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SUtLARY: Kibwezi Rural Health Scheme (615-0179) 

In accordance with USAID OPG AID/afr-g-1560 to AMREF, a mid-term evaluation
 
4as scheduled for July. 1981, At the request of AlREF, the evaluation was
 
postpone4 until November 1981 in order to allow the participation o"
 
InternaLional/African Medical Research Foundation Director.
 

The evaluation scope of work was submitted to USAID by AMREF on October 26,
 
1981. The actual evaluation took place in early Nuvember 1981. The draft
 
evaluation report was submitted to the Mission on November 19, 1981 and a
 
seminar to discuss the-evaluation-findings took place on -November 20,1981.
 
The final evaluation report was submitted to the Mission on December 21, 1981.
 
On February 16, 1982, the Mission Project Review Committee reviewed the
 
evaluation report. The results uf this meeting were discussed with AMREF
 
staff an February 19, 1982.
 

Findings and Recommendations
 

1. AMREF apparently does not have criteria for evaluating the performance
 
of the community health workers (CHWs). Since part of the duties of the
 
CMi-s is to teach the community to dig pit latrines, make dishracks, and
 
instruct on cleanliness in homes, it was suggested that performance criteria
 
be .veloped for these tasks.
 

2. The Mission noted that if Kibwezi Health Center were to be replicjtod
 
as a Government of Kenya (GOK) functioning facility, the following issues
 
require further investigation; a) the linkages of formal (NO!! Health Center and
 
Staff) and informal (Community and CHWs) systems need to be better defined
 
to ensure effective coordination and relationships between the Health Center
 
and the Comunity; and b) a method to measure health impact.
 

3, USAID raised the issue that there is a need for u budget breakdown which 
would clearly reflect various Jonor inputs, particularly "SAD/KetLya. UA1D 
recommended that ,.!REF begin submitting siuch budget brc.-kdowns in their semi
annual progress reports.
 

4. XMEF's mid-point dvalulatlon provided both USAID/Nenya and AMREF a base 
of information from which to refocus project activities to meet the project'3 
purpose and ;oal. The Mission ironglo? recommended that ANREt re-examine its 
strategy and decide which activities are osaential to vinsure replicabilfty. 

5. A,.TEF experien:ced a high drip-out rate in the first 3 villages where CII s 
were first recruited due to mi4nformation and misunderstanding on remuneration 
Of Q(Ws. ,MItEr is overcomin; this problem 1Y nakin; iure that CIng'x understand 
that there will be no payment from A.E1191 or Covornment. 

Drafts :Rwaniit,(d/af2 
c.~ranciJ!TLf:ren (,dr~t)
 

D/DIsCZCo~tel b: (iraft)
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1, INTRODUCTION
 

1,I Purpose and Terms of Grant
 

The overall purpose of the grant is to strengthen the capability of
 
AMREF to plan, manage and evaluate its rural health care services.
 
and training programmes in Kenya.
 

The grant provides a number of diverse inputs which can be divided
 
into two major categories: those contributing directly to specific
 
AMREF project activities in the area of rural health services, and
 
those indirectly supporting the same activities as well as other
 
AMREF rural health services and training projects through
 
supporting AMREF's efforts to strenthen and systematize project
 
management and evaluation at AMREF headquarters. Table I shows how
 
overall purpose,.primary and secondary-objectives,- and .the -inputs .
 
provided by the grant relate to one another.
 

The budgeted direct inputs to the Kibwezi Rural Hcalth Scheme
 
represent about 18,% uf total funds made available during the first
 
two years of the grant period; direct inputs to Learning Resources
 
are 141; and indirect inputs strengthening AMREF management use
 
the remaining 684 of the'grant. Of the indirect inputs, 25% go to
 
support the operation of AIIREF's New York Office.
 

The detailed terms of the grant are described in various project
 
documents, specifical'iy, tne Grant Proposal and the Grant Document
 
which was signed on 19th July 1981.
 

The generous inclision ofa clause permitting unrestricted adjust
ments between line items (Attachment 1, item E of Grant Dociment)
 
should be noted.
 

1.2 Purpose of the Mid-term Evaluation
 

The terms of the grant call for an evaluation after the second project
 
year. After several disCussions between AIREF and USAID Mission staff
 
inNairobi, a scope of work was drawn up by AMREF (see Annex A and
 
approval granted by USAID (see 3 November 0g81 letter,Annex 3).
 

The purpose of the evalution was to determine to what extent the
 
grant's objective. are being met ardI to identify areas requiring
 
strengthening and support. Specific goals are stated in the scope of
 
work as follows;
 

- Clarify objectives of the grant
 

- Assess planned versus 3ctual activities and accomplishments/results
 
by individual grant c mponent
 

- Assess structures and pr^ceso developed for offective support and
 
evaluation of prnojcts
 

- Rovitw 3ppr!tpritenes5 of objectivqs in lipnt of project exporience
 
so far and docurent wnat mdifiacartons in the grant mignt be
 
included.
 

-
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1.3 MethcdoloUy of Evaluation, 

Itwas agreed that AMREF staff would have responsibility for
 
putting together the final evaluation report. Two consultants were
 
engaged to carry out objectivexternal review of specific grant
 
components and provide major contributions to the evaluation.
 

Consultant Prof. Kagia's report on the Kibwezi Health Scheme is
 
4attached 
 as Annex C and Or Morris' report on all other aspects of
 

the grant as Annex 0.
 

Dr Morris' methodology was to use mainly secondary data sources and
 
documentary analysis, supplemented by interviews and discussions
 
with AMREF staff and MOH officials. Prof. Kagia's report is based
 
on document.ry analysis, interviews with AMREF staff particularly
 
the-Kibwezi project leaderandfield visits hich included .
 
interviews with community health workers, connunity leaders, othier
 
opinion leaders such as teachers and health centre staff.
 

2. BACKGROUND TO AMREF
 

The African Medical and Research Foundation (AMREF) is an independent

non-profit organisation which has been working for more than 20 years
 
to improve the health of people inEastern Africa, mostly Kenya,
 
Tanzania, Southern Sudan and Uganda. AMREF runs a wide variety of
 
innovative projects with emphasis on appropriate low-cost health
 
care for people in rural areas. Project funds come from
 
government and non-government aid agencies inAfrica, Europe and
 
North America at well as from private donors. AtREF is in official
 
relations with the World Health Organisation.
 

AVREF's cutcent programme "includes: 

- Primary health care and'the training of community workers 

. Training of rural health staff through continuing education, 
teacher training and correspondence courses 

- Development, printing and distribution of training manuals, medical 
journals and health education materials 

- Application of behavioural and social sciences to health improvwment 

- Airborne support for remote health facilities including surgical, 
medical and public health services 

- Ground mobile health services for nomadic pastoralists 

- Medical radio communication with more than 100 two-way radios 

* Medical research into the transmission and the control of hydatid
 
diseise 

- Maintenance and repair of medical equipment 

P Health Droject diuvelopment, pianrifns and evaluation 

- Consultancy services 4n projrimu areas mentioned above. 

http:document.ry


T b.e2F;sitioni prior ro the USA!D grant arid A,",REF 

Nio. ar ,.; C~f Pr.J Cts 

22
Rural Health 11 
,ri,1, naeit si. & )(ur ing 

Services 4 4 
Flying noctor Services 7 9 
Trai ri; 4 6 
Printinc 1 
Hea, Le aviour & ction 3 1 
rana;e,-n.nt Services 4 3 

....... .. ........ ............................ ...... . ... ... ...... .. .
 

TOTAL: 35 47
 

No. of Donor Agencies 48 39
 

Financial status:
 
Total project value - KShs. 91,557,475 390,E93,055
 
AM,1urt funded 74,265,325 235,275,045
 
runding prospeCts. favourable 14,613,525 122,71,400
 
Funding prospects uncertain 2,678,625 32,476,610
 

No. of Employees 107 130
 

Expenliture and Sa.ff .7-193
 

0 .* . . . 1171
o4* 

http:rana;e,-n.nt


3.1 

As can he seen, AMREF has expanded dramatically in the last few
 
years with regrd to numLer 6f projects, annual expenditure and
 
number of staff, While this grant has been instrumental in assisting
 
AMREF to strengthen and systematize project management, continuing
 
expansion requires further increases and improved efficiency of
 
management staff to ensure that growing workload and increasing
 
complexity of projects are mat.hed by AMREF's implementation and
 
evluation capability, The accumulated know-how within AMREF is of
 
considerable interest to other organisations and individuls, and
 
additional resources are needed to document findings.
 

3. UTILIZATION OF FUNDS AND IMPLEMENTATION STATUS
 

In this section. rate of.. expenditure and implementation status are-, 
discussed for each grant component, with comments on problems and
 
constraints. Table 3 presents an overview of inputs, expenditure,
 
resulting activities/outputs and expected long-term effects.
 

Direct Inputs Kibwezi Rural Health Scheme
 

Under this component, the. following inputs were provided:
 

- Salaries for Kibwezi Health Centre staff 

- Supplies including drugs for Kibwezi Health Centre 
- Other selected running costs for Kibwezi Health Centre
 

- Transport for mobile clinics 
- Continuing Education training for Kibwezi division health personnel 

Expenditures: Expenditures on this component at end of Project Year 2
 
were as follows:
 

Tota Budget Actual Exp. Cumulative Balance
 
for Project for Project for Project
 
Years I & 2 Years I & 2 Years l & 2
 

Salaries and
 

Allowances S:33,640 12,843.12 20,796.57
 

Refresher Courses 14,200 3,419.54 10,780.46
 
Conmodities 40,500 1,950.25 38,549.75
 

Transport for HC
 
outreach program 7,500 6,335.49 1,114.51
 

Other HC costs 4,875 1,571.17 3,303.83
 

TOTAL: $ 100,715 26,169.57 74,545.43
 

IJnder-expenditur in this component i; due mainly to the delay in
 
construction of ?ibwe:i Healn"th ire, id, to a lesser extent, to 
the requiaion that drugs and meIl.i3 ,upplivs be of US origin. 

.xpe.iditjre inthe last project .'ear isepected to increase drlmitically
 
as the health centr isoW fully oprtirnal And actual records of 
health centre run;g costs snow t t #)rlier eoitimates of eopIndturo
 
were too low.
 

http:74,545.43
http:26,169.57
http:3,303.83
http:1,571.17
http:1,114.51
http:6,335.49
http:38,549.75
http:1,950.25
http:10,780.46
http:3,419.54
http:20,796.57
http:12,843.12
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C Winprulg311W2 1123,00 Hss ia.. 46 .6ev.
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Average monthly health centre expenditure for the period June-

September, 1981 has amounted'to'$,7,000 Q KShs. 10/- to US $1.
 

Implementation Status
 

At present, 19 of 20 Health Centre staff have been deployed at
 

Kibwezi; tho mobile.outreach programme is operational and covers
 

6 widely dispersed service points. The health centre serves over
 

3,000 outpatients per month on average and some 40 inpatients.
 
80 Community Health Workers have been trained.
 

Additional details are available in Project Year 2 Annual Report,
 
Juy1981. 

Other Comments
 

A total of 6 one-day Seminars have been held with rural health staff
 
team also made a one-day
in Kibwezi Division. AMREF's surgical 


visit to Makindu Hospital and gave instruction on simple surgi:al
 

techniques, especially regarding emergency cases. A dental surgeon
 

has made a few visits toiMakindu Hospital for inservice training
 
sessions.
 

Additional information is again available in Project Year 2
 

Annual Report
 

Recommendations for Use of Remaining Funds
 

nother source funding for Kibwezi Health
Assuming that AMREF gets 

Centre running costs by October 1982, there will be a saving of
 

$ 31,000 on this component for.re-allocation. Otherwise, the total
 

balance will have to support the Health Centre as programmed
 

(see page 17). A re-allocation includes an amount for special
 

studies in relation to Kibwezi Rural Hea'th Scheme.
 

Requiring Additional Funds
 

AMREF plans to introduce some new act'vities inKibwezi Division
 
during the remaining part of the pro.ject period:
 

- A pro ramme for preventing malnutrition and reoucing the
 
prevalence of chronic under-nutrition among high-risk groups.
 

- Improving water supply and environmental sanitation at
 
village level.
 

- Training of Traditional Birth Attendants (TBAs) on a pilot basis. 

- Identifying fut diitributing appropriate aterials for continuing 

self-education imong lispen~ary and Health Centre staff in the 

area. 

- Studying self-cwre at village level.
 

I ncrease ,valuatiln ictivitif% inrelation to Kibwei Rural Ralth 
scheme.
 



AMREF expects several of these activities to be funded from other
 
sources but recommends that costs for a more ambitious evaluation
 
programme be finatrced through additional funding from USAID,
 

3.2 	 Direct Inputs Learning Resources " 

Under this component, the following inputs were provided: 

- production and distribution of manuals 

- translation of manuals 

- production and distribution of AFYA 

distribution-o OENDEfl
 

Expenditures
 

Total Budget Actual Exp. Cumulative Balance
 

for Project for Project for Project
 
Years I 	& 2 Years 1 & 2 Years I & 2 

-production-and 


Manuals $ 45,190 49,137.29 (3,947.29) 

Swahili translation 
I per annum 6,030 - 6,030.00 

DEFENLDER 11,970 14,420.1.1 (2,450.11) 

AFYA ,11,500 21,729.30 (10,229.30) 

TOTAL: $ .74,690 85,286.70 (10,596.70) 

Manuals identified for Project Year I were:
 

1, Epidemiology
 

2, Therapeutic Guidelines
 

1. Cormunity Nealth i
 

4. Surgery
 

Identified for Project Year 2 were:
 

1. Gynaecology & obstetrics
 

2. Medicine 'Xnual 

3. Rural Health Prctice Manual - Kerya 

4. Child Health llanual - Swanili version
 

The sudan Primary Health Care Manual Is now replaced by Mdiine Manual. 

To date, the follozing 3nuas ,avo already boen printed and distriblitol: 

2. Theraputic li I 

http:10,596.70
http:85,286.70
http:10,229.30
http:21,729.30
http:2,450.11
http:6,030.00
http:3,947.29
http:49,137.29


Development and Evaluation of Manuals
 

All the remaining manuals are expected to be ready and distributed
 
during 1982.
 
An evaluation of Child Health Monual focusing on readability has
 
already been carried out,
 

Evaluation of manuals was a new field for AMREF and met with some
 
difficulties, However, AMREF has gained more experience being
 
involved in developing other manuals, e.g. a manual for the
 
Ministry of Health on the Expanded Programme of Immunization.
 
AMREF is now ready for a major evaluation of Rural Health Series
 
manuals in 1982.
 

Evaluation findings of the Child Health Manual are presently applied
 
in editing Surgery and Rural Hea1tIh. 

Translation of Manuals
 

MOH selects the manuals to be translated but one problem is the
 
difficulty in identifying a good Swahili translator.
 

"Afya" Health Maazine 

"Afya" is edited by AMREF's Medical Director and is subscribed to
 
mostly by middle-level medical staff, i.e. clinic41 officers, medical
 
assistants, nurses, etc. The circulation is primarily within Kenya,
 
Tanzania, and Uganda, but there are also subscribers from countries
 
outside East Africa. A subs,.ription fee of KShs. 20'/- a year is
 
charged for 4 issues a year,. However, Ugandan subscribers are
 
currently receiving the issues f'ee of cnaic !ino it has been
 
difficult to collect subscriptions in that country.
 

The selection of articles for "Afya" is maittly from articles in 
other health Journals and articles written by APEF staff, the target 
being middle-level rural healti staff. The Editor spends a limited 
amount of tire.oh the maga.,ine as it ismeant to be a lov-cost 
maga: ne.
 

Starting In 1981 the nuzber of issues ias reduced frtm 6 to 4 per year, 
while increasing the site~of ach issue to the Same total number of 
pages per year. 

"Defender" Health Education Mi 3int
 

"Defendero is distributed tottly inKenya, UJganda, ind an:ania. 
Circulation Is currently ).pCO. ircreasing by about 1,X0 copies per 

There isa higher rosoore to the magazine fr!m iganda tnhn inXenya
 
or Tln~wfani rols~n- 'or .t l" turrently mot Q1l known. the
 

if *'Pte. traTgaln nE 
•uc(tan , e +jn ;f t~pis 1lr pl'2on~r43 Y in" 2en., . 

-or !,, 1 

i n PfIry.wl'n t:l Pr 



Other Comments 

M auals: The grant supports'cost'of the manuals incurred by AVREF's 
Pnting Department which means the steps from typesetting to actual 
printing, There are various indirect factors that may cause delays 
in production of the manuals: ". 

1. The editing from final draft to typesetting has proved to be
 
more time consuming than anticipated.
 

2, Printing Department has limited capacity and must cope with
 
other manuals funded separately and also with reprints of manuals
 
developed earlier,
 

The volume of manual reprints is currently 30,000 a year. Next year
 
the-addition-of-another-4 nual-w11-.bring this.numbertO 40,00 .
 
This volume isbeyond the capacity of Printing Department as at
 
present.
 

Recoimendations for Use of Remaining Funds
 

Funds for these components are over expended as end of Project
 
Year 2. The total balance is to be re-allocated to cover the default
 
and to support Afya-Defender. Some of the re-allocated funds will be
 
used to distribute sets of learning materials to a number of Health
 
Centres and dispensaries :urrently not on the mailing list.
 

Requiring Additional Funds
 

Additional funds are needed if a tarlet of 12 manuats is to be met
 
over a three-year period.
 

DANIIDA funding of some manual costs iscoming to an end in 1982.
 
AREF's Triining Department could then be !ob-divided into three
separate activities:
 

1. Continuing Education Ictivities for rural health workers
 

2. developitg learning resources such as manuals, periodicals, etc.
 

3. distributing ippropriate learning resources to target groups

in the field.
 

* 

AMREF iscurrently seeking funds for these activities, and 3. and
 
possibly 2. ,mybe appropriate co,,,,;ocnt: of an extended project.
 

3.3' Indirect !nputs 

3.3.1 Salaries
 

The Irant i; supportin -zalaris of 4 -enior AIREF staff. 2 jtinior 
staff and two j..n wocrotaries.to support salary ofTh, a1.oj 
a Dep,.y diical Jirector. Costa it tne Qnd r I'v2 .re is 
foil,l * 



I 

Total Budget Total Actual Cumulative Balance
 
for.Project for Project for Project

Years l & 2 Years I & 2 Years I & 2
 

Salaries
 

Senior staff (4) $ 103,950; 114,602.90 (10,652.90)
 

Junior staff (5) 48,670 52,912.97 (4,242,97)
 

Allowances
 

Senior staff (4) 1' 595 16,257.54 ( 662.54) 

Junior staff (5) 6,160 6,189.34 ( 29,34) 

Passages 4,500 4,30i.35 194.65 

TOTAL: $ 178,875 194,268.10 (15,393,10)
 

Implementation Status
 

These four senior staff are directly involved in the management and
 
supervisory activities and are actively engaged in committees
 
established for the project (reference isagain made to project year 2
 
Annual Report). 11
 
One of the four senior staff, Medical Director, is also project leader
 
for Kibwezi Rural Health Scheme with full responsibility for project
~implementation, 

Among the junior staff, the Accountant and Projects Officer have
 
proviled support to senior staff on management and supervisory
 
activitios. The projects Officer was away for one year for an iPH
 
and is now back and has started taking more responsibilities for
 
project planning and monitoring..
 

Other C~rments
 

The position of Deputy Medical Director has been vacant and funds for
 
this post were initially used for the position of Administrator and
 
are now partly supportingthe position of Evaluation Officer.
 

Reccr cda ti oil, for Ute of Remaining Funds 

Fun,,s on tnis coiponent wi1l be fully expended as at the end of Project 
Year 3. 

Rqirin-.Ajditlonil Funids 

The Doiltion of Deputy Medical Director snould be filled. Since funds 
for tti- position 3re now used for a Dortion of Evaluation Officer's 
salary, further fund5 wil e requi'ed. 

It , iat ttiu evl .aticn ictivittes be strengthtned. 
~ ~n At~niom of 1,ne -?,in ~n -tu11 cove ulsl n 

%UPl Ir' - tcr tw Eval atic I tne salary of a Zeuty 
~r~~' ~rouhieiir a Dr*. of in extendeti pr ject ine be 

ro ioir p'~ipo. 'Inco, thwre it anm incvreatng I"cu~tof 
4Val,, ;f, alary f -,r i junior evaluation officer Ino::4 

00 L 

http:194,268.10
http:4,30i.35
http:6,189.34
http:16,257.54
http:52,912.97
http:10,652.90
http:114,602.90
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3.3.2 Overseas Training
 

Expenditure
 

Totai Budget Actual Exp. Cumulative Balance
 
for Project for Project for Project
 
Years l& 2 Year l & 2 Years l & 2 

Overseas training $ 24,000 32,052.33 (8,052.33)
 

Over-expenditure on this component is partly due to the fact that one 
of ttie trainees is taking a two-year programme whereas the budget had 
allowance for one-year programme. 

Implementation Status
 

Two AMREF staff have been supported for MPH degrees in the USA. One of
 
them is back after a successful MPH programme while the other is
 
expected to return inmid 1982.
 

Other Comments
 

Training programme for local staff is a valuable contribution to the
 
development of Kenya's health manpower resources. A continuation of
 
this programme is,therefore, recommended.
 

Recommendations for Use of.;emaininq Funds
 

As stated above under expenditure, this grant component is already
 
over-committed. Re-allocation includes some funds to cover this
 
component (see page 17.
 

3.3.3 Office Equioment
 

Expendi ture
 

An IBM Compoedr, typewriters, filing cabinets and a calculator were
 
part of the office equiprment purcnaeed on grant funds as follows:
 

Total Budget Total Actual Cumulative Balance
 
2-year 2-year 2-year
 
Period Period Period
 

IBM Composer $ 12,500 26,153.97 (13,653.97)
 

Typ'pwriters 1,920 3,381.14 (1,461.14)
 

Filing Cabinets 320 612.49 ( 292.49) 

Calculator 625 545.58 79.42
 
TOTAL: S 15,365 30,693.18 (15,328.18)
 

Tho e4' ip nt mentioned above has been put to full use for project 

/d
 

http:15,328.18
http:30,693.18
http:1,461.14
http:3,381.14
http:13,653.97
http:26,153.97
http:8,052.33
http:32,052.33


-13-


Recommendations Requiring Additional Funds
 

As mentioned above under lerning resources, the purchase of a
 
word processor would considerably facilitate the editing of manuals
 
and periodicals. A re-allocation also. includes an amount for some
 
office equipment,
 

3.3.4 Field Studies, Evaluation and Dissemination of Information
 

Expenditure Financial inputs as at the end of PY2:
 

Total Total Actual Cumulative Balance
 
Budgeted 2-year 2-year
 
2-year Period Period
 

............ .............. .. _ _ _ _ _
.......... .... . .....Period _ _ _ _ 

Per diems $ 31,585.00 2,000.00 29,585.00
 

Flying costs 5,250.00 5,883.79 (633.79)
 

Evaluation studies 5,000.00 17,858.39 (12.858.39)
 

TOTAL: S 418.35 25,742.18 16,092.83
 

Implementation Status
 

A complete evaluation of the Medical Radio Communications ?letwork was
 
carried out in 1980 and a conference presenting findings took place
 
in December. A complete report as well as conference proceedings are
 
available on request.
 

Currently, an evaluation Pf the Flying 0octor Services is underway and
 
a conference on Medicine ,yAir Ts planned for mid 1982 to disous: :h
 
findings.
 

A socio-anthropolooical study on health attitudes and beliefs was
 
carried out in the Kibwezi area, focusing on birth 3ttenCants. The
 
findings of this turvey, carrled out by an external consultant are
 
now available in a final teport.
 

Recomendations for Vse of Remaining Funoz
 

It is recommended that t e balance be spent on Ldditional special ttidiis 
in relation to Kibwo.i Rural Health 4cneme md on evaluation actijies 
within AVREF's overall programe (see page7). 

Reouirirn kdditioral Funds
 
iredor and consutant ;taff time and expenditure
 

for %pe,ial *tuciis in relation ti REF ;rojects durint9 tre ni.t yeir.
 
Sndsrereq i 'orEF 


A_' ?t4 

Such s*udlie wi I be a basis for prnj:.t review and refa l~t, n: for 
*he Ielnn of po- The fornd design new t. neoI 
becoes cbvioiJ ,isimplementation ;)f ei ting projects pro~e, ii 

cannot a' bie reicted at t-e stirt of j proje'.t, ,,t- .; #or su :i 

studie; 3t., jC.nin tne'av as )fi~nd~ I~,~~~ 
traditoril ni 3ttrmnants, 5ilf-ie itn 'd,",cjwii I,-

to emrle,
 

I 

http:16,092.83
http:25,742.18
http:12.858.39
http:17,858.39
http:5,000.00
http:5,883.79
http:5,250.00
http:29,585.00
http:2,000.00
http:31,585.00
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3.3,5 Other Support cost for New York Office
 

AMREF USA is the project holder and maintains the master financial
 
accounts for the project and'carries out the following project
 
functions and activities:
 

- liason with AMREF Nairobi regarding project planning and 
evaluation 

liaison with USAID Washington regarding project progress and
 
financial status and reporting
 

staff recruitment as required
 
- organising and co-ordinating the US-based training activities
 

- information services regarding project progress and evaluation
 
findings and results
 

. proiect planning, management and evaluation inputs during regular
 
field visits to Kenya.
 

Support costs for New York is committed and will be expended as
 
programmed.
 

4, SUMMARY OF ISSUES IN FLATNING AND MANAGEMENUT 

Project Management
 

Each of AMREF's prcects isheaded by a project leader in charge o'
 
project implementation. Inaddition, sc e przject, pave a project
 
co-ordinator wno usually works directly at the project site ana is
 
responsible for suoervising day-tc-day operations. The project
 
co-ordlnator reports to the project leader, and his role ana tr e
 
extend of his responsibilities vary greatly with the size and
 
complexity of tne project. Overall project .;.pervislon ard support 
are provided by the project managem-ent liv slon, the financial! 
services division 3rd the office 'of the "e~dical Director. At present, 
senior HQ staff, particularly division direct:rs. are over~oaded 
with direct roject iPple .entation rls;onsioility as project 
leaders. Additional staff at senior and middle levels are needed to
 
serve as project leaodrs and to strentpen pro+"
tct rioniterlng. An 
increase in tiff it thii level would free jp irectoes and 
department nei5s to deal iore ef: -t:vely witn overall priirae 
development, -r n:tion of depart-until in;t; into virlous 
proJects, deelopment of '-proved ar agenrt *na inform'ation systers. 
and for !ore -eptn evaluation nd *:omnt1arcy 

In-depart ntal co.irliation n:eds to te 'trengthenel. At present, 
depa twns tenci to oprate in isol icn iit'wut t.he cfntLrCo 
dialogue cey to i+entify areis f-r ollitoration Ard to per-it 
learnii- ++r~i one irother. 

Retrievi -f fin i i:3... .. +3+h3r+ +plnn r- Aiv il .+. 

11sdiff rct - e ro on j~tr ~~yf r 
t
fr i ~ aI 

not -tr+Ii qve'a;i !0?i ;or +ct:,i +r r +;i'.?c nr'+ 
is #at #i? #W ~ j 

4 ]of ot:n i1,irt ci r t 1i + i I r t~o rafic "o 

a .h4,;. Trvi + + ?O+ l;+ l v t +r ll :1 t 



4.2 Documentation of Findings fro ProjectActivities
 

AMREF has worked extensively inrural health insome of the most
 
difficult and neglected areas in East Africa. However, data have
 
not been systematically collecteq for all projects, and some
 
valuable experiences have not been adequately documented. More
 
analysis of project information and additional data collection are
 
needed, not only to improve planning and to identify areas requiring
 
change, but also to demonstrate to others the lessons learned and
 
the replicability potential of AMREF projects.
 

4.3 Co-ordination with the Ministry of Health
 

InKenya, a number of formal links have been designed to assure that
 
MOM iinot only informed but can actively participate inthe
 
.
dec¢islon-aklng about AMREF's programme. Specifitally, the following

means have been used to co-ordinate with MOM:
 

- MOM isrequested to approve all AIMREF rural health proposals and
 
programmes
 

- MON isrepresented on'the steering and advisory committees of
 
relevant AMREF projects
 

- for those projects without formal steering committees, MOM 
invited to participate inplanning and review meetings C

a there are numerous individual consultations between AMREF and MOM 
staff, constituting an informal network of commbnication 
insome projects, e.g. Kibwe:i Rural Health Scheme, MOH staff \ 
have been seconded to AMREF, working hand inhand with AMREF 
staff 

Although the formal means for coOrdinating and sharing infc-ation
 
exist, they have not been fully utilioed by MCH; participation of
 
ministry officials in steering and advisory committees and response
 
to AMRF project progress reports rave been ;cor. No doubt this is
 
partly due to chronic work overload at MOH. Contacts at the district
 
level will need to ne improved to assure not only that the district
 
medicaT officer isinformed of A-MRF's activities inhis area, tut also
 
to encoirige tre ictivep'articipation of 4istrict health teams.
 
Strong link 31reidy e~ist between tme~e tei sInd the Training 
Department inscme areas, but these will need to te extended to othqr 
AMRCF acivities. 

5. SMIVARY CF RECZVk EINDAO ?J~s 

iroj.:t larler extent 
be doeltatd to o4le staff, vn Pro-ect leaders Should 

5.1 Responsibility for 1mplenentAtion trild to a 

lvel t, 

appointeJd inrg a 0!intly largor jr..up of sentor ttaff.
 

5. Snior tt0aff Incpj'4 Imid l~ 4 'if 2tOay ntrtO of 
roro t ire on proec a evluaion. roviowo 

3nd dtvqlor"ent. 
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5.3 	 Project management section d.Medical1 Director's office should
 
liaise closely with Finance to develop a better system for
 
monitoring project implementation. With the eeturn of Projects
 
Officer from study leave and addition of a Projects Co-ordinator,
 
together with a Project Administrative Officer, project reporting
 
is expected to improve.
 

5.4 	 AMREF should improve its project cost accounting system to link
 
expenditure to project activities. AMREF should consider identifying
 
a full-time project account..,6 for this task.
 

5.5 	 Inter-departmental co-operation and co-ordination should be further
 
developed, particularly inareas where different departments have
 
overlapping iiterests.
 

... 6 . .MOH-headquarter4 staff-are over-burdened and usually-unavailable ... 
for steering committee meeting:;. Their current degree of 
participation inAMREF activities is probably fair considering 
these constraints. However, A1EF should try to develop better 
liaison and co-ordination with the Government at district level. 
This co-ordination would be easier if the DMO were briefed 
accordingly by MOH headquarters on the areas of co-ordination.
 

5.7 	 AMREF project experiences should be mori systematically and fully
 
analysed and documented. Reports should be distributed to
 
government and IGOs who are likely to benefit from the information,
 
and more seminars and workshops to disseminate information should
 
be held.
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7. Extension with additional funds'.
 

AMREF intends to allocate more staff time to evaluation of ongoing projects
 
and programmes, to more extensive project reviews .and reformulations,
 
and to developing new projects and project components on the basis
 
of such evaluations and r: 'Aws. 

A first step will be more systematic and detailed monitoring of
 
existing projects, which will have to be developed by senior staff
 
in cooperati~n with project leaders on different levels. A
 
more extensive programme of evaluations has to be planned
 
and implemented, .and alongside. this.workAfREF will carry out a
 
number of special studies into issues related to but not incorporated
 
in the ongoing Kenya projects. These are natural tasks of
 
an innovative organisation , but more senior staff time and
 
support costs need to be allocated to them if the bu!ilt-in
 
potential of AMREF's increasing number of projects isto be
 
properly utilised for the benefit not only of AMREF itself
 
but also other government and non-government institutions.
 

AX;EF intends to work ou7. a plan for this work and to submit, before
 
the end of this grant, a request to USAID for financing of Kenya
related activities of this kind.
 

. 
4? 



ANNEX A 

SCOPE OF WORK FOR MID-TERM EVALUATION OF USAID 
OPERATIONAL GRANT AID, fr'-G-1560 

Goals 	 Clarify objectives of' the grant 
t 

Assess planned versus actual activities and accomplishmentv
results by Individual grant component 

Assess :tructures 	and processes developed for effective support 
and evaluation of projects 

Review appropriateness of objectives in light of project 
experience so Far and document what modifications in the prant 
might be indicated'-

Participants 	 - Dr Katarina Janovsky, Evaluation Officer, AMREF 
- Mr Victor Masbayi, Projects Officer, AMREF 
- Dr Mike Gerber, IMRF, New York (workshop only) 
- Dr Jack Slattery, Health, Nutrition and Population Office, 

USAID, Nairobi 
Dr James Kagia, Chairman, Department of Community Health, 

University of Nairobi (Consultant) 
Dr Rita Morris, Mazingira Consultants 

Contributions will also be forthcoming from several AMREF senior 
taff, including Mr Douglus Lackey, Projects Director and 

Dr Erik Nordberg, Medical Director. 

Statement of Work 

General - Overall review of present grant objectives to clarify and 
operationalize expected results 

Assess adherence 	to project schedule and provide analysis of 
constraints leading to delays 

- Assess rate of use of financial Inputs (actual and potential 
problem areas with regard to over-and-under- spending) 

- Assess and document how technical and managerial inputs have 
been used 

- Assess present prccedures for cooperatlon/cowrdination between 
AMEF and GOKMCH 

Determine and documqnt speclfic project activities and ensuing 
results,/outputi with toactialmak.4 on K;bwo:; Rural Health 
Scheme (ee below) and learnn materials (assess usefulness and 
whether targqt 1roup ore reachod) 



Propose possible modifications of grant in terms of financial 

Inputs and activities on the basis of evaluation findings 

Develop an improved framework for relating project Inputs to 

activities and actual or expected results which can provide 

the basis for a more extbnsive end-of-project evaluation 

(in accordance with PES) 

Discussion of findings and implications of findings for the last 

project year as well as for future funding of activities at a 

one-day workshop in Nairobi. The workshop can serve as a 

forum for a broad-based technical review of the project activities. 

Overall assessment of lessons learned at Kibwezi
Kibwezi Rural Health Scheme 

so far, particularly aspects pertaining 
to replicability In other marginal areas of 
Kenya, through field visits to KibwezI and 
interviews with key staff In Machakos and 
Nairobi. Specific areas to be explored through 
primary and/or secondary sources, may include: 

community sensitization;
 
community health worker selection;
 
community health worker training;
 
support and supervision of community health
 
workers by project and health centre staff;
 
retraining of existing health staff In the
 
division;
 
remuneration;
 
family planning;
 
TBAs; 
health contra cost and financing; 
reporting and monitoring of community 
health worker activities and performance; 

* ovaluation/informotion system for assessing 
impact. 

I) Submit ico of work and documentation to USAID 15 Oct 
Proposed Time From* 

21 Oct2) Meeting of all participants including consultants 

3) Field Work inclvding Interviews at AMREF HO Week of 
26 Octby AID and external cotisuvtonts 

4) Individual contributions received by AMREF 
1I NovEvaluation Officer 

Final draft reocctt c mpoated and distributed 16 Nov5) 
20 Nov6) Woikshcop to ditcvtt findings 

4 Dec7) Final rtp rt twLmittod 



I 
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LIST OF REFERENCE MATERIALS 

USAID 	Operational Program Grant P'oposal 1 copy per participant 

2. 	 USAID Operational Program Grant Document 1 copy per participant 

3. Project Progress Report No. 1 August 1979 - December 1979 	- 1 copy per participant 

4. 	 Project Year 1 Annual Report August 1979 - 31 July 1980 - copy at AMREF kr 
reference 

1 j 5. Project Year 2 Annual Report August 1980 - July 1981 -,copy at AMREF for reference 

6. 	 Report of on investigation Into the manual "Child Health" with health workers 
In Kenya and Tanzania - copy available at AMREF for reference 

7. 	 Report on a survey conducted in Kibwezl related to nutrition, health care and 
family plnnning - March - April 1981 - copy available at AMREF for reference 

8. 	 Draft model for District Continuing Education Programme - copy available at 
AMREF for reference 

9. 	 Financial Reports
 

- July -September 19779
 

- January - March 1980
 

-	 April- June 1980 ) 
) 1topy per participant

- July - September 1980 

W October- Dec 1980 ) 
- July 79 - June 1982 
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.NOVEMBER 3, 19.1 

Dr. at=z Janovsky

va~uat..rv Qf. cor
 

Africa....odlical Resca-ch Foundation

P.O. '"wx 30125
 

Nairobi,Konya
 

Dear K jat 

This is in responso to your :.-.-o dated Octobtr 15, 1981 to Jack Sc:ttry 
which -i% fr.rdi& the r Sccpc of I~or1 fo~r 0113 Lvalustion and iptueI 
on con;u'.ants for the avau-tion. 

M.ctrous zeotin-i and disc Jsains have since taken pl4ce and resolved 
issues on both the reviaQJ Zccpo of Work and 3ccapted Dr. Jaes Ka;ia and 
Dr. Rita ..orris as the .;crtal conzult4n::. ^'e would like to concur 
inwriting for tht record. t.ho use of the revised fcope of Work we dlscusIld 
at the nmatn; on -n~a' OttAor 296, 1I51 4% the *±nlI fashion of the Scope 
of work. for tho Vi'elu.1in A' U'SAID OPC. and for A!.r to engage Dr. agita 
and Dr. m:o s a4*atho exrdc cons4itants f.r USAID OPt,. 

With best wishes.
 

"Sincero:y your*,
 

Pror; C MAstsant
O~roon 
Italthl':) tr it ~~ L'/on Division 

?ro~czts CU1-4r 

P.O. b 0115
 

IrbUY 
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MID-TERM EVALUATION OF USAID OPERATIONAL GRANT 
(AID/Afr - G - 1560) (AMREF Protfect Ad 1) 

* *, 

1, 	 SCOPE OF WORK .. 

1.1 	 Agreed sc!e of work 

The 	following scope of work we- -!proved by the Foundation: 

a, 	 Evaluation of the overall capability of AMREF to plan, manage and evaluate Its
 

rural health care services and training programs in Kenya.
 

The following tasks were Identified to accomplish the above objective:
 

revlew documents, design evaluation methodology,, select indicators and 
.I) 

prepare evaluation tools; 

II) 	 asess provision of Inputs and production of outputs as sotforth Ir framework 

(to be developed by AMREF staff) and In Implementation schedule and budget 

of grant agreement; 

i11) 	 ecrItne the organ:ational structure and administrative processess adopted 

for project Implementation and evaluation; 

1v) 	 coordinate, with Dr. Kogla (second consultant evaluating Kibwezi Health 

Scheme) review and discuss findings on Klbwe:l Health Scheme for ovofall 

evaluation of the project; 

v) 	 submit written report of finrdngs unai imptlctiotfls of fir4imns for the lost 

project year, as well as for future funding of activitles; 

vi) 	 participate In discussions at the one day workshop in Nairobi. 
Aw 

2. 	 INTROD'CTION 

2. 1 	 The evaluation orocess 

The 	time petriod of eight days consul tancy was a severe corstraint In the petforretnce 

of this evaluation. The tatk was complex as AhMEF ictlvties t a sonsored by many dorors 

ome with oveilaping inputs and to 'gei. 

The evoluc'oli, mehdology was confined to informal !ntr ,ews of headquarters staff, 

on MCH.foctal, ocd onolysis of taccdary sources of data. Pertinont documnati wver 

id ntlrid. vevio.ad and analy:ed. Flnanclul rccsds *ea examined. ow4 discvstlons 

with 	 hv accountanti hnd troject staff co'dvcttd. 

http:vevio.ad
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2,2 Acknowledgement 

This task would have been impossible without the cooperation and help of the 

AMREF staff, I acknowledge this with sincerp gratitude and appreciation, and thank 

everyone who helped to make this task a success. 

3. 	 SUMMARY OF RECOMMENDATIONS 

3.1 	 Production and distribution of manuals 

a. 	 Annual quantitative targets are irrelevant. Attention to quality and thematic 

coverage for the different levels of heal tlworkers should be aimed at. 

b. 	 Translations into Swahili should be given priority, with attempts to speed up 

the process. 

c. 	 Manuals need simplification for readibility, clarity and usability. All future 

publications should be edited with the above factors in mind. An additional full 

time editor with experience inlinguistics and English as a second language, should 

be recruited for the job. 

d. 	 Dispensaries should be Includ,"i in the distribution lists. A system of small 

llbrrles a.cesible to all staff at rural health facilities should be developed in 

coiloboration with MOH. 

3.2 	 Trainmlr . 

a. 	 Ccamunlty/ health workers 

Comparative reiarch testing the variables should be conducted In subsequent 

training sessions. Such research would lead to Identifying an appropriate model or 

0mo9ls for futre training programs. 
The georal lack of leaning rateribls for CWHVs is most urgent. Careful review and 

develoMent of resourcos Isa priority.
 

A scheme for cwmunity staport of CHWs should be developed in collaboration with MCH.
 

b. 	 Raftoshw ccumses 
A systematic proerm"r' for rfrot.hor coures, should be developed Curricula far 

such progr ms need to te de ;trltd after Wd ntifIcation of weak co$as in staff
 

per fortMnc4.
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3.3 Management, 

A field project coordinator with full responsibililty for the Kibwezi Rural Health 

Scheme Is essential, Reorganisation In th'is'area is recommended after careful review of 

the situation, " 

The supervision of existing dispensaries and their use as opera t lanai bases for CHWs 

and mobile programs should be considere:, for the efficient organisation of the scheme. 

The functions of all cadres of health workers should be reviewed in light of current 

experience. Additional resources needed should be identified and changes made where 

necessary. 

............. ..... 
 Systems for cost benefit analysis of the KibwezI project need-to be-designed and 

implemented. 

The system For monitoring and evaluation currently under development should be 

completed in the next six months. -

The position of Deputy Medical Director should be filled, and requests made for 
the creation of a new position of Evaluation Officer to be supported by the Grant. 
Whether this could be undertaken with current funds needs to be reviewed. 

Staff welfare in respect to salaries and benefits should be reviewed and recommendations 

mode to the donor agency. 
The Kibwezi Rural Health Schemi should be extended for a period of one year for 

lffective implementation. 
More efforts should be made for closer collabnvtion and involvement of MOH staff 

in the crucial aspects of policy development for the project. 
The final evaluation should be conducted close to the completion of the Kibwozi 

Health Scheme. The time frame allowed for oui,;u avaiuators should be more realistic. 

4. PROJECT BACKGROUND 

USAID Project No. 615 - 0179 was initiated in August 1979 with the overall purpose 

of strengthening the capability of the international/African Medical and Research 

Foundation (i/AMREF) 13 plan, manage and evaluate its rural health care services and 

training programs in Kenya. 

The project purposes were defined as follows: 



4,1 Assistancc 7o 0overnment of Kenya, MinIstry of Health (GOK/MO1) in the 

development of an integrated and comprehensive rurl health service system for the 

Makindu Division of Kenya, wilth Kibwezi H.ealth Centre (HC) serving as the base of 

operations, utilizing HC staff as well as Comnlunity Health Workers (CHWs) at the village 

level to meet the health care needs of the population In the target areas. 

4.2 	 Assistance to GOK/MOH In th" -xpansion, development and production of teaching 

and in the developmentmaterials and learning resources for all its rural health workers, 


and execution of training and refresher courses for MOH personnel especially those
 

involved with the Kibwezi Project. 

4,3 Determination, through evaluation and cost-benefit studies, of the value of AMREFs 

rural health core services and training programs for replication particularly in arid/semi

arid 	areas. 

a. 	 Project Inputs are summarized as follows: 

Salaries (60 per cent) for four sen or AMREF staff for overseeing the health core 

delivery, health education and training components as well as the total planning, 

progrt..'ming, evaluation and financial management of the project.
 

Salaries (60 per cent) for three host country nationals, plus 2 secretaries, to assist
 

the senior staff and be responsible for tie day to day liaison with the project field
 

staff.
 

Salaries for 17 Kibwze.l Health Centre staff.
 

Supplies and selected running .:-sts for Klbwe:i Health Centre.
 

Office equipment for At/REF ecdqucrters.
 

Training and lecrning resourcs including overseas training of 2 junior headquarters
 

staff, Inservice and rofreher training courses for KIbwozi HC staff; the production
 

and dlitriutlon of trainln3 manuals, health journals and magazines.
 

Miscellaneous clowancue fcr field studios and evaluations.
 

b. 	 Prciect outputs can be Ur.uped intv three major areas: 

1) 	 Kbweo.i Ruril Health Scheme, created as a model for rural health care systems 

with spvcial emphasis on ccmmunity Pcrticloction, training of CHNWs nd 

inaximurm hetth wc vice coverage within the reources available 	for the oreu; 
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1i) 	 production and distribution -of'tralning manuals, AFYA health journal, and 

DEFENDER health education magazine for.rural health workers; 

IIi) 	 managemmt, supervision and evaluation of key AMREF rurql health servicos 

and training preograms for development as replicable rural health de ivery 

systems. 

5. 	 P.1OJECT IMPLEMENTATION 

5.1 The status of Implementation steps as of 31st July 1981 Isreported in detail in 

Annex 2 of the Annual Report Project Year 2, for the Kibwezl Rural Health Scheme and 

other AMREF Training and Rural Health Programmes 1 . Hence, in this report only 

additional comments and observations are made where appropriate. 

In general, the progress on the Implementation schedule has been on target, yielding 

satisfactory results. Weaknesses were identified and steps are being taken to s:,engthen 

these 	areas.
 

5.2 Construction of the Kibwe.I Health Centre was delayed by a period of 8months. 

Many of the staff, felt this delay was good. It gave more time ftr study of the community. 

Many of the findings of baseline surveys were incorporated in the planning for the project. 

Inproject planning, the time factor allowed for s ch exercises need to Le reviewed, 

In light of this experience. The underestimation of time required could lead to serious 

problems, particularly in the areas of corunity accep'ance and involvement In the project. 

5.3 	 Preparation, producticti and distribution of training manuals 

The project targeted four manuals yearly. In the two project years six new manuals 

were published. A list of all mantIals published, with data cn demand for 1980 and 1981 

isgivon inTob 2, Annex 1. 

The maoual on Sudan Primary Health Catrek ready ;r publication. Rural Health 

Practice was completed in draft form with a 1000 copies printed In 1979 However, mote 

copies vere not published cs a decision was made to rewrit it, incorporating some of 

the findings of the Investigation on the Child Health Manual 2 Health Centre Su.gery, 

a manual also comploted Indraft isset aside for r wtWing. 



The Educational Officer/Editor Ispersonally undertaking this Herculean task with 

the following objectives; 

a. Simplifying the language for c€arity~and readability. 

b. Improving the layout and presentation., 

c. Changing the indexing system to facilitate easy referencing. 

The process Involved is very ccmplex and progro:s Is very slow as It conflicts with 

the many other responsibilities of the educational officer. However, this task Is justifiable 

as evident trcm the testing results: simplified and unsimplified versions of the text were 

give n to the same group of student community nurses at a one year Interval. Reading 

. or os n the unsimplifled versions ranged from 33 to 81 per cent, whereas scores on the 

simplified versions ranged between 56 'o92 per cent, significart at the 0.01 level. 

It should be pointed out that the editor made many attempts to teach authors, the 

methods of wilting simple English, but so far his attempts have been futile . In his view, 

the task requires a background In linguistics with specaaization inEngli;h as a second 

language.
 

First drafts of the manuals, Gynaecology and Obstetrics as well as Medicine have 

been completed. In the rural health series, manuals on Skin Disbos0and Practical Radiology 

or, * the beginning stages. 

Besides the rural health series, two very much needed manuals, ne on Continuing 

Education and the second on Manuals are Indraft stages. 

The setting of numreriol targets needs serious review. Both In terms of cost and 

pretpatwy time th r wre vriatlons, The manual Community Health took a period of 

8 yems. Manual si:e, testing esslort required, and reviews and editing needed all vary. 

In 1981, the typesetting, olcte making and printing costs for the manual Communit/ 

Health (1CC0 colo) totallvd Y.Shs. 78,700. In 1979 similar cots for the Epidemiology 

!"s*nuol tWtalled K hs. 65,C95. Proaticn costs 1pre- 1978) fer the Epidemiology manual 

including author's feet, rintIng of draft cvpies and tuwort fa creparation tctalled 

KShs. 106,590. dt00ial 0nd Vecret rlal costs tatalled K~hs. 75,551. The total cost far 
proda~cng the Epdc oioiay -aa, i *rn pK5h. 246,236. 

Manvu! pfIdwtion c:zv wo ;.hned by 2 DAN VOA Grant, wh'ch runs tlvctugh 1983. 

ThIsal eA*JIlth kerf j'nJ t rangft f'4f In fV*ro health ff iin ftsrs 

clinical1 Of~o IOrd cvoriwniry t4'qlth rvm 44uiy codi es alto vse thoi mani.al% 

fe sOckil %fw~l"IQ NaWl.H*q*W', o Jitatlo foersrnit re4-.0ucat ) jvq Low% 
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Translations Into Swahili would ass.st auxillmry health workers. The Swahili 

translation of 'Where There IsNo Coctor' is widely used and in great demand. AAREF's 

public health tutor is of the opinion that the Rural Health Series, is considered a 
valuable resource despite Its reading difficulty level, and would serve the auxiliary 

cadre If translated. 

Swahili translations have not met the targeted one a year, due to several problems. 

MOH was requested to select thi manual, has chosen the manual Sudan Primary Health 

Care, which Iscurrently in production. Skilled translators are a scarce resource, 

Currently, the manual Child Health is being translated, A Tanzanian author decided to 

. .	 translate this manual and got the permission to do o AREF decided to hire him, and 

the first part of Child Health has been completed and will soon be In production as 

Volume 1. 

There Isa great lack of learning resources for the Community Health Worker. This 

whole field Isstill in the experimental stages, and as such there are no tested curricula 

or recommended learning materials. As this cadre of worker will be a great resource in 

the provision of rural primary health care, the whole question of developing learning 

materials, curricula, and training pr.grc..s need considerable reaearch and development. 

This task It currently handled by several of AtMREF's departments. Polarized views and 

unresolved issues need to be ironed out. 

The development of learning resources cannot be cbne in Isolation. Careful 

research and resolution as to what should be the functions and role of CHW; Is the first 

step in the proanss. Curricula would then be based and devolcped on the levels of 

expected performance, following which materials would be identified or produced. 

T.4 	 copincf!Pimn 

The In-house Frint'ng .. acity to cover all poblcations Is very limited,,AMREF'% 

Assotlimant of the cst effectiveneis zf commwciol pririting .cciiNtes was carried out. 

The costs *ere fcund to be ce,,arolio. The use of ut d@ focil;t;0 currently covers 

tle printing nods. Crdrsfacl c.lod *qll in advance and hre ate no delays, 

5.5 Dlstribytfrn 

dth With +he lncrpsq 

in demnand Ivr both btvits anvj 49q ovnot *AYAaii 0 '_nln OCENDER. A soc~aat 

,iamnloent unt, 04, a IuU1 1s 1114th cnfh. 

AMREF fre:*7m4d ;4 cvwn 1A +441 ~lttburcn vtmer 

fnmo mvqqf~c 	 ~f 

I 



The printing and demand figures forthe manuals are given In Table 1, Annex 1. 

The demand for the manuals has more'than'doubled Ina year for five publications, 

The distribution of manuals does not cover dispensaries. This Is an area where the 

need Ismost urgent, particularly in remote areas, 

The health centres are on tho distribution lists. However, discussion with Dr. Maneno 

of MOH who is in charge of rural health services, revealed that in many of the health 

centres these manuals are not available. Distribution alone will not help. Manuals 

should be physically located in the health centre, as well as readily accessible to all 

staff members. As this isan identified problem area of much concern to MOH, AMREF 

and MOH need to work out a suitablo system of mall lbrarieS, both occessible and 

available to all staff members. Measures to provide publications for dispensaries also 

need to be considered. 

The observations of AMREF's public health tutor Involved in continuing education 

courses, also confirm the great need for books. All levels of health workers working at 

rural health centres and dispensaries have no access to books. 

It should also be pointed o.0 that even If Individuals wish to purchase books, 

distribution points do not exist in the rural areas. The purchase of the manuals, even at 

cost isunaffordoblo by the majority of health workers. 

The MOH, so for have not adopted any of the manuals to cover the curricula for 

the training prograns of health workers. Students can only afford to buy officially 

recogni:ed textbooks. In this context, ihe MOH staff rcsponsible for curriculum 

development and revision should be kept up-to-date on the AMREF publications. 

5.6 AFYA 

The circulation of AFYA has icoaosed by a third to 6CC0 per issue, The journal 

has Improved in quality with the cur down of issues from 6 to 4 issues in 1981, and Wo 

incroose In paoga fvmn 32 to 44. Advirtisements have been cancelled, and the increase 

in the subscription rate ft un KMhi. '0to 20 covers the Ios of income from advertisements. 

5.7 DEFENDtR 

Tho ,roa p PvawsJ ;th current distribution totalling 10,CCO. Now readership 

;rn 11 ovqragCa1 2-0 pvr mcnth. Tho format of ire mogvino OaS clhangod, to iaip(,nwsv 

to iQl#fof. Most pr'vaoint oprdblms *Ore chosen as tho #CPICs. 

.. P
 

..0i,
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A roadibility test on the DEFENDER, showed similar difficulty In reading levels 

as the manuals. Despite this fact, fiaderihip isenthusiastic and very supportive. While 

the DEFENDER serves to bridge the gap In the vast area of ignorance in rural areas, the 

following comment is In order: 

Greater caution should be exercised in responses to medical problems. The danger 

of using this forum as a substitute for medical care should be discouraged. 

5.8 	 Klbwe-l Rural Health Scheme 

Detailed evaluation of this project was conducted by Professor Kogla. This report 

-will be confined to overall. Issues., -

Full operations at the Kibwezl Health Centre started only since May 1981 due to the 

delay in construction. All staff are seconded by GOK except for the two key positions 

of Project Coordinator and Clinical Officer. The following observations are made on the 

overall organization management and the Implications for future projects. 

a. 	 The project was designed with split responsiblitles for the Project Coordinator
 

and Clinical Officer, WA
th overall project responsibility vested in the project 

officer at headquarters. In practice project operations cre'weakened by this system. 

The project officer with overall responsibility needs to be in the field for closer 

supovision, coerdination and monitoring of activities. 

b. 	 Whether the project should cperate with a clinical officcr, as wall as project 

coordinator needs to be reviewed. The I30K system of rural health contras only 

allow for one clinical officer. As suchtho question nods to be raised as to 

whether OOK*s plan Is feailbli or not. 

C. 	 The hiring of AhMREF amployeas instead of G0K emplyei Inthe two key positions 

at Klbwa:z isa missed opp rtunity. The trai.il and ;rerotralcn of 0OK clinical 

officers in those positions will enhance the ;mtooth trnliitlon of the project from 

AJAREF management to GOCK. 

T1 9 Rval Health Centra :-elrticns does not Include ivib centres nor dispensaries.d. 

Functicnally, the use of Kfb.oel RHC as the only atorational bate calss 

logistical prlblm"si. The Ilttancei fcr mablih cOlnlc;, CKV/s and the people to 

roach stavice polints land to prtciom h4wffPcinc/. 
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e. Currently, the CHW program Isthe sole responsiblity of the Project Coordinator. 

CHWs also assist in the mobile clinics operatod'by the Hoalth Centre staff, 

However, the mobile clinic staff do notassume any teaching or supervisory 

responsibility for the CHWs. The delivery of services will be strengthened with 

reorganization. CHWs will be accountable to mobile team staff, and they In 

turn will be responsible for the supervision and continuing education of CHWs. 

Functions of CHWs are now vague. These need to be clearly defined. 

f. The attandotices at both static and mobtle clinics are very heavy. Whether this 

would be a temporary feature due t9 the novelty of services need to be determined. 

CHWs could be of particular help In organizing who should atterd clinics and when 

Guidelines need to be drawn up ard CHWs trained in such assessments. 

g. The supply of drugs at the centre is based on the same pattern as GOK operated 

contres. This whole system needs c€refui analysis In light of population needs, If 

this centre Is to serve as a model. 

h. Cost accounting systems, and preliminary monthly budgets for the Centre have been 

established. However, an annual review is needed of cost effectiveness, and of 

actual expenditures to run a rural health sChem0. A-ccounts are currently 

maintained on a coth-accounting basis. 

i. The stoering committee moetings chosen as the vehicle for close corrmunication 

with MOH, have not been succeosful, for a iarlet'/ of reasons. MOH staff have 

been receiving documents, end following the progress of the project from a 

distance. However, as chan,.as are Inevitable and necoswary, In such a project, 

closer working relations aor vital for the achievement cf a viable and replicable 

Wstem of health core. 



a, Refresher Courses 

A total of six one day sessions, instead of the eight originally planned 

four day sesslonswer6 held In,the first two years of the project, They were 

aimed at health nd development staff and local officials. 

The need of in-service and c,ntlnulng education cannot be aver 

emphasized. The curr- - training programs for clinical officors, community 

nurses nnd auxiliary staff do not full), orepare them to perform in a different 

and rapidly evolving field. Weaknesse need to be Identified and appropriate 

.courses planned for all levels of-Itff to meet-thoprogram needs,...,,,,,,,, 

AMREF's experience In training would be of particular value to GOK 

in redesigning curricula for the different cadres of health workers. 

A systematic evaluation of health workers knowledge, skills and performance 

In the field need to be "documented, along with the types of knowledge and 

skills required for their health centre role. 

b. TronIof s 

A total of 80 CHWs were trainee from four different sublocations. 

There are several observations to b-0 mogoe In this aspect of the prolect. 

i) Earlier In the report the lock of learning resources for CHWs was 

pointed out. The lublication - Community Health Workers Manual 

for Kenya Is still only a oosibility. 

II) Within AMREF there are different schools of thought as to the length 

of training, the role and functions of a Cl-N/, the crucial question of 

renumeration and who should pay and acove all whether CHWs should 

be given drugs to dispense. 

c. The A.NREF CHWs Support Unit has the most experience In this field, 

operating as facilitator between NOCs and governnwonts In four East 

African countries. The staff of this unit have developed a %oset of 

what mrods of teaching sem most sultable fcr CHWs. 

The Croat diversity that owots In aclrost ev r aspect of C4WV/ 

prc rmesmo fs general Izo ties difficult. Whether CHV strongthem 

cwmiriMlty health ,Qrvlces ari 1re off.;t%1.* still re, oins to be ptoven. 

Ah-PF's Hoaitt voovlo od ,n r',ment has wr lto a 

petitioni pat-e, n ii4mnity Hooith rar , yet their views of tho 
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training and functions of CHWs are not reflected In the 

Klbwezi experiments., 

The Kbwezl CHWtrai'ing was heok for a total period of 17 days 

Instead of the proposed sixweeks. A 3 day orientation at the Klbweoi 

Health Centre was followed by weekly one day sessions. 

The selection of candidates by village leaders for the first two groups 

did not work out as expected. The CHW role was misconceived and 

candidates chosen expected a paid job at the end of their training. 

'This led to a high drop out rate, The subsequent groups selected were 

.. gIvan better explanatom -of-their-rol and -they are actively WorkIng- In 

their communities. 

Current experience that exists in training programs vary a great extent 

particularly in the following areas; 

1) duration of training 

ii) type of curriculum 

ii) educational level of trainees 

iv) relative emphasis on cure versus prevention 

v) balance of renumeration and time commitmant 

vi) supervision and continuing education 

Comparative research on subsequent groups of CHY/,testing theabove 

variables would be of particular value In4ecIding on the appropriate 

model for training. Additional resourcas will be roqulred for this type 

of research, ond led to be Identified. 

Two evaluoticns f the CHIW program were carried out, dunIng the first 

two years *f the project period. The first one in 1980, was conducted 

by the Health Sehavlour and Education Department. 

The evtaluatlon report summari:ed all rmpcns In marratlve form. 

Attempts at q,.antitotove arnlysis wore not mod,. Coclusiors dawn were 

that renumcration aend vncertlnty ab=ut the futira iver the most preslng 

proble."s. The meed for more .oetilswith the onftra community to 

dic' .s hlalth prel~m, plpaint ust':ieWs and f(vt favourolab to the 
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AMREF's evaluation officer has completed the second evaluation
 

of the CHW programme but the report Isnot yet re . Preliminary
 

findings show that CHWs ore 'effective in some aspects of environmental
 

sanitation. Behaviour change inhabits concerning water use Iso problem,
 

The work load (200 homes por worker) was considered very heavy.
 
Lack of drugs to dispense particularly, In remote areas,where no shopping
 

facilities exist was another problem.
 

The community Ingeneral were receptive to the ChWs activities 'txcept
 

for the school teachers who perceived thorn as a threat.
 

Theeommunity wanted-.the-service of-m.e mobile, clinics..
 

CHWs wanted IDbadges and AMREF has already designed, ordered and
 

distributed badges with title InKkamba I Promoter of Community Health'.
 

This Identification has greatly enhanced the CHWs self concept and
 

status In the community.
 
Discussions with the MOH official about CHW training confirmed that
 

MOH considers this aspect a very big port of future rural health
 

services. On the question of drugs, MOH feels. that the policy should
 

be flexible, reflecting the Individual communitiesneeds.
 
Renuineration, In the experience of MOH will be necessary in the
 

long run. Volunteer efforts can be depended upon only on a short
 

term basis. Community support of such schemes need to be worked out.
 

Some experience exists, but this isan area for further research.
 

I 
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6. 	 AMREF's CAPABILITY TO PLAN, MANAGi t EVALVATE 

6.1 	 The growth of the Foundation has been dramatic between the years 1977 - 1980, 
with on average annual growth in expenditure of 43 percent. Primary health 

care projects were a new feature in the Foundation'%activities and accounted 

for 32 percent of expenditures. 

The sudden growth of activities, no doubt, caused some problems. Full credit 

should be given to the mowr .,ent for recognizing that all was not well 
within 	the Foundation. An objective third party was called In to study the 

management problems In 1980, and several recommendations were mode. 

The weaknesses pointed out in the report that are relevant to the Klbwozi 

project are as follows: 

a. 	 Protct Management; This Isone of the graves weaknesses. Inspite of good 

planning and strong liaison with donor agencies, the implementation and 

control of projects In the field is poor. Time tables are not met and 

necessary buildings are not built to schedule. "Start-up" responsibilities 

are given to those who ore medically orientated. They are not qualified to 

do this work.., the welfare of the staff Involved seems always to be a low 

priority. 	 This is especially so In the areas of salaries, allowances, housing 
.4and employment contracts"4 . -

The Kibwezi project reflects the abipv stated weaknesse.
 

As discussed earlier in the 	report, several weaknesses were observed In the
 

Kibwei Project. A full time field project cordinator responsible for all
 

aspects of the project management is required. Given the constraint that
 

GOK rural health centres expect the clinic officer to manage such projects,
 
the AWREF model sh-uld train the clinic officer to asume stich a role.
 

During the remalinig term of the project, the project coorcilnotor should assume
 

full responsibility for all aspucts of the project. Whether t e current
 

coordinator has the experione and background to assue such reoosibility
 

needs further review. The complexities of the project require a person
 
with the education and expoiorce in ptblic health, lInIcai field waok,
 

teaching, supervision and pilot project i.ploiontation. The pro(ars f(r the
 

trainirfg of clinical -ffcerts inKenya do not pmoufe th" for such veiponslbilIt.
 

At.;ff Fs c In~r .d~,catv pro;ras ih~ua deslpi cr~r~eso att es,*cerlcos to 



Bcomplement existing programs. These courses In turn could be used by 

GOK for redesigning their training programs. 

In the event the cvrrent ori.dinator Is unable to assume full responsibility 

* 

for the project an adviser should be recruited, with the clinical officer 

acting as counterpart. He should.be trained to assume full responsibility 

by the end of the project. 

Senior officials swpporte ' "* this grant have done much to strengthen the 

planning, management and evaluation capacity of AMREF's overall rural 

health services. They are all dedicated skilled and professional workers, 

but they have been working under ever-increasing pressures, with AMREF's 

growth in activities. It should be noted, that this growth Is positive as it 

gives the organization -more depth and breadth and capability to cope with 

Innovation. 

Senior staff were particularly overworked, due to the unavailability of 

2 junior staff. The Deputy Medical Director post is vacant. The candidate 

recruited did net work out. The Program/Planning Trainee position was 

filled successfully but the trainee was sent abroad to.complete the Master's 

degree In Public Health.' 

The post of Evaluation Officer was created a year ago, and the salary is in 

part covered from the post of Deputy Medical Director. The use of funds for 

this partlcular post has griatly enhanced the program. 

r The capability of AMREF to evaluate Its own work is a major strength. 

Many evaluation studies fave been completed, but it is too early to assess 

whether recommendatlns of studies have cen Incorporated. The development 

of a monitoring and evaluation system is in progress, 

to be completed. 

but the task remains 

The planning of activities for AMREF's programs is a major strength. For 

each project the goals and cl!ectlves are identified, with specific activities 

and output targets outlined. Additional resource requirements are also 

Identified. 

Now projects prcposals ore formulated Annual in-depth reviews of all 

on-r-gong projects ore ,,ode and prorets rcorts written and r-.ol1shcd. 



ANNEX E
 

EVALUATION REPORT 

Sum ,aEy . 
•. ., 

•. 

A trip was taken to Kibwazi to intorvlev the Community Health Workers (CHWs), 
The purpose of theseCommunlty Loaders (CLs) and KlbwozI Health Cebtre Staff. 

Interviews was to gather information in order to determine whether the 
objective: of the Operational Grant (OPG) to AMREF are being met In 
accordance with the Grant Agret,. it. 

These objectives for AMREF were to assist GOK/MOH to assist in the development 
of an Integrated ond comprehensive rural health service system for Makindu 
Division of Kenya at Klbwezi. 

.Resultsof Interviews and Dscussions'with theCHW, 
Community Leaders and Kibwezi Health Centre Staff 

First Group interview of Kai CHWs: 

The Group know that they were selected by (Mwethya groups) or the self-help 
groups and since that mode of selection was suggested to them they now think It Is
 
the best way of selecting Community Health Workois (CHWs). This group felt
 

that the period between the time they were selected and sent for training was
 
It was one month waiting after they wore selected to start training.sufficient. 

Most of the CHWs felt this time was necessary to make arrangements at their homes, 
i.e. who was going to take core of the children and home when they are gone fcr 
I week. The majority of the CHWs have grasped their role of what they aro supposed 

to be doing with 'Seir Community. They also demonstrated that they have retained 

a lot of Information from their training. Their training covered areas such as: 

(a) Preventive disease information; 

(b) methods of digging Fit latrine; 

(c) simple diagnosis and curative measures; and 

(d) record keeping. 

The CHWs from Kai cormplainod that they love not been supplied with drugs and the 
communities they serve expect them to have at lest malariauln or asprins. 

Issues of Remuntratif'ns 

from Kai wanted, it known, that they ore very unhappy and disappointedThe CHWI 
that they are not camponioted for whon they travel long distancet using their own 
moons, e.g. bicycles or bus fares. It appears the Koi C-Ws wore promised some 
reward of either cash or kind ar that employment will result from their involivrmnt 

It is ropgrt d that 8O.wi have alreadyas CHMs. That Is why they !eel let down. 

dropped cut. The question then comes, how Is the progrmme going to survivo In
 
this aria with a high drtp rate as 1hat? The other gUt,;p of CHV1% Interviewed wore 
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from Muthingini sublocatlon. They,' like the Kal Group knew their role and have
 
retained a lot of material from theh training, Although the Muthingini CHW
 
group discutsed the problem of long distances and the time they spend away from
 
their work to help the Community, the Interestingly did not complain about
 
compensation or payment of any kind. We understand from AMREF the difference
 
between this group and Kal CHWs can be explained by the way the Initial
 
introduction and sensitization was done. When the issue of payment arose with
 
the Kai group, It was dodged or implied that some token or payment will be
 
forthcoming while as when Introduction and community sensitization was done with
 
the Muthingini group, the AMREF staff involved was straightforward and left no
 
doubt In their minds about payment. Therefore the Muthingini group Is more
 
enthusiastic and very committed with their work; while the Kai group is declining.
 

.Impressions of the-ConrnunityBelng ServIced. 

They (the Community served) know who ihe Community Health Workers are. They
 
also know what they do. They appreciate the services given by the CHWs and
 
they seem to connect the lessened ;rips to the hospital and Health Centres as a
 
result of the teachings of the CHWs.
 

Some of tho community explained the reason they have not been visited often 
by CHWs Is becoust of the distance. Households are scattered and CHWs find It
 
difficult to walk long distances. Although the community did not come out and
 
say It, but they were Implying that the CHWs shculd have some means of
 
transportation - i.e. bicycle so they can get around better.
 

Other members of the community were happy with the disease preventive lessons
 
they got rom CHWs but they wished the CHWs could dispense some dowa and first
 
old medicine, I.e. bandages, band aids, antibiotic crems, etc.
 

Some mebers of the community wondered what was going to happen to the selected
 
TSAs. They had not been called for training and they do not know why they v ero
 
selected and then to be Ignored.
 

Conclusions:
 

The community being served Isappreciably aware of the good work that the CHWs do.
 
Some members of the community feel helpless In that their fellow people - the
 
CHWs walk fer miles to holp them without pay and because of poverty, although
 
they recognize CHWs wcrk and they know (they the CHWs) deserve some cmpenatlcn,
 
they are unable to pay them.
 

There Isanother set of members of the community who ridicule these CH workers.
 
They tell them If they wore .,uali'denough or trusted by AMEF, first because
 
of qualifications they would be paid and if trsted they will be given drugs to
 
dispense. So they ar not worth Payment at'd not trustwo~thy. This has created bad
 
feelings omonrst some 0I the CHWs especially from Kal ublocotion.
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Looking at 	the objectives of the OPG to AMREF we can say the following: 

(a) 	 AMREF HQs staff Project Coordinator and'the Clinical Officer at KIbwozI 
Health Centre have managed welt to sensitize the communities at Kal,
Mangelete 	and Muthingini on preventive and bcsic curative medlcine. 

(b) 	 The KIbwezI Health Centre staff is overworked and given the number of 
hours each staff has to put In each day, It is unpredictable as to how 
long they will last; 

(c) 	 Although the idea of the CHWs working without pay has cauight up and even 
Is being accepted by CHWs and the communiti, It Ishard to say with 
certainty how long they will go on and what will motivate them to continue 
without reward; and 

(d) 	 The Integration of the activities of the Klbwezi Health Centre to the GOK 
Rural Health Scheme Is not clearly visible at the moment. 

USAID/HNP: Nellie Mwanzic:
 
November 10, 1981
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Lialsing with donor agencies and GOK officials as and when necessary 
is successful . 

The coordination of activities and exchange of expertise between AMREF's 

departments seem to be a weak-point. This mainly could be attributed to 

the very busy schedules of the staff and the Individualism of some of the 

staff. As the organlatlon grows bigger, the tendency to separatism 

among departments should bu carefully avoided. 

b. Financial Su!part 

In the two years of the proj ec?:' operations the budget has been underspent. 

This In part could be attributed to the late start of the KIbwezl Health 

Centre. Items such as drugs for the Centre were not purchased from project 

funds, due otthe stipulation that pharmaceuticals purchased should be of U.S. 

source. Time delays, and procedural complications in the purchase of 

drugs from the U.S.$ were the main reasons for not using the budgeted funds. 

Table I displays the expenditures and balance of funds in the project. 

* 

4. 
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I, 

9 • 

Estimated actual expenditure from 8119 to 9/81 

Expenditures Balance 

Personnel $ 237,961 $ 164,028 

Training $ 121,310 $ 87,720 

Comodities $ 32,643 $ 47,414 

Other Direct Costs $ 40,317 $ 47,403 

Indirect Costs S 9,739 S 28 990 

Total $ 441,970 S 375,555 

Budget amount for PY3 .S 273,220 

Budget underspent $ 102,335 

Note
 

TraIning Includes $3,000 as estimated expenses for MPH trainee for 3 months. 

Indirect costs Include S 300 for N.Y. avetheed expenses for 3 monihi. 

44 
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The management study report also Identified Financial Support as a woakness 

"Prolect Budgets are drawn up ana are based on the annual octivity plan. 

However, they are used for cash flow purposes and to keep DonorAgencies 

Informed. They are not designed. for or uiod by managers at head office or 

in the field for management contrl and planning purposes "5 . 

This observation still holds. Cost accounting systems serve more the purpose 

of accurate apportioning or charges to the various grants. The Klbwezi 

Health Scheme Inparticular, requires cost-benefit analyses If It is to serve 
as a model. 

a. Personnel 

The welfare of staff as observed In the Management report Is a low priority. 

In this respect, management needs to boar In mind, that however dedicated 

and loyal the staff may be# tenure will depend on their personal welfare. 

Salaries and benefits need to be reviewed to meet the current market. 

d. Other AMREF Rural Health Services 

The evaluation of theMedical Radio Communications6 was conducted 

in great detail, and the findings were discussed at a workshop In December 1980. 

Concluionsnachod at this conference were that two-way radio communication 

was Important for rural health facilities even thoqgh radlos are hardly 

recognised as necessary cr frtportant parts of the equoment of remote rural 

health Institutions. The Increasing costs of running motor vehicle make radios 

an Important alternative for the future. 

There was no opportunity !o (#.-view +AMREF's mobile airborne medical services, 

Including medical specialist oultreach progrommesby light aircraft. According 

to reoats, supervisory trips are undertaken to assess programme performanco 

end a workshop is planned for 1981 to discus mcbile alrbwone services. 

7. CONCLUS IO 

The project has ttrengthened A?*EF' overall capacity to plan, noaoge 

and ov,,lvate urall health services. here Is no doubt tht APMREF pfrvides 

leadership Inthe provision of ruol health care. Thee orestatoor4*nts 

In she 'araol t *I field rojects. Ot, glvo. AM EF's e'!weft, mis4d 

Irnovoat,+ nM tal ted sttf, +to peml r+Ad W ovarcop", and 
+ altmniet. rmporoacss found. 

SI. 
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Table 2 

AMREF Manuals Number'of print%and reprints with estimates of 

annual demand In 1980 and 1981. 

Manual First Run No. of prints Demand 

& reprints 198- - 1981 

RI Child Health 1975 25,000 1906 4700 

R3 Health Educaticn 1976 14,000 1239 3200 

R4 Cbstetric Emergencies 1976 13,000 1814 2700 

R5 Pharmacology & 
-Thorapeutics. 1976 11, 1675 27 

R2 
R6 

Diagnostic Pathways 
Mental Health 

1977 
1977 

4,000 
8,000 

No Copyright 
418 2100 

R7 Communicable Disease 1978 5,000 2048 ? 

RS The Hand 1979 2,000 960 650 

R9 Epidemiology 1979 7,000 983 1330 

RIO Management Schedules 1979 
for Dispe sarles 2,000 ?2 2020 

RII Occupational Health 1979 4,000 1216 700 

R12 Community Hiolth 198t 2,000 ? 

G5 Therapeutic 
Guidelines 1980 2,000 925 800 

Note 

a) Estimates of cons',mption are based on counts of stock at the start and end 

of a period plus the amount of mow stock prcI1ased. 

b) The demand for 1960 is ?;€vd on stock counts at tho start and end of the year. 

c) The 1981 demand is in a-tim to based on 9 month comu.option In 1981. 
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;* ' ' Annex 2 

I. * 

List of people Interviewedi 

Dr. E. . Nordberg Medical Director 

Dr. R. Shaffer Senior Medical Officer 

Mr. A. Scotnoy Department Head/ Health Behaviour 
. .. . .and ducatlon 

Sr. M. Moral Public Health Nurse 

Dr. K. Janovsky Evaluation Officer 

Mr. D. Lackey Projects Director 

Mr. Victor Mosbayl Projects Officer 

Mr. D. White Consultancy Cooidnotor 

Mr. P. Godwin Educational Officer 

Mr. Rosul Gwodory Chief Accountant 

Mr. Fred KXluv. Project Accountant 

MOH 

Dr. Monona MOH 


