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3.2 POSSIBLE INTERVENTIONS

3.2.1. Project Concept

In summary, the proposed praject should cover the following area,

1) Facilities that need comprehensive improvement and rchabilitation:

¢ Kericho District Hospital: Comprehensive facility rehabilitation and
replacement of essential medical equipment

¢ Kisii District Hospital: Comprehensive facility rehabilitations and replacement
of essential medical equipment

2) Facilities that need partial improvement and rehabilitation:
» Longisa District Hospital (Bomet): Replacement of medical equipment.

¢ Nyamira District Hospital: Minor rehabilitation of building and facilities, and
replacement of diagnostic medical equipment.

3) Instatlation of hospital management and referral function with the all district
hospitals linked with RHFs.

4) Revitalisation of the maintenance system with the all district hospitals

3.2.2 Improvement of Management and Accounting System

Re-establishment of organisationa!l roles for the District Hospitals

The organisational role of newly created HMBs should be realised and co-ordinated with
the other district managing and implementation bodies such as DHMTs and DHMBs. The
functional role of the district hospital as a referral centre should also be discussed for the
improvement of the linkage with rural health facilities. [Ref. Appendix-5: The Staff
Establishment, Appendix-6: The Organisation Chart]

Improvement of hospital management and accounting

The strengthening of management in the district hospital is an urgent malter to maintain
and improve the quality of curative services. It is necessary for all senior staff, in particular,
the members of the Hospital Management Teams to have training to improve personal and
management skills.

The creation of hospital service improvement section will be encouraged to iniliate the
institutional change on the performance of quality care. This will be an implementation
section of quality control and patient service.
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The most significant financial source for maintenance is the facility improvement fund
(FIF} coming from 75 % of the collected money through the cost-sharing system. In reality,
the management of the FIF needs to be further rationalised at the district level, upgrading
the collection system as well as securing the fund against leakage. [Ref. Appendix-7] The
fund collection system should be improved by 1) introduction of a “Cash Registering

System”, and 2) integration of the System together with Health and Management
Information System. {Ref. Appendix-17]

The HMBs should be re-organised in such a way that a quick and timely decision-making

can be made for management of the hospital including the hospital budgetary and
personnel arrangement.

3.2.3 Facilities

Basically, the hospital facililies are supposed to be harmless to the patients. Not only from
the physical point of view, but also from the infectious disease viewpoint. Patients should
not get infected by any disease in hospital, and the hospital also has to provide appropriate

environment for patients’ recovery. Therefore DHs should be rehabilitated or expanded
based on the following basic concept.

Basic Concept

a) Hospitals should be expanded based on a strategic structure plan in consideration of
future expansion;

b) Comfortable space for the patients should be secured by providing enough space with

ventilation, appropriate sunlight and temperature. Needless to say, they have to be kept
in a sanitary condition;

¢) Facility layout plan should be in accordance with the function of the organisation as
much as possible to maximise management efficiency;

d) Facilities should be easy to maintain and operate; and
¢} Hospitals should be provided with enough water and electricity.

‘ollowing the basic concept, the proposed major interventions for the respective DHs are
shown below.

(1) Kericho DH

a} Functional facility arrangement: In order to make the hospital function efficiently,
the functional layout plan of facilities should be rearranged according to the logical
movement patiern of people,

b) Facility components: The hospital has most of the facilitics required in MOIl’s
standard, but only some of the facilities, such as Casualty, Amenitly ward, and Central
Supply etc. As for the casually, the Kericho DH is located on the arterial road from the
Westemn and Nyanza provinces that are highly populated. Road traffic accidents occur
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d)
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often, which causes plenty cases of the seriously injured. Therefore the demand for the
Casualty is high.

Capacity: As mentioned above, Kericho DH has about 250 out-patient attendance
daily and about 45 in-paticnt admissions on average. The target capacity increase of
this hospital is 6% increase in the number of cutpatients.

As mentioned in Fig.3-8: BOR in Kisit and Kericho DH, the average BOR in Kericho
DH in 1997 was }06%. Though the number of in-patients is expected to increase in the
future, the target is to be reduced the average BOR to be around 80%, because of the
capacity of staff.

In the concrete, the expansion of Ward 3/Isolation ward and Ward 2/Paediatric Ward is
required. Also, Ward 5/Female and Ward 6/Male should be expanded not anly to meet
the demand, but also to separate the Medical and Surgical patients.

Renovation of buildings: To maintain a good environment condition for the patients,
most of all the facilities which have some damages such as water leakage from the roof,
damage of the ceiling, doors, windows, floors, and gutters have to be renovated. The
exceptions are the new eye ward, new eye theatre, and PMIU building.

Sanitary facilitics: Some plumbing problems in the water closets, such as water
leakage or low water pressure etc. should be solved. Also a small water tank should be
installed on the ceiling to raise the water pressure. However, in the case of proposed
new wards, water closets should be separated from wards to keep clean. Furthermore, a
pit latrine or another system should be studied from the sustainability viewpoint.

Water supply: To meet a daily demand of 220,000litres/day, an additional water tank
is necded. Rainwater harvesting system used for cleaning should be installed to reduce
the consumption of piped water.

(2) Nyamira DH

a)

b)

c)

Renovation of roof (waterproof): Some measure’s should be taken to stop rain
teakage, to reduce damage to the buildings. To put pitched roof above the existing
buildings is one of the options.

Water supply: The amount of water supply is inadequate to meet the demand. The
rapid increase of population in the Nyamira town exacerbates the situation.

Renovation of plumbing work: Leakage should be solved.
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(3) Kisli DH

a)

b)

c)

4

¢)

Functional layount: As mentioned above, as a result of the repeated expansion, the

hospital has some serious conflict in operational inefficiency. In order to

accommodate more patients and improve the quality of the health services, the hospital

needs a rearrangement of functional layout based on a strategic structure plan, The

following items nced consideration: -

¢ Re-zoning based on the logical functional relationship of the zones will ease the
congestion in the hospital, make the hospital operation more efficient, and make
the control of visitors more easy;

s Control of visitors’ flow by construction of a fence, restriction on visitors’
entrance and approach, and a regulation of visiting hours, etc.;

¢ Building pitch should be considered to get enough ventilation; and

» The complicated system of the water pipes and the electricity wires should be
rearranged for easier maintenance.

Expansion of capacity: The OPD needs to be expanded to handle more than 600 out-
patients daily. BOR of each of the wards is shown in Fig.3-8 BOR in Kisii and
Cherish DIH. Though the condition of each of the wards varies, BOR is commonly
over 100% on average. It is clear that the hospital’s space is not enough to
accommodate a large number of patients. The number of nurses in the wards is 163,
and the beds to nurse ratio is 1.69beds/n. In consideration of the staff capacity, around
350 beds (2.22beds/nurse) are assumed to be able to be handled by the existing staff.
It is essential that hospital has sufficient beds for the patients in the future.

Renovation and reconstruction: Same as those of Kericho DH, most of the facilities

should be totally renovated. Some seriously damaged buildings, such as OPD and
Ward 1 should be reconstructed.

Sanitary facilities: Kisii DH has the same plumbing problems as Kericho DH. The
plumbing facilities should be renovated. In the case of constructing a new ward,

sustainability of the system and good sanitary conditions should be taken into
consideration,

Water supply: To meet a demand of 180,000litres/day, an additional water tank is
required. Rainwater harvesting system should be installed to reduce the consumption

of piped water by using rainwater for cleaning. In addition, the water tank should be
cleancd-up and maintained.

Maintenance system: Damaged buildings, non-operational water supply and sewage
system require a periodical maintenance. The maintenance of building, plumbing,
mechanical and electrical matters should be strengthened.
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3.2.4. Equipment

Replacement of the damaged medical equipment and addition of the necessary medical
equipment are recommended to Keriche DH, Longisa DH, Nyamira DH and Kisii DH as
shown in Table3-6.

3.2.5. New Maintenance System for DHs

To give HMU more time for preventive maintenance and repair, a new maintenance system
that involves users of medical equipment and facilitics is necessary.
The proposed maintenance system is based on the cument maintenance system,
Characteristics of the system are as follows:

- todefine procedures for maintenance,

- to involve each department of the DHs,

- to emphasise importance according to procedures,

- to define documents filing system, and

- to file the documents in order and utilise themn.
For example, Kisii DH has many Departments under the Medical Superintendent. Those
are Administration, Clinical Medicine, Nursing, Out-patient, In-patient, X-ray, Laboratory
Eye, Dental, Physiotherapy, Pharmacy; etc. Procedures define job descriptions on
maintenance for each Department. User Departments should have responsibility for making
specifications of the equipment and the facilities.
As for maintenance, the following maintenance system is recommended

-Daily check by user
~Preventive Maintenance [

- Regular inspection by HMU
Maintenance —

1"Rr,p:a.ir Maintenance by HMU

To promote technical exchanges among HMUs, a maintenance circte connecting HMUs
should be organised.
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Table 3-6 Proposed Replacement and Addition of Equipment to DHs

Kericho DH

- LN R . A Srep - m
Section Equipment Section Equipment Section Equipment - .
dale Ward Sterilizer 11¥-ray roea Y-ray unit, genaral 2ItB ward Sphy gmemancmeter i
Sphy gmomantmet ek 2 Wobile X-rav unit | Stethoscope I
Suction puap | Lltrasoond diag.vnit | Suction pump |
Stethoscope 2 Antom. processor 1 Autoctave I
Drip stand 2 Dripsiand 2
Stretcher 1{Eye ward Sphyyropancncter 1
Refrigerator I Snction pump 1lEye clinic Nohtha feoscope 1
wtoctave 1 Strilizer 1 jRetinozcope I
Autoclave 1 Tonometer ]
daternity ward [Sphymmomancneter I Refrigerater 1 Lensoneter ]
Seclion pum i Slit Pamp 1
Examination couch iPursery Incubator 1 -
[peip stand Z Baby scale 1§0ental Dental chair 2
Stretcher i Stethoscope 2 Sucker ]
Diamostic set 1 fahy cot Z Sterilizer |
wstoclave 1 Suction pump 1
Sterilizer ] Sterilizer i ahoratosy Centrifuge 2
Resuscitation table i Relrigerator 1
Female ward Sterilizer 1 Incubator 2
Section pump i Bater bath 1
Stelhoscope 1ecupational theegi¥hweel chair IMortvarcy Cooling wnit 3
SphyEmCaAncTeter 1 Yentilation fan 2
Brip stand 2Py Refeigerator 1 Instant sater heater 2
Stretcher 3 Examination couch 1 Troltey Z
Refrigerator ! $dult scale 2
Wwtoclave ] Baby scale 2)laundey Brier |
Light source i Squeezer P
Jelivery ward |Sphygmomancacter 1 \utociave 1 Ironing machine 1
hygen set Z Steribizer 1 ¥ashirg machine 1
Drip stand 2z
Delivery couch ZIthi ddren ward [Stethoscope eldaintenance Waltineter 2
Opor. room Lanp | Sterilizer ] Orilling machine 1
Sterilizer 1 Examination couch 1 ingle grinder 1
T [acusu extracter 1 Vice 1
b bag litasiotherapy [Microsave diathermy 1 Tachometer 1
Streteher 1 Lase¢ machine i Gas leakage detector I
Fersenal computer
Rahy couck 3 Electric stimlator } {vith grinter} !
Fameerency bight 1 Short-save enit i
Refrigerator i
“Bildren ward [Swctice pom 1
Yerating theafSectica unit Z
hratory Flamephot ometer | Sterilizer I
B Colezimter ne Merating table Z
Coulbter ¢cotnter | 1nesthetic it J
- _[Bdance i o, roor bamp Z
Tutoe lave st | Soall ope. Jamp 2
N Yateclave adtomuic i frolley 2
Ditater 1 Fmory, poser source 2
[ Glncometer 1 Stethoscoe P
7 o dot air owven 7
- ficrascap o 2
[T Counting chomber 1
Eliza machire Z
FSR sian) 1
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Arr/t Arc/r Are/T
Section Equipment ep.  |Section Equipment ep. |Section Equipment €D,
Fard Sterilizer 5 Gceupational  |Baby malker Z)X-ray voom X-ray vnit, general 1
Sphygmomnnomet er 5 therapy Standing aid Z Wanual procossor 1
Suction pomp 5 Parallele bar 1 Filw viewer §
Stethoscope LC Falking aid Z Jthers |
Drip stand 1] Bicyele 1
Stretcher % sheet chair 2] casmattics Examinaticn couch 4
Refrigerator 9 Gthers I} /Chinies Stretcher 2
Jotoclave 3 #heel chair 1
Modesty screen 10} Operating Suction unit 2 Sucticr purp 1
Bed pan washer 5} theater Sterilizer 1 Sphygmomanometer ]
Bad 150 Anesthetic unit 2 Antoctave t
Bedside cabinet ¥50 frolley 2 Trolley Z
Thermoseter 30 Stethoscope 2 Foetoscope 2
Drug trolley e {Operating table H Jodesly screen 4
Exsmination light 4 Diatkermy machine 2 fpstrument trolley 2
Ambu bag 5 Cacsarian section s, z Stethascope |
Torch 5 Laryngoscope 2 Gthers 1
Examination lamp Z
Delivery Sohy gnomanometer 2 Surgical set ZI¥ortoary Cooling wnit 3
Oxygen set 2 Orthopacdic set I frelley 2
Drip stand 2 dthers ] Others 1
Delivery couch Z
Sterilizer 1iEye clintc Oohthalooscope Vel anndry Prier i
Vacuum extractor 1 Stit bamp 1 Squcezer 2
Axbu hag 2 lorch 1 Ironing machine ]
Stretcher 1 Dthers 1 Fashing machine ]
Baby couck 3 \ntoclave Yaundry L
Exmnination Fight 1]eatal Deatal chair 7 Boiter i
Sterilizer 1 Sucker i
Suction pump H Sterilizer 1[Maintenance Maltiseter Z
ferch z Sphygmomanonctor i Drikling machine 1
#heel chair 2 Stethnscope ) Anzle grimder 1
Wit scale 1 thers ] Vice |1
Baby scale ] Personnl computer ]
Stethoscape Zlahoratory Cemtrifuge z Printer _
Fetescope 1 Refrigerator H \re welding mechine )
Drug trolley 2 Incubator 1 Gas welding moach. ]
Fater bath 1 Gthers 1
Fhysistherapy [icrosave diathersy 1 Coloricoter t
Electrie stimilator 1 Teulter cotnter 1jKitchen Kitchen sot }-
Short-wave unit | falance e R b
[nfrared Yight H Autoclave marmial 1 ) T o
dax bath 1 Dilutcr i B N
ltraviolet light i Glucometer i ]
1 rasound uait i Aicroscope 1 ~
$heel chair i Elhza machine 2
Bicyele ? ESR stansd 5
Fhigh streagthen u. 1 thers 1
Paraliel bar l
Plinth Pharmacy Chemoal balance @
Stairs ) Hot plate 1
Fowing machine 1 Fefrigerator ]
Re-ehcat ton mirror i Jthers i
Mhers H




The JICA Study: Final Report,
$D3: Facility-based Health Service and Proposed Frogram

Nyamira DH
Add. Add.
Section Equipment rep. Section Equipment rep.
-ray room Y-ray unit, general 1 “latn theatre Exa. light I
X-ray unit, dental 1 Refrigerator 1
{-ray unit, mobile 1 lutoclave 2
Ubtrasonic wnit 1 Oper. Fight 1
Film viewer 1 Anba bag i
Y-ray untt, abdomen ! Suction pump 1
Anaesthotic mach. 1
iahoratory Coulter counter 3 Surgical set ?
Centriluge H
Hater bath 1 Haternity ward |Anbu bag 1
Hot air oven ] Vacuum extractor 1
Colorimeter 1 Sphygmomanoneter 1
Microscope 4 Soetion pump 1
Rater distiller 1 Fetoscope .
Blood sugar machine 1 Exrmination light 1
Sterilizer 1 Doppler fetal detector 1
H aeter 1 Delivery set 2
Ambes hag 1
Physiotherapy  |Infrared light S Gynacological exan. set 1
Cradle warmer } Incubator 1
Sicycle b4 IElectric heater |
%ax bath 1
¥aintenance |Digital mutimeter 2
dooup., therapy  |Sewing mach. 1 1€ tester i
|Portble drilling maching 1
iharmacy Balance 1 IElec!ric planning mach. 1
luteclave 1 IElcclric sanding maching i
IPersr.!ﬂaI computer 1
Wmenity ward ¥reel chair 1 |Prinler |
[emergency generator 1157280V, 191 A,
137.5 kVA, SO He, 3
Fepale wand Sphygmomanoacter 2
alt seale Z Administration fPersoral computer !
Stethoscope Z Printer 1
{0SCone i
Gynacological exam. st 1
Sheel chair i
IFx:u'uinalioa lasp 1
Stretcher 1
Drip stand 3
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Kisii DH
Add./ Add./
Section Equipzent rep. Section Fquipzent  {rep.
lLaboratory Blood cell counter | joental Oental chair 1
Wicroseope 1 )
Fatonoloay lab. |dicroscope 4 N
WY clinie Sphygmonanometer 1 Refrigerator 1 N
Autoclave !
Dutpatient clin(Fils viewer 1
Theatre for VSC {Film viewer t
ENT clirie Head 1ight 1 Operating light ]
Steridizer 1
Eye clintc (rerating microscope 1
Opesating light 1 Meatre Opcrating table 2
Opcrating Light 2
Chysiotherapy [Microwave unit 3 Filn vieser 1
Ultrasound unit ? Diathermy machi: 2
Infrared light z FCh monitor 1
Falking machine 2 Surgery X-ray w 1
Fax bath i Broachoscope }
Stimslator 3 Colonoscope 1
Thigh strengthea u i Cystoscops 1
Wheel chair 2 Ceneral set 4
Bicycle } Craniotony set 1
Shorkwave unit 2 Orihoraedic set i
Ultraviolet light 3 Cacsarian sectir 2
{-ray room {-ray wnit, general i Ophthaloology |51t Jamp |
X-ray unit, pottzble i Direct Ophihalm t
Y-ray wait, dental 2
Drying cabinet 1 OS50 Autociave {big Z
Aulo. processer ] Autoclaving drug 20
Heater 2
Filo viewer 1 ‘zintepance IC tester 3
Transistor testq 3
Yaternity Scale ] Wiltimeter 1
Yacuum extractor 2 Anvil pa
Batry incubater 4 Pipe bonding ma i
Sphygnonncester 1 Personal compuld 1
Delivery pack 5IKidney dish, Episiotomy Printer H
scissors, Artery forceps,
Dissecting forceps. Gallt [iduinisteation |Persenal comput 1
Printer }
Fard Orthopasdic bed 2z
Sterilizer 2
Sphygmomawmeter 2
Stethascope z
Drip stand 4§
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3.3 PROPOSED PROGRAM OUTLINE

The goal of the hospital rehabilitation project is to improve the capacity of DH so that they
arc functionat through re-vitalisation of maintenance system, rehabilitation of facilities,
provision of necessary equipment and improvement of Management.

As a result of project outputs, the excess demand on the hospital will be reduced and
referral function will be strengthened, then ultimately there will be an impact on reducing
the burden of the diseases from which people suffer,

[ Program Image 1
Healit Sratus Resnurce Re-
huproved allocated
'
Avvess ty Basie Hospitals Over-
Service Expandest atilization Softenvd

5 Capacity of Rural Health Service
Delivery Increased

Rural Health A Better Quality [if Support for
i1 Management System ] of Services Dispensarics
¢ Strengthened Extended Re-established  §
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3.3.1 Project Objectives

(1) To improve the quality of essential curative services and ta extend critical
diagnostic and treatment capacity of the District Hospitals.

(2) To strengthen the referral function of the District Hospitals for rural heaith
facilities in the catchment area.

As a result of project output, the proportion of refetral case to the total patients will be

increased 3 times higher than the proportion of current level. {(Bomet, Gucha, Kisii,
Nyamira: 3%, Kericho: 15%)

3.3.2 Project Area

The project covers the districts of Kericho, Bomet, Nyamira, and Kisii.

3.3.3 Target Beneficiaries

All residents in the catchment areas of the Kericho, Bomet, Nyamira and Kisii District
Hospitals.

3.3.4 Impiementing Agency

Implementing agency of the project is District 1lealth Management Board (DHMB) and
District Health Management Team (DHMT)

3.3.5 Expected Benefits / Qutputs

(1) Health service environment will be improved.
(2) The facilitics will be rehabilitated and necessary equipment for the hospital
service wilt be provided.

(3) The quality of curative service and hospital care provided in the district hospitals
will be improved.

(4) Hospital management including finance management will be improved.
(5) Hospital Management system will be revitalised.

3.3.6 Verifiable Indicator

(1) Number of Appropriate refemal cases

(2) Availability of necessary diagnostic tests/ treatments
(3) Revenue increased

(4 Maintenance Records / Operalion rate of equipment
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3.3.7 Components (Major / Key Activities)

Major project activitics, which are expected to achieve the project objectives, are as
follows:
(1) Strengthen capacity of hospital management
(2) Strengthen hospital accounting and recording system
(3) Establish a client service improvement section to link with referred H/Cs,
Dispensaries, and private practitioners
{4) Rehabilitate comprehensively buildings and related facilities of Kericho and Kisii
DH.
{5) Minor rehabilitation of the building and facilities of Nyamira DH.
(6) Replace and add medical equipment in the Kericho, Longisa, Nyamira and Kisii
DHs.

{7) Strengthen the Maintenance Department and establish preventive maintenance
system in the DHs

The respective DHs have particutar proposed project activities to be carried out as shown
in the table below;

(1) 2 (3) (4) (5) %) )]
Kericho DH XXX XXX XAX XXX XXX XXX
Longisa DH {Bomet) XXX XXX XXX X XX XXX
Nyanira DH XX XX XXX XXX XX XXX
Kisii DI XXX XXX XXX XXX XXX XXX

Of seven projects, the projects of (4), (5) and (6) are generally described in the following.

Project {4) : Comprehensive rehabilitation of buildings and related facilities
of the Kericho and Kisii DHs

In order to improve the hospital environment, a comprehensive rehabilitation of buildings
and facilities should be studied for the Kericho DH, based on the following design concept.

Design Goncept: The following design concept should be taken into consideration in

the design stage:

B In order to secure a comfortable environment for patients, the ventilation and
Jighting system shoutd be improved in consideration of the climate and physical
conditions of the study area.

B In order to improve the hospital management and operation system, a strategic
master plan should be prepared, and relationship of the organisation’s function, and
the existing facilities should be taken into consideration.

B Bach department should have appropriate working space for the designated
activities.

B ].ocal customs should be taken into consideration.

B Facilities and utilities should be designed so as to reduce the maintenance and
operation cosls.
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Local construction methods and materials should be used as much as possible
(appropriate technology).
To accommodate a lot of paticnts in the malaria out-break season, some large space
which can be used for another purpose in the normal season should be prepared.

To keep a good sanitaty condition, sanitary facilities should be located where
possible outside of wards.

The relocation plan should be prepared so as not to disturb the hospital operation.

The project components are as follows.

Kericho DH @

a)

b)

<)

d)

Rearrangement of functional organisation:

Consolidation and expansion of Administration department.

Position of OPD scction and Hospital Administration should be inter-changed with
each other.

Laboratory and X-ray should be located nearby, and where easy access from OPD
and Surgical department, and also IPD.

In-patients service should be gathered,

Renovation or reconstruction of buildings: With the exception of some buildings,
most of the buildings require total renovation, especially for the roofing, fascia boards,
rain water gutters, floor finishes, walls, (internal and external) wall finishes.

New departments: The following facilities are recommended to be constructed.

Casualty: As mentioned above, to meet the demand for casualty service, facility for
casualty department should be constructed.

Amenity ward: From financial point of view, an amenity ward is supposed to
increase the hospital revenue.

Surgical ward: To separate the surgical patients from the medical ones, new surgical
wards should be constructed: one for males and the other for females

Expansion :

OPD: The space for OPD, especially for MCH should be expanded to accommodate
more patients.
IPD: with a target reduction in BOR from the existing 106% to 80% by increasing

the bed capacity. The wards which need to increase the capacity ate Ward 3 and
Ward 2 as follows:

i. Ward 3/Isolation ward: The annual average BOR was 165%. The number of beds
should be increased by at least up to 20 to reduce the BOR to less than 100%.

ii. Ward 2/Paediatric ward: DH has a plan to move paediatric ward to the building

that is not being used. This movement needs to increase the number of beds from
30 to 40-45 beds. (BOR will be around 100%)

iii. Ward 5/Female ward and Ward 6/Mate ward: In order to prevent in hospital

acquired infections, the medical patients should be separated from others by
increasing the beds up to 45 in both the wards.
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Increasing the total number of beds by 40-45 beds is expected to reduce the average
BOR to around 100%.

- Administration Building: The administration department should be consolidated.

e) Renovation of water supply system : To reduce water consumption and to reserve

sufficient water is case of water supply cut-off. Rain water should be stored from the
roofs.

f) Renovation of sanitary facilities: The existing water closets, which are not working,
should be renovated.

Kisii DH:

a) Rearrangement of functional organisation:
- Consolidation and expansion of Laboratory

QOut-patient services including dental and special treatment should be located near the
entrance.

- In-patients department, some wards should be gathered.
- Laboratory and Pharmacy should be moved nearby X-ray,

b) Renovation or Re-construction of DHs: With the exception of some, most of the

buildings require total renovation, especially for roofing, fascia boards, walls, (intemal
and extemnal) wall finishes, and plumbing works.

¢) Expansion:
- OPD: OFD facility should be expanded to accommodate additional 6% patients.

- IPD: For reduction of BOR, around 80 beds should be added. The wards that need to

increase capacitly are Ward 6, Ward 1, and Ward 5. Also an increase in the capacity of
Ward2 and Ward3 is recommended.

1. Ward 6/Fecmale Medical Ward and Ward5/Male Medical Ward: The average
annual BOR in a year was 329% at Ward 6 and 233% at Ward 5 in 1996. Three or
two patients usually have to share one bed. If around 50 beds are added for both

the wards in total, the BOR of medical wards combined will be reduced to less
than 150%.

1. Ward I Gynaecological ward: The BOR of Ward 1 is so high, because this ward
accommodates medical patients in the Malaria season. Ward 1 was planed to be
demolished when the new buildings would be completed in the World Bank
Project. However, even now, a relocation site for gynaecological patients to move
to, has not yet been decided. When the new buitding is built, the bed capacity of
this scction is recommended to be expanded.

d) Water supply system . To reduce piped water consumption and to store enough
water in case of the water supply cut-off, rain water should be stored from the roofs.

¢) Sanilary facilitics: The existing water closets, which are not working, should be
renovated,
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Project {5): Minor rehabilitation of the building and facilities of Nyamira DH

‘The following rehabilitation is proposed for the Nyamira DH.

a) Renovation of water proof roofs : pitched roofs should be erected immediately

b) Plumbing works should be repaired

¢) Water supply system: To meet the demand, rainwater should be used for cleaning, and
also the possibility of sinking a well should be examined.

Project {6): Replacement and addition of Medical Equipment in Kericho,
Longisa, Nyamira and Kisli DHs

Replacement of the damaged medical equipment and addition of the necessary medial
equipment are recommended to the Kericno, Longisa, Nyamira and Kisii DHs as shown in
[Ref. Table 3-10; Proposed teplacement and addition of medical equipment to DHs].

To summarise, replacement of damaged medical equipment and addition of necessary
medial equipment is recommended to Kericho DH, Nyamira DH and Kisii DH as shown
below. In case of Longisa DH (Bomet), further assessment for equipment should be done
by an equipment specialist although the list of requested equipment is available. The

projection for the future demand and the deployment of staff are also required before
implementation.

Hospital section where the equipment is required to be placed or | Number of Items
replaced {include a set)
Kericho Matle Ward, Matemity Ward, Female Ward, Delivery Room, Children
Ward, Physiotherapy, Operating Theatre, TB Ward, Eye Clinic, Deatal
Clinic, Laboratory, X-ray Room, Eye Ward, Nursery, Occupational | 164 items
Therapy, MCH Clinic, Mortuary, Laundry and Maintenance Roon.
Nyamira Matemity Ward, Female Ward, Physiotherapy, Main theatce,
Laboratory, X-ray Room, Occupational Therapy, Pharmacy, Amenity | 74 items
Wasd, Maintepance Room

Kisii Laboratery, MCH clinic, Outpatient Clinic, ENT clinic, Eye Clinic,
Physiotherapy, X-ray Room, Matemity Ward, Dental, Entonwlogy | 122 items
Laboratory, Theatre for Vasectomy Service, Theatre, Ophthalmology,
Central Sterile Supply Depariment, Maintenance Room

Longisa Ward, Delivery, Physiotherapy, Occupational (herapy, Operating | 135 items
(Bomet) theatre, Eye clinic, Dental, Laboratory, Pharmacy, X-ray room
Causalily, Mortuvary, Laundry, Maintenance, Kiichen




The JICA Stiedy: Final Report,
8$D3: Faciltity-based Health Service and Proposed Progrant

3.4 NECESSARY ARRANGEMENT FOR PROJECT
IMPLEMENTATION

‘Yo implement this project, the following arrangements will be necessary:

(1} Construction of new buildings in the Kisii DH, a World Bank Population IV
Project, should be finished.

(2) MOH should secure the recurrent budget for the project and the functional role
of HMBs for the hospital management.

(3) Donors should provide a) technical assistance in terms of Hospital Management,
b) rchabilitation and expansion of hospital facilities and provision of equipment
for DHs, and c¢) technical assistance for strengthening the preventive
maintenance system for equipment.



Chapter 4

Rural Health System
Improvement Program







The JICA Study: Final Report,
SD3: Facility-based Hecalth Service and Proposed Program

4. RURAL HEALTH SYSTEM IMPROVEMENT
PROGRAM

4.1 BACKGROUND OF THE PROJECT

4.1.1 introduction

Health Information data reveal that communicable diseases account for the majority
of the morbidity (55 - 70 % of oulpatients) and child mortality (55 - 80%). The

diseases of most importance are malaria, ARI, immunizable diseases, tuberculosis and
AIDS.

Most of these diseases could be prevented or diagnosed and treated in the rurat health
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 private facilities, traditional healers or buy drugs in shops. Others
make their way to towns and crowd the District Hospitals.

While there are over 300 health facilities in the Study Area, the health centres are
likely to be the most cost-effective category of facility where is expected to provide a
complete unit of basic health service. However, the designation "health centre' given
to many of these facilities docs not follow the MOH guidelines. Many lack the staff
{e.g. CO, RCN, etc), and the facilities and equipment (¢.g. delivery room, laboratory,
etc) essential for a functional health centre, and the preventive/promotive health
activilies are seldom undertaken or recorded. As a result, the quality of services
provided at health centres are low and District Hospitals are very crowded with the
patients who can be dealt with by lower categories of facility.

In addition, organisational mechanism is not in place in respected district health
system in terms of co-ordination of vertical program, supervision and monitoring of
activities being done at health facilities, dialogue with the facility improvement
committees, and logistics and referral within the system.

Despite the importance of information and communication in maintaining the mral
health system, information is not available for planning, and the means of
communication and fransportation is very limited, at almost all health facilities. For
example, the reporting rate of outpaticnt morbidity is only 7.5% in Nyamira and
48.5% in Bomet that is the best among the Study districts. Communication between
DMO and Rural Health Facilities, in many cases, depends on chance personal
comings and goings.
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To improve the rral health services with the limited resoutces available, it was

decided to concentrate on the 16 health centres (hereinafter called “Priority Health
Centres: P-H/Cs™),

4.1.2 Criteria for Priority Health Centres

At present, there is an existing program for improving the physical facilities of
dispensaries. However, there is no development program for health centres. It is
necessary to optimise the benefits expected from limited resources. Prioritisation of
existing H/Cs becomes inevitable. The Priority Health Centres are conceptualised to
serve as intermediate referral centres for nearby dispensaries and other health centres.
They are also to provide logistical aud training support to other functional facilities,
first and foremiost based on the expected standard. The process of identification was
based not only on the objective criteria but also on the discussions with the tocal
counterparts and the MOH.

Initially the following three criteria were used to nominate potential priority health
centres;

(1) Geographical location: Balanced distribution as a surveillance site and
referral linkage.

(2) Accessibility: Road condition and distance from a market place for
increasing potential service catchment area.

(3) Activity and rote of H/C in the locality: Potential Service delivery points
as a complete unit of Health Centre.

In the course of nominating P-H/Cs, the JICA Study Team evaluated 27 H/Cs as to
the conditions of the above criteria. Per consultation with local officials, who are
more famikiar with the terrain and requirements in the Study Area, the list of priorities
was revised to include a total of 14 health centres:

a) in Kericho — Fort Teman, Kipkelion, and Sosiot;

b) in Bomet — Kapkoros, Ndanai, and Si gor;

¢) in Nyamira ~ Keroka and Manga,

d} inKisii - Keumbu, Masimba and Marani; and

¢) in Gucha - Kenyenya, Ndur, and Nyamache.

Finally, though the dialogue with the DHMTs and MOH, Ekerenyo in Nyamira and
Ogembo in Gucha was added to the list. Ekerenyo was nominated by Nyamira DHMT
because of geographical balance and local need. Ogembo was added to the list
because of its functional importance and a base for future development. Ogembo is
supposed to be upgraded to be at least sub-district hospital.

In the case of Kericho, the counter part nominated P-H/Cs from the area where the
accessibility to quality health service are low compartively, to fulfil under served area.
Because the existing condition of health service in Kericho District is perceived to be
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better than others in terms of quantity, with two Sub-District Hospitals and existence
of private health facilities in the tea estates,

The following three aspects were assessed after the nomination of 16 health centres,
(4) Site arca of H/C: P-H/C should have enough land for future expansion,

(5) Existing facility assessment - Potential Functionality: Small change can
make a big improvement,

(6) Level of community involvement.

The Health Centres selected as 16 Priority Health Centres are as follows, and their
locations on map are shown in Fig. 4-1.

District Priority Health Centres
Kericho  JFortTeman WC Kipkelion'C _Sesiothl/C
.| Ekerenyo H/IC ~ KerckaH/C =~~~ Manga HIC
| Kevmbu WG Marani WC  Masimbal/C
Kenyenya H/C  Nduru H/C Nyamache H/C  Ogembo D/H

The evaluation of 16 H/Cs is shown in the Table 4-1. The details of the evaluation
according to the above criteria (2), (3), (4) and (5) are shown in the Appendix-14, and
the other evaluation based on the criteria (0) is shown in the Appendix-15.
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Table 41 Evaluation of Priority Health Centers

Name of HC Acgessibility Scrvice Faci(ity!ﬁqn:iplncn[ Infeastructuze
Fort Ternan | Socondary Road OPD ; 50p'd - Only 1 Main Bldg. -Watee: O
HC 60 Km from Kericho, NolPDscoke - No laboratory - Flee: X (10 km)
|7 tali.COY, ECN7 - No Detivery Rm -Tel:X

Kipkelion IIC |

Secondary Road

- There 1s a enough space.

o OPD : 20p/¢ - Only 1 Main Bldg.. - Watcr : A(River &
-g Sk from atamakrd. | No IPD 2nd Matemily service, No|- Stalfhouss for 3 familics Rain water)
a Pharmacy - - No laboratory - Elee: X
o 10 stafi :CO1, KRN, ECN4 | -No Delivery Rm. = Teb : A(disconncctod)
¥ [ Sosiof HC Primary Road OPD: 80p/d - 2Bldgs..OPD & MCH -Water: O
3 km from Sigovet HC | Chloroquin for Prophylaxts - OPD Bidg. has bocn - Elee:O
13 staff :CO1, KRNI, ECN4, LT1 cxpanded by themselves. |- Tel:O
Kapkoros HC § Primany Road {P) OPD - 60p'd - | Main Bidg. - Water : A(Spring )
Silibwet-Litein Rd. Lack of drugs and reagents - 5 StafT houscs’ - Elee:
1 stalt.COL KRNI, ECN3, LT2 |- Well niaintained - Tel: X
Ndanai HC Primary Road OPD: 30-40p/d -1 Main Bldg - Water: X
5 21 Km from Kisii -} Chloroquin for Prophylaxls - 5 Stall Houscs (Rain water only)
] Kericho Rd 17 stafl KRN2, FCN3, 1LT2 ~ Very fow medical - Elec: X
o equipment. - Tel : A{Phsconnccted)
M Siger IC Primary Road OPD: 50 pAd - 5 Bldes {36 beds) - Water: O
15 km from the tanmae [ (MCH 135p/d) - 11 staff houscs - Elec: A {Gencrator,
road Lack of drugs - 1 wehicle (ro fucl) no fucl)
21 stall :CO), KRN2 ECNS, LT2 - Tel: X
Ekerenyo HC | Primary Road OPD : 30p/d - Main Bldg. and small -Watee: G
20 Km from NyamirafNe IPD senvice Kitchen Blidg, - Elee: A(no mancy)
Town No Maternity serviee - Delivery Rm,, Matemity - Tel ;X
9 slaff :COI, ECN4, LTI ward and Kitchen Bldg.
have  nol bocn usod. ]
B Keroka HC Nationat Trunk Rd (P} JOPD : 60-70p/d - 1 Mzin Bldg (5beds) -Water: O
"é 25km from Kisii DH | No Labo senvice - New Pediatric Ward(5beds) | - Blec. O
& Over 40 km from 16 skall:CO3, ECN3, LT2 - 10 staff houscs o (Generatorf no fuel)
7’3"- Nyamira - No functioning microscops | - Tel : A{disconnecied)
I Manga HC Secondary Road OPD: 20p/d - 3 Bldgs.: OPD, IPD and - Water : AfRher &
46Km from Kisii Town | No Labo service Kitchen Bldg. has not been | Rain water)
16 4afl KRNI, ECN3, LT2 used. - Eleg; X
- Microscope was stolen (Generator! no fucl)
- Delivery :Emergency enly |- Tel: X
Keumbu HC I National Trunk RA(P) |OPD - 130p/d - OPDMMCH/Mat-W, - Waler: O
14 km lrom Kisis DH 30 staff :COT, KRNI, ECNS, LYY Kitchen, Laundry, and Staf¥] - Elec. O
{lats. -Tel: A

{disconnoctad)

Kisix

Gucha

- 1 vehicle (no fuct)
Marani HC Sceendary Road OFD: 50-100p/d - 3 Bldz.:OFD, 1PD - Water :A{Spring &
Marani-Nyakoe Rd ,§Lack of drugs and Reagents. (10bods), and MCH Will)
$.6km from the tammac| Rural Health Trainiog Center - Microscope is not suitable |- Elec O,
road 25 steff .COI, KRNI, ECN4, LTI for Malania scrocning. -Teb: X

Masimba HC

Kenyenya HC

Nduro HC

Nyamache HC

Ogembo DI

30km from Kisii DH
Prirnary Road

20 km from a tarmac rd
35 km from Kish DH

Seeondary Road
5 ke from 2 tarmac road

Seeondany Road

135 km from a tarmac
road

35 W from Kasi DY

Secondary Road

7 hm froem a tannac read
20 ke from Ogembo

48 km from Kisit

ananRoad(P) o
Kisit-Kilgoris Rd.

|OPD: 200pid

OPD - 80-100p/
Delivery @ 2-3dly/w

Lack of rcageats.

15 staft:COL, ECN8, LT1

OPD : 40p/d

No [P} and Maternily, Senvice,
No Pharmacy

No Labo scrvice

sl ECNIL

orp” sipa

No phanmyacy, Lack of drucs
Rusal Health Training Center
18 stall .COI1, KRNIL, ECNS, LT2

OPD:100p/d
Delivery : M dlv/m
28 staf :CO1_ECNS, LTI

Delivery ; 60dly/m
Lack of reagenls

LT2

32 staff :MDI, CO3, KRNS, ECNS,|

|- oPDAPDMCHKitchen,

Laundry + Staff House
- IPD (16 beds) is under
tibeed
- Only 2 Bidgs. : OPD &
MCH
- Gidy | stafl house.
- Renovated by PMIU,
-Nolaboratory
- 3 Bldgs. OPD, 1PD{20
bads), Adm. & MCH
- No functioning micrascope.

- Only 1 Main Bldg, of
OPDY MCH

- Kitchen has not been usad
yet bocause of lack of

_Kitchen equipment.

|- 5 Main Bldg

- Shortage of Beds

- Water : A(River)

- Ete: X{Generator /
out of ord)

mTek: X

- Water : AdRiver &
Rain water)

- Eko: X

-Tel X

- Water: A
(Spring & Weli)

- Elee X (5km,
Generalor, no fuel)

-Tel: A
(disconnccted)

- Water :O

-EBlee O.

-Tel: O

-Walgr: A

(River & Rainwater)
- Elee O (Generator)
-Tel: O

4.4
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4.1.3. Health Services provided at P-H/Cs

As mentioned before (sec “2.3 Available Facility-based Health Service”), the range
of health services is provided in the Rural Health Facilities. Table 4-2 shows a result
of the survey conceming health services provided at P-H/Cs.

Three H/Cs out of 16 H/Cs do not provide delivery and any laboratory service. In-

patient service are provided at only 8 out of 16 H/Cs, though according to MOH
standard such service should be provided.
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4.1.4. Human Factors

The Study area is short of medical staff for outpatients and public heallh services, 68
medical doctors, 88 clinical officers and 525 nurses are needed. The shortage of staff
is more serious in the technical level and lower level. So much so that such health
facilities could fail to meet the standard of health. While districts have the power to
deploy and transfer staff except for medical doclors and nurses, they do not have
authority to recruit, supply, employ and deploy the staff.

For example a laboratory technician in Keroka H/C, Nyamira has not used a
microscope since he was assigned to work at the facility four years earlier.

Another example, of the five enrolled nurses in Kenyenya H/C, Gucha, one is on
night shift, another on leave, therefore, the other three nurses are supposed to
cope with treatment / injection room, consultation room, and MCH/FP/STI room.
In this setting, a public health technician will give an injection to a client of
family planning instead of a nurse. A subordinate staff (who has never had any
medical training) will provides a chloroquing and antibioiics injection in the
pharmacy room.

While the shortage of staff definitely affects quality of health service, discipline of

staff is also problematic. The following examples were observed through direct
observation and interviews.

In Sigor H/C, Bomet, an administrative record clerk had a two week training as a
newcomer, FIF (Cost-sharing) money correctly includes waivers and exemption
with the number of service item and the amount, which is unusual custom at the
visited health centres. There could be two factors why the records are kept
properly: one is the availability of a properly printed register book for recording,
and the other is the availability of a person who knows how to record the book.
It was observed that some records in the book were filled wrongly during the
absence of the administrative clerk,

In Kenyenya H/C, the consultation time for approximately 20 patients was
between one minute and five minutes each in the consultation room. The shortest
consultation time was one minute, out of which a medical interview was only 20
seconds. The rest was used to collect money and record casebook. The enrolled

nurse did not used cquipment or apparatus for any of the patients during the
observation.
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4.1.5. Financing

At the disirict level, the budget is estimated closer to 2-3 US dollars, or 120- 188 kshs
per capita. This is far below the WHO-estimated level of USS12, which is needed to
finance a basic minimum package of outpatient and public health services, Some
studies estimate that the Government health services are under-funded on average by
about 44% of the current spending. The fund is allocated more for the wral heaith
facilities, and somewhat less for hospital inpatients and outpatients. While personnel
are under-funded to some extent and represent the largest gap in absolute terms, there
is still relative under-funding for other critical inputs such as drugs, maintenance,
transport, and medical supplies. [Ref. Appendix-12 and 13]

Cost sharing contributes only 5% to the total budget, or 15-20% to the budget for
personnel expenses, at the hospitals and the rural health facilities in the Study area.
Doubling the contribution of cost sharing is feasible by gradually raising fees to the
levels originally planned, and by improving the collection and expenditure of the
funds, especially by reducing leakage. At the same time, it will be necessary for equity
reasons to reduce the leve! of waivers from the present 1-5% to perhaps closer to 20%

so that poor people will not be burdened excessively by fees. [Ref. Supporting
Discusston 1}

In the 2™ year field study, alternative and supplementary financial resources are
explored and local reatity was also assessed. The findings are as follows:

Authority to Incur Expenditure for FIF has been transferred from Health Care
Financing (HCF) secretariat to Provincial Medical Officer of Health. {Fig. 4-
2 Cost Sharing Line Flow].

The amount of money collected varies among Health Centres. Despite the
malaria outbreak in March in the Study area, the fee collection at some of the
health centres did not reflect the fluctuated number of outpatients. The
amount of cost sharing collection depends upon the facilities for various
reasens. It is assumed that the number of staff and availability of essential
equipment such as a microscope can decide the functionality of the facilities,
thus the demand of the residents for the facilities. The break-down of
collected data of Ekerenyo H/C showed that the cost-sharing collection of
laboratory service accounts for 16 - 35% of tota} collection|[Ref. Table 4-3
Cost Sharing Collection at P-H/C}

Prevailing "community fund" and the cost-sharing scheme possibly brought
some confusion among patients. For example at Kenyenya H/C, Gucha, there
is no revenue clerk, and money is collected in the three neighbouring rooms
of the facility. An enrolled nurse collects 10kshs per person per month as
"community fund" in the consultation room; another enrolled nurse collects

4-9
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Figure 4-2 : COST SHARING LINE FLOW

Permanent Secretary
Director of Medical
Services
Deputy Secretary Development,
.................... HCF Advisory
& Donor Coordination
Committee
HCF HCF Implementation
PMOH
Secretariat Commiitee
DHMB
Line Authority
DHMT
oo <M E Authority
Hospital
Advisory
Health Centres

The managemient of user fee at the health centre Tevel is the responsibility of the Health Centre Management Team (HCMT).
HCMT members include the Clinical Officer in charge, Senior Nurse, Public Health Officer or Technician, and two more
commuity representatives, one of whom should be a woman.

Fhe HOMT has the following responsibilities with regard to the FIF:

*prepare forecasts of annuat FIF revenue,;

Fprepare expenditure plans based on revenue forecasts;

*submit plans to DMOH for DHMB and DHMT consideration

*implzment approved expenditure plans

fmenitor collection, wavers, exemptions, expenditures and vse of funds

Source: Facility Iimprovement Fund Supervision Manual revised June 1996

4-10
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Table 4-3 : Costs Sharing Collection

APPENDIX s COST SHARING COLLECTION AT P-HC 1[ e
Drugs Dre- | Labora Total No. of mat?mh No. of c;;:::?;: p
District NameofHC 1 Sm}% 'f°r}’ ] OT_)__ Microscope Staft staff
Kericho |Fort Ternai Mar. 98 - 3,600 2,990 o
Apr. 98 - | 3,700 497 . 7 TL5M4
C MayosT| T 33000 | I
Kipketion Mar. 98 T 3000 38T T
Apr. 98 T 3,600 | . 10 943
Mayos8 | | | | 2640 -
Sosiot  |Mar. 98 T Ty4ep000 0 L h
Apr.98 | | | 1600000 X 15 10,000
May 93 O sop00 T
Bomet Kapkoros Mar. 98 T o 77275‘6?6_— R T o
: [Apr.o8 |y |1 9,600 x n 3,819
May 98 T '7,3'1?0 T T
Ndanai |Mar. 98| T T 19760) 1,384 I
Apos | |7 smel o« o L i
o |Mayes i | 3,500) 349, T
Slgor Mar, 98 ! 42,640 3,70@ I ‘
Apr. 98 R A O X 0 N S S S B R M
o  [May9s ! 10,990 . o
Nyamira Ekerenyo [Mar. 98 13,380, 410 7,300, 21,000 1,208 A
Apr. 98 | 5080'_20&_?._'30‘ 7460, 501« 0 | Ta0R
May 98 | 6,470, 380, 1,300 8,150 : :
IKeroka |Mar, 98 P ! X7 R S *
Apr.9g i Sl T2800 - 11 292
o MaySE T a0l S
Manga Mar 93, 2400 é I
: Apr. 98 s 6,220 ! N [ 1,524
B TN 177 3 A S 0 - S S S
Kisii |Keumbu [Mar 98 : : : 39,760 o j
; Apr. 98 T 26500 Cox o, 30, 2833
i May 98 | T O X T A
Masimba [Mar 987 T '2';’-75@7771'7)"'”:7' S El
A B 15 | 2864
o Mayss T oo,
Marani |Mar. 98 | 1 3360 i T T
Apr. 98 T T 3300, - 25 426
O DU % R I R N S N R
Gucha |Kenyana [Mar. 98 3,130: 3,530:
Apc 98| 1 heaen, 1 - M 1,248
o May98 | i L] 4400, i P .
Nduru  [Mar. 98 14,130 ! j i
Apr.os | T 9,§§6§ o - 18 7 172
May98 | | 7050 T i
Nyamache [Feb.98 | |1 r4940 33350 P
Mar 98 |T (w2320 T . a8 [ 1698
Apr. 93 10,280 L : !
Ogembo |Mar 98| | | Tlesoeol A
Apr8 T TN x| 32 4sIs
May 98 i i 39.840: | | [
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20kshs if a child has medicine given, and collects 10kshs if a wonan has a
contraceplive given at the MCH/FP/STI room; and a subordinate staff
charges 10kshs for a syringe and a needle when a patient needs injection of
medicine at the injection/pharmacy room. In addition, a patient is asked to
pay 3ksh for a small notebook for medical recording when the patient doesn’t
have such a book. This is not the special case to Kenyenya H/C but seen at
most of H/Cs.

The amount of cost sharing collection was reported to DMOH so that
DHMT/DHMB can manage and control the use of FIF (Cost sharing). But
the collection rate of the cost sharing including wavers, and exemption al
H/Cs is hardly available or has never been assessed. For Sigor H/C, a
collection assessment survey was carried out by the Study team, to assess
collection rate in the period from Dec.1997 to Jan.1998. For the expected
amount of money to be collected, 70% was collected; 24% was exempted
and 6% was waved. [Appendix-I7 Cost Sharing Collection Including
Wavers and Exemptions at Sigor H/C]. 1t is also found that the exemption
rate became slightly higher while the clerk usually in charge was on leave.
Sigor H/C is a larger facility for a priority health centre, in a rural town
where there is not any private facility nearby.

Although the movement of community resource mobilisation is active (see
next section), it seems that neither the resource mobilisation movement at
health centres nor the government cost sharing can respond to the provision
of daily necessities at the health centres, which determines the extent and
perhaps the quality of the services. The health centre committees are very
interested in the improvement and exlension of the health facilities and the
use of FIF. However, they have not been prioritised or proposed as they
were originally planned.

The authorisation of A.LE on FIF was transferred to provinces.

4.1.6. Logistics and Referral System

Logistics and distribution of drugs and medical materials follow a “push” system that
is controlled by the central MOH, except for contraceptives for family planning. On
the contrary, logistics of private health facilities is a “pull” system, since drugs are
supplied as necessary. The government has formulated guidelines for the review of
the essential drug progeam. However, weak management capability of those in charge
of distribution and storage, as well as lack of transport means of transport, hampers
the functioning of the logistics system as a whole.
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This important gap in the logistics system causes lack of drugs in general, and over-
supply and under-supply of particular deugs.

‘The under-utilisation of facilities at lower level and the congestion of district
hospitals are the logical result of referral function problems. Secking a chest X-ray is
the major reason for referral besides other laboratory diagnoses, Feedback of the
referred cases from facility of higher level to those of lower level. The major
constraint on the referral system is the fact that health service providers are unable to

provide the services required, Lack of communication and transportation facilities for
referral is also a significant constraint,

Bypassing of lower-level facilities has been observed for more pragmatic reasons
such as physical accessibility through public transportation (Matatu). Although
services at the dispensaries are for free, and the consultation fee at the hospitals would

be cheaper if they have referral letters, many patients prefer to go directly to the
hospital.

4.1.7. Management and Communication Tools

{1) Management Tools and Means

Planning is the weakest part of DHMT. Little planning even that concerning vertical
programs such as STDs, FP and Contro!l of Diarrhoea / Disecases (CDD) is undertaken.

Management tools and information for monitoring the performance of the programs
such as area maps, catchment areas and women’s childbirth age are poorly compiled
at facilities. This implies that a guality assurance mechanism is not working within
the facilities and that the quality of services has never been assessed by a third party,
nor has a feedback mechanism yet been established.

Information and communication are essential to provide support, supervision and
development of rural health facilities. However, the means of communication and
transportation is very limited at almost all the health facilities. Communication
between DMOH and Rural Health Facilities, in many cases, depends on persons who
happens to come and to go by chance. The survey on “Communication Channel”
conducted by the Study Team revealed that a simple request took 8 - 23 days to reach
the rural facilities, Therefore, there exists a remarkable deficiency in communication.

4-13
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(2) Health Information System (HIS)

All interviewed personne] who are in charge of district medical information and
medical records, pointed out a current HIS problem referring to an absence of
feedback from the MOH headquarters. It obviously reduces their incentive to perform
collection and compilation of the data timely and accurately, thereby leading to a limit
or constraint of the analytical capability at the district level,

The reporting rate of health-related data is generally low. Tt is observed that the
districts have never received a complete set of data from all the health facilities for
any one year. The Table 4-4 shows the average reporting rates of outpatient
morbidity, which is requested to report to a district medical record officer monthly. In
case of Nyamira, only 7.5% of outpatient morbidity reports were submitted to the
district over the year. Regarding the reporting rate from P-H/C to the districts, the
situation is better than that of district average. Most P-H/Cs report regulartly but one
third of the P-H/Cs respond below 50% of reporting. As a result, little of the data

collected is utilised for planning and management at district level or at health
facilities.

However, it is estimated that there are more than 2 million attendance to RHFs per
year. Of the total visits to out-patient department of Hospitals and RHFs, it is
estimated 90% of total visits account of or visits to RHFs.

Table 44 Reporting rate and estimated number of attendants through
outpatient morbidity of the districts

Kericho Bomet Nyarmira Kisii Gucha
Number of Heabth Facilities 126 53 70 44 34
Nomber  of  Expecled 1512 636 840 528 408
Reperts in Year (No. facility '
x 12 months)
Number of Actual Reports 336 308 63 199 178
seal to District in the study
year
Reporting Rate 22.2% 48.4% 1.5% 37.7% 43.6%
Inspection Period 1995.1 1997.1 - 1997.7 - 1997.1 -
1995.12 1597.12 1998.6 1997.12

WC.D6P [Noofcase 1"~ " 1™353077| 57,505 | 188,338 | 157825

ReportingRate | 222% | 484% | 71.5% | 317% | 436%

Estimated No. 523300 766,733 | 500,807 | 361984

Source: JICA Study Team

14




The HCA Study: Final Report,
8§03 Facility-based Health Service and Proposed Program

Recording / Production of data and Guidance

According to the direct observation at Keroka H/C, only one tenth of mothers carried
“Child Health Card". This fact holds the important information on child health for
both health providers and mothers. In addition, the card can be used for monitoring
and surveillance based on which the districts can elaborate a plan for immunisation
and nutrition status of children. The reason why the holding of the card is tow is the
shortage of card stock at the facility. Therefore, mothers are obliged to buy a small
notebook as a substitute to a child card.

In fact, RHFs produce a lot of data and records, and wall charts, which the central
minisiry distributed to RHFs. There are many types of forms and books for recording.
Those wall charts guide proper use of drugs, how to manage ARI, how to deal wilh
diarrhoea, and how to care about sexual transmitted infection [Appendix-16 Daily
Working Tools and Guidance]. However, there is no single facility that has all forms
and guidance. Those printed forms are always in shortage.

Permanent Registration Book of childbirth has been in use at some facilities. The
book keeps the complete immunisation coverage and tendency of drop out.

Frequent transfer of technical managers from one place to another could affect
consistency of a plan and project implementation in the district. For instance, 20
doctors have been assumed in the position of DEMO in Kericho since 1960. In the
period of 28 years, the average length of time for a doctor to hold the position was 1.4
years, the maximum 3 years.
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4.1.8 Service area of Priority Health Centres

Service catchment area and patient transportation means were assessed based on the
interview with patients at Priority Health Centres. The result of the survey conceming
trave] mode, travel distance and trave! time to H/Cs in total are shown in Table 2-6
(see to section 2.2.2(4) of Chapter 2).

The geographical distribution of the interviewed patients’ addresses, with the radius

of the average distance to their residence is shown in Fig.4-3 Service Catchment Area
of P-H/C.

Table 4-5 shows the summary result at each P-H/Cs. The result of the interview survey
showed that the proportion of patients who used Matatu to H/Cs is around 20% on

average. The travel time is around 1.25 hours and the travel distance is around 4.0 km
on average.

Table 4-5 Service Area of Priority Health Centres

b Toveldistance () | Percentage of -
Tra(;;lu'::;ue Average Maximum  ipatient who used Waiting Time

Matatu (%) (hours)
1 Kcm.ho Fort Ternan H/'C 1.43 442 1t 5.55 0938
g . KIPRCEIOOIH B S C e S B 2700 }32

4.Bomet .. Kapkoro—s B TS T R e e 3d3809l
g I\da.anC e s

T SlgorHC B S R TS R Y S 270

5 Mam"a Ekelm)oHCw R e 65 T Vi
B B T R e e R YT fa T
R T N e M e
ok KNI e ILC B I T T T
T Vv B e | T St S
TR B e T s
”Gmm Km}m)auc,.,. B B} T e TS T
T : e 624151400060
T machg'H,Cm B T R e Y T S S
TR B I s S T
Average 1.26 399 1] 20.76% 2.55
Source: JICA study team (Interview survey in June and July1998)

Name of HC

The summary result also indicates that Kapkoros H/C, Keumbu H/C, Ogembo DH
and Ndwmr H/C have larger service catchment areas, Ogembo DH, Sosiot H/C,
Keuvmbu H/C, Kapkotos H/C, and Keroka H/C, which are located along tarmac roads
showed higher proportion of Matatu use. Although Nduru H/C is not located on

tarmac roads, it showed higher proportion of Matatu use because of the absence of
other facilities of a higher level.
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The number of population within the area of the radius of average travel distance
from each H/C also differs from one to another, The total is less than 500,000 persons
only. Some of the P-H/Cs which do not meet the standard are thought to have some
problems with access.

4.1.9 Health Facilities : Current Condition of P-H/C

Existing conditions of P-H/Cs are summarised in Appendix-14 Description of P-H/C.
There are some differences among the facilities in terms of quality and components of
facility.

Some major findings and problems are as follows.

(1) Facility Components: Although alt the P-H/Cs are classified as Health Centres,
they are quite different in their facility size and components regardless of MOH’s
standard [Appendix-1] . For example, Sigor H/C and Ogembo DH have four or
five buildings, while Kipkelion H/C has only one building with four rooms, yet
these are all Health Centres [Table 4-6 Existing Facility Components of P-H/C)

a) Laboratory: two out of sixteen H/Cs do not have any laboratory.

b) Delivery: two out of sixteen H/Cs do not have any delivery room.

¢) Ward for hospitalisation: five H/Cs out of sixteen H/Cs do not have any ward.
These limited facilities hamper the services.

(2) Level of facilities: There are big differences in the condition of buildings as well.

The condition depends not only on the building age, but also cn materials used
and maintenance.

(3) Incomplete buildings: There are some incomplete buildings. Some are funded
through community initiative, and others are by the government.

(4) Facility not in use: There are some rooms that have not been used because of the
absence of water, structural damage, and/or lack of equipment. Especially the

kitchens are not in use, even in those H/Cs with in-patients facility. Of all the P-
H/Cs only three H/Cs serve meals.

(5) Water supply: Lack of water hampers many H/Cs from providing quality services.

a) a) Only 8 P-H/Cs have a functioning rainwater ‘harvesting’ system,
Where rain water is collected, only a small part of the roof is used.
a-1  H/C which has a rain water harvesiing system (8 H/Cs)
a-2  The rainwaler harvesting systemn used to function, (5 H/Cs)
but it has been broken.
a-3.  No rain water harvesting system {3 H/Cs)

b) P-H/Cs which have a permanent water supply system in addition to
rain water harvesting system are four H/Cs out of five H/Cs which have a
permanent water supply system. And in seven H/Cs, though the water supply
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systems are installed, they are non operational for such reasons as leakage
from the tank and pipes, and trouble of pump, efc.

b-1  H/Cs which have a functioning piped water supply (5 H/Cs)
system with enough water

b-2  H/Cs, which do not receive water because of broken (7 H/Cs)
piped, water system.

b-3  H/Cs which do not have piped water supply system, (3 H/Cs)
but piped water supply system comes nearby.

b-4  H/Cs, which do not have any piped water supply (1 H/C)
system,

c) Water reservoir for the piped water supply system is equipped only in the six
P-H/Cs: Ndura H/C, Marani H/C, Masimba H/C, Sigor H/C, Keumbu II/C
and Ogembo DH. However only two out of the six reservoirs are being used.

d) Water reservoir tanks are rarely cleaned out, and in some H/Cs, a lot of
wastes and leaves are seen in the tanks.

(6) Sanitary Facilities: Most of the water closets in P-H/Cs, are not operational,
becausé of low pressure of piped water, water leakage, no water supply, and
broken plumbing system.

(7 EBlectricity: Only five H/Cs out of sixteen H/Cs are supplied with electricity by
Kenya Power and Lighting Co. Ltd. In other H/Cs, Natural lighting is used for
laboratory services.

a) H/C which do receive electricity and have generator, (2 H/Cs)
b) H/C which do receive electricity and do not have generator. (5 H/Cs)
¢) H/C which do not receive electricity but have a generator. (3 H/Cs)
d) H/C do receive electricity and no generator, (6 H/Cs)
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(8) Communication Device: Lack of communication device is onc of the obstacles to
the refertal system, logistics and Health Information System. ‘There are some
H/Cs where a tetephone line is connected to the facilities, however, in some cases;
it is non-operational dug to non-payment of bills.

4.1.10 Equipment

The condition of medical equipment at thel6é P-H/Cs are accessed in Table 4-
TExisting Medical Equipment at P-H/C. The existing condition is summarised as
follows:

(1) Medical Equipment in the P-H/Cs: There are few fypes of medical equipment
available at the P-H/Cs. Some H/Cs do no have essential medicat equipment such
as a stethoscope, a thermometer, a sphygmomanometer, etc.

(2) Laboratory Equipment: The nine H/Cs (Fort Ternan, Kipkelion, Kapkoros, Sigor,
Manga, Masimba, Kenyenya and Nduru) have no electricity. Consequently most
of these H/Cs have no microscope or have a monocular microscope with a
sunshine reflector.

(3) Bquipment in Delivery room: One H/C (Fort Teman) does not provide any
delivery service and three H/Cs (Kipkelion, Ekerenyo and Manga) provide such
service only in an emergency. Equipment and instruments in delivery room are
obsolete and left in unsanitary environment.

(4) Vehicle: The four H/Cs (Ndanai, Sigor, Keumbu and Marani) have vehicles, but
two of them (Ndanai and Marani) are out of order and the other two (Sigor and
Keumbu) are not in use because the operation cost is not funded.

(5) Level of equipment: Reflecting the capacity of the H/Cs, the type and level of
equipment vary among thet6 P-H/Cs.

There is a system that the repair and maintenance of equipment in the RHFs depend
on the maintenance unit of the district hospital. But in the actual condition this rarely
occurs. Although the maintenance units of the DHs are supposed to maintain and
repair equipment of the RHFs, they rarely fulfil their duty.

4.1.11. Maintenance System

(1} PMIU Project

At Rural Health Facilities, the maintenance work had been improved by the PMIU
(Preventive Maintenance Tmplementation Unit) project supported by DANIDA. The
situation of PMIU project is shown in Appendix-18.

As a result of this project, the condition of DSPs has gradually improved. However
this project ended in July 1998, and now is in the process of preparation for the next
project, called PMSU (Preventive Maintenance Supporting Unit).
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(2) Facility Improvement Committees

The Facility Improvement Commiltce was organised and is well involved in the
resource mobilisation in terms of Harambee movement, collection and use of
community fund, or so called "community kit" or "facility maintenance fund", and
discussion on the use of 75% of govemment's FIF, There are a few committees that
buy needles, syringes and chloroquine injection with the community fund during the
malaria outbreak. The followings are the situation of community fund at P-H/Cs,

It was found that at least 50% of the health centre committees out of 16 P-H/Cs
introduced the community fund that is a fund in addition to the government's
cost sharing. The charge varies by health centres but the commitiee usually
imposes 5-10ksh per person per month. The health facility committee usually
appoints a chairman, a secretary and a treasurer out of 5 -20 members consisting
of the community members and staffs from the H/C. [ Appendix 15 Situation of
Cost Sharing and Health Centre Committees)

Health facility committee discuss community fund, employment of extra staff,
maintenance of facility, plan of facility extension, and fencing facility. When
drugs run out, a few of the health facility committees buy needles, syringes and
chloroquine injection from a chemist nearby with the community fund. Despite

the prevalence of chloroquine-resistant malaria parasites, these committees still
buy chloroquine injection.
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4.2 POSSIBLE INTERVENTIONS
4.2.1 Standardisation of Rural Health Services at Each Facility Level

The type and quality of health services at RHFs should be standardised in order that
attendees recognise the differences in services between health centres and
dispensaries. The existing vertical programs should be integrated since health
centres are a complete unit for facility-based primary health care or so-called essential
health services. Facility-based preventive / promotive activities should be particularly
promoted for standardisaticn.

It is necessary to meet the satisfaction of patients as well as health providers in terms
of quality of services provided. Quality control on laboratory tests, improvement of
staff morals and proper practice of diagnostic protocols are all necessary but not in

place in the Study area. A simple but objective quality control program shoutd be
introduced into health centres.

Although the service level of each H/C differs from one to another, all Health Centres,

at least Priority Health Centres, are supposed to provide the services described in the
following Table 4-8, Proposed Health services at Various Levels.

4-25
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4.2.2 Establishment of a Network of Health Facilities and Health
Personnel

Improvement of health status of people s achieved by well-coordinate efforts of all
health-related resources. This should lead to a well-balanced distribution of the
resources to be allocated into areas where most people really need the services,

The roles of health centres are not only te serve the people in its catchment area, but
also to be the links of a district referral network intermediately connecting with
dispensarics and district hospitals,

Disrict Hospital

Sub-District
Hospital

Type2

Health
Centre

Typel ;

Typel |

———»  Reponing e -— > Fezdback of cotlected data, Instruction, Education
- > Request for drugs and reagent - = Supply of doug and reazents

Fig. 4- 4 Conceptual referral network

In order to establish a more functional referral network, the service catchment areas of
Priority Health Centres should be developed. Because of higher population density
in Nyamira, Kisii and Bomel, the service calchment areas are relatively small but still

hold larger population, compared to those of Kericho and Bomet, as shown in Figure
4-5.
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The following table shows the comparison of the catchment population described in
the “Definition and Categorisation of Health Facilities” and proposal for P-H/Cs.

P-H/C

Type Type 2 Type 1 Type2
Service 50,000 - | 50000 -] 100,000 - | 250,000-
population | %P 10 10.000 ; up o 15,000 | 75 oy 100000 | 250000 | 1.000.000

Because of higher population density in Nyamira, Kisii and Gucha, the service
catchment areas of the P-H/Cs in these areas are smaller, but still hold larger numbers
of population compared to the catchment areas of Kericho and Bomet.

4 P-H/Cs for which the radius of service areas are smaller than the above, are marked
with a symbol in Table 4-7. It means that there are problems, such as limited service,

lack of staff, lack of space and bad roads elc., which should be improved in order to
expand their service area to the above mentioned size.

If all of the 16 P-H/Cs will approximately serve 100,000people, almost half of the
population in the study area will be covered.

The areas, which are not covered by the P-H/Cs, are assumed to be covered by sub-
district and district hospitals, since those facilities provide the same type of service as
a health centre does. With this concept, the district hospitals and Tenwek Mission /
Kapkatet hospitals will be the referral centre of the P-H/Cs.

Priority Health Centres should be improved so as to strengthen the planned functions
as the complete units of essential rural health care centres in terms of:

{1) Strengthening of the Referral System

The following measures should, in particular, be undertaken for Priority Health
Centres to eradicate present constraints in the refercal system:

Strengthening the capacity of laboratories in Priority Health Centres;

Improving transportation and communication;

Establishing economic incentives for referral; and

Educating the efficiency of the referral system,

(2) Re-organisation of Logistics

The comprehensive logistics improvement program should be implemented through:

¢ Provision of training on appropriate use of drugs;

» Establishing the supply system which cotresponds to the demand at the district
leve] or a shift from the "push" system to the "pull” systemn; and

Administrative linkages between drug supply policies and statistics/records in the
health information system (HIS) at the district level.
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(3) Establishment of Communication Channels

The communication means among DHMTs/DHMBs, hospitals and RHFs should be
strengthened in terms of technical support, supervision, monitoring, sharing of
information, data collection and drugs/material distribution.  Priorily Health Centres
are expected to be the information centres to establish the communication network.
In this sense, the followings are necessary to be carried out:

Tt is essential for the districts’ managers to strengthen their inanagerial capacity of
assessment, analysis, planning, implementation, and monitoring of the existing
health programs and services either through development or through external
training programs. It is essential for the districts’ managers to strenglhen their
managerial capacity. The areas of training include: formulation and utilisation of
the district health plan, supetvision of health facilities, analysis and utilisation of
health information for planning and management, provision and support of
continuing education and community based health training etc.

A simpler district financial management system should be designed and
implemented to improve the fee collection. In addition, the financial staff should
also be trained to strengthen their capability. The new system will require more
transparent accounting and banking functions, a new waiving system, and a
periodic fee adjustment, based on the inflation and the revenue target.

District health information management system (i.e. database system) shall be
developed. The system consists of the databases of outpatient services, inpatient
services, workload services, personmel, financing, logistics of drugs and
equipment, health facilities, etc. Computers and computer training should be
provided.,

A simple district supervision and monitoring list for RHFs should be developed,
which would includes a daily operation schedule of the vehicles. The users of
vehicles {Managers) are encouraged to make a schedule in advance for this
purpose. The list should include at least the following:
- FIF collection and use

Filing of documents

Health information and record keeping

Drug use, supplies and stock

Quality control on services

Training and continuing education

Consultation with facility committees

Maintenance of facilitics and equipment
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Provision of vehicles for support, supervision and monitoring

In order to support the supervision and monitoring, additional ‘communication
channels should be explored particularly to link with the P-H/Cs. Radio
communication and use of public transport (Matatu) for sending documents could
be considered.

(4) Managerial Capacity Building of 'Prlority Health Centres

Expansion of health staff at Priority Health Centres is of vital need. This should
materialise through the proposed District Health Service Education Program. The

following should be started at selected Priority Health Centres and extended to the
others.

¢ Development of a model for facility-based preventive program focusing on
essential elements of primary health care;

¢ Development of referral protocol for sending a patient to district hospitals and
receiving a patient from dispensaries;

¢ Formulation of outreach programs for those who do not have access to health care
services jointly with the private and/or NGOs activities;

* Provision of transportation such as motorcycle(s) for the above purpose.
4.2.3 Rehabilitation and Expansion of Priority Heaith Centres

The existing conditions of the P-H/C are summarised in [Ref. Appendix-14
Description of P-H/C]. In order to enable the proposed services at the P-H/C, to be

provided the Study Team sets the following principles for study on rehabilitation and
expansion of the facilities.

Principles of expansion

a. Maximum use of the existing buildings. If there is a problem that hinders the
H/Cs from functioning, solution of this problem should take precedence.

b. Incomplete buildings should be completed.

¢. The facility expansion of each of the P-H/Cs should be formulated rationally

based on service types (expected services as a P-H/C), activities and the
number of patients,

d. The facility should be expanded based on the combination of the proposed
typical facility components.
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(1) Classification of Priority Health Centres and Proposed Facility Components

Table 4-10 below shows the classification of P-IVCs for the existing condition by the need of
rehabilitation work.

Table 4-9 Classification of Priority Health Centres

Existing condition Grade t Grade 2
Only OPD e . P
NoMatemity snd no ward for Jpp | KIPKeon G ) e
' . Kapkoros l-L'C
oro i, Nty
'_.Nyama\hc L4 S
OPD and Delivery/Matemity Ndanal H'C
. Only one ward for IPD Xewyenyahve | SocietWE Kef?.“ WC
Eacilities fully instatled bot very Marani WC
oM. Tolalrehabilitation cequired | ] NdumlVC o
Masimba H/C (Water supp!y)
- . Sigor IC (Lack of beds)
Facilities fully installed, but not p . N
fully functioning. Manga H'C (Kitchen/laundry) 1(;:.(1)1‘1{1;1;0:)11(3 (fn the process of
Ogembo H/C* (Shona:gc of space)
Note: * = S-DH level service is required Source: JICA Study Team

Two types of Facility Components are proposed according to the level of target
capacity. The category of Grade2 needs bigger capacity in the inpatient department
than Grade 1. This categorisation is based on the demand for the health service.

The following table shows the comparison of the standards of H/Cs by MOH, and by
Ministry of Public Works, and the rehabilitation work for Priority Health Centres
prepared by the JICA Study team.

The following proposed facility components of the P-H/C are set up based on “the
Definition and Categorisation of Health Facilities” by MOH and the Drawings for

Standard facilities produced by MoPW. They are planned at a little higher level than
the MOH'’s standard.

These proposed facility components should be planned based on the following
principles:
a, All the P-H/Cs have a laboratory, in order to improve and strengthen diagnosis
capabilities, especially diagnosis of Malaria .

b. All the P-H/Cs have a delivery room and a maternity ward including a
sterilisation room and a nursery room, in order to strengthen a promotion of
reproductive and child health.

c. All the P-H/Cs have at least 6 beds for in-patients service for observation
purposes.

d. AH the P-H/Cs have several staff houscs There is no instruction regarding the
number of staff houses in the above standards though there are several types of
houses shown. However, the staff house is one of incentives for the staifs 1o
remain in the facilities especially in the rural area. Therefore, staft houses
shoutd be provided at the P-H/Cs.
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¢. The P-H/Cs with maternity service and in-patient service should have a
Kitchen: Serving mutritionally batanced food is one of the best ways for the

patients to recover from illness,
H/Cs.

A kitchen has to be built in each of the P-

f. The P-H/Cs have enough waiting area and space for health education,
g. The P-H/Cs should be fully rehabilitated.

Table 4-10 Proposed Faéility Componénts_ of P-H/C

Department

MOH PW

Cemponenis { Type2

OPIMCH

Consulaation R,

A.T

MCH
I'P

Maternity

Delivery Rm,
Ing. sterilisation Rm,
Maternity ward

1PD

Female ward
Male ward

PacdiagicWard
Isolation Ward

Service

Kitchen/ Laundry

Staff house

Explicit requirement {1 - Implicit requirement

(2) Infrastructure and Utilities

There is no description of the building utilities in the “Definition and Categorisation
of Health Facilitics” by MOH. However, most of the P-H/Cs has serious problems
with water, electricity and communication, which hinder functioning of most of the P-

H/Cs.

a)  Water supply: Lack of water hampers H/Cs’ function. In order to make the P-
H/Cs function and provide quality service, availabilily of water is essential.
Therefore:

1) Every P-H/C should have a rainwater harvesting system from the roof
( except for 7 P-H/C’s which already have water harvesting system);

2y Even in the P-H/C that are collecting the rainwater, the water is harvested
from only a small part of the roofs. By providing additional tanks and
accessories, their water supply will be improveag,; _

3) Every P-H/C should have a permanent water supply system in addition to
the rainwater harvesting system. This can be done by extending the
existing piping system 3f there is a piped watery supply system available
nearby, or by sinking a well if the water table is high enough; and

4)  The P-H/C’s should have a Water Reservoir . Even though the H/Cs have

a piped water supply system, saving water and storing enough water are
necessaty in case of water shortage which exists at some H/Cs. This
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The P-H/Cs with mateinity service and in-patient scrvice should have a

Kitchen: Serving nutritionally balinced food is one of the best ways for the

c.
patients 1o secover from illness.
HCs.

f.

oo The P-TCs should be fully v

Drepatent ] Companents
OP NMOH

Conalk:

ion B

P oaboratory

Minon Surgery Rin
Pharmacy

MO

Delivery R

e, stepibeation R
| Mestermny ward

7{1.7:1'311;11\

Wi

Pemde wand

Aale woend

Pacdiate Ward
!\'q\! ninn_\\i_ml

NCIVECE Botchen 1 aundey

Eapliod rogquirement

(2 Infrastractuye and Utilities

Table 4-10 Proposed ¥

Crestment Enjechion R,

chabilitated.

210085

s e e et

toom,

A kitchen has 1o be built 1o each of the P-

The P-T1Cs have enough waiting area and space for health education.

acility Components of P-11/C
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There is no deseription of the butlding utilities in the “Defimition and Categorisation
of Health Facilities™ by MOH. However, most of the P-IVCs has serious problems
with watcr, clectricity and communication, which hinder functioning of most of the P-

t Cs.
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Water supply: Lack of water hampers H/Cs” function. In order to make the P-

FIECs Tunction and provide quality service, availability of water 1s essential.

Theretare:

Every P-H/C should have a rainwater harvesting system from the roof

{ except for 7 P-H/C’s which alecady have water harvesting system);

Evenan the PIEC that are collecting the rainwater, the water 18 harvested

from only @ small part of the roofs. By providing additional tanks and
accessonies, their water supply will be improved;

the rainwater harvest

Nyt systen.

Fvery P-HIC should have a permanent water supply system in addition to
This can be done by extending the

existing piping system if there s a piped watery supply system available
neathy. or by sinking a well if the water table 1s agh enongh; and

o}

The P HAC s should have a Water Reservoir T Even though the H/Cs have

a piped water sapply system, saving water and storing enough water are
necessary i case of water shottage which exasts at some /s This
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water reservoir should be of the type that can be cleaned easily. In
addition, a water treatment system should be considered where water is
not treated.

Sanitary Facilities: Most of the water closets are non-operational.
1) Censidering sustainability, pit latrine type will be a better option;

2) Even the existing water closets need to be renovated and provided with
small water tanks from the ceiling;

3) Another type of toilet with a common flushing system can be studied.

Sewage system: Newly built or renovated buildings have a scwage system
with a septic tank, but others do not.

Electricity: All of the P-H/Cs are expected to be supplied with electricity by
extending wiring from the nearest point, or by generator. At least the P-11/Cs
in Grade2 should be supplied with electricity to keep some reagents for the
pregnancy test.

Communication : It is better for the H/Cs to have a telephone line installed to
make a smooth communication with other health facilities.

Alternatively, a Radio Communication system among the DHs and P-H/Cs
could be studied.

Fire prevention measures: The P-H/Cs which have wards need fire divection &
protection measures.

Waste disposal: In most of the P-H/Cs, waste is disposed in a pit and burned.
A system of recycling bottles through incentives/discounts can be considered.

Access road: Transportation is also one of the most important factors when
communication is discussed. As a result of the survey, it is clear that the
condition of roads that leads to the P-H/Cs is strongly related to the service
area of the P-H/Cs. Therefore, the roads connecting the P-H/Cs to the DHs
should be tarmac or at least gravel.
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(3) Expansion program :

Tn accordance with the above mentioned items and classification, the rehabilitation
and expansion of the facilities and provision for equipment will be considered, in
order to meet the requirement of the proposed facility components.

Pacility components required to the P-H/C are split into 4 categories; OPD, Delivery
and Matemity, IPD, and Service department as shown in Table 4-12. Typical plan
for each unit will be prepared. The following table shows the facility components
proposed to each department unit. Renovation and expansion work should be
studied by the combination of these units,

Table 4-12 Facility bomponents in proposed plan

OFD Maternitly service IrD Scervice
Consultation Room | Delivery Room Female ward Kitchen
TreatmenVInjection | Maternity ward Male ward Laundry
Room {Sterilisation room | Paediatric ward
Laboratory and nursery room} {Isolation ward)

Pharmiacy
Minor Surgery
Pharmacy
MCH/TP
PHO/PHT

At the design stage, the following design concept should be taken into consideration.

a, Relationship with the functional organisation of the existing facilities: The flow
line and the zoning plan shall be prepared, taking into consideration the existing
and proposed facilities as a whole.

b. In order to secure a comfortable environment for patients, the climate and
physical conditions of this study area shonld be taken into consideration.

¢. Local customs and behaviour should be taken into consideration, such as style
of sanitary facility.

d. In the design of the utilities, consideration should begin to reduce the level of
maintenance and operation costs.

e. Local construction methods and local materials should be considered and used
as much as possible (appropriate technology).

Ogembo DH: This facility has been changed to DH by name in accordance with
independence of Gucha district from Kisii district. The authorities are concerned
with elevating one facility to a referral facility in Gucha District.  They have already
submilted a request to expand this facility and equipment to MOH, Ogembo DH
started to receive a drug kit for S-DH from July. This DH should be expanded to S-

DH tevel at this stage, and following a strategic master plan expanded to be a BH in
the future.

The components proposed to be improved at each P-H/Cs are shown in Tabled4-14.
The proposed plan for P-H/C and Ogembo DH is shown in Appendix-21 and 22.
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{4} Equipment

Upgrading of equipment should be considered, based on the following:

a) A binocular microscope should be supptied to all the P-H/Cs to support malaria
diagnosis.

b) An equipment kit was developed for outpatient services, maternily services,
laboratory, ward services and electricity respectively. These are supplied to each
of the P-H/Cs according to the scale and the assessment of potential of the P-
H/Cs. The contents of each kit are shown in Table 4-13.

¢) The training of laboratory technicians is required for better operation and
maintenance of medical equipment.

d) Ogembo DH, which is called DH, however its function is limited to that of H/C.
1t is located close to a national trunk road and takes care of many patients who are
injured in the traffic accidents. Ogembo DH should be equipped as a Sub DH.

Table 4-13 Proposed Equipment Kit for Priority Healih Centres

‘The provision and replacement of equipment is studied by the combination of the

Kit @ for outpatients services Kit (@ for malaria screening
Siethoscope 2 Binocular microscope 1
Thermoneter 4
Sphygmomanameler 2 Kit @ for laboratory services
Auriscope 1 Haemoglobinometer 1
Baby scale 1 (Sahii method)

Adult scale 1 ESR stand 1
Minor surgery set ! Centrifuge I
Dressing/treatment trolley i Refrigerator 1
Reflex hammer 1 Kit (& for ward

Torch il Foot suction unit 1
Diagnostic set ] Sphygmomanometer 1

Kit @ for maternity services Stethoscope 1
Light source i Thermometer 1
Baby scale i Diug tiolley 1
Adult scale. 1 Infusion set 12
Sphygmomanometer ! Resuscitation bag 1
Fetoscope ¥ Patient modesty screen 1
Delivery bed } Bed i 6
Vaginal examination set !
Neonatal mouth sucker i Kit ® for clectricity
Delivesy set 1 Generator Pl
Episiotomy set i
Vaginal specula, forceps il
Resuscitation bag il

Source: JICA Study Team

above 6 kits.
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Preliminary Assessment for Renovation and Rehabilitation
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(5) Maintenance

The existing preventive maintenance systemt for rural health facilities has been
strengthened by the PMIU project. However, there is still some damage left
unrepaired due to the lack of fund, difficulty in getting support from Public Works,
and limited skill of staff of PHOs and PHTs. The staff are skilled mainly for
preventive matntenance.

In order to link their preventive maintenance activities to the expected maintenance
work, it is recommended to organis¢ a maintenance team in each division with the
invelvement of PHO and PHTs. Training in plumbing work, electrical work, and
minor equipment maintenance should be given.

A backup system for maintenance materials in each division or district should be also
established for a quick repair of damage and a quick response.

PMIU project does not cover of medical equipment. A maintenance systern for
medical equipment in the H/Cs should be established.

4.2.4 Support from the Central Level

Proper personnel assignment to the P-H/Cs is one of the key issues to make the
project succeed. In the course of project implementation, proper number of staff with
appropriate technical capability should be assigned, at the correct time. Budget
preparation at the Central level is also an important matter to make the proposed
project succeed.

4.2.5 Potential Collaboration

The donors are potential collaborators for the proposed projects, The following
projects or organisations could cooperate in the study area within the scopes of

proposed projects or through exchanging experience for future development of the
proposed project.

DANIDA has renovated the dispensaries in the study area through PMIU Project. A
preventive maintenance system for RHFs has been established. If the maintenance

system for equipment is integrated with the DANIDA’s future project, the impact will
be increased.

GTZ supportts the Community Based Distributor Program (CBD) in Nyamira. If the
existing CBD program is applied and integrated with the preventive activities at the

P-H/Cs in the proposed project, the CBD program will be efiectively extended to
other area.

World Bank supports STI program in the country. All districts are required to draw up
a master plan for STI implementation under the supervision by Province. There is
potential to maximise the resource use through strengthening of the district managers
and program of development at the P-H/Cs.
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4.3 PROPOSED PROGRAM

4.3.1 Program Objectives

The goal of the rural health system improvement program is to increase the capacity
of rural health service delivery through prioritising 16 health centres in the project as
hubs of management and referral networks.

When the rural health management system is stiengthened, better quality of services
is extended, and support for catchment area Dispensaries is re-established. It is
assumed that the capacity of rural health service will be increased at the end of the
project.

As a result of implementation of the proposed program , there will be an impact such
that access to basic health services will be expanded and over-utilisation of the district
hospitals will be reduced.

PROGRAM IMAGE
I Health Sttus Improved I ll{csnurcc Re-altocated l
Aceess to Basic Service Liospital™s Over-
Papanaded utilization Softened
) 1

| Capacity of Rural Health Servic
' Delivery Increased

Rural Health Management Better Quality of Support for Catchment
System ' Services ‘I Area Dispensaries Re-
Strengthened : Extended ; established

SRS S

4.3.2 Target Beneficiaries
All residents in the catchment area of the priority health centres
4.3.3 Project Location

Kericho, Bomet, Kisti, Nyamira and Gucha
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4.3.4 Project Duration
5 years

4.3.5 implementing Agency / Body

Project Management; District Health Management Teams
Daily Project Monitoring: Health Centre Management Teams

4.3.6 Expected Benefits / Outputs

- Management capacity at priority H/Cs institutionalised
- Epidemiological and workload data utilised

- Facility and equipment improved

- Quality of services improved

- Type of services extended including facility based preventive activities

4.3.7 Verifiable Indicators

- Management schedules and monitoring lists available and used

Epidemiological and workload data applied to logistics program, and annual
planning

Number of attendance / referral / FIF increased

Improved coverage area of priority H/Cs

Contact between priority H/Cs and dispensaries increased

Number of laboratory tests increased
4.3.8 tmportant Assumptions / Conditions for the Project

- MOH and PMO continue to support the project
- Key players of the project are well guided to the common goal

- Communities cooperate to improve quality of services

4.3.9 Project Linkages / Other Sector Linkage

District Health Service Education Program

4.3.10 Relevant Agencies to be Co-ordinated

PMIU (DANIDA): Future Maintenance Project (Preventive Maintenance Supporting
Unit)
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GTZ: CBD program in Nyamira
WB: Sexual Transmitted Infection Program

4.3.11 Project Gomponents and Major Activities

I. Strengthening Rural Heatth Management

1) Managerial capacity building for the DHMTs/DHMBS on support, supervision
and monitoring
- Training for ptanning, management, supervision and monitoring
- Development of the district health information system
- Development of the disirict financing management system
* Development of management manual and supervision and monitoring Jist

* Develop integrated supervision, monitoring and communication channel to
the RHFs

2. Establishment of facility-based Management

1) Managerial capacity building for the Priority Health Centres
2) Guide the Health Centre Facility Improvement Committees for qualitative
service
- Develop and demonstrate the use of epidemiological data and workload at
P-H/Cs
* Training of personal skill development and team work

- Training on diagnostic capability and treatment for the services provided at
the P-H/Cs

- Establish capacity for HMTs to monitor the activities in the proposed
project
3) Guide priority H/Cs committees for the project

3. Establishment of Better Quality of Services through Rehabilitation of Facilities
and Provision of Equipment together with Maintenance System

1) Rehabilitation of the facilities with the provision of equipment
2) Rehabilitation work and distribution of equipment
3) Establishment of maintenance system

4. Establishment of Quality Control and Service Network

1) Establishment of quality control for the P-H/Cs
2) Development of referral flow and involvement of relevant the facilities

5. Development a model for facility based preventive program

1) Development a model for facility based preventive program
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4.3.12 inputs

‘The number of each project in the above section coincides with the number of the
followings:

1. ‘Technical Assistance with external resource (donors) or intcgrated in the cxisting
MOH program

2. Through the Proposed District Health Service Education Program or other
external training program

3. Grant Aid: possibly JICA, which consists of major and minor rehabilitation of
health centres, expansion of essential room such as laboratory, installation of
water supply system and provision of equipiment for Maternal and child health and

laboratory. Provision of vehicles / motorbikes for the component 1 could be
included.

4. The component will be developed by the district

5. Technical assistance with external resource: Possibly Japan Oversees Co-
operation Volunteers (JOCV).

4.3.13 Cost

US$ 7.33 million ( Only facility and equipment)

4.4 NECESSARY ARRANGEMENT FOR PROJECT
IMPLEMENTATION

The roles and procedures among DHMTs, DHMBs, and ural health facilities are
neither clear-cut nor shared among these important organisational actors. Hospital
Management Board (HMB) is now in consideration to be fully responsible for the
running of the district hospitals. In this context, there is a need to clarify the roles
and responsibilities for the DHMB, HMB, and DHMTs.

MOH/ PMO continue to support the project since the proposed project is within the
framework of Health Sector Referm.

Key players within the proposed project should be welt guided to the commmon goal.
As the health centre committees are active to some extent, the intervention should be
supportive to their activities.
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