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CBHPP
Community Based Health Promotion Programme.
The Association for Traditional Halers in Tanzania)

DMO     District Medical Officer

HIV
Human Immunodeficiency Virus.

JUA      Jadi na Utamaduni katika Afya (swahili expression literally; 

             ‘Traditions and Culture in Health’).

KMT      Kanisa La Mennonite Tanzania 

             (The Tanzanian Mennonite Church)

MOH
Ministry of Health.

NDDH
Nyerere Designated District Hospital.

RC        Regional Commissioner

RMO
Regional Medical Officer.

WHO    World Health Organisation                     

Executive Summary

Project Name: Bethsaida – Centre For Health and Development
Owner & Applicant:

Bethsaida, non profit Company ltd, Centre for Health and Development
Collaborators:

Regional Medical Officer’s (DMO’s)  office through the Musoma District Medical Officer’s  (DMO’s) 

Kanisa La Mennonite Tanzania (KMT)

Tanzania Family Relationship Foundation (TAFAREFO)

Shirati Health and Development Foundation (SHED)

KMT Shirati Hospital

Nyerere Designated District Hospital (NDDH)  

Jadi na Utamaduni katika Afya (JUA). 

Contact Persons / Facilitators:

Mrs. Elisabeth de  Quant

Papegaailaan 23,

2566 XP Den Haag,

The Netherlands.

Tel: +31 (0)70 3642606

Email: dequant1@wanadoo.nl
Mr. Musuto & Mrs. Marja Chirangi,

Dorstige Hartsteeg 14,

3512 NV Utrecht,

The Netherlands.

Email: mchirangi@casema.nl
Tel. +31 (0)30 2312415
Mr. Jumanne Magiri

C/o. P.O. Box 17
Mugumu, Serengeti

Tanzania

Email: cbhpp@africaonline.co.tz
Tel. +255(0)282621439 / +255(0)787678535
Location: Mara Region of Tanzania with its 4 Districts namely Musoma, Tarime, Bunda and Serengeti, 

General Target groups: 

People of all demographics with diseases and other health related problems that can be attended at a health centre and related outreach health facility services.   

.

Project Duration: 

3 years (2007-2010). Budget given is specifically for the 1st year (2007). Subsequent budgets will be availed in accordance with the project plan of action. 

Total Expenditure:
See Part I, page 6




I
INTRODUCTION 

1.1
How it started and general goal

Bases on vivid personal encounters and experience sharing of health service delivery in Mara region of Tanzania, practitioners of diverse fields of specializations and interests in health sector namely, Els (Nursing & Homecare Services), Musuto (Health Management & Medical Anthropology), Yusuf (Chaplaincy & Accountancy), Bwire (General Medical Practice) and Marja (Tropical and Community medicine practice) agreed that just like many other places of Tanzania, majority of Mara residents like those of other developing countries are characterized with poor health status, which is also a causal-effect element of the overall poverty. 

That among different causative factors, poor and inadequate health services is the major factors in the region. This is due to mainly a combination of insufficient human resources, inadequate medical supplies and equipments and too much workload to few available Health Facilities to respond to diverse individual and community health related needs. Needless to be overemphasized, apart from having all the needed resources, all services given be they from a stationary centre or from a mobile arrangement can be affordable and of high quality if and only if the said organisation is run not only effectively but also efficiently. This is the vision we envisage to establish and run a Health Centre with her outreach services as our complementary support to the government on the way of to bridge the gap between health services needs and actual facilities in Mara region.

1.2
Name and Acronym.

The health centre shall be called BETHSAIDA.  

This name is derived from the ‘Pool of Bethesda’ (John 5:2) from which its alternative renderings of its name include Bethzatha and Bethsaida. Our stress eminates from the question Jesus askes the lame man, ‘ Would you like to get well?” and his answer, ‘I have no one to help me into the pool’ 

We can tell from this that it was a lack of opportunity, not a lack of will, which kept him paralyzed. He apparently wanted to get well, but lacked the opportunity. 

Bethsaida will be committed as much as possible in her reach to offer equal affordable opportunities to people in need of health services even if it means us reaching them.

1.3
Organisation & Management

Bethsaida shall be one of the Projects of an NGO by the name Bethsaida – Mennonite Foundation of Healthcare and Development. Therefore, It will be managed under the organisational structure of the owner foundation as drawn in appendix 1.

The top most body that shall govern the whole organisation is an independent HB Management Board that shall be comprised of five Ordinary Members (appointed in accordance with the Foundation Constitution) and one Ex-Official member who will be the HB Co-ordinator. Among other things, this board shall be responsible mainly on matters related to the Institutional Policy making. It will be liable to meet at least twice a year.

The day to day running of the HB shall be planned, managed, controlled, supervised and evaluated continuously by the HB Management Committee whose members shall be the Head of all Units (i.e Medical, Nursing, Diagnostic and Institutional Services Units) under the leadership of the HB Co-ordinator who will be their Chairperson. The Management Committee shall meet regularly such as not less than once a week for effective communication and activity implementation planning purposes.

4. The present project description

Though we know that this is a continuous project, for the sake of planning and especially budgeting, this project under the duration of 2008-10, is a Health Facility with category level of a 10 bedded Health Centre where health services will be given to both in and outpatients. Diagnostic services and minor surgery will also be undertaken. Low profile targeted outreach activities around Musoma town shall also be co-ordinated from the centre. At all times the health facility will also support Governmental and NGO’s efforts to educate the mass on public health and support of healthy promoting life styles in the societies.

1.4
Target groups and area

Bethsaida is expected to cater for 50,000 people: approximately the population of one administrative division. In accordance with the burden of diseases in Mara region, though all possible health problems will be addressed, the outreach service will vigorously operate with a high priority to help the disadvantaged children and elders, especially those with disabilities and chronic Illnesses. 

II
MISSION STATEMENT

Bethsaida exists to fulfil the call of Holistic Ministry that identified itself with the under privileged needy people in Tanzania. We seek to facilitate capacity building or development of the targeted population through planned activities. 

III
ORGANISATIONAL VISION
Bethsaida and her programmes as a nationally recognized Health Center, will continue to collaborate with the community to provide not less than satisfactory customer health care services. 

Our vision for the future includes a commitment to working with other providers to offer comprehensive and integrated health services available to the public while emphasizing affordability and quality in all her educative, preventive, curative, rehabilitative and health promotion activities. 

IV
ORGANISATIONAL PHILOSOPHY

We believe in efficient management and good stewardship. We therefore cling to practical and appropriate procedures that manifest integrity, servant-hood and peace making for holistic development of mankind. 

V
PROJECT JUSTIFICATION AND RELEVANCE

This project is in line of Private – Public mix strategy of the present Tanzanian Ministry of Health and Social Welfare Health Sector Reforms (HSR) that promotes active Private Sector participation in health service delivery including Indigenous Health practitioners.     

According to available annual health statistical abstracts
, Mara region like most parts of Tanzania has both enormous insufficiency both in terms of the number of health facilities and human resources to offer readily health services to meet peoples’ needs.

The national average number of Persons per Nurses now is 5,000. While that of persons per doctor is 138,000 per Doctor. The number goes higher to other specialities like Oral and Dental where the Ministry records an average of 356,000 Persons per just a Dental Assistant. This implies very huge workload to health personnel. Hence less time spending to a Patient or you end up having many un-attended inpatients. 

The said statistics shows that for Mara region, the ratio of a Doctor to the population is 1:  58,000. That of a Nurse to the population is 1:4,000. We also realize another reason for limited access to health service to be few Health Facility.

Mara region with its 429 villages and about 1,563,000
 People harbours only 7 Hospitals, 20 Health Centres and 188 dispensaries. To run such a project tries to diminish the gap between reality and the ideal standard situation.  


VI
LOCATION AND TARGET POPULATION

6.1
Geographical  location:

This project covers one administrative Region called Mara with its four Districts (see map2) namely Musoma (Rural & Urban), Bunda, Tarime and Serengeti. Most of the area is within the Lowlands, but some in midlands and a very small portion in highland. This Area is in the northern part of Tanzania mainland and borders the Republic of Uganda and Kenya in the north, Arusha to the east, Shinyanga in the South, Mwanza in the South West and Kagera in the West over the Waters of lake Victoria. Geographically it lies between Latitudes 1˚ 0˚’ and 2˚ 31’ south of Equator and between Longitudes 33˚ 10’ and 35˚ 15’ east of Greenwich.


Map 2: Mara Region  and her administrative Districts.


Administratively, Mara region is divided into 21Divisions which in turn are subdivided into 117 Wards and further down to 429 Villages as shown in the table1 below: 
Table 1. Districts of Mara region

	District
	Division
	Ward
	Villages

	Musoma
	5
	39
	104

	Tarime
	8
	40
	157

	Bunda
	4
	20
	93

	Serengeti
	4
	18
	75

	Total
	21
	117
	429


Source: National Bureau of Statistics & Mara RC Office 2003 Publication of 

        The Mara Regional Socio-Economic Profile

6.2
Climate, Soil & Topography

Mara has an average annual temperature of 28. The region can be categorized in climatic zones as follows :-

The Northern Zone which includes Tarime district and part of Serengeti. This zone and with annual rainfall of 1250 –200 mm

The Central Zone found in Musoma and Eastern part of Serengeti. Average annual rainfall ranges between 900 to 1300mm.

The lowland Zone which is Bunda and the places at the lake shores with average rainfall of 700  -  900 mm/year

The rainy seasons are:

Short Rain Season: (September – November/December).

Long Rain Season: (February – May).

The weathering of granite rocks forms the regional soil texture. The soil vary from gravel, red sandy soil,light sandy loams, grey clay to black calcareous clay.

The region falls in the Lake Victoria basin. With its perennial river Mara, the region has also other steams like Suguti, Lyarano,Tigitai, Mori and Rubana that are seasonal.

Among the highest hills available are Ryamakongo (1259 m), Kibayo (1254 m) and Nyabisonga. The topography of the region manifests wide valleys and occasional steep sided hills. 

6.3
Traport and Communication

Mara residents and non-residents alike commonly use the following means of transport road, water and air. ROADS:

Table 2. Length of Road network by grade and by District , mara region 2002
	District
	Grade (Km)

	
	Trunk
	Regional
	District
	feeder
	Total

	Musoma
	96
	196
	265
	327
	884

	Tarime
	139
	273
	215
	270
	897

	Bunda
	91
	126
	167
	254
	638

	Serengeti
	79
	131
	174
	117
	501

	Total
	405
	726
	821
	968
	2920


Source: The RC’s Office, Musoma, 2002
Mara has a total road network of 2920 km long made up of 405 km Trunk, 726 km Regional and 821 District and 968 km feeders. When spread to the overall region, these roads give a regional road density of 0.23 km per square.km of land.

Most roads are made up of gravel and thence making them vulnerable to harsh weather conditions especially torrential rains.  As a result being seasonal. However there is a paved road that connects the area from Tarime, Musoma Township, Bunda and Mwanza.

WATER:

For passengers and goods water is the second most used means of transport, mainly used by lakeshore residents and islanders who travel by sail boats, motorboats and paddled boats.  The condition of water borne transport is usually good with exception of fierce wind and heavy rains.  The situation is worse at points where the river and tributaries enter the lake.  Safety measures are not widely applied, and the residents are less sensitised on proper use.

AIRWAYS:

Musoma Airport serves commercial and non-commercial flights for chartered aircrafts for passengers and cargo. Otherwise, there are also small airstrips for emergency medical care and evacuations as well as for Flying Doctors’ Services.  

TELEPHONES, TELEFAX AND E-MAIL:

All district headquarters are connected to automatic phone system thence potentially able to use other electronic communication means like fax, e-mail.  With the fast growing Information Communication Technology (ICT) in the area it is possible to use electronic media in almost every district  easily except for the case of Mugumu -Serengeti.

6.4
Electricity

All district headquarters are connected to the National Electrical Grids.  This makes modern technology that needs reliable power source to be applied to most places of in all Districts. The renewable energy like photovoltaic and wind is potential but not usually tapped.
6.5
Water Supply

Most parts rely on natural water sources, Musoma and Bunda being endowed with Lake Victoria, and Mara River.  While Serengeti District has some rivers like Mara, Grumeti and seasonal tributaries.  Nonetheless most people use shallow wells, dams and springs for human consumption and livestock drinking.  Unfortunately due to the sanitation problems the safety of water for human consumption is not guaranteed.

6.6
Population

Table 3. The Projected Distribution of the Population by Districts of Mara region.

	District
	2002 Census Total Population


	Projected Population in the Projects period

	
	
	2005
	2007

	Musoma
	439,195

	473,000
	499,000

	Tarime
	492,798
	539,000
	571,000

	Bunda
	260,000
	278,000
	290,000

	Serengeti
	176,609
	192,000
	203,000

	Total
	1,368,602
	1,484,005
	1,565,007 0


Source: National Bureau of Statistics & Mara RC Office 2003 Publication of

The Mara Regional Socio-Economic Profile

Table 4. Percentage distribution by sex and broad age groups:
	AREA/SEX
	AGE GROUPS

	
	0-14 Years
	15-64
	+65

	Mara Region
	
	
	

	Total
	49.3
	46.8
	3.9

	Males
	52.2
	43.8
	4.0

	Females
	46.7
	49.5
	3.8


Source: The President’s Office, 1988

The Census reports that there is a substantial increase of the elderly group in the community. It has been noted that most of them are retired, some undergoing degenerative disorders due to various reasons.  At the same time some are compelled to continue winning the household bread as the most productive age groups are eroded by the complications of AIDS. The regional population has increased two and a half times in the period between 1967 and 2002.   

The projected growth rate for the period 2002/2012 is expected to be 2.7%. Mara is the seventh most density populated region after Dar-es-salaan, Mwanza , Kilimanjaro, Mtwara, Tanga and Kagera  at 43.7 Population per sq.km. In 202 the regional average householod size was 5.5

6.7
Ethnicity

The region is multi ethnic with the following dominant ethnic groups:-

· Wakuria – Wakuria, Wangoreme, and Wakiroba.

· Waikoma – Waissenye, Wanatta and Ikoma.

· Wajaruo - Wajaruo

· Wazanaki – Wazanaki, Waikizu, Wasizaki and Wakabwa.

· Wajita – Wajita, Waruri and Wakwaya.

Each ethnic group is identified by unique tradition and culture.  At least all of them traditionally share one common value, showing respect and continue utilization of Traditional Medicine. All Traditional societies in Mara Region also are Patriarchal thence practising Male domination over and to Females.

6.8
Main Economical Activities 

Both males and females In Mara Region are economically active from a very tender age (age group 10-14) until they are fairly old age group 60-64 years (President’s Office, 1988).  In schools students are mostly between the age groups of 10-14 and 25-29 respectively.  With those who are in primary and secondary schools aged between 7-25 years.  While older students than 25 years are in institutions of higher learning.

Agriculture

Although essentially subsistence in nature, agriculture employs most residents in a mixed form (i.e. livestock and crop rearing). Major cash crops are cotton, tobacco, sunflower and coffee in the highland zone. Other subsistence crops are cassava, sweet potatoes, millet, sorghum, maize, millet, groundnuts, legumes and Paddy, which is gaining some popularity. In Cattle livestock Census, the region was ranked
 5th. by having 969,766 all types of cattle.

Low crop production has been linked with unreliable rainfalls, soil infertility and cassava mealy bugs 

Fishing 

Fishing communities along riverbanks, lakeshores and islands in Lake Victoria.  Fish mongers mainly practiced by both females and males.  This industry predisposes employees to risky behaviours as they usually move according to the fish catch.  They are usually predisposed toCasual sexual relationships, Alcoholism, Malaria and Schistosomiasis infections.

Hunting

Some Serengeti and Bunda residents hunt in game reserves and controlled areas. Their movements are usually determined by the success or failure of the hunting practice.  Most of them are illegal (poaching) and thence prone to the long-term jailing sentences if convicted.  This lifestyle puts them into seek and hide phenomenon with a tendency of temporary settlements as a result they are prone to: Wildlife assaults buffalo, lion, leopard etc and Anti poaching squad (Rangers) assaults.

Mara region recorded a Gross Domestic product (GDP) of Tsh. 245,495 Million in 2002. The per capital GDP in USD for 2000 was 190 while the average % contribution to the National GDP was 3.45 therefore ranking Mara region to the 13th position in the country. 

Wildlife and Tourism

Areas of attraction for tourism include, the Serengeti National Park, Lake Victoria and Rukuba island,  

Mining.

The region is rich in minerals like gold, Kaoline, limestone and gemstones in different places as depicted in following table: -

Table 5.  Mining centres in Mara Region

	District
	Names of mining centres

	Musoma
	Buhema*, Sirorisimba, Nyasirori,Katario, Suguti,Ikungu  

	Serengeti
	Naigoti, Majimoto, Kemarambo and Mirega 

	Bunda
	Bulamba, Kabasa, Kinyambwiga, and Nyaburuda

	Tarime
	Nyamongo*


 * Commercial production on large scale

It is however noted that the impact of these mines to the overall population livelihood improvement in the region is minimal. Most of inhabitants are engaged in small scale and risky techniques of extraction.  

6.9
Education

By the year 2002 at the start of the Primary Education Development Programme the average total enrolment went up to 214 per 1000 population. The total enrolment reached 292,707.

However, it was found that there is a deficit number of Teachers in the region as the average teacher ration for primary school was projected to be 58.1 Also there was a percentage deficient of about 47 for classrooms in the region. This made the number of average Pupil per classroom to be 84. The same report from RC Office showed that there has been deterioration in the number of girls relative to boys in the population of Primary school between 1978 and 2002. With all efforts of every Local council still the average number of pupils’ per desk in the region was 6, another facility shortfall in the system.  

Serengeti and Tarime have had the poorest record in the enrolment of girls as compared to boys. The 2002 compiled data from RC office shows a sex ratio of 106:100 for primary school while in secondary school the 2002, the girls counted only for 28% of the total enrolment as given in the table and the corresponding chart.
Table 6.  Trend in enrolment of secondary schools by sex in mara region. 

	Sex
	1996
	1997
	1998
	1999
	2000
	2001
	2002

	Boys
	5511
	6613
	7229
	5594
	6744
	7719
	9578

	Girls
	3124
	3749
	4499
	4397
	5128
	4770
	3748

	Total
	8635
	10362
	11728
	9991
	11872
	12489
	13326
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Many primary and secondary leavers who cannot join Universities and other Colleges join Vocational Training Centres. Skills been acquired there include those of mechanics, masonry, carpentry and joinery, fisheries, accounts, tailoring, secretarial studies etc 

As in other regions of Sub-Saharan Africa, the literacy rate and poverty lines are regarded as among the determinants to poor health status due vulnerability to communicable diseases, HIV and STI’s in particular, poor utilization of the available health services etc. According to the information given we observe that efforts to educate children are directed to boys more so than girls, therefore making them more disadvantaged in education as in other social services. The main pretext being that once girls get married they start ‘benefiting’ their newly linked families.  Therefore the tendency has been to support boys as they are usually regarded as heirs of the family.  From the year 2002, the Government has waived off all enrolment setbacks to primary school, which includes the Universal Primary Education (UPE) annual fees.  Once this is successfully implemented it will help in the road towards equal education opportunities for both (boys and girls).  Other challenges will be the procurement of uniforms, exercise books, textbooks and other necessary materials and the more the attitude change by parents and especially elders in the villages.

VII
HEALTH MATTERS-THE SITUATION ANALYSIS

To date, Tanzania like many other developing countries is still characterized with poor health status. People continue to be hit more severe by communicable and preventable diseases. Data
 shows that on average Tanzania has a low life expectancy rate at birth of about 46, Maternal Mortality rate per 100,000 is about 770, Death rate per 1000 people reads to about 16 while the rate of Population per Doctor
 stands at about 23,454. HIV/AIDS epidemic has had adverse impact not only to the health status but also to the overall livelihood of Tanzanians. 

As the Presidents office for Planning and Privatisation attests
, Mara region one of the poorest area is well exemplified by the fact that her priority health problems are largely preventable and associated with poverty (see documented data on the region’s health matters in table 8 & 9).

Table 7. Health indicators of Mara region
	Problem
	Indicator & year
	Rate
	Source

	HIV/AIDS
	Highest Prevalence % among blood donors in 2000
	14.3 in Tarime district of Mara Region 
	Health statistics abstract 2002 by MOH of Tanzania

	
	AIDS cases and case rate in 2000
	387 cases with case rate of 28.6
	

	Measles
	Reported cases in 2000
	465 in Mara Regional total
	Health statistics abstract 2002 by MOH of Tanzania

	Low Vaccination coverage
	The lowest Routine vaccination % coverage in 2000
	69 in Musoma Rural 
	Health statistics abstract 2002 by MOH of Tanzania

	Insufficient Health Facilities (dispensaries, Health centres and Hospitals)
	Average number of Health Facilities per 10,000 Population in 2000
	1.5 in Mara Regional total
	National Bureau of Statistics & Mara RC Office 2003 Mara Regional Socio-Economic Profile

	Insufficient Doctors 
	Average number of Population per Doctor in 2001
	78,412 in Mara Regional total
	National Bureau of Statistics & Mara RC Office 2003 Mara Regional Socio-Economic Profile



	Children underweight
	% of severely underweight Children  in 2000 and 2001
	3.3% and 2.1 %

in Mara Regional total
	National Bureau of Statistics & Mara RC Office 2003 Mara Regional Socio-Economic Profile

	High Mortality  Rate 
	Infant Mortality Rate and under five Mortality Rate in 1999
	IMR =112

U5MR = 189

In Mara Regional Total. 
	National Bureau of Statistics & Mara RC Office 2003 Mara Regional Socio-Economic Profile

	Fatal Diseases 
	Top five reported causes of Mortality in 2001 and % share 
	1. Malaria – 36.7 

2. Anaemia – 29.8 

3. T.B – 16.0

4. Pneumonia – 10.8

5.Clinical AIDS -6.6
	National Bureau of Statistics & Mara RC Office 2003 Mara Regional Socio-Economic Profile


Table 8. The top most five commonly reported causes of Morbidity in Mara Region in 1996 and 2001

	Disease
	1996
	2001

	
	Number of Occurrences
	% Share of the top 5
	Ranking
	Number of Occurrences
	% Share of the top 5
	Ranking

	Malaria
	438,160
	63.1
	1
	335,593
	58.8
	1

	URTI
	110,307
	15.9
	2
	87,514
	15.3
	2

	Diarrhoea
	67,237
	9.7
	3
	67,770
	11.9
	3

	Pneumonia
	41,212
	5.9
	4
	29,563
	5.2
	5

	Int. Worms
	37,490
	5.4
	5
	50,511
	8.8
	4

	Total
	694,406
	100.0
	-
	570,951
	100.0
	-


Based on the information above, it seems that in the five years the top five causes of sickness in Mara region have not changed. These are Malaria, Upper Respiratory Tract Infections and Diarrhoea and followed by either Pneumonia or Intestinal Worms. Combining both morbidity and mortality information it is evident that malaria and the associated anaemia continue to be the leading health problems in the region by more than one half of the share. During 2001 top Mortality cases, it was noted that Clinical AIDS and T.B had replaced Diarrhoea and Intestinal Worms. Actually as the Regional Authority puts it these are the modern scourges and in most cases are closely associated.    

While it is important to pull resources to curb these diseases by trying to reduce or interfere the pathological cycles and the associated Carriers e.g. through distribution of mosquito nets and so on, it is equally crucial to study and address some socio-cultural issues and actors that have substantial weight in health related behaviours and therefore determining health levels of the people in Mara region.

The JUA pilot study 
 revealed that still in Mara region the majority of People both in Rural and Urban do medical shopping as they struggle and search for appropriate therapies to either maintain or improve their health status be it from the formal (modern) health sector, from traditional health sector or from self medication and maintenance.   In Mara region like in other places there exist Traditional Health Practitioners (exact number not known) like Herbalists, Traditional Birth Attendants, Fortune Tellers, Traditional Drug Vendors, Circumcisers, Funeral undertakers, Spiritual and Faith Healers. These are individuals much respected in societies and are consulted for advises and other health services and products they offer.

VIII
GENERAL PROBLEM STATEMENT

Insufficiency healthcare Practitioners and inadequate health facilities with sufficient requires materials have brought poor health services delivery in Mara region. This in turn affects negatively the health levels of the population. 

To this end we need to pull resources and plan strategically to establish quality viable health facilities and educational project to educate the mass, build capacities of practitioners, prevent diseases and risky factors together, treat appropriately, care humanly and promote lifestyles and environment that enhances good health and decent livelihood. 

This can be possible through concerted efforts of different actors namely the government and all other stakeholders - members of the civil society such as NGO, Religious Institutions, Civil Servants, Private Practitioners, Learning Institutions, Tribal Elders, Indigenous Health Care Providers, Customers of health care services, Parents, Collaborators as well as partners within the country and from abroad.

IX
SUSTAINABILITY

Bethsaida-Menno Foundation aims at establishing and running organisations and programmes professionally with competent human resources and effective management tools and policies to ensure continuity. 

The whole subject of supporting appropriate activities and services of indigenous Health providers while discarding unworthy to be preserved traditions and beliefs will also be enhanced. 

Further, all projects shall seek to incorporate Community Participation be it in planning, execution, controlling and evaluation.

X
DURATION & THEMES

For the sake of administration the present project period 2008-2010 is dived into two themes as follows:
	Period
	Major Themes

	2007 -2008
	Fund raising and Institutional setup

	2009 - 2010
	Project implementation 


XI
PROJECT PRIORITY AREAS

Based on the analysed two theme- project period, the following are identified priority areas to be dealt with:-

1. Mobilization of all types of required resources. i.e financial, material and information.

2. Establishment of a legal and professional entity to run the project

3. Infrastructure development 

4. Recruitment and placement of competent human resources

5. Efficient running of the project

6. Project appraisal

XII
INTERVENTIONS

12.1
Project Objectives

Interventions are focussed on six main objectives related to the priority problems. That, at the end of the projects year 2010 :
1. All the required financial and or material resources will have been realized in accordance with the set budget.

2. A Health Centre namely Bethsaida with permission to undertake outreach services will be registered.

3. At least all buildings, a fence, a small garden and a good passable road will have been in place

4. At least the required establishment minimum number of qualified staff will be in work

5. Bethsaida will be continuing to give quality health services accordingly

6. A project evaluation will have been conducted and communicated to all concerned parties

12.2
General Objectives for Bethsaida services

To improve the status of health among people in the target area of Musoma through both medical and non-medical interventions such as counselling. 

1. To arouse adequate consciousness about hygiene and health seeking lifestyles in the communities. 
2. To influence positive community participation towards health related projects. 

3. To offer outreach healthcare services especially to disadvantaged people with chronic diseases and disabilities in our target area. 

4. To encourage, support and integrate competent practitioners and programs of worthy to be preserved traditional health services into the modern heath sector.
12.3
Strategy

All project Facilitators and collaborators will use their contacts and experience to reach out to potential donors and contractors such as Funds, individuals, Government and International organisations such as NCDO, ICCO, IMO, Wilde Ganzen, KIA etc. The project Management team shall see to it that the centre and all activities are run in the most effective way possible. 

Monitoring will be carried with regard to the action plan and tangible indicators for evaluation. 

12.4
Expected Project Outputs

1. Available enough finances and materials to establish and run the project.

2. A Health Centre with full registration in place.

3. Registry /Reception, OPD, a 10-bedded Ward, Laboratory, Radiology, Doctors rooms, Minor Theatre, kitchen, common lounge, a fence, a small garden and a good passable road in place

4. Competent workers in their respective work place

5. Running health Centre with outreach services

6. An evaluated project findings for planning purposes   

12.5
Activities

1. Writing and presenting proposals or requests for fund and materials.

2. Applying for the Health centre registration

3. Finishing the available structure and constructing all other infrastructures

4. Procurement of Materials and Equipment 
5. Recruit workers and take them into induction period
6. The Managing Board meets to Institute management tools and policies.
7. Give health services to at the centre and on a low profile ( pilot project) carry an outreach services around Musoma.
8. Stocktaking and external auditing carried forth.
9. Report writings and strategic planning 
10. Gathering information on how the project has been doing from different stakeholders, analyse and present to the managing board. 
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ACTIVITY COST ANALYSIS (For 2007 & 2008)

Below we have been able to review our cost analysis in relation to the planned activities and actual needs related to the Project activities for the years 2007/8. We will avail you the projections for the years 2008/9 after evaluation and discussion before the end of year 2007.

	FIXED ASSETS EXPENSES  (investments) (SCHEDULE  A)



	Cost Centre
	Item
	Unit cost (Euro)
	Total  Coast (Euro)

	Land
	Landscaping, park area, & gardening, equipment
	
	5,000

	
	Fencing.
	
	2,500

	Buildings  
	Finishing the existing structures
	
	27,400

	
	Building a new wing for In Patients
	
	37,000

	Transport
	1 Motor vehicle (Land Cruisers)
	25,000
	25,000

	
	4 Motor Cycles (Honda)
	5,000
	20,000

	Communication & Admin
	4Computers + stabilizer
	
	4,600

	
	Internet connection (Wire less)
	
	1,000

	
	Tel & fax machine
	
	500

	
	All in one Photocopier
	
	1,300

	
	TV & DVD/CD Player
	
	500

	Furniture
	Tables, Chairs and stools
	
	1,900

	Water
	2 x Rainy Water Harvesting Tanks 
	1,185
	2,000

	
	Water Borehole
	
	2,500

	
	Hot water system
	
	3,000

	Power 
	Power source (Connection to the National Electrical Grid)
	
	2,0000

	
	Back up standby – Diesel Power Generator
	
	7,000

	Laundry
	 2 heavy duty wash machine
	
	13,000

	
	Buckets and baskets, Ironing table, Lines & accessories
	
	500

	 Waste Management
	 Solid Waste Management Synthetic collecting bay and incineration.
	
	1,300

	
	Liquid waste: system with septic tanks.
	
	2,000

	Sub total
	178,000


	
	OPERATING EXPENSES (SCHEDULE  B)


	Explanation
	Yearly Costs  (Tshs)

	1
	Remunerations
	Salaries for permanent employees (see appendix 2)
	97,920,000

	2
	Medicines
	
	61,530,000

	4
	Provision for Depreciation
	
	17,090,000

	5
	Hospital Supplies
	
	13,590,000

	6
	Vehicle running and maintenance
	(Both cars and motorbikes)

See appendix 3)
	7,360,000

	7
	In patient Meals
	
	8,830,000

	3
	Telephone & Postage
	(Both Local & International) 
	8,000,000

	8
	Water
	 
	7,860,000

	9
	Electricity
	
	3,110,000

	10
	In-Service Training
	
	2,830,000

	11
	Printing & Stationery 
	
	1,010,000

	12
	Audit Fee
	
	1,200,000

	13
	Wireless Internet Connection
	(Charged for 4 Pcs Monthly)
	2,160,000

	14
	Travelling and Transport
	
	1,000,000

	15
	Meetings Expenses
	
	800,000

	        Sub-total
	234,290,000

	
	Provision for Contingency (10%)
	
	23,669,000

	
	Overheads grand total (Tshs)
	257,959,000

	
	Rounded Overheads grand total (Euro)
	144,000


	(PARA)MEDICAL EQUIPMENT

(SCHEDULE  C)

	

	Equipment
	Cost in Euro

	Portable Ultra Sound machine
	2,000

	Surgical table
	2,000

	Forceps, scissors etc
	1500

	Laryngoscope
	100

	Stethoscope
	50

	Blood pressure machine
	50

	Oph / Otoscope
	350

	Dematoscope
	1,500

	Haemoglobin monitor
	150

	Urinalysis test strip
	250

	Centrifuge
	2200

	Microscope
	900

	Wheel chair
	300

	Stretchers
	50

	Kidney dishes
	50

	Urinals
	150

	Bed pan & Sputum mug
	150

	Autoclave Sterilizer 
	2,000

	Kids furniture
	300

	Cupboards
	 1400

	Lights
	100

	Hospital beds
	1,100

	Privacy screen
	1,300

	Mattresses 
	400

	Bed (Mosquito) nets
	50

	Bedside lockers 
	100

	Cots 
	100

	Bathroom equipment
	50

	Desks / Tables 
	100

	Chairs
	300

	Patient transfer Roller
	200

	scales
	100

	Benches 
	50

	Filling Cabinet
	150

	Medical chart holders
	100

	Water Filter & Filters
	250

	Electric kettle
	50

	Cooking utensils, Cups, Plates & gadgets
	200

	Sanitary receptacles
	150

	Sub total costs
	21,000


XIV
RESOURCE ANALYSIS

To implement this project, Bethsaida – Mennonite Foundation has been able to review its resources and therefore soliciting the deficits from potential partners as presented in the budget.

We already have a surveyed land with a title deed and a building about 80% finished.

The organisation has potential people who can facilitate its inception and resource mobilization through different organisations both within the country and abroad.

We will need to recruit employee with the required qualifications and purchase all other material resources as analysed in the budget. 

XV
ACTION PLAN

Implementation schedule

	No
	Activity
	Timing 
	Output Indicator
	Responsible
	 Conditions

	i
	Writing and presenting proposals or requests for fund and materials.
	June 2007
	A project proposal available
	Project Facilitators
	

	ii
	Applying for the Health centre registration


	August   2007
	Availability of copies of Correspondences with the Ministries.
	Project Facilitators
	

	iii
	Applying for funds
	Start May 2007
	Availability of copies of Correspondences with the Ministries.
	Project Facilitators
	

	iv
	Finishing the available structure and constructing all other infrastructures
	Start October 2007 
	Finished functional buildings 
	Project Facilitators 
	Availability of funds

	v
	First Managing Board 
	June 2008
	Copy of Minutes and list of attendances
	Project 

Co-ordinator
	

	
	Purchase of materials and equipment
	Start May 

2008
	PV and RN copies and bin cards filled accordingly 
	Project 

Co-ordinator
	Availability of funds

	vi
	Recruit workers and take them into induction period

	August 2008 
	Available qualified workers in place
	Managing Board
	Availability of funds

	vii
	Official opening of the Health Centre
	January 

2009  
	Copies of key speeches and unveiled decorated stone marking the official the opening available 
	Management Team
	

	viiii
	Running of the centre and outreach services 
	Start January 2009
	Workers register showing their attendance in job. Patient registers showing the services they got.
	Management Team
	Availability of funds

	ix
	Auditing ending 30th June 

	May 2009
	A copy of audit  and Internal Control Report 
	External Auditor
	

	x
	2nd Managing Board Meeting 
	June 2009
	Copy of Minutes and list of attendances
	Project 

Co-ordinator
	


Appendix 2: Remuneration Schedule
	Carder
	Number
	Monthly Salary
	Allowance for irregular work
	Annual amount

	Coördinator
	1
	800,000
	10,000
	9,720,000

	Asst. Medical Doctor
	1
	800,000
	10,000
	9,720,000

	Clinical Officer
	2
	600,000
	10,000
	14,640,000

	Nursing Officer
	1
	600,000
	10,000
	7,320,000

	Trained Nurse / Midwife
	4
	300,000
	10,000
	14,880,000

	Nurse Assistant cum Medical Attendants
	2
	250,000
	10,000
	6,240,000

	Physiotherapist
	1
	600,000
	10,000
	7,320,000

	Lab. Assistant
	1
	300,000
	10,000
	3,720,000

	Microscopist
	1
	250,000
	10,000
	3,120,000

	Accountant
	1
	600,000
	10,000
	7,320,000

	Cashier / Accounts Assistant
	1
	300,000
	10,000
	3,720,000

	Secretary cum Medical Recorder
	1
	250,000
	10,000
	3,120,000

	Store Keeper cum Driver
	1
	250,000
	10,000
	3,120,000

	Security Guard cum Gardener
	2
	100,000
	10,000
	2,640,000

	Cook
	1
	100,000
	10,000
	1,320,000

	Yearly Grand Total
	97,920,000


Appendix 3: Vehicle Running and Maintenance Costs

	No.
	Item
	Unit Cost
	Total Coast



	1
	Car service maintenance & minor repair (214,400 Tshs in 2 months time)
	1,286,400
	1,286,400

	2
	Car Comprehensive Insurance Premium & Registration
	1,050,000
	1,050,000

	3
	4 - Motor cycles service maintenance & Minor Repair  (50,000 Tshs in 3 months time)
	200,000
	800,000

	4
	4- Motor cycles comprehensive Insurance Premium & Registration
	300,000
	1,200,000

	5
	Vehicle Diesel consumption

70 Lts per month
	1,008,000
	1,008,000

	6
	Motor Cycles Petrol consumption

28 Lts per month
	504,000
	2,016,000

	
	Grand Total Expenditure
	7,360,400


Appendix 4
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� By the Ministry of Health and Social Welfare, issue of  April, 2004


� National Bureau of Statistics & Mara RC Office 2003, Publication of 


 ‘The Mara Regional Socio-Economic Profile’


� Musoma Urban = 108,242; Musoma Rural = 330,953


� According to the district integrated agricultural survey national report 1998/99 Mara region. 


� Health Indicators from World Statistics from Encarta World Atlas


� These are graduates from any faculty of medicine, licensed to practice medicine. They include, specialized Doctors, Surgeons and even Assistant Medical Doctors who are less qualified than a Doctor but dispense similar medical services. 


� In the June 2003 Mara Regional Social-Economic Profile.


� Conducted in the region by Chirangi, M in 2002/3 
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