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FOREWORD
 

September 30, 1982, marked the completion of the first two 

years of a three-year contract between the Goverrunent of 

Kenya, Ministry of Health, and the Charles R. Drew 

Postgraduate Medical School, Health Planning and 

Information Project. This docwnent provides a report on 

Project achievements to date, with special attention to 

activities undertaken during the period OCtober 1981 to 

September 1982. 

For a further, more canprehensive overview of the project, 

the reader is additionally referred to the Project's first 

Annual Report covering the period OCtober 1980 - september 

1981, and the findings of an independent Mid-term project 

Evaluation completed in August 1982. 
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ABBREVIATIONS USED 

AID/K USAID Mission to Kenya 

COP Chief-of-party (contractor staff) 

CDK Government of Kenya 

HPIP Health Planning & Information Project (contractor) 

HPWG Health Planning Working Group/MOH 

IRHP Integrated Rural Health/Family Planning Programme 

KEMRI Kenya Medical Research Institute/GOK 

M.A. Master's Degree Study Program 

MCH/FP Maternal and Child Health/Family Planning 

MOEPD Ministry cf Economic Planning &Development, Kenya 

MOH Ministry of Health, Kenya 

M.P.H. Master's Degree in public Health 

OCST National Council on Sci.::nce and Technology/GOK 

PIO/'l' Project Implementation Oi~6e'/Technical Services 

USAID United States Agency for. International Development 
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BACKGROUND	 In August 1979, USAID/Kenya and the Government of Kenya (GOK), 

signed a grant agreement in the amount of $2,453,000, 

establishing the H~alth Planning and Information Project (HPIP). 

The HPIP was intended to address several concerns related to 

Ministry of Health (M:>H) operations. It was recognized that the 

GOK/MOH planning functions were organizationally dispersed 

within the MOH, and that planning decision-making was not 

adequately supported by health information. The seriousness of 

these conditions was further complicated by the facts that: 

1.	 New programs/projects were projected to be added each year 

to the Ministry's system without benefit of comprehensive, 

data-based planning; and 

2.	 The Ministry's priority policy for redistribution of health 

resources to meet the needs of rural areas, suggested the 

need for both consolidation (at the national level) and 

decentralization (to provincial/district levels) of health 

planning and management functions. 

In response, the HPIP was designed to develop MOH capacity to 

plan, implement and evaluate health programs and policies, with 

primary emphasis on expansion of rural health service delivery. 

Increased "capacity" was to be evidenced by a more equitable 

distribution of GOK health sector resources, and by development 

and implementation of future joint USAID/GOK health sector 

activities. 
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The bilateral agreement between the GOK/MOH and AID/K included 

provision of a fUll-year program consultant (administered 

through the U.S. Dept. of Health and Human Services), to design 

one or several programs (for funding) that would address 

canprehensive long range developmental needs of the Ministry. 

The Project Implementation Order/Technical Services (PIO/T) for 

the Kitui District Project (now under negotiation) was a major 

output of that first year effort. Additional funds were set 

aside for AID/K use in deploYment of ad hoc consul~ants, and for 

selected applied research/project development sUb-contracting 

related to HPIP objectives. 

The first year of the HPIP (bilateral agreements) also included 

selection and contracting with a technical assistance agent to 

provide support to the MOH. 

PRaJECT	 The Drew School, Office of International Health corranenced work 

PURPOSE	 in october 1980.* The host-country technical assistance 

contract was funded at a level of $1,712,000 for a three year 

period. The Contractor was charged with "providing long and 

short term technical assistance to the Ministry of Health and to 

a lesser degree, the Ministry of Economic Planning and 

D9velopment (MOEPD) of the Government of Kenya, with the major 

aim of strengthening the GOK's institutional capacity to plan 

and implement health sector programs and policies with priI,lary 

emphasis on expanding health s~rvices delivery to rural 

populations". 

*Both the bilateral agreements and the Technical Assistance Contract are 
referred to as t~e "HPIP". 
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PROJOCT 

OBJOCTIVES 

The Project's first annual Report set forth a list of 

Operational Objectives which effectively re-organized and 

categorized the seventeen (17) .separate Terms of Reference of 

the contractual agreement into distinct programmatic activity 

components. For purposes of continuity and comparability, this 

list of Operational Objectives provides a presentation outline 

for this Report which will continue to be used for project 

reporting and future implementation planning. 

The Contract Terms of Reference are shown in Figure A. The 

project's Operational Objectives (cross-referenced to the 

Contract Terms) are shown in Figure B. 

In reference to those Objectives, the first Project· Year was 

extremely productive. Major progress was made in solidifying 

HPIP/MOH working relations and developing an understanding of 

the realistic time frames and approaches needed to achieve 

project objectives. Progress was made in activating both the 

policy Coordination Cormnittee and the National Planning Unit. 

Placement of five health administrators for M.P.H. training (two 

ahead of zchedule) was also a noteworthy achievement. Moreover, 

the MOH' s insight in directly involving the HPIP in the 

developmental planning of the large-scale integrated Rural 

Health/Family Planning Programme resulted in substantial 

progress toward defining the strategies by which the MOH's 

overall institutional capacities to plan, implement, manage and 

evaluate policies and programs, were to be facilitated during 

Years II and III of the HPIP. 
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FIGURE A 

HEAL'Ifl PLANNING AND INFORMATION PROJECT 

Technical Assistculce Contract Terms of Reference 

A.	 Assist MOB executives and other Kenya agencies in the establishment of the 

new Division of Planning and Implementation in the MOH. While a tentative 

organi~ational structure and staffing pattern has been developed, this is 

subject to continuous review, revision and consequent evolution, 

particularly as concerns relationships with other administrative units 

within the MOH. 

B.	 Assist in the establishment of the Planning and policy Coordination 

Committee composition, charge and duties, authorities and reporting 

responsibilities. 

C.	 Assist in developing, refining and establishing health planning, 

implementation, evaluation and policy analysis procedures. 

D.	 Assist in the preparation of guidelines for decentralizing planning, 

implementation and evaluation activities to the provincial and district 

levels. 

E.	 Assist in the revision or development of a scheme of service appropriate 

for health planning personnel, both medical and non-medical, in the MOH 

and MOEPD. (This will be completed as evidenced by written 

recommendations by June 1, 1981.) 

F.	 Provide technical assistance in appraising health sector policies and 

programs, in the form of written memoranda as required by senior officers. 

G.	 Assist in the identification ar.d assembly, from primary and secondary 

sources, of a minimum base of data needed to support health sector 

planning, implementation and evaluation activities. 
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FIGURE A cont'd 

H.	 Assist the MOH/MOEPD in developing a list of research priorities and in 
developing appropriate procedures and guidelines for the solicitation, 
review and approval of research contracts. 

I.	 Assist the MOO/MOEPD in identifying the need for baseline stUdies, and 
assembling data and institutionalizing the continuous gathering of a 
minirnwn base of data needed to support health planning, implementation, 
policy analysis and health program evaluation. 

J.	 Assist in evaluating the results of action-oriented research studies and 
in developing procedures for the appropriate distribution of research 

findings. 

K.	 Assist the MOH in identifying consultant needs to assist in the design of 

SPecific projects and assist in preparing appropriate scopes of work for 
these consultant activities, which will be funded from other sources. 

L.	 Assist in identifying the need for consultant services to implement 

discrete portions of the projects; develop appropriate scopes of work in 
consultation with MOH otficials and assist in recruiting appropriate 
experts. (Note: In addition to 18 person-months of consultant services 
to be fielded by the Contractor, the project will fund approximately 26 
person-rnonths of services from the Health Resources Administration in the 
follow-on project design category and 6 person-months of AID evaluators. 

The Contractor will work closely with these other consultants.) 

M.	 Assist in the selection of five (5) M.A. and 15 short-course training 

candidates and assist AID and MOH/MOEPD in making all necessary 
administrative arrangements for their placement and training. (~.ID will 

effect and fund actual placement of an additional 7 M.A. training 
candidates through its own procedures.) 

N.	 Help organize and make arrangements for observational tour training on 
behalf of 10 Kenyan officers. This will involve training in other African 
ccuntries. 
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FIGURE A cont'd 

O.	 Assist in seeing that M.A. Kenyan Planners (returned participants) are 

functioning effectively in appropriate positions on the MOH and MOEPD. 

P.	 Assist in organlzlng, conducting and evaluating eight (8) health 

planning, policy and information seminars. 

Q.	 Assist in developing an appropriate list of equipment (vehicles, office 

equi~nt, corrunodities) needed and effect timely acquisition and 
deployment of all such equipment, etc. Procurement will be in uccordance 

with AID regulations. 
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Figure B - Operational Objectives 

CROSS - REFERENCE 
TO CONl'RACT 

OBJECl'IVES TERMS 

I. TO DE.VEIDI- A NATIONAL HEALTH PLANNIOO SYSTEM 

National Level 

• Establish National Planning Coordination 
Camnittee (policy level) ••••.••••••••••••••••••••••••••••••••••••• B 

•	 E. ':ablish National Planning Unit 
(operational level) ".............. A 

• Design/implement planning functions and procedures •••••••••••••••••• C 
• Develop scheme of service for planning personnel •••••••••••••••• E & D 
• Train planning staff (off-site) 

1. M.P.H•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••• M 
2. Short-term....................................................... M
 
3. Observational TOurs•••••••••••••••••••.•••••••••••••••••••••••••. N 

• Assistance to planning staff (on-job) ••••••••••••••••••••••••••••••• 0 
1. Appraise health sector policies ar.d programs••••••••••••••••••••• F 
2. Organize operations research••••••••••••••••••••••••••••••••• H & J 
3. Develop programs/projects•••••••••••••••••••••••••••••••••••• K & L 

•	 Create national health sector dialogue (conduct 
conferences) on planning/information systems•••••••••••••••••••••• P 

• Develop a strategy to decentralize planning/managemenc 
functions. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. D
 

Provincial/District Levels 
• COnduct assessment/planning workshops ••••••••••••••••••••••••••• C & G 
• Ensure coordination between ~~tional planning staff and 

provincial/district	 administrators related to implementation
of national planning unit activities••••••••••••••••••••••••••••• 0 

II. 'ro IMPROVE THE NATIONAL HEALTH INFORMATION SYSTEM 
• Assist in organizational structuring••••••••••••••••••••••••••••••• I 
• Design/implement systems improvements•••••••••••••••••••••••••• G & I 
• Train Staff........................................................ I
 

III. TO ADMINISTER ACQUISITION OF SUPPORTIVE COMMODITIES 
• Purchase computer, other office equipment

and vehicles..................................................... Q
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SUMMARY An independent mid-term evaluation of the project was canpleted 

ANALYSIS during Project Year II. Among the major findings of the 

evaluation was the need to extend the project to September 

1985. At the close of Project Year II, discussions were 

underway regarding the feasibility of such an extension. The 

forward planning which relates to contemplation of a project. 

extension provides an opportunity to more clearly define or 

redefine the objective outcomes and expectations of the 

Project. Tnese sPecifications, in turn, provide fer better 

perSPective in terms of reviewing and assessing the Project 

accomplishments and impact to date. 

Figure C is a Detailed Qualitative Analysis of Operational 

Objectives ,~xpressed in quantitative terms. The Analysis 
I 

sununarizes estimated Project achievements to-date, and projects 

upon the balance of work that could reasonably be accomplished 

during the term of the Project. Projections are shown for the 

end of project Year III -- which under the current contract 

terms would represent the end of the Project. Projections are 

additionally shown for a Project that would end in September 

1984 and September 1985, respectively. ~fuen viewed against 

these longer range project designs, the significance of 

achievements during Project Years I and II can be more fully 

appreciated. 

The ability to draw prograrranatic inferences from this Analysis 

will be somewhat hampered for the reader who does not already 
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possess some understa~ding of the Project's history and on-going 

activities. However, quantification of Project achievements and 

projections, as presented in this exercise, should have 

intrinsic value as a quick reference overview of the project. 
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F1GU~E C - DE~~ILED QlJA~TATIVE AAAlYSIS DF OPERATIDNAL OeJEGI~ES: ACHIEVEI1ENTS AND WO~k TO BE COI1PlETED 

ESTlI1ATED , FEASIBILITY OF ACHIEVING lASKS. AND ESTlI1ATf.D INCREI1ENT 
OF PROJECT (MlETION 

O~IGIl.Al REl- , OF TASK , OF TOTAL ~ OF ORIO. HASSESSED ~ OF TOTAL (additional B IMls.) 
ATI'iE ;;ltGHTE~ "'CHIEVED (1 ).(2)0(4) PRJT .ACH!EVED 100-(2)0(6) FRJ!. T~5"'S j,jEIi..';,nHD PRJT.EHOI<T Y(AR III (8).( 10)0( 11) YEAR IV(+4 mos.) (8).(13)0(14) YEAR V (8h!16)0(l7l 
VAl~E OF TASKS EhD IE~R II END YEA~ II REllA 1h1t'0 VALUt OF T~S.S ~EHAINlhG , 

I.	 DEVElOPl1ENT DF HATllJIAl.
 
HEALTH PLANNING SlSTE11 (.65) (.50)
 
A.	 National level
 

.Est. Nat. PIng. Coord. Com. .05 90 4.5 10 .05 .5 .50 .25 .50 .25
 

.Est. Nn. PIng. Unit .08 60 4.8 40 .06 2.4 .50 1.20 .50 1.20
 

.Design/imple. PIng. Proeed. .04 50 2.0 50 .07 3.5 .50 1.75 .50 1.75
 
eOe'Welop Schetr~ of Service .05 5 .25 -0- -0- -0
.Tra,n PIng. Staff (oft-site)
 

1. H.P.H.	 .05 88 4.4 12 .01 .12 1.00 .12 
Z. Short Tem	 .03 100 3.0 (+) 50 .03 1.5 .20 .30 .80 ;.20 
3. It>!.ervational Tours .02 90 1.8 10 .01 .1 1.00 .10
 

."'""t PIng. Staff (on-job)
 
1. ~ppraise tiealth poHcies/prgns .03 30 .g 70 .02 1.4 .10 .14 .30 .42 .60 .84 
~. O;:erat ions ~esearth .06 10 .6 90 .10 g.O .ZO 1.80 .50 a.50 .30 Z.70 
3. Develop Pr<;Fs/Prjts .10 30 3.0 70 .Oi .7 .60 .42 .4D .28
 

.Conduct Conferences .04 100 4.0 (+) 25 .02 .5 .50 .25 .50 .25
 

.Ge .. el.:.p ~central. Strategy .05 100 5.0 (+) 10 .02 .2 1.00 .20
 

9.	 Provir.cial/Distl"'ict level
 
.CondJct PIng. ~orkshc"P5
 

.ASs1St PIng. Coordination
 .03 100 3.0 (.) 50 .08 4.0 .40 1.60 .50 L.OO .ID .40 
.02 20 .4 80 .02 1.6 .30 .48 .4D .64 .30 .48 

I!.	 iMPROVE ~~TIOAAl l:iFORIIATION
 
SYSTEI1 ( .25) ( .40)
 
.Assist f.q. Structuring .05 5 .25 95 .10 9.5 .10 .95 .3D 2.85 .6D 5.70
 
eOesisn/:;:ple. S)'stems .15 20 3.0 80 .20 16.0 .20 3.20 .60 ~.60 .20 3.20
 
.Traln Statf .05 -0- -0- 1011 .10 10.0 .10 1.00 .60 6.00 .30 3.00
 

11 J. PPQCUR[ CCf4I100ITJ.S 
(.10)	 (.101.Office r:qui~ent 
.01 95 .95	 5 .01 .05 1.00 .05.Vehlc1ps
 

.Computer
 .04 98 3.92 2 .04 .08 1.00 .08 
.05 10 .5 gO .0; 4.5 1.00 4.5 

TOTALS --,-;mr	 lb.rr- r.no ~ lB.n 3!3{ 16.32 
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Explanation of Analytical Method - Figure C 

Tasks were first assessed in terms of the relative level of 

effort needed and their relative significance to achievement of 

the overall purposes of the Project. (Obviously, delay in an 

area of high priority would have greater implication for-Project 

performance than would delay in a less significant area). Each 

task was then assigned a value reflecting an estimate of how 

much has been achieved to-date. By factoring relative value of 

a task ~;ith its percent of canpletion, a figure was derived 

which expresses overall project aChievement. 

The balance of work to be done was than subjected to the same 

analysis. However, it was necessary to reassess the relative 

significance of the various tasks, since experience into the 

Project term has necessarily produced re-ordered priorities. 

The re-stated balance of work to be done was then analyzed in 

terms of how much of a given task could reasonably be 

accomplished (based on an understanding of the expected 

qualitative outcomes, mediated by constraints operating in the 

work envirorunent). 
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Explanation of Teons and Computations - Figure ~ 

Columnar Notations: 

(1)	 ORIGINAL RELATIVE WEIGHTED VALUE OF TASKS: This is a discretionary 

value, based on operational staff's understanding of the relative level 

of effort needed and the relative priority of various tasks as originally 

agreed by the contracting parties. 

(2)	 % OF TASK ACHIE.VED, END YEAR II: This is a discretionary value, based on 

operational staff's understanding of the total scope of work required to 

satisfactorily canplete the task, canpared to what has been achieved 

to-date. 

(4)	 % OF 'IUl'AL PROJECT ACHIEVED, END YEAR II: This is a computed figure, 

[colmnn (1) x column (2) =column (4)]. 

(6)	 % OF ORIGINAL PROJECT TASKS REMAINING: This is a computed figure, [100% 

minus column (2) =column (6)]. 

(7)	 REASSESSED WEIGHTED VALUE OF TASKS: This is a discretionary value, based 

on factors such as, 

- reduced emphasis on tasks where institutional (MOR) responsibility and 

momentum have begun to take effect, or; 

- increased emphasis on tasks which reflect increased priority within 

the MOH, or; 

- iocreased emphasis on tasks for which insufficient progress was made 

during Years I and II. 
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(8)	 % OF TCJrAL PROJECT REMAINlOO: This is a computed figure, [column (6) X 

column (7) =column (8)]. 

(10-],7)	 ESTIMATED % FEASIBILITY OF ACHIEVlOO TASKS IN YEAR III, AND 

OPTIONAL YEARS IV AND V: Columns (10) , (13) and (16) show a 

discretionary estimate of the feasibility of completing tasks in 

Years III, IV, and V, respectively. 

Columns (11), (14) and (17) show a canputed figure, [column (8) x 

column (10), (13) and (16) - columns (11), (14) and (17), 

respectively] • 

Discussion of Figure C
 

(Comments and implications of Figure C are treated from left to right).
 

1.	 During Years I and II, approximately 65% of the total Project emphasis 

was placed on the Planning System. By original design, development of 

the Health Information System and procurement of commodities were 

intended to be essential but subsumed aspects of Health Planning Systems 

develoJ;ment. Their relative values are shown as 25% and 10%, 

respectively. 

2.	 It will be noted in column (2), that progress on the Health Information 

System has been far less productive during the first two years of the 

Project than had originally been intended. The causes for delays and 

plans for remediation have been previously discussed in various 

documents, including the Project I s First Annual Report and the Project 

Evaluation. This subject is further treated in the discussion section of 

this Report. 
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3.	 The figure ~hown in the total for column (4) estimates that 46% of the 

total Project requirements have been met. It is useful to compare this 

figure with project time elasped (66% of a three-year contract), and funds 

expended (approxtmately 45% to-date). 

One can conclude that the Project is approximately 20% (or 7 months) 

behind schedule. This is due almost exclusively to short falls in the 

information systems area (and such related areas as operations research). 

However, a more significant conclusion - and perhaps a more technically 

useful way to evaluate Project effort to-date -- is that percent of 

achievement is roughly comparable to funds expended. This suggests that, 

in spite of short falls, those resources which have been used, have been 

applied with considerable efficiency. 

4.	 The readjusted estimate of the amount of effort remaining to 

satisfactorily complete the terms and eXPeCtations of the Project is about 

66% [as sl~wn in the total of column (8)]. 

When added to the amount already completed (46%), this suggests that the 

total qualitative expectations (by virtue of MOH requests for Project 

services and Project staff's interpretation of the level of effort 

required), have increased by a factor of about 12% over and above the 

original agreements (46% + 66% = 112% - 100% = 12%). This inference is 

essentially accurate. HPIP has, and continues to contribute significantly 

to development of the Integrated Rural Health Programme. Although within 

the parameters of HPIP's scope of work, the current degree of involvement 

constitutes a programmatic extension of level of effort. 
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Similar statements can be made about the training area. Although the 

Project has essentially met all of its basic requirements for in-country 

training, it is clear that the overall need is far greater. The Project 

has succeeded in assisting the MOO in operationalizing its policy toward 

decentralized management, by introducing the technique of 

practice-oriented planning and management training at the provincial and 

district levels. Because of the momentum created in this area, it can be 

expected that the HPIP will continue to be involved in these activities 

during the remainder of the Project term. 

Neither of the two above described informal expansions of the Project I s 

original contract are negative. Rather, these involvements have 

facilitated achievement of related HPIP objectives. However, for future 

planning purposes, these areas of involvement should be formally 

incorporated into the contract scope of work. 

).	 Column (7) suggests a current approach to the Project which shifts 

emphasis relative to the three major components of the Project. It is 

expected in the future that heavier emphasis will be placed on the 

information system (40%), and concentration of development of the planning 

system can now be reduced slightly (from 65% to 50%), owing to the 

progress and momentum already established in this area. 

I.	 Estimates of the percent of feasibility of achieving increments of the 

total remaining 66% of project effort, are based on certain assumptions 

related to the type of staffing that would be appropriate for Years III, 

IV and V. The following should be noted: 

- Year III level of effort assumes COP plus a variety of short-term 
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consultant (if the Project were, indeed, to terminate on September 30, 

1983) • 

- Year IV level of effort assumes that the COP plus (the desirable level 

of) two additional full-time long-term consultants (Health 

Planning/Management Information Specialist and Management 

Training/Organizational Development Specialist) will be deployed in the 

field during Year III. 

- Year V level of effort assumes that the COP will be deployed for a full 

twelve months, the HIS Specialist for three months and the Management 

Training Specialist for five months. 

On the basis of these completion estimates, it can be seen that, were the 

Project to terminate as currently contracted, the total achievement of the 

Project would probably approach 53% of expectation (Net achievement end 

Year III = Total achievement (46%) minus additional general level of 

effort (12%) =34%; 34% + Project Year III effort of 19% =53%). 

If the Project extended to a fourth year, it would be feasible to achie~e 

84% of expectation, (34% + 19% + 31% = 84%). However, note that the 

health information component would be the major activity negatively 

affected by Project termination at that time. (It is projected that 

adequate impact on develoPment in this area will require a minimum of 22 

months, with the most substantial achievements realizable toward the end 

of that period.) 

~so note that the potential for achieving up to 84% of th~ Project during 

this period would be negatively affected if it were necessary because of 

lack of funds to operate with less than the optimal number of three long

term consultants. 
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Fairly assessed, it appears that only under the terms of an expanded five 

year contract would it be possible to achieve total project expectations 

and provide for an orderly transition and phase-out. 

DISCUSSION The cumulative achievem~nl::s~f project Years I and II, and the 

OF PROJECT specific activities and outputs of Y~a, II are further discussed 

ACHIEVEMENTS below. Discussion is organized into categories consistent with 

the Operational Objectives listed on page 7 of this document. 

The bracketed alphabetic notation found next to each discussion 

title refers to the related item(s) of the Contract Terms of 

Reference. 
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Establish National Planning Coordination Committee (policy level) [B) 

With assistance from the HPIP, a National Planning Coordination Committee 

(policy steering committee) was formed during Project Year I for the purpose 

of guiding policy direction of all projects within the MOH. During Project 

Year I, the Committee concerned itself mainly with project design and 

development of the Integrated Rural Health/Family Planning Programme. 

Since January 1982, the Conmittee has further formalized its structure and 

operations. The Committee is composed of: 

- Permanent Secretary (Chairman) 

- Director of Medical Services 

- Senior Deputy Director of Medical Services 

- Deputy secretary (two) 

- Principal Nursing Officer 

During 1982, the Cornmittee met on two occasions to review the progress being 

made by the Health Planning Work Group (HPWG).* Of particular concern were 

activities related to the HPWG assistance to provincial/district health 

management teams in developing their input to the Fifth National Development 

Plan. 

Within the context of the Project's requirements, the objective of assisting 

the MOH in establishing a Planning Coordination Committee ts considered to be 

essentially complete. In the future, HPIP's responsibilities in this area 

will be limited to providing coordinative and administrative support to the 

Cornmittee, as needed. 

*see discussion page B-1. 

A-I 
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Establish National Planning Unit (operational level) [A] 

During Project Year I, three healtr. administrators formerly trained at the 

M.P.H. level under the HPIP were seconded to work along with the Project's 

Chief-of-Party on various aspects of systems development. On 6 May, 1982, the 

MOO formally established a Health Planning Working Group. Those indivdiuals 

previously seconded to the HPIP formed the core of the HPWG' s staffing , and 

the Project has henceforth been integrally involved in the day-to-day 

operations of the HPWG through the assistance and direct input of the HPIP 

Chief-of-party. 

The HPWG is considered to be a permanent unit within the MOO with the 

following responsibilities: 

- Coordination of the collection of data and the writing of the Fifth 
National Health Development Plan and the development of Annual Plans 
for implementation of the Five Year Plan. 

Assist in developing, refining and establishing planning, 
implementation, evaluation and policy analysis procedures. 

- In consultation with the Steering Committee review policies, objectives 
and strategies. 

- Coordination of the planning process at the national, provincial and 
district levels. 

- Assist in the training of District Health Management Teams in planning 
and evaluation. 

- Collect the necessary data which will facilitate formulation of health 
policy for the next Health Development Plan. 

- Assist in the preparation of guidelines for decentralj~-:ion of 
planning, implementation and evaluation activities to tbe provincial 
and district levels. 

- In liaison with the Ministry of Economic Planning and Development and 
the Ministry of Finance, work out a plan/program budget which 
reconciles the health activities to be carried out during the Plan 
pedod. 
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'lbe Health Planning Working Group is currently composed of Mr. L. K. Ndungu, 

senior Administrative secretary; Mr. F. Ouka, Under secretary; Messrs. C. 

Thube and S. Ong'ayo, Health Economists; and Dr. R. Gipson, Senior Healtl 

Planner (resource person). 

'l'he Health Planning Working Group reports to the National Planning Steerin~ 

Committee. Progress reports related to the activities of the HPWG durin~ 

project Year II are attached. 

Within the context of the Project requirements, the objective of establishin~ 

a national planning unit is considered to be about 60% complete. What remains 

to be done is to assist the MOH in identifying a qualified counterpart to the 

HPIP/COP who will assume full leadership of the HPWG once the Project 

terminates, and to further train and guide the activities of the HPWG to 

ensure that the momentum created during 1982 is maintained and that the 

provincial/district planning activities are fully institutionalized. 
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'!HE CHAIRMAN, 
STEERmG CG1MITl'EE (P. S) • 

THE DlREc:IDR OF MEDTf'AT. SERVICES. 

PROGRESS REPORT - HEAL'ffi PLANNING WORKING GROUP 

This is the first progress repoI't ·of the Planning Working Group whic.'t1 ro·];:s. 
appointed by Y0\.l on 7th May 1982. The maiJ'l task of 'the Group was TO 
f4cili't4te t.he p:rcc:eSI of preparaticn and produo'ticn of the Heal'ch al~p':~!1 
fol' inclusion in the 5th National revelopnent Plan which is due to be 
launched an 12th I:ecember.1983, at the Celebration .of oU!' 20Lh Ince:::>encc' ....· 
Day'. 

Canpc:sition. 

The team is canpooed of five offioors. Mr. F. Ouka" Dr. 1\. ~p::iOn l 

S. Ong I ayo and C. 'Ihube and Mr. L. K. Ndungu - as the Co-ordiJlato~,'
 
Thube left the 1:eam at the end of June 1982, after' having served as c.
 
useful member' of the team.. D..le to pressure of work (closure of financie,l
 
yew) OI!ly 3 members of the team were able'to parti.cipate fully in 'c.'1e
 
activities of Lhe Group.
 

Activities . 

So far the Group has ne.LQ Its mee1:lJ1gs/workshops or seminars with the Heclltr 
personnel in the field, Ministry of Planning and Econanic Dey~lopmen1: l 
M~i6try .of Finance,' Central Bureau of Statistics, and so on. . 

:~-~-Schedule of activities is enclo~ed. 

,One of' the 'main reasons why the Group had to make these extens~ve conS I.1!.':CIX 
was to ensure that we meet the deadlines set by the MPED especially that 
of submitting our:' Introductory Chapter by November of 1982. For that 
reason, (and the fact that baseline data"has to be collected),· the Group IS 

main objective was to get materials fran the field and to ensure that The 
production of the plan is done by those who will implement it. Sc f:rr' ··:~·:r.' 
Group has consulted ~iterary all Provincial Health Teams and all Dis·trio.:·': 
Medi~l ,teams (except North-Eastern Provinoo where restriction of lI1ov~mt;:n'I::; 
has been OUI" constraint) . ". 

Tne team has also held at least 2 workshops with Medical Officers of Health 
and their' teams. ' 

,In Lhese workshops) detailed discussicns on the nYY)~ess of preparing 1~he
 

health plan at the District level were held.
 

Improvement of Planning Capability at Distric:l. ~veJ.. 

Several papers have been written by the Group and cir'culated to the Heal1:h 
teams who sr"(lutmised them and made' useful suggestions. to improve thef"!'l.. 

M attempt' has been made to create and improve the planning capaci1:)' elope 
('\;m~h; , ; +" ~i- n; co1-...,;,..+ 1~,,~' 
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The feedback. the Group has received indicates a beginn.i..ng of a net-J e1."';:' 
where the planning of Health ~veloprren1;: will be done from "the Distl"'.~'~i: 
level. 

Three Meetings have been held with the Ministry of Planning and Hinis1:I)' of 
Finance, The purpcse of these meetings were to obtain guidelines on thi: 
Na"tional Developnent Policy before embarking on the "task of wri1::ing the 
health plan, Health Sectoral Planning Group has bf>en formed "to co-Ot"'(L~r.£I."~~· 
"the activities of writing "the O1aptet' with those of the MPED .. 

~e Grwp has participated in consultative workshops organised by t-!inistr::' 
If ·Economic Planning and Developrrent. 

~chieverrents , 

:he greatest achievement so faIl is that besides the fact that Dist1."'ic·c af,"\ 
~vincial Health teams (at this very manent)'are working hard to prep2.ro:~ 
=-ealistic plans for their areas) we nGl have almost an up to da1:e s·cct"cis·c::"cCl.l 
Lnfonnation and data whic', heads of departments can utilize for their, 

Qjay to day. adninistrative task..

Dnnediate Objective, 

l'he objective of the Group is to have the introduction Chapter recl.C~Y befoL'.:l 
091;orev 1962. Districts and Provinces will have their documents ready by 
tn~en4.of August 1962, 

Const.ailt ":ccnsultation between District ana t'rovincial teams has been 
mai..rita;i.ned 60 fazl - despite problems here and there. NeaI'ly all P~!Os h:.'.':; 
been I;xtrerooly .helpful J and appear to be ccmnitted to the idea of 9r'JC1\.~c::"-,2; 

a prac-cical and realistic plan. 

The main draft of the plan will start i.nTnediately the Im:roductor) C:-·;·T:·::':
is ready: By February of 1983, tentative main draft will be canpleTe so 
that discussions with the implementor'S (who will have. produced it) nBy s'car,! 
Appil 1983. By May of 1983, we should be in a pa:iitioo to submit our d.r1cu:',: • 
the MPED (cant?lete with budget provision worked out) . 

'Field C\fficers Canmiment 

Health Workers in the field are committed to produce realistic and practical 
plans. They have cri"tically examined previous plans, They have given us 
a very canprehensive list of what was planned) accanplished' and w[\at I..:e.o:": 
not accomplished with well conceived'reasons. 

The District teams knew what they need.' They have cone up with Hea~,:ch 
problems affeC1;:ing their District and it is on the bas is of theS2 He2l:':!! 
problems that ·they will fonn their strp.tegies and ways to overcane ':hem. 

The therre to be adopted is that of increasing accessibility of He32.'.:h C:~l-,~. 

to the people (aiming at the univpn::.=ll ,,"oal for I'Health for All by ::r.,;;! 
YeaI' 2000) • 

They have already evaluated the ~sources they have to enable them :0 
implement programs they will propose, and most of them have even CCr1~::'(~'::'-l'(,' 
----~-_.:- ...- ..."' ......... ':,.,).,-t- ;:;:lI"A rilm;na imnlementation. (J>:t 
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Team Work 

'!he Working Group has noted with 'approval the consistent team work at ",=h~ 

Provin-cial and District levels . With this kind of enthusiasm and teem 
spirit I we can achieve our objectives. 

Major Constraint in Limiting Curative Services. 

One major' difficulty that has cane up is that of recCi\oilling theory and 
prao'tioe. '.Although -ul teams are oarmi.tted 'to the need for preven"!:i..'Je c:"L'1::~ 
pranc~~ive care, the .programmes being submitted to the Working Group S"nO'.l 

that curative care continues to receive greater attention and to dic",=a"'::~~ 
our thinking. At the secood meeting for Nyanza and Western District '.:'e,:!ns 
this issue was discussed) and it was resolved that all teams in the tHO 

provinces would try to come up with criteria or a workable methodology 
with which preventive/promotive care can be quantified and qualified. 

The idea here is to increase preventive progranmes practically ratheI' theL'1 
continuing with the present philosophy where all are carmitted to "the ici.E:ct 
of preventionIpn:motion of health I without Ganipg up with implementable 
programs which oan be quantified or qualified .....])rI. Kayo and Dr. Ol<ar~o 2.l'i.: 

organising these criteria. J)r\. Migue of Coast is also keen that we cetne 
up with better preventive criteria. . 

North Eastern Province. " , 

We have not been able to ccotact North Eastern Province because of resc';r':~:: 
of moyement in these parts. Nevertheless I we are determined that we gc:T ·C!~ 
as "sooo:· as possible so ·that we may be able to ccmplete the prograrrrne.. ,.;:~:c 
'a workshop for Nairobi' area is yet to be held. We need funds fo:r that so 
that we can have the Health Plan for the Cit::J Council of Nairobi ac; l,l~ 11 .:lC1 

Nairobi Hospitals. 

'!he Working Group ~ 

We have yet to get Secretarial SerV.Lces) personnel or even transpor't. Thro1• 

Charles Drew Assistance) we were able to make the field Trips for 
consultations and collect these data. These resources have more or less 
cane to an end. We therefore I need transport) Secretarial/Clerical Ser·r..c.~:: 
anq Office acccmncx:iation. For example) we were stranded at KisLJllu (on '6:2 '... 
to Kakamega) until MOH Kisumu helped us because the vehicle we· we!):: offe:rec. 
for this journey fram here was so old tha~ it could not get to the diSLDiq~i 
planned. It seems that even at the Ministry HQ. "there is a need for bei:'ter' 
co-ordination and resource planning -' if we have "to reach the provin~s. . 

t-!ee'ting for Heads of D2pa.runents, 

Can we have youP approval to c?ll for 1 day's heads of P=partmen"t metE·r:!..'!), ',. 
August 19827 We need their assistance in evaluating. informa"tion we have
obtained fram the field. 

L,K. Nd~gu 

Administrative Secretary 
Group Co-ordinator. 
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c.c. 

Senior Ii:!puty Director of Medical Services 

Deputy Secretary 

Chi~f N4ISing Officer. 

9th July ~ 1982 



HEALTH PLANNING AND INFORMATION PROJECT
 

CHRONOLOGY OF ACTIVITIES RELATED TO THE
 . 
'NATIONAL PLANNING PROCESS. 

-----------,..-----------,-------------;------
SUBJECTveNUE)A'l'E. \ " 

-----------ll-----------+----------------. 
National Wor~shop on the Plftnnin~ 

Pro~8ss - The Fifth NationL~ 
Devolopmont Pla~l 

2nd' 23rd April,1982 Safari Park Hotel 

I 

-----------+-----r.----:----+------,..----------- . 
A.M.R.E.F.:~I - 6th May, 1982 Intra-Ministerial Seminar on tn~ 

Planning Process for the Fi'i'1;h 
National Development Plan. 
Opened by PIS. ' 

• I' . 

---~---:'-:t':""f,~',~-'-:':'lOo~.-t--------~~-~.-l"':"l~..",-,!",,~,-~~---,~.---:'.':"". -----•• - ••
 

•• . '.~ t :'
 .', ,.':' ~J~' .' .. .,' . I ' t ••• I ~ 

th &, 27th' May I 1982 ~'~, PrQvlnclal Level Workshop on the 
Pla;lln1ng" PI\ocess ',for the Fifth .. 
Nat~Qnal Development ~lan. 
Opened by n.M.S. 

Kar~n Colle~e 

---,..---------r~:-----------+---:...-----------------
. .. ' '.;:~ .~'.". ..:: . .' .. 

I ,..' 1 Provincial and District \oJoJ"I,!')hop) Ju'1el.l~8~,.. ~:· .. ·,,:.·;1.', Qn'::! ~~mb~, l<1sum4 , '( '. on the Planning PI"ocess. foJ" ":1".": 

F1ft~ Nati6nal Develop~~n~ r~~~ . 
. ".;' i·; I • " 

I ) 
" 

. Th1q Workshop covered;Nyanza and 
" Western Provinces - K~sLlmLl, S:i.?j'E'., 

Ki ~ii IS. Nyanza, Kak~meg~ I Bl.mfrt;)r:!:~ 
" and Bus1a, .j.. '.' '., ....... '" "
 

I ~";. ~ '': ~ ',' '" "

June, 1982 MITlel Naku%'u "' .. Provino1al' and Dis tric't' Leve 1 
Workshop on the Planning Process, 

Team~: Nakuru, Trans Nzoia, Kericho, 
Baringo, Nandi, Kaj iado I I\'aro~~ I 

Elgeyo Marakwet, Turkana, Kapo,;f'.;:'.~J':~:" 

lJasin Gishu I 

. 
: .. , "1 I 

June, +19~~ "." Nyer1 ~nn Provincial and ~i6trict teams. , 
. Planning Process Teams: Kirinya[;'t'\, 

K1amb\..ll NyeJ'i I Muranga, loJYi';\nc12:l'l.~r:,. 

Provincial and District Team~. 

Embu, Meru , Marsabit, Kitul, 
June, 1982 Embu 

Ma~~akos I •. , " 
1. 0 • 
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SUEJECT 

.
 
Pl"ov1ncial ~nQ Dis'tJ"ict 'Levi
 
on the Planning Process fe'"
 .Fifth Nationa: Deve :'0.1:/1 e: 

"": ,... , 
... ~t ••• ,Mombasa , KilH'i. Kwalt:, 

Ta1ta/taveta, Lamu . 

, , 

Meeting with Senior P1Elnner'
 
Health Policy Guideline=.) .
 

, 
I -.~ " Monitoring and Evaluation- of.
 

Deyelopment Projects ~'orkshol:
 

Orgard~,~d by KoLA'1 M.E.F,D .
.
 . .. 
':' 

Sectoral Group Meeting - ~r. 
.. Mr • Adagala; Miss' Emokor, Dr . 

MIl!. Tnube " Mr., Ong I. ayo, MI', r: 
Ml', K\:1ngu, Mrs! V. Bro~m 1.,,1" .I 

,
: . : I 

I •. I I 

~opulf!.tiol'\ Studies: and Plann:'..! 
Mr •. Ngugi, Mr.' K.ar~uki, Prot,

•etc, '. : 

. , . . ' _. .. .. ' . . " . , .
 

Demog~aph'·Trends Meeting',:,:,
 
, 

Follow up District Teams
 
Planning and data colle~ticr,,
 

.., .. ~- ..... _......_............ .  0"' •• , 

Follow up District Teams as \'Iell 
·as collection of data. 

: 

Follow up on Nyanza, and Westerr: 
Provincial & District Teams. 

Follow· up on Rift VaEey :J::'s"::' __, .. 

Teams. 



Tclelraau: "MIHHULTH", Nairobi 

Telephone: Nairobi 11381 '\ 
Whcn replyinl p\C:l1C quole 111

XV- 261 .Rcf. No _.!?:!..!.1. I 114 Vol. 
and dale 

Group Compositio~ 

'The Health Working Group conslsts of: 
, , .. '.-

Dr, R. Gipson nesource person
Mr. S. Ong'ayo Member' 
Mr~ F. Ouka Member' , 
Mr. L.' K. Ndungu ~o-ordin~tor 

nz, .. J~' Maneno . '. 'IAsstisting-Coordination & Logistics 
Mr., C. Thube left the Group in July for further. studies. 
No replacement will,be made,- shortly,~ from the Ministr 
uf Pla.ilhing ~l~J' Econun,ic' LeveloDm~llt d'U.t:: to f::ILol·taye ., 
ofEconomis~~JP1~nnQ~o 

Teims of.ieference: 

:Tb~ G~~~P:~4~ ~~~~U~~~DeQ ~o oe~p the Ministry in the 
preparatl.on and production·~6f the, Health 'Chapter for 
in61usion in the 5th ~ational Development Plan ~,. 
which will be launched :on 12th December 1983, on the 
~Oth Anniversaryof'Kenyars Independence.' , 

The IntroduGtory Chapter was expected to b~ 'ready for
 
submission to the MPED by Dec~mber)1982.. '
 

, " 

The final draft of the MOR was expected ·to be rPRrlu
 
before.Ma~ 1983.' ,
 

The deveiopment plartmust reflect,the,Heaith'De~eiopmen1 
that has ta~en place for the last 20 years. Districts 
and. provinces will write their plans.with the help and 
guidance of the Planning Group. Heads of.Departments 
will consider these plans and amend where,necessary. 



'l'ne pJ.anning Group .was· to work in close ,col:laboration 
with the Ministry' of P~anning and,Economi~Development, 
Ministry of F!nance and other ageucies involved in the ' 
oroduction of the Health Plana ' 

3. Activities of the Planning Group: 

A detailed ;Schedule o:f....the:Grqup.~~'. activities .are 
a.ttached •. :. G.Appendi~ ·A). ~A~ ~can be seen, .;from .thi~ 
~chedule, 'tQ~' :g;roup has'.been ',able.. to Jlol.d.'2 'meetingf 
workshops ;with 1:he D1st'rict· and p.ro~jnc,ial ,Planning 
teams,~ . In s9'me' Provinces'~' three' workshoDs have beer 
held.' 

The first tield visi.t was aimed at, I sen1;;,i tizing' 
District He~lth,Groups orienting 'District officers ; 
to, the pl~nn~~g process •.:.Basic techniqu,es"of. preparing 
health plans.·were discussed ~in details. Info~mation 
docUments a~d, questionaires ,were issuel1. ~'.: Field··,. . " 
officers se'emed .exci,teq ·.by the' new appr,oach the Ministry' 
had tcLkt::l (o! 'i,n':rolving them. in the. wr.tt"'..ng (.If thf.' "If' 

Develc;>pment ,Plan l... problelils of, writIng' developme~t 
plans were disc~!.ssed.and. questions raised by the 
District Planning Groups we~e an~wered. PMOs proved 
most helpful in supporting. .pur.submissionsand Were 
instrumental to the .s'uccess of these wox;kshops • 

.The second workshops were ~imed at collecting information 
already dist'ributed to the di.stricts (during the . ..' 
1st meeting) and in answ~ring problems that teams might 
have'encounte~ed when completing the questionaires. ' 
During this period, detaile.d discussion centred around .. 
demographic and epidemilpgic sections of the questipnaire. 
Most teaDi~ expressed inability. (due to lack of': . " ',' 
experlenct:!). to' c.;a.lculb.t& demogrQ.phic pul·tions 91 the.1 

questionaires. The,~lanning Group therefore prepared 
and issued guidelines to. the District teams.;,·With these 
papers and workshop discussions. teams expressed 
~at'isfactione, ',(See example I) • 

.Intormation'received from the District' teams which'alread: 
completed their information documents were collected' by 
the Planning Group.. Deadlines of completing the . 
,Introductory Chapter were'set as 30th August, 1982. 

... . . 
,The third meeting is a follow-up aimed at collecting 
the final Introduc~ory Chapters and also for getting 
information of ,the Integrated ..Rural Health/Family 
Plannjng Project. This session has been used to get 
pistrict teams. to complete and update their District 
maps - an exercise aimed at·improvin~· our information 
system.;.. (See examol'e 2 and 3L 



Tnese District Introductory Chapters will now be 
compiled for consideration by heads of Departments 
for amendments and comments. "After that, ,the Mi,nis·,:ry 
Introd~ctory Chapter will. be produced - possibly before 
November 1982., From the.. information received so far, , 
it would appear that. the Objectives and Strategies of~, 

the Ministry will not 6hange mIlch from nr~vious 

development plans. 

4. Liaison with other related Health Agencies: 

,The ,Planning Group has .also·heldAiscllssions .ith various 
.heads, of..Units and Departments" ," ,Communication wi th 
gUidelines. ha~e been sent to the Ch'l~rch Health Authori tic!s 
the,Dean,'~Faculty of Medicine, ,the M~dica~~Officer of 
Health~ Nai,robi City Coucei~,the,Di~ector"Kenyatta 
Natio~al Hospital, 'The Chairman of the Department 
of Dentistry ~nd Pharmacy, " 

Th~ Provincial MedicalO!ficers. have been ,req~ested LU 

liaise thei~ plannin~processe~with the.~unicipa~. 

Health\Authorities as well as private Healta pro~iders' 

of th~ir areas. Provin~ial and ,District P~4ns will have 
Chapters on both Government and non-Government agencies. 

The tentative figures still indicate, that the Ministry 
has the'hignest number of beds in the country (over 58%) 
followed' by the Church Health Authorities 30% and the 
Private hospitals with slightly over 12%•. 

The ~+anning Group has .a1~o provided link between the' 
fielq .officers and agencies which can provide information 
suc!l as 1.Le· C~lItral Bureau uf Si~tisticE,. 

The group has worked.,~losely with the'Proj~ct Manager 
IRHFP programme ,and the 'Rural. Health Planning and 
Implementation Unit (Architectural group), 

6. The :.Working Group.~ s i.Cont'raints: 
..	 '. 

The group has yet to be provided with Secretarial and 
transport facilities, 

The A.S.U. has tried to' support the Unit with transpor~ 
but problems are there as reported earlier. 

Tentative time schedule: 

August to 25th September, 1982 .~	 Receiving ·the (and 
processing) Introductory 
Chapters from the 




7 

I 



26tn - loth October. 1982 

16th - 1st November, 1982 

November~ 1982 

• 

5th	 - 15th December~. 1982 

~lst December.:1982~ 

27th December, 19B2 

.. 
April. 1983 

May. 1983
 

.r..na or May J 1983"
 

l;,omp11ation of ..:these· Chapters 
Lnd produ~tiQn Dfa'dra~t 
In~roductory Chapt~r for 
~on$ideration by heads of 
den~..,.1-m&>n ? 

. Making .arra~ge~ent fo.r the: plan
 
...pudgeting. .Productio~.of the
 
main draft wi-II h~ .f'''n?'; ..... ..:-

'..arcU.lat10n of t}:te In.trQductory 
Chapter..tQ .beads of department~:: 
for comments

·0, 

.	 o~taining approval from SteeriJ.fr
 
Committee to submit the draft ":CJ
 

MPED •..
 

Suom~ss~Qn ot the final. , 
.IntroductorY Chantp-"r 1-" M"D't'T\ 

\,..YlUj.I.Lt= ,-~OI;. .•0J: 1=he ,"Contative, '. 
"p'rqgramme .of wri1;ing .the final 
draft of thp RA~l+~ n'~-

.. . 
~Q~~~ction of information for the 
final draft ~.,.nm the field • 

UlscussioIl.v..L .. 1.1J~ q.rart plan with 
:bead~ ot, depar.tment.· '..Circulation 
of th.e fi~alr working draft to the 
heads.~~ departme~t~ ~or comments. 

' .., . . .. .-	 . 
The dr~~t wil~. b.e qirculated to 
~ll v.ho cont~ibutAn 

Discuss iiij~1.p1an with the 
Steeriw:! Commi 1:1:A~ ' . 

SUbmissi~n of ·the Ministry's Plan 
to MPED_ 



': ~';APPENDIX 'A',._----

,.HEALTH PLANNING ',WORKING. GROUP,:: 
~.o .'. '•• ," ,f.	 .... .' ~,' 

CHRONOLOGY OF ACTIVITIES RELATED TO THE 
. '~,' ..~ . '" ". ..: ...• . . 
NATIONAl. PLANNING PROCESS 

• '00 ••, ' ••• , 

l....ational Workshop on ':.!\O:: 
Planning Proces£ 
the, Fifth ,Nationa'J. 
Development ,Plan. ' 

.,. 
, , 

22nd & 23rd Apr.l982 

'0' '., '.
5th-6th May. ·198~ : AMREF'	 Intra.-Mini~terial, Semina] 

on the Planning Process 
f~r ~~e,Fifth National 
Dev.e1,.f)pmer;1; Plan.;' " 
Opene,d.,by: P.S. ;,=,~, 

• .' • • to .~. ' •• " '0 • . " •..'. •• 

26th & 27th Mav.1982 .' Karen College	 P~bvi~~i~i<';Le;~i"Workshc'1 
PI~nnin'g Process for th1! 
Fifth National Develo~
ment ,Plan.'· 
Opened by D~M.S. , 

, ,	 • • . .0 .• 

7th Juqe, 1982 Chulaimbo, Kisumu	 Provincial and District 
workshop~n the Planning 
Process for the Fifth 
N~:ionalDevelopmeut Pl~1 

, : .: •. ' •.:: .~:~. ':' ~ -;. ',' • I 

,This workshop covered' 
Nyanza-:a.nd, Western Provi· 
nces -.:-Kisumu, Si'aya, , 
Kisi1', ,S" Nyanza 1 Kakame· 
'ga, BU'ngoma 'and Busia 

'0 ,t.,;..' .. " •• 
..... : to:':: ! 0°:.: :...:....... :. . ,'.
 

9th June. 1982 M. T. C:.' N~kuru	 P~ovincialand District 
level workshop on the 
Planning Process., 
T~anis ;'" " ,: N~kuru ~ Trans-
Nzoia, ,Kericho Baringo, 
Nandi, Kajiado, Narok, 
Elgeoyo Marakwet, Turl:an 
a, Kapenguria and Uasin 
Gi.shu,. Samburu,. West 
Pokot, :: ~ , ' 



,

... ....	 0... . 
11th June, 198.2 Nyeri Inn ,	 Provincial ,and District Teams, 

Planning PrQc~ss Teams; KirinylOLg:l 
,KiaIQbu, Nyeri" Muranga.' Nya~ct:l:!:t~:-! 

14th June, 1982 Embu Provincial and ,District Teams. 
·Isio1o~ Embu, Meru. Marsabi.t . 
.K~ tui , Machakos 

16th June, 1982 M. T'. C. Mombasa Provincial and~D1strict Level 
Teams on the..:P,i'a.nning Process fo·r 
the Fi~th Na~iona~ D~Telopment 

P1~•. · .,Mombasa',. Ki1ifi" Kwa1e-) 
'Tana' River, Tai~a/Tav~ta, 'L~~u 

10th Mav.' .1982 'M~E:~·P:D., ,14~etJng w.it,~ Selliqr P1anner-, 
~r;eC1:s:Ur,y. ~u.il~in~ ::'Healt~ Po~icy' Guidelines.· i 

7th-11th June, COn1munity Build·ing 
:L-982 Nal.rllbi ~.,' ." Moni tOl·in.~ aud E"Jii.luati·O'n 01 

.Development Project~.Worksb9P~
',:' .or..ganise.d ,by. K.:1 '. A. ,M.:E. P. D. : UNI • 

, . 
..... . 

22nd June ~ 1982 .. MEPD Treas~ry	 -s'~c-tor·a1 Grou.p· Meeting -: Mr .Ngugi 
,Mr, 'Adagala, Miss Emokor, 
Dr. Gips~n, }dr. Thube) Mr. On~' ~~ 

Mr. Kristin, Mr. Kungu, Mrs. \. 
Br.owI"' , .Mr. ,Igwe. ,., ',:' 

23rd June, .1982	 MEPP Population.studies and P1a~ning 

Mr. Ngugi's Mr. Nugui, Mr. ~ariuki, Prof. 
Office ·Ominde etc.· ' 

., ,.. .. 
24th .June, 1982 CBS.Building ~Demograph Trends Meet~ng .. " 

. .~ 

25th June. 1982 MTC Nveri	 Follow up District'Team Planning 
anddata'collection. 

30th June " 1982 MTC· Mombasa Follow up District· Teams as well 
as collection of data. 

( .;: 
5th July, 1982 Mbale RHTC Follow up on Nyanza and ~estern 

rovincial &'District T~ams~ 

7th July. 1982 Nakuru MTC Follow up on Rift Valley Distric~ 
Teams· '. 

.	 ' 

L7th -20tn Aga' ·Khan Hall	 Planning of Primary Health Care
JUly, 1982 Kisumu	 Workshop for Kisumu District. 

Planning Group'p'articipation 
:included preparation of th~,;'~HC 
PI:,oject Costing/Budget. This; tJ., '() 

document is a ste~ forward ln~ J 



30th July, 1982	 Dental Unit, 
l]niversity .~f,_Na~robi 

31st July,' 1982	 Faculty of. Medici] 
Uni.versi ty .of 
N~; 'rn'hi , 

13th August, 1982 " : Dental Unit. 
Nafrobi"" 

18th August, 1982 MTC Nairobi 

18th August, 1982 ' NBI Treasury 

17th August,. 1982 

I25th August, 1982, 

Amani House 
Nairobi 

MTC Nakuru 

A mee~ing ~ith,th~ Chairman of 
Dental Department to discuss 
·he Dental Health Plan. Dental 

epor.t 're.ce,i~'''' 

P~anning Group qiscussed Publ~~ 
H~alt~. problems as they affec~ 
,plariii;iDg: 

2nd rpeeting wi.th'the·' Eastern 
Province D.i.strict ..T,~ams ~.". " 
Information documents, we~e 

collected and d1scur,sions ·held 
q~_.the.pia.~iiing px:oc ass. , ,Wor1:
:r::e"q!1es:~~d the,.~planning WO,rkinr;' 
g:r.o~p 1:,0 re.ques1;. Jhe PeJ;'manern 
Secr~taJ:Y' to. assis.~ ,in amendil: fl' 
Treasury C~r~u}ar ~ssued 

r~cent,ly ,wp~,ch, requires .LPO ~ s 
to ..be. endorsed b'y the Dist'rict 
Accountant befQre'purchases.are
lIlade.,._DJ;'aft ,Introductory Chapte: 
to bc.r~adi by the enij:'o± 

..August,· ~l982 .. ' 

..Met the Chairm~it.n 0: the Dental 
Department ~o re~i~w'progress 

.on writing th~ Development Plan. 
Agreed that,.final. draft of the 
Introducto~y Chapter will be 
reajv before 30th A~gust,1982. 

tim

Met ,the Central Provinc~ ". 
pi&trict Team for ,tbe third 

..:>' Th·':'·- t1"me ~].' ..... .: hac . g.. ... ..,.,. , ... -~"\,,,;_.... ..... 

.firiis~~d I.~trq,9.uc~ory ~hapter. 
,~~d h~s ~on~.an e~cellent job. 
No problems oxperienced. Other 
,teams have ,also 'finished~ but 
~ema~n~.;o ~e d9ne~.Agree~ that 
~11 teams'wi11 have sent in'. ..... . .-. .' 

their bite.by .. August .. 30t.b 1982. 
'P;i.st~ict maps updated and 
~omp~eted during the	 same 
meeting." 

o' • •. 

POPULATION STUDIES MEETING , 
2p~meeting of the population 
"s.er.ies 

Discussea uevelopment Plan anu 
Costing wit~.Church He~lth 

Authorities -,Catholic and 
P~~.C.A. 

, " . . . 
rhird, meeting with the Rift. '" 
Va.l~ey Dis.tr~c.t .tea~s • Cc:':"~:' 7 .; 



...... . .... ., 

11th June, 198.2 Nyeri Inn .... ~~9vincia1 .and District Teams, 
Planning Process Teams; Kirinyag 
.I~i.~b.u, ~y.e.ri.,. ~u.ran.ga,.· Nyandn.:nl 

, . . . 
14th June, 1982 . Embu	 Provincial and District Teams, 

Isiolo~ Embu, Meru, Marsabit, 
[(i tui. Machakos .. ~ .' 

... 
16th Jun'e, 1982 .'.. . ~ 

·Y.T·.C. Mombasa : . ProVincial an'd :,P'1str'ict Leve.l .. 
Teams on 1;h~.:P.lanning P.l'ocess fo 
the Fi~th Na:tional De'Telopment 
P1a~ •. · ..Mombasa,. Ki1ifi., Kwale, 
Tana' River, TaitalTav~ta,'Lamu 

. .. '. 

lOth Ma'y,' :1982. ·~· ...::...:·:.:/:--:-M·.E:P~D. . ,... :';::':" M~etJng '~ft.~· Sen1Qr·Pla'jlne·i-':- . 
. . '::>! I ; ••'/'.::"'. :·:·~r;ea:sjlr.y. B.ui1~j.n~ :·::Realth. Po~icy' .Guide lines. .... 

"'7th-11th JU~~~" .', < : '. Co~u'~i iy ·Bu:ild·i~~··:. ': ':<."::~ .'~' ." '.' /:" ':'.' .. 
i'9S2 .... Na. i r"hi ~.'" ·• .. Monitorin ~ 'a~d E"l:1.1uati-dn 01 

'Development Project~.Work~b~p~-
.: ..Organise.d .by. K.:1'. A~ ,M.:E. P. D~ '.UNI , 

22nd June, 1982 .. 
. :. .. ... 

MEPD Treas~ry . ' 
. ~·S·ec·toral Grou.~· Meeting -: Mr .Ngllg: 

:.Mr. .Adagal a, Miss Emokor, . 
. D;r. Gipso,n, J4r. Thube, .Mr. Qng I a) 

Mr. Kristi~, Mr. Kungu, Mrs~ V. 
Br.owI', Mr. Igwe •.'. . .. :' 

23rd June, 1982 MEPP	 Population.studies and Pla~ning 

..Mr. Ngugi' s Mr. Nugui, Mr. Kariuki, Prof. 
: : :: a.ff ice :.. :... "..... "':' . .Ominde etc•. '. ".	 . . 

.';' ..' '., .. : ... 
24th .June, 1982 .' .'~.' . :.,CBS. Bu:j.lding ..;,.-:.:.; ~:, .. '. Demograpb Trends' J4eet.ing .... 

. ..' .' : ~ . '. ., .,. . ~ ,. .. ~ .... .' '.... . . .. ' .. . . ", '.,.... '.... .' ..' 

25th June, 1982.. :':\":'. ~~TC 'r:lyeri Follow'up District' Team Planning 
and data'collection~ . 

~' .' .... 
' ...MTC· 

, 

Mombasa . Follow up District· Teams as well 
. , " .... I:..... '.' ... : ~ as collection of data. .., 

I .;:.. , .- .. 
5th July J 1932 'y'bale RHTC	 Follow up on Ny~nza arid Jeste=~. 

Provincial & District Teams. 
, :. ,.': 

7th JUly, 1982 . Nakuru MTC Follow up on Rift Valley Distric~ 
Teams '. 

.	 . 
17th -20th Aga Khan Hall,	 Planning of Primary Health Care
JUly) 1982 Kisumu .Workshop for Kisumu District. 

~lanning Group 'p~rticipation 
.included preparation of th~.f~HC 
p~pject Costing/Budget. This; 
document is a ste~ forward in~ 

I 



. . . .. 
, ' 

27th August, 198~ _~ec~ora~:~~ann~ng,Group meet~~g 
held under the Chairmanship of 
,~'~ ,Ngugi', -~·,S~ie,~...,Planne;r. , 
,~lanning GI:'OUp_sum,~tt~d paper,~ 

,which hav~ been used ~s gUide~ 
lines for the field staff as weI 

:'8.s ,the pZ:O,gr,ess, r,E;!P9r t,. 10.:,::-' ,.,(~:.,,:. ,', 

" : . .'. .' .. '. . . ',,". .' , .;: :~.. ' . 

.
.. , ..... 
16th 'August'~ iss: ,Upper, Group ':F.loqr:. ,- Held a meeting ~:wi th. ..co~~uit~n-t,s. 'MOR H~. ,of.the Integ~ated,R~ral ,He~ltp 

to discuss the identification of 
Faciliti'es .'for the :-lst' 'Phase of' 
theIRH/FP, Programme;~, : " ' 

---------....;...;;;;;~~-'--._-

- - . . 
29th Juiy, 1982 , ., 'Opper' ground ,Me~ the Evaluators of the Health 

'floor MOH Ho ',P'),an:~in'g~"an'd"Iinplement'a ~.:l,'ti'~n 
-:p;r,o,Jec,t,., , 

. . . 
3ist August,' 1982" , :: MEPD "Secto'ri"al' Pliijn1ng;GrOuP"M~e·t1iig: 

• • ~ • ,0.. ._ :,' .t~~· ~~ >'~"". ',4 ,";Ch ~1:,rma:n i~, ~ r.ti.'.' :':Hgug:f;
•• ' 0 

•• • _0 1 

!nd Sept .1982 MTC, Mombasa, .Th1~d meeting with District, 
Team~ fqr draft Introductor~ 

Chapters. 



'!HE CHAIRMAN,
 
STEERJ::NG crMMITrEE (P. S) .
 

THE DlREc:IOR OF MEDICAL SERVICES. 

PROGRESS REFORI' - HEALTIi PLANNING WORKING GROUP 

This is the first progress report of the Planning Working Group whic.1-) ':1;?s' 

appointed by you QI'l 7th May 1982. '!he main "task: of "the Group was LO 
facili'tAte the PX'IOOIIiI of prepaNotia'\ and p~duo'tion of the Heal'ch eh.!'.}:)':,'!' 
fort inclusion in the 5th National Leveloprrent Plan which is due TO be 
launched an 12th I:ecerrber 1983) at the Celebration of our 20th Inc.e9cnc\:::,,' 
Day'. 

Canpcs i tion . 

The team is ccmpcsed of five officers. Mr. F. Ouka" Dr. R. Gipson, !,,(e:s::: 
S. Ong' ayo and C. 'Ihube and Mr. L.K. Ndungu - as "the Co-ordi..l1a:o~. ...." 
Thube left the Team at the end of June 1982, after having served as c. 
useful member of the team., D.J.e to pressure of work (closure of financic:.l 
yeart) ~ly 3 members of the team were able' to participate fully in ·c.~e 

aCTivities of The Group. 

ActiviTies . 

So far the Group has held 18 meetings/workshops or seminars wJ.th the HeElltr 
personnel in the field l Minist-ry of Planning and Econanic Dey~loprnenT, 
Miriis1:ry 'of Finance,' Cen1:ral Bureau of STatistics, and so on. ' .•. 
A-Schedule of activities is enclosed• . 
Dne of'the main reasons why the Group had to make these extensive cons '..1 !..':cl

rlas to ensure that we meet the deadlines set by the MPED especially thaT 
.': 

:>f submitting o~ Introductory Chapter by November of 1982. For thaT 
:'leason, (and the fact that baseline data'has to be collected), the Group's 
nain objective was to get materials fran the field and to ensure tha\: The 
)roduction of the plan is done by those who will implement it. Sc [:<y' ":,;':~~ 
~roup has consulted liteI'ary all Provincial Health Teams and all Di~i'cY.'io:··': 

1edicq.l ,teams (except North-Eastern Province where restrict; ('\n ,.,f' '''''''vemen'':s 
las been our constraint) . .., 

'he Team has also held at least 2 workshops with Medical Officers of Health 
U1d their teams. 

:n 'these workshops, detailed discussions on the process of preparing 1:1Ie 
lealth plan at the District level were held. ' 

, ' , 

:mprovement of Planning Capability at District Level. 

ieveral papers have been written by the Group and circulated to the Heahh 
:eams who scrutiI1ised them and made useful suggestions. to improve Thef!"'.. 

.n attempt' has been made to create and improve the olanninQ" capaci"tY c~n,:~ 
:apability at District level. 

,:k
 



Design/Implement Planning Functions and Procedures _ [C] 

During Project Year I, the HPIP assisted the IRHP in developing the general 

guidelines and procedures for a decentralized management procp.ss. This was 

viewed at the time as the tentative strategy for introducing the entire MOH to 

a formal management control system (encompassing planning, implementation and 

evaluation of the MOH delivery system). 

Since the formation of the lm'lG, an exponential leap has been taken in 

involving national, provincial and district levels in a systems-wide 

planning/evaluation process. 

Materials developed and widely distributed during Project Year II are attached. 

Within the context of the Project requirements, the objective of designing and 

implementing planning functions and procedures is considered to be about 50% 

complete. Remaining is the task of ensuring that the newly introduced 

functions and procedures become fully institutionalized through strengthening 

0; HPWG coordinative capacities, strengthening of provincial supervisory 

structures to ensure that planning activities will be continuously carried 

out, and strengthening of district level understanding and application of 

planning principles. 

C-l 



DISTRICT LEVEL 

HEALTH PLA.'1d!N';: 

CRITERIA 

FOR 

THE FIFTH NATIONAL HEALTH DEVELOPMENT PLAN 



MAJOR . STAGES IN HEALTH PLANNING
 

P+anning tends to explore the uncertainties of how the best use caD be made 

of limited resources to meet priority needs. Planning includes foreca~tinz 

and predicting into the future. 

Experience in health planning has led to .the identification of a serIes of 

systematic stages in the planning process. Being a dynamic pro~ess. plannine 

should not be viewed as a single movement up a rigidly structur~d s~a~:c 

BtairwaYIi of 0 cc.,:.:. TlH' categorization that will follow provides a genera~ 

of what needs to ae done to ensure a systematic approach. In· real life 

situation many activities should pe carried out.conc~rrently in order ~o 

provide a mutually supportive flow back between various stagt;5····of the proce!:~:. 

From the start it should be pointed out that in any plannin~tructure the 

policy making body should represent the political power struct~re. the' 

general public and the health professionals. Health activities must fit 

gener~ pUblic desires. Planners should be closely associated with 

administrators since the 'success of any planning group or unit is determined 

by its ability to make itself useful to administrators • 

.Sta-ge Ii..,:--Statement_o:£..policy and broad goals: 

Planning policies and goals are politically determined. The 

hea7th planner should ensure that the planning goals fit the 

policies ~r the political groups responsible ,for implementation. 

Long-term goals and short term objectives should be distinguished 

and each should be stated with clear recognition 'of time and 

priority implication. 

Stage 2.:. Data gathering: 

Information is very important in decision making. Information costs 
, 

money and planners should insist on collecting what is truly meanin£fL 

data. As it was 'pointed out during the previous workshop planners 

~hould differentiate among essential: desirable and interesting 

categories of data. As a minimum the followin2 essential da~a is 

needed for planning: 

.... /2 



a) Demographic data 

b) Epidemiologic (Health problems and statua) 

c) Human resources 

d) Physical resources 

e) Financial resources 

f) Service statistics 

g) Economic data 

h) Estimation of demand for various categories of services. 

The power to influence deaisions is dir~ctly related to professional compeLcncn. 

The planner must know that informed recommendations directed at tangible 

objectives, backed by careful analysis and sound data is the only way politicial~~ 

and other leading personalities can be convinced of decision being taken 

as they are not interested in rhetoric. 

Stage 3: Statement of priority health problems: 

This is considered as the heart of the health planning process by 

moat planners because once priorities have been set, the subsequen~ 

steps can be considered progressive moves towards implementation. 

At this stage judgement ~d wisdom are most needed together with 

·the ability-to synthesize many relevant details. 

The greatest ski~l is to balance variables which have very difrerent 

quantitative relationships and infant lie in diffe~ent dimensi~nal scales. 

Too often, mistakes· arise from giving undue stress to one dimension e.g. the 

epidemiologist may tend to view priority setting as primarily a matter of 

defining relative mortality and morbidity from specific health problems while. . 

the so~iologists, politicians ~d the public tend to view 'priority setting 

as chiefly a response to popular feelings about what is important. To the 

later group what is important is what the public wants done and what health 

progrc~S will be acceptable. Economists would lay emphasis on cost~ while 

admiriistrators may be concerned with the availability of technical methods 

for controll~ng the h~alth problems. 

The points raised above call for a balwl~~u apprpach in handling the various 

interests. 

I 



stage 4: Plan outline with statement 01- major alternative proposals: 

With priority decisions in hand it is necessary 'to start working 

on alternative proposals which represent possible ways of coping. . . '.. 
with the health problems defined. "Points to be raised include:' 

. . .' . 
a clear definition of the technical asp~cts of" the program, the. , 

organization framework personnel and facilities needed, costs 

and approximate benefits to be expected. 

stage 5: Development·of detailed plan with targets and ~~andards:,· 

Construction of a detailed pian document is usually worked out ir. 

phases. Long term goals are clearly stated along with the proposeL 

steps necessary to carry them out, Any programs ~equiring several 

years must be stated in flexible terms. 

It is at this stage that target ,setting and standard ~etting should be done, 

Targets set."should be specified in quantitative terms and within a clearly 

stated time framework. Both should be realistic and ha~ed on general human 

responce and experience. 

stag~_"?-=-.._!mplementation: 

This is included as an integral part of the planning process. Plans 

produced should not be so complicated as not to be understood by 

implementers. They should have bearing on reality and must be i 

acceptable. A plan which merely confirms existing conditions has the' 

best chance for acceptance. The. plan proposal should be such that 

it contains seeds of progressive change that the political leaders, 

heal th personnel and the:"public can accept. It is ·important to note 

that the probability of acceptance of plan proposals increases 

proportionately with the extent to which health personnel, political 

leaders and the public participate in the planning process. The 

balance between centralization and decentralization must be kent. 

Stage 7: 'Evaluation: 

This is an important part of the total dynamic process of pl~ning 

which makes the whole exercise cyclic, with the, evaluation step leadi~~ 

into the initiation of a new planning cycle. Essentially there 

are two types of evaluation: 



(1)	 Cont~nujng evaluation for administrative purposes. 

(2)	 Periodic Evaluation: This type is More definitely 

related to the planning process. A centrally directed 

activity is set up with the primary purpose'of. quantifying 

achievement in particular planning periods,e.g. every five . .	 .. . 
years. This" evaluation often goes bey~nd the mere me~sure-. ." 

ment of achievements in terms of previous standards and 
" . 

targets. It concentrates on ass~ssment of such basic issw~s 

as whether the original goals and objectives were in fact 

appropriate, whether resource development is actually moving 

in the direction most suited to local c~lditions both in 

terms	 of manpower and facilities, whether the priority 

setting was in fact justified and whether the data gathering 

system is producing useful information. 



Heal~h Indicators and Information: 

Generation of health information is'a co~lex process and.the statistical 

support system within the ministry is very shallow. Due to shortage of 

resources for information system the need for.adopting new approaches and 

search for more practical effective and economic health measures and 

statistical methods should be emphasized. 

Health indicators are designed to reflect the key objectives of the nationr:~ 

health policy. It is by comparing available data with }(ey indicators sell~'::, 

that we can point out the weak points in present data base and say what n'::.:i 

to be done. Health indicators are an excell~nt means of promoting statis~.. 

comparisons within our health facilities in the country. There has to be 

some consistency and standardization in the more basic tools of measurerr,C.: 

Definition 
-

of Health Indicators: 

Health indicators ,may be defined as statistics selected from the larger 

pool because they have the power to summarize, represent a larger body of 

statistics or to serve as indirect or proxy measures fo~ lacking informa~ior 

They are chosen because they are efficient and effective tools for planning, 

management and evaluation. 

Indicators are usually expressed as percentages, rates and ratios so t~at 

the necessary 'comparison can be made. As a rule they represent or sUljllnari Zi. . 
class'of data'only e.g. mortality or morbidity and not the two together. Tl . . '. 
indicators chosen should be simple to construct, interpret 'and used and alse , . 

they should be less vulnerable to cross-cultural. differences. 

Some ~f the indicators useful for planning and evaluation include the follo' 

a) Survival/Length of Life: 

Life expectancy at birth 

Infant mortality rate 

Child mortality rate 

¥aternal mortality rate 

b) Diseases: 

Incidence and prevalance of selected communicable diseases of n:':I.i 

health importance to the population. 

Four major causes of death in order, of frequency in age groups c-~ 

5-14, 15-44, 45 ana _Jove. ~ 
'I
J 
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Persons with sick days per 1000 and the volume of sick days
 

per 1000 during the past two weeks.
 

Persons per 1000 with disabling and chronic diseases.
 

Proportion of population resident in hospitals.
 

d) Growth and development of children: 

Proportion of low birth we1aht new borns (i.e. under 2500 grams). 

Proportion of children' at specified ages less than 80% of' index 'J':.~ . . 
for weight and height. 

e) Social	 and Economic Conditions: 

Population size, age structure, rural-urban distribution, rate 

of growth. 

Proportion of persons 'lwi th less than the minimum food intake 

(calories and proteins).
 

Proportion of households without adequate supply of safe water
 

and basic sanitation.
 

~iteracy rates for female and male adults.
 

Proportion of p~pulation with less than a specified income.
 

f) Health	 Services Coverage: 

'Number-of health care personnel per 10,000 population by type 

and geographic area. 

N~mber of hospital bsds per 10,000 population per geographic area. 

Proportion of population within a specified travel time to a 

heal th facility. 

Home care visits and number of persons visiting or visited per 1000 

population per year. 

Hospital discharges and number of people discharged per 1000 

population per year. 

g) ,Health	 Services Financing: 

Proportion.of GNP spent on health 

Ra~io of expenditures for preventive/promo~ive services to 

expenditures for curative services. 

h) Health	 Services Effectiveness: 

Infant ITlortali ty rate 

Maternal mortality ra~e 

Incidence aryd prevalence of treatable communicable diseases. 

Proportion of births attended by trained health personnel. 

Proportion of School-entry age children having completed basic 

immunization series. 

:Incidence per 1000 births of neonatal tetanus. 
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PROCESS. OF· WR:rrIN:; THE 'HEALTH CHAPTER··FOR '!HE 

5TH DEVELDPMENl' PIAN 

1.	 STEPS 'ro BE TAKEN 

The steps outUned in this Chapter are not rreant to 1:e exclusive 

but a guide to the discussions in this sessiai. 

'I11e first step should be to identify. health and social institutions 

involved in. the inplerrentation of the health plan. These instituticns 

include:

(a)	 All health delivery facilities e.g. Hospitals, Health centres, 

Dispensaries, Clinics including private clinics and the mobile 

clinics. 

(b)	 Organisations (both Governrrent arrl non-governrrent) involved in 

irrplanentations. Ministry of Health (ME) departIrents arrl Units 

which will be involved in planning arrl iIrplanentation of the health 

chapter. 

Within the Mli it is necessary to identify categorical programnes 

and health divisions which will be expected to participate and 
to 

provide inputs for the plan. Such Units include Rural Health 

services, r-Edical ~search, Health Education, Nutritian, 

Health Insurance, Eilvironrrental Health etc. etc. t-bst of these 

Units are listed in details al page 8. 

(c)	 Identify heuds of Units and who will participate and provide 

proposals on how their Units will develop within the plan period. 

2.	 SITUATICN ANALYSIS 

Situation analysis of the M:Ii organisation structure and its capacity 

arrl capability to effect the 5th D:!v. Plan will be done: Evaluation of 

past achieverents made in the previous health:"plans' will be carried out 

as an attempt to appraise the Ministry's capability to .ilrq?larent plans 

. an:! to	 evaluate its c:annitrrents to plans. 
. ... .. /2 
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3.	 DE1'ER1INATlOO OF GC'lM.S AND CB.JEOTVES OF 'mE 

50th.. D~MENI' PLAN 

3.1.	 The next step will be to re-define health goals and objectives arx:l 

to make a clear policy statarent on what is to be a:ilred at (long tenn 

and ) during the ne>..i: 5 years. The ~licy statarent will help those 

involved in the writing of the health chapter to 'WO:r;k out operational 

strategies. It will also help in setting up a rrechanisn through 

which rrost health providing agencies and the camnmity can be 

involved in the planning and lirplerrentation of the health plan. 

3.2.	 a~-examinatian of health rreasuring criteria will be made to facilitate• 
realistic approach to ·the 5th national health chapter. 

4.	 DEl'ERMINATlCE OF MAJOR HEALTH PRJBLEMS AND DEVELOPING ALTERNATIVE
 

APPOOArnES IN COPIN:; WITH THESE PROBLEMS
 

4.1.	 Major health problens in the country dictates our choice of what must 

be done first with the littJ.e rroney that is available and thoose 

problems that can wait. 

The	 list on page 8 (paragraph 6.11 to 6.21) will help in focussing attention 

to all major problans. 

4.2.	 The exercise of identification of major health problans 1s rrost 

Urgent nCM that the financial situation.of the countIy. is not very 

healthy. Health professionals, Mministrators, Ecananists nust join 

harrls in identifying the health prablans and in drawing priority lists 

ot what rrust be done first. 'Ihis is ooe of the ItOst crucial 

exercise in plarming. 

4.3.	 ~t~ative Approaches 

Having identified the health problans and having prioritized them, it 

will be necessary to 'WOrk out alternative approaches or proposals in 

dealing with these problans. There are different ways of· dealing with 
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health problans but sc:rre altematives are expensive, :inappropriate and 

difficult to inplarent. Consideration will be given to the shortage of 

both hunan financial and material resoorces \tA1en looking at the 

differ~t options.open to the mi. 

5.	 DETAnED PIO:ESS 'OF WRITIN:; '!liE REALm ·0iAPrER FOR THE
 

5TH DE.VELOPMENl' P~
 

This is a brief s\.ll1YlaI'Y of the steps required to fapilitate co-ordinaticn
 

of the writ:ing of the health chapter.
 

5.1.·	 8ett:ing !J.P of the' planning ·team 

Fonm1latian of the team responsible for the ro-oIdination in writing' 

the health plan. 

5.2.	 Data gathering rrechanism . 

Gathering of data. A clear c:cmm.micatian machinery must l:e established 

beb.een .the group. co-ordinailing the preparation of the plan.and the 

existing vital health statistics Division. 'Ihis is crucial because 

no plann:ing can l:e done without health· infomatian. 

5.2.1~·	 Exist:ing health infoDnation Division will provide sore darographic 

data especially statistics on populations, served by the existing health 

facilities as well as utilization patterns of these institutions. 

The Unit will also provide epidemiological data incltrling rrortality 

am rrorbidity patterns. 

5.2.3.	 The Accounts Controller's office will provide financial dta. 

5.2.4.	 Ministty of Finance as well as our P.F .E.O. arrl Dep.1ty Secretaries 

resrxmsible for developrent will provide budgetary figures and other 

figures related to expenditure patterns. 

. ...../4	 \.~\ 
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5.2.5.	 F.conanic dat~ will be provided by the Central .Bureau of Statistics and 

the Ministry of Planning am Econanic Developrent. '!he latter will of 

course give rnI the pararreters' with which to produce the health plan. 

5.2.6.	 My information which is not d:rl:ained fran agencies and health providers 

within Kenya Government or can be collected ~h questiona1res or 

short SJrV'eYs dane by the M:1H plaming group. 

TIME' ScmnJLE 

TiIre Schedule will be drawn oovering the planning events and activities 

of the Ministry of Health with the t:i.Ire schedule a1Ieady circulated 

by the 1OED. Without a tiIre schedule it will be difficult for us to 

produce oUr' chapter in time. For example, awroval of the basic 

strategy for the 5th National Developrent .Plan will be approved by 

cabinet in June 1982. In July 1982, a circular ~ all Ministries will 

be sent shc:Ming the surrtraIY of strategy tentative budget ceilings am 
district priorities. '!he MJPED alrr 3dy, has prcduceii a paper showing' 

quantative .achieverrents f()r the last' tean ye,ars. It (r.'D?ED) has also 

produced a dOCllIrent defin:ing basic needs sectors incllrling the 

Health 5ect:or. 

'l11ese documents repret :mt the view of the KII and yet they have rot 

been prcduCErl by the'Mli or with proPer consultation. Serre of the 

views expressed are based on wrong assurtptions which we in M:li ·coUld easil~ 
, . 

correct. But, if we do not draw up a tine schedule and start ~rking 

right CMay, MJPID will, certainly plan for us and we shall be left 
\ 

to crnplain that what is planned for is not what we can implanent. 

5. 4•	 CCNSULTATICNS 'I'HRCXXiH MEETINGS 

The next step will be to call a rreetin~ - of all heads of departments, 

as well as in Provinces and Districts, rrajor units and ~1a..1n to them 

Ministry of Health IS developnent p:>licy as well as outlining the need 

to' produce a realistic health plan. Heads of departments should be 00 
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requested to contribute w..rard the health chapter am set a 

deadline for return of the propJsals for ,the introductmy chapter 

of their respective Ulits. 

5.5.	 F'CILIa'l UP ~
"'-'---

The P,lanrUng' group stolld set up a ~chine~ ,~or follCM up action 

and provide technical help to the heads of Units who may need it. 

5.7.	 ,Process'ing2f the prOEPosa:!s suaru.tted. 

Ql receipt of suggestions or proposals fran Units, the planning 

group should process and c.x:rrpile these proposals, seek guidance fran 

the Steering camdttee am cx:Itpile the intrcducto.ty chapter. 

5. B.	 WRITING OF '!HE. INI'RDtCKRY CHAPI'ER 

The introducto.ty chapter will be cir~ated to all heads'of 

depa.rt::ITents for caments and information. After. receiving cx:mnents ' ' 

and after amer.drrents the introducto.ty will be fo:rwarded to the 

MJPED. 

Consultations will be held between the mi and MJPEC on' the 

introductory chapters in trying, to ensure that the M:H draft fits 

into the national goals and objectives. Consultation will Centre 

aro.ll"d M:H planning Unit and the M:i?ID sector planning group. 

The Planning group will be collecting statistics and details of the 

first health chapter draft fran lilits and organisations while at the 

sarre'tille, they will be consulting M:}PID to finalise',the intrcductoJ:}' 

cl}apter. 

5.10'.	 ANALYSIS OF DEI'AILS SUBMI'ITED BY UNITS 

Analysis of details recelved fran various sections will te','earried 

out by the planr.ing group. ContiJuous cc:rmumication and; 

consultations between heads of deparbrent an:i the plann~ group 

will be inportant. several rreetings will be called to dis~s details 



alreaiy sul:mitted am to seek clarifications 011 the details sul:mitted 

by various Units. And MJPED an the introducto~ chapters in trying to 

ensure that the M:H draft fits into the national goals and objectives. 

The planning group will be ooll~g statistics and details of the first 

health chapter draft fran Units ani organisaticns while at the same time, 

they will be consultirg M:PED to finalise the intra:lucto~ chapter. 

Analysis	 of details, received fran vari~ sections will be carried out 

by the planning group. Continuous camn.micatians and cx:msultatioo 

between	 reads of departIrent ani the plarining group will be ilrportant. 

several rreetings will be called to discuss details already suhnitted and 

to seek	 clarifications on the details' sul:rnitted by various units. 

5. 13.	 DEADIJINE FCR UEEFIRST DRAFl' _ .. .-- - .;...~-........;..;.~--


By I:ecerl::er 1983, all drafts fran varioos Ministries are sUfPOsed to have 

been cacpleted and fonmrded to the MJPID. That rreans, the health chapter 

will have to be c:anpleted latesl: OY Oc:1..U'-C.L. ,L::782 so that it can be scrutini 

by heads of depart:Irent ani approved by tOO steering Ccmni.ttee before 

sul:mission to the MJPED. The health chapter should also be e:atpleted 

in tirre to allow ,the MJPED sectoral group to scrutinise it, call far 

arnendrtents and approve it. 

5	 .14. LIAISCN wrm DISTRIcr 

The Plannlng group will liaise with the Health Officers in the fieIn 

where ~larentatian will be done. 

5.15.	 CIOCUIATICN OF THE FIRST DRAFT. 

After the eatpletion of tre first draft, it will be circulated to all Units 

for cx:mrents and SUggesti0US or arrendrrents. M=etings will be called to 

make corrections and to write revise draft. There will be liaiscn between 

the M:lI. planning group and the sectoral planning group of the MJPED so as 

.....•. /7 
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5.16. 

5.17. 

5.18. 

5.19. 

5.20.
 

- 'I 

to t:acllitate ~ ·flCM of infoxmation during ex>rrectians ot. the 

drafts.
 

COMMENTS
 

Ccmrents af our revlsed dra;t fran the IDPFD will fom ~ basis of
 

writing the seCCl1d draft.
 

CIRCULA'I'ICD OF· COMMENTS----- ~_.--.

As in the case of first draft the seoond draft will be circulated and 

discussed widely by all departments. It will be approved by 

steering Q:mn1ttee before it is su1:Jn1tted to MJPED ~ agall'l for 

caments. 

At this stage the M:H planning group and the ~ED Sectoral Group 

will a.1m:>st \<w1Ork as one Unit because of the oonstant arrl continuous 

ccnsultations between the two. Views of the ME will not necessarily 

coincide with those of the MJPED and to fit in ME views and opinions 

as well·as all health prograrrrres of the health'sector to the 

national plan is sarething that will require far CClIPranise arrl 

"trcrle offs" between. the 

_ t -..-; _NEED( FOR FULL PARrICIPATIOO CF KH (lFFlCEFS FCR REVISED DRAFT 

The MlI revised draft is expected to be circulated Widely as well as 

being fOIWarded to the M:lPED before March 1983 - to allCM sufficient 

t:iJre to ·get c:cmrents fran the M:H Ulits in the field. Because of the 

dissegregation structure of the mI, it will be necessary to oonsult 

all officers arrl ~ get realistic cx:mrents for the final draft. A 

lot of neetings will be held to facilitate discussions am 

clarifications. 

·z..1EOIANI~·'REXnIRED~, OO_WI_'IH_'B_UI:G_Er__F...,;;O.;;",:R...,;;RECCl-1CILIATI...;:"",:~_~

The number of projects and programres forwarded by Heads of D=parbrents 

for inclusion in health chapter will probably exceed.the forward 

buiget allocated. For that reason; sate redu::t1on in;expend1ture 

will result in obvious disagreerrents. a 



A rnachineJ:Y for resolving these conflicts will be required. 

5.21r FINALID~ 
..;.-.;..-.,;;;;,.,.~ -
Tre M:If final draft is expected to be ready by Jlme 1983. The dates shc/ri,n 

here are tentative am will be changed depencting on the situaticn. The 

nll1lber of KH depart::nents to be cxmsulted are so many that me cannot provide 

an inflexible time schedule an them. Fer. exajIp1e sate of these Units include. 

6. 

6.1. 

LIST CF AGENCIES' 'Be UNITS 'IU BE DEALT WITB 

Rural Health facilities increase: 1970-1982. 

6.2. I.ocal. GovernItent Health facilities - situation. 

6.3. Hospital Facilities: 1970-1982. 

(i) C1urch Hospital and Beds. 1970-1982. 
, , 

(ii) G:lvernrrent Ho~pitals aIrl Beds. 1970-1982. 

6.4. Manpower situation· in 1970-1982. 

i) All types of manpaoJer 

ii) Facilities for rranIXMer Training 1970-1981. 

iii) The Rural Health Project. 

iv) National Family Wel~are centre Programre. 

v) Pesearch. 

vi) Organisation for Carnon~lth oountries in Central, Eastern and 

Southem Africa. 

vii) ltegrated Rural Health. 

6 '05.\ Health Education Unit. 

6.6.' EnvirOIlIreIltal Health PrtXjrantre. (status) 

- IrrpI'OlJareI1t of envirarurent 1970-81. 

1981. 

(i) 

(ii) 

:i1i) 

(iv) 

(v} 

Small Scale water sUWlies Schemes - 197.0-81. 

Water quality nonitoring central Programrre. 

Disposal of Wastes. 

Food Hygiene and food safety. 

Health Education. 

(vi .) Prarotion of research and develofIreI1t of surveillance system. 

•.. . /9 
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\#
vii) Training Pub'liCri0fficers & Technicians.
 

viii) Staff ·requirements.
 

ix) Transport requirements.
 
x)' Equipment needs.
 

6.7	 Nutrition. status 1970-1982 

i) Nutritional Surveillanoe. 

ii) Treatment and Rehabilitation. 
iii) Nutritional education. 

iv) Technical advisory service to schools and other u 

institutions" 
v) Training of Nutritionists and field workers. 

vi) Cqnstruction programmes.
 

vii) Research.
 

6.8 Communicable Disease Control Programme 1970-1982. ,(Status) 

i)	 Major CammunicaPle Diseases.
 
-' Anthrax.
 

- Cholera
 
- Diptheria
 
- Dysenteries
 
- Influen'za
 

- Leprosy
 

- Measles
 
- Meningococcal Meningitis
 

- Whooping Cough
 
- Poliomyelitis
 
- Rabies
 
- Small pox - eradicated
 
- Tetanus
 
- Trachoma
 
- Tuberculosis
 

ii) Control Methods 
- Treatment of cases 
- Case finding and follow up. 

Improvement of personall.hygiene in homes, 

- Health infor.mation and education. 

houses etc. 
(". '7~) 
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iii) Programmes covered for 1970-82 

Health InfoDmation system. (Achievements and 

constraints) 
Epidemiological surveillance apd control of 
diseases. 

iv) Immunization Programmes 1978-83 

KEPI - (statu~). 

6.9 Vector-Borne Disease Control Programme - (status) 

i) Major vector-borne Disease. 

Bilharzia (Schistosomiasis) 
Coastal area, Lake Victoria, Tana River. (Status) 
Filariasis - in Coastal belt 
Hydatid Disease - Turkana and adjacent areas. 
Kala-azar '- Machakos, Kitui and other lower drier a~ 

Malaria - Widespread but mainly in Coast. Lake Victc 

Basin etc. etc. 

Trypanosomiasis - tambwe Valley. 
~ . 

Plague-report status.
 
Anchocerciasis-has disappeared from Kenya.
 

Arbo-virus Disease-status.
 

ii)Staff requirements. 

6.10 Municipal.or Urban Health Services. 

Grants' to Municipalities
 
Capital expenditure.
 

6.11	 Curative Health Services (197~-82) 

District· Hospitals. 
Provincial Hospital 
Amenity Annexes to Provincial and District Hospitals 

Kenyatta National Hospital 

Psychiatric Hospitals. 

Hospitals and mobile Dental units. 

Church Hospitals. 
Other H spital and related Institutions. 
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6.12 SUPPLIES AND EQUIPMENT 

- Medical stores ~ Supplies (.Regional stores)
 
- Drug Inspection' Unit
 
- New drug supply system
 
- Hospital maintenqnce Units.
 

- Drug quality control (Status.
 

6.13 Hospital Insurance Fund. Schme status 1970-82 

6.14 International Health Co-operation. 

- United Nations - WHO, UNICEF, UNDP/UNFPA. Interna1 
Atomic Agency. 

- International Development Association of the Worle 
Bank. 

- Bilateral and Multilateral Co-operation. 
- Europeap Economic comrnuni.ty (EEC) 
- Commonwealth Medical Co-operation. 
- African Development' Bank (ADB). 
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InrERI DISTRICT PROFILE 

"1.1 SIZE AIm A1X~IFIS~P..ATIOH: 

Uyeri district is the la~ges~ oT ~he J aistri~ts of C~~tral 

Province. It is si tuat ed betwee~ !,,~t. !renya to the east ,and 
Aberdare mountain range". ,The land. area is about 3284 sq-~ kIn .. . .' . 

e~tending from 360 -37 'E to 370 15 'E and lying between 00 Co" s 
and 0 37's latitudes. It is boun1ed by La1kipia District to the 
ITorth,--tIeni-and'Kfriny'aga Dist'ricts to the East, Hurang'e. to the 
South and ~Tyandarua to th.3 l;'lest (St?e ;~ap. 1). 

It is divided into 6 administrative divisions, whLch are'
•

further sub-divided into 21 locations as shovm in Table 1.1. 

TABLE 1:1 Administrative Slib-division of l~yeri 

DIVISIOl~, LOCATIOUS SUB-LOCATIOl'TS 
1Tathira 5 ~6 

Tetu 4 43 
Mukurweini 4 ?3 
Othaya 3 25 
Kieni East 2 8 
Kieni West 2 10 
Illfunicipali ty 1 6 

.-
k1- 1-:>1 

l.2 URBAN AREAS 

Nyeri Municipality includes the Nyeri Town, Mathari Sattelite .. 
town, Ruring'u sattelite to'vn, and Kiganjo sattelite tovm. whie 
has a railway station but about 8 krn from the main town. , C1vi.e 

:unetions are carried on by the Municipal Council. The total 
population in the 1funicipality is 35,753. Karatina Urban are~ 

has a population of 2,980. It is situated on the Nairobi-Nanyu: 
Road and has'a railway station. This town is conducive to 
indus,trial development wi th agricultural orientation. 

othaya township has 2,159 people (area ~. sq. km). It has 
piped water, electricity, tarmac road connection,, but no railwa~ 

Othaya is the township o~ the rich coffee-tea-d'~ry farmmng 'are! 

,•.. /2
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a high figure for use at Nyeri District and It is, therefore 
considered appropriate to' take the follovring3 into account 
for projections shown in the schedule during the plan 
period:

(a)	 The present workload in th~'dent,...J. Unit at the- .	 . 
Provincial General Hospital, Ny~ri end the whole 
Province since the personnel attached to this Unii 

.- -. .... .	 . 
also is expected to cater for the other Districts 
in the Province. 

(b)	 The operations and facilities at the new'dental 
Unit when completed and becomes f'ully operational. 

" 

Denta~ orr.1cers linterns) and dental technologists 
,(f!tud\:!~t~) ar~-con$:..!er._d t~n.;~ro.:r'i l-e'l'sonne: f:.r 't::.o 
'purpose" of ·th'eir' training and as such they are not 
included in the projection schedule. 

Clinical Officers: 

The 'national projection ratio of 10 0 56 clinical Officers 
p~;'" '100,'000 'population as 'at 1980 is consid~l?~d appropria'te. 

Using .this" ~riterla, "the p~oj ections shown on the schedule 
takes into: account the followings:

(a)	 Present and future workload at the ProVincial General 
Hospital, Nyeri. Caltex Homo and Mt.Kenya Hospital. 

(b)'	 Proposed improvement and subsequent upgrading of ,at 
lea~t 12 Dispensaries'to the grade of Healt~ CentreE 
status during the plan which will require a clinica] 

officer'at every centre. 

(c)'	 Proposed Othaya and. Mukurweini Sub-District Hosvitals . .. " 

during the plan period. 

(d)	 Leave and sickness, 



6.9	 RESEARCH 

The Kenya Medical Research InBti tute OG,P.lI) was 
responsibl e for co-ordins..tiol1 of medi (;:1.1 reB ee.rch in 
the country and i t,s e'~'fo'['ts w~rf) mninly :iirecte:i to\';c.rds 

.... " 

communicable and vector borne diseases control and 
promotive research in traditional ~edicine. 'lio rese~rch 

activity was carried out in this district during the 
current development plan •. This w~s rathG~ unfortun~t~ 

bec3.use although ITyari haS'~ no !:~ln.-azar, TIilhazia, 
sleeping sickness an~leprosy is not a major probl~; 

Diarr?oea q~~eases in chi14ren , cardiavascular'disease, 
metabolic ~~sorders an~ mental health are major probl~~s. 

• lo .' , ...	 • ••.• ~ ... ~ .'. .,. 

i'l~e U.9~. of. A~:t'i, ~t',l tUl'al. 'r.:hemi'cals is' L1so Vlid'espread illt tr ,I •	 .". • '.. .. • -...... • 

the...district and: studies should be done to determine 
.. • I • :	 ... ! .' ..' • 

their, harmful effect 1".1. the community., 

,~?e tra~s~er.of I?1R~ ~o· ~h~ Mfnistry, o~.:,S~ience and 
Jiechri~io'ky':;:ay" p~obably ~ean 1 ess ~ffoJ;' ~pent on 

,... • ","''': 0" • ., .... 

Medical~Research~ 

~il:di~~~ict~~ho~lf ~qtua::~ ~drt~9~p~ta i~.~edica~ 
Research: For"this 't.:> be"'pos~ible 'i t ,'m~Y:-be ~ec~~sary 

,	 , 

to decentralize the function of ~:mI and formation of 
. . . .. ~ ,.... . ;.. .
 

District R~aearch co-ord1nating teams.
 

rhe followlng should be considered as providers fox 
Medical Research in Nveri: 

(1)	 Communicable Disease - TB, Leprosy and D1arrheal 
4iseases in children. 

(2)	 Non Communicable diseases - Cardiovascular 
Dis~ases metabolic diseases. , 

(3)	 Mental health - Bepression, Alcoholims and Drug 
abuse. 

(.4)	 Harmful effects of Agricul tural chemicals used 

in spraying of crops and storage of food. 
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North, with the former averaginG 1000mrn per annum, but the 
latter much less 400 - 600mm per anpum. This xain fells i~ 

2 rainy seasons, which conform to the country-wide pattern, 
\ ' 

i~e. long !'ains rlrerch - ?:lay anc'! :short rains October - I~ovember. 

Kieni West and 'Kieni 3ast, are dry and have prolohged drought. 
The slopes of the ~vo mountain ranges have much cooler 'and 

wett-er climates which encourE'.ge for9st fa"",,,,, ..:, although 
at uninhabited lev~ls of elevation.~ 

1. 5 FOP.ESTS 
The rryeri Forestry Division has 166,252 ha under gazetted 
forest area comprising of Aberdare forest (Kiandongoro, Kebage 
~nd Zaina). 35,604 he. Mt. Kenya Forest, about 89,460.8 ha 

(Hombe, Ragati, Kabaru) ancJ. Hyeri Hill 192.1·ha. Thi~ 

forest area includes areas ~f r1eru, Laiktpia and Kirinyaga 
districts. Other areas covered by forest are'Nyeri Forest 
1135.43ha, Muringato (25.10 ha), Southern Laikipia (3472.2 ha) 
Kiganjo (323.3 ha) Ngare Ndare in Meru District (5554.3 ha) 
'Mu~gondo	 (30189.5 ha) and Timau (295.4 ha). The Aberdare 
and Mt. Kenya Forests also include the world famous Ratio~~l 

parks of correspondint names for conservation of ,;riId life. 
Apflrt f:ro.rn forests, VIater and land, the district has no 'other 

J 

natural resources. Building stones are, how~er, wideE~read 

and quarries toexploi t them are many. 

1.5	 LAND USE 

The district has high agricultural potential with considerable 
cash crop development. On the basis of the rainfall, 
temperatures, soil types, land can be divided intoj catego;ries 
(excluding forest areas). 

(a)	 High potential - about 175,000 ha. This is found in 
Tetu, 1futhira, Othaya and includes forest areas. 

(b)	 Medium potential - about 42,000 ha. These are found 
in par~s of Kieni West, Kieni East, Horthern Tetu end 
southern Mukurweini. 

(c)	 Low potential - about 42,000 ha. Northern parts of Kieni 
West, Kieni East and the ragged mountain tops (see map 4)'. 
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Agriculture is the main productive activity in the 
district. The fa~s can be classif!ed into;4 cateeories; 

(a)	 Small holdings: (from 0.4 he to 8 ha)~ They are 
found in Othe.ye, t!ukurl!ein1, "Tetu and are eit~er on 
food -prodtiction~-ca.s~" crope (tea, coffee) or"'lJi:·:ed ".oV'i-:!:l 

dQtiry farming. zero grazing poncept has taken root in 
this area ana intensive fa~ing with fertilize~s, 

pesticides and insecticides is very po~ular. 

(0)	 Large farms (20-2000 ha) mainly in Tetu and under 
coffee or dairy farming. 

(c)	 Co-operative Farms - (average size b93 ha)ntainly for 
RK d.~ry farming and ranching in both Kieni. 
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d) Ranching - (average size 475 ha) mainly in Kieni division 

1.6	 O·ther Activities: The co-operative movement is well ests.bli£!1ed 
with 76 cooperatj.ves registered. Nyeri District Union is 
by far,'. the J !:lrgest society .wi th 21 coop0ratives e.ffli.s.ted. 
Th~se societies assist farmers with agricultural inputs, 
marketing and distribution of produce. 
Trading activi ides are spread allover the district l':i th 
pockets of concentration in TIyeri~ Karatina, Othaya end 

other divisional headquarters. Phe trades involve ~holesele 

and retail of textiles, tailoring, hardware, motor v8hicle 
accessories, hotels, farm produce, cash crops like tea, 
coffee and pyrethrum. Impor~/Export busj~ess ~~ miai~~l. 

Manufacturing activi~ies are found in Nyeri,Karatina and 
Kiganjo. These include savmilling,soft drink bottling, 
oil milling, bread product~on, diary products, block 

making and building construction. The activities of Kenya 
Industrial Estates.are just beginning. 

1.7. POPULATION 

The 1969 population cnesus showed that Nyeri District had 
360,845 people living on 3284 ~o. km (109.9 peor-l~ per 

, '. 
Bq. kIn). A population census in 1979 showed·~the· population 
to have risen to 486,477 people (148.13 people per sq. km)o 

The growth rate between 1969 and 1978 was 3.43%, however, 
the growth rate since the 1979 census has been cor~ected ·to 
3.83% per annum. The population projections are summarised 
in Table 1.7.1. 

• •.••• /6 
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TABLE	 1.7.1
 

1.7.2	 RURAL IURBAN POPULATION 

The urban population is growing fast as a result of 
(a)	 migrat~on from rural to urban areas and (b) population 

grcl::i;h in 'tile ur'i.,an .E.reafl. I~l 196 9 ·~he rural papule.,;iO!l 

was 96.6% but dropped to 93.8% by 1978. The 1969 census 
showed 3 centESs. with populati~n in excess' of 2000 but 
.1979 census showed the number to have risen to 7 namely: 
Nyeri, Karatina, Othaya, Mweiga, rJu1.~rwein1, Haro moru 
and Kiganjo (see table). 

Table	 1.7.2 URBA.J."i POPULATIOH 

TOWlITSHIP POPULATIon AREA SQ. lill DE1:rSITY 
Nyeri Municipality 
Karatina 
Othaya 
Mul:..~rweini 

Mweiga 
Kiganjo 
l~aromoru 

TOTAL 

(1979	 Cens.us) 
.••• /7 



The projections of the Urban population is shown below: 

Table 1.7.2B. 
PROJECTIOI'T 2000 

1985
Nyeri ~~lnicipality
 

Karatina
 
Othaya
 
li!ukurweini
 
l;r,veiga
 
ICiganjo
 
Haro mom
 

1.7.3	 Population Distribution 

~he most productive land is in the southern 1/3 of the 
&istrict comprising of.Tetu, Othaya, Mathira and ~fukunveini 

di'vis:lons.· . i'hie represe11'cs an area ot 1,055 sq. kIn. Tte 
total P9Pulation in this areqis 406,173. In other words 
83.5% populatipn is living on 32.1% of the land to the 
south of the district. This part is overcrowded (385 people 
per sq. Ian), and is under intensive mixed farming. 
Practically all Tan'd ~n this area is under food or· cash 
crop production. In contrast the northe~2/3 of the district 
(2,229 sq. lan) is sparsely populated (36 per' sq. kIn)' and 
holds 16.5% of the people in the district. Vast areas of 
laad a~e mainly for ranching. Population distribution i3 
summarised in Tabl.e 1.7.3 • 

.TABLE 1. 7•3 • POPULATION DISTRIBUTION 

Division Male Female Total Area Sq. km Density 
Kieni E. 19,777 19,111ii 38,893 488 79 
Kieni W. 20,536 20,875 41,411 546 75 
Tetu 66,969 71,057 138,026 382 360 
Othaya 32,454 36,046 68,500 170 401 
Mathira 60,824 66,535 127,359 324 392 
Mukurweini 33,845 38,443 72,288 179 402 
District 234,405 252,072 486,477 3,284 148 

1.7.4.	 POPULATION DEPE11iENCY 

The productive age group 15 - 59 years accounted for 
42.3% of the total population in 1978 giving a dependency 
ratio,. of 1 to 1.3. This ratio may have remained the sarne \ \ 



as the district was estimated to have 250,000 in the
 
productive aBe group by 1983 (see ~able 1.7.4)
 

'rab1e 1.• 7.4 PODulation Projections for j':,veri b.'r e..~e grou D: These 

figures are from Prof. R.A. Heim, University 9f Eeirobi. 
I 

°
Age 1978 1979 1980 1981 ~1982 198~ 

- 4· 114,000 112,000 116,000 121,000 126,000 130,000 
6 -12 108,000 46,000 48,000 50,000 52,000 54,000 

. 
13 -'16 44,000 '216,000 225,000 234,000 243.000 2liO.OJO
 

15 - 59 207,000
 . 
60 + 24,000 25,000 26,000 27,OCO 28.000 2Q.ooe 

1.8.	 Soctal - economic situation 

·Nyeri is essentially an agricultural district with the.
majority of the ,~'E:0p].e tied to fa~ing acti·,ities.

. 
T}~c 

farming i~ mainly of the small-holder type. (The major fa~.ng 

l~haracteristic is mixed farming. About 62,229 'families 
are engaged in farming. People in town live mainly in shanty 
dwellings and are poor as onntransted to people.in tradition 
divisions of Tetu, -Mathira,"Othaya, 11ulcurweini). These 
people are also richer than those living in newly

. 
settled 

divisions of Kieni West,-Kieni East, where clean water 
, 

or 
saqitary f~cilities are almost non-existent. The latt~r 

group i.lElb jUbt' set'cleu 0n 'cooperative-bought farms an6. is in 

the' process of establishing themselves an economic base, 
no~mithstanding the poor agro-ecological conditions prevailin 
in the area. They are not wage earners "and most of them are 
displaced people after the Mau-rJau Emergency era of the 19508. 

1.9.	 Communications 

The road network is well develop~d in the district "'i th 
1,216 l~ of classified roads and 776 km of unclassified 
roads. All major· towns are united by classifie! roads. 
Trunk road from lTairobi passes through lTyeri to ~Tanyuki. 

Within the natural terrain the District roads system has been 
laid in an. integrated manner throuBh the Rural Access Ruads 
Programme, which started in 1975 • 

••• /9 



Activities of this proGr~ne have been confined to !~thi~a, 

Tetu, Othaya. 8-l1d UUbll"'Weini Div· SiOllS in order to op!=n 
agr-lcul turnlly potential areas on small holders and connect).n~·; 

them with the e:::istin[~ roads for ~nsJ" transpor J.;atiol1 of the:!.!' 
produce. 

A few airfields ~ld strips (private and pUblic) exig~ 
, . 

in the norther~drier par+. of the district. These are 
occassionall~' ufled b"r the flying doctpJ:" service. ElecllrJ.c 
Power is beine; genera·ted in the nei.g:1'bourhood of lTyeri Distr::':.::\ 
at the Tana River. The southern half of the district is well• 
supplied wi th electric Dower. Other Darts use local Rer..'.?r~·;(" ~.~~ 

The district has 7 pos~ offices Ilnd 10 S1~b-pnst 

o,(f~c~,s. There is an dutom~tic telephone 'exhhazige with a 
capacity. of, 1000 connections. By 1979 IiJ'yeri had over 1890 
existing line capacity. There are also manual Telephone 
exchanges at Othaya, Uukurweini, Ilfwei~e., Na:rumoru. Kiganjo (. 
Karatina'has automatic telephone exchange. All our health 
centr'es a"r'p- nnnn o~ted:' 

1.10 WATER DEVELOPMENT 
. " ,

3.ter is available in Sou:thern part of tbe district fr('lp! r~,'l"erf' . ' 

~d streams; but it i~ far from the consumption ~reas. The,. . 

lur~l' Water Projects in the district have beep focused ~n 

)~haya"Mathira and Tetu, ironically the, divisions whidh are 
let where:about 90% households are less 3 Inn 'from water 
3()urce and ab"ou't' 40% households have piped, water. The I~ieni 
Lrea has 'almost no water projects, the rivers are rare, and 
'ainfall scanty. The fo110wina w~+.~~ n~njects are, however. 

noteworthv:

1. Naro Moru Water Project 
2. Gathaithi Water Project 
J. Er4darasha Water Project 
4. Ruthanji-Njiruini Water project 
5. Labura Water ~roject 

6. KiRwaithanji'Water Project 
7. Ithe1cahuno Water project 
8. Ihar~ water project 
9. Gacatha wate~ project 

10. Nyeri MUlli ci pal water su nnl V' nnp,Cl nn+. m 00+ +l-.,. "" .... ~ - •.•.1. 



10 

demand of the Brorri.ng population a1 t!lOuEh °aorldnr-: above 
0Jtimum capacity. 

11.	 Karatina water stl':pp1y is too sme.ll to nlp-et the grouing 
1emand of this industrially oriented to~nship. 

The demand for vie. ter in rural rra. tel' sUDulj.es is inc:::eC'.sinc 
and these are therefore facing proolerns of water shorteges~ . ' 

The projects have proved to be very inxj~ inadequate 
to meet the reauirements of the erowing population. 

Large scale irrigation schemes are non-existent in 

the nist.rict due to t:r:fa"'ournble -=crrai:lll' ,- HOVlev<:=r, m02i' of 
the Kieni ,East and Kieni West arPo flat and most suitable 
for irrigation projects. This is subject to availability 
of water. The 3 small irrigations at 1hveru (Mukurvleini), 
Irian~Kiangaru, and Iriaini-Ihwagi (Uathira) cover,only 
a mere 200 acres .and are under horticultural production. 

In ,conclusion, the water supply in the towns and rural 
areas has been ix overtaken by the rapid growth of Urban 
oentres and population in the Di~trict. 
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2.0 HEALTH PROBL~l{S IN IfYERI DISTRICT 

As-in other parts of this country l!yeri District has e fast 
. . 

growing natural increase 0: population, resulting from an 
increasing crude Birth Hate and a decrea.sin~ Grud:e T)ee.th R(?-:0. 

The result is a young population, where 49%·of the populat~o~ 

is under 15 years (ITationel ~igurp.s, Population Reference Bureau 

1979). 

The health problems are: likely therefore to ·be associated with 
young population. ~~he population a.t. risk can breadly be 
considered to have 3 target groups: 

a) The 0 - 1 yr population 
b) The women of the childbearing agE 

c) The 1.- 5 year age group 

Infections and parasitic diseases, occu~y large portion of the 
hospital morbidity figures. Diseases of the digestive system 
are also important. Cardiovascular dis eas'es, (especially 
hypertension), endocrinal disorders, malignancies and eye 
diseases are also j~portan~. Malnutrition, problems of maternal 
child health care {high i~fant mortality, large famil~es, child
hood infec,tions, morbiddty associated with childbirth)ere 
prevalent. 

ShC·:'tE.~': o'f r;-l!luing \',ater and p::-cper sar.: ta~:'on aCCO-.lntL· ~:"r 

considerable morbidity (e.g. gastroenteritis) especially in 
the hot drier northern part of the district. Mental illnesse9 
(schizophrenia, other psychosis, neurosis) are fast becoming 

- a problem. There is shortage of manpmver for this Vlork. 

,The available hospital,facilities are over used (inpatient ~1d.
 
outpatient) resulting in overcrowding. There is need to emphasise 

as previously, on preventive measures ~hrough birth control, 
environmental hygiene (schools and other public places) 
nu tri tional hygiene, enhanced imrr.unisa tion programmes, and !=.ubli 
healt~ enlj.ghtment of the population. As for mental heal tb., 
organisation of psychiatric services is necessary. To reduce 
the overcrowding in hospitals 30me dispens~ries should be up
graded to health centres, and some health centEes to hospita' 
status. 

• ••• /12
 



There is a need to establish a survaillance service to 
m9nitor possible adverse effects, on human and ecolo~ic31 

life, of pesticides, in8ecticides, co:ffee factory che~ical 

and others, whose US9 is ero~in~ fast due to increaned 
intensive farmin~. 

3.0 HEALTH POLICY TOBF. ADAPTED VIHEJr PLA2\T.Hll!G 

The guidelines as given by Director of lrenic~l Services 'to 
be used while "plann1n~ are: 

.3.1 BUDGET OI~ DEVELC :P!JSHT _ftJ::') RECU?RE7:T 

a) Increase the share of primary," preventive and D~omotiv2 

health budget. 

b) Accelerate constnlction of more rural health facilities 
with bias to less served ~reas.
 

c) strengthen and improve rural health programmes.
 

d) Allow only completion of hospitals already under
 
construction and thos~ where funds are committed, end use 
funds thus ava~l~ble to construct rural health"facilities 

3.2 PRIORITY PREVENTIVE PROGPJU~rrm 

a) ~Apand immunisation programmes
 
b) Introd~ce school health programme focus on hygiene,
 

nutrition "and farr.ily planning. 
c) Expand programmes on environmental sani~ation. 

d") Expand and strengthen mental health programme. 
e) stEengthen health information and education programme • 

.. - . - . 

f) Medical Research to be geared to eV9lving better ways 
of preventing major epid~ic diseases. 

g) Medical Research to study 'traditional medicine and integrate. 
appropriately the findings with accepted general 

" 

medicine. 

3.3	 MANPOWER 
a) strengthen the provincial and district health teams. 
b) Introduce and expand community based health care. 
c) Establishing specialist training in provincial hospital 

3.4	 Health Planning. 
a) strengthen the rural health development unit 
b) Planning unit to monitor development in Dis~rict by, 

establishing an evaluation unit within the District. ~11 
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3.5 Suppl~ef 

a)	 To establish a hD~st hospital maintenance unit, The 
ground worle 'for such unit has been laid in !Tyeri dis-trict 

b)	 Explore bet~er methods of distribution of urugs to Iural 
areas, e.g.' prepacked consienr.lents, building of a local 
Central Eedical store. 

c)	 Standardise drugs used in health institutions 

3.6.	 Famlbly Health and Planning 
a) Strengthen ihfermation component of the programme. 
b) :nte3rate and coordinate e.ll interG3t.3d agenciE':s. 
c) Increase facilities an1 manpower for Famil~ Planning. 
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ACHIEVElVIENTS IN THE PREVIOUS DEVELOPHEUT .:PLAIr 

(1979-83) 

Faidy good heul th facili ties e:~izJ.; in the District 
as most of the population benefits from.madic~l 

services •. The heal tho fD,cilities a.re pro"~~led by 
the governnent, church rnisbions, priv~te i~stitu

tions and inaividuals. ~he Goyernment ?rovides . 
. fr~e services throuEh n.

, 

net-\'lo::'}: of ~uj,".?,l :~;F.'..l th 
TJni ts (2EU). ·The Irrte.:;ro.t6d. ~u~'~l JUj~VC~T shorled 
th:J.t by 1979' 9% households wa:ce ov'.:.r 12 =:.: fl"Or:l t:'le 
T:!,:)r.llth 7'.:..~,.., c1'll' ';'1.'...,....1..es "'n'e'''cas 1°:'· \'l o "e ..\ ....,,; ,1-:'1'II •• _ n 3 ':"j",~~ .••I~_::. W,'" .• .l. 

, ' ,,~ 

This shows that '27% of the hou3~-holds .ere ~ithin 

.the distance ranging from 3 KE to 12 K11 arnd the 
~~st t'~'lYel m"')T~, ~han ,:"2 IU:T. Th: fol ace, J:3s:i,b~.l i t;r . 

data is pertinent to the populous divisions of Tetu, Othaya, 
Ma,thira, apd Uukuruweini only. Both Kieni Divisions 
are worse off. This'indicates that the available 
health facilities are not yet within the effective 
reach of the rural population. This is borne out by 
the underutilisation of Health Centres particulaay 
in Kieni East and West. This is also partly due, to 
lack of information on how tp utilize properly the 
e'vli.i12"'J.ep:",,"·vrr..~5.ve/c·J.rativ2facij,i ties ;:-.'1d als; 
inadequate personnel, med~cines, equipment (e.g 
Laboratory facilities), e.t.c. The environmental 
health and education continue to develop and 
strengthen,·· so that the beneficiaries of these public 
health services are increasing. 

4.1 HR~LTH FACILITIES 

A number of these facilities were planned for in the 
previous development period, some of which were accom
plished. Unfortuna·~e1y, many:' more ",:ere not completed 
or started. The Ministry had planned to spend 
£2,309,500 over a period of 5 years ending 1983. 

, 

l,,~

''\ ' .',
.~." '• . .. l? ••.. 



4.1.1	 HOSPITALS (Development Budget ei ,8.97,000 over 5 years) 

Before the last development plan period (1979 - 1983) 
there were 871 hospita~ beds, which were very 
ina1equate, causing congestion in all hospital 
sections, but especially the mat~rnity section. One 
of the objectives of the.previous development plan 
was, therefore, to increase bed capacity by expandins 
Provincial General Hospital and upgrading 3 of the 
01' the Health Centres (Karatina., Oth~ya, I.'!ul::uruweini) 
to hospital st~tus. 

-1)	 NYERI PROVINCIA!, GENERAL HOSPITAL (Planned I1eve10pmen1 
Budget £1,697,000) • 

.The.·~um.·h~r c~ Out-·.rs ti ~nts 3. ttendi:lg' the ?G.H. i~ 

19~8 was 194,268 with 321012 revisits. This figure 
had enormously grown out of proportion by 1981 to 
1,196,169 new cases and 980,610 revisits. The total 
admissions for 1978 was, 14,281 but by 1981 was 16,148 
(13.07% increa~e. See Table 4.1.1 (i)· 

1978' 1981 % Increase
 

~Jew Outpatients 194,268 i,196,J69 515.7% 

Revisits 321,012 980:610 205.5% 

Total Admissions 14;261 16',148 13.07% 

The plan of the-previous development plan had set
 
aside K£1,697,000 spread over'S years aimed at: 
1) Ex-panding the outpati,ent department at the 

Pr.ovincial General Hospital which should 
include (X-ray, pharmacy, and d2ntal services) 

2) Expanding the bed capacity by building a 
maternity wing with 50 bed3. 

new 

3) Including a ward block to 
capacity from 297 to 800. 

increase bed 

4) Buildir.6 an·..·ac1Jninistration blo ck. 

,~ 



5) Hew Iei tchen Lat,,,,rl.,..,r complex 

6) Building a new mortuary 
7) Building New St~ff quarters gnd increase Water 

• Supply. 

Expansion of the OPD is almost complete but not 
operational due to lack of funds. Premises for the 

. --. 
other services (X-rcy~ pharmacy, laboratory) are nee~ed 

to eaae the con~·;estion. Since ";11e outpatj.ent has 
grown 500 times, it seems th'?t Gven aft~!r corn!>l etion 
of these facilities overcrowdinG will not be 
eliminated. The construction of ward block has not. 
started due to lack of funds. The wards, therefore, 
remain congested. It may be necessary to plan other, 
hospital facilities in the district in order to ease 
the ov~rcrowd~n~. 

Administration block has not been ~uilt again, due 
. , 

to lack of"funds. The materni ty wing is not als.o com· 
ple'ted. The Kitchen - Laundry complex has been started 

_but not completed due to lack of funds. 

A new mortuary has been_completed with facilities 
for refrigeration and a capacity of ?4 bodies. As 
for Staff-quarters, 4 '.complexes for doctors wi th 12 
flats have been completed and arp. already occupied. 
Housing for Doctors, other Senior and Junior Staff 
still remains inadequate. '!later supply has been improved 
by commissioning early 1982 of a reservoir tank of 
60,000 litre capacity at a cost of ••.••.••••••• ~ •.••.. 

ii) lUURATINA HOSPITAL (£140,000) 

A sub-district hospital with 70 beds and 11 cots was 
planned and has been completed. This hospital is now 
fully functional, but needs additional doctors and other 
staff's houses. 

iii) OTHAYA HOSPITAL (K£60,000) 

A similar Sub-district hospital was planned to replace the 
health centre. A doctor's house has been built already. 

http:��.��.�������


There are 6 flats for l'Iursing Staff. However, the 
construction of the hospital itself' has not been 
started due 'to	 lack of funds ann land demarcation 
pr~blem. The latter problem has lately been solved, 
By 1979 the Othaya people had ~ontributed over 
She 1. million	 on Hara~bee basis for expansion',of 
Jlihis facility. 

iV) lIDkLrnmv.En~I SUB-DISTR:CT HOSPITAL (Not budgeted for) 

Construction has not started due to~lack of funds. 
Planning and construction of Doctor's (~vo) and other 
ptsffs' "qua'rters is essenti.a.l. This facility I\equires 
.'	 .". 

upgradin'g to sub-district' hospi tal ,level." 

4.1.2 HEALTH CEl~TRSS (Total improvement Budget £271,500)' 

The previous plan intended to pursue the concept of 
Rural Health Unit and Rural Health Team which represent~ 

concerted governm~nt e:E'fo.r.~s to providing better 
facilities tc rural communities with a more respohsive 
and cost effective servi~e system. Each Rural Health 
Unit was to serve 50 - 70 thousand people. In addition 
+'0 ,the e:::isting 6 PeRl th Ce'"1t!'8!": I 9 more- her;.l..&.h cer.trcE,, 
or sub-centres	 were pl~nned. A unit was to be eligible 
for sub-centres where there are 4 dispensaries. Out 
of the 9 planned, none has been completed, 3 are under 
construction, and si~~ have never b0en started ( see 

. . 
Ta.ble 4.1'.2.). 'i'he rep.sons for fa:Llure are indentic~l 

for a.ll of them: Lacl~ of funds. There was no 
winisteriel budget for new health centres. 

TABLE 4.1.2. E3ALTH C"SHT3ES PLA1"?~::m 1979 1983 

Division H/c Sto. tus Population 

l.lukuru\·/eini Ejoki
n Karaba 

Gumba" Mathira	 Gatei
 
Hombe
" Tetu	 Gicira 

Wandumbi" Kieni West Bellevue 
'R'inni Bast Uaromoru 

Under cons~ruction 

" 
It 

never Started 
" Has had Hardffibee 

Fund raising
Never Started 

..~ .'\" , 'i." l 



4~1.3 DISPENSARIES (Improvement Bu~get was £141,000) 

As stated earlier 27% of the householdz in 1979 were 
within 12 Km from a health facility, wbioh means that 
73% of the households ha",e to I!!all' over 12Km.. Therefc.l' e, 
all the available health facilities ar~ not within 

, , 

the effective .reach of the rural population. Hence, 
, . , 

people could nO,t melee the proper use ot the' p~eventive, 
curativ~·f~cilities. 5 more disgensar1es were pla~~1ed 

at :'.'itima., t!ere,'·.r.lu[junda, Ihuririo~ nnd Iah~9.ra. ,'All 
of them hnve been cOlTInleted an1 [~r~ ::'unc-tional. ::':0':/

ever Catholic Hission Hutritional Centre at Bellevue,.. 
which was operati0nal before, has not been re-opened 
as planned. 

4.l~4 MOBILE CLINICS 

At the beginning of the last development plan 'cb;ere werl 
only 5 Mobile Clinics operational. It waa intended ths' 
every Health Centre will be able to operate at least 

-. ..
3 mobile clinics per month. This hEl,s beetl accomplished 
so that all 6 Health centres and P.G.H. Operate at leas· 
3 mobile clinics per mo~th, giving an ave~age of 240 
mobile cJ.in~cs per .vear. Howevp.r, ot1cassionally these 
mobile clinics are halted either due to l&ck of fuel 
or transport break down. 

4.1.5 HAR~EE CONSTRUCTED HEALTH CENTRES 

The following sub-health Centres were to be built 
mainly o~ Harambee basis: Gumba, Karaba, Iljoki, 
Thangathi, Witima, Ujiru •. The work has started on 
all of them, but none has been' finished. Currently, 
others have been proposed at Ge.t,.u, Gic1r~, Uaromoru, 
Island Farms, Mugunda, Ihuririo. The maiu problem 
has been lack of funds. 

The overall picture of Health facilit1es in the District 
is summarised in Table 4.1.5. 

.• 19 ••• 
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TABLE 4.1.5. HEALTH FACILITIES lITERI DISTP.ICT 

Il!S~I~Flj'Ion GOV:GRE1.I":}!T l1ISSTcn P::CVATE 
---_. _.- ------------

Hospitals 2 2	 4 
H. Cent'res 8. 3	 11 

!>ispensaries	 36 l 43 
Haterl!i ty r'!omes 5 5' 
---~~-:---:-----_	 ------- .._' ----_.-.-

Total	 ,',46 . 12 5 ------_ ..._--_.------:---_._----------

The last development plan noted that hospital morbidity 
'was .na:Lll.f G.u e to ·Ll:lt:~tiu.J"E: dise.ases E:b~ecially'gast."Co

enteritis. The environmental health and health p.ducatio. 
was to 

, 

be ~hanced in order to reduce morbidity. In 
particular, rural wate~ supplies, waste disposal, food 
sanitation and general ~ygiene were to be improved • 

.._Improvements and- constructiC::1O of slauGhter houses/slabs 
Vias planned to be undertalcen by the Local Authori ties.' 

i) WATER SUPPLY 
•1 . 

Water is available in most parts of the Southern 
half of the district, flowing throughout the yeax 
in permanent rivers and streams, but it is far 
from the main consumption areas. It has been 
roughly estimated that 90% of the ho~seholds are 
under 3 Km from the source of vlater but the 
position changes in dry weather (1978). 40% of 
the households in the aistrict had piped water 
undGr rural and urban water' supplies in 1978. 
The plan was to raise this percentage to 60 by 
1983. However, the ~i&Ures available of the 
present situation seem to show that only 20%. of 
the pop'-::.ation has access to clean \'later. 

. .. 20 •... 



The Ministry of Water Development's Programme 
in the District entailed operation and maint~inaace 

of the 5 urban wate£ supplies, 4 rural water projec 
and many other self-hel~ nlral water projects. ~he 

Ministry of Bealth in conjuction with self-help 
groups undertool~ to SUl)!JI.~r "°1 a tar to heal th' i~stitu

,	 " 

tions and some schools

a)	 Eyeri. Ht::!- t.er su~:ply i~ a full tr'Jatment water 
", 

supply now sorving 35,753 people. It hes 2 
intakes: one by f::r~>vity from Ihl:le. river and 
the oth~r by pumpinG from Chanie. river•. ~y 

1978 the pumping capaci ty ha.d increased froIIL 
288cm3/day to. 3600cm3 wi th thp. treatment", 
plant vlOrking above opt.imu.i11 capaci ty. " Ever. 
~hen ~b3 water's~orta~e was not 8a~e6 ~~~" 

there .werefrequent breakdowns due to over
working of the booster pumping ~s. Conse
quently, a~.long term plan was under,taken at a 
total cost of IC£2714.5 spread over 4 years 
to improve the. situation. This plan, although 
at an advanced stage has not been completed 

b)	 K~~~TI~L~ WATER SUPPLY (present population 2,980) 

This old full' treatment without filters, was 
unable to serve adequately its population in 1978 
inspite of installation of bigger pumping set 
capable of delivering l8MJ/hr. By then it had 
600 metered connections. The. Ragati l~ne wa~ 

augmented wi th a 50I.Ji.1.. Under minor urban w,ateT 
supplies, Keratina was alloc~ted K£145,OOO for 
further development so that the capacity may 
serve 57,000 people~ This programme is near 
completion. The long-term 2 million package 
treatment plant for Raratina is also o~ progress. 

c)	 ICiganjo Water Supply was also working over 
capacity resultine in frequent breakdowns. It 
had 216 mGtered connections. It was ,to be 
improved under the same programme. The details 
of the present si tllAti nn ~'T'p n"t cm~;1 ,.,'h1,., 



d) 

e} 

. f)' 

g) 

Othaya Urban 'Water Supply which had 161 metere 
connections by 1978 has now been merged with 
tpe Othaya Rural Vater Supply so that at t~~ 

present water needs s2em to h;v~ heensUnnl;~d 

, , 

~tukuruweini ~~d 1:!,"!eiea ·7later supply plans £;e,::-:n 
to have be~n ac~om?lished so that these towns 
no\"/ he.ve no \11~:d:o't" "" ........ 'h, em .
 

:laromoru. 'Hater Project has now been completed 
md is servinc; the v;hol~ Haromoru." settlement" 

. . , '.,'' . 
:icheme. The gravity trun.k end two 1351J..J 

It~rage ta.nk~ have 'been completed. ·... The 
.istribu tioD li.u.es were 3ta'rt'ed in 1918 
~wevert water rationing is still common. 

I ther impor~anl; rural water projects that have 
1 een completed are Gathai thi (two reservoirs 
: 30M) and 90U3 for £2500) Eddarasha Water 
J t'oj ect, Ru thanjiiril'~Tj iruini.(90M:3 storage 
tank), Labui'a, Ihari, Ithekahuno ~£250q) and 
Gacatha. However, water r~tioning is common 
to all uf tl.u~m. 

water survey general and water po~~ut1on 

control had been allocated,£l15J7~~. Nationa~ 

Master Water Plan studies and .sub-surface water 
survey were also allocated £226,000 and 
161,250 respectively fo~ the whole Centr31 
Province. It is'difficult to say what has been 
accomplished in this district. 

The efforts of'the ministry of He~~~n were 
directed towards small water supplies (especial~y 

to rural health facilities) as well as provision 
of roof catchment to schools. A total of 43· 
Primary Schools were supplied with rain water 
tanks. Total planned budget was £25,000. 
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ii) SWNAGE DISPOSAL 

l-Tyeri Municipality seviage is semi tr,eated. ,The , 
sewarage system had n~t covered the whole ,Munici
pality. There was a plan for improvement ~nd 

. ..' . 
construction has just stalJ"C~d. ':!owever.,·' even ~no\', 

probably the sewage system wh~~ '·,C?~:;rriplet·e will 'be 
in~de~~at'e and 'may ~ot :'cover the, \'Ih~i~.',tovin~: 
~ajor a.~'ea of 'the' tOV/ri u tilises S~p'tic 'Tanks'; 

I # • • • 

Karati~a has also" a. SeWal"'lGe system, t~gether vlit'h' 

Ki~anjo.'~ The' othe~ urb~ ~re~s and'market nl;6es 
have to use Se~tic Tank~. ' 

As an lncentive ,on proper pl t l.atrlne .co~~truc';lon 

and provision in. homesteads the MOH made and 
.. , '" ,- . 

p~oviJed 2~0 ,Choo-to:;;Jo ~o K~,~:'1i., £':J3t,~ Ylb€r~., 1i6::::"~.g 

of Pit Latrine is difficult due to'the soil struc-'. , 

ture. This programme is to be extended to, such 
ne'edy areas of Gathiu~, ICahurul"a, Naromoru settl~
mpnt R~hprnp ~nn RndarRShaft 

Pefuse collection exists in Hyeri and Karatina but 
is not ,satisfactory. No other urban/market places 
have adequate refuse collection system (Ministerial 
~\dget was about £30,000). 

4.~.7 'FOOD S~jPLING AND FOOD INSPECTION 

~nspection o~ trade premises, hotels, ror mal~tenance . 
. , , 

of ,good stan~ards of hygiene is pursued according' tc 
the Public Health Act,and implemented through the 
Rurral Health Unit. Wi th the establishment of J'Ta.-I;J.onal 
Public Health Laboratory (NPHL) Nairobi, this field 

. ' 

of Public Health received a lot of emphasis. Under its 
auspices the District Public Health Office held meetinG8 
with Health perso~nel in many Rural Health Units 
highliting the new Food, DruBs and Chemical substencen 
2egulations 1978. 

qontinuos, monitoring of food to establish manuractur~rs 

complaince Vii th the Law and to ensure that the Publi'J ..~)/ 



••••• will receive further attention. Emphasis will 
be on food quality control, mycotoxin and bacteriological 
analysis; Cheminc~ls and additives to food and prcper 
labelling of the COHL'":1odi ti es. 

Inspection of food plants Will, be intensified with 
continuos Efutcation of Public throuEh barazas. Budge~'. . . 
for ru.nning vl;'hicles ':1as £6,428 for the plan perj.od. 

The Government's main objectives included amorlg others 
Vector disease control, immunization against disease 
and early detection and treatment of" n;!=I~'.:lC'!t:lq~ 

There ~s no Vector borne disease' specific for this 
district and hence no rnaj or activi ty vias planned. 
However, whooping cough, polio myelitis, diptheria, 
tuberculosis are prevalent. The compaign for vacci
pation against these diseases has been very active. 
Small-pox has already been eradicated as in the rest 
of the country. Vaccin~tion against tetanus had 
covered about 37% of all mothers attending antenatal 
clinics by, mid 19,80. By th~ enu of 1931 tfiis p&:t'C?entage 
had risent to 'about 90%. For this reason, and the'fact 
that 95% m0ther~ deli;er 

" 
in clean health i~stitut1~ns. 

(liud 19~1 survey) neona·ta1 tetanus has not been reeis
, , 

tered in Hyeri for the last 3 vears .. 

rhere are about 130,490 visi~s to child welfare clinics 
?er year throughout the district (IUd t981$urvey). 
raccinations recorded were BCG,28,884, DPT 25,350 and 
?olio 22,432. The babies born ,same period vms 14,691 
leaning that this campaign covered babies born outsid 
~he district. Inspite of this active campaign there 
rere 1,032 cases of whooping cough, 52 cases of acute 
)oliomyelitis, 7,318 cases of measles, 42 cases of 
~berculosis and 10 cases of a dult tetanus. The 
'ate of measles is alarming (almost 50% children born)--

24
 



but this may have something to do with the quality, 
storage and adminstraticn of antimeBsles va~cine. 

There were 44 cases of lepros~r. Surveillance and 
treatment of cases of tuberculosis and leprosy is 
guided from the M.O.H. Headquarters throu~h t~e Conl1fp. 

4.1.9 SPECI]IC ryIS~AS3S Y3CTO~ CONTROL 

Bilharzia, filialiasis, leishmaiasis, trypano~~asls) 

onehorcerciasis snd arbovirus may~onlJ occ~ssionnllj 

be encountered in Nyeri District. As such, nomaj6r 
• • • f 

vector control' acti~itie~' have been planned. ':r:rev(~rtheless, 

25, 926 "cas~s of malaria were notified and treated in' 198i. ' . .' . - . 
It is debatable whether malaria is endemic in Nyeri. 

, . 
The sanitary activities against the m~lial vector r.ave 
been limited to advise 011 proper drainage of towns and 
other areas, and insecticide spraying of marshf areas. 
This campaign has neither been active nor successful. 

4.1.10 EPIDmJIOLOGICAL SURVEILLANCE TEM1S 

!'To such teams have had in-service training course and 
it i.s d('\"ibt~ul. if any hp.d been :;Jlannado RQv!ever, t.h~ .. 
P.G.H. maintalns a cholera survaillance te~ 

As' mentioned above this campaign has not been'very
, 

succesfulo The Nyeri Municipality and other local 
authorities continued to re~eive advice on clearin5 
of open drains and improving drainage in towns and other 
urban areas. There have been occasional spraying of stgtTI~~t 

waters carried out bv the Health Personnel o .It is honed 
~ -

that drainage of Nyeri 11unicipality would be improved and this
 
extended to Karatina, Othaya, ~veiga, End~rasha and Naro~
 

moru. Gakindu and Kiahugu require proper drainage. The
 
Southern parts of the District bordering with KirinyaJ~
 

and Muranga Districts register more malaria cases.
 
These rural areas requ~re speciall cons~ 12rations'during
. . 
,the next plan period as regards anti~alarial measures. 



4.2.0 AVAILABLB RESOURCES
 

Below is a summary of available resources that 
could be deployed durine the ne;::t !)evelopment Plan. 

4.2.1.	 FACILITIES 

\i) TABLE 4.2.1. HEALTH FACILI~!]§. 

. 
I,~I.'3SICI:T 

:Beds . :';osp Beds 

2 402 .' 2 .. 
8 97; -. ,.. ." 

39 
..-

- - 3 

49 499 5 420 

.. _LGO"r, m
''';:'  I·rosp 

H -. 
~iosr 

..
Hospitals 379 -
r:r o....... Centres . 

I -
Dispensaries -
lifursing/Ma.t • 
Homes 'j41 

TOTAL 5 

pnr1T.\ :il':~... ___.J TOT....~JJ 

Beds Ho.sr .	 Beds 

7814-
?.. ~7-

39-
846 87 

46 .96559 

(ii)	 Distribution of-Health Facilitie: 

Cf3') • Posni t'1.ls: 

There are 2 hospitals in the Nyeri 
·Municipa1ity (Matha~i Mission 206 beds 
and Provincial General Hospital 311 
b~ds); Both cater for the 35,753 
Municipal population/also all the 
surrounding population. Besidea, this 
disadvantage, Mathari Hospital caters' 

.	 . 
for selected patients as it is a payin5 
institution. Provincial General Hospital 
serves as a district as well as a 
Provincial hospitalo Ther~fore, over
vrowding is ine¥itable unless its bed 
capacity is increased • 

• •26 •• 



.Kara tina Sub-dis trict Hospital (70 beds. 
only) serves the populous Mathira 
Divis5.on (127,359 population). The 
fourth hospital (TUI:1Utur,1U 173 beds and 

al.s.o.a paying insti til tion) is in. ',the. s8l11e 
division. There' is a 12 bed health centre 
aIld..··:··a 6-bed maternity givin"~' bed 

population ratio of 0.0020493 in th& 
division - 'compare with the District ratio 
~f·0.0019836 excluding cots. 

(b) . Health Centres 

There are 8 health~entres and 8 maternity 
o~ Nurs~ng Hcmes .(total bed~ l8~) in th~ 

. . 
district. Their distrioution is uneven as 
shown in Table 4.2.1 (ii)b. 

TABLE 4.2.1 (ii) b. Dis'tribution of H/C, Maternity 

__ Homes by Tlivision. (Excluding Rosni tala ano. Cots) 

. HOMESDIVISION 

-
Mathira 2 
Othaya 3 
Tetu 4 
Mukuruweinj .. 4 
I\:ieni West 2 

I 

l{ieni East 1 

-
16TOD\.L 

I. 

L 
BEDS PO PULATION' BED/POP. R.A.~ 

I 

18 127,359 0.0001413 (0 
39 68,500 0.0005693 
35 138,026 0.000253.5 

53 72,288 0.0007331 
27 41,411 0.0006520 
12 38,893 0.0003085 

486,477 . ~0.0019836184 , 

.00204-93)
 

*These figur3s are corrected to include bEds availab: 
in the 4 hospitals. 

Mathira has 2 hospitals and 2 maternity homes. giving 
a corrected bed/population ratic of n_nn'n~q1_ 
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This is better than for the whole, district. The" 
distances from Karatina to Ho~be dispensary, the 
farthest, is about 20 !CU. Hm'levar, the' roads near 
the mountain are not all weather. }}lor this reason, 
and the fact, ~hat high popu~::~tion increase, is in 
Mathira. oply"~vo Reu.Sub-H/Cs may be proposed at . " . . 

~ombe and Gate~up~rading the old Qis,ensary. gore'
. '.' 

,hospital beds'may be obtained by enlarrring the 
,e~isti;g'}~e.r;tin9.'·'r!o~~i tf;i. r~his is the' best servec 

,.oth'aya Division has 3 homes wi th a bed/population 
)r~tio 0.0005693 which is 3.5 times lower than the' 

. . . . 
district average • .' The divis~.on holds 14% of the 
pOl?ulation J.n the distrin't ~ .' The ldond' tettrain is 
not favourable for quick travel and roads are not all 

, . 

weather in most area~. A( Sub-·H/eS may be proposed 
at Ihuririo Qn&Kamoko to replace the old H/C at Othayg, 
while the old H/C may be upgraded as intended in the 
previous plan to a. 100 bed hospital. At present' this 
division is under served with bed capacity and should have 
priori ty. 

Tetu Dlvlsion has 4 homes and 2 hospitals but due to its 
urban population seems under served. However, with 
the expansion of bed capacity in the Provincial GeneraJ 
Hospital, Nyeri, increasing bed capacities at Wamagana: 
Kinunga Health Centres, and completing the already' 
planned' for Gicira Health Centre the population Vlould 
be 'well served. 

Mukuruweini has 15% of the District population and 4 
homes, giving a bed population ratio of 0.0007331 one 
of the best in the district. Howevar, travel in some 
areas is hindered by land terrain and road conditions in 
wet weathers although distances ~re not long. A 70-bed 
hospital at Mukuruweini divisional headquarter with 
upgrading of 2 existing dispensaries to 12-bed Sub-Health 
Centres at Gumba and Karaba should surfice. 



A different situation exists in both Kieni divisions with 
16.5% of the population livin~~ on 2/3 area (2229sq. ~'J.O 

of the district ~here population density is only 
36 per sq. IG.r., However, the' bed l?opulation ratio 
is 0.0003085 andiistances are far end ~ide~ This 
is a 'poorly served area, bu t .~ t the moment buildin6 
of new 'hospit~ls,may not be justifien.. Upgrarling . .' 

'Q~d di~p~nsa~ies to 12-bed Sub-health centres at 
Uugunda, .d.mboni (I{ieni \J/est) anri :Taroliloru, Island 
Farms 8nd Kiganjo 'in Kieni ~ast'should be e.dequete~ 

(c) Dr SPENSA?IES 

The distribution of dispensaries 1s ShO\vn 

on Tabl e 4.2 •. (ii) ::. Even thoJ.gh, the:c(~' 

are several of them in Othaya, Tetu and 
Mukuruweini, the popula.tion density i~ high. 
Using the criteria 1 dispensary for 11,300 
population Nyeri District will require a total 

, of 68.48' dispensaries by 1981. This would 
mean about 30 new dispensaries to cater for the 
projected'population of 77J~;868. However, 
~u~ to the fact that many previousl~ planned 
for proje~ts were not complet€~, funds are h~rd 

to come by and some areas have land problems, 
only 15 new dispensaries may be proposed. It 
is hoped that the upgrElded institutions will 
,continue to offer outpatient services as 
before. A list of all health facilities propose~ 

for improvement is 'shown on Schedule 4.2.1. All 
the listed institutions should be provided· with 
housing for staff. At present many dispensaries 
and Health Centres have no staff houses. 
Workers ha.ve to travel distances in some places. 
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J~::srA::1BA 
}~.rSCI •-.,- -- _. r---- 

- DISPEJ:TSA~IES. 
-

1. Gatitu ) 
2. Gicira )

) . .\8Uthi 

. 4. '.'iandumbi ) 
. -- ...'5. . Unjiru-' - -) ..6. Eiandogoro ) . 

t 
POPUL.'\.TIOlTLOCATimr . 

Agu "t~1i 32,622. 
t-< 

-Tetu 21,049 

'- -
;. 

.. 

r1uhoya's 13,679
-

-
. 

~.rb.~6er.'ge
 "t. 92-'." . , oJ 

Othaya 33,286 

VGhin5<:1 16,691 
IV\. •• \ • ~ ... 

73· 

64 
.' 

72 .. 

• S9 . 

76 

- -' 
50 

" 

43 

~3~ 

156 

-


282 

254 

49 

442 

_. 
389 

tq0 

"3 ~3' . 

432 

330 

438 

73 

93 

.
-

94 

55 

564 

198 

·445 

7. Zaina	 ) 
3. Ihururu	 ) 
3. Kabage	 ) 

." 

:.0. ¥njiru .., ..-. 
0.-:"" .. 
11. Witima	 ) 
12. Ihuririo	 ) 

..13. !:ac d..:S() 

KiT"J¥ O\( {]11: . . .... . . • . .. 

-14. Hairobi	 ) 
15. Ua::omo:.:u	 ) ~ 

.16. Island FaI'nls)
17. Udathi Forest 
18. Here ) 

, . 

19. Kahurura)
20. Gathiuru) 

21. Amboni 

. 
22 •. Bellevue ) 
23. Mugunda ~ 

24.	 Ujoki
 
-


ft IA V"'\ t A 

")1:' Karabs. 

Mahiga-V" 18,523 
c.j' i~ 

...-
I 

. :r-r-9. ".'''m" "'.:"U 2~·: 31~ 

Kabaru 14,580 

I 

-:GakNa 

M'lIeiea 26,731 

Ge.tarakwa 14,680 
I 

Muhito 27,657 

I OVl.e~· ~rJ.lhb to 6,189 

Gikondi 16,987 

31 

38 
I 



I 
I 

26. !fl-". g 

27. rdihuti 
' '.28. Than~athi 

29.- , Icamara . 

30. Chehe 

31. Edimairli 

.- . 
-

32. Eombe 

-.J3. Gatei 
34.• Ragati . 

35 -~38 .. .... : 

-

Githi 

Iria. . 

I 

I~on~ru 

Kirit.Jllkuyu
- . -. .-

Ruguru 

'. 

: Magutu 

lltret± ~ffU!li ~i-

paliti 

I 
" 

21,481 

21,022 
. , 

32,181 

26,938 
._. 

26,408 ~ 

-

20,805 
, 

. 

.. . 

60 

48 

57 

55 

89 

72 

. ~, '" 

: 
~ 

J53 

. 

431 

\ 

.'558 
-

455 
._ ._-

295 
.. 

.. 
285 

- .

·L ~'),.,35,'753 71
'1 

. ~ I 

Schedule 4.2.1 HEALTH FACILITI~S TO BE I~PROVED 

n~STITUTION TIlPROVEUENT YEAH. 
.. 

HEQUIPED 

P.G.H., lTyeri OPD/~~TEmITTY/uFF. BLOCK 
WAP~ BLOCK TO 800 BEDS 

! 

1982-84' 
1982-87 

Karatina Hospital Additional 30-40 Beds 1985 
Othaya Ho~pital Upgrade to 100 beds Hosp. 1983-88 
Mulruruweini Hospital Upgrade to 70 beds Hasp. 1983-84 
Hombe ~r Udimain; Upgrade to 12 bed SubCentre 1986 
Gatei Upgrade to 12 bed Subcentre 1989 
Ihuririo Upgraa.e to. 1~ bed Subcentre 1984 
Karaoko Upgrade to 12 bed. Subcentre 1984 

.' Wamagana H/Centre Increase beds to 20 1984 
Kinunga H/Centre Increase beds to 20 1984 
Gicira Dispensary Upr.-rade_0 to 12 bed Subcentre 1984 
Gurnba Dispensary Upgrade to 12 bed Subcentre 1985 
Njoki Dispensary Upgrade to 12 bed Subcentre 1984 
Kar~ba Dispensary Upgrade to 12 bed Subcentre 1986 
Amboni Dispensary Upgrade to 12 bed Subcentre 1987 



MIN!S1'R"l OF HEALTH 

Tclc.BIIU: "MI!DlCo\L", NJc CENTRAL PROVINCE GENERAL HOSPITAL 
TcJcphonc: NJcri 2488.19 P.O. Box 27, NYERI . 
When Rplyinl please quol~ 

Ref. "No . ... )·.4~~.. :".·~H:g~~~~;'::"f ~9 ...'?? 

_. . 
FI I!'THY DEVELOPHEWr PLAN ======================== 

Uft.1f1lCYNER· PRO.JECTIOlrS=;=================== 

Doctors/Medical Officers: 

The projections·for.registered· Medical personnel dUring 
. . r. • • 

the year 1975!So':'provided 12.09" Doctors per 100,000 :::~.':: 
. . .. '. . - . 

·population..~~:'.Th~: same. cri.~.e.~i8:_ J:1a.~ b.een used .to .project 

manpcwer ·raqu::i.rOIneiL~3.~f.)n tlli~~ .ce.dr~..C'Ll·rJ.~.:· the' '5+.h 
f '.' _'. • ~ • 

d~velopment plan. taking into ~c~ount the population 

projections as at. 1979 aJ''lfl +.np gr~wth rate of 305% 

for the entire district • 

.I.t.,.is :an~icipate.d ..that 96.S Doctors will be required. . .~. ...i' . '.: '.; '" _. . ", , .. 
in,the.wholeDJ.strict .at the,end of the 5th development 

.;l~n ~~:"~C!v:er '~ci~ciu~teiy SOO,953 population as indicated"- , ~.. - . ." 

on the projection schedule. This projection"covers any 
'. .. '•• I ,".-: '. '.~'" '. ':", Of.I '0 

an'~icipatad .eX";:lns1.ol1s of the ·'l'rc7inci.al t1p.uerp'. Hos~i tpJ., 
Nyeri' whose bed co~plim(.nt··is expected to rise to soq beds, 

proposed' Othaye. and Mukl.lrweini Sub-District Hospi~als ~d 

perhaps a further hospital either at Kieni East or Kieni 
... ..... .... '.. . ~.. '. " ' 

vrest.. .~his. figure indicates that Medical Officers I 
. • r' .,' .• 

establishment will exce~d the present'establi~hment'by 
~V~~. 200%' during the 

7 

pl~ri" P~ti9d.'·· 

'1Jentis1;s: -

In projecting for this cadre, Senior Dental Officers and 

Dente.I· O.fficers have been grouped together in the projectior.. 

schedule. The national projection of 12.09 Dentists ner. 
100,000 population as per 1980 projection is relatively 

••• /2 

. \
).

'.' 



Mukunreini, Naromoru and M\veiga are other Urban areas \'ii th 
population more than 2,000 people but with good communication 
connections, see table 1.2. 

TABLE	 1:2 URBAIi AREAS 

URBAN AREA 

~ryeri .. _. -
Karatin'a, 

Othaya. 
Mweiga 
Iraro Moru 
Uukurwedni 

."
1'(!'l'AL . 

,AREA	 sq. km. De!ls:Population (19~9) ,. , 

71 35,753	 ,1197
"I 

'2,9801 ;1 , ~,3 

2	 
... 

2,159 7'-:9 

--_..., -- .. . [--------  :II 
1 : 3 TOPOGRAPHY 

The elevation of ~he distrlct varies from 1600m to 3000m 
above sea level. The two massifs of Mt. Kenya and the 
Aberdares rise respectively to 5l99m and a999m. The original 
lava flows from these formerly active volcanoes has been 
deeply weatherad over the years to give the land lying be~veen 

them rich red soils for food and cash crop production. This 
f\.rea	 has r..:·J!le:t:Ol~,:; ::.'iliges ~d valleys pLillc+ua t'ed by fl:ls't-I'lowing 
rivers that predispose to soil erosion. This land terrai~ 

greatly hampers transportation and mechanised cultivation. 

The northen. half of the district, however, XMxx«e 
bordering ~ith Laikipia district is flat with fewer strearn~ 

,This part is dry. CI.ean water in this area is scanty and 
food production is inadequate'. Irrigation could improve the' 
area as it has ri~h cotton clay smils. Due toinadequa.te 
rainfal this is a ranching area~ .To the south'near Kirinyaga. 
and ~furang'a boundaries the ridge - and - vall~y ·terrain 
is interrupted by hills, including Nyeri Hill, Karima Hill 
and Turnutumu Hill. There is no na~ural vegetation as 
practically all land is under cultivation .and grazing. 

1.4	 CLIMATE 

The whole district has a E~XX cool climate due to its 
elevation above sea level with temperatures averaging 24°C 
through' the year. Rainfall, however, differs from South to ,.. 

I~ 



b'_ Pharmacists: 

The national ratio of ].95 Ph~r.macists per 100,000
 

population as at 1980 is considered more a~propriate as
 
. I 

opposed to qne Pharmar.:ist,· per 100 patients being used by 
the Ministry Headquarters for projection purposes~ 

The proJec~ions shown on the schedule dl~in6 the plan periot 
has provis'io~s for anticipated expansipns of pharmaceutical 
services at the Provincial General Hospital, nyeri, rlIt~ 

. . ... 

Kenya Hospital inclUding the proposed Othaya and ~uku~~eini 

Sub-District Hospitals. 

1'lUl,ional ratio of 43.66 Registered Nurses per 100, 000 

population a~. ,3.t 1980 has been used to proj ect manpower 
requirement-on this cadre dUring the plan period. 'The 
figure shovm.on the schedule is.relatively high and bro801y: 

.- -"
takp.s.into account ·the on-going' extensions of the Provincial 
General Hospital"Nyeri, Town Health Centre, Mt. Kenya. 
Hospital inc~ud~ng proposed O~haya and Mukurweini Sub
District Hospitals. 

I • 

F. Public Health Officers: 

There is.nonational proj,ections for,this,cedre.,·The, 
manpowerp~ojecti~ns during the fifth';, development plan, (dms 

at'providing 'one Public Health Officer per every'location 
(23 location~) and one at every ,sub-1loca-:tion' (Ill' sUb~loca.tions)o 

, ''"' 
Two' extra Health Officers and two extra Public Health' 
Technicians are projected to cover' leave and 8ickness. 

c). Laboratory" Tp.chnoloP-'ists O/TFd.) 

The Present establishment of u personnel (3 at the main 
.Hospital and 3 at M. T.O •Nyeri) is anticipated 't'o' progresslve: 
grow at the rate of 2 additional personnel per year during' 



the plan period assuming that the new Labor~tory 

Denartrnent. will be onerational. A .-ryrovisio~.. for leave . 

and sickness has been included in the projeutions. 

H..Laborator'lJ Tecp..nolorist~ (:8JITT) 

This cedre is not applicable at the present~ 

[ Ph~rwBceu~1cal Technolo~st~ 
i 

, , 

The present'establishmellt of 5 Pharrnaceutlcal TechnolcBist~ 

is' anticipated to r~se to 26 by the year 1988. "This is, 

phased cut at the region of 2 to 4 persunnel per year 
depending on the present and anticipated workload at th~ 

,:provincial',Ge~e~al'Hospitel., 'Mt.ICenya Hospital; Tcwn' .," 
H~~i:th Ce~tr~' in~tuding th~.,.p;v·p·caed Oth~y'a'-"~~d 'l~;l~~weini 
S~b_:"Distrtc.t··Hospi tals•. ' . 

~. Physiotherapists 

It~is ·enticip.ated t~B~ the p~esent Physiotherapy DepartT:1~nt 

wilL be ,expanding on· the p~esent ~stablishment of 6 personne
'.. .. _. _ •••• " • f .••• . 

is expected to double by the year 1988. This is at.the 
, .. ..... '.. .. '... ..... . . 

growing rate of 1, ,physiotherapist per year
.' 0' ... • ..' • • • 

K. occuration~l'Therapists 

.This.. Department ,Will' ~b~ intensified by introducing the 
~o~lowing sections along v~th ,anY.Q~~~r proposed ~xpans~or
 

of th~ entire Department durin~ then'~~ period:

Psychiatric
 
Paediatric.
 
Physical disabilities
 
Paediatric :Uni t at.. Caltex Children Home.
 

Every section would require one occupation ~herapist in
 
order to cater adequately for the proposed industries which
 
may bring about more physical disabilities due to Rn~;no~~e
 

· r','1 v\ 
',,\oo~ , 



Du~ to r~pid rise of population, the projected establishment 
of 4 'perscnnel as at 1·984 is expected to double as e.t 1985. 

It is anticipated to start a new project to carry out 
domiciliary occupational therapy on or around th~year 

1986/87 and as su~h one additional occupational 
Therapist, would be 'r~q~ired. The proj ec ted !J'E.npower 'thereafter . . .. 
grows at the rate of tvro additional personnel per ¥ear• 

. Dental Techno10P,ists/Therapists: 

It is anticipated' that the nresent establishment of 2 
Dental T~c~olOgist~:Will rise 'to 14 by the yee~ 1988. This 
is phased 'out'at the rate of 2 person:lel per year and takes: . , 

into account the anticipated intersification of dental, 
~er~lces a~.the ?rovlncial General, Hospital ~s well(~~ oT,h~r 

Districts 'in the Provinc'e. This also aoolies' to dental 
therapists. 

1Y\. 'Orthooaedic' Technologists 

The present demand of this cadre ~s relatively low. The 
. . .' 

presen~ establishment of :3 pers_onne1 is anticipated to . 
• .1' '," ..' ._'._ '. '. 

'grow at the rate of one (1) personnel per year throughou
 
the plan pe+iod~
 

N. Radiograohers -. n~,~~jj.£.:.: 

The prese~t x-ray racj,l~ t~()S .at P.G.HoNyeri will be improved - . . . . . . " 

and expanded dUrinc~ thu plnu .period. The present establiShment 
'. ',.. '.. 0" • 

of one. (1) Radiologi:r'; is, therefore, expected to double 
I.. • I .;,.' .. . • ", 

when the proposed eX'~ensions becomes operational.·. 

O. Radiograohers - Theraoists 

This cadre is expected to rise from 10 to 20 by the year 
1988 which is phased out at the rate of 2 additional 
radiographers per year. This projection takes into account 
the proposed p.xpansion of the x-ray departme'nt and the 
present workload including leaves and sicknesses • 

•. . /6 
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P. Enrolled Nurses (All) 

Tne national ratio ,of 56.91 Hu:rses per 100,000 pc;>!?ule.tion 

ap~ears'appropriate. U~ing this. criteria, the present 
establislunent ,?f 30~ Eril"olled lTurses. 'will rise to 455.8 
as at 1988. This',proj ection will adequately cover and 
intensify nursing servi(;es at the Prov:incial General 

• _. 4 • • • 

Hospi tal, 1iTt.Kenya Hospi tal, !?ro~o3pd cthaya and I.iukun:ein: 
; . 

Sub-District Hos,itals, Health Centre~ and Disgensaries, 

u. ,Labora1:ory TechnicianR (!Jed.2 

The present establishment. of ..12 personnel is' ·proj.~cted to 
. grow at the rate of. 2 persol1n~l per y~ar uptc 1?P6. Tbis·· . ,... :- .- . . 

will br~ng the total personne~ in the Department to 30 
and no. ~~dJ tiona:L, personnel, would be required due to .{ 
inadequate working accornmcdation and facilities. 

~. Labora~ory Technicians (Ent.) 

Thia caare nas. not been existing although most essential. 
I' " . •',.. -, . . 

It is proposed to start tlris project in the year 1982 
wi th~.~ p~~;;~~~l ..and .SUbsequently the establishment 
progressively grows at the rate of one add~.+'io4l~.1. per~,rr:eJ 

• ,. . • I 

every year during the plan period and onwards. 

S'. Raul0grapmc l!':L.Lm Proc es~ors: 

Taking into account the present and anticipated workload 
particUlarly Vlhent~e proposed new x-ray unit becomes, 
op!?:r:a~ion, the present 'establishment of 6 pers'onnel on 
this cadre is. expected to rise t'o'16 as at 1988/·· This' is 
at the grovrth of.at le~st 2 additional personnel ne~ vear 

./7
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The~ projected manpower also covers leaves and 

siclrnesses. 

T.	 Rural Health Techl'licians: 

The projections s~o~~ en the schedule aims at provi~ine . 
one Health Technician in every sub-location' (lll .sub-locatio~s) 

during' the pl~n peri~d hopi~g th~tJ' the required ~~rsonnel'
 
will be s.u!,plied at the rate. of 12 personnel 9sr yee.r.
 

U.	 rrutri tion Field Y:or1cers: 

At least 12 Dispensaries are proposed for improvement and 
.	 • . . ~ a . '. 

upgrading. Each of these' stations will certainly'require
 
'~n~ u~tritio~ ]'i'eId Vrorker" 'during th~ plan peri'od. 'and this
 
wtll brir'p: the·.. n:'~se~·t e'~~a.blisrment to' ?6_5.s ·a.t·:i9C8 ......
 

v.	 Family Health Field Educa~ors: 

It	 is anticipated that the present establis}~ent of 47 
family Health Field Educators will rose to 61 by ·the 
year 1988 in orde~ to adequately cover the proposed new 
Hosuitals and Health Centres o... 

w.	 Dental Therapists: 

At tbe m~~ent the~~.are two Dent~l T~~rapi~ts. Dup to
 
the eip~s'i~~ "Q~, :the g.~n~al unit, this estebl:f shment is
 
·anticfp~ted··to ~grow .at-~~he- rate of' 2 personnel nero veal."
 
throua-hout the nl an np1-'; nn_
 

~.	 Medical Records Officers: 

It is proposed to allow this.establishment to progressively
 
grow at the r~te of I pers?nnel per year during.the plan
 
period in order ~o cope with rapid expansion of Medical
 
Records Services at Provincial General Hospital and
 
other proposed new Hospitals in the District•
 

...... /s 

( t[
.1\	 t 
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'/' Medical Re'~ord i'echniciana: 

The deman:~ of this cadre is anticipated to rose ·to 35 in th 
year 198~. This is a.t the e:ro\'!th rate of at least 5 person 

per year during. the. ple.n I>eriod~ . The yoll:lme of \'lorI:: at the 
np.w O.P.D. is expected to~r~ise rapidly~treamendousiy. .' 

Addi tional. personnel are' .also provisioned' to c·ater.· for les.~ 
and sicknesse 

2 ' Statistical Clerks: 

It is proposed to have a.t least ,13 stati·stical clerks for 
denloyment· at 'vari'oussections handling medical records- . . . ...~. 

duties at this Hospit&~, Health Centres and proposed new 

Hospitals in 'the year upto 1986. This establishment is 
'e~1?e~~~ci',t.~.:~~.~~.~. 'c~:'i;': p&rsonneI_ oy '~h~' yea;tw i9B8~ (~-e. ~L..;:L, 



Z " Iv1AHPOWl!m PROJECTIONS 1982/1990
.=====F~·==============~~===== 

Doctors" .._. .. ., 

Deritis:t~.,~.. 
0 0 -....... 

-- --- •. _ 
, 

..... ·.. _a. 

Pharmacists - __ • ~.~ .... .oa••• .. . .. 
.'

Dl~ni~~l_Officers ......-

Regisjiered Nurses .J: .........._ ... .!I 

0'-·"·,Pub1io HesJth Offioers 

Lab~ Technologists (Mad) I 

Lab. Technologist (ENT. ) 

Pharrno Teohno1ogists· - ,,:, . 
! 

Physiotherapists .. ...... . ....... .. ; 

-
Occup. Therapists '.

' . 

...Dental Tecano1ogist -

Orthopaedic Technologists 

Radiographers Diagnostio 

Radiographers Therapists 
I 

E'nro11ed Nur~es':'(All -.' 

Labora.tory Tech. ' (Mad.) 

Laboratory Tech. (EN!'. ) 

1982 1983 1984 ··1 ~1985 1986 1981 !988 1989 1990 " 
.. ' 

40 8004 ' ·83 0 2 ~ 86.1 : 90.4 93.6 96.8' , ~OO.2 103.7, 

~5 7 ! 91.. i i' 11 :J.: J 3 .... 15 17. ,19 21I i ! .0, , .- . .. , ..... " ., _1·..... a...... __ r •_t._ ,.__ : , . .... ! . -. ,-. . ., .. , -

. , 

.. ." . 2 12.9 i3.3' . 11309 " 14·.6 15.09 '15.6 16.2 16.7, ........ . ... -
_,49. , 

, .' 72. 7'~ . 
,.. i rog .t10.3 ;75.3 :'. !' I • '.:81 e 7 ' 84.6 87.5 ',90.6 .. 

" ..... .•. .... '._ -.... 0 '
. ' ., I ,

, , . .. . 
, . -

35, 290.5 .30.0p ~_._, .3;1-1.. ~ .. ',' 328~45 ~37.87 349.70 361.94 374.6, 

~1: J.4, .18._. 22 - 26 30,:'·1 , '" . 34 .38 ·'42.. '-' • y-" . , .~ : .; .... . . 
" 

6 
", ; ,-

B .·...i .,..10.. , 12 .14 .:. ,:16 . ·18 20 22- .. . ..... . . ! " -.' 

1 

I ; ".. .. .... ' ...... _.! .. - - . - - , , - - -.. , . , 
. r ' .' 

.~-
o. 

r -6.., 5 . ··,9 11 - .. , 13. ' , . .l , 18 20 "22 24-, , .' 
6 • · . 

....,.7 8 " 9 i ,10 11' 12 13 14, , -1 -. .. 
" 

3 
. , , 

4 8 9 11 13 ,15 174 : .. · ; 
.. 

; 
I

. I -..
2 i 6 8 - 10 12 14· 16 ,184 , ' ". .. ,. 

4.1 i :·6 ,- 10 
'. 113 

, 
I 5 '-, 7 8 9 ;> . · • t ~. : , 0 

I. - , 

1 i 2 
~ .. 

.~.~-. - - - - . - - . ... ' ' . 
I 

16 20 22' 24 L '. 

10 - j 12 14 18 ... ~. 

~ 
.' 

318.81 488.3 
, 

405.6 440.4 455.8 471.8301 391.8 425.5, ., 
I -' , '. 

12 14 16 18 20 - - - , , 
8: 

t 3 ...... 4 5 6 7- - 2 .. ~~ 
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" 

, 

, 
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-
. 
ladiographic Film Prooessors 

tura1 Health Technioians 

futrition Field Workers 

'emily Health Field Educators 

lental Therapists 

adio Physicist 

arastologists 

.r ,chemists 
; 

ntomo1ogist 

. .deal Reoord Officers 

edieu1 Record Technicians 

tatistieal Clerks 

Jpulation Projections 
.. 

. 

1982 

6 

57 
-

;14 

47 
.. . 

2 

-
-
-
-
1 

5 

-
642,864 

69
 

. 

. . . 

.. 
--.. 
-

.. -.. 
• 

-
,. 
c. 

10 

13 

-
,665,364 

I 
1984 

I 
, . 

8 

1985 

10 

'0 

. 
1986 

12 

·1987 
-

.14·' 

0'0 

1988 

T' 

16 

'1989 

18 

.

, ... , 

811 93 I 
.. 

105 117·. 129 141 

17 - . 19 . 
22 .. ·.24·· . 26 28 

.. 

50 53 56 59, 62 . 65 

4 6 8 10 . 12 14 

-. . 

;-
-
- -

- .. 

-
-

_. 

-
-. 
-

-
-

- - - - . - -
- -. - - - - o • 

·3 4
. 

'§ 0 f{ 8 

15 20 25 30 35 40 

13 13 13 I ·15 15 16 
-

.688,651 712,753 747,699 
-
773,868 800,953 828,981 81:., 



4.3 CONSTP~INTE 

As in the previous development progr~~e severa 
prohlems are anticipated 

The shortage of fund~ ~ill continue to be e 
. ..	 . 

problem. '!'he Eara.mbee Spil"i t prevailing in 
the district now seems sOlne\'.'hat overstretched l 

but'this still can be considered as a 'possiblE 

source. 

if)	 Short~~e of manpower to meet th~ increasing 
population will continue to dilute the efforts 
of the gov8rnmeLt in achieving the defined 
health standards. 

29 



Cont: 

Population growth r~te 2eems the greatest 
obstacle and ~ll medic~l inst~tutions should 
step up the campaign for fertility rate 

reduction in., the district. 

The Private Sect~ in this district plays almost 
negligibla role in providing hospital bed 
facilities. This should be encouraged 

Inefficient Management, organisation and poor 
. . 

staff.deployment Bho~ld'now pose, less probla~ 

with:establish~~tof.~HUunder the Distri?t 
.1Vlanagem~!lt Team left. by the rJp.4iae.1 Offi,ce~ of 
ffcalth. To this end the Team work 6-week 
course at Mar~gua·Rural Health Demonstration 
Centre has, ffild should continue to contribute. 

As proposed above an epidemiological surveillanci 
team should help in infolnation flow. 

Local authorities (County Council and Municinal) 
·<:Ihl'.~l' n fc~ Publi:=· '7Ie;l th Departments. 

4.4 PREVENTIVE llfD PROllO~IVE HEALTH 

Immunization of children shouldDstepped up in child 
, , . 

welfare clinic. Diarrheal diseases should be combated 
with clean water supply .especially in the Kieni Divisions . ' 

~nd surveillance teams should be deployed in these 
areas. On Vector Control, con.trol measures shC'uld ..be 
undertaken especially by the local authorities~. 

As previously, Family Health Progr~es should continue 
~o aim at reducing maternal, perinatal, infant and 
child 'mortality. However, the main emphasis now 
should be,laid on population control as resources and 
facilities. are being fast depleted or over used. 
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Inspection of lleat end Diary products, e~tin3 places, 
food handlers, e.t.c. hus continued in this district. 
These programmes should continue in the next develo~ 

ment perio"d. t~rou,gh' the.REtT concept. rr~ter Supply 
r~ceived ge50d atte~ tion ,,'especially the ri cher parts 
of the district, but rur~l water projocts, have not 
.supplied ~1e~u~t'~iy the g;o\,ling popul3. tion. ~he newl~ 
settled areas of Kieni received little attention. Thi~ 

development period should focus first on supplying w~t~r 

to these drier'part~,' an~ ~econdly to improving ~aier'~ 
.... • • 1 ••' '. ".... • '.' • 

supply to other parts to' minimise rationing., ,We.ter' 
quality ha~ so, 'far recei~,~'diitile attentionfl 'Nyeri 

. . . - ...... _. .' ". .' 
town water supplJ- is fully t:..'eate6. ana. fil "tere'd., 
ICaratina w~ter supply will "receive 'full 'treatment 
wo~ics as plenned :Ln the last perio'd. Ho,"rever, "other 
urban and rural ares:s have no treatment works. This' 
~hi"mld be looked into this time. 

As stated before, waste/disposal is not adequately 
d;a.l t wi'th. , Sewage systems in the urban' areas sh~uld 
b~'improved. Refuse collection in all urban and Market 

. " : t 
places should be improved. All tHese pl.'Ot;£I'6JnmeS cO·J.ld 
be 'better accomplished if the local authorities are 
encouraged to have Public Health 'Departments. 

There have been some activities in control or ma~ar~a 

~ector but not a 'very active carnnaign. This also, 
... . .' 

should be looked into in order to co~ordinate govern. . 
ment, local authority and people~s efforts. Environ
mental health education and information should be 
pcrsued through R.H.U. 

Previously, there have been no 'research "in environmenta: 
pollution. Many sewage disposals, coffee factory by
products, multiple pesticides now widely used in this 
di"Stric,t due to int ensive farming end up in rivers 
"Y1+"'~J:l+P" _ 
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This now should c~ll for promotion of research in 
environmental pollution, establishr.1en t of epi,demiolo
gical surveillance ste.tion an:' trc.ining of personel! 
for this work. Lone-term studies of the enviroTh~enta 

should be started 'now. 

4.7 Rml~L }ffiAL2H SErrVIC~S 

As in the past, this' pI'an 'should fOGus on upgrp..dlng or 
improving Health C~ntres and dispensaries as well as 

~.~oca.tion o'f nevi facilities'. Specific a,ctivi ties should 
. - a 

include completion of the on-going projects, provision
of new faciliti~s in under served areas to improve'the 
. - , .' . '., .... . .' . . 
beil !nnn;i, s:t tion' r::.-.tio. espco:i:1.l1y in" the l{ien::' r: V:'9~.:');I13. 

Promqtion of community and non-government agenc~es 
'" . " 

(Private and Missionary) to, participate, in health 
programes. In particular,, ~hese should be encoura~e . 

:to offe~.mqr~.ho~p~tal,bedsand to participate in .- .. --', '.'. - . 

.ponulation control activities. 

Rural.Health Training Centres and u't~J.~sation of the . .' 
i~Mor~tratio~ 0entrps is. only beginning. The demonstra, .' . 
tion qentres now have more in~patients and daily. .. ~ '.' '. . 

3.ttendences. This should be' enco·.traged further~ 

The trainin90f co~~unity Nurses and Public HeaJ.'tn 
Technici~ is .. going on""the district at the P.G.H. 
This has been strengethened by participation of 
specialists, in their training. Tr~ining of DentaJ 
Health Fersonell is not carried on locally in the 
district. 

The psychiatric' services in this district require 
organisation and streamlining. gore Nurses (negistered 
and Enrolled) in this field dre required. Ac~o~~odation 

for patients is absolutely inadequate. 
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"The Pro-:rincial Gener,').l Hospi tal should. 'be imT.ll"oved to .. . . . . ...• . . '" . 

serve aa the Regional ;leferral .Cen":re.' " Already'\ there' 
. ' ••' • • '0. :r. 

are ConSul tants':in e.lmost all major disciplines of .. ~~\: 
. •• •• .' I .:';' .' .,,;,,,:",,,-

Internal Uedicine~ Ophthalmology, Psychiatry.~:,Derma.-,' : 
. " . .' . '. .... 

to1ogV, Paediatrics, Surgery and pbstetrfcs/Gynaeco1ogy 

Accon;modation fo~' patients is sc~~r'~'e'.· Le.borato~y 'backu 
is not up to date due to l~cl~ of s~;~~e, ~q,tli!mH~nt r....!i(J. " 
pesonell. ',' This' will perhaps be improve,l '.a;l'th comp1e

. . .'... . , . 

~ion of facilities at the O.P.D. ,The training'role fOl 
this hospit~l ~s continued to grow., 'The~~ are, ~bO~~' 
j.4 (i.octo:' ~ Int J~"'!l~., ~"V9ry :leer. In-8ervice training : " 

. . ... .. 
courses for, doctors and ITurses 'from thi's 'end other"~::; ',:

'. '... .' :.. ' 

districts continues. This hospital should continue in 

this role, while the three proposed sub-district hospi· 

talsat Karatina, Othaya ~.nd MukurUViEdni should be' the 

foc~l'ppints in proyision_of primary ,health care and_.- . . . 

commun~ty base.d health care. In this plan, as before, 

the, empha,sis has.. been laid on improving services to 

underserved areas. Only those hospita~proposed in 

the fre ...-i·q~'s pll3.n h~prs now been included. I't is hoped
" . ~..' 

that private and missioT1.9.ry institution wil1'~omplemen 

the government efforts 'in providing hospital beds an~ 

family planning services. 
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~velop Scheme of service for Planning Personnel [E and 0] 

In April 1982, HPIP undertook to clarify the possibility of responding to this 

requirement, given the constraints of existing GOK personnel practices. An 

official letter of inquiry on the matter was sent to the Personnel Office of 

the GOK. 

Information received in response to that inquiry saggested that procedures and 

decision-making related to revision of schemes of service are entirely outside 

the scope and parameters of a project such as HPIP - and are( indeed, 

outside the perogatives of the MOH. 

In subsequent discussions, the MOH has concurred that this. item should be 

deleted from the Contractor's Terms of Reference. 

. ll'.0-1 t. ~~' t: 
\ . 



!I.'rain Planning Staff· (off-site) 

1. M.P.H. [M] 
-------~--------~--------------


Three MOH physicians enrolled at Lorna Linda University in california, and 

four MOH physicians enrolled at the University of Massachusetts (these not 

under Drew supervision) 1 have nOll completed their requirements for the 

M.P.H., and have returned to Kenya. Two ~dditional participant trainees 

have been authorized to remain at Lana Linda for two quarters further 

study in epidemiology. 

None of these returned part~,cipant trainees has been assigned to the HPIP 

or HPWG. 

In the current view of the MOH, medical professionals who receive training 

in public health administration should serve in field administrative 

positions for at least one year following the completion of such training, 

in order to allow their newly a6quired skills to be practiced. For this 

reason, the physicians who recently completed participant training at the 

universitiea~n the U.S. are in the process of being posted as District 

Medical Officers of Health with the responsibility for planning, 

implementing and evaluating health programs in their districts. In due 

time, these individuals will be considered for posting in planning 

positions at the national level. 

In the inter.im, other staff with more field experience and M.P.H. degrees 

will be posted in national level planning positions. 
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Within the context of the Project requirements, the objectives for 

tiainir~ of five (5) MOB officials at the master's level is considered to 

be approx~tely 88% complete. 

2. Short-term [M] 

During June and July 1982, five MOH officials participated in a short-term 

training program in planning and evaluation at the Charles R. Drew Medical 

School in Los Angeles. Their experience did not merely provide for 

theoretical learning but required the participants to develop a Training 

:-1anual in Health Planning and Evaluation that could be used as a tool in 

the training of District Health Teams. 

The outcomes of that training program are best evidenced by the attached 

materials which were developed by the group. A further outcome of the 

training program was that the Ministry subsequently designated this 

resource group (Writing Team) to assist in the delivery of training to an 

additional ten health administrators (as called for in the HPIP contract). 

During 11 - 22 october, 1982, two District Management Teams (camprising 

the ten short-term trainees called for in the HPIP contract), along with 

an additional three District Management Teams, will participate in the 

short-term planning/evaluation training program, using the materials 

developed in Los Angeles. Training resources for the program will include 

the writing Team, Provincial Officers, the HPWG, and the HPIP staff. 
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Within the context of the Project requirements, the objective of providi 

short-term training for fifteen (15) MOO officials in Planning/Evaluatil 

-is close to completion. 

3. Observational Tours 

During Project Year II, a total of nine (9) observational tours we] 

undertaken. Trip reports covering visits to Ivory Coast, Nigeria, ~ 

and cameroon during February 1982, and to Tanzania/Zanzibar during Marc 

1982, are attached. 

An additional tour for one MOO official was arranged during July 198~ 

Dr. S. Kanani, SDDMS, traveled to Los Angeles for the dual purposes ( 

assisting and supporting the short-term training program (providing c 

official MOH presence and policy direction for the trainees), and making 

tour of the ccmprehensive, urbah, primary health system operated by tt 

King/Drew Medical Complex. 

One additional observational tour is planned during Project Year III. 
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PREFACE
 

Sirx:e the early 1970s, the Government of Kenya (GOK) has been conmitted 

to a policy of providing conprehensive health care (which includes primary 

health care), to its people. In this cormection, the government issued a 

policy statement to IOOve from a pattern of centralized plarming, admini

stration, and evaluation, to a decentralized pattern which enphasizes the 

district as the nucleus for these management functions. 

In 1982, the Director of Medical Services, Ministry of Health, issued a paper 

entitled, WHealth Strategy for KenyaW, which translated this decentralization 

policy into operational terms. District Health Management Teams (DHMTs) were 

established as the unit responsible for district level plarming, adminis

tration, and evaluation of health services. The provision of corrprehensive 

and accessible health services for all was stressed. Also embodied in the 

paper was the expectation that most people will be motivated to regard health 

as their responsibility and to actively respond to their Wfelt needs. w 

In order to meet the prescribed mandate, the Ministry of Health (MOH) deter

nined the need to equip the DHMTs with appropriate management skills which, in 
~rt, in=lude plarming and evaluation techniques. Furthermor.e, the need to 

identify approaches to incorporating greater cOTl1lTllnity participation in the 

~larming and delivery of health care services became apparent. With improved 

nanagement skills and community involvement at the district level, the 

tfinistry of Health anticipates more effective and efficient delivery of health 

:are services throughout the country. 

l'o facilitate development of this decentralized capability, the Ministry of 

iealth called upon eXisting resources. In 1980, the Ministry of Health, with 

:inaneial assistance from the u.s. Agency for International Development, 

.nitiated a Health Planning and Information Project (HPIP) in collaboration 

,ith the Charles R. Drew Postgraduate Medical School. The on-going project is 

:oncerned, in part, with various types of training for key Ministry of Health 

ersonnel in health planning, adminiEtration, and evaluation. Consistent with 

his charge, and to further the Ministry's interest in strengthening district 
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level management ~apabilities, the HPIP has assisted in organizing a series of 
planning workshops/seminars for provincial and district administrators during 

1982. 

Related to these project activi ties, this manual and the companion Trainer's 

Guide have been developed: 1) to further standardize district level planning 

and evaluation training ~ and, 2) as part of an ant icipated conprebensive 

management training progranme for District Health Management Teams. The 

training materials were develoPed by a group of five Ministry of Health pro

fessionals during a six-week course in Planning and Evaluation offered by the 

Drew School in Los Angeles, california. It is envisaged that this manual and 

Trainer's Guide will greatly facilitate the strengthening of planning and 

evaluation skills at the district level. 

Great appreciation and thanks go to the Permanent Secretary and Director of 

Medical Services, Ministry of Healtb, Kenya, for encouraging and facilitating 

the production of this manual, and for granting permission to the five Kenyan 

health professionals to participate in the planning/evaluation course, and to 

serve as the Writing Team. 

SPecial thanks also go to Dr. S. Kanani, Senior Deputy Director of Medical 

Services, Ministry of Health, and to Dr. Reginald Gipson, the Drew School's 

Chief-of-Party for the HPIP in Kenya, both of whom traveled to Los Angeles and 

worked with the Writing Team for a short time during the course. In addition, 

Dr. M. Alfred Haynes, President/Dean, and Dr. James Haughton, Executive Vice 

President, both of the Drew School, provided wise guidance throughout the 
effort. 

The key course instructor, Dr. Alfred K. Neumann, Professor in the School of 

Public Health, International Health Division at the University of california 

at ws Angeles, and Professor of Conununity Medicine at the Drew School, pro

vided invaluable instruction, support and assistance to the Writing Team. 

Dr. Neumann, wbo has worked in Kenya at intervals for the past fourteen years, 

drew upon long years of teaching and writing experience, and the planning/ 

evaluat iOIl concepts covered in his forthcoming book on the sUiJject, to assist 

the Writing Team in conpleting its task. 
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The efforts of Ms. Denise Fairchild, Acting Director of the Office of Inter

national Health and Economic Development and Executive Editor of the manuals, 
and those of Ms. Mildred pollard, Kenya Project Administrator and Training 

Coordinator, are also deeply appreciated. 

Many thanks go to Dr. Bclrtl~y McSwine and M£. Alfonso Washington of the Drew 

School's CUrriculum Development Division, who assisted throughout the course 
and writing periods. In addition, Dr. Richard Piper of the Southwest Regional 

laboratory for Educational Research and DeveloPment (SWRL), provided valuable 

guidance and assistance in development and writing of the Trainer's Guide. 

During the course, the Drew School provided a healthy atmosphere for pro

duction of the training materialS. The Office of International Health placed 

its entire clerical, word processing, editorial, and administrative resources 

at the disposal of the Writing Team. The production of these manuals would 
not have been possible without the special efforts of Ms. TrUdy Dorsey, 

Ms. DarLinn Lucas, Ms. Cynthia Mccall, and Ms. Doris Reed. For final editing, 

graphics and reproduction, the Office of International Health caned upon the 

efficient services of SWRL. 

Without all of this help, the manual and Trainer's Guide would not have come 

to fruition in such a short period of time. 
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81. RATIONALE FOR THE TRAINING COURSE
 
During the past ten years, the d~sire of the Government of Kenya 
(OOK) has been to establish formal planning activities within each 
Ministry, and to decentralize planning processes to the district 

level. 

As stressed in the last two development plans, 1974-78 and 1978-82, 

this policy direction has resulted in the establishment of 
Provincial and District Development Corranittees. The Corrmittees, 

composed of ministerial, non-government organizations and community 

representatives, deal with the planning of sectoral and inter
sectoral programnes and projects. However, in many instances, these 
Committees have not functioned well because represented groups do 
not have adequate knowledge of planning principles. 

The Ministry of Health's concerns with building decentralized 
planning cababilities are consistent with, and even predate by some 
years, the general government direction. 

Prior to 1970, the management of Rural Health Facililties (RHF) was 

the responsibility of the local government. Hcwever, in 1970 the 
Ministry of Health was given the responsibility for the development 
and management of rural health services. 

'Ihe inmediate problems with which the Ministry of Health was faced 
were: poor and inadequate physical facilities, understaffing, and 

unsatisfactory standards of service. In response to these problems, 
a major collaborative effort was undertaken in June and JUly, 1972, 
between the Kenya government and the World Health Organization (WHO) 

which resulted in the formulation of a document entitled -Proposals 

for the Improvement of Rural Health Services and Development of 
Rural Health Training Centres in Kenya.- This document sets forth a 

basic plan for the development of rural health services for the 
period 1972-82. 
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This new emphasis on rural health services ~as an obvious landmark 
chall1e in MOB policy. In order to implement this policy, Rural 
Health Units were established, thereby creating an infrastructure 
for organized health planning and management. The Ministry of 

Health I s direction was further strengthened in the mid-seventies 
when the government established its general policy of decentral

ization of planning processes in all sectors. 

A further development within the Ministry of Health was the 

establisrment of an •Administrative Support Unit· (ASU), which was 
created with a view toward strengthening planning and managerial 
capabilities throughout the Ministry. Up until recently, however, 
emphasis within the ASU and the Ministry overall, has been placed on 
broad managerial concerns. Although planning is a critical function 
of management, very little attention has been directed toward that 
aspect of management which sPecifically focuses on planning and 

evaluation. 

Because of the need to strengthen and decentralize planning capa
bilities at the district level, in 1979 the GOK signed an Agreement 

with the U.S. Agency for International Development (USAID) to assist 
in developing health planning infrastructures and to train health 

planners. To facilitate this cooperation, in october, 1980, the MOB 

entered into a contractual agreement with the Charles R. Drew Post
graduate Medical School. Since then, a variety of short and long 
term training activities in health planning have been undertaken, 
involving national, provincial and district health adndnistrators. 

In this connection, there is a critical need to design and develop 
standardized training materials and to train District Health Manage
ment Teams in planning and ev~luation. Development of this training 

manual, and the related district level training activities that are 

planned for the next year are among the first concrete steps under
taken to build a decentralized planning staff capability within the 
Ministry of Health. Ultimately, it is anticipated that such train
ing will play a key role in developing standardized planning caPabil

ities, and will also serve as a prerequisite for the building of 
future planning foundations in the health sector in the Republic of 
Kenya. 
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82. ORGANIZATION OF HEALTH SERVICES IN KENYA 
The Ministry of Health (ft()H) is organized on a centralized basis 

with strong support from provirx:ial and district levels. At the 

national (central) level, the MOH is headed by a Minister who is a 

political head and responsible to the cabinet. The Minister am 

Assistant Ministers are assisted in running the Ministry by the 

Permanent secretary who is the civil head of the Ministry. The 

Permanent secretary is assisted by two Deputy Secretaries. One is 

in charge of administration and the other of planning am 

development. The Director of Medical Services (DMS) is the chief 

advisor to the Ministry on professional matters. 

At the provincial level, the MOH is represented by the Provincial 

Medical Officer (PM) w~o is responsible for overall health 

services. The PM) leads a team of functional heads who are 

responsible for various health services conponents. These officers 

irx:lude the Senior Hospital Secretary, Senior Public Health Officer, 

senior Nursing Officer, senior Health Education Officer, and Senior 

Nutritionist. 

At the district level, the District Medical Of~icer of Health (DMOH) 

is responsible for overall health services. Th~ DMOH leads a team 

of health officers, inclUding the Public Health Officer, Hospital 

secretary, and Nursing Officer. For planning and general 

management, enphasis is currently being shifted to the district, 

where the DMOH is in charge of the District Health Management Team 

(DHm') • Consequently, the Ministry of Health intends to reorganize 

the district headquarters into a Hospital Management Team and a· 

Rural Health Management Team. The Hospital Management Team will be 

composed of the Medical Officer in charge (or Medical 

Superintement), the Hospital Secretary and Nursing Officer in 

charge. The Rural Health Management Team will be corrposed of the 

District Public Health Officer, the District Nutrition Officer, and 

the Distict Health Education Officer. The creation of the new post 

of Medical Officer-in-charge is expected to free the DMOH from the 
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day-to-day administration of the district hospital thus, enabling 

him to provide guidance to the Rural Health Management Team which 

will, in the future,. give its help to Rural Health Facilities (RHF) 

staff. 

The present health care delivery system is a pyramid-shaped network 

of health services. '!be base of the pyramid is conposed of rural 

health centers and dispensaries. District and provincial hospitals 

make up the intermediary (secondary) level. At the top of the 

pyramid, at the national level, is Kenyatta National Hospital. 

Although local government health services were handed over to the 

Ministry of Health in 1970, some municipal councils, inclUding the 

City Council of Nairobi, were left free to organize their own health 

care, with strong support and guidance from the central government. 

Nongovernment health services are provided by three main groups: 

church, private, and industrial organizations. The church health 

services account for 30 percent of total hospital beds, and are 

predominantly distributed in rural areas. The African Medical and 

Research Foundation (AMREF) provides health services primarily in 

poorly served areas through flying doctor services. The Family 

Planning Association of Kenya (FPAK) also provides health services 

primarily in Family planning. These services are, however, 

subsidized by the government in the form of grants. 

Private organizations provide health services on a -fee for service

basis through hospitals and solo private clinics. About 62 percent 

of the registered medical practitioners are engaged in private 

practice and are mainly located in urban areas. Industrial 

(canpany) health services are provided soley for the workforce of 

the reSPective companies, and mayor may not include the employees' 

families. Industrial health services are not available to outsiders 

even when they Iive in the neighbourhood or can afford to pay the 

full cost of consultation and drugs. 
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83. THE NATIONAL HEALTH PLANNING PROCESS 
3.1 Hellth Mlnlgement Cycle 

Figure B-1 depicts the three key steps in the planning and 

administration of health services. The diagram emphasizes that 

planning is a function of management. The planning function 

identifies the chan:;Jes needed to provide for the health aoo 

welfare of the people. Administration handles the task of 

translating approved plans into viable service programmes. 

Evaluation is a mechanism for -feedback- on how efficiently the 

planned objectives and targets have been, or are being 

achieved, and provides guidance for replanning. 

3.2 Heelth Plennlngllmplementetlon Cycle 
Figure B-2 concentrates on the processes which occur in 

planning and implementation (steps 1 and 2 of the Management 

Cycle) • The process begins at the district level, IOOves 

through the MC~i, brings interministerial coordination into 

play, and involves Parliament in the approval and allocation of 

resources. Finally, authorizations are transmitted from 

Parliament back to the MOH for inplementation by applicable 

Provincial and District Health Planning Teams (PHPTs aoo 

DHPl's). The complex steps involved in this process enphasize 

the need for clear policy guidelines, and the ability to 

clearly identify problems, to formulate definitive plans, and 

to justify plans in relationship to competing priorities. 

3.3 Orgenlzetlon of Heelth Plennlng Functions 
Figure B-3 further elaborates on how the processes of planning 

and budgeting are undertaken by the Ministry of Health (MOH), 

the Ministry of Economic Planning and Development (MOEPD), and 

the Ministry of Finance (MOF). Within the MOH, the Health 

WOrking Group reviews plan proposals, analyses feasibility, 

sets priorities based. on policy guidelines, and facilitates the 

approval of plans by the Accounting Officer. Upon conplation 

of these steps, the Estimates Working Group, conposed of 

representatives from the three key government departments 

responsible in matters of planning and budget approval (MOH, 
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MOF, and IDEPD), further re-examines priorities for budget 

allocation. Finally, the MOF considers available resources (money, 

manpower, material), and reconunends the appropriate allocation to 

the Parliament for approval. Once Parliament has approved the 

budget allocations, prograrrme implementation is based on approved 

resources. 

84. FACTORS AFFECTING HEALTH CARE PLANNING 
Just as in other aspects of health care, health planning is affected 

by various factors: 

4.1 Social/cultural 

4.2 Econanic 

4.3 Political 

4.4 Geographic Features 

4.5 Demographic Features 

In addition, the aoove factors may differ from place to place. 

Consequently, when planning programmes and projects, due 

consideration should be given to the specific features of a locality 

in order to make the planning process relevant. The main principles 

related to analysing these various factors are discussed below. 

4.1 Social/Cultural 

Health planners should be sensitive to, and attempt to 

understand, the social values, habits/practices, beliefs and 

lcmJuage of the comnunity in which they serve, (e.g., eating 

habits, taboos, the concept and cause of disease, etc.). 

4.2 Economic Factors 

Living conditions, employment opportunities, literacy rate, 

means of conmunication (roads, telephones), agricultural 

products, all have great influence on the health status of the 
people. 

.(B-6) \ 
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Figure B·1 The Hellth Mlnlgement Cycle 

1.	 Planning 
(Including 

3.	 Evaluation implementation 
of plan) 

2. Administration 

A
J\ ,0 
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Figure 8·2 The He.,th PI.nnlngllmplement.tlon Cycle 

(6)	 cabinet reviews resources allocated and 
submits recommendations to Parliament. 

K>F receives reconmend
ations, reviews, allo
cates resources and for
wards final recorrmend
ations to cabinet. 

Prioritized plans forwarded by 
MOH to Estimates Working Group 
(MOH, MOEPD, and MOF) which 
reviews and makes recorrmenda
tioilS to MOF. 

(3) Plans and priorities forwarded to 
national Health Working Group, a 

National 
PHPT involve

Plans forwarded to PHPT for 
review. 

key body which consults with 
higher groups in MOH. 
priorities are set. 
ment necessary at this level. 

(9)MOH informs PHPT and 
DHPT. 

DHPT implements the 
plan. 

Approved plans and re
sources are forwarded 
to appropriate Minis
tries for implemen
tation. 

Parlianent re
views, confirms 
and allocates 
resources. 

(1)	 District Health Planning TeAm (DHPT) 
is first given guidelines, priorities 
and resource allocation. DHPT identifies 
problems, sets priorities and formulates 
definite plans to be completed within a 
certain period. 

PROCESS BEGINS AT DISTRIcri' LEVEL 
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4.3 Political Factors 
Political will and ideology playa vital part in facilitating 

effective health care planning. Therefore, due consideration 

and in~1lvement of the political opinion leaders are essential. 

4.4 Geographic Features 
When planning health care facilities, geographical features 

(e.g. rivers, mountains and climatic conditions, etc.), should 

be taken into account to ensure accessibility and optimum use. 

4.5 Demographic Features 
In health planning, deroographic factors are crucial, as they 

help the planner to determine the type of programs, target 

popUlation and areas tCi be covered. Consideration should be 

given to population size, density (concentration), 

distribution, migration patterns, fertility, mortality and 

morbidity rates, etc. 
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TC . TRAINING COURSE OVERVIEW
 

TC1. COURSE DESCRIPTION
 
'Ibis is a basic health planning and evaluation training course, 

oriented to comprehensive health care. By means of lectures, 

readings, discussions, and develcpment of a practical plan, 

participants will be helped to acquire the skills needed to 

formulate, irrplement and evaluate corrprehensive district health 

care programmes. 

TC2. COURSE GOALS 
2.1	 To irrprove the health status of the people by irrproving the 

planning and inplementation of health care progranmes am 

projects. 

2.2	 To strengthen the health services infrastructure by means of 

providing training in health planning to District Health 

Planning Teams. 

TC3. SPECIFIC COURSE OBJECTIVES 
At the carpletion of the course, participants will be able to: 

3.1	 Identify, describe, list and differentiate the social, 

cultural, economic and political factors inherent in health 

care planning. 

3.2	 Identify, list, critically analyse, and evaluate: 

a. Health related problems and needs 

b. Actual and potential resources 

c. Planning constraints 

d. Planning priorities 

e. Goals 

f. Measurable objectives and targets 

3.3	 Develop and write: 

a. A work plan 

b. A job description 

c. An activity time chart 
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d. An intersectoral approach 

e. A resource requirements list 
f. A budget 

g. A budget justification 

h. A canparative cost analysis scheme 

i. A	 s~rvisory structure 
j. An	 evaluation plan 

3.4 Identify, differentiate, and describe key elements of: 

a. A	 health information system 

b. A	 carmunity-based health care system 

3.5	 Describe and justify a new project or prograrrme sUfficiently 
well to win its acceptance at national, provincial, district 

and comnunity levels. 

3.8	 Organize, inplement and evaluate a quality assurance program 

to: 

a. Define a problem 

b. Appoint a quality of care committee 

c. Develop criteriac 

d. set standards 

e. Set performance levels 

f. Monitor performance 

g. Implement steps to correct any deficiencies found 

h. Report to District Health Management Committee 

3.7	 Identify, list, and evaluate critical elements of an 

implementation plan. 

TC4.	 COURSE DESIGN AND SCHEDULES 
The Administrative Support Unit (ASU) has established a two-week 
course in Health Administration for District Health Management 

Teams (DHMl's). For practical purposes, members of the DHMTs and 

the District Health Planning Teams (DHPTs), are the same. It was 

reasonable therefore, when designing a Planning and Evaluation 

Training Course for DHPTs, that ways would be sought to consolidate 
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this course with that being conducted by the ASU. Figure TC-l 

shows a reccmnended schedule for a programne which covers both 

Planning and Evaluation, and Administration. The Planning and 

Evaluation Training COurse, however, can be provided separately or 

jointly with Administration training. 

Materials contained in this Manual relate only to the Planning and 

Evaluation portion of the District Health Management Training 

Course. Figure 'l'C-2 describes in more detail the agenda for the 

first week (Phase I), the Planning and Evaluation Training Course. 

As shown in Figure 'l'C-2, prior to arrival at the training site, 

DHPTs are required to came with a practical health planning problem 

which will be assigned by the Provincial Medical Officer (PMO). 

Developing a plan to solve the problem and a plan for evaluating 

the planned progranme is the focal point and main exercise of the 

training course. At the end of the second week of the Phase I 

training, the DHPTs return to their respective districts to 

continue working on the health planning and evaluation assignment 

for three to four weeks. During that period, it is expected that 

the DHPT will spend 40 percent of the time on the assignment and 

the rest of the time on routine work. At the end of the field 

exercise, the teams return to the training centre for one week. 

They will spend two-and-a-half days presenting their corrpleted 

health plans. The presentations are critically and constructively 

analysed by other participating DHPTs and the course teachers. The 

remaining two-and-a-half days are spent on the administration 

portion of the Health Management Training COurse. 
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Figure TC·1 Overview of Health Management Course 

PHASE I II III 

VENUE Training center Working District Training center 

DURATION One week Y One week Three to Four Weeks 2.5 days 2.5 days 

Planning and Administration 1. Normal Duties 60%/Time Planning and Administration 
Evaluation Evaluation 

2. -Hanework ll 40%/Time 
l. Lecture a. Conplete developnent l. Each 

A 2. Reading of new plan, i.e. district 
3. Discussion Item 6 team pre-

C 4.• Critical b. Administration sents the 
Analysis assigmnent plan it has 

T 5. Problem formulated. 
SOlving 2. Each person 

I 6. Initial sul:lnits a 
development written 

V of a new plan. anonymous 
(To be com critical 

I pleted during ~lysis of 
Phase II. each team 

T This is the presentation. 
group plan-

I ning exer
cise. ) 

E At end of week a 
progress report 

S and field work 
proposal for 
Phase II are 
su1:Jnitted and 
presented orally. 

11 The title, -Health Management Course,- refers to the joint Planning/Evaluation and Administration Course, as shown 
in this figure. By design, the Planning and Evaluation Course can also be provided seoaratelv. 



Figure TC·2 Kenya Health Planning and Evaluation Course Schedule-First Week 

DAY 
TIME 

POlDAY 

8:30 a.m. - welccne and Intro
to duction of Teams 
10:30 

- OIIerview 
Review of Course 
Goals, Cbjectives 
and SChedule 

10:30 a.m. 
to 

11:00 

- Statement of Problem11:00 a.m. 
to by Each Team 

12:45 

1:00 p.m. 
to 

2:00 

- Teaching philosophy2:00 p.m. 
to and learning methods for 

3:15 this course. 

3:15 p.m. 
to 

3:30 

- Theory of planning:3:30 p.m. 
to definitions and concepts 

4:30 
- IJtportance of specific 

planning mamate 

- Use of Planning 
Activities Checklist 

WESDAY 

- Value of Planning 
'1beory and Definitions 

- Problems, Needs, wants, 
& Demand 

- Daoographic Data 
- Morbidity Data 
- Constraints 
- Resources 
- Camumity-Based Health 

care 
- Review case Study 

WEDNESDAY 

- Activity/Time 
Charts 

- Systems Analysis 

'IffilRSDAY FRIDAY 

- Performance - Implementation and 
Standards Sl.I11IIary of Plan 

- Health Information 
System 

- (Work Groups 
Continued) 

- Each team gives progress 
report and proposal for 
work during phase II 
(see TC4) 

- Budget fOllll1lation 
and fiscal control. 

- (Report Continued) 

- Work Groups - Review and Course 
Evaluation 

T E A B R E A K 

- Cost Analysis - Evaluation 
- Priority setting 

~ 
- - Goal(s), Objectives 

and Targets 
Review of Subject and 
Discussion 

U1 

L U N C H B R E A K 

- (ContinUed from Above) - (Evaluation Continued) 

- Possible Goals, 
Cbjectives and Targets 
for each Planning 
Team's problem. 

T E A B R E A K 

- Work Gr~s - Work Groups 
District teams meet 
iooividua11y to plan, 
assisted by trainers. 
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TCS.	 PLANNING ACTIVITIES AND CHECKLIST 
'!be following checklist describes the steps the District Health 

Planning Team (DHPTs) will be expected to follow in preparation for 

(Phase I), and coopletion of (Phase II), the Plan which will solve 

the problem assigned by the PMO. 

5.1	 Review planning assignment, indicate further clarification 

needed. 

5.2	 Review eXisting health services in the area. 

5.3	 Ascertain what deJOOgraphic or vital data is needed (i.e., 

pq>ulation, death rate, birth rate, morbidity and mortality 

rates, disease and accident incidence and prevalence rates.) 

a.	 Existing data - ascertain reliability for planning 

purposes. 

b.	 Additional data - ascertain what is needed and how to 

obtain. 

5.4	 Estimate time required and resources needed to catplete the 

planning assignment. 

5.5	 Arrange to meet with a DBPI' Trainer in order to receive 

feedback, obtain needed clarification and request additional 

resources needed to complete planning task (i.e., number and 

type of staff required, etc.). 

5.8	 Reconvene at the district level and assign detailed 

responsibility to individual team members for obtaining 

detailed infol.Tlation needed and to clarify the planning 

assigrunent (include in this process a meeting with the 

corrmunity) • 

5.7	 Review constraints. 

5.8	 Identify needs for intersectoral cooperation .:lila present the 

problem and background information obtained thus far to the 
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District Develq>ment COIlIIlittee (DOC) for information and 

guidance. 

5.9 Systematically analyse resources available and consider 

various possible solutions to the problem(s). 

5.10 Work out a cost benefit analysis. 

5.11 Prioritize solutions according to resources available. 

5.12 Define gool(s) and formulate specific objectives and targets. 

5.13 Identify and review relevant performance standards. 

5.14 Develc.p activity time (GANI'T) chart. 

5.15 Develop work plan. 

5.18 Plan the evaluation. 

5.17 Develop an information system indicating specifically, 

method(s) of recording, retrieving and disseminating data. 

5.18 Prepare budget. 

5.19 Justify the budget. 

5.20 Plan the inplementation. 

5.21 Prepare a sumnary of the plan, not to exceed two typed 

pages. 

C6. TEACHING/LEARNING METHODS 
The organization of this course and the teaching and learning 

inherent in the method utilized has been in use many years and has 

included students from allover the world. The training partic
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ipants will, in a few weeks, join tt:~ ranks of those for whom the 
methods of planning and evaluation have been "~stfied" (to quote 

an alumnus of the course). 

'!be course will be absorbing and everyone will work very hard, but 

each participant will be launched on the road to scientific 

planning and evaluation. 

'!be key to success lies in active learning; in learning by doing. 

'!be course is practical-applications oriented. Participants cane 
to the training prograrrme with a real problem to address, and the 

course is designed to help solve it. 

Please reread all of the short parts of the "Te" section of the 

manual and the Table of Contents. Now focus on Figure 'lC-2, the 

Kenya Health Planning and Evaluation Course Schedule. 

During the first session on Monday morning, material in the "B" 

section of the manual will be reviewed and all will clearly 

understand the inportance of the District Health Management Teams 

in the new decentralization scheme and will better appreciate the 

need for effective planning and evaluation at the district level. 

In the second session, the participants will formally meet each 

other and learn about the problem assigned to each team to solve 

during the course. 

In the third session, the class will review and discuss in detail 

the "TC" section and canpare "active" task-oriented learning as 

contrasted to teaching by lecturing and "passive" learning. 

By the fourth session, everyone should have read the ~O CASE 

STUDY which is a model for what will be produced within less than 
two months. During this session the case stUdy will be analysed. 

Probably the single most useful item in this manual is section 

TC-S, the Planning Activities Checklist, (PAC). It is the guide 

followed in developing the Makutano case Study. It is a helpful 
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gUide to program and project development. The PAC also serves as 

the guide to the development of the "P" section units, each of 

which is the distilled essence of many books and papers which were 

reviewed by the planners of this course to extract those elements 

most useful to the District Health Planning Teams. 

In summary, the focus throughout the course is on practical problem 

solving. The Makutano case study serves as an exanple of how 

others dealt with a problem comparable to the one assigned to each 

team. A tested guide to solving the problem is provided, the 

Planning Activities Checklist. The component steps of planning and 

evaluation will be learned in connection with solving the assigned 

problems. The group is learning by doing. This is an example of 

"active" learning. Each team's "reward" is the satisfaction of 

seeing its plan unfold. Finally, each team will have the 

eXPerience of presenting its proposal and "selling" tee plan to its 

colleagues. Participants will also have practice in reviewing and 

critiquing other plans with the instructors assisting and 

canmenting. This final presentation will also be a kind of final 

exam. Altogether, the process will be stimUlating, exciting and 

very worthwhile. 
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CS1 SUMMARY-MAKUTANO HEALTH PLANNING CASE STUDY ... (C8-1) 
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CS· CASE STUDY
 

CS1. SUMMARY· MAKUTANO HEALTH PLANNING CASE STUDY
 
A case study focusing on the hypothetical, medically underserved 

area of Makutano has been prepared. The population size is 15,000, 

which is not large enough to justify a health centre and greater 

than that typically served by a rural dispensary. Health problems 

are many and resources few, a typical situation. The solution 

presented is the provision of a dispensary Type II with a 

cammunity-based outreach program involving organization of 

Cannunity Health Conmittees (CHC), training of COIII1\unity Health 

WOrkers (CHW) , and Traditional Birth Attendants (TBA) • All of 

these features are in line with the most recent Republic of Kenya 

health policy. 

Altogether, the case Study reviews virtually all aspects of the 

planning/evaluation prOl.:l:Ss. The case Study, together with the 

Planning Checklist, provide a guide to planning, and an example for 

District Health Planning Teams. 

CS2. CASE STUDY OUTLINE 
The following provides an outline of the materials presented in the 

case Study. 

2.1	 Planning Assignment
 

COmmunication from the PMO - the Makutano DMOH
 

2.2 Health Sector Analysis of Makutano Area 

a.	 Geographic Features
 

- Size
 

- Physical Characteristics
 

- Roads
 

- Rainfall
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b.	 Del!!?graphics
 
- Number of people
 
- Age 

- Distribution 

- Children/workers 

c.	 SOCial/Economic Description 
- Where wage earners are employe 
- Nature of econom¥ 
- Sources of income 

d.	 Health Problems 
- Mortality by age and sex 
- Morbidity by age and sex 
- Immunization status 

e.	 Health Services 

- MOH physical facilities 
Mobile health services 

- Traditional services 

2.3 Conltnllnts to Development 

2.4 Available Resources 

2.5 Intersectonll Implications 

2.6 Goals, ObJectives, and Targets 

2.7 Performance Standards 

2.8 ActlvltylTlme Chart 

2.9 Work Plan 

(CS-2l 



2.10 Evaluation Plan 

2.11 Information System 

2.12 Budget, Justlflcailon, and Cost Analysis 

2.13 Implementation Strategies 

:53. THE MAKUTANO HEALTH PLAN 

3.1 Planning Assignment 

File No. XX 1/3/79 

TO: District Medical Officer of Health 

RE: Makutano Area 

From the information available to this office it would appear that 
Makutano area, with a population of approximately 15,000, has no 
adequate health services. You are kindly requested to develop a 
plan for improvement of health services in the area. 

Due to the prevailing economic situation, we are not in a position 
to undertake major development. For instance, it is not possible 
to fund a hospital or health centre project. Annual recurrent 
budget will be limited to KSh2l0,000. 

Some capital co~~truction funds may be made available if an 
innovative plan for providing community health services to a 
maximum number of people in Makutano can be derived. 

Please sul:mit your proposal within 90 days. You are further 
requested to meet with the Provincial Health Planning Team in 30 
days from the date of this letter to report on progress and for any
necessary consultation. 

3.2 Health Sector Analysis of Makutano Area 

(See map on following page) 

a. Geographic Features 

1. This is a rural area of approximately 

Sabatia location, Magongo district. 
400 sq. krn. in 

It is 50krn. 
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A MAP OF MAKUTANO AREA
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south east of the district headquarters. 

2.	 Altitude - between 1000-1500 metres (3000-5000 ft.) 

sloping from north/northwest to east/southeast. 

3.	 Rainfall in the area averages 510nun. (20.5 inches) 

per year in the east and 75Ormn. (30 inches) per year 

in the west. There are two rainy seasons; long rains 

between March and May and short rain between 

september and November. 

4.	 Vegetation - Bushed grassland. 

5.	 Comnunication - There is a murram road (all weather) 

running from the north to the southeast of the 

western part of the area. In addition, there are two 

seasonal roads occasionally maintained by the 

Ministry of TransPOrt and COJTI'lUI1ications. There are 

a few rural access roads which are not well 

maintained by the local authority. River Ndow, 

which is seasonal, runs f rom north to south through 

the area. 

b.	 Peroographics 

The following characterizes the population of the area. 

1.	 Approximately 15,000, people of which about 70 

percent live on the fertile western part, while the 

rest (approximately 5,000) live on the drier eastern 

part of Makutano. 

2.	 Forty-eight percent of the people are dependent 

children under the age of 15 (7,000). 
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3.	 Twenty-two percent of the ~le are wanen between 
the ages of 15 uado49. 

4.	 Twenty percent of the peq>le are children under five 

years of age. 

5.	 Four percent of the people are over the age of 60 

years. 

c.	 Social/Economic 

The major.Lt;.j of the people live in family homesteads and 

are engaged in subsistence farming. About two percent 

(2%) of the people are ~loyed in formal sectors. An 

average of 20 percent adult males are away from the area 

at any given time. Surveys carried out in the past have 
indicated that on the average, incomes are low and that 

poverty is both pervasive and extensive. However, there 

is good potential for agricultural development. 

Presently, it is noted that there exists a timber 

industry and a coffee factory in the district west of the 

area, and there are limited opportuniti~s for emplOYment 

in public service. Because of a shortage of qualified, 

experienced teachers, the quality of education is poor 

and the literacy rate is low. 

d.	 Health Problems 

This area is characterized by a high infant mortality 

rate (estimated at over 120 per 1,000) and high maternal 

mortality. The crude death, and the crude birth rates 

are estimated to be 17 and 57 per 1,000 respectively, 

giving a natural growth rate of four percent. The life 

eXPeCtancy is currently 44 years. 

The common causes of ill-health include: pulmonary 

tuberculosis, malaria, malnutrition, diarrhoeal diseases, 

intestinal worms, measles, and acute respiratory 
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infections. However, immunization coverage of the six 
cOIllOOn diseases (poliomyelitis, measles, T.B., tetanus, 

whooping cough and diptheria) is about 15 percent. 

Ther0 are very few latrines, refuse pits or protected 

water sources. 

e.	 Health Services 

There exists one government dispensary located on the 

western boarder of the area adjacent to a main 

all-weather road. Additionally, a health centre is 

located about five kilometers from the border (of the 

area) on the main road. A corrmunity located about lOkIns. 

southeast of Makutano's southern border has constructed, 

on a self-help basis, a dispensary which the District 

Medical Officer of Health (DMOH) has opened as a service 

delive ry point (SDP) . These are the only accessible 

health delivery services for the community. 

The local population use and benefit from traditional 

healers, who include herbalists, bone-setters and 

sorcerers, just to mention a few. It is estimated that 

traditional birth attendants conduct most of the 

deliveries. Nevertheless, trere has been no attenpt to 

identify and assess the extent of their contribution to 

the health care delivery system. 

3.3 Constraints to Development 

The district health planners are faced with several major, 

but common constraints: 

a.	 Finance 

In view of the existing economic difficulties, the 

government is generally in short supply of both capital 

and recurrent funds. Equally, on account of low incomes, 

the majority of people are not able to raise adequate 

funds to provide health care on a self-help basis. 
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b.	 Manpower 
There is a shortage of skilled health workers required to 
staff health services above the health centre level. For 
instance, there are inadequate numbers of doctors, nurses 
and clinical officers. In addition, the workload in the 
Ministry of Works has grown to the extent that the 
available building experts camot be deployed to 
undertake major health development projects. 

c.	 Drugs, Equipnent, et;::. 

The scarcity of finances and manpower has generated other 

problems. Presently, there is an acute shortage of 
drugs, dressings, and equipment in health service 

institutions. Equally, the available drugs and equipment 
are not equitably distributed in the district. 

d.	 Environment 

The environmental conditions of the area pose a number of 
problens. 'll1e roads are poorly maintained and there is 

no bridge across River Ndow. During the dry seasons the 
river dries up. 

e.	 CUltural 

Some cultural beliefs hinder acceptance of conventional 
health services. causes of ill-health are more often 
than not attributed to witchcraft. 

4 AVIUlble Ae.ource. 

'!be following sWTmarizes the extent of basic resources now 
available to the DHPT: 
a.	 Finance
 

capital Expenditure: KSh 1,000,000
 

Recurrent Expenditure: KSh 200,000
 
Community-based Health care KSh 10,000 
'IDI'AL: KSh 1,210,000 
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b. Manpower 

Skilled - ~hree Enrolled Community Nurses 

- One Public Health Technician 

semi-Skilled - Two Patient Attendants 

~1Ckilled - Three subordinate staff 

c.	 Materials 

Any expansion of health services in the Makutano area 

will require substantial new inputs of drugs, supplies, 

furnishings and equipment. 

d.	 Community Participation 

A self-help comnittee has been established in the area. 

3.5 Intersectoral Implications 

TO improve health and welfare of the people there is need to 

collaborate with various government agencies and 

non-government organizations. The area has a high potential 

for agricultural development but, roads are poorly maintained 

and there is no bridge across River Ndovu making it difficult 

to IOOve agricultural products to the market. In addition, 

the illiteracy rate is high. These factors emphasize the 

need to involve Ministries of Agriculture, Transport and 

ColTmmications, and Education i.n a conprehensive coomunity 

development effort. In order to strengthen the eXisting 

self-help groups, inputs from the Ministry of Culture and 

Social Services and non-goverrunental organizations will be 

vital. 

3.6 Goals, ObJectives, and Targets 

Based on all of the information collected thus far (and 

described on pages CS4-7) , a plan to inprove and expand 

health services in Makutano has been developed. 

a.	 Goal 

"To	 improve preventive and curative health 

services east of River Ndovu in Makutano." 
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'!be	 objectives of the plan are listed below. 

b.	 Objectives 

1.	 To provide MCH-oriented preventive and curative 

health services, including immunization, health 

education, environmental sanitation, and water 

supply, family planning, pre- and post-natal 

services, improved delivery practices, simple 

curative services, and patient referral, when 
appropriate. 

Targets 

To attain 30 percent coverage of target 

population within 36 IOOnths of plan approval. 

To attain 60 percent coverage within 48 months of 

plan approval. 

2.	 To construct a rural dispensary Type II, on rural 

access road H in Makutano about five kilanetres east 
of River Ndovu. 

Targets 

Construction, furnishing and equipping to be 

completed within 30 IOOnths of plan approval. 

staffing with three enrolled conmunity nurses, 

one PUblic health technician, two patienl 

attendants and three subordinate staff to be 

completed within 34 IOOnths of plan approval. 

Medical supplies and instruments to be fUlly 

available within 34 IOOnths of plan approval. 

3.	 To organize a conmunity-based Harambee (self-help) 

outreach programne. (This is to be carried out by 

the dispensary staff with the help of the health 

centre staff.) 
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Targets 

TO identify five community clusters for satellite 
health services, each about four kilometers from 
the dispensary and surrounding the dispensary. 

TO organize comnunity health corrmittees in e:ach 
of the five comnunity clusters targeted for 
satellite services. 

TO identify felt health needs as well as local 
resources. 

TO identify one potential Community Health Worker 
(CHW) in each cluster. 

The first four targets to be conpleted within 38 

months of plan approval. 

TO train CHWs at the nearest health centre within 
36 months of plan approval. 

To	 give CHWs basic diagnostic tools and approved 

medications within 36 months of plan approval. 

4.	 To provide outreach services by the dispensary staff 
in each of the five satellite areas once in t\\U 
weeks, within 36 months of plan approval. 

5.	 To provide supervision and appropriate in-service 
training for the local CHW on the day of the visit of 
the Dispensary Team. TO initiate the same within 36 

months of plan approval. 

6.	 TO organize and supervise corranunity health oriented 
self-help activities, such as latrine construction, 
environmental clean-up and water supply improvement. 
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Targets 

Fifty percent of households to have latrines 

within 48 months of plan approval. 

Sixty percent of households to use pits for 

refuse disposal and sweep area around house daily 

within 48 months of plan approval. 

Twenty percent of households to have access to 

protected water sources within 48 months of plan 

approval. 

7.	 To plan, organize and inplement a family planning 

progranme integrated with the health care services 

am intersectoral coq:>erative efforts, such as with 

school teachers and agricultural extension workers. 

Targets 

Integrated Family Planning progranme to be fully 

operational within 36 mnths of plan approval. 

Family Planning services to be available to 75 

percent of the popUlation within 40 months of 

plan approval. 

TWenty percent of eligible couples in child 

bearing years to be actively practicing family 

planning within five years of plan approval. 

8.	 To organize and carry out a Traditional Birth 

Attendant (TBA) training scheme and at the same time, 

inform the conrnunity of the key elements of the TBA 

training. 

Targets 

The	 following targets to be operational within 40 

mnths of plan approval. 
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WOrking through conmunity health conmittees, 

identify all TBAs in the area. 

Advise TBAs on training programme and invite 

their participation. 

Provide training at the health centre. 

Training to irx:lude antenatal delivery and 

postnatal practices, nutrition education and 

family planning motivation. 

To arrange for resupply, supervision and needed 

in-service training (to be carried out by 

dispensary staff with a visit to each '1BA at 

least once in two months). 

3.7 Performlnce Standards 

Performance standards are useful tools for evaluating quality 

of health services being provided by health workers. This 

soould be objective, appropriate, reproducible and designed 

for all activities to be executed. The standards must be 

reviewed from time to time. 

For the proposed ne\\' dispensary in the Makutano area, steps 

for managing a patient with diarrhoea have been developed. 

They form the basis for Figure CS-I: PATIENT CARE EVALUATION 

FORM, which focuses on pediatric diarrhoea. Evaluators are 

to use this form to measure actual performance of the 

dispensary staff against stated expected performance level. 

This will provide the basis for measuring staff performance. 

Figure CS-I also provides an example and model for evaluation 

of other conditions or procedures. 
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Flgu... C5-1 P.tlent c.... Ev.lultlon Form 

gual1ty are plan or a child pr_nt ng w El',u.rr_ to a ~ry. 

Below are a .t of que.tiona alii/or .xpecttll! ex.nation p rea which 
alrluld be arrled out on ....ry patient pr.88Ill:UlIJ with dlarrhoea at a 
dll1*\Mry. "accr. la awarded tor e...rv colnt .. lndlated. 

Intor-tlon Needed!Actlvlty 
(Criteria) 

~ ot Petlent 

Peti.nta a.p. IbIDr 

Date 

~ ot Arrival 

Iddreu 

MotIwr ~tlon 

Age ot Qlild 

IIIllght or Qlild 

Who looka att.r child: 

IIothar 

Baby 51tt.r 

Method at FHd1!!1 

Bottl. 

~. spoon 

Bc...t 

Illlwaa 
iTliIirrhoee - 1t yea 

m-tliiratlon  1 day 

lUI OIaract.rlatlca at Stool 

- Watery 

- Blood 5talnad 

- Any other 

(Ul) Frequency - 3 tlJllla ln 12 hra. 

- 1IlllC. than 3 t!Joea ln 
12 hra. 

b) YalitlBJ 

111 D.lcation - 1 day 

- more than 1 day 

(UI Frequency - Atter teed 

- BetlMen feed. 

c ) ~ 

(1) '1'eqleratur. - Honnal 

(UI - SUb-nonnal 

- IlilJh 

(Ul1 other ~C11 

dI Kicturatlon lLaat Tl... ) 

(1) Hore than last 6 hours 

IU) Hore than last 12 hours 

•) I'hyslcal Slqna 

111 Fontanelle - Sunken 

- Hot Bunken 

(11) Huoous _rane - Ory 

- ttlt dry 

(111) Skln - Elast1c 

- lnelastlc 

0 
0 

0 
0 
0 

0 
0 
0 
0 
0 
0 

0 

0 
D 
0 
0 

D 
D 
D 
0 

D 
D 

CJ 
CJ 
CJ 
D 
CJ 
CJ 

~ 
Pertorance 
IAvel (1Il.n1
_, at 
cuea WhIr. 
queadon 
Ilrluld be 
..ked or 
llCtivlty 
carrled out.) 

90 

90 

90 

90 

80 

95 

80 

90 

90 

95 

95 

90 

90 

90 

75 

95 

80 

90 

90 

80 

90 

80 

80 

75 

75 

a-rved, 
Actual 
PertorMnOe 
Lawl 
(Por eech aae 
cmck it ....
tlon wu ..ked 
orp~re 

ardell out.)

• 'nItal all the checka for each cateqory ar>J cClll'o're with total caseS Deen to 
obtaln a percentlllle flgure of ·Actual Perfotll\lnce Level.· Thls ls then 
COIpOred wlth •Expected•• 
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3.8 Activity/Time Ch.rt 
All of the major activities that will be involved in 

developing the progranme have been analysed. The activities 

are first presented in narrative form and then in the form of 

a chart. The first major steps are: 

a.	 Planning assignment received from the Provincial Medical 

Officer (PK:». 

b.	 Planning proposal formulated and subnitted to PK:>. 

c.	 Consultation between District and Provincial Health 

Planning Teams to discuss proposals. 

d.	 Plan proposal su1:Jnitted to DOC for approval. 

e.	 Plan proposal subnitted to Poc. 

f.	 Approved plan submitted to MOH headquarters for approval. 

g.	 Plan subnitted to the Ministries of Economic Planning and 

Finance for prioritizing and resource allocation. 

h.	 Plan approved by Parliament and fuoos allocated. 

i.	 Approved plan, inclUding a MOH Brief received by the PK:> 

and DHPT, indicating that the programme may proceed. 

Furthermore, it should be noted that the activities to be 

undertaken in the next five (5) years once funds are 

available have been formulated. '!he next step in this 

process is the development of an Activity/Time Chart, using 

the GANI'I'* method as shown in Figure CS-2. 

The GANIT format for organizing and describing planned activities was 
orginally developed by a planner named Gantt. The method is now widely 
used by all types of programme/project planners. 
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Figure C5-2 ActlvltylTlme Chlrt-Mlkutlno He~lth Project 

1. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 

9. 

Project Approved 

Project ProgrlUlllle/Brief 
Sut:mitted to /Oi. 

Sketch Design 
(lUi) 

project Design Approved 
by PDf. 

Detailed Sketch WOrks, 
Drawings (lUi) 

preparation of Bills of 
Quantities (/Oi) 

Project Tendering and 
Evaluation (/Oi) 

Project AcceptaI¥:e (II)H) 

Construction WOrk 

I 

Year 1 

I 

• 
• 
-
• 
• 

I 

Year 2 

OORATIOO 

Year 3 Year 4 Year 5 

10. 

11. 

Project camdssioning 
(equipment, staff, finance 
and drugs) 

DifPeflSClry q:,erates 

• 

12. 
12.1. 
12.2. 

Evaluation 
Design and Construction 
Health service q:,eration 

13. 
13.1. 

13.2. 

13.3. 

13.4. 

CamIlnity Based Health care 
Formation of CamIlnity
Health camdttees 
Identification and Training of: 

a. OIWs 
b. 'mAs 

Identification of Community
Health Station by CamlJnmity 

Implementation q:,eration of: 
a. COmmunity Based Health services 

b. CH/FP 

-- ••... 
14. service, Evaluation 

(supervision), on the 
job training, and 
re-supply. 

Key i-Site meetings 
- PMOs safari visits 
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The Activity/Time Chart is constructed to show the 
administrative and technical processes to be undertaken to 

implement capital building works and opening of a dispensary 

facility. The process encompasses facility planning, 
administration and evaluation that will be initiated 
immediately upon approval of the programme. 

Project execution commences with receipt of a brief on 
functional content and operational procedures prepared by the 
Ministry of Health, following fund allocation. 

A Project Planning Team canposed of representatives f rom the 

Ministry of Works and Ministry of Health is to be formed to 

coordinate the implementation plan. The Team will meet 
regularly to monitor construction works and other 
preparations. This includes regular site meetings by MOO, 

PHPT, DHPI' and MCM. At the same time, the PHPT and DHl?T will 

be arranging the commissioning of the facility. It should be 

noted that sane of the activities depicted on the chart may 
have to run concurrently. 

The DHPI' will introduce the concept of comrnunity-based health 

care to the Makutano community through public meetings, with 
an aim of winning comnunity participation in the improvement 
of its own health. The MOH and other related sectoral 

agencies will also play a facilitating role. 

The Activity/Time Chart conveys the entire process in a 
glance. 
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3.9 Work Pltn 
a.	 Pro ject Approval 

This stage is reached when the health planning process 

has been canpleted (i. e. , starting from the planning 

assignment by the PloD to approval by the Parliament and 
( 

subsequently handed over to the Ministry of Health). The 

project is approved by the MOH for irrplementation by the 

District Health Planning Team. 

b.	 Project Progranrne and Brief Sul:mi.L:ted to MGl 

A Project Su1:Jni.ssion Sheet (FSS) which stipUlates the 

nature of the construction project, is submitted to the 

MOO. The MOO also provides a detailed brief indicating 

specific components (location, project's physical layout) 

which enables the project architect to prepare a sketch 

design. 

c.	 Project Sketch Design by ~Cli 

Project architects prepare a sketch design based on brief 

sul:mi.tted by loDH. 

d.	 Project Sketch Design Approved (f«)H) 

The sketch design is submitted to the f«)H' s project 

Development Corranittee which studies the design and makes 

appropriate recorrmendations, if any, on operational 

layout. The project Development Committee represents the 

views of the ultimate users of the project. 

e.	 Detailed Work Drawings (M)W) 

This is a detailed operational architectural design 

specifying actual physical components of the project 

(drainage, electrical, mechanical, landscaping, 

measurements, etc.). 

f.	 Preparation of Bills of Quantity 

This is a purely project costing activity by Quantity 

Surveyors providing an estimate of capital expenditures. 
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g.	 Project Tendering and Evaluation (In'l) 

Tenders are invited from qualified and registered 

building contractors to be submitted within a specified 

period. In some cases, and depending on the cost 

involved, a project may be negotiated with selected 

contractors without the normal procedure of open 

tenders. Tenders are awarded to a conpetent building 
contractor. 

h.	 Project Acceptance ("1OH) 

The Permanent Secretary, MOH, enters into legal 

contractual agreement with the selected contractor. 

i.	 Construction WOrk 

Construction of dispensary Type II is started and 

completed within a legally stipulated time period. 

j.	 Project COmmissioning 

This process starts from the briefing stage through 

actual construction work to the time the dispensary is 

operational. It involves procurement of furniture, 

equipment and drugs, recruitment and deployment of needed 

personnel and appropriation of recurrent funds. 

k.	 Dispensary Operates 

Health services are provided at the dispensary. 

1.	 Evaluation 

1. Design	 and Construction 
TO ensure that project design and construction is 

accomplished to the satisfaction of the MOH, PHPT, 

DHPT and health workers at the Rural Health Unit 

Headquarters. It involves, interalia, site meetings 

and liability period. 

2. Health Services Operation 

TO ensure that all operating procedures in health care 

delivery as spelled in objectives and targets are 
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accorr.plished. This includes develcpnent of performance 

standards, and a cost benefit analysis. 

m.	 Formation of eatrnunity Health COJ'IJ'!littees 

'!be Assistant Olief of the area is contacted and the 

corx:ept of c.:anmunity-based health care is discussed with 

him. He arranges a series of meetlngs with the people of 

the area to discuss and agree on the format for 

establishing CoJIlllJnity Health camdttees. '!be COJ11ni.ttees 

are charged with the following functions: 

1.	 Identification of health problems and suggesting 

appropriate solutions. 

2.	 Organizing self-help activities. 

Exanple:	 Problem
 

Bad water source.
 

SOlution 

Organize self-help fum ralslng to protect 

water source with technical guidance by the 

public health technician at the dispensary. 

3.	 Identifying Community Health Worker (CHW) candidates. 

4.	 PrOViding adrrdnistrative supervision to CHWs. 

5.	 Responsible for generating funds for CHWs. 

n.	 Identification and Training of staff 

1.	 Conllllnity Health Workers (CHWs) 

ColTlTl1Jlity Health Corranittees are responsible for 

identifying· and selecting CHWs. Guidelines for 

selection of CHWs are discussed with the conmittees, 

taking into consideration such factors as marital 

status, involvement in cOll1Tlunity activities, social 

status, education level, occupation, etc. 
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selected CHWs are traine9 at the nearest health 

centre. Topics to be covered in th\~ course include 

environmental sanitation (housing, construction and 

use of latrines, refuse disposal, protection of water 

sources, etc.), nutrition (inportance of balanced 

diet, what foods to grow in gardens), identification 

and treatment of simple health problems such as 

fever, diarrhoea, cut wounds, information on family 

planning and its inQ?ortance, and sinple methods of 

comnunication techniques (health education). The 

training programme will be conducted yearly. 

2.	 Traditional Birth Attendants (TBAs) 

The Corranunity Health CoJTInittees also identify and 

select TBAs. TBAs are trained at the health centre. 

The training is geared towards improving their 

performance. Areas to be covered include: 

recognizing antenatal cases at risk, observation of 

c1c~mliness and care of the cord while conducting a 

delivery, proper feeding during pregnancy and 

postnatally, information on family planning and its 

inp:>rtance, etc. Before and during training, the 

TBAs ' communities are informed of the purpose for the 

training and the need for them to accord necessary 

recognition to the trained TBAs. 

o.	 Identification of Community Health Stations 

Five sites are to be identified at which dispensary staff 

will conduct mobile clinics every two weeks. Corranunity 

Health Committees are expected to identify buildings for 

such services. 

p.	 Implementation of Services 

1.	 Community-Based Health Services 

Once CHWs and TBAs have been trained, the role of 

Community Health Cornmittees spelled out, communities 

have been made aware of the community-based health 
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care, and CHWs and 'mAs have been supplied with all 

necessary equipnent/drugs, the progranme will be 

launched and work carmences. Health needs are to be 

identified and appropriate remedial measures 

instituted by the COrrmittees on a continuous basis. 

Dispensary staff will visit the communities every two 

weeks to supervise, provide on-the-job training, 

bring supplies to CHWs and TBAs, and conduct roobile 

health services. Where funds are required to solve 

identified health problem(s), community health 

carmittees may raise funds through self-help 

(Harantlee). Technical guidance will be provided by 

the dispensary staff as and when required. 

2.	 MgVFP 

Equipment and drugs for Maternal Child Health/Family 

Planning (Maf/FP) services will be made available at 

the dispensary. During roobile health clinics 

dispensary staff will provide MCVFP services. CHWs 

and TBAs will provide appropriate information about 

MCH/FP to clients. They will also treat minor 
ailments aroong mothers and children. TBAs will 

conduct deliveries. 

a.	 service Evaluation 

Dispensary staff will conduct regUlar supervisory 

visits. During these visits they will ensure 

that objectives and goals as pre-oriellted are 

being accorrplished. '!he health centre staff and 

DHPr will conduct regUlar visits to Makutano to 

evaluate the programme and provide necessary 

assistance to dispensary staff and the 

cOItlll1nities. 

3.10 EVlluetlon Plln 
nle DBPI' reccgnized that, at the time of developing a health 

plan, it was also important to think of an evaluation plan. 
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This foresight enables the DHPT to visualize in a better way 

what the project intends to achieve and how those 

achievements can be measured. Below, is an outline of the 

Evaluation Plan develoPed by the DHPT. 

a.	 Existing Baseline Data 

This data will help the health staff to determine health 

status before the start of the project. '!he data might 

already exist. Sane of the already existing baseline 

data are: 

1. DeJoographic - High infant mortality, estimated 

at over 120 per 1000 

- High maternal mortality 

- Crude birth and death rates 

estimated to be 57 and 17 per 
1,000 respectively 

- Growth rate of 4 percent. 

2.	 Morbidity data - (see Health sector Analysis, 

Section CS3.2) 

3.	 Health Problems - Health units not easily 

accessible to the population. 

(see Section CS 3. 2d) 

4.	 TBA Services - Conduct most of the deliveries. 

5.	 Social/Economic 

Factors	 - Low incomes and poverty are 

both pervasive and extensive. 

b.	 New Data Required 

Some baseline data which will be needed to evaluate some 

targets, are not included in the existing data. There 

will proLably be a need to carry out a sinple Makutano 

community diagnosis to determine additional data 

I 
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required. These data will enable the staff to reflect on 

the progress being made on their specific objectives and 

targets. However, it should be stressed that a carmunity 

diagnosis should be follCMed i.rrrnediately by provision of 

health services. Once the camunity is asked about its 

problems aoo needs, expectations regarding a response to 

those needs will be raised. A community diagnosis 

should, therefore, be carefully planned to coincide with 

the carmencement of services. 

The	 following information will probably be useful: 

1.	 '!be conmunity's knowledge and attitudes tCMards the 

practice of family planning. 

2.	 Environmental sanitation - estimates on how many 

households own latrines, nwnber of protected water 

sources within the community, proportion of 

households having kitchens, gardens, etc. 

3• Ccrrmunity Resources 

Are there any organized groups within the area? 

If so, types of groups, their roles and estimated 

effectiveness. 

Indication on how many TBAs there are, their 

role, quality of their services, their support 
system, etc. 

4.	 Nutrition information - Proportion of the population 

that is currently covered by the existing health 

services, nutrition programme, etc. 

Continuous Project Evaluation 

1.	 Statistical Monitoring 

Information generated by service statistics should be 
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corrpiled, analyse6 'nd utilized to assess performance 

of sane activities (e.g., family planning acceptors, 

immunizations, etc.) 

2.	 Monthly Meetings 

Monthly meetings should be held with health centre 

staff to review project progress and plan for the 

next IOOnth. Each staff member involved in the 

project should give a progress report on specific 

activities for which he/she is responsible. The 

report, where possible, should include intersectoral 

cocperation. Where problems are mentioned, 

individuals should be encouraged to state how they 

should deal with (or request assistance to solve) the 

problem. A clear, task-oriented plan for the next 

month should be worked out, SPecifying the duties to 

be carried out by the team members. 

3.	 Progress Reports 

Quarterly progress reports that reflect on the 

activities and objectives/targets of the projects 

should be prepared. Guidelines on activity reporting 

should be develOPed. 

At the end of each year, a report along the same 

lines of the quarterly reports should be prepared. 

d.	 Periodic Project Evaluations: Supervisory Visits 
1.	 Dispensary staff responsible for TBAs and CHWs should 

periodically check on the work of these cadres and 

prepare reports. (Each TBA should be visited once 

every month.) These reports might be used for 

organizing ongoing training for these cadres. 

2.	 The health centre team should periodically make 
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quality check visits. It should examine sauples of 
the health infoDllation forms and dispensary/clinical 

procedures that have been established, and determine 

how well they are being followed. 

If there are problems, there should be a meeting to 

look into ways of solving them iJmlediately. (see 

also the Health Information System, and Performance 
Standards. ) 

3.	 If possible, the provincial team should make an on 

site visit once a year. This visit might be 

considered as a periodic external evaluation. 

Feedback should be given to DHPT, health centre and 
dispensary staff. 

e.	 Documentation of Cormunity-Based Activities 

Information on key activities within the community should 

be periodically gathered, for eXaIlq)le: 

1.	 Identification and formation of Health Village 

Comnittees, their frequency of meeting and 

effectiveness of functioning. 

2.	 TBAs - their characteristics, experience, content 

covered during training, etc. 

3.	 CHWs - their characteristics, recruitment process, 
activities performed, perfoImance, etc. 

f.	 Managing the Ongoing Evaluation 

The evaluation plan should be reviewed before the 

implemtation of the project. A health centre staff 

member will be· identified to make sure that the various 
planned evaluations are being executed. Procedures set 

will continuously be reviewed after six months to make 

sure that they are appropriate and acceptable. 
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g.	 Planning the Final Evaluation 

In consultation with t.he provincial team, the district 

team will plan the final evaluation six IOOnths before the 

end of the project. The DHPl' will carry out the final 

evaluation. 

Evaluation results will be made available to relevant 

authorities - PHPT, MOH Headquarters, DOC, conmunity 

leaders, politicians, opinion leaders, etc. 

A one	 day, multi-sectoral seminar at the district level 

will be organized by the DHPl' to discuss evaluation 

results. 

Plans	 will be made for future directions of the project. 

3.11	 Informltlon System 

In order for the Makutano DHPl' and staff to determine the 

progress being made or to improve the services am 
effectively serve the comnunity, there is a need to have a 

built-in information system. Information can be obtained 

from the already existing Ministry of Health service 

statistics (information that is collected routinely), or new 

ways developed/designed to gather data before and during the 

project. 

a.	 Existing Data 

SOme of the information needed for supervision, 

administration, planning and evaluation, will be obtained 

from the already existing service statistics within the 

Ministry of Health. Data on MCH and Family Planning 

attendances/acceptors, general disease diagnosis, 

treatment and characteristics of the patients are already 

being collected. However, there will be a need to check 

on how well the data are being recorded and kept. 
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Various forms for collecting this information have 

already been designed. However, a review of the forms 
might be necessary. 

b. New	 Data 

Information collected during the community diagnosis will 

facilitate organization and orientation of the village 

health carmittees, recruitment and training of CHWs and 

'!'BAs and planning of environmental progranmes. 

Information might include: 

1.	 Common diseases within the community. 

2.	 Environmental health sanitation activities.
 

Number of latrines built
 

Number of protected water sources
 

Number of Kitchen gardens started, etc.
 

Number of deliveries conducted by TBAs
 

- Number of normal deliveries
 

- Number of referred cases
 

3.	 Family planning motivation. 

4.	 Felt health needs, including medical problems. 

5.	 Number of other cases referred to health centre. 

6.	 Identification of TBAs, health leaders who might 

become members of the village health committee and 
potential eHWs. 

The health staff will then endeavor to effectively use 

all of the information collected in order to facilitate 

planning, effective training, good service delivery and 

evaluation. 
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3.12 Budget, Justification, and Cost Analysis 
'!be plan includes a carefully thought out budget plus a 

justification, including cost analysis of the funds 

requested. Table CS-l shows the budget statement. 

The	 budget request is divided as follows: 

a.	 Development Budget 

A sum of KShl,OOO,OOO under Development expenditure, is 

required for land acquisition, construction and 

procurement of furniture and equipment of the proposed 

dispensary facility. foDW will design and supervise the 

standard of construction right up to the operation 

stage. A sum of KSh130,OOO (or 13% of the project cost) 

will be paid as professional fees to the MOW. The actual 

construction of the facility building is estimated to 

cost KSh750,OOO. Further, KShl20,OOO (or 12%) of the 

funds will be utilized to procure furniture and equipment 

essential for the operation of health services. The 

contract agreement has an additional 75 percent added to 

allow for price escalation on building materials during 
the	 course of the contract period. 

b.	 Recurrent Budget 

It is planned that construction work will last for a 

period not exceeding one calender year. This implies 

that the facility will be opened to provide health 

services at the commencement of the next financial year. 

It is estimated that a sum of KSh200,OOO will be required 

for operating expenses, that is to meet recurrent costs 

on staff salaries and allowances, training, drugs, 

transportation and miscellaneous expenses. 

c.	 Conm.mity-Based Health care (CBHC) 

The Ministry of Health recognizes that good health is first 

and foremost the responsibility of the individual, and 
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Table CS01 Budget-Makutano Health Project 

A. DevelC£!!!E!nt 

( i) Professional fees	 KSh 130,000 

( ii) Construction works of dispensary KSh 750,000 
(iii)	 Furniture &Equipment KSh 120,000 

'lUl'AL KSh 1,000,000 

B. Recurrent 

1- Personal Emoluments	 KSh 100,000 

2. Allowances	 KSh 3,000 
3. Uniforms	 KSh 3,500 

4. Training (inservice)	 KSh 1,500 

5. Supplies	 KSh 20,000 

6. Miscellaneous/Other	 KSh 12,000 

7. Drugs	 KSh 20,000 

8. Fuel	 KSh 10,000 

9.	 Transportation KSh 10,000 

'lUl'AL KSh 200,000 

C. Corrmunity-Based Health care 

( i) TBAs - Training,	 Ek;Iuipment Supplies KSh 2,000 

( ii) CHWs - Training,	 Equipment and Supplies KSh 2,000 

(iii) Self-help Grants (Miscellaneous) KSh 4,000 

( iv) Family Planning	 KSh 1,000 

(	 v) Health Education KSh 1,000 

T<1l'AL KSh 10,000 

T<1l'AL ALLOCATION KSh	 1,210,000 
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secondly, that traditional healers have a contribution to 
make both to cure diseases and i.Irprove health. In this 

regard, some limited funds not exceeding KShlO, 000 will be 

allocated during the first financial year to carry out a 

pilot prograrrme on conmunity-based health care, in the area 

of health educat~on, family planning, training of CHWs am 

'l'BAs, and miscellaneous grants to supplement self-help 

programmes. It is emphasized that voted funds are 

supplementary to local resources and that by and large CBHC 

will be generated from local sources. 

3.13 Implementation Strategies 

In early December, 1982, the DMOH for Magongo District 

received communication from the MOH that the Makutano Health 

,Project	 had been approved. Figure CS-3 is a copy of the 

authorization letter. 

Word of the good news began to spread very quickly, but many 

people - particularly those in the conmunity - were not sure 

how this new activity would affect them personally (e.g., 

what they could expect from the new health facilities, and 

What, in turn, would be expected of them). Clearly, much 

organizing and preparatory work needed to be done before the 

project could become fully implemented. 

For instance, the PMO will need to make sure that the DHPT is 

taking "he necessary steps to assemble the staff for the 

dispensary. A careful selection process is inportant to 

facilitate the work (especially the community outreach 
aspects), and to minimize frequent transfers out of the area. 

At the community level, the first step is to form the 

cOlTUnunity health committees and to orient them. Next, the 

district health team together with the dispensary staff will 

need to plan how they can involve the community in 
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identifying the TBAs and CHWs who will be trained. The DHPT 
will also need to guide the health centre and dispensary 
staff on how best to carry out the training of the CHWs and 
'!BAs. Procedures for procurement of drugs and equi~nt. for 
the dispensary will need to be made clear to the DHPT, health 
centre and dispensary staffs. The district team should also 
clearly indicate the criteria and procedures for supervision 
and evaluation. And finally, it will be necessary to 
orient/train the dispensary staff in community work as called 
for in the plan, prior to their posting. 
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Figure C8-3 Authorization Letter-Makutano Health Project 

File No. XX/l/3/79 

TO: District Medical Officer of Health 

Authorization for Makutano Health Project: 

Your proposal for funding of a Health Project in Makutano has 

been approved by Parliament. Total funds available for 

capital development (construction of buildings) plus the 

purchase of equipment is KShl, 210,000. It is further 

estimated that the recurrent expenses during the first year 

iocluding some specifically identified corrmunity health 

services will account for another KSh230,OOO. 

A friendly external donor agent has agreed in principle to 

meet 80 percent of the cc~':.tal developrrent cost from its 

microproject funds, leaving the Government of Kenya to meet 

the balance of 20 percent. 

It is further agreed that the future recurrent costs will be 

met by the Government of Kenya. 

You are requested to identify a suitable site for the project, 

and proceed with your implementation pLans. 

PMO 

Any Province 

December 3, 1982 
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p. PLANNING, IMPLEMENTATION, A~D EVALUATION PRINCIPLES AND 
GUIDELINES 

P1. PLANNING-THE VALUE OF THEORY AND DEFINITIONS 

1.1 Introduction 

Politicians, finance officials, and health managers faced 

with mounting pressure from growing numbers of people to 

provide modern health services in the twin jaws of inflation 

and recession are increasingly demanding rational planning. 

Increased numbers of effective, rational health planners are 

needed. In order to meet the demand for health planners, 

educators of these planners see the need for development of 

rational planning theory. This is needed so that health 

planners can have their own scientific basis and body of 

knowledge to assist them in what they do, and to help sell 

their plans to the public, politicians, and finance officials. 

Planning theory is necessary in order to develop the type of 

rigor and scientific discipline demanded of planners today. 

Though entire books and many articles have been written about 

planning theory, a number of practical, useful summary 

statements can be made. First of all, it is irrportant for 

the planner to appreciate that there are a number of theories 

of planning and that no one theoretical approach may be 

totally .applicable to a specific health planning 

environment. However, a knowledge of the various theories 

can assist the health planner in identifying an approach 

which suits the requirements of a particular planning task. 

1.2 Theories of PlannIng 

Planning theories are roostly concerned with planners 

understanding themselves and the environments in which they 

operate. For example, when a District Health Planning Team 

has a clear understanding of how the Provincial Health 

Planning Team functions, as well as how central planners 

function~ it is in a better position to develop plans which 

will be well received. 
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Leading theories of planning can be categorized into three 

groups, each having two extremes. 

a.	 Cooceptually-Based Planning 

1.	 Rational/CoIlJ?rehensive (Also sometimes called 

wAdministration DefinedW) - In this JOOdel, central 

progranrne planners usually feel they have considered 

every alternative and that the solution put forth is 

the most workable. The entire wavailable action 

spacew has been considered and the solution derived 

from an exhaustive definition of the problem to be 

solved. 

2.	 Disjointed/Incrementalist Planning (Also called 

werrpirical w or wpractical/experience-basedW) - All 

possibilities are not explored and defined. The 

total Waction-spacew is not known. Each planning 

group functions quite independently. There is no 

rigid master plan. The Waction spacew is ill-defined 

and not exhausted. 

b.	 Policy-Based Planning 

1.	 Blueprint - The planning agency for a given project 

feels every detail has been plann~ for with 

certainty. The classic model is that of a carefully 

designed bridge construction project where the 

designers feel every possibility has been considered 

and will permit no local deviation from their plans. 

They are not concerned with the total Waction space,w 

but for their project, feel they have considered 

everything and have the ideal plan. Irrplementing 

workers only follow orders. 

2.	 Process - Irrplementation of plans is flexible and can 

be adapted during implementation if new and 

encouraging information indicates that such a change 

is desirable. 
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c.	 Management-Based Planning 

1.	 Normative - This is a style or mode whereby the 

limits of action for a given planning group are 

defined, usually by a central pl~ing body. The 

subsidiary planning teams, such as District Health 

Planning Teams in Kenya, are given goals or 

objectives, setting limits to the freedom of the 

DHPT. These limits of action or "limiting the action 

space" are made in a decision process and can be 

changed as the need may arise. 

2.	 Functional - A style or mode of planning whereby the 

limits of action are not defined. 

--~.~ 
All organizations present some combination of the above 

described characteristics. However, there is no hard-fast 

rule as to which pattern or mode should be used in a given 

situation. Some highly centraliZed, rigid, doctrinaire 

regimes can be characterized as highly "rational/ 

canprehensive," "blueprint," and extremely "nonnative." In 

other words, central planners seek to plan in all areas and 

in every detail. In this example, there is no local 

initiative or local change allowed in procedures as 

prescribed. At the other extreme would be a totally 

laissez-faire economY where there is no central planning; 

where no one looks at the whole (total action space not 

defined); and, where each planning group has a narrow 

perSPeCtive ("disjointed/incrementalist" or "enpirical") and 

feels free to change plans as conditions may warrant, without 

referring to any higher authority. 

An understanding of these concepts presented very briefly 

will help Kenyan planners work out the "golden middle 

ground." Most will agree that some centralized review of all 

health related problems and "definitions of the action space" 

is desirable. 
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Since, Kenya is firmly conunitted to developing local 

initiative and encouraging a measure of "empirical 
approaches," the question is now to find an optimal balance. 

1.3 D.flnltlonl of Plennlng 

As there are different theories of planning, there are 
various definitions of planning. This is also consistent 
with the social science background of planning. 

~1e definition characterizes planning as the rational art and 
technique by which a planner analyses problems and needs, 
resources and constraints; sets goals and objectives; 
considers alternative courses of action; and selects a course 

of action for the attairunent of the goals and objectives 

selected which maximizes the likelihood of their attairunent. 

~lternatively, the teom planning may be used to refer to the 
process of deciding in what way the future may became better 
than the present, what changes are necessary to help bring 

about the desired inprovements, and how these changes can be 
implemented and executed. 

P2. PROBLEMS, NEEDS, WANTS, AND DEMAND 

2.1	 O.flnltlonl 

The terms, "problems," "needs," "wants," and "demand," are 
constantly being used by many people, including planners. 
Unfortunately, these terms are used in different ways by 
different people to the confusion of all. For our purposes, 

in health planning the following standard definitions are 
suggested: 

Problem: a. A perplexing question or situation. 

b. A question proposed for solution. 

Need: The lack of anything requisite, desired, or 
useful. This may be objective or subjective. 
Needs may be determined by individuals external 
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to a community or by families or individuals in 

the comnunity and are then called -felt needs.

want:	 What people would like, a desire. This is 

highly subjective. 

Demand:	 A want plus the money to pay for the want. (Le., 

what people say they 'want' and are ~illing to 

pay for). This is the economist's definition of 

demand. 

2.2 Nuda .nd W.ntl 

·Needs· and ·wants· are terms often used interchangeably but 

strictly speaking are different. Considering the fooner, the 

first question which should be asked when the issue of 

-needs· is brought up is, ·Needs according to whom?· 

To aid understanding of the concept of ·needs,· visualize a 

rural caranunity of 500 people. Also, for purposes of the 

present discussion, only health needs are considered. At any 

given tirrle in any comnunity there is a certain amount of 

acute and chronic illness. There are uncorrected eye 

problems which could be helped by prcper eyeglasses. There 

are hearing problems which could be corrected by middle ear 

surgery and/or a hearing aid. There may be dental problems 

which could be corrected by a dentist. There are irranunized 

or partially inmunized individuals. There will be anaemia 

and perhaps a mild degree of malnutrition. There may be 

those who are not feeling well due to intestinal parasites. 

There may be a child with a paralyzed limb due to paralytic 

polio who could be helped by a prosthesis and SPecial 

training. There may be young women unable to get pregnant 

because of a low grade pelvic infection. There may be 

families with chronic diarrhoea due to a contaminated water 

supply, etc. The point is, there are more needs than are 

documented and even if they were all known, not all could be 
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dealt with. This is all backgound for a hierarchical scheme 

for analyzing and understanding needs. 

The following describes ways in which needs might be 

conceptualized: 

B.	 The universe of all health needs of a popUlation. This 

is never really known. 

b.	 Health needs of a coITltlunity as docwnented by a 

sophisticated expert survey which includes environmental 

studies including such items as water testing, parasite 

vector studies, etc.; and also includes careful medical 

examination of the citizens, both physical examinations 

and laboratory studies, and such tests as electro

cardiograms. It is appreciated that it would be a rare 

situation where all of this can be done. The point to be 

made is that the more one employs the sophisticated 

techniques to search for needs the more one finds will be 

urx:overed. These will be fewer than in a. 

c.	 Health needs according to local health experts based on 

day-to-day experience, but not with the benefit of the 

costly studies mentioned in b., will reveal few needs. 

d.	 Health needs according to an intelligent village 

headman. This will represent one version of "felt needs." 

e.	 A not very intelligent villager who takes for granted his 

chronic diarrhoea and moderate malnutrition in children, 

may only express a "need" for the treatment of such 

maladies like frequent cuts and something for his 

arthritis. 

f.	 Finally, there may be those who are only interested, for 

example, in better tasting water. 
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Each individual or group will be speaking of wneedsw of the 

sane village, each will be correct from their perspective, 

and each will have a different statement of needs. 

'lberefore, the health planner must carefully distinguish who 

is the source of information about health needs, how was this 

information collected, and finally, how reliable is the 

information. 

2.3 Wants and Demand 

In the same village as in the exanple above, the people may 

state certain needs but when asked what they wwant, W will 

present a slightly different list. 

When asked what they are willing to pay for, something quite 

different may emerge. It is a want backed-up with money 

which translates into effective demand. What people are able 

and willing to pay for is the real want which the economists 

call wdemand. w (we ignore the lay definition of wdemandw as 

anything requested by the people). 

There is a famous case study of a corrmunity which was 

promised a sum of money by a private foundation for a health 

project provided the corrmunity, with the help of the local 

health authorities, would conduct a health survey, identify 

needs, discuss alternatives, set priorities, and formulate a 

plan which included a strong corrmunity self-help conponent. 

The community wisely decided that the single JOOst i.np)rtant 

measure to irrprove the health of the corrmunity was to irrprove 

the water supply, and worked out a plan whereby village 

labour would be used to protect the spring and pond on a hill 

above the village which could become the chief water supply. 

Community volunteer worker~ ~~uld dig a trench in which pipes 

would bring the water to " series of strategically located 

distribution points to replace open ditches currently in 

use. Outside money would be needed for pipes, taps, and some 

cement. The foundation gave the requested sum to the village 
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council on the basis of the very fine, detailed, realistic 

plan. 

Six months later when the foundation representative returned 

with a photographer, he found the water situation unchanged 

but a wonderful soccer field and a smiling team in 

distinctive new uniforms. Though the community ·wanted· an 

in'proved water supply, the effective demand or demand (where 

they SPent their money) was for a soccer field and an 

inpressive team. 

In swrmary, the health planner must be clear about sources 

and accuracy of information, analyse the information, and 

advise/guide the community in inplernenting the needs. 

P3.	 DEMOGRAPHIC DATA 
3.1	 Introduction 

Demography refers to the study of population including such 

factors as size, structure, and distrib~ltior... population is 

defined as the number of people living in a given area at a 

given time. 

Population is dynamic. It is always changing. The growth 

(or decline) of popUlation is a function of fertility, 

mortality, and migration. 

The population growth rate in Kenya is high because of high 

fertility and declining mortality. As a result, Kenya has a 

young population, i. e. most of the populat ion (48 •4% ) are 

under age 15 Whereby only 4% are above age 60. 

a.	 Fertility Trends - The main feature~ of Kenyan fertility 

are that it is .high, appears to be increasing, and shows 

considerable variation by region, ethnic group, and 

socioeconomic status. 

, 
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Fertility rates in all age groups are high, but are 

higher in the younger age groups (20-29). 

b.	 Mortality Treoos - Adult mortality in Kenya is relatively 

lower than infant roortality. Mortality in infants 

accounts for about a third of total deaths. The infant 

roortality rate is estimated at 87/1000. The distribution 

of deaths by age groups indicates that roore than half the 

deaths occur among children under five years of age. 

3.2 Sourc.. of Demographic Data 

The central Bureau of Statistics, within the Ministry of 

Economic Planning and Development, has the main responsi

bility of carrying out major demographic surveys, population 

census, and population estimates. It has statistical 

officers at the provincial and district levels. Civil 

registration is under the Attorney General's Office. There 

are also other data collecting units in various ministries 

that gather information relevant to their own needs (for 

example, the health information system within the Ministry of 

Health) • 

It	 should be noted that the exercise of collecting data is 

eXPensive and time conswning. There are various means of 

obtaining demographic data. 

a.	 Demographic Survey - Sample surveys are carried out 

periodically and are fairly good indicators of changes in 

fertility and mortality. 

b.	 Population Census - A census is done every ten years in 

Kenya. This is a physical count of everybody within the 

country at a given time and includes many questions such 

as age, sex, and marital status. 

c.	 PopUlation Estimation - Because the census is done every 

ten years, estimation of the popUlation and sample 
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surveys are done periodically in order to obtain updated 

information. 

d.	 Civil Registration - Births and deaths are regi.stered as 

they occur and this provides very useful information for 

various purposes such as estimating popUlation growth 
rate. 

e.	 ColTlllunity Diagnosis - For health planning, specific 
information is needed which is not obtained by the 
census. Therefore, specific health surveys of the 

cOlTlllunity are useful cOlTlllunity diagnostic tools and also 
help in updating some deroographic data. 

3.3 Data Utilization 

Mere data gathering without knowledge of how to use the data 
does not serve a useful purpose. Demographic information can 

be used in many ways. Exanples of relating demographic data 
to targets are discussed below. 

a.	 \Jhen developing an ilTlllunization project, there is a need 
to know the target population which the project intends 

to serve. The largest popUlation should be children 
below the age of five years. This will help in 
determining or setting specific coverage targets and 

facilitating evaluation. 

b.	 When designing a family planning prograrrme, there is a 

need to know the percentage of female population within 

the reproductive ages (15-49) r and fertility and 

mortality patterns. This information i.s needed in 

setting objectives/targets for eligible couples in child
bearing years that should be actively practicing family 
planning. 
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P4. M(lRBIDITY DATA 
4.1 Overview 

Information on health status in Kenya is limited. A survey 

on primary health problems in Kenya, using 1969 as a base 

year, indicated that vast segments of rural populations 

suffer from sane major categories of illnesses. The 

categories were described as maternal and child health 

problems, malnutrition, diarrhoeal diseases, and communicable 

diseases. The preceding health conditions accounted for 50 

percent of all out-patient consultations in public health 

institutions. Table 4-1 below sUITl'Rarizes data available for 

1978. 

r,ble P·1 Distribution of Out·Patient Cases at District Hospitals and Below, 1978 

TYPE OF DISEASE NUMBER OF CASES % OF 'IOTAL 
(l,OOOs) CASES 

Acute Respiratory Infections 5,881 31.2 
Malaria 4,417 23.4 
Disease of the Skin 3,262 17.3 
Diarrhoeal Diseases 1,664 8.8 
Intestinal Worms 1,126 6.0 
Accidents 1,120 5.9 
Gonorrhea 507 2.7 
Measles 292 1.5 
Pneumonia 288 1.5 
Other 358 1.7 

TOTALS 18,915 100.0 

.'-a 1I1Nt' .~:: egrated Rural Health and y g J "'lnt4 ~~amil Plannin Pro'ect Govern
ment Printer 1982 

The prevalence of infection and infestation to some extent 

reflects poverty and lack of education. Malaria, though 

relatively uncorranon at higher altitudes, continues to be an 

important cause of morbidity and mortality. Other major 

causes of morbidity among infants and young children are 

respiratory infections, diarrhoea and worm infestation. The 

incidence rate of severe protein-energy malnutrition may 
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appear to be low. However, in a nutrition survey carried out 

in 1977/78, * mild and IOOderate protein-€nergy malnutrition 

was found to be fai::ly widespread with one-third of all 

children surveyed to be below 80% of the standard weight 

index. 

l>k>st of the diseases and illnesses could be prevented or 

treated very inexpensively if detected and treated in early 

stages. 

4.2 Sources of Morbidity Data 

l>k>st of the morbidity data is collected through hospital 

out-patient departments and in rural health facilities in 

Kenya. Morbidity data is collected routinely by conpleting 

various forms in the out-patient departments which are sent 

to the Hpalth Information System of the Ministry of Health, 

where it is analyzed. Morbidity data can also be collected 

by carrying out special surveys, popUlation census and 

estimations. 

4.3 How to Use the Data 

In order to plan for health services within the districts, it 

is irrportant for the DHPT to know the morbidity trends or 

patterns within their districts. This will be of great use 

in objectives and target setting and in determining how to 

use the available resources. 

P5. CONSTRAINTS IDENTIFICATION ANALYSIS 
Constraints are deter rants to achieving set goals, objectives, and 

targets. In health planning, it is il'TpOrtant to identify and 

analyse factors that constitute constraints. These may include: 

resources (i. e. , manpower, materials, money) , resource 

distribution, political influences, language barriers, professional 

AA Nutrition Survey - Central Bureau of Statistics, Ministry of 
Economic Planning and Development, 1977/78. 
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bias, value of health as perceived by other persons/agencies, 

'environmental factors, etc. 

Economies that are mainly dependent on agricultural production are 

unstable because natural calamities like floods, droughts etc., may 

adverselY affect them. On the other hand, countries whose 

econanie:; depend on oil and industrial products are likely to have 

a steady and predictable Gross National Product (GNP) • Limited 

resources may act as a constraint in health planning. 

Physicians and other senior health personnel have a tendency to 

concentrate or work in urban and better developed areas of the 

country. This leads to mismatching of demand against supply of 

personnel. This phenomenon calls for close intersectoral planning 

in order to improve facilities in the underserved areas. 

Socio-cultural values, beliefs, etc., may act as constraints. 

Posting of staff to areas where they cannot conmunicate in the 

local language(s) that are clearly understood by the cOlTlllunity 

could be a constraint. It would also be desirable for such staff 

to attempt to understand social values, beliefs, and languages, as 

much as possible. 

And, finally, political decisions frequently influence health 

planning and may facilitate or act as a constraint to achieving 

health goals. For instance, the siting of a health facility may be 

influenced by political considerations which may ignore health 
priorities. This lnight lead to making some adjustments in resource 

allocation or the need to change/adopt alternative strategies of 

delivering health care when most needed. 

P6. RESOURCE IDENTIFICATION AND ANALYSIS 
Resource identification should be guided by overall health goals. 

Some of the key resources required for adequate health care 

delivery are discussed below. 
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8.1 Flnanc•• 

Financial resources can come from internal sources 

(government) or external sources (various donor agencies). 

In order to draw up a meaningful health budget, it is 

essential to have sane estimate of the available financial 

resources. This will act as a guide in determining priorities 

which are consistent with the available resources. 

It also helps to determine what resources can be cont ributed 

by the conmunity, and what contribution the government can 

make, e.g., putting up a dispensary or health centre in an 

underserved area or protecting water springs. 

8.2 Facllltl•• 

This includes hospitals, health centres, dispensaries and 

conmunity-based health care prograI11lles. 

Before putting up new health facilities, it is irrq;>ortant to 

identify all the existing health facilities, both government 

and non-government, static and mobile, their distribution and 
utilization. 

The foregoing information will assist in determining whether 

there is a justifiable need for a new health facility and if 

so, where and of what type. 

Community input or involvement is of paramount importance. It 

is therefore important to identify cOImlunity opinion leaders 

who are respected by the community, are able to win community 

confidence, and can mobilize conmunity participation. It is 

also important to gain the involvement of local politicians to 

ensure that pressure groups and local antagonisms do not 
develop since this may be counter- productive. 
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8.3 Communication M.ana 
CoImunication includes vehicles, roads, telephones, etc. 
These have an i.Ir(Jortant bearing in health care planning and 

must be taken into consideration because they determine the 
degree of accessibility to health facilities for patients, 

drugs, and supplies. If these factors are not taken into 

account, there are possibilities of putting up ~lealth 

facilities which are oilly accessible to a small fraction of 
the community 'at certain tin~s of the year due to some 

geographical considerations such as flooded rivers or 
inaccessible roads, etc. 

30nn.1 

Personnel as a resource in health planning are inportant. 
Therefore, in health planning one has to make a careful 

selection of the personnel, taking into account tribal 

background, level of education, and how staff will be utilized 

after training. For exanple, admitting into training 
programmes candidates who corne mainly from one area may create 

problems in future deployment' as they may be unwilling to 

serve in remote areas like Turkana. 

The number of candidates put into training should also take 

into account the service needs. Likewise, deployment and 

distribution of personnel should be consistent with the 

demand. Furthermore, those with experience should mix with 
the newly trained and less experienced. This will ensure that 

the staff with good know-how will assist the less 

experienced. It is equally important to know individual 

levels of qualification and capability in order to deploy 

staff in areas where they can be most productive. For 

instance, a newly trained nurse may also have had some earlier 

training or experience as a teacher. This combination of 

skills and background may suggest a future teaching role fo~ 

this individual. 
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P7. SHORT SUMMARY OF COST ANALYSIS 

7.1	 Introduction 
For analytic purposes, costs are categorized in two (2) ways: 

a.	 Direct vs. Indirect Cost 

1.	 Direct costs are those which are clearly and 

immediately linked to the particular activity or 

organization under consideration. For exanple, the 

salaries of staff and the cost (of drugs are direct 

costs in the operation of a health care facility. 

2.	 Indirect costs are those which are not irrmediately 

linked to the activity or organization under 

consideration, but which could be traced to it through 

cost incurred by the parent organization. 

An exanple of indirect costs would be the cost of 

training staff for a health care facility at a special 

training centre. When the trained staff member comes 

to work in the health care facility, his/her salary is 

charged as a direct cost to the facility. However, 

the cost of his/her training would constitute an 

indirect cost to the facility, e.g., a cost incurred 

elsewhere in the organization from which the health 

care facility benefits. With a little imagination, 

one can see that the trail of indirect costs for a 

cost item could become quite long and pass through a 

number of activities/organizations. The cut-off point 

where an analyst stops including indirect costs is 

somewhat subjective and two different analysts may not 

always agree where the line should logically be 

drawn. A systems model or flowchart is often helpful 

in determining this cut-off point. 

b.	 Recurrent (Operating) vs. Capital COsts 

1.	 Recurrent costs are those whi.ch recur in every costing 

cycle, usually a year in most accounting methods, 

though this is not an absolute requirement. 
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2.	 captial costs are those which occur infrequently 
(possibly even only once) and which are amortized 

(spread or divided) over more than one costing cycle. 

staff salaries are a good example of recurring costs, 

while capital construction costs are the most coomon 

example of nonrecurrent costs. There is no fixed rule 

as to whether recurrent and nonrecurrent (amortized) 

costs should be mingled in a single cost figure for a 

given activity or organization. If the purpose of 

costing is equity (e.g. i each person who receives the 

service pays his fair share) , then a single 
all-inclusive cost figure would be useful. If, on the 

other hand, the cost data are to be used for planning 

purposes, then it may be more useful to show recurrent 

costs and nonrecurrent costs separately. This is 

especially true if the nonrecurrent costs alrea1r 

incurred would be very different from the cost of that 

same item in the future. capital construction costs 

in an area of rapid inflation would fall into this 

category. 

7.2 Coat Analysis 

There are three types o~ cost analyses: 

a.	 Oost-control Jrr~)nif~r.·i.ng) 

Cost-control (mo11itr dug) is simply following the cost of 

a particular (.ctivi I~y cr. organization, usually for the 

purpose c:f CfS3U"ing that it is staying within some 

stipulated limit. Th~ iMplication is that if costs move 

beyond the limit, rectifying measures will be considered. 

b.	 Cost-effectiveness 

Cost-effectiveness is an analysis of input/output ratio 

in which input is expressed in money terms (cost), am 

output is expressed in some non-money unit of benefit. 

For example, if input is expressed as R~unized child,R 

the output might be "polio case averted R; if input is 

expressed as Rcontraceptive continuation," the output 

might be "birth averted. R 
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Cost-effectiveness analysis is a measurement of 
efficiency; e.g., how many units of input are required 
for each unit of output. It is a useful tool for 
evaluating different approaches, presumably with 
different costs, to achieving the same objective. For 

exarr.ple, if the objective is to immunize children against 
polio, one could conceive an approach which requires the 
children to be brought to an inmunizing centre, while 
another approach would take the inmunization team to the 
children. Each approach would have a different cost am 
might even result in different numbers of children 

inmunized. The two approaches could be compared in 

advarx:e, using input and output values derived either 

from a feasibility study or a theoretical analysis drawn 

on previous eXPerience. 

c.	 Cost-benefit 

Cost-benefit is an analysis of input/output ratio in 
which both input and output are expressed in money terms. 

The conversion of output benefit to monetary values is 
often ve~ difficult and may not be very precise. 

Nevertheless, money may be one of the few common 
denominators available to us so as to permit the 

comparison of two drastically dlfferent uses of resources 
and resultant benefits. For example, a legitimate 

question for a developing nation to ask is, "Should we 

SPend a certain amount of money on iII'Q?rovement of our 
health care system, or should we SPend that money on 
economic development?" How could one answer such a 
question if one could not find a cornnon measure for the 

benefits of both programmes? 

.r'\ 
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While cost-effectiveness analysis is fairly straight

forward and can be enployed rather readily by many 

programme planners in the health field, cost-benefit 

analysis demands very sophisticated econometric 

techniques and concepts and is usually enployed by 

specialists in the field. However, health-oriented 

PeOple should be aware of what value judgments are being 

made in the analysis. Moreover, health people should 

also be aware that any argwnent concerning human value 

and economic benefits will always discriminate against 

the very old and the very young, Le., ·nonproducers,· in 

econanic terms. 

7.3 Net Present Value 

'Ibis econometric concept is so ubiquitous in cost analysis 

that the student should have some familiarity with it. As is 

well known to all, the value today of a given amount of money 

is not the same as its value some time in the future. In a 

period of financial inflation, money today is worth more than 

in the future. Net Present Value (NPV) is a tool for 

converting the value of future money (or cost) to a value 

today. This permits us to compare costs of progranmes which 

might yield the same benefit, but in different time scales. 

Essentially, the conversion of ·stream- of money to NPV is the 

inverse operation of calculating interest, except that the 

rate at which the accumulation of money changes is called the 

discount rate instead of the interest rate, for reasons which 

will become obvious. The equation used is: 
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t M 

NPV -= --- 

where i =no. of time units u~der consideration 

M = average aIOOunt of lOOney over time t 

r = constant discount rate over time t (in our 

example, the inflation rate) 

Exarrple:	 Suppose a programme to eradicate malaria in a 

country would cost KShl,OOO,OOO/yr. on the average 

for five years. Let the constant r~te of 

inflation be 7%. 

5(1,000,000) 5,000,000 

NPV = = - = KSh3,571,429 

(1 + .07)5 1.61 

But suppose that a different prograrrme could do the job in 

seven years at an average rate of expenditure of KSh800,000 

per year (total =KSh5,600,000) 

7(800,000) 5,600,000 

NPV = ---- = -,---- = KSh3,478,264 
(1 + .07)5 1.61 

It may be seen that, if all else were equal, the second 

progranme would be the better buy, even though it appeared to 

cost more. 

\i( \\
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P8.	 PRIORITY DETERMINATION 
In determiniDj health priorities, it is essential to identify and 

list important health problems. The DHPT is concerned with 

identifying these problems and arranging them in order of priority. 

After important health problems have been identified and listed, the 

next step is to gather infor.mation or ascertain health data that is 

required to solve/plan for these problems. Data might help to 

review already identified and prioritized health problems. 

The third step is the examination of available resources and 

potential constraints related to various health problems. Here the 

DHPT identifies the available resources and lists possible sources. 

When problems have been identified, data gathered and analysed, and 

resources/constraints reviewed, then an examination of alternative 

progranme strategies can be done. Those alternatives which are most 

efficient and effective in terms of dealing with priority problems 

identified earlier, are chosen. 

The	 following factors should be considered in determining priorities. 

a.	 The magnitude of health and disease problems identified. 

b.	 The seriousness of the problems in terms of morbidity and 

mortality. 

c.	 What problems are feasible, given the available resources, 

cost/demand (wants and money), etc. 

d.	 Conmunity health -felt-needs. When does the conmunity state 

what its felt needs are? 

e.	 Related social, economic, political, geographic and demographic 

implications. 
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Sane of the above factors might carry more weight than others in 

priority determination. Alternatively, consideration could be 

limited to one or two of the above factors. However, two main 

factors seem to be of paramount importance in priority 

determination: (1) the extent to which the reduction in disease can 
be achieved, and (2) the availability of resources that can be used 
in achieving reduction. 

P9. GOALS, OBJECTIVES, AND TARGETS FORMULATION 

9.1 Importance 

Goals, objectives, and targets are important concepts in health 

planning. These concepts serve to: 

a. Give a sense of direction by clarifying activities to be 

performed in a systematic manner within a given period; 
subject to existing resources and constraints. 

b. Enable a health planner to analyze problems accurately so 

to avoid any ambivalences. 

as 

c. Provide a means of working 

identified problems. 

out alternative ways of solving 

d. Enable a health planner 
appropriate work plans. 

to set priorities and formulate 

e. Assist in formUlating realistic budgets. 

f. Provide a means of establishing prerequisites for 

effective evaluation. 

g. Help an organization to convince the government and/or donor 

agency to provide needed resources, such as funds. 

9.2 Definitions 

a. Goal. A goal is a broad statement of what is 

accomplished. It normally deals with broad economic, 

to be 

social 

(P-22) 
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and/or political aims. It may be measurable in quantitative 

terms or it may be identified only through quantitative and 

behavioral criteria. 

OO.MPLE: 

To inprove preventive and curative health services east of 

River Ndovu in Makutano. 

b.	 Objective. An objective is a specific measurable result or 

effect which a programme or project is to accomplish. 

EXAMPLE:
 

To construct a rural dispensary Type II on rural access road
 

H in Makutano about five kilometres east of River Ndovu.
 

c.	 Target. A target is a specific end-product expected at any 

level of the objectives of a programme or project. Targets 

are frequently time and quantity SPecific. 

EXAMPLES: 

1.	 Construction, furnishing, and equipping of a rural 

dispensary Type II to be completed within 30 months of 

plan approval. 

2.	 Staffing with thre:e enrolled conununity nurses, one 

public health technician, two patient attendants, and 

three subordinate staff to be completed within 34 

months of plan approval. 

d.	 Programme. A programme is a broadly-based activity, such as 

development of a network of dispensaries and satellite 

clinics or a traditional birth attendant and supervision 

scheme, which aims to solve a broad range of family health 

related problems. 

e.	 Project. A project usually focuses on a specific problem 

and is limited in time. The World Health Organization's 

smallpox eradication project is a classic example. 
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P10. ACTIVITY/TIME CHARTS 
Activity/Time Charts are simple to construct and highly useful aids 

to the planner and administrator to simplify the planning, 

administration and evaluation of a progrann~ or project. 

The simplest activity/time chart is often called a GANTT (or GANT) 

chart after the man who popularized its use. The simplest 

Activity/Time Chart is a bar graph with activities down the left 

side and time running across the horizontal axis. See the 

illustrative chart attached. 

The next phase of evaluation can be to add simple milestones. For 

example, for a rural health programme which includes training of 30 

Collll1Unity Health Workers (CHW) in three lots over a two year 

period, the bar reflecting CHW training might have three small 

boxes indicating when the training of each group is to be conpleted. 

Finally, by indicating, using arrows, critical relationships 

between the boxes or milestones on various lines, one creates a 

network activity time chart. Such a chart is sometimes called a 

PERT because it is sometimes used by the Programme, Evaluation and 

Review Technique people. 

The first two are useful and eaS¥ to construct. The network chart 

is more difficult because interrelationships, in practice, 

frequently change and one may have to spend excessive amounts of 

time modifying the charts with little gain. 

Use of plain ActiVity/Time Chart with milestones as a routine aid 

to planning is practically mandatory. At a glance they help 

planners and reviewers see a proposal laid out and see many 

interrelationships. 

Figure P-l shows various examples of how Activity/Time Charts can 

be constructed. 
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Figure P·1 Activity/Time Chart (GANTT) 

1. Plain Activity/Time Chart. 

Activity Jan. Feb. March April May June July Aug. Sept. OCt. 

1.1 - - .... 

1.2 -_. --. 
1.3 ..... 

1.4 .-. -~ --.. 
1.5 ~ 

2. ActivitY/Time Chart with Milestones. 

Activity Jan. Feb. March April May June July Aug. Sept. oct. 
I I 

HIl- I ' 1.1 I ... 2 {I]-~I· 

1.2 ~ rs' 6 - 7 8•• ~,.J 

1.3 ~ lrI1f"1 1.. -JIr1 12~ IL...:.::-J •• L.:.:...I 

1.4 13 14 

1.5 mJ {K} --_.-Kill ,:{l[]-i~ 

3. Activity/Time Chart with Milestones & Network. 

Activity Jan. Feb. March April May June July Aug. Sept. OCt. 

1.1 I~ I.... 
L..2.-J c. m~ -

1.2 .. 5 '1 

~ ::rn ~.. L....:::.rJ 

KD 
... 

~ pup1.3 ---j .. ~To t- - ~---i... 
L..::r-' 

-
1.4 ----irm< 1----~ \ 

l.-'f" r----.- \ 
...... ./ -r-... kOO-,1.5 l...ill ---HJ]J -----~ -- H:ill 
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P11. EVALUATION 
In addition to this section, inportant elements of evaluation are 

viewed in sections, P7. - Short Swrmary of Cost Analysis, P12. 

Systems Analysis, and P13. - Performance Standards. 

In this section, a comprehensive outline of what must be considered 

in planning and carrying out an evaluation is presented. 

Altogether, this secti.on and sections P7. , PIl. , and P13. , 

constitute a cooprehensive introduction to the health evaluation 

field. In addition, the Nakutano case Study will be helpful in 

mastering concepts and approaches to evaluation. 

11.1	 Deflnlllon of Evaluation 

Evaluation is defined as the analysis of a programme or 

project and measurement of what progress has been made 

toward accomplishment of stated goal(s), objectives, and 

targets since the baseline period (or since the last 

evaluation). The purpose of evaluation is to improve future 

performance. Evaluation addresses itself to answering the 

question, "How well is the programme or project doing?" 

Evaluation is both an art and a science and is becoming 

increasingly precise because of the availability of better 

methods and tools for measurement and analysis. Essential 

prerequisites to useful evaluation are a cooperative, 

facilitating environment, clearly predetermined goal(s), 

objectives and service standards, accurate measurements and 

baseline data. 

11.2 Prerequisites to Evaluation 

a.	 Goal(s), Objectives, Targets and Quality Measures 

These terms answer the questions: 

1.	 Where? 

2.	 What? 

3.	 When? 

4.	 By whom? 

5.	 How? (Includes criteria and standards.) 
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b.	 Facilitating Environment 

1.	 Cooperation and support. 

2.	 Consider the reasons for evaluation. 

c.	 Reliable Information 

1.	 Baseline (i. e. , demographic, JOOrbidity, JOOrtality, 

community problems, environmental circumstances, 

etc., which existed at the start of the planning 

cycle) • 

2. Ongoing (i. e. , collected continuously, including 

carmunity problems, health centre or dispensary 

statistics) • 

11.3 Concepts 

The following describes the major concepts used in evaluation. 

a.	 Internal and External ~valuation 

-Internal- refers to evaluations done by staff within the 

programme. -External- refers to evaluations done by an 

outside group. 

b.	 Continuous and Episodic (Or Periodic) Evaluation 

c.	 Quantitative and Qualit3tive Evaluation 

(see section Pl3 PERFORMANCE STANDARDS) 

d.	 Evaluation by stage in the Prograrrme or Project Cycle 

1.	 Input Analysis. 

(Number and kind of personnel, drugs, immunizations, 

health education efforts, etc.) 

2.	 Process Analysis. 

This has to do with how the inputs are used (i.e., 

are staff doing their jobs, are vaccines being used, 

etc.) • 
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3.	 Intermediate Indicator Analysis. 

An exarrple of an intermediate indicator would be to 

use ·oral contraceptive continuation rates· as a 

means of predicting a drop in birth rates. (Because 

the pill is so effective, a wanan using them 

continuously will not get pregnant, and for a group 

of continuous users, one can accurately predict a 

drop in birth rate. Another exanple of an 

intermediate indicator, is a properly carried out 

smallpox imnunization progranme for the majority of 

the popUlation. The vaccine is so good that the 

statistics regarding the popUlation immunized 

(intermediate indicator) are a good predictor of the 

end result. 

4.	 End Result Analysis. 

(That is, decrease in morbidity, mortality and birth 
rates. ) 

e.	 Measurement Tools (e.g., service statistics describing 

what and how much was done, how it was done, and how well 

it was done.) 

f.	 Analysis of Information 

g.	 Interpretation of Data 

h.	 Formulation of Recommendations 

i.	 Decision-rnaking 

j.	 Implementation. 

11.4 Evaluation Procedure Checklist 

a.	 Review the Planning Assignment
 

Determine the following:
 

1. Purpose (e.g., who or what is to be evaluated?) 
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2.	 Who or what agency requested the evaluation? 

3.	 How is the evaluation being fW'Kled? 

4.	 aJw will the results of the evaluation be used? 

5.	 Time available for evaluation. 

6.	 Resources (e.g., expert personnel, transport, data
 

processing equipment, etc.).
 

7.	 Constraints (e.g., time, lOOney, poor data, etc.). 

b.	 Plan the Evaluation 

1.	 Time and resources allocated to review the plans,
 
baseline data and reports (i.e., existing
 

information). Include in this area interview with
 

senior officials.
 

2.	 Time and resources allocated to field activities. 

3.	 Estimate time needed to review and analyse old
 

existing data.
 

d.	 Interpretation. 

e.	 Recarmendation writing. 

c.	 Data Assessment 

Review plans, baseline data, and notes of senior official 

interviews, especially look for the following: 

1.	 Existence of planning document, and if 50, does it 
contain:
 

DeIOOgraphic information
 

Geographic information
 

Economic data
 

Relevant social/political data 

Health status characterization, L e., morbidity, 

general mortality, infant mortality rate, etc. 

Health resources analysis 

Relevant intersectoral resources listing 

Constraints analysis 

Community resource analysis, Le., self-help 

efforts, lOOney, indigeuous medicine practi 

tioners, TBAs, etc. 
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2.	 Existence of clear goals, objectives, and targets. 
3.	 Existence of quality assurance guidelines aoo 

measures (criteria and standards). 

d.	 Estimate Reliability of Information Available 

e.	 Conduct 

Field level evaluation inclUding the following: 
1.	 Analyse data routinely collected and how it is 

collected. 

2.	 Ascertain whether those gathering the data understand 
the purpose of the exercise, and to what extent the 
district level personnel intend to use the data for 
ongoing planning and evaluation. 

3.	 Are the staff meeting the quantitative targets? 
4.	 Are the staff following prescribed procedures 

qualitatively?
 

Physical diagnostic protocols
 
Laboratory procedures
 
Records properly maintained
 

5.	 Are staff apparently cooperative, friendly, and 

truthful? 
6.	 Are patients served satisfactorily? 
7.	 Patient complaints and suggestions. 
8.	 Are objectives and targets being met?
 

Quantitatively?
 
Within stipulated time frame?
 
Qualitatively?
 

NOTE: Explain any shortfalls or significant 
accomplisl1nents of the targets at an earlier period 

and also in quantity•• 
9.	 Community self-help programme evaluation where 

indicated. 
10.	 Intersectoral efforts -- evaluate where applicable. 

a. Do they add or detract from programme? Explain. 
b. How might intersectoral efforts be improved. 

f.	 Review, Analyze, Inteqeret and Summarize Data 
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P12. SYSTEM ANALYSIS 

12.1 Introduction 
A basic overview of systems analysis concepts is presented 

because the systems approach is useful in health management, 

am it is quite possible for District Health Planning Teams 

to use systems analysis techniques in their work. 

we are all systems analysts. Everyday, consciously or 

unconsciously, we apply a "systems approach" and use tools of 

systems analysis in managing our daily affairs. we establish 

overall goals such as the goal to acquire material goods, 

esteem, and satisfaction. We also establish objectives 

which, when accomplished, facilitate reaching our goals. 

Exanples of objectives al'e to sell more goods or to practice 

our profession with a high degree of excellence. We 

recognize that we are subunits of a large system and somewhat 

dependent on other persons and events. We think we have some 

effect on the large system (we vote r we are pleasant). We 

sketch out our relationships with other elements of che 

system (at least mentally) to try to understand who or what 

they are, how they affect us, and how we can affect them. 

we modify our own actions on the basis of perceived reactions 

from other parts of the system. The procedure (technically 

labeled "flowcharting") is basic to the systems analytic 

process. It is also one of the most corrmon methods we employ 

to organize our daily living, whether organizing a sequence 

of tasks to do or places to go. In the latter case, 

especially, we try to arrange the sequence to meet some 

personal criterion of efficiency, e.g., least time used or 

least distance traveled. And finally, we employ cost 

analysis (see P7 - Short Surrmary of Cost Analysis), to 

monitor household expenditures, to compare costs of two or 

more types of items manufactured for the same basic purpose 

such as Mercedes Benz and Volkswagen automobiles. 
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A systems analyst would consider these as cost~ffectiveness 

analyses. A more complicated cost-effectiveness analysis 

could consider the relative cost and benefits of two fOOre 

available courses of action, such as whether to take an 

expensive long vacation or purchase a new car. Viewed in 

this light, the fundamental concept of systems analysis is 

the application of common sense in a somewhat formalized way 

to problem-solving and decision making. 

The purpose of this section is to acquaint the reader with 

the generalized approach to problem-solving and action

planning called the -systems approach.- Some basic and 

useful analytical tools will be introduced. By understanding 

and applying rUdimentary systems analysis to his own 

problems, the reader can gain the confidence needed to fOOve 

on to more• sophisticated applications. This section will 

enable the motivated reader: (1) to personally apply the 

techniques described in appropriate situations, and (2) to 

recognize the potential usefulness of systems analysis in 

planning, management, and evaluation of fOOre conplex 

solutions to problems. 

12.2 Systems 

a.	 Definition of a System 

In sirrplest terms, a system is a collection of 

interacting parts. For practical purposes, it is usually 

limited to the set of parts (or corrponents) which play 

some meaningfUl role in the context of interest. 

Ideally, all the corrponents of the system are supposed to 

drive towards a common goal. This is quite rational, but 

unfortunately not often so, especially in human social 

systems. For example, in health care systems of many 

countries where health care revolves around a private 

enterprise economic format, one of the goals of health 

providers (e.g., doctors} is to make a profit at the same 

time that recipients (patients) are trying to minimize 

their costs. 
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b.	 Characteristics of Systems 

1.	 Boundaries 

By definition, then, and for obvious practical 

reasons, systems are considered to be bounded. 

Elements that have little, if any, inpact on the 

functions of the system are excluded. There are two 

approaches to describing the bowldaries of a system. 

In the first approach, all the canponents which have-

an effect on the functioning of a system (even those 

over which the system operators have no control), are 
included within the boundaries of the system. The 

second approach sets the boundaries of the system to 

include only those corrponents which can be 

manipulated by the system operators while still 

recognizing the inpact of those conponents which have

been excluded. In this second format, the• components 

included are labeled endogenous, while the excluded 

ones are labeled exogenous. An eX~le of an 

exogenous cOI\l?Onent in the health care system would 

be national policy on the minirnwn wage, which would 

effect health care costs but which the national 

health care system probably could not influence in 

return. 

In applying systems analysis, it does not make much 

pragmatic difference which format is used to describe 
the	 system. 

2.	 Nested System 

Nearly all systems, especially social systems, exist 

as subsystems of larger systems and in turn are 

divisible into a series of interconnecting 

subsystems. . Each subsystem could also be viewed in 

its own right as a system. For exarrple, an 

individual hospital can be viewed as a SUbsystem of a 

larger health care delivery system comprising a 

number of other cOI11?Onents such as other hospitals 

and clinics. These are in turn part of an even 
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larger delivery system encoopassing in addition to 

hospitals and clinics, private providers, a financing 

scheme, manpower training, organization, drug and 

equipment manufacturers, etc. A national system for 

provision of health services may be seen as only one 

component of an even larger national system of social 

welfare which also provides for public education, 

public safety, public finance, and external 

relations. Returning to the exanple of a hospital, 

it can be seen that the hospital is cooposed of a 

nwnber of subsystems. 

3.	 Rationality/Irrationality 

Systems may be characterized as rational or 

irrational. In a perfectly rational system, all 

elements of the system operate in harmony, each 

tending to enhance the effect of the others. In an 

irrational system, one or more conponents operate to 

negate part of the effect of the other as the system 

moves to accomplish its purpose. As mentioned 

earlier, some degree of irrationality seems 

inevi table in large social systems because its human 

conponents may have different and conflicting goals. 
'Ibe degree of irrationality in a given system has a 

strong influence on both its efficiency and its 

effectiveness. Effectiveness is the measure of how 
well the system actually accomplishes its goals. 

Efficiency is the measure of the level of some 

activity in the system relative to eXPenditure of 

resources. Both of these concepts will be eXPanded 

upon in the context of health care in a later section. 

4.	 Inputs/Outputs 

'!be principle of input/output is very important in 

systems analysis. Input refers to resources made 
available to, or expended by, the system. As a rUle, 
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inputs come into the system from outside its 

boundary. Output is a product of the system. For 

exarrple, in a training system, untrained persons are 

one of the inputs to the system and trained persons 

are the outputs. With regard to the theraPeutic 

subsystem of a larger t~alth care system, sick people 

are an input and, theoretically at least, cured 

people are the output. Note that the output of one 

system may be the input to another system at a 

different level or to another subsystem at the same 
level. 

5.	 Deterministic/Stochastic 

Finally, a particular system can be characterized as 

deterministic or stochastic. (stochastic may also be 

called ·probablistic.·) A deterministic system is 

one which when repeatedly given identical inputs will 

yield the same output every time. That is, without 

considering possible malfunction, it is 100 percent 

predictable. Many physical systems such as 

electrical or mechanical systems are deterministic. 

By contrast, it is hard to imagine a social system of 

any degree of complexity being fully deterministic. 

Even very silTQ?le systems in which human beings play 

key roles are stochastic systems. (There is 

unpredictable variation.) 

12.3 The Systems Approach to Project Management 

a.	 Value of the Systems Approach 
The systems approach to project management centres on the 

view of the programne as a system whose goals (Le., 

desired result or output) are well-defined, whose 

component parts are known, and whose linkages are 
understood as fully as possible. In short, it stresses 

an understanding of how the system operates. Definition 

of goals, cOlTQ?Onents, and linkages does not come 

automatically, however, at least not to the extent that 

an application of the systems approach requires. The 
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manager must see a real and pressing need for definitions 

and set about with determination to do this task. Once 

this comprehension is realized, effective management is 

much roore likely to follow. For example, knowing that 

social systems often are irrational (in the systems 

s,ense) may lead the thoughtful manager to conclude that 

his system needs some redefinition of objectives and 

targets. 

A rural clinic is a good exanple of this. The most 

obvious objective of the clinic is to provide care. A 

less obvious objective, but just as real and important in 

determining how the clinic functions, is that of 

providing jobs for the people who staff it. 

Knowing the system components and how they interact 

offers an opportunity for rational planning for change. 

If one knows the system, one can know in advance what the 

likely result will be if inputs or linkages are altered. 

The value of formulating objectives explicitly can hardly 

be overstated. A clear statement of objectives encour

ages the process of evaluation, Le., of measurement of 
progress toward those objectives. Without a conmitment 

to evaluation, a system may function for a long time at a 

lower level of efficiency, and/or waste precious 

resources, and fail to accomplish what it ostensibly was 

established to do. Eventually, such failure would 

probably be detected, but a built-in evaluative component 

will detect the problem much earlier and moreover, if 

properly designed, will point out the way toward a 

workable solution. 

12.4 Implementing the Systems Approach 

a.	 Establishing Goals, Objectives, and Targets 

It is worth stating again that a precise, written 

statement of the goals, objectives, and targets of a pro
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gramne is an invaluable aid to successful management. 

This is where implementation of the systems approach 

begins. 

Within each objective is a set of targets which, if 

attained, are defined as accomplishing that goal. 

Whereas goals may be stated in generalized terms which 

are very difficult to quantify d::.iE.:t:ly (Le., "i.nprove 

health status," "reduce birth rate," "improve 

environmental sanitation," etc.), objectives with targets 

are specified in quantifiable terms which enable the 

manager and his staff to evaluate the progress of the 

programme towards its objectives. 

b.	 Defining the System 

The next step after defining goals and objectives is a 

definition of the system itself. For the manager, this 

is a process of stock-taking: What resources are 

available to do the tasks, how are they organized (or how 

should they be organized), what are the constraints of 

the system? Put in the formal language of systems 

analysis, we are asking for a statement of the system 

elements (and by a process of exclusion, thereby its 

boundaries) and their linkage, or how they interact with 

one another. Constraints represent certain conditions 

which are stipUlated in the sense of maximum resources 

which may be input and minimum performance standards, or 

output, which must be met. 

c.	 Evaluation of the System (See also the Evaluation and 

Performance Standards sections) 

A built-in evaluative subsystem serves as the manager's 

monitor of how .well the main system is functioning, that 

is to say, whether or not progress is actually being made 

to,·m.rd achievement of the system's objectives. It is 

possible to construct and operate a system without an 

integral evaluative subunit, but this almost inevitably 

.) . 
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means that the manager is doing evaluation in his head 

and in a somewhat haphazard manner. Much rore certain 

results can be obtained if the evaluation process is 

carried out in a more formal manner. 

The basic evaluative measurement is that of effective

ness, in which quantitative indices are conpared to 

target values. One of the mistakes most frequently made 

in the name of evaluation is measuring process or 

activity, and not outcome. This is why it is so 

important to frame objectives in quantitative terms. 

Having emphasized the value of genuine outcome evaluation 

versus mere process-counting, it is useful to back away 

from this hard-and-fast position and recognize some of 

the realities faced by the manager in a true-life 

position. SOmetimes, the real outcome or objective 

desired is one which occurs quite gradually and thUS, may 

not show measurable change over short periods of time. 

In fact, the variability inherent in many outcome 

measurement devices might even allow for apparent change 

in the wrong direction when in fact the trend is in the 
right direction. Therefore, process data may be the only 

quantifiable material available to evaluate a progranune 

as it moves along. This is quite acceptable as long as 

the ultimate measurement flows rationally f rom the 
interim measurement of choice. 

For example, in a programme where the goal is to improve 

the health of children and, within which one objective is 

to reduce the incidence of polio by X%, a very useful 

interim measurement may be the number of children 

inununized against polio. On the other hand, if another 
objective under the same goal is to improve nutrition 

status, counting the number of mothers who sit through 

health educat:'on lectures on child-feeding may not be a 

very good proxy for level of improvement in nutrition 
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status because a good many factors intervene between the 

two variables, Le., cause and effect are somewhat 

uncertain. 

Although effectiveness is the basic concept in 

evaluation, there is a second evaluative concept which is 

i~rtant to the prograrrrne manager - efficiency. Where 

effectiveness shows the progress of the system toward its 

objectives and goals, that is to say, whether levels of 

outputs were meeting established targets, efficiency 

deals with the relationship between output levels and 

input levels, or conswned resources. In testing the 

efficiency of his system, the manager is cooparing 

outputs to inputs in an effort to determine if the 

output/input ratio is the best obtainable within the 

constraints imposed on the system by exogeneous forces. 

In an irranunization progranme, for example, there may be 

several possible modes of allocation of staff and 

transport from the time the vaccine is received from the 

manufacturer to the time when the vaccine is injected. 

Two possibilities might be adopted: (1) have the field 

staff start out for the field each day from a central 
place, carrying the day's supplies with them; or (2) keep 

part of the staff and part of the transport fleet in the 

field from the beginning of the programme to its end and 

use the remaining staff and transport to resupply the 

field group. In facing such a problem, the manager's 

objective is to maximize the output/input ratio by 

obtaining the largest number of immunizations per unit 

time (in this case a fixed level of resources is present 

and the objective is to make maximum use of it). 

When inputs are converted to monetary terms, it is a 

special case of efficiency evaluation which has come to 

be called cost-effectiveness. As with effectiveness, it 

is perfectly legitimate to employ interim process 

measurements in evaluating efficiency when an assumption 
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of high correlation between interim process and outcane 

have already been validated. In a polio inmunization 
prograrrme, the objective i~ not the process of 

immunization as such, but to bring about circulating 
antibody at a protective level in a very large proportion 
of those receiving the antigen. Since it has been 
demonstrated that injecting the antigen reliably leads to 
formation of protective antibody, we may use the process 
measure as our immediate yardstick. (This is an example 
of a good "intermediate indicator.") Nevertheless, the 

evaluation of the progranune in the long run should be 
based, first, on a demonstration of high antibody titres 

in the recipient pq>ulation, and second, in the longer 
run, a reduction in the incidence of polio in that 

population. 

d.	 Feedback/Modification Loops 

A feedback loop is a mechanism for monitoring output at 

one or more points in the system and then using this 
information to modify the inputs to the system. Hence 
the loop (or cirCUlar) concept: inputs generate outputs 

which lead to new inputs which in turn generate new 
outputs. The "looping" is carried out (also called 
"cybernetics") either on a continuous or a recurring 
basis. In a sense, feedback loops are actually part of 
the total scheme of evaluation, with an action component 
which aims to "adjust" the system as it operates ~o that 

outputs are more effective and/or efficient, or that 
cost-effectiveness is enhanced. 

The most logical places to insert feedback loops are at 
points in the system where significant interim 

measurements can be obtained. In the immunization 
programne, used as an example in the previous section, 
the manager might ask for daily or weekly reports on the 
number of immunizations given and for sample survey 

results on pre- and post-immunization antibody levels. 
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From these daily or weekly reports of imnunization, the 
manager could try to determine (perhaps by means of 

actual field experimentation, or perhaps by means of 

deductive logic) if there might be some other way of 

employing his available resources so as to yield a higher 

rate of immunizations. With the information on the 

antibody levels, the manager could, hopefully, show that 

the ultimate objective - decrease in specific morbidity 

rates - is actually likely to ensue, or, were he to find 

that titre char~es were unsatisfactory, examine his 

system for flaws which might yield this result, for 

exarrple a flaw in the cold chain which is required for 

some live vaccines. 

12.5 Summary 

Principles and practical examples of systems analysis have 

been presented which can be of great value to the DHPT and 

must be very carefully studied and considered in order to 

derive the full benefit of this section. 

P13.	 PERFORMANCE STANDARDS 
13.1	 Rationale 

There are QUANrITATIVE and QUALITATIVE aspects to the 

delivery of effective health services. To provide a service 

which is not properly carried out does a disservice to the 

country. This subsection, therefore, is an introduction to 

quality of care review. The purpose of quality of care 

review is to help ensure health services of acceptable 

quality. 

13.2 Definitions 

a.	 Quality of care 

This has a scientific element, that is, one follows 

certain scientifically determined procedures such as 

blood typing and cross matching. It is also influenced 

by what is called "contemporary norms," Le., what is 

taught and practiced by the recognized leaders in the 

medical profession. 
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b.	 Criteria 

'!he statements th7't define elements of care which have 

been developed for use as quality of cure indicators or 

measures. Note, the terms criteria and guidelines are 

used interchangeably. 

c.	 Standards 

Are the expected perfonnaoce levels for given criteria. 

For eXaIrq?le, in the establishment of criteria for an 

antenatal eXamination, there are usually accepted methods 

of takin~ a history, carrying out a physical examination 

which includes, taking blood pressure, reflex testing, 

weighing, and urine analysis. Many will add heart and 

gynecologic examinations, haemoglobin testing, blood 

typing, etc. These are criteria. Standards for each 

criterion will determine whether each item should be 

carried out or done each time the patient is seen and how 

or under what circumstances. 

d.	 Quality Assessment 

Is the measurement phase of quality review during which 

the presence of a problem is determined, e.g., antenatal 

visit criteria and standards, which are only rarely 

followed. 

e.	 Quality Assurance 

Is the phase during which something is done about 

problems identified. Measures are taken to ensure the 

practice of prescribed criteria and standards. 

13.3 Levels of Quality Assessment 

a.	 Problem recognition 

b.	 Problem clarification and definition 

(Then something, hopefully, is done to rectify the 
problem, i.e. quality assurance) 

c.	 Problem reassessment - i •e., further evaluation to find 

out if the problem has been solved. If not, the cycle 

repeats itself. 
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13.4 A.....mllnt Approach•• 

Every country has health care ·norms· which students observe 

and learn in the course of their studies. In addition, 

virtually all countries are establishing quality review 
carmittees which are systematically doing asses~nt, and 

then assisting with the task of inproving the quality of 

h:,;·.lth care. One example is given for the development of 

criteria and standards for the diagnosis of diarrhoea in the 

Makutano case study. Tho concept and process of quality 

assessment and assurance are straightforward and can be 

carried out at the district level. 

'1bere are three different ways of approaching quality 

assessment and quality assurance. CUestions might be asked 

about one or more of the following: 

a.	 structural Analysis 

What are the health system resources and how are they 

organized? 

b.	 Proce..§! 

Events and activities which do or do not occur when 

patients and the health care system interact. This has 

to do with adrrdnistration, quantitative factors and 

criteria and standards, that is, qualitative factors. 

c.	 OUtcome 

End reSUlt, that is, is morbidity and mortality reduced? 

13.5 Summary of Tasks for Quality R.vl.w 

The following are steps that should be undertaken in 

establishing a quality review: 

a.	 Make the decision to establish a quality assurance 

progranme. This will be done jointly by the District 

Health Planning Team (DHPT) and the Provincial Health 

Planning Team (PHPT) • Responsibility for quality 

assurance must be pinpointed. This is best accomplished 

by appointing a committee. 
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b.	 'Dle conmittee must plan a course of action. It will have 

to decide which topics will be studied first. For 

example, aroong the following listed tq>ics, it will have 

to choose which topics will come first: 
antenatal procedures 

diarrhoeal disease 

sterilization procedures (equipment and supplies) 
fever case diagnosis 
management 

'!he corrmittee will have to establish goals, objectives 
and targets for its work. It will also need a working 

definition of quality of care. 

c.	 Develop criteria and standards for topics which will be 

studied. 

d.	 Assessment. Obtain data. 

e.	 Analyze and summarize the data and report. 

f.	 Identify the source of problems. 

g.	 Develop solutions and gain approval for their imple
mentation. 

h.	 Implement solutions. 

i.	 Reassess. 

With a little practice this process will work easily and very 

well. One quality of care assessment approach for diarrhoeal 

disease diagnosis is included in the Makutano case study. 
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P14. COMMUNITY·BASED HEALTH CARE: SOME PRINCIPLES AND THOUGHTS 
14.1	 Introduction 

Even prior to the landmark WHO/UNICEF-sponsored Primary 

Health care Conference in Alma Ata in 1978, Kenya had 

errmrked on a policy of providing health care for all. One 

corrponent of this objective was comnunity-based health care. 

A number of excellent cammunity-based health care pilot 

deroonstration projects have been successfully inq;>lemented in 

Kenya, and some very useful lessons have been and are being 

learned. 

Similarly, most countries of the world now have ccmnunity

based primary health care programnes. '1l1e Chinese -Barefoot 

Doctor- is one of the most famous of the world's comnunity 

health workers. Many countries have developed traditional 

birth attendant (TBA) training schemes. In India, for 

instance, indigenous medicine practitioners (IMP) such as 

Vaids and Hakirns have received special attention, and valiant 

efforts have been made to integrate traditional and modern or 

allopathic medicine. And, in China, the traditional herbal

ist works side by side with the western oriented health 

worker in many health facilities. Similarly, in China, most 

allopathic or modern medicine trained health professionals 

are oriented to many traditional practices including acu

puncture. 

When one looks at the ways various countries remunerate their 

CHWs, four different patterns emerge: 

a.	 Those who are traditionally paid by the villagers they 

serve, such as TEAs and herbalists. 

b.	 Those recruited and trained by the government and paid a 

modest stipend by t.he government (e.g. , India and 

Liberia) • 
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c.	 '!bose trained by goverrunent staff and are sold medicines 

at a substantial discount by the government but sell them 

at the regular price and are allowed to keep the 

difference as a fee for their services (e.g., Thailand). 

d.	 Those recruited and trained by the goverrunent but are 

supposed to •volunteer • their services and somehow to be 

rewarded by the cormunity. This is found in many 

countries with highly variable degrees of success. 

14.2 He.lth Wc,rker Development 

Conceptually, there are a number of generally recognized, 

accepted, and practiced steps inherent in the recruitment, 

training, and functioning of almost all health workers. It 

would be helpful to keep in mind as exarrples the enrolled 

cadre of nurse/midwives, registered nurse/midwives, dentists, 

doctors, etc. The conceptual steps are: 

a.	 Identificatior. of a need and education of the carmunity 

on the need for and role of health workers. 

b.	 Establisllnent of job descriptions, and recruitment 

standards or entry qualifications. 

c.	 Recruitment 

d.	 Training 

e.	 Registration and licensing 

f.	 Placement on job 

g.	 Remuneration 

h.	 Supervision 

1.	 Administrative 

2.	 Professional 
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i.	 In-service (or refresher) training as needed. 

j.	 Provision of certain supplies and equipment as needed. 

k.	 Possible re-registration and re-licensing. 

1.	 Possible loss of registration/license and with it the 

ability to practice. 

It is stressed that the above process, with only mioor 

variations, are accepted by every country in the world with 

respect to government staff and modern (allopathic) 

practitioners who are in private practice. A case review of 

the O1inese Barefoot Doctor best illustrates these processes 

in practice. 

14.3 Th. Chin••• ·Ba.'.'oot Doctor 

a.	 The need for coomunity-based health care was established 

at the conmune level. Conmune health conmittees were 

organized. 

b.	 Job descriptions and qualifications were establishecf~ 

c.	 The corrmune f:~lected from among the farmers of the 

conmune, those who had the interest, intelligence, and 

motivation to become its -Barefoot Doctor(s). 

d.	 The government trains them. 

e.	 The government certifies them. 

f.	 The new -Barefoot Doctor - then begins' work in a modest 

dispensary, locally constructed according to government 

standards, and is equipped and supplied with medicines 

and consumable supplies by the commune, but along 

government guidelines. 
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g.	 Renuneration is provided by the comnune. All members of 

the commune share the income of the commune according to 
the quality and quantity of their labours. '!be 

deteonination of how much a member receives is made by an 

appropriate cormume committee. The "Barefoot Doctor IS" 

(the local camumity health worker) labours are included 

in the overall evaluation and distribution process. In 

other words, there is a culturally built-in mechanism for 

paying the "Barefoot Doctor" at the local lev~l out of 
locally generated incane (cash-in-kind). A conparable 

local payment mechanism exists in few societies. 

h.	 Administrative supervision to ensure that the "Barefoot 

Doctor" is regularly attending his duties (e.g., 

improving environmental sanitation, responding to 

requests for help, perfooning in a polite, friendly 

manner, etc.) is done, by the commune health comnittee. 

Professional supervision is provided by government staff 

who share their evaluation of the "Barefoot Doctor" with 

the commune health committee. If work is unsatisfactory, 

pay may be reduced. Public criticism may lead to possi

ble removal from office. 

i.	 Refresher traiOlng is provided by the central government. 

j.	 Replacement of equipment, supplies and drugs are usually 

paid for locally, but obtained from the government, 

though some may be paid for by the government. 

k.	 The government by means of periodic evaluation, 

determines who may continue to practice as "Barefoot 

Doctors" and who, on professional grounds, should not. 

1.	 In practice there is quite a high turnover among 

"Barefoot Doctors." After two to four years quite a high 

percentage return to farming or previous activities 

voluntarily, but remain knowledgeable about health 

matters. 
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New	 workers are-then recruited and the cycle repeats itself. 

Some of the community health workers remain "Barefoot 

Doctors," receive in-service training and becane quite 

proficient. Some go onto becane doctors, nurf'IE!S, or other 

levels of health professionals. 

The Chinese "Barefoot Doctor" analysis reveals a smooth 

functioning, canprehensive system whose elements parallel all 

the elements of the 14.2 - Health Worker Development section. 

14.4 Analy.'. of Failure. 

a.	 Many TBA training schemes concentrate on recruitment, 

training, and provision of a delivery kit stocked with a 

starter supply of consurnables and with the assllITq?tion 

that saneone will provide supervision, that the community 

will "come to know" of the i.Jrq;lroved service and pay 

accordingly, and that new consumable supplies will be 

purchased in the market by the TBA or somehow made 

available by the Ministry of Health. However, unless 

specific provision is made in advance and effective 

mechanisms are develq>ed to provide follow-up 

supervision, refresher training, and new supplies on a 

regUlar basis, the TBA will revert to traditional 

patterns within months and the value of the training 

effort will be lost. These sad facts have been borne out 

~ unpublished evaluations in a number of countries. 

b.	 Other CHW schemes where follow-up supervision, retrain
ing, medications resupply, and remuneration were not 

forthcoming, resulted in the CHW loosing interest and 
becoming inactive. 
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14.5 Analy.l. of Succ••••• 

When one reviews community-based health care pilot programme 
success stories, a number of key factors emerge: 

a.	 There must be an organization such as the MOH which is 
commdtted to promoting community-based health care. Such 
an organization should have motivated staff who are 
suitably trained and properly deployed for community 
work, as well as adequate recognition and encouragement 
for the work they render to the camumity. This means 
provision of such items as transport (maybe a bicycle), 
supplies, educational materials, technical back-Up (e.g., 
sanitarians and water specialists), functioning inter
sectoral linkages, etc. 

b.	 An effective comnunity organization, which understands 
the value of community-based health care, wants it and is 
willing to help support a suitable programme by means of 
money and self-help projects, establishes a contnunity 
health committee. 

c.	 Identification and training of respected, capable, 

motivated individuals who are willing to function as CHWs. 

d.	 CHWs must have remuneration commensurate with their 
efforts or the majority will fall by the wayside. The 

form of remuneration is not specified. It is best if it 

comes from the people served; either in the form of cash, 
food, labour or usable gifts. It may also be derived 
from the sale of medicines. The least desirable 
remuneration mechanism is by payment from the 
government. This is costly and difficult to administer. 

In some countries, such as Indonesia, where voluntary 
service for several hours a week has become a national 
norm, CHWs will regularly give a certain accepted number 
of hours a week. Therefore, it may be necessary to train 
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and supervise ~ny CHWs each of whom will serve for a few 

hours a week or find supplemental funding for a few who 

will devote significant amounts of time to community 

health work. 

In practice, the training and upgrading of TBAs, 

especially if they are also herbalists, such as in same 

parts of Ghana, pose the least problems. This is 

especially true if their training is paralleled by a 

carmunity education progranme which stresses elements of 

the training and the resultant increase in value of the 

TBA. Because it is cUlturally established that the TBA 

is remunerated, the level of payment can be increased 

following the training because the skills and value of 

the TBA have been upgraded. 

IS Specific Application In Kenya 

'!be guidelines hold true in Kenya, but details will differ 

depending on the district. More trial-and-error experi

mentation is needed and DHPTs must become familiar with the 

results of pilot CHW training schemes nearest to them. 

'!be Makutano case study provides one approach to cCllUllWlity

based health care. Because of the five satellites, 

experience has shown that demand for service at the 

dispensary will decline. This will free up time of the 

dispensary staff for cOrmlunity work. The effort of 

dispensary staff members in each community health station in 

errphasizing prevention and including environmental services, 

MaI/FP, and supervision and resupply of CHWs and TBAs, will 

encourage the community based health workers. The main 

unsolved problem is reward of the CHWs. TEAs already 

culturally receive something for their services. CHWs are a 

new group and will give some time because of the "Hararnbee" 

tradition, especially if they receive proper recognition and 
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support. How additional compensation can be provided has not 

been worked out. In some countries, CHWs are beginning to be 

remunerated in the manner of TBAs. 

14.7 Summary 

Oommunity-based health care is feasible in Kenya but requires 

a series of interrelated activities on a regular basis am 

must be systematically and officially linked to the Ministry 

of Health system and there must be intersectoral 

cooperation. Important components of this are training, 

sUPervision, supply, and out-patient referral to government 

facilities. 

P15. HEALTH INFORMATION SYSTEM 
It is a very well docwnented fact that information is a Piwerful 
asset for planning and evaluation. An information system is 

defined as a systematic process of collecting, compiling, 
arm.lysil~, and utilizing data or information. The process of 

gathering data involves the following considerations: 

- What tyPe of data should be collected ?
 

- What data are important ?
 

- How should it be collected ?
 

- When should the data be collected ?
 

- For what specific need or purpose should data be collected ?
 

15.1 Types of Data 

a. Manpower (Human Resources) 

1. Type of cadres 

2. Qualifications
 

3• Deployment
 

4. Experience 
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b. Facilities 

1. Number 

2. Location (Site) 

3. Size and type 

4. Admdnistration 
5. When established 

6. TYPe of services offered and when 

c. Logistics Support 
1.	 Transport
 

Number of vehicles
 
Type and when purchased
 

Operating condition
 

Distribution
 

2.• Drugs 

List of catlOOnly used drugs 
Availability 
Storage 

Control (monitoring) 

3.	 Supplies
 
Availability
 
Storage
 
Distribution
 

4.	 Equipment 

Type and when purchased/received 
Operating condition 

Availability 

Distribution 

d. Demographic Data 

1. PopUlation size of area 

2. Fertility 
3. l1ortality: Adult, Infant, Maternal, etc. 



4.	 Age and sex distribution 

5.	 Population density 
6.	 Migration pattern 

e.	 Morbidity 

1.	 Disease pattern of the area 
2.	 Incidence of disease 
3.	 Disease rates/prevalence 
4.	 Population groups at risk by disease tyPe 
5.	 Environmental sanitation 

f.	 Social/Economic Data 

1.	 Incane/Income Per capita 

2.	 Corranunication Means 
3.	 Employment Opportunities 
4.	 Literacy Levels 

5.	 AgricUlture/Industry, etc. 
6.	 Social Values and Beliefs 
7.	 Habits/Practices 
8.	 Language 

It should be noted that the tyPe of information given above 

is not exhaustive. 

15.2 Collection of Health Information 

Information can be collected by various methods. These 
include routine forms which are eSPeCially designed for 

specific information (e.g., service statistics), observing 
and recording, and sample survey/surveys by the use of 
questionnaires. 

a.	 Type of Data Collecting Tools Used in the Ministry of 
Health 
1.	 Hospital Admission Forms and Discharge Sheets 
2.	 Registers - (Admission & Discharge) 
3.	 Immunization Sheets 

4.	 Family Planning Forms (Register) 
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5.	 COupon System Forms 

6.	 Tally Sheets 

7.	 Drug Register 

8.	 fot>nthly 5unmary Sheets 

'!be above forms have different coding. For example, '5' 

form which is used to collect drugs. 

15.3 Data Utilization 

Lack of data might not be the problem in Kenya, but rather 

its timely collection and organization into usable form and 

subsequent analysis. Data exist or are collected but are not 

efficiently utilized. Part of the problem may be that staff 

do not kn~ how to use the data collected and may require 

in-service training. 

Health data can be used by health staff for progranme 

management/administration, supervision, monitoring and 

evaluation, planning, and research/studies. Exanples of 00....' 

data can be utilized are given below. 

a.	 Project Planning 

1.	 When planning for a maternal child welfare and family 

planning for an area, in order to set targets and to 

evaluate the progranme, the following information is 

needed. 

Percentage of children under 5 years 

Percentage of wanen between ages 15-49 
Fertility rate 

Infant mortality rate 

Accessibility of the population to health 

facilit,ies 

Maternal mortality rate 

General morbidity data and social/economic Data 
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The above infor.mation will help when making decisions 

on coverage of targets, location of health facility, 

and the mix of programmes. 

2.	 Periodic analysis of the morbidity data collected 

through service statistics can help in determining 

the amount and type of drugs that should be ordered. 

'Ibis helps to avoid ordering/keeping drugs that are 
not necessary. 

b.	 Supervision 

Systematic analysis of data collected from various health 

centres can assist health personnel to determine the 

workload in each health unit, number of staff required 

as per given staffing norms, their mix and experience. 

Data infor.mation can also be used to review the staffing 

pattern and make the necessary changes regarding 

staffing, supplies, drugs, etc., to either reduce or 

increase the quantity and quality of each. 

c.	 Evaluation 

In any given programme there is the need to know whether 

the stated objectives and targets are being achieved. 

For example, a project on environmental sanitation might 
set a target of getting 50% of households in the project 

area to construct latrines. If no data are collected, it 

will be difficult to determine to what extent that 

objective has been accomplished. 

Another project objective/target might be to have a 

particUlar staffing pattern for a given health facility 

within a given period, in order to ensure that certain 

services are offered. There will be need to have data on 
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the type of staff, qualification, experience and 
deployment, in order to evaluate that objective and to 

make decisions on ~cific measures to be taken. 

d.	 Research 

At times, data collected might not be detailed enough to 

address ~cific problem areas but will indicate that 

there is some problem that requires detailed/~ial 

study in order to determine its cause. 

P16. BUDGET FORMULATION AND FISCAL CONTROL 
18.1	 The goals and objectives of decentralized planning are to 

iITprove district plans, facilitate formulation of realistic 

bUdgets, and ensure effective use of resources (money, 

materials, and manpower). The plans formulated by the DHPT 

should form a single -master plan- prepared in detail, to 

show development and recurrent expenditures expected to be 

available during the respective financial year (annual) and 

in subsequent years (forward budget). Table P-2 on the 

following page provides an example of a District Health 
Budget. 

In Kenya the budgeting procedure covers six main programnes. 
These progranmes are administrative services, curative 

services, promotive and preventive health, rural health 

services, health training, and medical supplies and 

equipment. (Note that in the example shown, supplies and 

equipnent are not broken out separately, which would likely 

be done in a real budget since supplies/equipment are treated 

as a specific cost category by the MOB Accounting Officer.) 

Within each progranme area are itemized expenses by major 

SUbcategories. For instance, under Preventive Services, 

MCH/FP and Health Education services, specific items of 

expenditure like buildings, vehicles, and equipment are 

listed separately. 
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- - - - - -

- - - - - -

rlble P·2 EXlmple of I District Hellth Budget 

DIS'DUCT TOTAL BUIlGET 

Annual Porec:ut Annual Porecut 

1. 

2. 

3. 

DEVEIJ::lPMENl' llllXZT n8V83 1983/84 1984/85 1962/83 1983/84 1984/85 

Adldnistrative service. 

1.1	 ~ital ~i~i~~r~/ 

Renovlltiona/Extensiona - - - - - 
1.2 Vehicle•••••••••••••••• 7,000 7,000 - - - 
1.3 Office &Jul~nt ....... 5,000 5,000 7,000 - - 
1.4 S.larie................ 50,000 55,000 70,000 - - 
1.5 Allowance.............. 5,000 6,000 10,000 - - 
1.6 TranJPOrt !lpenae8 ••••• 15,000 16,000 17,000 - - 
1.7 Other Costs (Specify) .. 18,000 9,000 10,000 - - 

SUb-'l'ota1 K£ 90,000 104,000 114,000 -------_:"-
CUrative service. 

2.1	 District IlolPiW/!lUr~
 

llo!!pita1
 

- UUi1di~8/Extensions/
 

Renovations •••••••• - 10 SO,OOO - - 
- Vehicle.............. 10 7,000 - - - 
- fUrniture , Equi~t - - 10 - - 
- Kousill9 ............. - 10 25,000 - - 
SUb-'II:ltal K£ 10 7,020 75,010 -------_.--

Preventive servi~s 

3.1	 HClVFP ser','ice!l ........ 10,000 15,000 18,000 8,000 12,500 14,000
 
3.2	 Vector DorM Diseases 

Control .............. 5,000 5,000 6,000 - - 
3.3	 ca..mlcab1e Di_s 

Control .............. 5,000 5,000 6,000 - - 
3.4	 ExpaOOed Pr09r- ot 

IJmunlzation ••••••••• 10,000 10,000 '/,000 8,000 8,000 5,000 
3.5	 ca.uu.ty Balled 

Ilealth care .......... 3,000 3,000 3,000 - - 
3.6	 IIeI:.lth Education ••••••• 1,000 1,000 1,000 1,000 1,000 1,000 
3.7 Equi~nt .............. 4,000 4,000 4,000 4,000 4,000 4,000
 

3.8 Vehicles ............... 10,000 10,000 10,000 - - 
Sub-'II:ltal K£ 48,000 53,000 91,00q, 21,000 25,500 .lli!!!!!L 

4. Rural Health services 

4.1 Health centers 

4.2 Dispenaarles 'lWe II ... 10 25,000 25,000 - - 
4.3 Dispensaries Type I •• ,. - - - - - 
4.4 Mobile Health serVices • 1,000 1,000 1,000 - - 
4.5 Vehicles ............... 10,000 10 10 - - 
4.6 Equi~nt .............. 10 10 5,000 - - 
4.7 Drug SUpplies .......... 30,000 35,000 50,000 30,000 45,000 SO, 000
 

Sub-'II:lta1 K£ ~1,020 61,020 81,010 }O,OOO 45,000 50,000 

5. Health Training 

5.1	 /tIr.. Tralni~ Schoo1(s) - - 10 - - 10 
5.2	 aJ/alv.Tech/Lab Tech
 

Courses ..............
 

5.3	 In-service Trainill9 

Courses .............. 1,000 1,000 1,000 - - 
5.4	 Hu1ti-Discip1inarJ 

Courses •••••••••••••• 500 500 500 - - 
5. S PIcllntenance SChoo1l1 •••• 10 5,000 7,000 - - 
5.6 l::qui(:l1ll!nts ............. 10 7,OCO 7,000 10 7,000 7,000
 

5.7	 Vehicles ............... 10 10,000 10,000 10 10,000 10,000
 

Sub-'II:ltIl1 K£ 1,530 22,500 25,510 20 17,000 17,000
 

The Total Dist, Deve10{l11lent
 

Bud<jet Est. K£ 180,560 247,540 386,530 51,020 87,500 91,000 
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The percentage of the total national expenditure appropriated 

for health services is a reflection of how much planners in 

the Ministry of Economic Planning and Development (MOEPD) 

value health services cQI'lPared with growth in other spheres 

of the economy. For eXaII'Ple, the 1979-83 develoI;mlent plan 

allocated 7.2% of the national budget for health care 
...... 

services. Approved budgets are presented in the form of 

printed estiwates of expenditure, but are subject to revision 

during the course of the year. Planning and budgeting, 

however, can only be meaningful if it is conducted with prior 

knowledge of the resources to be provided. 

In practice, the Treasury issues a circular with 

predetermined financial ceilings based on past year(s) 

forward bUdget. This acts as a guideline for the finanical 

resources which may be made available. The task of the 

district working group should be to focus attention on the 

approved plans in regard to each individual service/ 

progranme, and to identify resources required to achieve the 

specified target. The exercise should address itself to 

physical development, availability of various cadres of 

staff, hotel services, and supplies of drugs and equipment. 

The required resources are subsequently expressed in terms of 

IOOney as a corranon measure (medium of exchange). 

TO illustrate this point, let us take an example of a 

prograrrme j.ntended to construct a dispensary as the 

foundation for extending community-based health care to an 

underserved community. The district health planning team 

would first prepare a brief on the requirements for the 

prograrrme clearly spelling out the operational procedures. 

This brief would be subnitted to the professionals in the 

Ministry of public WOrks (architect, engineer, and quantity 

surveyor) who would draw up a definite work plan, facility 

design and prepare cost estimates for building works and 

equipment. The details would be discussed with all parties 
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concerned to agree on the plan of implementation. The 
finance officer(s) would prepare budgets, service, and other 
operation targets based on ·intervention programmes· to 
achieve objectives. Needless to say, coordination of 

district plans to ensure that adequate bUdgets are developed 

and that the team works within the financial provisions is a 

vital function of the DHPTs. 

Once the plans and bUdgets proposed have been agreed upon, 
appropriate officers have authority to spend financial 

allocations. Nevertheless, it is equally inportant that 

performance is monitored and budgets controlled to ensure 

that money is spent for the purpose for which it was voted. 

The DHPT is expected to be -finance conscious· and is 

accountable for the economic and efficient use of money, both 
as individuals and as a team. '1be hospital administrator by 

virtue of his administrative role and as a member of the 

DHPT, will be held responsible for coordinating preparation 

of bUdgets and for providing up-to-date information on 
expenditure trends and commitments, including control 
procedures. 

The PHPT will coordinate preparation and control of budgets 
in their provinces. At the ·Headquarters· level, the 

Principal Finance and Establishment Officer, on behalf of the 

Accounting Officer will exercise control to ensure that the 

total expenditure matches revenue resources available and 
that subvotes are used efficiently in relation to the results 

achieved. Since funds are voted for specific targets within 

agreed plans, any pr.:>posals to switch expenditure between 

programme heads/sub-heads, or to carryover unspent balances 
from one year to the next, or to incur over-expenditure, must 

strictly be approved by the Accounting Officer. Certainly 
there will be need to institute interval audit, as necessary, 

to ensure that. there is no waste, extravagance or 
misappropriation of pUblic money. 
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P17. IMPLEMENTATION
 
Plannil¥3, per se, is not an end to itself, unless it is accompanied 

by a clearly defined implementation strategy. 

It is therefore pertinent that the following implementation stages 

should be taken into account. 

17.1	 Develop a clear, understood and accepted plan (e.g., the 

implementation team, which may be carrprised of intersectoral 

agencies and members of the cOO1llunity, should be conversant 

with the plan to be implemented). 

17.2	 Ensure adequate availability of resources: 

a. Human 
b. Money 

c. Materials 

17.3	 Develop clearly defined duties, responsibilities and 

accountability for all parties involved in the implementation 

of the plan. 

17.4	 Develop clearly defined channels of ccmnunication and 

consultation vertically and horizontally. 

17.5	 Review Activity Chart (work plan) to ensure that you are 

still on the same track. 

17.8	 Obtain formal approval to start implementation from concerned 

authority. 
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PREFACE
 

Once the Writing Team had thoroughly analysed the task of developing a 
planning and evaluation training course for District Health Planning Teams 
(DHPTs), it became clear that no effort of this type would be complete without 
also providing specific guidance to instructors on how to effectively use the 
course materials. 

The Writing Team has recommended that implementation of this training 
programme be coordinated by a designated senior MOH official. Those involved 
in the development of these training materials (Le., the Writing Team), will 

then be available to assist as the activity moves from the development stage 
to the implementation stage. 

Although the Writing Team assumes that officials selected to conduct the 

training course will have had some prior preparation to function as trainers 
(either through experience or as a result of having received some special 
course in training), it is however, reconanended that the trainers actually 
undergo the experience of the course as trainees. In this manner, familiarity 
with the course materials will be guaranteed. A second step in preparation 

would then be to become thoroughly familiar with the contents of this guide. 
Finally, as with the implementation of any ·project,· the trainers should each 

develop a work plan which identifies all of the logistical and management 
requirements that should be attended to before, during, and after the course 
is conducted. 

However, even with such preparation, the Hriting Team is also firmly comnited 
to the concept of ·active learning· and the notion that experience is the best 
teacher. It is expected therefore, that the trainer's effectiveness in using 
the materials and in delivering the training programme, will improve as 
experience is gained. 
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The course administrators will look forward to reviewing the trainers' 
experiences through the mechanism of the course evaluation. The trainers' 

insights will be vital to the process of refining of the course and making it 

progressively more effective and useful to the DHPTs. 

'lllE WRITING TEAM 

- Dr. R. K. Arap Kalya, - F. A. M\«>ria, 
Deputy Director of 
Medical Services/PMO, 
Rift Valley 

Senior Hospital Secretary 
in the Planning and Inple
mentation of Integrated 
Rural Health and Family 
Planning Programme, 
Ministry of Health 

- N. A. Keyonzo,
Head, Evaluation and 
Research Division, 

- T. M. Oduori (Mrs.), 
senior Nursing Officer, 
Ministry of Health, HQ, 

National Family Welfare 
Cent re, Ministry of 
Health 

Nairobi 

- Dr. A. O. Oyoo, 
Deputy Director of 
Medical Services!pf1D, 
Eastern Province 
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1. a	 PRINCIPLES OF TRAINING - AN OVERVIEW* 
1.1 Introduction. 

'Ibe concepts discussed in this section of the Trainer's Gui 
describe the key philosophical and psychological foundatic 
underlying the instructional approaches used in designing tt 
course. 'Ibis overview is provided as an introduction (for t 

individual who has not previously been -trained as a traineI 
or as a review for the previously -trained trainer,- and sho~ 

be used as a supplement to other types of technical preparati 
as may be available. 

In addition, at the back of this document can be found select 
reprints of articles on the subject of learning/instructiol1 
theory. The trainer is encouraged to review these, and 
refer to the original sources and other publications, f 

additional information on the subject. 

1.2 The Trainer as Facilitator of Learning 

When a trainer begins the development of an instructiol1 
activity, one of the first things that should be done is 
identify and write learning objectives for the activity. 

addition, the trainer must also identify and write t 
underlying learning tasks that the trainees must perform 
accanplish the objectives. In effect, a good instructor c 

analyze any given objective and list the most appropria 

learning tasks that a trainee must perform to successful 
acconplish the objective. 

'Ibis section of the Trainer's Guide provides a conceptu 

framework that will assist the Trainer in selecting the roo 
appropriate learning tasks and instructional methods for 
given learning objective of the course. 

*	 Throughout this section, terJ~ such as, -trainer,- -teacher, 
-instructor;- -participant,- -trainee,- -student,- -learner; 
-educational,- -instructional;- are used interchangeably. The 
principles discussed apply equally to formal education (in-school), 
and job-related (training) situations. 
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1.3	 '!be Philosophy of Learning 

Learning is generally considered to be relatively permanent, 

observable, and/or recognizable change in the relationship 

between a stimulus (i.e., instructional content) that a trainee 

perceives and the trainee I s response to the stiIlUllus, whether 

overt (i.e., observable, detectable, and public) or covert, 

(i.e., occurs within the trainee and is therefore not readily 

observable or detectable) relative to the cultural experiences 

(or socioeconomic background) of the trainee. 

A well known educational theorist, Gagne, has classified 

learning behaviours into eight categories, or skills, that 

progress from sirrq;>le to complex. These are: 

a.	 Signal Learning - the acquisition of a conditioned response 

to a given signal (or stimulus). 

b.	 Stimulus/Response Learning - the connection of a specific 

response to a given stimulus. 

c.	 Chaining - The establishment of an interrelated series, or 

set, or responses (also known as skill learning). 

d.	 Verbal Association - a tyPe of chaining in which verbal 

units are linked to a concept, object or skill, (e.g., 

associating the name of an object with the object itself). 

e.	 MUltiple Discrimination the ability to distingUish 

between acquired verbal and skill chains. 

f.	 Concept Learning - the ability to respond to a stimulus in 

terms of abstract charactenstics, such as colour, shape, 

position, and nwnber, as opposed to concrete or physical 

characteristics such as length weight texture, etc. 
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g.	 Principle Learning - the ability to associate and relate 
t\tJO or more concepts, (e.g., recognizing the relationship 

between -atomic fusion- and -radiation.

h.	 Problem Solving - the ability to canbine two or more 

previously learned rules or concepts into a higher order 

rule or concept (e.g., applying the -laws of biology- to 

solve a medical problem). 

Learning can be characterized in the following ways: 

it is a dynamic perceptual activity that results fran
 

direct contact through the senses;
 

it progresses from the progressive acquisition of si.np1e
 

skills to more complex skills;
 

it is either abstract, (Le., symbolic or conceptual) or
 

concrete, (Le., based upon direct sensory experiences);
 

am, it is influenced by the socioeconomic environment
 

within which it occurs.
 

1.4	 Learning And Objectives 

The inportance of defining learning objectives as an initial 

step in planning learning or instructional systems has been 

enphasized by educators and instructional designers for more 

than 40 years. Learning objectives are generally considered to 

be an integral part of a systems approach that involves three 

stages: 1) input; 2) process or practice; and 3) output or 

feedback. 

1.4.1	 At the input stage the instructor identifies his goals 

and objectives and determines whether or not they can 

be accorrplished given the available resources and the 

weakness or limitations of the socioeconomic 
environment in which the learning system must function. 

1.4.2	 At the process or practice stage the instructor 

analyses and selects the quality and quantity of 

information that 
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will	 be needed to support the instructional activities. 

1.4.3	 The final output stage is an iITplementation/evaluation 

activity in o;::hich a small experimental learning system 

is put into operation and evaluated based upon the 

objectives that were identified in stage one. At this 

point the system is either ready to become fUlly 

operational or is re-examined and altered where 

necessary. 

L.S	 Writing Learning Objectives 

Because learning objectiv(:s are such an inportant part of the 

overall systems approach to instruction they must be clear, 

explicit, measurable, and obtainable via instruction. Learning 

objectives which have these characteristics are called 

behavioural objectives. 

A good behavioural objective describes three things: 

a.	 the terminal behaviour the learner will be able to perform 

to demonstrate that the objective has been reached; 

b.	 the conditions uooer which the learner will be expected to 
demonstrate his or her competencies; and 

c. the	 criteria that will be used to evaluate the learner. 

The exanple provided below illustrates how a good behavioural 

objective should be written. 'l'he terminal behaviour is 
underlined with a broken line ( ); the conditions are 

underlined with a single line ( ), and the criterion is 

underlined with a double line ( ).-

EXAMPLE:
 

G i v e n a lis t 0 f per man e n t sec r e 
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1ii1, ~ i t hat 1 e a s t 9 a % a c cur a c Y. 
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1.6	 Classifying Objectives 

A good instructor must analyse learning objectives to determine 

the JOOst appropriate learning tasks a trainee must perform to 

successfully accomplish them. To facilitate this process, 

behavioural objectives have been classified into three 

danains: cognitive, affective and psychoJOOtor. Each danain 

has also been further subdivided into ·hierarchical variables· 

that progress from simple to complex based upon their 

respective order of complexity. 

1.6.1	 Cognitive Objectives are related to knowledge and the 

ability to think and understand. This, means that 

cognitive objectives specify the mental reasoning tasks 

the student will errploy and/or use to learn a given 

amount of cognitive information. These mental 
reasoning tasks or ·hierarchical variables· conmonly 

associated with cognitive objectives are: 

a.	 MeIoorization - the ability to recognize and recall 

objects, symbols, ideas and facts on a specified 

matter. For example the terminal behaviour for a 

typical memorization task, would require a student 

to write the steps required to perform a patient 

care procedure; write the name of a specific drug; 

or; recall the time and place of an inportant 

historical event. 

b.	 Conprehension - the ability to demonstrate an 

understanding of the significance or meaning of 

objects, symbols, facts or ideas. The terminal 

behaviours for a Comprehension task would require a 

stUdent to explain the importance of a patient care 

procedure; identify the function or effects of a 
specific drug, or; discuss the significance of an 

important historical event. 

-5



c.Application the ability to apply learned 
principles (facts or ideas), objects or symbols to 

new situations or problems. The terminal behaviour 

for an application task might require a student to 

enploy a mathematical procedure to solve or develop 

an equation; use a diagnostic technique to identif~' 

an illness, or; demonstrate the relationship 

between a historical trend and a current event. 

d.	 Analysis - the ability to separate an object, idea 

or fact into its conponent parts; and name and 

define each carponent part and the relationships 

between them. The terminal behaviour for an 

analysis task could include the ability to examine 

the functions and vital precesses of the parts of a 

living organism; calculate the chemical composition 

of a SPecific drug, or; formulate the sequence of 

events that lead to a clinical illness. 

e.	 Synthesis the ability to combine parts or 

elements to form a whole or formulate principles or 

rules from previously learned facts, ideas or 

learning events. The terminal behaviour for a 

synthesis task could include the abili ty to 

identify or demonstrate the operation of a medical 

theory in a clinical case study, or; create a new 

technique for treating an illness based on 

previously acquired information. 

f.	 Evaluation - a problem solving behaviour involving 
the ability to make accurate judgments based on 

available evidence or criteria. The terminal 

behaviour for an evaluation task could include the 

ability to assess the physiological or 

psychological effects of a given illness; conpare 

and rate two or more research studies, or; measure 

effects of a specified treatment procedure. 
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1.6.2	 Affective Objectives specify the attitudes or values 
the student will acquire as a result of the learning 

that will occur. Affective objectives, therefore, 

specify learning tasks which require students to make 

judgements regarding the degree to which their learning 

experiences have either positively or negatively 

influenced their feelings and values. 

The hierarchical variables, or learning tasks, 

associated with affective objectives include: 

a.	 Attendin9lReceiving - behaviours which demonstrate 

the student I s willingness to accept and pay 

attention to a given instructional mode or learning 

stimulus. An example of a terminal behaviour for 

an attending task could include the ability to 

listen and take good notes during a lecture or 

while viewing a film that illustrates an inportant 

topic. 

b.	 Responding behaviours that demonstrate the 

student I s willingness to participate in scheduled 

learning activities. Typical terminal behaviours 

for re2POnding tasks could include attending a 

required field trip; designing a chart or graph 

that illustrates a previously discussed concept, 

or; asking relevant questions on an ongoing basis 

during a lecture or group discussion. 

c.	 Valuing - behaviours that demonstrate a student I s 

preference for a given idea, attitude, 

instructional mode or learning stimulus. Examples 

of terminal bahaviours for valuing tasks include 

choosing to read a book rather than view a film on 

a given topic, or; expressing a positive opinion 

about a given learning activity. 
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d.	 Organizing - behaviours which indicate that a 

student has acquired or developed a specific value 

or set of values that will influence future 

behaviour. Examples of terminal behaviours for 

organization tasks include suggesting or developing 

a method for solving a problem based upon 

previously acquired information, or; writing a 

brief essay on the importance of a treatment 

procedure or the significance of a social issue. 

e.	 Characterization - behaviours which demonstrate 

that the student has organized a set of values and 

attitudes into a consistent philosophy or belief 

system. Terminal behaviours for cr..aracterization 

tasks could include practicing good personal 

hygiene; respecting the opinions of others in a 

small group discussion, or; developing good study 

habits. 

1.6.3	 PsyChomotor Objectives specify the physical and 

manipulative skills students will develop as a result 

of instruction. Thus psychoIOOtor objectives should 

require a student to learn to use specific skills 

during actual or simula~ed work experiences. The 

hierarchical variables, or learning tasks, for 

psychomotor objectives include: 

a.	 Perception - an awareness of a situation which may 

result in or require a given skill. The terminal 

behaviour for a perception task could include the 

ability to identify and name the equipment and/or 

materials needed to perform a skill; recall the 

specific sequence in which the skill should be 

performed, or; recognize and describe the 

circumstances in which a skill will be used. 
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b.	 Set-adjustment or Readiness (to perform a required 

skill) - this implies that the student is mentally 

and emotionally prepared to learn the skill. 

Terminal behaviours for this affective task could 

include the ability to gather and arrange the 

equipment and/or materials needed to perform a 

skill, or; to express his or her desire or 

readiness to perform the skill that must be learned. 

c.	 Guided Response imitating the instructor's 

performance of a skill and/or trying various 

responses in a trial-and-error fashion. A terminal 

behaviour for this affective task would be the 

ability to accurately imitate the instructor's 

performance of the steps required to perform a 

given skill. 

d.	 Mechanism developing an habitually correct 

response. A terminal behaviour for this affective 

task could be the ability to perform the entire 

sequence of steps associated with a given skill 
with a minimum amount of assistance from the 

instructor. 

e.	 Complex Overt Response - performing a given skill 
with ease and without hesitation or pronpting by 

the instructor. A terminal behaviour for this 

affective task would be the ability to perform a 

skill smoothly and efficiently with an acceptable 

degree of coordination and confidence without being 

assisted by the instructor. 

Thus each of the behavioural objectives written for any 

instructional system should include the terminal behaviour 

the learner will be able to perform, the conditions under 

which the learner must demonstrate his or her 

compentencies, and the criteria that will be used to 
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evaluate the learner performance. In addition, the objectives 
should be classified as either cognitive, affective or 
psychomotor. Finally, the most appropriate learning tasks that 
the student must perform should be develoPed, and then ordered 
from the most simple to the most conplex, based upon the 
hierarchical variables commonly associated with each objective. 

1.7 Insuring Active Learning 

The enphasis that is placed on writing behavioural objectives 
and utilizing a systems approach when developing an 
instructional activity illustrates the need to develop and 
implement learning experiences in which a student is actively 
involved in the learning process. Active learning implies 
active teaching. In other words, the instructor must be 
prepared to perform certain instructor- related tasks to ensure 
that the students are involved in active learning experiences. 
'lbese tasks include: 

1.7.1 Assuming Leadership - Analyse the learning, (i.e., 
classroom) environment to ensure that the learning 

activities focus on learning tasks, student feelings 

and control. Develop and use leadership techniques 
that increase student morale and production. 

1. 7•2 Developing good communication skills Learn to' 
interpret the real feelings behind a student's 
expressions of dissatisfaction or uneasiness with the 

learning tasks that must be performed. Avoid actions 
that shut off the student's real feelings and/or 
discourage open communication. 

1.7.3 Applying sound student management techniques - Provide 

reasonable opportunities for student self-management in 
the classroom. Select and use instructional materials 
that encourage student participation in the learning 
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process whether individually or as part of small group 
skill practice exercises. Develop an activity schedule 
that will enable you to cover all the material you must 

present, and provide students with adequate time to 
accomplish their learning tasks. 

1. 7.4 Arranging classroom space - Select and use classroans 
that are appropriate for the number of students 
present. Make sure that the space is clean and that 
classroom furnishings and instructional media are 
conveniently arranged to allow for the most optimum use 
by the students. 

1.8	 Methods of Instruction 

The following represents a coopendium of instructional methods 
f 

that might be employed by the Trainer. These methods can be 

used flexibly according both to the individual teaching style 
and preferences of the Trainer, and as appropriate to a 

partiCUlar learning task. The Trainer is invited to explore 
various methods for appropriateness and effectiveness, and to 

go beyond this Trainer's Guide to learn more about particular 
methods. 

The principal methods by which instruction may be provided are: 

case Study - An activity in which learners are provided with a 
written description of a hypothetical situation in which others 

are attempting to solve a particular problem. Through analysis 
of the hypothetical situation, learners gain insight into the 
principles and approaches that might work for them when faced 
with a similar task. 

Corrparative Analysis. - A thought process, structured by the 
teacher, which employ as the description, classification, and 
analysis of more than one system, group so as to ascertain and 
evaluate similarities and differences. 
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Oonferen~e - A one-to-one interaction between teacher and 
learner where the individual's needs and problems can be 
addressed. Diagnosis, evaluation, and prescription may all be 

involved. 

Denxmstration - An activity in which the teacher or another 
person uses examples, experiments, and/or other actual 
situations to illustrate a principle or show others how to do 
sanething. 

Directed Observation - Guided observation provided for the 
pUrPOSe of inproving the study, understanding, and evaluation 
of that which is observed. 

Discussion - An activity in which learners, under teacher 
and/or student direction, exchange points of view concerning a 
topic, question, or problem to arrive at a decision or 
conclusion. 

Drill - An orderly, repetitive learning activity intended to 
help develop or fix a SPecific skill or aSPect of knowledge. 

Experimentation - An activity involving a planned procedure 
accompanied by control of conditions or controlled variation of 
conditions together with observation of results for the purpose 
of discovering relationships and evaluating the reasonableness 
of a specific hypothesis. 

Field Experience - Educational work experience, sometimes fully 
paid, acquired by pupils in a practical service situation. 

Field Trip - An educational trip to places where learners can 
study the content of instruction directly in its functional 
setting, (e. g., dispensary, data center, or conununity meeting). 

/.\
/'
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Group Work - A process in which members of the class, working 
cooperatively rather than individually, formulate and work 
toward corrroon objectives under the gUidance of one or more 
leaders. 

Laboratory EXperience - Learning activities carried on by 
learners in a laboratory designed for individual or group study 
of a particular subject matter area, involving the practical 
application of theory through observation, experimentation and 
research, or, in the case of foreign language, instruction, 
involing learning through demonstration, drill, and practice. 
This applies also to the study of art and music, although such 

activity in this instance may be referred to as a studio 
experience. 

Learning Assessment - The continuous determination of the 
nature of learning difficulties and deficiencies, used in 

teaching as a basis for the selection of day-to-day or 

moment-by-moment content and methods of instruction. 

Lecture - An activity in which the teacher gives an oral 

presentation of facts or principles, with the class frequently 
being responsible for note-taking. This activity usually 

involves little or no pup1l participation in the form of 

questioning or discussion. 

ManipUlative and Tactile Activity - Activity by which learners 
utilize the movement of various muscles and the sense of touch 

to develop manipUlative and/or perceptual skills. 

Modeling and Imitation - An activity frequently used for 

instruction in speech, in which the learners listen to and 
observe a model as a basis upon which to practice and inprove 
their performance. 

Progranmed Instruction - Instruction utilizing a workbook or 
mechanical and/or electronic device which has been wprogrammedw 
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to help pupils attain a SPecific level of performance by, 1) 

providing instruction in small steps, 2) asking one or more 

questions about each step in the instruction, and providing 

instant knowledge of whether each answer is right, ar.d 3) 

enabling learners to progress at their own pace. 

Project - A significant, practical unit of activity having 

educational value, aimed at one or more definite goals of 

understanding and involving the investigation and solution of 

problems. 

Reading - Gathering information from books, periodicals, 

encycloPedias, and other printed sources of information, 

including oral reading and silent :eading by individuals. 

Recitation - Activities devoted to reporting to a class or 

other group about information acquired through individual study 

or group work. 

Research - An activity in which learners are engaged in 

investigation or experimentation aimed at discovering and/or 

interpreting facts, revising accepted theories or laws in light 

of new facts, or the practical application of new or revised 

theories or laws. 

Role-Play - An activity in which learners and/or teacher take 

on the behaviour of a hyPOthetical or real personality in order 

to solve a problem and gain insight into a situation. 

Seminar - An activity in which a group of learners, engaged in 

research or advanced study, meet under the general direction of 

one or more staff members for a discussion of problems of 

mutual interest. 

Sensitivity Training - An activity in which a group and a 

trainer meet to self-consciously examine their immediate 
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feelings and preceptions about thenlSelves and each other in 

order to gain skill in authentic cOIl1Ilunication, leadership, 

behavioural flexibility, or social sensitivity. 

Skill Practice Session - All activity in which learners have 

opportunity to put into practice those skills and 

understandings previously learned through other instructional 

activities. 

KENYA HEALTH PLANNIOO AND ~ALUATION COURSE SCHEDULE - FIRST WEEK 

'!be Schedule shown on the following page essentially describes the 

structure of the course. '!be order in which sections appear in the 

trainee's manual, as well as the listing of activities in the 

Instructional Guide (see pages 22 to 30), generally adhere to the 

sequences shown in the Course Schedule. 

The Schedule has been designed to present the subject matter in a 

sequence and time frame which will appear logical and manageable to 

all. The Trainer may, hOwever, observe some instances where 

adjustments to the schedule might facilitate learning. The schedule 

should not be modified during the course, but suggestions should be 

documented as part of the Trainer's evaluation of the course. 
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KENYA HEALTH PLANNIOO AND EVALUATION COURSE SCHEDULE - FIRST WEEK 

TIME 
DAY fDIDAY TUESDAY WEDNESD.\Y ilItJRSDAY FRIDAY 

8:30 a.m. 
to 
10:30 

-

-

welcome and Intro
duction of Teams 

overview 
Review of Course 
Goals, Objectives 
and SChedule 

-

-

-
-
-
-
-

-

Value of Planning 
Theory and Definitions 
Problems, Needs, wants, 
& Demand 
Demographic Data 
Morbidity Data 
Constraints 
Resources 
camamity-Based Health 
care 
Review case Study 

-

-

Activity/Time 
Charts 
Systems Analysis 

-

-

Performance 
Standards 
Health Information 
System 

- IIplementation and 
SlDIllry of Plan 

10:30 a.m. 
to 

11:00 
T E A B R E A K 

I 
I--' 
0'1 
I 

11:00 a.m. 
to 

12:45 

- Statement of Problem 
by Each Team 

-
-
-

Cost Anal~'sis 
Priority setting 
Goal(s), Objectives 
and Targets 
Review of SUbject and 
Discussion 

- Evaluation - (Work Gr~ 

Continued) 
- Each te. gives progress 

report and proposal for 
work during phase II 
(see TC4) 

1:00 p.m. 
to 

2:00 
L U N C H B R E A It 

2:00 p.m. 
to 

3:15 

- Teaching philosophy 
and learning methods for 
this course. 

-

-

(a:mtinued fran Above) 

Possible Goals, 
Objectives and Targets 
for each Planning 
Team's problem. 

- (Evaluation Qmtinood) - Budget foraJ1atton 
and fiscal control. 

- (Report a:mtinued) 

3:15 p.m. 
to 

3:30 
T E A B R E A It 

3:30 p.m. 
to 

4:30 

-

-

'l'heory of Planning: 
definitions and concepts 

Importance of specific 
planning mandate 

- Work Groups 
District teams meet 
individually to plan, 
assisted by trainers. 

- Work G!:~ - Work Grexp - Review and Course 
EvaluatIon 

~ - Use of Planning 
Activities Checklist-



3.0	 PREPARING FOR THE COURSE 

3.1	 logistics
 

~e trainer will be expected to do several things prior to
 

the beginning of the cou.::se. First, he/she must identify aoo
 

reserve the venue, and ensure that all personal amenities of
 
trainees will be provided for. The venue should provide a
 

classroom of sufficient size to accomodate up to 25 persons.
 

In addition, there should be five small conference roans
 

adjacent to the classroom. These should accaoodate teams of
 

five persons. Each room should be furnished with tables aoo
 
chairs.
 

The venue should also provide living accoroodations for the 

particiPants, (including meals and other support services). 

second, the trainer must contact participants and provide all 

necessary pre-training orientation. This will be done in 

cooperation with the pK) and the various JXt1Os. 'nle 

participants will consist of three to five District Health 

Planning Teams, each made up of a medical doctor, a public 

health nurse, a hospital secretary, a public health officer, 

and a health education officer. 

Third, the trainer must arrange for the instructional 

materials to arrive at the venue prior to the beginning of 

the course. You will need to order one Trainer's Glide :2or 

yourself, one trainee's manual for yourself and for each 

participant, and one Appendix for yourself and for each 

participant. 

Finally, the trainer must identify and provide appropriate 

orientation for all resource [Ydrsons. 

3.2	 Instructional Resources
 

The trainer should ensure that the following resources are
 

available at the training site:
 

a.	 The Trainer's Guide 

b.	 Trainee's manuals entitled "Planning and Evaluation for 

District Health Planning Teams· 

,v'
I 
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c.	 The Appendix to the trainee's manual (handout materials) • 

These should be reproduced in sufficient supply to 

distribute one set to each participant. 

d.	 A sufficient supply of paper, pencils, pens, chalkboard and 

chalk and/or chart paper, tape, felt-tipped pens, etc. 

3.3	 Using the Resources 

This Trainer's Guide is intended to assist the trainer in 

preparing for conducting and evaluating the course. The 

Trainer should have this docwnent handy in the classroom and 

use it as a guide to conduct classroom activities. 

The trainee's manual is to be given to the participants for 

their use. Each participant should be given a copy prior to 

his/her arrival or upon his/her arrival at the venue. Each 
participant should study the -B- section (i.e., Bl, B2, B3, 

B4), and Sections PI, P2 and P14 before the first class on 

Monday, since these selections are central to the content of 

the first day's instructional activities. Thereafter, 

participants will need to be given specific direction on a 

daily basis in terms of additional reading as~igrunents 

(handouts, etc.) that should be conpleted prior' to the next 

day's events. 

3.4	 Using the Instructional Guide 

On the pages imnediately following, you will find a guide for 

conducting the course. Each page of the guide is divided into 

four columns as follows: 

3.4.1	 Objectives: In this column the course objectives are 

referenced in terms of the code numbers found in the 

trainee's manual, TC3. 

3.4.2	 Instructional Activities: This column provides 
instructions for conducting the training activities. 

Each activity was designed to help the participants 

accomplish a specific objective. The trainee should, 
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therefore, conduct all the activities that are 
suggested, omitting none. The trainer should also 
conduct the activities in the order given. If any 
suggestions for changing or improving the course arise 
during the week, these should be included in the 
trainer's evaluation. 

3.4.3	 Estimated Time 

This colwnn provides suggestions about the amount of 
time to be SPent on each activity. 'lbese suggestions 
should be treated flexibly. Some groups will need to 

spend more time on a given activity, others less. As 

the instructional leader, the trainer must decide 
this. Nevertheless, it is inportant that the trainer 
guide the participants at such a rate that the 

suggested activities will all be completed in the 

course of the week. On the Trainer's Assessment 
evaluation form provided in the Evaluation section of 
this guide, a place is provided for the trainer to 
account for actual time, as was found necessary to 
complete activities. This information will assist 

course administrators in making appropirate 
modifications to the guidelines in the future. 

3.5	 Conducting the Work Group Sessions 

Some session on Tuesday, Wednesday, and Thursday are dedicated 
to work groups. 

By the end of the week, each District Health Planning Team is 
required to produce a draft of a plan for iIl1?roving health 
services in its own district. '!'he plan must address each of 
the points found in the Planning Checklist (pages TC6 and TC7) 

of the trainee's manual. 

Since the Planning Checklist provides the basic organizational 

framework for the plan, the course has be designed to address 
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the l,X>ints on the Checklist ';tematically, carprehensively, 

and sequentially. Material relevant to points 5.1 - 5.12 is 

presented on Monday and Tuesday. Mat~rial relevant to points 

5.13 - 5.16 i,s presented on Wednesday. Material relevant to 

points 5.17 - 5.19 is presented on Thursday. Material relevant 

to the remaining points is presented on Friday. 

In order to facilitate the elaboration of the plan, time has 

been allotted for the Teams to work in small groups. Those 

sessions that take place during the last, wrk period of the 

days may, at the trainer's discretion, continue into the 

evening hours. It is expected that the t~s will take great 

pride in their work and that they will want to continue working 

until their work satisfies their own criteria for quality. 

The trainer is responsible for making these work sessions as 

fruitful as possible. It is therefore, suggested that the 

Trainer do the following: 

1.	 Provide an orientation prior to beginning each work 

session. Such an orientation might take the following 

form, "Today you were introduced to the following 

topics. • • • Each of these topics was elaborated using 

background essays, the Makutano case Study, and related 

discussion. During the work session today, you should 

begin (or continue) the elaboration of your plan, taking 

care to addres~ each of the points we have covered so far. 

Use the case Study as a model. I will move among the teams 

to provide whatever assistance I can. Are there any 
questions?" 

2.	 Once the questions have been answered, assign each of the 

teams to its own small conference room to begin work on its 
plan. 
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3.	 The trainer should circulate among the teams to provide 

assistance. At the technical level, the trainer should be 

prepared to answer any questions about the topics presented 

in the preceding sessions. At the procedural level, the 

trainer should help the teams to keep moving toward their 

goals when they get bogged down in disputes over which of 

two or more alternatives to adopt. In this case, encourage 

the team to make a decision, recognizing that this is a 
draft, and that if they are to complete it, they will have 

to keep moving. 

3.6	 The Course Evaluation 

A detailed description of the evaluation procedures is 

presented in section 5.0 EVALUATION GUIDELINES. This paragraph 

is therefore designed only to call attention to the fact that 
the heart of the evaluation is each team's presentation of its 
plan to the whole group on Friday afternoon. The participants 

should therefore be informed prior to the first work session on 
Tuesday afternoon, that their presentation will be subject to a 

critique by the trainers and the other particiPants. Each team 

should therefore work as carefully and conscientiously as 

possible in order to make the most effective presentation 

possible. 
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4.0 'IHE INSTRUCTIONAL GUIDE 

INS'lRUCTIONAL INS'lRUCTIONAL 
os.:J"OCTIVE AC'lVITIES DAY/TIME RESOURCES 

Welcome the participants to 
the course. 

Present an overview of the 
course. Be sure to cover the 
following points: 
1.	 Description (TCl) 
2.	 Rationale (Bl) 
3.	 Goals (TC2) 
4.	 Objectives (TC3) 
5.	 Design and schedules (TC4) 
6.	 Underlying philosophy of 

teaching and learning (TC6 
plus Introduction in this 
Guide) 

7.	 Instructional resources 
available and their uses 

8.	 Awroach to course 
evaluation 

Invite the members of each 
District Health Planning 
Team (DHPr) to present the 
health services problem on 
which they will be \«>rking 
over the course of the week. 
Give each team 15 minutes 
to make their presenta
tion, followed by 10 
minutes for open discussion. 

Monday 
1 hour 
(8~30 a.m. 
9:30 a.m.) 

1 hour 
(9:30 a.m. 
10:30 a.m. 

105	 mimtes 
(11:00 a.m. 
12:45 p.m.) 

TCI 
TC2 
TC3 
TC4 
TC6 
Bl 

Each group will 
bring a written 
description of its 
problem, one copy 
to be presented 
to the Trainer. 



INSTRUCrIONAL INS'lRUCTIONAL 
OBJOCTIVE AC'lVITIES DAY/TIME RESOURCES 

3.1	 TO identify, de
scribe, list, and dif
ferentiate social, 
cUltural, economic, 
and political factors 
inherent in health 
planning. 

I 
tv 
eN 
I 

Present a global view of health 
planning in Kenya. Begin with 
a general examination of plan
ning theory (PI), then show 
the relation of that theory to 
health services and health plan
ning in Kenya (B2, B3, 84). 

Show how this course fits into 
Kenya's approach to health 
planning. Indicate that the 
the course is organized in 
terms of a Planning Checklist 
consisting of 21 steps. Enpha
size that at each step, there 
is a three-fold movement. 
1.	 Study of relevant back

ground papers 
2.	 Application of the back

ground material to the 
development of a health 
services plan for Makutano. 

3.	 Extension of what is being 
learned to each Team's own 
problem 

Take this opportunity to review 
the Planning Checklist (TCS), the.p. and ·CS· sections of the 
trainee's manual. 

Ask	 the participants to study 
the	 case Study plus P2, P3, P4, 
P5,	 P6 t P7, pa, and P9 in prepa
ration for Tuesday's sessions. 

I hour is minutes	 PI 
(2:00 p.m. -	 B2 
3:15	 p.m.) B3 

B4 

I hour	 'OC5
(3:30 p.m. 	 .p. documents 
4:30	 p.m. case study (CS) 

Appendix 



INS'lRUCTION.lU.. INSTRUCTIONAL 
OBJEX:TIVE AClVITIES DAY/TIME RESOURCES 

3.2	 TO help partici 
pants learn to 
identify, list, 
critically analyse, 
and evaluate: 
a.	 Health related 

problems and needs 
b.	 Actual and poten

tial resources 
c.	 Planning con

straints 
".. 

I d. Planning priori N 

I	 ties 
e.	 Goals 
f.	 Measurable object

tives and targets 
g.	 Carmunity-based 

Health care 

Lead the participants to
 
distinguish among problems,
 
needs, wants, and demam:
 
the art of establishing priori 

ties (let participants estab

lish a prioritized list of
 
problems, etc.)
 
Present the content of P3 and
 
P4. Ask the participants to
 
justify their list of priori 

ties in terms of eack dis

trict's demographic and mor

bidity data.
 
Present the content of P5 and
 
P6. Ask each Team to criti 

cally analyse and reformulate
 
their list of priorities in
 
terms of constraints and limi

tations on resources in their
 
own district.
 

Present the concept of
 
Conmunity-based Health care am
 
its relation to the policy of
 
decentralization. Refer to P14
 
as well as to a successful CBHC
 
pilot program that already
 
operates in Kenya.
 

Tuesday 
20 minutes 
(8:30 a.m. 
8:50 a.m.) 

40 minutes 
(8:50 a.m. 
9:30 a.m.) 

40 minutes 
(9:30 a.m 
10:10 a.m.) 

20 minutes 
(10:10 a.m. 
10:30 a.m.) 

P2
 

P3
 
P4
 

P5
 
P6
 

P14
 



INS'lRUCTIONAL INSTRUCTIONAL
 
AC'lVITIES DAY/TIME RESOURCES
 

3.3	 TO help participants 
learn how to develop 
and write: 
3.1 A work plan 
3.2 • 
3.3 • 
3.4 • 
3.5 • 
3.6 • 
3.7 • 
3.8 • 
3.9 • 
3.10 • 

~ 
U1 
I 

Show the participants how to 
conduct a cost analysis of the 
first item on the list of pri 
orities. 

Discuss the content of P8 and 
determine whether or not any 
priorities need to be 
re-ordered. 

Lead the participants to 
distinguish between goals, 
objectives, and targets; note 
application to Makutano; apply 
to practice examples. 

Ask the participants to 
finalize problem statement. 
Then, using Planning Activi
ties Checklist, systematically 
respond to items 2 through 12 
(but no further). 

Help the participants to 
distinguish between activity/ 
time charts which use mile
stones (events), and activity/ 
time charts which use networks; 
study use of time chart in 
Makutano eXaJli>le; establish 
time sequenced activity list 
for Team problem; translate 
list into activity/time 
chart. 

30 minutes 
(11:00 a.m. 
11:30 a.m.) 

15 minutes 
(11:30 a.m. 
11:45 a.m.) 

135 minutes 
(11:45 a.m. 
3:15 p.m.) 

60 minutes 
(3:30 p.m. 
4:30 p.m.) 

Wednesday 
60 minutues 
(8:30 a.m. 
9:30 a.m.) 

P7 
Costing data for 
Health Services 

P8 

P9 
In 19>endix or 
Trainer's Guide: 
1.	 Verb list 
2.	 Practice 

Examples 

PIO (There is a 
need to develop an 
example that makes 
milestone numbers 
meaningfUl. ) 



INSmUCTIONAL INS'lRUCTIONAL 
OBJEX;TIVE AC'lVITIES DAY/TIME RESOURCES 

3.5	 Identify, differenti 
ate and describe key 
elefll<:!nts of: 
a.	 A health informa

tion system 
b.	 A coomunity-based 

health care system 

3.6	 Organize, implement 
and evaluate a quality 
assurance program: 
a.	 Define a problem 
b.	 Appoint a qualitytL of	 care committee'" I	 c. Develop cdteria 
d.	 Set standards 
e.	 set performaoce 

levels 
f.	 l-k>nitor performance 
g.	 Implement steps to 

correct any defi 
ciencies found 

h.	 Report to District 
Health Management 

On Systems Analysis read PII. 
Discuss key terms. StUdy appli 
cation to Makutano. 

Present a lecture on the theory 
of evaluation based on the 
first two pages of P12. Pro
vide clear health related ex
amples of each concept. 

Go on to show that evaluation 
must occur at every stage of 
planning and implementation 
as discussed in P12, focus 
on the following steps: 
1.	 Review the project with 

special emphasis on goals 
and objectives. 

2.	 Plan the evaluation 
3.	 Review the evaluation plan 
4.	 Estimate the reliability 

of the information 
obtained. 

5.	 Conduct a field-level 
evaluation. 

6.	 Review, analyze, sunmarize, 
and interpret data. 

60 minutues 
(9:30 a.m. 
10:30 a.m.) 

180 minutes 
(11:00 a.m. 
3:15 p.m.) 

Pll (Work out a 
Systems Chart of 
Makutano) 

P12 
CSIO 
Evaluation Planning 
Sheet 



INSTRUCTIONAL INSTRUCTIONAL 
OBJECTIVE ACIVITIES DAY/TIME RESOURCES 

3.6 (Continued) 

I 
~ 
-...I 
I 

3.7	 Identify, list, and 
evaluate critical 
elements of an 
implementation plan. 

Lead the group in a review of 
the evaluation plan associated 
with the Makutano case study. 
Note that this plan is consis
tent with the criteria speci
fied in P12. 

Tell the group that each team 
will be asked to elaborate an 
evaluation plan and that they 
should be guided in doing this 
through the use of P12, CSlO, 
and the Evaluation Planning 
Sheet. Ask them to suggest a 
goal, some related objectives, 
a procedure that could be used 
for evaluating the degree to 
which each objective was accan
plished, a suggestion of the 
person who should be responsi
ble for conducting this evalu
ation, and the deadline for 
completing the evaluation. 
(Ignore the subject of -Per
formance Standards, - for the 
moment.) 

In work groups, continue the 
elaboration of project plans. 
Begin where left off on the 
previous day. Continue through 
Step 16 of the Planning Check
list. (Ignore subject of ·Per
formance Standards until 
Thursday. ) 

60 minutes PI through P12 
(3:30 p.m.  case study 
4:30 p.m., plUS Planning Checklist 
evening, if Evaluation Planning 
necessary) Sheet 



INS'IRUCTIONAL INS'IRUCTIONAL 
OBJECTIVE AClVITIES DAY/TIME RESOURCES 

3.7	 (Continued) Lead participants in a discus
sion of performance standards 
with emphasis on the content 
of P13. 

Note the application of the 
principles of performance 
standards in the Makutano 
case Study (CS7, 11, 12). 

Use P15 to illustrate the types 
of information that can be col
lected. Enphasi.ze that the 
PUrposes for cc,llecting health 
data are:~ 

CD 
I 

1.	 To describe the existing
 
conditions
 

2.	 To identify areas in need 
of inprovement. 

3.	 To justify plans for health 
related projects. 

4.	 To deronstrate the benefits 
that flow from a given 
health project 

Examin~ the data in the Case 
Study and identify the purposes 
for which the data are presented 
there. 

Encourage the participants to 
use PIS in determining the data 
they will collect for their 
project and the reasons for 
collecting it. 

Thursday P13 
60 minutes CS7 
(8:30 a.m. 
9:30 a.m.) 

 CSll 
CS12 

165 minutes PIS 
(9:30 a.m.  Case Study 
12:45 p.m.) 



INSlffiUCTIONAL INS'lRUCTIONAL 
OBJOCTIVE },.crvITIES DAY/TIME RESOURCES 

I 
N 
\0 
I 

3.7	 Identify, list, and 
evaluate critical 
elements of an imple
mentation plan 

3.8	 Describe and justify 
a new project or pro
gramme sufficiently 
well to win its ac
ceptance at national, 
provincial, district, 
and community levels. 

Present a lecture using P16 to
 
help participants to understand
 
budgeting procedures in Kenya.
 
Also use the figures in the -B

section. Emphasize the dif

ference between a development
 
budget and a recurrent budget.
 
Similarly, differentiate between
 
an annual budget and a forward
 
budget.
 

Study the budgeting example in
 
the case Study. Emphasize that
 
this is the format they must
 
use in tabulating the budget
 
for their project.
 

In work groups, apply this pro

cedure to the elaboration of
 
each group's budget. Please
 
justify each line item.
 

Reinforce the relationship
 
between planning and implemen

tation.
 
Participants should be
 
instructed to read Pl7 for
 
homework the night before the
 
class. Each team writes a sum

mary of their work plan.
 

Review the overall planning and
 
evaluation process with empha

sis	 on refining district team
 
health care plans.
 

1 hour 15 min. 
(2:00 p.m. 
3:15 p.m.) 

60 minutes 
(3:30 p.m. 
4:30 p.m.) 

Friday 
60 minutues 
(8:30 a.m. 
9:30 a.m.) 

120	 minutes 
(9:30 a.m. 
12:00 noon) 

P16 
B3 
B3.2 

CS12 

P17 

District Team 
Workplans 



INSTRUCTIONAL It5'1RUCTIONAL 
OBJECTIVE AC'lVITIES DAY/TIME RESOURCES 

3.8 (Continued) Each team gives a progress re
port and sWImary proposal for 
work during phase II (See TC4 
Health Management Course Over
view) 

Distribute forms and instruct 
participants in completing 
their evaluation of the 
course. 

t!., 
o 
I 

120 minutes 
(12:00 noon 
3:15 p.m.) 



60 minutes 
(3:30 p.m. 
4:30 p.m.) 

Participant's 
Assessment form 
(see Trainer's 
Guide) 



5.0	 EVALUATION GUIDELINES 

The major purposes for evaluating the course are, 1) to obtain 

information regarding how the trainees viewed the instructional 

activities; and, 2) to assess the administrative methods used to 

conduct the course. 'lhree evaluation instruments, entitled "DHPT 

Performance Checklist, " "'l'rainers Assessment, " and "Trainee IS 

Assessment," are provided on pages 33 - 42 of this section. 

'!he data collected by use of these forms should be surranarized in 

writing. This surrmary, along with copies of the completed forms 

will constitute an evaluation package which may be used by those 

\'lho will be responsible for monitoring the training and making 

revisions in the course. This evaluative input will be extremely 

important for those purposes. 

Many ~f the questions shown on these fOLlllS may also need to be 

revised once judgements have been made regarding the various 

respondent Is ability to understand the intent of questions and to 

answer in a manner that will assist the trainer and course 

administrators. Unclear or inappropriate questions should be 

elind.nated or restructured after the evaluation instruments have 

been used once or twice. 

The complete evaluation process should take no more than three 

hours, and should be supervised by an evaluator or other 

educational coordinator for the course. 

The "Performance Checklist" should be used to monitor trainee 

progress and identify problem areas as the course proceeds. The 

Checklist should then be used again at the end of the course as 

part of the final evaluation activities. 

*00 not write on "master copies." Duplicate forms in the quantities 

needed for distribution. 
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The -Trainee Assessment - form should be administered on the last 
day of training to obtain trainees' views about the administrative 

and instructional methods used to c~nduct the course. 

When the evaluation forms have been corrpleted, collected and 

summarized, submit them to the appropriate office as designated b¥ 
the MOH for review. 
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DISTRICT HEALTH PLANNING TEAM
 
PERFORMANCE CHEX::KLIST
 

District Health Planning Team: 

Date of Evaluation: / / Evaluator: 

Instructions to the Trainer: 

The following checklist describes the tasks the District Health PlaMing 

Teams (DHPT) has been expected to follow in preparation (during Phase I) 

for, and conpletion (during Phase II) of the Plan which will solve the 

problem assigned by the PMC. 

Please rate the team's ability to perform each task by placing an (X) in 

the SPace that represents the degree to which you have observed the 
described tasks. The basis for making jUdgment are given below: 

1. The team has not performed this task. 
2. The team is often reminded to perform this task. 

3. The team is occasi9nally reminded to perform this task. 
4. The team performs this task adequately with few reminders. 

5. The team always performs this task accurately. 

Planning and Implementation Tasks 

1.	 Reviews planning assignment and indicates further clarification 
needed. 

2 3 4 5 

2.	 Reviews existing health services in the area. 

---r- 2 3 4 5 

3.	 Ascertains needed demographic or vital data. 
3.1	 PopUlation 

1 2 3 4 5 
3.2	 Death Rate 

1 2 3 4 5 
3.3	 Birth Rate 

-21	 3 4 5 
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3.4 Morbidity & Mortality 
Rates 

1 2 3 4 5 
3.5	 Disease &Accident 

Incidence 
123 4 5 

3.6 Ascertains reliability of existing data for planning purposes 

123 4 5 
3.7 Ascertains additional data needed and how it can be obtained 

1 2 3 4 5 

4.	 Estimates time required and resources needed to cooplete the 
planning assignment 

--r 2 3 4 5 

5.	 Arranges to meet with PHPT to: 
5.1	 Receive feedback 

1 2 3 4 5 
5.2	 Obtain needed 

clarification 
1 2 3 4 5 

5.3	 Request additional 
resources needed to 
complete planning 1 2 3 4 5 
task 

).	 Reconvenes at the district level and assigns detailed 
responsibilities to individual team members to obtain detailed 
information needed to complete the planning task (i. e., dem::>graphic 
and vital data; equipment and supply needs; number and tyPe of staff 
needed, etc.) 

-51 2 3 4 

7.	 Reviews Constraints 

- 1 2 3 4 5 

I.	 Identifies needs for intersectoral cooperation and presents the 
problem and background information obtained to the DOC for 
information and guidance. 

2 3 4 5 

I.	 Systematically analyzes available resources and outlines various 
possible solutions to the problem(s) 

2 3 4 5 
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10.	 WOrks out a cost benefit analysis 

1 2 3 4 

11.	 Prioritizes solutions according to resources available 

1 2 3 4 5 

12.	 Defines goal(s) and formulates specific objectives and targets 

1 2 3 4 5 

13.	 Identifies and reviews relevant performance standards 

1 2 3 4 5 

14.	 Develops Activity/time chart (GANrr Method) 

1 2	 3 4 5 

15.	 Develops a work plan 

1 2 3 4 5 

16.	 Plans the evaluation 

1 2	 3 4 5 

17.	 Develops an information system indicating specifically, method (s) of 
recording, retrieving and disseminating data 

1 2	 3 4 5 

18.	 Prepares a bUdget 

1 2 3 4 5 

19. Justifies	 the budget 

1 2	 3 4 5 

20.	 Plans the implementation 

1 2 3 4 5 

21.	 Prepares a summary of the plan, not to exceed two typed pages 

1 2 3 4 5 
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TRAINER'S ASSESSMENr 

The activities as listed below, respond to the sequence of course -Instructional 

Activities,- as shown in the Instructional Guide. In the third column, please indicate 

the actual time requited for completion of each segment. The fourth column has been 

provided for you to make necessary and appropriate comments. Those items on which you 

feel you would like to make corranent should be noted in the colUJ1U'l. Your detailed 
comments regarding those items should then be provided on a separate page if need be. 

Include your observations and findings regarding the adequacy/inadequacy of the 
materials, your own presentation/discussion, the trainee's response to the session, etc. 

Activity Estirrated Comple Actual Completion Trainer's 
tion Time Time Conments 

- Welccme 1 hour 

- Overview 1 hour 

- Statement of 
Problem 

1 hour 45 minutes 

-

-

-

Discussion - Health 
Planning Process 

Theory and Reading
Assignment - case 
study 

Checklist 

1 hour 15 minutes 

60 minutes 

60 minutes 

- Discussion 
Problems and 
Priorities 20 minutes 

-

-

Justifying priorities 

Reformulate priori
ties 

40 minutes 

40 minutes 

- COfimillnity-based Health 
Care 20 minutes 

-

-

Cost analysis 

Discussion - PB 

30 minutes 

15 minutes 
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Activity , Estimated COmple- , Actual Completion , Trainer's 
Hon Time Tine COmnents 

- Goals, objectives, 
and targets 

- Work Groups
(Wednesday) 

- Activity Time Charts 

- Systems Analysis 

- Evaluation 

- Performance 
Standards 

- Information and 
data collection 

- Budgeting 

- Implementation 

- Plan justification 

- Course Evaluation 

2 hours 15 minutes 

60 minutes 

60 minutes 

60 minutes 

3 hours 

60 minutes 

2 hours 45 minutes 

1 hour 15 minutes 

60 minutes 

4 hours 

60 minutes 
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-- --

PARTICIPANrS I ASSESSMEm' OF THE COURSE 

Instructions:
 

Please respond to the following assessment questions by selectir
 

responses and writing comnents that best represent your experiencE
 

during this training program.
 

1.	 Do you feel that you were adequately informed about this healt 
planning course before you came? 

Ves No 

If not, what information would you have liked to have received? 

2. Place a check in the SPace provided that represents your reaction 
to the following program activities: 

Activity 

a. Welcome and Introduction 
of Team Members 

valuable Amount of time scheduled 
Too Too 

Yes No Adequate Much Little 

b. Overview 

c. statement of Problem by 
each team 

d. Teachin:J Philosophy and 
Learning Methods 

e. The Value of Planning 

f. case Study Review 

g. Cost Analysis 
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Valuable AJoount of time schedulea 
Too Too 

Activity Yes No Adequate Much Little 

h. Priority setting 

i. Goals, Objectives and 
Targets 

j. Activity/Time Chart
(WOrk Plan) 

k. Systems Analysis 

l. Evaluation 

m. Performance Standards 

n. Health InfoDnation Systems 

o. Budget Formulation 

p. Budget Justification 

q. Developing WOrk Plan 
Surrmaries - -

r. District Health Planning 
Team Presentations 

s. WOrk Group Sessions 

3. Which two topics/aspects of 
were the most valuable? 

the health planning course do you feel 
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4. Which two topics/aspects of the health planning course could be 
inproved? 

5. Which two aspects of the overall administrative arrangements and 
support in this progranme were JOOst valuable? 

6. Which two aspects of administrative support could be improved? 

7.	 Do you feel that the instructor (s) were adequately prepared to 
present the information they provided? 

Yes __ No 
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8.	 were the instructional materials you received appropriate and 
adequate for the instruction you received? 

No __Yes - 
9.	 Were the instructors available when needed or as scheduled? 

Yes __ No - 
10.	 Was the information provided by the instructors presented in a 

clear, concise and understandable manner? 

Yes __ No __ 

11.	 Were the goals and objectives for this health planning course 
clearly explained to you? 

No __Yes - 
12.	 Did the course content adequately cover the course objectives? 

No __Yes - 
13.	 Were the facilities and equipment provided for the course adequate? 

Yes __ No - 
14.	 I will be able to plan my health care activities better because of 

this course. 

No __Yes - 
15.	 Although a certain amount of pressure and stressful activity is 

expected during any training course, in this course stress could be 
reduced by: 
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16.	 I would give the following overall rating for this health planning 
course:
 

A waste of time
 

A good course that needs i.Irprovement 

Appropriate and useful 

17.	 I would r,~comnend this health planning course to my fellow workers. 

Yes __ No __ 

18.	 The following specific activities (or changes in activities) and 
recommendations would strengthen this health planning course: 
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Supplement 

SELECTED READINGS ON LEARNIOO/INSTRUCTIONAL 'lliEDRY 
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VERB LIST FOR WRITING EDUCATIONAL OBJECTIVES 

Knowledge Caaprellens ion 

cite recite associate express 
count recognize classify ex trl90l.te 
define record canplre interpret
draw ~late compute interpolate
identify repeat contrast lout. 
indic.te select describe predict
list state d1 fferentiate ' report 
name tabulat.e discuss r?State 
pair' tell distinguish review 
qv trace explain translate 
r write estilUtf 

App1ica t i on Analysis 

apply predict analyze distinguish 
ca 1cula te practice appraise exper1.ent 
c~lete re late contract infer 
denonstrate report criticize inspect
dramatize restate debate inventory
employ review detect question
exami ne ' schedule diagram separate
illustrate sketch differentiate sLlllMrfze 
interpret solve 
interpolate translate 
locate use 
operate utilize 
order 

Synthesis Evalultion 

arrange integrate appraise lIH$ure 
assemble manage assess rink 
collect organize choose rate 
ctJnP°se plan critique reca end 
construct prepare detenn1ne revise 
create prescribe estilDlte score 
design produce evalulte s.lect 
detect propose grade test 
fOmJlate specify judge
generalize 

10
 



Apolic.1tion 

64 / Way. to Improve Your Self-Instructional Unit 

4.	 Analysis (to extunine a complex communication and break it down into its 
parts) 

• Lamer will compare and contrast the political viewpoints ol two newspaper 
~~n~. . 

• Leamer will decide the steps needed to solve an arithmetic problem. 

5.	 Synthesis (to put together inlormation in a unique or novel way to solve a 
problem) 
• Student will construct a physical geography map. 
• Student will produce a plan lor political action. 

6.	 Evaluation (to make a judgment about something in light ol some criteria) 
• Leamer will evaluate the paintings and select the one most appropriate for 

display 
• Student will decide if the poem meets standSlds for Haiku poetry. 

The fonowing chart may be helpful to show verbs for different higher orders of ob· 
o jectives. Using these verbs does not guarantee a higher-order objective-but it may help. 

Some Possible Verbs lor Use in Stating COgnitive Outcomes'" 

Synthesis 

cOllpose 
plan 

Evaiuation 

judge 
appraise 
evaluate 
rate 
compare 
revIse 

Knollledge 

def 1M 
repeat 
reeortl 
list 
recall 
name 
re late 
underlIne 

COG!!!rehen&ion 

translate 
rest.lte 
discuss 
describe 
retognize 
explain 
express 
ident if~' 

locate 
report 
review 
tell 

interpret 
apply 
etap loy 
uae 
demonstrate 
draaatil:e 
practice 
illustrate 
operate 
schedule 
shop 
sketch 

Analysis 

distinguhh 
ana.ly::e 
dlf Eerentiolta 
appraise 
calculate 
experillent 
test 
cOlllpare 
contrast 
crit iei::e 
diagraJI 
inspect 
debate 
inventory 
quest Ion 
relate 
solve 
examine 
categorize 

score propose a!lsesa 
desl~ estimate
fOC1llulate 
arrange 
assemble 
collect 
construct 
create 
nt up 
organize 
unage 
prepare 

~mpllmentsof Marybelle ~.,.ge. 
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TABLE I 
An Annotated CoJDitM Domain Taxonomy· 

nul cla.uiftation delCribe" from IimpJeI1 to mOlt complex, ax cklfUl to 
wtUdI WonnatioD thai is taught can be learned. 

I.	 Kno",ledgr. Recal1illl infomulfion pretty much DJ ir ....AS l=ed. 
In ill rirnplest manifestation, this includes knowledge of the tenninology 
and specifIC facts-dates. people, etc.-associated with an area of subject 
matter. At I mOR: complex level it means knowintt the major lUb-areu, 
methc<1s of inquir)', c1assiflWtions lUld wa)'s of thinking characteristic of 
the subject arel, as well as its central theories and principles. 

%.	 Comprehension. Rrporting inforlTllZlion in Q ......y othu than how it _s 
ICQT7led in order to show th.u it hils bun undenr",>d. 
),Cost buiC&11) this muns reporting wmethmg leal ned thrcu!Jl ,w alterna· 
tive medium. More complu evidence of ~~91~:'cnsio.: t,"~(;lves inter
preting information in "one's own words" o. ;n ~rn" other original 'N.Y. 
or extrapolating from it to new but rebt::d id....~ ':'l~ irr.r-licalions. 

3.	 Application. Use of ICQmed information ro sr.;:.e j prob:;'" 
This mun, carr~ing over knowle~e of fact' s! :!•. ·th.x:~ iC:ai\i.:;l in one 
specific context to completely new ones. 

4.	 Ana!yw. Taking learned informction iJPtvl. 

AlUlYRs means fIgUring out ;( subject marr.:n mest c·;ementaI ideas and 
their intenclationships. 

5.	 Synthesis. OeQting something nel4'-Qnd good. bilsed on lome criterion. 
This cre~tion can be wmething that communicates to an audience, that 
plans a JUc('essful goal'directed cndeavor. or th.1t subsumes a collection of 
idus within a ncw theory. 

6.	 EvallUtion. Judging the value of something for a przrlinrliv purpo~. 

This means making a statement of something', worth bued either on one's 
owo well-iieveloped criteria or on the well-understood criteria of another. 

eAdaptcd from TAXONOM}' OF EDUCATIONAL OBJECTIVES: The am;· 
/icarion of EducQtionQI Goals: HANDBOOK 1: CoK1litive Domain, by Benja· 
min S. Bloom, et aI. Copyright © 1956 by Longman Inc. Previously published 
by David McKa)' Company, Inc. By pennission of Longman Inc. 

In those cases where you as evaluator are asked to offer an opinion of 
1he quality of the program·s aims themselves, you might use the taxon
omin as a guide in formulating your response. Ask yourself: 

•	 Does the program contain a sufficient number of high-level objec
tives, siven its time frame and the group of students for whom it is 
intended? 

32	 How to Deal With GotZls QII,(J ObjUrtl1el 

TABLE 2
 
An Annotated Affr.ctift Domain !uonomy·
 

This classiftation deacribes the yanOUS y. in which a person milht display 
an attitude about somethinl. A load y to think of this list is u a 
plOpeuion in the person's willinpleu to hive lOrtle phenommon (an tY'ellt, a 
body of subject matter, a person, ttc.) affect him. The list describe' levels of 
behavior from balest exposure to deep involvement. 

I.	 RecrivinJ. Paying Qtuntion. 
Most basically, this muDS just knowing thlt something exists or is !oinl 
on. It abo includes &Jert ""atching and Iistenilll. 

2.	 Respondina. Acrive explorQtion 0' PiZrticiPiZrion. 
At base, responding muns not·necessarily-enthusiastir v.ilIinpless to take 
put in IOmethilll· A more developed manifestation includes satisfaction, 
pleasure, or even pursuit of a certain activity, penon or thm, 

3.	 Valuina. Conmtenr behavior mowinZ positive regQrd for so",emin,. 
This mi!ht mun behavior in keepin£ \loith advice from others about the 
ri6ht-but not necesSlJY plecsurable-route to a desired loal. At a deeper 
level, it involves commitment. upreuion of a puticula.! point-of-yjcw, and 
usuminl responsibilities. 

<t.	 Orpnization. Building lind behQving according to Q sinpt ut of life 
principleL 
Ollanization includes holding comistent poinu-of'view about many as
pecu 01 life, without conoadictions 01 conflict. 

S.	 OIanct.erization by a value or yalue complex. Being prtdictQblt. 
This means thowing a sllongly detectabk-and effective-pattern of powth 
or adjustment to life in leoeral. 

• Adapted from TAXONOMY OF EDUCATIONAL OBJECTIVES: The OAJsi· 
MQlion of Educan'oruzl GcN:ls: HQndbook 2: Affecril'e DoTnllin. by David R. 
Kl'llthwohl, et aI. Copyrigilt © 196<1 b)' Longman Inc. Prcviouilr published by 
David McK~y Company, Inc. B)' pennission of Longman Inc. 

PriocipIe No.3: Objectives ml)' be written for 
I whole program IS weD as for individuals 

You have probably noticed that sometimes objectives refer to go21s for a 
.mole program. For instance: 

Eighty percent of the students shall score above the 50th percentile on 
the Iowa Test of Educational Development. 

1his objective does refer to obserVible student behavior-test-taking
which is specified in detail in the manual for the administration of the test 
chosen for Ole program. . 
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TRIP REPORr 00 AFRICAN OBSERVATICNAL 'l'OOR TO IVORY mAST, 

NIGERIA, Ta;() AND ~ 

I	 INI'RODlCl'ION 

(a)	 Brief Background: Q1e of the cc:rrponents of the Health Planning am 
Information Project is to organize and make arrangements for obser

vation tour training for Kenyan Health officials in African countries. 

(b)	 To these errls arrangements -.vere made for 4 Ministry of Health 

officials to participate in an observation tour training experience 

by visiting the Ivory Coast, Nigeria, Togo and the Carreroon over 

the period of FebIUaJ:y 12th to 24th, 1982•. The list of the Kenyan 

delegation is included in Armex A. The Itinerary of the delegation 

aril. nanes of persons interviewed are included in Annex B. 

II -	 RJRPOSE OF AFRICAN OBSERVATIONAL 'IOJR TRAINING 

The primary PurPOse of the Tour Training were as follo.vs: .
 

(a)	 To provide particiPants with an opportunity to briefly study the 

organization and managerrent of Rural Health services Delivery in 

African countries. 

(b)	 To observe different approaches of solving Rural Health relivery 

problans, with a via.-.r towards learning ways in which the solutions 

might be adopted aril. applied to solving similar problans in Kenya. 

(c)	 To observe t.~e major regional CtI1d country training prograrrmes in 

planning am management. 

(d)	 To observe regional prograrones for strengthening Health Delive:ry 

Systems in other African countries. 
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III - BRIEF REPORl' 00 commuES, RmlOOAL TRAINrnG PImlW-MES 

ORREGlrnAL PIOJEO'S VISITED 

:a) project for strengthening Health relivery Systems in Central arx:l 

west Africa, SHDS. 

(b) Project for strengthening Health celiveI:Y Systems in centraljWest 

Africa, SlfI'H, is a regional project which aims to strengt.l-}en 

Health Delivery Systems in 20 countries of Central and W3st Africa. 

The participating countries are as follCMs: 

Benin, carreroon, Central African Republic, Chad, Congo, Equatorial Guinea, 

Gabon, Gambia, Ghana, Guinea, IvoI:Y coast, Liberia, Mali, Mauritania, 

Niger, Nigeria, senegal, Sierra Leone, Togo and Upper Volta. 

The project functions under the auspecies of the t:::>rld Health Organization 

regional office for Africa arrl is furrled by the United States Agency for 

International Developnent•. 

SHOO was develo~d when the countries of the region involved in the w1iO 

smallpox - rreasles eradication carrpaign requested a eat'q?rehensive follow

up program to assist then in iIrproving other aspects of health services. 

SHDS collaborates directly with Ministries of Health, WHO regional training 

rentres, acadanic institutions and regional er.danic disease control 

organizations in Central and W3st Africa. 

SHOO is governed by two cannittees canposed of representatives of Ministries 

of Health of the 20 camtries, WHO/AFID and AID. Q1e":Ccmnittee meets every 

two years to 'Leview program objectives; the other meets annualy to review 

program activities. 

( 

C\'7
'U 
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SHDS has its principal project office in Abidjan, Ivory Coast. Boston 

university, the project contractor, together with the centre for Disease 

Control (ax:) in Atlanta, provides professional arxl administrative program 

support in collaboration with WHO/A.F'OO. SHDS staff arrl consultants care 

primarily fran Africa arrl the U.S. 

SHDS	 programs are being carried out in association with: 

the WHO Regional Training centres in Togo and Nigeria, 

the WHO centre far Health Planning, Progr~g and Management 

in Senegal, 

the post-basic nursing education programs in Senegal, CanEroon 

arrl Liberia, 

the two endsnic disease ex>ntrol organizations (cx::EAC in Cameroon 

arrl OCa:;E in Upper Volta), and 

the Ministries of Health in Ivory Coast, Cameroon arrl the Gambia. 

The SHDS program goal is tq develop the capability to plan, implerrent 

and manage effective and econanically feasible health delivery systems 

in the west and central Africa region. This 90as is to be achieved by 

the following four objectives: 

I.	 To improve national and regional health planning and management:; 

II.	 To increase skills and to improve utilization of health personnel 

providing generalized health services at the SUPervisory and local 

levels; 

[II.	 To improve regional and national disease surveillance and health 

daI'O':Jraphic data systems and to integrate these systems into 

national health planning delivery systems; 

rJ. To develop low-cost (affordable) health delivery systems. 
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In collaboration with WHO, me and the participating countries, the projec 

'has thus far: 

Corrlucted the first top level regional inter-sectoral management 

workshop for senior level offici:lls fran B rountries and ministers 

fram 4 rountries. 

Developed instructional materials for training village health 

'WOrkers and initiated new rourses for training trainers of village 

health workers at the WHO Regional Training centres in Togo and 

Nigeria. 

Initiated a follow-up program in the regional training centr':s to 

help students design and implerrent village health worker traini.ng 

prograns in their own rountries. 

Held workshops for over 140 particiPants on curriculum developnent, 

training of village health \\Orkers, epidemiology and primary health 

qare. 

Evaluated ~ent programs in nursing education and planned new 

curriculum for post-basic nursing education errphasizing primary health 

care. 

Provided support to over 200 particiPants receiving training in 

health planning and rnanagarent, public health and health education. 

Developed EPI dE?lOOnstration al"ld training areas in 3 rountries with 

the goal of reducing ITOrbidity and ITOrtality due to imnunizable 

oontagious childhood diseases by 50% in 36 ITOntbs. 

Held cx:>Urses for national managers of EPI, training 82 people fran 

44 countries. 
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Initiated .in-country training programs for mid-level managers of 

EPI. 

Conducted 5 regional v.orkshops an primary health care. These
 

v.orkshops resulted in a soon-to-be published manual on primary
 

health care progran developrent.
 

Initiated a program to train people from the region to can:y
 

out applied research in pr:imary health care
 

VISIT TO W.H.O. TRAINING CENTRE FOR HEALTH SERVICES PERSONNEL, 

YABA, LAGOS, NIGERIA. 

As stated earlier a component of the SHDS Project is to assist in strengthe

ning the management training capacity of the WHO Training Centre for Health 

Services Personnel which is a regional training centre for Africa located 

in Yaba, Lagos. The group was given an over view of the training program 

by the Training Director, Dr. E. L. Neil. Dr. Neil steted that the 

following process were offered as a component of their training program: 

1.	 Course in systematic cost· design in community mobilization for trainers 

of Primary Health Care workers which is a 12 week course. 

2.	 A course in Health Services Management for middle level health personnel 

which is an 8 week course. 

3.	 A course in environmental health in malaria control techniques for mid 

level health personnel which is a 10 week course. These courses are 

given twice a year and participating countries select candidates who 

attend the course in Yaba, Lagos. The objectiv~s for the course in 

Health Services Management for middle level health personnel will 

review in great detail. The following information was gained by the 

review. This course is designed for health centre administrators~ 
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Nurses, Midwives, Health Centre Superintendents and others who have been in 

the	 health care delivery service of their country for a minimum of five 

years. 

Candidates to this course must have or will have direct responsibility for 

planning, organising, directing and controlling in one or more areas of 

the	 following health care components: health education, food supply and 

nutrition, safe water and basic sanitation, maternal and child health care, 

immunization against major infections diseases ,prevention, control and 

treatment of locally endemic diseases and the management of injuries and 

the	 supply of essential drugs. 

The course aims at preparing the participants in mobilization of communitie~~ 

and the management of the health delivery systems in the context of Health 

For All By The Year 2000 A.D. 

DURATION OF THE COURSE: 8 weeks.
 

BROAD OBJECTIVES: At the end of the course, the participants will be
 

able to:
 

1.	 Examine the implementation of Primary Health Care in Africa. 

2. -. Examine the foundations of African Management Processes. 

3.	 Isolate relevant characteristics of African ways of life for
 

effective health services management.
 

4.	 Use African case studies in health care delivery services to
 

practise management decision-making.
 

5.	 Mobilise the community to actively participate in health care
 

delivery services.
 

6.	 Provide effective leadership for co-workers. 

7.	 Design, implement and evaluate health education activities. 

8.	 Plan, implement and evaluate in-service health training programmes. 

9.	 Evaluate the impact of health care delivery services. 

10.	 Maintain adequate statistical health records. 

11.	 Promote adequate food supply to the community. 

12.	 Promote proper nutrition among communities. 

13.	 Use appropriate technology to produce safe drinking water and 

solve other basic local sanitation problems. 

14.	 Organise Maternal and Child health activities. 

15.	 Coordinate immunization activities against major infectious 

diseases. 



Nurses, Midwives, Health Centre Superintendents and others who have been in 

the	 health care delivery service of their country for a minimum of five 

year5. 

Candidates to this course must have or will have direct responsibility for 

planning, organising, directing and controlling in one or more areas of 

the	 following health care components: health education, food supply and 

nutrition, safe water and basic sanitation, maternal and child health care, 

immunization against major infections diseases ,prevention , control and 

treatment of locally endemic diseases and the management of injuries and 

the	 supply of essential drugs. 

The course aims at preparing the participants in mobilization of communities 

and the management of the health delivery systems in the context of Health 

For All By The Year 2000 A.D. 

DURATION OF THE COURSE: 8 weeks.
 

BROAD OBJECTIVES~ A~ ~ho end of the course, the participants will be
 

able to:
 

1.	 Examine the implementation of Primary Health Care in Africa. 

2.	 Examine the foundations of African Management Processes. 

3.	 Isolate relevant characteristics of African ways of life for
 

effective health services m~nagement.
 

4.	 Use African case studies in health care delivery services to
 

practise management decision-making.
 

5.	 Mobilise the community to actively participate in health care
 

delivery services.
 

6.	 Provide effective leadership for co-workers. 

7.	 Design, implement and evaluate health education activities. 

8.	 Plan, implement and evaluate in-service health training programmes. 

9.	 Evaluate the impact of health care delivery services. 

10.	 Maintain adequate statistical health records. 

11.	 ?romote adequate food supply to the community. 

12.	 Promote proper nutrition among communities. 

13.	 Use ap~ropriate technology to produce safe drinking water and 

solve other basic local sanit~tion problems. 

14.	 Organise Maternal and Child health activities. 

15.	 Coordinate immunizati.on activities against major infectious 

diseases. 
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2.	 Use such developed course to train primary health care workers. 

3.	 Collaborate with and work in rural communities for the improvement
 

of community and individual health in their villages.
 

4.	 Collaborate with other workers in community development to improve
 

community and individual health in the rural areas.
 

5.	 Evaluate the performance of primary health care workers during their
 

training and periodically afterwards.
 

6.	 Supervise the work of tLlined primary health care workers. 

7.	 Plan and give all the necessary support ,to primary health care workers
 

to facilitate the delivery of health cm'e to the rural areas.
 

8.	 Organize retraining programmes for practising primary health care
 

workers as and when needed.
 

9.	 Evaluate periodically the impact of the trained primary health care
 

workers on the health of communities in the rural areas within the
 

context of health for all by the year 2000 A.D.
 

10.	 Communicate the results of such evaluation to other levels of the 

health care delivery system in a manner which will help in the 

development of aocoherent national health plan. 

A site visit was completed to the field training area where a commur.ity
 

mobilization programme for primary health care workers was initiated by
 

the training participants.
 

OBSERVATIONAL TRAINING TOUR VISIT TO OCEA AND CESSI 

The group visited the W.H.O. host country headquarters in Yaounde. An 

over-view was given of W.H.O. and SHDS collaboration in assisting the 

OCEA	 and CESSI programmes in Yaounde. A visit was made to the OCEA office 

and the Senior Director of OCEA reviewed the programme and gave the group 

a tour of the Training Centre. The Directo~ stated that OCEA was a 

regional programme with member countries to prcvide training for laboratory 

mid level personnel and to conduct research into specific areas identified 

by the participating countries. A visit was also made to CESSI and the 

Programme Director reviewed the project and the following was noted. 

CESSI was started in 1972 with the training of post graduate nurses from
 

15 countries in the areas of community health. Upon completion of the
 

'\ 0\ ..... /9 ) 
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course the nurses were awarded certificates just below the Bachelor of 

Nursing Degree. Regional approach to strengthening training in manageffi~~~ 

was a viable approach towards assisting countries in increasing their 

capacity to manage health services. Therefore, observational tours were 

planned to visit East and Southern Africa Management Institute in Arusha 

to take a look at the Regional Training Centre for East Africa in 

managemen t . 



ANN E X A 

LIST OF AFRICAN CBSERVATlOOAL TCUR 'I'RAINnl; PARrICIPANrS 

1. Mr. P. Kariuki Deputy secretary 

2. Dr. J. Maneno Assistant Director of Medical Services 

3. Dr. R. Kalya Provincial Medical Officer 
Rift Valley 

4. Mr. D. arolo Senior Nursing Officer 

5. Dr. R. Gipson senior Health Planner (HPIP) 
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ITINERARY FOR OBSERVATIONAL TRAINING TOUR IN IVORY COAST
 

Friday 12.2.82 18.30 hrs. Arrival at Abidjan, Ivory Coast. 

Monday 15.2.82 08.30 - 12.00 hrs. - Visit Strengthening Health Delivery 

Systems in Central and West Africa. 

Meet with Dr. David French. 

12.00 - 14.00 hrs. - L u n c h 

14.00 - 16.00 hrs. - Meet with Strengthening Hea1~h Delivery 

Systems, Training Coordinator. 

Tuesday 16.2.82 19.00 - 12.00 hrs. - Meet with Strengthening Health Delivery 

Systems, Epidemiological and Research 

Officer. 

12.00 - 14.00 hrs. - Lunch with Dr. French. 

Wednesday 17.2.82 10.00 hrs. Leave for Lagos, Nigeria by plain. 



ITINERARY FOR OBSERVATIONAL TRAINING TOUR IN LAGOS, NIGERIA.
 

~hursday 18.2.82 19.00 - 12.00 hrs. 

Friday 19.2.82 

12.00 

14.00 

08.00 

-

-

-

14.00 hrs. 

16.00 hrs. 

14.00 hrs. 

Visit the World Health Organizatil 

Training Centre for Health Service 

Personnel, 

Meet with Training Staff Director 

Dr. E. L. Neil. 

L u n c h 

Tour Training Facility. 

Visit Field Training Sight for 

Trainers of Primary Health Care 

workers. 



ITINERARY FOR OBSERVATIONAL TRAINING TOUR IN YAOUNDE, CAMEROON
 

Monday 22.2.82 14.00 - 16.30 hrs. 

Tuesday 23.2.82 08.30 hrs. 

13.00 - 14.00 hrs. 

14.00 - 16.30 hrs. 

18.00 hrs. 

Visit the World Health Organization 

Headquarters, 

Meet with Mr. Assomba. 

Visit OCEA, 

Meet with Senior Director 

Review Program and visit Training 

Centres. 

L u n c h 

Visit CESSI, 

Meet with Training Director. 

Departure from Yaounde by plain 

for Douala and Douala to Nairobi. 
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TRIP REPORT ON AFRICAN OBSERVATIONAL TOUR TO TANZANIA AND ZANZIBAR 

I	 INTRODUCTION 

(a)	 Brief Background:A component of the Health Planning and Information 

Project is to organize and make arrangements for Observational Tour 

Training for Kenyan Health Officials in African countries. 

(b)	 To these ends arrpngements were made for three Ministry of Health 

officials to participate in Observational Tour Training experienced 

by visiting Tanzania and Zanzibar over the period of the 3rd to 

lOth March, 1982. The list of the Kenyan delegation is included 

in Annex A. The Itinerary of the delegation is included in 

Annex B. 

II	 PURPOSE OF AFRICAN OBSERVATIONAL TOUR TRAINING· 

The primary purpose of the Tour Training were as follows: 

(a)	 To provide participants with an opportunity to briefly study the 

organization and management of Rural Health Services Delivery 

in African countries. 

(b)	 To observe different approaches of solving Rural Health Deliv~ry 

problems, with a view towards learning ways in which the solut~ons 

might be adopted and applied to solving si.milar problems in Kenya. 

(c)	 To observe the major regional and country training programmes in 

planning and management. 

(d)	 To observe regional programmes for strengthening Health Delivery 

Systems in other African countries. 

III	 BRIEF REPORT ON COUNTRIES, REGIONAL TRAINING PROGRAMMES 

OR REGIONAL PROJECTS VISITED 

Visit to the Tanzanian Ministry of Health with specific focus on the planning 

unit within the Ministry. On the 4th of March, 1982 the Tanzanian Ministry 

of Health was visited by the Observational Tour Training group. The major 

Ministry of Health officials were met and reviewed their specific functions 

within the Ministry. Specific focus was given to the planning unit within 
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the Ministry. The overall organization of the Ministry was given as representee 

~y the diagram below. The following information was gained in reference to the 

task and organization of the planning unit. The overall functions of the 

planning unit were identified as follows: 

1.	 Production and dissemination of health and other related information for 

managing health services. 

2.	 Formulation of short, medium and long term health sector development plans 

in collaboration with the Divisions of the Ministry, Regions and other 

relevant and related sectoral Ministries. 

3.	 Monitoring implementation of the development plans~ 

4.	 Designing rold Follow up of construction of health sector construction 

projects and advise on maintenance of health buildings. 

5.	 Coordination of all donor inputs into the Health Sector. 

Organization 

The Planning Unit should be divided into FOUR Sections each dealing with a 

major task which will entail several functions. The proposed sections are:

1.	 Information and Evaluation: 

1.	 This section will perform the following major functions: 

1.	 Production of health information which will include: 

Health service statistics: MCH, Manpower (attendances, immun~za~~on), 

inpatient, outpatients attendances, health facilities (distribution: 

updation of the inventory of health facilities), 

Health economic statistics: unit costs, expenditure and trends in 

expenditure, regional health expenditure, 

Health ./vital/demographic statistics: population projection, 

fertility and mortality rates and morbidity statistics: incidence 

and prevalance of priority diseases and patern of morbidity, 

nutrition status ets., ~w,'\ 
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SRviromental health statistics: accessibility to safe water, 

latrines, food etc. 

This could be effently done in close collaboration of various agencies: 

BRALUP, Bureau of Statistics, Maji, University, Faculty of Medicine, 

TFNC, Institute of Medical Research, Regions, Prime Ministers Office, 

Epidemological Unit, Health Education and Building Research Units. 

2.	 Evaluation of Prugrammes/Health Services: 

Creat awareness of the need for continuous evaluation of health 

programmes/services, 

Fully participate and provide technical inputs into the planning, 

designing of evaluation studies and advise on the analysis of the 

data. 

3.	 Sociological Aspects of Health Care Delivery: 

Undertake in collaboration with other agencies population based 

sociological studies related to health care delivery. 

4.	 Develop a Data Bank for health information and other related 

information. 

5.	 Desseminate health and related information: 

Preparation of quarterly and annual health information bulletins/reports, 

Training of health workers and teachers of health workers. 

6.	 Improve in collaboration with relevant authorities/agencies the 

sources of health and related information 

Health Planning: 

This	 section will perform the following major functions: 

1.	 Prepare short, medium and long term development plans for the Health
 

Sector in collaboration with·all the Divisions of the Ministry, related
 

sectoral Ministries, Regions, Prime Ministers Office, the Ministry of
 

Plw1ning and Economic Affairs and other relevant agencies .
 

... ./4 
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2. Provide guidelines for the preparation of Regional Health 

Sector Plans and ensure that the plans fall within the 

overall national health sector plans. 

3.	 Health Economic Research into the utilization of health 

resources and advise on economic utilizati~n of scarce 

resources. 

4.	 Development of new Health Programmes especially the economi' 

aspects. 

5.	 Periodic Review of the Health Sector Plans. 

6.	 Advise on Health Manpower Planning and utilization. 

III	 Implementation/Monitoring: 

This Section will perform the following functions: 

1.	 Preparation of the Annual Development Budget within the 

contract of the short, medium and long term plans for the 

development of the Health Sector. 

2.	 Follow up the implementation of all health projects/programrr 

(national and regional). 

3.	 Preparation of Quarterly Implementation Report and applicati 

for the release of development funds. 

4.	 Mid-Year review of the Annual Plan. 

5.	 Annual Performance report in respect of the Annual Plan. 

6.	 Advise on management aspects of health care delivery system 

at various levels. 
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Building 

This is a technical construction section which in collaboration with 

the Ministry of Works, Regional/District Engineers and the Building 

Research Unit perform the following functions: 

1.	 Design of any new health construction projects 

2.	 Follow up the construction of health projects
 

national and regional.
 

3.	 Preparation of Quarterly Implementation Report in respect 

of health construction projects. 

4.	 Prepare a programme of upgrading/improving of ,existing health 

facilities: Hospitals, Health Centres, Dispensaries and 

Training institutions. 

5.	 Follow up of the implementation of the upgrading programme. 

6.	 Advise on the maintenance of health buildings and train 

'funds' to do the ordinary maintenance work and prepare 

a simple mannual of maintenance of buildings for distribution 

to HMOs, DMOs, Principals of Schools. 

7.	 Advise the Ministry on all matters pertaining to design and 

construction. 

Coordination of the Planning Unit and Donor Inputs 

As the Health Sector receives substantial development support from 

several	 donor agencies - bilateral and multi~ateral. There is a 

great	 need to have this function performed by the Head/Coordinator 

of the Planning Unit in addition to coordination of all activities 

within the Planning Unit. He should also coordinate and initiate 

operational research into the health care delivery system. The 

proposed organ for the Planning Unit is as shown below: 
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P LAN N I N GUN I T
 

Head/Coordinator	 1. Nd. A.S. Dhalla 

Nd. G. Mwakabonga
 

Nd. B. Fernandes
 

0IImplementation 
~ 

Building JInfolrmation/ I [__H_e_a_l_t_h_p_l_an._n_in_g__I·
Eva uation _	 . 

1.	 Nd. J. Ruta- l. Nd. E. Manumbu 1. Nd.S.Ngatunga Nd. T. Gfertsen 
banzibwa 

~ .	 Nd. F.Macha 2. Nd.G. Berleen Nd. P. Breum
0. 

j, Nd.Sangalale. . Nd. C. Nordin 
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DEVELOPMENT OF HEALTH SECTION TANZANIA (Mainland) 

T~e following information was gained in reference tu the Health Section in 

Tanzania. The Kenyan delegation felt that some aspects of the planning unit 

. that were observed could be applicabl~ to the need for a planning unit wi thir 

the Ministry in Kenya. But there was also a feeling that a lot of the basic 

functions might be similar with slight modifications for the difference in 

the Kenyan system. The Kenyan delegation was taken on a tour to visit three 

dispensaries, two health centres and Bagamoyo Regional Hospital. 

Area: 937,062 sq.km. (including 53,483 sq.km. of water area). 

Demographic Characteristics: 1967 1976 1978 

Total Population 

Crude Birth Rate /looo 
Crude Death Rate /looo 

11.Om 

47 

22 

l6.3m 

46 
. 17 

175.0m 

46 

15 

Rate of Growth (%) 2.5 2.9 3.1 

Life Expectancy at Birth 35 47 50 

Total Fertility 

Infant Mortality Rate /1000 

- Maternal Mortality Rate /1000 (institution

- % of population below 15 years 

al) 

6.2 

161 

~_h 

6.2 

152 

2.0 

6.2 

135(esti 
mate) 

1.5 - 2.0 

46% 

National Income: 

Per Capita GOP: 

At current prices (1979) T.Shs. 1,895 (US $ 230) 

At 1966 orices (1979) T.Shs. 678 (US $ 82) 

Health Expenditure:
 

Per Capita Expenditure on Health T.Shs. 55 (US $ 6.5)
 

Disease Pattern:
 

Infective and Parasitic Diseases cause 35-40% of all hospital attendances
 

and admissions.
 

Health Facilities: Target Actual 

1961 1972 1980 1980 

Hospitals 98 146 149 149 

Health Centres 22 99 300 235 t 
Dispensaries 975 1501 2300 2600 l~\> 
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Health Manpower: 

Doctors (University Trained) Total 

-, Nationals 

- Assistant Medical Officer 

- Medical Assistants 

Rural Medical Aids 

- Nurse/Midwives 

- M.C.H.As 

- Health Assistants 

Coverage/Accessibility of Health Facilities 

% of population living within 

Region 1973 1978 

Dodoma 78 92 

Kil imanj aro 99 99 

:oast 67 9'3 

~uvuma 69 88 

(igoma 89 91 

~wanza 73 98 

~uture : 

Target Ac'tua~ 

1961 1972 1980 :).980 

425 494 830 889 

12 195 700 566 

32 140 300 25f. 

200 335 1200 1400 

380 578 2800 2310 

1372 3259 6800 7275 

400 700 2500 2070 

150 290 1800 68: 

- Some Regions 

10 km of any health facility 

~cur major goals for Health	 Development Plan to the year 2000 are as follows:-

To increase average life expectancy at birth from 50 years at present 

to 60 by reducing the current Infant Mortality Rate of 135 per 1000 

live births to 50. 

I.. Health for all by the year 2000 through Primary Health Care. 

I. To continue to be more self reliant in health personnel; and 

I. To improve management of health care delivery system at all levels. 

18: 

:ealth Centre: Key Staff:	 Medical Assistant or Assistant Medical Officer 

Nurse Midwives 

Rural Medical Aid 
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Beds 30 - 40 

Has kitchen and laundry drug store 

One vehicle usually Landrover. 

Dispensary: Key Staff:	 Rural Medical Aid 

Maternal and Child Health Aid two helpers 

Assistant Medical Officer:	 Secondary School graduate who is Medical 

Assistant and has received extra trai~iIlg 

in surgery Medicine and Obstetrics/Gynaec( 

(licenced doctor). 

Health Assistant:	 Secondary School graduate with 3 years 

training in General Medicine Surgery and 

Midwifery. 

Rural Medical Aid:	 Primary School graduate ~ith 3 years train 

in general medicine and osme elements of 

surgery, and midwifery (can recognise 

dangerous signs and make relevant referal 

after first aid). 

Nurse Midwife:	 Register A - Secondary School graduate tra 

for 3 years general Nursing and one year i: 

Midwifery. 

OBSERVATIONAL TRAINING VISIT TO MINISTRY OF HEALTH, ZANZIBAR 

A meeting was held with the Permanent Secretary, Director of Medical Services, 

Director of Preventive Services and Director of Curitive Services for Zanzibar. 

It was stated that Zanzibar and Pemba had a population of 500,000 with three' 

hospitals, approximately 50 physicians. Each director gave a brief review of 

their department's organization and responsibilities. The delegation toured 

Linen Hospital and the Psychiatrist Mental Hospital for the Island . 

... /10 
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OBSERVATIONAL TRAINING TOUR VISIT TO EAST AND SOUTHERN AFRICAN 

MANAGEMENT INSTITUTE, ARUSHA 

The group met with Mr. Joshi who is the Director for the Management Programme 

and also met with the Director of the Institute, Mr. Okumu. ESAMI has 17 

member countries who send participants to participate in the three main 

types of pro,::;--ammec as follows: 

1.	 Postgraduate Management Diploma. 

2.	 Masters in Business Administration, a one year programme. 

3.	 Two ten weeks courses in health, small industries, finance, management 

of human resources, project planning, management of human services, 

transport and communication. 

The Institute has a total of 120 participants at a time which are housed 

within the institution. The institution is 85% self supporting with 15% 

coming from the member states. The institute has 22 professionals and 

100 administrators and supportive staff, 6 tra;.ning rooms. The course in 

Health Management was developed as a result of a meeting with the Ministries 

from the member countries who requested that the institute should organize 

a course on Health Management. The institute offers the following courses: 

1.	 Course in Systematic Course Design and Community Mobilization 

for Trainers of Primary Health Care workers (12 weeks). 

2.	 Course in Health Services Management for Middle-Level Health 

Personnel (8 weeks). 

3.	 Course in Enviromental Health and Malaria Control Techniques 

for Middle-Level Health Personnel (10 weeks). 



ANN E X A 

LIST OF AFRICAN OBSERVATIONAL TOUR TRAINING PARTI~IPANTS 

1. Dr. J. Maneno	 Assistant Director of Medical Services 

2.	 Dr. R. Kalya Provincial Medical Officer 

Rift Valley 

3. Mr. D. Omolo	 Senior Nursing Officer 

4. Dr. R. Gipson	 Senior Health Planner (HPIP, 



HEALTH PLANNING AND INFORMATION PROJECT
 

PROJECT NO. 615-0187
 

TEOINICAL SERVICES TO THE MINISTRY OF HEALTH
 

GOVERNMENT OF KENYA
 

Annual Report
 

(for period october, 1981 - september, 1982)
 

VOL U M E II 

Contractor
 

Charles R. Drew Postgraduate Medical School
 

Office of International Health and Economic Development
 

1621 E. 120 Street
 

Los Angeles, CA 90059
 

Contractor's Director (Chief-of-Party)
 

Reginald F. Gipson, M.D., M.P.H.
 



• • • • • • • • • • • • • • • • • • • • • 

TABLE OF COm'ENTS 

VOLUME I-

F'ORmARI>. • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • .. • • • • • • • • • • • • • • • • • • • • .. • • • • • • • • • •
 i 

ABBR.EVIATIOtiS ••••••••••••••••••••••••••••••••••••••• 0
 ii 

BACKGROUND. • • • • • • • • • • • . • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • •
 1 

PROJECT PUR!'OSE••••••••••••••••'........................................... 2
 

PROOEX::T OB.JOCTIVFS. • • . . • • • • • • • • • • • • • • . • • • • • • • • • • . • • • • . • • • • . • • • • • • • • • • • • • • • 3
 

Figure A - Technical Assistance Contract Terms 

of Reference............................................... 4
 

Figure B - Operational Objectives..................................... 7
 
SUMMARY ANALySIS.......................................................... 8
 

Figure C - Detailed Qualitative Analysis of 

Operational Objectives	 ".. 10
 

DISCUSSION OF PRQJECT ACHIEVEMEl-US........................ . • • • . • • . • . • • • ••• 17
 

SECTION A - National Planning Coordination Committee 

(policy level)	 A-I 

SECTION B - National Planning Unit (operational level) •••••••••••••••••••• B-1
 

Attachments
 

•	 First Progress Report - Health Planning
 

Working Group
 

• Progress Report of Health Planning 
Working Group 

SECTION C - Design/Implement Planning Function 
and Procedures	 C-l 

Attachments 

•	 District Level Health Planning Criteria for the
 
Fifth National Health Development Plan
 

•	 Process of Writing the Health Chapter for the
 

5th National Development Plan
 

• Draft Introductory Health Chapter for the 5th 

National Development Plan, 1983/88 

SECTION D - Develop Scheme of Service for Planning Personnel •...•••••••.•• D-l 

http:���.��.�


TABLE OF CONI'ENTS	 Page 2 

SECTION E - Train Planning Staff (off-site) 
1. M.P.H•......•..••...•..•......••..•..........................••• E-l
 

2. Short-teIIT1•.••••••••..•••••••.••...•••.....•.••..•.••••.••.•..•• E-2
 

3. Observational Tours••......•........................•.....•...•. E-3
 

Attachments 

•	 Planning and Evaluation for District Health Planning
 
Teams - a Short-term Course, Draft Edition, July 1982
 

•	 A Trainer's Guide - Health Planning and Evaluation
 
for District Health Teams, Draft Edition, July 1982
 

•	 Trip Report on Observational Tour Training to IVory Coast,
 
Nigeria, Togo and Cameroon, February 1982
 

•	 Trip Report on Observational Tour Training to Tanzania/
 
Zanzibar, March 1982
 

VOLUl-1E II
 

DISCUSSION OF PROJECT ACHIEVEME~~S (continued) 

SECTION F - Assistance to Planning Staff (on-job) 

1. Appraise Health Sector Pol~~ies and Programs. .••••••• F-l 

2. Organize Operations Research••••••••••••••.••••••••••••.•••••••• F-2
 

3. Develop Programs/Projects	 F-3
 

Attachments 

•	 Strategies for Redefining Health Policy (by Health
 

Planning Working Group)
 

•	 Health Sector Paper for Symposium and Review of
 
Sessional Paper No. 4
 

SECTION G - Decentralized Planning/Management Training .•.••.••••••••••••••• G-l 

Attachments 

•	 Health Planning and Information Project Chronology of
 
Activities Related to the National Planning Process
 

http:Training.�.��.���������������
http:�........................�.....�...�
http:�������.��...���.....�.��..�.����.��.�
http:�..��...�..�......��..�


TABLE OF CONTENTS	 Page 3 

• News Article Referencing "Districts Made Lab of Progress" 

• Exemplary Workshop Package - Ministry of Health Workshop 
on Planning Process for the Fifth National Development
 

Plan (sponsored by HPIP) at Amref, 5-6 May, 1982
 

SECTION H - Improve National Health Information System 
Attachments 

•	 Minutes of the Meeting Held on Information Required for
 

Producing Annual Reports for the Ministry of Health,
 

September 11, 1981
 

•	 Workshop Product - Inventory of Health Information
 

System at District Level
 

•	 Guidelines for Data Needed for District Level Planning - 


Review of District Health Plan
 

•	 Consultative Report (on asseS~~lent of Health Information
 

System), April 1982
 

•	 Consultative Report (on Hork Plan for Health Management
 

Information System), August 1982
 

SECTION I - Acquire Supportive Commodities 

1. Office J?quiprnent ............................••......•.•.. I-I
II • • • •	 • • 

2. Vehicles	 I-I 

3. Computer	 - - - - - - - T-3 

http:J?quiprnent............................��......�.�


Assistance to Planning staff (on-job) 

1.	 Appraise Health Sector Policies and Programs [F] 

During Project Year II, the HPIP assisted the HPWG in developing a 

strategy paper on ·Redefining Health Policy·. That paper, which was 

circulated within the MOH, is attached. 

Additionally, the HPIP assisted the HPWG in the major undertaking of 

reviewing the ·Report and Recommendations of the Working Party on 

Goverrunent Expenditures· (also known as Sessional Paper No.4). This 

review was prepared on behalf of the MOH and provided the Ministry's views 

on health policies and development programs. The attached review document 

was presented at an interministerial Symposium on Preparation of the Fifth 

National Development Plan. 

These activities represented the first official efforts of the HPWG to 

function in its capacity to appraise health sector policies and programs. 

A considerable amount of support and guidance was required in these 

eeforts. It is anticipated that during Project Year III, HPIP will 

concentrate with the HPWG on identifying still other opportunities in 

which its responsibilities in this area can be exercised. 

Within the context of the project requirements, the objective of assisting 

planning staff in appraising health sector policies and programs, is 

considered to be approximately 30% complete (in terms of the need to 

expand and institutionalize this capability). 

F-l 



2.	 Organize Operations Research [H and J] 

During Project Year I some prel~ina~ steps were taken to assist the MOH 

in identifying the types of research agendas that might be undertaken in 

connection with the HPIP. At that time, a questionnaire regarding 

research priorities was prepared and distributed to health management 

teams as part of the data gathering and planning of the Integrated Rural 

Health/Family Planning Programme. 

During Project Year II, HPIP continued to assist the MOH in further 

defining and focusing its research priorities. Particular attention was 

given to building coordinative relationships between the MOH and other 

entities within the GOK whose concerns relate to health research. For 

instance, the National Council on Science and Technology (NeST) is the 
'

ministry within the GOK charged with establishing guidelines and 

coordinating all research within the government. NCST has the capacity to 

fund research projects and receives a SPecific portion of the national 

budget for this purpose. secondly, the Kenya Medical Research Institute 

(KEMRI) is SPecifically charged with undertaking a broad range of medical 

and health-related research, including the tyPes of research that would be 

appropriate in connection with HPIP. KEMRI can be seen as a technical 

resource that might support or expand upon HPIP-sponsored research. 

Further, the Ministry of Economic Planning and Development has established 

a research committee which supports overall rural development. Health is 

one of the sectoral issues which falls into the scope of this research 

committee's concerns. 
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In the interest of assisting the MOH in developing health research 

priorities, HPIP staff represented the MOH throughout Project Year II at 

meetings called by the MOEPD's research canmittee. In addition, in 

December 1982, HPIP will participate with' MOH, NeST and KEMRI in 

sponsorship of the First National Conference on Health Research Priorities. 

In spite of HPIP's general assistance to the MOB in creating the 

associations that will eventually facilitate strengthening the MOB's 

capacity to mount research activities, little progress was made during 

Project Year II in actually establishing the mechanisms by which research 

would be undertaken. Major constraints have related to: 

a.	 difficulty in obtaining information from USAID/K regarding its balance 
of project funds that will be specifically earmarked and obligated for 
the contracting of research activities; and 

b.	 delays within the MOB in establishing a sub-vote for its contribution 
to suppo~t of research contracting (as provided for in the HPIP 
bilateral agreements). 

By way of respondir~ to these concerns, HPIP has alerted MOB officials to 

both issues. As a result, in May 1982, the MOB requested clarification 

from USAID regarding the status of bilateral funds available for 

research. No response has been recei ved to-date. Secondly, the HPIP 

assisted the MOO in preparing its application to the Ministry of Finance 

for the necessary sub-vote to authorize expenditures in applied research. 

The outcome of that app1ica~ion will not be known until March 1983. 

Regardless of the eventual outcome of the financing matter related to 

organizing research under the terms of the HPIP contract, it is expected, 

F-3	 .,'t V, t I. • 
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it a minimum, that the Project will be able to assist the MOH· and relate 

!ntities in identif.ying health research priorities in the country. 

If and when specific funds become available, HPIP will be in the positio: 

to further assist the MOH in organizing contract administration 

monitoring of the research activities, and ensuring appropriab 

dissemination of research findings. 

Within the context of the Project requirements, it is considered that nc 

more than 10% of this objective has been completed. 

3.	 Develop Programs/Projects [K and L 

As in Project Year I, the HPIP continued during Project Year II, to play i 

key role in development of the Integrated Rural Health/Family Plannin~ 

Programme detailed implementation planning. Because the detailed planni~ 

phase of the IRHP incidentally coincided with the national, provincial anc 

district level planning of the Fifth Development Plan, the genera: 

planning concerns of the MOH and those specific to the IRHP could bE 

addressed simultaneously. HPIP's support to the IRHP has therefore tendec 

to be a natural consequence which was complementary to HPIP objectives. 

However, as the IRHP moves from its program planning phase intc 

implementation, care will need to be taken to clearly define the areas of 

direct staff support that would be appropriate to provide to the IRHI 

under the specific terms of the HPIP contract. 
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Other opportunities for program/project development have been 

significantly inhibited by delays in the areas of operation',; ·:esearch* 

(which was originally assumed to be the mechanism by which new 

programVproject opportunities would be identified an~ develoPed). 

Within the context of the Project requirements, the objective of 

developing programs/projects is considered to be essentially incomplete, 

accounting for no more than 30% of original eXPectation. 

*See discussion pages F-2. 
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THE PLANNIm WORKIm GROUP. (ITS COMPOSITION AND OPERATIONAL STRATEnY) 

1.	 PURPOSE 

The purpose of this communication is to outline strategic operations 

of-the Health Planning Working Group' in its efforts to produce 

the health chapter tor inlclusion in the 5th National Development 

Plan. 

This paper is addressed to the steering Committee and is aimed 

at seekiDg policy guidelines or mandate to ascertain health 

policy.swo that the working group can be. able to clarify these 

goals and policy when discussing it with the heads of departments, 

heads of Units,government and non-government health related 

agencies. 

2.	 ORGANISATION STR1JCTURE AND RESPONSIBILITIES FOR THE HEALTH 

PLANNItlZ WORICHn GROUP 

i)	 The idea of formulating a health planning working group 

came out of an inter-Ministerial health planning workshop 

held at Safari Park Hotel in Ap~l, 1982 and a subsequent 

similar	 intra-m:~.nisterial workshop held at AMREF on 

5th and	 6th May, 1982. 

ii)	 The main responsibility of the working group is to 

produce the health chapter for in~lusion in the 5th 
l"-slc.... a~ t~.. ) 

National Developnent Plan. For.· this ~roup include:

identification of the health problems, determinatior. 

of priorities, analysis of the health situation, 

determination of strategies, pres3ntation of the plan 

for approval to heads of departments, Consultation with 

Ministry of Finance ( MOF) and Ministry of Planning and 
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health plans. 

;.; n	 In his cil:-cular IB/ll/l/74 dated 6th May 1982, the Pennanent secretary 
I 

identifie1 manbers of the Steerin; Camdttee to be the Pennanent 

Secretary, Director of M:rlical services, cne Senior rep..1ty Director 

of ~ical Services, cne reputy secretary am the Chief Nursing 

Officer. The secretary of the Ccrm1ittee will depend on the issue being 

disOlssed e.g. if the issue is an Integrated Rural Health Prograrme 

the Director will be the secretaJ:y. 

In the same cirOllar, the P.S. appointed the follo..,ring officers as 

nanbers of the Work~ Group. 

Mr. Fred Q.lka 

Mr. L. K. N:1tmgu 

Dr. R. Gipson 

Mr. C.K. Thube 

Mr. S.	 eng' ayo 

Under secretaxy (P)
 

Mministrative secretary.
 

Pesource person.
 

Health Plarmer/Econamst.
 

Health Planner/F.conanist.
 

iv) lm.y groop fonnulated to prcduce or help in fOI!TTUlation and evaluation of 

a health plan should rernanber that implementation of the plan remains 

the responsibility of the health operational branches. This came out 

clearly during the deliberations of the planning workshop. 

v)	 The 'NOrki.n;} group requires suPfCrt on secretarial and transport needs. 

Thel'e is a need for btrlget provision for the operations of the groop. 

This can be a sub-vote or an item urrler the Headquarters provisions. 

There is also a need for secretarial services. The groups requires at 

least 2	 Typists (one Shorthand. Typist) and office accommodation 

including Library/data Section. At least ane can should be made 

available to facilitape collection of information and consultations. 
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3. RE-DFFINITlOO OF HEALTH POLICY 

i) It is necessaI:y to determine or re-ascertain the present health goal!: 

and general objectives l:efore anbarking on the eKercise of writing 

up the health chapter. '1b be able to do so, ~ need to identify health 

problans, available resources, and then make analysis of the 

existin;J health situation. 

DISQJSSICN WITH THE MOPED 

The Yk>rking Group visited the Ministry of Plannina am Ea:manic 

Develo~t an 7th May 1982, with view of firrling out: 

.i) (a) What infODnatian the MJPED expects Mli to provide towards 

the prcrluction of the health chapter. 

(b) Ascertllin +-he deadlines set for various Ministries for sutrnitting 

papers which would be required for consideration by cabinet 

l:efore detenni..ni..nj the National health policy guidelines which 

will help Mal to fonnulate its health policy. 

(c) Ascertai.'1 rranbership of the health Planning Sector Group with 

whan the working group will liaise its activities. 

(d) Cbtain infoDllation on heM M:H collaborated with l-DF and ~10PED 

in preparation am production ot the past Health Chapters. 

ii) The team was infonned that the proposals for the Developrent have been 

finalised am sul:mi.tted to the cabinet already, and that what we arE 

expected.to do is to wait far the policy guidelines fran the IDPED 

which will l:e sent to us after June 1982. This rreans that Mal will J:e 

expected to tailor its health policy and prcrluce a health chapter in 

accordance with policy gui~elines set nationally despite the fact that 

we were not (v.e as implem:=ntors of policy) requested to provide aevise, 

data arrl information on health status which \',Qlld (hopefully) have 

assisted the cabinet in its determination of health goals of the nation. 1/}) 
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iii)	 Tre MOPED ~ver outlined briefly what Mll can expect as the policy 

guidelines for the 5th National Developnent Plan. This will 

include; 

(a)	 Policy which will give anphasis en rural developnent and people I s
 

participation an health prograt1I'leS which are geared tCMards the
 

improvement of their awn health.
 

(b)	 The health p:>licy should also errphasize on the grobal objective of 

"Health for all by the year 2000". This calls for a health lX'licy 

which takes into acccunt the social econanic developnent, co-ordination 

with other sectors and which will pronate health develo:f11Elt of the 

people. 

It should inchrle provision of essential health for all people and 

enphasize:

- Preventive and prarotive health. 

- Health Etlucation - all tyPes of e::1ucation. 

- Incorporation of traditic.nal health providers with the 

health sector. 

- Pesearch an what people feel their health needs to be besides 

the conventional M:dical Research and establishment of the 

most effective means of fulfilling people I s needs and wants. 

(c)	 The ME should also find out the best ITEans of quantifyirJg these
 

activities (because there is a quantification problem) - 50 as to be
 

able to justify the bud:;;et. For exanple, it is difficult to
 

quantify and ITEasure ccmnunity participation arrl to evaluate
 

achievenents of prilTlary health care progranrres.
 

(d)	 The Senior Planning Officer M)PED will try to get a draft copy (fran
 

the Chief Planning Officer) .of what has been sul:mitted to cabinet so
 

that we (MOO) can see and cOITpare the rec:cmnendations forwarded to the
 

cabinet.
 

. .... /5 
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As for t.l'E rne:mrership of the health Planning Sector Group, it was 

a;rreed that all rranbers of the plannin;J working group will be membeI 

of the health sector Planning Group•. 

There will be one representative fran l.finistIy of Finance and 0..0 

officers fran MJPED. Miss Esther Ibuutu and 1v1.r. Igweta). 

The o:rganisatioo structure of the Ministry of Econanic Plannin:J and 

I:eveloprent as far as it affects ~rking group is as here under:-

PERMANEm' SECRETARY 

1
 
P.S. 
HEALTH 

, ' 
[EADS CF 
IEPJ\RTII!ENI'S 
1OOKSHOP 

--r
_J__, _ 

aIIEF P:LANNlm 
OFFICER 

REGICNAL AND 
SECIDRAL 

DR. I. MIJlUK[J 

aIIEF PLANNnX; OFFICER 
HUMAN RESaJRCFS 
. "MR. N:;UGI 

DEfUTY aIIEF 
PLANNING OFFICER 
MR. HUN3U. ." "" 

PRINCIPAL ECONCMIST 
EOOCATION 
fwR. MBAGA. " " 

PRINCIPAL ECONO"IJ:ST 
BASIC NEEDS AND SOCIAL 
sERVItEs 
MRS. l<ARIUKI ." ." 

, 
I 

j 

" I 

" . ~ . 
S~RAL SENIOR PI..ANNm:; 
PLANNING CFFICER 
GROUP MISS IBWill 

I I 
,~ .. I. 

HEALTH POPtJUI.TIONS 
, 

MR. IGWE.TA MR. OPINYA i 
i 
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A 5.	 WRITING CF A aMPARATIVE HEALTH POLICY PROPOSAL 

Despite the fact that our reccmnendations have not been forwarded to 

cabinet, \\e can still write a realth policy as we see it for comparison 

with tre plan subnitted to cabinet by the MJPE."'). The advantage of this 

exercise is that the Steering Q:mnittee can campare the two plans and 

if there are discrepancies 'or obvious contradictions between our policy 

reccmmendaticns and that of the MJPED then the Cormittee can consider 

taking sane sort of intervention. 

PURPOSE	 CF P:LANNlN3 

As Petterson says, Planning can be described as a means of providing 

decision makers (the Permanent Secretary, Director of Medical Services 

and even the Minister for Health) with sore capability to anticipate 

future	 problems and to wake appropriate policy decisions to cope with 

the future; in spite of the fact that such decisions are too large, 

o:mplicated to harrlle, and in spite of the fact that such health 

decisions can not be divided into srraller sub-sets. Planning . enables 

policy	 makers to look and inte:rpret the future so as to exploit it. 

Planning can also be used by Policy makers as an aid to political decision 

making and can be used (as is usually used) as a substitute to politica:" 

decision waking. If M:li could be given a chance to 'sul:mit its case to 

cabinet then it will prove helpful to the cabinet because of the facts 

am statistical infonnation it will use to support its case. 

The above discussions on the role M:E plays in production of the health 

policy arrl in particular M:H inputs to cabinet for approval leads us to 

sore important issues to be considered by the Steering camri.ttee. These 

issues include questions such as the need for a health planning Unit 1..."1 t-YJ!-I 

to define the p.ll:pOse and the seriousness with which ~ approach this issue. 

" \ ••••• /7__ ,,0,') 
J'
'.:,. 
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A 6. STRATmi" FOR THE FORMIJI.J.\TICN OF HEAL'lli POLICY 

WORKIN; GROOP 

(TO BE FOLLCWED BY 

10 Fornulation of National IX>licies is the prerogative of the cabinet 

which may use data supplied before-harrl by technical Ministry. 

As a technical Ministry, !vDi is oonfronted by one of the two situations 

which are:

(a) A situation where Goverrurent has clearly defined health policy it 

interns to pursue in which case M:li has to take full account of this 

IX>licy in fonnulating the health plan. 

(b) The second situation is where governrrent has not defined the IX>licy 

until it has received necessary technical infonnation and data from 

the technical ~.inistry. In that case, the (lvOI), (after the preparatory 

stage of planning) nmst provide the cabinet with the infonnation needed 

to determine health goals, which will enable the MCH to determine 

priorities and propose targets. But, whichever option we are facec \\l:"t.~/ 

there is a need to set out our health policy realistically am 

prac...tically, bearing in mind the Ministry's capacity to implement the 

plan. 

7. IDENrIFlCATION OF HEMJI'H PImLEMS 

Data r~red for the purpose of identification of health problems· 

include data that help us to detenmine:

i) Environrrental factors influencing health am population such as housing 

arrl tOwn planning, water supply, level of education, agriculture & 

foed prcrluction, presence of vectors, social econanic factors etc. 

li) Main features of the rrorbidity(over all rrorbidity, by cause of illness, 

rrorbidity by age group and sex for the country as a whole, and for 

every district) • 

./8 ~\ ry 
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iii)	 Main features of IOClrtality (oJer all IT'l?rtality, by cause of death, 

mortality by age arrl sex, for district arrl count:ry as a whole) • 

iv)	 I:aoographic sib.1atian, size arxl density of }.X>pulatian l distribution 

by age, by sex, by ethnic and religious groups, Py social occupational 

groop, by lUban and town camu.mities, fanilv size, movements etc). 

~ 8.	 IDENrIFICATION OF AVAILABLE RESOORCES. we should establish the 

situatioo on:

i)	 Human Resources: issues such as c:::cJTpOsitian of Health teams and
 

personnel,
 

ii) Material Fesources:	 It is necessary to work out costs involved in
 

construction arrl rationalise types of health
 

facilities and the supplies requirements.
 

iii)	 Financial Fesources: The Mli buc:'get for recurrent and DeveloJ:XT61t 

constitutes about 7.2% of the over all Gove:rnment experrliture. ~\Te mow 

that the M:>H is not the only provider of health services in the count:ry. 

When ur.dertaking· the planning exercise these factors should be taken into 

accClUnt as they influence the over all health }.X>licy. 

9.	 IDmI'IFICATION OF AcrIVITIES: Activity refers to action being taken 

to eliminate or modify the health problems. We should get information 

on: 

i) Public Health control am prarotion rreasureSj e.g. vaccinations, hare 

visits, faecal disposal, other means of environnental sanitation, arrl 

sanitary inspection. 

ii)	 Hospitalization. 

iii)	 Distribution of food supply. 
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10.	 SrrtJATlOO ANALYSIS 

Analysis of existing health situation calls for diagnosis and projection 

of the future am necessitate exanining our situation regarding:

i) renographic factors. see A 7 (iv) above.
 

ii) M:lrtality: over all by cause by age groop and sex.
 

iii)	 l-brbidity over all, by cause by age group and sex. 

iv)	 Factors influenc~ level of health. 

- classify problan in order of irrq;x:>rtance for each age group 

and by sex regionally and by administrative district as 

\\ell as on eoonanic tones. 

- make projections after that exercise.
 

- show the trerrl fran the past experience (study records).
 

- project activities necessary to maintain the projected
 

population at the present level of health .in the light of 

eoonanic developnent, education etc. 

L.	 ACIUAL FrnMULATION OF THE PIAN 

After we have established Health Problems we shall now forrrulate the 

health plan aimed at affecting changes that \to.lld influence reduction 

or elimination of these problans . 

.)	 Priorities will be drawn - as to which problans will be tackled first. 

~)	 Realistic targets will be set (this will include) specifying the 

extent to which over all rrortality is to be reduced and the time to be 

taken, the extent rrorbidity is to l:e reduced am ti.rre - and in 

specifying prcgrarones requ1.red• 

.i)	 prograrmes projects and al,.;l..J.VJ.~~es which must be carried out with view 

to achieving the targets already set will l:e designed. The target 

setting will be based on the criteria of logic, relevancy, precision, 
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attainability, am wil~ be target that are observable am possibly 

measurable. 

iv)	 Resources will l:e allOC9ted accordi..n:J to the priorities and
 

progrcmres set.
 

v)	 The priorities are aiIrecj at classifying health problems by order of
 

irrportant using :indexes and indicators which have been weighed in
 

a canplex systan. For 6.xanple: on the basis of available data, we in
 

Mli may use the follCMiJ)g indicators.
 

• The	 rnagnitude of the l1ealth problem. 

•	 Vulnerability: (possil::lility of reducing the nortality arrl
 

norbiqity using the best available techniques).
 

• The	 perceived social irnport:ance of the health problem identified. 

• Eoonanic aspects of th§ problem Le. inpact on act.ivities in other 

sectors of prcduction Such as agriculture, stock raising, tourism 

etc. 

•	 Cost of the different ~"ethods to be used in reducina mortalitv
 

arrl morbidity.
 

A	 12. PRESENI'A'I'ION OF' THE PLAN 

We should be able	 to pr~ent the plan to the Steering Camnittee an1 

thereafter to the	 MJPED. 

Detailed plan for implane:ntation protocols will be worked out tc 

include, priority of pr~~CITlIl'eS, mobilization of rnaterial and human 

resources, training of st::aff for new tasks if any and the definition 

of individual heads of de.:partrrents in the implementation of the 

plan. 

Ci1ce working protocols have been drawn up, details of actual ilTlplerrentation 

will dePend on administrative set up of the Ministry of Health. 

Guideline to all	 heads of dePartJrent will l:e set and meetings will folIo·", 
.	 ,tv 

thereafter .	 1,~ 
..../:1 iJ 
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r. , ~	 EVAWATICN CF 'mE PLAN 

Evaluation of the health plan is "a process which measure the degree 

to which health policy objectives have been fulfilled and assess the 

quality of the results attained. It allows for measurerrent of 

prcx:1uctivity, of the resources allocated for the attai.nrrent of the 

target and the revision of the pr-iorities in accordance with chan~"jnC1 

health nea:1s. 

For the mrrent health pla'1, the evaluation oPerations will comprise 

of: 

(a)	 continuous operational evaluation. This process regards supervision 

as an iITportant part of evaluation. Control procedures will 

include regular assessment of the \l.Urk done when CCIllpClred with 

the buCkJet experrle:l and its correspondence with the plan 

i.rrplementation. rrhis calls far data processing mechanism, and 

use of infonration system, audit of financial technical and 

m:rlical systems, Period reports etc. 

(b)	 Periodic evaluation is the evaluation done at the end of a progrCIII 

or at the end of the plan period. 

For the	 Mli purpose, period evaluation will be related to the:

(i)	 the social impact of the achievements. 

(ii)	 ecananic value of these health achievements. 

(iii)	 rrcrlification of the epidemiological factors. 

(iv)	 re-appraisal of strategy adopterl, techniques applied and 

resources used. 

By using the infonration assembled for evaluation the current plan coda
 

be linked with the next plans.
 

The sarre indicators used when re-defining health problems and resources 1;}~
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should be used during evaluation .exercise.
 

Planninj should be a continuous exercise so as to lead into a
 

realistic policy.
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Min.is-:ry. 'l'he to1inistry 0: Health is c~l",..en'..ly· piJ.{t~jn[; t.~l::; Ly.:itP'ffi a:;~ .
 

plans·to eXTJand it to cover all depe:.rtm~nts. ~. ..
 
:.,' 

.!!!:'_de'.:....~.~i3ir,ning Fore; gn !>id (page 3S) .!~eI1i5 lei. ~G~ and 1·1~. rel,'l ......,;
 
1.;0 pror:E:du4'~S wh:.ch have been in~rocluced .... eq,u:i.r5.ng !tii ·..,i::;·i;r1.f::S ..0 ... eap ':
 
claims iu;\!ly up to uatp for demor.s finan::~ng inu::'vidu?.l projects. Th~
 
Ministry of nr-:a(1 th has d~"eloi)ed a lis', uf all de:nc..r fU:1ded prcje~i..s
 

':t'

io:11 i ch c~nta~n:. the following 5.nforrna'tion. 'J'o cal Po II' fIll!'! t n. ( ·I),x,or. ~ici for
 
each proje<;':", the::' amount cla~meu and the U:;lo~.mt J ':!f't. to be clailfl-::d.
 

r~spond Li li t: ~t; ~ 0, CQro.u:~UO:'I, p:r~:paratjon a.'lG . 
Hea~ th Chi::fltc.r for' i:'lcl~z~::>~ in the F:i ~'th Ilal.ic~c:.l 

a':;i.sch·:O !-'l'r.g1"f;S~ ;'le;:lCrt of t~.e il~aJ.th Pli'U"'lning 



.J. _ . . , ....... .
 
. "' ..,:. -, ": . 

!.!:!E::n-::ifyin.t', 50ttlt:'fH::ci·;~ i'.:.'d ·TaY.il~g hemc(::i.a], hc.:i".ion, Item l~C . ~£f 

111 (rJagec 36 and. 37) stai:ef:i that lmplt:'!TI~n~atlon r'epo'c';;s will be prepared :".~,,:::·:;.7 
'..,.' .... ''i; 

for ea.ch l,jinist.t",y. noting ~irogI'e~s and proh lelI1:!. The d~terrnination ane, .... -:;,::~t:': 

i:1't:ruductj em of' rcmedlal ITICCisurez will norwally b{~ the reGj'lonsibility of .,·t.;:, :;~. 
'thE::' Hinistr,y. .':rhe tr1iniztry of }-~ealth has i~entj fiE:d come of the bott~.e":"'.'" .' ::;~'7,: 
necks which delay; implemE::ntatioll of projectf:i anJ ba~ noted that :.>ome l~~~:: ,.~,,~:. ~';~~. 
outside of the r-Unistry, like in the caSE:: of cotltitruction '~,ilich .1 i,es \4' i th~:,. ,7:'~~?: 
the rt.inistry of Works.. Reinedial steps are being taI-cen wJ th the :linif:>t:t'7 .,~.. ;, .....:;: .':;:. 
of Wol'1<.s to decreas,: thE:: gJTIount of delays. A Steering Cor.I:"ittee lias b'~E::;i::::' :";:~;: 
formed to ensure that the unforseen irnlJlementat5 on problems nnci bott;:l~~ _:-::.:' '.'~.: .;;. 
rJt:!cks are looked ,into ~Q soon as they arise. : ':~'~:~-~~.:,~'.' _...... 

· -..... ,.. 
Itt~II!-J.12 (uaRf': :H) udE::!" District Par.... jc:~l)n'i:.i.l.:r; ~r.ipilasi~t."t: ti',e nt::~i~'~~:'::~ ..::;:~ 

fOI' p..1.onuing .3.'1d lmplernent;:ltion. This inc.lucii; 'eho:! cI:catiuli of IIi s tI'ic i; , :.':.':~.;':"'_.~., 
De'/elormen'C 'C<"'lTImi i:tees arl:i t~e fc::-mulaHoTJ of ·Di"":'" 'ict Dcvdopmer.t P:::'~l';· :.:..:,~~.~; -',_ ' ... ••M. __ 

and expanuion of local Project Flal'lning t.hrcug~ t.il~ 'Ru!'al Jje-'!~l~O~!l1ent. "".' :.~ :;.:~ :•.I • . 

Fund. In the Health Planning \l.'ork~hops thl: District P.cal th P.!.n:Jilir:g ~;·.~>'-f~-;: 

'ft:.arn~ have b~cn notified :on thp. ili1portance: at.· the pvint.=; l'?iso::~ ai..fi~''::' . ...:::~ :.,~., , 
'11. e. th.:! [le'/e.) op.':'!ent of th~ Heal th Se'ctor mus1. !Iav~ :"u11 SUprH:r r r:"";1" ti' .. '· :·::"·~'C ... . ~.~ .'. ';.:'''~~-.._.District Devp.lnpme~'lt Committees.	 ' •.,. __ 

. ' .. 7-:"'I. p J..... 

· ..- .:~~..: '.~~; 
fhe i atr:n't.ion of ·tig~.. ter.l!lg auml.;':'.;t:-atIml ,.:.nc _. ,'''''' ~.....~.-

(~vVC!'nr,ient rrogra.lI!T1~:; is outlined U:'lU~.':· ~~t~•.: I e j:J.d: · • ·.1 

..=:~ .:~' ..-" ..: a.: .. ..,. .......~ .. :~: ...1.	 tc e:rJs·..:re thnt re.3ourc€ all"c;jti~m: FU'P. to c.ctiviticB Z'of> ". ......- .
\·J 1i ch ha'.'l: lJcen ..hof'r.-ughiy eval'latt.:d '::'.nd i'calif: i::icall.v

'
~:::lc~.Jl~d. 

.---'" -'2 .. to strengt;hr"n 'c~iJaci cy I.e; iiJ';:Jit::'':-y ;ll\d cor'I'p.ct . '- _.- imp.l.'::iI1l::11 t .. t 1 ':>n pl'l:1ble 1jlG. 
", ..'. ..C'.· -

Of •• -:.: ~-~~3.	 to id·:.'!:'ltify ann CO::-l'2Ct 01 ga;';is:3:';i:m&.l nod st~ffi=~~ 
~ 

\1;eGlcn~ss~s•	 '.' .;:~,:~.:. ~-
. .: '.: ~ ;: :.J../~.:• t:'l ~j ~hter. :"ir)· .~al OlE. J<'.;t::i:lE:n1 ..J'h.; p.J ·,.lI'e th ...' -..~. :. ...;-,; ':~.;: . 

resource at,d' Lcr:-lJ'IJirl~ ~.O?~:'tl'aini;:'i ==i:"c. :'lot .e:(\;cP'ci.:d.· ... ~'.: ~ ::.-;., "",":~, 
,,- 'j::' 

.. '.:~ ". -.: ,:.. ' -;~~ 
t· •..•	 . r. ,,_ ...5. to ·e:-Jsure rapid forE:': ....: 2:ld clai:il and re:iinbu'L~zement. ... •... -:; :..,." 

:.. ", :: ~....::".:' 
•• t .... • ",:,'_: :~. :._ 

c.	 toQ strengtil~:l the rol~ of: dece~traUzed p~rc;wJ1nel L: .' . ~~..:;.~.~~.::_.::- . 

i;apl'oving- prcgl-d.;1Uile ;;:~.,::.tgemen't and irllp+er..~nta'ticn. .' ... '.. :., -..::.:".., 
~: ;I=~ ~-..:. 

,.ro'"" .,.,..:.... -~,

It :~s E.xpp.cted :that tilese mz~~:;nl'e5 will :i.J:!prov~ th~ ':.:J. ~clt!(a:1" Col· • ..", ,.... ... 
~ 
-..:-..... -:.. ".. ;

rE:sourc~ use and the "pace of ct,;onomic ccvelu,I:rn.ent. ." .. '. "r: ". 
• .o" ~.' ..	 .. .' "~:'." _... ,_. 'r.. .• 

A:; s·t:!ted earlier. thl';' Mi,ni str,Y of Hp.aj ~h is r.akillZ ..- . ., 

ar.t:i on on e""ch of the orE::.ls .10 ~ed al')o\·c. 

, .£.., ~ulo'-:Iary t.he paper discU8~~CS polici er~ for ::ap: :~g wi-:h cnro;l:! t; 

financi.::.t.l arId. balance of paymen,t p~·cLlems. St.!·II(:Lural a.cijw,:n!'IE'J'"':;;f; t;t.(" 

r. €cessar,S in ordl"'r to pr-c\fide the basS,::.) for :-c::;;·.·;c;~d and redir~c'7.",rl 

gr'Mth. ~1l':"leta.rj' a."1ci fi:;::&l pJ'1cbl'~ms :leed to be :.'ed~cec to :::Gre 
~al:)U.j' liic;m;:a.gcable propori:iQns uurir.g t.he: .y'~ai·::' ~9S2 - J984. Dur.i.ng. 
tr.e ....')·i t~.:1g of the 1983/811 to 198i'/~8 Df:velopmE.:1Ji ph·n j,TlJ~~il~iv€:', 

r'f;vic:w::; lJJ. all policies, ~cunumic :5~c;tol'S .:1rd di-=:"..i'i<.:(, ~.::velopliltmt. 

priorities will be undert~~~n. 

, . 

.. . 
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HEALTH 'PLANNING '\'JORKING GRe'lJ?"- -~ --_. .-_. ------, 

n ,~ C' 
:~ •• IT...... 

~;L . I\ctlld.l\:i 

rj, S. I;) ;. 

1).:: . \'I.: ; 

r ~, ;: U. 
r. . 

"' "" ..... 

":hat 'Kenya I ;,~, tr:~'~::; of trade will begin improving this 
r.:ar) \oJi tb both coffee al'ld tea prices t:.t.pevted to rise. Crude oil j:):'ices 

;me f:!Xp~c't€'d t.:-. h€: 1 'l'..!~r anrl '.ri tb :'i':'me rel:i val in world ma!,',:-:ts t!"~ de:n?_"d 
'O~~ :~~n.T:1 ':; e ;:\,.jl'-::;S iG exper;'i:E:ci to I;UO ti nue grc\oJing. li'i sca,i ie<J.~'s 1982/63 
t,l-'1C HJa~ib.1 :::L:"t:: ~aiu t,., UP. tll':! I~::,gt rrltical in tcnr.s 01' b~Jacta.:,v) lilon~~t:;C'y 

ci, ,,1, b...HUlce of pa,ylucllt illi:1nagE:i11o;:r'\;. 

The Government's role in ov~rcv:ning the'.:ic r-roblems i..: (:I"phasized a..,(' 
C5vil Ser'lants who r.rovide ~ervices in public int~re~t have a lita~ role in 
impleJrsnhng corrc:c'::iv~ measures ,150 that a gl;'f:fter well bei.r:g for all 
fa:nili cc 3nd renewed development vigour for the nr:1t5.un can be ar.1Lievp-d • 

. ~ ... 

.-

'---.
 



Create National Health Sector Dialogue (conduct conferences) on 
plannU197Intormation Systems _ [P] 

Develop a Strategy to Decentralize planning/Management Functions _ [D) 

Conduct Assessment/Planniug Workshops at the Provincial/District Levels [C & G] 

Ensure Coordination Between National Planning Slaff and Provincial/District 
Administrators related to Implementation of National planning Unit 
Activities [G) 

During Project Year II, all of the above objectives were consolidcted into a 

single strategy which involved an extensive sequence of provincial/district 

level workshops related to the planning process. As a result of these 

workshops, 

- awareness of health sector issues was heightened; 

- knowledge of the overall planning/information system was increased; 

- not only was the strategy developed, but the process of implementing a 
decentralized planning/management function within the MOH was SUbstantially 
facilitated; 

provincial/district management teams were provided with guidance and 
meaningful opportunities to assess their own operational needs and give 
input to national health sector planning; 

the HPWG was introduced to a developmental process which established its 
role as a technical resource to provincial/district administrators. 

Reports and documents related to sel~cted of these workshops are attached. 

Within the context of the project "requirenlents, the level of effort as 

originally conceived has been more than completed. However, the objective 

outcomes which relate to institutionalization of skills and a process for 

decentralized health planning, implementation and evaluation have only begun. 

G-l 



~e achievements of Project Year II in this area have merely served to 

redefine the magnitude of the task. During Project Year III, once t1?e Fifth 

Developmen~ Plan is completed, the Project will need to concentrate on, 

- the next level of pl&lning detail which relates to implementation; 

- data needed to support implementation and evaluation of programs; 

- strengthening the capacity of the HPWG to organize, administer the 
logistics and conduct provincial/district workshops and o~her structured 
interactions. 

G-2
 



HEALTH PLANNING AND INFORMATION PROJEO 
: , 

CHRONOLOGY OF ACTIVITIES RELATED TO TH 
NATIONAl. PLANNING PROCESS 

---------,---------,-------------_.__ .. 
SUBJECTVENUEDA'l'l:: ','

-----------1-----------+------------------

National Workshop on the p~,£\~l\ '.~," 

Process - The Fifth Natio~~l 

Development Plan, 

22nd & 23rd April,1982 Safari Park Hotel 

I

------------il----------+---------------..-. 
A,M.R.E.F. Intra-Ministerial Seminf\r or, ,:._ 

Planning Process for the Fitt~ 

National Development Plan, 
O~ened by P,S. 

5ch - 6th May, 1982 

.' ..C
 
26th & 2?th May, '19,82 ~aren Coll'ege Provincial Level Workshop on the 

- , 
,- _ •• of Planning Process for the Fifth 

- . .. . . , 
" 

Nat~onal Development Plan . 
Opened by D,M',S. 

, 

Provincial p,nc;l Dis'trict \~ol"'!\sr.o~)Chulaimbo, Kis~mu ..?th June. 198~ 
. , · :. ' .. on the Planning Proces~ for- 'cr.1: 

Fifth Nat~onal Develop~en~ rl~n, 
, , ·
 

'l'hiq llIo~kahop covered' N'yanza and· , 
. W~stern Provinces - K~s.uml.l, S,~i?y~:, 

Kisii, S. ~yanza I KakalTlega I 8LI!1Q',;r~:~\ 

.. 
.' and Buda, j - , 

.. 

lth' June. 1982 
!-

I ' , 

M,T,O. Nakuru Pro~inoial and District Leve~ 

C' Workshop on the Planning Process, 

Teams I Nakuru, Trans Nzoia I l~el"ichc. 

Baringo I Nandi I Kaj iado I Naro\, I 

Elgeyo Marakwet. Turkana:, !(E\(.l,:nQ'}r:.:1 

Uasin Gishu, ¥ 

I 

t'ch June I +982 Nyeri Inn Provincial and District teams, 

Planning P~ocesB Teams: KirinY3~q, 

Kiambu, Nyeri, Muranga, H~/an(~:u·-.<., 

----------4------------+----,--------------,--....,
 
Provincial and District Teams, 
Embu, Meru, Marsabit, Kitui, 
Machakosl 

lth June, 1982 Embu 

-- ~ 

',' ""1'-7
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--~--------~------------::----------------
DA'L'E VENUE SUBJECT 

lSth"'June, 1982 • M.T.C. Mambasa Provincial ang Disl::l"ict' ~. .::v,:~. 

on the Planning ProceS9 for"'· 
Fifth National Deve!.o9r C-:':: ":. 
Mombasa, Kilifi, Kwala, ~~r.~ 

Tai~a/taveta, Lamu. 

-----------+-----------t-------------- 
10 ttl Mgy I 1982 M.E.P.D, Meeting with Senior Pl~nner 

Treasury Building Health Policy Guideline~. 

----------+-.....--------+------------- 
() ?'Ch - 11th June. 1982 Community Building, Mon! taring and Eval\.\;.';:. ~r 2:~ 

Ne,irob1 Development Projects Workshop 
Organized by K,IoA, I M.E.P.D., 

.... 
22nd June, 1982 Sectoral Group Meeting - ~;~!" .. :~: 

Mr. Adagala: Miss Emol<or, ~('. 
Mrt. Thube.' MJ'. Ong'ayo, !I!l" , V,..,i 
Mr~ K~ngu, Mrts, V. Brown, Mr. ~ 

M.E.P,O., Treasyry 

. i 
I I

I 

Popule,tion Studies' and Plar,n 1 :-,.' 

Oftica Mr. Ngugi, Ml''' Kariuki I Pr ~. " 
etc. 

24th June, 1982	 C,E,S. Building Demograph Trends Meeting, C . -!- -+-	 _ 

M. T. 0I. Nyeri Follow up Diatrict Tea~e 

Planning and data coller.:'r:ic;" 

30th June, 1982 . M.T •C• I Mombasa Follow up District Teams as well 
as collection of data. 

5th July 0 1982 Mbale R.H.T.C.	 Follow up on Nyanza and liles tern 
Provincial & District Teams. 

------------~---------_i_---------------

7th July, 1982· Nakuru, M.T.C.	 Follow up on Rift Valley Distr~c 

Teams. 



~~~r 'i:s,t,riie·t·sN~mt.ilef:. ...' .'. '" .,." .. ;). ,..,,. . . ....,....... " .' :A~
 
: :'11:::' <: ..:~ ':~:';'fi' ::.. ~.: : ' ~ "i;':;'>- .:..:. ,: .' ":,:,,~ ;,,::·ri;t.'>':'~:~f,·.:·:·.;:.; ..£,~·~·~<~.<.:,,; ~;~. "'~:'.~'.< 
. 't ..:.," ·':'w' .. ·" 'it 1 0" I • . . t... ~ '. 'I,I· •• 

:<. ,·'·u':~·';;:'~::£Co':'" .":·>}:·;D·:""r·'''0'....:..~".":··;r~··"···:···:e·····~:8 S.L 
. . • ~ . ... . :..,.;. i""'.. '.. ... ";'. ~.: .1 • ., • • 1..... 1 • . ' to " .. .: • 

'., ,': ':::: '.. '. ...., ::" :ANGOL 
.... ~. . ~' ..• "'" I . . ,....: :. :: :.. • .....,. ~ :." \' ':.. . . ,::~.;'. ... retort. ) 

.:../ .;.'~~sIDEN~·. Mi?~~~t:~;; ::..~ .f~~' :r.·~~ ::cit~~ pl••':01· ·:'m~rUi~ 't1~~ ;'I~~ ,Mimbtn ~f·. ~ ~;.~~~~t'of ~o"":~y (or glvin,! . ~~b~~ . 
':. .d ..... 'd' t d 'th t f . o~r.tiona.. : ' " .. ' ....: .:.... P·rU.m.nt .nd o~Hu IlId.ra for· .Ken,a$h. ~O mll.llon In al'd of lieh marxist· 
,,~. RoT', llee e. .~ .., r.om .. : Prealdlnt'Moi wu·.ddrtlllnl.• ·, . l'llpondlnl poeitivlly to hie c.U •'elploltatloll project In the· area. withdro\

.;i<....next month all (hltnetl: m.mmotb·.. crowd:' .t'· Lodw.r . m.d. In 1979· "hen. h•. tourld" , AA • rllult o( thl aid the Presl· I 

. \ I 

....
: .'. 
.
'.' .

'.

.

.
' ..... 

.....

,
. :" ,

• 

~ 

.. "

•••• 
......:.: 

." ; ;:will- bl!·the .bll.!le of,~p8r •.~.: townahiJJ .t the .nd of.. hie ·twcio .' Kapendo)' to .nd thl..N~~o·(. di.n~addtd th.t n.h bh.lnel. WII foei s~:~ 
~tioni' in ! l ranuc ti D' :. d.y omclu, tour ()f w.~ l'okot:.!. m.n.c. and r.td.v. !U'111 : no,",: e~ln~ the local p~ople half Nomibi:
 

.,' '; Govemment:·developmeDt. andTurkan.diltricti.·· . ".:. wea.POnllfl'odmTuthlcul~rite. . ... : .mllhon.hllllng.~month. . In II I

'.,' ':.' 1 "( : pn,'MCurity' .Ionl thl.Keny.. He to. rk.n•.and fokot.. The Pre.ldent Instructed that by tnc 1
 

matters 1~ t .. ,es~a are~.:~ .. boidera, .thl Pl..ldln~ .trelaed·· M~ to m.lntain the Hme Iplrit enough tr.ctor and motor spare nc\\'s a_ 
~: ·'The Pr("1Id~.'t saId. th.t, thl ,.. th.t the country'~ IIcuiity would. In. :bld to cNih the rem.lnlng ;-p.rte·blltored at.Lodwar to stop chnr/:ctl' 
.~ove Wit de5lJlted to .cceler.te . nlver ·be.: compromiNd, ...'jiOI. : .tock thlevla '.nd brinl .bout .. farmera from makmg unnece88ary 

:.\ rural de.vlll.opm~nt .whlch wu of .' th.t .after July'2 thil YI.,: t~I·. r.plddilopmlntin.thlllrl.. .': .•nd IIpenaive journeys to' buy' 
.' ;' ;toP. prl~lrJL)'. In .Governmlnt·,',; Goyernmtnt woulCl., .ta,.t· . On h••lth, h.lI1d that deeplt.· .p~.ln Kltale. 
: '. :.; policy. . . '. ' ..:'" tlcrultlnl mort Turk.n••nd·· Bnanci.l conetralnte, the Gov.m- : 'And h. ·.aid a co-operatlve 

.:. M.klnK dl.tricti th•.~ub o~ :"Pokot youth Into thl'.dmlnl.~r.-· . mint ~ould ~ to lltabllah • unlt:··..·IOCI.ty would beformed to enable. 
":',' .... Govern'!1ent Ope!61l0nl wo~d, .don'· police. tralninl collil' .t.. ·· to trai~ n~ .t thl nlw·SIr. 24 '. f.rmera In the are. to market 

;'among .other .thmg~, mialmi.....Emb.kui.. ••• : .• ' . ·mllllonLodwirDiltrictHOIpltal.~· thllr produci .nd that water forI 

· ,oecell.ry corrlll'~:;.J.nc. :'::'. And on compritloil oftraininl,~ :·.And the Gov.rnm.nt. would I Irrll(.tion would be tapped from 
.~en h••~quartera ~nd" tilt' ~thl. youth would b•.~Ip~oyed to.... un.dert.ke • m...iv. ·w.ter .' TukwII River In the area. 

dlstrlc'.~II~ld... ':,:.;: ..;~"Pokot•.• nd· Turk.n. areal a•.. ; project to· .Ilevi.h:w.ter, .' Earlier, Preal~,en~ Mol 
· 'The. dlltrlCta, . he Iud,. Wlra"i~~ border (\lucia' to eliminate the' problem. In the .re.; .. \ .•ddreued a rally at Sigor In West. 

..' annre .conviniently' situ.tid·· to ::-"few remaining.lock thievlI; . '.' ..';, On behalf of the Govemment, '. 'Pokot Di.trict -after. inspecting 
provide vitaleervicl!s to'wananchl' '. Pre.ldent Mol, how.vlr. com~':' Pra.ldent 'Mol th.nked thl '. development actlvltlee in the 

: ; ;;~"~,",l'!l'-\;' . . . ..!" . - .' . • . JIlIt:r:¥''''' . . '... Kerlo Valley DevelClpment 
~ 'n~" -/ r"~ ',. i." ~~ . . Authority (KVDA). '. '.

:' ,foi!:iC~>, If .~ ~- "II... ~ '. DI;lrlng the Inepection, the 
: ... \ 'i,:' ,'W ~ • 1I!l: ,.. . ..., I. • . Pre.ldent toured 880 acres on 
~:. '~I.." '., . ~ ,... ~~\'. .••.. .' . which the .KVDA 'ie carrying out· I:':..,. i .... .. }' I. elp~ri,,!enta with 320.acrcs under 

. ,.' . , • maize. "":' . . 
• ~ • .. • 1 • The PresIdent noted that true 

I "n~ :\ ,,.,.. ".: Nya~ci followere~ should a~oid 
'. f '\~H~rl' ,:.~.:6: IN! ~ ./ I'hl1 '. s~ahng. and. rumour mongering. 
.• 'I: .~&~ r \ "....,~.. The Government cannot continue' r' :". ~~:.~'t!~~~.,) : .ft . . '. 'developlng the area-effectively if 

Il· ...~... '., • '. lh I I It h'd . 
.~,.~.~ ol... .,... . . ... .' ere. n.~cur y. ella! .. 

· .... : ~-::-; :(fl" ..l, . ~. : :. He advlled the. reeldents of 
"'~';;I~ . • ~"';.'! ~I '..,.' .Weilt Pokot, Turkana and Eigeyo 
. ,: ,) i'l.;t~~r:i ~~ :'J.·~l ~f.} A' . fdarakwettollvelnpeace . 

. . . ~i: ;:.,:;'.1;, :?i'~ i:.-i:~~iJL . . ...... 
I, 

';(". On lhe develolJment of health
 
· ! ·:..1r..~i· "~"l ~ ..~1c 1{ . . ·· ...:!~i-:<~~~U~i'.ix~~.~ ." eervlces In Weet Pokot the Presi·
 

.: :. : ~'h:·.~~;l;:~(~'''';:J\~I. . ,~.. ~~.~~~}'ffl~~~~~\N~ ·.'·denHrietruc~d 'the Ministry of .
 
, • :' t.",,\~••, .• ~ :;::':;'1:1~' !·I~ •. ~l • • ro' j ~J;M";'~i.~·,,;;!r~ Ii , ..Health to. Wl~hdraw the preeent
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MINISTIlY OF HEALTH 

AFYA HOUSS TclcllalDJ: "MIHHULTH", Nairobi 
Telcpbone: Nairobi 27311 CA1HBDRAL ROAD 
When rcplyinl pIeue quocc 

P.O. Box 30016. NAIROBI 
Ref. No. P~jgLJI.7.:~ .. 

and dale .. ~.~~~ ..~.p.~H.' 19 e

..,E: WORKSHOP ON THE PLANNING PROCESS FOR 
THE FIFTH NATIONAL HEALTH DEVELOPMENT 
PLAN AMREF; 5TH - 6TH MAY, 1982 

The Ministry of Health is in the process of preparing the 5th 
National Health Development Plan. For this plan to be appropriate, it 
is important that each department be involved in the current planning 
activity. 

In this connection, the Ministry is organizing a workshop to 
bring together the various departments to participllte in this planning 
process. You are, therefore, invited to attend this workshop to be 
held at AMREF from 5th to 6th May, 1982. 

The main objectives of this workshop are as follows: 

Review the planning process in the Ministry for writing 
the past four National Health Development Plans. Special 
focus will be given to each Department's role and 
interrelationships with each other. 

Review and analyse current planning process for writing 
the next Health Development Plan. 

Formulation of procedures for strengthening coordination 
of intraministerial health sector planning. 

Your contribution to this workshop will be very much appreciated. 

£(;k~ 
(G. R. M'MWIRICHIA) 

PERMANENT SECRETARY 



I.	 INTRODUCT-ION 

This	 workshop is planned in response to the need for intra

ministerial coordination of the planning process for writing 

the Health sector of the 5th National Development Plan. The 

main	 goal of this workshop is to design ways of strengthenins 

coordination between the Ministry Departments in the Health 

Planning Process. 

II.	 THE OBJECTIVES OF THE WORKSHOP 

The major objectives of the workshop are as follows: 

(a)	 Review the planning process in the Ministry for 

writing the past four National Health Development 

Plans. Special focus will be given to each 

Department's role and interrelationships with 

each other. 

(b)	 Review and analyse current planning process for 

writing the next Health Development Plan. 

(c)	 Formulation of procedures for strengthening 

coordination of intraministerial health 

sector planning. 

III.	 Workshop participants will be from each major Headquarters 

Department. (See attached list for workshop participants). 



CNTRA MINISTERIAL WORKSHOP ON THE 

~RITING THE FIFTH NATIONAL HEALTH 

AMREF : 5TH - 6TEI MAY, 1982. 

PLANNING PROCESS 

DEVELOPMENT PLAN 

FOR 

AGE N 0 A 

DATE TIME SESSION 

• 

RESOURCE PERSON~ 

Wednesday 9.00 - 10.00 hrs. 1.0 - Opening Session Mr. M'Mwirichia 
5.5.82 

10.00 - 10.30 hrs. - C 0 f fee 

10.30 - 11.00 hrs. 2.0 - Objectives of Workshop Dr. Kanani 

11.00 - 12.00 hrs. 3.0 - Review of proceedings on 
National Interministerial 
Workshop on the Planning 
Process for Writing the 
Fifth National Development 
Plan, Safari Park Hotel, 
22nd - 23rd April, 1982. Dr. Maneno 

12.00 - 13.00 hrs. - L u n c h 

13.00 - 14.00 hrs. 4.0 - Review and analyse the 
Planning Process for 
Writin~ the past four 
National Development 
Plans Mr. Ndungu 

14.00 - 15.00 hrs. 5.0 - Discussion to review 
Intraministerial 
Relationships in the 
Planning Process Mr. Kar1uki 

15.00 - 15.30 hrs. - C 0 f fee 

15.30 - 16.30 hrs. 6.0 - Review of Current Planning 
Process for the Writing of 
the Fifth National Health 
Development Plan. Dr. Maneno 

... /2
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DATE TIME SESSION RESOURCE PERSONS
 

Thursday 
6.5.82 

9.00 

10.00 

10.30 

12.00 

13.00 

14.00 

15.00 

15.30 

10.00 hrs. 7.0 

10.30'hrs. 

12.00 hrs. 8.0 

13.00 hrs. 
14.00 hrs. 9.0 

15.00 hrs. 10.0 

15.30 hrs. 
16.30 hrs. 

Identify Intraministeria1 
Planning Activities and 
Outline Schedule for 
Coordination of activities Mr. Arnisi 

C 0 f f e e 

Continuation of identifi 
cation of Intraministerial 
Planning Activities and 
Scheduling of Coordination. Dr. Kanani 

L u n c h 

Setting out Schedule and 
Agenda for subsequent

t· ,rnee l.ngs. Dr. Maneno 

Workshop. Evaluation 

C 0 f f e e 

C 1 0 s i n g 
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REVIEW CF THE PLANNnK; PROCESS FOR THE
 

HINIS'IRY CF HFAIt!'H
. 

1. Intrcrluction 

The preparation and prcrluction of the National Developnent Plans is the 

responsibility of Ministry of Planning aID Econanic Develotm=nt (M)PED). 

we in the health sector have the duty to prepare or help in the 

preparation of the health sectioI1 which is usually within the social 

services delivery chapter. In other words, M:>PED set out broad the 

objectives at a national level arrl operating Ministries health included, 

are assignerl specific tasks accordingly. 

tIhe t'linistry of Health (MOH) is supposed to v.urk rot its health policy 

'illithin the parCltleters set by the Mini.stry of Finance (M:>F) and the MOPED. 

This is what should be done. What has happened in the past is that the 

Ministry of Health provides the l'4)PED with detailed lists of programnes and 

activities to be irnplanented within the' plan period and the MOPID writes '..10 

the section. What finally canes rot as the health chapter can only be 

seen as a canpromise between these Ministries. In ITOst cases, the 

Ministry of Health feels that the health chapter as it cc:nes out is, 

strictly speaking, is not fully supported by the rraterials suhnitted 

by f'.O-I. However, looking at the final product of the Health Sections as 

produced by the M)PED, one cannot dispute the fact that the health chapters, 

are well written and that they do represent the objectives of the Ministry 

of Health. Besides, these chapters do conform with the goals and 

objectives of the co..mtry. 

The l'4)PED provides assistance to the Ministry of Health by assigning 

technical personnel (Planning Officers/Econanists) which are needed by th,= 

Ministry. Assigning planning officers to various operating M.inistries is 

viewed by sane Ministries as a good way to achieve co-operation and to 

."'Vco-ordinate planning activities which is necessary if national planning \ 
"1)'V 

objectives have to be achieved. We (in operating Ministries) also re2.:"i.z,,:, 



- 2 -


That by seccnd1ng officers to M1lU.str1.es. the KPED 'Ls in a 900:1 

position to assist and ~txol planning efforts•. we also realize. 

that thro.1qh the sector planning cn:oucs. estima.'t~e groups in the 11.011' 
. . . 

the plaruling capabilities ·in operating Ministries is co-ordinated. 

and strenqt:hened. 

paper ~ill discuss briefly I the plann~g process (or lack of ii 
••• ' I • 

in the Ministry of Health, 'It will highlight the roa1n constraints 

both fran tal's 1nternal org~satiooal problems and· external ones. 

Exanples will be given fran the p.lannillg process that took plaCe 

d~ing'the preparation of the health sect:Lcn of the current 4~ 

Developrent Plan and the problems enCX)untered. 
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MINISTRl	 CF HEALTH~ STRATEGY 

2.1.	 As stated in the introduction section, ~ usually sul::mits to the 

M:>PED detailed information of health prograIntelit to be carried 

out in the plan period to the MPID so that the latter can produce 

health chapter. 

2.2.	 The Mli's planning, strategy is (supposed to be) based on the need 

strategy such as that of bed/population ratios I doctor. 

populaticn ratios ani so ale In other ~rds, our plans are based 

on ~ strategy as,provided for in World Healtll Organisation (t\'HO) 

publi1catiQ1s. The M:H; (and;indeed KlF and MJPED) also ten:l to 

follow the Plarming Strategy supported or which is required by 

various intemat.;l.anal or bilateral dooor agencies. i. e. to focus 

plarming efforts an quantifiable targets such physical facilities, 

manp:JWer targets etc. These are targets that are easily quantifial:>J.e 

ani measurable. 

2.3.	 But even when these targets have been achieved, that is; when we 

can finally produce one health centre for 20, 000 people and achieve 

the target of 0.8 beds per one thousand population, we still CaMot 

say that the health of the cxmnun1ty has ~:roved. This is because 

we smply oount the inputs instecrl of the oounting what those inputs 

produced as outcare. The health sector should, ideally, plan on.the 

basis the outcare such as reduction of infant and maternal rrOrtality I 

redu:tion in rrorbility, reduction of disability etc. etc. 
I~·.:J..:I-¥t 

The main	 problan ill using sate of these health statlli:j."is that one 

cannot attribute the iIrq;)rovenent of health to the activities of the 

health sector alone. Lowering crude birth rate may be attributable 

to other	 factors such as inproved cx;niitions of living due to higher 

incares I	 better education, better housing etc. etc. 
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Maasur1ll9 irrprcved health is also carpllcated by the definition 
.	 , 

of health ~ch is controversial. WHO defines ~th as a state 

of canplete physical anQ rrental wellbe1ng and not marely absence 

of disease. It is diffi~t to provide appropriate ~urerrent L 

far e:atplete physical ~ rrental health, leave alone to rreasure 

~sence	 of disease, 

2.4.	 setting planning criteria on the basis of manpa-.er targets. and 

physical facilities as we de is inappropriate because we have prabl 

of equitable ~stribJtion of these resources., For example, What is 
, .' 

is t1le ration81.e 'of setting a criterion say of producing one doctoI 
, .	 . 

I 

for 600	 people ~ we k:naiI that 80% of all doctors are in Nairobi 

and M:mbasa and we have no maans of resolving this ;ir.equitable 

distribution? 

These are sare of the 1Neakness, of our approach to planning strategy 

which we	 are IlQtl aJdressing ourselves to. 

3,	 HFAL'lH PLANNlm FUNCl'IOOS 

3.1.	 As mJst peopl~ know, ~ does net have a planning unit which should
 

handle the responsibility of .producing the health chapter. Planning
 

fwx:tiops are distributed am:mgst various officers wOO perform
 
.. 

functions that have relevance to planning. For e..~le, The Chief 

Hospital Secretary's office h.arnles planning mat::ters related with 

hOspital facilities construction, expansion or 1mprovarents. The 

planning activities of rural Health facilities incluiing construction 

and· improving of. Health centres and Dispensaries are handled by the 

Rural Health Planning and Irrplarent:ation unit Which again cares 
':I,; ~,~.un:ler the sarre offi~ (CHS) and the under secretary i/c. of .	 . 'f 

~_••__ ,	 ..1.- ....J _ • _. is not	 quite clear as to who co-ordinates 
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manpower planning because t:hexe has been frequent changes of officers 

oo-ordinate materials for ~ planning am the new schedule of 

duties is not yet cut. other plann.ing activities fall under various 

specific functional heads of {bits. 

3.2.	 Co-ordinaticn of these planning activities has in ·the·past teen the 

responsibility·of a ~puty Dire.::L......: v':' • __ ~I ...Cal Services, Planning 

([)[}ltS (P) • But since July 1978, pla"Ulinq functions care under Senior 

teputy Director of !eiical Services ~al Health (SDtMS (R). In the 

M:Ji planning becxxres an annual event especially when M:H has been 

requested to produce the health chaot:er bv the Ml?ED. 

3.3.	 Mrs• .Janovsky quite rightly S\.1l'I'l\at'i~ the ide~ of plann:.....~ ..... l the 
.	 . 

M:li as that of producing. the plan to fulful the requirements of the . . 
MJF:EP, MF and the donor agencies. 

3. 4 ~	 l-Dst people in ~ see the production of 'develo~t plan as 

sarething which has to be done to satisfv MJPID obliaations. 

M:Ii has not, in the past, oonsidered writing of the plan dOClIlreJ1t 

as a useful exercise which \\Ould help ~ Ministxy in clarifying its 

own policy objectives or which can be useflil in evaluating the health 

delivery system. 

There is	 a need to reoonsidP..r t1\i ~ position. 

., 
. 1 \J 
r\ \~ \ 
. t) 
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Pm:PARATI~ OF HFA1lm CHAP1'ER -' 41)]1 DE'J. PIAN 

I have stated that tal d..~ not have specific Unit ~ch responds to 

;~'~~~~ard '~t plannin:J,"~ espec1al~y. ~e .. . .... . .. 
.' 0 

.product:1cn of ~ health see:t:lcn is usually regarded as ..the job 
. . . . .
 

;........... ~, PJ.anning'. '1b1s point 'J .. I roy;:ll hJqhl~hted by .
 ,. .. : 

~. I<atarJJla Janovsky ~ her ~IID Thesis, when she POints out tJ"\."i
, 0 , 

pl~ ,in heal~ is one person exercise•.
 

,It 'iO.1ld tlG. usefUl t9 give an accxnmt of ~ piannm:r process that
 
• 

'took place durin;J the preparation of the health Chapter for the . '., 

4th Developnent Plan in 1977/78 so as to bring bane sane of the . , .
' 

difficulties ~ oonstraints' faceC1 by KJJ. I append. here-belO'.'1 ' 
. , 

a calender of.~ precess activities for the period 
. . '. . . . 

March 1977 to l'blanber 1977'when the chapter was finally prcdu,?ed 

"by laED. 

, 'Q1 March 3 1977, the then Ministry of ~inance and Econanic Plannin< 

l«FP issued a circular requestinJ all Ministries to start 

preparatiala of the 4th Naticnal Developnent Plan covering the
.' . '.
 

period 1978/83. All chapters wer~ expect:ec1 to be ready by~
 .. . ,
 

oacsnber 1977 ani ~S1ons to be'ready b:i March of 197~. The,
 

hea11=:h chapter was to 'be incl\XlEd in Chapter V, covering the BasiC"
 

needs. '1h1s chapter covered Nut+ition ani Health, education an::1
 
• 0 

training, haJsing ani social services arx1 part of water ~evelopnent . 

'!be M:lI was infoxmed aboot the producticn of the plan in June 1 S'!~', 
," . 

The M:>~. ha:1 clearly spelt out what M:li should concern itself ~,i1:h. 
, , 

, , ' 

~ thane of ~ J?lan was alleviation of p:werty with resultin:] '\ /\ 

strategy for creatin:1 .inccmes and rneetincJ other basic needs. !·lCP£? ~~o 
.' ." /' 

requested that all officials had ~ aCoord ll~h priority to all tCl.f:;-:~: 
, , 
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4-04.	 He (PS) dele;ated the task to ~ people. %e ceplty· Secretary 

i/c. of Develofl'OOI\t (OS) was to prcduce the budgetary part of the 

plan and·the t:eputy Director of Msdical services (Planning) was to 

co-ordinate the actual prcxiuction of the health section. 

The DJ:t.1S then fourd that he did not have either the health 

infomation data and the personnel with which to do the job. 

He sent out a questionaire in July, 1977 to obtain base line &;.:.:~. 

He knew of COlrse that the existirlq infOImation cannot be retrieved 

because it· is kept in variCl1s sections of the Ministry and its 

retrieval was a problan. In any case the validity and relevance 

of the available data to develor:rrent planning was questionab:e. 

Response fran the field was"of ccurse poor and the DLMS (P) requeste..'1 

permissicn to speOO 6 weeks in the field collectinq data. This lr.'2S 

not allooved. 

4.5.	 The DOO {P} asked ~ Senior officers and heads of departrrents to
 

co-operate in prcducing proposals and materials for the Health
 

Chapter.
 

4.6.	 W1S (P) was assisted by a planning officer seconded to MJH by [VDF'P 

am a planning consultant anployed for the p..u:pose. 

4.7.	 A meeting of senior Officers (chaired by the Pe:onanent secretary).. 
was held in' August 1977. Sub-Carrnittees were created to prepare 

am co-ord1nate different sections of the plan. A b\rlgetary 

COtmittee was foxmed mainly to prcduce a counter-proposal to the 

recurrent est.iJnates which MJFP. had worked out without guidance 

fran Mai•. 'll1e carmittee included the Principal Finance & 

(CI.!Q\
• I..J,Es\,.C\U.u.::iUuent Officer (PFEO) , OeMS (P), Chief Hospital Secretary 

p.. 
ana Deputy secretary, (I::evelopne.nt	 ;, <.) 

" " ....... J' \,
 
,. 
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4.8.	 A n\.l'l1ber of meetings ware held to fol~ up this exercise. In August J 

1977 a neeting with Provincial M=dical Officer (PfvO' s) was held. p~.'C"~: 

were asked to bring answers· to the questionaires sent out earlier by 

Da-s (P). Strategies and constraints of producing the plan ~lere 

discussed. 

4.9.	 By the third week of August 1977, DCt-1S (P) sent a draft of FOlicy 

statesrent outllriing major programres and discussed constraints and 

strategies tl? all senior officers of the Wi including PM:)s. He 

~CMS (P) reoeived no response on this. 

4.10.	 '!he draft of Policy Statement was .discussed by the sector planning 

group consisting of lQI and M)Fp representatives and approved. - in 

september 1977. . 

4.11.	 The PoS~ called another m~ting in October, 1977 to review the 

Progress so far. Baseline data had '()I:M been collected. The ~ held 

undertaken to review the budget which M:li had produced. 

4.12	 By D:!canber, 1977 no response fran M:ii officers on DCMS(P's) letter. 

Discussion on budget proposals were under way. lvOi requested MOP 

to '1tlcr!3ase estimates which were 20% lower. 

4.13.	 By January 1978, DCMS (P) received response fran the Rural Health 

Planning and Irrq,:>lanentatian Unit. An expatriate employed by DANIDA 

as well as the Dep.1ty Director of Medical services i/c. of Ru:ca 

Health starte4 attending planning rreetings to help in the physical 

fac~lities planoing. 

This exercise attracted attention to senior officers because it 

involved deteIInining the nunber and location of Health centres and 

Dispensaries, Schools of Nursing and otbe~ health facili.ties t':) ;:". 

constructed or i.lrproved during'the plan period. 
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Infounaticn collected by Rural Healtl1 (hit for 1974~75 were not l..!scc:!. 

Infonuation and priority lists sent to the Ministry by tvEdical 

Officers if health at District level were overruled. r4)H officia:"l 

wanted to use infoDnation produced during these meetings. After 

this allocation of health faoilities exercise ttle teITqX) for !?lannin~:r 

died off. 

4.14.	 By the end of January 1978, the first draft for several seetionn 

were readv. 

4.15	 'Jhe draft was reviewed by United Stat~s Depart:rrent of International 

D3veloprent and a crit~ was produced. 

4.16.	 In April 1978, World Bank mission which had care to review progress on 

Maternal & Cti.ld ~alth and Family Planning (l-Oi/FP) projects looked 

at the prepared draft 'of health chapter. They camented that it \vrlS 

unoo-oI:d1nated,not integrated and lacked perspective. 

4.•17.	 By' April, 1978 brief SlJl1llaries of all Public Health sub-sections as 

well as the cost estimates were forwarded to the M:)FP. 

DJl.1S (P) requested the WOrld Bank Mission to use the draft-- nl an as 

basj.s for their negotiations. This was not 'acceptat>le to the Bank. 

4.18.	 In May 19")8, sector Pl~g group meeting was held to negotiate
 
c.""ts
 

bL1dget'l'.Erom OvaI' K£10Om. da>m to KE65m. which was actually in the

budget.	 As 0:."'10 can anticipate Mli Senior officers were working on 

theit' proc:r:fJItIIeS. and costing them without having regard to budget 

provisions. 

4.19.	 Integrated Rural Health services under DrMS (R) seminar took place 

towaJ:d the end of May 1978. Ole of its objectives was tOj 

lito	 oo-ordinate and integrate the major 

fields providing rural health services vl;i-h " 
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limited	 resources particularly in respec 

of an-going five year develo];¥'l'el'lt plan 

exercise. II 

T!U.S is significant in view of the fact that prcx:1uction of the health 

plan was clearly under Dl:MS (P) • 

4.20.	 By the end of May 1978, the second draft was subnitted to the MOFP
 

~th -chapter task force and also to senior officers of the toDH for
 

cx:mnent.
 

4.2J..	 :In June 1978, the J:Q.1S(P} 'WaS busy COJ;I'ecting original draft for the
 

plan as ~ll as producing a volute of detailed infoImation for the
 

activities to be carried out during the plan peticx1. He was also
 

busy refining the 200 draft.
 

- 4.22. -'- AJ.J. tJli.s tine C()l.S (P) ani his staff of 2 had borrowed an office to 

hide themselves so that they can concentrate on this task. DD!1S h2.d 

other :f\mctions and prcduetion of health plan was just one of rrany 

of his duties. He had to hide to- get the plan prcxiuced. 

4.23.	 The health planning consultant seconded to DCMS(P} had to leave by
 

JUly because Ml- lY\ni-,..::lr+ oCl"'"'\red. The other rrember of staff (the
 

planning officer seconded by -M:FP also left so the DDMS (P) was left
 

alone.
 

4.24.	 The Pexmanent secretary Mli called a meeting to discuss arrl apprC'le""-' 

secorx:l draft plan. - The draft was acceptable to the senior officials. 

Fsconciliation between activities and the approved budget had to l:e 

done. 

1.25. By July 1978, c::aments of the plan were, received by Mli frcm MJFP. \ ... , \ 
,; \. 

")
MJFP expressed satisfaction on the health chapter but they 
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the national policies and priorities specifically the 

alleviation of poverty and neeting basic needs. 

Suggested that manpower, financial administrative allocations 

in the health sector should reflect priorities stated at the 

outset of the draft chapter such as providing emphasis on 

prevent1ve neasures. 

~he bud]etary provisions were not consistent with the 

~~ted prio~ities because curative health was allocated 

substantially with rcore resources than the preventive hea2.;:h 

progranmes• 

Within curative ~alth the proposed investments 'in Nairobi and. 

M:inbasa would worsen the differential in health facilities 

between rural and urban areas. 

With.1n the rural areas themselves harambee package was likely to '..< 

~tween better provided areas ani the under served areas. This 

was seen as the crux of the plann:w9' exercise. 

4.26.	 ()l July 3 1978, the functions of planning and managerrent were delegated 

to IXM) (Rural Health). series of meet:mgs were neld, serne being 

chaired by PIS but the issues raised by the M:FP regaming healt..:~ 

plan were not discussed. 

4.27.	 By July, 1978, the O1ai.m\an of the task force of health planning in ,the 

MJFP requested Wi to subni.t a final draft. 

By this time Dr. Cilyango forrrer DDMS (P) was away. 

,'4.28	 A further ~st far the final health plan was made to P.S. Health. 

No response fran M:H. 

4.29.	 By september 1978, the ChaiIman of task force group ~FP requestec:
 

""he Clief Director of M=dical Services to appoint another officer.
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A DepUty	 Secretaxy was appointed to do the' job• 

. 4.30.	 Having failed to receive the final draft or further cootribution 

fran Wi, M:FP produced the final draft on behalf of Wi. 

The dOClJllellt· produced was .different in stvle land to sare extent 

in substance) fran that expected
. 

by KJi staff. But the rationale. 
in maldng the fundarrental dlange was to get the chapter.organised 

around	 the net'ttork of health institutioos in the rural areas which 

had the	 advantaQe of: 

(a)	 presenting in an integrated fashion, the 1rrI:Jact of the health 

sector 00 the taxget groups. 

(b)	 help to blur the distinetioo between the preventive and curative 

medicine which had opened the health section I s draft and 

Duageeary allOCations to criticis.ns because of their 

J.nconsistent. 

4.32.	 When the lOf re~ived the fiaal:Version of the health draft, there 

were major objections. The final draft had been prepared ani 

organised as M.JFP had suggested in the merrarandun suJ::mi.tted to the 

WI in september 1978, based en InSt1tutioIv..tl. net\>.ork. 

Cne of these objections was that - District Hospitals should not 

have been changed fran being in their traditional category urrler 

curative division. '!be M:>FP had shifted District Hospital fran 

curative division to Rural Health witn view to increasing rural 

health knXlgetaJ:y. allocation am on ground.CJ that in fact, District 

HoSEitals are the Headquarters of the roral Health Services delivery 

systan. 

4.33.	 By septerrber 1978, the A.I.D. produced a critique of the already , ~ .. 
;:u:oduced	 health plan. The criticisn of the Health Chapter was as .\ ) 

.I!j 
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4.34.	 (1) The plan lacked expression of object1v~ as these relate to
 

national econanic and social developrent.
 

(11)	 There was lack of consistency between priorities arrong 

altemat1ve health programnes and policies that are consistent 

with stated objectives. 

(iii)	 The plan did not reflect efforts to consider ways to use 

resources alrea1y Cormitted to the Health Sector nuch rrore 

effect1vely. 

(iv)	 Plan la~1tQ ~'A;lr staterrent of programre strategy, link~g goals, 

cover;age, targets rreans and cost. 

(v)	 The plan ekes 'not appear to adequately consider the private 

sector activities and trends which bear on lwOI activities arrl the 

probably success of achieving r ltiona1 Health goals. 

(vi~	 The plan appears to reflect inadequate attention to matters of 

finance. 

(vii)	 '!be plan does not deal with evaluation in satisfactory manner. 

September 27 to' OCtober 30th 1978
 

Ccmnittee fonned to discuss the critique,
 

- Intocnat1.On was seen·as vital unit to planning and managerent.
 

- ·Planning was to be strengthened.
 

- Rural Health and Manpower.
 

4.35	 M:Finance .was divided into Ministry of Finance and Ministry of 

Eoonanic Planning and CaImJnity Affairs. 

The sector Planning group oontinued to work toward a mutually 

acceptable health chapter - although mainly without the benefit of 

WI ;r:epresentative. 
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4.37.	 OCtober 13 1978 

Deputy secretaxy requested Kli officers to guide M:lPF on what 

M:H can do" In view of the misunderstanding that had arisen. 

4.38.	 o::t:obe.r 30 1978 

A letter fran KIf to MJF expressed disnay over the final version of 

the health section. 

'lbe letter stated that rural Bealth included Health centres, 

dispensaries, sub-centres and nobile clinics and this is what !vUI 

had told all QQncrs. How could K:H ntJW include District Hospitals 

as part of Rural Healthi: This \«)\l].d be embarrassing and confusing. 

~.39.	 Novanber, 1978 

cabinet awroved basic needs chapter inclu:l1ng Health. Minister fo): 

Health WC1S absent fran cabinet. 

1.40 L	 Novemcer -fur .1~7E! 

A meeting of M:::'H and M:F was held to diSOJSS the differences'. 

PIS. MJP told Mal to feel free 'and re-write the chapter with the 

controversial District Hospital~ back in the Hospital Category i but 

on cordition that the text and the budget \'wOuld remain consistent 

'flith one ~. Should the Ministry agree to the then version of 

tore health plan, Mli was ,assured that the M:)p did understand the 

fact that 'the, organisation of the plan was not necessarily 

congruent ,~ith the Wi organisation b.ldgetary system. , 
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preparation of the plan. For ~e, it was difficult to get 

suggestion or Pl:O[Xlsals and materials for the preparation of the 

plan. A lot of meetings had to be held sane. having to be chairee 

by Permanent secretary to st+ess the significance of the planning 

exercise and to affect oo-ardination. But since each head of 

depart:.rrent or unit operates on hisjher a,.m with little regarc': -::;:; 

other units, this oo-ordination was never fully achieved. The 

organisational structure of the Mli can be described fran four 

approaches. It. is organised according to the professional and 

administrative functions of the Ministty. The professional head 

being Director of M=di~' ~~Tices (OMS) ~d the administrative 

head (overall heed) being the Pennanent SecretaJ:y. It is also 

organised· accard1ng to the functions of the Ministry and the 

allocatioo of funds i.e. Preventive & Curatives functions. 

It is alSO OJ:9anised acoording to the geographical regions. Finally, 

the Ministry is also organised according to cd hoc health prc:x:JI'amres 

e.g. M:H/FP, Integrated Rural Health projects, Kenya Expanded
 

Irrmunisation programres although all these proi3rarrtres are
 

co-ordinated ~r roMS who does other duties.
 

'.Ite six najor divisions inclooe:
 

5. 3.1. Curative Heal~ - .Hospitals at National, Provincial and District l~vel.
 

Yet sore curatiye activities are provided by
 

Health centres and Dispensaries. The specialisation
 

in medicine makes this Division Conplex and
 

difficult to co-ordinal:e.
 

5.3.2. Prevent.i'\JP W>=lI'H ~;'le and Prarotive Health. 

Divisions under this heading ~uld include ":he .. \~ 

entire spectrum of Public Health including 1) 
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invironmental sanitation,' CQmlun1cable Diseases 

"Contxol, Health Educatipn, Nutrition, etc. etc. 

Each of these thits have respective nead. 

Environmental sanitat:lan tl'Ut works on its own, 

so does' the, Ccmwn1cable Diseases' Control and so 

on. Intear;t..... ,.,., of all these units into the 

heading cf Preventive medicine and prarotive Health 

is difficult. 

5.3.3.	 ~al Health services. 

Ulder this heading Wt2 nave the Rural Health Project 

which has been or is being phased out. The 

~istrativeS~ unit, the Matemal and 

Ol1ld Health/Family PlanrUng, Health Plarming am 

Inplanentation Ulit, other Health Plarm:ing Sections, 

Integrated Rural Health Project etc. etc. 

Actual delivery of services is carried out at the 

Pxovincial and District Hospitals ~ in Health 

centres and Dispensaries. Co-ord.Llation of all 

these Units is diffic.'U'i

5.3.4.	 Health Training. 

Jnder tms needing we have the Training of 

m-mred1cal personnel at'Medical Training centre and 

rther Schools in Provinces.	 (Nurses, Public Health 

fficers, Fadiographers, Laboratory Technologists, 

lal:IrlaCY Technologists, Technicians etc. 'lbe training 

: doctors under the U1iversity of Nairobi and 

erseas - inclu:tinq Po5t-graduate Medical Training. 
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Training of ~tritionists - at the University
 

ana, at: Mren Q:>llege for the Nutrition Field
 

Workers.
 

Training of Hosp:f,.tal secretaries at" Kenya Institute
 

of Mnini$1:ration.
 

Training of Family Health Field Fiiucators at
 

Kikuyu - this ,is now discontinued.
 

other training activities	 overseas or locally 

i.e. M3d1cal Social ti:lrkers E.E.G, and E.C.G. 

~echnicians. A;LthoU3'h there is a DDMS responsible 

for co-ardinat:ing train:i..'j activities I we also 

have 0Ct>5 heading M.T.e. paraIredical Training.' 

Co-ordination..:Ls not easy - leave alone 

inte<y.::lHnn n-F all these units. , 

5.3.5.	 Medical Sugllies services. Here we have a Deputy Secretary i/c. 

of centrall-eiical stores. He co-ordinates procurement of M:dical 

Stores, acexnmt.ability of stores or custodY ancl d1stribution of 

Stores to all Health Institutions. He o:x~s under Pennanent 

Secretary whereas :in all other Units - the respect!ve heads 

are profesqianals 'who care under P.S. and 1l-1S. resoectivelv . 

5.3.6.	 Medical Research. 

Research aet1V1t1es are ncm to be co-ordinated by 

MinistIy of Science and Technology. We have a 

SW1S heading Kenya tetical Research Institute. 

rrbere are other Research progranmes - Kenya M=dical 

Iesearch sponsored by the Dutch T.E. research I 

Leprosy etc. CO-Ordinat1on of all these Chits i.s 11--a;\b 
"'A4- .~.....	 A.. .... ,..•• 
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Cile can see how diffic;nil.t ·it ~ to get information
 

proposals and inputs for the plan fran all these heads. Even
 

if you get 6 heads, they 'wOuld not be able to control Units
 

under them because of technical and administrative barriers
 

that exist.
 

The MinistIy is also organised acoorcting to the geographical
 

regions i.e. Prov:iJlces, Districts, Divisions, locations and
 

sub-locations. Actual datiVeIy of services takes place in
 

the field - so that officers wOO head various divisions rust
 

. get infaxmatial fran the field. '!his information rray not be 

easy to collect or the opinion of the officers and HO. staff may 

differ. 

The M1n1s~ does not have a ~stem with which to resolve
 

such conflicts. D.1ring the preparation of the health section
 

in 1977/78, it becane clear that inputs fran Medical Officers
 

of Health at the District level Was ignored: Yet it is at
 
. 

this level that rural Health Services are supervised. 

WI i.s also oIganised according to specific functions. We
 

have Units such as Phal:macy section, Clinical Officers,
 

Radiophysicists, or Radiology Protection Unit, Health
 

Information Unit. includina vital st:at.istic!=;. ~t-J.'! _ Pt-r-. 
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A1~ 1n ~'~ \.IIU.~ ~ fNPPOsec1 to cane' under one 
• 0'; '; . •••• • .,0 ., 

. .' . 
of the DDtoS. vcu ,:find HUt+- qrnv:a ,...p ~ n"i~q nave greater 

lI.l~~.~,~.~11sod,: · ~ the ~ of ccllect:ing materials 
.' '. . . .' . 

fer planning. CIl8 has· to ~ ~], ~"a1 head ani" not the 
. -

:werall ~ ~rnaY kna.1I vei:v li:t:Ue of. the section. , 

'1ba lvDPED ~ to Planning (in the writers view) is rationalistis 

;n t1mi- nh""i".... is ~4 ~ the analysis of the nation I s goals as 
. . , 

". 

st:atecl by. Govarrnrer\t ~~ such as the Sessional 'Papers 
" . :'. 

Kl\NU. P~ lWUfestoes and ~ ale .Fran ~ natialal Goals, 
~ .' • .' I • '. 

::¥1jectives ana policy are then drawn ai1d operating Ministries are 
, , 

given their specific cbj~ves with which to draw their priorities 
• o' I' .' . , . 

',' . 

and colicv. 

~~ techn1cal knatlledqa ~ experience' 'of making analysis and 

oJ.annjna is ~s~ 'to l:le able to fa:nulate am write up the 
. , 

fJ.ne qualitY of the plan Qoc1.ments produced by the loalED reaches the 
. ".,' . . .
 
level of excellence whiell 1& of intexnaticnal stamard. !-:OPED's
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~if,J es ~t, the ~atip9 Mini.st::y'splans ItU.1S; fit cohesively 
.' , 

to the ~tia1al goals and objectives. '1b1s calls for planners who 
• I·' . . 

have the sk.i.lls and calJabiUties necessary to produce such high 

quality dccunents. 

In. the Health sectcr t:ne need. tor higtl calibre health sector 

PlannersjEccnanicsts is ctUCial~ Crucial because, the Ministry I s 

orq~sat~al·strueture isc:rrpletely disintegrate( With rtEny 

heads of Units ,each having specialist: knarlledge and authority for 

,his;l1er' seeti.on,' one ends up with a .lot of shopp:ing lists of 

act1vitie, \m1ch are unco-ordinated and fragrrented fran all t.~ese . i\~, 
! \ ' \,.' 

~~v 
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Healt:h Po1'lcy calls far capabilities and cacaciht t-~t- tohl:l ~~ 

5.7,4.	 It is for this rea&Cll that 1oQ)EO a:mnBnl:eCl tnat tne Wi I a draft 

were not co-otdinated and was ~t :incongruence With, the introJuctorv 

chapters or :indeed with the basic needs requirements. 

The World ,Bank also said that .the pl~.:l was unco-ordinated and lackc·d 

perspective. '!be A.I.D. also criticised the plan as not taking 

into account the private sector contribution, d.f not l:eing 

rationalistic etc. etc. In other \\Ords, it is not aasy to collect, 

analyse and write up the health chapter without knCMledqe and 

experience of health planning technocrats. 

5.7.5.	 It is not possible for M:fl to plan on its own because we siJnp.:!..y 

have to 'nOl:K withiri the parameters set by M:F am l-X:lPED. 

5.8.1.	 Problans 0f the Planning Strategy 

1. Rationalistic ~cn to plann:ing is not without its critics. 

Dahasses (1978) calls for a planning process which w:>uld aSfess t:-.e 

organisational capability and the (political or) institutional will 

ingness ava.ilable to 1Irplerent pW.s. He also says that planning 

process shculd 1den,tify forces Wlieb interacts with the sector 

activit1eS be:ing planned for. In other \'wOrds, rationalistic 

approach t.o planning substitutes planning process for mstitutioncrl 

}?Olicy information process and in this way isolates the' 

intJlerrentation. c::apacity of. the local institutions. 

5.8.2.	 This can be seen fran the ,fact that the KJPED, in attempt to 

prcx1uce an excellent plan, shifted the functions of District 

Hospitals fran curative division to that of preve:ntive medicine' 

and -Rural Health. This.improved· the quality of the decurrent 

',:onsiderably. It ma:le the health chapter logical, conqruent, '",,:" "1~\ 
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the basic needs chapter and gave· the plan sane perspective. It 

also, and this is inpJrtant; ignored the organisational structure 

of Mli which facilitates 1Jrp.1.em:nt:ation. For that reason, MCH 

anQ z.QED must \ttOt'k toqether and clearly understand one anot.~er 

because there is little purpose in producing an excellent plan 

document	 if 1nplerrentation will be jeopardised. 

, 5. 8'. ~	 When planning, we should take cognisance the reality of all factoL"s 

that will be impacting, on inplem:ntatioo.' In this way we shall 

Prevent planning being done in ignorance of the structures of 

interests and the distriWtion of paoJers in the Wi, resulting in 

lack of <:X:lhesion be~ what we reo:::mrend and the political 

realities of the situation dictates,. In any case planning can only 

succee:1 only if those with power (including power of 

professialal kncwledge) believe that their interest will l:e met. 

In Mli this lesson :leed to be .Learnt:. 

'l'h.ese are sane of the issues this \\OrkshOP can a:1dress itself to. 

. i I 

f V 
,;')~l 

,,} 
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MINISTRY OF ECONOMIC PLANNING AND DEVELOPMENT SCHEDULE OF WORK FOR 

WRITING THE FIFTH DEVELOPMENT PLAN. 
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EPCA/SC 2/013(1)	 2nd O~cembert 1981 

MINISTRY OF' £CONO~llC PLANNING AND DEVELOP~1£NT
 
TREASlIV BUILDING
 
P•O. .BOX 30005
 

NA I RO B I 

TO:	 ~F.PD PLANNING PERSONNEL 
AND DISTRICT'DEVELOPMENT OFFICERS 

FIFTH DEVELOPHf.NT PLAI~ 

I should bring to your attention that the Cabinet has authorized 
that we commence the preparation of the Fifth Development Plan. This 
~i11 cover the calender ycars·1984~08 and the fiscal years 1903/84 
1907/80. It io scheduled for publication an the 12th of December 
1983. Kenva's 20th IndeDend~ncc Anniversarv. 

2. The Plan will be based on 1901 data which \'lill first become 
available in provioional form in ~ay 1982. The following schedule 
of work has been approved by the Cabinet 

Dec. 1981 to 

Hay 1982 Preliminary work 

June 1982 Approval of basic strategy by Cabinet 

July 1982 Circular to Ministries with summary 
of stratogy, tentative budget celinqs 
and District priorities. 

August 1982 First m~etings of Sectoral Planning 
Groups. 

December 1982 Drafts of all macro chapters to 
be completr~d. 

r1ai-ch 1903	 Drafts of major sectoral chapters 
with District lavel disagg~cgations 

whore pertinent to be completed and 
circulated to District Development 
Convni ttoes for comment.. 

June 1933	 Comments by Districts to be returned and 
circuli'ltcd to i·1inh~tri.05 •. 

Auguat 1983 
Cliopb:.rs to bt3 complfJ t~1d. 

Scpt(lmbl1t' 1903	 fi~Al approval by Cabinet. 

Dcc~:ir.bt:r J91j3	 Publ i eel L"S ,.-m. 



-'~.-


J. • Between now and ~~y 1982, preliminary work will bQ under
taken as follows: 

3.1	 roviews of economic porforlllance under the present 
~lan will be prepared for m~jor sectors and all 
Districts; 

).2	 pllln-rolat(~d to reseorch projects will be identified 
and work initinted; 

3.3	 macro-economic modellin~ will be improved; 

3.4	 monitoring systems will be establis~fd; 

3.5	 development priorities in District~'~11 be identified 
and . 

3.6	 a draft of development stra....~T .............. l"'t"_w __..-;j policies 
~ill ba prepared and submitted to Cabinet. 

4. Work by sectoral planning officers on reviews or economic 
and social performanco by major sectors should be virtunlly completed 
in conjunction. ~lith ",ark on the forthcoming Sessior.fil Paper (see 
my note of 23rd October 19C1 addressed to Department, Division and 
Section Heads). Somo oxpnnsion of this work m3Y now be required. 
In pnrticular, we require: 

4.1',	 quantitative mensures of progress and shortfalls in 
schievement cov~rin9 the period 1970 to 1980, and 

4.2	 an idontific~tion of ' the reasons, specific to each sector, 
why pronccss has not becn greator. 

s. In addition to theso reviows of economic and social ,performance, 
aectoral planning officers arc requestod to make sug~estions in 
writi.ng throuC]h their Department, Division and Sect,ion Heods an 
the following two matters: 

5.1	 Research projects which should be undertaken by the 
levant operating ministry, thu MEPD, University 
rsonnel or others t.o enhance understanding of sectoral 
obIems and measures which will improve progross in 
,0 future. Such projects nhould be feasible of 
mp1etion by Decomber, 1902 and specific researchers 
lould be propo~ed if possible; 

5.2	 1odifications of tho development strategy outlined 
Ln the present plan which arc needed in order to 
rncilitate more rapid development of the qectar reviewed. 

6~ Simila~ nu.~ to that outlined in p~ragrophs 4 and 5, but focusse 
on DiHtricts instcnd of sectors, should he undertaken by all District 
Dcvelopm~nt Officers. Th(?y :lre not, hOl'lcvnr, nsk'p'..d to identify. 
research projects ns in pnrngrnph 5.1 bec3usc at this stage it will 
not be pos~jblp to or~oniza ~intTict-levcl research. T~ey ar~ insteac 
Q3l<cd, in l'('spcndinq t"'l p:Jl',:C]rriph ~). 2, to idcn"i: ffy spoci fie d.:v~lGo;:".: 



priorities for their districts broken down by responsible ministries 
so thot these can be discussed by relevant sectoral plnnni"g 
officQrs with tho ministries concerned. The DOD's to~ether with 
the Rl.'ral 'Planning Division nnd field officors of the opernting 
Hiniat::ies J \'ii11 olso prcprlre revim'ls of Di!Jtrict level performance
undC?r tho present plnn (ptlro. 3.1 :.!; .;','t".' . 1:1 d('velop and implement 
a District level. monitoring systcr:: (~ura. J.4 nbovo).• 

. . 
7. Deadlines for this preliminary 

~ 

work on th~ Plan are
 
established as follows:
 

SPO s ODOs 

4.1 1-2,..02 1-3-82 
4.2 1-2-82 1-3-02 
5.1 31-12-f12 . - :'. 

5.2 1-2-02 1-3-02 

Thos!) doadlTI1;}s will ei,r.lblc t.hose in r~EPD working on strategy and 
policies to utilize this preparatory work in th~ drafting of .th~ 
paper for Cabinet noted in parngraph 3 ~. . 

=--_._> --;

tl ") /-- ..n~~ '-~'~u&~~: 
V.f.O. MASA~HALIA 
PERt'Il\NENT SECRETARY 
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FIi'TK DEVELOPMENT PLAN '-' .~ HEALTH SECTOR (MOH) 

gUMi"TITATlVE !,1EASURES OF PROGRESS AND SHORTFALLS IN ACHIEVEMENTS 

DURING THE. LAST. (APPROX•.). TEN. YEARS 

Achievements should.be meas~red against possibility to achieve 
stated objecttves and goals. Ftnancfal, fnfrastructural and 
~anpower constraints limit that possibility, and more often 
than never se:t the' kind of framework against which, and 
within ~htch, objective~ and policy have to tight for recognition, 
and somettmes, survival. The budget is, tor instance, a useful 
toe ~: only for theoopurpose of planning immediate expenditures, 
lit for receiving, at least, a rough indication of the.limitations 
at .o:j:ltty to, achieve certain important objectives, sinceJ. 

I " 

~t contains those earlier commitments that have to be honoured, 
along wi:th. ~Iie .. n~w projects that are planned to be launched. 
Social indicators mea~re progress often in ~erms of need relative 
to population facto~s, but are often ~isleading, particularly at . 
times when popul~~ion growth is rapid. During such times a comb
~nat~on of different.tndicators is often required to decide 
whether there has been any progress or not . 

.t"o.U.cy object'ives and" the' budget,. Policy objec::tives in the 
health sector during tbe current Plan period (1979-83) embrace 
promot!ve health measures and development of preventive medicine, 
espectally i~ the r~ral areas where some 85 per cent of the population 

l:j:.ve .. Dev~lopment of the curative health sector, that is develop
ment of oo5-pj:'tals, is receiving low priority in comparison to 
development of ru~al health facilities and the furthering of e.g. 
mass innoc~lation, community health care and health education 
programmes. Research is ~onsidered important for the improvement 
of future health serVIces, and training of manpower, particularly 
of those health cadres that are to be absorbed in the rural areas. 
is be~ng emphasized. 

~'J 
.,' 



In light of the P1an~s theme ~ to allevtate poverty 

1:111""\0&6"- ~ ...·eati:on of emplv¥l11eo"t opportunttfes', and 
development of baste needs servtces ~ development 
of the health sector is oetng stressed, since good 

health is considere~ one at. the most tmportant baste 
needs that taere i:s. Consequen~ly, tt could be 
expected that the health sector, or the MOH, share of 
the GOK total v?ted expen~tture would be expanding durini 
the plan period, at least, relative to the previous Plan 

period (1974-78)~ A looK at. the ~able immediately below 
reveals that this has not been so. For purpose of 
reflect~ng actual expendtture as closely' as' poss~ole, 

the figures represent tn~ Revised Budget. figures (Gross, 
if not otherwise stated), except for F.Y. 1981/82, which 
showS the Draft BUdget ftgures-, 

.L 

10K 
2 

%of 
3 
M.OR 

4 
%of 

5 6 
%of 

Recurrent Total Vo--Devel. 'l'otal VaT 1 + 3 Total Voted 
F. Y. Exp.£'OOO ted EXlJ. Exp. £ ted ~xp. l' + 3 Exp. 

'000 

1971/72 8,278 7.9 2,749 5.1 11,027 6.9 
1972/73 
1973/74 
1974/75 
1975/76
19'76/77 
1977/78
1978/79 
1973/79
1979/80
1980/81 
1981/82 
1978/82 

9,490 
11,893 
15,173 
19,128 
22,255 
26,915 
30,903 

126,267 
32,520 
40,957 
42,784 

147,164 

8.1 
8.4 
8.7 
9.1 
8.9 
7.8 
7.5 
8.2 
7.4 
7.6 
7.8 
7.6 

2,461 
2,195 
4,022 
4,275 
7,979 

10,740 
9,922 
3~,133 
11,323 
11,405 
10,901 
43,551 

3.7 
3.3 
3"8 
3.2 
5.4 
4.6 
3.7 
4.2 
4.5 
3.7 
3.9 
3.9 

11,951 
14,088 
19,195 
23,403 
30,234 
37,655 
40,825 

165,400 
43,843 
52,362 
53,685 

190,715 

6.5. 
6.8 
7.2 
6.8 
7.6. 
6.4 
6.0 
6.7 
6.3 
6.2 
6.5 
6.3 

rhe above table ts in current ratfier than fixed prices. Thus, 
issuming an inflationary rate of some 10% p.a. from 1973 onwards, 

~ecurrent expendfture increased by an average of 10% p.a. during 

L974/78, and only by 1.3% p.a. during 1979/81. In th~ ~~~~ n~ 



deve~opmen~ expenditure, it inc~e~sed by more than 15% 
p.a. during 1974/78, but decreased by 6.2.% p.a. during
 
1979/81.
 

In terms ot.1978/79 prices, Central Government rota~
 

Expenditure for the MOR is expected to increase by SOme
 

9.6. per cent p.a.during the Plan period. Two years short 
of the period, the growth has been considerably less, only 
6:~ per cent p.a. in current prices. Total Development 

e~penditure has increased by 1.6% p.a~ in current prices, 
compared to a target 10.7% p.a. in fixed prices. Total 
Recurrent Expenditure has increased by an average of 9.7%p.a. 
in current prices, compared to the expected'annual increase 
of 9.1% in fixed prices. The MOR expenditu~e share during 

.the period has been 7.6(recurrent), 3.9 (development) and 
6.3. (total) instead of planned 8.5, 4.9 and 7.1 per cent
 
respectively.
 

It can thus be concluded that progress, measured in budgetary 
figures, in the health sector has been slower than expected, 
and that the health. sector nas been allowed to develop at a rate 

wfllch is not only lowe';: thv.n planned, but also .less than that 
of expenditure grort!l, tllU,~'; LJ.uf:s1:j·oning the health sector I s 
stgni:ficance as a prtori'ty de: vclop:np.nt sector. 

J»riority placed on preventj,ye m~dicine and promotive health,
 
rather tnan curat~ve, and emphasis on development of health
 
jJl;frastructure in the rural areas', can also be deducted from
 
analysis of budgetary figures. Comparison of ~he Development
 
Sub~votes over the years reveals the following:
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(in K£'OOO)
,Sub-vot __ -, . 

Vote D.II 
' , 11'6' , , 117 ' ,F.Y. 110	 111 112 113 114 .. "'TOTAL 

1973/74 --- 1,676 116 81 322 2,195 
1974/75 -- 2,020 532 319 1,131 20 4,022 
1975/76 -- 2,202 733 113 1,216 10 4,275 
1976/77 - 3,945 1,667 222 2,115 30 7,979 
1977/78 6,549'1,489 610 1,692 100 300 10,740 
1978/79 15 6,820 812 835 1,164- 84 192 9,922 
1973/79 15 23,212 5,349 2,180 7,640 244 492 39,133 

%	 (59.3) (13.7) (5.6) (19.5) (O.6) (1.3) (100.0) 

1979/80 10 8,215 392 1,651 833 62 160 11,323 
1980/81 5 8,166 190 2,070 546 28 400 11,405 
1981/82 ...-.. 6,940 340 2,529 342 150 600 10,901 
1978/82 25 30,141 1,734 7,085 2,885 324 1,352 43,551 

___~_~_iQ~!2 __1~~~~2_i!~Ql ___L!~1 _____i~~1_£Q~!1 __£~~!1 __£!QQ~Ql __ 

1/ Sub-votes:	 110 -- General Administration 
111 -- Curative Health 
112 -- Preventive Medicine & Promotive Health 
113 -- Rural Health Services 
114 -- Health Manpower 
116 -- Medical Stores 
117 --Health Research 

The table indicates that, although an over time increasing share 
of funds has been spent on development of heal~h facilities in 
the rural areas, major development in the health sector has been, 
and continues to be, development of hospitals. Over the years, 
some 25 per cent of total development health expenditure has been 
on district hospitals alone, 16 per cent on provincial hospitals 
and almost 2Q per cent on Kenyatta National Hospital. However, 
although district hospitals are generally curative institutions, 
. 
they serve 

, 

as referral hospitals for rural health facilities, and 
belong at least, partly, also to the preventive medicine scene. 

Given the shortage of funds, generally, for development of the health 
sector, the'MOH has been fairly successful so far in adhering to 
pronouuced objectives, as can be seen from the above. Re~lization 

of existing implementation schedules will, further, emphasize the 
ministry~s efforts to switch from development of curative services to 
preventive medicine and promotive health, and generally make health 
services available to the multitude of popUlation. 



-5

~OC1a~ Inaicators ~ The most commonly used social indicators 
in the health sector include rates of fertility and mortality, 
number of practising doctors and nurses, available hospital 

. '. . 
beds and facilities. A combination of these, perhaps coupled
 
with expect~tions of available funds tor further development,
 
will generally point out whether progress h&s been achieved or
 
not, but on a general basis only. A regional analysis will
 
reveal areas of weakness, and direct development to areas
 
where concentrated efforts have to be undertaken in order to
 
achieve set objectives aud targets~
 

Hort'alltt and Fe'rtili'ty Rat'es - JUdging by the development
 
of the mortality and fertility rates over the years, there ha,
 
been a considerabl~ improvement ,in'the status ot health.
 
Mortality bas decreased from 17 per thousand population in 1969 to
 
14 per thousand in 1979 (total mortality r~te). Going by the
 
infant mortality rate, which, although still being quite high,
 
has been reduced by some 30 per cent to 86 per thousand population,
 
it can be concluded that lowered death ~ates indicate. a genera~ly
 

healthier population. How much of this improvement can be
 
attribu~ed to better access·to and improved quality of health
 
services, compared with improvements in other sectors, is, ~owever,
 

difficult to ascertain. Further, the fertility rate has ~lso
 

increased, from 50 per thousand to 53 per thousand, in~icating also
 
a higher level of fecundity due, perhaps, to improved care of
 
potential mothers.
 

During the six years between 1974 and 1980, the number of doctors
 
'and' d'entfsts' has increased from' 892 to 1,853, improving the ration
 
of doctors to population from 0.07 to 0.12 per thousand. The
 
number ot nurses (registered and enrolled) has increased from 
10,273 to 15,414, improving the ration from 0.82 to 0.97 per 
thousand population. The !lumber ot hospi'tal beds has increased 
from 14,525 in 1971 to 27',691 in 1980 (--by an average of 7.4% 

p.a. during 1971-80--}, improving the ration of hospital beds per 
thousand population from 1.24 to 1.74. It should be noted, however, 
that tha growth in beds' dUj;'ing 1075-80 wa.s only 3.1% p. a. that is, 

tt was slightly lower than th3 rate of population growth during .0 
\",) '1. 
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the same period, and the', liedlJ?oJ.mlat±on rat~n con,seCluentl~ 

sank frolll 1.78 tIl 1975 per thousand to 1 - 74 

Official Statistical data referr~g to health tactltties 
by provinces 1s available from 1978 onwards~ The·follow~ng 

table shows the numIier at hospttal bedS" per 1000 population, , 
and the number ot population per ~ealth factltty (hospttal. 
rural health; cent~eS",· sUb..centre~, and dtspensari:es') bf each. 
province, in 1918, 1979 and 1980. ~~:.n be seen that .. ' 

Nairobi, not surpris1.ngly, ts Best 'll.£LOi:pped with. hospital. 

beds (in 1980 5.8 beds per 1000 f<'tJulatioD), but also it 
can be concluded that.the facilities availablein Nairobi 

are gemra11y larger, and growing in size. The North-Eastern 

Province seems to be the worst off provi~ce when it comes 
to hospital beds, but in terms'~f number of people per 
facility, it is still better off than the Western Province. 
On the other hand, th~ data do not reveal geographic. distances 
so the conclusion can be fairly misleading. 

1978 1979 1980 
" No. No .. No. 

Hosp'i'tal of people Rospi tal of people hospi tal of p30pl 
beds per per health beds per per heal th ·beds:,per per' 
lO~O pop. fa:cilitY' 1000. t;lon. fac i'l 1.ty 1000 pop. heal th 

facili t~PROVINCE 

Nairobi 4',95 5,610 . 6~O9 5,910. 5.80. 10,100 

Central 1 •. 66 9~.680 1.71 
\ . 9.,690 1 ..86 9,410 

Coast 1 .. 86 7',640 1.87 7,540. 1.,80 7,970 
II' '.1 

.Ea$tern 1.,21 10 ,.~70 1,33, . 11,010 1 .. 29 11,340 
North.~Eastern 0.,,87 16 .. 320 0.93 , . 13,850 0.89 15,640. 
N,anza 1..57 12,470 1.46 

, . 14,.610 1.47 12,970 
Rift Valley 1 .. 5Q. 7,300 ' " 53 7,470 1.47 7,420 
Western 1.34 22,240 .'40 18.700 1.41 22,060 

TOTAL 1.€7 9,690 L76' 9,910 1. 74 10,300
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As above, social tndtcators should be coupled wtth ~opulation . .... 
d~ta i~ ord~r to generate 'anymeantng, and preferabl¥' on 
basis' of regtons to' tndtcate dtrect:J:on ot development :l.'n the 
future. Whatever development progress can De ascertatnedj 
however, has to be jUdgedtn consideration ot also the 
financial means that are and have been available. During 
periods of resource constraints, strict adherance to policy. 
directives will bea neeesstty, 

, 

given that a~ready on.going 
projects will, be given adequate resources to be able to 
finish within reasonable periods of time. Undue stretching of 
projects of less priority is uneconomical in 'the long run, 
ind only serves to create contusion in interpretation of Doliey 

iuring shcrt term. 

,.. \'...\ 
J~ 
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. . . 
FIFTH DEVELOPMENT· p·LAN· - . HEALTH SEC'rOR 

. ,'AN 'INDICATION OF THE REASONS WHY' PROGlmSS HAS' NOT BEEN GREATER 

~ .'IN THE HEALTH SECTOIl 

I refer to the draft paper on ~Quantitativemeasuresof progress
 
shortfalls in achievement to the health sector durtng the last
 
(approx) ten yearsl:.. Th.ts i:s a orr.ef summarf' of the reasons
 
for progress ac~eved and expertenced shortfallsmenttoned or
 
hinted at in that paper, as' well as certatn other cause~..
 

(i)	 Decis~ons on budgetary' ceilings are, generally, made
 
arbi.trarily, and show little concern whether a sector
 
should receive pri:or~tY' or not.Couple~ with. overall
 
resource constraints, the liealth sector, or MOH, has
 . .0	 . . 
received, in real t~rms, constderably less than expected 
over the years, and, at a decreasing rate rather t~an 

an increasing.. The MOR expenditure share is smaller 
during the current plan period compared to what it 
was during the 3rd Development Plan period. 

(11)	 Resource constraints are, partly, responsible for
 
development projects being stretched over ~oo. many years •.
 
~~nce adequate funds' have been lacking to ~finisht projects
 
indue time .. This has' caused projects to end up being
 
more costly' than wfiat was orginally envisaged. It has
 

a16~ been responsible for funds being tied too long
 
to projects' havi~g no or ltttle priority ..
 

til} .The MaR. implementation capaci:ty (involving, of course, that 
of the MOW) has not been up to expecta t ion, and, .conse
quently ... responstfile :tn part for projectS' '~dragging on' 
Furtfier, communication and coordination between the MOH 

and the MOW' flas oeen inadequate at times, resulting in 
unnecessary' delays', ooth with regard to planning arid 

I 

i)nplementation .. 

~iv}	 Confus:i:on has e:x:j:sted in the MOR. as to national development 
policy, resulting in contradictory measures' being taken. 
On the whole, however, effects of such misunderstandings . 

'\,(\)
have	 usually- been short ...termed. 1 __ 
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(v)	 The rate of population growtn. has been and conti.nues . 

to be very rapi:d, wfi.fcfi.,' tn, ttself, calls for rethinking 

of development target's ~thin ~1fferent sectors, including 

that ot the health sector. The'effect of the population 

rnte of growth o~ .. i:~fr~~t~~c~~r~~ ~~v~~o~l1len~ has made i.t 
ll~~e~~al~r. ~~a~'.. soci'al's'ervi'c'e's' b'e' 's'e'en ':tn' a' 're'gional 'contex 

!!f th'e futu're°,' and' 'trad'i:'tion'al' mea'sure's i"nvolVi:llg nat'fon'al 

t']:'ends be abori's'hed" ~n~ : be mad'e t'omak'e way fo'r mor'e' usefu 

!!!!'a'sures,. possibly indl'cat'in'g 'improvements in te'rms of bett, 

':c'c'e's's' to'facil'it"ies, for a l~rger part of the population 

~ban has been the case so far. Further, standards need to 

Je revi:ewed. 
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J!~IFTH	 DEVELOPMENT PLAN '..,.~ HEALTH SECTOR 

POSSIBLE RESEARClf Tl 

(ll	 Optimal distribution of d~ffer~nt'kfnds of health serv~ces 

and facilittes in an area,.e.g. ~spltt~ between curative 
(=hospttals) and preventive medicine/promotive health 
(=rural health centres and dispensarfes) servrces, 
arriving at~~e kind of "formula ~ to be utili:zed when 
estimating e.g. the need for servrces' in a particular 
distri:ct. 'The formula would not only take coignance of .	 .. 
geogrpahic distances, popul~tion density and development 
pattern, but also of circumstances conditioning living 
standards and health status, as well as types of 
communication patterns. Development of such a formula 
would	 help deciding whether'an area' is under-served or 
not; although conventional quantitative measures (such 
as bed/population rations) point to a district being 
poorly serviced, this might not be the case should other 
factors be included and considered in the an~lv~is. 

(ttl	 In Kenra, rougn.lr 1/3 0;( all deatIiS occur between b:j:rth 
and the 1st birthda:y-, Anotner 20 pel" cent occurs 
between the ages ~f 1 and 4, Toe tnfantmortality rate 
:J:s thus very h.:igh!. and coupled with the next risk-group, 
the 1~4 year~olds, the 's~aller chi:ldren are unnecessarily 
prone	 to unt~ely' deaths, One of the oBjecti:ves of the 
!lealth. sector ts' therefor~, and naturally so, to reduce 
the Iu:gh tnfantmortaltty, and -make l:i:v:j.'ng conditions 
ldequately heal th..~·sa;fe for children to grow up in. 

rhe total mortali~y' rate t~ naturally tnfluenced by the. .	 .' 

tn~ant mortal~t¥' rate ... At present the rnfant mortality 
~atei:s 86 per tnousand, and the total 14 per thousand. 
luring the ~ntercensal period 1969~79, the total mortality 
~ate sank from 17 to 14 ..,.~ and the infant mortality 
'ate was reduced by one third to 86. How much of the 
'eduction to. the total mortaltty rate was Qcaused"by 
he reduction in the infant mortality rate? 
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In line with the objectives for the health $ector, 
emphasis is being put on preventive medicine (such as 
innocullation programmes) and promotive health. 
(nutrition, family planning programmes for instance) 
Such services are planned to be made also more 
accessi~le through construction of facilities in vicinitYJ 
at least. to'where people live, that is, in the 
rural areas. Assuming that t~e programmes will be. 
successful, the infant mortality rate will hopefully 
show signs of being further reduced. What impact will 

this reduction have on the development of the total 
Dortality rate? Aud bow many births, assuming that 
che improved health of children results in fewer deaths 
)f children, and in further reduced total mortality 
~ates, will have to be averted to counter-balance 
:he effects of lowered mortality and ascertain that 
:he rate of population growth will not increase? 
(s there a way to measure possible impact of differen~ 

)rojects/programmes in terms of an~icipated .effects 
·e.g~ degree of. reduction in mortality rates? 



ANN E X III 

THE INTEaN~TIONAL LABOUR ORGP~IZATION'S REPORT ON BASIC NEEDS 

IN THE HEALTH SECTOR 

~ \,f\ 
~
 

J 



::I:rI 'BROAD POLICY CONSIDERATIONS 

. J... Short and Medium - ~erm ~easures 

Least - Cost Approach to the provlsion ot BN Servi~es 

Indent1ricat1on of Under - utilised capacityil 
._x~5t~n~ Government Asse~s 

Contr1but1on by External' Donor· A~Ane±es'and·~r,OJs 

to Drovision of BN services 

Sel f'-f'i.nancing-Of BN s'ervices 

The Role of the Private ,Sector and Institutiona~ 

Reforms
 

Availability and Allocation o£ Resourc~s
 

B Longer - ~erm Measures 

Trans~ormationist.Approach 

Planning I. line ruo.J.c donu. Political leaders. 



low consolidat1Qu rates in lo\{-cost housine-. and lo\{ returns to 

rura:. _Dxtonsipn ,{ork in food and nutrition. 'fo..milv nlaulli.nl? and 

ad.ul.~·literacy. Part of the problcm is mallD:sernent; partly. it is 
. high cost of 'ovcrhends in relation to 

:l.nadequately traincd personnel; partly i.t is'tl-.e I oerf'ormance i and 

nA~~1y it is the ineffectivoness.of monitoring in itsel~. and 

the slo\n1cSS to're~orm pOli6y in the' li~ht of evaluation, 

Cont;r:f.hntion By F.~tp.rnal Donor Agencies and NGOs to provision 0'£ 

Basic nroods Services 

-
'rackling these shortcomings is a necessax'y ~tar.tin~ point,----..--_. -

but one which runs into the problem that increasing utilisation 
\ . . . .. 

means·a shift f'rom dev~lopmentto re~urrent expenditures. "This 

calls into qu'estion how far donor ·agenci.es "'hi.ch have t.raditionc: 

direc~ed support to EN activities can be brought to accept the 

neces3i~ of supporting recurrent elements. Where an agency· 

has a special.l"elationshi'D ' ....ith a reg-Joan or a sector over a 
"" 

peri.ad of' years this appears to be qui.te reasonable. Co-ordina,; 

of activities both in terms of' policy and f'inancing with non-go, 

nmental a~cncies· is also necessary. These measures will be 

insufficient ,in themse.lves , ..however, . and. a seJ.ect1ve a~justmcnt. 

of policy thl."ough the transfer of' recurrent costs. to the priV'nte 
• 

sec~or should be instituted. 

Se1f-:rinanci.nrr ot'" Basic Needs Ser,tices 

Each sector has va~~ng" considerat~ons to take ~nto acoou~t 

'in this regard; these nre examine.d in,' niQre detail in the revie'; 

on such i~ems nS .. ;5cho,e;1ina, private hospitals and drug-s! 10'''-' an-= 

middle-densi.ty housina 5hou~d 'be levi.cd ~yhqrcby a transfer of' Si 
" .",. 

• 
crt CQn be mt:l.dc to the rural areas and the poor. Ovor the lun~p.:\s,\ 

\i'l 'J \ 



term, n scl:f'-:-finuncing. element f'or of'fectivQ 1U3.1.ntc~ance anc;l 

additional ~nf'rastructural development should be introduced 
. .. ' . 

. :for wate.r. ~\lpply and housing. The ~ntroduct~on o~ fees a+. +"~ 

primary level.' and a more eff"ici"ent system of' loan-recovery for 

higl1c.~· tsuuca"t:l.on ma.y be reqU£red.· 

The Role of' the Privnte Sector and institutional Herorms-
T~s transf'er oe a sh~e of the b~rden .of'.essential SOC1a~ 

services to the private sector should be accompanied by institu

tional ~eforms in the public sector. Essentially tn1s means' 

increasing the abili~ of public instit~tions to. deliver services 
. \. . . 

a.ccordin~ to rational pla~i.n~ obiectives,· and in~ a ~e'asurab~e
 

way•. The decentralisation·of decision-mQkin~responsibilityto
 . . .' 

.the local level. together with th~ necessary financial autonomy 

and transfer from the centre to district and sub~district ~evels 

.0£ .skilled manage~ia1 and technical parSDnne~- is ~eeded. The· 
. 

danger 01" opening the way for uncontrolled allocation at' the. 

;Local leval mlls'c, hqlvever, be avoide~. by.involving the 'community' 

in th~ making and implementation of deci~ions in. effective way~. 
. . ., 

LQcal government is th~ effective level both for undertaking· 

responsibility for t~le op~r~tion and m~~ntenance. of basic service~ 

and ~o~·r.he supervision of r.~e1r effectiveness. 

At'the central leval, there 1S a sUbstantial need for much 

bette~ co-ordination between the ran~e ~f ministries and narastata 

bodies respons~ble for ~roviding basic needs sarviceso Areas Sllcn 

as heal tb, lfa tar and 1'000 nutr:i. tion cmi- :::Lccross sectoruJ. areas·; 

ov~rlap of £unction and . d~lution of ~esponsibility should be 

minimised.
 

For the .illcdium- term, this insti tutiono.l refor~ should be
 

accompanidd by a definite commitment to resource-constraint
 



-- _ ••_.' 1.W1a.amc.mtal, ,1'01." e,x,amplo,' 10'1 wo.ilo44UJ.i.shinc;... ot 

, . 
, ' , 

a cost- effectivo ccklCAtioruU. ' pol:LC'·.( th: 'nuab tollo uperati.onof 

Not only ar. better i.n~ormatic 
, . 

systems, work schodu1:Ln~ and moni.tor~,ngand evaluation rBtlu1.z 

but a1so the flow of this informat~on to' both the publi.c and, 

politi.cal leaders at &11 1A~~ls is desirabln

_v~~kability and Allocation of Resource~ 

As fp.r' P5 the a'~ilability and alloc4~.on of resources ~g 

\ 

concerned, there·a~e.advantages to bo derived from the complement 

ar~ties and ~,a~es between different basic needs serv1ces. 
, . 

Education, food and nutrition, H~aith, Water and Housing interact 
tthe .,... 

bene1'ic:Lally. J:t may be desir&.Dke 'to redUCe" ''I, weight ct' centraJ. 
. - . 

and. 0y-erhead costs in relation ~o these services by l."ati.onalising 
. ' 

their operat~on. to, take advantage of'potenti~ linkages. The 

formation of a cnd~e o~.Basic Needs extQnoion workers may hel~, to' .. ' . 
stem the 

, 

proliferation of a'rural bureaucracy, and selective. .. . . . 

ra~aialisation amonsst sectora4 ministries at the cent~e may help· 

to reduce costs and improve efficiency. Major· donors IniD'ht ~~so 

)8 asleed to provide both cap.ital and recurre~t 'input,- ........';l:2g;J.on


~ly-specific pro«ramrnes of linked activities, ~uch as health~ 

'LeNGER-T)~nr-l MEhSURES 

Transformationist Annroach -
\Over the long term. th:a iT\terests of' 13asic Ne,eds' are best 

pro~ected py public sector polic1es \lhiph concentrate on 

investment spending at a point substantially ups~r~am o~ consume 

demand for such services., This manlls, a. ;-adical shi:rt of' reSOU'I"CI 

into production areas. As regards euur.at.on, it means a concentl. . 

ation 011 onsuri.ng thQ ei"fcetive Cl\\ality of teachors and tha rol...EI 

Iln to tho incolOe-oarnine' cY~:ron:ncTlt. Placin~ 'social 
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pr£oritios above Qccreea~e individual ~cmand vill probably 

entail a sChOOJ.-l'OC SystOl1l at 0.1.1. toi........ .: - Iraor to pro'tec t the 

availability '0£ universal prima~' ~uuca'ti~nt aQe~~~~~ specialisec 

tr~~g and the opportunity of higher education~ In health. 

promo~ion and prevention represent this ~orm of investment
'J '. .. ',' . 

approach. High racurrt\l"I+ "JnpT\ctlng on t:t0plrl.sticated water-deli"\i'ex, 
- \ . 

systems and l~rge-~calA ,.,.,.t ineffic.ient schemes such as IADP 
. . 

:iI.ouJ.d u\!J duwngriotderJ -in 1'~a"'~"- - - .low-:i.nput •. cli.s trict-level ·n...."'

munas. 

PlalU1ing, the Public an_ .v~~~~cal Le~rs 

W~~h budgetary con5tra.n~._ 'the pre-empt£ve and demand pla~-. ,...... .. ' .
 
~g which have characterised much of the soc~al'developmcnt in ' 

Kenya should give ~iay to.more,rational and objective app~oaches. 

rhe pr~blems aro ~ot so .much those of' policy as those o£ pop~lar 

expe 'ctations and 'the natu;re of' the poli.ticaJ. system. Resource 

constraint planning, and the protection of a commitment to ba~ic , 
, I . , 

needs, wil~ not be possible without a'campaign of informat~on lihi.C~ , 
t 

enabJ.es the public and political leaders ,to judge that tight":7 

pO~1cies nre ultina~p'·· in the best national interest. This 

campaian of in~ormati.on should be associated with the ~~~+~ 

.Nationa1 Dovelopment Plan. 
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H E A J. T 1 

( 1) Defi,d tion of DN in the Sector 

An ofre.ctive health sector i!> one and the same time u vital 

basic need in a ~ven national context and a necessary precondi

tion ror overall economic developmont and socia.l procr0:l:>. Healt} 

interacts with other basic nee~s suc!\ as education and nutrition 

to aff'ect levtlls or productivity ,and incomes. Hence, if the 

positive impuct on prouuctivity and output with income cains at 

the household level and poverty allevi:ltion implications at the 

~~tional level. Investment in health as a basic" need, thcrerore, 

does not conflict with erowth-oriented objectives of development. 

Conver:sely if health status 'overall is poor it can JecpL'Jrdilie 

broad dovelopment objectives-of crowth and social progress. Fur

thermore, poverty itself' can be the cause of ill. health through 

malnutrition and lack of access to adequate health services if 

a cost is involved in obtaining such services. 

In the speci.fic context of' Kenya, the importance of health 

as a , basic need has been recosnised since independence and progre~ 

in certain arens, especially curative sen-ices, has been eood. 

The current development plan accords a high priori t)" to honl th in 

the contfJxt of n basic nel:ds-oricnted stratoeY aimed at the 

alleviation of poverty - the main theme of" the 4th Nat:!..on~l.l 

Dovolopmcnt PloJn. Accol:"din~ to the plan, the total of c.'tI,enditure: 

to be mude available to the Hini~try of Health f'or the p~l)vision 

~f various services was projected to increase rrom 6.8% of overall 

public expenditure in 1978/79 to 7.4~ in 1982/83. With curreni 

budt;etary_constraint~, this Intter rib"Ure has noW' been :,evised 

joW'nW'ards to 6.8%. As we shall sec later, e:pcnditurcs on 

~~Qlth havo, by and lar~o. in the past been dominated hv capital 
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or development spenctinc on curative serv:f.co::J, particularly with 

regard to the establisrunent and ,operation o£ urban-based hospitals, 

Whi~e this could be regarded a~ ~undamental base 

required 1'or launchint: ':4'im)"IA'" 'but more cost-01'1'ective (in 

terms of impact on health statu/j) preventive and ~romotive health 

services, there may bo some causo for concern (espocially 1'rom the 
i 

standpoint of a basic noeds str~tcr.Y) about the duration, limits 

and finoncial requirements 01' ::Juch a healtH
\ 

consolidation progra

mme as has been pursued in Kenya. Indeed, there now scems to 

be 90mo awareneS9 amont: policy-m~kers and pln~ers in the 

aector about the ne~d to redress the inbalancos in pUhlic spending 

between curutive services, on tho onr! hand, and preventive and 

promotive sorvices, on thE! _other. The present climate of' 

tinanc!o.l stringency calls f'or a Rlore rationo.l and cos t-eff'ective 

pattern of investment within the sector, and in this cormoction 

positive iudications of a change of approach in health plannin~, 

~8 may b.c discerned fronl somo on-coint: and propo!5ed nctivi ties o~ 

tho Ministry of Health, represent a movo that is in line lIith 

the concept of ',basic noeds. 

In Kenya, like many other develop~ng countries faced with 

tho problem o~ resource constraints tor devolopment purposes, 

the de:f'inition of health as a basic need is extended to includo 

control of population LTowth. It 1~ well known that e~rectivc 

tamily planning (PP) in countries ....it;h high rates of population 

growth such as Ken)-a can contribute s:!.6ni1'icantly to the satisi'ac

tion of basic needs in the area of health aud, hencc. other 

concerns of ~ocio-economic well-bcinc. For example, family 

planniua, th~ou{;h its cffects 0:1 ramily size, spacincr of children 

and the h~<tlth status of mother::J nnd children, could <:nhance 

the consllnlptil)n of hl1:'1ic needs t;OOUS and services IIi thin t.he hou.se

hold, while nt the same time increaso tho productivity of workin~ 
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mothors (a common phenomenon in rura~ areas) and the performa.nce 

or 'children at school which is si{;nificant in the contcxt at human 

capital formation. IJarticularly in Kenya where poPU~a.tiOD has bcop 

growing on average at an estimated rate or J.~ per annum, a slow 

down in the rate or population erowth would remOVe a major obstncle 

to .eetin(~ hal'lic noeds for hou9ine, health, oducation, snfe
• j 

water, nutrition, etc, more so in period at !inancia~ stringency 

:It should be mentioned here that in Kenya, rlilnily plannin,; is 

organisationally lir~~d to maternal and child health (HeH) , and 

given proeress made in the area of curative .edi~ine Wh1ch 15 

now reapinr; good dividends in terms or impact on HCII, ihe:pz:esent 

trend of declining infant mortality rate co-exi5tin~ with that of 

unsatisfactory performance in FP could seriously jeopardise the 

fulfillmPont of basic nucds in all areas of human well-being and 

socia-economic development throuc;h higher rates or population 

growth. 

2. Prcs('flt S I;a tu E;: Pp.rforManc~ :.md Shortfnl1s 

When compared with the situation at the time of indcpendecce 

there can be no denying that .sicn1ficant improvements have becn 

achieved in the provision of health care s~rives in Kenya over 

the pa.st two decadc9. Soma vital indicator~ of hea~th status 

attest tb·.·the impact of' this achievement: the mortality ra.te 

dropped from 17 to 14 per thousand population bct.een 19G9 and 

1979; tho infant mortality rate cver the same period rell rrom 
expectancy

112/1,000 to 86/1,000; averaGe life increased from 44 

year:> in '·965 to S2 in 1979. Theso improv(:ments in health .status 

are cle~;ly linked to the massive investment in physical infra3tL'llc .. 

ture and manpowe:- that has ch~r:lcteri5ed planned development in 

tho sector over tho p~st decadn or ~o. Conl'lid~r, for 'cxnmpl-e, . th;:;.t 
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between 1970 and 1980 the number o~ hospital beds incr~~«cd frow 

14,S)7 to :!7.G91J 210 udditional rural health 1"acilities were 

established: the total number o~ all catecories of covernment 

health sorvic~ workers doubled ~rom about 14,000 to almost 28,000. 

The Government h39 o.dopted.the WHO-inspired tareet or essen· 

. tial heal th co.re foC' all l)y the ye~'r 2.000 - by this da te every 

ci~:!.~'::: !?h.,...~l'! ...!'.·.·a at~"d.n~" a lp.vp.l or h~alth tl,,,,t ",il1 
\. 

permit hi~ or her to lead an oconomically and socially productive 

li1'o. This implies ~ar-reaching measures to eradicate, prevent and 

control the spread o~ diseases i to establish and e"fficiently 

operate a network of facilities to diagnose and adcquat~ly treat 

siCknesses; to promote personal hYciene, cood dietary and nutriti 

onal habits. family planning and physical cUltur~. 

:In terms o~ costs, adequate funds' will have to be made 

available to support the attainment of a~ealth for all' targot 

by the year 2,000. However, given the current budgetary constraints 

it is ob...·ious tha.t less funds than i::J desirable will be provided 

to the. Hinistry of Health ~nd other covernment a~encic:5 with 

health-rolated functions ~or their activities over the next plan 

period. The task ahead then will be in terms of' how bost to utilise 

availablo resources to attain as near as possible the stated tareets 

and objectives o~ Government hea.lth policy. More innovative ways 

o~ planning, implementation and delivery of health care services 

will therefore be required• 

• ~ u;:otau.L PU.LU\i UJ, ucparture for assessing future prospects 

is to undertake a 9tDck-takin~ exercise of past and current 

per~ormi:\ncp. in relation to inputs within the sector. As alread 

mentionod, pu~t patterns of iJ?vcstrnent in the health sector have 

somewhat· favoured the urban arcas where' the majority of more 

~\ .. S 
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sophisticated curative facilitie~ are concentrated (e.c. the 

national and district h09p~tals in the public sector and el~tist-

oriented hospital::l and other health care facilities in the private 

sector). 

in the rural areus, "'nere aoout ~O-90 per cent of the popula

tion live and worl\., tho provision af health care facilities which 

.b",~". tho rp!"p~~~:!.b:!.li:7; of' c~li.tr;;.l 5"Vbl·i1J, llent ~ince 1~70 

has tended to lag behind that of urban areas. Similarly, by way 

o~ a cousal factor, the distribution of public spending on health 

" 
betweon urban and rural areas has been hi~y skewed in favour of 

the former. As a consequenqe, incidences of diseases and sicknesses 

have been much higher and more prevalent in rural than' in urban 

areas. According to the ~osults of an experimental reporting 

system on health status which was undertaken in three provinces 

(Eastern, Coast and Central) in 1975, a significantly hiGh propoI'

tion of tho rural population was found to suffer from disease such 

malari;a, diarrhoea, bilharzia and R1ca:slcs, apart from mal nut::-! tion 

which Wp::l fairly widosprend, compared with the urban population in 

the areas surveyed.. Similarly, tho 1976 IRS revealed that about 

,half the population of rural Kenyans were living beyond an acceptable 

walking distance' from a health centre.; no doubt the corresponding 

percentace in urban areas must have been significantly much lower 

given the concentration of curative facilities in Nairobi and prov

incial and district h~adquarter5. 

!!lIral Health Serncfls 

. Tho Rural Ileal th Development ProGl"amme (RHDP) which was 

launched in the mid 1970'5, after rosponsibility for tho provisi~h 

Ghai, Godfrey nnd Lisk, Plannine for nn~ic :-lcp,ds in Ken ....il: Pcrfor

mllnce, PoLlet,,:,; ~nd PT'OSIH~~t5 (ILO, Geneva, 1979) p. )/, 
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of' rural health ~ervice3 had been trnnsferred from local to central 

eovernmcnt, wa.s a major departure .from conventional plannint: within 
(; 

the sector. It w~s clearly intended to redress some o.f the imbal

ances in every aspects o.f health care between urban and rural areas •
• 

Structurall"Y, the RIIDP consists ·o.f Rural Health U1nit.:l (RIIU) as 

its .focal point for operation, each desicned to serve appro~imatel~ 

_..--,....... -. Eacb iiuU hISS as,its headquarters 

a hospital, health centro or sub-centre with a number of dispensaries 

.s the outreach of tho services beine provided. In terms of 

staffing, each RIW ideally should consist o.f a clinical officer as 

the head, community nurses, family health .field educators, pUblic, 

health techn~cians and laboratory te~hnicians. The RHDP, 

tJlough oricinally conceived as a comprehensive network of curative 

services, was also supposed to emphasise preventive and promotive.'!lealth ,services which are widely reaarded to be hit;hly cost

errft~tivo in t~rm~ of impact on health status of the population 

per unit or f'inanci.ul inve~tmenf. in the s~ctor. Tho programme was 

also cnvtsaced us an improved and ef'ricinnt mean~ of providin~ and 

deliverinc health care facilities and services to hitherto disadvan

taf:ed groups ,,1 tJ-ln the socto~. 

Since its inception the RHDP has expanded considerably to 

cover all 40 districts in the country at present, with a total of 

about 830 government - provided rural health care facili~ies of 

one type as another.. According to latest available figures, the 

RIIDP is operatou on the basis of 182 rural health centre~, 37 suu

health centres and 611 dispensaries. In addition 23% 
each 

of' the~?4 RHUs comprisinc tho system have one/of' the 57 di,q r.... of I'd

• In ndditlon NGOs account f'or 374 health facilities locat<:d in 

1"\11"0.1 .\reas distriblltlJd U~ folloW's: 28 health centres, 7 sub-ccnLr.'3s 

and J39 dispensaries. 
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or sub-di.:,trict huspitals in the country as headquarters; 

57 par CffllL are bas .... 1.1 on rural health cent.re or suh-ccnt.r( 

while the l·enli.Linin.~ 20 ller cent of RHUs oJl~rt&te t'rom a 

d:'.9pen:!l'11~>·. At 10110 upper end of the RHDP soma R1n,;:> uuve 

access to tho 6 provinl~ial by way of a referral service. 

A~ f'ur as ShOl'U'1I11s ureo concerned, ,th(~ most 1"0l;ir,aHhlp 

I, 
wc.aklle:ls CUi t'U(;ltrcJd thl3 per:r(lr'Il..lJt~e ot' the R1IDP i::l that its 

nutwllrk of constituent: f'acilitlo& see,'" t.o emphasize c~lrativc 

ncod,s wi'}' "'11)';' lnodc~t provbd.ln of pJ'P"'.:l1tivc and 

\ 

may b~ clup. tl~ sho~~t;., ..e or sk.lllnf! Inarapu ....:r· (m'lny (l1.U:o have 

or~i1nistltlon and rnnIlug'.!n:cnt, thCl'C seems t.o ue have 1Jeen 

wlt!l qui to recently an inherunl; lJialt a:mong po11c)' makers 

Dnd--' in the ~A"t"_nr ion r·...~ .. _ -'-~'utivc __plannC!r::l :-iC:l'viCC

A related filctor also concerns deeply entrenched altitudinal 

biases alllonc tht: ll1ajori'ty ot' con3UUlers of rural heul th 

services to reeard curative sarvi.cos as tilt) panacea for all 

hoalth problems. This factor underlines the dire need t'or 

appropriatt: ma:'iS h~;ll th cducati.on wi thin the f.l'anle\·o.t'1~ 

fo the fHU,'P. F.v(Jn in the area of curati .... u serviens tlt~ 

pert"orm:lnct." (If the: RIIDJI i.-: char:lct,)['!stld by shurtfa1.1:- :.~ 

tt)rlllS Ill' l;OV':J'tlr;p. and lmlHlc1. <Iuc to a cUlOhi.nat},on l.r shIJr-ta£:'I~ ot 
tWIGS, .:illillf'J. monp)l~",l' and cqtli.pml'n~' and the ln~f'r;' "0':: 

d.lstrl!;1'Jtloll or dl'Ur.;.::. \Jverall, \o·ca ....n~:l~H,'S in tel;IL?1i~,'l, 

;""dlr:illl,bt:.I'ilt.i\',: uncl O!l\!j:Lti.l1C procedures and l~udcr:;Jdjl i..:ud 

dell Vt' ry .J J' IPHil t I, -::1 ru ~crvic('::; in rural ~U'IHI~. 

\.\\
 
..v 



I:nral JtuaJ til r"actlitin~ 

Th6 slzcllb:o nxpan!;iun in rurnl health l'ncllitics (i.e. 

infr;~l'tructllr.. alld cqu.lpmt:nt), envisaecd over l:ho current 

•
plan puriod nuw seems unliko~y to be realiscd if ono 1M to 

eo by prOel'C:;:i uchievc!d ~o far~ The situatioll ",'hich could 
I 

hI) ~uDlmari:iod in tcrmtl of actual achiAVfI!lM!"t'... i" t""!' .... +~ n.! 

\ 
to plnn!1ur! tart;ets is as follows. Within the framework of 

thu lUWP, out of a planned tarect of 5 new html ih cc:nt;ro5 J 

01°e expected to be completed and ol,orationaL by tile end of 

tho plan period in mid-l~8J. TI~ olan also ~t:t a tqrc~t 

of 'II) now di.:-ponsnrios I yot to datu only J al'e cOlllplr.tt:c.l and 

operational anti 25 othor5-r.tre under cOII::Jtructinn; so CV~!lI 

lf all tho:JC :>re:ccntly beine l'I1i1t itl'e op~ra tiIHl;J.l hy L!;I? 

end of till! JlJ:.~n }JlJrioJ the tot'll 10111,1 umulml.; til unl y .:8. 

Sonic 92 henl th ~entrc~, (; sul:J-centL'o~ and 1112 (U~(Jomj .... ri~s 

wurp. idcntifJ.o<.l in th£' pJtan for illprovrm-.:lut <.Ind lJI'~ra(lin~r, 

cl,,'in,~ .~ to Llll plnnot!d ttLrcot 01" ~40 .:such projec ts; a::; of. 
end 1981 only 1115 were in the irrlJdementation ~tiIt=c with no 

sinC1c project entirely completcd. Toward:! the objective 

of c~tnbJi5hlne at lcu:lt ont! discase contrOl unit per di.strict 

throuchout tho country, the plan propo5fll.l the ::;cttint; up of 

sOnle new units in order to achieve thi9 objcr.tivo uy 198); 

undfJr the mOlit lib~ral assumptiou:! only 7 new units aro 

expocted ;0 un operational by then, brincin!; the totul to 

LH or Q r.OV~l·"ae of 1055 than half ttlt' t.otal numbor uf 

:U~tricts. 

iIlCr:':.L"I".. L.UI'1' an:' HUt. l'l,i1dt"'1 ~I:I> 1:0 facili'i,':; 1111:ll1n 



the RJI))P. At .tho district 1ovhl, 17 new governm1mt hosp.Lt0.1s 

werQ .Ldt:ntiJ'iud .in the plan (illl:ludine L1 flclf-help ones to" 

be tnkcn uver, llllPI'Ov~d, Clluilll'C!c.l and upcrat,od lJ) C(Jvernrn'..tnt),
• 

but only 6 are expected t~: bc.r.olllpJctcd and fully opurlltlo:n,ul 

by 198). Tho impro\'omcnt and fl,jt~nlJion ('J"/)erallllno tmvisaced 

tot ".!~" ,."'_u 1 1 1 ..1 •. _ ... , n, .."· u·\,j,··;u luluLt.: .. ·UI. ~"'J.UJI 
•• • •••0 40 __ •• _ ...",",." ...... WJ ...... .J ,-"..a ( r II.. , 

durin:: t.lw pll'.m 1'0J'io"'; by. 19H:J only ahollt 18 al'e r.xpccted 

to be COni!' Le tud. About the on!.}' urca ""hL'rc the plnnllud 

tare~t has been met cv~n berol c tho end of the "pluu period 

115 the cxtlllltion to thl! KenyaLt.n NationllJ lIospi1.i.d jn· Nairoui 
• 

wher~ thu recont1y cumplote~ ~nrd Tower DLock JmB ddduc.l unothc 

1,200 ueds to the ul'ban arcUs tot.al nurnbt.·r of' hospital beds. 

For thll CCluntry 018 n whole this tuke:s the- number of udditiClnal 

ho~pit.al hed~ expected to be provided by 198) to 1,26" leaviUI 

Q detiel L in 'rulu tioll to plamlud I;ar(;(!t of nbout I;he ~amo 

number at J,2)5 beds. 

This o.chieveUlcllt, howevor, rcf'lects tht! binli· in favour 

01' curative.! 5erv!ccs~ espociully of tJae more ~ophLsticat()r.l 

iypes, which are concenl;ratad ira urban ."lreas. In ternan or 

perfornmncc, 1 t also shows that i.mol('llIcn Lation ra tt·~ tend 

to bo much hLl:hor in projt!ct:t Luvolvilll': Lhf~ provision of curi.l1;.i. 

servictl~ ""llOre til.". t"mmcdlato olll'put or cnJ-1l1'oducl; is concrecc 

.. 
rospon:lc to 1."litit:nLJ:;i.nducucl d.:marad 01' po"urful and inl'luentia 

that ll\:l.'d::. to b~ hi.I.~t:lirlatcd in tllo context. of thl) Ill'uvi~ion 

of rut'ill tll';}l til sCI'vices i8 the -.leti ..! t)' of loci.aJ sol f-Iw I (l 
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erOUl'::l ' ..hich <lr(' nctive, !lometimes witn l'.i.nanc:LCA.,L t:iUI.'[lorli
 

1'rom iniurnatiol\al and bilateral uonor acencics in the
 

buildilltI of hcnlth cent-rell, 5ub- centre~ tand di:ipensurics
 

•1'01' communal u~c. In most ca~es self-help croups 

thoir ncttvl Llo('; to copital fOrl)'ution in tormli of the provi:u,oQ, 

U,!, i,;.u ~hi ... .=. ....:.l ~~f=tt::t~:~~·t!'~ ...,rl 'f., 't" dninp. pre~cmpt\ . 

t.-ovornment u:5sistanco for recurrent costs. ,This form of Pl'C1

enlptiVcpIanninc, based on explicit politicnlly-induce? public 

l'Ipondinc cnlllmi trnunt, servos to di~tort tho rft tional distribution 

of" resourr.es and, heucu, tho location, of health ~crvices in 

rural arens. 1I1 the past W)l"',1 thero "tire no con:;,t::-a.int5 

on rusourcc=" government lind re:;polldtld well to this fo:t'ul of 

pIa.nuine whirh reflects pur(;hasillG rower of 1(Jcal cumllluni tics 

Inure than hc.:tuo.1l lIeod. .\5 tho fill.melal si tuatlon of Covarnrncnt 

became tll.~htC'r in recent times and spendinG' J. LOll ts inlposec1 ou 

recurrent eX(1p.ndltures amon(~ other :..nsterity lOeflnSllrCS, scm'·: 

of' tht!se ~elf-help huilt health f",c!lities have remained 

inoperational due to lack 0 r equipment, drues a~ld personal. 

The resultin~ underutili.sation of racilitios Ulnount3 to a 

wonte or ScarCl! resou:-ccs \o'ithin the sector (sollie of \o'hich 

arc derivud from external aid Clowinu into Kenya) at a 

Umc when development re~OUI'ce:s arc il1l5urriclfmt. The: uuscncc: 
-orient.cd, 

of nt:ed-oril:ntcd, in contrast to dt!m:.lnd/planllil1~ criteria 

in t.ho 1 oea tion of self-he 1 p heal til facil ti,N: ;] 1 so mi. ti,;:'" tNl 

at.;il Ll1:'1t r:onsiueratiens of equity us demanded in bu~dc ncud..:l-" 

oriunl:ed Il<l vc.· tClVlolent , .in so far QS morl: prol1porou:l local 

conulllllI:l.tic.':.'\ t.hat can offord to initillt.n ~clf-lJulp Pl'oj~ut5 

have bc.'r.n t"IVOlll'"od in the allocation or rlll)CIlI'I:ll.o; to tIll: 

dtJ'::'t'inlont 01' 1100 ['IH' onu:.>. H..d;lollal !.lLinniIlC, cliIII.:cia1.ly 
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at a tim'e of firial1cial fll.rit,;tll1cy, mu::st re:5l'ond to need 

ru t.her . thou t" Cfuct!ve demand. 

".. 
... 

_,. __
.... 

.. _-
_ 
- ."' 

• 
.. .. 11ft .....

• • ' ••• '0 .. •• ... ••• I 

preventive ~,"d promotivu activity when comblned with l-ICJI, 

h:u beon di~appointinc by all 3ccounts. Over the third 

plan IJeriod, it "'us tar(:6tted to roducu tho birth rate trom 

50 p~r thou~und pcpu1ation in 1974 to 49/1000 by 1919; 

in aotlla.l tact, tho birth raLn incronsed to 5J/LOOO ae the 

ond of the phLn poriod. Since the arud'c deaLh rate declined 

over the Same period, tllo n~t effoct: W:'LS an itlCrc:u8o in 

populution Crcn.th. From the point or view ot' thp. provision 

of heal th (and other social) services, high rtl t.e 5 of pOllula toi 

t:rowth increllses the demand tor services while, duo toa 

combination of shortage of requisi to financial and hwnun 

rasourc~s and inefficient ortr-lnisation and manqument, the 

supply of services is Crowin~ at a much slower pace. At 

proseut rate of erowth, tho Kenyan population could double 

11)" tho ond of the centul·y. This alone, leavint~ aside fJ.llanci 

con:straints, ,>,ould be a major obstacle to the uttuiumcnt 01' 

\ho	 targot of the IUIDP: "universally accessible (health C'r~rc ) 

to ilU.I Lv.tdui\ l:i illld fl\mllic::t in the COnlu"uli ty by llleans :.a.-.:ct.:(. L;J 

to them, thruut;h their full partlcipal'ion and at a cost tIll!" 

conmlwd ty lllld the country can afford." Dt~5pi te the conl;iullir, 
6ul·stnntiaL ilL'\'(:~r.mont uf hllmun nnc1 lIIate'rial r';>!iOllT.'r.;C::t of FP 

in 1~81 - th~ (lcrC"clltar:o of :lcceptors of family pl:lnnin'~ 
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total attondanccs at 1'umil} plunnine cl1nic~ throllP'hollt 

tho cuuntry I '0/1 th a decl!nin;,; tl'end in recent yeur:;. If 

this perccntacc is computed in relation to all poteni,ln.l 

clients dof"ifl.dd, 1'or 0.';0.1..11'10, in term~ tiC women '01' child

bear!n/: ur;u who alronrJy hav<' :? or J cbildl'cn, the I'e:iU] l: will 

he u much slnallet' proportion (';,r FP acceptors. 

P.U10 Imr1'ormanco, ('n tho uther hand, i~ more impressive 

reachiJlt; at presont between 65 - 70 per cent of prcL:ciant 

womon ami 60 - 65 per cent or uew born chLLdren. Although 

FP and 1'1110 havu been operated a::; mOfe or les8. an' int~c;rnterj 

health care pro,;rUIlIIRC} since 1t WlLS launchcd in 1974 with 

I8RD sUppl1rt 1'or un iui tin1 period 01' 1'ivo ~'eur:s, the 

contribution of un UlHlUccu:;sful FP component and a l'Iuccc9sful 

lolcn one hos already boen noted in terms of i t5 implication 

for pOl'ulatLoll crowth. Wh~r\!us field lll'ulth oducut;ors recruit 

an averace or 70 !-tCII clients a year they only mum1C(' to 

recruit an avernee 01' 15 - 18 FP acceptors a year, accordin~ 

to NFWC fiCures. So far the r.ationalr. underlyi,ng an .integrated 

!·ICJf/FP prtJcramme sccm$ to be an unrealistic \Jne in 1,ho Ktmyan ." 

contex t: wherens in theory a successful }oWlI proGramme is 

hormall)' supposed to h\LVC a pO::<ltive impact on un 1-'11 proc'ramlloe 

by reducin{: the desire for more children as child .9ur\'ivu.~ 

rut"s .ilO['POVP', what :5ccrn~ to lie ImpiJeliinc In 1Jru.ctic~ l::; thu t 

~1CJf, t'o.lr from cOllnt:~L'.J.ctina i~ i'.ctually ,.'.lco 1lraGille tile h01J

cntrunch~d ""<:itudo of llc::;ir:lt..ility to ta.J.\,t' lilrt:"~ i',"\IlJi.llf>::>. 

A nuw pl,,,,::!c 0 r the ~CH/rp prOt:ruOil/acl to cover a pe.r ... lJd of 

6i:'( yt'ur::t, 198~ - 198;, is !;OlJn to be .1nuclttHI '-lL:,'lili with 
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IDHD ~.u[lport. Tho planninr: ar,d J.mplcmenta tiou of l:hls [lroj'H:t 

would thureforc offer an oPIJ(lrtunit~ tn rll':"cct morl! l:l.ttention 

,throut;h effectlve health education nn,l more of uvu.iluble 

nlIsourcL'S to couut~ructinc attituues, habits and ~. customs 

and Lnlicfs which have provud to be tho mo.jor ob~ l:;.l.clo to 

an tltf~ctive }o'P proGramme in Kony;L. This"iet, at loast, 

one projl'ct. within the health soctor thllt ~J.ll have udequato 

funds cClnulli f; ted to its impJ cOIvntation fCJr ehe dur;:t tion or 

the noxt plan period, and eiver ita rclativ~lY,.lQw ovcl'1u;ads 

in torms of cupital custs and its flexible nature, theco Sf'Cm8 

to bo no reason why the majo :",'ocus und emphasis 0 l' FP could. 
not be shi.fted to some oxtc;..nt, .frolll tJle provision or racllitic 

and equipment to the changing oT attitude among the tareet 

population. 

Primary Ill.lulth Care 

Primury hcuLth care (PliC) u~ a recent component of tho 

Rux:al Health Services (nBS) D.f tho Ministry or lfealt.h ""r\5 

introduced in K~nyu on a pilot basis about three yeurs 

ago with UNICEF/WHO assistance. The important featuro 

of PIlC is thut it cornbine~ convllutionul ~ickncs::; - oI'ient!!d 

trulltml'nt facilities with innov:,t.lvll corn,"unity-IJ.I:;c I hc.. l.th 

car(,!. While the conventional l'ill-t oC the s~rvicfJ iii :;taffcd 

by govurr:lIll'nt cnll'.I'lyed hel:l.J.th ",urkt>rs, sur::h as c.li.nic••.l 
:lnrt :lll·'~n, tI, .. 

assistiH\ts, COmllll!T11 tr /r.ompClncnt., us it~ IHlmt' imp li:.:.i, ucpeud:-.; 

lIla!nl)' on thl' l'articipation or the local poo!"J.o themselvcs 

and comll,ul11ty luvcl instituf::ior.s for it~ opcratiou. Jh:nce, 

avilJ"t~f." church or m05quc or n traditional mutual snIt'

help association m"y be the I'oint 01' ~(\nt ract he t",'cH'U 

the '~ervlcc ..Lnd the people at the local loveL The oujcctlvl! 

is to activcl)" invol\'" mcmbcr.s of the local comlnlJnl.ty 111 the: 



tCl their hent til JIlHHl"l. Til!:.; is in URle with t;hc husic lIocds 

concept ot~ invulvin~ peopl" in t.he n'''kine; and iml'.L~llllcni.iit:ion 

of lIoc.i.siol15 which ucrect .. their well-beiuC and l.1.v(:lihood. 

Furf.h1lfmOrc, the introducl;iuJi or primo.r)" hOl1.Lll& c:trc rlll'l'o::ll1rd;s 

I 
an irnl'0l'tant :.hlft in the lIIul1allty 01' tho JUiS from curativo 

ioU jl,l't:venc.ivo anel promutivl! services. 

Operatiol\ull)', tho district will be mIl!n (let:"l:o\toD-I/\Ilking 
of the:- prinat:! t')" 

lovc:l/tH~alth care sy~tora ratllor than the ~tinistr)' of' Hoalth 

buadquarters a~ is tho case ror the JUmp. The M.Lni~try 0(' 

hnal th will perform only a co-ordinatine rolo ,wi th relrclrd 

to governmont and non-government activitIes or PL'irnory 

care when the sys'tern bel:omes erf'~ctively Clperatiollul 

aud, to thi~ emu, Lt i5 llropoel!.i to ~Ii t up :l Prinnly IIc~l tIL 

CUBO Unit in tht' Hi.nistry. Tht' 1 asir. 11:11 t of' Ql'(:I'U tj 011 for 

.. JII:! S}':Ht.·/11 id tho Jlu.:J.Lth UnLt Je .111 (JIIH') IIhich, U:.; Hoted f'l:lrlic 

is t, mix of both clJnvl}utiona.l and conu/lllll.it.y-ba~lCu hNllt.ll 

workt:l'~. Thora is a ba~ic J-m01-.th truininc COlJr.;-;l.l for mo~t 

monlbl!r~ lJ r the HUTs which 'Lpart from ernplJusisiu{; preveuth e 

and promutive h~ulth care al~o includes ~ome ~ruininc in 

the ort~o.nisation and /lIanncemcnt of !.rimtlr)' henlth units. 

'l'ho obJ~ctive of traininc i~ to {~et l'm'tll health ""orkcrs to: 

i'oak at thu l'rovi"sion uf hcnlth servicc~ L'rom the !Joint 01' 

viCll of health protection rnthcr timn curine: or :.ickllt!SSCS. 

lo'urtht'l'nlOre, the wOl'kcr3 truined arc made to considu!' thCIII-

solYC8.us 'mllnar;~l's" ruther than 'tuhcrdcians'. Ahout 120 

prim,u'y hculth 1J0rk~["~ have so far undLu'l.:unc thi,:; tr:linlnc 
. 

~~ t..11 J't1I~:.l.rl!_t:£tJ:J.': _:5 t ..~.r.r 1.'li; nocd3 0 f--thc: :si·~-md. !:;~ 1il ••if'i" 't:
 

so r~;' been 0:; Inbl j,~hl:ll in the c:ountr,.,.
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At pt"('scnt thcrt! are 17 othol' NGO~ ~upported pilfJt 

project thrpuchouttho cou~ntr)" and in this rel~lLrd rccu(:uition 

should bo tuken of tho important (uctual "ud po \'tlnt.ial) rola 

01: thU:Hl oreunisation9 in tho lWCJv.lsiun and deliv(lry 01' 

Iloal til und \-' th~1.· 80cia1 ~crvicl~!t n L the loc"Ll lov<J L • i' 
:signi fir-nnt 1:LLct IH I;cn ovcr-lobkcd is that t40veral of tho 

·i.(,\l1a c&'-="..t.vu i., "&AU .I.J.U.&U U.I. l:>uc ....&..t. :t"rvJ.ce;::. Ul'e 01 iJlUL~~nUIL~ 

ol'ig!u "111'1, tJll?reby, much botter p1ilcud than l'oreit;l1-bil::lcd 

ones or 'outsiders' to understand tJlI: .felt noed::;, problClll1:'J 

and attitudes of local commwtitie5 with respect to hoalth 

and ot!!"r ~ociul services. By imulico.tion, they may thorofare 

be 1II0re officient in tho delivery 01.- services to the community. 

Even when local NGOs 01lt"1n flnoancinl assistance from 

external donors they maintain a reasonably hiCh degree of 

control over decision-making and spending powers, nnd by 

virtue of their closo contact with tho .people and butter 

under~tnndine of locnl issues they tend to take into accolmt 

llC~l views in the planning and Ol'eration of tlJoir-Lctivltics. 

It is noW' purt of Govornment health polic)" to 0.""p:HII1 primary 

health care fucilitie~ nnd to increase it::; cncouru{;cm"mt and 

5Up!)Ort for NGOs ill this area. 

Thtl :.icnificancn \If n prir:lill'y heulth 'CHre ':;>'sl;~~m j,'lom 

the JlUill t. oj' viaw of de\'ulofllQl:nt. pl:.mnint; under condl t.i.un::s 

of blldeutury constrl:lint~ is that it is nul Conly sc~i:'lC 

a run whill' at the samo time beinr: more effective 

it 1s lLo~d rather than demand-oriented, but ulso its mouality 

of operation aims essentially at proventinl1 sickness in 

tho .first instance. 1'ho basic rcusoni.nl1 i~ that if peclple 
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throuch the ob::servanco or simple und l'clntivoly cheap 

habi ts of' l'er.sonal hyt:inco, onvironlllCnt Iowni tn t iou, pruper 

nutriti.on. based.on locall avaiJublu Coad,- ~Qt:c \laten', 

1aullunisu tiOll, phy:sica 1 cul ture, family pJ.annillC' and other 

lealth prc\,cnti..·o. nnd promotive nl('lasW'ue, .tlleD there will 

be no ncod rOT thelll t'o rcquir~.i more ex,pensive curativ~ hf.'ulth 

.-... ... -......- .....•• "" "'*4._ __ .. 

In terms ot: 3ppropriate stratcgi,es Cor l:he ~ealtll 

.' __ .:ter, primary health care can bo considered as a "productive 

arid hi~hly cost-etroctivo form or invostment in tho' sela:tO 
\ 

that it is designed to produce or lD3intain hcalth·statU::i. 

In contrast, conventional curati.....e services Ilre C'enerally 

"consumption" expenditures in tllut they con~ume human and 

material resources in the treatment of" diseases to compl'nsate 

for failure of the system to produce conditions to l>Totect 

heal th .and prevent sicknr.:Jl.~. Printary heal t.ll care can there

1'oro be seen' Ii.! extremely rolev"nt to planninc in the healt!" 

sector given the existing constraints on IlliLlic .sptmdinc. 

First, the delivRry of PC" to the local community, if 

operated properl}", docs not neod c.'tpemdvr. and sophisticated 

clinical 5ettin~ like a hospitu.L or evon a hoalth cent':"o 

1'or thnt mntter; it can be administered at the hou:':icBlold 

ot' comlRWlity lev~l. Secondly, it does not require hlc:h1y 

and expensively tl~ain~d pcr:HHulcl. Thil'dly, as far us 

equipment is concerned, it does not call for costly and 

ftophis~~cated tochnolot:ies but very simple eudgets that can 

bo used at the local lovulo by most ordinary individual:> 

with .the minimunJ of traininG nnd exposure. 



Tr..di tioflu 1 Ilea 1 th Pral:tice 

1'rmtitiou",,1 houl th practil~t! cian be .:ie('n a8 compJ.cmuntary
 

to II. primary hualth ('aro system, both be1nt: comlllunity


befit-d. Althou:.;h th~r(t is Q Trn;dltioI&Il1 Health Unit nt tho
 

.:.....:.., .......a.l..lu.. d~UC, wllcie guc:s on
 . 

a.t thu local lavel has in the past l1.itcd it~ functional 

utility and impaired tho potential usc or traditiona.l . 

medicine to cure ~Jiboa",/\.. of n a more organised and efficient 

manner. On-going colluborative rc:seareh with bo\;h tho 

uepartmull ts oC B10chclld~try anll Conullunity ~edicinc' at the 

Univer:;ity 01.' Nairobi 5110uld !)rovide the lllin15try with 

relevant il11'0 1'11101 tion awl CactI:! "bout trttdit:ionaJ nlcdiclno 

in ordel' to intc(;ratc in. il rational V-oA.y thi.s !'orm or 

health 1>ruct.Lc~ lo'1t-1I 1'1"1IIk1ry hcul.th care and ottu:r 

rural hritllth sCl'vic:u:l. U:so or ]ucnlJy nvuilt4blc mcuici.nn! 

herbs, ~impJe but eCCective, pro-natal, child delivery ond, 

ante-natal practicos by traditional midwives'are sa~ip.nt' 

teaturos of traditional medicinc which ir properly lnvestigated 

and exploited can have important cost-savinC implications 

with reeard to the provi5ion and doli"\cry of hoalth care 

80rviccs in rural uroa5. 
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In the c1iSCU!ision of the difCcrf:nt l:tp:'S of hrJalth ser'lkt'!'i cpcrated 

by the r·tinj~try of !ie()lth in the ~rC\..""_'C:Hnq :3ectial, ~ho~tfall!j in ::[Jl:.:cific 

and C'Ncrall p~[fu[man~ tar(Jets have I:£cn iclcntifi-:.<1 us closely cc;rrclat1'd 

the rural areas. At a g0neral level it can te noted that Il\UllQJcdc,l t.:.~,t. 

is relative}:.). SC.:1rce at .:111 luvel~ of <l.;x:i~ivn-mJkjn'J in 
\

the cector due 

milily to tlltJ long est<lblir.hcd pri:lcti(~ of relyilYj on techniciuns (Le. dcclors, 

nurses, etc.) rather tlun prof.(;~sioni1l """Jers unci Plcnncrsl:1r~;;;jyn ar.cl 

~lerrel\t th~ nr.:dalitic:~ of ddivery oC hculth care f.~rviccs. 'rhe situaticlO 

shOOld ir,prov':l wi th tr.~ crcatia., of ull M!tini::;tr~ti\.·o Support Viii t. (fI.5U) 

in the r.1inir.:..ry which ie intC'nJcod to .i.;;pru,;c .trd ~trr:n'Jlhen 1l-.:m.:19'.!:r..mt c.7o?-lr:ity 

of heulth .:orker::; at oJ11 }C'vels, .Jlr('~·.li' :n.:lny nedi<.:al dectors involvr:.cl in 

ad:ninistri.ltion ar:d ll'..JnLl(JC:lt~nt of l".coJlth ~1."/icc:~ h.:.vc received 'c(u:;I1' 

training or'J~,isOO t.y tlie i\:jU. Ncedk::::; to '!.u.y, wi.th Letter or')ZUI inoJtim 

dp.liv~rcd to the puhlic will improve. 

'nlel'e is also ne1ll \~ithin the ~,jinistry?r.lJrDl 1Ir-'cJlth PliAr,l!iri'J arrl 

Irrplenentut'.ton Uni t \olhich cculd ~ve .,~ irrFuct on m.:ul;r.jC'~nt and crqDnizdllo!1, 

and hcr.re al costs .:md qU.:llity of sCl··"ices bE'inq o(f\.!r.-:d, if run ('[rectivel'!. 

'l11e idea tdlirlJ such a unit is to t.ctt~r co-ordin.:ltc the ~ctivit:ic~; of lxlth 

technicians and oo:ninistraturs in a spirit of 'tC.:I.11 '/,Qrk I to :..;up;:x:>r~ noro 

efficient and cozt-effc:ctivc pl.:.nnir.'). Iif..lf:iturinq ur.d evaluJtion cf '!.·~[viCl:s 

and ~cti'JitiC:5 within tl",c sC'ctur. Ik1.YC'Jc:r, the prC5(;nt limitcc CCNerL>::~ of 

of th'~ r-:i.r.ir,try - is i:l dC.:l'(ll.c1ck on pcl'for::"..l."Ice in re:liltion to intr::nrJc<: 

functions .7;nd C'bjcct" ive. 
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This deCiciency may tie in with lhe ()Verall need foe deccntra!l~~tlon 

of certain d~isial-m.1king ard planning rp.::lJOo,sibilitiL'S within the sector 

to lower levels of health administration. Closely linked with decentralisation 

is the nct..od for greuter P'-Wle IS participatiQ'l in planning and delivery 

of varioos hcwlth services at the local leyel; this requircnent which haG 

CX18t'-u"inq illlPllcations shwld not b,) limited ally to the primary health , 
care system bJt transcerd the entire ran'J\! of Rural Health 

services. fJa..ocver, as' alreooy observed, tl~ or9Cl"isation and grow':h 

of self-help health projects sh:JUIJ be bLOUglat undec caltrol'thrC'JU\Jh greater 

central arordination of such uctivitics, for rcasons o( both 

coat~ und equity. 

Similaa:ly, at the centre, the actlVltlCS or ~ U1Ut=tt:m. '.IUV....... IUIO';....
 

agencies and ~IS involved in the planning ~ provision of health'services 

should 00 nore adequately co-ordinated than is the case at present. Given 

tOO linkages and cetplem:mtaritics between health and other busic n',,:cds such 

as nutritJrn, water and rousing, a stroog case c.JIl te rcOOe cut in Gupport of 

greater co-ordination of policy and operational activities of the ~Unistry of 

Health and other relevant operuting ministries in order to realisc the cost

saving benefits of potential complemantarities and link~gcs that arc still 

untapped in the cootext of Ken~'an~ planning.For exanple, ilTtJrovcd shelter, 

nutritial and access to safe water u11 have irrpxtant prcventive .:Ind pratotivc 

health valu~5 \>,'hich can lcad to a reduction in the df:ma.nd for, em,] b?nce 

the costs cf, providing curative services. 

Finally as regards the! f''i? progranrrl! which has so far provL'Cl to b:? u 

high cost-lOtI bc-n~fit activity, there is a lIeed to re-orgonise i tc upproach 

and m:de of delivery. At pres,::nt, it ....OJld "f'1JCar thi.lt teo ITllch ~1!t'h.:1sis 

is placed un the ~.!:t. ziu<? (i.c. th·:! prc','bioo of f,)cilitie!:i i1:)(1 c{Juiprent) 



- 20 

and not cnough on the c1~mc1nd side (i.e. on the p:lpUlatia\ with a vle\i to ch.:mge 

attitudt:s regardirllJ f,,"lily size aoo its rc).:atir..nohip with healtn and ~ll-tei.ng).. 

(4)	 P,lttern of Rt"r-:o,.lr<."'" AllocCltioo Qnd .!:!,.tH !l:at:iCll'!.
 

~ rC<:Jard!: l:oo allCiC41ticns of rcoaurc::-::: within the ccction, the ~t
 

~~.. !~~:,: !':'~t~~':' !!: ~"":~ !::~~l~:-": '~':.~~~ :-::-::t:::--- ::'::! ;-::.::~~! ..,.= :::~:1 
• Durini') the pcricXt 1973/74 - 19'18/79 

pc'alCt1vl".! health GQJ;vicQ15 .AC:l:ClUntl::u on a~Ci1LJI) [ac about 60 pelt CClnt pcu: MnUID

of the t'.Jtal health bJdget -CCItlI?~red to a corrcs[XX"ding figure of 14 pc'c cant 

for prcventive and pl:arotive ~rviccs; only 6 Per cent was .lllocated to t.he 

provision of rural health servio~s and even in this s~ctar there wu5 

still a significc.nt curative cQl'poncnt in the RiIDP facilities and 'services. 

looking at tOO situation since 1979, wnen the primary health care was 

launched, <tnd tudget c5tlll\1tes for the next tllt'(,~ years, ooe CJll find hiirdly 

any cause for optimism. Beboleen 1979/130 and 19lJI/B2 the allocation of the 

total health t:l.Idget between curativc I preventive <lJ~ pt'atOtivc and rural 

health ::::crvices were 69%, 4% and 166 rcs~ctively. While the Lilll in tl".c 

share of p~eventive and promotive services ~y ~ explained in part ~J tl~~ 

bJdgctnry practice of excludin() !3uch servi~s ;n rural areas from the Ibted 

sub-item (which /mans that preventive services provided within the fra'lI'1,,ork 

of primary health care are now listed under rural health services) the tat~l 

or allocal1onata rural ~alth Md prt"Tentivc ~ervices is still onl~' om~


fifth of public spending 00 heiJlth for too per iOO.
 

FrQtl the point of v!t..>w of cost-effccti'lL-ness ouch a pattern of
 

distribJtion leaves ITl.lch ground for cdticiGm. We have already notro thClt
 

curative services as a cons~~tion expenditure wilhin the £ector are
 

essentially concernca with expcn::;ive treat:Jrl"nts foe sicknesses which could
 

have oc'Cn a'loidc<.l or eliminated in the first inst;lllcc h.:ld .x:lcquate fllncls
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been ch.:1nelled to preventive servic:'~G. To illustrt1te this point of unnecessar. 

cc.nsUJT1>tioo of resources in the curative sub-sector, in 1979 for the country 

as t1 whole ()I~: 22 millien out-p.:iti(!nt lrCiltJTl.·nl!:.werc provided by curative 

facilities, fran Ql1 cxaminati.oo of thc.correspcnding QUSeS for trcabrcnt it 

C<ln 00 secm that nearly 60 per 'ccnt or all' trcatlll.."'flts were en account of only 

~ 1'Y'I'tif'fY"'W" rii..:zn.a•• '",.l"';S.. ~ft ..,.... "'" ..""',."~ .. -- .. """' _ ..,~.. .a_ t. •• , 1.. , •• -_~.
-;J . • •• ', _. _ -.,' '-I ., _1' , . 
akin dlseitses and Intc~tino11 WOt'lncJ) all of which with the exception of raspirDtory 

infections could be effectively controll~d by preventive envir~~~nta1 health. 

Similarly, 44 per C~/It of all in-l.>.:ltient ad:ni.!isiCl'Ul in 1978 ·';"~re related to 

infectit.;ll,IS and pilra::.i tic c1isei\!':es ~hich COJld b:! avoided by basic pcever:tive 

- * arYl prOlfOtive rreasures. In a p.1Lio:'l bf finuncii1l stringenC'J, lherl~ is 

a need to re-ex:mine tm critical ilrfulun=cs bct""-een expenditures on curative 

servi~s and .tho<'..e going to preventive ~1J"Id prarotive services. for exanple, 

in sill'{>le terns of \lulue for IiOC\cy', as defined ilCCOrding to CO'Jerage .:md 

intJact en the health status of the po£A.Ilation, O'le may ponder and wish to 

CQ'lsider whether a 20 per cent sh:lre of total health budg.et going to the 

running 9f the l<enyattil Nutic:nal llO!ipita1 in Nairobi is a cost~ffective 

?attern of investment. 

Given that the 1970's coold 00 regarded as a period of co:lr.olidation 

Ln the health sector when substantiu1 part of p.tblic expendituru on· health 

las spent 0'1 the devclcprent of f"cilitie::; (Le. cocl:.tructien u.nd equipinq 

)f hospitals) and with this perioo no-I ccming to <lI'1 coo, resources overall 

.n t~ :::ector is r.o.., being shifted fran devclq."'fT\:'nt to rE:currcnt C:"l.<:r..1i tl1re::;. 

IoNevcr, if such a shift does r)Ot I:cf]cct us well as ilWarencs~ of tM effects 

If preventive servicc5 on health ~tJ.tu,j, the trunsfer of resourc~n fran 

<lpital to recurrent spendill-;} ....'CUid huvc little iruaqt Q"l perfornunce. 

*r-tinistry of Health, !\nnu.)! RcpcrL;j, 197/3 n::d 197!) 
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\'Jhat is likC'ly to I:C!3ult fCCAn din.-eting the tolk of recurrent: e~l1diturcs 

to maintaining costly urban-b.:1!ied hospitals could best tie descr il:ed il5 .:l 

vicious cycle in the health sector, wherein the 11e91cet of preventive 

scrvia-s \«)Uld cause an increasing demand for curative GeLvicesand 

increasingly higher demand (\-Ihich in Kenya does 1I0t invol\.-c iJn'f "Ibilit'j to 
, '; 

pay' c::onsidcrati~, for public ccctor scrvi~s) 'fa: such ~rvioes would lead 

to thr 'urt:.hor eltnansicn of facilities in ttn DUb-sect:c...-

Looking at the forward budget for the period 19B1/198~,- 1984/1985, 

i t at~:lears that there is TlOtI sarc awareness of this danger - enou<]h to 

start a ltOI1e in the right direction. For the pedro being considt>rcd, 

the share of curative health in total_health l:udqet is e):pected to average 

about 57\ per annum which though still high is a significant drop on the 

nearly 70% far 1979/80 - 198~/B2. Looking only at thP. d~vel~~ntL estL~tes, 

as the peried of consolidation 0: phy:iical infrustructure is now caning to a., 

end in the ur~ areas, the share of curative health is estirrated to fall 

sharply fron 62.4% in 1962/83 to 50% in 1983/84 ~)d then to 37% in 1984/85• . 
'11le bJlk of the savings thus derivE.'d fran the slC7toldown of capital projects in 

urban centres are to be directE.'d at the rural health services where share is 

expected to rise from 18% in 1982/83 to aver 30' in 1984/85. 

Nevcrthcle!:s, this should give cause for: sore COI"lI."C!rn, as it'may 

si90ify in part an .intenticn to spend rroooy on a curative oriented rut"al 

health services system, with the danger'of replicating what has hal:?i;lCned 

~n the urh:ln areas bJt only on a zrr..:lllcr scale. If this hil~ns within 

the frazrowork of the" RHDP ~t only will it signifiCilntly rcUucc tile cost

effectiveness. of public 5pE.:r.ditl9 on rurJl reLllth :;ervicp.;; C\t a titre .then 

re~rccs arc ECDrce, but it \-li11 .:llsa cnccCJc,"'le tl:c kird of d/?l!'.,nJ planninq 
which
 

to /CovcrnImnt n~l:" h,)':u to t·C'sL",uxi for politi.C':~l r"'rl~rJO:;, thl.. rd'Y distorting
 



the ti.lllS of ratiU"l.:u. illXI nl.>ed-ori~ntcd plMning in the sector. A proposed 

lJ:;$1l7 mi.llion external-financed rntcq:.1I:cd F.ur'l~. Il~alth PrCXJranrre (IRIfP)' 

which i~ expect.ed to start later this yC<lt chJlIJd, ~et, pra.ide the 

right t~'lJl! of institul.ialal frarre.orl; wit,hin the ccctcx tex bJilding up a 

l"oventi·.'~ and pranotlvo sorvicoll based .yotem of I:ural heAlth care. 

fr;UII l:ne pcnnt ot view of equity, il\tlalanc.~s in the distributioo 

of :ccurc.~nt expenditurc9 between urban (mainly nare expensive to main~in 

curative facilities) ar~ rural ar~a~ in all typ~~ of health services should bE 

oott.'d. Within the rural areas it has been noted that Jlaranrce activ~ties 

\ 

(".all tl.1VI! the effect of distorting planned deveJ.q:wcnt in an inequit:.1ble 

way; foe cl<.1llplc, in the health sp.ctol'-this might divert resources (ran the 

n«'ds of rerrote tJnd poorly Sf'rvcd area5 to local:ioU.3 fairly well coverP.d 

and cl~~ to urban facilities. 

Within too fralrework of t~1P. tlliDP, tOO 'headl.;uatters' of RHU's range 

between a hoop!tal and Lh~ tqJ to a dispensary at the botton. At present 

23' of all F:HU's have a hospital as heaO:Iuarter, 57% have a rural heal~ 

.c:cnt:re and 20\ a dispensary. If this cla~ificatial has any corresponding

.4, . 
praeticill significance in torms of resoorce alloci1ticn, it should take the 

form of .J bias'in favour of RliU's b3scd 00 dispensaries to mnke up for the 

di~~ritic~ in the quality of facilities accessible to RHO's. There is no 

evic1ence 'Jf such ~\ equalising pattern of fuOOil~J to the RHU's within the 

health St...ctor. 

(5) Specif ic Policy r~~ 

'111:' main issues of policy with regard to p!.lrlOilll] for b.1:iic nE:ed~
 

s"tisCact iCJC\ in t.~c health oC'ctor ur;(l·~r condlliul\~ (olf ·bud'Jctar.y constraints
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C"J.'lCcrn tl~ in..~ct of the inveSl:lrent-t~ 00 the l~"lth st4:tus of the population. 

In thiL I1\.lch hus bt.:cn said alre.ldy .:ioout ~. rli:cd for a Wlift of enl*\.a:.is 

"r.d rH~AJrces fr~...n curativ::t t.o pravl~ntive and prc«otive fL:ciliLics u¥l <~p.rvices. 

A nwn1:'lI:·r of SlX'l1ifte- 1f,~ilSUres 1M'} be relevMt in this ccntcxt: 

1)	 '1'0 intensify (:&":tll1unit.y-o.ls..d healt.h ~·:1\l:"tir.n "iraOO at. chanqin.j 

attitlA1es of pcople,e.q. to <.,'omterat:t £ofitablished preference for 

curative no:Hcine or even tha desire to have large families. 

ii)	 ~IS should be used more extensi~ly to deliver prev~ntive and 

prarDtive nervices, es~iaUy in the area of FP where the virtual . 
abt>ence	 oC non~CNernrrent agencies is llUit' ccnspicucus, only U of thP. , 

374 ta}-suPf.Ortcd rural heaJ.th.-facilities offer FP services. 

iii)	 Training should be geared IlDre ta.rards the needs of camunity-b.:lsed 

prcventiv~ and promotive services. 

iv)	 Active ~nvolverrent of local pevple in the planning for their 0\'0 health 

neoos aid the' ~raticn or: ~l!rvi~ almq the line OOVCCilted 1.7} the 
concami tantly 

PH: S'!stenl, ~,i th greater int:: ract ten bet\~tm mcrl(:rn .100 

traditional n.>tJicinc. 

vI	 ~ ~o conte"'l ~hc (!)(p.1ll!lioo of HarurNX'e projects to the extent Uwt 

thc.oy are genecully curiltive-orit'ntcd ..try] lo;Jd to incrt.'as:e in demand 

foe curative st!rvices, except in case of the ITOSt disoovantaqed ure.Js. 

In ternlS of reducil19 the costs of runninq the health !::er'"ices it may 

be! Uf;cful to explore the possibility or: 

i) Introducing some ch3r9~s for drugs on a carefully selective basis 

ccordir~ to tYl~ of trea~nt. 

'l11;\
'--\ 



Ii)	 Taxing eliti8t~riente-j private fiCcwr health services, 

whic:" C.~t\!l l1illnly [ur t.tll) lv:alth nt:f"~!1 "C bE:twr--ofC grOJpG in urb.1r 
, I 

lI.te~, te l1111p /I'I9-:lt til':' c.'UC;t of healt:h in the p!bllc:' nt..octor. 
" 

iii)	 USing rror~ pt:ofcsnio";ll 1l\"VlflSl~r:. ratl".er than ckJctoC.!:i to 

admini.!:iter c.rd organise tre health r.ervices, lea·Jing.. the technicians 

to concentrate mainly on a....""tual prCNision of services. 
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'lbe Treasury, 

P'il 0 Box 30007,
 
NAIROBI. .
 

10th July, 1981.
£8.1/04 

TREASURY CIRCULAR. NO. S 
TO I , ALL ACCOUNTING OFFICERS 

PROGRAMME REVIEW AND FORWARD BUDGET 

1981/82 - 1984/8' 

A. INTRODUCTION 

1. As stated in Treasury Circular No. 3 o~ 5th September. 
, . 

1980, the Treasury, in co-operation with the Ministry ot 
Economic Planning and Development, is determined to continue 

. ., .. . .. 
with the improvement ot the annual, exercise ot Programme 

. ~ ~ ~ . .. \.. .. . 
Review and Forward Budget. This is because the exercise 

. I' '. ."" !. . ·.· ...1.· .' '. .. . 

is regarded as an important tool for the formula~ion of 
• , J ' .., .• " 

future budgetary requirements especially those relating 
... ,,' . _ I" • • • .: .. ,.' . . '. ,';.... • : • ~ • 

to the next financial year. Last year, the p~eparation ,of 
: :. " '.. • .. j .',: .' •• I •• 

the three-year Forward Budget which covered the period 
: '.. . '. '. " . . • .. '. '0;';' ., • .- ••• '. .... .' .. 

1981/82 to 1983/84 using 1980/81 figures as a base, was 
• ..... ! ..... 

started very late and in the end tho exercise was done in l\ 

great hurry, sometimes without adequ~~o...I!~~~d._~.!,~on, ..o~ ... ~' 

briefs by Ministries. In order to avoid repetition ot . 
this s1 tuation':: the'; Treasury' urges :'8.l1~· Accounting Officers 

to ensure' that: this' exerc1se is given' more~·ser:l.ous attention 

and that required briefs'are'prepared and subm1tted to 
Treasury in accordance with the time frame indicated in 

AppendiX III ofthis'circular~ 

2 w The preparation ot the Forward BUdget ~h~u~~prOV1Qe 

a perspective on tuture expendttures and a framework for 
schedUling public sector development •. ·'It 1s,.: :there1'ore, 

an essential step in the.process of.:.translating the 

Development ·Plan,·in the' light of the:citrrent and. projected 

economic prospects'and policies, 1nto'budgetary practice. 
In·addition, the per~ormance of the exercise is axpected 

to contribute ,to the ~o110wing objectivesz



<a>	 the review of on-going programmes a~d, the 

i~plementation of" priorities ~denti£ied 

in the Development Plan, 

(b).	 the provision of" a rovised. -base f"or deej.d.	 . 
an f"inancial ceilings t'or"1982/8) Estimat 

and tentative ceilings f"or f"inancial year 

1983/84 and 1984/8', 
(e)	 the extension of" the ForwarQ BUdget to inl 

1984/S' in order to ensure that the budge' 

perspective encompasses three full fiscal 

(d)	 to' plan f"or the most productive use of thl 

foreign aid availability by increAsing thl 

Mlnistries ab~o:pti~e capacit¥. 

(8)	 the integration of planning and bUdgetary 

procedures, 

(f)	 the introduct10n or moQern managemen~ ~ecnn1que 
'- . 

into	 Government activities, and 

the enhancing' of the eff'ectiveneae of f'inancial 
control. 

PURPOSE OF .Cl:RCULAR 

3. The purpose of' this circular is to set out:-

Ca)	 ~ne genera~ guidelines to be borne in mina 

~~ing ~he Programme Review and Forward Budget 

exercise, and 

(b)	 the necessary instructions on the method 

of preparation and submission of f'orward 

bUdgets. 

GENERAL QUIDELINES 

4.	 <a> Effectiveness of Public Expenditure 

Wttile the. scale ~f devel~pment set. forth in the 

Development Plan is not now attainable, the patte~n 

. o~ development established in that doc~ent remains 

valid. I~. 'particular, directing development 

efforts for aelected target groups in order to 

alleviate" poverty throughout the nation is a 



-3

continuing objective. Serious balance of payment.	 . . . 

problems, the receesion in world trade, further· 

deterioration in Kenya's terms o£ trade, and a 

lower rate of economic growth, make it 'necessary 

to re-assess the growth in public expenditure. 

In these circumstances"every effort must be 

made to improve the effectiveness of public 

expenditures so that every shilling contributes 

constructively to national development. For your 

guidance, provisional ceilings ~or development and 

rec~rrent expenditure for the period 1982/83 to 

1984/8' will be sent to you a~ ~oon as they have 
-

been	 worked out and will be presented as Table I 

and II of this circular. ~ou should in the meantia 

initiate action on the basis of guidelines •and 

instructions contained in this circular and the 
~. .. - ... . . 

~pproved figures in 1981/82 Printed Estimates 

without waiting until the Tables I and II are 

supplied to'you. It	 ~s.also proposed to provide 

Table III which will	 list the do~or aided projects 

and the known amount	 of foreign aid available for .,	 . . 
each	 project covering the period under revi~w. . . . . 

(b) Compatibility between the Recu~rent and 

Development Budgets 

The compatibility, between the Recurrent and 

Development Budgets will be. achieved by ensurin~ 

that:-, 

(i)	 the development Budg'ete re:flect only 

realistic expectations or implementationsJ 

and 

(ii)	 --the Recurrent BUdgets seek allocations 

relative to (i) only. 

tn this manner excess bUdgeting which results in 

lnderspending, will be avoided. 

(c)	 Capacity utilisation 

lesources	 in terms of staff. equipment, transport 

.... ,_ ... . /4 



f "aDd' accommodation should be rela,ted' to,th:i :needs
 
o-rt'he bUdgetary 'plan' and any excese capacity '.
 
should, be.' identified and' surrender.ed ~to' other .,,:.
 

'productive use.
 
Cd)" Foreign exchange conservation
 

Poreign exchange content of'the'budgetary'needs
 

should be reduced to the minimum by a
(i)	 substituting local materials for:imported 

mater1als'whereverposeible, 

(11)	 extending the life and usefulness of a~ 

.mported capital equipment by improved 

laintenance, ' 
(iii)	 prompt drawing 'of' foreign aid: 'element' of any 

project, :to obviate 'any need fQr drawin~ 

down of our foreign: exchange' reserVe.: 

(e) Performance and output 'criteria
 

Fo~ efficient completion' of proJects, per£ormanc
 

criteria should be developed 'and' the progress of
 

projects asseseed accordingli. 'It~his:r~sults
 

in any amendment to" the times'cheduling 'of '~he",
 

project, the consequential bUdgetary'allocations
,. 
should also be amended'accordingly.
 
(~), ,BUdgeting for'Parastatal~
 

The investment plane of the Parastatals 'over: the
 

Forward, Budget"period shoul'Q be examined' 'to ensure
 

,their technical and administrative feasibility and
 

compatibili ty, wi th the expendi ture ceilinge' of
 

the parent Ministry 'as well ae any applic~ble ,
 

profitability targets. ' Selection criteria of
 

these investment plans are to be developed and
 

endorsed by Treasury.
 

(g) Poverty Alleviation ana ~asic Needs fulfilmen~ 

In line with the Development Plan, high~r'priority 

should be given to projects/activities which have 

beneficial effects on the health, education, housing 
and social development of' the five target "groups 

J. 



v~z pastoralists ,small' f'armera ~ "landless rUx'al 
. workers',' u~b~n'p~or .alld .-the :han,d:1c~P'Ded. 

'(~I no~e or tne Privat~ Secto~ . .	 . 
In'reviewing publi'c sector" develo:pment budget: 

to""	 .~nves'tment jI...·ogrammes. or parastatals •. and' 

Government particil'ation"'1n 'Joint-ventures, private 

,sector activities in related areas· should be 
considered•..,If', the objective. .' ::,ublic· sector 

proposals can· be equally"well aciU.~ved through ·~ne 

private' sectDx! ,. cooperatives or ·volunte.ry , 

asaociations;:·pref'erence·,should be given' to the 

various means by which private cani~ftl ~Dft ~

mobilised in those endeavours. 
~ A.' • • ;'. : • '. ..... • • 

B. PREPARATION OF PROGRAMME REVIEW AND FORWARD BUDGET 

1981/82 - 1984/85 ..... :; ,.,':"', 
~. 

" 

M1n1stries 
' • .. I • .. 

are ~equired t~ 
l. ,. ........ ' ''.' 

prepare ,the material. 
. • .. ~ . 

1dentil'ied.in.8ucceeding paragraphs as contribution to . 
.. .,. .. ,	 .. ·.,.l,:; ..... - • '.' .. -II'	 •• 

the	 programme review and l'orward budget. For your guidance, 
• .", ..	 '. ~ '. • .'.' •••• - f'" • 

provisional ceilings f'or development and recurrent 

expenditure for,'the period 198~/8J to 1984/85 which will 

be· sent to you later should be:regarded as a guide ~nd 

not necessarily l'or blind. complianc:e·. It is ~however, 

~ ver.y important gui~eand'deviation~ are-to b9.~~Aa~ed 

in tho following manner:-, 

a)	 it.the.total. b~dgot 18 likely to'increase by mOl 
th~n ,_of the "ceiling~,~then,~this must be 

·~iscussed,and' cleared in principle with the 

Supply Officer, before incorporation into, 

the bUdget •. ~Howevev,. authority for inclusion of 

any project beyond tho ceiling is not to be 

regarded es an'assurance of' its final acceptance. 

b)	 when the: total submitted bUdget exceeds ,the 

ceiling,. projects are to bo·identi~ied with the 

p'r~ori ty marking so that in ·the·~event that th( 

ceiling'cannot be exceeded'any Bcaling down 

ot the budget can be effected easily • 

•. '..........• /6
 



6. In preparing detailed forward budgets as instructed 
below, future annual expenditure at 1981/82 constant 
pric'es (i. e p~ice~ as at 1st J~l~ 19Si) ot' the pr~jects 
aDd activities which are known" as "at "1st Jul"v: --1981 

.hould be shown. Sp~cificallYI this will,mean the following;

(~)	 1982/83 and 1983/84 

These budgets are already in existence, all that 

ia required is to revalue the expenditure at 1981/82 
prices and also to amend eXisting projects as well as 

to add new ones. The new, projects ar~ to be shown, \ 

*s a, separate group on the form and headed accordingly. 

(ii)	 '1984/85 

~s will be the new year to be added; as such 
the projects groupings should clearly show those brought 

forward from the previous year and those that are intende 

to commence,in 1984/8S. The' price basis will be as on 

1/7/81, and any'deviation from the' cei.ling should be 

treatQd as explained in paragraph 5above~ 

7. Estimatee of costs for projects and prcgr~~es 

1n the Development Forward BUdget should bo aa reali·et.... 

AS n~8sible, justified and expounded ina
a) A programme brief covering both thA ~A~u~~ent 

and development votes separately, 

b) Draft Forward Recurren~ Budget specified by 

sub-vote and head. 
c)	 ~ specification of gross expenditure ,and 

Appropriations in Aid by group or items 

for all heads wi th gross" expendi ture ,above 
K£SOO,OOO or'with a ~roposed change in 

expenditure for 1982/S) ,of more .than 5~; 

this	 should be supported by detailed programme review. 

(d)	 Draft Forward Development Budget specified by 

lub-vote JLand head, 

(0)	 A revised list of development projects for 

the plan period specified ,by, head~ sub-heae 
and ,item. 

Programme Brie 

\.1
-I)/\ 

"""- -	 '1:\ _ 

1 BUdget should give 'an estimate ~~	 \. 
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ANN E X VI 

TREASURY CIRCULAR NO. 2 

DRAFT RECURRENT AND DEVELOPMENT ESTIMATES OF EXPENDITURE. 1982i83 



ES.1/03 THE TREASURY, 
P.O. BOX 300U7,TREASUHY CIRCULAR NO. 2 
NAIROBI.TO: ALL ACCOUNTiNG OFFICERS 

.25th February, 1982 

'DRAFT RECURRENT AND DEVELOPMENT ESTIMATES 

JF EXPENDITURE4 1982/83 

Accounting Oi!icers are reqUired to submit to the Treasury 

five copies of their Dr-aft Recurrent and Development Estimates a 
Expend1ture for 1~82/83 not later than 25th March, 19~2 

EXPEND1TURE CBILLNGS 

2. Ceilings tor 1982/83 Estimates are given in Annex' 1 to this 
Circular. As you will notice, the figures given in Annex 1 have 
been adjusted from the ceilings which were sent out to you with 

the Treasury Circular Letter reference ES.1/04 of 20th August, l~~ 

calling for submission of Programme Review and ~'orward Budget tor 
1981/82 - 1984/85 financial year. Ceilings for ind~vidual Votes 
have been arrived at after detailed discussions' on each Vote by 

. . . 
the Estimates Working Groups and the Budgetary Procedures Group 

in the 'context of the' general guidelines outlined on pages ~ to 
6 of the Treasury Circular No.5 of 10th July, 1981. The overall 

level of the ceilings was arrived at after taking 1nt? account the 

anticipated total revenue likely to be available in 1982/83 and 
the likely trend of the economy during the next t~nan~iRl year. 

3. Given tne continuing slow growth of Government revenue and 

the rapid rise in public debt service requirements which must have 
. . 

a first cJ~im on those revenues, it is obvious that no real. 

expansion of Government recurrent and development expenditure can 
be financed in 1982/83. Accounting Officers are, therefore, expect 
to appreciate this situation and to frame their estimates within 

the ceilings attached to this CirCUlar. Where gross expenditure 
ceilings were agreed upon in anticipation of receipt of projected 

Appropriations-in-Aid, if any amount ot Appropriations-in-Aid is 

not collected, both gross and net expenditure estimates tor the 

affected vote must be reduced as applicable. In making your final 

expenditure estimate proposals, you shoUld ensure that the cost 



estimates, priority and viability ot programmes" agreed upon at the 

for~ard bUdget estimates stage are still valid and if not, they 
s~ould be reviewed and it necessary, re-phased or delpTPn in n~n~r 

to contine the estimates within the ceilings. 

4. In view ot the continuing shortage ot foreign exchange, 
restriction introduced in 1981/82 on purchase of replacement and 

additional transport and on items of major equipment will be extended 
through fiscal year 1982/83 unless financed by aid money and 

explicitly approved by the Treasury. Emphasis must be placed on . 
servicing and repairs of the existing stock of vehicles 

" 

and ite~ 
•	 I· - • 

ot major equipment as adequate maintenance funds exist to keep them 
in operation. In addition, the restriction on overseas travel b~ 

public officers to trips of a very essential nature as establishe 

()in the Oftice of the"President's Circular Lette~.No.· OP.IA/(104) 
dated 15th October, 1981 will be extended through the financial 

year 1982/83. 

FO&~AT OF THE DRAFT ESTI~~TES 

5. No basic changes are proposed in the Code Structure 01 Votes. 
Subvotes and Heads compared with 1981/82 Estimates and the form 

ot the printed 1981/82 estimates should be followed in the submission 
ot estimates to the Trp~~l1"T"'U 

6. Care should be taken to ensure that the totals 6t both
 
subheads and items detailed in part III cross check with the
 

C,elevant	 head and item totals in part II. Similarly the subvote
 
totals in part II should a~ree with the totals in part I.
 

7. Provision sought under the Personal Emoluments item must be 
supported by valid and accurately detailed schedules specifying 
numbers, designation and grade of any post or group of posts 
including estimates of personal emoluments. 

8. The Motor Vehicle Establishment schedu~~ tor each Vot
 
must be submitted in respect ot every expendi i"II"N> l.J0':1 n ",; +h
 

details shOWing the distinctive number designating the Head, 

name 01 the Department or Section whose expenditure is accounted
 

for under the Head ~nd figures relating to each ca~egory 01
 

v~hicles such as stat! cars, passenger carriers, load carriers,
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miscellaneous specialised vehic.les J motor cycles" ,aircr,att, boats 
-and the total numbers. 

9.	 Some Ministrie~ may Irom time to time wish to make changes 

in the content of some of their subvotes and'h~ads. 'For instance 
" , 

there may be need for creating a new head or amalgn.matin~ two heads. 

Such changes will have to be approved by the Treasury prior to the 
,	 . 

submission of the Draft Estimates. Minor changes will first be: 
discussed by the relevant Estimates Working Groups and later bv 
the Budgetary Procedures Group., 

10. 4U~ ~UDneaQS ~o De applled both' in the Recurrent and Development 

Estimates are given in the Revised Government Accounting System 

Manual Section 3.3.3. If a Ministry wants to chaI.1~e, !he .subheads,,~ 

in a certain head" the same procedure will have to be followed as': 
for chane:es in subvotes 01'" h~~ tic::: (QQQ .,..,,,...... Q .. "'~ ••~ \ 

11.	 The item specification in par~, I I o! both Recurrent and'" 
. . 

Development Estimates will be as in the,1981/8~ Estimates, wit! 
.spec~fications by item for each head as the general, rule. A·list· 

of items is given as Annex II ,to this Circular. For 'Che full" 

specification, ,see section 3.3.~. of the Revised·Government 

Accounting System Manual. ,Cer~.ain items will have,': a programme 

identity of t~eir own and such ,items will have to ue snecifipd' 
separately. 

EXPLANATORY NOTES 
12. Explanatory notes (Briefs) should be a,ttached to the Draft ", 

Estimates submitted to the Treasury. The briefs should contain the 
following informaticn:

(a)	 Objective and Programme - A summary statement of ~he, 

objectives should be given tor each subvote. This 
should be followed by a short description of the,wor~ 

programme to be financed by the estimates provisions of 
. .' .' 

each head. The programme should as far as possible be 

illustrated with the use of quantitative figures ind~cating 

size of the programme, e.g. the number of veterinary 
clinical centres. heal th centres or water schemes in ,\ \'V 

\ ...:....','operation, or the n~~ber of pupils enrolled at schools. 



Changes in production capacity should be b~iet~y exp~alnea 

either by how they relate to new units or to extension to 

established units. 

:b)	 ADy changes in expenditure should be explained item by item. 
The explanation should clarify whether the change or 
quantity desired is caused by ch~nge in output in terms of 

quality or service or change in prices~ 

c)	 It specific Treasury authority has been given for changes in 
the Draft Estimates compared to those for 1981/82, both the 
reference number and date of the Treasury letter should be 

~uoted in the relevant explanatory notes. 

~~ACITY UTILIZATION 
13. Resources in terms of staff, equipment, transport and 
accommodation should be related to the planned operational need 
ot a Ministry. Under-utilization of capacity may arise through 
an imbalance in the financial allocations to the various compon 
of the budget •. If any excess capacity cannot be efficiently 
utilised, it should be identified and surrendered to other prod' 
use. The first priority in the 1982/83 budget must be given to 

utilization of existing capacity and the second priority to 
completing on-going projects before initiating.new projects. 
Ministries, therefore, have the flexibility to'propose shifts 
of local funds (excluding foreign aid ~rants and loans) from 
Recurrent to Development or vice versa. Such proposals shoul( 

however, exceed five percent of the Ministry's Development or 
Recurrent Estimates ceilin2. 

FUNDING FOR ON GOING PROJECTS 

14. Estimates of the costs of each ongoing project must be 
realistic. Every effort must be made to avoid cost overruns. 
If realistic cost estimates for all projects total to an amount 
in excess of the development ceiling for the Ministry, projects 
must be identified on which expenditure can be delayed until the 
following financial year. Projects delayed should be those:-

Ca) . that ~all be postponed with nil or least damage to the
 
project
 

(b)	 that have the lowest stopping and recommecement cost 
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(c)	 that have nil or the smallest proportion of foreign 
~id committed to them 

(~)	 that are partially financed by highest cost sources 0 

foreign aid 

(e)'	 that have the highest proportion of localIv tinanced 
~oreign exchange .cost 

(f)	 tha't nave tne nlgnest proportion o~ local contrihni:inn 

since domestic tunds are limited. 

These criteria must be considered together in making recommendations 
o~ whi~h projects, it any, should be delayed•.However, it a 
Ministry proposes' to cancel or postpone a development project, only 
the local cost ot the project may be considered for tr~n~fAr i:n 

another pro~ramme. 

NEW	 PROJECTS 

15. New development projects will not be considered tor inclusion 

in the budget unless:-

Ca). the projects have been approved by the Estimates Workin£ 
:iroups and 

(b) .. all on going projects, properly costed, do not exhaust 
the development ceiling tor the Vote or 

eC)	 an explicit and convincing case is made tor delaying on 

goi.ng proj ects. 

In the latter case, the greater availability of grants and/or 
concessionary aid tor the new projects as compared with the delayed 

projects will be an important factor in the consideration. Provision 

tor new building projects will be included in the 1982/83 Draft 
estimates only it the Ministry of Works will confirm that construction 

. . 
of the projects will be start~d durin~ thp fir~1: h~lf nf ,qR2/R~ 

financial year. 

ESTABLISHMENT 

16. No provision will be included in the printed estimates for 

1982/83 in respect of Temporary Clerical Assistance and Works Paid 
Staff as these will have been re-deployed elsewhere after completion 

ot the temporary prcgrammes for which they had been engaged. Urgent 

statf needs should be met by the re-assignment of personnel from 

less essential duties to crucial and essential services, projects 
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(c)	 that have nil or the smallest proportion of foreign 

aid committed to them 

(d)	 t 

(e	 t:hAt: h~ve the highest proportion ot locallv financE 

foreign exchange cost 

(f)	 that have the highest proportion ot local contribution 
since domestic funds arp- limi~d 

LU~~~ cr~~er~a mus~ D~ cons~aereQ together in making recommendat: 

on whi~h projects, if any, should be delayed•.However, it a 

Ministry proposes' to cancel or postpone a development project, 01 

the	 ,local cost of ~he proje(~t may be considered for transfer to 

another. programml 

NEW PROJECTS 

15. New development projects will not be considered for inclusion 

in the bUdget ~U~~~~. 

~d), the projects have been approved by the Estimates Working 

Groups anc 

,)	 aii on gOing, projects, properly casted, do not exhaust 

the development ceiling for the Vote or 

:)	 an expli~it and convincing cese is made for delaying on 

going projects. 

projects will be an important tactor in tfie consideration. Provision 

tor new bUilding projects will be included in the 1982/83 Dratt 
,	 " 

estimates only it the Ministry ot Works ~ll contirm that construction 
. . 

of the projects will be started during the first halt ot 1982/83 

nancial year. 

ESTABLISHMENT 

16. No provision will be included in the printed estimates fOl 

1982/83 in respect ot Temporary Clerical Assistance and Wor~s Paj 

Statt as these will have been re-deployed elsewhere after comple1 

of the temporary programmes for which they had been engaged. UrE 
statf needs should be met by the re-assif;Ilment of personnel from 

less essential duties to crucial and ess=ntial services, projects 



PRtCEDURE 'FORREIMmmSEMENl' OF E:ITmt~.t AIDRE:VE:~.n.~ ...' . . 00 .0 00. • -
Ca) Implementing Minfstr es wil~ m:u.nt:Lin propcr record 

. I··. '. 
of ~~tUl"o? on each project both at tilC spending 
,points' ana .1.t ~ th~ Mi nof ~'t'M7 Rg'!2M"'''~O-

(~)., . l\IE ho~ :ror.. ~projcct .D!lSt in futu::'e ferwarc 

~y; 'copien of all pIrld '~~e:,,~ to thcil~ wirls~ 
Headquarters' for onw:u-d tramaissicm to '£):tc:rnal Aj . '. . . '. 
Depa.rt:m::!nt CTreasur'l) tOr!'ethe-r wi'th t'"1 r1'; n'!,~ 

ee) accounts D1Sburserren~ Un!ts ~within ~ tr-y
0. . "" 

Headquarters IWSt· in fu~e .sUbrJ.tcl~ to the 

EKternal Aid Department' a.t least' Once a Iccntll or 
, . ". . . .' 

in case of p~yuents'in 'e~c~s of KShs.lO/OOO/= tl 

clisbursamnt ,claim must ,be sul:ini.tted imr:zdir~tsll" 

External Aid Depa.r1:lmnt will in Iuture prcCe3S the 
W "" ••• . ' ..... 0' .... . ' 

cla.:ins to .the 'donors i"rnadia.tel~on receipt of such 

claiirs fr<;m the Ministries. "No cl:rlm will be kept 

P'PI)~g for.lJX):re 1;han' one week unless it is uecessn: 

to refer 'claiD:s back to the M.imstries. ton;i-s wiI: 
.' .... ',.. . 

be requested to acknowledge the receipt of chlims ~u 
• " l 

• .... ... " t •• '0-" .. •• '....... '"' •
 

indicate when re:i.nDuxsem:mt can be exnected_ " 

(e) Applicatio~ to the donors by· External Aid D~-)partment, 
• o.! ~ ~ ~ 

nm1= be copi~ to the Accounts Controller ('l'l'easury). 

(f) Accounts COntroller (Treasury) will follow l'!. . , 

~temal,Aid ~pa.rtrrnnt any' cla.i..rrs which ',l't.~ 
outstanding with any donor for over 45 dav~_ 

(g) Accounts Controller '(Treasury) will infern r~~tp.rnal 
, . ' 

Aid Depa.rt:rDent weekly I of 'any reil;:bl.l.£'Sanent received , .
 
througtl the' Central 'Er~llk 'of Kenya.
 

(h) All cla:ins vdll be rr:ldc' strictly in accol·d:~r.cc with 
"f_ ", • .. 0"" . ' 

the tenm and l.".Ondi'tiolls of the Aid AQ"!'e~~~:\~'I't_ 

ACCQWl'ting Officers are requGsto2Ci to er;su:eethat th;;;; procedure,:;; 
. . . .' 



'7-. ,~uu'"~ UL:I:~cers are· requested ·to 'appoint a sPecific 

oft1cei.r to' be' responsible for the suhm;ssi~ ot reinb,n-se:mant cl~iD'S 
:to the 'Treasui-y;" '!bey 'Should alSo' t~ :.sucb other ueastires as woUld 

• ,. 0' 

iJIproW the syStt?nl'of ucn1t.Orilm' the 'ut:tJ.?za~iOri,at 'external aid funds 

'S.' 'lh8 SucCess, of tlle aeasures outlined a!:love 'and the' procedure's 

set art in Appendix 'A' will depend on' the' co-o~ratim of 1np1eDEnting
. f ; ." ..;.'. Of .... :.' • 01. .' •• 

Vi Dj's~i?S. All Account,intI,Officers are therefore requested to take.' " . '.. . '. " .. ',...." ;. .'
 

SUCh steps as will ensure the success of this exercise. '!be Treasury
 
. • :. ..' •• • • .: '. • ..' • ••••• . ' • '\0 • 

~.the lNnistry,of EconanicPlanniDg ~c1 Dev:elo~nt v4U,·b~.' . . . " ',' .
 
ava:J l 91?le ,to assist inplaoonting Minis.tries 1.11 'intrOOUc1pg anu
 . , 

iJll)l~n'tilig the prooosed rMastll'P 

9. ,wUIoUt:L' maJor concern' racing the' GoVernm3Ilt is the slow pace
 
at iIIpl'eniautation of 'developu~nt projectS 'in', recent yeUs. which
 

has caused pp.1"Sistent under spending on the Deve],opaent Budget. ",
 . ' 

~ ,~, on this subject is under Drenaxa:tion ~nn uti.11 be issued 
shortly for your guidanl 

~~~ 
: (H•. M. Mule) 

ERMANEm' SECRETARY 'IO ''mE 'rnEASUR~ 



~r..g> E~"TE'R!'t\J~ AID AS PRJ:? PRnmn F.3rIM.~TFS 1981/1 

\Ul'E.- I1Wi'-' K( , 
''iRAN!'-K£., 

''IOi'AL 
K~ 

D..1 

~D'3 

.,. " 

"D"S 

:, !::. 
,n f 

,D. ~ 

,. ,-
D' £ 

DIp 

o 'fice of the ,P1'~ident 

, D1reCto~te or perso:inel Man~ 

,Mim..s"try 01' lDIlStl'tU't1ona .ana. 
lJcim Affairs 

M.inistry of Econaniq ..Planning
and Develox:mmt' ." '. 
. 
Office of the Vice-President· ~ 
Vi"1stry' of ~mmce .. 

Ministl"y of Livestock . 
Deve10PIent 

Minist:t'Y of Agri~tur( 

.34,660, 
, ' 

lOO~OOO' 

·bUU,UUU 

2,~3,169 
, , .. " 

ll,1l9,~O7 

" 2B0~01C . 
'151,31C 

L465':iSEi'" 
" . , 

455,000 

' .410,682 

3.,82&,220 

' 314,',670 

251,310 . 

:'1' '4'65 176, , 

1,055,000 

2,833,851 

14,947,·127 

Dll. lti.nis~ .of Health. . '372,270 ~,567,510 2,939,780 

D12 Ministry of !Deal Goverr.mant 5.495.020 852.010 6.347.030 

D 14 M1nistri ot Transport and 
, Cannunications 20.142.070 7,387,191 ~7,529,261 

D15 Ministry of Labour 622,000 622,000 

!llT Jdinistz:.' of Urban Devel0I:lOOnt 
and Housing 2~89~,000 2,898,000 

D 18 Ministry'of Culture and 
• Social Services 215,040 503,300 718,340 

D 19 Mil1istry of Information ana 
. Broadcasting , 2,056,300 2,066,3:)0 

D20 Ministry of Water Deve1c~nt 2,302,066 b,612,300 6,9121,366 

D 21.' Ministry of Envli"Onment and 
Natural R630urces ' 1,664,906 512,513 2 1'77 ~;1"

I • J ~-.::: 

D22 Ministry of Co-operative 
Devaloprent. 2,O60,~50 L,050,832 3,11:1.032 

D 23 Ministry of ~rce 50,000 50,000 

D 24 Ministry of P~gher Educ..1.ti0Il 1.!)~An1n ) ':l85 ..."J1.,... ,;j 3,!Nl,33/~ 



·.',..~, 

'va~	 ~ GlANl' ''lUl'AL 
, 

I' "K£,' .... ~. K£. ..u' K£' 

D'30 Mlnist=y of Ene~gy 1,277,131 G~8,OGO . 1,925,__ 
, '.t' , . ,.".'" ': . '... , 

D 31 .Ministry of Basic Ed :~ ..891i520 .. 68,897. l,~~O,4171, . • 

D 32 ld:fJtist£.'v of Indll-~tl1"	 '2,299,503 '663,000 2,96~,503 
, ' : ..... , " 

',5',',584',94.8: .. ';760',:135 ' 9'-,345';083 : 

, 

64.0~,080 ' 3: 333.500 3,375,580 
.',	 .., . 



~RCCEDlJBESi:FPR ~~Q .~~ 
_IMPLEMENl'ATICti 

1..... : .' '. In order., to. st~amline '.the. P1"9~Ute~l and ~Q.. ~pS~.;;:tQ~t: proper. . .	 . 
:.eco~ ~.a.re·.mintaipec1,~.by',,: 1n;J~ementitlg,,1t11 nj,S~ei~'~l'va~ .~~ .~j3:. 

Tl'easurr ~.: the. following ':arr2.ngemi!nts. ,w;l.U .be.. fpUoweq. t.q~ '~~.J' ~)~L 
. Developmant Projects including those w1tb.~~~·..uQ·camonents 

witb e,:l:t~:t. fran. 1st; oc:tober., ~Bl., 

• - __.' "0 • l 

:EXrERNAL Am AGREEMENIS 

. '!be external Aid Departmant ot the Treasury wilt ensure. 'that t 
• I	 • of " • 

• 0	 • • 

opy of any signed Ext~ ·Aid Agreamnt is. sent ~~ the, folla.ving:

(a.) Within the :Trea.sui:t". 

.. (ill., BUdgetary'Supply'Depa.rtiDe 
. . 

(Estimates Sectton: 

(11)	 Exterrla.i 'A!ci' ~p.u:til~t' 

:: '(DiSbUtsem:mt .Unit)' . 
•	 •• • • • ", • -., .f •• ..:.. • ., • • ' •• " 0' ~,: ',' ~ ~ I 

Fiscal	 and M:lnetary, AffaiIs O;pa.rt:zoont(iii). 
,c'" " .. '" · .• ·(Debt ~~i.·u~t) 

: • ~. ~ I; '" 

(iv)' AccOunts: Cbntroller: 

• _. "0'	 ; .', 

,<.b) _~~~nt~g Ministries 

,(0)'-. Attorney GeneraJ..1s Cumbers:. 

(:<1) a..\j·eent~ai :Ba.nit:bt':Kenya 

(e~ , . Miilistry of. Econclni.c Planning' and Develot:ll'mnt, 

3.	 rou.oW UP Ac:I 

'. 
(a, External. Aid Department will liaise with ~Q.e Budgetary 

.	 .. . " :. ..~ ',' 

Supply Depart1nent at the Es1iimates Worldng Group s-+"'''''''''' 

'to ensure that ,new:dev.e.lopmant, projects likely tq: 

attract. external,: aid f~ding are. included, in ~nQ 

Progrmme ,Review ,and .Fol."'Oard..BudgetaIlcl Ann~l 
• """" I. , 

Ipr.~nt Estimates. 



?ROClIDUBE3i ~R ~~Q .~~ 

IMPWrENrATICN 

l •. ··.~ .. In arder,tQ,st~am]jne"the, Pl'9e:¢.d1u~· and ~q.fi!~;:~~t~prcpE 

~.,a.re' .. m1ntaipecl,:"by'x in;)l~t~g~~~:JJl#ih~1.t .~~.~~:'~ . 

·T1'easmY~: the. fOllowing:~geaents ..w1U ,be,. !p~. t.~ '~.J ~l~'l:": 
DevclopnEnt Projects including those with.:externa.l· a.i.d ,1"1"ITW'\nn~n+Q 

with e;ftect, fran 1st OCtober •. 1981•. 

. , .' c' •••~; .;. 

mmw, AID AGREa1ENl'S, 

'!be external 'Aid Depa.rt:mmt at the Treasury Will ensuretbat d.' 
.' 0' ", 

copy at any signed Exteri1~Aid Agreen:ent is sent ~~ ~be. folla.ving:

(1)'. ,... Budgetai-y, :SuPPly;'De~1 

.. '(Estimates SectiOI .. . 
'.'_'~~'" .1 -•.••• ', •• I,;;·.;.J·•..: •.,:., 

External Aid Dc:pa.x'bIen 
; 'CD1sbUtsamnt 'Uirl-t) , 

&~ca.J. ana .r,x:mel;~ AJ:~~, pepa.rtzren1= 
.0 •• ' '. .. •• ' •• 

(Debt ~~t, U~t) . _.: -' '. . .. 

AccOunts: Controller,· 

. '; 

: (b),. +ai>lerentipg Ministries ..-" - . - ... . . - . . 

~ .. (cy:.. ·Attorney General's QlBlrbe
 

;' fa) I t l.eent~ai :Banit :ol'Kenva:
 

(e) 14Ulistry ot, Econanic Planning and Developrrent ..
-

' 

3.' roUD" UP ACI'rO 

(a) EXternal Aid Depa.rt:xoont will liaise with ~Q.e E~eta 
• •• • •• • • • I. ~ 

SUpply Department at the Estimates \10rld:ng Group sta 

'to ensure that ,new,deve.lopmnt"projects likely tQ ". " 

attract, exterrJB.Laid funding are, included in the" ... :.: 
, , , 

Progrrunre ,Review ,and .Fotaa..-a.B~dget .anet (uln.uaJ ~.! v.,tI 

Development Estimates. 
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(b)	 Wpistries \ViIi caJPl.ete 1n ;quadrUplicate. Form:·~t·Ar·(samp1e attache . .. .... ',-.' 
for all on-going· projects. Qa,:tiP.g;~:~.~~',.3 i~L~·~t1 ve." . .' . ., _.0.· . 
information on each project CClIm30cect before July 1977. IIIJSt bL 

placed on ·the Fenn, on ,tile first. liJie 
" 
~d (·Jllmnjative,'·inf~:rma.tiOIl.'. .. . .. ., ... 

:I.~. each suCceeding"ye~' should: the~,·be':~9D~,the',f~; 

and wi'th effect fran 1st OCtober:l981,the '~Om1a.tioo will be.	 . .' " . .. 
~rded'on 'mnnth'u'~~Q;O 

copies ot coopleted ,:torm 'A' ~ould be sul:mi.tted to EXternal 

Aid Dep~t and Ministry of Econanic p~ and DeveloIXD31 
• . ". ~", ".,. .'1; •....• :~. ,0 ~ ,~_~. :0: ,0,' •.• 

(PAW) who' will ,open and naintain' registerS"of ill'develolY"Pn+ 

nroi~1 

PBCCEDURE IDR DRAWING FUNDS FEOM 'IUE EXaImUffi 

(a)	 Application for Requisition of Funds tonn ,'B,' will, be cazpleted 
•	 • • • • .'~ ",' '0 • i, :. " .. ~ . 

in quadruplicate by the.,iiIplemen1:ing Mi¢.stl'y fraIi Co1cmn (1) 
.. , ... ,. '0 1•• J 00 ........ .• J .... 0' .,. •
 

to (15) and 3 cop~es sul::mitted. to' the T.reasurv {Ac.!'~urd:s ControllE 

(b)	 CAl receipt OJ: me aPPllcat10n fanrs.:the Accounts Controller ..-:ill ' 
'.	 0. .' •. , •••••" .t., I .....' ~'.' ~ 

forward 2 copies to the EXternal Aid Depa.rt:nEnt :for cazplet~on of . .'. .. r,· .,: .' .. .- . '.','~ 

Q:Uum (16) to' (17)a.nd sigDfng cf'-the ~relevant 'certificate 
.	 . ' . • I ' I ,." . 

~fore passing b6th'\~p1es' of-the·'aPplica.t1on to the, Budgetary 

SUpply Depa.rtm'3nt for approval· or,.~th~se ~'~ 

(c)	 Q1 approval the Budget&.ry Supply Departn2nt will return both 
ot • r' 0.'	 .; '. • 0' • '.. ~" "I • I. I 

copies ot the application to the Accounts"COntroller far final 

processing. Release af fWlds ..tor; anY"donor~aided,project, JIill.0 .... . . . 

depend on the Ministry providin~" '~''''t~ ,.~~e .~~~~nIr~ th~ 
Treasury on re-i.n:burseuED.t chlim:::' ~~i1"l~i- +~...+ n-;..;"....... ' . 

(d)	 'lhe accounts controller will'retain One copy of th~- 8.ppii~tion 

and retUl'n the 'other copy together with Treasury orde~ for' 
. ••	 ". .'. 0", , . 

release of funds to the External Aid Depar1Jrent' foi- earoletion 
., .	 . '. . 
'Of 'Form 'A' 

(e)	 External Aid Department, will ·pro:vi.qe data.-on~:rm '.'A' on 
~ihlY bas~ to Ministry of·;'Econ~~:Planni.nl?,.andDaveloment 

• • •	 I ., • 

M1a will use it for uo-'datin~',its. rem ~tr.-', 



the expenditure required'to implemen~,the programmes 
within votes and sub-vo,tea., The ~stimateis must be 

based on a costing o~ the work programmes for the'. ., 
period, but trends of,past expendi~ure may be given 
as additional Justification. 'It"is most important that 

the Forward Budget should be bas,ed on a 'work programme 

which should indicate what is planned to be ach1eved 
vi thin the .framework goiven by the Forward Budget. The 

Pro~amme,Brief will include a brief description of the 

york programme for tho poriod. Tho Development Plan wil. 

give the baBe ~or identifying the work ~rogramme, but 
it is most important that this exercis~ does not consiat 

of simply copying the programme in the, Development Plan. 

'A major part of the exercise will be to r6viev the 
programme in the Plan both in relation to newin£ormatiot 
on costs and benefits, and' in relation to the revised 

economic gUidelines. 
9. The Drat' _ - ... m::r ... l.lrrenl: .trodget, will be submitted 

~orm A comprising the following three'tablesl
a) gross expenditure-by ,head .. 'with·l!Iub_~n+a'. 10.•• 

'sub-vote. 
b) gross Appropriation in Aid bv head vi+'h •••10.. 

totaxs by sub-vote. 
, c)	 Net expendi ture by sub-vote. ' The Forward Budget 

will include foracasts for' a1'l exnendi +n.... 

covered by the'vote. 

to. A mQre detailed ,explanation is required .fo~ heads
 

which have gross expenditure above K£500,OOO in any

'.	 . . ... . 

of the ~inancialyears'coveredor for,which a growth
 
~ate in grosse~penditure of ,~ or more is proposed .for'
 

1982/83_ The explanatio~ will 'be given by completing'
 

torm B. Form B contains two parts, the first, being
 
a 'specification 0'£ estimates by group or items '~d the
 

aecond being remarks and programme r~view~ Under
 
·R~marks" special' explanati'on~ may be:" give~ but' the
 

. :. . 
primary purpose is to get information regarding what
 
output i~ planned to be produced for the funds proposed
 

and the quantity of the output. A syster 'reco~ding
 

"1')
: ",' 

~ 



o~tputs trom· heads ,and sub-heads: will... enable. the M:Lnistry
 

to. have Jqore· .•ff'icient ,control· of their organizational UIU
 

and the summary of ~lan fi~s::w1ll. help the' Treasury', and
I 

P1.anning in evaluation of.. one .pz::ogramme aga:Lnst anot~e~•. ,
 

The establishment, ot plan figures. tor.·, .output. 'vill..be' time
 

conaum1.ng an~ M1nis~t:'i.s ,"'i'11. only 'be~able to,estab.li'sh.a
 

rewat a time •. The .agnual programme review.will be. the
 

oocasion to lPubmit .. Guch pla~ :figures to, the ..Treasury•. ,
 

The Programme Revi.el( should also incl,ucle the ..following.
 

~l.mentl!Jl-

a) ./ the. objectives set :for.~th~ activities. of
 
, , 

the .heael, .. and.a statement ot .the aeeel tc 

which tbe activiti~. are addressed. 

b) evaluation ot realized and pl~ed outpute 

.in relation~to the stated.obJectivea, 

'c) . eV~lua.tion of actualand·planned.cocsta in 

relation ~o the outputs. 

Addi tional .aheeta may ~e' added to the :.torm if 

11. The Draft Forwara ·uevaxOFmen~ tlUago~ ,~~~ oe
 

submitted on formA, in the same manner as th~.~aft Forwar
 

Reourrent Budget, bYI
" ..... " . 

a) gross expenditure by sub-vote and head 
". .," .' '.~ .l,' ..... 

b) appropriations in Aid by aub-vote and head 
I • '. .. ",' • • 

a) net expenditure by Su?-~otel 
I •••• to' '. • " • 

12. To be ~~le to identity the development projects and 
I .~, ~ '. • • 

programmes v~.ch ought to be given priority.for detailed 
• • I • •••• • I, I' • •.1 ...'. .. . .. ' '. 

planning and clesign." it. ,is n~.cessa;ry to ~v:e' a. specification 
. . ..'. . '. ...... '.' . 

o~ all investment projects and programmes for the plan period 
• I, '. •• ... .' , • :. '. • • 

by head, aub-head and i~em. This will be given on .form C . . .., ,' ....,:., '. 

which also includes columna for external finances, the 
c1fftails 0'£ 'which must be giveri'i:n: ·full •. 'i~' "this ~~nnection, . .. .:. . ' . 

. it ehould b~' noted t'hat most maj'or proj'ect's '~ill '~lready ha';. 

been identified in "t'he Developm'~ntpian:'a~d -buiidi'n-g 'and' : 
.' . ..,..., I" •.•. ' ,.' 

cODstruction proJeot'" due to start in 1982/83 will have beau 
'. " ..,,' .,;, , ,... '.. . :.' .; ." " , 

.peoified in accordance with the current requirement £or .'. 
I .' '.' '. , •.. , • ~ •• ; , ~ I '. • I . • '., 

'Aocounting Officers to submit their building and con~truction 
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reqU1rement· to. the' Ministz:y of Works I. a:t l~~at ,..twelve 

months before the beginning of th~financial yoar in. 

which work is to commence on site. (Refer :to.Treasury 

Circular No. 50f 7th Mar, 1974 on Government. Buildingl!J 

Programme). The Ministry of' Works will participate in . . " . . 
all discussions .relating to bUildings and construotion 

programmes for the period 1981/82 - 1984/85. 
13. No project should be included with a foreign aid 

expectation which. is not within the availability figure 

which will b~ sent to you later as table IIZ to this 

circular. Any queries regarding commi tmen'cs and' accural 

of ths availability figures, should be taken up w~th 

the' External Aid des~ o:f..f~cer ~ '<'through' the. supply 

of':ficer concerned}. 80 as to bring the Minis~ry and the 

Treasury records :Ln line •. Every.' endeavour..',should be... - . 
made to use all availabl'e' grants: and conces8i~nary loans 

and where this cannot be .done , an explanation and the .' 

reasons must' be given. .Desirable ~projeQts, .. which can. 

be undertaken. only: ·if..exterrial·.finance. was. av~lable 

.can 'be indicated as .a-separate. grr,up :headed accordingly" 

so that the External Aid Department· should endeavour. in.' . . 
consultation'with the. donors to·.either, divert any. unus'edJ . .", 

uDusable funds .from .other, projects. or to ~ecure.new· 

finance. The objective of this1a to.. achieve .. optimum 

balance between. tb~ extarnal aid availabilitv.and·the.
'.

H1nistrY's.absorptive capacity. 

1.4. Detailed Pla'nning of Development Projects 

Besides getting a revisedbaae 'f~r' deciding.. on 

priorities and~ ceilings ·~or ..the 198~/8J estimates', thl 

objectives of' revising' the Forward BUdget·is to identj 

the development projects and new·progracmes which ougl. . .- ..._'. _ .. ,..... .. ..... . .•... -. '. .~ 

to be given p~iority .t'or detailed.'planning.and design. 

[t is therefore impor'~ant ~hat the. special' procedure: 

E'or project planning .and design is !'ollowed .for all... 
• t •• 

lew projects included on form C o£ the~orwar~ Development 

~udget. '. The instructi.;ms gi.ven. below. apply to .the :f'ollowil'l . . . 
leyelopment projects and' programme~ prop~5alB: 



a) ~.ctivities for which no financial praY1sions 
are included at present in. the main ADDual 
Estimates, ,they are new in·the'sense that 

a financial provision for I theil'" implementatiol: 
i.,an addition to ,the requi~ement or tht 

operating Ministry, as 'currently approved by 

the Treasury,'and 

b) .. ~he ongoing project and programme activities' 

which require ari expansion or "variation of 

contract in the project cost previously, 

agreed with the Treasury and a project 01 

programme which it ' is proposed to ez-tenc 

the term of years previously'agreed by the 

Treasury. 
15. Any new development project or new progr~Q" 

proposal involving a total expenditure .~f £100.000 

o~ the Development Estimates or an annual·expenditure 

OD the Recurrent Estimates of more than £109,009 

ahould be accompanied by'a supporting brief.' The 

supporting brief should at the minimUID contain' the 

following, 

a)	 '=i~a~emen~ or 'the neeC1 or problem or· 

opportunity to which the project or 

programme is addresse~. 

b)	 Brief description of related projects or . 
programmes. 

c) State~ent o~ ..~h~ c~paci ty ..of tll~" project 

and the planned changes in outputs or. 
"	 , 

,benefits o~ the programmes· produced b) 

the project. 

16.	 Estimates Working Groups 

The Dra~t Forward Budgets will· be: 'reviewed anc 
processed by Estimates Working Groups, which vill 

,include	 officers from the, Treasury, .. the Ministry of" 
Economic Planning and Development. and the operating 
Ministries. The Estimates W~rking Groups, whose compoa1tiQ 

vill be no~ified later and form Appendix, I of this circulaz 
,	 , 

vill ~ave particular responl!libilit!es for the following:
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a) revJ.s,. .tne Eatimates -ror 1981,/82' to· reflect,,\II 

expenditure 'adjustments .requ1~ed ~or,onani~g 

proJecta and programmes~ 

b)	 to prepare preliminar.y 1982/83 ,Estimates 'within 
the ceilings which wi11 be ahown in Tables I 

and II. These should retlect the following J

(i) requirement tor on~oiD. Drftt.~~. a_~ 

.procrammes. 
(11)	 requirement tor new proJects and programmesi 

(iii)	 car.tul.art1~ulat1onot Recurrent and 

Development Expenditure. 
c)	 to consider and approve proposals for ,new' 

projects and programmes."and·lIIaJor moditications 

~t eXi~~ing ones to' be initiated in the 
1982/83, '1983/84 and 1984/85 budget'years. and' 
(i)	 ~o 'apprc;»ve projects 'for, discussion by the 

.. . ,.. .. .... , .'
 
Ex~ernal Aid Department with.external aid
 
.	 . .." . . ..... .'.' . 

agen~.~es •.. (The External, Aid nep.artment 
will, not, process proposals that do not. . .	 ... .'. . 

have	 the prior approval of the relevant 
•• to.	 • • 

Estimates Working ~roup~). 

(11)	 toappr~v~ proJect.pr~po.~~s. r~r preliminary 
planning by the Mi~stry.~f ~or~•• , (The 
Ministry of Works vill not proae.. proposals. ..0 .' . . . 

that,do,not have. ~he p~ior,approval of the 
r~levant Estimates ~ork1ng GrouDs\

!!otoral Planning Groups 

The.Sectoral Plan~~ng GrQ~~s~ vhoee compoait~on 

rill be notitied later and form Appencix II ot this ,circular,. ... .' 

vill have partiCUlar responsibilities.tor the. tol1~wingl-
..	 ". - .. 

• "	 ,to ensure that the bUdgets for the three. .... . ...... . .. 

toz:ward years are conei.atent vith each.:. 
other and retlect the 'pattarn. ot developmen1 

. .	 ..~ 

established in the Development Plan. 
o '. • ... ' ... 

b)	 to eneure over the three forward budget years 
that tho articulation of Recurrent and Development 
expenditure 18 improved as'rapidly ad possible. 
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,q);	 'j;p~ idel1tif'r~ 1'1.e,., prpjec't~,.".J1~, pr,9gramal~S, 

.and, modific,ations of, 8:'Ci,sting, ones which,.. .	 ... 
,should be considered 

, 

for 
' 

inclusi,on in t~e 

neAt Development Plan. 

d} to monitor progress in implementing ongoing. 
, ",	 projects and programmes particularly, in terms 

of econom:ic, and social criteria., such as, 

output performance. effici&ucy and basic needs 

18. This division of responsib~lities'is intende~ to 

distribute the,burden of wor~~ in rational manner. not 

to divide the exerci&e into two~ependent partse ,The 

common membership, of .Esti~ate" WorJ4ng,~Groups" and 

Se~tora,l, ,Planning Groups, ~~ould ens~e, ~hat, f.f);",ward ',' ~ 

bUdgeting is an, in,tegrate~:l;and common., ende.~vour,.:: 'j 

19. ~me Schedu1e :for Submission of'Draft Proposa1s 

a)' To enabl,,1 fulles't conaiderati'o'n rbeing given 
.	 .. .." 

to' the' draft proposals,' i't· is'necessary tor 

.the' Ministries' to . 8ubmi to', 'their' prcpo'sals as 

s'oon'as 'possible, but NOT~LATER THAN"1Sth 

SEPTEMBER~ 1981';" :It i8~limperative" that this' 

date is strictlY"adher~d'~t'o/' to' a~~i'd hurried 
.. , 

• • of' • ",. • ,....... ,


consideration' of-the p~opoeals:which'might' 
. ·1' . .•• • f.e : • -,

affect·the'Ministries interest·adver~e1y. No 
deviation from this dat'e":w'i'll"'be' ~11owed un1es~ 

prior written'authority~quoting'a:r~Viseddate 

vi1i 'have:'be'e~ obtained frorh the' Tre~sury. 
• r ." •• '" ., ••, .... ,.~

b)	 It is strongly ,suggested-that ,·the relevant· :..,-'; 

Supply' Officer' b(t kept i~f~rmeld' a~d: his' views' : 

~sought for: 8.11 "queries';' cia~ificati~n~.a'tc ~ ,;' ~: 

in 'order 'to minimize 'any:wastefu1effo~ts"i .,";. 

" .£	 .• -'. .' ....; !. . ~ I • ~ ,, 

either.in the Ministries during the'preparatioI 
.	 . ... . .... . .. ~. . . . 

Qf.the'budgets or' subsequently in'their'consid.: 

'in~' the' Tr~asurY.:·;'Any::iar:i.:ri,~a.tio~s'with" regal 

to thi,s Circuiar" should' a1 so be sought': f~om thE 
;Suppiy Offic'er{co~cerned.·L,t ~nv. ,. 'W·.;';." ,;; ~, 

',: ""~. 1,i7"14ULE) 

PERMANENT SECRETARY TO THE TREASURY 
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DETAILS OF DRAFT FORWARD RECURRENT BUDGET 

Vote 

Sub-vot"e 

B••d' 

-
. Pe4rsonne1 Costa 

-.'. 
,~- Other Recurrent Costa 100-199
 

... ~"
 

Eq~paJent 

Madntenance 

:: TraDsf'era. Interesta 

- " 

GROSS EXPENDITURE 

: Appropriations-in-Aid 

., 
~ ,•• ,1' NET EXPENDITURE . 

-
REMARKS AND PROGRAMME REVIEW. 

, 

Group of' 
Item 

, 

000.099 

· , 

200-249 

2,Q..299 

300-.399 

'J . 
:l981/8~ .1982/83 
I 

: 

, 
j .. 
; 

. 
. . 

, " 
, 

, 

1983/84 1984/85 

I 

: , 

. 

; 

I 

. , 

· 

, . 
, 
I. . 
I 

I : 

~ 

. 

., · • 

,~ 

1 



1'01"1I C·DETAl:LS OP DRAFT FORWARD DEVELOPMENT BUDGET 

1981/82 - 1984/85 X£lonn t 

." 
lIS TITLE 
CI:z: II 
I II 

.0 .fI 
:2 H 

EXTERNAL i':lNANCES 
.. 

. " 

Estimate&! Forecast&! Forecasts ForecBe..t s Estimates Forttcas'ta Forecasts 
,

1981/S2"1981/82 1982/83 1983/84 :" 1982/8]1984/8.5 1983/S4 
: . "(I] -. -

Source of'Forecasts 
~xterna1 

1984/S' Finance 
I 

) '. . 



" :~. ~PPENDlr III 
, I 

CRUCIAL DATES IN ESTIMATES~PROCEDURES "
 
- .i .::;...: Ii"
 

Target Detus A l
- :PRDGRAMME REVIEW AND
 

r . "FORWARD BUDGET 
_.__ ....~._-:- .._... - .--,_.._..--- . ----,"-'-'-' '-~-'J.. I 
10th July. 1981 1.	 Dlsp~tch Of IreaBury plrculsl' to .. 

Hin~~trle~~ ~ I I . ~ 
~ ...~ ~;,	 0 

15th' ~eptember, 1981 2. SUbm1asio~ o~ 5 ~oPler 0' Drsft: 
.._._.._~. __._.....•....• ._.....__-P.rcposals.. tD.. -T~easury, and 5 cop~ea 

:0 E~onom1c Planning.; 
• - • •• '0. '.' .' ••: . '., I' •i ....... ,:;. , I' I
 

"6~n september, 	 , "'. ~ r .. : . 
,15th Novembsr, 1981 .3.' .	 Examinat10n 'P'l proposals !by Estimates 

Work~ng G~oups;a~d SUbm1~s1on to ; ; 
Chairman, ·8uugetary P~oc~durea Grou~ 

~.. .• .-.......-.~, ..- ',. - - ., -	 .-.. ,-,. _··_--..-.-·t·.. " .
 
. . I :t.-"	 . 

3Dth Novemb·er, 1981 It •. F1nallsat10n.'0' "inane1a1 ceilings
 
'01' '982/83 .esti~ates; by .Budgetary

Procedures:. Group; ·l. -; ., .'. 

. ". ........•.- I..
 
~	 t "., I r 

·~ath·December, 1981 5.	 SUbm~ssion, of Cabinet~ Paper on 
-~_ ~ ..__.:" .. - - ..-.~ _ _. Estimat es-Ce~l~ng.a byl Tr essury. 

: ...~ i I:; 
8. ~ ·DRAFT..... ESTIMATES ;,
 '. 

(1) Expenditure Estimates 
. . .:.. :: I I 

.'Sth .. December, 1961.. _...... 1.•........Dispatch. of -Tr~etsurv pircular t·o
 
. . .' Mini~trie8.:' I. I' I
 

. . . I. ':.~. ~~ !,	 . _ ~ 
~5th Februarv, 1982 2.	 Submission"of Oraft Estimstes to·
 

Treasury. '.~. '.' I; i
J" 

. " '::' ~ I . . I• I .., ,,: • • ~,	 , 
.1f:th february, 1982.. - ......3•..... Submiss1on -o'f'~ propoaa:\s' ~v ESiiJ.ma ... el
 
3~8t·Mal'ch, 1982 Working Gro~ps:to th~ Director,
 

. 8udg~tary .$u.PP}Y D,epa~~m~~t ~
 

. (2) j Rev~~u~~ ~gti~at~s :I 
...	 I 

• ,I .' I .:. ". ! Ii.
 
'5th December, 1961 1. Dispatch af Treasury Firqular to
 
--.---- ".-"'-' .•.- ... _····.._·~-----··Min'1s·triea·;-7· i 1; 

.. ! ~I' :.: fl"! 
15th February, 1982 2.	 SubmiBsion~o' Revenue; Eatlmetee tc
 

the Treas~.~y.~ j !;:
 
: ",'~'. f ,-:. . 

16th February, 1982 - 3. Examlnaticn and submission of revenL 
31st Msrch,'-1962 . -_.. ·_·_·_-.~-:--propasals ·b-y·...E~t1mstes Work1ng Grou~ 

. to the D1rectc~, Budgetary Supply 
Depa~.tmen:t.~: I I 

.. 1- .I! .. '':'' rI 

C. !.REVISED ESTIMATES 

1~tieptembe'r;" 1961"" ····1:--_·Dl~p·~t·~h···~·f.··T~~ssury Circular to 
Min·i atr1 es. :.~...I ,I. 

:
; 

. f' ,,, 

30th Octobsr, 1981 2.	 SUbmission of ~~opogals to Tresaury. 
- __ - J-_ •• • • __ •••. --. --.,.....- ~ .-- .-: ... ~ :.~.... -_ ••. _-: •. --,.'- - OJ ._', 

1st November, ..1961 -. O ~.5ubm1B::liOn. of. propo.se·la~~by Estimates 
15th Januarv, 1962 Working Graup~ to the Director, 
.._.. . ...... .._..... .... " ...._.. BUdg~tar.y ..Supply oepa~.!~ent. 



ANN E X: V 

TREASURY CIRCULAR NO. 6
 

EXTERNALLY AIDED DEVELOPMENT PROJECT
 



.m'ERNAILY AIDm DE'VEI..OP1m.'T ~
 

PROCED~ }oR DRAWING Ft1NI:S AND CLAIMlEG REIlEtffiSEMEN
 

1. 'lbe f1nane1ng of the DeveloIXJElt ~aet for. the Fiscal Year . . . . . 
19~/82. which stands at K£.281.84 ,million,will rely heavil}' on 

the utilization of External Aid revenue,.frau var;1ous sources. 

Inr.111d.ed in the Budget for t1,1is purpose is a. total' sum of 

Kt".::.ae.~7 million carpr;Sing ext~:"":l:U. loan.~ and arants. Of 

this anount a sum of K£.96.37 million is 'reflected in the 
. .' . . 

1IIpl.eaEnti~ Ministri~ Votes against speCific projects, v;hlJ.e
 

thE' bala.uce of K£.70.5 million conSists of Miscellaneous revenue
 
, , 

initially ctming in as balance of payments support ~d later. to , 

be reflected in the Budget as"counterPart funds~ 'It ca."1 therefore 
. . ------ . 

be' ~een truit' the succeSs of our financing the 1981/82 J?eveiopment, 

Budget will very Dllch depen~ on our' a:bility to inplement externall 

-aided ~'elopnsnt projects pranptly and submit reini:mrsarent claim 

to donors in a regular manner during the, financtal year.. " 

2. J\ttached to, this Circular is Schedule I, which shows the 

total aIOOWlt of external aid funds included ill your Develcptii:nt 

Vote agUnct va::-ious proje~ts. 'nlis SChedule h:lS been propared 

to bring to your a.ttention the asoount' of ,eA'"temal revenue which 

your Ministry must claim fran donors through the Treasury, if the 

affected projects, ~e to be iJrplem:mted and financed duril1fI the 

financial yeai:' without placing' an e>..'tra burden on the Exch.:.:.quer,
'1· . 

'Ille co-operation of all Accounting Officers. will parti,cul~l·J.Y be 

IlDre r.equired during tMs financial year thall ever before i:E WA . 

, are ,~q ~'eaIh:e ,Lr~t: total E.\.1:el'n:l1 ~\id revenue :-:ib:-",'Il in the 

Schedule. 



3. Each AccoUD~ing Offi~ .is, he~ appointed to personally take 

respoas1bility 'for ensuring. that the mDJUDts of Elct:ero3.l Aid revenlJ . .	 ..... .'" 

re.ne<:ted ,in Schedule I',of .this CircUlar.,' and as &:ttailed by' ,: . 
. . -.. . ... 

P1"9jects in the Printe4 J;Jevelopment Est1mtes, will. be ~la.:lJmd 
. . '. '. . . 
~y fran ~ relevant' donors witb1n the FinaDCiaJ Year 1981/82,

I	 " " 

as various .stages of inplementat10n of t.bese projects are caJPleted. 

Bev1sed proOOdUres for' disblU'SE?IOOnt of funds :fi.an:the Exchequer and . .' .	 .. .'. 
c1P1grtng of roiabursements frau donors are attached to this· Circu1aJ . .' '. . . 
as Appendix' 'A' and should be introthlced irrnpctiately' for iuprovamn1
'aDd better' ~.t10n:·, ' , 

4.	 ''!he extent· of the low :Level or re1JIDursemaJ1t· of'External Aid' 

revenue csn be ,s~ fran ·th~ fOll~g statistical :1nf~rma.t1on for' 
the five years fran 1976/77:~' '.' , ' , 

Burlgeted EKternal Actual Extemal '$ 
Year R..oceipts Receipts teceivc. 

,:K£ K£ 

1976/77 5O~ 987 ,519, 41,260,421 81 
1..Cl77/78 58,153,341 ·35,844,060 62 
1978/79 56,760,952 51,684,373 91' 

1979/80 69,523',685 42.498~855 61 

19,80/81 63,983,570 58,242,099 91-
299,409,067 !29,529 ,80S 77 

It can be seen frau th~ above ,f~gures tbat o~ the p~t five year~ 

we have only drawn 77% of the amJunts available ·for reintlU-;'r5enent ~ .	 .
 
Failure 

' 

to claim reimburseaent prClIPt1y has the adverse effect of:· 
,	 . 

(a)	 increasing the deficit in tile Developzent Budget 

and consequently i.np:)sing l:imitatiocs on the 

. finances available for other developnant projects, 

(b)	 increasing th~ bal~ce of ~yroonts deficit by forc~g 

us to draw on our reserves \\'hen foreign exchange is 

available fran external sources. 

5. '!be mjor prob1e::rrs .which inhibit regular aud t:i.nely reirrbul"sem:nts 

fran a-temal denOI'S have been identified as follows:

(a) Projected external aid during a particular year may, be ( 

i.::~'(,;.!'-;:;'~~~~~:,-: :.;:.~u l:1:.j' f~'.J:; ';;::;.;•• :.:: .!,t;l::l.l:ed to the c.ap:::..city ~\.D'":::;;l 

of the Ministrv to inmlement the oro.iects. 



(b)	 The nnjoti:!:y of donors m:ilte ita conditioD that, we !l11St 

utilize' our local ,funds first and then sUbmit cla.i.nE for 
,. .. •• ' .. " ." •• "," ,. • '0' • .0 '. .' " 

:rei.mJ~~~nt •. I~ the ~sence ?~' ~ng.,inceptives ,?r ~. 

sancticms, ,:i.mP~em:mti.ljg,MiniS~ries ~~nd. f0'?ll, fupds, b'.l~ 

,invari,n;blY,' ~~;L tp prov:Lde ' the ;reei~d ~~t~.i" : . 

eVidence to tlie Treasury,'to support re~eJmnt cl~ 

,~ the donors. 

(c	 :-bre often than not I inpJ.eirenting MinistrIes fail to' , 
• :, •	 • 1'0. ,'; 0t. : • . ' : .' ~ '. • ;. : ... 0. .., 

adhere to 'the tendering and prpcureuent procedure::: set . .... '; . "" . .'.' ",' . 

out in-the :various Loa.itiCredit 'A~ilts_ 

,(d), ':'Ihere' ~ g~neraJ.· wealmess' in financi~' DDnitoring of~': 

~ng,'and external aid rei.zItjursem:!nt on' each oroject, ,. 
Sane dql}~rs. ,s!3t .. str~ngeI1:'t: conditions which, they insis~. 

DiJS1;.~ ,fulfilled ,bef~r~"~end.t_·call ~fY for " 
'. t, 

,reimbursaoont • 

(f)	 Sare dom::)r.:; may' be sIaN to reimburse even aft2r c.onditi.oD.! 
"	 , 

for rei.ntlursert2nt have been. fulfilled~ 

6. There is, therefore, urgent need, to institute ramdial n:easures 
, '	 , 

which should pe applied strictly' in order to contain the' situation.
 

~pendix 'At, whi~ is attnched to this Circ~, setS 'out ~rocedur€
 

which lWSt be folloo'ed strictl~ by' all ~lam~ting Ministries in
 

r~pect of reimburserrent and dis~iJrsarent of' Developnsnt Revenue.
 

'!bese procedures must be introduced inmediately to ensUre thp'
 

sPeec1j' in{.llarentaticn of :.develo~~t'pZ:Ojects: and J:he prompt'
 

re~l~sment of Ex.ternal Aid revenue" Accounting Ofiicers are
 

requested to strenbrthen and improve their respective Accounts Units
 

to ensure efficiency and effectiveness in the monitoring of
 

expenditure and external aid reirrbursement on ~ach project. It
 

should he stressed that funds drawn frcro the Exchc-quel' for a 

specific develop:-:Y:.mt p~ject should be utilized to finance that 

particul=1.L project only and 1I11lSt not 00 eliverted to finance . . ..	 . 
expenditur'e all anv other nro'iect, 
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(c)	 that have nil or the smaliest proportion of foreign 
aid committed to them 

(d)'	 that al'e partially financed by highest cost sources of 
foreign aid 

(e)	 that have the highest proportion of,locally financed 
, , , 

foreign exchange cost 

(f)	 that have the highest proportion of local contribution 
,	 . 

since domestic funds are limited. 

'~nese criteria must be considered together in making recommendations 

on whiqh pr~jects, if ,any, should be delayed. .HO\:ever, if a 
Ministry proposes' to cancel or postpone a development project, only 

the local cost of the project may be considered for transfer to 
another programme. 

NEW PROJECTS 
15. New developmen~ proJects will not be considered for inclusion 
in the bUdget unless:

(a).	 the projects have been approved by the Estimates Working 
Groups and 

(b) , all 011 going prOJ8Cl;S, proper.ly cos'tea, ao not exhaust 
, .... the development ceiling for the Vote or 

(C)	 an explicit and convincing case is made for delayin~ on 

going projects. 

In the latter case, the greater availability of grants and/or 
concessionary aid for the new projects as compared with the delayed 

projects will be an important factor in the consideration. Provision 
for new bUilding projects will be included in the 1982/83 Dratt 
estimates only if the Ministry of Works will 'confirm that construction 

of the projects will be started during the first half of 1982/83 

financial year. 

ESTABLISHMENT 

16. No provision will be included in the printed estimates for 

1982/83 in respect of Temporary Clerical Assistance and Works Paid 
Statt as these will have been re-deployed elsewhere after completic~ 

of the temporary programmes tor which they had been engaged. Urgent 

statf needs should be met by the re-assignment ot personnel trom 

less essential duties to crucial and essential services, projects 



(c)	 that have nil or the smaliest proportion ot toreign 
aid committed to them 

'(d)	 that are partially tinanced by hi~hest cost sources c 

foreign aid 

(e)' ~na~ nave the highest proportion of locally tinanced 

e cost 

,(f)	 that have the highest proportion of local contributio 
since domestic funds aI'e limited. 

These cr~~eria must' be considered together in making recommendations
 

on whi~h projects J it any J should be delayed. .However, it a
 
Ministry proposes' to cancel or postpone a development project, only
 

the local cost ot ~he project may be considered tor transfer to
 
another programme.
 

NEW PROJECTS ' 

15. New development projects will not be considered tor inclnsion
 
in the budget unless:

(a)	 the projects have been approved by the Estimates Working 
Groups and 

(b)	 all on going projects, properly costed, do not exhaust 
, the development ceiling to!' the Vote or 

(C)	 an explicit and convincing case is made tor delayin~ on 

going projects. 

In the latter case, the greater availability of grants and/or
 
concessionary aid for the new projects as cocpared with the delayed
 

,projects will be an important factor in the consideration. Provision 
for new bUilding projects will be included in the 1982/83 Draft 

estimates only it the Ministry of Works will confirm that construction 

ot the projects will ~e started during the first halt ot 1982/83 • 

financial year. 

ESTABLISHMENT 

16. No provision will be included in the printed estimates tor
 

1982/83 in respect of Temporary Clerical Assistance and Works Paid
 
Staft as these will have been re-deployed elsewhere atter completion
 

of the temporary progra~~es tor which they had been engaged. Urgent
 
{I

stat! needs should be met by the re-assignrnent ot personnel from J.,\-D 
I 

less essential duties to crucial and essential services, projects \ 



and progranunes. -Since there are areas in many ~Iinis~ries where 

perso"nnel: ~vaiiable, can if properly deployed,' achieve higher 

'"level- of production " financial provision for 'addi tional posts 

will only be available in very exceptional cases. Where staff 

changes are essential, all proposals involving an increase in the 
number -or the regrading di":est'ablished posts should tirst be 

'I '. . '. '.' . 

cleared with the Directorate of Personnel ~anagement in the normal 

way. This means that the approval should be obtained in advance 
• I • •• 

of the date by which Draft Estimates are submitted to the Treasury 
I\ny new proposals (whi ch' i'~cl ude' ~ew 'posts 'and upgradings) which 

bave·been included in the Draft Estimates without prior sanction, 

Nill be deleted; .; In this connection, your attention is inviteo 

~o. the Directorate of Personnel Management's Personnel CirculaI 

io •. 2 of'14th September, 1978 and Personnel General Letter No. 

14 dated 10th November, 1981 whose provision will continue to· 

~pply during 1982/83. 

AID-FUNDED PROJECTS 

17. 'Ministries a~e reminded that, before any aid funded' 

projects are included in the 1982/83 Development Estimates, evidenq 

will have to'be produced from our External Aid Department to 

show that a fi~m agreement has been reached with the donor to 

support the projects, and that reimbursement will be effected 

during the !inancial year. Full details of such items should be 

given in the explanatory notes required under the 'External 

Receipts' column and the name of the donor country or . .
 
organisation should be shown in the' last column in part III or 

~he b~~eio~meni Estimat~s. ..Donor '~~untries should not be groupL_ 

together under one programme'. If there are various countries which 
........... /. t . I • '.. ...... •
 

are 'financing a certain project, separate items should be 
incltid'ect in the Development' Estimates' for each Foreign Aided 

• I • 

programme wi th separate accounting codes for each p~oj ect C011Jl.ug 

under the programme. Past experience has indicated the . ' 

necessity of doing this in order to enable Accounting Officer~ 

to produce audited accounts for donor countries which require 

them, particularly where a project has more than one donor. 

MINOR WORKS 

18: Financial provision may be made in development estimates 

to cover the cost of small Jobs which need urgent attention and 

whose cost, must not exceed £.5,000. However, before ~inistries 

include their bids in 



to have cleared the estimated costs of carrying out the minor 

works with the Ministry of Wor~s. For uniformity, the followin 
procedure shall be followed:  .~.~ : i . 

" ',1 -I •• ' ........ J.; ,' .. ~.I' 

)	 Provision 'should be included under Development 

Estimates of a Ministry under Sub-vote ~ General 

Administration-Head-Headquarters Administra~ioD 

Services-Item-400-Minor Works. No Provision will be 

allowed for inclusion in the Recurrent Estimates for 
'. a	 similar purpose. ., .....!,. 

:b)	 Ministry of Works technical services will continue to 
. .	 be utilised to carry out the minor jobs and Ministries 

will not make their own arrangements.' However, the 

Accounting Officers of the Ministry will be 

responsible for determining proprities as to which 

jobs on his list are to be done fir~t within any 

financial year. 

,,:_(c)	 Reallocation to or trom the provision for minor works 

will be strictly controlled by the Treasury . 

.' 

TIME	 SCHEDULE AND RESPONSIBILITY FOR SUBMISSION OF DRAFT' ESTIMATES 

19. Responsibility for the timely submission of the Estimates .
 
to the Treasury and for the accouracy of their details rests entirely 

with Accounting Officers personally. They should, therefore, issue 

such further directions as may be necessary to enable th~m properly 

to discharge this duty. As in the past Draft Estimates must be 

submitted to the Treasury under the signature of the Accounting 

Officer responsible for the particul~r Vote. 

20. In the past, 'some Accounting Officers have ,failed to submit 

their estimates and forward budget proposals by the due date despite 

the fact that the Treasury had stressed in its circulars the need 

to stick to the time schedules set. The effect of this omission has 

been to delay the finalisation of the whole estimates exercise. 

This unsatisfactnfy situation must he avoided. I therefore ask all 

Accounting Officers to co-operate in this regard. 



Bconomic Planning and the Treasury in the detailed discussions 
·on the Programme Review and Forward BUdget covering 1982/83 

financial year. For this reason, I expect that a period of not . . 
more than one month is quite adequate tor you to submit proposals 

of draft estimates for 1982/83 by 25th March, 1982. This exercise 
is deemed to be a continuation of, the forward bUdget discussions 

22. All Ministries and Departments are asked to note that
 
there will be no Supplementary Estimates tor either Recurrent 0:
 

Development spending during 1982/83. Any queries or problems
 

relating to this Circular should be directed in the first instal
 

to the Cha~rman of the estimates Working Group responsible for
 
a particular Vote.
 

rh\..o 
(n. M:-1mLE ) 

PERMANENT SECRETARY TO THE. TREASURY 

c.c.	 Provincial Commissioners,
 
Heads of Departments,
 
Director of Personnel Mana~pmAnt
 



Amflrl 1 - CEILINGS FOR DRAF~ ESTIMATES 1982/83 

v °T E S GROSS RRCURRENT 
ESTII1ATES 

GROSa:; DEVELOPI1ENT 
ESTIID.TES 

VOTE 
NO. 

Ministry/Department Approved 
19f11/R2 

Ceilings 
1982/B3 

Approved 
1981/82 

Ceilings 
1982/83 

1. Office of the President 

2. The State House 

;. Directorate of Personnel 
MBnagemE;nt 

4. Ministry of Forei~ Aff~irs 

5. Office of the Vice-Prp.sident 
and Ministry of Horne Aff~irs 

u 

48,346,09C 50,875,OOC 10.651,189 8,542,000

1,138,150 978,000 408,740 291,000 

4,031,152 4,155,000 560,310 .695,000 

9,468,370 9,128,000 372,560 280,000 

12,182,651 12,983,000 2,637,660 3,418,000 

6. Ministry of Economic Planning 
and Development . . I 

" 
2,322,210 2 , lJ.()O ,000 2,426,060 2,543,000 

7. Ministry of Finance 8,988,250 9,928,000 20,091,460 15,78~,000 

8. Department of Dp.f~nce 78,901,400 80,899,000 10,785,368 9,052,000 

9. Ministry of Livestock 
Development 11,7~3,214 14,257,000 10,977,342 10,262,000 

10. Ministry of Agriculture 23,765,~35 24,356,000 31 ,193,775 31,7~~,OOQ 

11. Ministry of Health 41,531,671 46,851,000 10,301,180 13,60g,000 

12. Minis~ry of Local Government 14,080,600 14,519,000 12,595,010 12,300,000 

13. Ministry of Works and 
Housine; 13,396,627 16,787,000 1~,147,000 13,451 ,000 

'14. Ministry of '".rranAport
Communications 

and 
37.664,700 39,900,000 58~077,393 67,317,000 

15. Ministry of Labour 3,839,538 3,999,000 1,006,090 952,000 

16. Ministry of Tourism and 
iJildlife 8,865,976 9.966,000 7,775,567 7,970,000 

17 MtnlRtry of Urban Development 
and Housi.n@: 

18. ~inistry of Culture and 
Social Services 7,422,001 7,829,000 5,304,110 9,910,000 

19. Ministry of Information 
and Broadcasting 5.503,500 5,896,000 ,,952,000 2,191 ,000 

20. Ministry of. \';ater Development 18,711,295 

i 
9,266,000 20,689,220 ;,066,nOO 



ANNEX 1 - CEILINGS FOR DRAFT BSTIMATES 1982/83
 

VOTES GROSS D2f"£LOPMENTGROSS RF.CURREUT 
ESTIMATESESTUU.TES 

Approved Ceilings ApprovedMinistry/Department Ceilings
1981/8219R1/A2 1982/8.3 1982/83 

1. Office of the President 48,346,090 50,875,OOC 10,651,189 8,542,000 

2.	 The State HOllse 

3.	 Directorate of PerDonnel 
ManagemE;nt 

4.	 Ministry of Foreign Affairs 

5.	 Office of the Vice-President 
and Ministry of Home Aff~irs 

6.	 Ministry of Economic Planning 
and Development 

7. Ministry of Finance 

,8. Department of Dp.f~nce 

9.	 Ministry of Livestock
 
Development
 

10.	 l1inistry of Agriculture 

11.	 Ministry of Health 

12.	 Ministry of Local Government 

13.	 Ministry of Works and 
Housine 

14.	 Ministry of Transport and 
Communications 

15.	 Ministry of Labour 

16.	 Ministry of Tourism and 
·..Iildlife 

17	 ~inlstry of Urban Development 
and Housin[l; 

18.	 Ministry of Culture and 
Social Services 

1,138,150 978,000 408,7L;.0 291,000 

4,031,152 4,155,000 560,310 .695,000 

.. 

9,468,370 9,128,000 372~560 280,000 

12,182,651 12,983,000 2,637,660 3,418,000 

.. ' 
,2,322,210 2,l~OO,OOO 2,l~26,060 2,543,000 
I 

'8,988,250 9,928,000 20,091,460 15,784,000 

78,901,40080,899,00010,785,368 9,052,000 

11,7~3.214 14,257,000 10,977,342 10,262,000 

23,765,435 24,356,000 31 ,193,775 3'1,714 ,000 

41,531,671 l;.6 ,85"j,000 10,301,180 13,608,000 

14,080,600 14,519,000 12,595,010·12,300,000 

13,396,627 16,787,000 13,147,000 1;,451,000 

37,664,700 39,900,000 58,077,393 67,317,000 

3,839,538 3,999,000 1,006,090 952,000 

8,865,976 9,966,000 7,775,667 7,978,000 

7,422,001 7,829,000 5,304,110 9,910,000 

19.	 Ministry of Information 
and Broadcasting 5.503,500 5,896,000 3,952,000 2,191,000 

20.	 Ministry of Water Development 8,711,295 9,266,C~O 20,689,220 ~3,066,OOO 

_.	 --l --J.. --L.. --L _ 



ANNEx 1 - CEILINGS FOR DRAFT ESTIMATES 1982/83
 

VOTES GROSS RECURRENT GROSS DEVELOPMENT 
ESTIMATES ESTHIATEc .' 

Approved CeilingsVOTE !1inistry/Department Approved Ceilings
1981/82 1981f82NO. 1982/83 1982/83 

21.	 Ministry of Environment and 
Natural Resources 

22.	 Ministry of Co-operativ~ 
Developop.nt . 

')23. Ministry of Commerce, 
.. ' 

24.	 Ministry of Higher Education 

25.	 Office of the Attorney Genera 

26.	 Judicial Department 

27.	 PUbl:i.c Service 'Commission 

28.	 Office of the Controller and 
Auditor General 

.' .:
29. National As~embly
 

3(). Ministry of Energy
 

;1.	 Ministry of Basic Education 

32.	 Ministry of Industry 

r-33. Dp.velopment Co-ordination and 
... / .Cahi..'1et Ofn.ce 

;4.	 Ministry of Constitutional 
Affairs ' . 

K£	 . 

2,710,324 

2~286,000 

1,872,000 

49,717,700 

861,400 

2,251 ,600 

254,000 

1,020,285 

1,773,700 

1,600,500 

114,466,700 

1,217,848 

1 ,887,778 

4,030,510 

35.	 Ministry of Regional Development, 
Science and Technology 8,280,692 

36.	 MinistrJ of Lands, Settlement 
and Physical Planning . 9,652,749 

Total	 B45,786,616 

K£ K£	 .:-:: 

.'
2,668,000 10,841,0009,769,386 

'". ... 
2,519,000 4,405,762 4,136,000 

-
1,989,000 1,257,040 . 4-6~ ,000 

54,988,000 9,505,502 9,078,000 

870',000 100,000' 

2,423,000 925,120 990,000 

244,000 

994,000 

1,976,000 

1,672,000 2,867,215 3,225,000 

120,800,000 5,279,722 4,535,000 

1,255,000 4,4,(,6.,419 4,780,000 

2,232,000 352,500 622,000 

4,340,000 520,090 446,000 

10,195,000 14,436,064 6,673,00? 

9,949,000 5,096,Lf46 6,272,000 

584,086,000 281,843,400 275,514 ,000 



HPAd'He1 Sub 

005 Provincial and 
District Aantni
stration 

110 P. C. Nairobi 
200 P.C. Central 
210 D.C. Kiarrbu 
220 D.C. Kirinyaga 
230 D.C. Murang'a;\ 
240 D.C.
 
250
 D.C. Nyeri 
300 D.C. Coast 
310 D.C.
 
320
 D.C. Kwale 
330 D.C.
 
340
 D.C. Manbac;a 
350 D.C. Taita 
360 D.C. Tuna River 
400 P .C. Eastern 
410 D. C. Ehi:m 
420 D.C. 

\ , III DETAIlS OF 'THE :roREIDING 

-, 

Personnel Transpo~Transport 
EKpenses Operating Equiprent 

Travelling Other 
and Ac~~ EquiplEnt 
dation and and 
Other Rec- lrIaintena-

I 

current nee ~ i 
Expenses 

000-099 100-199' 200-299 
K£ K£ K£. . 

; 

-

~ 

Buildings 
Construct
ion and 
Real Esti 
nate 
Financial 
Investments 

400-599 
K£ 

--~;-------r--- ,- . Transfer
 ,: TITI.E
 and other 
! ,- Interest 

Paynents 

300-399 
K£ 

Gross A-in-A Net 
Expen ~"Kpendi 

diture ture 

K£ K£ KC 

I 
~ 

•f

Nyandaroa:~ 
~ 

•"
Kilifi 

1 
Lanu 

"[sio10 

'lUfAL K£ 
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ANNEX III - ILWSlRATE LAYour OF' PAnT I II OF ~ ESrIMATES 
• 

OOAF.I' REX:l1RRlM ESTIMATES 19£12/83 ValE IU - OFFICE OF '1HE ~ID:rnr 

_.-
III DE-TAILS OF '!'HE fUUimING 

K£	 

" 

TransportPersonnel Transpo~t 
TI'ItE EKpenses Operating Equipnent 

'rravelling Other 
and ACCCllX:> Fquipn~nt 

dation and and 
Other Rec- Maintena
current nee : 

Expenses 

loo:-?99 200-209
 
K£,
 

000-099
 
K£
 

Provincial and 
District Adnini
·stration .P.C. Nairobi 
P.C.	 central ,I 

-O. C. Kiarrbu 
D. C. Kirinyaga 
D.C. Murallg'a 
D.C. Nyand~.I1la 

D.C. Nyeri 
D.C. Coast	 6
 

:D.C. Kilifi	 : 
~D.C. Kwale 

D.C. Lanu 
D.C. Manbasa 
D.C. Taita 
D.C. Tana River 
P.C. Eastern 
D.C. Erbu 
D.C. Isiolo 

I
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MINISTRY OF ECONOMIC PLANNING AND DEVELOPMENT 

CIRCULAR NO. 1
 

IMPLEMENTATION SCHEDULING AND MONITORING OF DEVELOPMENT PROJECTS. 



MINISTRY OF ECONOMIC PLANNING AND DEVELOPMENT
 

[itEASURY BUILDING 

-P.O. Box 30005. 
NAIROBI 

EPD/SA 67/18/018	 20th January, /982 

M.E.P.D. Circular No. I. 1982
 
To: All Pennament Secretaries
 

IMPLEMENTATION SCHEDULING AND MONITORING OF DEVELOPMENT
 
PROJECTS
 

I. latrodudion 
l. Under present and foreseeable economic conditions; resources available to t:he 

Government for development activities will be 'limited. The Govornment is concerned that 
these resources be used as effectively as possible. The Office of the President. the Ministry of 
Finance and t,his Ministry have agreed on an ,intensive progmmme 'aimed at strengthening 

, existing ptocedures. and where necessary. instituting	 new 'procedures which ensure that the 
implementation of dcvelopment projects is properly scheduled and regularly monitored. 

2. 'The purpose of this circular is to outline these procedures. In ,the near future. 
Sectoral Planning Officers of this Ministry will be contacting planning. financial and 
accounting personnel in each Ministry. through meetings of Sectoral Planning Groups. to 
discuss. finalize and initi'ilte improved scheduling and monitoring procedures. ,As the 
establishment of these procedures will involve considerable effort over the next few months. 
Sectoral Planning Officers. together with Project Appi..lisal and Monitoring (PAMD) 
personnel of this Ministry, will be prepared to assist Ministry personnel in the initial collection 
of information and filling out of the appropriate fCH"lTIs. Permanent Secretaries are asked to 
ensure that these efforts receive full support and co-operation. 

IL Objectives 

3. O~rating Ministries have the primary responsibility for planning and implementing 
development projects. Several Ministries have developed or are developing mcans' of more 
effectively scheduling and managing implementation aotivities. identifiying problems quickly 
and raking remedial action. Yet problems. bottlenecks and consequcOl implementation 

, delays are too common. Delays in project implementation have sl:veral negativc consequences. 
in addition 10 directly affecting thc rea.lization of development objectives. These include: 

(i) the tying up of limited budgetary funds: 
(ii) incre-Jses in project cos'ts; and 
(iii) delayed receipt of scarce foreign exchange for donor-financed proj~cts. 

4. Delays often stem from a lack. of sufficiently thorough scheduling of the essential 
steps and unavoidable time lags involved in implementation processes. The Trl:asury and 
MEPD have a primary responsibility to ensure that realistic implementation plans underlie 
budgetary allocations. and consequently. to assist Ministries to strengi'hen implementation 
scheduling and management proccsses. 

5. Even with effective planning. unforeseen probler,' "ld bottlenecks frequcntly arise. 
Where these became eritil:al. or are not being resolv,'~ by Ministries acting alone. it is 
essential that executive <lelian be initiated without delay. In this connection. the Office of 
the President has the ullimate responsibility of ensuring that Government policies. pro
grammes and projects are properly co·ordinatcd and implemented. 

6. Conscquent/y. principal objectives of the procedures outlined in this Circular are: 
(i) to assist Ministries to initiate or strengthen scheduling and monitoring methods 

which result in speedy and dTt:ctive project impiementution: 

(i) 



(ii) to ensure that implementation problems are identilied as e<lrly as possible. and that 
where ,problems remain unsolved. remedial actions are initiated; and 

(iii) to maintain an ufKJated project registry. particularly so -that ,the frequent needs for 
project information can .be met quic~ly. and without continual demands upon 

'. . Ministries from many quarters. 

7. The specific objectives are to identify on a regular basis for each project: 
Annually: (i) a forward schedule of implementation and expenditure targets; 
Quarterly: (ii) an assessment of implementation progress; 

(iii) a summary of net budgetary expenditure. appropriations-in-aid. and 
expenditure of non·budgetary funds; 

(iv) current problems and bottlenecks; 
(y) what has 'been done about problems identified in earlier reports; and 
(vi) any actions required of other Ministries or Agencies ,to expedite implc

mentl3lion. 

III. Swnmary of Scheduling and Monitoring Procedures 

8. Procedures and guidelines are set out in greater detail in the attaChed Annex. t'ollowmg 
is a brief summary of the two basic components. 

. A-FORWARD IMPLEMENTATtON SCHEDULE 

. 9_ The first basic component is a FORWARD h1PLE~ENTATlON ScHEDULE which will he 
prepared annually by SectorJ.1 Planning Groups prior to meetings of Estimates Work
ing Groups on the Programme Review and Forward Budget. These schedules will set out 
specific physical or other performance largels for the current financial y~r. based on Develop
ment Estimates published in June. and specific expenditure and physical or olher performance 
'targets for the foUowing three years of the Forward Budget. 

10. Beginning in July of ;:ach fiscal year. Sectoral Planning Groups will be convened tc 
(i) assist Ministries to prepare FORWARD SCHEDuLES; 
(ii) ensure that proje~t implemenlalion and expenditure schedules are both thorough and 

realistic; and 
(iii) assess overall project expenditure and impl~mcntation plans in light of Forward 

Budget ceilings and make initial cuts and modifications of estimates and schedules. 

This initial planning work is essential in facililaling Ihe decisions of Estimates Working 
Groups and minimizing possibilities of arbllrary cuts being made. Estimates Working Groups 
will not consider projects for indusion in either the Forward or the Annual Budget unlt~~s 

implcmentatiJn targets for each project have been properly sp~ified and scheduled. 

II. Sectoral Planning Groups will be convened again in February each year to amend 
FORWARD SCHEDULES as they rclate to the next linuncial year. Amendments will take into 
account aotual Forward Budget alloc~ltion'i. Devclopment Estimates ceilings. and the latest 
IMPLBIENTATION REPORTS. The amended SCHEDULES will provide a basis for Ihe Develop
men! Estimales exercisc undel'laken by Estimates Working Groups. 

I)!.....;PROJECT IMPLE~IENTATlO~ REPORT 

12. The second basic component of Ihe proccdures and guidelines is a PROJECT IMPLE
MENTATION REPORT which sets out on a quarterly basis for each pr.:lject: 

(i) a sununary of net budgetary expenditure. appropriations-in-aid. and expenditure of 
non-budge:ary funds fOi Ihe liscal year to date: 

(jj) an implementation progress n:port. measuring physical progress or other performance 
criteria. and comparing Ihesc with the fORW:\R() SCill:OULES ~stablished previously 
with operating Ministries (Para. 91; and 

(ii) 



(iii) a description of any implementation problems and bottlenecks. actions taken 
problems identified in earlier reports. actions being currently initiated or propos 
and actions required of oth~1" Ministries or Agencies to expedite implementati 
progress. 

13. All infonnation contained in PROJECT IMPLEMENTATION REPORTS will be suppli 
by operating Ministries. except for actual net 'budgetary expenditur.:. This figure. for ea 
project. will be obtained by PAMD officers from copies of project FORM B which· is enrltl 
ApPLICATION FOR REQUISITION OF FUNDS FROM THE DEVELOPMEfIo'T EXCHEQUER. ,and will 
is explained in Treasury Circular No. 6 of II th September. t981. 

14. On receipt of IMPLEMENTATION REPORTS from Ministries. PAMD officers will ! 

in net budgerary expenditure figures and Sectoral Planning Groups will be convened to dn 
a short SU\l\fARY IMPLEMENTATION REPORT for each Ministry which highlights major acme' 
ments, bottlenecks and out'iide actions required. SUMMARY REPORTS will be prepared : 
PAMD ntlicers. as members of Sectoral Planning Groups. and copied to the Ministry respc 
sible. Copies of all SU!\Ir.Lo\RY REPORTS will be sent to vhe Pennanent Secreta-nes of Ca:bil1 
Affairs and the Treasury. 

IS. SuMMARY REPORTS will be reviewed by a Project Implementation Commiu~ 

compcseQ of the ~rmanent Secretaries of Cabinrt Affairs. the Treasury and MEPD. aJ 
=haired b)' the Permanent Secretarj. Cabinet Alf~irs. Where acti~nsare requested or critic: 
problems are identified. the Office of the President will initiateaclion to emure th:lt effecrj, 

remedial 'steps are taken without delay. 

C-PROJECf REGISTRY AND COVERAGE 

, 16. Copies of all FORWARD SCHEDULES. IMPLEMENTATION REPORTS and SUMMARY 
REPORTS will be retained in a project regislIy maintained by PAMD. Operating Ministries 
.vill be required to maintain c<luivalcnt registries for the projccts for which they nre respon
;ible. All Reports on individual projects or project components. which originate from 
listrict-lc,,"d officers of operating Ministries. will be copitxi [j() the Secretary (District Develop
Dent Officer) of the relevant District Development Committee. 

. 17. :ProjecK to be covered in the scheduHng and monitoring pro~dures at any point 
n time include all Ministry and Parnstata! projects in the current Developr.1ent Estimates. 
md all new projects in the pipeline. This latter category includes all projects for which 
:;Oorward Budget 'or Development Estimates submissions arebein!! or have been made. to
:ether with any new project proposals which arc in earlier stages cl planning. 

V. Introduction of Scheduling and Monitoring Ptocedures 

)8. In introducing these procedures. every effort will be made' to establish meth.ods 
vhich are compatible with existing projcct management and report'ing p:-ocesseswithin 
o1inisties. and of value to Permaneht Secretaries in their mana£ement 0{ projects nnd pro
;rammes. The attal,;hcd Annex proyoides guidelines and suggested formats for htPLEME:-lTA
'ION REPORTS and SCHEDULES. Due to diversity of types of projccts and of Ministry systems, 
rtitial meetings will be needed with eaoh Ministry to discuss and finalize specific fonnats. 

19. The target dates fcr initiating these procedures are as follows: 

lroject Implementation Reports 

January and February,. )982 '" Sectoral Planning Groups meet to discuss and 
finalize monitoring formats for the projects of each 
Ministry. ·Winh assistance from MEPD officers 
where needed. Ministric.r. prepare a PROJECT 
IMPLEMENTATION REPOil.T for each project. c'wer· 
ng the first haIfof the 1981/82 fisc:!1 year. 

(iii) 



Ciii) a description of any implementation problems and bottlenecks. actions taken Oil 

problems identified in c~rlier r~pofts. actions being currently initiated or proposed. 
and actions requif~d of oth~" Ministries or Agencies to expedite -implementation 
progre~s. 

13. All information contuined in PROJECT IMPLEMENTATION REpORTS will be supplied 
by operating Ministries, except for actual net budgetary expenditure. This figure, for each 
project. will be obtained by PAMD officers from copies of project FORM B which is entitled 
ApPLlCAT10:-J FOR REQUISITION OF FUNDS FROM THE DEVELOP~IENT EXCHEQUER, 'and whicb 
;s e:tplained in Treasury Circular No.6 of I I th Septembef. 1981. . .. 

14. On fl.'Ceipt of hiPlEMENTATION REPORTS from M1nistries. PAMD officers will fin 
in net budgetary expenditure figures and Sectoral P1:lnning Groups will be convened to draft 
a short SU~l:I,fAR\' I:\,IPLEMENTATION REPORT for each Ministry which highlights major achieve
menrs, bottlenecks and outside actions required. SU~IMARY REPOKTS will be prepared by 
PAMD olfi,=ers. as members of Sectoral Planning Groups. and copied to the Ministry respon
sible. Copies of all SU~If',l<\RY REPORTS will be sent to nhe Permanent Secreta'ries of Cabinet 
Affairs and the Treasury. 

15. SUM~lARY REPORTS wilt' be reviewed by a Project Implementation Committee. 
composed of the Permanent S~cretaries of Cabinrt Affairs. the Treasury and MEPD. and 
;;haired by the Pemlanent Secretary. Cabinet Affa.irs. Where acti,ans are requested or critical 
problems are identified. the Office of the President will initiale action to ensure that effective 
remedial steps are taken without delay. 

C-PROJECT REUISTRY AND COVERAUE 

16. Copies of aU FORW.\RD SCHEDULES. blPLEMENTATION REPORTS and SUMMARY 
REPORTS will be retained in a project registry mainrained by PMfD. Operating Ministries 
will be requir~rl 10 maintain cquivaknt registries for the projects for which rhey ure respon
sible. 'All ReportS on individual projects (lr project components. which originate from 
district-level om~ers of operating Ministries. will he copit:ll to the Secretary (District Develop
ment Officer) of the relevant District Develcpmer.t Committee. 

. 17.' Projects to be covered in the scheduling and monitoring procedures at any poim 
in time include all Ministry and Parastatal projC\:ts in the current Development Estimates. 
and all new projects in the pipeline. This latter category includes all projects for which 
Forward Budcict()r Development Estimates submissions are being or have been made. to
getJer ,with any new project proposals Wllich are in earlier stages of planning. . 

IV. Introduction of Scheduling and Monitoring Procedures 

18. In introducing these procedures. every effort will be l113de' to esta blish melhods 
which are compatible with existing project management and reporting processes within 
Ministies. and of value to Permaneht Secretaries ,in their management of projects and pro
grammes. The aULll:hed Annex provides guidelines Llnd suggested formats for IMPLEMENTA
TION REPORTS and SCHEDULES. Due to diversity of types of projects and of Ministry syslems• 

. initial mCt:lings will be needed with each Ministry to discuss and finalize specific fonnats. 

19. The largcI dares for initiating these procedures are as follows: 

Project Implemcnt~tion Reports 

Januarv and Februarv. 1982 ... Sectoral Planning Groups meet 10 discuss and 
finalize moniloring formats for the projects of ea~ 

Ministry. \Vinh assistance from MEPD office~ 

where needcd. Ministries prepare a PROJECI 
IMPLEMENTATION REPORT for e:lch project. cover
ing the first half of the 1981 /82 fiscal year. 

(iii) 



March, 1982 .. SUMMARY IMPLEMENTATION REPURTS are prepared 
by Sectoral Pl,mning Groups/PAMD, distributed. 
and reviewed by the Project Implementation 
Committee. 

May and June. 1982 .. Review and modification of IMPLEMENTATION 
·REPORT formats and procedures in light of 
'experience with first REPORTS. 

End-July, 198~ Ministries submit a PROJECT IMPLEMENTATION 
·REfloRT for 1981/82 year-end for each project. 

. End-August. 1982 SUMMARY IMPLEMENTATION REPORTS are prepared 
and distributed by Sectoral Planning Groups/ 
PAMD, and reviewed by the Project Implementa· 
lion Committee. . 

Subsequently ·Ministries submit PROJECT IMPLEMENTATION 
REpORTS within one month of the end of each 
&ca" quaner. SUMMARY IMPLEMENTATION REPORTS 
are prepared, distributed and reviewed within two 
months of the end of each fiscal quarter. 

Forward ImplementatioD Schedules 
July-AlUgust. 198'	 Sectoral t'Ianmng Uroups meet to prepare FOR

WARD IMPLEMENTATION SCHEDULES. 
September. 1982	 FORWARD ScHEDULES are reviewed by Sectoral 

Planning Groups, assessed for realistic scheduling. 
tailored to overall 1983/84-1935/86 Forward 
Budget ceilings and brought farward to Estimates 
Worldng Groups. 

February. 1983	 FORWARD ScHEDULES are amended, where 
necessary, in tight of Forward Budget decisioIL'i, 
Development Estimates ceilings, and latest IMPLE
MENTATION REPORTS. Amended schedules are 
brought forward ro Estimates Working Groups. 

Subsequently	 The above steps are repeated on an ann~l basis. 

, 20. The scheduling and monitoring procedures require infonnaflion which some 
Ministries may not be currently collecting on a regular basis. It is recognized that some time 
will be needed to orgartize related processes w;thin Ministries. Ministries are nevertheless 
asked to co.operatc with ME-PO 'in completing all REPORTS and ScHEDULES from tlte outset 
as fully as existing information permits, while building their oopacities to fill gaps as rapidly 
as possible. 

ti~ ~ ..
 
~---~~
 

Y. ~. MASAKHALIA, 
Permanent Secretary. 

(iv) 



ANNEX
 

DETAILS OF IMPLEMENTATION SCHEDULING/MONITORING
 

PROCEDURES AND FORMS
 

,:'J) 
i 'J 
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A. PR01E(.'T COVERAGE 

1. Quanerly monitoring and annual sched!ll.ing procedures apply. at any point m time. 
to the following Ministry and Parastatal projects: 

(i) projects included in the current Development Esmates or RevIse<! t:.stmmatcs. 
including those with a token £10 Vote; . 

(ii) projects which are being ;included dn FOrwaM Budget or Draft Deveklpmcnt 
Estimates; and 

(iii) any add<itional new projects whi'Ch are in earlier stages of planning. 

PaIleDt Ministries wm be reSponsible for cnsurin~ that monitoring procedures are followed 
by their Parastntlls. 

2. A list of. project names and nwnbe.rs (Sub-Vote. Head, Sub-Head, Item) will be 
finalized in initilJ.J meetings of Sectoral Planning Groups. TItles and code numbers ,used in 
printed Estimates, budgerary discussions. financial repor.t!ing procedures and implementation 
sdIeduling / monitoring prc'C'OOures wiU be ·identical sc that project data can be n:radily 
exchanged and compared. 

3. Where 'budget votes involve grants, loans or equity oontributions made Iby Q. Miinistfy 
to other organizatlions such as ParastataJs, opublic companies or non-governmental OI1gan:iza
tions. REPORTS and SCHEDULES wiU be required for the ~ndiv,iduallprojectswhich are {'hereby 
funded. The procedures also apply to all projects fOf which Government loan-guarantees 
h:1ve been made Of will be sought. In pracri~, where Government financing or loan
guarantees are ·provided to "intennediary" organizations which fund many andivJdual 
projects, L'lc level of detail of project reporting will need to be worked out 'by Sectorai 
Ptanning Groups. 

B. FORWARD IMPLEMENTATION SCHEDULES 

4. Due to the wide variety of public-sector 'Projects currently being planned a.nd imple
mented, no single appi'OO.ch or format will·be appropr.iate fOf 'implementation scheduling and 
monitoring of all types of projects. In '<lddition, ~here ,is need {or flexibiHty for Ministries ro 
use thlASe approaches which a~ most consistent with ex'isting information and management 
,processes. Attached to this Annex are Sl·.ggested forward scht.-duling fonnats which have been 
developed on the -basis of scheduling and monitor-ing ~nfonnation previously received from 
several Ministries. Together with the following guidelines, these 'provide a starting r-oint 
for discussion by Sectoral Planning Groups ~n finaI.izing formats with each Ministry for each 
projeot. 

5. Of about 1,250 projects contained in ~he 1981" 82 Development Estimates, about 
two thirds primarily ,involve the construction of physical facilities. For this .type of project. 
the recommended approach to ·implementation scheduling .is -to specify rhe main stages or 
components of the 'Project and indicate for each srage the pfojected start 3nd end dates, and 
the percentage of each stage ·to be completed by the end of ~he current fisca'l year. Illustrative 
examples arc provided .in the attached forms (forms I and 2). 

6. The specification of project stages will depend on ·the nature of individual projects. 
but must be sufficiently detailed to ·identify the main activities involved in implementation 
and to set out a realist'ic schedule of .their riming. For most single>-Iocat~on ronstn.:ction 
projects. the appropriate combination of the following stages would be included : 

--'Pre-feasibility study / preliminary planning. 

-feasibility study / detailed planning. 

-I·and acquisition or allocat·ion.
 

--preliminary negotiation for aid or commercial loan financing (where applicable).
 

-first indusion in Forward Development Budget submissions.
 

-first ·inclusion of £ I0 token Development Estimate.
 

-design, engineering.
 



-tender. 

-nrsi funding in Development Estimates. 

--ate preparation. 

-maohinery, equipment and ffi3lterials acquisition. 

. ~DStroction. 
" ". 

-maohinery, equipment and fixtures instal~tion. 

-alaffioS and training. 

. :-first inclusion !in Draft Recurrent Budget submissi 

-first funding in Recurrent Estima.tes. 

-commencement of opera~ion.. 

7. Several construction projects included in the current Development Estimates consist 
of many individual projects rocated in different parts of the C\1untry. For such projeots, 
completing a highly detailed FORWARD SCHEDULE for eaclt in<lividual component would be 
Unduly burdensome. On the oth~r hand, it is not meaningful to ~hedule progress of a group 
of projects. such as Rural Health Centres and Dispensaries. without identifying ihdividual 
components. In practice. Sectoral Planning Groups will need to agree on the level of individual 
project and geographical detail appropriate for monitoring many of the multi-component 
and multi-district projects. In general. sufficient detail should be included to:'1 

(i) identify the key implementation steps and time lags involved and enable a realistic 
schedule of implementation progress to be set out for each project component; and 

i: '. ..' . . ". . 
(ii) enable a comprehensive identification of project activity in the 'country and, as soon: 

as possible. a clear picture of activities at the Province and District levels. 

8. Almost one·third of the projects in the C'Urrent Development Estimates are. in effect. 
on-going programmes in that they involve either the annual prevision of services (credit 
extension. tmctor-hire. tmining, etc.) or the annlial completion cf small or widely dispersed 
physic-dl or construction activities (cattle dip construction. f.:eder road construction. rO:1d 
gTavelling. c'rop or tree plar/ting. etc.). Such on·going projects can be better scheduled and 
monitored in tenns of annual performance targets than in tenus of start and completion dates. 
For on-gomg projects Ministries are asked to specify the majcr project activities (services 
provided. facilities constructed) and to specify one or more performance measures by which 
implementation of each activity can be scheduled and monitored. Examples for ditierent types 
n.E nrnwts include: 

-number of dips constructed: 
'. . 
.-kilometres of rJad constructed or gravelled; 

-hectares planted; 

':':"amount of credit extended; or 

-number of people trained or enrolled. 

. 9. FORWARD ~CHEDULES will then set out. for each activity. annual performance targets 
for ,the current and next three fiscal years. lIlustrative examples are provided in the attached 
ronns (forms 3 and 4). As in the case of construction projects. many service-oriented project:! 
bave provincial and district components. The same general guidelines concerning level of 
detail of reporting (para 7) apply. It is recognized that in many cases time y,;ll be needed to 
organize or strengthen processes for obtaining reports from District and Provincial Officers. 

10. Study and research projects should be monitored according to performance targets 
(Annex paras. 8 and 9) wherever their objectives are specific enough to measure. Where this is 
not the case. start and end dates should be specified. Many large or complex projects such as 
I.A.D.P. involve both construction and servi.ce activities. For such projects a combination of 
physical schedules and performance targets will be appropriate. 



C. PROJECT IMPLEMENTATION REPORTS 
12. These reports will comain three types of information: 
(i) a summary of net budgetary expenditure. appropriatlons-in-a:id and .expenditure of 

non-budgetary funds for the fiscal year to date; budgetary net expenditure data will 
be provided. by PAMD as outlined above (para. 13); data on an appropriations-in
aid an~ expenditures ~f non·budgetary funds (commercial borrowing. contributions 
of local authorities. self·help contributions. etc.) will be reported. by Ministries; 

Hi) information on implementation progress. as measured against FORWARD SCHE"'lULES; 
aM . 

(iii) a description of problems. bottlenecks. act'ions taken on problems identified in earlier 
reports. actions being currently initiated or planned and actions required of dther 
Minis'tries or Agencies to expedite implementation. 

13. Recommended formaLe; for reporting impJementation progress stem from the· 
FORWARD SCHEDULE fonnats outlined above. In the case of physical progress monitoring. the 
!dUal ~rcentage completion for each project stage/component will be reported. alongside 
iCbedwed percentage completion (from FORWARD SCHEDULES), Illustrative examples are pro
roided in attached forms (forms 5 and 6). In the case of project activities whose performance 
s schl"dllle<l on the basis of annual performance target~. actual performance will be reported 
lie ·'ugeted performance. The· attached forms 7 and 8 provide illustrative examples. 
~ ;>erformance targets will not be required on IMPLEMENTATION REPORTS until the 

of 1982/83. by which time initial,FoRwARD SCHEDULES will have been completed. 
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Improve National Health Information System	 [G & I] 

This objective represents a major component of the HPIP which can be further 

defined as follows: 

Task #l:	 Assist in identifying the type of data needed to support 
planning, management and evalll;.tion. 

Task #2: Assist in establishing procedures to collect this data on a 
- regular basis. 

Task #3:	 Assist in establishing a data management system which will 
ensure timely processing and publication of data. This mayor 
may not include purchasing computer equipment, developing 
programs and training local data processing staff, as determined 
jointly by MOH, AID/K and Drew. 

Task #4:	 Assist in training care-providers in using available data to 
strengthen planning, management and evaluation capabilities. 

During Project Year II, the requirements of this Project component continued 

to be inadequately met due to two interrelated factors: 

1.	 Since prior to the inception of the HPIP, the MOH I S data management 

functions have been (and continue to be) dispersed among a variety of 

units. 

Aspects of data management are variously located in the MOH I s Vital 

Statistics units and the National Family Welfare Center. Output of the 

Vital statistics Unit is limited to morbidity and mortality data, and 

pUblication is backlogge6 by two to three years. Staff for this unit 

is seconded from the Ministry oF. Finance, and MOF computer facilities 

are used on a time-sharing basis. Statistics of the National Family 

Welfare Center primarily relate to Maternal Child Health/Family 

Planning (MCH/FP) data. The Health Information Systems Unit which was 

established with a view toward consolidation of 
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various data management functions in the MOH, is yet in its formative 

stages and is understaffed. Data needed for planning, manflgement 

control, evaluation and disease surveillance are not being treated at 

all. still other entities within the system, such as the National 

Hospital and the Kenya Expanded Progranune for Irranunization, maintain 

independent data management activities. 

This situation has complicated HPIP' s tasl~ of determining an 

appropriate progranunatic entry point. It is evident that consolidation 

and expansion of the existing "system" is needed. However, even in the 
\ 

original design of the HPIP, insufficient attention was given to 

critical questions such as, which of the various units within the MOH 

represents an essential or core capability upon which a comprehensive 

system could be developed, and which unit has sufficient in-place staff 

resources and could accorranodate outside intervention. 

2.	 Difficulties in determining all appropriate progranunatic entry point 

have, in turn, complicated the Contractor's task of identifying a 

long-term technician to fill the health information position. 

Conversely, the absence of this HPIP staff person has impeded the 

Project's ability to establish a rational and clearly defined technical 

approach and to impact upon the existing MOH information system 

structures and methods. 

OWing to thE'se difficulties -- indeed, inspite of them -- the project, 

during Years I and II, concentrated on developing a further basic 

understanding of needs and approaches. In the absence of a full-time 

health information systems resource, twelve (12) months of short-term 
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consultancy have been expended during Years I and II on assessment and 

prototype development of compute~ programs. 

During Project Year I, direction provided by the MOH emphasized the need for 

the Contractor's technical consultant to have a strong background in 

epidemiology. At that time, data requi rements for disease surveillance were 

being increasingly recognized. While epidemiological data relates to the 

overall data requirement's for service delivery planning and evaluation, the 

HPIP informally advised the MOO that an epidemiological emphasis to data 

systems development might prove to be too nar row. Nevertheless, an 

epidemiologist/physician with eXPerience in large-scale information systems 

was deployed to review the MOO's overall information needs and to make 

recommendations on a systems development approach. Although useful in some 

respects, the ouputs of this consultancy clearly verified the Contractor's 

concern that the epdemiological approach would not sUfficiently span the 

broader systems development concerns. 

Following a slightly different track during Project Year II, HPIP concentrated 

major effort on testing the feasibility of associating itself with the Health 

Information Systems Unit and Vital Statistics Unit (as its point of entry). 

To this end, a data systems specialist was deployed to the field for a series 

of consultancies. These consultations were intended to accomplish the 

following: 

1.	 Assess the in-place data criteria and data collection methods of the MOH 
and make recommendations for a program of technical assistance. 

2.	 Assess the in-place data processing systems with special attention to the 
Vital Statistics Unit, and make recommendations regarding a program of 
technical assistance. 
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3.	 If indicated, make a thorough assessment of the hardware requirements that 
would be needed to strengthen the overall data management system. 

4.	 Develop prototype canputer programs utilizing existing or theoretically 
available data, to demonstrate ways in which the MOO might approach data 
analysis and pUblication of useful statistical reports. 

'lbe outcane of these C'~-~"""-,cies can be surrmarized as follows: 

1.	 The MOO's basic statistical data gathering forms, methods and system of 
upward reporting are sound. 

2. With	 minor enhancements, the tyPe of data now being collected could 
serve as a basis for regular pUblication and utilization of health 
information to serve all of the critical needs in the areas of 
planning, management control and evaluation. 

3.	 Existing deficiencies relate to the limited analysis of existing raw 
data, serious deficiencies in software and hardware needed to produce 
data 011 a timely basis, and the absence of any procedures for 
distribution and utilization of data at the provincial and district 
levels. 

4.	 The MOO has a critical need to augment its canputer hardware capability 
in order to improve the timeliness of data' processing. However, 
introduction of a large-scale canputer system would be pre-mature at 
this time in the absence of, 

- s~ructural consolidation of data management functions; 

- further definition of data criteria needed to address all aSPects of 
service delivery planning, implementation and evaluation; 

- establishment of a centralized data unit whose authorities would 
include control and coordination of computer hardware, programs, and 
distribution and guidance in data utilization. 

5.	 The technical intervention that would be needed to assist the MOO with 
the full-scale effort described in item 4. above, would require a level 
of effort which was, from the outset, beyond the scope of the Project. 
However, significant progress can be made in these directions with the 
assistance of the HPIP. Within the context of the objective task 
earlier described, HPIP will concentrate during the remainder of its 
term on, 

- installation of a user-based information system to support program 
planning, management control and program evaluation (The user-based 
approach includes involvement of operational managers in defining 
their own data requirements and establishment of procedures and 
guidelines to ensure that data feedback is used in management 
decision-making); 
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- installation of a small to medium-scale cOllputer processing 
capability (including training of personnel), to establish a 
prototype for systems-wide data management; 

- formulation of computer-assisted programs 
management control and program evaluation; 

to support planning, 

assistance to the MOH, as appropriate, 
consolidation of its data management functions. 

in the structural 

During Project Year II, progress was also made on testing out the user-based 

approach. For examples, during the early part of 1982, an information needs 

questionnaire was designed and administered in connec~ion with the 

implementation planning phase of the Integrated Rural Health/Family Planning 

Prograrrme. Further, the series of planning workshops conducted by HPIP in 

connection with development of the Five Year National Health Development Plan, 

also provided opportunities to address data requirements at the provincial and 

district levels. In this regard, a comprehensive guide for data colIaction to 

support district level planning was developed and distributed to provincial 

and district management teams. 

Selected materials related to findings and outputs of the various 

consultancies and other preliminary activities related to development of 

user-based data criteria are attached. 

However, all of the above described achievements must be viewed as 

preliminary. Within the context of the Project requirements, the objective of 

assisting the MOO in improving it health information system is considered, at 

this point, to be approximately 10% complete. 
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MINUTES TO THE MEETING HELD ON 'INFORMATION 'REQUIRED FOR 

PRODUCING ANNUAL REPORTS FOR THE MINISTRY OF HEALTH 

SEPTEMBER, II, 1981 

Mt~d~( 

Mr. L. Ndungu - Chairm~ 

Dr. R. Gipson 

Mr. R. Peterson 

Dr. H. Mosley 

There	 were three major Points discussed in the meeting: 

(1)	 The Information required for The Annual Report 

(2)	 Existing Information within the Ministry ~d 

(3)	 The capacity of the Health Information System to produce 

the necessary information for the Annual Re ort. 

-)rmation Required for the Annual Report: 

Generally, it was agreed that The goals,objectives, ~d work 

gramme of the Ministry should be examined in the Light of actua~ 

ievements during the reporting year. This would allow an assessment 

be made on each department regarding their Planned activities and 

ults realised at the end of the year. 

Below are some examples of general headings which might appear in ~ 

ual report. Others may be included as well: 
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achievements during the reporting ye~ 

Demographic Data 

National Hospital Insurance Fund 

Environomental- Health 

. -
Communicable Diseases 

, Laboratory Services .n
Cur~r.ive Services· 

Hospitals _ 

Dental Health 

Mental Health 

Rural Health Services' 

~ Health' Education 
/ 

MCH/FP Service~ 

Nutrition 

Nursing 

Pharmacy 

Manpower 

'- Training 

Municipalities and County coun~l Health Services 

Finance (Budget) 

Physical Construction. 

The overall format for presenting these topics above should 

simply be: (1) What was planned? (2) What was achieved? and (3) 

Recommendations. 

Existing Information within the Ministry of Health: 

Most of the required information for an Annual Renorr. i~ ~"!::ll;''''',",'''' 



The major problem, however, is that this information within the 

departments is not collected and compiled in a standardized 

systematic manner to allow easy retrieval. Consequently, it 

becomes difficult to prepare even a quanitative report, and 

practically impossible to make a qualitative analysis. 

The Capacity of the Health Information System to produce 

the necessary Information for the Annual Report 

In reviewing the current status of the Health Information 

System, it was observed that a number of problems must be solved 

before it can become a viable system. 

(l~	 The two Units, Evaluation/Research Division ( NFWC) 

and the Vital Health Statistics Unit which forms 

the H.I.S. continues to operate as separate entities. 

(They are still located in different buildings and working 

as before). 

(2)	 Given the heavy work load of the V.H.S. and E.R. 

~ 
division in processing and avalizing data ( five 

different forms - VHS: and Two forms - ER Division~, 

they are constantly behind in quarter and Annual Reports. 

This leaves hardly no time for processing data such 

as manpower budget etc. 

(3)	 Staffing: Abo~t one third of the post in HIS are fillen 

The most senior staff member is seconded from C.B.S.· While 

this staff member was supposed to prov'd t h . . 
1 e ec nlcal asslstance 

his primary responsibilities has been in the area of (Q'~ 

~ 
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administration. ~hus leaving mostly junior staff 

to carry out the Technical work. 

Proposal for the Annual Report 

It was proposed during the meeting that a systematic 

standardized procedure be developed for collecting, processing, 

'n
avaiizing and reporting Quarterly information. This system 

would cover reporting at the National Provincial and District 

level. This system would serve as the basis for preparing 

Annual Reports. 

Designing and implementing this system will be 
~ 

Long-Term 

activity. Consequently, the 1980 Annual Report will be based 

upon utilizing existing information from the various departments 

within the.Ministry. 



A J)l~ (lerv ~1MZ-" t EVEL-· 
.

)\\\A~ or ~ f ~h~1-S \It..oJ.a. J. P'" ~ psv rr\.~""'1k lr f.l2-i '1~ 'II 

).. ~~~ ~ ~- ~~t.S (\A~\~J) . 
? . N....~ 'b P""''i."",."Jl 0\....1. 4... 9,c.s>:h:.- S 

~. .~ "t ~tL~ s (t+--.'I\- ~\-l.'i. I 'il?"tc.ll. R.k~ 

s· E."\'-1'~\' o..~ ~ 'b.\--=.h--.s.: G,,"~ 0.,....1. *w-e..S). 

b' ~I."'+""" "'b ~ (~ohk.~ y~"",S) 
:Z':=-.G§,",-V\".oW\.t""v-.,J. ~;~~ oJ.. tt....... ety,~"-'j' 
~. NO~~h ........ q ~_--....."",,~\Q.. ~ 

'1' T 1(W- b ~ La",,~v- ~ ~-wwvl?~ 
r~~). 

~ I:) • ~,( o.......J.. ~. 

\\'~r~ ~(~ 

\C).. ~\t~ ~ ~ ~. 

\~. ka~1'~/~~)'\~~~
 

14· ~J ~ - \~w-a..
 

\" CSlA"A'd s.ke.~t 
r 1• 

I 

Vt~ l
I 

r. V"wP t'L t \,p _I • ~ 
• 

'J" 



I i~ os ~ \}\~~. (AvhV\\'j ,,~- ~~I 

f~r. ~\i- \ ~c.J.-V\A ~Y'. 

\q . Y'V\.Q.,~ v~ 0\. ....rA ~q-.r ~~ ~ .
 

;l. 0 . C O"Nf~ ~ \j, ...uA l \'0\4 \\Z<;>iW,. h-NJ. 8:L.A~")
 

;l.. \.j~ LS ol-:.~. h."Yl,-eJ. ( 0..\- c\ \,,'", C. ~ IN ~."'..-r<:;.-q" s) :
 

~ ').. Cor--~ ~(."'-j \ '" s)"X-~~ CL·-!A t--l1..-i Co\ku\-tA. 

l~. N"'~ ~~ 

"!Jr. 'f'JlAv\il~ ~ ~ l",,,",,,~ r~o~ ~
 
~ ~-r\ili--J
 

~::---~~ VV0Ve..V\I\..~ l,z· \~-Je.'l> \J~\\w1 ~. 

'C>N~4 ~ w,z t oI~ .. 

IJ-re'1vf?--r? Ver'v-/\- ~ ~ 
~. 

""'-k-k1.W o..~ rv~\--~ ~ 

R-J \?o..C.~ ~.~. ~\'YV\A~1 

~-"v~~h~ 0 I - , 

~ 0\~ :'~ '~¥e1l' 6, -~ch~ _ 1tJ~ 
. ~\v\~~ O\~ ~ I . •_' fl\,.,n • 'JI 



l§J 
~\t\ ~\2E.. LEV t=:1 

it I,-iw~l~ q J 0\01-0.. 0.'<; 0\.)- dv\I.\~<;J ).eve( 

l . tv\O.\'~'IV~ ('~ C\~ ~,,~ C~~~ 

. ~)., 
s. ~~"o-k> ~ ~~vr ~\-~ 

~ . \Yo.",,~ lc;rob.-1 \J~ o.vn.. 'I¥.rJrsl· 

:;. ~~ ~ 'fv\.e,\\ \f r· ~.\ Ll/-J . 

b.	 ~ c..\:~L <;.
 

P---st-oJJ;- '\ Lo.~ 0 ~
 

5' N\A~ b hL.d..~
 

\ . ~~ &d--"'--WvTl Sl.-.. 'V~.,.Jr-' 

). l'v\oJ~Ov~ / ~o..s.WI-vv? ~ \<.vJC.Skl~ 
~~. 

\ · -t1(.R..S· (...~\~~ l~ ~ l' '1~~.LNw,U~) 

},. f c\'-h.~ ~J.. -r~vvV":>. 
?, . ~"'\-"""f-\-vv.. C~'i''';)\~ Y~"(k..0 . 
.\. ~'r~ ~. 



\t (Le.(AJ cAA . 
\'\> Y\tu..lfr \~S.~~~ 

,b) n\\~ ft ~ 
. ,c') 

~cA} 
SD~ Vv"v"\t-e..l1 OkW- Ye.JP~' 

\ e.) 
~ J. S'~"'-f\,4 " etrv-Jn . 

~-\) 
L~~~s
 

\3) ~'\:.. tv-.lA.J 

<. h.) '((~- 'i)v... \.-J ~ s.~ 



J)\ <;\~ C L-E'-JE::L ~ 
-. ~. , 1'" L",- 0-S ~- '-0\' o.J.. b ~s\..A c.k \-\',-..,
'~a~ . :-z....,..j \~ \....-o..\~ '') . I 

\':"- KL>vJ....,;:., t ':"vx f c-C.. ·e v-'r . cJ.:j.L c ~ J..9.,. ,,~CJ:/J ~ o\oi
~ V\~1~. CA.v~ ~ -\~ 

~. ""\A. kl-w It \'- ro-.\-C J;;, p>-' 0\.~;. \ f.tSV "'".;;:').....,:,"-, ~ ,\.e.< 

S \VIA-IV.\.-....... \) C:v,.JL~\~ ~<;. j c\.vr..vJ.. ~s 

oJ C-c~\-s' 

4 .. tJ\A~ \ --.] c;-fl \M 'i> ~""* ~\-el" 
5· S\-~~~~ 

6 <;,~ ~ t=.. ~~Qr.-v\-- _ 
-'- -,-,- tJ~"",,\,.N QA ijrz-k 1) ~",-~~ C~~) 

~~ 

~. 

ot· 
\xl. 

L.. 

~. 

r::::..- ~... ,- - \... 



----

w~ ~,
 

" -~1L (~
 
\~' Y\Jw-J~ ,,~.
 

W~....Jk"",-~ -\ ~_s<:;1<~
 

CJ L.c-"'YoJ\<~ ...J \k-.rQ"1
 

£\",,1- s,,, "OJ ~~ '01L

)..2· 1,)~ ,,~k. -v~~oJ. (( ~ 

2-~ . Y\A... Q...~~ 0. ----J.. 0 CC,..A 'bin ~ V VsJrs 
~ .--r~ ~r~ l\..QW:~' 

2. L\ • S, 0~ ~Gh..r.:,'J .,(~'v 

)-. S . '(7~)- ~~ '-f ~-vJrs. .h

~\:,. a1l~<;
 

-:2-1. '\C\\\'"1 ~~
 

1-\s' ~~~ G\\~L _,,~&
 



to
CD) :i)\ c;.\~ C \" \" ~ 

~~ ~<....,.~ ..(~\~ ~ \~ ~ 
t~ clv7v ~. 

t' ~\L'J .,r~ ~ ~\\ ~Mt-L 
:;t, ~~ \.. ~-:e hN-~V"' OI-J.. ~~ 

~, 'lh.lf~ \ o.A\ ~tL.. kGv\\~ 
(-VV<L~~ ~ --J N Gr 'uC:; . 

s", ~---j-r~
 

-t;-- ~~ s,~,
 

" S;{)~ 
. 

'( C:c-s-~\c. s,.\-c~ . -r~. 
% l'-'.\'v .-~~'yoJ \ V"\R..rv 0-.. u\t. ~ ~ 

'1 1) 'DC- Vl".....U ....:l"- \' U S 

LQ Cb\-..,"" ~ ~<..J 'Y ~""'~ Gv-v-.J 
y~ .. 

\¥;-rC)..~ ~cA-~ 

~~~~8~~~
 
1-.\\J 



~
 -
\f'J RJf?:M~)JSr-J ~E:-@@ _ \2D V\ r,/D \ 
-~\ <;..\l )-oJ (

~ <;i\t~\J~'\ 
\~~, ~. G\t

r~)-t~ -h~~~ 

~ 9~~' 

rJ\/\~ \J' ~~ ~~ ~Q. 

Nv-.~ ~ ~~ =.,)~ ~.
 

~ \ o:~crt-J~ ok~ 
.I.e.- e...-~ .r 
<;'~~~~--r 

~t ~ G-.~~~ 
<Z' ~AS.~~ ~~v.--swV 

9- f-\h~v~~~ 
~"'--O~ ~ti 

l \). S'\4 '\,'n ~ -te. h..e.'rt-d \ Slte. .. 

II· 9i5)1~~ ~~. 
~\\So~ ~ ~_ 



•REVIEW OF DISTRICT HEALTH PLAN ................•...•• DISTRICT.
 

Planning assignment: Development of a five year District Health Plan (1984 - 1988) 

Health Sector Analysis: 

a) • GEOGRAPHY FEATURES COMMENTS 

i). 
ii) . 

iii) . 
iv) • 

Size 
Physical characteristics 
infrastructure 
rainfall 

b) • DEMOGRAPHIC DATA 

i) • 
ii) . 

iii) . 

iv). 

population size 
population density 
pop~lation distribution 

- by age 
- by sex 

Fertility mortality 

c;. SOCIO ECONOMIC DESCRIPTION 

i). 
ii) . 

iii) . 
iv). 
v) • 

vi) • 
vii) . 

employment 
nature of economy 
sources of income 
Literacy rate 
School enrollment 
Social/cultural factors 
Dependency ratio 

d). HEALTH PROBLEMS 

EPIDEMIOLOGICAL SITUATION 

a). Nutritional status 
b). Infant Mortality rate 
c). Underfive Mortality rate 
d). Life expectancy 
e). Maternal Mortality rate 



COM MEN T S
 
f). Crude Mortality rate 
g). Mortality causes by top 10 diseases 
h). Morbidity causes of top 10 diseases 
i). disability in the productive age group 

a) • % disabled 
b) • %: lost days due to morbidi ty 

j). immuni7.ations 

3. Available Resources: 

a). MANPO~R 

Total number by category e.g. Doctors, Registered Nurses, etc. 
Distribution by facility e.g. Hospital, Health Centre, etc. 
Ratios to population of various types of personnel. 

Specialists 

Medical Officers 

Dentists 

Pharmacists 

Clinical Officers 

Registered Health Officers 

Enrolled Nurses 

Public Health Officers 

Public Health Technicians 

Number 
1982 

Shortfalls Expected 
Number 
1988 

i 

I 
I 

I 
I 



•
COM MEN T S 

Laboratory technicians 

Nutrition Field Workers 

Family Health Field 
Educators 

Laboratory Technologists 

Pharmaceutical Technologist 

Physiotherapists 

Dental Technologists 

Radiograhers 

Radiographic Film Processor 

Nutritionists 

Health Education Officers 

Hospital Secretaries 

I Number 
I 1982 

Shortfalls Expected 
Number 
1988 

., 

s 

s 

. 

i 
I 

Occupational Therapists 



COMMENTS
 

Number 
1982 

i Shortfalls Expected 
Number 
1988 

i 
I 

.. 

, 

Plaster Technicians 

Clarical Officers 

Typists 

Med. Record Officers 

Dental Therapists 

3. b} • DRUGS AND EQUIPMENT 

i}. availability
 
ii} • distribution
 

iii} • shortfalls
 

c}. TRANSPORT 

i).	 distribution of Vehicles per facility 
overall conditions of Vehicles: 

functioning 
- not functioning 
- can it be repaired 

ii}. distribution of roads in the district 



COM MEN T S
 
3. d). THE HEALTH BUDGET 

i).	 allocation of development expenditure:
 
- amount spent on each programme
 

ii). allocation of recurrent expenditure:
 
Staff
 
Supplies costs (drugs and medicines)
 
Other
 

iii). Comparison of Expenditures
 
Curative programmes
 

- Preventive - promotive programmes
 

e) . HEALTH SERVICES 

i) • HEALTH SERVICE SITUATION 

a) • availability
 
i). population per Health Centre
 

ii) . population per dispensary
 
iii) • population per doctor
 
iv) • population per nurse
 

b) • accessibility 

i). percentage of population using existing facilities 
ii) • distance from nearest facility 

iii) • travel time to nearest facility 
iv) • Transport cost to nearest facility 
v) • traditional barriers to utilization of services 

c) • Utilization (actual Coverage) 

i) . proportion of children immunized per fac~lity 

ii) . proportion of pregnant women receiving ANC per facility 
iii) • proportion of pregnant mothers delivered bY. trained personnel 
iv). proportion of population using existing services by sex, age. 
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3. e). 
ii). HEALTH FACILITIES 

a). Hospitals 

i). number in the district 
ii). distribution geographically 

iii). Bed capacity 
iv). ownership i.e. Government or NGO 
v). Bed/population ratio 

vi). Hospital population ratio 
vii). Utilization pattern 

viii). number planned during 1979 - 1983 plan period 
ix). number completed 
x). number not completed 

xi). Reasons why not completed 

b). Health Centres 

i). number in the district 
ii). geographic distribution 

iii). number of beds 
iv). Health· Centre/population ratio 
v). Utilization pattern 

vi). number planned during 1979 - 1983 plan period 
vii). number co~pleted 

viii). number not completed 
ix). Reasons why not completed. 

COloiMENTS 



c). 

i). 
ii). 

iii). 
iv) • 
v) • 

vi) • 
vii) • 

viii). 

d) • 

i). 
ii) . 

iii). 
iv) • 
v) • 

vi) • 
vii). 

viii) • 

e) • 

i) . 

ii) . 
iii). 

i v:) • 

f). 

i). 
ii) • 

iii) • 
iv) . 

3. e). 

7 

Dispensary Type I 

number in the district 
geographic distribution 
Dispensary Type I population/ratio 
Utilization patter~ 

number planned during 1979 - 1983 plan period 
number completed 
number not completed 
Reasons why not completed. 

Dispensary Type II 

number ·in the district 
geographic distribution 
Dispensary Type II/population ratio 
Utilization pattern 
number planned during 1979 - 1983 plan period 
number completed 
number not completed 
Reasons why not completed. 

Nursing/maternity homes 

number in the district 
geographic distribution 
ownership 
types of services rendered 

MOBILE CLINICS 

number of visits planned
 
number of visits not implemented
 
Reasons for failure
 
Types of Services rendered by Team.
 

iii) . Traditional Services 

i). Traditional Birth Attendants (TBAs) 
ii) . Traditional Healers 
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l; U III MEN T S 

~. CONSTRAINT ANALYSIS 

. a). Support Reguirements 

i) . manpower requirements
 
ii) . supplies and equipment
 

iii) . information flew
 

b) • Financial feasibility 

i) . are costs at the most economical level?
 
ii) . Internal sources
 

iii). external sources
 

c). Social and Economic Repercussions 

state the possible side effects of the programme(s) 

5. INTERSECTORAL COORDINATION 

Mechanism for involving: 

a). other ministries
 
b). Non-Government organizations (NGOs)
 
c). other actors
 

6. DETERMINING HEALTH PRIORITIES 

The following are some of the Criteria that can be used: 

a) • Coverage criteria 

i). - degree of accessibility of Water and sanitation facilities 
ii) . - % of children at risk immunized 

iii) . - % of population using latrines 
~ - - \ 1 of treatment of common diseases 

lability and provision of essential drugs 
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6.	 b} • 
i). 

ii} . 
iii) . 
iv) • 
v) •. 

vi}. 
vii} . 

c}. 

d). 

e). 

f}. 

C a j·1 MEN T S 

Epidemiological Criteria 
infant mortality 
child mortality 
maternal mortality 
Case fatali ty 
specific disease' mortality 
morbidity of common communicable diseases 
Work absenteeism and disability among certain
 
population groups e.g. school children
 

Technological criteria 
effectiveness of available technology in solving 
the problem 

public and Social Concern Criteria 
- degree of social concern about the problems identified 

Economic	 implications Criteria 
effect of the disease(s) and condition upon 

- agricultural production 
- rural and community development 
- trade 
- tourism 
- performance at school 

Population Health facility Ratio 

one dispensary type I to serve 4,000 - 8,000 'population 
one dispensary type II to serve over 8,000 population 
one Health Centre to serve 50,000 80,000 people 
one bed per 1,000 population 
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COMI·1EIITS
 

7.	 a). Health policy 

7.	 b). Service objectives 

a).	 To strengthen and carry out measures for
 
eradication prevention and control of
 
disease (environmental protection, vector
 
diseases control, immunizations, early
 
detection and treatment, health education)
 

b).	 To provide for adequate and effective
 
diagnostic, therapeutic and rehabilitative
 
Services for the entire Kenyan population.
 

c).	 To promote and develop biomedical and
 
health services, research as a means of
 
identifying improved and cost effective

methods for the protection of health of
 
people.
 

C).	 Alternative Strategies of courses of action 

These should be closely related to national health 
policies and they include strategies that: 

a). have concentration on promotive, preventive activities 
tl). have emphasis on applicable interventions at community 

level. 
c). promote utilization of resources available within the 

Community, District. 
d). are flexible to accommodate different solutions, 

locally suited 
e). aimed at promotion of Coverage to all population 

in the district with primary health care 
f). aimed at promotion of Community involvement 
g). need minimal cost per beneficiary . 
h). give benefits to the largest possible number of 

the	 Vulnerable population 
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COM MEN T S 

8. SPECIFIC HEALTH PROGRAMMES/PLANS 

a}. Communicable disease control 
b}. Vector control 
c). Family health 
d}. Nutrition 
e}. Environmental health 
fl. food safety 
g}. water quality 
h}. Waste disposal 
i). Education and information 
j). Family Pl~,ning. 

9. PERFORMANCE STANDARDS/TARGETS 

- evaluating the quality of health services 

10. ACTIVITY TIME CHART WORK PLAN 

- Analysis of major activities that will. 
be involved in developing the programme. 
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COM MEN T S
 

11. EVALUATION PLAN 

a) • mechanism for mea~~uring achievement 

b) . provision for assessing O1'iginal 
goals and objectives 

12. INFORMATION SYSTEM
 

a). Use of existing data and their sources.
 



COM MEN T S
 

12. b). New data-sources 

13. BUDGET JUSTIFICATION AND COST ANALYSIS 

a). Development bUdget 

b). Recurrent budget 



13. c). Cost-control 

d). Cost- effectiveness 

e). Cost-benefit 

14. 

a). Support from the public and political leaders 
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]4. b). Criteria and procedures for supervision 

c}. Criteria and procedures for evaluation 

15.	 Achievements since independence or since 
the district was formed (for the district~ 

that did not exist in 1963). 
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INTRODUCTION 

During the period January 17 - March 5, 1982, I was priviledged to 

consult to the HPIP in Kenya. 

My primary charge ~as to render an opinion on the current state of the 

MOH's national health information system, to identify possible areas of 

improve.ment, to make reconvnendat ions for implementat ion of appropri ate 

remediations, and to advise the HPIP on the specific activities that 

would be appropriate to undertake in connection with its mandate, lito 

assist the MOH in strengthening its HIS". 

CONSULTATIVE METHODS 

A considerable amount of preparatory work was undertaken prior to 

departure for Kenya. Related project documents were reviewed, and 

several briefings were held with informed HPIP (headquarters) staff. 

was also able to meet with and receive input from Dr. Gipson while he was 

in Los Angeles on other Project business during November, 1981. 

It was initially clear that the MOH's current data processing capacities 

would need to be examined in-depth. Anticipating the possibi 1ity that 

data processing hardware might requi~e expansion or upgrading, some 

state-side
I

assessment was also done to identify particular equipment that 

might be compatible with existing Kenya-based facilities. 

In Nairobi, interviews and discussions were undertaken with key personnel 

at the MOH and-the MOF (the MOF provides MOH data processing services). 

I 
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An observational tour was also made to I'almOU ulstrict Hospital (and
 

out-patient clinic) to develop a perspective on field-based data 

management. In addition, all known computer facilities in Kenya which 

have the potential capacity for handling national-scale data, were 

contacted. 

FINDINGS 

A. MOH Data Gathering Instruments 

The forms and data gathering procedures now in use by the MOH 

appear to be quite adequate in terms of capturing most of the raw 

data necessary for an effective national information system: 

Data elements treated on the current forms (shown as Appendix A), 

encompass much of the information needed for statistical 

analyses/summaries related to: morbidity/mortality, 

inrllunizat ion, epidemi 0 1ogica1 samp1ing, soci o-demograph ics, etc. 

Still other data elements which are directly supportive of 

management and administrative functions (e.g., personnel 

deployment, supply/equipment inventory control, etc.), could 

easily be installed. 

B. Data Processing 

Data gathering as observed in the field (at district 

hospital/out-patient levels), is a very structured and controlled 

process. Given the conditions under which staff labors, this 
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part of the system works Quite well indeed. 

Documents are sent with 'acceptable timeliness, to the Ministry. 

where they are stored in an orderly manner for processing. The 

following forms are routinely submitted upward. 

- Di schargt: oJrn::t:" 

-	 . Return of Notifiable Infectious Diseases 

- Immunization Summary Sheet 

- Family Planning Clinic Card 

- Family Planning Additional Re-Visit Card 

Of these. only the Discharge Sheet becomes relevant for automated 

data processing purposes.* On this form, information is coded 

according to lCD9. Encoding is then re-checked (one hundred 

percent). and finally, a manual tally of all statistics is done 

by MOH statistical c.lerks before the data goes for data entry. 

Between these three processes, significant time elapses. 

The next step, data entry. is performed from the source documents 

onto floppy disc. This function is housed 'in the MOH. but 

supervised by MOF personnel. (At this point, the MOH looses 

k	 Infectious disease and immunization data (out-patient) are tallied 
manually and· added to the morbidity/mortality statistics. Family 
Planning data is collected and reported, but is not currently
handled by the MOH's statistical unit at this time. 



control of the data processing sequence). Historically, the MOF 

ha5 demonstrated a limited capacity to respond to MOH ,data 

processing needs: 

-' Programs are limited to production of 
morbidity/mortality tables. 

- Process ing is done on an IBM 135 (s lower of the two 
MOF machines). 

- Processing is scheduled on an ad hoc, low priority 
basis. 

Periodically, when time permits, the MOF processes MOH data 

and produces a preliminary report. This run is de1iv~red 

back to MOH statistical clerks who then check the run 

against their origina1 hand-tall ied data. If a discrepancy 

exists, it· is researched and corrected. The corrected 

items, plus the rest of the old, (good) data in the batch, 

are then res'ubmi tted to Data Entry and Process ing. These 

proceaures are repeated ad infinitum until the computer 

tally agrees with the manual tally. This validation process 

typically requires 3-4 corrective cycles. The report is ',) 

then PUb1ished.(i 

c. guality of Systems Outputs 

The data processing seq~ences as described above, are
 

time-consuming and quite inefficient from a methodological
 

~.~'~i\ 
f • ' . -J 
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point of view. Outputs of the HIS have thus been affected 

in two equally critical ways. 

First of all, data processing is hopelessly backlogged. The 

most 'recent data processed is for mid-year, 1978. 

Unprocessed data now on deposit at the Ministry include all 

of 1979, 1980, 1981 and 1982. Being 3-4 years old at time 

of publication, the health statistics currently being 

generated by the MOH are obsolete upon receipt, and thus are 

virtually useless for health planning/management. purposes. 

This situation cannot be ascribed to the data gathering 

efforts in the field. Information from the field is 

reasonably complete, accurate, and forwarded in a timely 

fashion to the Ministry. The essential problem is in the 
I 

time-consuming manual checks and vertifications, th~ data 

entry mechanism, and data processing and programming. 

Equally as important, the massive array of data that is 

being collected, (with its limitless possibilities for 

generating useful information throughout the MOH system), is 

not being utilized. Currently, the only national health 

statistics being generated are morbidity/mortality tables. 

No programs have been developed to encapsulate a wide 

variety of other clinically related measures (i.e., 

immunizations, epidemoiogical sampling, monitoring, alert, 
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The computer is used essentially, as a typewriter. None of 

the computer's storage or editing, and few of the arithmetic' 

capabilities are used. The program - such as it is - was 

written by the Finance Department some years back and there 

is no one now available to modify or enhance the programs. 

D~	 Impact of Current HIS Deficits on avera 11 MaH aperat ions 

(and HPIP Concerns) 

If one accepts the concept that a "system" defines a variety 

of components which generate, interact, support, sustain and 

perpetuate each other, current health data management (as an 

interactive part of the national health delivery systems), 

must be evaluated - at best - as formative. 

For one thing, it should be obvious from discussions in 

preceeding sections that, although tremendous energies (and 

field document~tion) are being generated, data is not being 

summari zed in a form that can be readi ly used by either 

concerned reporters or nat iona1 deci sian-makers • Although 

statistical data can be viewed as only one of several valid 

means of forming judgements . (e.g.» policy/management 

decisions), it should be recognized that the means for 

re1i ab le (stat ist ically-based) nat iana1 dec isi.on-mak ing, 

does not now exist on any meaningful level. 

!n another respect, the current system-related deficits 
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create a situation where by those who report the information· 

get no reward (in the form of being able to see their data 

sunmarized and re-applied for local purposes). It is 

remarkable, indeed, that the essential data generation 

components of the HIS (in the field), have sustained their 

own momentum for upwara reporting. Even in much more 

matured and stablized information systems, it has been shown 

time and again that if reporters do not get basic feedback 

on what they report, over time they wi 11 cease to co 11 ect 

data (reliably or validly): the importance of the exercise 

becomes irrelevant. although not yet an active phenomenon, 

the current state of affairs in the MOH's information 

systems has all of the potentials for further systems 

degeneration if current practices are not altered. 

Finally, all of the foregoing observations and comments 

suggests that the MOH's HIS is being approached on a basis 

~hich simply maintains an earlier established, minimally 

productive and status quo.· On the other hand this 

I:onsultationhas also brought to light the fact. that there 

are a number of ~merging, variously funded projects/MOH 
... 

Jperations, whose, mandates naturally include pre-emptory 

:oncern for health statistics. These projects are either 

iub-sectoral (e.g., family planning, urban health care) and 

lr service-specific (e.g., invnunization). In general " ~of 

~hese. projects have built-in data gathering (and mini data 

;ystems components). In the absence of a strong in-place 
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national health information system, there is the danger that 

these various projects could inadvertently. Impose new 

requirements and/or have the potential for. creating 

duplicity or conflicting approaches upon an already tenuous 

national health information system. Care should be taken to 

ensure that a national HIS function not only addresses its 

own historical gaps, but is managed in such a way as to 

support and control design of information components of 

formative and future health sector projects. The following 

illustrate the above point: 

(1) KEP lis an innocu 1at ion program sponsored by 

DANIDA. The program will ultimately cover the 

entire country. Their management feels that they 

will' eventually need to have in place a 

comupterized management and information system, and 

they asked us if we (e.g., MOH/HPIP) can help. We 

replied that we thought we could, since such a 

system is ideally suited for the configuration we 

have in mind, and that their long-term requirements 

would dovetail nicely with the rest of the 

Ministry's requirements. It is in the interest of 

the Ministry to integrate as much as possible the 

various data which will be generated by various 

agencies under the ministries auspices. We view 

KEPI as the first of several national-scope 

projects whose data will have to be integrated into 

a national system. 
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(2)	 Jomo Kenyatta Hospital, in Nairobi, is the national 

tertiary care facility in Kenya. The Hospital (in 

fact) operates quasi-independently of ~he 

Ministry. During the course of my consultation, it 

was revealed that the Hospital was pursuing a Data 

Processing alternative for itself, Quite 

independent of the Ministry. The system they are 

entertaining is a Hospital Information System 

developed in England to run on IBM gear. Many 

questions have to be raised about the wisdom of 

such a system at this time, most important of which 

is, "ls the hospital ready for automation of any 

kind at this time?" The answer is, "Not before 

careful examination of manual system~ and the 

relationshlp of all data to national requirements 

is done. II More thought, planning and time is 

needed before automation should be considered. 

Particularly, the clinical aspects of a Hospital 

Information System should not be attempted until 

central Ministry programs are up and operating. 

The capacity of the MOH/HIS to guide such matters 

should be clear and enforceable. 

Over and above its data generation services, the HIS wi 11 

need to function as a controller and coordinator of all 

health statistical activities and outputs. To do otherwise 

has the serious potential for fragmenting the limited MOH 

.. ~ r 
( I;' \ 
f'> I .. 
1 
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resources available for data management, as well as making 

it impossiule for the MOH to develop true national 

statistical orofi1es. 

E. Overview of Kenya Computer Facilities 

Currently in Nairobi, there is the following hardware: 

IBM System 135 - 5 years old - Ministry of Finance 
(leased at maximum) 

IBM System 138 - 4 months old - Ministry of Finance 
(purchased) 

IBM System 135 - IBM Service Bureau 
tBM:5.jSiem 3 * UsM=Serv-1£e-;BuF"8ill:t 

IBM System 4~31 - Jlrnerican National Life Insl!r~w:e 

There may be other miscellaneous pieces of gear scattered around 

the town and country, but these are· the primarily installations. 

IBM is the larQest data processing presence in Kenya. The range 

of equipment offered by IBM diff~rs greatly in Kenya from t~.c:.: 

offered in the USA or Europe. Such commonplace gear as the 

145-48, 155-58, 303X has never bee.n, is not now, and in all 

1ike1i hood, will never be II announced (Announced in Kenya is i 8M 

jargon for 'offl~red for sale and maintenance'.) Thus equipment 

that might be considered redundant and obsolete in the USA will 

be the latest available in Kenya. For that reason, strange 

configurations such as a leased 135 side-by-side, a purchased 138 

is explicable if not understandable. 
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The more advanced 4300 series has been announced in Kenya and one 

box is a'lready in private hands in Nairobi. Time can be leased 

,on this machine. All systems run under DOS, but current users 

are	 running relatively unsophisticated applications. 

RECOMMENDATIONS - IMMEDIATE 

The	 following are recommended for immediate action: 

1.	 That the current DP relationship between the Ministry and the 
Ministry of Finance be severed as inoperable, as soon ~s possible. 

2.	 That the Ministry of Health develop its own data processing 
capabilities at AFYA house; that HPIP obtain for the Ministry of 
Heal,th an IBM 4321 or 4331 processor for installation at AFYA 
House, Installation date - 4th quarter, 1982 or 1st quarter 1983 
or sooner if possible. 

3.	 That the Ministry itself undertake the processing of its 
Morbidity and Mortality statistics. 

4.	 That programs be generated for the Mi ni stry that wi 11 perform a 
full range of monthly statistical reporting and ana lys is 
~unctions on both in-patient and out-patient data. 

5.	 That the resultant statistics be published monthly and that 
quarterly summaries be returned to the field (Where' they were 
generated) on a systematic basis. ' 

6.	 That KEPI be used as a prototype for integration of Project and 
MOH information, that the Ministry of Health met KEPI data 
processing needs, and that programs be generated'that respond to 
KEPI's management control and statistical reporting needs. 

, 
/ 
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RECOMMENDATIONS - LONGER TERM
 

7.	 Requirements Definitions are to be drafted for the following 
systems, for installation during calendar years 183 and 184, in 

I 

order of pt-iority: 

- Personnel and manpower,
 
- Transport - Equipment maintenance and status,
 
- Purchasing Stores and Inventory Control,
 
- Enhancements to the vital health statistics reporting
 

system, and
 
- Hospital Information System.
 

8.	 Selection and training of Kenyan Data Processing staff over the 
period of 18 months. Recommend, 

j
Two Operators,., -------

Three Programmers, and
 
Two Data Entry Clerks.
 

9.	 Structurally remove data entry function from the Ministry of 
Finance and place it within the Ministry of Health. 

10.	 Put off any computerization at Jomo Kenyatta Hospital for at 
least 1.5 to 2 years. Give .it time to get its management in 
shape and its manual systems working well before any serious work 
in hospital DP takes place. 



HEAL'llI MANAGEMENl' 

INFORMATION SYSTEM 

~JORK PLAN 



HEALTH MANAGEMENT· INFORMATION SYSTEM (woRK PLAN) 

1.	 The mortality morbidity statistics will be published on time. 

The statistics will be d~]On~trably correct. 

There will be feedback to the field quarterly. 

2.	 A steering subcOlm\ittee for the computer will be established within 

the HMIS steering Committee•• 

3.	 The computer will be established within the Ministry of Health. 

An operations staff will be trained to run it. 

A data entry staff will be trained and working. Key punching will be 

eliminated. 

A programming staff will be trained to program the IBM 4321. 

4.	 The reD coding will be done in the field, version 9•• 

5.	 Sampling quality control of the field generated statistics will be 

done at the Ministry. 

6.	 Hinistry wide management information system will be up on line and 

updateable in real-time. Reports. will be generated regularly. 

7.	 He will have begun work on computerizing those health statistics 

areas that are currently being done manually. 

THE	 STEPS 'ID ACHIEVE THESE GOALS FOLI'..OJS 

I\.ן 

rj'U	 \ . 
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1.	 PUBLICATION OF 'mE MORTALITY/MORBIDITY STATISTICS 

Time span 6 months 

1.	 Track current system: 

From field 

In-house coding ~ld verification 

Key Punch/Data Entry 

Progranming - CBS 

Processing - CBS 

Error correction 

Repeat processing 

2.	 Systems analysis and reprogranming for 4321. 

3. Install	 new manual procedures for processing in-house. 

4. Run	 parallel in-house versus CBS. 

5.	 ·Sever connection with CBS for future production work. 

THE b'TATISTICS WILL BE DEMONSTRABLY CORRECT 

6.	 Run monthly statistics for verification, validation and 

control. 

7. Set	 up manual procedures for control of tests. 

quality 

, 
r 
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8.	 Analyze test results. Make adjustments and corrections as needed. 

Return to step ~ until satisfied•• 

FEEDBACK TO FIELD OF REPORTED STATISTICS 

9.	 Confer with appropriate parties determining the nature, form and 

frequency of he field feedback data-for monthly 

mortality/morbidity and llt:i.lization statistics. 

10.	 Analyze results of study. Present samples of reports for approval. 

11.	 Firm up and finalize reports. 

12.	 Program field feedback system. 

13.	 Test and debug same. 

14.	 Generate sample systems reports for approval. 

15.	 Publish first monthly/quarterly feedback data. 

16.	 Visit sanple field sites to determine response, accuracy, corrments, 

etc. 

17. Incorporate results of field visits in systems design. 

, \ 
;' \~
,) '. 

i 
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18. Reprogram systems changes. 

19. Test changes. 

20 • Accept changes. 

21. Go live. Publish final version of feedback subsystem. 
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2• COMPurER STEERING SUBCOMMI'I'rEE WI'lHIN HMIS 
i 

Time' span 8 months 

1. Establish purpose and mandates 

2. Membership 

3. Staff 

4• Procedures 

5. Responsibilities 

6. Officers 

7 • Scheduled meetings 

8. Agenda preparation and input. 

9. Minutes 

10. Subcommittee task forces/ex-officio, etc. 
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3 • TO ESTABLISH A COMPUTER IN '!HE MINISTRY 

Time span 7 months 

1. Select appropriate hardware. 

a. Survey available vendors. 

b. verify maintenance and parts availability. 

c. Compatability with existing hardward in GOK. 

d. Price it. 

e. Delivery dates. 

f. Training capabilities. 

g. Software cornpatability with existing facilities. 

h. Cornpar'able hardware in region. 

i. Upward growth capabilities - sPeed - size. 

j ..Future in the vendor's plans and capabilities. 

k. Purchase US or Kenya. 

2. Systems software selection. 

3. Hardware configuration selecti( 

4. Place on order. 

5. Select maintenance program. 

6. Sign maintenance agreement. 
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7• select supplies. 

8. Survey vendors. See substeps in above except~H/.I; 
tI1 

9• Purchase supplies. 

10. Site selection. 

11. Site preparation. 

12. security procedures established. 

13. Systems software training. 

14. Hardware installation. 

15. Hardware integrity shake down period. 

16. Systems software installation. 

17. Systems acceptance and sign-off. 

18. Initialize system IMPL. 

19. Size: one chief operator. 
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20.	 Interview potential candidates, at least six. 

21. Screen six candidates - - reduce to two. 

22 • select one. 

23.	 Introductory and indoctrination period at MOH computer site and IBM 

on the 4321. 

24.	 Training in the US at Drew School, for a period to be decided, on 

the Drew School 4321. Emphasis on computer room, scheduling, 

management, safety, operations, air conditioning, site security 

DOS/VSE, power, VSAM, SSX, etc. systems maintenance. 

~5.	 Return to Ministry - operate computer in parallel with project 

team. Hands on one month or longer as required. 

26.	 Go live. 

DATA	 ENrRY STAFF TRAINI~ 

27.	 Screen operator interviews. 

28.	 Interview/Select 

29.	 Train in ICCF at IBM. 
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30. Parallel	 operation in-house. 

31.	 Go live with health inforamtion systems data. 

PROGRAMMING STAFF TRAINING 

CCbL. L
32. Size:	 One ~ progranmer. 

33. Interview potential candidates. Six people. 

34 • Screen and reduce candidates to two in nWIlber. 

35.	 Select one plus alternate. 

36.	 Introduction and indocrination period at MOH computer site and IBM 

on the 4321. 

37. Training	 and evaluation at IBM Nairobi on 4321. 

38.	 Training in systems and cobol progranuning in the US at Drew school, 

for a period to be determined. Not to occur at the same time as the 

operators training. 

39.	 Return to Ministry of Health. Start programming Health Infonnation 

Systems programs in parallel with project team. Two months. 
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4.	 ICD9 CODING DONE IN THE FIELD
 

Time span 6 months
 

1.	 Study current in-house coding system. 

2.	 Confer with a group of field hospital managers, get their opinions 

of the projected transfer of responsibility. 

3.	 Set up workshops in the field or in-house or both, to train people 

to do the coding. 

4.	 Publish mUltiple lists of the ICD9 coding manual by computer. 

...	 5. Set.up manual procedures in-house to do 100% verification of returns 

from districts. 

6.	 Run a test of returns from one district of each province, perhaps 

one month's data. 

7.	 Evaluate test return thru 100% verification of the seven districts. 

8.	 Make necessary changes in manual procedures for field coding and 

in-house verification to insure desired accuracy. 

9.	 Go'live with all provinces with 100% verification in-house. 
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5. REPLACE 100% VERIFICATION WITH SAMPLING QUALITY CONrROL 

IN-HOUSE
 

Time span 12 months
 

1.	 Set up test protocol and procedures. 

2.	 Using the error rates detected during 100% verification in step 4, 

determine the sample sizes that would be appropriate for each 

district to obtain 97-99% accuracy. Ninety-five percent of the time 

this seems a deSirabl~OnfidenCe interval. 

'- 

3.	 Test a random sample of the size appropriate for each district 

against the same data that was 100% verified. In each district, 

determine if the sample error rate is significantly higher than the 

census error rate. If so, up the sample size and redo until the 

error rates are equal. 

4.	 Repeat process for two months (1 roonth). Once a district has 

performed up to standards by sampling two roonths in a row, it is 

considered acceptable. 

5.	 Take the data from the rest of the districts in that province and 

run the sample vs. census test for one month or until all districts 

are ok. 
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6. Once all districts are being sanple verified, every six months run 

the sanple vs. the census test with the sample size set ab what ~ 

tJC.T'-.~ 
~ we consider \:0 be a good national sanpling ratio, perhaps

1\ 

10-12%. 

....., 
(/ 

7. In those districts where the test fails at the prescribed ratio, 

re-up the ratic€) and reao the test until the desired accuracy is 

attained. 

8. Each time a district fails the test, 

errors must be identified ana corrected. 

analysis of the causes of 

9. Publish third quarter 83 statistics as if they 

rehearsal for same. Perhaps in November '83. 

were year end, as a 
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6.	 MINISTRY WIDE HEALTH MANAGEMENr INFORMATION SYSTEM: ONLINE 

UPDATEABLE, REPORT GENERATION
 

Time span ·9 months
 

1.	 Identify eacp data element, in the Health Ministry, that is to be 

included in the Ministry wide data base and reporting system, e.g. 

by district: 

Health facilities, type, condition, capacity, number 

Population 

Square Miles 

water suppLy 

Sewage 

Transport 

patient 

Demography 

utilization 

staff/Manpower 

students 

Deliveries 

Etc. 

..
 
'.(~ 

2.	 Identify appropriate authority irl each district for source data. 

3.	 Confer with field authorities. 

4.	 Design appropriate qu~stionnaires. 
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5.	 Set up regional workshops on how to fill out initial forms. 

6.	 set up manual in-house procedures to receive, monitor, and validate 

questionnaires. 

7.	 'Design data base. 

8.	 Analyze and program system. 

9 • Test same. 

lO. Debug same. 

Ll.	 Go live. 

L2.	 Generate reports by district location giving status of each element 

in that district as we see it at the Ministry. Make the report a 

turn around document so any corrections can be made on the report 

and returned. 

13.	 Incorporate changes from field. This data base is considered as the 

most up-to-date information we have. 

14.	 Each quarter the status report will be generated with turn around 

documents included. Each data element for each district will have 

an 'as-of-date' telling the Ministry the date we last heard from the 

field about this particular data element. 
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15.	 Upon demand the Minist~ can know the status of any element for any 

district, by querying the system-on-line or perusing a 

monthly i {':"I"; i" - ... ..,; ". 



~cquire Supportive Comnodities	 [0] 

1.	 Office Equipnent 

Basic office equipnent including typewriters and xerox machine have been 

purchased and are available to project Staff at the work sites. Adequacy 

of these facilities will need to be re-evaluated as the number of HPIP and 

counterpart staff increase. 

2.	 Vehicles 

Authorization for duty tax waiver for purchase of two Peugot 504 

Stationwagons and one Landrover, were received from the Government of 

Kenya, Ministry of Finance, in October 1981. Vendor selection was 

initiated in November 1981. During the period November 1981 to March 

1982, quotations were received and an investigation was undertaken by the 

Drew purchasing Office to verify registration and liability insurance 

requirements for operation of vehicles in Kenya. Purchase orders were 

issued in March - April 1982. Finalization of payments and advisement on 

shipment dates were completed in August 1982. Vehicles arrived at port in 

Mombasa in September 1982. 

As of the (;lose of Project Year II, arrangements were being made for 

transport of vehicles by rail to Nairobi, at which time operating 

arrangements including registration, insurance, petrol supply and 

maintenance will be finalized with the MOH. 

I-I
 



a.	 Computer 

During January - February 1982, a systems analysis consultant was deployed 

to Nairobi to conduct an investigation of MOH automated data requirements. 

The substantive findings of that consultation are discussed in the 

Information Systems section of this report. Specifically, as regards the 

need for the purchase of canputer equipment under the terms of the HPIP, 

the consultant's opinion, offered at that time, was that full development 

of the MOH's data management capability would require significant 

augmentation of existing facilities and training/re-training of MOH 

technicians. 

The recommendation was made to proceed with the feasibility of purchasing 

an IBM 4321 series system with the specific contingencies that: 

1)	 the details of a MOH data management structure, operational control 

and appropriate staffing could be satisfactorily established; 

2)	 the HPIP would be extended beyond the contractual termination date 

of September 30, 1983, in order to guarantee the Project sufficient 

time to as'ftst in the develOPment and installation of the MOH' s 

automated data processing capability. 

To that end, in May 1982, the MOH and Drew made a joint request to AID/K for 

approval of a Project Year II bUdget that would include authorization to 

proceed with the purchase of computer hard\llare. AID's opinion was withheld 

until ceptember 1982, pendinlJ the findings of an independent evaluation of the 
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'I?roject. The opinion of the Evaluation Team, which was upheld by AID/K and 

accepted by both the MOO and Hl?IP was essentially that, although the MOH' s 

needs ultimately pointed toward development of an internally managed, 

large-scale canputer capability,' the current needs for structural definition 

and software development are over ridding and must be addressed first. 

Based on this opinion and ot.her deliberations with MOH officials, Hl?IP's 

overall technical approach to assistance in development of the health 

information system and the sPeCific issue of purchase of computer equipment, 

have now been more clearly defined. During the Project Year III, the 

long-term health information systems consultant will concentrate on assisting 

the MOH in establishing a user-based approach to identification of data 

criteria, data gathering methods and, data utilization. Within the remaining 

term of the Hl?IP contract, a mini computer will be purchased to assist the MOH 

in developing data program prototypes in preparation for the longer-range 

development of the full system. Hl?IP will concentrate its efforts on data 

elements specifically related to support of program planning, management 

control and evaluation. 

Within the context of the project requirements, the sUb-objectives related to 

acquisition of office equipment and vehicles are considered to be essentially 

canplete; approximately 90% of the sub-obiective related to the purchase of 

computer equipment remains to be canpleted. 
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