ 

J 

' <i ~ ~ 

MOo 2xagemot from' th Village leoaders or her parents ,at home,In fact she a11e~cd ta her Paren~ts said there Is lio need~of" even buiyig~hex cl~othes because s'o d-i no jepinfari-ly Woi;L.jca h pn 

Sthereforo 

ale 

00u1dritpy eranyhig.befreitwas able to asocs her work. Yustina'wadiuiaed and decided to loforI~0111rt t somewhere
soshetwentb to Basodaeshwhx er broth=r w6rLs az a eacoha adshe' 

~ ~~.<, 

In~Lithe mcnimpCristina had been ani activo: Village health leaderk'adisemthtsine e had lot her first chance't becm a VWsh
felt now h io . ripe'for "her t~'o o Ine e andailty.Sshe<

r~ a tedbl~ ' ft~~ f om Joseph t- to<go fo 
prciclwol a aoeaDispensary and went to asit tLxmajda MCHClinie 'the nioaby Village The Village gves hertrvladfdmoe 

'~' 

trto 

getsnoohrhleih. 

Chistina Gara was to be accept~ed for theP V 'at'sro "Gc fofuture MC pitia , provided the village would pay, for he odwhile
she was here. Howeover the Village waas not enhaio= id ohn buthis aathouiih DIM Bashmet had discussed the Lattor litab both' the Chaiman 

Serearadthyhad4 wpeed to pay for her when 'hwsinBbt for 

S '' ' QThere was time sonetime in 4y,91weChitnsad 
hther ~~ ~ ~ ~ ~ we ChristithncopliinnaorInef~ eh r~r ath oo pla n~n of her izvolvem ejt in Village voluntary workwithout any<hope for futertanigor_1to.br 

' * ~ ' ' 

from doing any rdditi~nal work In factheao'te a !at.er, dated.1516'1981 
to DHL o of his daught 

DEL in oourao of his duty met ,MzOet Cara and ox,:lninad to him 'that -thePr~oject col nta this time do anthn fohrizlfrg'.a fa"ofrinn 
is onernd 11ievrMee Gaet was ongr: tul tad for' boing af*eogtoshuveh a da gh erwh o I ready t o help ot e s 'Io u t - g and was 

mcoragdo lt C-xstiaeontinue' wit an lltyork she 'isdonat present. 
~ f 

'> 

~ 



J, ' n 

>Izo Sacha" Villaa''12> 4'a4',-a§ wit who adie to co-operna.> This"a'a. 

axpl~~~~~natiofi~~a,o e y a le t rwisR ff l 1,MLV / / S T T 5 a e 

stll atendin :Oraltdalout Spclyher Dispenary, hepn atS G14">~ oin 

f4So hrisin exclaepwt ke hhmMe inz wasn advistue undooaer whtevea~ new "4'~> 
'~aragmn "'< will'foloe bye a"e '~44.~efetvfe 3118 
 I h i ti)4 however,theped~t croao theag Dreotor iionalt ai Disenay or
 

aa. ~ ~ orot~age~ herto0 ad pr ci a l Se rti , Sch d a Chit ain' 
D1Ol cptlior "'4,4'osbe 

s till 8rat e d n o i a s a a h d a D i p n a y o p r g a L n a C ~ . S 4<~ < 

T , 4 ; ~ _ _ " ' -a - " '' ' ' a 4 I 

T~a d a t i g~> 
> ' a - 4 4 ' a " ' 4 
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4
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BORDELIE PFLLOW-UPAUQST
u 198__1 

TAIAPA KIJIJI BOfLDE 
DIAGNOSE 

Bom.IWAUD 
ATTEIiDED DjO NOT ATTEND 

1979-1980 AUGUST, 
...... 

981 RMOJ UMKEOSN lIOvD AI'lY DIED 
TOTAL N0I-ATUNIER 

B;Jat.IG 

BASITT 

ENDASI 70LD 

IEMSKEON 

II-U.G"HA 

204 

174 

337 

162 

148 

246 

(79) 

() 

(73) 

26 

25 

89 

(13) 

(14) 

(26) 

16 

1 

,JL-- -

(8) 

(.02) 

NITBER 

1 

1 

1 

(.05) 

(.05) 

(.02) 

43 

26 

92 

(21) 

(15) 

(27) 

GORUOL 

I mUG " 

/AL 

EINDAU:,CUL.N 

ILJPEA 

S",RIM 

168 

106 

162 

36 

106 

30 

112 

95 

59 

25 

66 

18 

(67) 

(90) 

(58) 

(69) 

(62) 

(6) 

56 

6 

43 

4 

17 

6 

(33) 

(6) 

(4)-47 

(11) 

(16) 

(20) 

5 . 

7-

21 

6 

... 

(11)( 

(20) 

(20) 

_ 

_ 

-

-

-1) 

-

-12(0 

56 

11 

40 

() 

(10) 

(40) 

(08) 

VIL:.. q.,I 16 Fa- -. ,1211 )4 (25) 1 6)5(31) (40) 

TOTAL 1,279 942 (74) 276 (22) 57 (4) 5 (4) 339 ( 



PREQUENCY OP li! C1Oi 1IlEfME C .T-i r1 PPL-L-T BORD3ERLMInS EXXjINED AOGUST/SEpEl R 1p901_M 

TARAS'A KIJIJI NUTRIU TIAUG AUG.NUTRITION 	 AUG.1981 -1981 AUG. AUG. AUG. AUG.1981 1 1981 1981 AUG. AUG. AUG. AUG.
1981
SURVEY 	 AlgG.B B Y B R-B YY Y R R B RY 	 R TOTAL 
BARBAIG 
 ENDLSI:OLD JULY 1979 14 3 0 3 0 0 2 1 0 0TOTA'O 	 23JULY,1979 
 17 0 4 O 3 2 0 1 0 0 2T OTAL 	 25

31 3 0 6 I 2 	 0 3 1 	 o: 2 48BASINLTP ZHD1 	 1~iff"...t' . . .. .JULY-1979 33 
.

2 
.

0 2 0 0 O . _ 
 4 1 __
S5ILR!0 JULY01 79 53 5 
I..GihA _- JULY,1979 55 0 O5 5
 

T I141
TOT:.70I. 	 2 0 9 6 0 4 ___0 0 9 1 71
 

GORO1.1. 1 DAi!iH 	 JULY,1980 12 0 0
 
,-, 9 
 0 0 0 1 0 2 8 

TOTAL 5 0'1 0 0 1 0 383

42 0 080 

ImBUGIP: VILIF., VIV_' JUNE, 1980 2 0 0 0 1_

SA1-L-3 J. 	 .
N- 19 10 13 

It. 1?-; 	 0.- -0 1 14TOTL-

1 1 2
TrA 	 0 0 22047 ,46 2 6 2 1 3 0 o 4 6
 

GRANDL_____

TO!AL 


260 76 
 24__ 11 
 1 _ I 17 338 
NT 
Borderline 1979/80 matched with Nonials August/September, 1981 
 YY= Yellow remaning Yellow
BB- Blue reiaii in Blue 


BY= Blue Changing to Yellow YR= Yellow changing to Red
 
RB= Red chaginr< to Blue


BRm Blue Changiz-g to Red
YB= Yellow Changing to Blue 
 RY= Red changing to YellowRR= Red remaining Red 



C=ulnYOPAR CIRCUZIPERENCE 2L0?GIM POR REPEAT BORDERLINzs ExA IN aAUUST/. 

TARAPA 

IARBIG 

KIJIjI 

MIDI'IJOLD 

DATE OP PIRST 

NUTRITION 
SURVEY 

JULY,1979 

AUG. 

1981 

90 

AUG. 

1981 

B BB 
14 

Auj. 

: 
4 

AUG. 

-81981 I 
' BI 

i0 

AUG. 

1981 
Y Y 

AUG. 

199
Y R 

I 

AUG. AUG. AUG. 

R--- _ R Y___.R R 
.1 

AUG. 

_Q 

AUG. 

11 81O T. 

TOTAL 

TOTALOT 

JULY,1980 54 

114 

3 
. 
17 

0 
. 
4 

31 
.1O 

41 

16 

27 

1 

1 

5 

8 

6 

7 4 1 

117 

254 
BAS1H IT, 1!ADI JULY,1979 52 5 2 4 5 0 0 0 0 3 71 

SHALJiO 
LGI .. 

JLY,1979
JULY 1980 

oT' 
i9

91 3.18 .. 0 . 
25. 334._ ~ 60 ~ -.. 6 - 5 

TOT-1 
-~1 - 5 7 

GOR JI. . . . 9 o11 1~l;75~ 

"u LY 1 97 9 0 0 . 1 0 0 1 2 2 1 
TOTAL 18 2 3 2 0 30 

VIL MBUG..EUNE,1980 2 1 1 2 0 -0 0 
S'-:R -a JUNE .1980 2 0 0 1 
I.IAO TP JULY 19 79 7 - - 3 2 2 0 1 0 0 

TOTL11 4 4 2 1 1 0 1 30 

[GRAND= : 
TOTAL 

NOTE * Borderline Diagnosed 1980 matched 
Exa.iined Au. ,/Sept.,1981 

BB= Blue reuaming Blue 
BY= Blue changing to Yellow 
BR= Blue ohanxging to Red 

YB= Yellow changing Blue 

-

with repeat 

49.L 2 

Borderlines 

58 

YY= 
YR= 
RB= 
RY= 
R81= 

74 11 13 

Yellow remaining Yellow 
Yellow changing to Red 
Red changing to Blue 
Red changing to Yellow 
Red remaining Red 

1..6 

" 

1 17 596 
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- 3C% wanayaesil- tu 
- 40% wanayaaldo no kuaom 
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SEEM
 

MRADI WA AFYA VIJIJINI
 
IDARA YA AFYA 

WILAYA YA HANANG' 

HATI YA UTHIBITISHO
 

Hii ni kuthibitisha kwamba 

janefuzu mafunzo ya Wahudumiaji wa Afya Vijijini yaliyoendeshwa 
na Mradi wa Afya Vijijini Hanang' kwa kushirikiana na Mganga 

'kuu wa Wilaya kuanzia mpaka 
Ameruhusiwa kufanya shughuli zifuatazo" 

Kutoa elimu ya afya 

Kutibu shida ndogo ndogo na kutoa dawa zilizoruhusiwa kijijini 

Kutoa huduma ya kwanza 

Kusaidia katika shughuli za M. C. H. 

Kuangalia usafi wa mazingira kijijini 

Kuwa Mjumbe wa Afya katika Halmashauriya kijiji 

Cheti hiki kinatambulikana katika kijiji cha 

Wilaya ya Hanang' lu na kimetolewa tarehe 

Mganga Mkuu Mkurugenzi 
Wilaya ya Hanang ° Mradi wa Afya Vijijini 

Chet hiki kimetolew bda ye mmhlmbsbo yoyote. 


