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I. Executive Summary
 

REACH assistance to the Kenyan Expanded Program on Immunization (KEPI) is
 

designed to strengthen selected components of the program to complement
 
assistance provided by other donors. These components include:
 

- communications and social mobilization
 
- disease surveillance activities, particularly for neonatal
 

tetanus and establishment of a sentinel surveillance system
 
- medical school curriculum development on immunization
 
- KEPI Manual revision
 
- Computerized EPI Information System (CEIS)
 

Since its buy-in to REACH terminates in September 1990, USAID/Nairobi
 
invited the writer to participate as a technical advisor to a Joint KEPI-

Donors Strategic Planning Meeting to discuss the activities and funding
 
requirements of the KEPI Plan of Operations, 1991-1995. The writer
 
collaborated with USAID, KEPI and other donors in determining the nature of
 
REACH assistance through September 1990 and identifying the technical areas
 
for which USAID support to KEPI through September 1992 would be most useful.
 

This report describes the outcome of those deliberations and discusses
 
the status of current REACH activities. Findings are also presented from a
 
field trip to observe the inaugural child-to-child school program and to
 
assess the usefulness of reported data in determining high-risk areas for, and
 
incidence of, neonatal tetanus (NNT).
 

Main Findings
 

1. After a rigorous planning exercise, the KEPI Management Unit (MU)
 
produced a draft Plan of Operations (PLOP), 1991-1995 and emerged with a sense
 
of renewed team spirit. The document served as the basis for discussions at a
 
Joint KEPI/Donor Strategic Planning Meeting in Nakuru from 12-14 March 1990.
 
This was a historic and useful meeting, bringing all the donors together at
 
the same time with the entire KEPI MU. REACH staff member Ms. Grace Kagondu
 
was rapporteur. USAID was represented by Mr. David Oot, Ms. Molly Gingerich
 
and Ms. Connie Johnson, with technical support from the writer.
 

2. USAID supports KEPI's focus on strengthening district capacity,
 
prioritization of districts, sustainable service delivery, and joint emphasis
 
on social mobilization and reducing missed opportunities for immunization
 
(MOI). Some areas of USAID concern are listed in Annex 5, including the slow
 
progress to date in Kenyanization of KEPI in terms of MOH financial support.
 

3. Technical areas in which USAID assistance to KEPI during the period
 
October 1990 to September 1992 would be most useful, and complementary to
 
support provided by other donors, were discussed during and after the meeting,
 
including the broad areas of:
 

- Social mobilization and communications through the provision and 
support of a long-term (2-year) Kenyan Communications Specialist; 
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Monitoring and evaluation activities through the provision of short
 
term technical assistance;
 

Disease control and surveillance activities through short-term
 
technical assistance and limited funds for workshops;
 

Cost benefit analysis by provision of short-term technical
 
assistance; and
 

Training activities through the provision of materials and limited
 
funds for operations.
 

4. Regular joint KEPI/donor meetings under the chairmanship of Dr. Oyoo
 
have been proposed in the PLOP and promise to be very useful.
 

5. Activities remaining under REACH I which have been agreed to by KEPI, 

USAID, the Department of Pediatrics (DOP) and REACH include: 

Activities remaining under REACH I 1990 

- Support of REACH Communications to Sept. 
Specialist 

- Support of REACH Administrative to Sept. 
Assistant 

- Exchange visits between Haiti $12000 from buy-in June/July 
and Kenya of respective Social 
Mobilization/Communications 
Specialists. 

- TA by Mimi Church on CEIS $10000 from buy-in July 

- TA on Medical Curriculum $ 7500 from buy-in August 
development 

- EPI Essentials ? from buy-in 

-	 Purchase Order to Department $12000 from buy-in to Sept. 
of Pediatrics 

6. Talented epidemiologists, pediatricians, obstetrician-gynecologists, and
 
managers are present in Kenya. To provide authoritative technical opinion for
 
KEPI on policy issues and to review strategic options for disease control,
 
they could regularly sit in an advisory group - just as WHO, for example,
 
turns to its global advisory group for expert guidance.
 

7. REACH has made a significant contribution in the field of social
 
mobilization. The REACH Communications Specialist is an integral member of
 
the KEPI MU and has been closely and effectively collaborating with UNICEF to
 
broker funds, plan and implement activities.
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Much has been learned from surveys and studies about the reasons that
8. 

parents and providers resist immunization. But more is known than is applied
 
in order to overcome these known resistances and design appropriate messages.
 
A review of the results and implications from the many KAP, coverage and
 

missed opportunity surveys already conducted in Kenya, and use of relevant
 

findings, is the first step.
 

9. REACH has completed its involvement in editing the KEPI Manual. The
 

next step is for KEPI to review the Manual and submit it to UNICEF for final
 
edits, lay-out, and printing. Agreement on pre-testing, quantities needed,
 
and methods of distribution should be reached between KEPI and UNICEF.
 

10. 	 With support from UNICEF and REACH, KEPI has embarked on a promising,
 
to mobilize school children to raise immunization coverage
sustainable effort 


in selected low-coverage priority districts by referring young children for
 
immunization.
 

11. The computerized EPI information system (CEIS) is up and running.
 
Although many modifications have been suggested (pages 20-21), the first task
 

is to improve the quality and quantity of data. CEIS should be used to
 
monitor the completeness and timeliness of reporting. CEIS' potential
 
contribution -to enable managers to analyze, feedback, and take prompt
 
corrective actions -has not yet been realized.
 

12. REACH is prepared to continue providing occasional technical input to
 
KEPI, HIS and IPS on the continued development of the sentinel surveillance
 
system (SSS). However, some difficult administrative decisions have yet to
 
be made by the MOH.
 

13. Work by the Department of Pediatrics and KEPI on revision of the medical
 
school curriculum concerning immunization is progressing according to plan, as
 
outlined in the memoranda of understanding prepared by the DOP and REACH in
 
September 1989.
 

14. Reported data on NNT at district health offices and referral hospitals in
 
the three districts visited are so incomplete and of such doubtful quality
 
that the data cannot readily be used to determine high-risk NNT areas and
 
incidence over time.
 

Recommendations
 

1. The MOH needs to be more involved in internal political advocacy to lobby
 
the Government of Kenya (GOK) for "counterpart" (PL 480) and increased GOK
 
funds.
 

2. KEPI is encouraged to conduct cold chain management and transport
 
studies, as recommended in the 1989 DANIDA review. This writer's brief
 
observation of the cold chain revealed important managerial problems at
 
surprisingly high levels of the cold chain which need to be addressed.
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3. The MOH needs to issue guidelines for a partnership with Non-governmental
 
Organizations (NGOs) to raise immunization coverage. Respective roles and
 
responsibilities should be specified and NGOs should be included in periodic
 
coordination meetings with the DFH.
 

4. Communications and mobilization efforts directed at public and private
 
health care providers should be increased, since the lack of up-to-date
 
information, knowledge and motivation might be a powerful deterrent to raise
 
immunization coverage.
 

5. Social mobilization should be expanded to include direct mail targeted at
 
churches, schools and other community networks, as well as to health care
 
providers.
 

6. The KEPI MU should carefully track expenditures involved in the child-to
child school health program and strive to keep those costs down in order to
 
encourage district self-reliance and sustainability. Lessons learned should
 
be documented and an article describing the process and impact should be
 
submitted to a suitable journal for publication. A list of suggestions and
 
questions which need to be addressed is provided on pages 17-18.
 

7. Given the ambitious social mobilization plan, the KEPI MU should consider
 
assigning a vehicle full-time to Ms. Kagondu and the health education officer,
 
Mr. Harold Kodo, for this effort.
 

8. The computerized EPI information system (CEIS) needs to be customized so
 
that drop-out rates and reporting completeness can be easily monitored by
 
district.
 

9. The DFH should continue its plan to conduct a workshop on measles
 
control for pediatricians and senior policy makers. Without forgetting the
 
other diseases, the same participants need to be briefed on neonatal tetanus
 
(NNT), which has been identified in many surveys as a major killer in Kenya,
 
as well as on polio control policies and strategies. Such integrated
 
workshops are efficient and follow the model promoted worldwide by WHO.
 

10. A SSS working group needs to meet regularly to resolve the administrative
 
and managerial issues which have been identified locally by all the
 
collaborators - KEPI, HIS and IPS.
 

11. A serological component to determine the extent of maternal protection
 
with tetanus antitoxin should be conducted at a convenient time. As the "gold
 
standard" of protection, serological findings will be useful to validate the
 
relative precision of coverage estimates derived by cards, verbal histories,
 
and service statistics.
 

12. Since routine surveillance data cannot now be used without a major
 
investment in time and effort, and surveys are too costly and impractical,
 
other means of determining the magnitude and area of high-risk for NNT need to
 
be found. The possibility of using existing Demographic and Health Survey
 
(DHS) data to analyze neonatal deaths, by age at death in days, should be
 
explored.
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13. NNT surveillance should be improved by requiring that it be reported
 
separate from all other tetanus and by disseminating a standard case
 
definition to improve diagnosis. Recording and reporting of tetanus toxoid
 
(TT) by dose also needs to be standardized.
 

14. The low number of TT doses given in some districts/facilities relative to
 
the high number of new and repeat antenatal care visits deserves
 
investigation. In districts with a high enrollment of female students,
 
repeated immunization of girls in the early grades before attrition, to take
 
advantage of the long-lasting duration of TT protection (5 properly spaced
 
doses protect a female throughout her future childbearing years), is a
 
sensible medium-term strategy for NNT control which should be considered.
 

II. Purpose of Visit
 

The writer's scope of work, as extracted from cables 2936 and 3463 from
 
USAID/Nairobi, was as follows:
 

A. 	 Participate as a technical advisor to USAID/Kenya O/PH staff at
 
Joint Donor (DANIDA, UNICEF, USAID) - KEPI Strategic Planning Meeting to
 
be held at Nakuru. Overall and sub-objectives of the meeting are:
 

- Overall objective: to produce an agreed upon plan for
 
implementation of KEPI including requirements for external funding
 
in a detailed form through 1992 and a general form through 1994.
 

- Sub-Objectives:
 

- To clarify KEPI program implications arising from Government
 
of 	Kenya policies;
 

- To review objectives of KEPI and how well these are being
 
achieved;
 

- To assess the implementation plan proposed for achieving
 
objectives;
 

- To agree upon the external funding requirements, applications
 
and sources.
 

B. 	 Assist Grace Kagondu to prepare a draft plan of action for KEPI
 
resulting from the Strategic Planning Meeting. The draft plan of action
 
will become the consensus document that provides guidance and
 
clarification for DANIDA-UNICEF-USAID assistance to KEPI in a detailed
 
form through 1992 and a general form through 1994.
 

C. 	 Review the November 1989 strategy for the REACH long-term
 
intervention in Kenya with O/PH staff. Advise Mission where modifications
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are needed for the balance of REACH assistance to KEPI through September
 
1990 based upon current status of activities.
 

D. 	 Prepare with and get concurrence from KEPI and Mission draft scopes
 
of work and proposed schedule for balance of all REACH technical
 
assistance visits to KEPI required through September 1990.
 

Additional activities which were conducted during the 3 week visit
 
included:
 

1. Visiting Siaya District for two days to observe and provide
 
technical input for the child-to-child school health program;
 

2. Visiting Kisumu, Kakamega and Nakuru Districts for three days to
 
assess the usefulness of reported data in determining high risk areas
 
for, and incidence and trends of, neonatal tetanus (NNT);
 

3. Reviewing the status of ongoing REACH activities concerning:
 

- Social mobilization, including child to child school health
 
- Computerized EPI Information System (CEIS)
 
- Medical school curriculum development on EPI
 
- Sentinel surveillance system
 
- KEPI Manual
 

4. De-briefing KEPI, REACH, UNICEF, DANIDA and USAID officials.
 

The writer also provided written comments on guidelines prepared by
 
UNICEF on KEPI-NGO relations and suggested revisions on two draft radio
 
scripts on EPI.
 

III. Background
 

REACH assistance to the Kenya Expanded Program on Immunization (KEPI) is
 
designed to strengthen selected areas of the program to complement assistance
 
provided by other donors. The goal is to improve overall program
 
effectiveness in reducing morbidity and mortality from the target diseases.
 

The intention stated in the "Strategy Document for Proposed REACH Long
term Immunization Intervention in Kenya" is for REACH to provide catalytic
 
technical support for priority KEPI activities to complement existing
 
resources and to develop the institutional capacity of KEPI to further expand
 
coverage and sustain its achievements.
 

Technical assistance is provided through the long-term placement of a
 
national communications specialist and by means of a series of short-term
 
visits by REACH staff and consultants.
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The KEPI components to be strengthened under REACH assistance include:
 

- communications and social mobilization
 
- disease surveillance activities, particularly for neonatal
 

tetanus and establishment of a sentinel surveillance system
 

- medical school curriculum development on immunization
 
- KEPI Manual
 
- comruterized EPI Information System (CEIS)
 

Principal donors to KEPI include DANIDA, UNICEF, Rotary International and
 

USAID. USAID support to KEPI is provided under a bilateral agreement through
 

September, 1992. In addition to a USAID/Nairobi buy-in to REACH which
 

terminates in September 1990, central REACH funds are also being used through
 

September 1990, particularly to provide technical and administrative
 

backstopping.
 

IV. Trip Activities
 

9 March Arrived in 'Kenya; briefed by REACH, USAID, KEPI and
 
DANIDA on donor meeting
 

10-11 March Weekend
 
12-14 March Participated at donor meeting, Nakuru
 
15-16 March Meetings at KEPI and UNICEF
 

17 March Saturday
 
18 March Traveled to Siaya District
 

19-20 March Participated in child to child school health program,
 
Siaya District
 

21 March Reviewed NNT data, Kisumu District
 
22 March Reviewed NNT data, Kakamega District
 
23 March Reviewed NNT data, Nakuru District
 

24-25 March Sunday
 
26-28 March Negotiated USAID assistance to KEPI; reviewed status of
 

REACH activities
 
29 March Met and de-briefed Drs. Oyoo and Sang with C. Johnson
 
30 March Completed sections of draft report; de-briefed USAID and
 

other donors
 
31 March Weekend
 
1 April Departed Nairobi
 

A list of persons contacted appears in Annex 1.
 

V. Methodology and Approaches
 

The writer reviewed relevant documents available in Washington before
 

departing and in Kenya at the start of the visit. The draft KEPI Plan of
 

Operations, 1991-1995 was carefully studied prior to the donor meeting in
 
Nakuru.
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Multiple rounCj of discussion and negotiations were held with all the
 
donors, KEPI Management Unit (MU) staff, and REACH staff to reach a consensus
 
on USAID assistance to KEPI through 1992. The Draft KEPI Plan of Operations
 
(PLOP) which had been prepared in advance of the donor meeting was the result
 
of a rigorous planning exercise at a difficult time for KEPI. Much credit is
 
due to the KEPI MU and the DANIDA advisers for having produced the PLOP and
 
having emerged from the exercise with a sense of renewed team spirit.
 

The KEPI MU graciously welcomed the participation of the writer. The
 
writer chose not to involve himself in the finalization of the PLOP, other
 
than to provide the KEPI MU with detailed written comments on the draft copy.
 
Too active an involvement would have been counter-productive and might have
 
jeopardized the acceptance of the document as a true KEPI-generated product.
 
The KEPI MU had delegated to Grace Kplondu the responsibility of finalizing
 
the PLOP. At the time of this writer's departure, she was nearing completion
 
of this task.
 

A field visit provided the writer with the opportunity to review the
 
quality and potential usefulness of routinely collected data on NNT incidence,
 
to contribute to the implementation of the first child-to-child school health
 
activity, and briefly to examine the cold chain.
 

The final week in Nairobi involved many discussions with donors and the
 
MOH to assist USAID in identifying the technical areas where their future
 
support to KEPI would be most useful and complementary to support provided by
 
other donors. The status of REACH ongoing activities were reviewed and a plan
 
for future REACH activities until September 1990 was prepared.
 

VI. 	Results and Conclusions
 

A. 	 Strategic Planning for Proposed USAID Assistance to KEPI
 

1. 	 Joint KEPI/Donor Strategic Planning Meeting, Nakuru, 12-14 March,
 
1990
 

This was an historic meeting in that it was the first time that the KEPI
 
MU met together at the same time with all the donors - USAID, DANIDA and
 
UNICEF. Held for two and a half days in Nakuru from 12-14 March, the meeting
 
allowed the chance for frank and open discussions on past achievements and
 
problems, many of which had been identified in previous international reviews.
 
The meeting agenda is attached (Annex 2). The draft Plan of Operations, 1991
1995 formed the main subject of discussion and review and is attached (Annex
 
3). The PLOP had been prepared in advance in intensive sessions during which
 
KEPI team members applied techniques of logical framework analysis to consider
 
objectives, inputs, outputs, and outcomes.
 

The rapporteur for the meeting was Ms. Grace Kagondu, the REACH
 
Communications Specialist assigned to the KEPI MU. Each evening the KEPI MU
 
reviewed the day's discussions and, by the start of the third day of the
 
meeting, draft minutes were distributed to participants for comments.
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(Annex 4). Discussions from the third day still need to be incorporated into
 

the minutes, which should be finalized before the end of March.
 

The meeting provided the opportunity for the donors to exchange
 

viewpoints with each other as well as with KEPI on policy, programmatic, and
 

funding issues in the hopes of achieving consensus. Donors were represented
 

as follows:
 

DANIDA: 	 Mr. J.W. Johannsen
 
Mr. Henning Frotlund
 
Mr. Torkil Hoft
 

UNICEF: 	 Mr. David Alnwick
 
Dr. James Maneno
 

USAID: 	 Mr. David Oot
 
Ms. Molly 	Gingerich
 
Ms. Connie Johnson
 
Mr. Robert Steinglass (REACH)
 

This writer served as a technical resource to the meeting at the request
 
of USAID. Written suggested revisions to the minutes and to the format of the
 
Plan were provided directly to Ms. Kagondu, whose responsibility it is, as an
 
integral member of the KEPI team, to produce a final version.
 

An outline used by Ms. Gingerich and this writer to summarize the USAID
 
response to the KEPI draft PLOP on the last day of the meeting is in Annex 5.
 
Some examples of KEPI activities in which USAID has particular interest,
 
technical resources and possible funds were included in the response.
 

2. 	 Brief Review of Status of Activities Detailed in Strategy for REACH
 
Long-Term Intervention in Kenya (11/89) and Future Activities under
 
REACH I.
 

KEPI 	Manual
 

Dr. Sang making changes and submitting to UNICEF. Expects no problems,
 

UNICEF still concerned with: size of order (60,000 copies) + cost (a half
 
million dollars); inclusion of everything for everyone. REACH involvement in
 
editing is finished.
 

Medical Curriculum
 

All KEPI chapters of teaching manual prepared and given to DOP Latter
 

still preparing their chapters with half said to be completed.
 

8 lectures (2 from KEPI and 6 from DOP) have been prepared and are now
 

included in the curriculum of 4th year pediatric students.
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Series of intensive experience for child scouts (select 4th year
 
pediatric students) has been developed including coverage, KAP, and MOI
 
surveys.
 

One last REACH consultancy useful in 8/90 (SOW proposed in Annex 6).
 
Work progressing according to purchase order between DOP and REACH.
 

Sentinel Surveillance System (SSS)
 

A SSS exists but many unresolved administrative difficluties continue to
 
impede its functioning, despite management-intensive interventions by IPS.
 

REACH continues to provide TA only, as appropriate from afar, while
 
relying on IPS to assist in micro-management locally.
 

Neonatal Tetanus Mortality Survey
 

Survey in Kilifi District shared with GOK and authors of paper.
 

External review comments incorporated and will now be submitted to a
 
scientific journal.
 

Discussion of policy options and strategies resulting from the findings
 
has not taken place in a formal meeting or workshop.
 

CEIS
 

System up and running. Only modules on population and immunization
 
coverage developed so far. System being used primarily to store data,
 
inputted back to 1987 by district. Use and feedback of data not yet being
 
done. Newly appointed data management officer appointed to KEPI will be
 
responsible, but requires training in computers. USAID could assist. DFH
 
eventually wants USAID to support training of an existing computer-literate
 
staff member to become a programmer. REACH to provie a consultant to
 
customize system further, train staff, and motivate staff to use CEIS. She
 
will do operational manual and leave source codes (See Annex 7 for proposed
 
SOW).
 

Social Mobilization
 

KEPI health education officer and REACH Communications Specialist
 
actively pursuing different media channels and developing materials. UNICEF
 
funds brokered by Grace Kagondu on behalf of KEPI. Child to Child school
 
health program begun in Siaya with plans to extend it to KEPI and UNICEF low
coverage high-priority districts. An exchange visit between REACH Social
 
Mobilization/Communications Officers in Haiti and Kenya will take place under
 
REACH I to share mutual experience and provide professional support in Social
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Communication, Marketing and Mobilization (Proposed SOW for Haiti REACH staff
 
and for Ms. Kagondu are in Annexes 8 and 9). REACH support for its
 
Communications Specialist will continue until the end of the project.
 

1990
Activities remaining under REACH I 


- Support of REACH Communications 
Specialist 

to Sept. 

- Support of REACH Administrative 
Assistant 

to Sept. 

- Exchange visits between Haiti 
and Kenya of respective Social 
Mobilization/Communications 
Specialists. 

$12000 from buy-in June/July 

- TA by Mimi Church on CEIS $10000 from buy-in July 

- TA on Medical Curriculum 
development 

$ 7500 from buy-in August 

- EPI Essentials ? from buy-in 

- Purchase Order to Department $12000 from buy-in to Sept 
of Pediatric.
 

3. Proposed USAID involvement in KEPI, 10/90-9/92
 

The writer collaborated with USAID to develop a program of technical
 
assistance to KEPI, which complements existing donor resources. The aim is to
 
improve program effectiveness in reducing morbidity, mortality and disability
 
from the vaccine-preventable diseases. USAID wants to be able to provide
 
catalytic technical support for priority KEPI activities while developing the
 
institutional capacity of KEPI to raise immunization coverage and sustain
 
program achievements.
 

All donors are concerned that a gap in expert technical assistance to
 
KEPI should be filled. The Division of Family Health (DFH) and DANIDA,
 
however, have chosen to replace the outgoing DANIDA adviser with a management
 
specialist. The DFH does not wish to have a second resident adviser dealing
 
with technical matters. Given that this is the case, a special search for a
 
manager with strong EPI technical skills should be carried out. Such people
 
do exist and REACH, with its global EPI experience, would be willing to help
 
to identify such persons for DANIDA and KEPI. DANIDA would be receptive to
 
suggestions.
 

Based on the donor meeting in Nakuru and negotiations with donors and
 
KEPI, the writer prepared a menu of proposed activities for USAID involvement
 
in KEPI from October 1990 to September 1992. This appears in Annex 10.
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The list was discussed in a meeting attended by Drs. Oyoo and Sang,
 
Connie Johnson and the writer. There was great interest and agreement on all
 
the activities listed under "First Priority". Dr. Oyoo pointed out that the
 
issue of TT serology would require higher approval, given the requirements for
 
such research in Kenya. From the "Second Priority" list, there was agreement
 
that USAID could provide needed support for a workshop on accelerated measles
 
control, sentinel surveillance system, and observation tours for staff
 
development.
 

This writer strongly encourages the DFH to reconsider its decision to
 
limit the workshop to measles. The same participants have a need to be
 
briefed on neonatal tetanus and polio control policies and strategies; such
 
integrated workshops are more efficient and are being promoted at regional,
 
country and district levels by the World Health Organization (WHO).
 

On his several visits to Kenya, the writer has observed a general
 
reluctance on the part of KEPI to initiate, or otherwise engage national
 
decision-makers, in a discussion on policy issues and review of strategic
 
options in disease control. A regular forum is badly needed to discuss the
 
many new developments in immunization and disease control. This important
 
routine task should not fall to any one individual but to a policy advisory
 
group with technical support, if required, from the donors.
 

This writer understands that a national immunization advisory committee
 
already exists. Whether or not this would be the appropriate body to be
 
charged with this responsibility of reviewing national policies and strategies
 
is for the MOH to decide. But the need is clear: hepatitis B, Edmonston-

Zagreb measles vaccine introduction, and updated NNT control strategies are
 
some of the topics which immediately spring to mind. Talented
 
epidemiologists, pediatricians, obstetrician-gynecologists, and managers
 
present in Kenya could provide the authoritative opinion to guide KEPI.
 

B. Review of Status of REACH Ongoing Technical Support to KEPI
 

1. Comunications and Social Mobilization
 

REACH contracted and supported the placement of a full time Kenyan
 
communication specialist beginning in May 1989. Ms. Grace Kagondu sits at
 
the KEPI Management Unit in this capacity. She is responsible for
 
coordinating inter-agency efforts in print and broadcast media to raise demand
 
for immunization. She is also responsible for development, testing,
 
production and impact evaluation of the needed materials.
 

Grace is well-integrated into KEPI and is considered a member of the
 
team. She is hard-working and well-regarded by all who work with her. Her
 
reports to REACH/Washington have been informative and professional. She has a
 
counterpart, Mr. Harold Kodo, who is a health education officer assigned to
 
KEPI. Grace had been working with UNICEF closely since the latter have an
 
interest in and funds to support social mobilization. This seems an effective
 
arrangement, since she is technically able to broker funds, plan and implement
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activities. The extent to which Grace is an integral member of the KEPI MU is
 
reflected by the fact that she is trusted to use any field visit to the
 
districts as an opportunity to supervise KEPI activities in general.
 

KEPI revived the National Social Mobilization Committee cons.sting of
 
representatives from UNICEF, KEPI other MOH departments and various ministries
 

and NGOs. The committee has met several times in the past six months. It is
 
meant to meet monthly to guide and facilitate efforts in social mobilization.
 
One problem has been lack of continuity in the participation of individual
 
representatives.
 

After she underwent in-country mid-level management training in EPI to
 

gain a technical grasp on EPI, Grace set about conducting a series of
 
provincial and district workshops for respective health management teams. The
 
results of these workshops are included in her field report covering August
 
through October. Briefly, one workshop aimed to assist province and district
 
health education officers to make their own local plans for social
 
mobilization for 1989/1990. As a result, funds could be forwarded to the
 
participating districts in return for which KEPI Headquarters was to receive
 
quarterly teports detailing activities and expenditures. These reports have
 
not been routinely received; Management Unit staff have had to chase after the
 
reports in some cases.
 

Another workshop for district public health nurses and provincial matrons
 
resulted in the participants conducting a missed opportunity survey in Nakuru
 
District. In each district, plans were drawn up for 1989/90 to conduct missed
 
opportunity surveys and to intensify social mobilization. A workshop for
 
Provincial and District Health Management Teams then served as the forum to
 
sanction the workplans elaborated at the previous workshops.
 

A major focus of activities was preparation (in conjunction with UNICEF)
 
of educational and publicity materials and media activities to celebrate
 
Universal Children's Week in October 1989. A newspaper supplement appeared in
 
all national and district newspapers throughout Kenya (Annex 11).
 

The writer has collected other health education materials on which KEPI
 
staff have collaborated. The materials are designed in such a way that they
 
can be printed in various languages spoken in the KEPI priority districts.
 
Scripting for radio programs has also begun.
 

A major focus of activity has been the child to child school program.
 
A description of this effort is provided in the next section.
 

A detailed social mobilization,':ommunication plan of action for January
 
to June 1990 was prepared. It is a thoughtful document but extremely
 
ambitious. As it is doubtful that even half of it can be accomplished, the
 
plan period was extended to December 1990. Even so, for Grace to be
 
effective, it will be necessary for her to prioritize among activities.
 
UNICEF will provide $230,000 to cover costs for the identified activities.
 
She will require use of a vehicle to be effective. UNICEF expressed the hope
 
that one of the vehicles which they and the Japanese donors are providing to
 
KEPI can be assigned full-time for social mobilization.
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This writer fears that the plan may rely too heavily on printed material.
 
Means for distributing the materials may be unrealistic. Instead, efforts to
 
"penetrate markets" (e.g., the school child-to-child programs) are likely to
 

be more effective in targeting the message and coupling it with concrete
 

behavior (referrals). Radio programs are also potentially effective.
 
The need for prioritization is clear when one considers that the child

to-child program alone will require a minimum of several trips, each of 2-4
 

days, to each district (16) participating in the first round of the effort.
 

And this is only one planned activity. It alone could occupy a person full

time. KEPI intends to decentralize planning for subsequent rounds; this will
 

help relieve the burden centrally.
 

More attention on message content would be useful. Through formative
 

research, such as the 1988 Kitui KAP and coverage survey, lessons have already
 

been learned as to the resistances of parents. But more is known than is
 

applied. Communications should address these resistances. For example, it
 

was found in Kitui that more than 1/3 of mothers felt that children with
 
fever, cough and diarrhea should not be immunized. Messages could be directed
 

both at mothers and health workers on this point. There is a plan to do this
 
on radio.
 

Targeted messages by means of direct mailings (some of which could be
 
computerized) are also likely to be effective and relatively inexpensive.
 
Audiences could include religious groups and churches. Community based
 
interpersonal channels are likely to be effective.
 

Health workers themselves need to receive new information. An excellent
 
1989 study done by fourth year pediatric students (child scouts) supervised by
 
Dr. V. Orinda of the Department of Pediatrics found that one half of health
 
care providers, interviewed at immunization service delivery points in
 
Nairobi, believed that children with a parents' verbal history of measles
 
should not be immunized. A message on this point to all health workers,
 
stressing the unreliability of parental self-diagnosis and the danger of
 
denying measles immunization, could be very effective. As with qualitative
 
data as mentioned above, existing quantitative data are also not being fully
 
used to focus activities. For example, drop-out rates should be monitored by
 
district to identify areas where immunization acceptability and missed
 
opportunities may be a relatively greater problem.
 

This writer feels that a greater focus of communications and mobilization
 
efforts must be directed at health care providers, whose lack of information,
 
knowledge, and motivation in many countries is a powerful deterrent to raising
 
immunization coverage. Results of missed opportunity studies, conducted and
 
planned, should be fed back to peripheral health staff for improved action.
 
Why is it that the comment is frequently heard (1988 Kitui KAP report, Siaya
 

child-to-child briefings of headmasters, etc.) that health staff are "abusive"
 
and "harass" mothers, especially if cards are lost? Communications staff need
 
to direct their attention to providers themselves.
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Positive developments include an interest in printing materials in local
 
languages and increasing interest in conducting formative research.
 
Collection and review of results from existing formative research to extract
 
and use relevant findings would seem to be the first step. KEPI plans an
 
Information-Education-Communication (IEC) evaluation in 1991 to review the
 
results of all efforts and to provide guidance for the future.
 

The timeline for activities through the end of 1990 is in Annex 12.
 
Activities planned for 1991-1995 appear in the draft PLOP, now under-going
 
finalization.
 

The general impression is that REACH has made a difference in the field
 
of social mobilization and that REACH involvement is very relevant to the
 
needs. Nonetheless, Grace would benefit from having a small REACH budget line
 
item for those times when the tardy release of KEPI and UNICEF funds threatens
 
to undermine planned social mobilization activities.
 

2. Child-to-Child Social Mobilization through Schools
 

KEPI has developed what promises to be an effective, systematic effort
 
for mobilizing schools to raise immunization coverage in selected low coverage
 
priority districts. UNICEF has provided funds for this activity. The KEPI
 
health education officer, REACH social mobilization officer, and UNICEF have
 
developed a variety of materials and posters for headteachers and teachers to
 
use in educating school children in standard 6 and 7 classes about the
 
importance of immunization (Annex 13). The children then give appointment
 
slips to up to four mothers of eligible children aged 0-23 months. The plan
 
is to harness the natural competitiveness of the children by having schools
 
compete for the highest number of referrals. Winning schools in each zone,
 
division and district will be given modest prizes. The entire process relies
 
on normal service delivery points to minimize disruption and increase the
 
likelihood that this activity can be sustained.
 

The writer was privileged to accompany the KEPI officers to Siaya
 
District for the first test of the materials and launching of the program.
 
The interest of the district education officers had been secured on a previous
 
visit to the district. There are 587 primary schools and 40 health facilities
 
in the district. Each of the six divisions in the district was scheduled to
 
receive a one-day briefing for its headteacher. On the first day 92 of 112
 
headteachers in Boro division participated. Turn-out on the second day was
 
approximately 40 of 65 headteachers in Ugunju Division. Training sessions
 
were chaired by District Education Officers with input from KEPI staff. The
 
most senior District Medical Officer of Health also participated. This sense
 
of district ownership is consciously being promoted by KEPI.
 

The writer provided a district specific hand-out, which can be used as a
 
model for other districts, to inform the headteacher about the annual toll of
 
the vaccine-preventable diseases in Siaya District. It also explains how many
 
deaths and polio cases can be averted by fully immunizing 1000 infants.
 
(Annex 14) The only figures on the hand-out which require modification for
 
use in other districts are those in the first paragraph. Siaya was assumed to
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have a 1990 population of 775,000. If the next district to which the program
 

will be extended has a population, for example, of 1,000,000 then the
 

respective figures can be calculated as follows:
 

District 1990 Pop. Annual deaths due Annual Polio 
to EPI diseases Cases 

Siaya: 775,000 2170 200 

District X: 1000,000 2800 258
 

1,000,000 X 2170 = 2800 1,000,000 X 200 = 258
 

775,000 775,000
 

Some suggestions can be offered for future programs:
 

- Make a special effort to convince the health authorities of the 

political embarrassment which would result if health facilities were 

to run out of vaccine or other needed supplies due to the increased
 

demand. Convince the DPHN to make a supply/briefing visit to each
 

health facility at least one week before the program begins.
 

- Based on the Siaya experience, determine whether or not health staff 
from facilities needed to have met beforehand. 

- Keep careful accounts of the expenditures involved in the program 
and search for ways to reduce costs in case the program is effective 
and needs to be replicated. 

- Evaluate the program's impact on district immunization coverage by 
plotting on separate graphs the month - specific infant coverage 
with DPT 1, DPT 3, and measles. A baseline month by month for at 
least the previous 12 months should be plotted to control for any 
seasonal variation when evaluating the totals during and after the 
program. An example from the Yemen EPI is attached (Annex 15). 

- Experiment with sending a post card reminder addressed to each 
school headmaster at the very start of the program (to allow time 
for it to reach them by the end of the 2nd week of activities).
 
Decide how results of the program will be fed back to participating
 
schools and to the general public.
 

- Prepare a hand-out list of all health facilities offering 
immunizations in the districts, including NGOs, and the days of the 
week on which these are offered. 
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Encourage the headteacher to teach the classes themselves so that
 
important information is not lost. (At present, headteachers brief
 
the teachers - two or three in most schools - to pass on the
 
information).
 

Include in an explanatory flyer the method of calculating the
 
winning school, which should be based on the rate of participation.
 
A school with 100 students in class 6 and 7 which returns 300 slips
 
would thus have a participation of index 3.0. This school would
 
rate better than a larger school of 500 students returning 750
 
slips, since their index would be only 1.5.
 

Modify the tally sheet to eliminate weekly tabulation of returned
 
appointment slips and put a line on which to enter starting and
 
ending dates.
 

Modify the explanatory pamphlet eventually to say that a lesson plan
 
has been prepared, and.not that teachers should prepare their own.
 

As suggested by the headteachers themselves, prepare a simple
 

certificate of appreciation for participating teachers.
 

- Consider using the Pied Crow issue on immunization in the schools. 

Questions which eventually will need to be answered include:
 

- periodicity of the program in each district during the year and in 
subsequent years. 

- order of expansion to other districts. 

- appropriateness of the prizes for motivation. 

The first test in Siaya has been a definite learning experience. Grace
 
Kagondu and David Alnwick (UNICEF), who joined her after this writer had left,
 
have come up with a useful list of their own suggestions. For example, Mr.
 
Kamau should visit each health facility before immunizations begin to ensure
 
adequate supplies of vaccine, diluent, needles, syringes, cards, etc. are
 
present. In future districts, Grace will first check on supplies and only
 
then provide the teaching, with the referrals to start immediately thereafter.
 
(At present, there is a 2-3 week delay between briefing headteachers and
 
referring children, during which momentum is lost.)
 

Ms. Molly Gingerich, USAID, suggests that methods be found to motivate
 
the health workers. This could be done by designing the appointment slip so
 
that a part of it is retained by the health facility. The staff of the health
 
facility submitting the highest number of slips could be entitled to an
 
observation tour to a model immunization facility in another district.
 

The ssibility of having the school children refer pregnant women for at
 
least one dose of TT should be considered.
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3. Computerized EPI Information System (CFTS)
 

The CEIS was originally developed by the South East Asia Regional. Office
 

It was written in DBASE III PLUS with an interface for the
of WHO (SEARO). 

graphs to LOTUS 1-2-3. The CEIS was developed as a tool to help EPI managers
 

better organize, process and analyze their data. As noted by REACH staff
 

member Ed Wilson on a visit to Turkey, "CEIS was designed to move the EPI
 

manager's focus from adding up numbers to thinking about what the numbers
 

mean."' Both past and present versions of the CEIS provide a simple menu

driven system for entering data, producing reports, and generating graphs.
 

The CEIS can be installed to collect and report data on coverage, cases and
 

deaths, funding, training, and coverage surveys.
 

The former REACH CEIS advisor, Mr. Dinesh Gupta, visited Kenya in
 

November 1988, April 1989 and August 1989 in order to install CEIS, customize
 

it and train KEPI staff in its use. CEIS was customized to incorporate
 

several data elements routinely reported at the service delivery points.
 

These are discussed later.
 

CEIS is installed at the KEPI Management unit and uses the district (of
 

which there are 42 in Kenya) as the lowest level for data entry. Data on
 

immunization coverage is collected at the service delivery points and reported
 

monthly to the district public health office. After compiling the data on
 

summary tally sheets, the data are sent to KEPI headquarters in the Division
 

of Family Health in Nairobi.
 

Data for 1988 and 1989 have so far been entered and plans exist to go
 

further back in time. These data are now sent directly to KEPI from the
 
to Health
districts. However, in the past some data were sent instead 


Information Systems (HIS) in Nairobi. It is possible that in the past some of
 

these data were not shared between KEPI and HIS.
 

An Olivetti 290 computer was supplied in 1989 by UNICEF for KEPI for
 

CEIS. It is a 286 type, IBM-compatible with 40 megabytes. It has'a floppy
 

disc drive, as well as hard drive. The monitor is monochrome. The printer is
 
Another printer, manufactured
Citizen dot matrix but is said to be too slow. 


by Olivetti, is on order. There is an uninterrupted power supply. CEIS is
 

functioning adequately on this hardware. Although CEIS was installed at KEPI,
 

a disc was also left with HIS.
 

Philomena Kamunge, the KEPI secretary, was trained to use CEIS on Gupta's
 

first visit. She had no prior training or experience using computers. Two
 
HIS statistical clerks, Elizabeth and Francis, were loaned to KEPI to assist
 

in data management. On Gupta's subsequent CEIS visits, they were also trained
 
for several weeks to enter data, print graphs, and do back-up. Unlike
 
Elizabeth and Francis, Philomena no longer works on CEIS. The DANIDA cold
 

chain advisor, Torkil Hoft, received training on CEIS from Gupta during the
 
latter's third visit. The KEPI Manager was briefed on several of Gupta's
 
visits on the general interpretation and analysis of CEIS outputs. He was
 
also exposed to CEIS on his REACH observation tour of Indonesia and
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Bangladesh. He has not himself been trained in data entry. KEPI submitted a
 
proposal in January 1990 to USAID for training in general computer use (DOS,
 
Dbase, Lotus), data entry and system maintenance. USAID is considering the
 
proposal.
 

EPI staff require training in computer use and data interpretation in
 
order to operate CEIS fully and correctly. Training in DOS, Dbase and Lotus
 
and with a word processing program are still needed. KEPI has a recently
 
appointed staff member, Jane Wanza, responsible for data management. She has
 
not yet received any formal computer training.
 

At the time of installation, no technical documentation about the program
 
and data base files were provided. Later, upon the request from USAID for
 
documentation, REACH provided documentation developed for Indonesia by Gupta.
 
Although a user's guide in English was eventually provided, it has not been
 
needed thus far. The writer was shown a copy of the manual. No other
 
documentation or training materials were developed during follow-up visits.
 

FoxBase and Lotus 1, 2, 3 are used to run CEIS in Kenya. The standard
 
CEIS modules were installed, including coverage, cases and deaths, training,
 
surveys and funding. Although all these modules are ready for use, only
 
modules on immunization coverage and population data are actually used. Some
 
specific modifications were made to the immunization coverage module including
 
the addition of:
 

-"fully immunized"
 
-hepatitis B coverage
 
-"less than 12" and "more than 12" months of age
 
-OPV birth dose
 
-women of childbearing age for eventual use with TT.
 

Reports and graphs are generated in English. Some samples appear in
 
Annex 16.
 

Some additional modifications are still required:
 

- The reports calculate the number of eligibles (the denominator) by
 
taking 5% of the projected population. However, the graphs
 
calculate the number of eligibles using district-specific crude
 
birth rates (which may be more or less than 5%) multiplied by the
 
survival rate (1 minus national infant mortality rate). Coverage
 
results for the same district consequently differ from graph to
 
report. The latter method used to generate graphs is more
 
appropriate, conforms to the methods generally used by WHO in all
 
countries, and should be used on the generated reports, as well.
 

- A report on drop-out rates by district should be generated. 

- On the report for immunization coverage, the column "newborns"
 
should be replaced with "annual newborns," since the figure appears
 
against each month's row but is certainly not a monthly number of
 
newborns.
 

20
 



- The "number of facilities immunizing" and "number of facilities
 
reporting" should appear on the population denominator screen and on
 
the immunization coverage screen by month.
 

- The screen on percent of immunization coverage by district should
 

include the number of months in the year that the district has
 
submitted reports to headquarters.
 

- The content of graphs and reports to be generated quarterly has not
 

been finalized by KEPI.
 

A change from Lotus to Harvard Graphics has been suggested.
-


- Users would like to be able to print all graphs and reports for one
 

district without exiting each time and returning to the CEIS
 
program.
 

- Users would like to print all the feedback one time, rather than 42
 

times (one for each district).
 

- It is difficult to tell without exiting 42 times (for each district)
 
for what month the data were last entered.
 

Data entry and generation of reports and graphs is the responsibility of
 

Elizabeth, who is responsible for entering coverage figures continuously upon
 
receipt. The writer randomly selected two districts and discovered that data
 
were last entered for December 1989. This slight delay might be due to
 
untimely receipt of monthly returns or untimely data entry.
 

Just as facilities which do not report to district offices are not
 
reminded systematically to submit reports, at headquarters CEIS is not being
 
used to monitor completeness and timeliness of reporting. CEIS should be used
 
automatically to generate reminders to districts that returns are still
 
awaited. A table of report completeness should appear on screen.
 

Although KEPI staff may desire to adjust coverage figures to 100%
 
reporting based on the reports actually received (which according to the HIS
 
Annual Report for 1987 was only 50% nationwide), this temptation should be
 
resisted. It is not known whether the 50% of facilities reporting are
 
representative of all facilities which should be reporting. In fact, a
 
facility which reports is probably more likely to vaccinate, as well.
 

No one has been given the responsibility in-country for ongoing system
 
maintenance, trouble shooting and customization. Local assistance can be
 
purchased, or possibly staff at HIS could be requested by KEPI to assist.
 
UNICEF would probably be able to provide support for additional equipment and
 
possibly funds for local consultants. Occasional enhancements, customization
 
and training are needed from REACH.
 

Back-up and restore procedures for data bases have been established.
 
Data are back.d up weekly by Elizabeth.
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A new KEPI staff member, Jane Wanza, has been given the responsibility
 
for data management. She is responsible for analyzing reports and graphs
 

How often this is to be done is unclear. Prior to CEIS
produced by CEIS. 

installation, HIS was responsible for analyzing routine reports and
 

summarizing program performance for all MOH projects. Too little analysis was
 
too late to be useful for management.
ever done, and when it was, it was 


However, now that CEIS has been installed, reports, graphs and indicators of
 

EPI performance are still not being routinely analyzed by KEPI.
 

The quality of potential graphic presentation using CBIS far exceeds what
 

was previously available. Reports and graphs were presented to the Provincial
 

and District Health Management Team members during a series of meetings in
 

September and October 1989. HIS and IPS have developed a manual for data
 

analysis to be used in training at district level. The manual is being
 

printed by UNICEF. Interpretation and use of reports and graphs generated by
 

CEIS should be included in district training on data management.
 

CEIS is also not being used as a basis for management decisions or
 

actions. Completeness of reporting and achievement of targets is not being
 
There are no plans to expand CEIS to other levels. Such expansion
monitored. 


would be premature at this point.
 

CEIS' most important contribution - the ability to analyze data more
 

easily and promptly - is not being utilized. System weaknesses include
 
complex procedures fcr producing outputs.
 

One danger of CBIS is that a pretty print-out gives the appearance of
 
validity to data which are frequently incomplete and suspect.
 

Once the 1989 census data are released (expected in 1991), new
 
denominator populations by district using district-specific infant mortality
 
rates should be calculated for CEIS. In the meantime, there are several
 
actions which KEPI needs to take to improve the quality of reports (the
 
numerators) in the CEIS:
 

- an inventory is needed listing the names of all health
 
facilities authorized to immunize
 

- reporting timeliness and completeness should be monitored and
 
reminders to defaulting districts should be generated
 
automatically
 

- periodicity, type and content of outputs, and feedback should
 
be determined.
 

The quality of output at the moment is limited by the poor quality of
 
input received from the districts.
 

During the next CEIS consultant's visit, REACH needs to make available
 
the source codes for Kenya's CEIS so that any future consultants or authorized
 
KEPI staff could modify CEIS as needed.
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4. Medical Curriculum Development
 

All KEPI chapters of the teaching manual have been prepared and given to
 

the DOP The latter are still preparing their chapters, with half said to be
 

completed.
 

Eight lectures (two prepared by KEPI and six by DOP) have been prepared
 

and are now included in the curriculum of fourth year pediatric students.
 

A series of intensive experiences for child scouts (select 4th year
 

pediatric students) was developed and executed in August 1989, including
 

coverage, KAP, and MOI surveys.
 

One last REACH consultancy would be useful in 8/90 (SOW in Annex 6). Work is
 

progressing according to the purchase order between the DOP and REACH.
 

5. Sentinel Surveillance System
 

The ultimate aim of immunization programs is to reduce disease incidence
 
and mortality. However, the routine disease surveillance system managed by
 
HIS is presently unable to provide data on the EPI - target diseases which
 
have sufficient completeness, reliability, timeliness or usefulness for KEPI
 
managers. Furthermore, only 50% of expected routine reports of vaccinations
 
administered were received at the central level of HIS for 1987.
 

KEPI has established disease reduction targets for 1990 which include:
 

- reduction of NNT incidence by 50%;
 

- elimination of endemic poliomyelitis; and
 

- control and virtual elimination of infant mortality from measles.
 

These diseases lend themselves to effective surveillance since they are
 
easy to diagnose clinically, are responsible for the largest portion of
 
preventable disability and mortality, and are controllable in the short-term
 
through effective immunization programs.
 

Among the major infectious diseases, including diarrheal diseases and
 
malaria, measles was reported to be the leading cause of death in 1984 among
 
children. It is fitting that KEPI has selected measles morbidity to be the
 
single most useful indicator of proZram impact.
 

A surveillance system, based on sentinel sites with a history of
 
reliable diagnosis and regular reporting, is being established by the MOH and
 
will initially include measles and diarrheal diseases. The surveillance
 
objectives concerning measles are to measure the impact of KEPI on disease
 
incidence over time and by age groups, and to determine vaccine efficacy by
 
age. Additional epidemiological features, such as seasonality, can be
 
defined. The SSS can also be used to assess the degree of underreporting in
 
defined catchment areas.
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REACH has been involved in providing technical assistance to staff of
 
Information Planning Systems (Thunder and Associates, Inc.), who have been
 

advising HIS and KEPI on the development of a SSS. Specifically, REACH has
 

provided technical advice to IPS in designing the content of a workshop on
 

SSS, in the development of a SSS manual, and in a manual for district training
 

on immunization data collection forms.
 

Dr. Lynne Gaffikin, IPS, has prepared "An Evaluation Report on
 

Measles/Diarrhea Sentinel Surveillance System" in February 1990. The report
 

clearly explains the intense administrative and management efforts on her part
 

which have been necessary to set up and run the system. Many of the
 

administrative decisions required by the MOH concerning system operations have
 

still not been taken. Consequently, the report is not optimistic about the
 
future of SSS now that she has left her employment with I.P.S. Her
 
replacement, Mr. Greg Boyer, will continue the precedent of seeking occasional
 
technical assistance from REACH.
 

An important lesson for REACH has been that support for an ongoing system
 

or long-term activity is difficult to manage from afar. In the absence of in

country technical staff, REACH has a better track record in those areas or
 
activities which have a clear start and finish - such as a NNT survey - and do
 
not require continuous micro-management. The technical support to SSS was too
 
far ahead of the administrative problems, which still are unsolved.
 

6. KEPI Manual
 

REACH was requested by KEPI to assist in editing the 300 page KEPI Manual
 
after the 1989 DANIDA Review identified revision to be needed. Two REACH
 
consultants arrived at a workshop in Mombasa in November 1989 with the REACH
edited version which REACH believed KEPI wished to discuss. The KEPI
 
Management Unit team, however, arrived with their own edited version and were
 
surprised that REACH had a copy of the Manual at all. According to Dr. Sang,
 
KEPI had shared the Manual with training institutes and pediatricians and had
 
solicited their comments.
 

The clear correspondence which passed between all parties make it
 
difficult to understand how there could have been any doubt that REACH had
 
been authorized to edit the Manual. However, the fact that the Manual had
 
never officially been given to REACH by KEPI led to uneasy feelings at the
 
workshop. REACH regrets this misunderstanding.
 

REACH has now completed its involvement in editing the 300 page KEPI
 
Manual. Based on deliberations at the workshop, a REACH editing consultant
 
made some further technical revisions and grammatical changes, while retaining
 
the Kenyan "flavor." Unfortunately, the return of the Manual to Kenya was
 
delayed for a couple of months in Washington. The document submitted by REACH
 
to KEPI is presently being reviewed by KEPI Management Unit staff, after which
 
it will be submitted to UNICEF for printing.
 

UNICEF agrees that REACH involvement in the final production of the
 
manual is complete. One concern expressed by REACH and UNICEF at the Donors'
 
Meeting in March 1990 was that KEPI expects 60,000 Manuals to be printed.
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UNICEF estimates the printing cost would be more than a half million dollars.
 
Before any mass printiPg, REACH hopes that UNICEF and KEPI choose to pre-test
 
it. Funds for distrjbution must also be identified and a decision must be
 
made on how to bind le document. Finally, the KEPI decision to retain some
 
sections which have little general relevance (e.g., section of kerosene
 
refrigerator maintenance) should be "re-visited" before printing.
 

C. Exploring New Technical Areas
 

1. Determining High-Risk Areas for Neonatal Tetanus
 

At the donor meeting in Nakuru, KEPI expressed an interest in conducting
 
additional NNT mortality surveys. This writer cannot support this. Already
 
Kenya has conducted five such surveys, more than practically any other
 
country. These surveys have already concluded that NNT is a major public
 
health problem which kills approximately ten newborns out of every 1000 live
 
births. To document the "before" and "after" status of NNT incidence by using
 
a survey is an expensive undertaking whose findings are limited to the
 
administrative area in which the survey is conducted. Sample sizes would have
 
to be huge so that survey-derived estimates would have sufficient precision.
 
Otherwise, the confidence intervals around the estimates of two different
 
surveys would likely overlap. This could be counter-productive for program
 
managers, since it would not be possible to say that the control intervention
 
had made any statistically significant difference in NNT incidence.
 

Disease surveillance reports received in Nairobi cannot be used to
 
determine the incidence of NNT, since NNT is not disaggregated from tetanus
 
at any age on the reporting forms. Also the routine reporting system is very
 
incomplete.
 

The writer proposed that existing data at the district level might be
 
used to determine high-risk areas for NNT, as has recently been done
 
throughout Latin America. The KEPI Manager and writer visited district
 
hospitals and public health offices in three districts - Kisumu, Kakamega and
 
Nakuru - located in three different provinces in order to determine the
 
usefulness of these data sources. The plan was to calculate the proportion of
 
NNT cases to all pediatric admissions for the visited hospitals and public
 
health offices for several recent years. This could indicate areas of
 
relative high-risk and trends over time. Although it is well-known that NNT
 
is very much under-reported, with WHO estimating that only 5%-10% of cases are
 
routinely reported, it was felt that such a record review which controlled for
 
the number of pediatric admissions might yield useful information on which to
 
target control efforts.
 

The writer and Dr. Sang observed that this high-risk approach cannot work
 
in the districts visited, and presumably in other districts, without a major
 
investment in time and effort. This is due to the dubious quality and
 
incompleteness of the data and, in some cases, the lack of comparability.
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Since routine surveillance data cannot be used, other means of
 
determining the magnitude and area of risk need to be found. The possibility
 
of using Demographic and Health Survey data and analyzing neonatal deaths by
 

age at death in days should be explored.
 

The number of outpatient tetanus cases, without a separate category for
 

NNT, is supposed to be reported monthly by each health facility to the
 

district public health office. The same form is used by the district to
 

consolidate all health facilities' monthly reports and is sent to HIS in
 
Nairobi. (See Annex 17 for a sample form.)
 

Inpatient morbidity and mortality data are recorded on a discharge sheet
 

for each patient. Final diagnoses are then supposed to be recorded by
 
statistical clerks and medical records officers on index cards by disease
 
category according to the International Classification of Diseases (ICD, Ninth
 

Revision, 1975). Whereas outpatient data are forwarded by district to Nairobi
 

where they are analyzed (with 1987 being the most recent year of analysis),
 
inpatient data remain in the hospital. The number of district hospital
 
admissions is sent to HIS in Nairobi but are identified only by ward numbers,
 

which are not standardized from hospital to hospital and which are not labeled
 
as, for example, "pediatric ward," "intensive care," etc.
 

A third reporting system concerns the immediate (weekly) notification
 
from health facilities to the district public health office, and from the
 
latter to HIS in Nairobi, of cases and deaths of selected infectious diseases.
 

The methodology employed by the writer and Dr. Sang in each hospital
 
visited was first to determine into which ward a NNT case would be admitted.
 
Pediatricians were interviewed concerning their clinical impression regarding
 
the trend of NNT incidence. Index cards with an ICD code 771 (other perinatal
 
infections) were examined in order to locate 771.3 (neonatal tetanus).
 

A review of the consolidated outpatient reports at the district public
 
health office was then conducted. The findings by hospital and district
 
public health office are reported below.
 

New Nyanza General Hospital, Kisumu
 

There was disagreement about the ward to which a child with NNT would be
 
referred. Dr. Orege, Medical Officer, said that about 5 cases of NNT were
 
seen yearly and that practically all die. So far in the first quarter of
 
1990, one case had been admitted, he said, into the nursery isolation room.
 

A review of inpatient index cards for 1986 found that 5 NNT (3 female and
 
2 male) and 22 non-NNT cases (4 female and 18 male) had occurred. All 5 of
 
the neonates died, with day of death ranging from 4 to 8. Only 4 of the non-

NNT cases were known to have died, 3 female and 1 male. It was unknown how
 
many patients left against medical advice.
 

In 1988, the number of NNT cases had dropped to zero and non-NNT cases to
 
9 (4 female with 3 deaths, and 5 males with 1 death).
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Of 25,815 new and repeat antenatal clinic visits in 1986, 7,207 total
 

doses of TT were given. Of 10,141 new antenatal care visits and 19,120 repeat
 

visits in 1988, 8,707 TT injections were given. TT injections are not broken
 

down by dose. Since the MOH policy is to immunize women with 2 doses in the
 

first pregnancy and one in each subsequent pregnancy, the reported number of
 

TT doses is much lower than should have been given.
 

District Public Health Office, Kisumu
 

Total tetanus has decreased with 66, 85, 16 and 10 cases reported in
 

1986, 1987, 1988 and 1989, respectively. The quarterly variation in reported
 
tetanus, however, leads one either to question the diagnosis or the
 
completeness of reporting. (Table 1). There was insufficient time to
 
explore this anomaly further, or to determine whether the peak in 1986 and
 
1987 reflected improved surveillance.
 

TABLE 1
 
REPORTED TETANUS CASES, BY QUARTER,
 

KISUMU DISTRICT HEALTH OFFICE, 1986-1989
 

52 
50 
48 
46 
44 
42 
40 
38 
36 
34 
32 
30 
28 
26 
24 
22 
20 
18 
16 
14 
12 
10 

8 
6
 

F2 

1 	 2 3 4 1 2 3 4 1 2 3 4 1 2 3 4 
1986 1987 1988 1989 
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Provincial General Hospital, Kakemega
 

Dr. Odongo, a pediatrician, has worked for 10 years in the hospital and
 

cases of NNT each year in recent years. He says that
reports seeing about 4-5 

the number used to be higher. He said that NNT cases would be admitted into
 

ward 5A, the pediatric ward. Table 2 shows little change in NNT incidence or
 

NNT as a proportion of pediatric admissions in the past 3 years.
 

TABLE 2
 

NNT CASES AND PEDIATRIC ADMISSIONS, PROVINCIAL GENERAL HOSPITAL, KAKAMEGA
 

1986-1989
 

1986 1987 1988 1989 1987-1989 
C D C D C D C D C D 

NNT 

4 3 3 3 9 8
Male 2 0 2 2 

Female 6 5 4 1 4 1 2 2 10 4
 

Total 8 5 6 3 8 4 5 5 19 12
 

Pediatric
 
4,873 16,101
AdmiiTons NA 5,430 5,707 


NNT as
 
Proportion of
 
Pediatric
 
Admissions NA .11% .14% .10% .12%
 

C=cases; D=deaths
 

A total of 10, 13 and 21 cases of non-NNT were admitted in 1987, 1988,
 

and 1989, respectively, to the same hospital.
 

As in Kisumu's New Nyanza Hospital, the reported number of TT doses given
 

were low compared to the number of new ANC visits and re-visits.
 

Kakamega District Health Office
 

The district public health office does not receive any hospital in

patient reports of tetanus, since only the number of outpatient cases are
 
reported.
 

A large reduction in reported outpatient tetanus cases from 208 in 1988
 
to 91 in 1989 was noteworthy. Data for 1987 were not already consolidated for
 

the year, so the writer counted all tetanus cases reported from the 42 health
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facilities' annual month-specific totals. A total of 65 cases were reported
 

in 1987.
 

A frequency distribution of reported outpatient cases of tetanus by year
 

is presented in Table 3. While the great majority (71% to 80% in each year)
 

of facilities reported no tetanus, some facilities reported a great number of
 

cases in some years and practically none in other years.
 

TABLE 3
 
NUMBER OF OUTPATIENT TETANUS CASES REPORTED TO
 

KAKAMEGA DISTRICT HEALTH OFFICE, 1987-89
 

No. of Facilities Reporting Specified Number of Tetanus Cases
 

5 6 9 10 12 16 19 26 69 150 TOTAL
cases: 0 1 2 3 4 


1987
 

0 0 1 1 0 0 42
Facilities 30 5 2 2 0 1 0 0 0 

Total Cases 0 5 4 6 0 5 0 0 0 0 0 19 26 0 0 65
 

1988
 

0 1 45
Facilities 34 3 0 1 2 0 1 0 1 1 1 0 0 

Total Cases 0 3 0 3 8 0 6 0 10 12 16 0 0 0 150 208
 

1989
 

4 3 1 0 1 46
Facilities 37 0 0 0 0 0 0 0 0 0 

Total Cases 0 4 0 9 0 0 0 9 0 0 0 0 0 69 0 91
 

The annual number of outpatient cases of tetanus for any facility
 
reporting five or more cases in any year is shown in Table 4. These wide
 
fluctuations from year to year in the same facility do not inspire confidence
 
in the accuracy of the diagnosis. For example, Bakura Health Center reported
 
no cases in 1987 and 1989 and 150 in 1988, which accounted for 72% of all
 
cases in 1988. Similarly, Mwihila Hospital reported less than 5% of all cases
 
in 1987 and 1988, but in 1989 accounted for 76% of all cases with 69 cases
 
reported.
 

29
 



TABLE 4
 
ANNUAL NUMBER OF REPORTED OUTPATIENT CASES OF TETANUS BY ANY FACILITY
 
REPORTING 5 OR MORE CASES IN ANY YEAR, KAKAMEGA DISTRICT HEALTH OFFICE,
 

1987-1989
 

1987 1988 1989 

Facility No. 
X of Yearly 

Total No. 
% of Yearly 

Total No. 
% of Yearly 

Total 

Kaimosi Hospital 19 (29) 16 (8) 2 (2) 

Vihiga Health 
Center 26 (40) 3 (1) 0 (0) 

Navakholo Health 
Center 5 (8) 10 (5) 0 (0) 

Bakura Health 
Center 0 (0) 150 (72) 0 (0) 

Provincial General 
Hospital ? (<5) 12 (6) 3 (3) 

Mbale Health Center ? (<5) ? (<3) 9 (10) 

Mwihila Hospital ? (<5) ? (<3) 69 (76) 

An analysis of the seasonality of cases also raises doubt about the
 
diagnoses (see Table 5). In 1987, over half of the cases reported by the 3
 
highest reporting facilities occurred in the single month of June. In 1988,
 
only 1% of cases were reported in June, while 27% were in October and 60% in
 
December. In 1989, no cases were reported in the last quarter of the year in
 
the facility which reported 76% of the year's total cases. It would be very
 
unusual for tetanus, a non-communicable environmental hazard, to behave with
 
such erratic fluctuations. No standard case definition for tetanus is used by
 
health facilities.
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TABLE 5
 
REPORTED OUTPATIENT TETANUS CASES IN FACILITIES REPORTING
 

A HIGH NUMBER OF CASES, BY MONTH, 1987-1989
 

Year (Facilities) J F M A M J J A S 0 N D Total 

1987 (Kaimosi, 
Vihiga, 
Navakholo) 

1 0 0 0 4 26 5 0 0 1 6 7 50 

1988 (Kaimosi, 
Bakura, 
Provincial 
General 
Hospital, 
Navakholo) 

6 2 2 2 2 2 2 1 10 50 1 106 186 

1989 (Mwihila) 8 8 8 4 6 7 8 8 12 0 0 0 69 

According to the Annual HIS Report for 1988 for Kakamega District, nearly
 
90,000 pupils in 144 schools were seen by the school health services for
 
helminthic and eye infections, malaria and BCG vaccination. According to
 
UNICEF, this represents about a quarter of all students 6-14 years old
 
enrolled in 1987 in the district's primary schools. UNICEF reports that half
 
of all students in Kakamega are female. Immunization of female :tudents with
 
TT in the early grades before attrition, by a health service which is already
 
active in schools, would be a sensible medium-term strategy for controlling
 
NNT. At present, this is not being done and represents a missed strategy in a
 
district where more than 90% of deliveries take place at home and where 94% of
 
children 6-14 years old are enrolled in school (UNICEF data). (The district
wide proportion of new ANC visits to expected newborns was unavailable.)
 

Provincial General Hospital, Nakuru
 

The most recent in-patient data available in consolidated form were for
 
1986, but data for 1984 and 1985 were missing. A total of 9, 18 and 2 tetanus
 
cases were reported in 1982, 1983 and 1986, respectively. One case classified
 
as NNT was recorded as 7/12, or 7 months old. Ward numbers change frequently
 
and so it is difficult to know which was the pediatric, nursery or isolation
 
ward in a particular year. Opinions differ as to where NNT cases are
 
admitted. Forms, index cards and staff are all in short supply.
 

Occasional piecemeal input from REACH, or any other donor, will not
 
improve the HIS. The shame is that in spite of the effort going into the HIS
 
system, "the juice is clearly not worth the squeeze."
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District Health Office, Nakuru
 

Only about 1/3 to 1/2 of the facilities report at all. Monthly numbers
 

of reported outpatient .ses are kept by facility, but are not added up by
 

facility for the year. Clearly, no use is made of the data. TTI and TT2 were
 

reported by facility by month in 1987 but was not totaled by facility for the
 

year. 1988 data were said to be misplaced.
 

2. Cold Chain Observations from Field Trip
 

As time was short, only a rapid look at the cold chain in a few places
 

was possible. Nevertheless, serious enough problems were uncovered to warrant
 

a more detailed investigation.
 

District Cold Store, Old Nyanza Hospital
 

Several problems were observed in spite of the.proximity of regional cold
 
chain supervisors in Kisumu:
 

- Large quantities of DPT had been received in a frozen state.
 

- Expired vaccine was found in the refrigerator. This may be due to the
 
fact that DPT and measles vaccines are not being opened according to
 
their expiry dates.
 

- Sealed bottles of water did not occupy unused refrigerator space as a
 
means of stabilizing and holding the temperature every time the door
 
is opened.
 

- Vaccine stock records or bin cards were not kept by expiry date.
 

- A positive point was that the date of receipt was recorded on each box
 
of vaccine.
 

District Cold Store, Kakemega
 

- A box of DPT with a distant expiry date was being used, while other
 
DPT boxes soon to expire were buried unused deep in the refrigerator.
 

- BCG boxes were not stored by expiry date.
 

- No sealed bottles of water (or liquid ice packs) were occupying unused
 
refrigerator space.
 

- Some DPT vials were presently frozen.
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District Health Office, Nakuru
 

- Vaccine was not kept by expiry date.
 

3. Early Planning for a Nationwide Coverage Survey, 1991
 

KEPI plans to conduct a nationwide coverage survey in 1991. USAID is
 

interested in participating in the survey. This writer recommends that a
 

serological component be included to determine the extent of maternal
 

protection with tetanus antitoxin. Serological methods have been pioneered by
 

the Danish State Serum Institute, who could possibly be approached by DANIDA
 

for laboratory assistance, if this is agreed by all. The method requires a
 

drop of blood to be drawn from finger pricks onto filter paper.
 

There are reasons why such a serological approach is needed.
 

- The routine reporting system in Kenya is very incomplete, with only 

50% of expected immunization reports received during 1987. 

- The lack of long-term cards to record TT doses received makes it 

difficult to rely on surveys and mothers' verbal histories to 

determine the proportion of babies born protected from neonatal 
tetanus. 

- There are difficulties inherent in using a single year's "uptake" of 

TT to determine the level of protection among women of childbearing 
age. Unlike the case of infants, a cohort which renews itself 

annually and is consequently easily calculated, multiple doses of TT 

are administered with varying intervals over a 30 year reproductive 
span, and women enter and leave the eligible age range all the time. 

"Coverage" in a given year does not equal "protection," because it 

overlooks vaccinations given in past years which are still 
protective.
 

Taking the serological findings as the "gold standard" of protection, the
 

survey will be useful for validating the relative accuracy of estimates of
 
protection derived by cards, verbal histories, or service stati.Lics.
 

Dr. Oyoo explained that higher approval of the research design would be
 
required for this serology to be done.
 

KEPI hopes to conduct the survey in early 1991 and agrees that the data
 

will be entered on coverage survey analysis software (COSAS). According to
 

Dr. John Kekovole of the Ministry of Planning, district populations as
 

determined by the 1989 census will be released by mid - 1990. However, sub
location populations will not be released until mid - 1991. In standard 30
 

cluster surveys, the sub-location would be the sampling unit used once the
 
district has been selected in the first stage of sampling. Both districts and
 
sub-locations are selected by proportionate population sampling.
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The unavailability of the sub-location populations until mid-1991 at the
 

earliest poses a problem. Either KEPI will need to wait until the second half
 

of 1991 to conduct the survey, or else KEPI may need to use the nationwide
 

sample, consisting in each district of 24 clusters of 100 households, which
 
the 1989 census. This
Dr. Kekovale's statistical unit will construct based on 


nation-wide sample will be ready by mid-1990 and local residents identified
 

for future survey work.
 

If KEPI decides to use the nationwide sample, they will need to discuss
 

with donors and the Ministry of Planning about the personnel who will conduct
 

the survey. The Ministry of Planning resident staff are probably best used to
 

accompany trained MOH surveyors as guides, interpreters, and escorts.
 

A statistician familiar with EPI coverage surveys should be consulted to
 

determine the precision of estimates derived from a 24 - cluster survey, as
 

opposed to a 30 - cluster survey.
 

The KEPI manager has requested that the 1987 coverage survey data not be
 
the time of data entry for the 1991 nationwide
entered into COSAS until 


survey.
 

VII. Recommendations
 

See Section I (Executive Summary) for the main findings and
 
recommendations.
 

VIII. Follow-up action
 

1. USAID should encourage DANIDA to search for a manager with technical EPI
 

skills to replace their outgoing advisor. REACH would be willing to help to
 
identify such persons, if requested.
 

2. KEPI needs to:
 

- include a section on data management in the PLOP;
 
- finalize the PLOP, 1991-1995;
 
- incorporate into the meeting minutes the discussion from the
 

third day of the Joint KEPI-Donor Strategic Planning meeting;
 
- prepare a workplan for 1990.
 

3. USAID and DFH are to discuss USAID training support for an
 

existing computer-literate staff member to become a programmer. USAID should
 
also consider providing training in DOS, LOTUS, Dbase and word processing for
 
the new data management officer at KEPI.
 

4. Given its limited central staff, KEPI needs to prioritize activities and
 
delegate even more to the districts and provinces.
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5. 	 REACH should request that the Institute for Resource Development in the
 
the release of DHS data from the National Council for Population
USA secure 


and Development in Kenya, so that analysis of neonatal mortality, by age at
 

death in days, can be conducted by REACH.
 

6. If agreeable to KEPI, DANIDA could approach the Danish State Serum
 

Institute, who have internationally recognized expertise, to do tetanus
 

antitoxin serologies as part of the nationwide coverage survey planned for
 

1991.
 

7. REACH will provide KEPI with some statistical advice concerning the loss
 

of precis7on which would result from conducting a coverage survey with only 24
 

clusters, rather than the customary 30.
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1.PREFACE
 

Following the successful implementation of KEPI during the
 
period 1980 - 1986 and the Consolidation Phase (Phase II - 1986
 
- 1990) the need for this Plan of Operation 1991 - 1995 which
 
addresses issues of sustainability of the Programme was
 
realized.
 

This "KEPI PLAN OF OPERATIONS - 1991 - 1995" is a working
 
document which outlines possible strategies among varioius
 
possible alternatives that will realize the achievement of set
 
Targets on Immunization Coverage during this plan period.
 

The information in the document is based on the analysis of the
 
plans as outlined by KEPI Management Unit, on behalf of the
 
Ministry of Health, and those from the districts in the whole
 
country on issues that relate to Logistics (Transport, Supplies
 
and Equipment required to maintain the Cold Chain), Training,
 
Social Mobilization, Supervision, Monitoring and Evaluation, and
 
Proper Data Management at all levels.
 

This document, which is meant to be used by KEPI Management
 
Unit, District Health Management Teams, Provincial Health
 
Management Teams and Funding Agencies, should be viewed as
 
giving a broad basis for operations. It should be understood
 
that different districts or provinces may move at different
 
rates in achieving the set targets.
 

BY KEPI MANAGER
 
KEPI MANAGEMENT UNIT
 

DIVISION OF FAMILY HEALTH.
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2. SUMMARY:
 

following pages contain the KEPI Management Units
2.1 	 The 

for the coming 5 years,
suggested Plan of Operation 


starting on 1.1.91 up to 31.12.95.
 

2.2. 	 The time up to 1.1.91 will be used primarily to carry on
 

the normal day to day activities in the programime while
 

preparing for a continuation in Phase III.
 

The proposed National Transport Study and the Cold Chain
 

Study together with an appraisal of this draft plan of
 

operation will need further discussion between DANIDA and
 

the Director of Medical Services in behalf of Ministry of
 

Health before they can be undertaken.
 

If funds can be identified for the proposed extension of
 

the cold room/freezer room at National Health Laboratories
 

in Nairobi for 1990 the work will start immediately and
 

will thus be removed from the 1991 budget proposal.
 

2.3. 	 The total budget for the proposed plan 1991-95 come to
 

K.Shs.532.83 million in 1990 prices.
 

A suggested contribution between the Government of Kenya
 

and the donor agencies with regard to the funding is
 

attached as appendix I. This suggestion is based on the
 

division so far but is only to be considered as an example
 

and is naturally subject to further negotiations.
 

2.4 	 Two areas need special attention and they are:
 

Equipment and Social Mobilization.
 
Both require substantial budget allocation and should be
 

thoroughly scrutinized.
 

However, there is need to replace worn-out vehicles and
 

equipment and with the introduction 
mobilization in the programme it is 
budget proposals compared with the 

sof the 
obvious that 
Phase II 

ocial 
the 

have 

increased. 
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3. BACKGROUND:
 

INTRODUCTION:
 

The Kenya Expanded Programme on Immunization (KEPI) launched in
 

June 1980 has successfully completed its first phase -


Implementation Phase (Phase I - 1980 - 1986) and is now coming
 

to the end of its second - Consolidation Phase (Phase II - 1986
 
- 1990), with a total of 1250 out of about 1800 Government of
 

Kenya, Private and Non-Governmental Organizations health
 
facilities offering Immunization as part of their Maternal and
 
Child Health services.
 

KEPI is planned and implemented in accordance with World Health
 
Organization's Expanded Programme on Immunization (EPI)
 
guidelines, and uses vaccines that comply with World Health
 
Organization's specifications and standards. As Immunization is
 
one of the elements of Piimary Health Care, KEPI fully endorses
 
the Global Goal of Health for All by the year 2000, by ensuring
 
that immunization is available to children and ante-natal
 
mothers for protection against the six EPI target diseases
 
namely:

* Tuberclosis 
* Poliomyelitis 
* Diphtheria 
* Whooping cough (Pertusis) 
* Tetanus 
* Measles 

The main aim of immunization is to reduce Morbidity, Mortality
 
and Disability from the six target diseases. KEPI's strategy is
 
to immunize children and pregnant mothers daily at fixed health
 
facilities and to a limited extent supplement this by mobile or
 
outreach clinics in the more inaccessible areas. It is stressed
 
that immunization practices should include among other things,
 
the use of sterilizable syringes and needles but one sterile
 
syringe and one sterile needle for each injection.
 

3.2 HIGHLIGHTS OF PHASE I AND PHASE II:
 

Highlighting the two phases will help in understanding the
 
progress of the Programme.
 

3.2.1 Phase I - (1980 - 1986):
 

This period saw the Planning, Pretesting and Implementation of
 
the Programme, as follows:-


June 1980 - June 1981:
 
This is termed Preparatory Phase which restlted in
 
setting up of KEPI Management Unit (KEPI M.U.) itself
 
with subsequent drawing up or planning for requirements
 
for:
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Training, Logistics, Transport, Cold Chain
 
equipment, Vaccines Procurement and Reporting.
 

July 1981 - July 1982:
 
This is a period of Pretesting in which the Programme
 
was launched, implemented and evaluated in Kirinyaia
 
District (Pilot district).
 

July 1982 	- June 1986:
 
On the basis of the results from the Pilot district,
 
this period of implementation saw the Programme beinfg
 
implemented in all the remaining 40 districts (by the;n
 
Kisii district had not been divided into 2 - Kisii and
 
Nyamira) 	 of Kenya starting from Coast Province, then
 
Nyanza, Rift Valley, Central, Eastern, Western and
 
North Eastern Provinces.
 

ACCOMPLISHMENTS OF PIASE I:
 

* 	Training of staff'(supervisors and implementers).
 
* 	Provision of Cold Chain equipment for all districts.
 
* 	Vaccinations equipments / supplies to all the3 districts.
 
* 	 Provision of vehicles for all districts and the two 
municipalities. (Mombasa and Nairobi) 

* 	 41 Immunization Coverage Surveys conducted. 

3.2.2 PHASE II:
 

This is a phase of Consolidation which aimed at certain
 
achievements notably:

3.2.2.1 	Better quality Immunization services (i.e. effectiveness
 
of Services:)
 

* 	Existing ones to be more attractive.
 
* Sure vaccine supplies (right quantities at the
 

right place when required.
 
* 	Potent vaccines in use all the time
 

(i.e. functioning cold chain system).
 

* 	Good sterilization methods (steam sterilization
 
for 20 minutes). One sterile needle and syringe
 
per each injection.
 

* 	District KEPI Planning to be done by objectives
 

i.e. district / S.D.P. targets to be worked out
 
based on data available.
 

3.2.2.2 More expansion:
 

Population-wise: In slums, nomads, 10 priority
 
districts (Kakamega, Busia, Bungoma, Siaya,
 
Kisumu, South Nyanza, Kericho, Nandi, Tran Nzoia
 
and Tana River).
 

Why this priority?
 

4
 



Because it was noted that:

* 	 Immunization coverages dre very lcw 
- less than 50%. 

* 	 Population Density and Birth Rate 
high. 

" I.M.R.- very high > 100/100 live
 
births.
 

* 	Communication to health facilities 
very poor. 

* 	 Health facilities were far apart 

and sometimes few. 

* 	 Staff manning health facilities 
were trained in KEPI principles 
yet there was minimal impact. 

Geographically - North and North Eastern Kenya,- Slum areas, 
- Islands (Lake Victoria, off Lamu). 

In general, to maintain sustainability, effective supervision
 
and good quality services, it was proposed to open 50 immunizing
 
health facilities annually.
 

3.2.2.3 	Public Mobilization (Social Mobilization): In order to
 
make the public come forward and demand immunization
 
services - consequently we reduce the drop-out rates
 
and increase further coverage through - mass media,
 
printed materials (posters), face-to-face
 
communication e.g. in clinics, schools, women groups,
 
etc. and before or during immunization days (weeks and
 
or days of accelerated immunization activities).
 

3.2.2.4 Promotion of Intersectoral Collaboration:
 

Why? Because Ministry of Health alone does not possess
 
all Resources, Manpower and Expertise. It is
 
therefore necesary to collaborate with:

- NGOs e.g. U.N.I.C.E.F., Religious organizations,
 
etc.
 

- Privite and Voluntary Organizations (P.V.O.'s)
 
e.g. Rotary International, AMREF, Red Cross, etc.
 

- Othe: Government of Kenya Ministries e.g.
 
Educition, Information, Agriculture, Social
 
ServLces, Provincial Administration,
 
Co-o eratives, Veterinary,etc.
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3.2.2.5 Better Disease Disease Surveillance:
 

This is really monitoring to see the trends of the
 
occurence of the six - EPI target - vaccine
 
preventable diseases of childhood i.e. Polio"
 
Tuberclosis, Measles, Whooping Cough, Tetanus, and
 
Diphtheria. Precisely, KEPI aims at:

* 	Elimination of Polio by mid 1990s. 

* 	Reduction of Neo-Natal Tetanus from 11/1000 live 
births (1984) to 5/1000 live births by 1993. 

* 	Reduction in the number of Measles cases 
significantly and shifting of age-specific 
incidence from 1-2 years to 4-6 years (during
 
outbreak).
 

3.2.2.6 Improvement on Programme Monitoring and Evaluation:
 

This is with specific emphasis on the Five (5) Pillars
 
of KEPI namely:

* 	 Supervision - Regular, effective, all levels. 
* 	Training - Especially on the job.
 
* 	 Cold Chain - Twice daily temperature recording -

Use of special indicators. 
* Surveillance- Routine Reporting 

- Sentinel Reporting 
- Special surveys 
- Outbreak Investigations. 

* Public Mobilization (Social Mobilization) - to be 
intensified and sustained country-wide but with 
special emphasis to priority and disadvantaged 
districts. 

3.2.2.7 More Publicity on KEPI Principles
 

KEPI principles to be introduced in basic training of
 
Doctors, Nurses, Public Health Officers,
 
Nutritionists, etc.
 

3.2.2.8 Raising of Immunization Coverage:
 

To be raised from 51% (1987) to a minimum of 80%
 
and sustain it.
 

3.2.2.9 Replacement of vehicles and equipment.
 

Replacement of old and uneconomical vehicles and
 
equipment with new once and at the same time ensure
 
that spare parts are available
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4 JUSTIFICATION:
 

KEPI introduction, Immunization Coverage Surveys

Prior to 
 immunized
of children fully
showed the proportion
conducted 


to be 43%. However, after

3DPT, 30PV),
(1BCG, iMeasles, 
 in a number of
 

implementation of KEPI and a survey 
done in 1987, 


randomly selected districts, the proportion 
of children found to
 

with a drop-out rate of
 
be fully immunized on an average was 51% 


there was marked geographical
also noted that
17%. It was 

various antigens, as coverage was
 even with the
imbalance and 


low in others and very high in others.
 

that at least 95% of
was
However, one encouraging finding 

type of vaccine,


had been exposed to at least one
children 

not that of lack of vaccines or
problem is
suggesting that the 

that probably of factors within
facility but
accessibility to 
 been directed
For this reason, efforts have 
the communities. 
 rate, and
 

ways of reducing greatly the big drop out 

into 

consequently ensure that every child completes 

the immunization.
 

on
geographical imbalance 

As a means of bridging the marked 


directed to
focus has been 

immunization coverage special 


social mobilization
 
priority and disadvantaged districts using 


input in- terms of
 
as the major strategy. Consequently heavy 


been put into social
 
funds and educational materials has 


of which are indicated elsewhere in this
 
mobilization, details 

document.
 

will also be
sustainability, efforts
To facilitate programme 

directed to means of ensuring adequate 

transport, vaccines, cold
 

health education and
 
chain equipment, supplies, training, 


reflected elsewhere
All these have been
operational research. 

in this document.
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5. DEVELOPMENT OBJECTIVE
 

For KEPI the development objective for the proposed phase III
 
can be defined as:
 

Improved Health Status for the Kenyan Population and the
 
intermediate objective as raised level of to
Immunization 

children and mothers in all districts in Kenya.
 

6. PROJECT OBJECTIVE
 

Based on the above objectives the Project objective for KEPI for
 
the proposed phase III is:
 

Reduced Morbidity, Mortality and Disability caused by six EPI
 
diseases by raising Immunization Coverage from 51% to 80% 
on
 
average from 1991 - 1995 countrywide.
 

The KEPI activities centr6 on 4 main areas:
 

Training.
 

Logistics: including supply of vaccines, syringes,
 
needles, stationaries, gas, equipment

and procurement of vehicles.
 

Social Mobilization.
 

Supervision and Monitoring.
 

Each of the above activities will be dealt with in the following
 
chapters. namely:
 

7. Training
 

8. Logistics 8.1 Vaccines
 
8.2 Equipment and supplies
 
8.3 Gas
 
8.4 Cold Chain
 
8.5 Transport
 

9. Social Mobilization
 

10.Supervision and Monitoring.
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7. TRAINING
 

7.1 INTRODUCTION:
 

During the period November, 1981 to May, 1989, over twenty
 
training courses, mainly on Programme Maxiagement at district
 
level have been conducted at National, Provincial and District
 
levels. A total of over 1,000 health workers which include
 
Doctors, Public Health Nurses, Public Health Officers, have been
 
trained.
 

Over a hundred and sixty Operational level courses have been
 
held mainly to increase the health workers' knowledge on
 
management skills and cold chain maintainance. A total of 5,820
 
health workers from rural health facilities have been trained in
 
the same period.
 

From 1988, it was planned to shift KEPI training from post basic
 
to basic training colleges. Already guidelines for KEPI
 
principles to be included into the curriculum for MTCs have been
 
finalised and are in use. Teaching on the job has been carried
 
out more vigorously by the public health nurses and others
 
during their supervisory visits.
 

Nine midlevel management courses will be held during 1991 to
 
1995 for 360 doctors, Public health Nurses, Public Health
 
Officers, Clinical Officers, Hospital Secretaries, Hospital
 
Matrons and Public Health Education officers in Management
 
skills. These cadres will then go out to supervise the rural
 
health workers. 120 DHMT members, MTC tutors will be trained in
 
3 courses during 1991 alone. There will be need to change and
 
strengthen the basic training thereby reducing the need for MLTC
 
in general. However, the change should be phased out to allow
 
the DHMT members managing the programme at the district level to
 
participate and be trained. Thus in 1992 and 1993, there will
 
be two (2) courses, in which 80 D!1MTs will be trained throughout
 
the country.
 

Cold Chain maintainance courses will follow each course and this
 
will cover a total of 40 health workers each.
 

In 1994 and 1995 the need for MLTC will be reduced further. We
 
envisage to hold one course only. The course participants will
 
be mainly trainers from various MTCs.
 

Twenty five operational level training courses (OLTC) will be
 
held each year. Each of the 42 districts will have at least 3
 
courses during the year 1991 tc 1995. A total of 125 courses
 
will be held and 4,500 health workers will le trained in KEPI
 
Operational Management and cold chain mainta nance (CCMC). By
 
conducting 3 courses per district during tie plan period, we
 
will ensure regular achievement of district stablished targets
 
and continuity of the process of increasin effectiveness of
 
KEPI Management in health centres, and dispetsaries.
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------------------------------------------------------

------------------------------------------------------

------------------------------------------------------

-------------------------------------------------------

------------------------------------------------------

The following table shows the distribution of OLTC / CCMC in the
 
Province in a year as an example.
 

Participants from training venue No. of OLTC No. of CCMC 

Nairobi Province 

Nyanza Province 
------------------------

2 

3 

2 

3 
3--------------------------------------------


Western Province 
 3 3
 

Eastern Province 
 3 3
 

Coast Province 3 3
 

R.Valley Province 6 6
 

Central Province 3 3
 

N.Eastern Province 2 2
 

TOTAL 25 25
 

We envisage to have one (1) course on solar steam sterilizer and
 
solar fridge every year, for the next 5 years (1991-1995). Each
 
year we will train 25 health workers for 1 week at the
 
Provincial Rural Health Training Centres.
 

Eighteen (18) workshops (see next page) on improving programme
 
monitoring and supervision will be organised throughout the
 
country, for 360 multidisplinary health members for district
 
hospitals within the province.
 

Each province will arrange its workshops and select their themes
 
according to their needs. There will be 30 participants in each
 
workshop and PMO and his team will be facilitators. The
 
management unit staff will be included where necessary, and only

with an invitation from PMO. It is however necessary for the
 
Management Unit staff to attend these workshops.during 1991.
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------------------------------------------------------

------------------------------------------------------

------------------------------------------------------

------------------------------------------------------

------------------------------------------------------

------------------------------------------------------

Province No. of No. of No. of
 
participants workshops districts
 

Coast 60 2 6
 

Eastern 60 2 6
 

Central 60 2 5
 

Nairobi Prov.& Dist. 60 2 1
 

Rift Valley 180 6 13
 

Western 30 1 3
 

Nyanza 60 2 5
 

N. Eastern 30 1 3
 

T o t a 1 540 18 42
 

It is planned that each year from 1991 - 1995 one workshop will
 
be held in increasing knowledge on vaccine management, for
 
central, regional and district storekeepers. The workshop will
 
be held in Nairobi for 15 people for one week.
 

In the planned period 150 missed opportunity survey (MOS) will
 
be done. In one year alone 30 surveys will be conducted.
 

We envisage the service to be done simultaneously with the 9
 
midlevel and 25 operational level courses that were described
 
earlier.
 

Follow up activities will be undertaken by the RHTC tutor. It
 
is planned that eight follow up activities per year will be
 
undertaken. Each province having one such follow-up. This
 
activity will strengthen the rural health training tutors as
 
well as the work performance of the rural health workers.
 

In Nairobi, the Management Unit staff will be responsible for
 
the follow-up. Continuous education for KEPI Management Unit
 
staff is the key for programme enhancement. For proper
 
management it is planned that 3 members of staff embark 
 on
 
either long or short courses in or out of the country.
 

Sixty thousand copies of the new manual will be printed within
 
the 5 years period. In 1991 20,000 manuals will be printed, and
 
ten thousands in the following years. Thirty six MTCs, GOK and
 
NGO plus 6 rural health training centres will be equiped with 38
 
16mm film projectors during 1991 aid 1992. Similarly, the same
 
institutions will be equipped witi 36 overhead projectors and
 
slide projectors.
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The six Rural Health Training Centres will be equipped with
T.V and video tape cassette recorder 
 each in 1991. ThE
equipment will be used 
 by other 

province. 

training institutions in the 

To support 
calculators. 

the midlevel training courses, we require 50 

7.2 OUT PUT.
 

7.2.1 Midlevel operation:
 

Trained 360 DHMT members and 
MTC lecturers in KEPI Management

skills between 1991 - 1995.
 

7.2.2 Cold Chain
 

Trained 180 
 DHMT members and MTC lecturers in cold chain
 
management between 1991-1995.
 

7.2.3 Operational level.
 

Trained 4500 Rural Health Workers from all districts at the six
RHT Centres in cold chain management between 1991 - 1995.
 

7.2.4 Cold Chain
 

Trained 2250 RHworkers from all districts at the six RHT Centres

in cold chain management between 1991-1995.
 

7.2.5 Solar refrigerator / solar steam sterilizer Traininy
 

Trained 125 health workers in solar fridge and solar steam
sterilizers maintainance at the PRHTC by 1995.
 

7.2.6 Annual Performance Evaluation.
 

Conducted 18 evaluation workshops with 540 
 participants in the
 
period 1991 - 1995.
 

7.2.7 Vaccine Handling Management.
 

Trained 75 vaccine - storekeepers from regional 
 and district
stores in vaccine handling and management by 1995.
 

7.2.8 Missed Oportunity Surveys:
 

health workers trained in conducting missed cpportunity

surveys during MLTC and OPLTC in RHTC by 1995.
 

7.2.9 Follow-up (Assessing Trainees performance) 40 fcllow-up

visits conducted by RHTC trainers to 4500 
 health yorkers in
Rural Health Facilities in the country by 1995.
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7.2.10. Continuous Education for Management Unit Staff
 

15 staff of Management Unit attend courses by 1995 both in and
 
out of the country.
 

7.3 ACTIVITIES. 

1991 1992 1993 1994 1995 

7.3.1 Midlevel 3 2 2 1 1 
7.3.2 Cold Chain 3 2 2 1 1 
7.3.3 Operational Level 25 25 25 25 25 
7.3.4 Cold Chain 25 25 25 25 25 
7.3.5 Solar training 1 1 1 1 1 
7.3.6 Annual Performance 18 18 18 18 18 
7.3.7 Vaccine handling 1 1 1 1 1 
7.3.8 Missed Oportunity Survey 30 30 30 30 30 
7.3.9 Follow-up 8 8 8 8 8 
7.3.10 Continuos Education 3 3 3 3 3 

ad. 7.3.1.Mid level - These will be held for DHMT members to
 

equip them with management skills as follows.
 

ad. 7.3.3.Operational Level
 

ad. 7.3.5.Solar Refrigerator / sterilizer training
 

ad. 7.3.6.Annual Performance Evaluation:
 

ad. 7.3.7.Vaccine handling managment
 

ad. 7.3.8.Missed oportunity Surveys (to be done during mid level
 
5 Operational level 25).
 

ad. 7.3.9.Followup (Assessing trainees performance). RHTC
 
trainers will do followup 1 times a year per province.
 

ad.7.3.10.Continuos Education for Management Unit Staff.
 

7.4 BUDGET
 

The budget for the training activities for the 5 year period is
 
attached as appendix II
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-VACCINES: 

8.1.2. OBECIV 
Vaccinatons 


of 
 children
vaccines 
 is and
thmveal o
 programmes. o hersj o~f
re g iS e m anThovacnefacturers and UNICE theeedtoe immunjzhas allprocurredl n i')edI, ass ted
alon fromis WHChi

procurement.,I rh assised 


order to
need to maintain this potency,
be brought in,
Notification kept,,-an thevacnby telegram ....dstributedy immunization
(telex) -in--'
is of.children ' acdalways given 'i
Donor agencies and UNICEF. 
-iomen ofc through thjand mothers
l-h i
at.:itearottruht"Proiyrl Priority release 


vaccines Li porai raerangement~s':exist::
th oug
are supplied 
 u tey Government
.
 in Clearing agent.
equal amounts and the sup
The
schedule is submitted to the Donors.
 y
 

8.1.3.TotalVacnReuier.f~
 
The estimated requirement 
over
cost is shown the
in the appendix III. 

5 year period plus esti
The 
 toa
estimated by taking into account:.. 
u i 
 ,
 

1. -Previous years' normal issues per month/year
 .
 
2. 
Expected population increase.
 
3. Buffer 
stock balance of

each vaccine. 

not less than 1,000,000 
'doses for
It is' anticipated that with the 

4. 

among the population, vaccine wastage 

increased Health Education
the total requrements 
 rates will be minimal and
could remain static for 
some 
time
 

8.1.4.DISTRIBUTIONAE 

:
 

I Direct Vaccine Distribution:
 
This activity which wasstarted
major activity in February, 1985 covers a
 

within the
trips a 
 KEPI programme.
checklist is available During these
and helps the
check on: icer to
 

1. 
How vaccines 
are being stored.
 

2. 
Whether the cold chain equipments
well. are functioning
 
3. 
Stock of vaccines with their expiry dates.
 

'14
 



4. Other reports required by the KEPI Management
 
Unit for possible action.
 

Presently, the country is divided into 3 main distribution
 

routes.
 

(a) Central Route:
 

This covers the following District Vaccine Stores
 
including some NGO hospitals: Kiambu, Thika, Murang'a,
 
Embu, Kerugoya, Nyeri, Nyahururu, Nanyuki, Isiolo, Meru,
 
Nkubu and Chogoria.
 

(b) Western Route:
 

This covers the following: Naivasha, Nakuru, Molo,
 
Kericho, Kisii, Homa Bay, Kisumu, Kakamega, Siaya, Busia,
 
Bungoma, Kitale, Kapenguria, Eldoret, Iten and Kapsabet.
 

(c) Coastal Route:
 

The route covers Wundanyi, Mombasa, Kilifi and Kwale.
 
(With the availability of new lorries at CVS, more
 
districts are expected to be reached for direct
 
distribution).
 

II DIRECT COLLECTION BY DISTRICT HOSPITAL.
 

This is done by districts which are near Nairobi e.g.
 
Kajiado, Kitui, Machakos and Narok. It is also a system
 
sometimes used when particular district has finished
 
vaccine before the next supply period.
 

III DISTRIBUTION BY PUBLIC MEANS I.E. BY ROAD, RAIL OR AIR:
 

This is the system rarely used nowadays but for some
 
districts this is likely to continue e.g. for Garissa, and
 
other northern districts. Before the vaccines are sent
 
the receiving district is informed by telephone or
 
telegram
 

8.1.5 COLD STORAGE SPACE.
 

We have one new cold room which was put up by Danida with
 
the introduction of KEPI and two small pre - KEPI
 
Cold-rooms at National Public Health Laboratories. Up to
 
1988 there had been no problem with the storage space, but
 
then the two small coldrooms have started breaking down
 
and creating vaccine storage problem. The new cold-room
 
is sometimes tow being overstocked and it is likely to
 
reduce its eff..ciency.
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8.1.6 INPUT
 

- An additional cold room of the same size as the new exisiting 
one in 1991. 

- A freezer room for polio, measles, BCG, Vaccine. 
- Two new lorries for vaccine distribution. 
- Additional cold stores in Nyeri, Nakuru and Eldoret. 
- 12 staff members including the operational officer incharge 

of vaccines are needed to distribute the vaccine. 

Funds needed is the following:
 

- For vaccine procurement
 

- airport Clearing charges
 

- Running costs.
 

(See the appendix IV for the estimated costs of the above items
 
under logistics procurement list)
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8.2 EQUIPMENT AND SUPPLIES:
 

8.2.1 STAFF.
 

The Supplies Unit of K.E.P.I. is composed of 10
 
members of staff headed by a 3upplies officer. They are
 
stationed at the KEPI stores, at the national Public Health
 
laboratories.
 

8.2.2 PROCUREMENT OF EQUIPMENT
 

All the equipment is procured overseas by the donor agencies.
 
Items of stationery are procured locally by the Government of
 
Kenya.
 

8.2.3 DISTRIBUTION OF EQUIPMENT:
 

Distribution of equipment is carried-out by a fleet of 9
 
vehicles composed of 7 pick-up trucks and two lorries.
 
Distribution is carried-out to all the 42 districts in the
 
Republic of Kenya.
 

This fleet of vehicles is shared by the cold chain maintenance
 
unit and the vaccines unit.
 

8.2.4 DISTRIBUTION OF CONSUMABLES:
 

All consumables such as needles, Syringes, Stationery etc to be
 
distributed and delivered to all the districts after every 6
 
months. The amount supplied to each facility is in accordance
 
with the KEPI standard list.
 

8.2.5.INPUTS
 

* 	Equipments as per the procurement list.(see appendix IV)
 

* 	Construction of a new store.
 

* 	 Construction of offices. 

* 	 10 members of staff. 

* 	 Funding for equipments, cards, stationery, syringes, 
needles etc. (see appendix IV). 
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8.4 COLD CHAIN.
 

8.4.1 COLD CHAIN MAINTENANCE AND INSTALLATION.
 

A tentative recurring preventive manitenance workplan has been

laid forward. This workplan indicates that 520 man days are
 
required to cover the whole country in one year. Taking into
 account that the technicians will need some 
time in Nairobi for

surrendering imprests and for preparing the safaries, it will 
be
 
necessary to employ three technicians for this.
 
(See appendix XII).
 

The solar equipment planned to arrive every year is 50 solar

refrigerators and 50 solar 
 steam sterilizers. The installation
 
will take two technicians 10 months.
 

The opening of 50 new facilities every year will require further
 
assistance from the technicians, at least one technician for one

month per year. The manitenance of equipment will require yet

another technician permanently in the workshop. Replacement of

old refrigerators in the districts will 
 also require some
 
assistance from the maintenance unit, at least one for two
man 

months every year.
 

The total number of technicians needed 
will be seven fully
 

employed.
 

8.4.2 COLD CHAIN EQUIPMENT.
 

8.4.2.1 REFRIGERATORS:
 

The programme has been using different 
 types of refi-igerators.
 
By 1990 the following refrigerators are in use:
 

1) RM 212
 
2) RCW 42 EG
 
3) RA 1300 and RA 1302
 
4) SIBIR S 2323
 
5) TCW 1151
 
6) BP VR45 and VR50
 
7) RCW 42 DC and POLAR (for solar) installed by NGO's.
 
8) Other different types mainly installed by NGO's.
 

It has been the plan to phase out the RM 212; RA 1300 and RA

1302 as these have proved not reliable enough for the programme.
 

The RM 212 is a small camping refrigerator that was introduced
 
in the start of the programme when no special EPI refrigerator
 
was available. The refrigerator is with a 
 front opening door.
 
This mean:; that 
 the cold air inside the refrigerator falls out
 
every tim, the refrigerator is 
 opened and that the refrigerator

will hav, to cool the new air has now the
which entered 

refrigeralor. The insulation 
 of this refrigirator is thin
compared lo the modern refrigerator like the RCW 42. 
 This means
that the gas consumption is also considerably iigher. Further
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more, the recording from the districts shows that this
 
refrigerator sometimes vary in temperature up to 8 deg

centigrades within 24 hours, which might harm the vaccine.
 

The RA 1300/1302 refrigerator is a domestic refrigerator which
 
was produced in the start of the pcogramme as no other EPI
 
refrigerator was available. This refrigerator is very sensitive
 
to overloading of the freezing compartment and is therefore no
 
longer recommended by WHO.
 

By 1990 the programme has more than 150 RM 212's in the store.
 
These refrigerators should not be returned to the districts for
 
immunization purpose for the above given reasons, and because
 
some of them have been used for more than 8 years and therefore
 
their normal life time has been reached.
 

The same applies for the RA 1300/1302's which might be received
 
from the districts.
 

The government should dispose of these refrigerators.
 

During the five years from 1991 - 1995, RM 212's will have to be 
replaced by RCW 42 EG or VR50 solar refrigerators and RA 
1300/1302's by SIBIR S 2323. (See appendixVI). 

8.4.2.2 SOLAR STEAM STERILIZERS:
 

By 1990, 23 solar steam sterilizers will have been purchased.
 
These sterilizers will be installed in Kajiado and Turkana. By
 
including this sterilizer a facility will not need any gas or
 
kerosine for the immunization. The solar steam sterilizer is
 
still on trial but looks promising and is very useful and much
 
appreciated by the nurses using it. The plans includes 50 solar
 
steam sterilizers installed every year for the next five years.
 
(See appendixVII).
 

8.4.2.3 SPARE PARTS:
 

The refrigerators and the steam sterilizers both gas and solar
 
need spare parts to be replaced. The refrigerator spares most
 
needed are heating elements, thermocouples, thermostats and a
 
few cooling units. These parts should be procured only when
 
minimum stock level is reached. The steam sterilizer should be
 
maintained through a scheduled replacement plan. This should
 
include replacement of gaskets, safety plugs and relief valves
 
once a year.
 

A computerized stock control system will be installed by 1990.
 

0"
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8.4.3 PHASE III NEW FACILITIES 

It is the wish of the government to 
facilities by fifty every year. To 
sustainable, many components are needed. 

expand 
make 

the number of 
the ?xpansion 

- EPI equipment must be available and maintained.
 
- The EPI staff at central level must be available in
 

the required numbers.
 
- The staff at provincial level must be available and
 
informed of their duties in connection with KEPI.
 

- The staff at district level must be available.
 
- The staff at facilities must be available.
 
- All staff at all levels must be trained.
 
- Funds for recurrent cost at all levels and at all
 
-acilities must be available.
 

- Transport at all levels must be adequate
 
- Vaccine, syringes, needles, stationaries and gas must
 

be available. *
 

Considering all these factors and negotiating with all the
 
parties involved, a schedule for equiping 250 facilities in the
 
five year period has been drawn up. (See appendix XI).
 

The schedule has considered the priority districts as well as
 
the disadvantaged districts. Further more areas with a rapid
 
population growth like Nairobi and Mombasa have been given
 
consideration also.
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8.5 TRANSPORT
 

8.5.1. THE TRANSPORT REQUIREMENT IN KEPI COMPRISES OF THE
 
FOLLOWING:
 

(a) Transport of equipment, supplies, gas etc.
(b) Distribution of vaccines.
 
(c) Transport for supervision.

(d) Transport for training activities.

(e) Transport for surveys.
(f) Transport for Social Mobilization activities.
 

8.5.2. KEPI VEHICLES WILL BE STATIONED AT:
 

1. KEPI Management Unit, Nairobi.
 
2. Districts.
 

8.5.3 CONDITION FOR CHOICE OF VEHICLES:
 
From the district reports 
and experiences, 
the Peugeot 504
pickup have been found very unsuitable in most districts because
of poor roads and high maintenance costs.
the Peogeot 504 pickups will 

In view of this, all
be replaced with
Landcruisers because of the following reasons:-
4 WD Toyota
 

* They are commonly used in Kenya.
* Low recurrent (sh/km) petrol, maintenance and repair.
* Capable of functioning 
under adverse road and weather
 
conditions most of the year.


* High load capacity, size and comfortable.
 
8.5.4 DISTRIBUTION OF VACCINES:
 

KEPI uses 
 two lorries 
 in distributing
district vaccines to
vaccines and all the
two regional
Kisumu). From the District Public 
vaccine depots, (Mombasa,


Health Nurse uses
vehicle to deliver the KEPI
the vaccines to all 
 rural health facilities
and also carries out the supervisory visits.
 

8.5.5 DISTRIBUTION OF EQUIPMENT / SUPPLIES:
 
This has two aspects: distribution of new equipment and resupply
of consumable 
 items such as 
syringes, needles, -.stationery and
 gas.
 

8.5.6 SUPERVISION:
 

Supervison 
is a crucia function

Transport for this actioity will 

of the KEPI Management Unit.
 
Management Unit staff. 

continue to be executed by the
To facilitate this activity, 4 WD Toyota
staff 
cars will 
 be net ded during the 
 5 years period - 19)1-1995.
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8.5.7 TRANSPORT FOR TRAINING ACTIVITIES:
 

KEPI training courses will continue to be conducted and be
 
reduced number annually at the same period. Mid-level,

Operational 
courses and Cold Chain continue to be conducted at
 
the six Rural Health Training Centres. This will require a
 
reliable transport. A mini bus 12 seater will be ideal.
 

8.5.8 SURVEYS:
 

Immunization coveraqe survey will be conducted at the identified
 
districts. This will also require reliable transport.

Management Unit staff cars and district vehicles will 
 be used
 
for these exercises.
 

8.5.9 SOCIAL MOBILIZATION ACTIVITIES:
 

Social Mobilization activities will be more in phase III than
 
phase II. This again will require reliable transport for the
 
execution of the scheduled activities. One (4WD) vehicle will
 
be assigned to the Social Mobilization team.
 

8.5.10 INPUTS:
 

* Funds to purchase the vehicles.
 
* -Funds for the vehicles recurrent cost.
 
* 5 drivers. 

See the annex on vehicles procurement, replacement and recurrent
 
costs, APPENDIX VII.
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9. SOCIAL MOBILIZATION:
 

9.1 	EDUCATIONAL MATERIAL:
 

9.1.1 OUTPUT:
 

To expose about 40% of the Kenya population to information I
 
knowledge about immunization every year for the five years. To
 
distribute materials in all the district health facilities,
 
chiefs camps, market places and in schools and during District
 
Agricultural Shows.
 

9.1.2 ACTIVITIES:
 

1. 	 Print and distribute 35,000 posters every year
 
between 1991 1995 on the six immunizable diseases.
 

2. 	 Print and dist'ribute 35,000 copies of posters on
 
Measles in every year between 1991 and 1995.
 

3. 	 Print and distribute 35,000 copies of posters on
 
Neo-natal Tetanus every year between 1991 and 1995.
 

4. 	 Translate poster above in 10 languages and distribute
 
in 21 low coverage districts - 35,000 copies in every
 
year between 1991 - 1995.
 

5. 	 Print and distribute 50,000 copies of KEPI flier
 
every year in 1991, 1993, 1995.
 

6. 	 Print and distribute 150,000 stickers every year in
 
1991, 1992 and 1993.
 

7. 	 Oiganise a Materials Production workshop in 1991 for
 
Health Education Officers.
 
(See appendix IX).
 

9.2 	RADIO PRODUCTION AND BROADCAST:
 

9.2.1 OUTPUT:
 

To reach 60% of the population especially in the 10 priority
 
districts with knowledge on immunization as well as motivational
 
message. Programmes and commercials to be aired throughout the
 
5 years.
 

9.2.2 ACTIVITIES:
 

1. 	 Producing and broadcasting radir programmes - 13 programmes
 
per year in 10 language, 15 ninutes each, weekly for 3
 
months, once a year.
 

2. 	 Produce and broadcast 15 slogans, 3 per year to be broadcast
 
as part of the 15 minute prrgrammes in 10 languages.
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4 

Additionally, to be aired 
 twice daily for 3 month
 
year for five years in Swahili.
 

3. 	Broadcast of selected songs and poems by school pupils twi.e
 
a year for one month during the five years.
 

4. 	Organize the broadcast of press conference _once_ a__year-in
 
the-five-ye-ars.
 

9.3-TELEVIsIoN PRODUCTION AND BROADCAST:
 

2% 	of population i.e. policy makers' will be 
 sensitized to
project, achievements and needs every year 
 in five years. A
 
further 5% of population. will be reached 
with knowledge on

immunization and will tell others.
 

9.3.2 ACTIVITIES:
 

1. 	Broadcast existing commercials in the five years. To be
 
aired three times a w~ek for one month every year.
 

2. 	Organize for broadcast of I Mambo Leo and 1 Press Conference'
 
a year in the five years.
 

3. 	Broadcast of animated video (see Activity 4).
'4 

To be aired 4. 
times in 1991. 

4. 	Broadcast of acceleration activities in the districts once a
 
year in five years.
 

9.4 	FILM PRODUCTION:
 

9.4.1 OUTPUT:
 

Spread knowledge on immunization to the 
 public during District
 
Agricultural Shows, through the mobile cinema, to school pupils
, to community leaders training meetings, to NGOs and churches

churches personnel and Health Workers trainees.
 

9.4.2 ACTIVITIES:
 

Produce and distribute a,30 minute 
film and provide each of' the

8 provinces with a copy each, 2 covies to 
the mobile van, 1 copy
to the Health Education Department and 1 copy to the KEPI
 
Management Unit, all in all 12 copies in 1993.
 

9.5 	CHILD TO CHILD PROJECT:
 

9.5.1 OUPUT:
 

r.To>.have 90% of mothers 
 in 16 districts educated oi immunization
"" andg90% of unimmunized children taken 
 for immuni.ation betieen
 
1991,'and 1992 as follows: -'10 districts in 1991 a id 6 districts
 
in 1992.
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9.5.2 ACTIVITIES:
 

I. 	Briefing meetings for all headteachers in the 16 district3
 
and other Ministry representatives:- one meeting per every
 
division.
 

2. 	Production and distribution of project materials to all
 
particpating schools and to 
all 	health facilities.
 

3. 	Briefing of teachers by the headteachers and training of the
 
pupils by the teachers.
 

4. 	Pupils monitoring community, educate mothers and refer
 
children to clinics.
 

5. 	Hold ceremonies 
to give prizes in zones, divisions and
 
districts to winning schools.
 

9.6 	INVOLVEMENT OF GROUP* AT NATIONAL, PROVINCIAL 
AND DISTRICT
 
LEVEL:
 

9.6.1. OUTPUT:
 

To have well informed and motivated Associations which will
 
educate communities on immunization:
 

(a) Involve 100,000 Boys Scouts in 42 districts 100,000 Girl
 
Guides in 42 districts each year on agreed upon activities.
 

(b) 	Involve 300 Paeditricians once a year in the 5 years in 10
 
districts per year in checking immunization status,
 
providing immunization and education.
 

(c) 	Produce studies, coverage, newspaper / magazine articles on
 
immunization for the public awareness from training
 
institutions.
 
To be organized once a year during the five years.
 

9.6.2 ACTIVITIES:
 

(a) Run briefing / training workshops for the trainers of Girl
 
Guides and Boy Scouts.
 

(b) 	Print and distribute educational / Visual Aids for training.
 

(c) 	Education, acceleration activities by the movement.
 

(d) 	Training of the Girl Guides and Boys Scouts.
 

(e) 	Briefing meetings for the Paeditrician Associatio-.
 

(f) 	travel and give lectures to institutions:- Keny. Institute
 
of Administration, University of Nairobi, Kenya I-istitute of
 
Mass Communication.
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9.7 	PROVIDING INCENTIVES TO THE DISTRICT PERSONNEL AND
 
COMMUNITIES:
 

9.7.1. 	 OUTPUT:
 

(a) 	Have high turn-out at the immunizing centres of babies fo
 
immunization in a total of 21 priority and disadvantagec
 
districts during the five years.
 

(b) 	Health personnel and other Ministries' personnel who are
 
highly
 
enthusiastic about immunizing all children in their
 
catchment areas by 1992.
 

9.7.2 	ACTIVITIES:
 

1. 	 Solicit and acquire contribution of encouragement tokens
 
items from organizations.
 

2. 	Distribution of items to the districts.
 

9.7.3 	ORGANIZE CEREMONY IN EACH DISTRICT TO ANNOUNCE WINNERS
 
AND GIVE OUT PRIZES.
 

9.8 	AWARENESS ACTIVITIES:
 

9.8.1 	OUTPUT:
 

(a) 2 	National acceleration days of activities nationwide.
 
(b) 3 	issues of the KEPI Newsletter every year.
 
(c) Articles on newspaper and magazines twice a year in the five
 

years.
 

9.8.2 	ACTIVITIES:
 

1. 	Planning of activities with an inter-sectoralnational group
 
2. 	Preparing guidelines for the districts.
 
3. 	Produce and distribute materials.
 
4. 	Collect and publish articles for Newsletter and distribute.
 
5. 	Liase with journalists for articles in the print media.
 

9.9 	DISTRICT ACTIVITIES:
 

9.9.1 	OUTPUT:
 

42 Plans of Action for each year during the five years from all
 
the districts detailing outputs, activities and inputs.
 

9.9.2 	ACTIVITIES:
 

Send funds to the distri:ts to implement Social Mobilization.
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9.10 SUPERVISION, MONITORING AND EVALUATION: 

(See Supervision i Monitoring for additional details). 

9.10.1 OUTPUT:
 

(a) Reports (feedback) from the districts 4 times a year about
 
implementation of Social Mobilization activities.
 

(b) 	Effective implementation of the planned activities in the
 
districts.
 

(c) 	Data showing the constraints / resaons for low immunization
 
coverages in the priority districts.
 

9.10.2 ACTIVITIES:
 

(a) 	Supervisory visits - 2 to the 10 priority districts every
 
year and 1 visit to .32 districts (scheduled for the whole
 
Management Unit).
 

(b) 	Develop supervisory checklist.
 
(c) 	Evaluate I.E.C. in 1991 and 1994.
 

(d) Hold focus group discussions in 5 of the priority districts
 

in 1991 and 1992.
 

9.11 STUDY TOURS:
 

9.11.1 OUTPUT:
 

To give the two KEPI Social Mobilization officers experience
 
from other countries that they can adopt in Kenya in 1991 and
 
1993.
 

9.11.2 ACTIVITIES:
 

1. 	Visit Indonesia /Asia in 1992.
 
2. 	Visit to Uganda and west Africa.
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10. 	MONITORING:
 

National level.:
 

1. 	The Senior Officers of the KEPI Management Unit will meet
 
fortnightly to review progress znd plans for the immediate
 
future.
 

2. 	Quarterly Progress Reports will be issued and distributed to
 
MOH,PMOs, donors and other relevant parties. The reports
 
will also contain a detailed 3 months activity plan for the
 
coming quarter.
 

3. 	In connection with the issue of quarterly reports the donors
 
will meet quarterly with the KEPI Management Unit under the
 
chairmanship of the director, Division of Family Health to
 
review the progress of the programme.
 

4. 	Continuous feed-back to Provinces and Districts.
 

Provincial level:
 

1. 	Provincial team to carry out a supervisory visit to each
 
district twice a year.
 

2. 	Participates in immunization coverage survyes as per the
 
schedule.
 

District level:
 

1. 	Routine reporting of immunization performed in all health
 
units by dose and age group direct to KEPI.
 

2. 	Immunization ccverage surveys at the identified districts
 
(See schedule, appendix X).
 

3. 	Nr.tional immunization coverage survey.
 

4. 	Effectively use a developed TT card.
 

5. 	Continuous routine reporting of the six EPI disease
 
morbidity via HIS.
 

6. 	Sentinel reporting for measles and polio in selected
 
districts (Muranga, Meru, Kakamega, Siaya, South Nyanza and
 
Nyamira).
 

7. 	Cold chain and logistics evaluation.
 

8. 	Programme reviews.
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11. ASSUMPTIONS:
 

A number of assumptions have been made in order to reach to the
 
present draft Plan cf Operation:
 

11.1. Donor/GOK contribution.
 

When preparing the budget for the donors' and GOKs contribution
 
it has been assumed that the present division of contribution
 
will remain so that for instance the vaccine so far supplied by
 
DANIDA will also in future be supplied by DANIDA. During the
 
negotiations for the final PLOP 91-95 the distribution of
 
responsibilities among the donors and among the donors versus
 
the GOK may have to be changed.
 

Likewise the question of the donors phasing out and the GOK
 
subsequently taking over a bigger percentage of the total costs
 
should also be considered taking into account the economic
 
situation in Kenya. This'draft PLOP has assumed that the donors
 
contribution will have to continue at the present level.
 

11.2.BUDGET:
 

All estimates and thereby all budgets are in K.Shs. and in
 
March, 1990 prices and the rate of exchange used for converting
 
US$ to K.Shs. is 1 US$ = 22 K.shs.
 
and from Danish Kroner: 1 D.Kr. = K.Shs. 3.40.
 

11.3. COLD CHAIN:
 

During 1990 two new zonal depots are to be constructed in Nakuru
 
and Eldoret. The depots will be equipped with a cold storc
 
similar to the ones in Mombasa/Kisumu.
 

There are also plans to initiate the expansion of the cold store
 
at the KEPI Stores in Nairobi and add a freezer room, all
 
planned for 1990.
 

These activities will hopefully be Leflected in the proposed
 
Cold Chain Study which has been suggested for mid 1990 and it is
 
assumed that the findings of the study will necessitate changes
 
in this Plan of Operation.
 

11.4. Transport:
 

A crucial point is transport. Both at national lev-i but also
 
at Provincial and District level. This plan o operation
 
suggests a substantial replacement of vehicles which also
 
represents a major part in the budget.
 

The pr-posed National Transport Study is assumed to have been
 
carriel out by September, 1990. This study may again have some
 
impact on the planned replacement rate and thereby also change
 
the proposed budget.
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11.5. SOCIAL MOBILIZATION:
 

The proposed social 
 mobiliza:ion 
 activities in
operation are many. this plan of
The KEPI Management Unit realises that it
will probably not 
 be possiile to execute 
 all the planned
activities partly because of t.me 
 constraints and partly due to
budget constraints. 
 However, it 
has been decided to keep all
activities 
 included 
 in the draft assuming
preparations going on in 1990 
that the project


will clarify where the priorities
 
are.
 

31
 

- r 



APPENDI)' 1
 

TOTAL KEPI BUDGET 1991 - 1995, INl MILLION KEIIYA SHS 

*DAIIIDA IUNICEF IUSAID IGOK IRO"ARY * TOTAL * 

TRAIIIIIG * , , 
--------- -------------

CAPITAL COST * 5.48 * 5.48 * 
RUIIIIIIG COST * 22.15 * 22.15 * 

LOGISTICS * , , 
--------- -------------

CAPITAL COST * 1138.35 1* 138.35 * 
RUIIIIIG COST 

VACCINE 
* 
* 86.30 

' 
1 33.80 1 1 31.00 

, 
* 151.10 

, 
* 

GAS * 19.00 * 19.00 * 
VEHICLES * 31.50 * 31.50 * 
SAFARIES * 1 6.20 1* 6.20 * 

SOCIAL HOBILISATION 
---------------------

* 
III 

, 
** 

, 

RUIIIIIIIG COST * 44.65 * 44.65 * 

SUPERVISION & NIOIIITOR * , , 
---------------------- III** 

RUJIfIING COST * 97.40 * 97.40 * 

HISC. KEPI HU * 17.00 1* 17.00 * 
----------- * * 

TOTAL COST *127.78 1183.00 1159.55 i 31.50 1 31.00 * 532.83 * 
*** 



---------------------------------------------------------------------- 

----------------------------------------------------------------------------------------------

------------------------

APPENDIX II
 

TRAINING BUDGET INKENYA SRS
 

COST PER 1N'KBE OF 1912 19?3 1994 1295 I 
 TCFl
 
COURSE !COURSES 1991 i
 

------------.---------------------------- I 
 I---------
MIDLEVEL TRAININ. COURSE 200,000 1 3 600,000 2 400,0 0 2 400,000 1 201,0 0 1 201,000 I 1 ?9 

I 0 0 0 0 A : 0 
COLD CHAIN COURSE 50,000 1 3 150,000 2 100,000 2 100,000 1 50,000 1 50,000 45010 

I 0 0 0 0 11 0
OPERATIONAL EVEL 50,000 1 25 1,250,000 25 1,250,000 25 :,250,000 25 1,250,900 
 25 1,250,000 E,250,O
 

, 0 0 0 0 0: 0
 
COLD CHAIN (0LEVEL) 30,000 750,000 750,000 750,000 750,00 750,000 j
25 25 25 25 25 2,75:.3 


I 0 0 0 0 0i 0
 
SOLAR EQUIPMENT COURSE 40,000 1 1 40,000 1 40,000 1 40,000 1 40,000 1 49,090 i 200,0
 

I 0 0 0 0 01 0
 
ANNUAL PERFORKANCE EVALUA71ON 30,000 1 I 540,000 18 540,000 1U 540,000 
 18 540,000 18 540,000 : 2,700,000
 

I 0 
 0 0 0 01 0
 
VACCINE RANDLING, MANAGEMEN? 40,000 I 1 48,000 1 40,000 1 40,000 1 40,000 1 401,000: 200,020
 

I 0 0 0 0 01 0 
HISSED OPPORTUNITY SURVEY 
 20,000 130 600,000 30 600,000 30 600,000 30 600,000 30 600,000 13,000,000
 

0 0 0 0 O: 0
 
FOLLOV UP, ASSESSING PERFOPHANCE 50,000 1 8 400,000 8 400,000 8 400,000 8 400,000 8 400,000 i2,000,00
 

I 0 0 0 0 01 0
 
CONTINIOUS 6DUCATION, HEPI STAFF 360,000 I 1 360,000 1 360,000 1 360,000 1 360,000 1 360,000 1 1,801,000
 

SUBTOTAL I 4,730,000 4,480,000 4,410,000 4,230,000 4,230,000 i22,150o009 i
 

EQUIPMENT I
 

MANUALS (PRICE PER 1,000) 70,000 1 20 1,400,000 10 700,000 10 700,000 10 700,000 10 700,000 1 4,200,00

0 0 0 0 01 0
 

FILM PROJECTORS 16MH 18,500 118 333,000 1t 333,000 0 
 0 0 0 0 01 6i,000
 
0 0 0 0 01 0


OVERHEAD PROJECTORS 5,000 1 18 90,000 II 90,000 0 0 0 0 00 I 10,000
 
1 0 0 0 0 01 0


SLIDE PlOJECTORS 
 3,000 1 54,000 1! 54,000 0 0 0 0 0 01 108,000 
1 0 0 0 0 01 0
 

VIDEO MACHINE IND MONITOR 50,000 1 6 300,000 0 0 0 0 0 0 0 01 300,000
 
1 0 0 0 0 01 0
 

CALCULATORS 500 25,000 0 0 0 0 1 
:s0 0 0 0 0 25,000
 
I----------------------------------------------------- I--------

SUBTOTAL 1 2,202,000 1,177,000 700,000 700,000 700,000 1 !,479,000

AD000 
 5,-----00 , ,0----------------------------------------------------------


GRAND TOTAL 1 6,932,000 5,657,000 5,180,000 4,930,000 4,930,000 127,629,000
 
-----.-.---. 
 -.------. ---.----. -----.---. ------.-.---.----.---.-----.
 



--- -- -- 

APPENDIX III
 

VACCINE P1OCURE?:1T FROM 1991 - 1995 
1991 1992 1993 1994 1995 !TOTAL DOSES 

----------------- ------------------------------- -- I---------
ORAL FOLIO VACClIE i KILL. DOSES I 7.50 7.50 7.50 7.50 7.50 I 37.50 
D.P.T. VACCINE IKILL. DOSES I 6.00 6.00 6.00 6.00 6.00 1 30.00 
MEASLES VACCINE IKILL. DOSES I 2.50 2.60 2.60 2.60 2.60 I 12.90 
TETANUS TOXOID IMILL. DOSES 1 6.00 6.20 6.20 6.20 6:20 I 30.10 
B.C.G, VACCINE IKILL. DOSES I 5.20 5.40 5.40 5.40 5.40 i 26.80 

PROCUREMENT PRICES ITOTAL FSAS I
 

ORAL POLIO VACCINE H 6.20 6.20 6.20 I
KILL. K HS I 6.20 6.20 31.00
 
D.P.T. VACCI3E i MILL. I SS I 5.00 5.00 5.00 5.00 5.00 I 25.00 
MEASLES VACCINE IKILL. K SS I 6.60 6.10 6.10 6.80 6.80 i 33.10 1 
TETANUS TOXOID 1HILL. I SIS I 3.50 3.70 3.70 3.70 3.70 I 18.30 
I.C.G. VACCINE IMILL. I SBS I 1.50 1.70 1.70 8.70 8.70 1 43.30 

SUBTOTAL I I 29.1 30.4 30.4 30.4 30.4 I 151.4 1
 
-----------------------------------------------------------------------I
 
CLEARING SHARGES"
 

-:::::--------------------------------------------------------------------------------
ORAL POLIO VACCINE I I SS I 6,000. 6,000 6,000 6,000 6,000 I 30,000 1 
D.P.T. VACCINE I 595 I 6,000 6,000 6,000 6,000 6,000 I 30,000 I 
MEASLES VACCINE I 5 I 6,000 6,000 6,000 6,000 6,000 1 30,000 1 
TETANUS TOXOID IK s5s I 6,000 6,000 6,000 6,000 6,000 I 30,000 I 
I.C.G. VACCINE IK SAS I 6,000 6,000 6,000 6,000 6,000 I 30,000 1 

SUBTOTAL I I 30,000 30,000 30,000 30,000 30,000 I 150,000 1 
-------------- ----- -------------------------------------------------------------------- I 

G1AND TOTAL I 129,130,000 30,430,000 30,430,000 30,430,000 30,430,000 1151,550,000 1
 

GRAND TOTAL US I I1,355,909 1,313,112 1,313,182 1,383,182 1,383,182 1 6,838,636 1 
t--- -- -t-tt---.------------------------------
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APPENDIX IV PIAGE 1
 

COST OF EQUIPIIENT TO BE ORDERED FROM 1991 
-	 1995 

QUANTITY 
 ITEM 
 COST TOTAL
 

248 SOLAR HEATED STERILISERS 

200 SOLAR PV REFRIGERATORS HELIOS/BP

350 RCW 42 EG 

35 TCW 1151 ICE LINED FRIDGES 

50 SIBIR 2323/2WVI G-E FRIDGES 


450 VACCINE TRAYS (SET OF 5) 

250 HOTPLATES 

250 GAS BURNERS - KOSAN AS PER RP/KEN/47
750 GAS CYLINDERS - RP/KEN/47 
500 GAS REGULATORS 

1800 TIMER CLOCKS 
2000 ICEPACKS 
1000 VACCINE. CARRIERS 
380 STEAM STERILISERS DOUBLE RACK 

10000 GASKET FOR STEAM STERILIZER 
10000 SAFETY PLUGS FOR STEAM STERILIZER 
10000 PRESSURE VALVES FOR STEAM STERILIZER 

250 JAR, DRESSING WITH COVER, 0.945L 
500 FORCEPTS 290 MN SS (TYPE 1) 
500 FORCEPTS 150 M-1SS (TYPE 2)
850 CUP, SOLUTION 180 MM SS 

12500 SYRINGE KIT B 
850 BOWL, SPONGE 600 ML 

2500 THERMOMETERS 
7000000 CHILD HEALTH CARDS 
7000000 PLASTIC BAGS FOR CARDS 

4500 STOCK TALLY SHEETS 
4500 LEDGER TALLY SHEETS 
1000 TEMPERATURE RECORDING SHEETS FOR FREEZERS 
10000 TE11PERATURE RECORDING SHEETS FOR REFRIG. 

250 SUPERVISORY CHECK LIST HANDBOOK 
25000 PERMANENT REGISTERS FOR MCH CLINICS 

15 COLD ROOM MONITORING CHARTS (PACKETS) 
1 NATIONAL IMMUNIZATION SCHEDULES 

1000 DUPLICATING PAPER 
500 PHOTOCOPYING PAPER 

1000 PRINTER PAPER 
50 COHPUTER DISKETS 

250 CASSETTE RIBBONS FOR TYPEWRITER 
350 CASSETTE ERASER RIBBONS (PACKETS) 
50 CARBON PAPER (PACKETS) 

250 PAPER RULED FEINT (REAMS) 
500 TYPING PAPER (REAMS) 

1000 KEPI STICKERS LARGE 
5000 KEPI STICKERS MEDIUM 
500 TRAY STICKERS 

100000 KEPI NEWSLETTER 
1000 KEPI COMPLIMEINTARY PADS 
1000 KEPI GREETING CARDS 

5 SPARE PARTS FOR VEHICLES 
5 SPARE PARTS FOR SOLAR EQUIPMENT 

4000 992000
 
5000 1000000
 
1000 350000
 
1300 45500
 
900 45000
 

5 2250
 
30 '7500
 
50 125U0
 
50 37500
 
43 21500
 
10 18000
 
1 2000
 

20 20000
 
90 34200
 

2.5 25000
 
2 20000
 
3 30000
 
6 1500
 
6 3000
 
1 500
 
1 850
 

50 625000
 
2 1700
 
2 5000
 

0.06 420000
 
0.01 70000
 
0.1 450
 
0.1 450
 
0.1 100
 
0.1 	 1000
 

1 250
 
2 50000
 

50 750
 
2000 2000
 
100 100000
 
50 25000
 
50 50000
 
50 2500
 
5 1250
 
5 1750
 

20 1000
 
10 2500
 
10 5000
 
3 3000
 
3 15000
 
3 1500
 

0.4 40000
 
0.4 400
 
0.4 400
 

20000 100000
 
10000 50000
 

5 	SPAREPARTS FOR COLD CHAIN EQUIPMENT 
 200000 1000000
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33 LAUID CRUISER PICK UPS 

25 SUZUKI JEEPS 


2 LAND CRUISER PASSENGER 
100 MOTORBIKES 


1 MIIIBUS 
2 LORRIES 7 TONS 

5 LAPTOP COMPUTERS AND ?"I21TERS 


TOTAL 


16000 528000
 
6000 150000
 

18000 36000
 
1000 100000
 

10000 10000
 
100000 200000
 

4000 20000
 

US $ 6268800
 

(-4)
 



AtPPL14ULA V 

FACILITIES DEPEHDI14G OF GAS AND THE RUNNING COST 1991 -1995
 

PROVINCE 1991 1992 1993 .1994 1995
 

CENTRAL 94 96 98 100 102
 
COAST 86 84 82 80 78
 
EASTERN 122 118 114 110 106
 
NORTH EASTERN 21 19 0 0 0
 
NYANZA 115 123 131 139 147
 
RIFT VALLEY 221 204 187 170 153
 
WESTERN 95 100 105 110 115
 
NAIROBI 0 0 0 0 0
 
MOMBASA 0 0 0 0 0
 

TOTAL NO. OF FAC. 754 744 717 709 701
 

NO. OF REFILLINGS 10,556 10,416 10,038 9,926 9,814
 

TOTAL COST K SHS 2,111,200 2,744,560 3,567,928 4,638,306 6,029,798
 

TOTAL COST FOR THE PERIOD 1991 -1995 IN KENYA SHS 19091792.7
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2 !2 RE AD 37 1 A1211TYPES OF REFRIGERATORS CURRENTLY I USE I !SIYA 

RCI 42 EG OR VR50 I S1IIR
 

RC I RM I S1 TCfI I VR I RC VR ;
 
42 EG 1 212 1232] 11151 11300 145/50 !OTHER 42 EG 45/50 l2C?
 

I I I 

NAIROBI 57 I 19 01I I I I I 0 1 1 NA2IBI 19I 0 I
 
KIANBU 6 i 31 5 1 1 i 1 01 2 KIBU 311 0 2
 
KIRIYAGA 19 0 1 1 1 1 3 0 1 0 KIIIYAA 01 0 3
 
NURANGA 2 1 41 1 5 1 1 1 0 1 01 0 HURANGA 411 0 0
 
NYANDARUA I120 3 1 1 1 2 1 0 1 0 NTANDARUA 201 0 2
 

AIERI 1 1 21151 11 1 1 01 0 ITERI 25 0 I
 

I I I I I I t i
 
KILIFI 331 0 1 3 1 1 1 1 i 01 0' IIFl 01 0 2
 
KWASE 29 1 2 1 0 1 2 1 0 1 0 1 IALE 21 0 0
 

LANU I 10 1 2 1 LAU . 2
0 9 1 2 0 a, 

MOMBASA 3 1 2 1 4 1 1 1 1 1 1 2' C BASA 21 0 1 
TAITA TAVETA 20 1 0 1 1 1 11 01 01 0 TAITA TAVETA 01 0 0 

TANARIVER 22 1 5 1 0 1 0 1 21 01 0 TANARIVER 01 5 2 

EBOU 5 114 0 1 11 0 1 0 1 4 EBU 151 0 0 
ISo 16 1 0 141 2 0 0 0 ISIOLO 0 0 0 
KITU 7 1 2 15 11 0 I 0 KITUI 4 16 0 
NACHAKOS 521 0 1 0 1 1131 01 2 ACAOS 0 0 1 
NARSABIT 111 5 0 10 5 NARSABIT 01 1 0 
MERU 43i 1 2 111 21 01 3 MERU 311 0 2 

I II I I 

GARISSA 19 1 0 1 11 0 1 1 1 01 0 GARISSA 01 0 1 
MANDERA 51 0 1 0 1 0 1 1 t ANDERA 01 0 0 
IAJIR 11 0 11 0 1 01 0 VAJIR 01 0 I 
ISI I I I 5 l 

KISUmU 34 0 1 21 21 21 01 1 KISUU 1 0 2 
MTAMIRA 251 0 0 1 i 01 1 ITANIRA 01 0 1 
SIATA 26 0 I I11 2 01 1 SIAA 0 i 0 2 
SOUTH NYANZA 49 1 0 13 1 

I 
1 111

I 
01 

I 
2 SOUTHNYANZA 01 0 a 

a 

KAJIADO 29 i 11 2 1 i iI 4I JIADO 01 1 0 
KERICHO 421 1 1 11 0 1 0 1 ' iaiO I: 0 0 
LAIIIFIA 14 1 0 0 1 11 0 1 6AIVPIA 0 0 1 

NAKUIU 33 I 6 4 21 01 01 0 ARU t 0 0 
NAlOK 24 1 4 1 21 0 1 0 1 0 NAROK 41 0 0 
TRANS NZOIA' 1 1 11 I 11 0 1 01 0 TRANS NZOIA 01 11 a 0 
UASIN GISBU 2 1 21 1 1111 01 01 0 UASIN GISHU 21i 0 0 
BARINGO 36 0 1 21 21 01 0 1 2 BARINGO 01 0 0 
ELG.KARAKIET 1 1 61 2111 01 0 1 0 ELG.ARAKIET 01 6 0 
MARDI 2 1 1 13 I 01 0 0 NANDI 4 0 a 0 
SAPDURU 4 1 1 1 1 1 01 11 1 0 SAMBURU 01 1 0 
TURKANA 2 1 1 1 3 1 2 0 10 1 9 TURANA 01 1 0 
VESTPOKOT 13 0 1 2 1 0 1 01 0 1 0 ESTPOO? 0 0 0 

I I I I I aa 

BUNSONA 36 1 11 2 1 I 01 0 1 0 ueonA 1' 0 0 
.39SlA 291 01 2 1 1 1 0 0 0 BUSIA 0 0 0 

KAKANMEGA63 1 21 5 1 4 1 01 01 1 KAAMEGA 3 0 0 
----I - I------ -------------------

TOTAL 320 1239 1 91I 53 1 31 1 34 1 5 'TOTAL 239 i 42 a 
I - ---------.------------I ---- I---- I ----- --------

1 
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INSTALLATION OF SOLAR ErUIPMEZIT OVER THE NEXT 5 YEARS 1990-1974
 

PROVINlCE DISTRICT SOLAR I 1SOLAR I 1REMARKS
 
IREFRIG.1 lSTEAM STI I
 

-------------- I---------------------i------I---------

COAST LAU 1 7 I * 12 191/921 

TANA RIVER 1 20 I 1 20 11993 
EASTERN ISIOLO 12 1 * 12 :1992 1 

KITUI 16 11992 1 0 I 1 
HARSABIT 9 1* 1 11991 1 

U.EASTERI GARISSA 13 ! 13 11992 1 
AIDERA 2 * 5 11991 1 

WAJIR 8 1 * 8 11992 1 
RIFT VALLEY BARINGO 1 34 11991 1 34 193/941 

ELG.ZIARAKWETI 12 ! 1 12 1.1993 1 
KAJIADO . 25 11993 1 0 i 
LAIKIPIA 12 11993 1 0 1 I 
SAIBURU 1I * 14 11991 1 
TRANS NZOIA 15 11991 1 0 1 
TURKANA 11 * 1 20 I!/91 1 
WEST POKOT 19 ! 19 192/931 

--------- ------------- I------------I------------
TOTAL 206 1 187 1 
--------- ------------- I-----------I-------------
ADDITIOUAL FACILITIES 80 1 23 

GRAND TOTAL 286 1 210 1 I 
--------- ------------- I-----------I-----------
•TO BE I1STALLED I I 

EARLY 1990 401 0 1 
--------- ------------- I-----------I-------------
TO BE INISTALLED I 
LATE 1990 60 12 1 

--------- ------------- -- I---------I-----------
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TEAR OF REPL. PRICE PEI R'J'I!WIG!ECHILE 
PROVINCE NO. DISTRICT RES. Ia. HAKI DELIVERY YEAR VEHICLE CO!:S
 

i
CENTRAL 
21 KIAM!U G1I 698 PEUGEOT 504 P/UP 1984 1990 I00,,i 

22 KIRINYAGA GK 3 676 PEUGEOT 504 P/UP 1984 1990 1 5001?ie 
23 NURAOGA G1 a 682 PEUGEOT 504 P/UP 1984 1990 I 500,900 

24 HTANDARUA G1 Q 613 TOYOTA L.CRUISER P/UP 1989 1995 1 1 16,000 500,o00 
25 YERI GXI 677 PEUGEOT 504 P/UP 1984 1992 1 16,000 1 501,00i 

------------..-------------------------------------------------------------------------------
 I 

COAST
 
31 KILTFI GE G 673 PEUGEOT 504 P/UP 1984 1990 1
•00,001 

32 [VALE GK G 672 PEUGEOT 504 P/UP 1984 1991 1 i 16,000 : I", 
33 LAKU GK P 429 PEUGEOT 504 P/UP 1989 1990 i 500,-0l 
35 TAITA TAVETA GE 9 615 TOYOTA L.CRUISER P/UP 1990 1995 I 16,000 500, 9
 

1981 1993 1 i 16,000 1 500,i036 TANA RIVER GE N 871 TOIOTA L.CRUISER P/UP 

------------------------------------------------------------------------- I 

EASTERN 
41 EHNU GK G 670 PEUGEOT 504 P/UP 1984 1992 1 i 16,000 500,ml! 

42 ISIOLO GK J 606 LANDROVER 110 1985 1990 I i 500.0io 
43 KITUI GK H 473 TOYOTA L.CRUISER P/UP 1988 1993 1 .i 15,000 500,909 

44 HACHAKOS GE G 668 PEUGEOT 504 P/UP 1984 1992 1 1 16,000 500,000 
45 HARSABIT GK J 607 LANDROVER 110 1985 1990 50i,0ii 
46 HERU GE G 674 PEUGEOT 504 P/UP 1984 1990 1 500,017 
417 1992 1 I 1',000 500,00a
 

-------------------------------------------------------------------------I
 

NORTH EASTERN 
51 GARISSA o J 608 LANDROVER 110 1985 1990 i 50e,000 

52 HANDERA GK H 410 TOYOTA L.CRUISER P/UP 1988 1993 1 i 16,000 i 05i n
53 VAJIR GK J 609 LANDROVER 110 1985 1990 i 509,000 

------------------------------------------------------------------------- I 

ETAIZA '
 

61 EISiI G1 J 675 PEUGEOT 504 P/UP 1984 1990 500,lc
62 KISUHU GE G667 PEUGEOT 504 P/UP 1984 1999 0 
63 SIATA GE G 666 PEUGEOT 504 P/UP 1984 1999 500,09 
64 SOUTH NTANZA GK G 671 PEUGEOT 504 P/UP 1984 1990 i 

65 NYANIRA GE 0 1990 I 500,000 
------------------------------------------------------------------------- I 
RIFT VALLEt I 

71 -EAJIADO GE g 612 TOYOTA L.CRUISER P/OP 1989 1995 1 I 16,000 1 500,00 
72 KERICHO GE N 689 PEUGEOT 504 P/UP 1984 1990 i 509,090 
71 LAIEIPIA GE g 614 TOYOTA L.CRUISER P/UP 1989 1995 1 I 16,000 500,00i 
14 IA.URU O N681 PEUGEOT 504 P/UP 1984 1991 1 I 16,000 500,99i 
75 NAROK o g 611 TOYOTA L.CRUISER P/UP 1989 1995 1 I 16,000 500, " 
76 TRAMS NZOIA GE N 685 PEUGEOT 504 P/UP 1984 1990 , 500.90m 
7 UASIN GISNU GE N 526 FEUGEOT 504 P/UP 1984 1990 500,ece 

11 DARINO0 GE H 469 TOYOTA L.CIUISER P/UP 1988 1993 1 16,000 500,lil 

12 ELGETO HIZAXIET GE H 472 TOYOTA L.CRUISER P/UP 1988 1993 1 i 16,000 500.i9. 
13 3"0DI GE N 690 PEUGEOT 504 P/UP 1984 1990 i 500.00 
84 SAH53U GE H 411 TOYOTA L.CRUISEI P/UP 1988 1i94 1 16,000 5900' 
85 TUPXANA GI K 999 TOYOTA L.CRUISEK P/UP 1988 1994 1 16,000 500,iC 
15 lEST POKOT GE J 716 LANDROVEI 110 1915 1990' I 500,00'. 

VESTERN I
 
91IUNGO A GE H 691 PEUGEOT 504 P/UP 1984 1991 1 I 16,000 i 500100
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92 BUSIA G1 3 632 PEUGEOT 504 P/UP 1314 1991 i 1I.00, 
93 KAKA EGA GE H 681 PEUGEOT 504 P/UP 1984 1391 1 1,000 5op, I 

KI nun'JU.GE 1994 1 16.9, 
NAKU9H NUN. GE !?91 1 16,900 

11HAIFs! GK 1918 1994 11 16,001, 
34 NOmBASA GK 3 693 1984 1992 1 16,000 510,09 

MANAGENEIT 
UNIT STAFF CARHS G. TOYOTA PASSENGER/4ID 1990 

STAFF CARS GA TOYOTA PASSENGER/4W0 1990 I 390,99 
STAFF CAR$ GI TOYOTA PASSENGER/41W 1991 1 I 1e,00 599,9 
STAFF CARS GK TOYOTA PASSENGER/4WD 1991 1 L6,100C 50M!09 
STAFF CARS GK Q 481 FIAT UNO 1938 
STAFF CARS GK q 482 FIAT UNO 1938 , 
STAFF CARS GK MINIBUS 12 SEAT 1991 1 1 10,000 509,i0 

J, 500,00 
MAINTENANCE UNIT GK 3 944 TOYOTA L.CRUISER P/UP 1985 1991 1 1 16,000 ,59,00 

KyZ 212 TOYOTA L.CRUISER P/UP 1985 1991 1 i 1,000 i 500,i0 
KUW 376 TOYOTA L.CRUISER P/UP 1983 1931 1 1 I6,000 i W,00 
GK 3699 PEUGEOT/TOYOTA L.C. 1984 1992 1 i 16,000 1 9,00 
GK 384 PEUGEOT/TOYOTA L.C. 1984 1993 1 i 15,0iO 509,00 
GK 3615 PEUGEOT/TOYOTA L.C. 1984 1994 1 I 16,000 i 5 o0,00 
GK 3679 PEUGEOT/TOYOTA L.C. 1984 1995 1 i 16,000 i r00,00 

CENTRAL VACCINE STORE GK PEUGEOT 504 P/UP 1991 1 12,500 500,00 
GK 3201 ISUZU LORRY 1984 1991 1 1 100,000 ! 50,00 
GK P 505 IVECO LORRY/ISUZU LORRY 1988 1993 1 1 120,000 500,00 

TOTAL NO. 13 6 7 6 61 
.. ... I 

CAPITAL COST TOTAL US DOLLAR 786,500 
----------------------------------------------------

RUNNING COST TOTAL KENYA SHS315,0 

----------------------- --- --- --- ---- --- --- ------- --- ---
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SOCIAL NOIILISATICN 11 [E3T S!S
 

lCMT PEN 'UNIT 1991 OURIT 1992 UIT I993 'UNIT 1934 oNIlT 1?5 a TTAL 

I'S!? -~z2 aax 2XmxX2 xgxx.22x 22a aXz2222a- aZZm-~z 1 .TZ=23-
'EDUCATIONAL HATIIALS ( a a a , 
.. . . . . . I a aia..------------ a a a 
POSTERS 1FE1 1000) ?.000 35 115,000' 35 215,000 '3 215,000 35 215,000 35 215,000 ' 2 a 

KElI FLIEIS IM!1000) 1 1,000 '05 
a 

360,000 
0a 

15 360,000 
O0 

15 360,000'
' 

0 0 
0' 

0 0 
5 

lI0i- a 

STIC.ERS (1000) I 3.000 1100 
a 

300,000 '100 
O* 

300,000 '100 
O* 

300,000 1100 
o' 

300,000 1100o' o500 1, ,-e 

IATERIIL PROD. I0XIESOP I 150,000 1 150,000' 0 0' 0 0 0 0 . 0 1505,I0 
Io O* O* 0 0 

ILICRART i 10,000' 0 0 15 150,000 15 150,000 0 0 0 , 0 320,55' 
------------------- --------------------------------------------- ------ ap------ ---- a---------a. 
SUITOTAL I i 1,056,000 . 1,055,000 * l,O 0,0Oo' 515,000 a 545,000 ' 4.25,00 

'RADIO PRODUCTIONIIOADCAST I ' , aI ' 

-------------------------I 
 I 

PROD. Of 13 PRG. 1 10 TIANSLATIIS I 15,000 '13 195,000 a 13 195,000 0 0 0 0 0 391,00 
a Oa Oa O* 0 0 0 

IIIIIG PlOctillEs (130 TIKS/TEIZ I 5,000 '130 650,000 'lO 650,000 Il3 650,000 0 0' 0 0 1,50,000 
I 0I 0* O1 0' 0 0 

PROD. OF JINGLES (3TINESIE/AR I 100,000 ' 0 0 2 JM0,00 0 0' 0 0 25IH000 
I 0' 0' 0' 0 0' 9' 

1111 JINGLES 110 TINESITIll) I 5,000 1110 900,000 '110 900,000 '110 900,000 100 900,000 '100 900,000 a40,500M I 
---------------------------- -------------- -----------a 

SUBTOTAL I ' 1,145,000 ' 2,5,000 a i550,oo 900,000 a 7,140,000 

'TELEVISION PRODUCTION I RORADCAST i a a a a a 
-------------------- I aI 
PIODUCTIOIOFCOKEICIALS 1 200,000 0 0 0 0 0 0 0 0 0 0' 0 

IO 0 i 0' 0' O* 0
 
AIRING COMMRIL 112TINES/IE/ZI 1 10,000 '12 120,000 '12 120,000 '12 120,000 12 120,000 12. 120,00' 600,M ......................... I---------------------- - --
............... --------------
 ---------------a -------a 
SUBTOTAL I 120,000 t 120,000 a 120,000 ' 120,000 i 120,000 ' 600,000 

------------ I ------------------------------------------ -----------a 
'FILK PRODUCTION I DISTRIBUTIOI ai a a a 
.................----- ..--- a aI a 
PRODUCTION OF 301IN FILI 11,500,000 0 0 0 0a 1,500,000 a 0' 0' 1,500,000'

• 0' 0' 0' 0' 0' 5 
COPIIIG (12COFIESI 1 50,000' 0 0 I 0 0 12 iG,1000* 0 * 0' 600,000 
-------- ------------ I------------------ ---------------------- a-----.....-------------------------

SUBTOTAL 1 0 oa0 2,100,000' 0 0 2,100,00 
:2::22:::: :2:=: 2== 3 zi 2:*--------------------I -------- --- -------------- -------- --

'CRILD TOClLDP lOJICT I ' ' , 
I a a ai 

IN 16 DISTIICTS 1 100,000 10 0,000,000 a 0 00 o 0 4o000,000 
....-.......... 

iGROUP ROOILISATIOI i ' ' , , 
-------------------- aa-

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

aa 
TRAVELS 50,000 a 1 50,000 1 50,000 1 50,000 i 1 50,000 1 50,000 ' 250,525 

• 0o0 0 0 0' A' 
P1R DICES 1 120,000 1 120,000 a ! 120,000 1 120,000' 1 120,000 1 120,000' 60,000' 
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I a 0a I' 0I O* 
I* 0' O* a O' 

ICRIS30PS/ERIEF1IS I1011 1,02'1 10,2 
-- --- ..........-...... .............. -.... .............
------.-----...--------- - - -- - -.........-..---------- -.......... 


SUBTOtaL I * 320,000 320,000 * 170,000 a 170,100 * 171. l a 1,1
 

'DISTRICT INCENTITES * a a a a 
. . . .. . . . . . .. . . . . -..
. a a a a a 

CS OFTOKENS 1 6,500 1 6,500 0 0 0 0a 

0 t 
a 0 Qa 0 1a 
TRAVELS i 4,000 25 100,000 0 aO 0 0 0 0 0a
 
------ ..............
.-...-- ------ a----------- ---------------------------- ..............a................. 

SUBTOTAL a 106,500' t Oa 0 *a 0 1 
. .---- ............... ----------- -----------.....
........-...--.... -----------


tI
 

1 , o 

1 0 a a 0G 
'DISTRICT ACTIVITIES 100,000 42 6,300,000 a42 4,200,000 421,200,000 1241200,000 42 4,200,000 123,1P 

aAIARE SSSACTI71TI S (ONCE A YEAR) 1 200,000 1 200,000 a 200,000 I 1 00,000 t 4 . 0 1 2oo,o0a 110i 

'SUPERVISION, 9ONITOIING i ELUATIIN at a 

SUPEIVISOIT VISITS IINCL. ILSEIRERI) 1 
100 

0 0 0 0' 0 
0 10 

0' 0 
10 

a 0 
t0 

o 

EVALUATION SEHINAIS (1ICL. ILSEINERS) 1 
110 

0 0 ' 
0 

0~o 0 
0 

0' 
0 

0 
0 

INC EVALUATION I 150,000 0 0 1 150,000 0 I 150,000 0 , 
I 1 0 0 0 0 0 

FCDS 1 150,000 1 150,000 1 150,000 0 0 0 1 
---.-- ..---.....--.---------------------- ------------------------------------------- .......... - ........... 

SUBTOTAL * 150,oo 000 oocoo 0 150,000 0a 6( 
..........a.-

$VISIT TO UGANDA ErO I 250,000' 0 0 a 0' 2!
 
........------------------------...... a.................----


'VISIT 70 F! iO ' 0 0' 350,000 0 0 3!A EAST I 
--.-..-.----------.-.----------.. .......... ----- - ------- ........... .............a-------------------


GRAND TOTAL a 11,246,500 1,240,000 9,745,000 6,6!5,000 6,135,000 '44.6!
 
-- ... - a.............................................
------------...........- ..-----------
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SjERVISION & MONITORING 1991 - MILLION KENYA SHS1995 IlN 


COST PER
 
!UNIT 1 1991 1992 i 1973 (974 1 19? TOpal. 

PROVINCIAL TEAMS SUPERVISION 130,000 1.04 1.04 1.04 i 1.0; 1.04 5.20 
DHMT SUPERVISION 360,000 1 15.12 15.12 15.12 1 15.12 1 15.12 . 
IMUNIZATIO4 COVERAGE SURVEY 50,000 1 0.10 0.10 0.10 0.10 0.1 0.!J) 
NATIONAL COVERAGE SURVEY 250,000 1 0.25 1 0.25 1.5 
FROOUCTION OF TT CARDS (3MILL.) 1 3.00 1 1.50 1.50 1.50 1 1.!o5.0n 
NATIONAL NEONATAL SURVEY 1 1.80 1.0.6 
COLD CHAIN AND LOGISTICS - 1 I 

EVALUATION OF SELECTED DISTRICTS 1.50 
I 

1 
l 

1.50 1 
0.001 

TOTAL 1 22.56 1 18.01 1 17.76 1 17,76 1 21.31 .P7 


ACTIVITY SCHEDULE I 1991 1 1992 1 1993 1 1994 1 1995 1 

PROVINCIAL TEAMS SUPERVISION (8PROVINCES) ......... 
DHNT SUPERVISION (42 DISTRICTS) 1+++#+4+4+1++ 44++.+ ,4++ +'"+44++++...+ +1 
IMMUffNIZATION COVERAGE SURVEY IN10 DISTRICTS ISAMBURU IMARSABIT 1ELG.MARAKIIIAlIIDI '160RISSA I 

IKAKAMEGA 1SIAYA !TR. NZOIAIBUSIA !BUNUONA 1 
NATIONAL IMMUNIZATION COVERAGE SURVEY 1 1+++++++ + 
PRODUCTION OF TT CAPOS (3MILL.) 1#0444+4f1 11:#,4+++++441 
NATIONAL NEONATAL SURVEY .......++ j i :++#+..+.+. 
COLD CHAIN AND LGISTICS - I I i 
EVALUATION OF SELECTED DISTRICTS 1 4.++++1 1+ ......++ .4+1 
PROGRAMIIE REVIEW I 14+44+44++1 1#+1+ 1 
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ADDITIONAL KEP FACILITIES DURING FHASF [:I FHASE TT.3F!I FAC. 0FC E 1>'
 

PROVINCS NO. DISTRICT FAC. KEPI REMARKS NO1 KEFl III AFr.PHASE III FAEE I!SA
 

CENTRAL 
21 KIkPHU 71 !0 21 4 1 
22 KIRIBYAGA 40 23 17 3 25 

23 MURA10GA 66 45 21 3 48 
24 NTANDARUA 29 25 4 3 28 
25 NYERI 67 26 41 4 30 193 

COAST 
31 KILIFI 51 37 14 5 42 
32 IWALE 31 21 9 5 31 
33 LARL0 17 14 3 2 Is 
35 TAITA TAVETA 30 1 20 4 22 
36 TANA RIVER 23 25 3 6 31 122 

------------------------------------------ A ------------------------------------------------------

EASTERN
 
41 ENOU 33 21 17 4 25
 
42 ISI0L0 20 19 2 5 23
 
43 KITUI 52 29 23 4 33
 
44 NACHAKOS 85 54 31 8 62
 
45 ARSABIT 17 19 -2 4 23
 
46 MERU 122 7 ADD.35 EQUIPED 44 5 83 219
 

NORTH EASTERN
 
51 GARISSA 20 17 3 4 21
 
52 FUANERA 6 6 0 4 10
 
53 VAJIR 13 9 4 4 13 32
 

NYANZA
 
51 KISII 64 32 32 6 38
 
62 KISUMU 53 36 22 7 43
 

63 SIATA 39 32 7 10 42
 
64 SOUTH NYIANZA 31 51 30 15 66
 
65 IYANIRA 28 ? 5 33 179
 

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

RIFT TALLET 
71 KAJIADO 37 36 1 5 42 
12 KERICHO 132 45 87 10 55 
73 LAIKIPIA 26 16 I0 5 21 
74 NAKURU 64 37 27 10 47 
75 NAROK 417 31 16 5 36 
76 TRANS NZOIA 28 20 1 10 30 
77 CASIN GISHU 41 24 17 4 23 
81 BARINSO 69 36 33 9 45 
82 ELGETO MARAKWET 39 15 24 4 19 
13 RANDI 52 27 25 5 32 
14 SAMPURU 20 15 5 2 17 
85 TURKANA 46 23 !3 3 26 
36 VEST POKOT 32 72 0 3 25 341
 

IRSTERN
 
91 DUNGONA 30 37 .7 10 417
 
92 BUSIA 24 29 -5 10 39
 
93 KAKAMEGA 63 59 4 10 69 
 125
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TOTAL INRURAL 1112 1193 619 230 1423 1131 1422
 

NAIROBI II ERR 10 98 18 3, 
MOMBASA 2. ERR 10 32 22 & 

GRAND TOTAL 1303 ERR 250' 1553 1303 1541
 
----- ---............... ----------------*------------------------------------


tFAC: ElTvl..TION FROM PIU FILE GIVING THE TOTAL NUMBERS OF HEALTH FACILITIES INRURAL DISTRICTS 1988.
 
IKEPI: NUMBERS OF EPI[ (1990).
FACILITIES EQUIPED BEFORE PHASE 11 

'NON KEPI: CALCULATED DIFFERENCE BETWEEN 'FAC" AND 'KEPI'.
 
'PHASE III: NUMBER OF FACILITIES TO 89 EQUIPED 1991 - 1995 WITH EQUIPMENT SUPPLIED BY REPI.
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ANNEX 4
 
:,Draft Minutes
 

KEPI /Dono'r, Stratogic 'Planning Meeting,' Nakuru. 12-14 March 1990 

: >THE KEPI WORKSHOP 12WIS 147" 

PAG
 

KEPIOVERYIEJ
 
,OVE1 OF DRAFT DOCUMENDT 

TRAINING 

. .2 

NO
 
DATA, ?ANAGEIIT -5
 

VACCINES -7 

;GASSUPPLY/OTXER SUPPLIES 10 
TRAN3PQRT 13 

CHAIN MAINTENANCE 15 

cv- RVISICN&4 MCNITORING 19 

- .KEPT OVERIEW - LENARY DISCUSSION: 

Scial 
should look into the area of Missed Opportunities. 

3c Mobilization should not be seen as the key strategy;
 

Z. p~~mthe. workshca be clarified Respcngesf to 
/L-f~ues ra is:
 

-~7- - et 
-

su~gestion5 frcra donors so,,as cc ref ine 
-d':-:ument. Di-ruslsion ths-uld be open.
 

th-er .icnkcrs -AIhave 5n i;*i5t.
aparr, fr.mi o 

-.nputs fr:a pecp. witt. -mmuni~aticn ~ ~
 

*-Kenya h~as not done well in immunization zzmpared w.-h 
ne~ghbowing countries. And yer, 'iven :erya'!; 
capabiicies, 'she should 'nave done bevttr. This ,11 :1 
be-ux time for soul searching to decide .-n how to? 
achieve Universal Child Immunizaticn. This will take
hard work. How shall we increase coverage. 

and collaboration has been appointed by the-tMini.stry 
with a staff of 15. So, hopefully the situaticn should 

- - increase. 

* Sett.xna Tarcets: 
-EP A tog be more specific in target setting et.g. per 

- --. fdistrict, by card, at the right time. 
KEPI fkcilities in the dietriztia 
There was' concern -about how decieions on equiping new 
KEPI facilities are arrived at by both the Managemenu 
Unit and the. districts,. It was agreed that ,his is an 

- area -for further attention .in determining a.criteria at 
the National level' and providing' the district* with 
guidelines on determinirig equiping new centres. 



OVMIEW OF THE DRAFT DOCUMENT
 

Presentation:
 

Certain issues were pointed out which s1
 

group as follows:

i. 	 The budget has been worked out at the 1990 rate without
 

consideration for inflation etc.
 

2. 	 The budget has assumed the current sharing of budget between
 
How shall
the Government of Kenya and the various donors. 


we share resgonsibilities in the 5 years'
 
Tendency of donors to be too optimistic
A cautionary ncte: 


in expect:ng recipient Government's taking over of
 

responsibilities.
 

3. 	 Social Mobilization activities cannot all be accomplished
 

with current etaff.
 

issue of coming vehicles needs tc be diz:ussed e.g. when
4. 

will they be utilized?
 

5. 	 Objectives need to be clarified e.g. district breakdown.
 

However data is unreliable.
 

There
6. 	 Need to discuss plans for 1990. What will be done e 


1990 with an update
is need to do a detailed plan for 


budget.
 

*7. 	Fortnightly meetings for the Management to be held.
 

8. 	 Management Unit will make a 3 months' detailed workplan.
 

9. 	 suggestion for donors to meet regularly with the KEFI
 

Management Unit quarterly.
 

Suggested studies by the Review Missicn on Transport and
10. 

Cold 	Chain to be accepted.
 

DISCUBSION /COMMENT8:
 

# 	 A circular was sent three weeks ago to all districts
 

concerning data collection.
 

UNICEF will give all possible support te see Data Management
 

effectively going on.
 

take 	up the issue of the 2 studies with
DANIDA advised Wo 
Director of Medical Services. If the workshop endorses the
 

studies, then DANIDA will take it up again with the Director
 

of Medical Services.
 

0 
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Relevant teaching materials needed but usually funds are not
 
available. This should be iln the plan if it is 
a priority. 

Pre-Bervice vs. Curriculum Training:
 

:s this a satisfactory curriculum? 
 When did this begin? Yes it-s in 1988. 
 It will take about five years to clear the backlog.
 

Maras:
 

?EPI has made some but would like more relevant areas on 
-upervisory.
 

a r.uva Is: 

:s not 60,000 copies too many' No. It is the only manual for
 
every trainee as it is a reference book. 
There is also . backlog
 
-.e people who need the new Manual.
 

>:st :f the Manual: 

"t will probably be mor expensive than what has been estimaced.
the coet is high. then the reducz.icn :f cer.;,;. page_-- ,.n

kherosene fridges should be re-c,nidered. 

This issue has been discussed at length and the gosit:.-n stand!. 

,"mh~ Mzna ter: g als : 

:a there any way :f combining tra-nzng manuals since dcnors are
 
:e.,ng asked to fund various ianuali. 
-i-s,=ollaboraton 3hould be 
:ocked into.
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DATA MANAGEMENT:
 

Presentation:
 

1. 	 Forms
 

2. 	 Data Flow: Institutions to Districts to Central 
- C.E.I.S. 
- Training staff 

- Logistic support eq. supply of form 

regularly.
 

3. 	 Planned Activities: 
S- Feedback to districts - send printouts every six 

months. 

- Supervisory visits. 
Reporting from districts to Headquarters through H.I.S. 

- Sentinel Reporting for Measles and Polio. 

- Studies on Cold Chain and Logistics. 

Constraints:
 
- Inadequate trained personnel.
 
- Channel. of reporting not clear.
 

DISCUSSION:
 

A,jiti.:n - KEPI needs the informacin for timely action. 

-.-rentiy the problem is at the distric level where not a 
..:!ties report to the Dietrict P'Tb~c Health Nurse. The :a : 

*....* is :o -jr:.eLhe d3: :ea- . D.::Jet .he in..:rraticn : 

;e ~e.-crer.-e and alc eedback.-:.... 


_.:-,si.:n of Data MaraQefmnt ,.:mccr,ent From the 0,cument: 

"-...s 	 has been a neglected rea. Hcw Jill suagestions: 

3a provide stamped 	envelopes to all health facmilties;
 

'b) Feedback to the districts is very important. At National
 

.evel, feedback once every six months is not sufficient.
 

i.z) 	 Feedback should be given in the KEPI Newsletter. T-el what
 
KEPI is doing.
 

':) 	 More work needs to be done on target copulation and
 
coverages. Most Health facilities do not know these.
 

Zat;a anaement shaul -zt 	 ..-f.. --

• 	 This is a very weak area. We welcome sugestions. We need 
to start with defining the catchment populations. 
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There is data currently not being used e.g. population. iuv 
sub-locations. 

Should not think only in terms of percentage but in terms of
 
where the un-immunized are.
 

Management Unit should have a planning workshop specifically 
for Data Management. The Data we have currently is not 

accurate. 1979 data is not reliable. This area needs 
personnel. Current personnel are not qualified to interpret 
the data. Time and money needs to be set aside for this 

area. 

-This area should be given another session to be discussed 
fully - perhaps outside of the workshop. 

Certain improvements are being initiated in the districts.
 

1989 population census will soon be out.
 

Committee should be set up to plan Data Management
 
component.
 

Even without a denominator, there is still a lot that can be
 
:earned from the numerator e.g. Missed Opportunities, Drop
cut rates etc.
 

v-h
 
cmmunity e.a. chalk.ng up ichievement at a Bara-a etc.
 
Suggestions wanted by Social Mobilization of using wiasa 


How io ,e have health fac:11ties learn their populat.:cns
 
and targets?
 

- Learn with populations.
 
- Vital registrations.
 
- Get the community involved.
 
- 1989 will help reduce the era.
 
- Doing an immunization census and find out where people go
 

to the health facilities.
 
- Use Chiefs and other opinion leaders since they know ,he
 

area.
 
- How about the KANU Youth'
 

Restate more :learly goals and objectives.
 

Coverage - Consider jietr:ct coverages by year.
 

So improve surveillance. 

Do we need a quick baseline data to give us up-to-Jace
 
informat ion'
 

http:chalk.ng


PrOCument, -Storaae.-Distribution,
 

i. Procurement / storage
2. 	 Distribution - also serves as a supervisory visit as well as
 

stock taking.
 

.'¢men / Checklist durino
rsupervision:
 

1. 	 Temperature Records
 
2. 	 Vaccine stock storage
 
3. 	 Cold Chain monitors.
 
-i. Packaging in the refrigerator
 
-. Alarm system
 
-3. Ice-packs
 
7. 	 Defrosting
 
3. 	 Expired vaccihes
 
i. Discarded vaccines
 
L'. Thermometer
 
I. 	 iaas for outside clinics 

. Measles cases 
KEPI vehicle 

.-. ~2ccks at time of delivery 
. me for the ne>:xt delivery
 
*uervision fcr the outside clinics
 

47. 	 Amount delivered enough / noc enough
 
13. 	 Temperature in the delivery box
 

Any other special comment.
 

:scuesion: 

i. 	 How often do you distribute vaccines?
 
There is a set schedule of distribution. However, if
 
vaccines are finished before time, districts .:ollect from
 
Nairobi.
 

UNICEF's Role:
 

Polio is procureJ from Rotary money. Bulk procurement in
 
Copenhagen - years of expertise over the years.
 
Measles coney from USAID. Therefore UNICEF's roles are:
 

i. 	Procuring agent
 
2. 	 Funding agent.
 

-. 	 is BCG purchased directly from Europe by DANIDA? 
Yes, it has happened since 1988 when K.EI had a bad
 
experience with BCG, another option is Japanese BCG and
 
UNICEF is sometimes willing to procure. * These other
 
options should be pursued by KEPI.
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QNA SUPPLY/OTHm SUPPLIES 

PRESENTATION - GAS SUPPLIES 

* 	 Problem of gas is the escalating price of gas by 1995, 6.2
 
millio. may be required.


* 	 Gag dependency reduced more increase inwill 	be with solar. 
* 	 District buffer stock needs to be raised due to shortage
 

problem. Currently buffer stock is only I cylinder.

* 	 Massive theft of cylinders - over 200 cylinders lost so far.
 
* 	 Cylinders from facilities which will go solar will be
 

supplied as buffer stock etc
 
* 	 Request DANIDA & JNICEF to continue support on this for the
 

next five years - 19 million needed. 
PRESENTATION - OER SUPPLIES 

* 	 Functions like any other govt stores.
 
* 	 Most supplies from UNICEF / DANIDA. 
* 	 Communications with donors especially UNICEF has improved 
-

e.g needles and syringes - based on consumption, no. of 
facilities etc. 
Distribution - A schedule - 3 months with a break. Supplies 
given to last for 6 months 

-cCu 	 sION 

Is cylinder size optimal? Could we have bigger cylinders or 
fixed cylinders which can be refilled or have special KEPI
 
cylinders which would be recognized if stolen.
 
do all facilities which have electricity have electric
 
refrigerators. Is KEPI up to date?
 

* Who do we supply gas to? NGOs or only GOVTI. 
* Bulk 	gas can be installed but a very expensive undertaking.
 

Control at the district would also be difficult. Suggestions
 
will be explored.
 
NGOs are only supplied with cylinders but refill is up to
 
them.
 
Consider the oossibility of a zas tank for emerencies in
 
Nairobi 

- Perhaps this should be a ministry planning issue. 
- There should be regional tanks as well. 
- The government could arrange with the gas companies that 
there be always gas for KEPI. Convene a high level meeting
with the gas company people and discuss the issue. 
Quality of euipment - e.g gas burners are very poor.
Syringes also poor and not long lasting - i.e the disposable 
syringes.
 
- We have not shown proof to UNICEF yet. UNICEF has
 
complained to Copenhagen but they need a sample and 
 more 
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" 

" 

* 


* 

* 

* 


information e.g on how many times they have been sterilized
 
etc.
 
- In soe health centers - 80a%in 8.Nyanza, Disposable
 
needles are being re-sterilized.
 

Could " visit the districts as a joint team with (EPI so
 
that the districts can be assisted better.
 
Supplies in the process are being replenished.
 
DANIDA recommended a standard KEPI list - This is not
 
available. There is no way to dispel district
 
claim'J/accountabi Iity.
 
- Problem is with the district because KEPI has a standard
 
list based on population.
 
- A standard list was developed in 1987 and supplied to all
 
facilities.
 
A problem at the facility level. Often the things are lying
 
in the stores- "Stores Syndrome". Sometimes less supplies
 
are given but this is rare.
 
Sometimes the facilities may not know what they are supposed
 
to do e.g what do they do if the syringes spoil? Lets
 
provide all the information.
 
Needles/syringes - The shortage leads to unethical methods
 
of sterilization. Some from lack of knowledge, apathy etc.
 
Problem with distribution - 3ometimes facilitates wi!l be
 
short, and will not have informed districts. A mechanism
 
should be devised where facilities are raver short .of
 
supplies.
 
What is policy on providing NGCS' They are supplied but if
 
they have complaints, they should go back to the districts.
 
Many come to Nairobi for supplies. They should be upo''d
 
by the districts.
 
NGOs are not always being truthful.
 
Produce a leaflet on "KEPI policy for NGOs".
 
Management Unit in their regular meetinga discuss district
 
problems. Request for other people going into districts for
 
supervision should be accompanied by KEPI Management Unit.
 

Sometimes people are in the districts for other activities
 
and not purely for immunization KEPI should be flexible on
 
this.
 

UNICEF does not carry out supervision to projects where
 
they're operating. It will givp Pcei;!,ry feedback, to th-h
 
concerned.
 

Syrinces/needles: Should we look broadly and have
 
needles/syringes for multifunction in the health facilities
 
which are re-usable?
 

Child Health Cards What is expected of the donors as regards
Child Health Cards? Donors are prepared to continue funding 
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this. Will OK provide and vili KEPI receive a guarantee.
 
uihat is the stand and what are we going to do about this? 

& Existing problem with the Govt printer has been sorted out 
now. Hav already received order. There is move to 
strengthen HIS to procure medical stationery. This will 
include child health cards. There should be no problems in 
future.
 
# UNICEF has 500,000 cards on the way. Suggest that these be
 

'used as a buffer stock for emergency.
 
Broadening syringe/needle use - Ministry gives money to the 
districts for the purchase of such items. Right now KEPI 
would be oversubscribing to this. 
N* __procurement - Emphasis that they have to get supplies 
from the districts as part of the DFRD. A circular to be 
sent explaining the lines of communication that NGOs should 
follow. 
The DFID is still an evolving concept and DHNTs need support 
e.g Through circulars.
 
Solution is operationalising the policy. Sometimes NGOs are
 
left out of meetings.
 
Should get monthly inventories of district supplies at the
 
national level.
 
R le of DPHN - What support does she have ? Overburdened
 
with responsibilities. Should look at her support i.e
 
secretarial services, control of inventories, recurrent
 
expenditure.
 
'.f districts come to KEPI, ILI for supplies, they should be
 
suppli ed.
 
Will come out with a policy guideline for NGOs. Review the
 
existing ones and build on these.
 

\tA
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5MIAL MOBILIZATION
 

Previously more attention was given to other areas within
 

the program but the Management Unit (MU) has now recognized 
the usefulness of Social Mobilization(SM). 
8M acceleration activities for KEPI and PHC were started in 

1984. A group was formed to focus on these activities. The 

membership of the group was UNICEF, NGOs, KEPI. The group 

compiled a book to help mobilize awareness on activities
 

within KEPI and PHC.
 

The KEPI policy is not to have mass campaigns but to have
 

localized campaigns - Priority districts. Raise coverages by
 

districts.
 
Most of the activities are support oriented. Support from
 

the national level and synthesize with the district 

activities.
 
CCT-NOV: Met with DHMT,HEO,PHN,PMOH and tutors to emphasize 

SM activities. Each district came up with plans for SM and 

KEPI has helped facilitate the funds for implementing the 

plans. 
Reviewed the syllabus with sutors - revised this so as to
 

emphasize SM when being taught in various institutions.
 

Trying to link SM with targets and data management as whole.
 
- What are the targets ?' Populatonr&
 
- How can we reach the tar-et-s7
 

Planned activities
 
Activities may be too many given limitai:on of staff and 

funds. Hence we will pr-.r:,:es these activities after the
 
1990 experience
 
Radio production
 
- Short gingles/commercials
 
- Broadcast on KEPI in the various languages in the
 
respective areas.
 
Film production 
- A high demand for KEPI audio/visuals.
 
- Need funding for this.
 

Child to child proJect
 
- 10 priority districts
 
- 10 other districts and UNICEF is already in I district -


Hence a total of 21 districts where we plan to introduce
 
this project.
 
- UNICEF is helping a lot fundwise and materials
 
de-e !o--.t.
 

- May not require a lot of funding but time and energy will 

be the main inputs.
 
- Girl guides and Boy Scouts have shown interest.
 
District activities
 
We expect plans of actions from Jistr,,cts every year.
 

9.6 



6
 

Nevertheless, funds need to be increased as they are 
currently not sufficient. 
Piecemeal mobilization 
- There's need to help districts plan on the whole strata of 
activities i.e FP, KEPI, CDD, Nutrition 
- There is need to synthesize or have collaborative approach 
in particular within FI-I. This is slowly taking place. DFH
 
intends to meet wholesomely before end of year to look at
 
activities as a division and not as a program.
 
Information to the people is important - various channels !:f
 
communications like churches, Post office, community and
 
NCCK. 
Specific strategies on printing of leaflets as from past
 
experience materials are printed and left lying in offices.
 
UNICEF is ready to go along a good plan.
 
SM perscnnel now exist which was not the case prev:c,,.
 
Hence there's a renewed iethodoiogy and commitment -c 
improve communication/distribution. 
The suggestions from UNICEF nre most welcome and we aji.l 
look for appropriate groups to use for var:ous media. The
 
UNICEF offer is most ;elcome.
 
Piloting in one Jistrzct may be worthwhile as .h. -. l ie
 
easier to monitor.
 
7here :s room for mere information to get to the masses.
 
Plan these act:,ities -hrough large network .rcups e.
 
F? NCCK. 
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ANNEX 5 

USAID RESPONSE TO KEPI DRAFT PLAN OF OPERATION,
 
1991 - 95
 

I. Process of Planning Exercise and Workshop
 

- congratulations: very professional and rigorous
 
- open, frank problem - solving approach.
 

II. USAID support for KEPI policies
 

- focus on strengthening district capacity
 
- prioritization of districts
 
- sustainable service delivery
 
-
 joint stress on social mobilization and missed opportunities for 

immunization 
- 1990-1992 : AID funds are available. 

III. USAID concerns/comments
 

- Kenyanization of KEPI needed in terms of greater MOH financial 
contribution. 

-
 MOH needs to be more involved in internal political advocacy to
 
lobby GOK for "counterpart" (PL480) funds.
 

- KEPI needs to issue guidelines for a partnership with NGO's to raise 
immunization coverage. 

- specify respective roles and responsibilities
 

- Include NGO's in periodic co-ordination meetings with DFH.
 

- Importance of regular joint KEPI/donor meetings under chairmanship
 
of Dr. Oyoo, as proposed in the Plan.
 

- Given limited staff, plan is over-ambitious.
 

- need to prioritize and delegate even more to districts and
 
province.
 

- a section on data management, a recognized weakness of KEPI, is 
presently omitted from the plan. 

- cold chain management and transport studies, as previously
recommended in the 1989 DANIDA Review (in which USAID participated), 
are encouraged. 

- Social mobilization should be expanded to include direct mailings
targeted at churches, schools and other community networks. 

'A
 



IV. 	Follow-up steps after the Workshop to Finalize Plan of Operations:
 

- prioritize activities
 
- include section on data management
 
- do timeline
 
- shift "counterpart" funds from USAID to GOK column
 
- need for further discussions between USAID and KEPI on possible


USAID involvement until 1992.
 
V. 	Technical areas, themes and activities of interest for USAID to
 

complement strengths of other donors*
 

- seeking strategies to increase measles coverage and TT protection.
 

-	 assisting development of medical school curriculum en EPI. 

- neonatal tetanus elimination workshops to discuss strategies and 
policy options 

- supporting studies and district workshops on missed opportunities
 
for 	immunization.
 

- improving system of vaccine supply and logistics, including
 
establishment of minimum, maximum, and re-order levels.
 

- improving data management, including CEIS, SSS, computer training, 
and 	system of routine reporting and interpretation
 

- strengthening social mobilization by supporting a KEPI staff 
position, stressing child-to child school health programs and 
participating in I.E.C. evaluation in 1991. 

- strengthening monitoring including inputting 1987 coverage survey
data into COSAS, supporting a national coverage survey in 1991, and 
participating in a KEPI Review in 1992. 

- conducting cost - benefit study of vaccination against measles and
possibly other diseases to strengthen DFH in lobbying for scarce GOK 
funds. 

* 	 additional areas were subsequently identified in discussions with the 
KEPI manager 
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Proposed Scope of Work for Medical Curriculum Specialist
 

The Scope of Work is to work with the Department of Pediatrics at the
 
University of Nairobi in accordance with the memoranda of understanding

between DOP and KEPI, and specifically collaborate in:
 

- Providing technical comments and finalizing edits on immunization
 
teaching manual and immunization lectures.
 

--	Determining number of manuals required for printing, preparing
 
distribution lists, and idenifying channels and costs of distribution.
 

- Identifying opportunities for wider dissemination of individual chapters
 
(or entire manual) and lectures for secondary audiences, including health
 
training instructions and journals.
 

-	identifying materials from the manual or other sources 
useful to enhance
 
lectures.
 

- preparing evaluation tools and methods, including feedback mechanisms, to
 
measure the usefulness of the general immunization lectures and of the
 
intensive Child Survival (CS) Scout lectures and field exercises.
 

-
launching the CS Scouts' field exercises and post-training discussions of
 
relevant findings with DOP and KEPI involvement.
 

- identifying sample rural and urban field training activities for future
 
CS Scouts and preparing a funding proposal for the donor community.
 

-
organizing a policy committee meeting with representatives from DOP and
 
KEPI to review process and progress of medical curriculum development and
 
assess future needs.
 

- identifying along with the REACH Communications Specialist for KEPI the
 
networking opportunities for social mobilization among pediatricians and
 
other health care providers and formulating a plan.
 

-	de-bief Missions.
 

Proposed timing of SOW:
 

3 	weeks in August 1990.
 

Funding:
 

From USAID/Nairobi buy-in
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Proposed Scope of Work for Specialist in Computerized
 
EPI Information System (CEIS):
 

In collaboration with KEPI, consultant will:
 

- determine format of CEIS output and feedback (including periodicity,
type and content, measures of reporting completeness and timeliness,
automatic generation of reminders to non-reporting districts). 

- motivate and provide in-service refresher training (DOS, Dbase, Lotus,
word processing) to KEPI staff in computer use, data entry and back-up,
report and graph generation, routine analysis and interpretation. 

- review and update user's manual and determine need for other technical 
documentation or training materials. 

- make further modifications needed to meet KEPI data requirements and
customize CEIS according to needs identified in Steinglass draft report
from March 1990 TDY visit 

- identify operational barriers to, and solutions for, effective CEIS 
utilization 

- train KEPI staff on use of coverage survey analysis software (COSAS) 

- identify local consultant or firm available to KEPI for ongoing system 
maintenance, trouble shooting and minor customization 

- provide source codes to authorized users 

- assess needs at HIS for use of CEIS 

- de-brief Mission 

Proposed timing:
 
July 9-28, 1990
 

Funding:
 
from USAID/Nairobi buy-in
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Proposed Scope of Work for Communications Specialist
 

The REACH Communications Advisor stationed in Haiti, Mr. Luca Spinelli,

will travel to Kenya to undertake the following activities:
 

-
Provide technical support to KEPI and to the REACH Social Communications
 
Specialist in Nairobi.
 

-
Exchange mutual experiences in field of social communication, social

marketing and mobilization to add to progress already being achieved in
 
Kenya.
 

- Assist in fine tuning short-term and long-term KEPI workplan on social
 
marketing.
 

- Assist in preparation of a document on lessons learned thus far in Kenya

and advise KEPI and USAID on future areas of opportunity in field of
 
social marketing and communication.
 

- De-brief Mission.
 

Proposed timing:
 

late July - early August 1990 for 2 weeks
 

Funding:
 

from USAID/Nairobi buy-in
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Proposed Scope of Work for REACH Communications Specialist
 

- Provide technical assistance in child to child and social mobilization
 
activities to MOH, USAID and REACH in Bangladesh and Haiti.
 

- To participate in the REACH Il/External Advisory Group (EAG) Meeting in
 
Washington.
 

- Brief REACH/Washington on Kenya activities.
 

-
Prepare reports of findings to USAID Missions in Haiti and Bangladesh.
 

-
Prepare report based on TDY visits applying lessons learned in Haiti and
 
Bangladesh to social mobilization and communcations program in Kenya.
 

- De-brief USAID missions.
 

Proposed timing:
 

May 22 - June 17, 1990
 

Funding:
 

From USAID/Nairobi buy-in
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Proposed USAID involvement in KEPI October 1990 - September 1992
 

1st Priority
 

-
 Support of Grace for Social Mobilisation (TA)
 
- National Coverage Survey (TA) + TT serology
 
- Medical school curriculum (printing)
 
- KEPI Review (TA)
 
- CB analysis of measles, pertussis, NNT Control, Polio (TA)
 
- Part-time secretary and office operation and rent
 
- CEIS (TA)
 
- Review of existing demographic survey data to identify priority NNT
 

districts.
 
- Review of existing DHS data to identify priority districts for NNT
 

control.
 

2nd Priority
 

- Workshop for KEPI M.U. + Sr. policy makers, epidemiologists on NNT,

measles, polio and follow up regional/district workshops (TA) (local
 
costs)
 

- KAP of health workers and cultural perceptions of community (TA)
 

- Ezject (operational costs and TA) 

- Observation tours (support) 

- I.E.C. evaluation (TA) 

- Social mobilization of pediatricians 

- Social Mobilization for TT 

- Sentinel surveillance system 

- Computerize stock control and vaccine management training. 
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Materials Prepared for child-to

child social mobilization
 

through schools*
 

SQV= I*MZATICN PR34DTICN PROJT 

To all primary school teachers and Health Workers InMCH Clinics 

A project to accelerate immunization in Slaya district will be launched Inall primary
 
schools in March 1990. The aim of the project will be:
 

I. 	 To teach school pupils about immunization.
 

2. 	 To ask school pupils to look for all the children In their neighbourhood from 
birth to two years who are not fully immunized and get them brought to the health 
facility for Immunization.
 

Pupils in Std 6 and 7 will be involved. 

One teacher appointed by the head teacher should be In charge. 

IN-- IC"S THE T&AMtFt 

I. 	 An Information leaflet/brochure should be given to each school child to 
show around his/her neighbourhood. 

2. For each participating class, a leaflet giving the facts on Immunization 
e, should be put on the wall. 

3. 	 Selected teachers should teach the pupils in classes 6 and 7 the 
information contained on the classroom leaflet. Teachers should not just 
read the leaflet, but use it as an outline to prepare a lesson. Visuals 
will be provided i.e. schedule and child-health cards. A health worker 
from the lC clinic may assist where needed. 

4. 	 After the lesson, each pupil in class 6 and 7 should be given one sheet 

containing 4 appointment slips. 

5. 	 Pupils should be asked to look for:
 

a) Children from birth to two years old who have never been 
immunized before. This will be done by asking mothers. 

b) Children from birth to two years old who have been given some 
immunizations but not all that are required. (Again this will 
be done by asking the mothers and checking the cards). 

When found, the pupils should teach the children's mothers what they learnt 
about 	Immunization. Then the pupils will give the mothers an appointment
 
slip and ask them to take the children to the ?921 clinic for Immunization, 
asking them to take the appointment slips with them and give them to the
 
health workers at the N4 clinics.
 

*in addition, posters have also been prepared 	 Continued Overleaf
 



6. 	 Pupils should be asked to check whether the mothers they gave slips to took
 
their children for immunization. The pupils will then collect the
 
appointment slips with the stamp "ILMMUNIZED" and will return them to the
 
school teacher in charge.
 

7. 	 After two weeks, the teacher in charge should make a record of all the
 
appointment slips returned on the form provided and send them to the
 
District Health Education Officer as provided.
 

INTRUCTICHS FR THE MCH CLINIC AT THE HELTH FACILI' 

1. 	 Each Immunization centre will be issuedwith a sheet containing 1000 stamps
 
reading "DM4JNIZED".
 

2. 	 When mothers cam to the cllnIc with appointment slips, please check their
 
cards (and issue cards to mothers that do not already have them) to
 
determine what vaccines are due. School pupils may sometimes make errors
 
and refer mothers to the clinic unnecessarily. If this happens, please
 
be patient and gentle with the mothers and give them the correct advice
 
and date.
 

3. 	 If the child referred receives a vaccine, affix one of the stamps on the
 
appointment slip and give it back to the mother.
 

Make sure that the MCHI Clinic is ready for a large Influx of
 
children.
 

Hake 	 sure that the stock of vaccines and supplies Is big 
enough to cater for a large number of children.
 

Provide additional staff to the MHi In case of need.
 

In order to motivate the children, the project will be done as a competition. 
Children should be told that schools are competing against each other to see which one 
will send most children to the lt2 Clinic. This will be determined by the number of 
stamped appointment slips collected by the teacher in charge. 

The winning sdols (lit and 2nd) in each division will recel1% an "nid as well as 
being mentioned in the radio and rural newspaper. 

The Kenya Expanded Programme on Immunisation 	 IvuNISTRY OF HEALTH 

ILI
 



PRIMARY SCHOOLS CHILD TO CHILD IMMUNIZATION PROJECT 

LESSON PLAN
 
FOR TEACHERS
 

1. 	 Primary School Pupils will ask mothers to 
take 	young children for
 
immunization 	 a) To the Health Center
 

b) Every day
 
c) Free of charge
 

2. 	 What is immunization?
 
Immunization is a way of protecting children against many diseases


which can kill, cripple and blind small children by giving them special

medicines called vaccines.
 

3. 	 Which diseases are prevented by immunization?
 
There are six childhood diseases that can be prevented by


immunization. They are: 1. Tuberculosis
 
2. Polio
 
3. Diphtheria
 
4. Whooping Cough
 
5. Tetanus
 
6. Measles
 

4. 	When should children be immunized?
 
a) Children should be immunized before they are one year old.
Immunization stops the child getting the disease. 
Once the child 	gets


the disease, it is too late for immunization.
 

b)To be 	full "rotected, 
 a child has to visit the Health Center five
 
times in the first year of life for immunization.
 

5. 	 Sometimes a vaccine may cause soreness and sickness to 
the baby.

This 	will go away and it 
is better than 	the child getting the disease.
 

6. 	 Even if a child is sick, e.g. with a cough or diarrhea, he should
 
still be taken to the health center for immunization.
 

7. 
 In order 	to keep a check on which immunizations have been given, and
 
to remind mothers when to return, every child should have a Child Health
 
Card.
 

a) Every child is given a Child Health Card soon after birth when he
 
receives his first immunization.
 
b) Every immunization given to 
the child is recorded on the card at
 
the health center.
 
c) The mother should take the card with her every time she takes her
 
child to 	the Health Center.
 

8. 
 Measles vaccine is the last immunization given at 9 months. Many

mothers forget to take their children for measles vaccine. It is very
 



important that mothers remember to take their children to be immunized
 
against measles.
 

9. 	What the pupils will do
 
a) Look for those children 0-2 years old without a Child Health Card
 

and refer them to the Health Center.
 
b) Look for those children 0-2 years with incomplete cards and refer
 

them to the Health Center (see example).
 
c) 	 Look for mothers who have lost their childrens' cards and refer them
 

to the health center where they will be given a new card free of
 
charge.
 

READ THE INSTRUCTIONS SHEET SO AS TO TELL EACH PUPi. HIS
 
RESPONSIBILITY
 

10. 	 Timetable of Activities
 

l9th-27th March -Briefing of Head-Teachers.
 
27th March-8th April -Briefing of Teachers and participating pupils.
 
9th April-7th May -Pupils' Activities, i.e. Holiday Project
 
16th May -Closing date to send slips tohe H.E..
 
26th May -PRIZE DAY
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IMMUNIZATION 
1990 
COMPETITION 

1XImmunization Appointment Slip 
To Primary School Pupil 	 To Health Worker 

1. Check all immunizations are up to date and
 
Name of your Primary School .............................................
immunize as neccesary.
 
Your Name ..........................................................................
2. Issue CHILD HEALTH
 
Name of Baby ......................................................................
CARD if needed.
 
Ask the baby's mother to take her baby to the nearest 3. Stick a coloured
 
Health Centre. "IMMUNIZED" sticker
 
Name of Health Centre ............................. here and give this slip _ ____
 

L 	 back to the baby's mother. 

Immunization Appointment Slip 
To Primary School Pupil 	 To Health Worker 

1. Check all immunizations are up to date and
 
Name of your Primary School ......... ..... immunize as neccesary.
 
Your Name .........................................................
...............
2. Issue CHILD HEALTH 
Name of Baby ........................................................................CARD if needed. V d O 

I 	Ask the baby's mother to take her baby to the nearest 3. Stick a coloured 
HealthCentre. 'IMMUNIZED" sticker 
Name of Health Centre ..........................................................here and give this slip 

',ack to the baby's mother.L 

Immunization Appointment Slip 
To Primary School Pupil 	 To Health Worker 

Nam 1.Check all immunizations are up to date and
 
Name of your Primary School .............................................
immunize as neccesary.
Your Name ..........................................................................
2. Issue CHILD HEALTH 
Name of Baby ........................... CARD if needed.
 
Ask the baby's motherto take her baby to the nearest 3. Stick a coloured
 
Health Centre. "IMMUNIZED" sticker
 
Name of Health Centre ..........................................................
here and give this slip 

back to the baby's mother.L 

Immunization Appointment Slip 
To Primary School Pupil 	 To Health Worker 

1.Check all immunizations are up to date and
 
Name ofyour Primary School .............................................
immunize as neccesary. 

2. Issue CHILD HEALTH
 
Nam e of Baby ......................................................................... 

Your Name .............................................................................. 


CARD if needed. 
Ask the baby's mother to take her baby to the nearest 3. Stick a coloured
Health Centre. 	 "IMMUNIZED" sticker 

here and give this slip 
back to the baby's mother. 

Name of Health Centre ......................................................... 




Kenya National Immunization Schedule 
EFFECTIVE FROM 1.11.1989 
114 1 B.C..G. 

Every child R 

has the 
right to be 

IMMUNIZED MEASLES 

V VV 

V V V 

Kenya National Immunization Schedule 
EFFECTIVE FROM 1.11.19 

Every child 
hasthe 

right to be 
IMMUNIZED 

OA 
POLIO......... 

,MEASLES.V 

.......-

Kenya National Immunization Schedule 
EFFECTIVE FROM 1.11.1989 

Every child 
hasthe. 

right to be 
IMMUNIZED 

ORAL 

D.P.T. 
L 

VOLIO 
V V V 

Kenya National ImmunIzation Schedule 
EFFECTIVE FROM 1.11.1989 [. c.. 

B.C.G.V 

Every child ORAL 

has the POLIO 

right to be 
IMMUNIZED MEASLES 

.. 

V 
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IMMUNIZATION 1990
 
COMPETITION
 

SCHOOL RESULTS TALLY SHEET
 

Name of School ...................................... ..... .....................
 

Number of participating pupils........................................
 
Month of...........................................................................
 

Number of slips returned
 

CLASS Week 1 Week 2 Week 3 TOTAL
 

STD 6 

S'I' 7
 

TOTAL 
Send to: 

The District Health Education Officer 
P. 0. Box .............................
 

To be competed on the 4th week by the
 
Headteacher or appropriate teacher
 

in charge of the project.
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No. 23WkiyEpdenL Rer. Reievepadim Ab. 1"62.57, 17741A E 

DE LA SANT]WORLD HEALTH ORGANIZATION ORGANISATION MONDiALE 

GEN EVEGENEVA 

WEEKLY EPIDEMIOLOGICAL RECORD
 

RELEVE EPIDEMIOLOGIQUE HEBDOMADAIRE
 
E;WdemPloaOicaI Su'uillance ofCommunicable DisesCs 

Tekgraphlc Addrtss: EPIDNATIONS GENEVA Telex 27821 

Automatic Telex Reply ServieTelex 28130 Geneva with ZCZC and ENGL for a reply in EnSelrhe 

57-e YEAR -IIJUNE 1982 

EXPANDED PROGRAMME ON IMMUNIZATION 
Impact of Television Campaign 

YEMEN ARAB REPUBUC. - Like many other countries with recently 
expanded immunization programmes, Yemen was facing problems of 
low demand for immunizations and high drop-out rates for return 
visits. To increase public participation, a television campaign on 
immunization was broadcast throughout the country as part of the 
weekly health education programme during November and Decem-
ber 1980. 

As a result, the total number of DPT and polio immunizations 
given during November and December 1980 showed a dramatic 
increase (Fig. 1). For the country as a whole, the number of DPT/polio 
immunizations more than doubled in November and nearly doubled 
in December compared to the monthly average prior to the television 
campaign. Furthermore, the impact lingered on for several months 
after the television message was discontinued. 

The number of immunizations performed remained high during 
1981. declining only for the Ramadan and Eid holidays in July and 
October. 

The number of return visits increased noticeably as well (Table 1). 
The television campaign on immunization attracted even those vac-
cinees whose previous visits had taken place more than five months 
earlier. 

Since all EPI units experienced an unprecedented demand for 
immunization services during the months when the television cam-
paign was in progress and since this demand lingered on for several 

Servtce do la Surwlilawe dplddmlolouiquedes Maladies transmsibles
 

Adressedligraphique: EPIDNATIONS GEN EVE Td x 27821
 

Service automatique de rdponse
 
Tde 28150 Gent-w suivi de ZCZC et FRAN pour une rponse en frsnqais
 

IIJUIN 198257-ANNtE 

PROGRAMME ELARGI DE VACCINATION
 
Impact de Ia campagne de tflvision
 

RtPUBuQUE ARABE DU YEMEN. - Comme beaucoup de pays ayant 
depuis peu un programme 6largi de vaccination, le Yemen s'est trouvi 
confront6 au double probl6me de la faible demande et du taux 6lev6 de 
manquants aux rappels. Pour stimuler la participation de a popula
tion, une campagne d'information t~l~vis-e sur la vaccination a 6t6 
organis&e pour l'ensemble du pays en novembre et decembre 1980 
dans le cadre du programme hebdomadaire d'6lucation sanitaire. 

I1s'en est suivi un accroissement spectaculaire des vaccinations 
DTCoq-polio pour les mois de novembre et d6cembre 1980 (Fig. 1). 
Pour I'ensemble du pays, le nombre des vaccinations DTCoq-polio a 
plus que doubl6 en novembre et presque double en d6cembre par 
rapport Ala moyenne mensuelle d'avant la campagne tilivis&e. En 
outre, l'impact s'est prolonge pendant plusicurs mois apris I'6mission 
de t~l~vision. 

Le nombre des vaccinations est resti 6lev6 en 1981, ne regressant 
que pendant le Ramadan et l'Eid en juillet et octobre. 

Le nombre des prisents aux rappels a 6galement augmenti de faqon 
notable (Tableau 1). La campagne de tilevision a meme attir6 des 
vaccines dont la derniire visite remontait i plus de cinq mois. 

Le fait que toutes les unit6s PEV ont connu une augmentation sans 
pr&6dent des vaccinations au cours des mois o6' la campagne de 
t~l~vision se d6roulait et que la demande s'est maintenue pendant 

Fig. I 

Monthly DPT/Polio Immunizations, Yemen Arab Republic (November 1979-October 1981) 

Nombre de vaccinations DTCoq/Pollo par mois, Ripnblique arabe do Yimen (novembre 1979-octobre 1981) 

16000 
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mo 
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Expanded Programme on Immtniantion, Human Plague Sur- Programme ilagi de vacctnatioo, surveillance de I&peste
Epidaaiologicl mtes atined inthis number: 

veillance, Poliomyelitis Surveillance. humalne, surveillance de Inpoliomyilte. 
Ust of Infected Areas, p. 180. Liste des zomnes inecte, p. 180. 
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months in most regions. it appears that television has high credibility 
and an effective reach and that it can be used, along with other pub-
licity materials. to ensure and increase public participation. 

Because of the success of the 1980 television campaign another 
immunization oducation programme was televised nation ide in 
November 1)8I. 

178 - Relee Opidem hei NO23 - i I juan 1982 

plusieurs mois dans la plupart des r6gions montre que la t6levision 
jouit d'un crdit considerable et qu'elle touche beaucoup de gens: on 
peut donc l'utiliser avec d'autres instruments de publicite pour obte
nir une plus large participation de la population. 

Devant le succes de la campagne tek.isee de 1980. un autre pro
gramme educatif sur la vaccination a -:e telvise dans tous le pays en 
novembre 1981. 

Table I. Monthly DPT/Polio Immunizations in the Yemen Arab Republic. November 1979 - February 1981
 
Tableau I. Nombre mensuel de vaccinations DTCoq/polio dans Ia Ripublique arabe du Yimen, Novembre 1979-fivrier 1981
 

Month 
Mots 

November 1979 - Novembre 1979 .................... .....
 
December 1979 - Decembre 1979 ........................... 

Janua-,-October 19800 - Janvier-octobre 1980" ............. 

November 1980 - Novembre 1980 ........................ 

December 1980 - Dcembre 1980 .......................... 

January 1981 - Janvier 1981 ............................. 

February 1981 - Fevner 1981 ....... .................... 

March 1981 - Mars 1981 .......................... 

April 1981 - Avni 1981 .......................... 

May 1981- Mai 1981 ............................ 

June 1981 - Juin 1981 ........................... 

July 1981 - Juillet 1981 ........................... 

August 1981 - Aodt 1981 ......................... 

September 1981 - Septembre 1981 ........................ 

October 1981 - Octobre 1981 ........................... 


Average monthly figures. - Chiffres mensues moyens. 

HUMAN PLAGUE SURVEILLANCE 
UNITED STATES OFAMERICA. - For 1981. 13 cases ofhuman plague, 

four of them fatal, were reported from five states: Arizona (4), Cali-
fornia (I), Colorado (1), Oregon (I fatal), New Mexico (6, 3 fatal). 
Twelve cases were confirmed at the Centers for Disease Control 
(CDC) by fluorescent antibody testing and by bacteriological identif-
ication and characterization; one case was confirmed serologically. 

The patients ranged in age from 2 to 72 years with amean age of38.7 
years. Seven patients (54%) were male. six were white, six were Amer-
ican Indian (5 Navajo. I Hopi), and one was Asian. The clinical 
manifestations included bubonic plague (5 patients), septicaemic 
plague (5), septicaemic with confirmed secondary pneumonic plague 
(2), and presentation unspecified (I). 

The various modes of infection were flea bite (5cases), skinning an 
infected bobcat (I), rabbit hunting (I), bite of an infected domestic cat 
(1), and undetermined (5). The five cases acquired by flea bite occur-
red in relation to epizootic plague among prairie dogs (Cynomys gun-
nisoni) and rock squirrels (Spermophilus variegatus). Two patients
with unknown source of infection resided in areas where an epizootic 
of plague was occurring in prairie dogs. 

From 1970 through 1981, enzootic and epizootic plague among 
rodents and carnivores was documented in 12 western states: Ari-
zona, California, Colorado, Idaho, Montana, Nevada, New Mexico, 
Oregon, Texas, Utah, Washington, and Wyoming. Human plague 
cases were reported from eight of theses states. The totals by state for 
the same period are shown in Table ). 

DPT,Polio I DPT, Polio 11 DPT, Polio III Total DPT, Polio
 
DTCoq/poho t DTCoq/polio I1 DTCoqpolao III Total DTCoq, polio
 

2 668 1 203 573 4444 
4018 1 747 800 6 565 

. 3 337 1238 771 5346 
10697 2330 1120 14 147 

6503 1659 882 9044 
3990 3031 1229 8250 
4498 2348 I 112 7958 
6 163 2 878 2473 11 514 
7 251 2013 1810 It 074 
6 537 2 559 1546 10642 
6 178 2631 1401 10210 
2448 1 257 700 4405 
4034 2075 1510 7619 
4 302 I 893 1515 7 710 
2 352 1309 882 4543 

SURVEILLANCE DE LA PESTE HUMAINE 
ETATS-UNIS D'AM'RIQUE. - En 1981, 13 cas de peste humaine. dont 

quatre mortels, ont 6t6 signal6s dans cinq 6tats: Arizona (4), Californie 
(1), Colorado (1), Oregon (I cas mortel), Nouveau Mexique (6dont 3 
mortels). Douze cas ont 6te confirmis au Centers for Disease Control 
(CDC) par immunofluorescence, identification et caract~risation bac
t6riologiques: un cas a 6t6 confirm6 srologiquement. 

Les Sges des malades s'6chelonnaient entre 2 et 72 ans. avec une 
moyenne de 38,7 ans. Sept malades (54%) 6taient des hommes: six 
itaient blancs, six 6taient des Indiens am6ricains (5Navajo, I Hopi) et 
un 6tait asiatique. Les manifestations cliniques ont 6t6 celles de la 
forme buboniquc (5 cas), de la forme septic6mique 15). de la forme 
septic~mique avec localisation pulmonaire secondaire confirm6e (2) 
ou n'ont pas 6t6 specifi6es (I). 

Cinq sujets avaient 6tk infect6s par piqCtre de puce, un en depouil
lant un lynx infect6, un autre en chassant le lapin, et un autre encore 
avait 6t6 mordu par un chat domestique infect&. Le mode de trans. 
mission n'ayant pas 6t6 d6termin6 pour les cinq autres. Les cinq cas 
contractis par piqCtre de puce se sont produits au moment d'une 
6pizootie de peste chez les chiens de prairie (Cynom*vsgunnisoni) et les 
6cureuls de roche (Spermophilus variegatus). Deux malades chez qui 
l'origine de l'infection n'a pas 6t6 determin~e habitaient des r6gions o6 
une epizootie de peste sivissait chez les chiens de prairie. 

De 1970A 1981,lapesteenzootiqueetepizootiquechezlesrongeurs 
et les carnivores a fait l'objet d'6tudes dans 12 6tats de l'ouest des 
Etats-Unis: Arizona, Califorie, Colorado, Idaho, Montana, Nevada, 
Nouveau Mexique, Oregon, Texas, Utah, Washington et Wyoming. 
Des cas de peste humaine ont 6t6 signales dans huit d'entre eux. On 
trouvera au Tableau I les chiffres par Etat pour la mime periode. 

Table 1. Reported Cases of Human Plague, by State, United States of America, 1970-1981
 
Tableau 1. Cas notifies de peste bumaine, par Etat, Etats-Unis d'Amerique, 1970-1981
 

Number of 
State - Eut cuNombre PercentPournrtwUe 

de cis 

New Mexico - Nouveau-Mexique .... 77 56.6 
Arizona ......................... 

California - Califormie .......... 

Colorado ......................... 

Oregon - Oregon ................... 

Nevada .......................... 

Utah ....... .................. 

Wyoming ................... 


Total ..................... 


21 15.4 
16 11.8 
9 6.6 
7 5.2,
3 2.2 
2 1.5 

.... I 0.7 

136 100.0 

EDrroliAL NOTE: Plague is a bacterial disease caused by the organ- NoTE DE LA RA.DACnON: La peste est une maladie bact~ienne pro
ism, Yersinia pestis. It is usually contracted from the bite of an voque par le micro-organisme Yersinia pestis. Elle est en gen6ral
infected wild-rodent flea but can .lso occur as the result of direct transmise par Ia piqt~re d'une puce de rongeur sauvage infecte, mais 
contact exposure to infected rodents, rabbits, and carnivores. The peut 6galement 8tre contracte par contact direct avec des rongeurs,
infection can be spread from person to person by patients with pul- des lapins et des carnivores infect&s. L'infection peut itre propagie 
monary involvement with Y. pestis. Although this was most likely a d'une personne Aune autre par des malades presentant une atteinte 
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Population Denominator Data
 
Country Summary, 1990
 

02/03/90
 

Population Growth Rate Birth Rate INR Newborns Surviors Comments 

Nairobi 1,496,091 5.1000 0.0340 0.0920 50,867 46,187 
Kiaubu 1,093,918 4.0000 0.0560 0.0920 61,259 55,623 
Kirinyaga 446,079 3.6000 0.0560 0.0920 24,980 22,682 
PHurang'a 1,036,912 4.0000 0.0560 0.0920 58,067 52,725 
Nyandaru4 353,272 3.5000 0.0560 0.0920 19,783 17,963 
Nyeri 745,819 3.6000 0.0560 0.0920 41,766 37,924 
Kilifi 681,335 3.9000 0.0410 0.0920 27,935 25,365 
Kwale 436,047 3.9000 0.0410 0.0920 18,698 16,978 
Lauu 76,507 5.1000 0.0410 0.0920 3,137 2,848 
Mombasa 534,510 3.8000 0.0410 0.0920 21,915 19,899 
Taita Taveta 226,470 3.6000 0.0410 0.0920 91285 8,431 
Tana River 165,026 5.0000 0.0410 0.0920 6,766 6,144 
Embu 427,012 4.1000 0.0560 0.0920 23,913 21,713 
Isiolo 69,615 3.9000 0.0560 0.0920 3,698 3,539 
Kitui 719,979 3.7000 0.0560 0.0920 40,319 36,610 
Nachakos 1,647,989 4.1000 0.0560 0.0920 92,287 83,797 
Marsabit 174,166 5.2000 0.0560 0.0920 9,753 8,856 
Meru 1,310,054 3.9000 0.0560 0.0920 73,363 66,614 
Garissa 248,400 5.7000 0.0;00 0.0920 9,936 9,022 
Mandera 144,486 2.5000 0.0400 0.0920 5,779 5,247 
Wajir 244,552 4.8000 0.0400 0.0920 9,762 6,882 
Kisii 1,442,080 3.6000 0.0560 0.0920 80,756 73,326 
Kisumu 769,564 3.2000 0.0560 0.0920 43,097 39,132 
Siaya 770,428 3.4000 0.0560 0.0920 43,144 39,175 
South Nyanza 1,325,140 3.4000 0.0560 0.0920 74,208 67,381 
Kajiado 265,816 5.0000 0.0560 0.0920 14,866 13,516 
Kericho 980,198 3.7000 0.0560 0.0920 54,991 49,841 
Laikipia 254,492 5.5000 0.0560 0.0920 14,252 12,941 
Nakuru 945,518 5.1000 0.0560 0.0920 52,949 48,078 
Narok 370,198 4.9000 0.0560 0.0920 26,731 18,824 
Trans Nzoia 496,220 5.6000 0.0560 0.0920 27,788 25,232 
Uasin6ishu 513,260 4.6000 0.0560 0.0920 28,743 26,099 
Barinjo 305,553 3.4000 0.0560 0.0920 17,111 15,537 
Elgeyo Marakuet 213,786 8.6000 0.0560 0.0920 11,972 10,871 
Nandi 485,307 4.1000 0.0560 0.0920 27,177 24,677 
Samburu 104,554 2.5000 0.0560 0.0920 5,855 5,316 
Turkana 149,314 0.0000 0.0560 0.0920 8,362 71593 
West Pokot 295,247 5.4000 0.0560 0.0920 16,534 15,013 
Bungoa 799,258 3.9000 0.0540 0.0920 43,160 39,189 
Busia 476,804 4.0000 0.0540 0.0920 25,747 23,378 
Kakamega 1,547,061 3.4000 0.0540 0.0920 83,541 75,955 
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