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KITUI PRIMARY HEALTH CARE PROJECT

CODEL/CATHOLIC DIOCESE/USAID

TINAL EVALUATION 1982

EXECUTIVE SUMMARY ’

The Catholic Diocese in Xitui District, Kenya, has been operating
a mobile clinic primary health care project since 1979 Iu.l.tng USAID funds
channelled t:<ough Coordination in Development (CODEL). The firat
phase of the project is now nearly completad and the Diocese has asked
to have the project refunded for a second three-year phase, for a total

cost not to exceed $500,000.

The intent of this evaluation has been to assecs the quality of the
project in terms of its goals as a final step in tha initial phase and
to recommend whether the-project should be refunded, offering particular
suggestions as to second phase implementation and evaluation proccduras.
In particular, assumability and replicability by the Kanyan Ministry of

Health are considered.

Without exception, it is the team's opinion that the child welfare
and ante-natal services offered by the four mobile tesams have been
beneficiil to the targeted remote populations of Kituli in terms of actual
health improvements and of raised awareness about preventive and promotive
health care., The Diocesc has operated an efficient and reliable system
which has provided excellent immumizaticn coverage, nutritional

surveillance, and counselling for pregnant mothers.

Although mcbile systems are often discoursged because of their

apparent high costs, this project can be ghown to be ccst~effoctiva

because of the extreme efficimncy with wnich it is operatad, Thug,

the target population is effcctivaly lipped, particularly with zeferencs to

——— i a— — ——
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infant immunizations,

Furthermore, the teams have made some impact through health
education, althouyh the efforts at creating a permanent legacy in the
communities sorved by involving them in plnnnind, implementing and
supporting the services, have lagged behind the project's original goais.
Too few comunity'mnmbers have been trained as community health worker:y or
upgraded tracditinnal birth attendants, Th: lag has been the result of
unrealist.c expectations from the beginning since community sensitization

and mobilization takes time.

The mobile team leaders acknowledge their weak points and intend
to improve their implementation procedures in the second phase to address

thase weaknesgses.

On the basis of the obvious strengths of the project, the evaluation
team recommends refunding, taking cognizance of the weaknesses and suggesting
ways to improve upon them. These suggestions sim ltaneously allow for
gradual and Saut.ious integration into the Ministry of Hesalth's proposed
Integrated Rurali Health Project for Kitui District, a major ten-year

project to be funded in part by USAID.

These recommendations include:

Maintaining
1. / the clinic numbers at 64 (16 per team) but attempting %o

increase cost-offectiveness through maxdmizing community coverage.

2. Securing the ser—iccs o caconded employees from the Uaistry c?
Health, ideally-one Public Health Techaician and cae Cozxunity

Nurse per team, to allow for greater coexmunity outreach.
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(3)

(4)

(5)

(6)

(7)

(8)

(9)

(10}

Emphasizing dialogue with the communities in line with the

World Health Organization's Alma Ata Declaratioan.

Expanding and institutionalizing training efforts for community
members, emphasizing training in the commumity where possible and

using the psycho-social method.

Coordinating with other sectors for developmant projects,
perhapy through Locational Development Commdttees and their

subsidiaries.

Continuing semi-annual staff training seminars including

Ministry of Health employees whenever possible.

Expanding family planning activities to include men, involve the
Ministry's Family Health Field Educators, and increase gencral

exposure to the concepts.

Altering evaluation procedures to stross self-evaluation by the
staffs and community diagnosis by tha communities to render the

data more useable by the project.

Augmenting the semi-annual reports to include suggested additional

information.

Allowing the Ministry of Health: to assune responsibility for the

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

Diccese's participation entirely.

If thase recommendations are seriously izplementad, Phase II of the

project ought to have a sore cubstantial any impact on tho health status of the

long=laating

remole pupniations of Kitul,

- ——

- ——
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KITUI PRIMARY HER JH CARE PROJECT
CODEL/CATHOLIC DIOCESE/USAID

FINAL EVALUATION

-+ INTRODUCTION

Barly in October, the rains have not yet started in Kitul District
in the Eastern FProvince of Xenya and the days are -u,u hot. Everywhere
one senses thy desperate lack of watsr and ti'e threat of famine, for
Xitei lies In a semi-arid region where arable land is limited for

grazing livestock and cultivation.

And yet the mobile tsams operated by the Catholic Diocese for
maternal and child health care move out on schedule to their regularized
clinic sites in the district. They cannot afford to miss their clinic
visits, for tho Wakamba women with their children of the designated
remote communities will be waiting for them, They have learned that
the clinic nurses alwvays come, that they are reliable., This trust is

important to ths success of the mobile teanms.

Two staff nurses, smartly dressed in their uniforms, assemble each
toam sarly in the morning in their respective headquarters. They are
accompanied on their safaris by four aides per team., At times their

teanm leadar, a Sister from the Catholic Mission, accompanies thexs.

Each landrover loaded with chairs, tables, charts and medicines
sets off around 9:00 with its tsam on an hour~long journey over a
bumpy dirt road. Once at the clinic site, vhether a vacant church,
a school room or & troe, tho teas gquiskly sets up its operations,
Tho women begin to gather, comforted with the arrival of the vehicle

that the ciluic will once again proceed as nsual.

- g &
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On"é'e a small group of women has gathered, the nurses begin theirxr
health education talks, offered repeatedly throughout the day as the
neud arises. Where possible, they also shar: their knowledge with
school children or atteapt othe» forms of community outreach to increase

their impact.

Whether at XKathumulani, Mwingl, Yatwa, Kisauni or any of the other’
sixty sites, the teams divide up their responsibilities. The nurses
take turns corsuliing with mothers about thzir ciiildren or examining
r agnant women for potential problems. The aides register new patients,
weigh babies, give irmunizations and dispense prescriptions. The

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

These mobile clinics serve a population which has little or
no access to modern health facilities. Even with the clinics, women
may walk many kilometers to come to the clinics. Without the clinics
the target group of women and children would be unable to attend any
kind of child welfare or ante-natal service. This may change with
the expansion of government static and mobile facilities in Kitul as
part of the Int..grated Rural Health Project. Bealth status in these
outlying communities may also improve as community members are trained

to work as volunteer community health workers.
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I1. BACKGRCUND OF PROJECT

A. HISTORY OF THE MOBILE CLINIC PROJECT

This mobile clinic project is funded by the United Statec Agency
for Intaipational Development (USAID) through Ccordination in Development,
Incorporated (CODEL), an umbrella private voiuntary organization with
headquarters in Naew York. OODEL seeks out church-affiliated projects
for funding which magt its stringent criteria of promoting salf-help
while allowing development. This project ru.sulted from a specific
proposal from the Catholic Diocese of Kitui to expand its 1977 pilot
mobile. clinic effort out of Mutomo Euspital in 1979 to four mobile

teamk spread throughout the district.

This primary health care program was inspired by the 1972 Ministry
of Hezalth Directive on Rural Bealth Services which emphasized the
importance of re-allocating funds toward rural health delivery services
and of integrating preventive and promotive aspects of health care with
the curative, especially for the "at risk" populations, such as pregnant

and lactating mothers and young children.

The mobile clinic format was devised as a means of reaching remote
members of the 450,000 population of Kitui District (1979 Census) with
littie or no access to modern health care, Teams were to ke based in
four of Kitui's five Divisions: Rimangao in the North, Muthale in the
Near North, Ngu {(originally Mutito) in the East, and Mutomo in the Scuth.

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

The goal of the project was, in the proposcer's words:

«+s to achieve an improvzment in the quality of

life of the community through the attainment 2f ¢hc
optimun level wf~health wnich the lizited rasources,
cultvi> and the eccnomic development makes possible.
What is evpected is that ocue progress wili pe seen
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in increased numbers of mothers seeking ante-natal

and post-natal care, increased numbers coming to

the clinics for simple curative services, and

initial improvements in preventive health practices

related to family nutrition, hygiene and sanitation.

From the project it is intended that improved methods

of delivering rural health services will be developed.®
In order to reinforce the services offerad by the clinics, the teams
were expected to extend their outreach into- the community through health
. educatioss inchomes and -through the training of community members in

improved health techniques,

The project was devised with an integral evaluation component
in order to assess its achi'evaments toward meeting these goals. Using
Baseline data as a reference point, the teams were to collect additional
data periodically, calling upon university students where necessary.
These data, along with external evaluations mid-term through the grant
and just prior to its completion, would allow a determination as to the

actual impact of the mobile teams,

The project grant of US$413,000 was approved on November 21, 1578
‘for a duration of three years. By January 1, 1980, all four of the
units were fully operational. To date, the clinic visits have been
extraordizarily regular; however, the element of community outreach

has remaimed only sporadic.

B. PRIOR EVALURTIONS

Despite the stated importance of evaluation mechanisms, not enough
Sueline data was gathercd at the beginning of the project. A mid-term
evaluztiom, conducted in Novenber 1980 by Professor John Bennett of

MIICETr, Rairobi, revealed this lack of reliable data. Becnnett also

* Dr, Mazita Malona, Ritul Primary Health Care Project Proposal,
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expressed l;is concern that the primary health care '2HC) project was
limited to mobile maternal and child health (MCH) care and was therefore
incomplete because of the absence of community involvement. Unfortuhately,
tbhe evaluator failed to provide systematic tools for improved monitoring;

‘hence, a second evaluation team was brought in in August 1981.

Dr. Rita Morris and Sally Smith, who conducted thié. second mid-term
ewluation, reiterated many of Bennett's. recommendations and concurred
with him on th: project's strong points. They also outlined an internal -
data-collection system to be used by the teams for one year from July,
1981 through June, 1982 to create accurate baseline data. A random
sample of thirty women from each of ten clinic sites from each of the
four teams was to be monitored more closely than other beneficiaries
for a total sample of 1200. The same size sample was to be drawn from
the children at the clinics. An effort would then be made to detect
changing attitudes and behaviour resulting from clinic attendance, which

might impact upon health.
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III. FINAL EVALUATION

A. SCOPE OF WORK

This final evaluation of Phase I has been designed according to
the Scope of Work which dictated that “the evaluation team's report
shall contain but not be limited to assessoentr. analyses, findings

and recommendations” related to the project's goal and purpose, as follows:

PROJECT GOAL:

The improvement of the quality of life in rural areas through the
attainment of an optimum level of health within the constraints of an
existing and developing economy and in line with the National Health

System.

PROJECT PURPOSE:
The provision of mobile primary health care services to rural

areas of Kitui which lacked government or mission medical services.

B. METBODOLOGY

Commmunity members, community leaders, clinic beneficiaries and
service providers were sampled and interviewed to determine the impact
an¢ appropriateness of the clinic services. Prior evaluations focused
almost exclusively on.service providers and clinic beneficiaries. Since
the goals of the project include extension into the ccmmunity, it was
felt imperative to solic.t moré general response to the project than that

provided by attendees at the clinics.

The methodolo~ical tools utilized included a guesticnnaixe
administered to B84 households and 130 children under five years at
random in four difierent ccimmunities thrcughout the project area and to

70 clinic zesponCauis. Other more generalized inwerview schiedules
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guided the discussions with community leaders, traditional birth
attendants (TBA's) and community health workers (CHW's), Ministry of

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

Additionally, four clinics were observed in three of the four
‘divisions, mﬁnm, Muthale, and Nuuf and the mpbi.le teams were intarviewed.
Records were examined for each of the teams and comparable data for the
district at large was obtainad from Kitui Beadquarters. Finally, the
survey designed at the mid-tgm evaluation was analysed for the releviace”
of the data collected and the appropriateness of its continued use in

Phase II.

L 4
(Due to a scheduling conflict, it was impossible to visit a clinic in

the fourth area, Kimangao).



IV. DAT". ANALYSIS

A. ASSESSMENT OF PROJECT GOAL

Bealth impact at a community level essentially involves progressive
stages including health education, knowledge and awareness of disease
causatiaon and prevention, health practices and community involvement
in hesalth, and f£inally, reduced morbidity and mortality. Since the goal
of a pﬂ..u‘y health care project is to promote the capacity of the
community to identify their health needs and work out a community-
supported primary health care system, it will be important to determine
the extent to which the project has given assistance to the communities
through bealth education, participation in health~ralated activities
such &s nutrition improvement, training of community health workers,
and interaction with community leaders, and other promotive activities

to this end.

Through the surveys, selected demcgraphic characteristics of the
target commmnities were tabulated. (See Annexes). The most important
;indi.ngs for the purpose of this analysis are that the household members
of women attending the clinics are generally younger than the community
average with 32% under 5 compared to 248 and that there are more females
in homes than males due to out-migration for empioyment. The sex ratio
is 82 males per loo females. Also, clinic attendees generally
kave higher education levels than random household respondents especially
in Muthale where 69t at the clinics zlaim education of more than five vears
while only 19% of the general population have attended school for so long.

In Muu, am the other hand, 91% of all pecple interviewed had no formai

gchooling.
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l. Reduction in Mortalégy

The calculation of an accurateinfant mortality rate (IMR) in
Kitul is a3 fficult due to the absence of a reliable System of bisth
and death registration. The figures shown below are calculated from the
baseline and final evaluation surveys. Thev compare well with national

census figures in which a drop from 120/lCLv to 80/1000 has been recorded

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

The baseline surveys conducted by mad.cal students revealed an
IMR of 120.2 per 1000 live births in 1976 and 204.7 per 1000 in 1978
while the final evaluation survey showed 113/1000, 89.7/1000 and 75.2/1000
for 1980, 1981 and 1982 respectively. These figures, although they may
not be exactly comparable, show a downward trend for infant mortality

which can be partly attributed to the project.

The people interviewed in the household survey and in community
meetings perceive a reduction in mortality in gensral and infant mortality
in particular. 1In the 1982 clinic survey no death was recorded for 1982,

were

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

be declining.

In the mid-term survey, very few deaths were reported at birth,
although little follow-up was done to record possible maternal orx infant
deaths. A number of people indicated that infant mortality is declining
&t a rate that will soon permit peopie to take family planning more

the
seriously due to/increased survival praobabi’ity of their children.

2. Peduction in Morbidity

In the ghsence of reliable basclise statistics, rsgular Solsection

of morbidity data, and a well-deteym:- :! donewinstor, it ic irpozoiblc ¢



lo.

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

on moxhidity.

Bospital -data show some general trends of morhidiéy in the a:eav but
these data are inadequate to show the morbidity experience of the community
as many sick people do not get to the hospitals. Purthermore, changes in
hospital morbidity data may be due tc many factors, e.g. accassibility,
personnel or hoqpital resources, and may not correspond to changes within

the community.

Point prevalence surveys are another rough measure of morbidity,
if done frequently enough with a large and truly random sample.
The following table summarizes the point prevalence rates of certain

diseases used as indicators of health in three surveys.

Table 1.
Point Prevalence Rates (per 1000) of Indicator Diseases
for Children < 5
-Survey / Year
: T
Disease Med. Students |Mad. Students| Household
Survey Survey Survey
1976 1978 1982
Scabies and Fungal Infections 188.5 407 7.8
Chronic Cough (Suspected TB) 296.0 339 129 '
Eye Infection 128 29 176

Sources: Medical Students .Survew
Household Survey.

‘(22 = 68.2 >18.467 p = .00l Af = 4
The test shows a highly significant difference),
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‘, f
Al i
Scabies and chronic cough both show a downward trend but not eye "'”5',,..#‘

—~ _Jy,* "
infection. The afiparent morbidity reduction may be due at least partly
| )

to health education on water use. The reducrion in the prevalence of
scabies is very significant considering the scarcity of water in the area.

The increase in eye infection has no clear explanation.

Nearly all the pecople interviewed sec a marked decline in the incidence
of certain diseasss, e.g. measles, scabies, ~ye infections, whooping cougn |
and polio. Mout people agree that morbidity reducticn of these diseases
dates back the last two years, although a few othérs have obsarved
declines since 1979. Therefore, it is probtakle that the clinic immunization

activities have contributed to the reduced incidence of these diseases.

-
The diseases that are still active and for which no reduced 1ot Fne
’y/ -

mordidity has beern. perceived are coughs and colds, W’T headaches,
malaria and child malnutrition due to limited food intake. This is
cox!ﬁ:med by the mid-term survey in which the most frequent ailments
affecting the sample children were the coughs, cold fevers, and rashes

common to children anywhere in the wrrld.

e A

3. Improvement in Health Practices

Health practices in Kitui reflact a combinaticn of influences:
cﬁltural practices, the realities of the environment, and, possibly,
the impact of health educstion. Health education has been a goal of the
mabile clinic proiect since its inception as an integral component of

total health care aiming at the improvement of heaith practices.

Health taixs are neld every ciinic day Zor the mcthers and childrern
who attend the clinics. The method {ntended for uss by the oroject
designer wa3s the psycho-social method deveioped by Paocio Fzeircw in widch

sm2ll groups of individuals intaract esuallv with » group leadar expressing
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e

¢
However, instead, a didacticpresentation with visual aids is given ‘ ?g&t oy
Yl e
two or three times to groups ranging from ten to forty women. Ek\ﬁ“‘ <

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

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

project.

The topics for the health talks are chosen by the teams with heavy
influence fror the team leaders. The same topic is given at each clinic
site in one acea during one month. The following topics were coverad

in 1981-82:

Home Accidents Skin Diseasas

Nutrition Personal aygiene

Diarrhea and Vomiting Importance of Vaccines
Breast/Bottle Feeding Treatment of lMalaria
Weaning Importance of MCH Clinics

Anemia in Pregnancy Measgles.

Lecturses are also given in schools to pupils and teachers. What
information is available on coverage by the clinics is included in the

Annexes.

All respondents acknowledga “he educative role and contribution cf
the clUnics. Even men in the communities have been zade aware of
improved health practices through their wives and children. Unfortunately,
the ccntact through the clinics is brief and the imzpact 1s thus necessarily
limited.

Purtharmore, “he eavirzamental canctralnts in fdtud zrc socnsidarabls.
For exarple, some 3elected indicators of imgroved health practices
Ay realwent of water fur drinking and saching sacterns. Howaver,

in Kitui, where a chortage of watar is a mator preblem, data on these
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indicators may not reflect the impact of improved knowledge. For example,
the fact that only an insignificant minority claim they boil their
drinking water, daspite probable animal contamination, need not indicate

ignorance. (See Annexes for additional data).

Similarly, another major problem in Kitui is the general unavailability
of food, especially of the protective class. The staple diet in Kitui is .
maize, usually wade into porridge (uji) or served as ugali. 1In some areas,
bheans are a common aécompaniment. Togethur these staples provide adequate
carbohydrates, when there is sufficient rain for their growth, and some
protein. Milk and eggs are frequently added to this diet, especially
amongst the pastoralists. However, when water is low, milk is not
very available either since the animals produce very little. In all
cases, very few fruits and vegetables are available for local consumption.
Thus, even increased awareness of good nutrition may not necessarily

allow Kitui residents to make desired improvements in their diets.

Nonetheless, the project has had an apparent impact on the nutritional
status of beneficiaries under five as indicated in the following table.
Furthermore, the measurement of arm circumferences throughout the year
July 1961 - June 1982 in the mid-term survey population showed a general
increase in armcircumference, from the first visit to the last, averaging

508 of the children with < l3cm. at the first increasing to 79%¢ at the last.
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Table 2: ﬁhtzitional Status by Weight for Age

{Harvard Standagg_)

Nutritional j§ Madical Studcnts! Mid-Term!ﬁChlld Welfare | Final
Status Surveys | Survey | Cards BEvaluation
1976 | 1978  }{1981-82 | 1961 | 1982 | (Household
Y i . E . E ) Y Survey)
1 1 \ 1982 » y
' - :
>80 69.8 } 72.1 i 74.5 ; 70.1 §75.2 64.5
] ]
B T 0 ]
60-80 30.2 | 27.9 I 23,7 | 2.4 123.4 31.4
| \ i : '
i | ! i '
<60 0 ! 0 ! 1.2 ! 1.6 ! 1.4 t 4.1
+ ' + -+ - '

Sources: Medical Students Surveys (1976 and 1978),

Mid-Term Survey (1981-82) and Final Evaluation Household
Survey (1982).

(x2 = 8,32 >7.779 and <9.487 dft = 4
Thus the test shows a siqgnificance for a p level between .05 and .l1C.)

In the mid-term gurvey, mothers warce asked about breast feeding
and weaning practices. The data shows that 947 of mothers breast feed
their children for more than a ycar while batween 70% and 85% of thase mothers
have added weaning foods by aix zonths. Unfcrtunately, however, clinic
data also showed that nutriticnal status qenerally drops by the second year.
This nay be related to weaning or Lt may sizply indicate self-selection
in clinic attendance, after the izmunization cycle,of those childran witn

ailments.
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Table 3: Nutritional Status by Age (s 2 yrs).,

Nutritional Status 1st Yr, o 2nd Yr,
>80 88.5 85.5 :
60 - B8O 5.5 42.4
<60 - 0.7 2 |
1

Source: Master Growth Charts.

Apongst the adult population, there was an apparent slight
izsprovement in diet comparing 1981 and 1962; and for 1982 the nutritional
status of clinic attendees was higher than that ¢f the general population

although this may be dues to other characteristics such as education laevels.

Another indicator of improved health practices is latrine presence.
Only a few families in Xitui have latrines (15.5%) according to the
household survey but there is an apparent increase since 1976 when the
student survey revealed orly 5% of the people with latrines. Of the vomen
questioned in the mid-term survey, there was no significant increase in
the percentage having a latrine at the first and last visits.

When asked about their concepts of disease ca;.nnt.lcn and prevention,
for diarrhea, scabies, and malaria, respondents showed a wide range of*
knowledge, with clinic respondents generally knowing more., For example,
460 of clinic respondents attribute diarrhea to such causes as conta-
minated food and flies vhile only JIs of household respondants claims to
know causation. Scabies is blamed on dirt, lack of protective foods,

and "wind®. The prowortion eware of the mosquito veccor for malaria is only




le.
25% in an“area with a high frequency of the disease.

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

There are no significant differences between clinic and household respondents.

HBowever, many people indicate incorrect methods, such as vaccinations,
attending hospitals, boiling water, and eating clean foods to prevent
malaria. The need for more health education is evident.

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

Finally, family planning is a subject which elicits varied reactions
in Kitul, ranging from mirth to apprehension and encompassing confusion
and anger. 708 of the respondents interviewed in their households
have never heard of family planning. Only half of those whohave are

Only one
familiar yich some artificial method. / of the respondents acknowledged

ever using any of the known methods.

Older women report that child spacing was a common practice in the
old days when an additional child was usually disallowed until the
breast-feeding infant was weaned at two yea;s of age. In a polygamous
social set-up, this posed no hurden on the husband who did not need
to abstain from sexual relations. 1In today's monogamous situation

husbands appear less willing to cooperate.

Where cooperation seems present, there is great confusion over the
appropriate method, and fear of the consequences. The communities appear
perplexed by the dichotomous approach in which the Catholic Church and
the Ministry of Bealth encourage differcont methodsJ the former advocating
only the natural method with its emphasis on the ovulaticn meﬁhod through
an affectiocnate and concerned relationship while the latter stresses the
greater ease and protection offerod by the range of artificial contra-

ccptives.
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Many people, however, including the mobile clinic nurses have
no real desire to limit their families until they have at least four to
six children. The fertility rate is 8.1 in Kenya and rising, while the
national growth rate is 4%, the highest in the world. (This latter is

somevhat lower in Kitui District, at 3.b3).*

Thus, although the mobile clinic program has done very well in
raising MCH coverage in Kitui, the project has not made a very significant

impact on lhe:lth kndwledge and practices.

4. Growth of Community Participation

From observations, interviews and reports, there seems to be
little compunity participation in identifyi:g health priorities in the
area and in the planning, management and evaluation of the primary health
care program. The only recorded community input is in requesting a
clinic, offering a building, nominating a few people for training,
support from some administrative leaders such as chiefs and sub-chiefs,

and at the clinic sites assisting with cleining the place.

Nonetheless, community members and leaders who have been involved
with the clinic appear ready to take the next step. Throughout Phase I
they have learned the rationale for the clinics and have accepted the
concept of preventive and promotive measures for improved health.
Aithough there is vagueness about the particulars of an expandad
community outreach program, through increased training of community
pemberes, through srzater comnunity cooperation and through home visiting,
there is a general willingness to participate in such endeavors. The

comnunities appear tu Le at a take-off point.

* Public Health Officer, Ritui.
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Several communities indicated the presenee of Locational

Develcpment Committees. They are headed by the Chief and composed

of Assis‘ant Chiefs, Headmen, and elected répresentatives from
each sub-lc:ation. These committees meet as often as weekly, although
most convene monthly or quarterly. While they do not focus their
attention specifically on health projects, they do encourage support for
a variety of harambee projects which indixectly impact upon the health
status of the community. Such projects as latrines, schools, roads,
dams and other water catchments, tree nurseries, cattle dips, land

terracing, cooperative shambas and health facilities were all reported.

Furthermore, these committees may have subsidiaries which reach
farther down to the grassroots. For example, the members of one of the
villages visited in the Muthale area were eager to participate in health
activities in their village. They identified their already existing
village develcpment committee of twelve members, two of whom are women,
ags an appropriate committee to also deal with health matters. However,

they are unsure of what they can do.

These committees could easily be tapped for their potential

involvement in the clinics and their community outreach. At least
two have specifically requested that the clinic teams spend some time

with them in a baraza, in Migwani and Tulia.

B. ACHIEVEMENT OF PROJECT PURPOSE

l. Impact on Target Pcpulation

The mobile clinics have made major strides toward accomplishing
~certain goals set out in the initial project document. The teame have

located receptive and needy communities in remote areas of Xitui District
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and have served them regularly regart ng child welfare and immunizacion
coverage for infants and young children and ante-natal care for
progm{nt mothers. They have attempted to extend their impact over time
through the introduction of preventive concepts in health education

lectures.

In terms of objeci:iﬁab].o indicators, the teams have established
a confidence in the communities regarding health care delivery by appeaving
at the clinic sites with extraordinary reguiarity (95%). The protectivs:

care encouraged by the teams thus becomes feasible,

Almost without exception, community leaders welcome the presence
of the clinics, undarstand their intended purpose and request even more
frequent wvisits at more sites. It is clear that the mobile teams have

* established a good reputation and are meeting a felt need.

Many of the health problems identified in Kitui are major ones,
‘such as lack of water and nutrition food supplies, which cannot be
rectified by the clinics. Nonetheless, communities express a belief
that health has improved through, for example, the lessening of child-
hood diseases. Unfottunately' one can only really mesasure the immunization

completion rate in the absence of contentiously collected morbidity data.

What has definitely been built up among a large percentage of the
communities is a recognition of the importance of childhood immunizations.
sni.larly, there is a general persuasion that mothers and new born infants

are healthier as a result of ante-natal visits.

Theze findings are reinforced by the general survey's information
.on existing health facilities and their utilization. Most clinic
respondencs (6l.4%) 'take more than two hours to walk to the clinic,

Many (40.1%) would spend 2 to 5 shillings if thev tock public tranmpare,

This suggests that the clinics are perceived to we roliabls znd cffa:tive.
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2. Adequacy of Clinic Services

The services provided at the clinic sites are comprehensive and
well organized. High technical skills are displayed by all the staff
concerned including the drivers. Correct procedures were observed all
the time in tba examining ;lients, taking measurements, giving vaccines
and mnintaininq.the cold chain. Thus the project appears to meet the

expressed demands of the community.

3. Extent of Intersectoral Cooperation

AsS is customary with most projects and agencies, health activities
in Xitui tend to function unilaterally rather than in the ideal
multi-disciplinary fashion. Hoﬁever, particularly at the locational
level, there are vital signs of multi~-sectoral community participation.
Most community leaders interviewed indicated the presence of Locational
Development Committees in their areas, as described earlier.

These multi-purpose development committees at the locational and even
sub-locational levels could form a basis for intersectoral involvement.

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

4. Recognition of Women Leaders

Despite repeated statements in the initial project proposal that
women's groups were well-formed i Fitui and ready to be tapped for
participation in the mobile clinic project, the teams have made only
sporadic efforts at fulfilling this project purpose. karely have women
leaders bsen asked to participate in joint planning effcrts regarding
ccsantial healsth scrvicse for theds communities. Although verbal
pronouncements have heen mnde about the fact that involvement of women,

as in training, is an essential adjunct to the clinic set-up, only a
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few women have received additional training, whether as up-graded TBA's
or CHW's. The attempts which have been made have been universally well
received, however, indicating a need for increased commitment to such

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

C. EVALUATION OF OUTPUTS

l. Mobile Health Delivery System

-

The mpile clinics have been very successful in increasing coverage.
They are regular and reliable. Only a few clinics have been closed or
~ changed due to poor attendance. There have been some vehicle problems,
but, on the whole, the mobile health delivery system offered by this

project has been successful.

The main failures in the project have been in the areas of
comminity involvement, health education, baseline surveys, training of

villagers in health care, and family planning.

2. Baseline  Data Surveys

The original promised baseline Surveys ywere never adequately
done, due to a change in project leadership and dependence on medical
students. BHence, there have bean difficulties assessing the impact
of the project on mortality, morbidity and the knowledge, attitudes
and behaviour of the people. Now, with the mid-term survey, and this final
evaluation household survey, there is some data collected which can

sexve as baseline duta for Fhase 1I of the project.
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3. Maternal/Child Health Care and Disease Prevention

The main services being provided in this area are immunizations,

ante-natal care, nutritional surveillance and health education.

Immunization coverage reveals rapidly increasing use of this
preventive service and the percentage coverage for BCG, polio and
DPT is so hich that it must have reduced morbidity due to the diseases
preventable by these vaccines. Immunizatisn coverage is between 65%
and 78% according to the 1982 household swvey. This is close to
achieving hérd -dmmunity and is very good coverage, much better than
the natiocnal figures. Of those who are immunized, 40V use the mobile
clinics, 35% use Mission-run static facilities and 23% attend

Ministry of Health static facilities,

Ante-natal coverage by the mobile clinics is also quite high.
Of those respondents attending ante-natal clinics, 318 use the mobiie
services, 21t use Mission-run static facilities and 48% attend Ministry

of Health clinics.



Table 4: Utilization of Services by Type of Delivery Point

23.

Mobile Mission -
Clinics | static ﬂ::q:loi"u A§° Total
Clinics Swer
-—
!
owWe "°'§ s No.l ' & No. Y No. | % No.i o
o
37‘% 39.4 ;1 34 36.2 21 22,3 2 12.1 94 1100
ANC 33 5 30.8 | 22| 20.6 52 '48.6 - |- {107 {100
: _
Source: Household Survey.

The following table shows improvement in all the services since

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

coverage.

low, however.

The number of visits per woman per preganancy is still too

times and to return for post-natal care.

Table 5: MCH Coverage by Year (in §)
YEAR 1
Service /Immanization 1979 1980 1981 1982
BCG 35 85 74 76.6
DPT 36 99 63 72.6
Polio 37 100 82 75.3
Measles 17 46 41 44.3
Tetanus Toxiod 14 20 19 37.2
!
ANC
Coverage 13 32 29 40
Revisits/visits ratio | 1.2 1.3 1.6 1.6

Sourca:

Semi~-Annual Reports.

Pregnant should be encouraged to visit at least four
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‘Nutritional surveillance of both mothers and children has been
undertaken through child weighing and individual conversations about

improved diet.

‘Bealth education has already been discussed.

4., Promotive and Curative Services

The promotive aspects of the clihics have alread’ been discussed.
Since the clinics are designed to be promrt:ve, the curative aspects
are deliberately down-played. Of course, no truly sick person is turned
away when medicines are available but common non-serious complaints are

discouraged.

On the other hand, mothers are urged to bring all sick children
aged under S5 to the clinics for diagnosis and treatment. A nurse
examines each child, presents medication, and advises the mother on

proper care and feeding of her children to avoid illness.

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

the table in the Annexes).

S. Training and Instruction for Women's Groups

As indicated earlier, the project has made only beginning gfforts
at training women in the communities, whether upgrading the skills cf
recognized traditional birth attendants or creating a cadre of community
health workers. The teams acknowledge this {Esgﬁa and insist thgy will
make renawed efforts in a second phase. These effarts will be greatly

facilitated by the requested presence of seconded Ministry of Health

employees.
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The training undertaken to date has largely been resi. :ntial
in the team headquarters, spanning two days to three weeks. Many of
the shortaer sessions have been followed up with additional training
for the same lndividuals: The courlé curriculum has ranged from
beaing simple andlpaxticipan;-deternined to being quite alaborate.
For example, the courses offered in Mutomo by the seconded Public
Bealth Techniclan included discussions on water supplies, refuse
disposal, 1aLrines,.rodent control, food storage, personal hygiene,
insect vectors, commumnicable diseases, midvifery and maternal and
child care. A short examination was given at'the end with results

ranging from 708 to 908 correct.

There are few returns so far from the workers who have been
trained. Follow-up of these workers is also difficult due to a
shortage of staff. The TBA's, however, appear to have been the most
receptive to skill upgrading. They are accustamed to handling the
health problems of women in the community and appear to welcome the
oppertunity to add'to their knowledge. Those interviewed indicated
that th;y received no cash remuneration for their services and only
occasionally payment in kind. Hence, they may be considered a precedent
for emulation in inaugurating the planned MoH program for training

volunteer CBW's.

A detailed account of the specific training undertaken by the

tesams is given in the Annexes.

6. Training for Community lLeaders

There has been virtually nc training of community leaders.
Instead, thore Las been contact with the community leaders in order to

arrange for clinic sltcc znd dzotas. Maly Cowwenicy ieaders wolaG appear
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- of
to welcome barazas or other forms/ additional support, &according to
\
their interviews. Where specific requests have been made (e.g. in

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

up.

-D. SUITABILITY OF PROJECT INPUTS

1. gerlonnel

Each clinic team is composed of one team leader, two staff nurses,
four aides and a driver. In Mutumo two of the aides are replaced
on a rotational basis by student nurses from the Mutomo Hospital School
of Nursing.. One team also has a Public Health Te;hnician, seconded by
the Ministry of Bealth. The team leader in every case i3 an expatriate,
mostly Irish Sisters from Catholic orders. The remaining staff is

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

The team leaders are exceptionally well-motivated, conscientious
and enthusiastic about the project. They are diligent and perservering,
determined to adhere to the established schedule despite occasionally
overvhelming odds. These positive qualities add a unique and essential
dimension to the project but also make it virtually impossible in a

government system.

The staf? nurses, trained as Enrolled !13wiwves, in mcst cases
are skilled in their tasks and personable with their patients. Some are
particularly enthusiagtic about their roles as educators. Despite
their current interes< in the proischk, however, noma progpsses to male
it a2 career. Theilr terms of service ranga from a few months to two
yoazss, tha.maA;mum. Tne team leaders are trving ta encourage a

miaimun cocmitanat of one year £rcn now on.
d
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The aides are often local girls who have a greater stake in
remaining in the community. Thus, their longevity of service tends to
be greater. Furthermore, despite their minimal training, or perhaps
because of it, they often seem to proceed with greater endurance and

enthusiasm.

The student nurses in Mutomo serve twice monthly on a rotational
basis. Not all of thap are good; but all ol them are thus exposed to
the principles of community health. Thosc that show themselves to be
qualified, serious and gifted are usually seiecteqifor subsequent full-
time service. With this nursing school the project is assured of

having staff readily available.

The drivers on all teams are full members of the teams. They
participate as needed, weighing babies, registering mothers, and
assisting with other tasks. They are generally the longest serving
team members. As drivers they must contend with the hardships of
rugged roads and are expected to keep their vehicle in conditiocn.for

the fiqoroﬁs safaris. These tasks they perfbrm cheerfully.

This staffing pattern has been adequate for the provision of
minimal clinic services but it has not allowed for the establishment of
a community-based system. The . conded PHT and CN per team planned for
in Phase II, if achieved, would enhance the required inputs towards

achieving the project purpose.

2. Equipment

Drugs are the main item of equipment purchased with the project
budget. Drugs s.e purchasad by the team leaders ~n a quarterly hasais
from c antxal stores in Nairobi, usually when the vehicle is being

sarviced. Thara are no reported instances of drugpilferage a problem
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-

frequently associated with government facilities, Supplies have been

reqular and adequate, as confirmed by inspeétion at the clinics.

Other equipment includas office supplies, consumablas, furniture

and so on for which the budget has been adequate.

3. Vehicle Operation and Maintenance

The project is equiped with three Landrovers paid for by USAID
funds and a latsun built-up pickup. The Landrovers have been with the
project since the beginning. A fourth older Landrover was replaced in
June 1982 by the Datsun, a cheaper vehicle, lacking four-wheel drive,
| by separate funds collected by CODEL especially for the purpose.

(It is the unanimous opinion of the Mutomo team, which uses it, that it
is not a satisfactory vehicle for the Kitui roads. 1It is not dependable;
it is not sufficiently durable; and it is doubtful whether it will be

able to navigate the rcads in the rainy season without four-wheel drive),

The supervisor utilizes a vehicle borrowed either from the Diocsese

or the hospital. Petrol money comes f£rom thc project budget.

The longevity of a Landrover is estimated to be about three years;
hence, the three older ones will undoubtedly need to be replaced during

Phaie Il. The Datsun also will have to be changed for a Landrover.

4. Travel and Allowances

The clinic staffs gaenerally appreciate their roles and feol they
are being justly compensated for thair work. The staff nurses reccive
{shs.200/=)
an additional monthly bonus / above their salary (commensurato
with Ministry of Health salaries) for their safari work. What they Jdo

not have is any ranking in the c£ysteo due to longevity of work:
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application has been made through the Xanya Catholic Secratariat for this

privilegs.

The major complaint lodged refers to the length of the working day
accompanied by the tiring safaris. The average safari taken four days
weekly involves travel ranging from thirty minutes to ninety minutes
each way over bumpy roads. More irportant, the t:nuu.tako no mid-day
break. Once they n:;ive at a clinié site and beqgqin serving their patients,
they feel compelled to continue working unt.l all patients have been seen.

The staffa' diligence and willingness i3 to be commended. They are

right to argue that {t would be unfai{r to halt their work when the
women waiting have ccme long distances and themselves have no acceas
to refreshment, Nonetheless, particularly in the hot weather, the
nurses cnd thedir aides are rondered lesy effective due to thirst,
hunger and fatiguas., Once the clinic ends, the staffs are tired and

gager to return hcme when they might be able to contribute add.itional

timo towardcicmmunity work.

5. Local Resiurces

The vaccinos for immunizations are the main item providad locally
by non-USAID funds. These are supplied by thae Miniscry of lealth.
As with drugs, the supply haas been reqular an! adequate for the 20at
Once again, therzo has boan no pllferage Jue to the project's

part.

careful monitdring of aupplius,

Additionally the Diocmas contrihutes scme ataff hcusing, offices,

stores, and per diema for Nairobi stayas, amcnger ntharn,



6. CODEL Funding Support

In addition to the USAID grant monies channelled through CODEL and
the local resource contributions made by the MOH and the Catholic
Diocese, as itomized, CODEL has occasionally provided supplementary
funds. The new Datsun replacement vehicle, for example, was purchased

by supplementary funds generated by CODEL.

E. COST OF_SE .VICES

Although an excessively quantitative economic analysis is difficult
to perform on a so-called "soft" project such as this one in the social
sector, an effort will nevertheless be made to determine the costs
of the services per beneficiary and to analyze the cost-effectiveness of the

project.

The éost acsessment aust include salaries of personnel, travel
and gsubsistance, depreciation of capital expenditure, administrative and
office support,and all materials and supplies used. Effectiveness of
the services may be measured in terms of the number of users of all the

services provided.’

In order for a project like this to be cost-effective, given the
ccherant expenses involved in operating mobile clinics, the potential

target population must be sufficiently tapped.

The potential benefits of this hesalth project include: reduced
zortality, especiclly amongs: newtarns, infants and young children;
decreased time and mwoney spent on care of the sick; fewer absences
from school and work; improved attitudes toward child spacing and

family limitation; reduced suflering and anxiety:; and general imorove=-

mant in attituder towards development, both for oneself aad for the
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community at large. To impute these benefits in monetary terms is

at best_a difficult exercise, if not a false one, ﬁ&, for example,
attempting to calculate the financial valﬁa of the\;iined work potantial
through better health, at the current wage for agricultural labor.
Bence, the ana;ysil concentrates on cﬁst-effectiveness rather than

cost-benefit paramestcrs.

The »n:lvsis that follows is based on the costs and activities
of a one-year period, July 1, 1981 to June 30, 1982. The first
~ table sumnarizes the cost of services Ly team areas and by items

of expenditure:



Table 6:

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

—t

(IR

) Health Medical
Team Salaries Treasport Equipment Education Supplies Total Vaccines New Total
Kilaangao 68,932 47,650 86,992 1457.45 16,057.101152,156.55! 6,393 188,775.10
Muthale 88,341.40 33,209.75 4,407.40 ! 4609.70 15,168 145,775.55¢ 7,015.70 } 182,976.80
Nuu 85,087 51,600.05 3,236.90 | 1428.55 .35,060.75} 216,413.25 2,632.,40 | 212,172.70
! Hutomo i 80,313 57,567.45 2,869.00 12;71.20 18,794.10/179,314.75¢! 6,131.75 | 212,770.55
' e
! i :
i Total i 342,673.40 190,027.25 97,505.30 P7266.90 85,079.75!693,620.10! 22,172,85 i 796,695.95
[]
4 — -1 ... )

Source:; Project Expenditure Records.

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

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

43



(XShs)

Tiuble 7: Cost of Vaccines (July 81 - June 1962)
Huu Muthale Kimangao . .Mutomo Total
Vaccine Cost/Dose No. Cost No. Costj{ No, Cost No. Cost No. .Cost

== - - I
Mrasles 1.80 627 1128.60; 1932 | 3477.6p 2000 3599.40} 1676 |} 3016.80 {6235 11223
Pollo 0.02 2694 53.90; 6915 § 138130, 5291 105.85;6264 | 125.30 {21164 432.30

- -4 : -._...{.
DIT ! 0.28 2878 805.85 6622 | 1854.20 5276] 1477.30{ 5434 }1521.55 {2Q210 { 5658.90
BCG 0.27 1325 357.75 3096 § 836 2315] 625.30{2624 | 708.50 } 9361 | 2527.55
Tetainus Toxoid 0.34 842 286.3q 2087 | 709.60y 1721y 585.15{ 2234 § 759.60 | 6884 ; 2340.60
Total 2.71 8366 2632.4d 2Q652 § 7015.70 14604, 6393 18232} 6131.75 | 63854 | 22182.25

: t
- ——————e———— T -

Source: MOH Figures and Semi-Annual Reports.

!

Finally thare is a calculation of the number of users (beneficiaries) of the varlous serxvicee:

‘€E
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Table 8: Number of Users (Beneficiaries) (July 81 - June 82)

(lst Visits Only)

i
Service i Nuu Muthale Kimangao Mutomo Total
1
Curative i 3520 6385 3636 3307 22,848
BCG 3325 3096 326 3525 10,072
ANC (New) 1,587 3274 1,23° 2686 ‘7,884
Bealth Edu-
cation / .
Seminars 150 458 - 309 917
CHW/TBA
Training 23 60 10 a | 97
! L !
T
TOTAL 6605 12273 : 7109 15831 i 41,818
\
1 i
fue wsn b

Source: Semi-Annual Reports.

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

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

Cost-~Effectiveness by Team Arecas (Varcine Cost Included)

Kimangao:

188,775.10 (total costs)

shs, 26.55 per beneficiary.

7109 {(usexs)

Muthale: 182,976.80 = Shs.14.90 per beneficiary.
12,273

Nuu: 212,172.70 = Shg., 32.10 per beneficiavy.
6,605

Mu w = Shs,13.40 par beneficiary.
15,831
[3

Total: ~136.525.95 Shs. 19,05 per beneficiary

41,818
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These figufesue higher than those calculated by the project staffs in
"their Semi~-Annual Reports. Their figures indicated costs ranging

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

However, thes project staff took as their denominator the total
number of immunizations plus the number of cuiat:ive visits. Thus,

the cost actually computed was the cost per visit, not the cost per

beneficia:_:z,with many beneficiaries having at least one re-visit during
the report peviod. In this report :-the number of users, limited to

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

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

in the numerator, a major item of expenditure, because these were !J.\\ "‘\X"

supplied by the Ministry of Health., This error was noted by Dr; Morris ] '\,'\‘

in the Mid-Term Evaluation, ' When these errors are corrected, the cost 'E::w

per person is still quite low, at Shs.19.05 per person. V"(
S\
\

Comparison with Ministry of Health costs indicates that the services
provided by the project's mobile t:.ain are relatively cheap. Two cf
Kenya's better Rural Bealth Training Centers (RHTC), located outside
of Xitui, can be taken for comparisun. Tiwi RHTC has a calculated
cost-effectiveness of Shs.120/00 per person while Maragua RHIC's services
cost Shs.43/70 per person because it serves more people. These figures
m' lower than the budgeted nationail average of Shs.97/30 per patient

based on costs of Shs.5,700,000 to covar 58,000 patiunts in cach ceater.

Anothar comparison can be made for {mmunization coverage only from

& typical Rural Hsalth Unit Headquarters (Health Centre), as follows:
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Annual Cost of Typical Health Centre ({HHU BHeadquarters)
(With Curative and MCH/FP Services including Immunizations)

Total Cost : Shs,. 510,000
Immunization Program

vepreciation of vehicles :
and other Equipment 67,000

Vaccines 34,200
Other supplius 4,080
Administrati e costs 102,000

(208 of total)

Shs. 207,280

..

(Source: Report on KEPI 1378).

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

child is:

207,280
6,000

Shs. Sh. 35 per child.

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

The mobile teams' cost-effectiveness diminishes considerably
when the figures are analyzed more closely, however. For example,
because measles coverage and thus completed immunization coverage is
fairly low compared with coverage-of the earlier childhood immunizations,
due to the age at when it is given (after 8 months), the cost per recipient

iz much ‘“higher, as follows: (by team area)

Muthale Shs. 76/60 per patient
Ximangao Shs, 79/30 per patient
Mutomo She.132/80 per natient

Nuu Shs,290/20 ver patient.
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Another expensive service is health education, calculated to cost
Shs.151/20 per person reached. This compares poorly to the Ministry
estimates of Shs.37/60 per person contacted. Part of the reason for

this ridiculously high figure is the lack of records of the number of
pecple reached by the teams wich health education and related activities,.

however.

If these latter numbers, of village trainees and audiences at
health education sessions, 7zeadded to the figures for service recipients,
the overall cost-effectiveness ©f the project increases,as the denominator
becomes larger. The higher the attendance at clinic sessions, the lower

will?%ie cost per beneficiary.

One way to ensure this is to visit the site with utmost regularity
in order that potential benaficiaries can develop a trust in the system,
which the clinic teams have done. The second is to extend the clinic's °
influence into the community, leaving behind a legacy of increased
awareness and trained community members, an effort which will need to

be emphasized in Phat * II of the project. =

It can be noted that the MOH will certainly never be able to
operate this system as efficiently, with the same dedication and
reqgularity. As a result the mobile clinic costs will increase per user
and'ﬁhe user numbers will undoubtedly decrease. It must thus be hoped
that, by including seconded MOH employees on'the teams to allow greater
community outzreach, sufficient CBW's can be trained to permit
transference of many of the wobile teams' activities onto them. At such

tine,'tho mobile teams may be able to reduce their travel.

In conclusion, this primary health care program is cost-effective
if administered by the Diocese of Kitui. Under the Ministry of Health,

however, it is predicted chat the coscs per hereficiary will ries to
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unacceptable lavels because thé number of beneficiaries is likely to |
£all. Thus, the MOH may not be able to afford the project as it is.

It may therefoare be better to work with the community members to devise

a scheme .whereby they can meest me of the costs, as is done in sev)eral..
other health projects eslsewhere in Kenya. Each user would need to pay
omly Shs.20.00 per year. If this is too high, they could begin by paying
Shs.10.00 per year. This can be discussed with community members as

theY are bent able to judge what they can afford. The project so -
formulated wonld sta;md a better chance of success than the planned

caomplete transferral to the MOH.

In the lomg run, the MOH should be able to supply personnel and
perhaps wehicles but the operation -of the vehicles, the supervision
of the staff and the community-based health care activities would be
moxre sgsuccessful in the hands of Diocesan staff, The project is simply

not replicable Ly the Ministry of Health.

P, COMPLIANCE WITH GRANT "ROVISIONS

Compliance with the provision of the Operating Program Grant
authorizing fumding of the project has been good. Reports have been
sent in reliahly twice amnually. The budget has not been overspent
and no expenditure has been disallowed. 1In fact,' the funding period
has been extemded by six months to March 31, 1983 since not all of the

original gracs money was cbligated by the end of the three-year project

Moa.



39.

V. CONCLUSIONS AND RECOMMENDATIONS

A. PHASE I

1. Summary

The Catholic Diocese in Kitui District has managed to keep four
mobile health teams cperational in a place where most tsams would be
dafeated by logistical ptnblm'involvinq vehicle maintenance and drug
supplies. The Diocese, through its dedicated health staff, has
successfully brought primary health care services to remote areas of
- Kitul Digtrict formerly unreached by modern health services. In the
last three years the project has shown progress in meeting most of its
cbjectives including reduction in actual and perceived morbidity and
mortality rates, in i.mparti.ng' health education on topics of community
interest, and in meeting health needs of expectant women and children
under five years of age. As such, the Diocese is to be commended and

t.hé project can be considered a success.

Nonstheless, there are areas of weakness. One was the failure
to collect sufficient baseline data against which the impact of the teams
on the health of the affected communities could be measured. Furthermore,
it wvas expected that the project would be community-based when it turned
out to be niniy clinic-based. Whils this may also be considered a
fallurs, it :ll.r.u.iud that more time and more staff are required for

adequats commmity outreach.

Efforts and resources must now be dirscted towards sencitizing
the communities to what they are capable of doing to golve many of their
cwa health probleas. JSniy ithis can provide ¢ lasting solution to

these communities. Until this hac changed, the program will rcmaln

limited to and dependent upon external support and cannot be called
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Primary Bsalth Care in the sense of the Alma Ata Declaration.

2. Recommendacions

I. REPUND AT CORRENT BUDGET

The project should be refunded for a second three-year phase

on accommt of the vital services it provides to remote areas.

(1) The number of clinics should remain at 16 per team.
Although there are repeated requests for more clinic

sites, no new ones should be added.

() Climic sites should be phased into the MOH's planned

intgrated system.as soon as possible.

IX. MAXYIMIZE COST-EFFECTIVENESS THROUGH INCREASED COMMUNITY COVERAGE

Wwhexever feasible, effcrts should be made to increase attendance
at the clinics through barazas in order to increase cost-effectiveness

.and maxisxize community coverage.

() Each team should writas up its clinic format, using
tims-and-motion study techniques, to determine the
optimm use of available space and psrsonnal and to

desterrine the desirabilicy of an integrated approach.

(D Clinic staff should spend more time with individuals
durdng the clinic if time ig r.. !lable.

Maro time dust 2luays be given tc high risk clients.



III. SEEXK MOBE SECONDED EMPLOYEES IMMEDIATELY

Every effort should be made to arrange for ths secondment of MOH
. employees to each team as s00n as possible, preferably both a PHT and a

CN, to allow for cossunity work.

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

in the injitial stages.

(2) They may need to be rotated amingst the teams on a three-or

six-monthly basis until a full complement is seconded.

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

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

(4) The project supervisor should bte relieved from being in
charge of the Mutomo team and should be more responsible
for the personnel working on the Commmity-based and

evaluation aspects of the program.

IV. INCREASE COMMIRITY INVOLVEMENT THROUGH DIALOGUE

Several suggested methods may help the teams to increase thair

community impact and thus render the prcject more community-basecd.

(1) Seconcdad employeas should be used as they becowe
availabls for community sensitization, training, home visiting,

community diagnosis and mouitoring of iapact.

(2) Teams shouid Asvise a rchedule each six ronths for
communi ty outreach to be agproved by the tenm leadrr and

conveyed ¢o the proioct cupesviccr far consusrance.
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{3) The AMREF guidaline "How to Start a Community-based

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

4) Regular community seminars should be organized to

enhance sensitization and mobilization of the community,

(5) ZEvery year all members of the staff should spend sone
time in the communities to cnhance their understanding

and foster dialogus.

V. EXPAND AND INSTITUTIONALIZE TRAINING EFFORTS

The original project mandate should be addressea in a more

thorovugh aanner, especially as additional personnel become available.

(1) More coumunity members, especially women, should be

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

(2) Training should take place in the community as much as
possible rathsr than at the clinic headquarters once
the new personnel have become familiar with the

procedures.

(3N More TBA'sghould be upgraded in accordance with the

. MOB's training format.
(4) The psycho-social method should be used more intensively.

() As TBA's and CEW's are trained, these individuals can
®
accompany staff members in coorunity work in order to
bealp out, to learn more and to familiarize the comzunities

with their new rcles. They can algo halp at MCH clinics

&nd parhaps reéplace the Clinlc Aldus.
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16) Fridays should continue to be used for additional
community outreach and training according to a definite

schedule,

VI. COOORDINATE WITH OTHER SECTORS

The goal of intersectoral cooperation -for development activities

should be adiressed for the benc€it of all.

(1) Joint involvement with other development officials and
government administrative and extension personnél should be

actively sought.

(2) Pomsibilities for liaising with Loccational Development

Committees and their subsidiaries should be explored.

VII. OONTINUE SEMI-ANNUAL STAFP TRAINING SEMINARS

These sessions are excellent for morale, cross-fertilization and
skill upgrading and will he especially usefui durxing the transition
period.

(1) MOH officials and prospective staff should be included

wvhenever possible.

(2) Discussions on new approac. .s to commumity dialogue, the
transition to MOB control and self-evaluation snould be

emphasized.

VIII. EXPAND PAMILY PLANNING ACTIVITIES

The Catholic stance supporting natural family planning through
the ovulation method is acknowledged but the teams are encouraged to
discusc more hroadly the ratiunaie benind FP. They may thea indicare

to their clients where servicos are provided.
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Men are to be included to ensure that their cocperation is

enlisted.

The Mutomo Hospital program is to be centinued to allow
the training of comnitted users of ths natural method in

techniques of teaching others.

The MO8 FHFE's should be enlisted to participate with the
mobile teams to allow greater coverage and exposure to

a t.ficial contraceptive methods.

IX. EMPBASIZE SELF-EVALUATION

The teams should become much more involved with evaluative

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

term evaluations with only a final Phase II evaluation performed by

outsider=.

¢ 8)

(2)

(3

The forms should be altered according to the recommendations

in Section V (B) to allow for easier and mors relevant data-
gathering.

The Semi-Annual Reports should include additiomally:

(a) 5Status reports on integration with MOH.

{b) Detailed descriptions of health educatior and training.

{(c}] Summaries from cumulative CN mastar charts and ANC
visits,

(4) Bealth statistics, with hospital and clinic-based
porbidity figures.

More chought needs to be put into how the CHW's can rep.lace

the mobile servicer completaly since they cannot give

immunizations. The pervices aoay have to bo an apprepriale

=ix cf 3tatic, acobilae and coamunicty-vased nealth care

serVvices,



4s.

X. INTEGRATE WITH MORH

As the mobile clinic project is scheduled to be integrated with

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

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

taken into consideration.

(1)

(2)

(3)

(4)

(5)

One mobile team should be phasect-over completsly as a pilot

ezfort, perhaps the Muthale teax.’

MOR employees at all levels should become involved with the

Diocesan project.

The coordination of the project should be shifted to the
District Public Bealth Nurse or her delegate. She would
understudy the current project supervisor in a transition

phase.

Consideration should be given to locating other-means of
financing the services in the future, such as user contributions,
and to granting a Phase III grace period of additional funds

to ease the transition.

The Catholic Diocese should be encouraged to remain involved
with the undarservel paople of Kitui even after the MOB
absorbs the major uspects of the project due to their proven

capabilitias and moral commitment.
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B. PHASE II

Phase I of the Kitui PHC project is drawing to a close.
The extended final deadline for the disbursement of the initial
$413,000 USAID grant is March 31, 1983. The Diocese wants the project
to be refunded for a second three-year pertod, to allow the initial
accoxplishments of the outreach effort tc be solidified and to permit
the gradual unmt.tgn of the responsibility for extended primary health
~care in Kitu' District by the Ministry of Bealth as part of the

Integrated Rural Bealth Project to be funded by USAID,

This latter project is intended to establish a more effective
primary health care delivery system meeting the needs of up to 70%
of the population in Kitui District. Government and non-government
hesalth providers will be integrated into a comprehensive system
offering curative, preventive and promotive care. These health
activities will be coordinated to the greatest possible extent with

other development activities in Kitui.

Thus, during Phase II, the Diocese is committed to continuing
the implementation of the project according to the basic principles
of primary bealth care as recommended by the World Health Organization.
To do this, the project must: be shaped around the life patterns of the
community; bs an integral but periphsral part of the National Health
Care System; be integrated with other community development activities;
involve the community in its planning and implementation through a
continuous dialogoe with the community and with reliance on available
resources within the community; be within a cost that the country can
afford at every stage of its development; be jintegrated in apprcash

providing curative, preventive and promotive services; and provide

health intervention at the most peripheral level possible,
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-

Phase II must now build upon the foundatiom already laid to
bring about more effective community participatiom and the involvement

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

1. Community Participation

It is encouraging that in Phase II there will be emphasis on
health education and family plan.ning,_ by the natural method. The Phase
II document zlego {ndicates that somé home visiting and training of
community or village health workers will be done. These activities must
be planned for and carried out systematically, and this should appear so
in the Phase II document. Some system must be deweloped for the
initiation ofl the community-based aspect of the'ptogrm which can be

modified as situations demand in different areas.

With the planned additional two members of staff per team,
a conmmity Nurse and a Public Health Technician, joined by the data
collection aide already hired per team, the commumity-based work and
data collectiocn can be done in a more systematic mmnner. This work
should include:
- Sensitizing the communities to an asaremess that they
can take some responsibilities in lockding after their

health.

= PFacilitating community organizations whkich would enable such
participation (e.g. formation of health comittees).
= Initiating the selection of village heelth workers by the

villagers.

~ Training CHEW's and TBA's,
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- QCarrying out regular community diagnosis exercises
and keeping records of rdlevant data under the guidance
of the project coordinator. This data would involve
the community as much as possible and any results of

analysis would be discussed with the villagers.

= CQarrying out transectoral discussions and iiaising
with government and non-govsrnment extension workers

and other administrative officials.

= Carrying out most of the health education and school

health activities.

If the full complement of these employees is not i. - -“iately secoaded, those

‘available can rotate amongst the teams.

2. Integration with Ministry of Health

Phase II of the project is defined in terums of q:adual. absorption
into the expanded Ministry of Health Integrated Rural Health Project
for Kitul scheduled to begin in 1983 and extend with USAID funding for a
minimm of six years in two tranches of three years each. Tha MOH .
has indicated verbally a willingness to absorb the current PHC project

due to their recognition of its usefulness.

The crly actual step taken to date, hoﬁvor, to ease the transition
has been tha secondzent of a Public Health Technician to one team, based
in Matomo. This individual nhas been trained snd supported Ly the
Ministry of Bealth. He utilizes the tecam's mobile facility to extend its
outreach in its catchment sres, The intoation 45 o give tiie emniovee

a familiarity with the operation of a mcbile servica, tc extand the clanic
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tean's impact bayond the clinic site, and to.increase the cost-benefit
ratio of the project by addi.hq an extra dimension of service to the

costliest aspect of the project.

Cartain reservations must be offered regarding this plan. Without
exceptiom, respondents expressed a concern regarding the feasibility of
this tramsition. Most would prefer to continue to have the cli.nics
operated by the Diocese, {inding the personnel dedicated and reliable.

MOH employees are not perceivaed to be so hard-working and conscientious.

It should also be noted that the supervision available for thess
mobile tmam mexmbers is impossible to achieve in the public sector because
of the mmltiplicity of their responsibilities. Likewise, assuming that
the Ministry intends to maintain a certain mobile capability, reservation
must be offered vid a vis the reliability which can be anticipated.

Most respondents acknowledged that MOB vehicles are frequently inoperative

due to meeded repairs and/or shortage of petrol.

The Integrated Rural Health Plan intends to rectify thase
vehicle problems by developing garage facilities in each headquarters
where vahicles are based. Petrol shortages should be eliminated,
at least early on when adequate resources are available, unless the GoK
dscides to rut.rict patrol imports even more. (In such a case,

even the Catholic Diocess vehicles would suffer).

Thase reservations wers expressad by community members, Diocese
staff, and Ministry of Health personnel alike at several levels.
Nonsathalass, the gradual absorption of the primary health care systenm
by the HON {s already planned as an intsgral part of the project's
second piaase. Although no concrete talks have as yet been held involving
all thres parties, the Ministry of Health, USAID and the Catholic Diccese

in Kituid, the proposed scenariv of transition involves the takeover c¢f one
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clinic by the Ministry in 1984 followed by the assumption of responsi-

bility for the other three at six-month intervals.

The transition towards integration will be eased considerably 1if

the following suggestesd steps are thkan at tha appropriata time:

Year 1:

{a)

)

(c)

Integration wvith the MOH should begin in Jinunry 1983, by the
MOH assiyning staff to take part in the program at all levels,

even if on a part~time basis,

The semi-annual senior staff workshops mhould be attended by the
District Public Health Nursa, the District Public Health Officer,
the District Health Education Officer, the District Development
Officexr, the Community Developmint Officer ahd the Madical Officer,

if he is available,

At least four additional staff members should be assigned to work
vith the teams. They should be Public Bealth Technicians or
Community Nurses, preferably assigned in pairs. These staff

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

Year 2;

{a)

(b)

The coordination of the project should be transferred to the
District Public Bealth Nurse, or to whocmever she may delegate
the responsibility. She would understudy the present project

supervisor of the project.

The complete trznsfar of the Muthale tcam and its catchment area

to the MOH should be made.
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(c) At least three more members of staff should be added to the
program from the MOB apart from the Muthale team. These three
would join the previous five in enhancing community-based work

in the Nuu, Mutomo and Kimangao areas.

Year 3:

(a} The wort of all the teamssshauld be evaluated to establish any
problems that would affect the complete transfer of the other

teams to the MOH.

(b) The Mutomo team and its catchment area should be tranferred to the
MOH if the accompanying static facilities are ready. (The Nuu and
Kimangao teams will have to wait until the 1986-89 phase according

to the information available).

In fact, as the integrated program expects to cover only three
divisions (Near North, Bastern and Southern} in six years, it may be
more realistic to expect that only the Muth;le team could be taken over
in the first three project' years, i.e. during Phase II of the mobile
clinic project. The next two teams, in Nuu and Mutomo, would be taken
over in the second phase (1986-89). 1If this is anticipated in time,
we advise that funds be sought for a Phase III of the currant project
to allow a smooth and successful takzuvcr, It would be disastrous if the

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

It should also be noted that the Diocese health delivery system is
actually the best suited for the work required by the comnunities.
Thus, although the transfer to the MOH is desirable, it is clear from
the experiences during Phase I and from other GoK ministries that it
may be a very aifficult avetem for the MW te run, Hore ars somc

reasons for this:
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(1) The program is transport intensive. This makes it both
expensive and often unreliable since the maintenance of
Government vehicles in peripheral facilities is usually
inefficient. Although the new mj.nt;mance system proposed in
the integrated program may soive this problem completaly,
the mobhile system would still be difficult to run without

external aid.

(2) The present projact coordination nnd' supervision work is done
totally by expatriate, missionary, full-time, well-trained
senior personnel. Simjilarly trained local personnel in
enough numbers to assign to the working teams full time cannot
be realized in the next six years. Even if some are found,
they will have many other responsibilities, family and professional;
hance, the level of commitment to the project will be lower than
that provided now. Thus the program is unlikely to be run with
sufficient efficiency to snsure a reasonable level of cost-

effectiveness.

For these reasons, the Diocese's continued participation in the project
after the MOH takeover is desirable. Discussion with the MOR should
take this into account and an acceptable mix of responsibilities and

resources should be worked out.
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3. Evaluation Methodology

a. Relevance of Mid-Term Evaluation Techniques

The evaluations, both internal and external, during Phase I, have
proved unsatisfactory for a number of reasons. Consistent and comparable
" data has not been available from the inception of the project when
inadequate baseline data was collected. The only initial information
for measurement was provided by two separate studies conducted by medical
students frum the University of Nairobi in 1976 and 1978. This data
was not specifically correlative to the whole project area as they covered

only two sub-locations each time,

A first evaluation, conducted in 1980, was considered unacceptable
by USAID because it too failed to provide sufficient quantitative |
maeasurements., A second mid-term evaluation, prepared in 1981, attempted
to correct this lack by generating the requisite data, Purthermore,
this latter evaluation instituted a data=-gathering system to provide

continuously available information for on-going project monttoring.

The final evaluation team is vnfortunately not fully satisfied

with the new system for the following reasons:

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

from the reference population in a number of ways.

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

unknowingly, bias the responses.

(c) The study population is transient and the paeriod of study is therafore
not long esnough for changes to occur in the indicators of health
being msasurod (e.g. diat, latrine presence and quantity of watar

used) in response to ilealth education,
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“(4) The important data on thﬁ supplementary data collection
forms can be recorded on the relevant MCH forms for all
users and hence the ugers of MCH clinics can still be
followed up (e.g. child measuremeants, important illnasses,
gestation at first ANC}i:tgser of attandances per pregnancy,
outcome of pregnancy, post-natal visit, completed

iwumunization). :

{e) It is not enough to focus on .sers only since the project

aims at a lasting change within the community,

(£) The service teams did not seem to understand the reasons
for the supplementary information neither were they able to

use it for self-evaluation.

Nonetheless, the teams are encouraged to tabulate the data collected

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

it a3 part of the baseline data for Phase II against which future changes

can be measured,

b.

(1)

(2)

(3)

(4)

Revised Techniques of Data Collection for Phase II

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

to provide a diagnosis of the main health problems in the target

community and factors determining these problems;

to form a basis for planning, organization and implementation;

to provide feedback to service providers and to the community
served regarding the inputs, the outcomes ard the impact of tha
sarvicec prcvided; and

to axpose implerentation approaches that mey ncad modificatic:.
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The baseline surveys, semi-annual reports, mid- term evaluation
reports and the present evaluation all have provided very useful data

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

.

The main consumers of these reports should be the service
planners, providers and the community served. Thus, the data. to be
collected either continuously or by periodic surveys must be the minimum
required. It is8 to be noted that this is a ux;vica project, not a
research one, -and hence there are limits to the amount of data collection

that is possible.

The service system should thus be able to collect most of the
data for its own evaluation; external evaluators should only be needed
to validate the data collected and further analyse them., There is great
value in self-monitoring by the teams and in self-diagnosis by the
community. If this is mutually understood, then data collection becomes

a joy, not a burden.

It is thus proposed that a simple monitoring system be instituted
whereby a few selected tnditators can be gathered regularly by the teams
themselves with a more comprehensive evaluation completed at the end of

Phase II by external evaluators. These indicators are:

(1) Infant tortality

(2) Morbidity

Scabies

Chronic cough

Sore eyes
Nutriticnal status.



(3)

(4)

(5)

Health practices

Child feeding and weaning
lLatrines
Water source and distance,

Community participation

Health committees
Number of maetings
Composition
Resolutions

Contributions

Cash

Xind

Joint meetings/workshonrs

Attainment of Purpose

Number of services
Preventive
Promotive
Curative

Coverage
Ante-natal
First vigit (when)

‘Number of visits per pregnancy

Child welfare

BCG

Measles

Completed immunization

Scope/Quality of services.

56.
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(6) Inputs

Regularity
Bealth education

Number of sessions
Recipients

Topics

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

Two main aspects should be monitored, project impact and project
implementation. Samples must be ‘taken from both the service users and the
‘general community, for clinic respondents would be expected to be a
selected group from the community. This was confirmed by this final
evaluation, where clinic respondents in the general survey wvere found to
be younger mothers with fewer children and with a higher level of educat’on

than the general household respondents.

Clinic~-based data collaction should. continue as.in Phase. .I.
No additional information sheet is required. All the information
required will be recorded in ar on individual clinic cards (ANC and CW),
master clinic cards, clinic registers and staff notebooks and diaries.
The data collected through these means will monitor ante-natal and child
walfare serv!ces, health education, family planning and curative services.
Summaries of these data should be presented in the semi-annual reports

along with utilization patterns and cost-effectiveness.
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To clarify, ante-natal and child welfare information can be
gleaned from the individual cards but the information should be retained
by the team in a register (see Dr, Mcrris Report, p. 73). The ANC card
and register should also show the outcome of pregnancy, the date of the
post-natal check-up.,and the condition of the mother and child;

Brief information on the morbidity experience of children should be
recorded in the “"Notes"™ gsection of the CW card. The smallpox item should
be removed from the cards. The weight of ea.h child should also be plottad
on the master chart for monthly analysis regarding overall nutritional
status, uccording to the Harvard yejght-for-age standard. Summary
impunization information should be entered into the Jummary Charts II

and IJ. »g in Phage I, with completed immunizations indicated also.*

A limited amount of hozpital data should be collected tor comparative
purposes, with recognition of its limitations. BHospital register procedures

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

Calculation of Coverage:

The tsams have experienced considerable problems with this.
The inherent problems with determining the numerator and denominator
for the calculations i{s noted and the simplest method, understood by the
teams, vould be the best.

It is suggested:

(a) That the denominator be considered as the target group
-for the year based on Crude Birth Rate (CBR) and Infant

Mortality Rate (IMR).

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

- T s - 90 - Gt S W s > o s S -

These should be calculated only once a year, in December.
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(1) Pediatric admission
- Age
- Sex
= Iocation (or sub-location)

- Diagnosis at digcharge/death.

(2) ANC/Delivery admissions
- Age
= ‘Clinic site
== Risk/non-risk
= Method of delivery

- OutCom -

For health education, the following information should be recorded
in a register by clinic: the date of the talk, the topic covered, the number
of attendants and the length of the discussion. For family planning, the
Ministry of Health record system should be adopted with a register
maintained by the team as well??;iving the following details about each
client: age, sex, marital status, parity, education, occupation,
church affiliation, method of family planning, dates of first and other
visits, and any comments. Information on curative services should be
kept in a register by clinic and diagnosis, available for semi-annual
analysis and reporting. All these figures can then be tallied monthly

for entry into the clinic sumary sheet.

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

be maintained;

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

150 per team per year).

Length of training

Topics covered

Attendees' demographic characteristics
Evaluation of training.

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

(4) Number of projects initiated and by type.

() Number of households visited by month and clinic area

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

Ratio of households with a nsable latrine

sumber of babies born in the houschold in the jpast
six months (confirm by date), and number of
babies who died in the report period by age of
death.

Ratio of children under 2 with:
- Scabies/fungal infection
- Eye-infection, at the time of visit
- Chronic cough (more than 3 weeks)

Ratio of children under 2 with arm circumference
of less than 13.

(See Home Visiting Form in Annexes)

on the basis of this information, the coverage by

completed immunizations (or measles), the prevalence

of latrines, the percentage of malnourished children,

prevalence of morbidity indicators, and the infant

mortality rate can be calculated.
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(6) Number of schools visited.
- Topics covered
- Number of attendees
- Ratio of various classes with scabies (choosing
classes 1 - 4 randoaly)
- Other comments.
(7) Number of sessions devoted to Family Planning
= Topics coveread
- Number of attendees and demographic characteristics

= Number of contacts (Goal: 20 per manth)
= Number of acceptors.

(8) List of accomplished talks by months.

(9) Record of community contributions to the project
in cash or kind (e.g. money, leadership, housing).

(10) Record of reports from CHW's, VHC's and TBA's
showing their activities.

It is suggested that these records be maintained together in a looseleaf
notebook for easy reference. The findings should be reported every six-

months and discussed with the communities,

Progress in handing over the project should be summarized every six
ponths in the reports. Discussion of problems and progress among staff
and with the community should be recorded. Project expenditure records

should be kept as in Phase I and vred to calculate cost-effectiveness.
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In addition to this continudus. data collection by all team
members, it is suggested that a yearly survey be conducted in each
area by the community-focused personnel, i.e. the PHET and CN per tesam
assisted by the additional aide and supervised by the project coordinator.
(If all team? do not have such extra staff, those available should rotate
throughout the teams to complete this survey). 1In this survey, 10
clusters per school area should be covered for the 3 schools yith the
households of 10 pupils selected in the schools randcily, with a maximum
of 10 childre.. under 2 surveyed in each cluster. (See the appropriate
data collection form in the Annexes). The survey should require
3 - 5 days of field work and analysis for each area. The information
collected can be used to validate the continuously collected data as

well as providing material for the £final external evaluation.

At the end of Phase II a complete survey should be undertaken
by externql evaluators, using both nmnstructured and structured:interviews,
as well as analysis of clinic and other data to compare with Phase I's
implementation and impact. A mid-term external evaluation is not really
necessary, it is our firm belief,unless it is required by the donors
because most of the parameters of health do not change quickly.
Furthermore, the community diagnosis exercises and the records kept

continuwously can show the expscted changes over t!me.

The data that will need to be collected in the final evaluaticn
includes:

(1) Demographic characteristics of the respondent population:

(2) Household-based assessment of nutrition status (by waibht-for-age

p and circumference).
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(3) KXnowledge, attitudes, and practices reagarding:
= morbidity (causation, prevention and cure of

diseasea).

family planning

utilization of health services (ANC, FP, CWC,

health education).

nutrition (diet and weaning practices)

environmental health (water source and distance,

latrine availability).

(4) Point prevalence survey of:
- scabies/fungal infections
- acute eye infection

= chronic cough (more than 3 weeks).

This information should be collected using aSngl.r questionnaire
tha; the one used in this final evaluation survey, The clusters should
be randomly selected using the methodology outlined for the final Phase I
dvaluation and using the same schools used in this gurvey to sslect index
houses from the same general ;rea. The same number of respondents should
be interviewed. The results of the survey can then be compared to the
now sufficient baseline data to detect changes in the community's health

status.

topefully the final evaluation team for Phase II three years hence
will reach the same conclusions as the team has for Phase I, i.e. that the
Kitui mobile clinic/l:\z;?.gcr:atly benefited a vastly underserved population
with its maternal and child health care services. Perhaps that team will
also be able to acknowledge that ihn project has becoma well-integrezted
into tho MOM's expanded health deliverv system and more firmly entrenched into

the community's ctructures, allowing for a longer lasting fwpact on health

status in Kftui.
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Annex 1

Map of Kitui
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Annex_}_:g

Scope of Work
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SCO?E OF WVCRR :
RITCT PRITARY. .

The evaluation team's report shall contain but not be
limited to acsessrents, &énalyces, findings and recommendations,

as appropriate, as follows:

A Assessrert of the project goal "Tac improvement of
quality of life in rural areas through attainment of
optinu= level of health within th2 constraints of
existing and dcvelcping economy and in line with the
National Health Systems®" in terms of the degree of
achievenent &attained which will be determined by the
use of the following indicators,

1. Reduction in mortality with emphasis on infant
mortality.

2. Recduction in rorbidity of commonly preventable
discases such as diptheria, tetanus, pecrtussis,
reacles, polio, tuberculosis, leprosy, malaria,
scabies and worm infestations,

3, Inpzovement in the health practices of the people.

A, Growth of community participation in work on
priority health necds.

B. The ex-ent to vhich the project purpose "The provision
of a mobile primary healtn care services to rural

areas of Kitui which lacked government/or mission
nedical services" has been achieved will be determined
as follows:

1. Targ=at population reached by the project.
,2. Services provided by the mobile teams in terms
of{ adequacy to meet the felt needs of che
' pepulation served.
/4 . 3..7h% eztent zc .‘~h joint planning with other
e . services is carried out. <=
* *—4. Dhe uitent of reccgnition of women lesders
in community health work.

Include a-surnary of the attainmernt of the Project's
purpose,

— - E— - — . L}

"
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The examirnzstion of proiect reports, hospital and
clinic rccords will be made, and selected interviews
conducted where nececscary to elicit information,

The outputs targeted by the project are as follows:

- Mobile hcalth delivery system

- Baseline data surveys

- Maternx:l and child health care and disease

prevention

- promctive and curative services

- Traininyg and instruction for wvoacn's groups

- Community leaders trained in cinple health remedies
and tecliniques. ,

The above will be evaluated to determine the degree of

success achieved, problems encountercd and the

solutions usel. In the case of unrealistic goals,

re-evaluation of pro'tct outputs will be made

particularly in the light of project experience gainéd

and minimun acceptable standards for guality nealth

care, %raining and instructions for wcmen's groups

and community groups will be assesseG in terms of

nurmbers trained, type¢ of curriculum used, and the kingd

of returrn proviced by the trainees, !

Project inputs will be examined to evaluate
suitability to project performance [or renaincer of
project and the proposed Phase 1l Project, and where
necescary additional resources of cutbacks will be
recomn..uded in the following:

- Personnel
- Equipnent
- Vehicle operation and maintenance
- Travel and per dien

- Loucal resources

- COrEL funding cupport

mhe cost of services to project beneficiaries,
including those support costs not covered by the
project will be analysed and presented.
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3 -
Review and acsess the mid-project evaluation's
recuiiticrnasticns for data coullection and enalysis
technigues to deteriine their relevancy for the
proposec Phase II evaluation activitices. Sece Appendiy
1 to liid-Pr3ject Evaluation Scope of liork (copy
attached).

on the basis of this eveluation, COCTL experience .with
Phase I and the CODiL Phase II project proposal,
desiygn & detsiled evaluation plan arnc methodology
which CCDEL can administer and maintain within its

resources in its proposed Phase T1I "roject., This
methodcloyy will include data cuile.cion techniques
which wvill make possible the accuraze juédging of both
the hesalth impact of the project on the communities
and the cost effectiveness of the program., Nethods c¢f
implermencetion will be explained to the CODEL staff
concerned.

PReview the Grart to assess cchupliance with its
provicicns,

provision of sumnmary and information reauested in
TATE 051077, as reyuired. Copy of teclegram is

attacled,

A written report of the Final Evaluation will be
submitted in the required nunber cf copies.

Base¢d on this SOV suvbmit to CCDEL and USAID for review
a dectailed cvaluation plan and methodology for
conducting this evaluation prior to undertaking field
work.
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PUATE T_f:lifh EUALUATION

USAID/CODREL_PHC_PROJECT = KITUI, KERYA

EVALUATION METHODOLOGY

The assessments will be based on:-

(1) Baseline sinwveys (selected indicators)
(2) Evaluazion mpor'ts. :

(3) Hospital and clinic records

(4) Annual Reports

(5) Project docunents

(6) Interviews.

‘

Sample surveys will be done in 4 Cocmunities Suggrested Prvicadure
(about 60 households or more will be covered), -Samle survey . [
(Cencgraphic) :
A. NSSESSHENT OF THE PROJECT GOAL: ~Hospital Records, :
. . g Sample Survey:=-
A.1 Pscuction in mortality (Esp. infant). -Observation and . . /'
] ﬁ'\t&r\fiw. i .a'

A.2 Reduction in norbidity (scadbies/ring-worms, ] ;
7 chronic cough and eye infecticns) = ;.-...a -'[."__ Y
' g
o L A.3 Inprovamant in Health nractices =Sample KAP Surtvinesr ‘o
O =-Nutrition el
r-"Q ~Utilization Servicus
- =Irmunisaticn x
- W ; - Env, Health.
~
A4 Grovth of Commrnity Farticipation ~Raview og implinentation
- precedures
_ :-: - Selection of-tieallli Committees~Trainees/ VIS,
e += WMo Jdefimms objectivas, cacivis on priorities! -Dicision making
= : rocess.
> =Houserolds i volwement:= ~Hewl ¢ Conmitisc
‘ =' =Campocition
- =Ara they aware of the progranms? =Rcle
W\ aOhdaasl ima =Mindton
@ Rassan s =iie 1 Rewling s
=lfaal th eads - Conietunity At it
0 AR TS (¢ ot s

Lo thary wnd A0 um pugact Vo=Ral o sl

-
-




" B.1 Population coveroy:

P

e -

ACUTEVTAARMT O Y0 0T,

-

. Estimate catchment population, basedi-:

on census data, work out $ coverage
and conzare with Zeceliine and othar
evaluation reports

B.2 Quality of Sarvices:

B.3 Infame:toral Collaboration:
(Particularly in planning)
e.g. livestock

B.4 Participation by women

C. ASSCISMENT OF OUTPLTS

(In terms of cuitability and whether
realistic),

o oY :

.-y

. i ey
Sunregted Procadura: & L

- Random s:mple sﬁi-;\.fcy' . .
Urilisation of se':yic‘._ '
- Reconds - Hospitals
- Clinics
= Reporvts
= Interviews:
Achievements of the project as
saen by:- '
= menagement
= camunity leader
- TBA, VHWs, Vomen's grour,
= ardinary users.
= Church leaders
- Observation of clinics
= Clinic Records
- Sae question on sarple
survey. '

= Interview
~Manapercnt
= Records
=Minutes of meetings
=Extension workers from other
sectors as in A.M,

From Records, reports;
Clinics (MCIVFP)

- Baselitw report.
Curatiwe Service

= No. trained

= Women

- Laaders.

- Type of Curriculum

= Intervicwy trainces,

LI T S —

S em e m e g - -
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E.

F.

G.

H.

ASSDISANT L TS
COST/EFFT.CTZVENESS

REVIEW OF MIN=PROJECT LEVALUATION

TECINIQUTS

(Also - commnity Based Survey as

ao:)an as possible before Phase
I1

DESIGH OF DETAILED EVALUATION PLAN &

METHOLOLOGY FOR FHRACSE 11

*COMPLIAMCE (with the grant)

T. INTEGRATION WTTH MOH

1. . Literuture Raview (Documents, reports

2.
3.

N,

b,

RESPONSTBILITIES

etc). Retrieval of Data
from recorcs, reports etc,

Design of Unstructured interview
Design of sasple surays -

Qqstima.‘.ms

Admin., Responeibilitias, - Trencport

=Acconmredation
Hixding of Staff
Typing/Coding ete
Finwvses

wla Walycis

", Byt WUricine

0
A

Sugpe': nd Procedure '

.
A - -

From’ records: Rl :
-Personnel R r S0 f
~Equipment |
=Vchicle Operation and iuintenanc '
~Travel and per diem 1
-Local resources

~Funding support. : =
Cost of service campared wi.th
achievements (using all abyve

m).

Assess relevance as. per Phase 11
Project document.

Based on F.
Choice of simple indicators
and data collectian system.

Baced on the abowe and the
grant cocument,

Discuss with MOH officials
Discuss with CODEL officials.

Mrs Bloom

Dr. Mhurugd
Dr, Kaseje
Dr. Fascje

- Dr, Mhuragu

[ ] FY%.»
- - P

- Al

- AV

- . - -iewi L2l
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At least 60 households will be interviewed and data
will be compared with Clinic based data, baseline data and

data from otler reports.

-

Three schools will be chosen by the team leader in
its catchment area such that one school ‘would be within 5, ims
and the other 2 more <+han S kms of a clinic. The 9th, 19th
and 29th children will be selected in each school respectively.
The households of these pupils would be the index households
and other families around it would be interviewed. It is
hoped that 60 householde will yield at least 100 children
under five yecars of age. More families may be intverviewed

if necessary.



0 W

o .»E I FINAL EVALUATION

25/8/82  Preliminary meeting with AID and OOIEL officials,

25-30/8/82 Litevature review.

27/8/82 Meeting: Evaluators with AID officials.

30/8/82  Meeting: Evaluators, Tasks dividing.

30/8/82 - 1/9/82. Evaluatian Design.

1/9/82 - 9/9/82 . Further work on: Evaluation design.
- Critique by reere and Aid officials,
- Background literature.

9-11/9/82 = Preliminary Field Visit to Kitui.
- Meet District Team and make armangements for the evaluation week.
= Meet Codel staff.
- Hire assistants.
+ = Pre=-test questionnaires,
- Finalise itenerary and Evaluation methodslogy.
12-14/9/82 - Type final evaluation methodology, and pian.
15/9/82 - Present final plan/methodology to USAID and CODEL,
16-27/9/82 ~ Further review of ba.ckgmuﬁd literature.
20/9/82 )
29/9/82 3 ~ Work with Muthale team in their catchmerrarea and visit one of
their Clinica (Mvingl).
f}ig;gg - Work wiih Kirangao team in their catchment area, interviewing
the tcam, leaderv, groups and households,
§ﬁ8;g§ - Rupeat activities at Mimwmpac azom in the livu catchment area,

,«](/,
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y/ o/ 82

5-6/10/82

7:1Q/R2

VWle/o/ith

- aae e Py | . L e LTy
PR A + = IES il PR P

-~ The evaluation team will split to cover WO clinics (Yatwa . .

Musavani).

- Move to Mutono.

Work with Mutomo team in their cutchment area and have firs
discussion with COdel Management team.

Review the 2nd Phase proposal in the light or preliminuy

- Make final chcis:.m on evaluation plan fur I1tiase II, N

1

- Meg¢n M. District Public Health Hurse and nistrict ~oil
Officer.
- 3] ne=cing witn QOO0 .

ooy T Hadiohi,

* - Ligpiete diata analysis,

i o= anpaele (perT writing, present prelindiay et L -

TN I-;-h: .-'n;ml- j\.:",:;],"..

e Frgmont tital tepat (38 reglaieis.

. = wapey

(Rt -..jf-o .

Best Available Document
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Mid-Term Survey and Results (1981-82)
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SUMMARY OF MID-TERM SURVEY DATA

JULY 1981 - JUNE 1982

Beginning in July 1981, supplementary information was gathered
from a sanple of women and children in selected clinics following the
recormendations of the mid-term evaluators. This data was collected

for twelve months, anding in June 1982,

The sample was selected as follows: 30 women were chosen at
zandom from 10 of the largest of the 16'clinics served by each team,
for a total of 1,200 women., Similarly, 1,200 children were salected
for surveillance. An additional aide was hired to question the sample

survey respondents each month for the recommended indicators.

In thin evaluation, a sample of the sample has been extracted
for analysis with 20% of the data perused for relevant information,
Two of the clinics from each center were randonly chosen. The data from
all respondents in those clinics has been recorded; however, coding and
.oonlt.lnq has been done for only 20 of the chosen cases in each clinic,

limiting the sample somewhat further in order to equalize it.

An itsmized presentation of the indicators for the coded

clinics is also l.ncl.t;dod here. A general summary follows.

The average number of ante-natal visits ranged from 2 to 4.5,
appropriate for five months of pre-natal care, vhereas children were
brought on the average for 4.5 visits, allowing for adequate BCG, DPT
and polio coverage but meaning a distinct Jecline in measles coversge.
T™he most common illnesses treated at the clinic included: common colds,
coughs, favers (including malaria), stomach problems and rashes, Tarely
vere severe Lllnesses such as whooping cough ano measles recorded.

75.2% of children aged six months were boing fed swpplesentary food,

8l,
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including usually porridge, sometimes eggs or tinmed milk and
occasionally oil or fruits. By one year this % had increased to

788,

The ANC survey respondents provided the following supplementary
information. Recommended weekly food intake of mutritious foods
increased in most instances during the clircic attendance period,

as follows:

-

Meat 1.3 - 1.59 fruits 1.96 - 2.3
EWG 1-1 - 1.57 Baans 6.3 = 5.7
mn 3.7 — 3.8 H‘.‘lu 9.9 o 10!3

Vegetables 2.9 - 3.3

Most women were married, at 85%. Most continued to deliver their
children at home (73.3%) despite repeated recommendations to the
contrary, due to the &!ﬂc‘ulnu of reaching appropriate health
facilities. Nonethcless, the overwhelming majority of children were

born alive (98.68).

The percentage of families with latrines varied curiously from an
average of 17.5V for ante-natal beneficiaries to 28% for child welfare
recipients, The average number of children for pregnant motharo was
curiously low at 1.97 while 94.4% mothers vith smll children were
breast feeding, a high percentage. Each woman cocked for between
5 and 6 persons allowing sach parson about .4 debes of watar for daily

It is recomswmnled that the remaining information be organized ot
sach center in order to form a baseline for future cosparison,
A: a2t for compiling this information is included hare, By having

the teams collata this data thomoglves, they will bocome familliar wita
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it and understand better its potential use for self-evaluation.

Further, it is recommended that data of a comparable natuze be
gathered in the future from the individual ante-natal and child welfare
cards, appropriately modified, as well as from daily clinic registers

and during community visits.
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apnex ¥

Bousehold Survey and Results (1982)
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Obzery2 the homestsad for the avallablility of a latrine,

1l = presnnt

4
[]
- cnenend

-

2 = aent

F. K.A.D. (Knowlergja, attitude, practice)

Icprovament in K@

1. there do you qot your drinliing water? 1s the source used by animals?

e

2. Distance travellcd to get water I--—---J‘-

. cmteomm. wmmm—- =

l = less than & nile

2= .5-2 cilas

3 = 2-5 niles

3 = 5+ d.tlol.

o

ane ©

——

3. Do you do anything with tuc water hefore drinking it?

$
1 = notliinn because it is clean
2 = notiaing althnuah unclean ’
3 = hoil befora drinking /

4 = otner (specify!) '




(4)

(5)

(6)

)

Is it difficult to get wutayr for bathing?
liow often are vou able tc hathe?

1l w daily
2 = in 2-3 daye
3 = aftor 3 days

4 = vhen water is available.

What type -f nilk is best for infants?
(tead alturnatives below)

1, = brezs: uilk

2 = povdered nilk

3 = cow/goat milk

4 = other

that do you think ¢f mother's milk?

r-—«b

-

Yhat causes the following dicnages?
Diarrhca ==~ - —
Scabies

malaria

How can these discases b~ provented?

Diarrhea

Scabies

Malaria
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P. LUtillzatisn o Yealth Sasvices

(1) Wearest hcalth facility

Hame Type (Malking_tian)
Time to walk Time by vehicle Cost of Transport

(2) Are you awarc of a twbile health clinic in your arca?

(Specify clinic name and town).

Yos No

(3) Does this clinic help you? Tha pcople hera?

1 . LT

Yeg -

If yes, how? If no, why not?




1€} Ouztitw of Sovericng in Delaticn to f21% neods
L ——
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1, Uhat are th? most cemmon diseases in the children in your family?

2. Do you leoar.: anything in the

prevent or treat diseases?

1l = ya3
2 = no

3 = don't know

talks at the clinics to help you

]

(1} Crowth of Cummunity Particination

(1) Do you know of a hoalth coraittee in your

Yes

No

(2) Ara thore any CHW's in your community?
‘ ‘ “Poopla educated in health®

Yes i

| .

L

No

arca?

i

(3) %“hat do you do to support health activitiaes in your .comnunity?

(suggest c.g. preparing road, previding buildinq”fcloaninq

buildineg)
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ANALYSIS OF THE CLINIC AND BOUSEHOLD

SURVEY DATA

FINAL EVALUATION 1982

1. Introduction

This analysis aims to examine the effects of the Kitui .primry
health care prcject through assessment of the project goal as seen by both
t.he' project beneficiaries (i.e. clinic respindents) and household
respondents. Clinic respondents were selected in one of the 16 clinics
in each of the areas, except Kimangao where clinics were inoperative
during the two days the evaluation team warked there. Other respondants
were cbtained through random selection of households in places of
progressively increasing distance from the nearest mobile clinic.
Identification of clinics was also bar:d on random selection (see

Methodology) .

The questions asked to both the clinic and household respondents
(all of whom were either married, lactating, or axpectant women) revolvad
around their health and that of their children, im addition to their

health knowledge and practices, and utilization of mobile Lealth services.

The data analysis in this survey will largely proceed through
comparison of clinic and household respondents. Given the short period of
three ysars wvhen the Kitui (PHC) project has been active, it is only
realistic to examine the project impact among the confirmed users (i.e.
clinic attsndants) vis-a-vis the household respondents (possibly project
bon-beneficliarier). 1It.is also impartant to {indigate at the outset the
type of health impact that is realistic to expect in this short duration
of the project. Health impact at a commnity ievel essentially involvas

prograssive stages including health cducation, kncwledge and awareness



94.

of disease.éauses and their prevention, heaslth practices and community
involvement in health, and finally, reduced morbidity and mortality.
Since the goal of a PHC project is to promote the capacity of the
community to identify their health needs and work out a cormunity-
supported primary health care system, it will be important to determine
the extant to which the project has given asgistance to the communities
through health education, narticipatian in health related activities
(e.g. nutrition improvement, training of community health workers,
interaction with comnunity leaders, and so on) and other promotive

activities.

2. Demographic Characteristits of the ropulation

The next section of this report deals with demographic background
charaqteristics of the respondents for the whole area as well as specific
clinic areas. Such demographic characteristics (e.g. age and education)
are important in assessing the amount of effort and time required in
selling the idea of primary health care through education and other

promotive activities.

Before examining the age, sex and educational characteristics
of household members it is worthwhile to note the sample distribution of

the respordents by area as observed in Table 2.1,
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Table 2.1l: -Distribution of Respondents bv Area, Clinic and Tyve

(Percentages)
Type of Respondent
Area i
All R-lpondants' Clinic Respondents! Household Respondents

] N s N | N
Total 100.0 154 100.0 70 100.0 84
Muthale 22.0 34 18.5 13 25.0 21
Kimangao 11.7 18 - - 21.4 18
Nuu 27.9 43 3l1.4 22 25,0 21
Mutomo 38.3 59 50.0 35 28.6 24

The ciinic respondents are represented by 70 household while household
respondents are represented by 84 households. The sample variations
by area do not reflect population balances in these areas, although
they are representative of household characteristics. (The omission of
clinic women in Kimangao should not be taken to imply non-existence
of mobile clinics in the area. Rather, there were no operating clinics

at the tims the evaluation team was in Kimangao).

2.1 Age-Sex Characteristics

As the figures below show (see Table 2.2) the clinic women's
households are vounger than other households. Thus 61.8% of the household
members among clinic respondents consist of children aged under 15,
while the comparahle.proportion is 56.1% in other respondents' households.
Indeed, 32.208 of the members in clinic households are under 5 years of
age while ths number in other random households is only 23.8%. Since

the mobile clinics aim at attracting women with very young chiidren,
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Table 2.2 Age Distribution of Household Members (in_percentagas)

and Type of Respondent
Type of hge Digtribution in Housshold
Respondent 1N 1 ! 1:
<1 1-4}5-14 |15 - 49| 50+! Total | Numbar

' ! b |
Clinic H 12.6 19.6 | 29.6 ! 33.6 !s.o | 100 | 422

) ] ) ] 1 ]

t [} ] 1 [} ! ]
Bousehold | 5.6 18.2 | 32.3 |} 34.2 9.5 ) 100 | 532

! [ [ i { |

i ! 1 ! b1 A

it is not surprising that a higher proportion of such children are in

households where mothers attend mobile clinics.

Table 2.3 shows the distribution of age by sex. Overall thers
are more females than males but it is questionable why there are abnormzlly
few males among the youngest children, and particularly among children
under 1 im the sample hcusciiolds. Although the nale xortality rate is
higher than that of the female sex, it is questionab‘'e whethax this
could ocauxr and show up quantitatively within the first year of lifa

when the sex-ratio at birth is slightly above parity.

Thm sex ratio in the reproductive age span of women (i.s. 15-49)
is instructive. In general there is a shortage of males, especially in
survey rwspondents' households where there are only 80.2 males for every
100 females. Since this is the age group where most women are mothers
of young children, the abscnce of malaos from houreholds incrcases ths neaed
for assistance in child care among the woman. Availability of mobile
clinics amd their health services to such women and children is bound

to be highly appreciated in thase households.



Table 2.3:

Age Distribtuion of Sex, Sex Ratios and Per ccnt under 5 _among Clinic and Household Respondents

—— > W s o e e v g T " o -

Age L SRR LSLLE P OSSP -
Males Females Sex Rattio Males Females Scx Ratio Males Females Sex Ratio ﬁ
[}
! e e e e e e Y e e e e _— e e e e e e e ——da
[ [ T -4.
: <1 ! 35 48 72.9 23 20 6.6 12 18 66.7 ¢
[ ]
1-4 | 92 86 106.9 | 39 44 88.6 55 42 130.9 !
1
[ ]
5 - 14 137 160 85.0 60 63 95.2 75 97 77.3
! 1% - 49 ! 146 178 82.0 65 77 84.4 81 101 80.2
[ ]
E S0+ {36 36 100.0 8 13 61.5 28 23 121.7
1]
| Total 446 508 87.8 195 2272 85.9 | 251 281 89.3
-i ro———— ————bec—pee———— _—
‘ S <5w=27.3 . V<5 e 32,2 % <5=2318 .
H
E v <1 =8.7 { v o<1 = 12.6 <1 = 5.6 i
1 ' '

A — - ——— o ———— ———— — ——— - -

Type of Respondent

e

All H Clinic Respondents

Rousehold Respondents

———

‘L6
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2.2 Education of Respondents

Table 2.4 shows higher education levels among clinic attandants
than random household respondents since 58.60 have nc education in the
forwer group while 82.1% hure no education in the latter group.

Bowever, it is essentially in Muthale &nd Mutomo where educational .
differences between clinic and household respondents are clearly marked,
Bardly an, differences exist between the two types of respondents in

Nuu and Kimangao.

Due to lower education levels {n Nuu and Ximangao, there is need
for i{ntensified health ed cation activities in these areas. Due to
these educational differences between clinic and household respandents
careful interpretation of any differences between the two groups in
hsalth behavior in subsequent sections has to be borne in rind because

the educational factor might confound the project effact.



Table 2.4:

(The differences between clinic and household respondents is very significant)

Per cent Distribution by Educational Level and T;pe cf Respondent (for 4 Project Areas)

it

—— - e, ——— - ——————

1 ——— e c———
]
Clinic Respcndaer.ts
| area } S~y e S
i i BMone 1 - 4 S -7 7+ nuing N, None
‘-! J'“--—“—---——-“-—--———-‘”--"---‘--—1
! 1
7 ALl } 58.6 10.0 8.6 20.0 2.8 770 ,; 82.1
' |
[ ]
! mothale ! 7.7 7.7 7.7 61.515.4 13 | 71.4
1
i 51 nangso l - - - - - - 77.8
]
5 Rou ! 90.9 4.5 - 4.5 - 22 90.5
] [}
i Hut oo i $7.1 14.3 14.) 14.3 - 35 87.4
|  E——
x2 -« 15.48

Household Respondents

1-4 5-7 T4 Continuing N.
7.1 7.1 2.4 1.2 84 E
9.6 19.0 - - 21 é
16.7 5.5 - - 18
- 4.8 4.7 - 21
4.2 4.2 4.2 - 24
.
P < .005 > ,001 df = 4

‘66
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3. Perceived Reduction in Morbidity and Mortality

3.1 Reduction in Morbidity

Nearly all the people interviewed sce a marked decline in the
incidence of certain diseases in tha last three ysars (e.g. measles,
scabies, eys infections, whooping cough and polio). Certainly, most
of these diseases used to affect young children; therefore it is
probable that the ¢ .uic immunization activities have largely
contributed to .ne foduction in incidence of these diseases, even in
areas ot‘rnlatively low socio-economic development like Kimangao.
Most people agree that morbidity reduction of these diseases dates
back the last two 'years, although a few others have observed declines

since 1979.

The diseases that are still active and for which no reduced
morbidity has been perceived are coughs and colds, diarrhea, headaches,

malaria and child malnutrition due to limited food intake.

3.2 Common Diseases in Childrrn

It is interesting to observe variations in response among clinic
and household respondents concerning perceived common diseases in
children in the four project areas. As Table 2.5 shows, far more
household respondents (19.0%) than clinic respondents (12.9%) think
measles is a common disease among children. The more intaresting
observation is that in Muthale, no clinic respondents see this disease
as common childhood disease these days, while 28.6% household respondents
in Muthale see measles to be still common, indicating that mobile clinic

services may have made an impact.



Table 3.11 Common Childhood Diseases, Area, and Per Cent Household Among Clinic and Random Survey

Respondents
prnididdtlbbicddibiinlndtdsc st dese bl ad - amiin b B D e oia do bn > i i o b il s ol e L L e L LT DL P2
Discases Clinic Respondents Household Respondents
All Muth. Kim. Nuu Mutomo All Muth. Kim. Nuu Mutomo

Measgles 12.9 - - 13.6 17.2 19.0 28.6 22,2 14.2 12.5
Diarrhea, .

Vomiting 12.9 15.4 - 13.6 11.4 11.9 14.3 11.1 4.8 16.7
Coughs, 3

Chest pains 25.7 - - 31.8 31.4 25.0 28.6 33.3 28.6 12.5
Malaria, fever’

headaches 32.9 69.2 - 22.8 25.7 13.1 4.8 16.7 19.0 12.5
Scabies 2.7 7.7 - - 2.9 4.8 - - 4.8 12.5
None, don't
know 12.9 7.7 - 18.2 11.4 26.2 23.7 16.7 28.6 33.3
Total .1 100.0 100.0 - 100,00 °100.00 100.0 100.0 100.0 100.0 100.0

N 70 13 - 22 35 84 21 18 21 24

*10T



+ 02,

It is not certain why coughs and chest pains (31.4%), and malaria,
fever, and héadaches (25.7%) among clinic respondents in Mutomo seem to have
more than doubled when compared to random survey (household) respondents
where .this incidence is 12.5% and 12.5% respectively. Certainly,
this is not what would be expected. It is very likely that there
might be no difference in incidence of these diseases between clinic
and other respondents.! households or these dissases might have actually.
declined slightly among clinic respondents' households. EBowever, the
fact that other diséases (s.g. measles, arcl scabies, among others) have
sharply declined in clinic respondents' households, makes diseases
such as malaria, coughs and headaches more common among clinic respo-

ndents because no compensatory declines have been registered in them.

The perceived reducticn in some common childhood dis=ages is
parhaps due to an increase in the number of children in most households
over the last 3 years due to increased survival rates since the
inception of the PHC program. Indeed a number of informal discugsions
with the local people showed that the reason they thought childhood
‘{iseases were "disappearing" was becauseﬁqgfant mortality rate was
declining resulting in an increase in the number of children in most
households. Overall the percentage of children undar 5 is 27.3%

(see Table 2.3 above) and perhaps this proporticn represents an
increase over the last 3 vears.

3.2: Reduction in Mortality
The people interviewed in the household survey perceive a reduction

in mortality in general: and infant mortality in particular. In the

clinic survey no death was recorded for 1982, but three deaths were

recordad in 1980, suggesting that mortality (especially infant mortality)

has been declining. A number of peopls in Kimangno indicatod that

infant mortality is declining at a rate ch§c will soon perait pesple =2
the

take family planning more sericusly due to Ancreased survival probabiiicy

of their children.
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4. l-:xist'.i.x:lg Health Facilities and Their Utilization

4.1: Nearest Health Facility

Among both the clinic and household respondents the nearest

health facility .Ls. judged to be the Government clinic, hospital or
health centre, BEHowever, far fewsr clinic respondents (42.9%) than housshold
respondents (71.4%) indicate Government health facilities.to be nearest,
and conversely, far more clinic 'respondent: (307) than household
respondents indicate mobile clinics to be the nearest health facilities,
as seen in Table 4.1 below. Mobile health facilities as seen by clinic
respondents dominate in Muthale and Mutomo (61.5% and 37.ls:respectively)
while only 9.5% of household respondents perceive mobile health serzvices
to be the nearest facility. The conclusion we could draw from this
observation is that although the majority of the clinic respondents
do not perceive mobile services to be the nsarest health facilities
(only 30.0% so perceive them),. they still continue seeking services from
mobile clinics. (In some cases the government services do notoffer

-maternal and child care) It may also s;qgcst that the mobile
clinics are seen by local people as efficient and effective,
especially when it is realized that most clinic respondents (61.4%)
would take more than two hours to walk to the clinic, and would spend
at least KShs.2/= and at most over KShs.S/= in 40.1% of the cases if they
" ware to take means of public transport. (See the Survey Appendix

Tables, Mos. 3, 4, & 5).



Table 4.1: Perceived

Nearest Health Facility, Type of Respondent and Area. (Per cent Households)

Clinic Respondents

Household Respondents

Facility
All - Muth, Kim. Nuu Mutomo All Muth Kim, Nuu Mutomo
Catholic Hospital 21.4 - - 4.5 40.0 23.8 52.4 5.6 - 33.3
Mobile Clinic 30.0 61.5 - - 37,1 2.4 9.5 - - -
Dispensaries S - - -— - - - - - - -
Govt. Facility 42.9 7.7 - 95.5 22.9 71.4 28.6 94.4 100 66.6
Private Clinic 5.7 30.7 - - - - - - - -
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0- 100.0
N 70. 13 - 22 35 84 21 18 21 24

omT
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4.2 Reasons for Utilization of Mobile Clinics

The clinic and household respondents were also asked to indicate
how mobile clinics help in delivering healﬁh services to the people.
The responses they gave are shown in Table 4.2. In terms of themobile
®linic objectives of promoting health education, knowledge of
nutrition and disease prevention, it is important to note that 708 of
the clinic bensficiaries believe these are the major contributions
of the mobile clinics. Améng household respondents only 448 think xobile
clinics play promotive roles. Household respondents ara less likely to
hav. attended the clinics and therefore more likely to imagine rather
than cbserve mobile clinic activities. Other notable methods of help
provided by mobile clinics include treatments and immunizations, and
improved access to remote communities. Again, more clinic respondents
(24.3%) than household respcndents (16.7%) see mobile clinics as
treatmant and immunization centers. No one among clinic respondents
thinks mcbile clinics provide no help, but a significant number among
household respondents (19.0%) see ho help provided by mobile clinics.
This perception of no help is perhaps bas2d on the fact that hoigehold
respondents are likely to reside in areas far removed from the environs
of mobile clinic services, and therefore less likely to have benefited

fram them.



Table 4.2: Per cent Distribution of Réspondents by Area and Stated Method of Help by Mobile Clinics

Clinic Rsspondents Household Respondents
Method of Help -

All Muth. Kim. Nuu Mutomo Al Muth, Kim, Nuu HutoT
e e e ]

MCH (nutrition, health educ. etc.) 37.1 69.2 - 36.5 25.7 25.0. 19.0 22.1 33.3 25.0

Prevention of Diseases 32.9 7.7 - 31.8 42.9 19.1 4.8 11.1 28.6 29.2

Treatment & Immunization 24.3 23.1 - 22.7 25.7 16.7 33.3 16.7 9.5 8.3

Shortens Clinic Distance 4.3 - - 4.5 5.7 9.5 28.6 5.6 - 4.2

Other (not attended, provide food) 1.4 - - 4.5 - 10.7 14.3 16.7 9.5 4.2

Do not help - - - - - 19.0 - 27.8 19.1 29.1

)
Total 100.0 100.0 - 100.0 100.0 100.0 100.0 100.0 100.0 100.0
N 70 13 - 22 35 84 21 18 21 24
2
X = 21.84 P < .001 af = 5

{(The chi square test shows a very significant.-difference between clinic and household respondents)

¥ 901
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5. Heal:h Knowiadge

In this section of the report we are keen tc assess -the =xtont’
of health knowledze that is not saseld on misunderstcod cultural
practices, but one that is likely to result from health educational ~

discussiaons by the project stafl in Kitui.

5.1 oOpinion on the Best Type of Milk for Infants

i

Mobile clinics in Kituli are expected to have discussed the value
of different types of food at different stages of growth. Since these
health serwvices aim at improving the health of young children primarily
through advice tc mothers on good dietary practices, it is inst=:ctive
to assess what the women in Kitui think would be the best milk f.or

infants, as a measure of mobile clinics' performance in health ecducation.

As Table 5_) shows, there are more clinic respondents (52.9%) than household
respondents (42.8%) who believe breast milk from the mother is best ror
. infants. This suggests that the difference between the two groups
i{s due to hralth education provided to beneficiaries ac the clinics.
A close competitor to breast milk is cow or goat milk, which is favoured

by 408 of all clinic respondents and 33.3% of the household respondents.



Table 5.1: Distribution of Respondents by Area and Type of Milk Thoughﬁ Best for Intants (in Percentages):

Clinic Respondents

Household Respopdents

Type of Milk T
All Muth. Nuu Mutomo All Muth. Kim. Nuu Mutomo
- -
Breast Milk 52.9 69.2 59.1 42.9 42.8 23.8 38.9 47.6 €8.3
Powdered 5.7 - 9.1 5.7 17.9 19.0 16.7 23.8 12.5
Cow/Goat 40.0 30.8 27.3 51.4 33.3 52.4 33.3 23.8 25.0
Other 1.4 - 4.5 - 6.0 4.8 11.1 4.8 4.2
Total 100.0 100.0 100.0 100.0 100.0 10C.0 10¢6.0 100.0 100.0
N 70 13 22 35 84 21 18 21 24
X2 = 6.6 P <100 >.050 Af = 3

i
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While no women beneficiaries in Muthale thought powdered milk is bes:
for infants and only an insignificant number in Nuu and Mutomo
favored it, highly significant proportions of household respondents
tock powdared milk to ba:zthe best, suggesting the need for. i.n.:ensi;f.e
bealth eduocation on. the valqe of breast milk among non-clinic women.
It also seems that some beneficiaries have not yet been made aware oI the -
value of breast feeding either because tliey may not have attanded

clinics reqularly or are recent recruits into the program.

5.2: Opinion on Mother's Milk

tihen asked to evaluate mother's milk, more clinic than household
respondents thought of it as most nutritious although at Nuu and Mutcxo
the reverse is the case. However, overall, not all respondents who
thoﬁght breast feeding is best for infants (i.e. 52.9% and 42.8% cliaic
.and household respondents, respectively - see Table 5,1) believe mother's
milk is best because it is nutritions and healthy (see Table 5.2
below). Thus only 41.4% among clinic respondents and 38.1% among
ftauschold respondents evaluate mother's milk as nutritious,
Other responses in TableS5,2 seem tO suggest that although.mother's
milk is most nut.ritious., wost mothers cannot depend on it wholly because
it would not be sufficient or in some cases may not be recommended if

't!- mother 1s sick,

Almst.oqml proporticns of clinic and household respondents
either do not know the nutritional value of mother's milk or simply
think it it not good. This is particularly so among respondents in
Mm and Mutomo when clinic beneficiaries are considered, and among
respondents in-Muthale and Ximangao when household respondents are
comeidered. It is not expected that such a large number of clinic

beneficiaries (37.1s) would be ilgnorant of the nutritional value of



Table 5_.2. Opinicn on Mother's Milk by Area and Type of Respondent

Clinic Respondents

Household Respondents

opinion - —————
All Muth. Kim. Nuu Muto. All Muth, Kim. Nuu Muto.
Most nutritious, healthy 41.4 - 38.5 - 36.5 45.7 38.1 19.0 33.3 47.6 50.0
Good but not sufficient 5.7 23.0 - 4.5 - - - - - -
Cleaner than others 12.9 15.4 - 4.5 17.1 21.4 19.0 27.8 19.1 20.8
Good but not when mother :
is sick 2.9 1.7 - 4.5 - 3.6 4.8 - . 9.5 -
Not good, don't know 37.1 15.4 - 50.0 37.2 36.9 57.2 38.9 23.8 29.2
Total 100 100 - 100 100 100 1) 100 100 100
’
N 70 13 - 22 3s 84 21 18 21 24

‘011
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mother's milk especlally in the Mutomo area where mobilie clinics have

operatec for lomger periods than in other areas,

5.3 Xnowledge of Disease Causation

, In general most clinic respondents, far more than housshold
uspondchts, are able to u;ociat. diseases such as diarrhea, scabies
and malaria with conditions which cause them. This reflects on health
education they aight have gotten at the clinics (see Table No. 8 of the
Survey Appendix). Since the Mid-Term Evaluation did not report specific

dissase causes as seen by beneficiaries, no proper comparisons can be

made with this survey to indicate gain in knowledge.

Among clinic respondents 45.7% are able to specify causes of
diarrhea, while 33.3\ are able to do so among household respondents.
The majority of respondents attribute diarrhea to consumption of
contaminated food and poor feeding, but a significant number of clinic
ben;ticiaries think diarrhea could be spread by flies. It is notable
that 54.3% and 66.7% of the clinic and household respondents,
réspectively, either do not know causes of diarrhea or consider i. an

act of God, spelling out the need for more health education.

Causes of scabies are seen to be the use of dirty water for
washing, dirty body, and lack of protective foods such as £xvits,
A few benmeficiaries wrongly attribute scabies to “lack of blocod®”
(a form of anaemia presumably) and "wind” (whatever this means or
implies). An intaresting observation is that while 62.9% of the clinic
respondents do not knov what causes scabies, 2 smaller. proportion (57.1%)
of houvsehold respondents have no knowledge. It is not certain why

this is so.

I



Although more clinic resporndents (28.68) than household
respondants (21.4%) cnow the causes of malaria to be mosquitoes,
the propertion is small., Since malaria is a very common disease

—-—in the =zea, 1t should ba discussed more in the health educition

- . - o eeal Mmoo e
Cmpwes B - - . R

. = . - PR
- :

: 5_4" Kmowrledge of Disease Prevention

) —-h q;ttléoéoph know methods of disease prevention T
* - than they know what causes thase diseases, although it could be sasiel
to prevamt diseases vhen causes are knowmn. Table ;5 3 shows distribution
- of respamdemsts according to knowledge of disease prevention by each :
- ;-vt the Seow areas. It is apparent there are no -significant &itffarences
" in knowledge of disease prevention betwsen clinic and household
--'.--nlpomhu although the tandency favours clinic ntpon(hnu
77" "Indeed bxonsahold respondents have more knowledge of preventing scabies

t.ban clinic beneficiaries. Most peopl; who have knowledge o.t bfoventinq

o diarrhea think of good diet and clean food as the right method of
.- prevantion, A few recommend digging pit latrines and boiling watar for
* drinking. Scabies can be prevented through use of sosp and salty
saintaining
“water amd / a clean body and clothes as well as providing
"l preventiwe foods such as fruits. A -Lq.liﬂ.cam: rumber of respondents
would recosmend either visiting a witchdoctor or sttsnding hospital for
. prevention of scabies. Cortainly this is mistaking prevestion, for
treatmemt or cure. It seems that a good number of respondents are

~° unable to see clear diffsrences betweem preventiva and curatiws measures,

BEalaria is seen preventable throwgh periodic use of tablets,
use of mets and other methods of keepirg off mosquitces, and clearing
bushes amd Araining water where mogquitoes could breed. These ~ra  ood’

metbcds ©of preventicn but only 32.9%¢ of tha clinic respondanza oo

"2~6.2\ of the household roeopandents opt far them. A siunificant numner
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Table s 3

Knowledges of Dinease Provent{od by Type of Disease and Area Among Clinic and Bousehold PRespondents

Clinic Respondents Bousehold Respondents
Ynowledge 000y TTTTTTTTETTTTTTTTTTT TTeTTEEEe TR T T - . T
All Muth. Xim, Nuu Mutooo All Muth Xim. Nuu Mutomo
kreventicn of Diarrhea
Scoe £5.6 69.2 - 54.6 51.4 51.2 71.4 22.3% 61.9 45.9
None 44.4 30.8 - 45 .4 40.6 48.8 28.6 77.7 g1 54.1
I Teral 100.0 100.0 - 100.0 100.0 1h A 1Za A 100.0 100.0 100.0
Essfgntlon of Ec;h&s: :
Zome 42.9 100.0 - 31.8 28.7 48.8 8l1.0 38.9 38.1 37.5
ore 57.1 - - 68.2 71.3 51.2 19.0 6l.1 61.9 62.5
1ntsl 100.0 100.0 - 100.0 100.0 100.0 100.0 100.0 100.0 100.0
| Freventicn of MIItlz : i
| Scre $5.7 100.0 - 1.8 4.3 46.5  71.3 50.0 33.3  33.3
lcre 4.3 - - €8.2 65.7 53.5 28,7 $0.0 66.7 66.7
<czal 100.0 100.0 , - 100.0 100.0 100.0 100.0 100.0 100.0 100.0
o 70 13 - 22 15 84 21 18 21 24

'eTT
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(12.8% and 20.3% of the clinic and household respondents) clearly
indicate the wrong methods of prevention of malaria, such as vaccinations,
attending hospitals, boiling water before drinking and using clean

utencils and food. Clearly, these pecple need more health education.

6. Health Practices

6.1: Treatment of Drinking Water and Bathing Practices

Some good indicators of improved health practices are treatment
of water for drinking and bathing practices of the people. Table .6,l1
shows that 60% of the clinic respondants and 45.2% of the otherxs do
nothing to watar for drinking because they think it is clean. The
water used is probably not as clean as these respondents would want to
think and therafore more aducation on water as a carrier of germs is
needed. The fact that more clinic than household raspondents think the
water they drink is clean is perhaps a rationalization since they know
from clinic talks the importance of boiling water before drinking,
although they may have "no time"” or fuel to "waste” in boiling it.
In any case there is no significant difference between clinic and
household respondants in their treatment of water. More non-beneficiaries
(38.1%) than beneficiaries (27.1%) do nothing to watar for drir ing
although they are avare the water is not clean, and only an insignificant

minority boil water.

Comparison of the Mid-Term Report data on batl.ng practices with
data in this survey show few people bathing more frequently in 1982

than they Aaid in 1968l (see Table 6.2).

(It is not possible to include Kimangao and Nuu in Table 6.2
because no comparable data are available for the two periods (19681 and 1982)
in either of the two surveys) It is doubtful that bathing practices have

actually reduced., Rather, it is likely that clinic sampler are not



Table 6.1 Respondents' Methods of Treating Water for Drinking

Clinic Respondents Bousehold Respondents
Hsthod of Treatment ALl Muth. Nuu  Muto. K1l  Muth. Kim. Nuu  Muto.
_—
Nothing, it is clean 60.0 53.8 50.0 68.6 45.2 28.6 22,2 57.1 66,7
Nothing though unclean 27.1 15.4 36.4 25.7 38.1 38.2 55.6 38.1 25.0
Boil 8.6 30.8 - 5.7 6.0 19.0 - 4.8 -
Other (no response) 4.3 - 13.6 - 10.7 4.3 22,2 - 8.3
Total 100 100 100 100 100 100 100 100‘ 100
70 13 22 35 84 21 18 21 24
x2 = 1,53 P <.75 > .50 df = 3

K 4¢
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Table g,2 Comparison of Bathing Practices in 1981 (as in Mid-Term

Report) with Practices this Year, 1982 (as in this Survey)

Among Project leneficiaries.

Mi ~-Term Raport 1981
Area Daily 2 - 3 Days 3+ Days "2§§i!§§§§ N
Matomo 60.0 20.0 - - 20.0 20
Muthale 95.0 5.0 - - 20
Survey Data, 1982
Mutomo 48.6 20.0 20.0 11.4 35
Total 47.9 22.9 14.6 14.6 48
-

comparable for the two periods. This observation alerts evaluators to
the vital need of drawing out representative samples that can be
replicable for monitoring and evaluation of the Kitul Primary Health Care

2roject.
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6.2 Sources of Water and Distances

All the clinic respondents in Nuu and Mutomo, and 92,3\ in Muthale
obtain water from seasonal rivers or dug wells along river valleys.
Only a negligible number (7.7% in Muthale) draw water f-om the dam.
(See the relevant table in the Survey Appendix). ~ Among household
respondents the principle sources of watsr are seasonal rivers or dug

wells (60.7%) and dams (33.3%) in all the four clinic areas,

Besides lack of permanent sources of water as a major problem
in the area, the other problem relates to distances covered to get
water. Clinic responcents have better access to water., A more
interesting observation is that more clinic beneficiaries are
covening shorter distances to water points in 1982 when compared with
beneficiaries of more than a year ago (1981) as shown in the Mid-Term
Report, 1981 (see Table 5. Thus Table 6¢%ghows that in 1981,
62.5% of the survey beneficiaries covered at most 2 km. to water
points while in 1982 the comparable proportion is 65.7%.
The proporticn covering long distances of more than 5 km. has also declined
from 158 to 6.2% in 1981 and 1982 respectively. It is logical to expect
more people to use larger quantities of water as a result of better
access to water points. 1In particular bathing practices among the
beneficiaries would be expected to have increased between 1981 and

igs2.
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Table 6.3 Dpistance to Water Points and Percent Household Distribution
~’ (Clinic & Non=Clinic Respondents) »
Distance in Kilometers and Respondents ol
Area Clinic Respondents Household Raspondents
<qkm K-2 2-5 5+ N <Mkm %-2 2-5 5+ N
All areas 34.3 20.0 37.1 8.6 70 19.1 22.6 46.4 11.9 B84
Muthale 46.1 30.8 15.4 7.7 13 33.338.1 286 - 21.
Kimangao - - - - - - 16.7 27.8 55.5 18
Nuu 18.2 9.1 59.1 13.6 22 42.9 14.3 42.8 - 21

Table 6.4 Comparison of Distances (in Xm) covered to Water Points by

Beneficiaries of 1981 (see Mid-Term Report) and those of 1982

(as observed in this Survey).

Type of Survey and Distances
M.'ea'
Mid-Term (198l) £nd of Term (1982)

. <h km, N~2 2-5 S5+ N! <hkm. H-2 .  2-5 5+ N
All areas 27.5 35,0 22.5 15.0 40} 41.7 25.0 27.1 6.2 48
Mutomo 25.0 20.0 30.0 25.0 20, 40.0 22.9 31.4 5.7 35

* Calculations of area percentages do not include Kimangao and Nuu aresas
because these areas were missed out in the Surveys of 1981 and 1982

respectively.
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6.3 Use.of Water Sources bv Animals

Increased access to water sources has mesant that the water is also
available for animal use. It is noted that there are more clinic
beneficiaries sharing water sources with animals than is the case with
‘other households. Thus 57¢ and 38% of the clinic and household
nsponda:it:, respectively,.indicate sharing watar sources with animals.
Since clinic rupondnnti have better access to water than the household
respondents (see Table 6.3 ),:they may feei encouraged to improve
u;imal health through frequent supply of water at these sources,
although the people may realize that these animals may contaminate water.
In this semi-arid area, the value placed on livestock is high (for both
. subgistence and sale) and most people would not compromise their livestock
with some "health measures”™ (e.g. having separate water points for humans
and animals when water is scarce). Indeed the alternative of leading animals
to u'parate water points would not be a rational choice both eccnomically
and healthwise. The pesople stand to suffer substantially through shortage
of milk and meat if animals are not well supp.ued with water. It is
well to remark that animals like lactating cows need a lot of water in
order to yield sufficient milk that is highly demanded by young

children.
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7. gggglusion

In the last 3 years the Kitui PHC project has shown progress
in meeting most =-Z its objectives including reduction in actual and
perceived morbidity and mortality rates, imparting health education
on topics of community interest (e.g. knowledge of disease causes and
prevention, health practices and nutritional value of the available
local foods),.and meeting health needs of expectant women and children

under five years of age.

Nearly all the cross-sections of local people recognize the
importance of the mobile clinics in reaching out to the remote communities
in order to provide health services, no matter how inadequataly.

It is the only service the "poorest majority” inm Kitui thinks attempts

to-meet their health needs.

A good number of residents seem to make no difference between
thase health services (which are community oriented) and government
services through the MOH (which are national and district oriented).
Bowever, they have no doubts about the benefits they have enjoyed from

services which seem more symphathetic to their health conditions.

Nonetheless, it is necessary to develop the commumnity's
sense of independance and self reliance in meeting its health needs,
sinca the mobile clinic project is to be phased out sooé. To date
there is no clear indication the community is moving toward self

support in its health care system.
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SEALTH TOPICS

Table 1:
Place to draw water and % households (Clinic & Household
Respondents)
Clinic Respondents
Area ::20pe=-- Seasonal . Perennial Dam Other Total N
R " holé&." River River ' ‘ ' '
All area - 98.6 - 1.4 - 100 70
Muthale - 92,3 - 7.7 - 100 13
Kimangao - - - - - - -
Nuu - 100.0 - - - 100 22
Mutomo - 100.0 - - - 100 35
dousehold Respondents
All areas 3.6  60.7 1.2 33.3 1.2 100 8L
Muthale - 66.7 - 33.3 - 100 21
Kimangao - 88.8 5.€ 8.6 160 18
Nuu 14.3  85.7 - - - 100 21
Mutomo - 12.5 - 87.5 - 100 24
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Table 2

Whether the Water Point is Used by Animals (% Households)

Clinie Respondents

Area
Response All Muthale Kimangao Nuu Mutomo
Yes §7.1 61.5 - 63.6 51.4
No 40,00 38.5 - 27.3 8.6
Other 2.9 9.0 - 9. 1 -
Total |, 100.0  100.0 - 100.0 100.0

N 70 13 - 22 35

Household Respondents

Yes 38.1 47.6 61.1  52.4 -

No 58,3 52.4 27.8 42,8 100
Other 3.5 - 11.1 4,8 -
Total =~ 100.0  100,0 . 100,0 100.0 100.0

N 8y 21 i8 21 24



Table 3
Time to Walk to Clinic (% Householdas)

Clinic Repondents

Household Respondants

' Hours _ Hours
Area <3 3-1 1-2 24+ Other total N}l <3 3-1 1-2 2%+ Other Total N
All 11.4.7.2 11,4 61.4 8.6 100, 70 9.5 4,8 8.3 77.4 - 100 au
Muthale 38,4 23.1 3v.8 7.7 - 100 13 - 14,3 9.5 76.2 - 100 21
Kimangao - - - - - - - - - - 100.0 - 100 18
Nuu 4,6 - - 81.8 13.6 100 22138.1 - 19.0 42,9 - 100 21
Mutomo 5.7 5.7 11.4 68.6 8,6 100 35 - §.,2 91.6 - - 100 2y
Table 4

Time to Clinic by Vehicle (8 Households) .
Clinic Household i
Minutes Minutes

Area a5 15-30 30-60 60+ other Total N]<15 15-30 30-60 60+ Other Total N
Al 7.2 11.4 10.0 20.0 51.4 100.0 78 21.3 15,7 8.7 29.8 25,0 100 84y
Mgthade 23.1 30.8 15.3 - 30.8 100 13}38.1 28.6 9.5 28.8 - 100 21
Kimangao - - - - - - =1 - - 5.5 55.6 38.9 100 18
Nuu - 13.6 22.7 18.2 45.5 100 22} 33.3 - 19.0 9.5 38.2 100 21
Mutono 5.7 2.9 - 28,6 62.8 100 35| 12.5 29,2 - 33.3 25,0 100 - 24

‘€T



None 2 2=3 '3,1-4 4,1=5 5+

Tabie 5

Cost of Transport to Health Facility(% Households)

Clinic Resps.
Shilllngs
Other N

Bousehold
Shillings

None 2 2-3 3,|=d 4,]-5°5+ Qther N

1 11.4 18,6 1.4 8,6 'II.4 47,2 70 { 8.3 16,7 17,9 2,4 27,4 4,7 22.6 84

_ydfhale 7.7 15,4 38,4 -  23,] - 15.4 13 - 23,8 28,5 42,9 4.8 4.8 - 21

Imangao - - - = - - - - - 5,5 5,5 5.0 - 39,0 18

-Nun - 18.2 4,6 13.6 27.236,4 22 | 33.34,8 =~ 4,8 23:8 4.8 28,5 ‘2l

" lytomo 17.2 11,4 - = = 5.7 65,7 35 - 33,3 33,3 =~ - B.,4 25,0 24
Table 6

Whather Clinics are Believed to Help

Clinic Eousehold
Resps. Resos,
Yes 98,6 78.6
NO - 2'.4
Other 1.6 -
100.0 100,0
N= 70 B4
Table 7
Awareness of Mobile Clinlc
ClInlc Respondents Household Respondents
Yeos 100,0 83.3
No - 16,7
Total 100,0 100,0
N 70 84



Table 8

Knowledge of causes of diarrhea, Scabies and Malarfa

125,

Diarrhea
Clinic Household
Causes All Muth Kim Nuu Muto All  Muth Kim Nuu Muto
l. Contaminated 32,9 53,8 - 22,7 31,4 | 21.4 47,6 5,6 28,6 4,2
food, poor
feedi. ~
2. F”QS ".4 23.2 - - '4.3 2.4 9.5 - - -
3, Dirty water
{unbol led) 1.4 7.6 = - - - - - - -
4, Dirty surroun
surrounds - - - - - 9,5 14,3 16,7 4.8 4,2
5. God, Don't
know 54,3 15,4 =~ 77,3 54,3 65,7 28,6 77.7 66,6 91,6
Scabies
!. Washing
with dirty
water 5.7 30.8 =~ - - 4,8 19,0 - - -
2, Dirty body 185 7,7 = 9,1 28,6 125,90 28,6 22,2 33,3 16,7
3. Lack of
fruits 5.7 23,0 = 9.1 2.9 | 4.8 14,3 - - 4.2
., Lack of blood 4,3 7,7 =~ - - - - - - -
. Other (4.9
wtnd) 2.9 - - - ’ 5.6 8.3 '403 !'cl 905 -
6. Don't know 62.9 30,8 - 81.8 62.9 [57.! 23,8 66,7 57.! 97,1
Malaria
l. Mosquito 26,6 61,5 - - 43,3 [21.4 3.3 22,2 19,0 12,5
2, Wind, flies,
stagnant
water 7.1 23,1 - 9,1 - 13,1 19,0 16,6 9.6 8,3
3. Dirty and
bushes - - - - - 2.4 9.5 - - -
4, Weakness,
bad stomach 7.1 15,4 - 9,1 2.9 { 6,0 14,3 5,6 - 4,2
S. Don't know 57.2 - - 8l.1 62,8 [57,] 23.9 5.6 71,5 75.0
Nw 70 |3 - 22 35 84 21 18 21 24



How Often Respondents Bathe

Table 9

126.

Clinic HBousehold

All Muth. Kim. Nuu Muto. | All Muth. Kim. Nuu Muto.
Daily 51.4 46.2 - 59.1 48.6 22.6 33.3 - 52.4 4.2
2=3 days 22.9 30.8 - 22.7 20.0 27.4 42.9 33.3 9.5 25.0
After 3 dayr 10.0 = - - 20.0 4.8 4.8 5.8 = 8.3

When water is |
available 15.7 23.0 - 18.2 11.4 | 45.2 19.0 61.1 38.1 62.5

Total 100 100 - 100 100 100 100 100 100 100
N 70 13 - 22 as 84 21 18 21 24



Table 10

Knowledge of Health Committee?

127,

Clinie Bousehold
!l] Muth Kim Nuu Murto All  Myurth Kim Nuu Muto
y" 209 Is.d - - - |.2 4.8 - "' -
No 97.1 B84.6 - |00 100 97.6 95,2 94,4 100 100
Other = o e S v 1.2 = 5.6 - -
Total 100 100 - 100 100 1O 100 100 100 100
N 10 13 i 22 33 A4 21 18 2l 24
Any CHW's? Jable 11
Clinlc Household
Y" 2.9 '5.4 — - o I|2 ‘.3 - oo -
No 97.1 84,6 - |00 100 8.8 92,2 120 100 100
Total 100 100 - 100 100 100 100 100 100 100
N 70 13 - 22 5 84 21 18 21 24
Table 12
What Respondants dc to Suppert Health Astivitles
Clinic Rasnondants Household
5 N < N
Nothing = there are no
activities to support 41,9 29 47,6 40
Don®t know how to help
and dldan't know support
Is needed 5.7 4 9.5 8
Repal!r Roads, Provide
bullding 44,3 31 34,3 29
Co=operata with health
officlals to promote
health .4 | 2.4 2
Other (no answer) 7,2 JL 6,0 59
Toty! 100.0 70 100,0 L1
—— l——

e L™
)

Y
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Maternal and Child Health Survey and Results (1982;
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Annex VII

Interview Schedules (1982)
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PUASE_ I_=_FILAL _EVALUATI:Y
SEUTEMBLR/QCTOZER 1282
USAID/CODLL_DHC_PROJECT = _KITUI, KENYA
Pl Bl
COMMUNITY_ LEAUE LS
Appointea L4 fs (Modern) rleal th Committee =Zeoads

Political Leaders (KANU)

Church Leaders

Heacrmen (Traditional)

"

whe 8

\-

2,

ilable Document

3.

Best Ava

L2:at Jdo you perceive as the most serious health

problems in your conmunity?

Axe tney as inpurtarnt

¥ 4S5 other probLloms?

- -

How can these health problums be solved?

- S D S e e S

How does the COLEL nobile clinic help?

- —— . e S e SR e e S .
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7.

135.

Are there any suggestions y..2 hove atnut how the clinics

could be nmore cffective?

Is there any..ing else happening in your community which

mizht decrea:r <the incidence uf wi.h 2ss?

Do you have a heaith commititee?

If yes, who is a member?

When A~ :hey meet?‘---_---_--------_---------_----------a

-

What prcinctc have been undertaken?
|

(May we see the minutes of their meetings?)

- DS D DD D ED P ey D D D D D Y D D G G D ) D eIy D D ED D G G G e R S ED ED G Gh I A GD D G5 G5 GD G5 b Gb GD GD D AR dnah D S
-' "

P N .

Do you have any community heo'th woriaers (Cil's)

s
¢

in your community? ;
. ‘¢
¢

DD D P D D D D D ED D S D D G e D S D D ED D D D G D D G P D G D G D G ED GD GD I G ah GD GD GD G G G 4y P D GD aD G e

’

1f yes, how many? ~---=-cmcccmccrccccccccccmmsomonenaaa-

L]

How wiere they chosen? ----------_----------7;----—------

i

.le Dccumar

Fods

3
dd

~est Avg

bk
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What was their training? By whom?

How are they suppcrted?
Do they help ‘improve health?

T How? ==ti=eceeeececene-
If y2c. .. 11d there be mare CHW's?

1f no, would you like to see some ClZ's trained?

How c¢c people support heelth activities in your community?
Has this support increased or decerecased in the last
fuw years? ceececcccccccncirnrancr s m e ncce e s e cccama-
Who attencs the mobile clinics?
Who does not? Why? Why not?
q
.". '~t--'--------.. ---------------------- -k G e G G @S DGR A0 ab @ 60 o D e
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12.

13.
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137,

A .. - .
If the clinics were 'stopped tomorrow, how would your:

community suffer?

Would there be any permanent impact left by the

CODEL projecrt?

Would it make you happy to see the MOH take over the
running of the nobile clinics? Why? Wny not?

What is the position of President Moi's Government
regarding population growth and the practice of

Family Plenning?

Do you approve of using Family Planning to delay

or stop havirg children?

Are +hera plaves where you can obtain Family rPianning



1s.

17.

information ...id services in the community?

Name them.

Does the CODEL clinic provide information about

Family Planning?

About what methods?

- an en e en an an e = o - - an e an @ e - e D D G R ED e ee W S E ED an ED an & - e - e
S e S e - S RGP R G GD @D D G ED Eb G G @D Gn S5 G5 S G b b D D S G5 GD e D S 6 @ e e e - o e
|- enad s = oo @ o o o - - s an aen an o e wn @ @ - - e e Gy s en e an b an EDED Eb ED ED OB ED G5 D G " - a» e

Should community lcaders such as yourself try to

motivate community residents ebout Family Plaaning?

Would you like to learn more about the methods and

benefits of ramily Planaing?

138.
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PEs. 1 T = FIMAL EVALJATICHN

WHITEMATR/OCTOSER 1082

. T
[ .-
P

CeATD/CULEL PHC PROJECT = KITHM, REINYA

1HTERVITA SCHEDULS,

~0nEL STAFF

Kitui Star’f Mohile Clinic ' =zaders

Mutomo Staff Mobile linic .taffs

’

1. How long have you worked with this profuct?

2, How cdo you evalualz it?

L D D T T . -

What dare its strong points?

Its ‘weaknesses?

- D TS R R S S D D S S D S e e S AR e S S S AN S S e e e - - e . an e e
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5.

7.

1n¢.

Who usuall!y attends *the clinice?

- EPEn G e G G e D D S T R GD G R DGR b G S WY G G ) e TP G0 ahP S ED G UU TS Gp a) G GP ) G GD OR SR-as ap W i

Why do mhay come?

W.at people do not come!? Why nect?

If the cl.l:ics wyere stopped tomorrow, wou.l there be

anry germanent impact le!lt in the communities?

Have vehi-:les been adequate?

Heve drug andvaccine supplies been regu’ar?



8.

9.

0.

12,

D0 you fecl you cre paid well enouch? .joused adequatiziy?

How do your salaries and respo: sibilities compa:e to

most emplA yees?

Bave you ever worked in conjunction with the MOH? How?

z2as8 it been successful?

-

- - e - D G e - D e G D e D D D G GRS ED G S D D D GD h G G D GD e D GD D G D G T G G . S e

How do you imagine the transition to the MOH will take
'place before USAID funding for the project ends in three

years?

Who determines the hecl:i: ciscussion issues for your

clinics?

- D D - - e G e G W) P D SR ED SR e e - . - -
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""‘&é‘.‘_I--:--ZI'.'&L-EL’E.‘.‘&II’.‘"
USAID/CODEL_FHC PROJECT - KITUI. KENYA

w--- -y W e W -

Agriculiural Officer Livestock uificer
Soci=2]l Services Officer Education Officer

Cor==unity Development Officer

1, Do you interact with Ministry of llealth (MOH) officials?

With Private Voluntary Organizations (PY0's} undertaki.g

Health Work? 1If so, how?

2. Are you aware of the mobile clinies organized by the

Catholic Diocese of Kitui? (CODEL)

‘3, 1If yas, what contributions are these teams making?

How could they improve their services?

4. Is hecalth a priorily arca in Kitul cr are other problexs

more S&vere?
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1.

2.

3.

143,

e T e men wp vy s e - rre
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USAID/CODEL_FHC_PROJECT = KITUI. VENVA

S . S e - - -

INTERVIZH SC SzDULE

What are chLe biggest health probler: in this community?

S S S N S S S S EE e s T asas & - . - -

. S T D G S SR D S5 D S I G ED S D A M S A e S S e D A A e —— - -
"

Lkttt e — - —

What curative and preventive medical and health fac;-;:;es

arce availzable <o the community? :
J |
]

L L T L T T e e T )
.
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Do you know about the CODEL mobile clinics?

-------—----u---------------------------“-ﬁ----*-----l- ’
L]

What do ycu think of thenm?

L L T T e T T R T P T T T L Lk bl Ll ol el

Have the clinic staffs ever approached you for yobr help

or acvice? Have they offered you training? _

If yes, how long wac the training? : .
/
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= S. . How ave you supported? Cash? Kind?

Is =here a health committee in your community?

6. What Ioprovemants can you make tu the health status

-

- of your sommunity?

S A D S S ST S0 G S D D S S S S S S -

7. TFa=3Xly Planning

FP efers to all the things a husband and wifa can do

to &=lay or ctep having children. 3

b & B g
-

Db you approve of IP?

What =ethods of I'P can you identify?

Do you ever provide advice to women abtout FP?

R Would you liike to know more about FP so that you |

coul@ provide help to women?

oy pom -, . ombnted b w lnarar

- . S S S S G e ]

L4
-

]
e Ara Tiere places where yaw zaa sbrain TF

"

inforzaticn
'land sesvieew in the gemmunity? hare then.
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145.

MASE_I - FINAL_EVALUATION

Leader/Member

What are the purposes for which your group exists?
How often do you meet?

Do s;ou ever discuss health issues? what are the
mosTt impor%ant ones?

How do you think these problems can be solved?
Have you aver heard of the nobile cliniecs run by

CODEL (Catholic Diocese)?



6.

7,

Bave you attended any session?

Are these clinics mceting your needs?

Your ccw.inity's needs? =e-ewemmvecccccmccccccanccaa.
If not, ''ow could they improve their services?

Are there any comwunity heulth worhers (ChW's) in

your community? Do they help? !ow?

Family Planning refers to all the things a husband and
wife can do to delay or stop having children. Do you

approve of ©P?

Do you approve of having more childrern than can be

properly fed, clothed and ecucated?



10.

11.

l2.

13.

Do you approve of young, unmarried girls getting

pregnant?

-

Are therv places where one can obtain FP information

and services in the ccmmunity? Name them.

Would meaders of your women's group like to learn

more about Family Planning?

Would you approve of your women's group providing

information about FP to its members?

4
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KITUI PRIMARY HEALTH CARE PROJECT

NJU SAFARIS 1982,

Location. Ist Week| Jdan. feb.] Marchq April. May. June . July. | Auge. Sept| Qct.] HNov. Dec.
Ve tua Monday | bth 1st.] 1st.] sth.| 3ra.| MBY] sth | 2nd. |Aug.3tt (.htﬂ. 1st.] Nov29th.
VOTTANGOFE | 1 coday. | sth. | 2nd.| 2nd.| 6th. | 4th.]| oth.| 6th. | 3rd. |Aug.3{  Sthh 2nd.| Nou3oth.
MAIKUYUNI. Wednesday. | Eth. 33d. Jrd. 7th. Sthe. 2nd. 7th. Lth. 1st. 6th} 3rd. 1st.
Tuvaani, ” Yhursday. | 7th. 4th.| uth, 8th. 6th.] 3rd. 8th. 5th. | 2nd. 7th} 4th.| 2nd.
2nd. Ueek,
Jingeml. Monday. 11th.] " 6&th. 8th, 16th, “dth. 7ih. 12th, Cihe. Gthe 11th} 8th, 6th.
ALITINI Tuesday. 12th. 9th, gth. 13th, 11th. 8th, 13th. 1qth. 7th. 12th 9th. 7th.
Wwitika. Wednesday. | 13th.] 10th. | 10th. 1Lth, 12th, 9th. 1Lth. 11th. 8th. 13thj 10th. Bth.
. Thursday. | t6th.] 11th, | 11en, | 15en. | 15th. i0th. |_15th. | 12th. {_9th, 1bth] 11th. | 9th.
Jrd week , TR |
yeant, Fonday.~ | 18th.] i5th. | 15%h. | 19th, | 17th, | 14+h, | 99th, | 16tn. 13th, | 13thq 15th. | 13th.
amby, Tuesday. | 13th, 134.31,._{ 16th. | 20th. | 18%h, | J5th. | 20th. | 17th, Jinth, 19th4 16th. | Wth.
withini. | Wednesday. |2atk.] 10tne | 17th. | 21st. | 19sh. [ aeen. | 21nt. | trsn. histn, 2cndd 17th, | 15th.
e 1740 Raid . ALTI B
ndau. lhursuay . 20t Askie i loth, 22nd. <Othe | 17th. 22rd. 19th. (i6th, 21st 3 18th 16th.
Lith week.
1kika ., Monday. 25th 22nd. | 22nd. 26th. 2LLh. }215¢E, 26th. 22rd. +0Oth. 25th. | 22nd. {20th,
wvindy. Tuesday, 26th. | 23rd. | 23rd, 27th, 25th, {22nd. 27th. 2u4th. P1st, 26th. | 23rd. |21st.
wiala. Wednesday. |27th. | 24th. | 2L4th, 28th. 26th, }23rd. 28th. 25th P2nd. 27th. |'B4bh, 122nd.
.undi. Thursday. 28th, | 25th, |25th, 29th. 27th, 124th, 29th. 26th. P3rd. 28th. | 25th, [23rd.

m—
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K1TUl

180.

'.-----.’---.---Jpo--.---------------,-’.--------*---------------

ll!-ﬂ-"di. l-‘.lllﬁ'"ll-‘-l‘-d‘ll‘.'llJ.IJ.l-'d--"-"-‘--.l--.’-ﬂ."*"'*l-l4"-4
' ’ » 1 ‘o 1 ' ' ' { 1 . H H H H
o ' - - " ‘ ' S
BisigisiZ) 81818 81 18i1q128 R 18i8158:15!
D.7.3...9.m.,....3.4.5.6.“0“.5“2"3..7.8.9.m.
“ " “ u "“lnl.l.l..z.z.z.zu"2..2“2"3“
\
.’.‘I-P ". L-.l"u--ﬂ-'llﬂl-l.‘-lhllll—-J—llll-'.‘nnllll“l-ljd . l'-ﬁllli..ll-*.llli-
1 ' Vot ' ' \
' t . ' "o ' ' 1 ] i \ 0 I H ! H H
o ! ‘e '
BiZiEiSis, 5181811818181 5112iRi5:5 !
IN IMmi@e i 1B IAIS 1= (N 9, 0] I8 (™ < wv,
A A A A e R RN
' i 0 f ' R : .
- ([ [N ' be @ be -be ocsdeoncodedovadaesd - -'. S !
- "l n “ " -"n "f'.“f- ﬂl ‘.‘- . ' ' “lnl “_ lqlll‘-'ld
' [ ' Vv ]
' H H ' o= - ~ [} ’ ] ) ]
GiSi8isis 18181813118 mE 118181818
’ ] ' ' . "o 1 |- N 49 I~ ®©
A A A A e A e A R N LR
- I“l " L L |“f'“! ”» nr --h .--hl"‘-'--t.l t—' ..d'..'..'”. h “ ‘.
( \ ] ' ") " ' o 2 =TTt
] ' ‘ P ' 1 1 ' ' ' 0 R O Yo
a | ' i ' 1
BiSi1Si5181 181818181 181a181B 888 &
5.7.'.9.m..3.4.5.6.“0“1”2“3.47?8...9 c 4
‘ ' ' ; ""lnlul“l".2.2.2.2““.02;2.2.3"
] [ ' - S CL
I ) ll«-in?ITl..l.rllo"-ll!“...ll.w!nll....tllnnlogulllt.ttr U S S S
' ' ' ' ' ' i ' ol i ' ' I H H : :
HIR ' H - [ ] [ [
BiRiEIsis 1518181841818 1818,1Bi181513
A.S.‘.S.S..Q.I.I.Z..6.7.8.9“.3.4.5.6.
A A A A A R o hal AR R R R R R A
1 '
’-l" J" Ll. “.-'J'.“.----r'-l“ll-'*l--*'L---'L-"-L.‘.'L—I--'-'--'""--I'L-lllL-l--!n
' 1 . ' ' 0 ! ' ‘o ' ' ( - H ' . '
! ] ' ' 1 '
Sisigsigigt 18181318188t 1218181818
1@ 1) ' ( bl B ~ @, O
R A R e e N R R R R R
-llt—.ll : . + lllﬂllﬂllll’--.ﬁ!‘l-l'Illh‘hlllhlll‘.l. llﬂll-l“-l.‘lj.lllhlll-“lllJ.
. 1 ' 1 R 0 i H
H 1 H v "o ' 1 0 ] ' ' 1 HE p \ ' '
1 ' ' 1 '
B RE- R R R R R AR RN DB SRR -RE-RE-Rri-
S18:19:&8:1 5 1885 & L £ 8 1 ' ' 1= @l
S T2, s ' ' S 9 2.8 K
A e e A A A A R R R R R e
[
'.‘F.-'I-u'.!“-".'.‘nﬂ'lﬁ..— -}l-'fIl-l-'lll"hl--‘-llln“'-'h"-l-‘-w-"l‘-l"l—lllJ-lllnn
] ] (] r 1t ] [} ] T ] . [] ] ]
. ' N i i 1 1 ' "o 1 ) 1 't H 1
W"ﬁ“m".m".m““m..m.m..m...m..m.m.m...m.h“.m“h.
l._4.5.6.7..0"1“2"3“"7“8"9“0..4...5...6...!...
' “ ' ' "_"1"1“1.1..1.1.1.7.““2“2“2"2“
: .ll‘.'l'L-i.'-‘l“'l-lﬂ‘lu"-.ﬂl|||-llI-I"-"C“'hl.l-J.'ll.d.ll--l—‘lllnl--‘-.'i-l-'i-l-lJ.l'lJ—
‘ f "o ' ) 1
' ( H H ’ R Vot ] "o h 1 ) N ! ' : '
' s - . -
"N“.m".rﬂ-..m.nﬂ. ..l.m..nu..h..m...m..m.t.d...m.m.h..n.“
. .% vk S0 oA ' ' ' ' 0 8, ' 2L
1€ 100 I~ ¢ ® e .Fl.l.“.w..9.0.1.2..6.7.8.9..
' ' ' s ! o ' ' 1 poa ™t N N N, NN NN
. L]
"l--'“l-'lor'.l-r‘...r..-l-rlnr---ﬁ.'-l‘-'llt."h}.-l-.rlll-r-'-”I-l-.—l‘.---'—'-"-'.'-."ll”
. ' o ' ' 1 ' 1 '
' ' ' ' ¢ T ' ! ' "o ' ' 1 H H ‘
- I ' ) ' '
- ER RN RE-RE-RRE-RE-RE-RE-RRE-REC-RERE-RRE SRR RN
' < 1t 1 1@ 1 ' o ~ ”
TN AR DT SO Atk Rt Nl ARt a1 Sl A AT A
S S U N A R O D A A A D O
160 v ' b= ' ' 1 ! H - ) V=
BB IEISIZIIEIEIBIEI 28I 8IEIIEIEISIE!
A A R R A N R R R R R R R
' " ' 1 '
S e S N SN N St 1 T S A S O S S St
[] ] ’ [ [] [ ] 1 ' ] [ ] ] ]
: ' : . ' " ' ' ' 0
 EiISiS 1618151818181 15181814116 !81515!
VR 1IN 1O I w 1SN0 20,0 S (w0 D
S S S U8 R R Al 1 T Bt DA T 15 T A S
”l : ﬂ. * M ““ ‘- -ao. - n“'..'ﬂl-.'-ll-'-'-.7'-'.1'--).-4.-'-‘-lll“-ll.l“-l-lh
s 1 ' M ' "o ' ' ] o 0 ' ' . H ' ' !
"oy '
iEi8iBI2ITIiEI8IBIRligisigiatisisizig
' ' ° ' ' '
e L LR LR L LR R L LR L LR R E RN L
: ' ' ' o 0 ‘ 1
' ' ' * ' v ( ' HEH H H ' '
.r..'.r'-.r'..'. !"-'lﬂll.- --.ﬂ--l‘-l.‘.'--l.rll”l'.l.r"-”-"'-'l-ﬁ‘--nh"---"l'-‘I-l-'ll ".
S T T N T S S-S N S S ST S S SR SRR SRR SR
' ' 1 N ' ' \ ' ] " ' ' ! ' ] ' ' \
' ' H ' I ' ' 1 "ot 1 ! q H d H ' 4
H ' ' M 1 'R 0 0 ' " ' ( f H ' ' : '
' ' ' » ' " ' ) toe ' ! ' 'y H H H H
1 1 M ' "o 0 ] 0 "o ' 0 ' H ' ' .
“m" " u " [ 1 ] [l [ ' I ot | ““ “ “ " ..
I ' e H P " ] P ' y 5! HE - B H ! '
.I.m.a ' (181 oA A ' e 12115 ' b~
e | "> 0 3 [ [ - I ] ._l.m. B 1 ' o '
"C“.mueuw.m..m.vr.l.m..H"t".u"h““.M"Ma"m“.w.
n * Ve BT R R i =N
! M ) =
S EEECRCERE- RERREEF-RREEE-RE SRR N R
! ' ! : H VT ' ! ..N“ “K“N““I“I"K"I.
] " ) ' ] t o ] ] c '
' ' Vo =~
LlL'l'Ll".—-'lL--'rr--lrl--r|llrlllrlil"wnn”l‘|\|'"-'l h



KITUI PRIMARY HEALTH CARE PROJECT  MUTOMO SAFARIS I982.

Location. Ist. Week. Jan. Feb. |March. Aptil.] May.] June July. [Aug, |Sept. | Oct. Nov. .|Dec,
Kathyethnke. Mon. Lih, 18t.] 1st. S5th. 3rd.| 31May. 5th, 2nd. 30th,. Gth, 1st. 29Nan.
Chsango. Tucs. S5th. 2nd.}] 2nd. 66h. 7th. Lth, 6th. 3rd. 31s8t.|” Sth. 2nd. | 30Nav,
Kdsnuni. Wad, 6th. | 3rd.| 3rd. | 7th. | Sth.} 2nd. 7th. | tth, | 1st. | 6th,| 3rd, | ‘1st.
Syomunc. Thursa. 7th. Lth.f Lth. 8th. 6th. 3rd. 8th. 5th. 2nd. 7th. Ltihe. 2nd.

2nd Weck.
Kyamatu. M. 11th 8th.] 8th, 16th. | 10th,| 7th. 12th. 9th. | 6th. | -11th. 8th. 6th.
Voo. Tyes, 12th. 9th.] 9th. 13th. | 11th, Bth. 13th. 10th. 7th. 12th. 9th. 7th.
Muttc . Wed. 13th. 10th. 10th.] 4th. | 12th.} 9th. 1Lth, 11th. | 8th, 13th. 10th. | 8th.
Ikohga. Thurs. 1 th. 11thi. 11th.} 15th. | 13th. 10th. 15th. 12th. | 9th. | 14th. 11thy 9th.
3rd Weck. )
Hinskoni. Mon. 18th. 15thl, 15th.] 19th. { 17th. 14th. 19th. 18th,. 13th. | 18th. 15thy 19rd.
Konzi ko. Tues. 19th. 16th. 16th.| 20th. | 18th. 15th. § 20th, 17th. 14th. | 19th. 16th. 14th.
Kaviaauni. ted. 20th. 17th. 17tH.1_21st. | 19th. 16th, 218t. 18th. 15th. | 22nd. 17th. 15th.
Kanyonaonyo Thurs. 21st. 18thL.  18thi 22nc. | 20th, 17th. 22nd. 19th. 16th. | 21st. 18th, 16th.
Lth Weuk.
Monquni, Maon, 25th. 22ncl.  22nd; 26th, | 24tn.} 218t.| 26th. | 23rd. | 20th. | 25th. 22nd. 20th,
Kasilo, Wed. 27th. | 2uthl 24th{ 28th. | 26th.] 23rd.| 28th. ] 25th. | 22nd. | 27th. 2Lth, 22nd,
Kollvu. Thurs. 28th. 25thf  25th] 29th. | 27th.] 3Lth.] 29th., }]26th. | 23rd. | 28th. 25th. 23rd.
Kis ust. Fed . 29th, 26thl 26tt 3uth. | 28th.] 2sth. 30th. | 27th. | 24th. | 29th, 26th, 2Lth,
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Annex IX

PEC Project Budget (1979-83)



PHC Project Budget 1979 - 1983

154,

-
Original Budget! Expenses to |

T

Feb, 28, 1982

T
Balance
1

Proposed Allocation
to March 31, 1983

.l -

[}
s v $ B s
Salaries 147,400.00 112,526.84 | 34,873.16! 48,500.00
Tr‘nm 131,2m.w 1”,485.36 ‘| 714.64 Bolm.m
Equipment 19,200.00 20,486,96 , -1,286,96 5,000,00
Data Processing 9,000,00 - ! 9,000,000 -
]
Housing - - 1 - -
]
Bealth Ed. 17,400.00 i 3,416.36 13,993.54! 3,000.00
) |
Consultants 6,000,00 i 4,802.29 1,197.71) 5,000.00
[
]
Med. Supplies 65,300.00 i 23,835.97 41.464.03.’ 12,000.00
)
Evaluation 5,000.00 E 1,779.90 | 3,220.10} -
]
] [] ]
CODEL Owerheads 12,000.00 i 8,533.45 5 3,466.55!  3,466.55
! |
Balance ’ 500.00 E 1.63 E 498.37) 164.69 '
! . | ! | |
» i T i | |
| Totals 413,000,00 E 305, 868,76 107,131.245 107,131.24 E
| ! ! |
: L d

LY



Annex X.

Mobile Service Coverage (1979-82)
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¥MOBILE SERVICE QOVERAGE

- — g - — - — — > -

HUTOM)
1979 1980
—Jh -
No. S Cov. No, A Cov,
——— —— o o wn o - P van o» Ean > a—p e
CURATIVE
< 8 5095 6350
»-S 1732 4802
JHMUNIZATION
BCQ 1284 (37.7) 3082 (79.8}
DP'r1 1452 (39.3) 3233 } (84.2)
t
DPTZ.J 2322 Sol17 I
Pollo1 1795 (48.6) 3097 | (80.8)
]
Polio 1101 S121
2'3
Measles 823 (24.5) 1652 (40)
ANC
—-— . 4
New Cases (Risk) 19 (18.7) 1351 (50.6)
®  (Non-risk) 340 793
Ratic Revisits/ 1.5 ' 1.6
Visits
Tetanus Toxoid H 998 (24.6) 1482 (31.7)
L i . -
Source: Semi-Annual Reports.

1981 1982 —}
T ]

No. § Cov. No. $ Cov,
6388 3705

3085 1152

2344 (65.4) 1561

2152 (65.2) 1301

1295 1963

2144 (65) 1312

1301 1820

1851 (62.2) 934

1080 679 *
1.8 1.4

998 (23.6) 758

‘95T



_!.K;)[_l‘l._l.,f_§ ERVICE_COVERNGE

-KINANGAQ
WT“‘““A T WP N _.n:_-.-T-....-------..B-- S chaain & demecnbasnl i bt o
. 1979 1980 l 1981 1962
I I | - _
No. \ Cov. No. \ Cov, No. S Cov.| No.! 8 Cov
- _:% ———ae SN RN S ! ....... $--
CUBATIVE 2 = i i
<s 1176 2754 5256 380 ]
35 34 399 156 60
IMMUNIZATION:
E BCG 1171 (32.4) 1926 (51.2) - 160
DPT, 1197 (33.2) 2602 (66.4) - 160
DPT, 4 779 3588 - 262
Pollo, 901 (25) 2689 (71.4) 189
P01102,3 525 4287 - 256
Meagles 3o9 (9.4) 1360 (38.6) - 136
ANC: New cases (Risk) 151 369 546 432
New Cases (Non-risk) 123 (6.9) il (16.1) 517 (26) 10 1(41.4)
Rrtlo t Revisits 0.8 1.6 1.7 1.8
i Tetanus Touxoid 166 (4.2) 584 (13.9) - 168 : .
—m——————eme - ' - S N 4

Semi-Annual Reports,




MOBILE SERVICE COVERAGR

MUTIBLE :
1979 1980 1981 1982
* ’No. s Cov. No. $ Cov. No. S Cov. No, S Cov.
————reeee e -~ -
CUMTIVR:
<5 Yres - 6358 5171 2458 .
2 5 yms - 7004 2168 639 | °
IMMUNIZATION:
BCG - 4188 (108) 2877 (58.1) 1740
DPrl - 4146 (107) 2708 (60.1) 1449
Dl"l‘z.3 - 5869 1930 2107
Pollo1 - 4996 (120) 2754 (59.6) 1457
901102'3 - 3167 1967 2297
Measles - 3ol1 (44.7) 2067 (48.1) loll
ANC: New cases (risk:) - 621 537 654
New cases (Non-risk) - 995 (28.6) 1c71 | $22-9 e6L |136-3)
Ratio Revisits/visits - 1.3 1.4 1.7
Tetanus Toxold - 1399 | (24.6) {1165 | (19.7) 981

Source:

Semi-Annual Reports

‘esT



MOBILE SERVICE COVERAGE

NUU
g
1979 1980 1981 1982
| e e e e o e e e e s s ) v )
No. % Cov. 1 No. § Cov. No. S Cov. No. § Cov.
ND
\

CURATIVE: "

<5 yrs - 2330 704 2987

33 yrs - 3642 3709 533
IMMINIZATION:

BCG - 1883 (300.5) 106S | (47.4) 887

DP'r1 - 2448 (137.6) 1399 ! (62.6) 523

DP'r2 3 - 2217 2249 81l

1}
Poliol - 2304 (125.7) 2174 % (121) 486
Pollo2 3 1993 3218 651
1}

Measles - 1034 (59) 995§ (52.3) 261
ANC;

New cases (Risk) - 562 (32.6) 489 (32.7) 341 (45.4)

Nevw cases (ro--risk) - 360 476 326

Ratio Revisits

Visits - 0.8 1.4 1.6
Tetanus Toxoid - 500 (9.6) 478 (15) 229
Source: Semi-Annual Reports.

'6ST



Community Health Activities (1979-82)
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MUTOMD

1977-1961

1982

1981

1982

18

1980

1901

1982

1979

1980
1981

161,

COMMUNITY HEALTH ACTIVITIES
(ESP. SCBOOLS)

No iaformation availabla.

Seconded PBT has begun active program in schools.

Health education in schools bequn,
Sex-education addaed to school talks,
Health educaticn also given to in-patients at

Muthale Hospital.

Bealth education given in schools, markets and at
Chief's barazas as means of entering community.

Beal®h education continued. Shopkeepars stocking dnugs
were taught correct malaria treatment.

Polio vaccine given to 167 pupils. BCG not given due

to puplls’ fears.

Continuation of same program with 10 schools covered.
Topics included malaria, persanal hygiens,

nutrition and BCG vaccination.

Bealth education given in several schools and to parent~
tsacher association.
Continuation

10 schools chosen for reqular visits,



TRAINING AND INSTRUCTION

FOR WOMEN'S GROUPS

162.

N
»
|
|

TRA's (numbers not

specified)

-

MUTOND Number Trained Length of Training
1979 2 TBA's 4 days x 4 visits
9 CEW'S 4 days x 4 visits
9 Thi's 3 days x 5 sessions
24 women 3 days x 3 sessions.
1980 6 women 10 days
7 women 20 days
7 women 16 days
4 women 10 days
14 TBA's 7 days
2 couples 2 seminars each on FP
1981
2 couples )
6 midwives F.P. at Muthomo Hospital
nurses
6 TBA's 1 week
4 women 1 week
6 women 3 days
1982 4 TBA's 5 days (Using PHT)
5 CHW's 3 veeks (Using PHT)
9 couples Fp/Kitui (Workshop)
NUU_
1982 13 women 4 days x 2
5 TBA's 4 days x 2
E!&m
1979 24 participants 3 workshops
7 women leaders 4 days
2 TRA's Several sessions
3 TBA's Saveral sessions
4 TBA's Several sessiona Total 30
1980 14 TBA's 6 days
10 TBA's 3 days x §
—+
1960-82 8 - 10 mothers Saturday sornings

Saturday mornings




AT X P

TRAINING AND INSTRUCTION

FOR WOMEMN'S GROUPS (Continuation)

Number Trained Length of Training

]
1980 6 women per qroup’

( 1 not given) 3 days x 3 sassions

Followed completion of
community-constructed A
building

4 health seminars
{no length given)

1981 Local leaders
(in 3 groups)

4 adults

3 pupils

7 parants

5 TBA's

2 traditional
practitioners

112 women
3 TBA's

1982 1 couple FP seminar
20 TBA's
10 traditional

healers
15 other 6 health ssminars
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Annex_XII

Kitul Morbidity Data (198) - 82)



KITUI MORBIDITY DATA

T

Tha Incidence of Diagnosis of some Indicator Diseases in Kitui

Source

This table does not show any significant morbidity changes in the

Distxict.

Kitui District Headquarters.

s e . o ———

- Bt e 2o ar o

Di.uict M '
Disease Year
J} Py
1980 1981 : 1982
1
Scabies/Fungal Infection 2,484 2,559 | 2434
]
}
Charonic Cough 23 8 k]
Byes Infection 350 882 962
nt
Malaria 6,004 7,147 6799 ;
j !
T | |
Messles 8s | B8 | 117 i
' | B
Whooping Cough 3 12 43
folio 2 1 1
smlinutrition %0 45 6]
[}
— — 1 2
T' |
Ddarrthea and Vomiting 1,684 1,461 ,I 1484
[]
S R ]
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Annex XIII.

Forms Used by Project
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Kﬂui“ PF‘IMAR"' HFALTH CH_B._B&SLGRAMME

MoNTHLY _STATISTISAM  ReTURNS.

CENTRE: MONTH: : YEAR: :
ivJcasEs |REPEATS [ToTAL _|BCG [PoLiO DPT MEas |
(21301 12]3] ‘
CHitd WeLraRre
TeTANUS 'I:'_:"go.g
] )
AnTe Natar
r X s, ]
LURATIVE SRS
(exce. c,wcfpwc) >5 YRS
Tomc{s\
UEALTH EDUCATION ZRENEraa e /Mo of PARTICIPANTS =
(} T LT } :'E("'-"-' (';_:,'_.:'_.’ - =3
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;:::at:mooq e{qbnmw 13og

Dree L,

Sl

L
« lavi -

I

M ..
J

_v-’o'l

'-"lt: ¢

- S e —e———

:\ 3 :_..- At

Al A/:.w Ca_iec_

- ' L]
Teral

s ke oty o d G | GV B |

el (f. 34

208 .'5“- '.;_ &Y

- ———— —

CWoRT T

4~ra "#MLI I’psr Nara L Td‘-oﬂ.u\&rmd

4 Tt o |
-_.-.‘.".'.'.- (ogctphee

--.oglb '\&l"g n"'l"
61y Tad J0 1" 40, Tyt

1T [ i
[

-
—— e R e—

N SR RO i i e B e SRR
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N (el e Ceter il 04 1251 S NS ST S b b -
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CHART IIX

IBICIIZATICH SUALRY SHEDT
(by diser 1)
Disease
Clinic cAN FED [{AR | APR ' ITY | SUN ~UC 1 STP | OCT | NOV U BT
' |
' -
I
]
[ | :
s | 5
I
’ 1
| i
i I
! ! | | | l
| |
| |
' ' e
| { '
‘ L
[}
| i 3
Y i
| I
! — .
l | |
! - ! -
' !
'
_ | o
! )
! I
|
| | |
(= -
] L
' ¥
| | ]




e

lonth

o~ A

IESUUTENTION SUNMILWY SHCET

19

CLINIC

Typa of Ic=mnization

Total .
SHALLFOX TS
Prixcry Under 1 year
Veccination 1-4 years

Fevaccination all ages

5-14 ycaras

15 veirs & over

BGS
Prinary

Vaccination 1-4 yoars

Revaccination &]1 ajcs

Uader 1 year

5-14 yoors

15 ycars & over

DFT (“Tripl

Revaccination all ages

c”)
lst cose

2nd or Jat~r dces

ORAL POLIO

1ast dose

2nd cr later doeso

Under 1 ycar

] ycar

2 yocirs and over

TETANUS 20X

21D
1st doge

«nd or later dosa

OTHERS (Specify)

- e e e e — i — l—- -

e e

ST

‘OLT




1:71 .

CHAR? IV

CLIKIC VNUGEHENT INPOKMATION

JAN FEB | MA: | SPR{MAY { JUN I JUL LAUG {SEP ICCT 1300V 8L

CLINIC
¥as clinic held?

——n

Were mcdicines =doquatse? . —_—

Was scaff corcleta?
Were clinic facilities
asdequate?

Was ficst group leades
training conpletced?

Were initial group moetings
}:01d? (indicato no. held)

has seconé uroup l~aler .
trainira comoloted? l
CLINIC '

Veye seccines sdequate? l
!
]
|
T
|
l
t

.!__]

1 ]
g Ty . G




HOTES - CHILD HEALTH CHART

RIMARY et e, FROGRAM IMMUNIZATIONS
: TUBCRCULOSIS (BCG) T
Clinic Ch.ld’s No.
e Date
8oy Girl Remarks - R
Child’'s Nemo Tribe
] \.
- —_—— TUSERCULIN TEST :
District Location Sublocation  Date o
Dme Road:
= Relcuon

| Father's Name

POLIGMYELITIS (ORAL)

Date: 1

Motlicr's Harnve Dot 2 —m———

R

Dato: 3 ]

|

Ca:e First Seen | Birth Duto
L SMALLPOX Reaction

Datc ¢f Primary

BROTHERS W SISiZ3S T‘;u.a—o.l"ﬁe'\;scc—un'afnsn
Narao CexBicth Datdd
WHOOPING COUGH-TETANUS -DIPHIHERIA |
T —

s Dnle 1 - B

= Da.c 2

L—- — ———1 Dn.!‘ 3

-
MEASLES R
— B 4 Dete:
— e e —— = . i Romvgrks:

e

————— - — - —— e ®ii =~ = mewe

Best Ava;.c.ale Dccusnent 3

“eZLT



jua@nood o[qR[IPAY 13°d
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o)

HARVARD
STANDAF

(R ED SRS I = Cain ! : 1 TSl LTl
e aAeyapn INSTHUCTIONS 70N COMMEN'A CHANT:  Kq.
nEO\-’{:-JU fina out the month of bisth ol the chid and 18 T i
A 3 - * - = 4
= . =l D=l | Vel £ 0 M hes e all the black edged cpacas. then S 1-H1 - 414 LY
- c..an SPE‘#’-‘-'— CLRE fill in 1l:¢ ciher months. Also mark oll the years 17 1]
LR K “.m 4 P "P l‘ 1
‘. <ije When the child comas for weighing. make @ 13 __.a"_'j}__ |
v T “ 1 largy out in that mooth's column ayinal the > I} -'1 : I " l
vcight. Connest this viith the latt dot TP bt iy
K.. Is — ey y I 15 _w'-‘ ' 1. T 1 —r---ls.-‘.... -t
L]l I 14 i _.,‘._.._i- -4 ?.-t’-y--r- —.'J-Ad—l -I ..-"L
. 14 | 4 - 14} H -4 NENSA X ...‘....;.'-:
- | l J l f - I-f
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r w2l HAL | i bhe=d L 13 ik
. - -'--‘ q—-o| =11 .'r0|- -."1 |- 4 b~ o age F}' - -
i -

cdd R I_.-.: e LIS ) L ' ...'I.'..l.-.»-. .L..-.I..-.
> - A |
Lg 17 _[‘ 12 A s 4 L N _,.l\-‘-. 5:- _|..,_- o 121 ._I; s

— —-L —— -.-- \‘i.-: e B - --4+ F 4+ 4 &= -
n AL 1" "’q: RN NSRS nf L
i “ L 1 ——
2 -4-— .1-I _.(\‘. .. - ’J“ - -l ot -} l o= "‘:I,.
1c ol 1AL ot 10 AdZ=ag [LE4)
B B I LT 4 L LEL L 1
‘ 3 ’ . _! a l '_ L~ 1
— -I PJ. - l‘: f:.— - - - - - . -
3 8 iZsul 8
* EL ] | 10
- 1/ ~ 7 1T 7 11T ¥
; ARtoYE A 1 ]
S P TEI P 2 1 J (1] 4
6 .4 r/ > 8 = |' (] 3 .
EEEpCyamnS T s
< 7 'J} i 3 5 5 J ]

7

('QT
N N
A\ N\
v
!
F
"

N
1

-
el
-
-

NONTH

0-1 YEARS 1-2YEARS 2.3 YEARS 34YEARS 4 YeAks
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e BX3
]

= ey 1 %

KiTUI PRIlVIARY HEALTH CARE PRCSRAM

X - ANTi: NATAL RECCRD

- 1 -
M,..'.‘..Q LA AR L A A A L A Y T el s I -
Y g § IR YEveg T e o S -
m.* .-.-......M..-......-lﬁf—f M¢-o.-t
CRITERIZA FOR DELIVERY AT HIOME CRITFRI\ FOR DELIVERY AT 11.C. or IIOP.
Aasricd C7 Usmained ay
Agei5-33Yan _F= Age <15>15 yrars Vo 4
- - FREVIOUS OBSTEIRICAT B IORY PRT VIOUS (TR RICAL TISTORY in'uai!ﬁ." =
I\ ViIWAVITAVLVY MEL.I?
Ticauture Delivenics ES.’/ > L:?
Abwssons L3755737 »1 L
Seillensths w7 yes. ar.
Cac1raa wxhon -D yet. ar. L?
Tesoaps Vacoum Bo D )n.-a
APR sl 7 yeune LT
rrn sl 7 yone L 7
b <unl7 > ummd ]
Vit Weck Menality wl 7 ool 57
MEDICAL HISTORY MFOICAL HISTORY
Tebcrosions wl 7 £
UL wl 7 oy S
AMatuis Yav yoloT
V.1 /7 X ;n.g
PHYSICAL DEVELOPMENT PHYSICAL DEVELOPMENT
L PHYSICAL EXAM
et Picight « [wohss LN [iG 1=
g iha @ Lo Jushs Intlizefnaf®E
i lueog = rea
o PelvicOwlet (Kawchies) [0 %33R
ner
Spicen Abaormalitics wl_7 - T. Toxid
’ u
Onker Ind

L.M.P. E.D.D.

PREGNANCY

I'rex | Weigh

PRESENT

Delivery at

su L27

Alive U

CONDITION €I D AT DINCHARGE

alne D

d ;w:'.
P b
X SE =
30
: =
=
B =
3
p 3
= 3

Fuandal

Preg. | Hegh

Whks

Daw

g

,‘HD No

ANTE NATAL CONCI USION FOR DELIVERY

Can Head enter

P—— .
at Hosp, Lo

a ke 7

Al home D

Reawon, ...

BRRR R RN AR AR AR

ew

FabasEERER R

e -
sns

-~ PLT
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Phase Il Evaluation Porms



HOME VISITING CHART

Clinic Arsa: Date
—_— T T
No. of | No, of No. of rNo with{No. comp.{ No, tChronig¢ No. 'No. No.
» 4. -
X s of Bead of aouacholdﬁﬁltth' deaths children BCG Ism. OFr latr!.iiej Coughy Scabies ;Sore Arm.
in 6/32 |in 6/12; 1 - 2 yrs measles + oL - No. eyes circ.
Mo. _ I S i __» 13

e 7A



YEARLY EVALUATION FORM

{FOR CHILDREN 12 - 24 MONTHS ONLY)

hold No.

Birth [.

Date

Interviewer —

4 Measles

(Page 1)
TEAM AREA; ——-eeco e oo
CLUSTER NO. ==memmcemmm e
Birth Date RANGe =——coommmmmmmmmeeoe g o
(Mark + 1if present and - i{f absent or negative).
Mt Sty St sttt -
| peue | e

Card BCG N ----]--.. T
Present Scar | T 2 3 1 2

r—

S SO S -

RS i Ittt |

Fully
vacc.

Arm Circ.
2 13 cmsm,

- -

® Calculate applicable children by determining range of possible birth Adates

to allow thea to fall into 12 - 24 month category.
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YEARLY EVALUATION FORM

{Page 2)

MOTHER (OF CHILDREN ABOVE)

-— - e - -

Feeding

Breasgt

Attanded
ANC

poee o o e e —

N

——————

-’

m.

Other Comments:




179,

AMREF's "20 First Steps in Starting a CBAC Progran”



3.

20!‘1!5'1‘5‘1'!-?3.

L]
.

' S '
. JAMREF EAI e | STARTING A COWIW-BAS__!D HEALTH' CARE PROGRANM'

_DETAILED DISCUSSION
VISION

It requires only one person to hove vision, Thot person ean be anyone. That person
should support thelr vision with some reading and some visiting. The reading may be
*Y/here Thero is No Doctor", HELPER newsletter or reports about workshops. The
visiting may be to an octive Commur"lhy-ﬂuud Health Care programme. This moy be
arranged through the Support Unit at AMREF,

PRIVATE DISCUSSION

The inspired ond informed individual then discuss s the idea with neighboutt Sha/he
should discuss it with o variety or people: old/young; male/female; rich/poor;
medical/ran-medical; official/non-officicl etc, These people must ask themsclves
questions like this:

a) Do we feel keenly obout any health problem?

b) s thot problem solveble?

.c) By villogen?

d) Do villogers have the will to work together? :

e) Do villogers have good leadership? . . e
)  Who could we get to help with training? e
g) How much voluntory (no pay) help can we expact. from villogers?

"h)  Whot could the villogo=together=do for gm!-.:i'r for heolth warkers?

1)  Will people listen to o slightly trained neighbour?
) Will this neighbour's words produce changed octions?

* k)  What about money and equipment?

If this smoll interest group do their "homework" well the Chief or Sub-:Chiuf will
be willing to call o baraza, )

First BARAZA (Sensotizction)

The Comemunity should hear a brief simple explonation of the main ideas ;
o) Wae have specific problems such a3 ... 00.e

b)  These problams cen b~ stepped by the villoge changing Its habits,

c) These chonges of hol  :an bo premoted grodually by nelghbours who get o little
'm‘ﬂ'nﬂt

d) The whole thing concerns villagars (CHVYs) heiping their neighbours to help
thamsclves to stay healthy,

¢)  There Is olmast n> money or dowa Invalved.,
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181.
The question before the baraza is nat "What Will We Get?*

» No. The question before the baraza is "VWhat Will We Do?"

If !h.e community seems ready in spirit to iry the path of self-reliance, the leaders can

arrange appointment of o small Committez, Those chosen must be people who get things

" ORGANIZATION

The Committoe argan:: . itself with chairman and secrerary, ;I'hey get in writing what
their objectives ore and their outhorlty for pursuing these objectives. . |

INVESTIGATION

They share out resporsibility for digging out answers to these questions:

a)  What are the main self-solvable problems?

b)  What people as CHW;s would be the best motivators of improved habits?
c) How mony needed to cover this villoge at 1 to 1,0007

d)  Are these people owvailable?

e) Whot about zowodi?

f)  What s the best method of troining?

g) «+ Who loca!ly has this skill or could be sent to find it?

h) Who, specifically would give them medical bock-up?

1) -How, specifically would the Committee give them odministrative back=up?
)  How Heolth Committee relates to local health focility.,

k)  Hoalth Committeds part In troining,

) © What demogrophic dala 1s ovallable?

SECOND & THIRD BARAZA (Evaluation=Decision)

The Health Committes reports to boraza, explaining thelr findings and recommending

o plan of action, This plon would zpecify WHO? WHEN? HOW? WHY? WHY NOT?
WITH WHAT? etc. The borazo will then recess for o week, This weck is for personz|
thinking ond private group discussion of the plan. In particulor villogers must be thinking
about WHO should be the CHWs and nominating such people to the Committes,

At a re~convened baroza the Community must:
a) opreo to the Committee's plon
b) approve Health Committee selecticn of CH'Ys

¢)  moke commiment to actively wpport the plan

Also there mxt ba agreement on the area cheten for tha first (piler) progromme = o
sub=location,

—
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- ORIENTATION - - ' S s

182N

The Trainer and local health worker (may be same person) gives trainces orientalion
to their role. Might even take them to visit an on=gaing programme somewhcre else.
Back home the group ogrees on which CHW is covering which port of the villoge,

PLANS SURVEY (Boseline)

A very simple survey form is designed by the “team” (CHWs, Health Commiticemen,
local Medical Worker and Trainer). : The survey-iorm must be oppropriote to the CHW!:
abilities. Its purpese is to enable the CHW to start her/his troining with a clear

. understanding of "her/his™ dafined area. (people, problems, distonces, ﬂn.)l The -

Support Unll at AMREF has @ model CHW survey tc borrow ideas from. One of the
most important parts of this exercise is the designing of the tables on which the survey
dato will be tallied for analysis. The survey should ask only for information which has
a ploce in o table. Dont osk for what you wont use, The form must be field-tested
repectedly before final printing. l :

SURVEY :
The survey itsc!f should be run as @ Commun! iy exercise, Even though only o srZple

moy be interviewed, overyone should feel that the survey concerns them,

'™

- e ;

ANALYSIS otc : L ] i

Tho results of the survey are tallied, collated and then onalyzed. From this informotion

the team con decide which problems dezcrve highost priority in CHW tmining;_"l'hcy
should olso ogree on what specific changes they expect could be ochieved by the end
of one or two yeans. These expectations should be written clearly as objectives to
try for,

4th BARAZA (Presentation etc) . r

‘A boraza reports to the whole Community what "their" survey showed and whot the Health
'

Commitiee hopes the community ean do obout it In future,

|
[
i
"

TRAINING :

With this foundatlon of facts and hopes the CHWs start thelr tralning. Trolning should
be led by someone experionced with CHWs, |t should be corried c'ml right in or nuor
the villoge, Effective communication is the mest important skill tought in the training.
Next comes evaluation, Sze Support Unit pzpers for mora datailed discussicn of

training. /
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" Now begins the main part of the plan, ond everyone is wiolVed T Fromt O

V/ORK E

5th BARAZA ' § 1032 e
Upan cemz!etion ef their "basic" training CHWs ore Presented to the communit :

Yoo

the CHWs are the motivators ond the villogers themselves are the o:tlvator:; of t' +'plan,

Everyone is now involved in a personal “day=by=doy harambee" for healths

The CHWs now begin their work, It involves mainly the priority problems the survey
revealcd ond the Health Committee prioritized. The work is part time. I is very

much through home visitation, See Support Unit papers for more detalled discussion,

BACK-UP

The Health Commiittee, the local medica' ker ond the trainer must keep in frequ int
touch with the CHW in her/his home orea. She/he needs their encouragement,
supervision, protection elc,

REFLECTION

At lecst once a yoar oll the CHW; of that village should come together to share experiencs:

and 1o raflect on how things ure going. At this time they may wish to moke some odjustmenrs
to their methods and objectives,

PLAN RE-SURVEY
Near tha end of the first (or sccond) year the team :hould Segin to plan the follow=-up

survey. This is to swe il any chonges are yet measurable.,

RE-SURVEY

This follow=up survey should be almest identical to the base!ine wrvey. The tailying
ond analysis would alto be similor,

6th BARAZA

Here the communily gels o firstreport card” on how they = logether = are doing ot the
end of the first phase of their exercise in health self-relionce. The big question is "Have
specific community hobits yet changed In o countoble way?"

ANALYSIS AND RE-PLAN

The teom reflects en the anslysls, on the good, the bod and the uncertain, If necesuory
‘they revise thair method; ond objactivos for the sccond pnase, On the seli=help rued
to health this villoge's st2z+ are now straight and steody, Fuote Nyoyo!

——p-
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Aunex XVI

Bvaluation Information : State Telegram 081077
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EVALURTION INFORMATION

STATE TELEGRAM 081077

The Kitui CODEL mobile clinic primary health care project attempts
e owvercams the health constraints that cause infants to die at young
apas from preventable communicable dissases, that cause mothers to...
dali7er unsuccessfully and that cause less than w&mn health

des to environmental hazards, through immunization, antenatal

smdl health education services. It cannot hope to address the
saxiocus underlying contributing factors of watar shortage and lack

of natritious food.

The technology promotad to improve the health status of infants

amd mothers in particular includes immunizations, hospital deliveries
for at risk pregnancies, and expanded community - based health
cmre. The projsct staff encourages regular attendance at the
monthly clinics for childhood growth surveillance and ante-nakal
momitoring as improved hcalth behavior. The training of community
lmmlth workers will fostar the long-term impact of health education

albout latrine use, improved diet and healthieéer water use.

Whibealthy “tural practices, such as using dirty water for

. &rinking and sharing a water source with livestcck, are being

discouraged as wall as recourse t°© the often harmful medical
approaches of traditional practitioners. Villagers are also being
exposed to an existing appropriate technology of health-care,
Iaxgely community-based, to roplace either ths lack:of any coping

tecimology or tha inappropriate hospital-orientad approach.
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Project planners have evidence thut the intanded beneficiaries
will adopt at 1e.ast: certain aspects of the proposad technology
bacause the project has been serving the mnc;u target population
for thxees years with enthusiastic support. The ﬁuhqc:- have
recognized the banefits of some aspects of the maternal and child
health care ard attend the clinics regularly, especially for
imsonizations and ante-natal care. The cost-savings in improved
baalth and lessensed travel expense Lo distant static health

facilities are parsuasive.

The longer-term undertaking of effecting changes in

lifestylas has not borne fruits this early, however.

T clinic users display a higher education level than general
comrmnity members. Thelr decisions to attend the clinics already

indicutes a predisposition to improvement.

The target communities <Junonstrate a willingness to
cooperate in a spirit of harambee (self-help) for local
developusnt projects, indicating an openness to change.

Many communities have institutionalized development committses

for this purpose.

Tha isssmiration coverage is high (65+%) for BCG, DPT and polio,
given in the first six months, indicating a high persuvasion rate.
The ssasles coverage at eight months is less good though:at 52%:
motimrs -apparently neglect to return for that inoculation.
For antstatal coverags, the percentage of women attending

climics has increased from 41% in 1976 to 86n in 1982.

T™he most Adifficult technology transfer involves changing
hahits related to health. These changes require time and
camtinuous contact, which the clinics in thelr mcbile Zforz do oot

allow. Once comzunity health worksrs have become implanted,

\‘b\o '
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t.he..inpact of health education may increase, although it is always
difficult for people to change their lifestyles. It is also impossible
in Kitui to' make certain irprovements given the environmental

constraints.

.The mobile clinic project has already helped to stimulate a major °

ten-year integrated rural health project in the entire Kitui
District to be funded by USAID for the first six years in conjunction

with the Ministry of Bealth.

The Catholic Diocese, in experimenting with mobile clinics in
this project, has aptly demonstrated that such a. form 2f health
service deliviry can be cost-effective under certain conditions.
Likswise, it has shown that these conditions are not easily .

replicable by government institutions.

The Catholic Diocese running the project is itself a private
supplier of services. The prcject has been a good stimus

for dialogus between the Govermment of Xenya and .non-governmental
organizations.

Thare is no marketing involved.

The Diocess has developed an effective mobile dslivery system

for part of the techne , , relying on efficiency and regqularity

to establigh a trust in the system. It has begun to train extansion
agents (CEM's and TBA's) in improved health concepts and will

concentrate on this aspect in Phase 17, Likewise, greater effort

* will be made to establish links with local dovelopment committees

to encourags community health projects.

The mobile team nurses have as part of their training rotational
assignments with a team. Further to that, thev receive on-the-job

training. What they lack are community outreach skills which the

14



new personnel from the MOH (Public Bealth Technicians

and Community Nurses) should have., .

All employees in this project should have a-
sincere interst in community health issuss and ways to
cops with them as well as a willingness to induce the

hardships of frequent safaris.
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