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1. nl'mOD0CTION 

=-===== 

. 
1.1 PURPOSE AND TERMS OF GRJlJIT 

'!he overall purpose of the grant was "to strengthen the capability 

of AMREF to plan, manage and evaluate its rural health care 

services and trailling programres in Kenya". The grant provided a_ 

numbel" of diverse inputs which can be dJ.vided into t\o/O rrajol" 

categol"ies: those contributing directly to specific ~~ project 

activities in the area of rural health sel"V1ces, and these 

indirectly ~upporting the sarre activities as well as other AHREF 

rural health sel"Vices and training projects through supportir~ 

AMREF's efforts to strengthen and syst~tize project manag~T.ent 

and evaluation at ANREF headquarters. Table I shows hOi'l overall 

purpose, primary and secondary objectives, and the inputs provided 

by the grant relate to one a.'1other. 

'lhe budgeted direct inputs to the Kibwezi Rural Health Scheme 

represent about 18% of total funds made available during t~e grant 
period; direct inputs to Learning Resources are 14%; and indirect 

inputs strengthening Al'~ management used the remaining 68% of tbe 

grant. Of the indirect inputs, 25% went to support the operation 

or AMREF's New York Office. 

Negotiations for the grant began in June of 1976 and were finalized 

with the signing of the Grant in Septembel" 1978. Implementation of 

the three,year Grant began in August 1979 and was extended, 

fOr" six m:mths th..rough r/.arch 1983. 

1.2. PURPOSE OF THE FINAL EVALUATION 

'!he terms of the Grant call for a final evaluation.. '!he specific 

goa.ls of the evaluati<?'l are to assess: 
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0VElWL PURPOSE 

TO STRENGTHEN 'IHE 
ABILI'l'Y OF 1\I.mr~ 'TO 
PLAN, MANAGE AND 
EVj\WATE ITS RURAL 
HEAL'IH CARE SERVICES 
AND 'lRAINING PROORAMS 
IN KEmA 

'Thble 1 HITEHHELATIONSIITPS OF GRANl' O\'PRI\LL PURPOSE, Ol3JE}.."'TIVES AND INPUTS 

PRIHARY OP.JECTIVES 

1. KIB'IIEZI RURAL HEALTH SCHENE 
Assist GOK/I·l0H in the developnent of an 
integmted and comprehensive ruml health 
service system fol" t-1akindu Division, with 
Kibwezi HC serving as base of operntions, . 
utilizing HC staff as \-fell as CHHs at the' 
village level to meet the health care 
needs of the IX>pulation in the target . 
area. 

2. LEJ\RNING nESOURCES 
Assist GOK/foiOH in expanding the 
developnent and production of teaching 
mterials and learning resout'ces for all 
its ruml health workers, and in the 
development and execution of training 
and refresher COUl"ses for MOH personnel, 
especially those involved with the 
Kibwezi Project. 

SECONDARY OBJECTIVES 

3. amEN AMREF RURJ\L HEALTH PROJECTS 
Improve HQ supIX>rt for ruml health 
projects, including 

- outreach sevices to rural poor, . 
particularly nomadic tribes .' 

! 
-. medical rndio conrnun1cations for 

['emote health facilities 

4. OI'HER AMREF 'IRAINING PROJECTS 
Improved HQ SUPIX>t"t for tm1n1ng projects 

INPUTS 

dil"ect 
Salal"ies for Kibwezi HC staff; 
Supplies and selected running costs for Klbwezi HC 

indirect . 
Salal"1es for some senior and Junior Af.1REF 1-Q staff; 
Ove l'seas trnining of 2 junior HQ Starf; 
Office equipment for ~~ HQ 
Misc. allmlaJlces for 'field studies and evaluations 

direct 
Production and distribution of training manuals; 
Pl"Oductionand distribution of health Journals!magaz1neSj 
In-ser'Vice and refresher training courses for Kibwezl 
He starf • 

indirect 
SaIre as above W1der mdlrect 

Same as above W1der indirect 

Same as abov,~ W1der indirect 



- To what extent planned purposes have been realized. 

- Tb what extent inputs h~re appropriate to achieve outputs. 

- What has been achieved includins ~~tended side effects. 

- \'1hat lessons r.ave been learned. 

- Effects direct and indirect on beneficiaries. 

The scope of work for the evaluation is outlined in. Appendix A. 

1.3 ME'nIOOOLOOY OF THE EVALUATION 

TWo consultants - a health planner and an evaluation specialist -

were engaged to car'ry out the evaluation. Dr. Ferguson was 

assigned to· evaluate the Kib'lIezi Rural Health Scheme a'1d 

Ms. deLucena to evaluate the Learning Resourses and A1iffiEF's Rural 

Health Services and Training Progra'Tme • 

.. . 
Ms. deLucena's rrethodology \'/as confined to informal inter'Vie~/s of' 

headqual'ter'S staff and donors and anal~'sis of secondary· data 

sour'ces. Per~inent documents wer'e identified, revie\1ed and 

analyzed. Financial records \·:ere examined, and dlscu::isionc ... :ith the 

accountants and project staff conducted. Lists of individuals 

intervie· .... ed and documents revie\'led are found in Appendices B and C 

respectively. 

Dr'. Ferguson's report is based on docullent'7r'Y analysis, intervie"'/s 

with Al·1REF staff particularly with the Kib\'/ezi pr-oject leader, and 

field visits which :included intervie\'/s with comnunity health 

workers, ccmrm.m1ty leader'S, other opinion leaders such as teachers 

and health center staff. 

It should be noted that all three o.spects of this Grant, Kihwezi 

Rurel Health Scheme, Learning Resources, and AMREF Rural Health 

Service and Training ProgI"c:l!mle began before the jmplementation of 

the USAID Grant and are continuing after the G~t has finished. 
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The USAID Grant has made a significant contributon toward the 

i:nplement:ation and a\li:7OOntation of these three aspects of Ar·lREF' but 

it was not the sole donor. It is, therefore, difficult to separate 

out the specific entities that USAID funded. Accordingly, the 

evaluators have chosen to review these three aspects in entirety -

where they were at the inception of the Grant J where they are at 

the end of the Grant, and what is their future. 

• AMREF BACKGROUND 

, 
1.4 AMREF has for twenty years provided health services to the people 

of rural Kenya, Tanzania, Uganda, and the Sudan. Founded as a 

nonprofit, nongovernmental organ:lzat1on in 1957, the Foundation 

today spans preventive and curative health endeavours, with 

particular emphasis on training of all categories of rural health 

wo,rkers. The Foundation conducts a variety of programs in East 

Africa. with endorsement from ministries of health. 'Ihese programs' 

include: 

, develo~nt of primary ~lth care delivery systems 

and training of the community health workers to staff 
then. 

ft developnent of cont1nuiI:g education courses for rural 

health workers. 

• production of health manuals and teaChing materials. 

It deployment of mobile rred1cal services (ground and air)

curativ~ and preventive. 

! 
, application of social and behaviO~l service to health. 
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I operation of the largest medical radio communications 
network in Africa. 

I research on parastitic and other diseases. 

• provision of health consulting services to ~frican 
government and private agencies. 

, 
.AMREF headquarters in nairobi enploys nearly 120 staff for project 

planning, training, clinical services, health beha~iour and health 
education, printing and publication, research, radio c~TImlnication, 
aviation, and administration. 

LUring the t:l.me of the USAID Grant, PJr.ttEF under;.;ent an 
extraordinat"'J period of gro\,£th in allocated funds, project 
diversification, geographic areas and staff. 
than doubled as is illustrated in Table II. 

~~penditures more 
The OPG was 

"instrumental in assisting M·lREF' to strengthen and systema.tize 

proJect._management ~~~ t~~period of ~xpansion. 
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OtITPUTS AND EXPECTED LO~:G TERH EFFECTS Tabl. III 

PLAIINED ACTUAl 8AlANCE RESUL TIIIt: ACTIVITY LOIlGTERM 
EXP. EXP. (OUT?UT) EFFECT /OtlTCm,:. 

Direct Inputs (or 
1:16 .. ezl R Ii )cneme 

Staff Sa !aries 48.760.()I) 34,953.18 13.806.82 HC operating Effective curative/ 
prevent I ve Serv Ices 
provided. Irr.proved 
IIlOrbldity and mortality. 

5uppl Its (drugs and other 54,OCO.CO 18,707.75 40,292.25 Same as above. Sallie IS above 
cClllllOditles) 

Transport (or Mabile Clinics 10,000.00 9,537.47 46%.53 Provide preventive Improved hea I th s ta tus 
and curative 
services to pap. 
not covered now. 

Other flunnlng Casts 6,500.00 16,159.15 (9,659.15) HC operating SaM as above 

Refresher Courses for HC Staff 22,320.00 16,3~1.97 5,998.03 Improved qua II ty Improved he~1 th status 
of services at HC 

Sub-Total 141,580.00 91,579.52 50,900.48 

Direct (nputs for 
[eun 1"2 ~esources 
Prod. and Dist. of Manuals 71,01 b.oo 52,420.58 18,5e9,42 Provide appropriate 

learning material In 
Improved knowl edge of 
heal th workel's and 

areas not covered better hea I th services 
before. 

Tr.!nslatlons 9,480.00 11,937.31 (2,451.31) Same as above 5aa-e as .bove 
Defender ' ...... ~ 18,810.CO 25,983.04 0,173.04) Providing health Improved heal th -~ Infonr.ol t ion to the practices 

gener.!1 pub II c 
Arya 18,075.00 35,252.00 (17 ,177 .OS) Provld~ health Irqlroved hea1t~ services 

Infonnaticn to In practice 
P4raprofesslonals 

RefreSher Courees 
('see under I .Kibwezl) • 

Sub-Total 117,375.0C 125,59<.93 (8,m .93) 

(ndlrect Inputs 

Salaries and Fringe 8enefits 284,595.00 419,956.72 (135,371. '72) Improved project Improved fearnlng from HQ & flew York 
IIIna~ement documented P:'iREF 

activities. 
Overseas Training 24,000.00 36,68~ .• J8 (1Z,E82.3a) Improved c.(labil I ty Contribution to ImDroved 

of jr. staff to take manpower resources to 
on IIlOre responslbi. Kenya 
11ty (or project 
planning and 
evaluatiop 

Office Equ I pment 15,365.00 59,813.18 (44,448.18) Improved project 
.• ~n~g~e!'t. 

Allowances for field studies 67,885.~Q 54,861.44 13,5Z3.56 Completed studies Improved 1 ea m I n~ and 
and documentatl~n Infannatlan system 
of AlIREF project 
experiences 

Dissemination of information . 
21,450.CC 6,279.89 15,170.11 Same as· above Same IS above 

Hew Yar:k Office Support 145,Z75.1l(! 2i,598.6C 1:1,576.40 Fundra Is ing and 
backstopping Sub·Total 558,570.00 601.30Z.~1 (42,m.21) 

,Grand Total 817,525.00 817,574.66 49.66 
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2. AMREF RURAL HEAL'IH SERVICES AND rmAINr!a PROORA!'li'iE 

==========================================~======= 

2.1 PURPOSE 

2.2 

2.2.1. 

'!he USAID Orent to AMREF has funded the development of rural health 

and training programme services by contributing to the support of 

core senior nanagement. It 15 the core management \-mo is 

involved with the design, :implementation, and asses~ment of 

programmes. '!he objectives of the programnes are to reach the 

ru:al poor at reasonable cost oer ser'Vice activity and to 

determine their repl~cation feasability and value. Fund1r~ 

support has be<>..n in several 2.reas: salaries, overseas training, 

office equipment, the New York Office, field studies, evaluation 

am dissemination of infort:Jation. '!he evaluation \'.1.11 review 

.~1nancial inputs a'1d the outputs regarding develop!r.cnt of 

management and organization structure and doc~~nts specifically 

funded by the Gr.ant. 

nn>UTS 

Salaries 

'lbtaJ. Budget 'lbtal Actual Cumulative Balance 

.Salar1e~ 

Senior staff(lJ)"" '$ 163,350 $279,lIlI9.77 $(116,099.77) 
Junior staff(S) 76,lI85 92,793.lI1 <,16,308.lI1) 

Allowances 

Senior staff(lJ) 24,510 29,lI38.50 . ( lI,928.50) 
Jurrl.or staff(S) 9,675 11,385.56 ( 1,710.56) 
Passages 10z575 6z899.lIIj ( 32675.56) 

Total $ 284,595 $lI19,966.72 $(135,371.72) 
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It was elected not to fill the position of Deputy ~!edica1 Director 

but to use the allocation to strengthen evaluation activities. The 

four senior staff have continued to be directly involved with the 

supervison and nanagement of the Grant and the junior staff has 

supported the senior staff in their endeavours. 

2.2.2. Overseas Trainir.g 

2.2.3. 

~nditures 

'lbtal Eudget Actual Exp. Cumulative Ea1ance 

Overseas training $ 24.1 000 $ (12.1682 .38) 

, 'r.IWo AMREF staff have successfully ccmp1eted their ~!PH studies in 

the USA. Over-expenditure was due to the increased cost of 

graduate education (the budget was estimated in 1976 and the starf 

started their courses in 1980) and because one of the tt'ainees was 

enrolled in a two-~ear programroo instead of the budgeted one-year. 

Office Equi~ent 

'lbta1 fudget '!bta1 Actual Cumulative Ealance 

!EM Composer $ 12,500 
Typewriters 1,920 
Filing Cabinets '320 
calculator 625 

Micro-Cornputer TerminaJ.. __ _ 

TOtal ' $ 15,365 

$ 26.1153.97 

3,381.14 

612.49 

545.58 

29,120.00 

$ 59,813.18 

$ (13.1 653.97) 
( 1,461.14) 

( 292.49) 

79.42 

$ 44.1448.18 
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FUnds for' the micro computer' syestem are corrmitted and the or:'der' 
has been placed, but as for' WI'itt1.'1g of this report, it has not 
arr-ived. Its 1mpa.ct, therefore, cannot be evaluated. '!he rest of 
the equipnent has been put to full use for' :project implanentation. 

2.2~4 FIeld Studies, Ev.aluation and Dissemination of Info~tion 

Tbtal Budgeted Tbtal Actual Cumulative Balance 

Per diems $ 49,635.00 $ 2,311.52 $ 47,323.48 
Flying costs 8,250.00 23,228.38 (14,978.38) 
Evaluation studies 10z000.00 28 1821.54 (18 z821.54) 

Total 67,885.00 54,361.44 13,523.56 
• 

A review of the field studies, evaluations, and other' documents 
funded by the GFdnt can be found in secton 2.3.2. 

2.2.5 Support Cost for' Ne\i YOr'k Office 

AMREF USA is the project holder', and maintains the master' financial 
accounts for the pr'oject and car'r'ies out the following project 
functions and activities: 

- liaison With AJ'm:F Nairobi regar'ding project planning and 
evaluation. 

- liaison with USflJDD Washington regar'ding project progress and 
financial status and repor'ting 

- staff recruitment as requir'ed 

- or'ganising and co-ordinating the US-b activities 

- information ser'vices regar'dL~ project progress and evaluation 
findings and results 

- project plann:l.ng, rrailagemcnt and evaluation inputs dur'ing regular 
field visits to Kep~. 
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Support costs for New York were fUlly expended as planned. 

A recent developnent fran the New York Office is to establish a 

net'flork of medical/technical, financial, organization and 

management and public relations specialists who would be available' 

as a resource to the Foundation for ideas, feedback, specific 

problem solving, infonnation services, staff recruitmentJpromoting 

Al'IREFJetc. Mr. lackey, DOO, is very excited about the prospect 

and ·feels it will further enhance Aj·lREF as a unique indigenous, 

regional/international organization. 

2.3 otJrPlJI'S 

2.3.1 ranagement And Organization: 

A. Organizational Structure 

1. Mlen the grant began " 

'!he Core rmnagement structure of IJ.lREF in 1979 was: 

Director General 

Medical Director 

Project Director 

Financial Director 

Training Director 

Head of Health and Behavior Department 

The Medical Directol' was responsible for .both the day to day 

administration as 'ttell as the rr.edical and technical aspects of the 

organization. '!he IIB1n Cornnittee was the fljanagement" ar.d Planning 

Conm1ttee ccrnposed of senior management and chaired by the f1edica1 
Director. 
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2. PresEnt structure 

Subsequent to a Management Study by Ndisi and Stoddart the second 

portion of which was completed in 1982, the following Changes 

occured: 

- Deputy Director General position was created to ~ 

the day to cay administration thus freeing the r.fedical 

Director for medical technical responsibilities 

- Project Evaluation and Plarxdng position was created 

• 
- Management Planning Ccmni ttee \'/as broken into two 

components - Executive Committee 

Development Committee 

- Decentralization was begun 

At present seven projects are decentmlize'd. '!hey are located in 

Turkana, the Sudan, Kenya, Tanza'lia and Uganda. A Project Leade!' 

is admin1stratively and technically responsible for the day to day 

opemtion of the project(s) and is backed up by technical, medical, 

and adm1n1-stretive supp::>rt at Ar·1REF headquarters. 'The strategy 

behind decentralization is to assu~ Governmnet acceptance and 

, involvement by localizing projects as rmlch as possible. Also, 

using similar staffing patterns drugs and supplies to the local 

m1n1nstries el'lhances the ability to replicate projects. 'nus nay 

mean, however, that particularly at the .beginning of the project 

Headquarter-s management spends a great deal of time bu1lding up the 

reporting and 1lO1".ltOr1ng caplbl1ities of the local staff. 
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Another aspect of organizational stategy has been the development 
of support units in the areas of Ccmnunlty Health Care. '!bey 
support both the field projects and the r.I1n1stries of Health. At 
present, there is a Conmm1ty Health Hork Support Unit and An 

Environmental Unit. Plans are underway for the creation of a 
Maternal Child Health Family Plann1nglNutrition Unit. Table 3 
illustrates the present organizational structure of Al.ffiEF 

The present Committee's are as follows: 

The Executive Conm1ttec Chaired by the DID 

The Development Corr.rn1ttee ~red by the Director of Project 
Managerrent 

Project Working Committees Chaired by the Project Leaders 

SteeF.lng Committees - Chaired by MDH or the donor 

Standards Ccmmittee· - an "ad boc" comn1ttee that establishes 
policies to insure quality control, 
classification, and standardization of 
documents and systems. 

3. Program design and developnent 

'!he Developnent Conmittee meets every six weeks. It is an 
advisory Ccmm1ttee to tbe Executive Directors' Committee 
providing an opportunity for Departzrent Heads and junior staff to 
contribute to program decisions. ~~bersh1p consists of the 
Director of Project r·anagement as Chairnan, tbe four technical 
depa~ent heads plus additional members from each deparbnent, the 
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P1~~ and Evaluation Officer, and the three Directors of 

Information, r~.edicine and Finance Planning and Information 

Services. '!he purpose of the .Corr:n1tt~e is: 

- to review new project ideas either from outside sources 

or from internal concept papers 

- to review the refunding of existing 'projects 

Concept papers are submitted to the Ccmn1ttee through Department 

Heads but they can also be submitted directly. Any staff member 

can develop a concept paper and is encouraged to do so. Criteria 

for the review of projects were recently drafted by the Committee. 

Given AMREF's history of t'apid expansion, it is particularly 

:1mportant to have these established parameters in order to offset 

the dangers of over CO"-mittment. 

4. Project management 

a. Project Leader/Project Officer 

Every project has a Project Leader and a Project Offir.er. 'Ihe 

Project 'Officer is cr.e of three officers fran the Project 

Management I:epartment. It is his/her responsibility to backstop 

the project. 'Ihe Project Leader, if not the Department Head, 

reports to the Departr.:ent Head who in turn, reports to the Medical 

Director. Forrra.lly, the r.Tedical/Technical Division is 

responsible for the tech~Cal and quality control of a project 

while the Project Mar.ag~.ent Department is responsible for the 

management. Infornally, there is a direct, relationship between the 

Project Leader and Project Offi~er. 
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For laI'ge' decentralized projects, such as the Southern Sudan 

PMmar-y I!ealth Project, the Project Leader is hired as a 

DepaM:ment Head and, therefore~ repot'ts directly to the two 

Directors. Appendix D 'The Medical! Technical Division Project 

Leadet"Ship and 1'1anagem::nt Suppot't Assignment. Appendix E Division 

of Project Mar.age::-ent Project Support and Monitoring Assignrrents 

b. Project Working Committees 

All projects have Project Working Cam11.ttes that rreet I1Dnthly or 

blmonthly. '!hey are canposed of the Project Leader as Chainnan, 

the Director of Project Management or her representative, the 

Project Officer, the Medical Director or his representative 

(usually the appropt':1ate DepaM:ment Head), someone from Finance 

Planning and Inronnation and Services and selectedrrembers of the 
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technical departments as are relevant to the project. The ptlrpo~c 

of the Project ~rorking Corrm1ttce is to: 

- enable the Project Leader to bring up issues and constraints 

in the project "and to seek advise and assistance 

- keep the committee informed 

16 

- toot?itor' the project and insure that all targets are being met 

c~ Steer'ing Committees 

Where bilateral funding, provision for' take over' by MJH, Or' 

large-scale replication is a factor, projects have a Steering 

Committee. A Steering Committee has two representat1ves from 

Ar.ffiEF and the HOH and one frcm each donor. '!he chairman is either' 

fran the MOH or the donor, never AHPEF. '!he Conm1ttee rreets 

ever-y three nonths. Its responsibilities are: 

- to provide a broad overviel'l of the progress of the project to 

the donor(s) and the govemnent 

- bring up any policy issues 

- asc~tta1n that the project is congruent with r:DH and donor"s 

polic1es 

- insur'e that where the project deviates from established 

parameters· that MJH and donors ar'e in agreement " 

Examples of projects with Stee~ Comrn1ttes would. be Kibwezi 

Rural Health, Southern Sudan Primar-y Health, and the continu1r~ 
Education Project, Kenya. 



5. Financial Management 

a. Financial accounting 

As of Janua~ 1983,.the Office of F1nan~e Planning and Infonration 

Services began the implementation of a computerized system for 

financial accountir.g and reporting. Prior to that time the office 

used a manual system based on cash control. Because of AMREF's 

extraord1na~ gro'frth over the past five years in allocated funds, 

project'diversification, geographic areas and staff, the manual 

system r~d trouble keeping up with de~and3 by project staff for 

timely information. Often the project leader did not know sC'Jn 

enough how much lnoney had been expended and therefore did not have 

proper financial control of the project. The key element to 

developing a new financial system was to speed up the budget 

control information back to the project leader. This is now cone 

.J;hrough monthly reports. 

Before the new computerized system could be set up, however, the 

classification/coding system of accountability regardL~ grants 

and projects had ~o be reworked. The expenditure reporting system 

1s now based on projects and HQ units. Toe income from different 

grants is separated out per calender year and per grant. This 

allows for Grant control at 1;'(10 levels: 

, cash control - keeping call do~m' funds available 

Budget cont~l - monitoring l'/here expenses stand against 

the total grant allocation. 

In regard to cash control, USAID is a particular concern as the 

call down of funds is ahtays a m:mth in arrears resulting in 

AMREF having to rraintain an over draft account of approxirrately 

ol')e million Kenyan shillings at the expense of 16% int·erest. The 
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reason for the problem is that in order to obtain a call down from 

the letter of credit in Ne'll York, a monthly expenditure statement 

must be submitted. r.!onthly statenen~s are not prepared until the 

middle of the subsequent month. M·ffiEF and USAID are currently 

negotiating alternatives to alleviate this problem. 

The three basic Financial 11anat;er.:-ent documents prepared are: 

Annual ProgranIn Budget - a narrative descriptiOl1 identifying 

objectives and activities for the 

Annual Fir.ancial Budget. 

Annual Financial Budget - the operational budsets for 

individual projects and HQ units 

, based on existing and expected 

grants 

funthly Incane and 

Expenditure Reports - Show monthly expenditures, income 

received ~~inst g~ts and the 

amount I"E!Tl8.1rJ.ng in the budget. 

Addendix F is a list of all the cUl'rent projects, their codes and 

the grant they are funded by and a list of the grants and their 

corresponding codes. Via this system it is now possible to submit 

budget expenditures broken do~m by various ~onors. 

Addendix G is a list of standard line-items headings used in 

operational bu~ts. 

Addendix H an anrnlal budget su:mnry 
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b. Management accounting 

Management Accounting involves budget developrent, forcasting, and 

cost accounting rrechanisms. Now that the data base via the 
financial accounting is established, it will become IT"..lch easier to 

propose cost analyses of projects. Formerly, established inputs 
were not alhays set up to corrrelate with expected outputs and 

. going back to do a cost analysis of a project has sometimes proved 

to be very difficult. A Consulta'1t is currently assisting AJ'ffiEF in 

designing a cost analysis model for the Kibwezi Rural Health 
Project. Several proJects have been set up with built in cost 
accounting systems, tr~ main one being the DANIDA funded 
Continuing Education Program, Kenya. rrhe r'!edical Communications 
System and the various flying programs can also be costed out. To 
do cost-effectiveness and cost-benefit analysis then, depends on 
both o['ganizational cc:npetence and project design. AliffiEF now has 

',.the organizational car.petence and it is building cost analysis 
models into its projects. 

6. Evaluation and reportir~ systems 

'!he USAID Grant .... 'as .1nstrurr.ental in getting the rronitoring and 

evaluation aspects of A!·mEF started. The first evaluation officer 
was hired in 1980. The Health Eehavior and Educational Department 

now conduts most of ~~e baseline surveys and needs assessments. 
Detailed evaluations are done on an 'ad hoc' basis depel,d1ng on the 
nature of the project, the de~ands of the o0nor, and internal 
requirements. Either a consultant is hired or an individual from a 

department is identified to do a specific in-depth evaluation. 
Currently, a proposal has been submitted to Carnagie Institute to 
develop operational research and strengthen evaluation 
capabili ties. 
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In 1982 an Annual Revie'o'l Process was established. This is a 

detailed programming ~~ercise where Project Leaders analyse each 

project is in relation to its goals and objectives its budget and 

how it is progressing. The criteria for the Annual Review is: 

1. Goals and Objectives: 

a. What criteria for success and failure do you use? 

b. Are the goals stated in the original project proposal still 

appropriate? Do you feel they should be revised? 

2. Implementation Status: 

......... 

a. Have the goals in the original proposal been achieved? If 

not, why not? 

3. Detailed Plan of Action for Next Year 

a. What will be eone/achieved in the corning project year? 

b. What resources, in terms of mmpower, equipnent etc. will be 

required to carry out YOUI' activities? 

4 • F\.inding: " 

a. Have the funds been utilized as planned? 

b. What funds w1l1 .be required when present funds run out? 

The Project Statwl Reports are subject to continuous reviews. 

Other reporting doc~ts are the biannual" Progress Develor;ment 

Reports and the Status Reports which are currently being 

revised and will be issued on a quarterly basis. 
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7. Staff development 

a. On the job tm1ning: 

AMREF is cormrl.tted to the upgrading of its staff through 

continuous on-the-job-training. The objective is to create a 

stroni middle l'lIDlB.gement. Eventually, the DOO envisions that the 

administration will probably be entirely African1zed, 'leavir~ 

ex-patriots as technical support. Already the Director of Training 

and the Unit Heads of Health Behavior and Corrmunity Health are 

African. 

This commitement is laudable, however, as the Foundation develops 
• 

its middle rrar.agement there is a time gap when all of the burden 

of day to day administration is on top management. This results 

in a loss of efficiency; the development and reporting of projects 

is slowed dO'fm. Obviously, a balance is needed between the hiring 

of recent University graduates and those individuals 'f/ith more 

experience that can immediately assume a middle management role. 

Fortunately, AMREF seems to now be over the initial hurdle and has 

established a fairly strong middle management. The other side of 

the coin, however, is that once trained these individuals are in 

demand and likely to rove on to new posts. 

b. Graduate degrees 

After two to three year'S of \','Orking experience, AMREF' assists 

selected staff to obtain graduate degrees. Upon return, the staff 

member is bonded to A.l'1REF for a period of time. This is an 

extremely 1mportar~t program, however, it is very difficult to 

support due to the escalating costs of education. 
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Co Short tenn courses 

AMREF also sends staff to attend short tenn courses overseas. For 

example, two public health nurses recently attended a four week 
course at Columbia University en family planning. While they "rere 
in the U.S.A. they also presented papers on traditional birth care 
attendants at a meeting of the National Council for' International 

Health. 

, 
In light of the increasir~ costs of education, short tenn courses 
on relevant topics could be considered as one alternative to 

graduate degree programs. Not only do they offer the participant 
" an opportunity to learn more about a subject, they also provide a 
forum for valuable international exchange. 

'---
d. Starf seminars 

Each month the entire starf attends a seminar'. The purpose of the 
seminar is to shar:-e informa.tion and to assist starf members in 
obtaining experience in making presentatior~ and defending 
programs. 

eo Development CI nmittee 

Not only is junior starf represented on the " Committee, they are 
expected to contribute through concept papers, presentations, and 
discuss1cns • 

80 Co-ordination with the llI1n1stry of Health 

In Kenya, a number of fo~l links r~ve been designed to assure 
that MJH is not only informed but can actively participate in the 



. 
decision-making about ANREF's programne. Specifically, the 

tollowir.g means have been used to co-or'CiLl'Jate with r·OH; 

- MOH is requested to approve all MmEF' rural health proposals a.'1d 

programres 

- ~!OH is represented on the steering and advisory comnittes of 

relevant ANREF projects 

- for those projects withcut formal steering comnittes, MOH is 

invited to participate in planning and review maetings 

- there are nwnerous individual consultations bet\'(een A1-lREF and 

MOH staff, constituting an infonnal network of communication 

- in sane projects, e.g. Kibwezi Rural Health Scheme, MOH staff 

_, have been seconded to M·lREF', working hand in hand with AI.ffiEF 
···stafr. 

Although the fo'nral rreans for co-ordlnating and sharing infonnation 

exists they are not fully utilized by l'>DH; participation of 

ministry officials in steering and advisory corr:ni ttees and 

response to AMREF' progress reports is often poor. This is mostly 

due to the- chronic work overload at. mHo Far more important than 

the formal links, therefore, i~ the infornal net\'(ork that exists on 

. many levels due to the large number of people at Af.1REF who, at one 

point or another, have worked for and with r~OH. 

9. .Co-ot'dina.tion with donors' 

AMREF maintains regular contact with donorr :infonna.lly and through 

Steering Ccmm1 ttees. There is, obviously, particular close 

c~cation with donors who have offices in Nairobi. The network 
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of overseas offices does an admirable job 1n liaising with donoI's 

in theiI' respective countI'ies. -In general the donoI's inteI'V1e\1ed 

were ver"J pleased with theiI' aI'rengsnents with AiolREF'. They 

particulaI'ity pI'aised PJ.1REF's ability to co-oroinate and WOI'k ~dth 

MinistI'ies of Health.' The 'only cI'iticism ~tas regaI'dil".g the timely 

submission of repoI'ting docurrents. It is hoped that ~dth the 

compute~ization of the financial division and the development of 

quaI'teI'ly status repoI'ts, project status repoI'ts and otheI' 

documents will be fOI'thccming on a more timely basis. -

2.3.2 Documents FUnded By The GI'ant 

A break down of the types of project documents prepaI'ed by the 

Office of PI'oject Hanagement and the Medical Technical Division is 

foun~ in Appendix I. The pI'oject repoI'ting documents have been 

reviewed in se~tion 2.3.1. of the evaluation. This section ~d11 

bI'1ef1y I'eview the ~I'oject documents that have been funded by the 

USkID Grant. Among them aI'e the specific outputs identified in the 

plan foI' the Extensjcn of the Grant. The extension called foI' five 

of eight papeI'S to be completed; seven ',rere co.":1p1eted. 

A. AMREF Medical Radio Com~cations System 

Evaluation Januar"J 1980 

, Seminal' DecembeI' 1980 

AMREF's medical radio comnunications system, one of the 1arsest 

systems in AfI'ica·linldJ"1.g oveI' go rural health institutions in 

Eastern AfI'ica, received an 1n~epth analysis in JanuaI'Y 1980. '!be 

objectives of the evaluation study weI'e to make reccmmendations foI' 

improving the effecti~eness of tJ:e system and to pI'esent a repoI't 



that could ser'Ve as a basis for repli::ation of the AftlREF systan in 

other countries. 

An analysis of the present functions and uses of the system, EUld 

of the factors influencing use made of the radio, was carried out. 

A report to Al~iRE.F management also included sections on the 

selection of ne~~ork participants and coverage on issues of 

equipnent and rraintenance; personnel and training; managerr.ent of 

airtime; critical linkages and support se~ces, such as flying 

doctor ser'Vices; and on recording and reporting. 

During the second half of 1980, a comprehensive report on the AMREF 

system was produced :md made available to the interested public. A 

seminar on radio coml1wucation haS org'Ilised in Dece:nber'. 'The 

seminar ser'Ved as a forum for governrr&nt as well as private 

organisations f~ several countries to meet and discuss 

cOnm.m1cations needs in the health sector in general, and to 

present.. exper:!.ence!j in the field of'radio ccmnunications. A 

S\.lIl'Un3.ry of the seminar proceedin,;s can be found in the Project Year 

2 Annual Report. 

B. Janovsky, Katja, "Cost and Financing of Primary Health Care: 

Southern Sudan Primary Health care Program" (draft working paper) 

September 1980. 

'The paper is based on an investigation by the Regional l.furl.stry of 

Health with assista!1c~ fraIl the AI·iREF. It \'oas prepared in response· 

to a request fran the ,",orld Health Organization for r~xam1n1ng 

the important issue C?f cost and financing of Primary Health care 

PrograIm'es. 

'The report is in eight sections corresponding to the eight issues 

listed in the HHO Cocument. '!he report also outlines further 
I 

studies that the evaluatot'S feel are needed to improve and 
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strengthen the present system for collecting and ar~lyzing 
1nfonwation on cost and firlU1cing of the Programme. The evaluation 
team attempted to provide as complete a picture of the actual cost 
and financing of PHCP as possible with the infonnation available at 

the time. Some of their estimated findings regarding major inputs 
and their costs are: 

~. 

- the cost per PHC per annum is estimated to be US $5, 

- the cost per PHC per annum is estimated to be US $5, 815 

- cost per person }:er annum (using rredian population projections 

US $1.09 
• 

- annual recurrent costs (excluding technical assistance and 
administrative support cost) US $ 1,328,572, -

. 
- technical assista~ce ar.d administrative support cost of . 

non-governmental and international agencies rep~sents 60% of 
total annual cost. 

C. Eooks for Health Viot".<ers, Report of a Workshop held at African 
Medical and Research Fbundation 16-20 November 1981. 

A review of this report is found in section 3.2. '!he report is 
. particularly interesting because of the workshop's a~thusiastic 

endorserrent of the rural health manuals. 

D. Nordberg, Erik: "On the True disease Pattern in Kibwezi Division," 
Discussion Paper No.1, A!'lREF', November 1981. 

The paper focuses on the situation in Kibwezi Division where ANREF 
1n cooperation with the Hin1stry of Health 1s implementing the 
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Kib'tlezi Rural Health Scheme. It 1s an attempt to estimate the true 

disease pC'.ttern and the true a'TlOunt of lll-health in the Division. 

As health workers have a responsibility not onJy for those sick 

individuals \·/ho sho'tl up at the Health Centre gate but also for the 

others, it 1s 1ropor ~;ant to rrake scme reasonable assumptions 

regarding the amounts and the kinds of 1ll-health afflicting the 

population as a whole. 

E. NOr'dberg, Erik: "The Relative Roles of Nutrition, ~giene, 

Medicine and Socio-Economic Equality in Improving Health, An 

analysis. of the past developrr~nt in industrial1zed c~untr'ies with 

conclusions regarding health car'e in eastern Africa today," 

Discussion Paper' No.2, October' 1982. 

The paper' is an analysis of the declining mJrtal1ty and mor'bidity 

in industrialized countries over the last 200 years with sorr~ 

observations relevant to the health care situation in Afr'ica today. 

The rmin conclusions regar'ding Africa are: 

- "that even to-<:lay, cure t1 ve medical neasures, have a 

. relatively sr:t'all impact on JOOr'bid1ty and IDOr'tality;" 

- "that in POOr' countries in eastern Africa the modern health 

care" needs are enonrous while the derrands are modest, 

particulat"ly among the poores t; " 

- "that in~ualities as regards income and access to services 

are extr'eme in eastern Africa;" 

- "that the present health care systems in eastern Africa, 

basically copies of European systems developed for' a 

fundamentally differ'ent Situation, are inappropriate for' the 

majority of the populati9n a~ should be reoriented, with 

more emphasis on nutrition, environmental sanitation, health 
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behaviour change (including child spacing and reduced family 

size). and a m::x:1est level of basic curative care for all." 

F. Nordberg, Erik, "SUrge!"J in Eastern Africa: Het and Unmet Needs", 

Discussion Paper No.3» AMREF, December 1982. 

"About 1000 major surgical operations are estOOted to be the very 

basic annual need in an average East Africa population of 100,000; 

only 60 of these operations are actually carried out." •.• "':be number 

of minor operations carded out in East Africa is about 4000 p6r 

100,000 per year, ~any of which are done at health centres and 

dispensaries. 'Ihe minir.n.:m need is es too ted to be 20, 000 minor 

surgical interventions per 100,000 per year-. If these estimates 

are correct, only one cut of eve!"J 17 needed major operation is 

currently carried out, and only one out of every five minor 

_9perations. On the basis of surgical workloads considet'ed 

appropriate in the USA, 1000 major operations annually would 

require three full-t:1me surb"eons, t7 .... o of 'r'/hom should be general 

surgeons and one an obstetrician/gynaecologist. In East Africa, a 

very large proportion of the major surgery, and particularly the 

emergencies, must be carried out by the district medical officer, 

who needs to be trained for this task. Visiting mobile specialist 

surgeons can per'fonn-the more complicated and ~~common elective 

operations wherever there is no resident specialist surgeon and no 

" functioning referral system." 

G. Airborne Medical Services 

Conference Seminar October 1982 

Conference Proceedings in draft 
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Considerable attention has been paid to AI'!REF" s mobile airborne 

medical services, these include medical specialist outreach 

programmes by light aircreft \'lith supervisot"J trips being 

undertaken to assess. progr.aIl'lre peI'forrr.ance. A Confel'ence S~mim[' 

was held in October 1982; more than five c0lmtt'ies as \':ell as 

pr1vatp. institutions and governments .,.;erc represented. 

Unfortunately, the pt'oceedings of the conference are still in 

draft. 

H. Muli, Samuel, Mwoloi, Klllia.'1, Nordberg, Er'ik, "The Hajor Health 

Centre in Support of a Ccmrn..m.lty-Pased Health care Progranme. 1I 

'lbe paper examines the role of the r..ealth center in the KibHezi 

Rural Health Scheme. It describes the aims of the project - to 

-impt'Ove the basic health services in the Division by assessing 

basic the needs for health set'Vices, establishing and ~ a 

health 'center, retra1n:!ng health personnel, trn1ning cmv's, mobile 

medicine, and admin:i.:;tration. '!he role of the health centre is 

crucial for the lo~g tenn success of a CPHP. 

. I 

Inputs required from a health center- are: 

- explaining the concept of ccmrun1 ty b1::ed health ca .. e. 

- assessing the comrnitement of the local Gornmun1ty and its 

ablli ty to support a CliVI 

- selection of CHii trainees 

- Cffiof training 

technical supernsion 

- care of referred patients 

- recollmmdations to local shops regarding dr:'U6s to sell 
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The monthly recurrent budget required to enable a fully stafred, 

equipped and supplied rraJor health center in Kenya (1982) to run a 

complete service programme ~1cluding community based health centre 

care component is estimated at about KShs. 75,000. 

I. "Oendo, Ayuka," "A Brier Kikamba Lexicon or Health Terms," Health 

Behavior and Education Department, Ar-iREF, April 1982. 

The main purpose or the lexicon is to help imprcve interperso~l 

coommication, first bet\"een the lay and proressional health 

workers and secondly, and rrore :important, between those ' .... orkers on 

the one hand and the corrm.m1ty on the other. The initial body or 

tenns \'tas collected during discussions between starr and patients 

at the, KibNezi Health Centre. It was expanded rollowing 

discussions ... l1th cumnmity health workers and various ccnmunity 

members. It is an initial step towaros a broader and more 

co.-nPrehensive lexicon. '!he \'tay it \'1111 be expanded and developed. 

depends on the reed back that ANRE? gets rrom the users and on the 

needs or the communities. 

J. Godwin, Peter, "Producing l.Ja.ruals ror He~th ~!orkers: How to do 

it" AMREF 1983. 

A review or this paper is round in section 3.2.' Now that AMREF has 

produced its first series or health Il'a."luals, it is taking a hard 

look at how best to plan a manual taking L"lto particular 

consideration the relevance the or the content and the usability or' 

the text. ' 

K. Kog1, Hambui, Field Research Orficer', "Nutr~t1on and Family 

Health. A Bt'ief Preliminary Study in '.olest Pokot, II Health 

Bel?avior' and Education Dept. AHREF', Vay 1982. 
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'lh1s report was prepared for the purpose of developing an 

effective Family Life Training Prograrnrre (FLTP) in Hest Pokot 

District at Kapenguria. It is a study of the state of nutrition 

and family health of the district. It was found that 73% of the 

children were malnourished according to weight for age. The llrnited 

success of the FLTP in controlling malnutrition can be atributed to 
lack of financial resources at hcm~, mothers failing to learn due 

to learning disability or disinterest, or those trained at FLCr may 

not be those ~lho take care of the children at home. 

'!be information frcm the report ....as shared with the FLTP and the 

Ministry of Culture & Social Services. A workshop was held with the 

health workers based on the findings of the report • 

.................. 

L. Nyarnbura Githagui, Field Research Officer, "Voluntary Participation 

in Ca!immity Based HeaJ.th care Prograzrrres: The Kenya case" 

(Draft), Health Behavior and Education Department, rJ.arch 1983. 

'!bree contrasting corrmunities were studied: 

Tbmbe area in Kisii District - a high potential high population . . 
density area • 

. Mukaange sub-location, Kib\'/ezi DiviSion, Hachakos District - a 

medium potential sparsely populated area. . 

Narosura sub-location, Narok District - a low potential, low 

population density and largely paStoral community. 



The study is designed to explore the selected communities: 

organization, willingness to suppo~t and take responsibility fo~ 

their own health ca~e, attitudes to~tards volunta~ efforts, and 

formal and informal leade!'Ship that could be utilized to support 

CERe prog~artm:!. 

M. Oendo, Ayuka, Field Research Officer ''Water, Health and the Conmmity 

in Kibwezi," He~th Eer.avior and Education Department, April 1983. 

Having established a camunity-based health ca~e p~og~...mrre in 

Kibwezi, AHREF looked for ways to contdbute to the community water 

supply effo~ts and thus 1nc~ease health impact. An understanding of 

the nature of wate~ sources used and water handl1I'.g prectices was 

needed in o~de~ to address the health problems. '!he study is a 

first step in what is expected to be a continuous p~cess of 

learning f~om the cornrnmity and responding to its needs, not by 

dpnating aid, but by supporting its initiatives and bolstering its 
". 

self':rellance. 

N. OchoJa, Penina, "The Canparetive Advantages of Traditional Healing 

Practices and the Conter.po~a['y Health Prectices: The Kenya Case" 

Like many developing countries, Kenya offers adequate cove~e to 

less than 30% of the population. 'lhls pape~ examines the extent 

and nature of trediticr.al heal1.ng in Kenya, compa~es the 

.. traditional health care system and the modern health care system and 

, explores the possibilities of collaboretion, between these two 

health car'e app~aches. '!he Paper conclues that: the modem care 

practitione~s must initiate the p~cess of collabOretion. 

WOr'kshops should be organized at the health centre levels with the 

rural health practitioner'S, the c6mm.m1ty health ~(o~ke~s and 

tradi tional healer'S as active participants. 'll1e ClIVl could form a 

link between the traditional healer and the ,modem practitione~s. 

The weaknesses and strer~hs o~ the ~raditiona1 heale~s practice 

need to be identified; weaknesses 1rnp~ved th~ugh training and 

strengths encouraged ar~ 1nco~rated into the modern health syst~~. 
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Note: 'Ibis paper was presented at the National Council for 

Inte~tiona1 Health June, 1983. 

o. ~a, Mary T. "Traditional Birth Attendants in Kenya" AMREF. 

TEA's cUr'r'ent1y per'fonn 80% of all dell vet'ies •. They pr'ovide semce 

to the community at a very low cost, and ar'e widely distr'ibuted 

throughout t'U~ ar'eas. Recognition of the 1mpor'tance of TEA's 

and their acceptance into the health car'e system is pr'ogr'essing 

. steadily in Kenya. Since 1980, Al·ffiEF together' h'ith mH has held 20 

cour'ses attended by a total of 400 TBA's. Tr>aining progr'arr.mes 

are vieNed as refr'esher cout'Ses, building on the existing knowledge 

and exper'ience of the TEA. 

Note: This paper was presented at the National Council for' 

Inte~tiona1 Health June, 1983 • 
. ,~.-- , 

P. ''Review and Assessment of Kibwezi Rum Health Scheme 1970-1982.'" 

A compr'ehensive review and assesSillent of the Kibwezi Rur'a1 Health 

Scheme has been canp1eted, the dr'aft of the report is cUr'rent1y 

being revie~/ed •. 

Q. Jonovksy, KatJa, "Financing Pr1Jnary Health car'e: Health Project 

Management of an NGO" (in dt'aft) 

R. Evaluation of l>bbile Rural Health Ser'Vice in KaJiado and N8;rok 
Districts. 

FUnds for the evaluation were committed befor'e the end of 
I 

March 1983, however, the team was not available to conduct the 

evaluation until June. The evaluation repor't sh.1.l1 contajn 

assessment, analyses, findings and recommendations on the gr'ound 

mobile sernces in Kajiado and Narok Districts., 
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2.4 Impl~mentation of Recomreendations of Mid-Tenn Evaluation 

2.4.1 Resonsibility for p~oject implementation should to a la~ge~ extent 
be delegated to middle level staff, and p~ject leade~s should be 
appointed among a sI1ghtlY la~gel' group of senio~ staff •. 

" As dOCU~3nted in the section on Project Management, P~ject Leaders 
and P~oject Officers are, for the lJX)st, part middle level staff. 

2.4.2. Senior staff should spend less time on day-to-day admin1st~ation of 
p~jects and rore time on project and progr8lTl!re evaluation," review, 

• 
and development. 

'!he competence of middle level staff has been upgraded and Serior 
'Staff is no longer involved with ac:n1n1stration of p~ojects on a day 
to day basisj that is the responsibility of the P~ject Leade~ ai1d 

the Project Office~. The one exception is The Medical Di~ector who 
1s acting P~oject Leader for five projects." Once the new Heads of 
the Health and Behavior and COIiIllunity Health Depa~tments ~e on 
b~, they will ass~ the responsibility fo~ the p~ojects. 

2.4.3 P~oject management section and Hed1cal Direr.;tor-'s office should 
liaise closely with ~~ce to develop a better system fo~ 
monito~1ng project implementation. With the return of P~ojects 

Officer f~om study leave and addition of a P~ojects Co-o~d1natorJ 
together with a P~ject Administrative Officer, project reporting is 
expected to imporVe. 

With the intrOduction of the financ1al accounting system and the 
revision of the Status Report~ IlOnitor1ng of project implementation 
has imp~oved. 
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2.4.4 AMREF should improve its project cost accounting system to link 
expenditure to project activities. A!1REF should consider 
identifying a full-time pt"Oject accountant for this task. 

Management accounting systems are currently being implemented. With 
the computerization of the accounting system, identifying a 
fUll-time project accountant was deemed unnecesary. 

2.4.5 Inter-departmental co-opet"ation and co-ordination should be further 
developed, particularly in areas where different departments have 
overlapping interests • 

• 

'!he co-ot"d1nation of intet'-<lepaI"tmental projects is now well 
defined. It is described in the section on project management • 
............ _. 

2.4.6. mH headquat"ters staff are over-but"dened and usually unavailable 
for steering ccrnm1tt:ee Jreetings. Their current degree of 
pat"ticipation in AMREF activUies is probably fair considering 
these constt"aints. However, AMREF should try to develop better 
liaison and co-ordination with the Govet"nment at district level. 
'Ibis co-ordination would be easier if the DMO were briefed 
'accot"d1ngly by M)H headquarters on the areas of co-ot"dination. 

The improved liason with Government at the district level is ' 
described in Sectio~. 4.3. 

2.5 Comments And Recommendations 

. . 
2.5.1 Tbgether with USAID, identify means to el1m1nate the necessity for 

maintaining a large ovet"draft. 
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2.5.3. Although the Director- of Project Management and the Director- of 

F1nance Planning and Infonnation Ser'Vices ar-e wor-king on the models 

for- cost analysis, the infornation is· needed now. TI1e process 

should be speeded up; the use of outside consultants may be 

.necessaI"'Y. 

2.5.4. Fbllowing gI'aduate training and a bonding per'1od, the treinees ar-e 

in demand and may accept posts elsewher-e. A firmer- car-eer

structure/ladder- and assurence of increased financial r-emunemtion 

sh:>u1d be es tablished. 

2.5.5. ~lith.its extreor-dinaI"J histoI"'Y of gI'owth in the last five year-s, 
AMREF has reached the danger- point of over- cO.1mlttment. If it . 
continues, there will be a loss of quality for- quantity. '!he 

Development Co~~ttee's review criter-ia is a star-t in establishing 

controls, but fur-ther- analyses and policy decisions ar-e required. 
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3. LEARNING RESOURSES 

================== 

3.1. PURPOSE 

,It is now an agreed fact that shortage of appropriate books and 
learning materials for rural health workers is a major problem in 
many areas of Africa. In order to develop primary health care and 
extend rural health services, trained health workers are required. 
There is, therefore, an urgent need to remedy the shortage of books 
in training institutions. 

While some textbooks for professional cadres may be intercr~eable 

internationally, those required for lower cadres need to be much 
more specific' to the region. Eoth the suitability and the high 

c~~t of imported books d=~d the production of more local books 
and 'teaching materials. 

M~ is, therefore, attemptL~ to address the problem through 
production and dist,l'1bution of its Rural Health Series Manuals and 
its health naga.zines PJ!YA ar.d DEFE1IDER. 

3.2 DIRECT DlPUTS LE1\?JITNG RESCURCES: 

Under this component, the following inputs were provided: 

- production and distribution of manuals 
- translation of manuals 
- production aud distribution of AFYA 
- production and distribution of D~{DER 
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Expenditures 

Total fudget Actual Exp. Comulative Balance 

Mamtals ,$ 71,010 $ 52,420.58 $ 18,589.42 
Translations 9,480 11,937.31 ( 2,457.31) 
DEFENDER 18,810 25,983.04 7,173.04) 
APiA 18z075 35 2252.00 07z177.00) 

Total $117,375 $125,592.93 ( 8,217.93) 

3.3 OlJI'PUTS 

3.3.1. Training ll.anua1s 
............. e .. 

A. Ma.rruals Produced 

I!he Grant provided funds for wot'kshop expenses I printing 

'and distribution costs for four rmnuals a year. So far the 

follOwing rrruruals have been printed with funds from the 

project. 

Community Health 

Epidemiology 

Cotmrun1ty Health y,'orkers ~fanual 

Therapeutic Guideline 

I!he following rramals are expected to be completed by the . end 

of this year: 

Medicine 

Obstetrics and'Gynaecology 

Health Centre Sur~ery 

Continuing Education for Health Workers 

Rural" Health Practise. 
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Table VI shOt/s the rn.:rnbet" of pcint:: and rept"ints of the Rural 
Health Manual Se~ies. 

Table VI 

Yea~ of F1~st Run Frequencies of ~,e Numbe~ of Copies P~inted 
1980, 1981, and 1982 fot" the Manuals 

Prints and Rep~ints 

Yeat" of 'Ibtal Fi~st 

First Jan - 1980 - Run to 

Rural Health Se~ies Vanuals Run 1980 1981 Oct 82 Oct 82 Oct 82 

' ...... 
Child Health 1975 6,098 6,098 25,000 
Health Education 1976 4,000 2,298 65,298 16,298 
Obstet~ic Emergencies 1976 3,000 2,015 4,778 9,793 17,778 
Phanmocology & Tnera~eutic~ 1976 2,885 6,245 3,243 12,373 15,128 
Mental Health 1977 2,000 5,000 1,238 9,238 10,238 
Communicable Diseases 1978 4,000 4,000 8,000 12,000 
'lhe Hand 1979 . 2,000 2,000 4,000 6,000 
Epidemiology (Text) 1979 2,050 2,050 4,050 
Epidemiology nvo~k Eook) 1979 2,050 2,050. 4,050 
Management ,c' ~hedules 1979 6,821 2,962 9,783 11,783 
Occupational Health "1979 2,000 3,000 3,000 8,000 9,000 
Community Health 198i 2,000 6,500 8,500 8,500 
'lherapeutic Guidelines . 1980 2,000 1,960 3,960 3,960 

'lUI'AL 15,885 14,279 32,979 93,143 143,785 
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B. ~lays 

'!he delays in the production of the rmnuals occured for three 

reasons: 

1. Revisions: 

Fbllowing the repor't of an investigation into the nru1ual Child 
Health, the next two manuals that were to be produced in the 
ser'ies, Sur'ger'Y and Rur'ru. Health, were held up in or'der' to revise 
them in line with the findings of the repor't. 

2. Printing pr'ocess: 

'!he major block in the publication of the learning manuals, is the 
·prepr'inting pr'ocess. The process involves: copyediting, 

specification, pr'oof reading, past-up, and lias on with ar'tists. 
One ver'y efficient par't-ttme individu~~ has the r'esponsibility t)Q 

do the fir'st three tasks and to super'Vise the last two. At 
present, there ar'e nine beoks in the pipeline, four' about to enter' 
the pipeline, and three that will be ready shor'tly. Obviously, 
ther'e is a need for' mor'e staff in the pr'epr'inting pr'ocess -
another copyeditor' and a proof reader'. '!\.to proposals, one for' the 
Health Leaming r·later'iais Unit and the second for' ~A have 
included in their' r'equests ways of augmenting the prepr'inting 
process through additional secr'etar'ies and a proof ~der'. 
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3. Printing: 

'!he Printing Ccparbnent rrust cope with the production of new 

manuals and also "lith reprints of mmuals developed earlier. At 

any time of the mid-term evaluation, concern \-/as expressed 

regarding the Depar~ents capacity to keep up with demands for 

reprints. Now, due to improved nanagement, they can meet demands. 

c. IX>cuments regarding the training rmnuals 

1. Report of an Investigation into the Nal1ual Child Health. An 

investigation into the manual Child Health \'/as carried out in 1979 
with Health ~Icrkers in Kenya and Tanzania. The study concluded that 

revisions of the manual should take the form of:. 

'" . -.:.. "simplifying the language (in sane cases translation 

into Swahili rmy be necessary); 

- clarifying the layout and presentation to guide 

readers in ,uSing the books j 

- 're-s~ructuring the presentation of information to 

give readers more help in recognising the nature of 
. texts and using the information in ·practicej 

- takins into account the role that stUdents will have 

to assume \then they. start working, and supplementing 

the development of their ability to assume this 

role." 
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2. A SUrvey of A!>lREF's Rural Health Series of f.'.anuals: What has 

happened to the narn.lals produces? 

A SUrvey of health para-professional, facto~s and statistics was 
conducted in 1982. 

'!he repo~t recorrmcnds that: 

- AMREF develop a mo~e systematic method for anticipating demand 
and supplying copies. 

- Manuals should be dist~ibuted directly to the training 
institutions. 

- Free dist~ibution lists should include the tuto~s that use 
specific mmuals • 

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

- L!bra~ies in the training institutions need to be updated, 
expanded, and prope~ly aCm1n1stered. 

- '!he needs of the diffe~ent cadres of health pa~ap~fessiona1s 
should be evaluated and a ne'fl curricular of revised mmuals 
developed. 

Unfortunately, the survey did not reach any conclusions ~egarding 
the question ''V,'hat has happened to the rranuals produced?" A 
further analysis is requ1~ed of the figures compiled by the study 
in order to answe~ t~ question. 

3. Producing Narruals for Health Wo~kers: How t~ do it, by Peter Godwin 
(Educational Officer) 
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Acco~d1ng to the autho~, the booklet has been w~1tten fo~ four rrain 

reansons: 

" I to b~ing to the attention of manual write~s some areas of 

conside~t10n that ~~ve often been igno~ed; 

• to share some expe~iences in writing manuals; 

• to offe~ some guidelines to nanuals wri te~s, based 

on these expe~ience; 

• to stimulate fu~thet" discussion, resea~ch and \,lo~k on 

producing bette~ nanuals." 

The content of the booklet add~esses: 

"', Why are ~arrua1s reeded? 
.~ .... ""-

What oakes a good rranual.? An ovet"V1e\,T 

What are the p~oblems \'rith l-w...lal.s? 

Plann1ng a Manual 

Getting the ?ontent ctght: Relevance 

Achieving Usability: How should we present the text? 

Publishing a Manual 

The educational 0~ientat1cn of the booklet is reflected in the 

draft p~oposa1 fo~ the suppo~t of the Health Leaming l'.ate~ials 

Unit at ANREF in wh1ch the implementation of activities will follow 

three inte~link1r.g and concu~!'ent streams: 

• Assessing needs and p~io~ities fot" health lea~ing rnate~1als: 

evaluation of eXisting materials; 1I:West1gation of tmini..'1g 
. needs, p~io~1 ties, and gaps. 

• EStablishing crite~ia and guidelines fo~ usability, 

readability levels, p~esentat1on fonnats, and layout design. 
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• Planning, designing, writing, and p!"Oducing pI"ioI"ity rrateI"ials. 

4. Iboks foI" Health WOI"ker'S, RepoI"t of a vloI"kshop Held at ArI"ican 

Medical ReseaI"ch Foundation 16-20 NovembeI" 1981. 

'!he purpose of the WOI"kshop 'i.as to considel" methods of selection, 

distI"ibution and use of books, and to update lists of recorrmended 

books foI" vaI"ious cadres of health worker'S in English speaking 

AfI"ica. It is c1eaI" fI"an the proceedings that-there is a gI"eat 

demand foI" M~'s expeI"tise and assistance, as well as foI" the 

manuals. 

3.3.2. Translations 

She PI"oposal called foI" one translation into Kiswah111 pel" annum. 

'!he' followir.g marruals have been tt"aIls1ated: 

Child Health 

Child to Child 

Health Education 

'!he trens1ations are lJX)st1y distributed in Tanzania; as yet, it 1s 

not known how relevant the tranlations are. The chief pI"ob1em in 

producing the tI'anS1ations is finding a good Swahili tmns1atoI", 

and then detennining whetheI" to produce a translation OI" a S~rehi1i 

ver'Sion of the na.nual. C1eaI"ly, a study is requiI"ed to ans'lleI" 

these questions. 

3.3.3. AF'lA Health ~!a~ine 

'. . 
AF'lA 1s a low-cost health peI"iodica1 taI"geted to rure1 health staff 

in Eastern Arrlca. FUnds fI"OIll the USAID grant have subsidized the 
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production and distribution costs. In 1981. in order to economize 

on distribution costs, the p~ber of issues was reduced from sL~ to 

four; the rn.unber of pages, however, remained the same. The 

circulation has not changed since 1979 and remains at about 4,000. 

About 1,300 subscrip~ions of Kshs 25/- per year are received. The 

selection of articles for JL~A is mainly from other health 

journals, only a fe'il articles con:e from local contributions and 

ANREF staff. The editor tries to have articles addressing 

clinical, management, and' theoretical issues represented in each 

issue. Because so many of the articles come from health journals 

the l.anguage level tends to be too high for the middle-level rural 

health staff at which the periodical is aimed. 

To counteract this problem, more local contributions should be 

encouraged. This, however, 'i(Quld require time and cor.m1 tement from 

the Editor to both solicit and edit the articles. It is hoped that 

~h1s nay be corrected 'idth the funding of the project proposal for .... 
the 'support and distribution of AFYA and an evaluation and 

feasibility study on readers I demands. 

3.3.4. ~fender Health Education ~~ine 

'!he Grant supported the production and distribution of the ~fcnder. 

'!be overall objective of the t'efender is to lIBke people in Eastern 

Africa IWre knowledgable about health and therefore help them to be 

their own primary source of health. It is distributed quarterly. 

Circulation has increased from 8,000 in 1979 to some 10,500 copies 

of vol.13 No.4 distributed in 1982 to individual readers rm1n1y 

in Kenya, Tanzania and Uganda. 
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Tb 1r~ure that Defende~ reaches a live, interested reade~ship an 

assessment was carried out in 1982. Toe findings shovTed that 

Defender IOOets readers I demands, and that the demand frcm vTould-be 

readers is still ris1r~ and likely to lead to a circulation figure . 

of 17,000 copies in :1.985 •. Tne rragazine is edited by the Health 

Behavior and Ejucation Cepartmen~. Selection of topics for 

publication io rrade on the basis of rrumber of readers raising a 

particular problem. An average of more than fifty letters a month 

is received by the Depa~tment. 

As the demand for the Defender and the amount of correspondence 

received, continue to increase, so do the postage, printing and 

editorial costs. Each letter requires a personal reply. Replies 

must be car~rully prepared in or'uer to encourage !"eaders I 

involvement and to develop the correct response to poorly 

fonnulated enquiries. Nel'/ rr.ew..n of supporting the production and 

'dis~~ibution costs need to be identified. Perhaps, a subscription 

fee should be considered. 

3.3.5 Distribution of I..earn1n:o: Haterials 

Book distribution has grown fran a staff of one three years ago to 

a Book Distribution Unit with a staff of four. The Unit has built 

up its distrJ.t.ution capabilities and nol'l distributes to rr.ore than 

. fifty countries. Unfortu!13.tely, the Unit Manager's position 1s 

vacant at present. The objectives of the Unit are: 

- to provide an efficient service for the packaging and 

distribution of all M·mEF printed materials to their 

target audiences in Africa and elsewhere, particularly 

. in the field::; of health tra.1ning and health education .~ 
. I 



- to C'.dvise institutions and individuals concerned \,/ith 
health care in Af~lca on how to obtain app~p~iate 
low-cost, health··related printed natedals 

to fu~thc~ the develo~nt of effective and financially 
viable systems for the publication, stock-holdiO$ and 

d1st~ibution to thei~ target audiences of app~p~iate 
low-cost, health-~elated p~inted mate~ials 

- to provide the above services at the lowest possible 
cost, subject to achievi~~ satisfactory service levels 
and suppo~ting other agreed ~~ p~grar.me activities • 

• 

With the recent drastic cuts on import licences as well as the 
reduction of fo~eign exchange fo~ ol'declng books, the demand fo~ 
locally p~oduced and d1st~ibuted books is increasing. '!he unit . 
needs to develop its marketing strategies and its dist~ibution 
capabilities to meet this escalating demand. 
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3. 4 UPLAN~18) EFFECTS 

Because of AMREF's broad experience and on-going production, it ~~ 

become an important resource for the development of small scale 

book production facilities'. 

- WHO's Global Health Learning Haterials Project dmws heavily 

on ftJItREF's experience 

- Individual consultants for inservice training in 

printing and production techniques come to ANREF for periods 

of six m:mths. 

3.5 SPEX:IAL cor,,}!BrrS OR RE-!A.W,s: 

3.5.1 The preprinting process is slowing down the production of learning 

lnat~rial. In order to increase production AroffiEF should consider 

the hiring of a full tire copy editor ar.d a proof reader. 

3.5.2 'lhree translations. of tte training rranuals have been ccmpleted. An 

evaluation into their relevancy and the applicability of the 

translations would now be in order. 

3.5.3. In order to reach the target audience of the middle-level ruml 

health starf, AF'fA needs to eUcite rrore local articles and 

articles fran ANREF staff'. 

3.5.4. Given the drastic cuts in import licences and the reduction of 

foreign exchange for orCer1r~ books, the demand for locally 

produced rraterials is increasing. '!he distribution unit needs to 

develop its marketing and distribution capabilities to respond 

to this escalating demand. 
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4. KIB~lEZI RliRAL HEPLTH X'rIENE 

=========================== 

4.1 DIRECT mPUTS 

Under this canpor.ent, the follo~t1ng inputs were provided: 

- Salaries For Kibwezi Health Centre staff 
- Supplies including drugs for Kibwezi Health Centre 
- Other selected running costs for Kibwezi Health Centre 
- Transport for mobile clinics 
- Continuing education training for Kibwezi division health 

personnel 

Expenditures on this component at end of project year 3 
.. (March 1983) were as follows: (over-expenditures in brackets): ..... ...... . 

Total Bud~et (3 years) Actual Expenditure 

Salaries and . 
Allowances 

Refresher Courses._ 

ConmJdities 

Transport for 
H.C. outreach 

,$ 48,760 

22,320 

54,000 

programme 10,000 

Other health 

centre costs ". 6,500 

34,953.18 

16,321.97 

13,707.75 

-9,537.47 

I 

16,159.15 

90,679.52 

Ea1ance 

13,806.82 

5,998.03 

~O,292.25 

462.53 

(9,659.15) 
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In the original proposal, a list of "conditions expected at end 

of project" was given. Several of these have been achieved or 

excelled while ot~ers have not yet been reached or were 

subsequently droppep as objectives. 

In this section, achievements are considered in f1 ve separate 

component areas - the health centre, the CHW component, community 

involvement, intergration, both vertical and horizontal, and 

project cos ts. An ove mil assessment of the pro ject 's achieve:r.ents 

completes the section. 

Development of the Kibwezi RPB from 1978 through April 1983 is 

shown in Appendix J. 'The project got under-flaY durip-6 1978 with 

the commencement of construction of the health centre, the setting 

up and frequent rreeting of working and steering comn1ttees and 

.... sensitization of the comnunities as to the goals of the project • ...... 
Much sensitization was perfonned by the Health Behaviour and 

Education Department (HBED) team when ca!:'rying out an extensive 

baseline survey in the four areas chosen for initial intervention. 

During 1979, the baseline survey I'Jas completed, saninars for health 

workers held and investigations into the organizational structures 

of the communities made. By the ~~d of the year the Health Centre 

was 80% complete. 

In 1980 construction of the health centre stopped for three months 

while a dispute was :-eso1ved. Training of the first set of CfMs 

selected by the comrrrun1ties in Ka1 Sub-location went ahead I'rithout 

the facilities of the centre and the first Cffi~s became active in 

m1d-yea~. The report of the baseline sttrvey appeared, adding much 

substantive knol'f1edge and the first evaluation of Cm-/s was done. 

The Health Centre was finally handed over to A}rnEF at the end of 

the year, almost tw~lve months .1ater than originally projected. 
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Undet"-expendituI"e in rrast of ,the above categoc1es is due na1nly to 

the delay in construction of the Kib~lezi Health CentI"e and to the 

pUI"chase of drugs fI"om a diffeI"ent budget. '!he curIlulative 'balance 

at the end of the pI"Oject, foI" dit"ect inputs \~S $50,900.48 

canpaI"ed with $74,545.43 at the end of project yeaI"S 1 and 2. As 

expected theI"efoI"e, expenditut"es in the last pI"oject yea~ incI"eased 

Bubstantially. 

'!he balance of diI"ect inputs funds has been used in otheI" aI"eas of 

. ope ret ion of the pI"oject, paI"ticularly financing of evaluations and 

payment of consultants. 

11.2. ACHIEVB€NTS OF KIBWEZI RURAL HE."T]l'H SCHENE 

4.2.1. 'Aims and Developments 

'!he na1n aim of the Kib~lezi RHS \';a.s to "develop in co-operetion 

with centrel and local health officials, conrrnwnity leadeI"s, and 

otheI" donoI"s, a ITYJdel system of division health caI"e delivery in 

the lofak1ndu (lateI" Kibwezi) Division of Kenya at Kibwezi with the 

Kibwezi·Health Centre as the base of operetion and utilizing 

camnm1ty-health wOI"keI"z at village level", (USAID OPG Proposal, 

June 1978). 

The scheme is an attempt to extend effective PI"imaI"Y health 

care to a dispeI"Sed rural populatlon of oveI" 100,000 living in a . ' 

sem1-aI"id environment of Kenya within the I"eSOUI"ces available to a 

regular' health centre. In achieving this aim, the key element 

involved mobilization of the rur.al communities in selection and 

sUPPOI"t of a cadre of ClMs peI"fonning basic promotive and curetive 

health tasks within the villages. 
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1981 was a year of rapid development of the project. The Health 

Centre wound up to operate at full capacity by June. T",o ITOre 

groups of CIrds were selected by the conmmities and trained by 

Health Centre and AMREF staff. A sur-vey of ~alth-related beliefs 

and practices added °to the infornation from the baseline survey and 

the HEED was active in research and evaluation. Workshops and 

seninars for health peI'Sonnel and teachers were held at the Health 

Centre. 

1982 saw a further group of CHI{s selected and trained and requests 

being m3.de spontaneously by other ccnmunities to Af·1REF for an 

extension of the scheme to these areas. The heaJ.th centre operated 

nonnally and further worksr.-ops \'lere held, including one for TBAs • 
• 

These developments and achieveT.ents are assessed in more 

detail in the following sections. 

4.2.2. The F~th Centre 

The Health Centre ·has provided :Improved health care to the people 

of the division in its static and mobile outreach roles and, 
indirectly, by supporting the Ch'W scheme and by integrating health 

facilities in the division through its role as a training and 

seminar centre. It also performs the function of collating returns 

fran all facilities in the division in its monthly reports. 

The Health Centre handles 3000-5000 outpatients per month. Most 

recent figures suggest an up~~rd trend atter two years of fairly 

steady numbers after allowing for seasonal nuctuations. ~K:H 

clinics are expe~lenciP~ increased attendances j although family 

planning at~endances one still ver",l low. robbile outreach ser-vices 

concentrate on taking ~lCH and :1nmmizatlon clinics to the remoter 

parts of the division in the weekly visits ar.d these are helped 
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greatly by the local cm'ls who assist 10 publicising the clinics Md 

organization of attendances. 

An averege of ~5 people per rronth are admitted as 1n-patients and 

the maternity wing perfonns nomal deliveries. Complex cases are 

referred to the district hospital in Ha.chakos or, 10 some cases, to 

Maldndu. 

'!he Health Centre is perfonnirlg all its rmin projected f'L'.nctions 

and has added a significant component to health care in the 

division. Its rrDre direct role in community development is still 

not fully operational and it is doubtful l'Ihether the Health Centre 

staff fully appreciate the innovative role of Kibwezi, apart f~ 

those directly 1ovo1 vcd with the Cm'/s and outreach services. '!he 

proposals for the second phase of the project envisage a rrore 

active role for the Health Centre 10 cammunity development, but it 

-1s ,~ficu1t to see hml this C-'l11 be achieved unless the staffing 

pattern 1s changed. 'The staff are already ovet"Worked and the 

adherence to standard staffing for GOK health centres rray have to 

be relaxed. 

~.2.3. '!he Corrmun1ty Health \'!orker Ccrnoone..'1t 

'!he original proposal called for the " ••• training, development and 

performmce evaluation of 40 conmmity health \'Iorkers (CHV!s) which 

MOH has requested AMREF to develop on a prototype basis." By the 

end of 1982, 91 crnvs h:id been trained. '!be 'additional nwnbers 

reflect the earlier ~'1rei11stic projection of one CHW per 2000 -

3000 population. Given the difficult terrain and communications and 

the dispersed population, the input of ~O Ch".'!s was insufficient and 

the rn.nnbers trained \'Iere increased. Actual mtios of CHH: 

population vary frcm 1:250 to 1:1000. If all CH\vs tmined were 

fully active, it is estimated that around ~5,000 people in the 

(around one-third) would be covered in primary health care. 
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Tra1n1ng of CHHs, initially by Mo!Rl::F Headquar'ter's staff, but lOOr'e 

recently under' the control of the Health Centre, involved an 

infonnal appr'oach makir~ much use of group discussions, pr'actical 

learning, r'ole-playing and visual aids, with a minirntl!il of fomal 

teaching and written'rratcr-ia1. Evaluations of the work done by 

CHWs have shm,n that this is an effective rrethod of rrobl1iz1ng 

skills, although it should be pointed out that rrost CHHs had much 

higher'-than-averege levels of education for' the ar'ea. 

CHWs have made positive ~pacts in both pr'OmOtive and cUr'ative 

areas. Initially, it pr'oved rather' difficult to quantify these 

impacts but a system of infornation retr'ieval has been developed 

for' the CHWs and appear'S to be wo[",r.1ng well. 'Thcr'e is gl'eat 

potential for' fur'ther' de'lelopr.ent of' this system of pr'ovid:!.ng 

mOr'bidity and health-r'elated infor'mStion at grass-r'oots level, 

sanething which is notably absent froll health data in Iil'.Jst 

'developing countr'ies. 

. . 
Promotive activities which have been easily adopted by the 

conm.mities include latr'ine-bul1d1ng, pr'oper' \';aste disposal, home 

hygiene and bush-clear'ing, all within the constmints put up by 

chronic water' shor'tages and a mater'lally-poor' population. CH'.'Ts have 

been shown to be competent in the tr'eatment of simple ailments and 

at per'suad1ng people to go to the Health Centr'e Or' other' facility 

when llJJr'e ser'ious conditions ar'e found. They have been less 

. ,successful in Pr'omot1ng good rrutr'itlon and in r·jCH and farr,1ly 

planning ,wher'e economic and cultural constreints ar'e str'ong. 

The CHWs in Kib\,/ezi oper'ate inver-y har'Sn conditions. The 

communities have pr'oved .to be unwilling or unable to pr'ovide 

payments or', indeed, much suPPOr't Or' supervision. 'The policy of 

AMREF is to discour'age dependency so little mater'ial sUPPOr't has 

offer'ed to Clfds. Bicycles have not been pt"ovided, no salat'Y 

or subsistence is paid and 00 drugs are pt"ovlded for' dispensing, a 
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ph1lo~QPhy which, initially at least, ~duced the c~edibility of 

CHWs in the eyes of the med1cine-o~iented rural communites. 

These problems have been largely material in bdngi.'1g about quite 

serious attdtion of "the Cf.3'ls. It is doubtful whethe~ rruch ovc~ 

half of the 91 CHi'/s treined a~e cu~rently active and the 

population effectively covered by them should be revised down to 

around 25,000, around one-fifth of the total population. 'The 

ove~ly-~a1sed expectations c~eated a problem which has g~eate~ ~han 

anticipated and AMREF expended rruch effo~t in t~1ng to supp~es3 

these afte~ the disappointr..ent of the fi~st set of CHHs. M1lle 

1nc~easedsuppo~t fo~ the cu~rent CHWs is probably needed to 

prevent fu~the~ attdtion, the~e are signs that the future 
• 

expansion nay not be so problenatic. At present, t-""o sets of CB'/s 

are being trained in Utithl and K1s1f\.go afte~ a long p~elinttna~y 

period of discussions between the cormnm1ties and A!'lREF/Health 

C'entre staff. In these areas the cormnm1ties ~athe~ than AHREF 

initiated the developnent and progress has been slo.." and steady, . " 

without the need to folla,., a strict timetable. 'll1e comnunities 

have, the~efo~e, a rruch large~ rr.easure of unde~standing of Ch'ltl 

functions and cont~Cll over their own destin1e~ ~han \',as possible 
" ' 

when the eaI'lie~ CEWs were activated. r.h.1ch hope is attached to 

these c~T.rr.Unities to provide a satisfacto~y solution to the 
-

problems encounte~ed in the operation of the CHioJ component up till 

now. 

4.2.4. Corrmunity Involverr:ent 

Active community participation is a vital element of the Kibwezi 

Scheme and nuch el'fo~t has gone into attempts to rrobllize the rural 

people in Kibwczi to improve their O\'/Il health standards. I~onically 

perhaps, much M1REF input in this area has had to be of a negative 

natu~e, da..'TIpening down the expectations '"hich become mised when an 

outside agency involves itself in community development. 
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Many lessons have been lea~ed during the development of the 

K1b''I'ezi Sche:r.e ,'11th regard to cormrun:l. ty involvement. Fo!' example, 

the first group of CH'tls in Kai, selected by the ccrnmun1ty's 

self-help groups, tended to be young and ambitious, matching the 

camnmity's perception of \-Ihat ANIlEF required, rather than fitting 

the real needs of the oommunlty. During later pre-selection 

sensitization in other areas, the qualities of maturity and 

stability in the community were put across bJ' AMREF as being roost 

valuable. In the latest selections, the corrmunity is in full 

control and the issue of IIseek1ng to please Ar-1REF1I does not arise. 

The perception that because CHJ1s were trained by M'1REF/Hea1th 

Centre, these institutions should also be responsible for 

supporting, them has also proved to be difficult to combat, both 

wi th respect to the corrmuU ties and for the CH\ols themselves. As a 

result, ern-Is l1ave found the.11Se1ves in something of a vacuum: the 

'camnm1t1es have not been a.ctive1y suppor-ting them and ANREF has 

been reluctant to do so for fear of increasL,g dependency, and 

thereby 'reducing the possibility of replicating the rr~de1 

elsewhere. 

What emerges is a trade-off between true comrm.m1ty involvement and 

speed of implementation. Ai·1f'£F has had to work with a project 

timetable "'lhich has not usually allo~led sufficient time for 

communities to develop ~~eir own programmes. Instead, they have 

scme~lhat artificially fonr.cd a part of an AHREF scenario by 

organizing themselves into health corrmittees and selecting CH'lls. 

AMREF are well aware that this has been the' case and this is why it 

1s hoped that the more trUly cammun1ty initiated developments in 

Utithi and K1s1r~o will be successful. 

In tenns of replication of the Kibl'l'ezi rode1, two points may be 

made. F.1.rstly, it rray not be possible to stal:'t with an 

Utithi-type situation in an area where there is:no demonstration 
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effect frcm neighbouring schemes. 'lherefore, either a much longer 

period of community sensitization has to be anticipated, or an 

1n1tial demonstration scheme has to be set up which will not have 

h18n level of community control. . . 
Secondly, strict timetabling is not appropriate in replicating 

cormn.mity-1nitiated projects. ColIIllL1Il1ties must be allo~{ed to take 

their own time and clarify their own goals and ways of achieving 

these. 'lhls may not satisfy the progranrne interventions of outside 

agencies but will lead to better long-tenn results. 

~.2.5 Integration, vertical and horizontal 

Vertical integr-ation is taken to trean the co-ord1nation of all 

health-related activities in the division, horizontal llltegration, 

the canbin1ng of direct and indirect activities in the health 

realm. 

As noted above, the Health Centre r~ achieved a considerable 

success in co-ordii1.1tir.g the health-care facilities in the, 

whole division. The ol'iginall~' envisaged addition of t;;.lO 

dispensaries has not materialized and this han tended to centralize 

the Health Centre in the operation of the CIM component. 

S1multaneo'lsly, the lol".g distances between the Health Centre and 

the corners of the division have reduced the level of support for 

the CHHs. 

With the operation of the CJn." component there are nOil several 

distinct levels o~ ~ealth care available to the people and the 

improved organization provided by the scheme allo~~ the efficient 

transfer of patients fran one level to the other, although some 

additional facilities between CHH and Health Centre/Hospital level 
are reeded in the remoter areas. 

57 



Integration of the rlli11stry of Health (r-:OH) in the scheme is 

considered separately in section 4.3. 

'!be potential, and indeed, the need for' hor'izontal integration 

has been realized although co~paratively little ~~ been 

achieved so far. The 1r.ter-corr.ection of nutrition, disease, 

, water and agricultUt'e provides many possibilities for conmunity 

developncnt planning. The second phase of the project reflects 

this realization, and an integrated survey of diarrhoea, nutrition 

and environmental health is proposed as a prel1m1nary to providing 

interventions in water, agriculture and other income-generating 

activities. Increased liaison ~dth other development agencies 

(e.g. Ministry of Co-operotive Development and ~later Development 

and Hachakos Integrated Vevelop.T.ent Project) \\1.11 accompany these 

developments. 

'-. "-
4.2.6 Project ?osts Kibwezi 

'!he Kib\\'ezi Project was designed as a prototype of a low-cost 

CERC scheme, capable of beirig replicated in other parts of Kenya 

without resort to massive usage of foreign or local capital, 

particularly in the rreet~~ of recurrent costs which are often a 

stumbling block for developrrent projects. 

The system for retrieving f1rencial infonnation at AHREF is 

curr-ently being revised to rreet the greatly incr-eased scale! scope 

and geographical distribution,of its projects. ,With regard to the 

Kibwezi Project, several problems have arisen with cost accounting 

procedures. In some areas, cost information is available and 

r-etr-ievable for individual items (e.g., cost of health centre 

drugs). 
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However, the complex nature of the p,'Oject has meant th9.t there 

are nan-, areas where multiple inputs produce a single category of 

output, a,nd vice-versa. AID funds used.for- indirect inputs to the 

Kibwezi Project such as general pr~ management is an example. 

orten, the categories used for donor inputs. do not rratch the 

desired categor-ies of output. 

The need to assess project costs is an obvious one and 

essential in planned replications of the sch~~e. Since direct 

cost infonration is available for- only a fey, elements, estimates 

. have been nnde based on 3.Ssessrrent of per.:onnel and !n3.ter-lal input:=; 

into particular- areas. Details are presented here on the two rrajor' 

operaUonal elements of the scheme -the health centre the ccmnwu ty 

health worker- programre. Hore detailed analysis of program costs 

is given in the overall progr'aIlire evaluation "Kibwezl Rural Health 

Scheme: Review and Assessment" by Ferguson, August 1983 • 
............... ~ 

A. Health Centre Costs 

Capital costs of constructing and equipping the health centrl 

amounted to isbs 3,807, 950/- (approximately $380,000 at the 

preva~ing exchan[;e rates), an overrun of around cne million 

8h1ll1r~3 on the or1giral estjmates. 

A cost accounting system has been set up to detail monthly 

recurrent costs of operating the health c~ntre which has been 

running since June 19~1 at full capacity. 

59 



Table VII Kibwezi Health Centre ~mth1.y recurrent costs 1982* 

Salaries of 18 staff 
SUbsistence al1o~:ances 
Staff uniforms 
Inpatient food 
Water 
Drugs and medical supplies 
Stationery 
Liter.ature and teaching material 
Postage, telephone 
Petrol 

'Diesel for generator 
Gas for refrigerators 
Kerosene 
Maintenance and repair of buildings and equipnent 
Maintenance and repair of 'Iehicle 
Sanitation materials 
Miscellaneous 

Total 

(KSh) 

26,000/-
1,200/-

lIOO/-
7,000/-
1,200/-

15,000/-
600/-
500/-
200/-

7,000/-
1,200/-

lIOO/ ... 

300/-
2,000/-
1,000/-
1,000/-

1,000/-

66,000/-
-=--===== 

*These figures were obtained "frem the paJ:er' "'Ihe major health centre in 

support of a CEHC progranme by HuH, ~1wo1ol and Nordberg, Apr'll 1983. 
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The cost-account1ng framework established for the health centre 
followed the reccmnendations of ttl~ mid-term evaluation and is 
clearly of value in plann1r~ replications. 

The min variable costs are salaries, drugs and fuel, all of 
which rray be expected to rise steadily over time and with further 
development of the project. The mobile outreach cl1n1cs, currently 
operating once or t'.d.ce weekly, account for !in.lch of the vehicles 
operating costs. D~ costs have been escalating greatly and 
shortages are reported regularly f~ the health centre, whilst 
further increases in ztaff numbers to cope with the expanded CEHC 
element and the rising numbers of patients are anticipated. 

As recurrent costs of other health centres in Kenya are r.ot 
available, there is no yardstick by which to compare the 
Kibwezi costs. However, given the scale and scope of 
"ope~t1ons (see section 4.2.2) the recurrent costs are emine!'1tly 
reasonable and indicate a very cost-effective operation. 

B. Costs Of 'The cm.,r Scheme 

Although the operation of the community-based elements of the 
project are perhaps the mst important ones to cost, they are 
also the mst elusive. Y.ost costs surrounding the recruit:r.ent 
and training of Ch1ls are indirect, involving personnel inputs 
fran AftlREF headquarters and frcm the health centre for 
generally unrecorded time periods. Multi-purpose field trips 
are an added obstacle to cost estimation. For example, a good 
deal of community sensitization was done during the baseline 
survey in the first project year. Similarly, the project 
co-ordinator makes several multi-purpose trips, e.g., to 
liaise with ~!JH officials, meet with CHHs and discuss supplies 
with dispensary staff. 
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Est:1mates of the costs are therefore tentative. '!hey have been 

based on inccrnplete monthly reports from the health centre and 

reports of activities of the HEED and Training Department at PJ·iREF. 

Table VIII gives the details of estfmated costs in the various 

phases or' the CH\{ scheme for the four cluster'S or camnunities 
\ . 

involved. : 

. Table VIII Estimated costs per CmT 

Out Cluster 

Ka1 ~1a.nap;elete/r.1uthindini Ngandani 

Sensitizati6n and 

selection 195/- 532/- 720/-

Ba~ic training 380/- 390/- 720/-

Continuing Education 

and supervision 48/50 111/- 36/-

'lhe costs differ bet\'leen the clusters for severel reasons. In 

Mangelete~·futhingi1ni, the higber level of sensitization compared 

with Y.ai required rrore rranpOl':er- beir.g used to lower expectations 

. and explain the purpose of the scheme, follo~o['i.-ng the misconceptions 

amongst the CHHs in Ka1. Trai.!ung costs are thought to be fairly 

accurate as rcords are available. In Hangelete/ !-Tuth1ngi1ni, the 

costs of training are sl1g.."ltly higher than in Kai because of the 

longer basic training peried. 

In Ngandani, only 10 CHHs were trained and unit costs of 

sensitization and training were therefore higher. 
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Fbr the 91 tro.1ned CHi~s as a whole, the total cost of 

sensitization. selection and training is estimated at 77,400/-. 
a cost of about 855/- ($80 at the then-prevailing exchange ~tes) 

per CHW. 

Continuing education (i.e. monthly tr-a.in:1.P.g sessions), support 

and supervision cost l.l.TlCler KShs 50/- per month in all clusters. 

being lowest in Ngandani where CHWs were selected in pairs in the 

cluster nearest the health centre. 

'Ihese costs are very l~ ... and are based na1nly on inputs fran the 

project co-ordinator 11ith headquarters staff inputs being 

cos ted as equivalents of this rote ..... hich. when averaged for the 

project period. is costed at 9.000/- per month or 360/- per ~;ork1.ng 

day. including vehicle and driver. Preliminary phase activities 

,(including the baselir.e survey) are estinated to have cost just 
". 

under KShs 160.000/-, whilst annual costs of overall project 

management. research and.evaluation a~e est~ted at around KShs 

140 .000/-. Clearl~r t.'1e addition of these costs, particularly 

recurrent costs. to the health centre and C~{ ele~ents 'would give a 

radically different vie-.... In replications. however. fewer 

evaluations would be involved and nanagement costs ~/ould probably 

be considerably less, so it is considered more realistic to present 

the estimates of afd (and health centre) costs ~thout these 

additions. 

'!he general impression is that the scheme is cost-effective and 

that the benefits produced. were they more amenable to 

quantitative measurement and valuations, would demonstrate that the 

model is financially. viable and suitable for repl1catlon. FUrther 

sharpening of the cost-accounting teols on the one hand. and 

measurement of impacts of' the other, ~ll help g1 ve this impression 

a more solid basis. 
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4.2.7 OVerall Assessment of Achievements 

Overall, the project P.as been a success. It has generally been 

implemented along the propos~ lines despite a long delay in 

construction and activation of the cent~ facility. 

The scheme has successfully been implemented as a CBHC model which 

has possibilities of replication in other parts of Kenya, subject 

to several kno~m and unlmmm IOOdif1cations. Coverage of the whole 

population at village level 1s not r~arly complete~ Unrealistic 

CAW: population ratiOS, the attI"1tion of trained Clfr'ls and 

contirrued grmrth of population in the division (no'", probably nearer 

150,000 tPAn 100,000) has rreant that currently under 25% of the 

population are covered by Ch1·ls. 'Ihe second-phase proposal seek to 

have a total of 150 cm'ls to cover the division. Even this rrany may 

be insufficient • 

............ , 

'llie Health Centre is carrying out its projected activities but 

starf are overl\'Orked. 'Jiven the futUt"e expansions in the level 

and scope of activities it appears that more staff and a different 

starf pattern a .... e . required. Otheoosc scrr.e more conventional 

operations will have to be curtailed. 

The attrition of Ch~s and the h1&~ degree of dependecy on AMREF 

displayed by t..'1ose still active, the unwillingness or incapacity 

of the ccmmuni ties to provide rraterial help to the CHW's the 

pressure of \'IOrk at the Health Centre and the non-ful.flllment of 

some sub-goals have all tended to r2mper integration and diffusion. 

However, the soundness of the basic philosophy of the scheme and 

the capacity of ftl1RE? to react quickly to problems and to change 

strategies have been the ~ans throU&~ which the major gpa1s have 

been successfully 1rnpl~7.ented. ENidence of higher levels of 

community control and L,vo1vement suggest that increased coverage 

of population by CIfds and true progress in comruni ty health nay be 

achieved without these problems recurring during the second phase 

of the project. 
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AlthoU&~ cost-accounting procedu~es have been less than ideal, 

there is sufficient evidence to show that the sche~e has achieved 

its aim of providing p~-rrar,y health coverage to a d1spe~sed ~ral 

population in a cost-effective rmnne~. While general project 

management costs and. other: overheads have been quite high, the 

costs of running the nain elements of the scheme are ve~y modest. 

When the project develops to cove~ the whole population of the 

division, the unit costs are likely to dec~ease fu~the~. 

As reccmr.ended by the mid-term evaluc.tion reIX'~t, cost-accounting 

systems at AJ'otREF are beir.g improved and bette~ financial 

inConration en the Kibwezi P~oject is sta~ting to be produced • 

• 
4.3 MTIfisrRY OF HEAL'lli INVOLVE'·'EN'!' 

4.3.1 .Project BackP.:rotmd 

As pa~.of ~ffiEF's effo~ts to supplement the Government health 

sernces, in 1977 a dialogue was sta~ed with the ~linist~y of 

Health (NOH) with a view to developing a replicable comprehensive 

rural develop1!ent project whe~eby lessons would be learnt and 

then used as inputs into the future f.:OH plans fo~ 1mp~oving the 

health care cel1ver,y system especially fo~ the rural a~eas. 

'!be 1n1 tial Pt'oposal by the l'<K)H had been fot' AMREF to assist in 

the expansion and runnir'.g of ~iakir'.du SUb-Distt'ict Hospital. In the 

meantime, besides Mak:1ndu Hospital being on Kenya Railways land, 

the Makindu Divisional Headquarter"S were tt'ansfe~red f~om Nakindu 

town to Kibwezi. Ar·ffiEF was then invited by the MOH to develop the 

present corrmun1t~ based comprehensive rural health project based at 

Kibwez1. Ar·iREF was to run it fo~ five years. (1978 - 1982) and hand 

it ove~ to the ~11n1stry of Health. Although the corr.mun1ty-based 

canponent of the schaDe was implemented on schedule - and, indeed, . . 
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the or'1g1na1 tar-get of tm1n1ng 40 Cm-/s was roore than doubled -

ther'e was a delay in construction and oper-ationa1iz1ng 01 the 

health centre which began oper-at1r~ in Januar-y 1981, with its fUll 

range of activities ccmnendJ1g in June 1981. 

MOH involvement during the three p~ject year'S cover'ed by USAID 

funding has been llUlch lower' than expected. At the planning stage 

AMREF - MOH co1labor-ation has quite fr-equent but, as implementation 

proceeded, AMREF tended to becorr.e llOr'e autonomous \>/ith the MOH 

taking little executive role in the project, except in cer'tain 

areas. 'The planned handover' of contr'ol to HOH dUr'ing 1982 did not 

matedalise and ANREF agreed to continue imp1ementL'1g the project 

activities for' three O'"Or'e year's ending in February 1986. Dur'ing 

this second phase, the smooth and proper' tr'ansfer' of the project 

activities is being Ii2.de. Serre progress is alr'eady evident, as 
descr'ibed in section 4.4.3. 

4.3.2 MOH Invb1vement Dur~ The Fir'st Phase 

As mentioned abov~, ANREF' was to develop the Kib\>/ezi RHS as a 

prototype for' other' Pr'imary health schemes implemented by MOH. 

Gover-nment policy in health has cha~ed markedly recently, f~ 

the policies of the seventies \>Ihich emphasised the quantitative 

expansion in health facilities, par'ticular'ly in the rur-a1 area, 

str-ategy which involved mor'e decentr'3lization.and·changed the 

emphasis to Pr'imary health car'e, par'ticu1ar'ly health promotion and 

disease pr'evention. The new str.ategy is detailed by the Director' of 

Medical Ser'vices in tlhe pamphelt "Health Str-ategy for' Kenya", (HOH 

1982) • 

Whilst MOH sUPPOr't for' cormrunity based health schemes (CBHCs) 1s 

now standard policy, the concrete inputs fr'cm HOH into CBHCs in 

Kenya have been small, Kibwezi included. Whilst the .policies have 
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changed, it is less easy for middle level staff in r.!:m, possibly 

with fhed ideas and without the freedom to innovate, to change 

their orientation from conventional health service operations to 

CERCs. 

Non-governnent organizations WGOs), with less bureaucratic 

constraints and IOOre attuned to innovation, have been responsible 

for all the on-going CBHC projects in Ken,ya so far. 

In the K1bwezi scheme, V.OH input has rm1n1y centred around i:ealth 

centre operations. The physical planning and equipping of the 

health centre required ~iOH approval. The staffing pr'J.ttem was 
provided by the I"J.n1si:ry and nurses, technicians and au.-v::illiary 

staff were 'seconded to K1b\~ezi during 1981 by mHo Co-operation of 

the Ministr'"J ~.as al:30 needed for the, Health Centre's efforts 

in co-ordinating the activities of all health facilities in 
" 

the division. During the project period a good working 

relation~hip built up between the health centre and Hakindu 

Hospital with co-operation on transport, mob1le clinics and 

drugs. The health centre has been referring cases to ioTa.kindu 

aod Machakos District Hospital and monthly reports from April 1981 

were· fOt"" • ...arded to mH at Machalcos Hospital and copied to ANREF. Up 

tUl that t_ime the reports had been. sent only to AI·!R.EP. 

MOH involvement in the cc~unity-based component has been very 

small, despite this being the most innovative part of the scheme. 

The key figure in the implementation of the CHI" component is the 

project co-ordinator who 1s an Al'IP.EF employee and is therefore not 

directly responsible to the ~iO~. 'Ih1s was perceived of as a "missed 

opportunity" by one of the mid-term evaluation team, for expertise 

" in iT1:,lementation and ad'l11n1stration of a CBHC scheme is exactly 

what is lacking awngst r·lOH personnel. Howe~er, the operation of 

the sch~~e called for standara health-centrestaffing patterns and 

the position of project co-ordimtor was not one which existed in 

MOH job categories. 

67 



68 

Adm1nistratively, the MDH had ~~o representatives on the Steerir~ 

Corrmittee which rret two to three tlmes a year.'. 'There were very few 

occasions when both representatives attended the r.eetings • 

. 
The mid-term evaluation of the project noted that: "Although the 

formal means of co-ordimting and sharing infonr.3.tion exist, they 

have not been fully utilized by ~OH and that "Contacts at the 

district level will need to be improved to assure not only that the 

d1str.'ict medical officer.' is informed of AMREF's activities L~ his 

area, but also.to encourage more active participation of district 

health teams". 

'lhe dilemra. for.' the f-DH seems clear.' en the one hand, it is 

canni tted. to support of and, eventually, take-over of the CBHC 

scheme while, on the other, the mH personnel are not experienced 

in the implementation of such schemes. Given the already-stretched 

're~~:)Urces of the ~IOH, it is hardly supr'ising that little initiative 

was fOr.'thcoming fran f40H to effect the planned take-over. AIiffiEF; 

for.' its' part, was not satisfied that the project had fully 

developed by the planned phase-out period and, ha~ing called w~st 

of the shots from,the outset, ~as probably quite satisfied to 

retain a high degree of cont'C'Ol over.' thz project beyond the first 

phase. Indeed, it~..as recomr.ended by one of the evaluation 

consultants that the project be extended by one year to allow 

effective implementation, and a non-filllded extension of six months 

.was agreed on by ,~. 

4.3.3 CUrrent developnents in HOH involvement 

During the second phase of the project, AI.ffiEIi' has been rro'C'e 

actively involvil1.g ~1OH par.'ticipation \-/ith a vie\'l to implementing 

the phase-in. A phase-in schedule for all activities has not yet 

been defined, as the preliminary goal is to concentrate on 

pronating MOH 1nvolv~nt in day-to-day management of the scheme. 



The orientation of the two clinical officers is becoming more geared 

to the I~OH in-charge of 1·~1ndu Division and infonration on the 

project activities is being presented at the regular divisional 

meetings attended by r·DH officials, chiefs and other departmental 

heads. '!he mH M:l.kindu and the mH Hachakos are soon to start 

. representing the MinistrJ on project Horking Comnittee ~et1ngs and 

will thus participate actively in the day-to-day issues of the 

project. 

,Recurrent costs of the health centre are to become the gradual 

responsibility of the mHo rrhe planned allocation of donor ful1ds 

for 18 health centre staff declines from Ksh 193, 780/- in 1982/80 
to KSh 142,815/- ~ 1983/84 and 79,065/- in 1984/85. 
Funds allocated for other health centre costs are reduced frcm Ksh 

265,500/- to Y~h 192.755/- to Ksh 105,135/- over the three 

second-phase project years. 

The cost-accounting frart:e\o(ork established by AHREF shows recurrent 

monthly 'costs at the health centre to be running at about Ksh 

72,000/-, not including the project co-ordinator. '!he MOH 

therefore has the ~ina.ncial infonnation required to plan its 

take-over of the health centre. 

One of the- largest expenditure arsas is drugs. By December 1983 
the ~DH will start the implementation of a new system of drug 

distribution and will therefore assurre direct control of this 

area of the Kib'dezi schei.e at this time. 

Pressure of work on the health centre staff has led to the 

relaxation of the "standard patternll requirement and AMREF - MOH 

discussions on the role of existing nanpower and future needs have 

involved the P~10 in allocatir.g extra staff. : '!he rather sensitive 

issue of dealing with t~e ~ of staff services from ~~ to 

MO~ has also invol'led consultations. 
\. 
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4.3.4 Observations On The Phase-In Procedures 

More urGent efforts are now being rrade, initiated both by AMREF and 

by M:lH, to effcct the pI'..a.se-in smoothly. '!he deployment of 

additional health centre staff to cope with the expansion of the 

project is timely. No &aJor problens are anticipated in the 

. take-over of health centre activities by the ~H. Perhaps the roost 

difficult phase-in area is the continued development of the CBHC 

componcnt, particularly since dlffUsion of this activity is still 

continuing and \,/ith sane variations :in the form of organization. 

This is the rrain area in which mH exper'ience and expertise is 

lacking the brings into focus, again, the position of project 

ccrordinator who has a vital role in this ccmponent. 

It seems certain that such a scherre cannot fUnction properly or 

will not be replica.ted successfully without an additional clinical 

offi,cer or corrmunity r...lrSe to act solely as project co-ordinator. 

In Kib\'lezi, as rrnny as 200 Chi-/s rray eventually be required to cover 

the }X)pUlation of the di'l1sion. Continuing education, support and 

ccrordim.tion (e.g. \-dt.i roobile cut reach set"Vices) of this scale of 

CBHC scherne is far, too ruch to expect of a C.O. in charge of the 

health centre and, indeed, many require full-time attention of IOOre 

tr~ one project co-ordlrator even if ccmrnun1ty support reaches the 

hoped-far levels. 

fure consultation betwe<"..n AI'lPEF ar.d Y:OH is therefore required on 

the ope~ition of the CSHC corn}X)nent and pa~icularly the role of 

the prQject co-ordimtor both in tr.e Kibwezl scher.:e c:..,d in other 

possible replications. The secondment of an additonal C.O. or 

experienced community nurse as an assistant to the project 

ccrordinator would help develop the badly needed expertise in this 

field. 

Assuming that financial and IIBnpowe~ constraints can be overcome by 

the Mln1st~J, and that sufficient attention is given to the CEHC 

cou}X)nent, the phase-in should be effected smoo~hly. AI'ffiEIi' 
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The orientation of the two clinical officers is becoming more geared 

to the W)H in-charge of Hakindu Division and information on the 

project activities is being presented at the regular divisional 

meetings attended by t!()H officials, chiefs and other departmental 

heads. Tne MOH rA.3.!dndu and the r.:DH ~ta.chakos are soon to start 

representing the iD.nistry on project Working Corrrnittee rreetings and 

will thus participate actively in the day-to-day issues of the 

project. , 
Recurrent costs of the he.llth centre are to beccrne the gradual 

responsibility of the mH. Tne plan.'1ed allocc.tion of donor funds 

for 18 health centre staff ceclines f~~ Ksh 193, 780/- in 1982/80 
to KSh 1~2,815/- in 19q3/84 and 79,065/- in 1984/85. 
Funds alloclted for otht.'r health centre costs are reduced from Ksh 

265,500/- to Ksh 192,755/- to Ksh 105,135/- over the three 

second-phase project years • 

........ . 
The cost-accountL'lg frame\'/'or'.< established by AHREF shO\'/s recurrent 

monthly'costs at t~e health centre to be running at about Ksh 

72,000/-, not including the project co-ordimtor. The mH 
therefore has the rir'.ancial infornation required to plan its 

take-over of the health centre. 

One of the la:-gest expenditure ar~as is drugs. By Decembe!' 1983 
the MJH \'1111 start the implcr.:entation of a new systen of drug 

distr-ibution and will therefore asSI.tre direct control of this 

area of the Kibwezi scheme at this tin:e. 

Pressure of work on the health centre staff has led to the 

relaxation of the "st:mdard pattern" requirement and M'i?.Er' - HOH 

discussiuns on tr.e role of existing rmnpol-/er and future needs have 

involved the PMO in allocating extra staff. The rather sensitive 

issue of dealir.g with the change 01' staff seMces from AI'iREF to 

MOH has also involved consultations. 
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e pertise in the latter area will, however, probably be needed from 

time to ~ime for training, o~~zation and evaluation and should 

be anticipatd by both parties. 

11.11 INDICA'roRS FOR EVALUATICN 

11.11 .1 Evaluation Hethodo10J:-.. 

In the original proposal, one of the four stated principle purposes 

was to roount "evaluation and cost-benefit studies" of the projects 

to be implemented with a vievi to assessing the feasibility for 

replication. In the specific set of objectives for Kibwezi, three 

out of the six objectives specifically m.:ntioned evaluation 

activities. '!Wo of these identified particular studies which \"Iere 

to be done, while the third mentioned the need for overall 

'eva~uation of the project. 

The first phase of evaluation involved the gathering of a great 

deal of basic information - the baseline survey h~th its 

socio-econamic an~ nutrition components is ~~racte~istic of this 

phase. In the second phase, the impact of the programne, or parts 

of it, have been assessed. 

Throughout the span of the project, evaluation has teen stressed as 

a vital component. Apart frcm the evaluation procedut'es identified 

in the· plan of action~ however, no set ·programne of evaluation \"1a5 

produced, nor was a nethodo10gy of evaluation generalized, with the 

exception that the baseline survey was intended to provide the 

bench-ma.rks from which impacts would be measured.· In the event, 

the baseline survey proved to be inadequate for this task and roost 

evaluations of the schene were unde indirec.tly through sUr'Veys of 

cCJrlJll.U)ity health workers. 

Despite these shortccmings of the evaluation procedures, sevet~ 

useful irDicators are available for measuring the impact of the 

scheme on rural health. 
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4.4.2 CHW Records 

In 1981 the CHWs in Kibwezi were issued with registration books and 

record books. Registration books are used for recording the 

canposition of each individual household, plus the t:1m1ng of home 

visits and the standard or house construction, facilities, etc. 

Record books contain sections for ent~r1ng curative and promotive 

activities, probl~~ and achievements. 

A recent evaluation survey of Cffiis showed that despite the absence 

of fomal instruction in the use of these books, most CfMs were 

recording information correctly. The main problem seemed to be 

that not all CmT activities "/ere being recorded, particularly 

during home visit. 

Asstnning that recording by CHI'ls can be standardized, several useful 

1nd1~tors nay be developed fran these booles. 

Firstly,'changes in sare health-related practice3 of the 

communities may be assessed by reference to the changes in the 

household facilities. Records of latrines built, rubbish pits used 

and general cleanliness are given in the registration books. The 

changes over time in "Chll areas" can be m::mitored and comparisions 

made between areas having and not having CHHs. 

-Secondly, the books serve as a record of morbidity in the villages. 

Examination of the record books nay reveal changing disease 

patterns over time: cha:-:ges 1z:1 the incidence of preventible 

diseases, e.g. bilharzia, malaria, diarhoea, may then be related to 

CHW activities. S1m1lary, the Chvl's role in health education nay 

lead to a reduction in the recorded cases of trivial ailments such 

as headaches a::d childhood diarrhoeas, which can easily be 

monitored fran a sample of record books. 



'lh1rdly J demogrephic change rmy be mnitored over- longer- per-iods 

through examination of the CHW r-egistretion books and monitor-ing of 

child nutr-ition could be easily or-ganized at any given time through 

the CHWs data, thus providing compa .... ative possibilities with 

nutritional status in IlCn-CHW areas. 

4.4.3 Health Centr-e Records 

'!he Health Centre keeps its own recorc.'s und collates those of the 

other- facilities in the division. Until CHW cover-age of the 

division.! 'S incr-eased. substantially, no rra.jor- changes roy be 

expected in the dise<.:se ;atterns. In the long term, hc~:ever-, 

records shottld sho\'{ a decline in the relative ru.rrnbers of cases of 

trivial illnesses (Nhich ',Iould either- re self-tr-eated or- har.dled by 

CHWs) and also in the ir~idence of the rra.jor- preventible diseases. 

Per-iod1c rronitor1l"'.g of attendances at rI;CH-FP and immunization ... 
clinics (both static and rrobile) would give another- indicator- of 

health impact of the scheme. One problem is that :f:Opulation is 

growing repidly in the division and so the relative patterns of 

disease rether- than the absolute ntmlbers involved would have to be 

used. 

Addltional-recor-ds of CP~ - r-eferr-ed ;atients should be kept at tee 

Health Centre and other facilities both as a backup to the records 

·of the CHVls and as a scurce of infornation on the Cm'ls activities. 

4.4.4 Other- Indicator-s 

Other indicator-s I)f use in impact evaluation nay be developed from 

the second-phase pr-oject. Sur-veys designed on a CfM-non-CH':l aI'ea 

basis can give some measure of the impact of the scheme at 

coommity level without direct involvement of the Cmofs. It is 
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suggested that envirorn.ental health, rutrition and HCH-FP are areas 

fran which indicators of this kind nay be usefully developed. 

The extent of coverage of the scheme may be usefully monitored 

through periodic aggregation of the basic data contained in the CHW 

registration books. lolapp1.:1g of areas covered by Ch'Hs, alol".g with 

other relevant information, would give a visual impression of the 

degree of covcr-age and ~ould ccmplement other indicators. 

Cost benefit analysis r2S not been feasible for a number of 

reasons. However, estimates of costs of various parts of the 

programrre have been rmde (see section 4.2). As the program 

continues to develop, further mon1tor1r~ of costs will be useful in . 
assessing the magnitude of econaT~es of scale, total costs of 

health covernge and char.ges over t1me in the costs of individual 

elements (e.g. trn.1n1ng of C8.,rs). All of these indicators of cost 

would be valuable in replication. 
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4.5 MID-TERM EVALUATION RECOi·1MENDATION3 Pu'ID RESULTS 

1. 

4,. 

6. 

Reccmnendations nade on the Kibwezi R H S by the mid-term 

evaluation team appear' in severol forms but have been distilled 

into a list of seven' reccmmendations of which six were for' Al·lREF 

consideretion. 'll1ese six recorrmendations and Ar·'iREF actions ar'e 

summariced below. 

~1ENDATICN 

."z,tREF establish CHW per1'onnance 

critet'ia 

AMREF delineate linkages between 

MOH staff and cormrunity 

AMREF develop method to measure 

projects health 1mpact 

AMREF to submit budget expenditure. 

broken down by donors 

AMREF to suhmi t revised 

implementation plan and budget 

U~ to continue explaining to 

community their responsibility 

for CHltI support 

ACTION 

a) ~~n1toring of attrition rete 

b) Examination of CH'tI record 

and registration books 

c) Enumeretion of p~otive 

actions 

d~ Enumeretion of patients 

treated and/or referred 

a) Refresher courses for health 

peJ:"Sonnel in division 

b) Participation in mobile 

outreach programme 

, a) Monthly reports from health 

centre and other' facUi ties 

b) Periodic rronftoring of CHVl 

records 

c) Regular surveys 

. 
Not 1mplemented but available 

on request 

Submitted with PJlREF 

m.d-project evaluation 

Corrmun1ties nol'/ approaching 

AMREF for extension of Gcheme 
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In geneml, seveml or the recomnendations require a longer' time 

fr.rune than the end of the project to impl~nent successfully. 

Monitor'ing and evaluation of CHH rate has been lOOr'e fOrm3.lly 

executed recently (see Fer'gIlson, "Kibwezi RHS: r'eview and 

assessment", Chapter' 04 PaI't II). 

The means now exist to pr'Ovide IOOre objective methods of assessing 

CHW per'formance and health impacts and some possible future 

indicator'S ar-e discussed in section 4.6. 

Health Centr'e (rNH) staff rave been more or'iented towar'ds the 

coamunity based elements of the scheme and with the beginning of 

the new phase-in per'iod, r·:OH is beccrn1ng incr'easir.g1y involved w-lth . 
the whole project (see section 4.4). 

With regar'd to continued cammunity sensitization, it has pr'Oved 

difficult to find ways that the corrm.m1ties can provide rrater'ial 

sUPPOr't, for' dependency on M·lREF' is fair'ly entr'enched in the first . 
set of cluster's. He.wever', much more cO!T!r.Ul1.ity contr'ol at the ear'ly 

stages is in the offing at Kisingo and Utithl and it is hoped that 

the sUPPOr't of CHHs by the comr.un1ties will be IOOre complete in 

these ar'eas. 

4.6 CCfIj[.IflITS AND RECot'!MENDATIONS 

The foregoing analysis of the achievements of the Kibwezi RHS has 

1n:tlcated that the scheme has gone far' in r'eaching its tar-get 

population and rreeting its goals. It has not been plain sailing 

and several changes of strategy have been nade. The scheme is 

still developing and a complete conclusion on its effectiveness 

must await the fur'ther expansion of the community-based element and 

o the phase-in of the r'])H. 
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4.6.1 

Sane reccmrnendations to guide the completion of the'scheme nay be 

made at this stage. Most of these concern the relaxation of wr~t 

has, up till now, been a fairly strictly-applied low-cost model. 

It is thought that, while this can achieve considerable results, 

the 11l3.rg1na1 benefits ,of ~1ax1ng serre of these constraints will 

, outweight the rrarg1na.1 costs incurred. Recorrrnendations are rrade in 

four main areas of operation and are as follows. 

Health Centre Operations 

- Drop the constraint of a standard health centre staffing 

pattem and expand staff complement to cope with envisaged 

expansions in patient rrumbers, mobile outreach activities 

and CI-.,\{ activitie!3; 

- Give priority to the role of the project co-ordinator. 

" ,Consider the secondment of a clinical officer or experienced .. -.. 
ccmnun1ty nurse as a rtDH counterpart or as an assista."1t 

project co-ordinator. 

- Give priority to patients referred by CHWs and keep 

separate, addlticr31 records of such patients. 

- Expand the role of ~~ health centre into community 

education on health-related natters. 

Community Health WorAers 

- Increase the tirc;'eted rn..tmbers of Cffils to at least 200 to 

cover the probable population growth of the area. 

- Continue with the tra1n1ng Jrethods used previously but 

incorporate more aater1a1 on MCH-FP, nutrition and data 
collection. 
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4.6.3 

- Provide each cmv with a bicycle and assist the village 

ct:mn1ttes in organizing a system of control or conmmity 

purchase. 

- Involve the health 'ccmn1ttees in areas already having Cm'/s 

in more active partiCipation in suppor't and supervision. 

- Maintain the "no-drugs" philosophy but reconsider the 

possibility of co-operative stores stocking the most 

cO!I'IronJ..y-needed drugs, especially in areas where these are 

not available ccmmercially. 

- Consider the possibility of provld1ngf small SUbsistence 

payments to ClMs for heme visit days. 

- Encourage and investigate possibilities of communal 

enterprise to raise funds for community support Ch1Ws and 

other health-related projects. 

Integration 

- Actively involve the mH in the prograrrrrJe and ensure that 

the phase-in procedures progress smoothly. 

- Co-operate with appropriate lolinistI"ies and NGOs during the 

special studies of nutrition, envirorunental sanitation and 

disab1l1ty. 

- Promote income-generat1ng activities in association with the 

local health ccmn1ttees. 
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Appendix A 

SCOPE OF WORK FOR FINAL EVALUATION OF USAID-15 OPG AID/AFR-6-l560 
================================================================= 

Assess ar.d document hO'Il techn i ca 1 and mana:leri a 1 resources \'Iere 
used to achieve the overall purpose to "st~engthen the capability 
of AMREF to plan, manage and evaluate its rural health care services 
and training programs in Kenya". In particular, analyze specific 
outputs such as papers and reports, proceedings, workshops, and 
seminars, field visit reports and other project documents. 

Assess achievements of Kibwezi Rural Health Scheme. 

Assess the quality of project management at AMREF including 
financial monitorlng and cost analysis capability and capacity. 

Assess involvement of Ministry of Health at Kibwezi and recommend 
a strategy and timing for phase-out of AHREF and phase-in of the 
Ministry ~f Health. 

Analyse and document M-1REF's achievements in developing and 
distributing learning materials. 

Document types of indicators that should be further developed 
to permi~ evaluation of impact on health at a later date. 

Assess to what extent recommendations of the mid-term evaluation 
have been implemented. . 

," if ' , 
" ' 

~ , '. j 
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ItlFORMAL INTERVIEWS 
=================== 

AMREF Staff: 

Ms. Caroline Ago1a, Editor 

Ms. Nyambura H. Githagui, Field Research Officer 

Mr. Peter Godwin, Education Officer 

Dr. Katjia Janovsky, Director of Project Management 

Mr. Douglas E. Lackey, Deputy Director General 

Mr. Victor Masbayi, Projects Officer 

Ms. Wamuci~ Njogu, Field Officer HBED 

Mr. ~yuka Oendo, Field Officer, HBED 

Mr. Omondi-Owuor,. Field Officer HBED 

Mr. Peter R~ Schulter, Planning and Evaluation Officer 

Mr. Norman Scotney, Head, HBED 

Dr. R. Shaffer, Head CHW Support Unit 

Appendix B 

Mr. Denis J. White, Director Finance P1annino & Administrative Services 
" 

Mr. A. ~'ichae1 Wood, Director General 

Dr. Christopher Wood, Medical ,Director 

Donors: 

David Campbell, Oxfam

,Michael"' C1 eary, CIDA 

Cecilia Gjerdrum, SrDA 

Roy CO\,/1'1ng, Briti sh High Commission 

, MOH: 

Numerous attempts were made to set up an interview with Dr. Maneno , 
however, he was not available. 

Kibwezi: 

Mr. S. Mu1i, Project Co-ordinator 

Mr. K. Mwo110i, Clinical Officer in charge 

Community Health Workers. 
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Appendix C 
Document Reviewed 

AFYA, Volume 16, 1982, AMREF. 

"AMRE.; The Future~'an Internal discussion paper. AI4REF, October 1981 • 

. AMREF. rytedica1 Radio Communications System, A Report for the Ar-IREF •. 
Semi naron·Radio""·Cciiiimun ; cat; ons. ')-11 December 1980, Nai rob i. 

AMREF, Reports, Progress Development of Various ANREF Projects for 
the Feriod July - December 1978: 

A14REF, Reports, Progress Development of Various AHREF Projects for the 
i Period January - June 1979 • 
. AHREF, Reports, Progress Development of Various ft.t.1REF Proje7ts for the 

Period July - December 1979. 

AMREF, Reports·, Progress Development of Various M1REF Projects for the 

Period Janua:-,~/ - June 1980. 

AMREF , Reoorts, Progre~s Development of Various M1REF Projects for the 
'-"';=~--;P~eo.::;r-7i~od'7"Ju1y - December 192(', Ar·il::::F, Nairobi, Kenya. 

Ba11din, Bo, Hart, Richard, Huenges, Rolf, Vers1uys, Zier, Child Health, 
A Manual for Medical Assistants and Other Rural Health Workers, AMREF. 
Rural Health Series 1. 

Books for Health Workers - Report of wor~shop held at African Medical and 
Research Foundation 16 - 2C November 1981. 

A Community Health Workers Sup~ort Unit: Third Annual Progress Report for 
the Penod July f9"Sl - June ·198?,\."1REF. 

Defender, Volume 13, No.1, 198Z, ANREF 

Defender, Volume 13, No.2, 1982, A.a.JREF 

.Defender, Volume 13, No.3, 1982, AHREF 

Defende~ Volume 13, No.4, 1982, AMREF 

'Evaluation of Mobile Rural Services in Kajiado and Narok Districts: 
. May - June 1983,' Suggested Evaluation Format • 

. Fifth Annual Prooress Reoort 198(" ;lealth Behaviour and Education Department,. 
AMREF: June 1983. 

Fourth Annual Prooress Report 1981, dJolrlEF Health Behaviour and Education 
Department, November 1982 • 

. Githarui, Nyambura, Field Resedrch Officer,"Vo1untary Participati"on in 
Community-3ased Health Care Programmes: The Kenyan Case~(Draft), Health 
Behaviour and Education Department, March 1983. 



Appendix C cont: 

. Godwi n , Peter "Books for Health Workers - The ANREF experi ence" 
Postgraduate Doctor, Vol.5 No.Z, February 1983 p.7~ - 72. 

Godwin, Peter "Producing Hanuals for Health Wor:~ers: How to do it", 
ANREF: 1983 

Godwin, Peter, "Report of an Investigation into the Manual Child Health 
with Health Workers in Kenya and Tanzania" At·IREF: November 1979. 

Janovsky, Katja, "Cost and Financing of Primary Health Care: Southern Sudan 
Primary Heal th Care Prograrrrne" (draft) September 1980. 

Kenya Expanded Programme on Immunization, Ministry of Health, r·lanual 
Operational Level Training for Health Workers in Kenya. ~\lREF, April 1982. 

Kogi Wambui - Field Research Officer Health Behaviour and Educational 
Department, "Nutrition and Family Health A Brief Preliminary Study in 
West Pokot", M1REF: r~ay 198: .• 

McCusker, Jane, Epidemiology in Community Health, Rural Health Series 9.~~REF. 

Kogi Wambui, Njogu Wamucii, Okello Margaret, Health Behaviour and Education 
Department, AMREF: II A Report for the Infant Feeding Study Consortium, 
November 1982. 

'-. 

Memia, Mary T. "Traditional Birth Attendants in Kenya" AHREf. 

Memorandum: On Implementation of Recommendations by the Standards Committee, 
From: Douglas Lackey, DOG, To: Department, Section and Unit Heads, 
Date: 17 September 1982. 

Memorandum: To: rlembers or'the Project Development Committee, From: Katja 
Janovsky, Subject: Project Selection: Setting Priorities by means of 
Selected Criteria, Date: April 1983. 

Hid-Term Evaluation of USAID OPG AID/AFO-6-156G Al-lREF: December 1981. 

Minutes of a Danida Steering Corrmittee Held on Wednesday 8 December 1982. 

Minutes of a Development COlMlittee Meeting Hel d on ~londay Juiy 2(Oth, 1981. 

Minutes of Kibl'/ezi Horking Committee Meeting Held at Kibwezi Health Center 
on 10 May, 1333. 

Morris, Rita, "A Survey of AMREF"s Rural Health Service of Manuals: what 
has happened to the manuals we have produced?". An Internal Report to 
ANREF Training Department, February 1983,.Nairobi. 

Muli, Gamuel, ~lwoloi, Killiam, Nordberg, Erik, "The Major Health Center. In 
Support of a Community - Based Health Care Programme", (Draft) AHREF, 1983. 
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Ndisi, M. and Stoddart, D., "Recommendations on the Further Development 
of 14anagement and Organization, ANREF" (Confidential), 1982. 

Nordberg, Erik, Discussion Paper No.1, "On the true disease pattern in 
Kibwezi division", AMREF, November 1981. 

Nordberg, Erik, Discussion Paper No.2 "The relative roles of nutrition, 
hygiene, medicine and socio-economic equality in improving health, an 
analysis of the past development in.industiral countries with conclusions 
regarding health care in eastern Africa to-day", AMREF, October 1982. 

Nordberg, Erik, Discussion Paper No.3. "Surgery in eastern Africa: met and 
unmet needs", Af.1REF, December 1982. 

Oendo, Ayuka, "A 8rief Kikamba Lexicon of Health Tenns", Health Behavour 
and Education Depa;tment AMREF, April 1982. . 

Ochola, Penina, "The Comparative Advantages of Traditional Healing 
Pract.ices and the Contemporary Health Practice~: T~e Kenya Case" Ai·1REF. 

Oendo, Ayuka, Water, "Health and the CCiomunity in Kibwezi", Health 
Behaviour and Education Department, AMREf, April 1983. 

Programme Budget 1983, Internal Document, AMREF. 

Project Proposal: Heal th Quarterly AFY,8 Ar~REF: Nay 1983 • 
..... 

-
Project Proposal: Health Quarterly Defender A1-IREF: Nay 1983 

Project Progress Report, 1st August 1979 - 31st December, 1979. N1REF: 
March 1980. 

Project Year 1 - Annual Report 1st August 1979 - 31st July 1980 
AMREF: Narch 1981. 

Project Year 2 - Annual Report 1st August 1980 - 31st July 1981 AMREF: 
August 1981. 

Project Year 3 - Annual Report 1st August 1981 - 3Gth Sep~ember 1982. 

Proposal: Heal th Learning Materials Unit at AMREF (draft) August 1982. 

~Public N~alth Programs in Kenya.as represented by the Government of Kenya; 
Ministry of Health, International/Africa Medical & Research Foundation 
June 1978. 

~Assessment Studies of Upper Nile, Lakes Bahr el Ghaza1 and Johglei 
Provinces,"AMREF: October 1981. . . 
Status Report of Af.IREF Projects as of 3G September 198(:, AMREF 

Status Report of AfoIREF Projects as of 31 st March, 1981, Internal Document, 
Projects Division: ~~REF. 
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Status Report of AMREF Projects as of September 1981. Internal 
Document, Division of Project ~Ianagement: N·!REF. 

Status Report of AMREF Projects as of 31 March 1982, Project Document 
(for circulation to AMREF offices only). Division of Project ~Ianagement: 
JI.,"1REF. 

Third A,n.m!a1 Progress Report 19811, Ar~REF Health Behaviour and Educational 
Department. 

Training the Teachers of Heal th Horkers, Project Proposal for a Mobile 
Teacher Training Unit at MIREF, July 1983. 

Trip Report, Officer: Douglas Lackey, Deputy Director General, 
Dates: 24 May - 15 June 1983. 

USAID Operational Program Grant Document. 

\~ood, C.H. Vaughan, J. P. de Glanville, H. (eds) Community Health, 
Rural Health Series 12, AMREF.' .. 
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MEDlCAl/fECHNICAl DIVISION 
Appendix. D 

Project leadership & Management Support 

COMMUNITY HEALTH DEPARTMENT 

Code Name Location Project leader Proj ects Officer 

CHOIA Kibwezi R/H Scheme Kenya CWood (acting) Masbayi 
CH02A Mobile R/H Services Kenya RSandcrcock Masbayi 
CH03A Rural Workshops Dcreda Tanzania JSowinski Mbugua 
CH04A Mobile Eye Units Kenya PRees Masbayi 
CH06A Immunization Support Services Regional WRcbinson Masbayi 
CH07A CHW Support Unit Regional RShaffer Masbayi 
CH08A Environ. San. Support Unit Regional NGreenacre Masbayi 

CLINICAL DEP,.. RTMENT 

ClOIA Mobile Surgery Regional JTotten Schluter 
ClO2A leprosy & Rec. Surgery Regional BAdams-Ray Schluter 
ClO3A Emergency Services Regional PRees Mbugua 
ClO4A, B 

. 
C,D Kenya Clinic Flights Kenya ASpoerry Schluter 

Cl09A 7 B Tanzania Clinic Flights Tanzania ASpoerry Schluter 
ClIlA NE Prov. Specialist Outreach Kenya ASpoerry Schluter 
ClI2A KCMC Specialist Outreach Tanzania ASpocrry Schlurer 
Cll3A Muhimbili Specialist Outre<lch Tanzania ASpoerry Schluter 
C1I5A Medical Radio Communicction 

System Regional ASpoerry Schluter 
ClIM Denta I Outreach Proj ect Kenya PRees Schluter 
ID03A Turkona R/H and Res~rch 

Scheme Kenya PRees Masbay; 

TRAINING DEPARTMENT 

TROIA Continuing EducoHon Kenya Kenya MMigue Schluter 
TR02A Continuing Education Tanzania Tanzania SBhachu Mbugua 
TR03A Continuing Education Uganda Uganda MMigue Masbayi 
TR04A learning Materials Regional PGodwin Mbugua 
TR05A Af}'CI Regional MMigue Mbugua' 
TR06A Distance Teaching Regional 5 Karangwa Mbug~ci 
TR07A library Development Regional MMigue Mbugua 

HEALTH BEHAYIOUR AND EDUCATION DEPARTMENT 

HBOIA Defender Regional CWood (acting) Masbayi 
HB02A Community-based health care 

Studies Kenya CWood (acting) Mo~L..:;yi 
HB03A Health Behaviour & Edu Prog. RC:Jional CWood (acting) Mbu~.Ja 

INTER-DEPARTMENTAL ffiOJECTS 

IDOlA So Sudan Primary Heal th Core Sudan Tlopez Mbugua 
ID02A So Sudan Rura I Heal th Suppcrt Sudan Tlopez Mbugua 
ID04A Health Training and Planning 

\ r Ugar. ~a Uganda Shillingford .Y.osbayi I 

ID05 l~uq District Health Project Somalia 
.. 

CWood (acting) Masbayi ) 



,II,ppendix E 

DiVisION OF PROJECT MANAGEMENT 

Project Support & Monitoring Assignments , 

Code Name Location Project Leader Proj ects Officer 

CH-l Kibwezi R/H Scheme Kenya CWood (acting) Masbayi 
CH-2 Mobile R/H Services Kenya RSandcrcock Masbayi 
CH-4 Mobile Eye Units Kenya PRees Masbayi 
CH-6 Imm. Support Servo Regional WRobinson Masbayi 
CH-7 CHW Support Unit Regional RShaffer Masbayi 
CH-8 Environ. Sanit. Support 

Unit Regional NGreenacre . Masbayi 
TR-3 Cont. Edu. Uganda Uganda MMigue Masbayi 
TR-5 Afya Regional MMigue Masbayi 
HB-l Defender Regional CWood (acting) Masbayi 
HB-2 :ommunity-based 

Health Care Studies Kenya CWood (acting) Masbayi 
10-3 Turkana R/H and 

Research Scheme Kenya PRees Masbayi 
10-4 Health Trai~ing and 

Planning Uganda Ugc.nda Shillingford Masbayi 
10-5 Luuq Distric t Heal th 

Project Somalia CWood (acting) Masbayi 

, 
'--

. CH-3 Rural Workshops Dareda Tanzania JSowinski Mbugua 
CL-3 Emergency Services Regional ?Rces Mbugua 
TR-2 Cont. Edu. Tanzania Tanzania SBOachu Mbugua 
TR-4 Learning Materials Regional PGodwin Mbugua 
TR-5 Afya Regional MMigue Mbugua 
TR-6 Distance Teaching Regional SKarangwa Mbugua 
TR-7 library Development Regional MMigue Mbugua 
HB-3 Health Behaviour and 

Education Programme Regional CWood (acting) Mbugua 
10-1 Southern Sudan Primary 

Health Care Sudan TLopez . Mbugua 
10-2 Southern Sudan Rural 

Health Support Sudan TLopez Mbugua 
CH-9 MCH/FP/Nutrition Unit Regional CWood (acting) Mbugua 

CL': 1 Mobile Surgery Regional JTotten Schluter 
CL-2 Leprosy and 

Reconstructive Surgery. Regional 
CL-4 A, B, 

BAdam!i-Ray Schluter 

C&D Kenya Clinic Flights Kenya ASpoerry Schlutcr 
CL-9 A & B Tanzania Clinic Flights Tanzania ASpoerry Schluter 
CL-ll NE Provo Specialist 

Outreach Kenya ASpoerry Schlutcr 
CL-12 KCMC Spec. Outreach Tanzania ASpoerry Schluter 
CL-13 Muhimbili Spec. Outreach Tanzania ASpo~rry Schluter 
CL-15 Medical Radion Comm. 

System Regional ASpoerry Schluter 
CL-16 Den!'! Outreach Project Kenya PRees Schluter 

."TR-IA & B Cont. Edu • Kenya Kenya MMigue Schluter 



PROJECTS AS AT 1ST JULY 1983 

CCffill'lITY HEALTH DEPARTMENT 
CHOIA Kibwezi Rural Health Scheme 
CH02A Mobile Rural Health Services 
CH03A Rural Workshops Dareda 
CH04A Mobile Eye Units 
CH06A I~unization Support Services 
CH07A C~J Support Unit 
CHOBA Environmental Sanitation Support Unit 
CH09A MCHJFP~~utrition Support Unit 

CLINICAL DEPARTMENT 
CLOIA Mobile Suroery 
CLOZA Leprosy and Reconstructive Surgery 
CL03A Emergency Services 
CL04A Lamu Cl inic Fl ights 
CL05A 11arsabit Clinic Flights 
CL06A Rusinga Cl inic Fl ights 
CL07A Kajiado Cl inic Fl ights 
CL09A Lol i.ondo Cl inic Fl ights 
CLIOA Kil imatinde Cl inic Fl iQhts 
CLIIA NE Province Special ist-Outreach 
CLI2A K01C Special ist Outreach 
CU3A . Muhimbil i Special ist Outreach 
CLl5A Medical Radio Corrrounication System 
CLl6A Dental 8utreach Project 

TRAINING DEPART, HIT 
TROIA Continuing Education Kenya 
TROIS Health Management Training 
TROZA Continuing Education Tanzania 
TR03A ContinuinQ Education Uoanda 
TR04A Learning Materials -
TR05A Atya 
TR06A Distance Teaching 
TR07A Lib~ary Development 

HEALTH BEP,AVIOUR AND EDUCATION DEPARTMENT 
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USA-l,NRO-2,NCA-2,ROT-l 
OXF-2,EtJH-l,HTA-2 
HIV-l,HIV-2 
CEt1-1 
ODA-l , JER-l 
ODA-l,SID-l,OXf-l,WNB-l 
ODA-l,SID-l 
USA-5 

HTA-l,GOK-l,GOT-l,USX-2 
SCS-l,GLR-l 
FDS-l,AUS-l 
GOK-l,SRH-2,USX-2 
GOK-I,SRH-2,USX-2 
GOK-I,DHF-l 

LOL-I,COO-l 
GOT-I ,USB-l 
GIJK-l 
GOT-I 
EEC-l 
GOK-I,GOT-I,LEO-l 
HTA-l 

DAN-l,Sf1.J-l,SIO-3 
510-3 
USA-4 
COG-l,CID-l 
USA-l,SID-l,ODA-l 
GOK-l,GOT-l,US~-l 
SIO-3 
SID-l,NOV-l,STI-l,KFN-l,08C-1 

HBOIA' Defender GOK-I,GOT-I,SID-4,USA-l 
HBOZA CCIT~unity-based Health Care Studies SID-~ 
HB03A Health Behaviour and Education Programme SlD-4,CID-5 

INTER-DEPARTMENTAL PROJECTS 
IDOlA Southern Sudan Primary Health Care 
IDOZA Souther~ Sudan Rural Heal t;l Support 
ID03A Turkana RUNI Heal th and R~~~=::-::h Scheme 
ID04A Health Training and Planning Uganda 
JOO~~ Luuq ~istrict Health Project 

USA-2 
USA-3 
EEC-2,LEV-I,CIM-1 
CID-4 
ICR-l 



, PROJECTS AS AT 1:iT .:r'u 1,..'1 1983 

ADMINISTRATIVE SUPPORT 
AS01A Regional Facilities 

CCl-ISUL:TANCY 
CYOtA I< i sumu PHCP 
CY02A SIDA Health Sector Review 
CY03A Infant Feeding Study 
CY04A Dr AHREF - The Standard 

. -CLOSED PROJECTS AS AT 1 ST 'IUL.'f 1983 

COHNL~ITY HEALTH DEPARTMENT 
CHOSA TurKana Rural Health Sche~e (now ID03A) 

CLINI CAL SERVI CES DEPARTMENT 
CLOBA NaroKClinic Flights (discont> 
CL14A Hydatid Disease Research (now ID03A) 

Appendix F cont 
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EEC-3 

KEN-l 
510-5 
POP-l 



HQ ~GEMEI'.'T, ADMINl STRATI (t.I AND SERVICE LtHTS 

DGENI Director General 

OGEN2 Depu~y Director General 

MEDIC Medical Director 

PROJN Division o~,Proje~t Management 

AONDR Director o~ Administrative Services 

INFDR In~ormation Director 

FINDR Finance Dir~ctor 

CO 00 Accounts section 
• 

SUPLY Supplies section 

ADr1IN HO Ad~inistration 

AVOPS Aviation Operations 

Ar1AIN Aviation Maintenance 

VHAIN Vehicle Maintenance 

BOOKD Book Distribution Unit 

PPREP Printing Production and'Photographic 

?WORK Printing Workshop-

L18RY HQ Library 

OEVEL New Project/Grant Development 

(CHOOA Community Health Dept Of~ice) 
(CLOOA Clinical Department O~~ice) , 
,TROOA Training Department O~~ice) 

EEC-3 

SID-J,ODA-l 

(HBOOA Health Behaviour and Edur.ation Dept Of,ict) 

·ACCOUNTING COST CENTRES 

BALAN Balance Sheet transactions (assets/liabilities) 

CONTR Suspense account transactions 

ALLoe Allocation account transactions 

Appendix F cent 



FOS-l 
GOK-l 
ICR-l 
KEN-l 
KEN-2 
ROT-l 

GOT-l 
LOL-l 
TAN-l 

NLF-l 
POP-l 
USA-J 
USA-2 
USA-3 
USA-4 
USA-5 
USB-l 
USX-l 
USX-2 

EWH-l 
LEV-l 
ODA-l 
OXF-l 
PXF-2 
UKX-l 

BFW-l 
BHF-l 
CBH-J 
CDG-l 
GER-l 
GLR-I 

GCN-l 
HIV-l 
HIV-2 
LEO-l 
NED-l 
NOV-2 
STI-l 

GRANTS AS AT 1 ST JULY 1983 

KENYA 
Emergency Services 
Kenya BlocK Grant 
Luuq District Health Project 
K~nya - Other grants/donations 
Kenya - Jubilee Appeal 
ESSU at Kibwezi 

. TANZANIA 
Tanzania Block Grant 
Lol iondo Cl inics 
Tanzania - Other grants/donations 

USA 
Mobile Rural Health Services 
Infant Feeding Study 
Opera tiona I Progroamrn,e Gran t 
Southern Sudan PHC 
Southern Sudan Rural Health Support 
Continuing Education Tanzania 
MCHlFPlNutri tion 
FD Services to Protestant RH Facilities 
USA Other grants/donations 
USA : Jubilee Appeal 

UK 
~obile Rural Health Services 
Research and Control of Hyd~tid Disease 
Child Health Prograrr~e 
Ccmmunitr Health Worker Support Unit 
Mobile Rural Health Services 
UK : Other ~rants/donations 

GERMANY 
Continuing Education for RH Workers 
Airbridge Against Disease 
Mobile Eye Un its 
Continuing Education Uganda 
Germany - Other grants/donations 
Leprosy and Reconstructive Surgery 

NETHERLANDS 
RH Development/Services PrQg Support 
Rural Workshops Dareda 
Rural Workshops Dareda 
HRCS 
Ne thC'r 1and~ - Other gran ts/donat ions 
Library Development 
Library Development 

Append;x F cent. 
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CL03A o. 

CLOIA,CL04A,CL05A,CLO&A,CLllA,CL1~,TRO 
JDOSA 
CY01A 

CHOIA 

CL01A,CL10A,CLl2AjCL1SA,TR05A,HBOIA 
CL09A 

CY03A 
CH01A,TR04A,TROSA,HB01A 
IDOlA 
ID02A 
TR02A 
CH09A 
CLlOA 

CLOIA,CL04A,CL05A 

CH02A 
ID03A 
CHO&A,CH07A,CHOBA,TR04A,BOOKD 
CH07A 
CH02A 

TROIA 
CLO&A 
CH04A 
TR03A 

CL02A 

CH03A 
CH03A 
CllSA 

TR07A 
TR07A 



DAN-I 
DEN-I 

CtJIl-l 
CID-l 
CID-2 
CID-3 
CID-4 
CID-5 
HTA-l 
HTA-2 
KFN-l 
OBC-l 

GRANTS AS AT 1ST JULY 1983 

D~RK 
OANIDA MoH Training 
Denmark - Other Grants/donations 

CANADA 
Canada - Other grants/donations 
Continuing Education Uganda 
Development of Health Programmes 
Uganda Health Planner 
Health Training and Planning Uganda 
Health Behaviour & Education Programme 
Surgical/Dental Support for the Elderly 
Mobile Medical Unit, KaJiado & Narok 
Library Development Zanzibar 
Library Development 

SWEDEN 

TROIA 

TROM 

.ID04A 
HBOlA 
CLOIA,CLl6A 
CH02A 
TR07A 
TR07A 

Appendix F 

JER-l 
SID-I 
SJD-2 
SJD-3 
SJD-4 
SID-5 
SRH-:! 
SRH-2 
S1..JE-l 

Immunisation Support 
SIOA Rural Health Development 
CoolfTlunity-based Hl'alth Care Studies 
Continuing Education Kenya 

CHO~ . 
CH07A,CHOBA,TR04A,TR07A,BOOKD,LIBRY,PWOF 

Health Behaviour & Education 
'SIDA Health Sector Review 
Swedish Aid through Broadcasting 
Clinic Flights 
Sweden - Other grants/donations 

SWITZERLAND 
SCS-l' Leprosy and Reconstructive Surgery' 
SWI-l Switzerland - Other grants/donations 

. NOR-l 
NRD-! 
NRD-2 
NCA-2 

NORWAY 
Norway : Oth~r grant/donations 
Turkana Surveys . 
Ki~~ezi Rural Health Scheme II 
Kibwezi Rural Health Sch£'me II 

EEC 

HB02A 
TROIA,TROIB,TR06A 
HBOIA,HB03A 
CY02A 
(See SID-I) 
CL04A,CLOSA 

CL02A 

CHOIA 
CHOIA 

EEC-l Muhimbili Specialist Outreach Programme CL!3A 
EEC-2 Turkana Rural Health & Research ID03A 
EEC-3 Regional H Services Improvement Programme ASOIA 

OTHER COLNTRI ES 
AUS-l Emergency Services - Equipment 
XYZ-l Other countries - Grants/donations 

CL03A . 

. it' I I 

C\ 
\ . 



CLOSED GIWfTS AS AT 1ST tv!..'f 1983 

USA 
WNB-l COIT~unity Health Worker Support Unit 

UK. 
DUL-l Computer 
NUF-l Improvement of AHREF Medical Radio Comms. System 

JUR-l 
MEH-l 
NOV-l 
WGS-l 

NETHERlANDS 
Research and Control of Hydatid Disease, Turkana 
FDS Catholic Rural Health Facilities 
Med i'ca I Rad i 0 Commun i ca t ions SyS tem 
Nursing 

CANADA 
GCH-l Flight Clinics A Spoerry 

NORWAY 
NCA-l Kib~~ezi Rural Heal th Sr.heme I 
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~REF BUDGETARY CCNTROL tl~D FINANCIAL ACCOlNTING SYSTEM 
STM-IDARD LINE-ITEM HEADINGS . 

AOO PERSD:'tlEL 

.AIO Technical staff 

A20 Support staff 

A30 Technical consultants 

A40 Temp/casual ~taff 

BOO TRAINING 

.COO 

810 Fellowships: Long ter~ 
811 East Africa 
812 Other country 

820 Fellowship: Short term 
821 East Africa 
822 Other country 

830 Courses 
831 Basic training courses 
B32 Extension courses/Orientation Courses 
B33 Training surveys 
834 Refresher courses 
835 Correspondence courses 
836 WorKshops/seminars 
837 Other courses 

CONSTRUCTION 

CIO Off ice bu i I dings 

C20 Staff housi ng 
, 

C30 Training schools 

C40 Health units 

CSO Other construction 

:PAGE I 
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000 COMMODITIES (CAPITAL) 

EOO 

010 Equipment 
011 Medical, lab, X-ray 
012 Training equipment 
013 Workshop equipment 
014 Office equipment 
015 Rad i 0, comms equ i pmen,t 
016 Camping equipment 
017 Tools 
018 Other ~quipment 

020 Furniture 
021 Office furniture 
022 House furniture 
023 School furniture 
024 Health unit furniture 
025 Other furniture 

030 Transport 
031 44~heel drive vehicle 
032 2-wheel drive vehicle 
033 Truck, lorry 
034 ,.lotorcyc I e 
035 Bicycle 
036 Aircraft 
037 Other vehicles 

SUPPLIES (RECURRENT) 

El0 Medical supplies 

E20 Training, office supplies 
E21 Training materials 
E22 OHice supplies 
E23 Books, periodicals 
E24 Printing, photocopies, 

E30 Printing materials 
E31 Print, pack supplies 
E32 Photo. graphic supplies 

E40 Fuel purchase 
E4J Vehicle fuel 
E42 Aircraft fuel 
'E43 Other fuel 

E50 Spare parts 
E~J Vehicle spares 
E52 Aircraft spares 
E53 Other spares 

photographs 

, PAGE 2 
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E60 General supplies 
E61 Un i forms 
E62 Housekeeping materials 
E63 Other materials (inc. Tood> 

FOO MAINTENANCE 

FlO Equipment 
. Fll Medical equipment 

Fl2 Training equipment 
Fl3 Workshop equipment 
F14 Office equipment 
Fl5 Radio equipment 
Fl6 Camping equipment 
Fl7 Other equipment 

F20 Furniture 
F21 Office furniture 
F22 House furniture 
F23 Training school furniture 
F24 Health unit furniture 
F25 Other furniture 

F30 Transport 
F31 Vehicle maintenance 
F32 Cycles 
F33 Aircraft maintenanc! 
F34 Maintenance provisions 

F40 Bu i I dings 
F41 Off ices 
F42 Staff housing 
F43 Training schools 
F44 Health units 

• F45 Other buildings 

GOO TRAVEL 

GIO Fares, per diem 
Gil Fares, per diem: E~5t Africa 
Gl2 . Fares, per die~: Other count~y 

G20 Vehicle running 
G21 . 4-wheel drive vehicle 
G22 2-1.~heel drive vehicle 
G23 TrucK, lorry 
G24 Motorcycle 

G30 Aircraft running 
G31 Single-engine aircraft 
G32 Twin-engine aircr~ft 

Appendix G cont. 
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HOD OTHER COSTS 

HIO Utilities 
H11 Rents, ,'ates 
H12 Wat~r, electricity 
H13. Airtield costs 

H2O CorMIun I cat Ions 
H21 Telephone, telex 
H22 Postage charges 
H23 Freight, storage 

H30 Protesslonai services 
H31 Legal 'expenses 
H32 Audi t fees 
H33 Bank charges 
H34 Security 

H40 Public relations 
H41 Entertainment 
H42 Advert is i ng 

H50 Insurance 
H51 Aviation insurance 
H52 Vehicle insurance 
H53 StaH insurance 
H54 Other insurance 

H60 Licences, permits 

H70 Finance chargl.>s 
H71 Interest paid 
H72 Depreciation 
H73 Imprl.>st Advance 

H80 Hi scellaneous costs 

100 OVERHEAO/CONTINGENCY/INFLATJCN 

110 OUl.>rhead 

120 Contingency 

130lntlation 



Appendix G cont. 

PAGE 5 
Odl7/83 

'JOO INCOME 

J10 Gr an tldona t i on 

JIS Credit from Grant 

J20 R~coyery within AHREF 

J30 Reyenue outside AHREF 

J40 Interest on staff loans 

JSO Interest on dOeposi ts 

J60 Other income 

KOO FIXED ASSETS 

KID Land, buildings 
\ 

K20 Ai rcraft 

K30 Hotor yehicles 

K40 Radio equipment 

KSO Surgical equipment 

K60 Camping eqllipment 

1<70 Printing equipment 

K80 Aircraft equ i pmen't 

K90 Furniture, fixtures 

lOO INVESTMENTS 
,l • 

HOD CURREm ASSETS : STOCKS 

H10 BooK Distribution Unit 

H2O Printing Departmtnt 

M30 AYiation Maintenance 

H40 Vehicle maintenanc. 

e{G 



NOO 'CUR~ENT ASSETS CASHBOOK 

NIO Barclays Bank Local 

N20 Barc1 ays BanI< External 

N30 Barcl~ys Bank Jersey 

. ·N40 ·Bard ays Bank Kampala 

N50 NBC Hoshi· 

. ',: N60 Petty Cash 

N70 Fope i gn Currenc i es 

NaO Exchange 
", .............. . 

POD CURRENT ASSETS : OTHER ' 

'PIO Debtors control 

P20 Short-term deposits 

P30 'Project expend. reco~erable 

ODD CURRENT LIABILITIES 

, QI0 . Cred i tors con tro 1 
. ' ... 

020 -. Prouisions 

'025 oQubHul Debtors 

· 030 Grants unexpended' ": 
. : . 

". 
· 040 Bank· Overdraft 

." 
~ '.: .. ~ .... ~.~ . 

..... 
ROO F~DS 

' . 

· RIO Cap i tal Fund 

R2D Ge'nera 1 Fund 

R30 Training Reser~e Fund 

R40 Special Fund 

~AGE cS 
~cSl7/B3 
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AHREF BUDGET 1983 OVERALL Slt\HARY 
(March 1983) 

--------- -------- --------- --~------ --------- -------- ---------
EXPENDITURE (Kt) INCOME (Kt)· 

--------- -------=- --------- --------- --------- -------- --------- -------- ---------
Gross Internal Net·:Approved Requested Other Total Internal Surplusl 

I expend. recovery expend. I grants grants income ··i ncome recovery shortflll 
------- ------------------------------ --------- -------- --------- --------- --------- -------- ---------. -------- ---------

HANAGEHENT 
DGEtH Dlr~ctor G.ntral 40700 40700 13000 18000 22700 0 
DGEN2 . D,puty Director Gen.ral 23400 23400 6840 6840 16560 . 0 
tiEDI C Medical Dlrtctor 2871:5 28715 10780 10790 179:35 0 
PROJH . Director of Project Managlment 51250 !51250 24535 24535 2671:5 0 
FINOR Di,.~ctor of Financ./Admln. 35100 35100· J7190 17190 17910 0 
INFDR Director of fnformat Ion. 22540 4000 i8540 0 22540 0 

PROGP.At"'.HE UNITS • 
(de ta i ls on ntxt pagl> 3583973 605419 29]8554 .3306i39 122459 6000 343459& -149377 

1 NFORr1AT ION SERVICES 
PPREP Info Div I Preprlnt/Graphics 32783 32783 0 20000 -12793 
PWORK Info Div Print Production 92100 100 92000 15000 15000 82800 5700 
LIBRY Info Div Library e700 8700 0 -9700 

F INANCElADtlIt-I SERVICES 
COUNT Financ!! . Accounts 76000 ! 76000 12715 12715 63285 0 . 
SUPLY Admin . Supp I i ~s 11800 300/ 11500· t200 1200 10600 0 . 
ADMIN Admin : Personnel/HO Admin. 178300 . 12000· 166300 SOOO 8000 146074 -24226 
8001{0 Admin : Book Distribution Unit 102000 57800 44200 2C345 102000 122345 20345 
AVOPS A'J i at i on Aircraft Operations 240800 48200 192600 0 217700 -23100 
A1~AIN Aviation AircraftMaintenance 117450 ! 17·150 70000 70000 48200 750 
'JHAIN Aviation Vehicle Maintenance 41900 41900 30000 30000 14800 .. 2900 
Rt1AIN Av i a t Ion Radio Maintenance 6100 6100 4500 . 4500 -1600 
------- ------------------------------ --------- -------- --------- --------- --------- -------- --------- -------- ---------

TOTAL . Kt 4693611 . 727B19 3965792 3430~43. 122458 223000 3775701 727819 -190091 . 
========= ======== ========= ========= ========= ======== ========= ======== ========= , 

,,~ )" 
._.,. -



AHREF BUDGET 1983 
(Harch 1983) 
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PROGRAtt1E ltHTS 

EXPENDITURE (Kt) INCOHE (Kt) 
--------- -------- --------- --------- --------- -------- --------- ---------- ----------

Gross Internal N@t IApproued Requ@sted Other Total Internal Surplus/ 
I expend. recovery expend. I grants grants .incom@ income recovery shoi'tfall 

--------- ------------------~----------- --------- -------- --------- --------- --------- -------- --------- ---------- ----------
PROGRAH-tE ~ITS 

CHOOA Community Health Dept IOHlu 16440 50 16390 1113B 11138 -S302 
CHOIA Kibwezi Rural Health Scheme 73773 9826 63947 73773 73773 0 
CH02A Hobi Ie Hedical Unit 28406 1219 27187 28406 28406 0 
CH03A Oareda Ru~al Workshop. 56375 2250 54125 50375 6000 56375 0 
CH04A Hobll. EYf Units. 8618 861B 8618 .' 861B 0 
CIIOM Immunization Support Servlc •• 47330 7150 40180 47330 ·47330 0 
CH07A CHW Support Unit 33900 5025 28875 33900 33900 0 
CHOBA Env i ronmen ta 1 Sani htlon SU 52267 7018 45249 52267 52267 [I 

CLOOA Cl inical .Dept I Of·fi Cf 21750 2750 19000 -217S0 
CLOIA Hobi 1 e Surgical Unit 57333 24100 33233 57333 57333 0 
CL02A Leprosy/Reconstructlv. Surgery 36700 16350 20350 . 36700 36700 0 
CL03/15 Nursing Services Unit 72025 S4500 18325 50000 ". 50000 -22825 
CL04-10 Hedlcine by Air/Flight Clinic. 60500 45000 15500 20500 20500 -40000 
CLl 1-13 Medical Specialist Outreach 48966 41786 __ 7180 48966 48966 O. 
CLl6A Dental Outreach Progr~e 2163 2163 2163 I 2163 0 
TROOA Training Dept I offlc@ 37250 12200 25050 4000 4000 -332~0 
TROIA Continuing Educatlonl K.nya 130750 24300 106450 130750 130750 0 
TR02A Continuing Educa~ionl Tanzania 364850 69725 I 295125 364850 364850 0 
lR04A Health Learning Haterials.Un!t 74583 29900 ;' 44683 2500 72083 74583 0 
TR06A Distance Teaching Unit 38750 4500· 34250 12500 12500 -26250 
HBOO-03 Health Behaviour/Education 115641 19000 96641 115641 115641 0 
IDOlA S Sudan PHC Project 27173 27173 27173 27173 0 
ID02A 5 Sudan RH Support Project 1259680 207320 1052360 1259680 1259680 0 
ID03A TurKan~ Rural Health Scheme 112550 3000 109550 112550 112550 0 
ID04A Uganda Training/Planning 585000 18450 566550 585000 585000 0 

-ASO lA Regional Facilities (Nbi/Oar) 220400 220400 220400 220400 0 
--------- ------------------------------ --------- -------- --------- --------- --------- -------- --------- ------~--- ----------

TOTAL I Kt 3583973 . 605419 2978554 3306138 122458 6000 3434596 0 -149377 . 
--------- -------- --------- --------- --------- -------- --------- ---------- -------------...-~. 
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Offi-ce of Project Management (OPM) 

project proposals 

project progress reports on individual projects, biannually 

project financial reports, biannually 

annual project progress reports 

annual departmenta I progress reports 

progress development reports combining several projects, biannually 

'status reports on projects, biannually 

donor reports 

Medical/Technical Division (MTD) 

Appendix I 

discussion papers (such as Nordberg's paper on thG true disease pattern in Kibwezi) 

position papers (such as HB & E position papers on Kibwezi) 

surveys: on specific subjects (such as Molvaer's Kibwezi survey) 
baseline surveys (such a5 the Southern Sudan baseline studies and 

the Kibwezi baseline survey) 
needs assessments (such as the health sector assessment studies in Southern Sudan) 

reports on specific departmental activities (such as Karangwa's paper on the application 
'~_ of distance teaching to medicine) 

consulting reports (such as the SI DA consultancy report and the evaluation reports on 
Family Life Training Centres for the Ministry of Social Services) 

papers for AMREF seminars/workshops/conferences' 

papers for other conferences 

AMREF seminar/workshop/conference proceedings (such as radio conference) 

manuals (such as the radio manual) . 

rural health manual series 

state-of-the-art papers (also referred to as technical report series) . 

Afya 

Defende; 

AMREF evaluation reports 

General 

field visit reports 

copies of spe~ches and artic'''J 
. . 

AnnuClI Report (AMREF in Action) 

Rules and Regulations 

Newsletter 
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Appendix K 

KIBWEZI RURAL HEALTH SCHEME 
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