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The Catholic Diocese in Kitui District, Usnyar has been operating

a mobile cliaic primary health care projeo since 1.979 using USAID funds

channelled tvi~ough Coordination in Develcpment (CODIL) *The first

phas ofthe project is nov nearly completed and the Diocese has asked 1
to have the project tribfwaded for a second three-year phaseo for a total

cost not to exceed $500,000.

Theintent of this evaluation has been to asses the q of the

project in terms of its goals as a final step in the initial phase and

to recomend whether the*%project should be refunded# offering particular

suggestiLons as to second phase implementation and evaluation procedures.

24, in particular, .assumability and replicability by the Ksnyan Hinitzy of

Realth are considered.

Without exception, it is the team's opinion that the child welfare

and ante-natal services. offered by the four mobile team have been

beneici4to the targeted remote populations of Kitui in terms of actual

health improvements and of raised awareness about preventive and promotive

health care*, Tho Diocese has operated an efficient end reliable system

which has provided excellent iummization coveragep nutritional

surveillance, and couzselling for pregnant motberso

Although moil systeWU m often isotf d because ofthi

apparent high costs# this project cana be ohmwi to be cost-Wafctive

because of the * se fficioncy withrvnich it it P.Trat~d. Thus

the .nt:" pl~t~ t- ectl~v~y L.ped, Wmticulkxly wit'a Cf*e to, j:

I pI i~ ~ i!i, i, -. 
-i  i
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infant immunizations.

Furthermore, the teams have made some impact through health

education, although the efforts at creating a permanent legacy in the

commmities served by involving them in planning, implementing and

supporting the services, have lagged behind the project's original goa's.

Too few community members have been trained as comunity health workerb or

upgraded tr&d-tinnal birth attendants. Thm lag has been the result of

unrealist:.c expectations from the beginning since cocaunity sensitization

and mobilizaton takes time.

The mobile team leaders acknowledge their weak points and intend

to improve their implementation procedures in the second phase to address

these weaknesses.

On the basis of the obvious strengths of the project, the evaluation

team recommends refunding, taking cognizance of the weaknesses and suggesting

ways to improve upon them. These suggestions simItaneously allow for

gradual and cautious integration Into the Ministry of Health's proposed

Integrated Rural Health Project for Kitui District, a major ten-year

project to be funded in part by USAID.

These recommendations include:

Maintaining
1. / the cLLnic numbers at 64 (16 per team) but attempting to

increase cost-offectiveness t-rough maximizing community coverage.

2. Securing the s=.-riccs of roconded employees from the .iistry cf

Health, ideally-one Public Health Tochaicicr and c-nc Corunit.y

Nurse per team. to allow for greater coemunity outroa:h.



(3) Nhasizing dialogue with the oomunfties La line wi~th the

World Health Orga niation's Alm AtA Dclaratioa.

(4) x3pading andinstitutionalizing training efforts for coc*t

usig h sch-eiatn tmethod.

-_------7--(S -codntn -t Yoi4r- sectors S-for,

.p.rh-p through Locational Development CIttess and their

subsidiaries.

(6) Continuing semi-annual stafftringsmasicldg

Ministry of Health eployees whenever possible.

(7) qianding family planning activities to include msn, involve the

Nntr's1 siil Hath rield Zducato2r5, and increase generalf

exosr to thcneps

(8) Altering eluton prcdures to stress sel- valuxtion by the U

4-staffs and comunity diagnosis by the comtties to render the

data more useable by the project.

(9) Augmenting the sei- anual reports to include suggested additional

information.

f, 10) Alloi+q the Mam4.4 of Iealti. to assume responsibility for the

clinics as soon as possible in a gradual manner without losing the

Diocese's participation entirely,

~ rif these recommendations are seriously implementad, Phase 11 of the
lIgn-lqttnq

project ought to have a more .ubstantial a..i. pat an the health status of the

root pwp6IA~tuns of WuL... +++i!"+i !! tu u ..Y ::u" or, , L ..: + *: . .+

+ "+S + + 
J
:+.++: ": + ; :++5 ':+;: + +4: :'+ ' , ++ . :+ , " +: . r L,- - - " " " +r : + + + .. . .r. + ++
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larly in October, the rains havs not yet started in Kitui District

in the kastarr Province of Kenya and the days are still hot. Iverwhere

cue senses ths desperate lack of water and ti'. threat of M4e for

KLtui lies In a semi-arid region whene arable land is limited for

grazing livestock and cultivation.

and yet the mobile teams operated by the Catholic Diocese for

maternal and child health care move out on schedule to their regularized

clini sites in the district. They cannot afford to miss their clinic

visits* for the Makacha woe with their children of the designated
remote comm~es will be waiting for then, They have learned. that

- the clinic nurses always cowl that they are reliable. This trust is

important -o th ucswo oiletas

Two staff nurses, smartly dressed in their umifoms, assele each

team early in the morning in their respective headquarters. They are

accompanied an their safaris by four aides per team.i At tims their

team leader, a Sister from the Catholic Mission, accompanies them.

Bach landrover loaded with chairs, tables, charts and medicines

seto off around 9.0M with its team o= an hou-long Joumney over a

A. bm" dirt road# Owce at the clinic site, whether a vacant churcho

a sabool room or a tre, the team quickly seto up its operatioAS.

* . the wmn begin to gather, comforted vith the arrival of Ush vehicle

that the cLua~o bill one again proceed as nsual.

1" !.K.
; ; 7;' ;; ;!i ! ~k !;  <  i S  >  ;  i i!  !  ,  ! .7 !  

'i:' ; "' ' i J "! L'> < !!ii :> -.-i~i A

4-A ' 7!?i!!!i!i~iiii! ,!!n .ii ii n :! ' 'A A 5i ii  !i!  !i ~ ~ ! I  I!!~!!i 7ii ! ! !
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Once a small group of women has gathered, the nurses begin their

health education talks, offered repeatedly throughout the day as the

neud arises. Where possible, they atlso shar their knowledge with

school children or attempt other torms of community outreach to increase

their impact.

Whether at Kathumulani, IWingi, Yatwa, Kisauni or any of the other*'

sixty sites, thu teams divide up their responibLlities. The nurses

take turns cor-sultinq with mothers about th.ix c'tildren or examining

r agnant women for potential problems. The aides register new patients,

weigh babies, give iumunizations and dispense prescriptions. The

drivers help out wherever necessary as full members of the teams.

These mobile clinics serve a population which has little or

no access to modern health facilities. Even with the clinics, women

may walk many kilometers to come to the clinics. Without the clinics

the target group of women and children would be unable to attend any

kind of child welfare or ante-natal service. This may change with

the expansion of government static and mobile facilities in Kitui as

part of the Int,.grated Rural Uealth Project. Health status in these

outlying commnities may also improve as community members are trained

to work as volunteer comunity health workers.
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I. BACKGROUND OF PROJECT

A. HISTORY OF THE MOBILE CLINIC PROJECT

This mobile clinic project is funded by the United States Agency

for International Development (USAID) through Coordination in Development,

Incorporated (COEL), an imbrella private voluntary organization with

headquartes in New York. CODEL seeks out zhurch-affiliated projects

for funding wtich meet its stringent criteria of promoting self-help

while allowing development. This project ri-sulted from a specific

proposal from the Catholic Diocese of Kitui to expand its 1977 pilot

mobilt, clinic effort out of Mutomo Ecospital in 1979 to four mobile

teams spread throughout the district.

This primary health care program was inspired by the 1972 Ministry

of Health Directive on Rural Health Services which emphasized the

importance of re-allocating funds toward rural health delivery services

and of integrating preventive and promotive aspects of health care with

the curative, especially for the "at risk" populations, such as pregnant

and lactating mothers and young children.

The mobile clinic format was devised as a means of reaching remote

members of the 450,000 population of Kitui District (1979 Census) with

little or no access to modern health care. Teams were to be based in

four of Kitui's five Divisions. rimangao in the North, Muthale in the

Near North, Nuu (originally Mutito) in the East, and Mutomo in the South.

Each team was to serve sixteen sites, one each per day of a four-day week.

The goal of the project wa., in the proposer's words:

t.. to achieve an improvement in the quality of
life of the community through the atta.in. ent :f th.:
optimum level of-iealth wnch the -. lited resources,
ciltv:.,% and the economic development makes possible.
What Ls expectcd i4 th .-. u proqress wiL ne seen
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in increased numbers of mothers seeking ante-natal
and post-natal care, increased numbers coming to
the clinics for simple curative services, and
initial improvements in preventive health practices
related to family nutrition, hygiene and sanitation.
From the project it is intended that improved methods
of delivering rural health services will be developed.t

In order to reinforce the services offered by the clinics, the teams

were expected to extend their outreach into- the coemmnity through -health

educatAcd ±n2hemes and.'through the training of community members in

improved health techniques.

The project was devised with an integral evaluation component

in order to assess its achievements toward meeting these goals. Using

baseline data as a reference point, the teams were to collect additional

data periodically, calling upon university students where necessary.

These data, along with external evaluations mid-term through the grant

and just prior to its completion, would allow a determination as to the

actual imact of the mobile teams.

The project grant of US$413,000 was approved on November 21, 1978

'for a duration of three years. By January 1, 1980, all four of the

units wer fully operational. To date, the clinic visits have been

extraor-dinarily regular; however, the element of community outreach

has remained only sporadic.

B. PRIOR EVALUA.TIONS

Despite the stated importance of evaluation mechanisms, not enough

baseline data was gatherod at the beginning of the project. A mid-term

evaluatico, conducted in Novenber 1980 by Professor John Bennett of

WICE', Nairobi, revealed this lack of reliable data. Bcnnett also

* Dr. M i--Ata Malcz-a, Xitui Pro.ry Sealh Care Project Proposal.
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expressed his concern that the primary health care '?HC) project was

limited to mobile maternal and child health (MCH) care an was therefore

iniomplete because of the absence of community involvement. Unfortunately,

the evaluator failed to provide systematic tools for improved monitoringi

-hece, a second evaluation team was brought in in August 1981.

Dr. Rita Morris and Sally Smith, who conducted this second mid-term

evluation, reiterated many of Bennett's recammendations and concurred

with him an thi project's strong points. They also outlined an internal

data-collection system to be used by the teams for one year from July,

1981 through June, 1982 to create accurate baseline data. A random

sample of thirty women from each of ten clinic sites from each of the

four teams was to be monitored more closely than other beneficiaries

for a total sample of 1200. The same size sample was to be drawn from

the children at the clinics. An effort would then be made to detect

changing attitudes and behaviour resulting from clinic attendance, which

might impact upon health.
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III. FINAL EVALUATION

A. SCOPE OF WORK

This final evaluation of Phase I has been designed according to

the Scope of Work which dictated that "the evaluation team's report

shall contain but not be limited to assessment. analyses, findings

and recommendations" related to the project'- goal and purpose, as follows:

PROECT GOAL:

The improvement of the quality of life in rural areas through the

attainment of an optimum level of health within the constraints of an

existing and developing economy and in line with the National Health

System.

PROJECT PURPOSE:

The provision of mobile primary health care services to rural

areas of Kitui which lacked government or mission medical services.

B. METMODOLOGY

Comunity members, community leaders, clinic beneficiaries and

service providers were sampled and interviewed to determine the impact

ane. appropriateness of the clinic services. Prior evaluations focused

almost emclusively on service providers and clinic beneficiaries. Since

the goals of the project include extension into the community, it was

felt imperative to solic.it more general response to the project than that

provided by attendees at the clinics.

The mthodolo-ical tools utilized included a questicnna-r

administered to 84 households and 130 children under five years at

random in four different cc=unizics thrcughout the projQct area and to

70 clinic respondasLb. O he.r more generalized int.trview schocu±es
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guided the discussions with community leaders, traditional birth

attendants (TBA s) and community health workers (CHW' s), Ministry of

Health (MDH) and other officials, and project staff. (See Annexes).

Additionally, four clinics were obseirved in three of the four
b

divisions, Nutow, Muthale, and Nuu, and the mobile teams were interviewed.

Records were examined for each of the teams and comparable data for the

district at large was obtained from Kitui Headquarters. Finally, the

survey designed at the mid-term evaluation was analysed for the relevu.ce'

of the data collected and the appropriateness of its continued use in

Phase II.

(Due to a scheduling conflict, it was impossible to visit a clinic in

the fourth area. Kimangao).



IV. D?,', ANALYSIS

A. ASSESSMENT CIF PROJCT GOAL

Health impact at a community level essentially involves progressive

stages iluding health education, knowledge and awareness of disease

causation and prevention, health practices and community involvement

in health& and finally, reduced morbidity and mortality. Since the goal

of a primry health care project is to prote the capacity of the

cinunity to identify their health needs and work out a community-

supported primary health care system, it will be important to determine

the extent to which the project has given assistance to the coamunities

through health education, participation in health-related activities

such as nutrition improvement, training of community health workers,

and interaction with community leaders, and other promotive activities

to this end.

Through the surveys, selected demographic characteristics of the

target cimunities were tabulated. (See Annexes). The most important
0

findings for the purpose of this analysis are that the household members

of women attending the clinics are generally younger .than the community

average uith 32% under 5 compared to 24% and that there are more females

in hmes than males due to out-migration for. employment. The sex ratio

is 82 males pew loo females. Also, clinic attendees generally

have higher e&acation levels than random household respondents especially

in Muthale where 69% at the clinics claim education of more than five years

while only 19% of the general population have attended school for so long.

In Nuu, on the other hand, 91% of all people interviewed had no formal

scbooling.



1. Reduction in Mortality

"he calculation of an accuratainfant mortality rate (IMR) in

Kitui is difficult due to the absence of a reliable system of birth

and death registration. The figures shown below are calculated from the

baseline and final evaluation surveys. They coqmaze well with national

census figures in which a drop from 120/1.oo to 80/1000 has been recorded

in ten years (1969-1979) and are therefore a reasonable measure of health

improvement.

The baseline surveys conducted by mfdLcal students revealed an

IMP. of 120.2 per 1000 live births in 1976 and 204.7 per 1000 in 1978

while the final evaluation survey showed 113/1000, 89.7/1000 and 75.2/1000

for 1980, 1981 and 1982 respectively. These figures, although they may

not be exactly comparable, show a downward trend for infant mortality

which can be partly attributed to the project.

The people interviewed in the household survey and in community

meetings perceive a reduction in mortality in genhral nd infant mortality

in particular. In the 1982 clinic survey no death was recorded for 1982,
were

but three deaths / recorded in 1980, suggesting that mortality could

be declining.

In the mid-term survey, very few deaths were reported at birth,

although little follow-up was done to record possible maternal or infant

deaths. A number of people indicated that infant mortality is declining

at a rate that will soon permit people to take family planning more
the

seriously due to/increased survival probability of their children.

2. tht asen in .orbidir

In thL absence of rollablc b.s2.. tat.stics, ragular oet.

of morbidity data. and n well -' eernm% d.,nou-irstor, it it :~:.1 tz



10.

draw reliable conclusions as to the impact of, the mobile clinic project

on morbidity.

ospital data show some general trends of morbidity in the area but

these data are inadequate to show the morbidity experience of the community

as many sick people do not get to the hospitals. Furthermore, changes in

hospital morbidity data may be due to many factors, e.g. accessibility,

personnel or hospital resources, and may not correspond to changes within

the community.

Point prevalence surveys are another rough measure of morbidity,

if done frequently enough with a large and truly random sample.

The following table suarizes the point prevalence rates of certain

diseases used as indicators of health in three surveys.

Table 1.

Point Prevalence Rates (per 1000) of Indicator Diseases

for Children < 5

I Survey / YearI
Disease Med. Students Med. Students, Household,

Survey Survey Survey
1976 1978 1982

Scabies and Fungal Infections. 188.5 407 7.8

Chronic Cough (Suspected TB) 296.0 339 129

II I I
I Eye Infection 128 , 29 176

Sources: Medical Students Surve s
Household Survey.

2- 68.2 >18.467 p - .001 df - 4
The test shows a highly significant difference).



Scabies and chronic cough both show a downward trend but not eye j ,

infection. The apparent morbidity reduction may be due at least partly

to eIalth edication on water use. The reduction in the prevalence of

scabi6es is very significant considering the scarcity of water in the area.

The increase in eye infection has no clear explanation.

Nearly all, the people intervimwed sec a marked decline in the incidence

of cotain diseases, e.g. measles, scabies, :ye infections, whooping cougr

and polio. Mout people agree that morbidity reduction of these diseases

dates back the last two years, although a few others have observed

declines since 1979. Therefore, it is probable that the clinic immunization

activities have contributed to the reduced incidence of these diseases.

The diseases that are still active and for which no reduced, , 1A 0.,

morbidit1 has been perceived are coughs and colds, d & headaches,

malaria and child malnutrition due to limited food Intake. This is

confirmed by the mid-term survey in which the most frequent ailments

affecting the sample children were the coughs, cold fevers, and rashes

com-on to children anywhere in the wrrld.

3. Improvement in Health Practices

Health practices in Kitui reflect a combination of influences:

cultural practices, the realities of the environment, and, possibly,

the impact of health educatio n . Bealth education has been a goal of .he

mobile clinic project since its inception as an integral component of

otal health care aiming at the improvement of health practices.

Health ta!As are held every clinic day Zor Lhe mothers and children

who attend the clinics. The method intended for us's by the project

des igner was the psycho-social method devuioped by Paolo Fsteira in w;ich

sall groups of Lndividuals i-teract e.'ual with gro'n. leadnr eaxrossing
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Sowever, instead, a didactic presentation with visual aids A£8. given \4A
two or three times to groups ranging from ten to forty women.

Thus, each month each team gives talks to between 320 and 1920 women

for a total monthly average coverage of 4480 recipients for the entire

project.

The topics for the health talks are chosen by the teams with heavy

influence from the team leaders. The same topic is given at each clinic

site in one acea during one month. The follcwing topics were covered

in 1981-82:

Rome Accidents Skin Diseases

Nutrition Personal Hygiene

Diarrhea and Vomiting Importance of Vaccines

Breast/Bottle Feeding Treatment of Malaria

Weaning Importance of MCH Clinics

Anemia in Pregnancy Measles.

Lectures are also given in schools to pupils and teachers. What

information is available on coverage by the clinics is included in the

Annexes.

All respondents acknowledge the educative :ole and contribution of

the ctinics. Even men in the cc-unities have been made aware of

improved health practices through their wives and children. L'.fortunately,

the cctact through the clinics is brief and the i act is thus necessarily

imited.

F,,thermore, the cnvir=-nt-.a! c:n:traInts -'-. :.tuJl arc :onsidarabla.

For example, some selected indicators of improved health practices

axu .* Lueidt of ch-er Zocr drinkting and naroh.ing patterns. Paw, er,

in K&itt, irea so:tagz of watar Is a ma-lor rdrcAm, on~ these
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indicators may not reflect the impact of improved knowledge. For example,

the fact that only an insignificant minority claim they boil their

drinking water, despite probable animal contamination, need not indicate

ignorance. (See Annexes for additional data).

Similarly, another major problem in Kitui is the general unavailability

of food, especially of the protective class. The staple diet in Kitui is

maize, usually =ade into porridge (uJi) or merved as ugali. In some areas,

beans are a common accompaniment. Togethr these staples provide adequate

carbohydrates, when there is sufficient rain for their growth, and some

protein. Milk and eggs are frequently added to this diet, especially

amongst the pastoralists. However, when water is low, milk is not

very available either since the animals produce very little. In all

cases, very few fruits and vegetables are available for local consumption.

Thus, even increased awareness of good nutrition may not necessarily

allow Kitui residents to make desired improvements in their diets.

Nonetheless, the project has had an apparent impact on the nutritional

status of beneficiaries under five as indicated in the following table.

Furthermore, the measurement of arm circumferences throughout the year

July 1981 - June 1982 in the mid-term survey population showed a general

increase in arm circumference, from the first visit to the last, averaging

50% of the children with ! 13c=. at the first increasing to 79% at the last.
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Table 2: Nutritional Status by e ight for Age

(Harvard Standard)

Nutritioal Medical Students Kid-Term Ch i are I Final

Status I Surveys Surev Cards Evaluation

1976 1978 1981-82 1 198L 1982 (Household

a~ aa asurvey)
I I 1982

I 1
6981, , 'g08 .8 72.1 74.5 a70.1 75.2 I64.5

I I I I I60 23.7 28.4 a23.4 31.4

II I I I

< 60 g0 0 11 1.2 L .6 a1.4 a 4.1
. - ,- , , - ---

Sources: Medical Students Surveys (1976 and 1978).

Mid-Term Survey (1981-82) and Final Evaluation Household

Survey (1982).

(X2 - 8.32 >7.779 and <9.487 df - 4

Thus the test shows a significance for a p level between .05 ind .10."

In the mid-term survey, mothers were asked about breast reeding

and weaning practices. The data shows that 94% of mothers breast feed

their children for more than a year while bitween 70% and 85% of these mothers

have added weaning foods by six months. Unfcrtunatuly, however, clinic

data also showed that nutritional status generally drops by the second year.

This may be related to "eanLng or It may simply indicate sel!-selecton

In clinic attendance, af tar tho i=munization cycleof thosa children with

ailments.



~Nutritional ItY' n r

Sourcesa Master Growth Ciats.

Amongst the adult popuJatioct thene was an aPParent slight

j~rovsmnt in diet ocearing 1981 and 19621 and for 1982 the nutritional

status of clinic attendees was higher than that of the general population

_ although this my be due to other characteristics such as education levels.

Another indicator of improved health practices is latrine presence.

Only a few faWU"e in MiuL have latrines (15.5%) asoording to the

- household survey but there is an apparent increas since 1976 when the

student survey reele only 5% of the people with latrines. Of the wmen

- ~quastined in the id-tern surMe, there was no signifcant increase in

the percentage having a lattine at the firt, and last visits.

-When asWe about their coepta of disease causatin and preventions

for die~thee, scabis, and malaria, respondents showed a wide rang* ofr

knowledge, with clinic rspondents generally kmoving scrs. for einspler

46% of clicic respondents attribute diarrha to such caues as cooUa

* msinated food and fIes while only 33% of household respondents claim to

know causation. Sbabies is bianed on dirt, Lae of protective fomos

end 04Wid. fte protio aware of the mosquito vwceor fox mlaria Ls only
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25% in an"&rea with a high frequency of the disease.

In general, peoole know more about disease prevention than causation.

There are no significant differences between clinic and household respondents.

owver, many people indicate incorrect methods, such as vaccinations,

attending hospitals, boiling water, and eating clean foods to prevent

malaria. The need for more health education is evident.

(Additional tables in all these areas are contained in the Annexes).

Finally, family planning is a subject which elicits varied reactions

in Kitui, ranging from m.irth to apprehension and encompassing confusion

and anger. 7O% of the respondents interviewed in their households

have never heard of family planning. Only half of those who have are

Only one
famil~ar with some artificial method. / of the respondents acknowledged

ever using any of the known methods.

Older women report that child spacing was a common practice in the

old days when an additional child was usually disallowed until the

breast-feeding infant was weaned at two years of age. In a polygamous

social set-up, this posed no burden on the husband who did not need

to abstain from sexual relations. In today's monogamous situation

husbands appear less willing to cooperate.

Where cooperation seems present, there is great confusion over the

appropriate method, and fear of the consequences. The communities appear

perplexed by the dichotomous approach in which the Catholic Church and

the Ministry of Realth encourage different methods; the former advocating

only the natural method with its emphasis on the ovulation method through

an affectionate and concerned relationship while the latter stresses the

greater enne and protection offered by the range of artificial contra-

ccptivcs.
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Many people, however, including the mobile clinic nurses have

no real desire to limit their families until they have at least four to

six children. The fertility rate is 8.1 in Kenya and rising, while the

national growth rate is 4%, the highest in the world. (This latter is

somewhat lower in Kitui District, at 3.03).*

Thus, although the mobile clinic program has done very well in

raising MCH coverage in Kitul, the project has not made a very significant

impact on !e i lth knowledge and practices.

4. Growth of Comm ty Particpaion

From observations, interviews and reports, there seems to be

little community participation in identifyinLg health priorities in the

area and in the planning, management and evaluation of the primary health

care program. The only recorded community input is in requesting a

clinic, offering a building, nominating a few people for training,

support from some administrative leaders such as chiefs and sub-chiefs,

and at the clinic sites assisting with cleaning the place.

Nonetheless, community members and leaders who have been involved

with the clinic appear ready to take the next step. Throughout Phase I

they have learned the rationale for the clinics and have accepted the

concept of preventive and promotive measures for improved health.

Although there is vagueness about thc particulars of an expandl2d

community outreach program, through increased training of community

members, through ;rcataor commu---Ity cooperation and through home visiting,

there is a general willingness to participate in such endeavors. The

communities appe&r to be at a take-off point.

* Public Health Officer, Kitui.



Several communities indicated the presence of Locational

DevelcIment Committees. They are headed by the Chief and composed

of Assis ant Chiefs, Headmen, and elected representatives from

each sub-lc ,Jtion. These comittees meet as often as weekly, although

most convene monthly or quarterly. While they do not focus their

attention specifically on health projects, they do encourage support for

a variety of harambee projects which indirectly impact upon the health

status of the community. Such projects as latrines, schools, roads,

dams and other water catchments, tree nurseries, cattle dips, land

terracing, cooperative shambas and health facilities were all reported.

Furthermore, these committees may have subsidiaries which reach

farther down to the grassroots. For example, the members of one of the

villages visited in the Muthale area were eager to participate in health

activities in their village. They identified their already existing

village development committee of twelve members, two of whom are women,

as an appropriate committee to also deal with health matters. However,

they are unsure of what they can do.

These committees could easily be tapped for their potential
involvement in the clinics and their community outreach. At least

two have specifically requested that the clinic teams spend some time

with them in a baraza, in Nigwani and Tulia.

B. ACHrEVEMENT OF PROJECT PURPOSE

1. Impact on Target Population

The mobile clinics have made major stridos toward accomplishing

certain goals set out in the initial project document. The teams have

located receptive and needy communities in remote areas of Kitui District
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and have served them regularly regart Ing child welfare and iimunization

coverage for infants and young children and ante-natal care for

pregnant mothers. They have attempted to extend their impact over time

through the introduction of preventive concepts in health education

lectures.

In ~trms of objectifiable indicators, the teams have established

a confidmce .in the communities regarding health care delivery by appea:ing

at the clinic sites with extraordinary regularity (95%). The protectLve:

care encouraged by the teams thus becomes feasible.

Almost wLthout exception, community leaders welcome the presence

of the clinics, understand their intended purpose and request even more

frequent visits at more sites. It is clear that the mobile teams have

established a good reputation and are meeting a felt need.

Many of the health problems identified in Kitui are major ones,

such as Lck of water and nutrition food supplies, which cannot be

rectified by the clinics. Nonetheless, comiunities express a belief

that health has improved through, for example, the lessening of child-

hood diseases. Unfortunately one can only really measure the immunization

completion rate in the absence of contentiously collected morbidity data.

What has definitely been built up among a large percentage of the

communities is a recognition of the importance of childhood immunizations.

Similarly, there is a general persuasion that mothers and new born infants

are healthier as a result of ante-natal visits.

Theze findings are reinforced by the general survey's inforumition

on existing health facilities and their utilization. Most clinic

reupondenr.s (61.4%) take more than two hours to walk to the clinic.

Many (40.11) would spend 2 to 5 shillings if they took public t r wnpnmt.

This Suggests that the clinics dre p'arceived to $e roliabh2 and af!:aztve.



20.

2. Adquacy of Clinic Services

The services provided at the clinic sites are comprehensive and

well organized. High technical skills are displayed by all the staff

concerned including the drivers. Correct procedures were observed all

the time In the examining clients, taking measurements, giving vaccines

and maintatning the cold chain. Thus the project appears to met the

expressed demands of the community.

3. Extent of Intersectoral Cooperation

As is customary with most projects and agencies, health activities

in Kitui tend to function unilaterally rather than in the ideal

multi-disciplinary fashion. However, particularly nt the locational

level, there are vital signs of multi-sectoral coimunity participation.

Most community leaders interviewed indicated the presence of Locational

Development Committees in their areas, as described earlier.

These multi-purpose development committees at the locational and even

sub-locational levels could form a basis for intersectoral involvement.

These committees can handle matters of health as part of their functions.

4. REcoqnition of Women Leaders

Despite repeated statements in the initial project proposal that

women's groups were well-formed ii YKitui and ready to be tapped for

participation in the mobile clinic project, the teams have made only

sporadic efforts at fulfilling this project purpose. Rarely have women

leaders been asked to participate in joint planning efforts regarding

orsential health fc:'_ _.'r th- =:unitic:. %lthough vcrbal

pronouncements have been made abc-ut thc fact that involvement of woo'-n,

as in training, is an essential ad.junct to the clinic set-up, only a
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few women'have received additional training, whether as up-graded TBA's

or CEW's. The attempts which have been made have been universally well

received, however indicating a need for increased comm'mnt to such

activities on a more intensive basis in Phase II of the project.

C. EVALUATION OF OUTPUTS

1. Mobile Heilth Delivery System

The .Dile clinics have been very successful in increasing coverage.

They are regular and reliable. Only a few clinics have been closed or

changed due to poor attendance. There have been some vehicle problems,

but, on the whole, the mobile health delivery system offered by this

project has been successful.

The main failures in the project have been in the areas of

community involvement, health education, baseline surveys, training of

villagers in health care, and family planning.

2. Baseline Data Surveys

The original promised baseline surveys were never adequately

done, due to a change in project leadership and dependence on medical

students. Bence, there have been difficulties assessing the impact

oi the project on mortality, morbidity and the knowledge, attitudes

and behaviour of the people. Now, with the mid-term survey, and this final

evaluation household survey, there is some data collected which can

serve as baseline data for Phase 11 of the project.
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3. Materni 1/Child Health Care and Disease Prevention

The main services being provided in this area are immunizations,

ante-natal care, nutritional surveillance and health education.

Imunization coverage reveals rapidly increasing use of this

preventive service and the percentage coverage for BCG, polio and

DPT is so h.ch that it must have reduced morbidity due to the diseases

preventable by these vaccines. Immunization coverage is between 65%

and 78% according to the 1982 household survey. This is close to

achieving hard -Immunity and is very good coverage, much better than

the national figures. Of those who are immunized, 40% use the mobile

clinics, 35% use ission-run static facilities and 23% attend

Ministry of Health static facilities.

Ante-natal coverage by the mobile clinics is also quite high.

Of those respondents attending ante-natal clinics, 31% use the mobile

services, 21t use Hission-run static facilities and 48% attend Ministry

of Health clinics.
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Table 4: "U6tilization of Services bx , Mof Delivey Point

I I!I

Mbile Mission I
cliics ,Ministry of I NoStatic Total

Healt Clinicsl Answer p,Clinics g I1*--, ---_ I' , , -~ I I pI III II I I I1
CrC No.1 i No.1 No . .N o. ' I No. t "

I , II
37 39.4 34 36.2 21 122.3 I 2 12.1 94 100(3 1 9 I *i'

ANC 33 , 30.8 22 20.6 1 52 48.6 - - 1107 1100
I III

Source: Household Survey.

The following table shows improvement in all the services since

the beginning of the project, particularly in BCG, DPT, and polio

coverage. The number of visits per woman per preganancy is still too

low, however. Pregnant should be encouraged to visit at least four

times and to return for post-natal care.

Table 5: MCI Coverae byYear (in%)
YEAR

I I I I

Tetanus Toxiod 1 I 19 37.2

9II I
...I _= ,---.---4 - .------ ------.

I = I

Coverage 13 32 29 17406

,III

Plevisits/visits ratio 1.2 1.3 1.6 1.6
Sore Se82Ana RI

JaeSouc 17m-Ana 46e41rt44.
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Nutritional surveillance of both mothers and children has been

undertaken through child weighing and individual conversations about

improved diet.

Health education has already been discussed.

4. Promotive and Curative Services

The proutive aspects of the clinics have alread' been discussed.

Since the clinics are designed to be promrt:.ve, the curative aspects

are deliberately down-played. Of course, no truly sick person is turned

away when medicines are available but common non-serious complaints are

discouraged.

On the other hand, mothers are urged to bring all sick children

aged under 5 to the clinics for diagnosis and treatment. A nurse

examines each child, presents medication, and advises the mother on

proper care and feeding of her children to avoid illness.

(For a comparison of curative vs. preventive services, consult

the table in the Annexes).

5. Training and Instruction for Women's Groups

As indicated earlier, the project has made only beginning efforts

at training women in the communities, whether upgrading the skills of

recognized traditional birth attendants or creating a cadre of co-unity

health workers. The teams acknowlecge this lacuna and L-sist they will

make renewed efforts in a second phase. These efforts will be greatly

facilitated by the requested presence of seconded Ministry of Health

employees.
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The training undertaken to date has largely been resi, ntial

in the team headquarters, spanning two days to three weeks. Many of

the shorter sessions have been followed up with additional training

for the same individuals. The course curriculum has ranged from

being simple and participant-determined to' being quite elaborate.

For exaple, the courses offered in Mutamo by the seconded Public

Health Techd.-cian included discussions on water supplies, refuse

disposal, latrines, rodent control, food storage, personal hygiene,

insect vectors, communicable diseases, mid.ifery and maternal and

child care. A short examination was given at the end with results

ranging from 70% to 90% correct.

There are few returns so far from the workers who have been

trained. Follow-up of these workers is also difficult due to a

shortage of staff. The TBA's, however, appear to have been the most

receptive to skill upgrading. They are accustomed to handling the

health problems of women in the comunity and appear to welcome the

opportunity to add to their knowledge. Those interviewed indicated

that they received no cash remuneration for their services and only

occasionally payment in kind. Hence, they may be considered a precedent

for emulation in inaugurating the planned Mol program for training

volunteer C1' s.

A detailed account of the specific training undertaken by the

teams is given in the Annexes.

6. TrainigorCo nunity Leaders

There has been virtually nc. training of community leaders.

Instead, thore haa b*en contaict with the co-unity loaders in order to

arrpnee for clinic sitcz n r da:za. v.Un coauaLaia-y leatoe.' wlcuA. appear
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of
to welcome barazas or other forms/ additional support, according to

their interviews. Where specific requests have been made (e.g. in

Migwani and Tulia) the teams should make a point of arranging for follow-

up.

D. SUITABILITY OF PRO6ECT INPUTS

1. Personnel

Each clinic team is composed of one team leader, two staff nurses,

four aides and a driver. In Mutumo two of the aides are replaced

on a rotational basis by student nurses from the Mutomo Hospital School

of Nursing. One team also has a Public Health Technician, seconded by

the Ministry of Health. The team leader in every case is an expatriate,

mostly Irish Sisters from Catholic orders. The remaining staff is

Kenyan. All but the drivers and the Mutomo PET are female.

The team leaders are exceptionally well-motivated, conscientious

and enthusiastic about the project. They are diligent and perservering,

determined to adhere to the established nchedule despite occasionally

overwhelming odds. These positive qualities add a unique and essential

dimension to the project but also make it virtually impossible in a

government system.

The staff nurses, trained as Enrolled lidwives, in mcst cases

are skilled in their tasks and personable with their patients. Some are

particularly enthusiastic about their roles as educators. Despite

their current ir.te-est in th. pr-je.t, however, noua prop:scs to zka

it a career. Their ter-s of service range from a few months to two

y~a, a&. mhaun. Tne Luam leaders are trying to encourage a

zinimn co~itnt of n year frc-. now on.
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The aides are often local girls who have a greater stake in

remaining in the community. Thus, their longevity of service tends to

be greater. Furthermore, despite their minimal training, or perhaps

because of it, they often seem to proceed with greater endurance and

enthusiasm.

The student nurses in Hutomo serve twice monthly on a rotational

basis. Not alt of them are goodi but all o2. them are thus exposed to

the principles of coiimity health. Tho.- that show themselves to be

qualified, serious and gifted are usually selected for subsequent full-

time service. With this nursing school the project is assured of

having staff readily available.

The drivers on all teams are full members of the teams. They

participate as needed, weighing babies, registering mothers, and

assisting with other tasks. They are generally the longest serving

team members. As drivers they must contend with the hardships of

rugged roads and are expected to keep their vehicle in condition-for

the figorous safaris. These tasks they perform cheerfully.

This staffing pattern has been adequhtt for the provision of

minimal clinic services but it has not allowed for the establishment of

a community-based system. The conded PHT and Cf per team planned for

in Phase II, if achieved, would enhance the required inputs towards

achieving the project purpose.

2. EgUiement

Drugs are the main item of equipment purchased with the project

budget. Drugs &.e purchased by the te.m leaders -n a' quartrly hneis

from central' stores in Nairobi, usually when the vehicle is being

serviced. There are ito reported iistances of drugpilferage a problem
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frequently associated with government facilities. Supplies have been

regular and adequate, as confirmed by inspection at the clinics.

Other equipment includ&,s office supplies, consumables, furniture

and so on for which the budget has been adequate.

3. Vehicle Operation and Maintenance

The project is equiped with three Landrovers paid for by USAID

funds and a Datsun built-up pickup. The Landrovers have been with the

project since the beginning. A fourth older Landrover was replaced in

June 1982 by the Datsun, a cheaper vehicle, lacking four-wheel drive,

by separate funds collected by CODEL especially for the purpose.

(It is the unanimous opinion of the Mutomo team, whi ch uses it, that it

is not a satisfactory vehicle for the Kitui roads. It is not dependable;

it is not sufficiently durable; and it is doubtful whether it will be

able to navigate the roads in the rainy season without four-wheel drive).

The supervisor utilizes a vehicle borrowed either from the Diocese

or the hospital. Petrol money comes from the project budget.

The longevity of a Landrover is estimated to be about three years;

hence, the three older ones will undoubtedly need to be replaced during

Phase I. The Datsun also will have to be changed for a Landrover.

4. Travel and Allowances

The clinic staffs general!,- appreciate their roles and feel they

are being justly compensated for their work. The staff nurses receive
(Shs. 200/-)

an additional monthly bonus / above their salary (coummensurato

with Ministry of Health salaries) for their saftri work. Whit they do

not have is any ranking in the cystr= due to longevity of work.



29.

application has been made through the Kenya Catholic Secretariat for this

privilege.

The major complaint lodged refers to the length of the working day

accompanied by the tiring safaris. The average safari taken four days

weekly involves travel ranging from thirty menutes to ninety minutes

each way over bumpy roads. More important, the teams take no mid-day

break. Once they arrive at a clinic site and begin serving their patients,

they feel compelled to continue working untA.l all patients have been seen.

The staffs' diligence and willingness is to be commended. They are

right to argue that it would be unfair to halt their work when the

women waiting have come long distances anI themselves have no access

14 1 tz raftreshment. !ionetless, particularly in the hot weather, the

nurses .nd their aides are rendered less effective due to thirst,

hunger and fatigue. Once the clinic ends, the staffs are tired and

eager to return home when they might be able to contribute addItional

time toward ic-mmunity work.

S. Local Resources

The vaccines for immunizations are the main item provided locally

by non-USAID funds. These are supplied by tha Ministry of Health.

As with drugs, the supply has baen regular ,n' .idoquato for the most

part. Once again, there has boon no oilforago dluo to the project's

careful monitoring of nimOplit-i.

Additionally the D)ocnia contributes some staff housing, offices,

stores, and pardiems for Nairobi stays, amcngst ,rthrn.
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6. CODEL Funding Su ort

In addition to the USAID grant monies channelled through CODEL and

the local resource contributions made by the MOB and the Catholic

Diocese, as itemized, CODEL has occasionally provided supplementary

funds. The new Datsun replacement vehicle, for example, was purchased

by supplementary funds generated by CODEL.

E. COST OF SI.VICES

Although an excessively quantitative economic analysis is difficult

to perform on a so-called "soft" project such as this one in the social

sector, an effort will nevertheless be made to determine the costs

of the services per beneficiary and to analyze the cost-effectiveness of the

project.

The cost assessment must include salaries of personnel, travel

and subsistance, depreciation of capital expenditure, administrative and

office support, and all materials and supplies used. Effectiveness of

the services may be measured in terms of the number of users of all the

services provided.

In order for a project like this to be cost-effective, given the

coherent expenses involved in operating mobile clinics, the potential

target population must be sufficiently tapped.

The potetial benefits of this health project include: reduced

mortality, especially amongs- newborns, infants and young children;

decreased time and money spent on care of the sick; fewer absences

from school and work; imprvea attitudes toward child spacing and

family limitation; reduced suf&ering and anxiety: and general imorove-

met in aLtitude' towards develr:ment, both for oneself and for the
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community at large. To impute these benefits in monetary terms is

at best a difficult exercise, if not a false one, jr for example,

attempting to calculate the financial value of the gained wok potential

through better health, at the current wage for agricultural labor.

Hence, the analysis concentrates on cost-effectiveness rather than

cost-benefit parametcrs.

The P-n .vsis that follows is based on the costs and activities

of a one-year period, July 1, 1981 to June 30, 1982. The first

table sunarizes the cost of services by team areas and by items

of expenditure:



Table 6: Cost of Services (July 1981 - June 1982) : Expenditures (Shs)
----------------------------------------- -- ----- ---

I HealtI Medical I
Team Salaries Trzasport JEquipment I I II Educationt, Supplies Total vaccines New Total-I

'a I-- ------------.---- 7r---a-----------.-----------.----------- ----------

KIIana 6893 I II 65

' 8869 92 71.2074 16,057.10152,15 , 188,775.10
---- -- 4--- -4- -u ------- - -- ;--------

8034.4 33,209.75 10.0 :5,168 145,775.55 70.0 182,976.8
------------------- --------- -

Nttu 85,087 51,600.05 3,236.90 11428.55 -3,6.5216,413.25 2,632.40 212,172.70
S---------------17317------ - --......------

Hutowo j 80,313 57,567.45 2,869.00 J9?71.20 18,794.10 6,131.75 212,?70.55
----- --, ,-------------.......----------..... L----.......... ..........

ai, I, . . . .IIIi , I I
342,673.40 1 190,027.25 ! 97,505.30 0959.60 810.75 693,620.10 2 .85 796,695.95~a .I a a

..-------------------- --- ..---......-----L..----------

Source; Project Expenditure Records.

6 N.B. The expenses incurred centrally are divided into four and added to each team's total (Shs.30,225.55).

The next table summarizes the cost of the vaccines used by the teams;:

t,



T1xble 7a Cost of Vaccines (July 81 - June 1962) (KShs
3

--- - --- - -- - -r - - - - - - -- - - -
Nuu Huthale .Kimangao i. Nutomo Total

acno Cot "--Cosz Nor -o- N---o. cost No.- Cost--

--- 1.-j~-------- ----- 1' I..: - ------
1.80-s-.80627 1128.0 1932 3477.6p 2000 3599.40 1676 3016.80 6235 1;223.

POliO 0.02 2694* 53.9 6915 1380 5291 105.85 6264 125.30 2;164 432.30

-~ -- 0.02-12-94-

D*PW 0.28 2878 80 6622 5276 1477. 5434 1521.55 29210 5658.90

1 !
--- - ------- -- - - ------- -- ----

DCG 0.27 1325 357.7 3096 836 2315 625.30 2624 708.50 9361 2527.55

T.t...u Tooi'0.3212424 I5. 8I

TetJnus Toxod 0.34 286. 2087 709.60 1721 585.15 2234 759.60 6884 2340.60

-- ..... -- 
- -------- ----

--Total 2.71 8366 2632.4 20652 17015.7d 0 4 6393 1823216131.75 638-94 22182.251

Source: MOH Figures and Semi-Annual Reports.

Finally there Is a calculation of the number of users (beneficiaries) of the varlous servicect

w
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Table 8: Number of Users (_enefciaxes) (July.81 - June 82)

(1st Visits Only)

iiB B" Boo' To
Service Nuu I Muthale I Kimangao Mutomo Total' I I B 'tI I I B B

I B I I I

I Curative ;520 64385 636 !P07 '22,848B I I B I .. . .. .

I'I ______________oIo -
IBCG ;325 3096 22 6 3525 B 10,072

B II I '

B II B BI

ANC (New) B187 ;274 63: 7884

B I I -
Health Edu-4 I
cation B BI,-BB309 917

B Seminars 150 458 3 9
o-,- - -B __ L .t _____________ _ I

l B I

Training 23 60 10 4 97
I Bl I
B I B

I TOTAL 605 12273 7,109 1 3.1 41,818III I ,

Source: Semi-Annual Reports.

On the basis of the preceding figures, the annual cost per

beneficiary is calculated by team area and as an average, as follows:

Cost-Effectiveness by Team Areas (Varcine Cost Included)

188,775.10 (total costs)
KiJmagao .a_ 7109 (users) Sha. 26.55 per beneficiary.

tuthale: 182,976.80 - Shs.14.90 per beneficiary.
12,273

Nuu: 212,172.70 - Shs. 32.10 per beneficiay.

6,605

Muto 212,770.55 = Sh .13.40 par beneficiary.

15,831

Total: 796,95.95 Shs. 19.05 per beneficiary
41,818
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These figuresare higher than those calculated by the project staffs in

their Semi-Annual Reports. Their figures indicated costs ranging

between Shs.5.80 and Shs.13.60 per patient during the project period.

However, the project staff took as their denominator the total

number of imnmizations plus the number of curative visits. Thus,

the cost actually computed was the cost er-visit, not the costper

beneficiary,with many beneficiaries having at least one re-visit during

the report pa.rrod. In this report -the number of users, limited to

first visits in the year wherever possible, is taken as the denominator.

Additionally, the project staffs omitted to add the cost of vaccines

in the numerator, a major item of expenditure, because these were ., 'J

supplied by the Ministry of Health. This error was noted by Dr. Mris' 

in the Mid-Term Evaluation. When these errors are corrected, the cost v

per person is still quite low, at Shs.19.05 per person.

Comparison with Ministry of Health costs indicates that the services

provided by the project's mobile team are relatively cheap. Two of

Kenya's better Rural Health Training Centers (RUTC), located outside

of Kitui, can be taken for compariwn. Tiwi RHTC has a calculated

cost-effectiveness of Shs.120/00 per person while Haragua RHTC's services

cost Shs.43/70 per person because it serves more people. These figures

are lopr than the budgeted national average of Shz. 97/30 per patient

based on costs of Shs.5,700,0O0 to cover 58,000 patiants Ln each center.

Another comparison can be =.de for inmuniz4tion, coverage only from

a typical Rural laalth Unit Headquarters (Health Centre), as follows:
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Annual Cost of cal Health Centre (tHu Beadquarters)

(With Curative and MCE/FP Services including I munizations)

Total Cost Shs.510,000

Immunization Program

Depreciation of vehicles
and other Equipment 67,000

Vaccines 34,200

Other supplies 4,080

Adminstrati ,a costs 102,000
(20% of total)

Shs. 207,280

(Source: Report on KEPI 1978).

If 6000 children are immunized fully, then the c per fully immunized

child is:

Shs. 207,280 - Sh. 35 per child.

6,000

This is a minimum cost as the numbers rarely reach so many.

The mobile teams' cost-effectiveness diminishes considerably

when the figures are analyzed more closely, however. For example,

because measles coverage and thus completed ixmunlzation coverage is

fairly low compared with coverage of the earlier .childhood immunizations,

due to the age at when it is given (after 8 months), the cost per recipient

is much %higher as follows: (by team area)

M4uthale Shs. 76/60 per patient

Kimangao Shs. 79/30 per patient

Mutomo Shs.132/80 per rntient

Nuu Shu.290/20 per patient.
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Another expensive service is health education, calculated to cost

Shs.151/20 per person reached. This compares poorly to the Ministry

estimates of Shs.37/60 per person contacted. Part of the reason for

this ridiculously high figure is the lack of records of the number of

people reatched by the teams wi'h health education and related activities,;

however.

If tiese latter numbers, of village trainees and audiences at
are

health education sessions, / added to the figures for service recipients,

tho overall cost-effectiveness of the project increaseaas the denominator

becomes larger. The higher the attendance at clinic sessions, the lower

be-
will7the cost per beneficiary.

One way to ensure this is to visit the site with utmost regularity

in order that potential beneficiaries can develop a trust in the system,

which the clinic teams have done. The second is to extend the clinic's

influence into the community, leaving behind a legacy of increased

awareness and trained community members, an effort which will need to

be emphasized in PhaL- II of the project.

it can be noted that the MOH will certainly never be able to

operate this system as efficiently, with the same dedication and

regularity. As a result the mobile clinic costs will increase per user

and the user numbers will undoubtedly decrease. It must thus be hoped

that, by including seconded MCE employees on the temme to allow greater

community outreach, sufficient CNW's can be trained to permit

transference of many of the mobile teams' activities onto them. At such

time, the mobile teams may be able to reduce their travel.

In conclusion, this primary health care program is cost-effective

if administered by the Diocese of Fitu±. Under the Ministry of Health,

however, it is predicted ihat the costs p.er beneficiary will ri." to
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umacceptable lavels because the number of beneficiaries is likely to

fall. us, the MDR may not be able to afford the project as it is.

it =ay therefore be better to work with the community members to devise

a ucheme.eby they can meet some of the costs, as is done in several..

other health projects elsewhere in Kenya. Each user would need to pay

only Shs.20.O0 per year. If this is too high, they could begin by paying

Sho.lO.0 per year. This can be discussed with community members as

tJYare bat able to judge what they can afford. The project so

favmulated would stand a better chance of success than the planned

plete transferral to the MOB.

In the log run, the MO should be able to supply personnel and

perhaps vehicles but the operation of the vehicles, the supervision

of the staff and the community-based health care activities would be

==6 successful in the hands of Diocesan staff. The project is simply

not replicable by the Ministry of Health.

F. COMPLANCE WITH GRANT rRoVISI0NS

Complianca with the provision of the Operating Program Grant

authorizing funding of the project has been good. Reports have been

mt in rielably twice annually. The budget has not been overspent

and no expeneiture has been disallowed. In fact, the funding period

has been extad by six months to March 31, 1983 since not all of the

orLiginal gra== ney was obligated by the end of the three-year project

period.
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V. C0NCLUSIONS AND REM0MMMTI0N

A. PEASE I

1.

The Catholic Diocese in Kitui. District has managed to keep four

mobile health teams operational in a place where most teams would be

defeated by logistical problems involving rehicle maintenance and drug

supplies. The Diocese, through its dedicated health staff, has

successfully brought primary health care services to remote areas of

Kitui District formerly unreached by modern health services. In the

last three years the project has shown progress in meeting most of its

objectives including reduction in actual and perceived morbidity and

mortality rates, in imparting health education on topics of commity

interest, and in meeting health needs of expectant women and children

under five years of age. As such, the Diocese is to be commended and

the project can be considered a success.

Nonetheless, there are areas of weakness. One was the failure

to collect sufficient baseline data against which the impact of the teams

on the health of the affected comunities could be masured. Furthermore,

it was expected that the project would be co..unity-based when it turned

out to be mainly clinic-based. While this may also be considered a

failure, it is realized that more time and more staff are required for

adequate co~runity outreach.

Efforts and resources must now be diracted towards sensitizing

tb* comunities to what they are capable of doing to solve mariv of their

own health proble"s. Ouly Lhis can provide & l"sting solution to

these communities. Until this has changed, the program will r.:.main

li Uted to and dependent upon external support and cannot be called
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Primary aalth Care in the sense of the AIMa Ata Declaration.

2. Recmndarions

1. R %R AT CPE1 BUDGET

Th proaft should be refunded for a second three-year phase

an accruea of the vital services it provides to remote areas.

(13 The number of clinics should remain at 16 per team.

Although there are repeated requests for more clinic

si , no new ones should be added.

(21 Ci ic sites should be phased into the MOH's planned

intrigrated system.as soon as possible.

M. MAXIZ CST-EFFECIVENESS THROUGS INCREASED _cOM TY COVERAGE

WUwrever feasible, efforts should be mado to increase attendance

at the clinics through barazas in order to increase cost-effectiveness

nd auaIL ze m=nunity coverage.

CU Each *-eam should write up its clinic format, using

tiin-and-motion study techniques, to determine the

optium use of available space and personnel and to

detrr.ine the desirability of an integrated approach.

(W3 Clinic staff should spend more time with individuals

daring the clinic if time is ,-v ilable.

Ma time must always be given to high risk clients.
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111. SEEK MOB SEMNDED EMPLOYEES IMMEDIATELY

Every effort should be made to arrange for the secondment of MOB

employees to each team as soon as possiblq1 preferably both a PET and a

CN, to allow for comunity work.

(1) These eployees should travel out with the teams, at least

in the initial stages.

(2) Th~y may.need to be rotated amnst the teams on a three-or

six-monthly basis until a full complement is seconded.

(3) Participation of MOB staff within reach of clinic sites,

e.g. Family Bealth Field Educators, should be encouraged.

(4) The project supervisor should be relieved from being in

charge of the Mutomo team and should be more responsible

for the personnel working on the czmrnity-based and

evaluation aspects of the program.

IV. INCASE COQWIITY INVOLVEMENT THROUGH DIALOGUE

Several suggested methods may help the teams to increase their

community impact and thus render the project more community-based.

(1) Seconded employees should be used as they become

available for community sensitization, training, home visitingr,

community diagnosis and mcitoring of imact.

(2) Teams should devise a rchedule each six mc-ths for

community outreach to be approved by t-he term leed,=- and

conveyed to the p-o-:Jot c-pcr-±r fr fcncur-fnco.
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(3) The AHREF guideline "Bow to Start a Commrity-based

Bealth Care System" should be consulted. (See Annexes).

(4) Regular comunity seminars should be organized to

enhance sensitization and mobilization of the community.

(5) Zve y year all members of the staff should spend saew

ti in the communities to enhance their understanding

and foster dialogue.

V. EXPA W T!=U _.IONLIZE TRAINING EFFORS

T original project mandate should be addressed in a more

thorough %munae, especially as additional personnel become available.

(1) More c-munity members, especially women, should be

recruitod for training as CW's (VHW's).

(2) Training should take place in the community as much as

poesible rather than at the clinic headquarters once

the new personnel have become familiar with the

procedures.

(3) more TM's should be upgraded in accordance with the

MO's training format.

(4) The psycho-social method should be used more intensively.

(5) As TBA's and CHW's are trained, these individuals can
0

accompany staff members in comunity work in order to

help out, to learn more and to familiarize the communities

with their new rcles. They can also helIp at HCH c!inics

A=4 Parlb ,ups rapl",Ca thi C! ;,ic AIA.L1
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(6) Fridays should continue to be used for additional

community outreach and training according to a definite

schedule.

VI. COORDMIAE WITH OTHER SECTORS

The goal of intarsectoral cooperation -for development activities

should be ad.ressed for the benefit of all.

(1) Joint involvement with other dcVmlopmnt officials and

govrnment administrative and extension personnel should be

actively sought.

(2) Possibilities for liaising with Locational Development

Coittees and their subsidiaries should be explored.

VIZ. CONTNUE SEMI-ANNAL STAFF TRAINING SEMINARS

These sessions are excellent for morale, cxrss-fertLlization and

sJull upgrading and will be especially useful during the transition

period.

(1) MDR officials and prospective staff should be included

whenever possible.

(2) Discussions on new approac. .;s to community dialogue, the

transition to MDR control and self-evaluation should be

emphasized.

VIXII EWAND FAMILY PLANNING ACTIVITIES

The Catholic stance supporting natural family planning through

the ovulation method is acknowledged but the teams are encouraged to

discusS more broadly thb ratiunale behind FP. They may then indlrcnro

to their clienits where sorvic.2s are providod.
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(3) Mn are to be included to ensure that their cooperation is

enlisted.

(2) The Mutomo Hospital program is to be continued to allow

the training of conitted users of th. natural method in

t chniques of teaching others.

(3) 72w MDR FiFE's should be enlisted to participate with the

mobile teams to allow greater coverage and exposure to

mi .ficial contraceptive methods.

IM EHPRIZE SELF-EVALUATION

Stea should become much more involved with evaluative

mechanism for their project. They should be responsible for all mid-

term evalaaatins with only a final Phase II evaluation performed by

outsiderx.

(1) The forms should be altered according to the recommendations

in Section V (B) to allow for easier and more relevant data-

gathering.

(23 -he Semi-Annual Reports should include additionally:

(a) Status reports on integration with MOH.

(b) Detailed descriptions of haalth education and training.

Cc) Summaries from cumulative CW master charts and ANC

visits.

(d) Bouth statistics, with hospital and clinic-based

morbidity figures.

(3) Ma.r thought needs to be put into how the CHW's can replace

t mobile services completaly since they cannot give

iunirations. The vervicca a7 hava to bo an approp, aLw

=!.xrc! c, c4a uiZ t:uuty-based nealth care

5WV1 cq*.
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X. INTEGRATE WITH PDH

As the mobile clinic project is scheduled to be integrated with

the MOB project in Kitui by the end of 1986, this transition should

begin as soon as possible, with the caveats outlined in Section V. B.

taken into consideration.

(1) One mobile team should be phase'-over completely as a pilot

e:"fort, perhaps the Muthale team.*

(2) MOH employees at all levels should become involved with the

Diocesan project.

(3) The coordination of the project should be shifted to the

District Public Health Nurse or her delegate. She would

understudy the current project supervisor in a transition

phase.

(4) Consideration should be given to locating other-means of

financing the services in the future, such as user contributions,

and to granting a Phase III grace period of additional fun s

to ease the transition.

(5) The Catholic Diocese should be encouraged to remain involved

with the underservel people of Kitui even after the MOH

absorbs the major :spects of the project due to their proven

capailitiae and moral commitment.
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B. PHASE II

Phase I of the Kitui PHC project is drawing to a close.

The extended fin l deadline for the disbursement of the initial

$413,000 SAID grant is March 31, 1983. The Diocese wants the project

to be refunded for a second three-year period, to allow the initial

accomplish1its of the outreach effort t6 be solidified and to permit

the gradual assution of the responsibility for extended primary health

care in KitL' District by the Ministry of Health as part of the

Integrated Rural Health Project to be funded by USAID.

This latter project is intended to establish a more effective

primary health care delivery system meeting the needs of up to 70%

of the population in Kitui District. Government and non-government

health providers will be integrated into a comprehensive system

offering curative, preventive and promotive care. These health

activities ill be coordinated to the greatest possible extent with

other development activities in Kitli.

Thus, during Phase I, the Diocese is conmitted to continuing

the implemantation of the project according to the basic principles

of primary health care as recocinded by the World Health Organization.

Tb do this, the project Rust: be shaped around the life patterns of the

comnity; be an integral but peripheral part of the National Health

Care Systemi be integrated with other community development activities;

involve the ccmlity in its planning and implementation through a

continuous dialogue with the community and with reliance on available

resources within the comunity; be within a cost that the counry can

afford at every stage of its development; be integr-ted in appr-".

providing curative, preventive and promotive services: and provide

health intervention at the most peripheral level possible.
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Phase II must now build upon the foundatim already laid to

bring about more effective community participatio and the involvement

of other sectors, as they seek to provide primLt health care services.

It is encouraging that in Phase II there vd_.l be emphasis on

health education and family planning, by the natual method. The Phase

I document a elo indicates that some home visiting and training of

comunity or village health workers will be dome. These activities must

be planned for and carried out systematically, an this should appear so

in the Phase II document. Some system must be danmloped for the

initiation of the community-based aspect of the pzvgram which can be

modified as situations demand in different areas.

With the planned additional two members off staff per team,

a Commity Nurse and a Public Health Technician,. joined by the data

collection aide already hired per team, the commwty-based work and

data collection can be done in a more systematic menner. This work.

should include:

- Sensitizing the communities to an inzis es that they

can take some responsibilities in loocking after their

health.

- Facilitating community organizations which would enable such

participation (e.g. formation of health committees).

- Initiating the selection of village hemath workers by the

villagers.

- Training CEW's and TBA's.
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- Carrying out regular community diagnosis exercises

and keeping records of relevant data under the guidance

of the project coordinator. This data would involve

the community as much as possible and any results of

analysis would be discussed with the villagers.

- Carrying out transectoral discussions and Liaising

with government and non-government extension workers

and other administrative of.!icials.

- Carrying out most of the health education and school

health activities.

If the full complement of these employees is not £. "-Lately seconded, those

available can rotate amongst the team&.

2. Integration with Ministry of Health

Phase 11 of the pzoject is defined in terms of gradual absorption

into the expanded Ministry of Health Integrated Rural Health Project

for Kitui scheduled to begin in 1983 and extend with USAID funding for a

-Ini- of six years in two tranches of three years each. The MOH .

has indicated verbally a willingness to absorb the current PHC project

due to thei recognition of its usefulness.

The cnly actual step taken to date, however, to ease the transition

has been the secor~nent of a Public Halth Technician to one team, based

in 11tomo. This individual has been treined and supported y the

Ministry of Bealth. He utilizes the team's mobile facility to extend its

outreach in its catchment .'-p.. Tho it.-ition is Lo give the esnloy.ee

a fatliarity with the operation of a mobile service, to extad the clinLc
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tean's impact beyond the clinic site, and to. increase the cost-benefit

ratio of the project by adding an extra dimension of service to the

costliest aspect of the project.

Cactain reservations must be offered regarding this plan. Without

exception rwspondents expressed a concern regarding the feasibility of

this trmition. Most would prefer to continue to have the clinics

operated by the Diocese, finding the personnel dedicated and reliable.

MW employees are not perceived to be so hard-working and consciantiou.

it should also be noted that the supervision available for these

mobile wam imembers is impossible to achieve in the public sector because

of the ultiplicity of their responsibilities. Likewise, assuming that

the Ministry intends to maintain a certain mobile capability, reservation

most be offered vid a via the reliability which can be anticipated.

Most reIpondents acknowledged that MOH vehicles are frequently inoperative

due to meded repairs and/or shortage of petrol.

m Integrated Rural Health Plan intends to rectify these

vehicle Voblems by developing garage facilities in each headquarters

wbere vehicles are based. Petrol shortages should be eliminated,

at least early on when adequate resources are available, unless the GOK

decAdes to restrict petrol imports even more. (In such a case,

even ths Catholic Diocese vehicles would suffer).

m reservations were expressed by community mambers, Diocese

staff, d Ministry of Health personnel alike at several levels.

IonethelAws, the gradual absorption of the primary health care system

by the i s already planned as an integral part of the project's

second phase. Although no concrete talks Mve as yet been held involving

al thris parties, the Ministry of Health. USAID and the Catholic Diocese

in KituL, the proposed scenario of transition involves the takeover of o no
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clinic by the Ministry in 1984 followed by the assumptici of responsi-

bility for the other three at six-month intervals.

The transition towards integration will be eased comsiderably if

the following suggested steps are token at the appropriate timr:

Year 1:

(a) Integration with the NOH should begin in January 1983, by the

m assiyning staff to take part in the program at all levels,

even if on a part-time basis.

(b) The semi-annual senior staff workshops should be attended by the

District Public Health Nurse, the District Public Health Officer,

the District Health Education Officer, the District Development

Officer, the Community Developmant Officer and the Medical Officer,

if he is available.

(c) At least four additional staff members should be assigned to work

with the teams. They should be Public Health Technicians or

Community Nurses, preferably assigned in pairs. These staff

members would start the coumwuity-based work, under supervision.

Year 2:

(a) The coordination of the project should be transferred to the

District Public Bealth Nurse, or to whcmever she may delegate

the responsibility. She would understudy the present project

supervisor of the project.

(b) The complete trr.sfer of tht4 Muthale team and its catchment area

to the MOH should be made.



(c) At least three more members of staff should be added to the

program from the MOB apart from the Muthale team. These three

would join the previous five in enhancing community-based work

in the Nuu, Mutomo and Kimangao areas.

Year 3:

(a) The wors of all the teamssabould be evaluated to establish any

problems that would affect the complete transfer of the other

teams to the MOB.

(b) The Mutomo team and its catchment area should be tranferred to the

MOH if the accompanying static facilities are ready. (The Nuu and

Kimangao teams will have to wait until the 1986-89 phase according

to the information available).

In fact, as the integrated program expects to cover only three

divisions (Near North, Eastern and Southern) in six years, it may be

more realistic to expect that only the Muthale team could be taken over

in the first three project' years, i.e. during Phase II of the mobile

clinic project. The next two teams, in Nuu and Mutomo, would be taken

over in the second phase (1986-89). If this is anticipated in time,

we advise that funds be sought for a Phase III of the current project

to allow a smooth and successful takeuvc-. It would be disastrous if the

project stopped abruptly at the en of Phase II without replacement.

It should also be noted that the Diocese health delivery system is

actually the bst suited for the work required by the communities.

Thus, although the transfer to the MOH is desirable, it is clear from

the experiences during Phase : and from other GoK ministries that it

may be a very dLfficult yvt*em for the 10Hl tc run. .oro arc co~C

reasons for this:
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Cl) The program is transport intensive. This makes it both

expensive and often unreliable since the maintenance of

Government vehicles in peripheral facilities is usually

ixneffLcient. Although the new maintenance system proposed in

the integrated program may sokve this problem completely,

te mobile system would still be difficult to run without

mctbrnal aid.

(2) The present project coordination and supervision work is done

toWally by expatriate, missionary, full-time, well-trained

senior personnel. Similarly trained local personnel in

mnough numbers to assign to the working teams full time cannot

be realized in the next six years. Even if some are found,

they will have many other responsibilities, family and professional;

bence, the level of commitment to the project will be lower than

that provided now. Thus the program is unlikely to be run with

sufficient efficiency to ensure a reasonable level of cost-

effectiveness.

FOr these reasons, the Diocese's continued participation in the project

after the E)B takeover is desirable. Discussion with the MOH should

take this into account and an acceptable mix of responsibilities and

resources should be worked out.
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3. Evaluation Methodology

a. Relevance of Mid-Term Evaluation Technigues

The evaluations, both internal and external, during Phase I, have

proved unsatisfactory for a number of reasons. Consistent and comparable

data has not been available from the inception of the project Uhen

inadequate baseline data was collected. The only initial information

for measurement was provided by two separate studies conducted by medical

students from the University of Nairobi in 1976 and 1978. This data

was not specifically correlative to the whole project area as they covered

only two sub-locations each time.

A first evaluation, conducted in 1980, was considered unacceptable

by USAID because it too failed to provide sufficient quantitative

measurements. A second mid-term evaluation, prepared in 1981, attempted

to correct this lack by generating the requisite data. Furthermore,

this latter evaluation instituted a data-gathering system to provide

continuously available information for on-going project monitoring.

The final evalu&tion team is "nfortunately not fully satisfied

with the new system for the following reasons:

(a) It concentrates on a highly selected population which may differ

from the reference population in a number of ways.

(b) The data is collected by service providers who may, even

unknowingly, bias the responses.

(c) The study population is transient and the period of study is therefore

not long enough for changes to occur in the indicators of health

being mssurod (e.g. diet, latrine presence and quantity of water

used) in response to ;Iealth education.
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(d) The important data on the supplementary data collection

forms can be recorded on the relevant WCH forms for all

users and hence the users of MCH clinics can still be

followed up (e.g. child measurements, important illnesses,

visit,
gestation at first ANC/ number of attendances per pregnancy,

outcome of pregnancy, post-natal visit, capletod

iumunizatLon).

(e) It is not enough to focus on 4sers only since the project

aims at a lasting change within the comnunity.

(M) The service teams did not seem to understand the reasons

for te supplementary information neither were they able to

use it for self-evaluation.

Nonetheless, the teams are encouraged to tabulate the data collected

in the survey in the manner utilized in this evaluation in order to retain

it a.; part of the baseline data for Phase II against which future changes

can be measured.

b. _vised Techniues of Data Collection for Phase I1

The main objectives for evaluation and monitoring of a project are:

(1) to provide a diagnosis of the main health problems in the target

co unity and factors determining these problems;

(2) to form a basis for planning, organization and implementation,

(3) to provide feedback to service providers and to the community

served regarding tho inputs, the outcomes and the impact of tha

service: prc:idd ar_'

(4) to oxpose iplerentation approach** that may ncod mdifcatic.n.



The baseline surveys, semi-annual reports, mid- term evaluation

reports and the present evaluation all have provided very useful data

that will determine the management of Phase II of the project.

The main consumers of these reports should be the service

planners, providers and the coamunity served. Thus, the data to be

collected either continuously or by periodic surveys must be the minimum

required. It is to be noted that this is a service project, not a

research one, and hence there are limits to the amount of data collection

that is possible.

Zie service system should thus be able to collect most of the

data for its own evaluation; external evaluators should only be needed

to validate the data collected and further analyse them. There is great

value in self-monitoring by the teams and in self-diagnosis by the

community. If this is mutually understood, then data collection becomes

a joy, not a burden.

It is thus proposed that a simple monitoring system be instituted

wbereby a few selected indicators can be gathered regularly by the teams

themselves with a more comprehensive evaluation completed at the end of

Phase 11 by external evaluators. These indicators are:

(1) Infant Mortality

(2) Morbidity

Scabies
Chronic cough
Sore eyes
Nutritional status.
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(3) Health-ractices

Child feeding and weaning
Latrines
Water source and distance.

Health commi ttees
Number of matngs
Couposition
Resolutions

Contributions
Cash
Kind

Joint meetings/workshons

(5) Attnment of Puose

Number of services
Preventive
Promotive
Curative

Coverage
Ante-natal
First visit (when)
Number of visits per pregnancy
Child welfare
BCG
Measles
Completed immunization

Scope/Quality of services.
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(6)

Regularity

Health education
Number of sessions
Recipients
Topics

Training of women
Who
How many
When
Where
Curriculum
Method of traininj.

Two main aspects should be monitored, project impact and project

implementation. Samples must be taken from both the service users and the

general community, for clinic respondents would be expected to be a

selected group from the community. This was confirmed by this final

evaluation, where clinic respondents in the general survey were found to

be younger mothers with fewer children and with a higher level of educat.on

than the general household respondents.

Clinic-based data collction should. continu& as. in Phase .1.

No additional information sheet is required. All the information

required will be recorded in or on individual clinic cards (ANC and CW),

master clinic cards, clinic registers and staff notebooks and diaries.

The data collected through these means will monitor ante-natal and child

welfare serv!ces, health education, family planning and curative services.

Summaries of these data should be presented in the semi-annual reports

along with utilization patterns and cost-effectiveness.
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To clarify, ante-natal and child welfare information can be

gleaned from the individual cards but the information should be retained

by the tea-m in a register (see Dr. Mrris Report, p. 73). The ANC card

and register should also show the outcome of pregnancy, the date of the

post-natal check-up,and the condition of the mother and child.

Brief information on the morbidity experience of children should be

recorded in the "Notes" section of the C$ card. The smallpox item should

be removed from the cards. The weight of ea,:h child should also be plotted

on the master chart for monthly analysis regarding overall nutritional

status, uccozding to the Harvard weight-for-age standard. Summary

immunization information should be entered into the u-mmry Charts I

and IT- !, in Phase I, with completed immunizations indicated also.*

A limited amount of hospital data should be collected lor comparative

purposes, with recognition of its limitations. Hospital register procedures

may need to be modified slightly to allow tabulation of the following:

Calculation of Coverage

The teams have experienced considerable problems with this.

The inherent problems with determining the numerator and denominator

for the calculations is noted and the simplest method, understood by the

teams, would be the bost.

It is suggested:

(a) That the denominator be considered as the target group

.Jor the year based on Crude Birth Rate (CBR) and Infant

Mortality Rate (XIMR).

(b) That the numerator be the number of vaccinations for each

type in children under one__yar.

These should be culculated only once a year, in December.
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(1) Pediatric admission

- Age

- Sex

- Location (or sub-location)

- Diagnosis at discharge/death.

(2) MC/Delivery admissions

- Age

- Clinic site

- Risk/non-risk

- Method of delivery

- Outcome .

For health education, the following information should be recorded

in a register by clinic: the date of the talk, the topic covered, the number

of attendants and the length of the discussion. For family planning, the

Ministry of Health record system should be adopted with a register

as
maintained by the team as well/giving the following details about each

client: age, sex, maizdtal status, parity, education, occupation,

church affiliation, method of family planning, dates of first and other

visits, and any comments. Information on curative services should be

kept in a register by clinic and diagnosis, available for semi-annual

analysis and reporting. All these figures can then be tallied monthly

for entry into the clinic sumary sheet.

With regard to community-based data, the following records should

be maintaineds

(1) Number of contacts with the community, including the number
of meetings, with whom and for what. purpose, and the number
.of people attending.
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(2) Number of VHW's trained by area and month (Goal

150 per team per year).

- Length of training
- Topics covered
- Attendees' demographic characteristics
- Evaluation of training.

(3) Number of health committees formed
(Goal: 70 per team per year if at the village level).

(4) Number of projects initiated and by type.

(a) Number of households visited by month and clinic area

- Ratio of 2nd (12-24 months) year olds seen
during the month with completed immunization or

BCG scar.
- Ratio of households with a usable latrine
- Aumber of babies born in the houschold in the j;st

six months (confirm by date), a-nd number of

babies who died in the report period by age of

death.
- Ratio of children under 2 with:

- Scabies/fungal infection

- Eye-infection, at the time of visit
- Chronic cough (more than 3 weeks)

- Ratio of children under 2 with arm circumference

of less than 13.

(See Home Visiting Form in Annexes)

on the basis -if this information, the coverage by

completed immunizations (or measles), the prevalence

of latrines, the percentage of malnourished children,

prevalence of morbidity indicators, and the infant

mortality rate can be calculated.
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(6) Number of schools visited.

- Topics covered

- Number of attendees
- Ratio of various classes with scabies (choosing

classes 1 - 4 randoly)

- Other comments.

(7) Number of sessions devoted to Family Planning

i Topics covered
- Number of attendees and demographic characteristics

- Number of contacts (Goal: 20 per month)

- Number of acceptors.

(8) List of accomplished talks by months.

(9) Record of community contributions to the project

in cash or kind (e.g. money, leadership, housing).

(10) Record of reports from CHW's, VHC's and 
TEA's

showing their activities.

It is suggested that these records be maintained together in a looseleaf

notebook for easy reference. The findings should be reported every six-

months and discussed with the communities.

Progress in handing over the project should be summarized every six

months in the reports. Discussion of problems and progress among staff

and with the community should be recorded. Project expenditure records

should be kept as in Phase I and tired to calculate cost - effectivene s s .
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In addition to this continu~u&- data collection by all team

members, it is suggested that a yearly survey be conducted in each

area by the community-focused personnel, i.e. the PUT and M per team

assisted by the additional aide and supervised by the project coordinator.

(If all team-0 do not have such extra staff, those available should rotate

throughout the teams to complete this survey). In this survey, 10

clusters per school area should be covered for the 3 schools with the

households of 10 pupils selected in the schools rands-.ly, with a maximum

of 10 childre., under 2 surveyed in each cluster. (See the appropriate

data collection form in the Annexes). The survey should require

3 - 5 days of field work and analysis for each area. The information

collected can be used to validate the continuously collected data as

well as providing material for the final external evaluation.

At the end of Phase II a complete survey should be undertaken

by external evaluators, using both unstructured and structured-interviews,

as well as r-nalysis of clinic and other data to compare with Phase I's

implementation and impact. A mid-term external evaluation is not really

necessary, it is our firm belief, unless it is required by the donors

because most of the parameters of health do not change quickly.

Furthermore, the community diagnosis exercises and the records kept

continuously can show the expected changes over t-ze.

The data that will need to be collected in the final evaluation

includes:

(1) Demographic characteristics of the respondent population.

(2) Household-based assessment of nutrition status (by weilht-for-age

: and circumforence).
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(3) Knowledge, attitudes, and practices regarding:

- morbidity (causation, prevention and mure of

disease).

- family planning

- utilization of health services (ANC, FP, CWC,

health education).

- nutrition (diet and weaning practices)

- environmental health (water source and distance,

latrine availability).

(4) Point prevalence survey of:

- scabies/fungal infections

- acute eye infection

- chronic cough (more than 3 weeks).

simpler

This information should be collected using a / questionnaire

than the one used in this final evaluation survey, The clusters should

be randomly selected using the methodology outlined for the final Phase I

Evaluation and using the same schools used in this survey to select index

houses from the same general area. The same number of respondents should

be interviewed. The results of the survey can then be compared to the

now sufficient baseline data to detect changes in the cozmuntyes health

status.

Mopefully the final evaluation team for Phase II three years hence

will reach the same conclusions as the team has for Phase I, i.e. that the
project

itui mobile clinic/has greatly benefited a vastly underserved population

with its maternal and child health care services. Perhaps that team will

also be able to acknowledge that the project has become well-integr&ted

into the MON's expanded health delivery' system and more firmly entrenched into

the CO~u~f~lty's rt -cturca, al.owing for a longer lAutinrj iw act on ivalth

status in Kitui.
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ANNEXES
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Annex I

Map of Kitui
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Annex 11

Scope of Work
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SC02E OF. 27,C."A 7HE, FlN. tIAL r1*ALUAT7 ON R O THE

Si' .The' evaluation team's report shall contain but not be
limited to asssertst t&lyzest findings and recommendations,
as appropriate, as.2follows:

A.Assessar~rt of the project qoal IT.ia improvement of
quality of 2ift in rural areas through attainment of

*< oijE mu:level 4fh 1th -Vi t i iithT'6a ranso
existing ana developing economy and in line with the
Na.iona1Health Systes.', in terms of the degree of h
achievement attained which will be determined by the
use of the following indicators.

1. Reduction in mortality with emphasis on infant
* mortality.
.- 2. Reduction in r.orbidity of commonly preventable

disea:ses SrCh as cdiptheria tetanus, pGrtussis,
• easles, polio, tuberculosis, leprosy, malaria,
scabies and worm infestations.

3. XImprovement in the heal* th practices of the people.
A. G oV hc ocormmunity participation in won. on

~.,, priority health noeds.

B. The extent to w~hich the project purpose "The provision
of a mobile primary healtn care services to rural
aritas of Kitui which lacked government/or mission
medical. services' has been achieved will be determined
as follows:

S.1. Tarqet population reached by the project.
.9, 2. Services provided by'the mobile teams in teras

aL .o equacy to meet the felt needs of :he
Lpopultion served.

-, .3....h* -..c. :c .'"h,joint planning with other
. / ,services is carried out.I -I ' 4. 'he extent of recognition of women leaders

ip commLIty healtih work.

F Include a-summary of the attainment of the Project's
-. - 'purp~ose._

4 
t
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Tise exniration of project reports, hospital andclinic recordhz will be made, and selected intervjewsconducted ',,hero necessary to elicit information.

C. The outputs targeted by the project &re az follows:

- Nsobile health delivery system
- BaseJine data surveys
- .aternil and child health care and disease

prevention
- Promotive and curative services
- Trainin: and instruction for :on.an's groups- Community leaders trained in sinple health remediesand techniques.

The above will be evaluated to determine the degree ofsuccess achieved, problems encountered and thesolutions used. In the case of unrealistic goals,
re-eva]uation of pro'zct outputs will be madeparticularly in the light of project experience gainedand mini..um acceptiable standards for ;uality healthcare. Training and instructions for wcmen's g:oupsand co:munity groups will be assessed in terms ofnumbers trained, type of curriculum used, and the kind
of return provided by the trainees.

D. Project inputs will be examined to evaluatesuitability to project performance for remaincer of
project and the proposed Phase II Project, Lnd whereneces. ary additional resources of cutbacks will berecomn,.ided in the following:

- Personnel
- Equipmaent
- Vehicle operation and maintenance
- Travel and per diem
- Local resources
- CODEL funding &unport

E. The cost of services to project beneficiaries,including those support costs not covered by the
project will be Gnalysed and presented.
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3 -

F. Review and assess the mid-project evaluation's
rec ,!'&:~r.ticns for da.ta colitction an6 anrrly is

techniqucs to cecter:,ine their rel(vaecy for the

proposed Phase II evaluation activitier. See Appendix

I to ZIid-Project Evaluation Scope of Iork (copy

attached).

G. On the basis of this evaluation, CO"L experience 
.with

Phase I and the CODEL Phase II project proposal,

design a det.ailed evaluation plan aLid ithodology
which CODEL can administer and maintiin within its

resources in its proposed Phase TI :roejeCt. This
methodology will include data cile.tion techniques

which will make possible the accuraze judging of both

the health impact of the project on the communities
and the cost effectiveness of the program. Methods cf

implementation will be explained to the CODEL staff

concerned.

H. Review the Grart to assess cc.ipliance with its
pr ov isi 1ons.

I. Provizion of summary and information requested in

S';AE 01077, as required. Copy of telegram is
attac!.ed.

J. A writLLn rvport of the Final Ovalu;,tiun will be

subinitted in the required nunbo:r cf copies.

Eased on this SOil submit to CODEL and USAID for revieu

a detailed evaluation plan and methodology for

conducting this evaluation prior to undertaking field

won;.
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Annex III

Evaluation Methodology and Ztimerary
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Sr.PTr*-P/OrTO8ER 1982
USAID.CODEL PHC PROTrCT K ITUI 3 KENYA

------- T- -KTUA -QY

EVALUATION METHODOLOGY• - m~~mm- - -- -m flml a -m -l ll -m - m

7/ The assessfments will be based on:-

(1) Baselizu s'weys (selected indicators)

(2) Evvalu=:d reports

(3) Hospital and clinic records

(4) Annual R'eports

(5) Project docinints

(6) Inter-iuw.

*

SaMpl. surmys will be done in 4 Cocnzutias Susested Pv.=odure

(about G0 !,,,sehold or more will be covurad). -Sazple survey
(denagraphic)

A, ASI.''._ Or HE GOAL: -Hosptal Reord3,
Saple Survey:-

A. 2 Reduction in morbidity (scabias/rinarwonrw, I it~i ~I

- / d'vc couph and ye infcticns)

S8A.3 Iup~vv&ont, i Health practices -Sanpie KAP Sum""
-Utilization w/i
-Im~wuisatrl,

S- , riv .- ,h.e"lt

~ A.4 Gr*A-b of Camrdty Prticipation -Review of ixplilK-lt6 Lbzf
- Selaction of -lHeam~li Cnits-7:a.inum/Vl1'.. .~UM

prccd.e
- Mooi dafiumx objecTivas, dadis on pwioriti -Bdzcion mnrdr;

-Ibs. , olds -vnlveu '!. int:-

-Are =lq &m o faa the -,1ob

r4 U~r f% sI P'p,44'"



B . ilrr .F S.. . ested Prc.Jl ,

B.12P. !Aton coveLiuL: -. ndom sanple sutoy.
* POU~*~t~~Ol I Udlisation of se'!Yjc-..,stirra e .......n populatin, ba ,, ....

on census data, worlk oumb cov-rage R-- Hospitals
and co.. a.. wiLh ... . ; andother .Clinics

B.2 Quality of Services: mInteriews:

AdUlevements of the project as

Sn~ by:-

- + ,.- , VH ,$ Vxmn's groui,

- urdinary users

- Curwch leaders

- Observation of clinics

I-.

-Clinic Reords

- Sma4 qtestion on uxple

suvey. ,

B. 3 Inteisectoral. Collbration: - Int,view

(Particularly in planing) -Mam nt

648. livestoc Records

-Minuts of fmeting
.- Extamiora woikers fram other

B.4 Partidpation by w,n storw as in A.4.

(In larm of cutobility and whetbser - CUMn=c 001Ml)
realistic). - Bamfl 111 r~oport.

W Qiradw Servio

-,No.,t • !

- L-ps 0

Irk

Best Available Document

-, O-



*..). ros M "r: S.g'. .'ad Procedur.'

-Personr4 A
-Equipmnt

--------------------------- ---- ---.....] -- 4 -Vhicle Operation dnd 1.1aintersme.

-Travel and per diem

-Looal resources
-Fudilng support.

E. CDT/ T*-I = Cost of service corared with
achiewitents (using all abw

data).

F. Rcm or Tflt.-P.3.Cl E'VI,fON. . - Assess relevnce as. per Phase 11

TECIL'rS 0Proj ect documnt.
(Also - cuoomzty Bised Surey as

soon as possible before Phaso

G. _STQ OF WrAI1Z-D 1VWAj LLIOt PLAN & - Based on F.

P.r"OOv FOR PFA,1 II - Qoiev of amnple indicatorS

and data collection System.

H. CC*PUA. JCE (with the ranmt) - Based on the above and the

pwmt documant.

.. M WI M0H - Discuss with I officials

- Discuss with COD., ofldicils

RESPI'4SMLXTES

..L fbmvrture ibview (Docu nts, reports

ae). Rotrieval of Dta - HS .o..
fhrvaorsft reports etc.

2. Dmg of Uuwtitwd interview Hts Blom

Dr'. K&WSe~
4# ml.di.. s...Lb L..trs, - TrAn-por. D'. I je

S. ... ^on ,
IIJringoStaff" "

bo ayincoun ecatyl All. ~w~g

t ON 00# 0 At~o 0



NB: Sam, linf .Met'hod:

At least 60 housebolds will be interviewed and data

will be compared with Clinic based data, baseline data and

data from other reports.

Three schools will be chosen by the 
team leader in

its catchment area such that one school would be within 5,kmis

and the other 2 more than 5 kms of a clinic. The 9th, 19th

and 29th children will be selected in each school respectively.

The households of these pupils would 
be the index households

and other families around it would be interviewed. It is

hoped that 60 households will yield 
at least i00 children

under five years of ago. More families may be interviewed

if necessary.



*'." E I FINAL EVALUATION

SEPTEMBER/OCTOBER 1982

USAID/CODEL PHC ?ROJECT - KITUI, KENYA

SCHEDULE AND IZMERARY

25/8/82 Preliminary meting with AID and C0ML officials.

25-30/8/82 Literature review.

27/8/82 Meeting: Evaluators with AID officials.

30/8/82 Meeting: Evaluators. Tasks dividing.

30/8/82 - 1/9/82. Evaluatio. -sign.

1/9/82 - 9/9/82 . Further work on: Evaluation design.

- Critique by peere and Aid officials.

- Background literature.

9-11/9/82 - Prelidnary Field Visit to Kitui.

- Meet District Team and irake a-rTngements for the evaluation week.

- Meet Code staff.

- Hire assistants.

- Pre-test questionnaires.

- Finalise itinerary and Evaluation methodology.

12-14/9/82 - Type final evaluation mthodology, and plan.

15/9/82 - Present final plan/mthodology to USAID and COML.

16-27/9/82 - rur-_hcr review of background literature.

28/9/82 )

29/9/82 3 - 'O'Ori with ,uthlie team 'n their catdchnearea and 
visit one of

t~wir clinics (I-ingi).

30/9/dfl - Woz wiJh Kirivigao team in their catchmnt m.a, interviewing
1..0182)

the tedm, lederv, grmuo and houeholds.

2/10/821 - i"pet activities at K-4-rnw~o %: o'm in tao ?ds.u catdmn~t aroa.

3/10/82



77.~

4h/8 -The evaluatio ta'am will split to covey, tw clilics (Yatwd

l4uavai).

5.6,10/82 Akwith hit=ir team in tlufr Catdimfl Area and havei~

discussionihCdlMaamttm

- - view t e 2nd Phase proposal in this light of pmint~LU1 '.ncp.

M~ke inaldecisian on evaluation& planfo hsI.

7, LO.'R? - MW 14 Distri.ct Public Health Nurse and 'Iistricv -'r4.L Lt

- Officer.

-% iw .cina y w ia.

12_'-,i./ $'*,,.4i - ::41i*te M;*rt writing, p'er.t l uk1 '. ., :.

1% I(

Bet

d

:i 

-
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Annex IV

)Ld-Term Survey and Reults (1981-82)
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S WOEARY OF MID-TERM SURVEY DXA

V.- ieginning in July 1981, uupplemntary information was gathered

-p- r m asampl of -wmen-and - hld%*ea n selected cl 4 a' s -olimingthai-------

reo~aedatons of the, aid-term evaluators, This data was collected

for twelve mot)., ending in June 1982.

te sample was selected as follows 30 womn were ahosen at

zm ftom 10 of the largest of the 16' clincs served by each team,

for a total of 1,200 vomn. Similarly# 1,200 chlrsn were "eloted

for surveillance. An additional aide was hired to qestio the sample

survey respondents each moth for the recomded indicators.

•n Zn thiat evaluation, a saple of the sample Us been exthacted

4. for analysis with 20% of the data perused for relevant information.

Two of the clinics from each center ware randomly chosen. The data from

an respondents in those clinics has been remd i hoiwver, coding and

__ ollating has been doe for only 20 of the chosen cass in each cli4n Ic,

Uiting the sample somewhat f urther in order to equalse it.

An itesmiod presentation of the indicators for the coded

cALn Ics s also Inclvudd here. A general simn, follows.

Ft ___ q amber of aato-natal, visits raged from 2 to 4.35o

V qggrp :ats for five mths of prs-natal oan, wheeas children were

brought on the avere for 4.5 visits, allowing tr adequate =0, I

and polio averas but Imen t  sg a ot 4eoUn In amle coverage.

" sest ame llsses treated at the clinic Inaluded Comion old&,

u ff eer UsucludAW malarla),# stasaft psebLu and rasbae rarely

wonm sevon L&iisme s~w as wnuoab cough and masl"s recorded.

75.%dLin eged eLx months wone banlg fed ssppeMatUW 10od,
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-including usually porridge, somietimes eggs or tinnd milk and

occasonally oil or fruits. By one year this had increased to

7

F. 76%.4

inormation. Recomended weekly food intake of nutritious foods

increased in mst instance* during the clin~ic attendance period*

Sas. followas

Heat 1.3 - 1.59 7'rits 1.96 - 2.3

Egg 1.1 - 1.57 Beans 6.3 -5.7

Mk 3.7 -3.8 Mize 9.9- 10.3

Vegetables 2.9 - 3.3

Most women waer married# at 85%. Most continued to deliver their

children at om (73430 despite repeated recommmadations, to the

ontrary# due to the difficulties of reaching agiropriate health

facilities. Nontheless, the overwhelming majority of children were

bou &live (98.6%).

4 4

The percentage of fmilies with latrines varied curiously from an

average of 17.5% for ante-natal benficiaries to 201 for child welfare

recipients. Te average number of children for pregnant mothers was

curiously low at 1.97 while 94.4% mthers with wal children were

beast feeding, a higha percentage. Each warn Cod. for beween

5 end 6 persons allowing each persn about .4 imbw of water for daily

ZtLe sowended that the reakwing Lafozmattoa be organized at

I at fwam' eeItn this iSfeemation is IncInded here. Sy having

~~1 the team Collate Wei data thamoehves, they WLl bwm famiLiaX with
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it and understand better its potential use for self-evaluation.

Further, it is recommended that data of a comparable nature be

gathered in the future from the individual ante-natal and child welfare

cards, appropriately modified, as well as from daily clinic registers

and during ccumunity visits.
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Bousehold Survey and Rsults (1982)
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(D) JIOPZXD17

1. Observo available childron 0-S yours

and record tho r'tio with -cabios or . |

fungal inioction.

2. O'.Izcrvo availa"lo ci.ldren 0-9 years
I I

for ratio with aye infoction. . J

3. AsAk about all eAvors of tho hounold

and rocord t.ho ratio w:ith cou.j% ?or I ,
threo weeks or mora-

/
C. M ."M -Z

/Hlas a famil7 mambur die.3 In tho lost th 'oo yoas?/

1900
Year M.:mbor (n~x1 -e C~iusc ,'
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D. Mrl]v T-o." Mnr

Cbzer,.- the %=.estad for the ava.labAFlty oZ a latrine.

1 - preannt -

I

2 - a sent

E. K.A.,I. (Knowle'ga, attitude, practice)

Imrovocmn t in K7.-

1. where do you .Tot your drinhing wator? In the source used by animals?

2. DiUtance travolled to get water J-- -

1 - 1eS3 than m hile

2- -2 rIIGs

3 " 2-5 milos

4 5+ Milo*s.

3. Do you do anything with tito water bofore drinkingj it?

I n not~hinn because it in clcan I

2 a nothing alUiough unclean

3 a boil beforo dri.'.kin'

4 x otner (specif , - . . . . . . ,

0
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(4) Is it difficult to rot inita" for bathing?
l1ay often aro ",ou able to bathe? i-i

1 - daily

2 - in 2-3 clayc

3 - aftra: 3 days

4 - when wnter is availablo.

(5) What type ,f milY. is best for infants?
(uid alturetives below) I I

1. - bre.s'" milk

2 - powdered milk

3 a cow/goat milk

4 - other

ah-t do you think of mother's milk?

(6) Vhat cauces the follwiing dtcencs?

Diarrhoa

Scabias ... .. .

malaria --- - ...--- '"

(7) Flow can these diseases b. provented?

Diarrhea

Scabie a

Halaria . . ... ... .: . . .
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(1) Nearest health facility

Name

Time to walk Time by vehiclo Cost of T-ansoort

(2) &.e you awaro of a mobile health clinic in your area?

(Specify clinic name and townj.

Yes I No

(3) Does this clinic help you? Tha pcople hero?

If yos, how? If no, why not?

.D -- - L
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o'C) Cpj:'it,, of .1. 1tinl to 1t ne's

1. What are th-2 most cc-=on diseases in the chi.ldron in your fa.lly?

2. Do you loar.oi anything in tho talks at the clinics to help you

prevent or treat diseases?

3.- yea

2 - no -j

3 - don't know

Crowth of C.-unity .articination

(1) D you know of a hoalth cor-mittee in your area?

Ye s!o I

(2) Ar2a there any CM)' in your community?

"Poople educated in health"

Yes N4o

(3) What do you do to support health activities in your.couunity?

(suggest e.g. proraring road, providing building,,c..oani-n

buildinr,)
IP

b " L!JdlnI
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ANALYSIS OF THE CLINIC AND BOUSEHOLD

SURVEY DATA

FINAL EVALUATION 1982

I. Introduction

This analysis aims to examine the effects of the Kitui primary

health care project through assessment of the project goal as seen by both

the project beneficiaries (i.e. clinic respiudents) and household

respondents. Clinic respondents were selected in one of the 16 clinics

in each of the areas, except Kimangao where clinics were inoperative

during the two days the evaluation team worked there. Other respondents

were obtained through random selection of households in places of

progressively increasing distance from the nearest mobile clinic.

Identification of clinics was also barid on randbm selection (see

Ibthodology).

The questions asked to both the clinic and household respondents

(all of whom were either married, lactating, or expectant women) revolved

around their health and that of their children, in addition to their

health knowledge and practices, and utilization of mobile health services.

The data analysis in this survey will largely proceed through

couparison of clinic and household respondents. Given the short period of

three years when the Kitui (PEC) project has been active, it is only

realistic to examine the project impact among the confirmed users (i.e.

clinic attendants) vis-a-vis the household respondents (possibly project

bon-beneficiarier 1. It.is also important to indisate at the outset the

type of health impact that is realistic to expect in this short duration

of the project. Health impact at a community level essentially involves

progressive stages including health education, kncwedqo and awa-:wess
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of disease causes and their prevention, health practices and community

invlvement in health, and finally, reduced morbidity and mortality.

Since the goal of a PHC project is to promote the capacity of the

ceunity to identify thei: health needs and work out a community-

supported primary health care system, it will be important to determine

the extent to which the project has given assistance to the coiunities

through health education, carticipation in health related activities

(e.g. nutrition impr.vement, training of ccmmunity health workers,

interaction with co-munity leaders, and so on) and other promotive

activities.

2. Deog .. Characteristibs of th !opulation

The next section of this report deals with demographic background

characteristics of the respondents for the whole area as well as specific

clinic areas. Such demographic characteristics (e.g. a;a and education)

are important in assessing the amount of effort and time required in

selling the idea of primary health care through education and other

.2ronotive activities.

Before examining the age, sex and educational characteristics

of household members it is worthwhile to note the sample distribution of

the respondents by area as observed in Table 2.1.
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Table 2.1: -Distribution of Respondents bv Area, Clinic and Tye

(Percentages)

N Type of Respondent

All Respondents Clinic Respondents, Bousehold Respondents

N % N
I I I

Total I 100.0 154 100.0 70 10.0 84

Muthale 22.0 34 18.5 13 25.0 21

Kimangao 11.7 181 - 21.4 18

Nuu i 27.9 43 31.4 22 25.0 21

Mutomo 38.3 59 50.0 35 1 28.6 24
I

The c.linic respondents are represented by 70 household while household

respondents are represented by 84 households. The sample variations

by area do not reflect population balances in those areas, although

they are representative of household characteristics. (The omission of

clinic women in Kimangao should not be taken to imply non-existence

of mobile clinics in the area. Rather, there were no operating clinics

at the tim the evaluation team was in Kimangao).

2.1 __-Sex aracteristcs

As the figures below show (see Table 2.2) the clinic women's

households are younger than other households. Thus 61.8% of the household

mbers among clinic respondents consist of children aged under 15,

while the comparahle.proportion is 56.1% in other respondents' households.

Indeed, 32.2% of the members in clinic households are under 5 years of

age while the number in other random hou.holds is only 23.8%. Since

the mobile clinics aim at attracting women with very young chil ran,
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Table 2.2 Ag Distribution of Household Members (in 2ercentaa.s)

!dT Respondent

1T

Type Of Age Distribution in ousahold

I s n t <I umber-1 - 41 5 - 14 15 - 491 50+s o alr
It I

1i .ni1 12.6 19.6 29.6 33.6 15.0 10000 422
I Cini

I I II
I 1 II

I Bousehold 5.6 18.2 32.3 1 34.2 19.5 100 1 532 "
IIII Ig

I I I I

it is not surprising that a higher proportion of such children are in

householft where mothers attend mobile clinics.

Ta6ble 2.3 shows the distribution of age by sex. Overall there

are more females than males but it is questionable why there are abnormally

few males among the youngest children, and particularly among children

under I in the sample hcuscholds. Although the male mortaity rate is

higher tan that of the female sex, it is questionable whether this

could occ and show up quantitatively within the first year of life

when the sex-ratlo at birth is slightly above parity.

ThN sex ratio in the reproductive age spin of women (i.e. 15-49)

is instruwtve. In general there is a shortage of males, especially in

survey rwapondents' households where there are only 80.2 males for every

100 femaaes. Since this is the age group where moot women are mothers

of young children, the absence of males from houreholds increases t-he need

for assimeance in child care among the woman. Availabiltty of aKmbile

clinics m their health services to such women and children is bound

to be higkly appreciated in these households.



Table 2.3c No Distribtulon of Sex, Sex Ratios and Per cent under 5 a=on. Clinic and Bousehold Rejpondents

Type of Respondent- - ------------------

All Clinic Respondents Household Respondents

Age ' ~ t - - - - ------ t------- ---
I Kales Females Sex Ratio! ales Females Sex Ratio Hales Females Sex Ratio I

* g -
TI I~~~ --------- ----- --.------ --- ~

II I
'C] I 35 48 72.9 23 30 76.6 '12 18 66.7II I

1-4 92 86 106.9 39 44 88.6 55 42 130.9
I I

S- 14 137 160 85.0 60 63 95.2 75 97 77.3III I

I S - 49 1 146 178 02.0 65 77 84.4 81 101 80.2 £I 1
,+36 36 100.0 8 13 61.5 28 23 121.7 1

T.3tal 446 508 07.8 j 195 227- 85.9 251 281 89.3

I< 5 - 27.3 5 - 32.2 < 5 - 23.8 I
i < 1 I Io <I . - . I

% <1-.7 <1I-1]2.6 I <1 "5.6

* I
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2.2 Education of Respondents

Table 2.4 shows higher education levels among clinic attendants

tha&n random household respondents since 58.6% have nc education in the

forimr group while 82.1% h ee no education in the latter group.

However, it is essentially in ?Euthale end Mutomo where educational

differences between clinic and household respondents are clearly marked.

Hardly anj differences exist between the two types of respondents in

Nuu and Kimangau.

Due to lower education levels in Nuu and Kimangao, there is need

for intensified health ed cation activities in these areas. Due to

these educational differences between clinic and household respondents

careful interpretation of any differences between thie two groups in

health behavior in subsequent sections has to be borne in mind because

the educational factor might confound the pro3ect effect.



Table 2.4: Per cent Distribution by Educational Level and Trpe cf Res~ndent (for 4 Proect Areas)

Clinic RmspcM!.'ts Bousehold Relpondents

II , ,S None 1 - 45- 7 7a- nuing___. N~one 1 - 45 -7 74 Continuing N.

I I

Al58.6 10.0 8.6 20.0 2.8 70 82.1 7.1 7.1 2.4 1.2 84

W:thale 7.7 7.7 7.7 61.5 15.4 13 71.4 9.6 19.0 - - 21,

IU maI - - - - - - I 77.8 16.7 5.5 - - e

I I I
R -90.9 4.5 4.5 - 22 I 90.5 - 4.8 4.7 21

I S I S

i'Iato 57.1 14.3 14.3 14.3 - 35 87.4 4.2 4.2 4.2 - 24
III -- ,---------

X2 - 15.48 <CO >.01d 4

(The ditffesmnce between clinic and husehold respondents Is very significant)

qO
r0
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3. Perceived Reduction inMorbidit and Motality

3.1 _eduction in Morbidity

Nearly all the people interviewed a:e a marked decline in the

incidence of certain diseases in the last three years (e.g. measles,

scabies, eye infections, whooping cough and polio). Certainly, most

of these diseases used to affect young children; therefore it is

probable that the .ic imnmization activities have largely

contributed to -ne reduction in incidence of these diseases, even in

areas ofirelatively low socio-economic development Like Kimangao.

Most people agree that morbidity reduction of these diseases dates

back the last two years, although a few others have observed declines

since 1979.

The diseases that are still %rtive and for which no reduced

morbidity has been perceived are coughs and colds, diarrhea, headaches,

malaria and child malnutrition due to limited food intake.

3.2 Common Diseases in Childrn

It is interesting to observe variations in response among clinic

and household respondents concerning perceived common diseases in

children in the four project areas. As Table 2.5 shows, far more

household respondents (19.0%) than clinic respondents (12.9%) think

measles is a comon disease among children. The more interesting

observation is that in Muthale, no clinic respondents see this disease

as commo childhood disease these days, while 28.6% household respondents

in Nuthale see measles to be still common, indicating that mobile clinic

services may have made an impact.



Table 3.1s Coin Childhood Diseases, Area, and Per Cent Household Among Clinic and Random Survex

Reuconden ts

d, &.&"& - - 4.6

Clinic Respondents Household Respondents

All Nuth. Kim. Nuu Mutomo All Muth. Kim. Nuu Hutouo

Heasles 12.9 - - 13.6 17.2 19.0 28.6 22.2 14.2 12.5

Diarrhea, !

Vomitin 12.9 15.4 - 13.6 11.4 11.9 14.3 11.1 4.8 16.7

Coughs, 3
Chest pains 25.7 - - 31.8 31.4 25.0 28.6 33.3 28.6 12.5Chs an I

Malaria, Ieerheadaches 1 32.9 69.2 - 22.8 25.7 13.1 4.8 16.7 19.0 12.5

Scabies 2.7 7.7 - - 2.9 4.8 - - 4.8 12.5

None, don't
know 12.9 7.7 - 18.2 11.4 26.2 23.7 16.7 28.6 33.3

-I

Ttl100.0 100.0 - 100.00 *100.00 100.0 100.0 100.0 100.0 100.0

N 70 13 - 22 35 84 21 18 21 24I _ _ _ _
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It is not certain why coughs and chest pains (31.4%), and malaria,

fever, and headaches (25.7%) among clinic respondents in Hutomo seem to have

more than doubled when compared to random survey (household) respondents

where this incidence is. 12.5% and 12.5% respectively. Certainly,

this is not what would be expected. It is very likely that there

might be no difference in incidence of these diseases between clinic

and other respondent.' households or these diseases might have actually

declined slightly among clinic respondents' households. However, the

fact that other diseases (e.g. measles, az.d scabies, among others) have

sharply declined in clinic respondents' households, makes diseases

such as malaria, coughs and headaches more comon among clinic respo-

ndents because no compensatory declines have been registered in them.

The perceived reduction in some common childhood diseases is

perhaps due to an increase in the number of children in most households

over the last 3 years due to increased survival rates since the

inception of the PHC program. Indeed a number of informal discussions

with the local people showed that the reasof they thought childhood

Liseases were "disappearing" was becauseinfant mortality rate was

declining resulting in an increase in the number of children in most

households. Overall the percentage of children under 5 is 27.3%

(see Table 2.3 above) and perhaps this proportion represents an

increase over the last 3 years.

3.2: Reduction in ortality

The people interviewed in the household survey perceive a reduction

in mortality in general and infant mortality in particular. In the

clinic survey no death was recorded for 1982, but three deaths were

recorded in 1980, suggesting that mortality (especially infant mortality)

has been declining. A number of people in Kimangano Lndicatod that

infant mortality is declining at a rate that will soon permit people tc
the

take family planning more seriously due to/increased survival probab.Lity

of their children.
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4. Existing He alth Facilities and Their Utilization

4.1: Nearest Health Facility

Among both the clinic and household respondents the nearest

health facility is judged to be the Government clinic, hospital or

health centre, However, far fewer clinic respondents (42.9%) than household

respondents (71.4%) indicate Government health facilities.to be nearest,

and converselj, far more clinic respondents (30%) than household

respondents indicate mobile clinics to be the nearest health facilities,

as seen in Table 4.1 below. Mobile health facilities as seen by clinic

respondents doinate in Muthale and Mutomo (61.5% and 37.1%irespectively)

while only 9.5% of household respondents perceive mobile health services

to be the nearest facility. 7he conclusion we could draw from this

observation is that, although the majority of the clinic respondents

do not perceive mobile services to be the nearest health facilities

(only 30.0% so perceive them), they still continue seeking services from

mobile clinics. (In some cases the government services do notoffer

•maternal and child care4 It may also suggest that the mobile

clinics are seen by local people as efficient and effective,

especially when it is realized that most clinic respondents (61.4%)

would take more than two hours to wall co the clinic, and would spend

at least XShs.2/- and at most over KShs.S/- in 40.1% of the cases if they

were to take means of public transport. (See the Survey Appendix

Tables, Mos. 3, 4, a5).



Table 4.1, Perceived Nearest Health Facility, _TyXp-o esondent and Area. (Per cent Households)

Clinic Respondents Household Respondents

Facility --- '-
All Muth. Kim. Nuu Mutomo All Muth Kim. Nuu Mutomo,

_ _ _ _- - - -- -- ---- -- - - - --- - --- - - - - --I I
Catholic Hospital 21.4 - - 4.5 40.0 1 23.8 52.4 5.6 - 33.3

Mobile Clinic 30.0 61.5 - - 37.1 1 2.4 9.5 - - -

Dispensaries -.. .. .. I -

Govt. Facility 42.9 7.7 - 95.5 22.9 71.4 28.6 94.4 100 66.6

Private Clinic 5.7 30.7 - - - - - - - -

Other - - - 2.4 9.5 _ _ _

I ---- - --- ------- ---- I
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0:j 100.0

N 70. 13 - 22 35 84 21 18 21 24
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4.2 ReasonB for Utilization of Mobile Clinics

The clinic and household respondents were also asked to indicate

how mobile clinics help in delivering health services to the people.

The responses they gave are shown in Table 4.2. In terms of the mobile

clinic objectives of promoting health education, knowledge of

nutrition and disease prevention, it is important to note that 70% of

the clinic beneficiaries believe these are the major contributions

of the mobile clinics. Among household respondents only 44% think mobile

clinics play promotive roles. Household respondents are less likely to

have attended the clinics and therefore more likely to imagine rather

than observe mobile clinic activities. Other notable methods of help

provided by mobile clinics include treatments and immunizations, and

improved access to remote communities. Again, more clinic respondents

(24.3%) than household respondents (16.7%) see mobile clinics as

treatment and immunization centers. No one among clinic respondents

thinks mbile clinics provide no help, but a significant number among

household respondents (19.0%) see no help provided by mobile clinics.

This perception of no help is perhaps basod on the fact that hc~usehold

respondents are likely to reside in areas far removed from the environs

of mobile clinic services, and therefore less likely to have benefited

from them.



Table 4.2t Per cent Distribution of Respondents__bArea and Stated Method of Help byMobile Clinics

Clinia Raspondents Household Respondents II Method of Help ----------------

All Muth. Kim. Nuu Mutomo All Nuth. Kim. Nuu Muto1
----- ------------- ---------

MCII (nutrition, health educ. etc.) 37.1 69.2 - 36.5 25.7 25.0. 19.0 22.1 33.3 25.0f1 2 '
Prevention of Diseases 32.9 7.7 - 31.8 42.9 19.1 4.8 11.1 28.6 29.2

Treatment & Immunization 24.3 23.1 - 22.7 25.7 16.7 33.3 16.7 9.5 8.3

I Shortens Clinic Distance 4.3 - - 4.5 5.7 9.5 28.6 5.6 - 4.2

iother (not attended, provide food) 1.4 - 4.5 - 10.7 14.3 16.7 9.5 4.2

Do not help - - 19.n - 27.8 19.1 29.1 II I
----- -------------------------------------

Total 1000 100.0 100.0 100.0 1 100.0 100.0 100.0 100.0 100.0
- - --- -- -- -- - -- -- -- -

N 70 13 22 35 84 21 18 21 24

2X -21.84 P < .O1 df - 5

(The chi square test shows a very significant-difference between clinic and household respondents)
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5. Halz± MCowicdge

In this section of the report we are keen to assess -the e;tcnt'

of health knowledge that is noz based on misunderstood cultural

practices, but one that is likely to result from health educational

discussions by the project staff in Kitui.

5.1 Opinion on the BestTpe of Milk for Infants

Mobile clinics in Kitui are expected to have discussed the value

of different types of food at different stages of growth. Since these

health seryices aim at improving the health of young children primarily

through advice to mothers on good dietary practices, it is instz-.tive

to assess what the women in Kitui think would be the best milk for

infants, as a measure of mobile clinics' performance in health education.

As Table 5.1 shows, there are more clinic respondents (52.9%) than household

respondents (42.8%) who believe breast milk from the mother is best ior

infants. This suggests that the difference between the two groups

due to health education provided to beneficiaries at the clinics.

A close copetitor to breast milk is cow or goat milk, which is favoured

by 40% of all clinic respondents and 33.3% of the household respondents.



Table 5.13 t Distrbution of ResondentbyArea ande of Milk Thought Best for Intants (in Percentaos),

n -~ - - - ---------- --------------------- - --- - -------------------- - - ---

Clinic Respondents Household Respondents T
Type of Milk ---

All Muth. Kim. Nuu Mutcimo All Muth. Kim. Nuu MutoW
- ---- -------------------------- ------------------- 1

Breast Milk 52.9 69.2 - 59.1 42.9 42.8 23.8 38.9 47.6 58.3

Poadered 5.7 - - 9.1 5.7 17.9 19.0 16.7 23.8 12.5

Cow/Goat 40.0 30.8 - 27.3 51.4 33.3 52.4 33.3 23.8 25.0

Other 1.4 - - 4.5 - 6.0 4.8 11.1 4.8 4.2

- 22 100.--- -- ---- ------------------------------------------
Total 100.0 100.0 - 100.0 100.0 100.0 IOCO 10G.0 100.0 100.0

--- --- --- _------------------------------ ------------

N 70 13 22 35 84 21 18 21 24

2x 6.6 P <.100 > .050 df - 3
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While no women beneficiaries in Muthale thought powdered milk is best

for infants and only an insignificant number in. Nuu and Nutomo

favored it, highly significant proportions of household Tespondents

took poWderod milk to be=the best, suggesting the need for intensive

hmalnth education on. the value of breast milk among non-clinic women.

It also s that some beneficiaries have not yet been -ade aware of the

value of brewt feeding either because they may not have attended

clinics reqularly or are recent recruits into the program.

5.2: 22inion on mother's milk

.hen asked to evaluate mother's milk, more clinic. than household

respondents thought of it as most nutritious although at Nuu and Mu:c=o

the reverse is the case. However, overall, not all respondents who

thought breast feeding is best for infants (i.e. 52.9% and 42.8% clinic

and household respondents, respectively -. see Table 5.1) believe mother's

milk is best because it is nutritions and healthy (see Table 5.2

below). Thus only 41.4% among clinic respondents and 38.1% among

household respondents evaluate mother's milk as nutritious.

Other responses in Table 5.2 seem t6 suggest that althoughmother's

=Lk is most nutritious, most mothers canot depend on it wholly because

it would not be sufficient or in some cases may not be recommended if

the mother Is sick.

k1most equal proportions of clinic and household respondents

either do not know the nutritional value of mother's milk or simply

think it it not good. This is particularly so among respondents in

m and Hutom when clinic beneficiaries are considered, and among

respondents in Muthale and Kimangao when household respondents are

cwmidered. It is not expected that such a large number of clinic

bfeiciaries (37.1%) would be ignorant of the nutritional value of



Table 5.2. OpInicn on Mother's Milk b, _rea and T o Re so-- ond e!n2 t

Clinic Respondents H..lousehold Respondents

opiion ------ -- - --- ---- -- - --
All Muth. Kim. Nuu Muto. All Muth. Kim. Nuu Muto. .

___---------------------------------------------

Most nutritious, healthy 41.4 38.5 - 36.5 45.7 38.1 19.0 33.3 47.6 50.0

Good but not sufficient 5.7 23.0 - 4.5 - - - - - -

Cleaner than others 12.9 15.4 - 4.5 17.1 21.4 19.0 27.8 19.1 20.8 1
Good but not when mother a

I s sick 2.9 7.7 - 4.5 - 3.6 4.8 - 9.5 -

Not good, don't know 37.1 15.4 - 50.0 37.2 36.9 57.2 38.9 23.8 29.2i

Total 100 100 - 100 100 100 1C 100 100 100

N 70 13 - 22 35 84 21 18 21 24



mother's milk especially in the Mutomo area where mobile clinics have

operated for longer periods than in other areas.

5.3 Knawledq e of Disease Causation

In gewmal most clinic respondents, far more than household

respondents, are able to associate diseases such as diarrhea, scabies

and malaria with conditions which cause them. This reflects on health

edcation they might have gotten at the clinics (see Table No. 8 of the

Survey Appendix). Since the Mid-Term Evaluation did not report specific

disease causes as seen by beneficiaries, no proper comparisons can be

made with this survey to indicate gain in knowledge.

Among clinic respondents 45.7% are able to specify causes of

dArrhea, while 33.3% are able to do so among household respondents.

The majority of respondents attribute diarrhea to consumption of

contaminated food and poor feeding, but a significant number of clinic

beneficiaries think diarrhea could be spread by flies. It is notable

that 54.3% and 66.7% of the clinic and household respondents,

r~spectively, either do not know causes of diarrhea or consider i.; an

act of God, spelling out the need for more health education.

Causes of Scabies are seen to be the use of dirty water for

washing, dirty body, and lack of protective foods such ms f-itts.

A few benmficiaries wrongly attribute scabies to *lack of blood'

(a form of anamaia presumably) and "windw (whatever this means or

imles). An interesting observation is that while 62.9% of the clinic

respondents do not know what causes scabies, a smaller proportion (57.1%)

of household rzwpondents have no knowledge. It is not certain why

this is so.
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Although more clinic respondents (28.6%) than household

respo ts (21.4%) ,now the causes of malaria to be mosquitoes,

the pzca2~&! la is wa11. Since malaria is a vary common disease

---~the awme'It should* be discussed sme in the health sda~itjon
-. -maeJan. . - .. .. - •- ' - -,

S.4 f DiasePrevention

MD g al mire people know mthods of disease prevention

- than tbW knm what cameo these disease, although it could be oasiea

to prevnt dLseases when causes are kzme. Table :5.3 shows distribution

of r 5tIeis according to knowledge of disease preventLoc by each

;.,at tbw4he aa qs. It is aparentt there are no igni f cant differences

in knowiaqe of disease prevention between clinic and household

S-.reaspot although the tendency favours clinic respondents.

'- ndeedba hnsehold respondents have more knowledge of preventing scabies

than c..-ic beneficiaries. Most people who have knowledge of preventing

diarrhea think of good diet and clean food as the right method of

.. enIci. A few recomnd digging pit latrines and boiling water tor

&inkizes Scabies can be prevented through use of soap and salty
Mint aining

-water a / a clean body and clodws as well as providing

" -" p t~ie ods such as fruits. A sieifcant om r of reepandents

would re either visiting a witchtor or attandiW hospital for

- e-m of scabies. C3rtainly thi is mistaking pretion.for

truatum or cure. It seems that a good number of respondents are

Uvale t m ee r differences betwmm preventive and curative measures.

NMAriA is see preventable thruh periodic use of tablets,

we of nets and other methods of keeping off mosquitoes, and clearing

bushes = draining water where mo qjuitoes could breed. hese ". '

mt bcda af prevention but only 32.9% of Lh clinic r p)ondanta arl

262% ot the housahold reapondents opt f= them A alunLticant ,um)r



Table S.i E.wh__. of Dineae Preventlo brT ryoE Disease and Area Ano2jlnjic and Household Pes dents

Cliiic Respondents Sousehold Respondents

All Muth. Kin. Nuu Kutbw All Muth. Kim. Nuu Hutomo

keventic-n of Diarrhea

-- 55.6 69.2 - 54.6 51.4 51.2 71.4 22.3 61.9 45.9
44.4 30.8 - 45.4 40.6 48.8 28.6 77.7 38.1 54.1

Tct2 s 100.0 100.0 - 100.0 100.0 ], , Z e% , 100.0 100.0 100.0
Froention of Ecwhiles

.CIC- 42.9 100.0 - 31.8 28.7 48.8 81.0 38.9 38.1 37.5
), rA 57.1 - - 68.2 71.3 51.2 19.0 61.1 61.9 62.5

I 1h:a1 100.0 100.0 - 100.0 100.0 100.0 100.0 100.0 100.0 100.0

f!yrvntln of alarla

Scm 55.7 100.0 - 31.8 34.3 46.5 71.3 50.0 33.3 33.3
?--.ce 54.3 - - 68.2 65.7 53.5 28.7 50.0 66.7 66.7

1ctal 100.0 100.0 ,- 100.0 100.0 100.U 100.0 100.0 100.0 100.0

V 70 13 - 22 35 84 21 18 21 24

I.
U
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(12.8% and 20.3% of the clinic and household respondents) clearly

indicate the wrong methods of prevention of malaria, such as vaccinations,

attending hospitals, boiling water before drinking and using clean

utencLls and food. Clearly, these people need more health education.

6. Health Practices

6.1: Treatment of Drinking Water and Bathinao Practices

Some good indicators of improved health practices are treatnt

of water for drinking and bathing practices of the people. Table .6.1

shows that 60% of the clinic respondents and 45.2% of the others do

nothing to water for drinking because they think it is clean. The

water used is probably not as clean as these respondents would want to

think and therefore more education on water as a carrier of germs is

needed. The fact that more clinic than household respondents think the

water they drink is clean is perhaps a rationalization since they know

from clinic talks the importance of boiling water before drinking,

although they may have "no time" or fuel to "waste" in boiling it.

In any case there is no significant difference between clinic and

household respondents in their treatment of water. More non-beneficiaries

(38.1%) than beneficiaries (27.1%) do nothing to water for drir cing

although they are avare the water is not clean, and only an insignificant

minority boil water.

Cmparisco of the Mid-Term Report data on batLang practices with

data in thi survey show few people bathing more frequently in 1982

than they did in 1981 (gee Table 6.2).

(It is not possible to include Kimangao and Nuu in Table 6.2

because no comparable data are available for the two periods (1981 and 1982)

in either of the two surveys. It is doubtful that bathing practices have

actually reduced. Rather, it is likely that clinic sampler are not



Table 6. Respndents' M ethods of _Treatin Water for Drinkin2

Clinic Respondents Household Respondents
Me thod of Treatm ~nt . . . .

All Muth. Nuu Muto. All Muth. Kim. Nuu Muto.

Nothing, it In clean 60.0 53.8 50.0 68.6 45.2 28.6 22.2 57.1 66.7
Nothing though unclean 27.1 15.4 36.4 25.7 38.1 38.2 55.6 38.1 25.0
Boil 8.6 30.8 - 5.7 6.0 19.0 - 4.8 -
Other (no response) 4.3 - 13.6 - 10.7 4.3 22.2 - 8.3

Total 100 100 100 100 100 100 100 100 100

- --- -- --- -- --

70 13 22 35 84 21 18 21 24

X2 -1.53 P <.75 > .50 df - 3
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Table 6.2 Come!son ofBathing Practices in 1981 (as in Hid-Term

Resort) with Practices this Year, 1982 (as in this Survey)

AIon Project -eneficiaries.

IL'm-Term Re rt 1981

I Area Daily 2 -3Da!ys 3+DaIs Jll • e N

Imto 60.0 20.0 20.0 20

ituthale 95.0 5.0 - - 20

'Total 77.5 12.5 10.0 40

survey Data, 1982
II

IMutofo 48.6 20.0 20.0 1.1.4 35

IMuhae 46.2 30.8 - 23.0 13
I
total n79 2. 16 1. 4sve8 a t

II
II

II

comarable for the twI¢o periods. This observation alerts evaluators to

the vital need of drawing out representative samples that can be

replicable for monitoring and evaluation of the Kitui Primary Health Care

Project.
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6 4,2 Sources of Water and Distances

All the clinic respondents in Nuu and Mutomo, and 92.3% in Muthale

obtain water from seasonal rivers or dug wells along river valleys.

only a negligible number (7.7% in Muthale) draw water f.om the dam.

(See the relevant table in the Survey Appendix). Among household

respondents the principle sources of water are seasonal rivers or dug

wells (60.7%) and dams (33.3%) in all the four clinic areas.

Besides lack of permanent sources of water as a major problem

in the area, the other problem relates to distances covered to get

water. Clinic responc'ents have better access to water. A more

interesting observation is that more clinic beneficiaries are

covering shorter distances to water points in 1982 when compared with

beneficiaries of more than a year ago (1981) as shown in the Mid-Term

Report, 1981 (see Table 6. ). Thus Table 6. 4 shows that in 1981,

62.5% of the survey beneficiaries covered at most 2 km. to water

points while in 1982 the comparable proportion is 65.7%.

The proportion covering long distances of more than 5 km. has also declined

-from 15% to 6.2% in 1981 and 1982 respectively. It is logical to expect

more people to use larger quantities of water as a resuLt of better

%ccess to water points. In particular bathing practices among the

beneficiaries would be expected to have increased between 1981 and

1982.
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Table 6. 3 Distance to Water Points and Percent Household Distribution

(Clinic & Non-Clinic Respondents)
Distance in Kilometers and Respondents

I FIJJArea
Clinic Respondents Household Respondents

<hkm -2 2-5 5+ N <Akm -2 2-5 5+ NI II ~II

All areas I 34.3 20.0 37.1 8.6 70 19.1 22.6 46.4 11.9 84I I
I

Mt bale 46.1 30.8 15.4 7.7 13 33.3 38.1 28L6 - 21.
IIi

Kimangao -.. - - 16.7 27.8 55.5 18.I ~II

NUU 18.2 9.1 59.1 13.6 22 42.9 14.3 42.8 - 21

I I
Muto 40.0 22.9 31.4 5.7 35 - 20.8 79.2 - L4

I I

Table 6.4 ' Couvmison of Distances (in Kmn) covered to Water Points by

Beneficiaries o.f1981 (see Mid-Term Report) and those of 1982

(as observed in this Survey).

I I
I I

Type of Survey and Distances
Area I'" "i-Mid-Term (1981) i End of Term (1982)

, I

<h km. -2 2-5 5+ N < kmn. -. 2 - 5 5+ N

All areas 27.5 35.0 22.5 15. 40 41.7 25.0 27.1 6.2 48

Nuthale .0 15.0 5.0 20 46.1 .8 15.4 7.7 13

IUtOMO 2S.0 20.0 30.0 25.0 201 40.0 22.9 31.4 5.7 35IItII
,,I - . .. . . .-- : . . . .. _ -, I = :

* Calculations of area percentages do not include Kimangao and Nuu areas

because these areas were missed out in the Surveys of 1981 and 1982
respectvely.



119.

6.3 Use.:of Water Sourcesby Animals

increased access to water sources has meant that the water is also

available for animal use. It is noted that thexe are more clinic

beneficiaries sharing water sources with animals than is the case with

other households. Thus 57% and 38% of the clinic and household

respondents, respectivelyindicate sharing water sources with animals.

Since clinic respondents have better access to water than the household

respondents (see Table 6.3 ), they may feel uncouraged to improve

animal health through frequent supply of water at these sources,

although the people may realize that these animals may contaminate water.

In this semi-arid area, the value placed on livestock is high (for both

subsistence and sale) and most people would not compromise their livestock

with some "health measures" (e .g. having separate water points for humans

and animals when water is scarce). Indeed the alternative of leading animals

to separate water points would not be a rational choice both economically

and healthwise. The people stand to suffer substantially through shortage

of milk and meat if animals are not well supplied with water. It is

wall to remark that animals like lactating cows need a lot of water in

order to yield sufficient milk that is highly demanded by young

children.
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7. Conclusion

In the last 3 years the Kitui PHC project has shown progress

in meeting most -:- its objectives including reduction in actual and

perceived morbidity and mortality rates, imparting health education

on topics of conmunity interest (e.g. knowledge of disease causes and

prevention, health practices and nutritional value of the available

local foods),. and meeting health needs of expectant women and children

under five years of age.

Nearly all the cross-sections of local people recognize the

importance of the mobilt clinics in reaching out to the remote comnunities

in order to provide health services, no matter how inadequately.

It is the only service the "poorest majority' in Kitui thinks attempts

to-meet their health needs.

* A good number of residents seem to make no difference between

these health services (which are coimunity oriented) and government

services through the MOH (which are national and district oriented).

However, they have no doubts about the benefits they have enjoyed from

services which seem more symphathe tic to their health conditions.

Nonetheless, it is necessary to develop the co-munity's

sense of independence and self reliance in meeting its health needs,

since the mobile clinic project is to be phased out soon. To date

there is no clear indication the community is moving toward self

support in its health care system.
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APPENDIX

SURVEY TABLES ON SELECTED "'EALTH TOPICS
Table 1:
Place to draw water and % households (Clinic & :Household
Respondents)

Clinic Respondents

Area : .ore-,. Seasonal, Perennial Dam. Other Total N
. . . ..... .hol .' River -iver

All area - 98.6 - 1.4 - 100 70

Muthale - 92.3 - 7.7 - 100 13

Kimangao - - - - - -

Nuu - 100.0 - - - 100 22

Mutomo - 100.0 - - - 100 35

Household-Rcspndents

All areas 3.6 60.7 1.2 33.3 1.2 100 84

Muthale - 66.7 - 33.3 - 100 21

Kimangao - 88.9 5. .5.6 100 18

Nuu 14.3 85.7 - - - 100 21

Mutomo - 12.5 - 87.5 - 100 24
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Table 2

Whether the Water Point is used by Animals (% Households)

Clinic Respondents

Area

Response All Muthale Kimangao Nuu Mutomo

Yes 57.1 61.5 - 63.6 51.4

No 40.00 38.5 - 27.3 48.6

Other 2.9 9.0 - 9. 1 -

Total . 100.0 .100.0 - 100.0 100.0

N 70 13 - 22 35

Household Respondents

Yes 38.1 47.6 61.1 "52.4 -

No 58.3 52.4 27.8 42.8 i00

Other 3.5 - 11.1 4.8 -

Total 100.0 100.0 100.0 100.0 100.0

N 84 21 18 21 24



Table 3

Time to Walk to Clinic (S Households)

Clinic Repondents Household Respondents
flout's HoursArea -- -1 1-2 2+ Other total N < 1-1 1-2 2* Other Total N

All 11.4 7.2 11.4 61.4 8.6 100. 70 9.5 4,8 8.3 77.4 - 100 84

Huthale 3894 23.1 30.8 7.7 - 100 13 - 14.3 9.5 76.2 - 100 ' 21
Kimangao - - - - - - - - - 100.0 - 100 18
Nuu 4.6 - - 81.8 13.6 100 22 38.1 - 19.0 42.9 - 100 21
Mutomo 5.7 5.7 11.4 68.6 8.6 100 35 - 4.2 91.6 - - 100 24

Table 4
Time to Clinic by Vehicle (% Households)

Clinic , Household I.,
Minutes Minutes

Area <45 15-30 30-60 60+ other Total NI <15 15-30 30-60 60+ Other Total N

All 7.2 11.4 10.0 20.0 51.4 100.0 7 21.3 15.7 8.2 29.8 25.0 100 84
Mothbae 23.1 30.8 15.3 - 30.8 100 13 38.1 28.6 9.5 28.8 - 100 21
Kimngao - - - - - - 5.5 55.6 38.9 100 18
Nuu - 13.6 22.7 18.2 45.5 100 22 33.3 - 19.0 9.5 38.2 100 21

Mutomo 5.7 2.9 - 28.6 62.8 100 35 12.5 29.2 - 33.3 25.0 100 -24



Table 5

Cost of Transport to Health Vaciit ( Households)

Clinic Resps. Household

Shillings Shillings

None 2 2-3 3.1-4 4t1-5 5+ Other N None 2 2-3 -31-4 4.1- 5. Oi'er N

.11 1.4 11.4 18.6 1.4 8.6 11.4 47.2 70 8.3 16.7 17.9 2.4 27.4 4.7 22.6 84

Muthale 7.7 15.4 38.4 - 23.1 - 15.4 13 - 23,8 28.5 42.9 4.8 4.8 - 21

:mangao . . . .- - - 5.5 5.5 50.0 - 39.0 18

-Nun - - 18.2 4.6 13.6 27.2 36.4 22 33.3 4.8 - 4.8 23z8 4.8 28.5 "21

lutomo - 17.2 11.4 - - 5,7 65.7 35 - 33.3 33.3 - - 8.4 25.0 24

Table 6

Whether Clinics are Believed to Help

Clinic Household

Resps. Resos.

Yes 98.6 78.6

No - 21.4

Other 1.6 -

100.0 100.0

N- 70 84

Table 7

Awareness of Mobile Clinic

CITnIc ResDondents Household Respondents

Yes 100.0 83.3

No - 16.7

Total 100.0 100.0

N- 70 84

p'll
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Knowledge of causes of diarrhea, Scabies and Malaria

Diarrhea

Clinic Household

Causes All Muth Kim Nuu Muto All Muth Kim Nuu Muto

. ontaminated 32.9 53.8 - 22.7 31.4 21.4 47.6 5.6 28.6 4.2
food, ooor
feed,. -

2. Files 11.4 23.2 - - 14.3 2.4 9,5 - - -

3. Dirty water
(unbolled) 1.4 7.6 - - - - - - -

4. Dirty surroun
surrounds - - - - - 9.5 14.3 16.7 4.8 4.2

5. God, Don't
know 54.3 15.4 - 77.3 54.3 65.7 28.6 77.7 66.6 91.6

Scabies

1. Washing
with dirty
water 5.7 30.8 - - - 4.8 19.0 - - -

2. Dirty body 18.5 7.7 - 9.1 28.6 25.0 28.6 22.2 33.3 16.7

3. Lack of
fruits 5.7 23.0 - 9.1 2.9 4.8 14.3 - - 4.2

4. Lack of blood 4.3 7.7 - - - - - - - -

5. Other (b.g
wind) 2,9 - - - 5.6 8.3 14.3 11.1 9.5 -

6, Dontt know 62.9 30.8 - 81.8 62.9 57.1 23.8 66.7 57.1 97.1

Malaria

1. Mosquito 26.6 61.5 - - 43.3 21.4 33.3 22.2 19.0 12.5

2. Wind, flies,
stagnan+
water 7.1 23.1 - 9.1 - 13.1 19.0 16.6 9.6 8.3

3. DIrty and
bushes - - 2.4 9.5 - - -

4. Weakness,
bad stomach 7.1 15.4 - 9.1 2.9 6.0 14.3 5.6 - 4.2

5. Don't know 57.2 - - 81.1 62.8 57.1 23.9 55.6 71.5 75.0

No 70 13 - 22 35 84 21 18 21 24
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Table 9

How Often Respondents Bathe

Clinic I Household

All Muth. Kim. Nuu Muto. All Muth. Kim. Nuu Hato.

Daily 51.4 46.2 - 59.1 48.6 22.6 33.3 - 52.4 4.2

2-3 days 22.9 30.8 - 22.7 20.0 27.4 42.9 33.3 9.5 25.0

After 3 day:' 10.0 - - - 20.0 4.8 4.8 5.8 - 8.3

When water is
available 5.7 23.0 - 18.2 11.4 45.2 19.0 61.1 38.1 62.5

Total 100 100 - 100 100 100 100 100 100 100

N 70 13 - 22 35 84 21 18 21 24
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Knowledge of Health Comittee?

Clinic ouehold

9I 
I

All Muth Kim Nuu MuTo All -M th 'Kim' Nug Muto

yes 2.9 15.4 - - - 1.2 4.8 - -.

No 97.1 84.6 - O00 100 97,6 95,2 94.4 100 100

Other - - - - o 1.2 - 5,6 - -

Total .100-I0.. - 100 1000 1 100 1 -00 1 100

N 70 13 - 22 35 JA 21 AS 21 24

Any CHW's? Table.

Clinic nouehod

Yes 2.9 15.4 - - - 1.2 4.8 - - -

140 97.1 84.6 - 100 100 98.8 95.2 100 100 100

Total 100 to0 -1 00 Io1 0 0 100I00 100 100

N 70 13 - 22 5 84 21 IS 21 24

Table 12

What Respondents do to supwct 8outh AtIvlIelu

ClInlc Rispondo nts __________A:

Nothing - there are no
activities to support 41.9 29 47,6 40

Don't know how to help
and didn't know support8
Is needed 3*7 4 9.5 1

Repair Roads# Provide
building 44o3 31 34.5 29

Co-operatt with health
officials to promote
health 1o4 2,4 2

Other (no answer) 72 mL ' . S0S

Total 100.0 70 100.0 64
___o -

2.+ :::: ;' + ,+" +'.+ +-q + + ,;++ : , , ; 4 S+ :- +:+- 
+

+ :: " '



AnneX VI

Matrnal and Child Health Survey and Resu1ts (19821
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2. of~'gClld and racord:

2 60G- nL...

o%-n- cicumfornnea 1 a 13 cis3

I 1 Y42 2 * Ue 3- No iaswer.

If yasp aok for/cbs#.rva proof oZ h~t loauzt

I. VaccinationiI

.1 mcard s~en 2 a 3CC scar 3 ucad and C:C

4 111 poofy.Or

* 213ich aln~. did tha child attan-i?

* 1 * = (zto)hilo) 2 m U~oTiofl (*'tntic)

3 C~vmninont (:tz.Lc) 4 * th= (spicify)

vi vo =a

2. J,.ck tlm. uathar if presentt

Woni you we= prqnant with th. child did you.

attnd Am 7  t
I -Y"~ 2m No 3 aNo ansar.

If yez, .,bara did yom 10 if neit, vh? not? i

.3 4 CVMMui"Vit (Ia'tIt1. M ' (1414hoLiy) -3AVO nrnU,
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3. llw.ro wa~s tl--Us !="7~4

1 n o=o 2. Covarnrnont liospital/Aealth centrt

3 I r.±uizn hcamit&

T.. Do you')=m uf wn7 rarilly Plannimcj mflhocla?

nny ways to spaca your children?

1*yes, 2 'Ala U anower

If Yes# %:*iic~l occ'

I - naturi. mathocI

2 a .Artiricial.

3 -no ansvor.

2. If yong do you uzo vwit?

1 YUS 2-) *~ 3 1o nuwr

WVhich onre?

I. nntural, 2 " rtiC'.3ci~1, 3 ',NIo an:;%fr I

-. 3. Where do yon c', for thlis corvico?

3 v? Owrrnrt (tctic) 4 *OLhusr (sm~cJ..y)

0 r.. A ~~a.~m m~ m.----
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MCH- SURVEY DATA

omarison of Coverage Rates

Student Student' Semi-Annual! FinalCoverage M% t n i em:L-Annual
Survey 'Survey R-, Reports Survey
1976 11978 1982 11982

- - t -- 7t 4
B I| I II

I BCG 169.8 153 33.6 172.7 - 65I ,
1<51 Meoasles 17 .0 0 17; 1N.5 --- "'II I I II

I I - -

I i B
I IiB II

AMC Attendance 40.9 90.8 1 32" 128.9 1 40.1 ' 85.6II I
III I B

Delivery 131.1 32.1 - . 1.20.0
(Hospital or9
Hea thCentre) g a. _ BB

Foods!t__an.._r!SyuecX. for berved in One day to._Cildren

(5

I I
Food fIdical Medical 1 Final B

etudents Students 1 Evaluation Survey I1 survey Surve
a1976 ! .:78 1982 I

II

cereals 1.6 2.2 1.0
I 

B 
1

I .

B B B 0.54B
I I I IGeen X f Vegeltbles 0.3 0.1,I 0.1

B j
Fruit 1 0.2 0.1 o .14 B

Bl. .. .I B , I
PXLA1Protein 1 2.4 0.4 B0.4

I B
....... _ _.. _ _ _ _ _ _ _ _

I I a
-- _- - I B _________"__ ,.__ . ,,I



133.

Annex VII

Interview Schedules (1982)
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PIRASE I- FIVAL CVALIJA'Nr '..

SEPTD,4BER/OC'rOB"R 1982

USAID/CODL- 2HC P.ROjoECTE _ -)IT!T . YA

INTERV T EW S('UEr'u i.E

COMMUNITY LEAr.- "

Appo.nted ulr :fs (Modern) uleal h Committee :eadc

Political Leaders (KAIU) Church Leade's

:eac--en (Traditional)

L " .at do you percive as the most serious health

4P-rblt-= in your co::.munity?

----------------------- e--------------------------- -----

- - c --- ----- - -- -- - - - - - aaaca

- maccm - ----------------------------

A--e tney as .imp',rtazt ,as otlhu,, prob-, ms?

•.U

- ---------- -------- ----------------------- a-a-

0i

2. How can these health problums be solved?

i a ' m Ill--e al fi m a al l macIl mae m emea m ecc -e ec a m e ai<l l m ca m - m e m

wA 3. H-%w doeo tho COULL .obile clinic help?

0.-;- - --- ...................

4@ ,, ! ,,,-ma,_e macmace .m.. ..... ..... ec..... a.. .- acm- emcee- cam----
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4. Are there aiy sug6est.tJf 5,..u h..ve about how the clinics

could be ni')Pe effective?

S----------------------- - --------

------- ----------- Ma----------------------

- -a-- ---- M ------------- -

5. Is there any.'aiiig else happening in your community which

m'ght decret :he incidence u.f ,.. .ss?

----- ~----------------------'aa

6. Do you have a health comllittee?

aaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaa m aaa

If yes, who is a member?
---------------- mmm ----------- -------------

When A., they meet? --------------------- --------------

What pro-c: have been under takc:? ,

(May we see the minutes of their meetings?)

--------------- -------------------- a

.. I°. /

7. Do you have any co-:rnunity he.ol'h woz'k.rs (C!!."s)

in your conLunity? ,'

gt4

1f yes, how many?-------------------------- --------------- 3

!1riw w.'rc they chosen?---------------------------7 -- - - - -

m°' ' m ' ' "m 'm l m e l A-
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What was their training? By whom?

------------------------ -- -- ---

How are they supported?
- ---------------- ---- ------ ~

Do they help improve health?

- ---------- low? -.-......-

If i:r. - ld there be mnre CHW's?

------------------------------- ----------

-------- m------------------------

If no, would you like to see some CliP's trained?

8. How do people support health activities in your corunity?

--------- m------------- -------------------------

--------- ------------- -------------------------

-------------------------------------

Has this 3upport increaseCd or dccreased in the last

few years? --------------------------------

-------------------------- ----------------

9. Who attends the mobile clinics7

- --------------------------------- --- -------- ---- a-~ - .......---

Who does not? Why? Why not?

*--~----------------------- --------- -

----------------a-- 
5

5l5 5---------------

-------- M----M---------W---------- e e e

s------------------_ ------
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10. If the clinics were" stopped tomorrow; how would' our,

community suffer?

- ----- e-------------fml-----

Would there be any permanent i.r act left by the

CODEL project?

--- ---- ----------- ------------

---------------------- ------------

11.. Would it make you happy to see the MOH take over the

running of the mobile clinics? Why? Why not?

12. What is the position of President Moi's Government

regarding population growth and the practice of

Family Planning?

- --- -- ------------ ------ a

--------------- -------------

13. Do you approve of using Family Planning to delay

or stop having children?

Ill. Are thera plaucs wheve you can obtain Fdmily Piann:ii'
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informatiot .iLd services in the community?

-----------------------------------

--- --- -- ------ ------ ------ -- -

Name them.

- -- - -- - Me --ee e e- c- . e e e e -- - -- -- - - - -

15. Does the CODEL clinic provide informia.tion about

Family Planning?

------------ ------ -----------

-- -------------- - ----------

About% what methods?

---------- m ------ m------------ ------

-- ------------------------------

i6. Should corunIty Icaders 3u.-h as yoiurself try to

mot6ivate community residents about Fartily P2.aning?

t~t------------ m------------------------

-CCC-------------------

17. Would you like to learn more about thie methods and

benefits of Frnily Planning?

- C C C CCC eeC C--- - --- - ----- C-

C C CCC CC

cc -n n n -c c c c c c c c c c c c c c c c c c c c c c c c ccamm mm m m m m
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..... PF .. I K.NAL :.VA.UATION,

A 7. . . 198

A= lTVfIT1 SCHFTIl'

C')L STAFF

Kitui Staf Moile elil.ic imT aders

- mutomo Stakf Mobile 1'.inic .taf s

-1. How long haw: you worked with this pre,,.ict?

nan- -anann---- ----------- - a- -- ~------ --

2. How do you evaluate it?

r / What dre its strong points?

'Its weaknesses? Ia

ft-I06 m0M tmt4 Wmmmm=m

ftm ftf .mOt O $ftmf" tmf

'J •I N I I I I I I ~ I I I N I I N I I N N I I I N I



3. Who usually attends ihe cL3.zicn?

Why do ' ,ey come?

4. %.,at people do not come? Why not?

5. If the.cl :ics were stopped tomorrow, wou.1 there be

any permanent impact leit ini the communilies?

6. Have vehiles been adequate?

7. Have drug andvdcine supplics been reg.'ar?

em- - - - - -- - - - - -m ea m n n e n e en ea e e cM ac n m a a - - - - -
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8. Do you feel you are paid well enouCh? -loused adeqirat,&y?

How do yo-ir salaries and respo: sibilities compae to

most emp>liyees?

-- - ---- ---- ------ - -- - MMnnn nnnn------

---------------------------- ---------

9. Have you ever wc-rked in conjunction with the MOH? How?

------- --------------------------------------

------------------------------------------- -

---------------- -----------------------

-:as it been successful?

----------------------- ------------------

--------------- m -----------------------------

----------------- a---------------

.0. How do you imagine the transition to the MOH will taJ:e

place before USAID funkling for the project ends in three

years?

------------ ------------------------------------

- -- - ----------------- M-------

1!. W^o deternines the het.t;. 'iscussion issues for your

clinics?

------------------- m---------------.----- -
- a -II II m - -. l - i - -l



142.
?IHASE I - F!"!AL FVA..AT11N

§EPTEMH- .O'CTOBER 1982

USAID/CODEL ?PC PROJECT - KITUI. KENYA

INTERVI:) SCHrDULE

OTHER OFFICIALS

Agrleu tural Officer Livestock ifficer

Soci_.l Sarvicc,3 Officer Education Officer

Commity Development Officer

1. Do you interact with Ministry of flealth (MOH) officials?

-- - - -- - - -- --e ! ---------------------------. .

With ?rivate Voluntar 7 0 r- a| iizations (P'O' un.r 4....

Healrb Work? If so, how?

2. Are you aiaie of the mobile clinics organized by the

Catholic Diocese of Kitui? (CODEL)

- -- - - - - - -a - - - - - - - - - - - - -

/3. If yes, what contributions are these teams making?

How could they improve their services?

------------ m------------------aanc

ee -m i m a-------------------------------------------------- -- ---

4. Is hoalth a priorlLy 4rca in Kitut cr are otner problem3

more &evere?

--------------------------------- --- --- M -
- ee-mmmmmmmmmmmmmmmmmmmmmmmmmmmmmmmmmmmmmmm mmmm m # m m mmmmm mmmmmmmmm
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-- - T- a - a - a

SEp7-m-MRT~tJR 1982

...... -. US...D/COrEL FHC-,t)OJ,:CT - KIU. MvINrA

i . .IN(TERVI_'W S- ,HrDUtE
-.. 

, •N

STBA'S / CW.' S /OTHER --2EDICAL '?F.CTITIONER S

1. What are cl. biggest health proble-. in this community?

II sin a a 5 5 asI mIII I a amassaiI asI -g I am l, m amas a am N nmass a a a* 4

2. What curative and preventive Medical and health facilitieS

arc available to the community?

0*i

~~~~~iao i nm ss amsQ aa aa a s smaas amasmo 55mm sa m mi S ma ma ma am maa

* O

3. Do you know about t he CODEL mobile clinics?

What do you think of them?

Ii. Have the clinic staff$ ever approachod you for your help

or advLeo? Have vhey offered you training? I

mamss amasasas sass mama-amaosas mama

A If yes, how IonC wac the traini Z? -

............
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S How aeYou supported? Cash? 'Kind?

Is Lthre ta health commitee in your coamuujtv?

....... . mm -~ mmN lmI ~ l m N m ia

. . .. ..... .. . . .. ..... ... ... .. 
m m i .. ... .. .. ... ...... ... ....... .... .. . .. .....

6. VWh1t ;'L.-provezents can you make tp the health status

- -of your --o mnity?

7. Fa-,ly Planning

FP z,.oers to all the things a husband and wifo can do

to del2ay or ctop having children.

Db ycu approve of rp?

*W'hat e:=hods of rP can you identify?

Do u e v provide advice to women about FP?

I Would. you ii~ke to know more about: F? so that you.
could provide tbelp to women? ,•

I

ii:<i'::':? \D: m m ... mm mmII lll m m m .. .. . ...m.. . m m .... .a ad youv". in. thcno oretjy aotaF s thatyo
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~IAE I- FINAL LVALUATION

SrPTEMBER/OCTO9ER 1982

USAIrD/CCDEL PHC PROJECT - KIU KE,!Y

XNTERVBIEW SCHEDULE

WOMEN'S GROUPS

Leader/Member

1. What 're the purposes for which your group exists?

--------------------------- ---------- -

---------------- m-------

2. Howt often do you meet?

------------- M--------- ------------

------------------ 
--------------- -

3. Do 5-Lu ever discuss health issueb? What are the

most important ones?

- - -----------------------

-a- ------------- ------

-- - - - - - - - -- - - - - - - - - M---

4. How do you think these problems can be solved?

--------------------------------------

------------------- 
- - ----------

--------------------------------

S. Have you Aver heard of the nmobi~e clinics run by
CODEL (Catholic Diocese)?

-- ------------------------- 
---------- -

------ ------------------------



H~ave You at*.jA,%A aly' SeSSiori?

- - - -- -- - - - -

- - -. - - - - - - - -

6. Are these clinics niceting your needs?

--------------------------

Your ccrn,..Ani-y's needs? -- ------------------

If not, !u.w cou.LJ they improve ther services?

-- - --------- -- -- -........................

- ------- M------- --------- M--M-

--------------- M-----------

7. Are there any com,unity hea]th worke. (CiW's) in

your commnity? Do they help? How?

--------------------- -- m---------- m------- -- -

------------ ------- m------------- m

lave you ever' LiaouLIIt r becoming a ChW yourself?

--------------------------------- -----

8. Family Planning refers to all the things a husband and

wife can do to delay or stop having children. Do you

approve of FP?

9. Do you approve of having more children, than can be

properly fed, clthod and educated?

------ e---------- -- ----------- e

----------------e e- -ee e---------
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10. Do you approve of young, unmarried girls getting

pregnant?

---------- ---- - -----

--------------------

What can women's groups do to prevent this?

-- - --------------------

11. Are therm places where one can obtain FP information

and services in the community? Name them.

-- - --------------------------

12. Would members of your women's group like to learn

more about Family Planning?

- m ----------- ------- ---m m- -

-------------------- ----

-------------- M ----------- -----

13. Would you approve of your women's group providing

information about FP to its members?

-- -aaa -- o----------- ---- - - --- -

- - fm- -- - ------ - - -aa aaaaa-------n

a n e a- n------------ -- M---aaaaaaaaaa---n -a---aaa
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Amnex VIII

Schedules of Safaris (19832)



KITUI PRIMARY HEAtLTH CnRE PROJECT NUU SAFARIS 1982.

Location. Xet Week Jan Feb. March April. May. June J July. Aug. Sept Oct.1 Nov. Dec.Yutwa Monday 4th lat. let. 5th. 3rd. 3 5th 2nd. Aug.31t .4th 1st. Nov29th°
Tuesday. 5th. 2nd. 2nd. 6th. 4th. 4th. 6th. 3rd. AUgU.31 5th 2nd. Nov3Dth.MIlUYUNI. Wednesday. 6th. 31d. 3rd, 7th. 5th. 2nd. 7th. 4th. let. 6th 3rd. let.

-- --- 6th- ----- ----- _t.__-uvan 'y. 7th, 4th. 4th. 8th. Gth. 3rd. 8th. 5th. 2nd. 7th 4th. 2nd.

2nd. Week.-tngemi• Monday. 11th. 6th. 8th. 16th. 1l11. 7'Lh. 12th. S.h. 6th. 11th 8th, 6th.
,ALITIrjI Tuesday. 12th. 9th. 9th. 13th. 8h. 13th. 1th. th. 12th 9th. th.-
-hltlka. Uednesday. 13th. 10th. 10th. 14th. 12th. 9th 14th. 11th. 8th. "lth 10th. 8th.

-- -
- - . 9th. 

_!-. 

l"! 

11h 

8thh 
..... .

T sdav. 14th- llth j 1th 15th. 13 h. ath . 15th. 1?tl. 14th 11th. 9th.
-

-- 
w'"" 

L3rd week I _ _ __ __ - 1I___ ;onda . 18t.15th. 131h. 19th, l7th. 1 h. 19th. 16th. 13th. 18th 15th. 13th.Tuesda ° lgth. 13 4 h. 16th. 20th. 18'h. )5th 20th. 17th. "bth.. 19th 1Sth. 14th.a- .h.IIh 19th, 1Gth. 14th.
, -,. j - Wedncsday. 2-Ijtt. 17t h .l~ th. 21st. 19 hh. 16th. 2lt 2 1f!; L. ,15th ° nd. 7th. 15th .

.2_ -- 1 -. ~ - _ _ _ 1th,uumuu -6th, 22nd. .0th. 17th. 22rd,- 19th. -16th. 21st 18th 16th.4th week. - - -ikiika. Vionday- 25th 22nd. 22nd. 26th.. 24th. 21st. ho 23rd. 20th. 25th. 22nd. 20th.rtdi,. Tuesdihlt- 26th. 2-3rd. 23rd. 27th. 25th. 22n . 27th. 24th..lzi. 26th. 23rd. 21st.
,ala. Wednesda 227th. 2 4th. 24th. 28th. 26th. 23rd. 28th. 25th '2nd. 27th. 'BIbh. 22nd;

.undl. -Thurs 21th- 25th. 25th. 27th. 24th. 29th. 26th. -3rd. - 28th. 25th. 123rd.



KITUI PRMARY HEALTH CARE PROJECT MUTHALE
1982

SAFARI S

----------------- -------- r- ---- T--- w-l----r--- ------ --- -------- i----- ----C L I N I C D A Y 1 JA N : F E B : R A P R : A Y J N U L A U G S E P - N D E C
---- .------------- -------- ------- - or -- .-- V - -DC- -* aea 1 Tue Sth 2nd : 2nd: --- -4t 1- --....... 

9 4 , 6th 3rd = 7thht n---------------------------------- -------- ------- ------- ------- ------- ------- &-------- ------ -------. St '6 hth 2nd 7th,"ieon o 6hrdd 'I................................................... ...... .............................................................. ..
[tavnlIfd | 61h | rd 1 3rd s t ' 5hj 9th 7th 4th' ith 6 th "'3rd-- 8th Iif anvouf s. L .,- ...... M -. .... .. .... ... . . . . .

Kivou j Thu 7th 4th 4th Oth 6th ' lth a th 5th 9h 7 th 9.
li...utongo .,JI., .. o. ,.o.• .h, . e e e a _

~._.................,;.. '.."........................--- ................... .......................... i4 I.....
I' : 9,t 9th. 6 oUthI 8th 4th 91nth:-~~~~~ ----------------- --------- -- ------- - S-------- -- --------------- ----------- ---------

. _ I , a . - F . . . . . . . ..S. . . . . . .-- I-- - r -*. . .

........n F i 4th.. ] . .. i, 7th.. . . 1"t 9th ... ... lot t- -.. .. .th
------- 4----------1---------------------------------------------------------------------------------------

-- -- - -m - - - - -- - - - ----- -------- I------- ---- I1t~ ~ ---h--th ;-
Kanyan~~~~Fr 1 Te 12 h 9t------------- -------- ------- ------- ------ ------

' lutongo Mon 11i 8lh t 8th loth , 14th 12th gi 9 13th I lt 11Sth 13th

- t --- -------------.
Kan. .... 12t ... ... 9t 13th to I t ) lItti a' 1 t l t s 1 t 2 h I 9 h 1 1 V

a------------ ---------- -- ------ L-------- ----- ---------------------------------- .------- ---------Kite ---- tied 1 3thth lth 14th , , "t 1t .... . 13th l

8--------------------------------------------------- ----------------- - -----------------------Thu 1i4t l th 1 3th 1th 13th l7th 15th I 2 th • 14th :lth 6
-------------------- ------- 4------- 4------- ------- ------- -----------1---- L---------------- -------- -------- 4------- 6t

. . . . . .' zff ~i nd 13th : 15t I lth 19th 127th o 21st so 19th a' 16th . rt 1861k [ ~t .2 . ._ _: . '. -

r - ----------- ---- --- 
-- A -- - -

"I 
-------.. 

.r. . . . . . . .. . .•. . .. . . _ . . . .. . . _

I ti ani Tue * 19th 16th 16th :20th ' 18t 2 20th 1 ,1-s ! 1-"

r - - - - - - - -~~~~~- - -- r8 h 2 d 2 t o 7 j i ~ t 9 h l t u t
-- e 20th 17th : 17th o 21st 19th 2 22- t l.. h . 22nd 17th 22nd

r----- ---------------------------------- 22d 7t:2d1 I - * - - - ------- I.---- -- -- -INzehiunt T.u s .21st 18th t 18th : 22nd 20th ! 24th o 22nd 1 19th 2n23rd 21st 1th 21rd----------------------- L------- -------- ------ 14-----
L------------------------------ - .1------------l L -- - - a- - - -- - - I-- ---.---- ------ ------- I --------.---------------------- ----.--.------.. . . . . . n F m , S : 2 2 n d a$ 2 n 2 6 t h I ' 2 4 t h : 2 6 t h ! 2 6 t h I 2 3 d ! ( 2 7 t h 2 1 t h I 2 2 n d to 2 7 t h s, , - "- - -------- - ....... ------- - - ....... .......- --------
1 6 i n g i T u e 2 6 t h 2 r2 3 d 2 7 t h 2 S t h2 9 h7 t2 4 h6 h2 3 d8 h---- --- ---- --- -- -- - ------h -- - -- - - -- - - -- - - -- - -

S---------------- z -- t---d--7h.t -----
a -. .. .. -. *....

3tUtU Wed :27th 24th :24th 28th 26th 30th: 28th 25th th27th-- - -- -- 9th
Th ;28htht1 T----8--------2-----------29th ,27th ,24th ,29th

----------------- ------- .-------- - - - - - -- - - - - --. I -
, hu o 28th I 25th 2Sth : 29th 27th Ist 29th [30th o28th

----- . ---------------- ...... ----------------- ...... I ------- ------------------------------ -- - --- -- --- 30



KITUI PRIMARY HEALTH CARE PROJECT KIJTOMO SAFARIS 1982.

Location. let. Week. Jan. Feb. March. Apbil. May. June July. Aug, Sept. Oct. Nov. Dec.

Kothysthnkm. Mon. 4th. lot. lat. 5th. 3rd. 3lMay. 5th. 2nd. 30th. 4th. let. 29Nosz.
Cheango. Tuas. 5th. 2nd. 2nd. 66h. 7th. 4th. 6th. 3rd. 31st. .Sth. 2nd. 3Nov,
KWsnunl. Wed. 6th. 3rd. 3rd. 7th. 5th. 2nd. 7th. 4th. lat. .6th. 3rd. let.
3yomun-,, . Thurn. 7th. 4th. 4th. 8th. 6th. 3rd. 8th. 5th. 2nd. 7th. 4tii. 2nd.

2nd Week.
Kyomatu. Mm. 11th 8th. 8th. 16th. 10th. 7th. 12th. 9th. 6th. 11th. 8th. 6th.
Voo. Tues. 12th. 9th., 9th. 13th. 11th. 8th. 13th. 10th. 7th. 12th. 9th. 7th.
Mutho. Wed. 13th. 1.thr 10th. 14th. 12th. 9th. 14th. 11th. 8th. 13th. 10th. 8th.
Ikmqj. Thurs. 14th. 11hI 11th. 15th. 13th. 10th. 15th. 12th. 9 1th. 14th. 11th, 9th.

3rd Week. 1
Hinckoni. M Mon. 18th. 15th,. 15th. 19th. 17th. 14th. 19th. 18th. 13th. 18th. 15th, l1rd.
Konzlko. Tucs. 19th. 16th. 16th. 20th. 18th. 15th. 20th. 17th. 14th. 19th. 16th. 14th.
KnvIl3uni. I-Jed. 20th. 17th. 1?t".I 21st. 19th. 16th. 2let. 18th. 15th. 22nd. 17th. 15th.

anlyonconyo Thurs. 21st. lBth. 18th 22nd. 20th. 17th. 22nd. 19th. 16th. 21st. 18th. 16th.
4th Weuk. I I

M01 c.ni. Mon, 25th. 22nd. 22nd 26th. 240tn. 21st. 26th. 23rd. 21lth. 25th. 22nd. 20th.

Wad. 27th. _24th_ 24th 28th. 26th. 23rd. 28th. 25th. 22nd. 27th. 24th. 22nd.
Konlvu. Thurs. 28th. 25th. 25th. 29th. 27th. 34th. 29th. 26th. 23rd. 28th. 25th. 23rd.
Kis as,. f Fai. 29th. 26th. 26L% 311th. 28th. 25th. 30th. 27th. I24th. 29th. 26th. 24th.

en.



1982 PRIMARY HEALTH CARE PROJECT CLINICS IN KIMANGAO

CLINIC DAY JANr FEBM AR MAPR:M AY : JUN JUL I AUG SEP! OC NOV 1 DEC 1
-- - -- -- - ----- ------------ - Le -_I. -- -- - - -- - - --- -

thlist 30th 29th

-------------- ------- -,- .
... .... .... .. .. .. . - - -- ---- - ------- ---- -- --- - --L - ------- ---- -- ---------- .... I --t h - - -

Nthangani Tue 5th 2nd : 2nd 6th 4th 8th 6th 3rd , _ [tn 2nd 1 j3th :
-- - - - - - --- -- - - L ------ ----- -- -------~...8ee e 8 --- --
* asyungwa Wed : 6th 1 3rd : 3rd : 7th : 5th 2nd 7th : 4th lIt 6th 3rd , Ist

--------------------- £------ -------------------------- - L----- - -- ----- ---- -- tft -- --- t----4 --- L - --- L--------ai. a a a a a I 1* r !

* Tysa-Muthale a Thu : 7th 4 4th 4th , 8th : 6th : 3rd : 8th : 5th : 2nd 1 7th 4th 1 2nd

---------- --- --- --------- L---------- --------- --------------------- -- --- -------- 5L--------- -..-- -- ---- ---- --- 4
Nguuku on I I th h 10th 7th : 12th I9th 6th I Ilth 8th 6th"

a a g a S

- -- ------------ A-----------A----- --------- --------- --------- --------- -------- -------- L5--------------------- -----

J Kaningo : Tue : 12th 9th 9th 13th : 11th : 15t, : 13th : 10th 7th : 12th 9th : 7th
L -------------------- -------- ------- L------- L----------------- L------- L------- L--------------A------------.-----8--8... L----------I-----I

Ukasl Wed 13th 10th 10th 14t'h 12th 9th 1 14th: 11th 8th 1 13th 10th 8th :
L----------------------£--------A------------------- -------------- --- A---- -------- m------ ----.- --------- L------------.---- -

aseke Thu : 14th 11th : 11th 15th : 13th 10th 15th 1 12th : 9th 14th 11th 9th .I
.. . .-----.------ "- , ----------... ,,- ......-- ....... ---.... .. ------- -. .-- .---------- - - -, - - -

Ka s Fr at a h 1t- s'1 01t
Katse , FrI 15th 12th 12th 16th Ith I15th 4 12th

£------------------------------------------------------ a- - -t-- -- ------ ------ ---0-h -15 h----- 1 t13th I- 18th ---- 0--
Hon 1 18th 15th 156t---h 11th '-th --.-th- 16th- 15th ---th-A-h-0

L - -- - - - - ----- ----------------------- ------- ------- ------- 6 h ------- --- -- -----h ------ 16t -- - - L 8th-- ---5h--20t

Kauuwgo Tur 19th 16th : 16th 20th 18th 22nd 20th 17th 14th 1 19th 1 16th 1 14th
----------------------------------- A-----------A--- -------- A.------- ------- -------------- ------ Lm,---- -------i--------4---4

Kandwa Wed 2 0th 1 17th 17th a 21st . 19th 16th a 21st 18th 15th 2 1h 5Kadl ,e a 2 , , a a a a 28th 1h :17th: 15th:
LMn

-- ---- - -- --- ----- A------------------------A------------- --------------- ---- A---- --------- ------- .---- f --- - -- ----

Ngunganl Thu 21st 18th 18th 22nd a0th 17th 22nd 1 19th 1 16th 1 21st : 18th 1 16th o
--------------- ------.--- A---- - ------ ------- ---------- - L ------..--- - ------ -----

Syambyu Tu 26th 23rd 23rd 27th 25 24th: 21st " 26th 23rd a 21st

a - - -a-- -- - - - - - - - - - - -
L ......-----.--. A------.. ---... .. ...... ------...... ------...... ........... ....---- .... a a . . . . . .- . . . ..

Musosya Wed 27th 24th 24th 28th 26th 23rd 28th 25th 22nd , 27th 24th 22nd

L --------------------- m-------A ---------- -------------------- ----------- ------------ ------ ma--------- I---------A----------------------£--------------A----a a a a a I SI

i tamsyl aThu 28th 1 25th 1 25th 29th 27th 24th 29th 1 26th 23rd 28th 25th 23rd
L ---------------------------- ------- L----------------------------------------------------------------------A----------------------A-----A----A----------.

V.. •
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Annex IX

PHC Project Budget (1979-83)



154.

PHC oeat udet 1979 - 1983

a Original Budget! Expenses to I Balance ?roposod Allocation,
a I Feb. 28, 1982 'to March 3i, 1983 1

*-- *$a $ ,
Salaries 147,400.00 112,526.84 I 34,873.16 48,500.00

Ii a

Transport 131,200.00 130,485.36 714.641 30,000.00

I Equipit a 19,200.00 1 20,486.96 -1,286.96 1  5,000.00

Data p Loceisngj 9,000.00 9,000.001 -

I

sBousinqj -

Health P a. 17,400.00 3,46.3 1 13,983.64 3,000.00

Balance 000 1.63 498.371' 164.69

II

I 4 3

a I
a&- -.. a - - - -= - - -. .



Annex XC.

Mokbile Service Coverage (1979-82)



MOBILE SERVIC9 COERAGE

I -------- --- I.......-
1979 1980 1981 1982

No. % Cov. No. I Cov. No. t Cov. NO. I Cov. I

< S 5095 6350 *6385 370
a,- 1732 4802 f 3085 1152

BCG 1284 (37.7) 3082 (79.6,t 2344 (65.4) 1561
Dr 1  1452 (39.3) 3233 (84.2) 2152 (65.2) 1301 II I
DP'2 3  2322 5017 1295 1963 1
Polio1  1795 (48.6) 3097 1 (80.8) 2144 (65) 1 1312 I
PoLio 1101 5121 1301 1820

823 (24.5) 1652 140) 1851 (62.2) 934
_~c IANt New Cses (Rsk) 419 1351 1260 6199 (18.7) (50.6) (34.3)(Mon-risk) 340 793 1080 679 (374

Teta.u Toi 1)..6I4Rat.io Revvit.s/ I (24.5 1482 

1.4I
Tetanus Tox~td 998 (24.6) 1482 (31.7) 998 (23.6) 758 i

Sources Seml-Annual Reports.

I.-



.IVII.E SERVICE COVERAGE

KI MANGAO

197 19 198 1982
Coy. No. % Coy. No* S Coy., No. 0 CovI 

I

5 1 17 275 525 3..... 0

S I

S34 3 1
SIMMUN1IZATIOI4 jjt

BI T, 1 32.4)1 1926 (1.2) 160

DPT 1197 (33.2) 2602 (66.4) 160

"3588

Poi1 901 (25) 2689 (7 1 189

Polio1  525. 4287 - 256
Measles 309 (9.4) 1360 (38.6) 136 1I

1 ew cases isk) 151 369 546 j432

New Cases (Non-risk) 123 16.9) 311 (16.1) 517 (26) 410 .4)

I vslts 0. 1.6 1.7 1.8visit 1.8 .6 ii
Tetanus Toxoid 166 (4.2) 584 (13.9) 1.8

Sou.ce ........ I R-ports. 58 I------ --
Sourcee Semi-Aknnua l Reports.



MOBILE SERVICE COVERA(Z

1979 1980 1981 1982

No. Co. No. % N Cov. No. % Cov.
----------------- ----I-- ----------

CLMTIVS j
<5 Yr. - 6358 5171 2458

S yre - 7004 2165 639

IMMUNIZATIONt

DCG 4188 (10) 2877 (58.1) * 1740DP1 - 4146 (107) 2708 (60.1) 1449

OPT 2,3 - 5869 1930 2107
1Polio 1 4996 (120) 2754 (59.6) 1457

Polio°2, 3  
- e3167 .1967 2297

Measles -3011 (44.7) 2067 (48.1) 1011

---- New cases (risk:) -621 1537 654(2.6 (2.6 ':Z i "(3.!
New cases (non-risk) 995 071 661 3

Ratio Revisits/Visits 1.3 1 1.4 1.7

Tetanus Toxod -1399 (24.6) (19.7) 981

Source: Semi-Annual Reports

#A.t



MOBILE SERVICE COVERAG(

NUU

I1979 ' 1980 1 1981 1982

NO. Coy. NO. % Coy. No. % Coy. No. I Coy.

CURATIV2uI <5 I i S
-5 yrsj 2330 704 2987

3 yr - 1 3642 3709 533 S

IPEWH1ZT. ION sI

DCG I 1883 (10.05) 1065 (47.41 887

DP- 2448 (137.6) 1399 (62.6) 523 j
DPT 2,3 2217 2249 811

Polio 1 2304 (125.7) 2174 (121) 486

Polio2,3  1993 3218 651

easles - 1034 (59) 995 (52.3) 261

New cases (Risk) - 562 (32.6) 4891 (32.7) 341 (45.4)

Now caas (ro--risk) - 360 476 326

Ratio Revisits 0.8 1.4 I 1.6

Tetanus Toxoid I -500 (9.6) 478 (15) 229

Source: Semi-Annual Reports.
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AnnexI

Counmity Bealth Activities (1979-82)



161.

OMMUNTY HALTH ACrIVITEr

(ESP. SCHOLS)

1977-1981 No £nfor=tion available.

1982 Seconded PMT has beqtm active program in schools.

1981 Health education in schools bequ.

1982 Sx-education added to school talks.

Health education also given to in-patients at

Muthale Hospital.

NUU

1980 Health education given in schools, markets and at

Chief's barazas as mans of entering comnity.

1981 ealg education continued. Shopkeepers stocking d.u;s

were taught correct malaria treatment.

Polio vaccine given to 367 pupjls. BCG not given due

to pupils' fears.

1982 Continuation of sam program vth 10 schools covered.

Topics included malaria, personal hygiene,

nutrition and BCG vaccination.

=XMNGW

1979 ealth education given in several schools and to parent-

teacher association.

1980 Continuation

1981 10 schools chosen for regular visits.
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TRAINING AND INSTRUCTION

FOR WOMEN'S GROUPS
a aimii~.I .i

Number Trained I Length of Training
a
a

1979 a 2 TBA's 4 days x 4 visits
i 9 CHW's 4 days x 4 visits

I! 9 TBA's 3 days x 5 sesions

I 24 women 3 3days x3 sessions.
a

1980 6 women 10 days
S 7 womn 20 days

7? woman 16 days
4 women 10 daysS 14 TBA's '7 days

2 couples 2 seminars each on FP

1981 I
I 2 co pel sIupiwie r.i. at kthom E:mopil

nurses
6 TBA's 1 week4 women 1 week

6 omen 3 days

1982 a 4 TBA's 5 days (Usinq PHT)
5 CoW's 3 weeks (Using PHT)
9 couples FP/Kitui (Workshop)

1982 13women j4 days x 2
5 B's 4 days x 2

I
1979 ! 24 participants 3 workshopsI 7 women leaders 4 days

2 TBA' Several Inimsl
3 TBA'. , Several sesios To t 3
4 TuAs Several sessionsd

I .I

1980 14 TA'. I 6 daysj 10 T A'. 1 3 days x 5

1980-12 8 - 10 mthers Saturday mrnings

TBA's (numbers notIspecified) Saturday morninqs



TRAINING AND INSTRUCTION

FOR WOME?.'S GROUPS (Continuation)

I I
UNi ber Trained I Length of Training

I I
I I

1980 6 women per group 3 as!I esin(total not given)',

Pollowed completion of
comtnty-costructed

building

I iL I
I -

1981 Local leaders4helh n nr
(in 3 groups) 13 dealsh 3seins

(tota notgt given)

4 adults
3 pup i l s

7 parents
5 TBA'sI

2 t.radti~tonal o epractitioners

S112 women
3 TBA's

II
I

1982 1 couple FP seatnar

I20 r's
I 10 traditional

phealers
15 others

l; r -6helh einr
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Annex XII

Kitui Morbidity Data (198) - 82)



KITUI MORBIDITY DATA

The "-eidence of Dia2nohis of som Indicator Diseases in Kitui,

Dis trict L "

WiZsaIme • 'Year

1 1982

I I

II

Smbes/1\mga1 Infection 2,8 2,559 2434

SsInfection 350 o 882 962

,I I _ _

I I
I 6,0 o

6,0 I 6799

I

asLle 85 80 117

0mhiping Cough 3 12 43

, I .. . .I

Dintcti nI 30 I 8 6

II

I

i i I 6799Jin.Laxu~r~o 50 45 I 6

I II I

______'__ t _K_t__ -is llIcJ r -- rs

d~l~e ~e nt ho€ ~ylint 3cj obdtchJg nte

D o~IngCough.
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Annex ian.

Form Used by Project
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aL2MZC rUU=IInrOskwrzrA

CLMWC _________ __

Was elinic hold?--- --- -

Were rtetftcLnamc zdquate?

-"Pre~~ --,cie - ---..e

Wasn staff Cct7I---------- - --

Was fizat group leads=t
training- e=,O1etCd? J
lfra init~a group coatings i
):old? (indicatu no. h~eld)---------------
Uas secvn cirojap I-waor f
traini.E moiooted?

=.141C______________



* flOTES. CHILD HEALTH CHIAT
|DOM OF ==" MA" IMMUNIZATIONS

-. _____________________ PRIMAkY HEAL7Il CARP FROORAM TUBERCULOSIS IBCG)
* Clinic Ch.ld*.; No.

Date
.... __ _" "L__Boy Girl Remarks

Child's Nr.mo be

*~ . .. .- - -TUL A-CUUNL.1 TEST l

District Location Sublocatlon Onto

Date Road:

IReacton
Father's Name

POLIOMY ELITIS (ORAL)
Date:I

... . M~tothecr's hla431.1t:

Epate: 3
VDa'e First Seen Birth I zt S K A L O [ Re c on

_____________________SMALLPOX Recto

I._Date cl Primary-

__________ O.'0aHES (A SIS12.4 Cte of Revaccination,: I_ BROHERS~~~~~Narao & I:Sexiii,1h Date ! ; f = ; ~ - -  .....

---- "----- WHOOPING COUGH-T ETAhIUS.DIPWHI IEIF1IA"

-. ~Dole:1 I____
____ ___ ___ ____ ___ ___Doic: 2

- -- MEASLES

Oete:J--

. ... ..... _ _le -D f--______I .,k,:Best Availc~A D --
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Annex XV

Phase XI 'valuativn Yam



Clinic Ar-a. Date -______

.No oo. o *f L No. withN omp. NO. Ocironi No. N
is of Bead of Bousehold Bths deaths childrsen 1 I=. or latriiie Cough Scabies iSore- Arm.

Scbis Ie-A .

in 6/42 n 6/12 1 2 yre measles + Gr NO eyes circ.
H. I. I

IlI
II

• o



YEARLY ZVALUTION FOM

(FOR OLDREN 12 - 24 MO1) OLY)

TEAX AREA:

CLLS'MR NO. - - ---- Interviewer

Birth Date Range to
(Mark + if present and - if absent or negative).

2.L Id 3er- Birth Polio DPT I Arm Circ.holdo NO. m D-At. BC F- 27 11 2 3 Vc .1 13 cms.
Present Scar

2.

4.S.

6.

9.
I I

* Calculate applicable children by determining range of possible birth dates
to allow them to fall into 12 - 24 month category.



Ji.o

YEARLY EVALUATION FORM

HIMeR(OF CHILDREN ABOVE) (Page 2)

-i - - T ... T - ' "

No. lAttnd.d :Tetanus Breast F.P. Latrin
IANC iToxoid Feeding gNow PresentI -I-- - I

12 I
I I I iI I

I
I I

I I

I II
I

I I
I I

II
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Annex XV

AMaEr's "20 rirst Stow in Strtnq a program"



20 rT STE ISO3.8.-

3-AZTZDozscwszct

1. VISION
- .It requires only on* person to hove vision. That person can be oyone. That pwrson

should suppot theirvlion with some rading and some visiting. : The reading may be

"Where Them Is No Doctor", HELPER newsletter or reports about workshops. The

viting may be to an active Community-Dsed Health C re prognne. This may be

- aronnged through the Support Unit at AMREF.

2. PRIVATE DISCUSSION
* The Inspired and Inrormed Individual then disc u ihe Idea with nelghboura Av

. should discuss It with a variety o.peoplet old/youngp mol/femolej ricipoor

owdleVnon-medtcol; officloinon-officilo etc. These people must ask themselves

,questIlon like this

.) D # reel kmly about ony health pmbem?

b) Is that problem solvable?
. b) ly villogers?

dY Do vlllgOs hove the will to Work togethw?

* . e) Do villa"e"sin"egeododers~hip?
) Who ouI we got to help with trining?

"g ) How m'ch volumay (no pay) help can we expoect. from villogm?

Ih) What could the vII0gqo*togl t * - f ratullty for health workers?

1) Will,people listen to a sllohtly tmined nelghbour?

3)WIll this nelghbows word produce chongal actions
/ k) Wh about nmney cad equipment? ,

If Alis moil WIefest group do their IomIwork" wall the Chief or Sub-Chief will

be willing to oll a borma.

3. First 941114A (SensetigathWn
6Te Co mmy shold hear a brlef lel etplonation of the Main Ideas :"

u) We haw *eflteo lsu uehs..... 4 .

b) These probmS on stoppod by One villoge chaning its hoi.

C) These chnges of h a n be pmmottd griuolly by aou who got o littlo
hminng.

d) The ole thing conrm villagws (CHW4 helping their neIghbors to halp
i Imih lva t stao y hgalthy.
K a) There Is ol m oney o waInvolved.



The question before the baraza is not "Wat Will We Get?"
. No. Thi qu6stlon before tho barb:o Is "What Will We Do?"

i,," 'If the commmit~ sem ready In spirit to try the path of' self-reliance, the leadmr can

arronge applntment of a small Committoe. Those chosen must be people who got things
~~~done. . ,

4. ORGANIZATION ' "
The Commttie arg:.t.. Itself with chairman and secretary. They got In writing what

-- their objectives are and their authority for purm164 these objectives.

5. INVESTIGATION
They sham cot rospomlbllity for digging out answers to these questions:

a) VVhet ae Ihe main self-solvable problems?
b) WhaM t people a C'Ws would be the bast motivators of Improved habits?
) How many needed to cover this village at 1 to 1,000?

d) Are *h people available?

e) Whet dbout zowodi?
-- f) What h the bast method of troining?

S). Who locally has this skill or could be sent to find It?
, .. IN Who, IpecfIcally would give them medical back-up?,

FI) -How* qpecificolly would the Committee give them administrative back-up?
S j) How Health Committee relates to local health facility.

1 k) Health CommitteAs pert In training.
1)" What dansuophic data Is available?

B

- 6a. SECOND &THIRD IAPAZA (Evoluatton-Decision)
"The Health Committee reports to b re, explaining their findings and recommending

* plan of acin. This plan would specify WHO? WHEN? HOW? WHY? WHY NOT?WITH WHAT? a. The bama wIll then recess for a week. This week Is for personal

Uthinking and privam roup discussion of the plan. In particular villagers must be thinking

" bWu WHO Aculd be the CHWs and nominating such people to the Committee.

b. At alm Med barya th Comunity musts

) agree to the Camiltll' plan
b) approv Health Commlioo selection of CHWe

. p) make wwntmnt to activoly support tho plan

Also there = be geerment on the aroo chosen for tho first (pilot) prorumme - a

:: " ib lc* . .-



!!*7. RIEN' RETATION,
. The Trainer and local health worker (may be some person) gives trainees orientotion

to their role. Might oven take thorn to visit an on-going progranm somewhcre else.
Back home the group agrees on which CHW is covering which part of the village.

SPLAKII URVEY_(Basuline)

A very simple survey form Is designed by. the "team" (CKWs, Health Camilloemen,
local Medical Worker and Trainer). The survey-fonm must be appropriate to the C'Ws "

abilities. Its p vrpose Is to enable the CHW to stabher/his training with a clear

. understanding of *her/his defined area. (people, irablen,, distances, etc.) The

Support Unit at A.MREF has a model CHW suvty to borrow ideas from. One of the
.-_ most important parts of this exercise Is the designing of the tables on which thi survey

data will be tallied for analysis. The survey should ask only for information which has

a place In a table. Dent ask for what you wont use. The form must be fleld-tested

repeatedly before final printing.

9. SURVEY

The survey Itself should bo run as a Commun!ty exercise. Even though only o 'smple

may be interviewed, everyone should feel that the survey cormrns thn.

10. ANALYSIS otc ,

The results of the survey are tallied, collated and then analyzed. From this information

* the team can decide which problems deserve highest pririty In CHW troinIngi'they

should also ogree on what specific changes they expect could be achieved by *e end

of one or two yean. These expectatIons should be written clearly as objectives to

try fees

64' 1. ti 8ARAZA (Presentation etc)
A bm mzo reports to the whole Community what "their* survey showed and whet the Health

Committee hopes the community con do about it In future. .

12. TRAINING
I,* r~ With this foundation of fasts and hopes the CiWs start their trainltv. Training should

be led by someoe experienced with CHWs. It should be carried out right In or noar

the villoge. Effective onmunlcotlon Is the mst Important skilltought In the training.
Next Comes evaluation. Ste Support Unit p:prs for more deotailed discussion of

-, training.
*4



. ~~~~ ~. 4 .. .. ....... . .. .. ... ... . . ... ... ... . .. ... . .. . .. .. .•

'Sth SBARAZA 1 . 3.4.

9 . ... Upn c..p!otion oi their "basic" training CHWs are prese.nte to the c unit)..
Now begTns tho main part of the plan, end *2e!* Is ,,at,1lved. From ' €L en
the CHWs arm the motivators and the villagers themselves ire the activatoqof t4 .

Everyone is now Involved in a personal "day-by-doy harambee" for health"

14. WORK-

Thi'C'Wfs begin t Ir It Involves mainly the priority problers the survey
revealcd and the Health Committee prioritized. The work is part time. It is very
much throumh hme visitation. See Support Unit papers for more detailed discussion.

15. MACK-UP
The Health Comndtte, the local medicos dW ker and the trainer mst keep In frequjnt
touch with the CHW In her/hls home area. She/he. needs their encouragemet,

supmrvison, protection etc.

16. REFLECTION
At last once a year oll the CHWs of that village should come tother to sae eperlencand to reflect on how things are going. At this time they my wish to make some odjustman,

to their med ods and objectives.

" 17. PLAN RE-SURVEY
Near )he end of the first (or socond) year the team should begin to plan the fMlow-up
Survey. This b to m Ir any changes are yet measurable.

*9

I'

18, RE-SURVEY
This follomwup survey should be almost Identical to the baseline wuvey. The tallying
and analysis would also be similar.

19. 6th BARAA
Here Oh cmmunily gets a firstreport card* on how they . toglher - are doing at the
end of the flrt phaseof their exerchse In health self-reliance. The big question Is "Have
specific fouu lty habits yet changed In a countable way?"

S 20. ANALYSIS AND RIMPLAN
The tom riflerts an the analysis, on the good, the bd and the uncertain. If necessary
they revise halr methods and objectives (o the second phose, On the self-help nj d

9. to healt this village's itopi are now straight nd steady, Fucta Nyayo!

A
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valuation Information : Stat ft 1egra3 081077



EVALU=TIN INFORMhTION

STATE TELEGRAM 081077

Qi: T itizi COL mobile clinic primary health care project attempts

t @yo the health constraints that cause infants to die at young

a . f preventable comimmicable. diseases, that cause mothers to,..

dhakaw unsuccessfully and that cause less than opt ms health

dam to env rozmental hazards, through ji'mnixation, antenatal

- ealth education services. It cannot hope to address the

*c, underlying contributing factors of water shortage and lack

of intitous food.

Q2: T tacmlogy proted to improve the health status of infants

a mors in particular includa Imun' ations, hospital deliveries

gk at risk pregnancies, and expanded community - based health

cm. The project staff encourages regular attendance at the

-Ithly clinics for childhood growth surveillance and ante-natal

iMnWLg as improved hcalth behavior. The training of community

b th workers will foster the long-term impact of health education

aot latrine use, improved diet and healthier water use.

Q3 ty ' tural practices, such as using dirty water for

dukiW and sharing a water source with Livestcck, are being

sas wll as recourse to the often harmful medical

ehe of traditional practitioners. Villagers are also being

m d to an existing appropriate technology of health-care,

2 cominity-based, to replace either the lack:of any coping

iology or the inappropriate hospital-oriented approach.

/~



Q4: Px$ctl- planners have evidence tkat the intanded beneficiaries

iI adopt at least certain aspects of the proposed technology

bnause the project has been serving the remote target population

fvw three years with enthusiastic support. The villagers have

zeiogfized the benefits of some aspects of the maternal and child

halth ne and attend the clinics regularly, especially for

4miz4tions and ante-natal care. The cost-savings in improved

bmith and lessened travel expense to distant static health

6. les are persuasive.

-be longer-tern undertaking of effecting changes in

l tles has not borne fruits this early, however.

0: Th clinic users display a higher education level than general

ex-mity mbers. Their decisions to attend the clinics already

indicates a predisposition to improvement.

72mtarget communities dtwonstrate a willingness to

cooparate in a spirit of harambee (self-help) for local

dWm1opmat projects, indicating an openness to change.

MW c mwities have institutionalized development commi.ttees

fe this purpose.

06 T imization coverage is high (65+%) for BCG, DPT and polio,

-L in the first six months, indicating a high persuasion rate.

h smlamaes coverage at eight months is less good though at 52%:

9 14 .apparently neglect to return for that inoculation.

Y anteatal coverae, the percentage of womn attending

CLIICS, has increased from 41% in .1976 to 86% in 1982.

e ot difficult technology transfer involves changing

b.aLts xelated to health. These changes require time and

cmnuous; contact, which the clinics in their -- bile fo= d. -.ot

a13M . nmc cmmunity health workers have become implanted,



the impact of health education may increase, although it in always

difficult for people to change their lifestyles. It is also impossible

in KLtui to make certain Improvements given the environmental

constraints.

Q7g The whi le clinic project has already helped to stimulato a major

ton-year integrated rural health project in the entire Kitui

Dist ict to be funded by USAID for the first six years in conjunction

with the Ministry of ealth.

The Catholic Diocese, in experimenting with mobile clinics in

this project, has aptly demonstrated that such a form .f health

se vice delivery can be cost-effective under certain conditions.

Likewise, it has shown that these conditions are not easily

replicable by government institutions.

QS& The Catholic Diocese running the project is itself a private

supplier of services. The prcject has been a good stim lus

for dialogue between the Government of Kenya and Mon-governmental

organizations.

Tre is no marketing involved.

Q9: The Diocese has developed an effective mobile delivery system

for pert of the techno ., relying on efficiency and regularity

to establish a trust in the system. It has begun to train extension

agents (CEN's and TBA's) in improved heaLth concepts and will

coentrate on this aspect in Phase iI. LTkewise, greater effort

will be ak to establish links with local 6avelopmmnt comnittee

to encourage community health projects.

Q10s The mobile team nurses have as pert of their training rotational

assgmets with a team. Further to that, they receive on-the-job

traning. What they lack are comunity outreach skills which the

'I



new personnel from the MH (Public iealth Technicians

and Community Nurses) should have.

Al employees in this project should have &=

sincere interst in communty health issues and ways to

cope with them as well as a willingness to induce the

hardships of frequent safaris.



191.

BX=LOGRAPHY

qq



BIBLIOGRAPHY

1974 Project Paper for Proposed Grant to CO.L, Now York . USAID.

1976 Report on a Health Survey. Fourth Year Medical Students,
University of Nairobi.

1978 Report on a Survey in Kaui and Musengo sub-locations,
Kitui District. Sscond Year Medical Students,
University of Nairobi.

.978 ,.itui Primary Health Care Program.

Xoject Paper. Dr. Narita MaloLe.

1978 Monitoring and Evaluation System. Dr. Narita Malone.

1979-2 Semi-Annual Project Reports.

1980 Evaluation of the Primary Health Care Project, Kitui District,
Kenya; F.J. Bennett, UNICEF; Nairobi.

1981 Mid-Term Evaluation of the Primary Health Care Program,
itui District, Kenya. Rita Morris and Sally Smith.

1982 itui Primary Health Care Program. Phase II. Proposal.
Dr. Sister Marian Dolan.

1982 Kitni Bilateral Project Paper for Integrated Rural Health
Project. USAID.


