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SECTION 3

Executive Summary

The Kachia Primary Health Care Project is managed by the Tulsi Chanrai Foundation in collaboration with the NPHCDA, the Kaduna State Ministry of Healtlh, the Kachia Local Government and the host communities. The Project is 3 years in running from 2003 to date, and targets a population of about 50,000 to 75,000 persons in 3 contiguous LGAs (Kachia, Zangon Kataf and Jaba)in southern Kaduna State of Nigeria.

The Project has definitely extended low cost, integrated PHC services into the homes of the target recipients through internal community mobilization and health education; constant availability of quality essential drugs; a wide Safety Net Initiative for the poor; a reliable health information system and a dedicated work force.
The key innovative strategy of the Project is the introduction of the Health Attendants “Cadre” in response to the inability and/or unwillingness of the Community Health Extension Workers to meaningfully extend PHC services to where people live and work. Health Attendants are unmarried females; who must be indigenes, with an attempted or pass in SS3 certificate. They are selected by the communities and intensively trained by the Project for 3 months at the Baptist School of Health Technology at Kafanchan in the rudiments of primary health care with emphasis on MCH which dovetails into the MDGs. They also received further training in basic midwifery skills at St.Gerards Hospital, Kafanchan and St. Louis Hospital, Zonkwa. Upon completion of training they serve (as frontline caregivers and intrinsic community mobilizers) for a compulsory 3 years in the 30 HPs located deep in the rural communities. The Health Posts are in turn hierarchically supervised by the three Health Clinics and the apex Primary Health Center at Gidan Jibir.

Another key strategy of the Project is strict appliance of the concept of catchments beginning from the families, through villages, to Health Post/Clinic catchments. This naturally provides a solid framework for setting up the Project’s vibrant health information system which shows an increasing service uptake, high immunization coverage, low MMR. Disaggregating the delivery points of pregnant women in the communities, for example shows that HAs receive about 64% of deliveries when compared to hospitals, clinics, TBAs and others.
Following the build up of a capital base, the Project has just started to implement the classical DRF scheme and it should be closely monitored to see if and how it can accommodate the current wide Safety Net Initiative for the Poor.

There is a definite gradation in levels of compliance by partners in fulfilling their obligations and responsibilities to the Project. 
· Tulsi Chanrai Foundation has essentially surpassed its obligations by employing a medical officer, continuously injecting drugs and funds into the Project ; 
· NPHCDA is yet to completely fulfill its responsibilities by completing the supply of equipment to the apex Health Center; 
· The Communities have fulfilled many of their responsibilities;

· The Kaduna SMoH has fulfilled a few of its obligations and responsibilities;

· Kachia LGA has shown the least compliance despite the fact that the Project is serving its peoples; and finally 
· Zango Kataf and Jaba LGAs have not supported the Project at all even though they did not sign formal MOUs but nevertheless benefit from its services.
The implication is that TCF is driving the Project instead of being a back seat supporter because Governments are not fulfilling their obligations and responsibilities.  This has implications for sustainability when the Project winds down and the TCF driving force is no longer there.
In all, the Kachia Primary Health Care Project has been successful with positive roll out strategies especially in the areas of management by objectives (Please refer to Objectives of the Project in Annex 1); institutionalization of catchments, health information system, intrinsic and endogenous community mobilization as operationalised by a frontline and dedicated cadre of health workers called Health Attendants supported by a well ordered PHC management system
SECTION 4
1. Introduction:

The National Primary Health Care Development Agency was established by Decree 29 of 1992 A.D. to guide the development of primary health care in Nigeria.  Some of the strategic approaches to achieve this health policy mandate included the following, among others:
· Provision of technical support to the planning and management of primary health care. To this end the Agency has facilitated a lot of training, development of national manuals, guidelines and has undertaken numerous curriculum reviews.

· Provision of support to the monitoring and evaluation of the National Health Policy.  In response to this mandate, the Agency has developed a reliable primary health care management information system.  However, the system has been operationally weak due to poor, untimely, incomplete, irregular and unreliable data collection; this situation has been further compounded by a poor data storage, retrieval, and utilization and feedback systems.
· Provision of support to States and LGAs for the development and implementation of PHC. The Agency recognizes this mandate as its core function and emphasizes maternal and child health which strategically feed into the MDGs.

The Agency however recognizes the fact that it is not a front line implementer of PHC and therefore relies on collaborative networking with Communities, LGAs, States, NGOs and other stakeholders to plan, implement and monitor PHC progammes at community level. It may be worth noting at this point that it was following the Stakeholders Meeting organized by the NPHCDA in 2001 at Abuja that TCF (which was founded in 1992) decided to expand its PHC Projects in Nigeria into Kaduna State. Therefore, it is within the foregoing context that the Agency signed a Memorandum of Understanding with Tulsi Chanrai Foundation in 2002 to set up and manage the Kachia Primary Health Care Project as a partnership project of NPHCDA, Kachia Local Government, Kaduna State Government and the target Communities. A summary of the MOU is attached as Annex…2
Table 1
Milestones of Kachia Primary Health Care Project
	Year
	Month
	Date
	Event

	2001
	June
	18, 19
	· Decision for partnership at Stakeholders Conference at Abuja

	
	Aug. to Dec.
	
	· Feasibility study & selection of project area

	2002
	Sept.
	18
	· MOUs with NPHCDA, Kaduna State, Kachia LGA and TCF

· Note: No MOUs with Zangon Kataf & Jaba LGAs 

	
	Oct.
	19
	· Delegates of PHC Development Committees from 11 districts in Kachia, Zangon Kataf & Jaba LGAs

	2003
	Jan
	
	· Community mobilization meetings

	
	March
	11
	· Commissioning of Model PHC Center at Gidan Jibir by late Prof. Olikoye Ransome-Kuti

	
	March to May
	
	· Identification of locations & establishment of Health Posts & Clinics
· Retraining of LGA Staff
· Baseline survey in 30 clusters
· Selection of qualified candidates by the communities for training as Health Attendants

· Equipping of Health Posts/Clinics

	
	April
	30
	· Supply of seed Drugs by NPHCDA

	
	June to Oct
	
	· Training of Health Attendants at Baptist School of Health Technology, Kafanchan

	
	Nov
	
	· Work started at Health Posts

	
	Dec.
	
	· Enumeration of families by HAs


2. Objectives of the Evaluation

· To determine the level of participation and fulfillment of the roles and responsibilities of the NPHCDA; Kaduna State Government; Kachia LGA; the Communities and TCF towards the Project;
· To determine the extent of Project Implementation in fulfilling the objectives set out in the MOUs.

3. Evaluation Methodology

Four evaluation methods were used according to the levels examined.

· Structured questionnaire were administered at the Model PHC Center, Health Clinics, Health Posts and where possible at Community/Household levels.
· Focus group discussion was used at community /household level where deemed appropriate.

· Participant observation was used to evaluate some services at health facility level.

· Examination of records

A Draft Questionnaire was developed at the NPHCDA office and presented to plenary of the Evaluation team at Abuja for fine tuning. The combined questionnaire addressed the evaluation process at six levels:-
1) Obligation/Responsibilities of NPHCDA (Respondent: NPHCDA Zonal Coordinator, North west Zone)
2) Obligation/Responsibilities of  Kaduna State Government (Respondent: SMOH Official)

3) Obligation/Responsibilities of  Kachia Local Government (Respondent: PHCC, Kachia)

4) Obligation/Responsibilities of  the Community (Respondent: HDC)

5) Obligation/Responsibilities of  Tulsi Chanrai Foundation (Respondent: Project Manager)
6) Project Activities to Meet Objectives
a) Health Information System
b) Availability of weekly and Monthly Reports of Activities in Project Site

c) Community based Data

d) Morbidity and Mortality Rates

e) Observation of Caregivers

f) Review of Record keeping

g) Opinion of Clients

4. Background Reading

· MOUs

· Kachia Primary Health Care Project (Document for Appraisal 2006)
· Primary Health Care Development Agency (Federal Ministry of Human Services) Lagos, 1992

· Operational Training Manual and Guidelines for the Development of Primary Health Care System in Nigeria (Published by NPHCDA, Abuja & FMOH, Abuja)

5. Evaluation Team
Members of the Evaluation Team were drawn from various background and experience:
	Table 2      CORE PROJECT EVALUATION TEAM

	SN
	NAME
	ORGANIZATION

	1.
	F.F. Osobu
	Federal Ministry of Health

	2.
	Dr. K. Babs Sagoe
	PATHS/DFID/NPHCDA

	3.
	Dr. I.A. Lewis
	NPHCDA, Abuja

	4.
	Jones J, Utuk (Dr.)

(External Consultant)
	VOJ International Ltd

	5.
	Eruba June (Mrs)
	Federal Ministry of Health

	6.
	Dr. N. W. Lolo
	Director PHC (SMOH) Kaduna

	7.
	Mariya Nasir  (Mrs)
	NPI Desk Officer

	8.
	Dr. O. Ogbe
	NPHCDA, Abuja

	9.
	Charles Ijeomah
	NPHCDA, Abuja


Critical Members of the Project Evaluation Team
	10.
	Y.M. Anka
	NPHCDA Zonal Office

	11
	Tanimu Marafa
	NPHCDA, Abuja

	12
	Alexander Kachiro
	LGA Representative

	13
	Alhassan Sa’adu
	NPHCDA, Kaduna

	14
	Veronica T. Bagobiri
	Representative (PHCC)

	15
	Amos Ananias
	PHC Gidan Jibir Kachia

	16
	Dr. Paul Kandasamy
	TCF, Abuja

	17
	Dr. Samson S. RAO
	Tulsi Chanrai Foundation

	18
	D. I. Ayeni
	NPHCDA, Abuja


Four (4) sub teams were constituted and a team leader identified for each subgroup. One of the teams administered the questionnaire at the Apex Health Center while the others were allocated randomly selected health clinic/health post catchments. The team leader was responsible for administering the questionnaire to the respondent, recording the interview results; while the team members verified the responses at site.
Dr. Jones Utuk served as the External Consultant to the Evaluation of the Project.
6. Sampling of Interview Sites:

A multi stage sampling process selected the following sites to administer the evaluation instruments. 

· Model Health Center at Gidan Jibir
· All 3 Health Clinics at Walijo, Sabon Sarki and Jabon Gogo

·  Five (5) randomly selected Heath Posts (at Kwaturu; Gidan Tagwai; Yabung; Kuryas; and Sakwak) in the 3 Clinic catchments. 
· Ten (10) randomly selected Communities (at Kwaturu; Antong; Sabon Sarki; Walijo; Walijo-Dandan 1; Gidan Tagwai; Yarbung; Sakwak; Kuryas; and Jaban Gogo) associated with the 3 Health Posts. 
· Field survey took place on November 28 - 29, 2006.

7. Data verification.

Each Team leader presented a report at plenary for comments and confirmation and immediately submitted the completed questionnaire together with the teams comments to the External Consultant.

8. Data entry, processing and analysis

· The External Consultant personally checked (entered and analyzed) all entries having designed 2 sets of collation formats by type of health facility/community and by question type.
· Responses with a “YES” or “NO” response were converted into a binary code and entered into a Microsoft Excel Spreadsheet for analysis.
· Responses to open ended questions were tabulated and analyzed.
9. Report writing

The Consultant wrote a draft report on the evaluation exercise; and following further input by Team members produced a final report to the National Primary Health Care Development Agency, Abuja.

10. Kachia LGA (A brief overview) .
· Kachia LGA which was created in 1976 is one of the oldest in Kaduna State with 23 LGAs.  It is bounded to the north by Chukun and Kajuru LGAs; to the south by Kakargo and Jaba LGAs; to the east by Zango/Kataf LGA and to the west by Niger State. 
· The LGA has a projected crude population of 136,478 in 2005 in 12 political wards.
· The major tribes include the Kadara, Jaba, Kuhurmi, Bajun and Hausa/Fulani.  The major religions are Christianity, Islam and Traditional groups.
· The staple diet is guinea corn, yam, cassava and rice which is eaten mostly on festive occasions. The major markets are at Kachia, Walijo, Kuhari, Awon, Borda and Kurmin Sara.

Health Services in Kachia LGA
· There are 48 PHC health facilities including those within the Kachia PHC Project with 202 PHC staff of all categories (excluding the Health Attendants); out of which 133 are PHC technical staff.  This information was given by Mrs. Veronica T. Bagobiri, Head of Medical Unit, Kachia LGA.  Since the Kachia PHC Project is designed for a population of 50,000 to 75,000 persons, about one third of the inhabitants of Kachia LGA are potentially served by the Project.
11. Results of Evaluation
11.1 Obligations and Responsibilities of NPHCDA; Kaduna State Government; Kachia LGA; Communities and TCF to the Project at Apex Health Center, Health Clinic, Health Post and Community Levels of Care.
At each operational level of the project, the extent to which the specific obligations and responsibilities as contained in the MOU were fulfilled or not fulfilled by each partner  were highlighted.
11.1.1 Obligations and Responsibilities of NPHCDA.
Interview with the Zonal Coordinator of the NPHCDA, North West Zone and other stakeholders to the Project showed that the Agency has fulfilled most of its obligations and responsibilities.

Stakeholders Conference and Advocacy Meetings for Primary Health Care

· The Agency attracted the highest level of political support and high profile advocacy for PHC when Chief Olusegun Obasanjo, President and Commander in Chief of the Armed Forces of Nigeria inaugurated a Stakeholders Conference for Primary Health Care in 2001. 
· This was followed by annual meetings of stakeholders in 2003, 2004 and 2005 organized by the Agency to share experiences in PHC management and implementation. The meeting was not held in 2006.
· At the zonal level, the Agency organized three (03) meetings between 2003 and 2006 to foster collaboration between the Kaduna State, Kachia LGA and TCF for the set up and implementation of the Project.
Provision of an Operational Base for the Project.

· The Agency constructed, furnished, and partially equipped (and made available to TCF) the Model Primary Health Care Center at Gidan Jibir to serve as the apex health center and the control base for the Project.
Supply of Drugs and other consumable items including the NHMIS forms.

· The Agency supplied a seed stock of Essential Drugs for primary health care in 2003. 
· After training some health staff of the Project the Agency supplied a stock of NHMIS forms for use at the facilities.

Monitoring of the Project

· Through its Zonal Technical Officer the NPHCDA regularly monitors the Project.

Areas where NPHCDA has failed in fulfilling its obligations and responsibilities
· The Agency should address the issue of non supply of certain equipment and furniture to the Model Health Center at Gidan Jibir.

· The Agency should have developed a mechanism for networking amongst defaulting partners especially Kachia Local Government and Kaduna State Ministry of Health to ensure MOU compliance. 
11.1.2 Obligations and Responsibilities of Kaduna State Government.

Interview with the Director of Primary Health Care, Kaduna State Ministry of Health and other stakeholders to the Project showed that the State Government has fulfilled some of its obligations and responsibilities.

Meetings between the SMOH, Kachia LGA and TCF:

· Between 2002 and 2006 seven (07) meetings have been held between the SMOH, Kachia LGA and TCF in support of the Project. The Zonal NPHCDA office has been involved in these meetings.

Training of Health Staff for the Project.
· The Baptist School of Health Technology, Kafanchan, Kaduna State in collaboration with the TCF developed a three month intensive training programme for Health Attendants for the low to middle level manpower cadre of the project on the rudiments of primary care including care of the pregnant women.  Refer to Annex 3 :Training Schedule for Health Attendants 
· From 2003 to 2006 during the Project cycle 56 Health Attendants have been trained for the Project with a yearly training as follows: 2003 (15); 2004 (15); 2005 (11); and 2006 (15). 
Areas where SMOH has failed in fulfilling its obligations and responsibilities.
· The SMOH did not supply drugs for TBL and malaria control to the project.

· The State Government’s input has been very minimal either in terms of resources input or even occasional supervisory visit by programme officers

11.1.3 Obligations and Responsibilities of Kachia Local Government.

Interview with the Primary Health Care Coordinator, Kachia LGA and other stakeholders to the Project outlined the level to which the Local Government has fulfilled some of its obligations and responsibilities.

PHC infrastructure and Personnel

· Kachia LGA permitted the conversion of some preexisting clinic buildings for project use and continued to pay the salary and allowances of the 15 LGA health staff working in the project other than those of the Health Attendants, a cadre introduced by the project. The LGA staff is made up of 9 technical staff (CHO, CHEWs, J-CHEWs, Nurse Midwives, and Environmental Health 
Officers) plus 6 watchmen. The LGA therefore pays the salary of only 15 (or 23%) out of a total Project workforce of 65.
· It supported the Project through regular, monthly monitoring and supervisory visits of a focal person appointed by the LGA. The LGA staff collaborated with TCF in promoting community participation within the target communities by attending CDC meetings and conducting health education campaigns at all levels.

Areas where Kachia LGA has failed in fulfilling its obligations and responsibilities.
Accommodation
· The LGA did not provide any accommodation either for Health posts or staff. Where provided, some of the clinic accommodation (for example Jaban Gogo) were in a state of serious disrepair.

Essential Supplies

· The supply of vaccines is irregular, poor and unpredictable and this situation discouraged fixed immunization schedules and services.
Utility services

· Almost all the health facilities visited were without potable water supply and adequate sanitation; there was no electricity supply either from the National grid or a standby generator, which makes it impossible for health workers to practice some of the basic tenets of the PHC which they profess.
11.1.4 Obligations and Responsibilities of Communities.

Interview with the Chairmen and/or members of the Health Facility Management Committees and other stakeholders to the Project outlined the level to which the Communities had fulfilled most of their obligations and responsibilities. 
 Community Development Committees
· In most of the communities CDCs had been formed antedating the Project set up, but where necessary these committees were restructured as Health Facility Management Committees which were initially vibrant and very active with regular monthly to quarterly meetings.
Membership of the Committees
· Membership of the Committees varied from 5 to 16 with an average membership of 10; out of which the female membership ranged from 0 to 6 with an average female membership of 3.
Action taken by Health Committees

· Some of the health actions taken by the committees and implemented in various combinations were identified as follows:
-Improved sanitation by building pit latrine;

-Environmental sanitation around the health post; 

-Provision of accommodation in the community for health workers; 
-Community Mobilization; 

-Perimeter fencing of Health Post; 

-Provision of window & door curtains; 

-Construction of hand dug well at the clinic; 

-Renovation, repair of roof/ceiling of health post
-Donation of building to be used as health post.
-Encouragement to the staff
-Assistance in reporting disease outbreak to Local Government authorities.

Areas where Communities have failed in fulfilling its obligations and responsibilities
· Communities have not allowed adequate representation of women on the committees.

· The initial enthusiasm of the communities in ensuring the functionality of the committees has not been maintained.

11.1.5 Obligations and Responsibilities of  Tulsi Chanrai Foundation.

Interview with the Project Manager and other stakeholders to the Project outlined the level to which TCF had fulfilled almost all of her obligations and responsibilities. 

Appointment of a Project Manager.

· The first Programme Manager was appointed in July 2003 and replaced with the current Manager in February 2004. He has worked closely with the heads of health facilities, the LGA, SMOH, the communities and other partners 

Orientation and Training of health workers

· TCF organized the orientation of existing health workers; the formal and regular and training of 56 Health Attendants at the Baptist School of Health Technology, Kafanchan 2003 to 2006. Pre training selection of the HAs was done in collaboration with the benefiting communities. The minimum qualification for selection is SS3 pass or attempted.
Extension of PHC Services at Community Level

· The introduction of Health Attendants into the Project has enormously increased access to PHC services at community level.  The TBAs who had been trained by NPHCDA assist the Health Attendants in the mobilization of mothers and infants/children.  TBAs also conduct deliveries when the Attendants take their time off during weekends.

Payment of Salaries and allowances of Staff
· The salaries of the 50 Health Attendants who constitute 76.9% of the Project’s workforce is promptly paid by TCF.

· TCF also pays allowances and provides incentives to the LGA staff working in the Project. Such  allowances and incentives include the following: 
Shift duty allowance of N4, 000 per month
Transport allowance of N2, 200 per month
Motor cycle used for the project is acquired by health workers through a comfortable repayment scheme organized by TCF.
· TCF organized the formation, resuscitation and maintenance of CDCs

· TCF repeatedly injects basic essential drugs and Funds into the project
· In fact the TCF fulfilled almost all its obligations as listed in the MOU within the current life span of the project and did even more by appointing a full time Medical officer with MPH qualification to the project.

Areas where TCF has failed in fulfilling its obligations and responsibilities.
· TCF did not bring the Ward Health System into a sharper focus (Please refer to Recommendations on the issue). 
· The Village Health System whereby TBAs and VHWs are made functional and thus further extending community care was not developed by the project.
· Promoting Family Planning services, an important strategic interventions in a rational population management, was not adequately addressed by the project.
11.2. Project Activities to meet objectives

This part of the evaluation addressed the structural organization and functional implementation of primary health care services at all levels of the project.
11.2.1. Organization of the Project.
11.2.1.1. The Kachia PHC project is in fact not confined to Kachia LGA (where the bulk of services is offered) but spans the contiguous communities of Zangon Kataf and Jaba LGAs. This expanded service delivery is not so much by design but rather by default due to the eccentric and near border location of the operational base of the project at Gidan Jibri. Services were naturally taken up by nearby communities without regard to LGA boundaries. The TCF project therefore organized services for such communities.
Fig 1 Diagram showing Health Clinic Catchments by LGA
[image: image17.bmp]
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· Enumeration Data as at May 2006 which are summarized in the Table 3 below shows that over 60% of  health facilities, village communities, family groups and population were located in Kachia LGA, while Zangon Kataf and Jaba LGAs shared the remainder almost equally.
	Table 3.                 Summary of Enumeration Data by LGA as at May, 2006

	LGA
	Number of Health Facilities
	Number of Villages
	Number of Families
	Population
	Males
	Females

	Kachia
	22 (64.8%)
	91(63.6%)
	5687 (67.2%)
	47354 (66.5%)
	22958 (66.2%)
	24396 (66.7%)

	Z/Kataf
	6 (17.6%)
	27 (18.9%)
	1350 (15.9%)
	11745 (16.4%)
	5843 (16.9%)
	5902 (16.1%)

	Jaba
	6 (17.6%)
	25 (17.5%)
	1438 (16.9%)
	12124 (17.1%)
	5841(16.9%)
	6283 (17.2%)

	3 LGAs
	34 (100%)
	143 (100%)
	8475 (100%)
	71223 (100%)
	34642 (100%)
	36581 (100%)

	


11.2.2 Organization of health services

Health services are organized in 3 health clinic catchments which are shown diagrammatically in Figure 1 above; while the apex health center at Gidan Jibir maintains an oversight function of the entire project.
· The northern sector of the project is organized around Walijo Health clinic with its 10 health posts 8 of which are located in Kachia LGA and 2 in Zangon Kataf LGA.
· The south western sector of the project is organized around Sabon Sarki Health clinic with its 10 sub health posts located entirely within Kachia LGA.
· The south eastern sector of the project is organized around Jaban Gogo Health clinic with only one (01) health post in Kachia LGA, 3 health posts in Zangon Kataf and 6 in Jaba LGA.
· All the sub apex health clinics are physically located in Kachia LGA. (Please refer to Annex 4 showing the “Distribution of  Health Posts by Supervising Health Clinic and by LGA in the Kachia Project” 

· Each Clinic catchments is subdivided into a cluster of 10 health post catchments.
· Each Health Post catchments is responsible to a cluster population of about 2000 to 2,500 persons in 300 priority families living in about 4 village settlements.
· Each health post is manned by a Health Attendant, who in addition to duties in the static health post carries out community based services which include home visiting to monitor the families with women of child bearing age and children under 5 years of age; conduct house to house immunization, growth monitoring and health promotion activities.
· All the health facilities visited were functional and offering services at the time of the evaluation exercise.


[image: image2]
11.2.3. Staff disposition.
· A minimum number of staff appears to be used in the project and their distribution by number, cadre and by facility is shown in the Table 4 below.

Table 4 Staff Disposition by Cadre and by Type of Health Facility
	S/No.
	Type of Facility
	Cadre
	Number

	1
	Health Post
	Health Attendant
	1 or 2 depending on the catchments population

	2
	Health Clinic
	· J-CHEW
· Health Attendant
	1
2

	3
	Apex Health Center at Gidan Jibir
	Project Manager

Medical officer of Health
CHO

Nurse / Midwife

CHEWs

Health Attendants

Lab assistant

Helpers

Watchmen

Driver
	1
1

1

1
3
2

2
3
2
1
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11.2.4. Range of services provided at health facility
· There is a wide range of PHC services offered on a daily to weekly basis at the facilities. These include ANC, Deliveries, Health education, Control of diarrheal diseases, promotion of exclusive breast feeding, provision of essential drugs, immunization, control of communicable diseases, case management of malaria, growth monitoring and promotion, onchocerciasis control, HIV/AIDS education.  However family planning is not actively supported while TBL cases are referred to recognized treatment centers.
11.2.5. Ward Health System  
In the area where it serves Kachia LGA, the Project recognizes 4 wards namely Ward 12, Kurmin Musa; Ward 11,Sabon Sarki; Ward 6, Kwaturu and Ward 5, Gidan Tagwai even though it does not fully operate the Ward Health System. For example Ward 6 (Kwaturu) does not have a referral Health Clinic. In Zangon Kataf and Jaba LGAs there are no definable wards in the Project area. (Please refer to Annex 5 for “Coverage by Wards”). 
· A Ward Development Committee to give socio-political guidance to Health Center activities had been formed by the NPHCDA for Ward 12, Kurmin Musa where the Apex Health Centre of the Project situates. However no WDCs exist in the other political wards. It must be emphasized nevertheless, that each health facility enjoys the active input of its Health Facility Management Committee.

11.2.6. Project Map

· There is an excellent map at the Apex Health Center showing the project’s coverage area with clearly identified health facilities in relation to their LGAs. A small criticism of the map is that it did not show the cardinal points making spatial orientation difficult.

· However at clinic and health post levels there were no maps to show their local catchments

11.2.7. Major health problems

· A community survey had been conducted at the start up of the project and the major diseases identified included malaria, ARI, Diarrheal diseases, adult hypertension, and post partum hemorrhage. 
11.2.8. Essential Drugs

· This is a very strong component of the Project.
· There is continuous availability of affordable and high quality drug at all levels of care in the project.
· Apart from the initial seed stock of drugs provided by the NPHCDA, Tulsi Chanrai Foundation has guaranteed the availability of essential drugs on a continuous basis by repeated “injection” of drugs into the system.
· It must be emphasized that the Project does NOT operate a Drug Revolving Fund but what may be referred to as “Drug Retention Fund” since funds from the sale of drugs are used to build up a drug capital base (which presently stands at over two million Naira) and are never used for drug replenishment as in a classical DRF scheme. TCF therefore buys all the drugs it puts into the system.
· The Project is about to implement the DRF scheme and it will be of enormous interest to see how it works out.

11.2.9. Exemptions and Deferments

· There has been built into the Project a robust and currently sustainable Safety Net Initiative for the poor through free health care to all INFANTS and PREGNAGT WOMEN; granting up to 25% discount on cost of health care for all children from 1 to 5 years of 
age; and through exemptions   and approved by the Project Director. The number of free cases has been increasing and currently exceeds the number of paying patients. Please see Fig 3 (Pie Chart): Kachia PHC Project showing Cumulative Statistics (Jan. – Oct., 2006) for Paying & Free (Non-paying) Clients. 
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· Reimbursement to the Project is fully and promptly made by TCF.

11.2.10. Referral programme. (including Ambulance Service)
· Referral of patients from the Project Catchments is only up to the Apex PHC Center at Gidanjibir.
· It is only from the Apex Health Center that extra Project referrals are made. 

· Patients from the Health Posts are first referred to the supervising Health Clinic and from there to the PHC Center. 

· The Project does refer some patients to the General Hospitals at Kachia or Kafanchan when the need arises. However the Project does not help them financially in acquiring treatment or in traveling. 

· The Ambulance provided by the TCF is stationed at the PHC Center and is available for any referred patient in the Project area to be brought free of cost to the PHC Center. 
· Any family member requiring Ambulance service for referral has to go to Gidanjibir and request for the Ambulance with a note from the Health Attendant or LGA staff posted in the area.

· 1n 2006 a total of 96 cases were referred to higher level health facilities; 67% of which were referrals within the Project itself. Out of the 96 cases, 26 (or27%) were referred from Health Posts to the Clinics; 38 (or 40%) were referred from Health Clinics to the Apex Health Center at Gidan Jibir; and 32 cases (or 33%) were referred from the Apex Health Center to higher health institutions outside of the Project area such as General Hospitals at Kafanchan or Kachia town, or Ahamadu Bello University Teaching Hospital at Zaria. (Please refer Fig. 4: Destination of Referrals, 2006)
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· Cause of Referrals: Sixty two (62 or 64.5%) of referred cases were due to only 5 causes as listed below:


Pregnancy related causes = 20 cases



Hypertension

= 16



Fever/Malaria

= 12



Gastroenteritis

= 11



Pneumonia


=   5



Total



   62
· Age specific Referrals: Eighteen (18 or 18.7%) of all referrals were under 5 years of age and the cause of referral included gastro enteritis, malaria and acute respiratory tract infection.
· Outcome of Referrals: Out of 96 referrals 91 (or 95%) improved while only 5 (or 5%) died. (Please refer Fig. 5 – Outcome of Referrals – 2006)
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Analysis of the 5 Deaths at Referral

Age


Place of death

Cause of death

9 months

Gidanjibir


Diarrhea & vomiting

8 years


Gidanjibir


Prolonged fever

1 year


Gidanjibir


Vomiting

6 months

Kafanchan


Jaundice

68 years

Kafanchan


Jaundice
Analysis of the referred cases might suggest a number of issues:
· The low mortality outcomes of the referred cases would suggest early referrals to higher levels of care in recognition of limitation of technical capabilities at each level; and
· Effective backup services at higher levels.

Please refer to Annexes 6 & 7 for details of referrals and their outcomes. 

11.2.11. Essential Equipment
A checklist of selected items was used to search for the availability of basic equipment and it showed that every health facility in the Project had an appropriate Minimum Equipment set.
11.3. Health Information System
A viable health information system is one of the major and visible achievements of the project; and a two-way tracking of information flow is made very easy indeed. At every health facility there is an information board showing OPD  attendance, Status of pregnant women; Deliveries; Infant welfare;  Growth monitoring and promotion; Community based health activities; Deaths etc. The comprehensive range of health information which is openly displayed at every health facility participating in the project and updated on a daily basis is presented in random order to save space in Table 5 below. 

Table 5:   Showing Range of Health Information available at any Health Facility of the Kachia PHC Project
	Total Patients


· Males


· Females


· New Out Patients


· New Children 0-5
	· Free cases

· Paid cases
	· Amount collected

	New ANC Mothers


· Ist Trimester

· 2nd Trimester

· 3rd Trimester


 ANC
· Tetanus 1stdose 

· Tetanus 2nd dose


ANC visits(new & old)



	Deliveries


· Hospital
· PHC/HC
· HA
· TBA
· Others

Total Births


· Birth wt <2.5 Kgs

· 2.5 - 3 Kgs

· >3 Kgs
	Village visits


· Families visited

· Infants on roll


Under 5 weighed


---Malnourished 
· Gr 1

· Gr 2
· Gr 3
· Gr 4

· on Supp feed

· Graduated


	Infant Visits



	Infants Immunization
	Immunization.  



	· <5 visits
	· BCG


· DPT1

· DPT2

· DPT3

· Measles

· Hep B

· Yellow fever


<5 Immunized 

· OPV

· Measles

· Yellow fever
	· Completed


· Partial

· Nil



	· Infant deaths

· <5 deaths

· Adult deaths

· Maternal deaths



	Source: Kachia PHC Project (Health Information Board) October 2006


11.4. Morbidity and Mortality Data

From the previous presentation on Health Information it is obvious that accurate data are available on Morbidity and Mortality Rates in the project area.

Comparative Analysis of Vital and Immunization Data (2003, 2004 and 2005) between:-
· Kachia Project Baseline Data in 2003; 

· Kachia Project Outcome Data in 2005; 

· National, NDHS Data; and 
· North West Zonal Data 

Table 6… Comparative Analysis of Vital and Immunization Data (2003, 2004 and 2005) 
	Indicator
	Kachia PHC Project
	Baseline Survey 2003
	NDHS 2003
	North West 1999

	
	2003
	2004
	2005
	
	
	

	Population
	9675
	34600
	60800
	
	
	

	Births
	208
	778
	1149
	
	
	

	Crude Birth Rate 
	21.5
	22.5
	18.9
	
	45
	

	Deaths
	44
	202
	267
	
	
	

	Crude Death Rate 
	4.5
	5.8
	4.4
	
	16
	

	Infant Deaths
	8
	43
	46
	
	
	

	IMR
	38.5
	55.3
	40
	
	70.8
	82.6

	Maternal Deaths 
	3
	4
	3
	
	
	

	MMR
	14.4
	5
	2.6
	
	5
	

	 Source: Kachia PHC Project, 2006


National: Crude Birth Rate (CBR) = 44.55 per 1,000 (1991 Census Report)


      Crude Death Rate (CDR) = 13.9 per 1,000 (1991 Census Report)


      IMR = 100 per 1,000 (NDHS 2003)


      MMR = 800 per 100,000 (Health in Nigeria 1994 / 95)

Fig 6…Comparison of Antigen Immunizations

[image: image7.wmf]0%

20%

40%

60%

80%

100%

Coverage

BCG

DPT1

DPT2

DPT3

Measles

Antigens

Comparison of Immunization Coverage

Kachia PHC Project

Baseline Survey 2003

NDHS 2003

North West 2005


Comparison of Antigen immunizations between Kachia Baseline survey (2003); Kachia Project Immunizations (2005); North West Zonal(2005) and NDHS (2003) Coverages.  (Fig 6) shows a substantial improvement in coverage in the Kachia Project area.  
Fig 7
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Fig 7 shows that Full Immunization coverage, Partial Immunization coverage were highest while the proportion of non immunized clients was lowest in the Kachia Project area compared to the North West Zone and the National coverages.
· There is a very appreciable increase in the immunization status (DPT3; Fully immunized) of infants served by the Project as compared to the National and North West average where such data are available.

· Conversely the proportion of children without immunization is about 3 or 6 times less in the Project area when compared to the National and North West Zonal figures respectively.

A study of the Vital statistics from the Project area as compared to those of the Nation in general and the North West Zone in particular from 2003 to 2005 shows the following:
· A falling trend in Crude Birth Rate, Crude Death Rate, Infant Mortality Rate and Maternal Mortality Rate in the Project area which is much below the National and North West average where such data are available. (Please see Figs 8 & 9)
Fig 8: Kachia PHC Project: Crude Birth & Crude Death Rates (2003-2005)
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National: Crude Birth Rate (CBR) = 44.55 per 1,000 (1991 Census Report)


      Crude Death Rate (CDR) = 13.9 per 1,000 (1991 Census Report)

Fig. 9: Kachia PHC Project: Infant and Maternal Mortality Rates (2003-2005)
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National: IMR = 100 per 1,000 (NDHS 2003)


      MMR = 800 per 100,000 (Health in Nigeria 1994 / 95) 
11.5 Observation of Caregivers

Most teams arrived late and were not opportune to observe the care givers at work. This analysis is based on only 5 entries

Performance Rating of Caregivers

Table 7: Performance Rating of Caregivers by Evaluation Team
	Action/Services
	Observations

	
	V. Good
	Good
	Fair
	Bad

	Consultation
	
	
	
	

	Counseling
	
	
	
	

	ANC
	
	
	
	

	Postnatal Visit
	
	
	
	

	Growth monitoring & Promotion
	
	
	
	

	Diagnosis & treatment of ailments
	
	
	
	

	Dispensing of drugs
	
	
	
	

	Immunization 
	
	
	
	

	Attitude of Caregivers
	
	
	
	

	Environmental sanitation
	
	
	
	


The performance of caregivers was generally rated good to very good but areas of drug dispensing and environmental sanitation requires attention.

11.6 Review of record keeping

The flow of health information in the project is timely, regular and accurate. Some of the PHC cards include the following: Family Visitation Cards; Child Health Card; Mother Care card; Out Patient Department (OPD) Card and Treatment Card.  Also there are numerous registers and forms to capture all aspects of care available. 

11.7 Opinion of clients

Clients in their opinion consistently rated the quality of care in the facilities between “GOOD” and “VERY GOOD”
In fact some clients volunteered the information that they are generally very happy with the Project for the following reasons:
· Prior to the Project they had to travel to Kafanchan or Kachia (a distance of 32kms or 20kms from Gidan Jibir respectively) for treatment but now they have services at home thus saving transport cost and time.
· Previously women in labor faced a lot of problems and some even died as a result of delay in obtaining care; but now the Project takes care of them.

· The community members are educated on common health issues, personal hygiene and proper drug usage.

· House to house immunization is done by the Project and brings immunization and other health services right into our homes.

11.8 Opinion of Interview Teams on the Strengths and Weaknesses of the Project

11.8.1. Strengths

· Good patient care; 
· Uninterrupted availability of affordable low cost but high quality  essential drugs; 
· Concept of PHC Catchments operationalised;

· Good health provider/client relationship; 
· Staff are punctual to work and have a friendly attitude; 
· Regular home & follow up visiting activities;
· Introduction of Health Assistants who are willing to reside and offer services within the communities
· Education of clients on prevailing health problems; 
· Physical accessibility of staff who are resident in community, 
· Free care to infants & pregnant women; 
· Community mobilization
· A reliable health management information system
· Remote Communities have access to PHC services
· Services are provided each day of the week except Sundays.

·  Safety net initiative available for the poor. 
· The supply of ITNs comes from Kachia LGA through the Village Development Committees to the pregnant women and children with the assistance of CHEWs working in the Project.

11.8.2. Weaknesses

· Poor rural infrastructure : Poor road access; No electricity supply 

· No potable water supply at any of the health facilities 

· Poor laboratory services

· Inadequate staff especially at the Health Post. 
· No family planning services since people are  shy to talk about it.

· Weak two way referral system.

· Waning interest of some members of CDCs in attending meetings.

· There was minimal support to the Project by Kachia Local Government and none from Zangon-Kataf and Jaba LGAs.

· Project uses 1995 edition of Standing Orders for CHOs and CHEWs.

· Lack of basic sterilization equipment and antiseptics including Jik. 

12. Project Finance 
Kachia LGA pays the salary and allowances of the 15 LGA health staff  working in the project other than those of the Health Attendants; otherwise the Project is entirely funded by Tulsi Chanrai Foundation.  Direct Programme CUMULATIVE Costs borne by TCF from 2004 to 2006 amounts to N 25,160,680:00 out of which Capital costs accounted for N 3,698,044:00 while recurrent costs were N 21,462,636:00. See Fig. 10 Cumulative Capital & Recurrent Expenditure in Naira by TCF (2004-6) and Fig. 11 Cumulative Recurrent Expenditure by Subheads (2004-6)
The relative recurrent expenditure of the broad subheads are indicated below:

· Staff Salaries, Allowances, Claims, Meetings, Training…..(53%)
· Vehicles, Generators Fuel & Maintenance; Local runs…...(17%)
· Drugs & Consumables…………………………………….(16%)
· Utility Services…………………………………………….(6%)
· Program Manager”s Expenses (Residence cum Office)…..(8%)
Fig. 10
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Fig. 11
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The cost of running the Project has progressively increased over time as shown in Fig. 12 (Yearly Recurrent Expenditure by Subheads (2004 – 2006)
Fig. 12
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13. Programmatic Recommendations 
The following recommendations for policy and programme development and for further operations are made with emphasis on roll out application to other LGAs to improve their PHC management approaches.
13.1 Policy Recommendations

13.1.1 MOUs

· The MOUs should not be seen as a mere piece of paper but as contract document which is binding on the parties for the promotion of PHC. This applies more to Local Governments and to a lesser extent to the State Ministries of Health. The level of support by Kachia LGA which signed the MOU was not significantly higher than those of Zangon-Kataf and Jaba LGAs which never signed any MOU. The highest level of political pressure must be brought to bear on LGAs to accept their stewardship role in providing basic social services to their citizens. 
· It is recommended that MOUs should be signed with Zangon Kataf and Jaba LGAs to provide a basis for soliciting support.
13.1.2 Rural Infrastructure.

· There must be a concerted effort by Governments to improve our rural infrastructure on which development including health depends. Provision of potable water, access roads and electricity are some of the social building blocks.

13.1.3 Funding and Productivity

· In the Kachia Project there is clear evidence of productivity as shown by verifiable Health Information. This permits TCF to justify further funding from its sponsors, Bhojraj Chanrai Foundation or any other partner. Health workers in Government should attract funding of services through productivity.

13.1.4 LGA Supervision

· LGA supervision of the Project must go beyond mere routine visits to include problem identification and problem solving in support of PHC. This means developing a proactive approach by LGA, Focal monitoring officer to ensure solutions to problems within the ambit of the LGA.

13.1.5 Safety Net Initiative for the Poor
· Governments need to establish organized Safety Net Initiatives for the Poor including the supply of free and/or subsidized essential drugs to infants, children and pregnant women.

13.2 Recommendations for PHC Programme Development

13.2.1 PHC Catchments 

· The concept of PHC Catchments at all levels is not only clearly understood but is made visibly functional by the Project. It permits delineation of function, organizational and functional decentralization, effective targeting of service and easy management audit. As a result reliable information on the Project snowballs from household/family/community level to Health Post to Health Clinic and finally to the Apex Health Center at Gidan Jibir. This achievement requires immediate roll out through study tours by other LGAs.
13.2.2 Health Management Information System

· The internal workings of the Project are revealed by a vibrant and reliable health information system which is exposed for all to see in the Community Health Information Board at every health facility. These records are updated on a daily basis. 
· It would appear that at the Health Clinic and Health Post levels the NHMIS forms are not used; instead the Project health forms are completed by the health workers. 
· However, it should be carefully pointed out that relevant data are transferred into the NHMIS forms and disseminated regularly.  The Zonal PHC Coordinator and the PHC Coordinator, Kachia LGA have confirmed timely and regular receipt of data in NHMIS forms from the Project.
13.2.3 Health Attendants

· The issues surrounding the Health Attendants should be dispassionately viewed. There is no National recognition of this “cadre” of health workers. This does not of course preempt policy change to accommodate them. However they are the key service providers and fill a great need; and much of the success of the Project strategically depends on them. They have succeeded where CHEWs failed acting as internal community mobilizers, identifying priority families where children and women of child bearing age live; placing them on a PHC “conveyor belt” and fast tracking them to higher levels of care.
· Figure 13 summarizes the growth and progressive expansion of Village/Family Visits by Health Attendants from 2003 to 2005. During the period Village and Family Visits increased by 1,994% and 2,668% respectively.
Fig 13
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· They have a high level of entry qualification similar to CHEWs but much higher than the TBAs. Compared to TBAs, they received a formal but intensive training in PHC and what they might have lacked in experience is offset by practice and continuing education.
· Health Attendants do not show laxity in attitude unlike Government health workers in Government health institutions; and some CHEWs in the Project area. In one of the Health Clinics evaluated, the Health Attendant was more knowledgeable than the supervising J-CHEW on PHC activities at the clinic!
· The Project manages its health attendants in a unique way. Following their selection with community input the successful candidates are sent for formal training. On successful completion of the training they sign a contract with the Project to work for a period of 3 years in the first instance with a clear job description and schedule of services. Since the human system is dynamic and change is inevitable, the Project does NOT prevent the HAs from aspiring to higher levels of qualification. However such change MUST be at the end of the contract. 
· The HA can then move out of the Project for further training but CAN NOT return to the Project even after obtaining an additional qualification; the vacant position having been filled by another person who had been trained in anticipation of such withdrawal of service. The HA with additional qualification joins the labor market to seek for an appropriately enhanced job. 
· In the Project out of the cumulative total of 56 HAs so trained, 6 (or 10.7%) have dropped out in favor of higher training in nursing, CHEW courses or marriage. Given the enabling working environment, the CHEWs must be made to fulfill their primary function of extending PHC services to where people live and work or make way for those that will.
· The HA cadre is an innovation demanding critical appraisal and possible role out. From January to October, 2006 the Health Attendants took 64% of deliveries occurring in the communities as shown in Fig 14 below.
Fig 14  Kachia Project: Cumulative Proportion of Shared Deliveries (Jan. – Oct., 2006)
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Source: Kachia Project 2006
· Hospitals shared 9%; TBAs 8%; Primary Health Center/Clinic5% and Others 14% of the deliveries.
· The Project has seen a progressive client uptake from 2003 to 2005 for both Paying and Non-Paying Clients. (Please see Fig. 12: Kachia Project – Yearly Client Uptake, 2003 – 2006)
Fig 15: Kachia Project: Yearly Client Uptake (2003 – 2005)
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· The expansion is service is largely due to the Health Attendants.
· In summary Health Attendants are the foot soldiers of a well organized PHC system.

13.2.4 Ward and Village Health Systems
· The Project should operate a Ward Health System in consonance with NPHCDA guidelines. However it is recognized that illness transcends Ward boundaries but this does not preempt organizing a Ward Health System. Clients living within a reasonable distance of the target ward can avail themselves of its services until a formal expansion of the service into those satellite communities is carried out.
· There should be a re-clustering of Health Clinics, Health Posts, Villages and Families into existing political wards using information in Annex 5 as the basis.

· In Ward 6 (Kwaturu) a Health Post should be identified an upgraded to a Health Clinic status.

· Each Ward Health Clinic should supervise the Health Posts in the Ward catchments; and is a sub apex clinic which reports to the Apex Health Centre at Gidan Jibir.
· Health information now should flow from families to villages to the supervising health post to Ward Health Clinic and finally to the Apex Health Center at Gidan Jibir.

· Each Ward Health Clinic would have a Health Information Board to summarize health activities in the ward; have a Ward Health Map and a managerial community committee.

· Ward Health System should be developed in Zangon Kataf and Jaba LGAs.

· Village Health System: The Project has stabilized the Health Clinic, Health Post Systems and needs to further develop the Village Health System by training more TBAs and formally linking them up with the Project. The role of Village Health Workers may be superfluous since the Health Attendants are indeed very close to the communities.
13.2.5 DRF and Safety Net Initiative for the Poor.
· The Evaluation Team understands that the Project is about to, if it has not actually, commenced the classical DRF implementation. How this will impact on the wide Safety Net Initiative already in place has to be closely monitored. A decision may have to be made in future as to whether the Safety Net should shrink and/or alternative funding sources identified since the Project will eventually wind up.

14. Areas for Operations Research.
· Safety Net Initiative: The uptake of PHC services has seen an expansion over the years due to several factors including the Safety Net Initiative. Tampering with this Initiative could result in patient flight. Thus the Initiative requires a comprehensive appraisal to ensure its sustainability.

· The Role of Health Attendants:  It would appear that the reduction in MMR may be due to the role of Health Attendants among other interventions. The role of Maternal Care Givers (TBAs, HAs, CHEWs, Midwives) should be appraised and the role of HAs and their quality of care set in their proper perspective before any roll out.
Conclusion
· The  Kachia  PHC Project  is  largely a success with  positive  ROLL - OUT STRATEGIES especially in  the  areas  of management by objectives; institutionalization  of  catchments , health information  system , endogenous community mobilization and Safety Net Initiatives for the Poor, as operationalised  by a  frontline and dedicated “cadre” of health workers called HEALTH ATTENDANTS, the foot soldiers of a well organized PHC Delivery system.
Walijo HC 


Catchments





Z-Kataf LGA





Jaba LGA





Kachia LGA





Sabon Sarki Catchments





Jaban Gogo Catchments 





HC G- J





HC G- J





Job Description of Health Attendants:


Resides in the Health Post / Village for 6 days a week.
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