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6.1

6.1.1

THE FINANCING GAP

For Hospital Curative Services:

A 1995 study (Ref. 22) surveyed a sample of government and NGO hospitals to
determine the "standard" costs, which was based on the cost per unit of output of the
best quality hospital in each category. Adjustments were made for any areas that were
notably deficient'. The adjusted unit service costs for the best hospital (including the
NGO hospitals) in each category were then used as the standard costs® (Table 6.1).

Table 6.1 Components of costs for three scales of hospital operations

High Volume Medium Volume Low Velume

{Coast PGH) {Tenwek) {Nangina)
Cosls {(Kshs.} 1993 Percent [Percent [Percent
Inpatient Costs per
bed-day
Statf Costs 56.7 37.3% 60.4 25.7% 5.2 38.5%
Drugs and Medical | 28.4 13.0 223 9.5 26.2 183
Supplies
Food 243 16.3 29.8 i2.7 6.4 4.4
Ancillary Dept. Cosls 205 13.7 38.6 16.4 15.6 10.9
Overheads 205 13.7 834 35.6 39.8 27.8
Total Cost 149.4 100% {2345 100% 1432 100%
Outpatient Cost per
visit
Staft Cosis 351 30.1% 299 1565% 2.8 5.9%
Drugs - and  Medicalj21.0 180 60.6 314 19.6 49.0
Supoplies
Ancillary Depl. Costs 459 39.4 21.6 11.2 B.6 214
Overheads 145 124 80.7 419 8.1 220
Total Cost 116.4 100% 192.7 100% 40.0 100%

Source: Ref. 22

Using the outpatient and inpatient utilisation data for all GOK hospitals in each size
category, the total overall recurrent costs were found by mulliplying by the standard

i Forexample, in the ‘medium velume’ category, Tenwek Hospitab was the highest quality (in fact, the highest quality of any
siz¢ hospital}, but was considersd to be understaffed according to the average staffing fovel of similar size hospiials, so staff
costs were adjusted upwards, Similarly, drug cosis in GOK hospitals were considered (o0 [ow due to undersupply, so were
adjusted to the level of the Mission haspitals. While it may appear that this methodotogy fails to emphasise the high
productivity of staff at, e g., Tenwek, it is an accepted acceunting approach 1o determiaing standard costs,

2 Alternative ways of interpreting the data, such as taking the average of all hospitas in the groeps, yielded simitar results,
with the potable exception of euch lowet inpaticnt costs in Jow volume hospitals
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costs. This analysis showed that the large provincial hospitals were actually slighily
overfinanced, while the district and subdistrict hospitals are the most underfinanced
by 41%. The financing gap for Moll hospitals in 1992 US dollars was
$26,019,267 or $1.10 per capita.

6.1.2 For Primary Health Care

Another study was done earlier in 1990 (Ref. 23). It measured the current costs and
the financial resource gap for the rural health facilities and hospital inpatient
departments. It made a more methodical attempt to project the expected costs if the
facilities were to operate at their full planned utilisation levels. It included all
required inputs, such as equipment investment and maintenance, building
maintenance, full-staff costs, staff in-service training, drug supplies, transport
investment and maintenance, and patient food. These are presented in Table 6.2.

Table 6.2 Expense categories and financing gaps for PHC
{ in millions of 1990 Kshs)

Expense Category Current Full-capacity Gap Gap as % of current
expenditures | expenditures fevel

Drugs 275.7 354.7 79.1 29

Equipment 6.3 13.5 7.2 114

Transport 19.3 36.6 173 90

Training 42.2 47.3 5.1 12

Supplies 41.1 102.4 61.3 149

Patient food 1.7 7.6 6 352

Building 3.3 86.6 a3.3 2524

Maintenance

Stall Cosls 7655 936 170.5 22

TOTAL 1156.8 1584.7 429.8 37%

;(T):?!F. cosET a;c LUDING | 391.3 648.7 259.3 66.2%

Source: Ref. 23

The 1990 study estimated that the total PHC financing gap is 37%, but the non-
wage resource component of this gap is 66%. This is much higher than the
current contribution of the FIF to non-wage recurrent expenditures found in the

RHFs in the Study Area. It suggests the possibilify of increasing cost-sharing
revenues in order to fill in the PHC financing gap.

The importance of each category of financing gap shoutd not be confused with its size,
For example, although the fransport maintenance gap is relatively small,
transport has been identified as a major constraint to the delivery of P/PHC.
The shortage of drugs and other supplies are considered to be more serious
constraints than the larger gap for staff, Equipment maintenance is another gap
that is small in absolute amounts, but critical in terms of need and efficiency.
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Table 6.3 Financing gap components for RHFs and hospital OPDs
(A1) costs are in millions of 1990 Kshs.)

Rural Health Facllities Current Gap
Expenditure

Drugs 196.7 439
Building Maintenance 2.1 73
Personnel 309 81
Supplies 13.3 37

Total 521.1 234.9 (44% oftolal)
TOTAL NON-STAFF COSTS 2121 153.9 (72% of total}
Hospital Qutpatient Departments
Drugs 79 35
Building Maintenance 1.2 10.3
Personnel 456.5 89.5
Supplies 14.6 23.7
Total §51.3 1568.5 {29% of tolal)
TOTAL NON-STAFF COSTS 948 69.0 {73% of total)

Source: Ref. 23

The gap can also be looked at in terms of facility tevel, with dispensaries and health
centres grouped together as Rural Health Facilities (Table 6.3). The prevailing
funding bias towards hospitals is clear; the gap for health centres and
dispensaries is 44% as compared to 29% for OPDs. The maintenance gap is
notably large for RIIFs. However, the drug and personnel gaps are smaller. The
financing gap for non-staff costs for both cutpatient departments and RHFs is
about 73% in order to improve the quality of services. This is the gap that
should be the target of the FIF/cost-sharing effortk.

6.1.3 A Cause and A Compounding Factor

The financing gap has its roots in the budgetary process. It seems budget requests are
generated by the Health Administrative Officers, approved by the DHMB and then
submitted to the central MoH finance Department.

Furthermore, an analysis of the recurrent budget (Table 6.4), specifically the rural
health service budget, showed that it was based neither on any of the following:
number of health centres (the budgets range from 110,000 to 292,000 Kpounds per
health centre), total rural health facilities (from 24,000 to 70,000 per rural health
facilities), nor personnel (from 1400 to 3060 Kpounds per staff member). The
analysis reveals that the budget is primarily population -based and not facility-based.

Similarly, no consistent fationale could be found for district hospital budgets. Gross
hospital budgets varied from 1,035 Kshs per admission (Kericho DH) to 160 Kshs
(Kisii).
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Table 6.4 RHF budget per population for various parts of Kenya

District or Province 1994 Est. | 1997 Rural healih | . Budgelcapila
Pop facilities budget | (Kpounds/capila)
Bomet 1,178,000
Gucha 976,000 .
Nyamira 588,000 967,000] - 1.64
Kisii 925,900 1,107,000 1.20
Keticho 598,000 1,457,000 2.44
Nairobi - = - 1,860,000 S5 SERE05.000 [ o116
Coasl 2,142,000 5,792,000 2.70
Eastern 4,401,000 11,124,000 253
N-Eastern 287,000 1,639,000 571
Central 3,583,000 9,525,000 2.66
Rift Valley 6,096,000 1,719,200 2.82
Nyanza 4,060,000 9,364,000 231
Western 2,938,000 6,736,000 2.25
Total Kenya 25,227,000 -83,277,000 2.51

Sonrce: 1997198 Budget Estimates

Aside from limitations in the budgeting process, delays in the release of
disbursements tend to compound the existing financial gap. This problem is
considered as the biggest one among members of the DHMTs and donors. This is true
even when all paperwork is in order and funds are available. The roct cause of the
problem seems to lie in the District Commissioner’s office. This will be a difficult
problem to tackle. Some donors have resorted to pressuring the Ministry of Planning
to allow separate accounts to be set up at central and district evel.

6.2 MAXIMIZING INCOME

6.2.1 Traditional Sources of funding the health sector

Given a financial gap, the three gencral approaches are to maximise the income,
minimise expenditure and improve efficiency.

The traditional sources of fund for health care are the government that accounts for
52% of the total, the private sector (combination of out-of-pocket and contribution of
tocal NGOs) for 30% (Ref. 42) and the extemnal donor (Table 6.5). The rapid
expansion of health services ang facitities throughout Kenya since independence have
been largely financed through the tax-based govemment budget. Recently, however,
the GOK announced an overall 20% expenditure reduction over the coming thre years,
which will impact the allocation for health in some way that is not yet determined.



Table 6.5 Iealth Expenditures from all sources as a percentage of GDP (1994
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data)
' : : - Average, EA

. Source of Funds ‘Kenya re. g'ciion
Government (a) 1.3 1.7
Donor 0.4 11
Private 08 2
Total 2.5 4.8
{a) as % of government spending 3.8 5
US doltars per capita total spending $7.79 §b.76
% Community 7.7 9.6
% Preventive 20.2 22
% Curalive 72.1 68.4

Source: World Bank, Ref.42

Historically, donor contributions have been largely intended for capital investments.
They figure significantly in MoH recurrent expenditures in the areas of essential drugs,
immunisation, family planning, and HIV/AIDS control.  As a result of donor inputs,
real expenditure on Rural Health Services and P/PHC has been rising. The largest
donors to the health sector from 1992 to 1996 were IDA (22%), USA (19%), local
NGO support (19%), followed by Sweden, Japan, Finland, and Denmark (Ref. 40).
Compared to other countries in eastern Africa, however, Kenya benefits relatively less

from donor support to the health sector. There is no certainty about this trend being
reversed.

Therefore, it seems apparent that among the three main sources of funding, it will be
the households that would have to shoulder the burden of increasing resources and
revenues for the health sector.

6.2.2 Cost-Sharing - from Registration Fee to Facility improvement
Fund

a. History

The histbry of cost-sharing is well-documented (Ref. 13). Despite the GOK’s
intention to provide free health care to Kenyans, user fees existed in some facilities in
the post-independence period, but these were nominal and not collected in a serious

way because they were returned to the Treasury and no benefits accrued to the
collecting facility.

After several years of discussing policy alternatives (Ref. 7), in 1989 a new program,
the Kenya Health Care Financing Programme, was started and outpatient fees or
registration fees were introduced at most levels of the system, Existing inpatient fees
were raised to a more meaningful level and modified somewhat. A new system of
waivers and exemptions was introduced. This time revenues were to be retained at
the facility, with a proportion be used for PHC activities in the district as well. Over
500 revenue cletks were hired and trained. Increased reimbursements for inpatients
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from the National Hospital Insurance Fund was also planned as a major source of

“cost-sharing™ revenue, with the premium revenue coming from payrolt deductions of
civil servants and other workers in the formal sector.

The Registration Fee proved unpopular, however, primarily because people often still
had to buy prescribed drugs from outside sources, and in 1990 it was cancelled by
Presidential order. A year later they were reintroduced, in the form of a Treatment Fee
which would be paid only after the patient received drugs and other treatment, and the
system was now referred to as the Facility Improvement Fund (FIF) rather than Cost
Sharing. One of the underlying principles was that the FIF would be used to improve
the quality of care, and therefore people would be more willing to pay the user charges.
The system has functioned reasonably well up to the present. Recent evaluations and
consultants' studies have pointed out seasons for its success and some shortcomings.

The additivity’ and retention® features have encouraged facilities to collect fees.
Collections have increased since 1992 to approximately 15% of the non-salary
recurrent costs of running health facilities although some facilities and whole districts
are still achieving low percentages of their collection target.” A monitoring system is
in operation. Funds also disappear before they can be banked, or remain unspent, A
recent experiment with a cash register system at Coast PGH has shown that great
improvements are possible in this regard as the accounting system is tightened up.
The approval process for expenditures used to be lengthy, having to go through the

central Health Care Financing Secretariat, but this process has been decentralised to
the Provincial level.

b, Collection

Table 6.6 National Revenues from Cost Sharing Programme
{Dollar figure based on the prevailing exchange rate)

Years

MoH KNH Total
Ksh Mn Ksh Mn Ksh Mn USs Mn
| 1989/90 0 21.4 21.4 0.86
1990:91 285 20.6 63.4 2.11
1991/92 33.1 19.6 69.3 1.93
1992/93 62.5 411 1348 1.93
1993/94 114.3 713 2427 4.04
1994/95 153.9 99.4 3302 5.69
1995/26 190.9 127.0 413.4 6.67
| 1996/97 205.1 185.0 467.9 8.51
Total 788.4 586.3 1743.2 31.79

Source: APHIA Financing & Sustainability Project Archives

3 The Treasury (Ministry of Finance) docs not reduce the MO budget ss a response Lo increased locally-geacrated reveaues,
and the MOH would not reduce the centsally-atlocated vote of ny pasticutar facitity or district.

4 75% of revenues eollected is retained by the generating facilities as the Facilitics Improvement Fund (FiF), thus the majority

is used to improve service at facilities; the other 25% is pooled at the district level 10 be used for improving PPHC, and is
ender the contrel of the DHMT

5 Collection targeis are basically generated from the facility’s utitization figures from & previos period.

6-6



The JICA Study: Firal Report, Main, Chapter 6

Table 6.6 shows that cost-sharing revenues have incrcased steadily, and the total
revenue has far surpassed the estimated US$ 5 million cost of the program. However,
Table 6.7 shows that there is still much room for improved revenue coltection.

Table 6.7 Ratings of Provinces and districts according to their collection
performance

Greater than 30% of targeted collection Central Province (35.5%)
Coast Province {31.2%)
Nyanza Province (31.7%)
Eastern Province {(31.7%)
Rift Valley Province (18.9%)

Western Province (3.6%)

(17 dislricts)

Between 10% and 30% of targeted collection

Less than 10% of targeted collection
Source: Ref. 11

Revenue collection was affected by the following factors:

e Collection losses through staff negligence, lack of proper financial management
systems, book keeping and fraud;

Lack of drugs at some facilities leading 1o low attendance and low cash collections;
and

® Excessive exemption from payment of fees was formerly a problem until the
exemption categories were changed.

¢. Utilisation of cost-sharing reventes

Hospitals and health centres in the Study Area expended less than they collected
(Table 6.8). One of the major problems with the way the system works now is that
funds remain unspent because of the time required to receive authorisation for
expenditure. This will improve with the decentralisation of this function to the
provincial level. The differences between collections and expenditure can be due to
poor bookkeeping or to carrying over funds to the next year.

Table 6.8 Cost-sharing performance in the Study Area

Kericho Nyamira Gucha Kisii Bomet Al Districts

Percentage
Spent

Dist. HospitalSDH | 2,276,445 | 1,414,945 N/A 4,834 580 { 104,330

colfected

Hospital/SDH expended | 1,963,395 1,753,384 N/A 3,445503 | 318,800 86.7%

Average Health Centre 61,195 60523 | 181,123 112,216 86,990

collected

Average Healh Centre 37433 54,888 57,018 186,703 82,763 83.4%

expended

Source: JICA Study Team data
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Cost sharing in the Study Area contributed about 4.3% to the total recurrent costs of
rural health facititics (Table 6.9). Contribution to district hospital costs (not including
the 5% capital investment cost) ranged from 3.5% in Kericho to 5.1% in Kisii. In
terms of the non-wage recurrent costs, the FIF was equivalent to about 17% for the
RHFs, and from 11% to 23% for district hospitals (hospital drug expenditures could
not be determined accurately, so this figure is only approximate).

Table 6.9 Cost-Sharing revenues spent as a percentage of budgets

Study Area District Hospitals Health Centres
District
% of tolal budget % of non-wage % of total budget | % of non-wage
budget budget
Kericho 3.5 10.7 2.2 6.8
Kisil 5.1 20.1 4.9 14.4
Nyamira 4.2 22.7 4.6 17.6
Bomet 28 83 55 286
Averages {39 15.4 4.3 16.8

Souirce: JHCA Surdy Team data

The cost-sharing programme can thus be said to be well-established and effective
in the Study Area, but the results, especially the percentages of non-wage
recurrent budget, should be interpreted with caution because of the relatively
low level of non-wage expenditures, This will be exacerbated with the trend

toward increasing wage budgets (there was a 10% raise granted to government
civil servants in 1997 alone).

Furthermore, a large proportion of the FIF (44% in RHEs and 39% in hospitals) was
used for items that are considered patient care such as food, drugs, etc, This means
that it was merely supplementing the inadequate MoH budget for necessary items. In
one scnse, this is making a contribution to quality improvement, but it could also be
argued that this only brings the standard up to an acceptable minimum level. Only
around 30% of the FIF were used for transportation, maintenance, and facility

operations. Only Kericho District was able to show that part of the FIF was actually
vsed for PHC activities.

DHMTs in all Study Districts agreed that it was essential to provide greater
community sensitisation to cost-sharing. There was also wide agreement that
management procedures need to be improved so that fraud and theft are reduced.
Health Centre staff wanted more control over their funds, and did not want them to go
into a district bank account. .

The current rate of cost-sharing revenue gemeration in rural facilities and
available te P/PHC from District Hospital cost-sharing is at most 20% of non-
wage rccurrent costs.  Assuming the size of the funding gap has not changed
significantly from 1990, in order to fund fully the health centres, outpatient

depariments, and dispensaries, the rate must increase to around 70% of non-
wage recurrent costs,
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d. Affordability

‘The question of whether peopte can afford to pay user charges at government health
facilities is an extremely complex one. A useful starting point at this question is
through income distribution. According to the data from the 1994 Welfare
Measurement Survey, cash expenditures on food average between 40% and 50% of
household income in the Study districts (Table 6.10).

Table 6,10 Household income from different sources and medical expenditures

{Kshs.)
Distict | Annval per | Monthly  § Other non- 1 Agricultural | Crop Medical | Percenlage Total
capita . wages, agricultural income income care spent on monthly
_income | salaries, incoma expenses medical household
B profits care income
Kisii 23733.7 3870.7 1778 1767.6 16581 | 5536 55% 10074
Nyamira | 162309 . | 24132 1024.6 1656.8 5134 | 411 73% 5607
Keticho 294154 ] 26114 8425 19459 20287 | 2317 2.2% - | 10368
Bomet 25823.6 - | 3057.1 1262.1 57739 n7n23 | 237 2.4% 11265
Migori 19488.7 ° -] 15855 1540.3 28744 641 269.6 4.1% 6641
{Gucha) R
Total 27403 - | 494141 1497.2 2108.4 11493 | 347.1 36% 9636
Kenya R

Sonrce: Ref. 14

A typical outpatient visit at a MoH health centre might cost about 20 Ksh, plus up to
50Ksh more if transport or additional drugs purchase were involved for a total of
perhaps 100Ksh, which is 1 to 2 percent of mean monthly household income. The
mean level of expenditure of 4% could result from two or three household members
falling sick in one month, The indication from the gross population income data,
therefore, is that the current fees in MoH facilities are affordable.

Analysis suggests that many people would be willing and able to pay more than the
present fee levels for MoH health services in the Study Areas. This would be
especially true if a significant degree of quality improvement were made. Income
survey data can be useful in seiting user charges, For example, one analysis in other
countries (Ref. 44) found that if fees do not exceed 2 to 3 percent of household non-
food expenditures they will have no significant effect on utilisation of services.

¢, Need for Adjustment

A report on the user fee schedule was produced in July 1996 for the FI¥
Implementation Committee. The report recommended that as of October 1996, fees
should be adjusted for past inflation to bring them back to their original levels in real
terms, plus an adjustment for future inflation anticipated up to the point of the next
scheduled fee increase. Inflation from 1 Oct 1994 to 30 June 1996 was 28.9%.
Assuming Fiscal Year 1996 and 1997 inflation to be 12% per year, the compound total
of inflation from 1 October 1994 to 30 June 1998 is 61.6%.

Tt was suggested that fees shoutd also be related to the actual costs of delivering
services, requiring periodic costing studies. If revenues from user fees are sufficient to
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cover variable costs, then the public budget can be redirected to paying for fixed
expenscs of quality and cost-effectiveness improvements.

Tenwek Outpatlents 1/5/97-3110/97
Nor-Payrnents (29,193 cases)
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Fig. 6.1 Tenwek Out-patients 1/5/97-31/10/97
Non-Payments (29,193 Cases)

Tenwek Hospital in Bomet district has provided interesting objective information
about payment of charges which (with some supplementary research) could increase
knowledge on affordability of health care and the need to adjust the levels. This
hospital is supported almost entirely by patient fees, and charges outpatient fees that
are calculated to cover the actual cost of treatment. Fees are much higher than at
Moll hospitals, but the quality of care is also superior. An outpatient consuitation
costs 80 Kshs. or 140 Kshs. plus drugs and ancillary services, for an average cost of
232 Kshs. Inpatient charges start at 350 Kshs. per day for bed, and can average several
thousand for a typical stay. All patients are required to pay a partial deposit before
seeing a provider, and after receiving their full treatment, all efforts are made to
collect the rest of the bill. The hospital’s policy is to treat everyone, however, and
hospital staff make the decision, on the spot, whether to allow a patient who says he
cannot pay all or some of the charge to leave without paying. All unpaid balances are
recorded, and the patient is never considered to have received free treatment unfil it

really appears that he cannot pay after several repeated attempts have been made to
collect.
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When the percentage of patients who were unable to pay their bill is plotted against
the amount (shown in Figure 1 for ountpatient charges), ability to pay decreases from
about 40 to 100 Kshs, with a plateau of equal ability to pay up to about Kshs. 400,
beyond which more and more people have problems in paying. A similar plateau is
found for inpatient charges up to Kshs. 4000.

f. Protecting the Poor through Waivers

Difficulties in identifying the poor in health facilities has been noted by several
observers (Ref. 6) who would like to determine whether equity of access to health
services was maintained under the cost-sharing program. Therefore, the Study Team
obtained its own data from houschold surveys of the poor, patient exit interviews, and
surveys of workers in public and private health facilities. Information about waivers
was usually obtained informally from health staff, friends, or relatives.

Adequate training for health staff is also needed; social workers should be placed in
provincial hospitals; District Health Management Boards and District Health
Management Teams should be encouraged to publicise the exemption and waiver
systemn locally; and much better records should be kept.

Increasing overall fee levels, while increasing the rate of granting waivers to
closer the estimated required level of 20 to 30%, should have the effect of
increasing overall revenues while improving protection of the poor, and also
reducing the degree of objection from the poorer classes of the population.

g. Projecting Cost-Sharing Revenues in the Study Area

A simple model is shown on Table 6.11 for predicting the level of cost-sharing
contributions to the non-wage budget for any particular area for any future year.
Assumptions can be entered about the rale of increase of collections, the rate of
increase in average fee levels (weighted over all services and levels of care), and
about the expected waiver rate. The example below uses some actual data and some
estimates for rural health facilities in the Study Area, but is only shown to demonstrate
what types of information and targets are needed to make revenue projections.
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Table 6.11 Example of use of a spreadsheet model for predicting cost-

sharing revenues

COST-SHARING PREDICTION MODEL <A} B c "D
'Current year 1998 1998 1998 1998
Target Year 2002 - 2002 2002 2002
Current year lotal cosl-sharing revenue 102,5675] - 102,675 102,675 102,575
Current year Non-wage budget 601,500| 601,500] 601,500; 601,500
Current collection rate % 40 40 40 40
Percen! waivets and exemptions now granted 20 20 .20 20
Targst tevenues if no exemptions and walvers, if 100% 307,725] - 307,725]  307,725| | 407,725
Annual % fee increase _ - 10 . -20] - 10| 15
Increased tull larget revenues in Target Year 461,588 615450| 461,588] 538,619
Annual % increase in colleclion rate 19 A0 s 20l 20
Expected waiver Jexemplions by target year - % L o80p 80} 801 150
Expected collections by Targel Year 319,561] - 426,081} - 457,094 502618
|Currenlyearcoi!ecttons as % ol non-wage budget CATAY%|  ATA%] 1A% O 1TA%
Target year collections as % of non-wage budget .| -~ 53.1%)| - 70.8%| . 82.6%| = 83.6%
New Total ol non-wage budge! plus FiF 921,051 1,027 ,581] 1,008,594] 1,104,118
in case of budgat reductions:

Annval % change in non-wage budget 0 0 0 ¢
Target year aon-wage budget 601,500 601,500 601,580] 601,500
Ratio of tolal non-wage budget + FIF to currentyear-“ . |- 130.8%)] - - 145.9%] .~ 156.0%| -~ 156.8%

A tool such as this spreadsheet model can put the effects of improving collection rates,
raising fees, and adjusting waiver levels in a realistic context of the financing gap for
a district or for any given health institution. The above example compares resuits in
the year 2002 with the present year, stariing from a collection rate of 40% and 20%
waivers and exemptions, which yields at present 17.1% of the non-wage budget:

Scenario A: Raising the collection rate by 10% per year and the average fee levels
by 10% & year would increase cost-sharing revenues to 53.1% of the non-wage
budget by the target year, with walvers and exemptions increased to 30% of cases.

Scenario B: Raising the collection rate by 10% per year and the average fee levels
by 20% a year would increase cost-sharing revenues to 70.8% of the non-wage
budget by the target year, with waivers and exemptions again at 30%.

Scenario C: Raising the collection rate by 20% per year and the average fee levels
by only 10% a year would increase cost-sharing revenues to 82.6% of the non-
wage budgel by the target year, with waivers and exemptions again at 30%. This

provides a 56% increase in revenues over the MOH budgetl, which Is most of the
financing gap.

Scenario D: If fees were increased 15% a year, waivers and exemptions could be
increased to 50% while maintaining revenues equal with Scenario C,

A tool such as this spreadsheet model can place the effects of raising fees (and
adjusting waiver levels) in a realistic context of the “financing gap” for the district.
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District decision-makers would then know how much of the financing gap could
realistically be filled by cost-sharing and how much by reallocating resources. Since
the district hospital typically consumes about 63% of the district budget, and about
75% of this is for staff costs, under a block grent system about 47% of an entire
district’s grant would go towards paying for district hospital staff salaries and benefits,
A reduction in this amount of only 5% could increase the financing of RHF by 7%. If
all of this were to be used for to non-wage expenditures, RHF non-wage financing
(currently about 30% of the total), it would be increased by 21%, or half the estimated
gap. The 5% reduction could be phased over several years. A reduction in the
hospital workload due to improved services at health centres and dispensaries, and

other improvements in the conditions of service, would make it possible to reallocate
staff.

6.2.3 Other Strategies for Adequate Financing
a. Community Drug Funds and Other Financing Schemes

The largest scale experiment in community financing in Kenya has been the Bamako
Initiative (Ref. 38). While regarded by many as a failure, it did demonstrate that
communities can in fact be mobilised and can take action for themselves, The main
problem, according to UNICEF’s own analysis, is that the program started out as
community pharmacies and never developed beyond that. Although it worked
through the Health Sector Reform program, it was isolated from the cost-sharing
program. Efforts to move into the provision of impregnated bednets also failed
because of high cost, and the technical reason of the nets being ineffective in areas of
high transmission. A comprehensive evaluation of the program found that some
communities achieved substantial successes in the operation of their revolving funds,
but a depletion of funds was equally coramon. Some of the over 300 sites evolved
into independent operations and still are in operation, while others remained
dependent on outside supervision and financial support. The BI will be refocused
toward community notrition and restarted in 1999,

Some dispensaries and many health centres have started their own local funds,
typically charging 10 or 20 Kshs. per visit (not per episode). The FINNIDA
community project in Western Province has been tumed over to the communities and
the MoH. It has been noted that in areas where community drug schemes are aclive,
less attention might be paid to making the official cost-sharing system work well, and
in fact cost-sharing performance in Western Province was poorer than average.
Results are more money collected in some cases than official cost-shating system.
The poor cost-sharing results might be due to a transition to decentralisation: Western
is the first province to be decentralised. Cost-sharing funds are banked at the district
HQ and then AIBs are requested and issued from Kakamega. The system is said to be

working well, with much faster turnaround for A1Es and higher collection level than
before.
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Another idea that could be implemented under a more decentralised user charge policy
is a surcharge for injections. This would address several serious problems: many
patients prefer to have injections, when an oral drug is equally effective, and many
insist, and will make an extra unofficial payment. Since the injectable is invariably
more expensive, this is an exira cost to the system, and also reslts in rapid depletion
of injectibles when they might be needed for acute cases. If the official charge
schedule included a significant surcharge for injections when not strictly needed, this

would retumn the private payment to the FIE, and also could reduce the demand for
them if high enough.

b. Prepayment/Managed Care

An experiment of prepayment was carried out in 1988 with a coffee-growers
cooperative in Mer (Ref. 27).  All relevant factors of the potentially covered
population were measured, including average expenditures on health care, which was
322 Kshs per household per two months, corresponding to 5.32 visits by household
members in the same period. Household heads were asked if they were willing to pay
various amounts as prepayment to cover all costs, but the mean amount found was
much lower than the point at which the scheme would be economically viable,

Several NGOs have since tested other types of HMO or prepayment-type schemes.
The best known is at Chogoria mission hospital (Ref. 32). This is apparently working
well, but has not been evaluated. The Community Health service at Tenwek Hospital
has tested community opinion and found it very receptive to this approach.

¢. Greater Participation from and Partnership with Private Sector

To reduce the curative subsidy by the GOK to wealthier people, the Health Reform
Agenda calls for an increased role for the private sector and NGOs in providing
curative health care for the portion of the population that can afford to pay for it.
Apart from reducing the (now minimal) barriers to entry, it is not at all clear what
meastres can be taken to encourage the expansion of the private sector, or whether
this is really an appropriate emphasis. In some countries the rise of the private health
scctor has led to the defection of the best-trained staff from the public sector and
increased pilferage of MoH drugs. Howevey, it could have a beneficial effect in
Kenya if it helped increase coverage in rural areas, or helped to absorb excess MoH
staff. Pricing policy in MoH facilities would have an important effect on the private
sector, where low MoH prices would tend to discourage entry into the health market,

In the past several years the KHCFP has been focussing on managing a new
partnership between MoH facitities and private health sector managed care programs.
The most advanced of these relationships is between African Air Rescue (AAR) and
sorac MoH hospitals, in which privately insured patients can be treated in government
hospitals, with a reimbursement made by the insurer to the hospital under a type of
managed cate system. Several such schemes have been launched within the past year.
It is Jikely that this arrangement will provide some significant source of income per
patient for the MoH, but the overalt numbers of privately insured patients is rather
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small, and the proportion using public hospitals will be significant only in areas not
served by private hospitals.

d. Local Tax Revenues

Most districts collect and retain small amounts of revenue from local taxes. In the
Study Area the major taxes are the Business License Tax and the Tea Cess. The
former is levied on individual businesses and is meant to pay for some municipal
services, including health. In most of the Study Area districts, however, there are
currently no municipal health services. The Tea Cess (also a smaller Maize Cess, etc.)
is levied to pay for maintenance of roads used mainly by tea plantations, and most of
the revenue is said to be collected from the large operations such as Brooke Bond.
Whether these local tax revenues coutd be mobilised for health services is an
unknown. Certainly taxes are a very sensitive issue at present, and even if the
business tax is currently not being used on the intended health services, there is no
reason to believe that any part of it would be left available for health. Raising the rate
could be acceptable affer a visible improvement in services has been demonstrated.
‘The Tea Cess could in principle be applied to improve roads in tea-growing areas, and
is a better possibility due to currently high tea production levels.

6.3 MANAGING EXPENDITURES

6.3.1 Through Reallocation of Resources

Kenya's per capita total health expenditure of $7.79 is close to the WHO's cost
estimate for a basic essential package of services® of $10.49 for Kenya when adjusted
for Kenya's disease pattern and intervention costs. The WHO estimate includes $7.07
for clinical services and $3.42 for public health. This implies that the present
government and donor spending could pay for well more than the public health
package, and total spending could pay for 74% of the total package.

However, a closer scrutiny of the health expenditure helps one to appreciate the
situation in the Study Area.

First, a large proportion of the MoH budget is actually expended in Nairobi on KNH
and administration. The actual amount available for a package of services at district
level is considerably less, perhaps as little as $3 per capita according to the Study
Team findings. Second, 72% of Kenya’s total health expenditure goes to curative care,
20% to preventive care and 8% to community programmes (Table 6.6). Consequently,
the highest levels of subsidy are to hospitals, followed by dispensaries, which are

& Basic clinical services in dhis package include treatment of ilnesses in chikdren under age 5, treatment of TB, treatimeat of
STDs, prenatal care and safe delivery, and limited basic care for adults. Basic public health interventions include
vaccmations, de-worraing, vector control, monitoring and susveillance, tobacco and alcohod coatrol, health cducation and
AIDS preveation
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under-utilised’. Health centres, the most utilised public facility by the poor, receive
the lowest subsidy per visil.

Three, not only do the hospitals receive the higher direct subsidy through the MoH
budget, but the fee charged under cost-sharing covers a smaller proportion of the true
cost of services at hospitals than at health centres.  The yural poor, who use health
centres in higher groponion, in effect subsidise the predominantly urban hospitals
through their fees.®  Table 6.12 shows that unit costs per hospital outpatient visit in
the Study Area was about 3 times that for a health center visit, which in fturn was 3
times that for a dispensary visit. This shows that overall costs could be decreased if
more patients were treated in the peripheral facilities.

Table 6,12 Unit Costs of Facility Operation and Services in the Study Area

Total Costs (&) | Total Visits (8) | AYerage OPD Ap‘::’ggg_%‘;;t
Health Centers
Gucha 2,817,039 |
Kericho 1,627,624
Kisii 2,059,050
Nyamira 1.663,626
Bomet 1,624,712
Average 1,958,420 .. ;- 30,348] - . . 678 .
Dispensaries
Gucha 651,398
Kevicho 419,763
Kisii 737,636
Nyamira 728,421
Bomet 538,650
Average - -Bi5154 0 - - 27983 0 .23
District Hospilals

Total Recurrent OPD |Bed-days

Cost visits

Kericho 57,754,938] 119,690] 48,350 218.2 654 5
Kisii 70,743,017] 148,869 184,742 100.9 302.6
Nyamira B 43,594,014 53,828] 59,378 188.1 584.2
Average 57,363,690 _ . 1694 - 5071

Source: HCA Stiedy Team Investigations

6.3.2 Through improvement in Efficiency

A 1997 study of MoH hospital economics (Ref. 39) used an econometric modelling
lechnique to determine the production function of Kenyan government hospitals. This
research found that there were economies of scale to be derived from increased inputs,

7 3 mithon vistts to 1535 dispeasarics, comparcd 10 15 million visits 19 294 health cenbes.
B The reverse is true at dispensaries where services are free of charge, but these are much less frequently visited, and in any
case locally-organized community funds are now requiring payinents even higher thaa health cenres in some cases.
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or in other words, the 36 public hospitals have been operating below their long-run
efficiency level. More importantly, the short-term average efficiency of the hospitals
is only about 70% because of a sub-optimum mix of inputs. If the optimum mix of
inputs were being used, outputs (inpatients, outpatients, and operations) could be
increased by a further 30% with the existing resources or altematively, the present
level of ountputs could be produced at 30% lower cost. This finding in a sensc
contradicts the more widely held assumption that the hospitals are underfunded, yet it
is not surprising to also learn that the hospitals are inefficient.

The reasons behind this finding were found to be mainly due to shortage of
professional staff; poor combination of inputs; irregutar or non-functional theatres and
taboratories; lransport problems; lack of, or poor distribution of drugs and medical
supplies; and frequent breakdown or poor servicing of machines and equipment.

It is useful to compare MoH hospitals with NGO hospitals in terms of their funding of
some of these key health inputs (Table 6.13).

Table 6.13 Major cost categories in NGO and MoH district hospitals (1995)

Cost Ratio to Total Costs Average of 6 NGO Average of 6 MoH |
hospitals district hospitals |
Staff costs 38.9% 60.8%
prugs/medical supplies 27.8% 26.0% _
Other supplies 0.4% 0.3%
Food costs 8.6% 51% o
Transport 3.9% 2.1% ]
Maintenance 6.7% 2.4%
Utilities 4.3% 2.6%
Other overheads 9.4% 1.1% o
[ Total Cost Per Day 184.1 Kshs. 216.7Kshs.

Total Cost Per Visit 142.1 Kshs, 79.2 Kshs.
Average quality scove 52.5 33.6

Source: Adapied from Ref. 22

The Study Team’s own ficld investigations were not able to determine the exact
percentage of personnel costs in all district hospitals in the Study Area because certain
key data were missing. However, taking into account recent salary increases, the
present percentage appears to be atound 87% of the current MoH hospital AlEs. This
figure would be closer to 74% of total expenditures after adding in the value of dug
kits consumed, and the FIF revenues used by the hospitals. When the dmg costs are
counted, the percentage of total costs used for “patient care” reaches only 20%.

The differences in resource allocation between Moll and NGO hospitals is striking,
especially in staffing and maintenance, two arcas which the efficiency study identified
as problems. Tenwek, the highest-quality scoring hospital of those surveyed, spends
13.4% of its budget on maintenance, compared with an average of 2.4% for Moll
district hospitals. It also employs only 0.37 Enrolled Nurses per 1000 bed days,
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compared with 1.82 for the MoH hospitals, It is remarkable that the better quality
NGO hospitals also provide inpatient care at lower cost than the MoH hospitals. This
outcome is most likely due to the much higher nursing costs per bed day at MoH
hospitals, due to higher staffing ratios, especially of Enrolied Nurses. The District
hospitals have a lower cost per outpatient visit, however, due to a lower ratio of OPD
nurses and doclors.

The authors of the efficiency study concluded that output and access could be
improved at relatively little cost, and make recommendations for improving the level
of the critical inputs. Among the more innovative ones are a system of incentive
payments for staff, perhaps derived from increased patient fees, “cash-and-carry”
drugs and supplies from zonal depots, self-maintenance of machinery and equipment
rather than contracting out, and a health-card system for the poor, which would
“attach” them to their nearest facility.

Hospital and perhaps Rural Health Facility efficiency could be improved by
changing the mix of inputs. Inadequate funding of maintenance and misallocated
staffing are probably two of the most critical areas. To achieve improvements it
will be necessary to reallocate staff within the districts and raise staff
productivity in the MoX hospitals, and raise the resources and management
inputs to maintenance. It seems likely that by addressing these key areas, and
also drugs and transport, the operating efficiency of facilities conid be raised to a
tevel that cost-sharing revenues might make up most of the remaining real gap.

6.4 PLANNING DIRECTIONS

6.4.1 New Management Requirements at District Level

All of the above findings and implications lead to certain implications for the JICA
Project for Strengthening District Health Systems in the Western Part of Kenya. The
central one is that as decentralisation is implemented under Health Sector Reform, the
management iesponsibilities of the DHB, DHMB, and DHMT, will increase
encrmously.

As the system might be expected to evolve, the central MoH will be responsible for
establishing general policies and performing certain regulatory functions, while the
provinces and districts will have responsibility for maintaining the health of their
populations. To accomplish this, they may be given most of the financial resources
that they currently receive through Treasury budget votes as block grants, and the
mandate to raise additional amounis locally, Existing health and support staff will be
re-employed ditectly (by district and sub-district hospitals using some of the grant,
while others will remain central MoH civil servants. It wilt be largely up to the
districls to use these resources in a way that witl have the maximum impact on health,
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As has been shown in this chapter, the management challenges will include the re-
allocation of resources and the mobilisation of additional resources. Strengthening
preventive/promotive activities and the most cost-effective disease treatments would,
in theory, have a large impact on reducing morbidity and mortality. The wral
population \must be better served, which means strengthening the rural health
facilities and increasing the number of effective community health programmes.
Unless a significant amount of new additional resources can be generated, this would

require a significant re-allocation of existing resources, away from hospitals and
expensive curative activities.

Mobilising additional resources will require a significant improvement of the cost-
sharing system, with regular systematic reviews of pricing and waiver policies. This
in turn will need some system to assess the local ability to pay, the local competitive
situation, and the improvement of collection and use of funds at all levels of health
facilities. Local facility management boards will need to be strengthened and trained.
Policies and plans must be developed to direct patients away from seeking the more
costly hospital-based treatment, to less costly but equally effective treatment at health
centres and dispensaries. The district health system must be considered by its
managers as a whole, interlinked network, in which each element has an important
role to play and must be supplied with resources and management support.

New revenue sources can be generated through innovative approaches like community
pharmacies, prepayment schemes, and even local taxation. Local communities can
play an important role in the criticat effort to make the health centres and dispensaries
more atlractive places for trained staff to work. At the same time, encouraging
community-based PHC approaches will reduce the workload at the hospitals, allowing
more distribution of current hospital-based financial and human resources.

Because of the high degree of vested interests in maintaining good urban and curative
services, to succeed in reallocating resources will require a high level of management
and administrative skills which currently do not exist in the districts. The same
requirements will exist for the mobilisation of additional resources through cost
sharing and community approaches.

Alt of the above findings suggest that it will be possible to implement a major
transition in the health services, following the guidelines of the Health Reform
Agenda. Figure 2 shows the overall schema of reallocating resources and increasing
supplemental revenues. This will bring about the transition of an underfunded and
overcrowded health system relying on the district hospital to one that is adequately
funded and relies more on the peripheral health facilities and community based heaith
care. :
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Figure 2

"Incrementatl Encreases in the recurrent budget arc to be preferentially alloeated to P/PHC”
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The key elements of this transition are:

Shifting the balance of resource allocation from personnel to M&O expenditures.

Improving the quality and efficiency of services at the RHFs so more patients can

be treated in a non-hospital setting, closer to their homes, at an earlier stage of their
iliness, and at lower cost.,

This reallocation can fill about half the “financing gap”. The other half can be
reasonably expected to be filled through increased cost-sharing revenues, first by
improving the efficiency of fee collections, and then by gradually and moderately
increasing fees. This should be done on a decentralized basis appropriate to the
economic conditions in the local area, and accompanied by an appropriate increase
in the level of waivers for those who cannot pay the fees.
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6.4.2 JICA Project Inputs

These requirements will be met under mostly through the Continuing Education
Project Component, and the above requitements will define the training necded.
Management skills will be needed in the areas of health planning and financing, and
in financial management. Strategic and long-term planning approaches will be needed

which can be taught through shorl courses or seminars that address specific planning
tasks.

Under the Strengthening District Health Systems Project Component, a long-term
management advisor could also be assigned to help establish an appropriate
management system model at district headquarters, and would direct project resources
for achieving the new management objectives.
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7. HUMAN RESOURCES

7.1 INTRODUCTION

Data for this chapter came from two sources. Primary data were collected from a
sample of 37 health facilities that were selected for this study. In no district, except
Nyamira, was there a complete record of all staff employed by the MoH. The
District Personnel Officers do not have complete up-to-date lists of staff employed in
their Districts. This could be attributed to the prevailing deployment system at the
district level.  When new doctors or clinical officers are appointed to a District, they
report to the District Medical Officer who assigns them to a posting. When new
nurses arrive they report to the District Chief Nursing Officer and are given their
assignments.

Secondary data about the staff employed in NGOs, missions and the private sector
were from the database of the Development Solutions for Africa (DSA) that was
produced for a national study on health personnel.  The problems and limitations of
these data are discussed in The Health Sector in Kenya: Health Personnel, Facilities,
Bducation and Training (Schwarz, second edition 1996).

There are approximately 5,000 people employed in the health sector in the five study
districts. 'The MoH employs 53%; the private sector 30%, and 18% work at an NGO
or Mission health facility. Table 7.1 presents the total data for the five districts. It
cannot be disaggregated into the five districts, because the database was established
before the division of Kericho and Kisii districts into the current five districts,
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Table 7.1 Sunuuary Table - All Health Personnel in the Study Arca

MAJOR CLASSIWICATION MOl 1994 1994 TOTAL Major
Category
and Job Category 1997 (AG)) [NGOMIS| PRIV, . 1997 {Est.)| Percentage
Medical/Dental Offcers 24 42 154 220 3%
Clinica) Of ficers 108 b 7 123 2%
Nurscs 876 217 414 1,507 30%
Clinical Suppont
Lahoratory 115 A7 67 219
Fharmacy 18 o 13 65
Radiegraphy 20 & 22 418
Ocher 72 0 H 72
Sub-Totzk Clinical Suppon 225 52 128 405 8%
Public Healith 360 0 0 360 1%
Preventive & Promotive 139 ({] 0 139 3%
Admisistration 219 68 148 435 9%
Maintenance & Support 2R 168 190 446 9%
Subordinate S1aff 572 321 422 1,315 275%
Grand Total 2,611 876 1,464 4951 0%
Percentage 53% 18% 0% 100%

The sample of 37 health facilities sclected for the study included 5 hospitals, 16 health
centres and 16 dispensaries - drawn from the five districts. The sample was heavily
biased in favour of hospital. For example, 82% of the health personnel in the sample
work in hospitals compared to 55% nationally. Table 7.2 presents a summary of the
data on personnel collected from the sample survey. Tt should be noted that only 9
out of the 16 health centres studied had even one clinical officer, while 100 were

employed in the 5 hospitals. There were only 6 registered nurses in the health
centres.,
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7.2 NUMBER OF HUMAN RESOURCES

The numbers of MoH staff currently employed iﬁ the Study Area are shown in Table
7.3.  The staff are grouped into nine major categories:

1) Medical /Dental Officers;

2) Clinical Officers;

» Nurses;

4) Clinical support (Laboratory, Pharmacy, Radio, etc.);

5) Public Health (PHOs, PHTs);

6) Preventive and Promotive (FP., Nut., etc);

7 Administration (Accts., MRO/Ts, etc);

8 Maintenance and Support (Bldg/Ground, Cateress/cook, Driver, etc); and
9) Subordinate staff.

The total number of staff employed by the MoH in the five districts is 2,611.
Clinical Officers account for 4% of the total and nurses, the largest group, for 34%.

The analysis of the staff situation is based on the application of national staffing
norms proposed by Schwarz (1995/1996). These national norms {which include staff
for the MoH headquarters, KMTC, KNH teaching hospital, ¢tc), provide a general
guide but need to be adapted to district and regional conditions before detailed human
resource planning can be done.  Table 7.4 shows the actual numbers and ratios of the
major categories of health personnel in 1997, staffing norms, and resources required
to meet the norms for the years 1997 and 2005. The right hand column shows the

net annual increase for each category that is required to meet the nationat norms for
the year 2005.

7.2.1  Personnel for Hospital Inpatient Services

The staffing norms for hospital inpatient services are based on the personnel required
for 100 beds, These targets were set in collaboration with the MoH.  The planning
assumption is that 0.9 hospital beds per 1,000 population are adequate to meet the
needs of the Kenyan population. Table 7.5 shows the hospitat beds available in the
five districts.  With an estimated population of 2.6 million, the totat 2,461 meets the
required ratio for 1997.  But, an additional 336 will be required by the year 2005.

Table 7.6 outlines the current situation in regard to personnel for hospital-based
inpatient services and future requirements. Other hospital-based staff provide
services for outpatients and will be considered below. It should be noted again that
the staffing norms used, especially for doctors 4.4 per 100 beds, might be high for
district services. Nonetheless, there is a shortfalt of 10 clinical officers and 229
nurses.  On the contrary, there is an excess of laboratory staff. In 1997, the overall



The JICA Study: Final Report, Main, Chapter 7

shortage of all cadres for hospital inpatient services is 11% or 313 out of 3,032 (2,729
+313).
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7.2.2 Personnel for Outpatient and Community Services

The staffing nerms for outpatient and community care are based on the estimated
needs for 100,000 population. The outpatient services of hospitals are included with
the services provided in health centres and dispensaries. For these calculations it is
taken that 15% of hospital staff time is spent on outpatient care. Table 7.7 shows the

personnel required for 1997 and for 2005 together with the net annual increase
required.

The table shows that there is a current deficit of §8 clinical officers, 525 nurses and
108 pharmaceutical personnel. ‘The deficit of 68 doctors, based on a national norm,
is as indicated previously, high for rural districts.

The overali shortage of all cadres for outpatient and community services is 2,059 cut
of 4,232 i.e. 48%. This deficit is much greater than for the hospital inpatient services
(11%). It is unlikely that the annua! increases required to bring the numbers up to
the national norms can be met in the near future.

In general, the sample survey shows that the shortages are most severe in the wral
health facilities. The shortage of appropriately trained staff has always been one of
the main constraints in developing adequate health services. Over time, the reasons
for staff shortages have varied. The demand for staff has increased with the number
of health facilities developed, and this has in tum, been caused by rapid population
growth. This means that even to maintain the health worker/population ratio, let
alone improve on it, the number of health workers must also be doubled in 17 years.

On the other hand, it must be noted that there are also a number of qualified nurses
who are surplus to their training hospital requirements and are currently unemployed

because their training program conducted by the Missions are not recognised by the
MoH.

To address the problem of shortage of staff, training facilities are steadily being
developed in Kenya and in the Study Area. The Kenya Medical Training College
(KMTC) runs the majority of the iraining programmes while mission hospitals
undertake some training for nurses, pharmacists and senior nurses. A summary of

the training facilities, including those of Missions, in the Study Area is given in Table
7.8.
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Table 7.8 Training Institutions in the Study Area

Name of Institution Sector Programmes

MTC Kisii GOK Enrolled Community Health Nursing Certificate (2.1/2
years)

Tenwek School of Nursing Mission Enrolled Conununity Health Nursing Cettificate (2.1/2
years); Community Health Workers

Kaplong Schoot of Nursing Mission Kenya Registered Community Flealth Nursing Basic
Diploma (3.1/2 years) ‘

Chulaimbo Rurat Health | GOK Community Health Experience for:

Training Centre (RHTC) KRCHNs from Kisumu MTC (4 - 6 weeks)

(just outside the Study Area in Clinical Officers from Nairobi, Nakuru & Mombasa (6

Kisumu District) - 8 weeks)

Nduru RHDC GOK Comimunity Health Experience for ECHN from MTC
Kisii (4 - 6 weeks)

Marani RHDC GOK Community Health Experience for ECHN from MTC
Kisii (4 - 6 weeks)

One of the 25 KMTC campuses is in Kisii. It trains Kenya Enrolled Community
Nurses. It is situated on its own compound, near the Kisit District Hospital. It has
ten tutors and an annual intake of 30 students, and an output, after two and a half years,
of 20 KECNs. The school has a classroom for 20 students, good equipment and
teaching aids, and a small well-stocked library. There is good residential
accommodation for 96 students in single rooms. Practical nursing is done in the
Kisii hospital and study of community health at two Rural Health Demonstration

Units at Marani and Nduru. The management of the school comes directly under the
KMTC and not the DHMT.

7.3 COMPETENCY OF HUMAN RESOURCES

It is clear that the health care provided in the Districts falls short of the standards
based on good medical practice.  Although no quantitative assessment was
undertaken, experienced practitioners observed that clinical histories and physical
examination were seldom undertaken and multiple prescriptions were the rule. An
indirect assessment of quality of care in many of the rural facilities is afforded by the
relatively small numbers of patients attending and the large numbers that bypass them
and go straight to the overcrowded District Hospital.

One reason for the decline in quality of care could be the limited supervisory visits,
particularly 1o rural health facilities. DHMT members are unable to conduct regular
visits due to lack of either transport or fuel, or to broken down vehicles. The
delivery of gas cylinders {for refrigerators) and drug kits is somewhat irregular, and
the number of units that have to be visited on one trip limits the time available at any

one unit, thus prohibiting effective supervision. [ and when supervision is done,
checkiists are not used.
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Another reason for the gap in capacities among some district health staft is the limited
opportunities for continuing education (CE). Furthermore, a national master plan for
CE is yet to be produced. The current district CE programmes are still dominated by
the dictates of the national vertical programmes - KEPI, MCH/FP, CDD, AR, etc.
There is no planned programme of continuing education for all staff in any of the
Districts, and those in the rural health facilities are the most neglected.

To confront the issue of competency of staff and all the problems related to health
personnel, the MoH established 2 Human Resource Planning and Development
Department. The Department, together with consultants, is conducting a staff
analysis, developing staffing norms, identifying staffing nceds, and aiming at
producing a Master Plan for Human Resource Development and Management by the
end of 1998,

A new cadre of District Continuing Education Officers (DCEOs) was created and
posted to 22 districts. Kericho is the only district in the Study Area that has a DCEO.
The strategy is to conduct short courses for technical upgrading of health sector staff
at all levels including:

e {raining seminars on management and PHC;
¢ development of libraries in health facilities; and
o development of health learning materials.

The critical role of continuing education is also recognised in Kenya’s Health Policy
Framework (1994). It recommends decentralisation of CE to the disincts.
Elements of the strategies to be used include: “continuing education units with full
time staff in each district”.

Recently a review of the health staff led to an adjustment of intake for various training
programmes - e.g. the intake for clinical officers was increased. A District that
wanted to have a two-day seminar for key members of the newly appointed Health
Centre Management Boards received assistance from the District cost-sharing funds.

7.4 PLANNING DIRECTION

7.44 Upgrading of Supervision of Rural Facilities and Development of
a Continuing Education Programme.

It is clear that though many rural health facilitics need maintenance and rehabilitation,
staff housing, renewed and improved equipment, additional staff, and a regular supply
of drugs, the underlying problem lies with the existing staft. Reorientation, re-
motivation, guidance and support for the rural health facilities cannot be instituted as a
single intervention, but these are probably the most critical inputs if better quality
health services are to be provided.

7-13
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While the recruitment and basic training of health staff is currently a MoH
headquarter‘s function, the responsibility for management and continuing education of
staff lies with the District. What is proposed is a radical upgrading of the standard
supervisory visits and increased opportunities such as workshops for appropriate
continuing education for alt rural health facilities and for all categorics of personnel.
Run properly, these District workshops can do more than just increase knowledge and
skifl. They can be the venues for providing guidance and support, too.

At the moment there ate no specific health training facilitics available. Each district
has used hotels, mission centres, or various technical training centres for the few
courses that have been held.  One or two Continuing Education Centres, along the
lines of the Rural Health Training Centres, for the five Districts of the Study Arca
should be considered. Basing such a facility on a well functioning health centre may
be more appropriate than establishing it in a town at the district hospital. Such
cenfres should be autonomous, with their own management boards and financiat
control. The back up of DCEOs with a full-time health/medical educator would
assist in establishing the centre,

7.4.2 Strengthening Health Management in the District

The Health Policy Framework (1994) calls for decentralisation of many management
and administrative functions, currently undertaken by the MoH headquarters, to the
distict. In this regard, Facility Management Boards/Committces are being
established for health centres and dispensaries. Communities in some areas have
established Village Health Committees. In addition to these new community/public
responsibilitics, the role of professional/technical management is increasing -
particularly the role of the District Health Management Teams (DHMTs).

To meet these increasing needs for management throughout the districts, further
training and continuing support is required. The establishment of an appropriate
local health management training facility should be considered.

7.4.3 Community-Based Heaith Care

Traditional practitioners and birth attendants have always been there and more
recently communities, guided by health workers, have established systems of
training and supervising their own representatives - Community Health Workers
(CHWSs) - to provide basic health care. In the sample survey of 37 facilities, 135
community workers - community health workers (CHWSs), traditional birth attendants
(TBAs), and community-based drug distributors (CBDDs) - were reported as working
with eight facilities. Tenwek hospital has an extensive community programme
extending from Bomet into neighbouring districts. Kaplong, Litein and Kéricho
hospitals have trained community health workers. Bomet has a Forum for agencies
working with community-based workers. In other areas, the Bamako Initiative

-
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helped establish community pharmacics.  IHowever, there is no comprehensive data
about community-based workers and the scrvices they provide.

To assist and coordinale existing community activitics an interdisciplinary
Community-based Core Support Team could be established.  When communities are
ready it could assist in the oricntation and training of various community-based
workers - community health workers, traditional birth attendants, community drug
distributors, local environmental artisans, etc. For such (training appropriate
curricula and learning materials would have to be coliected and/or developed.

The Health Sector Reform ‘recognises the need to mobilise the community and
provide it with a real stake in the health service provision®. Recognition of the fact
that there are, and for a long time will continue to be, a shortage of staf¥ for the rural
health facilities emphasises the importance of developing community-based health
services.

7- 15
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8. HEALTH SERVICES: THE STANDARDS AND

REALITIES

8.1 THE STANDARD HEALTH PACKAGE

According to the source and venue, health services can be classified into three groups.
The first group includes those services that are provided in the community by
traditional health practitioners and traditional birth attendants. The second group refers

to services extended by the licensed health staff in the communities such as the
following:

e Outreach activities organised by PHS and PPP'; in some cases, nurses and
clinical officers conduct home visits;

e Visits to schools and food establishment extended by members of the DHMT;
and

» Mobile Clinics extended by the NGOs and govermnment’ (Table 8.1).

Table 8.1 Available Mobile Clinic Services in the Study Area

Service District Areas Served Seevices Offered Frequency
Provider
Associationof  JKisii and Ogembo (Gucha) curative 2 times a month
Iehysically Gucha Nyamache (Gucha) MCHFP for each place
Disabled Marani (Kisii) Awareness, promotion
f Kenya Samele (Kisti) & health education
(APDK) South Mugirango (Gucha)
lttierrio Nursing  [Kisii Bogitaa MCH/FP 1-2 times a
and Musesi curalive month
Matemity Home Mititi health education
Kipchimchim  jKericho Kapsorok Ainamoi curative 2 times a week
Health Centre Koiyabi immunisation
Chepcholget
'Tenwek Hospital |[Bomet Bomet Central antcnatal care 2 times a week
Siongiroi |tP
Chepcholget immunisation
health education

Source: JICA Study Team. Field Survey, 1997.

The third group of services are those provided by licensed staff in authorised health
facilitics. This would be the focus of discussion for this chapter.

1 pHS (Public Health Staff. Public Heahh Oificers and Public Health Techaicians) and PPP (Personnet for Preventive and
Promotive services including those responsible for Family Planning, Nutrition)

t According to AMREF, the annual cost of maintenance per vehicke for mobile clinic is about $7,000 10 $14,000, an amaount
t that could hardly be sustained by public services.
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Table 8.2 summarises the standard health package that should be available at
dispensarics, health centres and district hospitals. The Study Team proposes a host of
services that could be included in this standard package (Appendices A6 and A7).

The dispensaries are staffed by 5-11 enrolled community nurses, subordinate staff,
public health technician, and/or watchman. They are mandated to provide basic
curative outpaticnt services, environmental health services, and other primary health
care activities. Type 1 dispensaries are to serve a catchment population of up to 10,000
whereas Type 2 of up to 15,000, The three-roomed health facility and basic treatment
facilities do not admit patients. Also, laboratory tests are not conducted in dispensaries.

On the other hand, heatth centres are expected to provide, on top of primary services,
the following: nutrition, maternity, limited oral health, minor surgery, laboratory, and
inpatient (12 hours maximum length of stay before the patient is referred). The 31-46
staft are responsible for managing consultation and treatment rooms, laboratory, minor
surgery, pharmacy, sterilisation, deliveiy, kitchen, and laundry facilitics. There would
be about 18-24 beds avaitable for maternity and other cases. Staff houses would be
provided. The catchment population for Type 1 is from 50,000-70,000 while that for
Type 2 is from 50,600-100,000.

Table 8.2 Standard Services For Each Facility Category

Facility Essential Laboratory service Inpatient Specialist
Category Package service care
(Out patient)
Dispensary | PHC - - -
Health PHC Blood slide for malaria MATERNITY -
Centre Ante-natal Care, | Simple microscopy (stool and 24 Hour
FP,CWC urine} EMERGENC
Immunisation Haemoglobin estimation Y
District PHC Blood: Smear for parasites, Range of YES
hospital Ante-naial Care, | Complete blood cell count, ESR, | inpatient care
FP (inclusive of Haemoglobin/ haematocrit. Theatre
Tubal Ligation), | Blood chemistry: Sugar services
CwC Culture and sensitivity tests
Immunisation Blood group and X-match
Radiologicat : Plain X-ray,
Intravenous Pyelography,
Ultrasound
Serology: Widal, Brucella
Screening: HIV, VDRL
Sputurn: smear
Biopsy specimens taken

The sub-district and district hospitals are designed to provide inpatient services on a
longer ter and to act as a referral centre for internal medicine, obstetrics/gynaecology,
surgical services (limited capacity for sub-district and full services for district),
dentistry, psychiatry, ophthalmology, otorhinolaryngology, and forensic medicine.
They have operation theatre, intensive care, and radiographic facilities. They are



The JHCA Study: Final Report, Main, Chapter 8

capable of conducting more sophisticated Iaboratory examination such as blood
chemistry, serology, screening for HIV & VDRL, sputum smear, blood typing and
cross-matching. The 80-150 beds in a sub-district hospital are expected 1o serve a

population of 100,000-250,000. The 150-300 beds in a district hospital cater to
250,000-1,000,000 residents.

Although not included in Table 8.2, provincial hospitals were established and operated
by the government to provide the entire spectrum of primary, secondary, tertiary, and
specialised health services. They accept referrals from district hospitals, particolarly for
diagnostic and therapeutic care that require highly qualified specialists in various
disciplines. They have from 250 to 800 beds to cater to a catchment poputation of 1 to
2 million.

The Kenyatta National Hospital is a national referral and teaching hospital providing
mainly tertiary and specialised services. It is also the centre for clinical research. There
are other specialised hospitals in the country such as the Spinal Injuries Hospital,
Mental Health Hospitals, Infectious Diseases Hospitals (inclusive of Tuberculosis and
Leprosy Hospitals), and Matemity Hospitals. The physical facilities, staffing norm, and
number of beds vary according to the specialisation of the hospital.
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8.2 THE REALITIES

A survey of public health facilities in the Study Arca revealed that only 13% have the
capacity to provide the full range of essential health package (Table 8.3). Among the
district hospitals (as a newly established district, Gucha still does not have a hospital),
only the Kisii DH can offer the full range of package. It seems Bomet and Kericho are

the worst off districts because none among the facilities surveyed could provide the full
range.

Table 8.3 Proportion of Facilities Providing Full Range of Essential

Package at the Out Patient
Facility Type Bomet Gucha Kericho Kisii Nyamira
Dispensary 0/3 0/3 0/4 o3 1/3 (Magombo)
Health Centres 0/3 1/3 /6 1/3 1/3 (Keroka)
(Kenyenya) {Masimba)
District hospital 0/1 - o/l 111 /1

Source: HCA Study Team
Note: The denominator is the total number of fucilities included in the survey.

8.21 Dispensaries

There is so much variation in the availability of health goods and services among
dispensaries (Table 8.4). Dispensaries F and G are seen to provide most services
whereas dispensarics D and E could not provide even basic preventive services.

Although not included in the essential package, simple laboratory examinations are
available in three dispensaries.

Table 8.4 Health Services and Goods Actually Available at Dispensaries (N=7)

- Health scrvices at C A B C Do CE L F G
Dispensary S SRR T B )
Anti-malaria, chloroguine O 0O O 0 O &) O
quinine 0 0 0
ather drugs 8] L8]
Guidelinz of diagnosis of 0 ¢] 0 0
ARI
| Immunisation O 0 0 O
Oral rehydration salt o 0 o &) 0 QO O
| Growth Monitoring 0 0 0
Antenatal Care 8] 0 0O O O
Iron Supplement &) 0 O O 0 O
Family Planning 8] 3 O O
Any laboratory work O(a) Ob) 0O(c)
Minor surgery 8] 0 O O 0 8]

Sonrce: HCA Study Tean 1997
{a) urine analysis {b) haemoglobin, haematocrit, wrine analysis
{c}arileria lood smear, stoel analysis, Hacmoglobia, hasmatocris, urine arnalysis, AF &

%-4
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a. To Control Malaria

All the dispensaries are stocked with anti-malaria drugs. However, it seems they have
not reccived SP, the recent drug of choice.

When it comes to diagnosis, health staff depend on the clinical presentation only.
Realising the high prevalence of mataria, it might be worthwhile to consider a system of

improving the clinical skills of dispensary staff or providing a system to do microscopic
examination.

When it comes to prevention, the public health technicians need to coordinate with the
other health staff on the timing of their public education and environmental campaigns
against malaria.

b. To Protect Children’s Health

All dispensarics carry oral rehydration salts (ORS) in their stock. The staff also provide
instructions on the use of ORS, Tt is surprising that not all facilities have the guidelines
on management of AR, can provide immunisation and monitor growth of children.
While weights are somelimes taken, heights are not measured. Developmental
assessment was done only at one dispensary.

¢. To Reduce Maternal Ill-Health and Excess Fertility

Tron supplements were found to be available in most facilities; however, there is no
information on the number of recipients.

Only about half of the dispensaries do provide antenatal care and family planning
services. Antenatal care includes measurement of weight, blood pressure and foetal
heart rate. The family planning methods that are being promoted are the use of
condoms, taking of oral contraceptive pills, and injection of Depo-Provera. Only one
dispensary provided intrauterine device.

8.2.2 Health Centres

From among the twelve facilities (Table 8.5), not a single health centre can offer all the
health services and goods. Health centre A provides all services except those related to
family planning because a missionary group runs it.
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Table 8.5 Health Services and Goods Actually Available at Health Centres
(N=12)

7 Services and Goods’

o

e

Anti-malaria

Quinine

o
o
o|o|ol=

others

o

olo|eiel®
clolo|of =

Malaria blood smear

[ Guideline of diagnosis of

olo|locicio|cts
o}

Oral antibiotics

Injectable antibiotics

Immunisation

oleclojole|c|ole|cie

olo|ololo|olojo|of=
oleloiojoloic|o|ol

wiNalRalge)
]Sl RalRolie)
SO 0IC|C
oo|C| e
wiNalNol R

Oral Rehydration Salt

Intravenous fluid therapy

Stool analysis

=
@]

clololoio|Clo
olRelNollolRolle) RulRolRe)

Growth monitoring-

<
<
Q
o}
e
o

height

development

o

Antenatal care

o
o]

ce

Iron supplement

o

CIOIeIQIOIQO, O CO|C

Delivery

o
clo|o|C @

Family planning

w]fel Nolialge

condom

QOral

ol ¥allelNolEwlRvl Rl Rl Ralga) g
SOOI C|OIQ|O|0
OO0

injectable Depo-

=] E=lReolEnlRelfe] kol Ralie])

oloje|e o
(1R elRelRalls)

Intra-utezine

clelelolojo|ojolo|o|oe0o|000|0

(0|0 C|CIo| 0|0
olo|o|o|eio| oo elo

Inpatient’s care O

o

YUrine analysis

C
)
<
o

Haemoglobivhaematocrt | O O

@
o

Source: JICA Study Teamn 1997

Although it is mandated to provide in-patient services, only half of the health centres do
naintain beds for patients requiring observation or care within 24 hours. While the bed
occupancy rate goes up during Malaria season, the availability of staff and supplies
reflect its bed occupancy rate in the rest of season.

The availability of preventive services depends upon the availability of staft, equipment
and supplies.

a. To Conirol Malaria

Like the dispensaries, all health centres have anti-malaria drugs but not the appropriate

one. As far as their laboratory capabilities are concerned, only 7 of the 12 centres can
perform blood smear examination.
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b. To Protect Health of Children

All health centres have oral antibiotics that could be used for children with ARL
However, only about 60% have the guideline for diagnosis of ART.

Although some health staff would complain of occasionat lack of fuel for the cold chain,
all the health centres do have the capacity to provide vaccinations.

There is no problem on the availability of oral rehydration salts. However, only five of
the heallh centres can provide intravenous fluid therapy to severely dehyd rated children
needing immediate care. Stoot anatysis could assist the diagnosis only in 7 facilities
where they could be performed.

Weights of children can be measured in alt health centres. In two-thirds of the facilities,
developmental milestones are monitored, too.

¢. To Reduce Maternal Il-Health and Excess Fertility

It is apparent that the health centres can have definitive contribution in reducing
maternal ill-health because of availability of antenatal care and iron supplements.
However, delivery of babies can not be done in one-third of the facilities surveyed
either because of lack of equipment or supplies.

Except for the one owned by a missionary group, all centres provide various types of
goods and services for controlling excess fertility. But, ne facility can do permanent
intervention such as tubal ligation. Intra-uterine devices can be inserted and its patency
monitored in only 6 of the 12 centres.

8.2.3 District Hospitals

The review of 6 hospitals in the Study Area clearly showed that the hospitals have the

services to manage complicated cases of malaria, ARI, diarrhoea, and pregnancy (Table
8.6).

They are the primary health facilities in keeping the lid on emerging and re-emerging
diseases. They have the diagnostic tests for HIV. They are designated as the focal
facility for diagnosis and treatment of tuberculosis, too, although Nyamira did scem to
have some problems at the time of the survey.

The hospitals have varying capacities to handle both major and minor surgeries.
Support systems, such as blood banking, are also in place.

However, a few essential health services and goods in the survey checklist are not
available, specifically:

e SPis not yet the drug of choice for all cases of malaria;
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* Guidelines for the diagnosis of ARI are not being applied in all the district
hospitals; .
Oral rehydration salt are not in the district hospitals in Kisii and Nyamira;

* Monitoring of children’s height is not performed in all facilities, except in
Tenwek, while developmental assessment is not done in Kisii only;

¢ Vasectomy not in Nyamira, Kaplong and Central; and

» Basic examination of urine and blood (haemoglobin/haematocrit) are not in
Nyamira.

It seems Nyamira District Hospital needs to catch up in many areas.

Although it is not in the standard health package, pregnancy test is not available in any
public health facility. It is performed at Kaplong and Tenwek Mission Hospital only,
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Table 8.6 Health Services and Goods Actually Available at Hospitals (N=6)

Health Services and
Goods

Kericho
DH

Kisii DH

Nyamira
DH

Kaplong
M

Tenwek
MH

Cenirat H
(Kericho)

Anti-malana {chloroguine,
quinine, and others)

0]

0

0

0

O

Care for complicated
malaria

O

0

0

Malaria blood smear

Guideline of diagnosis of
ARI

~lS Q@ QO

antibiotics (oral, mjectable)

X ray

Immunisation

QIOC

ORS

Intravenous fluid therapy

Stoo! analysis

Growth monitoring, weight

ollal{sllella]{a] e

ololo

o|eeloje|e|ol e

height

development

Antenatal care

Nommal delivery

Dilatation & curgttage

Caesarcan section

o|0ie|C|C

Family planniag (condom,
OCP, Depo-provera, IUD,
tubal Jigation)

(e} {a]w]lle]le] (=]

olojeloic)|v|o|o|e|=|eio|C

olo|e|e|oe

Clololoiolo|ololo|ololeiele] o ©

*

ol 1o oo [Oe|elo|e|e|e

vascctomy

HIV Screening

Sputum smear for AFB

Sputum culluse

STS scteening

TH treatment

Urine analysis

~QQ

Haemoglobinhaematocril

Blood transfusion

Minor & major surgery

olololeic|oie] (@@

o] (=

Education on diet

Ellellalellol{a][e] B [=]{e] [+

oOlo|2|C |0 |C|C(L|P|C

cleleloeio|o] |2fe]e

oio|oic|oic|el ofe

Sowrce: HCA Study Team 1997
* does not include FUD
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9 REFERRAL SYSTEM

9.1 THE CONCEPT

9.1.1 The Organisation

In the past, the Minisrty of Health

established the referral system based on P"’V"“C‘a:{irs‘g‘;?;b“a“"“a’

the hierarchical structure of its own I 7t i
organisation. Latcr, the conccpt of Information 3rd Referral Macro Policies
referral system has been expanded to Distrct Policies Suppts
include other providers such as non-  ( District R

governmental organisations, missions,
private sector, home-based providers,
volunteer health workers, and traditional ogistis

L
el b tnformation ~ 2ndReferral  vagical Programs
practitioners (Fig. 9.1), Traing _ isoreMonitoring

District Hosphal

At the community level, the some patients
are first seen by the {traditional health
practitioners, community health workers,
or the dispensary staff, who refer the
patients to the health centre staff.
Patients seen at the district hospital are
presumed to have been assessed and
given preliminary assistance by lower
level facitities.

3?1’7101'1 a9

9.1.2 The Services | I o warkers 1

Based on their capacities and available TeagtioChs
e raditionzl Healers
TeSources, the health facilities,
particularly  within the government
structure, are expected to provide certain
types of bealth services’ (Annex 3
Definition and Categorization of Health
Facilities in Kenya).

. 4 oy

Fig. 9.4 Copoept of District Health Service Olivery and Referral System

' The services and staffing pattems are based on the standards set forth in the 1991 “Report of a Technical Commities on

Definition and Categorisation of Health Facilitics in Keaya™. -

9-1
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9.1.3 Referral of Specimens

Aside from referral of patients, specimens may also be transferred to laboratories
(Table 9.1). These specimens are collected usually at the district hospital, processed
and then sent by post or courier services to the provincial or national laboratory at the
Kenyatta National Hospital. For other specific diagnostic examinations (e.g. X-ray
and endoscopy) patients are referred to centres with these facilities,

Table 9.1 Standard Laboratory Tests Available by Facility Category

Facility Categoty Tesis Available Types of Test and Recipient

acilities for Referral

Haemogtobin estimation

Dispensary None Patients referred to HC or Hospital
Health Centre Blood stide for malaria For complex tests, patient referred
{HC) Simple microscopy (stool and urine) to District Hospital (e.g. X-ray)

District Hospital

Blood: Smear for parasites, Complete
blood cell count, ESR, Haemoglobin/
haematocrit.

Blood chemistry: Sugar

Culiure and sensitivity lests

Blood group and X-match
Radiological : Plain X-ray,
Intravenous Pyelography, Ultrasound
Serology: Widal, Brucella

Screening: HIV, YVDRL

Sputer: smear

Specimens sent to Provincial or
national hospital {Kenyatta National
RHospital):

Biopsy

Fungal swabs

Virology culture

Patients sent to Provincial or
national hospital for:

Specialised radiological tests
Endoscopic tesls

9.1.4 Transportation for Referral

When it comes to the transportation that should be used for referral, the ideal situation
dictates that the referring facility is expected to be responsible particularly during
emergencies. In case of death, the retatives or community is responsible for the return
of the body for burial at home if they so require. In non-emergency situation, the
referring facility is expected to provide a retumn ticket for the patient and one escort
health worker. The choice of mode of travel lies with the referring doctor or clinician.

In extreme emergencies, a patient could be flown by the “Flying Doctor Service” of
AMREF”,
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9.1.5 Referral of Emergency Cases

Ideally, patients may be referred upward and downward the hierarchy - upward for
services that are not avaitable in the lower facility categories and downward for follow
up care and feedback. For emergency care, however, patients may be brought to the
nearest facility prior to transfer to a more appropriatc one. For example, patients
requiring radiographic examinations, an operating theatre, or specialist in obstetric,
gynaecologic, surgical, or acute medical care would finally have to be referred to a
district hospital.

9.2 MAJOR FINDINGS

The referral system as conceptualized by the MoH is functional in the Study Areas.
Indeed patients and pathological specimens are referred among the different levels of

health facilities and across various types of providers. Preliminary data showed
several trends.

9.2.1 Direction

The direction of referral is multiple (Table 9.2). All facilities seem to refer to others
regardless of the owner of the facility. Nonetheless, GOK facilities would tend to
refer to other GOK facilitics, one third of which are outside their district boundaries,

The facilitics owned by the missions seem to be neutral as far as their choice. They
refer equally to GOK and to Mission. They have more referrals to facilities outside
their district boundaries. The number of private facilities surveyed is limited to
observe a definitive trend. '

Furthermore, there is no downward movement documented in the survey. However,

tuberculosis patients are referred back to lower facilities once their diagnosis is
confirmed at hospitals.
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Table 9.2 Number of Referrals: By Source and Recipie_nt

RECIPIENT . SOURCE OF REFERRAL
GOK* PRIVATE. 1 MISSION
HIBC]DITI{HJHC|ID | TIJHIHC|D]| T
GOK H*# oOl6]loe |22V 0 0 ]JOfJYJOof2]013
HC DYO | 4 0100 olotlo
D 0jJ01]0 ¢clOoi O 0jo0}o
Youtside the KNH#*++ 1jejJoju3jtrjoljofli1li1j1oto]1
district '
PGH 1 1082 0101 © 9]0]0
bH 01534 0ja0l]o 9]0]o0
PRIVATE H oOlz2jo]RiT1]JOoJOoliJal1]o]2
HC 01010 01010 6 1o]o
D 01010 0]Jojo 0j101]0
Unspecified 11411 01010 0010
OutsidetheDistrict f 0 6 o o JoloJoJofFtilolo]
MISSION H Oj6]5]jojolojololo]o]?2
HC o]Jo}o 01010 0]1]01]0
D ojolo 01010 0jofJo
(outside the MiSSION ojojoejoso0jojojofriJi1fofz2
Jistrict) . .
OUTSIDE KNH 1joJoja]jijJojoj2l1]o6V70T14
THE PGR 1 1]01]2 ¢0jo0jo (VIR K
DISTRICT |DH 6|51 4 0folo 01010
MISSION 6 lo}o 0910¢10 i I 10
PRIVATE 0]l]ot1o0 9]0} 90 11010
Unspecified 0:0 1 11930 01010
* GOK = Government of Kenya
t* H = Hospital; HC = Health Centre; D = Dispensary; T = Total
#++ KNH = Kenyatta National Hospital, KEMRY, NPHL; PGH = Provincial General Hospital; DH
= District Hospital

Source: JICA Srudy Team, 1997

9.2.2 Number

a. Incoming Referrals

The Study showed that from 1.0 to 8.4% of patients seen in the facilities surveyed

were incoming referrals (Table 9.3). As expected, Kericho and Nyamira received the
highest number of referrals. The data from Kisii may be a spurious one and may be
attributed to poor records,

Table 9.3 Total Number of Patients Seen and Incoming Referrals
(July 1996 - June 1997)

New cases Re-Attendance Referrals Total
Bomet 82,126 15,168 1,19t {1.2%) 98,485
Gucha 35,266 14,655 021 (1.81%) 50,842
Kericho 56,114 10072 6,102 (8.44%) 72,288
Kisii 124,777 25,319 526 (0.35%) 150,642
Nyarnira 93,130 13,267 1,118 (1.03%) 107,515
‘Fotal 391,413 7,8501 9,858 (2.05%) 479,772
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b. Outgoing Referrals

Looking at the average number of outgoing referrals per month (Table 9.4), it seems
the numbers of referrals from health centre and dispensary ate almost the same. The

low average for hospitals is expected as it is designed to be the referral centre within
the district.

Public facilities refer more patients (11 per month) than mission facilities {7). The
only private facility surveyed reported the least number of referrals per month.

Table 9.4 Average Number of Referrals Per Month

CRITERIA Mean
Category Hospital 1
Health Centre 9.9
Dispensary 1
Owner GOK 10.4
Privale 0.5
Mission 6.5

Source: JICA study Teamn, 1997

9.23 Peak Season

Some facilities (17%) reported no peaks while others observed that their referrals
increased unuvsually from March to July because of malaria, from August to December
of matemity cases, from April to August of acute respiratory infection, and in
December because of severe injuries. The referral pattern runs paraliel to the disease
pattem.

9.2.4 Transportiation and Communication Facllities tor Emergency and
Non-emergency Referrals

All mission and private health facilities have their own ambulance. In contrast, only
11% of GOK facilities have a functional vehicle that can be used for transporting
patients. In the past, the government distributed ambulance units to some health
centres. It seems, however, that the centres had difficulty in maintaining the units.

Generally, the mode of transportation for emergency or non-emergency cases seems 1o
be similar. The patients would tend to arrange it by themselves even if a facility
vehicle is available. This is evident in Kericho, Gucha and Kisii. The patients would
prefer to commute or take the public transportation (“matatu”).

Patients dom'mg from mission hospitals, however, would at times avail of the facility
vehicle. In fact, one of the missicn hospitals has a plane that could be used for
emergency referrals,
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When it comes to communication facilities, some key informants reported the
presence of telephone units in all district hospitals, some health centres, and a few
dispensarics. However, some telephone lines have been disconnected already because
of the inability to pay for the bills.

9.2.5 Cases Referred for Diagnostic Examination

A total of 25 diagnostic examinations were cited as reasons for refeiral. Chest X-ray
is the most common as all the GOK health centres and dispensaries were unanimous,
The other common requests include the following: Widal Test, Kahn VDRL, Sputum
smear and culture for suspected TB cases, culture and sensitivity testing, cytology and
histology, liver, function test, HIV serology, pregnancy testing, blood typing and
cross-matching, blood sugar, and PAP smear. All these can be considered as
appropriate referrals,

However, there were referrals coming from the health centres that would be
considered inappropriate because they are expected to have the capacity to perform
the tests. For example, 45% of the health centres surveyed had to refer for malaria
testing, 27% for stool examination, and 19% for urinalysis.

At present, the district hospital laboratories are designated as the referral centre for
HIV testing. Another facility in Kisumu has advanced laboratories for different types

of examinations. This facility, Kenya Medical Research Institute (KEMRI) for
Malaria, conducts drug-resistance testing.

9.2.6 Referral of Emergency Cases and Others Requiring Specialised
Services

At least 19 reasons have been documented as reasons for referring patients to other
factlities. The most common cases in descending order are the following: fractures
and dislocation; deep wounds and injuries; first pregnancy, complicated and high-risk
pregnancies; acute abdominal pain; accidents, tumours/cancers, complicated malaria,
and severe anacmia. All these cases are referred appropriately to hospitals within, or
sometimes outside, the district boundaries. Refemal of delivery of first bom to
hospital is encouraged to minimise the risks to both mother and child.

9.3 PROBLEM, iTS EFFECTS AND CAUSES

Core Problems

The existing referral system seems to be not working as conceptualised by the MOH.
It holds the following core problems.

1} downward referral or provision of feedback was hardly observed;
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2) occasional inappropriateness particularly coming from the health centres; and
3) some patients would bypass the hicrarchical structure.

Direct Effects

Some direct effects of a sub-optimal referral system include congestion in the district
hospitals and under-utilisation of the rural health facilities.

Direct Causes

There are causes that can be attributed to the supply side and others to the demand
side of health service delivery. From the supply side, the general inadequacy in the
provision of essential health packages is a pervasive problem among GOK facilities.
Table 8.3 shows that only 13% of the facilities can provide the full range of essential
package at the time of the survey. By facility category, the problem becomes worse as
one goes down the organisational hierarchy. All of the facilities surveyed in Bomet
and Kericho could only provide some services but none fully.

Still on the supply side, the other factors that contribute to sub-optimal operation of
the referral system are as follows:

1) limitations in the capacity and performance of laboratory services and the absence of
a referral network;

2) difficulties in the maintenance of ambulance services; and
3) transport facilities for referral are hardly linked to communication facilities.

From the demand side, there are two possible causes. On one hand, it seems the
referral system was introduced without informing the public of the types of services
that can be availed of in different facility categories.

On the other hand, bypassing of lower-level facilities can also be attributed to more
pragmatic reasons. Nearness to their residence is a common one. Availability and
quality of services may be strong “pull” factors for patients to go directly to hospitals.
Although services at the dispensaries are for free, although consultation fee at the
hospitals would be cheaper if they have referral letters, still there would be some
patients who would give these up. Nowadays, the effectiveness of these economic
incentives is threatened as some dispensaries have started to collect some amount for
their cost-recovery fund.

9.4 PREVIOUS AND ON-GOING ACTIVITIES

Previous and on-going aclivities have not been directed at a campaign to strengthen
directly the referral system. Instead, the programmes have been targeted at specific
clements of the government health care delivery organisation. For example, there are
programmes for the development of human resources and essential health packages.
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Some of the programmes, however, have becn criticised on the grounds of being
strongly dependent on donors’ contribution leaving doubts on their sustainability.

The programmes that might have the most direct impact on the referzal system coutd
be that on the mobile services and the Health Management Information System. The
GOK introduced the mobile and outreach services as a strategy to reach out to nomads
and under-served communities. Instead of transferring the patient from the
communities to the health facilities, the concept was to bring the facilities to the
communities. In the facilities surveyed, mobile or outreach services of the GOK have
all been discontinued because the vehicles have broken down and inadequate
budgetary and staff support. There are two mission hospitals (i.e. Tenwek and
Kaplong) that continue to provide outreach services on a fee-for-service basis.

Occasionally, there would be other non-governmental organisations providing special
services for the handicapped.

Regarding the Health Management Information System, it seems too early for the
rural health facilities to collect information and assess the impact of on-going
activities, Nonetheless, there is a need to review the information system vis-3-vis the

requirements for an effective referral system considering emergency cases and
increase of communication.

According to interviews, a concerted effort to improve the laboratory services is still
wanting. In the past, there was no specific comprehensive programme yet in this field.

8.5 PLANNING ISSUES

8.5.1 Strengthening of Laboratory and Other Diagnostic Capacities

e There is a need to support the health centres so that they can conduct essential
laboratory examinations.

*  The establishment of a system of networking among laboratories and diagnostic
cenlres could be entertained with the end in view of optimising exisling capacitics of
both public and non-public facilities.

* Recognising the necd to control common diseases (e.g. mataria, diarthoea and
tubereulosis) and rapidly spreading emerging diseases (e.g. HIV), a more aggressive
strategy in conducting definitive diagnostic tests could be developed.

9.5.2 Development and Support for a Sustainable Communication,
Transportation and Information Sysiems

¢ There is a need to incorporate a communications facility development plan to any
system of transporting patients on an emergency or elective basis,

¢ A more effective, efficient, equitable and sustainable transportatton system has to be
developed. There is a demand from both elective and emergency cases. However, at
least three things may have to be done first.
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One, there is a need to quantify the demand and determine the optimal combination
and distribution of vechicles. Possible networking with mission or private facilitics
should be considered. The issue of a multi-purpose or uni-purpose vehicle could be
discussed.

Two, there is a need to identify mechanisms to finance the maintenance of these
vehicles.

Theee, there is a need to train the users of these vehicles on proper use, maintenance
and trouble-shooting. Training of drivers on paramedic skills can also be included.
In the information system, there is no major issue that needs to be addressed except
for the need to reproduce the existing letter or forms used for ceferring patients,
improve the system of keeping the records and possible re-designing of the reports to
make it more useful to deciston-makers.

Promotion of Access and Revision of Economic Incentives for
Patients to Comply with Referral System

There is a bigger issue of whether economic incentives or disincentives can really be
a policy instrument to affect the behaviour of patients. If the decision is alfirmative,
then there is a need to coordinate the cost-recovery activities of some dispensaries
and the fee structure in hospitals. There is a need to review the pricing policies as
well as the price difference threshold to encourage people to avail of functional
lower-level facilities.

Addressing the Needs of Under-served Communities Through Promotion of Mobile
Clinics or Qutecach Services

To improve access to essential health services, training of local people as community
health workets could be considered as an alternative in hard-to-reach communities.
In the Study Areas, mobile clinics or outreach service may be organised under two
conditions. On one hand, it can be a transitory strategy while waiting for the benefits
of long-term sotutions. On the other hand, it can be an effective tool for specific
campaigns particularly when a high-profile activity is needed to increase the public
awareness or achieve programme targets. Much can be leamed from the system of
missions and NGO in keeping the mobile and outreach services sustainable.

Communicating with the Public on Referral System
To minimise “by-passers” of lower lever facilities, it is essential to communicate to

the public the merits of following the hiesarchical system of referral. The success of
the referral system depends partly on the comphiance of the public.
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10. LOGISTICS SYSTEM

10.1 GENERAL LOGISTICS SYSTEM IN KENYA

The GOK established and maintains a logistics system for essential drugs and medical
supplies (Fig. 10.1) based on the “push” principle that starts from the top of the
organisational structure. Theoretically, the requirements are estimated based on Health
Information System data on population, number of health facilities, morbidity pattemns,
and health facility workload. Since 1995, drugs are procured centrally by either the
MoH or the individual donors through procurement agents. Occasionally, some DHMB
would buy directly from private chemists using the facility improvement fund.

The Medical Supplies Co-ordination Unit (MSCU) and the regional depots are
responsible for storage and distributing' kits to districts at tevels pre-determined by the
MoH. The stockholding capacity of the MSCU is 6 monihs and that of the regional
depots is 3 months, There are at least five kinds of kits:

1) dispensary kits, health centre kits, and dressing and lotion kits for rural health
facilities under the Essential Drugs Programme;

2) inpatient kits, out-patient kits, and anti-malarial kits for provincial, district, and
sub-district hospitals;

3) vaccination kits for the KEPI;

4) kits for family planning and sexually transmitted diseases; and

5) oral rehydration solutions for the Control of Diarrhoeal Diseases programme.

Aside from kits, loose drgs, family blanning commodities, and medical supplies are
also distributed through the system.

At the district level, medical supplies are stored in the hospital bulk store, hospital
drugstore, pharmacy, or district EDP stores prior to their distribution to various end-
users {¢.g. hospital wards, theatres, RHF, or patients). The District Pharmacist has a
central role in supervising drug use in RHF and in redistribution of slow-moving drugs.
Drugs and Therapeutics Committees are organised to supervise drug management in the
hospitals.

' Private contractor is responsible for the distribution of kits from MSCU to Mombasa ooly,
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10.2 PROBLEMS IN LOGISTICS SYSTEM IN THE STUDY
AREAS

In general, the government logistics system for essential drugs and medical supplies is
working as planned. However, it is bogged down by a number of operational problems
in the different key health facilities.

10.2.1 MSCU

The MSCU has neither a clear mandate nor organisational structure. Tt is heavily
dependent on the MoH headquarters for its operation. The procurement, personnel, and
accounts offices function only partially as many of their activities are actually
performed by the MoH. In procurement, the MSCU is supposed to have a role in
projecting the requirements. However, there seems to be a need for stronger co-
ordination with MoH officials. Oftentimes, the MSCU will learn about a particular
procuteinent only at the time of delivery.

Fig.10.1 The Goveranm ant of
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The MSCU has a shortage of technical and management staff, and an excess of
unskilled personnel (44 subordinate staff, 15 storemen, and 9 drivers out of 122 staff).
It is estimated that 50% of the staff are routinely absent. In many of the MSCU offices,
there is no effective chain of command because the supervisor is in the same job
category as those supervised. In addition, many of MSCU staff have received almost no
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continuing education in their assigned responsibilities. This is particularly evident in
the computer section that is manned by a subordinate staff.

10.2.2 Regional Depots

The Nakuru depot serves the Kericho and Bomet districts. It is well-maintained and 11
staff update records. Itis headed by a pharmacist and has a pharmaceutical technologist,
a store manager, and various subordinate staff, Its problems are as follows.

1) Its 8-year old lomry is being repaired with DANIDA funds. At times, district
stores are asked to pick up their allocation.

2) It Jacks storage space. This problem is aggravated occasionally by 6-month
supply deliveries from MSCU when its capacity is only for 3 months, and
persistently by the non-disposal of expired drugs. At the time of investigation,
expired drugs occupied 10% of the already limited storage space. It scems the
staff are afraid to be accused of misappropriation when they take the
responsibility of disposing the drugs.

'The Kisumu depot serves all the three Kisii districts. Like the Nakuru depot, the

Kisumu depot is also maintained propetly and the records are updated. Its problems
are:

3) Understaffing - It has no pharmaceutical technologist at the depot for more than
one year. The officer-in-charge has only an administrative background. He has
one assistant staff who had some short and unspecified medical training. For
other duties such as loading and unloading, cleaning and maintaining the
warehouse, and clearing the grounds, the night watchmen are asked to assist.

4) Transport Maintenance - Like the Nakuru Depot, the Kisumu Depot lacks to
maintain the lorry and pay for its fuel requirements. District health facilities are
often requested to collect their supplies by themselves.

10.2.3 District Stores

The rural health facilities in Bomet, Kericho, Central, and Nyamita are served by their
respective District Stores. Those in Gucha are still under the responsibility of the Kisii
District Store. All the four stores are located within the district hospital premises; only
two are housed in 2 building separate from the hospital complex. In general, the District
Stores share some common problems.

a. Maldistribution of a Few Pharmaceutical Staff

In the study areas, the number of pharmaceutical staff is veritably less than the national
statistics. While one pharmacist serves about 35 thousand people in Kenya, one
pharmacist in the Study Area would serve almost 2.7 million people. When it comes to
pharmaceutical technologist, the gap is smaller but still a significant amount.
Furthermore, the limited number of staff in the study areas is also maldistributed. For
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example, despitc the absence of inpatients, Bomet District Hospital has 3
pharmaceutical technologists. On the other hand, the fully functionat Nyamira District
Hospital has only one pharmaceutical technologist.

b. Transport

All the DHMTs reported the lack of a permanent solution to the problem of transport for
their district stores. In the past, they have taken certain palliative measures such as the
following:

1) sending an authorised official to the regional depot to pay for the fuel cost for
delivery;

2) borrowing vehicles of private truck owners in the district to collect Kits at the
regional depot and paying only for the actual fuel consumed;

3) using the KEPI vehicle for the distribution of non-KEPI kits to rural health
facilities;

4) using the district commissioner’s vehicle as is the case in Nyamira;

5) asking the rural health facilities to collect their own kits from the District
Stores.

¢. Other Management Problems

¢ Inall of the facilities visited, storage space seems insufficient to keep significant
volume of buffer.

¢ Discrepancy between the number of kits dispatched by the district and the actual
number received by rural health facilities was documented based on the
questionnaire filled up by district store staff. The discrepancy is consistently
highest in Nyamira. In general, there were more gaps observed when the its
were intended for distribution to dispensaries.

* As perceived by district staff, the mushrooming of rural health facilities is
starting to spread the limited logistics too thinly. For example, the district
allocation for Kericho remained the same despite the opening of three new
dispensaries in October this year.

* Deliveries from the central level have started to become imegular.

10.2.4 Rural Health Facilities

The interviews and focus group discussions revealed a generally favourable i impression
ont the present logistic system. Staff who have been working with the MoH for a long
time opined that the kit system is working reasonably well. However, there remain at
least four major problems at RHF level (Table 10.1).
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Table 10.1  Major Problems Reported in RHF Visited

Problems % of RUF
Lack of transportation 60%
Irregular or delayed supply of drug kits 50%
Inad¢quate kit contents 41%
General shortage of drugs 30%

Forty per cent of the facilities reported stock-outs of chloroquine during the study
period. This may reflect the preference of the providers, patients, or both in the
treatment of malaria or malaria-like symptoms. This shortage, however, should not be
taken with alarm in as much as the tablet preparation was seen to be in oversupply in
70% of the facilities.

Most of the drugs in the top 10 that are found to be out of stock are antibiotics, The
penicillins, co-trimoxasole, and metronidazole are the drugs used as first- or second-
line treatment for common infections, For intestinal parasitism, the field staff would
use mebendazole. With 23 to 32% of facilities running short of these supplies, the
impression of general shortage of drugs is understandable.

The report of stock-outs in Kericho district is the least (only 10) while that in Bomet is
the most (43). The regional depot in Nakuru serves these two districts. On the other
hand, the range of stock-outs among the districts served by the Kisumu depot is narrow:
26 for Kisii, 29 for Gucha, and 32 for Nyamira. Further investigation is required to fully
appreciate the wide gap between Bomet and Kericho.

The study demonstrated that a number of health facilities carried inventories that are
more than their requirement. At least one-third of the facilities had oversupply of 66%

of the drugs in the list, two-fifths of the facilities had 50%, and half of the facilities had
25%. -

Ferrous sulphate tablets seem to be the most common drug in abundance in 76% of the
facilities. In addition, more than 40% of the facilities would be over-stocked with five
types of medicines that are given by injection - adrenaline, lignocaine, diazepam,
chlorpromazine, and chlorpheniramine maleate. Among the top 10, three drugs (ie.
chtorpromazine injection, chtorpromazine tablet and diazepam injection) are indicated
for mental illness or sedation, conditions that are not so common.

10.2.5 District Hospitals
The overall impression from the district hospitals is that there are general shortages of

some drugs and most medical supplies in all hospitals. These are attributed to the same
problems as those discussed in the previous sections.
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10.3 CORE PROBLEMS AND THEIR DIRECT CAUSES

The many different problems identified at different levels of the drugs and medical
supplies system as well as the issues and causes undeilying these are all interrelated.
These interrelationships are illustrated in Fig, 10.2.

The analysis showed two core problems. First, there is the general shortage of drugs

and supplies. Second, thete are structural problems in the over- and under-stocking of
some drugs.

There are four major causes hypothesised. First, the inadequate training of staff affects
rational use at the RHF leve} and drug management practice at the district hospital level,
Second, the shortage of pharmaceutical staff affects drug management practice in
district hospitals as well as the re-distribution of drugs and supervision of drug use in
RHF. Third, the inadequacy in transport facilities affects actual kit delivery at all levels,
the re-distribution of drugs, and the supervision of drug use in RHF. Fourth, the
inadequate information system affects the suitability of kit contents, adequacy of kit
delivery, and the efficiency of the entire logistics system starting from the MSCU.

I Fig. 10.2 CoreProblems and Contributory
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10.4 PREVIOUS EXPERIENCES AND CURRENT TRENDS

10.4.1 Essential Drugs Programme and Decentralisation

The introduction of the Bssential Drugs Programme (EDP) in 1981 was one of the
major interventions of the GOK to address the problemn of inadequate drugs and
supplies. The EDP targeted the rural health facilities. It greatly improved the supply of
drugs in the early 1980s. At present, the EDP has remained a fundamental structure
within the public health care system.

In the middle of 1980s, decentralisation of procutement was also tried by the GOK. 1t
was promoted in line with the so-called District Focus Policy. Together with
decentralisation, a revolving fund was established at the Central Medical Stores.

However, both strategies were not evaluated well such that they have been dropped by
the MoH already.

In 1996, procurement agents were introduced into the logistics system. This seems to
have a posilive effect on the logistics system,

10.4.2 Family Planning Logistics Management

It is based on the “pull” principle where the District Health Management Teams
(DHMT) determine their requirements. It has a computer system that guides the
procureraent and distribution of contraceptives and STD drugs. ‘The critical link
between reporting and re-supply is the quarterly report filled up by the DHMT. All
RHF surveyed did not report any problem in the availability of the Family Planning kits.

10.4.3 Restructuring of MSCU

The restructuring of the MSCU and the entire MoH logistics system have been
suggested in a number of reports such as the 1994 interim report Restructuring of Drugs
and Other Medical Supplies Systems in Kenya and the June 1997 interim report
Restructuring and Streamlining of the Medica! Supplies Co-ordinating Unit. The five
major elements of the current trends in reforms are as follows:

1) replacement of the MSCU by a parastatal body that is autonomous from the daily
supervision of the MoH;

2) this parastatal body would be responsible for procurement;

3) change of the present “push” system to that of a “pull” systerm;

4) partial decentralisation by altowing the districts to buy commodities from the
central level with the use of “paper currency”; and

5) at a later stage, full decentralisation that allows the districis to buy from their
sources of choice.
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10.5 PLANNING ISSUES AND DIRECTIONS

At this stage of the development study, at least six issues and directions could be
considered for planning purposes.

10.5.1 Development of a Sustainable Solution to the Inadequacy in

Transport Facilities

Considering that all facilities reported the problem of transport, there seems to
be a need to address this problem urgently. One option is to provide a vehicle to
the DHMT that would show their commitment and plan in providing for the
running costs, in ensuring its repair and maintenance, and in mobilising
resources to replace the donated vehicle once it exceeds it serviceability.

To optimise its utilisation, the donated vehicle may be multi-purpose. It can be
used for the delivery of drugs and supplies and the redistribution of dormant

ones. Jt may also be for the overall supervision activities of the DHMT and for
transporting patients.

A full inventory of existing vehicles could be initiated that wou!d include the
spare parts requirement. An estimate could then be done on the cost of repairs,

A complementary training on transport management could also be done.

The cost and benefits of a regional or district vehicle repair and maintenance

shop could be analysed and compared with an option of linking with private
shops.

Two other issues in addressing the problem of transport of drugs coutd also be
explored. One option is to futly privatise the distribution of essential drugs and
medical supplies. The other one is to procure from drug companies that would
also be responsible for the distribution of these commaodities.

10.5.2 Training in Rational Drug Use

There is a need to conduct further study on several observations in RHE. Some
of the staff does minima! taking of history and physical examination.
Sometimes unqualified staff gives the treatment. On the average, staff writes
2-3 drugs per prescription with some having 4-5 even for a single diagnosis.

Finally, prescriptions are poorly wriiten such that dosages and duration of
treatment are not indicated.

Although the problem of rational drug use was documented only in the RHF, the
training might be appropriate also for the staff in the hospitals.
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o There is also a need to clarify the use of chloroquine injections, the drug that is
most often reported to be out of stock. It seems both the providers and patients
consider it as the drug of choice for many cases of malaria.

o There is also a need to further analyse the apparent contradiction of ferrous
sulphate tablets being overstock (having more than 2 months supply) in 75% of
the RHF when in fact anaemia has been reported to be a major cause of
morbidity and mortality.

o This study documented the main reasons for poor compliance to the National
Drug Policy; inadequate training & information, and insufficient supervision
from the district.

o The campaign on rational drug use conld also be extended to the public. As
long as the patients are not adequately informed, the monopoly to information
by the heaith providers could continue to be misused.

o The training programme on rational drug use may be integrated to the general
continuing education programme for health care providers. As such, it might be
necessary to conduct training of trainers at the Rural Health Training Centre in
Chulaimbo. The programme may include the following topics: concept of
essential drugs, contents and usage of the RHF kits; clinical guidelines for
diagnosis and treatment; good dispensing practices; educating patients on drug
uses; and self-assessment on rational drug use.

+ It might also be appropriate to assist the GOK in updating the Handbook for
Rural Health Workers and its complementary wall chart.

10.5.3 Development of Adequate Information System

s It is argued that the logistics systems can be further enhanced if the information
system is improved particularly in gathering data on the following: population;
morbidity and mortality patterns; workload in facilities; and actual use of drugs
and supplies in facilities. Compilation of all these data at the district level can
be facilitated with the use of computers and user-friendly reporting forms. This

would require in-depth analysis of existing guidelines and considerable input
from health care providers.

e To ensurc sustainability, extensive training in the use of the logistics
management information system could be planned.

¢ However, it might also be necessary to first analyse the factors that influence the
use of data and information in estimating drug requirements. For as long as the
field staff feel that the information system is just an exercise and not linked to
planning, then the success of the logistics management information system
wounld remain dubious.
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It is advisable to leamn from the experience of the Family Planning Logistics
Management Systemn and to closely co-ordinate with the MSCU.

10.5.4 Implementation of Good Drug and Supplies Management

*

Since a manual already exists, the first step would be to review the manual vis-
a-vis the realities in the districts. Revisions may be recommended with respect
to the systems, procedures, and roles and responsibilities of all types of staff.
An assessment of training needs and actual training programme can then be

developed and organised for different groups such as the pharmaceutical
technologists.

10.5.5 Monitoring and/or Facilitating the Process of Reform

Although many of the aforementioned planning issues are relatively generic, it
would still be more prudent to monitor the progress of proposed reforms in
MSCU, in particular, and in the logistics system, in general. On the other hand,

facilitating or supporting the process of reform would even be a more strategic
option,
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