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1. Rationsle

Mwalimu Julius Nyerere, lresident of Trnzanle, has often reiterated
his bellef that the weaith ¢ a nation 1s in ite people, This project
ultimately aims to involve each villeger in Hanang District in rural
health activitiea, An improvement in health of adults and children
alike will undoubtedly have a positive impact on the projrese of
develcpment, Through this project it is intended to assist the
Tenzanian Govermment to improve and expand ite rurel health
delivery system by strengthening the weskest 1ink in the chain

of the delivery cystem i1teelf. Thie msjor weakness 1s in the
outreech to the family unit in the village from the rural health
center and dispensaries, ¥hile this 1s certainly the weakest

link in programs in many countries, Tanzanis through its Ujamsa
Village concept and organization provides an effective structure
upon which to huild,

The project as described in this paper effectively complements
USAID/Tanzenia Maternal/Child Health (MCH) Training Project. Under
this progrsm 1§ centers are being constructed throughout Tanzania
where approximately 2,000 MCH Aides will be trained for village
level work. One cf the training csnters will be loceted in Mbulu
District of Arushe Region,

2. Isncanin'c Rural Heglth Schems

The Tenzanien commitment to rural development is reflected in the
government's hoalth afforts in rural areas where 90% of all
Tenzanians live. A large prcportion of the 1975/76 capital budget
in heelth is devotad to rural develnpment and Ministry of Health
plens indécate that this emphasis will continue for at least the
next few years. The primary goal of this rural health focus 2

t0 engure by 1987 that 90% of Tarzenia's population is within ten
kilometers (walking distance) of a health facility, The movement
of people into Ujamas Villeges should facilitate achievement of
this goal,

It may be helpful to briefly present a profile of the health
pereonnel fourd in rural Tanzania. The couantry is divided into

20 regions with a Regionnl Medicel Officer in charge of all medical
work in a region, Regions are divided into districts with District
Medical Orficers covering each digtrict. Some of these officials
may be dociors and some are up-graded Medical Assistents, There

are various other medicel astaeff in rezional and dietrict hospitals,
health centers and dispensariee, Thesc include Medical Assistants,
Rural Medicnl Aides, Dispensary Aides, Midwives, Nurees and Health
Auxiliaries. As suggested abovu, the heelth delivery link to the

.villeges needs extensive st.enihening and the Ministry of Health‘
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A8 grappling with this provlem. The fuplementstion of the Villuge
Dresser concept whereby e paid person with mintfmun training would
be posted to a village with u meager supply of medical supplies
has not been nucceseful, Many of thece people were not from the ,
ville32 vhere poated and in ecine instances have left thelr ussigned
area, Thio project has be:n desigaed as an alternative approuch

to a village health delivery eystem.

3. Brief Jeseription of. Henang District

Hanang District was formsrly a sub-division of Mbulu District (to
the north) but in 1970 it wae redesignated a oeparate district,
This new administrative unit 1o apprcximately 3,300 oq. miles in
eize with a population of Lbout 200,000 people. The district lies
within the Rifti Valley with altitudes in genaral ranging from

3,500 to 5,000 feet, although Mt, ilanang risec to over 11,000 feet,
It 2a generally a good farming esrea wlith adequate soils and rainfall
sutficient during moshiyeara, Major oroos are raize, beans and
wheat with extensive liveetonk holdings,

The district headquarters is loceted at Babati on the main Codoma-
Arushe road. A mejor rcad branches west from Nabati to Singide,
Tabora, and Myanza, In general, roads sre very poor and travel is
alos end uncertain particularly in the rainy seceon, The district
1a dividod into diviefons, divisions into wardas, with seversl
villageo in each ward, Villages are further divided in ten house

groupings,

The largest medical facility in the district is the Dareda Mission
Hospital which has recentiy becoms the Cesigneted Dietrict Hospital.
In addition to this major facility, there are three health centers
and 22 dispenesries of which 15 are government, five ere operated
by voluntery agercies, ard two are parastatal cwned, ilcalth in the
district 1s no better or worse the: in most arcas of Tanzania,

Even though in most yeers the food crope are adequate, malnutrition
(kwashiorkor ond maraemus) particularly smong children is prevalent,

Tuberculosis is widespread ond sleeping siclkmness (treated at the
Magugu Health Center) is found in the district. Leproey appears
to be declining in number of cases but ihwece persons inflicied
with the dlazase are treated at the Mbugie treatment clinic in the
district. Other provaleat diseanes irslude malaria, meagles,
schistosoniasiz, gastrocnteriiir, incestetlons of hookworm and
ascaris, pneumonia, and ecute rheumatic fever with or without
carditis in adolescents. At the present time there i1s 1ittle public
health or preventive mecdicine work being done in the district
although there is an Under Five Clinic held at Dareda Designated
Pistrict Hospital. To remady this situation, a key element of the
project proposed in this paper will bLe ihe greater enphasis on

1) nutrition, 2) health education, 3) icnoculations of children,
and 4¥ family planning.
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8, Propoucd Profect
o 1. Introduction

This proJect has been designed in three phases - planning, pilot,
and the long-term project, The entire project is about three
years in length although delayed project approval has extended

the planning phase by several month@ However, for design purposes
it can be considered that the plenning phage is & six-month period
beginning January 1, 1976 with the pilot phase comsencing about
July 1, 1976 and continuing through the end of the year. The two-
year long-term project would begin in Junuary, 1977 (although
this could begin earlier or later depending on progress during the
pilot pheee).

2. Plepnine Phage

This period of time which has already started is being devoted to
#0lidifying contacts in the district; obtaining naticnel, regional
and district clearances and approvale for the project; consulting
with verious village leaders; selection of the three or four villeges
1o be covered in the pilot phase of the project; end making
arrangencnts for the few expstiriate personnel required for the
project as well as lining up the severel Tenzanian course instructors
and trainees. Curriculum for teaching the project trainees is being
developed along with the teaching methodology, Arrangements are
being made for e tesching aite, housing in Babati for the Projecti
Administrator, end the purchase of varicus items of equipment,
Refinencnts of the date collecticn syatem and baseline data
gathering sre in process ¢ being accomplished. Much of thie work
is completed and sll that is now required is final Arusha Region
approvel, It should be noted that Arusha Region has approved the
projeot in principle but final spproval will not te made untii

June 1976 after tha region's planning committee meets (See Annex B).
Dr, E, Tarimo, Direclor of the Preventive Services Division of the
national Minigtry of Health, has approved the project with only a
few comments (see Annex G), The budget Ior this phase of the project
is shown in Secticn D,

3. RPllat Phage

This phase of the project 1s deaigned to test the project's feasibility
and work out the early implementation problems prior to commencing
with the long-term project. The project team will work with only -
three or four villages, one in each division of the district, and

will begin treining eight health workers, several of whom will work

in these villages.

An evalv tion of the pilot phase conducted by project personnel will
occur Gu.ing the asixth (or eo) month, Thie evaluation will not so
much invoive whether to continue the project or not (although that
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will certainly be one of the questions to unswer) but to determine
what problems were encountered during the pllot phuse snd how they
cun e overcomwe, The evaluation will aleo look at the project

design and determine whether it ie 8till valid end whether any :
chunges are required, A report of this evaluation will be circuluted
for review to CODEL and Ten~unian Officiels directly concerned

with the projuct,

4 e 1= p st
a, JIptroduction

This project grows out of a two-year experience (May 1972 -
April 1974) in the Mangida Ujamee Village in Dingida Region
which 18 directly southwest of Haneng District, This experience
in one villuge had several health ceare sspects, both curative
and preventive, with an intensive education program, The
zaucuddonationpdcaspeetgwas geared to reach all women with young
children and focussed on hygizne and weaning food prepearation,
It was highly successfvl in terms of resulte, enthusiasm,
participation and coverege. In the children, the anthropometric
indices showed a decrease in third degree malnutrition, More
couvincing to the village women, because of full vaccination
coverage, there were no deaths from measles in 1973-74 in ,
contrast to areas immediately surrounding the village, where
numerous dzaths occured from measles, '

b. Prolect Purngge/Ostoutg

There are really two purposes of the project: (1) To improve
the henlth of a significant number of reral people in Hanang
District, and (2) To test the feasibility of the proponsed
bealth delivery system, While a 2-1/2 year period is a
relatively short time, it should be sufficiently long to
nccomplish to*h purposes.

Project outputs will incluge a health delivery system; baaeline 
data collection anc en andlysis system; health workers with
improved training and instruction methodology.

c. Prolect Implementation
1, _Summary

Project headquarters will be in the district capital of
Babatl. The project trainees will be instructed by local
health personnel, both expatriaste and Tanzanien, They

will then proceed to work in a selected village or villages
with local people designated by the village and termed

for project purposes, village health leadere. These

leaders will work directly with other village leaders
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"~ down 10 the ten house chairman thus involving ull the
villagers, This health chain will not only be linked
with Dareda Hogpital but nore directly with the nearest
health center and/or dispensary und <he resident wedical
and para-medical persomnel, The proj:ct trainees will
receive a small stipend but the village heulth leaders
will be voluntary,

2. Personnael

Before explaining the project in more detail, a brief
description of the project personnel will help to set
the scere., The Distrioct Medical Officer will Ve ex-
officio head of ths project but the project will be
directed on a day-to-day basis by a public Lealth
supervigor, Three eassistants will work directly with
the supervisor, Two fOrede A Nuree-Midwives with both
clinical and public health expericnce will act as
division coordinators. I’roject assistunce will be
provided by other Tanzenian health staff including
Medical Agsiatants, Rural Medicol Aides, Midwives,
Nurses, and consultants such as Mr, R, Tulshungwa, an
expert on Public Health Education and n Tanzanien with
unparaileled. insight and skill in implementation of
village programs, Exact personnel requirements will be
worked out ¢uring the Filot Phase of the project,

The District Development Director, the head of the
Civil Service in the district and a key pereon in any
development activity, will te invited to lecture to
the VHIW groups and to second versonnel (who will
receive on-the-job training) for office, accounting,
end data collection aspects of the project. Other
district personnel, sgriculture, ecrefts, community
development, adult educetion, will take active parts
in rounding out the picture for the VHLW Treinees.,

And of courcze in each village the project will focus
on the Village Chairman and Elders (Halmashauri) who
are the influential leaders. The first village contacts
will be made with thess individuels, introducing them
to the project and jts purposes and gaining their
approval and cooperation,

On the Codel gide, personnel will be provided as follows:

a) a medical doctor

b) several missionary personnel will be working full
time on the project, such as Sister Jeanne Lyunch, a
public bealth specialist, o



¢) Iroject ndministrution will be covered by an
exputrinte, Sister Joseph Anthony who errived in °
Tunzania in May, 1976, '

It should be n.ted ler. thnt encovragerent will be
provided by regular visits by the supusevisor, by
medical mission personnel, and special visite by the
losal and district Covernrent offiriuls to mark various
stages in the program. Supervision nt all levels is

of the utiost importunce in a program such us this,

Incentives will be provided for truinees, healtn
leaders and villagers whd gluw Intercst and cffort,
through recognition, official viciis end award days.

3, Selection and Training of Proiect Trajneeg

¢, &, Qverview of Proposed Training Program

The trainees will be local villagers who are already
working in thz health department or, when training
is completed, will te taken into the Heslth Department
a8 Health Auxiliaries, No more than one auwxiliary
per ward will be introduced Into the existing health
services., The trainees will receive an initial two
months course and then special two week courses at
intervalc to help develgm their ability to convey
 ¥nowledge about health and disease to others, By
building the program upon the local village health
leaders, familiarity with alreedy existing beliefs
about health and diecease will be assured,

b, Selegtion of Trminces

Candldates for this training will be selected from
Standard 7 (7th grade in U.S,) lravers, Names will
be put forward by the villagers; screening will be
done by the public health gupervisor; end final
selection will be made by the Pistrict Medical
Officer with approval of the District Development
Director.

It is sdviseble to select treinees from this educe-
tioral beckgrouné because th-ry relete better with
the villagers than those who are already removed
from villege life style by enlary, etc, The qualities
which will be considered when cendidates are chosen
ares

1) Ability to relate well with people,
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'z.flinitlative alreudy demonatrated in their
own work aresa, .

"3, Willingness to work irregular hours when
needed, '
o, Teacherg
Those selected to give lectures and demonstrations
(in Kiswahili) will be Rural Medical Aides, Medical
Assistantg, mbssdonanndr govennmentddottoss and nurse
midwives, veterinary and Agriculture Officers, com-
munity development workers as well as other goverzment
officials, Course matter for each two week course
will be very simple, with special emphasis upon the

manner of irparting this knowledge to the village
health leeders.

d. Cwerxianlum

Imnunizations, record keeping, nutrition, infectious
disease, tuberculosis, peri-natel care, family plenning,
bygiene, parasitic diseases, latrine construction,

first aid and such non-health subjects as crop rotation,
current evants, crafts, will be in the curriculum. Thie
wide rongs of subject matter will only ve covered

over a three-year time period in two-week sessions at
regular intervals.

e. Methodology

Demonstrationa will be the usual mode of teaching
rather than didactic lectures only. Simulation exercises
and role playing will form a part of the course.

Carefully eelected animated movies using a portable

generator will be used, Special emphesis will be placed
on {he use of weight charts for monitoring child health
because this has been dsuwonstrated to be a very effectivi
educational tool in village child health programs.

Introduction of the Village Hedlth Trajnees and the
¥Yillage Health Prorram

a. Background: Ujamasa Structure and Organization
Ujamea is the Swakili word for 'family'. On the village
level, there are certain characteristics which can
greatly facilitate the implementation of e public
health program, if these characteristics are recognized

and built upon,
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~Swvcond: The trainee will visit Village II

o ' accompanied by another ussistant
supervisor and conduct the program
initiation, :

- Third: Th» trainec will visit Village III

o ~ acconpanied by the supervisor and
assistant, who will obeerve his methods
and make suzgestiona, Fellure to success-
fully get the program under way will not
be subject for eliminstion of the trainee,
rather a means of lesrning methods of
approach,

¢) Sele o) » H L

The apuroach £3 the villagers will first be made through
concern for the health of their children, as future nation
builders and leaders, then through family health, If the
villegers decide to begin the program, they will be
encouraged to choose & group cf peopls who will be the
teachers and catalysts of the villege health program, It
may be the ten house leaders (who have proved very effective
in past experience) or their wives, or a group of women,
young girle or young m=n, For eech village ths group would
ba of one type, If this procedure is followed through
carefully it will insure early coumunity involvement, a
big step toward a successaful program, The time period for

" this phase will vary from villagc to village,

d) Generatine Community Involvement

. A great deal of time will be budgeted for implementation

through meetings and other m=thods of generating community
interest, Whepnsver possible, meetings will be beld in the
evenings when villagers are more relaxed and will speak
their mind more eas.ly. There is no short cut to promoting

© active community involvement - it takes & great deal of

time and patience and mugt he an outgrowih of decisjons
gokually teken by the commynity in congultation with
health deadere.

Initdatian of Villege Healih Progrom end Tredning of Village
lieslth Legderg

a. Village Healih Care Program Guidelines;

u'ht the village level there will be great latitude in the
- manner in which the village leeders see fit to organige
- the program under the following guidelines:
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1, Weekly Education Scusions = Regulerly weckly
sessiona will be held and the health liaison workerd
will instruct the selected villuge lcuders, These
sessions will be incorporated into village udult
education prograus, '

11) Health Related Activities - All health relsted
activities will be coordinated by the Choirman,
advisory board, dreaser, heulth worker trainee and
government of{iciale in close ccoperation with the -
ten-house leaders and the village health leaders,

In many instences, these villege roles will overlap
in one person helping to reinforce the impetus

given to implementation, Exsmples of these activities
will be:

(1; Immunization campaigns,

.(2) Monthly child welfare clinics with weighing
and marking of weight charts, There will be
no age limit for children, but an accurate
estimate will be made of the child's age,
Tuberculosis case finding snd follow-up,
Leprosy case finding and follow-up,

Latrine construction,

Model gardens,

Geriatric iealth care,

Formation of women's :ooperatives and branches
of the UidoJa wa Wanawake (Women's National
Organization for Developmental Progress))

‘b, . Tranafer of Regponaibility
After the village health care program is adopted in a village
and initial directions are taken, more and more responsibility
for the rupning of the program will be Zaken by the trainee,
while background supervision will be maintsined by the public

health supervisors, This is in keeping with the declared
Tanganien policy of self-reliarce,

6. Involvement gt the Ten-House Group Level

‘Following upon the attainment of rudimentary health knowledge by
village health leaders (3 - 6 months) & ten-house progrem will
- be conducted by each leader,

&, Apex _of Program

The ultimate aim of this whole project will be ® closely
coordinated ten-house health unit under the leadership of
the miJi kuml and health lender, A_yigble health unit et
ihe ten-tonge Jevel will be the messure of guccesa of the
xhale prolegt,

o~
W

3 G W
L s
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b. . m ' . 3
isdme uspeats of this ten-house health unit will bes

i, Education of udults by the health leader ut
weekly sessions in the local meeting place,

11, Coordination of 811 the village health activities
by informing families of clinic times and actually
being present at the clinic with them, '

ii11, Birth and death registration,
iv, Follow-up defuulters,
Ve o Infectious diseuse surveillance, |

- vi. Keeping records of such things es vaccinations,
circumcisions, midwifery activity, tooth extraction,
ete,

vii, Interpretation for families of the weight chearts,
advising and, if neceasary, coercing those with serious
health problems,

viii Coordination of surveys of eye afflictions, dental
surveys, etc,. ‘

7. Beparting and Evaluation

Monthly progress reports will be submitted by the liaison
trainees to the program supervisor, who will in turn submit
eoples to the District Development DPirector and the District
Medical Officer as well a8 to the sponsoring mission, These
reports will be accompanied by comments es to the progreas of
each individual and of each village program, There will be e
struotured form for thess reports,

It should be apparent to the reader that the project trainee
health worker will be the key individual in this project and thati
this person must be willing to work under villege conditions at
irregular hours often meeting inconveniences and setbacks,
Apparent slec 1s the tramendous potential for improved health
care and rural development -with the succesaful training and
utilization of the talento of these liaison workers, The monthly
progress reporting syatem 1s designed to keep the project
sdministration (eupervisor, medical advisor, district officiels,
etc,) continuelly informed of projJect progrese and problens,
Trainees that do not measure up will be eesily discovered end
village programs that are faltering cen be determined early and

strengthened,
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Heur the end of the project, an cvnluation will be held
slmilur to the one to ve vonducted during the I'flot Phase,
The major difference concerns the L.sfe questions of project
succees ard replicubility in other districts of Tunzunia,

In addition, becnuse of the latitude sllouwed in choosing
tyres of persons for vI!lluge hulth lenders and in imple-
menting the program on a village 3nd a ten-house level, there
will be an opportunity to evaluerte which I yp2 of leader ond
which manner of implementation ie rore truccossful, This will
be meacured in terma of community involverent, nutritional
progreas of infants, regularity of teachking scasions,
uttendance cnd comparative mortality etudies,

C. Prelect.lata_Collectien

A vital element of this project involves the collection and snalysis
of data obtained throughout tre district, In every development sector
in Tenzania, including heelth, systemdticddsdate coilection is non-
existent cven for emall geographic areas., In muny cases, local entities
such as hospitals or health ccenters do huve egome statiotics which are
msinteined but there is no organized, coordinated precess for using
thia date beyond the entity itaelf or for expunding {te collection
area. It is the intention of this project to develop a simple dete
gathering system In Hanang District for the purpnue of establishing

8 baseline of information and to determine tlre most cost effective
metho¢ of continuing this data collzction ond anelysis after the
project is completed,

Collection of vew dats will be commenced on a er3ll scele with hoepital
and clinic recerde and informatfon such as TP notificzticns from the
District Medical Office files. As the projz=ci progressaa, information
gathering will include such fairly genersl items as village descriptive
data, village location, presence of bore holes, etc, Data at the ten-
house level will include birth end death registroticn, sputum surveys,
men6les, etc. {there are aXout 7,500 ten-house unite in the entire
program}. As children will Ye & speclei project focus, health statistics
on this groun wil]l be important.

The collectednraw data will be transferred to magnetic tape and then
put into the computer, This cormuterized data cen then be used for
further planning work in Tenzaric,

Considerable planning has been Gone in the US by Codel in regard to

the date processing and analysis work, Meetings were held in Movember
1975 with Mr, Joseph E, Butler of the Mirabella Assoziates of Chicago
who will .coordinate the entire data processing eifort, These meetings
covered such subjects as developing code structures, selectuig data
recording techniques, designing record formatis, identification of
values for use in the computer progrem, and developing both quantitative
and qualitutive criterias for meesurement, The budget for this cata
collection and enalysis work totals $€1,000 for the sntire threc-year
project,
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The project budget ec presented helow totule §348,944 for the entire
project and is divided into the plarning phese, the pilot phase and the
two-yenr project, with the duta processing budget presented sepurutely
for convenience. As presented in this puper ALD will provide $297,450
of the required funde, With the delay in project approval, certein

of the items listed in the planning phuse huve already been purchused,

1,

PLANNING PHASE

$ 4,000
300
200
150

1200 :

:ioo
100
100
400
1,000
1,000
3,500

$11,050

© $16,000
2,400
1,500
700

200

(Janusry 1 through June 30, 1976)
Sma.l car (VW or similar) for Project Coordinutor

Microscope

‘Dictator Recorder - Cadmium Batteries

Cassettes

" Charger & Transforuer (alternator or emall gé@éf@tdr)

Calculator, rechargeable batteries

2 portable beds, aleeﬁing bags

Typewriter

Office suppliea, records, file cabinets, locks
Salaries and wages, trainee staff, 2 clerk assistunts
Per diem travel, fuel & maintenance of car

Staff salaries, Coordinator, Business Manager

Totel (Fully funded by Codel) |
(July 1 through December 31, 1976)
Two Land Rovers
Fuel & maintenance for Land Rovers
2 Tents for use in villeges (for ataff;-h§ﬁf§gyomen)
Movie Projector, 16 mm & acceseories

2 Tape Players
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1LOL_1HASE (tont'd).

S o G-

1

$;i!4@051 f‘S&iéfiea & ullowances, 2 drivers
lgjébOf . Per diem allowances, unforescen aupplies;:éfc
 8,600  - staff sslaries (2), plus clerks, tratnees (at leust 3)
Ng;poo Posaible increased staff, consultunts, other feeu
3;7g4' Per diem for health trainees ($3 x Btr, x 6 days X

26 weeka) (moximum time computed - subject to
MO regulation)

$40,444 Total -(Fully funded by Codel or other organizations)

3. IMQ-YEAR PROJECT  {January 1, 1977 through December 31, 1978)

a. Personnel

US Medical Docter in responsible charge $30,000

Staff (some volunteer) -~ 6 qualified

persons (Team leaders, Instructors, & o
Medicel Teams ex clinics) _34,000  $64.000

b, Allowanceg - Per diem for health
trainees figured at $3 per day, 6 deys
a week, for the initial 12 week period o
only. $3 x 72 x 250 tralnees , 54,000

¢, Transvory - equipment, maintenance for
3 Land Rovers, with salaries and per :
diem for drivers, camping equipment, tents,
sleeping bags, small generator ($350)
(includes 10% increase in price of

_equipment oyer 1974 figures) f§9;69°f
d. Teaching Equinmept - Addjtional tape | |

players, caseettes, batteries +1':350
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. 1/
IWOSYIAR PROJECT (Cont'd) ~

-

y Yirm budget to bo providad‘by. Codel

@, Buildipe Maintennnes ,tor headquurters,
~ administrative und records offices,
with cquipment and supplies; ofrice
workers, trainees data cocllection
staff, Generul overhead churges 19,500
£, Canomitapts Feas, per diem und truvel .
where required ‘ - 8,000
‘Total © $216,450
‘4« DATA PROCESSTNG (Continuous)
a, Conversion of rew data to an audible
record in the fleld (Recorder, con-
verter, batteriea %650; Caszettes, o
milsrs $250) +$°11,000.
b, Frepuration of audible record for I
computer input (magnetic tape) 15,000
. '@, Computer processing and enalysis
: (a¢minietrative, programning, analyzing, e
travel, etc.) ~30,000
.d, Projected on-going program commi tment -
and data procezsing 15,000 -
'@, Computer time entire project 10,000
Total $81,000
Thebudget for the entire project are summarized as followa: =
Planning Phase $ 11,050 %,rv“/’
Pilot Phase 40'4“_ 9 7{ (’ é K
‘Two-year Project 216,450 } o
Daz;.f?nw 835000 3“"](85‘
Total - $348,944 L
PP //.
HE% ¢
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“In regurd to this budget, a few expleuutory notes muy be lielptul,
No couts ror lousing, office or cluscroom epace are included, It
{8 plunned t'mt these will be maude avafiluble from present, mission
facilities or assigued for use by district officisl, Two Land
Rovers ure necvded during the Pllot Thase to cover the four-villuge
area chosen tor this first effort., Ac u total of five Land Bovers
will be ncveded for the entire project, three sdditionsl cnes will
need to Le purchased,

The project includes funds for operating and naintaining the Laud
Rovers as the Tanzanian Government does not have suf'ficlent operat.ny
costs funds at this time (and probably von't have for thne perind

of time of this project) to cover these costs, By covering these
costs in the project, it will be ossured that the project will not.
falier from lack of transportation,

Costs of certain items in the project are estimates as catulogs
were unavailable for must equipment, The $4,000 exira starf item
depends on requirements as they develop in the Pilot Phase and
the need for or thepptatiblliyyosforbidining expatriate personnel,
or for consultant fees,

Per diem allcwences for the trainees is subject to revision by theg
MO and the DDD, -



FROJECT LESIGN SIOMARY
{0GICAL FRAMESCRK

rrofest Tisle & Number: YANANG TISTRICT VILLAGE HEALTH PROJE

NATEATTVE STAMARY

ORJECTIVELY VERTFIALLE INDICATORS

MES

*rczranm or Sector Goal: The broader
otjeetive 0 vhich this project
soctritutes:

To strengthen the capacity of the
ujamae structure to improve living
stacdards,

Prrroce: a) To improve the kealth of
a sigrificant mmber of rural people
in Haparg District, end b) to test
tee feasitility of tte proposed
kealth delivery systzan,

: a) Heslth Delivery system;
b) Baseclire data collection and
anslysis syster; ¢) Imstrustion
cethodology; d) Health workers »ith
izproved trainieg.

Isruts: a) Codel
1, Fersonnel
2, Zguipment
3, Miscellarn:c
diem, tra.-
operatic:

t) Zanzanier ¥
1. Personne
2. Facfllsi-

:l.. E‘-I.Uiﬁeez:- »

Hénsnrea of Coal Achievepent:
Growth of village participation in
work on priority needs

>

: ople 1 a8es ten !
house units in%0- villages baing
reschbed through this program,

Oytoyts: a) Healtk delivery system

| proven cnd in use; b) Data collection/

apelysis in effective usa; c) Instruc-
tion methodology tested and- in use;

a) X__bealth workers trained and
wor >

-

~ut

Inpyts: Codel Funding:

a) Planning Phase $ 11,000
b) Pilot Phase 40,444
¢) Two-year Project 216,450
d) Lata Frocessing 81,000

Total $348,944

S PATANT ASS AT CLE

Identification by villagers of
for project assistance.
Purpoge:

a) Henang District records
b) Project evaluation °

c; Villege bealth records
d) Observation

e) Project reports

Outpuks:

a) Eanang Nistrict records
b) Project evaluation
¢) Village health records
‘d) Obgervation

e) Project reports

Imute: Project reports

priority needs, Village requests -

Assumtions for echievirg gosl
tergets:

Continuity in collatoreticn end
coordination by all interested
parties,

Purpoze:

@) Tenzanian Governient oztirues
swport for the profect;

t) Village support edegiste eczd
consistent. '

Outputs:

i 8) Adequate nusber of trsinees
available;
¢ b)) Dsta procesged or tizely
: tasis; o
¢) Villages cooperative in teth
health delivery work ené
data collectior,

Igpyts: Funds avsiliatle ca tipely
.basis and Tenzsnisn Soverncent
inputs adequate. :
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Swid va Mdom: 20000
thatua )‘mf rﬁmlilm bes '&_.mm"M\w.
Uaapeubu tefadhell tape: '

l.-.cx\hu‘t‘unnﬁij Nannti_l ﬂb‘D/ ‘00/13/

} dusuary, 1976

- Siater Joane Lyuch, .-
Dareda Hospital, ot 312¢
ARUSEA

Dear digtor Lyneh,

_ Please rofer to the decumont entitled "The Ranaug Ujeman Village
Heultk Bohems and Rural Health Xnstructers Prograe® which you gave te
our Nipister of Healtk Ndugu 8tirling end the diascusaions which we
had in @y office on 2/1/76, - '

2. Thie is to confirm what I guid that in gcteral the proponed
programne 1s ia line with the policies of thie Ministry which aim at
the provision of hoalth care for evoryone and not just the fow puople
wao live in the neighbourhood of our oxioting heulth ucits, As to the
dataila of the programme you will remember I ouggestea that existing
cadr:s should'be used ae much as posgible and if necesoary their
nuabers can be incresssd. OCreation of Jet nev cadres, for whom thore
ie no gchene of service is bound to lead to a nunmbor of problems in
the near future. You will remember I also made a4 nunber of suggestious
on the organisation of ine programwe. I would suggeat that you '
discuss theew and cther suggestiozs yocu may have roceived on the
rograane with tac local leaders to snsure that the rrogrammv is puri
and parcel of the generyl rural developuent in the District,

Yours sincerely.

) (Dl'o * l‘lriﬂc) :

for PKINCIPAL BECHETAR!‘


http:progra.me

The '_ofigiria];.‘ "Schedule D"
(Profect budgat) attached

to the initial _subihj.s'sidn'

has been superseded by the.

update which appoars as’
Attachment 3-

- Hanang
Attachuent 1<k

14



SCHEDULE "D"
~ Attachment A -

- HANANG UJAMAA PRIMARY HFALTH CARE PROJECT

R

‘Project Site $ 14,700
Data Processing 6,250 ,.
Administrative~CODEL _ 5,00 $26,000 ]

(coEL DPG-
Private Funds

2. PILOTN

( copEL DPG

Project Site 39,145 oD
Private Funds

- Data Processing 29,596 4
Administrative-CODEL 5,320 . = Tu,u31.

3.. OPERATIONAL

Project Site 270,591
Data Processing 38,150 v \ OPG
Administrative-CODEL - 6,059 , 314,800

Sub-Total 415,281

Gonf:ipgency Reserve to Cover = -
Unallocated Time and Inflation. o
Costs | 125,000

TOTAL PROJECT COSTS - excluding
data collection and processing-
project (pending results of o
planning phase) 440,231

. OPG Cost Estimate -

Operatlonal Phase  $314,800
‘Contingency Reserve - .. 25,000

Total =~  $339,800


http:A8,15.so

- Budget, Pilot Program (exclusive of Data Program)

Salaries § Viages I

Doctor

Dr. Jeane

Sr. J. Anthony.
lLiaison Officer
Executive Secretary
Clexrk

8 Trainees (tnanung per d:Lem)

2 Drivers

Allowance, Health Officer -
Allowance, Div. Leaders
' Teacher

Gratuities

Transpgrt

Mamtenance & Petml
Camper - land § 1:Lcense
Mechanie

Equipment

School Lab 8 Teachmg
Microscope
16 MM move projector'
Generator dolly
(gen. donated)
Duplicator
Tape recorders (3)
Furniture

Office Supplies § Equlpmen'l:
2 Typewriters
Safe o
Furniture § Desks
Paper, supplies, etc.

'$.°3,000

2,500
1,500
2,450

- 900
400
1,520
1,200
200
500

750
800

(DPG)
(DPG)
(DPG)
(DPG)
(DPG)
(DPG)
(DPG)

(DPG)

$ 15 720

1,000

§.6,375%%
1,500

$ 750

1,250
soo

ll00
400

500

800
1,000
600
400

- 3,500 2-2-77
'$A19 220

8,875

- 3,900

2,800



Medical Eqmpment sMedmme 3,850 3,650
Consultants Fees 10000 . 1;000
Data Processing 2':9’.596* _(DPG)-"v 29,596
Administrative Costs to CODEL '5,.390"" 7 5“,'3"96

TOTAL coscr.or PILOT PROGRAM - g}_,_ﬂ_@g._

% Based upon % vechicle cost per year.

g Constr'uctlon not to begin until J.ntem.m evaluat:.on of
pilot program is available. Must be ready in time for’ ‘

full operational program.

I All salaries paid in accordance with govermne.nt standaxds

for occupants of each position.




Budget ~ Two Year Operat:.onalegr\am ‘»I('éxcyllus‘:I;Vé of_ Data ngnam)

Salaries and Wages

Doctor $°12,000°

Dr. Jeane ©10,000

Sr. J. Anthony. - 6,000

Liaison Officer 9,800

Executive Secretary . 4,500

Teacher -3, 700

Clerk 1,500

2 RN Midwives - Grad A '~_7,200 #

2 Comn. Dev. § Nutrition = 6,000 #

Drivers (4) 9,600

Allowance, Health Offlcer ' .-~ 900

Allowance, Dev. lLeaders . - .. 500

Allowance, Medical Officer - 3,000

Night Watchman 1,800

Mechanic - 03,0000 $ 79 500 .

Payroll Taxes of employees v , T .8,975
(estimated 5%) ' SR o '

Trainces o 20,266.*"‘_
(per diem allowances durmg

training)

Gratuities 17,800 o o 79
Travel § Per Diem (super'vn.sory staff) 110,000 '
‘I‘ran_portatlon '

Petrol & Mamte.nance 70,000 %

_ Connmnlcatlons T

Shor*twava & ll meter' band radio ‘network: 7,500

Field Er;mpment _

8 Screen tents 15000

8 Sleep tents 1,000

Supplies incl. stoves, bags etc. %0 ... 2,500
Building Construction, Rent 8

Maintenance -

Rent (4 rooms) from Lutherans 180

Classroom Building 7 500 9

Attached garage § pit 2,000 P

Water piping & maintenance. . 1,0_00 )

Night watchman ‘400 9

Staff housing o 11,5008 22,550



School Lab § Teaching Equipment

Microscope

5 Recorders, maint € new
School furniture - plain -
Paper, pencils § supplies

Office Equipment § S@plieé

File cabinet

2 Typewriters
File folders, paper &
consumables

Medical Fquipment & Supplies

Refrigerators § cold boxes #
Medicines (or airpost for
free vaccines) @@

Consulting Fees

Data Processing

Administrative Costs to CODEL

TOTAL OPERATIONAL BUDGET

# May be secunded from/supplied by goilemment';

750

1,000

1,500
2, 000

250

600

2.200

2,500

20,000

5,250

22,500
6,000
38,150

314,800

++ Based upon no salaries when health worker returns to village.

% Based upon % of cost of auto per year.

T Pending discussions with crganizations which have attempted a system.

@@ Based upon supply necessary to avoid shortages of necessary vaccines
commencement of operational program. Government to supply all other

medical needs.



DEVELOPMENT ALTERNATIVES, INC.

- 1983 JEFFERSON PLACEK, N.W.
WASHINGTON, D.C. 20036

TELEMMONE: . CABLE ADDRESS:
202 833.8140 : ) May 16' 1977 ) .‘:'[ PEVALT

" HANANG DISTRICT VILLAGE HEALTH PROJECT

"~ A SYSTEM FOR PROJECT
MONITORING AND EVALUATION

Introduction

" The Hanang Village Health Project is designed to develop
a process for improving the health of viliagers in Hanang
District which builds upon the political, administrative and
social structure found in Tanzania -- utiliZLng the village
and ten-house groups as the basic planning and implemzntation
units, supported by the administrative and political structure
on each level from the Ward to the Division through the |
central Ministry of Health and the Office of the Prime Minister.
The principal thrust of the project is the improvement of
health through preventive medicine and includes village
health education related to nutrition, sanitation and hygiene,
as well as the promotion of health related activities, e;g.,
developing vegetable plots aimed at providing more nutritiohelt
diets. In addition, clinics will be held in each village

which will provide vsccatatiopsj'cffer'maternal’snd_child.



j;hggigﬁ*éaiéfana give some_general curative medical services."

frhe;organization and initial_implementation'of thesej
,actjvities will be the responsibility of village‘health“:_
;trainees, two of whom will be chosen by each’village'from
village.residents. The main objective of their work will be
to help villagers. define health related problems and find g7t
approaches to their solution; the long-run aim is to developi
" the . capability'Within villages to identify problems and mo-
‘bilize the resources needed for their solution. The ap-
Hproaches used by trainees in carrying out their work will
vary widely depending upon the characteristics and needs of
.particular villages; in some the Village Development Comé’
mittees will likely be the bodies with which the trainees.
most actively work in organizing and carrying out specific
'mhealth activities, while in othors individuals -- such as
‘'chairmen of ten-house units --.may be deSignatea to work with
the trainees in seeing that the project activities get carried

forward.

PrOJect staff to support the village activities will in-L
.clude Division Health Leaders, one per Division, as well as a
complement of health/administrative/data collection staff lo-{
‘cated at the Distrist Headquarters and responsiblé for the

support of activities throughout the District.

While this project de51gn is based on the best presently

available knowledge of local conditions, there still remain
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uncé;taintiés concerning the most efficacious approaches to
affectihg improvements in health at the village levél; Efforts
vat-improving health through preventive practices are felatively
new and much is yet to be learned concerning the difficulty.

of chanjing, for example, household nutrition and hygiene
practices. . This, coupled with the fact that approaches to
‘project implementation will vary between villages, punctuates
the importance of incdrporating in the project a system to
monitor and evaluafe implementation approaches and impact on
village health. The monitoring and evaluatior system developed
for Hanang, described in detail below, is intended to bé a
low-cost approach which has the potential both for being sus-
tained in tbe project area subsequent to the termination of
external projeét funds and of being‘replicated in othervdise ﬁ

tricts in Tanzania.

Objectives of the Monitoring and Evaluation System

The specific objectives of the project monitoring?and7=
evaluation system are as follows: |

(1) To gain an overview of village health conditions
-~ and problems. ‘The principal need for this in-
formation is to assist planning activities on the
village level, e.g., to help village trainees in
their efforte tou define and carry out health
activities appropriate to.a given village.

(2) To monitor project implementation in terms of
the financial, commodity and extension inputs into
the project, the direct project results or
outputs, the initial effects of project activities
on the behavioral patterns of villagers, and the
effectiveness of alternative approaches (or treat-
ments to project implementation. The information
will be used largely for project management



(3)

purposes, i.e., to track activities in order to
determine whether what is scheduled to be carried
out is in fact accomplished and to identify prob-
lems and assess their causes. Monitoring informa=-
tion will be used to signal needed actions on the
part of the project staff both with regard to
implementation and to possible modifications in
project design.

To evaluate the impact of the project on the health
of villagers. This component of the information
system will look at both behavioral change related
to, for example, nutrition and hygiene practices

as well as changes in the incidence of selected

diseases in the villages. The analysis will focus on
the impact of alternative project approaches on vil-

lage health.

~ Approach to Monitoring and Evaluation in Hanang

The development of a monitoring and evaluation system -

- for Hanang requires several steps:

Specification of data requirements;

-Selection of a research methodology, including

data sources, collectors and appropriatz analyti-
cal techniques to be utilized; and

determination of the best information dissemination
approach.

The point of departure for specifying data requirements

is to understand the information neczds qf decision makers

from the village through the national level. Information

needs will, in effect, define the parameters of the data moat}e

‘eesential to collect.’ In the case ¢f the Hanang project, -

information is needed for a variety or purposes by a large

number of groups and individuals:

(1)

On the village level informaticn on health problems
and conditions is needed for both planning and pro-
‘ject implementation purposes by the village trainees



and the Vvillage Health Leaders as well as by a
series of other local party and government offi-
cials: the village Chairmen and Secretaries,
Village Development Committees and the leaders of
ten-hLouse unites. In addition, the villagers them-
selves need information on improved nutrition and
hygiene practices and how such practices relate

to the incidence of various diseases prevalent in
the village;

(2) The Ward Party Secretary, Division Party Secretary

- and Division Health Leaders should know the pro-
gress of project activities and problems being en-
countered in order to make management decisions
designed to facilitate implementation. Health
Center personnel on the Nivision level must have
.data on disezase incidence broken out by area and
a good notion of the nature of and reasons for
various nutrition and hygiene practices being
followed;

(3) On the District level numerous decision makers have

' need for various types of monitoring and evaluation
information. The District Medical Officer and pro-
ject staff will be concerned that project imple=-
mentation is proceeding smoothly -~ that village
clinics are being undertaken, that training of
village trainees and Village Health Leaders is
progressing as planned. Further, the District
Development Director along with party officials
and several district level planning committees =--
the Distri:t Development and Planning Committee,
the District Development Council and the District
Executive Committee -- will be concerned with both
project progress and impact; they will need to make
decisions concerning the level and types of support
needed ior the project as well as decisions concern-
ing project redesign and strategy.

(4) Regional and national officals, both party and
government.,, are responsible for planning and project
design decisions and will make the determination
as to the efficacy of replicating the project.

They must be kept informed of project impact on

health problems and have a good understanding of.
the strengths and weaknesses of alternative pro-
ject implementation strategies. '



Utilizing this approach of defining data requirements of\
various sets of decision makers, the project staff, in col-‘j
‘laboration with local officials, developed an initial set of
~data points for collection. Discussion of these data, along
with the specification of the research methodologies which |
will be used and the most effective methods of information‘
.dissemination can best be done in the context of the ob3ec-
tives of the monitoring and evaluation system spelled out -

- earlier.
To-Gain;cnvaerviém”bf'Village'ﬂealth*cOnditions'dnd(prleema;

The first task of the village trainees will be to gain
a basic understanding of the conditions and health problems
facing the villages in which they work., Because of the
‘diversity in conditions that exists between Villages, such
and understanding is a prerequisite to determining the most
appropriate approaches to designing and initiating health |
activities. The data to be collected in this category fall '
,under two general headings. descriptive village data intended:
to provide an overview of village conditions and baseline
data which will be used both to provide the trainee with an
understanding of village health conditions and’ to measure pro-}
-ject impact over time (data for. evaluation purposes). Note-.
‘Since the trainee will begin collecting the baseline data as
lsoon as his/her work commences, it will provide a valuable

SOurce from which -an initial understanding of village health



problems can be gained. More inportantly, however, these

data will be used to measure change in health conditionslover
.time. The baseline data given on the following pages are a
partial listing which includes those which the project staffid
have preliminarily defined as most useful to the trainee in%ll
gaining an overview of conditions in the village, the balancef
.of the baseline data are spelled out and discussed in the

vsection on?project evaluation.

' All of these data will be collected by the health trainee
and recorded on precoded forms. Most immediately they must
be suamarized for use by trainees and project staff in making
decisions concerning what project activities need to be
'stressed and/or initiated and for use in discussing health
issues with villagers. ‘Initial tabulation will be carried
'out'by‘hand by theitrainees.and Division Health Leaders ana
passed on for review by the central project staff. For pre—
sentation back to villagers, the trainees in collaboration
~with- staff will decide ‘the most useful form in which to dis-
lplay the information, e.g., graphically displayed, health
}problems portrayed through diagrams. The data will subse-
lquently be punched on cards by the project staff_for»usecinf
“summarizing health conditions and practices found in the

villages and for later_use in project evaluation.?

1 Information flows -~ what information flows to whom o are depicted A
diagramatically in Appendix A. ' ‘



‘COLLECTOR

' COLLECTION METHOD

DATA SOURCE
I.;Descriptive Village Data
1. Name of village, diviaiong' . Trainee Village Informaznt E'"l-)d;st‘zu'sa_:I.Vt'bx.i'-'.
2. Number of_fémilies'iq f: _Trainee ‘village Informant/ 'biécnssidn.;houseYC6hhﬁ‘
- village T Village Observation
3. Number of ten-house units ‘Trainee :Village Informant Discussion -
in village o o ' '
4. Stretch of village ‘Trainee:  Village Informant  Discussion, walking
‘ ' village diameter
5. Miles from administrativefl fitdiﬁﬁé?, ﬁﬁiil&ééiintbinatn Discussion
center, market center, . . c o o '
and dispensary / hospital
.6. Services being provided e _ : . . T
©in village (including  Trainee Village Informant .. Discussion:
health services) R R o P
7. Main agricultural L . o e
- activities (crops and . Trainee - = Village Informant —  Discussion’
livestock) I S R R
8. Hali ya lishe® Tiaiheé' :Yillage'lnfozmant Discussioni

! chis Kiswahili phrase has rn direct English translation.

feeding habits, and conditions for growing crops.

it refers to conditions in the
village important to nutrition and health and might include observations on nutritional levels, ﬁ
The r~oject staff specified this as important :

to give the trainee an idea of health related'vil}age conditions and problems; the type of
response given to this guestior will vary depending on the particular characteristics of a
village and the data are non-comparable across villages.



DATA 'COLLECTOR DATA SOURCE. ~  COLLECTION METHOD

© II. BASELINE DATR'!

A. General
1. Tribe Trainee Household Sample  Discussion
2. Number of years of Trainee . Household Sample Discussion
formal education ' ‘ ' ' ‘
3. Indicator of econqm:lc - Trainee Household Sample To be specified.
well-being(to be - ' ‘
specified)

-B. Health Indicators

1. Nutrition

a. Number of times. Tr;inee Household Sample Observation
Child.renfedper = dttinchukoduane
day

b. Whether children are  Trainee Household Sample-  Discussion'
breast fed and at S _Children ages 0-5 R

what age breast
feeding is discon-
tinued

1 Collection instruments for a port:l.on of these’ ‘data have been developed and are g:l.ven'

in Appendix B: The balance of the instruments needed are presently being constructed and coded -
by the project staff.



COLLECTOR

DATA SOURCE

.‘COLLECTION METHOD

‘c. What food-is . .

consumed in house-
hold (broken down
by meal)
Sanitation.
a. Whether the hoﬁse
has a latrine

b. Whether latrine is
kept clean

. Whether latrine is

used

. d. Whether the house:

3.

has a rubbish pit.

‘Hygiene

a. How food in the ‘
household is stored
(covered, off floor)

b. Indicator of cleanlif

ness of clothing

€. Whether household
members wear shoes

Trainee

eatnes.

Tratnee

Traines ’

Bouséhbld 8amp1éi

Household Sample

Houéehold Sample

Household Samplé1
Household Sample
Housenola Sample.

Household Sample

'Household Sample

dhéezvation,,discﬁsﬁipn

Observation
Observation

abservation

? 01



DATA QOLLECTOR * - DATA SOURCE

COLLECTION METHOD.

* Adequacy of supply
‘of -portable water.

a. Source of water for  “Trainee.

humans/animals
b. Distance to water "Trainee
source '

c. Sufficiency and ‘Trainee
... cleanliness of
"~ water

" Vaccinations received ‘Tralpee'
;by type.

‘Household Sample
‘Household Sample .

-Household Sample

Household Sample

:Discussion
‘Discussion

‘Observation, discussion

Discussion, clinic records.

Socjial/Cultural Problems and Beliefs that are Detrimental to Health.

Data points must be defined with trainees who represent different villages and
tribes. The data collector’ will be, as above, the village trainee and the source

the household sample.

Tt
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Though at first glance the listing of data appears long :
and by implication perhaps overly ambitious, in fact they are
.easily obtainable through either direct questioning or ob—
servation.- The intent is that ‘the nature of the data and-
their method of collection and analys1s be such that, instead;
of implementation of the information system being an extra
vpiece of work which trainees are required to- undertake,_it
will merely make more systematic an: activity which trainees
would carry out anyway and which is an integral part of theirf
work, i. e., gaining a minimum knowledge of health related
issues which will allow them to 1mplement their activities in

a sensible manner.

Finallv, it must be stressed that this: specification of

data points, as is the case with those listed for; project
gmanagement and evaluation purposes below, is preliminary.,
“noted, they were settled upon by project staff through ini-
tially examining data needs by various decision makers.vfs
similar procedure will be carried out with village trainees
which w111 likely result in further modification/changing of
data to be collected.
‘Ta Monitor Project Implementatzan in Terme of the Ftnanczaz
Commodity and Extension Inputs into the Project, the Direct
Project Results or Outputs and the Initial Effects of Projeot .
Activities on the Behavioral Patterns of Villagers

As noted carlier, information is needed by the project

staff for'purposes of project management. It is necessary,
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‘in effect, for the staff to know what is happening when and

lwhereg7andfhefahle,to'detect.problems and formulate solutions.-

In the Hanang project, management information will be
fcollected and compiled by the central project staff. the
Division Health Leaders and the village trainees. The»data“
{identified by the central project staff'as most criticalvfor
their purposes include, broadly, financial data and data on
the progress of specified project'activities. The project
financial administrator will keep a running'log-of amounts
spent, broken out. by the type of expenditure, and will track
these amounts against total monies available. The information;
which will be collected on the progress of project activxties
is illustrated by Form I. In developing this format, project
staff initially considered listing project inputs as againstv
'outputs. The alternative notion of specifying project "ac-
‘tivities" (see Column 1 on Form 7) resulted from the realiza-fr
tion that this is how‘mosteimplementing officers percuive
their projects -- they normallv do not think in terms of in-
puts and cutputs (and, in fact; frequently find that the dis-
t..ction between the two'is not'clear), bu’; rather of a series
of discreet activities that must ‘be completed in the eourseei
‘of project implementation. For,each‘activity the staff will
'note the officer responsible (Column 2), the expected results
and planned timing (Columns 3 and 4) and the actual results
along with the time wiien each activity‘was accomplished

(Columns 5 and 6). Finally, reasons for any differences



Hanang Health Project

MONITORING DATA

Form I CENTPAL PROJECT STAFP Month
(1) (2) (3) {4) (5) {6) {7)
Officer Expected Re- Actual Results Reasons for Difference
Responsible | sults (Magni- (Magnitude and Between Expected and
- Aetivities: tude and Value Planned Time Value where Actual Time {Actual
. IR whereaapplicable) | Start] Finish applicable) Start |Pinish -
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between expected and actual results will be recoxzded in
Column 7. This approach will capture input and output dataf
as well as provide other management information; with it |
project staff will be able to track, on a monthly basis,
which activities are moving ahead as planned, which are
Stalled, what appear to be the primary problems facinag
activity implementation and who is responsible for solving
the problems and seeing that implementation proceeds. They
will havé, in effect, the basic information needed with which

‘to make management decisions.

A similar record of activiﬁy progress will be kept by
bivisién Health Leaders for each project village in their
respective Divisions. The format for recording the informa-
tion which they need differs from that which will be used by
the central project staff and is illustrated by Form II.
Whereas the central staff is concerned with all activities
undertaken by the project -- from building construction at
District Headquarters to staff training to seeing that ade-
quate medical supplies are provided to village clinics --
Division Health Leaders are responsible to help implement
village-level activities alone. They will record, in Column 1,
the various village activities to be undertaken broken out by
health education, health clinics and health related projects.
Columns 2-5 -~ for specitying results and reasons for failing
to meet initial expectations -- are similar but iess compre-
hensive than the comparable information recorded by the cen-

tral project staff discussed above.



Hanang Health Project

MONITORING DATA
DIVYSION HEALTH LEADERS

Form II
village: ‘Months
(1) (2) (3) (4) : {5)
Lizt Steps Undertaken in the Village Aimed Ressons for Difference Between
at Making Progress in the Following Areas: Initiated by Expected Results Actual Results Expucted and Actual Results

1. Health Education

2. Health Clinics

3. Health Related Activities

o

91



17

‘The village trainees will likewise keep a record of =
‘project activities taking place in the village and_ﬁilizref
~cord them;in mqnthl& progress :epotts; repbrts whicﬁ,aré.;ﬁ5,
required under the terms ofvthe‘project. The formatrdffﬁhis
,réport, given in Appendix C, calls for observations of the
trainee on developments related to the general categories of
activities which the project supports -- health education,
‘health related activities, etc. The rcporlt is intended to
_indicate both actual progress made as well as perceptions
by trainees of approaches to and problems confronting the
villége health activities. It will provide both Division
Health Leaders and central project staff with some indication:

of support needed by trainees in each village.

A final category of monitoring information which will be
'collected by the project staff relates to initial.pfoject B
effects. Throughout the project and before impact data are
collected and project evaluation undertaken, it will be posf
sible to begin to examine the effects of the project. It is,
in éffect, possible to begin an assessment of “he strengths
and weaknesses of the innovations being tried. This informa-
tion will be gathered by the Divicsion Health Leaders and theyi

gﬁedlth Information Supervisor! through group meetings and

!  fThe Health Information Supervisor is one of the project monitoring and
evaluation staff. The composition and responsibilities of this staff are
discussed in the section below on Organization of Monitoring Evaluation
Activitiy. '
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individual discussions with villagers. the appropriate ap—
proach will vary by village and will be settled upon by the
Health Information Supervisor in collaboration with the
Division Health Leaders. In»these discussions the staff will
be interested in initial indications that the project‘is
affecting village health. 'For this-purpose the staff will
;use. as a check list., the data points spelled out elsewhere
in this paper for measuring project impact. _The collection
of this information will:be.ongoing throughout the implemen-

tation of the proiject.

An important issue‘in deveioping a systen‘for project
monitoring relates to insuring objective reporting by}those
collecting the data. This consideration becomes particularlv
importnat'when the collection is done by project staff who
‘have a stake in project success. The obJectivity of report-"
ing in this project will be helped by several factors:_ First,j
the monitoring and evaluation staff -- the Statistical
Analyst, Data Coordinator and the Health Information Superf
visor -~ will spot check project monitoring data for relia—‘
bility and consistency. The first two willibe'responsible’
for checking the monitoring data collected by the central
‘prOject staff. The latter will do the same with regart to.
| the project progress informatior collected by the Division
Health Leaders and village trainees. These staff will be.
-hired as communicators whose personal gain does not depend

‘upon project success but upon discovering successful project
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approaches; as a rssult, they will have an incentive to see

that reporting is done objectively.

Secondly, the Division Health Leadersyand village
trainees will be involved in project problem solving through
frequent meetings with central staff. The emphasis-will be

upon identifying alternative approaches which work best as

particular Division or village is successful. This process'
will relieve pressure upon the Division and village staff to'
’show that everything is progressing smoothly ‘and will encour-

age objectivity.

Data sources for monitoring information, collection
techniques and analysis to be undertaken can}be-summsriseciséj

follows:

Monitoring data needed by the central project staff
(Form I) will be collected on a continuing basis
from the officers responsible for implementing each
proiject activity. An example will help clarify
this approach. The curriculum for the training
course for village trainees must be prepared and
ready for review one week prior to the commencement
of training. The Project Director will utilize the
monitoring form as a reminder that this activity :
must be completed in sufficient time and will check
with the person responsible for curriculum prepara-
- tion. If problems have arisen resulting in delays,
the Director must make decisions aimed at overcom-
ing the difficultues. If the causes of the prob-
lems are not clear, it might require the monitoring
and evaluation staff to make a special inquiry as
to the nature of the difficulties and pass the in-
formation on to the Director before a decision can
be made. Note: The use of one or more persons to
do a "special study" of an implementation problem
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or other project related issue is a useful and
effective research approach; when necessary, the
monitoring and evaluation staff will be used in
that capacity.

While the primary purpose of this monitoring
data is to allow the staff to track financial flows
and activity progress on a continuous basis, the
data also provide the basis for summarizing overall
project progress and problems for use by District
and Regional planning committees and designated
government and party officals. These data will be
collected from the Project Director and summarized
every three months by the Data Coordinator for that
purpose.

Sources for monitoring data collected by Division
Health Leaders (Form II) will include trainees,
Village Chairmen and Village Secretaries. The data
will be collected on a continuing basis as project
implementation pr. . _.eds and a separate form will be
kept for each village. Aside from the use of these-
data for identifying implementation progress and
problems, they will provide a partJal basis for
analyzing the effectiveness of varying implementa-
tion approaches being tried in different villages
(the importance of this aspect of project analysis
in noted below). The approach pursued by - single
village will be reflected in the set of activities
listed to be accomplished by that village. These
data will be compiled quarterly by the Health In-
formation Supervisor as he works with the Division
Health Leaders; he will pass them to the Data Co--
ordinator at the Project Headquarters for summariz-
ing progress and pioblems categorized by implemen-
tation approach. These data will be summarized

for two purposes: to allow central project staff
to make management decisions and to track progress
in villages utilizing differing approaches; this
latter informnation will be used by staff both to
evaluate the effectiveness of the approaches used
and to disseminate back to villagers to indicate
the progress being made.

Sources for and methods of collection of data on
initial proje:t effects are discussed above. The
Data Coordinator will compile the data by hand
every three months categorized by village and will
do simple cross-tabulations comparing progress on
health indicators with differing approaches to pro-
ject implementation, e.g., Approach A to health
education with observed sanitation behavior. This
analysis will be very preliminary but will provide
a useful indication of initial progress.
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To;Evalucte,the‘Impact of the Project on the Health of Villagers

‘The evaluation of project impact is at the heart of the
Hanang information‘QYStem;,TA”érimarY-PuxposeTOfﬂthe=Project
is to provide information on the best approaches to effect
improvements in village health.' To do this approaches must

be evaluated against indicators of change in the levele of

line or“impact'data'over time., In addition to thic is the
‘ need to evaluate whether, as . the prOJect progresses, there is
:ian increased capability at the village level to identify and

”‘eolve local health problems,‘

A partial listing of the impact'data.identified hy'pro-'
ject staff as important has already been given; Added to‘j_
’thie will be the following (again, this listing of data reé»i
quirements will be modified by the input of trainees and over
time as collection problems become known and as different
data,emerge as 1mportant), All of these data, save that
listed under Section D,-will be collected from a random sample
~ of village households and will be comparable. Collection will
be donevonce every six months~on all variables except various
. of those measuring disease incidence, on these variables col-

l-lection will be more frequent. Each village will be considered

1 A geparate evaluation willbe’ carried out of the pilot phase of tha
project in August 1977. The componsnts of this evaluation are discussed
in Appendix D. . ‘ S '
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Data : Collector Date Source Collection Method
II. BASELINE DATA (Continued from page 11)
C. Mortality/Disease Incidence
1. Mortality
a. Births o 'Household! Discussion
‘Trainee - sample B
b. Deaths R
2. Disease Incidenéé
~ a. Measles ; Village Health Bouseholdl Collected mon+“ly through
Leaders =~ sample = chil- discussion. Trainees _
B dren ages 0-5 record in journals monthly
: - from Village Health Leaders.
b. Whooping’c'.:_ugh -
c. Gast.roenteritis
d. Round worms
e. Eya Diseases (sfqr_ez;gygs,)
£. Kwashiokor Clinic'staff: Collected monthly through
: observation/examination.
Trainees record in journ
monthly from clinic recor
) 'g.  Marasmas
'h. Anemia
i. T.B. Household
sample -
j. Leprosy .
k. Bilharzia
1. Hcokworm
m. Malaria (speen count)



Data

. Collector

Data Source

Collection Method

D. Village Capability to Identify and
Solve lLocal Health Problems!

1. Number of ten-house units with which
Village Health Leaders are actively
working

2. Number and type of health education
activities organized by village
over p.i3% six months and number
participating

3. Number of health clin'cs in past
six months in which village
representative actively worked

4. Number of residents using services'
of health clinics held over past
six months

5. Health related activities initiated
by village over past six months

1 .

Division Health
Leader

Division Health
Leaderx

. pivision Health

Leader

Divison Health
Leader

Division Health
- Leader

Village

‘Informants

Village - |
Informants -

Clinic staff

Clinic
records

Village

Informants

iDiscﬁssien

Discussion

.Discussion
Examine clinic records

-6ieeuseioh‘

The five data points listed here are indicators of the capability to identify ‘and solve local health

problems through measuring (a) the extent of activities organized by the village and (b) the degree of

participation of villagers in the activities..

(X4
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a5~a9separate~population“andaa~sample selected from eacnfas;

follows: .
Y A single house will be chosen at random in each
' fvillage.
5, A pattern of selecting subsequent houses moving}

in one direction from the first will be pre-
determined by the Statistical Analyst using a tablef
of random numbers, e.g., from the first skip two '
houses, selecting the third, then skip four,
selecting the fifth, etc. The pattern will be
repeated in a 51ngle village until the predeter-
mined sample size is reached.

The required sample size will be determined by the moni-'
toring and evaluation staff only after the questionnaire is
~tested by the trainees in their villages.» on the weekendsyf
during the two-month training course, trainees will spend
time in villages during which data requirements and instru-
ments will be modified and tested. Data collected on the
impact variables from a stratified sample of villages during
this testing period will be used to estimate the variance
of the sample values. This statistic w1ll 1n turn be utilizedi
in settling on the sample sizes for the collection of the

'fimpactvdata.‘

‘Data processing and analysis will be carried out by the
dmonitoring and evaluation staff and will be relatively simple.
‘~ne data will be punched on cards and cross tabulations of

selected data made utilizing a sorter.! The analysis will

! More sophisticated techniques such as multivariate analysis will not be

carried out because of lack of available local computer time and the fact
that such techniques could not be replicated should the approach be under-
taken in other districts. ‘
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focus on singling out effects on health behavior attributab
to the. project and examining the relatipnships between health
behavior and disease incidence. Three categories of compari-‘
SOHS:Wlll be made utilizing the baseline data: tribe, years‘
of formal education and economic well being with the health
indicators (indicators of behavior related-to,nutrition,
thiene and sanitation which will be measured over time for
change) , varying approaches (or treatments) used in villages
for influencing behavior related to nutrition. hygiene and
sanitation with the health indicators, and health indicators.
with disease incidence. Tests of statistical significance -
will be used to infer whether observed changes can be reason-
ably attributed to the project (are_significant)ror are’due‘r

to non-project related influences.

tudinal study with data in period one collected at the time |
of project commencement. At the least it would be useful to
have time series data for a period prior to the beginning of.
the project actiVity. Such data are not available. Ideally
one would like to have_available‘data from a randomized con-
Etrol group with_which’to make comparisons; the conclusions '
from'the”study would be immeasurably more powerful throughi
suchvanalysis. In order to do this, data would have to be
collected from additional non-treatment villages. Such is
not possible within the financial and manpower constraints

of the project.
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‘The analyzed impact data will have multiple uses. They
will be disseminated from pro;ect staff back to villages for
'use in demonstrating r@iationships between approaches and
health behavior indicators on the one hand and health behavior-
indicators and disease incidence on the other; Project and
district staff will utilize the findings to modify project
strategies, and regional and national officials will reqaire
the information for decisions relating to the design of healthp

projects for replicability in other_areas.

Organization of the Monitoring and Evaluation Activity

As indicated throughoat this paper, the implementation
of the monitoring and evaluation system for the Hanang Pro-
ject will be carried out by a host of staff and involved
residents from the village level upwards. In their capacity
as the primary persons responsible for_organization and
initial implementation of the project,'the'village health
trainees will carry out the bulk of the data collection'
activity; this activity will be an integral part of their
work in planning and implementing village activities. They,
likewise, will involve Village Health Leaders and other:
village officals in the data collection work. This'viilage
activity ﬁill be supported most directly by the Division.v
.Health Leaders, who will help village trainees sort out data
collection problems, determine approaches most effective for

a given village, and be involved in limited initial analysis
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. of data that will be summarized and returned to the village

, fdf?use by'trainees.

On the District level'a-prqjéét’staffqu‘four}will or-
ganize and coordinaﬁe the data‘work;: A Statistical Analyst;
will be employed half time and will be responsible for over-
all supervision of the data collection and analysis activity.
'In conjunction with the Project Director he will settle on
the design of the information system including data to be
collected, collection methodology and analytical techniques
to use. 1In addition, he will settle on the most useful
dissemination of information and be the principal person who
decides on modifications to the information system over time.
A Data Coordinator will do the bulk of the data tabulation '
~and summarization along with limited field work in coordinat- 
ing data tabulation with the Division Health Leaders and
viilage trainees. The bulk of the work in the field will be
carried oﬁt by a Health Information Supervisor; he will work
closely with Division Health Leaders in reviewihg village
data cblléction problems and procedures, will assist trainees
who are facing particularly difficult situations, and super-
vise the data tabulation which is undertaken in the field.
Finally, a clerk will work in the project headquarters and
assist the Data Coordinator with tabulation and summariza-

tion of data.

Aslis stressed repeatedly above, to be effective the

monitoring and evaluation system for this project must be



,§ﬁii£ ffbﬁ the bottom, i.e., data requifements built on the
needs of decision makers frpm'the village through the national
level, collection techhiques shaped to a large extent by the
data collectors to take account of local conditions, and
analytical apprpaches'defined around the capabilities of
‘staff and residents on each leyel. The data~requiremen£s and]
methodology described in this paper have been déveloped»
largely by the project staff, Ae the proiect progresses,
additional modifications will be made in the system as more
is learned principally through the work of the Division Health
Leaders and the village trainees. Most immediatel&, durihg :
the training of the village trainees and for the balancé of f
the pilot phase of the project, an important task is to in-
volve the village trainees and Division Health Leaders in;thé‘

further development/modification of the system.

Training Village Health Trainees

The objectives of the initial training in data collection
and analysis for the village health trainees will be twofold:
(1) ° Develop among the trainees an understanding and ap-
N preciation of the types of information needed for
them to effectively help in their villages; and
.(2)v Involve the trainees in the development of the in-
struments for data collection, with a special
emphasis on how these instruments can help them
develop good communication with the people in their
villages.
'Tﬁese objectives will be accomplished through a training/

‘communication process that will continue throughout the course

of the project,



One important lesson for the trainees is that tney nave
mﬁch to learn from the villagers; frequently individualé'with
some technical training perceive their role only as proViding
information rather than as exchanging information. Rural
people have very good reasons for carrying out certain pro-
duction, health care and other types of practices: an under-
standing of what people are currently doing provides a sound
basis for identfying possible changés that may.help them to

improve their social well being.

To develop the above awareness several techniques will
be used. Prior to the intensive two month course, the
trainees will have a one-week orientation in techniques of
communication. They will then return to their villages to
observe and discuss with villagers village health problems.
When the two-month training‘course commences, the observa-
tiohs will be discussed among the trainees and they will
attempt to list them in order of priority. During this period,
the trainees will begin a process of visiting villages weekly
.and will carry their perceived problems back to villagers for
"discussion. Through this procedure the trainees will develop
an understanding of village problems, the result of which
will be the identification by them of data requirements most
important to collect and collection procedures which are
effective in the village environment. A similar procedure

will later be carried out by village trainees with Village



30

Health Leaders in attempting to make the latter aware of the -

most pressing village concerns.

Throughout the project the trainees will be brought,to~
the District Headquarters for a one-week session once approxi-
mately every six weeks. The objective will be to modify and
change the information system as necessary over time to adapt

it to the realities of the villages.

Budget

Detailed below is an itemized budget for monitoring and
evaluation during both the pilot and operational phases of

the project.
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BUDGET FOR MONITORING AND EVALUATION

HANANG HEALTH PROJECT

Salaries & Wages

Statistical Analyst
Data Coordinator

Health Information Supervlsor

Clerxrk
Gratuity (25% of salaries)
SUBTOTAL

Travel/Per Diem

Statistical Analyst
Data Coordinator '

Health Information Snpexviaor

SUBTOTAL

Data Processing

Cards
Processing

SUBTOTAL
Office/Ficld Haterialﬁ
Equipment

Filing Cabinet

Typewriter
Calculator

SUBTOTAL

Training
Miscellaneous, Including
Telephone, Postage

TOTAL DAI CONSULTING -BUDGET
(Detailed on following page)

Pilot

1,500
750
750

450
863

$4,313

1,175
450
900

$2,525

100
100

1’8200

- $700

250
480
300

$1,9030

300

500

 $9.558

Two Year

6,000
3,000
3,000
1,800

3,450

$17,250

4,900
1,800
_3,100

$9,800

500
2,500

$3,000

$4,100

2,000
2,000
$33,150

$12,325.

600
2,600
$3,200

$4,800

$47,718

$20,027.75

$67,745.75
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DAI CONSULTING BUDGET

PHASE I : FIRST TRIP TO TANZANIA BY DAT

‘Senior Evaluation and Design Specialist (Three man-

days in Washington and 21 man~days in Tanzania)

$112.80 x 24

Overhead @ 85%

Travel: _ . U
BExcursion Ticket: Washington/Dar Es Salaam/
Washington (14-45 days)

Per Diem: 26 days x $36

Miscellaneous Expenses Including In-Cbuntry
Travel, Telephone, Local Hire

SUBTOTAL PAASE I

PHASE II: PREPARING OF INFORMATION SYSTEM - WASHINGTON, D.C.

Senior Evaluation and Design Specialist
Three Man-days x $154.68 = $464.04

Seanior Evaluation and Design Specialist ‘
Seven Man-days x $122.80 = $789.60

Overhead @ 85%
Travel:

Two round trip tickets to- New York (one day trip)
$100 x 2 =

Reproduction/Materials ($50)

SUBTOTAL PHASE I1'

PHASE III: SECOND TRIP TO TANZANIA BY DAI

Senior Evaluation and Design Specialist L
Three Man-days x $154.68 = $464.04

Senior Evaluation and Design Specialist o
19 Man-days x $122.80 w= ' $2,143.20

Overhead @ 85%

$2,707.20

'2;301:12

1,386.00°

© 936.00

550,00

$7,880.32

;s1 253 54f

s, 065. 59

£ 200.00
50,00

$2,569..3

1$2,607.24

1$2,216.15
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(PHASE IIY (Continued)
Travel: TP
One Excursion ticket: Washington/Dar Es Salaan/
Washington R
Two round trip tickets to ﬁéw;iﬁrk>(§hétdd93
Per Diem: 22 days x $36

Expenses Including In-Coﬁntry T£hV§1."
Telephone, Local Hire.

Subtotal Phase 111

SUBTOTAL .

Fee @ 7%

Project Local Expenses

TOTAL

$1,218.00

792,00

:500.00 -

§7,333.39

17,782.94
f1,244;a1 '
$19,027.75

1,000.00

© $20,027.75



' APPENDIX A

i'rlia’f;ow*ql_jart; below will help: clarify the flow and use of
ddﬁé?in:thé Hanang Project.

I. .Pescriptive Data

Data Collection by 'rraineeé
From Village Informants --
Commencement of Project

Division Health Leaders
~ for Initial Tabulation
in Collaboration
with Trainees.
Review by Data Coordinatorx

| 73

Trainces for Discussion
with Villagers
of Health Problems

Central Froject Staff
for Later use
in Project Evaluation

——» Flow of Data

..-_.._.-) rlow of Information
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~II." Monitoring Data

A. Monitoring data collected by central project staff

. dehtinuous Collection
From Officials Responsible
for Project Activities

Once per month

Data Coordinator and Statistical Analyst
for Review of Data Consistency
and Adequacy, Tabulation
and Summarization

Once per month Once per month

Division Health leaders ' Central Project Staff
and Trainees for Discussions for use in Implementation
with Villagers and Strategy Decisions
of Project Progress
1
'
i Once per quarter
] .
' 4

District Development Director,
District Planning Committee
for Tracking Progress

T
|
:Once per quarter
[
W
Regional Development Director

for Financial
and Progress Review
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By Monitoring data collected by Division Health Leaders

Continuous Collection from Trainees,
Village Chairmen and Secretaries

Once per quarter

Health Information Supervisor

for Review of Data Consistency,
and Adequacy

with Divisiorn Health Leaders

Oncer per quarter

Data Cooxdinator and Statistical Analyst
for Summarization of Treatment
Used by Village and Project Progress

t ]
0nce per quarter it Once per quarter
W
féTiiinees for Discussions Division Health leaders
E BN - with Villagers ard Central Project Staff for
- of Project Problemns use in Implementation
and Progress and Strategy Decisions

)
t
{Onze per quarter

District Development Director,
District Planning Committee
for use in Implementation
and Strategy Decisions

'
=0ncer per quarter

A )

‘;Thegional Development Director
: for Progress Review
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C. Initial effects data

. Data Collection by
- Division Health Leaders
‘and Health Information Specialist |
Through Periodic Village Discussions
: Data Compilation

Once per quarter

Data Coordinator
for Summarization
and Initial Cross-Tabs
by Treatment, Village

| Once per quarter Once per quarter

Trainees for Discussions Central Project Staff forihnalysis
with villagers of Impact , of Initial Impact

Once per qﬁarter

| P ——

| pistrict and Regional officials
-} - for Project Review
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III. Evaluatidn/Impact Data

.-Collected Once Every Six Months
. by Trainees, Village Health Leaders
and Clinic staff from Household Sample,
' Village Informants and Clinics

Once per six months

‘;_Division Health Leaders
' for Compilation

Once per six months

Statistical Analyst and Data Coordinator
for Summarization
and Cross-Tabs Done Once per Year

T

1

IOnce per year ]
Tralnees for Discussions kroject Staff for Evaluation"
with Villages ‘

of Project Impact

Once per year

Once per year

>/

| pistrict and Regional Officials
for Project Evaluation
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'APPENDIX B

Data Collection Instruments for Descriptive village Data and Baseline Data
Broken out by Data Source. (Instruments for the collection of mortality/disease.
incidence are being developed by the project staff.) C T



Source: Village Informants
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.DESCRIPTIVE VILLAGE DATA

Date Completed

Data Colie¢§Ot§grvill§§§‘Trainae Name of Trainee

1. ﬁqme‘cffviliééé' B

2. Ward

3. vaisién

4. Number of families in village =

S. Number of ten-house units in village

6. Stretch of village

7. Miles from: Dispensary/hospital (specify which)

Administrative cencer (specify)

Market center (specify)

8. sexvices proivded in village (list by type, who prouvides service, and quantity where
applicable) :

Agricultural
Related Services - Community
Health Services . Education e.g. Extension ‘Social Services

9. pPrincipal agricultural activities of village (list by type):

Crops ‘ Livestock

10. Hali ya lishe.



jipurce: Household Sample
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BASELINE DATA

Data Collector: Trainees; Village Health Leaders, Clinic Staff

' Name of Household Head

Name(s) of wives: 1
{(Where wife is not
household head) 2

3

Name of Trainee:_

Date Completed:

I. GENERAL

1. Tribe:

2. Number of years of £ani§1-§iluation: Household Hﬁe;ﬂ; ]

Wives: 1

2

3

3. Income/economic well-being (data foints yet to be specified with project staff) :



II. HEALTH INDICATORS (check response)

A. Nutrition

1. How many times each day are children in this household fed: 1

-Did you/are you breast feeding your haby? (SPecify for ch:l.ldren 0-5
'; for each wife)

Wife | ) W:I.fe ' 3 ﬁife
—hiid ——Chiid [chiia
1] 2 | 3 I I1 2 13 1| 213
Yes
Mo

3. ﬁxen was breast feéd;ln’g, stopped? (Estimate age of 'éhild),

Wife ' wifg Wife_
child child — Cchild |
1 | 2 3 1 2 |3 1| 2| 3
6 montha
9 months
12 months
15 months

18 months
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What is daily diet of household?

Meai 1 .
Tea

Uga_i:l.‘
Uil

cher

o Ugali

Rice
Beans
Vegetables

Other

;;;;;

Ugali
Rice
Maboga
Meat
Maize
Beans

Other
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c.

Sanitation

1. Does the house have a latrine?

2. Is the latrine used?

3. Condition of the latrine?.

4. Does the house have a rubbish pit?

‘Hygiene
1. 'How is food in the hoiise stored?

Food covered

Food uncovered

' 2. - Are the clothes of household members clean?

"Yes | -

Used

"Not used

Dirty

Yén

Food off floor

Food on floor

Adult Males | Adult Females | Children
Clean |
Partly Clearn
Dirty
3. Do household members wear shoes?
Adult Males | Adult Pemales | Children
Yes | No Yes No Yes | Ro

Near House

In Village
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D. Adequacy of portable water

1.

2

-3,

4.

,5"'

What is the source of water for household use?

Rains | Dry Season

. Stream

8pring

Pipe

Rain Catchment
Othex (Specify)

fﬁiﬁﬁénée'to primary water source (minutes from house):

Rains Dry Season

.Is water for hbusehbld use sufficient?

Rains |Dry Seasgg_x_1

- Sufficient

Insufficient

Is water for household use clean?

Pains |Dry Season

Clean

Muddy

Is the water sdutééﬁ‘:fét _the household and livestock the same?

Rains |Dry Season

| Different




jpurce: Village Informants
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BASELINE DATA

Data Collector: Division Health Leaders

I. village capability to identify and solve local health problems
1. Number of ten-house units with which village health leaders are actively

working:

2. Health education activities oxganized by village over past six months:

Number of Villagers
Type Number Held Participating

3. Health related activities initiated by village over past six months (list by
- type):




nutce 1 Health Clinics

By

" BASELINE DATA
Data Collector: Division Health Leaders
I. Viilage capa!i!.lity to identify and solve local health problems:

1. Number of health clinics in past six months in which villaga»r'epr'e"'se'tfﬁiﬁgi_

‘actively worked:

2. Number of residents using services of health clinics held over past six
months: ‘

Type of Servica Date Number Using Service




APPENDIX C

_ MONTHLY PROGRESS REPORT OF VILLAGE TRAINEE

Nm _vo tsescensse

Village ‘ esreesens

Division .:iseciis

Date .

‘Since last month's report what developments have there

been with regard to:

Health Education

‘Health Related acctivities

Collaborative Efforts withwvariou§ Léad§féf

Clinic Activities

Problems

'Signature
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APPENDIX D

'EVALUATION OF THE PILOT PHASE
‘OF THE HANANG VILLAGE HEALTH PROJECT

The Hanang Village Health Project will operate under
tﬁg different funding mechanisms ~- a DPG allotment for a
pilot phase and OPG commitment for the implementation phase.
One complicating factor is the need to sign the OPG contrazt
and'begin construction of certain necessary facilities prior

to the actual beginning of the implementation phase.

The pilot phase of the project will commence in May 1977
with the selection of eight traineas, the establishment of the
training curriculum and the initiation of eight weeks of
specialized instruction for the trainees. At the conclusion
of this phase the trainees will return to their villages to
acsist in a preventative and curative health/nutrition improve-
ment program in conjunction with government-sponcored clinics
and other related health services. The pilot phase of the
project will conclude in September at which time an evaluation
will be necessary before extending the activity to a greater
number of villages in the implementation phase. This evalua-
tion will be used primarily to modify procedures/approaches
used in the pilot in order to avoid problems and improve on

implementation as the project moves into more villages.



Specifically, the evaluation will assess the adequacy
of the Qillage trainees' training course, the initial per-
formance of the trainees in the four pilot villages, the ade-‘
quacy of the information system, and a general project perfbtmfi
ance. Information to be collected in each of these caﬁed

gories includes the following:



Data

1. Trainee Performance Indicators:

Successfully initiated meetings with village development com-

mittees and the CCM (party officials) to discuss alternatives

+o organizing the village health program, including the train-
ing of selected village health leaders.

Helped to organize and carry out an initial healtn clinic in
their villages.

Number of villazgers attending first village health clinic.

Taken initiative in identifying the most effective methods of
organizing residents for carrying out health education.

Data gathering completed by the trainees, including:

-- Initial survey of village health conditions and pro-
blems;

— Initial meeting held in villages at which some of
these data are used in discussions of problems
(utilization of analyzed data on the village flowing
back from groject staff).

2. Assessment of Training Program:

Analysis of (a) the arove indicators and (b) the first
monthly report of trainees as proxies for the extent tc which

trainees grasp basic villace health issues and approaches to the

solution of health problems.

Assessment by trainees of the strengths and weaknesses of the
course (based upon thier first month of field expexience igL__
the villages). oot

Data Source

Division Health leaders' monitoring.

data

data

Clinic records

Division Health Leadnrs"monitbr1£§ 

Division Health Leadars"ﬁbnifo;ihg

data '

Divigion Health Leaders' monitoring

data

Trainges’;mbnthlyrreportég

abave..

T:iiﬂees

‘data listed



Data

Data Source

3. Aissessment of Informatic~ System:

¢ Review appropriateness/adequacy of initial data points:
selected for collecticn, ccllection methodology, e.g.,
evaluction forms, and preliminary analysis performed on
the data. :

4. General Project Evaluation

o Areas of greatest progress and problems in project imple-

mentation, principle reasons for both progress and pro-
blems, and suggested alternative actions.

@ Project aims, how they perceive them, how the aims might
bhest be achieved, and approaches for their achievement
which the project is currently taking.

Informal discussions with project moni-
toring and evaluation staff, Division
Health Leaders and trainees

Informal discussions with trainees,

- village health leaders and other

selected village leaders



.Mﬁéh of these data will be collected under the‘ongoing pro-
ject‘monitoring.and evaluation system designed for the project .
‘and will merely be compiled for purposes of this evaluation
(data listed under items 1 and 2 above). The project Data
Coordinator will be responsible for this compilation. The
informal discussions to be held to gather the data listed in
itemé 3 and 4 will be carried out by project satff, a repre-
sentative of USAID Dar es Salaam (if requested), and Hahang
District vfficials. The evaluation will be used for purposes
of imporving the training curriculum and approaches and
implementation procedurés of the project and information

system.



ETTACHMENT C

AN EVALUATION PLAN FOR THE HANANG UJAMAA VILLAGE
B HEAL s E

INTRODUCTION

CODEL is presently preparing an evaluation pleén to cover all
supported projects. The plan calls for evaluation of the
performance of the project against intent (achievement of the
objectively verifiable indicators of performance), as well

as an assessment of the changes in the target population con-
trasted to similar but unaffected control groups. The com-
plexity of the evaluation plan, and the details to be extract
by either project management or outside CODEL or AID evalua-
tors, will depend upon the size of the funding commitment,
and the prospects that the project will offer new insights

to the development community in innovative ways to invclve
and benefit rural or urban poor. The specific evaluation
plan for the Hanang Ujamaa Village Public Health Program, Tan-
zania project is consistent with the overall evaluation con-
cepts of CODEL.



ATTACHMENT "C"
Page 2

THE PILOT PHASE OF THE HANANG UJAMAA VILLAGE
PUBLIC HEALTH PROGRAM PROJECT

The Hanang Ujamaa Villag- Public Health Program project will
operate under two different funding mechanisms--a DPG allot~-
ment for a pilot phase and an OPG commitment for the imple-
mentation phase.

One complicating factor is the need to sign the OPG contract
and begin construction of certain necessary facilities prior
to the actual beginning of thz implementation phase.

The pilot phase of the project is presently underway with the
selection of eight trainees, the establishment of the training
curriculum and the initiation of seven weeks of specialized
instruction for the trainees. At conclusion of this phase,
the trainees will return to their villages, (from which they
were chosen by the community) to assist in a prevent preventa-
tive and curative health/nutrition improvement program in
conjunction with government-sponsored clinics and other re-
lated health services.

At the conclusion of the first training cycle a decision

point is reached which calls for an evaluation by the project
director of the effectiveness of the training program.
Specifically, the project directors must certify that at ieast
four of the trainees have demonstrated the ability to extend
their newly acquired knowledge to villagers, and to assist
them to undertake preventative health measures, as well as

to make use of existing government services to standards which
will be set by *the directors of the project. 1In the event
that training has not produced at least four well-qualified
parastatals, funding for the implementation phase of the pro-
ject will not go forward until the training curriculum has
been revised, and the selection process reviewed to insure
that qualified students can be found who will be able to ex-
tend the health knowledge necessary to make the project work.
The certification of successful completion of training of

50 percent of the trainees, based upon fields observation and
classroom performance, is expected by 1 April 1977.

The second half of the pilot program will consist of the work
of the trainees in their home villages. During this phase,

a set of records will be maintained which will allow an end-
of-pilot-phase evaluation which will consist of:

- The adequacy of the curriculum to the actual work performed
by the trainees;

~ The ratio of trainees to the population to be served--speci-
fically, is the designated ratio of two per village, the
appropriate ratio to be continued in the implementation
phase;
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-~ The influence of the trainees on the medical and nutri-
tional behavior of the target population in the villages,
insofar as this can be determined during a few short
months. This would include the recapitivity of the elder
women to suggestions of the trainees, and the willingness
to grant audiences and, most significantly, to change
behavior in ways recommended by the trainees.

The trainees would also collect documentation on those phases
of the government's medical health and nutrition services which
their efforts support--that is, the adequacy and availability
of medicines distributed through the government centers (to
allow the project's backup distribution system to be activated
if necessary), the availability of clinics and trained medi-
cal personnel, the need for improved sources of potable water
waste disposal, mother and child nutritional suppliments, etc.

The actual data fo be collected, and the instruments, will

be designed by consultant of J.L. Systems working in conjunction
with the project officers Dr. Martha Collins and Dr. Jeane
Lynch. This is a separate contract and important project com-
ponent. The output of the data collection system will be

used to judge not only the performance of the trainees in the
field, but the adequacy of the data collection and analysis
methods recommended by the consultant.

A final evaluation of the pilot phase of the project will be
scheduled for June 1977, and be performed by project manage-
ment, CODEL coordinator Rev. Patrick Cullen, and a represent-
ative of USAID/Dar-es-Salaam, with the purpose of improving
the design of the selection, training and village activity
plan prior to the implementation phase.
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THE IMPLEMENTATION PHASE OF THE HANANG UJAMAA VILLAGE
PUBLIC HEALTH PROGRAM PROJECT

" Due to the necessity of housing/building installation to be
ready at the start of the implementation phase in July, (and
the constraints of the rainy season) a decision to sign the
OPG and initiate construction must be made in early April,
1977. The "go" decision will be based upon a written certi-
fication by project instructors of a 50 percent successful
completion of training, as mentioned above. In addition,
the decision to proceed will depend upon:

- The donation of a site iJor construction deemed suitable by
the project director;

~ Approval by the District Development Officer (or other
appropriate local c¢fficial} that the plans for the build-
ings and housing are of an acceptable quality (neither
too plain or too fancy).

Based upon the successful fulfillment of these three criteria,
the OPG will be signed, and construction work will proceed
on the buildings as specified in the project description.

Ongoing evaluation of the implementation phase will be possible
from the data collection and analysis which has been made a
permanent component of the project, under contract to J.L.
Systems. This data will allow the following comparisons:

- Progress of the improvemcent of health indicators in the
area of the project, mecasured in terms of deaths per live
births among children, deaht rates in the 1-% years old
categories, improved nutritional status of children as
established by anthropomorphic measurements (set against
Tanzania standards) and blood examinations as proposed by
the project.

- Improvement of the use of available government facilities
and services by comparing the use rates for the government
medical clinics in the areas served by the project to use
prior to project initiation as well as with the outreach
ability of government clinecs in similar adjoining areas not
served by the paramedical personnel. Since centers are
likely to have records of treatments and attendance, this
should be a fairly uncomplicated evaluation comparisom.

- Comparison of the prevalence of communicable disease out=-
break between villages served by the paramedical to a his-
tory of previous disease outbreaks and outbreaks in com-
parable but non-program villages in adjoining areas;
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- Improvement in a set of preventative measures (behavior
changes) to be identified by the project (the object of
the training course) which would show the impact of the
village trainces on the behavior ofvillagers--changes in
methods used to feed children, accep' immunization, ster-
ilize water and related eating utensi.s, dispose of human
and animal waste. etc.

Since the project has a significant data collection component,
the ongoing data analysis will allow improvements in the pro-
ject overtime, as insights are gained from variations in re-
sponse among villages in the program. In addition, specific
evaluations, utilizing this data and direct field observation,
will be conducted annually, utilizing staff of the project,
CODEL, Inc. and USAID/Dar-es-Salaam beginning in June 1978,



