FOREWORD

Our country has emerged from eleven years of brutal war that has decimated, dehumanised its population and destroyed much of its health infrastructure.  

We have completed the process of resettling those who were displaced within our borders or made refugees in neighbouring countries.  The country is now undergoing a developmental stage in its history. 

Our basis task now is that of continuing to move together with other nations towards meeting the millennium goals in all it’s facets.   In this circumstance it becomes imperative to effect a major review and update of this handbook, which has been found to be immensely useful during the past ten years.     

Many months of dedicated work including two regional and one national workshops   were put into its preparation. Indeed a comprehensive revision of the data collecting forms at Primary Health Units level immediately preceded this work and these together with the revised supervisory protocol are among the Annexes of this Handbook.

It is my fervent hope that this handbook be considered a vital companion in effecting Primary Health Care work, unifying and consolidating all our efforts to promote, prevent and cure illnesses even at the village level. 

 Where necessary, documents like those on the Bamako Initiative and the Rational use of drugs can add to the clarity of its operational directives.

Armed with this handbook let us all work effectively to achieve the Millennium Goals.


                                                                                                Hon. Abator Thomas (Mrs)                                                          

                                                                                                            Minister of Health & Sanitation
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                                                          INTRODUCTION

This present edition of the NATIONAL OPERATIONAL HANDBOOK FOR PRIMARY HEALTH CARE IN SIERRA LEONE is the result of a long series of steps since the Alma Ata Declaration in 1978.  The original Edition was produced in 1987 and revised in 1990 and 1997.

Since then a NATIONAL HEALTH POLICY published in June 1993 and revised in 2002, (draft) introduced a new direction for the Ministry of Health and Sanitation.   The focus was on the development of Preventive Services while simultaneously strengthening the existing health delivery system including Primary Health Care.  A comprehensive National Health Action Plan that describes a total of 13 technical programmes all of which have direct impact on Primary Health Care followed this.  

There have also been publications on THE BAMAKO INITIATIVE, which give the population real responsibility in the management of the Health system and RATIONAL DRUG USE. It also emphasises effective Community participation and Community Financing.  The P.H.C Data forms were also updated and printed with a supervisory protocol.

To effect the update of this 2004 edition of the handbook; the following steps were undertaken:-

· Preliminary communication was made to all District Health Management Team (DHMTs) requesting information on the current health status of their respective districts.

· Two regional workshops were organised, one in Makeni for districts in the North and the Western Area and another in Bo for Districts in the South and East. The results of these workshops were used as working tools for the national workshop to finalise the review exercise in Freetown 

· Final workshop for all stakeholders was conducted to harmonise and standardise all approaches in the implementation of PHC in Sierra Leone.

· The first draft of this revised edition was made to incorporate much of the suggestions put forward by the DHMTs and other workshop participants.

· This draft was circulated to all stakeholders. 

· Finally, this Edition was produced
As stated in the first edition, the main objective of this handbook is to standardize the PHC approach in the country in such a way that all activities will be synchronized to produce optimum results.  There are twelve administrative districts in the three provincial regions.  These together with the Western Area constitute the 13 health districts in Sierra Leone.  The districts are further divided into chiefdoms through which health care can permeate effectively to the various towns, villages and hamlets in the chiefdoms.

This book is a guide not only for personnel of the Ministry of Health and Sanitation but also for all stakeholders working in the health sector.

The need to keep this handbook constantly up-dated cannot be over emphasized.  Feedback suggesting improvements is therefore expected from all users.

Manpower is considered to be the most important resource in the country, therefore, although all the material in the handbook is important it is felt that special attention should be drawn to training and job descriptions.

The following documents are indispensable for the effective implementation of PHC in Sierra Leone:
The National Health Policy 

The National Health action Plan

The Bamako Initiative

The Supervisory Protocol

The Handbook on the Rational use of drugs 

They together constitute a body of documents indispensable for the effective implementation of Primary Health Care.

OBJECTIVES OF THE HANBOOK

OVERALL GOAL:-  To standardize the PHC approach in the country  such that all activities are synchronized to produce optimum result.

OBJECTIVES

1. To guide the development and implementation of PHC services throughout Sierra Leone.

2.   To provide information on the distribution and status of existing health infrastructure within each   district to enable the planning and implementation of a more equitable distribution of service within and between districts:

3.  To define the standard specifications for buildings, facilities, equipment and drug for each specific   level of health service delivery.

4. To outline procedures for collecting and analyzing information relevant to the organization and effective delivery of health services at all levels including the community.

5. To guide the District Health Management Teams and Health Workers in the prevention, control and management of priority diseases and health promotion generally.

6. To encourage collaboration and coordination among all those who input into health care related activities to maximize the benefits from the resources available and ensure more equitable distribution.

7. To encourage the formation of a District Health Task Force to marshal resources and provide a driving force to combat epidemics and ensure continuous cooperation at all times.

8. To give guidelines on the further development of Primary Health care within Districts with particular reference to staff training, support and supervision.

9. To detail the operational aspect of PHC – the function of each service point (hospitals and peripheral health units) and the job description of personnel involved in PHC.

10. To describe the management of health resources.

+

11. To ensure coordination within decentralization.

Chapter I

1.1                            BACKGROUND TO PRIMARY HEALTH CARE

IN SIERRA LEONE

Sierra Leone was a signatory to the famous declaration formulated at WHO/UNICEF conference at ALMA ATA in 1978.  The need to make operational and implement this declaration was underlined in the Health Policy document of June 1993.   Here, quoting the Alma Ata declaration, Primary Health Care is defined as “essential health care based on scientifically sound and socially acceptable methods of technology made universally accessible to individuals and families in the community, through their full participation, and at a cost that the community and the country can afford to maintain at every stage of their development in the spirit of self-reliance and self-determination.  It forms an integral part of the country’s health system, of which it is the central function and main focus of the country’s overall social and economic development.  It is the first level of contact of individuals, families and the community with the National Health System, bringing health care as close as possible to where people live and work and constitutes the first element of a continuing health care process” (page 14 of National Health Policy June 1993).

Thus there has been a determined effort to implement the ideals, which the country has subscribed to by signing.  The following are some of the more important steps taken since 1978. 

1. A series of intersectional, regional and national workshops to discuss the concepts of Primary Health Care were held in Kenema, Bo, Makeni and Freetown during 1982/83.  These workshops were attended by delegates from the Ministries of Education and Agriculture as well as from the then Ministry of Health and Social Services

2. The Government has encouraged the development of several projects, which support the PHC approach within the country, funded and organized by Non-Governmental Organizations (NGOs).  The two largest projects were those at Bombali, partly supported by UNICEF and a church agency (Meserior- Catholic church organization) and WHO and the second was the GTZ-Funded Bo-Pujehun project in the Southern Province.

3. The Government/World Bank Health and Population Project (HPP) in 1986 supported PHC in Kenema, Moyamba, and Tonkolili Districts. These were maintained by the collaborative inputs of the Government and UNICEF.  Plan International supported the Rural Western Area Primary Health Care Programme in 1993.  In furtherance to government commitment to PHC the European Union (EU) is supporting PHC in Kailahun, Kambia, and Pujehun Districts respectively. 

4.
To unify the approach, the national guidelines concerning the development and implementation of Primary Health Care were developed and embodied in THE NATIONAL OPERATIONAL HANDBOOK FOR PRIMARY HEALTH CARE, which was first published in 1987.

5. Following the publication of these guidelines, a further series of national workshops were held to discuss the detailed implementation of Primary Health Care within the Ministry of Health facilities and services.  District Medical Officers, Public Health Sisters and Environmental Health Superintendents, attended these workshops.  Special attention was given to the development of     Peripheral Health Units and training of auxiliary staff.

6. Between 1986 and 1989, substantial support has been given and efforts made in promoting PHC components, notably immunization and essential drugs availability.  These two named components have achieved a national coverage and represent a firm foundation for the consolidation and expansion of the District based PHC approach referred to in 2 above.  A five- year programme proposal to proliferate community-based MCH/PHC nationally, between 1989 and 1993,was finalized by the Ministry of Health, in collaboration with UNICEF and WHO. This proposal, inter-alia, sought to develop the successful introduction of the community financing of PHC-component services and achieve the self-sustainability of PHC, which had not been fully taken into consideration previously.                                                           

7. To strengthen and enhance PHC implementation, Ministry of Health is now designated the Ministry of Health and Sanitation to emphasize the Environmental Sanitation aspect of its functions.  Further to the previous restructuring of its administration, apart from the Director General Management Services, a Directorate of Primary Health Care was created to oversee the following thirteen (13) programs whose responsibilities focus on particular aspects of PHC.  

To further strengthen the Directorate of PHC a new Directorate has been created to oversee Disease Prevention and Control programmes.. 

            These include;  

· Malaria control programme.

· Leprosy/Tuberculosis programme.

· HIV/AIDS.

· Onchocerciasis

· Expanded programme on Immunization

· Integrated Management of Childhood Diseases.

The Directorate of PHC will now oversee the following programmes:-

· District Health Care

· Health Education

· Nutrition

· Environmental Sanitation

· Reproductive Health and M.C.H.

· School Health

· Mental Health

· Oral Health

· Community Based Rehabilitation

8.     The Health Policy was formulated in 1993.

9.     The National Health Action Plan was put in place in 1994 and is now being implemented.

   10.     Planning at the micro level by various managers within the Directorates is ongoing and regular.

   11.     Detailed districts plans are regularly developed.

   12.    All plans are formulated according to the following:

        What must be done?

              Who must do it?

              Within what period of time

  With what resources?

   How is it evaluated ?

1.2
HEALTH POLICIES IN SIERRA LEONE

Government has focused policies on the development of promotive, preventive, curative and rehabilitative services.  This development is expected to continue and to intensify with the setting up of medical manpower training institutions so as to provide a constant supply and/retention of all categories of manpower needed to effect PHC and other health care programs nation-wide. 

The policy goals of the recent National Health Policy published in June 2003 are;

· To decentralize the administrative structure of the health care delivery system culminating in the creation of District Health Boards which will only function within the framework of less stringent central control.

· To identify areas of possible mobilization of resources to ensure sustainability.

· To provide adequate manpower both in numbers and quality for the effective delivery of Health care services to the country with particular emphasis on rural population.

· To provide a network of functional health institutions for effective health care delivery.

· To provide a reliable transport and communication system to facilitate effective health care delivery.

-     To reduce the high mortality and morbidity among mothers and children thereby improving their quality of life.

· To provide alternate sources of health care by encouraging private practice.

· To develop and make optimum use of the potentials that drugs have in controlling common diseases in Sierra Leone.

· To reduce the incidence and prevalence of communicable diseases

· To improve the nutritional status of the population, especially children and mothers and other vulnerable groups.

· To provide relevant information for planning and management of the health service.

· To educate the general population on health matters so as to bring about the    necessary changes in behaviour that will lead to the attainment of better health

· To train appropriate cadres of health personnel to meet the health needs of the country.

· To ensure the highest standards of ethical behavior in Medical and allied professional practice.

· To determine research needs and ensure ethical acceptability in research.

· To ensure that medical practice conforms to the laws of Sierra Leone.

-   To develop and use folk phytomedicine and other acceptable curative system to provide Primary    Health care especially to remote and inaccessible parts of each chiefdom so that even in these areas the people can have 24 hours coverages of, at least, first aid and faliative treatment.

To Realize these Goals:-

The whole manpower of the Ministry has been restructured to create two Directors General (of Management and of Medical services respectively) and ten Directorates including Directorate of Disease Prevention and Control (DPC). 

· A National Health Action Plan has been put in place spelling out 13 technical programmes.

· Each district has a District Medical Officer who heads a District Health Management Team to ensure effective Health Care Delivery and service development.

· 13 Programme Managers have been appointed who with the DMOs will focus on particular aspects of Health promotion and disease prevention and cure.

· New manpower training schools have been established and the old ones have been strengthened.

· In-service training has continued to update the skills of serving personnel in all areas of the Medical service.

· Rehabilitation of the health facilities is now on going.

· New Programmes have been identified:- namely Mental Health, Oral Health and Community Based Rehabilitation.
1.3     GOVERNMENT POLICIES AND COMMITMENT TO PRIMARY HEALTH CARE

In recent years Sierra Leone has formulated comprehensive National Development Plans (NDP) and Public Investment Programmes (PIP).  These are the National Five Year Development Plans ((1974/75-1978/79); Three year PIP (1980/91)-(1982/83); three year NDP (1983/84 – 1985/86); and lastly the Sierra Leone Programme for Rehabilitation and Economic Recovery (1985/86-1987/88).

 More recently, the following have been produced:

· National Health Policy in June 1993;

· National Health action Plan in February 1994 and other pertinent publications including those addressing problems of Rehabilitation, Reconstruction and Resettlement.

The National Health Development Plans and the National Health action Plan are an integral part of the National Socio-Economic Plan(s) of the Ministry of Planning and Economic Development.  Indeed the Health for all by 2000 (HFA/2000) strategy has specifically received mention in the following terms

           “The Government of Sierra Leone is committed towards the world wide goal to achieve Health 

  For all by the year 2000 and has endorsed the resolutions of the World Health Organization (WHO) Member states in the Alma Ata conference on Primary Health Care, and UN Water Conference at   Mal del place, Argentina, which designated the period 1981 – 1990 as the International Drinking Water supply and Sanitation Decade”. 

Government is aware that improvement of health results from genuine economic growth and that investment in health is essential for such development.

Indeed the creation of the Ministry for Gender and Children’s Affairs underlines government awareness of the needs of the most vulnerable group and commitment to address these needs.  The long-term goals of national development in Sierra Leone are:

· Achieving a more equitable distribution of income and wealth;

· Attainment of a higher degree of self-sustaining economic growth;

· Promotion of development through aided self-help methods;

· Attainment of collective self-reliance through cooperation with other members of the AU;

· Attainment of sustainability of beneficial programmes.

 Social justice demands that all sections of the population enjoy a fair share of the national income and services including health.

The Ministry of Health has administered a revolving fund for essential drug purchases with UNICEF since 1986 incorporating cost recovery from the community.  All of the 13 districts in the country have initiated activities to strengthen PHC.


In 1987, African Health Ministers attending the 37th regional meeting of the World Health Organization (WHO) in Bamako, Mali, addressed the health care crisis by embracing a new strategy intended to accelerate primary health care, particularly for children and women in their regions.  

The strategy, known as “The Bamako Initiative”, seeks to use the sale of essential drugs as an entry point in PHC through Maternal and Child Health (MCH) posts and other Peripheral Health Units at district and peripheral levels.  The strategy also gives the communities a financial means of reinforcing traditional structures and practices to ensure that every one has access to PHC

In 1988 following the “Bamako Initiative” and as a further development of Sierra Leone successful implementation of the Essential drugs Cost-Recovery programme in 1986/1987, the Ministry of Health began the process of incorporating this strategy into its Health Policies.  A committee of experts was appointed to prepare a programme proposal for the implementation of MCH/PHC according to the BI strategy phased towards a national coverage.  Such a proposal was finalized in December 1988, and was presented for donor funding in 1989.  Initial funding and implementation began in mid-1990.

A key element of the proposal is to establish a 180 percent mark-up on the cost price of essential drugs as a target to attain in order to cover the cost of other MCH/PHC activities and achieve self-sustainability at the community level.

Chapter 2

2.1    What does a Primary Health Care System do in Sierra Leone?
2.1.1       The Principles of Primary Health Care

   There are seven main principles of Primary Health care derived from the Alma Ata Declaration.

1. “Equitable and accessible Distribution”
Health services should be more equally accessible to the whole population including rural   communities and urban slums.

2. “Community Involvement”
The community should effectively participate in planning, decision-making, implementation, monitoring and supervision of activities related to the provision of health care delivery services.

3. “Focus on Prevention and Control”

Health promotion through Health Education and Disease Prevention and Control through community programmes as well as curative services should be encouraged.

4. “Appropriate Technology”

The methods and materials used should be acceptable to the community, relevant to the major health problems and within the economic resources of the country.

5. “Multi-Sectoral Approach”

Health care is part of development.  It includes nutrition, water supplies, sanitation, education and other line ministries that contribute to the general rise in the standard of living of communities.

6. “Sustainability”

Sustainability is basic to improvement.  It is the means by which we accumulate benefits and thus improve ourselves.

7. “Constant Monitoring”

All programmes should constantly monitor and supervise their workers to maintain and improve the level of their positive effects on the community.

    2.2        THE MAIN ACTIVITIES OF PRIMARY HEALTH CARE SERVICES

The existing health services provided by both Government, private and NGOs are already performing many PHC activities.  Primary Health Care is not a new concept, nor is it something separate from existing services.  This statement is fundamental to the understanding of Primary Health care.  Primary Health Care is essentially an improvement and expansion of activities that are already being done in Health Promotion, Prevention and Control and effective Community Involvement combined with an effort to reach more people.
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Primary Health Care involves

improving, expanding and extending

existing health services.

The programmes and activities of Primary Health care in Sierra Leone include the following:

· Treatment

· The Expanded Programme on Immunization (EPI)

· The MCH programme in all its facets, including the training of TBAs, supportive supervision and family planning and reproductive health clinics of Government private sector and NGOs.

· The Health services at Peripheral Health Units

· The Health Education Programme

· The Diarrhoeal Diseases Control Programme

· The Leprosy/TB Control Programme

· Onchocerciasis Control Programme including Community Directed Treatment with IVERMECTIN (CDTI) distribution

· National Eye Care Programme

      -      School Health Programme.

· The Environmental Sanitation Programme including the provision of safe drinking water and the nationwide monthly environmental cleaning activities
· Mental Health.

· The Community Based Rehabilitation Programme.

· The Programme for nutrition and food security.

· Civil registration

· The formation of Chiefdom/Village/Area Health Committees
· The collection and effective use of data generated at the grass root level of the health services

· Provision of Essential Drugs

· Malaria Control Programme

· Integrated Management of Childhood Illnesses /IMCI

· HIV/AIDS, STIs

· Adolescence Health;

· Care of the aged

·  All of the above Programmes and activities have been enhanced and extended by the use of the PHC handbook over the last seventeen (17) years and the Sierra Leone Government, and concerned partners in health promotion and disease prevention and control intends, wants to consolidate the gains made and reach every community in the country with minimum delay.
                                         

 2.3.     WHAT NEEDS TO BE DONE TO IMPROVE AND EXTEND PHC SERVICES
It is worth noting that the process of decentralisation and it sustainability constitute the fundamental   platform for the comprehensive implementation of all components of PHC services. The first need is to decentralize and INCREASE COVERAGE:  that is, to make PHC accessible and acceptable to many more people, especially those in remote rural areas and urban slums. To achieve this we need to:-

      -     Decentralise proper Health Care Delivery System


· Provide logistics for supportive supervision 

· Construct and improve the Peripheral Health Units (PHUs) and their facilities (Clinic, Toilet, Well, Staff Quarters and Incinerator)

· Recruit, train and retrain appropriate and adequate staff

· Deploy well-trained health staff to man the PHUs appropriately (that is, Community Health Officers, retrained Nurse Dispensers and E.D.C.U. Assistants, MCH Aides and State enrolled Community Health Nurses, Community Health Assistants (CHAs) and Midwives, Environmental Health Officers).

· Distribute the PHUs within the District equitably, whilst maintaining 3-5 miles radius using the planning scheme

· Ensure regular supportive supervion of PHUs from the District level

· Strengthen District Health Programmes

· Improve feedback mechanism at all levels

· Strengthen integrated disease surveillance and response on communicable diseases

· Organize and improve the referral system between PHUs and District Hospitals.

· Assist the PHU staff to work with TBAs and with the community.

· Strengthen intersectoral co-operation, collaboration and co-ordination

2.      Secondly there is need to improve the PREVENTIVE/PROMOTIVE SERVICES
         some of the preventive actions needed are to:-

· Increase the number of children who are immunized;

· Increase the number of women who have safe deliveries supervised by either MCH Aides or

 trained TBAs in the rural areas.

· Increase the number of women of childbearing age who have anti-tetanus immunization.

· Increase the number of women attending ante-natal clinics;

· Improve health education service

· Increase local food production;

· Improve nutrition education and growth monitoring;

· Develop district programmes for the control of priority diseases (e.g tuberculosis, diarrhoeal diseases and so on).

· Involve the community at all levels of Planning Management and Implementation;

· Promote community Based Health Programmes;

· Improve data collection and use of health information.

· Improve road netwoek and conditions to facilitate referral

· Improve communication between PHU and District hopital.

3.     Thirdly improvement of the CURATIVE SERVICES

        This would involve:-

· Improvement in the diagnostic skills of PHU staff;

· An improved system of referral from PHUs to the District Hospitals
· The provision of essential equipment but ABOVE ALL what is required is:

· THE SUPPLY OF BASIC ESSENTIAL DRUGS AT A PRICE WHICH THE PEOPLE CAN AFFORD
In respect of this fourth requirement; it should be noted that of the eight elements of Primary Health care as defined by WHO, two are related to curative care, viz:

                “the treatment of common diseases” and

                “the provision of essential drugs”

4.    All of the activities listed above are best achieved through the input of Health Education which is 

       the lub, as it were, in the wheel of Primary Health Care.
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2.3

This element ensures the citizenship of everybody including the new born child and so contributes to their “Social Health”

(ii)    Provides intelligence on the growth of the population and hence aids community planning.

(iii)   Provide intelligence on the causes of mortality in various parts of the country-also essential for 

                      planning.

             (iv)   Creates the basic information to calculate

                     IMR, Maternal Mortaliaty rate, Life expectancy at Birth and at various ages, Disease specific 


Mortality Rate, Crude Birth Rate, Crude Death Rate etc.
CHAPTER  3

3.1      EFFECTIVE COMMUNITY  PARTICIPATION  AND  INVOLVEMENT

Summary

       The main activities required for PHC are: -

-     To plan for and effect sustainabiliaty

· To improve existing services;

· To increase promotive and preventive services;

· To expand the activities of the PHU’s

· To reach more people and to effectively involve them;

If each District develops an active programme as outlined above, Sierra Leone will create a primary health service worthy of its name.

The elements of PHC are shown in a diagram on the next page. This emphasizes the central role of health education in the integration of curative and preventive services and the post war interventions
3.2                Working with the Community

Working with the people requires a concept and an approach of mutual respect, trust and Partnership.  It calls for a change in attitude not only of the community but also, first and foremost, of the health worker.  He/she no longer needs to impose ideas on people, but rather encourage people to discuss, review and even criticize these ideas before they are finally adopted.  This takes more time and requires more skill and patience.  It demands the development of strategy that will win the people’s trust and confidence.  It creates an effective partnership, trust and mutual respect and ensures sustainable health development.

The health worker feels accountable not only to his/her Administrative/Professional bosses but to the community as well.

For any health programme to succeed there is need to be aware of the channels of communication in the community.  At district level this is done through the Ministry of Local Government and Community development.

Key persons and Organizations are: -

-   The Chairman, District Health Board.

· The Chairman of the Town Council


-   The District Development Committee


-   The Paramount Chief


-   The Section Chiefs


-   The Town Chiefs 


 -   Religious Organizations – CHRISTAG, ISLAG


-   Traditional Healers


-    Social Groups – Women’s Groups


-    Youths Groups


-    Intersectoral Groups

· Traditional Entertainers/Folk Media

                  At chiefdom level the community is best involved through:-




-   The Paramount chief

                                    -   The Chiefdom Development Committee

                                    -   The Section Chiefs

                                    -   The Section Development Committee

                                    -   The Town Chiefs


     -   The Village Development Committee and Area development committee


(in the case of Western Area)
                           -   Area Health Committee

               -    Inter-sectoral Groups


       -    Religious Groups


       -    Social Groups


       -   Traditional Healers
3.3    BENEFITS FROM WORKING WITH THE COMMUNITY
In the health field it must be realized that health cannot be given to people, it has to be attained by the people themselves.  Individuals,family and community members can perform most of the health care activities.  It is the parents who have to take their children forward for vaccination; It is they who should prepare and administer oral rehydration solution; and    it is they who decide what and how much the child is fed, and when and where to go for any health advice or assistance.  When wells and latrines are constructed, it is the community or members who use them, and it is they who need to maintain and protect them.  It is therefore absolutely essential to ensure full participation and involvement of community members in any activity that affects their health and well being.

Through involvement and effective participation the people will be able to:-

· Express their felt needs and concern

· Identify problems, rank them in order of priority and suggest ways of solving them

· Tailor programme strategies and activities to suit local customs,

· Identify and involve all the various personalities, factions, clans, ethnic and religious groups in programme activities;

· Identify, mobilize and manage resources e.g. manpower, money, material and time promote and sustain programme activities

· Acquire additional knowledge and skills that will enable them to participate more fully in programme activities

· Develop a sense of pride and ownership for the programme

· Assess progress, impact and limitations of programme activities and develop ways of maintaining progress

3.4      PROBLEMS IN WORKING WITH THE COMMUNITY

                        On the one hand:



-     Inadequate information


-     Unwillingness to change Inertia


-     Misdirection by leaders


-     Superstitious beliefs


-     Political division


-     Poverty

·  Infighting between communities

          
      On the other hand: -


-     Infighting between Health Workers

-     Poor motivation and low sense of commitment


-     Negligence of duty


-     Political bias


-     Administrative beaurocracy

  3.5       GUIDELINES FOR WORKING WITH THE COMMUNITY

This topic is vast and therefore cannot be fully covered here.  This handbook can only suggest the  following steps in outline.

-    Learn about the community, their needs, problems, resources, and leadership structures

      -    Listen to individuals, family,leaders; groups and community leaders and encourage their ideas;

      -    Show respect for the people’s customs, traditions and beliefs;

      -    Assist the community to identify priority needs;

      -     Encourage people todiscuss their problems ane needs, and help them develop appropriate 

             activities to address these problems.

      -    Find out how people make decisions in the community and help them use this method to take 

            decisions on their health and well being;

-      Identify existing committees or groups and stimulate them into action;

      -    Never be in a hurry to form new committees – only form them if there is none, and always 

           form them for a specified activity.

     -     Discuss and agree on expected roles of community members and give   people adequate 

            training before asking them to take up any new task.

    -      Guide and make people realize that there are alternative ways of doing things and that some of  

            these ways may be cheaper, faster and more effective than traditional ways.

    -     Identify opinion leaders and people who make things happen in the community e.g. those who   

           play key roles in the construction of the village, mosque/church, court Barrie or other Community 

           projects; discuss programme ideas with these people and support them in designing ways of 

mobilizing other members of the community

    -     Involve the community in data collection and share the feedback with them;

     -    Discuss with the community the progress, problems and limitations of programme activities 

     -    Organize inter sectoral meetings at chiefdom level so that the community is informed of progress

           or problem in related sectors;

     -    Establish a village register so that the community can get a profile of itself

     -    Organize training workshops for Community/Opinion Leaders and Youth Groups.

     -     Encourage the community tocreate and maintain record of Births and Death within it boundaries
            the village head or the village Priest/Imam should be informed of and keep record of all

            births and Deaths as part of their priviledge or duty.  This is also an ingredient of 

            responsible leadership.

Chapter 4

4.1    STEPS IN CREATING A FUNCTIONING PHC SYSTEM

INTRODUCTION

Having understood the main Principles of PHC and its activities, the next stage is to create an organizational system to run the service.  This, of course, is one of the main functions within the Ministry of Health and Sanitation.

The main steps are: -

1. Establish the District Health Management Team and outline its functions

2. Establish the District Task Force and outline its functions

3. Establish an administrative base

4. Review the existing health service, including the resources available 

5. Identify and determine the PHU Network including the personnel (the rural units and their personnel)

6. Establish activity plans for improved PHC implementation

7. Develop information systems

8. Ensure regular supportive supervision

9. Establish training programmes

10. Ensure/support interventions for disease prevention

4.2
DIAGRAM

   Peripheral Health Network (the rural units)
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Diagram showing steps in developing the Primary Health care Services
4.3      The composition of District Health Management Team 

The District Medical Officer is the Administrative Head and is responsible for convening regular meetings of the team comprises the following:

· The Medical Officer or Medical Superintendent or Specialist in charge of the district Hospital

· The District Health Sister (DHS)

· The District Environmental Health Superintendent (DPHS); 

· The Hospital Matron

· The Monitoring & Evaluation Office

· The Health Education Officer 
· The District Pharmacist
·  The Health Administrator or Hospital Secretary 
· The WATSAN Co-coordinator.
· Representative of Community Health Officers 

· Finance Officer

· District Operation Officer (D.O.O.),
· District Social Mobilization Officer,
· Birth and Deaths Registrar
·  MCH Aides training Coordinators.
· Disease Surveillance Officer
Other personnel may be co-opted into the team as and when their expertise is required.  These include, Specialist Physician, “Head of Health Training schools, or persons from International Agencies or Missions who work in the health field. 

The District Health Management Team needs to meet at least once every month and or more often when necessary e.g. when training programmes are underway or at times of emergency, like epidemics. 

4.4      THE FUNCTIONS OF THE DISTRICT HEALTH MANAGEMENT TEAM
 The District Health Management Team should: -

1. Take responsibility for the planning, organising and monitoring of the whole District Health Service including MCH clinics situated at District Headquarters.

2. Take responsibility for the planning, organising and monitoring of the whole District Health Services.

3. Meet at regular intervals (Preferably monthly) and on an ad hoc basis to: -

-   Review the activities of the past month


-   Plan new activities


-   Solve problems and obstacles, which have arisen


-   Prepare a timetable for supervisory visits

· Prepare and implement the training programmes

4. Organize the number and distribution of the Peripheral Health Units within the District to meet the requirements of population distribution and density i.e. to make PHC universally accessible (see Criteria for selecting PHU).  Ref; point should be identified.

5. Revitalize the existing network of health units by providing equipment, drugs and supportive supervision.

6. Train staff of the PHUs in Primary Health Care activities and arrange regular workshops for this purpose.

7. Encourage Community Participation and development of Village/Area Development Committees.
8. Ensure surveillance and prompt notification of all epidemic prone diseases and other notifiable diseases and take prompt action to control the outbreaks of such diseases.
9. Plan, organise and monitor intervention strategies against other priority diseases

10. Collect, collate and analyse information relating to health and the health services within the District and use it to monitor, evaluate and plan.
11. Improve the capacity and services of the District hospital to anable it to cope with the iincreased referrals resulting from improved PHC activity in the District.
12. Be responsible for posting all categories of staff within the District

13. Co-ordinate the activities of all health-related NGOs in the District.
Summary

The main functions of the District Health Management Team are to: -

· Administer Health services

· Equip and supervise the PHU staff and  train and post the staff

· Surveillance priority diseases and intervene appropriately

· Identify, Notify and Prevent and Control epidemic prone diseases

· Monitor the health situation and the health services of the District 

· Solicit funds and effect general advocacy

4.5 THE DISTRICT TASK FORCE        


 The Membership of the District Task Force should include the following:

· The District Medical Officer

· Representatives of line Ministries. 

· Health related NGOs and other partners.

· Community Representatives
The Functions of the District Task Force

The District Task Force should;

1. Support all health and development activities
2. Marshall funds and other resources, especially during emergencies,

3. Co-ordinate all emergency activities within the District
4.6        The Administrative Base
The functions of the District Health Management Team outlined above are both extensive and Continuous.  The average District may have 50 or more Peripheral Health Units and well over 100 technical staff, plus labourers, porters and other minor grades staff.  Peripheral Health Units are the delivery points of Primary Health care.  The support, equipping, maintenance and supervision of these units together with staff postings, arrangements for staff training and collection of records and reports, represent a major administrative task. It is clear that the District Management Health Team needs an administrative base.

4.6.1            The District Health Management Team’s Office

1. This office should have a large wall map on which are marked the location and type of all the Peripheral Health Units in the district. This map is used to study the relation of villages to the PHUs, the population coverage and access to health facilities.  It is also used to plan routes for supervisory visits.

2. In addition to the map, a chart of local demographic information indicating the identified target population should be posted.

3. The office also needs either a large filing cabinet or a series of shelves for the filing system which requires: -

· Manila folders- one for each peripheral health unit

· Manila folders – one for each member of PHU staff

· Files relating to correspondences

· Files relating to logistics – stocks, inventories, requisitions, transport

· Files to record the minutes of District Health Management Team meetings etc;

· Files for collection of the monthly records sheets;

· Files relating to District Health Information.

4. A small library containing books, manuscripts and documents related to Primary Health Care is recommended for used by the District Health Management Team members.

The Library may contain;

· Simple medical textbooks on health care

· Textbooks on the management of Primary Health Care

· Selected WHO publications;

· Sierra Leone manuscripts and publications such as: -

· The Country Resource Utilisation Report

· The National Action Plan for Primary Health Care

· The Sierra Leone National Drug Formulary

· Annual Report of the Ministry of Health and Sanitation

· PHC Operational Handbook;

· The Bamako Initiative Proposal

· The up-dated Health manpower and health facilities list of the District.                                                                                             
· The National Health Policy

· The National Health Action Plan
· District Health Profile report
· District Health Action Plan etc.
· National Eye Care Programme document.
· Other Documents/Papers/research reports produced by MoHS or NGOs
5. Writing equipment – Typewriter, stationery and office sundries.  Computers, printer and other related equipment and software programmes.

Chapter 5

5.1
An overview of the existing health situation
The existing health services, government, NGO, registered   Private Practitioners and Traditional Healers are performing many PHC activities.

Before the District Health Management Team starts to make detailed plans for the District it is advisable to make an appraisal of the situation as a first step.

 This overview covers four areas: -

1. The existing health service

2. Analysis of the main health problems 

3. The resources available

4. The community’s awareness and willingness to participate.

5.1.1         THE EXISTING HEALTH SERVICES

 A method summarizing the situation for each District is found in another section. The following is provided for each District:

· A small map showing the distributing of health facilities (2004)

· An update of the population of the chiefdoms and the type of health facility found in each main population centre, and comments about the functional status and degree of disrepair. 
· The health manpower of each District as presented by each DHMT.

· A summary of health units in each district in 2004 by type and health status.

Using the formats provided, the District Health Management Team can update its information. After confirming the current position of the PHUs, it is useful to mark each one on the wall map in the PHC office at district level.  It is also useful to make lists of all the technical and supporting staff of each Peripheral Health Unit in the District.

The hospital is also part of the District Health service.  The hospital should be reviewed against the ideal standards outlined in this handbook.

 At some point in the future it will be desirable to review in detail the functioning of each health unit.  This however, takes both time and money.  Formats and questionnaires, which can be used, are available at the Directorate of Planning and Information (DPI), Freetown. 

5.2       ANALYSIS OF THE MAIN HEALTH PROBLEMS IN THE COMMUNITY.

The District Health Management Team needs to make a brief “overview” of the main health   problems of the District.

Establishing accurate quantitative information on the health status requires a scientific survey.  This takes time, money and skilled staff and cannot be undertaken in the early stages of establishing a functioning Primary Health care Service.  Planning for the collection and analysis of health information is discussed in detail in another section of this handbook.

Baseline surveys have been conducted in six Districts since 1988 by the PMISU (now the Directorate of Planning and Information).  These reports can still be of assistance during the planning of Primary Health Care activities and programmes and in evaluation of these interventions.

It is hoped that such a baseline survey will be conducted in the remaining districts as and when funds are available.  The report will provide the basis of evaluation of the effect of interventions and for planning of programmes

Meanwhile, the District Health Management Teams can review local information on health which may be available-such as, Annual Reports of Government and Mission/NGO hospitals.  A survey needs to be conducted to obtain accurate quantitative information on the health status in the district; this usually requires time, money and trained manpower.  When this is not possible, community-based rapid assessments could be conducted to ascertain the health problems.  For example, Focus Group Discussions (FGD) could be used to identify the main disease in the community, the segment of the population mostly affected, community awareness as to the causes and management of diseases.  A list of priority diseases in Sierra Leone is given in another section. 

Having identified the important health problems, the District Health Management Team needs to guide the health staff in the clinic and Peripheral Health Units into ways and means of tackling them.  This may seem obvious.  But, in fact, unless the principles of PHC are successfully implemented-most of the country’s health problems may not be touched by the health service.  For example, without high immunization coverage with potent vaccines, measles epidemics and death will remain high all over the country.  There is no early treatment for detection and treatment of tuberculosis.  Until there are improvements in hygienic delivery by TBAs neonatal tetanus remains to be a major baby-killer.  Deaths from diarrhoeal dehydration in   some mothers and childminders are common and most Peripheral Health Units do not yet get oral rehydration methods efficiently.  The knowledge and efficient preparation and use of ORS/SSS should be ensured even at household level.

It is emphasized here that basic elementary Primary Health Care activities, to tackle major health problems, can be commenced – without waiting for elaborate information and record systems.  A simple review of common causes of death in the community will be sufficient to guide the District Health Management Team in the early stages.

The District have been supported by DPI to conduct surveys using the methodology and instrument developed also by DPI.  The DHMTs can now request assistance from the DPI to conduct these surveys as and when needed

  5.3
.THE RESOURCES AVAILABLE

Resources are conveniently grouped into people, Time and Money. Although money is essential, it should be realized the people are even more important.  No programme, however good or wealthy, will function without some hard working dedicated people with the appropriate skills.  The District Health Management Team needs to find ways to motivate the best health workers.  It also needs to look outside the Government Services, and see if there are experts or specialists working within missions and agencies, who would be able and willing to help out with supervision or training and every effort must be made to maximize their participation.

Materials are always in short supply and in the health service this applies particularly to transport and equipment.  The Peripheral Health Unit staff should be asked to make inventories of the current stock, and then deficiencies can be listed by using the standard equipment list.  A vehicle is essential equipment for Primary Health Care.  Just as one cannot perform operations without an equipped operating theatre, so one cannot maintain a District Primary Health Care Service without transport facilities.  The Community may be encouraged to use hammocks to move critically ill people over difficult terrain and/or long distances to reach either motorable roads or transport facilities to take them to PHU/Hospitals.  More attention should be paid to the use of local materials where possible in preference to expensive imported alternatives.

The money to run the District Health services comes from the government, which employs the staff and provides the facilities.   The District Health Management Team needs to press for its own definite allocation of funds for the peripheral services.  Only in this way will planning be possible.  In addition to the routine budget provided by the Ministry, the DHMT needs to look for other resources.  The community should be encouraged to pay the cost price of basic essential drugs; this should be fully utilized in promoting PHC more generally.  There are currently plans underway to decentralize the administration of the Health Services; when undertaken, this should contribute towards ensuring the availability of needed funds for district activities and programmes.  

Money is available for Primary Health care through many agencies.  To obtain funds it is necessary to convince agencies that there is a clear plan and that implementation will be so designed that it will lead to eventual self-sustainability.  This is another reason why the community is so important.

4    The community’s awareness and willingness to participate.

Chapter 6
6.1                  The Peripheral Health Units Network

Before the District Health Management Team embarks on any new projects or health interventions, it should re-organize the existing Health Service to conform to the standard requirements.  This rural Health Service is the basic infrastructure through which all Primary Health Care operates and through which all new planning innovations will be effected.


MAKING PRIMARY HEALTH CARE WORK

                                                     MEANS

MAKING THE PERIPHERAL HEALTH UNITS WORK

6.2
WHAT DOES THE PERIPHERAL HEALTH UNIT NETWORK MEAN?

A district has between 7 and 16 Chiefdoms/Area in case of the Western Area. A Chiefdom/Area has 3 types of Government health facility and four types of Community related health workers. 

6.2.1.      Government PHUs  

1. Community Health Centre (one Chiefdom/Area)

2. Community Health Posts (one or more per Chiefdom/Area)

3. Maternal and Child Health Posts (one or more per Chiefdom/Area

6.3              Community – Related Health workers,

· Traditional Birth Attendants (trained)

· Village Health Workers (e.g. Community Motivators, Blue Flag Volunteers)

· Village Development Committee (Area Development Committee in the Western Area)

· Action Groups (Islamic – ISLAG and Christian – CHRISTAG) members.

6.4                THE ORGANIZATION OF THE PERIPHERAL HEALTH UNITS

The number, distribution, size and type of health unit vary from District to District at present. It is desirable to work towards a more uniform and coherent system throughout the country.  The standard guidelines provided in this Handbook should help the DHMTs in planning the reorganization.


Three main aspects need to be considered;

· The distribution of the units

· The definition of the units

                                    -       The functions of the units

6.4.1
THE DISTRIBUTION OF THE PERIPHERAL HEALTH UNITS

At present the distribution is random, with some areas having clusters of centres, while certain large populations are under-served.  While it is not recommended to abandon any unit, some may be repaired and further developed into community health centres, while others may remain as Health Posts or be converted into MCH Posts. Using a map, together with census information on the population numbers and distribution (and also taking account of the NGO health services), the DHMT may plan the location of new units or the development of old ones.  As and when funds become available year by year, these plans can be implemented.  It is advisable to have an overall plan at the beginning of development instead of adding bits on an add-hoc manner periodically as in the past.

6.5
The Criteria for Choosing a PHU Location

The choosing of a PHU location is the joint responsibility of:

· The community (the Chiefdom Development Committee, the Village Development/Area Development Committee and the Paramount Chief/Community Leader).

                                    -     The District Health Management Team 

· The District Hospital Board

· The PHC National Office and the Directorate of Planning Information (DPI).

1. It should have a central location;

2. There should be a desire for a health unit within the community

3. There should be political and administrative support within government;

4. The nearest other PHU should be at least 2 hours walking distance (approximately 3 miles).

5. The site should be accessible, preferably by road (or by sea as appropriate) all year round.

6. A Community Health Centre is usually situated in the Chiefdom Head-quarters or in a well-populated area; it should have a catchment population of 5,000 to 10,000 or more within a 5-mile radius.

7. A Community Health Post is usually situated in a smaller town; it should serve a population of 1,000 to 5000 more within a 5-mile radius.

8. An MCH Post should ideally serve a population of 500 to 2,000 within a 3-mile radius.

6.6

THE DEFINITION OF EACH OF THE UNITS
There are three main types of Peripheral Health Units which are recognised and standardised as outlined above.  Each type has clearly defined functions.   The buildings, equipment, drug supplies and staffing levels are specified to meet these functions.

6.6.1
The Community Health Centre (CHC) 

These centres have preventive, promotive and curative functions   The National Action Plan for PHC specifies that there must be at least one per Chiefdom. This means that the average District will have a minimum of 7-16 CHCs according to the number of Chiefdoms.

In addition to it own catchment area, the CHC should oversee all the other units in the Chiefdom that is, the Community Health Posts and the MCH posts, as well as the community related health workers.  Therefore, the Community Health Centre takes responsibility for the health of the whole Chiefdom.

6.6.2
The Community Health Post (CHP)

These posts have similar functions to the CHC, but with fewer facilities and less skilled staffs. Certain functions that are performed in CHC will not be possible at these posts.

The number and distribution of these units will vary according to population and geography.

The Community Health Post will relate to the Community Health Centre in the following ways:-

· Patients should be referred from the Community Health Post to the Community Health Centre where improved services can be offered
· Urgent and/or more serious referrals and emergencies on the other hand should go straight from the Health Posts to the District Hospital to avoid delays.


              -    The Community Health Officer-in-charge of the CHC should support the person in charge of the community Health Post, by visiting him and discussing health problems of the area.  Community Health Posts have been manned by EDCU Assistants, but in future community health assistants will man them. 

6.6.3
The Maternal and Child Health Post (MCHP)

The Maternal and child Health Post is the first level of contact of patients in the village and grassroots level   At these posts, one or more MCH Aides will live and perform their duties Their accommodation is provided by their various communities.  

The number of MCH Aides working alone will depend largely on the number available in the District.  Others are attached to the CHC and the CHP.  They will be situated in the smaller towns covering a population of about 500 to 2,000 persons.  Newly graduated MCH Aides may work together with old colleagues until new posts are mapped out. 

It is not expected that the whole scattered rural population will be covered by the services of MCH Aides, but rather that work will be supplemented by that of trained TBAs.  MCH Aides are to be trained to work in cooperation with a surrounding cluster of TBAs in such a way that their economic interests do not conflict.  The TBA refers pregnant women to the MCH Aide for antenatal care and needed medication (e.g. Iron and folic acid) and in case of problems while MCH Aids refer mothers (not at risk) to TBAs for normal delivery where they live too far to be reached her during labour. 

6.7              THE FUNCTIONS OF THE UNIT                      

The Principle of Functional Coherence   By functional coherence we mean that there is an accurate correlation between the skills of the staff, the equipment and facilities available and the main health problems to be tackled. This principle is often ignored in three main ways.

 Firstly, a well-trained auxiliary (such as a nurse-dispenser or a community health officer) may be placed in a health unit with inadequate equipment and minimal drugs.  For example, he may be skilled in stitching wounds but have no needles or surgical thread or he may be   able to diagnose pre-eclamptic toxaemia but has no sphygmomanometer.  This situation leads to demoralization of staff and a rapid loss of trained skills due to lack of equipment.

 Secondly, poorly or partly trained staff may have facilities in excess of their skills; for example, they may purchase and prescribe drugs without adequate knowledge of their dangerous toxicity or side effects.

 Thirdly, health units may tackle some problems and ignore others for example, while conducting an excellent curative service, facilities for storage and transport of vaccine may be inadequate or resources for health education materials may not exist.

 The principal of functional coherence means that the 3 types of PHU should be variously equipped according to the level of skill of the staff.  The standard equipment list and the essential drugs list have been designed to relate directly to the expected function of the PHUs.

 A major work of the District Health Team is to give support, supervision and training in order to bring each unit up to its full functional potential.

The standard requirements for buildings, equipment, drugs and staff levels represent goals to be achieved for each unit and for each Chiefdom in the District.  This cannot be done overnight.  It will take time.  These standard requirements are detailed in B.2.  The functions of each type of unit are explained in detail in section B.

Chapter 7

 7.1                   COMMUNITY RESOURCES

It was said that the original declaration at Alma Ata was more optimistic than realistic.  In the interim period since then the real cost of implementing the PHC strategy has become apparent enough to support the unrealistic viewpoint.  However, many of the early attempts at implementing PHC relied far too heavily on external donors and government inputs and insufficient attention was paid to the role of the community.   The Community all too often, therefore, came to expect the provision of PHC services rather than to provide their own potentials with respect to their participation in PHC.  

It is only with the full involvement of communities and their active contribution to the process that the goals of Alma Ata will be achieved.  The cost of PHC has to be shared initially between Donors, Government and Communities but eventually it will be shared between Government and Communities alone.  Reduction of the reliance on external support will greatly increase the sustainability of PHC, leading to its recognition and acceptance as the “property” of the community.

There are three types of resources which are available to communities and which comprise their contribution to the cost sharing process: financial, material and manpower resources.

The first is very limited and communities should not therefore be expected to contribute too much; poorer sectors of the community should not be precluded from participating in PHC.  However, people will be willing to provide the cost of basic essential drugs in order to ensure their availability, and are usually able to contribute partially to the cost of the provision of other PHC services.  Material resources are limited to local material (sand, stone, timber, mud…), but this can represent the majority of the cost of a PHC intervention, e.g the construction of a VIP latrine.  Finally, manpower resources are unlimited and with the entire communities involvement in the delivery of PHC, this represents a major share of entire cost which is, as yet, largely untapped.

7.2
Planning the District Primary Health Care Activities
After having established an administrative base, reviewed the existing situation and reorganized the District Health service infrastructure, the District Health Management Team is now ready to PLAN for the full functioning of PHC activities within the District.
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Diagram of the planning functions of the District Health Management Team.

7.3

Why is Planning Necessary?

There are many things to do and there are many different ways to set about doing them.


We have to choose which are the most important things to do, where and when, what to do first, who will do it, what is the best way to get things done and what will make the most efficient use of resources.  Planning is about choosing and making decisions.

One reason for the current disillusion with planning is that plans so often remain on the paper on which they are written instead of being converted into activities in the field.

In order to avoid frustration of unfulfilled plans the DHMT would be well advised to follow certain simple rules:

· Plan only one new activity at a time

· Plan only within the limits of   available resources.

A plan for a health programme should be regarded in the same way as a plan for a building. Buildings are designed to be built but only of the size and with the materials, which can be afforded.  Health programmes are designed to be implemented but only within the limits of the annual budget or aid grants. 

The management and further development of a whole District is a larger and more complex operation than the management of a District hospital.  The introduction of training and interventions against priority diseases requires careful planning within the framework of the limited resources.

There are certain areas that need planning by the District Health Management Team. These are: 

· The improved functioning of the PHC network.

· The training and retraining of the health staff.

· The management of priority and epidemic prone diseases.

· The setting up a Health Management Information System.

· The involvement of community in planning and implementation.

Because of the size and complexity of each of these activities, it is advisable to tackle only one at a time, year by year.  It will be found that these activities inter-relate with the current manpower and resources available, it is not realistic to expect to develop all five areas immediately. However, a well-organized District is likely to attract international aid. A District Health Management Team with proven credentials (i.e. an effort to make PHC functional) could apply for assistance in a pilot scheme, going through the normal Ministry of Health channels. 

7.4
Improving the functioning of the PHC network
It will be found that these activities inter-relate. It is not realistic to expect to develop all five areas immediately.  A well functioning DHMT could apply for assistance in a pilot scheme ,going through the normal MOH&S. The remainder of this section contains brief outlines of the five areas listed above.

Support & Supervision

It has been stated above that: “making Primary Health Care work means making the Peripheral Health Units work”. This is fundamental. We now assume that the District Health Team has reviewed its rural health facilities, and that each chiefdom/area in the District has at least one Community Health Centre and a surrounding network of Community Health Posts and Maternal and Child Health Posts.

The existence of these Peripheral Health Units-even when supplied with adequate staff, equipment and drugs  does not mean a functioning health service.

What remains to be done?

To ensure functioning PHC, the DHMT needs to plan for:

· Adequate housing, prompt payment of salaries and entitlements

· Monitoring and supportive supervision

· Continuing education at all levels

· Evaluation and feedback

· Conflict resolution among staff /community

 These  activities  need to be planned  regularly, should be ongoing and interrelated 

.Staff welfare under the current decentralization process will become the responsibility of the DHMT.

The inter-relations of these processes mean that any training given is followed through into the field situation and that supervision of field activities becomes goal-directed.

· Periodic monitoring and evaluation

These four activities (support, supervision, training and evaluation) need to be planned regularly, ongoing and interrelated.

The inter-relations of these processes means that any training given is followed through into the field situation and that supervision of field activities becomes purposeful, meaningful and goal-directed.

Training for health activities means learning to DO things in the health field: certain materials (thermometers, syringes, needles, drugs etc.) are needed.  Therefore supply or support.

But training may be forgotten or activities done incorrectly.  To keep the whole programme at a high standard, it is necessary to supervise and evaluate. Evaluation is necessary to measure impact in order to enhance future planning.

An Example

To improve the standard of sterilization in the PHUs:

· Hold training workshops on When, Why and How to sterilize.

· Supply all PHUs with equipment needed for sterilizing. 

· To follow up whether sterilization is being done regularly and correctly.

· Evaluate the performance, determine weaknesses and plan retraining.

Supervision is a primary function of the District Health Management Team.  It means that senior and skilled personnel visit less skilled persons in order to help them, to support them, and guide them into correct ways of doing their tasks. Supervision is NOT inspection; it is giving support, training and assistance.

7.5

Conducting “supportive” supervision

By “supportive” supervision, we mean supervision that will lead to an improved   functioning of the PHU. Certain basic procedures help to make supervision “productive”

· Supervision should be planned on a regular basis –this might be a visit to each Centre every 2 to 3 months.  More frequent visits are impractical, given limited transport facilities and the condition of roads in the wet season. 

· Sufficient time needs to be spent at each health centre.  Minimal time of 4hours per Centre and preferably at least two days and a night in each Chiefdom/Area.  Brief visits can achieve little and waste time, money and transport.

· Supervisors need to use the supervisory protocol.  This is a series of forms, which help the supervisor to check the supplies and equipment and to observe the activities of the staff.

· Supervision can be delegated to Chiefdom/Area level so that Community Health Posts will receive more frequent visits from CHC staff.

· In addition to the detailed protocol, it is useful to carry a list of appraisal criteria to assess the quality of functioning.

· At the end of the supervisory visit, the supervisor(s) should give a summary report to the staff.  This should encourage better output by praising what is well done, and should point out what actions are necessary to effect improvement.

In addition to the above routine procedures, supervisors will also spend time discussing with the staff the implementation of the activity learned in the most recent training workshop, and will give additional training as found to be necessary.

After visiting the community Health Centre or Community Health Post, supervisors meet the Community leaders and listen to their comments on the health service.  Thereafter the supervisors should call up a joint meeting for ironing out difficulties and/or planning for the future.

In planning support and supervision, the District Health Management Team needs to:

· Design a 6-month or 12 month programme to include training workshops and a roster of supervisory visits.  The programme should allow each member of the District Health Management Team to make supervisory visits in a roster. This places less work on each individual member and will enable different Chiefdoms/Areas to be visited at different times without overcrowding the programme.

· Design the support and supervision roster, which is an important function of the District Health Management Team.

· Design and duplicate the protocol to be used-so that each team member uses the same protocol.  Also the PHU staff should know the standards required by the protocol.

· Relate the supervisory system to the training programmes.
7.6

THE TRAINING AND RETRAINING OF THE HEALTH STAFF
Training is needed both to maintain good standards of health care and to introduce new activities. Introducing, developing, and improving health care in the District requires a regular training Programme. Such training should not be sporadic or ad-hoc-but an integral normal aspect of District Health Workers is a normal job function of all senior and skilled personnel.  Any person who, by his training or skills has been promoted to the rank of supervisor should also accept the role of trainer.  Implementing Primary Health Care cannot be achieved without incorporating training as an essential part of health service activities.

Basic Training:
Health Training Institutions should update their syllabuses in line with the activities and programmes being implemented in the District, e.g. EPI, CDD, ARI, DPC, etc.  This will contribute towards enhancing the quality of heir performances.

A special method of training that may be used for developing District Primary Health care is known as “the Activity-Based Learning Process”or“ABLE”.  In simple terms this means learning to do an activity followed by support and supervision while practicing the activity in the Community Health Centre or Community Health Post.

Chapter 8

8.1

Introduction of activity-based learning process (able)
The Activity-Based learning process is a method used for continuing the Education of health staff which combine regular periodic, in-services training workshops with regular supportive supervision.

A large variety of in-service training methods are in use today: for example Discussion groups, exchange visits, drama role-play.   All these methods are useful in upgrading the knowledge of health staff and are commonly used in learning situation like seminars, workshops and refresher courses.

 How does the activity-based process differ from other method? And what advantages does it have over other methods of continuing education? It is a frequent experience of trainers and supervisors that, however successful a workshop, and however enthusiastically new knowledge is received, health staff return to their stations and fails to implement what they have learned. Particularly in primary health care activities, we are faced with this implementation gap. There are many causes of this well-known GAP between Knowledge and Practice-human inertia, reluctance to start new things, security in old familiar patterns and ways, not perceiving the advantages, lack of essential equipment, ridicule or hostility from colleagues, knowledge which is abstract rather than practical, too much extra work and so on.

The activity-based learning PROCESS attempts to bridge the implementation gap.  The emphasis is on PROCESS-because the learning process continues until the activities are actually implemented.  During the learning process the difficulties and obstacles, which are preventing implementation, are discussed and overcome. 

8.1.1      Advantages of the able process

1. It is specific and goal-directed and can be used to introduce management by objectives.

2. It incorporates the well-known principles of  “learning by doing”.

3. Because it is activity-based, evaluation and monitoring are automatically built into 

the process

4. Continuing education is not an “added extra” but an integral part of normal working life.

5. It connects the district personnel with the health centre staff and connects the health 

        Centre staff with the community.  It therefore strengthens the District Health Service.  

         Infrastructure

6. It assists team building by encouraging people to work together.

7. It makes supervision supportive, meaningful and systematic

8. It makes intersectoral cooperation practical and realistic.

9. It encourages continuous community involvement at a meaningful level.

10. Operational problems are rapidly discovered, so that obstacles to implementation can be removed in the early stages of the programme.

11. It ensures continuous learning at all levels including the “teachers” and the community.

12. It motivates health staff because they receive more attention and support and have more interest in their work.

13. It can be conducted at low cost, if incorporated into normal working schedules and visits.

14. The system is highly flexible; both the number and frequency of necessary contacts

through workshops or visits are variable.

8.1.2 Characteristics of able process;

1. The health staff learn only one or two activities over a period of time.

2. The time-period depends on how long it takes before the activity is implemented or established as a routine.  This may be as short a time 3 months or as long as 3 years depending on the nature of the introduced activity.

3. The activities are introduced in a workshop or group discussion.

4. The activities are then implemented in the normal work situation, out patients’ clinic, health centre or village.

5. After initial introduction there is a systematic follow-up activity     implementation.

6. This follow-up process may take several forms depending on the difficulties experienced and on the geography of the District.  There may be a second workshop to sort out the problems that have arisen during implementation.  Such a workshop or group discussion may be repeated a third time following a further period of implementation.

                                               The follow-up may also consist of supervisory visits to help solve 


               Implementation problems at the health centre/community level.

                   
7
  There is a final assessment workshop; to find out to what extent the                                            


                New activities are now part of the normal routine.
8.1.3     Example of an ABLE Process

For introducing the use of Oral Rehydration Solution Diarrhea Treatment

	MONTH


	ACTIVITIES

	January
	Introduction Workshop

       Health Workers Learning how to prepare Oral Rehydration Solution

· How to prepare Oral Rehydration Solution

· How to teach mothers to prepare ORS

· Train mothers how to give ORS

· Teach mothers how to give ORS

	February

March
	Health Workers

· Make ORS in Health centre

· Teach mothers to make ORS

· Train mothers how to give ORS

      Supervisors visits health centre/health post

	April
	Follow-up work shop concerning problem-solving

      Example of possible problems

· It is difficult to find sugar or bottles in the village

· Traditional methods are preferred by dominating grandmothers
· Health centre colleagues continue to use antibiotics only

	May – June
	Health workers continue introducing ORS trying to overcome the   problems with methods discussed in the problem-solving workshop.

	July, Aug. and

September
	Supervisors visits Health stations and help the staff in overcoming problems by ways advocated in the previous workshop.

	October
	Assessment workshops estimate extent of use of ORS by mothers and health centres.

	Nov., Dec, Jan.
	        Continue implementation

	February
	        Further assessment workshop

The ideas and practice are now gaining ground.


This does not exclude the introduction of another subject but once introduced, a subject must be followed through in every subsequent workshop until the activity is actually correctly implemented

Finding time, transport and money for supervisory visits is always a problem.  In this system, even if these visits are reduced in frequency, there is, at least, some contact between the District Team and the health staff in the workshop.

Notes:  It takes time to introduce a new idea to health staff and persuade them to practice it.

It takes an even longer time to extend that into the community as the PHU staff have to train the community and encourage acceptance of activities which only the community can implement.

 IMPLEMENTING PRIMARY HEALTH CARE TAKES TIME

This is why the ABLE process is needed

8.1.4
How to plan an ABLE programme

The questions to be answered by the District Health Management Team in planning the activity-based learning programme are shown in the diagram below:

You have learned a new activity

  Diagram showing stages in planning able-next page

What Primary Health Care Activity shall we learn to DO?

The activity-based learning process can be used to learn any activity; for example, planting fruit trees or building a village hall.  But in this manual we are concerned with implementing Primary Health Care.  So, the first question is what shall we learn to do, which will improve Primary Health care activities in this District? Or what shall we learn to do, which will introduce new health care activities into this District?

Here is a random list:

· Establishing an immunization register for all children in each village

· Traditional Birth attendants using hygienic techniques in delivery.

· Householders building water-storage tanks using local materials

· Controlling the distribution and use of essential drugs

· Mothers preparing and giving improved weaning food to infants

· Improving the 4 differential diagnosis and treatment of “fevers” in health centres

· Screening Ante-natal mothers for anaemia;

· Villages eliminating the main mosquito breeding sites

· Tetanus Toxoid. 

· Farmers building local fishponds as food supply’

· Building a protective “apron” and fence around village wells

· Establishing an “at risk” register in mothers’ and children’s clinics

· Mothers making and using Oral Rehydration Solution in early diarrhoea

· Screening for TB staining sputum for AFB in health centres;


There are many hundreds of PHC activities, which could be listed.  But, where do we start with this wide range of possibilities? 

Looking at a long list of PHC activities needing implementation may be discouraging- but as year-by-year more activities are being learned, such PHC activities will soon become accepted as normal as a hospital ward routine is now.  The activity-based learning process is meant to be continuous.  A programme may be designed for only one or two years, but another Programme will follow.  In this way, continuing education and supervision will become normal routine, and essential aspects of District Health activities.  So, how do we choose which PHC activity to start off the ABLE process?

8.2
How to select PHC Activities for the ABLE Programme
 First find a priority health problem

1. First make a list of the important health problems in the District-that is, the main causes of high mortality and morbidity:

      For example:          

· Measles
· Neonatal tetanus

· Diarrhoea

· Tuberculosis

2. Decide to tackle only ONE problem not necessarily the worst or the most common

3.  In choosing the ONE problem, think about the following

· Do people consider the problem serious? (If not, it may be difficult to obtain co-operation)

· Are there known methods of effectively dealing with the problem? For example  - we know how to deal with Neonatal Tetanus and measles – it is more difficult to tackle Road traffic Accidents or

Hypertension.

· Are the methods to be used simple to apply, economic, available and rapid?

     For example  - Neonatal tetanus  - simple economic, available and rapid results

Tuberculosis-complex, expensive drugs show results.

It is very important to start the programme with activities, which are simple and show visible results.  This gains the confidence of the community and also encourages the health Staff.  After 2 or 3 successful programmes, more difficult or complex activities can be tackled.

8.2.1      Preparing for the training workshops
After deciding what activities should be learned, the District Health Management Team needs to take several steps.

1. Find a large room or hall where the workshops can take place

2. Decide which group or health workers will learn the activity

3. Decide when the workshop will take place

4. Decide who will conduct the training

5. Prepare the training lessons and materials

6. Prepare a budget.

Preparing the training is vitally important.  The subject must be thoroughly researched so that   the training is accurate.  The local specialist should be consulted-for example, the paediatrician in a child health activity, a health educationist in a health education activity and so on. After researching this under the guidance of the specialist the team then decides on how much of it is necessary for PHU staff, in what manner the will be taught, what educational material will be prepared, who will do the teaching and how often.

The team must arrive at a small number of crisp, well-defined messages that are to be taken to the community by PHU staff.  The methods of reaching the community must also be specified e.g. home visits, women’s societies, health and development committees, the schools, the TBAs and Village Health Worker (VHWs).  Finally, the evaluation mechanism must be built in.

When the training has been prepared and the training materials (notes, posters and so on) are

ready, the District Health Management Team then prepares the Scheduled Programme of Workshops and supervisory Visits.  An example of an outline of dates of workshops needs to be given and approximate weeks of supervisory visits planned. It is essential that schedules be flexible because of difficulties involved in travel.

8.3
How to make a schedule programme for ABLE

The first essential is to prepare or draw a Year Calendar.  Then design two symbols one for Workshops (OO) and one for Supervisory Visits (XX).

Then select different colours for each category of worker for marking on the schedule when each will attend (for example, CHOs, /N (red), MCH Aides (blue), Sanitation (green), and so on).

8.3.1     Principles of the schedule design
1. The whole programme should be designed for a period of at least 6 months and preferably for one or two years, in advance 



 2.      Implementing each activity normally goes though several stages requiring 3   

                                  Workshops.


3.In addition to Health Workers’ Workshops, there may need to be other for, intersectoral personnel or orientation meetings with District Community Leaders.

4.  A further series of training session may be held in the health centres, where health Centre staff train Village or Community Health Workers.  These are scheduled within the implementation Period.
8.4

Factors Influencing the Scheduled Programme

1. Climatic seasons:  omit times of the year which present climatic obstacle – for

example, heavy rains which make roads impassable, extreme heat, which makes learning difficult or harvest time when rural workers may be too busy to travel.

2. Public Holidays – mark all national and religious festivals on the Year Calendar and avoid scheduling during these periods.

3. Transport -which is easier or more economical – health workers travel on public transport to the District centre – OR District Trainers to travel to several sub-district

centres (thus holding several workshops on one theme for workers near to those centres or both systems alternately?

4. Distance – if the District is large and travel time lengthy, it may be preferable to hold fewer workshops (e.g. two per year), giving a longer time for each (e.g. 3 days).

If the District is compact and travel time is short, it may be preferable to hold frequent short workshops – e.g. one day a month.

5. Accommodation – since ABLE is a process and is expected to become a normal, routine aspect of a District Health Service, accommodation in hotels must be 

actively discouraged.  Health workers might be given a minimal per diem and encouraged to stay with relatives.

6. Numbers and categories of workers whether different categories are trained together or separately depends on whether the activities to be learned are the same or different.

For example in a diarrhoea programme, Community Health Worker might be training in making ORS, Sanitarians in protecting water supply and CHOs in how to teach village health workers.  But there might also be a combined programme giving information on diarrhoea and an overview of all activities.

If this training programme is to become routine, cost must be kept to a minimum.  It is important not to establish “precedents” which will be difficult to maintain in economic cutback

Attending learning workshops is as much a part of a health worker’s job, as teaching is part of the supervisor’s job.

8.4.1         Is ABLE too slow?

         “Learning one activity at a time is too slow

It is true that there are hundreds of PHC activities, which need to be introduced and implemented at district level.  It is also true that it may take several months or even 2 years before even one activity is implemented.

The answer to this objection is simple-if it is possible for your district to implement 10 activities in one year-then, please do so. But experience suggests that human inertia and the nature of reality make this impossible in most places.

On the other hand, when one activity is successfully implemented, this encourages further learning and their follows on acceleration of change.  People become accustomed to learning, absorbing, and practicing new ideas.

Again even if only one activity a year is implemented throughout the District – great advance could be made in 5 years time.  Suppose that in 5 years the following situation obtains:

· Children are receiving adequate weaning diets in most homes

· All mothers are immunized against Tetanus.

· All villages have been screened for TB and most patients are registered under treatment.

· ORS is widely used in the early treatment of diarrhoea.

· Most villages have protected wells and clean stored water.

Achievement such as these could be realized in your District within 5 to 7 years using the ABLE process.

Which things do we need for ABLE?

It is well known that if you want to perform a surgical operation you need equipment – such as an anaesthetic machine and some other instruments. In contrast, it is widely assumed that if you want to undertake training, all you need is a piece of chalk:  This is not so good. 

Training-and particularly active learning methods need equipment.

For ABLE we need three basic groups of equipment and additional luxuries when available.

8.4.2     1.     Equipment for group discussions and presentation  

· Large sheets of newsprint or blank flip charts

· Coloured marking pens

· Drawing pens

· Cello tape or blue tack (a wall – sticking Plasticine)

· Separate tables and chairs for group work

· Blackboard and chalk.

8.4.3        2.    Equipment for written instructions and learning materials

· Manila folders with attachable clips

· A duplicator

· Stencils and ink

· Duplicating paper

· Typewriter

· Writing paper or notebooks

· Paper clips

· Staple and staple pins

· Paper punch

· Laptop

· Photo Copier

· Scanner Printer

· Audio Visual

· Duplicating machine

· Generator 

Wherever possible give duplicated written instructions concerning the activities to be implemented.

Since the activities are to be DONE in the Health centres and communities, it is important that the instructions are in writing so that the health staff can refer to them.  If duplication is not possible, health staff has to copy instruction.  This is highly undesirable, firstly, because it takes too much time and secondly because copied notes are so often inaccurate and contain errors.  It is therefore worth an effort for a District Health Management Team to obtain duplicator; a hand-operated Gestetner is study equipment as it operates during power cuts and does not go wrong as often as an electrical machine.

8.4.4.  3.  Equipment needed for the Activities     

In addition to the above two groups of training equipment, certain equipment may be needed for the activities demanded by the programme.

For example, a nutrition programme may require additional baby scales or growth chart or an Immunization programme may need syringes, needles or sterilizing equipment in the health centre.

Before commencing training it is important to make sure that the relevant equipment is available in the Health centres.

Additional Luxuries for Training and Demonstration (where possible)

· Overhead projector and transparencies                                                                    
· Water – soluble Coloured pens

· Slide projectors

· Epidiascope

· Teaching charts and models

· Diagnostic and procedural outpatient

·  Equipment for demonstrations (e.g.) 

        sphygmomanometer, Auroscope, - Syringes etc.)

        Apparatus for nutrition demonstrations

       Apparatus for laboratory demonstrations.

Chapter  9

9.1     Priority Diseases in P.H.C

One of the main problems with PHC is that there are so many health problems. That there is so much that needs to be done while at the same time we have limited facility resources and too few health personnel.

Placing these two factors together – “many problems” and limited resources” lead this conclusion – we can only manage some problems not all problems.  That is, we select
To select or to choose is very hard.  We would like to tackle all the health problems in Sierra Leone.

It is difficult to choose some problems and leave others, but this is the only way which resources are limited.

When we select a health problem to be tackled first because it is important, it is called priority problem or priority disease.  Priority diseases are different in each area and each country.  For example, in Europe heart diseases and traffic are priority conditions, but in Africa, communicable diseases such as measles and tuberculosis a often of greatest importance.

How can we select priority diseases for Sierra Leone? And how are priority disease managed in the Primary Health Care System.

9.1.1          How can priority diseases be selected?
There are several methods, which can be used to find out which are the important diseases.  One way is to ask the people in the villages.  This unfortunately gives “biased” answers-because village elders think of their own health problems and forget those of women and children.  For example, villagers will complain of joint and back pains, which are common among older people working in the fields, but they may not mention measles and diarrhoea, which are problems of children.

Another method is to look at the records in hospitals and health centres.  This again is “biased” because for various reasons certain types of disease are not brought in for treatment.  For example, neonatal tetanus is responsible for the deaths of many babies but this condition is rarely brought to health centres for treatment.

 Another way of finding diseases is to study the Government Health statistics but these are not yet accurate because the reports coming into headquarters from the Districts are incomplete.                                                               

One method that has been used in Sierra Leone is the scoring method of Walsh and Warren.  It depends on asking four questions about each disease and giving the answer a score.  The scores are then placed in a “formula” and calculated.  The number which results is the final score for that disease.

9.2

List of High Priority Conditions in Sierra Leone (2004)

In the Child

· Malaria

· Measles 

· Neonatal Tetanus

· Diarrhoea

· Acute Respiratory Infections/Pneumonia

· Anaemia

· Severe malnutrition

· Worm infestation

· Whooping cough

· Tuberculosis

In Pregnancy and childbirth

· Anaemia

· Maternal malnutrition

· Antepartum haemorrhage (APH)

· Postpartum haemorrhage (PPH)

· Obstructed labour

· Sepsis

· Toxaemia

· STD/AIDS

· Abortion (septic abortion)

In Adults

· Malaria

· Acute Respiratory Infections/Pneumonia

· Cardiovascular diseases including Hypertension

· Anaemias

· Diarrhoea

· Urinary Tract Infections

· Skin Diseases including Leprosy

· Dental problems

· Tuberculosis

· Accidental and violent causes (wounds, fractures etc.)

· Psychiatric and Psychological Trauma including Depression

· STD/AIDS.

· Yaws

· Anthrax

· Onchocerciasis

· Schistosomiasis

· Meningitis

· Lassa fever

· Yellow fever

· Cataract and refractive errors

· Conjuctivities (apollo) 

Epidemic Prone Diseases (Notify immediately and try to contain. Refer to higher level )
-                    Lassa Fever

            -                    Measles


-
          Meningitis

-
         Cholera (dected by MoHS)


-
          Shigellosis


-
          Tuberculosis


-
          HIV/AIDS


-
          Yellow Fever


-
           Anthrax 

Epidemic prone Diseases (and Districts mostly affected)

-
Anthrax 

Bombali Koinadugu

-
Cholera

Countrywide

-
Lassa fever 
            Kailahun, Kenema, Bo, Kono

-
Meningitis

Bombali, Koinadugu, Kono

-
Typhoid

Countrywide

-
Yaws

            Bombali

-
Yellow fever
            Bo, Kenema, Pujehun. Tonkolili

-
Measles.
country wide (October to May) 

-           Shigellosis.

9.3                Managing Priority Diseases In The PHC System
One of the criteria used in soliciting funds for control of priority diseases was “feasibility of control or 

effective treatment. This means that diseases on the priority list are either preventable or treatable.

Because priority diseases affect large numbers of people, they need to be treated or prevented in the whole community – rather than on individual basis.  This activity used to prevent or treat a disease to a large scale within a population is called an intervention.  One example of an intervention immunization, another example is “training TBAs on hygienic delivery”, yet another is “distribution of iron tablets at an antenatal clinic”.  The introduction of an intervention into a community is some times called a “health strategy”.

The effect of an intervention on a specific disease in a population depends on the disease and the types 

of intervention used.

An intervention may:

1. Reduce Mortality rate.  This means that although many people are still suffering 

from a condition only a few will die of it.  For example, the widespread use of oral   rehydration treatment for diarrhoeal diseases results in less dehydration and death.  

But it does not itself reduce the number of children getting the disease.

2.  Reduce the morbidity.  For example, early treatment of leprosy and tuberculosis 

  reduces the long-term serious implications of these two diseases.

Therefore, one of the most important activities of Primary Health Care is to apply intervention against

 priority diseases on a large scale.  When this is done the effect will be to reduce the amount of serious 

disease in the population and reduce the deaths and chronic illness resulting from such disease conditions.

It is clear that noticeable effects will only occur if intervention is applied on a large scale.  For example, 

about 90% of children should be immunised against measles to prevent an epidemic. Large-scale 

interventions are best organised through the peripheral health units in most cases, although some 

situations mobile teams are effective.  It is recognised that some interventions require a lot of work and 

finance and cannot be undertaken by District Health Management Teams alone although the

 District Health Management Teams can organise and supervise Teams alone.  But the District Health Management Team can organise and supervise interventions throughout District using the Peripheral 

Health Units.

Types of Intervention

Not all interventions in PHC are health service activities.  Many effective interventions are introduced 

by other sectors of the Government, bilateral agencies and NGOs.  For example, improved water supply 

is the responsibility of the Ministry of Energy and Power and improved food supplies of the Ministry of Agriculture Forestry and the Environment.  Both these may be regarded as interventions having a beneficial 

effect on health, in reducing diarrhoeal disease and malnutrition.

Some examples of interventions and their effects are shown in Table 1.

Many conditions can be tackled using combined interventions: a good example is diarrhoeal diseases, where a combination of improved personal hygiene, improved water supply, proper excreta disposal, and early treatment with oral rehydration could be effective.

The main interventions recommended for the top 5 priority diseases in Sierra Leone are shown in the next table.

Whatever interventions are used, it must be decided who will effect them, when and where and with which equipment and logistics.

 TABELE I

9.4   Expected Impact Of Different Intervention Strategies In Primary Health Care*

Intervention Strategy




Health Problem Affect

Expanded Programme of Immunisation


Neonatal Tetanus









Measles, Whooping Cough









Polio, TB.

Antimalarial Chemoprophylaxis



Malaria, Anaemia

And treatment in pregnancy

Simple treatment in PHUs




Diarrhoea Dehydration

Oral Rehydration





Pneumonias

Antibiotics






Anaemia

Haematinics

Environmental Sanitation




Malaria, Darrhoeal Diseases other insect

                                                                                                 And/or waterborne/food bone disease,skin

                                                                                                 Disease, intestinal parasites

Antenatal screening, treatment and referrals
                        Anaemia,









Low birth weight









Ante and post partum









Haemorrhage









Pre-eclamtic









Toxaemia









High-risk labour

Improved child delivery by MCH 

                        Neonatal Tetanus

Aides and TBA’s




            Post partum haemorrhage








            High-risk labour

Improved quantity and



            Diarrhoea

Accessibility to water




            Skin disease








            Worm infestations

Improved nutrition education


                        Malnutrition, Infantile

Growth monitoring and promotion

                        Diarrhoea, Intestinal Worms

Exclusive Breast Feeding
0-4 months
Infantile Diarrhoea









protein energy malnutrition 







            and intestinal worms

Counselling of traumatised adults and children
Mental Health

TABLE 2

9.5                                            Some Feasibility Intervention Strategies For High

Priority Diseases

	Health Problem
	Community/Village Level
	Peripheral Health Unit Level
	District Health Team

	Neonatal Tetanus


	Improved training of TBAs

Co-operation between MCH Aides and TBAs
	Immunise mothers against tetanus

Train TBAs and Educate mothers in hygienic delivery & cord management

Increase number of deliveries by MCH Aides and SECHNs
	Supply tetanus toxoid

Supervise PHUs

Supervise MCH Posts

	Measles
	Encourage attendance at children’s clinic for immunization
	Immunise children with measles vaccine between 6 & 9 months of age.

Endeavour toacline 100% coverage catchment.
	Supervise cold chain to prevent loss of vaccine potency

	Malaria
	Reduce breeding sites

Effective environmental 

sanitation

Use treated bed-nets for young children U5 and pregnant women
	Malaria in pregnancy – Now intermittent presumptive treatment is suggested using SP 
	ACT is  recommended as chloroquine is now less effective

	Pneumonia
	Encourage cup and spoon feeding of babies

Effective discouragement of hand feeding of babies
	Early, adequate antibiotic treatment of children & patients with dyspnoea

Avoid antibiotic treatment for upper respiratory infection.

Septrin for URTI and Antibiotics for pneumonia.
	Train PHU staff in diagnosis and in correct use of antibiotics.

	Diarrhoeal

     Diseases

     (D & V)
	Educate women on the use of oral rehydration.

Educate women on preparation testing and effective administration of Susgar-Salt-Solution where and when the packet is not available.

Educate women on hygiene food preparation and hand washing.

Breastfeed (No feeding bottles).

Improve water supplies & protect wells. 

Sensitise the community on the role of the blue flag volunteers.
	Organise health education campaign in breast-feeding.

Hand washing after defecation

Hygienic food preparation.

Disposal of children faeces.

Use early oral rehydration for treatment.

Establish ORT corners.

Encourage exclusive breast-feeding.
	Train PHU staff in rehydration methods & health education techniques.


10.0

Setting up a Health Information System

10.1 

What is meant by a Health Information system?
By an “Information System” we mean the total process of collecting, collating, analysing using and feedback information on health and on the health service functions to both users and decision-makes and other interested persons including the service deliverers and the community.

The system consists of three main activities:

1. The collection of raw data in the form of records, reports, and registers from hospitals and Peripheral Health Units.

2. The collation, analysis and interpretation of the information at:

· Chiefdom (community) level.

· District Level

· National Level

3. The feedback of information sent to:

·  District Level

· Chiefdom (community) Level

· International Agencies concerned with health.         
10.2.1     Why is it important to collect health information?
Health information is needed to guide the activities of the health service and to find out if these 

 activities are improving the health of the population.

Health information tells us about:

· The health status of the population and its life expectancy.

· The major causes of mortality in different age groups and in different areas.

· The common causes of morbidity.

· The priority diseases and their prevalence.

· The birth and death rates in different areas.

10.2.2

Health information can also tell us about:

· The usage rate of various health facilities-such as how many persons attend clinics or are 

· referred to hospital, or how many immunizations have been completed.

· Which areas of the country have poor access to health facilities or poor attendance rates.

From this type of information it is possible to make decisions about the best use of resources for example:

· Which type of drugs are most needed and in what quantities.

· What categories of health workers are needed and where they should be posted.

In summary, health information is needed to answer questions that need to be known before making

 decisions about the allocation of resources (personnel, drugs, facilities) and monitoring of health

 services.

Without information it is not possible to plan appropriate activities-and without information the 

effectiveness of those activities remains unknown.


10.3

Who uses health information?

All workers in the health field need to use information.  But the type of information, which is useful, is different for each category. Here are some examples of information useful to some categories of health personnel: 

CHO   - The numbers of attendances at the Community Health Centre Clinics; the numbers of priority diseases diagnosed; the immunization coverage of this area.

PHU     - The numbers of protected wells; the state of environmental sanitation and food hygiene in the area. The numbers of cases of infectious diseases reported and controlled; the state of new latrines built and whether they are used.

DMO  - Hospital statistics of all kinds, number and type of admissions, number of schedule and emergency operations, out and in –patient diagnoses, bed occupancies and so on.  The D.M.O also needs the following information.

· All data relating to PHC activities including distribution of health units.

· The general demography of the district;

· The Health Manpower available and deployed in the district, 

· The extent of community cooperation in the district (The number of VDC or Area Development Communities); 

· The attitude of community leaders on health development in their area.

Studying health information tells us where improvements are needed for example, when a CHO notices low immunization coverage he takes various actions -holds outreach clinics, explains the importance of immunization to the community, organizes a campaign and encourages village registration.


The District and control level of the Ministry of Health needs much more information than the example above.

The District and the Ministry of Health use health information to improve the whole health service

Collecting and analysing this information is a major task now being undertaken by the Directorates of Planning and information (DPI) and Diseases Control (DPC) are th District Health management.

The DPI and DPC are central repositries of Health Care Information.

It is obligatory on all DMOs, Programme Managers and Senior Hospital Staff to “feed” this Directorate with all data collected in their fields of operation.

To use this information on a national scale, it is necessary to have quantifiable indicators.  Indicators for the major health problems, as for the technical and support programmes are listed in the National Health action plan.

Information of control, treatment and prevention of diseases including Epidemic Prome are to be sent to DPC and copied to DPI.  All other Health related information, super structures, personnel its should be sent to DPI.

Both types ofinformation should be shared with the community in order to help them contribute effectively and intelligently to planning and collaboration in implementation. 

10.3.1     What types of information are there?

For simplicity, information needed by the District Health Management Team can be grouped as follows 

1. “Base-line information”

· On the Health Service Situation

· On the health status of the population

· General demography of the district. 

2. Regular, on –going information for the “Monitoring System”

a) Process information

 b) Impact measurements.

These three types of information viz, Baseline information, Process information, and impact measurement are briefly described.

10.4

Base-line information
This relates to what exists NOW – that is, before the commencement of any new interventions and before the introduction of a regular monitoring system.

The District Health Management Team at the commencement of its activities conducts a preliminary review of base-line information.  This preliminary review is described in section above

A Detailed review is desirable, wherever and whenever the skilled personnel and finance are   available to conduct it.

I. The health service situation – the exact situation in the health facilities needs to be known for efficient management – which buildings need maintenance? Which equipment is known? 

What is the skill level of the personnel? 

II. The health Problems – the exact situation regarding the health of the people in the catchment area.

III. The demographic characteristics – the size of the Population in the district, age, sex. structure, education, occupation, migration ethnic and religious distribution

These are essential background knowledge for programme planners and their basis for evaluation as well.

First, to make sure that the health service is dealing with major problems and to plan appropriate intervention strategies.

Second, so that the actual effect (impact) on the main health problems, can be evaluated by the Monitoring System or by periodic evaluation surveys.

Clearly, we can never know if the health service is improving the health status of the community, unless we know the base-line status.

Some base-line information has been collected in Sierra Leone by special projects, at various times in certain areas.  Only if each District Health Team collects some base-line data will we know if Primary Health Care activities are having an effect on the population’s health.

Some forms to conduct base-line surveys on the health-situation are being used in Sierra Leone.  These forms are examples of the types of questionnaire needed to produce District base-line data.  The Directorate of Planning and Information will assist in designing forms as and when needed.

10.5

The Monitoring System

This is the system, which tells us what is happening day-by-day and month-by-month within the health service.

The two types of information needed can be understood by asking two basic questions:

1.
What is being done? Or what activities are taking place?

These are process measurements, for example:

· How many children have been immunized last month at a certain health centre?

Or

· How many cases of a specific disease were treated?





Or

· How many babies were delivered?

2.
What is the effect of the health service activities? Are these activities improving the health of the community?

These Are Impact Measurements For Example


· Are there fewer cases of measles/polio/whooping cough? (As a result of the immunization programme).

· Is there less neonatal tetanus, and is this a result of hygienic deliveries in the area?

Process indicators are easier to collect.  They only require the recording of events, although to ensure accuracy, close supervision of record keeping is needed.

Impact measurements are more difficult to ascertain, requiring specific techniques to obtain them.  However, it is important to include them within an information system, otherwise the effectiveness of the health delivery system cannot be ascertained.

The relationship between approved (activity) and its impact is not simple.  It is often assumed that because a health service is functioning it will result in improved health.  This is by no means always true.

The 3 delays must be avoided if improvement in the reduction of maternal mortality is to be effected.

For example, it might be assumed that if 80% of mothers attended an antenatal clinic (a process measurement), then there would be a reduction in the number of complications during labour (an impact measurement).  But this would only happen if the clinic made correct diagnoses, gave correct treatment and referred cases at the correct time and the referred cases presents themselves at the hospital expecially and that the hospital is effectively provided with eqipment materials and appropriate personnel and that those last were expediently effective.

Summary  

The District Health Team needs five types of information.

1.Base-line information on the existing health services.

2.Base-line information on the health status of the District population

3.Base demographic information and the population to be served.

4.A regular information flow on the functioning of the District Health Services

5. A regular information on changes in population by Birth, Death, Migration and what factors are at  play 

e.g Diseases causing mortality etc.

6.Information, which enables an assessment of effectiveness.

The first three are grouped under Base-line information, the fourth is process information and the fifth is enssential for calculating  the 6th  impact indicator.

      How is information collected, analysed and disseminated?

Note:
This section does not include hospital statistics, which are now being reviewed by the Directorate of Planning and Information (DPI)

Information is collected on Record Forms, Registers and Tally Sheets, filled in by Staff. 

If information is to be used at District, Provincial and National levels, then certain conditions for  its collection must be fulfilled.

i. The record and report forms used by auxiliary staff in the PHUs must be easy to understand and to fill in.

ii. The PHU staff must be trained to keep accurate records.  Inaccurate records given misinformation and are an expensive waste of time, paper, money and computer space.  

iii. The records must be standardized nationally. Unless this is done they cannot be collated together and analysed.

iv. The data obtained from the records must be timely and area specific.

There are many advantages of a standardized national records system.

1. All health workers can be taught to use them during pre-service training.

2. Supervisors can be taught how to crosscheck them.

3. The same method of analysis can be used at all levels –so that the District Health Team can obtain result without waiting for a national annual analysis.

4. Differences between areas can be rapidly noticed.

5. Aberrations and errors are rapidly detected.

v. The amount of data collected should be as minimal as possible.  Too much data will overload the system in several ways.

· If too many forms are demanded the filling –in will be less accurate.

· It is expensive in paper and time.

· It will result in delay analysis and be less useful.

vi. The data collected must be valid, reliable and sensitive.

The Directorate of Planning and Information together with the Disease Prevention and Control (DPC) revises the standardized Forms, Registers and Tally Sheets being used at PHU level later.  All the District Health Management Teams participated in a series of workshops during this exercise, thereby contributing their vast experience in the use of the forms during this revision.

The way in which original data can be collected from the district is shown in Table 3



10.7

What information is needed (impact indicatorsa)

How can we know the state of the health of the people living in Sierra Leone?

 We know that there are many healthy people as well as many sick people. We would like to know how much sickness there is, how serious it is and whether the situation is worse or better than that in other countries.

A health indicator is an observation or measurement, which tells us about certain aspects of health in a population. The measurement is taken from a sample of the population. It may be from a village, district or the whole nation.

Because health indicators depend on measurements, they are only true and useful if the measurements are accurate. Unfortunately, there are few accurate records in Sierra Leone and the last published census was in 1985.  For this reason, and also because of the disruptions related to the recently ceasasion of rebel war, which started in 1991, the figures and statistics collected can only be approximate.  It is expected that the situation will improve when another census is conducted; this is being planned for December 2004.

It must also be noted that health status varies very mush between the different geographical areas of Sierra Leone and between the rural and urban populations in the District.

The use of demographic background dates from Statistics Sierrra Leone as well as statistics relating to population change from the Births and Deaths registory is invaluable

Below are some commonly used indicators of health status;

10.8                       Basic health status indicators 

1.  Infant mortality rate (IMR))

This is the number of deaths of infants up to 1 year of age for every 1000 live births in a given year.


IMR =Number of deaths of children under 1 year


             During a 12 months period                x 1000 ( in a particular geographical area )

              Number of live birth during the same year

Infant deaths are generally regarded as a useful indicator of general socio-economic

Development and environmental ”Health” 

Deaths in this age group are the results of perinatal causes (like congenital abnormalies), high concentration of environmental factors affecting health e.g. insect and water borne diseases, poor immunization services, poor, poor infant feeding techniques, nutrition education, and maternal carelessness or ignorance etc.   
2.
The child mortality rate. (CMR)
This is the number of deaths at age between 1and 4 years in a given year per 1000 children in that age group at the mid-point of the same year in a particular geographical Area.

CMR  = Number of deaths between 1 & 4Years of age in given year.

____________                                                               x1000  in a particular geographical area

            Total number of children between1 & 4 years at mid-year 

Deaths of children in this age group occur from malnutrition, communicable diseases and accidents –Many deaths in this age group indicate poverty and poor sanitation

Reduced deaths in this age group indicates an improved environment as well as impoved Health Education of mothers.

 3. Under – 5 mortality rate U5MR (IMC and CME combined)

U5MR = No of deaths of children under five years during a twelve month period

                Mid year Population of children under 5 years
x1000

Ideally this should be the number of deaths of children under 5 years x 1000 over the mid-year population under five years.

4. Life expectancy at a given age.
This is the average number of years lived beyond that age by all those population who have reached that age 

Because it is an average figure, the life expectancy at birth is reduced by the deaths of infants, children and young adults.  A short average life expectancy at birth means that there is a high death rate in younger age groups of a community – even though many individuals may reach 100 years.

5. Maternal mortality rate (MMR)

This is the number of deaths attributed to complications of pregnancy, childbirth and the puerperium occurring over one year per 100,000 deliveries.

MMR=number of deaths in a particular year due to maternity related courses during the period from conception to six weeks after delivery

_______________________________________ x 100,000

 Number of deliveries in that year 

*Where the deliveries are available it is a better donominator than “Live Births” because many maternal deaths may be also accompanied by death of foetus in still births.

But ideally the nimber of pregnancies during the year is the best indicator because all prgnanct women are at risk of dying anytime from the date of conception to six weeks post partum 

6.The crude birth rate (CBR)

This is the total number of births in one year for every 1000 of the population

 CBR=Total number of birth in a given year 

Total population at the middle of the year
x1000

7.   Crude death rate (CDR) CDR = Total number of deaths in a given year 

            Total population at the middle of the year                  x 1000

This is the total number of deaths in one year for every 1000 of the population.

7.            Morbidity

The above indicators relate to births and deaths- but do not measure the amount of sickness in community-either chronic or episodic.

Two rates are used in relation to diseases in community.

1.
   The Incidence rate
This is the number of persons contracting a disease (new cases) during a given period of time per 1000, of the population at risk.

Example:  Of every 100 children under 3 years in this District, how may contracted measles in March (19…..).

2. 
  The Prevalence Rate
This is the number of persons having a particular disease new cases and these continuing to be ill at a given point in time per 1000 of the population at risks.

Example:  Of every 1000 children under 3 years in this District, how many had Tuberculosis on June 30th (20…..)
These rates can only be measured by doing sample surveys of groups of the population or where the population is not large as in the case of a village, a census or total enumeration can be done.

The disease records of hospitals and health centres do not give an accurate picture of the amount of disease in the community.  For example, many infants die of neonatal tetanus but are not brought to the P.H.U.  Many patients with tuberculosis and leprosy and other chronic conditions do not seek treatment from the health services.  For this reason, disease patterns drawn from hospital records themselves are not completely accurate, since they only demonstrate which type of patient came for what treatment.  They do not tell us the amount of disease in a community nor do they give an accurate idea of the of different diseases existing in a community village registers regularly update (daily or weekly) can give more accurate information for the village widspreed use of these all fed into a computer can be very useful forchiefdom sections and wider geograhical coverage.

9.Nutritional status (a special variety of morbidity)

 There are several ways of measuring the nutritional status of a community.  The most commonly used Indicator is the growth of infants and young children.  While this is a useful measure of the nutrition status of children, it does feeding patterns, do not reflect the nutritional status of the population.

 The number of children in a certain age group with a weight-for-age below 80% of an agreed standard is the usual indicator.

Other measurements are weight-for height and height–for–age and the mid-arm circumference (between 1 and 5 years).

More complex methods are required to assess nutritional status of adults.  Á poor nutritional status                            

Correlates with a high morbidity/mortality in a population i.e the lower the nutritional status the higher the morbidity.

10.7
INFORMATION ON THE EXISTING HEALTH SITUATION AND HEALTH SERVICE

     THE HEALTH SITUATION IN SIERRA LEONE PERSONEL AND FACILITIES IN EACH DISTRICT

The health situation in Sierra Leone
The focus of health policies has been placed by Government on the development of preventive services through Primary Health Care while at the same time strengthening the present Health Care delivery system at the secondary and tertiary levels.

Consequently, the government places priority on the development agenda of Primary Health Care (PHC) to encompass the whole country by making health care benefits available to all the localities in the Urban and Rural Areas of Sierra Leone.

Although Sierra Leone has one of the highest mortality rates in Africa and a low Doctor/Population ratio, marginal improvement in life expectancy has been realised for both sexes at 48.2 years at birth. From 1991-1994 there has been a decrease in infant mortality rate of128-119 per thousand Live Births.  However the provision of health care remains largely inadequate.  Epidemic outbreaks Such as Yellow fever, Meningitis, Lassa fever and Cholera continue to plague the country.

Primary Health Care strategies are articulated to handle these problems.

Reliable vital registration and population census are irregularly held, nonetheless, estimates are

made as follows:

        GENERAL DEMOGRAPHIC STATISTICS:-



-   Area





71,740,sq km



-   Census Population (1985)



3,515,812



-   Estimated population (1997) ? 2004

5,000,000 – 6.4

-    Intercensal Growth rate

1974 – 1985




2.3



-    Average geographical density


69.6 per sq.km.



-    Average density in the


Western Area – include: estimated

532 per sq.km


Population 2004.

   PERCENTAGE POPULATION OF TARGET GROUPS

-   Population distribution by area (according to 1985
Urban 31.9%.9%

    Census)






Rural 68.1%

    Children below 1 year of age -



4.0% of total population

    Children between 1-2 years of age-


3.8% of total population

    Children below 5 years of age -



17% of total population

    Children below 15 years of age -



41% of total population

    Women between 15-49 years of age

    (The child bearing age)-




48% of female population of









25% of total population

     Economically active 15-64 years -



54%

     Elderly (>65 years)




5.7%

         SOME VITAL STATISTICS (1997)

     

-  Crude Birth Rate

-

45 per 1000 population

                                                                                                 per annum

                                                                                                W/Area 34 per 1000



Crude Death Rate



17 per 1000









Per annum









W/Area 11.5 per1000



Infant Mortality Rate



170 per 1000 Live Births









Per annum









W/Area 75.0/1000



-Under 5 Mortality Rate


286/1000 Live Births



(MICS survey 2000)



per annum









W/A 170/1000



-Maternal Mortality Rate


1800/100,000 deliveries



(MICS survey 2000)



per annum









W/Area “750”



-Live Expectancy at birth (2000 UNAIDS)




-




Male

42 years




-




Female

44 years




Total Fertility Rate (1997) 6.3 Birth/Woman




Disabled population (1997) 5.8%




Adult Literacy (Male & Female 32% (1997 estimates)




Female Literacy 34% (2000)




Sex ratio 98.5 males/100 females (1997)

Introduction

 Basic information relating to each district in Sierra Leone has been provided by the respective District Health Management Teams.                               

For each District there is:

1. Map.  This displays the situation of the PHUs as they are in May 2004     

2.A table listing the main health facilities in the chiefdoms, together with the population of the chiefdom according to the 2004 projected population done by Statistics Sierra Leone whilst we await the national census 2004.

In the Western area this is done according to constituencies

These tables can be used to update the population information and to check                                                                  the number and type of health facilities found currently in each subdivision of the health district.

There is also a table showing some key facilities in each District hospital. .

11.12

HEALTH FACILITIES IN EACH HEALTH DISTRICT

INTRODUCTION

EASTERN PROVINCE

· Kailahun District

· Kenema District

· Kono District

Ministry of Healh and Sanitation

Directorate of Primary Health Care (PHC)

KAILAHUN DISTRICT HEALTH FACILITIES

                                                          STRUCTURES                               WATSAN

	
	
	
	
	
	
	
	
	Staff

Qrts.
	Water

Supp.
	Toilet

Fact.
	Refuse by

Tape
	Remarks

	No.
	Chiefdom

Admin.
	Proj.

Est.Pop
	Town/

Village
	Unit

Type
	F/NF
	Status
	Sector/

Agency
	 Y/N
	Yes/No
	Y/N
	Y/N
	

	1
	Dia
	13,018
	Baiwala
	CHP
	F
	Reconst.
	ICRC
	Y
	Reconst.
	yes
	Yes
	Maternity

	
	
	
	
	
	
	
	
	
	
	
	
	Constructed

	2
	Njaluahun
	42,164
	Badajuma

Kpolihun
	CHP
	F
	Const.

on going
	CARE
	no
	No
	yes
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	Gbeika
	CHP
	NF
	damaged
	   -
	No
	     No
	no
	no
	Maternity

	
	
	
	Manomenima
	CHC
	F
	on going
	G
	on going
	  on going
	yes
	Yes
	Under

	
	
	
	Niahun 
	MCHP
	NF
	on going
	CRS
	no
	     No
	no
	No
	consruc-

	
	
	
	Dambu
	MCHP
	F
	New
	G
	no
	     No
	yes
	Yes
	Tion

	
	
	
	Pendembu

Ngeigbla
	MCHP
	F
	New
	G
	no
	     Yes
	yes
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	Nyandehun
	CHC
	NF
	New
	G
	on going
	      No
	no
	No
	Maternity

	
	
	
	Guvoihun
	
	
	
	
	
	
	
	
	on going

	
	
	
	Lalehun
	CHP
	F
	New
	GTZ
	const
	const.
	yes
	Yes
	Maternity

	
	
	
	Kovoma
	
	
	
	
	
	
	
	
	under 

	
	
	     
	Nixon

Memorail
	M.Hosp
	F
	Partly 
	damaged
	M.Hosp
	yes
	Yes
	
	Construction

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	3
	Jawi
	31,935
	Daru
	CHC
	F
	Rehab.
	G
	Rehab.
	Reconst.
	yes
	Yes
	Maternity

	
	
	
	Bombohun
	MCHP
	F
	On going
	CRS
	no
	No
	yes
	Yes
	Rehabilita-

	
	
	
	Kambama
	
	F
	damaged
	nil
	no
	No
	Yes
	Yes
	Tion

	
	
	
	
	
	
	none
	
	
	
	
	
	

	
	
	
	Nyeama
	CHP
	F
	damaged
	   -
	no
	No
	Yes
	Yes
	      "

	
	
	
	
	
	
	none
	
	
	
	
	
	      "

	
	
	
	Motehun
	CHP
	F
	new but
	   -
	no
	No
	Yes
	Yes
	      "

	
	
	
	
	
	
	temporary
	
	
	
	
	
	

	
	
	
	Pelli
	CHP
	F
	new
	G
	no
	No
	Yes
	Yes
	       "

	
	
	
	
	
	
	
	
	
	
	
	
	

	4
	Kissy Kama
	9,308
	Dia
	CHC
	F
	Rehab.
	IMC
	on going
	 Reconst.
	Yes
	Yes
	Maternity

	
	
	
	
	
	
	
	
	Constr.
	
	
	
	Rehab.

	
	
	
	
	
	
	
	
	
	
	
	
	

	5
	Kissy Teng
	57,505
	Kangama
	CHC
	F
	Rehab.
	IMC
	on going
	Reconst.
	Yes
	Yes
	on going

	
	
	
	Koindu
	CHC
	F
	on going
	IMC
	on going
	Np
	Yes
	Yes
	Construction

	
	
	
	Baiama
	CHP
	F
	on going
	IMC
	on going
	Np
	Yes
	Yes
	on going

	
	
	
	
	
	
	
	
	
	
	
	
	

	6
	Kissy Tongi
	18,609
	Buedu
	CHC
	F
	Restructed
	IMC
	on going
	   No
	Yes
	Yes
	on going

	
	
	
	Dawa
	CHP
	NF
	Reconst.
	IMC
	  no
	 on going
	No
	No
	on going

	
	
	
	Madopolahun
	CHC
	NF
	damaged
	IMC
	    -
	    No
	No
	No
	   -

	
	
	
	Vaajim
	CHP
	NF
	new
	IMC
	   no
	  on going
	No
	no
	Maternity


Kailahun District Health Facilities (cont.)

                                                          STRUCTURES                               WATSAN

	
	
	
	
	
	
	
	
	Staff

Qrts.
	Water

Supp.
	Toilet

Fact.
	Refuse by

Tape
	Remarks

	No.
	Chiefdom

Admin.
	Proj.

Est.Pop
	Town/

Village
	Unit

Type
	F/NF
	Status
	Sector/

Agency
	 Y/N
	Yes/No
	Y/N
	Y/N
	

	7
	Luawa
	67,977
	Baoma
	CHP
	F
	damaged
	E.U.
	no
	No
	yes
	Yes
	

	
	
	
	Badajuma
	CHP
	F
	rehab.
	G
	no
	No
	yes
	Yes
	

	
	
	
	Seneh
	
	
	
	
	
	
	
	
	

	
	
	
	Dodo Kotuma
	 CHP
	F
	rehab.
	G
	no
	No
	yes
	Yes
	     "

	
	
	
	Gbalahun
	CHP
	F
	rehab.
	G
	no
	No
	yes
	Yes
	    -

	
	
	
	Gbeworbu
	CHP
	F
	reconst.
	IMC
	reconst
	No
	yes
	Yes
	reconst.

	
	
	
	Giema
	CHP
	F
	reconst.
	IMC
	reconst
	No
	yes
	Yes
	Maternity

	
	
	
	
	
	
	
	
	
	
	
	
	reconst.

	
	
	
	Kailahun
	G Clin
	F
	reconst
	G IMC
	rehab
	Mo
	yes
	Yes
	Maternity

	
	
	
	Town clinic
	
	
	
	
	
	
	
	
	rehabilit.

	
	
	
	Mano

Sewallu
	CHP
	F
	reconst
	IMC
	reconst
	No
	yes
	Yes
	Maternity

	
	
	
	
	
	
	
	
	
	
	
	
	const.

	
	
	
	Mende

Buima
	CHP
	F
	rehab.
	G
	no
	No
	yes
	Yes
	   -

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	Mofindor
	CHP
	F
	     -
	G
	no
	No
	yes
	Yes
	    -

	
	
	
	Nyadehun
	CHP
	F
	reconst
	IMC
	under
	no
	yes
	Yes
	

	
	
	
	
	
	
	
	
	const.
	
	
	
	

	
	
	
	Sandiallu
	CHP
	F
	reconst
	G
	no
	No
	yes
	Yes
	    -

	
	
	
	Sengema
	CHP
	F
	No rehab
	G
	no
	No
	yes
	Yes
	    -

	
	
	
	
	
	
	
	
	
	
	
	
	

	8
	Peje
	16,040
	Gbahama
	CHP
	F
	     -
	G/CRS
	no
	No
	yes
	Yes
	Maternity

	
	Bongri
	
	Mamboma
	CHC
	F
	On going
	G
	under
	on going
	yes
	Yes
	on going

	
	
	
	
	
	
	
	
	const
	
	
	
	rehabilita-

	
	
	
	Manowa
	CHC
	F
	reconst.
	ICRS
	reconst
	reconst.
	yes
	Yes
	Tion

	9
	Peje west
	17,067
	Bunumbu
	CHC
	F
	Reconst.
	ICRC
	reconst
	reconst.
	yes
	Yes
	    -

	
	
	
	Bunumbu

College
	MEST

Clinic
	NF
	      -
	MEST

Clinic
	no
	No
	no
	No
	   -

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	Jokibo
	MCHP
	F
	On going
	G
	no
	No
	Yes
	yes
	    -

	
	
	
	Peje 

Baoma
	CHP
	NF
	    -
	G/CRS
	no
	No
	No
	No
	   -

	
	
	
	
	
	
	
	
	
	
	
	
	

	10
	Malema
	10,194
	Jojoima
	CHC
	F
	rehab. Qtr.
	G
	rehab.
	No
	yes
	Yes
	Maternity

	
	
	
	Bumpe
	CHP
	F
	    "
	G
	no
	No
	yes
	Yes
	Rehabilitated

	
	
	
	Fobu
	CHP
	F
	   "
	G
	no
	No
	yes
	Yes
	com.house

	
	
	
	Madina
	CHP
	NF
	   "
	CRS
	no
	No
	no
	No
	com. Building

	
	
	
	
	
	
	
	
	
	
	
	
	

	11
	Mandu
	20,862
	Gbauma
	CHC
	F
	damaged
	G
	no
	No
	yes
	Yes
	com.house

	
	
	
	Levuma
	CHP
	F
	damaged
	G
	no
	No
	yes
	Yes
	com.house

	
	
	
	Mobai
	CHP
	F
	damaged
	NaSCA
	no
	No
	yes
	Yes
	Com building

	
	
	
	Mobai Hosp.
	Hosp.
	NF
	damaged
	Dr Kobba
	no
	No
	no
	No
	Com building


Kailahun District Health Facilities (cont.)

                                                          STRUCTURES                               WATSAN

	
	
	
	
	
	
	
	
	Staff

Qrts.
	Water

Supp.
	Toilet

Fact.
	Refuse

By Tape
	 Remarks

	No.
	Chiefdom

Admin.
	Proj.

Est.Pop
	Town/

Village
	Unit

Type
	F/NF
	Status
	Sector/

Agency
	 Y/N
	Yes/No
	Y/N
	Y/N
	

	
	
	
	Nyagoihun
	CHP
	F
	    -
	     -
	no
	No
	Yes
	yes
	Com building

	
	
	
	
	
	
	
	
	
	
	
	
	

	12
	Penguia
	9,863
	Konobendu
	CHC
	NF
	damaged
	methodist
	no
	No
	No
	No
	no MOHS

	
	
	
	Sandaru
	CHC
	F
	construct
	ICRC
	reconst
	No
	yes
	Yes
	structure

	
	
	
	
	
	
	
	
	
	
	
	
	

	13
	Upper

Bambara
	26,928
	Mbomaru


	CHP
	NF
	rehab.
	damaged
	no
	No
	no
	No
	completd

	
	
	
	Pendembu

Clinic
	catho-

lic
	NF
	reconst.

On going
	Catholic
	   -
	    -
	no
	No
	damaged

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	Pendembu
	Eastern
	NF
	     -
	private
	no
	No
	no
	No
	

	
	
	
	
	Clinic
	
	
	Damaged
	
	
	
	

	
	
	
	Siama
	MCHP
	F
	On going
	CRS
	no
	reconst.
	yes
	Yes
	

	
	
	
	
	
	
	const.
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	14
	Yawei
	31,935
	Bandajuma
	CHC
	F
	rehab
	ICRC
	Staff Qr
	water sup,
	yes
	Yes
	Maternity

	
	
	
	
	
	
	
	
	rehab.
	reconst.
	
	
	rehabilitated

	
	
	
	Bendu


	CHP
	NF
	On going
	CRS
	no
	No
	no
	No
	

	
	
	
	Koilu

Ngieya
	CHP
	F
	      -
	G
	no
	No
	yes
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	Malema
	MCHP
	NF
	CRS
	 CRS
	    -
	No
	no
	No
	

	
	
	
	Masayeima
	CHP
	NF
	       -
	no
	no
	No
	no
	No
	

	
	
	
	
	
	
	
	
	
	
	
	
	


	SUMMARY NUMBER OF HEALTH FACILITIES – KAILAHUN DISTRICT

	
	CHCs
	
	-17
	
	
	

	
	CHPs
	
	- 34
	
	
	

	
	MCHPs
	
	       -   7
	
	
	

	
	Government Hospital
	       -   1
	
	
	

	
	Private/Indust. Clinic
	       -   1
	
	
	

	
	Mission Hospitals
	       -   1
	
	
	

	
	Mission Clinics
	       -   1
	
	
	

	
	D & Education Clinic
	 - 1     
	
	
	

	
	Functional
	        -  47
	
	
	

	
	Non Functional                     -  18

	
	
	TOTAL
	        -  65
	
	
	

	
	
	
	Sierra Leone MOHS(PHC)
	


Ministry of Health and Sanitation

Directorate of Primary Health Care (PHC)

Kenema District Health Facilities

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	STRUCTURES
	
	Watsan
	
	
	

	
	
	
	
	
	
	
	
	Staff
	Water sup
	Toilet Fact
	Refuse
	Remarks

	
	Chiefdom
	Proj.
	Town/
	Unit
	
	Status
	Sector/
	Qrts.
	Yes/No
	Yes/No
	    By
	

	No.
	Admin.
	Est.Pop.
	Village
	Type
	F./NF
	Agency
	Y/N
	
	
	type
	

	1
	Dama
	22,401
	Gao
	MCHP
	F
	Rehab.
	G
	No
	yes
	yes
	Yes
	

	
	
	
	Giema
	CHP
	F
	    "
	G
	No
	yes
	yes
	   yes
	

	
	
	
	Konjo
	CHP
	F
	    "
	G
	No
	    yes
	yes
	Yes
	

	
	
	
	Konia
	MCHP
	F
	damaged
	G
	No
	yes
	yes
	Yes
	

	
	
	
	Kpandebu
	CHC
	F
	destroy
	G
	No
	No
	No
	No
	

	
	
	
	Loppa
	CHP
	 F
	damaged
	G/GN
	No
	Yes
	yes
	Yes
	P. Rehab

	
	
	
	Majehun
	MCHP
	 F
	damaged
	G
	No
	yes
	yes
	Yes
	

	
	
	
	Tokporbu
	CHP
	 F
	damaged
	G
	No
	yes
	yes
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	2
	Dodo
	12,634
	Dodo
	CHP
	F
	no struc-

ture
	G
	No
	No
	No
	No
	staff qtrs

for staff

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	Goala
	MCHP
	NF
	damaged
	G
	No
	No
	No
	No
	                                  

	
	
	
	Kundorma
	CHP
	NF
	damaged
	G
	No
	No
	No
	No
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	3
	Gaura
	19,572
	Joru
	CHC
	F
	Burnt
	G
	Yes
	Yes
	Yes
	Yes
	Community

	
	
	
	Kokoru
	CHP
	F
	damaged
	G
	Yes
	Yes
	Yes
	Yes
	self help

	
	
	
	Mende-

Kelema
	CHP
	NF
	     "
	G
	No
	No
	No
	No
	Project

	
	
	
	
	
	
	
	G
	
	
	
	
	

	
	
	
	Jaifulahun
	MCHP
	  NF
	Burnt
	G
	No
	No
	No
	No
	

	
	
	
	Peri

Fefewabu
	MCHP
	  NF
	destroy
	G
	No
	No
	No
	No
	

	
	
	
	
	
	
	
	G
	
	
	
	
	

	
	
	
	Sandaru
	MCHP
	 NF
	Burnt
	G
	No
	No
	No
	No
	

	
	
	
	Tikonko
	MCHP
	  NF
	destroy
	G
	No
	No
	No
	No
	

	
	
	
	Venima
	CHP
	 F
	Burnt
	G
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	4
	Gorama

Mende
	28,821
	Bamba

kayeima
	CHP
	F
	Burnt
	G
	No
	No
	No
	No
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	Fomaya
	CHP
	NF
	destroy
	G
	No
	No
	No
	No
	

	
	
	
	Konta
	CHP
	F
	Rehab.
	G
	yes
	Yes
	yes
	Yes
	

	
	
	
	Mondema
	CHC
	F
	Damaged  G
	yes
	Yes
	yes
	Yes
	

	
	
	
	Punduru
	CHP
	NF
	Rehab.
	G
	yes
	Yes
	yes
	Yes
	

	
	
	
	Tungie
	CHC
	F
	Rehab.
	G
	yes
	Yes
	yes
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	
	


Kenema District Health Facilities (Cont.)

	
	
	
	
	
	STRUCTURES
	
	Watsan
	
	
	

	
	
	
	
	
	
	
	
	Staff
	Water sup
	Toilet Fact
	Refuse
	Remarks

	
	Chiefdom
	Proj.
	Town/
	Unit
	
	Status
	Sector/
	Qrts.
	Yes/No
	Yes/No
	    By
	

	No.
	Admin.
	Est.Pop.
	Village
	Type
	F./NF
	Agency
	Y/N
	
	
	type
	

	5
	Kandu

Leppiama
	19,866
	Baoma

(oilmii)
	CHP
	F
	destroy
	G
	no
	No
	yes
	No
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	Gbando
	MCHP
	F
	   
	G
	no
	yes
	yes
	yes
	

	
	
	
	Deima
	CHC
	F
	   
	G
	yes
	yes
	yes
	yes
	

	
	
	
	Levuma
	CHC
	F
	Rehab.
	G
	yes
	to be rehab.         yes
	yes
	

	
	
	
	Sembehun
	MCHP
	F
	Rehab.
	G
	yes
	     yes
	yes
	yes
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	6
	Koya
	6,814
	Boama
	CHC
	F
	Rehab.
	G
	yes
	     yes
	        Yes
	yes
	

	
	
	
	Koya
	MCHP
	NF
	Destroy
	G
	yes
	     No
	         No
	No
	

	
	
	
	Bongor
	CHP
	NF


	Destroy
	G
	no
	     No
	         No   
	No
	qtrs for some

	
	
	
	Joi
	MCHP
	NF
	Destroy
	G
	  No
	     No    
	        No    
	No
	staff only

	
	
	
	Nyandehun
	MCHP
	NF
	Destroy
	G
	  no
	     No
	        No    
	No
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	7
	Langrama
	20,222
	Yabeima
	CHP
	NF
	Destroy
	G
	   no
	No
	No
	No
	

	
	
	
	
	
	
	
	
	
	
	   
	
	

	8
	Lower

Bambara
	92,806
	Bomi
	CHP
	NF
	closed
	G
	    No
	No   
	No  
	No
	

	
	
	
	Foindu
	MCHP
	NF
	Destroy
	G
	     No
	No
	No
	No
	

	
	
	
	Konia-

Gbindoma
	
	NF
	destroy
	G
	    No
	 
	No  
	No
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	Kpetema
	CHP
	 NF
	destroy
	G
	     No
	No
	No
	No
	

	
	
	
	Lowuma
	CHP
	NF
	destroy
	G
	     No
	No   
	 No
	No
	

	
	
	
	Njagbahun
	MCHP
	NF
	destroy
	G
	    No
	No    
	No   
	No
	

	
	
	
	Kpandebu
	MCHP
	F
	destroy
	G
	    yes
	yes    
	yes   
	Yes
	

	
	
	
	Panguma
	Hosp.
	F
	destroy
	G
	    yes
	yes
	yes
	Yes
	

	
	
	
	Saama
	CHP
	NF
	destroy
	G
	  no
	no    
	no  
	No
	

	
	
	
	Tongo NDMC
	Hosp.
	NF
	destroy
	G
	  No
	No    
	 No
	No
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	Togo Ngehun
	MCHP
	F
	destroy
	G
	  yes
	yes
	yes
	Yes
	

	
	
	
	
	
	..
	
	
	
	
	
	
	

	
	
	
	Tongo

Tokponbu
	CHC
	F
	destroy
	G
	   yes
	yes
	yes
	Yes
	

	
	
	
	
	
	
	
	
	    
	   
	
	

	
	
	
	Weima
	CHC
	F
	Const.
	G
	  yes
	yes
	yes
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	9
	Melegohun
	23,103
	Bendu

Mamiena
	CHP
	 F
	Under

Const.
	G/NaSA
	no
	no    
	no   
	No
	50% complt.

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	Ngehun Kojo
	CHP
	  F
	Under

Const.
	G
	no
	yes
	yes
	yes
	

	10
	Niawa
	5,793
	Sendumei
	CHC
	  -
	partialy
	G
	no
	yes
	yes
	yes    
	

	
	
	
	
	
	
	rehab.
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	11
	Nomo
	6,355
	Faiama
	CHP
	NF
	destroy
	G
	no
	  no
	no
	no
	


Kenema District Health Facilities (Cont.)

	
	
	
	
	
	STRUCTURES
	
	Watsan
	
	
	

	
	
	
	
	
	
	
	
	Staff
	Water sup
	Toilet Fact
	Refuse
	Remarks

	
	Chiefdom
	Proj.
	Town/
	Unit
	
	Status
	Sector/
	Qrts.
	Yes/No
	Yes/No
	    By
	

	No.
	Admin.
	Est.Pop.
	Village
	Type
	F./NF
	Agency
	Y/N
	
	
	type
	

	12
	Nongowa
	149,151
	Bondu

Juction
	CHP
	NF
	Burnt

Down
	
	  no
	     no
	No
	no
	qtrs for some staff

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	Hangha
	CHC
	F
	rehab.
	G
	no
	yes      
	yes
	Yes
	

	
	
	
	Jormu
	CHP
	F
	rehab.
	G
	No
	       Yes
	      Yes
	
	

	
	
	
	Kenema

Town
	Hosp.
	F
	recon-
	G
	yes
	yes      
	yes  
	yes
	

	
	
	
	
	
	
	Structing
	
	
	
	
	

	
	
	
	Kenema

Town
	Clinic

45
	F
	Admitting

Clinic
	G
	No
	  yes
	yes
	yes
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	Kenema

Town
	Drug

Store
	F
	    "
	G
	No
	Yes
	yes
	Yes
	

	
	
	
	
	
	
	   
	
	
	
	
	
	

	
	
	
	Kenema

Town
	Clinic
	F
	    "
	G
	No
	yes
	yes
	Yes
	

	
	
	
	
	
	
	    "
	
	
	
	
	
	

	
	
	
	Kenema

Town
	Nyam
	.F
	   "
	G
	No
	Yes
	yes
	yes
	

	
	
	
	
	Clinic
	..
	    "
	
	
	
	
	
	

	
	
	
	Kenema

Town
	Sao

Clinic
	
	Ambu-

Latory
	CRS
	  no
	yes
	Yes
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	Kenema

Town
	Miss.

Clinic
	  F
	    "
	Private
	  no
	yes
	yes
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	Kenema

Town
	Clinic
	  F
	Admit.
	 Private
	  no
	yes
	yes
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	Kenema

Town
	Hosp.
	F
	   "
	Private   
	   no
	yes
	yes
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	Kenema

Town
	  "
	F
	
	Private
	no
	yes
	yes
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	Kenema

Town
	MCHP
	F
	admiting
	 G
	no
	yes
	yes
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	Kpayama
	MCHP
	F
	com.
	G
	no
	yes
	yes
	Yes
	

	
	
	
	Kpetema
	MCHP
	F
	   "
	G
	no
	Yes
	yes
	Yes
	

	
	
	
	Kombema
	MCHP
	F
	   "
	G
	no
	yes
	yes
	Yes
	

	
	
	
	Konabu
	MCHP
	F
	   "
	G
	no
	yes
	yes
	Yes
	

	
	
	
	Konde-

Botrhun
	MCHP
	F
	   "
	G
	no
	yes
	yes
	Yes
	

	
	
	
	Komende
	MCHP
	F
	Burnt
	G
	no
	yes
	yes
	Yes
	

	
	
	
	Kpayama
	MCHP
	F
	damage
	G
	no
	yes
	yes
	Yes
	

	
	
	
	Lamba yama
	MCHP
	F
	com.buildin
	G
	no
	yes
	yes
	Yes
	


Kenema District Health Facilities (Cont.)

	
	
	
	
	
	STRUCTURES
	
	Watsan
	
	
	

	
	
	
	
	
	
	
	
	Staff
	Water sup
	Toilet Fact
	Refuse
	Remarks

	
	Chiefdom
	Proj.
	Town/
	Unit
	
	Status
	Sector/
	Qrts.
	Yes/No
	Yes/No
	    By
	

	No.
	Admin.
	Est.Pop.
	Village
	Type
	F./NF
	Agency
	Y/N
	
	
	Type
	

	13
	Simbaru
	15,326
	Boajibu

Town
	CHC
	F
	destroy
	G
	no
	yes
	yes
	Yes
	qtrs for some

	
	
	
	
	
	
	
	
	
	
	
	
	staff only

	
	
	
	Boajibu

Town
	Hosp.
	NF
	closed
	G
	no
	No
	no
	No
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	Boajibu

Town
	Clinic
	NF
	    "
	Mission

Ahmad
	no
	no
	no
	No
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	Gban

Gayma
	MCHP
	 F
	New

Centre
	Mission

Catholic
	no
	yes
	yes
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	Gorma
	CHP
	F
	    "
	G
	no
	yes
	yes
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	14
	Small Bo
	24,083
	Blama
	CHC
	F
	destroy
	G
	Yes
	yes
	yes
	Yes
	qtrs for some

	
	
	
	Dpwki
	CHP
	F
	    “
	G
	 No
	yes
	yes
	Yes
	staff only

	
	
	
	Jeomei
	CHP
	F
	    “
	G
	  no
	yes
	yes
	Yes
	

	
	
	
	Nyagbebo
	MCHP
	F
	destroy
	G
	  no
	yes
	yes
	Yes
	

	
	
	
	Seranbu
	CHP
	F
	    “
	G
	  no
	Yes
	yes
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	15
	Tunkia
	30,497
	Gorahun
	CHC
	F
	   “
	G
	  no
	yes
	yes
	yes
	qtrs for some

	
	
	
	Jao
	MCHP
	F
	destroy
	G
	  no
	yes
	yes
	Yes
	staff only

	
	
	
	Mano

Ngiegbla
	CHP
	NF
	    "
	G
	  no
	no
	no
	No
	

	
	
	
	
	  
	
	   
	
	
	
	
	
	

	
	
	
	Mbelebu
	CHP
	F
	Const.
	G/NaSA
	yes
	Yes
	Yes
	Yes
	Completed

	
	
	
	Nge-

Gbwema
	CHP
	NF
	rehabi-

tation
	G
	no
	yes
	yes
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	Ngiewahun
	MCHP
	NF
	destroy
	G
	no
	no
	no
	No
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	16
	Wando
	21,893
	Bamba

Kayiema
	CHC
	F
	no struc.
	G
	no
	yes
	yes
	Yes
	qtrs for some

	
	
	
	Bambana
	MCHP
	NF
	destroy
	G
	no
	no
	no
	no
	staff only

	
	
	
	Fala
	CHP
	F
	   "
	G
	no
	yes
	yes
	Yes
	

	
	
	
	Gendema
	MCHP
	NF
	   "
	G
	no
	no
	no
	no
	


SUMMARY OF HEALTH FACILITIES-KENEMA DISTRICT
CHC


-
16

CHP


-
35

MCHP


-
34

MISSION Clinic

-
  2

GOVT. HOSP.

-               1

MISS. HOSP.

-
  2

Private/Indust. Clinic
-
  3

GOVT. CLINIC

-               2

MIS. CLINIC

-
  1

FUNCTIONAL

-
59

NON FUNCTIONAL
 -
25

.. No information

-
20
TOTAL


=            95





Sierra Leone MOHS (PHC)

Ministry of Health and Sqnitation

Directorate of Primary Health Care (PHC)

KONO DISTRICT HEALTH FACILITIES

	
	
	
	
	
	STRUCTURES
	
	Watsan
	
	

	
	
	
	
	
	
	
	
	Staff

Qrts.
	Water sup
	Toilet Fact
	Remarks

	No.
	Chiefdom

Admin.
	Proj.

Est.Pop
	Town/

Village
	Unit

Type
	F/NF
	Status
	Sector/

Agency
	Y/No
	Yes/No
	Yes/No
	

	
	
	
	
	
	
	
	
	
	
	
	

	1
	Fiama
	24,000
	Bandajuma
	MCHP
	F
	G.rehab.
	G
	no
	 yes
	yes
	

	
	
	
	Jagbwema
	CHC
	F
	rehab.
	G
	no
	yes
	Yes
	

	
	
	
	Yekor
	MCHP
	F
	   "
	G
	no
	yes
	Yes
	

	
	
	
	Kpetema
	CHP
	NF
	damaged
	G
	no
	no
	No
	

	
	
	
	Tuiyor
	MCHP
	NF
	    "
	G
	no
	no
	No
	

	
	
	
	
	
	
	
	
	
	
	
	

	2
	Gbane
	17,500
	Baoma
	MCHP
	F
	rehab.
	G
	no
	yes
	Yes
	

	
	
	
	Gandohun
	CHC
	F
	   "
	G
	no
	yes
	Yes
	

	
	
	
	Kanekor
	CHP
	F
	   "
	G
	no
	yes
	Yes
	

	
	
	
	Korankor
	MCHP
	NF
	   "
	G
	no
	no
	No
	

	
	
	
	Sawula
	CHP
	F
	   "
	G
	no
	Yes
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	

	3
	Kando
	3000
	Koadu
	CHP
	F
	   -
	G
	no
	yes
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	4
	Gbense
	81,000
	Gbagadu
	CHP
	F
	rehab.
	G
	no
	yes
	Yes
	

	
	
	
	Koakor
	CHP
	F
	    "
	G
	no
	yes
	Yes
	

	
	
	
	Koeyoe
	MCHP
	F
	   "
	G
	no
	yes
	Yes
	

	
	
	
	Koidu Town
	Hosp.
	F
	G.rehab
	G
	Yes
	yes
	yes
	

	
	
	
	Koidu Town
	Clinic
	F
	    "
	G ups
	yes
	yes
	Yes
	

	
	
	
	Small 

Sefadu
	CHP
	F
	rehab.
	G
	no
	yes
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	Yardu 

Gbense
	MCHP
	NF
	   "
	G
	no
	yes
	Yes
	

	
	
	
	
	

	 
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	5
	Gorama
	8,000
	Kangama
	CHC
	F
	rehab.
	G
	no
	yes
	Yes
	

	
	Kono
	
	Jagbwema
	CHP
	F
	   "
	G
	no
	yes
	Yes
	

	
	
	
	Teisayema
	MCHP
	NF
	   -
	G
	no
	yes
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	

	6
	Kamana
	28,000
	Payima
	CHP
	F
	Rehab.
	G
	no
	yes
	Yes
	

	
	
	
	Samio koidu
	MCHP
	NF
	Vandalise
	G
	no
	yes
	Yes
	

	
	
	
	Sukudu
	CHP
	F
	Rehab.
	G
	no
	yes
	Yes
	

	
	
	
	Tambudu
	CHC
	F
	Rehab.
	G
	no
	yes
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	

	7
	Lei
	15,500
	Kogayende
	CHP
	F
	Rehab
	G
	no
	Yes
	Yes
	

	
	
	
	Saiama
	CHC
	F
	Rehab
	G
	no
	yes
	Yes
	

	
	
	
	Sukudu
	MCHP
	F
	Rehab
	G
	no
	yes
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	

	8
	Mafindo
	4,853
	Kameidor
	CHP
	F
	Rehab
	G
	no
	yes
	Yes
	

	
	
	
	Sambuya
	MCHP
	F
	Rehab
	G
	no
	yes
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	

	9
	Nimikoro
	85,000
	Bumpe 
	CHP
	F
	not rehab
	G
	no
	yes
	Yes
	

	
	
	
	Jiama 

Mimikoro
	Clinic
	F
	not rehab
	M.clinic
	yes
	Yes
	Yes
	


Kono District Health Facilities (Cont.)

	
	
	
	
	
	STRUCTURES
	
	Watsan
	
	

	
	
	
	
	
	
	
	
	Staff

Qrts.
	Water sup
	Toilet Fact
	Remarks

	No.
	Chiefdom

Admin.
	Proj.

Est.Pop
	Town/

Village
	Unit

Type
	F/NF
	Status
	Sector/

Agency
	Y/No
	Yes/No
	Yes/No
	

	
	
	
	
	  
	
	
	
	
	
	
	

	
	
	
	Njagbwema
	CHP
	F
	rehab.
	G
	no
	yes
	Yes
	

	
	
	
	Njala
	CHP
	F
	rehab.
	G
	no
	yes
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	Masendu
	CHP
	F
	rehab.
	G
	no
	yes
	Yes
	

	
	
	
	Seidu
	MCHP
	F
	rehab.
	G
	no
	yes
	Yes
	

	
	
	
	Yengema
	Hosp.
	F
	rehab.
	Indust.
	yes
	yes
	Yes
	

	
	
	
	Ngaiya
	MCHP
	F
	   -
	G
	No
	Yes
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	

	10
	Nimiyama
	89,000
	Njauna 

Sewefe
	CHC
	F
	rehab
	G
	no
	yes
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	Masabendu
	CHC
	F
	rehab
	G
	no
	yes
	Yes
	

	
	
	
	NGO town
	CHP
	F
	rehab
	G
	no
	yes
	Yes
	

	
	
	
	Sandiya
	CHP
	F
	rehab
	G
	no
	yes
	Yes
	

	
	
	
	Peye
	MCHP
	F
	rehab
	G
	no
	yes
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	

	11
	Sanda
	80,000
	Gbeya -
	MCHP
	NF
	rehab.
	G
	no
	no
	No
	

	
	
	
	Gbangabaya
	MCHP
	F
	rehab.
	G
	no
	yes
	Yes
	

	
	
	
	Kochero
	MCHP
	F
	rehab.
	G
	no
	yes
	Yes
	

	
	
	
	Korduya
	MCHP
	F
	rehab.
	G
	no
	yes
	Yes
	

	
	
	
	Kayima
	CHC
	F
	rehab.
	G
	no
	Yes
	Yes
	

	
	
	
	Tefeya
	CHP
	F
	rehab.
	G
	no
	Yes
	Yes
	

	
	
	
	masundu
	MCHP
	F
	rehab.
	G
	no
	yes
	Yes
	

	
	
	
	Yomandu
	CHC
	F
	rehab.
	G
	no
	yes
	Yes
	

	
	
	
	Yardu
	MCHP
	NF
	not rehab
	G
	no
	Yes
	Yes
	

	
	
	
	Yorkodu
	MCHP
	NF
	    "
	G
	no
	yes
	yes
	

	
	
	
	
	
	
	
	
	
	
	
	

	12
	Kainkordu
	13,500
	Bandahynna
	MCHP
	F
	rehab.
	G
	no
	yes
	Yes
	

	
	
	
	Fueroh
	CHP
	F
	rehab.
	G
	no
	yes
	Yes
	

	
	
	
	Gbamandu
	CHP
	F
	rehab.
	G
	no
	yes
	Yes
	

	
	
	
	Kainkadu
	CHC
	F
	rehab.
	G
	no
	yes
	Yes
	

	
	
	
	Manjama
	CHP
	F
	rehab.
	G
	no
	yes
	Yes
	

	
	
	
	Sukudu
	MCHP
	F
	rehab.
	G
	no
	yes
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	

	13
	Tankoro
	42,000
	Baiama
	CHP
	F
	rehab.
	G
	no
	yes
	Yes
	

	
	
	
	Kainsay
	MCHP
	F
	rehab.
	G
	no
	yes
	Yes
	

	
	
	
	Kiaqyuna
	CHP
	F
	rehab.
	G
	no
	yes
	Yes
	

	
	
	
	Sombahun
	Hosp.
	NF
	   -
	late Dr. Suku Tamba
	No
	

	
	
	
	New –

Sombahun
	Clinic
	F
	   -
	Dr. Kofi
	no
	yes
	Yes
	

	
	
	
	Wiana
	MCHP
	NF
	rehab.
	G
	no
	no
	No
	

	
	
	
	
	
	
	
	
	
	
	
	

	14
	Toli
	8,179
	Borgongor
	MCHP
	NF
	rehab.
	G
	no
	no
	No
	

	
	
	
	Kondewakor
	CHP
	F
	rehab.
	G
	no
	yes
	Yes
	

	
	
	
	Kpetema
	CHP
	F
	rehab.
	G
	no
	yes
	Yes Sombahun
	

	
	
	
	
	
	
	
	
	
	
	
	


SUMMARY NUMBER OF FACILITIES-KONO DISTRISCT

CHCs

-
10

CHPs

-
25

MCHPs

-
26

Govt. Hosp,
-
  1

P.& Ind Hosp.
-
  1

Miss. Clinic
-
  2

F.

-
56

NF

-
12


      TOTAL  =          
68
Northern province

· Bombali District

· Kambia District

· Koinadugu District

· Tonkolili 

· Port Loko District

Ministry of Health Sanitation

Directorate of Primary Health Care (PHC)

	BOMBALI DISTRICT HEALTH  FACILITIES
	
	
	
	
	
	
	
	

	
	
	
	
	
	STRUCTURES
	
	
	Watsan
	
	

	No.
	Chiefdom

Admin.
	Proj. Est.

Pop.
	Town/

Village
	Unit/

Type
	F/NF
	Status
	Sector/

Agency
	Staff

Qrts
	Water supp.
	Toilet 
	Remarks

Notes

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	1
	Biriwa
	26,608
	Bumban
	MCHP
	F
	Rehab
	CCF
	Yes
	Yes
	Yes
	

	
	
	
	Bunbauday
	MCHP
	F
	Under Rehab 
	CCF
	No
	No
	No
	

	
	
	
	Kagbaneh
	CHP
	F
	Under Rehab
	G
	Yes
	
	Yes
	

	
	
	
	Kamabai
	CHC
	F
	Under Rehab 
	UNICEF
	Yes
	Yes
	
	

	
	
	
	Kamaseiki
	MCHP
	F
	Partially Intact
	G
	Yes
	
	Yes
	

	
	
	
	Kanikay 
	MCHP
	F
	 Rehab 
	CARITAS
	
	
	
	

	
	
	
	Karina
	CLINIC 
	F
	Admit Cl
	Private 
	
	
	
	

	
	
	
	Loreto
	CLINIC 
	F
	Rehab
	
	
	
	
	

	
	
	
	Mamama
	MCHP
	F
	 Rehab 
	UNICEF
	Yes
	No
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	

	2
	Bombali
	114,368
	Makump
	MCHP
	F
	Rehab 
	CCF
	Yes
	Yes
	Yes
	

	
	Sebora
	
	Masorie
	MCHP
	F
	Rehab 
	CCF
	Yes
	Yes
	Yes
	

	
	
	
	Masuba
	MCHP
	F
	Rehab 
	DFID/CRP
	No
	Yes
	Yes
	

	
	
	
	Makeni Town
	Hosp. 
	F
	W/ Bank Sp/ted
	G
	
	
	
	   

	
	
	
	Makeni Town
	CLINIC
	NF
	Ambulatory
	Private Cli.
	
	
	
	

	
	
	
	Makeni Town
	CLINIC
	F
	TB/Leprosy Othopaedic Centre
	 Miss. U-5 cli
	
	
	
	

	
	
	
	Makeni Town
	Hosp. 
	F
	
	Mission
	
	
	
	

	
	
	
	Makeni Town
	CLINIC
	F U-5
	
	Cath. Mis.
	
	
	
	

	
	
	
	Holy Spirit
	CLINIC
	F
	Community Building
	G
	
	
	
	

	
	
	
	Patebana
	CHP
	F
	Community Building
	G
	
	
	
	

	
	
	
	Red Cross
	CLINIC
	F
	Rehabilitated
	Red Cross
	No
	Yes
	Yes
	

	
	
	
	Teko Barracks
	CLINIC
	F
	Defence Clinic
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	3
	Gbanti
	27,880
	Kamaranka
	CHC
	F
	Under Rehabilitation 
	UNICEF
	No
	No
	No
	

	
	Kamaranka
	Kambia
	CHP
	F
	 Repairs Needed
	UNICEF
	Yes
	No
	
	

	
	
	
	GantiI
	CHC
	F
	
	
	
	
	
	

	
	
	
	Gbaikefey
	MCHP
	F
	
	
	
	
	
	

	
	
	
	Gbonkorbana
	CHP
	F
	Under Construction 
	UNAMSIL
	
	
	
	

	
	
	
	Makaiba
	CHP
	NF
	Under Construction 
	NaSCA
	
	
	
	

	
	
	
	Royeama
	MCHP
	F
	
	
	Yes
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	4
	Gbendembu      31,499
	Gbendembu
	CHC
	F
	Rehabilitated
	WCSL
	
	
	
	

	
	Ngowahun
	Kalambga
	CHC
	F
	Rehabilitated 
	UNICEF 
	Yes
	Yes
	Yes
	

	
	
	
	Kortohun
	CHP
	F
	Rehabilitated
	DIFID/CRP
	Yes
	Yes
	Yes
	

	
	
	
	Madinaloko
	CHP
	F
	Community house
	
	
	
	

	
	
	
	Mahcovie
	MCHP
	F
	Community house
	
	
	
	

	
	
	
	Mamaka
	MCHP
	F
	Rehabilitated 
	DIFID/CRP
	Yes
	Yes
	
	

	
	
	
	Masieba
	CHP
	NF
	No  Structure
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	5
	Libiesay-

Gahun
	14,250
	Batkanu
	CHC
	F
	Rehabilitated
	HIPIC
	Yes
	Yes
	Yes
	Yes

	
	
	
	Gbonkonka
	CHP
	F
	Rehabilitated 
	DFID/CRP
	Yes
	Yes
	Yes
	

	
	
	
	Magbaingba
	MCHP
	F
	Rehabilitated 
	CCF
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	


Bombali District Health Facilities (Cont.)

	
	
	
	
	
	STRUCTURES
	
	
	WATSAN
	
	

	No.
	Chiefdom

Admin.
	Proj. Est.

Pop.
	Town/

Village
	Unit/

Type
	F/NF
	Status
	Sector/

Agency
	Staff

Qrts
	Water supp.
	Toilet 
	Remarks

Notes

	
	
	
	
	
	
	
	
	
	
	
	

	6
	Magbaimba        27,007
	Kagberi
	CHC
	F
	
	
	
	
	
	

	
	Ndowahun
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	7
	Makari gbinti
	Fullah Town
	MCHP
	F
	Rehabilitated
	G/MSF(B)
	Yes
	No
	Yes
	

	
	
	
	Kolisoko
	MCHP
	F
	
	
	No
	No
	No
	

	
	
	
	Mabaikoli
	MCHP
	F
	
	
	Yes
	Yes
	Yes
	

	
	
	
	Mange
	CHP
	F
	Rehabilitated 
	Red Cross
	Yes
	
	Yes
	

	
	
	
	Makari
	MCHP
	F
	Rehabilitated 
	G
	No
	No
	No
	

	
	
	
	Kunsho
	MCHP
	F
	Under Construction 
	NaSCA
	no
	no
	No
	

	
	
	
	Romankneh
	CHC
	NF
	UNAMSIL  Post
	G
	no
	no
	No
	

	
	
	
	Tonkonba
	MCHP
	F
	 Repairs Needed
	G
	Yes
	No
	Yes
	

	
	
	
	Pamlap
	MCHP
	F
	
	G
	no
	yes
	yes
	

	
	
	
	Puntung
	MCHP
	F
	Community House
	G
	Yes
	No
	Yes
	

	
	
	
	Yankasa
	MCHP
	F
	No Structure 
	G
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	8
	Pakimasa-

Bong
	15,698
	Mapaki
	CHC
	F
	Under Rehabilitation 
	CCF
	No
	No
	No
	No

	
	
	
	Makolor
	CHP
	F
	Rehabilitated 
	WHO
	Yes
	No
	Yes
	

	
	
	
	Makeni  Hol
	MCHP
	F
	
	
	
	
	
	

	
	
	
	Masingbi lol
	MCHP
	F
	Under Rehabilitation 
	CCF
	No
	No
	No
	

	
	
	
	Katantabana
	MCHP
	NF
	Under Construction 
	CCF
	No
	No
	No
	

	
	
	
	
	
	
	
	
	
	
	
	

	9
	Safroko Limba
	Binkolo
	CHC
	F
	Rehabilitated
	UNICEF
	Yes
	Yes
	Yes
	

	
	
	
	Kabonka
	MCHP
	F
	Community house
	yes
	yes
	Yes
	

	
	
	
	Kagbo
	MCHP
	F
	Community house
	Yes
	Yes
	Yes
	

	
	
	
	Kapethe
	MCHP
	F
	Community house
	yes
	yes
	Yes
	

	
	
	
	KayasiI
	MCHP
	F
	Community house
	Yes
	yes
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	

	10
	Sanda Loko
	17,870
	Kamalo
	CHC
	F
	
	G
	yes
	yes
	Yes
	

	
	
	
	Laya
	CHP
	F
	
	G
	no
	yes
	Yes
	

	
	
	
	Maharibo
	MCHP
	F
	Destroyed
	G
	no
	yes
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	

	11
	Sanda 

Tandareh
	Mateboi
	CHC
	F
	Needs Rehabilitation
	No
	Yes
	Yes
	

	
	
	21,772
	Mabunduka
	CHC
	F
	
	
	Yes
	Yes
	Yes
	

	
	
	
	Rogbin
	MCHP
	F
	Community house
	Yes
	
	Yes
	

	
	
	
	Rokulan
	CHC
	F
	
	
	No
	
	Yes
	Needs staff quarters for all roy staff

	
	
	
	
	
	
	
	
	
	
	
	

	12
	Salla Limba
	92,208
	Kabafery
	MCHP
	F
	Community house
	yes
	yes
	Yes
	

	
	
	
	Kamaworni
	CHP
	NF
	Proposed World Bank Support
	
	
	

	
	
	
	Kamakwie
	Hospital
	F
	
	WCSL
	Yes
	Yes
	Yes
	

	
	
	
	Kamawie
	MCHP
	F
	 Hospital Complex
	WCSL
	No
	No
	No
	Needs Quarters

	
	
	
	Kamabaio
	MCHP
	F
	
	
	Yes
	No
	Yes
	

	
	
	
	Kaponkie
	MCHP
	F
	
	
	Yes
	
	Yes
	

	
	
	
	Kathantha
	CHC
	F
	Proposed World Bank Rehabilitation & Extension
	No
	No
	Yes
	NaSCA

	
	
	
	
	
	
	
	
	
	
	
	


Bombali District Health Facilities (Cont.)

	
	
	
	
	
	STRUCTURES
	
	
	WATSAN
	
	

	No.
	Chiefdom

Admin.
	Proj. Est.

Pop.
	Town/

Village
	Unit/

Type
	F/NF
	Status
	Sector/

Agency
	Staff

Qrts
	Water supp.
	Toilet 
	Remarks

Notes

	13
	Tambaka
	83,795
	Fintonia
	CHC
	F
	Destroyed
	
	
	
	
	

	
	
	
	Sanyan
	CHP
	F
	Rehabilitated
	DIFID/CRP
	Yes
	
	Yes
	

	
	
	
	Samaya
	CHP
	F
	
	
	Yes
	
	Yes
	Needs Accomodation & Extension of  facility.

	
	
	
	
	
	
	
	
	


Summary of Health Facilities of Bombali

Numbers


                                                                       CHCs
               -             16

       CHPs
     -              15

                                                                                       MCHPs                 -              35

Govt. Hosp,
-
  1

 




      M. hospital              -                 2






      D/Edu. clinic           -                 1






      Pri/Ind. Clinic         -                 4

Miss. Clinic
-
  2

                                                                                      D clinic                   -                 1

                                                                                      P clinic                   -                 2

F.

-
74

NF

-
 6
                                                                    

    TOTAL     =     77

Ministry of Health and Sanitation

Directorate of Primary Health Care (PHC)

	KAMBIA HEALTH FACILITIES
	
	
	
	
	
	
	
	

	
	
	
	
	
	   STRUCTURE
	
	
	WATSAN
	
	

	No.
	Chiefdom

Admin.
	Est. Proj

Pop.
	Town/Village
	Unit Type
	
	Status
	Sector/

Agency
	Staff

Qrts
	Water sup
	Toilet
	Remarks

Notes

	
	
	
	
	
	F/N
	
	
	Y/N


	Yes/No
	 Y/N
	

	1
	Briamaia
	32,212
	Gbolum
	CHP
	F
	Damage
	G
	No
	No
	No
	

	
	
	
	Konta
	CHP
	F
	Damage
	G
	No
	No
	No
	

	
	
	
	Kukuna
	CHP
	F
	Reconst.
	G
	Yes
	Yes
	Yes
	

	
	
	
	Kanku Baiamia
	CHP
	NF
	
	G
	No
	yes
	Yes
	

	
	
	
	Shekaia
	CHP
	F
	Constr.
	G
	No
	 no
	No
	

	
	
	
	
	
	
	
	
	
	
	
	

	2
	Gbinleh

Dixin 8
	29820
	Mafaray
	CHP
	F
	
	G
	no
	 no
	No
	

	
	
	
	Magbogbe
	CHP
	NF
	
	G
	no
	 no
	No
	

	
	
	
	Tawula
	CHP
	F
	damaged
	G
	Yes
	Yes
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	

	3
	Magbema 7
	62,448
	Gbonkomaria
	CHP
	F
	No Struct.
	G. MSH)
	No
	no
	Yes
	

	
	
	
	Bamoi Ruma
	MCHP
	NF
	No Struct.
	G
	no
	no
	No
	

	
	
	
	Kambia Town
	CLINIC
	F
	Reconst.
	G.UFC/)
	Yes
	Yes
	Yes
	

	
	
	
	Kambia Town
	HOSP.
	F
	Reconst.
	G
	yes
	yes
	Yes
	

	
	
	
	KambiaTown 2
	Stat.Clinic 
	F
	Reconst.
	SLRC/G
	no
	yes
	Yes
	

	
	
	
	Mathurane
	MCHP
	F
	No Struct.
	G
	No
	No
	
	

	
	
	
	Meni-Curve
	MCHP
	F
	No Struct.
	G
	no
	yes
	Yes
	

	
	
	
	Rokupr
	CHC
	F
	Com.house
	G/MSF(H)
	No
	No
	No
	

	
	
	
	Rokupr
	MCHP
	F
	Pri. House
	G
	Yes
	yes
	Yes
	

	
	
	
	Rokupr Sate.
	CLINIC
	F
	                              
	P.A
	yes
	yes
	Yes
	

	
	
	
	Rokupr
	HOSP.
	NF
	Pri. Closed
	M
	no
	no
	No
	

	
	
	
	Senthai
	MCHP
	F
	No Struct.
	G.M. Baptist
	No
	no
	No
	

	
	
	
	
	
	
	
	
	
	
	
	

	4
	Mambolo 8
	57,826
	Kalankay
	CHP
	NF
	Ambu-latory
	G
	no
	no
	No
	

	
	
	
	Mambolo
	CHP
	F
	        “
	BCSL
	yes
	Yes
	Yes
	

	
	
	
	Mayakie
	MCHP
	F
	No struct.
	G
	no
	yes
	Yes
	

	
	
	
	Tombo Walla
	CHC
	F
	Com.house
	G/MSF(H)
	yes
	yes
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	

	5
	Massum-
	37,148
	Barnoi
	CHC
	F
	Unrenovated
	G
	yes
	No
	Yes
	

	
	gbala 12
	
	Kawula
	CHC
	F
	Unrenovated
	G
	yes
	No
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	

	6
	Samu 12
	64,328
	Kassiri
	CHC
	F
	
	G
	no
	no
	Yes
	

	
	
	
	Koya
	CHP
	F
	No struct.
	G/M Baptist
	no
	yes
	No
	

	
	
	
	Kychum
	CHC
	F
	
	G
	yes
	yes
	Yes
	

	
	
	
	Mafunfuneh
	CHP
	F
	No struct.
	G
	yes
	Yes
	No
	

	
	
	
	Mopotolon
	CHP
	F
	No struct.
	G
	no
	no
	No
	

	
	
	
	Rokai
	CHP
	F
	No struct.
	G
	no
	no
	No
	

	
	
	
	Rosinor
	CHP
	F
	No struct.
	G
	no
	no
	No
	

	
	
	
	Yeliboya
	CHP
	F
	No struct.
	G
	no
	no
	No
	

	
	
	
	
	
	
	
	
	
	
	
	

	7
	Tonko 
	57,912
	Kamagbew
	MCHP
	F
	Com.house
	G
	yes
	Yes
	Yes
	

	
	Limba 6
	
	Kamasasa
	CHP
	F
	Not Renov.
	G
	no
	yes
	Yes
	

	
	
	
	Kasuria
	MCHP
	F
	Com.house
	G
	yes
	yes
	Yes
	

	
	
	
	Madina
	Clinic
	N/F
	No Struct.
	WCST
	yes
	Yes
	Yes
	

	
	
	
	Maselleh
	MCHP
	F
	
	G
	yes
	yes
	Yes
	

	
	
	
	Numea
	CHC
	F
	No Struct.
	G
	yes
	Yes
	Yes
	

	
	
	
	Sella Kaffa
	CHP
	F
	
	
	yes
	Yes
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	


	SUMMARY OF HEALTH FACILITIES-KAMBIA DISTRICT

	
	
	
	

	Number of CHCs      -      7
	· 7

· 
	
	

	CHP                        -  19
	
	

	MCHPs                   -    9
	
	

	G. Hosp                 -     1
	
	

	M. Hosp                 -     1
	
	

	G. Clinic                 
	    -     1
	
	

	Mis. Clinic              -     3
	
	

	P & I Clinic             -     1
	      
	

	Functional
	    -   33
	
	

	Non Functional
	    -     7
	
	


                                                                  TOTAL           =    40

Ministry of Health and Sanitation

Directorate of Primary Health Care (PHC)

	KOINADUGU HEALTH FACILITIES
	
	
	
	
	
	
	
	

	
	
	
	
	
	STRUCTURES
	
	
	WATSAN
	
	

	No.
	Chiefdom

Amin.
	Est.

proj.
	Town/

Village
	Unit/

Type
	F/N
	Status
	Sector/

Agency
	Staff

Qrts
	Water sup
	Toilet

 Fact
	Remarks

	
	Admin.
	
	
	
	
	
	
	Y/N
	Yes/No
	Yes/No
	Notes

	1
	DEMBELIA 10
	10,541
	Gbebtu
	CHP
	F
	under const. 
	G
	 Yes
	Yes
	Yes
	Minot -

	
	MUSAIA
	
	Handalai
	MCHP
	F
	Pros. H/C
	G
	yes
	yes
	Yes
	Rehab

	
	
	
	Musaia
	CHC
	F
	unrenovated
	
	yes
	Yes
	Yes
	

	                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                      
	
	
	
	
	
	
	
	
	
	
	

	2
	DEMBELIA SINKUNIA
	14,533
	Gbindi
	CHP
	F
	No structure
	G
	no
	Yes
	yes
	

	
	
	
	Manan
	MCHP
	F
	Com. House
	CCF
	yes
	Yes
	Yes
	

	
	
	
	Sinkunia
	CHC
	NF
	Damaged
	G
	no
	no
	No
	

	
	
	
	Dakanla
	CHP
	NF
	Damaged
	G
	No
	no
	No
	

	
	
	
	
	
	
	
	
	
	
	
	

	3
	DIANG 6
	24,453
	Flora
	CHP
	F
	Damaged
	G/MSF(B)
	no
	yes
	Yes
	

	
	
	
	Kondebai
	CHC
	F
	unfinished
	G
	no
	yes
	Yes
	

	
	
	
	Kanya
	MCHP
	NF
	
	CRS
	no
	no
	No
	

	
	
	
	Yara
	MCHP
	F
	
	G
	yes
	Yes
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	

	4
	KAEUNKO 8
	21,140
	Fadugu
	CHC
	F
	unfinished
	G
	No
	Yes
	Yes
	

	
	
	
	Lenkekor
	MCHP
	NF
	Com.building
	G/CRS.
	no
	no
	No
	

	
	
	
	Madina
	MCHP
	F
	Private House
	G/CCF
	yes
	yes
	yes
	

	
	
	
	Kassie
	MCHP
	NF
	
	CCF
	no
	No
	no
	

	
	
	
	
	
	
	
	
	
	
	
	

	5
	MONGO 6
	58,009
	Bendugu
	CHC
	F
	no struc.
	G.Assisted        no
	Yes
	Yes
	

	
	
	
	Gberfeh
	MCHP
	NF
	
	Mission CCF     no
	no
	No
	

	
	
	
	Kamaron
	CHP
	NF
	no struc.
	G
	no
	no
	No
	

	
	
	
	Waliya
	MCHP
	NF
	no perm.struc.
	G
	no
	no
	No
	

	
	
	
	Seriya
	MCHP
	F
	Private House
	G
	yes
	yes
	Yes
	

	
	
	
	Serava
	MCHP
	NF
	
	CCF
	no
	No
	No
	

	
	
	
	
	
	
	          
	
	
	
	
	

	6
	NEYA 6
	37,306
	Krubunla
	CHP
	F
	poor roof
	G
	no
	Yes
	Yes
	Major

	
	
	
	Masofinia
	MCHP
	F
	no struc.
	G
	no
	No
	No
	rehab.

	
	
	
	Porpon
	MCHP
	NF
	com.building
	G
	yes
	yes
	Yes
	Essential

	
	
	
	
	
	
	
	
	
	
	
	

	7
	NENI 4 
	32,855
	Pukaua
	CHP
	F
	no struc NGO
	no
	No
	No
	

	
	
	
	Fankorya
	MCHP
	F
	no struc NGO
	G
	no
	yes
	Yes
	

	
	
	
	Fairawa
	CHP
	F
	No Structure
	G
	no
	no
	No
	

	
	
	
	Fornia
	CHP
	NF
	No Sturcture
	G
	no
	no
	No
	

	
	
	
	Yiffin
	CHC
	F
	unfinished
	G
	no
	no
	No
	comm.

	
	
	
	Simbaria
	MCHP
	NF
	pros centre
	G
	no
	no
	No
	Effort

	
	
	
	
	
	
	
	
	
	
	
	

	8
	SEGBE 6
	43,415
	Dankawa
	CHP
	F
	no struct.
	G/MSF(B)
	no
	yes
	Yes
	

	
	
	
	Gbenikor
	MCHP
	F
	No Building
	G
	no
	no
	No
	

	
	
	
	Kamandu

Sokrala
	MCHP
	F
	Damaged
	G
	no
	no
	No
	

	
	
	
	Kondeya
	MCHP
	NF
	
	CCF
	no
	no
	No
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	Koinadugu
	MCHP
	F
	
	CCF
	yes
	yes
	Yes
	

	
	
	
	Sengbele
	CHP
	NF
	no perm struc 
	G
	no
	no
	No
	

	
	
	
	Yiraia
	MCHP
	NF
	“        “       “
	G
	no
	no
	no
	


Koinadugu District Health Facilities


	
	
	
	
	
	STRUCTURES
	
	
	    WATSAN          
	

	No.
	Chiefdom

Amin.
	Est.Po

proj.
	Town/

Village
	Unit/

Type
	F/N
	Status
	Sector/

Agency
	Staff           Water

Qrts            Supp.
	Toilet

Fact.
	Remarks

Notes

	
	Admin.
	
	
	
	
	
	
	Y/N               Y/N
	Yes/No
	

	9
	SULIMA 7
	17,421
	Falaba
	CHP
	F
	Damaged
	G/MSF(B
	Yes
	yes
	Yes
	

	
	
	
	Ganya
	MCHP
	NF
	No Permanent Structure
	G
	No
	no
	No
	

	
	
	
	Gberia

Bmako
	CHP
	F
	No Permanent Structure
	G
	No
	yes
	yes
	

	
	
	
	Koindu-

kula


	CHP
	F
	No Permanent Structure
	G
	no
	yes
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	

	10
	WARA WARA BAFODIA 10
	28,078
	Bafodia
	CHP
	F
	Partially Damaged
	G/MSF(B


	no
	yes
	Yes
	

	
	
	
	Kakoya
	MCHP
	F
	No Structure
	G/CCF
	no
	no
	No
	

	
	
	
	Serekunda
	MCHP
	NF
	No Structure
	G
	no
	no
	No
	

	
	
	
	Herima

Kono
	MCHP
	F
	No Structure
	G
	no
	no
	No
	

	
	
	
	Thelia
	MCHP
	F
	No Structure
	G/MSF(B
	no
	No
	No
	

	
	
	
	
	
	
	
	
	
	
	
	

	11
	WARA WARA YAGALA 6
	17,237
	Kabala

Town
	Clinic
	F
	World Bank Support
	G. UFC
	yes
	yes
	Yes
	

	
	
	
	Kabala

Town
	Hosp.
	F
	Would Bank Intact
	G
	yes
	yes
	yes
	

	
	
	
	Lengekoro
	CHP
	F
	No Permanent Structure
	G
	no
	yes
	Yes
	

	
	
	
	Derema

Kono
	MCHP
	F
	Community Structure Damaged
	G
	yes
	yes
	Yes
	

	
	
	
	Makakura
	MCHP
	NF
	No Permanent Structure
	G
	no
	no
	No
	

	
	
	
	Madudia
	MCHP
	NF
	Proposed Centre
	G/CCF
	no
	no
	No
	

	
	
	
	Yagala
	MCHP
	F
	Community House
	G
	yes
	yes
	yes
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	SUMMARY  OF  HEALTH  FACILITIES

             KOINADUGU  DISTRICT
	
	

	
	
	
	
	
	
	Number of CHCS -     6
	
	
	
	

	
	
	
	
	
	
	CHP 
	      -   15
	
	
	
	

	
	
	
	
	
	
	MCHPs
	      -   30
	
	
	
	

	
	
	
	
	
	
	G. Hosp 
	
-    1
	
	
	
	

	
	
	
	
	
	
	Miss Hosp. 
	
	
	
	
	

	
	
	
	
	
	
	G. Clinic - 1
	       -    1
	
	

	
	
	
	
	
	
	Functional
	       -   35
	
	
	


                                                                 Non Functional     -    18






     TOTAL        =      53
            Ministry of Health and Sanitation

Directorate of Priamry Health Care

	               PORT LOKO DISTRICT HEALTH FACILITIES
	
	
	
	
	
	
	

	
	
	
	
	
	STRUCTURES
	
	
	Watsan
	
	
	

	No.
	Chiefdom

Admin.
	EST. Pop

Pop.
	Town/

Village
	Unit/

Type
	F/NF
	Station
	Sector/

Agency
	Staff

Qrts.
	Water

Supp.

Y/N
	Toilet

Y/N
	Refuse/
	Remarks

	1
	Bureh Kasseh

Macconteh (BKM)
	
	Barmoi
	CHC
	F
	Intact
	G
	Yes
	No
	Yes
	
	

	
	
	
	Bureh
	CHC
	F
	
	G
	
	
	
	
	

	
	
	
	Kagban-

Thama
	CHC
	F
	Intact
	G
	No
	No
	Yes
	Yes
	Minor Rehabilitation

	
	
	
	Magboronor
	CHP
	F
	Building
	G
	No
	No
	Yes
	Yes
	

	
	
	
	Mange Bureh
	CHC
	F
	Building
	G
	No
	No
	Yes
	Yes
	Permanent Structure needed.

	
	
	
	Mintomoh
	CHP
	F
	
	G
	No
	yes
	yes
	Yes
	Minor Repair 

	
	
	
	
	
	
	
	
	
	
	
	
	

	2
	Buya
	
	Foredugu
	MCHP
	NF
	no struct.
	G
	no
	no
	no
	No
	

	
	Romende
	
	Gbomsamba
	MCHP
	F
	no sturct
	G
	no
	yes
	yes
	Yes
	

	
	
	
	Kamasundu
	CHP
	F
	Strcture
	G
	yes
	Yes
	yes
	Yes
	

	
	
	
	Masamboi
	MCHP
	NF
	No Structure
	G
	no
	no
	no
	Yes
	

	
	
	
	Madina
	MCHP
	NF
	Burnt
	G
	no
	no
	no
	No
	

	
	
	
	Rosint Buya
	CHC
	F
	Rehab.
	G
	No
	No
	Yes
	Yes
	

	
	
	
	Worie Bana
	CHP
	F
	 Rented Premise
	G
	yes
	yes
	yes
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	3
	DIBIA
	
	Gbinti
	CHC
	F
	Rehab.
	G
	No
	yes
	yes
	Yes
	

	
	
	
	Gbombana
	MCHP
	F
	No Structure
	G
	no
	yes
	yes
	Yes
	

	
	
	
	Karineh
	MCHP
	F
	Not Structure
	G
	no
	yes
	yes
	Yes
	

	
	
	
	Maron
	MCHP
	F
	Not Structure
	G
	no
	yes
	yes
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	4
	Kaffu
	
	Gbanebana
	MCHP
	F
	Retented House
	G
	yes
	yes
	yes
	Yes
	

	
	Bullom
	
	Konakridee
	CHC
	F
	
	G
	no
	yes
	yes
	Yes
	Structure small 

	
	
	
	Lungi Garrison
	CLINIC
	F
	
	D. CLINIC    yes
	yes
	yes
	Yes
	

	
	
	
	Lungi Viillage
	MCHP
	F
	 Rented House
	G
	yes
	yes
	yes
	Yes
	

	
	
	
	Mahera
	CHC
	F
	
	G
	no
	yes
	yes
	Yes
	

	
	
	
	Maheral
	Hosp.
	F
	
	P.Hosp
	yes
	yes
	yes
	Yes
	

	
	
	
	Mahera

(yogoro)
	CLINIC
	F
	
	M.CLINIC     yes
	yes
	yes
	Yes
	

	
	
	
	Mamanki
	MCHP
	F
	No Structure
	G
	no
	no
	yes
	Yes
	

	
	
	
	Sorktar
	Hosp.
	F
	
	G.Hosp.
	yes
	yes
	yes
	Yes
	

	
	
	
	Sumbuya
	MCHP
	F
	No Structure
	G
	no
	yes
	yes
	Yes
	

	
	
	
	Targrin
	MCHP
	F
	 Rented House
	G
	yes
	yes
	yes
	yes
	

	
	
	
	Tombabana
	MCHP
	F
	 Rented House
	G
	yes
	yes
	yes
	yes
	

	
	
	
	
	
	
	
	
	
	
	
	
	


Port loko District Health Facilities (Cont.)

	
	
	
	
	
	STRUCTURES
	
	
	Watsan
	
	
	

	No.
	Chiefdom

Admin.
	EST. Pop

Pop.
	Town/

Village
	Unit/

Type
	F/NF
	Station
	Sector/

Agency
	Staff

Qrts.
	Water

Supp.

Y/N
	Toilet

Y/N
	Refuse/
	Remarks

	5
	Koya
	
	Konraba

Ngoila
	CHP
	NF
	 Rented House
	G
	yes
	no
	No
	No
	

	
	
	
	Kuranko
	CHC
	F
	
	G
	Yes
	Yes
	Yes
	Yes
	

	
	
	
	Maagbon-

Thosor
	CHP
	NF
	Burnt
	G
	No
	Yes
	Yes
	Yes
	

	
	
	
	Magbeni
	CHP
	NF
	Destroyed
	G
	No
	No
	no
	No
	

	
	
	
	Makarankay 
	MCHP
	NF
	Structure Unconst.
	G
	No
	no
	No
	No
	

	
	
	
	Maketeh
	MCHP
	NF
	No Struct.
	G
	No
	No
	no
	No
	

	
	
	
	Masiaka Town
	CHC
	F
	
	G
	No
	Yes
	Yes
	Yes
	Staff quarters neededl for key personnel

	
	
	
	Mawoma
	MCHP
	F
	No Structure
	G
	No
	No
	Yes
	Yes
	

	
	
	
	Warima
	CHP
	NF
	No Structure
	G
	No
	no
	No
	No
	Busy Business Centre on the high way

	
	
	
	
	
	
	
	
	
	
	
	
	

	6
	Lokomassama
	Bailor
	CHP
	F
	No permat. Structure
	G
	No
	Yes
	Yes
	Yes
	

	
	
	
	Benkia
	CHP
	F
	
	G
	No
	Yes
	Yes
	Yes
	

	
	
	
	Bundulai
	MCHP
	F
	 Retented House
	G
	Yes
	Yes
	Yes
	Yes
	

	
	
	
	Gbintiwalla
	CHC
	F
	No Permanent House
	G
	No
	Yes
	Yes
	Yes
	

	
	
	
	Katorgha
	MCHP
	F
	No Permanent Structure
	G
	No
	Yes
	Yes
	Yes
	

	
	
	
	Kontawalla
	CHC
	F
	Rented  Building
	G
	Yes
	Yes
	Yes
	Yes
	

	
	
	
	Laminaya
	MCHP
	F
	Rented  Building
	G
	Yes
	Yes
	Yes
	Yes
	

	
	
	
	Making
	CHP
	NF
	Rented Building
	G
	Yes
	Yes
	No
	Yes
	

	
	
	
	Mana II
	CHP
	F
	
	G
	No
	Ye
	Yes
	Yes
	Needs staff quarters to accommodate key staff

	
	
	
	Menika
	MCHP
	F
	No Structure
	G
	No
	Yes
	Yes
	Yes
	

	
	
	
	Musia
	MCHP
	F
	No Structure
	G
	No
	Yes
	Yes
	Yes
	

	
	
	
	Pepel
	MCHP
	F
	No Structure
	G
	No
	Yes
	Yes
	Yes
	

	
	
	
	Petifu Bama
	MCHP
	F
	No Structure
	G
	No
	Yes
	Yes
	Yes
	

	
	
	
	Petifu Lokoma-

Sama
	CHC
	F
	
	G
	Yes
	Yes
	Yes
	             Yes
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	7
	Maforki
	
	Church of England
	CLINIC
	F
	Ambulatory
	M. CLI 
	Yes
	
	Yes
	Yes
	

	
	
	
	Gberry Junction
	CLINIC
	F
	
	M. Cli. 
	Yes
	
	Yes
	Yes
	

	
	
	
	Kabatha
	MCHP
	NF
	No Structure
	G
	Yes
	
	No
	No
	

	
	
	
	Maboni
	CHP
	F
	No Structure
	G
	No
	
	No
	No
	

	
	
	
	Mafoimarol
	CHP
	F
	No Structure
	G
	No
	
	Yes
	Yes
	

	
	
	
	Maforay
	MCHP
	F
	No Structure
	G
	No
	
	Yes
	Yes
	


Port Loko District Facilities )(Cont.)

	
	
	
	
	
	STRUCTURES
	
	
	Watsan
	
	
	

	No.
	Chiefdom

Admin.
	EST. Pop

Pop.
	Town/

Village
	Unit/

Type
	F/NF
	Station
	Sector/

Agency
	Staff

Qrts.
	Water

Supp.

Y/N
	Toilet

Y/N
	Refuse/
	Remarks

	
	
	
	Malah
	MCHP
	F
	No Structure
	G
	Yes
	Yes
	Yes
	Yes
	

	
	
	
	Maronko
	MCHP
	NF
	No Structure
	G
	No
	No
	No
	No
	

	
	
	
	Port Loko Town
	Hosp.
	F
	
	G
	Yes
	Yes
	Yes
	Yes
	

	
	
	
	Port Lolo Town
	CLINIC
	F
	
	G.UFC
	Yes
	Yes
	Yes
	Yes
	

	
	
	
	P. PAS/L
	CLINIC
	NF
	
	NGO
	Yes
	Yes
	Yes
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	8
	Marampa
	
	Lunsar Town
	Hosp.
	F
	
	M.H. Bapt.     Yes        yes
	  Yes
	Yes
	

	
	
	
	Lunsar Town
	CHC
	F
	
	G
	No
	  Yes
	Yes
	Yes
	

	
	
	
	Mabeseneh 
	Hosp.
	F
	
	M.Catholic      yes
	Yes
	Yes
	Yes
	

	
	
	
	Lunsar Town
	Hosp.
	F
	
	M.Bapt.Conv   yes       yes
	Yes
	Yes
	

	
	
	
	Magbelle
	CHC
	F
	
	G
	No
	No
	No
	No
	 Provide Accomodation for key staff

	
	
	
	Magbil
	MCHP
	NF
	No Structure
	G
	No
	No
	No
	No
	

	
	
	
	Makambo
	MCHP
	NF
	No Structure
	G
	No
	No
	No
	No
	

	
	
	
	Mamusa
	CHP
	NF
	
	G
	No
	No
	No
	No
	

	
	
	
	Marie Stoppes
	CLINIC
	NF
	
	NGO
	Yes
	Yes
	Yes
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	9
	Masimra
	
	Katik
	CHP
	NF
	Structure No facility to practice
	G
	No
	No
	No
	No
	

	
	
	
	Konta Kuma
	CHP
	NF
	Structure No facility to practice
	G
	No
	No
	No
	No
	

	
	
	
	Mamaligie
	MCHP
	NF
	
	G
	No
	No
	No
	No
	

	
	
	
	Masimira
	CHC
	NF
	No Structure
	G
	No
	No
	No
	No
	

	
	
	
	Nonkoba
	MCHP
	NF
	No Structure
	G
	No
	No
	No
	No
	

	
	
	
	Roline
	MCHP
	NF
	No Structure
	G
	No
	No
	No
	No
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	10
	Sanda Magbolonto
	Gbogbodo
	MCHP
	F
	No Structure
	G
	No
	No
	No
	No
	

	
	
	
	Kanthia
	CHP
	F
	
	G
	No
	no
	No
	No
	

	
	
	
	Sendugu
	CHC
	F
	
	G
	Yes
	Yes
	Yes
	Yes
	Need for staff quarters for key personnel

	
	
	
	
	
	
	
	
	
	
	
	
	

	11
	Tinkatopa Safroko
	Kambia Makama
	CHP
	F
	No Structure
	G
	No
	Yes
	Yes
	Yes
	

	
	Makama
	
	Malenkuray
	CHP
	F
	No Structure
	G
	No
	Yes
	Yes
	Yes
	


	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	SUMMARY OF HEALTH FACILITIES

           PORT LOKO DISTRICT
	
	
	

	
	
	
	
	
	
	NUMBER OF CHCs – 19
	
	
	
	
	

	
	
	
	
	
	
	CHPs 
	    -  22
	
	
	
	
	

	
	
	
	
	
	
	MCHPs 
	    -  33
	
	
	
	
	

	
	
	
	
	
	
	G. CLINIC 
	    -    1
	
	
	
	
	

	
	
	
	
	
	
	Miss. CLINIC 
	    -    2
	
	
	
	
	

	
	
	
	
	
	
	D/Edu CLINIC
	    -    1
	
	
	
	
	

	
	
	
	
	
	
	G.Hosp. 
	    -    2
	
	
	
	
	

	
	
	
	
	
	
	M. Hosp.
	
-   2
	
	
	
	
	

	
	
	
	
	
	
	Functional
	     -  59
	
	
	
	
	

	
	
	
	
	
	
	Non Functional
	     -  38
	
	
	
	
	

	
	
	
	
	
	
	TOTAL           =
	     87
	
	
	
	
	


Ministry of Health and Sanitation

Directorate of Primary Health Care (PHC)

Tonkolili District Health Facilities

	
	
	
	
	
	STRUCTURES
	
	
	Watsa
	
	
	

	    NO.
	Chiefdom
	EST
	
	
	
	
	
	Staff
	W/S
	SAN.
	Refuse
	Remarks

	
	Admin.
	PROJ. POP. 2004
	Town/
	Unit
	Fun.
	Status
	Sector/
	Qrts.
	Y/N
	TOI.
	By type
	Notes

	
	SECTIONS
	2004
	Village
	Type
	F/NF
	
	Agency
	Y/N
	
	Y/N
	
	

	1
	GBONKOLENKEH 9
	425,855
	Maraka
	CHC
	NF
	New facility.
	G,NaSCA
	Yes
	
	Yes
	
	Completed

	
	
	
	MASUMANA
	CHP
	F
	Contr.
	G/MRC
	Yes
	Yes
	Yes 
	Yes
	

	
	
	
	MATHAMP
	MCHP
	F
	Constructed
	G/MRC
	Yes
	Yes
	Yes
	No
	

	
	
	
	MAYAPOH
	CHP
	F
	Rehabilitated
	G/MRC
	Yes
	Yes
	Yes
	No
	

	
	
	
	RAYEBIENG
	
	
	
	
	
	
	
	
	

	
	
	
	YEBENG
	MCHP
	F
	Constructed 2003
	G/MRC
	Yes
	Yes
	Yes
	No
	

	
	
	
	YELE
	CHC
	F
	Constructed
	G
	Yes
	Yes
	Yes
	No
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	2
	KAFE SIMIRIA
	16,743
	MABONTO
	CHP
	F
	 Rehabilitated
	G/MRC
	Yes
	Yes
	Yes
	No
	

	
	
	
	MAKONTHANDAE
	MCHP
	F
	Constructed
	G
	Yes
	Yes
	Yes
	No
	

	
	
	
	MASOMBIRIE
	CHP
	F
	Constructed
	G/MRC
	Yes
	No
	Yes
	No
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	3
	KALANSOGOIA 7
	22,798
	Bumbuna
	CHC
	F
	Rehabilitated
	G
	Yes
	No
	Yes
	yes
	

	
	
	
	Bassasia
	MCHP
	F
	Com.House
	G
	No
	No
	Yes
	No
	

	
	
	
	Kathonmbo
	MCHP
	F
	Com.House
	G
	No
	No
	Yes
	No
	

	
	
	
	Kemedugu
	MCHP
	NF
	Constr.
	G. NaSCA
	No
	No
	No
	No
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	4
	KHOLIFA ROWALA 7
	45,523
	Mabai
	MCHP
	F
	Com House
	G
	No
	Yes
	Yes
	No
	

	
	
	
	Mabom
	CHC
	F
	Constructed
	G
	No
	Yes
	Yes
	No
	

	
	
	
	MAGBASS 
	MCHP
	F
	Com.House
	G
	No
	No
	Yes
	No
	

	
	
	
	MAGBORIE
	MCHP
	F
	ComHouse
	G
	No
	No
	Yes
	No
	

	
	
	
	MAGBORAKA TOWN
	Hosp.
	F
	Rehabilitated
	G/MSF(4)
	Yes
	Yes
	Yes
	
	

	
	
	
	MAGBURAKA TOWN CLINIC
	UFC
	F
	Com.House
	G
	No
	No
	Yes
	No
	

	
	
	
	MALONE
	MCHP
	F
	Com.House
	G
	No
	No
	Yes
	No
	

	
	
	
	MASOKO
	MCHP
	F
	Com.House
	G
	No
	Yes
	Yes
	No
	

	
	
	
	MASANGA
	Hosp.
	NF
	Rehab.
	
	Yes
	Yes
	Yes
	No
	

	
	
	
	MATHAM 
	MCHP
	NF
	
	G/MARLIN
	No
	No
	No
	No
	

	
	
	
	MAYOSSOL
	MCHP
	F
	constr.
	G/MARLIN
	No
	No
	No
	No
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	5
	KHOUFA MABANG 
	16,159
	KOMRABAI
	MCHP
	F
	Rehabilitated
	G. Concern WW
	Yes
	No
	
	Yes
	No

	
	
	
	MABANG
	CHP
	F
	Constructed
	G. Concern WW
	Yes
	No
	
	Yes
	No

	
	
	
	MABAI
	MCHP
	F
	Constr.
	G. Concern WW
	No
	No
	
	Yes
	No

	
	
	
	
	
	
	
	
	
	
	
	
	

	6
	KUNIKE SANDA 
	40,855
	MASINGBI
	CHC
	F
	Rehabilitated 
	G/MRC
	No
	Yes
	
	Yes
	No

	
	
	
	MASIAKA
	MCHP
	F
	Rehabilitated 
	G/MRC
	Yes
	No
	
	Yes 
	No

	
	
	
	FOTHANE JUNCTION
	MCHP
	F
	Rehabilitated 
	G/MRC
	Yes
	No
	
	Yes
	No

	
	
	
	MAMANSO SANKA
	CHP
	F
	Rehabilitated 
	
	No
	Yes
	
	Yes
	No

	
	
	
	PATIFULINE
	MCHP
	F
	Concontr.
	G/Marlin
	No
	No
	
	No
	No


Tonkolili District Health Facilities (Cont.)

	
	
	
	.
	
	STRUCTURES
	
	
	Watsa
	
	
	

	    NO.
	Chiefdom
	EST
	
	
	
	
	
	Staff
	W/S
	SAN.
	Refuse
	Remarks

	
	Admin.
	PROJ. POP. 2004
	Town/
	Unit
	Fun.
	Status
	Sector/
	Qrts.
	Y/N
	TOI.
	By type
	Notes

	
	SECTIONS
	2004
	Village
	Type
	F/NF
	
	Agency
	Y/N
	
	Y/N
	
	

	7
	Kunike Barina
	18,399
	Makali
	CHP
	F
	Rehabilitated
	G/MRC
	Yes
	Yes
	
	Yes
	No

	
	
	
	Makoililine
	MCHP
	F
	Rehabilitated
	G/MRC
	Yes
	No
	
	Yes
	No

	
	
	
	Wonkiboi
	MCHP
	F
	Rehabilitated
	G/MRC
	Yes
	Yes
	
	No
	No

	
	
	
	
	
	
	
	
	
	
	
	
	

	8
	Malal 

Mara            16,895   
	Malal Rochein
	Mchp
	F
	Constr.
	G/Marlin
	No
	No
	
	Yes
	No

	
	
	
	Mamal Mara
	CHP
	F
	Rehabilitated
	G/MSF(H)
	Yes
	Yes
	
	Yes 
	Yes Incenerator

	
	
	
	Manewa 
	MCHP
	F
	Constructed
	G/Marlin
	No
	No
	
	Yes
	No

	
	
	
	Macombabana
	MCHP
	F
	Constr.
	G/Marlin
	No
	No
	
	No
	No

	
	
	
	Robina
	MCHP
	F
	Contr.
	G/CCF
	No
	No
	
	No
	No

	
	
	
	
	
	
	
	
	
	
	
	
	

	9
	Sambaya Bendugu 4
	22,134
	Bendugu
	MCHP
	F
	Constructed
	G/MSF(H)
	Yes
	No
	
	Yes
	Yes Incenerator

	
	
	
	Kholitaga
	MCHP
	F
	Com.House
	G/MSF(H)
	No
	No
	
	Yes
	No

	
	
	
	Kunya
	MCHP
	F
	Constr.
	G/Marlin
	No
	No
	
	No
	No

	
	
	
	Dangawali
	MCHP
	NF
	
	G
	
	
	
	
	

	
	
	
	Ninkikoro
	MCHP
	F
	Rehabilitated
	G/Marlin
	
	
	
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	10
	Tane 6
	20,486
	Matotoka
	CHP
	F
	Rehabilitated
	G/MRC
	No 
	Yes
	
	Yes
	No

	
	
	
	Mangaybana
	MCHP
	F
	Rehabilitated
	G/MRC
	Yes
	Yes
	
	Yes
	No

	
	
	
	Mathowara
	MCHP
	F
	Rehabilitated
	G/MRC
	Yes
	Yes
	
	No
	No

	
	
	
	Rosemgbe
	MCHP
	F
	Rehabilitated
	G/Marlin
	Yes
	No
	
	Yes
	No

	
	
	
	Maorugbe
	MCHP
	F
	ComHouse
	G
	No 
	No
	
	Yes
	No

	
	
	
	Matufulie
	MCHP
	F
	Constr.
	G. NaSCA
	No 
	No
	
	No
	No

	
	
	
	
	
	
	
	
	
	
	
	
	

	11
	Yoni 12
	88,576
	Bongababay
	MCHP
	F
	Com.House
	G
	No
	No
	
	Yes
	No

	
	
	
	Foindu
	MCHP
	F
	Com.House
	G
	No
	No
	
	Yes
	No

	
	
	
	Magbafth
	MCHP
	F
	Com.House
	G
	No
	No
	
	Yes
	No

	
	
	
	Magbaesa
	MCHP
	F
	Constructed
	G/CCF
	Yes
	No
	
	Yes
	No

	
	
	
	Makorie Rock Fula
	MCHP
	F
	Com. House
	G
	No
	No
	
	Yes
	No

	
	
	
	Makondo
	MCHP
	F
	Com.House
	G
	No
	No
	
	Yes
	No

	
	
	
	Macrogba
	MCHP
	F
	Com.House
	G
	No
	No
	
	Yes
	No

	
	
	
	Mamaka
	MCHP
	F
	Constructed
	G/CCF
	Yes
	No
	
	Yes
	No

	
	
	
	Rokinbi
	MCHP
	F
	Rehabilitated
	G/CCF
	Yes
	No
	
	Yes
	No

	
	
	
	Makekel
	MCHP
	F
	Rehabilitated
	G/CCF
	Yes
	No
	
	Yes
	No

	
	
	
	Rorucks
	MCHP
	F
	Rehabilitated
	G/GTZ
	Yes
	No
	
	Yes
	No

	
	
	
	Roneitta
	MCHP
	F
	Rehabilitated
	G/GTZ
	Yes
	Yes
	
	Yes
	No

	
	
	
	Bathbana
	MCHP
	F
	Rehabilitated
	G/Torra Tech
	
	
	
	
	


Tonkolili District Health Facilities (CONT.)
	
	
	
	.
	
	STRUCTURES
	
	
	Watsa
	
	
	

	    NO.
	Chiefdom
	EST
	
	
	
	
	
	Staff
	W/S
	SAN.
	Refuse
	Remarks

	
	Admin.
	PROJ. POP. 2004
	Town/
	Unit
	Fun.
	Status
	Sector/
	Qrts.
	Y/N
	TOI.
	By type
	Notes

	
	SECTIONS
	2004
	Village
	Type
	F/NF
	
	Agency
	Y/N
	
	Y/N
	
	

	
	
	
	PETIFU-FULAMASA
	MCHP
	F
	Com. House
	G
	No
	No
	
	Yes
	No

	
	
	
	MATHOIR
	MCHP
	F
	Com.House
	G
	No
	No
	
	Yes
	No

	
	
	
	ROCHEIN KAMANDAHO
	CHP
	F
	Rehabilitated
	G/Marlin
	No
	Yes
	
	Yes
	No

	
	
	
	YONIBANA
	CHP
	F
	Rehabilitated
	G/Africane
	Yes
	No
	
	Yes
	No

	
	
	
	MAYOGBO
	MCHP
	F
	Constructed
	G/Torra Tech
	Yes
	Yes
	
	Yes
	No

	
	
	
	BAKELOKO
	MCHP
	F
	Constructed
	G
	Yes
	No
	
	Yes
	No

	
	
	
	MILE 91
	Caritas Clinic
	F
	Constructed
	Catholic Miss
	Yes
	Yes
	
	Yes
	No

	
	
	
	MILE 91
	Hinislas Clinic
	F
	Constructed
	G/MSF(H)
	Yes
	Yes
	
	Yes
	No

	
	
	
	MILE 91
	MCHP
	F
	Rehabilitated
	G
	No
	No
	
	Yes
	No

	
	
	
	MILE 91
	Hosp.
	F
	Rehabilitated
	Ahmadiya Miss.
	No
	Yes
	
	Yes
	No


Tonkolili District Health Facilities (CONT.)

            SUMMARY OF HEALTH FACILITIES –TONKOLILI DISTRICT 

   

             M. Hosp       -    2

                                             Govt. Clinic  -    1

                                             Miss. Clinic   -    1

                                             Functiona       -  69

                                            Non Funct.      -    5




                                                                           78

Southern province

· Bo District

· Bonthe District

· Moyamba District

· Pujehun District
 Ministry of Health and Sanitation



Directorate of Primary Health Care (PHC)

	
	
	BO DISTRICT HEALTH FACILITIES
	
	
	
	
	
	
	

	
	
	
	
	
	STRUCTURES
	
	
	Watsan
	
	
	

	No.
	Chiefdom
	Est.
	
	
	
	
	
	Staff
	Water sup
	Toilet Fact
	Refuse
	Remarks

	
	Admin.
	Pro. Prop.
	Town/
	Unit
	Function
	Status
	Sector/
	Qrts.
	Yes/No
	
	By type
	Notes

	
	
	2004
	Village
	Type
	F./NF
	
	Agency
	Y/N
	
	
	
	

	1
	Badjia
	5,927
	Mendewa
	MCHP
	F
	Community Building
	G
	No
	yes
	yes
	Yes
	

	
	
	
	Ngelehun
	CHC
	F
	Partially Rehabilitated
	G
	No
	yes
	yes
	Yes
	Staff Quarter needed

	
	
	
	Pelewahun
	MCHP
	F
	No Structure
	G
	no
	yes
	yes
	Yes
	needed

	
	
	
	
	
	
	
	
	
	
	
	
	

	2
	Bagbe
	20,613
	Penduma
	MCHP
	F
	No Structure 
	G
	no
	yes
	yes
	Yes
	

	
	
	
	Ngalu
	CHC
	F
	Damaged
	G
	Yes
	Yes
	Yes
	yes
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	3
	Bargbo
	10,498
	Jimmi Bargbo
	CHC
	F
	Damaged
	G
	No
	no
	yes
	Yes
	Need for Staff quarters

	
	
	
	Kasse
	MCHP
	F
	Damaged 
	G
	no
	yes
	Yes
	Yes
	

	
	
	
	Manoyorgbor
	MCHP
	NF
	 Damaged
	G
	no
	no
	no
	no
	

	
	
	
	Momanjoe
	CHP
	F
	Destroyed
	G
	no
	Yes
	yes
	Yes
	

	
	
	
	Niagorehun
	CHP
	F
	Destroyed
	G
	no
	yes
	yes
	Yes
	

	
	
	
	Bunkaku
	MCHP
	F
	No Structure
	G
	no
	yes
	yes
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	4
	Baoma
	44,587
	Baoma
	CHC
	F
	Rehabilitated
	G
	yes
	yes
	yes
	Yes
	

	
	
	
	Faabu
	CHP
	F
	Rehabilitated
	G
	ys
	yes
	yes
	Yes
	

	
	
	
	Gbalama
	MCHP
	F
	Destroyed
	G
	no
	yes
	yes
	Yes
	

	
	
	
	Gerihun
	Clinic
	F
	
	Mission 
	yes
	Yes
	Yes
	yes
	

	
	
	
	Golu
	MCHP
	NF
	No structure 
	G
	No
	yes
	yes
	yes
	

	
	
	
	Jormu
	MCHP
	F
	Destroyed
	G
	no
	yes
	yes
	Yes
	

	
	
	
	Mgbundorb
	MCHP
	F
	No structure
	G
	no
	yes
	yes
	Yes
	

	
	
	
	Pelewahun
	CHP
	F
	New facility
	G/NaSCA
	yes
	yes
	yes
	Yes
	completed

	
	
	
	Togbebu
	CHP
	F
	
	G
	no
	Yes
	yes
	Yes
	

	
	
	
	Yamandu
	CHC
	F
	
	G
	No
	Yes
	yes
	yes
	

	
	
	
	Yarkaji
	CHP
	F
	Mew facility
	G/NaSCA
	yes
	yes
	yes
	Yes
	Completed

	
	
	
	Jembe
	CHC
	NF
	 No structure
	
	no
	no
	no
	No
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	5
	Bumpe
	40,476
	Bumpe
	CHC
	F
	Reconst.
	G
	no
	yes
	yes
	yes
	

	
	
	
	Kpetema
	MCHP
	NF
	Destroyed
	G
	no
	no
	no
	No
	

	
	
	
	Mokpendel
	MCHP
	NF
	No Structure
	G
	no
	no
	no
	No
	

	
	
	
	Ndebormi
	Clinic
	F
	Private structure
	Private
	yes
	yes
	yes
	yes
	

	
	
	
	Sahn
	MCHP
	NF
	Partially destroyed
	G
	no
	no
	no
	No
	

	
	
	
	Serabu
	Hosp.
	NF
	Completely destroyed operates as clinic
	Mission
	Yes
	yes
	yes
	Yes
	

	
	
	
	Taninahun
	CHP
	NF
	Destroyed
	G
	no
	no
	no
	No
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	6
	GBO
	4,044
	Gbaima
	CHC
	F
	Newly 

Constructed
	G
	yes
	yes
	yes
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	7
	Jaiama Bongor
	25,283
	Gbaama
	MCHP
	F
	Burnt down
	G
	no
	yes
	yes
	Yes
	

	
	
	
	Koribondo
	CHC
	F
	Rehabilitated
	G
	no
	yes
	yes
	Yes
	Staff qtrs.

 needed


Bo District Health Facilities (Cont.)

	
	
	
	
	
	STRUCTURES
	
	
	WATSAN
	
	
	

	No.
	Chiefdom

Admin.
	Est. Proj.
	Town/

Village
	Unit

Type
	F/NF
	Status
	Section/

Agency
	Staff

Qrts
	Water sup
	Toilet Fact
	Refuse
	Remarks

	
	
	Pop.
	
	
	
	
	
	Y/N
	 Y/N
	
	By type
	Notes

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	Mamboma 
	MCHP
	F
	Rehabilitated
	G
	no
	yes
	yes
	Yes
	

	
	
	
	Manojaiama
	CHP
	F
	Rehabilitated
	G
	no
	yes
	yes
	Yes
	

	
	
	
	Telu
	CHP
	F
	Rehabilitated
	G
	no
	yes
	yes
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	8
	Kakua
	129,851
	Bo
	Hosp.
	F
	
	G.Hosp.
	yes
	ye
	yes
	Yes
	

	
	
	
	Bo Gbotima
	MCHP
	F
	
	NGO
	ye
	yes
	yes
	Yes
	

	
	
	
	Bo Town Police Barracks
	Clinic
	F
	
	G
	yes
	Yes
	yes
	Yes
	

	
	
	
	Bo Town
	CHC
	F
	
	NGO
	yes
	Yes
	yes
	Yes
	

	
	
	
	Bo Paramedical
	CHC
	F
	
	G
	no
	yes
	yes
	Yes
	

	
	
	
	Bo Red Cross Society
	Clinic
	F
	
	NGO
	Yes
	yes
	yes
	Yes
	

	
	
	
	Boshellmmgo
	MCHP
	F
	
	NGO
	yes
	yes
	yes
	Yes
	

	
	
	
	Bo Underfive
	Clinic
	F
	
	G. UFC 
	yes
	yes
	yes
	Yes
	

	
	
	
	El-Shan
	MCHP
	F
	
	G
	ye
	yes
	yes
	Yes
	

	
	
	
	Fengehun
	MCHP
	F
	Structure Destroyed
	G
	no
	yes
	yes
	yes
	

	
	
	
	Gbawa Town
	MCHP
	F
	
	G
	no
	yes
	yes
	yes
	

	
	
	
	Guibu M
	MCHP
	F
	
	G
	no
	yes
	yes
	yes
	

	
	
	
	Manjama
	Clinic
	F
	
	Mission
	yes
	yes
	yes
	Yes
	

	
	
	
	Midland
	MCHP
	F
	
	G
	yes
	Yes
	yes
	yes
	

	
	
	
	Nduvuibu
	MCHP
	F
	
	G
	no
	yes
	yes
	Yes
	

	
	
	
	S.D.A.
	CHC
	F
	
	G
	yes
	yes
	yes
	Yes
	

	
	
	
	St. Monica
	CHC
	F
	
	G
	no
	yes
	yes
	yes
	

	
	
	
	Sam Lean
	MCHP
	F
	
	G
	no
	yes
	yes
	yes
	

	
	
	
	Sewa Maternity
	MCHP
	F
	
	G
	ye
	yes
	yes
	Yes
	

	
	
	
	Unimus
	MCHP
	F
	
	G
	Yes
	yes
	yes
	yes
	

	
	
	
	Yemor
	MCHP
	F
	
	G
	no
	yes
	yes
	yes
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	9
	Komboya
	10,253
	Njala Komboya
	CHC
	F
	
	G
	yes
	yes
	yes
	yes
	

	
	
	
	Teiboi
	MCHP
	F
	Burnt
	G
	no
	yes
	yes
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	10
	Lugbu
	30,670
	Feiba
	MCHP
	F
	Burnt Down
	G
	no
	yes
	yes
	Yes
	

	
	
	
	Kpetewoma
	CHP
	F
	Rehabilitated
	G
	no
	yes
	yes
	Yes
	

	
	
	
	Sumbuya
	CHC
	F
	Partially damaged
	G
	no
	yes
	yes
	Yes
	

	
	
	
	Upper Saama
	MCHP
	F
	Partially damaged
	G
	no
	yes
	yes
	Yes
	

	
	
	
	Yambama
	MCHP
	F
	Partially damaged
	G
	no
	yes
	yes
	Yes
	

	
	
	
	Kaleh 
	MCHP
	F
	No structure
	G
	no
	yes
	yes
	Yes
	

	
	
	
	Ngiehun
	MCHP
	F
	No structure
	G
	no
	yes
	yes
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	11
	Niawalenga
	2,823
	Njagbuama
	MCHP
	NF
	No Structure
	G
	no
	yes
	yes
	Yes
	

	
	
	
	Ngogbabu
	MCHP
	F
	No Building
	G
	no
	yes
	yes
	Yes
	

	
	
	
	Sahn
	CHC
	F
	Rehabilitated
	G
	no
	yes
	yes
	Yes
	

	
	
	
	Negbema
	CHC
	F
	Rehabilitated
	G
	no
	yes
	yes
	Yes
	


Bo District Health Facilities (Cont.)

	
	
	
	
	
	     STRUCTURES
	
	
	WATSAN
	
	
	

	No.
	Chiefdom

Admin.
	Est. Proj.
	Town/

Village
	Unit

Type
	F/NF
	Status
	Section/

Agency
	Staff

Qrts
	Water sup
	Toilet Fact
	Refuse

By Type
	Remarks

Notes

	
	
	Pop. 2004
	
	
	
	
	
	Y/N
	 Y/N
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	12
	Selenga
	4,754
	Dambala
	CHC
	F
	Rehabilitated
	G
	no
	yes
	yes
	Yes
	

	
	
	
	Nyagbema
	MCHP
	F
	No structure
	G
	No
	Yes
	Yes
	Yes
	

	
	
	
	Ngogbebu
	MCHP
	F
	No structure
	G
	no
	yes
	yes
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	13
	Tikonko
	30,609
	Gondama
	CHC
	F
	No structure
	G
	no
	No
	yes
	Yes
	

	
	
	
	Grima
	MCHP
	F
	No structure
	G
	no
	No
	yes
	Yes
	

	
	
	
	Kasama
	MCHP
	F
	No structure
	G
	no
	no
	yes
	Yes
	

	
	
	
	Mattru/
	MCHP
	F
	New struct.
	G/NaSCA
	yes
	yes
	yes
	Yes
	Completed

	
	
	
	Sembehun
	CHP
	F
	Community House
	G
	yes
	yes
	yes
	Yes
	

	
	
	
	Tinkonko
	CHC
	F
	Rehabilitated
	G
	yes
	yes
	yes
	Yes
	

	
	
	
	Gorahunjobh
	MCHP
	NF
	
	G
	yes
	yes
	yes
	Yes
	

	
	
	
	Grema
	MCHP
	F
	No structure
	G
	no
	no
	yes
	Yes
	

	
	
	
	Mattru On The Rak
	MCHP
	F
	No structure
	G
	no
	no
	yes
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	14
	Valunia
	13,297
	Bawomahun
	CHP
	F
	
	G
	no
	yes
	yes
	Yes
	

	
	
	
	Giema
	CHP
	F
	
	G
	no
	yes
	yes
	Yes
	

	
	
	
	Mongheri
	CHC
	F
	
	G
	No
	yes
	yes
	Yes
	

	
	
	
	Foya
	CHP
	F
	
	G
	no
	yes
	yes
	Yes
	

	
	
	
	Ngolahun Jabati
	MCHP
	F
	No structure
	G
	no
	no
	yes
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	15
	Wunde
	8,413
	Bathurst
	MCHP
	F
	
	G
	no
	yes
	Yes
	Yes
	

	
	
	
	Funima
	CHP
	F
	
	G
	no
	yes
	yes
	Yes
	

	
	
	
	Gboyama
	CHP
	F
	
	G
	no
	yes
	yes
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	SUMMARY 
	Of Health
	Facilit
	Bo Dist.
	
	
	

	
	
	
	
	
	
	Number of CHCs 
	     -  21
	
	
	
	
	

	
	
	
	
	
	
	CHPs                  -  16
	
	
	

	
	
	
	
	
	
	MCHPs               -  45
	    
	
	
	

	
	
	
	
	
	
	G.Hosp.
	     -    1
	
	
	
	
	

	
	
	
	
	
	
	D & E Hosp   
	     -
	
	
	
	
	

	
	
	
	
	
	
	M.Hosp. 
	     -  
	
	
	
	
	

	
	
	
	
	
	
	G. Clinic  
	     -    1
	
	
	
	
	

	
	
	
	
	
	
	M. Clinic 
	     -    2
	
	
	
	
	

	
	
	
	
	
	
	P/I Clinic             -    1
	 
	
	
	
	
	

	
	
	
	
	
	
	P. Clinic & Ind. Clinic       
	     -   2

   
	
	
	
	
	

	
	
	
	
	
	
	Function             -   79
	      
	
	
	
	

	
	
	
	
	
	
	Non Funct.              
	    -   10
	
	
	
	
	

	
	
	
	
	
	
	TOTAL               =   89
	
	
	
	





Ministry of Health and Sanitation




Directorate of Priamry Health Care

	
	
	
	BONTHE DISTRICT HEALTH FACILITIES
	
	
	
	
	
	

	
	
	
	
	
	STRUCTURES
	
	Watsan
	
	
	

	No.
	Chiefdom
	Est.
	
	
	
	
	
	Staff
	Water 
	Sanit.
	Refuse/
	Remarks

	
	Admin.
	Pro.pop.
	Town/
	Unit
	
	Status
	Sector/
	Qrts.
	Y/N
	Toilet
	By type
	Notes

	
	
	2004
	Village
	Type
	N/NF
	Agency
	Y/N
	
	Y/N
	
	

	1
	Bendu 

Cha
	4,071
	Bendu CHA
	CHC
	F
	Rehab.
	G
	Yes
	Yes
	Yes
	yes
	

	
	
	
	MINDOL
	MCHP
	NF
	Const.
	G.WB/WVSL   No
	no
	no
	no
	

	
	
	
	
	
	
	ruction
	
	
	
	
	
	

	2
	Bum
	14,920
	MaamiI
	CHP
	NF
	
	G
	No
	No
	No
	No
	

	
	
	
	Madina
	CHC
	F
	Rehab.
	G
	No
	Yes
	No
	No
	

	
	
	
	Simbaru
	CHP
	NF
	Destroyed
	G
	No
	No
	No
	no
	

	
	
	
	Sogballah
	CHP
	F
	Const.
	G/NaSCA
	Yes
	Yes
	Yes
	yes
	

	
	
	
	Tomabum
	CHP
	F
	Const.
	G/WB
	Yes
	Yes
	Yes
	yes
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	3
	DEMA
	4,076
	Tissana
	CHC
	F
	Const.
	G/EU
	Yes
	No
	Yes
	yes
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	4
	IMPERI
	20,814
	Gbagbama
	CHC
	F
	Rehab.
	G/WVSL
	No
	No
	Yes
	no
	

	
	
	
	Gbangbaia
	CHP
	F
	Rehab.
	G/WVSL
	No
	No
	Yes
	no
	

	
	
	
	Mobimbi
	CLINIC 
	F
	Destroy
	IND clinic SR. Ltd.
	
	
	
	Destroyed

	
	
	
	Mogbewomo
	Clinic
	F
	Tem.Const.
	Private Clinic 
ye
	yes
	yes
	yes
	Temp Const.

	
	
	
	Rutile Site
	Hosp. 
	NF
	Destroyed
	IND Hosp.
	Destroy
	no
	no
	no
	

	
	
	
	Moriba Town
	MCHP
	F
	Tem.Const.
	G
	yes
	yes
	yes
	yes
	Temp. Const.

	
	
	
	Victoria
	MCHP
	F
	  House
	G/NaSCA
	Yes
	No
	Yes
	yes
	Priv. house

	
	
	
	YargoiI
	MCHP
	F
	Constrct.
	G/EU
	Yes
	Yes
	Yes
	yes
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	5
	JONG
	34,577
	Gambia
	CHP
	F
	Rehabilited
	G/WVSL
	No
	Yes
	No
	yes
	

	
	
	
	KabatiI
	CHP
	F
	Rehabilited
	G/WVSL
	No
	Yes
	Yes
	yes
	

	
	
	
	Komende
	MCHP
	F
	Constructed
	G/WVSL
	Yes
	Yes
	Yes
	yes
	

	
	
	
	Mattru Jong
	MCHP
	F
	Tem. Const.
	G
	No
	No
	yes
	no
	

	
	
	
	Mattru
	Hosp
	F
	Rehabilited
	Miss. Hosp. UBC
	yes
	yes
	yes
	

	
	
	
	Moyorwoh
	MCHP
	F
	Temporal
	EU
	no
	no
	yes
	yes
	

	
	
	
	Red Cross
	CLINIC
	F
	Structure
	Red Cross S/L      no
	yes
	yes
	yes
	

	6
	KPANGA 
	12,544
	Gbengeh
	MCHP
	F
	No Struct.
	G
	
	
	
	
	

	
	KEMOH
	
	Motuo
	CHC
	F
	Const.
	G/WVSL
	No
	Yes
	Yes
	yes
	

	
	
	
	Sengehun
	MCHP
	F
	Const.
	G/WVSL
	No
	Yes
	Yes
	yes
	

	
	
	
	Lawaina
	MCHP
	
	Tem.Const
	    ?
	?

  
	?


	
	Temp.Const.

	
	
	
	
	
	
	
	
	
	
	
	
	

	7
	KWAMEBAI KRIM
	4,883
	Benduma


	CHC
	F
	Const.
	G/WVSL
	No
	Yes
	Yes
	yes
	

	
	
	
	Kwagmebal
	CHP
	F
	New const.
	G/NaSCA
	
yes
	
yes
	
yes
	yes
	Completed

	8
	NONGOBA    12,584 BULLOM
	Gbap
	CHC
	F
	Extended
	G/WVSL
	World
	Yes
	No
	Yes
	Delapidated Staff quarter

	
	
	
	Mabansoma
	
	
	G
	
	
	
	
	

	
	
	
	Kpengeh
	MCHP
	F
	No Struct.
	World

Vision
	yes
	yes
	yes
	

	
	
	
	
	
	
	
	
	
	
	
	
	


BONTHE DISTRICT HEALTH FACILITIES (CONT.)

	
	
	
	
	
	STRUCTURES
	
	Watsan
	
	
	

	No.
	Chiefdom
	Est.
	
	
	
	
	
	Staff
	Water 
	Sanit.
	Refuse/
	Remarks

	
	Admin.
	Pro.pop.
	Town/
	Unit
	
	Status
	Sector/
	Qrts.
	Y/N
	Toilet
	By type
	Notes

	
	
	2004
	Village
	Type
	N/NF
	Agency
	Y/N
	
	Y/N
	
	

	9
	SHEBRO URBAN DISTRICT
	12,584
	Bonthe
	Hosp.
	F
	No solid 

structure
	G/Methodist S/L
	NO
	NO
	YES
	Temp. clinic

	
	
	
	Bonthe
	CLINIC
	F
	
	G.U5d.
	
	yes
	yes
	yes
	

	
	
	
	Bonthe
	CLINIC
	NF
	Ambulatory
	UMC Miss.
	yes
	
yes
	yes
	

	
	
	
	Bonthe St.Joseph
	CLINIC
	F
	Ambulatory
	Miss. Clinic 
	yes
	yes
	yes
	

	
	
	
	York Island
	CHP
	F
	
	G
	no
	yes
	yes
	yes
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	10
	SITTIA
	12,895
	Delken
	MCHP
	F
	No Struct
	G
	no
	yes
	yes
	yes
	

	
	
	
	Mania
	MCHP
	F
	No Struct
	G
	
no
	yes
	yes
	yes
	

	
	
	
	Nbonki
	CHP
	F
	House
	G
	
yes
	yes
	yes
	yes
	

	
	
	
	
	
	
	
	
	
	
	
	yes
	

	11
	SOGBINI
	5,356
	Tihun
	CHC
	F
	Rahab.
	G
	no
	yes
	yes
	yes
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	12
	YAWBEKO
	4,024
	Makassi
	MCHP
	F
	No Struct
	G
	no
	yes
	yes
	yes
	

	
	
	
	Talia
	CHC
	F
	No Struct
	G
	no
	yes
	yes
	yes
	

	
	
	
	Mobifal
	MCHP
	NF
	Constrict
	G/WVSL
	yes
	yes
	yes
	Yes
	


SUMMARY OF HEALTH FACILITIES – BONTHE DISTRICT

Number of CHCs
-

9

CHPs
-
              10

MCHPs
-
              15

G. Hosp
-

1

M. Hosp
-

1

G. Clinic
-

1

Miss Clinic
-

1

Private/Industrial Clinic        -                2

P/I Hospital
-

1

F    
-
                36

NF 

               -

6
TOTAL                                    =          42                                            






SL  MOHS






(PHC)
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   Directorate of Primary Health Care (PHC)
	
	
	
	
	MOYAMBA DISTRICT HEALTH FACILITIES
	
	
	
	
	

	
	
	
	
	
	STRUCTURES
	
	
	WATSAN
	
	
	

	No.
	Chiefdom
	Est.
	
	
	
	
	
	Staff
	Water
	Sani
	Refuse/
	

	
	Admin.
	Pro. Prop. 04
	Town/

Village
	Unit/

Type
	F/NF
	Status
	Sector/

Agency
	Qrts.
	Y/N
	Toilet
	By Type
	Remarks

	
	
	
	
	
	
	
	
	Y/N
	
	Y/N
	
	Notes

	1
	Bagruwa 
	22,333
	Benkeh
	MCHP
	NF
	No strict.
	G
	
	
	
	
	

	
	9
	
	Kawaya
	MCHP
	F
	Fair
	G
	No
	yes
	yes
	Yes
	No Structure

	
	
	
	KigbaiI
	MCHP
	NF
	No struct.
	G
	no
	no
	no
	No
	

	
	
	
	Makassie
	MCHP
	F
	Good
	G.T.Tech
	no
	yes
	yes
	Yes
	

	
	
	
	Mosenegor
	CHC
	F
	Poor
	G
	no
	yes
	ys
	Yes
	

	
	
	
	Kigbai
	MCHP
	NF
	No struct.
	G
	no
	no
	no
	No
	

	
	
	
	Pauma
	MCHP
	NF
	No strict.
	G
	no
	no
	no
	no
	

	
	
	
	Sembehun
	CHC
	F
	Rehab.
	G/SAPA 
	Yes
	No
	Yes
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	2
	Banta 
	39,359
	Gbangbatoke
	Pham
	NF
	Good
	Private
	
	
	
	
	

	
	Lower 9
	
	Gbangbatoke
	CHC
	F
	Rehab.
	G
	Yes
	Yes
	Yes
	yes
	

	
	
	
	Kanga
	MCHP
	F
	No struct.
	G
	no
	yes
	yes
	Yes
	

	
	
	
	MokanjiI
	CHC
	F
	Rehab.
	G/T.Tech
	no
	yes
	yes
	Yes
	

	
	
	
	Mototawa
	CHP
	NF
	No struct.
	G
	no
	no
	no
	No
	

	
	
	
	Mosenesie
	CHP
	F
	  House
	G
	yes
	yes
	Yes
	Yes
	

	
	
	
	Moriba Town  
	CLINIC
	F
	Good
	C.Mis.
	ye
	yes
	yes
	Yes
	

	
	
	
	MokanjiI
	Pham.
	F
	Rehab.
	Private
	yes
	yes
	yes
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	3
	Banta
	9,985
	Gondama
	CHP
	F
	New struct.
	G/IDB 
	Yes
	yes
	yes
	yes
	40%

completed

	
	Upper 5
	
	Mokoke
	CHC
	F
	Rehab.
	G/T.Tech
	yes
	yes
	yes
	yes
	

	
	
	
	Mongerrewo
	MCHP
	F
	No struct.
	G
	no
	yes
	yes
	Yes
	

	
	
	
	Modorkor
	CHC
	NF
	No struct.
	G
	no
	no
	no
	No
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	4
	Bumpeh
	52,662
	Bumpeh
	CHC
	G
	Rehab.
	G
	yes
	yes
	yes
	Yes
	

	
	13
	
	Lower Moyamba
	MCHP
	NF
	No struct.
	G
	no
	yes
	yes
	ytes
	

	
	
	
	Mokebbie
	MCHP
	NF
	No struct.
	G
	no
	no
	no
	No
	

	
	
	
	Motorbom
	MCHP
	F
	Rehab.
	G/T.Tech
	yes
	yes
	yes
	Yes
	

	
	
	
	Moyamoh
	CHP
	F
	Rehab.
	G./T.Tech
	yes
	yes
	yes
	Yes
	

	
	
	
	Petifu
	CHP
	F
	No struct.
	G
	no
	yes
	yes
	Yes
	

	
	
	
	Rotifunk
	CHC
	F
	Rehab.
	G/SAPA 
	
	yes
	yes
	yes
	

	
	
	
	Rotifunk
	Hosp
	NF
	
	UMC Miss.
	no
	no
	no
	No
	

	
	
	
	Rotifunk
	CLINIC
	F
	Rehab.
	EC/SLRRR 
	yes
	yes
	yes
	Yes
	

	
	
	
	Sarmu
	MCHP
	NF
	No. struct.
	
	no
	no
	no
	No
	

	
	
	
	Vaahun
	CHP
	NF
	No. struct.
	G
	no
	no
	no
	No
	

	
	
	
	Yankisa
	MCHP
	F
	Rehab.
	G
	yes
	yes
	yes
	yes
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	5
	Dasse 14
	27,103
	BambobuTommy
	CHP
	F
	Rehab.
	G
	no
	yes
	yes
	Yes
	

	
	
	
	Kenema Gbandon
	CHP
	F
	Rehab.
	G/CAUSE
	yes
	yes
	yes
	Yes
	

	
	
	
	Mano
	CHC
	F
	
	G/Terra Tech.    no
	yes
	yes
	Yes
	

	
	
	
	Mogbasake
	CHP
	F
	Poor
	G
	no
	no
	no
	No
	

	
	
	
	Taninahun Kaduema
	MCHP
	F
	Good
	G
	no
	yes
	yes
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	6
	Fankunya 9
	40,126
	Falaba 
	MCHP
	NF
	No struct.
	G
	no
	yes
	yes
	Yes
	

	
	
	
	Gandorhun
	CHC
	F
	rehabilitated
	G/IDA 2000
	yes
	yes
	yes
	Yes
	


Moyamba District Health Facilities

	
	
	
	
	
	STRUCTURES
	
	
	Watsan
	
	
	

	No.
	Chiefdom
	Est.
	
	
	
	
	
	Staff
	Water
	Sani
	Refuse/
	

	
	Admin.
	Pro. Prop. 04
	Town/

Village
	Unit/

Type
	F/NF
	Status
	Sector/

Agency
	Qrts

F/NF.
	Y/N
	Toilet

Y/N
	By Type
	Remarks

Notes

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	Moyamba Junction
	CHP
	F
	Rehab.
	G/Terra Tech. EC/03       yes
	yes
	Yes
	

	
	
	
	Moyamba Junction
	Pharm
	F
	Rehab.
	Private
	no
	Yes
	yes
	Yes
	

	
	
	
	Mongeray
	CHP
	NF
	Rehab.
	G
	no
	no
	no
	No
	

	
	
	
	Moyoko
	MCHP
	F
	Rehab.
	G
	no
	yes
	yes
	Yes
	

	
	
	
	Mokoley
	MCHP
	F
	Rehab.
	G.MSF(F/ 01    yes
	     yes
	yes
	Yes
	

	
	
	
	Njagbahun
	MCHP
	F
	Rehab.
	G/MSF(F)/01    yes
	yes
	yes
	Yes
	

	
	
	
	Rotawa
	CHP
	F
	No struct.
	G
	no
	Yes     
	
Yes
	yes
	

	
	
	
	Wokombibun
	CHP
	NF
	
	
	no
	no
	no
	No
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	7
	Kagboro 10
	59,644
	Bumpetoke
	CHP
	F
	
	G/Terra Tech.   yes
	yes
	yes
	Yes
	

	
	
	
	Mokainsumana
	CHP
	F
	No struct.
	G/SAPA 2002   yes
	yes
	yes
	Yes
	

	
	
	
	Mokongbetty
	CHP
	F
	No struct.
	IDB 2002
	no
	no
	no
	No
	

	
	
	
	Mopailel
	MCHP
	F
	New Rehab.
	G/Terra Tech.   yes
	yes
	yes
	Yes
	completed

	
	
	
	Mokobo
	MCHP
	F
	Rehab.
	G/SAPA /03      yes
	yes
	yes
	Yes
	

	
	
	
	Mokondor
	MCHP
	F
	Rehab.
	G/SAPA /01      yes
	yes
	yes
	Yes
	

	
	
	
	Ngeiyehun
	MCHP
	F
	Rehab.
	G
	no
	yes
	yes
	Yes
	

	
	
	
	Plantain Island
	CHP
	F
	Good
	G
	no
	yes
	yes
	Yes
	

	
	
	
	Shenge
	CHC
	F
	Reconst.
	G/WB 2003
	yes
	yes
	yes
	Yes
	

	
	
	
	Yorgbofore
	MCHP
	F
	No struct.
	G
	no
	yes
	yes
	Yes
	

	
	
	
	Youndu
	MCHP
	F
	No struct.
	G
	no
	yes
	yes
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	8
	Kaiyamba 7
	36,190
	Gbonjeima
	MCHP
	F
	Fair
	G
	no
	yes
	yes
	Yes
	

	
	
	
	Harford
	CHP
	F
	Rehab.
	Miss. UMC
	yes
	yes
	yes
	Yes
	

	
	
	
	Komende
	MCHP
	F
	No struct.
	G
	no
	yes
	yes
	Yes
	

	
	
	
	Korgbortuma
	MCHP
	F
	Good
	G
	
	
	
	
	

	
	
	
	Kangahun
	CHC
	F
	on rehab.
	MSF(F)
	no
	yes
	yes
	yes
	

	
	
	
	Levuma
	MCHP
	F
	Good
	G
	no
	yes
	yes
	yes
	

	
	
	
	Moyamba
	G.Hosp.
	F
	Rehab.
	G/Terra Tech.   yes
	yes
	yes
	Yes
	

	
	
	
	Moyamba
	Sch Cli
	F
	Rehab.
	G/EC/SLRRR 2003           yes
	yes
	Yes
	

	
	
	
	Moyamba B
	Clinic Ben-May
	F
	Rehab.
	G/Terra Tech.   yes
	yes
	yes
	Yes
	

	
	
	
	Moyamba
	Static MCHP
	F
	Rehab.
	G/Terra Tech.   yes Yes 
	yes
	yes
	yes
	

	
	
	
	Moyamba Redcross
	Clinic
	F
	House
	NGO – Clinic    yes
	yes
	yes
	Yes
	

	
	
	
	St. Joseph
	CHP
	NF
	Rehab.
	Catholic Miss.   yes
	yes
	yes
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	9
	Kamajie 7
	10,049
	Gondama
	CHC
	NF
	No struct.
	G
	no
	yes
	yes
	Yes
	

	
	
	
	Mogbuama
	MCHP
	NF
	No struct.
	G
	no
	yes
	yes
	Yes
	

	
	
	
	Pelewahun
	CHP
	NF
	No struct.
	G
	
	no
	no
	no
	

	
	
	
	Senehun
	CHC
	F
	Rehab.
	G/MRC EU 2000
	
yes

	yes
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	10
	Korie 12
	42,030
	Bailargor
	MCHP
	F
	Incomplete 
	G
	no
	yes
	yes
	Yes
	

	
	
	
	Fogbo
	CHP
	F
	Rehab.
	G/Terra Tech.   yes
	yes
	
	
	

	
	
	
	Foyabrewa
	MCHP
	NF
	Poor
	G/IDB 
	no
	no
	yes
	Yes
	

	
	
	
	Gbulun
	MCHP
	F
	No struct.
	G
	no
	yes
	yes
	Yes
	

	
	
	
	Juma
	MCHP
	F
	Rehab.
	G
	yes
	yes
	yes
	Yes
	

	
	
	
	Konok
	CHP
	F
	Rehab.
	G/Terra Tech. 
	
	
	
	

	
	
	
	Kpendebu
	MCHP
	NF
	Poor
	G
	
	
	
	
	


Moyamba District Health Facilities (Cont.)

	
	
	
	
	
	STRUCTURES
	
	
	Watsan
	
	
	

	No.
	Chiefdom
	Est.
	
	
	
	
	
	Staff
	Water
	Sani
	Refuse/
	

	
	Admin.
	Pro. Prop. 04
	Town/

Village
	Unit/

Type
	F/NF
	Status
	Sector/

Agency
	Qrts

F/NF.
	Y/N
	Toilet

Y/N
	By Type
	Remarks

Notes

	
	
	
	Majeihun
	MCHP
	F
	Fair
	G
	no
	no
	no
	No
	

	
	
	
	Njala
	Hosp. 
	NF
	G/MEST 
	
	yes
	yes
	yes
	Yes
	Function

as clinic

	
	
	
	Taiama
	CHC
	F
	Rehab.
	G/MRC/            yes

EU/BW 
	yes
	yes
	Yes
	

	
	
	
	Taiama
	CLINIC
	F
	Fair
	Miss. Clinic
	yes
	yes
	yes
	Yes
	

	
	
	
	Waiima
	CHP
	F
	No struct.
	G
	no
	yes
	yes
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	11
	Kongbora 10
	22,566
	Bauma
	CHC
	F
	Rehab.
	G/SADA 
	Yes
	Yes
	Yes
	No
	

	
	
	
	Gondama-NdoweiI
	MCHP
	F
	 House
	G
	yes
	yes
	yes
	Yes
	

	
	
	
	Levuma Nyome
	CHC
	F
	Rehab.
	G/Terra Tech.   yes
	        yes
	yes
	Yes
	

	
	
	
	Mobonoh
	MCHP
	NF
	Poor Struct.
	G
	no
	no
	no
	Bo
	

	
	
	
	Mogbenka
	CHP
	F
	Poor Struct.
	G
	no
	yes
	yes
	Yes
	

	
	
	
	Moyiba Town
	MCHP
	NF
	No struct.
	G
	no
	no
	no
	No
	

	
	
	
	Senehun
	MCHP
	NF
	 no structure
	G
	no
	no
	no
	No
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	12
	Kowa 9
	10,828
	Bendu
	CHC
	F
	Poor struct.
	G
	no
	yes
	yes
	Yes
	

	
	
	
	Mafonbo
	CHP
	F
	Rehab.
	G/SAPA
	yes
	yes
	yes
	Yes
	

	
	
	
	Njamama
	CHC
	F
	Good
	G/MRC/DFID    yes
	yes
	yes
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	13
	RibbiI 10
	43,000
	Bradford
	CHC
	F
	Rehab.
	G/Terra Tech. 
	Yes
	yes
	yes
	Yes
	Need to Rehabilitate Quarter

	
	
	
	Masuki
	CHP
	F
	 damaged
	G
	yes
	yes
	yes
	Yes
	

	
	
	
	Moabongise
	MCHP
	F
	Rehab.
	G/FORUT
	yes
	yes
	yes
	Yes
	

	
	
	
	Mosella
	CHP
	NF
	Poor
	G
	no
	no
	no
	No
	

	
	
	
	Motonko
	CHP
	F
	Poor
	G
	no
	yes
	yes
	Yes
	

	
	
	
	Suen
	CHP
	F
	Rehab.
	G/Terra Tech.  yes
	yes
	yes
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	14
	Timdele 12
	12,918
	Bomotoke
	CHC
	F
	Rehab.
	G/SAPA 
	yes
	yes
	yes
	Yes
	

	
	
	
	Benbelol
	MCHP
	NF
	Poor
	G
	no
	no
	no
	No
	

	
	
	
	Mandu
	MCHP
	NF
	Poor
	G
	no
	no
	no
	No
	

	
	
	
	Mosanda
	MCHP
	F
	Poor
	G
	no
	yes
	yes
	Yes
	

	
	
	
	Mopkanabom
	MCHP
	F
	Poor
	G
	no
	yes
	yes
	Yes
	


SUMMARY OF HEALTH FACILITIES-MOYAMBA DISTRICT
Number of CHCs
-
21

CHPs

-
29

MCHPs

-
45

G. Hosp.

-
  1

Miss. Clinic
-
  2

G. Clinic

-
  2

Private & Ind. Clinic  -
  5

Miss. Hosp.
-
  1

F.

-
78

NF

-
28
TOTAL

=              106
Ministry of Health and Sanitation

Directorate of Primary Health Care (PHC)

	PUJEHUN DISTRICT HEALTH FACILITIES
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	STRUCTURES
	
	
	WATSAN
	
	
	

	No.
	Chiefdom

Admin
	Est.

Pop. Proj.
	Town/

Village
	Ubit

Type
	
	Status
	Sector/

Agenc
	Staff

Qrts
	    Water

     Supp.
	Toilet

Fact. 
	Refuse

ByType
	Remarks

Notes

	
	
	2004.
	Town/


	
	F/N
	
	
	Y/N
	     Y/N
	Y/N
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	1
	Barrie
	30,621
	Bandajuma Barrie
	CHC
	F
	 No Struct.
	G
	no
	yes
	yes
	yes
	

	
	
	
	Njaluahun
	CHP
	F
	
	G
	no
	yes
	ye
	Yes
	

	
	
	
	Potoru
	CHC
	F
	No Struct.
	G
	no
	yes
	yes
	Yes
	

	
	
	
	Taninahun
	MCHP
	F
	No Struct.
	G
	no
	yes
	yes
	Yes
	

	
	
	
	Vaama Barrie
	MCHP
	F
	No Struct.
	G
	no
	yes
	yes
	Yes
	

	
	
	
	Wauima
	MCHP
	F
	No Struct
	G
	no
	yes
	yes
	Yes
	

	
	
	
	Sahun
	CHP
	NF
	New 

 facility
	
	yes
	yes
	yes
	Yes
	40% complet

	2
	Gallinas I
	22,428
	Blama Massaquoi
	CHP
	F
	Private 

House
	G
	yes
	yes
	yes
	Yes
	

	
	Peri
	
	Bumpe Perrie
	CHC
	NF
	Rehab.
	G
	no
	no
	no
	No
	

	
	
	
	Falaba
	CHC
	NF
	Rehab.
	G
	no
	no
	no
	No
	

	
	
	
	Kowama
	MCHP
	F
	Under

 Const
	G
	yes
	Yes
	yes
	yes
	

	
	
	
	Kpetema
	MCHP
	F
	Damaged
	G
	no
	yes
	yes
	Yes
	

	
	
	
	Kpowubu
	MCHP
	F
	Damaged
	G
	no
	yes
	yes
	Yes
	

	
	
	
	Saamu Perrie
	MCHP
	F
	
	
	no
	no
	no
	No
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	3
	Kpaka
	10,292
	Sahun
	MCHP
	F
	Under Const. 
	G
	no
	no
	no
	No
	

	
	
	
	Sumbuya Bessiema
	CHP 
	F
	Under Const. 
	G
	no
	no
	no
	No
	

	
	
	
	Massam
	CHC
	F
	Under 

Const. 
	G/NaS    CA
	yes
	yes
	yes
	Yes
	completed

	
	
	
	
	
	
	
	
	
	
	
	
	

	4
	Makepele
	22,792
	Gba
	MCHP
	F
	Under Const.
	G
	no
	yes
	yes
	Yes
	

	
	
	
	Gbalama
	MCHP
	F
	Under Const.
	G
	no
	Yes
	yes
	Yes
	

	
	
	
	Gissiwulo
	MCHP
	F
	Consted.
	G
	yes
	yes
	yes
	Yes
	

	
	
	
	Gofor
	MCHP
	F
	Burnt Down
	G
	no
	Yes
	yes
	yes
	

	
	
	
	Zimmi
	CHP
	F
	
	G.MSF(B)     no
	Yes
	yes
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	5
	Malen
	22,249
	Wandehun
	MCHP
	F
	Consted
	G
	yes
	Yes
	yes
	Yes
	

	
	
	
	Sahn
	CHC
	F
	Rehab.
	G
	no
	Yes
	yes
	Yes
	

	
	
	
	Sengema
	CHP
	F
	Under Const.
	G
	no
	Yes
	yes
	Yes
	

	
	
	
	Taninahun
	CHP
	F
	Rehab.
	G
	yes
	Yes
	yes
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	6
	Mano 
	7,459
	Mano Gbonjeima
	CHC
	F
	Const.
	G
	No
	yes
	yes
	Yes
	

	
	Sakrim
	
	
	
	
	
	
	
	
	
	
	

	7
	Kpanga 

Kabonde
	33,776
	Bomu Samba
	CHP
	F
	Rehab.
	G
	no
	yes
	yes
	Yes
	

	
	
	
	Dandabu
	CHP
	F
	Rehab.
	G
	no
	yes
	yes
	Yes
	

	
	
	
	Gbondapi
	CHC
	F
	
	G
	yes
	yes
	yes
	Yes
	

	
	
	
	Pehale
	MCHP
	NF
	Structure Burnt
	G
	no
	no
	no
	No
	

	
	
	
	Pujehun Town
	Hosp.
	F
	
	G.Hosp.
	yes
	yes
	yes
	Yes
	

	
	
	
	Pujehun Town
	Cllinic
	F
	
	G.Clinic FC
	yes
	yes
	yes
	Yes
	

	
	
	
	Sobegrima
	MCHP
	F
	Const.
	G
	yes
	yes
	yes
	Yes
	


	
	
	
	
	
	STRUCTURES
	
	
	WATSAN
	
	
	

	No.
	Chiefdom

Admin
	Est.

Pop. Proj.
	Town/

Village
	Ubit

Type
	
	Status
	Sector/

Agenc
	Staff

Qrts
	    Water

     Supp.
	Toilet

Fact. 
	Refuse

ByType
	Remarks

Notes

	
	
	2004.
	Town/


	
	F/N
	
	
	Y/N
	     Y/N
	Y/N
	
	

	8
	Panga Krim
	4,733
	Bayama
	MCHP
	
	
	G
	no
	yes
	yes
	Yes
	Proposed

	
	
	
	
	
	
	
	
	
	
	
	
	MOHs

	9
	Peje
	8,169
	Bumbe
	MCHP
	F
	Structure Const.
	G
	no
	yes
	yes
	yes
	

	
	
	
	Futa
	CHCP
	F
	Rehab.
	G
	no
	yes
	yes
	yes
	

	
	
	
	Kpejewa
	MCHP
	F
	Community Structure
	G
	yes
	yes
	yes
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	10
	Sorogbe-Ma
	51,885
	Fairo
	CHC
	F
	
	G (MSFB)     yes
	yes
	yes
	Yes
	

	
	
	
	Fanima
	CHP
	F
	Const.
	G
	no
	yes
	yes
	Yes
	

	
	
	
	Gendema
	CHC
	F
	Const.
	G/

NaSCA
	yes
	yes
	yes
	Yes
	completed

	
	
	
	Malema
	MCHP
	NF
	No Structure
	G
	no
	No
	no
	no
	

	
	
	
	Sulima
	MCHP
	F
	
	G. MSF (B)    no
	Yes
	yes
	Yes
	

	
	
	
	Wai
	MCHP
	NF
	No Structure
	G
	no
	No
	no
	No
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	11
	Sowa
	20,578
	Sowa

Bandajuma
	CHC
	F
	Under Const
	G
	   no
	     yes
	yes
	Yes
	

	
	
	
	Geomajagar
	CHC
	F
	
	G.MSF(B)
	no
	yes
	yes
	Yes
	

	
	
	
	Komende
	MCHP
	F
	Rehab.
	G                  yes
	yes
	yes
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	12
	Yankema Kpukumu Krim
	7,566
	Borma
	MCHP
	F
	Community House Under

Const.
	G
	yes
	yes
	yes
	yes
	

	
	
	
	Kalu
	CHP
	F
	Const.
	G
	no
	no
	no
	no
	


SUMMARY OF HEALTH FACILITIES-PUJEHUN DISTRICT

  Numbers of CHCs
-
12

  CHPs


-
11

  MCHPs

-
23

  G. Hosp.

-
  1

  G. Clinics


  1

  F      
                
 -
42






 NF     

 
               6






 TOTAL    

             48


Ministry of Health and Sanitation

Director of Primary Health Care (PHC)

WESTERN AREA

· Western Area Health District
	RUral Western Area Health Facilities
	
	
	
	
	
	
	

	
	
	
	
	
	STRUCTURES
	
	
	Watsan
	
	
	

	
	Chief-
	Est.
	
	
	
	
	
	Staff
	Water sup
	Toilet F.
	Sanit,
	Remarks

	
	Dom
	Proj.
	Town/
	Unit
	
	Status
	Sector/
	Qrts.
	Yes/No
	Yes/No
	Toilet
	

	No.
	Admin.
	Pop.
	Village
	Type
	F/NF
	
	Agency
	Y/No
	
	
	Yes/No
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	1
	Chiefdom    19,635
	Fogbo
	MCHP
	F
	Com.building
	Govt.
	No
	yes
	yes
	Yes
	

	
	Koya
	
	Masorie
	CHP
	F
	no struct.
	Govt.
	no
	yes
	yes
	Yes
	

	
	
	
	Madonkeh
	MCHP
	F
	rehab.
	Govt.
	no
	yes
	yes
	Yes
	

	
	
	
	Malambay
	CHP
	F
	   -
	Govt.
	no
	yes
	yes
	Yes
	

	
	
	
	Newton
	CHC
	F
	rehab.
	Govt.
	yes
	yes
	yes
	yes
	

	
	
	
	Songo
	CHC
	F
	burnt down
	Govt.
	yes
	yes
	yes
	yes
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	2
	Mountain      4,310
	Leicester
	CHC
	F
	
	Govt.
	yes
	yes
	yes
	Yes
	

	
	
	
	Mount –

Aureal FBC
	Clinic
	F
	Admitting
	MEST clinic     yes  
	yes
	yes
	Yes
	

	
	
	
	Regent             CHC
	F
	Community

building
	Govt.
	   yes
	yes
	yes
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	3
	Waterloo     67,845
	Benguema

Barracks
	Clinic
	F
	Admitting
	D. clinic
	Yes
	yes
	yes
	Yes
	
	

	
	
	
	Hastings
	CHC
	F
	rehab.
	Govt.
	yes
	yes
	yes
	Yes

	
	
	
	Hastings
	Clinic
	F
	Admitting
	D force clinic
	yes
	yes
	yes
	Yes
	

	
	
	
	Macdonald
	MCHP
	F
	
	Govt.                yes
	yes
	yes
	Yes
	
	

	
	
	
	Samuel Town
	MCHP
	F
	no struct.
	Govt.
	no
	yes
	yes
	Yes

	
	
	
	Waterloo
	CHC
	F
	rehab.
	Govt.
	Yes
	yes
	yes
	yes
	

	
	
	
	John Thorpe
	MCHP
	F
	no struct.
	Govt.
	no
	yes
	yes
	Yes
	

	
	
	
	Lumpa
	CHC
	F
	no struct.
	Govt.
	no
	yes
	yes
	Yes
	

	
	
	
	Campbell

Town
	CHP
	NF
	New facility
	G/NaSCA
	no
	yes
	yes
	yes
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	4
	York`
	29,390
	Goderich
	CHC
	F
	
	
	yes
	yes
	yes
	Yes
	

	
	
	
	Goderich
	Clinic
	F
	Admitting
	G.MEST clinic  yes
	yes
	yes
	Yes
	
	

	
	
	
	Goderich
	Hosp.
	F
	Admitting
	Govt.
	yes
	yes
	yes
	Yes

	
	
	
	Gbendembu
	MCHP
	F
	Com.house
	Govt.
	yes
	yes
	yes
	Yes
	

	
	
	
	Hamilton
	MCHP
	F
	no struct.
	Govt.
	no
	yes
	yes
	Yes
	

	
	
	
	Sussex
	CHP
	F
	
	
	Yes
	yes
	yes
	yes
	

	
	
	
	York
	CHC
	F
	Destroyed
	Govt.
	yes
	yes
	yes
	yes
	

	
	
	
	Tombo
	MCHP
	F
	Destroyed
	Govt.
	yes
	yes
	yes
	Yes
	

	
	
	
	Kent
	Hosp.
	NF
	
	Govt.
	no
	no
	no
	No
	

	
	
	
	Lakka
	Hosp.
	F
	
	Govt.
	yes
	yes
	yes
	Yes
	

	
	
	
	Lakka Ogo 

Farm
	MCHP
	F
	P. house
	Govt.
	yes
	yes
	yes
	yes
	


                                          SUMMARY OF HEALTH FACILITY- RURAL WESTERN AREA





CHCs   
  -             9





CHPs         -                5





MCHPs     -                 9





G. Hosp.   -                 2





Def & Edu. Cli.   -      4

   



F.                          -    27





NF                         -     2




TOTAL         =          29


Ministry of Health and Sanitation

Directorate of Primary Health Care (PHC)

	URBAN WESTERN AREA HEALTH FACILITIES-
	
	
	
	
	
	
	

	
	
	
	
	
	STRUCTURES
	
	Watsan
	
	
	

	
	Chief-
	Est.
	
	
	
	
	
	Staff
	Water 
	Toilet 
	Sanit.
	Remarks

	
	Dom
	Proj.
	Town/
	Unit
	
	Status
	Sector/
	Qrts.
	Yes/No
	Yes/No
	Toilet
	

	No.
	Admin.
	Pop.
	Village
	Type
	F/NF
	
	Agency
	Y/No
	
	
	Yes/No
	

	1.
	Central 1
	
	Bonner General

Rowdon Street
	Hosp
	F
	
	Needs Rehab
	
	       Yes
	    yes
	    yes
	Needs Rehab

	
	
	Pademba Road
	Hosp.
	F
	
	Private hosp.
	(prisons)
	Yes
	     yes
	   yes
	

	
	
	
	Susans Bay

Ecowas Street
	MCHP

Clinic
	F
	Needs 

cleaning
	Govt

Private   -
	Dr, Nahim        yes
	     yes
	   yes     
	

	
	
	
	Ecowas St.
	Clinic
	F
	
	Private    -
	Dr. Harri
	      Yes  
	    Yes
	

	
	
	
	Circular Road
	Clinic
	F
	
	Private    -
	Dr. D. Thomas
	     yes
	 Yes
	

	
	
	
	Macauley Str.
	Hosp
	F
	Rehab
	G
	                        Yes
	     yes     
	     yes
	

	1.
	Central 11
	
	Freetown sch.

clinic
	Clinic
	F
	Under

rehabilition
	Govt.
	
	       Yes
	yes     
	 yes   
	

	
	
	
	Connaught
	Hosp
	F
	“
	
	
	    Yes
	yes
	Yes
	

	
	
	Wellington St.
	Clinic
	F
	-
	Private Dr. E. Gooding                  yes
	     yes
	    yes
	

	
	
	
	Charlote St.
	Clinic
	F
	
	Private Dr. Mitchell Aboud             yes
	    yes 
	    yes
	

	
	
	
	Lightfoot Boston
	Clinic
	F
	
	Private Dentist Cummings             yes 
	    yes 
	   yes 
	

	
	
	
	Percival Street
	Clinic
	F
	
	Private Dr. P. Coker                      yes
	     yes
	    yes   
	

	
	
	
	Gloucester St.
	Clinic
	F
	
	Private 
	Dr. Olu Williams
	          Yes
	yes
	yes
	

	
	
	
	Wellington St.
	Clinic
	F
	
	Private Dr. Denis Wyse                 yes
	    yes
	   Yes
	

	
	
	
	Bathurst St.
	Clinic
	F
	
	Private Dr. G. Harris                     yes
	     Yes
	    yes
	

	
	
	
	Cline Town.JWC
	Clinic
	F
	
	G. UFC                                          yes
	     yes
	   Yes
	

	
	
	
	Cline Town
	Clinic
	F
	Abulatory
	Govt.                                             yes
	     yes
	    Yes    
	

	
	
	
	
	
	
	
	
	
	          Yes
	Yes
	Yes
	

	3
	East I
	
	Q.E. II Quay
	Clinic
	F
	Abulatory
	SLPA
	
	          Yes
	      yes
	Yes    
	

	
	
	
	Ross Road
	CHC
	F
	Rehab.
	G
	  
	           Yes
	      yes       
	 Yes
	

	
	
	
	F/town childrens
	Hosp
	F
	Under reha
	G
	          Yes
	    yes
	yes    
	

	
	
	
	F/town PCM
	Hosp.
	F
	 “     rehab
	G.                                                  yes
	     yes
	 Yes
	

	
	
	
	Old Field St.
	Clinic
	F
	
	Pri.
	Dr Korji
	           yes                       
	     yes
	yes
	

	
	
	
	School Clinic

Ross Road
	Clinic
	F
	Rehab.
	G. Dental
	           Yes                    
	   yes
	 Yes
	

	
	
	
	
	
	
	
	
	
	          yes                   
	yes
	yes   
	

	4
	East II
	
	Kissy Road
	Clinic
	F
	Ambulatry
	Private Dr. S. Williams                   yes
	   Yes 
	 Yes
	

	
	
	
	Kissy Road
	Clinic
	 
	P. rehab
	Pri.
	 Dr. Asgil
	                                        yes
	Yes
	   yes
	

	
	
	
	Ginger Hall
	CHC
	F
	Ambulatry
	Govt.                                              yes
	yes
	Yes-
	

	
	
	
	Lean Street
	MCH

Clinic
	F
	Ambulatry
	UZCAR                       no               yes
	    Yes
	   yes
	

	
	
	
	Grass Field
	CHC
	F
	
	WCSL
	
	Yes
	    yes
	Yes
	

	
	
	
	
	
	
	
	
	Yes
	   
	   
	

	5
	East III
	
	Kissy (Mental)
	Hosp
	F
	Rehab
	Govt.
	Yes
	Yes
	yes
	Yes
	

	
	
	
	Kissy Police Bks
	Clinic
	F
	Rehab
	NGO                           yes              sye
	yes
	Yes  
	

	
	
	
	Kissy Urban Ctr.
	Hosp
	F
	
	UMC
	                  yes
	Yes
	  yes
	yes   
	

	
	
	
	Tasso Island         CHP
	F
	Govt.
	
	                  yes
	Yes
	yes
	Yes
	

	
	
	
	Black hall Road
	CHC
	F
	Govt.
	
	yes
	Yes
	yes    
	 Yes  
	

	
	
	
	Rukupr                  Hosp
	F
	Rehab.
	Govt.
	                 yes
	Yes
	yes
	Yes
	

	
	
	
	Wellington
	CHC
	F
	Rehab
	Govt.
	yes
	Yes
	yes    
	Yes   
	

	
	
	
	Wellington(Distie)  Clinic
	F
	
	Ind.clinic
	                 yes
	Yes
	yes
	Yes   
	

	
	
	
	Wellington
	Clinic
	F
	
	Private
	  Pious Ganda
	           Yes
	yes    
	 yes  
	


Urban Western Area District Health Facilities (Cont.)

	
	
	
	
	
	STRUCTURES
	
	Watsan
	
	
	

	
	Chief-
	Est.
	  
	
	
	
	
	Staff
	Water 
	Toilet 
	Sanit.
	Remarks

	
	Dom
	Proj.
	Town/
	Unit
	
	Status
	Sector/
	Qrts.
	Yes/No
	Yes/No
	Toilet
	

	No.
	Admin.
	Pop.
	Village
	Type
	F/NF
	
	Agency
	Y/No
	
	
	Yes/No
	

	
	
	
	Wellington
	Hosp
	F
	
	Alpha

Norkor
	  
	yes
	yes
	Yes
	

	
	
	
	Allen Town
	Hosp
	F
	
	Govt.
	yes
	yes
	yes
	Yes
	

	
	
	
	Kuntolor
	MCHP
	F
	No struct.
	Govt.
	no
	yes
	yes
	Yes
	

	
	
	
	Mellon Street
	Clinic
	F
	
	Private
	Good

Sheperd
	yes
	yes
	Yes
	

	
	
	
	Wellington SLBL
	Clinic
	F
	
	Private

industrial
	
	yes
	yes
	Yes
	

	
	
	
	KAMBA Clinic
	Clinic
	F
	
	Pri. Dr. S. Kamara                    yes
	yes
	Yes
	

	
	
	
	Looking Town
	MCHP
	F
	Govt.
	
	 no
	yes
	yes
	Yes
	

	
	
	
	
	
	
	
	
	
	
	

	6
	
	
	Edward St.
	Hosp.
	F
	Ambulatory
	Ind. Clinic                     no          yes
	yes
	Yes
	

	
	
	
	Kingtom Police
	Hosp.
	F
	Ambulatory
	G. Police
	Yes
	yes
	yes
	Yes
	

	
	
	
	Kingtom
	Clinic
	F
	Ambulatory
	Catholic Miss               yes
	yes
	yes
	Yes
	

	
	
	
	Kingtom
	Clinic
	F
	Ambulatory
	Ind. NPA
	 yes 
	yes
	yes
	Yes
	

	
	
	
	Syke St. Lacs
	Clinic
	F
	Ambulatory
	Private                         yes       yes
	yes
	Yes
	

	
	
	
	Syke St. Dental
	Clinic
	F
	Ambulatory
	Govt.
	               no
	yes
	yes
	Yes
	

	6
	West I
	
	Congo Cross
	Clinic
	F
	
	P. Rajanic                     no
	yes
	yes
	Yes
	

	
	
	
	Congo Cross
	Clinic
	F
	
	P.  Robbin Coker          no      
	yes
	yes
	Yes
	

	
	
	
	Kingtom (Police)
	Clinic
	F
	Police(Bks) 
	Defence                       yes
	yes
	yes
	Yes
	

	
	
	
	
	
	
	
	
	
	
	
	

	7
	West II
	
	Bailey St.
	Clinic
	F
	Admitting
	Private 
	               no
	yes
	yes
	Yes
	

	
	
	
	Youyi Building
	CHC
	F
	
	Govt.                            no
	yes
	yes
	Yes
	

	
	
	
	Brookfields 
	Hosp.
	F
	Admitting
	Private 
	Dr Bell                 
	Yes
	yes
	Yes
	

	
	
	
	Kingharman Rd.
	Clinic
	F
	
	Miss. Method 1st S/L
	Yes
	yes
	Yes
	

	
	
	
	Curney Barnes
	Hosp.
	F
	
	Private
	no
	yes
	yes
	Yes
	

	
	
	
	Kingharman Rd.
	Hosp.
	F
	
	G/Chinese                     no     yes

supported             
	       yes 
	Yes
	

	
	
	
	Congo Cross
	Clinic
	F
	
	Private 

Dr. Robbin Coker
	Yes
	yes
	Yes
	

	
	
	
	Vinelle Nursing

home
	Clinic
	F
	Admitting
	Private 
	yes
	yes
	Yes
	

	
	
	
	Netland                 Hosp.
	F
	Admitting
	Private
	
	
	
	
	

	
	
	
	Fergussion St.
	Clinic
	F
	Admitting
	Private Dr. King                         yes

 (Paediatric)
	   yes
	     Yes
	

	
	
	
	George Brook
	CHC
	F
	
	Govt.                       yes              yes         
	yes
	Yes
	

	
	
	
	St. John
	Clinic
	F
	Ambulatory
	Private Dr. Faux During               yes
	yes
	Yes
	

	
	
	
	Nurse Horton’s

Drive
	Clinic
	F
	Ambulatory
	Miss. Marian
	yes
	yes
	yes  
	

	
	
	
	
	
	
	
	
	
	
	

	8
	West III
	
	Choithram
	Hosp.
	F
	Ambulatory
	Govt. UAMSIL                            yes
	yes
	Yes
	

	
	
	
	Juba Bkrs.
	Clinic
	F
	Admitting
	D. Clinic
	
	yes
	yes
	Yes
	

	
	
	
	Lumley Hosp
	Hosp.
	F
	Admitting
	G. hosp.
	yes
	yes
	Yes
	Yes
	

	
	
	
	Aberdeen Road
	Clinic
	F
	
	NGO/Marie

Stopes
	            
	yes
	yes
	Yes
	

	
	
	
	Mamy Yoko
	Clinic
	F
	
	Ind. Clinic
	no
	yes
	yes
	Yes
	

	
	
	
	Wilberforce

(RSMF)
	Hosp.
	F
	Admitting
	G. hosp.
	yes
	yes
	yes
	Yes
	

	
	
	
	Wilkinson Rd
	Clinic
	F
	Und.Const
	NGO                       no                yes
	yes
	yes
	

	
	
	
	Murray Town
	Clinic
	F
	P. House
	D. Clini
	
	yes
	yes
	Yes
	

	
	
	
	Murray Town
	CHC
	NF
	Und.Const.
	G/NaSCA
	no
	yes
	Yes
	

	
	
	
	Spur Road
	Hosp.
	F
	Pri, House
	Private 
	Dr.

Ganda
	no
	yes
	Yes
	

	
	
	
	Goderich
	Hosp.
	F
	Admitting
	Govt.
	
	yes
	yes
	yes
	


SUMMARY OF HEALTH FACILITIES – URBAN WESTERN AREA

Number of CHCs 
-
8

CHPs


-
2

MCHPs


-
4

Govt. Hosps..

-         10

D&E Hosp.

-
2

Miss. Hosp.

-
1

Govt. Clinic

-
4

Miss. Clinics

-
3

Private & Industrial
-         39

D&Edu. Clinic

-           5

F.


-         75

NF


-
4
TOTAL

=         79


DISTRIBUTION OF HEALTH FACILITIES

	
	SIERRA LEONE
	
	
	
	
	
	
	
	
	
	
	
	

	
	MINISTRY OF HEALTH AND SANITATION
	
	
	
	
	
	
	

	
	DIRECTORATE OF PRIMARY HEALTH CARE (PHC)
	
	
	
	
	
	

	
	Apr-04
	
	
	
	
	
	
	
	
	
	
	
	
	

	NO
	ADMINI.
	POP.
	
	
	
	
	
	
	
	
	
	
	
	

	
	DIVISION 
	1000 (2004)
	CHC
	CHP
	MCHP
	MISS
	OTH.
	TOT.
	G
	D&E Hosp.
	M Hosp.
	P&I Hosp.
	Total
	

	
	EASTERN PROVINCE
	
	
	
	
	
	
	
	
	
	
	

	1
	KAILAHUN
	373,405
	17
	34
	7
	1
	       4   
	     63
	1
	1
	1
	-
	3
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	2
	KENEMA
	519,845
	16
	35
	34
	2
	4
	91
	1
	          1
	2
	-
	4
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	3
	KONO
	508,611
	10
	25
	26
	2
	        2
	65
	1
	          -
	-
	-
	1
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	TOTAL
	1,401,891
	43
	94
	67
	5
	
10
	219
	3
	2
	3
	-
	8
	

	
	NORTHERN PROVINCE
	
	
	
	
	
	
	
	
	
	
	
	

	4
	BOMBALI
	490,389
	16
	15
	35
	2
	
6
	     74
	1
	          -
	2
	-
	3
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	5
	KAMBIA
	337,212
	7
	19
	9
	3
	
 2
	      41
	1
	         -
	1
	-
	2
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	6
	KOINADUGU
	304,988
	6
	15
	30
	-
	        1
	52
	1
	          -
	-
	-
	1
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	7
	PORT LOKO
	536,058
	19
	22
	33
	2
	        3
	79
	2
	
	2
	
	4
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	8
	TONKOLILI
	734,423
	5
	11
	53
	1
	        1
	      71
	1
	-
	2
	-
	3
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	TOTAL
	2,403,070
	53
	82
	160
	8
	      13
	    317
	6
	
	7
	
	13
	

	
	SOUTHERN PROVINCE
	
	
	
	
	
	
	
	
	
	
	
	
	

	9
	BO
	338,815
	21
	16
	45
	2
	
   3
	87
	1
	-
	1
	1
	2
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	10
	BONTHE
	143,328
	9
	10
	15
	2
	
  3
	39
	1
	
	1
	-
	3
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	11
	MOYAMBA
	459,926
	21
	29
	45
	2
	        7
	    104
	1
	-
	1
	-
	2
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	12
	PUJEHUN
	242,648
	12
	11
	23
	-
	        1
	47
	1
	-
	-
	
	1
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	TOTAL
	1,173,717
	63
	66
	128
	6
	
14
	277
	4
	1
	3
	
	8
	

	
	Western Area
	
	
	
	
	
	
	
	
	
	
	
	
	

	13
	RURAL AREAS
	143,970
	9
	5
	9
	-
	
 4
	27
	2
	1
	1
	
	6
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	URBAN
	1,250,000
	8
	2
	4
	-
	       9
	     23
	10
	3
	1
	39
	
	

	
	Western Area
	1,393,970
	17
	7
	13
	        -
	     13
	     50
	12
	3
	1
	39
	2
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	SIERRA LEONE
	6,372,698
	176
	249
	368
	19
	   50
	863
	25
	5
	14
	39
	31
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


Clinic:  CHC is a Community Health Cenetre

Private and Industrical Clinic (P. Ind. Clinics)

Education: M is Mission and P & I are Private and Industrial Hospitals
Health facility type 

The following definitions refer only to facilities staffed and operated by the Ministry of Health and Sanitation.

CHC
- Community Health Centre

CHP
- Community Health Post.

MCHP
- Maternal Child Health Post

NH
- Nursing Home (Admitting clinic without resident doctor)

Hospitals

A Hospital must have a minimum of 20 beds and minimum one (1) resident doctor.  Otherwise it is classified as admitting clinics.

In the case of a district hospital there should be not less than 45 beds and two (2) resident doctors.

D.  Hosp  - Ministry of Defence (Military or Police Hospital)

E   Hosp  - Ministry of Education Hospital.  

G Hosp  - Government (Ministry of Health & Sanitation Hospital

I.  Hosp  - Industrial Hospital often a mines facility

M.  Hosp- Mission Hospital; operated by a religious mission or NGO

P.  Hosp   - Private Hospital i.e., Non-mission, and industrial, Non Government.

Clinics

Clinics can be  ambulatory; that is for patients who can and go; or admitting where there are less than 20 beds for inpatient.

INDC1
- Industry clinic

MODC1- Ministry of Defence (Military or Police) Clinic

MOECL – Ministry of Education Clinic at tertiary educational facilities

MISCL – Mission Clinic, run by a religious mission

NGOCL- Non Government Organization Clinic, Non-mission and non-private.

PRICL – Private Clinic

Gov CL- Government Clinic
Others

Unknown facility type should be corrected.

NONE No static health facility located in the chiefdom

DISTRIBUTION OF FACILITIES ( April 2004 
Clinics: CHC is a Community Health Centre; CHP is as a Community Health Post.  MCHP is a Maternal and Child Health Post: Other Clinics include Government (MOH) not listed previously, Ministry of Defence and Ministry of Education) NGO (Non- Governmental, non-mission organization) Private, and Industrial Clinics.

Hospitals; G is Government under the MOH: D&E are Government under the Mission of Defence and Education: M is Mission: and P&I are Private and Industrial Hospital.                                                      

11.3

PERSONEL

In the succeeding pages too, there are two tables showing distribution of some Medical Personnel in District Hospital and Peripheral Health Units.  There is uneven geographical distribution of Health Personnel.  Physicians reside in Urban Centres rather than respond to the critical needs of the rural Areas.

A considerable portion of assistance is given to the training of Medical Officers; often emphasis is place on Clinical treatment of acute illness in individuals rather than on improving the health level of whole communities on a continuing basis through Primary Health Care.

It is against this background that the long term Human Resources Development (HRD) plans of the Ministry of Health & Sanitation has been set to achieve the objective of the Nation Health Action plan (NHAP) with the overall reorganization of the Ministry of Health and Sanitation and revised structure of personnel.

The reorganization is based on consultancies in the areas.

· The staff of the Peripheral Health Units (PHUs);

· Specialized Manpower Training

· Management Training

The Human Resources Development 
Plan has three training Components, two Specialized Training Plans for Hospital Services and Peripheral Health Units and a management-training plan.  These Training Plans are set within the framework of an overall manpower plan.

The reorganized Primary Health Care Delivery System will be based on Community Health Centres (at Chiefdom level) and Community Health Post (at village level).

In order therefore to provide a full range of services identified in the NHAP cost effectively, three types of skilled Health Workers would be deployed

1. Community Health Officers (CHOs)

2. Community Health Assistants (CHAs). Two at each Community Health Post.

3. Community Health Aides (CH Aides) TWO AT EACH maternal & child Health Post. two at each Community Health Post   and four at each Community Health centre.                                         

Each category of Health Worker would therefore have skills at varying levels to provide the eleven (11) components of Primary Health Care at each level of primary Health delivery system. Training of Monovalent staff e.g   Environmental Health Officers Inspectors would be discontinued. 

Specialized training for hospital services will be through pre-services training for new intakes.  Training for Peripheral Health Units Staff will require retraining and changes in curricula specifically:

State Enrolled Community Health Nurses will be retained to become Community Health Officer through a new one year Programme.

Endemic Diseases Control Assistant will be trained as Community Health Assistants (CHA) through a revised two year Programme. 

Maternal & Child Health Aides trained after 1996 new intakes will train as Community Health Aides) through a revised one year programme at Integrated Paramedical School and School of Hygiene, Bo.  The two schools will merge to form the Community Health School under the Dean of Environmental Sciences

Management training will be organized for Ministry of Health & Sanitation new management structure as follows:-

1)  Managers at Headquarters

2) Middle level Managers

3) District Health Management Teams

 The strategy will focus on In-house courses with coaching programmes that will later ensure transfer of knowledge..  In addition, a series of review workshops will be conducted each year to evaluate the training and coach programmes to address skill transfer issues and to plan for future programmes.

12.1     NATIONAL STANDARDS FOR A DISTRICT PRIMARY HEALTH CARE SERVICE
The following are prerequisite for a functioning primary health care system within a District:

a. Provision of suitable and adequate infrastructure for a functioning Primary Health care service including staff quarters

b.  Appropriate cadre of personnel.

c.  Provision of adequate logistics.

d. Regular maintenance of infrastructure and logistics 

The standard requirements listed above have been discussed in workshops with district staff.  They should be regarded as the basic minimum in the present economic situation of Sierra Leone.

If each District achieves the basic standards recommended here, within the next five years, the foundation of a PHC network will be strengthened. Such a foundation will make it possible to expand the service as the country develops.

A District Primary Health Care System has the following components:

1. The District Health Management Team.

2. The Referral District Hospital.

3. The Peripheral Health Units in the Chiefdoms.

4. The Community Health workers.

Each component has its own separate functions.

The goal of the District Health Management Team is to create a fully operational PHC service within the District and to bring all components of the service up to the required standard.

12.2                                    THE FUNCTIONS OF A REFERRAL HOSPITAL IN RELATION 

TO PRIMARY HEALTH CARE IN THE DISTRICT

The District Hospital is the Government Referral Hospital in the District Headquarter Town with a minimum of 45 beds.  However, within the Districts other private /mission/NGOs referral hospitals exist

When a referral Hospital becomes a functional part of a District PHC services, certain changes occur and the staff needs to be prepared for these. 

If the rural PHC Service is doing well, there will be: 

· An increase in the number of serious cases and emergencies sent to the referral Hospital.    

· A decrease in the number of minor ailments. 

When the skills and the drugs are available in the Peripheral Health Units, fewer patients will travel in from the rural areas seeking treatment from the District Hospital.

· A referral system of patients with chronic conditions to the PHUs for follow-up treatment.

Hence, the main function of a Referral Hospital in relation to PHC is:

Establishment of a referral mechanism

Should act as an adequate point of referral for serious conditions and emergencies. A Referral Hospital must be equipped to deal with surgical, obstetric and other clinical/ emergencies.

To make Hospital beds available for acute admissions, the improve skills and facilities in the PHUs should be utilized to cope with Referrals from the Hospitals for out patient care.

               Other functions of a District Hospital concerned with PHC are:

i. The Head of the Referral hospital should be part of a DHMT which will create, support, co-ordinate, collaborate, supervise and develop the whole District Primary Health Care service. 

ii. To assist with logistical support to the peripheral health service with supplies, and the maintenance of the Cold Chain. But where PHC service operates outside the hospital, the logistical support should be given by the PHC.

iii. To provide affordable Primary Health Care Service in the hospital by means of the Hospital out patient services, antenatal, Family Planning and Reproductive Health Services, and the Under-fives for the population near the Hospital.

iv. To participate in research into the health situation in the District, keep records and analyse the data obtained relating to work done at the hospital.

MINISTRY OF HEALTH & SANITATION –

DIRECTORATE OF PRIMARY HEALTH CARE
12.3      TABLE:     EXPLAINS THE SERVICES AVAILABLE IN DISTRICT HOSPITALS


                        

Western Area

Services           Eastern Province
Northern Province                       Southern Province        National Referral


Districts
      District
Districts
      Hospitals


Available         Kai    Ken   Kono   Bom   Kam   Koi   P/Loko   Ton       Bo    Bon    Moy   Puj      Connaught Hosp.
TOTAL






  P.C.M.            “

Y = Yes




  Children’s      “






   Kissy Mental  “


	Surgery


	 Y
	Y
	Y
	   Y 
	Y
	Y
	 Y
	Y
	Y
	Y
	Y
	Y
	              Y
	13

	Paediatrics (under fives)
	
	Y
	Y
	   Y
	Y
	Y
	Y
	Y
	Y
	Y
	
	Y
	               Y
	13

	OBS/Gyne-

Cology
	
	Y
	
	  
	
	
	
	
	Y
	
	
	
	               Y
	3

	Pharmacy


	Y
	Y
	Y
	  Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	               Y
	13

	Physotha-

Rapy
	N
	N
	N
	N
	N
	N
	N
	N
	N
	N
	N
	N
	               Y
	1

	Laboratory

Tech
	Y
	Y
	Y
	   Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	               Y
	13

	Radiology


	Y 
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	N
	               Y
	1

	Psychatry


	N
	N
	N
	N
	N
	N
	N
	N
	N
	N
	N
	N
	               Y
	1

	Pathology


	N
	N
	N
	N
	N
	N
	N
	N
	N
	N
	N
	N
	               Y
	1

	Opthalmo-

Logy
	N
	N
	N
	N
	N
	N
	N
	N
	Y
	N
	N
	N
	               Y (2)
	3

	E.N.T.


	N
	N
	N
	N
	N
	N
	N
	N
	N
	N
	N
	N
	               Y
	1

	Chiropadyst


	N
	N
	N
	N
	N
	N
	N
	N
	N
	N
	N
	N
	               Y
	1

	Dentistry


	
	Y
	N
	N
	N
	N
	N
	N
	Y
	N
	N
	N
	               Y
	3

	Pub/Env.

Health
	
	Y
	Y
	N
	N
	N
	N
	N
	N
	N
	N
	N
	               Y
	3

	Blood Bank


	
	Y
	N
	N
	N
	N
	N
	N
	 Y
	N
	N
	N
	                Y
	3

	X-Ray


	
	Y
	N
	N
	N
	N
	N
	N
	N
	N
	N
	N
	                Y
	3

	Othopaedics


	
	N
	N
	Y
	N
	N
	N
	Y
	N
	N
	N
	N
	                 Y
	3


The table indicates an uneven distribution of services throughout the hospitals.  More services are offered in the Western Area hospitals in the capital city of Freetown than in the provincial hospitals. This pattern follows the distribution of Personnel in District hospitals as Medical/Clinical Specialists cluster around the Urban settlements move especially in Freetown, the supply of clinical specialists in the country is grossly inadequate.

              All  DISTRICT  HOSPITALS  HAVE  BEEN  SUPPLIED  WITH  X-RAY  MACHINES

12.4      DISTRICT HOSPITAL PERSONNEL – STANDARD REQUIREMENT
  The personnel required to run a District Hospital will depend on a variety of factors such as the number of beds, the density of the surrounding population and the facilities provided.

The following list is an approximate guideline for a 45-bed hospital.

Technical Staff:

1. Medical Officer in-charge or Specialist in charge or Medical Superintendent

1
Medical Officer

1                Matron and 2 Senior Sisters

2 Night Superintendents

16 Ward Sisters (at least 2 per ward)

1 Midwifery Sisters

16 Staff Nurses

24 State Enrolled Nurses or State Enrolled Community Health Nurses

15 Nursing Aides

1 Theatre Sister

1                Anaesthetist

2 District Pharmacist – to Drug Store

3 Dispensing Technicians

      1                Laboratory Scientists

2
Laboratory Technician

1 Laboratory Assistants

2 Radiographer

1 Dental Surgeon

2 Dental Assistants/Technician

                 Assistant Radiographer

1               Theatre Masters/ 2 Surgical Assistant

1
Physiotherapist

3               Assistant Physiotherapist

2               Ophthalmic Nurses

                 Birth and Deaths Assistant Registrars

3 Records Clerks

1 Medical Records Technician.


FOR PUBLIC HELATH





1.
District Medical Officer (DMO)

2
Public Health Sister

1
Environmental Health Superintendent

4
Environmental Health Officers (or EHOs)

1
Health Education Officer

1
Health Educator

2
Artists

1
Epidemiological Assistant

8 
EDCU Assistants (CHAs /Vaccinators)

1
Nutritionist

1
Senior CHO

1
PHC Pharmacist

2
M&E Officers

Support Staff (Hospitals)

1
Hospital Secretary/Administrative Officer

2
Clerk/Typists

3
Finance Clerk

4
Maintenance Staff (Carpenter, Plumber, Electrician, Mason)

10
Ward Cleaner/Porters

10
Labourers/Gardeners

8
Watchmen/Securities

4
Drivers

4
Drivers Mates

4 
Cooks

2
Stewards

5
Cloakroom attendants

3
Laundry Worker

2          Tailors/Seamstresses

2 
Assistant Tailors/Seamstresses

2
Receptionists

2
Mortuary Attendants

Support Staff (PHC)

4
Drivers

4
Drivers Mates

10
Labourers

10
Watchmen

2        Clerk Typists

1
Finance Clerk

1
Store Keeper

2
Store Hands

Drug Store Staff

1 Pharmacist

1 Store Keeper

2 Store Hands

1 Sub – Accountant

12.5         DISTRICT HOSPITAL BUILDING NEEDS FOR PRIMARY HELATH CARE

A certain amount of space is needed to conduct Primary Health Care activities at District Headquarters.

New Building will be ideal (alternative, the old ones could be extended and rehabilitated).

Accommodation for PHC activities should first be sought among existing building within the Government complex. Sometime space may be obtained from other Departments or little used rooms may be converted to use for PHC.

The following is an outline of standard requirements for a functioning District Primary Health Care Services.

1.
The District PHC Office.
The organization and development of PHC in a District cannot take place without a central office.

At least eight rooms will be needed.  One of these rooms must be large enough to:

· Hold meetings of the DHMT

· Display a very large and detailed wall map of the district and serve as a training venue with two lockable storage cupboards for stationery and training equipment. 

· At least 5 Rooms with furniture for the D.M.O.and members of the DHMT.
    Space should be provided: 

· For the typist

· For proper storage of stationery and equipments

· For cabinet containing records and for the M&E officer

· Two lockable storage cupboards for stationery and training equipments

A store with adequate storage space for equipment. As these are supplied within a cost sharing system, it is necessary to store them separately from the hospital supplies.

2.
The District PHC Training Center.

As explained in another section continuous in-service training of local staff on how to implement P.H.C. activities, is recommended.

A large hall or classroom may be needed in which to hold training workshops.

Such a room may be borrowed from a local institution or training school. In districts where inter-sectoral PHC committees have been established it will be easier to gain cooperation in the loan of premises from other Government Departments.

3.
The District MCH Centre

As explained earlier the Outpatient and MCH services are part of the PHC services of the district town. The MCH services of the hospital are also a referral Centre for the PHUs, antenatal patients with complications or malnourished Children requiring rehabilitation should be referred there.

The District MCH Centre is also used for training of MCH Aides and other staff. 

As a result of the extra patient flow and the training needs of the MCH services a District Hospital usually requires extra space when it becomes integrated with the whole District MCH services.

12.6

DISTRICT EQUIPMENT FOR PRIMARY HEALTH CARE

The following list concerns particular equipment needed for managing the District PHC Services.

· Ambulance for the hospital

· Three (3) four wheel drive vehicles – for supplies and supervision of PHUs

· Seven (7) motor-cycles – for supportive supervision of PHUs

· Cold room with functioning refrigerators for vaccines

· A store containing spares for all the equipments and record forms needed at the PHU. 

· Manila folder /Box for PHU records –one each for PHU and one for each member of staff of the PHU.

· Photocopier 

· Computer and accessories

· Typing paper, carbon paper and envelopes

· Office sundries (glue, paper clip, cello tape, stapler, paper punch, guillotine, etc

· Radio transmitter/radio transceiver

· 10 KVA generator  

CONDITIONS TO BE TREATED AND THE STANDARD LIST FOR DISTRICT HOSPITALS

                    Please refer to the annexes for: -



List of essential drugs



List of serious conditions to be managed at District Hospital level.

12.7
   STANDARD  REQUIREMENTS FOR THE PERIPHERAL HEALTH UNITS

1      Functions of the Peripheral Health Units

                 The Community Health Centre

                 The Community Health Post

                 The Maternal and Child Health Post

2      The health personnel employed at the Peripheral Health Unit 


(Standard requirements)

3      Standard building requirement and designs for P.H.U.

4      Standard equipment for Peripheral Health Units

5      General clinic condition to be treated at PHU

6      The essential drug lists call for PHUs

 THE FUNCTIONS OF THE PERIPHERAL HEALTH UNITS

The Community Health Centre

  The Community Health Centre is the focus of health care activities for the whole chiefdom or part of the chiefdom.  If there are more than one CHC in the chiefdom the District Health Team should define the catchments of each.

   The Community Health Centre oversees/ assists both the Community Health Post, and the Maternal and Child Health Post within the Catchment area (which is usually the area of the chiefdom)            

    General Clinic Care

· The diagnosis and treatment of patients presenting themselves at the Health Centre   

· Referral of patients to the District hospital, when necessary.

· To hold outreach clinics in remote villages at regular intervals.

· To plan for and ensure Health Care Services to ……of the sections in the chiefdom

By mobile clinics if necessary or by arrangement with the CHCs in conttigous chiefdom if they use more  ………………  The aim is to ensure comprehensive coverage of the chiefdom.


1.4.     Maternal and Child Health Clinic

· Regular MCH clinics are held at the CHC.

For mothers:

· Routine antenatal monitoring.

· Ante tetanus Immunization

· Reproductive Health and Family Planning advice.



        For children:

· Nutrition and Health care advice and growth monitoring.

· Immunization.

· General Clinical care.

· Deliveries by the MCH Aide or SECHN at the centre.

· Outreach clinics at the Community Health posts and MCH Posts and other populated but un served areas/villages.

· Village immunization campaigns for under two (2) years old.

· Supervision and assistance to MCH Posts.

· That the CHO in – charge of the CHC should maintain a healthy relationship with both private and commercial vehicle owners because they can be needed in times of emergencies.

 1.5     Notifications and prompt action against epidemic prone diseases
· Send notification of these diseases without delay to DMO

· Take immediate containment and “fire fighting” measures.

· Prepare and send specimen to laboratory as instructed

· Mobilize the community for public health action to contain the epidemic.

· Potentiate the efforts of disease fighting teams from District Headquarters and/or Freetown.

· Collect and study statistics of incidence, prevalence and case fatality of the disease within the District.

· Be alive to information on the prevalence of the disease in other parts of Sierra Leone especially within the District.

  1.6    Environmental improvements

          These are the responsibility of the Environmental Health Inspectors assisted by all members of the CHC

           Team.            

· Health Education (including food hygiene practices) in villages schools and clubs.

· Health education at the CHC.

· Advice and priority of assistance to villagers on buildings and latrine construction

· Protection of wells and other sources of water supply.

· Building of compost fences.

· Assisting villagers to deal with environmental nuisances including vector control, damage to food stores, storm water control etc.

· Encouraging the farming of nutritious foods including poultry.

1.7      Collecting And Use of Information

Keeping accurate records, collating reports and using the information contained are an important responsibility of all members of the CHC Team.  Examples of the forms for registers, tallys sheets and reports to be used in the PHUs are shown in the annex.

Such information should be forwarded routinely to the District Monitoring and Evaluation office by the CHO. It may be necessary for ad-hoc data to be collected and transmitted to the District or the Directorate of Planning and information. The CHO should regard this as part of his responsibility.

 1.8     The Community 


· The CHC team should encourage the initiation of a Village Development Committee and attend their meetings and act as secretary.  Minutes should be kept.

· Encourage community involvement and active participation in health care activities.

· Train TBAs and VHWs and assist them.

· Hold meetings with other sectors working at field level

· Encourage the community to keep and maintain a village register
1.9      Administration

           To undertake all the above function a community health centre needs to   be administered well.

·   Hold regular staff meetings and keep records

· Allocate responsibilities clearly.

· Maintain high standards of hygiene in the centre and community.

· Ensure accurate record keeping

· Undertake small repairs to maintain the centre.

Make regular plans for:

· Outreach clinic

· Home visits and follows-up

· Assistance to CH Posts and MCH Post 

· Training of TBAs and VHWs

· Health education.

1. The Functions of a Community Health Post

The functions of a community health post are similar to those of a community   centre, but the scale is reduced reflecting the level of staff and facilities.

Where there is no refrigerator for immunization clinics will depend on the outreach programme organized by the Community Health    Centre.  As no Assistant Environmental Health Officer is posted to a CHP, the environmental health work will be reduced. When the Community Health Assistants are trained, they will undertake some environmental activities.


The main work of the Health Post will be:

· General clinic care

· Maternal and child care (by the MCH Aide)

· Community health education and environmental work (by CHA)

3 The functions of a Maternal and Child Health Post

As explained in another part of this handbook the MCH post is situated in villages of 500 to 1000 populations and is run by the MCH Aides. Therefore the functions of the post are to be found by referring to the Job Description of the MCH Aide.

THE HEALTH PERSONNEL EMPLOYED AT THE  PERIPHERAL HEALTH UNITS
The health personnel employed in the PHUs depend on the location of the PHU and the size of the population to be served.

1. The community health centre

Technical Staff

· A Community Health Officer (CHO)

· A Public Health Inspector (Environmental Health Officer)

· A female nurse ( SECHN )

· An MCH Aide

· A Vaccinator

               Support Staff 
                 -    A Porter

                  -   A Labourer

                  -   A Night Watchman

2. The community Health Post

             Technical Staff 
·      A Community Health Assistant (CHA)

·      An MCH Aide

·      A Vaccinator  (EDCU Assistant /CHA)


Support Staff

· A Porter

· A Night watchman

3. The Maternal and Child Health Post

              Technical Staff

- An MCH Aide/ CHA

· TBAs 
· A Vaccinator (EDCU Assistant/CHA)

· A Labourer / Cleaner (preferably provided and supported by the community)

12.8   STANDARD BUILDING REQUIREMENTS AND DESIGN FOR PERIPHERAL  HEALTHDESIGNS AT THE ANNEX

Ministry of Works and Technical Maintenance designs for a community health centre , 

Community Health post and Maternal and Child Health post in collaboration with the MOHS Architectural services unit are shown on the next pages 

          In building a new centre, it is not intended that these designs be followed exactly.  

Designs may vary but it is important that certain standard requirements 

Are incorporated into any new Peripheral Health Units, which are built.

 The minimum package for each facility should include the following:

· The main building-Clinic

· The staff quarters

· Water supply

·  A ventilated Improved Pit Latrine

· An incinerator

       (a) Main Building    

· One consulting room

· A large waiting area for clinics and health talks

· A dispensary

· A very secure thief-proof store for drugs.

· A minor theatre for wound dressing etc.

· An arrangement which ensures “patients flow” – (that is persons entering and leaving the building at different points to avoid cross current and obstructions)

· Open veranda to ensure good airflow and shade.

· Admission room with 2 to 6 beds

· A special room for sterilizing equipment (may also be used as vaccination room)

        (b) The maternity block should be separated from the main building.

·     MCH clinic room

·     Antenatal room                              


·    Delivery room 

· 
  Rest room for newly delivered women

·    Office and store for environmental office

·    The lavatories should be equipped with a wash room and placed near to both the      maternity block and the ward area of the centre.

·    Staff quarters for at least 4 technical staff officers

          (c) The VIP latrine should have four-drop holes. 
1. FOR A MATERNAL AND CHILD HEALTH POST

  The main building
- Part of the house should be used for maternal care and should face the opposite direction to   

   the private house of the MCH Aide.

·  There should be a large waiting area for clinic

·  There should be one room for deliveries and one for consultations

· There should also be a lockable cupboard for equipment and an area for sterilizing Detailed advice on building structure and materials can be obtained from the Directorate of Planning and Information of the Ministry of Health and Sanitation criteria regarding the distribution of centres and the sitting of new centres will be found in section  

12.9   STANDARD EQUIPMENT AND SUPPLIES FOR A COMMUNITY HEALTH CENTRE

DOMESTIC
Beds 







6
Washing basins





6

Mattresses






6
Sheets






           24 (4 per bed)

Towels






           12

Pillowcases






48

Pillows






12

Hurricane Lamp





4

Torch







2

Zinc Dustbins





            2

Brooms, Brushes and Benches



4

Benches






10 at least

Blankets






12

A waste bin for each compartment/room,/ward

CLINICAL


Kerosene Stove





2      -  +  (2)

Fish Kettle Sterilizer




            2

Dressing trolley or tray




3

Screen frames





            6    

Galvanized bucket & lid




4

Enamel bucket & lid




            6 

Thermometers (6 oral 6 rectal)



12

Cups







12

Teaspoons






12

Medicine measures 1 oz




6   

Gallipots






6

Kidney dishes





            6

Bowls







6

Syringes 2ml & 5ml




           quantum satis ( disposable)

Tubercular syringes


              

     “           “             “

Hypodermic needles ½ “,



                 “           “             “

1”, 1 ½ “

Ear syringes 





          1

Ear wash 





          1

Auroscope





          1

Stethoscope





          4

Sphygmomanometer




          4

Microscope and accessories



          2

Adult scales





          3

Cheattle forceps & Container



          4

Drip stands





          6

SURGICAL AND DRESSINGS

Straight scissors





4

· Bandage





quantum satis (disposable)

· Gauze





       “         “           “

· Cotton Wool




       “         “           “

· Surgical tape




       “          “          “

· Surgical spirit






Artery forceps




6

Dressing forceps





6

Mosquito forceps





6

Scalpel handle No. 55





quantum satis (disposable)

Scalpel blades





                  “          “            “

Towel Clips






6

Tissue forceps





            6

Surgical scissors 6” curved



            4

Surgical scissors straight




4

Bandage scissors





2

Cutting needles ½ circle




 quantum satis (disposable)

Straight needles





        “          “             “

Cutting edge






        “          “              “

Probe







2   

Trocar & Canula set




             quantum satis (disposable)

Needle holder (suturing)




3

Dressing drums





4

Assorted Sutures





quantum satis (disposable)

Dental forceps (set)




           1

Urethral catheters (Mixed)



            quantum satis (disposable)

ENVIRONMENTAL SANITATION

(set of Tools)

Wheel barrows





2

Shovels






4

Rakes







4

Pick Axes






2

Cutlasses






4

Head pans






5

Dustbins






3

Hoes







6

Disinfectant cans





2

Spaders






4
NUTRITION
      (food demonstration)

Kitchen Utensils

Standard

HEALTH EDUCATION

· Vanguard sheets


                     15

· Pens & Markers


                     15

· Cellotape



                     15

· Flip Charts (blank)

                     15

· Posters (assorted)


                     15

1 Loud Hailer with batteries


                     15

1 Microphone




                       2

1 Cassette Recorder
  1

1 Camera
  1

1 video camera and T/V set


                       1

Black video cassette



                     12

STATIONERY & RECORDS

Inventory Book

      


      2
Stock Register




                  2

Cash Book





      2

Correspondence Files



                  6    

Ledgers





      4   

*Registers, forms and tally sheets

                 *

  Exercise note books



                12

* N.B.1.
Quantities of consumable goods need to be assess and replenish by the supervisors according to use.

* N.B.2.
Community health posts have only one or no bed and reduced related accessories.  There is also less surgical equipment.  But they do require the same clinical, maternity and child care equipment and similar health education and stationery requirements.

MATERNAL AND CHILD CARE

Delivery bed, neonatal cots or bossinets bed pan

2 sets
Foetoscope






2

Umbilical Clamps





4

* Cord ligatures





*

Episiotomy scissors




            2

Suction for newborn




            3

Baby bath






2

* Gloves sizes 6 ½, 7 & 8



            *

Weighing scales





1

Arm circumference measuring bands


            4

Enema apparatus





1 




Steriliser






1

Harricane lamp





1

Tourch







1

Cup 







2

Teaspoons






2

Buckets

Brooms

Brushes

Duster Cloth

Detergents/soap

Lysol/whitex/carbolic

Waste Bin

Lockabel cupboard





2

12.10

GENERAL CLINICAL CONDITIONS TO BE TREATED AT PHUs

Conditions, which have an asterisk, may require referral if seen in a sub centre, if severe or complicated or if drug supply is inadequate.

GENERAL

Uncomplicated malaria
*Poisoning    (Emergency Medical)

Uncomplicated measles

Uncomplicated whooping cough

Chickenpox

Mumps

*Febrile conditions

* Lymphangitis

* Infective Lymphadenitis

RESPIRATORY CONDITIONS

Acute Respiratory Infections including-

Upper-Respiratory Tract Infections

Tonsillitis

Bronchitis

(Rhynitis Sinusitis)

Uncomplicated Pneumonia

*Asthma

*Croup

*Tuberculosis

CARDIOVASCULAR & BLOOD CONDITIONS

First Aid to patients with shock

* Anaemia

*High blood pressure

*VCCT

ALIMENTARY

Thrush

Stomatitis

Mouth Ulcers

Dyspepsia

* Hepatitis

Diarrhoeas

Dysenteries/  S. Masoni

Intestinal worms
-  (centre to be equipped for stool test)

Mild or moderate dehydration

*Severe dehydration

  Simple constipation

*Haemorrhoids

  Avitaminoses

*Peptic ulcer

  Masoni

GENITO-URINARY & GYNAECOLOGICAL CONDITIONS

*Cystitis

*Urinary T. Track infection

Schistosoma haematobium

Acute gonorrhoea

*Non-specific Urethritis

Lymphogranuloma inguinale

* Eidydimo-orchitis

*Primary dysmenorrhoea

  Vaginal discharges

(P.I.D.)

*Salpingitis

  Syphilis Primary

SKELETO-MUSCULAR SYSTEM

Chronic arthritis

* Septic arthritis

Muscle strains

First Aid to fractures and dislocations then refer 

Joint sprains

Muscle strains

SKIN CONDITIONS

Impetigo 

Boils

*Abscesses

-
(Locations)

*Tumbu Larva

*Cellulitis

*Ulcers

Scabies

Infected scabies

Ringworm 

Jiggers

Lice

Herpes simplex

Herpes zoster

Mild eczema

*Animal bites (except suspected rabies)       (snake bites)

Insect stings

*Burns (under 10% of surface area) 
-   (2nd & 3rd degree depending on the surface areas

Urticaria

*Wounds
-
  Type of wounds and areas

Follow-up leprosy

Onchocerciasis

EAR

*Acute otitis media

*Chronic otitis media
-
(specialist areas)

*Wax in ears

*Foreign body in ear
-
(specialist areas)

EYES

Blepharitis
-
(inflammation of the eyelid

Stye

Conjunctivitis

DENTAL

Gingivitis

Pyorrhoea

*Abscess

*Extractions

 Scurvy 

12.11
        THE ESSENTIAL DRUGS LIST FOR P.H.Us

The list below is the Essential Drug list to PHUs.  A Cost Recovery Programme on drugs sale was initiated in 1986 in a few districts.  Based on this programme a cost sharing system has redeveloped.

1.
COMMUNITY HEALTH CENTRE

ANAEMIA





ANTI-MALARIAL

Ferrous Sulphate Tabs




 Chloroquine Tabs - ACT
Folic Acid Tabs

                                                                                                                                         








Fansidar Tabs

Fefol






Quinine Tabs








Quinine Inj.

ANTI-ALLERGY




ANTI-TB

Chlorphenamine tabs




Isoniazid-Thiacetazid
Promethazine 





Streptomycin inj                                           

Steriods





Ethambutol

(Predrolone)

(Hydrocatizone)

(Dexametazone)

ANTI-CONVULVANT/SEDATIVE

OBSTETRICS

Diazepam tabs




Ergometrine tabs
Diazepam inj.





Ergometrine inj.

Phenobarbitol tabs




Vitamin K   

Chlorpromazine tabs




                  

Chlorpromazine inj.

Magnesium sulphate

Paraledhyde Inj. 

ANALGESIC/ANTI-INFLAMMATORY

GASTRO-INTESTINAL

Aspirin tabs





Oral Rehydration – (Salt Maalox)
Paracetamol tabs – (Syrup)


            Aluminium - (Aantacina/Boscopan Inj)

Brufen





            Hydroxide tabs – (Gelucid, Targamet

Baralgin tabs – (Novalgin Tab/Inj.)

             (Ramlidine, Anti Emetic Primperan)

Baralgin inj.   - (Diclofemac/Tab/Inj.)









           - (Tylenol, Ponstan)

ANTI-ASTHMATICS



SKIN CONDITIONS

Salbutamol tabs
 - (franol



Benzoic  Acid
Epinephrine inj.  – (Adremet)



Benzyl Benzoate Ointment

Aminophylline inj.- (Tabs                                          (Zinc Odixe, Cotrimazole Cream 1-2%)

(Epledrine tabs.)

 EYE PREPARATION

Tetracycline Eye Ointment – (Drop)

Chloramphenicol Eye Ointment

(Penicilline Eye Ointment)

ANTI-INFECTIVES BACTERIALS

DISINFECTANT

Tetracycline tabs  -  (caps.)



Calamine solution 
Chloramphenicol tabs  - (caps/syr/Inj.)

Gentina Voilet

Co-trimozazola tabs  -  (Syrup)


Iodine sol

Ampicillin caps
-  (Inj./Syrup)


Chlorexidine sol

Ampicillin syrup  -  (Caps/Tabs/Inj.)

Amoxycillin syrup – (Tab/Cap/Inj.)


Benzyl penicillin inj.




ANAESTHETICS

Procaine penicillin inj  -  (Inj. Crystalline)

Lidocaine

Benzathin Benzly peni inj

Streptomycin  -  (Injection)


(Erethrony Inj.)




CONTRACEPTIVES
(Cyproflux/AmpicloxCap./Inj.) 


Microgyno  -  (Eugynon, Microlut)                                                                          
 






Condoms     -  (Nordette, Depo)
PARASTIC                                                   

Foaming tabs.

Metronidazole tabs
 - (IV)






Mebendazole tabs




I.V. FLUIDS

Ivermectin tabs.
                                                    Ringers Lactate -       (500mls + 1 litres)
(Albendazole)





Normal Saline     -      (Dextrose 50%)

(*Praziquantel) 




5% Dextrose Saline  -  (Haemacel)

2.
MATERNAL AND CHILD HEALTH POST

· Ferrous Sulphate tabs
 -  (Amoxicillin)

· Ergometrine tabs /Inj.        -  (Albendazole)

· Paracetamol syrup
  
 -  (Ivermectrin)

· Chloroquine /Inj/Syrup      -  (Tetracycline caps)

· Multivitamin tabs/

 -  (*Magnesium suslphate)

· (Vitamin A)
             -  (Mebenddazole)

· (Clotrimazole/tabs/syrup    -  (Crystalline)

· (Flagyl  tab)

· (Ampicillin cap/inj/syrup)

· Ensure that apparopriate and specific feed back to individual PHUs is done

· Ensure that surveillance system on diseses operates

· Invewtigate and control epidemics in the district.

Cost sharing on durgs anddrug managemnt

· Be respsonsible for athe management of district drugs and provide supportive information for policy dicisions at district and national levels.

· Work out the logistics fordrug distribution in the district

· Supervising the cost sharing on drugs,

· Work out a method of identifying community/clinentele satisfaction with the drug system,

· Adhere to the4 utilization of proceeds according to national accepted strategy at PHU level.

· Ensure accurate financial management of drugs at PHUs.

Research              

· Encourage or actively participate in operational research within the district.

· Encourage active participation of stawff and others in meaningful research especaially

By accurate record keeping.

· Ensure that ethical issues are addressed before research activities start.

· Ensuring results of research work done within the district are available for district national planning.

Reporting

   -
 
Submit written monthly and annual report to administrative and professional heads.

12.12           JOB DESCRIPTIONS FOR HEALTH WORKERS

JOB DESCRIPTION FOR 

DISTRICT MEDICAL OFFICER

POST:




District Medical Officer (DMO)

Duty Station:
Ministry of Health & Sanitation District Headquarters.

Immediate Administrative Head:
Chairman, District Council

Professional Superior:                       Director of PHC, Ministry of Health and Sanitation

Subordinate Officers:
All Public Health Staff in the District.

Objectives of the Post:
To co-ordinate planning and implementation of needs oriented public health services in an effective and efficient manner in the district.

 Qualification                                      MD, and a diploma or Masters in Public Health.  He/She must be Public Health trained and must possess a postgraduate Masters in Public Health with at least 5 years working experience.

Functions of the officer:

· To represent the Director General Medical Services/Director PHC in the district on all matters relating to public health.

· To be responsible for the co-ordination of all public health activities within the district:

· Environmental sanitation

· Reproductive Health/MCH services and Family Planning

· Health Education

· Endemic Disease Control

· Epidemic investigation and management

· Nutrition

· PHU services including Essential Drugs Programme at CHC, CHP and MCHP.

· Hospital Care Services.

· Coordinate all Community Based Rehabilitation activities/programmes

 As Head of the District Health Planning, supervisory and administrative team, he should carry out the following duties:

Administration and planning

· Directing Health Planning at District level and participating in health planning at national level.

· Holding regular staff meetings with the entire district health management team on a regular basis.  This should include NGOs in health and other social sectors.

· Drawing up the budget on the basis of the agreed plan and forward to District Council/National level.

· Ensuring that salaries and other benefits of workers are paid in good time.

· Ensuring that correspondences are promptly attended to.

· Ensuring that administrative matters such as leave and staff postings etc are promptly attended to.

· Ensure staff discipline at all level: this includes district and peripheral health unit staff.

· Display organograms and distribute job description for all staff.

· Organize intersectoral meetings within the district.

· Ensure that adequate housing for entitled members of staff is arranged with the district administration.

· Ensure strict adherence to Ministry of Health & Sanitation set criteria for the establishment of basic facilities in the district.

Support and supervision

· Liase with all departmental heads of Ministry of Health and Sanitation e.g. Senior Health Superintendent, District Health Sister.

· Coordinating and assisting the District Health Management Team to implement the planned activities.

· Liase with the Hospital Medical Officer(s) regarding the care of referrals.

· Ensure the equitable distribution of Public Health staff within the district at all times.

· Encourage full utilization of health facilities within district.

· Help in organizing the maintenance of the existing Public health infrastructures.

· Encourage integration of vertical programmes into the district PHC services.

· Ensure that supervisory trips are undertaken and he participates as often as possible.

· Forward decisions taken at District Health Management Team meetings to the Chairman, District Council for ratification and/or action.

· Follow up on any action expected from national level.

· Supervise directly the Monitoring and Evaluation Unit.

· Ensure emergency preparedness at all times.

Training 

· Ensure that in-service training for district is organized and conducted.

· Ensure that the District Health Team trains Peripheral Health Unit staff according to the principles of the PHC Handbook.

· Ensure that the PHU staffs are capable of extending their upgraded knowledge to the Community personnel of other sectors.

· Monitoring Knowledge Attitude and Practice within the community.

· Recommend deserving staff for further training as PMO. (Director PHC)

Monitoring and evaluation

· Direct and help in the district with the development of appropriate questionnaires 

      for evaluation and implementation of data collection system as required by MOHS.

· Ensure prompt collection and analysis of data at district level.

· Ensure dissemination of the analyzed data to the appropriate personnel within 

      the health system and other related sectors.

· Collect information on priority diseases and their endemicity,

· Maintain the approved forms for recording health information in the hospital and at Peripheral Health Units.

· Constantly emphasize the importance of accurate records

· Ensure prompt retrieval of records from all PHUs monthly including MCH Posts and TBA.

· Ensure that appropriate and specific feed back to individual PHU’s is done.

· Ensure that surveillance system on diseases operates.

· Investigate and control epidemics in the district.

Cost sharing on drugs and drug management

· Be responsible for the management of district drugs and provide supportive information

      for policy decisions at district and national levels.

· Work out the logistics for drug distribution in the district.

· Supervising the cost sharing on drugs,

· Work out a method of identifying community/clientele satisfaction with the drug system,

· Adhere to the utilization of proceeds according to national accepted strategy at PHU level.

· Ensure accurate financial management of drugs at PHUs.

· Supervise personally prescribing patterns and diagnois ability of all PHU staff.

Research

· Encourage or actively participate in operational research within the district.

· Encourage active participation of staff and others in meaningful research especially 

      by accurate record keeping.

· Ensure that ethical issues are addressed before research activities start.

· Ensuring results of research work done within the district are available for district and 

      national planning.

Reporting

· Submit written monthly and annual report to administrative and professional heads.

JOB DESCRIPTION FOR

SPECIALIST/MEDICAL OFFICER IN-CHARGE/MEDICAL SUPERINTENDENT
OF DISTRICT HOSPITAL

POST:
Specialist/Medical Officer-in-charge/Medical Superintendent

Station:
Ministry of Health & Sanitations District Hospital

Immediate Administrative Head:
The Chairman, Hospital Board, , 

Professional Superior:                      The Director of Hospital and Laboratory Services Ministry                                                        of Health & Sanitation 

Professional Partner:
The District Medical Officer.

Subordinate Officers:               All Hospital Staff

Objectives of the post: 
To maintain a high quality of patient care so that the hospital can serve 

                                                as a referral point for the district.

Qualification:                        MD and or Specialization in a clinical field.

Duties of the officer:

Administration

· It shall be the particular duty of this officer to ensure that 24 hours coverage of the 

      hospital is guaranteed.

· Hold monthly Hospital staff meetings to organize hospital duty rosters, ensure 

equitable distribution of staff to wards and departments, discuss problems and progress. 

The  Hospital Administrative Officer/Secretary shall act as Secretary and keep minutes.

· Be an active member of the DHMT, create Special Hospital Records and Record 

      Keeping Committee to meet regular to plan for and establish an effective and 

      efficient record making at all levels and records librarianship. The Hospital Secretary 

      shall act as secretary and monitor the implementation of decisions, duties, responsibilities 

      and recommendations of this committee.

· Attend to patient and hospital related correspondences.

· Ensure that referrals from PHU are promptly dealt with and appropriate comments and 

      directions sent to PHU in question.

· Liaise regularly, preferably at monthly staff meetings, with DMO Public Health on case 

      turn over from outlying areas.

· Exchange monthly reports with DMO for monthly District Team meetings.

· Input specially to the planning activities of DHT, of which hospital services are integral part.

Clinical duties

· Draw up schedule of clinical duties.

· See that out-patients are attended promptly i.e. that patient waiting time is as short as possible.

· Ensure that ancillary services are used properly.

· Conduct wards rounds at least once daily.

· Be particular in maintaining operating room readiness for emergency surgery.

·  Ensure that all emergencies within the competence of the Medical staff of the hospital 

       are done effectively and quickly and others referred.

· Be particular in maintaining life saving drugs for all emergencies.     

Cost sharing on drugs and drug management

· Be responsible for the management of hospital drugs.

· Check stocks weekly.

· Check Attendance Registers daily.

· See that costs are contained at government rates.

· See that drugs lists approved by government are adhered to.

· Check lodgements and keep account of dates of supplies and utilization rates.

· Ensure proper financial management in the hospital.

Training

· Conduct regular in-service training for hospital staff, according to identified needs.

· Participate in in-service training of PHU staff.

· Identify areas that need improved skills and recommend hospital personnel for appropriate 

      courses.

Supervision

· Supervise directly the Laboratory, the Operating Theatre, and the X-Ray. Department

      if any, and the Pharmacy/Dispensary, through their appropriate heads.

· Supervise nursing services through the Matron.

· Supervise hospital staff salary payment, leave, (annual and casual) housing etc, through hospital 

      secretary.

· Join the DHMT on supervisory trips occasionally to render services in the field or bring to the 

      hospital severe cases for treatment.

Evaluation

· Hold weekly mortality and morbidity assessments meetings with the heads of departments 

      concerned.

Reporting

· Submit written monthly and annual report to the Director of Hospital and Laboratory Services and 

      copy the DMO and other authorities.

JOB DESCRIPTION FOR PROGRAMME MANAGERS

(This refers to all disease specific and preventive programmes apart form:

1. Food and Nutrition 

2. Environmental Health. Both of these programmes have in place a scheme 

     of service which should be respected until otherwise decided).
POST:




Programme Manager 

Duty Station:
Ministry of Health & Sanitation Headquarters.

Immediate Administrative Head:
Director PHC/ Director Hospital and Laboratory/Director Disease Prevention and Control

Professional Superior:                 Director PHC/ Director Hospital and Laboratory/Director Disease Prevention and Control

Subordinate Officers:
All Staff within the Programme

Objectives of the Post:
To manage, coordinate, plan and collaborate in the implementation of programme specific activities in all districts.

Qualification:                                    MD, The Programme Manager must be Public Health trained and must possess a postgraduate Masters in Public Health with at least 5 years working experience, two of which must have been in the  acting capacity of a DMO.

Functions of the officer:

· To represent the Director General Medical Services in all matters relating to public health issues in the respective programme.

· To be responsible for carrying out all public health activities within the programme:

· Plan

· Coordinate

· Conduct Training of Trainers

· Conduct in collaboration with the DHMT supportive supervision

· Provide logistic and technical support.

As Head of programme management, the Manager, should carry out the following duties:

Administration and planning

· Direct Health Planning at programme level and participate in health planning at national level.

· Hold regular staff meetings with the entire management team.  This should include 

      NGOs carrying out programme specific activities and other social sectors.

· Draw up the budget on the basis of the agreed plan and forward to national level.

· Ensure that correspondences are promptly attended to.

· Ensure that administrative matters such as leave and staff postings etc are promptly attended to.

· Ensure staff discipline within the programme.

· Display organograms and distribute job description for all staff.

· Organize intersectoral meetings relating to programme activities.

· Ensure strict adherence to Ministry of Health & Sanitation set criteria and international 

            best practices regarding implementation of programme activities.

Support and supervision

· Liaise with all departmental heads of Ministry of Health and Sanitation 

· Collaborate and support the District Health Management Team to implement 

      the planned activities.

· Liaise with the Hospital Medical Officer(s) regarding programme activities.

· Ensure the equitable distribution   of programme activities between districts.

· Promote integration of vertical programmes into the district PHC services.

· Ensure that supervisory trips are undertaken and participate as often as possible.

· Forward decisions taken at national level to all District Health Management 

      Team in relation to programme specific activities.

· Follow up on any action expected from national level.

· Supervise directly the Monitoring and Evaluation Unit within the programme 

      to ensure the achievement of programme goals and objectives.

Training 

· Ensure that TOTs for districts are organized and conducted based on standard 

      programme manuals.

· Ensure that the District Health Management Team trains Peripheral Health Unit staff according 

      to the principles of the PHC Handbook and the recommendation of the Programme.

· Recommend deserving staff for further training.

Monitoring and evaluation

· Direct and help in the development of appropriate questionnaires for 

      evaluation and implementation of data collection system as required by MOHS.

· Ensure prompt collection and analysis of data.

· Ensure dissemination of the analyzed data to the appropriate personnel within 

      the health system and other related sectors.

· Maintain the approved forms for recording health information and a 

      reasonable standard of data quality.

· Constantly emphasize the importance of accurate records

· Ensure prompt retrieval of records from all districts monthly

· Ensure that appropriate and specific feed back to all districts is done

· Promote the smooth functioning of the IDRS principles.

· Investigate and control pertinent epidemics in the district in collaboration with 

      the DHMT. 

· Ensure that the same M&E tools are used in all districts.

Research

· Encourage or actively participate in operational research within the programme.

· Encourage active participation of staff and others in meaningful research especially

      by accurate record keeping.

· Ensure that professional and ethical issues are addressed before research activities start.

· Ensure results of research work done within the district are available for publishing 

      and district and national planning.

Reporting

· Submit written monthly and annual report to administrative and professional heads.

· Encourage feedbacks from all levels.

JOB DESCRIPTION FOR DISTRICT HEALTH SISTER

Post:



District Health Sister (Senior Health Sister)

Duty Station:

            Ministry of Health & Sanitation, District Headquarters.

Immediate Superior:

District Medical Officer

Immediate Professional Superior:
The Principal Health Sister through the District Medical Officer.

Subordinate Officer:

All staff involved in Antenatal and Postnatal Care and under fives care

Objectives of the post:
To help plan and implement needs oriented district health Care services 

                                                 throughout the district.

Qualification:                   SRN, SCM plus two years of post qualification experience, and Diploma 

                                                in Public Health plus two years of post qualification experience before 

                                                 being considered for posting as a DHS.
Functions of the officer
Maternal and child health
To ensure the regular and efficient running of the following:

1. Under fives Clinics

2. Antenatal Clinics and Reproductive Clinics

3. Postnatal care and Family Planning Posts at the hospital, Community 

      Health Centres, Community Health Posts and MCH Posts.

Planning and administration

The DHS should:

· Attend District Health Team Meetings, Intersectoral meetings at District and Chiefdom/Area levels.

· Help plan health activities at District level monthly and annually.

· Help to draw up the budget for health services on information collected.

· Develop and review regularly supervisory protocols.

· Help ensure staff discipline at all levels.

· Advise on appropriate staff movements within the district.

· Participate and co-operate in the preparation of the quarterly and annual district reports.

· With the support of the DHMT, meet the Chiefdom/Area Development Committee in order 

       to help them assess their health needs, principally in MCH

· Follow up the establishment of MCH Posts when approved.

Supervision

The DHS should:

· Prepare monthly supervisory work plan, to be discussed and agreed at district health 

      Management team meeting.

· Make regular supervisory tours throughout the district according to guidelines in PHC handbook.

· Use the supervisory protocol for visits.

· Recommend and follow up appropriate actions emanating from supervision.

· Support the supervisory role of PHC staff relating to TBAs.

· Ensure all MCH related activities are performed effectively including Nutrition, EPI, CDD, 

      Family Planning, etc.

Training

The DHS should:

· Actively participate in the planning, preparation and programming of training workshops for 

      PHU staff.

· Teach PHU staff at workshops and during field visits.

· Identify further training needs during supervision treks.

· Assists PHU staff to train TBAs and other associate sectors assisting in Health e.g. social 

      Development workers (SDWs)

· Constantly monitor TBA training.

Evaluation

The DHS should:

· Ensure accurate record keeping at PHUs.

· Ensure prompt retrieval of records from PHUs, TBAs, the District M&E Unit

· Assist PHU staff with interpretation of their records and carry comments from M&E 

      Unit on each supervision trek,

· Maintain a file on each MCH Post at district office; maintain a list and location of all trained 

      TBAs and ORT centres at M&E Unit, secure copy at District Office.

· Ensure that all district and PHC staff is familiar with the basic demography of their district.

JOB DESCRIPTION FOR 

DISTRICT ENVIROMENTAL HEALTH SUPERINTENDENT

Post:



District Environmental Health Superintendent 

Duty Station
:

Ministry of Health & Sanitation District Headquarters

Immediate Administrative Supervisor: District Medical Officer

Immediate Professional Supervisor: Senior Environmental Health Superintendent through 

                                                                   the District Medical Officer                                                                                                                                                   

Subordinate Officers: All Environmental Health staff in the district including the 

                                        Chiefdom/Area Health overseers

Qualification:                Diploma RSH or OND or HND   

Objectives of the Post: To help plan, implement monitor and coordinate the district environmental 

                                          health Services as a member of DHMT.

Functions of the Officer

Environmental Sanitation

· To mobilize the District Chiefdom and local chiefs for regular on-going environmental 

      sanitation within the respective sphere of influence.

· To ensure and secure adequate refuse disposal in the District towns and villages.

· To be responsible for selection and maintenance of faecal disposal sites in the district.

· To check that towns and village water supplies are clean, safe adequate and properly stored.

· To ensure that all compounds are inspected including the surroundings of the District Hospital 

      and Quarters and appropriate action taken in accordance with the existing Public Health Act.

· To ensure that proper hygienic standards are maintained in all public markets and food premises 

      and public meeting places by regular inspection and reporting.

· To report periodically to the DMO and the Environmental Health Manager.

· To inspect abattoirs and carry out ante-and post-mortem examination of all food animals and take effective action to ensure wholesome food within the community.

· To investigate and take appropriate action on out-breaks of communicable diseases.

· To ensure, where necessary, that Port Health duties are carried out in accordance with 

International Sanitary Regulations.

· To ensure that dwelling houses and latrines are constructed in accordance with site plans 

      approved by the local Health Authority on the advice of the Senior Health Superintendent.

·  To advise Health Authorities on the proper implementation of the Public Health Act.

Other duties
Planning and administration:

· Attend DHMT meetings, intersectoral meetings at district and chiefdom levels.

· Help plan monthly and annually health activities at district level.

· Help to draw up the budget for the health services on information collected.

· Develop and review regularly supervisory protocols.

· Help ensure staff discipline at all levels.

· Advise on appropriate staff movements within the district.

· Participate and co-operate in the preparation of the quarterly and annual district report, 

      with the support of the DHMT, meeting Chiefdom Development Committees in order to help 

      them assess their health needs, principally in Environmental Sanitation.

Supervision

· Help prepare monthly supervisory work plan to be discussed and agreed at DHMT meetings.

· Use a supervisory protocol and design one for EHOs at CHCs.

· Make regular supervisory tours as a DHMT member.

· Recommend and follow-up appropriate action emanating from supervision.

Training

· Identity health staff training needs in Environmental Sanitation.

· Actively participate in the planning, preparation and programming of training workshops for 

      PHU staff.

· Organize workshops for health staff and continue this training on supervisory visits.

· Help plan and monitor Chiefdom Health Overseers training by EHOs.

Evaluation

· Help improve records that will indicate impart of Public Health activities on communities.

· Compile monthly reports on Environmental Sanitation activities for discussion and action at 

      District Health Team meetings and forwarding to Senior Environmental Health Superintendent.

· Keep files of activities of each EHO, Public Health Assistants, and Sanitary overseers.

JOB DESCRIPTION FOR DISTRICT HEALTH EDUCATION OFFICER

Post:



District Health Education Officer (HEO)

Duty Station: 

Ministry of Health and Sanitation, District Headquarters

Immediate Administrative Superior:
District Medical Officer

Immediate Professional Superior:
The Health Education Manager through the District Medical Officer

Subordinate Officers:

Assistant Health Education Officer and any other staff assigned to 

                                                            this office

Objectives of
the Post:
To provide leadership for district IEC/BCC initiatives at all levels.

Qualification:                         Advance diploma in Health Education and 5 years working experience 

                                                 and/or a Masters in Health Education.

Functions of the officer

Health Education
· To participate in the planning, implementation and evaluation of IEC/BCC activities at all 

      levels in the district.

· To identity and liaise with ministries/agencies undertaking/BCC activities aimed at promotion 

      of PHC activities within the district.

· To work with schools in planning and promoting school health education activities.

· To facilitate the stimulation/formation of community action groups to support PHC activities.

· To design and produce IEC/BCC materials and distribute them to PHUs, schools and other 

      appropriate institutions.

· To dialogue with District/Town councils, Chiefdom Development Committees, and assist PHU 

      staff in IEC/BCC activities.

· To determine whether IEC/BCC interventions are resulting in behaviour change. The HEO is 

      a member of the District Health Management Team.  He also carries out the following duties:

Administration and planning

· Attend all district health team meetings and other meetings as occasion arises.

· Help with district planning and assist PHUs in their own planning.

· Deal with correspondence pertaining to his office.

· Prepare reports for DMO and Provincial level Health Education Office.

· Prepare monthly work plan to be discussed and agreed at District Health Management 

      Team meetings.

Training

· Assist DHMT to design and pre-test training materials.

· Assist all programmes, to develop appropriate messages for Nutrition, CDD, EPI, etc. in the villages.

· Provide training to all categories of staff in communication skills and group dynamics.

· Train all field workers on protocols to be observed at chiefdom and village levels: e.g. who to meet

      first in a village, who should introduce the worker, how to “tell how to do “put hammock down” etc.

· Train in home visiting skills.

· Organize orientation sessions on specific PHC interventions for leaders of professional, religious 

       and social groups/organizations and other community leaders.


Supervision

· This officer is essential in district PHU supervision, therefore joins the team on regular trips.

· Shall, in person or through subordinates, do field visits to check on K A P (Knowledge, Attitude and Practice) levels at villages where training has been done.

JOB DESCRIPTION FOR DISTRICT NUTRITIONIST

Post: 

                                         District Nutritionist
Duty station:                                           Ministry of Health and Sanitation,

                                                                  District Headquarters           

Immediate Administrative Supervisor:   District Medical Officer
Immediate Professional Superior:
       Food and Nutrition Programme 






       Manager through the District Medical Officer

Subordinate Officers:

      Assistant Nutritionist and any other Staff        

                                                                   assigned to this office                 

Objective of the Post:
                   To integrate nutrition into all health activities in               

                                                                    the district and provide leadership in the  





                    Implementation of all nutrition activities in the





                    District

Qualifications:                                           HND Nutrition with at least 3 years

                                                                     experience in the field or B.Sc. Nutrition.                        

FUNCTIONS OF THE OFFICER:

NUTRITION:
· Ensure that the Ministry’s policies on Nutrition are implemented correctly in the district.

· Conduct surveys to assess the Nutritional status of the district.

· Initiate desirable nutrition programmes in the district

· Participate in workshops and seminars on nutrition organized by the central level whenever asked to.

· Carry out Nutritional assessment of patients in hspital and ensure that dietetic standards are maintained in the district hospital

· Ensure that there are adequate and sufficient nutrition education and screening materials in 

      PHUs in the district 

· Identify and liaise with other Ministries and Organizations undertaking nutrition activities 

      in the district.

· Dialogue with the District Council, Town council, Chiefdom development committees, and 

      assist PHU staff in Nutrition activities 

· Coordinate Nutrition activities carried out by other Ministries and Non- Governmental Organizations in the district.

· The District Nutritionist is a member of the District Health Management Team.

OTHER DUTIES:

ADMINISTRATION

· Attend DHMT and intersectoral meetings on nutrition at the district and chiefdom level.

· Convene monthly nutrition coordination meetings for all actors in nutrition in the district.

· Help with monthly and annual district planning.

· Prepare monthly Nutrition work plans and discuss them with the DMO for approval.

· Prepare monthly district reports on Nutrition and submit to the Programme Manager Food and Nutrition through the DMO

· Deal with all correspondence sent to the Office

· Maintain discipline of subordinate staff

TRAINING

· Assist in the development of training materials in Nutrition for the district.

· Plan and organize in – service training courses on Nutrition for district Health personnel.

· Teach Nutrition to Nursing and Public Health students in the district.

· Train all field workers on standard operational procedures of community nutrition and nutrition surveillance.

MONITORING AND SUPERVISION

· Participate in the  supervision of PHUs as part of the DHMT using an approved integrated supervisory protocol

· Compile monthly nutrition surveillance district summary report for submission to the Programme Manager Nutrition through the DMO.

· Provide supportive supervision to PHU workers.

JOB DESCRIPTION FOR 

DISTRICT MONITORING AND EVALUATION OFFICER

Post: 



District Monitoring and Evaluation Officer

Duty Station:


Ministry of Health and Sanitation, District Headquarters

Immediate


District Medical Officer

Administrative

Superior:

Immediate
Manager, Management Information in the Directorate of 

Professional
Planning and Information through the DMO

Superior:

Qualification:                        Health background and Certificate in data management or ant other in

                                                a related field. Computer literacy will be an added advantage.
Subordinate Officers:
Statistician/Record Clerk and any other staff assigned to the office.

Objectives of the Post: 
To monitor and evaluate all health activities in district.

Duties

· Ensure PHU forms, registers and tally sheets are available at any time at district and PHU level.

· Ensure monitoring and evaluation of all health activities of the Ministry of Health and Sanitation

      in the District

· Help organize and participate in the in-service training on Data collection for PHU and hospital staff.

· Responsible for the follow-up and regular on-the-spot training on Data collection and record keeping.

· Assist the PHU staff including TBAs in the accurate recording of data where data aggregates 

      indicate problems.

· Ensure prompt recovery of data from PHUs.

· Compile and make initial summaries of the information and forward to DHMT for discussion 

      and national level monthly.

· Furnish the District Health Management Team Information with data that relates to the day-to-day monitoring of health service.

· Monitor all health related research going on in the district.

·  Provide such specific information as may be requested by District Medical Officers and Team 

       from time to time.

· Contribute to the modification of data collection tools within the district when necessary.

· Ensure the establishment of a district data bank.

JOB DESCRIPTION FOR 

DISTRICT PHARMACIST

Post:



District Pharmacist

Duty Station:


District Headquarters Ministry of Health & Sanitation

Immediate


Director of Drugs and Medical Supplies through 

Professional 

            the District Medical Officer

Superior:

Immediate


District Medical Officers  

Administrative

Superior:

Subordinate Officers:
Any pharmaceutical cadre in the district including hospital pharmacy                     Staff.

Objective of the Post:
To co-ordinate planning and implementation of a national drug policy 

                                                including effective pharmaceutical services in the district.  

Qualification:                         B. Pham., or Diploma in Pharmacy Technician with 5 years working 

                                                 experience.

Functions of the Officer

· The District Pharmacist is a member of the District Health Management Team.

· Represents the DDMS in the district on all Pharmaceutical matters relating to health.

· Be responsible for the co-ordination of all pharmaceutical supplies, requisition, monitoring 

            and supervision within the district.

Duties of the Officer

Drug supply management

· Works out the logistics of drug selection, procurement, storage, inventory control and 

            distribution, in the whole district (hospital and PHUs).

· Ensure timely requisition and supply of drugs in the district.

· Ensure that all records are accurately maintained.

· Provide regular update of the stock including expiring date, stock levels to management.

Drug utilization

· Ensure rational use of drugs, in collaboration with the DMO.

· Monitor and evaluate the knowledge of in-charges of PHUs and hospital dispensers on drug utilization, and in collaboration with the District Health Management Team, conduct regular 

            in-service and on-the-sport training.

Cost recovery system
· Ensure the smooth functioning of Cost Recovery System in the district.

· Ensure adherence to official drug prices at all levels.

· Educate the community on the Cost Recovery system..

· Keep account of all financial transactions related to drug services at all level.

Administration
· Provide supporting information for policy decision at district and national levels, on 

     drug matters.

· Liase with the DMO to recommend postings and leave arrangements for pharmaceutical 

      staff.

· Prepare periodic report and feedback on drug supply management system, and utilization.

· Ensure regular supervision on drug management and cost recovery, as a member of the district 

      supervisory team.

Research

· Work out a method of identifying community/clientele satisfaction with drug supplies system.

· Conduct research activities on drug consumption patterns of the district at both hospital and 

            PHUs.

· Encourage staff to carry out research activities on use of traditional medicine and

            medicinal herbs.

· Carry out research on effectiveness of records and forms provided on drug inventory control.

JOB DESCRIPTION FOR EPIDEMIOLOGICAL ASSISTANTS

(This category of health worker may include the Disease Surveillance Officer (DSO) or the 

District Operation Officer (DOO).

Post: 



Epidemiological Assistant

Duty Station:


District Headquarter Town

Immediate


District Medical Officer

Administrative

Superior:

Immediate 


Principal Epidemiological Assistant through the 

Professional


DMO

Superior:

Subordinate Officers:
All PHU and district EDC Unit Assistants

All EDC Unit druggists and EDC Unit-in-charges at CHCs and CHPs

Objectives of the Post:
To help plan and implement Disease Surveillance, Prevention and 

                                                control of epidemics within the district.  

Duties

Functions
· Ensure regular immunization at all PHUs and headquarter towns.

· Investigate and take appropriate action on outbreaks of epidemic diseases.

· Help plan and implement immunization activities in the district.

· To liase with health NGOs to support immunization activities.

· To ensure the district cold room is functioning.

· Order vaccines and other supplies for immunization for the district.

· Help in the supervision of the district.

· Help to collect and complete data & submit to M&E Officer

Planning and Administration

· Attend DHMT meetings, intersectoral and chiefdom meetings as and when necessary.

· Help in the preparation of monthly district work plans.

· Assist the DHMT in posting of officers within the district

· Prepare and submit monthly and annual reports of activities.

Supervision

· Make regular supervisory visits as a member of the DHMT.

· Scrutinize minutes of DHMT meetings and recommend appropriate action.

Training

· With DHMT, identify training needs.

· Actively participate in planning, preparation and programming of training workshops.

· Assist in training at Health Institutions like School of Hygiene, the Paramedical School 

            and MCH Aide training.
JOB DESCRIPTION FOR 

COMMUNITY HEALTH OFFICER

Post: 



Community Health Officer

Duty Station: 

Community Health Centre

Immediate


District Medical Officer

Professional

And Administrative 

Superior:

Subordinate Officers:           All Health Workers in the Chiefdom

Objectives of the Post:          To provide leadership as in-charge for the implementation of all 

                                                 PHC activities within the CHC and its catchments. 

Qualification:                          Certificate in community health or HND in Community Health


Duties

Administrative functions

The CHO is responsible for:

· Assigning the responsibilities to, directing and supervising the activities of all Health staff

            in the Community Health Centre, the Community Health Posts and MCHP

· Maintaining punctuality and discipline among the staff.

· Overseeing the hygiene of the PHU, including the surroundings, the latrines and the compound.

· Setting up the system for regular inspection of all PHUs in the chiefdom and ensuring that 

            defect or damages are identified and promptly repaired.

· Ordering, supervising, storing and issuing of drugs and equipment, and ensuring the 

            maintenance of inventories and stock registers.

· Monitoring and carrying out preventive maintenance of medical equipment in all PHUs in his catchment area.

· Making schedules and time tables for home visits, (outreaches and static) clinic, vaccination programmes and health education projects.

· Ensuring that accurate records, registers and letter files are kept and all reports compiled regularly.

· Holding and chairing regular staff meetings to plan and monitor the implementation of services.

· Ensuring regular in service training for all PHU staff within the chiefdom.

· Ensuring accurate and proper registration of births and deaths.

Community Health Functions

The CHO should, in collaboration with EHO, participate in and initiate the following activities. 

(See EHO Job Description)

· Prepare or procure a map of his/her target area with all PHUs identified.

· Know the population structure of each village and community under his/her care.

· Analyse health data to make a community diagnosis.

· Plan interventions based on the community diagnosis.

· Identify community leaders, both formal and informal; and solicit their support and encourage 

            their participation.

· Supervise and support the MCH Aide, the Village Health Worker to institute Village 

· Development Committees in all villages in the chiefdom and to participate in their deliberations.

· -Take acative steps together, with EHO if available, to contain Epidemics and report to the 

            District Medical Officer without delay.

· Lead the entire chiefdom team to participate actively in and integrate activities including:

(a) Follow-up of leprosy patients,

(b) Screening of suspected tuberculosis patients and the long term follow-up of 

                  tuberculosis patients under treatment.

(c) Preparation and use of ORS by the community

(d) Prevention and early treatment of endemic diseases e.g. schistosomiasis, guinea 

                  worm malaria, and onchocerciasis.

(e) Ensure that all children within the chiefdom are fully immunized.

· Establish liaisons with Government Departments concerned with Health, particularly 

            Education, Agriculture and Social Welfare.

· Establish and supervise School Health Services.

· Lead the Chiefdom Health Team to promote health activities within the Chiefdom 

            administration.

· Plan and supervise health education talks in schools, clinics, clubs and other meeting places.

· Promote sanitary measures such as:

1. Cleaning of the markets and roadways.

2. Building compost fences

3. Building and maintenance of VIP latrines

4. Provision of clean and safe drinking water. 

5. Protection of water source

6. Construction of incinerators

Maternal and childcare

· Ensure that MCH Aides and TBAs identify all pregnant women at risk in the villages and community and take appropriate action.

· Ensure that regular antenatal clinics are conducted in all PHUs.

· Ensure appropriate management of eclampsia.

· Screening for anaemia

· Screening for pregnancy induced hypertension (PIH) and pre-eclampsia

· Giving routine malaria prophylaxis, Tetanus Toxoid, antehelminthics in the second trimester.

· Establish effective referral procedures for complicated pregnancy and labour cases

· Regularly improve the skills of all health workers in the chiefdom through continuing 

            educational sessions.

· Ensure early recognition of complications.

· Establish the national approved system to identify and keep records of maternal deaths and stillbirths throughout the chiefdom assisted by the M & E officer.

Establish and supervise and/or conduct under fives clinics which will among others:

(a) Identity undernourished and at risk children.

(b) Ensure that all children are immunized.

(c) Diagnose and treat or refer common childhood complaints.

(d) Give health education as appropriate to individual groups and communities.

(e) Ensure that home visiting by the MCH Aide is supervised.

Clinical functions:

The CHO should ensure that first-line medical care is provide for the community i.e. diagnosis and 

treatment of common diseases at all levels of the health system according to standing order.  These include:

·  Repair and treatment of minor surgical conditions.

·  Treatment and appropriate referral of medical, surgical and obstetric emergencies 

             according to standing orders.

·  Organization of follow-up clinics for tuberculosis and leprosy patients.

·  After care of chronic illness referred home from hospital e.g. heart diseases, 

             haemeplegia, diabetes and hypertension.

·  The rational use of drugs according to agreed protocol.

·  The requisition, storing and issuing of drugs and operation of a cost recovery system.

JOB DESCRIPTION FOR

COMMUNITY HEALTH ASSISTANT

Post: 



Community Health Assistant

Duty Station:

            Community Health Centre

Immediate 


Community Health Officer

Professional and

Administrative

Superior:

Subordinator Officers:
Community Health Aide, BFVs and TBAs

Objectives of the Post:
To supervise the implementation of the Chiefdom Health Plan in the community and 

                                                    carry out clinical work. 

Duties

Administration functions:

Under the direction and supervision of the CHO, the CHA

· Assesses the hygiene of the PHU, including compound surrounding and latrines, takes appropriate remedial action according to standing practice, reports on findings and action to the CHO.

· Implements the system designed for inspecting health facilities (buildings) in the chiefdom, 

             reports findings and action taken to the CHO.

· Uses established procedures to order, store and issue drugs, materials and equipment, and 

             ensure maintenance of inventories and stock registers.

· Ensures the preventive maintenance of medical equipment in the health facilities in his 

catchment area.Make and ensure the successful implementation schedules and timetables 

for home   visits, out-station clinics, vaccination programmes and health education projects.

· Ensure that accurate records, registers and letter files are kept and all reports compiled regularly.

· Under the guidance of the CHO and with the assistance of the training unit of the DHMT, 

             prepare and supervise the implementation of all health education related activities, continuing 

             formal and   informal programmes within the chiefdom.

Community health functions

The CHA assists the CHO to:

· Prepare or produce a map of his/her target area with its PHU clearly identified.

· Determine the population and population structure of the village communities in the chiefdom.

· Analyses health data to make a community diagnosis.

· Plan interventions based on the diagnosis.

· Supervise the Community Health Aide and the Village Health Worker to initiate Village

             Development Committees in all the villages in the chiefdom and participate in all the 

             deliberations.

· Working with the VHW, promote health activities and through village communities village 

· leaders  the chief’s administration.

· Gives health education talks in the homes, villages, and health clinics.

· Promote sanitary measures such as clearing the markets, roadways, building compost fences,

             building and maintenance of VIP latrines, and provision and protection of water services.

· Under the leadership of the CHO, participate in and integrate the activities of national 

             campaigns in work of the PHU.

· Participate in providing Primary School Health Service.

Maternal and childcare

Following the direction of the CHO and according to standing orders, supervise directly:

(a) The identification of all pregnant women in villages and communities in the chiefdom by MCH Aide.

(b) The identification of those at risk and ensure appropriate action in taken.

(c) The regular antenatal clinics run at village, the post and CHC levels so that they are run according 

       to standard procedures.

· Implements established treatment referral procedures complicated pregnancy and labour 

             cases as stated in protocols, manuals and standing orders.

· Improves the skills of CH Aides and local TBAs through regular continuing education sessions.

· Implements the established system to:

(a) Identify and keep records of maternal deaths, stillbirths through out the chiefdom.

(b) Conduct under-fives clinic according to standing order.

(c) Identify under-nourished children and those at risk.

(d) Ensure that all children are immunized.

(e) Supervise CH Aide’s home visiting.

(f) Diagnose and treat or refer common childhood complaint 

(g) Give health education as appropriate to individual group of communities.

Clinical functions

According to Community Health Assistants’ standing order and under the supervision of the CHO, 

the CHA will provide first medical care for the community, including:

I. Diagnosis and treatment of common diseases.

II. Repair and treatment of minor surgical conditions.

III. Treatment and appropriate referral of medical, surgical and obstetric emergencies, 

    according to standing orders.

IV. Participate in the follow-up of tuberculosis and leprosy patients, the aftercare of chronic 

   illness referred home from hospital (e.g. Hemiplegia, Diabetes, and Hypertension).

JOB DESCRIPTION FOR 

COMMUNITY HEALTH AIDE

Post: 


            Community Health Aide

Duty:



Community Health Post

Professional and

Community Health Officer

Administrative Superior:

Subordinate Officer:
            Village Health Worker and TBA

Objective of the Post:           To carry out Community home visiting and supervise village health services 

                                                and the TBAs

Duties

Administrative functions:

Under the supervision of Community Health Assistant:

I. Assist to maintain the hygiene of the health facilities, the surrounding and the latrines.

II. Participate in implementing the system set up for regular inspection of all health facilities 

                              in the chiefdom and report findings and actions taken to the CHA.

III. Use established procedures to highlight   the needs of village health services and health posts 

    to the attention of the CHA for appropriate action.

IV. Ensure preventive maintenance of medical equipment in health post.

V. Implement schedules for home visits, out-station clinics, vaccination programmes and health 

                             education projects as prepared by the CHO and CHA.

VI. Participate in ensuring the collection and compilation of accurate records regularly.

VII. Attend continuing education programmes arranged for staff in the Chiefdom and District.

Community health function

Under the direction of the CHA:

i. Participates in preparing a map of the Chiefdom; determine its population and population structure.

ii. Participates in analysing health information making community diagnosis and planning intervention on 

             the diagnosis.

iii. Initiates community development committees; participates in all their deliberations and promotes health 

             activities through them.

iv. Participates in national campaigns and their integrations into the work of the PHU.

v. Gives health education talks in the homes, village markets and other places.

vi. Promotes sanitary measures in the homes, village, and market places, such as cleaning the homes, 

             village building, compost fences, building and maintenance of latrines, provision and protection of 

             water sources.

vii. Participates in providing Primary School Health Services.

Maternal and child health

Under the supervision of the CHA, the CH Aides will:

i. Identify or ensure that the TBA identifies all pregnancy women in the village and community, 

       identifies those at risk and take action according to laid down procedure.

ii. Either alone or with the TBA, run regular antenatal clinics at village and Health Post and 

      participates in antenatal clinics at Community Health Centre according to laid down procedure.

iii. Implement established referral procedures for complicated pregnancy and labour cases as stated 

      in protocols, manual and standing orders for Community Health Aide.

iv. Participate in improving the skills of the locals through regular continuing education sessions.

v. Participate in implementing the established system:

(a) Identity and keep records of maternal death, stillbirths, particularly at village and the Health 

      Post level.

(b) Conduct under-five clinic according to standing orders and laid down procedures.

(c) Identify under-nourished children and those at risk.

(d) Ensure that all children are immunized.

(e) Carry out home visiting.

(f) Diagnose and treat or refer common child complaints.

(g) Give health education talks, as appropriate to groups, individuals and communities.

Clinical functions:

According to Community Health Aide Standing orders, the CH Aide will provide first line medical care for 

community at village and Health Post Levels, including:

1. Diagnosis and treatment of common diseases e.g. leg wound:

2. Treatment of minor surgical conditions e.g. bruises. 

3. Treatment and appropriate referral of medical, surgical and obstetric emergencies.

Participate in the:

(a) Follow-up of tuberculosis and leprosy patients

(b) The after care of chronic illness referred home by the hospital (e.g. heart disease, 

              hypertension, diabetes).

(c)  The care of drugs according to standing orders.

JOB DESCRIPTION FOR 

PUBLIC HEALTH INSPECTION/ENVIRONMENTAL HEALTH OFFICER

Post:



Public Health Inspector/Environmental Health Officer

Duty Station:


Community Health Centres 

Immediate Professional
District Environmental Health Supt. (D.H. Supt.) through DMO

And Administrative

Superior:

Subordinate Officers:

 Assistant PHI/EHO – Public Health Aides






Public Health Labourers






Sanitary Overseers

Objectives of the Post:
To help plan and implement the environmental health services of the Chiefdom/Area in conjunction with the CHC staff and under Supervision 

                                                                  of DHMT.

Duties

The urban environmental
The (EHO should:

· Ensure proper refuse disposal.
· Design and implement appropriate excreta disposal system.

· Ensure provision of potable water supply for the community.  Monitor altrnate source also.

· Inspect public establishments, report statutory nuisances found and take statutory stops … then

· Ensure that hygienic standards are maintained in local markets and stalls of food sellers.

· Inspect abattoirs and carry out routine meat inspections.

· Ensure the prompt and safe disposal of the dead including paupers.

· Report immediately any outbreak of communicable disease.

· Together with CHO effect containment measures (isolatin, spraying Environmental cleaning,  


       food and water quality maintenance etc.

·  By making snap visits to lorry parks, wharves etc. 

· Ensure the proper sealing of the locality from the transfer of nacortic Drugs and Epidemicprone

Diseases into and out of the area.  Report problems to appropriate authorities.

This officer is a member of the Community Health Centre Team

In association with this team, he shall undertake the following duties:

Environmental Sanitation

He shall endeavour that the village where the Health Centre is located and all villages within a three to four 

miles radius have:

· Proper drainage of compounds to prevent puddles and other breeding places of mosquitos

· A protected drinking water source

· A latrine per household

· A compost fence per household

· Two plats racks per household

· All houses neatly daubed

· A communal burial place or if this is not acceptable the PHI shall approve individual sites, 

      and ensure their upkeep

· Approve plans and sites for new building.

· (Meat and Food Inspection).

· Vector Control

He shall, in collaboration with the CHO, implement the Community Health Functions (see CHO Job Description

Administration and planning

The EHO should:

· Attend staff meetings at CHC monthly.

· Present monthly work plan to PHU team for co-ordination of activities.

· Work closely with CHO in planning environmental and other health related activities.

· Send reports monthly to DMO, through the District Environmental Health Superintendent.

Training

The EHO should:

· Conduct regular in-service training to existing Public Health Aides, Sanitary (Health) Overseers.

· Contribute to the training of Social Development Workers in the field and also NGOs involved in Environmental Sanitation.

· Educate members of the VDC’s in environmental affairs.

· Mobilize working groups for environmental improvement.

· Implement planned chiefdom health education activities.

Supervision

The EHO should:

· Monitor and supervise village environmental activities.

· Constantly supervise and encourage the activities mentioned above.

· Supervise slaughtering houses and food establishments.

· Supervise chiefdom health labourers.

· Supervise ports lorry parks etc. to control transfer of Epidimics and Norcotics.

JOB DESCRIPTION FOR ENDEMIC DISEASE CONTROL UNIT ASSISTANTS

Post:



EDC Unit Assistant

Duty Station:


Community Health Centres,





Community Health Post,





District Hospital.

Immediate

Professional                             District Medical Officer through The Epidemiological Assistant    Superior:



Immediate


Community Health Officer

Administrative

Superior:

Subordinate:


All support and voluntary workers at PHUs

Objectives of the Post:
To maintain 90% immunization coverage at all levels.

To investigate, report and control epidemics within the PHUs’ catchment 

Duties

· To carry out static and outreach immunization to target groups.

· To keep accurate records on immunization.

· To monitor the cold chain at all times.

· To order and collect vaccines and other supplies.

· To investigate, report and take appropriate action on disease outbreaks through the directives 

      of the CHO or EHO.

· To execute other duties assigned by the CHO or EHO.

JOB DESCRIPTION FOR 

MATERNAL AND CHILD HEALTH AIDES

Post: 




MCH Aide

Duty Station:



MCH Post, CHP or CHC

Immediate Professional

District Health Sister

Superior:



through CHO

Immediate Administrative
            CHO

Superior:

Subordinates:



TBAs, BFVs

Objectives of the Post:


To improve Maternal and Child Health Care in her 






Catchment.

Main responsibilities

The MCH Aide should:

· Hold regular antenatal and children’s clinics.

· Carry out follow-up visits.

· Give health talks to groups and to individuals.

· Demonstrate food preparation, particularly weaning foods.

· Hold postnatal clinics and give family planning advice.
· Conduct deliveries.

· Care for newborn.

· Refer patients when necessary.

· Treat common ailments within her competence and refer without delay those she cannot.

· Submit a monthly report as requested by the district.

· Keep village registers.

· Teach TBAs, VHW and community leaders.

· Submit monthly reports, as requested by the District.
· Keep village register. 

· Notify Epidemics to CHO and EHO
· Notify Birth and Deaths to CHO
Activities and tasks at an M.C.H. Post
1. Cleaning of the MCH Post, inside and surroundings.  There should always be water stored in the post.

2. Educate the community on the purpose of the MCH Post, the importance of antenatal care, 

             under fives clinic, and immunization.

3. Run an Under Five Clinic

· Encourage mothers to bring children to the clinic regularly.

· Perform regular growth monitoring 1. Register 2. Weigh, 3. Arm circumference 4. Examine child.

· Consultations: treat common illness within competence.

· Prescribe authorized drugs as specified in the Essential Drugs manual.

· Perform or refer for immunization.

· Keep records correctly and neatly.

· Perform or refer to immunization.

· Perform home visits or follow-up of at risk children.

· Give regular health education talks and make record of them.

· Advise mothers on the importance of breast-feeding, and the preparation of weaning food.

· Give food demonstration.

· Prepare ORS and explain how and when to give to the child.

· Establish ORT centres.

4. Operate Antenatal Clinic

· Encourage women to attend clinic regularly.

· Perform early diagnosis in pregnancy.

· Estimate and calculate LMP and EDD, using a local calendar.

· Take detailed obstetric history.

· Recognize the high risk factors during history taking, BP, Urine and refer without delay.

· Conduct routine obstetric examination.

· Administer or refer for Tetanus Toxoid.

· Give health education (talk) on relevant topics.

· Prescribe iron, folic acid.

· Give appointment dates.

5. Home Visit

· Visit patients who were seen at clinic and need follow-up.

· Visit mothers for advice on various selected education topic.

· Keep a logbook and record visits.

· Check village register monthly.

6. Deliveries

· Do deliveries at MCH Post and encourage all women to deliver at a centre rather than at home.

· Care for mother during labour, monitor progress of labour FHS, observe condition of mother.

· Refer as early as possible to the nearest hospital, when necessary.

· Recognize onset of labour.

· Assess progress of first stage by vaginal examination.

· Recognize foetal distress.

· Deliver baby, care for baby.

· Give special care to the cord.

· Recognize abnormalities of the newborn,

· Keep delivery record.

· Record health of infant within 7, 14 and 28 days.

· Record maternal death.

· Follow-up, home visits.

· Act as notifiers for births & deaths registration.

· Act as notifier for deliveries at their community level.

7. Postnatal care and Family Planning

· Take care of the mother after delivery and during the postnatal period, i.e. up to 6 weeks after delivery.

· Establish postnatal clinic for Family Planning and welfare of the new born.

· Motivate and refer acceptors to health centre where services are available for non-prescriptive 

             contraceptives, Always interview mother with husband.

8. Emergencies

· Ante partum haemorrhage, abdominal pain, oedema of feet, vomiting excess vomiting etc. 

             should be palpated and referred immediately.

9. Community

· Encourage community participation.

· Work with women’s groups and other groups.

· Speak always with respect to elders both male and female.

· Encourage the formation of Village Development Committees.

· Keep short minutes of meetings and members.

10. Traditional Birth Attendant

· Train TBAs in their own environment (catchment ) proper monitoring of  pregnancy, clean and 

      safe delivery.

· Share knowledge with them on Tetanus, the value of immunization, management of diarrhoea, 

      preparation of ORS, nutrition. 

· Select (with the community) TBAs for training.

· Inform chiefs and elders, opinion leaders before start of training.

· Record number of TBAs, lesson taught and problems encountered during training.

11. Records and reports

· Keep all records accurately.

· Prepare and send monthly reports to CHC for forwarding.

· Retrieve all TBA records monthly and forward to CHC.

12.13
SUPERVISING AND ENSURING IMPLEMENTATION OF PRIMARY HEALTH CARE

It is essential that three major actions are needed for PHC to be effective.  

 These are:

ENSURING LOGISTICS

The logistics for PHC work are partly provided by Headquarters, they include:

PERSONNEL:-


In a decentralized scheme personnel for work in the district should be posted and made responsible to the DMO.  

The District Health Management Team will:-

· Determine the manpower needs for each PHU according to the National Operational Hand 

             book for Primary Health Care;

· Request staff from Headquarters;

· Distribute the staff provided to maximize their beneficial effect on the service delivery;

· Provide for orientation and/or on the job training (see ABLE PROCESS)

· Advise the Ministry if external training is necessary;

· Ensure amicable working relationship among staff members working together;

· Intervene to smooth out any friction with the community in the interest of effective service delivery;

· Seek staff welfare.
EQUIPMENT

It is the duty of the District Health Management Team to keep the structures and Equipment in the PHUs and 

District hospital under constant review.  They should plan for and effect: -

· Minor repairs;  (and equipment)

· Replacement of minor equipment;

· Annual review of health infrastructure and equipment.  Copy of the review should be sent to 

                   Headquarters;

· Press for the District’s allocation for maintenance and replacements;

· Maintain constant touch with Headquarter the District Councils, the other stake holders in health 

                    in the District and the community to effect major repairs and necessary improvement;

· Insist on annual inventory in each PHU in the District and in each Department of the District Hospitals;

· Remember that essential vehicles, ambulance for the Hospital, utility vehicles, motor-cycles and 

                   bicycles should be included in the inventory and in your requests;

· DHMT should try to manage the problem of inadequacy and/or lack as best as possible in order to 

             deliver the services and ensure supervision,

· Remember we are agents of change and improvement; make the best of the situation until it can 

             be improved.


MATERIALS

Provision of materials for work needs serious attention.  Again, this is Primarily from Headquarters.  

The DMO and DHMT should therefore:-

· Prepare detailed plans;

· Discuss them with District Councils

· Request whatever is approved for the period or the work to be done;

· Seek supplementary provision from local NGOs operating in the District and from the community;

· Assemble the material resources and distribute them to obtain maximum impact on PHC in the District;

FINANCE

Effective decentralization means decentralization if the funds available also.  But proper budgeting and accountability are the underlying pre-requisites.  The DHMT should:-

· Make proper budgets;

· Defend them;

· Use what is provided according to directives and without unauthorized Virement;

· Keep proper and transparent accounts;

· Retire all imprests effectively;

· Together with the community build sustainability into all projects.

In this way, credibility will be established and programmes will be sustained.

ENSURING PERFORMANCE

Making of Plans is a very good thing, but it is not an end in itself.  It is a means to an end.  

The end is effective implementation.

· The DHMT must ensure that plans are implementable
· The Project must be realistic

· Performance should be ensured by constant monitoring and supervision at every level,

· The Supervisory Protocol should be used effectively and constantly

· Data derived from activities should be used to monitor performance and progress

· This should be continuous

· Feedback should be made to the PHUs

· The DHMT should ensure that changes or improvements advised as part of the monitoring are

             effectively implemented.  Thus monitoring will lead to improvement.

3.1 MAXIMISING EFFICIENCY IN THE USE OF RESOURCES

PERIODIC EVALUATION AND REPLANNING

The need for maximizing efficiency is an aspect of the political will of Government.  

The Office of the President now includes a Unit called the “UNIT FOR MONITORING, 

ACCOUNTABILITY AND TRANSPARENCY (UMAT)” 

for evaluating the use of resources to ensure effective implementation and reporting.  This should also 

be in-built into our service delivery under Primary Health Care.  Resources here should mean not only 

those provided by Government, (International Agencies) but also those provided by NGOs and by the 

community.  Efficient and effective use of resources will encourage the provision of further resources.

For maximum effect, re-planning should always follow evaluation.

During evaluation, the input is weighed against the achieved outcome, taking into consideration the 

conditions prevalent during the implementation and the outcome previously expected.  Proper decisions 

may result from the information provided by the evaluation and these must go into the re-planning. 

The Directorate of Planning and Information can 

provide professional help to DHMT for evaluation.  Alternatively, the DHMT may identify the need for 

training within or outside Sierra Leone in the techniques of evaluation.
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       Care in the Re-public 

       Of Sierra Leone based

       On the “Bamako 

       Initiative”.
	     1989
	UNICEF/MOH
	UNICEF OFF
	

	1.3  Country Programme

       co-operation master

      plan of operations – 

     1991-1995
	June 1990
	GOSL/UNICEF
	UNICEF OFF

MONDEP


	Plan of operations for

Improved Health 

Nutrition and Sanitation

Through community

Oriented MCH/PHC 

Interventions-by 

Programmes

	1.4 National Population

Policy for 

Development, 

Progressand Welfare
	1989
	MONDEP/

UNFPA

ILO
	MONDEP
	

	1.5 The Sierra Leone

National Food and

Nutrition Policy and 

Plan of Action. 

1990-1992
	Nov. 1989
	WHO/Nut. Div.
	Nut. Div.
	Report on the Task 

Force set up by the 

Council for Health 

Education and Nutrition 

(CHEN)

	1.6 The Pharmacy and

Drugs Act
	     1988
	MOH-CMS
	CMS
	Being an act to regulate 

The profession of 

Pharmacy; to control the

Supply, manufacture; 

Storage and 

transportation of drugs. 



2.
EPIDEMIOLOGY, BASELINE SURVEYS, MONITORING & EVALUATION

	2.0

2.1

2.2

2.3

2.4

2.5

2.6

2.7

2.8
	Primary Health Care,

Baseline Surveys:

-  Port-Loko

-  Kambia

-  Western Area

-  Moyamba

-  Bo

-  Pujehun

-  Tonkolili

-  Kenema
	June 1988

June 1989

Aug. 1989

Sept. 1990

1983

1983

(1991)

(1991)
	PMISU

PMISU

PMISU

PMISU

B/P – RDP

B/P – RDP

PMISU

PMISU
	PMISU

PMISU

PMISU

PMISU

B/P-RDP

B/P-RDP

PMISU

PMISU
	Baseline information on Health 

and related  situation to assist in 

PHC planning and implemention


	
	TITLE
	DATE OF

PUBLICATION
	PUBLISHERS 
	AVAILABLE 

AT 
	CONTENT

	2.9
	Maternal Mortality

Rate survey in Bo and

Pujehun Districts.
	      1990
	   B/P-RDP
	M&E.OFF Bo
	Prospective study done

In 1988/1989

	2.10
	Infant Mortility Rate

survey in Bo and 

Pujehun Districts
	On going


	 B/P-RDP
	M&E.OFF Bo
	Prospective Study



	2.11
	Baseline socio economic

survey in Onchocerciasis

infected  zones in the 

republic of Sierra Leone 
	    1989
	 PMISU/OCP
	PMISU
	Baseline information 

prior to OCP 

intervention. 

	2.12
	Community Health

financing in Sierra 

Leone 
	  May 1990
	PMISU/

UNICEF
	PMISU 

UNICEF OFF
	Initial results of operation

 research in ability of 

community to participate 

in health financing.

	2.13
	Sierra Leone 

Development

Committee’s Survey 
	March 1990
	PMISU/

WHO
	PMISU


	Information to assist with

determing community participation.

	2.14
	Set of M&E forms for

PHUs and corresponding handbook.
	  1988
	PMISU
	PMISU
	Forms to be used at PHU

level for General.  Under 

five and Antenatal clinic 

including: tally sheets, 

registers and Patient Forms

	2.15
	Maps of health facilities 

for the whole country 

and per district.
	 1989
	PMISU
	PMISU
	Maps on posters size, on 

cost-recovery, 

(A4 size available).

	2.16
	Health information 

report Southern 

Province – 1984-1985
	  1985
	PMO OFF.S.P.
	M&E. OFF. 

Bo
	Sanitation analysis of the 

Health Service in Southern

Province and 

Recommendation for 

Planning. 

	2.17
	Guideline for the 

Management of Malaria

in Sierra Leone for 

Medical Officers,

Clinical Officers,

Nursing Staff and other

Health Workers
	 1985

(Being 

Received)
	MOH/WHO
	Malaria 

Control Unit
	A practical Handbook for 

Medical and Health 

Personnel in the 

Management of Malaria in 

the Country.

	2.18
	Management study of 

Makeni Government 

Hospital.
	March 1989
	PMISU
	PMISU
	

	2.19
	An assessment of the 

Impact of the Essential

Drugs Cost Recovery

Programme on the 

Utilization of PHOs
	Aug. 1989
	PMISU
	PMISU
	The influence of the 

Essential Drugs Cost 

Recovery Programme on the

Use of PHOs by the 

Community. 

	2.20
	District Household

Survey to assess 

Progress towards Health 

For all by the year 2000
	February 1991
	PMISU
	PMISU
	Monitoring of Health 

Indicators to determine to 

Determine progress towards 

Health for all by the Year

2000.

	2.21
	Infant and Child

Mortality
	
	
	
	

	2.22
	Survey of Greator 

Freetown, Sierra Leone
	May 1990
	PMISU
	PMISU
	

	2.23
	Survey of Rural 

Western Area, Sierra

Leone 
	January 1993
	PMISU
	PMISU
	

	2.24
	Sierra Leone Health

Economics Survey (2nd 

Phase)
	1989/90
	PMISU
	PMISU
	Expenditure on Health in

Sierra Leone.

	2.25
	A study of the 

Prevelences of ARI in 

Sierra Leone.
	Nov. 1991
	PMISU
	PMISU
	A report on the Prevelence

of Acute Respiratory 

Infection in the Country.

	2.26
	EPI verification
	March & Aug.

1991
	PMISU
	PMISU
	

	2.27
	Rapid assessment of the

Nutrition status of local

And displaced 

Under fives.
	October 1990
	PMISU
	PMISU

M&E OFF Bo
	Nutrition status assessment

Of the local and displaced

Under fives in Kailahun and

Kenema Districts.

	2.28
	National Nutrition 

Survey (2 phases)
	1989/90
	PMISU
	PMISU
	

	2.29
	District Health Profile
	January 1994
	PMISU
	PMISU
	

	2.30
	M&E Report
	1991
	PMISU
	PMISU
	

	2.31
	HIV/AIDS Counselling

Training Manual
	June 1993
	NACP Dept. 

Of Health
	Programmes 

Secretariat

Connaught

Hospital
	Techniques on HIV/AIDS

Counseling

	2.32
	Guidelines on Blood 

Transfusion and AIDS
	February 1994
	NACP Dept of

Health 
	Programmes

Secretariat

Connaught

Hospital
	Facts about blood 

Transfusion and AIDS

	2.33
	Manual on Sexually 

Transmitted Diseases

(STI) for perioneral

health Unit (PHU) 

workers 
	July 1994
	NACP Dept. of 

Health
	Programmes

Secretariat

Connaught

Hospital
	

	2.34
	Family Planning 

Knowledge attitude and 

Practice
	
	
	
	

	2.35

2.36

2.37

2.38

2.39
	Port Loko District

Western Area

Moyamba District

Tonkolili District

An assessment of the 

Problems associated

With the displaced in the

Western Area.
	July 1992

October 1992

January 1993

March 1993

July 1993
	PMISU

PMISU

PMISU

PMISU

PMISU
	PMISU

PMISU

PMISU

PMISU

PMISU
	Health and Socio-Economic 

Problem of the displaced in

The Western Area.




4. HEALTH EDUCATION

	
	TITLE
	DATE OF 

PUBLICATION
	PUBLISHERS
	AVAILABLE 

AT
	  CONTENTS

	3.1
	-  Malaria                B

-  About Malaria     Hb
	1984
	HEU/

SL.Home

Economics 

Ass.
	HEU/ 

SL. Home

Economics 

Ass.
	Booklets (B) to the 

Community (illiterate and

Semi-literate and support 

Handbook (Hb) for Health 

Field Workers.

	3.2
	-  Immunization       B

-  Immunization       Hb
	1985

1986
	
	
	

	3.3
	-  Expecting a baby   B

-  Expecting a baby  Hb
	1986

1988
	
	
	

	3.4
	-  Ensuring child 

   survival                 B

-  Ensuring Child

   survival                 Hb
	1986

1988
	
	
	

	3.5
	-  Clean Home and 

   Compound            B
	1988
	
	
	

	3.6
	-  Cholera is a killer   B
	1987
	
	
	

	3.7
	-  Food for a Health

   Family                   B
	1989
	
	
	

	3.8
	-  Health and Nutrition

   Education Handbook

   (facts for life)
	1990
	HEU/

UNICEF
	UNICEF
	Basic messages for all

Categories of Health/

Extension workers in 

Health and Nutrition

	3.9
	Basic Facts on AIDS/STD

Prevention for use in 

Schools
	April 1989
	NACF, AIDS/

STDS Health

Education pilot

Project
	Programme

Secretariat

Conn. Hosp.
	Facts on the cause, effects

And prevention of AIDS

	3.10
	AIDS information for

Secondary Schools
	April 1989
	
	Programme

Secretariat

Conn. Hosp.
	Basic information on 

AIDS

	3.11
	AIDS Basic Facts for 

Primary Schools
	April 1989
	
	Programmes

Secretariat

Conn. Hosp.
	Basic information on 

AIDS.



4.
MATERNAL AND CHILD HEALTH FAMILY PLANNING

	4.1
	TBAs Trainers’ Guide
	July 1989
	MOH/UNICEF
	UNICEF OFF
	Materials for training of TBAs

	4.2
	Training manual for

Community motivators
	June 1990
	UNICEF
	PMISU
	Training materials for Chiefdom

Based community social 

Mobilization agents.

	4.3
	Growth monitoring and 

Promotion manual for 

Community based 

Workers
	1988
	MCH Div/

UNICEF
	UNICEF
	Training materials on 

Community based Growth 

Monitoring and promotion.

	4.4
	MCH Aides basic 

Training materials
	1990
	MOH/UNICEF
	MOH Div./

UNICEF OFF
	Training materials for basic 

Training of MCH Aides.

	4.5
	A Guide for extension

Workers on reproductive

Health and Family 

Planning.
	1996
	MCH & S/

UNFPA


	MOH Div.
	A simple guide for extension 

Workers on Reproductive 

Health and Family Planning.



5.
NUTRITION

	
	TITLE
	DATE AT 

PUBLICATION
	PUBLISHERS 
	AVAILABLE AT
	CONTENTS

	5.1
	Manual for training

Community health 

Workers on Nutrition
	1988
	Nut. Div.
	Nut. Div.
	Manual for trainers

	5.2

5.3
	Health Workers manual

On Nutrition.

Trainer’s manual on 

Nutrition 
	1990

MCH Div/

UNICEF
	MCH Div/

UNICEF

MCH Div.
	MCH Div.
	5.2 and 5.3. Comprehensive

and fully illustrated manuals 

to be used for training and as 

field reference documents.

	5.4
	Sierra Leone Weaning

Food consumption 

Survey.
	1989
	Nut Div/
	Nut Div/
	Research in infant feeding 

Practices (preliminary report)

	5.5
	Sierra Leone National

Nutrition Survey Phase

1-preliminary Phase II.
	April 1990

(end 1990)
	PMISU/

Nut Div/

UNICEF
	PMISU
	Official Nutrition Survey.

	5.6
	Sierra Leone National

For Health and 

Community Based 

Workers.
	1996
	WHO/Nut.

Div.
	Nut Div.
	A participatory approach to

Nutrition Education in the 

Community.


6.
IMMUNIZATION

	6.1
	E.P.I. Mid-term review

And evaluation.
	June 1988
	GOSL/

UNICEF/

G. OF Italy
	UNICEF OFF
	Assessment of immunization

Levels and recommendation

For future actions.

	6.2
	E.P.I. Health Workers

Manual
	March 1987
	MOH/

UNICEF
	UNICEF OFF
	Training Materials in EPI for 

Health Workers.

	6.3
	E.P.I. Trainers’ Guide 

for MCH Aides
	August 1987
	MOH/

UNICEF
	UNICER OFF
	Training matraials in EPI for 

MCH Aides.

	6.4
	Mid-level Management

training manual
	July 1989
	MOH/

UNICEF
	UNICEF OFF
	Training materials in EPI for 

Mid-level managers.



7.
DRUGS AND COST RECOVERY

	7.1
	Essential Drugs field 

Manual for PHU staff 

(draft).
	April 1990
	MOH-CMS/

UNICEF
	CMS
	Training of common diseases

And Essential Drugs 

Management guidelines.

	7.2
	National Formulary
	(1991)
	MOH-CMS
	CMS
	National formulary for PHUs

And Hospitals Essential Drugs.

	7.3
	Essential Drugs Manual
	1987
	MOH/WHO
	MOH
	Guideline on how to assess a 

Patient and treat with Essential Drugs.


12.14

        1.
PROCEDURE FOR OPENING A NEW PHU

Policy………………………………………………………………………….

Procedure………………………………………………………………………

Form……………………………………………………………………………

2.
PHU FORMS FOR CLINICS AND SUPERVISORY PROTOCOL

Information Flow………………………………………………………………

General Clinic Form (SOAP)………………………………………………….

General Clinic Register………………………………………………………..

Under-Fives Clinic (SOAP) Form…………………………………………….

Mothers Health Certificate…………………………………………………….

Mothers Delivery Record………………………………………………………

Mothers Puerperal Record and

Neonates Health Form………………………………………………………….

Mothers Clinic Register…………………………………………………………

Supervisory Protocol……………………………………………………………

3.
MINIMUM LIST OF CONDITIONS TO BE MANAGED AT DISTRICT HOSPITAL LEVEL

………………………………………………………………………………………

4.
List of Supporting Documents……………………………………………….

5.
List of Bilateral or Multilateral


Agencies working in Sierra Leone……………………………………………

6.
Health Facilities providing emergency services


in Sierra Leone………………………………………………………………..

7.
List of Participants……………………………………………………………

LIST OF SOME BILATERAL AND MULTILATERAL AGENCIES WORKING IN HEALTH.

 Resources Available are grouped into three Manpower (People, Materials and Money.)

District Health Management Teams need to plan for the future.  They are also equally blessed with abundant of 

Bilateral and Multilateral NGOs involved in health activities.

District Health Management Teams are daily confronted with key issues facing their programmes and therefore 

need to develop strategies to respond to them.

Questions Management teams constantly ask are:-

· How to expand the range of their activities and services in the District?

· How to sustain services if Government cannot provide all the logistics needed?

To enable them address these issues, Managers are expected to know who are the potential funding agents in their 

districts and what  their mandate are. the list indicates some key Bilateral and Multilateral NGOs and bodies working 

in health related activities in Sierra Leone.  District Health Team Managers could find this list useful although

 not exhaustive.

PROCEDURE FOR OPENING A NEW PHU
1/ THE MINISTRY OF HEALTH AND SANITATION POLICY

The concepts and strategies of Primary Health Care as spelt out in the National Action Plan (NAP, 1934), have 

been revised and consolidated in the form of a NATIONAL HEALTH POLICY NHP, 1993), and a NATIONAL 

HEALTH ACTION PLAN (NHAP, 1994), where the long and medium-term objectives for the health network 

are clearly outlined as follows:

The Directorate of Primary Health Care has the responsibility of co-ordinating and implementing Primary 

Health Care Nation-wide.

The Primary Health Care Delivery System is constituted at four levels of Health Care.  These are:

1.
The Village Level:
At this level an active and effective Village Development Committee is being put 

in place to aid in identifying health needs and take appropriate action on them.  A Community Health motivator 

selected by the community is an important auxiliary health personnel.  A trained Traditional Birth Attendant would 

provide Maternal and Child Health care.  A basic range of services such as immunization, health education, child 

delivery, ante and postnatal care, case recognition, treatment of minor ailments and referrals will be provided at 

village level by health posts serving a population of around 5,000 people.  An estimated 300 such posts would be 

required nation wide.

2.
The Small Town Level:
At the Small Town Level, the current proposal is to employ one SECHN and one 

MCH Aide.  In view of potential resources scarcity, future consideration will be given to staffing at Health Post 

with one upgraded MCH Aide who would carried out early diagnosis, treatment, and referral of cases using the 

national guide lines.   In addition to those services provided at the village level, this level also undertakes 

treatment, prevention and control of communicable diseases and rehabilitation.

3.
The Chiefdom Level:
At this Level, Community Health Officers would head a team of Health Service 

providers which includes community Health Assistants MCH Aides and Environmental Health Officers.  Those 

who are now Health Inspectors would gradually also integrated into this system.  Health Centres (CHC) 

located in Chiefdom Headquarters and small towns for both the proximate urbnan population and surrounding 

rural population would provide a wider range of services.  The total population coverage would range from10,000 – 

20,000 depending on the density. It is estimated that 200 such Centres are required.  The link between 

primary and secondary as well as tertiary levels will be strengthened.

4.
The District Level:
The DHT  Plans, implements, monitors and evaluates the District PHC programmes.  

At this level, staff without Primary Health  Care skills such as the District Public Health Inspector, would be 

given additional training in the Primary Health Care. The District Hospital, being a vital part of the District Primary 

Health Care Services has as its main functions to receive referrals from the PHUs.  It must be equipped to handle 

basic medical, surgical and obstetric emergencies and all routine clinical work.  It has a capacity of 40 or more beds

and is manned by at least three Doctors.  It should also be used to improve the skills and services of the PHU by 

referring patients. The DHMT gives logistical support to the PHUs in the form of supplies and maintenance of 

the cold chain.  It could conduct research into the Health situation of the District as well.

The MOH&S requirements have been detailed and criteria for selection outlined during the Workshops held in 

1997 for the review of the PRIMARY HEALTH CARE NATIONAL OPERATIONAL HANDBOOK.  

The objectives of the Handbook are to be a detailed step-by-step programme on how to implement the 

MOH&S Policy as established in the NHAP, 1994 and the NHP, 1993.

The distribution of the peripheral Health Units:

At present the distribution is random, with some areas having clusters of PHUs, while certain large populations 

are under-served.  While it is not recommended to abandon any Unit, some may be repaired and further developed 

into Community Health Centres, while others may remain as Community Health Posts or be converted into 

MCH Posts.

As a consequence of the recent internal conflict, some facilities were completely destroyed while other were partly 

damaged and vandalized, therefore these facilities need to be rebuilt/repaired and refurbished.

Using a Map, together with Census information on the population numbers and distribution (and also taking account 

of the NGO Health services in the area), DHMT may plan the siting of new Units or the development of the old ones.

The criteria for choosing a PHU location:

The choosing of a PHU location is the joint responsibility of:

· The Community (the CDC/VDC/ADC and the Paramount/Town Chief or Chairman and Members of the 

· Area Development Committee in the case of Western Area).  And member of the District Hospital Board

· The District Health Management Team.

.

· The Directors of PHC and P & I.

1. There should be a desire for a Health Unit within the community.

2. There should be political and administrative support within the local government.

3. It should be a central location of the population/area to be served.

4. The nearest other government PHU should be at least 3-5 miles radius of a proposed center.

5. The site should be accessible, preferably by road (or sea in the case of isolated areas) all year round.

6. A community Health Centre is usually situated at the Chiefdom Headquarters.

7.  A CHC should serve a surrounding population of 10,000 – 20,000 or more within a 5-mile radius.

8. A Community Health Post is situated in a smaller town.

9. A CHP should serve a population of between 5,000 and 10,000 within a 5-mile radius.

10. An MCH Post serves a population less than 5,000.

For each new Centre opened, the MOH&S/NGOs must provide trained personnel, equipment, drugs, and regular 

in-service training and supervision.

Therefore each new Centre will represent a new cost for the MOH&S/NGOs and should conform to the above 

and thereby serve the community most effectively.

2.
PROCEDURE FOR THE OPENING OF A NEW PHU

The Regional Director (RD) is the representative of the MOH&S for each Province.  He is responsible for the 

co-ordination of the Planning, Organisation and Implementation of all Health related activities in the Province.  

He works, with his team, in direct collaboration with the DMOs and their team.

The Community (Village/Chiefdom/Area Development Committee, Traditional Head/Paramount Chief, and MP), 

will make their request to the DMO (District Medical Officer) in the first instance.

The District Medical Officer, after site inspection and review will complete the Form A1-4 and A1-5 and forward 

it with his comments and the community request attached to the Regional Director.

The RD will evaluate the request in the light of the comments are recommendation of the DMO and complete 

sections A1-4 and A1-5 accordingly and forward to DPI, Health Resources Unit/National PHC Office.
The DPI/National PHC Office will analyse the findings according to the National criteria an MOH&S resources; 

and will forward to the DGMS for final approval.

After approval, the RD/DMO will add the new center to the existing network and will ensure that the requirements 

(staff, drugs….) are provided and Primary Health Care activities implemented according to District plans.

                                                           Ministry of Health and Sanitation

Directorate of Planning and Information

Peripheral Health Network: Opening of New PHU Feasibility Form

LOCATION


TOWN:


 CHIEFDOM:



 DISTRICT:




POPULATION of the Town:


                In a 3-5 mile radius:




ACCESSIBILITY:
(road, river.)








BUILDING:
(ownership of the building, Floor Plan, Constructions or Rehabilitations done or



Planned, Financial programme, Sponsors……)

HEALTH FACILITIES IN THE CHIEFDOM: (Hospitals, CHC, CHP, MCHP, NGO Clinics…..)

	TOWN/

VILLAGE
	TYPE OF UNIT
	OWNERSHIP

(GOVT/PRIV 

MISSION
	DISTANCE

FROM PROPOSEED 

SITE OF NEW 

CENTRE (MLS)
	GEOGRAPHICAL

ACCESSIBILITY
FROM THE NEW 

CENTRE

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


COMMUNITY REQUEST:
Community involvement? Chiefdom/Village/Area Development 





Community?

Please attach a copy of the “Community Request” and any other relevant documents.

PROVINCIAL/DISTRICT LEVEL:
To be completed by the Regional Director, District 






Medical Officer.

COMMENTS

(DMO)
  :













RECOMMENDATIONS

(RD):














DATE:








SIGNATURE:

















DMO




RD

DPI – (HEALTH RESOURCES UNIT/ NATIONAL PHC OFFICE)

COMMENTS:
  












DATE: 







SIGNATURE:









FINAL APPROVAL:
DGMS/DPHC

TYPE OF UNIT:










DATE:
  











SIGNATURE:  










P.H.U. FORMS FOR CLINICS AND SUPERVISORY PROTOCOL

Health information is needed both from the Peripheral Health Units and the Hospital to get as much clearer picture

 of the health situation in the country.  To this end, data collection instruments for the periphery have been 

standardized to enable data from various Districts to be compared.  Further, these instruments, which comprise 

Clinic Forms and Cards, Clinic Registers and Tally Sheets, have been recently revised with a view to making them comprehensive and more user friendly. This Revised Form will be gradually re-introduced into the field after the 

PHU Staff have received basic re-orientation training.

Also a detailed Supervisory Protocol, to monitor P.H.U. activities is to be brought into use together with the 

Revised Forms.  (Below is a Table showing the various Revised PHU Forms and the Supervisory Protocol).

Hospital data is needed to complete the picture.  It is planned to include these in the information system.  

At the moment there are varied Forms used to record patient data in the hospital.  The DPI’s preparing a standardised 

forms for data collection from the various  hospitals and collectors are to be meaningfully combined for analysis.

At District Level, the Supervisory Protocol is to be used by the District Health Management Team (DHMT) with   

Dose from the PHUs.  The M&E Office is responsible for the distribution of the Forms, regular supervision of data collection and compilation of the returns.  The national M&E Office (in the DPI), in addition to analysing all data 

from the Districts, should also carry out periodic supervision of PHU activities using the protocol.  The data and analysis 

are made available to all users at every level and in particular feedback is sent regularly to the District Health Team.  

The DHMT then provides the necessary information to the PHUs and communities.

It must be emphasized that the essential purpose of all records is to provide data for decision-making.  And this 

applies to all levels from the field to the national level
MINIMUM LIST OF SERIOUS CONDITIONS TO BE MANAGED AT DISTRICT HOSPITAL LEVEL.

SERIOUS MEDICAL CONDITIONS

Acute Respiratory Infection

Severe Asthma

Acute Tracheitis/Bronchopneumonia

Tonsillitis/Quinsy

Congestive Heart Failure

Severe Anaemias/Sickle Cell Crisis

Septic Lymphadenitis /Septicaemias

PUO/Lassa Fever

Hepatitis

Maramus /Kwashiorkor

Typhoid

Cholera

Dysenteries

Dehydration

Pyelonephritis

Febrile Convulsions

Neonatal Tetanus

Meningitis

Snake Bite

Osteomyelitis

Tuberculosis

Leprosy

Psychological Trauma

Depression

Drug Abuse

Hypertension

STD/AIDS

Onchocerciasis

Complicated Malaria

Lassa fever

OPERATIVE PROCEDURES IN OBSTETRICS AND GYNAECOLOGY

Caesarian Section

Ruptured/Ectopic Pregnancy

Forceps and Vacuum Extraction

Internal Versions

Manual Removal of Placenta

Dilatation and Curettage
Emergency Hysterectomy for PPH/Retained placenta

OBSTETRICS CONDITIONS

P.E.T. (Pre-Eclamptic Toxaemia)

Eclampsia

A.P.H. (Bleeding at 28 Weeks of Pregnancy or before Birth)

P.P.H. (Excessive Bleeding after Birth)

Obstetrics Shock

SURGICAL CONDITIONS AND PROCEDURS

Incision and Drainage

Dilation of Male Uretha

Hydrocoelectomy

Herniorrhaphy

Elephantiasis of Scrotum

Strangulated/Incarcerated Hernia

Intestinal Obstruction

Burns/ Scalds Corrosions

Lacerations

Suturing of Wounds, Tendons

Fracture management

Removal of Lipomas, Cysts, Oncho-Modules

Appendicectomy

All types of Accidents

Eclampsia.

AGENCIES & BODIES DOING HEALTH ACTIVITIES

Name of Agency






Address

Christian Health Association S/L




4b King Harman Road

CHASL







Freetown

Ahmadiayya Muslim Mission





15 Bath Street, Freetown

Voluntary Services Overseas





6 Liverpool Street

VSO








Freetown

Canadian University Services





49 Siaka Stevens Street 

Peace Corp of the United





35 Wilkinson Road

States of America






Freetown

Concern Universal






41c Wilkinson Road










Freetown

OTHER REGISTERED NON GOVERNMENTAL ORGANISATIONS

Action Aide Sierra Leone





24 Main Motor Road










Congo Cross Freetown

Action Internationale






29 Aberdeen Road 

Contre la Faim (AICF)






Freetown

Co-operation for American





30 Charlotte Street

Relief Everywhere (CARE)





Freetown

Cause Canada







Mends Street










Pademba Road










Freetown

Christian Children’s Fund (CCF)




132 Wilkinson Road, Freetown
Catholic Relief Services (CRS)




8 Howe Street, Freetown

Marie Stoppes Sierra Leone




23 Adelaide Street,









Freetown

National Council for Children




9th Floor, Youyi Building









Freetown

National Leprosy & TB Programme



8 Lamina Sankoh Street









Freetown

Plan International Urban




3 Signal Hill Road









Freetown

Plan International Rural





7 Sanders Street, Freetown

Planned Parenthood Association




22 Pultney Street, Freetown

(PPASL) Association








Sierra Leone Home Economics Association


9 Sanders Street, Freetown

Sierra Leone Red Cross Society




6 Liverpool Street, Freetown

Society For Women and Aids in




National School of Nursing,

Africa







Wallace-Johnson Street









Freetown

Water Aid Sierra Leone





Maxwell Street, Kenema

World Vision






Lumley

HEALTH FACILITIES PROVIDING EMERGENCY SERVICES IN THE WESTERN AREA.

Brookfield’s Community Hospital




11A King Harman Road










Freetown

Children’s Hospital






Fourah Bay Road, Freetown

P.C.M. Hospital







Fourah Bay Road, Freetown

Connaught Hospital






Wallace-Johnson Street










Freetown

Curney Barnes Nursing Home





6 Jomo Kenyatta Road










Freetown

Lacs Clinic







27 Syke Street, Freetown

Netland Nursing Home






College Road










Congo Cross, Freetown

The Good Shepherd Clinic





Spur Road

Oral Rehydration Centre





Childrens Hospital










Fourah Bay Road, Freetown

34 Military Hospital






Wilberforce,

(RSLMF)







Freetown

Bonner General Hospital





Rawdon Street, Freetown
Ports Authority Clinic






Cline Town, Freetown

Dr. Robbin Coker’s Clinic





Main Motor Road,










Congo Cross, Freetown

Al-Shifa’a Clinic






Muslim World Leaque










Kissy Road, Freetown

African Muslim Agency






Main Motor Road










Africanus Road, Kissy










Freetown

Y.M.C.A.







32 Fort Street, Freetown

Y.W.C.A.







Bismark Johnson, Street










Brookfields, Freetown

The Emergency Hospital





Goderich

Lumley hospital







Regent Road, Lumley

Kingharman Road Hospital





Brookfields

Macauley Street Hospital





Upper Regent Rd./Mountain Cut Juction

Rokupa Hospital






Wellington

BILLATERANL AID AGENCIES

G.T.Z.








Marine Resources House,










Old Railway Line, Brookfields










Freetown

USAID








U.S Embassy,










Walpole Street, Freetown

E.U. European Community





14 George Street,










Freetown

French Medical Co-operation





C/o French Embassy










Lamin Sankoh Street, Freetown

UN SPONSORED AGENCIES

UN Clinic







UN House










43, Siaka Stevens Street,










Freetown

W.H.O








Riverside Drive










Brookfields Freetown

UNICEF







UNICEF House,










Central Medical Stores,










Freetown

WFP








6th Floor,










Youyi Building, Brookfields










Freetown

UNOCHA







Bathurst Street, Freetown

UNHCR







Wellington Street,










Freetown

UNFPA







UN House,










43 Siaka Stevens Street,










Freetown

ILO








9th Floor, Youyi Building










Brookfields, Freetown

National Authorising Office





Office of the Vice President,

(NAO)








Tower Hill, Freetown

Kissy Urban Centre






U.M.C. 










Old Motor Road Kissy

Police Hospital







Kingtom Barracks,










Kingtom

Rijanic Clinic







Main Motor Road










Congo Cross,










Freetown

St.  Anthony’s Poor Peoples Clinic




Syke Street,










Freetown

Hill Station Hospital






Hill Station

(Choithram Memorial Hospital)




             Freetown

National Rehabilitation Centre




             Murray Town,










Freetown

St. John Clinic







Macdonald Street,










Freetown

Dr. A. B. Cole’s Hospital (West End Clinic)



Edward street,










Freetown

Eastern Clinic Mobai






Dr. B. M. Kobba










Berry Street, Freetown

LIST OF PARTICIPANTS/CONTRIBUTORS AT WORKSHOPS HELD IN BO 

MAKENI AND FREETOWNTO PREPARE MATERIALS FOR REVIEW OF THE NATIONAL

 OPERATIONAL HANDBOOK FOR PRIMARY HEALTH CARE

DIRECTORS


PROGRAMME MANAGERS

DISTRICT MED. OFFICERS
Dr. Noah Conteh                         Dr. Francis E. Nylander


Dr. J.N. Kandeh

Mr. M.S. Kebe

             Dr. Sahr Gevao



Dr. Vandy

Mrs. F. Mustapha
             Dr. Baimba Bayoh


Dr. Amara Jambai



Dr. P.A.T. Roberts

Dr. Magnus S. Gborie


Dr. Samuel J, Smith



Dr. Arthur E. Williams

Dr. Duramani Conteh


Dr. S.H. Baker




Dr. Clifford W. Kamara

Dr. Abdulai Jalloh


Dr. T.T. Lebbie




Dr. Alhassan Sesay

Dr. Abdulai Barbu


Dr. Victor Matt-Lebbie



Mr. Bassie Turay

Dr. Foday Dafae


Dr. Santigie Sesay



Matron Marina John

Dr. Abdulai Kaikai


Dr. Momodu Sesay



Matron Mabel Kuteh

Dr. K.S. Daoh



Dr. Alie A. Wurie







Mr. M.S. Ibrahim


Dr. Bum Kamara







Mr. Sahr Hemore


Dr. Yakuba Bah








Dr. M. Vandy



Dr. T.T.Samba





Ms. Sylvester Scott


Dr. Amara Jambai







Mr. Franklyn Bundu


Dr. S.A.S. Kargbo



DIST. H. SIS./MATRONS
DISTRICT HEALTH SUPT.

M&E OFFICERS
Beatrice Tommy

Bai M. Kamara



Aina Rose

Mariama Mansaray

A.B.Y. Bangura



Edmond Turay

Fatmata Mansaray

Mustapha Sesay


             Charles Kembay

Wani K. Lahai


Olai Sankoh



P.J. Kuyemba

Elizabeth Tucker

Lansana Conteh

Mary Fullah


Joseph S.L. Cole

Elizabeth Betty Lumeh

Michael Vandy



Hawa Kargbo


Pakinson Songo

Amber Coker


J.C. Williams





Christiana Masally

Harold Thomas

Ayeah Sesay

Isatu Timbo

Theresa Boima

Eva Kamanda

Rebbeca Caulkool 

RESOURCE PERSONS


NGOs/COMMUNITY REPRESENTATIVES
Mr. S.A.T. Horton



Mrs. A. Fergussion

Dr. .J.K. Sesay




Matron Alama Taylor

Dr. F.E. Nylander



Matron  RSLAF

Dr. Duramani Conteh 



Senior Section Chief  Bo Kakua

Dr. Amara Jambai



Senior Section Chief Bombali Sebora





Mr. S.T.J. Sawaneh 



Senior Section Chief Makanigbanti Chiefdom

Dr. Haroun Thouray                                              Dr. Sukana

Dr. Abu Pratt                                
             Sr. Kadie Dankey
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Mrs. Balu Thornton

Ms. Fatmata Collier

Mr. Tejan Bayoh

Members who finally approved the Reviewed & Updated Handbook.

Please accept apologies for names omitted/misquoted.







BOMBALI DISTRICT
	NAME OF CHIEFDOMS
	NAME OF PARAMOUNT CHIEFS

	Biriwa
	P.C.  Ahaji Amadu Mansaray

	Bombalisebora
	P.C.  Bai Sebora Kasanga II

	Gbanti Kamaranka
	P.C.  Alhaji Kandel Bangura

	Gbendembu Ndowahun
	P.C.  Kandeh Sao

	Liebesaygahun 

Magbaimba Nowahunetima  
	P.C.  Bai Yankay Kargbo III

P.C.  Ketima Kargbo (Regent)

	Makarie Gbanti
	P.C.  Masayale Tham II

	Paki Masabong
	P.C.  Masapaki Kabombor III

	Safroko Limba
	P.C. Bai Alimamy Dura

	Sanda Loko
	P.C. Bai Samura Sanu II

	Sanda Tendaren
	P.C. Bai Kandeh Wusu Sesay II

	Sella Limba
	Hon. Alhaji Kandeh Luseni

	Tambaka
	P.C. Alhaji Kandeh Kolleh

	Chairman Makeni Town Council

Chairman Bombali District Council
	Mr. Musa Mansaray

Mr. Eric Dura Sesay


TONKOLILI DISTRICT

	NAME OF CHIEFDOMS
	NAME OF PARAMOUNT CHIEFS

	Gbonkeleken
	P.C.  Bai Sunthuba Sarr II

	Kafesimira
	P.C.  Alimamy Bangura II

	Kalansogoia
	P.C.  Alimamy Yallan Koroma II

	Kholifa Mabang
	P.C.  Bai Mali Foray III

	Kholifa Rowalla
	P.C.  Bai Yorsoh Kholifa II

	Kholifa Mabang
	P.C.  Bai Mali Foray III

	Kuniki Sanda
	P.C.  Bai Kurr Kanagbarosanka

	Kuniki Barina
	P.C.  Alimamy Kanu II

	Mara Malal
	P.C.  Bai Lai N’soila

	Sambaia Bendugu
	P.C.  Alimamy Khulio Jalloh II

	Tane
	P.C.  Bai Kafari Ropolo II

	Yoni 
	P.C.  Bai Seobora Kondor III

	Chairman Tonkolili District Council
	P.C.  Mr. D.K. Jalloh


KAMBIA DISTRICT

	NAME OF CHIEFDOMS
	NAME OF PARAMOUNT CHIEFS

	Brimaia
	P. C. Alimamy Muminie II

	Care Taker
	Gbileh Dixon

	Magbema
	P. C. Bai Farma Bubu Ngbak III

	Mambolo
	P. C. Somanoh Kapen II

	Masungbala
	P. C. Bai Kelfa Sankoh II

	Samu
	P. C. Alhaji Hassan Yek II

	Jomco-Limba
	P. C. Kandeh Kogba II

	Chairman Kambai District Council
	Mr. O.S. Fofanah


PORT LOKO DISTRICT

	NAME OF CHIEFDOMS
	NAME OF PARAMOUNT CHIEFS

	Bureh/ Kasseh/ Maconteh
	P.C. Bia Bureh Sallu Lugbu II

	Buya Romende
	P. C. Bai Banta N’Kenedy II

	Dibia
	P. C. Bai Sheka Bundu II

	Kaffu Bullom
	P. C. Bai Shebora Komkanda

	Koya
	P. C. Bai Kompa Bomboli

	Lokomassama
	P. C. Bai Sama Lamina Sam II

	Maforki
	P. C. Bai Forki Sonkoi  II

	Marampa 
	P. C. Bai Kobla Queen II

	Masimera
	P.C. Bai Simera Thonla II

	Sanda Magbolontoh
	P. C. Sanda Sorie

	TMS (Tinkatopa/ Makama/Safroko)
	P. C. Bai Kama N’Thunku

	Chairman Port loko District Council
	Mr. J.B. Amara


KOINADUGU DISTRICT

	NAME OF CHIEFDOMS
	NAME OF PARAMOUNT CHIEFS

	Dembalia Musaia
	P.C  Alhaji Jawara III

	Dembelia Sinkunia
	Hon. Alimamy Lahai V

	Diang
	P.C.  Sheku Magba III

	Kasunko
	P.C.  Lamina .B. Serry

	Mongo
	P.C.  Bala Bockarie Mara II

	Neya 
	P.C.  Gbondo Modusulai II

	Neni
	P.C.   Bala Kely Koroma II

	Sengbe
	P.C.  Ali Balaosama Mara III

	Sulima
	P.C.  Manga Salifu III

	Wara Wara Bafodia
	P.C.  Amidu Mansaray I

	Wara Wara Yagala
	P.C.  Yembeh Mansaray III

	Chairman Koinadugu District Council
	P.C.   Mr. Mfayee Turay


PUJEHUN DISTRICT

	NAME OF CHIEFDOMS
	NAME OF PARAMOUNT CHIEFS

	Barri
	P.C. Vandi Kohun Magona III

	Gallinas – Perri
	P.C. Alhaji Issa Baimba Kamara – Koroma

	Kpaka
	P.C. Alhaji Senesie Rogers (Regent Chief)

	Makpele
	P.C. Metzger Bondo Konneh

	Malen
	P.C. Victor Brima Sidie Kebbie III

	Mano – Sakrim
	P.C. Edna Fawundu

	Kpanga – Kabondeh
	P.C. Alimammy Jaiah Kaikai III

	Panga Krim
	P.C. Samuel A.S. Gbonda

	Pejeh
	P.C. Haja Koroma

	Soro-Gbeima
	P.C. Vanjawa Zombo

	Sowa
	P.C. Lahai Sowa III

	Yakemo-Kpukumu-Krim
	P.C. Matilda Yayu Mina

	Chairman Pujehun District Council
	Mr. Nasiru Deen-Magona


KENEMA DISTRICT

	NAME OF CHIEFDOMS
	NAME OF PARAMOUNT CHIEFS

	Dama
	P.C. Mohamed Sandi Fohwai

	Dodo
	P.C.Foday Fabbah Kpaka

	Gaura
	P.C.Alhaji B.M Gpatehkaka

	Gorama mende
	P.C.Madam Mabel Kanja Gassama

	Kandu Leppiama
	P.C. Madam Theresa Vibbi

	Koya
	P.C. Lamin Mustapha Kanneh

	Langrama
	P.C. Albert .M. Pewa II

	Lower Bambara
	P.C. Alimamy .M. Fama  IV

	Malegohun
	P.C. Madam Sotta Gendemeh

	Niawa
	P.C. Joe Amara Teime

	Nomo
	P.C. Braima Kamara

	Nongowa
	P.C. Alhaji Amara Bonya Vangahun

	Simbaru
	P.C. Madam Mamei Gamanga

	Small Bo
	P.C. Mohamed Daffe Benya

	Tunkia
	P.C. Amara Goway Sama V

	Wando 
	P.C.Henry .K. Fangawa

	Chairman Kenema District Council

Chairman Kenema Town Council
	Mr. Patrick Samu

Mr. Evans Gbemeh


KAILAHUN DISTRICT

	NAME OF CHIEFDOMS
	NAME OF PARAMOUNT CHIEFS

	Dia
	P.C. Thomas Gaima

	Jaluahun
	P.C.M.B. Jimmy JajuaV

	Jawei
	P.C. Kallon

	Kissi Kama
	P.C. Fayia Morlu Jabba III

	Kissi Teng
	P.C.Tamba Jusu Ganawa

	Kissi Tongi
	P.C.Nyuma .S. Sahr Kallon

	Luawa
	P.C.Mohamed .S. Kailondo Banya IV

	Peje Bongri
	P.C.Charles Lamin Ngobeh IV

	Peje West 
	P.C.M.K. Mustapha Gebeh IV

	Malema
	

	Mandu
	P.C.Bai Coomber

	Penguia
	P.C. F.S. Kabba Sei

	Upper Bambara
	P.C. Gondo

	Yawei
	P.C Kuyembeh

	Chairman Kailahun District Council
	Mr. John Benjamin


BO DISTRICT

	NAME OF CHIEFDOMS
	NAME OF PARAMOUNT CHIEFS

	Badjia
	P.C. Samba Bindi Hindowa

	Bargbeh 
	P.C. Manfred .M. Gbenga

	Bargbo
	Lamin Sese Mbulor (Regent)

	Baoma
	Chief Albert Sandy Demby (Regent)

	Bumpeh
	Henry Bakarr Borbor II (Regent)

	Gbo
	P.C Alfred Lamboi Foray IV J.P.

	Jaima Bongor
	P.C. Sam Hinga Norman (Regent Chief)

	Kakua
	Chief Joe Kpundeh boima (Regent)

	Komboya
	Chief J.S. Thomas (Regent)

	Lugbu
	Chief A. J. Nallo  (Regent)

	Niawa Lenga
	Chief Md. Soffie Nallie II (Regent)

	Selenge
	Md. Hawa Ngokowa Yamba

	Tinkoko
	Chief Michael Kenewa Gibeha (Regent)

	Valunia
	Md. Veronica V.M. Gbanie II

	Wonde 
	Chief Mohamed Brima Dabo (Regent)

	Chairman Bo Town Council
	Dr. Wusu Sannoh


BONTHE DISTRICT

	NAME OF CHIEFDOMS
	NAME OF PARAMOUNT CHIEFS

	Bendu Cha
	P.C. S. M. Koroma

	Bum
	P.C. Margaret .T.J. Sebureh

	Dema 
	P.C, Samuel .G. K. Ngabay

	Imperri
	P.C. Md. Hawa .K. Son Kanu IV

	Jong
	P.C. Jonathan Sama (Regent Chief)

	Kapandakemoh
	P.C. Jonathan Lebbie

	Kwambai Krim
	P.C. Moses .M. Sandy

	Nongoba Bullom
	P.C. C. W. Tucker

	Sittia
	P.C. J. B. Brandon

	Sogbini
	P.C. Steven Wannie Bio III

	Yawbeko
	P.C. Joe Jangba

	Shebro Urban District Council Chairman
	Joe Benya


MOYAMBA DISTRICT

	NAME OF CHIEFDOMS
	NAME OF PARAMOUNT CHIEFS

	Bagruwa
	Chief Junisa Baimba –Regent

	Banta Gbangbatoke
	P.C. Edgar Striby Margai 

	Bantamokelle
	P.C. Tommy Moilaylay Jombila VIII

	Bumpeh
	P.C. Charles .B. Caulker

	Dasse
	P.C. Haja Fatmata Koroma Kargue VII

	Fakunya
	P.C. Kavura Kongo Bah II

	Kagboro
	P.C. Sigismond O. Caulker

	Kaiyamba
	P.C. Md. Ella Goblo Gulama

	Kamajei
	P.C. Rev: Dr. Jeremial Joe Yovone

	Kongbora
	P.C. Ndomanwa Banya

	Korie
	P.C. Thomas .B. Gbappi IV

	Kowa
	P.C. James .W. Quee II J.P.

	Ribbi
	P.C. Foday Mahoi

	Timdale
	P.C. Md. Mattui Kai Jimbo

	Chairman Moyamba District Council
	Mr. David S. Woobay


KONO DISTRICT

	NAME OF CHIEFDOMS
	NAME OF PARAMOUNT CHIEFS

	Fiama
	Chief Sagbodabatie-Fomba (Regent)

	Gbane
	P.C Nyademo Quee II

	Gbane Kandor
	P.C Sansi Quigba

	Gbense
	P.C. Fenge K. Kamachende

	Gorama Kono
	P.C. S. C. N. Kono Bundor II

	Kamara
	P.C. Melvin Ngekia

	Lei
	P.C. Fengai Mani

	Mafindor
	P.C. Abu Bawah Konkoba

	Nimikoro
	P.C. Maartin Ndapi Torto II

	Nimiyama
	P.C.Martin Ndapitoto II

	Sandor
	P.C. Kenneth Sorie-Regent

	Soa
	P.CSamuel .E. K. Foryoh III

	Tankoro
	P.C. E.T.T. Nyadobo

	Toli
	P.C. S. M. Soloka Bockarie III

	Chairman Kono District Council
	 Mr. Sahr Tamab
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TO PLAN IS TO CHOOSE
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Health information is needed to make health service decisions





Local health workers use local health information
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The main elements of Primary Health Care
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The procedure is shown in the fol







lowing diagram:
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and d







rugs needed to do 







it
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deficiencies and gaps for 







further training needs
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