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SUMMARY AND RECOMMENDATIONS

A. Project Summary

Kitui District, the site of this project, is located within
Eastern Province, in Kenya. The district is subdivided
administratively into five divisions. Kitui Town, the district
headquarters is approximately 170 kilometers east of Nairobi, the
nation's capital and largest city. (See shaded areas of Map
I-I.) The population of Kitui District according to the 1979
census was 463,512 in a land area of 29,787 sq. km., giving an
average population density of 16 persons per square kilometer.
In the decade since the 1969 census, the population increased
36.4 percent, which represents an average annual rate of growth
of 3.2 percent.

Kitui District falls entirely within the two ecological
zoning classifications of arid and semi-arid lands,
classifications denoting areas of low rainfall and hot, dry
climate that are marginally suitable for crop farming and
livestock grazing. The district is overwhelmingly rural and
agricultural. In spite of the relatively poor physical
environment for productive economic activities, over the pRst 5
years the area has been experiencing a significant immigration of
people from adjacent, overpopulated high potential agricultural
areas. This has pushed population growth rates up to an
estimated 5 percent annually. Kitui Distict is representative of
the conditions presented by Kenya's arid and semi-arid areas:
scattered population over a large land area; small, isolated
communities; inadequate road networks; a fragile physical
environment and limited natural resource base; very poor access
to health care; and widespread, grinding poverty.

In order to help address these problems, Kitui District has
been chosen jointly by the Government of Kenya and USAID for
mountirig an innovative low-cost primary health care delivery
project which could be replicated in other areas of Kenya,
especially arid and simi-arid zones.
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The proposed project will establish an expanded
district-level institutional capability to plan, manage and
implement a decentralized rural health services delivery system.
Through an appropriate mix of static facilities, community-based
and mobile services, the project will strenghten the facilities
infrastructure needed to support primary health care services,
and then gradually develop and support community-based health
activities through a cadre of Community Health Workers (CHWs) and
mobilization of community resources. C~nstruction of new health
facilities is minimized; the use of existing facilities and
personnel in Kitui is emphasized. If the project is successful,
a much greater proportion of the population of Kitui than is
presently reached will have access to promotive and preventive as
well as curative health services at a reasonable cost to both
individuals and the Government of Kenya.

The CHWs will be supported by their communities and will
provide basic primary health care, nutrition and family planning
services, make referrals to static health facilities for serious
illness and undertake individual promotive and preventive
health activities. Community will initiate and sustain community
public health activities that will be continuously supported
(technicially and organizationally) by MOR rural health staff.
The Project will involve a major effort from the Ministry of
Health at both the district and headquarters levels to ensure
proper training and continuous supervision of the CHWs and steady
supply of basic drugs and medical supplies to static facilities
and CHWs through improvement of the drug distribution system.

Full implementation of the expanded Kitui District rural
health service system will take place over a period of 10 years.
USAID assistance through this project will last for s~x years.
By the end of this six-year period the community-based health
system will be in place in three of the five divisions and the
necessary infrastructure established in the entire District so
that the Ministry of Health on its own can extend CRW and
community support services throughout the remaining two divisions
in the following four years.

In furtherance of the above approach, the project includes
the following:

Facility Upgrading and Construction, Equipment and Vehicles

A CHW health system standing alone would be inadequate. For
curative services, referral, community support and CRW training,
the existing static facilities must be expanded and new ones
established. The project will upgrade 18 rural health facilities
and construct two new f2cilities as well as a district drug
store, garage/workshop, office building and staff housing.
Project funding includes provision for equipping these facilities
and 15 vehicles for
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project supervision and outreach. Key static facilities will be
linked by 2-way radios to facilitate such activities as ordering
medical supplies, referring patients and receiving medical
advice.

Technical Assistance

Fifteen person years of long-term technical assistance and 40
person months of short-term consultancies will be provided to
assist the Ministry of Health in implementing the project. Areas
of long-term technical assistance expertise will include rural
health planning, community mobilization, training, management,
procurement and engineering. Short-term consultants will conduct
special studies and provide expert advice in areas such as
logistics, health information and evaluation, patient referral,
community mobilization and training curricula.

Community Development Fund

The project provides $435,000 to establish a MOH Community
Devlopment Fund which will be used to develop the capability ~n

communities to undertake and sustain preventive and promotive
health development activities, such as simple water supply
systems and pit latrines.

Training and Support of CHWs

CHWs will receive pre-service and in-service training in
preventive, promotive and curative primary health care. Training
will include a family planning component in which Traditional
Birth Attendants will be trained. Family planning services will
cover stimulation for demand, dispensing of condoms and referral
services for other methods of family planning including natural
family planning. Sensitization Teams will stimulate
participation of communities in the CHW program and will work
with Enrolled Nurses and Public Health Technicians to assist
communities to organize themselves to support and sustain CHW and
community health development activities. Participating
commun~ties will be expected to pay CHWs a reasonable periodic
stipend in cash or kind or to support voluntary service. The
Ministry of Health will provide basic medical supplies without
charge to the CHWs.

Improved Drug Distribution System

The Ministry of Health ~s completing a pilot test of an
improved system for management and delivery of drugs and other
medical supplies to rural health facilities. The Ministry will
implement this system in Kitui District, and the project will
adapt the system to supply CHWs as well. Linkages with the
private sector drug distribution network will be encouraged to
complement the Government system and Lncrease supplies in rural
areas.
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Participant Training

Over the six-year life of project, 4 Ministry of Health
officers involved in project implementation or replication will
be trained in the U.S. to the Master of Public Health level.
This training will serve to strengthen rural health management
capabilities. Another 24 person months of short-term
observational training in other developing countries is included
to learn from their experiences with primary health care delivery
systems.

B. Project Issues

A number of important issues will affect the successful
implementation of the project:

Community Participation and Support

Project viability hinges on the willingness and ability of
communities to support CHWs. The project's community-based
approach has not been widely tested in Kenya and there is some
uncertainty regarding the nature and degree to which communities
will be prepared to accept responsibility for CHW support.
However, there is a long tradition of cooperative se] f-hplp
groups in Kitui District which non-grovernment organizations have
been able to tap for implementing similar community-based health
and other development activities.

Even though incomes in the project area are low, surveys
indicate that households in Kitui District have sufficient funds
to support CHWs and that communities will participate if they can
perceive long-term benefits as a result of their involvement. To
encourage community participation, sensitization teams will
explain the benefits of the program such as assured basic drug
supply, training and support or CHWs, Community Development Fund
and priority patient referral at static facilities. In addition,
Enrolled Nurses and Public Health Technicians will provide
continuous technical and community organization support in the
field.

Drug Management and Distribution

To date, management and supply of drugs to rural health
facilities throughout Kenya has been a major problem area. The
provision of basic medical supplies and drugs for CHWs as well
as for static facilities is critical to project success.
However, it 1.S important that CHWs not be seen principally as
suppliers of drugs since their promotive health role is much
broader and more important in the long term.
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The Ministry of Health distributies drugs free of charge, as
stated above, since this is viewed in Kenya as a proper social
overhead cost, indeed as being mandated by law. USAID would ~n

principle perfer to see communities and individuals pay cash for
d rug s . Howe v e r lit s h 0 u 1d be rea 1 i zed . t hat the co mm un i tie s are
shouldering a significant cost burden by supporting CHWs and
community health development activties and this tends to more
than balance out any subsidy element contained in the provision
of drugs without charge.

Although the improved drug management and distribution system
has been pilot~tested with some success in two districts in
Kenya, the ability of the Ministry of Health to supply needed
drugs reliably and on a timely basis is still to be proven.
Also, the improved system has not been adapted and tested to
include supplies to CHWs. Nevertheless, the Ministry and USAID
believe that the improved system design addresses the major
pro b 1ems ( e . g ., mal pre s c rib in g , s y ph 0 n in g 0 f d rug s from he a 1 t h
centers and dispensaries to hospitals) that have led to the
inefficient management and supply of drugs. Project technicians
and consultants will work closely with the Ministry and district
health personnel to adapt the system to ensure drug supplies to
CHWs.

It should also be noteJ that private commercial distribution
of drugs in rural areas though widespread doesnot supply many of
the basic drugs needed by people. Project personnel will explore
ways of increasing availability of drugs through the private
sector to reduce reliance on Government drug supplies to rural
areas.

Since CHWs have not previously dispensed Government-supplied
pharmaceuticals, the Ministry is revising its regulations to
permit this. The Project Agreement has a condition precedent
that requires this revision to be completed and the improved drug
system to be established in Kitui District prior to disbursement
of project funds for technical assistance or construction
activities.

Family Planning

Given Kenya's four percent per annum population growth, any
AID-funded project in the health sector must review carefully all
family planning opportunities. The project CHWs will be actively
involved in the stimulation of demand through educational efforts
and the distribution of condoms. The project will also train
rural health staff so that there is at least one qualified person
at each static facility in the district who can provide a full
range of family planning services.
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Services such as the prescription of oral contraceptives will
be available through mobile units and static facilities, with MOH
personnel working closely with the CHWs. USAID considers these

improved linkages for family planning services through the
CHW framework as an important advance. Ideally, USAID would like
to see CHWs able to prescribe, dispense and resupply a broader
range of contraceptives and devices in the {uture and will
undertake operational research to pursu~ these possibilities.

Ministry of Health Staffing

The project will require an increased number of qualified
personnel at the district and sub-district level. The Project
Agreement will contain a convenant ~n this regard and the
Ministry of health has made a full commitment to staffing for the
project. However, close project monitoring will be important in
view of the Ministry's current staffing problems, future
recurrent cost constraints and competing priorities. Sixty-six
additional Ministry personnel will be required to staff the
upgraded static facilities at a minimally adequate level.
A further 21 personnel will be required to provide support to
CHWs. Of these 87 additonal positions, 40 are paraprofessionals,
one is an Ascistant Medical Officer of Health, one a Vehicle
Mechanic and one an Equipment Technician. Ninety (90) percent of
these 87 incremental personnel will be in positions that directly
support CHW and community activities. These numbers represent a
significant increase over current staff level of 106 personnel.
The project has been designed taking into account that the MOH ~s

thinly staffed and staffing requirements have been kept to a
m~n~mum.

Of particular importance in establishing the critical
management capability in Kitui District for this primary health
care system is the posting of one Assistant Medical Officer of
Health at the district level and three Second Clinical Officers
at Health Center/Headquarters. These individuals will be
counterparts to the Tchnical Assistance Team and will be
responsible for the day-to-day project coordination and
management that is necessary to ensure successful project
implem~ntaiton. The Project Agreement will include a condition
precedent requiring the Ministy to assign these officers to Kitui
District prior to disbursement of funds for technical assistance
or construction activities.

Recurrent Costs

The staffing needs, expanded drug distribution network and
the upgraded rural facility network will impose increased
recurrent costs on the Ministry. The proportional increase ~n

population served will be much greater at a lower per unit cost,
but the absolute rather than relative level of recurrent costs ~s

of greater concern to the Ministry.



- xv ~ --

However, the project design ~s based on a "1 east cost" method
of delivering primary health care services, both in terms of
development and recurrent costs. The economic and financial
anaylses indicate that the Ministry will be able to meet the
required increase in recurrent costs both for the project
activity and for replication.

C. Summary Findings

The analyses done as part of the project paper conclude that
the proposed design is technically, financially, economically and
socially feasible, and is also environmentally sound. The
Government of Kenya has demonstrated its strong interest in
implementing this project by its direct input into the design of
the project and formal commitments to the project. The written
request for assistance for expanding rural health services ~s

found in Annex N.

USAID believes that the project ~s fully consistent with AID
policy and program objectives and that it meets the design
criteria outlined in the original Project Identification Document
(PID) and subsequent PID review even though the project design
has been modified somewhat from the PID submission. In
particular, consturction of four training facilities outlined ~n

the PID are not 'part of the final design and CHW coverage has
been scaled down realistically to three divisions instead of
five. The final project paper design expands the upgrading of
dispensary-level facilities beyond levels proposed in the PID.

As indicated above, difficult project ~ssues do exist and the
success of the innovative community-based system cannot be
assured; however, the importance of testing this decentralized
community-based primary health care system justifies the risk ..
If successful and proved replicable, the project will be of major
importance in expanding the delivery of rural primary health care
servic~s in Kenya and in improving the health standards of the
rural population.

Implementation arrangements are adequate and appropriate, but
close USAID monitoring will be required. Host country
contracting will be used for construction and related services
and technical assistance.

The Project meets all statutory criteria.
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D. Recommendations

That the AA/AFR authorize the Kitui Rural Health Project for
a s~x-year period at a level of $9.38 ~illion, composed of:

1. a grant of $4.75 million;

2. a loan of $4.63 million repayable over 40 years with
interest at 3% per annum, and a 10-year principal repayment grace
period with interst at 2% per annum during the grace period (see
Annex R for the draft project authorization); and

3. a source/origin waiver from AID Geographic Code 000
(United States) to Code 935 (Special Free World) for 16 vehicles
(approximate value $255,000) and ocean freight (approximate value
$30,000) (see Annex p).



II. BACKGROUND

A. Kenya Health Sector

1. Selective History

Prior to 1970 local authorities were
responsible for the development and management of primary health
care services in Kenya covering about 90 percent of the
population. However, the local Government units had
insufficient funds and technical resources to provide adequate
basic health services. Therefore, in 1970 the Government of
Kenya (GOK) shifted responsibility for the provision of primary
health services in the rural areas to the Ministry of Health
(MOH). At the same time the Kenya constitution was amended to
obligate the Government to provide basic public health services
without charge.

Recognizing the severe strain placed on the
national health system by this added responsibility, the MOH and
the Ministry of Finance (MOF) in cooperation with the World
Health Organization (WHO) and the Ministry of Culture and Social
Services (MOCSS), undertook a major assessment of Kenya's health
sector. Their recommended strategy for the development and
expansion of rural primary health care was adopted in 1972.

2. The Health Care Delivery System

The GOK health care delivery system is
pyramidal consisting of roughly 1200 rural static health
facilities (health centers and dispensaries), 60 district
hospitals and seven provincial hospitals. At the top of the
pyramid is Kenyatta National Hospital which serves as the
principal site of physician education. The Government system is
augmented by a network of missionary-supported health facilities.
(Figure II - 1). The private medical sector is important and
growing but serves mainly urban centers. In the rural areas
mission hospitals supply roughly 30 percent of the hospital beds.
Missions also support approximately 375 health posts
(dispensaries and primary health facilities) in rural areas. The
current ratio of hospital beds (Government and mission hospitals)
to population is 1.4 per thousand. Over the past ten years the
bulk of the health sector has been allocated to hospitals, which
have absorbed between 60 and 70 percent of the recurrent cost
budget and between 40 and 50 percent of development
expenditures.
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The Government health care system is
administered from MOH Headquarters in Nairobi working through six
Provincial Medical Offices and 41 District Medical Offices.

Personnel and financial resources are
concentrated 1n the cities and 1n seco~dary and tertiary hea~th

facilities, i.e., Kenyatta National Hospital and provincial and
district hospitals. One of the factors reinforcing this
concentration was the tendency until 1972 to train health
professionals and paraprofessionals at the Medical Training
Center and at Kenyatta National Hospital, both of which are 1n
Nairobi. Training in sophisticated, high technology settings
tended to focus on advanced and esoteric illnesses and treatment
utilizing technology and support generallly not available in
rural areas. Health officers trained under such conditions were
reluctant to accept postings in rural areas and found it
difficult to function effectively 1n such settings.

3. Rural Health Services Expansion Strategy

The rural health expansion strategy adopted by
the GOK in 1972 attempts to remedy many of the problems
associated with the health care delivery. The strategy is to
plan and implement expanded health ~ervices to the rural
population, including the deployment of mobile units as
extensions of static health facilities.

a. The Rural Health Unit Concept

The expansion strategy divides the country
geographically into 254 Rural Health Units (RHUs). Most RHUs
correspond to the boundaries of Administrative Divisions. The
concept calls for each RHU to have a headquarters, usually
located at a hospital or health center, but in some cases at a
dispensary. Each RHU is to include four to six dispensaries,
depending on the population to be served. In addition mobile
health. units based at RHU/Headquarters (RHU/H) are to operate
beyond the catchment areas of static facilities and to provide
maternal child health and family planning (MCH/FP) services at
selected dispensaries which do not have staff trained in the
delivery of such services. The mobile units are also to provide
logistical and technical support to dispensaries within the
boundaires of the unit. Generally, the services to be expanded
in rural areas are to address communicable diseases, health
problems related to environmental conditions, nutrition problems,
and MCH/FP, which are to be integrated wi~h other primary health
services as a matter of policy.
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Each RHU, on the average, is to serve a
population of 50,000 to 70,000 people although a unit may serve
as few as 10,000 in a sparsely populated area or as many as
90,000 in a densely populated area. In addition, each RHU is to
serve 30-40 schools and about the same number of day care
centers. The delineation of RHUs and the location of static
facilities has been completed in collaboration with district and
provincial development committees taking into consideration the
population to be covered, existing health conditions,
transportation and communication infrastructure, and other
socio-economic factors.

b. MOH Programs s~nce 1973

The MOH has taken in several program
interventions since 1973 to address problems concerning the
expansion and improvement of its rural health delivery system.
Briefly, these are presented below.

1) In 1973 the MOH began implementing a
program for improving rural health services that involved the
construction of 6 Rural Health Training Centers (RHTCs) for
training rural Health Unit Teams (HUTs) to strengthen rural
health management. To date the 6 RHTCs have been constructed and
130 HUTs train8d (each with 10 persons) in 3 month training
programs. Emphasis in this training is on facilitating a team
approach to providing curative, preventive and promotive health
services, effective management of rural health resources and
coordination of health activities with the community, local
officials and other technical ministry personnel.

The World Bank, SIDA, DANIDA, NORAD and
other donors (not including USAID) have financed the construction
of Rural Health Training Centers and facilities and assisted in
planning and implementation efforts consistent with Kenya's rural
health expansion strategy. By 1978 the program had accomplished
the f 0·11 0 win g :

division of Kenya
stratification of
ecological zones;

into 254 RHUs and
the country into s~x

specification of an appropriate RHU
staffing to support a basic configuration
of static rural health facilities
consisting of one health center and four to
six dispensaries, supplemented by mobile
units to provide outreach capabilities.
Future facility needs are projected for the
year 2000, taking into account population
growth and migration patterns.
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2) From 1975 to 1980 the MOH implemented
the interministerial and multi-donor supported Maternal child
Health/Family Planning Program. The p~rpose of this program is
to reduce population growth and moribidity and mortality among
mothers and children under 5. The construction element included
upgrading 3 existing and building 5 new nursing schools to expand
trining facilities for Enrolled Nurses (the backbone of the rural
health care system). It also included constructing 27
demonstration health centers to provide adequate rural exposure
for rural health unit staff during training. The program
established 4 new divisions in the MOH Headquarters, one of which
is the Information and Education Division. Donors supporting
this program included USAID, World Bank, SIDA, CIDA and NORAD.

3) By 1977 the MOH recognized the need to
train and support managers of the HUTs, i.e., provincial and
district level health staff. At this time DAN IDA began
supporting the establishment of the Administrative Support Unit
(ASU) at MOH/Headquartes. The USAID Health Planning and
Information Proejct (No. 615-0187) is providing technical
assistance to this activity under a contract with the Drew
Postgraduate School of Medicine. Among its present functions,
the ASU is responsible for developing systems for project
management and conducting seminars in health planning and
implementation.

4)
efforts on the following
serv~ces.

In 1978 the MOH began focusing its
constraints to delivery of rural health

management of hospital outpatient
services;

medical supplies (including drugs) for
rural health facilities;

transportation;

training in health management.

are under way.
Initiatives on the first two constraints

The status of the drug supply system is discussed
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~n Annex I. Strengthening transport and training in health
management are important components in the proposed Integrated
Rural Health/Family Planning (IRH/FP) Program. Presently the MOH
plans to start training managers of HUTs in October 1981 at the
Kenya Institute of Administration.

5) By 1979, the MOH recognized that rural
health serv~ces could be extended further by developing
community-based delivery systems which use community health
workers. For some years various non-government organizations
(NGOs) and donor agencies, notably UNICEF, have conducted
innovativ~ pilot or experimental mobile clinic and
community-based health delivery projects ~n some 15 locations in
Kenya. It is only recently, however that the MOH has seriously
considered community-based delivery as an added dimension to its
program of expanded rural health services.

6) The MOR views the IRH/FP Program as the
next step in the strengthening and expanding its rural health
care system. The MOH has worked with World Bank officials and
consultants from six donor agencies (including USAID) to plan the
expansion of health services through the proposed multi-donor,
$120 million IRH/FP Program. Under this program a gradual
decentralization of authority from MOR Headquarters to provincial
and district level is scheduled. Drug acquisition and
distribution will be streamlined through adoption of standard
lists of drugs distributed to rural health facilities in
prepackaged consignments reflecting rates of utilization and
epidemiological factors.

c. Shortcomings and Problems ~n the Health
System

Major shortcomings in the GOK health
delivery system include too few rural health facilities,
inadequate equipment, lack of qualified personnel, especially
parameaical staff, and unsatisfactory standards of service for
staff in general. The result is poor accessability to rural
health serv~ces and lack of emphasis on preventive and promotive
health serv~ces.

The MOR has not yet successfully
implemented its rural health expansion program. The system is
reaching less than 30 percent of the rural population. Drug
supplies are erratic, forcing many facilities to close until
supplies are replenished. Facilities are seriously understaffed,
at less than 50 percent in many cases. Equipment is poorly
maintained, if available. The mobile unit system is unrealiable
because of poor maintenance and shortage of vehicles.
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Overall, the MOH had serious problems.
During the past national development plan period (1974-1979), the
MOH was able to spend only 50 percent of its development budget
because of various managerial, administrative and physical
constraints in MOH/Headquarters and in,other ministries, notably
the Ministry of Works (MOW).

Although a high priority for rural health
serv~ces has been stated in various health plans and other
documents, actual programs, policies, and resources have favored
the delivery of urban curative services. Health professionals
trained at public cost have been lost to the rapidly expanding
private ~edical sector serving an urban elite. This was the case
in spite of the fact that most illness occurs among the rural
population where the private medical sector is absent or too
costly and where the majority (up to 80%) of the illnesses could
be prevented. Moreover, if previously approved hospital
expansion had been carried out, the future recurrent costs would
have been so high as to preclude adequate public support for an
expanded rural delivery system.

d. GOK Response

redress
1979-83

MOH officials have acted decisively to
the urban-rural imbalance. In accordance with the
health sector plan the following took place:

Construction of 10 hospitals was deleted.

Licenses for private practice were restricted ~n the
major cities of Nairobi and Mombasa.

Government doctors have been compelled to choose
between full-time private practice or exclusive
Government service.

All Government trained physicains have been required
to render three years rural service prior to
entering specialty training programs.

Greater numbers of rural health
slated for construction than ~n

facilities have been
the original plan.

An increasing proportion of current account funds
has been budgeted to support recurrent costs for the
operation of rural health facilities.

The construction of rural health facilities has been
assigned the highest priority by the MOW during the
current national development plan period (1979-83).
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In spite of th~s progress, the GOK has
assistance to implement an expanded program in a field
USAID has responded with the Kitui Rural Health Service

B. USAID'S Health Sector Approach

1. General Country Development Strategy Statement
Focus

The USAID/Kenya Country Development Strategy
Statement notes that adequate health, nutrution, water, and
shelter are essential to the development process. However,
provision of these needs tends to be both capital and recurrent
cost intensive. Consequently, Government can meet the needs for
relatively few in the population.

The USAID strategy ~s to look for opportunities
to assist the GOK in strenghtening its planning capability, to
participate in the process of planning for the efficient
allocation of Government resources, and to demonstrate
innovative, low-cost approaches for delivery of basic social
serv~ces.

The Kitui ~ural Health Project ~s consistent
with the CDSS as it will: 1) integrate into the MaR planning
process new approaches for health delivery, especially
community-based and multi-sectoral activities; and 2) demonstrate
new approaches in delivering health servies to rural dwellers
through, inter alia, the integration of Government and
non-government health services. The aim of the Kitui project ~s

to minimize the per capita cost of health service delivery to the
public so that already scarce resources can be allocated more
productively.

2. Perspective on AID's Involvement ~n Health

a. How USAID's Health Strategy Evolved

(1) Earlier Strategy

The USAID health strategy through 1978
called for assistance ~n rural health facilities construction,
the training of health professionals and paraprofessionals, the
expansion of communicable disease control and surveillance
programs, and support for information systems. It was expected
that a DANIDA health project would bring about substantial
improvement in MOH planning, managpment, administration and
overall absorptive capacity, and that the GOK would be able to
allocate the recurrent funds required to support and expand the
rural health system in the future.
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USAID's primary activity in the health sector
was support for the MOH multi-donor Maternal Child Health/Family
Planning Program, particularly its five-year $3.5 million Family
PIa n n i n g Pro j e c t (6 15 - 0 1 6 1) whieh beg ani n Dec e mb e r 1 9' 74 . USA I D
provided advisors, training in MCH/FP,. audio-visual equipment, FP
clinical equipment contraceptives, and operational costs.

In April 1976 a USAID staff paper entitled
"Rural Health: Maternal and Child Health/Family Planning"
reviewed the first evaluation of the USAID Family Planning
Project and considered what approaches USAID assistance might
take. This paper recommended that USAID should broaden its
involvement in rural health beyond MCH/FP activities.
Dr. M. Alfred Haynes and Regonald F. Gipson, in their
"Consultants Technical Report on the Kenya Rural Health Program"
(March 1977), urged that USAID provide technical advisors to the
MOH to identify possible projects and analyze constraints on the
MOH rural health program. In 1978 a Participating Agency
Services Agreement (PASA) with the Department Health Education
and Helfare ylaS signed and Dr. James R. Jeffers, a health
economist, arrived for 18 months to work in Mall Headquarters.
Dr. Jeffers tour was extended to a total of 27.5 months at the
specific request of the MOH.

The reports cited above, analyses by thp
health economist and a Family Health Care Institute study, "A
Working Paper on Health Services Development in Kenya" (May
1978), made it clear that two key assumptions of the USAID
strategy (DANIDA success in improving health planning and GOK
ability to meet recurrent expenditures for health services) were
untenable.

The DANIDA project was unable to significantly
strengthen the planning and management capacity of the MOll
headquarters. Analyses of current policies and expenditure
trends, particularly of recurrent account expenditure, revealed
that h€alth system policies and expenditure trends were
inconsistent with the ability of the GOK to support an expanded
rural health delivery systero in either the medium or long-run.

The report made several recommendations for
USAID's short and long-term involvement in the health sector 1n
KenyA. These recommendations -..,ere refined in a "Discussion'
Paper: Rural Health Project" (Hay 1978), a "Critique of the
Kenya Health Sector Plan" (August 1978) and a "Health Sector
Assessment" (September 1979).
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These analyses identified two major factors
that must be considered in the development of U.S. initiatives 1n
health programs:

MOH absorptive capacity, and

the future recurrent cost burden stemming from
development expenditures.

USAID recognized that new initiatives should impose the least
possible strian on the MaR's already constrained staff (medical,
scientific and managerial) and minimize recurrent cost burdens.

(2) Present Strategy

The present AID health sector strategy 1S
to help the MOH revise its priorities away from favoring
expansion of curative hospital services towards favoring health
programs for rural dwellers.

In late 1979 and early 1980, USAID made
several policy recommendations to senior health officers and the
Minister of Health. Foremost were recommendations to create an
MOH division of planning and to reduce MOH investment in the
curative hospital eector. In 1979 it became clear that the
Director of Medical Services (DMS) and the Minister had been
successful in making major health policy revisions in these
areas.

USAID/Kenya plans
Over

to focus
the next two to seven years,
its projects in three areas:

health planning, management and administration
through the on-going Health Planning and Information
Project (615-0187);

decentralization of health planning to the district
and rural health unit levels and establishing GOK
community-based health systems through the Kitui
project:

rural health management training
medium-term technical assistance
Planning and Information Project
longer-term technical assistance
project.

support through
under the Health
and possibly
under a separate
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This three prong approach could
significantly assist the MOH to develop the necessary
infrastructure to support a rural health delivery system that
will have greater coverage, be more efficient and cost effective,
and involve minimal additional recurreht expenditures and
personnel.

The Kitui project has become increasingly
important because of its relationship to the IRH/FP program. By
supporting planning and development of district health delivery
serV1ces. It will provide valuable field experience in:
provincial and district level planning and administration;
interministerial coordination and intergration of services;
coordination of Government and private sector health services;
support by static health facilities to community health workers;
and development of effective family planning and nutrition
interventions in a primary health care system.

b. Linkage of Kitui Rural Health Project to
the MOil Integrated Rural Health/Family
Planning CIRH/FP) Program

In the course of project development, AID
has closely followed the IRH/FP proposal. Besides the Kitui
projet, USAID intends to participate in any resulting IRH!Fy
project in the area of family planning and has requested $8.0
million for its Family Planning II project (615-0193) for this
purpose.

The Kitui project is a subset of the
broader effort proposed in the IHR/FP proposal. However, this
project offers some significant advantages both in terms of
timing and in terms of project activities that warrant its
initial implementation somewhat independently of IRH/FP
activities. However, once the IRH/FP activity is underway, the
Kitui project would be subsu~ed as a component of that broader
program.

The GOK will gain from the Kitui project
operational experience in implementing the concept of coordinated
Government and non-government sponsored community-based health
services in a field setting. The IRH/FP program itself permits
only modest efforts in actual community-based health services, as
it allocates only 1.6 percent of the total budget for this
activity. However, the program does provide for an MOH
Headquarters team to devleop policies, procedures and practices
for the expansion of community-based health services delivery.
The Kitui Project offers the Government the opportunity to
acquire operational experience with policies and procedures which
will be fed into the national planning and policy formulation
activities.
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Other Project Activities Related to Kitui
Rural Health Project

Three on-going PVO health projects,* each
using a different strategy for providing primary health care at
the community level, have been providing the MOH and USAID with
valuable experiences and insights into community-based health
activities. Thes projects involve mobile units, the use of
community health workers, a role for health committees, and the
need for a primary health care system to support community-based
projects. (See Annex S for more details on these three projects.)

Five ongoing or proposed USAID projects
will have a direct or indirect impact on the Kitui Rural Health
Project.

(1) The ongoing Arid and Semi-Arid Lands
(ASAL) Development Project (615-0172) in Kitui District focusses
on soil and water conservation and improved dryland farming
techiques. The ASAL Interministerial Development committee will
monitor the Kitui health activities to ensure total intergration
of ASAL development activities in Kenya. Also, to the extent
this project favorably affects agricultural income, it will have
a direct economic impact on Kitui residents, thereby providing
the potential for these peop~e to allocate more resources for
heal th serv ices.

(2) The ongoing Rural Planning II Project
(615-0190) will increase the capability of the Ministry of
Economic Planning and Development to involve people at the
district and sub-district levels in planning implementations of
rural development activities. This project will reinforce the
Kitui project, i.e., increase community responsiblility for its
primary health care.

(3) The ongoing Small Town and Community
Develdpment Housing guaranty (6lS-HG-006), which will include
Kitui Town, will finance expansion of community services in the
district headquarters.

*(1) Coordination for Development (CODEL)
Kitui Primary Health Care (615-0185);
(2) African Medical and Research Foundation (AMREF)
Kibwezi Primary Health Care (615-0179); and
(3) International Eye Foundation (IEF) Rural Blindness
Prevention Project (615-0203).
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(4) The proposed Arid and Semi-Arid Lands Roads Network Project
(615-0191), planned for FY 82 and 83 will be designed to provide
isolated rural areas in Kitui with production outlets and eaS1er
access to agricultural, soci31 ad health services. This project
would increase the accessibility of Kitui residents to static
facilities as well as facilitate mobile services and staff
support and monitoring of CHW activities in Kitui.

(5) The proposed Community Water Project
(615-0177) planned for FY 82 or 83 will establish the capability
for communities in Kitui to provide potable water and health
information and maintain their community water systems. As
potable water becomes more readily available, illnesses such as
infant diarrhea, gastro-enteritis, skin infections and
conjunctivitis will be reduced.

(6) The ongoing Kenya Photovoltaic Project
will establish two demonstration photovoltaic medical units at
the AMREF/MOH Health Center in Kibwezi (Machakos District) and at
the MOH Health Center in Ikutha (Kitui District). The units will
provide basic electricity needs for lighting, autoclaves, 2-way
radios, refrigerator-freezer3 and other health related equipment
and provide the MOH and USAID with the opportunity to evaluate
the use of the new energy source for future rural health
projects.
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3. Selection of Kitui District

Since 1974 the GOK has been placing emphasis on
conservation and development of the arid and semi-arid lands
(ASAL) in Kenya. In 1977 and 1978 AID sponsored the Kenya
Marginal Semi-Arid Lands Pre-Investment Inventory undertaken by
the Consortium for International Development. A
multi-disciplinary team of Kenyans and Americans analyzed ASAL
problems in Kitu\, Machakos and Baringo districts and recommended
a wide range of interventions that could be financed by the GOK
and donors. Interventions included soil and water conservation,
community water, rural health services, education, horticulture
and livestock.

After review of the ASAL study, several donors
indicated an interest in supporting development of ASALs
throughout Kenya. The GOK established an interministerial
coordination committee and assigned ASAL regions to specific
donors. Kitui District was assigned Lo USAID/Kenya.

In 1978 when the ASAL Development Project
(615-0172) was being designed in coordination with GOK, the MOH
asked USAID to include a Kitui District health project. The MOH
recognized, as did the ASAL study, that a healthy population
would increase the overall impact on the ASAL development efforts
in Kitui and that a strenghtened rural health system should be
part of the GOK-USAID development effort in Kitui. It was also
evident that a conventional static-based system would not meet
the needs of a dispersed population in a district where road
communications are unrealiable, transport expensive and people
poor. The MOH, therefore, proposed a primary health care system
that would incorporate community-based health workers, mobil
health units and strengthened static facilities. (See GOK
requeste proposal in Annex.)

C. Primary Health Care in Kitui

1. Profile of Disease

Kitui District, like the rest of Kenya, does
not have a vital statistics registration system nor a
comprehensive disease surveillance system. thus it is difficult
to estimate accuratley disease incidence and prevalence rates.
Some general inferences can be made, however, from the overalll
national patern of mortality by age, and from reports submitted
to the Ministry of Health by hospitals and health units 1n
Kitui.
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Currently Kenya has an estimated crude death
rate of 14 per 1000, and an infant mortality rate of 85-90 per
1000 live births. Overall, about one-half of all deaths in Kenya
occur among children under age five, an~ at least 95% of the
causes are preventable.

Some indication of the relative importance of
specific infectious diseases as causes of morbidity and mortality
can be gleaned from statistical returns from hospitals and
clinics in Kitui. These data are severely biased because they
represent a small segment of the population with access to these
facilities. Also, specific diagnoses are often in error,
particularly those reported by outpatient departments.

Inpatient returns for Kitui l.n 1977 reveal the
following:**

ADMISSIONS DEATHS
No. % No. %

Total (excluding maternity
related) 5856 100.0 337 100.0

Specific Causes
Acute Respiratory Disease 773 13.2 64 19.0
Malaria 1074 18.2 27 8.0
Diarrhea '+04 6.9 24 7 . 1
Heasles 375 6.4 22 6.5
Tuberculosis 336 5. 7 15 4.5
Hh 00 pin g Cough 46 0.8 5 1.5
Other Parasitic 86 1.5 3 0.9
Nutritional Deficiency 181 3 . 1 33 9.8
Anemia (Secondary to
Malaria/Hookworm) 293 5.0 12 3.6

*Kitui Feasibility Study Report, August 1980 USAID, Nairobi,
Kenya, pp. 43-44.

**Kitui Feasibility Study Report, August 1980 USAID, Nairobi,
Kenya, p. 52.
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From an examination of the profile of illnesses
~n Kitui, it is clear that the bulk of illness can be either
prevented or treated effectively with simple medical
interventions.

2. Health Delivery System

The problems of delivering primary health care
in Kitui District are not dissimilar from the general problems
constraining the expansion of health services to rural areas
throughout Kenya. People are scattered in small isolated
communities. Poor road communications make it difficult to
deliver health services or to travel to health facilities. Since
transport is expensive and people are poor, even though
Government health services are "free", people tend to use them
only for serious illness, disease or injury and at considerable
cost in both money for transportation and time for travel and
waiting for services.

The present MOH rural health system in Kitui
District consists of a district hospital in Kitui town and six
rural health units. (Figure II - 2.) Each RHU is supposed to
have a Health Center/Headquarters and four to six dispensaries
serving a population betwppn 50,000 to 70,000. This planned
network of static facilities and staff is inadequate. However,
even if the full complement of facilities were built and fully
staffed as planned under the rural health services expansion
strategy, health coverage for the districts population would only
be minimally extended. In Kitui district when all the existing
facilities are upgraded or improved and one new HC/H establised
and two new diospensaries constructed and staffed, it is
estimated that only 30 percent of the population would have
reasonable access to primary health care compared to an estimated
25 percent at present.

3. Lack of Access

There is not and will not be for the
foreseeable future a sufficient number of trained personnel or
adequate financial resources in Kenya to expand the delivery of
curative health services solely through static facilities. To
reach the total population of Kitui would require a massive
expansion of facilities and staff which the GOK cannot afford.
The MOH reaslizes this and has indicated its willingness to try a
new approach such as the -integration of community-based health
systems into its present health program.
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4. Lack of Emphasis on Prevention of Illness

All available facilities and personnel from the
dis t ric tho s pit a 1 tothe dis pen s a r y 1e v e.l are aim 0 s t full y
occupied with curative treatment. Only minimal preventive and
promotive health services are provided at static facilities and
almost none at the community level. This is due to part to lack
of vehicles for transport and insufficient funds for transport
costs and per diem for staff, but mainly to the lack of a
well-developed primary health care outreach program.
Consequently, illnesses and injuries that could have been
prevented or treated inexpensively at earlier stages at a
dispensary eventually require expensive curative treatment at a
health center or at the district hospital.

5. General Lack of Coordination

There is a general lack of coordination 1n
health activities between the MOH and various ministries (e.g.
non-government organizations at the district and RHU levels.
This is due to the lack of personnel and health management skills
among district and RHU health staff and to overly centralized
planning and implementation. However, given that ministries are
providing resources that can directly impact On the health status
of the people, and NGOs have a network of health facilities that
provide a significant portion of health services in Kitui
District, integration of these activities into an overall rural
health delivery system would both upgrade and extend primary
health care coverage. At the same time, decentralization of
functions will be necesary from the Ministry of the district and
RHU levels to ensure that local health personnel have sufficient
authority and resources to do this job effectively.

6. Proposed Solution

The project will address these constraints by
establishing a district-level instituional capability to plan,
manage and implement a decentralized rural health delivery
system. This will be done through an appropriate mix of staic,
community-based and mobile services. Construction of new health
facilities is minimized and the use of existing facilities and
personnel in Kitui emphasized. A significantly larger proportion
of the population of Kitui than is presenlty being reached will
have access to health, nutrition and family planning services at
a cost that the GOK and communities can afford.
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PROJECT DESCRIPTION

A. Project Goal and Purpose

The program goal of the Kitui Rural Health Project
1S to improve the general welfare of the rural people of Kenya
through improved health. Accomplishment of this goal will be
indicated by increased access to and utilization of primary
health care services and improved morbidity and mortality
trends.

The project's purpose 1S to establish a more
effective primary health care delivery system which meets the
preventive, promotive and curative health care needs of up to 70
percent of the population in the project area of Kitui District.
The project is designed to be an initial step 1n the Government's
expanded rural health program.

This system will fully incorporate Government and
non-government rural health care activities within the project
area. There will be an apropriate mix of static, mobile and
cummunity-based activities each focussing in varying degrees on
curative, preventive and promotive health care. To ensure
maximum impact, project activities will be coordinated and
integrated with other development activities in Kitui.

B. Project Strategy

The project strategy 15 to institutionalize an
effective, low-cost primary health care delivery system in Kitui
District which can be adapted and replicated in other areas of
Kenya. To accomplish this the project focusses on strengthening
static facilities and developing a community-based approach to
health serV1ce delivery.

The project will strenghten the exisitng static
facilities so that they have sufficient trained personnel,
physical structures, vehicles and equipment to (1) meet
outpatient and inpatient health care needs and (2) support
community-based and mobile activities. The innovative feature of
the project is the Government initiated and supported
community-based health care approach. COffiffillnity health workers
will be selected and maintained by communities. To encourage
community paticipation, the project will field Sensitization
Teams to increase community awareness of the need for CHWs and
the role each community can play in taking responsibility for
curative, preventive and promotive health care which will
imcorporate family planning and nutrition interventions. Once
trained the CHWs will receive continuous inservice training,
technical supervision and medical supplies from their designated
rural health facility. Communities will receive technical
supervision and community mobilization sopport from the same
facility after the initial sensitization sessions.
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C. Project Timeframe

The Kitui Rural Health Project ~s part of a 10 year
activity which will be implemented in three phases to cover all
five divisions of Kitui District. USAID involvement will cover
the first two phases (project years 1-6). By the end of the
sixth year, an improved primary health care delivery system will
be fully established in Near North, Eastern and Southern
divisions and static facilities will be upgraded in Far North
Division. Health care will be provided to up to 70 percent of an
estimated population of 245,000 people or about one-third the
total population (463,512) of Kitui District. This will be
accomplished by putting in place the necessary health facilities,
staff, equipment and vehicles, and institutionalizing training at
district and RHU levels, the project will strengthen the district
management system to deal with drug distribution, patient
referral, evaluation and information systems. This will provide
the infrastructure and resources for extending the improved
primary healtll care system throughout the rest of Kitui District
(i.e. community-based activities in Far North Divsion and
improved static facilities and community-based activities ~n

Central Division) by the GOK in the third phase (project years
7-10). By the end of the second phase (year 6), up to 70 percent
of the population of the three divisions will have access to
primary health care. The various project components (patient
referral, drug distrbution, district and RHU management,
training, information, evaluation, monitoring and implementation
components) developed and implemented during the first phase will
be fully tested in the second phase.

In the Far North Division a new Health
Center/Heardquarters will be established and three dispensaries
upgraded and fully staffed in the second phase. Thus the
construction and development activities in the 1979-1983 GOK plan
period for Kitui District will be complete. The patient
referra~, drug distribution and district management components
will also be in place in the Far North and in the fifth division
(Central) of the district. The remaining components will be
ready for implementaion in the third phase. The second phase
thus will provide the foundation and resources for the MaR to (1)
continue tn expand and support the primary health care system ~n

the Near North, Eastern and Southern Division; (2) extend the
full system into the remaining two divisions (Far North and
Central) of Kitui District, and (3) determine the applicability
of the primary health care system for other areas in Kenya.
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The project will achieve maximum coverage by
strategically deploying static, CHW and mobile services (see
Figure III-I.) Each static facility (health centers and
dispensaries) will provid~ primary heal~h care to the population
within a 6 km. radius, the maximum distance people are epxected
to walk for health care. CHWs will work within a radius of 6 to
25 km. from a static facility. Twenty-five kilometers ~s

considered the farthest distance a CHW should travel using the
limited locally available transportation for monthly visits to
the static facility. Up to two part-time CHWs, ideally a woman
and a man, will cover a population of 500 people, the approximate
population of an average community. No CHW should have to travel
more than 4 km. to perform his or her duties. Beyond the 25 km.
radius of the static facility, mobile health units will provide
health care services on a monthly or bi-weekly schedule. Figure
111-2 shows how the Kitui District rural health system will be
organized to incorportae CHW and mobile activities.

D. Project Components

1. Construction and Upgrading

In the first phase all the facilities in Kitui
Town and RHU facilities of Near North, Eastern and Southern
divisions to be constructed, upgraded or improved will be
provided with requisite staff, water, equipment and vehicles.
The project will upgrade four health centers and 10 dispensaries,
and construct 2 new dispensaries, a garage/workshop in Kitui
Town, three small garages at each Re/H, a drug warehouse, offices
and two project staff houses in Kitui town. These facilities
along with equipment and vehicles will provide the essential
physical infrastructure from which MOH and NGO staff can begin to
implement the improved primary health care system.

Second phase construction will upgrade one
health center and three dispensaries in the Far North Division,
thus establishing the necessary physical facilities for the MaR
to extend the primary health care system throughout the Kitui
District. Maps 111-1 and 111-2 show existing and planned static
facility networks.

2. District and RHU Staff

District and RHU staff will be posted to
provide inpatient and outpatient care at static facilities and to
establish and support the community-based system.
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Key new positions which the MOH will establish
~n this project are:

Assistant Medical Officer of Health (AMaH) at
the district headquarters; and

Second Clinical Officers, (SCOs) at each HC/H.

The AMaH and SCOs are essential to planning,
implementing and coordinating the activities of this project.
The AMaH will be a counterpart to the technical assistance team.
Although the AMOH must have training and experience in rural
health planning and management, he need not be a medical doctor.

Presently there are 106 paraprofessional and
ungraded staff at the static facilities in the project area of
concentration. To operate the increased static facility
capability, this number will have to be increased to 172. To
implement the CHw outreach program, 21 additional staff will be
needed, 13 of which would be paraprofessionals (1 AMaH, 3
Clinical Officers, and 9 Commmunity Nurses). This staffing will
provide the necessary skills for carrying out static and outreach
health care, family planning and nutrition activities.

3. Community Sensitization

Up to five Sensitization Teams (each consisting
of 1 SCO and 2 Community Nurses (CNs)) will be fielded under this
project. These teams will work from their Health
Center/Headquarters. To ensure community involvement one of the
CNHs will be from the RHF nearest the community. Where possible
the local Community Development Assistant from the Ministry of
Social Services and Culture will be included on this team.

In consultation with divisional officers,
chiefs, sub-chiefs and local leaders, the Sensitization Team will
identif~ clusters of communities that have the following
characteristics:

- established for a period of at least 15 years
- strong leadership
- active self-help groups

history of adopting innovations
- location more than 6km. from nearest RHF

The cluster that ranks the highest will be
selected first for sensitization and training of CHWS. The
Sensitization Team will then work with the remaining clusters.
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The Sensitiztion Team's tasks will include:

conducting a community health assessment covering
the role and effectiveness of traditional
practitioners and collection of baseline data;

- helping communities identify desired health
activities;

- creating
importance
for health

awareness of the CHW program and the
for communities to assume responsibility
needs;

facilitating the community decision as to whether
or not it wishes to have CHW services;

- assisting the community to establish a CHW
selection process;

- jointly identifying CHW training needs;

- ensuring that the community fully understands that
any remuneration (whether in kind or cash) and
day-to-day supervision ~s the full responsibility of
community;

- assisting the community to establish a committee
to coordinate and support CHW and comm\\nity health
activities s including identification of one person
on this committee who will have primary
responsibilty for organizing, supervising and
managing CHW and community rural or health
activities;

- jointly
equipment

identifying the
needed by CHWs;

type of drugs and

- jointly identifying a central location within the
cluster of communities for CHW training.

Sensitization will be carried out over a period
of two months. Three 'or more visits are planned to each
community which should provide sufficient information to decide
the nature of their involvement and make the necessary
arrangements to support the community-based activities.

One member of the Sensitization Team, a PHT or
CN excelling in community organization and motivation skills,
will join the Hc/H insevice CHW Training Team (PHT, EN) on its
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monthly visits to communities. This person will be responsible
for supportin~ community organizations and community efforts to
organize and manage CUW activities and community public health
activities and assisting the development of Community Development
Fund sub-project proposals.

Each HC/H will have two vehicles for these
activities.

4. Community Health Workers

The Community Health Worker (CHW) is critical
for effectively extending curative health services and
technically supporting preventive and promotive health
development projects initiated by the community. CHWs will work
with all members of the community including Traditional Birth
Attendants and health practitioners. CHWs will organize and
carry out their activities in collabortion with the community
committee that has the responsibility for managing the work of
the CHWs. CHWs may work voluntarily or for remuneration in cash
or kind as arranged by the community and CHW and will be the
responsibility of the community to maintain. The GOK and AID
will not provide funds to maintain CHWs.

CHWs will work full or part-time. Some
communities will opt for one part-time CHW, others for one
full-time and some will want 2 CHWs and a part-time basis. CHWs
will visit all households in their community to learn the health,
nutrition and family planning status of each family. While doing
this they will begin recording basic mortality and morbidity
data. Basic curative health care will be provided at the homes
of patients or at the CHW's home. CHWs will be able to identify
and treat such illnesses as malaria, parasite infections,
diarrhea, conjunctivitis and skin infections. They will also
make preliminary diagnoses or identify symptons and refer
paitents. They will give patients priority referral chits which
will allow the patients to receive more expeditious health care
at health facilities since the CHWs will have screened them and
prepared preliminary symptomatology. CHWs will be trained to
know when they are not qualified to treat a patient and where to
refer the patient.

The CHWs will be primary contact persons ln
their community for any maternal child health development
activities. CHWs will maintain continuous contact with community
leaders (Chief, Sub-chief, Village Manager), divisional and
locational technical officers from various ministries (e.g.
Water, Agriculture, Education, Livestock), administrative
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officers (Divisional Development Committee, District Officer) and
concerned non-government organization representatives to ensure
that resources are available for health development activities.
The CllWs will work with the community committee to plan,
implement and manage health development projects funded from the
Community Development Fund. CHWs will spend an increasingly
larger portion of their time on promotive and preventive health
activities such as measles and polio immunization campaigns,
child age-weight records and malaria suppreSS10n.

CHWs will receive technical supervision and
support from the local RHF staff. CHWs will meet with RHF staff
monthly. During these meetings, CHWs will receive monthly
medical supplies (pharmnceuticals, dressings and non-prescription
contraceptives), sub8it records for medical supplies used,
discuss their past month's work, and receive technical advice on
any specific problems identified on health development
activities.

5. Support and Mobilization of Community Resources

Communities in Kitui District have many
institutional, human and material resources which have been the
foundation of their rural socio-economic life. Besides numerous
self-help groups there are clan and family organizations,
traditional healers and birth attendants, schools, development
and administrative structures, labor, supplies and funds that can
be mobilized and strengthened to organize and sustain community
health activities. In the proposed project CHW areas people have
had only limited access to static facility health care, and have
had to depend on several of these resources for maintaining
community and individual health. This project is geared toward
tapping these resources, developing new resources (CHW),
improving existing traditional resources (Traditional Birth
Attendants and Healers), and mobilizing and supporting other
community resources to help communities sustain CHW and public
health activities. (See Figure IV - I below.)

At the community level this is a major task
that requires a division of labor. The CHW will be responsible
for basic curative and individual preventive and promotive health
care. Responsibility for community prevention and promotive
health development activities will be the community's
responsibility, through the designated community commitee
established for this purpose. The CHW will serve as a technical
resource to the committee but the key link is betweeen the local
rural health facility (EN and PHT) and the community.
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In order for the community to meet more of its
own health needs, two constraints must be addressed. First, both
the NOH staff and the community are not presently oriented to
community-based health care. Training of MOH staff (described
below and in Annex K) is needed to reorient RHU staff to the
tasks of supporting ad mobilizing community resources for
community-based health care. In turn the RHU staff must be able
to guide and suport communities to identify health problems,
their solutions and resources and technologies are available to
address these problems.

Second, the Government has limited resources
This means that community funds, supplies, labor, and
organizational capacities must be tapped and strengthened in
order to provide the necessary resources, i.e., actual community
support of CHW and health development activities. It also means
that the Government must provide continuous technical and
organizational support to communities within a minimally
strengthened static network of facilities and rural health staff.
The support and mobilization tasks described below in this
section and the project compon~nts described eleswhere are
directed to this end as well as meeting the referral,
communication, pharmaceutical, management, planning and
evaluation needs of the Kitui PAC system.

One important component for strengthening the
capabilities of the community to identify and solve its own
problems is the Community Development Fund (discussed below ~n

subsection 18 and IV.F. (ii). While many communities will be
able to undertake the support of CHWs and health development
activities without external resources, some communities will be
too poor to do so. This fund can be utilized by these
communities to develop that capability through self-sustaining
and/or income-generating health development activities that will
let them fully participate within the community-based component
of this project.

As noted, RHF staff technical community
organizational support is essential to the mobilization of
community resources. Tasks of key personnel are described
below. (Also refer to Figure IV-I.)

At the outermost periphery of the static
facility system two key cadres of personnel will support
community outreach activities on a regular basis. These cadres
consist of the PHT and the EN, respectively. Both of these
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cadres will be trained in community mobilization and support.
Support services each of these cadres will provide to the village
committee, CHWs, and to the community-at-large are described
below.

a. PHT

The PHT will provide the following services to
the village committee:

assessment of the status of community
environmental conditions and technical
direction concerning how collective community
activity could bring about needed
improvements.

information concerning how vertical health and
health-related development programs originating
at higher levels will impact on local
environmental conditions.

assist in organizing and otherwise mobilizing
community resources to undertake community
health development activities.

assist in the preparation of proposals for
assistance from the Community Development Fund
to support community development activities.

assist in the evaluation of community health
development programs and activities and provide
recommendations as to how these can be
provided.

assist 1n the evaluation of CHW's roles 1n
providing support to community health
development programs and activities.

The PHT will provide the following services to
CHWs:

pre-service training 1n public health and
community motivation.

continued in-service training in public health
and community motivatioin.
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support concerning specific community
and supported health development

assessments as to the'proximate sources of
environmentally caused illnesses manifest
the community.

~n

assistance in defining the role
supporting community initiated
health development programs.

of the CHW in
and sponsored

The PHT will provide the followng services
directly to the community-at-Iarge consisting of individuals,
schools, cooperatives, and various other organizational groupings
including self-help groups:

sensitization as to the environmental causes of
illnesses and what steps individuals and the
community can take to improve its local
environment.

public health education emphasizing preventive
and promotive health proErams and practices.

advice and direction as to how community
organizations can mobilize their resources to
undertake community health development
projects.

assist the community in becoming aware of the
availability of external. resources and how
these can be combined with local resources
resulting in effective community health
development projects.

facilitating the application of external
resources to supporting community health
development projects.

provide continuous reinforcemertt and support
concerning the necessity of community
assumption of responsibility for improvements
in health status.

provide continuous motivation to communities to
organize, ini.tiate, and sustain health
development projects and to support the
activities of CHWs.
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The EN will provide the following serVlces to
the village committee:

assessment of the health status of the
community with empha~is on illnesses related to
MCH, nutrition, family planning, and
immunization.

evaluation of community health attitudes and
practices as these relate to disease and
illness.

evaluation of the impact of community health
projects on reducing disease and illness.

provide information concerning how vertical
health and health related development programs
originating at higher levels will impact on
illness and disease in the community.

evaluation of the curative activities of CHWs.

The EN will provide the following serVlces to
CHWs and to TBAs, when appropriate:

pre-service training in MCH, nutrition, family
planning and immunization (CHWs and TBAs)

continued in-service training in MCR,
nutrition, family planning and immunization.
(CHWs and TBAs.)

clinical supervision and monitoring of drug
dispensing and referral practices.

technical support concerning illness prevention
and health promotion and education activities.

drug resupply.

technical support to TBAs 1n connection with
complicated deliveries.

direction of the role of CHW 1n preventive and
promotive health programs.
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The EN will provide the following services
directly to the community-at-large consisting of individuals,
schools, cooperatives, and various other organizational groupings
including self-help groups:

sensitization as to causes of illness and
disease and what steps individuals and
communities can take to alleviate and prevent
illness.

provide preventive and promotive health
education with emphasis on changing individual
and collective attitudes and practices that
impede illness prevention or contribute to
unwarranted vulnerability to disease.

advice and direction as to how communities can
organize to undertake illness prevention and
health promotion activities emphasizing
immunization, family planning, mutrition, and
MCH.

assist the community in becoming aware of the
availability of external resources and serVIces
and how thebe can oe integrated with local
resources and services to strenghten illness
prevention and health promotion activities.

facilitate the application of external
resources to supporting community health
development projects and programs.

provide continued reinforcement and support
concerning the necessity of community
assumption of re~ponsibility for improvements
in health status.

provide continuous motivation to communities to
organize, initiate and sustain health
development projects and to support the
activities of CHWs.

The dicsussion above describes the tasks and
functions of static factility staff ~hich will be most directly
and regularly involved in community support activities. The
project calls for an increase of a total of 87 staff positions in
rural health facilities. The design.of the project specifies the
involvement of over 50 percent of all RHU staff and 90 percent
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of all the incremental staff 1n playing a direct supportive role
1n community-based health activities. This staff involvement 1S
in addition to that which may occur as a result of increased
attendance at static facilities due to referrals from CHWs. A
conservative estimate of the total incremental staff time
directly devoted to the support of community-based activities
consists of 12.3 person years per year (See Annex K).

6. Training

Training carried out under the project will
1n the areas of 1) district and RHU health planning and
management; 2) drug distribution management; 3) sensitization
communities; and 4) training of CHWs, TBAs, and RHU staff.

be

of

Present staff at all levels must be trained to
plan and implement a decentralized primary health care system
with a major CHW component. The network of staffed static
facilities will not be sufficient to ensure that the objectives
of this project are realized. Training will be required to
reorient present health services from the static curative
approach to a community-oriented curative, preventive and
promotive approach.

The Rural Health Management Team (RHMT) will be
trained by the provincial management training team in accordance
with the training protocols set forth 1n the IRH/FP Program.
This training will focus on the management, implementation and
evaluation of rural health services. MOH staff will also train
the RHMT and district rural health staff in the management of the
MORis improved pre-packged drug distribution program.
Supplemental training specifically keyed t~ the Kitui project
with special emphasis on development and supporting
cummu~ity-based activities will be conducted jointly by the
project staff and MOR headquarters senior staff.

The RHMT will conduct two one-day seminars per
year for the District nd Divisional Development Committees ensure
understanding, participation and cooperation in the
implementation of project activities.

Health Center/Headquarters (HC/H) teams will
receive at least four weeks of training to become community
facilitators and traine~s of CHWs and RHU staff. From each HC/H,
1 Clinical Officer, 3 Enrolled or Community Nurses, 1 Public
Health Officer, and 1 Public Health Technician will be trained.
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One Enrolled Nurse and one Public Health Technician from each
rural health facility in the RHU will also receive this training
to ensure that trained personnel are available to supervise
community and CHW activities. In addition the SCO, who will be
the coordinator for all HC/H outreach activities, will receive
on-the-job training in planning, management and evaluation from
the project staff. Training will be conducted at the Rural
Health Training Center (RHTC) in Kararuma, Embu District and in
the field. The HC/H teams will then be responsible for training
all remaining RHU staff through two-day workshops at training
facilities in Kitui District. These workshops will explain the
goals and objectives of the project and the specific roles and
functions of paraprofessonal personnel in each RHU. HC/H teams
and RHU staff will receive in-service training annually or, if
possible, every six months.

CHWs will be trained by HC/H teams 1n groups of
6 to 12 at a central location (school, church, community
structure) Two months of preservice and inservice training
during the first year will be given in three stages. The first
stage will concentrate oin basic health and nutrition skills
which CHWs can immediatley practice. Simple community health
surveys and record keeping will also be covered. In the curative
areas CHWs will learn to recognize malaria, skin disease,
parasite infection, diarrhea, rebpiracory infections,
conjunctivitis and minor injuries. CHWs will also learn when
they should refer cases to static facilities.

Second stage training will focus on
strenghtening recently learned skills, learning midwifery and
family planning, and identification of one or two health
development projects, e.g., maintenance of community water
systems and construction of latrines. TBAs who are not CHWs will
be included in this training stage to expand the community's
knowledge and skills in midwifery and family planning.

The third stage of training will focus on
health, nutrition and family planning problems related to
preventive and promotive health care and intersectoral activities
identified by CHWs. The Public Health Office and technicians as
well as other divisional level staff from other ministries will
conduct much of this training and begin to establish long-term
relationships with community organizations and leaders.
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During the first three years of the project,
HC/H teams will sensitize 72 communities and train about 144
CHWs. During the second phase Hc/H teams will sensitize an
additional 210 communities and train 420 CHWs. Figuring a 30%
attrition rate*, approximately 70% or 195 communities out of an
estimated total of 281 in the CHW-targetted communities will be
reached by trained CHWs.

The MOH National Family Welfare Center (NFWC)
or other institutions will give in-service training to Clinical
Officers and Enrolled Nurses so that there ~s at least one
qualified staff member at each static facility to provide FP
services. This will be accomplished by the third year of the
project.

To ensure continuity of the project and provide
additional trained health planners/managers of district-level
primary health care system, four MOH officers slated for
Assistant Medical Officer of Health (rural) positions will be
selected for Masters in Public Health training in the U.S.
Training will be phased so two officers will return from training
in the third year of the project and the other two in the sixth
year. it is expected that the two of these officers will be
assigned to Kitui District and the other two will initiate
similar comunity-based activities ~n other districts.

There will also be about 24 person months of
short-term observational training for district and
Man/Headquarters staff in Africa and other third countries to
share experiences in developing community-based health care.

7. Mobile Service and Health Units

Mobile health units will be utilized for RHU
sensitization, training and CHW support activities.

The use of mobile health units to deliver
health care serv~ce is still being tested and evaluated for its
cost effectiveness under the Coordination for Development (CODEL)
Primary Health Care project. Mobile health units will be
utilized in the early stages of implementation of the Kitui
District expanded primary halth care system to serve communities

*Attrition in this context applies to CHWs who drop out of the
program for personal reasons or because of lack of community
support.
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and CHWs. In the long-run however,
if mobile units or a combination of
services will most efficiently meet
remote areas.

the MOH
static
the

During the first phase it is planned that CODEL
will continue its regular mobile health program presently funded
by a USAID Operational Program Grant from Muthale and Kimangao
hospitals. Two mobile units will concentrate on providing
primary health care services on a monthly basis in areas of
Central and Far North divisions not otherwise served by CHWs.
CODEL will transfer its other mobile unit operations to the
Mutitu HC/H in Eastern Divsion and to Ikutha HC/H in the Southern
divsion. CODEL will then train MOH HC/H staff at Mutitu and
Ikutha to operate these units in areas not served by resident
CHWs, i.e., eastern Zombe, Mutha and Endau locations. (See Map
111-2.)

During the second phase, CODEL will transfer
the Kimangao operations to the proposed new Kyuso HC/H in Far
North Division and the Muthale unit to Kauwi-Kathibo HC/R in
Central Division. CODEL will then train the MOH HC/H staff at
Kauwi and Kyuso.

An additional $400,000 has been included ~n the
USAID/Kenya FY 83 budget for Kenya for mobile health unit
operations, training and pharmaceuticals to support CODEL
operations. Vehicles have also been provided under the Kitui
Project to facilitate MOH assumption of mobile health activities.
Once these activities have been taken over by the MOH, the MOH
will pay for all operating costs and pharmaceuticals and ensure
that the mobile health activities are integrated into the Kitui
primary health care system.

8. Improved Drug Distribution System

An improved drug distribution system will be
implemented under the project to meet the need of both static and
community-based activities.

The ·MOll is presently pilot-testing a
prepackaged drug distribution system in two districts. This
system was developed to avoid inappropriate prescription and
waste of drugs and to ensure a continuous supply of drugs to all
rural health facilities. The pilot system is considered
relatively successful so far, but it does not include a component
to provide drugs to CllWs. The design of the new system is well
thought out and sound, but greater on-the-ground attent~on to its
implementation is necessary for full success. Addition of the
CHW component will increase the need for management of drugs and
their distribution. (For more details see Annex I.)
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With assistance from the project's technicians,
the MOH will adapt the present improved drug system to
incorporate the supply of drugs to CHWs. The MOH will provide
the following basic drugs and medical ~upplies to CHWs.

anti-malaria drugs
skin ointment

- worm medicine
- oral rehydration packets (CHWs will also be taught
- to make these locally.)
- aspirine or panadol

tetracycline eye ointment
- gentian violet
- dressings

A first aid kit and a weighing scale will also be provided. The
system incorporating CHW needs will be ~n place by the eighteenth
month of the project.

9. Developing and Implementing Referral Protocols

At the heart of an effective referral system
are disciplined, consistent, and correct diagnositic, treatment
and referral judgements. This requires uniform selection,
training and supervision of personnel involved in these
activities. Referral manuals and protocols for health personnel,
including CHWs, will be developed under the guidance of the Rural
Health Management Team with assistance of contract personnel and
the Faculty of Medicine, University of Nairobi. The resulting
manuals and protocols will be completed, field tested and
evaluated by ~he end of the first project phase. They will be
continuously evaluated and revised during the project. Their use
will be extended to Far North and Central Division in the last
three years of the project.

10. Rural Health Mangement Team (RHMT)

The Rural Health Management Team (RHMT) will
consist of:

Assistant Medical Officer of Health
Public Health Nurse (Community Nurse with
MCH/FP training)
Public Health Officer
Health Education Officer
District Clinical Officer
Nutrition Officer
Statistician
NGO Respresentative
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This team will have day-to-day project
management responsibility and will report to the District Medical
Officer of Health, the Provincial Medical Officer and MOH
Headquarters. Responsibilities of this team are as follows:

a. Plan and direct the development and institutionalizing
of the Kitui primary health care system. Develop curricula for
the training of trainers, and for RHU personnel in the
utilization and supervision of CHWs and TBAs.

b. Develop curricula for the trainers of community
sensitization teams, CHWs and TBAs.

c •
ment and
TBAs.

Develop of manuals and protocols for diagnostic
referral activities of all health personnel, CHWs

treat­
and

d. Provide policy guidance
(rural) and others responsible for
system.

to Cecond Clinical Officials
the Kitui primary health care

e. Oversee and expedite facility construction, upgrading
and improvement; equipment and supply acquisition, including
drugs; and appropriate staff postings.

f. Monitor community sensitization to support CHWs and
initiate preventive and promotive health activities.

g. Maintain, and evaluate the
collected at RHU levels and insure as
tools.

health information
clinical and management

h. Coordinate Government and NGO pr~mary health
activities.

~ .
and SCOs to
development

Assist District and Divisional Coordinating Committees
integrate health activities with complementary
activities.

11. Technical Assistance*

The project will fund 15 person years of
long-term and 40 person months of short-term technical assistance
to implement this project.**

The major task of the
this technical assistance will be to assist
institutionalize the Kitui district primary
This will be done by:

contractor providing
the RHMT to
health care system.

*See Annex G for detailed scope of work and job descriptions.

**This has been increased to 18 person years of long-term and 43
person months of short-term technical assistance to include
community development apecialist assistance (Kenyan and U.S.),
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developing procedures and practices for
training; supervision and monitoring of
personnel; patient referral; logistical
systems (including drug supply) and vehicle
and equipment ma1ntenance.

institutionalizing procedures for
coordinating activities of Government and
NGO health activties; and

developing cooperative relationships among
divisional and district level committees to
coordinate the delivery of primary health

• services with other social and economic
development activities.

a. Long-Term Technical Assistance

Four long-term technicians, a Senior
Health Planner, a Senior Health Training Specialist, a Civil
Engineer and an Administration and Procurement Specialist, will
be provided under this project.

Senior Health Planner (5 years)

This person will possess an M.D. with a Masters 1U Public
Health ano will have substantial field experience. He or she
will have a broad understanding of health care organizations,
primary health services delivery, community organization and
health planning.

This person will be the Chief of Party for the Technical
Assistance Team and will coordinate forty person months of
consultant services. This person will report directly to the
Senior Deputy DirecLor of Medical Services at the Ministry of
Health Headquarters and the Medical Officer of Health, Kitui
District. This person will also serve as counterpart to the
Assistant Medical Officer of Health, Kitui Distict.

The Senior Health Planner will have primary
responsibility for the overall direction of the" project including
the delegation of responsibility to the other members of the
Technical Assistance Team and consultants.
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Senior Health Training Specialist (3 years)

TEXT

This person will have a Ph.D. in health administration,
public health, or possibly health occu~ation education and will
have substantial field experience. She or he will have
substantial experience with health care organizations and
professional and paraprofessional health workers ~n a developing
country context.

This person will be the Deputy Chief of Party and will
report to the Chief of Party and AMaH. He or she will have
principal responsibility in training, curriculum design, and
training evaluation.

civil Engineer (4 years)

This person will be a Kenyan resident possessing a degree
~n civil engineering with a minimum of three (3) years work
experience inclduing at least one year in design or construction
supervision of rural water supply or sanitation projects in
Kenya. The Civil Engineer will report to the Chief of Party and
will receive technical and managerial direction from Ministry of
Health Officers. He or she will be primarily responsible for the
implementation of the Community Development Fund projects
described below. This person also periodically supervises
construction activities at various health facilities in Kitui
District.

Administration and Procurement Specialist (3 years)

The Administrative and Procurement Specialist will possess
at least a bachelor I s degree in engineering, planning, or
business administration and a minimum of five years experience ~n

administration, procurement, and construction management.

This person will wo~k in a line position ~n the MOH
Planning and Implementation Unit. This officer will report
directly to the Senior Deputy Director of Medical Services or
designee and will coordinate all job activities with the Chief of
Party. He or she will carry out responsibilities in accordance
with Govenment of Kenya's and Ministry of Health's Code of
Conduct for employees in similar positions. This person will be
the primary contact in the Ministry of Health for all matters
relating to design and construction of health facilities, the
procurement and distribution of equipment and supplies, and
services required by the Technical Assistance Team.
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b. Short-Term Technical Assistance

The project call~ for 40 person months of
consultatn services. It is planned that ten months of the will
be procured locally, while the remaining thirty will be obtained
from the U.S. Consultants shall work under the general direction
of the Chief of Party or designee.

Categories and estimated time requirements
for consultant services are as follows:

Category Time Requirements

(1) Design and implementation of curricula
and training programs

(2) Development of referral network
(3) Adaptation of logistics systems

(medical supplies, drugs, etc.)
(4) Decentralization of rural health

management and administration
(5) Establishment of health information

and evaluation system
(6) Design of special project activities

(e.g., Community Development Fund)

Total

8 months

8 months
4 months

6 months

4 months

10 months

40 months

12. Peace Corps Involvement

USAID has explored with Peace Corps/Kenya
and will explore with the MOH possibilities of involvement of
Peace Corps Volunteers (PCVs) in this project. One possibility
is for PCVs to assist in the design and implementation of
projects identified for funding under the Community Development
Fund .. Another possibility is following-up community
sensitization and CHW training activities, especially 1n the
initial stages, to facilitate continuous contact with communities
and CHWs.

Details regarding any specific Peace Corps
involvement will be negotiated with GOK and Peace Corps/Kenya
respresentatives afte project approval.

13. Health Information and Evaluation

This complex project requires an
information and evaluation component that continuously collects
data and assesses development processes and outcomes. This
component will be useful for managing the primary health care



- 45 -

system in Kitui. It will be incorporated in
Information Service Unit that will collect,
primary health care system characteristics.

the MOH Health
analyze and report

During the first year of the project,
collection of baseline data will begin; collection should be
completed by the end of the second year of the project. During
the third year, a health information system will be
institutionalized in Kitui. It will be incorporated in the MOH
Health Information Service Unit that will collect, analyze and
report primary health care system characteristics.

Throughout the course of the project,
special in-depth studies will be conducted. Quantitative
information, which will be coupled with qualitative expert
judgements and opinions, will lead to recommendations for
changes, revisions, and improvements in project activities.
Periodic appraisals, and in-depth evaluations will be conducted
jointly by the MOH, RHMT, U.S. techn~cal assistance personnel,
members of the Medical Faculty from the University of Nairobi and
USAID/Kenya. These data gathering and analysis activities will
provide a basis for substantive dialogue with government
concerning the potential need to change policies and procedures
throughout the health care delivery system.

Below is an illustrative list of health
information that will be required:

(1) Baseline Survey

- facilitie~

- population characteistics
health status

- health practices and knowledge
- environmental condition

economic circumstances
utilization

- health practices and knowldege
- environmental condition
- economic circumstances
- utilization patterns and co~ts

(2) Ongoing Health Information

- clinical service management
- administrative service management
- monitoring of costs
- trends in morbidity and mortality
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(3) Periodic Studies and Surveys

- training
delivery of services and supervision
community health attitudes and practices

- coordination
- management
- outcomes and effectiveness of the pr~mary

health care system
- effectiveness of drug supply system

role of traditional practitioners
PVO and other private sector projects to
provide data base for policy dialogues

- cost effective use of mobile units

See Annex J for elabortion on the health data to be collected.

14. Family Planning

There are currently only thirteen full-time
maternal child helath/family planning (MCH/FP) service delivery
points within Kitui district. All are in MOH health facilities:
the hospital, eight health centes and four dispensaries. They
are serving less than the national average of 5% of women of
child-bearing age. In the Near North, Estern and Southern
divisions of Kitui District, where most of the Kitui Rural Health
Project will be concentrated, there are only four designated
MCH/FP service delivery points and the availability of family
planning services is extremely limited. None of these Mcn/FP
service delivery points, located in health centers, has a single
person trained to deliver family planning information and
services. However, four dispensaries are visited by mobile FP
clinics once or twice a month. Also two Catholic missionary
hospitals provide (when requested) instruction in natural family
planning mehtods acceptable to the Catholic Church.

In order to extend MCH/FP coverge, each MOH
rural health facility wihtin this project which is not presently'
designated as a MCH/FP service delivery point will become one as
soon as possible. Additional staffing, in-service family
planning training (including natural family planning methods),
procurement of MCH/FP equipment and, in certain cases,
construction of additional clinic space will be provided. The
community Nurse or Enrolled Nurse with midwifery training are the
principal providers of family planning services. All eNs and ENs
must attend an in-service FP course before the HOH recognizes
their competency in family planning. ENs and CNs are expected to
insert IUDs and prescribe and supply oral contraceptives,
condoms, foams and jellies upon completion of in-service FP
training. The HOH has decided that Clinical Officers who have
never previously played a role in FP delivery will receive
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in-service trianing to qualify them to prescribe oral
contraceptives and to supervise more effectively the FP serv~ces

rendered by CBs and ENs. Patient Attendants, CHs, ENs and Family
Health Field Educators who have not attended training will
receive on-the-job training from district health staff to qual-ify
for resupplying oral contrceptives. To comply with the full MOH
staffing norms each health center should have one clinical
officer and five ECNs and each dispensay should have two ECNs.
For each static facility to be a FP service delivery point, there
must be at least one graded staff member with FP training. The
goal is to have Clinical Officers, Enrolled Nurses and Community
Nurses in Kitui District who are qualified to deliver FP
ser~vces. At present no clinical officer and only seven ENs have
received the necessary training. The first step in the project,
therefore, is to ensure that at least one EN at each of the
twelve dispensaries and at the one health center which currently
lack such qualified staff will have FP training. This will be
accomplished by providing in-service training to ENs currently
assigned, transferring trained ENs, or by a combination thereof.
The second step will be to ensure that a second EN with training
in family planning is assigned to each of the twelve dispensaries
and the three health centers which have less than two ENs with
such training. Again this will be done by transfer, in-serice
family planning training or a combination thereof. The third
step will be to train the remaining ENs and Clinical Officers
assigned to the health centers.

The MOHls National Family Welfare center
·(NFWC) conducts in-service family planning training. Kitui
District personnel will be scheduled to attend the NFWC's regular
courses or alternatively, courses will be scheduled in Kitui
District. USAID will finance MCH/FP equipment to ensure that
each health center and dispensary in the project area has the MOH
standard MCH/FP equipment.

The dissemination of FP information and
education will be an important component of this project. The
in-service FP curriculum for CNs, ENs and Clinical Officers
emphasizes communications skills and FP motiation. Clinical
staff will concentrate on the motivation of women visiting
clinics for MCH puposes. CHWs will be trained in FP motivation
techniques and will be expected to carry information and
education into the community as a major focus of their health
education efforts. The messages will concentrate on the health
and welfare of families. They will be integrated into
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discussions of other MCH concerns. Materials developed under the
Government proposed Integagency Information and Education Program
will be utilized by both clinical and community extension staff
as they become available.

USAID has p~oposed that the MOH allow CHWs
to distribute contractipives as well as to provide FP motivation.
In USAID's view, there is no advantage to dichotomizing
motivation and service efforts. The MOH has not fully accepted
our recommendations and is still hesitant to approve the
non-clinical distribution of contraceptives. This hesitancy
appears to be based on fears of an adverse political reaction
rather than on medical grounds. the CHWs will only be allowed to
distribute condoms. Family Health Field Educators (FHFEs)
distribute condoms, foams and jellies. However, there are only
eight FHFEs in the project area and there are unlikely to be more
in the near future because the MOH has frozen their recruitment.
USAID will attempt to persuade the MOll to implement operations
research activities within the area to test alternative
approaches to combined delivery of health and FP services on a
non-clinical basis under carefully controlled conditions. We are
confident that the MOH will be willing to introduce FP serV1ce
and information and education innovations as political support
for FP continues to grow in Kenya.

14. Vehicles

This project will provide 16 vehicles and
40 bicycles to extend outreach activities from the HC/Hs, HCs and
dispensaries in the project area.

Four vehicles will be assigned to the
District Headquarters, 1 for the RHHT's general use and 3 for the
Technical Assistance Team's specific use. Mutitu HC/H and Ikutha
RC/H will each receive 4 vehicles, and for mobile health unit
activities to be phased over from the CODEL project. The other
will be 'u~pd by the HC/H Team for community sensitization, CHW
training and follow-up technical support and supervision of CHWs
and community health development activities. Migwani HC/R will
receive 3 vehicles for the same activities but none for mobile
health activities.

The forty bicycles will be distributed with
2 g01ng to each rural health static facility in the project area.
These will be used by staff to extend preventive nd promotive
helath activities within the 6 km. catchment area of the static
facilities.



\

- 49 -

16. Repair and Maintenance of Vehicles, and
Equipment

One of the major hottlenecks in extending
outreach programs in rural areas has been the lack of maintenance
and repair of vehicles. At any given time a high proparation of
MOH vheicles are either under repair or unuseable because they ar
not properly maintained in the first place.

Another serious problem experienced at
almost all rural health facilities is health equipment (~.g.,

kerosene refrigerators, autoclaves, lighting fixtures) not being
used for want of minor repair~

The IRH/FP program recognizes these
problems and incorportes in its activities the development of a
MOH capability to repair and maintain its own equipment and
vheicles, especially in the rural areas. The Kitui project
incorporates such a program.

One major garage/workshop in Kitui town and
three minor garage/workshops at each HC/H in the project area
will be constructed and equipped by AID and staffed by the MOH.
Staffinz at Kitui Town will include a Mechanic and an Equipment
Technician.

17. Two-way Radio Network

To facilitate general communications and
distribution of medical supplies, 2-way radios (VHF SSB
transceiver with a power output in range 25-100 watts PEP) will
be provided at the following places:

Kitui Town - District Headquarters
(project funded)
Ikutha HC/H (provided under NASA
Photovoltaic project)
Mutitu HC/H (project funded)
Migwani HC/H (project funded)
Mutha Dispensary (project funded)
Endau Dispensary (project funded)
~utomo Hospital (already in place)

The three RC/R units will be linked wrth Kitui Town. The Mutha
unit will be linked with Mutamo Hospital and Ikutha HC/H. The
Endau unit will be linked with Mutitu.
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Two-way radio communication will g~ve these
health facilities the capacity to exchange ideas and information
on a routine and emergency basis, o~viate or lessen need to
transport messages by vehicle, consult on patient problems, alert
facilities of referrals, follow-up patie~ts' progress, and
request emergency supplies, equipment and serivces. Mutha and
Endau dispensaries have been included because they are
particularly isolated due to lack of public transport. As
vehicles will not be provided to dispensaries, the 2-way radio
link will permit these two isolated dispensaries to calIon their
respective HC/Hs for emergency transport of patients when the
need arises.

The need for 2-way radio communications in
Kitui was identified and described in the Kitui Feasibility Study
(p. 177-17R). On the basis of a follow-up study by the African
Nedical and Research Foundation entitled "Design for a T\vo-way
Radio Communications System for Static and Mobile HaIth
Facilities in Kitui District" (Harch 1981) and discussions with
the Ministry of Health, the above 2-way radio network was
incorporated into the project.

18. Community Develop~ent Fund

The purpose of the Community Development
Fund ~s to provide funds to communities with limited resources to
develop a capability to initiate self-sustaining health
development activities. This fund will supplement funds, labor
and materials provided by the communities to implement projects
that will have a community-wide public health or nutritional
impact. In very poor communities this fund will also serve as a
source for "seed" money for health development subprojects (e.g.,
kitchen gardens, poultry units) that would generate income for
the community to support CHWs.

Subprojects will include protection of
water s~pplies, development of water sources and village cleanup
campaigns such as proper placement of pit latrines and compost
heaps. Subprojects could also be private or cooperatively run
small animal production units (e.g., poultry, goats, rabbits) and
kitchen gardens that would increase the availability of
nutritious foods and generate funds for maintaining CHWs.
Preference in the allocation of these funds will be given to
communities that have been supporting the CHW program, that have
organized themselves effectively and that are willing to take on
significant responsibilities for their own health care, including
the provision of community labor, funds and supplies.
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The Rural Health Management Team (RHMT)
will have overall coordination and implementation
responsibilities for processing and selecting sub-project for
funding. AID funds for the Community Development Fund will be
allotted directly by the Ministry of H~alth to the District
Medical Officer of Health in Kitui District along with a
delegation of authority to disburse these funds. The RHMT with
assistance from the Technical Assistance Team will be responsible
for ensuring that the criteria and procedure for reviewing,
approving and funding activities are followed (see Section IV.F.
(ii) for description of procedures).

The total Community Development Fund will
be $435,000, of which $185,000 is for the first phase and
$250,000 IS for the second phase. Since there are an estimated
282 communities in the project's three targetted divisions, the
Community Development Fund will provide and average of about
$1500 or Kshs 13,000 (US$l.OO = Kshs 8.50) per community.

18. Incentive Structure for Community
Involvement

Crucial to the success of this project is
an incentive structure that will promote community involvement.
Tile basic incentive iLlcorpolated .in t.:ne pl:Oject design f,.J1"
motivating communities to support the activities of CHWs and to
launch preventive and promotie health projects is as follows: If
a community establishes and appropriate committee to provide
general management and support (including cash payment if
necessary) for the CHW and agrees to undertake and maintain at
least one major health development activity annually, the
Government will:

train CHWs selected from the community
according to resonable criteria;

provide technical supervision of CHWs at no
cost;

supply certain drugs to the community
through the CHW at no cost;

provide access to the project's Community
Development Fund for limited amounts of
materials and money, if necessary, on a
" one for oneil or " two for oneil matching
basis to undertake health de~elopment

projects;
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allow CHWs to 1ssue priority referral
chits to community members and grant
priority for service at secondary and
tertiary static facilities (health center,
district hosptial).

The basic principle underlying the
project's incentives is that communities will accept recurrent
responsibility if they believe the benefits are worthy of such a
commitment. The principal benefit accruing to the community will
be perceived as convenient access to drugs. Preventive and
promotive efforts of CHWs, which are important over the long
term, will not be readily perceived as beneficial by the
communities.

E. End of Project Status, Project Outputs and Inputs

The conditions this project is designed to achieve
by the end of the project are shown in Annex A, Logical
Framework, along wth project outputs and inputs. The use of
end-of-project conditions and outputs in evaluating the progress
of the project are discussed in Annex J, Information Systems and
Evaluation.
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IV. PROJECT ANALYSES

A. Technical Feasibility

1. Kitui Feasibility Study

In August 1979 the GOK initially asked USAID to
develop an innovative health services delivery project in Kitui
District involving the utilization of CHWs. USAID, after
conferring with officials from the Ministries of Health,
Planning, and Finance and district officers in Kitui, assembled
and funded a team to assess the feasibility of a project. The
Kitui feasibility study team was comprised of four Kenyans and
five Americans and was headed by Dr. Dennis Carlson, Associate
Professor, Department of International Health, Johns Hopkins
University. The team worked in Kenya from June 3 to July 19,
1980 and spend 3-1/2 consecutive weeks in Kitui District. The
team visited 25 health facilities in Kitui District, numerous
schools, markets, Government offices and community residences,
and attended two open town meetings. Four meetings were held
with the Kitui District Development Committee.

Since the feasibility team printed its report
(Kitui Feasibility Study ~2port, U3AID/Kenya, NJirobl, Kenyd,
August 1980), USAID and MOR officials have met with the Kitui
District Development Committee on three occasions to discuss
various aspects of the project. In addition, USAID and MOH
Hedquarters officials and the Provinical Medical Officer have met
on at least five occasions to review project elements. This
project is based on the feasibility report and the numerous
discusssions and meetings held with Kitui District, provincial,
and MOH Headquarters officers.

2. Innovation - Community-Based Health Care System

The innovation feature of the project is the
institutionalization of a community-based primary health care
system supported by strenghtened rural health static facilities.
The technicl feasibility analysis indicates this is the
appropriate technology to introduce into the Kenya health care
delivery system for s~veral reasons.

First, given the high rate of population growth
(4 percent per annum) and existing limitations on the rate of
static facility construction, expansion of the rural health care
system with reliance on static facilities, even though
supplemented with mobile clinic outreach activities, is not
likley to increase appreciably access to primary health care
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services for the rural poor. With an accelerated expansion, the
rural health care system could only reach 50 percent of the rural
population in the absence of population increase. Given the
rapid rate of population growth, that percentage falls to less
than 30 percent over the next decade.

Second, in vie\.... of GOK difficulties 1n
constructing new health facilities and providing adequate staff
AID sees the necessity for the HOH to "gear dO\vn" to a health
delivery technology that is more consistent with GOK
implementation capacities. The principal construction effort 1n
this project consists of upgrding and improving existing static
health facilities, rather than creating new ones (except for two
dispensaries). Also, efforts are focussed on bringing facilities
up to staffing, equipment and medical supply levels that will
allow them to operate effectively both as health service delivery
points and as support units for CHWs. The project emphasis is on
strenghtening static infrastructure only as a prerequisite to
expanding health services delivery using CHWs and mobilizing
community resources.

Third, the resulting CHW system will be eaS1er
to maintain than the static facility approach the MOH has been
taking in recent years. The CHW system does place more strain on
the dr~g supply system and initially on district level staffing
and management than the static facility approach. However, in
the long run less strain is placed on staffing, supply, and
management once static facility staff and district management are
able to adopt appropriate policies for utilizing CHWs as the
primary delivery mechanism. CHWs will be trained for
comparatively short periods in local communities; thus, the only
additonal strain on existing training institutions will be for
the training of a relatively few CHW trainers. Communities will
take responsibility for general supervision and administration of
the activities of CHWs thus relieving the MOH of these burdens.

Fourth, economic analysis reveals that CHW
health delivery provides services at lower costs per beneficiary
than the stat ic facility approach. Thus the CHW approach 1S more
feasible in terms of recurrent cost requirement.s.

All

Fifth, th is project fills a ser10US gap 1n
widespread implementation of expanded rural health services.
GOK has not yet attempted implementation of community-based
health care delivery in a field setting. There are currently
about 15 community-oriented primary health care programs in
Kenya. While some of these are nominally sponsored by the
Government, they are in fact projects that are directed and
administered by NGOs, donors and university organizations.

the
The
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have merit, but all are small scale and operate within a unique
set of institutional circumstances outside the Government health
care system. These projects are important experiments to study
for insights in the design and implemen~ation of a Government
supported community-based system and have been studied by both
USAID and the GOK for these purposes.

It ~s important that the GOK attempt to
implement the expansion of rural health services with a
community-based component on a significant but manageable scale
to gain op~rational experience for eventual nationwide expansion
of rural health services. The advantage of this project ~s that
it is Government-initiated, directed and aministered; covers a
significantly large area and population; and encompasses both NGO
and Government heatlh resources. Yet by focusing primarily on a
single district the project constitutes manageable undertaking.

In summary, USAID sees no feasible cost
effective alternative to this project approach. During the past
four years, with the help of consultants, AID has analyzed the
Kenya health sector in depth, and along with other donors, has
made recommendations to the COX concerning changes needed in
national health policies. The GOK has responded to the analyses,
technical assistance and recommendations in a very positive way.
GOK involvement in the development of the philosophy and specific
content of this project is evidence of this response.

3. Construction and Equipment

a • Construction: Section 611 (a)

The construction component of this project
consists of improving or upgrading 12 dispensaries and 6 health
centers, and constructing two new dispensaries in four divisions
of Kitui District and an office building, drug store, two staff
houses for the contract technicians and one garage/workshop ~n

Kitui Town. Annex D, Engineering Analysis, contains details of
health facilities planned for improvement, upgrading and

facilities ~n three divisions (Near North, Eastern and S
where the project will be initially implemented and four health
facilities in Far North Divsion included in the Government's five
year development plan were conducted by MOR planning officials
and USAID and REDSO engineers. The planned construction program
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will allow static facilities to operate effectively both as
health serv~ce delivery points and as support units for CHWs.

MOW standard designs, Mith minor modifications
for some locations, will be used for all physical facilities.
The construction will basically consist of concrete or stone
walls, steel windows, wooden doors, concrete floors, corrugated
galvanized iron roofs with timber trusses and hard-board
ceilings. All facilities will include roof gutters to collect
rainwater in water tanks. Water borne sanitation with septic
tanks will be provided where dependable water supply exists. In
all other cases, pit latrines will be provided. No facility will
be provided with electrical power.

The MOW is in the porcess of preparing final
design for ten sites. The design for the remaining sites will be
prepared under the project by private consultants to avoid
delays.

In addition, two senior staff houses will be
constructed in Kitui Town for two U.S. technicians. The houses
will be sited on the land owned by the Better Living Institute
which is operated jointly by the Ministries of Health and
Agriculture. The houses will be of the same type as the nine
houses under construction for the ASAL project. The construction
consists of cement concrete block walls, steel windows, wooden
doors, concrete floors overlaid with PVC tiles, asbestos cement
sheeting roofs with timber trusses and hard board ceilings.
Potable water and electricity will be provided from the town's
supply and the waste water will be treated in septic tanks.

Detailed cost estimates for the construction of
b ildings and serv~ces at each health facility are included in
Annex B. The estimates are prepared on the basis of average bids
received by the MOW and modified to allow for the remoteness of
the sites. The estimates also include an inflation factor of 12
percent per annum and a contingency of 10 percent.

The MOW's standard designs and specifications
and the cost estimate have been reviewed by the USAID/Kenya
General Engineering Advisor and have been found sufficient to
ensure that cost estimates are reasonably firm as required under
Section 6ll(a) of the Foreign Assistance Act of 1961, as amended.

b. Equipment

The project will finance with loan funds the
following equipment:
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(i) Standard health center and dispensary
equipment will be provided. During the site visits by USAID and
1-1inistry of Health officers, it was noted in general, that
dispensaries ·d not have sufficient equipment or that the
exisitng equipment was old and would have to be replaced in a
year or two. However, all exisitng health centers were generally
well equipped. Existing and new health facilities which are
included in the construction program will be provided with the
necessary equipment in accordance with the Ministry of Health's
standard list. (See Annex H.) The equipment list is based on
functions of each room in a health facility. The project will
finance the cost of replacement equipment and additional
equipment for dispensaries, health centers and Health
Center/Headquarters so that all facilities are fully equipped for
the intended services. Some dispensaries which do not have easy
access to petroleum products, in particular Endau and Mutha will
be provided with photovoltaic refrigerators for storing drugs.
Others will be provided with kerosene refrigerators.

(ii) 15 vehicles, (5 with engine capacity of
approximtely 1600 c.c. and 10 approximately 1000 c.c.) will be
provided for the supervision of CHWs and mobile clinics, and for
use by the RHMT and project technicians.

(iii) Up
(including weighting scales)
kits will be provided.

to 390 Community Health Workers kits
and 300 Traditional Birth Attendant

(iv) MOH'e Community Development Fund will
finance tools and equipment for community health projects.

(v) Radio communication facilities will be
provided to connect three Health Center/Headquarters (Migwani,
Mutitu and Ikutha) to Kitui District Hospital, Mutha Dispensary
to Mutomo Hospital and Ikutha HC/H, and Endau Dispensary to
Mutito HC/H.

B. Economic Analysis

The economic analysis for this project is rather
extensive. Issues concerning the possibility of undertaking a
full cost/benefit analysis, comparability of this project with
available alternatives and the Government's ability to sustain
and expand this project's approach tcr heatlh care are examined
along with other issues in Annex E. The major findings of the
analysis are summarized below.
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The maIn alternative to this project is to assist
the HOB to expand static facilities and mobile unit activities In
rural areas at levels which would offer primary health services
to a maximum of 50 percent of the current rural population. This
alternative was rejected because of the r~asonable probability
that this project could expand cov~rage to up to 70 percent of
the population at a lower annualized per unit cost. The project
will provide primary health care services at an annualized cost
of about $4.25 less per beneficiary than a static facility/mobile
unit alternative. MOH recurrent costs range from $3.73 to $5.23
per beneficiary, depending on whether the project is successful
in providing services to 70 to 50 percent of the target
population.

Determination of project replicability requires
consideration of areas in Kenya which would qualify as potential
project sites. It IS estimated that by the year 2000 only 60
percent of the Kenya population would reside in rural areas
suitable for project replication. Suhtracting populations that
would be reco'v~ng service from static facilities leaves 35
percent of the population in the year 2000 as potential
beneficiaries of project replication.

Incremental recurrent costs of the CHW project range
from $5.23 to $3.73 per beneficiary depending on thp level nf
population coverage ranging from 50 to 70 percent. Estimates of
costs of extending the model to cover 35 percent of the exisitng
rural population reveals that replication would cost an amount
equal to 21 percent of the MOR recurrent budget for 1982-83.
This means that in order for the MOH to accomplish replication of
the project to all suitable population sites by the year 2000,
the recurrent budget would have to grow at a real simple annual
rate of approximatley 1.1 percent above the rate of population
growth. The GOK projects real growth in GNP at 4 to 5 percent
compounded annually, a constant proportion of Government
expenditures to GNP, and no decrease in the MOH share of
Government expenditures from the current 6.2 percent by FY
1983-84. Even if GOK projections are on the high side, it is
clear that the GOK could afford to gradually replicate this
project over tinle if it chooses to do so.

To implement the program successfully, substantial
private investment lS required by the community involving outlays
of resources, effort, and perhaps money. The question exists
whether th
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The best way to demonstrate the fact that private
returns on investment In the project are positive is to calculate
costs and benefits to an individual member of the community. The
annual maintenance costs of up to two part-time CHWs for a
community of 500 people is estimated at between Ksh 9.60 and
19.20 per member of the community.

The MOH estimates that the incremental cost of drugs
for each member of the community at around 3 Ksh. Assuming that
on the average each individual saves two trips to a static
facility annually, savings of transport costs are conservatively
estimated at Ksh 10 per individual. Assuming'that each member of
the population save 4 hours* annually in waiting and travel time
valued at 2 Ksh/hour, private benefits increase by Ksh 8 per
individual annually. Additional time saved from tending the ill,
say two hours annually valued at Ksh 2/hour yields another Ksh 4
of private benefit annually per individual. Private benefits,
therefore will have an annual value of Kshs .25 per invididual
compared to cost of up to Kshs. 19.20 per individual, yielding a
positive rate of return on investment.

C. Social Soundness Analysis Summary

1 . Soc i,o - ~ u 1 t u r a l__Xe,~~~ b i lit y

A community-based health care program focusing
on curative as well as preventive and promotive health services
IS needed in Kitui District and residents have expressed the
desire for improved health services. Crucial to the success of
the project are communities' willingness and ability to
financially support CHWs as well as preventive and promotive
health measures. The initial contact with communities will be
decisive In determining their involvement In the program.

Initial contact with communities regarding the
possi~ility of participation in the program will be by
Sensitization Teams. Since the teams' work requires particular
skills and a non-authoritarian orientation towards rural
communities, one member of each team will be required to have
training in community development work. the teams will allow the
communities ample time for reflectioin and internal discussions.
It is extremely important that community leaders do not decide on
behalf of the community. If the majority of a community's

* 8 hours is considered a more
50 percent of the people would
time value IS practically nil,
hours.

realistic figure. However, since
be school children whose travel
the 8 hours are reduced to 4
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members show little or no interest 1n participating 1n the
program during the second visit, the Sensitization Team will
cease working with that community, but may subsequently renew
contact.

Studies conducted 1n some Kitui communities show
that families are willing to pay for curative health services.
Moreover, they are willing to undertake preventive health
activities focused on improved domestic water supplies. Their
ability to pay is more difficult to assess, since Kitui District
has a limited agricultural base due to poor soils and unrealiable
rainfall. Nevertheless, most families show a willingness to use
part of their meager income to pay for health services. If those
who initially decide to participate in the program believe the
preceiv~d benefits will be realized, they are most likely to
continue to support the program and actual receipt of benefits
will encourge other communitis to participate. The CHWs must be
able to deliver promised services and medicines. The CHWs'
ability to diagnose and treat simple ailments and injuries 1S
crucial to maintaining a community's commitment. Thus, the
initial training of these workers must focus carefully on a few
basic curative treatments, so the worker can delivery adequate
services. Equally important will be the continued and timely
replenishment of drugs and medical items to facilitate the CHWs'
performance.

Other anticipated benefits will stem from
innoculation services in the community. There will also be the
potential of receiving tools and equipment from the Community
Development Fund. Since the major "felt need" in most
communities is access to clean water, care must be taken not to
raise expectations. In most cases an improved water supply
requires a significant input of outside technical expertise.
Some funds will be available for building, where feasible,
shallow wells and sub-surface dams. Since data on Kitui reveals
that most households do not own simple hand tools such as picks
and shovels, which are essential for building pit latrines and
refuse pits, some tools will be made available to communities for
preventive health activities. It is only by this method of
providing some outside funds that the project can expect
significant community level preventive health care action. Many
of these actions will require cooperation and coordination within
the MOH and other Government ministries.

70 to 100 households per CHW is considered maximum
both in terms of coverage and reasonable in terms of community
financial obligation. The project criteria for selection of CHWs
are that the person be .,bl- "0 read and writer Swahili, be 25
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years or older, be married or have children, and n~t have
full-time off-farm employment. Also the CHWs are to be selecte~ by
popular participation. The minimum criteria are based on similar
NGO programs and the results of Kitui household interviews~ The

~.

crit~~a are considered necesary to pro~ide a framework for the
selection process. The literacy requirement is essential since
the CHWs will be expected to keep sirnle records and use printed
guides on health care. Caution should be exercised in not
~emanding too much record keeping from the workers since their
level of literacy may not be very high, Communities will decide
the sex of the CHW. Ideally each community would have a male and
a female worker, but due to the cost to the community to maintain
~wo CHWs, this may not be feasible,

2. Spread Effect

A spread effect 1S expected to occur within the
three main project divisions. As communities participating in
~he program receive benefits, other communities are likely to
¥ant to participate. Another spread effect may be the CHWs
showing patients how to perform simple first aid procedures, such
~s treatment of wounds and making oral rehydration fluid,

The project 1S designed to test the feasibility
of a community-based model. Implpmentation mAy reveAl wppknpsses
tn the model which will then require modification. If a
successful model has been developed by projeci completion, it
would be extended to other divisions of Kitui District. It is
also likely to spread to other districts, with the assistance of
~OK and other donor agents. The design of the project ensures
~hat various steps ar replicable with regard to financial costs
~nd personnel requirements.

3~ Social Consequences and Benefit Incidence

Approximately 98,500 persons (or 1~,000

households) in three divisions of Kitui District are expected to
b~nefit through participation 1n the CHW component of the
project. Benefits will be in the form of continuously avialable
treatment of simple injuries and illnesses, free medicines,
improved services or traditional midwives, innoculation of
~hildren, and community level preventive and promotive health
activities. Indirect benefits will accrue particularly to women
th~ough a reduction of time spent attending static facilities and
~oing to shopkeepers for simple cures. A further 98,500 persons
or 560 households in the Far North, Near North, Eastern and
Southern divisions of Kitui District will benefit through
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strengthening and expansion of static health facilities which
will result in improved health care. Within the project area,
over the long term, there should be a reduction in mortality and
morbidity due to an increaseri availability of health serv~ces.

The most direct bene{iciaries will be up to
560 persons trained by CHWs. At lest 60 percent of these are
expected to be females. They will benefit through the creating
of part-time jobs and an increased skill base as a result of the
training. Up to another 300 women, who are traditioinal
midwives, will benefit from training received under the project
in pre and post-natal care and more hygienic mehtods of
delivery. Approximately 150 MOH staff and officers will also
rece~ve training.

The project is anticipated to impact on up to
70 percent of the population receiving CHW services of Kitui
District through creating a greater awareness of the causes of
diseases and preventive measures. The focus on preventive and
promotive heRlth care is also expected to affect the orientation
of current medical staff and to mobilize local leaders and
Government officers assisting the effort.

D. Administrative Feasibilit~

I
1. MOB Management Capacity

Management capacity has been weak in Kenya's
health system largerly due to the shortage of medical doctors
with management training. This weakness also stems from the high
degree of contralization that is characteristic of many LDC
health systems, particularly in Africa. This project attempts to
deal with these management problems ~n a direct way.

First, the project is geared to district level
delivery of health services that focus on local ocmmunities.
Management policies and procedure will be developed upward from
the rural health unit to privincial and MOH headquarters levels
to ensure that the health priorities at all these levels are
fully incorporated.

Second, the project will be managed by the
Health Management Team, augmented by an Assistant Medical Officer
of Health who will be the counterpart to the Chief-of-Party of
the Technical Assitance Team. By interfacing the project with
the existing district management structure, project activities
will be an integral part of district and MOR programs.
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The project provides overseas health management and planning
training for four medical officers and thus contributes to
alleviating management constraints ~n the rural health services
system.

Third, the provincial and district level leadership
have been closely involved in the design of the project. The
District Commissioner is an able administrator and is supportive
of the project. The Provincial Medical Officer is also highly
regarded, holds an MPH from a U.S. university, and was one of the
members of the USAID sponsored tour of rural health delivery
systems in South Korea, Thailand and the Peoples Republic of
China conducted in April, 1980. The Director of Medical Service
have accompanied USAID officials on trips to the field and have
participated in the project design process since its inception.
Finally, the Member of Parliament from Kitui Town, who also is
the Minister of Labor, has pledged his support of the project and
has on numerous occasions requested briefings concerning the
progress of project development.

In summary, management interest and capacity has
been addressed directly by the USAID in the course of project
design. Care has been taken in the design of the project to
avoid or alleviate managemetnt weaknesses. District, provincial
anJ MOB Headquarters incerest is k~en anJ key seniol officers
from these offices will be instrumental in implementing the
project.

2. MOH Staffing

USAID in consultation with the MOll determined
m~n~mum staffing requirements for this project by analysing the
present levels, functions and roles of actual staff in the
project area and estimating staff needs for the duration of the
project. The determination was made recognizing the Ministry's
limited capacity to train and assign additional staff, especially
in the ·paraprofessional categories.
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The table below shows actual RHU staff in Near
North, Eastern, Southern and Far North divisions of Kitui
District and the incremental staff required to implement the
project.

Increm- Increm-
ental needs ental needs

Actual to upgrade to add CHW
Staff Static Component Tat al

position ~n Kitui Facilities Increase
Paraprofessional Staff

Assistant Hedical 0 0 1 1
Officer of Health

Clinical Officer 4 1 3 4

Public Health Officer 0 4 0 4

Public Health Technician 8 12 0 12

Community Nurse/
Enrolled Nurse 29 8 9 17

Nutritionist 2 0 0 0

Family He a 1 th Field 1 1 0 0 0
Educator

Lab Technician 0 3 0 3
Ungrade Staff

Clerk 0 6 1 7

Patient Attendant 21 6 0 6

General Attendant 26 14 0 14

Driver 5 6 7 13

Cooks 0 4 0 4

Vehicle l-1echanic 0 1 0

Equipment Technician 0 1 0

Totals 106 66 21 87
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Although this increase ~n staffing will be
difficult, the MOB recognizes it is necessary for implementing
effective primary health system with a substantial CHW component
in the Kitui District. Negotiations with the MOH have resulted
ina firm commitment to provide the recummended staff. It ~s

USAID/Kenya's judgment that this commitment and the level of
staffing proposed is adequate for successful implementation of
the project.

3. Construction and Equipment

The MOH's Rural Health Planning Implementation
Unit, staffed by a Kenyan and two DANIDA funded technicians, is
responsible for administrting the construction of health
facilities throughout Kenya. To strengthen the capability of
this unit, the project will finance an administrtion and
Procurement Specialist. The major responsibility of this
specialist will be to administer the construction and equipment
component of this project. The MOH Rural Helath Planning
Implementation Unit co-ordinates all MOH's constuction activities
with the Ministry of Works, which is the GOK's executing agency
for construction and maintenance of building. The MOW has been
instructed to give high priority to the MOH's construction
program. However, the MOW also faces staff constraints. To
avpid 0verbu~dening the ~0V it ~~ proposed that the MO~ continue
with the design of ten proposed health facilities for which the
MOW began preliminary design work a year ago., The remaining ten
proposed health facilities will be designed by a private
architectural and engineering firm (A&E) using the MOW's standard
plans. the construction of all buildings, including those
facilities designed by the MOW, will be supervised by the A&E
firm.

4. Mechanism for Coordination

Historically, mechanisms for coordination of
NGO and Government health delivery activities have been weak.
Mission groups have operated in Kenya since the end of the 19th
century. Mission hospitals have continued to playa large role
in the health delivery system since independence. However, as
Government resources in recent years have increased and mission
resources have remained constant or in some case dwindled, the
Government has exercised more leadership in coordinating
voluntary and public activities. Since 1973 Government has
provided subsidies to mission hospitals. This action evidences
Govertnment's realization of the importance of voluntary
activities to the health delivery system and demonstrates its
perception of the opportunity to integrate voluntary activities
more thoroughly with the public health delivery system.
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In Kitui District, m~ss~on hospitals and other
voluntary agency representatives are members of the district
Development Committee which is chaired by the District
Commissioner. The Medical Health Offic~r of Health is also a
member of that body. USAID is funding the NGO CODEL project
which is the principal community outreach program in Kitui
Distict. Thus, both leverage and mechanisms exist for
coordinating voluntary and public health services delivery ~n

Kitui.

The project design features the District and
Divisional Development Committees as the major bodies for
coordinating the activities of public and private sector rural
health delivery. One of the major tasks of the Technical
Assistance Team will be to advise the RHMT on improved procedures
and policies for effective coordination of private and public
health service activities.

5. Community Development Fund

This fund will be a significant incentive to
motivate communities to support the activities of CHWs and to
initiate and maintain preventive and promotive health activities.
The project provides a Civil Engineer who will work with RHU
staff in assisting local communities to identify their needs and
resource requirements for community health activities. The RHMT
with advice from the Technical Assistnce Team will determine the
suitability of individual project activities for funding.

6. Availability of Technical Assistance Personnel
for Project Implementation

The project calls for four long-term advisors
and 40 person-months of short-term consultants. The long-term
advisors consist of: one Senior Health Planner, one Senior
Health ,Training Specialist, one Civil Engineer and one
Administration and Procurement Specialist (See Annex G for
detailed scope of work for the Tchnical Assistance Team). Since
the' Adm i n i s t rat i v e and Pro cur e men t S pee i ali s t will beg in work
soon after the Project Agreement is signed, USAID/Kenya will
recruit this individual separately from the remainder of the
technical assistance team. The remaining advisors will be
recruited under a host country contract. The MOH intends to
advertise for these services \.;idely in the u.s. and Kenya and
expects responses from a number of institutions including PVOs.
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E. Financial Analysis

1. Summary Cost Estimate

The total estimated project is $12,695,000 of
which AID will finance $9,380,000 and the GOK, $3~3l5,000 in
local currency (Kenya Shillings). Of the AID's share, $4,630,000
wiH be in loan funds and $4,750,000 in grant funds. The total
GOK contribution is approximately 26 percent of the overall
project cost and theefore the requirements of Section FAA 110 (a)
is satisfied. The table below indicates the estimated project
costs:

Table E-l Summary Project Cost ($000)

Grant

Technicl Assistance

AID

2,767

GOK

65

TOTAL

2,832

(b) Incremental Staff Salaries and
Training

1,154 1,154

Participant Training 486 219 705

( e )

(0

Loan

Community Development Fund

Evaluation

Contingencies (10%)

Subtotal

435

630

432

4,750

140

1,578

435

630

572

6,328

(i) Medical Supplies (non-pharmaceutical) 25

(g)

(h)

( j )

CQnstruction and Equipment

Vehicles and Bicycles

Radio Communication

Subtotal

Total Grant and Loan

4,287

248

70

4,630

9,380

(73.9%)

1,032 5,319

396 644

296 321

13 83

1 , 737 6,367

3,315 12,695

(26.1%) (100%)
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The basis for the above cost estimtes are fully detailed
~n Annex B (Detailed Financial Estimates). Approximate inflation
contingency have been a~ded to each project component cost.
However, it should be noted that in the above table, an
additional project contingency of 10 pe~cent has been added for
the grant portion of the AID and GOK financing to account for
unforseen costs in grant financed components. For example, the
technical assistance cost could easily go up by 40 percent if a
private firm's auditied overhead rate is higher than the rate
used in the estimates.

The AID's contribut ion is further broken out into foreign
exchange and local currency costs as follows:

Table E-2 AID Contribition (Foreign Exchange and Local
Currency, $000)

2. Architectural and Engineering services and construction
services will be provided by Kenyan firms. As noted in the
Implementation Plan, procurement of both services will be
advertised in the U.S., other Code 941 countries and Kenya, but
it is very likely that off-shore firms will not be able to
compete with well developed Kenya's architectural and engineering
firms and construction contractors. Also, practically all
construction materials are locally produced. A few items such as
sanitary fittings not produced locally will be procured locally
under the 'Shelf Items' rule.

1. Technical assistance contractor will be paid ~n local
currency for all local costs.

Grant

Subtotal

I

I
I
I
!

I
I
I
l
I
I
I
!
I
!

4287
248

25
70

4630

4187
9

4196

100
239

25
70

424

Local
FX Currency Total

2107 660 2767
486 486

435 435
330 300 630
292 140 432

3215 1535 4750

2 •

Subtotal

Loan

construction and Equipment
Vehicles and bicycles
Medical Supply
Radio Communication

(a) Technical Assistance 1.
(b) Participant Training
(c) Community Development Fund
(d) Evaluation
(e) Contingencies

(0
( g )
(h)
( i)
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2. Financial Plan

a. AID Contribution

AID proposes to m~ke its contribuition ~n

two parts: Grant $4,750,000 and Lo~~ $4,630,000. For th loan,
the lowest of AID's concessionary 1a9n terms will be utilized,
that is principal repayment in 40 years with a ten-year grace
period, with interest at two percent per annum during the grace
period and three percent during the repayment period.

The AID contribution will be disbursed as
noted in Table E-3 assuming that the project ~s authorized in
late FY 81 or early FY 82.

Table E-3 Disbursement of AID Contribution ($000)

(1) Grant FY 82 83 84 85 86 87 Total

( a) Technical Assistance 210 730 730 630 367 100 2,767

(b) Community Development Fund 50 110 120 130 25 435

( c ) Participant Training 75 100 100 100 100 11 486

(d) Evaluation 105 50 160 60 60 195 630

(e) Contingencies 10% 40 93 110 90 66 33 432

Subtotal 430 1023 1210 1000 723 364 4,750

( 2) Loan

( a) Construction and Equipment 280 2723 200 108 !+ 4,287

(b) Vehicles and Bicycles 240 8 248

( c) M~dical Supplies 25 25
(non-pharmaceutical)

(d) Radio Communitication 1-0 1-0

Subtotal 545 2731 200 1154 4,630

Total 975 3754 1210 12001877 364 9,380
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Table E-4 Dirbusement of GOK Con t rib 11 t ion ($000)

Fiscal Year (GOK)
Item 81/ 82 82/83 83/84 84/85 85/86 86/87 87/88 Tot al $

(1) Technical 6 19 15 13 12 65
Assistance Support

( 2 ) Participant 20 60 60 60 19 219
Training

( 3) Construction 547 79 159 99 116 32 1,032
and Equipment

(4) Vehicles and 32 70 78 88 100 28 396
Bicycles

( 5) Medical Supplies 31 47 89 107 22 296

( 6 ) Staff Salaries 60 160 180 207 309 86 1,002

(7) Training of Trainers 18 18

( 8 ) Training of CHW 1 3 3 3 3 1 11+

( 9 ) Distri.ct Rural 10 20 20 20 20 20 10 120
He a 1 th Management
Team

(10 ) Radio Communication 10 3 .n

557 157 442 562 579 696 182 3,175
Contingency 140

Total $3,315

b. GOK Contribution

The GOK contribution to the pr 0 j.ect is
estimated at $3,315,000, and it wi 11 be disbursed as shown in
Table E-4.

c. GOK R~current Cost Implications

The GOK contribution to the project during
the life-of-project (LOP) will be financed from GOKls Development
Expenditures Budget. After the Project Assistance Completion
Date (6 years from the date the Project Agreement is· signed), the
cost of maintaining the project will be financed from GOK's
Recurrent Expenditures Budget. Table E-5 below compares the
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project development expenditures to the Ministry of Health's
budget for 1981/81, and to budget ceilings and budget projections
for 1982/82 through 1987/88. The project will not have a
significant impact on the total MOH budget or on the MOH
Development Budget during the initial period 1981/82 - 1986/87.
Project maintenance costs and project salary expenses will
continue during 1987/88 and beyond.

The annualized recurrent cost of the
project during FY 1987/88 and thereafter is estimated at US
$387,000 in constant 1981/83 prices (K pounds 197,000). This
represents 0.3 percent of the recurrent budget projected for
1987/88 and a somewhat smaller percentage of the larger MOH
recurrent budgets which are expected in the years to follows.

Additional GOK outlays required to cover
interest and amortization costs resulting from the project loan
of 54,630,000 are summarized in Table E-6. Calculations are
based on project disbursements set forth in Table E-3.
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Table E-5 Recurrent Cost Implications (1000 K. pounds at 1981/82 prices)

81/82* 82/32 83/84 84/85 85/86 86/87 87/88
(Budget (Forward Budget Ceiling) ( ........ Projected** ..... )

Estimates)

MOH-Total Budget 53684 57000 60700 65400 69850 74606 79682
Recurrent 42783 45500 48500 52400 56064 58984 64179
Development 10901 11500 12200 13000 13786 14619 15503

Additive GOK Project Cost*** 284 72 183 209 194 210 49

Additive Cost as % 0 f:
MOH Total Budget 0.5 O. 1 0.3 0.3 0.3 0.2 0.0
MOH Development Budget 2.6 0.6 1.5 1.6 1.4 1.4 O. 3

Notes: * GOK fiscal years July 1 - June 30.

** Projections based on annualized rate of increase of Recurrent and Development Budgets
1981/82 - 1984/85.

*** Constant u.s. dollar expenditure estimates coverted to K. pounds, based on commercial rates
prevailing after the September 1981 devaluation of the Keyan currency.
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Table E-6 Kenya: Kitui Rural Health Project, C;)mputation of Interest and Principal Repayments
(u . s . $1000s)

Fiscal Years

19 8a~ 1983 1984 1985 1986 1987 1988 1989 1990 1991 1992-2021

Loan Fund (Disbursements) 545 2731 .- 200 11 54
Interest on 1st Year Loan @ 2 "I --5 -1[ --1-1 --1-1 11 --1-1 --1-1 --1-1 --1-1 --1-1

10

Interest on 2nd Year Loan @ 2% - 27 5 55 55 55 55 55 55 55
Interest on 3rd Year Loan @ 2%
Interest on 4th. Year Loan @ 2% - - - 2 4 4 4 4 4 4
Interest on 5th Year Loan @ 2% - - - - 12 23 23 23 23 23
Interest (Grace Period) --5 ~ ~ ~ ----so ~ -----g) ~ ~ -----g)

Interest Clnd Principal 76 231
Repayments (Repayments Period)

TOTAL DEBT SERVICE 5 38 66 68 80 93 93 93 93 169 231

Notes:

(1) Assuming interest during grace period paid as it falls due, and loan disbursements made evenly
through the year.

(2) Loan term for 40 years at 2% interest per annum during grace period of 10 years; and at
thereafter. Interest to be paid semi-annually on outstanding principal during grace period.
of principal to begin nine and one-half years after the first interest payment is due.

3%
Repayment
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F. Environmental Examin~tion

The Initial Environmental Examination (lEE)
recommending a negative determination ~as approved by AID/Won
March 6, 1981 with clarifications noted in State 142429. The
general description of the project remains the same except that
(i) the scope of construction activities has changed and (ii)
demonstration projects are now more clearly defined as described
below:

(i) Instead of. constructing four major health
center headquarters with training facilities for CHWs, it is now
proposed to upgrade or improve 18 existing health facilities (12
dispensaries and 6 health centers) and to construct 2 new
dispensaries. Yhe sites of all existing and propsoed facilities
have been inspected by REDSO and USAID engineers. Each site,
which varies from one to five acres and designated by the
Government or Kitui Country Council for use by the Ministry fo
Health, will require minimum gound clearing and has good drainage
conditions.

The type of construction material will be the same
as stated ~n the original PID, i.e., cement, concrete or stone
walls, concrete floors, cement asbestos sheeting or galvanized
corr~gaged iron sheets on timber trusses. Gutters and storage
tanks to collect rainwater from roofs will be provided. Twelve
facilities are provided water from sources operated and
maintained by the Ministry of Water Development or county
council. Funds are provided in this project for providing piped
water to five facilities. The remaining three will have to
depend upon the roof-catchment until appropriate sources are
developed by the Government since they will have to be part of
large schemes. Water borne sanitation with spetic tanks will be
provided where the water supply ~s dependable; otherwise pit
latrines will be provided.

USAID/Kenya will approve final plans before the
facilities are constructed. This review will assure that
adequate provisions have been made to minimize envirq~ental
concerns. since the change in the scope of construction
activities does not have significant impact from an environmental
point of view, the negative determination for the construction
element is still valid.

(ii) Demonstration projects to be financed under the
MOH's Community Development Fund (CDF) will be implemented by
local communities. The CDF will receive the allocation from
project grant funds to finance the cost of commodities.
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This fund represents a significant incentive factor motivating
communities to support the activities of Community Health Workers
and to initiate and maintain preventive and promotive health
programs.

(a) Community Project Selection

There will be two sets of criteria applied to
selection of projects to be undertaken by the community. The
first set of criteria will be applied by the community members
themselves in order to selet which specific helath interventions
they will attempt to implement in response to the priority public
health problems they have identified. The second set of criteria
will be applied by the Rural Health Management Team in
coordination with District and Divisional Development Committees
for determining whether financial support to a community health
project should be granted.

Once the communities have identified their
priority health problems and considered alternative ways of
dealing with them, the local RHF, PHT and Sensitization Team
members will continue working with the community members in
applying the following criteia to decide which of the alternative
interventions should be undertaken:

(1) does the proposed intervention address the
root cause of the problem or merely repond
to symptoms of a more basic underlying
problem?

(2) does an appropriate technology exit for
dealing with the problem in the village
context?

( 3 ) are the resources for project
implementation available to the
e. g.

- material?

- labor?

I

v.llage?

- expertise (technical, managerial)?

(4) is there a satisfactory plan for mobilizing
and managing resources provided for the
implementation and continuation of the
proposed intervention?
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(5) does the project affect a significant
number and type of beneficiaries?

(6) is the project consistent with the
health policies and general philosophy
of the Government?

(7) does the proposed intevention risk
having a significiant adverse impact on
the community's natural environment?

It IS expected that many of the projects
selected by the communities using the above criteria will be
able to be undertaken without requiring outside financial
support, \4hich is very important, given the need for the Project
to enhance the self-reliance of the community and to be
replicable outside the Project area. Nevertheless, it IS also
important that the Project be able to provide financial
assistance to selected community projects when it i necessary to
suport the "process" development objectives of the Project. The
following selection criteria will be applied to community request
for financial support of their projects in order to avoid
having the provision. of outside funds undermine the self-reliance
objectives of the Porject:

(1) Has the community done a thorough job
of applying the above criteria in
selecting the project?

Has the community exhausted all other
possible sources of the resources
needed?

Are there other priority interventions
which could be undertaken by the
community at this time without the use
of outside financing?

(4) Is there a significant self-help aspect
to the proje~t; is a sufficient
percentage of the necessary resources
being provided by the community to
assure their commitment to the
project?

(5) will the use of outside funds create a
recurrent cost obligation beyond the
means of the community?
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(6) Will the use of outside funds significantly
undermine the establishment of a belief in
self-reliance in neighboring communities?

(7) Is the proposed intervention a technically
sound response to the problem indentified
by the community?

(8) What does the proposed project intervention
require of the Hc/H, RHMT and other
district and divisional ministerial staff
in terms of technical backstopping and
supervision and in terms of project
monitoring and project management? Are the
required resources available within the
project area?

(b) Subproject Proposal Preparation

The local RHF, PHT and the Sensitization Team
will be responsible for guiding the Community Commitees through
the process of problem definition and prioritization, followed by
the preparation of proposals to address selected health problems.
The sca and other concerned RHU staff team members will be aware
of the critcri~ fOL s~bpLcject selection as described above ~~~

will be responsible for coordinating the preparation of proposals
that meet these criteria and contain the following sections:

(1) clear definition of the health development
problem

(2) analysis indicating why selected health
development problem is top priority

(3) identification of factors contributing to
problem

(4) clear definition of activities required to
address the problem, including all required
inputs

(5) clear assignments of management and
implementation responsibilities

(6) plan for measuring project effectiveness
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(7) identification of all resources available
to community for supporting project

(8) demonstration that community will be able
to maintain project

These proposals will then be submitted to the
RHMT which will be reviewed and approved through normal
Government channels as described below .

. ( c ) Project Approval

The Community Commitee identifies appropriate
health problems and proposes a solution. This Committee and the
local RHF, PHT and Sensitization Team determine the required
inputs and determine what resources the community can mobilize
(labor, capital, etc.), what resources are available through
Government or private organizations and identifies any additonal
resources needed. A subproject proposal is drafted with the
assistance of the local PHT and Sensitization Team (and others as
required by the technical nature of the proposed intervention) in
accordance with the criteria indicated in Para (a). The proposal
will be reviewed by the Divisional Development Committee. With
the concurrence of this body the r~Qrcsal will he sub~~~ted t n

the Rural Health Management Team which will review and approve
the proposal in coordination with the District Development
Committee. Approved subprojects will be submitted to a Project
Review Committee (composition: District Commissioner, District
Development Officer, Medical Officer of Health, Project's civil
Engineer) which, using the criteria set forth in Para (8) above,
will determine levels of funding that can be made available to
support the approved proposal.

One of the objectives of the Kitui Project IS
to establish a process whereby communities identify major health
devel'opment problems and propose appropriate solutions with the
assistance of concerned public officials. The responsibilities
of analysing, reviewing and approving a subproject is vest In
Government as represented by district MOR and development
administration structures. AlDis principal concern, and
consequently its responsibilities, is the development of an
appropriate district-level health planning, implementaion and
evaluation process. In the context of the general division of
responsibilities, Government will insure that appropriate
subproject analyese and reviews are conducted on the financial,
managerial, technical and evnironmental aspects of each approved
subproject. AID's role will be to assured that subprojects
approved for funding are developmental in nature and
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will contribute to achieving the subproject purpose and to ensure
that the proposed activity is not in violation of AlDis
regualtions. AID will, however, approve the process whereby
subprojects are approved for funding, will periodically evaluate
the performance of this process in respect to achieving the
project purpose and will retain audit rights in respect to
funding for subprojects.

(d) Illustrative List of Subprojects

It is difficult at this time to specify
exactly what types of project will be subproposed for
implementaiton by individual Community Committees. Differences
in the social and physical environments of communities will lead
to different problems identified and perceived needs. However,
there are enough similarities in the conditions of most areas of
the project area to be able to predict the general categories of
interventions that might be proposed. The ASAL Pre-Investment
Inventory, the Kitui Rural Health Feasibility Study and AMREF
baseline surveys have indicated certain areas of general concern
in many communities regarding health matters. These studies note
that most health problems encountered in the communities can be
attributed to a combination of poverty and ignorance. Many
diseases now prevalent could be prevented through increased
knowledge and motivation to improve the environment. Given this
knowledge and the information already available about conditions
in the Kitui District, the following types of projects are likely
to be identified by a number of communities in the Region.

(1) excreta disposal

- construction of latrines appropriate
to soil conditions and environment

- health education to increase
motivation to use latrines

(2) safe water

- protection of surface or sub-surface
water sources
rehabilitation or upgrading of
existing water systems

- provision of shallow wells
- provision of small scale water

systems
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(3) nutrition

- setting up detection and monitoring
procedures nutrition survey to
identify malnourished and high risk
malnourished children, with referral
and follow-up control visits

- nutrition demonstrations
local weaning food preparation

- community consciousness raising
about self-help local efforts to
improve food availability

( 4 ) i mm u n i z a t ion

education as to importance
- provision of mobile clinics in

villages or encouraging mothers to
bring children to nearest MCH clinic

(5) local midwife training in areas of high
neonatal death rates and training of
traditional practitioners

( (,) e 1"1 vir () ~·dll e n tal imp r 0 v e men t s a i TIl e d a t
achieving vector control of

- flies
- rats
- mosquitos
- snails

(7) education on malaria prophylaxis and
prOV1S10n for malaria case treatment

(8) income-generating health development
activities such as kitchen gardens and
chicken farms.

There now exists the appropriate technology
necessary to deal with many of the public health problems that
will be identified by the communities. There is also
considerable revelant experience (AMREF and other CHW projects)
to be drawn upon in the training and support of community change
agents--in this case the HC/H Sensitization Teams PHTs and ECNs.
Furthermore, the process of community participation in problem
identification, planning and subproject impl-mentation will be
adequatly addressed through the appropriate training by the HC/H
Sensitization Teams and the application of the criteria set out
above for subproject proposal preparation and selection.
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G. Evaluation Plan

Appropriate overview of the project is necessary to
1nsure that implementation actions are contributing toward the
achievement of project purpose. Evaluation will be dependant on
collection and analysis of certain crucial data throughout the
project period. These are noted in the Project Description
(III.D.9) and described 1n detail in Annex J.

There are two external evaluations and two internal
appraisals. The first phase evaluation is to be completed by the
end of year three of project implementation, i.e., on or about
October 1984. This evaluation will be conducted by a joint
MOH/project contractor team. Emphasis will be on production of
outputs. Recommendations will focus on mld-term project design
adjustments, additions or deletions to outputs and input
refinements. The team will also critique important assumptions
that support the project's outputs and central hypothesis. If
assumptions are found to lack substance, the team will recommend
measures for the future implementation of the project. The team
will also assess the performance of the parties to the Project
Agreement.

The sec0nd ph?se eVAluAtion is to be comoleted by
the end of the project, i.e., year six or June 1987. This
evaluation will be conducted by an external team with
representatives from the MOH. The evaluation will assess
achievement of outputs and delivery of inputs and attainment of
the project's purpose. The evaluation will also examine the
effectiveness with which the project implemented recommendations
from the mid-term evaluation and project appraisals.

The two appraisals will be jointly conducted by the
MOH and USAID, calling upon outside consultants as necessary.
These appraisals will be scheduled during the second and fourth
years of the project.

See Annex J for details of evaluations

H. Implementation Arrangements

1. GOK Project Administration

At the MOR level an Assistant Director of
Medical Services will be responsible for coordinating project
activities with other concerned Ministries (e.g., Planning and
Treasury) and other institutions (e.g., Unversity of Nairobi).

f
I
.'

I
t

I
!
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Key MOH divisions or units to be involved in this project will be
the proposed IRH/FP Project Mangement Team, the Administrative
Support Unit and the Health Information Unit.

Full project management responsibility will be
delegated from the MOH Headquarters to the District Medical
Officer of Health. The District Medical Officer of Health, will
have full administrative authority for approving and funding
project activities. Day-to-day project management responsibility
will be assigned to the District Assistant Medical Officer of
Health/Rural who will work through the Rural Health Management
Team. This authority will be based on an implementation plan and
budget approved by MOH Headquarters.

The Second Clinical Officer at each RHU will
have full responsibility for planning, managing and coordinating
all sensitization, training and technical support activities of
the communities and CHWs. This officer will review and recommend
all Community Development Fund proposals generated by
communities.

2. AID Project Administration

USAID/Kenya has assigned a health advisor from
the Health, Nutrition and Population Division to be the project
officer for this project. The officer has contributed
significantly to the design of the project and has considerable
experience in rtlral health activities. The project manager will
be supported by the fully staffed USAID Mission to Kenya. The
Project Division, which has two USDH engineers and a Kenyan
engineer, will monitor the construction component of the project.
In addition, the Projects Division will assist the project
officer in implementing the project. REDSO/EA staff will assist
1n procurement and legal matters.

3. Implementation Plan

a. General

Project implementation will be carried out
under a host country contract. Detailed implementation under
schedules are in Annex C and include the following:

(1) Overall Project Implementation
(2) Technical Assistance Contract
(3) Host Country Static Facility Staffing
(4) Family Planning Training for Static

Facility Staff
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(5) Information and Evaluation
(6) Drug Distribution
(7) Training of HC!H Teams
(8) Community Sensiti~ation and CHW Training
(9) Construction

b. Host Country Contract

(1) Technical Assistance

The scope of work is contained in Annex
G. It is expected that a notice in the Commerce Business Daily
and a Kenyan newspaper advertising. the request for proposals
(except for the Administration and Procurement Specialist) will
be published within 60 days after the Project Agreement is
signed. Proposals will be due in Nairobi 90 days later.
Evaluation of proposals will take n weeks and contract
negotiations are epxecterl to take another 60 days. Ideally, the
contractor's project coordinator would arrive in country withi~

30 days after final contract execution. The Administration and
Procurement Specialist will be contracted for separately and 1S
expectd to join the MOR within three months after signing of the
Project Agreement.

(2) Architcct~ral and Engineering Services

The scope of work for the architectural
and engineering (A&E) services for the design of ten health
facilities and construction supervision of all twenty facilities
will be prepared by the MOH within 15 days after the Project
Agreement has been signed. The request for proposals will be
published in a Kenyan newspaper and the Commerce Business Daily
15 days after the scope of work has been finalized and approved
by USAID!Kenya, with proposals due in Nairobi 60 days later.
Evaluation of proposals will take about 4 weeks and contract
negoti~tions another 30 days.

c. Construction Schedule

Annex C contains a detailed schedule for
the construction component which includes improvement or
upgrading of 18 existing health facilities and the construction
of two new facilities at sites already identified by the MOH.
During the first three years of the project six health facilities
will be designed by the MOW and another ten by an A&E firm.
Construction will commence about September 1, 1982 and be.., .
comple~d between February and June 1983. Dur1ng the last three
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years of the project four health facilities in Far
will be designed by the MOW. This construction 1S
begin July 1985 and be completed 1n August 1986.

d. Training

North Div is ion
expected to

Trainlng from the district level to the
community level 1S required to reorient present health services
from the static curative approach to R decentralized system with
a major CHW component. A description of this training is
contained in Annex K.

e. Staffing

Staffing has two parts. The first part
deals with the recruitment, motivation and payment of the
Community Health Workers. This will be the responsibility of the
Sensitization Teams working in the communities. The second part
is upgrading the staff of the static facilities to a level which
will enable them to support a CHW program. See Annex C. for
implementing details.

4. Procurement Plan

a . Tee Ii. n i cal Se r." "1/ i c. e s

Consultants required to implement the
project under the technical assistance component of the project
will be procured by the Ministry of Health from an eligible
source country (U.S., Kenyan or a joint-venture of U.S. and
Kelan) firm or institution. The administrative and procurement
specialist wil be employed by the MaR on an aPEX-type contract.

b. Training

handled· by the
All

technical
training outside of Kenya will be

assistance contractor.

c. Construction

(1) Architectural and Engineering Services

The Ministry of Works is in the process
of preparing final plans for the improvement to eigh~existing

health facilities and the construction of two new health.
facilities located at Kanziko, Usueni, Ngomeni, Kksyani, Kyuso,
Winziie, Voo, Mutito, Tseikuru and Nuu. The Ministry will
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complete the final plan and bid documents. However, for the
supervision of constuction and any specialized architectural and
engineering services, the Ministry will engage the serv~ces of an
A&E firm.

The same A&E firms will prepare final
plans and bid documents and provide the supervisin of
construction for the rest of the facilities (namely, Waita,
Nzeuni, Mwingi, Migwani, Mui, Endau, Voo, Kiatune, Ikutha and
Mutha).

The nationality of the A&E firm
eligible to provide the services will be Code 941 or Kenyan and
the services will be procured in accordance with the procedures
set forth in AID Handbook 11, Chapter 1 - Country Contracting for
Professional Services.

(2) Construction Services

The construction of health facilities
will be carried out by construction firms which meet the AID
nationality regualtion for eleigible firms, Le., Code 941 or
Kenyan or a joint-venture of the U.S. and Kenyan firms.
Contractors will be allowed to bid for one or more sites. The
contracting for construction ~ervicps will be in accorrl~nce with
the procedures set forth in AID Handbook 11, Chapter 2 - Country
Contracting for Construction Services.

(3) Construction Materials

All materials, except for a few items
such as sanitary wares, are produced in Kenya and wil therefore
be procured locally by construction contractors. The few items
which are not produced in Kenya will be procured by construction
contractors from the local market (shelf-items of unit cost not
exceeding $2,500) or from countries included in code 941.

d. Equipment

All equipment required for the health
facilities will have its source and origin in Kenya or countries
included in Code 941, except for motor vehicles and some
equipment such as kerosene refrigerators for which a waiver is
required. See Annex Q for vehicle waivers. To facilitate the
procurement of equipment and spare parts from non-Kenyan sources,
it is in ten dedt 11 at the Ga v ern men t of Ke fi'ay \oJ i 11 eng age the
services of a procurement agent ~n the U. S. and the cost of the
agent's service fee will be funded with the loan. For equipement
which requires regular maintenance service by a qualified
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technician, there should be a local (Kenyan) agent capable of
servicing and maintaining adequate spare parts. For other
equipment which could be maintained by MOH staff, adequate spare
parts will be procured and stored at Health Center Headquarters
or at Kitui District Hospital.

1. Conditions, Covenant, Negotiating Status

Conditions Precedent to Disbursement

1. First Disbursement

Prior to the first disbursement or to the
issuance by AID of documentation pursuant to which diEbursement
will be made, the Government will furnish to AID in form and
substance satisfactory to AID:

a. An opinion of counsel acceptable to AID
that the Agreement has been duly authorized or ratified by and
executed on behalf of the Government, and that it constitutes a
valid and legally binding obligation of the Government ~n

accordance with all of its terms;

h. A statement of the name of the person(s)
Ief,resellliIlg Government fOf jJurposes of the Agreemenc, tugeLher
with a specimen signature of each person specified in such
statement.

2. Additional Disbursement

Prior to disbursement, or to issuance by AID of
documentation pursuant to which disbursement will be made:

a. To finance contracts for the Technical
Assistance team (excluding the Administration/Procurement
Advisor) and construction services, the Government will submit to
AID in"form and substance satisfactory to AID, evidence that
(i) an Assistant ~edical Officer of Health has been assigned to
the Rural Health Management Team in Kitui District; (ii) Second
Clincial Officers have been assigned to Health
Center/Headquarters at Ikutha, Mutitu and Migw<lni; (iii)
Community Health Workers Rre authorized under Government
regulations to dispense pharmaceuticals considered necessary for
effective community-level primary health care; and (iv)
arrangements are made to establish an improved drug distribution
system in Kitui District.
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b. To finance contracts for technical,
construction and other serVIces to be entered into by the
Government, AID will approve each such contract in writing. This
requirement will be satisfied separately for each such contract.

c. To finance any activities under the
Community Development Fund, the Government will submit to AID In
form and substance satisfactory to AID, a report describing the
activity, method of carrying out the work, cost estimates, and an
environmental examination. This requirement will be satisfied
separately for each activity.

Covenants

1. The Government will covenent to provide
qualified personnel to the Rural Health Management Team in Kitui
and to the health facilities in sufficient numbers to ensure the
continuing and successful achievement of the project.

sufficient
project.

2.
funds

The Government will covenant to provide
for recurrent costs associated with the

N~goti,3_t.in.(! St'1!:US

On August 12, 1981 the Senior Deputy Director of
Medical Services, a Deputy Director of Medical Serivces, and an
Assistant Director of Medical Services from the MOH expressed the
GOK 1 s agreement with and support for the project's purpose,
general design and implementation plan as described in this
project paper.
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5. COMMODITIES

Comment n key factors determing roling - CCIIIIDDclitiea purcbaaed and de ivered
bing used effe tively. Several pi cea of laboratory equlpment are luo ratlve

e to lac of apare part and local maintenance "lcee.' Statua reportt.na by
the cOlltr~tor haa en poor; this cooditioo baa been di8cuaaed with the cootractor

d i t!SPected to baprov •
-.---------------,,.-----,.---2-r---r-4--"'-6' -.--..~,.--...---.--...,.2-.---,-4-......,r--!l-

O. P"'RSON L

X X
b. OTHER Local

6. COOPERA I~I X
COUNTI'N

Comm 'nt on key factors determlnong rating SClIIle instances of poor c ication have exiated betweeo
the Deau of the F culty and the contract t , but have not had any aub tial .
negative effect on the project activity. Support by the hoat institution haa been

ti.f coy, pa ticularly the recycling of the cc lated funda esultiog froa the
Univer.ity' c h contribution of housing allowancea and local salaries, id into
a pec 1 fund and controlled by the Univeraity to support the day-to-day operations
of the project.

The Faculty has fulfilled it. c t to returned participen 0 hire th a. ataff
er and bas assigned them a. counterpart to the contract technicians. Indic.tiOlla

are th t the rticipanta will honor their commitment to work as Faculty ataff ......r.
for tit the required n of three years. General faculty receptivity to chana-
haa been very aatlafactory.

7. OTHER DONORS

CS-e Next Page for Comm "'S on O,her Donors)

"
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III. KEY OUTPUT INDICATORS AND TARGETS
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71 78 END OF
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T ARGETS (P~rcen'oge/Rote Amount)

CURRENT FY

TO DATE TEND
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LATIVE

PRIOR FY
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ANCE
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REPLANNED 50 so
8. QUALITATIVE INDICATORS
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COMMENT:
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PAR SERIAL NO.

KENYA

COUNTRY

12/73 - 10/10/75
IV. PROJECT PURPOSE

615-11-11Q..l58PAGE 4 PAR

To assist he University of Nairobi in the further developnent of the Veterinary
Faculty w th particular emphasis on clinical studies and improvement of program.
in post graduate training and research.

B. 1. CGnditions which will exist when
obov puq:Gse is cch ieved. 2. Evidence to dote of progress toward these conditions.

1. Eighteen U.S. trained Faculty
membe~'s

2. Reference library?to support
graduate and undergraduate
requirement.

3. Sufficient laboratory facilitie
and teaching aids for a student
population of 300 t03350 in
various departments.

4. Established Department of
Cl lcal l1edicine with standard

ourse equirements for all
BV}l degree studies.

5. ~~jor emphasis on practical
experience providing maximum
exposure to veterinary problems
to East Africa.

Curriculum improvements with
re relevance to East Africa

needs.

1. Seven present faculty members U.S. t ained.
Three in training in U.S and three being processed
for early 1976 entrance. Five proposed for
September 1976 starts.

2. Five hundred books representing wide range of
subjects added to library.

3. Sixty pieces of laboratory equipment added to·
Faculty, distributed to all department with bias
towards research and clinical medicine.

4. Twenty-fou member Department established
headed by CSU contract technician; twelve positions
held by Kenyans. All 3rd and 4th year students
spend the entire 4th te~ in clinical medicine.

5. Fifteen farms and settlement schemes' partici~s

in practical herd health programs. Live animal
surgery being stressed. Students required to
participate in ambulatory service.

6. Curriculum revised tw6ce. Faculty members
free to suggest changes to curriculum committee.
Practical training geared to East African disease

·1

V. PROGRAMMING GOAL
A. Sla' menl of ProgrammIng Goa I

t ained veterinary manpow r necessary to support the livestock
East Africa.

8.

Kenya projected vetertnary manpower requ rements according
to the 1970-74 and 74--78 development plans total 240 in addition to the expatriates.
To date 129 e yans have graduatea. Students now enrolled provide a potential for 146
gradu tes by the end of the 1974-78 development plan, bringing the total to 275,
providing 1 lus of 35 which will be utilized to speed up Kenyanizatlon of private
ractice

J
governmen service employees, teaching, research and private business.

Faculty policy now require~ that a minimum of 501. of student int e be Kenyans.
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CONTRA.CTOR PERFORMANCE EVALUATIQH REPORT
INSTRUCTIONS:
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tributian; forward capi". 1 and 2 to Contracting Offle.,.
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A.GENERAL INFORMATION------"'----'-'--' ..- .-.------------.------_r_------------.---.--

S. PROJECT",.-,T-LE--------------'---------

1. NAME OF Cl~NTRACTOR

Colorado State University
2. C..::toITRACT NO'TASI\ 0R0t:~ NO. ). o.:...m~c.T DJRAl'lON

AID/sfr-790
.. CONTMCT AM'f, D*.l

$2 2'J '·000
7. COUNTRY

UNIVERSITY OF NAIROBI - VETERINARY FACULTY 615-11-110-15

B. CONTRACTGR PERFORMANCE RATING

KENYA

1. EVALUATION FACTORS
CHECK,IF PERFORMANCE AGAINST PLAN 1"1
slg~:[,!- NA NEG. ASPLANHEO SU_OR

a. Understanding project purpose ••••••••••••••••••.••••••.•••••.•.•••.•....

b. Planning to achieve purpose .

c. Stoff of proper size ••..•..•..•..••.•••.•••.••_••••••••.•••••••.••••.••••

d. Timely arrival of personnel •.•...••••••.•••••••••.••..••.•••• , ••• , .••.••

e. Technical qualifications of personnel ••••••••••••••..•••••••...••••..••.••

f. Responsiveness to A.I.D. Directions .

g. Adherence to scope of work ••..•.•.•••••••••••••••••••• , ••••••.••••••••••

h. Adherence to work schedule •••..••.•••••••••••••.••••••••••••••••••.••••

i. Contractor's home office support ••.•.••••..•••.•..••••••••••••••••••••••••

i. Relations with cooperating country nationals ..••••••....••.•..••.•••••••••.

k. Local staff training and utilization .•.••.••••.....•••.••...•.•••••••••••••

I. Effective administration of participants .••••..•••••.•••.•.•.••••••••••••••.

m. Management of commodities .; ••..••••••••••.•..•••••••••••••••••••••••••.

n. Timely submission of required reports .••••••••.•••••••••••.•••••.•••••••••

o. Condor and usefulness of r.equired reports .
p. Olher (specify) _

x
x
x
x
x
x
x
x

x

y

y

x

y

y

y
y.

y

y

_ .. .__. +-__-L_r---'--__---L_.,.----J _

UNSATISFACTORY SATISFACTORY OUTSTANDING

("j Check one
2. OVERALL EVALUA nON

:> I I I X I________. ,-- -=----Il..--_--L_--'--_---L_---L--=.:.......J__L...-__

3. If <Jny·f.(KtGr is roted "negative" or if overall rating is unsatisfactory, describe underlying circumstances. Use additional
sheets, il necessary.

Cont:cactor has not provided timely, up to date information on cormnodity
expenditures and status of shipment which is necessary for the Mission to
pI af'. , budget and monit0r the conunodity element of the project.

Semi-annual report for January 1 to June 30, 1975 submitted 3~ months after
due date.

--"-------_._ .._-------._----------------------~------------

C. SIGNATURES
-----_.__._.--------------------------,----_._------------------

1. PROJECT MANAGER 2. CONTRACTING OFFICER
TYPED NAME TYPED NAME
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TSS ]b-___ ._.__.. ... .• .J..-_-L:.=~____', _L_.

AID 142o-~3 (~-,]2)

COpy 1 - CM/S8, A.I.D/W

____LTE REVIEWED
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I PAGE 1
PROJECT APPRAISAL REPORT (PAR)

IlIEPOAT U-446

,.""'OJECT NO.

615-11-110-158
Z. ;o .. R FOR "~RIOO:

10/10/75 TO 8/77
3. COUN TRY

Kenya
4 ..... R SERIAl.. ,",0.

77-0
~. i"ROJC:CT TITLE

University of Nairobi - V~tsrinary Faculty

a. Cumulative Obligation b. Current FY' Estimated e. E.ti~ated Bud.;et to eompietion
Thru P,iarFY: S 2,l53.000 Budget: S 618,000 After Current FY: S -0-

6. PROJECT

DURATION: Began FY

10. U.S.
FUNDING

71 78
End. FY

11. KEY ACTJON AGENTS (Contra"10r, Partieipqting Agen"y or Voluntary Ac;cn"y)

a. NAME b. CONTRACT, PASA OR VOL. AG. NO.

Colorado State University A:l.D/afr-790

A. ACTION IXI

USAIO AIO(W HOST!

x

I
~CSU

I
x

I HEW ACTIOHS PROPOSED AND REQUESTeO AS A ReSULT OF THIS eVALUATION

8. L.IST OF ACTIONS

1. Present Certificates of Accomplishment to
returned participants.

z. Submit Semi-Annual Report for the Veterinary
Faculty Project for the period 1/77 to 6/77.

3. Meet with Program Office and Controller's Office
to determine feasibility of purchasing visual I
aids material from contract funds held in a Kenyap
account.

C. PROPOSEO ACTION
COMPL.ET10N OATE

10/77

9/1/77

9/77

O. RE"L .. NNIN(; REQUIRES iE. OATE OF '''If.r oN fcJ7t'N
"'EV'SEO 0'" NEW: 0 "RO" 0 "'"" 0 ""'0 .. GO "'0/1' 0 "'O/C 0 1"0/" August •

"''''OJECT "'''N''GER: TY"EO N .. ",e:. SIGNEO INITI"LS .. "}o 0 .. 1'£ 1 ",,5510N OIRECToR: TYF>£O N ..""e:. S'GNEq 1N,T'''LS "NOO .. "C'e: ""7
L. Hoffarth 9(21/71 Charles J. Nelson --._ :.. 1·....'\'1 I. .
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615"11-110-158
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Kenya
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II. PERFORMANCE OF KEY INPUTS AND ACTION AGENTS

A. INPUT OR ACTION AGENT a. PERFORMANCE AGAINST PLAN C.IMPORTANCE "OR ACHIEVING

UNSATIS· I OU T· '
PROJECT PURPOSE (XI

CONTRACTOR, PARTICIPATING AGENCY OR VOLUNTARY ~A,CTORY SA. TISFAC7'O~Y STANOING I l..OW MEOIUM HIGH

AGENCY 1 2 :; • ~,5 7 I 1 2 J • ,
1. Colorado State University

I I
X I I X

i

i

I

I I2. I

3. L I I I
Comment an key factors determining rating

!he contractor, Colorado State University (CSU), has a three-man team ofcl.e~ic.;it~s1:

professionals who are c10ing excellent work in supporting the clinical studies depart­
ment of the Veterinary Faculty. The candidate for the fourth position decided, at a
late-' date, to join another organization. Due to recruiting difficulties and the short
time remaining for the contract, USAID and University of Nairobi agreed to forego the
fourth position. This placed a very heavy teaching burden on the three remaining team
members. Probably less attention has been given to research as a result.

(See Continuation Sheet Page 5)

I I
,

3 i j

I
I

~I X

Comment .,,, key f.:o::tor~ dere-rmir'lir:g (C:~l"g

The last of eighteen scheduled project participants departed for training in U.S.
universities during January 1977. At least two and possibly as many as six partici­
pants will be returning after the departure of C.S.U. staff menbers, thus providing no
overlap for counterpart relationships. Otherwise, the participant progr~ can be
considered very successful.

S. COMMODITIES

Comment 0" klty factor5 d.te~mjn9 rotin9

!he last order for ccmDOdities (U.S.) has been placed; these are now arriving in Kenya.
There have been problema maintaining sane of the more sophisticated equipment
purchased under earlier orders. Recent purchases have avoided this type equipment.

I

I Z 3

!

• i: ~ 7 1 Z J it ~

Q 4 PERSONN £1..
6. COOfOE:RATING I

COUNTRY
Local Costs £\mfS xlb.OT... e:Pl X

Camment aft key Fcu:tors determining rati"9

The counterpart persoonel provided, and parti.cipant selection and utilization have iu
general been very satisfactory. Although there has been oecasional breakdown in
cOlDllDmications between the DeaD of the Faculty and CSU staff, the effect on p-rojact
effectiveness has been minor.

Aa U.S. inputs have been phased down. and the required (by ProAg) cOl1l:ributiOl1 of the
local cost support has suffered. As is true with many institutions, the University of
Nairobi budgeting and accounting system is slow and unresponsive to day-to-day require­
ments. This causes problems with purcbase of supplies and services from local suppliers.

_
_____~ J ~I~ I ii' Z~

7. OTHER DONORS L.l--J Ll-J-Lll i LLL-
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A number of countries and ins titu tinns are providing assistance to the Faculty. These
include the U.K., Germany, NO~iay, and Rockefeller Foundation. They have provided
Faculty staff, scholarships, equipment and facilities to the University. Such
assistance has been a very uaeful supplement and complement to AID support.

III. KEY OUTPUT INDICA TORS AND TARGETS

A. QUANTITATJ'I:: INDICATORS

FOR ,..AJOR OUTPUTS

Trained Veterinarians grad­
uated.

T A·RGE TS (Pe,c ..nto"e/Rote/Amou"t)

CUMU- I CURR~NT FV 7S!" ~ I
LATIV~ - ,

PRIOR iv : TO OA TE I TO ::NO FY - I FV__ ,

!~P_'_"'_N_"_EO_.;-i_3_0_8_1 377 I 377 I 430 I
i ... c r 'J AL! I! I. I .. 2 ~"',..' IIR::'lFORM- I 365 _
. ~NC=: 1

512

END OF
PROJECT

430

51L

Post-graduate Participants
departed for U.S.

Research Projects Organized

Qualified Kenyans teaching in
Clinical Studies Dept.

I I

:,,::p~ANn::ol
, ,
I

j ?L"'~IN::O

! ;.CT·J ..... L
I "::"rO«'·I-
i ANC:: .
I !
I«EPLANNEo!
. I

I JI .
[?L ... ,..NEO I

I

ACTU;'L
?ERFORM­
ANCE

1
REPLANNED I..

18

13

13

I
i·

18

18

13

13
14

14

18

18

13

13

14

I'.: i

I
f

18

18

18

13

19

16

. :-;

,..,
j

18

18

18

13

19

16

3. QUALITA,IVE INDICATORS
FOR MAJOR OUTPUTS

I. Trained Veterinarians
graduated with B.V.H.
degrees.

2.

Participant Training and
research projects.

3.
Qualified African Faculty
for Clinical Studies Dept.

CO"'ME"T:
The number of graduates is exceeding the planned tar~ets.

The increased student load plus more Kenyan staff with
limited experience may be causing some deterioration of
the quality of the degree.

COMMENT:

With the CSU phase-out and no new participant returns,
the number of research projects has probably stabilized.
However, with 6 participants returning to complete thesis
research in 78-79. research should pick up momenown

again.

CO"''''ENT:

At project end th~re should be 16 of 22 positions filled
by Uricans. With return of 4 participants after project
end 20 positions should be Africanized.
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IV. PROJECT PURPOSE

A. 1. Statement 01 purpose as currently envisaged. 2. Some as in PROP? ~YES ONO

Provide institutional capability in the University of Nairobi Veterinary
Faculty to train and groduate veterinarians.

8. 1. Conditions which will exist when
above purpose is achieved.

1. Recognition by the University
of Nairobi officials of the
importance of a functioning
Dept. of Clinical Medicine to
effective training. I

2. Veterinary Faculty graduates I
being accepted for post-graduate i
training at reputable universitiesl
in the U.S. and Europe. i

i
3. Curriculum oriented to providel
practical training through a wide I
exposure to problems endemic to '
East Africa.

2. Evidence to dote af progress toward these conditions.

1. All third and fou+th y~ar students spend the
entire fourth quarter in clinical s~dies.

2. During 1976-77 six students accepted by major
U.S. universities for graduate studies.

3. Students participate in treatment of 400 animals
a year in the large an~al clinic and make ~eekly

visits ~ fares and ranches participating in the herd
health program.

4. K~nyanizatioa of the
V.::: ter'inary job marke t by the
V~terinary Faculty graduates.

5. An expanding post-graduate
research program.

A. Sratement or Programming Goa 1

4. To date, all graduating Kenyans have found employ·
ment in East African institutions.

5: Organized research p~jects ~a~e increase4 ;ram
, 3 ~n 1971 to 13 to date ~th part~c~pants return~n3 to
v. PROGRAMMING GOAL Kenya to ccmplece PhD research.

Increase the quant1ty and quality of livestock in Kenya.

B. Will the achievement of t!ole I"'ojec:t I'urpos. make Q signific.ant contribution to the pro9rommin9 gGOI, given the magnitude or tn. notional
prob I.m? Cite evidence.

Yes. Keny~ is m~king a determined effort to greatly expand the livestock diseaseffree
zone in which ~proved livestock can be produced in increasing numbers. This work
as well as disease prevention and treaonent MUst be carried out by veterinarians. The
job can best be done by Kenyans wbo best understand the problems and objectives of
these p-rogr::uns.
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PROJECT NUMI!IB:R

615-11-110-158
PAR CONTINUATION SHEET

This sheet is to be used for any Narrative Sections fa which sufficient space has ""t been provided on the form. Identifyear,h
narrative by its Part and Section Designation.

II. A. Comment on Rey Factors Determining Rating (Cont'd from page 2)

It also appears that the project desi;;n ~l1as somewhat faulty by placing
considerable and preoature emphasis on research and post bgraJuate training
when work remained to be done to develop tue under-graduate clinical studies
prograI:l. This has been done th::oughout this project. Also, there was a
failure to anticipate the heavy increase in undergraduate student numbers
uithout appropriate increases in teaching staff. Due to the increasing
work load on the staff with undergraduate students it was not possible to
aevoca ta~ rlcnr.~d attention to ~c~duatc programs and research.

.."....

m:CLAS SIF IED
.... INTEQ .... Page No. 5
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KITUI RURAL HEALTH PROJECT 615-0206
-~-----_._---~-----------------------

PROJECT DESIGN SUMMARY LOGICAL FRAMEWORK

NARRATIVE SUHMARY to'BJECTIVELY-VERIFIABLEI~1EANS OF VERIFICATION
INDICATORS------------------ ,~----, ...---

!~~K~~~-or~!~~~~ll:Me~~~~~~~!~oa!
Th~E.E.~~~E- 0 bi e c t i v e ~£.h i !~~~.E.~
to which th~roject

contrIbutes:-------- ,. -~

.....,

ANNEX A

----------------------
IMPORTANT ASSUMPTIONS

~!~umR!i£~~~£.~ie~ing
£oa 1 tar£~~

Inprove the general
welfare of rural,
population of Kenya
through improved
he31~h.

Program Strategy:
Expand the deliveri
of primary health
CB:.-e services in
rural areas of Kenya.. .

1. Improved trends in
morbidity of,common
illness in rural
populations, particu­
larly among women
and children.

2. Improved trends
in mortality in ~ural

populations, particu­
larly among children
under five years of
age.

Buseline and end-of­
project statistics on
morbidity and mortal­
ity in project area.

1. Government is able to
supply and maintain rural
health care delivery
system.

2. Absence of national
catastropbes and other
factors that exacerbate
health conditions and
status of population.



~. .....
- 2 -

-----------------------IMPORTANT ASSUMPTIONSMEANS OF VERIFICATIONNARRATIVE SUMMARY rOBJECIVELY-VERIFIABLE--
--------------L I ND I CATOR S --.J-I .

Project Purpose: Conditions that will
I~~icaI~=E~~EE:~e-h~~
been achieved: End-of-

_________________~E.E.1e ct-stat~s:_------ I

~~~umEtions for achieving
'E~!.EE.~

To establish a more .
effective rural primary
health care delivery
system in Kitui
District.

1. Increased availa­
ability" of basic health
care services (curative.
promotive and preven­
tive) in project area.

l.~ecords of service
delivery points.

1. NOH and community
commitment to support
CHWs.

Project Strategy:
Institutionalize an
effective and low
cost community-based
primary health ca~~

system in Kitui'
District suitable for
replication in
other areas of Kenya.

2. Utilization of
expanded services by up
to 70% of target
population.

3. A strengthened
referral system
extending from
community to district
level.

2. RHF and CHW case
records.

3. Records of referrals
and studies of the
management of individual
cases.

2. Sufficient number
of communities partici­
pating in community-based
delivery of health
services program.

3. District and HC/H
staffs willing to
undertake community­
based health activities.

4. Improved coordination
between Government and
NGO health services.

4. Established protocols
and records of NGO
participation in RHMT
activities.

5. GOK and communities
able to maintain an
expanded primary healt~

care system.

5. MOH, Kitui District
and community budget
analyses, CHW support
records.

6. Increased community
support for
curative. preventive
and promotive health
activities.

6~ Community Development
Fund (CDF) activities.



~

NARRATIVE SUMMARY

Project Outputs:

1. RHFs with equipment,
vehicles and trained
staff in project area.

"

OBJECTIVELY VERIFIABLE
INDICATORS

.!i~£n i!u d e ~i..-Quq~~~

l.a. RHFs upgraded,
improved, or newly
construc~ed in four
RHUs.

b. RHFs have minimum
staff, equipment,
vehicles and supplies
including .drugs.

- 3 -

MEANS OF VERIFICATION

l.a. Records of up­
grading/improvement and
new construction.

b. Postings, equip­
ment and vehicle
purchases and utili­
zation/supply records.

~

-------------------------IMPORTANT ASSUMPTIONS

Assumptions for achievin~

~~!.E~!!':'

1. GOK can provide
necessary construction,
equipment, supplies,
and staff, and establish
drug supply.system.

3. Training manuals and
protocols, plus studies
evaluating Sensitization
Team activities.

2. Rural Realth
Management Team
established in Kitui
District. --...

3. HC/R Sensitization
Teams motivating
com~unities to supp~rt

activities of CHWs
and to undertake
health development
projects.

2. RHMT fully staffed: 12. MOR postings
1 Assistant Medical
Officer of Health/
rural (team leader),
1 PH Nurse, 1 PH Officer
1 Health Education
Officer, 1 District
Clinical Officer,1 1
Nutrition Officer,
1 Statistician, 1 NGO
Representative.

3. Up to 5 Sensitization
Teams (composed of 1
SCO, 2 ENs) trained in
using community sensiti­
zation protocols and
manuRls developed to
sensitize and motivate
communities to support
the activities of CHWs
and to plan, initiate, and
undertake preventive
and promotive health
development projects.

\

\

2. Communities willing
to accept responsibility
for conducting preventive
and promotive h~alth

d eve lopmen t pro j e c. t s •

3. GOK and NCO are
willing to strengthen
coordinati~n processes.

4. Divisional Development
Committees (or similar
organization) are formed
and are willing to
undertake responsi­
bilities.

~

!,
r
t
1

t.
t
i
~
~]
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....

•

4. HC/H Training Team
training) supervising
and evaluating RHU
staff) CHWs and TBAs •.

5. Communities
sensitized. motivated
and supporting CHWJ­
activities.

6. CHWs and TBAs
trained and function­
ing in communities
throughout thrii RHUs.

7. AMOHs trained and
selected MOH person~

nel exposed to .other
African and third
country community­
based health systems.

4. Up to 5 HC/H Training
Teams, trained in using
protocols and manuals
developed under project
for technical training.
management. supervision.

·and evaluation of CHWs.
TBAs and RHU staff.

5. U~ to 70 percent of
targetted communities
in three RHUs in Kitui
District supporting
CHW activities.

6. Up to 390 CH~s and
up to 300 TBAs trained
and working in commun­
ities in three RHUs in
Kitui District.

7. 4 Ministry bfficers
trained to MPH level
and 24 PM of short-term
observational tours
completed.

4. Training manuals and
protocols plus studies
of CHW. TBA) and RHU
training processes and
outcomes.

5. CHW/RHU records.
community surveys and
special studies.

6. Training records and
surveys of CHW and TBA
activities.

7. Project records

5. CODEL Primary Health
Care Project (615-0185)
receives additional OPG
funding.

1

8. Government and NGO
organizations coor­
dinating primary
health care activities
in project area •.

8. One district level
and 4 RHU level
committees co~prised of
relevant provincial.
district and sub-district
and NCO officers are
coordinating MOH and NGO
health activities in the
project area.

8. Committees'
and records.

minutelil



,.....

8. MOH integrating
community health
activities with other
ministries.

8. Four Divisional
Development Committees
(or similar organi­
zation) working with
RHU staff, NGOs, CHWs.

- 5 -

8. Divisional and
District Development
Committee minutes
and records.

,..-a.

..

9. communities planning
and participating
in preventive and
promotive health
development projects.

10. Established system
for data collection,
record k~eping a~d re­
porting with analysis,
feedback, and evalua­
tion mechanisms.

11. Evaluations and
assessments of the pro­
ject's impact and MOH
capability to manage
and support an ex­
panded Primary health
care system in Kitui
District.

Up to 70 percent of
the target ted commun­
ities in three RHUs of
Kitui District organ­
ing, providing labor and
financial support .
for preventive ~nd

promotive health
development activities
with CDF support.

10.a. CHW and RHU staff
in three RHUs collec­
ting and r~cording

health data.

b. Statistical Officer
RHMT, continuously
analying and evaluating
data and submitting re­
ports to RHUs, District
and divisional Develop­
ment committees, and
MOH offices.

11. 2 project evalua­
tions, 2 appraisals, and
various special studies.

9. Surveys and
special studies.

10. Completed data
collection, protocols,
instruments, records,
and reports.

11. Assessments, evalua­
tions and reports.
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•
IMPORTANT ASSUMPTIONS

----------f-----------------
NARRATIVE SUMMARY rOBJECTIVELY-VERIFIABL~r-MEANS-oF-VERIFICATION--

INDICATORS

Project Inputs: Implementation Target
(Type & Quantitll

~~~~~E.E.ion~_i£E
.EE~idiE.L~~ts:

1. Technical AssistancelAID

Salaries, 1/2 transportation

. 's a 1 a r i e s, 1/2 t ran s po r tat ion

a. Long-term

b. Short-term

2. Trainin.£

a. Long-term

b. Short-term

180 PM

40 PM
.­,.

96 PM

24 PM

GOK

Logistic
support

Logistl.c
support

USAID/GOK project
records and field trips

\

\

Contracts awarded and
funds dispensed on a
timely basis.

c. In-country training
for:
(1) Trainers 55 PM
( 2 ) CHl.Js 800 PM
( 3) TBAs 75 PM
(4 ) RHU staff 20 PM 100 PM
( 5 ) RHHT 5 PM 24 PM
( 6 ) District and

Divisional Committees I 20 PM
(7) Family Planning

Workers I 16 PM



~

3. Construction

a. Upgrading/improve­
ment

b. New construction

"

.-.~

AID·

6 HC,
12 dispen­
saries

2 dispen­
saries,

1 office
building,

1 drug
store,

1 garage/
workshop

2 staff
houses

- 7 -

GOK

1 dispensary

maintenance,
equipment

.dl.
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4. Staffing
(incremental)

a. RHMT

b. RHU paraprofessional

,
c •. Other

.../

5. Commodities

a. Equipment

AID GOK

1 AMaH,
1 Stats.,
1 NGO rep.
4 seas,
4 PHOs,

12 PHTs,
17 ENs,

3 Lab. Techs.
1 Mechanic,
3 Equip. Tech •

.(1) Refrigerat?rs I 6
(2) Two-way radios 6
(3) Other RHF equip­

ment. See Annex H.

b. Supplies

Operating expenses
Operating expenses

Rlplacement, repair

(1) CHW kits
(2) TBA kits
(3) Medical

c. Vehicles

(1) 4 WD and sedans
(2) Bicycles

390
300

16
80

Replacement
Replacement
For 195 communities

POL
Maintenance

6. Community Develop­
ment Fund

Activities Technical and
in 195 administrative support
communities -

".



~

AID GOK

9 -
......

!i'

t

7. Health information
sxstem and evaluation

-'.

Baseline Personnel
survey,
2 evaluations,
2 appraisals,
data collection,
special studies

?'

I
f

I



ANNEX B

DETAILED FINANCIAL ESTIMATES

1 •. Technical Assistance

a. AID Contribution

(a) Salary base $50,000 plus
7 percent annual increment

(b) Payroll overhead 30% ~f (a)

(c) General & administration
overhead 70% of (a)

(d) Post differential 15% of (a)

(e) Defense Base Act Insurance 9%
of (a & d)

(f) International travel (2 adults,
2 children)

(i) 3 1/2 tickets, total 8 trips
(including 1 home leave

per technician)
(ii) Excess baggage 4 x 200 x 8

(iii) Interllational per diem
(iv) Mobilization (medical)

(v) Air fr~ight (700 lbs)
(vi) Surface freight (including

car)
(vii) Storage

(viii) Rand R travel (6 trips)

(g) Educational allowance

(h) Temporary quarters and Kenya
per diem

(i) Guard services

(j) Appliances and furnishings

(k) Contractor's fee
Subtotal

Inflation 20% items (f) through (i)
Subtotal

Contingency 10%
Total (grant)

444,000

,
133,200

310,800

66,600

40,000

28,000

6,400
4,800
2,400
6,000

40,000

9,600
21,000

64,000

40,000

9,600

21,000

86,400
1,33"3-;800
~.!.~QQ

1,380,200
13.8~QQ

1,518,200
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(2) Long-term Kenyan Engineer - 4 person r~~~

at Kitui

o

(a) Salary base $17,000
(including housing .
allowance) ,plus 7 percent
annual increment

\

(b) Payroll overh~ad 30% of (a)

(c) Contractors Fee
Subtotal

Contingency
Total (grant)

'(3) Short-term - 40 person ~onths

~~son months <U.S.)

(a) Salary - average ~45,OOO/year

(b) Payroll overhead 30%

(c) G&A overhead 70%

(d) . Defense Base Act Insurance

(e) International travel

(i) 10 trips @ 2,000
(ii) Excess Baggage

(iii) International per diem
(iv) Mobilization (medical)

(f) Kenya travel and per diem
(travel cost included in
logistic support)

(i) 375 days @ $64
(ii) 600 days @ $40

75.500

22.600

-~QQ
107,900

10.100
118,000

(dollars)

112,500

33,750

78.750

10.000

20.000
4.000
3.000
1.500

24.000
24.000
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~son months (Ken~l

(a) Kenyan Consultants 10 person
months

80,000

Subtotal 466,500
46,500

51'3,000

36,000
427-;500

39,OQQ

(grant)Total

..'

Contingency 10%

Subtotal
Inflation 25% items (e) throu~h (g)

\
\

(b) Contractor's fee

The following costs for logistic support of
technicians will be part of-the technical assistance contract.

(a) Communications, consumable office 30,000
supplies, office equ.ipment

(b) Development and printing of 50,000
training and other documents
secretarial services, etc.

(c) Operation and maintenance of one
1600 c.c. vehicle and two
1000 c.c. vehicles, including
3 drivers @ $18,000 per annum

72",000

(d) Rental charges for a vehicle 3
months

__2_,000

Subtotal
Inflation 25%
Contingenci~s 10%

154,000
38,500
19,500

Total (grant) $212,000

c
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Mobilization (medical) 600

Educational allowance 24,000

Storage 3,600

38,.600

128,600

36,000
34T"~200

_!2..!.§'00
368,800
~~'§'.J!00

$405,600(grant)Total

House rent

Communications and office 10,000
supplies

Vehicle operation and maintenance 17,000
including driver

One vehicle for official use 16,000

Appliances and furnishings 10,500

Guard services 5,000

Temporary quarters and Kenya 15,000
per diem

International per diem. 1,200

Jnternational travel 10,500

Surface freight 20,000

Excess baggage 1,600

Subtotal
Add contingency 10%

Subtotal
Add inflation 15% on items (c)
through (m), (p) and (q)

(a) Salary Base $40,000 plus 7
perc~nt annual increment for 3
years beginning January 1982. '.

\
30 percent overheaad and 'fringe(b)

\.
(c)

(d)

(e)

(f)

(g)

(h)

(i)

(j)

(k)

(1)

(m)

(n)

(0)

(p)

(q)

c
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(6) Summary

Technical Assistance - AID Contribution
position Months Cost

(1 ) 1 Senior Health Planner I 60)
) 1,518,200

(1) 1 Senior Health Training Specialist \ 36) .,

(2) 1 Engineer (Kenyan) 48 118,000
'-

(3) Short-term consultants 40 513,000

(4) Logistic support for (a) through (d) 212,000

(5) 1 Administration/Procurement Specialist 36 405~00
\

Total (grant) 2,766,800
say 2,767,000

b. ,Logistic S~rt - GOK Contribution

(1) Office space, furniture and telephone
(Nairobi)

(2) Office furniture and telephone (Kitui)

2,000

5,000

(3) One secretary (Nairobi) $6,000 per annum 18,000

(4) One secretary (Kitui) 5 years

(5) Miscellaneous $2,000 per annum

Inflation 20% on (3) and (4)
Total

Total

24,000

_hQQQ
57,000
8,000

$65,000

GOK FY 82/83
FY 83/84
FY 84/85
FY 85/86
FY 86/87

$6,000
-$19,000
-$15,000
-$13 ;000
-$12,000
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Ci 2. Partici£.ant Traini~

a. AID

(1) 4 Masters in public health
at $23,000 per year (2 years each)

I

184,000

(2) 24 person months of short-term
observational trips in .Africa' and

-other developing countries @ $5,000
per person per month (one way
transport and per diem)

Subtotal
Inflat~on and contingency 60%

b. GOK

Total {grant)

120,000

3'04,000
~2 ,OQQ

$486,000

(1) Transport Co~t (one way airfare) for
MPH trainees

(2) Salaries for MPH trainees during the
training period 8 years x 10,000

(3) Transport cost for 24 &hort-term
observational trips

4,000

80,000

20,000

o

(4) Salaries for personnel on short-term
observational trips

Subtotal
Inflation and contingency 60%

Total

33,000

137,000
82,000
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3. Ministry of Health's Community Developnent Fund - AID
Contribution

AID will finance, with grant funds the cost of following
items for community health projects. This should be considered
as an illustrative list:

a.

b.

c.

handpumps, pipes, water storage tanks,
cement, etc, to 50 cummunities to build
shallow wells or sub-surface at $1,500 each

slabs for pit latrines, 50 communities,
each with 35 households
at $30 per household

water punps and engines, 4 sets

75,000

55,000

35,000

d. handtools for ditches and soil conservation
activities. Each community will get
following tools:

Nac het tes (pangas)
Hoe s U embe s )
Pick Nattoiks
D-Handle shovel
Rock Bars
Sharpening files
Tampers
';~h e elbarr o ,\I' S

}lason tools

-10
-10
-10
- 5
- 2
- 5
- 5

3
2 sets

e.

Cost of tools per community $360 x 195

"Seed" money for small community
animal production units (e.g. chickens,
rabbits, goats) and community kitchen
gardens, 50 communities, $1,500 per
community -

Subtotal
Inflation 30%

Contingency 10%

71,000

75,000
311,000

93,000
31,000

Total (AID) $435,000
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4. Evaluation - AID Contribution

a. Baseline survey

1. TA Contract
2. U.S. Government agencies and/or

private contracts

b. Health Information System

1. TA Contract (10 Consultant mos.)
2. U.S. Government agencies and/or

private contracts

c. Project Evaluation and Appraisals

1. TA Contract (2 Consultant mos.)
2. U.S. Government agencies and/or

private contracts

d. Special Evaluation Studies

1. TA Contract (8 Consultant mos.)
2. U.S. Government agencies and/or

private contracts

Subtotal
Contingency on TA contract
Other contingencies

Total Evaluation
Less Evaluation Funds already
allocated to TA Contract

-0-

260,000

117,000

61,000

23,000

65,000

93,000

184,000

260,000

178,000

88,000

277,000

803,000
23,500
60,000

886,500

-265,500

Net contribution above TA Contract
to be ear-marked at post (grant) $ 630,000
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5. Construction and Equipment for Rural Health Facilities

a. AYD Contribution - Construction

Location Description
Construction Equipnent

Cost $ Cost $

(b) Winziie Dispensary - Dispensary type I
(new) - 3 type F houses

(~) Mwingi Dispensary - Dispensary Type II
- 4 type F houses

(e) Nzeuni Dispensary - repair existing building
- 2 type F houses

(c) Enziu Dispensary

"

3,000 6,000
30,000

24,000 12,000
45,000

24,000 10,000
30,000

52,000 14,000
60,000

2,000 6,000
30,000

16,000 1,000
90,000
45,000

8,000 5,000

- 4 offices
- 2 type D houses
- 3 type F houses
- 1 garage/workshop

- Dispensary type I
- 2 type F houses

- repair existing building
- 2 type F houses

Waita Dispensary

Near North Division

(f) Hig~.,ani Health
headquarters

(1)

(a)



·.
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C (2) Eastern Division

(a) Nutito Health - Upgrade existing sub- 200,000 36,000
Center/Headquarters center to a headquarters

- 2 type D house~ 90,000
- 1 type E house 22,000
- 9 type F houses 135,000

(b) Mui dispensary - Dispensary type I 24,000 12,000
- 3 type F houses 45,000
- Water supply 3,000

(c) Nuu Health - One type D house 45,000
Center - 1 type E house 22,000

- 6 type F houses 90,000

(d) Endau Dispensary - Dispensary type I "24,000 14,000
- 3 type F houses 45,000
- Water supply 1,000

(3) Southern Division:

(a) Voo Dispensary - Dispensary type I 24,000 12,000
- 3 type F houses 45,000
- Water supply 3,000

(b) Kisyani Dispensary - Dispensary type I 24,000 12,000
(New) - 3 type F houses 45,000

Water supply 4,000

(c) Kiatune Dispensary - Repair exjsting dispensary 3,000 9,000
and staff house

- 2 type F houses 30,000

(d) Kanziko Dispensary - Dispensary type I 24,000 10,000
- 2 type F houses 30,000
- repair existing house 6,000

(e) Ikutha Health 4 offices 15,000 10,000
Center/Headquarters - Garage/workshop 8,000 2,000

- 2 type D houses 90,000
, 5 type F houses 75,000
\, - Water supply 10,000

(f) Mutha Dispensary - Remodel existj.ng building. 3,000 8,000
3 type F houses 45,00.0

o



C (4) Far North Division:

(a) Kyuso Health
Center/Head­
quarters

(b) Usueni Dispensary

(c) Tseikuru Health
Center

(d) Ngomeni Dispensary

\
\

- 10 -

- Full health center head-
quarter

- Two type D houses
- 1 type E houses
- 9 type F houses

- Dispensary type I
2 type F houses

- Improve existing health
center building

- one type D house

- Repair dispensary
- 3 type F hous~s

I

262,000

90,000
22,000

135,000

24,000
30,000

7,000

45,000

2,000
45,000

41,000

12,000

5,000

6,000
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C' (5) H i see 1 1 an e 0 u s

(a) Kitui District
Hospital

- Office building
- Drug store
- two type I.C I staff houses

(TA team)
- Garage/workshop

Subtotal

30,000
15,000

109,000

20,000

2,525,000 245,000

Add 15% architectural and engineering on
designs by private consultants and 5% on
designs by MOW for supervision

Add 15% contingencies

Add inflation 22% on facilities at (1)
(2), (3) and (5) and 55% on facilities at
(4) (15 percent per annum)

Total

220,000

412,000

3,930,QOO

37,000

75,000

357,000

Total AID contribution for construction
and equipment

(loan) $4,282..LQQ,Q,

b. GOK Contribution - Construction and Equipment

(1) 10% architectural and engineering fee for
buildings being designed by HOW
FY 81/82 - $90,000 FY 84/85 - $70,000

(2) Maintenance of buildings:
(Inflation rate 12 percent/annum)
GOK FY 83/84 - $24,000

FY 84/85 - $27,000
FY 85/86 - $30,000
FY 86/87 - $34,000
FY 87/88 (3 months) - $9,000

(3) Fuel, water, washing and cleaning at $1,000
for dispensary and $1,200 for health center

160,000

124,000

c

FY 83/84 - $18:000
FY 84/85 - $21,000
FY 85/86 - $23,000

FY 86/87 - $31,000
FY 87/88 (3 months) - $9,000

i 102,000



c
- 12 -

(4) Equipment replacement and maintenance
15 percent of original cost plus 12 percent
inflation

GOK FY 83/84 - $37,000
FY 84/85 - $41,000
FY 85/86 - $46,000
FY 86/87 - $51,000
FY 87/88 (3 months)

/

$14,000 \ 189,000

(5) Construction of Kauwi Health Center/
Headquarters including equipment (FY 81/82)

457,000

Total .- $1,032,000

6. Vehicles & Bicycles

a. AID Contribution

36,000
24,000
18,000
36,000
36,000
18,000

16,060
24,000
8,000

Cost!ll~

- 2 four-wheel drive (1600 co co)
- 2 four-wheel drive (1000 c 0 co)
- 1 four-wheel drive (1600 co co)
- 3 four-wheel drive (1000 c 0 co)
- 3 four-wheel drive (1000 c • c • )
- 1 four-wheel drive (1600 co co)

(1) Mutitu HC/H

(3) Migwani HC/H
(4) Kitui District

Hospital
(5) Technical assistance 1 sedan (1600 coco)

- 2 four-wheel drive (1000 coc.)
(6) 2 Bicycles per health facility 40 x 200

(2) Ikutha HC/H

Subtotal
Inflation 15 percent

Total (loan)

216,000
~QOO

. $2l~8, 000

b. GOK Contribution

(1) Maintenance and operation costs of 4 1600 coco vehicles
@ $7,000 (July 1981 pric~s) per annum/vehicle plus
12 percent inflation per annum

o

GOK FY 82/83 - $16,000
FY 83/84 - $35,000
FY 84/85 - $39,000
FY 85/86 - $44,000
FY 86/87 - $50,000
FY 87/88 - $14,000 $198,000
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(2) Maintenance and operation costs of 1000 c.c.
vehicle (8 No.) at $3,500. (July 1981 prices) per
annum/vehicle plus 12 percent inflation per annum

GOK FY 82/83 - $16,000
FY 83/84 $35,000
FY 84/85 - $39,000
FY 85/86 - $44,000
FY 86/87 - $50,000
FY 87/88 - (3 months) - $14,000

Total

7 • Medical Sup pI>:

a. AID Contribution

(1) Community Health ~orker first aid kit including one
weighing scale at $80 for 195 communities

(2) Traditional Birth Attendant kit at $33 for 281 communities
Total

b. GOK Contribution

(1) Incremental cost of drugs at She 3 (June 1981) ($0.36)
per person per annum.
500 people per community,
total 195 communities (12% inflation)

GOK FY 83/84 - 40 communities - $ 9,000
FY 84/85 - 80 communities - $20,000
FY 85/86 -147 communities - $42,000
FY 86/87 -195 communities - $50,000
FY 87/88 (3 months) - $14,000

(2) Replacement of ffrst-aid kits and TBA kits (12% inflation)

FY 84/85 - $ 3,000
FY 85/86 - $ 7,000
FY 86/87 - $13,000
FY 87/88 - $ 4,000

'-
(3) Medical Supplies and Rep1acements~ Linens, etc. for

Health Facilities

FY 83/84 - $22,000
FY 84/85 - $24,000
FY 85/86 - $40,000
FY 86/87 - $44,000
FY 87/88 $ 4,000

Total

"$198.000
$396;000

15,700

9,300
$25:-000

135,000

27,000

134,000
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c=. 8. Additional Staff Cost for Static Facilities and CHW Program - GOK

!~~~~ (Including 10% Social Security and 10% Provident Fund and
housing allowance for which accommodation is not provided by MOH)

FY 82/83 - $ 60,000
FY 83/84 - $160,000
FY 84/85 - $180,000
FY 85/86 - $207,000
FY 87/87 $309,000
FY 87/88 (3 months) - $86,000

9. Training of CHW Trainers - GOK

\

\

Total $1,002,000

a. 4 Weeks at rural health training uni~ at $120~er person

12 Enrolled Nurses
3 Clinical Officers
3 Public Health Off~cers

6 Public Health Technicians
6 Family Health Field Educators

b. Fami1~lanning Trainin~36 staff @ 120

c. Support for cadre staff

d. Training materials

FY (82/83) Total

10. -Training of Communi~ealth Workers - GOK

$ 3,600

$ 4,320

$ 6,000

LhQ~Q

$18,000

Out of town allowance for trainers at $10 per person per day.
(Other costs included in staff salaries and transport cost)

c

FY 82/83 ­
FY 83/84
FY 84/85 ­
FY 85/86 ­
FY 86/87
FY 87/88 -

$1,000
$3,000
$3,000
$3,000
$3,000
$1,000

Total" $14,000
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c=, 11. District Rural Health Managem~ntTeam - GOR

a. Assistant Medical Officer of Health/Rural
@ $10,000 per annum

b. Logistic support $10,000 ~er annum'
Total

\

\
Total incremental staff salaries and tr~ining (8,9,10

12. Radio Communication

a. AID Contribution

Two-way radio system connecting Migwani
Health Center/Headquarters, Mutitu Health
Center/Headquarters, lkutha Health Center/
Headquarters with Kitui District Hospital,
and Mutha with Ikutha, -and Mutomo Hospital
(NGO), and Endau with Mutito.

b. GOR Contribution

Maintenance and replacement FY 86-87
FY 87-88

o

$60,000

$60,000
$1'20:-000

and 11) $1,154,000
(GOK)

$70,000

$10,000
3,000



ANNEX C

IMPLEMENTATION SCHEDrlES

A. Overall Project I~plementation

Event

1. Project agreement signed

2. Recruit for Administration
and Procurement Specialist

3. First disbursement; CP's
met.

4. Administration and
Procurement Specialist on
board and initiatio~ of
baseline survey design.

Date

9/30/81

10/15/81

12/31/81

1/31/82

Responsibility

GSAID/K, AID/W, GOK

rSAID/K, MOH, MOF

~OH, USAID/K, Consultants

s. Vehicles arrive.

6. TA Team arrives

7~ Review, r~vise and initiate
conduct of baseli~e survey

8. RHMT to develop trai~ing

protocols and curriculum
for all training sessions.

9. First phase construction
begins on site.

10. First phase training
sequence begins and initia­
tion of design of special
studies.

6/15/82 ~WH, l;SAID/K

8/01/82 Contractor, MOH, USAID/K

9/01/R2-~- Contractor, MOH, USAID/K,
3/01/83 Consultants

9/01/82 Contractor, MOH
11/01/82

9/01/82 xotol
10/01/82 Consultant

10/01/82 }WH, Contractor, USAID/K,
Consultants

11. Community Sensitization
and CHW training begins.

12. Contract TA for fa~ily

planning training.

13. First phase CRW staffing
completed.

-14. First phase drug distri­
bution system in place,
and design of special
studies completed.

12/01/82

12/01/82

12/01/82

2/01/83

~.~0 H? Con t r act 0 r

AID/~{

~OH, USAID/K, Contractor,
Consultants
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15. First phase construction 2/28/83-
completed and special studies 6/30/83
initiated.

MOW, USAID/K, Contractor
and Consultants

16. First phase static
facility staffing
assignments completed.

6/01/83 }lOH

17. Mid-Term evaluation of 10/01/84
project and initial findings
of special studies.

USAID/K, MOH, AID/W, GOK,
Contractor, Evaluation
Contractor, Consultants

18. Second phase construction
begins.

li. Training of CHWs complete.

20. Second phase construction
complete.

21. Second phase static
facility staffing
assignments completed.

22. Final "project evaluation
and evaluation of findings
of special studies.

B. Technical Assistance Contract

Event

1. Scope of 'Work drafted.

2. Scope· of work approved
by Ministry of Health.

3. Request for proposal
(RF P ) sen t t 0 AI D/ W•

4. CRD notice published.

5. Proposals received.

6. Proposals received by NOH.

7. Proposals evaluated
and selection made.

8/15/85

6/30/86

8/30/86

8/30/86

-'
6/30/87

Date

9/30/81

10/30/81

11/07/81

12/05/81

3/01/82

3/20/82

4/20/82

~OH

~SAID/K, MOH, AID/W,GOK,
Contractor, Evaluation
Contractor, Consultants.

Responsibility

USAID/K

}10H

AID/K

AID/~':

Prospective contractors,
Kenya Enbassy.

Kenya Enbassy in U.S.

USAID/K, NOH



8. Contract negotiations begin.

9. Contracts approved and
signed.

10. TA team members arrive
in country.

11. Training sequence begins
(See Schedule G).

12. Information and evaluation
sequence begins (See
Schedule E).

13. First progress appraisal.

- 3 -

5/15/82

6/15/82

8/01/82

9/01/82

3/07/83

10/01/83

:-WH. Con trac tor

USAID/K. MOH. Contractor

Contractor

Contractor. RHMT. MOH

Contractor

Contractor

14. Hid-Term project evaluation. 10/01/84

15. Second progress appraisal. 3/01/86

16. Final project evaluation. 6/30/87

.-.
-- ' --

17. TA team submits final 8/01/87
summary report and departs
country.

C. Host Country Static Facility Staffing

Evaluation Contractor.
Contractor MOH, USAID/K.

Contractor

~SAID/~, Evaluation
Contractor, Contractor MOH .

Contractor

Event

1. Identify candidates for
Assistant Medical Officer
of He~lth/Rural and Second
Clinical Officers (3).

2. Assign AMOH/Rural and SCOs
to Kitui.

Date

3[30/82

6/01/82

Res 'Dons ib il i ty

~WH

3. Staffing plan for
phase completed.
PP section IV.D.2
requirements. )

first
(See
for staff

9/01/82 }WH, Contractor

4. Identify, recruit and assign 10/01/82-
staff for Kitui health 6/01/83
facilities for first phase.

~OH



5.
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Identify, recruit and assign 12/01/85­
staff required for staffing 8/30/86
of second phase facilities.

}tOH

D. Family Planning Training for Static Facility Staff

Event

1. Contract for TA to
conduct family planning
training.

2. Begin training of
rxs and COs in
fa!!lily planning.

3. Complete training of
rxs and COs.

E. Information and Evaluation

Event

Date

11/01/82

12/01/82

7/31/83

Date

Responsibility

~tOH, AID/W

~IOH, Con t r act 0 r

NOH, Contractor

Responsibility

1.

2.

3.

4.

5.

6.

7.

Initiate design of
baseli~e survey.

Review and revise design of
baseline survey.

Initiate design of special
projects.

Conduct baseline survey,
CO!!lp~ete design of special
studies and initiate.

Analyze baseline survey.

Develop and imp lemen t district
health information system.

~id-term evaluation of
project and results of
special studies.

1/31/82

9/01/82

10/01/82

1/01/83­
3/01/83

3/01/83­
6/01/83

9/01/82­
9/30/85

10/01/84­
12/01/84

MOH, [SAID/K, Consultants

Contractor, MaR, USAID/K,
RHMT, Consultants.

USAID/K, Contractor and
Consultants.

Contractor, MOH, RRMT,
Re/H, USAID/K Consultants

MaR, Contractor, RRMT

MaR, Contractor, RHMT
Consultants.

~'WH, Eval ua t ion
Contractor, USAID/K



8. Final evaluation.

9. TA team and special studies
groups submit final sunmary
report.

F. Drug Distribution

Event

1. Identify appropriate
drugs for prepackaging
for Kitui community
Health Workers.

- 4A -

6/30/87­
8/31/87

7/30/87

Date

9/30/82

Evaluation Contractor,
MOR, USAID/K

Contractor

Responsibility

MOR, Contractor,' RHHT
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(
2. Es'tablish distribution

system to ensure drugs
are available at rural
health facilities.
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12/01/82

Annex L;

MOH, Contractor, RHMT

3. Implement public informat:on 12/01182
campaign on drug distribution
system in Kitui Dist~ict.

MOH

4.

5.

6.

7.

Conduct training sessions
for rural health facilities
staff and others on drug
distribution.

Adapt drug distribution
system to previde supplies
to CHt,.,'s.

Evaluate drug distribution
system to ensure fulfillment
of condition precedent for
second phase activities.

Schedule developed fer
extension o~ system ~n

the Far North and Central
divisions.

11/01/82

2/01/83

9/01/84

10/01/84

HOH, ASU

HOH, Contractor, USAID/K

MOH

G. Training of HC!H Teams

Event Date ~~E...£.n s i b iii t :t.

1.

2.

3.

4.

5.

Select first 3 HC/H Teams
consisting of I SCO 3 EN,
1 PHT and I PHD.

Begin training 1 seo, 6 EN, 1 PHO
and 4 PHT of first team including
PHTs and ENs from local RHFs at
RHTC followed by 1 week training.

First half of first team
complete~ training.

Start sensitization of
communities and CH~

training 1n first division

Select second group for
tr~ining (7 fro~ first
HC/it anc 6 frem second
HC/H).

10/01/82

10/25/82

11/25/82

12/01/82

12/01/82

RHMT

RHTC. Contractor

RHTC, Contractor

HC/R Team
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6. Begin training of second
g r 0 u p' a t RHTC •

1/05/83

7. Second group completed
training

2/05/83

8. Third training session
to begin (6 from second
HC/H and 10 frem third He/H).

3/01/83

9. Third training session
complete.

4/01/83

10. Fourth and final training
session (7 from third HC/H)
Number of staff trained to
this date \-lould permit ._
fielding of up to 6 community
Sensitization Teams and
6 CH~ Training Teams or 5
of each assuming attrition.

5/01/83­
6/01/83

H. Conmunitv Sensitization and CH~ Trainin~------"-<---
. Event Date·~·.

1. First sensitization
'activities.

12/01/82­
2/01/83

HC/H, RHMT, Contractor

Team Schedule-------------------
\t,'eek Number Communitz Action

Second Visit - Facilitate decision

Obligation
Third Visit - Training Arrangement

" '" II

First Visit - Orientation

Assessment and Preparation
" .. II

IIIt

"
It

"

A,B,C,
D,E,F

A,B,C,
D,E,F
A,B,C
D,E,F,

5
6
7
8

1
2
3
4

2. First CH~ training - Stage 1
- train CHWs from six
communities.

2/01/83­
2/15/83

HC/H Team

\,



3.

4.

Stage 2 CHW training ­
include TBAs -
from ~ix communities.

Stage 3 CHW trainini ­
five days training for
CHWs. six communities

- 7 -

3/15/83­
3/22/83

.I 4/22L83-
4/27/83

\

HC/H Team

HC/H Team and
division officers

5. Visit to RHF and HC/H by 4/28/83
first group of trained CHWs.
Completion of first training
activities

__~I~llustrative 12 Week CHW Trainin~~equ~~~ __
Week

1 & 2
3 - 6

7
8 -11

12

Training by CN, and PHT.
Village job training.
Follow-up training by CN, PHT.
Village job training.
Final pre-ser~ice training by CN. PHD
and divisional technical officers
including rural health facility visits.

6 •. Second group of sensitization
and CHw training activities
including visits to RHF and
He/H.

7. rhird sequence of
sensitization and CHW
training.

8. Fourth sequence of
sensitization and CHW
training.

9. Fifth through fifteenth
sequence of sensitization
and C~W training.

3/01/83­
5/01/83

5/15/83­
7/15/83

8/15/83­
10/15/83

1/01/84­
6/30/86

HC/H Team

HC/H Team

HC/H Team

HC/H Team
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Facilities ·designed ~_MO~

Date

\
\

1.
2.
3.
4.
5.
6.

Winziie Dispensary
Voo Dispensary
Kisyani Dispensary
Kanziko Dispensary
NUll Health Center
Mutito Health Center/Headquarter

o

1. MOH notifies MOW to complete final
plans and bid documents for above
facilities.

2. MOW prepares construction contractors
prequalification advertlsement for
publication in local paper(s) ana the
U.S. Commerce Business Daily (CBD)

3. MOW receives prequalification
questionnaires.

4. MOW prepares list of prequalified
contractors and submits list to
MOH and USAID/Kenya.

5. MOH and USAID/Kenya approve the
contractors list.

6. MOW completes final plans and bid
documents for above facilities and
submits documents to MOH and USAID/
Kenya for approval.

7. MOH and USAID/Kenya approve documents

8. MOW invites bids from prequalified
contractors.

9. MOW receives bids.

10. MOW evaluates bids and submits
recommendations for award to MOH
and USAID/Kenya.

11. USAID/Kenya approves awards.

Octobeli' 15, 1981

January 15, 1982

March 15, 1982

April, 1, 1982

April 15, 1982

May 1, 1982

May 15, 1982

May 20, 1982

June 24, 1982

July 24, 1982

August 2, 1982
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12. MOH issues notice(s) of acceptance
to approved contractors through MOW.

13. MOW hands over sites to contractors.

14. ·MOW prepares contract documents for
signature by MOH, MOF and contracto~s•

./
15. Construction completed:

1. Winziie Dispensary
2. Voo Dispensary
3. Kisyani Dispensary
4. Kanziko Dispensary
5. Nuu Health Center
6. Mutito Health Center/Headquarters

August 10, 1982

September 1, 1982

September 10, 1982

\

\
\

February, 1983
January, 1983
February, 1983
February, 1983
March, 1983
May, 1983

1. Waita Dispensary
2. Enziu Dispensary
3. Mwingi Dispensary
4. Nzeuni Dispensary
5. Migwani Health Center/Headquarters
6. Mui Dispensary
7. Endau Dispensary
8. Kiatune Dispensary
9. Ikutha Health Center/Headquarters
10. Mutha Dispensary
11. Kitui Town

- 1. MOH/MOW prepares requests ior proposals October 15, 1981
for architectural and engineering
(A&E) services required to design
above facilities.

2. USAID/Kenya forwards RFP and October 16, 1981
advertisement to AID/Washington
for- publication in CBD.

3. RFP advertised in CBD and local November 1, 1981
newspaper(s).

c

4. MOW/MOH receives proposals.

5. MOW/MOH evaluated proposals.

6. USAID/Kenya approves the ranking.

7. MOW/MOH invites the highest ranked
firm for negotiations.

January 2, 1982

February 1, 1982

February IS, 1982

March 1, 1982



10. A&E firm starts final plans •.

11. MOW prequa1ifies construction
contractors.

12. A&E firm completes final plans and
bid documents and submits them to
USAID/Kenya, MOW and MOH for approval.

c: 8.

9.

10 -

A&E services contract signed.

USAID/Kenya approves the contract.

March 15, 1982

April 1, 1982

April 1 , 1982

January 15, 1982

\

\
Jti1y 1 , 1982

13. MOW, MOH and USAID/Kenya approve the
documents.

14. MOW invites bids from prequa1ified
contractors.

15. MOW receives bids.

16. MOW/A&E firm evaluates bids and
submits recommendations for awards
to MOW, MOH and USAID/Kenya.

17. USAID/Kenya approves awards.

18. MOH issues notice(s) of acceptance
to approved contractors through MOW.

19. MOW hands over sites to contractors.

20. MOW/A&E firm prepares contract
documents for signature by MOH,
Ministry of Finance and Contractors.

21. A&E firm provides periodic supervision
of construction.

22. Construction completed:

J u 1 y _~ 5, 1 9 8 2

July 20, 1982

August 1, 1982

September 1, 1982

September 5, 1982

September 10, 1982

October 1, 1982

October 10, 1982

c

1.
2.
3.
4.
5.
6.
7 •
8.
9.
10.
11.

Waita Dispensary
Enziu Dispensary
Mwingi Dispensary
Nzeuni Dispensary
Migwani Health Center/Headquarters
Mui Dispensary
Endau Dispensary
Kiatune Dispensary
Ikutha Health Center/Headquarters
Mutha Dispensary
Kitui Town

February, 1983
March, 1983
April, 1983
February, 1983
March, 1983
March, 1983
March, 1983
February, 1983
June, 1983
February, 1983
April, 1983
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Facilities designed bl MOW (Far North Divisio21

1. MOH notifies MOW to complete
final plans and bid documents for
above facilities.

,

1.
2.
3.
4.

~yusa Health Center/Headquarter
Usueni Dispensary
Tseikuru Health Center
Ngomeni Dispensary

\
October 1, 1984

C·'"./

2. MOW prepares construction contractors
prequalification advertisement for
publication in a 1?ca1 paper and the
CBD.

3. MOW receives prequa1ification
questionnaires.

4. MOW prepares list of prequalified
contractors and submits list to
MOH and USAID/Kenya.

5. MOH and USAID/Kenya approve the
prequa1ified contractors list.

6. MOW completes final plans and bid
documents for above facilities and
~ubmits documents to MOH and
USAID/Kenya for approval.

7. MOH and USAID/Kenya approve documents.

8. MOW invit~s bids from prequa1ified
contractors.

9. MOW receives bids.

10. MOW evaluates bids and submits
recommendations for award to MOH
and USAID/Kenya.

11. USAID/Kenya approves awards.

12. MOH issues notice(s) of acceptance
to approved contractors through MOW.

13. MOW hands over sites to contractor.

Oct9.ber 15, 1984

. January 2. 1985

January IS. 1985

February 1, 1985

April 1, 1985

April 15, 1985

April 15, 1985

June 1. 1985

July 1. 1985

July 10, 1985

July 20, 1985

August 15. 1985
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14. MOW prepares contract documents for
s i g nat u reb y 11 0 H, MOG and con t rae tor s •

August 20, 1985

15. Construction comp1e~ed:
f '

1. Kyuso Health Center/Headquarters
2. Usueini Dispensary
3. Tseikuru Health Center
4. Ngomeni Dispensary

"August, 1986
\February, 1986
'January~ 1986
January,. 1986

-.
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ANNEX D

ENGINEERING ANALYSIS

The construction component of this project consists 6f
improvements or upgrading of 12 dispensaries, 6 health centers,
and construction of tw~ new dispensaries.

The Ministry of Health has divided Kenya into 254
geographically defined rural health units (RHUs) each of which
is to service between 50,000 to 70,000 persons.· Each RHU is to
have at least one health center designated a headquarters, and
four to six dispensaries. Kitui district' comprises six rural
health units as follows:

(a) Near North:

(i) Migwani Health Center/Headquarters
(ii) Mwingi Dispensary \

(iii) Waita Dispensary
(iv) Enziu Dispensary

(v) Nzeuni Dispensary
(vi) Ngomeni Dispensary

(vii) Nguni Health Center
(viii) Winziie Dispensary (proposed)

(b) Eastern:

(i) Mutito Health Center/Headquarters
(ii) Nuu Health Center

(iii) Mui Dispensary
(iv) Endau Dispensary

(c) Southern:

(i) Ikutha Health Center/Headquarters
(ii) Kiatune Dispensary

(iii) Voo Dispensary
(iv) Mutha Dispensary

(v) Kanziko Dispensary
(vi) Kisyani Dispensary (proposed)

(vii) Mutomo Hospital (NGO)

(d) Far North:

(i) Kyuso Health Center/Headquarters (presently a
dispensary)

(ii) Tseikuru Health Center
(iii) Usueni Dispensary
(iv) Tharaka Dispensary
(v) Hivllkoni Dispensary

(vi) Katse Dispensary
(vii) Kimangao Health Center (NGO)
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(e) Central:

(Headquarters)( i )
(ii)

(iii)
(iv)

(v)
(vi)

(vii)
(viii).

Kitui ·District Hospital
Yatta Health Center
Katulani Health Center
Miambani Dispensary
lnyuu Dispensary
Mbitini· Dispensary
Motume Dispensary (~GO)

Mulango Dispensary (NGO)

\,

(f) Kauwi-Kathibo:

(i) Kauwi Health Center/Headquarler~ (under
construction)

(ii) Matinyani Dispensary
(iii) Muthale Hospital (NGO')

In most instances the RHU boundaries coincide with those
administrative divisions. -And Ngomeni Dispensary included in
the Near North RHU unit is in Far North Division, however Kauwi
Health Center and Muthale Hospital of the Kauwi-Kathibo RHU are.
in Near North Division.

The MOH has, with the assistance from DANIDA,
minimum standards for each rural health facility.
standards are as follows:

developed
These

o

(a) Qi~E~~~~Er_!rE~_! provides out-patient services to a
population between 1,000 to 4,000 people in a radius of 6
kilometers. The dispensary consists of 4 rooms: treatment
room, pharmacy room, consulting rOOm and maternity child health
care room. The total area is 800 square feet.

(b) Dispensary Type II is similar to dispensary type I
except that-It-serves-a-Population over 4,000 people and
consists of 7 rooms: office, store, pharmacy room, treatment
room,·consulting room' and two HCH/FP rooms. The total area is
2,500 square feet.

(c) Health Sub-Center is similar to dispensary type II
except tha~It~as-I~patient facility for 4 beds. The
sub-center serves as a referral institution for dispensaries.
The total area varies from 3000 to 5000 square feet.
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<: (d) Health Center/Headquarters provides all aspects of
primary heaIth-~~re:--~~r~tive:-preventiveand promotive. It
has outpatient facilities. and an inpatient facility of 12
beds. The total area is 6.700 square feet.

In addition. staff houses fo~ critical health personnel are
provided at each facility. The MOU stapdards for staff houses
are as follows:

(a) Di~£!~~~EZ_!IE~!: 3 Ministry of ~orks (MO~) standard
type F houses for 2 Community Nurses and 1 Public Health
Technician. Area of each house is 420 square feet.

(b) QisEen~arY-II£~!!: 4 MO~ type F houses for 3
Community Nurses and 1 Public Health Technician.

(c) Health Sub-Center: One MOW t~pe D house (Area 1000
square feet-P1~s-t\~o-roo~ed-servantsquarter) for one Clinical
Officer; one MO~ type E ho~~e (area 750 square feet) for Senior
Nurse and 5 MO~ type F houses for one Community Nurse. one
Public Health Technician. one Laboratory Technician. one
Watchman and one Driver.

(d) Health Center/Headquarters:
with additI~~-~f-4-type-F-houses-for

Patient Attendants.

same as health sub-center
2 Community Nurses and 2

c

A detailed inventory of all existing facilities in three
administrative divisions. namely Near North. Eastern and
Southern Divisions. was conducted by the Ministry of Health
planning staff and USAID and REDSO engineers. The same staff
also conducted a detailed inventory of four facilities in Far
North Division which are included in the Ministry of Health's
Five Year Development Plan (1979-1983) and among the high
priorities of the District Development Committee.

E~isting dispensaries range in size from one to seven
rOOms. General structural condition is good except for several
instances of termite damage. Five of the dispensaries are one
room units constructed in early 1930s. These facilities
although functional are inefficient for meeting the high usage
encountered •. Two dispensaries are structurally unsafe. Health
center structures are generally adequate. Staff housing 1S

generally inadequate. and rental housing is generally not
available in ~ural areas. Most health facilities are equipped
with rainwater catchment tanks. Four facilities- will be served
by ~ new system being planned or under construction. Three
facilities have adequate water supply. Only one facility
(Mutito Health Center) has provision for electrical power. but
the generator was out of service. In all facilities either pit
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latrines or septic tanks for water borne sanitation are
provided. Each facility is sited within 1/2 mile of a
permanent settlement such as a market center or urban ceriter
and has adequate land area for expansion.

Based on the site surveys and the MOH's minimum standards
described above, it is proposed to finance with loan funds
improvements or upgrading of existing facilities and the
construction of two new facilities included in ihe DDC and the
MOH Development Plans as follows. At some sites additional
facilities, mostly staff houses, are provided to support the
Community Health Workers.

(a) Near North Division:

(i) Waita Dispensary' - Repair existing building
- 2 type F houses

(ii) Winziie Disp~nsary - Dispensary Type I
(New) 3 type F houses

(iii) Enziu Dispensary - Dispensary Type I
- 2 ty·pe 'F houses

(iv) Mwingi Dispensary - Dispensary Type II
- 4 type F houses

(v) Nzeuni Dispensary - Repair existing buildjng
2 type F houses

(vi) Migwani Health
Center/Headquarter

(b) Eastern Division

- 2 type D house
- 3 type F houses
- 4 offices
- 1 Garage and Workshop

. (i) Mutito Health Center/
Headquarters

- Upgrade existing
center to a headquarter
and repair existing two
houses

- 2 type D houses
- 1 type E house
- 9 type F houses

o

(ii) Mui Dispensary - Dispensary Type I
- 3 type F houses
- Water supply from the Ministry of

Water Development's pipe line
about 2000 feet.



c (iii) Nuu Health Center
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One type D house
- 1 type E house

6 type F houses

(iv) Endau Dispenaary - Dispensary Type I
- 3 type F houses
- Water supply from Kitui County

Council's pipe, line
\

(c) Southern Division:-------------
(i) Voo Dispensary - Dispensary Type I

- 3 type F houses .'
- Shallow well equipped with hand

p u mp for wa t e r· sup ply.

(ii) Kisyani Dispensary
(New)

- Dispensary Type I
- 3 type F houses
- Sub-surface dam about

4000 feet from the facility
for water supply.

(iii) Kiatune Dispensary - Repair existing dispensary
and staff house.

- 2 typ~ F houses

(iv) Kanziko Dispensary - Dispensary Type I
2 type F houses

- Repair existing house

(v) Ikutha Health Center/ - 4 offices
Headquarters - 1 garage/workshop

- 2 type D houses
- 5 type F houses
-~- Wate r supply

(vi) Mutha Dispensary - Remodel existing building
- 3 type F houses

(d) Far North Division:

(i) Kyu.so Health Center/
Headquarters

- Full health center
headquarters

- Two type D houses
- 1 type E houses
- 9 type F houses

(ii) Usueni Dispensary - Di~pensary Type I
- 2 type F houses



(iii) Tseikuru Health ­
Center

6

Improve existing
building
One type D house

Health Center

(iv) Ngomeni Disp~nsary - Repair dispensary
- ~ type T houses

\

o

The Ministry of Works standard designs, with minor
modifications for some locations, will be used for all physical
facilities. The construction will basically consist of
concrete or stone walls, steel windows, wooden"doors, concrete
floors, corrugated galvanized iron roof with timber trusses and
hard board ceiling. All facilities will be provided with
septic tanks or pit latrines. Elect~ical power will not be
provided.

The Ministry of Works is 1n the process of preparing final
design for ten sites. The design for the remaining sites will
be prepared by a group of private consultants to avoid delays
in completing the design.



ANNEX E

ECONOMIC ANALYSIS

1. General Considerations

Accurate benefit/cost studies of "'Soft" social overhead
projects in general, and of health projects in particular, are
difficult to undertake. While cost data are often reasonably
accurate, there is really no completely satisfactory way to
impute monetary value to the flows of many of the benefits
occurring to society and to individuals. These difficulties
are compounded in the case of benefit/cost studies performed 1n
the context of developing countries.

The problems can perhaps be more clearly understood and
appreciated by sketching the benefits that will occur as a
result of the present project. A partial list of these
benefits is presented below.

reduced mortality

reduced waiting time

reduced travel time

reduced out-af-pocket travel expenses

reduced number of sick days, restricted work and
educational activity

reduced time required for homp. care of the sick

In order to quantify these benefits into discounted revenue
stream for purposes of comparison with a similarly discounted
stream of costs, it is necessary to impute prices as measures
of marginal social value to units of each of the elements of
benefits listed above. In benefit cost analysis undertaken in
the c6ntext of a developed .country, required prices are
imputed, based on rather restricted assumptions. For example,
given that the number of years of life saved can be estimated,
an average annual cash income is usually imputed as the "price"
or value to society of averting premature mortality of adults.
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Similatly, upon estimating the number of hours of reduced
travel time, time-off from work, time required for home care of
the sick, and time spent waiting to receive health care, an
average -market wage is usually imputed as the price or marginal
social value used t6 convert an aggregate quantity of time
saved into a stream of social benefits~ Valuing the benefit of
reduced days missed from school on the part of children
requires some special judgments, which usually result in an
hour of schooling being valued at an arbitrary fraction of the
estimated average adult market wage. Out-of-pocket travel
costs saved as a result of reduced visits to health service
facilities are perhaps estimated most accurately of all the
items listed above, at least in principle.

Even in the context of developed countries, pr1ce estimates
are of questionable accuracy. Tn the context of a developing
country price estimates are even more' questionable. Prevailing
market wages and incomes in the U.S. in large measure reflect
the marginal valuation of the social significance of human
productivit~. Given a fairly high degree of competition among
producers and mobility among labor markets, wages and incomes
approximate marginal products of labor services (marginal
physical product times market price), and prices are near those
that would prevail if markets were perfect.

However, in developing countries, s~ortages of capital,
inappropriate technologies, institutional and political
constraints all serve to restrict producer competition and
labor mobility. The result is that wages and prices often
reflect significant departures from values that truly reflect
the marginal social significance of labor services and the
value of the output of manufactured products and services.

For example, it is estimated that the agricultural wage
that currently prevails 1n rural Kenya is 16 Ksh/day or 2
Ksh/hour. However, due to the various factors cited above,
agric~ltural employees may often be employed in an imperfect
(monopsony) labor market. "As a consequence, the prevailing
wage can be below the marginal revenue product that truly
reflects the value of labor output to Kenyan society.

Similarly because of mo~opoly elements which sometimes
prevail in the case of transport in rural areas, out-of-pocket
transport costs can reflect monopoly pricing policies resulting
in substantial divergence between marginal revenue and price.
In this case prevailing prices exceed those that would prevail
in a more competitive market and costs are overstated. Given
such factors, converting a benefit stream into a stream of
monetary values to be compared with a stream of costs would be
difficult and could be misleading.
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In addition to benefits which in principle may be
quantified, there are additional benefits, the value of which
may not be quantified easily, or not at all. Consider such
th~ngs a~ reduced anguish, pain and suffering; reduction of
anxiety; gains to family well being as the result of averting
premature death of a l~ved one; and a ~eneral reduction in
uncertainty pertaining to ill~ess and premature death. Gains
in these areas lead to ~ more positive attitude toward
investment, borrowing, and other activities crucial to
development undertakings on the part of individuals. These
non-quantifiable or not easily quantifiable elements may be the
most important health benefits contributing to the development
process. They change the attitudes of so~iety favorably toward
entrepreneurial activities, family planning, phjsical and human
capital deepening (education) and adopting more productive but
round-about production processes (investment projects with high
yield but long payout periods). Yet'it is difficult, if not
impossible, to quantify these benefits that originate from
health activities that improve the health status of the
population.

In summary, a full-blown benefit cost analysis of the
project would be difficult to perform at best. Crucial data
are lacking at this stage and data that are available are
biased for the purposes at hand. Special studies of the
monop~ony and monopoly character of local markets do no~ exist
and there exists no basis for appropriately adjusting the data
that are available.

In spite of these general obstacles to undertaking a
benefit cost analysis of the project, there are a number of
economic. matters which can be explored in connection with the
project which are essential to its justification as an AID
technical assistance intervention. These include the following:

B. Whether or not the project is least cost relative to
alternatives.

b.
project

Whether or not Government can afford
and extend the activity nationwide.

to sustain the

(
....

c. Whether or not gains to communities and to individuals
are sufficient to warrant their, acceptance, adoption and
participation in the project.

Each of these issues is explored 1n individual sections
below:
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The innovative feature of the, project is the
integration of a community-based health care delivery component
within an existing static health facility system. Reference
has already been made to the fact that the GOK ~s going to
expand the static health facility system in Kitui District as
part of the five year economic development plan. However) even
with the planned expansion of static facilities combined with
the introduction of mobile units, it is estimated that the
system will provide primary health care serv~ces up to only 30
percent of the population.

The project will extend coverage of primary health
care services to an estimated 70 perc~nt of the population of
three divisions by the end of the second phase (six years). If
successful, the project will increase primary health service
coverage by 40 percentage points (70-30) in the target
population.

The main alternative to the pr~sent project is to
intensify the Government's program of static health facilities
construction, supplemented by greater use of outreach mobile
clinics. Even with such an approach) the GOK static health
facilities expansion program could reach no more than 50
percent of the target population. Thus) even if the goal of 70
percent population coverage is not completely reached by this
project, it would be as successful as the next best alternative
so long as primary health care services are offered to at least
50 percent of the target population. The present project
offers a very good prospect of reaching 70 percent of the
target population) while the best alternative offers no such
prospect. Thus, in terms of potential population coverage,
this project is clearly superior to the next best alternative,
and in general sense the two projects are not strictly
comparable.

However) costs per unit of population served in the
case of this project can be compare~ with the cost per unit of
population that would be served under the next best
alternative) even though the volume of population to be served
in the case of the two approaches are different.

One other difference should be noted prior to
presenting comparative per unit cost data. Some would argue
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that because CHWs offer very minimal curative care and place
greate~ emphasis on disease prevention and health promotion
than static facilities, CHWs in fact offer a lower quality of
health care than that offered by static facilities.

Such an argument is fundament~lly incorrect. First,
examination of the illnesses being presented and treated at
static health facilities reveal that the vast majority require
very unsophisticated medical interventions, most of which can
be provided by CHWs. Second, the social value of a case of
illness prevented is just as great or greater than the social
value of treating illness that was no~ prevented from
occurring, or which was not treated inexpensively at an
incipient stage. Clearly the social costs are lower in the
case of illness prevention or in treatment of disease at early
stages than in the case of more sophisticated interventions
administered after illness has occurred. Lower cost care need
not be taken to imply lower social value. Third, if one
considers every case of illness that is neither prevented nor
treated due to inaccessability of services offered by a
comparatively sophisticated and "high quality" health system,
the average level of the quality of care available to the
entire population is likely to be so low as to be
unacceptable. Average quality in such a system is likely to be
lo~er than that of a system that offers preventive and
promotive health services as well as unsophisticated but
effective curative services to the bulk of the population. The
more important issue is whether health care is or is not being
made available to the bulk of the population.

The simplest way of ur.dertaking a per unit comparison
between ~his project and the static facility expansion
alternative is to compare the per unit annualized development
costs (allowing for amortized replacement of all human and
physi~al capital components), plus recurrent costs of servicing
a community of a given population in the case of the two
approaches.

The most inexpensive static facility is a Type 2
dispensary with 2 Type E and F houses staffed according to MOH
staffing norms. This facility on the average would serve a
population of 4,000 persons within a radius of 100 square
kilometers. Assume an expected life of 4 years for the
facility, 10 years for the steff, 7 years for the life of
equipment, annual maintenance of structure and equipment at 2
percent of initial cost of acquisition, and an annual rate of
recovery sufficient to replace all capital indefinitely at 14
percent. The annual economic costs are 373,000 Ksh.
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Alternatively, the proposed project supplies two
half-time CH~s to serve a population of 500 persons. We may
assume a job life expectancy of five years and 30 percent
at~rition. Training is done in the community. Supervision 1S

provided by tIle RHU at .3,400 Ksh per annum. Drug costs may be
assumed equal to maintenance costs of 3,000 Ksh (in kind or
cash) per annum per CHW. The annualized costs per CHW per
annum are 17,000 Ksh. ~ince two CHWs are required to serve a
population of 500, there must exist 16 CHWs to serve a
population of 4,000 persons at a cost of 136,000 Ksh per annum
(17,000 x 8).

In addition, one mobile unit ideally may be employed
to provide drug supplies, logistical support, technical
supervision and other types of support, visiting each community
once per week. The annualized costs (replacement Suzuki
vehicle at five year intervals) assuming an annual rate of
economic recovery at 14 percent as in the case of the static
facility alternative, are calculated at 85,000 Ksh. Summing
the costs of training, sustaining and supporting 16 CHWs, the
annualized costs are 136,000 Ksh plus 85,000 Ksh or 221,000 Ksh
annually. The cost savings, on an annualized replaceable
basis, of a CH~s intensive system as compared to the expanded
static facility system is 153,000 Ksh annually. Recalling that
the population coverage in the case of the CH~ system could
exceed that pr0vided by the static facility intensive system by
as much as 40 percentage points (70-30) the advantages of a CHW
intensive system over available alternatives are quite clear.

The CHW subsystem essentially is being piggybacked on
an existing but strengthened static facility system. Initially
we would expect patient volume at static facilities to increase
due to an increased volume of illnesses detected, an increased
health consciousness on the part of individuals, and a
consequent increased number of referrals and "walk ins".
Eventually, patient volume will level off and stabilize as the
effects of CH~ preventive and promotive and curative heal'h
service activities begin to improve the health status of
community dwellers. We would expect to see patient volu 1t
static health facilities beginning to level off at the E jf
the second phase (six years) and fewer common illnesses
presented for treatment at static facilities, thus servir:.:; to
increase the efficiency of the entire rural health services
delivery system.
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A question arises in connection with the ability of
Government to afford the costs of expanding the Kitui District
primary health care system model into other districts in
Kenya. One first must recognize that replication to the entire
population is neither necessary nor desirable. Not all
districts are rural. Nairobi, Kisumu, and Mombasa are rather
large urban centers and along with other large towns in Kenya
already offer a level of primary health services (with gaps in
coverage to be sure) that is equal to that provided as a result
of this project. In addition, areas of Kenya such as
Northeastern Province, Turkana District and others present
unique problems principally involving nomadic and migrating
populations which will require alternative approaches to health
services delivery substantially different from the delivery
incorporated in this project.

The project is not and cannot be strictly regarded as
demonstrational or pilot in character l~ad{ng to ultimate
replicability and generalization to all of Kenya. Rather, the
project represents a phased operational field experience in
establishing an effective primary health ca~e delivery system
at district level incorporating the CHW system of care as an
innovation, which, with considerable modification, will have
broad applicabil:ty elsewhere in Kenya particularly in other
arid and semi-arid land areas.

The GOK could not afford to replicate a similar type
primary health care system in all relevant districts of Kenya
in the five years after project completion but the GOK has no
intention of doing so. However, the GOK does intend to provide
reasonable health care for all by the year 2000, 19 years in
the future. At the end of project, the GOK will have at least
12 plus years to adapt, modify, and extend similar systems to
other districts as appropriate.

The primary health care delive~y model using CHWs is
more cost effective than the health services expansion course
on which the GOK was embarked prior to the design and
implementation of this project. USAID is assisting the GOK in
developing a technology of primary health care delivery that is
more cost effective and affordable than other alternatives.
USAID also is as~isting the GOK In institutionalizing processes
and activities of management, drug supply, referral, logistics
and transport, health information gathering and evaluation
which have transferrability and replicability, with appropr.iate
modification, to various types of primary health care systems
that may be extended to other areas of Kenya. Although the
model of primary health services delivery in this project may
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not be applicable without modification elsewhere, the operational
experience obtained from institutionalizing concepts and
activities that are embodied in this project will have some
applicability virtually everywhere in K~nya.

b. Recurrent Cost Requirements

Recurrent costs required by Government ~n connection
with this s~x year project include the following:

(a)
( b )

(c)
( d )
( e)
(0
( g )
(h)
(i)
( j )

Category

Technical Assistance
Incremental Staff Salaries and
Training
Participant Training
Evaluation
Contingencies
Construction and Equipment
Vehicles
Medical Supply
Community Development Fund
Radio Communications

Total

GOK Recurrent Cost ($OOOs)

65
1,154

219

140

369
269

33

2,303

With regard; to replicability; not all these recurrent
costs would be required (e.g., technical assistance support).
The incremental requirements involved with this project relate to
extra staff required to strenghten those health facilities in
three tar~et RHUs and not staff needed to strengthen health
facilities in the fourth administrative division (Far North) near
the end of project. In additon, for replicability all other
items in the above would be required with the exception of
participant training, construction and equipment.

In order to get an accurate picture of recurrent cost
requirements of the innovative feature of the project, namely the
CHW component, analysis will include only the three target RHUs
in which CHWs are introduced.

Replicable recurrent cost requirements including only
those aS50ciated with staff required to strenghten health
facilities to support CHWs in the three target RHUs and other
elements required of replicability, are as follows:
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Category

Technical Assistance
Incremental Staff Salaries and
Training
Participant Training
Evaluation
Contingencies
Construction and Equipment
Vehicles
}! e d i cal Sup ply
Community Development Fund
Radio Communications

GOK Recurrent Costs ($OOOs)

807.8

100
140

396
296
435

33

Total 6 Year Project Costs

Annual Recurrent Project
Costs

2,207

368

c. Annual Recurrent Cost Per Beneficiary

Assuming optimal target accessability on the part of 70
percent of population in the three divisions, the annual
recurrent cost per beneficiary is (368,000 divided by 98,500)
$ 3 . 7 3 . ASS u min g the III i n i III U III sue c e S S 0 f the pro j e c (,on 1 y 5 0
percent of the population of the three target divisions would
have access to care or 70,357 persons at a cost of $5.23 per
person. Under the unlikely assumption that the project would
reach 100 percent of the population (140,714), costs per person
would equal $2.62.

d. Discussion of Recurrent Cost Per Beneficiary and
Implications for Replicability

Currently, on recurrent account the GOK is spending
55,576 million Kenya pounds annually on health services. Upon
conver~ion to dollars this represents an annual outlay of $123.5
million. Of Kenya's population of 15.9 million persons, 90
percent are rural. Of those rural person, 25 percent or less
have access to Government health services. Thus in reality, only
35 percent of the population, or about 5.56 million persons have
access to Government-supplied health serVlces.

Dividing $123.5 million of total outlay by 5.56 milion
persons who may be presumed to be reached by Government supplied
health services yields approximately $22.21 as the recurrent cost
per beneficiary of Government supplied health services. The
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range of $3.73 to $5.23 as the incremental recurrent cost per
beneficiary of the CHW component of this project compares very
favorably to what is currently being spent per beneficiary for
Government-supplied health serVIce generally.

The discussion presented in 4.~. above in this Annex
suggest tht it would not be appropriate for Government to
replicate this model of primary health delivery In all districts
of Kenya. There is no need to replicate the model in urban
areas, in major to\.... ns, and in vast areas of Turkana District,
Northeastern Province and possibly other parts of the Rift Valley
Province.

Given these considerations, it IS estimated that the
model, minimally modified, would be appropriate for no more than
70 percent of the rural population of Kenya. With a rural to
urban shift in population averaging 10 percent over the next 19
years, approximately 80 percent of the population would reside In
rural areas of Kenya in the year 2000. Since the model is
applicable to 70 percent of the rural population, opportunity for
replication by the year 2000 would apply to roughly 60 percent of
Kenya's population existing in that year. However, given Kenya's
static facility expansion program, roughly 25 percent of the
population would be covered by static facilities, leaving a
maximum of 35 percent of population to be coverd by a CHW system
supported by existing static f2ci 1 ities.

An important feature of the project is the element of
private sector cost sharing embodied in project design.
Communities are asked to support the activities of communitv
health workers (in kind or shilling contributions). It IS

estimated that roughly 400 Ksh. would be required to support one
half time CHW per month which implies a community CHW suppo~t

cost of $1200.00 per annum «400 x 2) x 12 ~ 8). Assuming an
average community beneficiary population of 500 persons yields an
annual CHW support cost of $2.40 per beneficiary ($1200 ~ 500).

An additional element of private sector cost sharing
stems from communities contributing local resources (funds, land
labor, materials) on a matching basis with Community Development
Fund (CDF) resources used to ucdertake community health
development projects. The value of the CDF made available in the
ptoject is S438,OOO. On the basis of the c0nservative assumption
thot community beneficiaries will provide local resources on a
one for one matching basis over the 6 year life of the project
yields $1.03 of additional priv2te sector cost sharing per
beneficiary ($435,000 ~ (6 x 70,357» in the case of 50 percent
population coverage, $ .74 in the case of 70 percent coverage
($435,000 ~ (6 x 98,500» and $ .52 per beneficiary in the event
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of 100 percent coverage. The following table summaries current
costs per beneficiary of Government supplied health services and
the costs per beneficiary of health services supplied in the
Kitui project broken down by Government and the private sector.

Current Recurrent Costs and Projeci Recurrent Costs Per
Beneficiarv (RC/B) and Division of Cost Sharing Between
Government (GOK) and Private Sector CP.S.)

Total RC/B GOK RC/B P. S. RC/n %GOK %P.S.

1. Current
Situation $22.21 $22.21 -0- 100% -0-

2. CBHS
" 50% $ 8.66 $ 5.23 $3.43 60.4 39.6a.

b . 70% $ 6.87 $ 3.73 $3.14 54.3 45.7

c . 100% $ 5.52 $ 2.60 $2.92 47.2 52.8

The table above reveals that the project ra~ses the
level of private sector cost sharing in connection with
Government supplied health services from zero which is the level
currently to a minimum of 39 percent, and potcfitially to a level
equal to ne~rly 53 percent. The project targets 70 percent
population coverage as an objective, which if obtained would
result in private sector cost sharing of approximately 45
percent.

It should be noted that medical supplies including drug
costs included in the project consist of $296,000 over the life
of the project. If these costs were eventually picked-up by the
private sector and 70 percent population coverage were achieved,
Government costs per beneficiary would decline from $3.73 to
$3.23 and private sector costs would rise from $3.14 to $3.64
($296,000 ~ 6 ~ 98,500 = $ .50). In this case Government's share
of cost~ would equal 47 percent ($3.23 ~ 6.87) and the private
sector cost sharing level would rise from 45.7 to 53.0 percent.
While relative to other elements of private sector cost sharing
drug costs are not high, they remain significant and pro-pharmacy
options will be explored through special studies in the course of
project evaluation and policy dialogues with Government
throughout the life of project.



12 -

At the root of the 1ssue of replicability is concern
for Government's capacity to bear its share of the increased
recurrent cost burden beyond the life of project. The ability
of Government to bear its share of inceased costs depends on the
projected level of recurrent costs required and growth in real
per-capita health recurrent budget, where the latter depends on
growth in real GDP, the share of Government budget as a rat io of
real GDP, the relative share of the health budget to total
Government revenues, and the rate of growth in population within
the period of desired replicability.

It 1S assumed that Government's share of GDP will
remain constant and that the health recurrent budget share of
Govenment budget will remain constant over the period of
replicability. It is also assumed that the rate of population
growth remains constant at 4 percent annually and that the
project target of 70 percent coverage can be achieved by the end
of project and beyond during the period of replication. Finally
it is assumed that 35 percent of the population would be
appropriate for replication, as described above.

accepted
in Paris

The estimates of levels of real GDP presented to and
by donors attending the Consultative Group Meeting held
in July 1981 are presented below.

Real GDP - Kenya*

Real GDP

79/80 80/81

3.8

81/82

4.3

82/83

4.9

83/84

5 . 5

84/85

5. 7

85/81

6.0

The table above shows that past, current, and projected
real GDP ranges from 2.4 to 6.0 over years 1979/80 to 1985/86.
The wide variability principally reflects the severe drought
afflicting Kenya in calandcr years 1979 and 1980 and the grinding
impact of rising energy costs. since the period of project
replicability extends far beyond the life of project (at least to
the year 2000) it is difficult to select a single figure as an
average growth projection for periods of replicability. In V1ew
of this problem more than one rate is incorporated into the
analysis. The following rates are selected:

*Reproduced from Table 2 - Projecticns of GDP at Constant (1980
prices in Economic Prospects and Financial Prospects, 25th July
1981, Government of Kenya, Nairobi, Kenya.
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4.9 percent which ~s the median of the growth rates
presented.

6.0 percent complete recovery ~s expected and the most
proximate estimate to the period of replication beyond
the life of the project.

Given a population growth rate of 4 percent per annum,
the population that could be covered upon appropriate replication
of this model of health delivery by the year 2000 is 8.2 million
(33.4 x .7 x .35). The MOR ~s currently spending $123.5 million
on recurrent account. Given Government share of recurrent per
beneficiary at $3.73, the Mali recurrent budget must grow by $30.6
million ($3.73 x 8.2 million) by the year 2000.

Given a real rate of growth of GDP of 4.9 percent and
assumptions of constant Government and MOH relative shares, the
MOH recurrent budget would equal $306.5 million on recurrent
account. However, much of this increase in recurrent budget will
be needed to supply an increased value of services to a larger
population which has increased from 15.9 million existing
currently to 33.4 million by the year 2000. Since 35 percent of
population would be subject to project replication only 65
percent of the total growth in population would necessarily be
serviced by MaR sponored health p~0g~3ms ether than this ~odel.

In order to provide for these programs the recurrent budget must
grow ( .65 x 4) 2.6 percent per annum. This means that $201.1
million of recurrent budget would be needed to continue existing
programs. Adding this amount to the $30.6 million of incremental
recurrent budget needed to support replication of this project to
35 percent of the population yields $231.1 million as total MOH
recurrent budget needs to support existing programs at real
per-capita levels in the year 2000 as well as to replicate this
project. This leaves a surplus of 75.4 million on recurrent
account to support additonal health programs.

Clearly the GOK can afford to replicate this pro ert as
appropriate, even at the low rate of growth in real GDP of 4.9
percent. This conclusion is even stronger if rates of GDP
approach 6 percent as forecast for 1986, if sustained throughout
the period of replication. Note that if annual GDP real rates of
growth approximated 6 percent, recurrent funds would be available
to support replication costs much sooner than the year 2000.
However, replication prior to the year 2000 would likely not
prove to befeasibile due to development constraints involved
with renovating physical facilities, training capacity, etc.
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A final question involved ~n the ~ssue of recurrent
cost constraints and replicability concerns what would he the
lowest real rate of growth in GDP that would permit replication
of the project by the year 2000. This can be answered as
follows. Given a population growth rate of 4 percent, 35 percent
population subject to project replication and 70 percent
population coverage, $30.6 million are needed to replicate the
project, causing the recurrent budget to grow to $154.0 by the
year 2000. Over a period of 19 years, the current recurrent
budget of $123.5 million must grow at a real rate of 1.2
annually. Adding 1.2 to 2.6, which is the rate of annual growth
in GDP required to support existing programs, yields 3.8 percent
as the minimum rate of real GDP growth required to replicate the
current project at no disadvantage to existing programs. This
assume that the rate of growth in population continues at 4
percent, a most unlikely prospect in view of the Integrated Rural
Health and Family Planning Program that ~s targeted to reduce the
rate of population increase.

5. Private versus Social Rates of Return

In most social overhead investments, a considerable
discrepancy exists between the rate of social return and private
return to society ~n the form of various externalities generally
aC~Qmpsnying Gcvernment investment~ nrc nnt c3ptured in t~c

incomes of individuals and thus in the private return on
individual investment. For example, the goal of alleviating
poverty contributes to political stability, a benefit that
members of a rural community may not perceive as a benefit
individually. As a second example, enhanced health status
leading to greater life expectancy and resulting ~n changing
attitudes about investment, size of families and borrowing for
investment purposes, all of which contribute to the social
development processes, occur gradually and may not be perceived
as part of the private return to individual investment and
participation in the project.

Therefore, one other ~ssue for this analysis remains. This
concerns community perception of the advantages of accepting the
particular modality of primary health service delivery that ~s

embodied in the project. Government can see considerable
adv-n~age in extending health services generally as visible
evidence of political concern for equity, as an instrument for
development, the alleviation of proverty, etc. All of these
benefits are easily recognized from the perspective of Government
resulting from community acceptance and participation ~n

supporting CHWs and preventive and promotive health programs.
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Collectively, the rate of flow of these benefits to Kenya society
represents a component of the aggregate rate of social return 0

public and private investment.

In order to implement the program successfully, substantial
private investment is required by the community involving outlays
of resources in kind, effort, and perhaps money. The question
exists whether the community will perceive a benefit flow that
will justify the investment required to support the
implementation and eventual success of the project. In short,
the issue concerns whet~er the private return to communities 1S

positive and is at a level that adequately compensates
investments of community resources.

The best way to demonstrate the fact that private returns on
inve8~ment in the project are positive is to calcuate costs and
benefits on the basis of an individual member of the community.
The annual maintenance costs of one to two CHWs to provide
service to 500 people ranges between Ksh 4,800 and 9,600 (in kind
or cash) or 9.6 - 19.2 Ksh per member of the community.

The HOB estimates that the incremental cost of dr"gs that it
will provide to each member of the community as a benefit at
around 3 Ksh. Assuming that on the average each individual saves
two trips to a static health f~ri].j_ty annually, savin.2s of
transport costs are conservatively estimated at 10 Ksh per
individual. Assuming that each member of the population saves 4

'hours annually in waiting and travel time valued at 2 Ksh!hour,
private benefits inceaseby 8 Ksh per individual annually.
Additional time saved from tending the ill say two hours annually
valued at 2 Ksh!hour yields another 4 Ksh of private annually per
individual. At this point private benefits are seen to have an
annual value of 25 Ksh per individual as compared to costs of
between 9.6 - 19.2 Ksh per individual, yielding a positive
private rate of return on investment.

Similar calculations could be performed in connection with
community initiated and maintained preventive and promotive
health projects, taking into account the value of labor inputs
less the value of materials received from Government in
comparison with benefits derived from time saved as a result of
reduced illness, increased productivity of individuals, etc.
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SOCIAL SOUNDNESS ANALYSIS

1 • Socip-Cultural Feasibiiitz
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Kitui district is composed almost 'entirely of Akamba,
a Bantu-speaking group, who also inhabit the adjacent Machakos
district. Traditionally Akamba society was not highly
structured and it never had a centralized political
organization. The basic unit was the homestead, a
self-government entity with the senior male having control over
its members. Rule of patriliny and patrilocali~y operated.
The highest level of corporate responsibility was at the clan
level. The entire Akamba society is composed of twenty-five
exogamous clans. Clans are linked thtough marriage and ensuing
obligations.

The Akarnba have a concept of community based on
settlement patterns call ndua. In terms of numbers an ndua may
vary from 15 to 50 household~. and they may bescattered-over a
wide area. The community is based on locality rather than
strict kinship bonds. While there may be a dominant lineage
group, members may be from other lineages or even clans.
Although Akamba tradition stresses values related to community
collaboration and cooperation. the highly monetized economy
within which the members operate has eroded the traditio~al

value system.

Traditional work parties which provided mutual aid are
claimed to be the basis of modern self-help groups in Akamba
society. The traditional type most common nowadays, called
mye!~~, is based on co~residency and entails multi-complex
relations between those living within a fairly well-defined
boundary. A communal work party, forming part of or the entire
neigh~orhood. may be called by a member for agricultural work
or tasks such as housebuilqing. The person calling together
the work party is obliged to provide the participants. usually
WOmen and young girls. with food and drink. The frequency of
~~~~ work perties operating under such principles is
dec rea sin g be c au s e 0 f s t r a t.i fie a t ion, wit hi n soc i e t y ,
technological innovations and the monetization of labor.
However. other self-help groups. also called ~1~~Z~. are
involved in modern development activities. Ideally each
self-help group elects its comwittee members. chooses its
project, decides on the kind and amount of contributions from
members. and applies sanctions. About 1800 self-help groups
are registered in Kitui district but most are not active. A
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group will form to meet a particular need which usually
involves construction and members will provide unskilled labor
and often money. After completion of the project, the group
will cease to function or, if management is necessary, the
committee will continue to function. The following illustrates
the fluidity of the situation. Group A forms around the
building of a primary school but when cpnstruction is completed
the group becomes dormant, although some members are on the
local school committee. In response· to the need to provide
water for a wider geographic area, members of Group.A join with
people from another community, Group B, thus forming Group AB.
After completion of the water project, Group AB dissolves.

The last few years have witnessed a ch~nge in
self-help. The trend has been for highl~ placed l~aders to
identify a common need, e.g., improvement of existing primary
schools, and to organize a district-wide self-help campaign for
collection of funds. This collection has often been
accompanied by a high degr~~ of coercion. The funds collected
then are allocated to a select number of areas or to all
schools but if every facility receives some, the amount is
small and does not meet expectations. The recent trend in
self-help has not only eroded the basic meaning of self-help
but has also resulted in suspicion and resentment since
donating households are not certain ~irectly to benefit. The
new self-help movement has been plagued by misallocation of
funds. When the local donors have no supervisory role over the
use of funds, particularly in the case of district-wide
campaigns, dissappointments become pervasive.

In recent years, there has also been the trend for the
GOK to place greater responsibility on local communities to
help finance development and recurrent expenditures of
non-economic services. Particularly in arid or semi-arid
districts like Kitui, which has a fragile economic base, the
demands place a heavy burden on the poor majority. Yet in the
present situation under the structure of Government, its
limited resources and its patterns of allocating these
resources, (in this case about 40 percent of the health budget
benefiting the urban population) the rural people provide funds
in order to obtain services or live without services within a
reasonable distance.

b. !er~~Eti~ns of Causes of Illness

Nume~ous traditional beliefs surrounding the causes of
illness are contrary to Western science. First, a cause of
ill-health is the dislocation of a person from his or her
cultural milieu, by the breaking of socio-cultural rules or
regulations. This ill-health i~ associated with sin or guilt.
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Second, a person becomes ill if dislocated from his/her
enviionment. This occurs through a malevolent force implanted
into a person's body. Third, ancestors can cause sickness if
an individual ignores rituals to the ancestors. Fourth,
witchcraft is associated with misfortqnes which result in
ill-health. Fifth, a person may be ill by being denounced by
someone whom the sick person has offended. Sixth, one may be
seized by demons or an offense to God can ~esult in illness.
Finally, and considered the worst, there are illnesses
associated with injustice, i.e., the taking of other people's
resources. l

These traditional views d~ not necessarily exist in
isolation from those of "modern" science. The following table
illustrates that traditional views of illness are not
all-pervasive; the majority of Kitui residents relate certain
diseases with scientific cause. It is interesting to note the
slight difference between the sexes: females tend to be a
little less aware of environmental causes than males.

1. Kitui Health Feasibility Study
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Table 1: Kitui ReEondent~!.£eived~~~~~£i2.~!~!~i!~~~_£x.
Sex (E!rcentages)

Disease & Cause !

Females Total

Diarrhea:

1. Food Related Causes 26.1 39.1 59
2. Water Related (dirty water, 4.3 4.3 4

beer, etc.)
3. Flies and dirty surrounds 30. ,~ 4.3 17
4. God 4.3 8.7 7
5. Other (Don't know)

, 34.8 43.5 39

Malaria:

1. Mosquitoes
2. Other (Don't know/No Resp.)

Scabies:

69.6
30.4

47.8
52.2

59
41

1.

2.

, 3.
4.

Washing in dirty water/
stagnant water
Not keeping clean/contact
with infected persons
Other (Don't know)
No Response

30.4

43.5
26.1

17.4

17.4

47.8
26.1

24

24

46
26

Total Number Respondents N = 23 N = 23 N = 46

( '\

.... ,;

Source: Based on E. K. Mburugu, "Assessment of Potential Recipients
to Support a Community-based Health System in Kitui district. f

'
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Household Health-Related Practices

o

Practices by households indicate the degree of
awarenes~ of preventive health care. In some areas of Kitui
almost three-fourths of the households have pit latrines as a
result of previous health campaigns. But, in other places,
because the ground is very hard except during the rainy season
which is a peak labor period due to agricultural tasks, pit
latrines are not commonly found. In the survey 'of Kitui
households two-thirds of the respondents reported disposing of
refuse in the bush or field. About 18 percent stated that they
bury refuse and only 13 percent reported throwing refuse into a
pi t.

When asked about storage of water, 80 percent of the
respondents stated that water for drinking and cooking is
stored in clay pots or gourds. The others use containers such
as buckets, cans and drums where contamination due to rust and
other forms of corrosion a~~ likely to occur. Almost all (94%)
claim to cover the containers in which water is stored.

One of the practices which contributes to low
nutritional status of infants and young, ch'ildren is extended
breast feeding without adequate solid food supplementation. In
the survey 22 percent of the females did not give their
children solid food until they were over 12 months old. It ~s

unclear whether the delayed time for giving children solid food
is due to a lack of knowledge or of availability of prop~r food.

Five categories of health serV1ces are available 1n
Kitui district.

First there are four types of traditional
practitioners: 2

(a) Diviners (athaani) - This group of practitioners
deals with ev~nts-that aregoIng to take place in the future
but have their germ in the present. They include also
rainmakers (not in the American sense).

(b) Healers (awe) - They are the "wise men" who devise
methods of heaTIn~cap~ringwitchcraft culprits. They also
purify/immunize against all forms of witchcraft attacks.

2. Ibid
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(c) Herbalist (akui rna miti) - These are skilled
persons who are~no~l~dg~able-about-medicinalplants. The
skills are either learned or inherited.

\

(d) ~i~Attendan!~ (!~i~Li~) - This is one area
is entirely dominated by women. The skill is learned or
inherited.]

that

\
Second. almost every market'has at'least one retail

shop or canteen which stocks a limited supply of basic
non-prescription drugs. such as anti-malarials and cafenol.
Most of these places, however. do not stock items for first aid
treatment Fuch as gauze and anti-bacterial ointments. Third.
although not common. there are some unlicensed individuals who
treat patients along the lines of Western' medical practices.
Fourth. the missions, who have been a major source of health
services. have static and mobile health facilities. Fifth.
static Government health facilities serve some of the
population. All except the_latter require a financial payment
for services received.

In a survey of 46 people 1n 10 communities of Kitui
District information was asked about treatment of the most
recent illness in the household. The data indicate that advice
from a family member or friend is often sought prior to seeking
treatment. In one community a particular woman seemed to be
the local advisor. Information on source of first treatment
reveals that treatment at a Government facility was the most
common. followed by purchase of drugs in retail shops or
canteens (21%). Drugs are sought from shopkeepers usually for
treatment of headaches and co~ghs.

If a second source of treatment was sought it was
usually the Government hospital. Although respondents reported
that the source of treatment depended upon the nature of the
illness. this seemed to be broadly defined.

Cost in terms of cash or time was not stressed as a
reason for selecting the source of treatment. When respondents
were asked to mention drugs that were most demanded in the
community. 35 percent of the women mentioned drugs related to
malaria. headaches and fever.

3. See Norman N. Miller's "Traditional Medicine. in East
Africa: The Search for a Synthesis" American University Field
Staff Report No. 22 Africa 1980 for a futher discussion of
traditional practicioners in Kitui District and recommendations
on how they can be integrated i~to Western medical practice.
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e; Decision Makers

. Respondents in the Kitui household survey were asked
who decided where a household member should go for treatment.
Table 2 shows that most males. (52%) believe that they mak~ the
decision, whereas most of the others report doing it in
consultation with women~ An insignificant number of men think
women alone make the decision. On the other hand, thirty
percent of the women perceive themselves making the decision,
whereas 48 percent claim that there is mutual consultation.
The data indicate that for a community-based health care
program aimed at providing health education equal attention
must be given to men and women in order to meei the perceived
decision-making position of the sexes.

Tab!~_~~__~~~~_~esp~~~~_Ma~~_~~~~~~~~_~_~~
Households Arrive at Decisions of Where to go for Treatment

!~~~~~~~_~ex

Decision Maker Males Females Both----------- ---- ------
Man 52.2 21.7 36.9
Wife/Wives 4.3 30.4 17.4
Both (mutual 39.2 47.8 43.5
consultation)
Other 4.3 2.2

23 23 N = 46

Source: E. K. Mburugu, "Assessment of Potential Recipients to
Support a Community-based Health System in Kitui district".

f. Health and Nutritional Status

The level of health and nutrition of family members 1S

closely related to the degree of poverty and access to
appropriate foods. Studies conducted in Kitui reveal that
diseases associated with lack of clean water are the most
common. Research in a Central Division site revealed that
during the previous week, 22 percent of the households reported
at least one member having scabies or other skin or scalp
problems. 4

4. Based on questionnaires from a CARE-Kenya Survey carried
out in Katathya, Kitui district. Grateful acknowledgement
extended to M. Whiting and A. Krystal for access to their work.
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This type of ailment was found to be the most common among
adults (56 percent of the complaints) and prevalent among
children under 5 years in a Southern Division study.5
Stomach .problems or diarrhea had inflicted at least one member
the previous week in 4Q percent of the households in the
Central Division study. The occurrenc~ of these appeared less
in the research conducted in Southern Division. The latter
study, though, which was more comprehensive-. on health matters
than the former, found chronic cough the second most common
ailment in both children under 5 and those over 5 y~ars old.
Fever was the most common ailment among children under 5.

Data from the field studies support information
gathered at district health units on outpatient illnesses,
although the rank order is not the same •. The most' common
outpatient treatments are for malaria (19%), diseases of the
skin (15%), acute respiratory infection (12%), diarrheal
diseases (4%), eye and ear infection (3%); these five
categories account for app~oximately 53 percent of the cases,
with malaria claiming over a third of these. 6 _

Food consumption was assessed in the Southern Division
study during August-September, 1977, the dry season, but after
a relatively good rainy season. Respondents were asked the
type of food and the frequency it wa~ eaten the previous day.
The only significant difference between the two study sites was
in the use of fats/oils; the one site where oil was used is 3-5
km. away from a hospital where cooking oil was given out at
clinics to be used for undernourished children. The
information revealed that households tend to have only two
meals a day, consisting primarily of cereals and legumes. Milk
is seldom consumed and animal 'protein is rare.

Food given to children under 5 years old was the same
in the two study sites, except for fats/oils being higher in
the site closest to the hospital. Millet and sorghum were
served" usually three times a day, and these were accompanied
by legumes, mainly cow peas, at least once a day. The fruits
which were sometimes given are mainly wild ones, added to a
porridge or eaten separately.

5. J. H. Munyao et al "Kitui Primary Health Care Program"
Department of Community Health University of Nairobi, August
1977.

6. Consortium for International Development, ~~~!

~~E£i~!!l~~~i=~rid Land~-!E~!~ve~!~~!_l~~en!£E~_,_~~~~£~
!' Augus~ 1978.



, .

- 9 -

C' Data on the nutritional status of children indicate'
the prevalence of mild to moderate causes of protein energy
malnutrition (PEM). PEM in dramatic form causes kwashiokor,
marasmus'and combinations of the two. Moderate PEM reduces
resistance to disease and infection, which lower further the
nutritional status. The following tabie summarizes findings on
the nutritional status of children 1n Kitui~

\
\

Division/
Location

Year Ref. No. of Age
Children (Months)-

Percent of children
Below Specified Cut­
off for Weight-Age

Below Below
80 60

Percentile Percentile

0-60 45

. 0-60 30 0
near hospital

Central 1978 Ma lone
(Muthale) and

Noel

Southern 1977 Munyao
(Mutomo) and

Mboloi

Southern 1977 Munyao
(Kanziku) and

Mboloi

129

75

78 0-60 31
20-30 km.
hospital

o
from

Eastern 1979 Central 736
Province Bureau of

S tat' i s tic s

Easter-n 1977 Central 318
Bureau of
Statistics

6-60

12-48

29

41

21

3

Source: Kitui Feasibility Study Report

c

The nutritional data for Kitui when compared with
nationwide studies show Kitui among those districts with the
greatest level of child malnutrition based on weight-age
index. This implies that an overall attack on sources of
poverty and an extensive program ~f preventive health care,
need to be undertaken. The project will contribute to this
type of strategy.
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Unquestionably a community-based health care program
foC;;using 'on curative services as well as preventive and
promotive health measures is needed. Tpe critical issues are
communities· willingness and ~bility to financially support
such a program. Willingness is related to perceived benefits
and ability is related to financial status. \ Two assessments
were carried out in Kitui t based on different methods t
addressing these issues. In onet questionnnaires were
administered to a total of 23 men and 23 women in 10 rural
communities in four divisions * at least 20km from a static
health facility. In the secondt gr0up discussions t using a
non-directive approach t were held in four communities ** with
groups of men and women t at least 6 km from a static health
facility.

In the facilitator sessions t the concept of CHWs was
proposed as a possible way fly which communities could help
their members have better health. lfi only one of the four
sessions did the participants select this as a strategy; in
regard to remumeration these participants generally but not
conclusively agreed that the CHW should be paid for drugs and
treatment received by community members. Sometimes the subject
of CH~s was pursued by the facilitators. there was general
agreement in all sessions that people did not want to be
involved in self-help fund-raising efforts t with the exception
of construction of facilities. People feel that there are too
many self-help activities and are uncertain over the actual use
of the funds generated. When a couple of participants
mentioned volunteer workers t others did not agree with them.
They believed that CHWs should be remumerated to cover personal
financial responsibilities and opportunities foregone. All
communities commented on the frequent lack of drugs in existing
MOH facilities. The desire for curative treatment is high and
people said that they are willing to pay for drugs and
treatment received. In three of the four communities this
willingness was not connected with the idea of having a CHW.
The participants focused almost exclusively on curative
health. The discussions revealed a low-level of awareness of
preventive and promotive health measures t except in the case of
improved water supplies.

* Far North t Near North t Central and Southern Divisions
**Southern t Eastern t Far North and Near North Divisions
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In comparison, in the interviews with household
members the interviewees introduced the subject of CHWs by
telling respondents:

"In some districts of Kenya tnere are community-based
health care programs in which a man, woman or both are selected
by members of the community to be trained in such things as
mat ern a I and chi I d h e a I t h car e ~ d i a g nos i s 0 f d i s.e a sean d
treatment of simple injuries, nutrition education and better
environmental sanitation. After training these persons go back
to their home community and work, sometimes on a part-time
basis, with community members through home visits, community
meetings (barazas), and people coming to consult them. They
are someti~s-VOTunteers, sometimes the community provides
payment in money or in-kind, and sometimes an organization pays
them a little money. We would like to get your views on the
subject of whether a community-based health care program for
Kitui District would be a good idea."

This set the framework for asking direct
questions. Although 87 percent of the male respondents and 96
percent of the females accepted the principle of the CHW, they
were less in agreement concerning the func~ions of a worker, as
shown 1n the table below.

Table 4:
of CHW

Percent Distribution of Res£ondents by Perceived Functions

Distribution of Respondents (percent)
'Function* Males Females

1. Preventive care ( e • g • 30.5 4.3
sanitation, teach personal
hygiene, improve living
standards, etc. )

2. Child care, family 13.0 30.5
planning, midwifery,
nutrition

3. Curative care (e. g. treat 34.7 .56.6
and nurse people, advic'e on
drug taking)

4. Ambiguous (e.g. be kind 13.1 4.3
and respectful, knowledge-
able)

5. Other ( e • g • do not know, 8.7 4.3

0 answer not applicable). ,

N = 23 N = 23

*On1y the most important function 1S selected from a list of
priorities.
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Only 15 percent of the respondents thought that a
CHW should be a volunteer; the others opted for a paid CHW.
The type of remumeration preferred by 76 percent of all
respondents is cash payment. In-kind payment even when
accepted is likely to drop over time since residents are
operating in the cash economy. The respondents were asked what
would be the best and second best way of paying for CHW. The
responses are shown in Table 5 below. \

Table 5: Qi~!£ib~!i~~of_~~~E~~~~~~~~est~__~~~~~~~~~
Best' Method of Payment of CHWs

£is!£ibu'ti~~_of_~~E~~
Ma1e Female

Standard amount paid by each family

Payment according to wealth_of family

Payment according to services received

Payment through an annual harambee
fund raising effort

Payment by money raised through
selling drugs

Payment by government or county
, council

5

3

9

5

2

57

7

3

17

33

3

30

Source: Questionnaires of Kitui Household Study

c·····)..

Whereas most respondents favored government
fundi~g of CHWs, 48 percent indicated a willingness to pay
themselves through some measure.

The issue of ability to pay is more difficult to
assess, since the necessary economic data from households are.
not available. Most·Kitui households raise food crops and
animals. Probably at least one-fourth receive remittances from
members working away from the farm.*

* Based on figures from the Central Bureau of Statistic 1974/75
Integrated Rural Survey an average household in the project
area expended Kshs 1,914 in cash of which Kshs 690 was for
non-food purchase.
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Drought is common and even in normal years many
households do not have enough food to meet domestic consumption
needs. Cash for essentials such as school fees is usually
obtained through selling a goat or she~p. During a drought
period like last year, animals were sold to purchase food.
While animals are their main asset, most households cannot be
considered wealthy given the few animals they possess. The
survey showed 75 percent of the households with less than 5
cows, 30 percent with less than 5 goats and 35 percent with
less than 5 sheep.

The cost of the CHW system is estimated at
between Ksh 9.6 and 19.2 per individual per year depending on
the arrangement the community works out with the CHWs. Some
communities may want one part-time CHW, others may want one
full-time and some communities may decide on two CHWs - both
most likely working on a part-time basis. The remumeration for
one part-time CHW is estima.~ed at around Ksh 400 per month and
a full time CHW at Ksh 800 (the same amount as for two
part-time CHWs). Although payment may be in-kind, cash or a
combination of the two, a Ksh value is imputed for purposes of
analysis. If an average community of 500 opts for one
part-time CHW at a cost of Ksh 4,800 per year the cost to each
member would be Ksh 9.6. This figure would double for one
full-time CHW or two on a part-time basis. The cost to a
family of seven could, therefore, range between Ksh 67.20 and
134.40 per year. The willingness of households to spend these
amounts on a community-based health system will depend on the
benefits they perceive as a result of CHW and Community
Development Fund activities.

The desire for health services, particularly
curative, indicates that families are willing to use the
limited funds at their disposal for this purpose. Their
willingness to be part of the community-based health program
will b.e bas e d 1 a r gel yon per c e i v e d b en e fit s • An d, i f the sea r e
realized, they are likely to continue in the program. In
particular, the CHWs must be able to deliver the promised
services and medicines. The CHWs' ability to diagnose and
treat simple ailments and injuries is considered critical in
maintaining a community's commitment to involvement. Thus, the
initial training of these workers must focus carefully on a few
basic curative treatments, so that the worker can deliver to
community members services and drugs; the community will thus.
recognize an immediate benefit from their participation in the
program. Other incentives for community participation
discussed in the section on strategy are considered necessary
ingredients for involving and maintaining involvement in the
program.
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Str~z-for Involving Communities

o

Initially the project will focus on communities which have
a good r~cord of communal activities or functioning groups,
since these indicate a history of cooperation and a management
capacity. The identification of such c~mmunities will involve
project personnel consulting with divisional development
committees, and where operating, locationaldevelopment
committees or locational self-help committees. The communities
will then be grouped geographically to ease travel and
subsequent arrangements for training CHWs. A Sensitization
Team will hold meetings with community members to discuss
health problems and elicit responses in regard to what the
community can do to help itself. The team will present the
framework of the community-based health program. Since the
program requires the community to support financially CHWs and
to have a managing committee as well as to encourage preventive
and promotive health care action at the community level, the
communities will be asked t6 consider whether or not they wish
to participate, and if so, whether they want one or two CHWs,
the method of paying such a worker, the selection of a
community health committee and its role, and the approximate
number of participating households and geographic area of
coverage. They will be asked to discuss these topics prior to
the next meeting with the Sensitization Team. Ample time will
be allowed for reflection and internal discussion. By this
means each household will have time to learn about the program
and reflect on its participation. In follow-up meetings"a
com~unity plan w:ll be drawn up. It will be very important for
the Sensitization Team to present alternatives and to lead the
community through an analysis of the implications of various
alternatives and its decisions. It is important that community
leaders do not decide on behalf of the community. Since the
work of the Sensitization Team requires particular skills and a
non-authoritarian orientation towards communities, one member
of each Sensitization Team should have experience in community
development work. Also wherever possible a community
development assistant from'the Ministry of Social Services and
Culture will work with the Sensitization Team.

The project criteria for selection of CHWs are that the
person be able to read and "write Swahili, be 25 years or older,
married or have children, and not have full-time off-farm
employment. Also, CHWs will be elected by popular
participation. The minimum criteria for CHWs is based on
similar NCO programs and the results of Kitui household
interviews. The criteria are considered necessary to provide a
framework for the selection process. Based on this criteria it
is unlikely that many older, respected women will be chosen
since most of them do not meet the literacy requirement.
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However, it 1S open enough, since it does not require a certain
level"of formal education, to allow for those who have attended
adult education classes and for self-learners. The literacy
re~uirem~nt is necessary since the CHWs will be expected to
keep simple records, use printed guides on health care and
since they are expected to understand at a basic level
scientific reasons for illness. Care must be exercised not to
demand too much record keeping from the CH~~

Communities will be left to decide the sex of the CHW.
Ideally each community would have a male and a female worker.
However, due to the financial obligations it would entail, it
may not be feasible for each community to select two workers.
When the community elects to have only one work"er, it is
expected that they would choose a woman. Any community
projects which might fall outside the normal pattern of
sex-related roles, can be led by a member of the community
health committee. Selection of a CHW by the community at large
will mitigate against favoritism and will help to legitimize
his/her position within th~-community.

It will be important that the number of households and
geographic area be feasible for the CHW to cover. There may be
a tendency for communities to suggest a large number of
households in order to reduce e3ch household's financial
obligation. Aproximately 70 - iOO households within a 4 km.
radius per worker is considered maximum both in terms of
coverage and reasonable in terms of financial obligation.

,In regard to iucentives, there is a g:-eat demand for
curative services. The availability of free treatment and
simple medicines within the community will meet an important
felt need. Also, the potential for innoculation services being
brought .to the community will be an attraction. In regard to
preventive and promotive health, care must be taken not to
raise expectations. The major felt need in most communities is
access to clean water. In most cases an improved water supply
requires a significant input of outside technical expertise.
However, some funds will be available through the Project
Community Development Fund and less so the district's Rural
Development Fund for building, where feasible, shallow wells,
sub-surface dams and so forth. Since data on Kitui reveals
that most households do not own simple hand tools, such as
picks and shovels, which are essential for building pit
latrines and refuse pits, some tools will be made available to
communities for preventive healh activities. It is only by
this method of providing some outside funds that the project
can expect significant community preventive health care action.
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According to the 1969 census the sex ratio, l.e., the
number of males per 100 females, was 89 for Kitui District.
The imbalance of males to females is particularly high in the
age range of 20-49 years. The dependency ratio (dependents are
those under 15 years an~ those 60 and over). was 120. Kitui
households tend to contain between 6-8 residents. About 59
percent of the farms are operated solely by women.

The Akamba place a high value on marriage, as do other
ethnic groups in Kenya. Women join their husband's extended
family unit upon marriage. Until b~aring a child a woman is
supposed to serve as an apprentice to the husband's mother.
Usually, only upon bearing her first child does the wife
receive a piece of land to cultivate ~or herself. The Akamba
consider a marriage that does not result in producing a child
as incomplete. A woman who cannot bear children is not
respected by many, sympathized with by others. If a woman dies
shortly after marriage or before being pregnant, bridewealth is
suppose to be returned. However, if a woman produced children
and they all died, bridewealth is not returned when she dies,
since it is taken that the marriage was complete, i.e., the
woman had performed her responsibility. Having sons has
traditionally ~ccorded parents a high social status. Children
tend to be regarded as providing social and economic security:
they are to take care of the parents when the latter are ill
and aged and they provide status and posterity. Traditionally,
the belief is held that God determines how many children a
woman should have. These values and beliefs, however, are
slowly changing among the young and highly educated. 7

Polygamy also has been common, but its frequency lS slowly
diminishing. In polygamous households the basic unit is a
woman and her children, with separate dwellings and gardens.
In some cases wives do not inhabit the same compound, but are
spreaq over a wide area.

The traditional division of labor between men and women has
tended to change as women are frequently forced to do male
jobs, due to lack of this labor input. Women may be found
cleaning fields, tending cattle, applying fertilizer and
plowing, all tasks the society ideal places on men. Women also
carry out the responsibilities traditionally allocated to them
such as planting, hoeing and weeding of food crops; harvesting
crops; seed selection, storage and treatment; food preparation

7. T. B. Kabwegyere, "Determinants: of Fertility: A Discussion
of Change in the Family Among the Kamba of Kenya," Department
of Sociology Staff Seminar No. 19, University of Nairobi, June
1976.
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and processing; fetching water and firewood; grinding grain;
making beer, honey, pottery and baskets; milking cows; and
conducting certain rituals. 8 Their work day tends to be
about 15- hours.

,
A study carried out 1n one s1te, Katathya, Central

Division, located 30 miles from Kitui town provides further
information. 9 Prior to the initiation of a~wat~r project,
women obtained water from rivers and streams spending an
average of 5 hours walking an average of 6 km. As a result of
building a water catchment, the average distance is now 2-3
km. However, the time spent collecting water has not decreased
mainly because of the time required waiting in .line at a single
communal water point. During the rainy season when the
follow-up study was conducted, women reported making less trips
for water. It is not known, however, whether or not
alternative sources were used.

During the dry season and especially diought periods, it is
not uncommon for women to walk 15 km. to fetch water.
Enterprising ones will begin their trek about 3 a.m. so as to
diminish the amount of time spent at the water source.
Otherwise, when river bottom wells are use~,. patience has to be
exercised waiting for the water level to revitalize after the
previous drawer has finished.

The Katathya study provides information on time women spend
on other tasks. Of course, the amount of time devoted to many
functions varies with seasons, but certain ones remain
relatively constant. On the average women spend at least 5
hours a day collecting water, between 2 to 2 3/4 hours cooking
and about 3/4 of an hour collecting firewood. These women
belong to households where an average of 6.9 people live and
eat together and the average farm is 5.7 acres. Virtually all
the women work on maize and millet fields and almost all
cultivate sorghum and beans. About half spend time on cowpeas
and fewer on green grams and other crops. During the
agricultural season, women ·tend to spend about 17 hours a week
weeding. An average of one hour a day is spent guarding fields
from monkeys who have to be chased away. Slightly over half
the women care for animals and poultry, which absorbs about
eight hours a week. Almos~ half the women do not frequently
market items; the others usually go once a week, spending five
hours each time. Participation in self-help projects usually
takes place during th~ dry season.

8. L. C. Redlect, "The Role of Women in the Kamba Household,"
Department of Sociology Occasional Paper, University of
Nairobi, December 1971.

9. Hartha Whiting and Abigail Krystal, "The Impact of Rural

Water Supply Project on \\lomen," CARE-Kenya.
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O~ly about one fourth of the women in the sample attended
educational programs or meetings held by health, agricultural
or community development staff. All of these had attended one
held by ~n agricultural officer: second most common was one
conducted by a Community Development A,sistant. In response to
the question if they had more time what would they like to do
to take care of their home, farms, or children, the most common
reply was to improve or extend their farming. Women also
mentioned participation in groups and improved hygiene of
children.

4. 2£read Effect

The project approach to community-based health care under
the MOH is anticipated to have a spread effect. If successful,
other districts are likely to request that similar programs be
established to provide more adequate health coverage in their
rural areas. Districts which are less poor than Kitui are
e s p e cia 1 1 y 1 ike 1 y towant t·o ado pta s i mil a r pro g ram. As for
other arid and semi-arid lands (ASAL) districts, the project
will reveal ways of providing primary health care to rural
areas with low population densities. With the current GOK
focus on ASALs the approach may be replicated in new programs
for these areas.

Certain project components may be found very attractive and
hence be spread. For example, funds are to be provided for
simple tools to facilitate community preventive health
activities. If criteria and procedures are developed which
influence timely delivery of materials and effective actions,
the GOK or other donors may be pursuaded to provide funds- for
similar activities in this manner.

Approximately 98,000 persons (or 14,000 households) are
expec~ed to benefit through participation in the CHW component
of the project. Benefits will be in the form of continuously
available treatment of simple injuries and illnesses, free
medicines, improved services of traditional midwives,
innoculation of children and community-level preventive and
promotive health activities. Indirect benefits will accrue
particularly to women through a reduction in time spent
attending static health facilities and going to shopkeepers for
simple cures. A further 98,000 persons or 14,000 households ~n

Far North, Near North, Eastern and Southern divisions will
benefit through strengthening and expansion of static health
facilities which will result in improved health care. Within
the project area, there should be a reduction in mortality and
morbidity due to an increase in health services.
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The most direct beneficiaries will be up to 560 persons
trained as CHWs. At least 60 percent of these CHWs are
expected to be females. They will benefit through the creation
of part-~ime jobs and an increased skill base as a result of
tr~ining received. Approximately another 300 women, who are
traditional midwives, will benefit from training received under
the project. Approximately 150 MOH staff and officers will
also receive training. . \ ,

The project is designed to test the feasibility of a
particular model of community-based health under the MOH.
Implementation may reveal weaknesses in the model which will
require modification. At project completion, if a successful
model has been devised, the project should sigiificantly impact
on future rural health programs of the MOH. It should also
help the MOH to redress its current bjas in favor of urban
areas.
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for Technical Assistance

(This draft scope of work for technical assistance
is subject to ·revision after further review by

the GOK and USAID)

The Ministry of Health (MOH), Republic of Kenya, has
entered into an agreement with USAID/Kenya to strengthen its
capacities to expand the delivery of rural health services.
The activity will concentrate on expanding rural h~alth

services in Kitui District, Eastern Province, Republic of
Kenya. The bulk of technical and other services that will be
required to implement the project will be provided by a host
country contract that will be awarded to an appropriate
intermediary. This projec~-will improve, upgrade and construct
rural health facilities and institutionalize community-based
rural health services delivery in Kitui District. USAID
assistance is programmed to cover a period of six years.

The purpose of the project is to establish a more
effective rural health care system in Kitui District. To
accomplish this it will be necessary to strengthen and expand
the network of health delivery facilities (health centers and
dispensaries); augment equipment and supplies to rur31 health
uni~s (RHUs); and to train RHU staff to utilize, supervise and
monitor Community Health Workers (CHWs). In addition, it will
be ncessary to organize local. communities, select and train
CHWs, and establish effective working relationships between
CHWs, local communities, RHU staffs, private voluntary health
agencies and divisional and district level agencies. The
project sees as major objectives the establishment of an
effective patient referral and a drug distribution system in
the Kitui District.

By end of project, the GOK will have a demonstrated
capacity to expand rural health services through a strengthened
static infrastructure that supports and is integrated with a
community-based delivery component that operates beyond the
periphery of static facilities. Such a system will provide
greater health coverage to the rural population than is
possible with reliance on static facilities and which will be
at a cost ttat the GOK and recipients can sustain in the
future. The project will enable the GOK to undertake the
broad-scale expansion of integrated community-based rural
health services delivery in other areas of Kenya.
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The major task of" the Technical Assistance Team will be to
as~ist the MOH in the institutional development of an expanded
primary health care project working with the District Health
Team (DHT) comprised of the Medical Officer of Health (team
leader), Assistant Medical Officer of Health, Hospital
Secretary, Medical Superintendant, District Maintenance Officer
and NGO Representative. The technical assistance team will
also have independent reporting and other document preparation
responsibilities to the USAID Mission/Kenya. The technical
assistance team will have major responsibility to ensure that
all policies, procedures and practices necess~ry for the
effective operation of the expanded primary health care
delivery system in the three target divisions are in place and
are operational. Major institutional capabilities which are to
be developed include new training programs and protocols,
referral policies and procedures, monitoring and supervision
practices, protocols for th~distribution and dispensing of
pharmaceuticals. The Technical Assistance Team will help to
foster new cooperative arrangements between Government and
private health organizations and improve relationships between
local, divisional, district, provincial and headquarters
agencies. All policies, procedures, and practices will be
documented, tested and evaluated. Definitions of d\lties, lines
of communication and reporting, and responsibilities among
individuals and agencies will be clearly developed. Major
tasks to be performed principally concern assisting the Kitui
District Rural Health Management Team (RHMT) which will consist
of A~sistance Medical Officer of Health, Rural (Team Leader),
Public Health Officer, Public Health Nurse (CN with MCH/FP),
Health Education Officer, District Clinical Officer, Nutrition
Officer, Statistician and NGO Representative. During the
course of the project these responsibilities will include the
following:

A~ Assist 1n selection and training of trainers of
CH~s, TBAs and RHU staffs.

B. Assist in developing an appropriate training program
for CHWs.

C. Assist in developing an appropriate training program
for TBAs in conjunction with CHWs.

D. Assist in developing an appropriate training program
for RHU staff that will enable tllem to utilize,
monitor, supervise and support the activities of
CHWs in local communities.
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Assist in developing appropriate programs of
continuing education and follow-up training for
CHWs, TBAs and RHU staffs.

c

F. Assist in the development of a referral protocol
which provides data for administrative and
evaluation purposes. \,

G. Assist the MOH to expand its new prepackaged drug
distribution system throughout Kitui District to
include supplies for CHWs.

H. Assist the RHMT in developing organizational
relationships and procedures which provide
coordination of Gover~ment and private health
services delivery activities in Kitui District
generally and coordination of the training,
monitoring, supervision, evaluation, and technical
support of CHWs ~~d TEAs operating in local
communities in particular.

I. Assist in developing the training program and
monitoring and evaluation procedures for community
sensitization and motivation teams.

J. Assist the RHMT and other district officers in
developing procedures for integrating local
community health development programs within the
context of divisLonal and district level de~elopment

projects.

K. Assist the RHMT in developing policies and
procedures that result in the effective deployment,
utilization, ~nd maintenance of equipment and
vehicles in the targeted areas.

L. Assist the RHMT develop operational procedures for
administering the"Community Development Fund to
support health promotion and illness.prevention
programs.

M. Assist the MOH in "developing effective data
gathering instruments and analytical techniques that
provide information required for administration,
planning, policy formulation and evaluation at all
levels of the health delivery system.
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Assist the MOH in identifying the need for and the
procedures and protocols required for special
analytical and evaluative studies of the performance
of the various components of the Kitui District
expanded hea~th care system as it evolves.

!
Assist the MOH in developing mechanisms for
reporting health information to the MOH Division of
Planning and Development so this information is
taken into account in formulating national health
policy and plans.

c

P. Provide administrative services to the MOH and the
USAID Mission involving drafting scopes of work for
consultants, procurement lists, Project
Implementation Orders· (Commodities, Technical
services, Training) and Project Implementation
Letters, as required for project implementation.

Q. The Technical Assistance Team shall report as
described in section IV. below.

A. Professional Support Services----------_..:_..::.-_-----------
1. Three Member Technical Assistance Team Based

I;-Kit~i---------------------------------

Under the Project Agreement the GOK has agreed
to provide office and phone services in Kitui District as
required by the three member long-term Technical Assistance
Team based in Kitui Town. The Technical Assistance Team will
be assigned the services. of two Stenographer-Typists Grade II
or above, three Drivers and one Executive Officer/Messenger as
specified in the Project Agreement. Office equipment,
furniture and expendable supplies will be provided by the GOK.
A list 'of appropriate items.will be developed during the period
of contract proposal submission and negotiations. Upon
contract award, the Contractor will make arrangements to ship
necessary imported items to Kenya so they arrive with the
long-term technical assistance personnel. All imported items
shall be imported "duty free" as stated in the Project
Agreement. Per diem and travel allowances while on official
duty shall be paid according to USAID-established rates and
shall be financed from the award of contract funds.
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Based in Nairobi
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The services of the Administration and
Procurement Specialist will commence prior to the completion of
contract negotiations a~d will be proctlred separately from the
rest of the Technical Assistance Team. The professional
support services (including communications and office supplies,
project vehicle and vehicle operation and maintenance costs)
for this officer will be financed from funds earmarked at
post. No personal services or professional support 'services
costs required on behalf of this officer are subject to
host-country contract award.

The GOK will provide ade~uate office space,
furniture and phone services to the Administration and
Procurement Specialist in MOH headquarters in Nairobi. This
officer will be assigned the services of one
Stenographer-Typist Grade II or above, one Driver and one
Ex e cut i v e 0 f f ice r /H e sse n g e i--- as, s p e c if i e din the Pro j e c t
Agreement.

1. Three Member Techni~al Assistance Team Based--------------------------------_.._----
in Kitui

The contract discussions shall include
negotiations concerning provision for housing of ttO U.S.
long-term technicians and their families, educational
allowances, home leave, utilities, night-guard services and
international travel for long-term technicians and their
families, shipping and storage of household effects and other
matters as appropriate. Housing allowances for the Kenyan
Civil Engineer will be included as an item subject to contract
negot~ations and award.

In all cases when applicable, allowable costs
will be determined according to USAID standard provisions.
Long-term technicians will be allowed initially to import
personal effects and one privately owned vehicle (or purchase
of same in Kenya) duty free within three months after arrival
at post. APO, pouch, embassy check cashing privileges will not
be extended to members of the long-term team or to their
families. Services of the Embassy Hedical Unit _are extended to
members of the Technical Assistance Team but not to their
families, on an lias available basis ll within the limits of first
aid for accidents suffered in lirie of duty during official
working hours. Any medical care beyond available first aid and
all medical care required for the families of long-term
technicians shall be the responsibility of the Contractor.
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The GOK has agreed to construct new staff
housing in Kitui District for two members of the Technical
Assistance Team and their families. However. prior to the
copstruction and consequent availability of such housing.
members of the team and their families will lodge temporarily
in Nairobi or elsewhere as most convenient to contract
performance and reasonable co~fort. Temporary living
arrangements for two long-term technicians and their families
are also the responsibility of the (OK as stated in the Project
Agreement. the costs of which shall be subject to contract
negotiations. Terms and conditions concerning temporary living
arrangements for two long-term technicians and their families
shall be discussed during contract negotiations. Amenities.
immunities and other matters of tax remission and privileges
and how these may be extended to long-term technicians and to
members of their families by the GOK shall be discussed during
the course of contract negotiations. \

2. Administrative and Procurement Specialist
B~;~d-I;~air~bI-------------------------

All matters pertaining to the personal support.
needs of this officer shall be a matter of separate negotiation
and are not subject to award in connection with the host
country contract.

All members of the u.S. long-term Technical Assistance
Team shall report to the Med~cal Officer of Health. Kitui
District and to the Senior Deputy Director of Medical Services
at the MOH headquarters. In all respects the team will be
regarded as employees of the MOH but will have some reporting
and other responsibilities to USAID/Kenya.

Long-term technicians will provide written reports
quarterly. five copies to the Medical Officer of Health. Kitui
District. the Senior Deputy Director of Medical services. NOH
headquarters and two copies to the USAID Mission. Kenya. Such
reports will be presented in a format agreed upon in the course
of the development of the Technical Assistance Team's work
program upon arrival in Kenya and shall be due not later than
thirty (30) days after the expiration of each quarter's
activity.

In addition. annual reports in the same number of copies
to the above-named parties shall be submitted at the end of
each full year of project activity. A final comprehensive
report will be delivered in the same number to the above-named
parties at least two weeks prior to the technical assistance
team's departure from Kenya or termination.



- 7 -

V.

c:

Members of the long-term Technical Assistance Team will
maintain normal working hours in Kitui and at the MOH
Headquarters, as circumstances warrant, consisting of 0815-1245
hours and 1400-1630 hours Monday through Friday and 0830-1215
hours on Saturdays. Members of the Technical Assistance Team
will be entitled not to work on all GOK public h?lidays and on
the U.S. holidays of Thanksgiving and Independence Day.
Long-term Technical Assistance Team members will be entitled to
annual, sick and home leave days as per AID Standard Provisions.

VI. Draft Job Descriptions

The project calls for four long-term technicians: a
Senior Health Planner, a Senior ·Health Training Specialist, a
Civil Engineer and an Administration and Procurement
Specialist. The qualifications and experiences required,
working relationships and s~ecific duties of each individual
are specified below in draft. This draft will be thoroughly
reviewed and finalized jointly by the GOK and USAID once the
project has been approved and funded.

A. Senior Health Planner (5 years)

The incumbent will possess an M.D. with .an NPH
or equivalent experience, or a Ph.D. in economics, health
administration, or related discipline with substantial
experience in the health field beyond clinical training and
purely academic research. The incumbent should have a broad
understanding of health care organization, programming, primary
health services delivery, community organization and health
planning. This person's qualifications should warrant
appointment at the private sector equivalent of a GS-15 level
or above.

The incumbent should have a minimum of ten
years experience beyond the.completion of educational study.
This should include substantial successful experience in
working in sensitive settings in developing countries and
involving work with government health agencies. Previous
experience in health planning, primary health services delivery
and especially community-based health systems in a developing
country context, preferably in Africa, are required.
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The incumbent must have demonstrated
leadership capabilities through the management of field studies
and organizational units in the health sector. He or she must
als~ have demonstrated the ability to be sensitive to political
constraints within a de~eloping country. context.

The per-son must be experienced in the
coordination of and working with host country counterparts and
in working cooperatively with technical assistance personnel
from other than host-country agencies. He/she must be willing
to accept direction and supervision from senior host country
officials.

The incumbent will a~t as the Chief of Party
of a four member long-term Technical Assistance Team and
coordinate the efforts of forty person months of consultant
activity. This person will -report directly to the Senior
Deputy Director of Medical Services ae the Ministry of Health
Headquarters and the Medical Officer of Health, Kitui
District. He or she will also serve as counterpart to the
Assistant Medical Officer of Health, Kitui District. He/she
must be sensitive to professional differences of opinion and be
able to integrate the resources available to the project into a
complex technical and political setting.

The incumbent will have shared responsibility
for the overall direction of the project, including the
delegation of significant responsibility to the other members
of the U.S. Long-Term Technical Assistance Team and to
short-term consultants. the complexity of the project requires
a major division of labor among all technical assistance
components. It will be necessary to develop individual work
programs and scopes of work as well as to organize components
into a~ integrated program of activity. It is essential that
individual work programs and the overall project work programs
be developed collaboratively with senior GOK officials and
receive their approval prior to the substantial initiation of
project activity. Th~ specific duties and responsibilities
listed below for this position are tentative and are subject to
revision as a result of specific consultation bet\.een Technical
Assistance Team members and GOK officials.
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·Duties and responsibilities of the senior health
planner include the following:

a. Serve as Chief of Party with
.responsibility for the overall direction
and coordination of the technical
assistance activity provided ~n

connection with the Rroj~ct.

b. Work cooperatively as a counterpart with
the Assistant Medical Officer of Health,
Kitui District, in the technical design
and implementation of prpject components.

c. Assume major responsibility for the
oversight and preparation of project
documentation and reports, special
analytical studies, and USAID
projgct-related documents.

d. Work with the Senior Health Training
Specialist, the civil Engineer, the
Administration and Procurement
Specialist, and the Assistant Medical
Officer of Health in the development of
an work program for the project as well
as assisting in final drafting and
review of individual work programs and
consultant's scopes of work.

e. Serve as the principal representative of
the Contractor and work with the
Administration and Procurement
Specialist in administering the
procurement, deployment, and utilization
of all commodities acquired for purposes \
of implementing the project and maintain
records of expenditures of contract
funds.

f. Assist in coordinating project.
activities with other USAID-funded
projects in Kitui District, the MOH
headquarters, and elsewhere in Kenya as
appropriate.
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Work with the other three members of the
Technical Assistance Team in the overall
development and monitoring of project
implementation including monitoring
progress of facility construction,
upgrading and improvement; staffing of
facilities and mobile units; training
pro g ram s; CHWac t i v i t. i e s; e qui pm e n tan d
vehicle procur~ment deployment and.
utilization; and drug procure~ent.

distribution and utilization.

c

h. Assist in the development of referral
protocols at community. dispensary.
health center. health
center/headquarters and district
hospital levels and upward as
appropriate.

1. Work with RHMT and the Senior Health
Training Specialist in developing
organizational relationships and
procedures which coordinate Government
and private health services training and
delivery activities in Kitui District.

j. Work with the Senior Health Training
Specialist in assisting the RHMT to
develop procedures and policies for
coordinating training. monitoring.
supervising, evaluating, and technically
supporting CHWs and TBAs working in
local communities.

k. Work with the Civil Engineer 1n
assisting the RHMT and other district
officers in developing procedures for
integrating local community health
development activities within the
context of divisional and district level
social and economic development.

1. Work with the Civil Engineer in
assisting the RHMT develop operational
procedures for administering community
Development Funds allocated to local
communities to support health promotion
and illness prevention programs.
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Work with the Senior Health Training
Specialist and expert consultants in
developing data gathering instruments
and in applying tools and analytical
techniques that produce information
required for ad~inistration, planning,
policy formulation and evaluation at
local community, RHU; dis~rict,

provincial and MOH headquarters levels,

c

n. Work with the Senior Health Training
Specialist and consultants in
identifying procedures and protocols
required to conduct special analytical
studies of the various training and
delivery components of the project as it

\

evolves.

o. Work.~ith the Senior Health Training
Specialist and consultants in developing
mechanisms for reporting the results of
analytical studies and other information
gathering activirie~ to the to-be
established so that this information 1S

used in formulating national health
policy and plans.

The incumbent will possess an M.D. degree or
doctorate in health administration, public health, or possibly
health occupation educarion with substantial experience in the
health field beyond clinical training and purely academic
research activity. The incumbent should have substantial
unders~anding of health care organization and delivery and the
teaching and evaluation of professional and paraprofessional
health workers.

This officer's qualifications and background should
warrant appointment at the private sector level equivalent of
GS-lS level or above.
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The incumbent should have a minimum of ten
years experience beyond the completion of educational study.
Experience should inclu~e substantial involvement in curriculum
design, teaching, and evaluation of professional and
paraprofessional health workers in a developing country
context, preferably in Africa. It is imperative that the
incumbent have substantial experience in developing training,
monitoring and evaluation programs for village or co~munity

health workers or equivalent cadres of health workers in a
developing country context. The incumbent should have
demonstrated a capacity to undertake independent activity and
the ability to work collaboratively with host-country
colleagues in rural settings. .

The incumbent will act as the Deputy Chief of
Party of the four member Long-Term Technical Assistance Team
and will coordinate the efforts of forty person months of
consultant activity. The officer will report directly to the
Chief of'Party and the Assistant Medical Officer of Health.
The officer must be sensitive to professional differences of
opinion and be able to integrate techpical training resources
available to the project into a complex rural health setting.

The incumbent will share responsibLlity for
the overall direction of the project, but will have principal
responsibility in the area of 'training, curriculum design, and
training evaluation. The incumbent will have major
responsibility for the delegation of responsibilities to
short-term expert consultants in the area of training.

a. Serve as Deputy Chief of Party and
assume major responsibility for the
development of training programs and
materials, the selection and supervision
of training consultants.

b. Assist the Senior Health Planner in the
preparation of project documentation and
reports, special analytical studies, and
USAID project related documents.
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Work with the Senior Health Planner and
the Assistant Medical Officer of Health
in the development of an overall work
program for the project and draft scopes
qf work fo! training consultants.

I

d. Work with the Senior Health Planner in
the overall development and evaluation
of project implementation· including
monitoring progress of facility
construction and upgrading; staffing of
facilities and mobile units; training
programs; equipment and vehicle
procurement deployment; progress of CHW
programs; and adequacy of drug
pro cur e me·n t •

e. Work with the Senior Health Planner in
assi~ting the RHMT to develop procedures
and policies for coordinating training
~nd monitoring, supervising and
evaluating support of CHWs and TEAs.

f. \-"ork with the Senior Health Planner and
expert consultants in developing data
gatheri~g instrumefits and analytical
techniques that produce information
required for administration, plan~ing,

policy formulation and evaluation
purposes at local community, RHU,
district, provincial and headquarters
levels.

g. Work with the Senior Health Planner and
expert consultants in identifying
procedures and protocols required for
special studies of the performance of
the various components of the project.

h. Work with the Senior Health Planner and
expert consultants in developing
mechanisms for reporting the results
from studies and information gathering
activities to the MOH in order that this
information will be taken into account
in formulating national health policy
and plans.
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Assist the RHMT in developing
organizational relationships and

'procedures for coordinating Government
and private health services delivery
activities .•

!
J. Assist the RHMT in developing raining

p"rograms, monitoring and evalt:,tion
procedures, and materials required for
village sensitization and motivation
teams.

k. Assist the RHMT in developing criteria
for selecting trainers of CHWs, TRAs and
RHU staff and develop appropriate
training programs, procedures, and
materials for these cadres.

1. AssiS--t the RHMT in developing training
programs, procedures and materials (e.g.
visual aids, manuals) for CHWs and TBAs
as well as treatment protocols for CHWs.

m. Assist the RHMT in developing a training
program and materials for RHU staff
including appropriate protocols for
effectively utilizing, monitoring,
supervising and supporting the
activities of CHWs and TBAs in local
communities.

n. Assist the RHMT and trainers in
developing and scheduling follow-up
training for CHWs, TBAs, and RHU staffs.

C. ~i~i:.!-En£in~er (local hire 4 years)

The incumbent should possess a degree 1.n Civil
Engineering.

The incumbent should have a minimum of three
years experience beyond completion of educational study.
Experience should include at least one year's involvement in
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supervising design or construction of rural water supply or
sanitation projects in Kenya. Previous experience in working
with Ibcal communities or self-help groups is desirable.

The incumbent should be able to initiate
design water and sanitation projects an~ be able to work
amicably with local communiti~s and district and Ministry
officers. He or she must be able to speak Kiswahili fluently
(FSI-3 level). Some knowledge of Ak~mba is \desirable.

3. RelationshiE~

The incumbent will report to the Chief of
Party for administrative supervision and will receive technical
and managerial direction from Ministry of Health Officers.

The incumbent will be primarily responsible
for the implementation of tne community health activities
financed by project's Community Development Fund. He or she
will also provide periodic supervision of buildings under
construction at various health facilities in Kitui District.

Specific duties and responsibilities of the
civil Engineer include the following:

a. Serve as advisor to the RHMT with
responsibility for the overall direction
and coordination of technical matters
relating to community self-help projects
such as water supply, sanitation and
drainage.

b. Work cooperatively with and seek advise
from officers of various ministries,
Kitui District and Kitui County Council
responsible for managing human and
natural resources.

c. Review with the RHMT proposals for
Community Development Fund projects.
The review will include technical
designs and cost estimates including
quantities of materials required to
implement projects.

d. Provide guidance to local communities in
the design, construction and maintenance
of community health development projects.
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Undertake environmental assessment of
each project as required by Government
of Kenya and USAID regulations.

f. Be responsible for procurement and
delivery of materials for the .
construction of community health
projects in accordance with GOK and
USAID regulations.

g.. Make periodic site visits to inspect the
progress and the completion of
development projects.

h. Prepare quarterly p~ogress reports and a
project completion report for each
activity. \

i. Co-op£rate with AID officials in
evaluating various project activities.

j. Advise as to the use of appropriate
technologies for each project.

k. Make periodic &itc visits to inspect the
progress and the completion of health
facilities financed by AID. Prepare
appropriate reports after each site
visit noting in particular construction,
contractor's workmanship, adherance to
specifi~ations and design, progress and
possible delays.

(This officer will be considered as part of the TA
Team; however a separate PIO/T and contract will be
executed for his/her services based on information
in this annex. The Administrative and Procurement
Specialist should be on board approximately eight
months before the rest of the TA Team.)

The Administrative and Procurement Specialist
should possess a Bachelor's degree in engineering, planning or
business administration.
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The incumbent should have a minimum of five
years exper~ence managing construction or design of rural
facilities or of buildings with some experience in
procurement. Previous experie~ce in working with a host
government ministry, preferably in Africa, is required.

\
\

The incumbent must have leadership
capabilities demonstrated through the management of the design
or construction of a building project costing over one million
dollars.

The incumbent must be experienced in working
with ho~t-country officials and technical personnel.

The incumbent will work as a staff member of
the Ministry of Health in a line position in the Ministry's
Planning Division. The officer will report directly to the
Senior Deputy Director of Medical Services or the Assistant
Director of Medical Services. He or she will carry out
responsibilities in accordance with Government of Kenya's and
Ministry of Health's Code cf Conduct for Government employees
in similar positions. As a member of the Technical Assistance
Team the incumbent will coordinate his/her activities with the
TA Chief of Party.

The incumbent will be the initial contact
person in the Ministry of Health for all matters relating to
the design and construction of health facilities and the
procurement of goods and services required by the Technical
Assistance Contractor and as delegated by the Senior Deputy or
Assistant Director of Medical Services. In particular, the
incumbent will:

a. Coordinate with the Ministry of Works
and private consulting firms concerning
the design arid construction of health
facilities.

b. Prepare scopes of work for the design of
health facilities by private consulting
firms.
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Help in the negotiation of contracts
with consulting firms and construction
contractors.

f·····
.....,/

d. ~repare specifications of equipment
required for each health facility.

e. Co-ordinate the procu~eme~t of equipment
and supplies.

f. Make periodic site visits to inspect the
progress of construction activities and
the completion of each b~ilding.

g. Arrange logistic support for the
Technical Assistance Contractor.

h. Approve payments to consulting firms
resp~nsible for the design and
supervision of health facility and
housing construction. .

i. Assure that the procurement of
consulting and construction services and
equipment and supplies are in accordRnce
with AID and GOK rules and regulations.

J. Prepare quarterly progress reports.
concerning the status of construction
activities and the procurement cf
commodities.

k. Approve payments to construction
contractors suppliers of commodities.

- .

1. Cooperate with AID and MOH officials in
implementing project activities.

E. Consultant Services

1. General Considerations

The project calls for 40 person months 'of
consultant services. It is estimated that about 10 person
months of consultant services will be available locally and the
remaining 30 person months of such services will be procured
from the U.S.
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2. Qualifications

Consultants should have prior experience
working in developing countries, preferably in Africa. They
should be capable of working harmoniously with other
professionals and with host-country officials in the field
setting.

Due to their technical expertise required by
the project, it is believed that consultants should mostly be
senior experts in their respective fields warranting
appointments at the private sector equivalent to a GS-14 level
or above.

3. Categories of Need and Tine Requirements

Projected categories and estimated time
requirements are as follows:

a.

b.

c.

a.

b.

c.

Category - Project Implementation

Design and implementation of
curricula and training programs

Development of referral network

Adaptation of logistics systems
(medical supplies, drugs, etc":.)

Category - Evaluation, Establish~ent

of Health Information System, and
Design of Special Studies

Evaluation

Establishment of health information
and evaluation system

Design of special project activities
(e:g. Community Development Fund)

Total

4. Relationships

Time Requirements

8 months

8 months

4 months

6 months

4 months

10 months

40 months

Consultants shall work under the general
direction of the Technical Assistance Tean Chief of Party or
Deputy Chief of Party as specified in scopes of work.
Consultants will be expected to submit 5 copies of reports
based on scope of work presenting findings, analyses and
recommendations to the Chief of Party prior to departing
country, who in turn will make copies available to District
~edical Officer, USAID, and NOH headquarters as appropriate.

In-country clearances will be required of all
e~ternal consultants prior to entry into Kenya.



ANNEX H

STANDARD LIST OF EQUIPMENT FOR HEALTH CENTERS

QUANTITY ~UIPMENT

!
Garage Store '\

\
1 Ladder

1 Wheelbarrow

1 Footstool

1 Tool Kit

Pub 1 ic Health Technician Store

1 Work-bench (fixed)
Carpenters vice stool/masonry/carpenters kit

Sampling and Ins~~ion Kit

c

1

1 pair

1

1

2 dozen

6 pair

1

2

1

2 dozen

1 dozen

NIL

Butcher's knife

Gum Boots

Spray pump

Scoop & container (litre)

Test-tubes, graduated

Hand gloves

Protective apron

Rain coat

Torch

Polythene specimen bags

Bacteriological containers
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Offi~e table

Office chairs
\

Drawing board
\

Drawing stool

Set of drawing instruments

Waste paper receptacle

Table 36.~ l30cm x 75cm high

Chairs

Waste paper receptacle

Consulting Room MCH/FP

1

1

1

1

2

1

1

1

1

1

1

Examination couch

Step surgeon

Screen or rails

Office desk

Ch air s

Bench) loose

Bucket) pedal action

NB. Instrument trolley to contain basic
dressing equipment.

Instrument trolley

Adult scale (with heights)

Foetus-scope

Tape measure (3m)



1

1

4

1

1

1

1

1

1 packets

1

1

1
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Pelvimeter

Stethoscope

I
Scissors, ordinary

Bulletin board

Sphygnomanometer

Clinical thermometer

Diagnostic set

Torch

Spatulla, wooden

Spatulla, metal

Immunization kit

Baby scales

\

1 Refrigerator (6.5 cu.ft.)

'Consultation Room FP

1

1

2

1

1

1

1

1

2

1

1

1

1

Gynaecology Couch

Step surgeon

Filing cabinets

Ordinary stool

Trolley instrument

Card index

Bucket, pedal action

Stethoscope

Scissors, ordinary

Bulletin Board.

Syphgnomanometer

Torch

Family planning kit
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Consultation Room

1

1

1

1

2

1

1

1

1

1

1

1

1

1 dozen

1

1

1 pack~t

1

1

1

Cleaners Room

1
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Examination couch

Step .surgeon
\,

Screen and/or rails

Office desk, MOW No. 15/51562/456

Chairs 15/51562/71

Bench loose, MOW No. 15/51562/50

. \

Bucket, pedal act10n

Adult sca-le (with height)

Foctuscopal

Tape Measure (3m.)

Pelvimeter

Stethoscope

Bulletin Board

Clinical thermometer

Diagnostic set

Torch

Spatulla, wooden

Spatulla, metal

Protable, light

Cool boxes

Stool, high, MOW No. 15/51562/24
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Urine Test Room

1 Bed-pans and covers urinals

!
Urine test with 20 oz. glass tubes graduated

,
1

1

Spirit lamp

Reagents (i) Albustix
(ii) Olnistic

\

100

1

1

1

Waiting Room MCH

Gene ra 1

2

1

Disposable urine containers 6" x 5" tubes

Wooden rock

Urinometer

Stool high

Flower boxes 600 x 1200cm

Bench 500 x 1000 cm

Waiting Area Registration---..--
NIL

Registry

c'

1

2

1

2

1

1

1

1

1

Table (office)

Chairs, office 665 x 530 cm. x h760 cm.

Card index

Cabinets, filing (steel)
4 drawers, stove enamel

Typewriter (manual, 15' carriage)

Ch air, t y pis t

Desk, typist (with single pedestal)

Bulletin board

Cupboard, stationary (metal)
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1
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/

Stools, high

Refrigerator (big)

\
\

4 Brushes for test-tubes washing, assorted
Sl.zes

1000

4

Pollypots

Funnel, stainless
,
steel

3

100

5

2

1

2

2

1

1

1

4

2

4

1

2

24

Graduated- glass measure

Dispensing paper ream

Plastic containers

Chairs, MOW, MOW No.15/5l562/22

Dressing bench (high)

Bench ordinary MOW No. 15/15562/50

Stool, ordinary

High stool MOW No. 15/15562/24

Dressing trolley

Sterilizer bowl, water

Kidney basin

Lotion bowls

Gu1lipots

Measuring tape (1m)

Bucket, pedal action

Dressing towel
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2 Hand towels

2 Scissors, bandage

I
6 Forceps, artery mosquito

6 Dressing forceps \
\

2 Cheta1 forceps wi th a Jar

1 Examination couch

22 Stitch removing SC1ssors

6 Drum sterilizing d~p

2 Sinews forceps

!!!.~ction Room

1 Table

1 Bench MOW No 0 15/51562/50

1 Revolving stool

·1 Stool high, MOW No 0 15/51562/24

1 Examination couch

1 Foot stool

1 Sterilizer

1 Instrument trolley

1 Bucket, pedal action

1 Kerosene stove

1 Sufuria big - 300 mm

2 Dressing Jars

4 Kidney basins

2 Instrument tra~s wi th covers

C~~;
36 Nylon syringes 2 cCo

36 Nylon syr1nges 5 cc 0



20

60

1

Consulting Room CN

1

1

1

1

1

1

1

1

1 packet

1

1

1

1

1

2

1

1

Consulting Room CO

1

1

1
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Nylon syringes 10 cc.

Needles, hypodermic

Scissors paper

\
\

Table/4SA

Chair/2l

Bench/50

Examination couch

Step surgeon

Bucket, pedal action

Instrument trolley

Torch

Spatulla, wooden

Spatulla, metal

Stethoscope

Tape measure

Scissors, paper

Bulletin board

Clinical thermometer

Diagnostic set

File tray

Curtain windows

Examination couch

Table MO~ No. lS/SlS62/4SA, pedestal

Chairs
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Diagnostic set

Sphygnomanometer

1

1

1

Bench,

Torch

ordinary

.I

,
\

\

1

100

2

1

1

1

1

1

1

1

1

2

1

2

2

1

Minor Surg~

1

1

1

1

Bucket, pedal action

Spatulla, wooden

Spatulla, metal

Safe with T.S. Number
\

Tuning fork

Stethoscope

Dissecting forceps

Dressing scissors

Ophthalmoscope

Nasal speculum

Larynsal mirror

Clinical thermometer

Adult weighing scale

Kidney dish, small

Kidney dish, medium

Screen

Revolving stool

Bench/50

Examination couch

Foot-stool
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1 Bucket, pedal action

1 Angle poise" lamp
1

1 Box instrument

1 Instrument trolley \,

6 Gowns, surgeon

12 Masks, green

24 Dressing towels

30 Gloves, surgeon

6 Forceps

6 Scissors

Consummables ( Suture materials
(as needed) ( Syringes

( Needles

4 Graduated measure

1 Tourniquot

2 Nail brush

12 oz. Catheters, assorted

1 Suction pump

Adaptors, nylon 1/16

Bottle droppers, plastic

Fracture splints

Cannula

1 Stomach tube

1 Local anesthetic

1 Oxygen cylinder.

(_.. "

1 Instrument Tray
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6

1

1

Labora~

2

1

1

1

1

2

1

1

1

2

1

1

1

1

2

1/2 dozen

1/2 dozen

2

2

6 dozen

(" 1/2 dozen
, ,"

11

Dre.ssing Jar

Patella hammer
i

Tape Measure (3m)
,
\
\

Centrifuge) large and small

Colorimeter (portable)

Refrigerator) 8.5 cu.ft.

Au toe 1 ave ) sma 11

Distiller

Microscopes (e.g. Zeiss or Leitz)

Scale balance) 1/2 gram - 1 kg.

Spencer Haemoglobinometer

.Eye-ton reflomat

Westergren-racks

Venturi pumps

Battery charges) small

Bucket) pedal action

Water bath) small

Jerricans/buckets) 20 liters

N-Multi-Stix bottles

B~rrets assorted sizes

Counting chambers & coverslips

Tally cell counter

Microscope slides) assorted S1zes

Graduated cylinder) assorted
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6 gross

2 dozen

1 gross

20 gross

20 gross

20 gross

20 gross

1 dozen

1

1/2 dozen

1 gross

4

1

.
1 dozen

2 dozen

1/2 dozen

2

2

1

1

1/2 dozen

1/2 dozen

2

2

----------~--------
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Cover slips (micro), assorted

Racks for staining tests

I
Wire nickel' SWG, Gauge 24

Heparanized capillary tu~es plain

Stool containers (pollypots)

Urine containers (bottles universal)

EDTA blood containers

(Ethyline dieminte~ra acitic BK)

Urostrat

Pipette washer (automatic)

Test tube racks (assorted)

Test tubes (assorted sizes)

Laboratory stools

Chair MOW No. 15/51562/21

Pippettes, assorted sizes

Flasks, assorted S1zes

Beakers, assorted S1zes

Forceps

Scissors, ordinary

Dymo tape

Diamond penal

Glass tubing, assorted sizes

Rubber teats, assorted S1zes

Sufurias (small & large)

Test tubes wire brackets
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1

1
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Draining boards

Grouping tiles & racks
I

Timer clock

Stop watch \

1 ~ecicator, Hedium

2

1

2

2

Water Closet

General Store

NIL

NIL

NIL

Sieves, metal

Lovibond comparator

Bunsen burner, straight

Bunsen burner, rlngs

See general equipment.

Store Lines & Medical E~uipmen!

2 Bed Ward-------
2 Hospital beds

2 Lockers, patients

2 Stools

2 Easy chairs

2 Bed head ticket boards

4 Bulldog clips

12 Blankets

12 Shee ts

(~; 4 Pillows





2

24

30

6 Bed Ward

2

2

2

1

2

2

2

4

12

12

4

12

3

4

3

1

24

30

6

Yard

NIL
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Carafes

Patient gowns

Childrens gowns

\

\
\

Bed with cots attached

Bedside cots (1 small - 1 big)

Stools

Blind for 3 x 120 cm. windows

Stools

Easy chairs

Bed head ticket board

Bulldog clips

Blankets

Sheets

Pillows

Pillow slips

Mat t r.e sse s

Counter pans

Bed canV.;lsses

Bulletin board

Carafes

Childrens gowns

Mackintoshes



Nurses B~

1

2

- 16 -

Table MOW No. l5/5l562/45B
/ .

Chairs MOW No. 15/1562/21
,

1

1

1

1

6

Easy chair

Tea set

Hot plate

Records trolley

Medicine

Clinical thermometers

\

C,-'-':.'

1

1

1

1

'Clean Utili!L

1

1

1

1

1

Treatment set (medication)

Shaving tray

Enema tray

Admission couch with screen

Clean utility trolley

Sterilizer

Autoclave

Stool ordinary

Oxygen set complete with the following items:

Stand
Flow-meters
Gauge
Key
Wolf's bottle
Nasal catheters
Oxygen faces masks



('
4 sets

6

6 1/2 - 8

1

1

1

1

1

Consummables
(as needed):

1

1

(
(
(
(
(
(
(
(
(
(
(
(
(
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Delivery trolley with equipment:

Spencer wells forceps

I
Kidney basin'

\

Scissors, share cutting

Umbilical scissors

Towel surgeon

Green dressing

Gloves, assorted

Lignocaine

Stitch scissors

Delivery couch

Sucking machine

Cat-gut suturing

Needles, syringes 2 cc.

Syringes, I.U. cc.

Intramuscular needles

Cord 'ligature clamps

Sanitary towel pads

Egametrin spirit antiseptic

Surgeon gowns and masks

Foetuscope stethoscope

Syphygonomanometer

1

1 dozen

2

Baby scale

Bed pans

Sterilizer 1 small
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7 Carafes

4 Basins, plastic
i
I

2 Personal weighing machine

General Store \
\

10 Dust bins

4 Watering cans

10 Dust collecting pans

4 Rakes, garden

4 Chairs, garden

4 Jembes

1 Claw Hammer

2 Ladder, step

2 Nail extractor

·2 Wheel barrows

10 Door mats 'fiber'

50 Brushes bass head

24 Brushes banister

50 Brushes, broom

SO Brushes, nail

50 Brushes, scrubbing

4 BriJshes, cobwebs

20 Mops, common

12 Brushes, test tube

1 l-lachine, weighi.ng platform

C~'
2 Machine, mowing

1 Motor mower (heavy duty)



10

6

12

6

4

6

6

6

6

Kitchen

36

36

36

36

36

36

36

36

12

1

6

2

2

2

2

4
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Dishes, soap

Lamps, hurricane

Foam mattresses 3"

Slashers, grass cutting

Sprayer insecticide

Stoves pressure 2 burner

Torches, hand

Torches, pen light

Chi1dren's o cots

Cups, tea

Forks, table

Spoons, table

Spoons, tea

Knives, table

Plates, dinner

Plates, tea

Carafes with tumbler

Trays, dining

Clock, wall

Lad1e~, cook

Milk, ladle

Ladle, pour1ng

Serving spoons

Meat fork

Knives, kitchen

\,
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2

2

2

2

2

2

2

2

2

1
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Knives, bread

Tin, openers

I
Choppers, meat

Food, ·pails

Jugs 1 pt., graduated

Jugs 2 pt., graduated

Kettles 4 pts.

Kettles 6 pts.

Ewers 10 pts.

Refrigerators

\

"

c·....,.'

1

4

6

-4

3

2

24

2

4

2

2

1

1

1

1

2

Machine, mincing (manual)

Sufurias, small 20 cm. diameter w/cQver

Sufurias, medium 30 cm. diameter w/cover

Sufurias, large 60 em. diameter w/cover

Saucepans, small

Saucepans, large

Mugs, enamel

Pans, frying large

Po t s, tea

Strainers, tea

Strainers, soup

Cooking range with 3 plates 60 x 60 cm

Jiko (prison economic type), big

Table 60 x 60 cm.

Chair MOW No. 15/51562/21

Gas cylinders
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1

2
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Counter weighing scale

Tin boxes with covers

!

Washing machine, ~ kg.
\

\

1

4

1

2

1

1

4

1

Sluice Room

·To be decided

l?ry weight

Laundry trolleys (clean linen)

Stool

Iron boxes, charcoal

Iron boxes, electric

Mang1in wringer

Trolleys (dirty linen) with stool high

MOW No. 15/51562/24



ANNEX I

DRUG SUPPLY SYSTEM

A •. ~~cjfic Problems Related to S~!y~ Ru~l~~~lt~

Facilities

The principal problems with
Rural Health Facilities' (RHFs),

i
respect
include

to supply of drugs to
the" following:

,

Orders of drugs by RHFs in the past have been packed
with those for district hospitals. In many cases hospital
secretaries have "second guessed" toe drug requirements of RHFs.

2. Distribution to RHFs

Drug consignments have been distributed from Central
Medical Stores (CMS) to district hospitals with no protocol for
allocation between district-hospitals and RHFs. This has
allowed district hospital administrators to select drugs
acording to their perceptions of hospital needs leaving the
remaining less sophisticated or less desirable drugs for RHFs.
Consequently drugs supplied to RHFs bear little relation to
patient utilization levels or disease patterns in RHFs' service
ar€as.

3. .!~cords, Management and supervision

Record keeping for drug orders, receipts,
distributions, and dispensation is inadequate. Supervision is
virtually impossible due to the lack of adequate records. The
result has been inappropriate and sporadic supply to RHFs, poor
dispensing practices, and serious wastage of drugs at all
levels.

B. ?of ~ ni sE.U-9Ll!~a 1 th--R.r opo~5!-Ne~_~ru.B._N anageme~E.-~.rs t e~

1. ~tem Objectives and Schedule of Imple~entation

In 1980 the Ministry of Health (MOH) developed a new
drug management system to address the above problems. The
objectives of this system are twofold:

to improve the availability of drugs so that at
least 80 percent of listed essential drugs are
available at RHFs; and
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- ·to improve the use of drugs so that at least an 80
percent adequacy 1n the management of patients will be
achieved.

The MOH has b~en pilot-testing the new system in two
districts (Kilifi and Embu). It had planned to begin
nationwide implementation of the system in January 1981, but
implementation is about a year behind schedule. When
nationwide implementation commences, Kitui district will be one
of the first districts to make use of the new system.

2. Brief Description of System

Note: in section E below the proposed drug managen.ent
system is reproduced in its entirety with its Annexes providing
guidelines for clinical diagnosis and management of drugs by
RHFs.

a. Essential Dr~L-!qui~ent arid SUEplies Protocols

A standarized list of essential drugs and
standarized dosages has been drawn up for each type of RHF 1n
Kenya. In addition, the MOH has developed guidelines for
clinical diagnosis and standardized treatment schedules for
common illnesses as well as a list of essential diagnostic and
treatment equipment and requisite supplies. These lists and
guidelines have been developed for the diseases treatable at
each type of RHF ~nd the level of training of staff of e~ch.

b. Prepackaging Distribution~~em

In those Rural Health Units (RHUs) that are fully
operational, such as will be the case in Kitui District, drugs
are to be assembled and. prepackaged at the eMS for each RHF and
distributed at regular intervals directly to health
center/headquarters for distribution to individual RHFs. Until
a RHU is fully operational, RHFs would pick up packages of
drugs· from the district hospital. The content of drug packages
follows according to established lists and guidelines. The mix
and amount of drugs varies according to disease patterns at
each facility as well as patient volume and rates.

The new system circumvents the bottleneck of the
district hospital deciding which drugs should be distributed to
RHFs. Indent of drug orders will be dispensed with entirely,
with the exception of cases in which special drugs or unusual
quantities are required at RHF as a result of epidemics or
significant seasonal increases in illness, migrations of people
or other unpredictable factors.
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The public is being informed of the new system
through ·the media, barazas (public meetings), and printed
materials at RHFs. The aim is to educate the public about what
drugs will be available at different types of RHFs and to
increase accountability of those involved in the distribution
system. Similar infor~ation will be introduced in schools.

Proposed legislation will identify persons
authorized to dispense each type of drug, strengthen the
authority of Drug Inspectors and Public Health Officers to look
for and confiscate drugs in the possession of unauthorized
persons, and authorize the MOH to mark, color, wrap or
otherwise distinguish MOH distributed drugs from those whose
distribution is the legal perogative of the ~rivate sector.
The aim of the legal and informational initiatives is to reduce
leakage of Government purchased and distributed drugs and
promote responsible and effective use of drugs at RHFs and
elsewhere in the health system.

e. Training

Before introducing the new system in each
district, workshops and conferences will be held to inform
health officers, district administrators, politicians and
members of the public about the new system. In addition,
training sessions ranging from four days to two weeks will be
conducted for the benefit of RHF staff. These sessions will
acquaint personnel with the drugs, equipment and supplies that
will be made available, the diagnosis and treatment regimes for
each illness by each cadre of staff and record keeping and
supervision requirements.

f. Drug Management Team

The six member Rural Health Unit Management Team
(RHMT) will oversee and monitor the rate of effective
implementation of the new drug supply system and evaluate the
adequacy of quantities, types and dosages supplied to each
RHF. The team will also evaluate prescribing practices of RHF
staff and recommend revisions, disciplinary actions, and other
adjustments as necessary.
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Implementation of New Sy~!~~ in Ki~i Dis!rict

The MOH will implement the new drug supply system in Kitui
District. during the first year of the project. Additional
training and information programs rele~ant to the activities of
CHWs will also be developed during the first year of the
project, and will be implemented as CHWs are trained and placed
in local communities. The successful introduction of the new
drug supply system in Kitui District is a condition precedent
for the second phase of the project. During the first phase,
the project team will also explore the possibility of
increasing the supply of non-prescription drugs made available
to viII age s hop s (d uk a~) by p r i vat e drug dis t r i.b u tor s •

The pilot activities have been considered successful 1n
Embu and Kilifi districts. Both USAID and MOH believe that the
new drug management system provides a'solid base upon which to
build a drug distribution system for the Kitui project, which
must incorporate CHWs, and ~lsewhere in Kenya.
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a. Priority Concern
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The availability of drugs and .their proper use in
Rural Health Facilities (RHFs) are two of the priority concerns
of the Ministry of Health. In response to this concern the
Administrative Support Unit (ASU) - in close cooperation with
the Rural Health Project (RHP) Team, Central Medical Stores
(eMS) and other parties concerned - started an assignment in
January 1979 which aims at strengthening the mangement system
of drug supplies for RHFs.

b. ~~~Assignment Activities

In carrying out this assignment the following major
\

activities can be identified:

This first major activity was carried out during
the first six months of 1979 with the aim of assessing
shortcomings in the present management system of drug supplies
for RHFs.

(2) S~stems Design

The purpose of this second major activity is to
design a management system of drug supplies for RHFs which aims
at an adequate supply of drugs at the RHF level and at a proper
use of drugs.

This activity was started in June 1979 and
completed 1n February 1980.

(3) pilot Studies

The proposed new management system of drug
supplies for RHFs will be tested in two districts (Ki1ifi and
Embu) prior to their nationwide implementation. These tests,
in the form of pilot studies, will start in March 1980 and
shoud be completed by the end of 1980.

Implementation of the systems design
on a countrywide basis will start in January 1981.
country should be covered by mid 1982.

propositions
The whole
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2.

The ~indings of this major activity are contained in a
report 'Strengthening the Management of Supplies in Rural
Health Facilities - Situation Analysis: Summary'. The report
is based upon investigations in a sample of 27 RHFs, on studies
by the African Medical and Research Foundation (AMREF), the RHP
team, the Department of Community Health of the Faculty of
Medicine, and upon information provided by other organizations
and individuals.

The report's ma1n points can be summarized .~s follows:

the shortages start at the Central Medical Stores;

- RHFs' drug supplies are pooled with those of hospitals at
district level;

- RHFs are not supplied according to work load and disease
pattern;

- (n a d e qua t e c 1 i n i cal d i a g nos i sand· Pr'esc rip t ion; h arm f u 1
clinical practices are common as a result of the widespread
drugs shortages;

- records are inadequately maintained to ensure proper
control;

management procedures and supervision are generally weak;

leakages and wastages of drugs occur at all levels;

the public's and the health workers' attitudes to the
drugs situation are contributing to the shortages; to
wastages of scarce supplies; and to growing irregular
practices and dissatisfactions which threaten the future
efficiency of the health services.

3. Pro~sed New Management S~!em

The objectives of the proposed new management system
are two-fold:

To improve the availability of drugs so that at
any time at least 80% of all essential drugs are available at
RHFs;
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Use of Dr~~

To improve the use of drugs so that at least an
80% adeq~acy in the management of patients will be achieved

To meet these objedtives 'a new management system
of drug supplies for RHFs has been designed which includes the
following components: \

- list of essential drugs;

list of essential equipment items;

- guidelines for clinical diagnosis ~nd standard
treatment schedules;

package rations; procurement and repackaging;
distribution, storage and control; indenting; *

public information on drugs; legislation;

- briefing and training.

An important component of the proposed new management
system of drug supplies for RHFs is the 'List of Essential
Drugs for Health Centers/Sub-Centers and Dispensaries'.

Criteria for Selectin~ Essential Drugs fo~ RHFs

Prior to making the list of essential drugs, criteria
(reasons) for selecting esential drugs for RHFs had to be
defined. Two 'exclusive' criteria and nine other
comparative' criteria were identified. The two 'exclusive'
criteria are:

- relevance to diseases treatable at RHFs;

relevance to the level of training of the
health workers in RHFs.

The 'comparative' criteri~ were aplied to make
comparison between drugs that belong to the same class or are
used for similar disease conditions. In addition, the relative
importance of each 'comparative' criterion was determined as
shown below:

* "Indenting" refers to ordering.



9

Description of 'com~ative' criterion

(4)

Therapeutic effectiveness •••• ~ ••••••••••••••••••••••••••• 4
Safe ty 0 f the drug •••• ~ •••••••••:•••••• ~••••••••••••••••••• 4
Cost of one treatment •••••••• ·•• ~ ••••••••••••••••••••••••• 3
S a f e t yin dis pen sin g • • e.. • • • • • • • • • • • • • • • • • • ~\ • • • • • • • • • • • • • • 3
Lon g ex p i r y d ate •••••••••••••••••••••••••••\•••••••••••••• 3
Usable against more than one disease/condition ••••••••••• 2
Easy to take by patients •••••••••••••.••••.•••••••••••••• 2
Easy to dispense by staff ••••••••••••••••••••••••••••• "' •• 2
~oc ally prod uc ed ••••••••••••••••••••••••••••••••••••••••• 1

List of Essential Drugs

In making the List of Essential Drugs several existing
lists were reviewed including the WHO Model List of Essential
Dr u g s J WHO T R S 6 1 5 t Ge n e va -19 7 7; and the }1 in i s try 0 f He a 1 t h
List MED. 41/B t 1979. Each drug was evaluated under the two
'exclusive' criteria; drugs which satisfied the 'exclusive'
criteria were then evaluated under each 'comparative'
criterion. The result of this evaluation is the new 'List of
Essential Drugs for Health Centers/Sub-Centers and
Dispensaries' as shown in annex A. The list contains 47 drugs
for health centers/sub-centers and 34 drugs for dispensaries.

c. List of Essential Equipment Items

Several equipment items are needed with the essential
drugs for RHFs. The attached list (annex B) contains the
esentia1 equipment items and their quantities which are needed
with the essential drugs in RHFs.

d. Guidelines for Clinical Diagnosis; Standard Treetment
Schedules

One of the major shortcomings in the management of
drug supplies in RHFs are the harmful clinical practices. In
response to this problem a concentrated effort will be
undertaken to upgrade both the diagnostic and therapeutic
skills of the RHF staff. For this purpose 'Guidelines for
Clinical Diagnosis' have been prepared (for illustration see
annex C).

According to age groups or body weights' Standard
Treatment Schedules' - dosage and duration - were set for each
essential drug in RHFs (see annex D). These schedules will
facilitate the work of clinical offi~ers and nurses 1n RHFs.
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Package Rations; Procurement and Repacka£i~~l

Distribution, Storage and Control; indenting

. (1) Package Rations

One of the most importan~ aspects of the proposed
new management system is to replace the present • indenting· by
RHFs by an arrangement of Package Rations for all essential
drugs with the exception of mixtures and other fluids. The
main features of package rations are:

- the com p 0 sit ion 0 f the pac k age rat ion s'i s bas e d
on assumptions regarding morbidity (i.e. the
diagnostic pattern at RHFs according to the
health information system);

\

- all essential non-liquid drugs will be supplied
automatically at regular intervals as a package
ration to RHF~, containing a fixed quantity of
each drug;

some liquid drugs will still be indented for;

- one package ration of essential drugs for rural
health centers/sub-centers (Box 1) will be
supplied to these f~ci1ities per 3,000 new
patients;

- one package ration of essential drugs for
dispensaries (Box 11) will be supplied to these
facilities per 2,000 new patients;

- The drug quantities, as shown in annex E, are
based on the estimated number of treatments of
each drug per 3,000 new patients in health
centers/sub-centers and per 2,000 new patients in
dispensaries. These treatment estimates in turn
are based on morbidity returns for RHFs;

- epidemiological variations - usually resulting
from different ecological conditions - will imply
variations in morbidity patterns. The resulting
differences in drug requirements will be provided
for.

The procurement of the right drugs at the right
time in the quantities necessary, and the repackaging into
units specifically tailored to the needs of the RHFs, will
constitute a key element of the new drug supplies manag~ment

system.
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( As far as possible, it is proposed to take
advantage of local production/repackaging facilities. This
will facilitate control and supervison of
production/repackaging operations and will be in accordance
with the Kenya Government's policy of developing local
industry. Where necessary, local management skills and
capacities will be upgraded. ,,

\

(3) Distribution Flow

The proposed distribution system will be as
follows:

RHU HC/HQs
(when RHU con­
cept fully l.m-

1
plemented)

~----'~--_----l

... _............ - .. _,.---_...:-_--.....
Provincial
warehouse
(when comp­
pleted)

~ .- -. J
---- _ - ,I,District

Hospitals

...-----[ RHFs

Surplus
. drugs

~ -,.-
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Distribution t Storage and Control Tasks

(5)

CMS t district hospitals and RHFs have specified
distrib~tion, storage and control tasks which are identified In
annex F. As soon as the rural health unit (RHU) concept is
implemented and fully operational several district hospital
tasks will be carried out by the RHU Health Center Headquarters.

\
\

No indenting by RHFs will be done for the Package
Rations.

Indenting for an essential drug in the packages
will 0 n 1y be' bye x c e p t ion', i. e., for e p'i d em i 010 g'i cal rea son s
such as epidemics or significant seasonal increases in certain

\

specific illnesses.

Indenting for-the fluids among the essential
drugs and other supplies will be done on Form Sll in the
ordinary way well before the fixed delivery dates for the
package rations t so that the mixtures and other fluids can be
sent to the RHFs with the package rations (for more details see
annex f).

f. Public Information on Drugs; Legislation

Still two other elements of the proposed new
management system are public information on drugs and several
legal decisions concerning drugs.

The 'public' is here defined as both the mass
population and as those attending the country's various health
facilities, particularly RHFs.

At this stage a mass media public information campaign
has been proposed using the media; broadcasting/TV, and prints.

Broadcasting/TV

Broadcasting/TV will include the radio program/TV
discussion, Mambo Leo which will carry a discussion with two
senior Ministry of Health staff in April 1980 t prior to the
initiation of the pilot Studies. One or two follow-up
discussions should be carried out at a later stage, i.e., prior
to the start of the country wide Jmplementation of the drug
program.



13 (8)

Two curriculum radio programs on drugs will be
broadcast to coincide·with the beginning of the country wide
prDgramm~, one for Standards 6 and 7, one for teachers.

Prints J

c/

A poster will be made available to, all health care
facilities for patients, and will be used in waiting areas.

Feature stories concerning various aspects of the drug
situation will be written for the three major newspapers. News
releases will be sent regularly to the Kenya press to highlight
certain aspects which the public should be aware of.

Legislation

The amendment of existing legislation or the drafting
and approval of a new law ~~e quite time consuming. Drug
legislation will have to include:

-identification of persons authorized to prescribe
certain drugs and to issue them;

- a law which would make it possible for the Ministry
of He3lth to mark, color, wrap or otherwise
distinctively distinguish certain drugs bought by the
Ministry of Health;

-legislation which strengthens the powers of drug
inspectors and public health officers to look for and
possibly confiscate drugs in the posess ion of
unauthorized persons.

g. Briefing and Training

Prior to introducing the package rations in a
distrfct, several briefing and training activities have to be
carried out, including:

- one-day briefing in the proposed new management
system of provincial and district health team staff,
and rural health training center (RHTC) staff;

- four-day training in clinical tasks and drug control
of selected district health team staff and RHTC staff;

- two-week training in clinical tasks and drug control
of clinical officers and graded nurses;

- two-week training in clinical tasks and drug. control
of ungraded nurses ilc of dispensaries.
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After having tested the proposed new management system
during the pilot studies, discussions with the country's health
training institutions should be conducted to ensure that the
curricul~ include the various aspects of the new system.

At the same time the curricula for the training of
teacher students of RHTCs and for the p~st~basic training of
RHU teams have to be modified. \

\

Another important element of the new drug supplies
management system is the 'Management Unit of Drug Suplies for
RHFs'. The Unit is concerned with standards of clinical
d i a g nos i san d man age men t 0 f pat i e n t s; d e t.e r min a t i 0 h 0 f d rug
supplies requirements; and liaison with the Central Medical
Stores.

Func t ions

Functions of the unit are:

- to review and up-date at regular intervals the list
of essential drugs for rural health
centers/sub-centers and dispensaries; standard
treatment schedules in RHFsi and guidelines for
clinical diagnosis;

- to evaluate the adequacy of clincial diagnosis and
management of patients in RHFs;

- to determine - in tonsultation with district medical
office~s of health and provincial medical officers ­
the drug supplies requirements in RHFs;

- in liaison with the Central Medical Stores to manage
the procurement; repackaging; quality control;
stocking/inventory control; and distribution of drug
supplies within the budget allocated;

- to engage in the training of provincial and district
health teams and RHF staff in clinical diagnosis and
drug·control.

Staffin.£

To carry out the above functions, a team will be
developed composed of the following staff:

1 x Medical Advisor
1 x Drug Supplies and Logistics Liaison Officer
1 x Senior Clinical Officer
1 x Pharmaceutical Technologist
2 x supporting steff (short-hand typist and driver)
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It has been decided to test the new management system of
drug supplies for RHFs in all respects and at all levels.
Kilifi (excluding Malindi sub-district) and Embu have been
selected as pilot districts. The details of these studies are
described in a separate protocol.

\ .
A detailed protocol for the pilot studies including service

objectives and educational objectives is being prepared and
should be completed by the end of April 1980.

a. Briefing and Training

An important component of the pilot studies will be
several briefing and training activities to be carried out in
the RHTCs Tiwi and Karurumo. The following schedules have bee
set:

Tiwi

Briefing of the Provincial Health
Team and Kilifi District Health T~am,

and RHTC, Tiwi staff;

Training in clinical tasks and drug
control of selected district health
team staff and RHTC staff;

Training in clinical tasks and drug
control - COs, ENs, ENs
- Ungraded Nurses (UN)

Karurumo

Briefing of Provincial Health
Team and Embu District Health Team,
and RHTC Karurumo staff

Training in clinical tasks and drug
control of selected district health
team staff and RHTC staff

Training in clinical tasks and drug
control of COs, CNs, ENs

Date

19 May 1980

,19 Hay
(afternoon)
- 23 May

26 May 6 June
1980
2 June -
20 June 1980

4 August 1980
(morning)

4 August
(afternoon)
- 8 August

11-16 August



- 16 - (11)

. To be able to assess the impact of the training
activities, pre-testing activities - i~cluding determining the
degree of present clinical diagnosis and prescriptoin adequacy
- have to be carried ou~. The following schedules have been
set for the two pilot districts: \

- Kilifi: 5-10 May 1980
- Embu: 14-26 July 1980

As already stated one key element in the new management
system is having the right drugs in sufficient quantities in
the right places at the right time. Requirements of essential
drugs for the national program have been determined and a
budget drawn up based upon -~he best information regarding world
market (generic) prices and lo~al repackaging costs. The total
amount budgeted to cover the present 255 health
centers/sub-centers and 536 dispensaries would be approximately·
Ksh. 27 million in 1980/81 at December 1979 prices. This
amount includes repackaging into the package ration kits.

Nationwide implementation of the new management system of
drug suplies for RHFs is scheduled to start in January 1981.

A detailed plan to cover the whole country should be ready
by September 1980.
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(Annex c)

GUIDELINES FOR CLINICAL DIAGNOSIS:

SUMMARY OF PATIENT MANAGEMENT

,
\

\

Clinical response]

Patient's complaint

Physical exam (signs)

[ Choice of drug I

.,..
to' (tonsideration of

(drug effectiveness,
(side effects,
(availability,

(expensl

Diagnostic Statement of
process i7 clinical problem

",'"
.."

;'

".." .... ~

)
)
)
)
)
)
)---}
)
)
)
)
)
)

Decision
treat or
refer

;'

","

"."

"".."
",

Investigations

History (symptoms)

Re-evaluate signs
symptoms

including route,
dose, frequency

duration
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(Annex f)

MANAGEMENT OF DRUG SUPPLIES IN RHFs:

DISTRIBUT~ON, STORAGE AND CONTROL TASKS
!

\

TABLE OF CONTENTS
\

\

1 • In t"rod u c t ion e.l

2. Central Medical Stores •••••••••••••••.•.•••••••• '.1

3. District Hospital ••••••.••••••••• ~ ••••••••••••• 1

a. Medical Oficer of Jlea1th (MOH) •••••••••••• l
b. District Hospital Stores (DHS) •••••••••••• 2
c. District Pharmaceutical Technologist (PT).3
d. District Rural Health Facility Supervisory

Team (DRHFST) ••••••••••••••••••••••••••••• 3

4. The RHF Officer in Charge (I/c) • •.•••••••••••••• 4

Appendix I

* Shown 1n parentheses after annex page, number.
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(" 1. Introduction

(CM S)Central Medical Stores2.

The successful implementation of the proposed new
ma'nageme'nt system of drug suplies in RHFs will depend on the
Central Medical Stores, district hosp~tals and RHFs to carry
out their distribution, storage and control tasks. The tasks
are described in detail on the following pages.

\
\

- CMS will hold always at least 6 months stock of Package
Rations I and II for the whole country.

- CMS each quarter will distribute three months supplies of
Package Rations I and II to district hospital stores, in
accordance with the annual Package Rations required as
estimated by the Medical Officer of Health (MaR).

- CMS will arrange for~hecking a random sample, say 1 in
50, of all packages delivered to it from the repacking firm
for the following:

( i)
(ii)
(i i i)

quantity of the drugs;
labelling and marking of the drugs;
quality control (laboratory testing) of the
drugs.

3. District Hospital

'The various tasks at the district hospital level can be
grouped by MOH tasks; district hospital stores tasks; district
pharmaceutical technologist tasks; and district RHF supervisory
team tasks.

a. Medical Officer of Health (MOH)

The MOH, at the beginning of January each year will
prepare the 'Annual Package Rations Required' sheet for each
RHF and the whole district. During the ensuing year, this is
sent to CMS. An illustration is provided in Appendix 1.

The MOH or deputy will prepare the Sll form in
triplicate well in advance every three months and dispatch it
(original and first copy) as a reminder to and check for CMS of
the next three monthly delivery date for Package Rations I a~d

II.

c'
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co. District Pharmaceutical Technologist (PT)

. As soon as the MOH has prepared the 'Annual Package
Rations Required' sheet (see appendix 1) the PT will draw up
the transport timetable for Package Ra"tions to RHFs. This
timetable must be endorsed by the MOH or Hospital Secretary.
Copies of the timetable are given to the MOH an~ other members
of the District Health Team, so that they may coordinate their
visits to RHFs with the deliveries of Package Rations.

Copies of the timetable should be also sent to each
RHF.

The PT arranges the Sll for the Package Rations to be
sent to each RHF. He keeps the pad S22 with copy 3 and the
file for deliveries (Sll - 1 copy, countersigned by the RHF
1 I c) •

The PT must personally make all withdrawals of Package
Rations from the district hospital stores. He signs and dates
the stock card giving the name of the RHF to be supplied. He
must make sure each Package Ration has not been opened.

The PT receives all exces~ stocks of essenti~l drugs
sent back by RHFs. Since these stock will become part of the
district hospital drugs the PT is responsible for arranging
respective credit/debit notes.

,d. District Rural Health Facility Sup~rvisory-!~~

(DRHFST)*------
The District Rural Health Facility Supervisory Team

includes those members -of the district health team who are
responsible for providing regular guidance and supervision to
the RHF staff.

The DRHFST members will guide and supervise the RHF
staff in performing their clinical diagnosis and prescription
tasks.

The DRHFST will check:

( i)

(ii)

the file for receipts of Package Rations
()Sll - 2 copy) kept by the RHF llc against
the file for Package Rations deliveries kept
by the district PT;

the file for receipts of other supplies (Pad
511 - 3 copy) kept by the RHF llc against
the f~le for deliveries of other supplies
kept by the district hospital;
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The RHF Officer in Charge (ric)4.

(iii)

. ( i v)

(v)

the stock card for Package Rations and the
stock cards for each essential drug;

the safety reserve;

the antibiotics and'sulpha record books
against the stock cards .and physical stocks.

\
\

The RHF will always hold one Package Ration as a safety
reserve.

The RHF llc like any good manager, must work within his
budget - In this case his budgeted Package Ration of essential
drugs.

The RHF llc is the only person who can countersign Sll for
Package Rations received; he must refuse to accept any Package
Ration that appears to have been already opened.

The RHF llc is responsible for opening each Package
Ration. He must ensure the previous reserve Package Ration IS

brought forward to be opened before any more recent Package can
be·opened.

The RHF llc is responsible for recording the stock of
Package Rations; and of esential drugs in the Package Ration.
At the end of ea~h month he counts the physical stock of
essential drugs (excluding) reserve Package Rations) and enters
the stock in column I Balance' of the stock cards. He
calculates the monthly consumption and enters it in the column
'issued'. He checks the consumption of antibiotics and-sulphas
against the antibiotics· and sulpha record books.

The RHF llc returns every three months all excess stocks of
essential drugs to the district PT.

* As soon as the RHU concept is implemented and fully
operational some of the DRHFST tasks are to be carried out by
the RHU Health Center Headquarters team.
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ExamEle Ration Packa~~Ee I (3,000 Diagnoses/Month)

Name
New Di~~no~ No. of Package
Per Months 1980 Rations7Q~;ter Q~~nti~ and Interval

H.C. A.

B.

C.

2,500

1,200

4,500

Quantity Total

1 x 3

1 x 1. 5

2 x 3

10.S-

One, monthly

One, every two months

Two, monthly

Per quarter

H.C. Ration Packages/Year

District reserves at end of
last quarter were:
9 packages I

42 Type I

District reserves
needed is· three months
supply: 10.5 packages I

Annual total

Increase district
reserve

Grand Total

42

2

44 for 1981

Add: 1.5 packages
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Name

" Ration Package T~ II (2,000 Diagnoses/Mont~

New Diagnoses No. of Package
Per Month 19_8_0 R__~tI;~;7Q~~rt;r g~antity and Interval

Disp. D. 900

E. 1,800

F. 1,200

G. 3,200

H. 2,600

Quantity Total

Dispensary Ration
Packages/year

District reserves at
end of last quarter
were: 22 packages II

Annual total

I

2 X 1/ Two, every three months

3 x 1 Th'ree, . every three months

2 x 1 Two, every three months

6 x 1 Six, every thi"ee months

5 x 1 Five, every three months

17 Per quarter

-08 Type II

District reserves needed
is three months supply:
1"7 packages II

68

Decrease district
reserve

Grand Total

5

·63 for 1981

Subtract: 5 packages

( .••..
......./

Signed:

Date:

MOH/District
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Annual Package Rations~~i!~

The MOH, in January of each year will establish the 'Annual
Package Rations Required' sheet for eaoh RHF and the whole
district during the forthcoming year.

The new diagnoses per month in 1980 will be ~ased on the
number of new attendances during the previous year.

For reasons of economy in packaging, health
centers/sub-centers will receive Packages for 3,000 new
attendances. In each case there is a reserve of 25% in the
Package. If the average of new attendances is more than this,
e.g., more than 3,750 (I) or 2,500 (II), then a second Package
must be provided. Every RHF wiil, in.addition, have one
reserve Package to meet possible emergencies or transport
breakdowns, not for routine use.

Where the annual requirements are divisible by four (see
Package type I) equal quantities (e.g. II Packages) will be
sent by CMS every quarter. Where the annual requirements are
not divisible by four (see Package type'II) CMS for the first
quarter will send the extra packages (in the example 18
packages) and in the other quarters the ~emainder equally
distributed (e.g. 15 Packages).
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ANNEX J

HEALTH INFORMATION SYSTEM AND EVALUATION

He a 1 t h I n for mat ion Sy E?--=t,-e_Ii1_1_:__H_e_a_l_t_h_I~n:....:f:....:o::...::.r.::.rn::..:2::....t=.:=i....:o:....:n:..:._.::.R::..:e:...q~u-=i'-r'--e....:ru:....:e:....:n:.:....::.t.=.s

1. Baseline surv~:

The following items are illustrative only. In many
instances, baseline data could be gathered by using probability
sampling techniques (e.g., data on economic circumstances and
practices). More precise information needs, methods, and
procedures will be developed during the first year of the
project. Surveys will be undertaken in the target divisions
and in suitable "control" areas as well.

a. Facilities

- staffing
- condition of buildings, water supplies, housing
- vehicles, equipment and supplies
- stocks of drugs, storage, record keeping
- capacity for maintenance of buildings, vehicle

and equipment

b.

c .

Population characteristics

- demographic features: age, sex distribution,
migration trends, birth, fertility, death
rates, and size of fanilies
organizational and itructural characteristics

- communities as organizational entities
- community institutions and practices

Health Status

- incidence of disease by age, occupation,
education and sex

- prevalence of disease by age, occupa~ion,

education and sex
mortality rates by age, occupation, education
and sex
nutritional status by age, occupation,
education and sex

- food consumption and feeding practices

d. Health practices and knowledge

- concepts of illness and disease origination
- personal hygiene
- waste disposal
- source and storage of wacer practices
- food preparation and storage practices
- family planning methods



e. Environmental conditions

- availability and quality of water
- availability and types of food consumed
- presence of vectors and conditions for their

maintenance and proliferation
- land use and practites involving care of

animals

f. Economic circumstances 2~d practices

- principal occupations
- household income

breakdown of hours spent in various
occupational (including household) activities
and tasks

- allocation of household budgets

\

g.

h.

Utilization patterns and costs

- utilization of static facilities by type
of facilities and types of services

- utilization of mobile units by type of
services

- origin of patients, transportation modes
and costs

- utili~ation of servi~es of private
practitioners and costs per type of services

Cost Analyses

- static facility
- mobile units
- patient travel

private sector
- equipment/vehicles
- services by type

2. On-going health information collection:

Identification of items of information requiring
continuous collection presumes the eventual institutionalization
of a system of record keeping, storage and analysis. Such 'a
system will be developed by the end of the second year of the
project, and will be refined and expanded throughout the course
of the project. An illustrative list of itens of informational
needs is given below:

a. Clinical services management

utilization of services

• number of patients
• diagnosis of illness

treatment or service rendered
• referral procedure
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- origin of patients

distance, referral origin, and means of
transport

. follow-up, revisits, etc.

b. Administrative services ~anagenent

- staffing according to norms and utilization
and deployment according to facility and
function

- planning new construction or acquisition,
improvement, upgrading, and maintenance

- equipment by time of acquisition, type,
deployment, and maintenance

- drug supply by type anG quantity
- other supplies by type and quantity including

petrol
- transport-type, number, deployment and

utilization of vehicles by purpose,
maintenance, petrol consumed and mileage

c .

d.

Monitoring of costs

- costs of drugs despensed at static facilities
and elms
costs of supplies

- personnel costs by function - delivery of
services, training, supervision, etc.

- costs of other recurrent cost items at
static facilities

~ maintenance costs of facilities, buildings,
and vehicles

Trends in morbodity and uortality

- incidence of disease by numbers and types
- prevalence of disease by nuubers and types

principal causes of mortality
- births

- prevalence of malnutrition
- adoption and utilization of family planning methods

3. Specia1 1)-eriodic :::tu':::ies and surveys

During the course of the project numerous special
studies and sruveys will be conducted to provide quantitative
and qualitative information concerning certain processes and
outcomes. These studies will be conducted regularly and most
particularly prior to each of the in-depth evaluations and
appraisal exercises. An illustrative set of such studies and
surveys is briefly described below:
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~. Training: Special studies of the curricula,
training processes and outcomes of training of
c 0 mm u nit y sensit i z a t ion and CW"; t r a in ing teams.
RliU staffs who supervise CHWs and TEAs, and the
training of CHWs and TBAs.

b. Delivery of services and supervision: Periodic

studies of the diagnosis.' treatment. referral. nutrition
monitoring, health prevention. Dromotion and education
activities of RHU staff, CHWs and TEAs; and of
the effectiveness of supervision and support of
CHWs and TEAs on the part of RHU staff.

c. Community attitudes and practices: Periodic
studies of community attitudes towards the
acceptance and support of caws and TBAs; special
studies of community initiatives taken toward
preventive and promotive health programs and the
role of CHWs in motivating and assisting in
project undertakings.

d. Coordination: Periodic studies to assess the
effectiveness of coordination between NGO and
Government activities in expanding the primary
health care delivery system in Kitui District;
also, studies to assess the effectiveness of
intersectoral coordination among development
activities of Government clinis~:=ies (Health,
Agriculture, Water Development, Works, etc.) at
district and divisional levels; the latter will
require a close look at the activities of both
district and divisional development committees.

e. Management: Perhaps most crucial to the entire
project is the effectiveness of the management
system whereby primary responsibility ~s placed
on the Rural Health Management Team, Medical
Officer of Health, PMO, DC and Second Clinical
Officers. Special studies will address the
interfaces between and anong them to assess the
effectiveness of system-wide management and
organization.

f. Outcomes and effectiveness of the system:
Periodically during the course of the project
trends of utilization, morbidity, mortality and
other data will be analyed to assess the success
of the project. An end-of-project survey
covering items in the baseline survey will
establish a comparative base for preparing final
project evaluation and recommendations.
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g. Effectiveness of drug supply system: The MOH new
system for supplying drugs to RHUs and CHWs must
work effectively. Periodic studies evaluating
the effectiveness of the new prepackaging and
distribution system will be conducted at all
levels of the system, i.e., CMS, district
hospital, HC/Hs, dispensaries and CHWs.

h. Other studies: e.g. the role of traditional
health practioners in providing health care in
Kitui District to ascertain potential for
integrating Western and traditional health
practices.

i. Studies of other PVO and private sector primary
health care delivery projects for the purpose of
acquiring data to serve as a basis for policy
dialogues with government conccerning its adoption
of alternative financial mechanisms (fees for
services, direct payment for drugs, etc.)
resulting in the assumption of a larger share of
health care delivery costs on the part of the
private sector.

j . Special studies evaluating the cost effectiveness
of the deployment and use of mobile units as a
mechanism for monitoring, supervising and other­
wise supporting the activities of CHWs.

k. Studies of educational and other characteristics
of CHWs and how these relate to CHW performance
in field with an eye to adjusting CHW training
periods and content to meet needs; do same for
training of Health Center/Headquarters and RHU
Staff.
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B.

1. Fir s t Ph as e

The first phase (and second ppase) will review the
following project outputs at the expected levels at the end of
the third and sixth ye~rs of implementation.

\,

Medical Officer of Health as overall
Project Coordinator
Assistant Medical Officer of Health as day
to day project manager

- Curriculum Development Officer
- Statis-tician
- MCH/FP Offiicer
- Nutrition Specialist

(2) Operationalized

Job descriptions, schedules of duties and
written operational procedures in force.

(3) Behavioral Characteristics

The team is functioning according to
prescribed procedures.

b. Operationalized Rural Health Units

RHUs are up to physical grade.

(2) Staffing

RHUs are staffed with minimal number of
trained and qualified personnel (see
recommended staffing pattern for rural
health facilities).

(3) ~quipment for RHUs

Equipment, vehicles and supplies 1n
operating condition. (See Annex H for
recommended equipment, for RHUs.)
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Operating procedures and financial
authorities from Ministry, constant supply
of drugs and other disposable supplies, and
maintenance of equipment and vehicles.

(1) Training

CHWs trained and working 1n communities 1n
the three divisions.

(2) Maintenance for CHWs

Trained CHWs are adequately maintained and
otherwise supported by the communities they
serve.

d. Communities Integrated Within Project Outreach

(1) Program for Sensitization

Sensitization teams established. Training
manuais, schedules for community meetings,
and plans for follow-up activities by team
members are carried out.

(2) Sensitization

Communities participating or have
participated in sensitization activities.

(3) Preventive and Promotive Activities

All communities with CHWs actively
participating in preventive and promotive
health development activities.

e • ~ s t ~E.li~~_:!:E a i n i E..8._and !!~.8.~en!-Te~~.£!.
.H e a I t h Wo r k e r s

(1) Training and Management Team

Established and operating five person team
for each division to handle training,
supervision and evaluation of CHWs, RHU
·staff and TBAs:
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(2) Training Program

Established and operating program for each
division for training, supervision and
evaluation- of CHWs,'RHU staff and TBAs

- \

f. Integration of Non-Government' Organizations

An operationalized strategy for role of NGOs
in GOK's public health program promulgated.

Established committee in each of three
divisions comprised of RHU, district and NGO
official~ to coordinate NGO/Health
activities.

Established procedures relating to working
relationship between GOK health program and
specific NCOs in the district.

g. Integration of Inter-Governmental Agencies

Divisional Development Committees operating
in three divisions to insure coordination
among local leaders, District Development
Committee (DDC) and MOH health activities.

(2) Procedures

Established procedures and administrative
mechanism for integrating community health
activities with program of other Government
and local community entities.

h. Drug Distribution

Established system for drug distribution,
management and resupply below the district level through
dispensaries and CHWs for use by the clients of the primary
health care system.
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District Health Information S~~

(1) Procedures

Established system for data collection,
record keeping» and report writing.
Prot~col identifies specific reports» target
audience for reports» need for specific data
and frequency of report preparation.

Procedures established for ~6utine data
collection by CHWs; RHU staff.trained to
maintain continuous accurate data.

Statisti~al Officer.» a member of Rural
Health Management Team» analyzes data,
prepares reports and ensures distribution to·
local» district, provisional and national
officials.

In ~ddition the above evaluations will: 1) examine
important assumptions» explicit and implicit» that underly the
basic project design; 2) verify the validity of assumptions;
3) identify other external factors that may influence the
cou~se of the project; and 4) assess the continuing validity of
the GOK's commitment to implement the RHU concept and a
community-based health system.

2. Second Phase

Emphasis for this phase of the evaluation is on
indicators of end-of-project status to verify achievement of
projec~ purpose. However, the evaluation team will also review
outputs noted above and other factors not yet identified. The
evaluators will seek additional guidance from the project
paper, the mid-term evaluation, other relevant information in
the logframe, and their experience and knowledge of primary
health care systems to identify evaluation criteria additional
to the following:

Purpose ~~!ement

To establish a more effective rural primary health care
delivery system in Kitui District.
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End of Project Conditions

1. Delivery of continuous primary health care to 70
percent of the population in the divisions with a CHW component.

a. Static Facilities

Up to 30 percent of the popuiation in Near North,
Eastern and Southern divisions servec by static
facilities. This is based on the MOH fixed
catchment area of 6 km. radius from each static
facility.

b. CHt<.ls

An additional 40 percent of the population in the
same divisions (an area'within a 6 - 25 kilometer
radius or the static facilities) is receiving
adequate prim~ry health care services through
CHWs.

c. Mobile Health Units

Another four percent of the population who are
not served by the CHWs or static facilities are
receiving intermittent primary health care
through mobile health units.

2. Patient~ are effectively screened and referred upward
through the system for secondary and tertiaLy curative health
services as necessary.

3. Primary health care system is generally efficient and
effective in serving th·e population, fully acceptable and
supported by the community and operates at reasonable costs to
Government and beneficiaries.

4. Health services, family planning and nutrition
activities and other developmental activities are integrated
into a single, primary health care program that includes
preventive, promotive and curative health care services.

5. Rural health planning and services from district level
are decentralized to rural health unit level and Government,
non-Government, private and traditional health resources are
integrated in a complementary manner.



,
\..

- 10 -

6: Training, planning, administration, management and
general policy making are institutionalized at the district and
rural health unit level.

7. CHWs are effectively identifying diseases such as
malaria, skin diseases, diarrhea, and c9njunctivitis and
prescribing drugs or referring patients to static facilities
for further treatment. CHWs render first aid and are providing
necessary dressings and anticeptic solutions. CHWs are
providing health instruction, family planning advice,
non-prescription contraceptives and basic nutrition education.

AssumEtions

The evaluation will verify the validity of important
assumptions underlying the basic hypotheses and identify other
factors, not .anticipated at the time of the project design,
that favorably or adversely-_effect achievement of project
purpose.



~. ANNEX K

TRAINING FOR COMMUNITY SENSITIZATION-------------------------------------AND COMMUNITY HEALTH WORKERS

A. Training of Health Center/Headquarters Team

c

The HC/H team will be responsible for motivating
communities to participate in the CHW program, select and
support CHWs and participate and support preventive and
promotive health activities. The core teams for sensitizing
communities and training CHWs will vary in composition, but
each will include an Enrolled Nurse or Public Health Technician
from the rural health facility who will be responsible for
technical supervision, in-service training and ~istribution of
drugs to CHWs and for motivating and technically supporting
community preventive and promotive health activities.

A team of 10 from each HC/H will be selected for three
weeks of training at the Ru~al Health Training Center in
Kararuma, Embu:

1 Second Clinical Officer
4 Enrolled Nurses
1 Public Health Officer
2 Public Health Technicians
2 Family Health Field Educators

The initial training sessions will train a Second Clinical
Officer, 2 Enrolled Nurses, one Public Health Officer, and one
Public Health Technician from a given facility. Subsequent
sessions will train ten people at a time, drawing personnel
from two HC/Hs. In this way, training for staff of each HC/H
will be staggered so that sufficient staff remain at the HC/H
to provide health services while others are in training.

Training at the RHTC will focus on specific skills needed
to fa~ilitate community involvement and train CHWs. Topics
will include:

- planning, management, implementation and monitoring of
the CHW program;

- community diagnosis, analyzing community organizations
and identifying community leaders, motivation of
communities and facilitation of development activities;

- actual training of CHWs, promoting their contribution to
the base of knowledge and techniques to be used in the
community;
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-.explanation of the goals and objectives of the project in
general and the CHW component in particular to the
community;

- identification of health needs with the community to
assist the ·community to develop ari action program which
incorporates a committee responsible for health services
and an individual in that co~~unity that would have primary responsi-
bility for managing and monitoring CHW activities:
- additional relevant preventive and promotive, .health
techniques;

- iden~ification and coordination of personnel and
resources needed to implement activities in other sectors
(e.g. water, agriculture, livestock) in order to promote~

implement and ~onitQr public health and health development activities
at the community level.

Following three weeks ~f training at the Rural Health
Training Center~ the trainers will conduct one week of
in-the-field training, following up on specific job-related
assignments given to Hc/H team staff during the training.

One-week refresher courses for each Hc/H team will be
conducted annually, three days at the the RHTC and two days ~n

the field.

In addition to the training at the Training Center, the
Second Clinical Officer (project) will rer.eive on-the-job
training in planning, management, implementation and evaluation
from the project staff.

B. CHW Training

The purpose of the CHW training is to provide the CHWs and
communities with the necessary skills and resources so that the
community can meet its primary health care needs. CHWs will
initiRlly focus on curative health needs while the community
through its designated organization will undertake community
preventive and promotive activities which could include public
health and health education activities.

There will be a total of two months of training during the first
year pre-service and in-service training. Pre-ser,ice training of
CHWs will be tbe responsibility of the Hc/H Team and will be
done in three stages by the following staff:

1 Community Nurse traine~ in family planning
1 Public Health Officer
1 Enrolled Nurse or Public Health Technician from RHF
1 Driver from Hc/H
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The l?cal Community Development Assistant from the Ministry of
Social Services and Culture will participate whenever possible.

Up t~ 12 CHW candidates from six communities will be
trained at one time in.a central location within a cluster of
communities. Training will be held in a church, a vacant
school or other structure or under a tree or canvas or plastic
canopy. All training supplies and equipment will be taken to
the training site by the training team. .

1. First Stage

The first stage will take place about ,.two to four
weeks after the final sensitization session. After the
communities involved have made all the necessary preparation to
support a community-based program there will be ten days of
actual training over a two-week period. Training teams will
give an extensive orientation on the project's total public
health care system focusing-on interrelationships of the
community-based component and possible intersectoral community
activities. CHW trainees will learn a limited number of
specific health and nutrition skills which they can immediately
practice in the community and they will- le'arn how to do simple
community surveys and maintain records. CHW training will be based
on baseline surveys conducted by the §ensitization Teams. and project staff
and with cover: - .

- imparting/sharing among trainers and CHWs specific
Wester~-oriented and traditional health, nutrition and
family planning skills;

- logistical and technial support to be provided by
Ministry of Health;

- explanation of communication dynamics in a
community, e.g., importance of understanding community
beliefs and practices in introducing new ideas and use
of community organizations;

- conduct of community surveys in order to identify
relevance of tasks learned and community needs for
future structuring of CHW training;

- in the curative health area, identification of
malaria, skin disease, parasite infection, diarrhea,
respiratory infections, conjunctivitis and minor
injuries; and treatment of these with anti-malaria
drugs, skin ointment, worm medicine, oral rehydration
fluid (CHWs will be taught to make locally) aspirin or
panadol, tetracycline eye ointment and gentian violet;

k
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- in the preventive health care area, prevention of"
skin diseases, diarrhea and malnutrition by learning
basics of good hygiene, how flies carry germs, use of

. locally available nutritious foods, relationship of
nutrition and water to good health.

!
At the end of this training period GHWs will be provided

with a month's supply of five or six basic pharmaceuticals and
a first aid kit by the MOH. CHWs will also be given
assignments to complete during and after this training in
record keeping, individual work plans and conductini community
surveys (~.g., food consumption, infant feeding practices and simple morbidity
and mortallty) . '

2. Second Stage

This ~tage will conslst of five days of training over
a one week period held about three to' four weeks after stage I
training. Training content will be based on feedback from the
Enrolled Nurse or Public H~~lth Technician at the responsible
local rural health facility.

Training will focus on strengthening of existing
skills as well as midwifery, family planning and identification
of one or two health development areas (e.g. maintenance of
community water systems, constructioq of latrines and income
generating activities).

Traditional Birth Attendants will be included in this
training stage in order to integrate, share and expend the
existing community's knowledge and skills in midwifery and
family planning. Training will cover pre-natal through
post-natal care, preparation for delivery with emphasis on
sterilized materials and hygienic setting, identifica~ion and
emergency management of delivery complications, and family
planning. CHWs and TBAs will learn to use facilities and
services for referral of potential family planning users of
pharmaceutical contraceptives and for patients having problems
with ·contraceptives. They will further learn and share their
own knowledge regarding the importance of child spacing for
family health and nutrition and will distribute
non-pharmaceutical contraceptives, i.e., condoms, which they
will pick up monthly from the nearest RHF when they pick up
their drug supplies.

The ~tage II training content will depend on the needs
identified by the CHW and fed back to the staff of the HC/H
which will decide in which areas CHWs require more training.
The Training Team will also review and advise on assignments
given previously to CHWs and will" give CHWs additional
assignments to complete before "their next training session in
record keeping, individual work plans and community surveys.
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Traditional Birth Attendants will be provided
midwifery kits by the MOH at the end of this trainin~.

I

3. Third Stage

This stage will consist of five days of tra~ning over
a one week period, about three to four weeks after the stage II.
training. Training will focus on special h:alth, nUFriti?n and
family planning problems related to prevent1ve and Pfomot1ve
health care and intersectoral activities identified ~s
important by the community. Whereas the prev~ous two ~t~ges
concentrated on developing specific CHW curat1ve, nutr1t10n,
midwifery and family planning skills, this phase s!J.ifts t?
preventive and promotive health activitie~ for ~he commun1ty.
'ilhi1e the CRIi \.1i11 participate in these acti7it~es, the prinary
responsibility ~i11 be ~ith the community for initiating,
organizing and sustaining these activities. The HC/R Public
Health Officer and the local rural health facility Public Health
Tednir.c:ian as well as a community facilitator from the HC/H
Sensitization Team will provide technical and motivational
support for community health development activities.
The Public Health Officer and Technician will conduct much of
the training and begin to make their long-term link~ges with
the community organizations and leaders in order to provide
support for the community's-public health activities. The
Training Team will also identify resources availabl~ from other
ministries that can be used for the public health activities.

I

. T~e ~H~ at this pain: ~ill be expected.to ~ork no:
on~y w1th 1nd1v1duals and fam1l1es but also var10US 'commun1ty
organizatons e.g' J women's groups and schools, invo~ve~ in
health education.

4. Visits to Rural Health Facility ar.d Health
Center/Headquarters

Following this one month of training, CHWs will be
taken on a one day visit to their supporting Rural Health
Facility and Health Center/Headquarters to learn first hand the
facilities and services available. The Second Clinical Officer
(project) will be in charge of the orientation.

5. In-Service Training

A schedule will be established so that on fixed days
all CHWs from a cluster will go to their supporting Rural
Health Facility monthly to pick up supplies of drugs and
contraceptives. During this visit to the dispensary half a day
will be used for CHWs to discuss their work, problems and
successes with the Enrolled Nurse and Public Health Technician
in charge of the CH\-Is. During this time, CHWs will .receive
instruction in specific areas of health care.
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Also according to a fixed schedule HelH R~ral Health
Facility supporting staff will make monthly visits to
communities to review eHW activities, provide technical and
moral support to the eHWs and communities and provide support for
community public health activities.

These activities will provide at least the equivalent
of one-month'.s in-service training and will continue throughout
the project.

One vehicle (a four wheel drive 1000 cc. type} with a
driver will be assigned to each HeiR and a member of the HelH
Sensitization Team and scheduled to provide transportation for
staff at the RHFs to make these periodic visits and to provide
continuous community motivational and organizational support.

Divisional and locational technical and administrative
officers from other ministries will also be asked to, join MOH
in these visits.

6. Refresher Course

Five-day refresher courses will be conducted annually
S.t the community cluster level by the'Training Team.!

7. Visits by Communit.¥ Members and CHWs to Sudcessful CHW
Projects

During the course of the project community
CHWs will visit other communities with particularly
community health activities to share experiences.

members and'
successful

8. CHW Attrition

A 30 percent loss of trained CHWs 1S projeJted. For
example, while approximately 12 CHWs would be train~d within a
cluster, it is expected that perhaps after two or three years
only eight might remain. 1= the Health Center/Headquarter
Second Clinical Officer determines that the loss of eHWs in a
community is due to reasonable causes and if the community
wishes to continue to participate in the eHW program,
arrangements could be made to train other CHW candidates in
that community.



Recommended Staffing Patterns for Rural Health Facilities (RHFs)

Statis Facility Type

Health Ce~ter/Headquarters

2 Clinical Officers (CO)

1 Public Health Officer (PHO)

1 Public Health Technician(PHTs)

7 Enrolled Co~nunity Nurses (ECNs)

2 Family Health Field Educators (FHFEs)

1 Laboratory Technician

1 Clerk (Statistics)

2 Patient Attendants (Ungraded Nurses) (PAs)

4 General Attend~1ts (GAs}

5 Driver

1 Cook

27 Total

Health Center

1 Clin~cal Officer (CO)

1 Public Health Technician (PHT)

4 Enrolled Community Nurses (ECNs)

2 Family Health Field Educators (FHFEs)

1 Clerk (Statistics)

2 Patient Attendants (Ungraded Nurses) (PAs)

4 General Attendants (GAs)

1 Driver

1 Cook

17 Total

Staff Directly Supporting
CHW and Community Activities

1 CO

1 PHO

1 PHT

3 ECN

1 Clerk

1 PA (mobile clinic)

1 GA (mobile clinic)

4 Drivers

13 Total

1 PHT

lECN

1 Clerk

3 Total
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Dispensary

1 Enrolled Community Nurse (ECNs)

1 Public Health Technician (PHT)

1. l'liiiiQily Health p':'@lEi E8i'leaeOZ (PHl?B~

1 Patient Attendant - Ungraded Nurse (PA)

1 General Attendant (GA)

4 Total

lECN

1 PHT

1 PA (Records)

3 Total



ANNUAL ESTIMATED SUPPORT FOR C0l1::t1UNITY-BASED (CB) COHPONEHT
BY HC!H AND LOCAL RHF

(IN PERSON YEARS) .

CHW/Community
Support Planning Total
Inservice Mgt of CB Person

HC/H CS CHl·lT RHUT Training Component Years

SCO .16 .15 .05 .15 .40 .91

EN/CN .16 .30 .05 .30 .81

PHO/PHT .30 .05 .30 .65

Paraprofessional Total 2.37 person years

Driver .16 .30 .05 .60 1.11

RHF

EN/PHT .06 10 24

Total Paraprofessional

.40

.40 person years

Total Estimated Paraprofessional Staff needed per year to provide direct field
suppar~ to CHWs and communities

HC!H
RHFs

3 x 2.37 =

13 x .40 =
7.11

12.31 person years

Total Estimated Incremental Paraprofessional Staff needed for cm~ component
as per p. 57 of Project Paper excluding Assistant Medical Officer of
Health - 12

Note: Data based on maximum cm~ field activities as per attached table.
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1. ))!((VI':F'.. - llC/ll

*Person/Days!
REU/Year

. 40
L~O

LIO
i l ()

160

% of Total Tir;:e
Manpower Utilization

.l}c'r.inning Sec()~d

Y('.,r
T(;'~:ll r: /; I S l: ,1 ff.

6% [or R~fF SC;lff

.!
i

2. T!.°.1ining
a) em: by He/ll &

l~~IF

.b) HC/H Staff

l'h:l~:c I, II & 11 1 '- 25 d.1ys
(l NO) £::>1' 3 phaL;ecl tr3ining
12 cmls (6 commu:1ities), 3 \
groups par year, to~~l 36 .
cOilTInuni ties per year.

3 week course at RHTC,
Karan.:mJ.
1 ~"c(:k follmv-up
1 "''2ek annual refresner
cuurseS

1 ECN - IIC/II 75
_'J.\llO/PHT - I1C/H 75
1 El':/PFf -RaJ 25

_~ D~IVER - HC/H 75
I, Total 250~

1 seo (P)
1st year ,Subsequent

I.~ Ei~s
", 20 5

1 ]':10
80 20

:~ PET
20 5

2.lo'HFEs
flO 10

10
40 10

200 50

Ber,innin\; :=lcc,md. -- .,----",----
Y(' ,ll:'
j'(j:;'-
307.
10%
30%

8% each for 1st Yea~

2% subsequent Years

~ c) RHU Staff
TrJ.ining

1',250 w" l'i< days 1n J. year.'

J-2 Day orientation/workshop
at ELI or PTe
3-1 day semi-annual workshops

Total

T .. '.c~:J. ners:
T~(~()(1.» - HC/ll 11 6 5% Fil:st Year
1. LeN - Be/lI 11 6
L 1'1lT/~I!O - HC/H 11 6 37. subsequent YC::lrs
J 33 18
Tr~jnees

COs 4 2 2% 1st Yc.:'..r
PIlTs. 4 2 17. subsequent Years
EJ'-! 4 2
FmT L~ 2
c::J:;n~s 4 2-----._-

75(LSt.)
I. i
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!
(average)

1st Ph~se 2nd Phase
15 days 30 days

,

(average) r
1st Phase 2nd Phasd:

6% ea. 12% ;
1,

BY RHF

3. Clm Support
.::nd inservice
Tr<lining by RHF

......

CH(.,1 Visits to Dispensary.,
I

12 per year
RHF EN/PHT visits to CHWs
<lnd cOrnP.lunities

'tCN/PHT

ECN/PHT
DRIVER

15 days
50 days

30 days
150 cl;.ly s

6%
20%

12%
60%

4. Tr~ining for
District and
Divisional Deve­
lop".~ent COITuni t tees

Initial one-d<ly seminar

Semi annual one-day workshop

\

Dt--l'f (Trainers)
(3 people)

Trainees

(averaee) 10,days/yr.

(average) 2 days/yr

4% per year

1% per year

;
1

-\

Total Trainees 2nd Yr. Subsequent

\ 2 x 405. Fa~ily Planning

6. 'Long ten-:l
tr<lining

7. Short term-- , .tr,'lullog

8 week training by NFWC or
INTRlI.H

2 MPHs (3 p~rson years)

40 person months observational
courses

2 COs 2nd yr.
40 EC~s, 10
2nd & subseque~t ~'.10 x 40
years 480

I;'

o

10 x 40
400

16;~ 2nd yr. only'.'

16% each
..

i"

'.
'.

~ .... ~.. ~ ":--'. ..... . ~ . ", '",..--.'"- _.;.. ~.ro:'1'''., .....•....•. ~ .. ".. ~ , , ' " •...• ' ,". '" "',
oj. 0', "
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ANNEX L

KITUI RURAL HEALTH PROJECT

611 (e) CERTIFICATION---------------

I, Allison B. Herrick, the principal officer of the
Agency for International Developmen"t in Kenya, having taken
into account, among other things, the maintenance and
utilization of projects in Kenya previously financed or
assisted by the United States, and the demonstrated capacity
and willingness of the Government of Kenya to provide budgetary
support for recurrent and development costs incident to the
health sector, do h~reby certify that in my judgement the
Government of Kenya has shown both the fin~ncial and human
resources capability to effectively maintain and utilize the
assistance provided under the Kitui Rural Health Project.

(m~ ~ ~-'k_________________ v

Allison B. Herrick
Director

\

\
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SUBJECT:FRO~ECT IDENTIFICATION DOCUMENT - KITUI RURAL

TAGS:

FOTENTI~l REPLICABILITY OF PROJECT IN TERMS OF INVESTMENT
AND RECU~RE~T COSTS CCMPA~ED TO ANTICI?ATED RESOuRCES.
lHESE SUGGESTIONS 3ASED ON SI~ILAR PROJECTS ELSE~HERE.

DESIGN TEAM SHOULD IDENTIFY INDICATORS RELEVANT TO LCCAL
SITUATION.

2. CO~C:EPT OF COMf"UNITY I~:VClVE~~U!T [XCEU_E~!T B0T SHOULD
BE MORE FULLY INTEGRATED INTO PROJECT PAPEK ANDLGICAL
F;'~.td·~Eh[lkK It\DICATO~S OF SUCH !NVOIVEr'1EHT APE PM<.TTCUIAR!.Y
CESIR~2LE. POSSIBll.ITES I~~Cl.UDt tIT H1PUT LEVEL RECCG-
NIT I 0 ~J OF CCM:1lJ NIT Y R0 LE I'J Dt CIS rON S ON HE ALr H NEE DS AND
IN MEETING SUCH t<EFDS, AT OUTPUT LEVEL RELEVANCE OF
SERVICESCElIVERED TO IDE'TIFIED NEEDS, ~T PURFOSE LEVEL
COMMUNITY SUPFORT FOR IMPROVED HEALTH PRACTICES AS WELL
AS REGULAR FAYMENT OF COHN BY COMMUNITY,AT G9AL LEV~LS,

AIDAC

RR RUQMNI
CE RUEHC ti8C78 3461e49
Zr~R UUUUU ZZH
R 111543Z DEC 80
FM SECSTATE WASHOC
TO AMEMBASSY NAIROBI 5255
BT
UNCLAS STATE 328078

, SUB J t CT FI DIS APPRO VED. CO j'H1I TTEE INC LUDIN GUS AI D/ ;\
REPRESEMTATIVE REVIEWED PID 4 NOVEMBE. FOLLOWING ISSUES
WER~ IDE~T!FIED FO~ SPECIAL ATT[~TIC~ DURING P~EPARATION

OF PROJECT FAPER: (A) CCMMUNITY INVOLVE~tNT SHOULD BE
EMPHASIZED; (6) FUNCTION AND SUPPORT OF COMMUNITY WORKE~S

SHOULD BE CLARIFIED; (e) PROCUREMENT PLANS S?ECI~IEO;

(0) LOCAL ADHINIST~ATIVE SUPPORT ARRANGEMENJS EXPANDED;
AND (E) FFOJFCT nESIGN AND TIMING QUESTIONS RAISED r
FARA 5 SHOULD BE ACDRESSED.

,E.O.12065:

'0
,") '.-,., ,
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/;!,\O Or;IE~nATl[JN CF CDHh' H~ PREVEtHIVE MEDICIiJt, AND
. t f- IF ECTI VE $ UPU;. Iv' r S I (j N, I, FT EKIN I TI 1\ L EFF:J f( T G, t 0 UI fH S fl. TTEr"

- ..... TJC!~ IN VIEt;.. OF ID~~JTIFICATIOt~ CF UJtNENTIOt,j/.lL· CU~ATI\!E

'~1[DICI;";[ lIS ALf~[jST 1'1~IVtR51\L 8111S O'F EXISTING STAFF. II.ND
I '. sur Er, \J I 50 ~~ Y FE f~ 5[] N\ EL. \~ ILL Rt GULAf\' H[ t, LTH SYSTEt~ BE PRE ­

PM(EU AI\D viILL 11\(; TO .6.Ccm-:CDATE REFERr:ALS, FRor1 CDHW?

4. PRCCURU'Etn PLJ\NS INCLUDING PROVISIO>~ OF ~1EDICAL SU,P-
PLIE S . TO L0 CAL SIT ESHU S T BESE T . FOR TH i'1 [; k E EX fJ LI CIT LY•
HOh WILL SYSTEM SU~PG~T COHW IN TE~MS OF PROVIDI~G EQUIP-
~ ENT\ SUFFLIES 1 EDLCAT ION I TRAI NI NG t1;~ TE.RIA L, TRAN S PO RTAN D
MAI~TENANCF.? .

5 • MIS SIC r~ s~ 0 ULD I [; ENTI FY THE CQ ~'H~ Ur; I TY G0 [) Y I-i HIe~ HIt L
HAVE M~NAGE~ENT AND NEGOTIATING RESPONSI5ILITY. UNCLEA~

H[) \.~ 0 F. GANI V. TIC' N viI LL FU~J CTI 0 t~ ASS YSTE~1 • ( PYRMH 0 ?
t\ETHOR:<?) LH~~ SEH:EEN cmiMUf-.JITY AtW UPP::R LEVELS OF SYSTE~1

UNCLEAR. P~CSFECTS OF AD HOC G~OUP SUCCESSFULLY REPRESEN­
Tlt~G LOCAL INTEReSTS HJ CONTROVEF~SY \'IITH ilI~nSTRY-LEVEL
FU~ SC~, t\ EL ~: 0 T Et; C(} UR1\ GH: G•

6. PROJECT CONTEMFLATES BOTH MAJOR COM~UNITY ORGANIZATION
_~_J EFFORT AND CO~FR~HENSIVE REORIENTATION U~ HEALYH SYST~M.

FROFOSEC STIFF M·:O COUNTERPfl.RTS SEEM MOu:ST H~ CO~:PI~;<ISCN

TOT HIS M1 8 IT I GUS 00 J E:; T I VC: • MIS S I 0 i~ SI: DULOA 0v IS E S80 t\ EST
If· r-: f\ 0 J ECT I,'J F I;~ AL Fe Rfvl S t t MS Lr KELY TOE I~ CEc D FUN DI i~ G
EsrIKflTED I~ P!D. MISS!O~ MAY ALSOWISH TO CONSIDER
ADVANCING DAT~ OF PR2JECT AGRE~MENT IN VIEW OF AVAILABILITY
OF HEAL TH SECTOR LOAN FU1WS IN FY 81.

7. AIl:lh,' STILL A\~AJTING lEE. D~A~T REVE~ED B'( DR/SD? BUT
FIN/:,L SHOULD t,E SU2t-'.ITTED fe.SAP. CHRISTOPHER

f" RT
tiE:W78

• ~. ~ J

I
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(
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Dej)(lrtnlcnt oJ'State
vrv

v
\ NCOM ING

TELEGRAM N
PI\GE 01
ACTION 1\10-35

Nt,I ROB 25028 j00821Z 2226 024778 AID3767

ACTION OFFICE
INFO AAI\F-O 1

RELO-OI

AFDR-06
AFEA-03 AFDP-02
I.r~vu... MAST-01

FM-02 AAST-01
/020 Al 1110

STHE-01 AFDA-01

a 100816Z NOV 81
FM AMEM3ASSY NAIR031
TO SECSTATE WASHOC IMMEDIATE 5~44

UNCLAS NAIROBI 25028

INFO OCT-OI AF-10 /046 W
---·---------------370454 100823Z /10

:"
," ._~~._(j CI)/\
.' ...~ f~ .:: ---"... - •• __ ~

'.: ';: .::~. ~"'.1 ;:.:':t-
:' \.'

AIDAC

FOR AFR/DR/EAP

E. O. 12065: N/A
5 UBJ ECT: KIT UI RURAL HE AL T H PRO J E CT (5 I 5 - 0 2 0 6 )

.-~ " .' ~ " .. - _...~
,_. -, ~ ••J .' ~ .' '_f ;':...." ~ _

.' ., .';:" "j ..!'~~,!:i ~. ' :~; ~t:r--- ~---- ---.__ .--._-..._..:~ .. ~

I. THE FOLLOWING LETTER DATED 6 NOVEMBER FROM ,:-=. C:=:=ICE
OF THE VICE PRESIDENT AND MINISTRY OF FINANCE w~3

ADDRESSED TO CH",RLES C03TELLO, ACTING DIRECTOR.
BEGIN TEXT:

I TRUST THAT YOU HAVE RECEIVED COpy OF LETT~R RE=. NO.
18/11/2/1 OF 22ND GCTOBER 1981 ADDRESSED TO TH~S c==rCE
BY THE MINISTRY OF HEALTH, REGARDING THE ABOVE N~MED

SU8J ECT.

AS WAS INDICATED BY THE MINISTRY OF HEALTH IN THEIR
LETTER OF 22ND OCTOBER, KITUI DISTRICT PRESENTS A
CHALLENGE IN TERMS OF HEALTH CARE DELIVERY IN VIEW C:=
THE PREVAILING HEALTH PROBLEMS, THE SIZE Or THE CISTRICT,
SETTLEMENT PATTE:RNS, POOR COMMUNICATION NETWOR;<. "''-';)
ECOLOGICAL ZC:-':ING 10: THE CONTEXT OF ARID AND SE~.~I-;':<ID

LANDS. THE GOVE:RNME0:T APPRECIATES THE USAID SU~P8~: FOR
THE IMPROVEMENT OF RURAL HEALTH SERVICES 8ASED C~ P~!MARY

HEALTH CARE APFRDACH.

THE TOTAL ESTIMATED COST OF THE PROJECT IS USSI2. 595
MILLION OF WHICH USAID WILL FINANCE USS9. 38 MILL:D~ AND
THE GOVERNMENT DF KE0:YA USS3. 315 MILLION IN LO~~~

CURRENCY. OF THE USAID CONTRIBUTION USS4. 63 M!L.~:O" WILL
BE IN LOAN FUNDS A,';O USS4. 75 GRANT FUNDS. THE T07~.L

CONTRIBUTION OF THE GOVERNMENT OF KENYA CONTRI2~~:CN IS
APPROXIMATELY 26 PER CENT OF THE OVERALL PROJECT CCST.

THE PURPOSE OF THIS LETTER IS TO REOUEST USAID FC~

FINANCIAL ASSISTANCE IN THE LIGHT OF THE UNDERSTANDING
REACHED BETWEEN GOVERNMENT OF KENYA AND USAID ON
IMPLEMENTATION OF THE KITUI RURAL HEALTH PROJECT.
END TEXT.

THE LETTER WAS SIGNED BY W. P. MAYAKA FO'R THE P;::F(!'.IANENT
SECR~TARY/TREASURY. COPIES OF LETTER ARE BEING POUCHED.

2. THE LETTER OF ~2ND OCTOBER REFERRED TO IN THE TEXT
WAS HANDCARRIED TO AID/W 8Y JACK SLATTERY. HARRO?

'liNCLASS IF (ED
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~lIN~S'rRY OF H~,\LTH

". ,. ,.'fJ-. • I ~.

P=oject 615-0206

Tc;cpJf:t>: ··~\I.'r.~'llH··, Nairobi

Td... ~,~,o.-.=: ~j:~o:-: ~~3~1

\Vhc;: r":;Jl)"i:l; ;'~~.ls:': ilUOlc

Rd. So... ·.. ·· .. · .. :~·:'/ll / 2/1
~:ld cale

~~r:~anen~ S~~~0~~:-!,

V:'-:-~: Fro,::>:·;.,."::l" O..:.~:Zicc c:fld
:'1 ~;1 ~ ·s l:. ~'i (:.: '"' ~...~ ;:; :--:'.i·:~;: ,
P. 0,. Eo~: :....}~~~.:"

:·~i'-.~~:- O~ ~~ •-_.__----.-.-

AFYA HOLSE

CATHEDRAL RO:\D

P.O. Box. 30016, NAlROBI

··· .... ·········?2:"1d ..O~';to·c2r 19'81
USAI)) DI'STR( 1:'/23/81 )j:~

ACTIO:;: li~·;P

I(DUi~:1l/2)

INFO: O/DIR; PR:::G; PRJ; CmiT; CHRON;RF

r.. S :,'O:J ?::'":: ;~::.~2r:~~ the ~~·;~.:;~~str'J c'-:.= !-:e:=:!3..:>. 3~1~'":;;::i~~:C:d a proiJo::;~l

t.:~ liS t.lr.: ;~21:~"'Fl :-·2·~u~s·:.l~·.·_! 3pec:!.~:(: <:'3::' __:!:2nc~ t~~ldcr the /\5/\11
D.:-:-.;:~lo?~~":~~€: 'Oro~:.::2t to ~ ::::~t t:h~·~ ·..-~~;:~c :"::': ~ t~ i1e~:;:,~ of th~

:J ......J:-:>le 0:: :~ii::.ui ['.:.:.tr-ic':.. 'l'h~ :"'~<)8t' el·-;---;~~ts o~ this p.r:o")osal
c'=--i;:)ist2(~ of t~llil;~~ing 2 :~.2'·.'J rur21 il~~.!-~:~ ~:~-::ili·::ic~s 2fl(1 .ir.l~ro­

V:,:--,(j as .. ;('~ll ?s i.')gradi::::~] Saine of the O}.:~ ones; develop~,>::;nt of
2~ least ::'.'.~~ cO~;~::;~:lit~l-:'"'.t~s~d !)ci':::.'!""y ::2::::"::~1 (:21r~ celiver~.l

S;-" .~~ \:·2r:l s, (~~\Ie1 :.:::")~:~er1 t o:f j\~......ra nut r"~ t ion r 2: "s:] i 12.·c a -tion cen t l..-CS ;
2~~: ciatr:l \·2.th~ri.:1~J and ?~i21ysis for ~o:;:. :::)~-:-ir't':; 2i"'1':i °ass8:;:..;ing
r~:' ';~"";::';"- OT ,","":-.1;'''' """"-"'C'" ac""i..,-i·l-l"e"· ",·~rl '=oc C'·oo··r· r1l'n;::ti'l"'--'"- . . • ..-1'.1-" - .- '- -, ....... -. - - --; I ~) '"-..... .. - ~ L. _ - ~ __ ~ ..:> __ - I ._ _ -" ••_ l. I .. "::t

rt=~al health 2ctivit.ics.

S~~~e the~ the ~inistry of Health and t~~ US AID office in
;: .... r,ya hc1.\·~ !!elc ,~:':;'leI:"al consul t0J.:.~_v= i.:2.:>':5.n<]3 in r.espect 0:'
~~? propo~~d proj2ct 2n~ 2S a ro~~lt 2 ~~OR~ un~~~standing

h~~ been reac~2~ on var~c~s aspects pe~~~~nins to the p~ojcct

~23ign. ~he Kitui Dist~ict Dev21o?ment Co~~itt~~ and some of
t::2 ;:on-c.-:-·,l2r",.;:';2;.... tal orq:-:n.isatio,iS like :::-le 10::21 chur.ch 0::"<]2­
n:'3ation 2.nd tr.c~ Africc;,:;edical :':ese3I:"~~ :o~.mC:a::ion \'lere also
i~volved in the ~iscussio~s reS2cding t~e projc~t and th2ir
Vi2\'JS ha':e been :'<.lken in:;:o consiceraticn in the ~)::-oject desig:-:.

?hC! pro j e': t ar'lOr.g other things, includ'2s the cev210~)r:lent of
p!" ir."lary heal th C2ce in C:il."Ce oi'J i s ions c';: the district. Of
p21.-cicu12!' ini::el.-~s\: in L\is proj:~~ct is·t:',e cO:-:ir:1l::1ity ~)ascd

health care co~pon2nt. i~is is nnev c=~cept 2nd the Ministry
0: 1:e2.1:'\1 \:i11 ~2.ltici[)",t~ fully'in tr'l':':ling c~~~:-::unity based
""o~lLh ·"·o·~',·nrs -1.n t'n'" "2st th';- "~':>/..:\'r>'v """"" "'l"\""'r~a"h to•• _-" '- '. _ .... _ • I .C ;J_... I .... ) J,..1:_..a..C.. ·__ ~ ...-_ .. ll_. c:..:..,J~ """'C"-o _

co~:cn.lni-::y jH?alth care he:::; been c::>ta~lis;~cd by n0:1-<]overm,1ent
o~J2nisa:::2-o:-1s cS?2cially cherch <Jcoup.s.

?~c proj~s~ \~il! ~~\.: in~~~de u~~radi~g !3 ~~=al health ~2ci­

li:'i~z. 2..:-'1~ ~::~::,::':,,"~::.t:"o~'1 'J-: t"'·;·J :..,:......' O:1C~ .~:: ·;.'211 ~::. a di~:~~it.::t

d~ug stO~cl office buil~ing, st~?f hou:i~g 2nd ~0I:"kshop/gara0c.

Ot:,:?,C' i::·)·...:'.:3 \!ill inch:"'; P~OVi·3~.0:1 o'f ·:::.~'_!i:J::-:~=1t for ti,e <,\'~~o':e
,f-' ... - 11 . ~ ;' - '" ~ 1:" , '-i r-' :, ,. . "'"j '" C" l- ;. " ,: •.- ..; 1 . L; .... - ,. i 11 1''-''~(. __ l,-_(>-, c .. \.! v Jcn_., . .l.,..~. 11 ... .c>,.al.._C _2_ ... l~ __ ", ,...__ ..

li~~cd by 2-~2Y r~dios. Thd project h~~ also 3 ~rovision for
tr~inin? ::Q'.lr :·!i;-:istt-y ~~ Health offico::-s to ~:<::::;t2r5 of C'ublic
H031c!1 le··.'21.

• 2
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'ih0 p\.u-()(\S2 of thi;, letter is f~rstl,/ '':0 k02P you lnforr::·~rl

of- tho ~-).l:')''"'!':('SS b~'inq r't3r;C tn rcs~~c( 0: trl~ prOf)Osttc1 ~(itui

Ru!:"al 1:'.'21 1::, ?rojc: ..:t t=lnd ~;('~ro;frl}\/ to r:c:·...:~st YOlJ to rCn2\'j

t~l!~ GO\'~~::..-."':~-!(~nt'.s )~.-:(~i.~cst tC), L:~~ ;\1D fo~ f~!i?.-.~i;,)l assi~..;t2.:)CC

5n th0 lic,;:t of th:~ Uilr.:l!!,-~~t;:-•.ndii!g· ~o far.- rr..:?chod b2t,,;c~::n

tnis r·an-;'~';-.ry 2nG ~;~.i i\IiJ O"::::~<::0 in ;:·)i..r:-;~i.

i<itui r.2,':.~'Tict ;:~(~':"?nt.s ~ :,:;~<::ial ch:::lc::~~ to this f.linistry
in ten~s ,~: n;:,::l'd1 C2rc deliv:::~~y in \'2.2'.1 0: t:--t.~ ;n..~v('\illng
h("":21t-.h ~-~~'f_-:~~C:1)S, !~;-:.:.~ siz,~ 0: the di.:~~!:~:Lc:', s2tt.l~~:1£nt r'2lttcr"n~;,

~!'~)ar c..'):-;::~,_:!~icati()n IIc:t\-Ior~< ':-li~d ~~c:ol(,·~.;~c21 ~:J:":_~~~J in t.h(~·

context or 2rid 2ncJ 5emi-~ri~ 12!'~s. It is ~or thi~ r~?son

that l·::·~ni.: l:c,/ e;:prncia'::cs t.he US ;... :::D Sl:~P0~~ for th"..': i:1:;n)Ve­
ri2nt oE n;ral h22.1ti1 servic:::s based on ;J':""i~-,~~y he21th cart::
<l~)P ro::.ci-, •

The Mini~try has recently been enqaS2d in 2:1 exercise to
i0prcv2 th~ Danag~ment of drug suonlics to rural health
facilities in t~o pilot districts. Th2 i~~~oved systc~

of druq ::\.~ppl ies "','1.11 be of particuL~r i:-:1~o:-:a:1ce to the
success ()~ 'Ki tui Rural P r'G j ec:t ...!h::"~:il· lias a r;,:::'./ compone:i ':
of co~~unity health workers. On the ~hole the project is
in lin2 with the national Integratcri Rurnl Health/Family
P.lannii1g Proqc2;;I:7i0. \;!hich is ripe fo~ i ..:plC::-:12:,tation 500n,

- .

W. KC:IN/\~~GE:
\'J. KOI lu\rlGS
,DIRECTO~ OF MEDICAL SERVICES

~.c. Director,
US AID r·j i ssion to I~ enya,
P.O. B0 ~~ 30 2 6 1 t

:: ,\1 R~'31 •

..~.
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REPUi3L1C 0;= I(H~YA

OFfiCE CF THE VICi:·pnESIDEI'JT I'.N:) 1'J1li~ISTnY OF f-iNANer,:

,,.J'

Tc:!"r.r~rhic Address:
F' NI\NCE-NI'.I ROEll
Telepl,one: 334433
When r2plying plt:ase Quote

R~f. No EA•.Cr' 10 '3
iJnd dale

USAID DTSTR(2/21)JM
ACTION: lltiP-H/ATtn .

(DUE: 3/3)
INFO:DIR;A/D,DIR;P~OG~CONT;

AGR;M&E;C~RON;RF

THE Tr{UI.SUr-Y
P.O. Box 30007

NAIR0!31
I I KENYA

19th Febru~ry, DO
........................ , 19......

ANNEX N

The Director,
USi\ID (K),
P.O. Box 20261,
N.t\.I~(CBI,

( Att: Nr. Jack Slatt~ry)

Dear Sir,

Re: /',SSI ST:,\j'·;c S FOR n~PROVIj\G 'IHS RLRAL l!2.;LTH
S ~RvrC~S IN I(ITUI DI STRICT.

Attuched hereto please find ~ pr.oposal for aid
from the l.linistry of Health for :f.mprovcncnt
{jrogr aJ:l..!ne for Rur al Health Services in Ki tui
District for your perusal and consideration. The
project is accepted to~ us.

Yours faithfully,



,_. ... __..__~ . . , . ._._.. __._.~_ .._.... __ .. _ ._w__ .

• r

• i'

RURAL HU\l.T11 PROJlCT MINISTRY Of H~ALTH

KITUI OIS-:rnCT !Ir'IO Ar-:O SEi-lI-ARIlJ LAI'\OS OE\TLOPf'"IE[\!T PROJECT

HHRODUCTI or~1.0

. 1. 1

1 . 1. 1

1.1.2

1.2

.1.3
~. -t-."

.. "

-"- ..

... -.-- - "..- .-" ,...
~ . . _.' ",' -:- • t: : -.A

2.U
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\ '.
\

Two of the major goals of the Rural Health ~dtvice5
Programme, es stetEd in the Health 82velopir,d;'t Plan
(1979-03) can be summarized as:-

Irnpro\'u~J'snt o~ 8y'~"H!1g but i,,::;::!?qu;::d:e faciliti8s
along with continusd and incr8a3cd training of
parclll18dicc:1 personnel sc as to be ab1e to staff
rural health facilities and increase service levels,
and

Incr8Dsing emphasis o( the promotion of cDm~unity

based participation ~n the deliv2~y of health 3ervi=ss,
Hi th expoJndins effc;,ts pL:lC~ci on the coo!Jer:lti)n ar:d
coordination of both Government und Non-Gov8rn,n!~nt

agencies.

In order to achiev8 thsse BOob, the ~10H is taking
an ~Intcgrative" approach. Briefly, when we talk
about "Integration" we refei' both to the creution 07
a strong ~nd tangible int8~-r8lationship, both
functionall~and jd8DID~ic~lly, bst~een the various
divisions "/ithin the r'iOH E:S \fell as the 8stcblishmeilt
of .inter·organizdtional procedures invulvillg prubls;';!
formulntion, action planning and implementaticn
policies within the context of rural development.

·It is realised that by extending henlth services -
... primarily froln static .fLlcilities only C3bouc ?5-30~' 87'.
'~the ruriJl populace 'i~ cffectivdy r8i1shed. Ef-r()r'~':Lc:r~

_, "on the ~/uy in the Rural He~lth DevelopT:ent.Projact- ':.
'.-···.to uncierluke' a ease s tuuydliring t~8' r.:onths of Jun2­

.",ugust 1979 'lo stuciyin mo!'p. detail-t'ne utillzCJtior:::':.'"
':c-": of··r\uT'2.l tledlth StiT'vicris.·:·Ii:'is·in· thi~ policy frv;;,?:-:·

-- - '.-.torok Wild -·tho pr"Qpc..~j t"iCin thcJt h~ul i.JI cUI~n6~ Gi)d
.. ' $hould not be vim·;ed in isulation . from othsr~8i::f.o:-S

that the follmving eorl~p[,u!1cnsive ;il~oposul :is'~i;jd8:-:-'''

Specific Rural HCultt, uetiviti85 in Kitui District.

The follO\/inr; outlinC'!, in ol'ucr of lriority, r8pres8nt~

rurcJl hc.JCJlth service cJctivitics \·!!Iicil ure pJ.cHlncd in
coordintltion ',/ith the ~ene!'dl poli::y ~uiclclin8s

provirJed f(lr the dsvelopr:1un:: of t,r.d i:lnc Scrni-i:;rid
Lunds (rISf\L).

?...... -



2.1

.2.

Tile c 1iJ S S s i fi (; ,il.: inn of I~ i lui [) i s tJ~ i (; l: iJ S f iJ 11 i J1 :3
in ecologic~l. zones IV ,]flU V confonns \·:ith t.lf~

i"1inisLry of I·lcr:l.th'~; Rur,Jl li(~i)lth Service Dediv::ry
Zone "VidrLindl", \'Jl1ich io"n~ifir:s in some Cl~teli 1
the irnporLun:::8 of dcvclopini. heulth services \"Ii~ich

tLJkc)s i)ccou,ll of ec010 LicOll, social, 8conu:,;ic enu
cultured ChE ri1cturistics.

,"

Rural ~leiJlt'h F~c:i} i tics Pre p~um:n8.

Based on a recent analysis Df ruriJl health fDcility
covera~8 in tel'ms of popLlla'~iun/h8i:llth fDcilily
rDtio. dnd pcpulDtion/i)rc~ cov8rage ratio. Kitui
District qucllifies For the FolJO\·:ing number of Rurc31
HUDlth Capital Developrnenc Project.

2.1.1

Dispenseries to be improved:

New dispensaries:

Dispensdries to be ir,lproved
and uPb._aded:
Total

3

4

2

'2
-1-1-

I·
I

I
I

2.1.2

The total est.irnatec. costs for this component e~;.'coxi·

mate 2G'.59 mi 11. Ksr. (sea appondix I).

The pro~!'amm2 implies thut the fCJcilities \·/ill be
fully stuffed according to HOH norms, provided
with n8ce~sary equipment and transportation facilitie!
including mobile health units for heDlth centres.

Tho selection of projects is made in atcordance with
th8 oporational and managerial framework for Rural
HeEllth Units-; I,hich uims ut strenr;theni'lg the b2sic
infrustructura in order to enhance the operutional
cElpabilities of local health personnel. Since these
ccntr~s ara designod to sorve and coordinate govern­
ment and non-government out-reach health services,
the focus on renovu'tion of existing facilities is·
comm8nsuratc with the Ministry' pulicy as outlined
in sections 1.1.1 and 1.1.2 as stcJtcd above.

The r-iOH pr'l1pose still) inau2:u1'ution of Q commur.i.ty
based "vilL:JEl~ h()C1lth \vorl',sr" syst},r;) l'lithin Llt l.8List
hom ~>8lp.ct8d rUl'Ell hOrJlth units in the rfistricl.:.
tllC)·i.~ (;i"Jn bfJth :~ujJiJluil1f:nc LilC C;(-l.s Liil6 sta.'..:.ic cc"J::",,:.:d
pro~rc)m:11C~. as :'1811 as scrVl~ c:s a liloci81 of a ['Jossible
Dpproach to a nutinnal system of village health ~ark8

2.2

2.2'.1

..
. : \

Cornm~~ity based primury health CBr~:
;... : ...._-

I

\

This conco[1t is in confol'i:~it\i '..lith Kenyu's L1ncl \-!HO's
rccoril:nun(kLiul1~; for incrc'J:..;~~cJ cmrhGsis ond prDiIl,:;cion
of pr:im,:}py hoa 1 til C()rL~.

... ·.3



2.2.2

(
.3.

In conjunction \lith thi:> co:ni1oncnt: c\[;c! DS i:l {oliol/-up
of Lhe Cfl~;8 study outlined in section 1.3, it is
hoped thcJt the Ki lui (\S.'\!. - ~,.o;~r;:~;·;~nr? cun contribute
to the nOil initi,d.. in~ rur;:l h8Dllh o.orvicc ir:1,)acl
studir.s. To this c:ffcct, the 1/:5.ni~;try is pro--:,osing
to second un I\ssist.unt F.cdical O-ffiC':.r of lIuelth
(RuriJl), to the di:;trict to be re;,punsiblc fOJ" pr::rtic:­
pat ion one! coonJinetion of botll G.CJ\/crnment D')'j non­
govcrnment institutions.

Hm'Jever, it is rcalised th2.t f'lOH is not equipped to
undertake such nctiviti83 in isoli1tion and Dssistance
in pl'ovidinz bilS81 ine Clnd moni tarir.z data is strongly
requcsled. It is DSSU;;)20 that. SL!c.h cJiltu end infor;;:at~'Jn

be gathered as part of the overall district development
programme.

2.2.3 Progr~mm8 implementation requirements:

The toaln VJill purticipat8 in estnblishing selection

Ident if i cat ion of feas i b Ie community structures
[100-400 housnholds/communityl.

I
I

criteria far community h2alth 1'.'ol'k8rs, train the C:::,:'s I
and be ~8sponsib18 for tcc~nic21 support a~: su~ervis:on.I
EstQbliihment of community health fund

Est<lblisllnlent of commu:lii.:;'·· health ccrr:mitt88 (7-10 p2G;:J.e
selected by tho community. Each membar responsible fer a f
pnrticular function in the ro;;-,:;)unity (i.e. pub'Lic heal~il, >

"Jate.r) r

Establishment of communIty hsalth team (public health I

officer, enrolled com;')~Jnity nurse, community devclopm3:"t
assistant, agriculturul extension Qssistant,femily
field health educator)

I
I

!

j.

I.[

Selection, training and
workers (primary health

d8~10yment of community he~lth'
care '\-larKers) .

.' - .. - " ..-.- ' . . " _. .: ..•..".~:..~.. ':~~:::~:~':~;-:'

- The totol' po-rulr:::l'cion of the hm 50le'cted rurul he~'lth'
. : ,u nit s (K cJ u\·! i) KcJ t h ii.: 0 ~~ nd - j.:'..1 ti to C·) dOLl)) is 8·sI:,irr.~ltid:-c.

.. to be CU,GDa cn:j 50,000 rc~;p2ctively [lg7~).'::":1t.-5.s>.;.~

ElnticiCJat!:::d theIr. D totul of 75 ~cQ;n;r.unities" \·:i11 hava
··,to be iOClltifiod to cover' the t~~8 rur'ul hei3lth uni'cs."

. _.~ :-:

TfJLiil r~GI' ~.i1;l1t-.:·:(! r:\l~j::~. ;'Cj~' t-.'lli~ cCJ~.':~Jl..ln~~ilt uprJr;~~~ir.·,t:~·o.

735,O(][1 f~s~. to eSl:DoJi:;h Dnd rTJ'JintiJin tlw co,nmunity
health fund, rni"cclliJn8::JUs expenditure for usr~ by
primclry he"llh C21'C 1'!OI':~C:'::; Dnd the community hCi1Ith
com:ni Ltcc: ,;nU' Uw procul'['mcnt o·~ o:;c lLlncJrov8r fOl~

1I~'~ in 8uch of til:: hlCJ ~~tucl~1 i):'~ilS. Itis DnticipiltCG
~.:.ilLlt tltUS8 f~lnds t,'i 11 ~;ustLlir: this rH'Ocr<;rn~)8 for Cl

period of 30-3G months.

• ••••• 4



It is realised that nutritiDn pr6~12m5 nre not
nec2ssQrily medical problems end is believed that by
identifying thasA at risk, p3rtic~1~rly children, that
it will be Dert(;{icil:ll <::8 u len;; c2riIO strutl~bY;;U

educate specific turget grcu~s on nutrition issues.

\Hth 1~Cr8;'l:llCe to the ovc:1'£)11 o~,iec~ilJc stet;:~d in
5cc~i(1n 1.7, :in·~('~r{lt.i:;;... rye ii[,;;~ :;ct;ivjti~s \·.. ith those
of oth,H' govern,l18i1t und non-i:;ov.3:-nrnunt oq~i)ni7.ui:ions

uS ''''811 iJS ~h8 110::;"i:)] e uncJ p2L~:\:~ji)l lin:,i:2;2::; \'Iith
the Pl'oJ1oSeu f~itui c..Ji;".~\Un.i.ty pric,'iJ!'Y heiJlth cure
system, ilSs:lSL.lnce is l'equ:::.::.t:;d -7~Jr the estcblishrnon'.:
of t\·!O r·JL;Lrition Rch,-lcilit:Jtion CCiltrcs.

·"n

......... -- .

I
;;

f

I
. ., t

Jnlll.1'.sh .~

\-

t
~.

-----
k

..735

I.GOO

20.59

22.325

c8nt~8S:

Total

Nutrition rrdlabilitation

RuriJl Health Filcilities co:npcnent

Com~unity based primary health caro'
component: ._

Total project request:

AnticipLlted capit2:1 d8J81op:n8nt cost for this
component is e~;til;)L;ted to be around 1.0 mill. Ksh.

I
I

The proposed nutrition reh~bilitation centres are in~9nde~

to be ruther simple as far 2S cor,iitruction technique l-
is conturncd, utilizing basically local and appropriate
technology. It is also prop=scd to providR d mobile
nutrition unit to eCJch facility ';!hich \'J'ill be used
for out-reach opc~aLions.

Devc :oprnont of nuL;'i Lion rcl1,:bili tiJ \:i on centres

,._,.,'

Briefly, we i)re thinking of 3 smell facility where
mothers and chjlJren are S8~t up~n dischargD from a
hospi t.'!] or hC:JHh centre·t,] 182"'" nutrition techniques
as wull as bosic prevuntiv8 and hYEienic meosures.
I tis (J 1soh 0 pedt h Ll t t l~ 8 sec 8 Ii 1T" S C u n fUll C t ion Cl S

referal facilities for the com~unity hDal~h t8~m and
~.

primClry hoolth CClrD \'I01';,ers dS dsscribcd above und8r 2.2..

• Jl •

3.0

2.3.1

2.3

....... .

1:~ - 7.S sh)

I

i/
I
I

'·1
I

1~~. 0~1.1!J19

;:
l
<,

i

I
t
t,
I
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I
I

1
1

t
79/80

1 Disp. Imp/up: Cost. 1.73J
Equip .. 198
Veh. • 1lJ 3

80/H 01/82 82/83

2.070

1 HC Imp:

I·

I
2 Disp. New:

·1 Disp. Imp/Up:

1HC Imp: Canst. 2.280.
Equip. .2ltO
Veh. . . --.. 113.

. .
" ---- . . ' :

. .. - -:- : - ~.. , .

J

I
I

I
I

I
I

Sub-Totdl 16.220
Di~ tnl"lC'C: fa(;tcJr': 3G"o ,.f Con~;truc:tion: 11.370

. -.. '--=---~l
: ... .' '--" ..-: --: .....-':... ··.·::3.070

14.560 Million shillings
1.570
0.890

.- ...

Total Cost

..... .t ...

Total: Construction:
Equipment
Vehicles

. ~.- '.. --".-
.. --_.,.". ".-

I
I,
1
J

!

I
I
t
L ...

I
I.!
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Namcs of Rural llc[lltJ1 Fdcilj.tie::> to' bc improved (9)

Proposed nel-] loea·l.ionG for dj s~2!~saries (2)

Name of facility Pre s-st a tl.:S rut. Status Year of im~lementation

Nutito

Nuu

Tseikul'u

HC
HC
HC

HC-HQ
!

HC

HC

1980/81

1981/82

\ 1982/83

'12.05.1979

. .... -. '.

.-.- •... :;;~--:_~. :-.:~..

-.'

1979/80

19f1O/81

.1980/31

1980/81

1980/81

1980/81

1980/81

. 1980/81

. .-~. ,,_. . : .-
.. -.. -.-;. ..... r·~ • .. _" ....... __ • . ... "

.
" -.,. . .

..0; ::...~: ..

Disp HC-HQ
Disp HC-IIQ

Disp Disp
Disp Disp
Disp -Disp
Disp Disp

Disp

Disp

--: ._.- :' ... ~ "

.~- : .: ... '~T T.: .....

- ~...-" .... :...:. - .....'

'1
. ;

.. -
-,,".. " ...... ".-.'

.-. .".. _.- ~_. ' ......

Kisayani

~Hnziie

... -. .... - ......

: ~: : 0" -:,~.:-::'~., _.

. ". .".

Kaui/Kathito

Voo

Ki::nziko

Useuni

Ngomeni

Kyuso

;

I
I
'j

I
i

I

I
I
j

1
I
1
! .. ~'.. . :". ":.: ~..: . .. .. .

i--~::'.":: ~c~~. ;.... .," • " 0 .• •

I - . '-'
I j'.: -.. ' ... "_" . . _" .~: ~""_"~:'~ --:~.. ":.'

~~:;':.: ~.~~ .' .~ .:;." .- . . . :.

." ~ ..-.. - ~." '~'::~:'-~':'''';_.''''-'-

;-" -;-·_";;i.~~"·!3V itm'
-- 0'· - -. --

c.,
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SCll) - COUNTRY CHECKLIST

ANNEX 0

Listed below are statutory criteria
appltcable. generally to FAA funds, and
criteria applicable to individual fund
sources: Development Assistance and
Economic Support F~nd.

(

A. GENERAL CRITERIA FOR COUNTRY
ELIGIBILITY

\

\
\

1. FAA Sec. 116. Has the No.
Department of State determined
that this government has
engaged in a consistent
pattern of gross violations of
internationally recognized
human rights? If ~o, can it
be oemonstr~ted that
contemplated assistance will
directly benefit the needy?

2 • FA..~. Sec:. 11 3 . Has par ticu1arYes .
attention been given those
programs, projects, and
activities which tend to
integrate women into the
national econc~ies of
developing countries, thus
improving their status and
assisting the total
development effort?

3.' FAA Sec. 481. Has it been No.
determined that the government
of the recipie~t country has
failed to take adequ2te steps
to prevent narcotic drugs and
other controlled substances
(as defined by the
Comprehensive Drug Abuse
Prevention and Control Act of
1970) produced or processed,
in whole or in part, in such
country, or transported



(

4.

5.

6.

,.

-2-

through such country, from
being sold illegally within
the jurisdiction of such
country to u.s. Government
p~rsonnel or their dependents,
or from entering the U.s.
unlawfu~ly? !

1
FAA Sec. 620(b). If
assistance is to a government,
has the Secretary of State
determined that it is not
dominated or controlled by the
international Communist
movement?

FAA Sec. 6 2 0 (c). I f
assistance is to a ~overnment,

is the government liable as
debtor or unconditional
guarantor on any debt to a
U.S. citiien for goods or
services furnished or ordered
where (a) such citizen has
exhausted available legal
remedies and (b) the debt is
not denied or contested by
such government?

FAA Sec. 620 (e) (1). If
assistance is to a government,
has it (including government
agencies or subdivisions)
taken any action which has the
effect of nationalizing,
expropria~ing, or otherwise
seizing owne:ship or control
of property of u.s. citizens
or entities beneficially owned
by them without taking steps
to discharge its obligations
toward such citizens or
enti ties?

\
Yes~

No.

No.



8.

9.

10.

"

-3-

FAA Sec. 620(a), 620(f), 620D;
Continuinc Kesol~tion Sec.
511, 512 and 513; ISDCA of
1980 Sees. 717 and 721. Is
recipient country a Communist
country? will'assistance be
'provided -to Angola, Cambodia,
Cuba, Laos or Vietnam? (Food
and humanitarian assistance'
distributed directly to the
people of Cambodia are
excepted). Will assistance be
pr0vided to Afghanistan or
Mozambique without a waiver?
Are funds for El Salvador to
be used for planning for
compensation, or for the
purpose of compensation, for
the confiscation
nationalization, acquisition
or expropriation of any
agricultural or banking
enterprise, or property or
stock thereof?

FAA Sec. 620(i). Is recipient
country in any way involved in
(a) subv~rsion of, or militarv
aggression against, the United
States or any country
receiving U.S. assistance, or
(b) the planning of such
subversion or aggression?

FAA Sec. 620(~). Has the
country permitted, or failed
to take adequate measu~es to
prevent, the damage or
aestr~ction~ by mob action, of
u.s. property?

FAA Sec. 620(k). Does the
progra~ fu:nish assistance in
excess of $100,000,000 for the
construction of a productive

NO.

,,

No.

No.

No.



11.

12.

13.

-4-

enterprise, except for
productive enterprises in
Egypt that were described in
the Congressional Presentation
materials for FY 1977, FY 1980'
or FY 1981?...

<
~

FAA Sec. 620 (1). If the
country has failed to
institute the investment
guaranty program for the
specific risks of
expropriation,
inconvertibility or
confiscation, has the AID
Administrator within the past
year considered denying
assistance to such government
for this reason?

FAA Sec. 620 (m). Is the
country an economicnlly
developed nation capable of
sustaining its own defense
burden and economic growth
and, if so, does it meet any
of the exceptions to FAA
Section 620(m)?

FAA Sec. 620(0); Fishermen's
Protective Act of 1967, as
amended, Sec. 5. If country
has seized, or imposed any
penalty or sanction against,
any U.S. fishing activities in
international waters,

a. has any deduction required
by the Fishermen's Protective
Act been made?

b. has complete denial of
assistance been considered by
AID Administrator?

\

\
\

Kenya has instituted the program.

No.

Kenya has not s i.ezed, or imposed anv'
sanctions or penalty against, any
U.S. fishing activity.



C.",

14.

15.

16.

-5-

FAA Sec. 620(q): Continuing
Resolution Sec. 518.
(a) Is the government of the
recipient country in default
for more than six months on
interest or principal-of any
AID loan ~to the_ country? (b)
Is the country in default
exceeding one year on interest
or principal on any U.S. loan
under a program for which the
Continuing Resolution
appropriates funds?

FAA Sec. 620(s). If
contemplated assistance is
development loan or from
Economic Support Fund, has the
Administrator taken into
account the percentage of the
country's budget which is for
military expenditures, the
amount of foreign exchange
spent on military equipment
and the amount spent for the
purchase of sophisticated
weapons systems? (An
affirmative answer may refer
to the record of the annual
"Taking into Consideration"
memo: "Yes, taken into
-account by the Administrator
at time of approval of Agency
DYB." This approval by the
Administrator of the
Operational Year Budget can be
the basis for an affirmative
answer during the fiscal year
unless significant changes in
circumstances occur.)

FAA Sec. 620(t). Has the
country severed-diplomatic
relations with the United
States? If so, have they been
resumed and have new bilateral

No.

\
\

Yes. Taken into account by the
Administrator at the time of approval
of the Agency DY8.

No.
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assistance agreements been
negotiated and entered into
since such resumption?

I

17. FAA Sec. 620(u). What is the
payment sxatus of the
country's{U.N. obligations?
If the coJntry is in arrears;
were such arrearages taken
into account by the AID
Administrator in determining
the current AID Operational
Year Budget?

18. FAA Sec. 620A~ Continuinq
Resolution Sec. 521. Has the
country aided or abetted, by
granting sanctuary from
prosecution to, any individual
or group which has committed
an act of international
terrorism? Has the country
aided or abetted, by granting
sanctuary from prosecution to,
any individual or group which
has committed a war crime?

19. FAA Sec. 666. Does the
country object, on the basis
of race, religion, national
origin or sex, to the presence
of any officer or employee of
the u.s. who is present in
such country to carry out
economic development programs
under the FAA?

20. FAA Sec. 669, 67~. Has the
country, a:ter August 3, 1977,
delivered or received nuclear
enrichment or reprocessing
equip~ent, materials, or
technology, without specified
arrangements or safeguards?

Kenya ;s not ;n arrears.
,

"

No.

No.

No.
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Has it detonated a nuclear
device after August 3, 1977,
~lthough not a "nuclear-weapon
State" under the
nonproliferation treaty?

"'0(,
FUNDING SOURCE'CRITERIA FOR COUNTRY
ELIGIB1LITY

,
\,

1. Development Assistance Country
Criteria.

a. FAA Sec. l02(b) (4) •. Have
criteria been established and,
taken into account to assess
commitment progress of the
country in effectiv~ly

involving the poor in
development, on such indexes
'as : (1 ) inc rea s e in
agricultural productivity
through small-farm labor
intensive agriculture, (2)
reduced infant mortality, (3)
control of population growth,
(4) equality of income
distribution, (5) reduction of
unemployment and (6) increased
literacy •

. b. FAT:>. Sec. 104 (d) (1) If
appropriate, is this
development (including Sahel)
activity designed to build
motivation for smaller
families through modification
of economic and social
conditions supportive of the
desire for large families in
progra~s such as education in
and out of school, nutrition,
disease control, maternal and
child health services,
agricultural production, rural
develop~ent, assistance to
urban poor and through
community-based development

VeSt as most recently reported in
USAIDjKenya cable Nairobi 19306
dated 10/26/79.

Yes. This project will deliver
improved rural health services
including maternal and child hea1th/
family planning activities to ~oor
rura1 famil ies.
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programs which give
recognition to people
motivated to limit the
their families?·

size of

,I

C.-

2.
"". ( ~Economlc SUDDort Funu Country

Criteria. ..

a. FAA Sec. 502B. Has the
country (a) engaged in a
consistent pattern of gross
violations of internationally
recognized human rights or (b)
made such significant
improvements in its human
rights record! that furnishing
such assistance is 'In the
national interest?

b. FAA Sec. 532(f). Will ESP
assistance be provided to
Syria?

c. FAA Sec. 609. If
commodities are to be granted
so that sale proceeds will
accrue to the recipient
country, have Special Account
(counterpart) arrangements
been made?

d. FAA Sec. 62GB. will ESF
be furnished to Argentina?

' ..

Kenya has not eng aged in a pattern of
gross human rights violations.

NJA

NJA

No.
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5C(2) PROJECT CHECKLIST

Listed below are statutory criteria
applicable generally to projects with
FAA funds and project criteria '
applicable to indiv.idual funding
sources: Development Assistance (with a
subcategory for criteria applicable only
to loans); and Economic Support Fund.

CROSS REFERENCES: IS COUNTRY CHECKLIST Yes.
UP TO DA'l'E?
HAS STANDARD ITEM Yes.
CHECKLIST BEEN
REVIE~'iED FOR THIS
PROJECT?

A. GENERAL CRIT3RIA FOR PROJECT

1. 'Continuinq Resolution
Unnumbered; F~~ Sec. 634A:
Sec. 653(b).

(a) Describe how authorizing Normal eN procedures will be fol1o\'/ed'
and appropriations Committees
of Senat~ and House have been
or will be notified concerning
the project; (b) is assistance
within (Operational Year
Budget) country or
international organization
allocation reported to
Congress (or not more than $1
million over that amount)?

2. FA..n. Sec. 6ll(a) (1). Prior to Ye-:::. .
obligation in excess of
$100, 000, will there be (a)
engineering, financial other
plans necessary to carry out
the assistance and (b) a

. reasonably firm estimate of
the cost to the U.S. of the
assistance?
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4.

5.

6.
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FAA Sec. 611 (a) (2). If
·further legislative action is
required within recipient
copntry, what is basis for
reasonable expectation that
such action will be completed
in time to oermit orderly
accomplish~~nt of purpose of
the assistance?

FAA Sec. 611(b) ~ Continuinq
Res 0 1. uti 0 n Sec. 50 1 . Iff 0 r
water or water-related land
resource const~uction, has
project met the standards and
criteria as set forth in the
Principles and Standards for
Plann:;g Water and Re~ated
Land Resources, dated October
25, 1973?

FAA Sec. 611(e). If project
is capi tal assisto.nce (e ,9.,
construction), and all U.S.
assistance for it will exceed
$1 million, has Mission
Director certified and
Regional Assistant
Administrator taken into
consideration the country's
capability effectively to
maintain and utilize the
project?

FAA Sec. 209. Is project
susceptible of execution as
part of regional or
multilateral project? If so
why is project not so
executed? Information and
conclusion whether assistance
will encourage regional
develo?illent programs.

The GOK has agreed to take the
necessary legislature/administrative
actions required for this project
and .appropriate conditions precedent
and covenants will be part of the
Project Agreement.

\
\

'.

There will be small self-help projects
related to community water supplies
which will be revie0ed by AID prior
to' execution.

Yes. See Annex N of PP for 611 (e)
certifi.cation.

This project is considered part of a
larger integrated rural health/
family planning program to be under­
taken by the GOK wi th mul ti donor
participation.
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'FAA Sec. 601(a). Information
and conclusions whether
project will encourage efforts
of the country to: (a)
increase the flow of
internati'onal trade; (b)
foster prrvate initiative and
competition; and (c) encourage
developillent and use of
cooperatives, and credit
unions, and savings and loan
assor;iations; (d) discourage
monopolistic practices; (e)
improve technical efficiency
of industry, agriculture and
commerce; and (f) strengthen
free labor unions.

FAA Sec. 601(b). Information
and co~clusion on how project
will encourage U.s. private
trade and investment abroad
and encourage· private U.S.
participation in foreign
assistance programs (incluuing
use of private trade channels
and the services of U.S.
private enterprise).

FAA Sec. 612(b), 636(h);
Continuing Resolution Sec.
508. Describ~ steps tC1ken to
assure that, to the maximum

'extent possible, the country
is contributing local
currencies to meet the cost of
contractual a~d other
services, ana. foreign
currencies owned by the U.S.
are utilized in lieu of
dollar s..

(a)-(f) This project will not
discourage these activities but as a
gove rnment-s upported commun i ty­
based primary health care system
is not specifically designed to

.enc~urage them.
\

\

U.S. contractors will be invited to
bid for the implementation of this
project.

The GOK will contribute $3.4 million
to this project or about 26% of
tota1 cos ts •

There are no U.S. owned foreig.n
currencies available for this project

10. FAA Sec. 612(0). Does the
u.s. o~n excess foreign
currency of the country' and,

No.
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if so, what arrangements have
been made for its release?

.,
.( - '. ,~., ...

11. FAA Sec. 60l(e)~ Will the
project utilize competitive
selectioIT.procedures for the. \
awardlng of contracts, except
where applicable procurement
rules allow otherwise?

Yes.

\,

12. Continuinq Resolution Sec. N/A
522. If assistance is for the
production of any commodity
for export, is the commodity'
likely to be in surplus on
world markets at the time the
resulting productive capacity
becomes operative, and is such
assistance likely to cause
substantial injury to U.S.
producers of the same, similar
or competing commodity?

B. FUNDING CRITERIA FOR PROJECT

!. Develo?ment Assistance Project
Criteria

I

\

a. PAl'... Sec. l02(b), 111,113,
281(2). Extent to which
activity will (a) effectively
involve the poor in
development, by extending
access to economy at local
level, increasing labor­
intensive production and the
use of appropriate technology,
spreading investment out from
cities to small towns and
rural areas, and insuring wide
participation of the poor in
the benefits of development on
a sustained basis, using the
appro?riate U.S. institutions;
(b) help develop cooperatives,

(a) This project is directed at
improving the health care of poor
rural fami 1ies.

(b) N/A

(c) Community self-help activities
related to preventive and promotive
heaith are part of the design of
th i s project.

(d) Women will be encouraged to
participate at all levels of this
project.

(e) NJA
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especially by technical
assistance, to assist rural
and urban poor to help
themselves toward better life,.
and otherwise encourage .
democrat~c private and local
governmental insti tlltions; (c)
support the self-help efforts
of developing countries; (d)
promote the participation of
women in the national
economies of developing
countries and the improvement
of women's status; and (e)
utilize and encourage r~gional

cooperation by developing
countries?

b. FAA Sec. 103, 103A, 104,
105, 106, 107. Is assistance N/A
being made available:
(include only applicable
paragraph which corresponds to
source of funds used. if more
than one fund source is used
for project, include relevant
paragraph for each fund
source.)

(1 ) [1 03] for ag ricu1 t ur e , NJA
rural development or
nutrition; if so (a) extent to
which activity is specifically
designed to increase
productivity and income of
rural poor; l03A if for
agricultural research, full
account shall be taken of the
needs of small farmers, and
extensive use of field testing
to adapt basic research to
local conditions shall be
made; (b) extent to which
assistance is used in
coordination with programs
carried out under Sec. 104 to
help improve nutrition of the
people of developing countries
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through encouragement of
increased production of crops
with greater nutritional
value, improvement of
planning, research, and
educatio~with respect to
nutrition; particularly with
reference~to improvement and
expanded use of indigenously
produced foodstuffs; and the
undertaking of pilot or
demonstration of programs
explicitly addressing the
problem of ~alnutrition of
poor and vulnerable people;
and (c) extent to which
activity increases national
food security'by improving
food policies and management
and by strengthening national
food reserves, with particul~r

'concern for the needs of the
poor, through measures
encouraging domestic
production, building national
food reserves, expanding
available storage facilities,
reducing post harvest food
losses, and improving food
distribution.

(2) [104] for popUlation
planning under sec. l04(b) or
health under sec. l04(c)i if
so, (i) extent to which
activity emphasizes low-cost,
integrated deliverY systems
for health, nutrition and
family p12nning for the
poorest pe~ple, with
particular attention to the
needs of mothers and young
children, using par2medical
and auxiliary medical
personnel, clinics and health
posts, co~mercial distribution
~yste~s and other modes of
community research.

This project is designed to expand
the delivery of primary health caY'e
to poor rural families. It will
integrate a community-based approach
to health with existing health
facilities and programs. The project
emphasizes low-cost health delivery
and includes activities related to
curati ve, preven ti ve and p romoti ve

"health. nutrition, maternal and chilQ
health, and family planning. Pata­
medical personnel will be utilized
along with rural clinics. Government
and cOl111rercial drug distribution I'lil"
be encouraged.
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(4) [105] for education,
public administration, or
human resources development;
if so, extent to which ,
activity strengthens nonformal'
educatio~, makes formal
education~more relevant,
especiall~ for rural familie~

and urban poor, or strengthens
management capability of
institutions enabling the poor,
to participate in development;
and (ii) extent to \."hich
assistance provides advanced
education and training of ,
people in developing countries
in such disciplines as are
required for planning and
implementation of public and
private development
activities.

( 5 ) [1 06; I SDC A 0 f 198 0, Sec.
3041 for ene:gy, private
voluntary organizations, and
selected development
activities; if so, extent to
which activity is: (i) (a)
concerned with data collection
and analysis, the training of
skilled personnel, research on
and development of suitable
energy sources, and pilot
projects to test new methods
of energy production; (b)
facilitative of geological and
geophysical survey work to
locate potential oil, natural
gas, and coal reserves and to
encourage exploration for
potential oil, natural gas,

. and coal reserves; and (c) a
cooperative program in energy
production and conservation
through research and
develop~ent ana use of sm?ll
scale, decentralized,

N/A

NJA
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. renewable energy sources for
rural areas;

(ii) technical cooperation and
development, especially with
u.s. privpte and voluntary or
regional and international
development, organizations;

(iii) research into, and
evaluation of, economic
development process and
techniques;

(iv) reconstruction after
natural or manmade disaster~

(v) for special development
problems, and to enable proper
utilization of earlier U.S.
infrastructure, etc.,
assistance;

(vi) for programs of urban
development, especially small
laborintensive enterprises,
marketing systems, and
financial or other
institutions to help urban
poor participate in economic
and social development.

c. [107] is appropriate
effort placed on use of
appropriate technology?
(relatively smaller, cost­
saving, labor using
technologies that are
generally mos~ appropriate for
the small farms, small
businesses, and small incomes
of the poor.)

d. FAA Sec. 110(a). Will
the recipient country provide
at least 25% of the costs of
the program, project, or
activity with respect to which

\
\

The low-cost community-based health
system supported by this project is
considered to be an appropriat~

delivery system for the rural areas
of Kenya.

GOK contribution of $3.4 million is
approximately 26% of total project
cost.
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the assistance is to be
furnished (or has the latter
co~t-sharing requirement been
waived for a "relatively least
developed~ country)?

..,

e. FAA s~c. 110(b). will
grant capital assistance be
disbursed for project over
more than 3 years? If so, has
justification satisfactory to
Congress been made, and
efforts for other financing,
or is the recipient country
"relatively least developed"?

f. F~. Sec. 28l(b). Describe
extent to which program
recognizes the particular
needs, desires, and capacities
of the people of the country;
utilizes the country's
intellectual resources to
encourage institutional
development; and supports
civil education and training
in skills required for
effective participation in
governmental processes
essential to self-government.

9. FAA Sec. l22(b). Does the
activity give reasonable
promise of contributing to the
·development of economic
resources, or to the increase
of procuctive capacities and
self-sustaining economic
grO\vth?

2. DeveloDrnent Assistance Project
Criter~a (Loans OnlY)

a. FA.l\ Sec. l22(b).
Information and conclusion ·on
capacity of the country to

,

N/A \.

Local community participation is
an important feature of this project.
Part; ci pati on is voluntary and commun­
ity needs~ ces;res and capabilities
will be taken into account in project
act; vi ti es.

Yes.

See financial analysis section of PP
whfch indicates ability of GOK to
repay loan element of project at a
reasonable rate of interest.
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repay the loan, at a
reasonable rate of interest.

b. FAA Sec. 620{a). If
assistance is for any
productive enterprise which
will compete with u.s.
enterprises, is there an
agreement by the recipient
country to prevent export to
the U.S. of more than 20% of
the enterprise's annual
production during the life of
the loan?

3. Prolect Criteria Solely for
Economic SUDDort Fund_ t

NjA

\
\

a. FAA Sec. 531(a). Will N/A
this assistance promote
economic or political
stability? To the extent
possible, aoes it reflect the
policy directions of FAA
Section 102?

b. FAA Sec. 531(c). will NjA
assistance unoer this chapter
be used for military, or
paramilitary activities?

..
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5C(3) - STANDARD ITEM CHECKLIST

Listed below are the statutory items
which normally will be covered routinely
in those provisions of an assistance '
agreement dealing with its
implementation, or qoverea in the
agreement by imposing limits on certain
uses of funds.

These items are arranged under the
general headings of (A) Procurement, (B)
Construction, and (C) Other
Restrictions.

A. Procure~ent

\,

1.

2.

3.

FAA Sec. 6 0 2 . Are -ther e
arrangements to permit u.s.
small business to participate
equitably in the furnishing of
commoditi~s and services
financed?,

FAA Sec. 604(a). Will all
procurement be from the u.S.
except as otherwise determined
by the President or under
delegation f~om him?

FAA Sec. 604(d). If the
cooperating country
discri~i~a~es against U.S.
marine insurance companies,
will commodities be insured in
the united States against
marine risk with a company or
companies authorized to do a
marine insurance business in
the U.S.?

Yes.

Yes.

Yes.

4. FAA Sec. 604(e) ~ ISDCA of 1980
Sec. 705 (a). I: 0 f f s h0 r e NjA
procureffient of agricultural
commodity or product is to be
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7.

8.
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financed, is there provision
against such procurement when
the domestic price of such
commodity is less than parity?
(Exception where commodity
financed could ~ot reasonably
procured -In U.S.)

l

FAA Sec. 603. Is the shipping
excluded from compliance with
requirement in section 901(b)
of the Merchant Marine Act of
1936, as amended, that at
least 50 per centum of the
gross tonnage of commodities
(compu ted separ ate ly for dry'
bulk carriers, dry cargo
liners, and tankers.-) financed
shall be transported on
privately owned U.S.-flag
co~~ercial vessels to the
extent that such vessels are
available at fair ana
reasonable rates?

FAA Sec. 621. If technical
assistance is financed, to the
fullest extent practicable
will such assistance, goods
and professional and other
.serv ices be furn ished from
private enterprise on a
contract basis? If the
facilities of other Federal
agencies will be utilized, are
they particularly suitable,
not competitive with private
enterprise, and made available
without undue interference
with donestic programs?

International Air TranSDort.
Fair CO~Detitive Practices
Ac t, 1. 9/4 . I f air
transportation of persons or

\
\

No.

Private contractors will be invited
tv bid for technical services ~ro- ,
vided by this project.

Yes.
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property is financed on grant
basis, will provision be made
that u.s. carriers will be
utilized to the extent such
service is available?

""{
Continuing Resolution Sec.
505. If the U.S. Government
is a party to a contract for
procurement, does the contract
contain a provision
authorizing termination of
such contract for the
convenience of the united
states?

\
Yes .'

B. Construction

1.

2.

3.

FAA Sec. 601(0). If capital
(e.g., construction) project,
are engineering and
professional services of u.S ..
firms and their uffiliates to
be used to the maximum extent
consistent with the national
interests?

FAA Sec. 611(c). If contracts
for construction are to be
financed, will they be let on
a competitive basis to maximum
extent practicable?

FAA Sec. 620 (k). Iff0 r
construction of productive
enterprise, will aggregate
value of assistance to be
furnished by the u.s. not
exceed $100 million?

Yes.

Yes.

. Yes.
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c. Other Restrictions
o

(
'-_. - .~'

1.

2.

3.

4.

5.

FAA Sec. 122 (b). If
development loan, is interest
rate at least 2% per annum
during grace period and at
least 3% per annum thereafter?

FAA Sec. 301(d). If fund is
established solely by U.S.
contributions and administered
by an international
organization, does Comptroller
General have audit rights?

FAA Sec. G20(~). D~

arrangements eXlst to insure
that united States foreign aid
is not use? in a manner which,
contrary to the best interests
of the united States, promotes
or assists the foreign aid
projects or activities of the
Communist-bloc countries?

ContinuinG Resolution Sec. 514
If participan~s will be
trained in the United states
with funds obligated in FY
1981, has it been determined
either (a) that such
participants will be selected
otherwise than by their home
governments, or (b) that at
least 20% of the FY 1981
fiscal year's funds
appropriated for participant
training will be for
participants selected
other~ise than by their home
governments?

Will arrangements preclude use
of financing:

Yes.

\
\

N/A

Yes.

..

AID has complied with this section.

(a)-(k) Yes.
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a. FAA Sec. 104(f). To pay
for performance of abortions
as a method of family planning
or to, motivate or coerce
persons to prnctice abortions;
to pay for performance of
involuntary sterilization as a
method of' family planning, or
to coerce or provide financial
incentive to any person to
undergo sterilization?

b. FAA Sec. 620(9). To
compensate o~ners for
expropriated nationalized
property?

c. FAA Sec. 660. To provide
treining or aovice or provide
any financial support for
police, prjsons, or other law
enforcement forces, except for
narcotics programs?

d. FAA Sec. 662. For CIA
activities?

e. FAA Sec. 636(i). For
purchase, sale, long-term
lease, exchange or guaranty of
the sale of motor vehicles
manufactured outside U.S.,
unless a waiver is obtained.

f. Continuino Resolution Sec.
504. To pay pensidns,
annuities retirement pay, or
adjusted service compensation
for military person~el?

g. Continuinc ~esolution Sec.
506. To pay U.N. assessments,
arrearages or dues.

h. Continuinq Resolution Sec.
507. To carry out provisions
of FAA section 209 (d)
(Transfer of FAA funds to
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mUltilateral organizations for
lending. )

c....

i: Continuing Resolution Sec.
509. To finance the export of
nuclearequiprnent fuel, or
technologx or to train foreign
nationals lin nuclear fields? ."

j. Continuina Resolution Sec.
510. will assistance be
provided for the purpose of
aiding the efforts of the
government of such country to
repress the legitimate rights
of the population of such
country contrary to the
Universal Declaration of Human
Rights?

k. Continuinq Resolution Sec.
516. To be used for pUblicity
or propaganda purposes within
u.s. not authorized by
Congress?

\

\



ANNEX P,

WAIVER FOR VEHICLES

A / " . .I f h"source or1g1n procurement wa1ver rom Geograp lC Code 000
to Geographic Code 935 for all the vehicles indicated below,
and a proprietary procurement waiver to obtain the .Land Rovers
and 1000 cc. Suzukis is requested.

a)
b)
c)
d)
e)

f)
g)

h)

Cooperating Country
Authorizing Document
Project
Nature of Funding
Description of Commodities

Approximate Value
Probable Procurement Origin

Probable Procurement Source

Kenya
Project No. 615-0206
Kit u i _-R u r a 1 He a 1 t h
Loan
Two sedans, four
long wheel base
4-wheel drive Land
Rover san d ten
4-wheel drive
Suzuki utility
vehicles. "
u.S. $255,000
U"n i ted Kin g d om
(UK), France and
Japan
Kenya, UK, France
and Japan

\ ...........

DISCUSSION: Section 636 (i~ of the Foreign Assistance Act of
T96~-as-;~ended, prohibits AID from financing motor vehicles
unless such vehicles are manufactured in the United States.
Section 636 (i) does provide, however, that " ••• where special
circumstances exist, the President is authorized to waive the
provision of the act in order to carry out the purpose of this
act". Additionally, in accordance with AID Handbook 1,
Supplement B, procurement of motor vehicles of other than U.S.
manufacture requires a waiver. The Handbook provides that a
waiver may be granted when neCessary to carry out the purpose
of the FAA and if, inter alia, there is a present or projected
lack of adequate servIce facIlities and supply of spare parts
for U.S.-made vehicles. Also, Handbook 11, Chapter 3, requires
that.specifications for" equipment be stated so as not to be
restrictive. The authority to (1) determine that special
circumstances exist for purposes of Section 636 (i) (2) that
there is adequate justification for a waiver under Handbook 1,
Supplement B, and (3) to waive requirements on restrictive
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specifications so as to permit purchase by brand or trade name,
has been delegated to AA/AFR. For purposes of safety, it is
extremely important that the vehicles financed under this
project be right-hand drive, since by law all traffic in Kenya
moves on the left side pf the road.

I
The Government of Kenya has requested AID assistance in

improving primary health care delivery ier~ices in Kitui
District. The above requested Project vehicles are required to
provide needed mobility for the Project technicians and Kenya
personnel assigned to the Project, who all have to work in
areas where roads are usually rugged, unimproved track~.

Th e rig h t - han d d r i v e sed an s are for use by' the Pro j e c t
technicians and short-term consultants, p~imarily for transport
between Nairobi and the Project area. There are no right-hand
drive sedans manufactured in the U.S.' There are, however,
right-hand drive sedans manufactured in other Code 935
countries for which there ~re adequate spare parts and
maintenance facilities in Kenya.

The long wheel base 4-wheel drive/right-hand Land Rovers
are for use throughout the Project area by the Project
technicians and Kenyan staff to train and supervise community
health worker~ in rural areas, to mobile clinics, and transport
personnel. While U.S.-manufactured iight-hand drive vehiclEs
normally would have been satisfactory for this Project, it has
been determined through experience that the constant shortage
of spare parts and non-availability of qualified mechanics to
work on U.S. vechiles in rural areas has caused ma~or. .
implementation problems where U.S. vehicles are utilized. The
Government of Kenya, through "the Ministry of Health, depends
primarily on Land Rover vehicles for its transportation
requirements. Unless Project vehicles are compatible with the
country's maintenance system, adequate maintenance and ability
to abtain spare parts in rural areas are virtually non-existent.

Since no manufacturer can supply the Land Rovers except
British Leyland, source/origin and proprietary procurement
waivers are required. The proprietary procurement of Land
Rovers has been previously approved for the Kenya National
Range and Ranch Project (615-0157) and On-Farm Grain Storage
Project (615-0190).

The small 4-wheel drive/right-hand drive Suzukis are to be
used to train and supervise community health workers in rural
areas and to monitor activities under the Community Development
Fund. The reason for these 1000 cc. vehicles is that the
required tasks of the vehicles ~ill be too much for a bike or
motorcycle and not enough to justify using a Land Rover. These
vehicles are smaller, more manageable, and often do not get
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~_ stuck where large 4-wheel drive vehicles do. The vehicles are

also cheaper to maintain and operate (average 30 mpg of
gasoline) and the spare parts are available in the rural
areas. The vehicle would also have no difficulty in fitting
into the MOA vehicle maintenance and support system. Since no
manufacturer can supply these vehicles except Suzuki,
source/origin and proprietary procuremen~ waivers are
requesterl. The proprietary procurement of Suzukis has been
previously approved under the Kenya 0ID Extension Program·
Project (698-038813) and On-Farm Grain Storage Project
(615-0190).

RE~Q~~~~Q~!IO~~ Ba3ed on the justification, above, it 1S

recommended you certify that (1) special circumstances exist to
justify waiving the requirement of procurement of .
U.S.-manufactured vehicles under FAA Section 636 (i); (2)
special circumstances exist which justify the proprietary
procurement of the Land Rover and Suzuki vehicles; and (3) that
ex c 1 u s ion 0 f pro cur em e n t 0 f ····t he abo v e des c rib e d Pro j e c t
vehicles from countries included in AID Geographic Code 935
would seriously impede attainment of u.S. foreign policy
objectives and the objectives of the foreign assistance program.

~AIVER FOR OCEAN.FREIGHT

A waiver 1S requested to expand the flag eligibility
requirement for the shipment of the 16 foreign manufactured
vehicles, from Code 941 to Code 935.

Ocean Freight for
16
foreign-manufactured
motor vehicles
$30,000
Code 935 Flag
Vessels

a)
b)
c) .
d)
e)

f)
g)

Cooperating Country
Authorizing Document
Project
Nature of funding
Description of Commodity­
related services

Approximate Value
Probable Source

Kenya
Project No.
Kitui Rural
Loan

615-0206
Health
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DISCUSSIONS: The eligibility of oce~n transportation services
is deter;Ined by the flag registry of the vessel. When the
authorized source for procurement is Code 941, AID will finance
oc~an transportation on vessels under flag registry of the
United States, other countries in Code -941, and the cooperating
country. There are a number of criteria set forth in Handbook
1B, page 7-2, which justify expanding the flag eligibility
requirement to allow use of vessels under flag registry of Code
935 countries. One criterion is that eligible vessels do not
provide liner service from the shipments source to the
destination country.

The 16 vehicles to be financed under this project will be
shipped from the United Kingdom, France and Japan. Since there
is no U.S. other Code 941 or cooperating country liner flag
service from these areas to Kenya, the above justification is
applicable.

RECQ~~~!iQA!IQJ::':. On the b.asis of the above information, it is
recommended that this waiver request be approved by the Office
of Commodity Management, in accordance with the Handbook lB, by
certifying that the interests of the United States are best
served by permitting financing of transportation services on
ocean vessels under flag registry of free world countries other
than the cooperating countTy and countries incluced in Code 941.
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ANNEX R

DRAFT PROJECT AUTHORIZATION

~ame of Country:

Name of Project:

Number of Project:

Kenya

Kitui Rural Health

615-0206

1. Pursuant to Section 104 of the Foreign Assistance

Act of 1961, as amended, I hereby authorize the Kitui

Rural Health Project for Kenya involving planned obliga-

tions of not to exceed $4,630,000 in Loan Funds and

$4,750,000 in Grant Funds over a six year period from

date of authorization, subject to the availability of funds

in accordance with the A.I.D. OYE/allotment process, to

help in financing foreign exchange and local currency costs

for the Project.

2. The Project seeks to expand the delivery of primary

health eare seryices in rural areas of Kenya. The Project

C,,;

will finance technical assistance; participant training;

a Community Development Fund; evaluation services; construc-

tion and associated equipment; commodities, including vehicles,

, '

bicycles and medical supplies;!and radiQ communication services.
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3. The Project Agreement(s) which may be negotiated and

executed by the officer(s) to whom such authority is dele-

gated in accordance with A.I.D. regulations and Delegations

of Authority shall be subject to the following essential

terms and covenants and major conditions, together with

such other terms and conditions as A.I.D. may deem appropriate.

4.a. Interest Rate and Terms of ReEayment. The Cooperating
/ .

Country shal] repay the Loan to A.I.D. in U.S. Dollars within

forty years from the date of first disbursement of the Loan,

including a grace period of not to exceed ten (10) years.

The Cooperating Country shall pay to A.I.D. in U.S. Dollars

interest from the Date of first disbursement of the Loan at

therate:of (a) two percent (2%) per annum during the first

ten (10) years, and (b) three perce-~t (3%) per annum there-

after, on the outstanding disbursed balance of the Loan and

on any due and unpaid- interest accrued thereon.

b. Source and Origin of Coods and Services. Goods and

servi~es, except for ocean shipping, financed by A.I.D. under
\

'.

the Project shall have ~heir source and origin in Kenya and

in countries included in A.I.D~ Geographic Code 941, with

respect to the Loan, and in Kenya and the United States,

with respect to the Grant, except as A.I.D. may otherwise

agree in writing. Ocean shipping financed by A.I.D. under
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the Project shall, and except as A.I.D. may otherwise agree

in writing, be financed only on flag vessels of the United

States of Kenya, with respect to the Loan, and of the United

States, with respect to the Grant.

c. Other. Prior to any disbursement, or issuance of any

commjtment documents under the Project Agreement(s) the

Cooperating Country shall furnish in form and substance

satisfactory to A.I.D.:

(1) An opinion of counsel acceptable to A.I.D. that,

the Agreement(s) have been duly authorized and/or ratified by,

and executed on behalf of, the Government, and that they

constitute a valid and legally binding obligation of the

Government in accordance with all of its terms;

(2) A statement of the name af the person holding or

acting in the office of ~he Government and of any additional

representatives, together with a specimen signature of each

person'specified in such statement.

d. Prior to any disbursement, or the issuance of any

commitment documen~s under the Project Agreement(s):

(1) To finance contracts for the Technical

Assistance Team (excluding the Administration/Procurement

l.. Advisor) and construction services, the Cooperating Country
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shall, except as A.I.D. may otherwise agree in writing,

submit to A.I.D. in form and substance satisfactory to

A.I.D., evidence that (i) an Assistant Medical Officer

of Health has been assigned to the Rural Health Management
\

Team in Kitui District; (ii) Second Clinical Officers have

been assigned to Health Center/Headquarters at Ikutha,

Mutitu and Migwani; (iii) Community Health Workers are

authorized under Government regulations to dispense phar-

maceuticals considered necessary for effective community-

level primary health care; and (iv) arrangements are made

to establish an improved drug distribution system in Kitui

District.

(2) To finance any activities under the Community

Development Fund, th~ Cooperating Country shall, except

as A.I.D. may otherwise agree in writing, submit to A.I.D.

in form and substance satisfactory to A.I.D., a report

describing the activity, method of carrying out the work,

cost estimates, and an environmental examination. This

~_-

requirement will be satisfied separately for each activity.

e. The Coope~ating Country shall covenant, in substance:

(1) to provide qualified personnel to the Rural Health
! .

Management Team in Kitui and to the health facilities to

ensure the continuing and successful achievement of the

Project.
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(2) to provide sufficient funds for recurrent costs

associated with the Project.

{3) to cooperate fully with A.I.D. to assure that

the purpose of the Project will be accomplished. To this

l
'- ....,--

end, the GOK and A.I.D. shall from time to time, at the

request of either party, exchange views through their

designated Project Coordinators with regard to the progress

of the Project, the performance of the GOK and A.I.D. of

their obligations under the Project Agreement, the performance

of consultants, contractors and suppliers engaged on the

Project, and other matters relating to the Project.

f. The following waivers to A.I.D. regulations are hereby

approved:

(1) Based on the justification set forth in Annex P,

I hereby approve an origin waiver from A.I.D. Geographic

Code 000 (United States) to Code 935 (Special Free World)

in the est~mated amount set forth in the Annex to permit

the p~rchase of Project vehicles as set forth in the Annex.

I hereby certify that (1) special circumstances. exist to

waive and do hereby waive the requirements of Section 636(i)

of the Act, and (ii) that exclusion of procurement from Free

World countries other than the Cooperating Country and

countries included in Code 935 would seriously impede



- 6 - ANNEX

attainment of U.S. foreign policy objectives and objectives

of the foreign assistance program.

(2) Based upon the justification set forth in Annex P,

I hereby approve a nationality waiver from AID Geographic

Code 941 (Selected Free World) to Code 935 (Special Free

World) in the estimated amount set forth in the Annex, for

shipment of foreign manufactured Project vehicles as set

forth in the Annex. I hereby certify that the interests

of the United States are best served by permiting financing

of transportation services on ocean vessels under flag

registry of free world countries other than the Cooperating

Country and countries included in Code 941.

S i g nat u r e : _

Typed Name of Authorizing Officer

\

\

..

i
Office Symbol
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Experience with Other AID-Supported Rural Health Projects

Over the past five years USAID/Kenya and the Ministry
of Health have gained important field experience from three
Non-Government Organization primary health care activities.
These projects, the lessons learned from them, and how these
projects have influenced the design of the Kitui Rural Health
Project, and briefly described below.

1. Coorindation in Development (CODEL) Kitui Primary
Health Care Project (615-0185)

CODEL has been supporting the mobile health activities
of the Diocese of Kitui since 1977. In 1979 CODEL andUSAID
signed a 3-year grant for $413,000 to expand CODEL's support from
one mobile health unit to four, each to cover approximately 16
communities from Catholic Mission Hospitals or centers in
northern central, eastern and southern Kitui. This activity
provides primary health care to people living in remote areas of
the district for whom Government and mission medical services are
unavailable. Services are provided monthly on a regular basis
and include maternal and child health care; antenatal, postnatal
and family planning services; immunizations; health educaction;
and simple curative care. Each mobile health unit consists of a
four-wheel drive landrover, clinical euqipment, a team leader
(expatriate midwife,), two Kenyan enrolled midwives, 3 Kenyan
ungraded nurses or "helpers", and a driver.

The project has been successful in organizing and
maintaining regular health care services to over 60 communities.
The Ministry of Health is also operating some mobile clinics but
has not been fully successful due to lack of vehicles, funds for
gas and oil, staff, poor maintenance of existing vehicles and
organization of available resources. The most successful
cOI~pon~nt of the CODEL project appears to be the immunization
program where Mission hospital records show a reduction in
morbidity and mortality from measles, whooping cough and tetanus.
The least successful aspects of the program have been in
nut r i t ion, h e a 1 the d u cat ion, co mm un i t y par tic i pat ion and fa mil y
planning activities.

runn~ng

patient
~s fully

Estimates mobile units operating costs appear high,
about KShs.21.58 or $2.70 (U.S. $1.00 = KShs.8.00) per
visit for 1980. However KShs.11.54 or $1.44 of this cost
attributable to vaccines which were provided by the
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Ministry of Health. About 84,000 people were treated in 1980 and
an estimated 19.6 per cent of Kitui District's population of
children under 5 years of age were covered by the project.

Since the MOH has difficulty operating mobile health
units and th cost of operating them is high and since mobile unit
activities are difficult to coordinate and can provide only
intemittant services, the proposed Kitui Rural Health Project is
designed with minimal reliance on mobile health units. Mobile
units would only be used in areas where static and CHW services
are not feasible. Services from mobile units would concentrate
on those actitivies that lend themselves to intemittent visits,
such as immunizations, MCH and family planning clinics.

The Diocese of Kitui has an important net~Tork of static
facilities and a capacity to organize and run mobile units. The
Kitui project will inte~rate these facilities and, through a
planned Phase II Operational Program Grant ($400,000 budgeted in
USAID/Kenya FY 83 ABS), will attempt to transfer the CODEL mobile
unit operational capacity to the MOH for future operation of
mobile health activities only In those areas that cannot be
covered by static facilities or CHWs. However, it must be
recognized that testin~ and obtaining actual operational
experIence in the context of the Kitui Rural Health Project is
needed in order Lo determine the most useful deployment of lliobile
health units. For example it may be found that mobile health
units supporting CHW activities might be very effective.

2. African Medical Research Foundation (AMREF) Kibwezi
Rural Health Project (615-0179

This project is assisting the Ministry of Health in the
development of an integrated and comprehensive rural health
serVIce system in Makindu Division, Machakos District. AID is
supporting this activity with a 3~year grant of $818,000 which
was signed in July 1979.

Under this project the Kibwezi Health Center staff are
training and supporting Community Health Workers (CHWs) in the
field. To date three groups of approximately 10 CHWs have been
trained and are working on a voluntary basis in the communities
from which they were selected. CHWs concentrate on preventive
and promotive health care and provide minamal curative services.
No drugs are dispensed by CHWs. Community members buy drugs at
local shops (DUKAS) or obtain them from MOH dispensaries or
health centers, if available.
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Although AMREF originally planned to train CHWs at the
Kibwezi Healhr Center, they had to train CHHs in the field as the
Health Center was not completed as scheduled. Even though the
Health Center is now operating, AMREF cpntinues to train CHWs ~n

the field and believes this approach to be more effective since
training is then truly in the social and health environment where
the CHWs will be working.

CHWs and communities are told at the outset that
neither Government nor AMREF will provide monetary support to
CHWs. Any remuneration either in kind or cash would have to be
provided by the community. The first group of CHHs has been
working now for a year without remuneration. The upcoming
November 1981 mid-project evaluation should shed more light on
the interaction between CHHs and communities.

Community health baseline surveys have been important
in determining community health needs and CHW training needs, as
well as for tracking morbidity and mortality trends to assess
project impact and ensuring, at least initially, community
participation. One of the impacts expected from the CHW
preventive and promotive health activities is a reduction in the
number of outpatients at the Health Center, a phemomenon recently
observed by Health Center staff. However, before this reduction
can definitely be attributed to CllW efforts, further assessment
of project activities and other factors is needed.

USAID/Kenya consulted AM REF throughout the Kitui
Project design period to take full benefit of its experience to
date. From the HAREF experience, it was found that the
development of community-based health systems is a process of
interaction between communities and trained health facility
staff. Flexibility in design and implementation is essential to
ensure that project activities meet individual community needs
and stimulate maximum community participation and responsibility
for he~lth care. This is especially important in the Kitui
Pro j e c t ~'lher e, for the fir s t tim e inK e n y a, the Min i s try 0 f
Healih (an additional variable) will be the prime initiator and
supporter of a major community-based health system.

The AMREF experience has been especially relevant since
Makindu Division is ethnically Akamba, as is Kitui District.
Social structures and cultural traditions are similar so that
exper~ences in Kibwezi can be expected to be applicable to Kitui
District.
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The problem that AMREF 1S having with community support
of CHWs caused the Kitui Health Project design Team to ensure
that there are incentives for the community to support CHWs and
undertake preventive and pronotive health activities. These
incentives, as described in Section III'.D.18 of the Project
Paper, include free basic drugs dispensed by CHWs, a community
Development Fund and a special referral chit (based again onAMREF
experience) for dispensaries and health centers. While the
strategy of the Kitui Rural Health Project may differ from the
AMREF project, the objectives for CHWs for both projects are the
same, i.e., concentration on preventive and promotive health care
to reduce the incidence of disease and illness that requires
costly curative care and to expand health services into rural
areas. Also the proposed design of CHW training 1S based on
AMREF's experience.

AMREF has just begun using a mobile health unit to
support CHW activities. Experience from this activity as well as
future developments of present activities will continue to be
useful for the implementation of the Kitui Project.

3. International Eye Foundation (IEF) Rural Blindness
Prevention Project (615-0203) Phase II

On March 17, 1980 AID provided a 3-year grant of
$1,870,000 to IEF to continue and institutionalize its Phase I
rural blindness prevention activities through the Ministry of
Health and the Kenya Society for the Blind. Phase II activities
are concentrating on the establishment of a capability among
rural health works, through the Ministry of Health's rural health
delivery system, to identify, refer, treat and prevent eye
disease and injuries. In order to increase community
involvement, IEF is establishing two community-based eye care
projects, one in Western kenya and one in Meru District, using. . / .
pr1mary eye care as the maJor entree to pr1mary health care.
Specif~c activities involve:

-- Establising a teaching block on pr1mary eye care and
blindness prevention at the six MOH Rural Health Training
Centers;

Developing eye care training and education
materials;

visual loss
Expanding the baseline data on the

and its causes among groups not yet
prevalence of
investigated; and
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-- Promoting the training of graduate and undergraduate
medical students and ophthamlnic clinical officers in primary eye
care and blindness prevention. especially in the rural setting.

From IEF's Phase I Dctivities' it was learned that most
eye disease and blindness are preventable as are most health
problems in Kenya. Although IEF activities treated and screened
hundreds of thousands of Kenyan rural inhabitants, IEF realized
that unless preventive and promotive programs were established
within existing MOH training institutions are rural health
personnel trained in primary eye care, there was not assurance
that primary eye care would become an integral component of
primary health care.

In the recent IEF mid-Project Evaluation, it was found
that IEF activities needed to he further coordinated and
inegrated into MOH Headquarters planning to ensure their support
and continuity.

The Kitui Rural Health Project has been designed to
make maximum use of MOH training institutions especially the
training of Community Sensitiz~tion and CHW Training Teams at the
Rural Health Training Center. Specific curriculum will be
developed fer this purpose ~~d would also serve as prototype
training [or toher MOH health workers responsible for
community-based programs. The Kitui project will also have a
health information system that will link up the MOH health
information system so that the HOH can monitor progress and
potential replicability.

The Kitui Project will also benefit directly from the
IEF Phase II project. IEF plans to conduct its next prevalence
survey In Kitui in Agusut 1982 which will provide a baseline for
assessing eye disease trends during the course of the Kitui
Project implementation. IEF will also be able to assist in
developing eye care training prdgrams and materials for MOR rural
health'staff and CHWs.


