
SIDA Evaluation Report, Health, Kenya

1992/4

MAINTAINING
HEALTH

An Evaluation/ In-Depth Review of the Maintenance Project
for Rural Health Facilities in Kenya

-
{?

: [ . ÅH Su - - in

nat.

,ir nu .(

= - %
~ ~

~

,1*~, * v

. .1-
£ 'mi 11 @ 9 '

J L

] ~ ,.U ~
'bi'.

5
*3.ä- €-' + ni

~; > . @ J~ .

M

"'mö ~;,
li'.

[- 1

 @

~ Y]
* 1" -

1 X.

~

1.% £ ~2
"

.,4;
*8

by Kefa Ajode, Anders Björkman, Stefan Dahlgren, Nigel Hawkesworth,
I M Hussein, Lisejuul, Tage Klingberg, Titus Muriithi, and P S Wasike

1£IllTllllL lfllllfllll' "
S

~ ~
~

! ! !

~{*0 ml minimum IW'-' ~



Errata.

Due to printer's error, the title on the

spine of this report is incorrect.

It should read:
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Health, Kenya.
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XECUTIV Vi Vi AY

: ackground
After a longperiod of support to construction of rural health facilities in Kenya,

the two donors DANIDA and SIDA as well as the Kenyan Ministry of Health

decided that more effort must be devoted to maintenance of these facilities.

The programme started in I987 with a pilot phase in four districts to gain

experience. The programme is supposed to gradually expand and eventually

cover the whole country As many RHFS were already in a bad state it was

assumed that renovation ("rehabilitation" in programme terms) must precede

the start of running maintenance at most dispensaries and health centres. A
corner- stone in the system was an extensive programme for training and

sensitising" all people involved, both at district and kHr levels.

The programme is implemented by the Ministry of Health through the
Physical Planning and lmplementation Unit (P1U).

The evaluation
The purpose of the evaluation (in nANIDA terminology it is an in - deptb re-

view) is to summarise experiences from the pilot phase and to provide a basis

for decisions for the coK and the donors about the future of the programme

when the present agreements expire in 1992.

The evaluation/ identification mission was ajoint GOK-DAN1DA - SIDA exer-

cise. The evaluation team comprised nine members, out of which two were

nominated by DANIDA, three by SIDA, three by Ministry of Health and one

by Ministry of Public Works.
The evaluation is based on documents, statistical and financial informa-

tion from PLO and official sources, observations and interviews with RHF and

district staff during field visits and interviews with PIU staff in Nairobi. The

mission made field trips to the four pilot districts and to two non-pilot dis -

tricts, In total 42 KHFS (30 dispensaries, 12 health centres and sub - health cen -

tres) and 3 maintenance workshops were visited.

The report has two parts. Part A is the evaluation and Part B discusses

alternatives for the future of the programme.

Obiectives of the programme
The project documents mention several objectives for the project, which has

SIDA EVALUATlON REPORT I992/4 9



MAINTAINING HEALTH

been a problem for the evaluation. The mission decided to consider that the
main objective of the project is to create a system for running maintenance
of rural health facilities. The objective of the pilot phase is simply to gain
experiences from one design ofsuch a system in order to decide whether it is
feasible and how it can be improved. A11 objectives are nevertheless evalua-

ted and commented upon in this report.

General conclusions
The mission's main conclusion is that it is evidently possible to create a

functioning maintenance system for RHFS with the organisation and the

resources utilised in the pilot phase. lt seems possible with even loss resour-

ces, as has been shown in the non -pilot districts.
A rising awareness as to the importance of maintenance and adequate

maintenance procedures of RHFS has been achieved both among RHF staff
and at district level. Observations so far indicate that the choice of Public
Health Off1cers in charge of maintenance, PHO(M), and Public Health
Technicians, PHT, to carry the responsibility for maintenance was wise. The
Building lnspectors have played an important rule in implementation and
quality control.

It is, however, too early to draw any conclusions about the sustainability of
a maintenance system since it has been in full operation only in a few dis -

tricts for maximum one year.

Although the original idea was the creation of a system for running
maintenance, several other objectives were included, which may have redu-

ced the value of the pilot phase as guidance for alternative strategies. Of the
total costs of the programme loss than one third has been spent on creating a

running mamtenance system.
The importance of staff and community participation in the programme

has been realized by PIU. lt is apparent that in order to have a self-sustained
running maintenance system it is imperative that all levels of society is in-

volved, especially the community. The mission found that the local commu-

nities had a high awareness of their own health problems, the most prevalent
diseases within their area and how to overcome these problems.

The report has extensive comments on the Standards and Guide- lines for
rehabilitation" and new constructions.

The evaluation team concludes that for a given amount of lunds, renova-

tion of dispensaries is more cost-effective than renovation of health centres.
The priorities, especially concerning renovation, between health centres and

IO SIDA EVÅLUATlON REPORT I992/4
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dispensaries should be reconsidered. (See discussion in section 11.3 below.)

From calculations made in the report it is safc to conclude that mainte -

nance of a building is considerably more economical than deterioration +

new construction. A minor addition to the yearly MOH budget would secure

good quality rural health facilities in the long run. The scenario with no

maintenance will after a decade or tvvo read to insurmountable costs for new

construct10ns.

esults of the pilot phase
Despite delays during the first years the pilot phase seems to be coming out

well compared to the plan of operation. The "rehabilitation" programme,

although delayed at the beginning, has later been carried out at great speed,

utilizing the financial resources well. (Instead ofthe term "rehabilitation" we

suggest that a distinction is made between new investments, renovation, and

running maintenance.)

146 RHFS (out ofwhich I14 dispensaries) have been subject to renovation

plus new construction or are contracted. The total contract sum (in current

prices) is about 93 million Kshs or about 637,000 Kshs per RHF. In 199r the

average cost f1gure is about 7-Boo,ooo Kshs per RHF.

Using small contractors for major works at RHrs has largely failed. Large

contracts and established, mostly large, contractors from district capitals pai
-

red with professional administration from the Ministry of Health (MOH) and

the Ministry of Public Works (MOPW) is the most certain way to rapid reno-

Vation and new construction of RHFS with good workmanship. However, this

does not enhance local capacities. Nor does it involve the PHTS. Experiences

of labour contracts are positive. However, such contracts require considerably

more supervision and administration on MoH's and MOPW'S part.

in general, it seems that the organisational structure of the project is effec -

tive for implementation and fits well with the MOH structure. However, the

officers in charge of dispensaries and health centres may benefit from some

general management training.

Three alternatives for the future
The evaluation discusses three alternatives for the programme's future. The

mission believes that alternative C is best.
' A. The project can continue as in the pilot phase with most funds being

used for renovation/new construction. In this proposal the project will

remain basically as it is, but will expand.

SIDA EVALUAT10N REPORT 1992/4 II
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' B. The project can place emphasis on the establishment of maintenance
systems and cease doing renovation/ new investments on the same scale as at
present. Instead of large- scale and complete renovation, only basic repairs
are done to keep the facilities operating in a reasonable manner. PHTS as well
as PHO(M)S are trained in all districts.

' C. The project can continue with renovation/ new investments as in the
pilot phase, but not so

comprehensively, and give added emphasis to training
and the establishment of maintenance systems. An established maintenance
system would be a pre-

condition for renovation/new investments, which
would be the opposite priority of the pilot phase. This proposal would requ
ire greater investments in training, and would involve the Building
Inspectors in the establishment of maintenance systems more than at pre
sent.

A maximum of 10 years should be used to cover the nation. Planning of
the comprehensiveness ofrenovations of a facility in terms of time and funds
should be based on this. During Id years, the unrenovated and non- main

tained facilities will deteriorate further. Therefore the maintenance system,
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including training of all necessary
PHO(M)S and PHTS and the provi
sion of funds for emergency repairs,
should be established in the whole
country by the end of the first five
year phase.
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PARTA 0
0

EVALUATION

1 I IT ODUCTIOI

1 . 1 = ackground
After a long period of support to construction of rural health facilities in
Kenya, the two donors DANIDA and SIDA as well as the Kenyan Ministry of
Health reaLised that more effort must be devoted to maintenance of these

facilities. Otherwise the money invested would soon be wasted as the bull -

dings and the equipment were deteriorating rapidly.
In principle, the maintenance of all government buildings is the responsi -

biLity of the Ministry of Public Works. However, with its comparatively
small resources, a rather centralised organisation and no suitable system for

day- to-day running maintenance, it is difficult to carry out effective upkeep

of the many small and geographically dispersed rural health facilities. Thus,
it seemed a good idea to the parties involved to investigate the possibilities of
having the patent" ministry (i.e. the Ministry of Health) take care of its

own buildings.
In two studies at the middle of the Bo's the idea was scrutinised and a plan

for creating a maintenance system for rural health facilities was designed. lt
was suggested that this programme should be implemented in several steps
and be based on the present MOH organisation. The plan, which has largely

been followed, was that the programme was to start with a pilot phase in a

small number of districts to gain experience. The programme would then

gradually expand and eventually cover the whole country.

As many RHFS were already in a bad state it was assumed that renovation

("rehabilitation in project terms) must precede the start of running mainte-

nance at most dispensaries and health centres. A corner- stone in the system

was an extensive programme for training and "sensitising" all people invol-

ved. both at district and RHF levels.

The Planning and lmplementation Unit (PLO) in the Ministry of Health,
at that time almost exclusively manned by expatriates, had been in charge of

SIDA EVALUÅTlON REPORT I992/4 I3



MAINTAINING HEALTH

the construction programme and it was assigned the task of establishing and
running the maintenance project.

The subsequent agreements between the donors and the government of
Kenya states that the Government of Kenya (coK) should provide sufficient
Kenyan staff and that the cost for running maintenance should be covered
from the COK budget. The donors should provide funds for training, "rehabi-

litation" of buildings, expatriate staff at PIU and building inspectors in the
pilot districts. Donors funds should be handled separately from the coK
funds both centrally and in the districts. DANIDA and SIDA have shared the
funding with DANIDA taking care of the practical tasks.

The pilot phase started inJuly 1987. Four districts were selected: Kiliii and
Kwale on the coast north and south of Mombasa, and Kisumu and South
Nyanza in the Lake Victoria area. The main reasons for this selection was

the high population density and comparatively poor health status in these

districts, especially among children, which called for a rapid restoration of
health facilities to an acceptable capacity.

1.2 The evaluation; purpose and timing
The pilot phase was originally planned to last three years and to be evaluated
during the latter half of 1989. For various reasons the phase was extended and
will now end in June I992. The evaluation reported here took place during
three weeks in September I99I. This timing was mainly determined to fil in
with the SIDA health sector support annual review in November 1991.

The purpose of the evaluation (in DANIDA terminology it is an in - dept/1
retuietm) is to summarise experiences from the pilot phase and to provide a

basis for decisions for the coK and the donors about the future of the pro-

gramme when the present agreements expire in I992. The evaluation mis-
sion's terms of reference (Appendix 1) state that it shall also identify arterna-

tives for a possible continuation of the programme. These alternatives are

described and discussed in part B of this report. Part A is the evaluation.
The evaluation/identification mission was a joint GOK-DANIDA - SIDA exer-

cise. The terms of reference (TOR) were drafted and agreed upon at the

ma1ntenance programme review in 1990. Only minor details such as the time
plan was changed before the present evaluation took place.

1.2.1 The evaluation team

The evaluation/identilication team comprised nine members, out of which
two were nominated by DANIDA , three by SIDA, three by Ministry of Health

14 SIDA EVALUÅTlON REPORT I992/4
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and one byMinistry of Public Works. The members were:
Mr Kefa Ajode, Public Health Officer (MOH)

Dr Anders Björkman, MD, medical expert (consultant to SIDA)

Mr Stefan Dahlgren (SIDA), Head of Evaluation Section at SIDA

(team leader)

Mr Nigel Hawkesworth, Social Scientist, lnstitutional Analyst
(consultant to DANIDA)

Mr iM Hussein, Senior Assistant Secretary (MOB)
Ms Lise ]uul, Architect (consultant to DANIDA)

Dr Tage Klingberg, civil engineer and economist (consultant to
SIDA)

Mr Titus Muriithi, Economist (MOH)

Mr P S Wasike, Architect (MoPw)

During all field trips the team was accompanied by the PLO Project
Coordinator Mr P W Mugu, who as a resource person supplied the team
with valuable information.

1.2.2 nethod

This report is based on documents such as the PIU semi - annual progress

reports, reports from review missions and various studies commissioned by
the PLO (see list in Appendix 1), statistical and tinancial information from mo
and official sources, observations and interviews with KHr and district staff

during field visits and interviews with PIU staff in Nairobi.

The Team made field trips to the four pilot districts and to one non-pilot
district, Murang'a, where also running maintenance had been introduced. In
addition, two health centres and one dispensary outside Nairobi without any
maintenance system were visited. This served as a base for comparisons with
the pilot districts. In total 42 RHrs (30 dispensaries, 12 health centres and
sub-health centres) and 3 maintenance workshops were visited.

During the field visits all buildings at the facility were inspected, intervi -

ews were made especially with the Officer- in-charge and the Rural Health
Technician (maintenance). The team's medical expert carried out formar

interviews with staff members at most RHPS visited and with patients and
representatives of the local community whenever possible (see further chap -

ter 9 and interview protocols in Appendix 5).

The computer-based PLO follow-up system for expenditures gave a good

picture of costs for maintenance, renovation and new constructions for each

facility. The building inspectors provided written information about each

SIDA EVÅLUAT1ON REPORT 1992/4 Is
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facility, in many cases including clrawings ofprevious and new designs when

applicable.

The mission started with a preparatory meeting for the Scandinavian team
members in Copenhagen at the end of August. Representatives for DANIDA
and SIDA gave a background to the programme and documents were distri-

buted. At this meeting the team agreed upon the program for field visits that
was later carried out. During the field trips in Kenya the team hold meetings
at the end of each day to summarise and compare fmdings. Three full team
meetings were also held in Nairobi in order to discuss early drafts of the

report. The final editing of the report was made by the team leader.

The team presented the main conclusions and proposals for the fiiture of
the programme for the Ministry and the donors before the Scandinavian

members departed.

1.2.3 Quality of data

The team has made considerable efforts to check and cross- check available

data. Due to the very short preparation period and the intensive program in
Kenya the possibilities to verify all details were limited. It is nevertheless our

conviction that the data reported and other facts are reliable enough to pro-

vide a film base for our conclusions. The visits to RI-IPS and interviews with

staff members and other people do not constitute a random sample in a sta-

tistical sense. However, they represent a large proportion of the facilities and

the people involved in the pilot phase, and with the rather consistent infor-

mation from different sources it is fairly safe to conclude that the informa-

tion collected is of sufficient quality for our task.

1.3 This report
The report has two parts. Part A is the evaluation and Part B is our proposals
for the future of the project and a brief discussion about alternatives.

The report has no separate chapter presenting all conclusions and

recommendations. Instead our conclusions and, in some cases, recommen -

dations or suggestions, are given in the chapters where findings on various
subjects are reported and discussed. The main points are discussed in chap-

ter II.

Ib SIDA EVÅLUÅTlON REPORT 1992/4
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2 0 : IECTIVES
2.1 General comments
The project documents mention several objectives for the project, which has

been a problem for the evaluation. From the background documents, brie-

fings, discussions with people involved and not least the name of the project,

the evaluation Team decided to consider that the main objective of the pro-

ject is to create a system for running maintenance of rural health facilities.
The objective of the pilot phase is simply to gain experiences from one

design of such a system in order to decide whether it is feasible and how it
can be improved.

For practical purposes the evaluation Team considered the Plan of
Operation from 1987 as the basic project document. However, in this docu -

ment there is definitely a confusion about objectives, which made it neces -

sary to "interpret" the text.
The Plan of Operation begins by stating that the many RHFS have never

been regularly maintained and that the Ministry of Health "has now decided
to embark on a maintenance project for rural health facilities". The text then
continues by saying (p 1):

"The project aims at correcting major defects and wear and tear in
order to restore the buildings to a maintainable standard without
expanding them beyond the originally planned or designed fune-
tions."

As we discuss below in section 2.3 it seems that the project at the outset
never made a clear definition of what was meant by maintenance. The quo-

tation above is, in our opinion, a contradiction since restoring a building
cannot be the same as running maintenance.

The next paragraph in the Plan of Operation says that "concurrent with
the rehabilitation of facilities a programme for regular preventive mainte -

nance will be introduced...". lt thus seems that the two tasks - renovation
and maintenance - had the same weight. But on the next page the compo-

nents of the project are listed, and there "establishment of a self- sustained
recurrent maintenance system"." is mentioned first and "rehabilitation"
second.

Renovation may be seen as a prerequisite to maintenance or at least a sup-

porting activity, but in our view it cannot reasonably be treated as the main
purpose of the project.

The other project components in the list are:

SIDA EVÅLUÅTlON REPORT I992/4 I7
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' replacement or repair of broken fhrniture and damaged medical equip-

mont:
' support to allow the completion of some unfinished Harambee projects;
' remodelling or minor additions to some RHFS for familyplanningpurpo -

ses:

' support to the construction of additional staff houses where it can be

proved that lack of staff housingprohibits proper staffing.
On the next page again (p 4) there is a new list ofpurposes for the project,

this time under the heading "Overall Arms and Objectives". They are (in
this order):

To improve the quality of Rural Health Services by maintaining
workable equipment, buildings of acceptable standard, water supply
and sanitation.

To improve staff conditions by constructing additional staff hou-
ses...

To halt capital destruction and save recurrent costs in future
through a preventive maintenance programme.

To rehabilitate buildings as a prerequisite for preventive mainte-
nance.

To increase the maximum life span of medical and non- medical
equ1pment.,

To promote cleanliness and involve staff in regular maintenance.

To motivate, equip and train health technicians to undertake
minor repa1rs.

To support the Family Planning Program by incorporating
Service Delivery Points in the rehabilitation work.

To support the District Focus Policy by utilizing local contrac -

tors, labour, materials and implementing capacity."

It was for the Team evident that this mixture of development objectives
immediate objectives and activities, without a clear indication of priorities,
necessitated a choice to make a proper evaluation possible as indicated in the
first paragraph in this section.

The Team is not suggesting that the programme was designed in a hapha-

zard manner. There were, of course, rational reasons to include each indivi -

dual component, which a study of the project history reveals. An example is

the support to the District Focal Policy by using local contractors, which was
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a strong wish by the Kenyan government. However, the Team believes that
it is possible andjustified to select one main objective as discussed above.

All objectives are nevertheless evaluated and commented upon in this

report.

2.2 A discussion of definitions
The main objective of the project is to introduce a "sustainable system for
regular prcvcntive maintenance of RHI-*S". The project has, however, spent
most of its resources on what is called "rehabilitation", which actually has

included plenty of new construction. We will, in this evaluation, try to use

terms we believe are more often and widely used.
First, we will make a distinction between maintename and nm) inwest-

ments.

The concept of maintename comprises activities that keep a building/fack
lily or equipment operational. Maintenance corrects defects, wear and tear
without expanding the facility or the equipment beyond its original fune-

tions. Maintenance includes the following activities:
' Cleaning, grass - cutting, watering of flowers etc. i.e. normal everyday
house- keeping and gardening.
' Preventive maintenance, i.e. taking measures to forestal1 breakdowns,

damages and other problems before they occur. Examples are: oiling door-

rocks and hinges, cleaning gutters from leaves, cleaning interior of water
tanks, painting of window flames before old paint has disappeared.

Application of wire mesh under the roof to keep bats out is also preventive
ma1ntenance.
' Acute repairs, eg. clearing blockage of a pipe, repairing a damaged door-

lock, replacing a smashed window- pane with a new one. Repairing a broken

chair also belongs here.
' Planned maintenance that may be periodic or a one - time thing.
Replacement of a set ofold furniture or a number of worn -out doors or pain -

ting a room are examples of planned maintenance on a limited scale.
' Renovation. When planned maintenance is performed on a grander scale,
i.e. more or loss affecting a whole building or a whole set of equipment, it
may be called a renovation. Renovation of a building may include acute

repairs such as repairing cracks, changing windows, clearing the drainage
system, putting in new water taps, painting walls and ceilings etc etc.

Together these activities make the building more or loss as good as when it
was new.
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New) intuestments are activities that expand a building, add a function to a

facility (or a set of equipment) or otherwise raise its standard or usefulness

beyond its original state. As new investments we regard the following:
' Construction of a new building, e.g. a new staff house.
' Expansion of an existing building, e.g. addition of a new wing to an exis -

ting dispensary
' Technical upgrading of a building through installation of a roof catchment
system and a new water tank. Installation of an electrical system lif pre -

viously non-existent) is also technical upgrading.
' Improvement of a function may be referred to this category Construction
of a vip- latrine to replace old- fashioned latrines or installation of a soak pit
raise the technical standard and are thus new investments.

In real life different measures are, of course, often carried through at the
same time e.g. new construction, renovation of buildings, upgrading of sani -

tary facilities, furnishing of new and better equipment as well as reparation
ofdamaged old equipment.

2.3.1. Is it really "rehabilitation"?

The Piu-project uses the term "preventive maintenance" for what actually
seems to be a combination of (or rather a confusing mixture of) cleaning +

true prevent1ve ma1ntenance + acute repairs + maybe larger measures of
planned maintenance.

What is called "rehabilitation" in the PLo-project is :1 combination of plan-

ned maintenance, renovation, technical upgrading and new construction.
This can be noted in the financial accounts, where "rehabilitation" is cor-

rectly divided in "new construction" and "renovation".

2.3.2 Our redefinition of activities involved
We will use the terms maintenance and new investments as discussed above.

The term "rehabilitation" we will largely try to avoid, since the way it is

used in the PLo-project is misleading or at least confusing.
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3 P OJECT O GA I ISATIO
3. 1 Structure
The project is implemented by the Ministry of Health through the Physical
Planning and Implementation Unit (PLO). The 1> 1U is part of the Planning
and Development Division and reports to the Deputy Secretary in charge of
that division. The same Deputy Secretary is Chairman of the Project

Steering Committee.
The Steering Committee includes the Project Coordinator, Chief

Hospital Secretary, Chief Public Health Officer, Chief Clinical Officer,

Chief Nursing Officer, Deputy Secretary (Finance), the District Medical
Officers of Health (DMOH) of the four pilot districts, the Senior Adviser, and

donor representatives. lt meets quarterly, sets guide- lines and policies, dis -

cusses constraints and approves annual work plans and budgets.
At the district level, the District Health Management Team (nHMT)

headed by the nMoH, is responsible for health services. They approve PLO

work plans in the district and set priorities regarding the sequence in which

dispensaries and health centres are renovated. Under the nMoH, the District
Public Health Officer supervises maintenance work through one or more
Public Health Officers (Maintenance) who have been trained by the project.

They in turn supervise the Public Health Technicians (PHTS) at each facility,

who have also been trained by the project.

Building lnspectors in each district (three out of four beingNordic), in co-

operation with the Ministry of Public Works (MOPW) stafe supervise the

renovation work. The Nordic Building lnspectors are responsible for the

donor funds usedin the district, the accounting of which is under the Senior

Adviser in Nairobi. The Building lnspectors have played an important role

in quality control. The Building Inspector position in the districts is tempo-

rary, and will be withdrawn after renovation is complete and the mainte -

nance system is in place. In the long term, when a maintenance system is

country- wide, it may be necessary for nMoHs to have a position similar to

Building lnspectors at the provincial level in order to advise, inspect and
monitor the maintenance of facilities.

The Ministry of Public Works plays an important role in renovat10n

throughjoint supervision, preparation of Bills of 0 uantity, and certification
of completed elements for payment. The Permanent Secretary of MoPw

must also approve all contract awards over Kshs 1,000,000. This last proce-

dure, which can take 6-8 weeks, has caused delays in awarding contracts and
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starting work. MOPW staff at district level also advise and assist in mainte-

nance matters if requested, but they are generally over- burdened at the dis-
trict level and do not have much time for this work. In general the co - opera -

tion between PLO and MOPW is good and should continue.
There has been difficulty in at least one pilot district in having the

Building Inspector accepted as a member of the Tender Board that is awar-

ding PIU contracts. It is necessary that this be regularised in a new project
phase.

3.2 Conclusions and recommendations about the
organisation
In general, the Evaluation Team feels that the organisational structure of the
project is effective for implementation and fits well with the MOH structure.

The Steering Committee plays an important rule in project management,
and should continue in a new phase. Its size, however, should be examined.
lt will not be possible to include the nMoHs of all the new districts that will
be covered by the project in a new phase.

The Evaluation Team considers that the right choice has been made in
using the PHO(M)S and PHTS as the implementators ofmaintenance activities
in rural health facilities.

3.2.1 Technical Assistance
There are currently three Nordic Building Inspectors and four advisers in
headquarters plus an accountant. Without reducing efficiency and accounta-

bility, it is recommended that these positions be continually reviewed to see
where local expertise can be utilised either full- time or on a consultancy
basis.

3.2.2 Role of the Donors

DANIDA and SIDA share the same philosophy and approach to health care,
and there is a mutual benefit in working together to shape policies and adapt
to new situations. If this were to continue it would be to the advantage of the
project.

DANIDA and SIDA, however, have different administrative and financial
procedures. This has sometimes created problems in the project, such as a

cash How problem in 1990, problems related to different budgeting procedu-

res for technical assistance costs, and different conditions of employment of
persons employed in the project by the two organisations. lt would simplify
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matters if one of the donors took on a read rule in handling all donor admi -

nistrative tasks, such as appointment of technical assistance staff The other

donor would be co- financier and participate in policy matters.

The project has been subject to semi- annual reviews, although two revi-

ews were not hold every year. The reviews have helped to make policy sug-

gestions, especially the revisions ofguide- lines, but they do not seem to have

had much effect on important issues like the emphasis on rehabilitation as

opposed to maintenance and training during the first three years of the pro -

ject. The Evaluation Team feels that annual reviews will be sufficient in the

future.

3.2.3 Monitoring

The 1990 review made some strong comments about the lack of a compre-

hensive monitoring and evaluation system within the project, and recom-

mended the appointment of an adviser to establish and operate a system.

This has not been done, and the project itself has attempted to collect data
sufficient for the evaluation and identification mission.

The Evaluation Team appreciates that the project has a detailed data col-

lection of hard facts concerning construction progress and expenditures.

However, it agrees with the last review mission that the data is not always

easily usable in that it jacks easily accessible summaries of data that show

progress at a glance, such as average costs figures for different activities that
can be used for planning purposes.

In addition, the project has no system for the collection of soft data, such

as changing of attitudes about maintenance among different categories of

staff about the extent of community participation in maintenance, about the
effects of training on the technical performance of staff; etc. Some studies

have been done at the urging of previous reviews. While usefi1l to the

Evaluation Team, they are one- time efforts ofvariable quality
The Evaluation Team therefore recommends the appointment of a

short- term consultant to design a monitoring system that will cater for both

hard and soft data, and which will be comprehensive enough to cover all the

activities of the next phase. External studies can still be commissioned as and

when necessary.

3.2.4 Financial System

Donor and coK funds are used for different purposes in the project. GOK

funds are used exclusively for preventive maintenance work. In addition COK
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covers the costs of all coK staff involved in the project. The maintenance
funds follow the normal coK disbursement and accounting procedures, with
the district PHd being the ALE holder. The Evaluation Team finds this

arrangement to be satisfactory, because coK takes full responsibility for the
recurrent costs that will continue after the project is f1nished.

Since project start coK has contributed Kshs r0,150,000 for maintenance,
including Kshs 5,000,000 in I99I/92. The Evaluation Team considers this to
be an excellent contribution to an activity that has not traditionally been
regarded with any priority The Evaluation Team appreciates that securing
these funds has not been easy in times of Hnancial constraint, but it now
appears that it is generally accepted in MOH that maintenance funds for RHFS

is an essential part of the budget. The new phase should include agreement
on 1ncreasing amounts each fiscalyear.

Donor funds have been used for all other activities (renovation, new
construction, training, technical assistance, etc). The Senior Adviser has
been accountable for donor funds. At the district level the Building
Inspectors have administered these funds. This arrangement is satisfactory
and has not given rise to any major problems ofdisbursement and accounta-

biliry.
The Evaluation Team is of the opinion that the same financial system

should be utilised in a new project phase.

3.2.5 Ut anagement lssues

The Evaluation Team considers that the management system for project
implementation has been satisfactory. However, the Evaluation Team has
identified some aspects of the management of maintenance activities that
should be looked into.

The officers in charge of dispensaries and health centres may beneht from
some general management training, as it has been observed that the mana-

gement abilities of these ofhcers vary from excellent to poor. The project
cannot take on the responsibility of giving all of them supplementary mana-

gement training. It will, however, be necessary to orientate them (in 1- 2 day
seminars) about management of maintenance activities, including supervi-
sion of maintenance and subordinate staff; in order to ensure proper stan-

dards of cleanliness and maintenance.
There is a problem of supervision of the Public Health Technicians (PHT).

In theory they have three superiors to report to: the officer in charge of the
KHr, the divisional 1>H0, and the district based PHO(M). The Evaluation
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Team suggests that lines of authority be made more clear. The oficers in

charge should be the immediate superiors of the PHTS in maintenance mat-

ters and should direct their daily activities. The PHO(M)S should act first and

foremost in a supporting and advisory role - both to the PHTS and to the

officers in charge. The aim of creating clear lines of authority would be to

promote close supervision and support to staff involved in maintenance.

Table 4.1
Achievements so far according to print-outs from PIU
Reiiovadon and new coristruction as per 0::1 .09..l991

Dlstricts lncl. Pil Lat. and
Staff House

Number
of HCS

Number
df Disp.
+ SHC

Number
of

Work-

shops

Number
of

Con
tracts

july I99I Spent
Budget & as per

Com-

pleted

Kilifi 5 32 1 I4

Workplan 0 I .09. I 99 I

(Contract

12.750.015 l 1,725,751 92%

Kwale 3 I8 0 9 (+3) 14.971,089 5,070,072 32%

S. Nyanza Is (+l) 27 (+9) 0 44 (+10) 38.744,264 28,18 I .285 73%

Kisumu 7 (+1) l9 (+6) l5 (+7) 26,131,969 16.526,622 63%

Total 30 (+2) 96(+l8) 3 82 (+20) 92,597,337 6I,503,730 66%

( ) = Not tendered (is lncluded in contract sum as an estimate)

4 " ;1! A : ILITATION" AD EW
l IVEST VA ENTS

4. 1 Achievements
As can be seen in table 4-1, achievements so far comprise renovation and

new construction for 32 Hes, 114 Dispensaries and Sub - Hcs and 3 workshops.

The total completion as per 1 September, 1991 out of the budget sum for

fiscal year I991/92 15 66%. However, many projects are on-going and twenty

projects not yet tendered are in the pipeline. Therefore PIU anticipates to

spend 100% of the budget sum as per ]uly 1992 when the pilot phase ends.

It is not possible to make an exact comparison between achievements

compared to plans. The Plan of Operation gives I987prices, and figures are a

mixture of renovation and new construction. The pilot project was delayed

for more than a year because of jack of staff within the PLO. The project star-

ted in July 1987, but not until the last quartet of 1988 had most of the staff

arrived. The senior building inspector arrived in the middle of 1989. Also for

six months last year PIU was more or less paralysed because of uncertainties

about donor funding.
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According to table 4-2 the actual expenditure as per ]uly 1991 15 Kshs 60.5
million The cost of new staff houses is 32% of total renovation and construc-
tron as compared to Plan of Operation where the percentage is 17. In the
pilot project, the cost for staff houses only is 60% of new construction, and
although this cannot be compared to the percentage in the Plan of
Operation, it is a considerably higher figure than anticipated there. It can
also be noted that new construction is as high as 55% of the total renovation
and new construction programme, and for which the new staff houses are
largelv responsible.

According to the survey carried out in the four pilot districts before the
"rehabilitation programme" started the conditions of the buildings (treat
ment buildings and staff houses) were as fo11ows:

I9% good, direct to preventive maintenance
33% needs minor repair
36% needs major repair
12% to be demolished.

Table 4-2
IlActually sp nt as per July 1991"

:

(Note the different periods below)
Renovation and new construction.
Spending from project start to july I99I
(Source: Information. Conrracts and Comractor Performance. P!U)
Renovatlon
Renovation of HCS, Disp. and staff houses . Kshs 27.627,189(HO l0- I l)
New construction
Staff houses Kshs l 9,552,6 l 0
New waiting areas and SDPS t , Kshs l ,034,827
Other constructions

. .~hs 465,992
Pil laU'lFleS . . . . . . . . . .Öé

111. é . . . Å £1 ; . . . iii. . . . . . . . ; . . . = . }. Q. . . . . ;ÖK$1hS 4,65 l ,365
Water canks and wells . . Kshs 6.082,543
Sanitztion (soak pris and placenta pits) Kshs L087,696(HO I2-I4)
Subtotal . £ ,é... ; Kshs 32,875,033

Total renovation and new construction . Kshs 60,502,222

Budget in Plan of Operation, June 1987
( [ 987 prices)

Renovation of buildings inc!. water
tanks. pil latrines, etc. Kshs
Water wells Kshs
Completion of Harambee projects Kshs
Staff houses Kshs
Family Planning SDP (inc!. equipment) ; Kshs

Total renovation and new construction
I987I88 to I989I90 Kshs
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7,200.000
8,450.000
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4.2 Comments on Standards and Guide-lines for
"rehabilitation" and new constructions
The S1DA/ DANIDA Final Report from August 1986 15 the base for the 1> 1U

Plan of Operation of June 1987. In the Final Report 1986 are laid down cer-

tain broad guide - lines for renovation of existing buildings and for new con-

struction which were transferred in the Plan of Operation. There it is also

stated that the rehabilitation of buildings means correction of major defects

and wear and tear in order to restore buildings to good working condition

without expanding them beyond originally planned or designed function.
Later in the year 1987 a set of more workable guide - lines and standards

were introduced by PIU and since then three revised editions have been

made. In these guide - lines many of the former items have been specified fur-

ther, and many items have rightly been added, but there is also a general rai-

sing in standards from one edition to the other. Here, the Review Missions
have had some influence.

An example: The Final Report 1986 does not include electrical installa-

tions. In the first edition of Guide- lines there is talk of repair of installations

and also a limited amount of new internal wiring to be installed at Rural

Health Centres (but not at dispensaries and in staff houses) where there is

mains supply on site. In the latest Guide- lines this has been altered to: "A

limited amount of new wiring can be installed where there is mains supply

on site. cA maximum connection fee of Kshs 30,000 shall apply). As a guide

one light Htting can be installed for 12 square meter floor (in certain rooms)."

In staff houses each room can be provided with one light fitting and a double

socket).

It is our opinion that this standard is too high for this sort of project where

so many health facilities are badly in need ofrepair.
The latest editions include "Repair to existing toilets". To us it seems a

better solution to demolish them and to build pil latrines instead. Most of
the toilets in buildings inspected by the Team were out of order and seemed
to cause more problems than usefulness.

Although the general standards might be a little high for this project and

considering the above reservations, it is the impression that it has been justified

to raise the level somewhat as long as no further improvements are introduced.

In the latest edition ofGuide- lines (]anuary 1991) procedures concerning sur-

veywork, preparation of tender documents, etc. have been includcd. This is an

improvement. It is essential that the local statfand the community be involved

at an early stage and given information on the future of their health facility.
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4.2.1 Staff Houses

The Final Report 1986 states that an average district will have 1 new staff

house for approximately everys RHrs. Considering that there are about 1,200

RHFS in the country and 39 rural districts, that would amount to 6 staffhou-

ses per district. However, in the Revised Guide- lines of September 1989 this

has been altered to: "AS a general rule 24 new staff houses can be built per

average- size district". In fact, Kilifi and Kwale each gets 24, South Nyanza

48 and Kisumu 36 staff houses which amounts to 132 in the pilot phase, equal

to Kshs 33 million in today's prices! Further, in some districts it has been dif
ficult to make the staff move in. This matter has caused considerable con -

cern in the Evaluation Team.

lt should be an obligation for the District Health Management Teams and

for PIU to ensure that staff houses will only be built where it can be proved

that lack of housing prohibits proper staffmg. This is also stated in Plan of

Operation for PLO.

4.3 Technical Experiences. Design and Vi aterials
The Evaluation Team visited five districts during the He1d trips. Murang'a

which is a non-pilot district was seen as an example ofone of the districts where

"Hrst-aid maintenance" for coK funds was carried out. Four dispensaries and

one Hc were visited in Murang'a. On four of the facilities where the figures for

"actual amount spent" were available, the average was loss than Kshs 30,000.

The visit was interestingin the sense that it showed how much couldbe done to

stop deterioration with verylimited funds. (See also section 5.2, Guide- lines for

Maintenance.) Also, three facilities outside Nairobi not yet subject to any

maintenance program were visited for comparison. They supported the

impression that many RHFS maybe maintained without substantial renovation.

In the pilot districts Kilifi, Kwale, South Nyanza and Kisumu 25 dispensa-

ries, 2 Sub - Hcs, 5 Hes, I Demonstration Hc and I Training Hc were visited to

get an impression of the renovation and new construction programme.

The general impression was that the renovated facilities were tidy and

clean, the grass was cut, and in some cases even flower beds had been crea-

ted. However, it was noted that in certain facilities trees were still growing

quite near the buildings. This might look nice, but there is the danger of the

roots spoiling the foundations and the underground piping, and also attrac -

ting termites. Therefore such trees should be completely uprooted.
The workrnanship was of an acceptable standard although there were a

few exceptions. The remodelling of rooms to create a better patient flow or
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to incorporate MCH/FP rooms was done with much skiil. In several places an
existing waiting room at the end of the building was closed in to create a new
room (for mother and child care/ family planning) and the covered verandah
was used for waiting. In need of suflicient waiting space a built- to waiting
area of a simple construction was erected.

External walls: Many of RHF buildings were started on a Harambee (self

help) basis and therefore construction was not always carried out professio-
nally. In several cases it was noted that the damp-proof course (DPC) above
the foundation was missing. The DPC ofbituminous fett is laid into the wall
on the foundation to prevent moisture rising from the ground and founda-

tion. When missing, it results in paint on the wall peeling ofe In these cases
it is 1mportant to provide for a good storm water drainage system outside the
building. In addition, good ventilation of the rooms is essential.

Roofing: lt is now a policyin Kenya that asbestos cement sheets cannot be
used where water is collected from the rooe Therefore, corrugated iron
sheets have been used for all new roofing. This material - although used in
all parts of the country - is unsuitable, especially in hot areas. Since this is a
pilot project PIU should have tried out other alternatives such as the roof
sheets developed by the Housing Research Development Unit at the
University of Nairobi, consisting of sand, cement and Hbre - a very cheap
and tested material.

Roof structure and ceilings: It was noticed that in several places soft-
board ceilings were put up in the verandah area. This component is not sui -
table where it is exposed to damp air. On the whole, using ceiling boards is
problematic as it creates a roof cavity for bats. This causes a lot of damage as
was noted in many of the facilities. It should in fact be of top priority to
avoid the penetration of these animals. lt would be more appropriate to put
up a light wall from the existing external wall (on the verandah side) and
right up to the roof sheets. Then the trusses or rafters would be exposed and
an increased volume of the rooms with a cooling effect would be created.

Doors: lt is considered to be a good policy that solid tongued and grooved
doors are used on all external door openings. Although more expensive than
plywood doors, this is the only sound solution.

Sanitation: in the RHFS where water-borne sanitation was already installed
before the renovation programme had commenced, it was learned that there
were problems with desludging of the septic tanks because the tank capaci -

ties were below the required level. This is a another reason why water-borne
sanitation should not be introduced.
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Water tanks: For roof catchment ofwater two types have been tried out in

places where they were missing - and with no reliable water source - and as

replacement of defect water tanks. One type is a 2 mm steel tank, 3 mm at

bottom, and the other is a ferro -cement tank cast in situ.
No defects were noted on either type having been installed during the last

3-4 years. Time will show which type is the most durable. The ferro- cement

tank is the most attractive, least expensive and can also be made by a small

contractor or a undi as was seen during the site visits.
Pil latrines: The ventilated improved pit (VIP) latrines were in all places

functioning Well. For cleaning purposes the concrete slab next to the hole to
the pit ought to be sloping towards the hole. At one KHF in the Kisumu
District villagers were taught how to make pit latrine slabs, which was a

good initiative. However, it was noted that the concrctc slabs were only
about 6 cm thick. This is not adequate since the reinforcement bars, which
were visible in some of them, should be covered by minimum 2.5 cm of conc -

rete. With a non - skilled labour force the stab ought to be 8- IO cm thick.

Staff houses: A new type of staff houses has been designed for this pro-

gramme. The plan is simple and nice, leaving out corridors so as to make full
use of the 50 sq.m space. Four different types with small variations have been

developed, one in each district. It is good that these experiments have been

carried out in the pilot phase. It seems that the Kwale model is the most con -

venient in terms of adaptability for the coast/lake climate as it provides for

good cross-ventilation. lt has a split- roof construction whereas the other

three types have a double pitched roof which might be more suitable in a

highland zone. A questionnaire for the staff living in them and the measu-

ring of indoor climatc for a period of time will clarify which staff house

should be further developed.

In most types a partly covered verandah surrounded by a high perforated
wall has been introduced. However, the space is not easily furnished because
of a hollow steel column in the middle and a step along the full length of the
verandah dividing it into four equally large sections. The column could be

omitted without extra cost by letting the ringbeam follow the outer line of
the building taking the full span over the verandah. Furthermore, the step
across the verandah would not be required if the change in floor level is made

from each room to the verandah stab.

It is our opinion that external surfaces in most places need not be plastered

or painted (this also applies to pit latrines). Herebv the cost would be redu-

ced and the maintenance would be easier. The internal walls need a better
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plastic gloss paint that can be washed. This was a complaint from several

staff members.

On the whole the people living in the staff houses were satistied with their
new hornes. Comparing the PLO staff houses (1 living room and 2 bedrooms)

of 50 sq.m with the MOPW similar house of 55 sq.m but with electricity,
plumbing and roof tiles, the figures are the following:

Average Kwale/ 5. Nyanza PIU house ...Kshs 249,634
Priccs April Igor (source PIU).

Average Kisumu MOPW house Kshs 330,000
Prices October 1991 (source MoPw architects)

4.4 Selection Procedures
When a new set of projects for "rehabilitation" is to be tendered they have
normally been placed in groups within the district instead ofbeing scattered.
There are two good reasons for this. Sometimes several smaller contracts are

tendered with one contractor, and it would be unpractical if this contractor's

projects were placed far from each other so that he should transport building
materials and perhaps labour over long distances. For the building inspector
who supervises the construction work it is also time saving with projects
situated near each other.

4.5 Discussion

4.5.1 Fulfilments of Obiectives: Pre-requisite for SÅ aintenance?

One of the overall aims and objectives in the PLO Plan of Operation is to

rehabilitate buildings as a prerequisite for preventive maintenance. However

under the headingActivity Content it is also stated that: "The recurrent mainte-

nance programme will be run simultaneously with the rehabilitation pro-

gramme". The wording is not clear, but it might mean that as soon as a facility
has been rehabilitated then a maintenance programme can be established.

It was a policy of PIU from 1987 to 1990 that "rehabilitation" should be car-

ried out on a large scale before maintenance could start. The rehabilitation

work, i.e. renovation and new construction, commenced in early 1988.

In I990/91 the preventive maintenance programme started, not onlyin the
four pilot districts but also in nine surrounding districts where staff had been
trained and motivated. This was the first time that a form of maintenance

was carried out prior to "rehabilitation". The nine non-pilot districts carried
out only urgent repair to the health facilities in the iirst year in order to stop
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deterioration, but it is a form of upkeep which is most effective. Therefore it
can be argued, and is now also a policy with the PLO, that "rehabilitation is

not a prerequisite to maintenance".
To take a further step it ought to be established that for a district to qualify

for renovation and new construction, training and motivation of staff and
local communities should have been carried out and maintenance should
have started on a small scale.

4.5.2 lmpact on Health Services

The overall objective to improve the quality of health services may not

necessarily be directly connected to "rehabilitation" and maintenance.

However, by maintaining buildings at acceptable standards, provide water,
sanitation and workable equipment, by constructing staff houses when

essential, conditions for the staff have improved considerably. It is believed
that surroundings and working conditions do have an effect on human

beings and that such improvements will stimulate and motivate them to

carry out better work. Indirectly, the quality ofhealth services may improve.
It is diff1cult to prove this and as an objective for the maintenance pro-

gramme it can hardlybe evaluated.

5 Kl Al ITE I A I CE

5. 1 Achievements
The maintenance component of the project had a slow start. The manage-

ment of PIU considered "rehabilitation" to be the main goal in the first years

and therefore training of PHOS and PHrs was started late. coK funds were in

the beginning not provided as agreed and were made available late in the

year.

The jack of training was explained to the Team as the main reason for the
late start of the maintenance programme.

Concerning the COK funding for all physical maintenance, a comparison

between agreed and actual funding is shown in table 5 -1.

It is a condition for good planning that funds are made available according

to agreements and at a time during the fiscal year which makes it possible to
utilize the funds.

in the first year of maintenance (1988/ 89) a total of Kshs 2 million was dis -

tributed to all the 39 rural districts as soon as funds were made available.
Detailed information and instructions on how to utilize the funds as "first

SIDA EVALUÅTDON REPORT I992/4 33

3



MA1NTA1N1NG HEALTH

T

M'"ån J

,:333 ! !

€~
,,,i%}

~
iLSf> EL:;=fä=q'€' 'is mål}. 

-£ :EåI3%€*

- .-€å€éfs?%ås€å==. :: - 2% . .

£-*3

. 'Ei::åE}

. Xx
$ €1

Bsl~é@

' .
ål lI !,

åml~g' :1.'ii}=:'£
åiiféäéé

*

UT 'we gå .
'l tå!. £

{

Å é~@ :

~ Å

!'

'-'

~

:6.

[ 0 än

Hl-!

FA
i

} ~3*
"
-is ;

*3-~; 'Il
~ '

ni
4U

l ~

~ . na*i."é~ . ii ~ .

.Å,; : ,,2

Ö"öö ~ '$ -vi- Q- -ägg,,

.
l - ~ iV £4~ 1 *

~ ~ ~ "Um?. =g ; A  AE, I

li" cg l ,zlé

"

I - 3 ' . Q Av Q. % ~€*1

'FI ~1=. Z. ,éé?';.1*f;l
uå' H =1,å  Em

H

!
- " .

" =I'HÖÖ{;
£6~;

Ola
V - . 'VI * .

'{l.é%€,,,,,j

' ~ ~~4/.

'Il -1.; - 'il.!
li

J

,är'- W-"
= äd=£-@

~
. ~%"! = . -

L

~
' I

~ % är! ,

nu-DÖ
* ' öl'.

nN

%

Ye' %
@1 . Ag.

D -

TU;.,}
@

~1,*
@

*. - U& . al all

Ni , . , ~ - " P ~ / , . 0 . .3 *.6 @ .ei " T

} !~OL ..€%9"
' , ; 1 @ ~ v, @@ ;

'

'fi' 3'.* =""*ETT'xx
' " .

' ål €å ,r
%

7;,~
' ]

{Q

~

éå}f {' '~ *
1 3 ! 1. r -3;}, .*:1%**vr - l; " mf}

. '
Ö.

'
ÄN af

~ .
-

L .' . .0 1 ' {.

~ ~ I ~]. i. - ~ : *3.

. V %är L- ö ? 1 !-~ L
..0 ! ~

Ill ~ xi ' 7" £

H ,J 1:

~

V é-

..1
-

(€ @.

-

;YXÅ@:. Y
. -

- . .

. ~ ~ .4, r pg é*-'ik-än.": :( - 3, 1'{..,y{'{'@; >
.

"EÖ
£ "?é;= Ko' *5

' - { k sk }

X < Ö; €. ' )-[ . Ur
. ,

@

~ fr . .
@ .

."hl - .
£ * 1 '

. {bli"; v}~ ',,;{{l{{
.

[
~

fw - .

@;,'å@@;,' ];)Ö£
= {sh" @,*1*

-$€' , .
-

£
Jr * -ID ] . L

2  Å . . 1 @ [ >

@;~. ~,}}/Xi 4),g
-3) -

,T , " . *

" fw nu 1-:1
, 3.; . . Å

( £ , . * -
K
- .,

U~J
~

. . , .,..1~ -u {roi~-{ ] än
:

.
H

@@
. { . o v; = €

* - -

3

. ' ! .

' ~ : . ! 7

'
" fa I)= U - {. =

'L,I'  X l
r - . * än - £ " ,
~ ~ ~ &. DT] ,. Å

-

. -

NU. , ix ; {. , < ,'u Is. . "Kf" "LJ-ål7.' -..r , ' ' '

Ås

The Public Health Technician (PHT) has a keyrole in the system. The well equipped too! -
box is an effective means for ensuring that simple. but important. and necessary day-ro-day
maintenance is carried out.
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aid" in order to stop
deterioration of struc

tures were given. As
there was no trained
maintenance staff at
that time, monitoring
of progress was to be

done through a repor
ting system. Only 17

districts out of 39
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Table S- l
GOK funding GOK funding

: l

made available

I987/88 500,000 0

I988/89 2,000,000 2,000,000

I989I90 2500.000 550.000
I990I9I 3.000.000 7.ä6 I 2.000

I99 I/92 5.00Q,QQ0

Total 13,000,00 ' I 0, I 62,000

reported on their utilization of the maintenance funds. Guide - lines and

instructions had been largely overlooked. The main part of the funds were
used for major repairs in a few RHFS within a district or for new construction
or for non - maintenance items.

For 1989/90 the agreed coK amount ofKshs 2.5 million was cut down first
to Kshs 293,000, but later a total of approximately Kshs 550,000 was made
available by the end of the fiscal year. In order to utilize the funds two pick
up vehicles for maintenance work were purchased.

In 1990/91 Kshs 3 million was agreed. Out ofthese funds 2,700,000 were
to be issued to the 4 pilot districts and the 9 non -pilot districts mentioned
above. A11 districts had at that time at least one trained PHO(M). Kshs
300,000 were to be kept in MOH Hq as an emergency fond for districts wit
hout trained maintenance staff In April 1991 Kshs 400,000 was deducted
from the not yet distributed funds. On the other hand no claims had been
made for the emergency fond. In the end a total of Kshs 2,612,000 was dis
bursed.

This was in fact the beginning of the maintenance programme. A mainte
nance system had been set up in PLO with manuals, guide - lines, organization
charts, inspection charts, etc. The District Health Management Teams in
the districts concerned were briefed and the staff at the RHFS was informed
and motivated towards maintenance, and above all the PHos and the PHTS in
the pilot districts had been trained.

During this fiscal year maintenance work was carried out in all of the 13

districts. III RHFS were completed and work was going on in another 25 faci
lities at the end of the iiscal year. Out of the allocated funds 97 % had been
utilized. During the site visit to a non -pilot district it was noted that the
work which had been carried out as "first aid" had been selected in accor
dance with the priorities laid down.
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In the Hscal year 1991/ 92 COK funding of Kshs 5 million has been allocated.

Out of this, Kshs 1 million is set aside for vehicles for the project as PHos will
often bring building materials to the site for small contractors or fundis.
Three other districts which are under the Finnish Health Care Programme
call in Western Province) have also been included in this coK funded "first-

aid" maintenance programme. The four million was shared by the four pilot
districts and the 13 non -pilot districts. Funds were distributed equally accor-

ding to size and number of facilities.

5.2 Guide-lines for maintenance - Technical experiences
A comprehensive Maintenance Manual has been prepared by PLO giving
information and guide- lines for work and duties to be carried out.

Preventive maintenance is divided into:
' Basic maintenance, routine activities which do not require technical

skiljs or special tools (non- technical staff local cornmunities).
' Minor repairs, repair work which can be executed by semi- skilled staff or

local artisans usingbasic professional tools.
' Major work, repair work requiring skilled artisans and professional

tools/ machinery.
lt is stated that the preventive maintenance system shall keep the buildings

in an acceptable state of repair and that this will be assured by improved
awareness and daily care by the users, by introducing standard maintenance
work at regular intervals and by regular inspection.

A system for planning and execution of maintenance work has been wor-

ked out. The system provides guide- lines and rules for the various activities

involved and supports these with check- lists, forms and schedules.

The obiectives of the system are to ensure that the staff in the RHF has the

knowledge and means to do basic preventive maintenance work and has

access to a person with the necessary skills and tools for minor repairs.
Furthermore, every kHF should have a reporting system (maintenance

diary) through which assistance for maintenance/ repair work beyond its own
capabilities can be sought, and that the facility will regularly be visited and

inspected by staff specialized in building maintenance. The preventive main-

tenance and repair work will be managed and coordinated at district level.

An organizational model has been worked out in which the different staff
members have their duties described in detail. This goes especially for the
PHd and the PHT.

Concerning guide - lines for basic priorities, the cleaning of buildings and
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site is considered the most cost-effective activity and should be given prio -

rity A. B is the prevention ofwater damage, C is security, D is water supply
installations, E is sewage and waste disposal, F is bat, termite and mould
control, G internal surfaces and H is external surfaces. All priorities are

described thoroughly with instructions on how to control or rectify damages.
Activities such as inspection ofbuildings, costing and preparation ofbud-

gets and work-plans, implementation of planned work and supervision and
Hnally documentation of completed workis accounted for in great detail.

The Maintenance Manual of Match 1991 revised annually is an important
document that will have great impact on preventive maintenance activities.
The manual is also used as background material for training maintenance staff

The Evaluation Team has the following comments:
a) The participation of the local communities is mentioned only in con -

nection to the cleaning of buildings and sites. We consider it an omission
that furthcr participation is not considered.

b) On the basic priority list, the bat and termite control should be given a

higher ranking, possibly in the range of B. Experience from the site visits of
the Evaluation Team shows that many buildings have a great problem with
bars that would be rather cheap to avoid. For termites the same applies.

c) Concerning the minor repair fond recommended in the manual, it is

known to have been tried out by PLO with not too great a success. However, as

this fiind is so important in order to case the minor repair activity at the KHF, an

effort ought to be made to re- introduce this arrangement in a different set-up.

Another very instructive maintenance manual for minor repair work has

been introduced. lt has many drawings and down- to- earth explanations.
The manual was made in Tanzania but is adapted to Kenyan conditions.

The PHTS are provided with a Maintenance Diary which serves as a record

of their observations and a means for communication with the PHO. More
emphasis should be put on proper use of this diary

5.3 Districts with and without " ehabilitation"
With regard to maintenance of KHFS there are three categories of rural dis-

tricts in the country:
ai Four pilot districts where renovation and new construction has been/is

being carried out and where the preventive maintenance system is in opera-

tion in the newly renovated facilities and in facilities where no renovation
and new construction has been needed. A11 technical staff has been trained

in prevent1ve mamtenance.
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b) Twelve non-pilot districts where preliminary maintenance/urgent
repair is being given to KHFS. PHos have been trained.

c) 23 districts where no repair has been made except for a few emergency
cases. No technical staff has been trained.

5.4 Discussion

5.4.1 Is it Possible to Evaluate?

In the Plan of Operation it is stated that at the end of a three-year pilot
period at least one year's experience from recurrent maintenance shall have

been obtained for evaluation purposes.
The training for maintenance of the PHos was started in February t990

and ended in July of the same year, but it was not until January 1991 that all
were in position and had started working (source: PIU). From September

I990 to March 1991 all 1> HTS were trained. Considering that the PHos and
PHTS are the most essential persons within the preventive maintenance pro-

gramme, and considering that they have had so few months of experience in
the field, it hardlypossible to evaluate their performance properly. However,
a rising awareness of the importance of maintenance was found among the
RHF staff as well in the DHMT when the site visits were conducted.

It can be pointed out that although the preventive maintenance system is

so new and that many of the RHFS did not need much preventive mainte-

nance after the renovation, we observed that in quite a number of places the
system was working well. Our conclusion is that in principle the system is
good and will probably remain effective.

There are many preparations involved in setting up a recurrent mainte -

nance system like this. Although the outset was slow and troublesome the
project is now proceeding well and much experience has been gained, if not
during one full year as was anticipated.

5.4.2 Conditions for a Running Ut aintenance System

In order to make the establishment of a self-sustained preventive mainte-

nance system effective, it is not sufticient to organize the work well from the
side of H and districts. It is considered most important to create under-

standing, awareness and motivation among the staff and the local commu-

nity. Apreconclition for this attitude is the support from technical and admi -

nistrative levels on a long- term basis.

The importance of staff and community participation in the programme
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has been realized by PIU. In commencing the preventive maintenance system
in a kHF, three meetings are being hold over 3- 6 months with all staff, with
the district PHO(M) and with the PIU building inspector. (See also discussion

in section 9.2 below.)

At the first meeting all kHF staff is informed about the preventive mainte-

nance system and its consequences, information is collected about any exis -

ting arrangements of maintenance and individuals or organizations in the
local community are identified that could be of assistance in the preventive
maintenance work.

At this meeting explanation is given as to the role of the district and the COK

funding allocated in an annualbudget. Also the set-up of the PHO(M) and PHT

and their responsibilities are communicated. The duties of the staff and the

contributions from the local community are discussed. A division ofbuildings
and site into maintenance areas will be made at this stage.

At the second meeting the objectives are to identify individuals to be

responsible for various maintenance tasks within the RHF, and to agree upon

time schedules. Practical exercises are to be carried out in inspection, super-

vision, implementation, reporting and recording of maintenance work. The
preparation of a complete Maintenance Handbook for the specif1c RHF is

also one of the objectives. The third meeting is hold with the objective of
monitoring the understanding of and ability and willingness to implement
preventive maintenance activities and to provide moral support for RHF staff
involved in the exercise. Follow- up meetings are envisaged.

It is the opinion of Evaluation Team that a sound base for a running
maintenance system has been created as a result of

' the importance given to staff involvement,
the work carried out so far in the way of organization and information

on maintenance work,
' the administration and involvernent at Hq level (PIU).
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6 EQUIPETADFUITU
6.I Vi edical equipment

6. 1 . 1 Provision

In general medical equipment has been provided by the MOH to KHF when
the facilities once were Hnalized. Many health centres have been constructed

with donor support during the 70's and Bo's and some even as early as during
the 50's. In cases of donor support, the necessary medical equipment has

been supplied through donor funding.
Repair and replacement of medical equipment have been overlooked in

many KHFS for many years. Service of broken medical equipment has been

undertaken on an ad hoc basis.

The Team found that some RHI-'S were short of certain essential medical
equipment such as blood pressure measuring machines or weighing scales or
had incomplete delivery and surgical sets, uterine sounds, needle holders or
scissors in particular.

6. 1.2 Maintenance

lnterviews with RHr staff indicated an increasing awareness and motivation
towards maintenance of medical equipment.

lt was noted with satisfaction that the PIU had introduced and supplied the
RHF with a medical equipment kit at a cost of Kshs Zo,000/kit (as compared
to a cost of Kshs I0,000 for a delivery bed). This kit had been distributed to
facilities where "rehabilitation" was finalized. At the time of delivery of the
kit a seminar on maintenance and use of the medical equipment kit was hold
for the staff

lt is questionable whether the same PIU medical equipment kit is adequate
both for dispensaries and health centres. Rural health centres usually per-

form more complicated medical procedures as deliveries and surgical proce-

dures ofhigher quality than a dispensary. Therefore, there maybe a need for
additional provision ofmedical equipment for health centres.

Staff interviewed were satisfied with the medical equipment kit. No major
repairs or defects of the equipment was noted. However, some KHFS had
received the kit quite recently. The time of observation is therefore limited.
lnventory lists of the equipment was also kept in good order by the staff

A few items, especially in the surgical and delivery sets, are in need of
regular replacement rather than repair due to frequent use, washing and ste -
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rilization procedures. The possibility of introducing a replacement scheme
for special medical equipment serving this purpose for KHF is discussed in

section 6.3.
Minor maintenance of medical equipment such as change of batteries of

otoscopes and torches is important and should be under the responsibility of
the PHT(M) and performed without delay. Minor repair or adjustment of
weighing scales or BP machines should also be under the responsibility of the

PHT(M), but to be known and undertaken by all trained staff
As for major repair, equipmcnt in some districts is sent to the district

maintenance workshops, where technicians decide on repair or replacement.
These workshops have not yet been established on a nationwide basis and
their rule and function in relation to kHF is questioned is section 6.3.

6.2 Furniture

6.2.1 Provision and maintenance

For rural health facilities there is a standard equipment list ofbasic furniture

and associated equipment established by the MOH.
The term used by MOH is non- medical equipment as opposed to medical

equipment previously described. Furniture covers items such as chairs,

tables, benches, lockers, wardrobes, beds, mattresses, sheets, screens, lamps

(where applicable) but also delivery beds (health centres only) and examina-

tion coaches for family planning purposes. Refrigerators, gas - cylinders, cool

boxes and vaccine carriers are supplied and replaced through the immuniza-

tion programme (KEPI).
Under the PIU rehabilitation programme, locally produced furniture has

been distributed to facilities where "rehabilitation" have been finalised.
Our Team found, however, that a complete set of furniture was missing i.n

many facilities, prcdominantly dispensaries. In some PIU rehabilitated facili-

ties furniture was still missing in spite of the fact that "rehabilitation" was

linished a year back.

However, in spite of these f1ndings, the PLO experiment of utilizing local
producers for provision of furniture seems to be worth further support. The
provision or replacement of basic furniture could also be undertaken in co-

operation with the community with only minor support from the MOH in the
future.

Provision of special equipment, such as delivery beds, invest1gat10n coa-

ches, beds for wards as well as screens must be channelled through the DHMT.
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Decisions of replacement or new investments offurniture should rest with
the staff in - charge in collaboration with the community providing lunds or
labour. If the facilities were allowed to build up or were provided with small
funds, these could be utilised for that purpose. This aspect of replacement is

in need of further studies and could be addressed by the PLO in a future pro -

gramme.

6.3 Vi aintenance workshops
PIU is establishing nine maintenance workshops at an estimated total cost of
7.3 million Kshs. Ali major construction work is to be finished by the end of
1991. This was not a part of the original project plan, but was later requested
to be included by SIDA.

The evaluation Team visited three workshops, at Kericho and Nakuru and
one under construction in Homa Bay.

The workshops are located in the four pilot districts at district or provin -

cial hospitals. Additional districts have been included. A tenth workshop is

under construction in Kwale district, but integrated in the new hospital
under construction, financecl through the World Bank.

A major part of the total construction cost is spent on the demonstration
workshop at Kisumu, finalised at a cost of3.2 million Kshs. The average esti -

mated construction cost Table 6- I
(€><€Ept Kisumu) iS €> - 5 mill :i aintenance workshop location
Kshs/workshop. and construction costs.

Plus involvement is lin -
Lomma" Costlworkshop Comments

ked to training of Medical Kimi 322,QQQ Finished

Equipment Technologists Kwale 7 World Bank

provided by German cTz Klsum" 3,200,000 Demonstr.

yvorkshop(a three year course), and
Homa Bay L006,000 Under construction

Austrian funding of trai - '

Kerugoya 350,Q00 Extension. flnished
n1ng 670.000

Equipment Technicians kerichic 528,000 Extension, finished

(a tvvo year course) as well Vol 512.000
Nakuru 243.000 Renovation; flnishedas Austrian provision of
Machakos 513.000

tools and equipment for TOtal 1,344,00
the workshops. PIU fun -

ding of the buildings was intended to secure a storeroom, office and

workshop for the local PHT(M) so that the facilities would be shared for
equipment maintenance and building maintenance. The workshop in
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charge reports to the MOH or to the Hospital Secretary.
The number of staff varies from place to place. There is at least one

Technologist, who is in charge, and a number of technicians. They almost
exclusively repair hospital equipment. The remaining time is used for RHF equ-

ipment when it is delivered to the workshops. The workshops, although having
a small stock of items like bolts, screws and wiring, are short of spare parts.
They do not seem to be working at their full capacitv Spare parts are financed

by the hospital budget, but the budget is about halfof the requirements.
The Team found a long time neglect of repair and/or replacement of

medical equipment at RHF. Very few staffhad ever sent a weighing machine,
BP machine or any other item for repair. In most cases staff was also unaware

of their own responsibility in this respect as well as a jack of knowledge of
where to send equipment for replacement or repair.

In districts where maintenance workshops have been established there was
an awareness of responsibility and also where equipment was to be sent for
repair. Very few, however, had sent equipment for repair to district mainte -

nance workshops. The few who had sent items for repair had all received

their equipment back within 1-2 months. In some cases the recently repaired
equipment was broken after a short time, indicating that the work was not

proper or that the item should rather have been replaced.
Medical equipment recently supplied by the PLO in the form of a medical

equipment kit also seem durable, perhaps one reason why few rehabilitated
facilities had yet had any need for repair.

lt may be questioned if there is a true need for workshop repair of equip-

ment for rural health facilities. The equipment required is simple (see enclo-

sed list of medical equipment kit in Appendix 7) and when it breaks down it
maybest be replaced. The existing workshops will onlybe able to cater for ad

hoc repair of such equipment unless a transportation system is introduced,
for example provision of motorcycles to technicians who can travel around
and do minor repairs. This may be tried, but in the long run it will involve
running and repair costs of transport at all the workshops.

Also, the building maintcnance activity does not need a workshop at pro -

vincial level. An office and store for the local PHT(M) will be usefhl, but it is

doubtful if it canjustify the construction of large workshops.

6.3.1 Conclusion

The construction/ rehabilitation of workshops apparently filled a need in the
creation of a system for maintenance of hospital equipment, but it will have
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little effect on the repair of of RHF equipment. An elaborate transportation
system and repair system of RHF equipment will be too complicated to main-

tain. Repair of such equipment can occur on an ad hoc basis if existing trans -

port, such as the essential drog supply vehicles, is available or utilizing
supervisory visits perfbrmed by DHMT members. Otherwise the equipment
should be replaced.

In addition to an overview of the PIU medical equipment list, a replace -

ment scheme of the most needed and utilised equipment could be worth
looking into. A replacement scheme ofspecified medical equipment provi-

ded on regular basis (2 -
3 years) comparable to the EDP kit could be a possi-

ble alternative.

7 LOCAL COT ACTO :1 A I D
"FU ! DIS"
The term 'Ölocal contractor" may have different meanings. According to one
study ofcontractor capabilities, commissioned by PIU, some insist that local
means Kenyan as opposed to foreign. Others mean Kenyan African.
According to the District Focus Policy, however, the term "local" clearly
means district based (Yambo, 1990, page 92).

By "local" contractor we will refer to 11 Him that is based in the same dis -

trict as the RHF in question. A large film having a small office in the district
is not "local".

A undi is normally not a contractor. A undi is mostlyjust one man wit-
hout a registered Brm. He is local. Not onlyis he from the district. Mostlyhe
comes from the same community as the RHF subject to work. A undz may
temporarily employ a couple of helping hands.

7.1 Promotion of local contractors
One of the objectives of the project is to enhance local contractors by using
them instead of f1rms from distant towns (Plan of Operation, 1987).

Hopefully, they will thereby develop, offering better building capacity when
needs arise in the future. Also. it may boost the local economy in general and
thus promote rural development.

It is not stated. however. in the project documents to what extent the pro-

ject may sacrif1ce time, quality or resources to engage local contractors.
Further. it is not stated how established government procedures for tende-

ring should be applied to allow preferential treatment of locals.
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7.1.1 The building sector

The formar construction industryhas about 2,300 contracting firms and over

65,000 employees (Statistical Abstract, 1989, p. 230). The annual turnover of
these firms was in 1988 about 3.3 % of the nation's monetary COP. In addi-

tion, it is estimated that in the non- monetary economy building activities
amount to almost half that amount (op. cit.).

Fundis are often found in this part of the economy. We can estimate that
umiis, loca.l day-workers etc. in the building trade may be as many as

30
- 4.0,000. This implies that an average district may have almost one thou

sand men available outside firms in the formar sector. We can conclude that
local resources are abundant in numbers. However, quality and organization
is another thing.

7.1.2 Registered contractors

Contractors are listed and classified by the Ministry of Public Works in
Nairobi. They are classified in categories according to what size project they

may take on. The table below shows a summary of the list. The limits were
established in 1985. Due to rapid inflation the limits are successivelylowered,

in real terms. Proposed new limits are also shown.

For small local
Table 7-1
Classification of contractors according
to project size.
In millions of Kshs.
(Source: Ministry of Public Works, direct communication)
Catéegory Limit Proposed limit No. of films

A
B

C

D

E

Total

30 mill.

20 - 30

lo - 20

5 - JO

2.5 - 5

L5 2.5

0.75 - I.5

< 0.75

80 mill.

60 80

40 - 60

20 - 40

l0 - 20

4 10

I 4

< I

I55

60

I05

I90

275

395

515

570

2,265

contractors the

requirement to be
listed may ham

per entrance to

the formar market
for building con

tracts.

The classifica

tion is supposed
to be based on

some kind ofjud
gement of the

firm's technical
and managerial

capabilities and financial soundness. Experience shows, however, that a

MOPW classification is far from a quality guarantee. PLO has been forced to

terminate several contracts with classified companies.
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7.2 PIU use of contractors, fundis and labour contracts
By 199I a total of 102 contracts covering 146 sites were finalised or tendered.
The total sum of the contracts was Kshs 93 million. The lion's share of the

contracts has gone to large or middle- sized firms (categories A-E). The PLO

contracts have not seldom run over a million Kshs, thus ruling out category
H and often even category G. The PLO sometimes lumps several KHF works
into one contract, which doubles or triples the contract sum, automatically
excluding small contractors. The aspired economy-of- scale thus counteracts
the objective of promoting local and small contractors.

However, also for smaller contracts firms of categories A - E are often
chosen. The small firms are obviously often out- competed even for contracts
of 1 -2 million Kshs.

Of the contracts many were awarded firms from Mombasa, Nairobi and
Kisumu, i.e. from provincial capitals. The contracts discussed here are for
complete renovation and additional new construction of RHFS, i.e. "rehabili-

tat10n".

Moreover, no loss than at least 20 contracts have been terminated due to

poor workmanship or almost no work at all. Also many large and middle -

sized films were terminated.

The high number of terminated contracts may possibly indicate that pro-

jects are too large. Another explanation, according to the building inspec-

tors, is a general jack of construction management skiljs. Some contractors
may not have foreseen that MOH, through its building inspectors, actually
should enforce all contract stipulations and demands for quality.

7.2.1 Some experiences

In many cases small local contractors have been tried without success. In
South Nyanza for instance, there are five small contractors. A11 were tried by
PLO. A11 failed to fulfil their contracts and the contracts were terminated.

There is a general experience by PIU building inspectors that larger films
(based mostly in district capitals) are required to get larger undertakings
done rapidly and well. However, not seldom a large film may send not very
good people to a remote work site. A undi sends the best he has - i.e. him -

self

7.2.2 Labour contracts

Local undis and small contractors can seldom take on total responsibilityfor
a project. Lack of transport is one reason, lack of capital is another and lack
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of management skilt is a third. Instead, PLO has in some cases tried the so -

called "labour contracts", i.e. the contractor (who may then be a undi) for-

nishes labour (often himself and a few hands). MOH, through its building
inspector, purchases the building materials and delivers them on site.

Experiences of labour contracts are positive. However, such contracts
require considerably more supervision and administration on MOH'S and
MOPWS part.

Finally, in many cases, undis are engaged for repair jobs etc. This may be
done without a formar contract. A PHd has the authority to order this below
I0,000 Kshs in each case.

7.3 Tendering procedures and procurement
As soon as a project is expected to exceed Kshs I0,000 a tendering procedure
is required. Tender documents, including a bill of quantitics, are set up.

uotations from several contractors are required. The subsequent formar
and slow decision process follows. (See Diagram 7- 1 for illustration.)

Before tendering, interested firms apply for pre-qualilication. Screening of
unsuitable f1rms should be made at this stage. Accepted firms submit ten-

ders, which are scrutinized by a Technical Evaluation Committee (TEC). It is

a PLO experience that a Ministry of Health Building Inspector should be on
that committee.

The Committee submits its judgement to the Tender Board, which nor-

marty takes the lowest bid, unless strong reasons indicate otherwise. The
Building Inspector should sit also on the District Tender Board, according
to some officials in MOH and PIU.

7.3.1. Slow acceptance

A "letter of acceptance" is issued by the Medical Officer of Health.
However, if the contract exceeds one million Kshs, the Permanent Secretary
of MOH, upon recommendation from the Permanent Secretary MoPw, has to
issue the letter.

The whole procedure takes time. It is an experience from almost all PIU

projects - and certainly from all districts - that the letter of acceptance

involves unnecessary delays. Especially the detour to Nairobi causes distur-

bing delays. The interplay between the two Ministries is not smooth. The
Team has found no valid reasons why the letter of acceptance should be sub-

ject to a Nairobi decision (two decisions in fact).

Although the routine involving the Permanent Secretaries at MOH and
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Survey of all RHFS in the district
PIU Building inspectors

DMHT select RHFS to be
rehabilitated

Work sheets and cost estimate
PIU Building Inspector

Approval of work sheet by
Steering Committee

Bill of Quantity
Q.S. MOPW & PIU Building inspector Technical Evaluation Committee

Pre-qualification of contractor by
TEC

TEC meeting and TEC
recommendation

District Tender Board
Below Above
Kshs I mill Kshs I mill

Project Steering Committee for
approval

Project Steering Committee for
approval

Ministry of Public Works

Letter of Acceptance - MOH

Letter of Acceptance
Permanent Sectretary, MOH

Back to district

Fig 7- 1 Tendering procedure for rehabilitation contracts
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MOPW was meant to check expenditure and ensure that all the tendering
procedures have been adhered to, there is a need to review the whole proce-

dure to avoid excessive red tape.

7.3.2 Procurement for maintenance

For maintenance purposes there is often a need to procure some materials
and maybe a few days or weeks' work. This may be ordered by the PHd, nor-

mally upon suggestion from the PHT.

Materials for less than Kshs 2,000 and labour for less than 1,ooo (i.e. about
8 -I0 days of work) can be paid by the PHd in cash. However, larger sums
have to be settled with a local purchase order (LPO). This means that a

undi after a two -week assignment has to travel to the district capital to get
his cash. This may take him a day or more, since he has no car. These money
limits are considered too low. They have not been adjusted for inflation since
long.

7.4 Conclusions: Advantages and constraints
Large contracts and established, mostlylarge, contractors from district capi-

tals paired with professional administration from MOH is the most certain
way to rapid renovation and new construction of RHFS with good workmans -

hip. However, this does not enhance local capacities. Nor does it involve the
PHT, which is a disadvantage.

Employing local firms and undis is part of a strategy to develop building
capacity in rural areas. Locals are expected to be needed for maintenance
work in the future.

Using small local contractors for major works at RHFS has largelyfailed.
Labour contracts is a way to use undis and local, small contractors and still

achieve aspired results. However, intense supervision is necessary To use

PHTS for this supervision is an untried possibility worth testing.
For limited assignments and for repair and normal maintenance tasks local

contractors and undis can be employed by 1> H0, using PHT for supervision
and for direct co -operation on site.

PLO personnel has pointed at the possibility of training local films in
construction management, to enhance their potential as contractors. This,
however, would be beyond the tasks of PIU and might be taken up by the
Ministry of Public Works.

A revision of government procedures may do away with some unnecessary
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obstacles to efficient procurement. This would lower total cost for contrac-

tors as well as for the government administration itsele
Finally, local contractors cannot be given preeerential treatment in tende-

ring with present procedures. However, local films and undzs can be used

and developed for tasks of more limited nature. The design of projects and
tasks is the key to using local resources.

8 7 Al C I G

8. 1 Achievements
The Plan of Operation envisaged that planning and preparation of the trai -

ning activities would be Hnished at the end ofyear 2, and that the courses
would be run during year 3. In practice most of these activities have been
done in years 3 and 4. It appears that project management did not give prio-

rity to training activities in the first two years.

A Training Framework prepared by the Training Officer and a consultant
was completed in June 1989. It identified and outlined the training and
information needs for all categories of stafe but only went into details con-

cerning the Public Health Officers. It proposed special training courses for
PHos and PHTS, seminars for staff in charge of RI-1FS, and information to
DHMTS and all other relevant staff These categories appear to be the correct
ones, and the Evaluation Team has not identified others except the informa-

tion needs for creation ofcommunity participation.
The project has hold two training courses for PHOS, in all 38 stafe and 8

training courses for 163 PHTS. The project is wisely training more officers
than the exact number of positions required in order to take account of
transfers, retirements, etc. The project also decided to train District Health
Education Officers (nHEo) to "sensitize" MOH district staff and the public
about maintenance, although this was not proposed in the Training
Framework. Only 5 out of 12 DHBOS attended the training. They appear to
have too many other duties to have time for this activity, and the project has
now ceased training this category of staff Seminars have been hold with
DHMTS, but no formalized information work has yet been carried out with
the Off1cers in charge of RHrS and the communities. The last two categories
are a major omission, considering that the project has been in operation for
over four years.
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= .2 Discussion and conclusions

8.2.1 PHD Training

As proposed in the Training Framework, a local consultant was engaged in
late 1989 to carry out a training needs assessment ofthe PHos and a training
capacity analysis ofavailable expertise in existing institutions. Subsequently, a

20 week course was hold during February- july 1990. The course included

much time spent on working out procedures and formats required to imple-

ment maintenance on a district basis, and therefore was ofa longer duration
that would be required fbi pure training purposes. The course included a

competency analysis and had clear outputs of the skiljs that the participants

should have acquired through the training. The second course was reduced to
a length of I2 weeks, which is a commendable reduction. The Evaluation

Team is of the opinion that the course should be shortened as much as possi -

ble through continuous analysis of the relevance of each session.

8.2.2 PHT Training

This activity did not have the same amount of preparation as the PHd trai -

ning. A training needs assessment is not available, and a training capacity

analysis was not comprehensive enough to avoid conducting one course at an
inadequate institution (Nairobi Industrial Vocational Training Centre). The
two first courses were found not to be sufficient, partly because of jack of

tools, and the participants had to take another course later. Subsequently 8

proper courses were held. The curriculum has thus developed through expe -

nence.

The present curriculum, with its heavy emphasis on practical repairs,

appears to be very relevant. Two weeks, however, is too short a time to do all

the practical work as well as give sufficient information about administration
and responsibilities. As the project suggests, it should be extended to about 3

weeks. Use of all the tools in the tool kits issued to the participants needs to

be explained more fully, as the Evaluation Team found that some PHTS did

not know what some of the tools were for.

8.2.3 Selection

The selection of the officers to become PHO(M)S and PHTS and be the recipi-

ents of training has been somewhat haphazard, although the quality of these

staff is on the whole good. It is recommended that the project give more

detailed criteria for qualifications and attitudes required so as to ensure that
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the officers selected are both competent and interested. The Project
Coordinator could be involved in the selection process of the PHO(M)S, and

the PHO(M)S should be involved in the selection process of the PHTS.

8.2.4 Effects

The effects of training are difficult to measure. The project itself has car-
ried out an evaluation in September I991 which is generally very positive.
The observations of the Evaluation Team are also positive in that the
majority ofPHo(M)s and PHTS visited seemed to be effective and interested
in their work, although there are some notable exceptions. Perhaps the
greatest achievement of the project and its training activities is that it has
successfully started a process of attitude changing about maintenance
which is taking place at MOH headquarters, at the district level in the
DHMTS, and at the facility level. Attitudes, however, are not easy to change,
and a long term effort will still be needed to make a permanent change.
This can be done through follow- up training and close supervision and
support.

: .3 ecommendations
The evaluation report on training makes many recommendations about
1mprovements in training, most of which seem sensible. The Evaluation
Team, however, would warn against much increase in the length of training,
especially training that takes officers away from their place of work. While
there may be £1 need to give supplementary training to the staff already trai -

ned, this should be kept as short as possible so as not to take training resour-
ces away from the new districts in the next project phase. lt would be best
that all supplementary training is Iinished before the start of the next phase.
Constant supervision and support, rather than more training, may be the
most effective way of increasing efficiency.

The Evaluation Team agrees with the training evaluation report that there
is a need for training in administrative proceclures for PHO(M)S and PHTS,

and that the officers in charge of facilities should have training or informa-

tion about their rule in maintenance activities. Before the next phase a stra-

tegy and procedures should be worked out for community participation in
ma1ntenance.

8.3. 1 Capacity

PHO(M)S have alreadv been trained in 16 districts. In most cases 2 officers
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have been trained in a district. but in three cases only one has been trained. It
should be possible to train at least 2 PHO(M)S in the each of the remaining 24

districts of Kenya within the first two years of the next phase (if it is decided

to cover the whole country) as well as give follow- up training and support to

those already trained.
A report by the Training Officer in March 1991 on PHT training estimates

that the Kisumu Industrial Training Centre and the Mombasa Industrial

Training Centre (which have successfully carried out PHT training) should

be able to cater for 15 three week courses per year, making a total of300 PHTS

trained per year. The costs in 1991 prices would be about Kshs 12,000 per

trainee, including the cost of the tool kits. PHTS have been trained only in

the 4. pilot districts. Given an average need of 50 trained PHTS per district

(taking account of drop - outs, transfers, etc) it would mean that the pro -

gramme could expand with 6 districts per year, or 30 districts over a five year

period.

9 VIEWS F :1VI LOCAL
CO Vi Vi U I lTlES A I D STAFF

9.1 Views of : : F staff on "rehabilitation" and
maintenance
In a previous report on attitudes of health staff towards maintenance of RHF

(Musyold, PLo-office, 1990) it was found that awareness about maintenance

as part of RHF staff duties was generally lacking. Most of the health staff in

charge saw no role for themselves in the actual repair at the facility.
It was also noted that there had been a considerable inaction and/ or exten-

sive delay for many years on repair ofreplacement requests partly due to the

inter-ministerial responsibilities for maintenance works.
One of the recommendations from the above mentioned report is that the

role of the community can play in the maintenance and overall operations of

the RI-1FS should be explored. lt should also be a clear division of responsibi-

lities of different staff towards maintenance of buildings and equipment as

part of their routine activities.
The Team found that there seems to have been a change of RHF staff atti -

tudcs and awareness towards the need for regular maintenance. Such chan-

ges were noted among staff which had participated in sensitization seminars
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on maintenance arranged by PIU. Staff in charge were also aware of PHT(M)
responsibilities towards maintenance of the facility. There was also an awa-
reness of their own responsibility towards maintenance of medical and non -

medical equipment.

In facilities not under maintenance or "rehabilitation" there was a low level
of understanding of staff as to the their responsibility to maintain their own
facilities. However some responsible staff members might have taken initia-
tives of their own to secure maintenance with community support, for exam-
pie for minor repairs or even simple new constructions like a waiting hur
close to the dispensary. (KHF staff views on maintenance of medical and
non -medical equipment is filrther discussed in sections 6.1. and 6.2.)

It was also noted that management capability of RHr staff varies no matter
training, experience and support given. Staff motivation is ofutmost impor-
tance for successful management on all Ievels.

9.1.2 Conclusions

There is a need of increased support and supervision from the district level
(DHMT) especially on management aspects of RHr. Seminars and training
courses fbi staff in responsible positions on management aspects of RHF
could be arranged at district level as one way of improving management.
Such seminars could be supported and f1nanced by PLO in a future mainte -

nance programme. However most crucial for successful management of RHF

is an adequate selection and promotion of RHr staff in responsible positions.
Incentives to support such staff as staff houses, house allowances and hards-
hip allowances are discussed in section 10.1. as several ways of promoting
managerial interest and skiljs. In this aspect DHMT members must take a

more active and reading role.

9.2. lnvolvement of the local community

9. 2 . 1 . Harambee

Since Independence the Kenyan expression Harrmzbee has been used as a

symbol for working together. Harumläee activities have been characterised by
people coming together on voluntary basis and working towards a goal for-
mulated by the community. Hammbee projects have been very common
throughout Kenya especially within the social sector.

It was noted by the Team that many kHFs had been initiated as Harambee
projects by the local communities. In all cases this work was done according

54 SIDA EVÅLUATION REPORT I992/4



MAINTAINING HEALTH

to government plans and regulations with permission from nDc. Funds had
been raised by the community and facilities had been erected utilising local
labour as work force. Before the dispensaries were finished Haraméee pro-

jects in many cases ran out of funds. The initiative and interest for continued

support of the project within the community tended to decline.
Similar unfinished Harambee projects have been finalised through the PIU

maintenance programme, in some cases with support and co-operation from

the local community. In one case it took 23 years for the community to fina-

lize the dispensary. However, other communities have managed to construct
a dispensarywithin 2-3 years only with minor, final support from the PIU.

9.2.2 Focus group interviews

During this evaluation focus group interviews have been utilized to study

common knowledge, attitudes and practices within the local communities in
relation to awareness and attitudes to health, health facilities and in particu-

tar maintenance aspects of these facilities. For this purpose interviews were

hold with Village Committees, Village Dispensary Committees, attending
patients especially mothers with children, Traditional Birth Attendants

(TBA) and Community Health Workers (cHw). (Protocols for these intervi-

ews are enclosed in Appendix 5.)

9.2.3 Community awareness

In a recent evaluation report on training of PHos and PHTS (Fox, Andersen,

PIU I99I) a growing awareness of PHd regarding the importance of public
involvement is noted.

Many facilities, especially dispensaries, were started on Harambce basis,

which inclicates that there is a tradition of public interest to be drawn on.

As for the PHTS, they seem to have a rather limited view of community

participation. They see it as a matter of persuading the people to contribute

by cutting grass or by making bnancial contributions. However, a main

conclusion of this evaluation report on training is that effectiveness of a

maintenance project can only be achieved when all key actors within the sys -

tem are involved and cornmitted.

The Team found that the local communities had a high awareness of

their own health problems, the most prevalent diseases within their area

and how to overcome these problems. Communities expressed the vital

importance of daily accessibility to basic medical treatment where the

availability of drogs was considered the overall most important factor. The
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importance of immunisation of children was high as well as the need for
family planning.

Communities often expressed interest and concern for an extension of
their dispensary with a maternity wing and almost all communities wanted
"their" facility to be upgraded to a Health Centre or Hospital. At the same
time the utilization rate for deliveries at Hc level is quite low (average 14 deli -
veries per month per Hc) conhrming that an overwhelming majority of
women deliver at home alone or assisted by Traditional Birth Attendants
(TEA).

9.2.4 Traditional Birth Attendants (T BA)

lnterviews with TBAS revealed a strong wish to improve their own skiljs in
order to secure safe home deliveries. This was found to be implemented
through on-going programmes of training and support of TEA from Field
Health Educators. In the interviews TBA declared that they were in great
need of equipment such as gloves, soap, scissors to cut the cord with and
tower to help assist clean and safe deliveries. At the same time they also
asked for transport to nearest hospital in case delivery difiiculties should
occur at village level.

9.2.5 Community participation in maintenance of RHF

Communities expressed deep concern and interest in supporting their own
facility, in particular people around dispensaries. This willingness was
expressed explicitly in interviews with communities around health centres.

Communities suggested that contribution could be raised in the form of
funds for particular projects, as work labour for fence- making or cleaning of
compound. However communities that had almost completed a facility on
Haraméee basis were not eagerly discussing fond raising as alternative for their

continued support. Theydeclared that they were poor and did not have money
to contribute. One community on the other hand had volunteered to collect

drogs from the district capital when the dispensary was out ofdrog supply
Some programme officers (PHD) within the PIU as well as members of

DHMr, visited by the team, also expressed great interest in the importance of
increased community contribution in a future maintenance programme.

9.2.6 Conclusions

Local communities are sincerely interested and also sometimes committed
in contribution with labour and perhaps even fond raising to support the
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maintenance and progress of their village health facilities. This concern is

shared with programme officers within the PLO and DHMT members.

9.3 ecommendations

It may be reasonable never to embark on a major repair or a maintenance

programme of RHrs without a signed agreement with the representatives of

the community as to their contribution to the project in form of e.g. funds,

labour, fencing, cleaning, supply of staff house or drog collection.
As for the recurrent maintenance of the RHFS, there could also be £1 mutual

agreement stipulating the yearly contribution of funds and labour from the
community to ensure support of maintenance. Such community support will
increase the pressure on local staff and MOH to fulfil their part of mainte -

nance. Contribution of funds could also be used to build up a major repair
fimd for to be utilised at a later stage for major repairs or new investments.

The appreciation of the communities contribution of identifying needs

and give ideas as well as fund - raising should not be underestimated. These

are possible challenges that may once again read the community to a sense of
"ownership" of the £acilities (Fox, Andersen, op cit). This sense of "owners -

hip" should be supported by RHF staff, PIU field officers and MOH officers to

ensure a true community participation on kHF levels.

jO COSTS

We will primarily present costs as current costs based on PLO accounts. As far

as we can judge the PIU accounting system is accurate and allows analyses of
costs with regard to contracts, districts, renovation versus new construction,

types of costs etc.

When needed, we will give the corresponding Iigures in 1991 value. For

conversions we will assume a yearly cost increase of 12 % from I987/88 to

1989/ 90 and Is % for the past Hscal year. This is roughly according to official
inliation rates (BIO, 1991). For fiscal year 1991/ 92 we will, based on new data,

assume an inflation rate of 22 % (The Nation, Oct 3, 1991, p.1). The PIU

claim of a 2.5 % monthly price increase across the board (PIU, July 1991)

seems to be an overestimate. However, the official figures may be on the low

side.

The total stock of Government of Kenya RHFS is about 1,200 facilities.

The PIU has estimated their replacement value, if newly erected today, to
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over 3,000 million Kshs. This equals over 2.5 million Kshs per RHF. Thus,
the kHFs in the four pilot districts may represent a "new" value ofover 300
million Kshs. We will come back to these figures later on in this chapter.

10.1 How much did the various activities cost?
Table ro -

i shows money spent in the project according to project documents.
Numbers are rounded off and the division between new investments and

renovation is based on percentage f1gures from the progress reports.
It should be noted that costs tbr MOH staff at district level (e.g. building

inspectors) and time spent by PHOS and PHTS are not included. Thus, the true
costs of the total maintenance and construction effort is in reality higher.

It should also be noted that *ÖPIU running costs" do not cover all central
costs. Costs for office personnel, office expenses, thel etc. are included, costs
for expatriate experts are not.

It is worth noting that one third of the total cost is for new construction
(oflatrines, tanks, staffhouses etc.), which is not maintenance.

The second largest item is renovation ofexisting RHFS, accounting for over
one fourth the total.

Ifwe add up the items, which are aimed at crcating a maintenance system
in the iield (workshops + training + vehicles + coK funds) we get 21.4 million
Kshs, which is 24 % of the total. If we also add all of P1u's running costs we
get 31 million Kshs or 35 % of the total. This is, however, on the high side,
since not all vehicles and PIU administration were for the maintenance pro-

Tble 10-1
Totl cest of the m i é ce project
1987I8 - 1990/91-
Mill. of current Kshs
Sources: "joint SwedishlDanish review".", Oct 1990, and PIU Progress Reports I I and Is

I 987188-89I90 I 990/9 I Sum
New lnvestments (55%)

Renovations (45%)

Maintenance Workshops

Minor Repair Funds

Equipment & fumiture RHF

Training, studies, roots

Vehicles & PIU equipmem

PIU running costs

GOK Maintenance funds

18.4

15.0

(inc!. above)

0.3

2.9

7.3

6.2

2.6

I I.3

9.2

2.8

0.05

2.8

2.8

0.5

3.5

2.5

29.7

24.2

2.8

0.05

3.1

5.7

7.8

9.7

5.1

Total 52.6 35.4 88.0

58 SIDA EVÅLUÅTlON REPORT I992/4



MAINTMNING HEALTH

gram. Thus, we can conclude that ofthe total project costs !ess t/Han one tbzrd

has been spent on creating a running maintenance system, which actually

was the main objective.
Renovation and new construction have overshadowed the creation of a

maintenance system because the PIU management in earlier years ofthe pro -

ject deliberately focused on "rehabilitation". Lately, the emphasis has shifted

toward maintenance.

I46 RHFS (out ofwhich 114 dispensaries) have been subject to renovation
and new construction or are contracted. The total contract sum (in current

prices) is about 93 million Kshs or about 637,000 Kshs per RHF. In 1991 the

average cost figure is about 7-800,000 Kshs per RHF.

10.1.1 Cest of various items

We will here give rough (rule -of- thumb) flgures for the cost ofvarious items.

The F1gures are averages or typical costs at the 1991 price level. However,

variations are considerable.

New construction of a staff house of50 sq.m may cest about 330,000 Kshs

or 6,600 Kshs/sq.m.
Renovation of an existing building at a RHF may cost 1,000 - 1,400

Kshs/sq.m. For a dispensary of 100 -120 sq.m a renovation thus may cost

100,000 - I60,000 Kshs. Renovation of a Health Centre 0f300 - 6oo sq.m

may cost between 0.3 and 0.6 million Kshs.

A new water tank + base may cest 30,000- 40,000 Kshs.

A new vip- latrine may cost 20,000- 30,000 Kshs.

Training of a PHT for two weeks costs 5,000 Kshs/ person excluding over-

head. The newly trained PHT is equipped with a set of two tool boxes for

6,ooo Kshs. Including overhead, planning and a couple of follow-up visits

on site a trained and equipped PHT may cest at least 15,000 Kshs.

10.1.2 Costs for health centres versus dispensaries

The cest of renovating a dispensary and adding new constructions according

to the level ofambition used so far may look like this:
Renovation of I20 sq.m, main building
Two pit latrines
Water tank and roof catchment

Other, e.g. soak pits etc

New staff house

Total for a dispensary, Kshs
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The cost for renovation of a health centre is more than twice as high as for
a clispensary (in average about 2.4 times). Also projects including new con-

structions show roughly the same ratio. The difference is largely explained
by the difference in Hoor- space and number of pit latrines, tanks, and new
staff houses.

10.1.3 Staff houses

Total investments in new constructions have been around 30 million Kshs so
far (29.7 million in the Table 10-1). The large part, almost two thirds, was
spent on new staff houses.

The remaining over Id million Kshs was spent primarily on water tanks
and wells (almost 6 million Kshs), new pit latrines (around 4 million Kshs).

A conclusion may be that by confining new investments to the creation of
acceptable water and sanitation installation the new investments in RHFS can
be cut down by about two thirds.

10.2 £3 aintenance funds
Some 40 KHrs have received 2,000 each as a Minor Repair Funcl. The offi-
cer- in -charge had the authority to use the money upon request from the
PHT. This was a test by PIU. People in the field meant this was incleed
worthwhile, since it considerably increased the possibility for the PHT to fix
minor things with little delay.

Similarly, COK has allocated maintenance funds to over I,ooo kHFs not
subject to renovation. The average fond was around 2,000 Kshs/year per
RHF.

About half of the minor repair funds were not utilised properly. Therefore,
the authority to make payments should be with the PHd in charge ofmainte-
nance.

Suppose that as little as 0.5 % of the cost of new construction is set off
yearly for a maintenance fond. For an average KHF that might mean some
12,000 Kshs per year. lt is our opinion that such a sum would sufhce for run-
ning maintenance, ifwe then assume that much of the work is done by the
PHT and subordinate staff outside this fond.

Iz,000 per kHF would mean some 14 million Kshs per year to provide all
government RHFS in the country with a fond that is probably adequate for
outlays in connection with maintenance.

We conclude from this evaluation that a minor fond for purchase of mate -
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rials or a few days assistance by a undi is required for the maintenance sys

tem to be effective. However, the authority to order the actual payment

should rest with the PHd and not be delegated to the RHF.

10.3 Does maintenance pay?
We will make a rough calculation to illustrate the economics of maintenance

versus dilapidation and subsequent new construction.
A RHF totally lacking maintenance may be run down in a decade or two.

Let us assume that without maintenance :1 kHF may be used for 20 years.

After that it willbe abandoned and a new one erected for a cost (in 1991 price

level) of 1.6 million Kshs.

Let us further assume that good maintenance (including materials pur
chased, assistance by undis, time spent by PHTS etc) costs annually 2 % of

the cost of new construction. If an average RHF today costs 2.5 million to

build. the annual total maintenance cost would be 50,000 Kshs (in 1991

price level). This RHF will be usable, we assume, at least 40 years.

We can compare the two scenarios by calculating the total cost discounted

to present value of each. Let us calculate in real terms using a real discount

rate of 5 %. (This way of calculating means that we do not have to make any

assumption of inflation rates):

Table 10-2
Total cost for two alternatlves
- A simple lnvestment analysis

No Good
maintenance maintenance

New RHF year I 2,500,000 2,500,000

Present value of
20 years of mtce * 600.000 'no maintenance

Present value of
new RHF year 20 985.000

>0=* '"no new RHF

Total cest, Kshs
(discounted to

~ ~...;l :

::

~ :
~ ~present value) *  3,485,000 3; I00,000

In the calculations above we have on purpose made assumptions that are

rather unfavourable for maintenance. Still the scenario with maintenance

comes out significantly more economical. Experience shows that a well
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maintained building lasts more than 40 years, which improves the figures
further.

Experience also shows that even without a maintenance scheme some
costs for acute repairs will occur. Otherwise the RHF will not even last 20
years, but rather maybe only I0 -

15 years. Therefore the non - maintenance
scheme will in real life cost more than the simplilied comparison above
shows.

Thus, it is safe to conclude that maintenance of a building is considerably
more economical than deterioration + new construction. A maintenance
scheme is a good investment indeed.

in addition to the "hard data" we have used for our comparison, we can ask
ourselves what kind of health care is to be delivered in a non - maintained
building after 15 years?

10.4 Vi aintenance and the health care budget
Suppose that all about 1,200 government RHFS would be subject to an ambi-

tious maintenance scheme requiring annually 2% of the cost of new con -

struction (this would include cost of time spent by PHTS etc). The annual
cost for all Kenya kHFs would then be about bo million Kshs. This is to be
compared to the MOH budget of over I,600 million approved by Parliament
on October 3, I99I. Thus, a minor addition to the yearly MOH budget would
secure good quality rural health facilities in the long run.

The scenario with no maintenance will after a decade or two read to
insurmountable costs for new constructions.

10.4 Conclusion about costs
How much does good running maintenance cost annually? That we do not
yet know. We have indications that a couple of thousand Kshs per year for a

dispensary for minor outlays may read to much actual maintenance perfor-
med.

We have seen several RH1=S loss than Jo years old but already seriously run
down. With successive small scale maintenance work this deterioration of
the facility would have been avoided. A renovation for several hundred thou-

sand Kshs would then not have been needed.
Running maintenance is inexpensive. lt depends verylittle on funds, but it

depends much on competence, motivation and management. Running
maintenance is very good business - beside positive effects for health care
and the positive response from staff and patients.

62 SIDA EVALUÅTION REPORT 1992/4



MAKNTAINING HEALTH

11 DISCUSSIO
11.1 The outcome in relation to obiectives
The mission's main conclusion is that it is evidently possible to create a

functioning maintenance system for RHFS with the organisation and the

resources utilised in the pilot phase. It seems possible with even less resour-

ces, as has been shown in the non-pilot districts.

Observations so far strongly indicate that the choice of PHO(M)S and 1> HTS

to carry the responsibility for maintenance was wise. The Building

Inspectors have played an important rule in implementation and quality

control.
It is, however, too early to draw any conclusions about the sustainability of

a maintenance system since it has been in operation only in a few districts for

maximum one year.

Although the original idea was the creation of a system for running

maintenance, several other objectives were included, which may have redu
-

ced the value of the pilot phase as guidance for alternative strategies. Of the

total costs of the project less than one third has been spent on creat1ng a run-

ning mamtenance system.
The arrangement with separate filnds for rehabilitation and maintenance

has worked well. Because of different conditions of ernployment and finan-

cial procedures, it would certainly be administratively simpler if one agency

was the read donor and administered all aspects of donor involvement, inclu -

ding appointment of all tcchnical assistance staff. The other donor's rule

would be exclusively as co - financier.

Despite clelays during the first years the pilot phase seems to be coming

out well compared to the plan ofoperation. The "rehabilitation" programme,

although delayed at the beginning, has later been carried out at great speed,

utilizing the financial resources well. (Instead of the term "rehabilitation" we

suggest that a clistinction is made between new investments, renovation, and

running maintenance. See also section 2.3 above.)

uite a number of activities have been included in the Guide - lines on

Rehabilitation I99I compared to the guide - lines in the Plan of Operation

1987. Some ofthese seem to be too elaborate.

The Team concludes that for a given amount of funds, renovation of

dispensaries is more cost effective than renovation ofhealth centres. For that
reason the priorities, especiallv concerning renovation, between health centres

and dispensaries should be reconsidered. (See discussion in section II.3 below.)
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A rising awareness as to the importance of maintenance and adequate
ma1ntenance procedures of RHFS has been achieved both among RHF staff
and at district level. lt is apparent that in order to have a self- sustained run-

ning maintenance system it is imperative that all levels ofsociety is involved,
especially the community

Training activities should have started at the beginning of the project and
not in the third year. However, most of the training that has been carried out
appears to have been relevant and effective. The nHMTS and the officers in
charge of RHFS need more information on the maintenance programme and
their responsibilities. The selection of 1> HTS for training in mamtenance
seems to have been done with, little regard for talents and interest.

Using small contractors for major works at RHFS has largely failed. Large
contracts and established, mostly large, contractors from district capitals
paired with professional administration from MOH and MOPW is the most
certam way to rapid renovation and new construction of RHFS with good
workmanship. However, this does not enhance local capacities. Nor does it
involve the PHT, which is a disadvantage. The design ofprojects and tasks is
the key to usinglocal resources.

11.2 The necessity of "rehabilitation"and new investments
At the start of the project it was assumed that renovation of the buildings at
a health facility must be carried out before the maintenance activities could
start. For instance, the Plan of Operation talks about bringing buildings up
to a "maintainable standard".

Not directly related to the maintenance system, but to the possibilities of
recruiting staff or the working conditions for the staff and thereby to an ope -

rational facility, was the new construction of staff houses. The construction
of improved water supply and sanitation was considered strongly related to
having a well functioning health centre or dispensary The addition of extra
rooms, specifically for MCH/FP activities was also seen as a way of strengthe -
ning the functions of a facility.

One must, of course, ask if all these very costly undertakings are at all
necessaryfor creating a maintenance system. We have to some extent already
given comments on that in different sections of the report, but perhaps a
more comprehensive answer is needed.

Our simple conclusion is that the answer is "no neither renovation, nor
new constructions are absolutely necessary to start running maintenance in a
RHF (or any other building for that matter).
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It goes without saying that a house in good condition is easier and per-

haps less expensive to maintain than a house that is run down, but, regard -

less of its present state, any building which is used is possible to maintain,
and if it is needed in the future it is most probably worth maintaining. We
would like to go so far as saying that there is virtually no alternative; wear
and tear occur continuously, and since not all RHFS can be renovated or

rehabilitated" at once and at the same time, maintenance must start imme -

diately.

Experiences from the non-pilot districts prove that it is quite possible to
have a running maintenance system without great costs. The results are

encouraging from what the Team observed in Murang'a and learned from
other sources. Economic arguments can be found in chapter 10 mainte -

nance costs are much better investments than new constructions.

Another question is how a health facility should be def1ned in practical
terms. Since access to clean water and good sanitation are corner- stones in

the policy ofpreventative health care it is only logical that some facilities are

improved in these aspects. Additions for MCH/FP activities to previously too

small dispensaries may be motivated by similar arguments. However, these
additions or improvements are not directly related to maintenance and

should not be seen as a prerequisite for this.
Even less valid are improvements in the form of staff houses. Here the

project clearly diverted (although apparently with the consent of the

Steering Committee) from the Plan of Operation, which required that a

need must 'Öproved". We found very few cases where it seemed to be absolu-

tely necessary to build new staff houses in order to recruit or keep staff at a

facility The way the construction of staff houses was decided, with more or

loss a quota for each pilot district instead of assessing the need for each case

individually, is far from recommendable. lt is even counter-productive to the
creation of a of maintenance system since it both takes resources away from

the absolutely necessary upkeep and creates more buildings that must be

taken care of

11.3 What facilities should have the attention?

11.3.1 A tentative assessment of services in relation to costs

A tentative assessment of the quality of health care service provided by
health centres and dispcnsaries visited was undertaken by the Team. lt
must be stressed that the following discussion is based on a limited and
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not randomly selected number of health facilities, but the problem is
important and should be discussed further.

lt was noted that performance ofboth curativc and preventivc health ser-

vice were in many aspects almost on the same level at health centres and
dispensaries. This is important information considering the priority ofallo -

cations offunds within the PIU rehabilitation programme, but also in view of

Table 11-1
elin f ciliiies i Key

(Source: MOH NHIS statistics I989)
Facili GOK NGO Total
Hospitals 70

Öentres 266

57

77

I27
343

Buralilj-lealth Demonstration Centres 23 23
Rural Health Training Centres 5 5
Sub-Health Centres 42 2 44
Dispensaries 808 443 I25 I

GOK and MOH priorities and support to these facilities in the near future.
The present PLO rehabilitation programme has given prioriry to only GOK

rural health facilities. The average total cost per dispensary and health centre
in the four pilot districts since the start of the programme is presented in
Table 11 -2.

The average cost of"rehabilitation" and maintenance per dispensary is in
1991 price level around 0.6 million Kshs as compared to 1.3 million Kshs per
health centre.

Apart from these observations the Team found that daily OPD and MCH

attendance at health centres did not differ much from the attendance tate of
dispensaries. Health centres had on average 15 -20 staff compared to 3-4 staff
at dispensaries. The patient/staff ratio at health centres is therefore low
compared to the dispensaries.

The health centres visited seemed to deliver a slightly higher quality of
curative services as compared to the dispensaries (see Appendix 4). lt was
also found that, the quality of preventive services provided at health centre

level is higher compared to dispensaries. This could be expected and perhaps
explained by the provision of more trained staff for health education and
outreach purposes available on health centre level.

According to the present Kenyan health care policy, a health centre should
be responsible for promotion and support ofhealth and health service for the
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Table 11 -2 Average total cost per district
and per facility
lin thousand Kshs)
District [ [!Dis ensa Health Centre "

Kilifi 397 41 I

Kwale 494 2,482

South Nyanza 635 I , I l

Kisumu 746 1,279

Average total cost 568 1,333

Avemge cest new
construction only 261 412

surrounding area, covering the nearest 5 -6 dispensaries. Based on observa -

tions by the Team, it was found that the health centre support to dispensa-

ries is often lacking, mainly due to transport difficulties. Dispensaries relv
more on direct support and supervision from the district level and in particu-

tar the DHMT.

According to this policy, dispensaries should have the responsibilitv of
referring patients to health centres tbr thrther and more advanced medical
treatment when necessarv. Health centres should also in their case be

responsible tbr referring severe cases to the district hospital for admission

and especially fbi surgical procedures like cesarean sections. From interviews
with members of the community it seems that the health centre in many

cases is by-passed by patients who either go to ;r dispensarv or dircctly to a

district hospital.
Safe deliveries should be promoted to be undertaken in institutions like

health centres or hospitals. High - risk pregnancies should be detected early

during ante- natal screening and tbrwarded to district hospital for delivery. lt
was found that in fact only a small proportion of women deliver at health

centre level (probably 1 -
5% of all deliveries take place at health centres).

Reliable referrals to district hospital from health centres are not always pos -

sible to undertake because oftransport problems.
Health centres as compared to dispensaries are quite often large com -

plexes, although size may vary. Some centres have installations for piped
running water with Hushing toilets, electricity and telephone. Costs for

maintenance and repair of these installations are a heavy burden on the MOH

economy.
The Team also found that the local communities had difficulties in identi-

fying the health centre as their "own" facility Lack of community participa-
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coK will provide the necessary project staff for PIU and the necessary

number of PHOS and 1> HTS for training.

COK will provide funds for maintenance, in increasing annual amounts to

be specified in the budget and project agreement.
lt should also be noted that the usefulness of the project is closely related

to other inputs which are essential to the provision of health services, in par-

ticular drugs. Large investments in buildings will not be able to prevent a

decline in the quality of health services if essential drogs do not continue to

be made available to rural health facilities regularly and in sufficient quantity.

5 Vi onitoring and Evaluation
The project may need an improved in- house monitoring system where all

relevant information, both quantitative and qualitative, can be made availa
-

ble at a glance. A consultant could design a system. Local consultants can be

hired on a need basis to do small evaluation studies when necessary.

Annual instead of semi- annual reviews is sufficient.

6 Equipment
Provision of medical equipment and furniture should continue as in the pilot

phase no matter what alternative strategies are chosen. Regarding mainte -

nance of medical equipment, the Evaluation Team feels it would be most

practical to create replacement kits of the most fragile equipment (perhaps

costing about Kshs. 5,000 each), instead of creating a complicated transport

and repair system for maintenance.

7 Choice of Facilities Emphasis of ealth Centres or
Dispensaries

The project can continue to cater for all coK rural health facilities, or can

place emphasis on dispensaries as opposed to health centres. The argument

for the latter suggestion is that dispensaries are the most cost effective deli-

very systems for health care. Concentrating on dispensaries would mean that
more facilities would be covered with the same amount of funds. This choice

will affect the scale of the project in terms of how many districts can be cove -

red in a five year period.

8 Three Alternatives for the Future Emphasis on

Vi aintenance or enovationl ew lnvestments
' Alternative A. The project can continue as in the pilot phase with most

7O
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funds being used for renovation/ new construction. The number of staff hou -

ses may stay in the same proportion as at present or be scaled down to be

based on actual need. The project could start renovation/ new construction in
all 9 non- pilot districts which have trained PHO(M)S and have started emer-

gency repair work. The activities in the non- pilot districts could be started

in another 9 adjoining districts. In this proposal the project will remain basi -

cally as it is, but will expand.
' Alternative B. The project can place emphasis on the establishment of
maintenance systems and cease doing renovation/new investments on the
same scale as at present. This proposal would take its starting point in the
activities in the non- pilot districts. lnstead of large- scale and complete

renovation, only basic repairs are done to keep the facilities operating in a

reasonable manner. PHTS as well as PHO(M)S are trained in all districts.

This proposal would mean that more districts could be covered with a

given amount of funds. lt would also mean that the recurrent maintenance

costs of the facilities would be higher than those which have been comple-

tely renovated, and that GOK alone would probably not be able to afford these
costs. There would therefore be a need to combine donor and coK funds for

maintenance, which would give rise to accountability problems and depart
from the principle that maintenance/recurrent expenditure is solely the

responsibility of GOK.

' Alternative C. The project can continue with renovation/ new investments

as in the pilot phase, but not so comprehensively, and give added emphasis

to training and the establishment of maintenance systems. An established

maintenance system would be a pre- condition £or renovation/ new invest-

ments, which would be the opposite priority of the pilot phase.

This would mean that. before renovation/ new investments are started, all

the necessary PHO(M)S and PHTS in a district have been trained and have had

experience of small repairs, that the nHMT and all ofiicers in charge of facili -

ties have been informed and advised. and that all the communities have been

informed, consulted and agreed with regarding their participation in main-

tenance.

This proposal would require greater investments in training, and would
involve the Buildinglnspectors in the establishment of maintenance systems
more than at present. lt would also mean a slow start to renovation/ invest-

ments, as the first vear would be taken up with establishing the maintenance

systems in the non- pilot districts.
This proposal requires a commitment from MOH and the communities
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before large- scale donor funds are utilised. Criteria and indicators would be
established as to when a maintenance system in a district is sufficiently esta-

blished to qualify for renovation/ new investments.
As can be concluded from Part A of this report the Evaluation Team bell-

eves that alternative C is best.

9 Scale and Speed of the Project
The rationale of a pilot phase, if deemed successful, is that it would be repli-

cated over the whole country, and that national coverage should be achieved
as fast as possible. Four districts have been completed. Three others (Busia,
Kagamega, Bungoma) may be covered by Finnida. That leaves 34 rural dis -

tricts for the project to complete, or 37 if Finnida does not complete the
three. lt would be impossible to complete the country in 5 years, but to wait
15 or 2c years is impractical and hardly acceptable. In the long run it would
also be very costly. The Evaluation Team is of the opinion that a maximum
of to years should be used to cover the nation. Planning of the comprehensi -

veness of renovations of a facility in terms of time and funds should be based
on this.

During Jo years, the unrenovated and non- maintained facilities will dete-

riorate further. Therefore the Evaluation Team recommends that the main-

tenance system, including training of all necessary PHO(M)S and PHTS and the
provision of funds for emergency repairs, should be established in the whole
country by the end of the first five year phase. There is training capacity to
achieve this, if small increases are made in the calculations found in Part A,
chapter 8. Renomztion of all RHFS could be planned for completion within
about ten years.

jO :udgets and Priorities
The Evaluation Team is not able to work out detailed budgets, but presents
the following considerations as the basis of a budget proposal that can be

made by the PIU.

After completion of the pilot phase, work out exactly how many (;OK rural
health facilities in the whole country that remain to be renovated.

Accepting that the country should be covered in ro years, calculate 40% of
the remaining facilities to be done in the hrst 5 years (work will be quicker in
the second five years because the procedures and organisation will have been

established in the Hrst phase).

Calculate the following costs:
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' Training and administration costs to establish a maintenance system in the

whole country within 5 years.
' Average costs of renovating a dispensary and a health centre without new
construction (without new staff houses, pit latrines, water tanks and soak
pits).
' Cest of providing new water and sanitation systems (water tanks, pit latri -

nes and soak pits) at a dispensary and a health centre.
' Cest ofprovision of equipment and furniture to health facilities.
' Cest of a new staff house.
' Administration and staff costs to cover 40% of the country's remaining
facilities within 5 years.

With these f1gures, various options can be costed.
In terms of priority the Evaluation Team lists the above activities in the

fol1owing order (administration being taken as a given):
1. Establishment of a maintenance system in the whole country.
2. Provision of adequate water and sanitation systems to all rural health

facilities.

3. Provision ofequipment and furniture.

4. Renovation of dispensaries without new staff houses.

5. Renovation ofhealth centres without new staff houses.

6. New staff houses.

This order of priorities has been arrived at as a result of observations made

during the evaluation. The Evaluation Team considers that establishment of
a maintenance system must now be the primary activity of the project, not
least because it is imperative to quickly stop the physical deterioration of
facilities in the country. Maintenance must not wait for renovation. The
non- pilot districts have shown that a maintenance and repair system can be
established and be of great value before any renovation is undertaken. In
order to promote the creation of maintenance systems, the Evaluation Team
feels a fhnctioning maintenance system in a district should be made a

pre- condition for renovation activities.

The second and third priorities are given because the Evaluation Team

feels that such an order of priority will give an immediate improvement in
health service, even before renovation is undertaken, provided that basic

maintenance is taking place.
Renovation of many facilities is necessary in order to prevent further decay

and to make the facilities better places to work and live in. However, funds
for rcnovation should not have the first priority in the budget. After the
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other priorities are met, the remaining funds can be used for renovation, and
perhaps spread more thinly than in the pilot phase. In that way more facili-
ties are reached with a given amount ofBinds.

New staff houses should have the last priority because they appear not to
have been necessary in all cases, and they are new investments unrelated to
maintenance and renovation.

11 Outputs and lndicators
In accordance with the above list of priorities some outputs and indicators
can be as follows. This is not an exhaustive list, but rather an illustration to
help in the planning process. A final list can be made at the time of writing
the project proposal and appraisal, when the actual numbers can also be fil-
led in.

number of PHO(M)S and PHTS trained and functioning effectively.
number of tool kits and maintenance equipment distributed, and in use.
number of DHMTS informed about maintenance.
number of heads of RHFS informed about maintenance, and number

managing maintenance activities effective1y.
number of communities informed, consulted and agreed with concerning

participation in the maintenance of facilities.
- monitoring system established to measure effectiveness of maintenance
act1v1t1cs.

number of RHFS with adequate water and sanitation facilities at the end of
project period.

number of medical equipment and furniture distributed, and a replace -

ment system in operation.
number ofdispensaries renovated.
number ofhealth centres renovated.
number ofstaffhouses renovated.
number ofnew staff houses built.

12 Funds for £5 aintenance
GOK is providing shs. 5,000,000 in I99I/92 for maintenance activities in 16

districts, and shs. 7,ooo,ooo has been applied for in 1992/93. Ifthese funds
were increased by shs. 1,000,000 per year for three years and by shs.
2,000,000 in the last year, it would mean that shs. rz,000,000 would be

made available in 1997/98, the last year ofthe project.
These funds should cover not only preventive maintenance of the renova -

74 SIDA EVÅLUÅTHON REPORT I992/4



MAINTAINING HEALTH

ted facilities (which may cost about shs. 2,000- 3,000 per facility per year),
but also the costs of emergency repairs to the maintained facilities which
have not yet been renovated (say shs. I5,000 per facility per year). There are

about 1300 rural health facilities in the country, so shs. I2,000,000 would

give an average of about shs. 10,000 per facility, which seems adequate.

13 isks and Constraints
1. There is a risk that financial constraints of (;OK will affect the amount of

funds available for recurrent maintenance of RHFS in the MOH budget. The
annual amounts should be specified in the project agreement, and timely
allocation of the funds should be made a condition for continued donor fun-

ding. Sustainability of a maintenance system is totally dependent on perma-

nent understanding and commitment in MOH to the system. That is why the
donors should assist MOH by agreeing to specific and clear conditions, and
through taking resolute action to ensure that the conditions are fulfi1led.

2. Creation of a sustainable maintenance system requires the changing of
attitudes in MOH and at the facilities. Attitudes are not something that can

be changed overnight. It is a long process, often dependent on personal fac-

tors such as the quality of leadership and management ability at any one

place. A constraint to this process may be the frequent transfer of key staff to
other areas or other assignments. Attitude changing is difficult to measure,

but the project's monitoring system will have to place emphasis on this

aspect in order for the project to have some idea ofsustainable effect.

3. Trying to establish a maintenance system in the rest of the country within

5 years will involve quite a complicated logistics operation, with the atten -

dant risks of delays. There will also be problems with finding enough quali -

Hed undis and small contractors in order to ensure an acceptable quality of
work.

14 Further Action
On the basis of the above considerations, it is recommended that the

Ministry of Health work out a proposal to the donors which can be apprai -

sed in early 1992.
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APPEDIX 1

Terms of eference for Evaluationlldentification Vi ission
on the ural ealth £3 aintenance Project in Kenya

1. Background

In 1985, a joint DANIDA/SIDA Appraisal Mission recommended that the
Ministry of Health (MOI-1) shoudl develop a self- sustained system for main -

tenance of rural health facilities (RHF) including equipment. lt was also

recommended that resources for preventive maintenance should be increa -

sed, and that DANIDA and SIDA should support the formulation of a policy
framework within the District Focus Concept.

In November 1985, the MOH submitted a request to DANIDA and SIDA for
assistance to consolidate, renovate and maintain rural health tacilities in the
entire country. The request was appraised by ajoint SIDA/ DANIDA mission in
May 1986. At the request of the MOH, the appraisal team prepared a report
outlininghow the institutional and managerical aspects ofa maintenance pro -

gramme could be approached. Later the same year (November/ December), ;1

Swedish Appraisal Mission recommended that SIDA and Danida should fiilly
coordinate their support to the maintenance RHF - buildings and equipment.

Subsequently, the MOH requested Danish and Swedish support to start ;1

rehabilitation and maintenance project in 2 to 4 districts over athree year
pilot period. The Project would be implemented by the Planning and
lmplementation Unit (PLO) in the Ministry ofHealth.

Swedish support to the Maintenance Project was covered under the
Specific Agreement on Health Sector Support for 1987/ 88 to 1989/ 90 with a

total grant of SEK 17,76 million. The current Specific Agreement on Swedish
Health Sector Support covering the period 1 ]uly 1990 to 30 June 1993,
amounts to SEK 11,0 million for maintenance of RHF'S. Danish support to the
Project is stipulated in an Agreement on a grant basis up to D.kr. 19,0 mil-
lion (adjustecl to D.kr. 20,4 million by 1990).

Both Agreements stipulate that the Government of Kenya (coK) shall
make available K.shs. 5,0 million for preventive, recurrent maintenance of

rural health facilitybuildings and equipment, out of which amount K.shs.0,5
million shall be set aside for 1987/88, K.shs. 2,0 million for 1988/89, and
K.shs. 2,5 million for 1989/ 90. The current MOH - SIDA Agreement stipulated
that GOK shall ällocate K.shs. 3,0 million and K.shs. 5,0 million for the FYS
1990/91 and 1991/ 92 respectively.
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The agreements between the MOH and the two donors stipulate that revi-

ews of the project should be hold in Aporil/May and October/November

each year to review progress of activities, to ensure that they are in confor-

mity with the Agreements and the agreed Plan of Operation and

Workplans. The original plan was to evaluate the project after the first two

years, i.e. mid -
1989.

During the intermediate review of the project in October, 1988, it became

clear that due to slow recruitment of personnel to the PLO, the implementa-

tion of certain activities was so much delayed that an evaluation in 1989

would have little value. A joint Swedish/Danish Review Mission recom -

mended in April/May 1989 to prolong the pilot period with one year to

include the Financial Year 1990/91. Consequently, it was suggested to post-

pone the planned evaluation to mid- 1990.

After the review ofthe project in November 1989, SIDA and DANIDA and

the Ministry of Health agreed to prolong the pilot period with one fur-

ther year, i.e. to the end of]une 1992. Following this decision, the planned

evaluation for mid - 1990 has consequently also been postponed by one

year.

2. Obiectives

The main objectives of the mission are to carry out:

an in- depth review of rthe first four years of the pilot phase of the rural

health maintenance project,
an identif1cation of different strategies for a possible future rural health

mamtenance programme.

3. Outputs

The mission shall prepare a report in two parts. One part presenting the
results from the evaluation, the other part containing the recommendations

for a possible filture rural health maintenance programme.
The mission shall utilize, to the extent possible, the logical framework

concept, and the report's two parts should be structured accordingly.
The presentation of the evaluation shallbe divided into a cross cutting sec-

tion containing the general analyses, and then deal with each project compo-

nent under separete headings.
The results from the identification shallbe presented a number of separate

programme models demonstrated within different scenarios.
The presentation of the models shall be detailed enough to provide a suffi-
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cient basis on which a choice can be made by coK and the donors jointly, as

to which model shall be developed into a full fledged project proposal by
GOK. When GOK has prepared the project proposal, the donors should be
ready to appraise it for a possible future financing.

4. lntermediate objectives of the evaluation

The intermediate objectives of the mission are to carry out:
an assessment of the relevance of the original project objectives,
an assessment of project design in the light of achieving the overall objec -

t1ves,
- an assessment ofwhether the main activities have been adequate to reach
the overall objectives.

4.1 Scope of work of the evaluation

The scope of work of the evaluation shall comprise, but not necessarily be
limited, to the following tasks:

General analysis

review the accomplishments of the main activities in relation to agreed
implementation plans,

analyse the appropriateness of the institutional set- up (PIU/MOH, central
and district),

assess the appropriateness of the system of project funding and disburse-

ment (bilateral agreements, coK contributions, etc.)
assess the adequacy ofproject inputs, such as staftl equipment, and funds,

review the project management internally (leadership, lines of authority,
etc.) and externally (studies, review missions, donors, etc.),
Rehabilitation ofbuildings

assess the role of the rehabilitation as a prerequisite for preventive mainte -
nance,

review the suitability oforiginal and modified guidelines (standards),
-

examine the selection procedures regarding the approach and phasing of
rehabilitation (concentrated - dispersed implementation),

analyse the procedures used in selection of local contractors,
assess the experiences gained by the project in using smmall local contrac-

tors (Contractor Study),
Preventive maintenance

assess the achievements in establishing a self- sustained recurrent mainte-

nance system for rural health facilities,
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analyse GOK committments and actual contributions in terms of funds,
staff and other resources,

assess the approrpriateness of the organisational structure in the districts

for implementing preventive maintenance,
examine the suitability of established procedures and new and/ or planned

routines, as well ass instruction material, regarding future sustaibability,

examine the experiences gained from the use of the minor repair fond,

Maintenance and rehabilitation ofequipment
examine the suitability of the maintenance workshops, in terms of num -

bers, locations, and size,

examine the functioning of the maintenance workshops regarding staff

equipment, and other back-up services, as well as operational routines,

assess the adequacy of standard equipment lists for rehabilitated health

facilities,
Training

assess the suitability of the implemented training programme with regard
to its rule in sestablishing a sustainable maintenance system for rural health

facilities,
- review the principles for selection of candidates for the different training

courses,
- review the curricula used in the different training courses,

review training materials developed by the project (manuals, handbooks,
etc.)

5. lntermediate objectives of the identification of possible future programmes

The intermediate objectives of the mission is to carry out:

an analysis of the experiences from the evaluation of the pilot phase of the

project,
a logical framework analysis of project objectives, short term and long

term, and on project target groups,
a presentation of alternative models for a sustainable rural health mainte -

nance programme, taking into account different scenarios.

5.1 Scope of work of the identification rask

The scope of work for the iclentification may comprise, but not necessarily

be limited to, the following:
Recommend for each of the identified alternative models in the different

scenanos:
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a suitable institutional set-up for the programme, both centrally and at
district level,

an appropriate system ofproject funding,

total project design and the necessary project components,
a system ofproject management,
major inputs, in terms of funds, and essential staff
scale and coverage of operations.

6. Composition of the team

The team will be comprised of the following persons:
Stefan Dahlgren, sociologist, head of evaluation section, SIDA, (team lea-

der),

Tage Klingberg, economist, external consultant to SIDA,

Anders Björkman, MD, public health expert, external consultant to SIDA,
Lise ]uul, architect, external consultant to DANIDA,

Nigel Hawkesworth, institutional expert, external consultant to DANIDA.

7. Timing and Reporling

The mission will take place between the 16th September 1991 and the 5th
October 1991.

The mission shall present to the GOK and the donors a summary of their
main conclusions and recommendations prior to their departure from
Kenya.

A draft main report shall be submitted to SIDA and DANIDA not later than
1 st November 1991. A final report shall be made ready noylater than 3 weeks
after comments by the donors are made available.
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APPE C DIX 2
PROGRAM FOR THE EVALUATION/IN-DEPTH REVIEW
MISSION
16/9

I7/9

18/ 9

I9/9

zo/9

21/ 9

22/9

23/9

24/9

25/9

26/9

27/9

28/9

29/9

30/9

3/ lo

4/ro

2/10

Arrival of part of the team to Nairobi
Meeting with PIU staff
Introduction to Kenyan team members
Introduction to Permanent Secretary, Director of Medical

Services and Chairman of the Steering Committee
Introduction at DANIDA and SIDA

(p.m.) Meeting with PLO staff

Field visits in Murang'a District
(a.m.) Arrival of the rest of the Scandinavian team members

Meeting at PIU

(p.m.) Departure for Malindi by Charter
Field visits in Kilifi district. Meeting with DHMT

Field visits in Kilifi district
(p.m.) Drive to South Coast
lnternal team meeting
Field visits in Kwale district. Meeting with DHMT

Field visits in Kwale district

(p.m.) Drive to Mombasa
Departure for Homa Bay by Charter
(p.m.) Field visits in South Nyanza district. Meeting with
DHMT

Field visits in South Nyanza district
(a.m.) Drive to Kisumu
Field visits in Kjsumu district. Meeting with DHMT
Field visits in Kisumu District

(p.m.) Departure Nairobi by Charter
Internal meeting
Meetings and workin Nairobi
Debriefing for MOH and Donors

Revision of Draft

(evening) Departure of Scandinavian team members
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APPEDIX 3
LIST OF PERSONS £5 ET AND RHFS VISITED DURING
THE FIELD TRIPS

Murang'a District

Steg' at t/Je]%liouJing RHFS.'

Kamahuha Dispensary
Kandara Health Centre

Kiunyo Dispensary
Kigora Dispensary
Kegetuini Dispensarv

Kilifi District

Mr. Harry Wamubeyi, District Commissioner
Dr. Kahindi, DMOH

Mr. Muhammed NqOt0. DPBO

Mr. Athuman Chiguzo, PHO(M)

St£~at tbe 0//0'Luing RHFJ"

Mambrui Dispensary
Dida Dispensary
Ngerenya Health Centre

Matsangoni Dispensary
Vidingo Demonstration Health Centre
Chasimba Dispensary

Ribe Dispensary

Mariakani Dispensary

Kwale District

Mr. Ali Korane, District Commissioner

Dr. Ajoug, DMOH

1Wr. Eric Odongo, DPHO
Mr. Walter Odhiambo, PHO(M)

Säg~at the jb//o'zuzng RHFL'

Samburu Dispensary
Tiwi Rural Health Training Centre
Waa Dispensary
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Muhaka Dispensary
Shimoni Dispensary
Mwaluphamba Dispensary
Mkongawi Dispensary
Nclavaya Dispensary
Kilimangodo Dispensary
Vitsangalaweni Dispensary

South Nyanza District

Mr. Cymo Gituai, District Commissioner
Dr. Bhibi, D1v1oH

Mr. Silwaya, DPHO
Mr. Magati, 1> H0(M)

Stå]~
"at tbe 0l/omin g RHFS:

Kandiege Dispensary
Homa-Lime Health Centre

Kendu Bay Dispensary
Adieclo Sub - Health Centre

Wagwe Dispensary
Ndhiwa Sub -Health Centre

Ndiwa Dispensary
Macalder Health Centre

Othoro Dispensary
Rongo Health Centre

Kisumu District

Dr. Suleh. DMOH

Mr. Imbayi, DPHO

Mr. Henry Nyama, PHO(M)

Stpgj"at t/ae Ol/otuing RHFS:

Sango - Rota Dispensary

Kusa/ Kadingo Dispensary

Sigoti Health Centre
Katito Dispensary
Rabour Dispensary

Railways Dispensary
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aintcnancc olihcalth lacilities is considcrablv mort' cconomical than let -

ting them detrriorate and then construct new ones.

That is one of the main conclusions in this cvaluation ofa maintcnance and

renovation programme for rural health lacilities in Kenya.
Running maintcfnancc is inexpensivc. lt (lepcnds very little on lunds, but

much more on competrncc, motivation and managemcnt. Running maintcn -

ancc is very good business - besidcs positivc cflects fbi health care and the posit -

ive rcsponsc from staffand paticnts.
But the cvaluation qucstions whcthcr it is wisc to cngagc in cxccss1vc rcpa1r

and rcconstruction ofhcalth (tentrcs. Prioritv should bc given to simple maintrn -

ancc and rcpair ofdispcnsarics, which see- ms more cost-cllcctivc.
The cvaluation was conductcd by a joint Swrdish -DanislvKrnyan team. lt

covers the proj€(?t's pilot phasc in four districts. and Et comparison willi (listricts

outsidc the pilot phasc activitics.
Swedcn's bilateral dcvelopmcnt (*o- operation, handled by SIDA since 1964,

comprisrs 19 programme countrics: Angola, Bangladesh, Botswana, Cape

Verde, Ethiopia, Guinea Bissau, India, Ke - nya, Laos, l,.(= sotho, Mozambiquc,
Namibia, Nicaragua, Sri Lanka, Tanzania, lgancla, Vietnam, Zambia. and
' ,imbabwe.

Each year some 25 OfSIDA'S over 200 prtjects art' cvaluatccl. Copics ol' this

report can bc orclcrccl from SIDA, 5 - 105 25 Stockholm, Swedrn.

1l.'ll.lll'llilll IHILBPIIIF# växa
'G""€~

~
'0&ll Ill ilmmlnlm Uttltci-

*{{Q

CD

CV

~
~

1-- 05
lJ,@f'"*-

actmo':leo
"'NIgb

gåvi
men


