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SUMMARY: KITUI PRIMARY HEALTH CARE (615-0185)

In accordance with Section D, Part 2 of the Grant Agreement, the mid-project
evaluation of the Kitui Primary Health Care was to take place in October/
November 1980. The CODEL field staff accordingly submitted to the Mission

an evaluation plan on September 12, 1980. The Mission reviewed the evaluation
plan and raised the following issues:

1. According to the Grant requirements, the evaluation was to be
based on the monitoring and evaluation methodology described in the CODEL CPG
Proposal. The methodology calls for baseline surveys and resurveys in all four
operational units. Only one unit - Mutomo - had initial surveys done at the
time of this evaluation. '

2. Since no baseline surveys were done in any of the other units,
the evaluation team needed to determine whether or not baseline data were
needed for an effective evaluation. Besides evaluating the project the
evaluation team was to revise the evaluation procedures for the project and
recommend any additional steps that needed to be taken to fulfil evaluation
requirements.

The actual evaluation took place early November 1980. The evaluation report was
submitted to the Mission December 16, 1980. The Mission's Project Review
Committee reviewed the evaluation report early March 1981.

Results of the Evaluation Report

The Mission found the evaluation unacceptable because it did not meet the
evaluation requirements set forth in the Project Grant Agreement. The
evaluation report did not adequately cover any of the rajor points we had
recommended to be included in the evaluation plan (see issues 1 and 2).

We requested CODEL field staff to revise their evaluation Scope of Work to
include the development of a revised project evaluation plan that CODEL would
use for the remainder of the project and the final evaluation. On June 11, 1981
CODEL field staff and Mission staff discussed re-evaluation of the CODEL
project. The CODEL field staff was required to submit a Scope of Work which the
Mission reviewed and approved.

CODEL engaged two consultants for the re-evaluation of the Kitui Primary
Health Care Project. Actual work on the evaluation started early August 1981 and
took one week.



Findings and Recommendations

Mission Project Review Committee reviewed COPEL's evaluation on January 13, 1982.
The Project Review Committee found the evaluation report more descriptive and
informative than the first ome. The report also gave specific analytical data

e.g. that 19.6 per cent of Kitui District's population of children under 5 years of
age is cover~d by the CODEL project. We do know the estimated cost per patient
visit KShs.2z.00 (U.S.$2.20). The evaluators did not make any recommendations

or suggest any areas for further study.

See Jack Slattery's memo dated October 21, 1981 for a summary of the Evaluation
Report (copy attached).

CODEL is implementing the project on schedule. All four mobile health units are
fully operational and vehicles are always well maintained. The greatest
concentration of servii s is on immunization prenatal and basic curative
services. Minimal work has been done in the area of preventive and promotive
hezlth due to shortage of staff. Only family planning referrals were being done.

The evaluataors recommended that additional staff be assigned for preventive
health care activities. No recommendations were made in the family planning
area. The evaluation also did not analyse project expenditures to determine
if any reallocation of budget line items or additionmal funds were needed

to complete project.

The report laid out a plan for collecting basic health data through

the remainder of the project which will be essential for measuring project
impact during the final evaluation. CODEL and USAID will have to monitor
closely this data collection to ensure that it is done on schedule and to make
possible modifications.

The Mission recommended the following to CODEL on the basis of its review
of the evaluation report:

1. Submit a revised budget (and implementation plan, if necessary)
to indicate how they plan to use their existing funds for the remainder of the
project;

2. Submit a report describing steps to be taken to phase over the project
to the GOK or mission hospitals (this plan could include a proposal for integrating
its activities into the Kitui Rural Health Services Project);

3. Monitor data collection closely for purpose of final evaluation;

4. Continue to collect cost data on mobile health units including
cost per bemeficiary per year;


http:U.S.$2.20
http:KShs.2z.00

5. Submit a proposal by March 15, 1982 for any follow-on activity,
with the previous that this activity focus on preventive and promotive
health care, training in the management of mobile health units and training of
mobile health unit staff, and promotion of national family planning; and

6. Submit a plan for increasing health education impact of the mobile
health unit activities.

Attach: a/s

i
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. :A'_h.

Draft :HNP:NMwanzia:2/17/82
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THE TFILES

1. Report notes that 19.6 percent of Kitui District's population of
children under 5 years of age is covered by project. It also notes that
for 1980 there were 84,203 recipiants in the program. However 48,748 were
revisits so it is probably more ac.urate to call these patient visits
rath:r than recipients which the report does.

2. Based on 3-year dep.cciation of vehicies, clinical equipment, etc.
and recurring expenditures for salaries, drugs, petrol, vehicle maintenance
etc., the estimated cost per patient visit is KShs.9.13. When this is added
to non-CODEL for vaccines (MOH), housing, office space (Diccese of Kitui)
the per patient visit cost increases by Shs.21.58 to a total of KShs.21.58.
The bulk of this cost is for vaccines, provided by the MOH, at a cost of
KShs.1l.54 per patient visit.

Per patient visit cost in U.S. Dollars (US$1.00 = KShs.8.00) is $2.70. The
report does not provide a patient per year cost, which may not be possible
given the manner in which the data was collected. Perhaps the data
collection methodology could be modified to 4o this.

3. Report provides 1969 and 1979 population data for sublocations served
by Mobile Clinics (370,000 as per 1979 census) but does not indicate
catchment area of clinics nor percent of this population served. This
information would be useful in fiaial evaluation, especially to pin down the
costs for operating mobile clinics and actual catchment areas.

4, Report notes that Family Planning (FP) services offered are totally
inadequate. Natural FP advocated by Catholic Missions is inappropriate for the
life styles of the Akamba. Report states that other means of providing FF
services through the project activities should be found but does not give

any specific recommendations. Was this area explored by the evaluator?

5. 0f the various PHC activities, (i.e., MZH, antenatal, immunizations,
nutrition, health education, trairing community leaders and TBAs), the most

Buv U.S. Savings Bonds Regulariy on the Payroll Savings Plan . =
! IREV 770"
GSA FPMR (41 CFR)I01-11.6
S010-112
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successful activity appears to be the immunization program where Muthale
and Mutomo Catholic Mission Hospitals records indicate reduced morbidity and
mortality from measles, whooping cough, tetanus and scabies. Malaria,
diarrhea, and malnutrition remain severe problems. Tuberculosis is on the
increase, apparently in part due to malnutrition in the case of children.
Particularly disturbing is that the form of malaria attacking particularly
young children is becoming more virulent "causing many deaths" (p. 38)

It would be useful to know how rany more deaths, i.e. pervent increase.

This finding also suggests that it might be useful to conduct some special
malaria studies (e.g. through CDC) on resistance of malaria strains on anti-
malarial drugs to determine most appropriate malarial drugs in Kitui Rural
Health Project (615~0206).

6. Findings in item 5 above and findings in the report indicate that the
health and nutrition education component and generally the preventive and
' promotive aspects of the project are ineffertive. The project concentrates

on cuvatives cervices and preve ..ive services in the area of antenatal care

a2d immunizatisse.  Community rsvticipation is minimal although the project has
ssntuceced heclty education activities and trained some TBAs. Problems
asgociated with the lack of preventive and promotive health care include:

a) lack of training of team staff

.b) the least qualified of the team staff, i.e., ungraded staff, are
given the task of health education

¢) Clinics are not organized to provide sufficient time fc- health
education

d) Project administration dras not place sufficient importance on
long-term continuity of community health care by the community
for the community

e) Insufficient number o’ community leaders, uembers, women, TBAs
trained.

It is interesting to note that the communities desire continuous health
services, such as through a dispensary. A trained community worker would
help meet this need by providing at least a basic level of health care on a
continuous basis.

Though the evaluator makes a few recommendations in strengthening heaith
education, the report does not indicate whether or not project staff would

be receptive. Also these recommendations are probably not sufficient to turn
the project around in this area.

7. Additional staff, "helpers" or ungraded staff are needed to implement
data collection system proposed and to strengthen preventive and promotive
health activities. Is ungraded staff qualified for preventive and promotive
work? Or should these people be Public Health Technicians (PHTs)? What is
the possibility of PHTs from nearby MOH Health Centers going along ca Mobile
Clinics e.g. visiting each commuaity once every 2 months?
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8. A range of health enviromments are represented in the project area.

The Muthale area where rainfall is most plentiful has a better health status,
uses more latrines than Mutomo and Kimangao. The Mutito/Nuu area appears

to have the most difficult health environment, with the driest climate.

9. The ceport suggested forms for collecting data implies that food
is being distrbuted in the project area either through static clinics or
the mobile clinics. CODEL had requested over a year ago that Corn-Soya-
Milk blend (CSM) or milk powder be used on an experimental basis as "dawa"
(medicine) for treatment of severely malnourished children during mobile
clinic activities. What has been the result?

Also, if data is to be collected on eaving patterns and outside food
interventions (e.g. CRS/Kenya PL 480 Title II food) this data might be useful
in some of the special Title II evaluation activities to be undertaken
during Y 1982. '

10. The report gives no iunformation on the following:

a) What steps CODEL has ‘iken to integrate its project in to GOK/MOH
activities and how it (CCDEL) rlans to continue supporting this
activity after October 1982.

b) What, if any, budget zdditions are required to complete project
activities to reach fully tke goals and objectives of the project.
We know, for example, transportation costs in the project have
exceeded estimates. Also funding will be needed for the proposed
additional project staff and final evaluation.

c) Whether or not CODEL agrees with recommended evaluation plan.

i1, The Augus® 1981 pvalusticg Pzpirt is a vastly superior product than the
Novemper 198C report. While there remain numerous questions unanswerea,

a thorough review of this document within the Mission followed by a joint
USAID working meetings with CODEL, Diocese of Kitui and MOH Headquarters and
Kitui District officers should lead to a better definition of remaining project
activities and a follow-on phase to be integrated with the proposec Kitui
Rural Health Services Project. In other words CODEL, MOH and USAID have
sufficient feedback on the project to make necessary plans for the future.

C.C. Dr. Britanak, HNP
Ms. Nellie Mwanzia, HNP
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Mid Terz Evaluation of the Zitul Primary
Healta Care Project

SECTION I

A, Project Backsround

The Kitui Primary Health Care Nobile Program (PEC) was implemented
with the purpose of prm.ridi.ng prioary health care for people living in
the remote areas of the Xitui distriot for whom existing Covernment

and XKission Medical Services were ina.cchessi'ble.

The program envisaged ouirsach services Q"nrategically placed
locations throughout the district. Servic:8 were to be provided by
four mcbile teams, each covering sixteen widely scattered ceatres to
be visited cnce a month. The range of services were to incluie
maternal and child healtl} care, antenatal, postnatal and family planning,

imnunizations, health education and si=ple curative care.

In 1577, the pre~pilct thase of the program w2s started with one
mobile teem in opsraticn, based at 4the Yutomo c:..tholic Mission hospital.
This progrem wes financed (324,719) by Co-ordinaticm ir Developmest Inc.
. (CODZL). The Grant Agreement ‘for Kitui Prizary Health Care Pro ject
becane effective on lot Felrmary 1579, funded by USAID through CODEL
(US.$355,808) for a period of f:hree years. According to the plan of
oparations worked out, a secomi. team was implemented at Kimarngao in
July 1979, a +third '_team st Kuthale in December 197G, azd a fourth at
Mutito/thu in Jzmuazy \1.980. £11 four teams wers in full operation

beginning February 1580.

Mid<tern Evaluatio

In accordance with the .Grant Agreemcat, en evaluation was done in
Novexber 1930 by the UNICZ® Adviser in Community Health, ZARD. Eowever,

the svalunatizz report did not meet USAID expectaticns, anxd a5 such a
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re-evaluation was requested. A team of two consultants, undertook
the current evaluation at the request of the project administrator,
Rev. J Barry. The team visited Kitui and Mutomo on Jume 11th and
12th, to review the projeot';nd hqld'hiacuaaiana with project staff
in order to plan the'ev§1uat1on methodology. &t this vicit, the
team outlined the evaluation -procedures, set.up samplirg procedures
for data collection, decigned supplementary data collection records,

and the plan of work, after discussions with project staff.

On June 26 and 27, one member of the team returmed to Kitui to
attend a workshop for all Program st2ff. One session was devoted
to discussioas and ezplanz_r_tions on the new moritoring systeam, sampling
procedure for selectica of study population, erd recording procedures.
Several questions were raised, and problezs in racording were discussed.
The need for one'e:tra person on cach team to help with data collectioa
was recogaiced, and a decisiﬁn was mode to bire one extra person on each

teax,

On July 31, 1981, work on the evaluation tegan. Preliminary
preparatioas including review of all projeoct documents and ceports,
discussions with USAID project Ftaff, drafting of the scope of work,
(4onex 1), end details of the plaa of action were completed in Nairobi.
The contract with Catholic Dioéeso of Kitui was executed and the tean

left for the field work_ on tugust 6, 1981,

B. ZEvaluaticn Methodoloey

It was decided to visit each ceatre in crder to conduct
interviews with projesct staff, prograznme beneficiaries, coczunity
members and govermment officiala, review records mainteined for
ctatistical data aeeded for iapest evaluation, and obmerve mobile

clirics in actic.
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The jtinerary was set up as rollows:

Aug 6, 1580 - 6.30 a.m. Leeve Neirobi for Xutomo
g 8, 1980 -~ 2,30 p.o. Leave Yutomo for Nuu
&ng:9, 1980 - 1.00 p.m. - Lé_afe ‘;‘cr Kimanzao

Mg 10, 1980 - 9.00 .a..m. Visit Weuku clinie

S5.00 peme. _. Leave for Muthale
g 11, 1580 9.00 a.m. Visit Kanyaa ¢linic

Aug 12, 1980 8.00 a.m. Leave for Kitui. Hold discussions
with project staff, visit
Government hospital § meet
officials. 2
2.00 p.m. Return to Nairoti

Interview Guides:

Two interview guides A § B were desicned (Azaer 1.) for data
collection. Interview Guide A? for Project beneficiaries comsisted
of 13 questicis to elicit at‘ti.tud.ee ad practices related to health,
sanitation, water usage, pe::sﬁna‘.. hysiens, nutrition, and the impact
c;f health education programs a:x:l.. its Telationahip %o education: .
statue,

Interview Guide 3 for project staff censisted of 10 cuestims
designed to elicit opinioms conce‘.fuing the progrem's sucoesses, failures,
benefits and rreblemy, hesides staff ce==iiment to the projoct and plans

for professional developen:t and advanccaeat.

Clinic records were reviewed to collect statistical informatica.
Iopact of the mroject in terms of covercre was ascecsed for the

Distriet of Kitui amd each tezn area.

Child Welfare Pro-~raom

Child wzlfare clinic records for ecsh six zmonth pericd were
revieved axzd suz—ery statisiics on sarvicey provided., Case lcads,

izmunization dzta and mordidity data for cemparigsn with dipeace

,. ’1!
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observed in the health surveys l'/ conducted in four Kitui Distrioct

sublocatioms by medical students were all computed.

Antanatal prosram:

4
M -

Records were reviewed and ‘summary statistics for attendance

rates, claasification of new cases by risk and non-risk categories,

and number immnized with- 4etanus toxoid were coanputed.

Mutrititon surreillance

The nutritional status of chiliren under five in the progrea
for the six month period January to June 1581 was assessed from

weight measurements recorded.

Clinic management inTormation was obtained from records anmd

discussions with project teza leaders.

Transportation and vekicle maintenance data was obteined from

the vehicle registers and discussion with the drivers of each vehicle

Information on project expenditure wes obtained frea records
and statements, survey of cusremt rates, and discusssion with the

project camsultant and administrator.

SaCTION IT

2ssesmment of mrozress toward the sector goal

The project sectar goal aimed at the improvement of the quality
of life in rural areas through attainment of optimum level of health
within the contraints of exisiing e=d developing ecomozy a=d in line

with the Hatioral Heelth Systen.

y Secozd Year Nedical Students, ed. by M. Malone. Repert on
Healta survey in Fawelu and Ziviuni sublocaticas of Kitud district,
sngust 1975 end Roport oo & survey in Eoni and llusemgi rublocaticns
Gt

Eitui District, Sept. 1973. U-xiversity of Nairoti.
?
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firat step to tho ansesszent of the above goal requires a
general description of the existing conditions in the Distziot of
Ltui. Dezcgraphic data for the District of Kitui used im the

analysis of this report is givan_in Anex 2.

Ae District of Fitui Backeround
Geograch~ ani Demozraphyv-

Kitui ic the seccnd largest district in the Sactern Proviace
oZ Zenya. It has a land area of 31,099 squave Xlometers and its
rnwral population lives in 24,592 nquare kilometers. At the 1979
cexsus ite population was 454,283 with 'an esiimated annual growth
rate of 2.93%. Xitui District is divided in 5 Divisions, 27
locations azd 134 sublocaticas. It had an overall deasity of 15/
sq.lm in 1979, with rural populatioz dencities ranging frea 7
persons/km in the Eastern Division, 53 persoas/im in Cemtral Divisiea,
10 person/in in the Sou‘.heru"nivision, 45 perscns/km in Nwingi and
1C persons/i@m in Kyuso. Population densities are lower in the
' Zartern, Southern and Kyuso divicions as the climete is drier and
rcinfall of lees then 30 :anhe;! Per yeer in very unreliable. The
Centrel end Mvingi divisions ars more populated as the rainfall is

relatively higher and the land :;:ere productive,

Structure of the nomletion =md its enlture

The Walrzmba are é."\-:é:: ad gemercus people zud camstitute over
2% pearcent of the populatiom of the District. They form an
agricultural coziety and are neither rigid aor highly structured.
Uor=unities are orgmized in a village hierarchiczl systex with
arpcinted leaders. The 'haranbee! spirit is very evident, with

the people willing to ccoperste in development effcrta.
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The society is male do.ii.nated., with women relegated to a
subservient rcle chiefly for the purpose of child bearing ani
rearing, performing domestic chores sich as fetching water amd
firewood and working .on the. fa.ma..' 'm‘zere is general acceptance
of this role. Polygé::_y_z prevails and is generally encouraged and
accepted. Attitudes toward polygamy are mﬂtive. Women
appreciate the help and c&mx;;nionahip of the many wives, living
as neighbours in the same Conpound, and sharing the rigors of
reral dving. '.

According to the 1979 Census, the workding group (15-59) were
195,C00 or 45 percent of the district poprlatian leading to a

depeadency ratio of 1.2:1.

Socio—econo=ic profils of the District

Cultivation of crops o3 small faras for subsistence, and
kesping of livestock are the chief activities of 95 percant of the
porzlation. About 2 percent of the populatim ;re engaged in trade
’aad com=erce, and l.5 percent in waze employment., Self employment
and the informal secior occury Ce4 percent of the population while
1 perceat of the population, zoStly male, work in saleried employ-
ment ocutside the District.

Health Services ard Problems

“e

Eitcl has three hospitals (fourth closed) 9 health centres

and 23 dispensaries. The map cf the District of Kitui, imnex 2,
ehows the location of these facilities including the 64 primary care

sotile slinice.

The Gover—ment opened 21 motile clinice, which were closed down

due to a financial crisis.
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The major health prodlem could be Tegardid as the exploding
population of the District estimated to reach 600,000 bty the year
2000 A.D.

The Govermment's efforts alt,t}:o promotion of MCH and family

Planning ser 4ces are under utilized due to two main factors:

\

1. Services are not within the effective reach of the target

poyulation.

2. Ifnorance and cultural attitudes, preveat the use of IXH

apd Fanily Plaaning Services.

\

Problexg affecting the health of the Peonle.

Water 18 scarce in most areas of the District. Tie Tana ad
Athi rivers are the only perzanent rivers in Xitui and they form the
northern ani western boundaries of the District. These rivere have
not been utilised sufficiently.to supply water to the District for

buman and livectock consurpvian and irrigatia.

' Tae only rural water supplies are the Iuitito?ui wa supply
and the Ikanzze/'utome water snppiy serving a szall proportion of the
population. Cther sources of watgr supply are sprizgs in the hills
near Matito,Tuw end Endeu ef limited capacity, bore holes md sock
catchments, Zarthdams end mbsu.rf;ce dazs along the Athi and Mwitasyano
rivers, aud weiter holes in river beds dug by ke pecple are the main

-

sources of water supply. Rainwater whem available is also collected

for use,

Social Services

Access to soclal services such as medicel services amd schools
is en acute prodlem. Giris are semt to Frizary school but are
generally act encourazsed te cozplsie their educatiom, as Sorriege or

caild bearing & an eerly age is the morm.
=



The lack of transportation and bad .roede is the main reason
for the inaccecaidbility to services. Areas most affected by these
problems are the Nzambeami, Kiambani amd Yatte locations in the
Central Division, most parts of the Mwingi Division, and the

Bastern Divisiom.

#oad problems are compounded by the lack of an orgenized
maintenance system ard the lack of bridzes in K:.tui espacially in

the rainy seasan.

Bus services due to the poor condition ¢f the roads are very

unreliable and sporadic especially in the outlying rural areas.

C. Anzlvsis of indicators

4 second step in the assessment of the quality of life was the
analysis of indicators measuring the health status of the people of

Kitui and the related quality of life.

7

Recauction in mortality with éz::;hasis on infant mortzlity

Reduction in infant mortality while recognised as an important
indicator in improving the cuality of life is very hard to measure

glven the current state of the art.

T™e District of Xitui makes every attempt to register births
and deaths. Eowever, at best an;ly 50=75 percezt of births and deaths
are reported. Annex 2.7 gives a tatle of Births apd Deaths with
crude rates. Since 1973 the birth rate has nearly donbled. It is
difficult to get an accurate pattern of death rates as mortality

ta ere not maintained ty age goups. In the Faticnal reportirg cf

census data, there i8 no categorizatica by age groups.

Statistics maintzined by the two misslon hospitals, Mutczmo, and
Muthale, however, sive detaile concerning deliveries md mortality
data. Table 1 disploys the comporison of births asd deatho related
to ziatermal cases for separate yoars before and after the prizory

care prcgras:.
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Teble 1
Comparison of births and mortality related to maternal cases for

Mutoma hospital (1573, and 1980) and Muthale hospital (1975 and
1980) in percentages

r-‘ "Muthale Hospital . Matomo Hospital
1975. - 1980 1973 1980
Deliveries Nuzber ¢  Xo. % umber % No. %
Normal 515 85.8 475 76.0 435 “37.0 529 74.0
Atnormal 85 1.2 150 24.0 65 13.0 185 26.2
Nortality
Maternal 305 1 06 2 0.4 1 0.14]
Still births 29 4.8 25 4.0 10 2,0 16 2.2
Reonatal 21 3.5 19 3.0 24 4.8 133 3.2
Izfant 56 9.0 55 8.8 30 6.0 45 6.3

In toth hospitals the nunéer of abnorzzl antenatal cases seeldng
bospitel deliveries neaxly douhlgd in 1930 kich ocould be attridbuted to
the antenztal. care given ty theémobiie teazc in thege areas. The
drop in the mrternal mortality rate could also be atiributed to ente-
natel care. Howewer, it should be noted that there is no informatiamn
whether these pztientie ;:;eivei antenztal care or zot. It must be
pointed out thet the fee charged for deliveries (50 shillirrs for
norzal deliveries) is a deterrent for naxy nf the poor 1o =cek medical

care.

Tacre ar

(V]

1o ificamt differences in %he mortzl <y figures

before md £24=

ﬂ

Eign
the FEC propra=. The hizh risk cases Seezing hospital

care could zscoumt for ihis paties=.
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Reduction in Norbidity

The Kitui Primary Health Care Program has been effective

in the reduction of several diseaees. " Muthale hospital morbidity
datazgor 1975 show that Si ch.ild.;-‘eg.wélre' treated for measles, 61

fcr whooping cough, 1 for teta.nui, 1 for polio, 2 for worms and
18 for marasms, lma-nh;o;'_}gor and malnutri‘.ion. In 1980 there

were 15 children with measles, 1 with tetuaus, no cases with whooping
cough or polio, and 34 with marasmis and kwashiorkor. The incidence
of measles, polio, whooping cough and tetanus are x;;: longer major

childhood problems, while malnutrition 5till remains a problem.

Comparison of morbidity data for the month of ¥ar 1931,
chosen at random, in all th; clinics of the FHC with the date in
the surveys done by the medical students of the University of Nairobi
in the sublocations of Kawx' apq Musengo (1978) and Kawelu and Kirnmi
(1976) show @ reduction in sei;era.l di seases, Tabls 2 dieplays the
point prevalence rates for each of “he sublocations aad the PHC.

Anong fhe PHC children no cases of polio nor meesles were found.
The only oase of vhooping cough .occured in a child not previously
immunized. Worm infectatiaons wer;e significently reduced, and could

be ettributed to the de=worming p;rogran. Every child is treated for
woras at 6 moathly pericds. The '.incidence of scabies was significantly
reduced. This could be attributed to effective health education on
hygiene. Despite the fact that water is scarce, the hygieae practices
have considerably improved. Th: incidence of coughs and colds showed
a very 8light decrease while cye infections were still hish. The
incidence of malaria is a :ajor' problen, and according to reports from

the Kutomo § luthale Logpitals the aunber of children very anemic and

2/ Mehele Hospital Repors 1575 - 1976, PP.12-15.



Table 2

Comparisen of prevalence rates of specific diseases in children
under 5 years of age in the Eitui Primarv-Health Care project

(#ay 81) aad sublooations of Kaui § Musesgo (1976) and Kawelu
‘and Kigyuni (1975)

Disease Pbiz;t rrevalence ner 1000
Kitui Primary Kaui Husengo  Zawelu Elvyuni
Health Carse
Pro jeot .
N = 4152 =152 W=193 N=eb66 N =66
Polio o] 7 15 0 15
Lye diseases 56 33 25 136 120
Scabies 12 309 505 157 210
Cough/colds 252 289 389 303 290
Diarrhoea 76 36 55 45 80
Whooping coush 1 303 108 61 o]
Xeasles 0 230 187 o 0
Worzs 3 - - - 3c 15
Fever 154 - - 213 306
Malaria?

The patterm of diseases among children in FKC Program by Clinice

Ceztres is given in Table T5- Annex 3.
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severely ill from maleoria have iacreased ﬂth a number of deaths
resulting from severe anemia. Diarrheas recained a prevailing
problem - lack of potable water, and the drinking of unboiled
water was chiefly responsiblé far the hfigh prevalence of this

condition.

The mission hospitale hrave separate proéms for the treaitment
and cantact investigation of leprosy and tuberculesis cascs. Any
suspected case is referred to the special programs. Ia 1673 “the
Mutomo leprosy and TB project covered the scuth of K:Ltu:. nostly by
safaris to 35 clinics. In 1980, the mrogram covered 36 safari
centres holding clinics once a month. In 1979 the Mutomo prosranm
treated a total of 754 lepr:sy cases with 54 rew cases, and a total
of 433 TB cases with 74 new cases. Iz 1980 the pregram treated 832
leprosy ceses of whox 34 were new cases azd 509 1B cases of whom 124
were new. In 1973 the Muthale hospital treated 1 case of leprosy
end 9 of T3, and in 1930 15 cases of TB. The incidence of leprosy
'is dropping vaile tuberculo'sis is increasing. Reports from the
doctors a=d aurses confirm thié; finding. They are finding fewer
cases of leprosy and many more of possible TB, Kalnutrition may be

a stronc facior in the increase'of TB.

Ratrition Status

Melnutrition s5till persists. Accerding to the survey dame in
1976, and the growth surveillance data of the PHC children, there are
no significant differences between the two groups, except for the
Mutomo children. At Mutomo, anly 17 percent of the chilirexz are
underweizht. However, the réasnn for this difference cannot be
determired. Dotz w2s act trokez down by age groupe, and ag children
under ons year of age are gemncrally well nourished duae tc breact

feedding, *he differcmce could mot be atirituted to improved ouwtrition.



-13 -

Growth Surveillance: Harvard. stzndard weight scale for children
under five years of age by clinic centres and sublocatirms in

percentages
Year, Location § Number  Barvard Standard Weight °
80% and 60-80% “ 60% and
above below
1981 Mutomo 1478 T 83.27 16.41 0.32
1981 Nuu 952 . 5B8.43 28.3 3.7
1976 Ka:urelu 57 70.2 29.8 0.0
1976 Kivyuni 62 69.4 30.6 0.0
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Table 3 displays the p- ‘centage of caildren in each category
of the Barva.rd.neight scale for the three PHC centres and the sube
locations surveyed in 1976. Data from the Muthale tean was

discounted due to record.‘.n§ 'ez;rq:a.

It should also be note? ‘th‘a:t the Kimangao and Nuu mobile
clinic centres are located in drier areas wit!; little or no water
Bupply that males the growing of crops for subsisteace a big problem,
Tables &,9, and 10 (Annex 3) display data on growth surveillance by

clinic centres for each of the teams except Muthale,

\

Improverent in heal’h practizes of the peonle

The survey of p:-o;jec:t— beneficiaries was designed specifically
to elicit information coﬁceming health practices, knowledge and
changes in attitudes and behaviour patterns, Table 12, (Annex 3)
displays the responses of the 50 women interviewed at three |
different centres. Together with data from clinic recoxds the

. assessment of the extcat of ioprovemeat in hezlth practices was mzde.

The decrease in *he inci:'lence of scabies as displayed in Table
2, p.ll is evidence that pe:-son.;.l bygien=2 practices have ioproved,

H

despite scarce water supplies. .

Bathing practices according to the survey responses show that
75 peccent batkedaily, . 18.3 percent every two-three doys and 6.7 per-
cent whenever water is available. Bathinz is believed to be good for

the health espscially giving the body streagth,

Pit latrines, as a method of sanitation ereconsidered good for
health by all the people suwrveyed. While 41.7 perceat are using pit
latrines, tke 58,3 percert using open fields haverot built latrines
due to the shortage of finamces or the lack of time as the nen are

tco buey.
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The majority (63.3 percent) either composted or burnt their
garbage, while 36.7 percent still disposed of their garbage in the

open fields.

4

’ihe knowledge'that \.i.at.er-b.is' ; carrier of disease germs is
laciding. In Muthale a.nd. Kimangao where livestock rearing is more
common, animals use the same water scurce as the people. Bathing
and washing clothes at the river is generally the custom. Drinking

water collected from contaminated sources is not poiled..

The kmowledge of disease causation anmd Prevention is rudi-
mentary anong the majority. The use of the hospital or clinic
services, when 111 is considered the chief method of prevention.
Izmunizations are taken because it is what the medical pecple
recommend. Primary school education made no difference to the
knowledgze of diseases or preventive x::e:asu.res, wkereas, the 1ll.7 per
cent with secandary achool 'education are better informed. Those
with no education, believe -tha.t the supernatural, and the elemenis

cause diseaseg.

The majority cf mothers breast feed their babdies upto cne
year of age. Those who stopped (10 percent) before the child's six
months of age did so because o? the lack of milk supply. Additional
foods are introduced in the child's diet as early as two and between
six months of age by 53.3 percent of the population. Pccds
introduced are porridge made of majize meal, sorghum or millet,
followed by greens from the lezves of cowpeas o> pigecn peas axzd
tomatoes whenever available. Cows peas 2ad beans are aaded to the

diet after weaning. Eggs or meat are rarely eaten by the majority.

The majority (7C percent) zrow food for their own use end only



Bsell whatever is in excess., When the harvests fail as in 1977-78

great difficulties are experienced in ‘Providing adequate diets.

The last two seasons produced good harvests,



SECTION IIX

Extent of Achiavement of Pro ject

vose
The purpose of the project ‘was stated as ""‘he provision of
& mobile prima.ry hea.lt‘h care servioes to rural areas of Kitui

which lacked Government and or mission servicea."

Pro ject covere -8

The Kitui primary health care project is providing health
services to people who otherwise would not have access to such
services. The four teams started their programs as scheduled and
now cover a total of 66 centres. The ¥imengao and Muthale teams
are both operating a static clinic each. This service was stcrted
as it was felt that it was mcre comvemicat for the mobile toams to
handle all the preventive uqu, rather than the Bcalth Centre and

Hospital staff in each place.

Project locaiion
*

The map of Kitui District (Amnexr 2) displays all the medical
facilities end the PEC mobile clinic centros. Duplication of
facilities occur in a few cent:';ea swhere there are government
dinpensa-ﬁes. These include, ié:.xtha, Voo and Kanziko covered by the
Mutomo tean, Endau and Mui, covered by “he Nuu teaz, and Kyuso zad
Eatse covered by the f{mangao teem, “uides the two static cemntres
mentioned above at the Miseion hospital § health centre. According
to the team leaders the services are provided in the. same arecs as
the goverument dispensaries, at the special request of the comzmunity.
Toe soveranent dispensaries, -for a variety of reszeons are not able

to deliver the servicas.
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Child Healih Care Covernse

Teble 4, displays the total population under five covered by
the program as well as the different services provided, as a
peroentage for each sublocation and the District of Kitui, Tadble II,
in Annex B, gives a summary of cJ.im.c services for each tean in six

month periods for the iotal duration of the project.

-

The program, at <he end of 1580 covered 19.5 perceat the District's
under five population. I:::nmizatians‘ra.nged from 9.6 perceat to 17.9
percent rate of coverage for the different 1muniz£tions. Carative

care was the lergest part of the PTogTan.

Antenatal covarace

—

Tatle 5, displays the antenatal service coverage in each team

area by the percentage of live births for the program duratica.

A total of 29.9 percent of registered live births in Kitui
District during the years 19‘?8 to 1980 were covered by the PHC program.
Of these, 23 perceat received cne tetanus toxoid immuaization, and 5.6

" percent the cecord doge.

Post-ratal services are not glven, as mothers do not recognize
the importance of the service, and the tean stalf, already overloaded,

do not see the practicality of x:,“roviding sich a service.

Pamily planning ac a service was only provided by the Mutomo
tean. The other teams Lizve Plans for beginning this serv=ce in the
near future., However, this service is restricted only to the natural

methed, due to the Catholic rrilosorhy.
The method 18 inedecuate cmeidering the life styles and customs
of the Kalanba people.

The Wakizha men, in porticular correlate 'male supremacy' or

[ooe
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TABLE 4

Child Welfare Sorvices by percentage of population under five in each team
sublocatione and the Dietrict of Kitui: 1978-1980

Sorvioss provided

Kimangao Muthale Mutomo Muu Total Dr. of
Numbor % Number % Humber % Number &% Number Kitui
Child Wolfare
New 3644 21,7 6189 26,4 6767 21.5 2208 22.2 18,808 19.6
Rovicite 15816 - 8556 - 26526 @ - 5102 - 56,000 -
Curative Care 37163 28.6 6358  27.1 23456  95.4 3904 41.1 46638 48.6
Irnuni zationes !
BCG 3097 -~ 23,5 4188 17.9 6524  26.6 1833  19.3 15,642 16.3
DPT 1 3699 281 4146 17.6  6%2 281 2448 25.7 17,i% 17.9
DPT 2 2255  17.1 3284 13.9 5656 23.0 1327 14.0 12,522 13.0
DPT 3 2112 16.1 565 11,0 4183  17.0 890 9.4 9,770 10.2
POLIO 1 3590 27.3 4496 19.1 6536 26,6 2286  24.0 16,908 17.6
POLIO 2 2778 21.1 3054 13.0 4784 19.5 1i45 12.1 11,761 12.3
POLIO 3 2054  15.6 not given 2892  11.8 846 8.9 5,792 6.0
MEASLES 126 9.2 3051 13.0 3932 16.0 1034 10.9 9,233 9.6
HO0. of Clinios held 250 - 185 - 435 - 173 - 1,083 -

Note: Porcentages of under five population oaloulated as followss .
Kimangao 13155; Muthale 23,454; Mutomo 24569; luu 9501. District of Kitui 96000,




Antenatal services in each team area by percentage

TABLE

of live births between 1973 to 19680 in Kitui Distrioct

4

Servicec Provided  Kimangad ~ sathale  Mutomo, luu Total %
Antenatal cere:; )

New cases

Rick 516 619 2430 562 4127)

Non Risk 434 997 ' 1683 370 3384; 23
Revisits —

Risk 721 873 3622 429 5645

Yon Risk 559 1289 2481 354 4683
Irzmacizetion

Tetaaus 1 750 1399 3135 500 5784 23.0

Toxsid 2 329 521 1395 264 2507 10.0

' - - 1421 - 1421 5.6

Pamily Plamning

Noto: Live births registered in EKitui district for the years 1976-1580

= 25153

-




'machimuo! with the nucber of their progeny. penefally, around pay
day, wives visit their husbands working outside the dietriect, inoxder
to collect money beforse it is apent" . At these
visitations, it is hishly unreahst;c t0 expect the restr:.c't:.on of
'safe period! sexua.l relations.

Sexual relaxicgahipa are not co:fiﬁci to married couples
only. Pre-martiasl sex is common place and generally accepted. In fact,
the ability of a woman to have children is an accepted criterion for
parriage. The need for children, as a means of égcial security is
strong, and many of the unwed women have ¢hildren, and are generally

accepted and looked after by their families.

—

Young girls, espscially thoss pursuing a secondor ary sehool
education are prime targets Zor Pregnancy. Mole admirers feel that
it is in their best interests to rzeep the girls Fregnaxnt, as it
fosters dependency. bl ::om'é cases, in order to keep the scholastic
cozpetition from girls down, male cczpanions pureue them, and get
then pregrant. Eventually the girls drop out leaving the field clear

for the boys.

Discussions with the Exore educated wozen 2t the clinies
revealed a great deal of interest in learning about famiiy planning.
They are particularly desirous-of spacing their families and to some
extent limiting them. . Rive children wereconsidered a good size for
& farily. There are zany cisconcepiions about artificial methods
of birth control. Tae women thin't that the men fear death to the
pother or child as a result of fexily plenning and hence will not
cooperzate, The womexn raquesfed assistance in family plamning, with
the suggestion +ha: co=zuuity elders if invelved in fazily planning

educaticn wonrlli GTe able 1o peiiivelr izflucnce their husbands.
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There is no doubt, that there is a great need for the
provigion of this service, focusing on the inclusion of both men
and women. One stirategy, would be to.introduce the concept of
faaily spacing with the resultant good health of both the mothers

and the children,

Community Particivation

Discussions and meetings with coammity leesders and the
people were held at Mutomo, Muthale a:d Kimangao, to assesaAthe
extent of community participation and to identify problems and
needs concerning health as perceived by the people. The tean
Dembers were also in'terviey_ed to assess the extent of their e"ffor‘ts

in promoting comxunity participation.

The major problei:s as identified by the peo'ple are sanitation,
water and the irc'dence of di_seése particularly malaria. A campaigm
1o promote the tuilding of p'it latrines is underwa; in Mutomo. Their
installation in both public ’pla.cas ad in private homes ie being
' encouraged, with the possi;bilit}' of ihtrod.ucing fines for those who
dc not comply within a specified period of time. Thne sucoessful
completion of a pit-letrine pro,:ject for a secondary school in Hutemo
was reported. One of the leade:.:s felt that the change to using pit
latrines would bo a slow p.rocae;, requiringzuch educatian. However,
discusaions with the peg_ple. at Ynthele, showed them eager to use pit

latrines, and it wes leck of finences end time that slowed them down.

Throughout the dictrict wster isn regarded ag a major prorlem.
wWhile the people are vaguely aware of governmexnt rrojects to provide
water, they do not foresee wzter supply in sne near fuiure. In the
zeantime, several attempts et temporary mezsures zuch as tuilding eaxth

dams and digging vells are underway, 1o izzrove the water saprly.
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However, fechnical expertise and guidance is 8dly lacking, in

furthering the pecple's efforta.

Malaria is recognized as a major problex, but there are no
mosquito eradication plans, nor any clear ideas how the disease ocould

be prevented.

The mobile clinic program is regarded as a very necessary
and ruccessfal Bervice, reaching people in remote areas with no
other access to modern medical care., It was also observed .th:rb

killer diseasec like measles anc whooping cough have disappeared,

thile mobile services are greatly appreciated, there is a
strong feeling that the people weuld like a dispengary, to provide
every dey service., The cozmunity people are willing to provide

building materiels end labour for cuch facilities.

The teza mexzbers raported that in most areas, the commnity
previded temporary tuilding space for their clinics., Where there
were problems, discussioans iith the village chiefs trought atout
rositive resulis. Howevez;, the level of participation stops at the
provicion of temporary space. The team staf? due to pressures of
work have no time to focus on cormunity participaticn. Such leederw
ship not only requires time, but a well prepared staff to dezl with
coamunity actior and relatioas. . ".mis cannot be expected from the

current local stesf enployed.

Cozxunity leaders eleo exprecsed the need to have more of

thoir wemen traired in basic health al:ills'to serve their com=unities.

Joint Plamrnins with othepr Services

Before ptarting scrvices at each of the different mebile
clinice, %team l~=iers Burvercd the area and held zeotings with

villass leaders to detercina the externt of need, Scze of the cemtres
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were opened at the reguest of the Ministry of Health offficials,

Good coordination exists between the mobile clinies end
. governzent medical facil;tzes. Pai ients are referred and attemded
to as needed., The supply of vaccines from government continues,

though shortages occured during a few months.
* \

The governrent has-seconded a public health technicien to
work at +he Mutomo Hospital, This person offers services to the
mobile team when required., The secording of zursing staff to work
on the zobile teams is seen as a great need, as the mission hoepitals
cannot sttract stasf in ccapetition u{th government long term
benefits. Soze discucsion- about this problem has taken place with
governnent officials. It ig felt ‘hat with a concerted effort, the
secanding of governzemt staff to the mission projects might be
possibie, even though bureagcraxic channels are viewad as a ma jor

obstacle in the prozsticn of coop=ratiem,

The goverazzent's efforts to run mobile clinics so far are
unsuccesziul, for 2 variety of receans. Transportaticn problems,
compounded with the laz: o? drug supplies and financial Problems have
Plagued the mobile cliric progrém. Six zobile centres are currently
run out of KituiAhospital. Houﬁver, even though manned with highly
qualified teams, these services are speredic. The people are not
able to count on the s€fvice, and in their turn, do not attend., e

naff of the mobile teacs &re underutilized and frustrated.

Batter coopcration between goveranment and migsion teenms
would be advontageous to both sides, and greatly emhance services
to the coczzunities, Commusi 2i%y leaders foel tkat he sovernmest will
not be cble to take over the Tunzing of the mebile clinic grogramne
for scme time, and very much "Zth  to see the continusnce of missicn

servicces,
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STCTION

Targeted Project Quiputs

Mobile health deliverv svstem

As discussed urder. target population and services provided,

this particular output has been successfully achieved.

Baseline data surveys

. e

This particular ocutput was cmtinge.n‘t on the service of
medical students from the Nairobi of University. The arrangement
made was a private one between the first conmultant '_to‘ the project,
who also supervised the community health work of the students. Once
the consultaat left, there was no coort;.ination between meu'.cal students

and the PEC and the base line surveys were neglected.

The metkodology planned for the evaluation was based on door
to door household surveys, with the use of long detailed cuestionnailes.
M¥uch of this informetion would be of limited walue. The survey not only

is time consuming, but impracitical a.nd' expensive,

Data for project impact evaluation could be designed by
eacier methods, using specific indicators, as will be discussed under

the guidelines for the final evaluatiom.

Y

Katernal and childhealth prevention

AB discussed under pr;:ject purpose, these services in terms

of output have bemn successful.

Promotive and curative services

Curative servicer fcrm a large part of the PHC services.
This is as expected, and shogld continue. A cocprehensive approach
with the integretion of curetive and reventive services not only uses
personnel effectively, but also encourases the bzneficiaries %o seez
care. In some of the clinic areas where pressares of curative cere

tre great ceparate teams are offering weekly gervices in zdditie %o



the PHC clinic services.

Promotive services in the form of health education bave been
undertaken to some extent. Implementation has been slow due to the
following reascns. oL
1) Lack of preparatiom’ and background of team staff,

requiring training to ‘conduct health educati@n.

-

2) Large numbers attending clinics, requiring curative

care and immunizations, while opportunities for teaching are neglecied.

3) Rapid turnover of team staff requiring training and

reorientation. \

Despite these problems all clinics mince 1981, are focusing
on the health educaticn progranm. Topics covered include basic bysieme,
importence of vaccines, nuirition, preveatim of worms and diarrhoea,

antenatal care, maleria and its treatoent.

The Paulo Friercapproach as suggested in the xogram is not
used. The use of this approach nesds special training and the staff
at best use the did.ai:ticnethoc_l with questions encouraged at the end of

their precentstions.

Considerabie interost ‘on the part of bemeficiaries was observed,
ard their needs are camsidered \z.n the choosing of topice for dis-
cussion. The management of health teaching, is more or less individual
to each tean. The leadership of the Kirmgao teaz:, in this aspect of
the program, is perticularly inmovative ard successful., Samaller
groups ere given the talks, while other eervices ere eirultaneously
provided. At Mutomo, talks are given at the end of clinic.sesaicns,
with poor ettendance, At Ithale, the talks ere saccessfully given
to smeller groups. At Nuu, hoclth education is given, except when

the worik load is excesczive,
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Troinine end instruction for women's groups end communitr loaders

This aspact of the program is the weakest and lacks
direction. Sporadic efforts have been made et the different centres,
but with poor fellow up. The planning and curriculum development

have been done on an atll‘hoc basia.

Records of the training programs have not been maintained,
axcept for brief statements in the ai.:; monthly reports. According
to the reporis and interviews with team membefs tt'x_e followiﬁg
activities have taken place at the centres:

\

Matomo:
In June 1978, a workshop was held on leadership training for

tean members and soze local wozen lesders.

A group of 4 married women without education from Kyemetu
received training for 3 days in July 1979, with follow up for 3

meabars in Septeaber amd 2 zn October amd November.

Iz June 1980, six-wsmen received two sessioms of 5 days each
and 7 received four sessions &f 5 deys on basic health care, autritionm,
basic hygiene and heme reme’ies. Follow up for these participants
was fourd difficult, and not dc;na. The pregrams included women froz

renote areas, azd was residenti.;al.

In iugust 198.0, forty traditionzl midwives were contacted
ead invited to attesd a week long workshop on antenatal care, delivery
techrniques and care of the new born. Only 14 attended daily, while
the otbers due to long comzuting and traarcportation probdlczs could not
attend. The tezam staff organized the prograz, aad felt it was

successful,

In Jume 1951 a 5 day intenzive course on baeic health care

wes givenr to a group of 8 wozmen at their requcsi, Fouwr were from an
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area not covered by mobile clinics. 'Tuo nembers were literate,
and it is hoped that with further training and follow up these
members could do basic work in their villages. Two of the

trainees are traditional midwives. '

" ‘There is some evidence that the traditional midwives are
profiting from the instruction, -'Eiley are mare aware of _.;a_l_a_'gomal

signs, _ ad are referring more cases for hospital deliveries.

Muthale:

In June of 1980, eight women were given a three day course
on basic health. |

4A simple local-style briock house has been constructed with the

aid of the local community for accommodating women for training

courses,

In July, Angust end Sepiember 1980, seven women were given

five day seesions with a one day follow up in November.

Kimangao: .

In 1580, twenty women leaders were given four lectures on
health. In 1981, 8 traditicnal midwives and 10 women leaders attended
monthly discussion cesai.ons‘pn antenatal care, delivery, and other

-topios selected by the women.

Fuu:
At this centre, no training programs have been orgmnized.
Schooel health

The Kimangao centre has chosen 10 Bchools, where simple

health measures are discussed on a monthly basis.

In Mutomo, the third and fourth form secandary sckool
students are given instruction on antenatal care and delivery at

tk eir request,
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Family Plamning

The Catholic Diocese of K.itnfl. conducted a workshop for
three weekends begirning in 1979 mgl' «ending in 1980. 'I‘uenty—foﬁr
women from the team aress including teachers, and 2 few chosen by
the wvillage l.eaders partici=ated. Howsver, the training only dealt

witk the natursl method of family planning.

SECTIOR V
Progzam inouis
Personnel

Zaoch team has been fully staffed wiih a team leader, two
earolled midwives, three helpers and a driver since the beginning
of the project. Since July 1381 an edditional helper was added to

help with records and tho s3zple furvey.,

At the beginning of the projest, there was a supervisor with
public health training, who also functioned as teem leader at Mutomo.
She is away for a year, and ca her return will continue with the

project.

There has been considerable turnover of all staff since

the beglnning of the project. The length of stay has been between a month

to a year and e half, zveraging around 7 wonths, on the project.
e

Tean leaders ars all foreigners trained as nurse midwives.
They are ell dedicated and ccascientious worker:s, motivating their
team staff. They have tecn weriding under great o2ds with very low
qualified local staff, and a._ great deal of on-the=job training and

supervisioa for team mezbzsrs has  beer cccomplicshed.
In the opizion of <the teaz leaders, the program has dame
the pecple ¢f the rezcic ar.as a lot of gocd. They alzo feel that

the training of community wemen hag: trez shoricaaneged and we.ld like
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to concentrate onthis aspect of the program in the future.

The enrolled midwives on each of the teams, while enjoying
the challenge of the work felt it was tiring aad hard work. The
safaris on bad roads, 1oﬁg'nmg'w;.‘tﬁ;ut breaks, made them feel that
a year of such aervio.e would be ;nough. They all withed to enter
into governcent ee:'vic;- to-.éjoy better benefits in the form of

long term security.

Problems identified with the mobile clinic aerrj.ee'were
the lack of opportunity to practice midwifery, and the non-recosnition

of their experience by government zgencies.

The Mutomo team iz particular found the long hours very
tiring. They did not take amy breaks, but workad onuntil the clinics
closed, They felt they could not eat while the patients waited, as
they oould not offer the raiii_=s food, nor cculd they 211 take time

off to eat togather.

At hNutomo, the helpers were studenrt nurses, and they joimed
the safaris in rotation. Th~y generally did tkhe healih educatien,

and helped 28 required.

At 2ll the other chn:ics, helpers are either nurse aides, or
village girls with educetion a"é the primary level completed, or
secondary school drop outs. These helpers were trained on the job by
the team lezders, 'm;;; alsc szemed to enjoy the work, and wIéconvinced
that they are helping the com=unities. Stability ia this category of

worker seemsto be more assured.

At Juthale, wnere the helpers are nurse aides, the difficulty

of low caiexiss and the lacik of housing facilities or allc::éncc::

was pointed cut as 2 problea.

Teaks performed by the aldes varied at each clinic according



-1l -

to {heir training zud leagth of service. Xost of them kept the
paticat records, wrote down complaints, ordered vaccines, dispensed
vaccines and gave hezlth talks becides directing and guiding patients

to the service.

Irivers of aiJ: the teams had the lorgeet service. They
were very contént end happy-with their jobs, aad enjoyed the safari
work. The drivers zt all but mtha.le,. bhelped with clinic work like
taling weights amd recording them, as well other clerical duties.

They felt very much part of the team, and took pride in their work.

A1l their vekhicles were well maintained, and small maintenance
jobs were looked afier by them. They all wished to c;ontinue with the
presrzz. The drdver at ,‘:u:ha.le wvishes to learn more skills and
participatle in cliniec activities. They were the most satisfied

exployesece of the progran.

A1l the loczal tean mexbers were of the opinjon that safari
work was a greal need and & successful program. The ervolled midwives
wouid worxz for a year, but would encourage their friemds to join the

Tosan.

The team cpirit of the staff wes particularly strozg. 41l
the tcam members expressed the wish to participate in more educatiomal

rrosrzng in order to better their skills.
Zoulrment

Necessery stuipment in the form of drugs and supplies, and
carital equipment were all purchased . from grant funding sources, azd

hzve been adequate for the presram operations.

¢zl reczounrces

i

The governzent of Eecmya has previded veceines feo» the
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The miesion provides nousing for team leaders and enrofled.
midwives and office space and storage facilities., At Mutomo, the

hospital mechanic does repairs on the wehicla.

R}

Vehicle operation and maintenance !
Vehicle prob'lema have been very f'ew for all the teams,
and they have been able '@o)get substitute transport in the case of
the vehicle needing servicing or repairs on clinic days. General
gervicing is done oncu in three acntht;, end generally on non-clinic
days. Driving on bed roeds is hard on the vehicle'.s. The range of
mileage is around 1001 im at Mu, 1579 km at Kutomo, 2249 ix at
Kuthale and 2715 at Kimangao in the period of one month covering 16

——

olinics each.

Tne Mutomo teaxm landrover, purchased in 1978 is at the end of iis
usefulness, znd money har “~-- -=avided by CODEL to purchese a new
vehicle. The aodministrotor 'is in the process of purchasing a new

vehicle.

Due to rains causin. very poor road conditims, clinics in

the Mutomo, Kimengso,and Nuu areas are cencelled from tice to time.

Travel aad per diem Y

Funding is provided to tean members for in-service education

and attending meetings. In June of 19€l1 all teams held a workshop at

Kitui for in gervice cducation.

CODEL funding surnort

A break dova of cocts for the yeer 1980 is given in Annex 4
and the cost of services per -recipien‘. for the year was calculated.
Total reciriezts for services in 1950 were 34,203, and the cost per
recipicnt was E.Sh8.21.30 of which Z.Sns8.5.13 was froz +he CORZL
grant end X,&1s8.12.45 was freca zon=CCDIZL sources, the voceines beinsg

the most expensive 2:rt of the prosran.
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Section VI

Quidelines for the final eveluation

-

Creat difficulties were experienced with the monitoring and
evaluation system designed at the baginning of the project. Waile
the objectives were sound, the methodology was irherently weak,

The assumption that data col).g_c;tion and anelysis 'would be done by
the medical students of the Thiversiiy of Mairobi was the underlying

problemn,

In the first phase, there was no formel agree-men‘.‘. for such 2
procedure with the Universiiy of Nairobi. The whole programme
hinged on the good-will and coordination of the project consuliant
vwho also supervised the medicgl students, It was also ascumed that
the gervice would be low cost, as it would be part of the stulentis
leaming experience, Besides being educationally unsound, it was
dependent on identifying students willing to undertake such nrojecis,
lieedlees to say, since the:consnltant left the project the whole

rysten collapsz4d,

The collscticn of da%ta by household eurveys is doth time
cc;nm'n:i.ng and expensive and i‘equi:’es a nurter of personnel. The
value fron such information is r.-aé'g!.na.l in relation to the personnel
needed, time, and expenses, While bagze line survers have their rlace,
data collectinn in coordinztion with the decennial census data would A
be most arnronriate and useful, S‘..;ch A vlan needs to be Aiscussed

with the eppronriate government agencies,

The follcving modificetions are suggested for the monitoring
and eveluation system of the Xitui Primary Deelth Cere Programme,

Instesrd of tase line surveys, 10 clinies with large clinic
attendance rates are to be chosen by the team leaders of each team,
totalling 42 clinics for the s‘tufiy.
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Pegizning June 1581, a random selsction of 30 children will
be made from new caeas at each of the forty clinics, totalling
a population of 1200. A duplicate health record sheald be Lept,
to monitor childtoc health, and an additional data sheet aitached
(fnex 5). This informaticn will monitor change in bekaviour
in motherts ettitudes concerning envirormental health, ratrition,
practices and diseass prevag.tion.

An additional helper is propesed for each team to help with
additional interviews and recording. "

Similarly, a population of 1200 will be chosen at renion
froz new antenctal patients under five months of pregrency at
each of the clinics, D:plicate anteratal recy.ds with supplementaery
data sheetc (imox 5) are fo be maintained,

The antemntal datc shoets will give patierns of irnfant
mortality, delivery problexs, family plamming axd posiraial cars,
Ervironmental health and muirition will be elicited from tha
cupplenentary data a.haets.’

Datailed anzlysis of data are to bs dono by the evcluation
team undertakxing the final evaluation,

Clinic rev;o:'ds

¥
.

Saveral clinic records are kept, and cantain valuzble
informaticn fo= monitorins project implementation and impacs,
Antonstal /st Hatal Toformation hes been modified (amnex 5) to
aat down recording, and to ceintzin petient recoxds, given out to
the patients to keep. This practice was sa.sested at the Yoveoter
evalination erd is eupported, Expericnce in cany desvelording
countried hes shown that ths mother will care for records,
oace she hag learned of their izpcrtance, A strong polythene
exvelope 10 c.n- lemger tizn ths caxd is a mest, to proioct tle
secod, The erall charge of 50 cents for the izmitial recvord, end
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the practice of ckarging EKsmhs, 1.00 for lost records is a good
practice to cut down losses. The keeping of the modified
antenztal records will clleviate keeping other entries in a
register, as is carrently preciiced, §n::n:.ry data at the end of
six month periods oould be maintained seperately. New records
need only +o-be ctorted every six morths. :

Clinic record charts for child records as proposed in the
original svaluation gnide should be continued, with the following
‘modifications: - '

On the irmmization surrmry cheets delete columa on vaccinations,
and inclvd: 8 colum for booster doses for D.P.T., Folio, and
Tetamus toxeid,

¥orbidity data is lept in a clinic register. A more caraful
assesscnt of each childfts condition ehould be mede and clascification
entered, vwith szmmary informatiocn at tke end of each clinic,

Natritiez assessmexzt sx:::ary charts are to be broken dewn into
the age group catesories with totals and percentages for the thrae
intervels on lue HaTvard weight scals.

Carrently, no records are caintained on heelth education. At the
end of each clinic, the topic discussed, auxmber of talks given, aad
mmber atiended need to be recoxled on cliric surzary sheats,

Similarly, a Tegister for ireiming activitios ahculd be cxintained at
each contre, with all activi‘ties-'recorr.‘.ed, incleding meotings and
discuscions hald with the coz=mity people.

. h

Deta on inputs es oaintained should teo continned, on costs, vehicle
mairterance, equirzmant parchased ete.

The =ix montlly reports, wkile containing very useful infermaticen,
sbould consider the following modificaticns, Thder curative care,
childres regsisicred wndor FIU ehoald net bo includad, AY ien of
a *tcble on sur—ery cozbidity data, for new cosas and old cacas is

reccz=cniced,
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Patrition is still s big probdlem, and as expected dietary
practices are slow and difficult to change,

Yothers seeking antenatal cure blvu inoreased, but there is
no progeamme for posinatal care and follou up of the nswborm.
Fecdly planning edncation war ea.ni.ed. out only at tb .tozo

ceatre using the natural mthod

alth education progracmes are done at each clinic and

cover besic hygiene, dissass causation and revention.

Preining of commity peopls has been on an 2d hoc besis,

with 1ittle or no follow uwp activities.

Pansportation. and vehicls maintexznce kas been a strong

point in the progrocme and highly successiul.

Cliric @mugos axd thu provision of equipment and supplies
hsve £ll been rancged successfally with goveracent providing

the eapply of vecciras with cccasionnl shartages.

Stzffing suflforad & gread deal of tumover. The rrogrexcets
local siaff, particalarly find the dezands of the job, end lack
o2 long term benefito, reason encugh to cheage jobs. There is

¢tk dogire for move inservice educatio=,

Thriroomental hygie=o in respect to canitation bas progressed
vith the $notallation of pit lairines and positive attitudes

tcyord its implementation.

wier is 2 big proble=. Waman wal: distances ranging fIom

1 ™ %5 20 k= %o fotch water, vhich is o time cons==irs activiiye.



-3 -

Statistical returms fr- prpulation under five should
be calculated from cenmus data estimaticns for the esublocations
garved in each team,

A smerious attempt 48 to be made to get d.ata.'o‘n deliveries
of the Aatenatal cases under PHC supervieion.

At the rinal evaluation surveys of rarndomly chosen projsot
beneficiaries will be conducted to essess change in sttitudes and
health practices,

The final ovaluation will require a team of two evalvators
to do field work, conduct interviews ead malke observaiions,
bacides analysing survey date and writing the repcr.

Arproximete fico requirad will be & pericd of 6 weeks to 2 months.

Baction TIT

Szwmarv, ConcluTions and Pncormmendntions

The primary gozl ¢f providing serviose to areas witksat
any medicel care has been achioved by the PED,

The FAC te2n macbers azo dedicated m=d cozsciemiicns workars,

ThoiT ackievenanis dszpite memy obstacles msed to be commerded,

Iz=mnizaticn progreso and corative and trophylaciic care
bave reduced corbddity of cpocific dissesss sach as cazglag,
vhooping oough, tetazus erd ccaldes. laria and dier~hsa still

Tocain mmjor rooblexs, while trberculozis 43 on the i-crsase.
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Mosquitoes are & menence with no existing plans or prograzses
for their eradication. 7The form of mla::_.-ia attacking particunlerly
young children is becozing more virulent ceusing many deaths,

oy pecple of tho comami ty are very aprreciative of the
sobilo clinic services and are willing o participste and sssist
in the progracse activitioes in order to increzse and ioprove
ssrvicac to their areas. Theoy ere of the opizion, that the government
is not in a position to taks over the provisiocn of a;ch servioces,
ard would lilk= to see the PHC services contime,

Pecormendations

e P=C sorvices chould oontinus to operate the meximn of
for
16 clinies/each tean, Sorvices provided at static centres at
Jathale and Eimengmo should be disccentimaod,

e PEC rrogres=o is begimming to operate st full capacity,
and 83 such funding by cutside agonclos shonld be provided for its
ocontinvanoce,

N
Yore sapport in the form of techmical assistance will enbonce

the prograzme, and melko it a2 model for replicatiom.
A e

The goverament agencies ciurrenily do not seem to be adle to
cope with the immediate tack of rurming such & rrogramme, and as
sach more coordinctior between =iesion and hospitel rrogoomms

chonld. be encoureged.

Farther evalraticn of governzent regsr=es noods to be dene,
to identify sirengilhs aad wealnessas, aad how best sarvices could be

coordinat=d.
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In the orgunization of child health clinies, the child
exarinatior shonld be done by the most qualified siaff with
instructions for treatments, msdicatiocns ete.,  depated to the
helpers, Teis will facilitate cortidity claseification, and more
careful child supervision.

© Care should be taken not to give BCO vaccine in combdnation
with other live virus vaccines (Polio and Jeasles)., . A four to

six week interval is nscessary.

\

To concentrate cn bettor care, child health visits need to
be cat down. }Mothers should be instructed to bring the children
vherever they are sick, After tio immnizetions are complsted,
children progressing satisfzctorily need to visit once in three

&
moniths,

Al matient records ccrld de given to the mothors to keep
wvith gpudel instractions oz 4heir importance., Strong polythene
bags 10 c.m lenger tian tho cardc should be supplisd to protect
the records. Daplicate reccxds for the ecurvey casas chould te
mintedinad at the clindces,

A special effort should e mde to staxt a pregrocms for
posinatal care, with deolivery folloer up, and ths collectiom of
bixth claticties ard infant meziality data.

As fazily plezming is en idantifiod mjor need, given the
constrainis of ecatholic philocophy, and particular r=obloxs of ke

pe2ople, furilsr discuscizn exnd eltermative strategics naed to o fouxzd.
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Tetazuz irmmization for antenatals need not be repected
for every [~egnency. After the series is completed a beoster
is required onos in ten years, tonztal mothers eshould be encouraged
to keep their rocords for gabsequent pregnensies. '

'P.mining_mg.-a.mau for cezmmity people require a more
ccherent plan, curriculunm =nd follcw up. This "prognma requires
bestor qualified ctall en the teams. Current highsst level of
loczl staff is the enrolled u!.dwﬁ‘.te. 4 comwunlty health m'.'.;aa
on each 4ean is & mirizum requiroment to emphacize itraining and

A

education rrogra=mes,

Active rarticizetica cf the cocmmity in ths provision of
melth care nesds 40 be eacowrnged ty more discuscioms with the
cczmmity mexbore,

Staffizg is a major reoblem with mission hospitals. Special
'oﬁ‘orts sksuld be =ade Yty the Cathclic Sacretariat teo negotiate
itk tbe eppropriazte govcm:an't. agencies to gt recopniticn for
ocion services, provide a srstem or a fand for long term bezefits,
exd whanever possible send eta*“:; to work in tho miesiecn programros.

o malery scale for helpsrs necds to be exzwined, in light

of coxrperable govermmmat scales and bensfits,

D=corricy education for all teex rarbara, on 3 weekly btsasgls
at the tecn conires meedpto be ezphacized, Toem leadsr meotings
for discucsicns ond Trogramme gailonce nrad to be helld et least execo

evory two mezths alenz with ths toogroome comsulient ard pdminigtrator,
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Workshops far all team members need to be organized once every
6 months,

The evaluation methodology has beaz modified while the objectives
Tezain the same. Most of the data collection will be dome by the
tean staff, with a team of evalustors doing the anslymis of data,
Licited interviews and observetiane for the final evaluaticr,
Details are discussed wnder sscticn TT of ihim mamaw.



2.
3.

4.

Se

Te
8.

9.

10.

-u-

Paferences

Anmual Deports, Mitomo aémyi 1973 and 1980,

Anmual Beports, Fathale . spital 1975 and 1980,

A Bpaitoring and Ev;ll;afl:_i,cn Systen for t!n\ Ttui Pripary
Bealth Care Programme, Dr. Kalone,

Evaluation of Primary Health Care ﬁv;}ect, Ktud District, Ksuya.
F.J. Bemet, Novezber 1980. ,

Etul District Development Plan 197\9 - 1083,

Mnistry of Economic PIhnn:.ng. and Develop=ent,

Jexuary 1980. _

Kltuli Feesidility Siudy Peport,

D. Carlson (tezm leeder).et. al.

Btul Primmry Bealth Care Progrocme, Kexya, 1977 CODEL
Bitui Pricary Heelth Cave Project '

Semi Anrmzal Roports 1978 -: 1081,

Morley, Invid: TFediatric Priorities in tis Developing World.
Creat Pritain, Batterworths, 1573,

Poralation Cansus, 1979.

Fitul Dsetriet Davelomeﬁ‘.' Plan 1979 - 1033,

Klnistry of Eccnomit Plaming and Develorment, Janmuary 1980,


http:Me'vlo=.nt

- 43 =

Amnex 1

—

Scope of Work and Intorview Ciides for
 evaluaticn
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Scoon oF Vork for ths MA_Term Tyuluation of the TEimi

Prim Ayalth Care Proitect

The evaluation tean's report shail comtedn but mot be limited

to assesmments, analysis, findinge and recomendations, as
zppropriate, as follows:

A

Aspasement of the sector goal "The improvemsat of qQuality

of life in ruarul arses through attainment of optimum lévol
of bhealth within tho oconstrairnts of exristing and dsveloping
econony and in line with the National Beslth Systenm" in

tarms of the degree of achivement attained will be deterzmired
by the use of the following indicators:

1. Reduction in mortality with emphamis on infant mortality
2, Reduction in mortidity of commonly preventable diseaaes.
such asdiptheris totamus, pertusais, meaasles, volio,
tuberculosis, leprosy, malaria, scabies and worm

infestations,

3+ Improvezent in the health practices of ihe peoplo.

4. Growth of coz=nity pax'vticipé.t:on in work on priority
health needs,

In the eveai that data for msasuring prozress is uaavailchle,

Teconmendations and procedures for use of appropriate indicators

and data collection metkods will be deeigned,

5 .

The exient to which ths projsct purpase "Tus provision of a
mobile primary healih care servicos to Tural arean of ;i+ni
which 1lackad govermment and/or mlasior wedical sorvices® is

attaired will be detor=ined as ollowsn:



2.

3.

- 45 =

Target poruletion reached by the project.

Sarvices provided by ths moblle teans in terms of
cdetuacy to mect the felt needs of ths population served.
The extent to which joinmt _plgming with other services
is cerried out,

The extent of the recognition of women leaders in

co=zmnity health work,

e exxzxination of project reports, hospital and oclinic records

will bo cmade, znd selected intorviews ccodncted uh;ra nscezsary to

elicit informatior.,

C. The cutruis targetod’?::,-_ the project are as follows:

Bobile heslth delivery sycstex.

Iaeelins data esxveys.

¥ternal and child health prevention,

Promotive and curative services,

Toeinding and imrt;.ncti.on for women s grovpo,
Community leaders t=nined in simple health remsdias
and techniques,

fhe abcve will be mlmt__i'.'. to determine the degree of sucosss

achieved, problcas encountered exd the colutions usod, ITa the case

of uarexlistic gsals, P3-evaluation of wojoct outruts will de cede

mrticularly in ¢n light of project experiexce grined, and

pinivan accapiable siendsrds for quality healih cern,

Praining 12d instmuctica for wemonts grvure axd comxmity

groups xill De acsesced in ter=3 of mu=bszrs trainsd, typs cf

carzicnlus uisld, end the Knd of reins= previded by ton traizges,
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Project inputs will be examined to evaluate suitability

to project perforcance and where necessary additional

rescurces or entbac:s will bgu recommended in the following:

Personnel '

Eui poent

Vehicle opemfi&n and paintenance
Travel and par diem

Iocal resources

COIEL funding surport

g Gnidelines for the final evalunation

In light of the fact that ths origizal project evaluation

wvags based an the participation of medical students, which did not

mterialize, a revised evaluatica procedure for the finel

evaluation will be decigned, with tha view %o incorporating data

collection techniques by each of the mobile tecms. Methods for

inplementatica will be expleined to the staff coacermed.

:
8 A written report of the mid-term evaluation will be

subcitted in the required member of copiss.



B Mtierview rmide for Proicst Staff

1. How long have you worked for thise projest?

Iees then 6 months 6 months - lyear
1 « 2 yoars T 2 ynu-u' and over
2. o you like the work?  Yes Yo

3. Wmat aopeots of the work are good?

4. ¥t ere the protlems?
5. How long would you consider working for the project?

6. Would yon like to work for tie goverureat?
Yes Bo

I yo8 why?
Te In your view, hew ae the people benefiting from mobile cliniceo?

8. Woat are the ddezdvastagoc of sobile clinica?
5. Bow corld the pervices be icproved?

10, Wemld you like to Leve additiozal treining/classes?
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TN Interview Cuide for Project Peneficieries

-

4

1, Have you gons to school? What level have you completed,
" None o Primry Secondary
2. Pow maxy people d.o m ;mk for?- | .
15 510 1o+
3. Bow zany debes of water do yoz use daily
1=2 3=5 5+
4. Bow far do you walk to colleot water
188 than + mile 4 to 2 miles
2=5 iles S + rles
S Do animals drink at the sams place you tako watex
Yec Ko '
6. Do you grow vegetables for your own uce?
Yes Fo
‘7T« Yaat do you do with your garbage?
Pit Barn fhrow in shazba
8. ®uere do you dafecate?
Pit latrine ’ Field
9. Bow often do you tathe yuur‘;hildm?
nily vevery 2-3 days | ¥ienever water is available
10. Bow are dicozses ct-;;ed?
Fo kncsladge Some knowledge good knowledgw
11. Bow are dicoases provented? '
Fo Imculedge © gome knowledge good knowlodge

12. Psw lonz do you hreastfeed your taby?
4 = 6 porths up to 1y= up to 2 yrs ~ over 2 yeas

13. vhen do yocu rtart additional foods?

25550413 6 to 9=oxths over 9 panths
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Amex 2
Selected Demographic Imta for the District
of Kitul

Jap of Kitui District showing medical facilities

and rxotile clinic ceatres



2.1.

2.2,

2.3.

2.4.

Source:

Demographic profile of the District.
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1969 census popalation B 342,953
1979 census population 464,283

Prtizated anmual growth rete:

1969 to 1978
1978 to 1983

netrict population projsctions by age groups

- 2,604
- 2,93%

1978 to 1983 in thousends. \

Age groups

All ages:

0-4
5« 12
13 - 16
15 - 59
60+

1978

1979 193

432 445 459
% 93 96
85 88 91
37 38 40

195 201 207
17 18 19

1981

472

99
93
40

213

19

Demographi- data - Ttui Motrict

1982

485

- 101

9%
a1
219
20

1983

499
104

43
225
20

Projected population by regions, area and demsity 1978

Division

Central
Eastern
Southera
¥ringi
Buso

Ninistry of Foonozic Flamning and Develop=cnt.
* Developcant Plar 1979 --1983,

Botimted Area in sq.BEm
porulation
140,934 2640
45,437 5736
70,789 7148
101,861 2231
69,083

7032

Density per
8q. km.

1
53
10
45
10

Ktul DEotrict

Feirotd, Jamary 1530.


http:Dvelo.nt

2,5, FPopuleticas in cublocations cerved by the mobile clinics

according to ths 1569 and 15679 census.

Kizangacs 1969 . 1979
m:tso 13'643 13'592
Ngomeni 13,681 16,150
¥Lvukoni 16,013 22,182
Tseilmra 7,956 10,616
Total 55,830 68,713

Ritheles
¥atinyeal 18,333 26,200
higwand 26,333 35,058
Matongmmi 25,585 35,213
Ringi 22,100 25,626
92,351 122,507

mitomoe

Tkenza 19,841 22,991
Omtka 13,230 19,225
Tangiko 8,988 | 11,472
EKisasi 19,800 22,765
mfha 5,125 ' 7,127
Too 8,358 . 10,696
Tatta 12,353 19,395
Tatia B, 12,134 4,220
Zo=ta 8,20¢ . 16,943
Total . 108,650 128,335
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1969 979
Fau

Padan 6,178 8,009

Ml 74204 9,539

Rrtito . 6,408 9,547

M 8,072 11,589

Zombe 8,200 10,943

Potal 36,052 49,627

Calculation of children upnder five in each team area
baged on rational distribution in the 1979 census.

tal population in Kenyn: 15,327,061
- Populatior in the 0 - 4 year age

" groups: 2,843,405
Percentage of total popul-tions 18.6

Grewth rate in Titul district between 1978 to 1983
is ectizz=ted at 2,934,

Botimated under five population in 1980 for each tean area
i8 =8 followe: '

Yizangeo 2 13,155
®ithole t 23,458
Mmtomo i3 24,569
Run H 9,501

Btul Distriet 96,000



2.7.
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Births and Deaths Begistered in Kitul District

Estimated popalation and Coude gl.rth and Dssth rates
1973 - 1980 ' ‘

Yoear Ectimated Brths Crude Deaths Crude

porulation . Birth Death
rate rate per
1000
1973 380,035 4140 11 253 1
1974 389,992 4285 1"
1975 400,054 4166 10 565 1
1976 410,456 4312 11
1977 421,127 6475 13 . 96 2
1578 432,000 8035 19 1,083 3
1979 464,283 9417 20 876 2
1630 477,885 ° 7641 16 886 2

Kote: Bstirnted pomaletion calculated froz 1969 consus
poralatisn of ntu = 342,953 and growth rate =2.60%
# 1979 census d:.;éa. - grorth rate 2,93%¢
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Kitui Primary Health Care Mobile Clinies

as of December 31, 1980

KIMANCAO: " Clinics Location
1. Musavani Tseikuru
2. " Bthangani Tharaka
3. Xagyungwa Muwuikoni
4. Tyasa = Muthalo Xatse
S5 Nguin Katse
6. Kyuso Hivukoni
T. Ukasi Ngomeni
Ve Masekdi Mivukoni
9. Katse Katse

10, Nduuni : Ngomeni
1l. Kamwongo Mivukoni
12. Kandwia Mivulkoni
13, Ngounguni Katse
14. (Kimagao) - static Mivukoni
15. Syambyu' Katse
16. Musosya Katse
17. MNitamisyi - Ngomemni
MUTHALE: 18, EKathumlana " Mutonguni
- 19. Kakezai ¥utonguni
20. Kineveni- Mutonguni
21. Kivou Mwingi
22. Mutonge- Yatinyani
23. Kamyaad i gwani
24. Kwaluu Kigwani
25. Thane ¥igwani
26. Nzawa igwani
27. Thitani M gwani
28. Kakumuti Matinyani
29, Nzeluni Mwingt
30. Mbondondi Wvingt
11, Katutu Yutonguni
32, Ituxbi Mwingi
i3. Huthale - static .
03 34. Voo~ Voo
35. Kanziko Kanziko
36. Xanyongonyo Yatta
37. Kalivu Tkutha
38. Einakoni VYoo
39. Chaango Voo
40, Kasaala Tkutha
4l. Syomonyu . Yatta
42, Kis=zuni Yatta
43. Mutha Mutha
44, Ikengz Ikanga
45. Kisasi Kisasi
45, Kevieuni Yatta
47. Monzuni Ikutha
48. Kyazatu Zombe

49. Kathythoka Kutha



MOTITO

M¥ou )

51.
52.
53.
24.
35.

56. *

58.
59.
60

61.

62. .

63,
64.
65,
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Amex 3

Selected Tndicators showing Patterns of
Diseases, Crowth, Services provided, and
Attitudes to healtl.



Disease

Upper Respiratory

infeotions Rew
R2peats

™Mr infoctions

Pertussis

Tye infeotions

Diarrhoea

Intentinal
Parastio woras

Urinary infeotion

Darmatitin
Scabies
Fover/mlaria?
Injuriesn

Satiofeotory

Total patients

Kimangso
Ko of
oconplainte

13 5.1

351 24.4
) | 2 0.1
R 25 1.7
R 2 o.1
R 3 0.2
N 15 1.0
R 112 1.8
n 15 1.0
R 87 6.1
N o0 0.0
R 5 0.3
|
N . 0 - 0.0
R 0 0.0
K 6 0.4
R 64 4.5
N o 0.0
R 1 0.06
N 21 1.5
R 145 10.1
N 0 - 0.0
R 9 0.6
N 89 6.2
R 413 28.7
N 233 15.5
R 1215 84.5

Mithale

No of

oonmplainte

M
207

~ w
NOWDNO =*2=pO wo

p~
wo

241
194

.

A

<

3.3

20.0
0.1

0.8
4.2
0.0
0.2
16,
42,

23.3
76.7

ble

Mitomo
No of
complaints
52 4.0
235 18.1
o 0.0
4 0.3
0 0.0
o 0.0
10 0.8
12 5.5
19 1.5
113 8.7
0 0.0
o 0.0
0 0.0
4 0.3
8 0.6
30 2.}
8 0.6
37 2.8
47 3.6
213 17.9
1 0.08
2 0.2
1 3.2
3 29,5
186 14.3
114 85.7

Rura

¥o of
Complainis

&a

= - A -
OWOOWMhOO “h LaWOVNSQOWD

S Yo =23

(v

[y

4.2
21.'
0.0
0.8
0.0
0.3
0.5
2.4
3.4
6.3

0.5
0.3

0.0
0.0
1.6
5.0
0.0
0.0
8.7
29-0
0.3
0.1
0.0
15.3
19,2
80.8

Pattern of diseases in ohildren below 5 years of sge by Clinio Centress Wy 19681

411 Cliniocs
Fo of -
Conplaints
1715 4.2
8713 21,0
3 0.07
39 0.9
2 0.05
4 0.1
40 1.0
213 5.1.
55 1.3
259 6.2
2 0.05
9 0.2
o 0.0
4 0.1
27T - - 0.7
144 - . 15
8 . 0.2
40 1.0
109 2.6
53 12.7
2 0.05
" 0-3
I3
1299 3,3
7123 17.4
3429 82,

\h
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Table 8
Hmangeo ~Crowth Sarveillances Juzunry - Jhne 1981: by clinios in
Emtng -~
Jotile Clinics Barvard Standard

’Boﬁmdsbon 60-801 below 60%

Farmwon go 77.98 21,25 07T
ndda 70.18 28.65 1.17
Datse 70.54 28,74 0.72
Xizmangmo 73.85 24,82 1.33
Mmsoki 62,35 35.15 2.50
. meympa 68.04 31.24 0.2
M tami syl 76,18 23,82 -
Musaveni 56.78 " 34048 6.74
Musosya 57.9 37.07 5.0
Wimmnd 81,22 18.68 -
Nrmgeni * 60,07 37.48 2.45
Ngakn 73.15 26.65 0.2
Fthangeni 5:67.28 .28 1.48
yasbya 8.1 .05 2.18
Sysa-Nutbale 59.75 | 38.63 1.62
Waed 65.98 32,78 1,24

All clinfes 7.9 26,34 1,76
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Joble 9

Matomo Growth Sarveillance, January - Jtme 19813 Yy Clinios in

perosntaces ~ :
Mobile clinice . Mrvard Standard

807 and_above 6ot - 80¢ 60% and below
Chaango 70.65 28.43 0.92
Tangs 91.65 8.35 - -
mliva 87.17 12.83 -
Eanyongonyo 86,68 Y 12,92 0.4
Dnsiko | 89.92- 9.37 0.71
Drsaals 85.07 14.65 : 0.28
Eathythoka .74 21,14 1.12
Daviemi 80.33 17.48 2.19
Einakoni 80.54 19,31 0.15
Kisami 95.06 ' 3.88 1.05
Tleani 92.5 T.38 0.12
Xyazatu T1.92 26,32 1.76
Yonguni 85.6 13.56 0.84
Mtha 87.48 12,07 0.45
] vaonyu 74.6 - 25.4 -
Voo ' 75.48 20.3 4,22

411 clinics 83,27 16,41 . 0.32
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Tabdle 10

¥ou Orowth Surveillance Jwmoary - Jwme 19817by Clinica in percentages

Nobile Clinics ; Barvard Standard
. _ 8gf and above 60% - 80f below 60£

Edaa 82,25 15.55 2.2
Daseya 50.68 47,22 2.1
Dabati 66,1 33.2 0.7
Dalating 8.0 15,7 0.28
Dxwinda ~64,08 18.77 17.15
Rmwala T1.22 25.43 0.35
Iandl 62,12 37.4 0.48
®kuka “T53 21.64 3.08
Kiaxyunt 54.18 42,25 3.57
Mitiangome 67.48 27.T 4.75
MBritikn 68,47 271.13 4.4
Bad 74.46 21.88 3.66
Rysani 64.37 34.65 c.98
Ivenbui 72.08 24.64 3.28
Wingemi 53.75 40.9 5¢35
Yoanye B K 18,6 0.04
411 Clinics 68.43 28.;5 3.27


http:eaa77.22
http:Daas5o.68
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Teble 11

of Clinio Bervices by six month periods for esach teamg 1978 - ¢

FINANQGAO JUTHALE
Mly-Deo  Jan-June Mly-Dso  Total Jan-June July-Deo Total
1979 1980 1980 1980 1980
Child welfare
New cases 1,11 1,544 929 3,644 4,569 1,620 6,189
Ravisits 2,035 1,175 : 60606 15|816 4,217 4,339 8.556
Curative care 1,00 1,04t 1,713 3,763 2,828 3,530 6,358
Dumnisations .
Ba LA (1,262 664 3,097 2,732 1,456 4,168
T s 1 "L 1,477 1,025 3,699 ?-1704 1,442 4"46
T2 .- 400% 1,000 855 2,255 ~ 2,040 1,244 3,284
o 319° 933" 7" 800 2,112 1,491 1,094 2,585
Folio » 1 901 1,653 1,036 3,590 : 3,035 1,461 4;496
Polio # 2 525 1,350 903 2,718 1,998 1,056 3,054
Tolio » 3 vot given 1,229 825 2,054 not glven not given -
Maanles 309 309 598 1,216 1,995 1,056 ) 3,051
Mtenatal care -
mamene W B A R
Revinitess rxiek 125 218 3718 121 349 528 81
Non riuk 96 169 294 559 659 630 1,289
Dwmnicgation Tetanus - i .
TLAT T < B
llo. of olinics held 66 92 92 - 250 93 92 185

Notos Risk and non riek canes for the periodsc Mugust 1978 to June 1979 are estimated.

-9



Servioces provided

Child Welfare
Naw cases
Povisits .
Curative Care
Drmunirationss
BCa
DPT » 1
DITpe 2
IPT » 3
Polio o 1
Folio » 2 \
Folio w 3
Maelen 4

Antenatal Care
Hew cases risk

Fon riek
Movisits risk
Non riek
Dommization Tetonus » 1
Tetanue » 2
No. of olinios held

MUTOMO

Aug-Dso  Jan-June Juie-Deo
1978 19719 - 19719
994 1,401 1,(86
3,219 4,581 4,758
4,004 6,166 4,285
859 1,289 1,284
936 1,287 1,452
769 684 1,515
r'711 419 8o1
e84 m 1,795

799 357 915 .
not,given 186
501 961 823
200 460 119
150 400 Bjo
300 621 606
263 400 516
197 458 998
99 86 466
76 93 85
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Jan-June

1989

1,645
6,604
6,511

1,506
1,587
1,364
1,115
1,518
1,289
1,361

€88

149
454
1,112
661
665
N
91

Table 11 cont.

July-Deo
1980

1,641
1,224
2,400

1,516
1,640
1,324
1,131
1,568
1,433
1,345

959

602
319
983
641
817
405

90

Total

6,761
26,526
23,456

6,524
6,902
5,656
4,183
6,936
4,784
2,892
3,932

2,430
1,683
3,622
2,481

1,393
435

Jan-June
1980

1,605
2,099
1,957

1,284
1,758
813
17
1,601
614
433
603

313
210
202
180
329
136

my
July-Dso
1980

603
2,203
?|947
. 599
] 690
514

443

619
i 531
- 15
- 428

167
160
227
174

AT
128
85

Total

2208
5ol
3,904

1,833
2,448
1,327
890
2,286
1,145
846
1,034
562
370

429
354

264
17



1.

2’

3-
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TABLE 12

Survev of ;Beneficiaries on Selected Health Related TOE'CI

Educational level:

Mutomo
Mathale
Kimangao

Total

Number cooked for:

Mutomo

Kuthale
Kimangao

Total

Debes of water used daily:

Mutomo

Yuthale

Kimangao
Total

Distance trevelled:

Matomo
Muthale

Kimazgao

Total

e e I-1V
| $. §.-.- % ¥ - % . %
20 10.0 0 0.0 O 0.0 0.0
8 40.0 -5 25.0 6 30.0 1 5.0
12 $0.0 6 30.0 1 5.0 1 5.0
40  66.7 11 1583 7 1.7 2 33
i3 zio . 1o+
¥ % B % ¥ %
5 250 13 65.0 2  10.0
5 25.0 11 550 4  20.0
4 20.0 14 70,0 2 10.0
U 2.3 38 634 8 13.3
02 33 >
¥ % X -4 N 4,
10 50.0 8 40.0 2 10.0
13 65.0 3 15.0 4 20.0
11 550 7 35.0 2 10.0
34 567 18 300 & 133
less than i-:ile 2 - 2m 2 -5n 5+
. | < N % X % N %
5 25.0 4 200 5 30.0 5 25.0
6 30,0 .10 50.0 3 15.0 1 5.0
8 40.0 5 25,0 4 20,0 3 15.0
19 1.6 19 3.5 13 217 9 15.0



Se

6.

7.

8.
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Aninals drink at water source: . Yas No
N % N <
Mutomo 3 A J,-S 0 17 85.0
Mathale . .1:7 C "85.0 3 15.0
Kimangao 7 . 35.0 13 65.0
Total 21 45.0 33  55.0
Vegetables grown for own use: Yes Xo
N % N %
Mutomo 20 10Q.0 0O 0.0
¥uthale ‘ 11 55.0 9 45.0
Kimangao T 55.0 9 45.0
Total - 42 70.0 18 30.0
Dispoeal of Garbage: Compost/Pit  Burn Open Fielid
5 P ® N %
Mutomo 9 -45.0 4 20.0 7 35.0
ll;ltha.le ] 40.:0 5 25.0 7 35.0
Umangao 10 50;0 2 100 & 40.0
Total a 45-0' 11 18,3 22 3647
Defecation: Pit latr‘.rge Field
¥ % N %
Matomo 6\- 0.0 14 70.0
Kuthale 1l 55.0 9 45.0
Kinangao 8 4.0 12 60.0

Total 25 4.7 35 58.3



9.

11.

Bathing practices:

_Hutomo

Kuthele
Zinangao

Total

inowledge of disease

causation:

Mutomo
Yuthale
Yizmangeo

Total

Hnowledge of disease
preventicn:

- 66 -

Ereast feeding practices:

Mutomo
Muthale
Zimengao

Total

1 18.3

Dally 2=3 da'vs when water aveilable
X ¢ 5 % N %
12 60.0 4 . 20,0 . 4 20.0
19°. 95.0 1°-* 5.0 0 0.0
14 700 6 3.0 o 0.0
45 75.0 1 8.3, 4 6.7
MNone Sonme Good
N 2 N 4 ¥ 4
1 55.0 9 45.0 0 0.0
9 45.0 11 \ 55.0 0 0.0
9 4.0 11 550 0 0.0
29 48.3 31 517 0 o.C
None Some Good
F ¢4 N 4 n %
T "35.0 13 45.0 0 0.0
io 500 10 50.0 0 0.0
8 45.0 12 60,0 0 0.0
25 4.7 35 53.3
v
4~5 months 7 =1yr Under 2vrs Over 2
¥ % N £ ¥ £ N %
1 560 5 25,0 13 65.0 1 5.0
b 5.0 4 20.0 15 75.0 0 0.0
4 20,0 2 10,0 12 60.0 2 10.0
6. 10.0 40 8.7 3 5.0



13.

Start of additional
foods

Mutomo
Muthale
Kimangao

Total

- 67 -

2-6 athe
N %
9 45.0,
%' 10.0
9 ﬁs.o

=9 _mths

N %
10 50.0
6  30.0
n . 55.0

ERT)

Over 9 _mths

|
1
0

0
1

%
5.0

0.0

0.0

e ————

1.7
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sanex 4

1980
Costs = 10
of Progrecme

Brealdown
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Cost of Services per reczipient far 1080

Total punber of recipients:
This figure for ths year 1980 was derived from munber

of patients given sexvices

Child welfare
New cases 14,156
Bsvisits 41,347
Mtenatal: new 5,348

Revisits 7,401
Fealth training

——

Tecipients 9
Total 84,203

COIEL gmaat: .

a) Traucportation \;nhich derreciation costs for 1 year
ou 3 yesr ueoability
Parchase 1 L/Rover (1978) Eeho, 90,000.00
Prics of 1 L/Ecver (1978) Kshs, 46,000.00
landroverss 2 L/Rover (?~979) Zuhs, 358, 000.00

Total 594,000, 00

_Iepreciation for 1930 « 198,000


http:594,000.00
http:Dzh.3589000.00
http:46,000.00
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b) Clinical equipment depreciation comts:
Clinicel equipment purchased inm 1979 « 27,000
Clinicel equipment parchased in 1980 = 106,500

U omta - 133,500

Depreciation for 1980.- = 133,500 = Dabs. 44,500

3 .

¢) Recurrent expenditures for salaries, drugs, madical "
supplies,transpect Eaintenance, petrol, and licences '

and incidental expenses ) .

January - Jely 1580 - 283,835
July = Dececber 1980 » 242,428

Total corts = Y¥ebs, 198,000
44,500
283,835
242,428

768,763

Cost per rociplent from COIZL grant 768,763
. * ommew— gy m. 9.13



b)

Ben_COTEL Costa

Taocines for 1930

Prioces for ncd.l-:u ware obtaitied froz Hoch Fharmacenticals
and Eairobi Hospital.

Vaccires used .;I.n <1980 were ae follows:

KG - 11029 doses at Xrhs., 30.90 prl'dou = Tnhs, 340,796

PP - 28,931 doses at Knhs. 51,55 for 15 doses ‘
". mll- ”'426.20

Folio - 27,328 domes at Xoha. 341,40 for 50 doses

Tetanus toxoid - 57:7 doses at Ishs, 12.95 per dose

= Db, 74,423.65

Total = ksh, 971,781.00

Boueinge and 1;:0 )

4 tean leaders 4 project consultant at Xsh, 500 per monih
; = Keh, 30,000

8 enrolled midvwives at Dahk. 300 per month = Keh, 28,800
Office spece and cioruge lacility (5 rooms, one in each

tean headquarters and Xiini) = ¥oh, 18,000
at Xah 300 per ronth .

Total "= Tmh, 76,800
Potal Non CONEY, costs o Inha, 78[800 + Esh, 971'781

- nh' 1 ,048,581-&

Fou COIEY, cost per recipient e« Xsha, 12.45

" Cost per recipient for 1580 « 1,817,344 « Xmbs. 21.58

84,203

= Dshs, 186,595.60
. Yeasles = 6639 doses at Eshs, 40.75 por dooe = Ksh, 270,539.25



Amnex 5

Wdified Imta Cathering — Inwirudents for the Minal Evaluation
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