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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 OPG
 
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 w-jor 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.
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Findings and Recommendations
 

Mission Project Review Committee reviewed CODEL's evaluation on January 13, 1982.
 
The Project Review Committee found the evaluation report more descriptive and
 
informative than the first one. 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 coverid 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 servit .s is on immunization prenatal and basic curative 
services. Minimal work has been done in the area of preventive and ptomotive 
health due to shortage of staff. Only family planning referrals were being done. 

The evaluators 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 additional 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
 
proj ect;
 

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 beneficiary per year;
 

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

Draft:HNP :NMwnzia :2/17/82
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I"I~ ! --/A -	 lrED STATES GOVERN(YiEK 

SUBJECT: 	Mid-Term Evaluation of the CODEL Primary Health
 
Care Project, August 1981
 

TO: THE 	FILES
 

1. Report notes that .9.6 percent of Kitui District's population of
 
children under 5 years of age is co-ered by project. It also notes that
 
for 1980 there were 84,203 recipie2nts in the program. However 48,748 were
 
revisits so iL is probably more ac,.urate to call these patient visits
 
rathzr than recipients whith the ceport does.
 

2. Based on 3-year depLzciatijn 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 (Diocese 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.ll.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 do 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 fiaal 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. Of the various PHC activities, (i.e., XZH, antenatal, immunizations,
 
nutrition, health education, trairing community leaders and TBAs), the most
 

Buv U.S. Savings Bonds Regulariv on the Payroll Savings Plan OPTIONAL rO0dM NM 

oRV 7.76c
 
GSA FPMR dl CFR) 11-11.6 
501 0-I12 

http:KShs.8.00
http:KShs.ll.54
http:KShs.21.58
http:Shs.21.58
http:KShs.9.13
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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 r iny more deaths, i.e. percent increase.This finding also suggests that it might be useful to conduct 
 some specialmalaria studies (e.g. through CDC) on resistance of malaria strains on anti­malarial 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 the
and generally preventive andpromotive aspects of the project are ineffective. The project concentrates
 
on ct:-'.= cervices and prevL 
.ive services in the area of antenatal cared Immunizatio.1. 
 Co-munlry .r-:i.-4-pationis minimal although the project has
avnr-sc-cd ha..L.o; education activities and trained some TBAs. ProblemE
associated 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
c) Clinics are not organized to provide sufficient time fc-: health 

education
 
d) Project administration drs not place sufficient importance on


long-term continuity of community health care by the community
for the comunity

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

It is interesting to note that the communities desire continuous healthservices, 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 health

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 cn Mobile
 
Clinics e.g. visiting each commuaity once every 2 months?
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8. 
 A range of health environments are represented in the project area.
The Muthale area where rainfall is most plentifitl has a better healLh 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 reporL 
 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(medicine) for treatment of severely 
as "dawa" 

malnourished children during mobileclinic activities. 
What has been the result?
 

Also, if data is to 
be collected on eacing patterns and outside food
interventions (e.g. CRS/Kenya PL 480 Title 
II food) this data might be usefulin some of the special Title II evaluation activities to be undertaken

during FY 1982.
 

.
 10. The report gives no 4.formation on the following:
 

a) What steps CODEL has 'aken to integrate its project in to GOK/MOH
activities and 
how ir 
(CODEL) plans to continue supporting this
activity 
after October 1982.
b) What, if any, budget additions are required to complete project
activities to reach fully the goals and objectives of the project.We know, for example, transportation costs in the project haveexceeded estimates. Also funding will be needed for the proposedadditional project staff and final evaluation.
c) Whether or not CODEL agrees with recommended evaluation plan.

.2i. The August V.,1 vU!,'.ir 
 P:brt is a vastly superior product than the
 . 1980 report. While there remain numerous questions unanswercd,
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 proposed 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
 

http:vU!,'.ir
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Mid Ter= Evaluatj0on of the Zitu±4 Primary 
Health Care Project
 

SECTION I
 

A. Project Backround 

The Kitui Primary Health Care Mobile Program (PEC) was implemented 

with the purpose of proAding primary health care for people living in 

the remote areas of the itui district for whom existing Government
 

and Xission Medical Services were inaccessible.
 

The program envisaged outreach services in strategically placed
 

locations throughout the district. Servic,_s were to be provided by
 

four mobile teams, each covering sixteen widely scattered centres to
 

be visited once a month. -The range of services were to inclule
 

maternal and chili health care, antenatal, postnatal ad family planning, 

immunizations, health education and siple curative care. 

In 1977, the pre-pilot ;hase of the program was started with one
 

mobile team in operaticn, basel at the Muto_-o Catholic Mission hospital. 

This program wam financed ($24,7l9) by Co-ordintion ir Develorment Inc. 

(CODEL). The Grant Agreement for Kitui Primary Health Care Pro jet 

became effective on lt Pebr-ary 1979, funded by USAID through COflEL 

(US.$355,808) for a period of three years. According to the plan of 

operations worked out, a second team was implemented at imangao in
 

July 1979, a third team t Muthale in December 1979, and a fou.rth at 

Mutito/hu in J.uary 1980. All four teams were in full operation 

beginning February 1580. 

id-t erm Evaluati= 

In accordance with the Grit Agreemcnt, an evaluation wan done in 

November 19 O bry the =C-2 in Co-inity Health,Aiviser -EAvD. Eowever, 

the evaluato:: reprt did. not meet USZD. expectetions, and as 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"anMd Mut o on June llth and
 
*412th, to review the project and hol discuasions with project staff 

in order to plan the evaluation methodology. At this viit, the 

team outlined the evaluation.-procedures, set up sampling procedures 

for data collection, decigned supplementary data collect.ion records, 

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

On June 26 and 27, one member of the team returned to Kitui to 

workshop Program One sessionattend a for all staff. was devoted 

to discussions and explanations on the new moitoring system, sampling 

procedure for selectioa of study population, and recording procedures. 

Several questions were raised, and problems in recording were discussed. 

The need for one extra person on each team to help -ith data collection 

was recognized, and a decision was mande to hire one extra person on each 

team. 

On July 31, 1981, work on the evaluation began. Preliminary 

preparations including review of all project documents and reports, 

discussions with USAID project staff, drafting of the scope of work, 

(Annex 1), end details of the plan of action were completed in Nairobi. 

Me contract with Catholic Diocese was and the teamof Y-itui executed 

left for the field worc.on kigust 6, 1981. 

B. Evaluaticn Methodolo-, 

It was decided to visit each centre in crder to conduct 

interviews with project staff, progra=e beneficiaries, counity 

members and govern-ment officials, review records = nitnined for 

statistical data needed for i=pc.t evm.luetion, and obsere =obile 

clinics in acticn. 
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The itinera:y was set up as follows: 

Aug 6, 1980 - 6.30 a.m. Leave Nairobi for Matomo 

Aug 8, 1980 - 2.30 p.m. Leave Mutomo for Nuu 

Aug9, 1980 - 1.00 p.m. Leave for 7Amangao
 

Aug 10, 1980 - 9.00 a.m. Visit I'rgao1 clinic
 

5.00 p.m.. Leave for Mathale
 

Aug 22l 198 9.00 a.m. Visit Kanyaa clinic
 

Aug 12, 1980 8.00 a.m. Leave for Kitui. Hold discussions
 

with project utaff, visit 
Government hospital § meet 
officials. 2
 

2.00 p.m. Return to Uairobi 

Interview Guides: 

Two, interview guides A § B were leaiced (AAe 1.) for data
 

collection. interview Guide A, 
 for Project beneficiaries cnsLsted 

of 13 questic:s to elicit attitudes aad pr---tices related to health,
 

saemtatjon, water usage, par;c=F'. hygicno, 
 nutrition, a the impact 

of health education p ograms and its relationship to ed-ucationi-L 

status. 

Interview G.ide 3 for project s&aff ccnisted of 10 questions 

designed to elicat opinions concerning the program's mucoesses, failures, 
benefits aud problen, berides staff c=c.itent to the poject and plans 

for professional developntl and advauccment. 

Clinic records were reviewed to collect statistical information. 

Impact of the project in te -- z of coverage was asceesed for the 

District of ritu dd each tean area. 

Child Welfare Pror.--n 

Child wclfare cin1c records for erzh six month period -cre 

reviewed and s- n-y statictics on a-r;'cee provided. Cas- loEds, 

i==izat on dzta and corbiJity data for c.pa-ieon with s"Uine-re 
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observed in the health surveys l/conducted in four ritui District 

nablocations by medical students were all computed. 

Antenatal pronram:
 

Records were reviewed and "ummary statistics for attendanoe
 

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

and number -immunizedwith. etanus toxoid were computeo. 

Uutrititon sur-eillanoe 

The nutrit~onal status of children under five in the progrem
 

for the six month period January to June 1981 was assessed from
 

weight meaourements reoorded.
 

Clinic management information was obtained from records and 

discussions with project t.e = leaders. 

Transportation and vc!icle maintenance data was obtained from 

the vehicle registers and discussion with the drivers of each vehicle 

Informatica on project expenditure was obtained from records 

and statements, survey of current rates, and discusssion with the 

project ccnsultant and administrator. 

SECTION II 

Aseserment of progress toward the cector goal 

The project sector goal aimed at the improvement of the quality 

of life in rural areas through attainment of optimum level of health 

within the contraints of existing =d developing econo:r and in line 

with the National Health S'stcm. 

1/ Seco-_. Year Xcdical Studento, ed. by 1.. Kalone. Report on
Health sur-.ey in Kawlu an1 "i'.-ni rubloca aisnof Ki.-ai ""strlctl 
Aua~st 1976 - d Rop3rt -n a surey in Kani and '.usengi cublocatioms 
BKti~ District, Sept. 1973. U er3±ty of Nairoi. 
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A f r t step to the aesessment of the above goal requires a 

general description of the existing conditione in the District of 

Zti.o D=craphic data for the District of ritui used in the 

analysis of this report is given in Annex 2. 

A. 	 District of Kitui fckrrownd
 

Geograhv ai- Dezo'r;n-?Iv-


Kitui is the second largest d.strict in the Eastern Province
 

of Zenya. It has a land area of 
31,099 square .ilometers azA its 

rural popultion lives in 24,592 equare kilometers. At the 1979 

oeious its population was 464,283 with 'an estimated annual growth 

rate of 2.93%. Kitu± District is divided in 5 Divisions, 27 

locations azd 134 sublocaticns. It had an overall desity of 15/ 

so..L* in 1979, urith rural poPulation dencities raning from 7 

:rrons/km in the Eastern Division, .53 persons/Era in Central Division, 

10 person/! in the Southern Division, 45 peruons/kr in Mwingi =d 

IC persons/- in lyuso. Population densities are lower in the 

Ea-tern, Southern and Kyuso divicions as the climate is drier and 

rcinfall of lees than 30 inches per year in very unreliable. The 

CEtral Pd M.in-i divisions are more Populated as the rainfall is 

relatively hiher and the land more productive. 

trucoture of thenz~?oti n "d its cualture
 

The WG:amba 
are a varm and generous people mad constitute over 

95 pcroent of the population of the District. They form an 

agricultural oziety and arc neither rigid nor hily structured. 

Gvru-ities are orgTizcd in a villace hierarchical system with 

apcimted leaiers. The 'haranbee, spirit is very ev _dent, witj 

thc 	People !ing to cooperate in development effcrts. 
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The society is male dominated, with women relegated to a 
subservient role chief'2 for the purpose of child bearing and 
rearing, performing domegtic chores etch as fetching water and 
firewood and working on the. farms. There is general acceptanoe 
of this role. PolygaP . prev&ila and is generally emcouraged and 
accepted. Attitudes toinard polygamy are positive. Women
 
appreciate the help and 
comparlionship of the many wives, living 

as neighbours in the same compound, and sharing the rigors of 

rural living. 

According to the 1979 Census, the working group (15-59) were 
195,000 or 45 percent of the district population leading to a
 

dependency 
ratio of 1.2:1. 

Socio-econo-ic Profile of the District
 

Cultivation of crops 
 on small farms for subsistence, and
 
keeping of livestock 
are the chief activit-ies of 95 percaat of the 
Po'-lation. About 2 percat of the pop-l"-ti,n are engaged in trade 
and corerce, and 1.6 percent in waze empla.o-ment. Self employment 

and the informal sector occuRy 0.4 percent of the popuation while 
I percent of the poplatio:, moctly male, work in salaried employ­

ment 
 outside the District. 

Health Servicez m.-dProblems 

ritui has three hospitals (fourth closed) 9 health centres 
and 23 dispensaries. The map cf the District of Xitu±, Innex 2, 
shows the location of these facilities inclzling the 64 primary care 

mobile clinics. 

The Gover--ment opened 21 mobile clinics, which were closed down 
due to a financnal cr'isis. 
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The major health problem could. be reg-ardz s. as the exploding
 

population of the District estimated to reach 800,000 by the year
 

2000 A.D. 

The Gove.rnment ' efforts atthe promotion of X= and family 

planning ser.-ices are under utilized due to two main factors* 

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

population.
 

2. Inorazce and cultural attitudes, prevent the use of JI
 

and Family Planning Services.
 

Proble=s,affecting the health of the People.
 

Water 
 is scarce in most aweas of the District, The Tana and 
Athi rivers are the only permanent rivers in litui and they form the 
northern and western bounda3ries of the District. These rivers have 

not been utilized sufficiently..to supply water to the District for
 

human and liventock conswzption and irrigation.
 

'The only rural watar suipplies are the Mititoi"u wa" supply 
and the I'4n:a/:.'.ztomc water supply serving a small proportion of the
 
poplation. Cther sources of water supply are springs in 
 the hills 

near Itito, 1uu_ ofand Eadau limted capacity, bore holes and rock 

catchments. Earthdams and subsurface da=3 alone the Athi an! Mwitaxyano 

rivers, and water holes in river beds dug by the people are the main 
sources of water supply. Rainwater when availablo is also collected 

for use. 

Social Seaices 

Access to social servioes =ch as mcdical services a=d schools 

is an acate problem. Girls are sent to pri=ar.r school but are 

generally not "-n to co=plIte their education, as m.-riage or 

child be-rin a enn ear.IJ- age is the norm. 



The lack of transportation and bad .roeds is the main reason 

for the inaceecaibilitj to services. Areas most affected by these 

problems are the Nzambani, kiambani and Tatta locations in the 

Central Division, most parts of the Mingi Division, and the 

Eastern Division. 

Road problems are compounded by the lack of an organized 

maintenance system and the lack of bridges in litui especially in 

the rainy season. 

Bus services due to the poor condition of the road" are very 

unreliable and sporadic especially in the outlying rural areas. 

C. Analysis of indicators 

A second step in the assessent of the quality of life was the 

analysis of indicators measuring the health status of the people of 

Kitui.and the related qality of life. 

Reduction in mortal!ty vidth ehasis on infant mortality 

Reduction in infant mortality 'tilerecognised as an important 

indicator in improving the quality of life is very hard to measure 

given the current state of the art. 

Mie District of Kitui makes every- attempt to register births 

and deaths. However, at best W1l 50-75 percent of births and deaths 

are reported. Annex 2.7 gives a table of Births ard Deaths with 

crude rates. Since 197-3. the birth rate has nearly doubled. It is 

difficult to get an accurate pattern of death rates as mortality 

data are not maintaincd by age gmups. In the Natienal reportinZ. cf 

census data, there is no categorization y age groups. 

Statistics maint-_ned by the two mission hospitals, Mutc=o, and 

Muthale, however, give details concerning deliveries =d mortality 

data. Table 1 displys the compz.-.ison of births and deatho related 

to :,aternal cases for separate years before xand after the pri-_a.­

care program.
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Table 1 

Comparison of births and mortality related to maternal cases for
 
Natoma ho.ital (1973, and 1980) and Nathale hospital(1975 and
 
1980) in percentages
 

Muthale Hospital 
 htomo Hospital
1975. .. 1980 1973 1980
 
Deliveries Nuber % ,io. % NUmber % No. % 

Nor=;: 515 85.8 
476 76.0 435 87.0 529 74.0
 
Abnormal 
 85 14.2 150 24.0 65 13.0 188 
 26.2
 

Mortali.ty
 

Maternal 
 3 0.5 1 0.16 2 0.4 1 0.14
 

Still births 29 4.8 25 4.0 10 2.0 
 16 2.2
 

Neonatal 
 21 3.5 19 3.0 24 
 4.8 33 3.2
 

Infant 
 54 9.6 55 8.8 
 30 "6.0 45 6.3
 

In both hospitals the num=ber of abnorma.l stematal cases see.ng
 

hospital deliveries nearly doubled in 1980 =Aich could be attributed to 
the antenatal. care given by the mobile tea=n in these areas. 7he 

drop in the maternal mortality r~ate could also be attributed to ante­

natal care. However, it should be noted that there is no information 

whether these paients received antenatal care or not. It must be 

pointed out that. the fee charged for deliveries (60 shillings for
 

normal deliveries) is a deterrent for maz~r af the poor to z-ek medical 

care. 

Thcre are no si& ificaat differences in the mortality fiares 
before =d after the PEC ogran. The high risk cases zee- hospital 

care ccula a:count for t..is p-tct:z. 

http:Mortali.ty
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Reduation in Morbidity
 

The Kitu± Primary Health 
Ca,e Program has been effective
 

in the reduction 
of several diseaees. Muthale hospital morbidity 

d-ta for 1975 show that 81 children were treated for measles, 61
 
fc Whooping Oough, 
 1 for tetanus, 1 for polio, 2 for worms end 
18 for maramsras kwashiorkor and malnutrition. In 1980 there 

were 15 children with measles, 1 with tetanus, no cases with whooping 
cough or polio, and 34 With maraasn and kwashiorkor. The incidence 

of measles, polio, whooping cough and tetanus are no longer major
 
childhood problems, 
 while malnutrition still remains a problem. 

Comparison of morbidity data for the month of Mae, 1981,
 
chosen at r.dom, in 
 all the clinics of the FEC with the data in
 
the surveys done by 
the medical students of the University of Nairobi 
in the sublocatione of Ka" and Musengo (1978) and Kawelu and Xiryi--i
 
(1976) show a red-action 
 in several diseases. Table 2 displays the
 

point prevalence rates 
for each of the sublocations and the PHC. 

Among the PHC children no cases of polio nor measles were found. 
The only case of Whoopinz cou~h occured in a child not previously 

immunized. Worm infestations were significantly reduced, and could 

be attributed to the de-wrming program. Every child is treated for 
worms at 6 monthly periods. The incidence of scabies was significantl­

reduced. This could be .ttributed to effective hea.Ith education on 
hygiene. Despite the fact that water is scarce, the hygiene practices 
have considerably improved. Th- incidence of coughs and colds showed 
a very slight decrease while eye infections were still high. The 
incidence of malaria is a major problem, and according to reports from 
the Mutono § &.'uthalehospitals the number of children very anemic a.d 

2/ l,:hale Hospital Rzpo- 1575 - 1976, pp.12-15. 
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Table 2 

Comparison of prevalence rates of specific diseases in children 
under 5 years of age in the Xitui Prima7-Health Care project 
(Xy 81) and subloeations of Kai.§ % UBen (1978) and awelu 

ad r±u i (1976) 

Disease 
 Point prevalence per 1000 
Kitui Primary Kaui Mseno a-we1- r.vyumi 
Health Care 

Projeot 
N - 4152 94-152 N-198 N - 66 N - 66 

Polio 0 7 15 0 15 
Ere diseases 56 33 25 136 120 

Scabies 12 309 505 167 210 
Ceug/colds 252 289 369 303 290 
Diarrhoea 76 86 55 45 60 
IQooping couI 1 303 106 61 0 

Measles 0 230 17 0 0 

Worms3 - - 30 1 

Fever 

Malaria? 

The patte=- of diseases among children in phC program by Clinic 

Centres is given in Table 7*- Annex 3. 
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severely ill from malaria have increased with a number of deaths 

resulting from severe anemia. Diarrheas re-ained a prevailing 

problem - lack of potable water, and the drinking of unboiled 

water was chiefly responsible for the hig prevalence of this 

conditi on. 

The mission hospitals have separate programs for the treatment 

and c*=tact investigation of leprosy and tuberculosis casc. Any 

suspected case is referred to the special programs. In 1973 'the 

Mutomo leprosy and TB project covered the south of Kitui mostly; by 

safaris to 35 clinics. In 1980, the program covered 36 safari 

In 1979 the ,utomo program
centres holding clinics once a month. 

treated a total of 754 leprosy cases with 54 new cases, and a total 

of 433 TB cases vth 74 new cases. In 1980 the program treated 632 

leprosy cases of whom 34 were new cases and 609 %B cases of intom 124
 

were new. In 1973 the 1,,5uthale hospital treated 1 case of leprosy
 

in 1930 15 cases of TB. The incid-ce of lepro­and 9 of TB, and 

'is dropping while tuberculosis is increasing. Reports from the 

doctors a=:l nurses confirm this finding. They are finding fewer 

cases of leprosy and many more of possible TB. Malnutrition may be
 

a strong factor in the increaselof TB.
 

Nutrition Status 

survey dcme inMalnutrition still persists. Accrdling to the 

1976, and the growth surveillance data of the PHC children, there are 

no significant differences between the two groups, except for the 

areMhtomo children. At Mutomo, only 17 percent of the chiliren 


cannot be
underweight. However, the rearnn for 	this difference 

by age groups, and as child-rendetermimed. Data was not broken down 

under one yeaa" of ajo are gencrally well nourished due to brea-t 

feed.ing, the differacce covld not be at-ria-.-tcd to iproved =.-trition. 
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Ta'ble 3 

Growth Stuveillance: Harvard. standard weight scale for children 
under five years of age by clinic*centres and ablooatirms in 

percentages 

Year, Location &Number Harvard Standard Weight 

W0% ad 60-80% 6Cr-fand 
above below 

1981 Kima~gao 1158 71.9 26.34 1.76 

1981 Mutoco 1478 83.27 16.41 0.32 

1981 Nuu 962 68.43 25.3 3.27 

1976 Kmwelu 57 70.2 29.8 0.0 

1976 Kivyu.i 62 .69.4 30.6 0.0 
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Table 3 displays the p, o-.tage of chi]j'ren in e&ch category 

of the Harvard woi-_t scale for the three PHC coetres azA the sub­

locations surveyed in 1976. Data from the Muthale team was
 

discounted due to recording 
errors. 

-It should also be not5- that the rimangao and N= mobile
 

clinic centres are located in drier areas with little or 
no water 

supply that ma.-es the growing of crops for subsistence a big problem. 

Tables 8,9, ad 10 (Annex 3) display data on growth surveillance by 

clinic centres for each of the teams except Muthale. 

Improvement in health practices of the peDople 

he sutrey of project beneficiaries was designcd specifically 

to elicit information concerzing health practices, i.owledge and
 

changes in attitudes and behaviour 
patterns. Table 12, (Annex 3) 

displays the responses of the 60 women interviewed at three 

different centres. Together with data fron clinic records the
 

assessment 
 of the er-tcnt of improvement in he.alth practices was made. 

The decrease in the incidence of scabies as displayed in Table 

2, p.11 is evidence that personal hygiene practices have improved, 

despite scarce -ter supplies. 

Bathing practices according to the survey responses show that 

75 p rcent bathedaily, .1.83 percent every two-three days and 6.7 per­

cent whenever water is available. Bathing is believed to be good for 

the health especially giving the body strength. 

Pit latrines, as a mcthod of sanitation areconsidered good for 

health by all the people su-veyed. While 41.7 percent are using pit 

latrines, the 58.3 percent using open fields havenot builtlatrines 

due to the shortage of finances or the lack of time as the men are 

too bu-. 
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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.
 

The knowledge that water is a carrier of disease germs is 

lacking. In Nuthale and Kimangao where livestock rearing is more 

comon, animals use the same water source as the people. Bathing 

and washing clothes at the river is generally the custom. Drinking 

water collected from oontaminated. sources is not boiled. 

The knowledge of disease causation and prevention is rudi­

menta-y among the majority. The use of the hospital clinicor 

services, when ill is considered the chief method of prevention. 

Imunizations are taken because it is what the medical people 

recommend. Primary school education made no difference to the 

knowledge of diseases or preventive measures, whereas, the 11.7 per 

cent with secondary school education are better informed. Those 

with no education, believe that the supernatural, and the elements 

cause diseaseo. 

The majority cf mothers breast feed their babies upto one 

year of age. Mhose who stopped (10 percent) before the child's six 

months of age did so because of the lack of milk supply. Additional 

foods are introduced in the childes diet as early as two and between 

six months of age by 53-.3 percent of the population. Pcods 

introduced are porridge made of maize meal, sorghum or millet, 

followed by greens from the leaves of cowpeas or pigeon peas and 

tomatoes whenever available. Cows peas and beans are acided to the 

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

The majority (70 percent) g.-ow food for their own use and only 
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Bell whatever is in excess. When the harvests fail as in 1977-78 
reat difficulties are experienced in providing adequate diets. 

The last two seasons produced good harvests. 



SECTION III 

Ertent of Achievement of Proleojt 

PutDos e 

The purpose of the project-was stated as "The provision of 

a mobile prima.ry health care servioes to rural areas of Kitui 

which lacked Government asnor mission services." 

Pro ject cover-e 

The Kitui primary health care project is providing health 

services to people who otherwise would not have access to such 

se-vices. The four teams started their programs as scheduled and
 

now cover a total of 66 centres. The Kimangaao and uthale teas 

are both operating a This service startedstatic clinic each. was 

as it was felt that it was more convenicnt for the mobile toams to 

hcadle all the pre7entive work, rather than the Health Centre and
 

Hospital staff in each place.
 

Pioject locaton 

The map of Kitu± District (Arnex 2) displays all the medical 

facilities end the FEC mobile clinic centros. 
Duplication of 

facilities occur in a few centies where there are government
 

dispensaries. !M!ese include, 36tha, Voo and Kanziko covered by the 

Mtomo team, Endau and Mui, covered by '.he Sum team, and Kyuso =d 

Katse covered by the Kimangao team, '--video the statictwo centres 

mentioned above at the Mission hospital § health centre. According 

to the team leaders the services are provided in the same areas as 

the government dispensaries, at the special request of the co-unity. 

The govermment dispensaries, for a variety of reasons are not able. 

to deliver the services. 

http:prima.ry
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C.hld Health Care Cover---e
 

Table 4, displays the total population under 
five covered by
 

the program as well as the different services provided, 
 as a
 

percentage for each 
 sublocation and tUe District of Kitui, Table II,
 

in Annex B, 
 gives a summary of clinic services for each team in six
 

month periods for the total duration of the project.
 

The program, at the end of 1980 covered 19.6 percent the District's 

under five poplation. Immizaticns ranged from 9.6 percent to 17.9
 

percent rate of 
 coverage for the different immuniztions. Curative
 

care was the largest part of the program.
 

Ant ematal covera.z
 

Table 5, displays the antenatal service coverage 
 in each team
 

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

A total of 29.9 percent of registered live births in itui
 

District during the years 1978 
to 1980 were covered by the FEC program.
 

Of these, 23 percent received 
 one tetanus toxoid imauaization, and 5.6 

percent the second doee.
 

Poct-natal services are not given, as mothers do not recognize 

the importance of the service, End the team staff, already overloaded, 

do not see the practicality of ovidng such a service.
 

Family planning as a service was 
only provided by the Mutomo 

team. Te other teams hve plans for beginning this servrce in the 

near future. However, this service is restricted only to the natural 

method, due to the Catholic philosophy. 

The method is inade-uate considering the life styles and customs 

of the Wa.-mba people.
 

The Wakz.=ba =an, i n pc-rticular correlate 'male Eupremacy' or 



TA1°LE 4 

Child Welfare Sorvices by poroentage of population under five in each team 

sublocations qlnd the District of Kitui: 1978-1980 

Sorvioee provided Kimangao 

Humber % 
Muthale 

Number % 
Mutomo 

Humber % 
tuu 

Number % 
Total 

Number 
Dr. of 

Kitui 

Child Wolfare 
New 3644 27.7 6189 26.4 6767 27.5 2208 22.2 18,808 19.6 

Rsvicita 15816 - 8556 - 26526 - 5102 - 56,000 -

Curative Care 3763 28.6 6358 27.1 23456 95.4 3904 41.1 46638 48.6 

Iminuni zatione: 

BCG 3097 ... 23.5 4188 17.9 6524 26.6 1833 19.3 15,642 16.3 

DPT 1 3699 28.1 4146 17.6 6902 28.1 2448 25.7 17,i95 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 L585 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 1145 12.1 11,761 12.3 

PoLIo 3 2054 15.6 not given 2892 11.8 846 8.9 5,792 6.0 

MEASLES 1216 9.2 3051 13.0 3932 16.o 1034 10.9 9,233 9.6 

11U. of Clinics held 250 - 185 - 435 - 173 - 1,043 -

Note: Percentages of under five population oalculated as follows: 
Kimangao 13155; Muthale 23,454; 
 Rutomo 24569; 1luu 9501. District of Kitui 96000.
 



TABLE 5 

Antenatal services in each team area by percentage 

of live births between 1978 to 1980 in Kitui Ditrict 

4 

Ser~ricoc Provided Kimaag-ab " 4%hale Matomo, Huu Total 

Ant enatal care: 

New cases
 

Rick 516 619 2430 562 4127)
 
) 29.9 

NUon Rsk 434 997 1683 370 3384) 

Revisits 

Risk 721 873 3622 429 5645 

Non isk 559 1289 2481 354 4683 

I=uni zation 

Te tanu 1 750 1399 3135 500 5784 23.0 

To-oid 2 329 521 1395 264 2507 10.0 

Farily i -ning - - 1421 - 1421 5.6 

Noto: 	 Live births registered in Eitui district for the years 1978-1980 
- 25153 
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'machismo' with the nunber of their progeny. Generally, around pay 
day, wives visit their husbands working outside the district, inordo-r 

to collect money before it is spent- At these
 

visitations, it 
 is highly unrealistic to expect the restriction of 
$safe period' sexual relations.
 

Sexual relationships are not confined to married couples
 

only. Pre-martial 
 sex is common place and generally accepted. In fact, 

the ability of a woman to have children is an accepted criterion for 

marriage. The need for children, as a means of social security is 

strong, and many of the unwed women have children, and are generally
 

accepted and looked 
 after by their families. 

Young girls, especially those parsuing a seconda-j school 

education are pr-.ime targets for pregnancy. Male admirers feel that
 

it is in their best interests to keep the 
girls pregnant, as it 

fosters dependency. I= come cases, in order to keep the scholastic 

con=ptition from girls down, male co=panions p-rsue them, and get 

them pregnant. Eventually the girls drop out leaving the field clear 

for the boys. 

Discussions uith the more educated women at the clinics 

revealed a great deal of interest in learning about family planning. 

They are particularly desirous of spacing their families and to some 
extent limiting them. -.yive children wereconsidered a good size for 

a family. There are many misconceptions about artificial methods 

of birth control. Tae women think that the men fear death to the 

mother or child as a res-alt of family planning and hence will not 

cooperate. The women reqaested assistance in family planning, with 

the suggestion that. ccm-nity eldors if involved in family planning 

educaticn wou!L be able to p-c-tivelr, influcnce their husbands. 



There is no doubt, that there is a great need for the 

provision of this service, focusing on the inclusion of both men 

and Onewomen. strategyq would be to..ntrodu the concept of 

family spacing with the resutant goc health of both the mothers 

and the children. 

CommunitV Partici.,ation, 

Discussions and meetings with comunity leaders and the 

people were held at untomo, Muthale and Kimangao, to assess the 

extent of ooxUndiVy participation and to identify problems and 

needs concerning health as perceived by the people. The team 

members were also interviewed to assess the extent of their efforts 

in promoting comxuity participation. 

The major problems as people areidentified by the sanitation, 

water and the inc:dence of disease particularly malaria. A campaign 

to promote the building of pit latrines is underway in Matomo. Their 

installation in both public places and in private homes is being 

encouraged, with the possibility of introducing fines for those who 

do not comply within a specified period of time. The sucoessful 

completion of a a secondax-pit-latrine project for school in lmutcmo 

was reported. One of the lenders felt that the change to using pit 

latrines woild be a slow process, requiringmuch education. However, 

discussions with the pepple at Muthale, showed them eager use pitto 

latrines, and it was lack of finanoes and time that slowti them down. 

Throughout the district water in regarded as a major prolem. 

While the people are vaguely aware of government Projects to proide 

water, they do not foresee water supply in .ha near future. In the 

meantime, several attempts at temporary me:cures such as building ea=th 

dams aid digring wells are under.ay, to i prove the water sup.ly. 

http:under.ay
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However, iechnical expertise and guidance is sWtW.d lackiLng, in
 
fu.'thering the people's 
efforts.
 

Xalaria is recognized 
as a major problem, bat there are no 
mosq-ito eradication plans, nor MY lear ideas how the disease could 

be prevented. 

The mobile clinic program is regarded as a vel-y necessary 
and staccessfual service, reaching people in remote areas with no
 
other access to modern medical care. 
It was also observed that
 
killer diseases like measles and whoopingo cough have disappeared.
 

While mobile services are greatly appreciated, there is a 
strong- feeling that the people would like a dispensary, to provide 
everj day service. The community people are willing to provide
 

buildinG materials and labour 
for ouch facilities. 

The team members r-3ported that in moat areas, the coanity 
provide" temporar-j building space for their clinics. Where there
 
were problems, discussions %,iththe village chiefs brought 
aout
 
positive results. However, 
 the level of participation stops at the
 
provicion of temporary 
 space. The team staff due to pressures of
 
wor.k have no time 
to focus on cu,=.i paricipaticn. Such leader­
ship not only requires time, 
 but a well prepared staff to deal with
 
community 
 action and relations. This cannot be expected from the
 

current local 
 staff employed.
 

Co=.uity, leaders 
also expressed the need to have more of
 
thoir women trained in basic health skills to serve 
their ccnities. 

Joint izr.in. with other Services
 

Before starting ser.ices 
at each of the different =cbil­
clinics, tear,".ers su-a-.ecd the area and held mootings with 
villa,;a leaderc to dete.--ine t:ha extent of need. Sc=e of the ctres 
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were opened at the request of the Ministry of Health offficals. 

Good coordination exists between the mobile clinics and 
gove'nment medical facilities. Patients are referred and attended 
to as needed. The supply of vaccines from government continues, 

though shortages occured duing a few months. 

The government has-seconded a public health technician to 
work at the Mutomo Hospital. 
This person offers services to %he
 
mobile team when required. The seconding of nursing staff to work
 
on the mobile teams is seen as a great need, as the mission hospitals 
cannot attract staff in ccmpetition with government long term
 
benefits. Some discu cson- about 
this problem has ta.ken place with 
government officials. It is felt that with a concerted effort, the 
seconding of governrn-.t staff to the mission projects might be
 
possible, even though bureaucratic channels are viewed as 
a major
 

obstacle 
in the pronotion of cooperatin. 

The govern=ent's efforts to run mobile clinics so far are
 
unsucccs-ul, 
 for a variety of reasons. Transportation problems,
 
compoiunded with the 
lack- of drug supplies and financial problems have 
plagued the mobile clinic program. Six mobile centres are currently 
run out of Kitui hospital. However, even though manzned with highly
 
qualified teams, 
 these services are spcradic. The people are not 

to count on the se'vice, and inable their turn, do not attend. Me 
gnaff of the mobile teans are underutilized and frustrated. 

Batter coopcration between government and mission tems 
would be advantageous to both- sides, and greatly enhance services 
to the co-unities. Co=--ity leadcrs feel that the government vill 
not be able to take over the rning of the mobile clinic programe 
for some time, and verI much -lZ-h to see the continuance of mnsion 

serv4ccz. 
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Targeted Project Outputs 

Mobile health d.eliverv sstem 

As discussed under target pqoplation and services provided, 

this particular output has been successfully achieved.
 

Baseline data surveys 

This particular output was contingent on the service of 

medical students from the Nairobi of University. The arrangemxt 

made 6as a private one between the first consultant to the project, 

who also supervised the co=minity health work of the students. Once 

the consultant left, there was no coordination between meu .cal students 

and the PHC and the base line surveys were neglected. 

The methodolog planned for the evaluation was based on door
 

to door household surveys, ith the use of long detailed questionnaV-es. 

M-ach of this information would be of limited value. The survey not only 

is time consuming, but impractical and 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 evaluation.
 

Maternal and childhealth revention 

As discussed under project purpose, these services in terms
 

of output have besn successful.
 

Promotive and curative services 

Curative servicet fcrm a large part of the FHC se-ices. 

This is as expected, and should continue. A co=-rehensive approach 

with the integration of curative and reventive services not only uses 

personnel effec-t.ively, but also encouraes the bzneficiaries to seek 

care. In some of the clinic areas where press-res of curative care 

ire great separate tears are offe-in& weeky services in addition to 



the FEC clinic services. 

Promotive services in the form of health education have been
 

undertaken to some extent. Implementation has been slow due to the
 

following reasons.
 

1) Lack of preparatio" and background of team staff, 

requiring training to "conduo= health education. 

2) Large numbers attending clinics, requiring curative
 

care and im-unizaticns, while opportunities for teaching are 
neglected. 

3) Rapid turnover of team staff requiring training and
 

reori entati on.
 

Despite these problems all clinics since 1981, are focusing 

on the health education program. Topics covered include basic hygiene, 

importance of vaccines, nutrition, prevention of worms and diarrhoea, 

antenatal care, malaria and its treatment. 

The Paulo Prieo approach as suggested in the program is not 

used. The use of this approach needs special training and the staff 

at best use the didacticmethod with questions encouragc. at the end of 

their precentations. 

Considerable interest !on the part of beneficiaries was observed, 

and their needs are considered.in the choosing of topics for dis­

cussion. M-e management of health teaching, is more or less individual 

to each te=. The leadership of the Kixanegao te., in this aspect of 

the program, is particularly innovative and successful. Smaller 

groups are given the talks, while other services are simultaneously 

provided.. At Mutomo, talks are Sivcn at end ofthe clinic sessicns, 

with poor attendance. At I!athale, the talks ere euccessfully given 

to smaller groups. At Nuu, health education is given, except when 

the work lo=A is exces-ive. 

http:considered.in
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Training and instruction for womem'is Mou,. and co=it. leaders 

This aspect of the program is the weakest and lacks 

direction. Sporadio efforts have been made at the different centres, 

but with poor follow up. The plannig ani curriculum develoment 

have been done on an ad hoc basis. 

Records of the training programs have not been maintained, 

except for brief statements in the six monthly reports. According 

to the reports and interviews with team members the following 

activities have taken place at the centres. 

Mlutomo: 

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

team members and some local women leaders. 

A group of 4 married women without education from Kyamatu 

received training for 3 daB in July 1979, with follow up for 3
 

members in September and 2 in October and November. 

In June 1980, six-wome received two sessions of 5 days each 

and 7 received four sessions df 5 dars on basic health care, nutrition, 

bacic hygiene and home remedies. Follow up for these participants 

vas found difficult, and not ddne. The programs included women from 

remote areas, and was residential. 

In Agust 1950, forty traditional midwives were contacted 

and invited to attend a week long workshop on antenatal care, delivery 

techniques and care of the new born. Only 14 attended daily, while 

the others due to long co=ating and tran-cprtation problcm-u cou!d not 

attend. The te.- staff organized the program, and felt it was 

sucCSsful. 

In Ja:-e 1951 a 5 da intensive curse on basic health care 

was given to a roup of 8 women at their req.c-s.. Four wore from an 



area not oovered by mobile cltnics. Two members were literate, 

and it is hoped that with further trainin and follow up these 

members could do basic work in their villages. Two of the 

trainees are traditional midwives." 

2here is some evidence that the traditional midwives are
 

profiting from the instruction, They are more aware of abnormal
 

signs, and are referring more oases for hospital deliveries.
 

Muthale:
 

In June of 1980, eight women were given a three day course
 

on basic health.
 

A simple local-style briok house has been constructed with the 

aid of the local community for accommodating women for training 

courses* 

In July, August tanu September 1980, seven women were given
 

five day sessions with a-one day follow up in November.
 

Kimangan! 

In 1980, twenty women leaders were given four lectures on 

health. In 1981, 8 traditional midwives and 10 women leaders attended 

monthly discussion sessions on -ntenatal care, delivery, and other 

-topics selected by the women. 

Nun: 

At this centre, no training programs have been organized. 

School health 

The Kimangao centre has chosen 10 schools, where simple 

health measures are discussed on a monthly basis. 

In Matomo, the third and fourth form secondary school 

Btuments are given instruction on entenatal care and delivery at 

their request. 
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Family Planning
 

The Catholic Diocese of ritu conducted a workshop for
 

three weekends beginnirg in 1979 and endaing in 1980. Twenty-four
 

women from the team areas 
including teachers, and 3.few chosen by
 

the village leaders partief-sted. However, the training only dealt
 

with the natural method of'-faiily planning.
 

SMTION V 

Program inputs 

Personnel 

Bach team has beet fully staffed with a team leader, two 

earollei midrives, three helpers a driverand since the beginning 

of the project. Since July 1981 an additional helper was added to 

help with records and the i:zle survey. 

At the beginning of the project, there was a supervisor with 

public health training, who also functioned as team leader at Mutomo. 

&e is away for a year, and ci her return will continue with the 

project.
 

There has been considerable turnover of all staff since 

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

to a year and. a half, averaging around 7 months, on the project. 

Team leaders are all foreigners trained as nurse midwives. 

They are all dedicatcd and ccnocicntous workerz, motiveting their 

tetam staff. They have been wcr~ing under great e.-da with very low 

qua.lified local staff, and a.great deal of on-the-job training and 

cupervison for team meb:rs :-z been cccoplirhed. 

In the opinion of the te'3 leaders, the program has d.ce 

the pecple cf the re:rtc c - a- a lot of gocd. Ty aleo feel that 

tho traini-.,j of co-,-ity wcwmen has, bene shcrtchx..-.d %-nd wc'.od like 



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'tziring sad hard work. The 

safaris on bad roads, long hours without breaks, made them feel that 

a year of such service muld be enough. They all wished to enter 

into government service to enjoy better benefits in the form of 

long term security. 

Problems identified with the mobile cli.nic service were 

the lack of opportunity to practice midwifery, and the non-recoGnition 

of their ezperience by government agencies.
 

The Mutomo team in particular found the long hours ve.-ry 

tiring. They did not take any breaks, but worked onuntil the clinics 

closed,. They felt they could not eat while the patients waited, as 

they could not offer the p-aic._s food, nor could they all take time 

off to eat together. 

At Matono, the helpers were studaet nurses, and they joined 

the safaris in rotation. They generally did the health education, 

and helped as required. 

At all the other clnics, helpers are either nurse aides, or 

village girls with education a the primary level completed, or 

secondary school drop outs. These helpers were trained on the job by 

the team leaders. They also s-wed to enjoy the work, and -econvinced 

that they are helping the co-unities. Stability in this category of 

worker seenmto be more aSsraed. 

At Muthale, where the helpers are nurse aides, the difficulty 

of low caa.-ries ad the lack of housing facillties or allow:ancec 

was pointed out in a problez. 

Tasks performed by thc aides varied at each clinic accor-ilng 



to their training za. length of service." Most of them kept the 

paticnt records, wrote down complaints, ordered vaccines, dispensed 

vaccines and gave health talks becides, directing and guiding patients 

to the service. 

D-rivers of all the teams had the longest service. They 

were very content and happywith their jobs, and enjoyed the safari 

work. 2he drivers at all but Rathale, helped with clinic work like 

taY";_m- weights and recording them, as well other clerical duties. 

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

All their vehicles were well maintained, and small maintenance 

jobs were looked after by them. They all wislhed to continue with the 

p.cr--m. T.e dmr-ver at Xthale wishes to lea-rn more skills and 

participate in clinic activities. They were the most satisfied 

=ployees of the proeram. 

Al the local team members were of the opinion thatc safari 

work was a geat need and a successful program. The mo'lled midwives 

would work for a year, bat would encourage their friends to join the 

program. 

The team airit of the staff was particularly strong. All 

the tcam members expressed the; wish to participate in more educational 

vro.r s in order to better their skills. 

E:."i ent 

Necessary e.uipmet in the form of drugs and supplies, and 

c-;ital equipment were all purchased from grant funding sources, and. 

have been adequate for the pr-roam operations. 

Luc.l rezources 

The gover'.ent of K-_ya has prcvided vacciner. for the 

pr -.om with occac.on-l shor.a!;es. Howevsr, no particular problem 

in *...icre.-n! is e:ince. 
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The mission provides housing for team leaders and enrolled
 

midwives and office apace and storage facilities. At Mutomio, the
 

hospital mechanic does repairs on the vehicle.
 

Vehicle oneration and maintenance . 

Vehicle problems have been very I'ew for all the teams, 

and they have been able to get substitute transport in the case of 

the vehicle needing servicing or repairs on clinic days. General 

servicing is done once in three months, and generall on non-clinic 

days. Driving on bad roads is hard on the vehicles. The range of 

mileage is around 1061 km at AMn, 1679 I= at Mtomo, 2249 I= at 

Mathale and 2715 at Kimangao in the period of one month covering 16 

clinics each. 

The Mutomo team :androver, purchased in 1978 i a. the end of its 

nusefulness, and money har . - .idedv by CODEL to purchase a new 

vehicle. The diniitrator is :n the proceso of purchaEing a new 

vehicle. 

Due to rains causint very poor road conditions, clinics in 

the Mutomo, Kimangao, and Nuu areas are cancelled from time to time. 

Travel and Per diem 

Funding is provided to team members for in-service education 

and attending meetings. In June of 1981 all teams held a worknhop at 

Kitui for in service edocation. 

CODEL fundini rupnort 

A break down of cocts for the year 1930 is given in Annex 4 

and the cost of services per recipient for the year was calculated. 

Total reciients for services in 1950 were 84,203, and the cost per 

recipient ;.:as E.Sas.2!.58 of which Z.Sis.9.13 was fro-- the COEL 

grant and . was fr:= non-CCD- sources, the vaccines being 

the most enpensive :--t of the ororam. 

http:Z.Sis.9.13
http:E.Sas.2!.58
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Se.ction VI 

Qidplinag for the final evaluation 

Great difficulties were erperienced with the monitoring and 
evaluation system desirmed at the beginning of the project. .lhile 
the objectives were sound the methodology was inherently weak. 
The assumption that data collection and analysiswould be done by
 
the medical students of the 'iversity of Nairobi was the underlying 

problem. 

Ma the first phase, there was no forla agreement for such a 
procedure with the University of Nairobi. The whole programme 
hinged on the good-will and coordination of the project consultant 
who also u.pervised the medical students. It also asramed thatwas 

the service would be low cost, as it would be. prt of the stu.entls
 
learning experience. Besides being educationally unsou~nd, it was
 
dependent on identifying students willing to undertake such projects. 

Needless to =-y, since the "consultant left the project the whole 
system collnpsed. 

The collection of data by household rnrveys is both time 
c.nm-ing and em u.-e.sive ?and requires a number of personnel. The 
value from mich information is marginal in relation to the personnel 
neaded, time, and xpenses. Nhile base line surveys hnve their placp, 
data collactinn in coordination with the decpnnial census data would 
be most ..nro-riate and useful. S'ach a plan needs to be discussed 

-ith tho appropriate government agnci.s. 

The following modificr+ions are auCgested for the monitoring 
and eveluation system of the 7.tui Primary Beelth Care Pro ramme, 

Disteed of base line surveys, 10 clinics with large clinic 
attendanca rnte- are to be chosen by the tP". leaders of each team, 
totalling 40 clinics for the stud,7, 
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Dm .nnng ne 1981, a rardom selection of 30 children will 

be made from new c=es at each of the forty c:lriics, totalling 

a population of 12O. A dnplicate health record should be kept, 

to monitor childle health, and an additional data sheet attached 

(Annex 5). tin informaticn will ,onitor change in beh,.rionr 

in other's attitudes concerning env -1- ta. health, =ntrition, 

practices and disease prevention. 

An additional helper is proposed for each team to help with 

additional intervim and recording. 

Similarly, a population of 1200 will be chosen at rendom 

from new ante ,talpatients under five months of pregm.ncy at 

each of the clinics. Di;licate antenatal recd.-s with applement.-y 

data sheete (J.t=O 5) are to be maintained. 

the antenatal data sheets will give pttens of infant 

mortality, delivery problems, family planning and portrtal carp. 

Mivron-ctal health and nutrition will be elicited from tha 

sepplementary data sheets. 

Dtailed analysis of data are to be done by the evaluation 

team undertal-ng the final eialuation. 

Clinic refd-ft 

fesveral clinic records are kept, and contain valuable 

inforttlcn for monitoring project iMplementation and imact. 

Anteneval/Post !atal-.,Ifor~tion has been modified (Anusx 5) to 

at down recording, and to maintaln pmtient records, givon out to 

the patients to keep. This practice vwa suZ sted at the Novemter 

ev-.luntion and is empported. Mperienoe in =ny daveloping 

cwntrie has Ehown that the mother will care for rscords, 

once she has loarned of their im'p=taee. A strong polrthene 

em-elope 10 c.m Ic=--r tho the card is a m=zt, to protoct the 

.- ll cha.-o canto for the initial recrird, c.dacoi. The of 50 



the practice of charging Khs. 1.00 for lost records in a good 

practie to cut down losses. %a keeing of the =oddfV.ed 
untenatal records will alleviate keeping other entries in a 
register, as is currently praIticed. data at the end of 
six month periods could be miintaned 'ep-ratel7. Now records 

need only to-be eta-ted every six months. 

Clinic record charts for-child records as proposed in tha 

original evaluation g.ide should be cmtinusd, with the following 

modifications: 

Om the irmization momry sheets delete colum on vacainations, 
and includs a column for booster doses for D.P.T., Polio, and 

Tetanus tozoid. 

Pbrbidity data is kept in a clinic register. A more csrafuzl 

assesnt of each childts condition eho-.ld be mrs and clascification 
entered, w.ith informtion at the end of each cl 4 nic.7u=:ax 


Natrition ascesc nt smry ch?.tB are to be broken dc-. into 
the ago group categories with totals and por-entages for the three 
intcertals on t'L. Zmara.-rd weight scale. 

Carrently, no records are"=intained on health education. A the 

end of each clinic, the topic discused, anber of talls given, an 

nnbor att-ded. meed to be reco.c/d on clini-c smr--, shoots. 

Similarly, a rexister for tre-iJng activitioe should be .intainod at 
each centre, with all activities- recorded, ialuding moetieg- a= 

discmecions held 4ith the oity people. 

Data on inputs as cmintained should be continued, on costs, vehicle 

minttenm.ce, eqT.-nt p'chased etc. 

The si. monthly reports, while containing very ume.l infc.--=t&cn, 
mhould conside the fol1lowng modificnticns. Under cuoative cao, 

,child_",z ra-itc-, xz F= eP-,.ld not bo inc!udad. Ad ,i= of 

a + ble on -y =o:=bi.it7 datta, for nom emses and old caczos in 

reco=c--ndcd. 

http:minttenm.ce
http:oddfV.ed


fttrition is still a big problem, and am expected ,dieUt7 

practices axe slow and diffialt to change. 

yot g' geekdg a'tenatal ,rebve inoTSe4nd, but there is 

care n folnor up of the newborn. no Iroame for postnatal 

yS137 plaming edcation wav carried out only at the 3rtOmo 

ceaitre usling the nat~r1 mesthod. 

ant dwe at each clinic and
lbalth edntion progm=s 


cover ,.sio hygiene, disee causatin and evnTOn.
 

c ±ty p3ople has been on an ad ho basis,Tmrining of 0
 

with little or no follow Up activities.
 

Trnsportation, and vehicle maintennce has ben a st-on-g
 

point in the p -ogz--=*
and higbly smucesselul. 

Clinic cO and tu provision of equL~oint and supplies 

hrva r.1 been = nged Buccessfilly with vmronmnt Providi=G
 

the rapply of vaccines with occa.sional short&mes.
 

Stffing e=?fezod a g'vat dal of taraover. The 	 ;rOGze8s 'a 

and lackparticularly find, the of thelocal staff, 	 deC=nd job, 

of long term b oofito, reason ncugh to change Jobs. There is
 

thq desir'e for mo--e lnze=V-00 Gdacation.
 

in respect to mMtatiOn has roreaeedBriroen=tal bygieo 

attitudesjith &.be±n&tallaotjo of pit latrines and positive 


toward it~j inple~ntatione
 

Water is a big ;roblan. V== v~s.l,- dictanaces rrngLng fro= 

I M to 20 I= to fetch wate.r, which is a tim cons-d.0. activity7. 
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Matistic.l rturns fr- ,e.pulation une- five should 

be calUlated from census data estications for the sublocations 

eered in each team. 

A serieu attempt in to be mde to got data-on deliveries
 

of the Antenatal camoes undoz' pM supervision'.
 

At the rinal evaluation mirveys of randomly chosen project
 

beneficiaries will be conducted 
 c in 


health practices.
 

to assess "angeattitudes and 

The final ovat i.o. ..will require a team of two evalvator.s 

to do field wo1 , conctt.t interiews a=d mae obser7:tiona,,
 

bs.des amal3ying SurVey data and ,rting the rspot.
 

A;p3ro=i=te ti=o required will be a period of 6 weeks to 2 
 months. 

300.ton I 

3=T~ C)ncluzions and Fmoo~endationg 

Te pri=7 p al cf pr-viding servio0a to areas wit 

an meditca oar has boen achieved by the pim. 

%e F tea mambers a o dedicated and con=cc.cnlous workars. 

Thair achieve .-- d p.+e -7 obstacles nsed to be co=wmded. 

Tn'ticn pro rn=a and crativa and trophlactic care 

have redmced morbidity of sapcifio d oeasea rach as manslos, 

whooling oough, tetanus =d- cables. MLinria a=C diar.-bea still
 

Yein =jor- problems, while t _bcr-=loais i2 on tb., in-craese.
 



Ibequitoes axe a w0=09o with no existing plans or pMVUmeg 

for their er.adiction. Te form of miarla attackn. p-articularly 

yoz children in beooing more viralent, ce=Mzg wa deaths. 

Many people of the ocOmity are very apprecative of the 

'Obilo clinic services and are willing to participste and assiat 

im the 1=ogra=e activitios in order to increase and improve 

sesricas to their areas. They eaw of the opinion, that the government 

is not in a poition to take over the prvision of much servioes, 

and wo-uld li.- to see the P services oontinue. 

Rcomnendations 

Its PM services chould oontinue to osrate the cm -- of 

for

16 clinlczeach team. Sorvioes provided at static centres at 

Ibthale and -."mcn= o should be diccontinzod. 

* ie PE p'ogm=o is beedm~mg to oporzte e-t full capacity, 

and as sach funng b7 outside agoncdos sh-id be provided for its 

Continunnoc. 

3bre aapport In the form of technical assistance will enhnnce 

the pro&=n~e, and mako it a model for rftplication. 

Te goverment ag ncies c-arremt y do not seem to be able to 

cope with the iediate ta.k of -=ng each a progamme, and as 

each more ordin~rtion bren rnic 'on and hoepIt.a progr.-­

should be encourged. 

Farther eval~ntion of goormnt~ c=ou nooda to be done, 

to identify st..nths and weakaeraos, and how "oest asrvices could be 

coordinat -d. 
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3h the orozaution of child health clinies, the child 

eza mation should be done b7 the nost ..qtilified staff with 

instzuctions for treatments, medicationt etc.,. deputed to the 

helpers. Tis will facilitate orbidi.t classification, and more 

carful child supervision. 

Care should be taken not to give BO vaccine in combination 

with other live vir s vaccines (Polio and Ybaales). A foaw to 

six week interval ie neceesar7. 

To concentrate on better cars, child health visits need to 

be cut down. Mthers should ba instructed to bring the child-ren 

vhenevor they are sick. After tho iinizations am completed, 

child-em ogessinG se tisfactori27 need to visit once in three 

All ptient records c ld be given to the mothera to keep 

with p*-1ial instructions on thir iportsnce. Strong polythcne 

bag 10 c.m long r than the ca-dc should be supplied to protect 

the records. Dap.lcate reccrds for the curvey cases should be 

mintained at the clinic. 

A special effort sbuld bae ,-de to start a prco for 

pout-tntal care, with dolive-y foliw up, arn the colection of 

birth &-atictics and Infant =::-ality data. 

Is fac.1.y plnaning is an idantifiol mjor need, given the 

coastr.nts of catholic philoeopz7, and .r-ticumar ;-obloms of the 

people, ft.2rr dinc w . =d alternal!vo strateg.c- need to bo fcznd. 
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Teta-- ±m zition for antenatals need not be mpezted 

for every Freg .ncy. After the series in coapleted a boster 

is required oe in ten y3ears. kiteonta nothers should be enoc gsd 

to keep their rcords for urbeqont p .epsee. 

raining prco aes for e ity people require a move 

coherent Plan, cur ic.lum ndfollov up. This programme requires 

better qualified ctaff on the tea=~. Current higba~st lev*l of 

local staff is the enrolled cddw e. A commt health nrr 

on each te is & ai-m roqtromt to ephasize training and 

e.cation prowa s. 

Aoctve partic±.ipc. of the com ity in the povision of 

berlth care needs to be eacomaged by more diecus:i.os with the 

oo~mity membe'rs. 

Staffi.g is a major problem with zssion hos.pitalr. Special 

offo- .t sh.uld. be ade the Catho-ic Secretri.-at to nesiate 

i th the a-ppropriate roveecvnt. agencles to pt recomit'cA for 

ciscion vervrccs, pr vide a s-stem or a ~.d for ong tezm bnefit:; 

ad whever possible send rtaff-to woxk in the mission pro-a~m s. 

te salary scale tor helpers need, to be eznnziled, in light 

of cozorab!e govema=t scales and benefits. 

D- -Tio9 edeation for all tee= msnrbrs, on a teey bases 

at the tem cante-sv needhto be ep--phaclede. Tc leader meetings 

for d±z cz-n3 --f r±zc to be . lcc-stnd hs!"3 t cc 

evary two ~2~Dalcz- vith te a canmata~A and ed±"etz'ator. 

http:diecus:i.os
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lozkshops for all team membezs need to be orz=4 ed once emz7 

6 months. 

%a evaluation inohdolog- baa ben modified while the objectives 

remain the e. Xbt ' the data collecticon will be done by the 
team staff, with a team of evaluntors doing the a=1ss of data, 

limited interviews and observ-tjone for the final evaluation. 

Dtails are dscaisoed under section V! of ihi. naW% 
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Scope of Wort =d I)mtorwivie W~des for
 

evaluation
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Seon of W'o.- or t. ,d-.-m !lnation of the r-t.. 

Primry HI alth Care Pro-e4t 

fts 	evaluation teamis z'report sha.l becontain but not Limited 

to asemmente, analysni , findings and reomendations, as 

appropriate, as follows: 

A* 	 Aseement of the sector pal "s improvement of qimlity 

of life in r areas thr-ough attkinmeot of .opt± level 

of health within the oonutraints of e isting and developing 

eono=y and in line with the National Balth System" in 

terse of the degree of achivement attained W11 be determined 

by the une of the follovinG indicators: 

1. 	 bduction in mortality with emphasis on infant mortality 

2. Reduction in morbidity of commonly preventable diseses 

such as diptheria tetanus, pertuaois, maasles, polio, 

tabergm oods, leprovy, malaria, ,,abies and worc 

infestations.
 

3. 	M:prove=ent in the health practices of the people,. 

4. 	 Grow-th of co=nity prticipation in work on priority 

health needv. 

Ma the event that lata for oaring proeuro .is unavail.ble, 

reco=mendationg and procednres for use of appropriate indicators 

and data collection methods will be designed. 

D. 	 The etent to which the project purpooe "Tis proc.ioz of a 

mobile pri.7r health care servicos to r.ural ar-aa of tLui 

which lack-d g tenand/or =Lieron zedical serices" is 

atined will be detoz=.ned as Eollows: 
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1. 	 Taxrgt pmulation reached by the project. 

2. 	 Sarvioes provided by the mobile teaas in ters of 

adecuacy to met the felt needs of the poptlation served. 

3. 	fhe extent to which joint plnning with other services 

is cezried out. 

.	 tef extent of the z'ecognition of womn leaders in 

co=r±ty health vork. 

ft e- a!tion of project reports, hosital and o14- records 

will be made, =d selected interviews conductod Where necersau to 

elicit ±nformatior., 

C. 	 2he outpts targeted'- the proect are as follous: 

- KMb le health deliver7 system. 

- Bieelino data -voys. 

- 3Mtornal and ohild health prevention. 

-	 Promotive and cu.ative nerrices.
 

-Tra-"' 
4 g and inst-metlon for woiments groupo.
 

-Ca Lflity leaders tra~ined in cimple hwath remdioe 

=nd tecbniques 

f- above will be evar.hed to dete. nme the degree of s'ucoess 

achieved, problcms encounteed =d the olutions used. 1 tkh case 

of unr io C als, s-evaluation of ;-rojoct otpts will be tAd.zl 

pmrticulrly in tba light ofl project experlen-ce gm4zaed, and 

,nin4= aco ntbie ctand=Mds for qua14ty hTa3th care. 

?z~ining ind inutrc*±c for wc~onve graupo and comnity 

groups vi-±l be acoeuced in term- of zrunt~as tz-afrZd, type of 

=-cult= -zc,: and the Idzd of ratn ±r.a by- tzo trai~aee. 
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3. PoJeot inputs will be ewinied to evaluate mdtabilitY 

to project performance and where necesca= additional
 

reecurces or outbacks will be, recoeended in the followine: 

- Pez'uoel" 

- Rruipmnt
 

- Vehcle operation and mintenanoe
 

'ravel and pe diem
 

- local r'esources
 

-COML funding support 

(.idelinas for thv-final evaluation 

22 light of the fact that the original project evaluation 

was based on the prticipation of medical students, which did not 

mterialize, a re.vised evaluation pz'oceftre for the final 

evaluation will be deaed, with tbhe vie to incorporating dnta 

collection techniqueo by each of the mobile tec.s. Methods for
 

implementati= will be explained to the staff czcnerned. 

. Awritten report of the mid-term evaluation will be 

imbited in the required nU.ber of co#es. 
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B. '.xterview P-ide for Prqoi3-t -r-aff 

1. now long have you workud~ fer tbis project? 

Lees tha 6 monthiu 6 month - Iesur
 

1 - 2 years 2 eare and over
 

2. 	 ou like the work? Tee No. 

3. V~at aapecte of the work are good? 

4. 1rt -re the problems? 

5. 3w long would y- consider worLng for the project? 

6. 	 Would you like to work for the govezi=et? 

Yes so 

V? .79 why? 

7. 	 your view, h--. a,- the people benefiti E frcm o le clinict"? 

8. 1tVat are the di 4=v taqc of =bile clinic*? 

9. Iby ocn.d the services be i±proved? 

10. o-ld you like to Ifve ad.it.onal tranin'/olaseeo? 
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As 7nterrev Cmide for P"Ject nrleficiaries 

I. 	 ve you ne to school.? tat level have you completed.
 

None ~cna'
 

2. 	 v marry people do tmu cook for? 

1-5 5-10 10+. 

3. 	 Eow maz debes of water do yo use daily 

1-2 3-5 5+ 

4. How 	far do you walk to collect water 

less than i mile 4 to 2 iles
 

2-5 ciles 5 + miles
 

5. Do 	 amimals drink at the sampplace you take water 

TeoCNO
 

6. D you grow vegetables fr your own use? 

Tea 	 NO 

7. Zmt do you do with you.r garag-? 

Pit Tnb ohnmbaYrow in 

8. hTere 	 do you defecate? 

Pit latrine 	 1Pield 

9. 	 Now often do you'bathe your ±-dldren? 

Iily every 2-3 days Vhenever water is available 

10. Zbw 	 az d saoases c=sed? 

No knoladge 	 Some knowledge good knowledge 

11. raw 	are diceases prevented? 

No knowledge some onwledge good knowlodge 

12. 	 Bvy long do you b'eastfeed you baby? 

4 - 6montho up to lyT up to 2 yrs over 2 yemu 

13. 	 Iften do y= start additUional fooda? 

2-62.o=¢s3 6 to 9months over 9 months 



AJ=ei 2 

Selected Demogaric Mta for the mstrzct 

of c€ . 

Npof Etui District showing medical facilities 

and mobile clinic csn~z'es 
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ph ,-,ata- Lt,,V.'.et 

2.1. 	 Dgmgmp;ic profile of the Mlitriot. 

1969 oenum popalation 3429953
 
1979 oen=. population 464,283
 

2.2. 	 .tisted annual growth iate: 

1969 to 1978 - 2.60% 

1978 to 1983 - 2.93% 

2.3. 	 D-triot population p ojections by age gpouPs 

1978 to 	1983 in thoanda..A 

1978 	 1979 1980 1981 1982 1983A g,oUnp 

All ages: 432 445 459 472 485 A99 

o - 4 90 93 96 99 101 104 

5- 12 85 88 91 93 96 99 

37 38 40 40 41 4313- 16 

15 - 59 195 201 207 213 219 225 

17 	 1I 19 19 20 2060+ 

area2.4. 	 pzojActed poplation by ze4o=1, and d=si .y 1978 

kmsity perDXvision 	 Rti~ted Area in sq.Dv 
popuIstiofl sq. km. 

central 140,934 2640 7 

IDter= 45,437 5736 53 

outhern 70;789 7148 10 

Wingi 101,881 2231 45 

MU-o 69,083 7032 10 

smuce: riniuety of MoonozLc rlarmi±ng and Dvelo.nt. ntui V.wtrict 
. Iveloan=t Plan 1979 -1983. izoabi, A urY 1980. 

http:Dvelo.nt
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2.5. ?p±it~ais in cublocatiOns gernbd by the =obile clinics 

accordidn to tkw 1,69 and 1979 census. 

K= so 1969 1979 

Wse 13,643 13,592 

wgomem± 13,681 16,150 
]1€k 16,013 22,182 

haak 4,537 6,173 

Tsel-mru 7,956 10,616 

Total 55,830 68,713 

Puthale: 
18,333 26,200
 

r" p26,333 35,068 

25,585 35,213 

ImidngJi 22,100 2,026 

9,.51 122,507 

r2Ito=o. 

D=za 19,841 22,991 

m 13,230 19,226 

Dnu ko 8,988 11,472 

s, 19,800 22,765 

5,725 7,127 

Voo 8,358 10,696 

Tatta 12,353 19,395 
Wltt B2 12,134 4,220 

o=a 8,2oc 1c,943 

Total i08,669 128,335 
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]Edau 6,178 8,009 

7.,204 9,539 
Ntito. ,6,408 9,547 
k= 8,072 11,589 
Zombe 8,200 10,943 

Total 36,062 49,627 

2.6. 	 Calculation of child_ en under five in each team area 

baed on national distribution in the 1979 census. 

Total pomlation in Kanym: 15,327,061
 

PonQlation in the 0 - 4 year age
 

groMp: 2,843,406
 

Percentage of total popaltion: 18.6
 

Gmowth rate in t.tui" district between y1978 to 1983 

is ecti-ted at 2.93%. 

Effti ted under five population in 1980 for each team area 
is as follows: 

x.Lnmo :: 13,155 

juthale : 23,454 

)Utomo : 24,569 

: 9,501 

tu± District 96,000 



- 53 ­

2.7. 	 S~Lrths and Deaths Plogstemec in U.tui Mrwtrict 

Eatimated poplation and Crude .rth and Death rates 
1973 -1980 

Tear' Etimted A.rths Crzude Deaths Crude 
poplation .-th Death 

rate rate per 
1000 

1973 380,035 4140 11 253 1 

1974 389,992 4285 11 

1975 400,054 4166 10 565 

1976 410,456 4312 11 

1977 421,12- 6475 13 976 2 

1978 432,000 8035 19 1,083 3 

1979 464,283* 9477 20 876 2 

1980 477,886 7641 16 886 2 

mote: 	 73timted popalation calculated fro=m 1969 cons­

populatian O n tu - 342,953 aud powth rate 2.60% 

*1979 om~s dza - &-mrth rate 2.93% 
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Kitui Primary Health Care Ha.bile Clinics 

as of December 31, 1960 

IMMIGAO: ~ Clinics Lcto 

1. Xusavazii Tzeikum~ 
2.' Nthangni Ibar'Aka 
3. Majyungv, MzK~oni 
4. Tyaa - Nutha~lo Katie 
5. Nguku Katse 
6. Kyuso Nivukoa± 
7. Ulcasi Ngomeni 
o. Kaseki Mivuakoni 
9. Katie Kate 

10. Nduuzni Ngomeni 
11. Kaiwongo Mivukoni 
12. Kandiiia Mivokoni 
13. Irsnguni Katie 
1A4. (Kimangao) static Mivukoni 
15. Syrambyu Katse 
16. Musya Katie 
17. Xitanisyi Ngomi 

XEZ:18. Xathumulana lMitomgun±
19. Xaice~i ibatongni 
20. Kineven±- Mitonguni
21. Kivou Nwi4ngi
22. Nut ongn- Matinyaa± 
23. Kanyaa4 Migwani
24. furalum Rigwan± 
25. Thane, Migwan 
26. Nzava Migwani 
27. Milani Migwani
28. Kakumiti Hatinyani, 
29. Nzeluni Mwingi
30. Kbondcai Mwingi
31. Katutu Mutonguni, 
32. Itumbi Mingi 
33. Mtha1e - static 

3IV:34. Vo&; Voo 
35. Kaziko Kaaziko 
36. ]Kanvongonyc Tatta 
37. Kalivu flkutha 
38. Kinakoni Voo 
39. Chaango Too 
40. Kassala Ikutha 
4.1. Syomonyu Tatta 
42. Xiuasmi Tatta 
43. Nutha Mutha, 
44. Ikcn-Ga Ikanga
45. [least Kina 
46. KaVisui Yatta 
47. Monuni Ikutha 
48. lKyanatu Zomba 
49. Kathythoka Xutha 
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Mlw (au): Clinic Location 

50i. LA-a ad 
51. 
52. 

Mutigome 
i uuni 

Nun 
Xiambani 

53s. 
54. 

abati 
Winemi 

Zombo 
kta 

55. 
56. 

Ka.ltin± 
mwitiika 

ft 
Zomba 

57. Hui. fi 
58. Naanai HM 
59. 
60. 

Twambui 
Toonye 

Ehdwu 
Mutito 

61. Edanu Edau 
62.. xakka Zomba 
63. Kaviudu NM 
64. 
65. 

Kawala 
Lund± -

Mutito 
MNu 
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hnnin 3 

Selected Midicators waaing Ptttern. of 

M~sease, amwth, Smzvou p20v~ded, and 

Attitaides +o bealtb. 



0•ttern of diseases in ohildren below S r mrof camp 1 Clinio Centres: WT 1981 

11 cease fIlMnplo Nthalo Nitoo R iLkCAllnlow 
No of % No of %lo oft Nooft No oftcomplaints complaints complaints Complaint. Complaints 

ipper R spiratory
infections New 73 5.1 34 3.3 52 
 4.0 16 4.2 175
R-peat. 351 24.4 207 235 

4.2 
20.0 18.1 80 21.1 873 21.0
Thr Infoctions N 2 0.1 1 0.1 0 0.0 0 3
0.0 0.07


R 25 1.7 8 o.8 4 0.3 3 0.8 39 0.9
Pertues. 
 1 2 0.1 0 0.0 0 0.0 0 0.0 
 2 0.05

R 3 0.2 0 0.0 0 1
0.0 0.3 4 0.1
!re Infeotions N 15 1.0 
 13 1.3 10 0.8 2 
 0.5 40 1.0
R 112 7.8 1.9
20 72 5.5 9 2.4 213 5.1.
Diarrhoea N 15 1.0 
 8 0.8 19 1.5 13 
 3.4 55 1.3

R 87 6.1 35 3.4 113 8.7 24 
 6.3 259 6.2


viteetinal
 
Prastio worms 
 N "0 0.0 0 0.0 0 0.0 2 0.5 2 0.05
 , R 5 0.3 3 0.3 0 0.0 1 
 0.3 9 0.2
 

o Urinary Infections , I
 
.0.0 


R 0 0.0 0.0 4 0.3 0 0.0 4 

N .0 0 0.0 0 0.0 0 0.0 0 0.0
 

0.1
Dermatitis N 0.4
6 7 0.7 8 6
0.6 1.6 27-- . 0.7R 64 4.5 31 3.0 30 2.3 
 19 5.0 144 - 3.5
Scabies N 0 0.0 0 0.0 8 o.6 0 0.0 8 0.2
R 1 0.06 2 0.2 37 2.8 
.

0- 0.0 40 1.0
Faver/-laria? N 21 1.5 8 0.8 47 3.6 33 8.7 109 2.6R 145 10.1 43 4.2 233 17.9 110 29.0 531 12.7
Dijuriev N 0 0.0 
 0 0.0 1 0.08 
 1 0.3 i 0.05
R 9 0.6 2 0.2 2 0.2 
 1 0.3 04 0.3
SatlnfaotorY N 6.2
89 170 16.4 3.2 0 0.0
 
R 413 28.7 443 42.A 
 34 29.5 58 15.3 1299 3
Total jxtients N 233 15.5 241 23.3 186 14.3 73 
 19.2 723 17.4
R 1215 84.5 76.7
794 1114 85.7 306 3429
80.8 82.6
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Table 8 

Ilmnoso -Crovth Swvoi11uoos Taumr - me 1981o. by clinics in 

p-lreftaf, 

bbile Cl1nic Wz-ad StaM ard 

8($ andi above 60-80 below 60% 

DvMOMa 77.98 21.25 0.77 

Und& 70.18 28.65 1.17 

Woe 70.54 28.74 0.72 

I.mnpo 73.85 24.82 1.33 

MLu:. 62.35 35.15 2.50 

b,, =gwa 68.04 31.24 0.72 

lta de,. 76.18 23.82 -

ALS,'i 58.48 34.48 6.74 

Uo.ye 57.91 37.07 5.02 

Udxui 81.,2 18.68 -

: 60.07 37.48 2.45 

Ng 73.15 26.65 0.2 

N;,anei 67.28 31.24 1.48 

'o3 "43.77 34-05 2.18 

'tsa-Jmitbae 59.75 38.63 1.62 

u,,i 65.98 32.78 1.2;4 

All C liIcs 71.9 26.34 1.76 
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Taible 9 

yatomo amrth awzvsiane, :auuuT - ,?ae 1981: % Cliu.ns in 

Mobile clinics Bmrvard Standard 

W. @ad abo e 6o'9 - 8O 60- and below 

Chaanp 70.65 28.43 0.92 

knga 91.65 8.35 -

D.1Avu 87.17 12.83 -

Dyongao 86.68 12.92 0.4 

ziko 89.92- 9.37 0.71 

rseaag 85.07 14.65 0.28 

Wt~thoka 77.74 21.14 1.12 

Evx=. 80,33 17.48 2.19 

um.ai 80.54 19.31 0.15 

95.06 3.88 1.06 

92.5 7.38 0.12 

raimtm 71,92 26.32 1.76 

),=&=i 85.6 13,56 0.84 

Mutba 87.48 12.07 0.45 

E.omonyu 74.6 25.4 -

Voo 75.48 20.3 4.22 

An. clinic 83.27 16.41 0.32 
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Table 10 

Nnu &amwth ftavsillance %may - 7un 198"] MyCinic. in pereentame. 

Ybbil. Clinic. Bsvad Stand1ard 

89% andabove 6 o3%- 8o% balmw 6o% 

DIfdau 82.25 15.55 2.2 

Daas5o.68 47.22 2.1 

MUbmti 66. 1 33.2 0.7 

MJatini 82.02 15.7 0.28 

Uvia~ -64.08 18.77 17.15 

eaa77.22 25.43 0.35 

Zzmdi 62.12 37.4 0.48 

WJk,.7.5.3 21.64 3.06 

C$Wi .18 42.25 3.57 

artiangoam 67.48 27.77 4.75 

3ritik 68i47 27.13 4.4 

Rui 74.46 21.88 3.66 

Niaani 64.37 34-65 0.98 

Timmui 72.28 2.64 3.28 

A o 53.75 40.9 5.35 

1bet7e,' 81.3 18.6 0.04 

All .inicx 28.368.43 3.27 

http:eaa77.22
http:Daas5o.68
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aim, of Clnic Sazvbars bi uix month E~riode for each teams 1978 - 1980 

rIMAIOAO L1JLJL. A 

July-bao 
1979 

jkn-Jmon 
1980 

JblY-D&o 
1980 

T Jbta1m 
1980 

JuiY-De 
1980 

Total 

C2dit lWbIfare 

New casew 1,171 1,544 929 3,644 49569 1,620 6,189 

1hvisits 2,035 7,175 6,6o6 15,816 4,217 4,339 8,556 

urstive care 1,00 1,041 1,713 3,763 2,828 3,530 6,358 
]m usations 

Ic1,171 ( 1,262 664 3,097 2,32 1,456 4,188 
1W?. 1 1,197 1,477 1,025 3,699 F,704 1,442 4,146 

wPT o 2 400' 1,000 855.. 2,255 2,040 1,244 3,284 

DPT & 3 379" 93S' . 800 2,112 1,491 1,094 2,585 

polio 0 1 901 1,653 1,036 3,590 3,035 1,461 4M496 
Polio # 2 525 1,350 903 2,778 1,998 1,056 3,054 

Polo b 3 not given 1,229 525 2,054 not given not given -

asoles 309 309 598 1,216 1,995 1,056 3,051 

Antenatal care 

N-i caro risk 151 129 236 516 355 264 619 
Non rink 123 100 211 434 656 341 997 
HavLnitesI risk 125 218 378 721 349 524 873 
Non riuk 96 169 294 559 659 630 1,289 

Bwmr iatLon TletsnUe 

istanums 20 166 203 381 750 690 709 19399 
54 98 177 329 200 321 521 

No. of clinics ohld 66 92 92 250 93 92 185 

Notot Woak and non risk caceo for the periods Agust 1978 to Jne 1979 are estimated. 
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7Tble 11 oont. 

&ervices provided 
Ang-Dso 
1978 

M UTOMO 
Jhn-J ne Jue-Do 
1979 1979 

n-Juzne 
1980 

MJy-Deo 
1980 

Total Jan-3me 
198o 

MYf 
July-Doo 

1980 
Total 

Child Wlfa" 

NW oaases 994 1,401 1,(86 1,645 1,641 6,761 1,605 603 2208 

lavisitm 3,279 4,581 4,158 6,64 7,224 26,526 2,b99 2,203 5,102 

Curative Care 4,094 6,166 4,285 6,511 2,400 23,456 1,957 1,947 3,904 

Dm nizationsi 

I)O 869 1,289 1,284 1,506 1,576 6,524 1,284 , 599 1,833 

IPT#01 936 1,281 1,452 1,587 1,640 6,902 1,758 690 2,448 

IWf 2 769 604 1,515 1,364 1,324 5,656 813 514 1,327 

wPr. 3 711 419 807 1,115 1,131 4,183 447 443 890 

Polio I 1 884 771 1,795 1,518 1,568 6,536 1,607 619 2,286 

Polio m 2 799 357 915 • 1j280 1,433 4,784 614 531 1,145 

Polio o 3 notgivV N 186 1,361 1,345 2,892 433 415 846 

pa.le ' 501 961 823 688 959 3,932 603 428 1,034 

kitenatal Care 
New cames risk 200 460 419 749 602 - 2,430 375 187 562 

Non risk 150 400 340 454 339 1,683 210 160 370 

beviits risk 300 621 606 1,112 983 3,622 202 227 429 

lion "dc 263 400 516 661 641 2,481 180 174 354 

Dmmnization Tetanus l, 1 197 458 998 665 817 3,135. 329 .171 500 

Tvtanums 2 99 86 486 317 405 1,393 136 128 264 

No. of olinio. held 76 93 85 91 90 435 88 85 173 
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TABLE 12 

sarvey of ;Beneficiarie. on Selected Health Related Topic. 

1. Educational level: None Primaz Form Adult 

* I-IV
 
N % N N -% . % 

mutomo 20 1CO.O 0 0.0 0 0.0 0 0.0 

Mathale 8 40.0 -- 5 25.0 6 30.0 1 5.0 

Kianga 12 50.0 6 30.0 1 5.0 1 5.0 

Total 40 66.7 11 16.3 7 11.7 2 3.3 

2. Number cooked for: 1-5 5-10 10 + 

N % N % N %
 

Mutomo 5 25.0 13 65.0 2 10.0
 

Muthale 5 25.0 11 55.0 4 20.0
 

rimansao 4 20.0 14 70.0 2 10.0
 

Total 14 23.3 36 63.4 8 13.3
 

3. Debes of water used da.ly: 0-2 -

N % N ~% N % 

Mutomo 10 50.0 8 40.0 2 10.0
 

muthale 13 65.0 3 15.0 4 20.0
 

rimangao 11 55.0 7 35.0 2 10.0 

Total 34 56.7 17 767 13.3-


Dlistance travelled: m t- 2 - m
less than nile - 2 5 5+ 

N %N % I %i 

matomo 5 25.0 4 20.0 6 30.0 5 25.0 

Muthale 6 30.0 10 50.0 3 15.0 1 5.0 

Kimangao 8 40.0 5 25.0 4 20.0 3 15.0 

Total 19 31.6 19 31.5 13 21.7 9 15.0 
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5. An'-ams drink at water source: Ten No 

matomo 

M.thale 

ximangao 

Total 

3 

.17 

7 

27 

N % 
. 5.0 

85.0 

35.0 

45.0 

N 

17 

3 

13 

33' 

% 
85.0 

15.0 

65.0 

55.0 

6. Vegetables grom for own use: Tet No 

mutomo 

Nuthale 

Lim=gao 

Total 

N 

20 

11 

11 

42 

% 

10Q.0 

55.0 

55.0 

70.0 

N 

0 

9 

9 

18 

% 
0.0 

45.0 

45.0 

30.0 

7. DisPosal of 

Nutouo 

jkthale 

Iimang-ao 

Garbage: CoM2ost/Pt 

I % 
9 45.0 

8 40,0 

10 50.0 

Bu-

N % 
4 20.0 

5 25.0 

2 10.0 

Opn Feld 

N % 
7 35.0 

7 35.0 

8 40.0 

Total 117 45.D 1 18.3 22 36.7 

8. Defecation: pit1.atrre Field 

Nutomo 

uthale 

Ximagso 

Total 

N 

6 

11 

8 

25 

% 

30.0 

55.0 

4C.0 

41.7 

N 

14 

9 

12 

35 

% 

70.0 

45.0 

60.0 

58.3 
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9. Bathing practices: D 2-3 dave when water available 

I % N %N % 
Y'Atomo 
 12 60.0 4 ,. 20.0 4 20.0
 

Futbale 19'. 95.0 1 '5. 0 0 0.0 

Zimnngao 14 70.0 .6 30.0 0 0.0 

Total 45 75.0 11 1.3 4 6.7 

10. 	 :'.owledge of disease None Some Good
 
cauxation.:
 

N % N % N%
 
Hutomo 11 9
55.0 45.0 0 0.0
 

:uthale 
 9 45.0 11 55.0 0 0.0
 

Kimanzao 
 9 45.0 11 55.0 0 0.0 

Total 29 48.3 31 51.7 0 O.C 

11. 	 Knowledge of disease 

provention: None Some Good 

7 "35.0 13 65.0 0 0.0
 
M'thale 
 10 50.0 10 50.0 0 0.0
 

Kizang-ao 8 
 40.0 12 60.0 0 0.0
 

Total 
 25 	 41.7 35 58.3
 

12. 2reast feeding practices: -6,months 7 -1 yr Under 2yrs Over 2 

N % N % N % N % 
Jiutomo 
 1 	 5.0 5 25.0 13 65.0 1 5.0 

Muthale 1 5.0 4 20.0 15 75.0 0 0.0 

Zi=G.ago 4 20.0 2 10.0 12 60.0 2 10.0 

Total 6 10.0 11 18.3 40 66.7 3 5.0 
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13. Start of additional 
foods 

)Atomo 

huthale 

Kimagao 

2-6 uthe 

N N 
9 45.0 

14 70.0 

9 45.0 

7-9 mthe 

% 
10 50.0 

6 30.O 

11 55.0 

Over 9 mthe 

N % 
1 5.0 

o 0.0 

0 0.0 

Total 32 53.3 27 45.0 1 1.7 
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amez 4
 

Eftako= of Pgop==9e Costu - 1,080
 



I 
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Cost of Srvioee per rcipient for 1980 

Total number of rer4pients: 

tis figre for hs yer 1980 as derved from number 

of patients gven ser7ioe. / 

Mld welfare
 

Nev caes 14,156
 

bvists 41,347
 

Amtenastl: now 5,348
 

Rvisits 7,401, 

Fbalth trainng
 

recipients
 

Total 84,203 

a) 	 Taportation vehicle depreciation costs for I year 

on 3 :ear uvoability 

ftrehase 1 WJIbnr (1978) MaeU 90,00000 

Price of I W/ver (1978 Kems-46,000.00
 

Landrovera: 2 LIa/mvr (13q9) Dzh.3589000.00
 

S a 594,000.00 

• spreolation for 1980 - 198,000 

http:594,000.00
http:Dzh.3589000.00
http:46,000.00
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b) Clinical equ:pmnt depreciation cocis: 

l1nical equipment purchased in 1979 a 27,000 

minicl equipment ypvwms in 1980 - 16,500 
.AIa133,500 

Depreciation for 1980.- . 133,500 h.s. 44,500
 
3
 

0) 	 b&Cazreft expenditures for salaiies, dzuu, medical
 

girLplje,tr,, xO-'t =Lintenace, ptrol, and licences
 

and incidental expenses
 

J -.Waqhly 1980 a 283,835 

: - DIcember 1980 . 242,428 

Total oosts w M9hu. 198,000 

44,500
 
283,835
 
242,428
 

768,76 

Cost 	 Per reipient from 00= Puont 768,763 
S 	 h. 9.13
 

84,203 
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nL wNon COWL Cotoa 

a) Vaccines for .1980 

P el. for vaccines were obtaid from eh Phawmeuntical 

and Nairobi.gnptal. 

Vaccim used -in -1980 wee an followat 

WC - 11029 donee at Mh. 30.90 per doe = Dhs. 340,796 

IFT - 28,931 dome. at Me. 51.55 for 15 doms 

M eh. 99,426.20 

Polio - 27,328 doses at Miie. 341.40 for 50 doses 

Ia ah. 186,595.60 

bale - 6639 doses at K h. 40.75 per dos = Dh. 270,539.25 

Ttamme tomoid - 5747 doses at MW=. 12.95 per dome 
- Mab. 74,423.65 

Total o M. 971,781.00 

b) u ad ice _Mce 

4 tea. leades + project consultant at moh. 500 per mo.h 

- MW 30,000 

8 enrolled midwives at Dh. 300 per moth u ih. 28,800 
Office spee and ztorp lacilit7 (5 rooma, me in each 
tew hmwdquatere and alc)= . 18,000 
at s h 300 per mnth 

Total 0 Oft- 76,800 

Total Non CO0MM tts a Dho. 78,800 + Eh. 971,781 
.a Dh. 1,048,581.00 

Non COMM cost pew recipient . Man. 12.45 

Cost pew recipint fr 198o w1,817,344 a M 21.58 

84,203 
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Amex 5
 

lbdifled mt. athering - M~'=wt for the Mal Evaluatiou
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