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THE TEN MOST COMMON INFANT AND CHILD DISEASES
1578, PER CENT

- . - . ———— — — ————— - — - — . T - e —————— ——— - . . e e - ——— - o= =

INFANT CHILDREN
1 YEAR 1-4 YEARS
Pneumonia  26s 213
Enteritis and other Diarrhoeal
Diseascs 21 10
Measles 10 23
Malaria 6 8
Acute Resviratory Infections 5 4
Bronchitis EZmphysema & Asthma 4 5
Tetanus 3 -
Symptoms and I11 Def. Conditions 2 2
Anaemia 2 3
Menincitis 1 -
Burns - 3
Avitaminoses - 3
Other 20 18
T oo T e ra0n
- Not among the ten most common
Source: F0OK, Hezlth Informetion Bulletin Vel. 4 No. -

4, 188C.

Information based on 1978 Health Information systems
data shows the following mortality rates among the
under-ones: gneumonia 31% of infant deaths, tetanus
17%, enteritis and other diarrhoeal diseases 12%,
measles 8% and others 32%. 2Among the 1-4 year adge
r 25% of the death, measles
“iarrho=al diseasss 9%,
itional deficierciess 8% and



The countrv's infant mortality rate of 86 per 1000 and
early childhcod mortality rate of 174 ver 1000

although lower than those obtaining in many devaloping

countries, 1is discomforringly high. It is estimated

that about cne oI every thrse Xanvans who dies is below

the age ¢f Zive comparad to abou- one in twelve in many
of the aconcmically dzvelcoed countriss Cut of these
ceaths, 405 are 2stimated o occur during the firset
month of life,

The purocse of this project, rtherefors, is to promote

child zurvival and development by reducing mortality

and mcroiriity asscciated with diarrhoea, a major
dlsease zmcng chilidran.

METHQODCLCCY

The consultzancy started off with a two-week trip to

Nvanza ?Province, one of the two provinces in which a

CDD prcmoticn pr.ot is being planned. The purpose of

the trip was:

- to provide pack-up toc the short term communica-
tions consultant who was ccnducting focus group
discussinans

- to cet a Zzel of project field activities

- meet MCH fl2ld stalZf, administration officials and
oro jec* fen=liciaries to share ideas and gather
information and insights relevant to project
activinties,

The field «ctrip was followed by review of relevant

literature and discussions with MOH fficials and

Pritech Ceonsul=ants int thiz pericd carticipated

na orav 2 s —n2  =splscodes n=  Xenvya

Medical As Y n'z: I Kenya "2 NATION"

T/ series asziszad Ccmmunicazion 2 ning <for

the MOH/UN T Immunisa-t Campalign. Parz caztion 1in

tne laccoer O acmivitles wzs very useful 1n providing
insight 1 the MCH's <cperations, esopecially in
ralation t cmmunlcacicns.
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SUMMARY OF OBRSERVATIONS AND FINDIVGS

4.1 Project Document

The major oObservart ion that came out of

this

consultancy 1is the obvious lack of a focused,

co-ordinated project document with a time
to go by. The only document in existence

frame
the

MOE cenerated CDD plan - 1s a good declaration

of intent. It contailns & great deal of useful
detzail, ©but it is neither focused nor
actionable.
4.2 Co-ordination and team weork
Another inadeguancy was tae claring leck of
co-ordination and team plrit. This was due,
inpart, to the absence O @& single 1intergrated
project or concept document which ties together
the various aspects of the project. It 1s also
clear that the various actors Ofn the project are
yet to 'find' each other ar.d begin working¢ as &
team. While the variou sections of the project
were gquite active in c:l sc*a:ge of +their dutles,
they a&agppearc TC be hercly aware oOf the
significance of +hs contriputicn of other teanm
memoers anc Sectlons and ccnsultatiocn was
therefore limited.
4,3 Policw and declsion teking
Ag £1ly as a result of the absense of a
or Z~cument/conceot paper, many policy
g=cis ramain unmace. Cnce in a whils zhey
are D z ug or édrscussion. But & the
crrucmurse for resolving such issuss was no yEet
estazlizhed and ipetitvu+oionalissd, many o the
Lszues remaind unsolved. Qutstanding olicy
issues to be deciced incluce
- preferred sachet sizes
- whether local manufacture/packaging or
continued importation
- lapbels on the sachets to facilitate

promoticn

- ORS mixXing coptainers and container sizes



A survey addér
containe~rs and

- whether SSS will te promoted and how

based distribution or

- whether community
ornly clinic distribution.

2gs1ng  sachet sizes and CRS mixing
container slizes has zeen concluded and
1s L1n prograss. Recommendations which
1310on maxing are expected scon.
Procramme Manacgement
The field wvisit made to JNyanza Province and
discussicons held with staff indicared in
adeguacias in the structurs and process of
programme  Jdelilvary. MCH districec scat’t
complained <f 'too many' Naircbi-based MCH
departmen=s and stafif sending them circulars and
Paying them visits t©D a3k tham =0 4o -his  and
the orher. Thase 'demands' wers often  made
wlthout adeguate nctice; without zaking  imto
account the views and programmes of the officers
on site and without meanincul involvemen- of
these officars. They also said CDD had also
been an offender in this regard. Over the lasc
few vears varicus CCD teams had visited ths
drovince and  2ach  <2am  gone  atout 1ts work
W1Tnout relzreance S0 "h2 workx oFf orevious ceams.
'Next zZime vou ccme we would lixa YOoU TOo Cccme as
a team. Erinz all tne depar=zments of CDD,
lncluding ths QDirector of +the Family Heszal=h
Divisicn if possiple so that we <an Xnow tharn
YCu are cn=2 t=zam and nct individuals working in
lsolation' cone hezl=sh officer elcguently csummed
Up these sentimencs.
Dlzourssment -2 7o
Cn this «=rip tne Cemmunication Cznsulfant
carri2d wizh h=2r a larce amount of TOonev to pay
for gezrcl, o2r diems, mezls zand Transgeort
claims Zor = 1C 2 Azz 3 cundation
officers o z z2m has
obviou nat.
- claims are promptly settied
- financial control is 2ffectiva
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The Land and The People

The Republic of Kenva lies across the equator on the
eastern coast of Africa. It has an area of 569,249 sq.
kn. and a populatio~ of 22,656,000 penple, giving an
average population density of 27 persons per sq. km.
The population is, however, unevenly distributed. The
northern half of the country, has desert _and semi-
desert conditiors and is sparsely populated with as few
as two persons per sq. ko, in some parts (e.qg. Isiolo
and Marsabit Districts). Areas with adequate rainfall
and fertile scils (wmainly in Central and Western Kenya)
sustain population densities as high as 570 bersons per

km. (Kisii District of Nyanza Province). Kithin the
high density diseéricts some areas sustain as high as
1000 persons  per sq. km, a great population pressure
ronsidering that the ain  source of livelihood is

agriculture.

85% of the population live in the rural a:-ons a..d
derive their livelihood directly from agricultural

activities. High potential agricultural land is,
however, scarce. Only 18% of the country is of medium
to aigh agricultural potential. This small proportion

of the ccuntry supports up to 405 of the populacion.
708 of the country has Inadequate rainfall which can

only support stock rearing activities with stock
carrying capaclity decreasing with the reducing
rainrfall. The map at annex one summarizes population

distribution by district.

Adminictratively, the country (s divided into seven
brovinces and 41 districts (sce wmap at Annex Two). The
digtricts are 1in turn divided 1into oprogressively
gpaller units, namely. sub-districts, divisions,
locations, sub-locations and villages. The country has
80 ethnic roups with about a dozen major tribes and
tribal clusters with significant linguistic diversities
Within tribal and linguistic groups. The schedule
below summarizes the country s linguistic composition
by province:



ETHNIC GROUPINGS BY LINGUISTIC GROUP AND PROVINCE

PROVINCE LINGUISTIC GROUP

Coast Mijikenda
Taita
Taveta

North Fastern Somali

Rastern Orma, ARendile, Dornu (North)
Meru, FEmbu (Central), Akamba
(South)

Central Kikuyu

Rift Valley Turkana, Pokot, Samburu

(North), Kalenjin (Central),
Maasai (South)

Nyanza Luo, Kisii, Eurila
Kestern Luhya, Teso
Lgource: 1984 UNICKEF Country Profile

Porulation Structiyre

Kenya has a youthful population; 51.7% are children below
the age of 15 years. Central Bureau of Statistics
Projections for 1988 indicate that there are 11,450,000
children aged 0-14 years old; of these 4,553,000 or 18.5% of
the whole population are aged (-4 years. Assuming the
country’'s high ferctility (8 children per woman at the end of
her reproductive years) and a population growth rate of

about 4% per year -~ one of the highest in  the world - the
under-five population is expected to rise to 5.3 million by
the end or 1990 and to 8.1 million by the year 2000. The
map at Annex Three shows the under-five rpopulation

distribution for 1990. The under-five population



projections in the CLD bilot area - Nvanza

- i8 as

below.

The figures are based

and Western Provinces
on 1979 census. Total

bpopulation figures are also provided for comparison.

PROVINCK DISTRICT 1980 1990
Total under-five Total Under-five
Nyanza Kisunu 560, 000 110,000 770,000 160,000
Slaya 550, 000 110,000 770,000 150,000
Kisii 1,000, 000 240,000 1,440,000 340,000
S. Nvanza 350, 060 190, 000 1,300,000 270,000
TOTATL 2,060, 000 650,000 4,240,000 320,000
Hestern Kakamega 1,100,000 250,000 1,600,000 350,000
Bungeoza 540,000 120,000 300, 000 190,000
Busia 320,000 70,000 480,000 100,000
TOTATL 1,860, 000 450,000 2,880,000 6§40, 000

GRAND TOTAL

5,020,000 1,100,000

7,320,000 1,560,000




Economy and Livelihood.

As indicated above, Kenya is a predominantly agricultural
country with virtually all of the 85% of the ropulation who
live in the rural areas depending directly on this economic
sector for their food, employment and income. Already, a
very high population pressure is being experienced in the
18% of the country sith medium to high agricultural land.
The pressure continues to increase in view of the bhigh
population urowth rate and Iin spite of the considelrable
rural to urban migration, cspecially by young people 1in
search of employment and an improved standard of living.
The high population rressure, both in towns and ig the rural
areas limiis peoples access to rfood and income. In urban

areas unemployment Is  acute while Inadequate incomes and
lack of access to the right kinds of food remain problems 1in
the rural areas. There are, however, considerable
differences between the rural sub-sectors. These include

large scale farzers, usvally with very high incomes, small
farmers, pastoralists, and the landless rural workers with
ouch less Income.

The country s first Integrated Rural Survey conducted ip
1974 found that 36% of the small holding households had
annual incomes of less than KShs.Z2,000. 52% received annual
Iincomes of between AKShs. 2,000 and KShs.7,999 and only 12%
earned KShs. 800 per year and above, with a mean of just
under KS5hs. 13,000/~ per year.

In comparison, the small urban population has been estimated

to earn 43% of the total national [ zcome, giving an
estimated b5:1 consumption gap tetween urban and rural
Incomes. The gap between the income of the unemployed, the

lowly paid and the highly|paid is, however, substantial.
Literacy

61% of the rural male aged 12 years and above are able to
read in at least one language compared to 38% of the female
population. Differentials in reading ability between male
and Ifemale at the district Jevel range between 13-14% in
districts such as Nyeri, Xajiado, Narok, Nandi, KWest Pokot,
Klgeyo Marakwet and Xwale and 30-33% in disitricts such as
Siaya, Kericho and Busia. While there is no clear pattern
In the differentials, differentials on the lines of gender
are significant.

The National Adult Literacy Programme launched in 1979 majyr

narrow this gap with time. While a considerable gao has
remained among the older age groups, it has considerably
narrowed among the younger age groups as educational
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opportunities among women have improved since independence.
Central Bureau of Statistics mips at Annex 4 (a) and (b)
show the literacy distribution among men and women per
district, excluding the northern districts which were not
surveyed.

Health Services

Kenya 's Ministry of Health is organized into Ir'ive division:
Curative and Institutional Management; Division of
Communicable Diseases; Family Health Division; Health
Technical Support Services and Laboratory Services, each
headed by 4 senior Deputy Director of Medical Services (s5ee
Ministry Chain of Command Chart at Annex 5). The Control of
Diarriiceal Diseases section is located within the Department
of MCH/FP in the Family Health Division. Other sections of
the MCL/FP  department are the Aenya Expanded Programce on
Immunization KEZPI) and Nutrition. Each or the sections is
headed by an Assistant Dirsctor of Medical Services or a
Senior Medical OfFicer.

While at the headguarter Jeve] the various services fall

under difrerent divisions, departoents and secitions,
delivery or all he=alth services In the provinces and in the
districts is Interrated within the health delivery
facllities, namely: fospitals, health centres, sub-health
centres and dispensaries under the coordination of
Provincial and District Hedical Officers of Health. The

table below sumparizes the distribution of the health
delivery facilities by province as or 1984,



HEALTH INSTITUTIONS AND HOSPITAL BENDS
AND COTS BY PROVINCE, 1984

PROVINCE HEALTH INSTITUTIONS HOSPITAL BED
AND CO7S

Hospitals Health Health Sub- Total No. of No per
Centres centres and Beds & 100000

Dispensaries Cots Poru-

lation

Nairob: 17 8 £6 111 5,610 508
Coast 25 26 142 193 3,005 178
Fastern 31 39 227 297 4,287 125
N. RKastern 3 8 21 32 414 85
Central 48 41 193 277 4,848 166
RIft Palley 50 82 406 538 5,844 141
Nyanza 28 55 150 233 4,114 117
Hestern 16 34 48 a8 2,764 122
TOTAL 1984 218 293 1,273 1,779 30,886 158




The table below analyses health facilities available in 1982 by

ownership.

HEALTH FACILITIES 1982
OPERATING HOSPITALS H/C DISPENSARIES TOTAL 4
AGENCY (SUB-H/C) OWNERSHIP
Central Govt. 84 233 802 1,108 66.6
Municipslities 2 z2 19 23 1.4
Missionary
Organizations &4 38 232 354 21.3
Private 48 1 130 179 10.7
TOTAL 2173 254 1,183 1,665 100.0
Source: Mational Developpent Plan 1984-198

/ 7/



The Ministry of Health headquarters in Nairobi provides policy
guidelines and supervision necessary for effective management of
health services throughout the country. Under the guidance of
the Director of Medical Services, ezch head of division,
department and section is responsible for the efficient prevision
of services under his/her jurisdiction. This is achieved through
various channels which 1include Issuing npolicy guidelines,
training, seminars and consultations, supervision, moniltoring and
evaluation. while some departments,/divisions/sections are
represented at the district down to the locual level, others have
no specific representation and work threugh the health staff
already in place.

To facilitate resource sharing and enhance znanagement of health
services, representatives of the various units of health services
at the various levels Fform health managezoent teams (HMTs) which
plan, co-ordinate and manage the health activities in thelr areas
under the leadership of Provincial and District Medical Officers
of Health. [n discharge of their duties, these teams ars
assisted Lty the District Health Committecs which are sub-
coemmittees of District Development Committees (DDCs ), Iinter-

sectoral comnmittees, chalired by District Commissioners and
responsible for development co-ordination throughout the
district. wWhile DDCs are generally active coomittees, the

activeness of the health ccmmittees and HMTs varies.

The Government of the FRepublic of Kenya 1s committed to the goal
of Health for All by the Year 20600. To this end, the Government,
bousted by the Kenya’'s renowned harasbee (self help) efforts of
the people, has pursued a sustained policy of expansion of health
facilities throughout the country as shown in the table below.

BXPANSION OF HFEALTH FACILITIES AND STAFF, 1963-1982

FACILITY /CADRE 1963 1972 1982
Hospitals 148 N/A 218
rzalth Centres 160 N/A 274
Digpensaries “A few" 400 1,184
Doctors 339 N4 787
Health Workers

(including paramedicals) 6,303 N/A 30,752
Medical training

Iinstitutions N/A 40 72

Source: National Development Flan 1884~-1988



In spite of these expansions, which have ensured almost g
complete Kenyanisation of the health sector, more than 57% of
households =sti]] travel four or more kilometers to obtain health
servicess and only about J30% of the population live within easy
reach (two kilometers or less) or a health facility. According
to the MIMMMMiMUQ%m&&MLWMEﬁLLMHQ
are J ¥a. published my MOJ, NGO  Health Urganizations in
Kensa, WHO and UNICEF in 1986, another problem racing delivery of
rural health fervices In Kenya “continues to be the standard of
services provided at the facilities in view of the budget
constralints . The publication netes that “funds allocated for
drugs, supplies, fuel and maintenance ot equinment, buildings and
vehicles are Inadequate. While numbers and patterns of staffing
have Improved considerably since 1570, the Hdinistry is pow
confronted with a situation where buildings and staff may lie
idle because of lack of funds Lo run the facilirtjes. This
broblem is aggravated by low morale o1 the staff, resulting in a
further deterioration of the quality of services provided".

The publication further notes that although NGO s are active in
the provisjion of health services, thess activities are not
closely Synchronized with government efroris,

It is the view of the Government that Primary Health Care
approach which enploys the concept of Community Based flealth Care
is a critical strategy in erforts to bring health services to the
85% of the bPeople who live in the rural areas. This approach,
which defines PHC as ﬁsﬁfmauﬁaim~_cfmmd:;uniwally_
WMiMdLMJUMQﬂAcLJMﬁmmU‘ﬂLMH&
acceptable to the zug_b__tzﬁﬁir_.iu.u_m:tl:iﬁa,tim_au__caﬁr_m;a

i M_ML_QQLMIL.__QQL_ﬁ.foLLL 15 seen as a cost-
effective ¥ay of addressing the problens of inadequate funding
and the high cost of aintaining services at static facilities.
This strategy recognizes that the efrforts of the government and
NGOs alone cannot bring abeut Health ror 411 vithout the acrive
bparticipacion and conctribtution or Service consumers as partners
in health care, The aian, therefore, 15 to make dore and more
health inforzacion available to the people  In order to empower
theno to understand the factors which influence thej.- health so
that they can take action which will pPositively impact on their
oW health, the healch orf thelr fomilies  and ulcimately the
health or the comzunity and that of the nation. This is in lipe
with the country s motto orf Heranbee .

Developnent of Pz strategies in Kepya Started with the
implemeutatig1 ot a conmunity-hased health care Project in
Kakamega District in 1977. N purpose of the project vas to

as55es5s5 the feasibility and benefits orf commanity pParticipation in
health decision taking and delivery of their own health care.
Following the Success of this pProject, the Governmpent adopted the
policy of Pripary Health Care in 1982 To-date, plC activities

/]
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have been introduced in all the country s 41 districts and

PHC training workshops have been conducted for 614
pbrovincial and district heads designated as PHC/CBHC co-
ordinators. Inter-sectoral teams have been set up to assist

Rith implementation or the PHC Strategy in many districts.
Members of these teans have received one rveek courses to
upgrade their ability to discharge their duties.

National Health Status

As a result of the expansion of health services and Iimproved
standards of livingr, especially since independence, the
overall health status of Kenyans has continued to improve.
According to the 1984-1988 National Development Plan, the
death rate among the population has dropped Ffrom 20 per 1000
in 1963 to [4 per 1000 in 1982. Over the same period, the
Iinfant pmoirtality rate dropped rrom 120 per 1000 to 86 per
1000, eariy childhood mortality (below 2 years) dropped from
174 to 125 per 1000 while 1ife expectancy Iincreased from 40
to 54 years.

Inproved health care, nutrition and ganitation are
considered to be the main causes of the dramatic declines in
infant/early childhood mortality and improved life
expectancy. Overall, the environment in which a child
begins its life is less hazardouvs now than it was formerly.

In sp.te of this progress, both the infant zDortality (86 per
1000} and ‘i1khe carly childhood portality (125 per 1000) are
high. It is estinmated that about one of every three Kenyans
who dies 1s below 1he age of five compared *o about one in
tvelve Iin many of the cconomically developed courtries., Out
of these deaths, 413 are estimated to occur during the first
month of life. According to the 1982 Rural Child Nutrition
survey, early childhood mortality is strongly associated
With the prevalencs of nalaria and nalnutrition as the table
belorw shows.

&
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DISTRICTS WITH THE HIGHEST EARLY CHILDHOOD MORTALITY
RATES AND PREVALENCE OF MAT.ARIA AND MALNUTRITION

(STUNTING)
DISTRICT EARLY CHILD- MALARIA NUTRITIONAL PROYVINCE
HooD RANKING /a RANKING /b
MORTALITY

S. Nyanza 216 1 2 Nyanza
Kilifi 212 2 1 Ccast
Siaya 211 1 1 Nyanza
Lamu 200 4 1 Coast
Kisupu 199 1 3 Nyanza
Busia 198 2 3 KXakamega
Xrale 190 3 1 Coast
West Pokot 188 J 3 Rift

. Valley
Tana River 181 2 1 Coast
Baringo 171 4 3 : Rirt

Valley

a / Ranking fror high to low prevalence on a scale of 1-6
b / Rankinyg rrem A2Ig% to Iow prevalence on a scale or 1-4
Source: Rased on KOK, Third Roral Child Mitrition Survey, 1982

Accorcing to  the ONICEZ 1934 Aenya country Profile, the chancesn
of an Inrlfant dyirsg before the age or one year are Jower than the

naticnali average in Central, Rift Yalley, Eastern and Nairobli
provinces and considerably higher in Aestern, Nvanza and Coast
Provinces, ranging  from a low of 56 «r fant deaths per 1000 live
births in Central Province to 128 and 129 in Nyanza and Coast

respectively (see the table below) .
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INFANT MORTALITY BY PROVINCE

PROVINCK CHILDREN BORN
PRE - 1967 1967 - 1976«

Central 88 ' 56

Rift Valley 103 64

Nairobi 100 75

Fastern 100 77

Hestern 110 109

Nyanza 162 128

Coast 156 129

* Excludes births within 12 months of survey date. Based on

mother s residence at the time of survey

Source: FRased on Kenya Fertility Scrvey 1871-1378; Social
Perspectives, 681,2

The map at Aonex six details early childhood mortality by
district, Data on wmorbidity and mortality in Fonya are sparse
and not very relishle because of widespread under-reporting.
However, available information indicates that 70% of the reported
out-patient morbidity of the population, 1978-79 was Infectious
and parasitic diseases, (see table below) .

90
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DISEASES REPORTED BY HEALTH CENTRES, HEALTH SUB-CENTRES
AND DISPENSARIES, 1880

TYPE OF DISEASES NO. OF CASKS ¥ OF 2 CHANGE
(1000 s) TOTAL FROM 1978
Acute Kespiratory infections 5,200 25 - 11
Malaria 5,400 26 + 12
Diseases orf the Skin 3,800 18 + 12
Diarrhceal Diseases 1,800 9 I 12
Intestinal Woras 1,700 8 + 15
Accldents 1,600 7 + 15
Measles 200 1 - 32
Pneumonia 220 1 - 24
Other 1,100 . 5 + 13
TOTAL 21,000 100 + 11

ce:  ILO, 1983, 203

Among the infectious diseases, the three major causes are
malariz, respiratory infections and diarrhoeal diseases wainly
releced cte tie environmental living concditions of the people
(150, 1323, 163). dAnong the under-rives, the rajor discases are
pneumonia, diarrhoeal diseases and measles which account for pore
than 50% of all reported cases (see table below). Most of the
reported discases are preventable througsh 5D strategies, namely:
immunization, breastfeeding, nutrition, and growth monitoring,
increased use orf ONT, commun’zc; education and Iimproved
environnental Ayglene.
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THE TEN MOST COMMON INFANT AND CHILD DISKASES
1978, PER CLENT

INFANT CHILDREN
<« 1 YRAR I-4 YKARS
Pneumonlia 26% 21%
Bnteritis and cther Diarrhoeal
Discase 21 10
Heasles 10 23
Malaria 6 8
Acute Respiratory Infections S5 4
Bronchitis Eophysema & Asthma 4 5
Tetanus 3 -
Symptoms and Ill Def. Conditions 2 2
Anaemia 2 . J
Meningitis 1 -
Burn., - . J
Avitaminoses - 3
Other 20 18
T OTAL 100% 100%

- Not among the ten most common
Source: FROK, Health Information Fulletin Vol. 4 No. 4, 1982

Information based on 1978 IHealth Information svstem data shows
the following mortality rates among th— under-ones: pneumonia 31%
ol intant deaths, tetanus [7%, enteritis and other diarrhocal
discases 1235 and measles 8% and others J2%. Among the 1-1 year
age group pnaeumonia accounts for 258 of the  death, mecasles 24%,
enteritiy  and other diarrhoeal diseases U, avitamineses and
other nutritional deficiencics 8% and oilhcre 345%.

-~



THE PROJECT

The Government of the Republic of Kenya is committed tou the
goal of Health Ffor All by the Year 2000 and is currently
Iimplementing aultiple strategies to achieve this goal. The
Strategies include all-round expansion of tae health cector,
implementation of PHC and promotion of Child survival and
development technologies as a means of reducing infant and
early chilidhood morbidity and vortality and creating a fFirm
health roundation a2ll  round. The control of diarrhoeal
diseases (CDD) is one of the Child Survival and Development
Programwe:s being Inpleman ted.

The Rerya CLp Programme  was launched In Noveaber 1386 with
the followinr obJjectives For the 1946-1992 period: :

1. To reduce the prevailing  under-five zmorbidity due to
diarrhoca by 50%.

2. To reduce the prevaliling under-five diarrhoeal
mortality by S0%.

Since it was launched, the pProgramre has sought to achieve

these objectives through promoticn of the HHO recommended
Btrategics of:

.. Improved care and panageaent of diarrhoea;

.. pProwntion of breastfeeding and proper weaning
Practices;

. use or gafe walber;
.. gooed personal and domestic hygiene; and
.. neasles ifomunizacion.

The achisvements oI the programme to date have been as
rolloss:

1. The appointment of the CDD Danager,
ii. Desigrnation of cDD cliniecal training pPersonnel.
Recently, a Health FKducator was assigned tc the CDD

Prograwm on a part tipe basis;

iil. Inplementation of c¢linical training activities ag a way

of improving care and management of diarrhoes. To--date
the following training activities have been

accompliched:



iv.

vi.

vii.

COURSES NO. OF COURSES PARTICIPANTS
Supervisory skills 6 134
Clinical Management 5 167
Operational level 15 415
Curriculum Development 1 15
T O7T A L 27 731

raining activities are expected to contlnue throughout the

life of the project. Efforts will be made to develop
trainicg manuals with a local orientation to cover all
levels of training.

Establishaent of Oral Rehydration Therapy (ORT) centres for
district level training and as effective service delivery
polinte. In all, 11 centres have becn estabiisherd. Owing to
various problems, among thew staff transrers, three of these
centres are non-operational. Fighe, including the Kenyatta
National Hospital Centre and seve n district centres are
fully operaticnal. Ten wmore ORY centres are expected to be
opened in 19288 apnd wore will be opened over the next few
years.

A survey on hoze fluilds aimed at collectlng data which will
guide the policy on sachet sizes and containers Yor mixing
ORS has been completed and data analysis 15 1in advanced
Jtages.

In Septenber, 4 nationside baseline survey on morbidity and
treatment of diarrhoea was conducted in 15 districts. A
final report with useful data for future planning has been
prepared.

Communications and operation research consultants have been
provided by PRITECH to assist with the planning and
Implementation of a compreherwzv; CDD promotioa pilot in
Nyanza and Hestern Provinces to be implemented in 1988 at
the end of which a national CDD promotion plan will be drawn
up early 1in 19889.



viii Focus group discussions to collect data to guide development
of communication strateglies and materials have been
conducted in the pilot areas and analysis 1Is in Drogress.

ix Work is currently in progress to plan and implement the CDD
Promoticn pilot project In Nyanza: and Western Provinces.
The purpose of the pilot iIs to test strategies which can
significantly accelerate the process of diarrhoea control in
Kenya. The objectives of the pilot are to:

1. KFeduce the current morbidity due to diarrhoes in the
pPllot areas by 5%;

ii. KReduce the current under-five diarrhoea smorbidity by
10%;

1i3. Increase knowledge about the dangers of diarrhoea and

Dbromote among staff and Iin the community behavior which
will contribute towards reduction in morhidity due to
diarrhoea in the comaupity and awong health starf;

iv. Put in place a CDD macagesnent and co-ordinatio:n
nechanisno capablie of enhanced amobilization or
Individuvals, the community, institutions and community
resources Ior prompotion cf CLD activities:

V. Promote activities which will lead to improved project
logistics: production, packaging, and supply of ORS
sachets.

vi. Promote appropriate reporting, monlitoring, evaluation

and operatinnal research which will improve project
activitins;

vii. Document the pilot Implementation experience and make

2.1

recoamendalions for replicaltion nationwide.
Lroject lomnents

In order to achieve these objectives implempentation of the
pilot will need to be inter-sectoral in nature. It wilil
take stock orf related activities of other government
departments and NGOs and existing resources which can be
tapped in order tc enhance project activities, promote co-

ordinatiorn ard wmaximize Impact. The PHC/CDHC structure
being laid throughout the country offers a  Food

infrostructure and wiil be utilized &s far as possible,
Provincial and district health starf will be involved in
decision waking, planning and Ipplementation of every step
in orcer to enhance sustainability, Dbrovide on-the-job-
training and build inplementaticn capacity (see J3.2). The









deciding on foods and heme rluids to be promoted.

The second 1line ORT ranagement will continue to be the
health facility. Additional ORS treatment centres will be
opened at appropriate i.:tervals to:

.. serve as model treatment centres:
provide leadership and suprLort  to other health
facilities;
serve as training centres for diarrhoea treatment staff
of neighboring health facilities;
serve as local referral centres in matters of diarrhoea
treatment.

These centres will be appropriately equipped and staffed
with trained personnel. The ORT centre at Kenyatta National
Hospital in Nairobi will serve as the National ORT rererral
centre and will provide leadership to other ORT centres.

All  health facilities in the country will be expected to
stock and prescribe ORS in treatment of diarrhoea as
appropriate. They will treat all forms of diarrhoesa,
including those which require treatment additiona} to ORS.

2.1.3 Trairing
Training activities will be intensified to cover the various
health levels which will be expected to take an active part
in the ioplementation of the project. Appropriate training
will also be given to community nenbers, as they will be the

first line diarrhcea managers. Training will include:

.. management training at the aational, provincial and
district level;

mid-level nanagement courses;

operational-level training at the district and clinic
level;

.. courses for trainers and extension agents of other
organizations;

.. the Administration and opinion leaders;

.. community courses at the district, divisional,
locaticnal, sub-locational and village level;

.. special groups such as THAs, community,/traditional
"medical consultants"”, etc.
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Current CDD opanagement and mid-level management courses
utilize the standard WHO modules. While these are adequate
in general terms, they are deficient In aspects such as
local orientation, health communication and social
mobilization which are critical for maximum project Impact
(see below). HWork is in progress to develop an operational
<evel training manual. However, no training guides exist
for use in the other categories of training.

Existing training programmes will be enhanced and
appropriate training manuals with a local orientation
pPrepared for all categories of training. Management and

operational level courses wiil be conductcd by the Nairobi
based CDD unit with consultant assistance as appropriate.
After thelr training, provincial and district teams will in
turn Identify appropriate trainers, extension agents,
administration officials, and special groups In their areas,
plan and Iimplement training activities for them with the
support or the Nalirobi based CDD unit (see 3.2). These
latter categories will be sensitized and trained so that
they can work side by side with health workers in:

disseminating facts about diarrhoea, signs, dangers,
bprevention and management;

.. motivating the community to take action on diarrhoeal
pbreventive wmeasures at the compunity, family and
individual level;

.. conducting village level courses for appropriate
targets;

.. Instructing wothers, community groups and other targets

o
on when and how to mix and administer QRS and when to
seek help.

te authorities will be approached to introduce CDD
managenent ning 1In pre-service training of clinical
officers, ) ¢s and doctors. In addition, CDD weekend
seminars for paediatricians will be conducted and schools
colleges and other Iinstitution approached to lIncorporate
diarrhoea conirol measures Iin their activities.

2.1.4 Health Communication_and Secial Mobilization

The Kenya Control of Diarrhceal Diseases project will be
Implemented according Lo PlC principles and as far as
possible within the PHC/CBHC infrastructure already in place
in some parts of the cocuntry and in recognition of existing
community channels. Every effort will be made to accelerate
the progranme through sustainable activities which will both
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create demand for diarrhoea control neasures in the
community and ensure that the demand so created iIs met by
not only making the necessary services available but also
accessible to individuals and families who demand them. The
idea will be to make ORS a househnold name to be demanded and
obtained when there 1s need. Demand creation will be
achieved through a health communication and social
mobilization programme which will:

.- disceminate facts about diarrhoea - signs, dangers,
prevention measures and management ;

P Mmaximize communiily i1nvolvement J1n decisions taking,
planning and Implementaticn of project activities;

. mobilize the health delivery system, the
administration, the community and local resources for

accelerated programme imolementation.

I. Health Communication

Communication is cone of the most frequer,tly mentioned
and least understood or appreciated of programme
components. To many, laymen and practitioners alike,
It may mean Aas little as bhuriiing the midnight oil to
draft a pamphlet, an cdd radio programme for the rural
fTolk or a prestigious pamphlet to promote a health
behavior amang the wurban populaticon. Effective
communication is, however, a more serious activity; 1t
1s consumer-oriented, it has a beginning and an end; 1t
is scientific and systematic; i1t 15 a process; It
promotes definite, coherené and actionable messages; 1t
produces better resucts when mutually reinforcing
multiple media are used and It starts with clear cut,
manageable, soecific, and measurable objectives which
are evaluated at agpropriate  Intsrvals to get=rmire
Impact.

In this project, a scientifically sound communication
strategy will be developed and impiemented with the
full and active participation of the national and
district CDD projramme Iimplementation teams and with
the 1Involvement of 511 those particicating In the
project as well as the communities for which the
communication efforts asre  pianned. Communication
planning and Jimplementation will follow the following
outline:



d. Determinaticn of primary, secondary and tertliary audiences;

2. Focus group discussions to obtain qualitative KAP data and
determine opzrationei research questions;

3. Baseline KAP, (among health workers and in the community);
q. Supply and logistics survey and recommendations;
5. Establishment of a structure of programae  planning and

Institutional delivery.
6. Determination of medie channels and formats;

7. Development of operational, measurable objectives specifying
KAP, material production and service utilisation targets;

g. Strategy development;

9. Message and materials development, pre—testing and
production;

10. Implementation (s*rateay testing);
11. Monitoring and evaluation;

12. Review of experiences, programm adjustment and forward
planning;

13. Replication.

The steps discussed In this section will be partly expounded upon
in sectisn 3 end sgain in more detail in 3 separate paper.

Involvement of the health teams at all levels should provide an
Invaluyable cn—*hs—_ co training opportunity to those participating
and busld cagacity for planning and implementing similar

activities, not only in relation to CDD but in respect of other
PHC programmes.



11.

Community involvement and Social Mobilization

Properly planned and ‘mplemented, health communication can
lead to a significant shift 1n knowledge, attitude and
behavior i1n the desired direction. In a stable society such
as curs, however, word from the conventional, sophisticated
communication sources such &as the radio, TV and print media
alone rarely leads to action. For action to result, the
message  undergoes a4 process of checking. counter—checking
and reinforcement through the established communlity network
of friends, relatives, opinion leaders, rererence groups,
etc. Change of attitude and behavior 15, thererore, maore
than @ martter for the individual but the end result of a3
great deal of interaction within the community and, perhaps,
the society as a whole. Programmes which seek to change
attitudes and hehavior, therefore, enhance their chances of
sucCcess  when they take a community approach and adopt
strateglies whnich mobilize the whole community, Its resources
and 1Institutions. This 15 achleved through the process of
social mobilization.

Social mohilization can be defined as the process of social
organizaticn, communication and Interaction which aims at
significantly Increasing dwareness about a specilrfic
community concern and evaliving mechanisms for identifying,
pooling and channelling the resources and efforts of that
community and Its institutions iInto accelerated, sustalned
corrective acticn to which the communitv eventually hecomes

committed. LIke conventional communicatiors, spocial
mobilizatson 1s, in t he> firs: place, concerned with
effective communicaliun 11 order to create demand for a

service. Out cencerned sbout maximizing positive action and
sustainability, It seeks to mobilize the goodwill and

support of the community as a whole. This Includes
community members who may not be regquired to directly take
the rocommended  scticn themselves ., In addition, social
mobilizzcion racrlitates t e firocess  of  pocling and
channelling Individual, institutional and community
resgurces Into errective acticn.

This process Involves a good measure of community
organization whicoh, in turn, facilitates transfer of

progranme owraership  and  responsibility to the community.
Involvement of large numbers of pecple and insttutions
heightens enthusiasm and motivation as each participants’
contribution goes towards achilevement of tangible gains,
thereby setting a Taster tempo of progremme 1mplementation.
Managed and channel led properly, the broad-based enthusiasm
can significantly contribute towards pbrogramme
sustalnability.



Under the guidance of the provincrial 3nd district health
teams, this project will seek to achieve optimum,
sustainable levels of social mobilization. Each district
will develop and Implement motilization sérategies of their
choice consistent with the national strategy of District
Focus for Fural Development.

2.1.5 Supply and Logristics

A  programme  will achieve limited results 1f the demand

outstrips supply. This situation will only breeds
frustration, disillusionment and  andmosity towards the
project. Project supply and logistical strategies will,
therefore, need to be developed and i1mplemented ahead of

launching the  health communication and social mobiiization
componeni to avaorlrd the possible frustration.

The envisaged commnmun:cation and social mobilization
programme J1s intensive and aims at  creeting demand at the
househoid and village liovel. To sati<s*ty the anticipated

demand, It 1Is imperative that ORS supply lines are open from
the natiocnal storas 1n  Nairobl to the village level wherao
diarrhoea s most prevalspt. The programme, therefore,
calls for the design o/ a supply and loglistics system which
will ensure:

. timely receipt of OGRS from the donors/manufacturers to
the Central Medica. Stores;

.. an efficient ordering/supply system from the Central
Medical Stores to the - provincial stores — districts
stores doewn o the Individual! dispensariesc;

.. an adequare record/keeping and  stock  replenishment
system at all health stores and health facarlities;

.. a sultable system through which ohdarmnacies, sheps and
ki1osks down to the village l!evels will obtalIn from the
manufacturers. suppliers stock and sell at a reasonable
(perhaps subsidized) price. FThese arrangements will be
made and rmplementod in collabaration with
manufacturers;

.o an  arrangement by which NGOs will obtain their
supplles;

- adequate arrangement for FiEs, CHWs and organized
grroups to obtain ORS supplies from health facilities to
supply families who nee’' them 1n the village.
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2.1.6 Programme Management and Co~ordination

An adegquate programme management and co-ordination machinery

for the
The

1s essential
the prosect.
recogn.:ze:

management ancd

stair shortages

.- need to upgyrade the project
both MOk

.. need for

.. need for social mobili-ation

.. need for

the district focus for rural
The project will, therefore, seek
sectors as possible. At the
expose particigpating Ingdividuals
stages of project planning and
opportunities for contributing,
of people wha have gone through
and implement similar projects.

In order to achieve these aims,
coordination structure

A CDD

smooth running

retreat to generate a DD

and sustainability of
co—ardination system wili

the benefits orf community Involvement

1nplementation capacity of

starr and service delivery system

Inter-sectoral collaboration and participation

Programme sustainability

development Strategy.

to Involve as
Same time, 1t will seek to
and Institutions to all
Implementation and provide

many people

thoreby buirlding a reservoir
the

total experience and can

the following management and
1s proposed:

project document, work

plan and ocn policy and guidelines;

Inter-sectoral
comprising
the CDD

. A nationa:
commi tige
NGOs wi tn unit as

Provirncial

POssIbly

secretary;

Inter~sectoral
chaliredg by the

existing PHC Committees) poc

Similar committees/task
Jocational,

coordinating
drtments and collaborating
the secretariat;

or dep

forces
sulr locational Jevels

and advisory

committees/task Torces

PC with the PMO s offlice as

District Inter-sectoral commitices/task forces {perhaps
s1hly ¢haired by the DC;

at the Divisional,
~with the Involvement

of the respective heads of these administrative units;
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.. formation of health committees within existing groups
at all levels.

Some of these committees already exist. This project may
help strengthen these committees and revitalize Inactive
ones. In addrtion Wavs and means of sustairning a high level
of activeness 1in these committees will be explored. 1he
comml t tees wili] b responsibleo Tor 1dent1fying and tapping
local resources and talent frr siccesc ¥, Imolomentation of
9 Sustarnabie, broacd-hased programme .,

AN appropriate system of disbursement of funds to support
district Jeve] activities will] he worked out In consul tation
with the appropriate authoryties.

pa

2.1.7 Operacicnal eSedrcti_and Informg

I _Researct

an_Systems
In implementfng this projzct, every eoffort will be made to
apply cost-erfectsve Strategies that are both replicable 1°f
found suldtabile, and sustainable In the long run. To be able
to achieve these  aims, 1t 15 Imperative that as far as
POsSsible decision taking be informed and based on hard facts
Otcained through sclientirfically sound investigations such
ds, surveys, continuous surveilllance, monitoring, sentinel

reporting  and  periodic 2valuation. Every effort will be
made to 1nvolve district health teams  and committees In
these activities 1n order to transver skill] and provide
participants with an upportuntty to galn a greater
appreclation of the Importasnce of data collection and
utilization. Operational research and documentation

activities wirll include:

.- A survey covering home fluids and containers for mixing
O8RS (already cenduc ted 1n the pilot areas. Data Is
currentiy being analyred).

.. Dace! Tne SUrvey s w1l be slanned arda Implemen ted oy
distric: health teams and committees under fhe guidance
of the CDD unir 1n Nalrool to establiich diarrnoea

morbidity anc mortality; drarrhocea-relaced KArR for
health stafr  aad the  community ang avaxlabiilty and

utrlization or ORS  In the pilot districts. Thesse
activities will be reoeated a3t the end of the pirlot ¢o
assess  Impact. Similar formative and summative

evaluations will bpe undertaken by district health teams
and committees in all the districts d4s the project is
replicated to the rest of the communiy ty.

.. Districi heal th teams and commlittees will] undertake
data collection activities in their areas to gather
information on resources, facilities, Groups,

O



structures, etc. avallable in their areas which can be
mobilized for promotion of CDD activities.

.- Improving routine in¥formation gathering. utilization,
reporting and Information sharing activities from the
periphery to the districts, pravince up to the Family
Healith Division 1n Nai-obi.

.o Establishing sentinel reporting centres.

.- Focus group discussions

‘. Listeners guestions”~type radio programmes

.- Maintaining print media cuttings, books.

. Documenting all project activicies through written

reports, videos, et..
.. Listener surveys

.. Newsletter to promate experience sharing between the
districts.

THE PILOT

Project concepts and ldeas discussed apove will be tested in
a pilot project to ae implemented In Nyanza end Western
Provinces over 2 one year period between March 1988 and
February 19859 as o) lows:

3.1 Time Fraoe

S.1.1 Planning - March - August

.- national pl2nning retreat

.- generation of a project deocumen t and work programm

.- planning at the national and district levels

.- establistment of the management and co-ordination
mechanism

.- community organization and social mobrlization
activities

.. generatlion er  policy guidelines and decision
taking on unanswered questions.

.. Preparation of appropriate guirdel ines Tor the
districts

.- initial operational research (baseline surveys and

/vg



data collection activities In the districts,
establishment af sentinel reporting centres,
literature review, etc.)

“ . review and strengtheru'ng of Information gatherinag,
utilisation and reporting systems

.- communication plarning (facus group discussions,

audience segmentation, message  cdevelopment  and
testing, etc.

.- Developmen ¢t , pre—testing and produc tion of
educational material

.. development of tralining materjials

. training ACtivities gt gjj levelis

.- pregaratlion for launching of communication
aciivities

.o estaeblisiment of appropriate supply and logistics

mechanisms,

3.1.2 !ntensigg_ggﬂgggi:ggggg_g Social Mobilization

Activities (e Eember — Novenber )
{200 ¢

.. nations, and disirict launch oY Jntensive
cemmunication  and socral mobilization activities
In the medig and 15 the Communi ty

.. Intensive social mobilization, community training
and mobilization activities

.. Intensive media activities
.. distribution of posters, Pamphlets, etc

3.1.3 Communication & Socral Mobilization ACtivities on a
Reducing Scale (Pecembor to Tid January

Communication and socral mobilization activities
Continue as ¢ 3J.1.2, perhaps on g lower level,
Deceombia,- Derng a3 siow nonth.

S.t.4 §Z§Jﬂ££££5“iﬁqmﬁ£§U@ﬂ§UUQEZQ s_ror Replication

(MIid January, - February )

S.1.5 Review & Seneration orf Replica
{March)

Retreat Lo review evaluation report and generate g
Strategy for the national Programme



Implementation Process.

In line with the arms, concepts and strategies discussec

above the
following

1.

1r.

111,

Iv.

vi.

implementation of the pilot will proceed by the
steps:

A CDD wunit retreat to discuss the project
strategies, processes, stindards and policies.

Visit of the CDD team to the twa pilot provinces
to meet provincial health managenent teams to
discuss with t hem the strategies, processes ang
policlies agreed upon ut the retreat. All the
sections of CDD will be represented. The team
will tzike the opportunity to call on the PUCs to
brier them and soliclt their support and

participation.

After these initial discussions the PHMTs call a
meeting of the key Implementing officers from the
districts (the DMOs plus 2-3 others). These
meetings will be jointly led by the CDD team and
PlHMT<. The CDD team remains behind to call on DCs
for discussions.

District represcntatives return to station, brief
full DHMTs and form/revitalize Iinter-sectoral
health cammittees/task forces to plan and
implement CDD activities.

Sensitization and Information gathering on
resources, institutions, etc. Establishment of
sentinel reporting centres.

Districts organize Planning workshops to generate
district plans, study and give Input Iinto a draft
basellne survey Instrumen e,

NG Steps v - X overlap and will, perhaps,
Proceed concurrently)

Haseline survey administracion. Lach district
Wwill plan and administcor Jts own baseline survey
using the common 1nS:trumen - which will be drafted
at the OOV unit with room for gquestions of
Interest Lo specdfic ditricts. The officer~ in
charge of operations research will provide
technical assistonce amnd overses survey activities
in all the districts.



vil.

viliI.

Ix.

XI.
X11.
XIII.

x1iv.

Training of trainers, extension warkers, and the
administration at the district, divisional, locational
and sub-location levels by the DHIMTs

Review and pre-testing of meterials, review oOf
translations, stc.

Review and establishment of an adequate supply,
distribution and (oglstics system

Make preparations for the launching and Implementation
of the comnurnication and social mobilization activities

Intensive commurniication and social mobrlization
activities

Summative evaluation by district

Review and recommendation by district

National retreat te. review the pilot and plan for
replication.



ANNEX ONE

MAP 7. POPULATION DENSITY ON HIGH AND MEDIUM POTENTIAL AGRICULTURAL
LAND BY DIiSTRICT® PERSONS PER KM2
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ANNEX_TWO

FIGURE 1.1 ADMINISTRATION — KENYA
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ANNEX THREE

MAP 4. CHILD POPULATION UNDER 5 YEARS PROJECTIONS IN 1buu's BY DISTRICT
FOR 1990*. ASSUMING CONSTANT LEVELS OF FERTILITY AND MORTALITY
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ANNEX POOR (a)

MAP 14, MALE LITERACY IN RURAL KENYA BY DISTRICT 1980/81*
PERCENTAGE ABLE TO READ IN ANY LANGUAGE
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ANNEX FOOR

MAP 15. FEMALE LITERACY IN RURAL KENYA BY DISTRICT 1920/81*
PERCENTAGE ABLE TO READ IN ANY LANGUAGE
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- To prepsars protohbyps raghics [or tesching aids Yo be tesbed
during December-Jianunry ressarch and for Paed Grow.

- To conducs FEC research 1n W. Kenys Zec. 7hh - 2%rd.

- To analyze prelininsry resulis of Lhe akcve and prepers

- To cbheerve TCT Lraining Tor trsiners of THK's {one target
sudiencs {2r aeter:izics: by Aga Mhan/AMNRES - MNairobi.
- Te parv.c.ig

sLe in whe CDD-sponscrsd curriculim development
cr o nuwtcores wn oscheolz o7 nurs:n

ks
COD into gre-service curricule.,

proxioately one menth

‘0

The healilb cczmunicstions zomzeonent i
b [4 =

behind =zchedli=. Hencs, ncne vary objectivas have
teen oat. This de aevaral onfulfilled
PO

posed scope cf work
Companent for 1bs Limely
] 31y bthe dirficuities of
llaboretinn during the six-wesk
Janwary; and, (i111) Lhe need Lo
t iveas begun in bLhe first
2 Lo respend Lo bimely
2 {r=f. Additicnal Achivibies].

“
O
o
0
0.
C
—
o}
n
[%:]
-3
#1
Q
(01
°
1
.-
o
»
o)
0

Feried fren
SCnLinues Sursuing

81Xk weakz [outiinad

kf
.
<
¢
n
a
o
-
oy
ol
w
he
.G
g
3
hd
2
n
‘g
)
8
-

¢

S nake fabrcduchory vigibe to relave
uticne, and e explore petential
1

= T 1dentify end reviav potentisl candidates for the positicon
of PRITECH Comavn:cut.ions Rezcvwze OTicer {with Dr. Mutie
and M=, Baker:,

- to conoir e i oZmuher and revied =voouins VAR pasesriy fron

W. Ferve aad 2lzsawvhars,
- To conbinuwe o seh up bLhe
- To ccntinue Lo geiher relevant exishing =ducsticnal asterials.

- To centinue Lo inventory aveirlable graphics/naterials
production fecil:itizs. .
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Dirsctor. It was laver determined whzL “he O0Y Tralcer vas
not required for bLhe achivity end would be on leave, It is
not clear why the Chief HED did not turn ug. Nonetheless,
Lhe Project Director granted us vse of bheir feoiliby For
the Jenvary 12th FGD aweting.

In Kaksoega, we alszec had very fruitful mestings with the
Frovincial SBuperviscr of KAaNU-Maendeleo va Wanawske Orgsnization
{(MYHQ), whexn [ had zet at Maendales Qg with Mre. Makindv,

MYWD MCH/FP Coordinater. She took complete responsibility

fer orgznizing the focus groupe for Westarn Erovince, =nd

did an edairabls ob despite 2cme vrobl-ns ghe had 1n enauri ing
that szlection criteria end racopmendesi numbers of Parvicipants
and venue vars adhersd Lo by locsl individvalz o whew she
entrusted the vltimste tLask of bringing the women Lcgether.

She eppzared szet:sfied uxyh the exercizz, and 1 fesl sure

Lhat ve vill continue to work tegether amicabiy in th2 Province.
The three MYWO Disirict Chairladies alsg rarticiprated Lo varying

dagr=eg 1n Lha ;reperati:n:.

th the Kisume LCistrict M= Lhalr werw
alse fruiifuvl, slthough hLheese required ¢ retbly acre scocial
and vaiting Lime Lo get down to business. The tangible ocutcomes
of thesze amesting=, inclwding a party for the ”Ln1=ter of
Industiries, were ccntects with.the Kizumu District Weozen's
Pregramase Coordinater, Yhe ¥isumyu bown HYWO leader, and Lwo
nev Socias!l Develcprment Officers.

Cur meet:ings wibth
1

The =cciclcgiszt and =g exvensionisht renm Aga Khan FHC Projecht/
Kisumu have expresced esg¢rr 23 to asalet vz ms discussion
ncderators end recorders, but their schedules did not Fermit,
them to join we wnbtil Februvary 8; hence, a Februvary 8 start-up
date for Nyanzes Fi3D's., 2oth ndividumls stbendes a training
seasicen on FED's by Foz Tounctl, end lack forvars Lo 2rRACLIZING
wvhat they learnad.

Also in Nymazz, “he PHEC and | solicibed end recejved From:
of support for cur = Lies frem the Provincis! Direcuor
of Social Servicee ( te otfice 1s whe 'morella fer
Mandeleo yn Wanaweke and other women's groupe bthrough which
ve vill work from nev on. The sucee2z of the Januvary 21st
inter-sectorsl meeting we held in ¥izunu for FGD planning
vas evidence of Lhe support ve alght expecht to g=t from chbher
sectors for CCD mciivik

‘11N

g

vy P s -
Fimally, E-ui_ugh LYGT.

tbous L0 wone Lhat on Rhree soimosa Aree-monsh
Fericd (including Janveryd, w2 vyl res different
MCH's for Xizumu Dizir:icu, and Shr 2r Nyanze,

mrTard ©

——m Z Rt DSt

For two menthe now [ have besn under Lhe iopression bhat the
Director of Medicsl Services had assigned Lwo Health Edvucation
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Third, many adminizirative Jeval
particularly vith UNICEF, and I
during Jjane Zrown's visih beo est
and procedures,

bhe
in

and moct iaportant,
.ntinately 1nvolved

5, Lhau

and district levels, fas weil as
Compuniications Consultant), vers
the first uveak of Dece=nber, son=

, the HED's at Lhe central,

e ypomoipsd lizriong out,
nad ke e 1n Nairsbi for mesbings
aplizh and clarify syshanme

tndividuals whe should have
planning and cenduching Lhese
provinct

jol el amelat H

9]
-

thn

o 1o

Lhe leongherm PRITECH
nearly ail on le=ave

cnlv veturning Lthe la

b—

22
C

.
boowseh

e}
o
o]

lid

w

\x










~

- compensstion for c=ntral =ztili whe vork en Jaturday

or Bunday;
- compensabicn fcr local sta
not entitled
- fueling of

%o ge_dlam;
vehxc 2e (g

to accorplizh CDD-related
by centrsl COD starf;
- advances for fuel =and tran
~ picking vp the tab for lu
payment of & lat, rate for

0,

relged

Mozt of these
eb Sy other project:
CDD needs scme hsrd and
1 for
- 4

reuf

1n Lhe cenbext
in Lhe ais=a,

¢ which CID =4
1

they werk on Ssturdsy
or Sunday, =nd, bﬂc=us: thev are at Lheir t re

cvernm=ntal or non-governmenval)
work requested of lccal sgents
spuxt;
:ches of Lthose entitled vs.
luonch 2ut (which imevitably

of prece

notacly UNICER,

Ke encocuntersd zeveral preblems
of double-cheécking firsthand “he
reportedly teen completed for fie

&nd ticn of
although .cmminicamted
selesting the vomen.
tnstead of

3 The numbe.-
acpacted,
charged Uth
escer wonen appeared !
e

cCnpoal

under rive, scme cozatnity healbh worlers, some
some under uge, acme over age, =tuc. This
zereening tefore Lhe discussion could tegin.
Laen spli:it, cne tzking whe "raal' foouvs zroue,
3 'Scgus! group. Lt osdded Lo bhe Fabiocue of th
and zay have sreatad a b1t of confusicn.

b) Crzanizers freguently 4:id not respsch our di
gzelact women zand = dizcuss=icn venue thal would
Lravel Lime snd inconvenisnce to rarticipanbts,
travellad GREAT distancss Lo come Lo whe discus
could only reimburse thea their brevel coste, n
Furtheraore, some "Lhreatening” venuss ware _ho
ofiices, Municipal Council conference rooms, ch
Although in a2ll cesez, it vag clear that the chi
irFrrmed S MYWS Lloh SRorz oonld be health-vael
e mriedinge zay noh Rauve soen wdepuately Aane
La8% scme Cf Lhe inzptropr.ats venuss uere
chiefs whe vented to ksep an 2ye oo Lhings

nob entirsly sure of sur purposes. To bLh

ve nified thege venues; Sun Lhig, at Lipes,

<) A~ncther scenception Lha
brze“ng of the zhiefs
2n an 2duwcational pregram.

18y

'y
v
is that ours

that underl!line the

1mportancs

preperations thzt have

Id activities,
Lre Ffocus
1IN writing to

Ecxetimen g=
& - 109,

have resuited

SITOVRE were

sen -
r

Theeg2 1ncludzd

Lthoze ultiaa
many as 20

cae withowl children
leaders,
required censiderabla
The r'eld tean

vemen!

ninimize Lhe

D' g
had be=n

svspect

orcnestrated by
because they wers
2 extent cossibls,
cded falis)

nrugsicn.

from laproper

vas an aid program rather

ed discussions,

/\%



d) Becavze the PMO had not wril en Lo the PC or tha IC's
A
e 2 (e i i t L e wvorked.

2} An acdit:icnel issue related Lo Lhe inedequecy of 1-1/2
days ror orientat:icn of the field teamsz since wibth delave
and interuptions of cone zort or anonher, Lhe actusi bine

2 er 2-1/2

available for Lrsining wve=z drasticslly reduced.
tl

7) Edvesticonal

Lenciny =xpleneticn: =2nd recehiticn vere raguired bLo Justity
our intenbions to zeet wvith cnly SELECTSED zeabers of 30ME
Lhe women's grouvps, and to clarify the benefibs of cur
gsctivity for the discussion participants. 1% was olear to
uvs that the D team weuld not be able to lesve sny of the
discvussion group vithout Firsh ccaduching mLﬂ":'UCEQlCnal
y b

3

cesgsion; thaough rroved to take more tize Juring bhe Hestern
Frovince exer 1% cé=m2d only fair and we wvill do it in
X .

)
. The 2ducation given dees ncht in sny way hirnder
cur resulba =zince each foccus sroup iz located at gqu.be zcpe
distance fr he others. (82« Appandix J: FED Study Plan,
F5D Orientation Hendoutw 2 5.)

8) Witidrawsl from FED_Astiviby by Tug Upiversity Lechurers.

ho knowe both individuals

It hes be=n sucyested by a professcer w

that, the;r vithdrawse!l frop the axercies nicht be due to g
ceatinehien of factirs: (1) coapeting prior:ibiss for the
PrCEC ”eA L one pericd ‘tecinning of classzes, vnconing
cengultancies)) (1:) rezcrsidersticn of “he rate of 400/ zer
day offered by CID (teoo low)) (iii 2 ne

!
that aight te reised by actherities
r23e8rch given sapszitivitles shcut res

o = involved freom the outwet
in devising Lhe metheodology snd opte Guide, noving
beyend the role of amcderster and coll etorstor in Torpic Guide
revicion during bthe ariznbaticn and Lhe first f=u focus grouvps
as planned, to the role of rull co-resesrcher.

i Lime; and, (1v? She:ir d

These iszues will havs b 2a mivean =cne st = e Figyre
efrurts Lo collstar2is oinn onivereinys (morle

- - . ———
S/ Izpe Esgordips SID's.

o g



1) Phasing of Heatth Communication Activities By District.

focus an Western and Nyanza
ke Bmein Lo 3 lacer
£2m3 an wnvieidy srea for a pilct project
here ere meny actors involved, and 1nfres re
creement. To mwake 2 resszonable impact

heal Ln practices, Lhere musu Se a considerable training inpub,
not just a zne-shot 2f7art,, tuh 2 shert zeries of vorkshops
for any given <adre we hope Lo use as a conduit for CDD.
The training followep and csapaign zenitor: ng tacsks vil! te
monumentsl for even cne preovince, given limited pers=onnel.
CDD w:ill went to address these iszuee in 8 seriec of stratecy
meebtings 1n “he near fubure 3G 2: Lo enbrsce s realistic,

but still auibe challe
>biven that authorit.es
to an.vpccaing Cl/Meas
COD aight consider & phacsing of communicationz affcrta by
rich, rathar fHen deciding Lo cut certain districts out

t

qu re

a Loth provinces have been sencitized

nging, bLask.
H
! e\r areas of operst.cn,

[ N L
28 Lharvst now

<
- -

11y A _PHE Cogrdingnica lommibbem vpder bhe DM3.

As peny cocmalnicstions, research, and training efforts come

<2 from various divisiong within bhe MCH - KEPI,
AIDS, CCD, ARI, irowth Monitoring - the need feor an cverall
coordingning Jcmaltlee tecomss nore spparent. Such 3 group
ould avoid unnecessary duplication of effort, and dilution
of the i1mpact of :individual programs thet might occur with
over-zaturaticn of the cocomunity and the health 1nfrastructure
with me=sages, ressarch, =nd Lraining sn everyihing under
the sun s% tLhe sams Lige.

0'

In the distrizus, we zhall btry Lo aveid Lhese srobleas by

working Lirsugh she intercsactera! Dishrict PHC Commitieas

whet= “hey exist., Sh:ill, centrel level coordination of rescurces
2 er:tical.

12) Rezular C0D Meetincs.

The wnit :s
in the year
Leam. Regular oeat]
in owur fir

© t:g end ies facing so aany challenges
2 come Lhet ve cannobt arford not to becone a

gs will help. A lot vas accomplished

in Noveuwber., I lcck forward bLo our next

cne.
PRY Zgaular Mes:sinas wibhin the Divieror 2f Tampiiy d=alth

Given Lhe intagraned aature of auch of CLD = werk with other
gepaciz of Taglly heelbh, regular nsz2vings (lesgs frequent

then LU0 ae=t:ingz: would help vws ail te zcerdinate =rd mexiaize
resources, =nd :leandard:ze aessages and aporeoaches,



I4) Folikn Media Festival /FPPS .

-
As vhis event Thould be zie:ng uwe in bhe next month, it is
tioe to check back wvith FPEE.

ime for the drafhing of the Commurnicable

16) ey Diregicr of Hemlbh_Educsaticq.

Dr. Koinange's posting to bthe Division of Health Zducation
bcdes well for colisborstion. A courhesy cmll is in order.
L7} Bevival cor the Heslih Sducstion Diviasjon.

sibiliby shody for the revival
a production vnit.,  REaschel

(YCK) are amcng those

3 should te completed by

arch. 4n independent bcard weuld govern

tlitles, which would te ccamercial,

A ‘rca the Division of Femily Health (a3 far
zg [ know’ has been 1nvited to be part of the Healbth Fdueation
MNetvork ccordinsted by Mr. Nysmoye (AMREF) and Mrs. MNamai

(UNICEF), dezzite ny few Minte Lo Mre. Nemai.

18) Hzglth YMessges ond Leerping Msterials Compikbtea.

This zhouid e conzuituned zocn and n:3ht fe Lvo-tierad:

he first tier would consisht of core CDD steff (including

a health education officer, of ccurse), sa Aduli Educstion
reprezentative, a3 representabive frem Lhe sccis! scisnces

such as IAS cor Scciclegy steff, Mre. Nema: (UNICEF), and zerhsps
Mr. Ny=amoyz (Hezlih Ed/Heslih Behevicr - AMIEF)., This croup
aight drafb the aessags:s and meterials. The second YLisr wvould

b2 at the provincial levels consisting of some or all of the

7 HED's and other= iderntified from Adult Zducation end

o
infermation and Bro=dessting. This group would review the
messag=ss and mat=riels, work bLogether on the vernecular, snd
o profani g, Tho frasibility of thie i1fea showuld be discuesed
tn the new 7DD meeting

1]
®
‘U
~
0]

durs:ing ancd heeiih aducation -tudents de lh-ya
v 1

d tn Merch-dpr:l., initial discues:icne

A
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he currensy system of giving funds directly b Lhe driver

with the amount unteknownst Lo the tesn leader, ané wvith 1o

<Py of sccounte ho FRITEZCH :r nob conducive t aczovnuabl by

and menitoring.  Ner hed policiss of normasl work Reurs. overt iae

and othsr cuid :ezues besn clearly spellsd cut zy UNICEX

Trensport Ofiice until this veek vhen [ requected clarificaticn
t

re: excepticns Lo the rule during ay lest Fisld trip.

have reguested that My, Mbers copy all decumentes relstin

L owith PRITECH/UNICEF funds to Jean Eaker,
all

te travel expenies ae
These cculd be pessed whroush 2ny of the PRITICH crave! laps
of =ach Lriz or =ach acnth. 2 the UNICEF

to Jean at hLine end
1madg
A,

A
Lime sheet iz inedeqmte for tracking overtine, [ devized
8 nev cne vnich bhe driver z2nd [ understand (Acpendix IS ).
The four PRITICH ctaff vhe would vse Lhe vehicle should neet
Lo te sure thar ve uzree on precadures.cf sccountability.

1) PRITECE (AED) should 2ct :immediately Lo bring Mr, Dond:
on board so that. he c=n pley en active role in remaining FGD
fimld mctivities and mecsage and strategy devealcrrent.

ne Lo secure a separate pheone
ol o} -

lire at CEC as s=o £ =C 1S func

To thiez end, ==zsigrment, of = secretery freom Lhe Minisiry and
procurement. of edditicnal office space frem KEMRI (The. Were)
ghould be tr=ated a2z urgent. A lack zust al=o be placad on

ca
the deor Lo Lhe zeminer rcon where we hoce Lo =zl up office,
&

2) By %he lest weel in Febrvary, = Heelth Message and Learning

Meterinlz Coanitize hauld Se coriniivbad ss 31 ccussad ncer

;§§§;;¢Q§§§§Eﬁ:;iﬁ§. s lecver o7 invitaiion should Se jgsued
(

|8 L Ak el sulh A
Viva ol

to Mra. Namaj
43 Ag an inhroducticn Lo bthat Jirst e
Dr. Alver and ! shculd crecsen

- ;

fore

the Ccntainer =2rd Heo

€) In the rirst few strategy me2tings, CDD Unit showld reconsider
as 8 beam the iscve of phesing heslih worler training and

medis craomaicn =fforis by district. The reach of yadic
broedessts in the 2any vernzeulars of bhe Laba Gscin Region
chould {.gure into any decisicns ==2o.

E! A farisale zerhod f2r monitering Sravel 2NEenses Tream FRITECOY
UNICEF funds should e Zeviced and Loplecented by PRITECH
shaff,

neet.ing zhould be called Lhe week of
February 22nd vhen Donci and Mayer will bte Sack “rem Nyanza,
and Beltazar, Maina and Opuambi will be tack from Eldorat.
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INDIVILUALS/ INSTITUTICNG CONTACTED

NAIRUBI
MINISTRY DOF HEALTH
Division of Family Hemlbh

Mutie, Direchtor
Yarhvlo, CDD Progr=n Menager
M. Joar: Hujcaba, KEPI Prcorsm Maneger
Saitazer, CDD Clinical Officer
Joy Joumbi, CID Nurze Train.ng OUff:cer
CCD Public Hralth Officer/Leogrestics
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FRITICH Conzultant, Treining/0R

w3 Adviser

aan Eeker, PRITECH Adzinistrater
1d Hamau, XEPI Cold Chasin Technician

Muangi, KEP! Trsining Offizer

Jan2 Adar, FZ Training Officer
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Division of Heazlth Educalicn
Mr. Mark Acham, Act;ng Dxrﬂctor
Mr. Er
Mre. J
Ms., Pani
Ms. An

Mz, Frenc:s Nyen:e, crsphzc Artl:b

Division
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Mr, Zaxtcn Makhebs, Stabieticiens/Fi=ld 2acearch

Kenystta Naticnal Hespital

CRT Center:

Mrs. Wachire, Clinical Officer

Mre. Koigu, EN/Sister-in-Cherge

Mre. Kasili, Mstron, KEMRI-CRC

Mr=. Wanjoht, EN, ILCH?

Mre. Mwangi, Nubr:iticn:st

Mvg. Cngor:., Err2lled Coamunity Ninrse (ECN)
Mr 2, Muriohi, ZON7

. Jcsn Apvorz, Il
Mre. Gladye Achieng,
Mr. Harxu, Records
e, Olz, Meintenanca

we

i

ap:ly Heslih Fleld Educa~2r(FHFE)



i

Or. Crinda, ©Ccordinator of A Heslthy Nation'

series and of new Er.demxolcgy Unit

KEMRI~-MEC

Lrag

-
G

Dr. here, r
Dr. Stevhen Kinoti, Director, MRS
Dr. Barry Levy, Epidemiolcgist, Center for

Environnentsl &% Occupat:cnel Research (BU/Boston)

Mr, Surov Adaw, FHO/Resaarcher

¢]

Mre=. Freds N
Cocrdinater

_Mr=. Dhen EBenderi, Grachics Section

M~ David Xsran:s, E;bcaczon:l Media Zervice

Mr. David Kamau, TV Preduchicon

Mr. Evens Kihivu, Fublicaticns Office

Dr. Muita, Reccurce Bechtio
. ey

MINISTRY CF CULTURE AND ECCIAL SERVICES

icner for Sccial Services

MINISTRY OF INFCRMATION AND BROALCASTING

UNIVERSITY OF NAIRCE!

Institute of Applied Nutrition
Jr. Arney Kielpann, Director
Dr. (Mre.) X:ielmann, Professor

Populzbion Studie:r and Rsscar<h [nstirawe ‘PRRIV
Or. John Cuchs, Demogoioier

Instiiute of African Shudies (1AD)
Dr. Anne Flevree, Anthropologias

Inst:tute of Cevelopment Studies
Dr. Rachel Mueyoki, Research Professcr (Women)



8choo! 28 Archibeciure and Design
Mr. Murithi Xinvuas, Desien Lechburer and Freelanpcer

School of Journalisa
Prof. Folycsry Jmecla 2ch
Mr. Absalom Mutere, Lect
Communicat.icna)

y Lzcturer, PHC-trailned
r (Developnent

Bept.. of Sociclegy

Dv. Mburugyu, Chair

Ms. Priscilla ¥ariuvki, Lecturer {(specialist research
petheds % F=ally life educaticn centers, Western
Provin

Mr=. Fhilicte Cnyango, Lecturer (Child Welfara)

Dr. Njerv, Anthropslecgist

Ir. Preston Chibters, Lecturer (Bural] Sociology)

Dept.. of thnr«nu re

Miss Kavetsa Adagala, Lacturer (Oral Trad:iticn and
=ender lssues)
Yr. Waigus Wechirs, Lectursr {(Iinterest: Mobilizing

: Artiste for Child Welrfare)

Library
Mr<. Kiaani, Duru t/ Hﬂac Litrarian
Hre. Inct.. Head, East Africana Collection

KENYATTA UNIVEZBITY COLLEGE

AFRIC

Capt.. of Home Sciences
* Dr. Ruth Oniango, Nubtribionist

CAN NEDIZaL ZESEARCH ANU ITUCATION FZUNDATICN (AMRST)
Cr, Panine Tcholle, Ccoamunity Healih

Mro. Marsaret Okello, CERC Supvort Unib

Higa Zdatha Maubugu, Training

Mr. Sam Ckore Chieno, Print Hanscer

Or. Aori, Curriculiua Develorsment
Mr. Janes Cdaga, Managenent Consulbant (Kikomi in Kisuvmuy)

KANU-MAENDELED YA WANAWAKE OEGANIZATICN (KANU-MYWO) HEADQUARTERS

-h ivngu, Eec'y.,

Kewvin Mpala, law zbtudent volunteer for Western

Mixa
Mias Dereas Cdheng, lav studenrn voivnbaer for Ny=anzsa
Mfize Z2cee Janeft Ayugi, lav studaent volvuntesr Sor Nyanza
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Mea.

PRITEC!

WHC

CENTERE ¥

AL

Mr.
Ms.
Ms.

Steve 3inding, Miss
David Qct, Chief, H
Linda Lankenav, Hea

Molly CGinzerich, H=

Laura Slctey, Population Zfficer

Peter Shipp, M8H Canszultsnt ho FFRaK
— »

Annie Croegs, Westinghowse Censvlbant no NCF
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