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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
conclusione 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

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
to GOT management.

R 1l.b

The program results in R 2.
terms of costs and bene-
fits are within a range
of cost effectiveness.
It is expected that the
host government can
manage to pick up the
program and integrate

it within its own

health plan for Hanang
District.

R 1l.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
Tanzania will be able to
include funding in its own
budget for support of project
activities for its fiscal
year 1982/1983.

That financing for the

period July 1, 1982 - June 30,
1983 Dbe 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.

That a detailed plan be
produced by the project

staff in collaboration with
appropriate Government of
Tanzania officials at the
District level, which describes
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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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.b

That project staff in
collaboration with Government
of Tanzania officials continue
to explore appropriate options
for the supervision of the
Village Health Workers trainec
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 officiall4

That the option of pursuing
the iflea 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.

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.
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F 5.

II. Program Results: Improving Village Health

The information system
designed for this
program failed basicall}
at the grass-roots
level, because project
reporting from village

_Health leaders (VHLs)

did not come in by and -
large. Where it did
come in, the data was
fed in to a central
point. Feedback was
limited. :

Success or failure of
village health leaders
_(VHLS ? t6 perform™
in program outreach is a
vital indicator of
overall program impact.
The record in this case
is, at best, mixed.

R 4.a

R 4.b

R 4.c

R 5.

A thorough review of the
"primary" health information
instruments. This review
should include input from
V.H.L.s.

There should be a thorough
review of the overall infor-
mation system. Checks should
be made on design and dupli-
cate reporting. Effort
should be made to reduce the
total number of pieces of
paper being ‘handled. Each
instrument should have simple
identification which fits an
overall information flow syster

.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.

This project's operation

must be said to ke focussed
"beyond the dispensary."

In a similar vein, project
leaders should study the VHL's
influence "beyond the lecture.'
What happens there should be
the most important factor in
decisions regarding selection,
training and ongoing moral
support of VHLs.
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F 7.

III.

.The Information System

The System has been able to
meet some of its stated
objectives. It has been
difficult, however, to
measure the impact of the
Project on health status
(Objective 3). Although
it is well understood that
not to have information
does not necessarily mean
there has been no impact,
it is nevertheless a
failure of the system if

it cannot meet its objective.

The system is too sophisti-
cated to be replicated by
the districts especially
within the context of the
Primary Health Care Program.
However, the system has
provided Tanzania with
experience which is
invaluable for designing a
a national PHC data

system.

R 6.a. Presentation of data

R 6.b.

R 7.

or its analysis needs

"to be improved. As

it is, one needs to
have Project staff
membersnearby to
explain the ''tables"
and other handouts
about the project.

A bSetter balance needs
to be struck between
information collection
and use. Too much

is collected, little
is used, and less
feedback.

In designing a national
PHC data system, the
following should be
considered:

a. Stating very clearly
what the objectives of
the data collection and
analysis system are.

b. Identifying what
data is needed, by

whom and for what
purpose.

¢. 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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F 9.

F10.

IV,

Training and Supervision

The training of VHWs has
extended health servi.ces
in Hanang District from
25% of villages 4 years
ago to 95% over the period
with about a 10% drop-out.

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 VHWs excel

it may be possible to resolve

differences in this area.

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.

R 9a

R 9b

R10a

R10b

Rl0c

R10d

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.

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 the village is
committed to support the
program.

Greater emphasis should

be put on selecting
candidates who are
established in the village.

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

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

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.

Assessments should include
a checklist of activities
undertaken by trainees.



Rl0e

R10f

R10g

R10h

R101i

R10j

R10k

A system to allow those
who fail assessments to
be re-assessed within a
reasonable time should
be established.

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

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.

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

Practical training in
ervironmental sanitation
should 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.

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

Information system: This
should produce continuous
records on the prograss of
students. Records of
performance in villages
should be used for
monitoring training.



F 11. VHWs are found to receive

F 12.

two types of supervision,
administratively from
village authorities, and
both professionally and
administratively from
program staff.
Competition in the area
of administrative super-
vision may increase as
the GOT implements its
program and as villages
increase payments to
VHWs giving them more
legitimate right to
supervise.

Supervision and performance
rating of VHWs after
completion of training has
not been implemented

fully.

Rlla

R11b

Rllc

R1l1ld

R12a

R12b

It is hereby recommended
that there should be
constant supervision

from the dispensary staff
as an ultimate policy.

*But since the dispensaries
are overcrowded at the
moment it is recommended
that there should be a
health assistant who will be
specifically assigned
supervision, either at
divisional level or for

a Health Center catchment
area.

The administrative super-
vision should continue

to be by the village
government.

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

Supervisory visits should
be on monthly rather

than the present bi-
monthly cycle if resources
permit.

Training evaluation of
VHWs performing their
tasks should be continuead
for at least one year
after their certification.

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.
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\0

V. Measurement of Technological Change

The program appears to
work in that inputs

feed through to purpose
level using a revised
logframe. It appears

to be manageable in

that village performance
can be compared, and
analyzed, and the
factors in good perform-
ance identified. The
program is capable of
generating the data
which program management
would need to control,
expand, and justify

the program.

R 13.

Program management should
use a revised logical
framework as a management
tool, checking continually
on how the action moves

from outside (program)

input , to target population
input, through a sequence

of -impacts. Better
indicators should continually
be sought out. Just as data
generation should be kept
simple, data handling should
be based on a manual system,
which could be computerized
eventually on a national
level.



10
Methodology of the Evaluation

The methodology used for the Hanang District Rural Health Project Evaluation
was unusuali' one hesitates to say unique. For such a small project, an OPG
of $524,0000 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 nome 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 chalrpersons 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 Develcpment
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 generating.

The Team Leader had conducted interviews With decision makers in AIDMW

e o ————

prior to departure in order to find out what they hope to _learn 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
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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 c? 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 add:d the problem of the
handouts, which came a few at a time on successive days, with no master
list available, the fact that there *'as no electricity curtailing the
possibilities of evening work, and s. .den afvernoon "g_}._l_s_t.s“of_wind which
picked up papers and spread them around the floor. The widespread need to
speak and understand Swahili was no major problen, with almost all_j;;aém.
members fully fluent, although the need to tramslate 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 wmountain 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, discussionsyerecut off
repeatedly with the suggestion that individuals get together outside,
decisions were taken by majority and one might say unanimity with the

Teain 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
tne 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 &5 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 evaluaticn 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 numbers, active, and zealous in
defending legitimate GOT viewpoints. Those sponsoring the project,
especially CODEL, were on the side of the pProjezt 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 bal anced. The degree of harmony was surprising,
even when people held quite divergent views on thornyissues, and if a
couple of people seemed at odds there was a big neutral majority to coerce
the contenders tward 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 Tanzania 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; supervise environmental hygiene in the village
and participate in the discussions and decisions of the Health Commifttee in
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 fundéd by CODEL (Coordination for Development - a Consortium
of Ecumenical Orgdnizations) - through an Operativnal Program Grant from
USAID (United States Agency for International Development). The Project
holders are the Medical Missfionaries 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
Govermnment has been operative throughout the life of the Project. The
implementation of 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 tda” time span to 4-1/2 years, termination November, 1981. The total
funding for the Project is $499,000 (Tanzania Shillings 3,992,000/=).
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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 government health
system. The Sisters were concerned that the simple delivery cf 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 Josep Anthony, 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 st 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 contacts with the villages, etc., were begun on lst
January 1977. The Pilot Project phase was begun on 1lst 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 followed 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. The work of the
Trainees was supervised in the villages by Division Health Leaders appointed



15

by the Project. A seminar was given at the Center to orient these DHLs to
their responsibilities in the field.

Following the decision by MMM/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
Project 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
(UCSAID). 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 ture, 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.0. and Project Director and issues by the Area Commissioner.

Successful candidates received full certificates qualifying them to:

. Teach health to the villagers

. Treat minor illnesses

Give first aid

Assist in MCH activities in the village - MCH Clinics, etc.
Supervise environmental hygiene in the village

Be a member of the Health Committee in the village

oWV LW
L]



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.0. 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 health 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.) 1In 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



the initiation of an MCH Clinic. At present there are 18 villages which
have medicine boxes with curative services being given by the VHW on
certain days of the week. (See Evaluation Paper).

D. Information Gathering and Monitoring Svstem

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

17
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G. Staff

Throughout the 5 years, there were several changes of staff, both key staff
and other categories. This because of problemstowards 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, I-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 anc 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
draited by group Chairmen. Many team members participated on or
contributed to more than one group. The conclusions include all of

the recuommendations identified by the working groups, and in fact are
taken verbatim = 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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« frOogram vevelopment

Project Objective: 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 t¢o 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 the 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 nearlly 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 Yillage 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
:0 the VIWs in the area, Presently the Divisional Health Leaders reach
every 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 zre presently 113 villages in Hanang District of which 87 vere
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 tlie Project. A total of
180 °  VHWs have been selecteil, 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. 1z villages
which were initiated into the Project, but dropped out also do not have these
facilities which means that Hanang District now has only 167 of its villages
without some form of health services. Without the VHWs this figure would
be 75%.
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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 Proiect ends in Movember 1981, it was expected that these
trainees would cecelve their final refresher under the supervision of the
District lledical Officer.

It was anticipated during Project design that the Govermnment of Tanzania,
through the District Madical 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 Govermment'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 Hanang 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 Govermment
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 tramsition period as discussed above. This
would avoid the abrupt tramnsition 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
pProposals 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 training
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 systenm.

An important part of this system 1s 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 VMWs 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
i1s 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



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 thesz 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 all field supervisory levels of the Project.

One other option for supervision which should be explored is that of
supervising the VHWs from the nezrest dispensary. Each dispensary now
serves 7-10 villages in its area. It is government policy that éventually
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 optimns
should be carefully considered and & 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 under-
taken 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

(1 US $= TSh.8.2)
Arusha Regional Health Budget (80/81)

(TSh)
Development Recurrent Total
2,404,000 27,945,000 30,345,000

Hanang District Health Budget (81/82)

(%?h)
Developmen Recurrent Total
184,000 2,967,258 3,151,258
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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
ISh. 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 *o support this Project in its next phase,
this would amount to approximately $45,000. While fhat figure would rise
over time it is only about one-half the present annual rate of Project
experses exluding capital investment:. 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;
127 of total attendance of pregnant mothers; 24% of total attendance of
children under five. Of the totzl immunizations given in the District,
the project's MCH clinics account for 20% of BCG; 257 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 fui .;ion. Staff from Dareda
Hospital, Endasak Dispensary, Magugu, Babati and Katesh Health Centers
were used. The Proj ct st:.. 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 clinmic.
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 Annek 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; tc 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 section provides am overview of the GOT 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
implémented 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 finardcial year and the probabte amount of money
a region may g-: iu that year. b

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 etec. ’

*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 Regicunal level, district plans arc 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 meetings for 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 ragions and Ministries
starting from lst July, the time when the new financial y=ar starts.

See Findings F1-~3, Recommendations Rl-3; pp 2,3
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IT PROGRAM RESULTS:

IMPROVING VILLAGE HEALTH

1. PLAN

There are two main ways in which the project 1s 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 immunizations,
growth monitoring, pregnancy monitoring and
chemo-prophylaxis.

1.2 Restoration of health is accomplished in the
following ways:

1.2.1 Monthly home vizits 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: '
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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 UNDER
CHILDREN PREGNANTS WEIGHT KWASH, MARASMUS DIARRAEA MEASLES

June 79 353 279 90 2 3 50 8
" 80 1363 465 160 11 13 75 0
" 81 2202 419 102 12 ' 4 87 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 47
overall rise in prevalence of latrines associated with project input.

Percent of Homes with Latrines

Before project input After project input
747% 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 dn 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-1 form (see chart) has not flowed. Reasons for this failure include
the following:

3.2.1.1 People. In . initiations of HU-1 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-1, 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, etec.

3.3. i-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 1is 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. Wheraver ywe 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 7 PXilfdidates 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 VHIs 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-training=moral 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 — INSTRUMENTS

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).
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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)hyggghgiﬁgus 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 hygieme, 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, nutrition,environmental 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 £ive 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 situa.ions

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 monitor; 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
characteristicg,) 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 znd feed back

to project staff concerned with management.

The third objective was '"To evaluate the impact of the projiect on the
health of the villages. It has been said that "s viable hezlth unit

at the ten-house level will be the measure of sui:cess of the whole project
(from project paper July 1977) and it is at this level that impac* was
going to be measured. As far as data collection is concerned, the village
health leaders (someone selected from among a group uf 10-15 houses) is
responsibie for collecting information on births, deaths =ud diszases on
the TMA-HU-1 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-1 returns, it
appears that only 107 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 §Bis is meant that analysis and
presentation of data by the staff/the information system has been quite
unsatisfactory. Consequently, 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 the q%havioral 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 tzbles

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 ztaff. 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 withian 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

Tanzanla 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



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. Secoﬁdly, 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 a%equate and needs to be
organized in order that the district?geamore 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 impressionms.

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 Rutabanaibwa 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 decentrali:ed 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 cuure of Village Health Workers who
would themselves train ancther 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.

SHELECTION

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:

l. 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 (1) 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 accepnting 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 nov.
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:-

Teach health

Treat minor illnesses

Give first aid

Participate in MCH

Supervise environmental hygiene in the village

. Participate in the discussions and decisions of the Health
Committee in the village
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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 tock from 8 to 10 months. (17 months for the pilot group).
This was followed by one year in the field before the trainee returned

foz 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.

ftudent 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
broal groups include:-

1., Communication
Project write ups
Survey

Census
Environmental sanitation and hygiene
Nutrition

Census data
Generative themes
How to teach adults
Diseases

First Aid

N
.
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11. M.C.H.

12. Questionnaire testing

Table I

- See Annex B Item 41

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

40

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 a] { 3
st intake 0PG 1 Jan. 78 Nov. 78 Nov. 79 28 } 56 44 12 «IA
nd intake OPG 2 Jan. 78 Nov. 78 Nov. 79 28 J l15*
red 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) ?
th 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

*

NB

Including 1 who re-took environmental sanitation after return to

village.

Among the 99 in the pilot and first three intakes 28% dropped out
before the final certificate examination.0f 71 who took the exam 28

(40%) failed.

Therefore the successful completion rate was 43%.
certificates for 99 starters through OPG 3)

(43

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.
augmented by a number of practical exercises.
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.

This is
During the field sessions
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They may (or may not) be visited by the Divisional Health Leader or
project staff doring 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 cyclostiled 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, Item43.!). 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. 1st Aid and practical

2. M.C.H. " "

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 js 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 4%. It should be noted that
(1) few, if any, tests (exept 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 of 99 students commencing the first four courses only 43 passed the
final examination i.e. a failure rate of 567 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)



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 (3 more or less fulltime 190,000/=

divided among 40 student per year) 5,000/=

Cost per student 1_32243

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, Dared»Hospital or other project staff,

COMMENTS

A new training programme for a relatively new cadm® 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 criticisus

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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The expectation that VHWs, can learn to teach VHLs how to
teach may be unrealistic.

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.

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.

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 incorpgrating checklists of activities undertakenand
performance ratings should be developed. Methods.for . continuing
educatiom should 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
VHWs (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).



Whether attended a clinic at Zahanati (dispensary) weekly.
Sent in at least one monthly report for 1981.

Attended at least one implementation meeting.

Teaches Village Health Leader once a week.

. Teaches once a week in primary school.

LN

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 VEW 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 3 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 coutinuing 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, tncrease 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 VHLs. The Village
Health Workers are supervised mainly by the Divisional Health Leaders.
Hanang District is divided in four divisions namely, Bashnet, Barbaig,



Mbugwe and Gorowa. There are four Divisional Health Leaders, ome 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 VHW, and during this time he observes, criticizes teaches or
suggests varjous 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 staff may choose to
visit any village for further supervision, direcctly. Apart from the
Divisional Health Leader others who supervise the VHW includes:

- The Headteacher of a Village Primary School on
areas concerning 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 i3 no doubt the structure of supervision in the project is
excellert. 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, with available
information it seems to be excellent and working. In considering the
general structure of health 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
Villﬁge Ald 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 tezhnology 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
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The original logical framework included in the OPG proposal presented by
CODEL in early 1977 was the following:

Goal To strengthen
capacity of the Ujamaa

Narrative

the

structures to improve
living standards.

Purpose a) To improve the

health of a significant

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

Assumptions

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

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 ¢ollection.

Funds available on
timely basis and TanGov
inputs adequate

i 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.

2. They would certain about 200,000 people out of total district

population of 240,000.

wun

3. At an average of 20 ten-house wisits 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.



Revised Logical Framework

Objective

Goal GOT support for

on-going impleme-

ntation

Purpose:
Improved quality
of life

Outputs:
Improved health
status

Target Group Inputs:
Changed health
practices

Outside Inputs:
Incentives to
change practices

Indicator

Willingness of GOT to pick up
Hanang, integrate it into
National Health System, and
utilize project experience.

Village financial support
of VHWs (proxy indicator)

Assessment of project quality
in each village (proxy .
irndicator)

Types and magnitudes of
changes in health

practices

Program inputs

50

Availability of Data

Will depend on
reaction of GOT to
joint evaluation
process

Special project

reports for 1980 and
1981 (6 months)

Supervisary ratings

HU-1 form filled in
by VHLs

Administrative
records
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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.

Qutputs: The Team Leader asked each Divisional Health Leader to rate villages
under his supervision according to the degreé 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 peopulation 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 the GOT does pick up the tab as 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 werc 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 presented 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. podats 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. O
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 villages rated O are
left out. (Some of the latter were in fact not rated, and got a 0 by defaultl)

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  (II1I) 33 16 2.1

0.9 yrs (V) 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.



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

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 Sinding 13, Recommendation 13, p. 9.
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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 witt
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. Strategx

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 te in assuring that the PVO coordinates properly with the host
government from the beginning to achieve an orderly transition.at terminati:
Ia 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 the trainingaspect 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 ironad
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.

IIT. Methodology

The technical package is both preventive and cura“ive and is within &
replicable cost range. The project has found thatnheeds 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 decne about a totally inadequate kitchen
with dirt floor, flies, and no counters, shelves, looks or cupboards. To
ask people ta 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 thefé 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 sarvice 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 Sgmple 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 assumed 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 involv?g‘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 villzges 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 betvause 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 mafle. The azonomic environment of
Tanzania is a facter affecting implementation of this type of project, but is
not 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-1

QUESTIONS RAISED IN AID/W INTERVIEWS WITH TEAM LEADER

Strateqgy (Roles and Functions)

Role of P¥0: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 redﬁced?
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

Hew 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 mén involved in water and sanitation projects?

Has the project helped in defining needs and priorities?

What is the managerment burden of such a project?

Can efforts to collect baseline data be documented? Methods
used; how institutionalized?

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 measurmorbidity? 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 acfivity contribute to efficiency in
other sectors?

Are future health burdens reduced?

Is program sustaniable and how?

What are real costs us permanent results?

When should phase-out occur?

What have we learned ébout 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 isolated projects worth effort?

What happens when they terminate?

What was required to make project sustainable?

Should We -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?



ANNEX.A=2

HULUG VITLLGD IDALTH PRCJTIT

SELZCTED JRDAS  u@  TUTIRIST  3Y ZVALUATICY TET

e DITyTeen smppersmyae
el DS .a'..-:.’.;...r _4.Ly..-1u.r

Tenede ITSIULL
aposerle o ofitllay

SVSUDICH: (ST L LTV - LUINUIG

This Project is Tully externnlly funded, Sooner or later

the projec’ will be handed over o the Goverment of Tanzania,
The Diatrict i' the sriary benxficiary; ard it is the ope
which will be :esponsible to ru sace of the activities of
the project. Rasources in terms of canpower and funds are
required to run these activities, The question is how do we
intergrate the activities of the project with other curront
cotivitios in the district,

PAUL _EHLTR

1+ Question of what lovel of rogources - finarcial, canpower
and cormodity - #ill be needed to raintain the VHg that
bave already been trained, A compar” - ghould be made
between these levels that were necessary for the "project!
and what levels will be necessary for nnintenance,
Followirg this conperison sone nttempt needs to be onde
to assee whather the level identified for mrintenance is
feaoible to be provided by the Govermrent.

- How much field work is necessary to zaintain
Bupervison and support?

- hat level of tronsport ie now necessary to support?

= Toat will the DHla' do following the termination of
project, then who will Ssupervise the VHVa,

= V111 the Govermment eithar Plck theee paople up
or supply others to fulfill their functions,

JEAN RUTABANZISV. HONISTRY OF HEALTH Q. FLL.ATLIG UIIT

le Iuforcation Systen: (1) hat objectives were - What information
wag goirg to be collected - how. this
w8 collected stored -~ 7 Syaten of
retrioval '

(2) How 13 the inforration used (and to

whao 13 thie. nent = who uses it) -
This would of courge inolude how it is
analysed,

«lr



2, ICH -~ to what extent are these VIIT involved in !TH i.e.
(a) givi:g services (vhat iinds of !TH service)
(o) capable of dealing satisfactarily with problens
thnt present thecsolves - what is their
relationship with !TI clinic(s) ataff?

3, The VHW's - kow do they perceive their role cs health

viorkars,

= Yhnt problems are they faoing now and what
} oblens do they thini could be solved in the
near future (and how i.e. suggest solutions)
This would entail tclidng to the VH/'s - ard
listening to whnot they have to say (Preferably
ot the 26th Septeuber lleeting in Sndnsak)

4. Villoge Leaders - Their role in the inplementation of this
progracre - their views on health, their
views on the VHY,

= ifhere the progrorre bas failed - what
are the possible reason,

RoY

1. Observe teaching sessions
(2) VEW of VHL amd
(b) VHL of villogers

2, Practical, measured :hanes which can be attributed to
influence of progravme. ( I have a list of 10 possible
itens to seleot fron)

3+ Observe a few home visits (if such is part of a VHL's work)

4. Inforral oomversations with villogers eliciting their concepts

of and opiniows of VHLa,

5. Informal oonversations eliciting Imowledge and attitudes to

the 1life changes (behaviour) the prograrme is trying to
bring about,



DR, M. ARI (SLOT) - TIESTRY OF IZALTH

. To what extent has/hove the objectives for the

1e"

3.
4.

5.

6e

project bae:n realized,
The =ain ot jeotive; "To rcise the Health status of the
people in danan'g District!

a. ae thore any boseline survey for d'ihgnosia of
heclth status of Hanang, before ix:pleneiitation

" b. Thot were the indices for judgenent/neasurenent

(1noidence, prevelence, vital statistios,
norbidity, mortality)

Sylabus/curriculun for the troining of VHW

Strategiea for nobilizing and notiveoting the cormunity
tomards aohieving the zoals.

Pipaneinl inplications
Input Process

Money ——————3! Burriculur ' -——> Output
People -———> | Institution! ... — VHI
Philosopty —=> | fi:p____,...—,. il

e
Village Good
Coiunity Healt

Pooxr Health ’ I

ZIV. 3D

————

Has the Goverrment and Pnrty fully perticipated from
the begining of tho projed4?

Did the projeot Desizners sce the need to incoperate
the Govermnent and the Party in dosigning and inplenensing
this project? HoWi..,..

What were the objectives of’ thd-pmqeqt
Was the carrioulun based .on the District Health
priorities and Health problers,

Was there any base line survey which was carried out
at least to kxuow the hoalth problems of the district.

How many villages i‘n '1':“‘39 districf Almve health facilities
and which do not have?

e
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T+ Did you only teack IV for +hose villages without health
faoilities? .nd if Yes why?

8+ Vhat wts the achieverent (How zary VH7 trained)
9s Could have this project . ' been actieved by using the
sexisting Healtl: Systen?

10, How is the continuinz Ddusction for the VHV going to be

net?

SR,_IL'RG..RET ROCTRS
ARDA OF LNTTREST/CO:TERIS

1« What shape does the aroject tcke os of llovenber, 30th
and the financial irplication of the new shape?

2, "at ig the capability/willingness of the Governcent
to assune responsibility for coatimuation of service?

3» That are the do's and dont's learmed fron the experience
of this project that con be shared with others?

4¢ Will this project be fully and trully integroted into the
Goverment forthconin: prinary health scheme or will thus
Tun parallel with o cortain cnownt of Tivalry with the
project eventunlly witlerning to be replaced by the
Governnent 's service?

Bossible Activities Chris ood

Wed, 8,00 lsetinz with Area Car-issioner

Thurs,

Pri
Sat
Sun
Xon

" " Projeoct Stafe
" " Bwaiuation Tean

Go on one of the villoge visits

Visit Babati Health Centre, District Health iHqrs - interview starf
Visit one Division with Divional Health Leader

a.0, froe - 3,00 Cvaluation tean neeting

8,00 ~ 12,00 lmseting with District Staff

I'wollld be particularily interested in looldng in nore detail at any

of the following aspocts of the project

1,
2,
3.

Seleotion and Training of ataff

Integration of !project! with'district service!
Envirommental Health project output in the villages
Any othor activities you auggest
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ANNEX B

HANANG VILLAGE HEALTH PROJECT

ORODHA YA WAHUDUMU WA AFYA WALIOPATA VYETI KAMILTI

Provisional Training Syllabus

MASOMO YANAYOFUNDISHWA MUHULA WA KWANZA MAJUMA SITA
Library Books

HUDUMA YA KWANZA KWA OPG I &1II (EIRST AID)

MTIHANI ~ M,C,H, -~ OPG I & II (MCH)

MTIHANI WA MADAWA OPG V (MEDECINES)

Usafi wa Mazingira (Muda saa 1lk) (ENVIRONMENTAL SANITATION)
MAGONJWA - JARIBIO (DISEASES)

MTIHANI WA MWISHO WA MUHUPA WA IV OPG IV (TEACHING METHODS)

HATI YA UTHIBITISHO



ANNEX C

JILLAGE DATA

(Taken from Project Handouts and Supervisory Ratings)
VHW HEALTH PRACTICES SUPERVISORY RATINGS
Division/Village OPG SCORE B C L O TOTAL p T TOTAL

Barbaig Division

BARJAMOD II 2 2 1 1 0 4 2 1 3
BASSODESH IV 1 0 01 0 1 0 1 1
BASSOTU II 0 0 01 0 1 0 0 0
ENDAGAW 11 6 2 2 2 0 6 2 2 4
ENDASWOLD III 10 2 0 2 2 6 2 2 4
GEHANDU IV 0 0 010 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 O 0 1 1 2
ISHPUNGA \' 0 0 01 0 1 0 1 1
MARA IV 7 0 0 0 2 2 0 2 2
MASAKTA I1 7 2 2 1 2 7 2 2 4
MASQARADA \' 0 0 0 1 0 1 0 2 2
MATANGARIMO v 0 0 01 0 1 0 1 1
MEASKRAN Iv 8 1 0 1 2 4 0 2 2
MOGITU II 1 0 01 0 1 1 0 1
WARETA III 6 1 0 2 2 5 1 1 2
Bashnet Division
ARRI 11 4 2 1 0 2 5 1 1 2
BERMI : v 0 0 01 0 1 1 0 1
DAREDA I1 5 2 1 2 0 5 1 2 3
DOHOMU IIT 10 2 2 2 2 8 2 2 4
GUSE II 8 2 0 2 2 6 2 2 4
ENDAMANAGH v 10 1 0 11 3 1 1 2
GAJAL v 0 0 01 0 1 1 0 1
LUXMANDA II 0 1 110 3 1 0 1
MADUNGA II 2 g 0 1 2 3 0 0 0
MANAGHA Iv 6 1 0 2 2 5 1 1 2
MANDI III1 2 0 ¢ 2 0 2 1 0 1
MANGANJWA \ 0 0 01 0 1 2 0 2
NAR III 7 2 01 2 5 1 1 2
QAMEYU v 7 0 0 11 2 1 1 2
SABILO 11 5 1 110 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 III 8 ¢ 01 2 3 2 1 3



ANNEX C-2

VEW HEALTH PRACTICES SUPERVISORY RATINC
Division/Village OPG SCORE B C L O TOTAL P T TOTAL

Gorowa Division

AYASANDA A. III 6 o 0 2 2 4 1 1 2
AYASANDA H. III 4 o 0 2 2 4 1 2 3
BOAY II 0 1 1 1 o0 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 v 4 0 0 1 0 1 0 1 1
DURU v 10 0O 0 o0 1 1 1 2 3
ENDABEG II 2 2 2 1 1 6 2 2 4
ENDAGWE v 0 0O 0 1 o0 1 1 0 1
ENDANACHAN v 9 o 0 1 2 3 0 2 2
ERRI Iv 4 0 0 0 o 0 0 0 0
GEDEMAR 11 1 0 0 1 1 2 1 1 2
GIDAS II 7 0O 0 1 o 1 1 1 2
GWEDABOSHKA ITI 9 1 0 1 2 4 1 2 3
HALLA v 2 0O 0 1 0 1 0 1 1
HOSHAN IV 10 O o 1 2 3 2 2 4
IMBILILI II 4 2 0 1 2 5 2 2 4
KIRUNDOGO Iv 5 0O 0 1 o 1 0 0 0
MAISAKA II 0 0O 0 1 o 1 0 0 0
MAJENGO II 2 0 0 1 o 1 1 0 1
MANAGHA II 1 0 0 1 o 1 0 0 0
MWIKANTSI II 2 1 1 1 1 4 1 1 2
NAKWA v 0 0O 0 1 o 1 1 0 1
NANGARA II 0 0O 0 1 o 1 0 0 0
SIGINO v 0 0 0 1 o0 11 0 1
TSAMASI III 3 0 0 1 1 2 1 1 2
Mbugwe Division
GICHAMED II 3 2 0 1 2 5 0 0 0
KISANGAJI v 6 0O o0 1 o 1 X - 2
MAGARA 11 0 O 0 1 1 2 X - 2
MAPEA III 10 O 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 IT 0 1 0 1 o0 2 0 - 0
MINJINGU II 0 0O 0 1 o0 1 0 - 0
MOYA MAYOKA III 2 2 0 1 2 5 IX - 2
MWADA II 3 2 0 .1 1 4 2X - 4
SANGAIWE IT 2 0 O 1 2 3 X - 2
SARAME IV 6 0 0 2 0 2 0 - 0
VILIMA VITATU IV 8 0O 0 1 1 2 0 - 0

X - As no technical supervisory measurements were received, the political
supervisory measurement was doubled.
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EANANG VILLAGE HE. I PROJTGT

NAME o 7 DESIGNATION
14 Dr.. S. E. Mushi District Medical Officer ++
2.L Dr, Jeane Lynch Director
3.‘ Brothexr Joe Hose ' Business Managar
N3. W, P. Masunga - Liaicon Officer/DHL Basmet
:]‘ Mwl. Y. J, Masasi Tra.ming Supervisor +
'6.5 Ndy A.M.0. Killinga s Distriot Health Officer ++
7.§ Sistar Merion Teresa M CH Supervisor
84 * Nde. Marcel ikonaay “ Health Oifiocr/Field Officen +
9d * N2q Stephen Hyera Distriot TB and Leprosy
‘ . ' Co ordinctor /R.M._A. +
104 ¥deV, M. Tairo Divisional Heclth Leader/Barbaig
11 .¥deC, Mokaben . " DHL,/Gorowa.,
124 * ¥da L. Ao ' Health Officer/DHL Mpugwe +
13.. Né., Agnes Mshana Nurse/IIidwii‘e +
14, ™Wdy D, Matle | Dpiver/llochanic
15‘. ' ’*'Nd;u ', Jyliana Umbe b Data Clerk
6] *mn 1.2, Mponzi . Typist

P

Swahili preferred for inteview
++ Govt, Officials assooiated with the Projoot

+ Seoconded from the Government,

-A1/o/1981,
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HANANG VILLAGS YT.LTH ZROJDCT
SOME FEV VILLAGES LIXELY TO BE OF INTEREST TO VIZIT DURING EVALUATION:

VILLAGE I2.SON
1. | lasakta (a) Health Egucation:~

- VHI teaclh VHIg every Saturday - 3 oo

- VHI3 some of whon are Adqult Education
Teachers teach adult education classes
every ‘/ednesday - 2 pm,

= Success of rehydration lesson to sohool
children,

(b) Village Participation:

= Village gives a stipend of Sha, 200/m
to VHV, (the female VHW has moved out
of the village after marriage) Village
chose another candidate +is Suppor+ting her

=~ Village has bought uniform for VHV,

~ VH7 is always present during Clinic,

= The Jecretary to Cqucation Cultural and
Social Services Committes is always present
at the Clinic,

- VHL8 mnke advance breparation and are
always present in turn at the Clinic to

assist,
(o) Medicine Bx
2, Endaswold Medicine Box and Suoccess of Rehydration Lesson
to school children .
3 Endngaw Village Perticipation in Clinic

-~ Both VI{Vs atterd clinic

- VHIe n~te advance preparation and assist
during clinio,

= Secretary to Equeation, Cultural and
Social 3ervices Committee always attends
and agsizts in registering mothers and
children

4 Guae (1) village Jarticipation:

~ Village Cinimmen is always aware of nost
health activities conducted by VEWa

= Village ;ive a vonthly stipend of Sha. 90/a
to cach VHY, .

(14) Health ducction:

= YVHUs give health education to school children
ar" adult education olasses weekly

(144) Medicine Bax

5e Dohom (1) Medioine B.x
(11) Village Participation

-~ VHUa attend at every clinio,

~ VHVUs onke advance preparation for the
olinic and attend on olinio day to aseist,

~ Village sive a periodical 8tipsnd to every
VI,

|...'lll../2l.
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VILLAGE

wllon

6.

Te

8.

9%

Utwart

Imbildld

Health Education:

~ VIVs give health education to mothers from
tine to time on clinic days at the local
dispensary,

- Female VHY with local LOH Adds follow up
borderlire ci:ildren fron tine to tinme.

VHWis follow/ohildren once & month to see to Jup
their health

(1) Hedicine Box

(11) Health educction
- Vs tocch Viils

~ VHLs %eacl ..dult Equeation Classes once
a weelc

Health Equeation

ViVs teach VHLs every Saturday sterting at 2 ho 8

1981,



LIST . PEOPLE THO H\VS
e e e TUCRT DA T BOR

Samaevaial WV dddddd AFLY LU ALIL D

3-|

LOVJULA L

‘-—'___——__
ASSOCTATSED THEMSELVES 7ITi 7172 ROJDOT

l .
} DISIGILTION

(SECCI.TTDTITT THE

NAD | wLics or
- {ORK, ™ ¢ TROJDOT T
Wi o3
1. Sr-Connie Nangwe Gixls Héednistress Condueteq Commnications
Krautlorener Secordery - [Voricshop O I & IT
Sahool : o
: d.
2+ 39r Peg Donovaii o .  (owDt Teetor- Gonducted Comunications
Oomrmnt g 65 " .un | oTks shop OFG IIT
Eguonticn 7. R
Duvelopmenrt
Mcoene of
3« Srinita Maggvern ik "
-l
4. Dareda Hospitol Direde Hospital| i2M Doctor amd ° .Tecching VHWs, sonsult-~-:- -
: Sisters Olinik -~ 'ond mobile clinies,
taff e,g Rlilmy:
Nurse, vesn i
Tutore .of Muraing
School
5. Dr Mersnret Garme| Doredn Hospite' “fadicnl Officex | Modienl consultationa,
ott al Os - .
6o Mrs "

. o Qudiom Dareda Hospital Matron drovidurg =t +o Project
aotivities when need arisas
=2ega In teaching, Nytriticn

Ssurvey and Nutrition
demonstration, Providing
MCH Clinigal Expericnoe for
female trminses,
7. Babati Health Babati Yedical staff and
Centre Strff Nurse/Midwives Teashirg VHVUs, consultatiors
agd. nobile nlinies s%e.
8. Mrw Josephine - /Babati Health | District of Humoe Teaching ViV, consultuto-s
Manga : n!g ICH co~ordin~ !Te nobile clinics eto
Chairman MCH Cordinat:
GO!IM‘H:GE.
9. Nd. Mgodo Bobati Health | Medical “esistant | Tecching Ve
Cetro
10, lMre Mary Mayo Kr.tesh Ujormn and Comope- Teaching Ve matritious
| rotive Developne~ | ond its propas, ilon
. at. Vorker
11e N4 Athanas Malley| Cndasak b Rural Medical iAdd | Nusrition Survey
12. R4, Moses Katesh «ge Pivisiomnl Ceneral dircotion and super— .
Party “ectary sion °f Projeot aotivities :-
his division,

ssccseea/ e
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HANAN!G VILLAGE HEALTH PloJmcT

—

HANAN'G DISTRICT VILLAGES AND THEIR ST.FOSIN THE PROJECT
<yl DI XROJICT

DIVISION PILOT & OFG T & 1T O III "7 oG v OFG Vv |~ WOT INCIUDED YET IR
——— U S o _H.V.H, PROGRAMME
Endagaw Wareta Bassodesh Garawa j Getanawasi Dawari +
Bassotu* g + Endaswold Mara Gawidu* e Danglaida Murumbta +
RBAIG Hirtadew Measkrc Mulbudaw Jordonu Balangidalalu +
Mogitu * p Gidahababeig Ishponga Nangwa + Endasak +
Barjanod Gehandu* d Masqaroda Dirnn + Sirop +
Hidet % ¢ Matanzarine Nyasanet Katesh +
Masalcta Simbay * ¢ Gitting + Hwanga
Gotoahul Gendabi +
Lwasanda Sacheda+ Bndananagh Maganjwa Ufana +
BASHNET Hadunza Nar Qumeyu Berni Eashnet +
3ubilo Utwari + liznacha Gajal Seloto &/
Doreda Handi ‘
‘el Dohoau
i QGuge Sharuo
+ = These Villoges hove Government or Mission Dispencaries
A=/ = Designated District Hospital (Dareds) is in Seloto Villzge,
* = These Villcges have not been followed for various ressonsg -~
(2) Bussotu fele Preinec did not attend all class sessiora, Villoge participation was very poor foru the beginning,

{v) Hozitu Pein:le VIV has moved out of the villoge und tho ncle VHW occassionally leusves the village.

(c) Hidet

The VI[/5 are not participating in health wori: cid village has not given thew any help,

(d) Gehandu Troinces were unable to couplete olass 8essions.  No support fron village

(e) Gawidu Pem-~lo traince died and the male troine: did not return for the claes sesoions

(£) Sinbay  Trainces were unable to complete classes; village participation voor.

[~F
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[}

) lagnre
(h) Minjingu

() monga
A N
3) sedemor

k) Hojengo
) Nangora
5 Managhat

Maisakn

\2/9/1981

Femnle VII7 has been married outside the villoge
One VIL/ is now Party Secretary of the village -

These villames hove Government or Mission Dispensaries
These villages hove not been followed for various reasons

DIVISION PIIOT & OFG I & II OFG 1III OFG 1V OFG v T I.NCLUDED YET IR H.V.H
.. eea FROGRAMME
MATUPA Moyamayoka Sarcme Rezugu +
Mogera % g Mapea Kisangaji
éinw;:i;‘o Masware Vilina Vitatu
ic c
At
MBUGHE Mwada +
Sangaiwe +
Mnjintu + h
Bonga * 1 4+ Ayasanda @ Duru Ayamango Riroda +
Endabeg ~Csannsi Hoshan Orng'adida Gallapo +
- —— Gederax & 3§ G1jedaboshim * Endancechon Qash Kionzozi +
GOROY:. lajengo * k Dagi:ailoi Eubu Singe
Inbilili Kiru Ndoge Gidabzghar Mopire +
Mangara * 1 Errd Kiru Dick Epndakioo +
Fionasho ¥ Chenchen Halangi Babati Hjinil +
Ieisaley = Hallo Sigino Kiru Six +
Gidas + Endagile
Boay Endagwe
Hwilontoi Nakwa
Himiti

9 = hyonsanda is counted as two villages in the Project - Ayasando/Ayasanda
~ Hale VI 95’9{%‘1&8&‘:@ ARy "health worle
The second VAW got no financinl support from the villase and

has left to be employcd outside the villege.

Villege docs not give any financinl support to the VilWS — hence (?) the male VHY applied for RMA course and has
been selected, the femnledis not doing any health work,
Male VHV has left the village and the female VHY hoo been 111.

Both VIIN3 show no interest in health work
No village back up for the trainces hence VHIIS hove lost interest in their work; the mnle VHY is employed in Babati

No village back up for the trainces bence VHWS have lost interest in their work

Neither VH\/S came for Refreslier course;
— The mzle VIIY was assigned & new job with village, The female VHW has been married and the husband refuses

to allow her to do Project activities,

7-#



HANANG _ VILIAGE  HEATTH  FROJICT
1

SRAFT YRITE UP ON: HAT HAS RUEN DO 0 INTEGRITE THIS

PROJECT_IN GOVERNLENT iCTIVIDPIES:

hen Hanang Health Project was started in 1977 e gereral understarding
between CODEL and Tanzania Goverrment was that all activities which would be
started and run by the PFroject would be integrated into the Medical Servicea
eod run by the District :ledical Officer as he does for other medical
sotivities. Por thism reascn, sicge the inception of the Project various
steps ware being taken to involve the Govermment, starting at village
level to Distriot l:ivel, in running various Project activities,

Village Level:.

(1)

(11)

(111)

(1v)

(v)

(va)

(vid)

(vidd)

Village Council (being tie village Goverrment) had given
approval for the Project to be started in the village,
Only villagers who were accepted by the village
Govermment could be taken rfor posts of village Health
‘orier and villoge Health Leader

Villege Health ‘Torkers (VH7s) are zembers of the
Educational, Cultural and Social Services Comnittees

in their villages hence tiey ore zembérs of the village
Council, In one village (\rri) the VHY 4a Chairman of
the Zducationmal, Cultural aud Social Services Comittee

VH¥Ws inform villege leaders of all activities which
they 2ave been nssigned by the Project to do while
they ara in the villages,

Village “gucationsal, Culturol and Gocial -'.»ervicesf"
Coxrittees have been asked to decide which lessons on
health should be given to “ripary School children apd
to adult Education Classes,

Some Villages give oonthly stipends to VHWe; other
give stipends periodically

Some villages have bought or built zedicine boxes and
provided a roam for VEWs to attend their patients.

Scme villnges have shown intorest by requesting CH
Clinica - where their requests have been accepted, they
bave provided a brdlding ‘thore the iLH Clinics could be
run; in oest villoges vhich receive the services of a
mob*le Clinic, VHLs malke advance preparctions for the
doy of the clinic and purticipcte fully,

2/,
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‘atterd (1) Division Heolth Officers/ViTs Divisional Inplementation
meetings; in two Divisions they are: " Secretaries
to this meeting, They nlco supervise VHTs in their
various assignnents €.3. euviromnmental sandtation,

(11) Divisional Perty secretories have instructed goverment
officers in their divisions to be involved in Project
activities by ma.ld.ng.suro that VH7s are caxrrying out
their duties. On some occcsions they have opened and
attended VHWs divisional inplementation neetings

(144) Divisional Equeation Co-ordinntors have imvolved
themselves by instructing their ward counterparts and
Prioary School teachers to help VH7s to conduct health
education in adult Cducation classes and Prinary Schools

(iv) Goverment, Party ard other lecders, uoinly of the
education departzens, have iavolved themselves in
running seminars about 2roject activities 2.8 in
Tushnet Division, the DivizionalAard Equeation
Co~ordinntors, Fuml iledicel sids, Vard Secretaries,
Headteachers of Prirary 3.001 and Divisional Health
Officer participated 2ully i- running seninars on
village responsibilities in the ZProject.,

District Level:

(1) The Area Commissioner has siomm special attention to
this Project e.g. in his letter Ref, No. CCM/BBT/A,1/2/96
dated 7/12/79 he directed tant VHY should participate in
implementation meetings at vilioge, ward and divisionnl
level. On saoe occasions io listened to the VHWg
problens and offered useful Suggestions - e.g. at one
tioe he encournged VHVs to be patient in their work
and show that their work is useful to the prople;
then he would see to it thot villages do asonething
for their service,

(11) «#rea Comuissioner, Dictrict PartyChairman, Distriet
P.rty Executive Séc:otn.rj and Jistrict Development
Director have individually on different occasions
opensd or clcesed 7Hi/s class Sess’ons,

(111) District lledicel Officer and District Health Officer
cttend and participate in ‘roject neetings - madnly
Steering coccittes and Inglenentation Coxrtrtee settings,
sonetines acting as cinirman or these soomittees,
siesen /30ue,



25/8/81.

(1v)

(v)

(va)

(vi1)

(viid)

(1x)

District Mediznl Officer provides medicines to
villages which hove wedicine boxes

District Develomment Dircctor has approved secondment
of three goverrment staz? (one tencher, a nurse
midwife and a health Officer in charge of a division)
to work full tinme with the Project.

MO provides stnff to assist in Nutrition surveys,
teaching closses and runming mobile clinics initiated
by the Project,

District Heclth Officer is chairnna of Project
monthly Planning cormitiee neetirgs.,

District Egucction Oficer nllowsd the Project to
conduot seminars for Divisionnl and Yard Equecation
Co-ordinators and hesd teachers of Prinary Schools
80 that they could izvolve ::enselves in directing
and supervising VHia teaching of health in Primary
School and .\dult 24ucation classes, He has also
issued a supply of bocis Zor the use of VHWs in the
villages.

Different District Punctional irnagers and Officers
of other cctesories (o.z, District Agriculturel
afficer, District Ujamaz and Co operative Developument
Ofticer etc) hu-n given lectures on various subjects
to VHWe. On sooe occasions the DDD hos provided the
sexvices of typists and drivers to the Project,

W
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HANANS VILLAGE HEALTH FROJICT
M

BASIC IFITOMENTS. OF TI'T PROJECT INFOR' ATION 3Y3TRE,

OBJECTIVE ONE: To gain an overview or village health conditions and

e ———

to assist in plarzing nctivities on the village level,
€e8e to lalp Villngr: Tronees in their efforts to défine am
6arTy ous health aotivities aprropriate to a givenm village,

Ao INSTRULENT USED.FCR DATA COLLICTION,
e, oD G

1.

2.

3.

4o

5.

6e

Te

B.

Form TMA - 1 wich gives & composition ploture of the informetion
of the proj.otion in the village together with trainge Selaotion,
etc,

Digense Attitude Formt which was f11led in by the trainees at the

begimming of the troinges rogrem. It is edpecially for the ﬁn
of the medical teaching atare,

The Census Book: Thia was complseted by the trainees during their
first classroom Bession, This included demographic and envirormental
sanitation dnta,

Health Attdtudes Surye ¢ Which was ccmpleted by the trainees in
conjuction with the nambers of g village Tepresenting Education
Culture and Social walfare, Thig coamittee was formed during the
first field work period for this 8pecific purpose,

Form HU = 1 Incedenca of Diseases, 3irth and Deaths: This 18 f£11led
in by the village health leaders zonthly and is collected by the

trainees,

PogM-N-iMomﬂm: Thiamcomploted by the trainees
fron the sample households,
ganized

local health faoility and the village, This survey provides
informtion are nutrition level,. 1CG Soverage, enlarged

The Traines Course form \asessment: This 18 f{1ed 1n by the trninees
after every classroom session and i8 uged to assess the impact of the
oourse of the trainses,

initial effects of project activities op the behaviornl pattems
of villagers, The irformation 1s uge* lagulay far oot
oogement purposss, 1.e. to track SOTAVities in r Yo

. they

8olutions, Mord taring information is used ot signnl needed
actions on the Part of the project stoff with regard both to
izmplementation and to posaible nodifications in project deaign,

INSTRIMENTS POR MONTTORTNG PROJECT DMPLEMENTATION,

1e An Attendance Register Porm of the VHL oindng 8esyion,
¥hich 4s filled ig by the trainees,
Aeport by trainees,
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3o Poroa for the receizt of field lLctivities Records:

a)

b)

Cersus Inplementation Rocoid: This 1ists the mmber af
Liouseholds visited in cas voridrg day by the trainse,

Receipt form for HU~1 the Record of the incidence
Disecses, Dirthg & Dentks:
Sy SIS« Denths

HU ~1): There are 3 copies of this form:
i Cne 13 &ept by the trcinees and &lives
then information on the nunber of VHLa who
are Reporting

11 )  One 18 kept by the DL a8 another cheock
on Viila

144 ) The third copy is kept by the Infommmtion
. staff a8 a cross check on field work and
a8 a safeguard against losses etc,

4¢ A combined record of VHL attendance (at the ViIa troining sessions)

and the HU

~ 1 (incidence of Diseases, Births), This record shows

progress made over a period tirce, It also shows the relationship
between VHL attsmdnnses and the mmber of forms campleeted by them,

5¢ ¥onthly Reports: Edvision Health Leaders QDHI.Z.
‘ a)

b)

THA ~ D2 which &lves information or Projeot activities
taldng place in the DHIL's Diviaion and also glves an
index of available village reports (©'3),

It gives informntion on MCH clinics, meetings attarded
by the DIL at Division and villaga lovel -enecns for
the DHL visits to thu villcges, This information
genorates the field administrators chart (see below),
Forn TMA D 12 18 the DiL's village report which orcss
checl®s information Tecelved on the troinses nonthly
Tepart for, It also gives the DHL an ~pportunity to
svaluate or ccrreect the aonthly collection forms of the
trainses and VT4,

B. !OTEQDS USED AT THE CENTRE FOR MONITORDNG PROJECT ACTIVITIES:

e R e U O P T RAE Y Y R

1s- A Bogister of codes being used in the village health

2,
3.

5.

6e

education classes.
A Begister of the resolutions passed by VHle in the umits.

A Register of health relntnd activities in progress.

Thege register are lept by a central staff member to
tmbhhintofouwtumugfthotmmﬂu
villages. It:l.sa.houodunbamrarhuam to
the, monthly implementation meeting,

A wall chart iept in field administrator, Office which
comfirm about visits amd meeting in the village, Amd
umodanabuai.afarhureporttothemmthly
implementation neeting.

MOH aotivities nre smmarised; record is kept whibh gives
information; on the date of any given olinic, healtb
facility which staff the clinio} and the nttoninncol. of
nother and children, This 18 used primarily by the “CH
Supexrrisor,

Data Processing Aotivities; Job sheets are lmpt for each
#*~{f member in *he infnrmntion affice showing whiah.:pb
18 beirg done ora kow mach time hos been expended ths

v



7o Specinl aotivities, The flutrition Survey (refor +qg writsup),

b)  Other moritoring instruments: A weekly field plan was
made out by the stoff cnd the troinees together in the
1ast week of each classroonm 8egsion. This plan was
followed by the trainses on their retum tg the '/'Luages.
They made adjustments tc the schedule a3 required in thedr
villages, Cn their return to classroon they discuseaed

?4eld worlk,

8. Monthly implementation Treport meeting: At this oeeting, presentatiens
of the past month! hoppenings are gziven and plana for the follewing
month are mnde, Problems of implentation are discussed arnd solutions
offered, This 18 an oportunity fcr DHIE and the Central Project
Staff to.meet and exchange ideas,

UBJECTIVE THREE: To evnluate the in.th of the project on the health of villagers,

This oamponent of : ‘ormation system lool® at behavioral changes
related to nutritio and hygiene practices, crd changes in the
incidence of select. diseages, The primary uge of this date
determing the appropriateness of project approaches, possible
needed caanges in project design, and the potential for replicating
the approach elsevhere,

A, DATA SCURCES FOR LCASURING THE RIFACT OF I _PROJECT,

There are two categories of data wich meagsure project impact, Cne categery
18 conoerned with improving the health of the villagers and the other categ
with the independence of the villogcrs in the implementing the moject apd the
replicability of the project in other districts in Tangzania,

1o CAVAGORY w 1 Improving the health of the villages;

@) The HU - 1 form wili gensrate time series data on selected
chilahood diseases in the village, On anmaly::'s this data
will show changes which have taken place,

b) Time series data on attendances at MCH cldnics,

e) Progress reports on health related activicies %1lag generated
from the health education Sesslon, villarn meelrg8 and
other health imputs, ICH olindcs Preseni«ijn of village
health prefiles eta,

d) Data collected annually will geve an indfcator of behavioral
change and heal th-disease patterns, Sources are. The-
Questimmmire, The Nutrition survey etc,

[ ]

2 CATEGORY IT: Ability of individual villages to La independent
in carrying an the work c® the project and Treplicability
of the project in other cistriota,

Indicators of this ares
=Zcxcators of this are:
8) Attendance at classes

b) Numbers of Vime returming HU - 1 forme,

o) Various Approaches used in individun) villages wkioh
have contributed to the suocess of the{r program,

d) Deoreasing involvement of the DHL in the village problem
solving sesaions,

o) Abllity of the villagers to conduot their own olinic in
oonjuction with thefr aearest health foodlity,
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1.

2,

3

4.

Se

HANAN'G VILLAGE HEALTH PROJIC? VILLAGE AND TEAINEES SELECTED

SELECTED O.' VILLAGE

Rwnborr of Villages. ppproached
Nusier of Villages dropping out
(Hemsals)
Vhllage wanting the srojcect but
falling to gei candidates
Village failin; to get trainees of
both sexcs

TRAINEES SELSCTD
Number of maie truinees provided
Number of femalc trainees provided
“tucation of Tr.iaecst

None

0-4

5-~1

T+

Qdut duc,

Lge of Trainocesi- 15 - 20

20 - 25

25 - 30

30+

Marital Status of Traineesj—

Single
Maried

Trainees /ith Children:
Female
Male

SEPTEMBER, 1961:

CANDIDATES PROVID:D OFG IIT" IV & ¥ o

ORG IV QPG
Jorus] Bam. | nas, | o, |, | mouu, msy om.| oy {zomy,
"33 8 16 14 13 31 3 12 ¢ 26
5 16 3 ! 3 6 (0] 12 o o 5
0 0 1 Q 0 1 0 0 1
0 0 0 0 0 0 0 0 0 0
14 n |23 19 27 87 16 64 o | 105
9 53 18 18 1 58 9 30 Q 50
0 0 0 0 0 0 0 0 0 0. 0
2 5 18 6 1 3 25 3 13 0 21
21 22 103 | 34 26 35 19 21 19 o] 130
0. 1 3 1 0 0 1 1 2 0 4
0 0 0 0 0 0 Q ) 0 0 0
7 12 PR N R 5] N TR B
6 16 30 197 3+ 8 {10 4 | i 10 29! o 55 ¢
7 0 7 21 112 ! 2 7 25 1 I 14: oG 23!
2 3 12 0 o ;7 1 7 1! ; 2 3 0 T,
16 61 25 32 23 97 17 55 0 35
12 43 | 16 5 15 90 8 37 0 61
10 9 2 5 21 7 11 21
30 5 4 7 | 22 4 16 30




1.

2.

3.

4.

5.

SELECTED ViLLAGES

TRAINTES SELECT:D
Nunber of nzle trai-
nces provided

Nunber -t i.i:zlo
truine ; provided

Education of ircine-
::H
lione
0-4
5~17
T+
Aluls. ducation

Age cof Tminccs:-

15 ~
20 ~ 25
25 ~ 30
30+

Marital Statva. of
raincesse
Sinzle
Haried
Trainecs with Child.,
Female
Male

SEPTIMIR 1961

HANANIG VILLAGE HEALTH PROJECT VILLAGE ANT HATNEES SELECTED

OFG IIX IV & Vi

ORG IYI - Ol IV 0% v -
BAT O | BABH, GOR. MB. |TOTiL |BaR, BASH. | GOR. | MB, { TOTAL | BAR. | BASH.| GOR. | Mpu. TOTAL
T3 6 3 1 17 4 4 6 | 5 19 7 3 12 - 22
3 6. 4 4 17 4 4 6 5 19 7 3 12 - 22
3 7 4 4 18 4 4 6 5 19 8 3 12 - 23
o 0 o 0 o 0 n o 0 +0 0 0 o} - o
0 1 1 3 5 0 0 o} 2 1 1 0 1 - 2
6 12 T 5 24 7 8 i2 8 35 13 5 23 - 44
o] 0 0] o] o] 1 o 0 o] 1. 1. ‘1 o - 2
[¢] 0 0 0 [¢] 0 0 [¢] ¢ 0 0 Q 0 - 0 .
3 5 5 3 16 5 4 7 2 18 8 1 13 - 22
2 i 2 3 14 1 3 3 3 10 6 2 8 - 1€
1 o 0 1 2 2 1 2 2 7 1 2 3 - 6
l o 1 1 1 3 o 0 o 3 3 o} 1 o - 1
4 9 5 6 24 6 6 7 2 21 9 2 14 - 25
! 2 4 3 2 11 2 2 5 7 16 6 4 10 - 20
2 1 2 2 7 2 2 3 4 1" 2 3 4 - 9
0 3 3 1 7 1 1 o} 4 6 4 2 3 - 9
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HAA G VILLAGS HD:.LTH PROJTCT
HBAJAN'G VILIAGS Hpismy paoszer
DR/ZD "mIite o UP ON: TiLiT CONPR, OTOR VIIL I0I0TD

ACRITTNTS SSTTREN VHTS AND VILL.on GOVERNIZIM
OUILIIING UATU.L RESPONSIBILITIES

In 1977 when the Hanen'g Village Health “roject startad to recrui
trainees (Villoze lealth Workers) nost Villezes agreed :o assist the
trainees finoneinlly when they were in Rabati studyin;, <_ais finanein),
support veried from Village to Village cccording to the Villoge's
finaneial ability, their understanding and interest in the inportance of the
Project, However as this undertaidng by the Village s almost; a
prerequisite for the Village to be selected, those Villages which were
selected for troining were required to enter into an agreenent, "!Tn the
oourse of time during and nfter training some troinces Just dropped out,
left the Village or Just decided not to work ot =211 i cheir Village;
8.8 in linjingu both troinees Just stopped doing any health work; in
Kisangaji one mole troinee dropped out durding troining; in kozitu, one
female VHYV left the Village; in Monagha the male VHY Jolned other paid
en;ployz:\‘ent and in indunga neither VW did angy health worle,

This question of cormitment ou both the part of the Villages and
the VHWs arcse durinz the 1979 evaluation, and the Arec Commissioner
commented on it in one of hig addresses to the VHs goretime in late
1979, Some Villages, although they had not entered into o signed agree-
ment with their WITs, resorted to "common low', For exanple, in Sabilo,
when the female VHV waa engoged to o mon frop g neighbouring Villege, the
Village Leaders intervened ond decreed that he either pay the costs of the *
training of his fioncee which the Village had incurred or nove to hig
fianoee's Villoge (Sabilo), The man chose the latter cnd hos since been
living in his wife's Village, 1In lawemairo, a similar situction occured,
In Sharmo the msle trainee decided not to play nis port as VY and the
Villege Govermment has resolved that he pay the troinin; costs the Villoge
inourred,

In early 1900, the Projeot tooi steps to dreft o simple crveaent
and advised Villeges strating with OPG IV to enter into a5 written agreement
(aample attached), Almost all Villages in OPg IV 2nd V hcve mnde these
agreements, However the enforcenent and effectiveness op these agreements
have not yet been assoessed; but it is very likely that their enforcement
will be done under customary law under the uobrella of te Forty -~ Chanma
oha Mapinduzi or the Village Goverment i.e. the VHV right be called to q
party comittee or Villoge Council and be asied to refund 21l the training
expenses the Villcge Govermuent had incurred. Thig ig vexry likely to aappen
where VHie have started to do some viaiblq heclth activities which have
obsermd 5 results - 8¢3¢ dispensing nmedicine from a nedieii@bax in the Village,

21/9/1981



LALATIC VILIAGE HOALTH PROJECT

AGREITTNY SLTVESD .o YILLAGER “310 I3 T0 &0 TRAINUD TO BB
VILLAGE MDALTH "CRIER AND THE VILLAGT GOVORITILIT

Ioololl-onaccanlloc-n-o-noo-uc---c-n---no-ooo---(?lﬂ.l Ifax:e)

Do hereby solgnnly promise that durins oy troining to se olven by
the Honan'g Villoge iHealth Project, I will stay znd live in ay
V111038 seesacrssesesess until the end of oy training; also I do
pronise that after training I will serve oy Villcge as o Village
Health Vorker for three yecrs.

The Villoge, on the otner part, undertakes to help Hdugu
seevstvevsenisentsencseesse in every possible way deperdin: on the
ahility of the Villoge in order to enable hiz/her to serve the
-Village until 1is/her services are ro lonzer required by <the Village,

This lmenent hos been signed this tes0sssasy day Of sevsccrnes
1984444

Between

Nme 000080000000 000000 0000000000 (Vill:-_;e I{l:,l)
Sigmture $0c000s000s00ess0vanane

Date 0000080000000 00000cscsntsrne
And
Nane ®00000 0000000000000 0000n00se

Deﬂigﬂﬂtion ®00s00ecssessssesnsee
S1gNAtUre cesescssescescessensass On behnl? of the Villege,

Dote 080000000000 00000000sa080000

In the Presence of

Nm P800000000s0000000000000000s

Post €0000000000000000000000000ne

Date seaecucanmaaa .

21/9/1981
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HANAN'G VILOAGE HDALTH PROJECT
PAYMENT SERVICES - VILLAGE HEALTH WORKERS

“hen the Project started in 1977 the original stand was g stress to the
village, ward, division and distriot leaders and VHWS themselves that VEWS were
volunteers and that finagoial assistance to them while they were in the
villages performing their duties was not neceasary however, villazes were
encouraged to give financial support to VHWS while they were in Bﬁbati
pursuing their course, In fact, financial support for VHWS when they were
in their respective Yillages was discouraged and one divisional party leadar
flatly rejected the idea during early 1979. Plgures on fipansial su'pport
used were obtained from the VHWS when they came to Babati for trainning,

Barly contributions for Pilot, OFG I and II villages were shown in the Projeot
first evaluation 1979, Chart 3, :

In the course of time however, it was evident many VHWS after training
were dillusioned as money started to be the aoving power ia villeges,
Exemption of VHAWS from partioipation in village communal work as compensation
for their work in villages was no longer an incentive to VH/S, Health
educaticn, which is the mmin thrust of the Project wes almost hnon~existent in
many villages. Many reasons were reised for this failure - 8.3+ nON
exitence of adult health education clusses etcy - which was true in some
cases, but the main general outery fram many VHVS was laqk of finanoial
support frem their villages, A tug of war developed between VETS and
their village leaders - VHUS oomplained that they did not do their work
in the villages a3 required of them because they had no support (they meant
mainly financial aupport) frem the villages, on the other hand the village
loaders camplained that the VHWS were Dot perfo rming their ‘uties so they
sbould not be paid for doing nothing, '

As this argument beoama evident to the Project Bometime in lcte 1979 /
early 1980 the Project decided that it was ioportant to review the original
stand with regard to financial suppert for VAWS while they were in villages,

work had of course, to be fallowed,

Ironically, the divisional party leader who hac !1eouraged financial support
in 1979 was the firat +o encourage it this time, It was in his Divisionnl
Implementation Meeting that g Tecommendetion oede by the ward 8ecretarien

W8 passed unanimously requirdng a minimm stipend of shs. 100/= to be given
toVHWSwhohnvenpmgmmeotworknndadhereto it.

The present general thinking at national level as regzords finnnoianl
assistance is that the village supports their VHWS, and in future the
Goverzment in turn could assist the villoges to meet such expensges,

8198,
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HACUCT'G VILLAGE IE.LTH PI0JiCT
BALIG VIILIGD I POy

APFTO.CHES TO TEACTT™ "1'IIT: FOUS..2T0 1 3ITIODOLOGY

O e ey,

The Heclth Education methods enployed were adapted from the
work of Poulo Freire, e chose this method beciuse we wanted Traineers
Villoge Health Jorkers ard Villegers o come %o o imowledge of their
own health problems, and to try to solve then *i:vnselves,

Ve have wnys of finding out what the heal:h problens in a Village
are ie,
. = Census
-~ Villoge Healtl: problems survey (to Turvey cormon and
pressing heal’th probvlem as iden=ific. br villogers)
- llutrition sucvey,
Questionnaire
- Disenses attitude Forms etc.

The results are presented to the traineers: .ind then it is up
to them, the village Health Leaders and the Villagers to begin to f£ind
answers to the problenms.

These problems are subsequently tronsloted into 'codes! which are
used in discussion with the Villagers to detemin wheother in fact the
problems cre prevalent in the Villege ond whot solutions can be found
for then,

It hes appeared that this aprroach to heclth education is too
long and orduous, Altermative approaches hove been tested,

dos The use of graphs ie.
=~ Pictographs

-~ Bargrophs
~ Ple charts: in stead of oaldng !codes!

B, Teaching Health education to Priuary School Children
(The Oral - Behydration)

Ce Demcrotration eg. Coold.ng demontraticns etc,
Ae (1) Using Nutrition Survey results

A pictogreph for each village is prejcred: Talding as a base
the number of children treated for vorious illnesses and
giving the number of children with thcse illnenses.

N0 Do 210 D49

=19 >0
S0 Dt S0 DR Do DIQ

Ilunber of Childyen treated

Voniting
Eye
Annoniia

\lorms
Diarrhoea
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(11) This feedbaci is preserted to tie VIL .nd discussed,

(111) . lesson s glven on one of the riiior deseases found
useally begining with the Dost srevclent disease,

(iv) They discuss possible 3olutins to thot problen
4 plan is nade for impilecentatior,

(v)  Zzch VHL thep follows thig Patiorn \1=~iv) when teaching
in tieir health units,

e (i; «fter some tize tiae VEZ meet with the VI for tho clesses again

(11) Reports be glven from the health uniis =s to what has been
done since the lust class re health lesson, If nothing has
been done, why not?

(iii; Discussion of specinl health problens in the henlth unitg

(iv Discussion to wheather a new health topie should be introduced
or wheather they should conginue with the toric from the previous
class,

(v) 1 asrenble; introduction of the new hezlth lesson; following
the scze partter as above, .: (1 - 4iv) ud v

To make sure that the Traineers are able to use this nethod
We went through the following stages:

(1) Stege I: Demonstration lessorswere 3iven to them in the
Classroon, They pretended to be a &roup of village Health
Lender they could be teaching,

(2) Stage II: . return demonstration class wog done by elected
traireers,

(3) Stage IIT: The traineers then went to their Villages; together
with the VHL they followed the sare patiern steps I~IL. as
above,

(4) Stage IV: Thoge Village health leader who showed that they
could use this method were allotred to introduce it in their
health units,

We firat approached this metnod with 0T IV during their 2nd class
segsion fram 20th July - 23rd August, 1980 and during their 3rd class
session Starting 21st Septenber - 25th Oetober, 1980, ‘e expected this
group to begin this new type of teacning in Villcges 15th liarch, 1981,

0XG V were tought this method during their 2nd claamg session
starting 25th Janunry, - 28 Pebruary, 1931 and during the 2nd class
8e8sion from 29th :nrch - 2nd lay, 1981, 7 expeet thex to brgin
this type of teaching in Villoge Fron 20th Sepicmber, 1981 after Completing
their 4th class gession,

D. Problems

(a) e have not yet proved the efectiveness orf this method because
ve have not had any follow-up in Villages, In general poor
ottendance of VHLs classed has beern o problens,

!uture Plans

Te intend to engo e the trnineers to usc these graphs when
‘ezaching ia Schools fnd to the adult education sessions,

24/9/1981
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A Second approach arising froz the recor—iendations of the 1379
eveluction wans that Prectien Ixpericnce in Teaching Health to Prinary
School Children be irncluded in tie Project syllcbus. Since the nain
enphasis previously had been on educating cdults, this new apcroach
required the incorporation in <h: ’roject syllabus of theory on
Tenching !let.ucds for Prizory Gchocl Ikiliren, The District Zducation
Officer mas approached re this idec cnd Le agreed to allow this to
be tried out in Haman'g District,

"Penching llethods for Princry School Children" was then introduced
into the Project Syllabus ond theory was given by a Central Staff teache
fornerly a Prinary School teacker. The Hecd Teachers and Sgeffs of the
Prinary Schools in Babati wgre ap.roached cnd oriented to the plan
and arrangecents were made for i Trajnces of 0PGIII 45 practice teach
in the Babati Prizary Scﬁools.

The dxdce of lessons wos discussed by the Education Prograrme
Comittee and the Primary School lealth Syllabus was reviewed for
posaibilities. .t about this ti.o y &n oxticle in SALUBRIT.S (published
by the .wmerican Public Health “s3o0iation) re g Suyggested Curriculaun
Guide for Oral Lehydration (Dr, Jon Zohde, Nockefeller Poundation)
wasd read by a Staff liember., The a2rticle wos gent for, was discussed
by the Ed. Prograrme Comm, ond sevn to be . 208t appropriate vehicle
for health teaching in the Pripory Schools, The guide consisted of
& story and seven lessons on Ciarrhea, its dongerous results in the
body and the preparation of tho oral rehyydretion solutin at hore.
These leasons and the story were tronslated into Swahili, This
appeared to be an idenl plan for teachin, the chil?ren in the schools anil
also Br giving a large nunber of trainees an apperturity to preatice
teach in a linited period of tine,

The plan was inplemented ead proved to be quite successful, First,
denonstration lessons vere given to the Trainees, who pretended to be
the children they would be teaching, Thin wns followed by @.return
denonstration class by elected tralaees, taldng one lesson each until the
unit was coapleted. The Trainees then wemt to the Prinary Schools for
their practice teachiing. Standards IV thorugh VI were included in the
plan, and the teachers of thege clzsses sat in on the classes and
constructively criticiced the trainees teaching after the class, Three
Central Staff teachers 2130 supervised the toaching and evnluated the
performance of the Troinees,
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Ai8 part of the tecchin; plon for these classes on Ornl dehydretion,
each child wos given an information sheet, exploining very sizply what
diarrhea does to the body and “iow to prevent this by naking up the oral
rehydration solution ot .ome, i.,e. a »inci: of salt, a teaspoon of suger
inh:. halt - litre (beer bott]'.e) of water), _acn CAviu datgfaco tait tiogngheet
and put it in an easily accessidle »loce (on thedoor or wall) to stimulate
corversation, questions, etc. and to follow through with the teaching
parents and neighbours what they (tie ohiliren) had leermed. (is an
agide, it night be nentioned nere thot even nmenbers of the hospital stalf
ond others mentioned aaving been tought by their children how to prepare
the oral rehydretion solution.) A siuple test on the unit was given to
the children and corrected togeti.er wita tien,

‘hen the trainees returned to ileir villazes, part of their field
experience was to teach Ornl lehydrction in the Privary Schools in their
villeges, The decribed plan wos also taugii. to the Trainses of OPG I and
II, who were brougint bock to the centre specifically for that purpose, and
to OPG IV sxd V. The latter have not yet acd the opportunity to teach
the unit in their village princr sclhiools as the children were on holiday
at the time of the trzinees field experience.

Attached is a sumcary of the :umber of lessons taught in sixty-two
villagea. In 26 Primary 3chools, all the lessons of the unit were taught
while in 8 schools at lenst the first fcwr lessons were taught. Hopefullyr
we can say that a good number of parents -~nd neigbours heve been reached
by this nmethod of teac’:-.iﬁg heclth, To take it a step further, one night
even hope that the decrecse noted in the adnissions to Dareda Hoapitel for
Gastro-enteritis (1979 - 152; 1930 ~ 124) right in part be due to this
teaching,

Other lessons included in this plan for teacking practice in the
Babati Primary Schools were Enlaria, Care of Cyes, Scabiee and Good
Notrition., (OPG IV and V only).

It would seen that his approaccli, tecching health in the pricary
sokools, is a good one Zor Villase ilealth Torkers and is a way of reaching
the future generation of mothers and fothers in the villages. However,
while the unit on Ornl Rehydrotion was stressed and carried out on a
fairly large scole, it is not certain vhetior the other lessons that were
taught were introduced into the villese prizmory schools, Jdeither is it
imown now many village lleclth orlers have, on their own, nade up lesson
plans for other health topics., Tronsfer of ‘mowledze in “lhis way seens
to be difficult for the:, dempite “:e fact that they were taught and had
practice in naldng up lesson plang,

18/9/1981
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LV.ALULTION REVIEY
ZDUCATION PROGRALLT

III. A thirxd appronca:zd #ing fron the recommendation of the 1979 evaluation
wog vhe Cooking Domonstrotion method to teach both the need for

n. uritious food ard the simplo preparation of nutritious meals, This

method is considered cn important tool in helping the mothers of vorderlina

malmutrition children o izprove the nutritional status of those children.

The ococikdng demonstretion involved:
1+ Advanse planning cud notification of the village
2. Discussion re the oentral peeting place and tine,
Preparation of this place before the class,
3. Provision by tho VHLS! of utensils and food needed Tor
the demonstrotion:

8, laize flour, ccssava flour, millet flotu"b.s"‘sc.:g‘:;_os
of carbohydrato fooda, '

b, Beans (ground), pearuts, cowpans, mill, egyd, as
samples of body-building foods (or other proteixi»
equivalent aveilable in the village e.q. £1ish)

¢s Spincen, tomatoes, onions, fruit as sanple of
proteative foods,

4, Cooldng t0 vorious foods, mnldng combinations for o
balanced diat - 2.8, porridge of maize flour with es3.
(or beans or milk, etc.), ugali with spinnch, tomatoes and
onions, addition of fruit to the meal eta,

5. After the denonatration, the cooked food wam distributod to
the mother and children to taste

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

T+ Vhere negessary, translation is dome i  the looal
langunge,

This pethod of toaching wns carried out in three stagoes:
1. Closaroon ~ lessons on good nutrition are followed by
the demontrotion of the preparntion of these foods by
a Nutrition Teacher as it would be dona in the village.
Return demonstrations are then Jdone by the Trainees as
they would be doing in the villoge.

2, Villogo -

8. Denonstration by the Nutrition Teccher, nsaiscted by
tho Troinees, to the 7illcge Heclth Leadors and
labalozi, Tho Troinees ond Viongozi make all the
prelininory preparations, '
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b, After . few deys, the demonstmation by the
Traine:s to the Villcges Heclth Leaders of a
Kitor:oji and the mothers o2 the borderlire
chilc:on (and any othera wro come) in that
Mtrgoii,

ce The Jdemonstration by the V.llage Health Leaders
to “he nothers of the borderline children in
thedlr health units,

Flons were mnde in the monthly moeting of the Planning Cormittee
to conduct these demonstrations in the Vincv@??g', as well zs do the
preliminary notifi:zation. The demonstrationy dors in B X
villeges in 1979, . .23 .... villages in 1980 =zmd ,J8.... villages
in 1981, Polloweur dérontrations by the Trninees were carried out in
nost of these villoges; follow-up demonstraiiors have been given
by the Village Heclth Lecders but data 1s not =vailable at this tine,

Iritinl reaction cr the Jart of the VALs' ond the riothers w29
very favourable axd tiey seemed to be inpressed wi“h the need to glive
their children nutiitious feods In Eorbeig Divisiorn, there was some
resistance, especially tc using egzs =od/or becns with poxrrid; e, as
this is rot a custom, Stress thea acd to be rlaced on the use of ment
and inereasing tho amount of nille alreody given to the children but
who nonetheless were underweizht, An atienpt was nede in all the
denonstrations to encourage the comkination of obanzi (cow-pen) flour
and naize flour, which conbination provide a protein meal,

In order to cover the above mwber of villages, the cooperation
of the M'H Coordinator ims gought, who in turn requeated the ICH .idea
ond MCH Nurses in the District to plan and carry out thesa denonstrations
wsing transport provided by the Project. Almo, Dareda Hoapital
Jtudents Nurses, whose camnunity health experience was obtained in
)G III villoges worled clbsely with the Trainees and conducted the
Nutrition Denonstrztion in those villages,

Infomnl feedback 8. corments fron the Trainecas, Vionzozi, ete.
the reduced availability of eugs for selling in the village, the
reduction in the rumber of Borderlines needing to be followed in the
villages etec. would encourage one to surnise that this approach has
been sucressful in inpr~rinz the sutritionnl statu~ of many children

Data inoamplete,

1'0...../3



in Hanang Distriot, In a repeat Nutrition Survey on
Malnourished Children and Bgrderiines dons in .ugust/Septembar
1981, it was shown thot therc was __36 & inprovement in the
nutritional status of thorw children ek¢ were shown to be
calnourished in the firs: Nutrition Survey dore in their
villages. "hi.. .t is nct the purpose of this -eview to prove
that the cooldng demonstrection wos an cannative factor in
bringing about thigizp>ovement,it 13 hoped that it had some
influence,

The denonstration nethod has also been used in teaching
ca xe of the syes, building of pit latrines, boiling water,

eto,

Qansamhan 1009


http:thipirp-vpnont.it

VILLAE HEALTH WORKERS TiVOL/.D NI TEACHING ORAL

REHYDRADICE.

b=

XIJIJI

N WSS

4T

CEREEEEEETE

Endagaw

Barjamod
Getaghul
Hidet
Hirbadaw
Masakta
Mogitn
Endasiwold
Wareta
Baszedesh
Meas!tron
Mara
Gidahabieg

OO

1]

¢ meas
4. FILs
-

)

Bashnet

copasmore

_i__

e}
HEHH 2
<t

averosee oy

Luxranda

Ard
Dareda Kati
Guse

41 21 ++1 0011 41

cmaras

reeserve el eewe

. +

L
%

+i+1+0 1 +11

- .

Gorowa

.

H
H

SEEEEEET

Managhat
Mwikantsi

Nangara

Ayasanda (Haraa)
dyasanda Ayasanda

Tsamasi
Gijedaboshka
Chemchen
Daghailoi
Halla
Endanachan
Hoshan

Duru

!

vessas

v reeomn

[ ++ 131+ + 000 RN
[
{
1Y

aes

.

........ e wam avely

YILLAGS FRTMARY SCHOOLS

2/ -

o TRATTLS ILVOLVED
Ut antie)

»
. . -
—— o .0 1 ¢ @ ceo,nar

COMFLETED SESSICNS

00T OF 8 PLANNED

are

e aasaly

-
&

R Rk LERE

———vwesevree e

I+ ++ 1 +4+73 &1 8 +1

+++++ i+ 41+

cwsrsicavomroe

+++1 1+ +++1 +1 1 41111

e

VO DOOUNOH» @D OWOIDOH NS PROOPDOROPDODDO® OOODVDODDADOO® O o

IQQ/ZOOQ



2/-2

TARAFA

tee e o em-

OFG

[ pp—

KIJIJI

cecsmal™

>

13
TRADNEES INVOLVED: SESSIONS COMR-
LED OUT OF 8

Il TEACHING
Fennle

1]
)
1)
‘
’

:' Male

PLANNED

Mbugwe

- -——

SEEREET T EERTE

PRl L+ 4+ 14441 +4

110+ 4+ 4+ 0+ 4408+ +

p -

COO0OUVVDDO®DO MO =\

Sessions completed not

specified for the

nun

oclasses taught,.

bar of, .



cationa Verksho ticn ,2 2 - /
OXG IIT _MAY 26-29/81
=== 10 September, 1981

In Jamary of 1976, a pregram or educaticn enticled Commnity Educatiom foz
Develoment wag bequn in Shinyanga Discese, This ig basically a leadership

develomment of their own resyective cammunities, The program is carried out vy
~team mgeting with adult lerderg for throe-four dayz geminars in the Allages o ;-
any apmropriate center, Th. end result of such a seminar might be tg strangthon -
syatem of an~-going educatic, in nutrition cv health 7T o set up a grall village

eee this depends an the looal sithation ang the consciousnesgg af the gruup,
The primary aim of the adult educators is to start the oemmmity to astion; tha
follew up work done iz to Support tham in thig aotion, Never ig there eithar afn
@ effurt tn do the action far the somnmity, Such a ncnsolentization a.prn’oao}vt 1 Laa
been found to be very emoouraging and offeotive ag well ag utterly oonsistant b,
the aituation ang ideals of Tanzanisn salf=reliance,

A partioular emphasis of the program in 197980 has been the developmart ar
teama of Tanzantang equipped to use thege adult eduoatisn methods In thoiw cm
ccnmmnities and neighhering villagos. Training -rograms in dialecque educaricon lava
been offered at Mipa Leadership Schaol in Shinyanga Diocese, stresging partisnianj.
the use of the Psycho~sc0ial method, greup leadership ski11g with adults, and ng Tl
in awareness r. o In 1981 the CED teapg togetaer with thege 1Tanzanian scze
have designed and &lven seminars to parish comcils and 8mall Christian ocTTII t o,
throughout the diocege,

Evaluation of ¢ cationg Worieshop 4o Villare Health Workcerg:
Zyaiua !.__M.._.L__... e Seeversn® _moasth Workcers.

Frem May 26 - 29, 1981, we an the Oumnmiiy Educatiem for Development toa =
the request of the staff of the Iradd, wm, Vidddind, acre a commnigatione 1musiegj:s
te the OFG ITT group of village health worlzrs, Based .q o questionaire givem tg tha
partioipants before the seminar in which they identiffeq their most important

Thohoghi: vard ocs exercises, role Plays, ari Mrut on Specifio oommmioatimm sllilz,
the students were helped to loak at the mi~ “aenatsation that takes plaog in tac. s
Toggible underlying oausea, ang

exag 2
to baae vbservations, This familiarity with e another and with their work situatione
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rocognition by village leaders, 0spooially in hoving their goals and wozde
inoarpernted into village plans, Yo feel thas kind of situation is

In-exder te copwith this and othor uroblems % 0 iddcw s vhink At Iuporboet
et in vinteror wey thei¥nadf zm A%m  mrojecs continuss, it algo oontimie
to inoexrperate time for the village hoealth workers to step back from theiz

Siztors Pog Dansvan and Anita
Iazovern, CED Shinyenga,












PCRCINTACE
EEFONE APTER LIFTT R,
TRATNING NO oF -
TARIFA  GROUP  VITLAGRS LIMDIMS  §  Zooomes o pemmecoo Do
® Pt Dndagaw STS4T W8T mac/ei 100 12
~ I Getaghul 226/241 .66 {50/438 ‘tig ‘- .18
™ IT Hirbacew 225/265 .85 (es/140 .74 11
I Uasalta 386/432 .89  363/398 91 2
a III Tareta 139/398 .32 345/154 .76 .44
o III Endaswold 194/411 4T  285/414 .93 45 :
< Iv Gddobababiez 457/462 .99 203/240 .gp W14
v Measkron 315/340 .93 290/%27 .a8 £ 08
a Iv Mara 557/569 .98  416/556 .5 o33
I Arrd, 168/196 .86 g7/135 .64 ,25
hnd Guse 194/216  ,90  204/207 .99 209
iz Dareda Katd 98/656 .87 335/353 .95 09
" IIT Nor 250/276 .90 248/269 .92 ,02
IIX Ttwars, 226/259 .OT 223/261 .g5 v
£ IIT Secheda 207/259 .80 190/252 . ™ Moy
= IIX Mandd 38/29T .09 187/408 W46 L3¢
IIX Dohom 1TT/370 .48 286/345 83,35
-] III Sharmo 26/165 «16  105/167 .63 W47
- IIT Guse 194/216 .90 204/211 .97  ,07
_ Ir Manngha 516;632 «32 233/317 38,06
< v Qaoeyu 415/464 ,89 89/103 .86 07
a IV Indapanang 163/189 .86 163/187 .37 .01
=i, (I Affores 121/172 ;70 149/162 .91 2
< I -.. A/Ayasondn 221/326 70 438/409 .90 «20 _
= III G4 Jedaboshkn 279/39 .22  228/271 .37 +05
v Doghnilod 495/511 9T 461/489 .94 03
° ha'g Prdannchon 312/412 76  261/327 .g0 +04 .
o hy'g Errd 226/259 8T 48/70 69 18
Ir Hoshun 249/35% .70 230/346 .66 204
° v Eiru Naogo 228/265 .35 209/252 g3 n .02
o v Duru 43/438 .92 222/248 39 .12
=
= Pllot IMatufa 5037501 ,o7  366/511 72 .15
IIT Inpeg i03/229 .26 111/135 .82 49
s IIT Maswore 111/210 .53  100/182 .55 .02
) v Mlim Vitatu  172/351 ,49  126/261 +48 «01
a v Sarems 136/246 .55 105/123 <85 30
=
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FREQUENCY OF VARIOUS VILLAGD HR.LTH .. TIVITIES BY
TARATA REPORTED DURTNG VILLAGE TiTioy.TEMS UG, 1981,

. s e

BARBATG : " vmaac meigm . STIRS i ScEOOL |
« T | R - e — ’I\OTAL
2 VILLAGEY | LRADERS Ly | my o CHILDREN E
NUMEER OF FZOFLE INTERVIEVID © 5 ° L8 T b 46 4 g
! ' ' : :
T. HEALTE TDUC.TION ' ; i | ,'
Village Health leader 0 8 4 2 12
Prinary Sohool 0 2 2 ¢ 4
4dult Education 0 8 6 4 14
Village Section 0 2 2 ) F 4
1T, NUTRITION
Demongtration 0 . 5 2 R o)
Feeding 0 7 5 “2 .
Menting 0 4 4 .
Borderlines 0 3 2 ' : booe
(PATA) Buying 0 6 6 ! R l e
} ]

IIT, M.C.H. | ; | 5
Glinio i o - A R 3000 5
Attending 0 b3 5 3 1 -

Holyer. 0 ¢ F )} 0 ' n ’ b
Others 0 Ty 0 0 [
IV, REEIRANIC: i '
Knowa somevhing 5 o ! o 14 19
Showved mother 0 0 ' 0 0 ¢
Helped child 1 0 0 9 1¢
Vo ENVIROMIENTAL SANITATION
House to house visits 0 8 7 16 by
Yindow 0 1 - 1 z
Latrines -] 0 0 o} ¢
Good condition 0 B Vi 11 ey}
Baing Dug 0 5 7 13 2
Pits . 0 3 3 2 3
VI. PERSOLAL HYGIENEs !
m————————— . §
Vater Boiled 0 ‘8 4 : 15 3¢
Vells oleesned up .0 i 0 't o i o . ¢
Bathing b0 L 9 , 23
Vashing j 0 ‘5 6 H 3 L
Eyes 0 3 0 1 -4
Swept 0 8 7 14 i
Household utemsils 0 8 T 14 20

VII.  MEDICINE BOXs 0 0 0 | 0 P

PARTICIPATION RATING* T ‘ -

Note* Zaoch person interviewed was asked whethar he;'she personally participate:
in caoh activity reported. This rating is besed on individual
partioipation for the Ddwtadom.

*  After intewziws wera conduoted in Barbalg and Gorowa Divisions,
the interview teohnique was changed %o verifying each reported activity
by asking the name of the person who wca doing the activity. Henca the
lover number of verified activities and narticipation for Bashnet and
Mbugwe Divisions,
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FEEQUENCY O V.RIOUS VIILAGE HEALTH .AC

27-2

ARAFA

BASHNZT

——

)
[}
2 TILLAGES I

SCHOOLS
CUILDREN

TOTA

JUMBER OF PROPLE TNTERVIE/ED

20

)¢

A o SsOrLE T .

1o EEALTH EDUCATION .'
Village healin .eador !
Primary School
4ddult Eguca%ion
Village Section

oOooo

R, e

-t

O D oo

cordee

-
Ob -

II, NUTRITION:

Demonstration
Feeding
Flanting
Borderlines
Buying

oo j o0

NN

o.‘;' [ Ny

o®l -0

III, M.C.Hs
Clinio

Attending
Helpad '
Othaers

ocoo ©

WO O

I R

wmoo

- —————f

~op ©

— O\

(Ve REHYDRATION:

Knows something
Showed mother
Helped child

-t b b

18

21
19

o IENVIRONMENTAT.. SANTITATION :
House to house visits
Window
Latrines
Good candition
Being dug

VT

IR - ’

Oo0oooo

8
“ 00w

bl i @ No RV,

NO OO

VI. PERSONAL HYGIENE;
—— il

Water boiled
Walls oleaned up
Batbing

Washing
Byes

Swapt
House held
Utensils

OCoo0oooo

o

OOy

~

—0uVva30wWw

~

U OO0 ta

IR Y - TRV

VII. MEDICINE BOX:

-t

-———

PARTZCIPATION
RATIRT

).

%

#(Rofer footnote on BARD'-.
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sheot),























http:Trainee,.to
http:PPatr.l1



http:etc.4.An










VHL PARTICIPATION IN ITH CLINICS

¥O. 1979 1980 o 1981
VHL
: JUN.| JUL.| AUG.§ SEP.| OCT. | NOV} DEC. | JAN ¥EB|MAR| AFRIMAY | un |aury {ave [seer Jocr d mov) pec) .m{ FI:H 1iAR |AFR. MaY| JuN Bur]avs.
DoHOMU 30 912j23jofstelr|3]e]af22|1][B]TF[D
—_ i A o
ENDAGAYW 20 3 6 3 1 4 3.5 2 j4121213 12 /RO 2 14 4 2 4] 41 2 p/ml s 2 42 1
— e — —f— e od —e-a R
7O Vo) N0 NO jmo |, 7%
MATUPA 22 1o |2 In/RIWR{NR| 3 |w/m|wm |3 E!Eu_g_m.} ol 514 ofa N cm.t./n_1 N/er 6! 8142
TUXMANDA 9 IN/R| O 0 |N/R|N/R [N/R| O {N/R §/R| 2] a%] 1] 1%] 2% 12| ox 11 o*| 1*|{N/R O 1*#{/}1 11 0 | 1*lN/R
SLBILO 15 0 0 1 1 1 118 I EEENERE 1411 1 hJ/R 1 2 11 1{N/R|1 111 {1 |n/R
S s N 4 ! - 5= — b
AREI 9 o |i#/R |N/R |N/R |N/R |N/R] 1 0 {(1|3)o0o}jojo}wrpi/ri 1%]0 o ||/ 1] o HEy N/Rl 0 N/RIN/R
I8AS 2 KDA 18 0o o jo 3 n/rRINVRI2 |o [2%3% 2 al3]1®) 4] 1]o]| 2 |url 1| 1 4212121214
IITKANTST 10 )64 f2% 2 falais |31 ]s%fwalam|1]s®]2] 323111 olole 3°{uml 1 |2 |3
———y e o dan P iy — e .
B ARG 19 | 3% 2% 4P| 4| 6P 6® | 2° [6%] 4°[ 4°] 4¥[11®[ &® [ &) 11®] 6 | 6 | /R oY b/r[wr o |5 5P
— -~ - ——
b
POAY Ny v 13 t2qoj2tadstalaleiafs lafwm{s|{wr|3|1]2{2]3]2|11l2{2
S - . BN SO,
BARJANOD 9 6 3 14133 (/R{3 |3 2 3 /Ry o {N/Ri{N/H 2| 0 |2 110 {3 JN/R
g —— .
YLiREDA KiTI | 34 ] 7 | W/R| N/R{ N/R3/H v/R p/R | w/RIN/R | 4 IN/R

* Fron Sacheda Villoge
a. Including menbexr of Health Cormittee

b. Includes those who cooked the meal

: N/R = Not Reported
i

_'b1/9/1931

2-0f












BORDERLINE FOLLOY-UY AUGLST, 1981

- —
TARAFA KIJIJI g?fw ﬁ)%ngrm‘gm = = L TOTAL NON-ATTENDERS
1979~1980 | AucusT,1981 REASQY UNENOWN | HOVED Auay DIED
MMBER | % NUMBER % B | 4 NUMBER % NULDFR | %
B.RBLIG ENDASIWOLD 204 162 (79) 26 . (13) 16 (8) 1 (.05) 43 (21)
HEASKRON 174 148 "} (86) 25 (14) - - 1 (.05) 26 | (15) ]
B.SHHET MANGHA 337 246 | (73) 89 (26) 1 (.02) 1 (.02) % | A__(27)
1L NDI 168 ..”2 (67) 56 (33) I - - 56 - (33)
swmo | 106 | 95 | (50) s 1| s Te | - 1= TR )
CQRO' A/HARA 102 59 | (s8) “43 (42) A - - 43- (12)
ENDANACILLN 36 25 (69) 4 (1) - “7.” (19) - - 1 T _(31)
maue.:;:. ILEEA 106 66 (62) 17 (16) -‘-2'_1’- (20) - - 40 ) (58)
_s:m;m 30 N 18 (60) 6 (20) 6 T (20) - - 12 (10)
ViLc: cimand 16 1 | (69) s | e 7 e - - s | Gy |
TOTAL 1,279 {942 | (19) 276 (22) 57 (a) 5 (4) 339 (26)

&&



Horderline 1979/80 natched with Noruals

BB= Blue remuininz Dlue
BY= Blue Changing to Yellow
BRe Blue Changinz to Red
YB= Yellow Changingz to Blue

YY= Yellow repaining Yellow
YR= Yellow changing to Red
Red chergir; to Blue
Red changing to Yellow
Red reunining Red

RB=
RY=
RR=

PREQUENCY OF AZNI CINCU FEREMCE  criarv:n; ._FUR RIPL:T BORDERLINES EXAMINED AUGUST/SEPTEI BER, 1981 %
PARAEL KT D"gglg ngsr AUG. AuG, AUG. ' UG, AUG, | AUG. | AUG. | avc. fave. | ave. | aus.
gu 1981 |- 1931 1981 11981 1981 § 1981 | 1981 | 1981 1961 | 1981 | 1981
URVEY B B B Y B R Y B Y'Y YR R B|RYIR R Q TOTAL
BARBLIG ENDLSINOLD JULY, 1979 14 3 o___ 3 0 0 2 1 0 0 23
LS KROH JULY, 1979 17 0 0 5 2 0 1 0 0 25
TOTAL 31 50 0 4 2 0 3 1 0 2 48
IR T e e R - -
BASHNLT SANDT JULY, 1979 33 2 0 0 0 o |_of o 4 Mmoo
SIL'RI0 JULY, 1979 53 0 0 0 1 0 1 0 0 0 55
FLNAGHA JULY, 1979 55 0 c 7 5 0 3 .0 0 5 15
TOTLL 141 2 0 9 6 0 4 0 9 1m
GOROV.A LiDAllGH i JULY,1980 12 0 o | 3 1 0 ) 0 0 0 16
B SR 1 JuLY,1979 30 U 0 0 1 0 38
TOTAL 42 0 0 8 1 0 0 1 0 2 54
MBUGVE VILI, VILARD  JUNB, 1980 2 0 .o . 0 1 o 0 B B 1 4
SIR.0 1 Juwz,1980 10 1 O __ 1. 0 0 1} .o 0 ] 14
Meves, ) JULY,1979 34 1 6 0 1 1 2 0 0 2 a7
TOTLL 16 2 6 1 2 1 3 ) 0 4 65
- — '
GRAND ]
TOPAL . B 260 7 1 6_ | 21 (LI S N N T O A T 338 |
NorE August/September, 1981

/~fs



OHANGIS

FREQUENCY QP ARM CIRCUMFER®NCE [ ) FOR REPEAT BORDERLINES EXAMINED LUGUST/SEPTEMBA, 1981+
v DATE QP FPIRST AUG. AUG. :!Lu\:- AUG AUG AUG AUG 1
TARAFA KIGIsI o . . . o AUG. AUG, AUG, AUG.
NUTRITION 19861 1981} 1981} 1981 1981 1981 1981 | 1981 F 1981 1981 1981
SURVEY , U
B B B Y|l rl v Bl vy YR R_B| Y R_R Q TOTAL
AL R Y.

RARBAIG LNDI £ 140LD JULY, 1979 90 14 4 10 n 0 3 1 3 1 137

PEASKROE JULY, 1980 54 3 0 31 16 1 5 ] 6 1 0 117

TOTAL 114 17 4 #1 27 1 8 7 4 1 254

————— S B -4 -

BASHNAT H/NDT JULY, 1979 52 5 2 4 5 0 ) 0 ] 3 gl

SHARri0 JULY, 1979 19 31..1 2. 1 3 1 2.4..0 | 2 7 40

IH.GH, JULY, 1980 91 B8] o .5 34 6 1.4..6 | 5 5 175

TOT:L 162 26 3 1 42 7 3 6 7 15 282
R i - ——— —_pm .- e - -

GORGH/. END. L0700 JULY, 1980 1 2.4 3.1 1 1 o B L () 9
AMILR . JULY, 1979 17 0_;: O 1 0 o 1. 4.2 | o 21 _

TOTAL 18 2 3 2 1 1 1 2 ] 30

MBUG:/E VILILL VIWswy JUNE, 1980 14 0 1 2 0 1..4..0 o 0 7

SRl JUNE, 1980 8 I 0 0 _0 0 0 0 1 4

IAPEL JULY, 1979 ] 3 1.2 3 2 2 0 ] 1 0 0 19

TOTAL 1 4 2 4 4 2 1 1 0 1 30

- 4 {-—
GRAND :
TOTAL 335 43 1 12_| 58 74 11 13 16 11 17 596

NOTE * Borderline Dicgnogea

Exauined Au: /Sept.,19
EB= Blue renaining Blue
BY= Blue changing to Yellow
BR= Blue oharnginz to Red
YB= Yellow chnnging Blue

81

1980 matched with repeat Borderlines =

YR=

= Red changing to Blue
= Red changing to Yellow
= Red remaining Red

Yellow renaining Yellow
Yellow changing to Red -

TpE
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ORODHA YA WAHUDUMU WA AFYA WALIODATZ TYETT EAMIT.Iy
IM-

AN
O

“TINA ~ JINA KIJTIT  KATA TARAFA KIKUNDI
Nioodemus Madme Guse Basimet. Basimet. II
Petro Hhoko Sabilo Dahil " II
Klotida Kagsy Dareda Kiiti| Dareda " o
Nycodemms Lagwen g ! " " I
Peter Dutu Indagaw Ihdagalk 3orbalg Pilot !
Margareth Magumu " " " Iz
Fausta Hangali Hidet- " " I
Martini Dnme " " " o
Cao-inc Magakia Magakta " I
Zebedm n n 1] n
Roaina Gedasayda Goetagiml Endasak " II
Simond Mayda " " " I
Elizabeth Matle Hirbadaw Bassotu " hwsg
Nicolaus Samba " " " hwsg
Lea Girgis Bagsoth " " Iz
Iy N
Iddi Shija Matufa Magugn Mbugwe Fot.
Stephen Senge Giohameda " " II
4dnastagia Sabri Sangaiwe Mvada " I
Leonard Philip ¥ada " " I
Akwelina Stephen " " " I
Mohamed Bakari Bonga Bonga Gorowa T Plot. ,
Remadhani Maylems Nangara Singe " ! I ]
Fuataeld Muikanic 4 Mamire " I
Selemani Athumani Boay Gidas " X t
Hagdalena Mada Boay " " I l
Philemen Miungu Gidas " " T :
Mondan Saidd Endabeg . Riroda " I ’
Thomas Margwe " " " I i
Jumanne Bakari Imbilil4 Kiru " I
Eliaika Ngonya oo " " I
Juma Hajabu Managha Singe " I
TS 14
Lewnoe. Qaw Barjamod. Gitting Barbaig I
Rehsma G, Solla Wareta Katesh " III
Cenoilia K, David Endaswcld Ihdasak " III
Sebastian K. Baynit Wareta Katesh " IIT
Dionice Thao Mandi Dabil Bashnet, I
Adb11laids Iyimo Dohoany Doreds " IIT
Lecondia Thaxeyg Sharmo " " oI
plu'i:. Ne Hemdriko GJ;SO Bashnet: " III
l. e o, * s -
ce J. Nangay A /Hanaa Bonga Gorowa IIT
Swalehe Ayasanda " " III
eresia S, Modu G1jedaboshka | Gidas " IIT.
bina B, 4, Ami M/Mayoka Magara Mbugwe IIT
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BOOKS BCRROWED BY MW, MASASI PROM CCM - 29th May 1979

TLE CHAXULA 3024 - 2 covies
MAARIPA YA NYUMBANI 92) = 2 cdpies
KUPUMA KUMEPANYVWA RAHISI - 2 copies
XKOISHI NI RKUJITUNZX - 3 copies
BUSTAENS A 43BOGA - 1 cony

MSITMOLIZI YA ZAZI KATIRA KIJIJI CHETU - 2 copies

LINDA AFYA YAKO - 2 copies
mTOfO ;\I.A. ¥ALEZI = 4 covies
BUSTANI YA NYUIBANI - 1 covny
M2Z2 DUE  weme—e 17th June 1979
2% oz
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Zote hapo juu
Ay B, C, D,

lazima kikazo kilegezwe kila baada ya Dk, 10 = 15
Kvani ‘scherm chini ya kikazo itakosa howa

Kwani sehemu chini ya kikazo itclkosa damu

Kwani: sehemu chini ya kikazo italufa ganzi na lufa
Zote hapa juu,
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MRADI WA AFYA VIJTJINT - HANANG
MRADT WA AFYA VIJIIINT ~ RANANG

TR e T

1o Taja sabalm zinaauvnla knleta UgunJvn va Khhl:iaha.

4,
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e L
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8. Taja matatizo yanayowesza kutokea kwa ntoto aliyeugua Surua,
1,
2.
Je
4e

9o N2 zipl dalif za hatard za Kykohoa ambapo Mgemjwa lasina amde hospital?
1.
2,
3.
4o

10¢ABle3a mans ya Adkard va meild
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LRADT VA YA VISIJIIT HANANG -
e e At e

_MTIHANT @A LVISHO WA MUHULL TA TV P Tv

KUZUNDISH.:

Zifuagazo ni sifa za owalinU ot:wvala na owalinu wa kundi, Hebu zipange sifa za
idla owalimu upande wake;

~ anawatisha watu, cznawnl::nea na uwnlaripia watu, anafundisha catbo eo

watu, anawnona wntu kary, smatoto wadogo anaimeidilde warafunzi, anajiona

nkubwa wa watu, anajion: mojawapo wn watu, owenye lushiriidana Jawazr, ange
heshinu watu, anawasildiliza r- kutia moya watu, annfundisha wﬁtu sio namabo tu
anajitahidi lujifurza njin z fuongoza nnjadiliang,

Mwalim: Mtawala Mwalirm wa Joundi

Zifuatazo ni sifz za wotu wazima wekr alama (") pale unapoomn ot lweld,

(1) Wannjiona watu wa za on, wenyekudai hesh:an ( )
(11) Vannkumbuic;

~ 40% wannyosilda tu

~30% wonayosikia na kuona

20%wc.n.ayogtmdun wenye ( )
(111) Wanalumbuim: :

- 20 % wanayosilda tu

~ 40% wanayosilda na lahonn

~ 30 % mnayogundun weryewe ()
fiv) Vanalmbuin:

~ 3% wanayosida tu

- 40% wannyosida nn kuona

=~ 7C% warayogundua wenyews ( )

...'....'../2.
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(v) Vama ujuei owingd; womalovishaon no kuolewn, kugac, kulea watoto n.lk,
(vi) Vonnjifunza ne lusubird matokeo memn basdaye.
(vi1) Varajifunze kwa faida yo cars: tatokeo yo loo.

Koo Mutunia Idjitabu cha ' USIRUBLLI XULL iLiVI':
ha.xwu yafucteoyos.

1. Sy Kijitabu chote.

2, Gawn'latilm mrsono towild

’ (i) Andika ldchwa cha somo lo I
(41) Andtx Kichwa cha somo 1o II
3. JAndon namna utckryyofundiska somo 1la I

4, ndon namna uta'mvyofundisha sono 1o II

Y/
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MRADI WA AFYA VIJIJINT WILAYANT = HANANG,

qi:;q..la Mtahiniwa escosescecesteniee miJi cha se6s000000000e

ELDU YA 'IATU WAZTMA:

1. 24fuatazo nd sifa ca watu wazimat
i) WBna;}iona watu wa DAzN3y WENYE sesesceseesessseces

11) Wana seeecsccseissinesy wanekwisha oa na kuolewa.,

lmzaa, kulea watoto neke
(114) Vanajifunza kva sesesccsessessasesesact Matokeo ya leos
1v) Wenakunbukas
(2) 20% Wanayo ssseesecsesssceccecsecccssse.

(b) M.WWNO 0000006000000 000000000000000
(0) 80% Wanaye 060000000000 0000000000000000

2, Tmapofundisha kwa kutunia ishara - huwa twafuata hatua n: ne katika
samo noJjae

= Hatua ya kwanza ni kulmsu 00000800000000000000000000000000808000000

= Hatua ya pild ni klmsu 900000000000000000000000000000000008000000¢

= Hatua ya tatu ni kuhusu $600000000000000000000000000000000000000000

_Ha.tua. ye me ni kulmsu ooooooooo.ooocooooo-oo-oo;'oooooooo-coooooooo

3¢ Tunapowafundisha viangozi wa Afyay kuwaandaa npeka wawe tayari kufundisha

katika vilamdl vyso vya majadilianose
Tunafuata hatua zifuatazog-

Hatua ya kwanza 0 e ete000000000000000¢0000000000000000000000000000
$00000000000000000000000000000000000000000000000000000000000000000000
Hatua ya pil4 1000000000000000000000000000000000000000000000000000000
0 000000000000000000000000000000c000000000000000000000000000000asssss

‘..C.Ol./z.
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Hatua Ya 75 1

COPOOLPINE 00100000008 0000 0000000400000 ITIERRO000QRRPLOOQUVRCLIOROERTY

E&tua ya me 0000000000000 000080000000000000000 0060000000 0000000000000000O0

000080000030 00000000 000000080000 000000000023000500000000000000000000¢000

ﬁ. Eatika kupanga mpange Irara kume hatua 7 za kufuata hebu zitajet

1. .QIO.l.........0.‘...0.00...0".0'3.0.00.'01.....l...m’....l.P..oll
2. ‘.l....'.....‘...ﬁ...‘.t'.'.".'.Qi..ﬂ'...".‘.....U‘T..O..O..C....
3. PODOCVE 0000030008000 0000001%0000,000070080200009000%000007%000008000009
4. B000000000030000009210000000008000N0000%C .78 0000000000000 0000000
5. 0000000800008 00000 8000000000000 000000 ¢ 000000000000 COGRINCROGOCROOCROTS
ﬁ. 00900000000 0000000000000 8000008000000 00C0000) 0000000000 0N0RTARRR00S

7. 00 000NN TOVOODRECODEIOIVRERIIGI I V0000CORO0CR0BRIGCQCTNOIRQO0CROTS

5¢ Msimamizi micm ana&etazaniw!~ kuleta mafanikio katika mpango nzima wa

Mradi wa Afya ni KIONGOZI WA AFYA KIJIJDII. Taja macbo ambayo wiapaswa
kufarya juu ya kiongozi wa afye ili kumjenga kujianini,

Te eevecesectcctescscncervecesersecscescscascnscnracboscsvanssonscnces
Je ecovnscenssaccctsaisnstatectngeactsscssssasstcscracaceondosccessens
S S
56 cecececeveccccccacttcncocecrscocaccsccectcnsenscsacssacaceroccsscee
‘.".................................-...?,........................-...

7. 000000000 CICTOBANAAPISQARIPIRASALLAALSSSIC e 17000700000 000000000000



DI WA AFYA VUIJINI
IDARA YA AFYA

WILAYA YA HANANG’

HATI YA UTHIBITISHO

Hii ni kuthibitisha kwamba

amefuzu mafunzo ya Wahudumiaji wa Afya Vijijini yaliyoendeshwa m

Vikuu wa Wilaya kuanzia mpaka

Ameruhusiwa kufanya shughuli zifuatazo :

Kutoa elimu ya afya

Kutoa huduma ya kwanza

Kusaidia katika shughuli :a M. C. H.

Kutibu shida ndogo ndogo na kutoa dawa zilizoruhusiwa kijijini g

VWilaya ya Hanang’ Mradi wa Afya Vijijini

Cheti hiki kimetolewa bila ya masahihisho yoyote.

iﬁ
Wilaya ya Hanang' tu na kimetolewa tarehe
Mganga Mkuu Mkurugenzi



