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14.  PROGRAMMING OF PROJECTS AND PRIORITY

COMPREHENSIVE PROGRAM

Proposed interventions with respect to each strategy
are integraled in a number of projects, taking into
account: 1) implementabitity; 2) effective project
linkages; and 3) functional relations among proposed
interventions,

A matrix with prioritized diseases and the series of
interventions under the category of area, as shown in
Fig. 14.1, was used as a conceplual framework for
programming those projects. As the result, a total of
37 projects are identifies and proposed as a long list
for improvement of the district health system on the
medium- and long-term perspectives. The profiles of
these proposed projects are summarized in Annex of
this report.

PROJECT PRIORITY
(1} Criteria for Prioritization

The following qualitative criteria are applied for look-
ing into the priority of the long listed projects:

(a) Supportive or synergistic interventions to on-
going projects and programs in the line with Na-
tional Health Reform Policies;

{b) Cost effective interventions that have been
already recognized in the neighboring areas or
past studies;

(¢} Forming an imporant base for the fulure devel
opment; and

(d} Leading to the strengthening capacity building
and the reinforcement of the public system.

PROPOSED PRIORITY PROGRAMS

Oul of the comprehensively listed projects, those
meeting with the criteria mentioned above are
formed as priorily projects to be urgently imple-
mented towards the year 2005.

Since the district health syslem cannol materialize by
singte project alone, bul requires an inlegrated and
batanced manner of implementation with multi-
dimensional projects covering the entire health sys-
tem even in the short-term. To this end, five priority
project packages are proposed in the district health
syslem stucture with three dimensions of “Priority
Diseases”, “Health Service Systems” and "Human
Resource”, as shown in Fig. 14.2. The five are:

(1) Prionty Disease Program;
»  Malaria Conlro! Project;
» Reproductive and Child Health Project;

{2) District Hospital Rehabilitation Program;

{3) Rural Health System Improvement Program;
(4) Gommunity-based PIPHC Program; and

{5) Dislrict Health Service Education Program.

Under the Priority Disease Program, a Malaria Con-
trol Program is proposed as one of possible
individual projects, much of which will be integrated
into the other proposed projects. While, AR and
HIV/AIDS contro! programs are developed with a
Reproductive Health and Child Heaith Project, much
of which shall be integrated into the Rural Health
System Improvement Project.

The proposed District Heallh Service Education
Program includes a program for enhancement of
Continuing Education System at district level for
which the responsibility should be assumed by each
district.

These proposed project packages are urgent actions
to materiahize the planned 10 strategies discussed in
the preceding chapters. Each project must have
functional linkages with the others. The linkage is not
of one-to-one relation, bul multi-relation directly and
indirectly.
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Fig. 14.2 COMPOSITION OF PROPOSED FIVE PRIORITY PROGRAMS
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Fig. 14.3  LINKAGES BETWEEN PROPOSED STRATEGIES AND PRIORITY PROGRAMS

Proposed Strategies

Proposed Priority Program

e S
[Enhance Health Sanvices for Prority

Diseases

A2

Orfivery System

Functionalize District Health Service ]

AG

Targe! Groups béw Privale and Publ
Health Providers

Fromote Linkages in Health Serwce; Ioi]
c

1

A4
Bevelop Programs for Continuing
Education for Rurat Health Parsgnnel

A5

Equipment

Rehabilitae Existing Heatth Faciltes!

A6

Stengthen Financial Capabitity as
District Levet

Institutionalize Supenvision and
Monitaring for Quality Assurance

B1 ' i .
Encourage Community-based PRC
Activities for Hea'th brprovement

B2 - '

Faciitale Integration of Rural Roads,
Waler and Sanitation Development

83

with Empowerrment of Wormen

Encourage Self he'p Group Activifies

-a8-

{1) Priority Disease Control
Programs

{2) District Hospital Rebabilitation
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(3) Rural Health Syster
Improvement Program

(4) Community-based Preventive/,
Promotive Health Care Program

{5) District Heatth Service
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15.  Priority Project 1-1: HIGHLAND MALARIA CONTROL PROJECT

PROJECT OBJECTIVES AND TARGET

To reduce mortality and morbidity due to malaria by
50% and 30% of its 1998 level, respectively, among
the residents of Kericho, Bomet, Nyamira, Kisii and
Gucha

RATIONALES

The conlrol of malaria needs an integrated approach
in oplimal liming. An effeclive and strategic project
shall be formed, taking into account a fact that high-
land and fowland malaria are both closely related to
each other. Thus, well-coordination among province
and districts is strongly required.

The Project shall inlegrale two streams of activities
into one package: Highland Malaria Control Program
and Mataria Conlrol Initiative.

HIGHLAND MALARIA CONTROL PROJECT

Highland malaria is strategically controllable and the
siluation is expected to be greatly improved, should
appropriale and limely measures be given, because
of ils seasonality of oulbreak. The following are
proposed to be designed for the program:

1) Enhancement of dissemination of appropriate
information through health education by RHF’s
stafi (e.g., PHOs and PHTs);

2) Enhancement of usage of adequate anti-malaria
drugs based on periodical drug resistance moni-
toring and surveillance of the epidemics;

3) Reduction of incomplete treatment through the
improvement of case-management (eg., en-
hancement of blood examination and follow-up
services),

4) Monitoring of epidemiological and meteorological
indicators to prepare anticipated malana out-
break; and

Preparation of strategic countermeasures against
malaria oulbreak in optimal timing through health

education, vector conlrol, environmentally preventive
measures and logistics of medicines and equipment.

MALARIA CONTROL INITIATIVE

To eflectively Initiate the project, emphasis should be
placed on dissemination of appropriate information
about malaria for the further enhancement of peo-
ple’s awareness through a deliberale malaria
campaign. People, particularly smail children in high-
land are sensitive to malaria. They are exposed to
the danger in one or two limes every year when
malarnia breaks.

Malaria outbreak in highland area is closely related to
that of traditiona! malaria endemic area. Thus, an
integrated method of malaria prevention and control
should be conducted in both high and low areas.
Therefore, the project Location shall cover Nyanza
and Rift Valtey Province. The project duration may
be 3 consecutive years with the following key aclivi-
ties:

1} Publicizing Malaria Contro! Campaign and infor-
malion on malaria through radio and TV (in fiaison
with the |IEC production project);

2) Promolion of collage factory to produce preven-
tive instruments {e.q. pyrethrum bar, impregnated
curtain and impregnated bed-net);

3) Awards for proposals of community-based pre-
ventive project (official recommendation for fund)

4) Distribution of impregnated mosquito nels for the
communities where health committee is well or-
ganized and active {1,000 x 50 communities) and
lor pregnant women (1000 x 50 RHFs);

5) Training of village health workers at poor access
communities {50 communities! week x 4); and

6} Outreach health talk by PHTs and PHOs (50
communitiesiweek x 4 = 200 communities)

The camnpaign needs to be coordinated with relevant
agencies/ongoing programs such as: Bungoma Ini-
tiative Project by USAID, WHO, USAID, IFAD,
DANIDA, SIDA, KEMRI, ICIPE, AMREF, elc.
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FOR THE PROJECT IMPLEMENTATION
(1) Donor Inputs

Key players of this project must be Provincial Health
Office and District Health Management Teams t0
initiate, plan, finance and manage the project. Exter-
nal technical and personne! assistance from donors
should be sought for:

. Monitoring and suiveitiance of drug resistance;

«  Programming and designing of the implementa-
tion of the project; and

«  Provision of necessary slart-up equipment.

The JICA Study: Final Repor! (Summary)

{2) Program Linkages

The JICA proposed projects such as 1) Rurai Health
System Improvement Program; 2} Community-based
Promotive and Preventive Health Gare Program, and
3) District Health Service Education Program should
all be related to this Project. Learning from the on-
going USAID projects such as Bungoma Project will
be a vital input to seek the successful implementa-
tion.

Inter-governmental coordination with Ministries re-
lated to Land, Agricuiture, Education, Environment,
Water, Transportation, etc. and KEMRI is highly
required.

Anti-malaria drugs resistance survey
(Kisii)

-40-
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Priority Project 1-1: HIGHLAND MALARIA CONTROL PROJECT

1, Project No. 2 Project Title

Pi-1 Hightand Malaria Controt Program
3. Project Location 4. Target Beneficlaries 5. Project Duration
Nyanza Province, 1) People exposed lo mataria outbreaks Syears

fitt Valley Province ?) Community Health Workers
3) PHOs, PHTs, PHNs, RHF's slall
4) Provircial and District Health Otfice

6. Implementing Agency f Body
Provincial Health Office, District Health Management Teams

1. Project Level
Basic

8. Project Priority
High

9. Summary of Objectives

Reduce mortality and modidity dua to malaria 50%, and 30% of their 1998 level, respectively through:

{1) To improve case management of malaria patienls in a!l health facilities

{2) To strengthen governmental structurafsystems [o prevent outbreaks of malaria in project focation.
(3} To enhance people’s awareness of malaria and to reduce prevelence of severe malaria cases.

10. Justification

- People in Highlands, patticularly small children, are sensitve to malaria. They are exposed to mafaria oitbreaks once ot twice a year.
. Mataria oulbreaks In hightand area are closely related with the traditional malaria endemic areas. Thus, an integrated control method of

malaria prevention should be conducted in both high and fow areas.

. Result of surveys on people’s peiceplion and health seeking behavior ol malaria patients {e.g. malaria can be transmitted by bad
water'soitair, usual treatment onfy by anti-febrite drugs and detays Yo receive proper lreatment) clearty show thal awareness on malaria

should be enhanced.

- Management of curalive services for malaria patients should be slrengthened, inc. monitoring of drug tesistance, reduction of

incomplela treatment, logistics of anti-mataria drugs and Inpatients services.

11, Expected Benefits / Qutputs

- Awareness about transmission and adequa'e home care for malaria is
enhanced.

- Vector control measures are commonly taken, particufarly i low and.

- Active case detection and Lreatrent for mataria positives, particularly for
smal children, at the beginning of cutreak season.

- Management for malaria cases is strengthened in both rural heatth
facitities and hospitals.

12 Yerifiable indicators

- Reduction of delay of treatment (compared with the
result of baseline data)

- Ho. of households using preventive measies
{compared with the result of baseline data)

- No. and ratio of active case delection

- No. of treatment completed

- No. of drug resistance monitoting

13, Important Assumptions / Conditions for the Project
Climate features wili continue without fundamental change.

14 Project Linkages f Other Sector Linkage

USAD/Bungoma Project, Rural Health System Improvement Project,
Community-Based Prevertive/Promotive Health Care Project, District
Education Program

15. Refevant Agencies to be Coordinated
USAID, Ministry of Land, KEMRI

16, MzJor | Key Activities 17. Major Inputs 18. Est'd Cost!
Personnel | Materals Funds

0 Monitering of drug resistance X X

13 Monitoring of meteocological data X X

Q Local production of vector control instruments, e.g- mosquite net {cloth), X X X USS 1M,
mosquito coil, impregnated curiain (by revolving fund}

0 Increase of microscopic diagnesis in rura! health facilties, inc. continuing X X USS00s M.
education for Microscoplst

0 Enhancement of active case delection in rural heath faciitics X X X

Q Strengthening logistic system, inc. supply of anti-malaria drugs X

O Erhancement of curative services and follow-up care for malaria X X
postives, partieularly lor patients treated with only chioroquine

O Strengthening heatth education lo community theough vitlage heaith X X US$0.05M.
committees L

0 Introduction of standard guidetine for referral of severe/complicated X
malaria

19. Estimated Tota! Cost US$0.2M.

20. Necessary External Inpuls/ Assistance f Arrangement

Drug (esistance monitering supported by technical co-operation [y donars) X X

Govemnment puls emphasis on management of logistics X X

*Only facility and equipment

.41 -
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16.  Priority Project 1-2: REPRODUCTIVE AND CHILD HEALTH PRO-

MOTION PROJECT

RATIONALS

According to the death registration al district civil
registers in Kisii, Kericho, and Bomet, malaria and
acute respiratory tract infection, especially pney-
monia, are the most serious health problems for
children aged under five. They account for large
proportions (30 lo 50%) of all diseases causing child
mortatity.

Folfowing the above, Mainulrition and anemia are
ranked between the second and the fourth cause of
dealh for children under five in the all districts, and
measles emerges as the fourth cause of death in
both Bomet and Kisii and lhe seventh in Kericho.
Those three diseases account for 13 to 17% of all
diseases causing child mortality.

Despite Ihe expansion of the Service Delivery Points
(SDPs), immunization coverage is low, in particutar
meastes of KEPI program. Itis assumed that the low
coverage of measles atributes to drop out of
mother's visits since vaccination of measles usually
comes 9 months after the birth.

In the Study Area, malnutrition is not only one of the
major causes of death among children but also a
predisposing factor to the above infectious diseases.
In addition, the nutrition status is applied to one of
indicalors of health, economic and social develop-
ment of communities. Welfare Monitoring Survey
1994 reported that 40.5% of sampled children in Kisii
and 31.8% in Nyamira were stunted. The data com-
piled from the district hospitals revealed that the
proportion of underweight children (below third reter-
ence percentite) account for 10% in Kisii and 23% in
Gucha.

For those children who need nutritional rehabilitation
or supplementary food, they would be theoretically
referred to and folliowed by district nutritionists work-
ing al district hospitals. However, only few patients
Irom remote area actually attend the supplementary
food program. H food resources are once identified
and available in the communities where such chil-

dren live in, it seems to be easier for community
heaith workers to follow the patients on the advice of
nutritionisls and with the program support of the
districts.

PROPOSED PROGRAM

Several measures deliberated al the national level
have been carried out in terms of reproductive and
child health so far, however, most of them are ob-
served not to be so effective and completed in reality
as planned. Based on such an observation, the
Study Team proposes the most vita! actions that shall
form a basis of health activities for promotion of child
health through development of population based
information system.

(1} Development of Child Health Card

The proposed project places emphasis on the Chitd
Health Card as a key tool for improvement of chitd
health program. In fact, the card consists of growth
monitoring and immunization pari responding health
problems such as malnutrition and measles. How-
ever, there is a much room for improvement of the
current card system in terms of its wlilization tor and
integration with other important health issues.

According to a direct observation at several health
centres, only one tenth of mothers carried *Child
Health Card", if the card sufficiently distributed to ali
pregnant mothers and properly recorded by health
workers, it will give important information on child
health to both health providers and mothers. How-
ever, in reality, there exist a chronic shortage of the
cards due to the financial problem,

The proposed project is fo develop a more useful
Child Health Card. The design should be simple but
acceplable to cultural and social background. The
text and appearance should hold necessary part for
recording and information for the both health provid-
ers and mothers, taking into account the information
integration with the following health aspects:

WO



For health providers: the environmental healtn, in
particular, access o safe drinking water, and the on-
going national Vitamin A supplement program.

For Mothers: Knowledge for High Risk Behaviors
such as Nutrition (Sign of Malnutrition): ARI {Care of
new-born); Diarrthea (Efficacy of Oral Dehydration
Salts); Immunization (Importance of compliance),
and Maternal Health locusing antenatal, birth, aad
postnatal cares.

In order to fully utilize the card, the inclusion of com-
munity health workers and mothers should be
considered as the prime users so thal the improved
card will be applied to community-based approach
{ike a baby-weighing program.

{2) ATestofMaking Use of improved Child Health
Care

The proposed priority health centres will be selected
for testing a few kinds of improved child health card
as well as community health workers. Evalvation
methods and criteria for the improved card will be
designed with a team consisting of the MCH officials
from MOH and Districts and a MCH specialist. Althe
same time, a fraining program for health workers at
the health centres and communities will be designed
and implemented.

Il is recommended that the community based pro-
gram aims to promote the use of the improved child
heath card in targeting specific objectives. ldentifica-
tion of "nutritious foods" in community and *Baby-
weighing programs’ can be linked with the use of the
improved child heaith card.

The JICA Study: Finat Report {Sumimary)

(3) Planning of a Surveillance System

Utilization of the information in the card for a periodi-
cal statisticst basis should be explored in order to
supporl & population-based programs. Weight and
height will be the most simple indicators that describe
the overall health status. Forthe purposes ke this, a
simple manual for the surveillance system using the
card should be designed.

FOR THE IMPLEMENTATION
{1y Donor Inputs

The health policy should continuously te supportive
to the proposed project.

Donor's technical supports to improve the Child
Health Card System and training of relevant health
workers are expected. In order to eslablish a sus-
tainable financial scheme for provision of the cards,
some seed funds are necessary, followed by appro-
priation of cost-sharing funds for the recurrent cost.

(2) Project Linkages

The JICA proposed projects such as 1) Rural Health
System Improvement Project, 2) District Health Serv-
ice Education Project; 3) the National KEP! and
Repreductive Health Program; and 4) the National
Vitamin A Supplement Program are all retated for the
effective implementation and the sustainable man-
agement.
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Priority Project 1-2: REPRODUCTIVE AND CHILD HEALTH PROMOTION PROJECT

1. Project No. 2. Project Title

P1-2 Reproductive and Child Health Promotion Project
3. Project Location 4. Target Beneficlarles 5. Project Duration
Kericho, Bomet, Kisii, Nyamira, All the mothers and children inthe | 3 years
Gucha catchment area of priority health

cenlres

8. implementing Agency/ Body 7. Projest Level 8. Project Priority
Project Managemenl: District Health Management Teams f MCH unit of | Minimurn / Basic | High
MOH
Daﬂx Pro'tecl Manitoring: Heallh Cenlre Staff Management Teams

9. Summary of Objectives

To improve management of reproductive and child health service through development of population based
information system

10, Justification

+ nvolvement of simple community-based intervention could bring benefit and motivate the carelakers of children
in the region

» Intervention can bring about useful dala and infarmation to program design and moaitoring

11. Expecled Benefits i Quipuls 12. Verifiable Indicators

« Child health card or Materna! Child Health Card developed | » Number of caretakers involved in the develop-
« Tmproved child health card / MCH Card tested and pro- | ment

moted + Number of applied cases of stalistics produced
« Surveillance system using child health card planned and }  from improved card

applied to program managerment
13. Important Assumptions ! Conditions fof the Project
+ MOH/ PMO support and approve this frial as necessary step lor managerial renovation
» Key players including caretakers within the project are well guided (o the cormmon goal

14. Project Linkages / Other Seclor Linkage 15. Relevant Agencies to be Coordinated
Rural Health System fmprovement Program National KEPI and Reproductive Health Program
District Heailth Senvice Education Program National Vitamin A Supplement Program
16. Major 1 Key Activities 17. Major input 18.Estimated Cost
Man | Materials | Constr
uction
(O Design and develop mother friendly and useful child health x
card / MCH card
01 Design and conduct a development survey for improved X X
child healih card with both facitity-based and community-
based program
0 Demonstrate and evaluate the use of improved child X X
healh card / MCH card al selected heatth cenlres
O Develop surveillance system by using dala of improved X
child health card
3 Piopose sustainable card distribulion mechanism to im- X

prove its availability at peripherat level

19. Estimated Total Cost
20. Necessary Inputs f Arrangement

Responsible personal from relevant unit of MOH participate x
in the project

Technical Assistance by MCH / Social Marketing specialist X
(Donor)
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Mother and baby
(Anti-malaria drugs resistance survey,
2, Eramba Primary School, Kisii)

Incubator for premature baby
(Kaplong Mission Hospital,
Bomet)

* Mother and baby
-+ waiting for consultation
{Masimba HIC, Kisii}

Mother and bab(y Children '
(Makimeny Vilage, Bomelj (Kaplong Mission Hosgital, Bomel)
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17.  Priority Program 2: DISTRICT HOSPITAL REHABILITATION PRO-

GRAM

RATOINALES

Deterioration of facilities and equipment hinders
improving the quality of curative service provided at
district hospitals. In fact, there has been no major
rehabilitation over the years due to the chronic
financing problem, while the demand on the hospital
seivices exceed the capacity of the hospitals in par-
ticular Kericho and Kisii. For example, the bed
occupancy rate of Kisii became almost 200% on the
average and in malaria season, it reaches 550%.

Comparing Kisii DH from Kericho DR, the former has
a wider potential calchment population that goes
beyond its geo-political boundaries. In facl it serves
more than Tmiltion of population including a part of
Nyamira, Gucha and other surrounding districts
where curative services are in restriction.

Despite their wide roles and service catchment areas,
the hospitals are under-funded (the financing gap
was estimated 40% to the expecled financing} and
thus have resuited in worsening the service quality
logether with deterioration of building, equipment
and infrastructure. Lack of proper planning for facility
and building and poor maintenance spurred on the
above tendency.

PROGRAM COMPONENTS

To improve the quality services provided by DHs, the
proposed proiect should cover the following three
components in an integrated manner:

« Rehabitlation of Hospital Facilities and re-
placement of medical equipment;

»  Strengthening of the current Hospital Manage-
ment System; and

»  Development of a New Maintenance System.
FACILITY REHABILATAION

Hospital facilities shoutd be all physically functional
and environmentally hygienic to prevent palients
from any infectious disease.

Comprehensive facility rehabilitation and replace-
ment of essential diagnostic medical equipment are
required for Kericho District Hospital and Kisii District
Hospital.

Partial improvement and rehabilitation are required
for Nyamira District Hospital with minor rehabilitation
of roofing and facilities, and reptacement of diagnos-
tic medical equipment.

1) Kericho DH

Layout Plan: In order 1o make the hospital function
efficiently, the functional layout plan should be rear-
ranged according to the basic logical circutation
pattern.

Facility Components: Some facilities such as Casu-
alty, Amenity ward, and Central Supply etc. are
required to be constructed in accordance with the
MOH's slandard. As for the casualty, since the
Kericho DH is focated along the major highway from
the Western and Nyanza provinces, a massive aum-
ber of seriously injured patients by road traffic
accidents are brought in the hospital. Therefore the
necessity of the improvement of the casualty function
is very high.

Service Capacity: The Kericho DH accepts about
250 out-patient attendance daily with about 45 in-
patient admissions on the average. The average of
BOR in Kericho DH in 1997 was 106%. Though the
number of in-palients are expected to increase in
future, the targel is to reduce to 80%, of BOR, by
strengthening the capacily of staff.

Building Renovation: To keep the patients environ-
ment in good condition, most of all the facilities need
to be renovaled. except for the new eye ward, new
eye theatre, PMIU building, which have some dam-
ages such as water leakage from the roof, damage of
ceiling, doors, windows, floors, and gutters etc..

Sanitary: Some plumbing problems in water closets
such as water leakage and low water pressure
should be renovated, and also small waler tank
should be inslatted on the ceiling to improve the
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water pressure. However, in the case of proposed
new wards, water closet should be separated from
wards to keep the ward in clean In considering sus-
tainabitity, the pit latrine or another system shou'd be
studied.

Water Supply: To meel the demand of 220,000
liters/day, additional water lank is needed. A rain
waler harvesting system should be installed to re-
duce their water consumption.

2) Nyamira DH

Renovation of Roofing: Measures should be taken

to improve the rain waler leakage 1o reduce the dam-

age to the building. To pul pilched roof avuve the
existing building is one of the options.

Water Supply: The amount of water supply is shorto
the demand, because the water supply cannot catch
up with the rapid increase of population in the
Nyamira town. Plumbing work should be undertaken
to repair water leakage.

3) Kisii DH

Layout Plan: As a resuit of the repeated expansion,
the hospital has some serious confusion in its facility
layout pfan. In order to absorb the more patients and
improve the quality of their health services, this hos-
pital needs a functional rearrangement of the facility
layout in consideration of the following:

» Rearrangement of zoning, based on the logical
lunctional refationship to ease the congestion in

the hospital and make the conirol of visitors eas-

ily;
«  Control of visitor's flow by the construction of
perimeter fence, limitation of visitars® entrance

and approach, setting a reguiation of vistting
hours, etc;

«  Building pitch with sufficient ventitation; and

«  Reamrangement of the complicated piping line
for water supply and wiring for electricity.

Service Capacity: To handie more than 600 outpa-
tients daily, the OPD needs to be expanded. The
current BOR of each ward vares, commonly over
100% on the average. H is clear that the hospital's
space is not enough to accommodate the large num-
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ber of patients. The number of nurses in wards is
163 persons, and the ralio of beds to nurse is 1.69
beds/n. In consideration of this staff capacily, around
350 beds {2.22 beds/nurse) assumed to be available
to be handled by the existing slaff, though it is desir-
able that hospital has enough bed lor the patients in
fulure.

Building Renovation: Most of all the facifties should
be tolally renovaled. Seriously damaged buildings
such as OPD and Ward 1 need to be reconstructed.

Sanitary Facilities: The Kisii DH suffers from some
plumbing problems which should be renovated.
When new ward(s) are construcled, such sanitary
conditions shou!d be improved.

Water Supply: To meet the demand of 180,000
litlers/day, an additional water tank is required. Arain
water harvesting system should be installed 1o sup-
plement the waler supply.

4} Equipment

Replacement of damaged medical equipment and
addiion ol necessary medical equipment to
strengthen the referral function by DHs were exam-
ined for Keriche DH, Longisa DH (Bomet), Nyamira
DH and Kisii DH.

DISTRICT HOSPITAL MANAGEMENT SYSTEM
(1) Re-organization of DHMB

The District Hospital Management Board should be
re-organized in such a way that a quick and timely
decision-making can be made for management of the
hospital in terms of budgetary and personnel ar-
rangement.

{2) Improvement of FIF

The most significant financial source for mainte-
nance is the facility improvement fund (FIF) coming
from 756% of the collected money through the cosl-
sharing system. n reality, the management of the
FIF needs to be further rationalized at the district
level, upgrading the collection system as well as
securing the fund against leakage. The fund collec-
tion system should be improved by: 1) introduction of
a “Cash Registering Syslem”; and 2} improvement
of the HIS System.



NEW MAINTENANCE SYSTEM

Establishment of a wellunctioning maintenance
system is much more important than the physical
improvement. To this end, it is vital to make Hospital
Maintenance Unit {HMU) more functional in perform-
ing preventive maintenance aclivities as well as daily
mandates. A new maintenance system is proposed
to be formufated at each district hospital, involving
users of medical equipment and facilities. The new
maintenance system involves:

+ lo define work procedures lor maintenance;
+ tolormutate an Annual Maintenance Plan;

» o involve each department of DH for mainte-
nance activities; and

+ todefine documents 1o be filed.

Under the new maintenance system, all departments
should assume their own responsibilities tor daily and
preventive maintenance. User departments such as
Clinical Medicine, Out-patieni, in-patient, X-ray,
Laboratory, Eye, Dental, Physiotherapy, Pharmacy,
etc. should be responsible for making specifications
of equipment and facilties, while Adminisiration
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Department should have a responsibility for registra-
tion of all the equipment or facilities,

FOR THE IMPLEMENTATICN
(1} Donor Inputs

Since a more comprehensive approach is indispen-
sable, construction of new buildings in Kisii DH by the
Population IV Project supported by World Bank may
be finished. Instead, relevant donors should coordi-
nate their programs 1o provide effectively with a)
lechnical assistance in terms of Hospital Manage-
ment, b) rehabifitation and expansion of hospital
facllity and provision of equipment for DHs, and ¢)
technical assistance for strengthening the preventive
maintenance system for equipment.

More importantly, the Kenya Government (MOH)
shouid secure the counterpart budgst and the recur-
rent budget tor the Project.

(2) Project Linkages

The JICA proposed projects such as 1) Rural Health
System Improvement Project, 2} District Health Serv-
ice Education Project and 3) the USAID programs for
Hospital Management are all related for the elfective
implementation and the sustainable management.

TABLE 17.1 MAJOR PROJECT ACTIVITIES FOR DHS REHABILITATION PROJECT

Activities {1} {2} {3) {4) (5) (6) {7)

Kericho DH XXX XXX XXX XXX XXX XXX

Longisa DH (Bomet) XXX XXX XXX X XX XXX

Nyamira DR XX XX XXX XXX XX XXX

Kisii OH XXX XXX XXX XX XXX XXX
Notes:

{1) Capacity building of Hospital Management;
(2) Strengthening hospital accounting and recording

(3) Eslablishment of client service improvement section and finkages with referred Health Centers, Dispensa-

ries and private praclitioners;

{4) Comprehensive rehabilitation of buildings and refated facilities of Kericho and Kisii DHs;

{6) Minor Rehabilitation of the buildings and related facilties of Nyamira DH;

{6) Replacement and addition of Medical Equipment in Kericho, Longisa, Nyamira and Kisii DHs; and
{7) Strengthen the Maintenance Department and Establishment of preventive maintenance system. .
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Priority Program 2: DISTRICT HOSPITAL REHABILITATION PROGRAM

1. Project No. 2 Project 1ade

P-2 District Hospital Rehabilitation Program
3. Project Location 4. Yarget Beneficiaries 5. Project Duration
Kericho, Bomet, Nyamira and Kisii Al residents in the calghment area of 3years
Districts Kericho, Longisa (Bamet), Nyamira and

Kisii Dislrict Hospitals.

8. Implementing Agency / Body 1. ProjectLevel 8. Prolect Priority
District Health Management Board{DHMB) and Cistrict Heatth Management Basic High
Team{DHMT)

9. Summary of Objectives

The proportion of referral cases to the fotal out-patient will be increased 3 times higher than the current leve! through:
(1) To improve quatity of essential curative senvices and exiend critical diagnostic and ireatment capacity of District Hospitats.
{2) To strengthen relerral function of BHs for RHFs in the calchment area

10. Justification

- The capacity of Kisii OH and Kericho OH is nol enough to meet ihe demand.

- Comptehensive rehabilitation of the buildings, refated facilities and repiacement ol medical equipment is required lo Kericho, Nyamira
and Kisii DH.

- Many problems of the facilities and broken equipment because of few Preventive Maintenance and low morale of mainienance stall and
USEIs.

£1. Expected Benefits ! Quiputs 12. Yerifiable [ndicators

- Health senvice environmenl improved - No. of appropriate relerral casss

- Facifity rehabittated and necessary equipment provided - Availability of necessary diagnostic test/ trealment

- Quatity of curative services and hospital care improved - Revenue increased

- Hospital management including financing improved - Maintenance Records [ Operalion rate of equipment.

- Maintenance system re-vitalized

13. Important Assumptions / Conditions for the Project
- Hospital Management Board for each DH will be established and take over the implementation of this project.
- _Construction of New buikfings in Kisii OH by Pepufation IV project (WB) should be finished.

14. Project Linkages { Other Sector Linkage 15. Refevant Agencies to be Coordinated
Rural Health improvement / District Health Senvice Education/ USAID WB (Population [V Project)
(Hospital management Program)

16. Major | Key Activities 17, Major Input 18, Est'd Cost

Parsonnel | Materials | Const
ruction

0 Increase capacity of hospital management

X
Q Strengthen hospital aceounting and recording X USS O M
O Improve curative senvice and hospiial setvice X

X

€3 Establish client service improvement section and linkage with referred
H/C, DispensariesfPrivate practitiones

0 Comprehensive rehabilitation of buildings and telaled facililies of Kericho X X USS$903M.
and Kisfi DHs.

1) Minot rehabilitation of the: building and Yacilities of Longisa, Nyamira OH. X X USE 1.67 M.

O Replacement and addition of Medical Equipment in Kericho, Nyamira X USS421 4.
and Kisii BHs.

O Strenglhen the Maintenance Depariment and Estatlishmert of X X
preventive maintenance system in DHs.

19. Estimated Total Cost LSS 14.35 M.

20. Mecessary External inpuls f Assistance f Arrangement

Technical assistance for Hospital Management X

Recurrent cost or the project be secured by FIF and MOH Budget X A

Rehabiltation and Expansion of Tacifities and provision of equipment for DH X X

Technical assistance fo stiengthen the preventive maintenance system for X
equinment

*Only facifly and equipment
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18.  Priority Program 3: RURAL HEALTH SYSTEM IMPROVEMENT

PROGRAM

RATIONALES

Epidemiological data reveals that communicable
diseases account for the majority of the morbidity (55
- 10% of outpatients) and child morality {55 - 80%).
The diseases of most importance are malaria, AR,
immunizable diseases, luberculosis and AIDS.

Most of these diseases could be preventable or
diagnosed and trealed in the rural heaith facilities if
they were properly staffed and supplied. However,
currently, the rural health facilities do not meet the
community's demands and needs. Many patients,
therefore, go to privale facifities, raditional healers or
buy drugs in shops. Others make their way to lowns
and crowd the Dislrict hospital outpatient depart-
ments.

There are over 300 health facilities in the study area.
The designation "health center” given to many of
these facilities does not follow the MOH guidelines.
Many lack the stalf {e.g. CO, RCN, elc), and the
facilities and equipment {e.g. delivery room, labora-
tory, etc) essential for a functional health center and
the preventive/promotive health activities are seldom
undertaken or recorded.

Despite the importance of information and communi-
cation in maintaining rural health system, ihe
information is not available for planning and the
means of communication and transpordation is very
imited al almost all the health facilities. For example,
the reporting rate of outpatient morbidity is only 7.5%
in Nyamira and 48.5% in Bomel that is the best
among the Study districts. Communication between
DMO and Rural Health Faciliies, in many cases,
depends on personal comings and goings by
chance.

In addition, organizalional mechanism is notin place
in the current district health system in terms of coor-
dination of verlical program, supervision ang
monitoring of activities being done al each hea'th
facility, dialogues with the facility improvement com-

mittees and logistics and referral within the system.

As addressed in the Health Policy Reform, the direc-
tion and authority for the day-to-day operations of
health care delivery systems and services shall be of
responsibility of Districl. Therefore, functionalizing
the district heath services delivery system is one of
the most crucial strategies in the Master Plan. This
needs to integrate rehabilitation of existing health
facilities and equipment and institutionalizing man-
agement and quality assurance.

A PROPOSED CONCEPT OF
HEALTH CENTERS"

‘PRIORITY

To improve the rural health services under limited
resources avaitable, it was proposed to concentrate
on 16 health centers as Priority Health Centers of
which the substantial functions shall be strengthened.
The locations of the 16 Priority Health Centers are
distributed as shown in Fig. 18.1.

These were selected on the basis of geographical
location, existing facilly assessment, role in the
localty, level of community involvement, efc. The
process of identification was based not only on the
objective criteria but it also involved discussions with
local counterparts and the MOH.

This concept of the priority health center can effec-
tively function, only if the following fundamental
measures are undertaken:

{1) Standardization of Rural Health Services at
Each Facility Level

Type and quality of health services at RHFs should
be standardized in order lo have attendance recog-
nize differences in services among dispensaries,
health centers and hospitals. The existing vertical
programs should be integrated since health centers
are a complete unit for facility-based primary health
care or so-called essential health services.
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(2) Establishment of A Network of Health Fa-
cilities and Health Personnel

improvement of health status of people is achieved
by well-coordinated efforts of all health-related re-
sources.  This should lead to wellbalanced
distribution of the resources to be allocated into
areas where most people really need the services.

The role of health centers are not only to serve the
people in its catchment area, but also to be the joints
of a district referral network intermediately con-
necting with dispensaries and district hospitals. In
order to establish a more functional referral network,
the sewvice catchment areas of Priority Health Gen-
ters should be developed as shown in Fig. 18.2.

FUNCTIONS OF PRIORITY HEALTH GENTER TO
BE ENHANCED FOR

Priority Health Centers should be improved so as to
strengthen the planned functions as the complete
units of essential rural health care centersinterms of:

(1) Strengthening of the Referral System

The following measures should, in particular, be
underiaken for Priority Health Centers to move pre-
sent constraints in the referral system:

«  Strengthening the capacity of laboratories in
Priority Health Centers;

»  Improving transporiation and communication;

« Establishing economic incentives for referral;
and

«  Educating the efficiency of the referral system.
{2) Re-organization of Logistics

The comprehensive logistics improvement program
should be implemented through:

» Provision of training on appropriate use of
drugs;

+  Eslablishing the supply system which corre-
sponds to the demand at the dislrict level or a
shift from the "push” system to the "pull’ system;
and

+  Administrative linkages between dug supply
policies and statistics'records in the Dislrict
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Health Information System (DHIS) at the district
fevel.

(3} Establishment of Communication Channels

The communication means among DHMTs/DHMBs,
nospitals and RHFs should be strengthened inlerms
of technical support, supervision, monitoring, sharing
ol informalion, data collection and drugs/malerial
distribution. Priority Health Centers are expecled to
the information centers to joint the communication
network. In this sense, the followings are necessary
to be carried out:

»  Managerial capacity assessmenl, analysis,
planning, implementation, and monitoring on
existing heaith programs and services;

«  Designing and implementation of a simple dis-
trict financing management system that
facitilates to increase fee collections;

= Development of Dislkict Heaith Information
Management System with database regarding
outpatient services, inpatient services, workload
services, personnel, financing, logistics of drugs
and equipment, health facilities, etc.;

» Development of a district supervision and
monitoring list for RHFs including a daily opera-
tion schedule of transportation; and

«  Building a radio communication system.
{4) Managerial Capacity Buiiding

Capacity building of heaith slafi at Priority Health
Centers is of vilal intervention. This should malesial-
ize through the proposed District Health Service
Education Program. The following should be started
at selected Priority Health Cenlers and exlended o
the others.

»  Development of a model for facility-based pre-
ventive program focusing on essential elements
of primary health care;

» Development of referral protoco! o sending a
patient to district hospilals and receiving a pa-
tient from dispensaries;

«  Formulation of outreach programs for those who
do not have access to heaith care senvices
jointly with the private and/or NGOs aclivities;
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»  Provision of lransportalion such as moloscy-
cle(s) for the above purpose.

FACILITY REHABILITATION OF PRIORITY
HEALTH CENTRES

The Study Team assessed the physical conditions of
all the 16 Priority Health Genters and elaborated the
rehabilitation andfor expansion plans of these facili-
lies, employing the following criteria:

«  Maximum use of existing/vested buildings and
facilities;

+ Rational grading of rehabilitation based on
lavels of the health services to be provided and
the number of patients,

»  Functional flow lines and zoning plans, taking
into consideration the future expansion.

(1) Classification of Priority Health Centers

A classification scheme in terms of up-grading levels
of Priority Health Centers is set forth, as shown in
Table 18.1. Two types of facilily components are
proposed according to the leve! of service required in
this stage. On the other hand, according to the ex-
isting facilities, Priority Health Centers are classified
inlo 5 levels. . The category of Health Centers in
lower lines slands for less rehabilitation work, com-
pared to H/Cs in higher lines.

{2) Facility Components

Table 18.2 shows facility components to be improved
corresponding to Grade 1 and 2, in comparison with
the health center standards by MOH and those by
Ministry of Public Works.

The proposed facility components are based on a
design principle, that is, Priodty Health Centers
shouid have:

+  Delivery Room and Maternity Ward including
slerilization room and nursery room,

+ Laboratory,

+  Alleast 6 beds for in-patients service for obses-
valion bases with meal provision service
facilities;

+  Several number of staff housing units;
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+ Wailing area and space for health education; and
+  Water and eleclricity supply systems.

The facility to be renovated should be planned to
minimize the maintenance work.

TABLE 18.1: CLASSIFICATION OF

PRICRITY HEALTH CENTRES
Existing condition  Priority HICs to  Priority HiCs to
Upgrade fo Upgrade 1o
Grade 1 Grade 2
Only OPD
No DetiveryMalernity | Kipketion H'C forl Teman H/C
No Ward for iPD
OPD and Deliv- Kapkoros RIC
ery/Maternity Ekerenyo HIC
Noward for IPD Nyamaohe HC
OPD and Deliv- . .
eryMaleriy Ndanai H/C Socio G
Only one ward or [PD Kenyenya HIC | KerckaHiG
Full 130“1‘}‘, bt Yeny Ogd, Marant HC
andg tolal rehabfitation
Masimba H'C
(Water supply)
Sigor H/C (Lack of
Fult lacilities, but smal beds)
ult kacilities, but sma
bstacle h full Manga HG Keumbu HC {in
obstacie hamper Kichenlaundey)
funetioning. ‘ the process of
tengvation)
Ogembo H/C*
{Shorlage of
space}

Notes: * : 5-DH level seivice is required

(3) Infrastructure and Utilities

Most of Priority Health Centers have serious prob-
lems aboul water, electricity and communicalion
means. These problems constrain Priority Health
Centers to poorly function.

Water supply: every Priority Health Center should
have water supply system at least by a rain water
harvesting system from the roof, and in addition any
system by well or piped supply system.

-2



Sanitary Facilities: Most of waler closets are poor in
operational. Considering the suslainabitity, pit latrine
type will be a better oplion. Even in cases where
there are existing water closets, they need to be
renovated to be supplied with small water tanks from
the ceiting..

Sewage System: Seplic tank should be installed.

Electricity: All Priority Health Centers are expected
to be supplied electricity by exiending wiring from the
nearest point, or by generator. Priority Health Gen-
ters with Grade-2 should get electricity {o keep some
reagents for the pregnancy test.

Communication: A telephone line is desired fo in-
stall by extending the line from the nearest point.
Instead, it should be studied to establish a communi-
cation system among the DHs and Priority Health
Centers with Radio Communication system.
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Fire Prevention Measures: Prionty Health Centers
which have wards need fire prevention measures.

Waste Disposal: Careful altentions should be given
lo waste disposal, particularly medical wasles. A
centralized incineration system of medical waste is
recommendable,

Access Roads: Transportation is one of the most
imporiant factors to get health centers function. Asa
result of survey, it is clear that the condition of roads
which lead to Prority Health Genters are slrongiy
related to the extend of the service area. Therefore,
roads approaching Priority Health Genters are ex-
pected to be a tarmac road or al least gravel road.

TABLE 18.2: PROPOSED FACILITY COMPONENTS OF PRIORITY HEALTH CENTER

MOH

PW PROPOSED PRIORITY
HEALTH CENTER

Depariment
OPDIMCH

Components Tpet |

Consultation Rm.
Treatment/Injection Room
Laboratory

VoS
Pharmacy
MCH

Type2

Type i | Type 2

Gradet | Grade?

Delivery Room, inchuding
Sterifzation Room.
Maternityward  }8
Kitchen/Laundry

Maternity

PD Female ward
Male ward

[T

Stafi house

Notes.

Explicit tequirement
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Sanilary Facilities: tost of waler closets are poor:n
operational. Considering the sustainabiiily, pitlatrine
type wit be a balter option.  Even in cases where
there are existing waler closets, they need to be
renpvated to bo supplied with smail water lanks from
the cailing..

Sewage System: Scplic tank shouid be installed.

Electricity. All Pricrily Health Cenlers are expecled
to be supplied electricity by extending wiring from the
nearest point. or by generator. Priority Health Cen-
ters with Grade-2 should get eleclricity to keep some
reagents for the pregnancy test.

Communication: A telephone line is desired to in-
stall by extending the line from the nearest point.
Instead, it should be studied to establish a communi-
calion systern among the DHs and Priority Heallh
Centers with Radio Cominunication system.

Fire Prevention Measures: Proniy Hoath Crnter
which have wiards nead fre prowerhon moasires,

Waste Disposal: Careful allentions shou™d be glven
to waste disposal, padiculady modinal wastes, A
centralized incineration system of mzdna wasts -
recommendatic.

Access Roads: Transpodation is ona ¢of the mos!
important factors to get heatth centers function. Az a
1esull of survey, His clear that the condition of reans
which lead to Priority Heaith Conters are stiongly
retated to the extend of the service area. Therelure
roads approaching Priority Heatth Cenlers are ex-
pected to be a tarmac read or atleast gravel read.

TABLE 18.2: PROPOSED FACIUTY COMPONENTS O PRIORITY HEALTH CENTER

e

Departinent

! _Comporens
CGPDICH

Consuitation Bm.

e s s m i amors s e e

MOl

Py (e

Treatmentinecton Room

Laboratory

K.nor Surgary Row

Pharimacy
MoH
o

Detvery Booim, inchudng
starifization Room.

Mater: iy

Matornity ward

n Landey
PO Ferna'n ward
Mae wan

PadigazWag

bayston Ward

Staf house

Notes:

Explod requvement
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Main building of Ekerenyo H/C
constnicted by community
{Gucha)

N

People waiting for consultation
{Nyamache H/C, Gucha}

Treatment room
- {Nyamache HIC, Gucha)
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EQUIPMENT

Upgrading of equipment should be considered based
on the following:

A binocular microscope should be supptied to
the all Priority Health Centers to support malaria
diagnosis.

Equipment kits are developed for outpatient
services, maternily services, laboratory, ward
services and electricity for Priority Heatth Cen-
ters. Contents of each kit are as shown in Table
18.3.

Ogembo HC, whichis located near by a national
trunk road, has become sub-district hospital
where many patients are taken to as a result of
traffic accidents. Ogembo HC should be
eguipped as a Sub DH.

TABLE 18.3: EQUIPMENT KITS FOR PRIQRITY HEALTH
CENTERS

Kit 1: Quipatient Services Kit 3: Malaria Screenin,
Stethoscope 2 | Binocutar microscope £ 1
Thermometer 4

Sphygrmomanometer 2 | Kit 4: Laboralery Services
Auriscope 1} Haemoglobinometer i
Baby scale i (Sahli method)

Adult scale 1 | ESAstand 1
Minor surgery sel 1 | Centriluge i1
Dressing/treatment tralley i 1 | Relrigerator i1
Reflex hammer 1 | Kit5: For Ward

Torch 1 | Fool suction unit 1
Diagnostic set 1 | Sphygmomanometer 1
Kit 2: Matemity Services Stethoscope i
Light source i1 | Thermometer i
Baby scale i1 | Dugtroltey 1
Adult scale i | Infusion sel (2
Sphygmomanometer 1 | Resuscitation bag i
Fetoscope 1 { Patientmodesty screen ¢ 1§
Delivery bed 1 | Bed 6
Vaginal examiration set 1

Neonatal mouth sucker i 1 | Kit&: Electricity

Delivery set {1 [Generator i
Episiotomy set i

Vaginal specula, forceps !

Resuscitation bag 1
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MAINTENANCE

Exisling prevenlive maintenance system for rural
health facilities has been strengthened by the PMIU
project. However, there are some damages slilt left
due to lack of fund, difficulty in getling support from
MOPW, and limited skill of PHOs and PHTs.

In order to link their activities, it is recommended to
organize a maintenance team with the involvement
of PHO and PHTSs for iraining plumbing work, electri-
cal work, and minor equipment maintenance. A
system of backup for maintenance materials in each
district should be also established to repair damages
in quick response.

FOR THE IMPLEMENTATION
(1) Donor Inputs and Collaboration

DANIDA has renovated dispensaries in the study
area through the PMIU Project to establish the Pre-
ventive Maintenance System for RHFs.  This
program is expected to involve an equipment main-
tenance for its future project.

The Community-Based Distributor Program (CBD)
supported by GTZ is expecled to extend to the Prior-
ity Health Centers.

The STl program supported by World Bank over the
country is expected to be integraled with strengthen-
ing capacity building at the Priority Health Centers.

(2) Program Linkages

The JICA proposed projects such as 1} Highland
Malaria Control Program; 2) District Health Service
Education Project and 3) the USAID programs for
Hospital Management are all related for the elfective
imptementation and the sustainable management.

Furthermore, on-going nalional vertical programs
need fo be linked with the proposed project. In par-
ticutar, Priority Health Cenler may function as the
rural management centers for such vertical programs
at the division level.
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Priority Program 3: RURAL HEALTH SYSTEM IMPROVEMENT PROJECT

1. Project No. 2. Project Title
P-3 Rural Heaith System Improvement Project
3. Project Location 4. Target Beneficlarles 5. Project Duration
Kericho, Bomet, Kisii, Nyamira, Gucha Allihe residents in the calchment area ol | 5 years
priority health centers
6. implementing Agency / Body 7. Project Leve! 8, Project Priority
Pioject Managemant: District Health Management Teams Minimum / Basic High
Daily Project Monitoring: Heakh Center Stati Management Teams

9. Summary of Objectives

The project increase 30% of basic health service capacity through:

{1} Rural health management system strengthened

(2) Betler quatity of services extended

(3} Support for eatchment area dispensarles re-established

10. Justification

- RHFs need tinkages and network in order to realize district organizational elort on health service delivery,
- Improvement of heallh services at the Health Center level is likely 1o be most cost-effective and feasible approach.

11. Expetted Benefits / Qutputs 12, Verifiable Indicators
- Management eapacity al priority H'Cs institutionalized; - Management schedutes and monitoring liss available and used;
- Epldemiological and workload data utilized, - Epidemiological and workioad data applied lo logistics program
- Facility and equipment improved, and annual planning;
- Quality of essential services impreved; and - HNumber ol visits § refesral / FIF increased;
- Type of services including faclity-based preventive activities - Improved coverage area of priority H/Cs; and

expanded - Contac between priority H/Cs and external agents ingreased.

13. Imporiant Assumptions  Conditions for the Project

- MOKY PMO eontinue 10 support the project,

- Key players within the project are well guided to the common goal; and
- Cormmunity cooperate to the improved quality of services.

14. Project Linkages / Other Seclor Linkage 15. Relevant Agencies to be Coordinated
A Continuing Health Service Education Program (e.g. strengthening PMIU (DANIDA), Health Cenler Committees
management / program budgeting capacity of DHMTs) /PMIU project/ Keumbu H/C{AIDE)
National {verlical) programs
16. Major / Key Activities 17. Major Input 18.Est'd Cost*
Persennet | Materials | Construe-
tion
& Produce management and mondoring manual on RHF s X
0 Develop integrated supervision, monitoring and cormmunication X X USS 1.08M,
channel to the all RRFs B
(3 Gevelop and demenstrate the use of epidemiotogical dala and X
worklioad al priority HiCs and the districts
O Guide priorty H/Cs cornmitiees for the project X
O Rehabifitale and equip priorty HiCs X X USE6. 1M
Q Inlroduce qualily control methods a! prionity H/Cs X
Q) DHMTs/ Priority H/Cs increase facility-based preventive activilies X b USS D14 M.

against selective disease f water prolection

19, Estimated Tolal Cost

20. Necessary External Inputs | Assistance ! Arrangement
Rehabifitate and equip priority HCs (donor)

Piovide vehicles { motorhikes for integrated supervision and moniloring X
{gono)
Technical assistance fot lacility-based preventive activilies and linkage X
with external agenls (e.g NGO/School iDispensary) - {dongr -JOCVs?)
BHMTs provide necessary information and assign tasks to all involved in X
the proiect

Recurrent cost for the project be secured by PHC budget and FIF's PHG X X
tund

*Onily facility and equiprent

US§ 7.3 M.
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19. Priority Program 4: COMMUNITY-BASED PROMOTIVE AND PRE-
VENTIVE HEALTH CARE PROGRAM

RATIONALES

Although the National Health Reform Policy strongly
addresses the importance of promotive and preven-
tive health care, the current government structure
and system, on the practical ground, are nol geared
for promoting community-based health care as
stated. There are various reasons to explain this
inactivily as follows:

(1) Low commitment for PHC by the Government;

{2) Weakness of the govemment structure and
system to support communily-based heaith care
(CBHC), represented by: a) inactivity of DHMT
Primary Health Care(PHC) Committee; b) Tow
moral of heaith workers for extension services;

and ¢} poor communication between district and
rural;

{3) Lack of the coordination among communily
group activities and lack of community empow-
erment experience,

PROPSED PROGRAM COMPONENTS

The community-based P/PHC activilies should be
strengthened with a variely of measures, mobilizing
all available human resources al the district level. To
this end, the following programs are proposed:

« Governance, Capacity Building and Human
Development

»  Organizational Setting; and

«  Development of Strategies to make CBHC pro-
grams “sustainable”;

GOVERNANCE, CAPACITY BUILDING AND HU-
MAN DEVELOPMENT

(1) Reorienting Government Personnel for CBHC

Most of govemment personnel in charge of commu-
nity-based health care (PHOs and PHTSs} are inactive
and rarely visit communities, which they are sup-
posed lo serve. itis necessary 1o re-orient and train

them to perform their duties. At the same time, it is
needed to introduce some apprecialion incentives
such as "Annual PHO/PHT Award" that will be given
to those who achieve a tangible impact of PHC to
communities.

{2) Activating the DHMT PHRC

The goverament’s capability to promote and coordi-
nate CBHC activities depends greally upon the
capabitity of OHMT PHC Committee in terms of pro-
gramming systemically activities, implementing the
activities, evaluating the progress and planning more
effective activities based on the feedback.

The PHC Coordinator needs to be trained in organ-
izational and management skiils to mobilize avaitable
budget and the government PHGC slaff as well as
facitating muiti-sector efforts by the DDC’s PHC
Sub-committee members.

ORGANIZATIONAL SETTING
(1} Establishment of District Coordinating Body

Creation of a district coordinating body is proposed to
initiate, organize and coordinate various activities
ang programs by health care groups at the district
level. There are many groups at the communily, but
there have been little experience for the community
groups {o bring their resources and experiences
under one umbrella organization.®

This organization will play the pivotal role in dissemi-
nating and replicaling successtul cases of some
community groups to other groups by accumulating
experiences and technical and managerial know-
how for successful communily-based projects. The

3 Maendeleo Y Wanawake Organization (MYWO}, a
leading women NGO for rural development in Kenya, has
umbrella type struciure covering regional-wide women
groups at district, province and national levels. Because
MY WO has experienced structure a mechanism to bring
regional-wide women groups together, this can be a good
example for the above proposed district coordinaling
commilteesassociation,

.59 -



management body of this grass-rool organizalion
can be composed of representatives from community
groups and NGOs in districl.

{2) Setting up Monitoring Indicators

Tenwek Community Health Program in Bomet district
uses the following monitoring indicalors. They are
used fo judge whether the community or the group, is
capable of sustaining itsell with reduced support;

» the number of the Village Health Commitlee
meetings held in a year

+ the total number of the participants in the above
meetings in a year

+  the number of the trained persons in the Village
Health Committee

« the number of the trained Community Health
Workers in the community

»  the number {and the percentage) of the house-
holds in the community which have been visiled
or served by the Community Health Workers

+  the number of environmental health facility (e.q.,
toilet) increased

STRATEGIES TO MAKE COMMUNITY-BASED
HEALTH CARE PROGRAMS SUSTAINABLE

Through the field surveys, the Study Team identified
key elements of successtul community-based health
care programs. These are commonly:

«  Dbased on real needs and selected by the com-
munity or group members;

« not mited to the direct medical problems, but
including a variety of the health-relaled aclivities
such as water and sanitation,;

+  motivated with a community’s or group’s strong
will to improve their lives;

+  led by disciplinary leadership of the community
o group;

» managed with good book-keeping and trans-
parency 1o the bank aceount;

» sharing fair and cleary slated ru'es among
members,
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« maintained with aflordable member's obliga-
tions and contributions (e.g., membership lee,
monthly deposit, tabor contrbulion, material
contribution};

« linked with income generalion activities {0 make
lunds avaitable for the groups

+  yielding short-term benefits (nol only the health
benelit, but also the economic benetit) for the
community or group membpers;

« under regular supenision and advice by an
oulsider occasionally, untii the community or the
group becomes self-sustainable.

Knowing these key factors, the following strategies or
Programs are proposed:

(1) Provision of Start-up Material Kits as A
Basis for Revolving Fund

In the Bamako Initiative projects, the drugs and mos-
quito bed-nets were donated to the community which
were to be sold and the money are o be provide a
basis for a revolving fund for the fulure re-supply. In
the proposed project, the community groups wilt be
given the start-up malerial kits lo stari their selected
activities. They will be expected to sell these start-up
materials and establish a revolving fund for future
activities. The start-up material kits could be the

following types to suit various needs of the commu-
nity:

»  malaria kit (e.g., bed-net, drugs, insecticides)

+ water and sanitation kit {e.g., cement, pipe,
water tap, shovel, hand pump}

»  reproductive health kit (e.g., TBAkit, contracep-

tives)

« income generalion kit {e.g., sewing machine,
carpenter's tools)

{2) Combining Health Promotion and Income
Generation

Some groups are making mosquito bed-nets for
income generation {e.9., AMREF Nyamira Office is
assisting the youth groups in their Adolescent Heaith
Program). This type of combination of income gen-
eralion by producing and selling health-related
products should be encouraged through PHC promo-
tion to make the group funds available, Japanese
medical entomalogist aiso advised lhe production
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mosquito repellent bars out of the locally avallable
pyrethrum flowers at the community or at home.

(3) Educating Community on Health

Malaria is the biggest kitler disease in the study area.
According to our survey, many people in the commu-
nity perceive that the causes of malaria are not only
mosquitoes but also other factors such as contami-
nated waler and food® People consider that to
employ all the preventive measures to possible
causes is technically difficull.

Other areas for health education which the commu-
nity need are diarchea prevention and management,
nutrition especially for children (as mentioned before),
reproductive health and family planning, and safe
water and sanitation.

It is important to use appropriate media for health
education in order to reach community people. Ac-
cording to our survey, radio, folk media and mass
campaign are regarded as the most effective media
to convey messages to the wides! audience.

For suslainability, the use of folk media {such as
dramas and dances) are thought to be effective.
There are many experiences using communily activ-
ity groups (e.g., women groups) o deliver the health
message through dancing and singing in the Study
Area (e.g., a HIV/AIDS campaign in Kisii diskrict in
1997). Since folk media are based on the local peo-
ple’s tradition and skills, the local people already
have the polential to develop and perform.  Folk
media provide not only education but also entertain-
ment for the community, so they can attract the wider
audience.

In Kenya, there are many national health-related
mass campaign events such as National Immuniza-
tion Day, National AIDS Day, National Population
Day. It is proposed to organize a new district-based
health campaign such as District Malaria Day/Week
or School Health Day. i wilt be relatively easy to
solicit donors and sponsors to finance the part of the

® A survey on “People’s Knowledge, Attitude and Prac-
tice(KAP) and Market on Goods for Malaria Prevention”
was done from June to August, 1998 as well as Malaria
Case Management survey. The result of KAP Survey will
be included in the Draft Final Report.
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mass campaign activities, because of their high
visibility in the media.

(4) Establishing ‘School Health Programs”

The number of schools are several times bigger than
the number of health facilities, so if schools are in-
volved in health activities, the impact on children’s
health will be great. But in Kenya, education at
schools is limited to providing knowledge only.

it should be recognized that education at schools
includes nol only providing knowledge, but also
physical fitness and civic education. In Japan, every
schoo! has a schoo! nurse and a regular physical
check-up for the pupils and students. The schools
where the health condition of the sludents are very
good are awarded “Good Health School Award” in
the national level, In Uganda, health education using
Child-to-Child approach is integrated in the national
curricutum for primary and secondary education. itis
recommended for the Ministry of Heallh to coilabo-
rate with the Ministry of Education in order lo seek for
the possibiiity to incomorate health educalion in the
national school curriculum as a long-term stralegy.

tn the district and the community, school headmas-
ters, parents and teachers associalion (PTA} and the
school board have the discretion lo incorporate some
school healih aclivities such as reqgular physical
check-up and health education as extra-curriculum
aclivities. So it is imporiant to sensitize school
headmasters, PTA and the board members on the
importance of school health aclivities.

FOR THE IMPLEMENTATION
(1) Donor Inputs and Collaboration

Existing experiences of community-based projects
by DANIDA, SIDA, USAID, IFAD and NGOs { e.g.,
Tenwek, Kaplong and Action Aids in Bomet, AMREF
in Nyamira) are all invaluable resources to learn.

Hence, external resources provided by donors and
NGOs should be mobilized for Capacity building of
PHC commiltee and DHMT through their lechnical
assistance and material provision schemes. As for
CBHC promotion, NGO's involvement for communily
mobilization will be crucial.
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{2) Program Linkages lmportant are administrative linkages in the project
implementation with other fing-ministries at district in
terms of Social Services, Dislrict Development, Edu-
cation, Waler Resource and Agriculture.

The JICA proposed projects such as 1) Hightand
Malaria Gontrol Program; 2) Rural Heallh System
improvement Project; 3) District Health Service Edu-
calion Project are all related for the effective
implementation and the sustainable management.

FiG. 181 PROPOSED MACHINERY FOR THE PHC PROMOTION AT DISTRICT
<Linkage>
DHMT PHC Committee | = [ PHC Sub-committee
under pH
PHC Co-ordinator | jemm District Officesof:
Health, Social Services,
I Education, Development,
Water, Agriculture,
Staff for PHC NGOs, Comimunity
representatives etc.
* Health needs assessment
-Short tarm technical advice :iﬁgﬁ@”?mm‘
*Training, especially for mgt. skills ) .
“Tnitiz! funds (e.g., Start-up kit) Representation
*Regular supervision

District-level Committee/Association of CBHC Activity Groups

Women . Community
Group PI y

- Information and technique exchange
- Training for field workers
- Revolving funds and microcredit
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Priority Program 4: COMMUNITY-BASED PREVENTIVE/PROMOTIVE HEALTH
CARE PROGRAM

1, Project No. 2. Project Title

P-4 Community-Based Preventive/Promative Health Care Program
3. Project Location 4. Target Beneficlaries 5. Project Duration
Kericho, Bomet, 1§ Community 5years
Nyamira, Kisi, Gucha 2} Community leaders'group leadess
Districts 3) Government health staff for CBRC

4) School Chitdren

8, Implementing Agency | Body 7. Project Level | 8. Priority
“District Primary Health Care (PHC) Committee” under DHMT Basic Medium
9. Summary of Objeclives

{1} 1o promote community-based health carg (CBHC) activities through community

{2) toactivate government structurefsystem of CBHC activities through capacity building of PRC Commiitlee
(3 folrain government stall in charge of CBHC, community leaders, and community’s field health workers
{4) o establish a new dislrict-level committes/association 1o co-ordinate and empower CBHG activity groups
{5) lo esiablish a school health program 10 increase awareness ol bealih and improve chitdren's heatth

10. Justification

- Prevention of diseases and health promotion at the community level is better than cute,

- Effective community resource mobilization can lead to the sustainable community heakh activities.
- Overburden of the health facilties (especially overcrowded district hospitals} can be reduced.

[ 11. Expected Benefits ] Outpuls 12. Verifiable Indicators
- Local government staff in charge of CBHG are better trained; - No. of trained government stall
- Community/group leaders, community’s health fie'd workers and school teacher | - No. of trained communityfgroup feaders and
and are better trained; schoot leacher
- Seli-sustainable CBHC projects are established; and - No, of self-sustainable CBHG projects
- Government system fo promote CBHC activities is strenglhenad. - CBHC Supervision Recoids
13. Important Assumptions / Cenditions for the Project
- Decanbralizalion process continues. (Especially bottom-up planning approach is accepled.)
- Government decides to put more emphasis and resources on community-based heatth care.
4. Project Linkages | Other Sector Linkage 15. Relevant Agencies lo be Coordinated
Line ministries at district: Social Services, Dev. Office, Education, Water Resource, DANIDA, SIDA, USAID, tFAD, NGOs
Agricubture/livestock
16. Mafor I Key Activities 17. Major Input
Personnel Materials Furdgs
O Train government CBHG stafl to revitalize the PHG Gommitiee X X
O Conduct heakh needs assessment and identily the target comvmunity X X
Q Traincommunity leaders and group leaders on CBHCG activity X X
0 Traincommunity’s field health workers {CHW, C8D, TBA elc) X X
O Provide start-up material kits as a basis of revolving funds X X
O Advise and supervise the community untif they become self-sustainabie X
0 Establish a school health program through sensitizalicn of school teachers, X
headmaslers, PTAs and School Board members
0 Establish a new district-lavel coordinating committee/association of CBHC activity X
Groups
O Expand the CBHG aciivilies 1o other groups H X X
0 Oocument alt processes of promoting sell-sustainable CBHC X
18. Estimated Yotal Cost {oniy facility, equipment and supply) USS 0.8 M.
19. Necessary External Inputs ! Assistance f Arrangement
Govermnment{HQ and local) revitalizes District PHC Commitlee X
Local government's strong wil'commilment to prepare required personnel, facilties X x X
and recurrent cosls to secure sustainabitity of CBHC aclivity
Donor assists baining, supervision, start-up kits and transportation for supervision X X x
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20. Priority Program 5: DISTRICT HEALTH SERVICE EDUCATION

PROGRAM

RATIONALES

Though there is much in common in the educational
needs of all Districts, there are also significant differ-
ences. These are related lo the existing talent and
experience of the personnel available, to the nature
of the environment and the pattern of disease and
also to the culture and expectations of the local
community.

To increase the numbers of prolessional and techni-
cal staff, trained and deployed to each District, is not
under the contro! of Districts, but is the responsibility
of MOH Headquarters, Kenya Medical Training Cen-
ter (KMTC), complemented by the Missions. Each
District is, however, responsible for.

1) supenvision of conlinued education and devel
opment of all prolessional and technical staff,

once they have been assigned to the District;

orientalion, iraining and development in the skills
of governance of newly appointed Management
Board and Facility Commitlee members;

training and development of community-based
health care managers and workers; and

orientation of staff from healthretated Ministries

and organizations, involved in intec-seclorial ac-
livities.

It is well recognized that in all professional fields the
basic training obtained at the beginning of profes-
sional Wle needs continuous updating. This is
especially the case in fields such as medicine which
are undergoing rapid change and development. In
the last ten to twenly years such up-dating has not
been available t¢ many health staff. Those most
lacking this opportunity for updaling have been those
with refatively simple and short basic training who are
posted to rural areas. This has resuited, together
with other causes, in a decrease in the qualily of care
to unacceptably low standards.

In the pasi, whal lraining there has been in the Dis-
tricts has almost always been decided at MOH
headquarlers. It has been uncoordinated and inter-
mittent. There is increasing evidence from a variety
of sources that occasional refresher or extension
courses run by outsiders, often oulside the District,
have litile or no effectin improving the quality of care
provided. Crealing change in the practice of health
and medical activities requires a continuous process
involving lask analysis and constant supervision in
addition to periodic training courses.

UNDER THE HEALTH REFORM POLICY

One of the key elements of the Health Reform Proc-
ess is “decentralization”. This has involved the
creation of District Health Boards, Haspilal Manage-
ment Boards and Facility Management Committees
for health centers and dispensaries. Avariety of local
leaders, professionals, business men and retired civil
servants have been appointed to these boards and
committees. Their commitment to serve is not in
doubl, however, their ability to do so effectively with-
out appropriate orientation and development is
problematical. To be effective, an understanding of
their roles in governance, as opposed lo manage-
ment, is required. Itis also necessary for themto be
aware of different health problems in the area, and
how the health services can prevent or alleviate
them.

CAPACITY BUILDING FOR DHMT

To meet fully the varying needs of local situations, the
responsibility and authority for a District human re-
source development plan must be vested within each
District's Health Management Team (DHMT). Hence,
as the first step, -the further development of the
DHMT is an urgent matter.

For the DHMT to urdertake these responsibilities
they will certainly need outside help, both with their
own development and with carrying out their pro-
gram.
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Different kinds of DHMT management trainiag pro-
grams have already been implemented in diffcrent
districls with varying degrees of success. These
programs need evalualing and standardizing and
then to be applied to all five Districts in the Study

Area. 1t should be noled thal all atempls at develop-

ing the capacity of DHMTs are undermined by the
frequent transfers of staff, especially the MOH.

CURRENT DISTRICT EDUCATION PROGRAM

Inthe past there has never been any comprehensive
District education program. What fittle has been
done has been generated from outside the District.
However, developing a District Education Program
has recently begun in some Districts, with the ap-
pointment and baining of Oistict Continuing
Education Coordinators (DCECs). These people
have been selected from existing district staff such as
a Public Health Nurse, Officer or Health Educator,
and have undergone a training program organized by
the MOH CE Unit. The training has consisted ol
three two-week workshops on management and
teaching methodology, conducted over a period of
one year. In the District a Continuing Education
Sub-commiltee of the DHMT has been established,
with the DCEC as chairman. ltis currently proposed
that in those Districts taking part in this program, a
further group of four “core teachers” should also be
given training in teaching methodology to be able to
support the program.

The District Continuing Education Programs de-
seribed above have concentrated on the conlinuing
education of professional and technical staff. They
have not, as yet, been directly concerned with the
orientation and development of the Board and Com-
mittee members or the training of those concerned
with community-based health care.

A PROPOSED PROGRAM
(1) Selection and training of DCECs

Each District will select an appropriale member of
stalf and the HQ CE unit will arrange their training.

(2} Needs Assessment

A comprehensive human resource development
program requires an inventory of all personnel in-
volved in Ihe health semvices in govemance,
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implementation and community support, and a rec-
ord of their previous training - an educational
diagnosis.

(3) Educational Plan

Based on the educational diagnosis a District Educa-
tional Plan can be developed, laking inlo account
various priorities.  The plan should integrate all the
different facets of human development.

{4} Regular Guidance and Supervision

Regutar guidance and supervision of the rural hiealth
facilities witi be a key activity in the continuing educa-
tion program. ! the past this has generally been
intermittent and perfunctory. Lack of transport has
been one important reason. Some supervisory stall
will also need further instruction on making full use of
visits, on the vse of checklists, proper reports and
records, and providing on-the-job fraining. These
guidance visits will be an essential too! in upgrading
staff and in delermining weak areas of performance
that require more exlensive lraining.

{5) Learning/Training Materials

Based on these findings appropriate training mod-
ules will be designed (or copied), learning materials
collected and workshops and refresher courses will
be planned. Itis critical that these are integrated with
the training underiaken by the national health pro-
grams such as KEPI and HIV/AIDs. A recent MOH
report on the Integration of Training (Human Re-
source Planning and Development Workshop July
1997) makes recommendations as to how this may
be done. These recommendalions mus! be imple-
mented to ensure headquarder support for the District
programs.

{6) Facilities, Equipment and Supplies

Many lraining and development activities can be
carried out withoul special facilities or resources.
This applies particularly to guidance and on-the-job
fraining. However, the supervisor must be able to
visit the health workers' place of work. This poses
demands on transport to rural health facilities and
communily projects. Without transport available
frequently and regularly, supervisory activities, which
must be an essentia! part of human resource devel-
opment, cannot take pface. The costs of transport
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must be batanced against the cost of failing rural
health services and the resulting overcrowding of
District Hospitals.

When it is necessary to bring people together, a
seminar hall is required. Suitable places are not
easily available in Districts, and often workshops and
courses have been held in hotels, which are expen-
sive. (see below proposal for developing District
Learning Centres).

At such times simple equipment and supplies are
required. A blackboard, flip chart stand and an over-
nead projector are appropriate.  And increasingly
some topics are well covered on video tapes, so a
video machine and monitor ¢can be helpful.  This
should be concomitant with a small library to increase
the number of people interested in and capable of
learning from written materials.

New developments in communication technology
and tele-medicine are taking place af an increasing
pace and may find a place in a District library sooner
than currently imagined.

(6) Implementing CE aclivities

Once the staff, plans, leaming resources and equip-
ment have been acquired the program can start.

Orientation and development of the members of the
main District Heath Boards (DHBs) will be assisted
by the PMOs office. The methods used can then be
modified and repeated with the members of the
health center and dispensary committees.

Refresher courses for professional and technical
sa'f can be augmented by local consultants, but it is
essential thal DHMT members should take a key
role.

The program for fraining those concerned with com-
munity-based aclivities - health service stalf, vilage
commitiees and CHWSs, TBAs, elc - will be developed
with the District PHC Coordinator.

The molivation provided and the management issues
resolved may do more to increase the quality of
service offered than any aspect of technical leaming,
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A PROPOSAL FQR THE DEVELOPMENT OF
‘DISTRICT HEALTH SERVICE LEARNING CEN-
TRES”

A key factor in establishing a dynamic human re-
source development program is the polential role of a
District Learning Center. A minimum facility would
consist of a seminar hall for thirty participants, a small
learning resource roomibrary, and an office for the
DCEC. The addition of residential accommodation
for participants and facilitators would increase both
its value and its running costs, and raise the question
of sustainability.

{1} Requirement of Training Man-days

To estimate the potential use of the facility, including
'bed-occupancy' of the residential fagifities, the num-
bers of people working with the District health
services were multiplied by the number of days per
year thal they might be expected to undergo training.

For professional and technical staf of the govern-
ment heallh services it was assumed that each
person should have the equivalent of a week's con-
tinuing education every two years, or three days per
year. For Members of Boards and Committees, 2
days per year, and for those organizing and manag-
ing community aclivities, 3 days per year. By
multiplying the number of staff by the number of days
training required an estimate of the tola! man-days of
training can be obtained, see Table 21.1.

For all five Districts a total of 9,631 man-days are
required annually. In addition to this number, the
requirements of NGO, private and subordinate staff,
should also be considered.

His accepted that these estimates of the man-days of
training required in each Districl are no more than
rough approximations of the needs and that their
realization depends on the necessary funding being
available.

{2) Location of District Learning Centers

The following criteria were agreed for séIecting the
most appropriate focations for the Learning Cenlres.

» Land: Sufficient fand must be available, Ap-
proximately 800 sq.m would be required for a
non-residential center and 4,400 sq.m should be
set aside for accommodation. (it is desirable to



sel aside adequate space to be able to add resi-
dential facitities if required at a later date)

« Adjacent Facility: The Center should preferably
be next tofallached to a tunclional health center
where paricipants could obsetve demonstra-
tions (e.g. immunization, sleriization, physical
examination, etc.)

o Access: |t should be reasonably central in the
District and accessible by public transport

« Water and Electricity. Adequate water and
electricity supplies are essential for a residential
Center

¢ Telephone: The proximity of telephone lines and
the possibitity of installing a telephone are impor-
tant for coordinating activities.

o Other Users: The running costs for CE courses,
can be subsidized by renting the facility to other
Ministries and organizations, when notin use. To
make {ull use of the Centre for this type oi in-
come generating activily it must be in an
appropriate locality for altracting such business.

Finally, taking into account the recommendations
and comgpeting interests of each Dislrict, the Provin-
cial Medical Officer will have to make proposals for
final approval each of the District Development
Commitlees.

Using the above agreed criteria for selecting the
locations the parlicipants ai the Technical Meetings
made the foltowing recommendations:

District Location Type of Center
Kericho Kericho Non-residential
Bomet Kapkoros Residential
Nyamira  Keroka Residential
Kisii Marani Non- residential
Gucha Ogembo Non-residential
(3) Funding

The value of establishing and maintaining human
resources must be considered in relation to the cost
of sa'aries. Currently these amount to approximalely
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70% of the Ministry's health budgel. 1t must be 2p-
preciated that the lack of supervision and he
absence of opportunities for continuing education,
results in a progressive decrease in technical know-
how. This means that less benefil is obtained for the
staff salaries paid.

Fund Requirement: The estimated capital cost of
building and equipmens for a non-residential Districl
Learning Centre is $170,000 and a residential Cen-
tre $670,600

The running of a Non-residential Learning Cenlerisa
relatively simple matter, and could be undertaken by
the DCEC. The costs are small and can be covered
by small charges for the day use of the facility. These
charges should be handled as conlributions to cost-
sharing funds.

The running of a Residential Learning Center, espe-
cially if itis to be managed on business fines, is more
complex and wou!d require a manager, and perma-
nent staff {e.g. cook, cleaner, maintenance man,
watchman). Based on the experience of the RKTCs
(Minutes of a meeting held at Tiwi RHTC May '97) a
charge of 800 KSH/ person/day should be charged
for workshops and seminars, and perhaps a lower
rate if pre-service students are accommodated.

The long-term viabitity of such an institution depends
10 a great extent on its occupancy rate and the effi-
ciency of the management.

Funding Sources: The required funds may come
from: 1) cost-sharing funds; 2} MOH national pro-
grams; 3} its own income generaled from renting;
and 4) external aid funds.

{4) Operation, Maintenance and Management

A District Leaming Center Management Committee
{comparable with a Health Cenlre management
Committee) needs to be established. They would be
responsible for the operation, maintenance and
management. They would appoint the local staff and
would operate their own finances and take the usual
measures to ensure accountability and ransparency.

in practice, the operalion of the services could be
sub-contracled to some capable NGO to assure the
efficiency of program operation.
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Cooperation would be established with other training
institutions - local KMTCs, responsible for pre-
sewvice training, and NGOs, lo ensure economic use
of resources.

FOR THE IMPLEMENTATION
(1) Donor Inputs and Collaboration

Planning and construction of the District Learning
Centers will require donor support. They will also
require initial support until they become sell-
sustaining.

Continuous support will be necessary from agencies
assisting the MOH CE Unil such as SIDA and also
those funding some of the national health programs
such as UNICEF, USAID and World Bank. This
support will be for the training of DCEQSs, undertaking
fraining needs assessments, developing appropriate
curricula, collecling learning materials, efc. Assis-
lance that has been given to MOH and Diskricts by
various local agencies such as AMREF, Aga Khan

The JICA Study: Fina Rlepont (Summary)

Health Services and Foundation, and the JICA
KMTC project needs to be included and extended. In
particular their experience and support for training
DCECs, the health service managers and commu-
nity-based health workers should be utilized.

(2) Program Linkages

This project underpins all the other JICA proposed
programs, and needs to be refated to them as abasic
condition to make them all successful and sustain-
able.

At the MOH headquarters it is necessary for the CE
Unit 1o undertake the training of the newly appointed
DCECs and to pravide the appropriate support for
them when trained. 1 is also necessary for the proc-
ess of integration of the training programs of the
national health programs (e.g. KEPI, HIV/AIDS) o be
incorporated into the District Programs.

TABLE 20.1: ESTIMATE OF "MAN-TRAINING DAYS* REQUIRED PER YEAR

{1} MOH PROFESSIONAL AND TECHMICAL HEALTH STAFF

Kisit Gucha

Nyamira Sub Total Rericho Bomat Sub Total Total
Ho. heath stali 590 105 438 1133 632 264 896 2029
Man-days ol Training days 17 318 1314 3399 1896 742 2688 6087

{2} MOH BOARDS AND COMMITTEES
Kisii Guwha  Myamia SwbToidd  Kericho Bomel SubToldh  Totad

No. Boards / Coms.
Rosp. Board 1 1 1 3 3 1 4 7
Dist. Board 1 i 1 3 1 i 2 5
H'C Committzes 7 7 8 23 g 7 16 39
Disp. Committees 19 13 15 47 49 a7 86 133
Total No. Board feom.. 28 2 26 76 62 45 108 184
Foial No. of Beard / Com. 224 176 208 603 495 368 864 1472
Members (average per Board
1Com. 8 persons)
Man-training days 448 352 416 1216 ox 736 1728 2944
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(3) COMMUNITY-BASED HEALTH CARE MANAGERS

Kisii Gucha  Nyamira Sub Tolal Kericho  Bomet Sub Total Total

No. C-b HC warkers 40 40 40 120 49 40 a0 200
Training days 120 120 120 360 120 120 240 600
(4} TOTAL
Kisit Gucha Nyarnita Sub Tolal Kericho  Bomat Sub Total Total
Totat man-days training lor 1,2, and 3 2338 87 1650 4975 3008 1648 4656 a6
Notes:

{1} Assuming each member of staff has one week of training every two years i.e.3 days per year
{2} Assuming each Board/committee member has two days of orie nation/fraining per year
{3) Assuming each C-b HC Manager has 3 days lraining per year

Discuséion between JICA Study Team and
District Health Management Team {Kisii)
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Priority Program 5: DISTRICT HEALTH SERVICE EDUCATION PROGRAM

1. Projact No. 2. Project Vitle
5 A Dislrict Health Service Education Program
3. Project Location 4. Targel Beneficlaries 5. Project Duration
Keriche, Bomet, Kisii, Nyamira, Gucha Al health workers in the Districts Syears
6. Implementing Agency f Body 7. Project Level 8. Profect Prlority
District Health Management Teams, MOH Basic High

9. Summary of Oblectives

The program provide 2-3 days lraining/workshop for all the necessary personnels through:
{1) Establish a sustainable system of CE in each the District

{2) Provide appropiriate Wralning for al district heatth workers

10. Justification

- Health workers : quality of service - promotion, prevention and eurative - need upgrading
- Management Boards and Committees: quality of governance ol the health service needs orientation and development
- Community Heatth Workess: number and quality need to be improved

1. Expected Benefits ! Qutpuls 12 Verifiable Indicators

- Identification and training of DCECS in District - Number of DCECs identified and irained

- District CE program and plans produced - Dislict CE plans and learning materials  available
- Facilities, equipment and leaming materials for CE provided - CE Centets constructed and equipped

- Communications for appropriale supervision provided - _Numbers of people trained

13. Important Assumptions f Conditions for the Project
- Health Reform process continues: Management Boards and Committees appointed
Districls appoinis CECs and assume responsibility for all CE activities
- MOH national training program (e.g. KEP)) cooperate with district program
- DHMT's, Communities and trainees supnor! program and provide increases in cos! -sharing funds

14. Project Linkages / Other Sector Linkage 15. Relevant Agencles to be Coordinated
MOH CE & {verfical } Health Program Units Donors (e.g. SIDA, USAIDY Intemational Agencles (e.g.
NGOs 8 C8O0s in the District tequiting of providing CE UNICEF, UNFPA) / National Agencies (e.g. AMREF) f &
KMTC, who provide CE activities
16. Mzjor / Key Activities 17. Maior Input
Personnel Materlals Construction
(3 Train DCECs X
0 Needs assessment studies for StaltBoard/C-d workers X
U Prepare program fot StaltBoardC-b workers X
O Eslablish monitoring and evaluation program fot CE X
U Yrain District supervisor staff and establish schedule X
O Ensure adequate communicalion and transport X
O Start regular CE aclivilies, including supesvision X X
Q Confirm sites lor CE centers X
Q Construct and equip CE centers X X
0 Undertake evaluation survey X
18, Estimated Tota) Cost* USS 2.07 M.
19. Necessary Inputs / Arrangement
MOHR CE unit (with doner support} conduct DCEG tzining X
DCECs obtain suppord for studies and health learning materials X X
DCECs involve other agencies fe.g. AMREF, Aga-Khan} with pIogram X
supoor
Doror support for construction and equipment %

*Oniy faciiity and equipment
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