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PROJECT SUMMARY:

This modest proposal aims to bring a basic health care service to the East Lake
Natron area, encompassing the two main villages on the eastern shore, Makat and
Wosiwosi.  By extension, service in these two villages may also give Masaai living on
Mt Gelai further options for health care.  There is currently no regular, accessible
health service in this area.  Rather than create and impose a new service, we are rather
seeking to extend, support and integrate existing services so that there may eventually
be a sustainable network capable of expansion and improvement.

Ngaye and Sesita, who was evacuated by Flying Medical Service with pre-eclampsia

BACKGROUND:

ABOUT LAKE NATRON

Environment:

Lake Natron is a remote area in the north of Tanzania.  Running almost due
north-south, it is a thin, shallow body of water, extending to some 40 miles long and
15 miles wide in the rainy season, and shrinking to about a third of that in the dry
season.  The lake itself is entropic, having no outlet other than evaporation.  It is
extremely saline and supports various thermophile bacteria and algae.  Little else can
survive in its hot (there are records of 60C) salty water.  The vast salt flat that emerges
from the lake during the dry season is also one of the most crucial breeding grounds in
the world for the Lesser Flamingo; at least 80% of all Lessers in Africa are born here,
and quite probably all of the East African population.
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The environment around the lake is harsh and arid.  The flora and fauna are
adapted to long dry seasons and frequent droughts.  The soil is mainly volcanic – both
rock and dust-ash, the result of many millennia of volcanic activity.  Ol Donyo
Lengai, at the very southern end of the lake, remains active, and erupted significantly
from September, 2007 – March, 2008.  Lengai is unique in that it is, essentially, two
separate volcanoes in one: the carbonite element, which results in powerful eruptions
of ash as regularly as every three decades or so; the silicate, which results in
cataclysmic lava eruptions similar to Mt. Saint Helens, is thankfully far less frequent
– the last silicate eruption was more than a million years ago.

Ol Donyo Lengai – the Mountain of God

Natron is saved from total environmental destitution by the thousands of
mineral rich artesian springs that almost completely surround the lake; as well as the
permanent in-flow of the Ewaso Nyrio River in the north and the Engaresero River in
the south-west.  Several other rivers such as the Pinyinyi and Sanjan provide a
seasonal compliment of fresh water.  These sources create permanent lagoons in the
lake that never dry out.  The embracing springs support a dense, permanent marsh
(although it has been known to dry out in prolonged drought) that itself supports a
variety of wildlife and birdlife – as well as the lake’s citizenry.

Most of the springs are “chungu” – (salty with sodium carbonate and other
minerals) – but still potable.  The Engaresero is mostly spring water but less chungu.
The Ewaso Nyrio originates several hundred miles north in the Mau escarpment of
Kenya’s highlands, and faces significant extraction and pollution during its course.

People of Natron

Pastoralist Masaai dominate the area, having violently displaced other tribes
such as the Barabaig in the early part of the 20th century.  Culturally, the Natron
Masaai remain traditional, with little influence from towns and other tribes (the love
of watches and mobile phones aside).  Many – I may be safe in saying “most” - have
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not travelled beyond the area, or only as far as bigger villages such as Engaresero,
Gelai, Kitumbeni or Wasso.

Given the permanence of the springs and rivers, the local Masaai do not
migrate significant distances.  During the dry season, on the eastern side of the lake,
there is some shifting of cattle and people up Gelai Mountain.  South of the lake,
several bomas migrate closer to dry rivers where they dig wells for their livestock
deep in the sand.  The bomas on the western side follow similar patterns of seasonal
displacement.

It is difficult to make a generalised assessment of the comparative wealth of
the local Masai.  Many individuals have large numbers of cattle (one man in
Magadini/Makat has more than 500 head, totalling an approximate wealth of
$15,000).  Others have only a few sheep and goats, and struggle desperately to feed
themselves and their families even during the rainy season when there is usually milk.
The presence of wealth in a particular boma does not seem to bear directly on the
health of its inhabitants.

The strict, traditional diet of meat, blood and milk has been augmented – in
some cases displaced – by the addition of cornmeal.  In the dry season in particular,
almost everyone in the project area is subsisting on cornmeal and tea, with only
occasional meat (and that mostly reserved for men).  The cornmeal is mixed only with
water, as oil is seldom available, so caloric and nutritional value is minimal.  Hunger
is an accepted feature of the dry season.  I would go so far as to say suffering and
want are accepted features of life.

There are few statistics available, but District authorities estimate perhaps
1,500 people live in Makat and 800 in Wosiwosi.  These figures seem high to me, but
may also include populations living on Gelai mountain.  There are also no local
mortality figures, but the Longido District Medical Officer, Dr. Happiness Ndosi,
believes the national infant mortality rate of 1:100 is much higher in Longido District.
Certainly, poor health, chronic medical conditions (some that should be lethal) and
severe malnutrition beset these communities.

And yet, they are vibrant, vital, and comprised of people keen for education
and progress.  “We do not want to remain behind,” I often hear at village meetings.
For instance, Makat raised its own money – more than $10,000 – to build a proper
cement-and-tin roof school.

Government and Economy

Lake Natron straddles two districts and, in its greatest extent (especially
including catchments), two countries.  Ngorongoro District comprises the western half
of the lake and the newly created Longido District, the eastern half.  Monduli District
just nudges the most outer south-eastern corner of the lake and is only important in
that it contains the main access route to Natron.  The very northern tip of the lake and
the crucial marsh and delta of the Ewaso Nyrio lie in Kenya.

The entire area, across both districts, is slated as a series of Game Controlled
Areas; this allows controlled hunting to take place.  The two main players are
Tanzania Game Trackers, which controls the eastern lake block, all the way from the
lake shore to the Arusha-Namanga road (aprox 100km eastward), and the whole
length of the lake.  Tanzania Wildlife Corporation controls the southern and western
lake block – a long, thin slice that also extends south-east to include Kitumbeni
mountain.  Both companies have excellent reputations and expend significant funds
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on anti-poaching activities.  At the moment, illegal hunting is almost non-existent
around the lake.

There are currently moves afoot to turn the GCAs into Wildlife Management
Areas, thus devolving much of the political and financial power to local villages.  In
principle, the WMAs will empower local people with stewardship of their land and its
wildlife resources:  hunting companies would pay the villages directly each time they
hunt within a village WMA.  But the efficacy of WMAs depends almost entirely on
sturdy and honest local leadership – sadly, in short supply.  That said, there is also
great excitement and local support for the WMA idea.

Aside from hunting, Masai pastoralism is another key economic factor.
Trading of livestock is extensive, with big markets in Gelai and Shompole (Kenya).
Few Masai have actual money; if they need cash they sell an animal.  As men control
the livestock they also control the finances.  Few women have any financial
independence, and are thus utterly reliant on the men in their lives should they need
currency for medical treatment.

On the western side of the lake, around Pinyinyi, there are burgeoning onion
growing concerns.  There are no statistics available on the extent of this business, but
these are generally owned by “outsiders” from Karatu or Arusha, and provide few
benefits to the local Masai.

Finally, there is the threat – or promise (depending on one’s perspective!) – of
a large-scale Soda Ash mining factory on the eastern lake.  TATA Chemicals, an
Indian conglomerate, has expressed its intention to mine soda ash, much as it already
does in Kenya’s nearby Lake Magadi.  The $300 million proposed factory has met
with significant opposition, mainly from conservation groups concerned about the
Lesser flamingo and by many local groups and NGOs who fear the social disruption
such a large scale development would bring to the area.  Promises  by TATA to the
local communities – especially near the intended site of Wosiwosi – of schools,
clinics and jobs, as well as promises to the Tanzanian government of significant
resource revenue, mean this project still has significant support.

CURRENT HEALTH CARE SERVICE IN THE PROJECT AREA

There are few options for sick people, and fewer for those so sick they cannot walk.

Makat:
• Engaersero.  There is a government clinic here, approximately four hours

walk away, in the south western corner of the lake.  There is now a good, keen
young doctor there, Dr. Adelina Daniel.  But her efforts are hampered by
availability of drugs and basic medical equipment.

• Flying Medical Service currently flies into Engaresero every two weeks, with
a strong focus on ante-natal care and vaccinations.  However, few women
from Makat make the journey, burdened with children.  So few children in
Makat have been vaccinated.

• Gelai Boma/Merigoi Government Clinic.  Until very recently, this clinic was
not considered an option.  It is at least a day’s walk away, and the doctor was
frequently absent and there was never any medication.  However, now there is
a new doctor with full support of the District.  He is also keen to do greater
outreach work.

• Mtu wa Mbu and Karatu.  These two large towns are approximately four hours
driving from Makat, and both host good primary medical services (see below).
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Wosiwosi

• Gelai Lumbwa.  Dr. Swai has been a fixture at this small, excellent clinic for
almost twenty years.  He is well-liked and trusted by the community.
However, again, Lumbwa is a significant distance from Wosiwosi – eight
hours walk.  And as Dr. Swai has no vehicle, he cannot access the area himself
– something he is keen to do.  The very ill therefore remain in Wosiwosi until
they heal or die – or, if they are lucky, manage to get a lift with a vehicle
belonging to the local hunting operator.  Virtually no children have been
vaccinated in this area.

• Shompole.  There is a clinic here, but the residents of Wosiwosi far prefer Dr.
Swai, and seem to use the Shompole clinic only if they are there on business
(ie livestock trading).

• Kitumbeni.  Dr.Swai’s colleague, Dr. Steve Friberg runs a larger clinic here,
and can provide transport into Arusha. Kitumbeni is a two-three day walk
from either Makat or Wosiwosi, and remains an option only if transport can be
found.

Larger Primary Care Facilities

• Wasso Catholic Hospital, Wasso, Ngorongoro District.  X-rays, TB treatment,
surgery, gynaecology, obstetrics.

• Endulen Catholic Hospital, Endulen, Ngorongoro District.  TB treatment,
some surgery – ie trauma care.

• Selian Lutheran Hospital, Arusha.  X-rays, TB treatment, surgery,
gynaecology, obstetrics, orthopedics etc.

• Karatu Lutheran Hospital, Karatu.  X-rays, TB treatment, surgery,
gynaecology.

• Kilimanjaro Christian Medical Centre, Moshi.  All above, plus spinal injuries,
some cancer treatment.

• Haydom Lutheran Hospital, Babati.  All above, plus premature infant care,
neurology, CAT-scan.

• Monduli District Hospital, Monduli.

IT IS IMPORTANT TO NOTE THAT FEW MASAAI HAVE THE

RESOURCES OR CONFIDENCE TO TRAVEL TO THE LARGER

FACILITIES.

Government and District Support for Health Services

It is important to note that even during the assembly of this report, improvements
have been made by Longido District in provision of health care to the people of the
East Lake area.  As noted above, the clinic in Gelai Bomba/Merigoi has already vastly
improved due to a new doctor and steady supply of medicine.  The Government has
also taken over salaries for all staff currently working for hospitals and clinics
operated by faith-based organisation, thus ensuring their retention in remote areas
such as Gelai Lumbwa.

Perhaps most crucially, in our view, the new District Medical Officer for Longido, Dr.
Happiness Ndosi, is aggressively pursuing plans to improve health care, and has
already initiated a vaccination programme with his limited resources.  Plans are also
afoot to implement the Government’s AIDS/HIV prevention and awareness
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campaign.  Additionally, there are plans for a dispensary in Makat and one in
Wosiwosi, as well as a district hospital in Longido town.  However, as these will take
up to two years in construction and staffing, we offer short-term solutions in our
report.  These should in no way be seen as a long-term alternative to district
initiatives, but as a support to them, and even preparation for them.

Mitigating Factors to Provision of Health Services by the Government and

District

Longido is a new district (since 2006) and so all services are starting from scratch.
Resources are limited and the service area vast - more than 200 square miles.  Roads
are poor and communications in many areas are non-existent.  The East Lake Natron
area is at the furthest reach of Longido District, serviced only by a single, rough track.
There are few vehicles, and certainly no public transport.

A BRIEF NOTE ABOUT NAMES:  Several villages mentioned in this report have

alternative names:  Makat is also known as Magadini; Gelai Bomba is also knows as

Merigoi, and should  not to be confused with Gelai Lumbwa, which is approximately

60kms north.  Wosiwosi should not be confused with Wasso, the town and eponymous

hospital in Ngorongoro District.

Finally, the Flying Medical Service should not be confused with “Flying Doctors” –

the Nairobi-based AMREF.  FMS is an Arusha-based Catholic organisation

dedicated to providing medical care in remote areas.  It has been in operation for

nearly 30 years.

The women of Makat meet to discuss building an airstrip for FMS clinics
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SUMMARY OF ASSESSMENT AND ACTION PLAN

Our assessment of the area was based on visits to two bomas in Makat, an
informal “clinic day” at Makat, and a full day in Wosiwosi meeting with groups of
men and women.  Additional information was gleaned by Dr. Penny from data
resulting from the clinic held by Dr. Frank Artress in March, 2008; as well as two
year’s worth of observations I made while living at Makat (September, 2006-
September, 2008).

Our findings were reasonably consistent within bomas and villages, and
consistent with what people themselves saw as their health issues.  Eyes, respiratory
illness (pneumonia, TB, endless “colds” and coughs), stomach ailments (mainly
diarrhoea, almost universal worms in children), Sexually Transmitted Diseases, and
Malaria were across the board complaints, and were (with the exception of Malaria
and TB) born out with examination.  Wosiwosi also mentioned “teeth” as a
bothersome issue.

 Dr. Frank’s clinic diagnosed Malaria on the basis of “fever” and “headache” –
also the symptoms the Masaai themselves use, but not a sufficient scientific diagnosis.
No doubt there is some malaria.  The presence of TB has become known to me as I
have referred numerous people to hospitals, where the diagnosis has been made
clinically.  And, while we were in Wosiwosi, we are asked to help one man almost
totally disabled with TB of the spine (Pott’s Disease).  The Masaai are also aware of
the symptoms of TB, as it afflicts their cattle.

Women, children and the old are particularly vulnerable to all these ailments,
their vulnerability compounded by:

• chronic poor nutrition
• lack of education
• lack of access to even basic health care.

For instance, the Masaai believe that if someone has diarrhoea – usually
caused by poor nutrition to begin with - it is best to withhold all food and water. Of
course, after days the diarrhoea stops, but with the increasing possibility of death.
Small babies are particularly at risk from this behaviour.

Penny and I also considered the practical and financial restrictions:  a shiny
hospital bang in the middle of nowhere was not the solution.  We needed a plan that
was simple, inexpensive and sustainable in such a remote area, and that was sensitive
to the needs and limitations of people who are generally poor and unsophisticated.
And, a plan that could be effected within six months and would at least address:

• access to vaccinations for children
• access to basic antenatal care
• access to eye care
• worming for children
• improved nutrition
• education about basic health issues (such as diarrhoea treatment) and

STDs
• creation mechanisms to deal with medical emergencies
• education about their health care options

Therefore, we offer the following proposal:
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For MAKAT:
• Construction of a basic bush strip to allow fortnightly access by FMS, as well

as emergency evacuation.
• Purchase and installation of a VHF radio allowing contact with Dr. Adelina in

Engaresero and the new doctor in Merigoi.
• Initiation of a school lunch programme for all primary school children (which

will also encourage attendance and improve performance).
• Creation of a mechanism to consistently distribute worming medicines.
• Selection of a group to travel to local clinics and regional hospitals in order to

understand (and cope with) the requirement of the journey and hospital stay.
• Active support for workshops that address health issues and STDs
• Look for an NGO to run regular eye clinics in the area

FOR WOSIWOSI:
• Purchase of transport means for Dr. Swai to undertake fortnightly clinics

(similar health remit to FMS, but include de-worming)
• Purchase and installation of a VHF radio allowing contact with Dr. Swai
• Selection of a group to travel to local clinics and regional hospitals
• Active support for workshops that address health issues and STDs
• Look for an NGO to run regular eye clinics

FOR THE DISTRICT:
• Purchase of XR machine for TB diagnosis
• Purchase of quality microscopes for malaria, etc diagnosis
• Financial and technical support for training of STD and health workshop staff
• Long term support for a village health worker system
• Minimal material support for existing clinics in Engaresero, Merigoi and Gelai

Lumbwa.

Under this plan, both communities should have:
• Regular access to vaccinations, antenatal care and general health issues

(including referrals)
• Access to a doctor by radio
• Access to emergency evacuations
• Awareness of health care options and ability to cope with town travel
• Improved awareness of STDs and HIV
• Better knowledge of basic health care
• Improved health of children through better nutrition (only Makat) and regular

de-worming
• Improved eyecare

This proposal is sensitive to the District’s overall plans, and we hope that is helps by
allowing the District to direct and focus its limited resources on improving existing
clinics and health centers, as well as the foundation of its own Longido-based
hospital.
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ASSESSMENT

Priorities of Medical Need in East Lake Natron area of Longido district i.e.

Makat and Wosiwosi areas.

See Appendix 1
1. Respiratory Illness
2. Eye problems, including conjunctivitis, trachoma and cataract
3. STD’s and HIV
4. Malaria
5. Diarrhoea

All compounded by Malnutrition in children (see appendix 3) and women

Secondary Medical Problems. See appendix 1.

1. No Immunisations for children, including Vit A supplements
2. No routine Antenatal care for women which includes:

No routine Malaria prophylaxis (treatments at 20 and 24 weeks with nets)
Tetanus prophylaxis
No Syphilis/ HIV testing for pregnant Women. (as per Government policy)
No Iron, Folate, Vit A supplements

3. No mechanisms in place to deal with emergencies.
4. No proper data on population demography, mortality rates etc, nor accurate

assessments on prevalent malaria, TB, Brucellosis, HIV etc

Compounding social problems

1. Poverty issues
2. Lack of water supplies for the Wosiwosi area, and poor general diet.
3. Lack of Communication (mobile network coverage/ short wave radio)
4. Lack of transport (Vehicles/ Gasoline)
5. Difficult boundaries for Ngorongoro and Longido districts, that do not

conform to existing transport networks.
6. Lack of liaison for above reasons between existing health workers
7. Lack of awareness in the communities of options for health care
8. Lack of community education for Hygiene, simple treatments for diarrhoea,

 transmission of STD’s, nutrition etc
9. Fear of hospital, language differences etc
10. Poor / absent leadership in Makat
11. Lack of medicines and other facilities at the Government clinic in Gelai

Bomba.
12. Shortages of equipment, Lab facilities and medication in the entire area.

The Good news!

1. Local people want their lives to improve and welcome help.
2. Local people seem good at identifying those seriously ill needing help
3. Strong community leadership (male and female) in Wosiwosi.
4. Flying Doctor Service (FMS) is already going every 2 weeks to Engaresero,

providing a good preventative service with 20 years’ experience.
5. Water is available for those in the Makat area
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6. Cows and goats are generally healthy, especially in the marshy southern
section.

7. A Milling machine coming to Makat may generate more time and money for
the women.

8. Newly built school at Makat can be a resource centre for education.
9. We have identified some key local people who can be a real asset

a) An experienced teacher, Mattero, has transferred recently to Makat
b) The Gelai area (encompassing Makat and Wosiwosi) has committed

local government leaders.
c) In Makat some energetic Swahili spoken young men
d) Engaresero has a new committed government doctor (Dr. Adelina

Daniel) with a keen nurse, and some facilities for HIV testing.
e) Experienced Doctor (Dr. Swai) and Maasai spoken nurse at Lutheran

clinic at Gelai Lumbwa
f) Lutheran clinic at Mtu Wa  Mbu has experienced doctors, (Drs.

Megiroo and Lazaro) with Public Health experience, and who are keen
to be involved with Public Health educational initiatives.

g) New, but experienced, DMO for Longido district (Dr.Ndosi)
10. Donors are available for small amounts

Little girl successfully treated at Haydom for spina bifida



12

ACTION PLAN

Long Term Goals.

We acknowledge the District’s plans for a new district hospital at Longido.

We acknowledge the District’s plans to improve the current service at the Gelai
Bomba clinic and to expand it into a Health Center.

We acknowledge the District’s plans to build dispensaries in Makat and Wosiwosi.

We acknowledge the District’s plans to train village health care workers.

Our suggestions should complement and support the above District directives.  They
may incorporated into the District’s wider plan but they could stand alone, not
necessarily waiting for infrastructure development and dependence on District
initiative.

1. Private support for District-planned workshops on Public Health issues.
2. Improve nutrition of women and children
3. Private support for District plans to immunise all children.
4. A school lunch program to become 75% financially supported by the Makat

village in 5 years.
5. A programme of mobile clinics to offer eye care
6. Private support for the District to carry out Public Health diagnostic

assessments in selected groups to ascertain prevalence of TB/ HIV/
Malaria/Brucellosis.

7. Private support for the commencement of government free–testing–for–all
HIV programme in the area.

IN THE MEANTIME:

Short-term goals (next six months)

We believe that there are things that can be dome immediately to pump-prime
systems which will bring immediate improvement to health.

Communication issues.
All health workers be circulated with each others contact numbers/ Emails etc

Dr. Ndosi, DMO Longido is key:

• To indicate which of the following proposals he would be happy with.
• To provide approximate costs of specific donor packages.
• To work for long-term implementation of government health plans.
• Liase with his opposite numbers in the Ngorongoro District and Monduli

Districts.
• Ascertain the cost of a basic XR machine  and microscope facility at Longido

for basic diagnosis of TB ( or find an alternative provider for this service)
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• Encourage the existing NGOs working in the area along the lines suggested in
the pink document “Service Agreement between the government and private
sector for delivery of health services in Tanzania”

Melanie Finn will provide:

• Support for Dr. Ndosi
• Facilitate key workers to meet, and Dr. Penny to discuss some aspects of

health problems.
•  Faciliate community meetings with introduced key people, and have

acceptance of plans before progressing with ideas.
• Provide a short – wave radio and training for its use to Makat people.
• Speak to TGT about  assistance with construction of an Airstrip at Makat.
• Speak to TGT about donation/support of regular transport for clinic doctor and

nurse at Gelai Lumbwa to get to Wosiwosi.
• Speak to FMS about initiating a service at Makat.
• Facilitate a basic education programme for mothers as to the purpose of the

Tanzanian Road-to-Health card for children, and the availability of antenatal
care and immunisations.

• Speak, with input from Dr. Penny Aeberhard, to Dr. Steven at Kitumbeine
responsible for the two clinics of the Lutheranian Service in the area
concerned.

• Start to contact potential donors, to support some actions.
• Work to a dead line.
• Let people know, well in advance of her going, the date of her departure.
• Delegate to key workers parts of the programme that still need doing and a

report at the end of what has been achieved.

Makat school teacher Mattero could agree to help with:

• Help identify village health workers and other responsible persons
• Offer support with his vehicle, for pay, in cases of emergency
• Assistance to set up school lunch programme e.g. clarify government

responsibilities; help with management issues including responsible women to
prepare food; secure storage area for supplies; costs.

• Regular dispensing of worming medicines to all students

Makat Village can provide

• A letter to TGT asking for assistance to set up airstrip
• A letter to FMS requesting a fortnightly or monthly service
• Build hut on airstrip for FMS visits.
• Organise power, security and trainees to be responsible for operating and

maintenance for short wave radio.
• Consider sponsorship of women as village health workers.

Flying Medical Service could provide

• Meet with the new Doctor, Adelina Daniel, at Engaresero, to check her
willingness to take over more of the immunisations.
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•  Refer pregnant women for HIV/ Syphilis testing, and at risk, underweight
children to the Engaresero or Gelai clinic.

• Initiate monthly visits to Makat new airstrip
• Continue their excellent service to children for immunisations
• Be proactive to continue the government policy, of offering top up Vit A

6/12ly to all children from15months.
• Consider offering regular deworming (mebendazole 400mg) to these children

at same visit.
• Weigh children at these 6m checks too, REFERRING ALL at risk,

underweight children to the local clinics. (See appendix 3 for reasons behind
these 3 last points)

• Clarify Family Planning policy
• Continue their excellent policy of treatment for identified TB patients, and

those needing urgent treatment for malaria, diarrhoea etc.

Engaresero Clinic could provide

We hope there will be an agreement between Longido and Ngorongoro Districts
encouraging the people of Makat to receive emergency and other treatment at the
Engaresero clinic.  When the clinic at Gelai is upgraded, or the clinic is built at
Makat, then this will become obsolete of course.  In the meantime, Dr. Adelina can
help with:

• Antenatal care e.g. one visit for all pregnant women for Syphilis and HIV
testing; emergency labour problems

• Voluntary testing for all for TB/ HIV.
•  Treatment for malaria, pneumonia and diarrhoeal acute illnesses.
• Emergency care communications from Makat, using short wave radio. Direct

access for the patient or suitable referral to Wasso, Mtu Wa Mbu/ Karatu, or
Longido/ Arusha. Transport will have to be paid for by the patient/ their
community / or donation

• Family Planning, when requested.

Dr. Penny Aeberhard FRCGP (UK) could provide

• Discussions with donors wanting more information
• Discussions with Melanie on progress and blocks.
• Discussions and personal support for health workers.
• Update and provide high quality educational materials for use by local people

e.g. STD and HIV presentations / workshops
• A follow up visit in three months.

Dr. Megiroo, Dr Lazaro and staff at Mtu Wa Mbu Lutheran Clinic could be

• Invited to give/ participate in the workshops/ mobile clinics.
• Give quality HIV support – counselling and when appropriate Retrovirals for

+ve HIV patients

Tanzania Game Tracker Safaris (TGT) and Friedkin Conservation Fund (FCF)

Will be asked to help with:
• New bush air strip at Makat for use by FMS
• Assistance in building clinic hut
• Transport for Dr. Swai to provide basic CMH care to Wosiwosi area
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• Availability of their shortwave radio for the people of Wosiwosi to access
advice for emergencies.

• In general, increase support to people of Wosiwosi

Dr Swai, Lutheran Clinic at Gelai Lumba could

• Do a medical outreach clinic for CMH at Wosiwosi, with his nurse
• To give routine immunisations, antenatal care, Vit A and regularly deworming
• Give special attention for underweight children (see appendices  2 and 3)

KEY PLAYERS IN THE IMPLEMENTATION OF THIS PLAN:

DR. NDOSI, DMO LONGIDO
DR. SWAI
DR. STEVE FRIEDMAN
DR. MEGIROO
DR. LAZARO
DR. ADELINA
TGT/FCF
MELANIE FINN
DR. PENNY
DOCTOR AT GELAI BOMBA CLINIC
MATTERO, TEACHER IN MAKAT
VILLAGE LEADERS IN MAKAT AND WOSIWOSI
FLYING MEDICAL SERVICE
DONORS

WORKSHOPS/ VISITS/ COMMUNITY PROGRAMMES POSSIBLE.

1. STD’S/ HIV/ AIDS WORKSHOPS
2. EYE CLINICS
3. HEALTH INFORMATION WORKSHOPS

• First aid
• Hygiene
• Diarrhoea
• Eye care
• Smoke damage

4. COMMUNITY GROUP VISITS TO SELIAN, KARATU, MTU WA MBU,
AND MODULI HOSPITALS

POTENTIAL GIFT PACKAGES FROM DONORS

(Please email Melanie at melfinn1@yahoo.com for an up-date on costs)
1. Grader for Makat Airstrip
2. A BP cuff- Engaresero clinic
3. Support for regular (every six-months) Mobile Eye Clinic
4. Drip stands x3- Engaresero clinic
5. Funding for Public Health workshops in Makat and Wosiwosi
6. Funding for community group visits to area clinics and regional hospitals
7. XR machine for diagnosis TB for proposed Longido District Hospital
8. Microscope for diagnosis TB and other pathogens for proposed Longido

District Hospital
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9. Extensive repair to Makat teacher’s car to enable him to use it for emergencies
and to transport food for the school lunch programme

10. Donation to cover deworming 6/12ly to under 5s (through school at Makat and
Dr. Swai at Wosiwosi)

11. Donation for school lunch programme at Makat school
12. Short wave radios x 3
13. Solar or wind power to run short wave radios at Makat, Wosiwosi and Gelai

Lumbwa
14.  A gift to the Gelai Lumbwa clinic of new or upgraded equipment as per tba

discussions with Dr. Swai and Dr. Steve Friberg.
15. Costs/means of travel from to/from Wosiwosi for Dr. Swai and staff (if

vehicle donated, then also maintenance.)

HOW DOES THE ACTION PLAN RELATE TO THE PRIORITIES OF

NEED?

We have focussed on five areas that have been shown, world wide, to improve of

mortality and morbidity.

Nutrition.

School lunch programme at Makat. (See appendix 3)
Where children are too young to go to school, we are suggesting that a) their
immunity is strengthened by Regular Vit A supplementation in lines with the
government advice.  Regular deworming has been found to increase weight and
improve anaemia. At risk children found with monitoring checks can have further
supplementation with Folic acid if referred on as we suggest.The mortality from
common illnesses in childhood, (pneumonia, diarrhoea, malaria will improve just with
improvement of nutrition status) See Integrated Management of Childhood Illness
(IMCI) (WHO/UNICEF)

Education.

 By informative discussions with communities to raise awareness, of need
Increase children’s education by support to the teacher at Makat.  Health education
programmes giving additional attention to STDs/HIV, eye care, antenatal care and
simple first aid measures for diarrhoea.

By organising community group visits to area clinics and regional hospitals a “route
of knowledge” may be established, making it easier for community members to
consider, prepare properly for, and successfully undertake travel to primary care
facilities.  Currently, very few people in either Makat or Wosiwosi are comfortable
with travel outside the area, especially not to Arusha, Haydom or Karatu.

Communication.

Shortwave radio contact with the most local source of medical help can get advice and
often direct help.  Makat will be able to communicate with Dr. Adelina in Engaresero;
Wosiwosi will be able to speak with Dr. Swai in Gelai Lumbwa.  Sharing contact
numbers of health workers can improve their morale by decreasing isolation.
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Transport.

The restricted road conditions can be partly overcome with TGT, FMS and other
donor assistance, ie quad bikes.  Assistance must include fuel and maintenance.

Trained Village Health Workers.

We hope that small but tangible donor help, and breaking down isolation of health
workers will improve morale, aid retention and promote best-practice-in-the-
circumstances!

Melanie Finn

Penny Aeberhard FRCGP

Nangai (“Miracle” in Masaai) was born on
September 9, 2007 in a boma in Makat.
She was two months premature and
weighed less than 1kg.  One of the guys in
our camp drove her and her mother, Mama
Saitoti, to the Karatu Lutheran Hospital
where she was fed by a spoon and kept in
an incubator for 10 days.  She had failed to
gain any weight but was returned to
Makat.  We tried to help her here, but she
was not thriving, so with the help of FMS
we took mother and baby to Haydom.
There Nangaye was given a feeding tube
and kept warm.  After three weeks she had
gained eight grams.  From the start she was
a determined little baby.  She wanted her
life!  Long may she have it.

Mama Saitoti and Nangai, on her first birthday.
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APPENDIX 1

ASSESSMENT OF NEED IN THE EAST NATRON AREA. 

Summary of Priorities

This is a distillation of our collected data and opinions from the communities and
health personnel. We give the sources of these. Without public health data both
qualitative and quantitive analyses are a commonsense start, until better analysis can
be done.

1. Respiratory infections

2. Eye problems

3. STD’s and HIV

4. Malaria

5. Diarrhoea

All mostly associated with malnutrition in children and women

A. Quantitive data

1.Health camp given by mobile clinic from FAME, Karatu (Dr Frank Artress and
team) March 08, at Makat School.

Total number 323 Moleli clan 230
Laizer clan 102

Multiple diagnoses 490

Aged 0-5 6-10 11-15 16-45 46-60 >60

Male 41 37 28 20 8 6

Female 67 29 12 69 12 4

Respiratory (includes
URTI)

154 Of which asthma 1

And pneumonia 1

“? TB” 4

Eyes and trachoma 114 Of which children <1 yr 11

Allergic conjunctivitis 8

Musculo- skeletal 47 Of which trauma mentioned 11

Suggested Malaria 43 e.g. “fever” and “headache”, no lab tests

Abdominal pain 37 Of which triple therapy for PUD. * 14

Children (?worms) 7

STDs 33 Of which PID*/painful periods 9

Urethritis in males 2

Other suggestive symptoms ie some UTI
and lower abdominal pains

6
16

Dermatitis 30 Of which fungal scalp infection 15

Diarrhoea 16 Of which had abdominal pain too 4
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Urine infection 19 Of which some STD? 6

Ear infections 14

Oral infections
eg.tonsilitis

4

Weakness antenatal or
recent delivery

7 Of which postpartum 5

Infected wound 3 Also Snake bite/burn 1+1

Caries 3

“Consider Brucellosis” 1

* URTI= coughs and colds
PUD=Peptic Ulcer disease
PID = Pelvic Inflammatory Disease

NB. 3 were thought to be normal, “healthy”. Only one had “underweight” written on
the card, BUT verbal feedback from staff indicated that they thought all the children
(bar the 3) were very underweight. i.e 211/214

NB.PA  screened all the cards looking for undiagnosed HIV/ AIDS. I.e. any

combination of diarrhoea, chest infection, glands, dermatitis and oral thrush. THERE

WERE NONE AND THE DOCTORS AND NURSES I SPOKE TO CONFIRM THAT

ALTHOUGH THEY WERE LOOKING FOR IT, THEY DID NOT SEE ANY

CLINICAL MANIFESTATION OF HIV/AIDS. This does not mean it is not in the

community, but just in the latent phase. We have added it to our top ten, due to the

prevalence of STDs in the communities.

Distillation of these figures therefore gave us the following as the top 10 to focus on.
NB. The cases presenting would be thought to reflect incidence in the Makat area, but
not prevalence.

1. *Respiratory

2. *Eye diseases

3. Musculo skeletal

4. *Malaria

5. Abdominal pains including PUD and worms

6. *STDs including PID

7. Skin including dermatitis and scalp fungus

8. *Diarrhoea

9. Ear infections

10. Pure Urinary infections

PLUS MALNUTRITION in most women and children

*OUR choice of priorities.
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2. Random checks of children and women in Boma visits.

AGE NUTRITIONAL
STATUS:  + =
degree maln’shd

CLINICAL
ANAEMIA

Eyes:
VIT
A

Eyes:
TRACHOMA
CHANGES

GLANDS/
PAROTID
SWELLING

ABDOMEN:
Spleen?Liver
enlargement

WOMEN Boma 1., Makat 26/7/08

37 +/- ++ N N N N

26 N ++ N ? N N, pregnant

15 + “Dizzy
spells”

+ N N N N

50+ + + N N N N

15 N ++ N N N N, pregnant

WOMEN Boma 2., Makat 26/7/08 (no oedema seem, despite their complaints)

30 N N + + N N

20 N N N N N N, pregnant

20 N N N N N N

15 + N N N N N

Wosiwosi 27/7/08 Not random selection as from representative womens committee

20 +/- N N N N N

50 N + N N N N

28 +/- + N N N N

45 N N N N N N

19 N +/- N N N N

CHILDREN, Boma 1, Makat 26/7/08

2+ + ++ N N N ?worms

5 N N + N N ?worms

7 + + +/- N N (but scalp
tinea)

?worms

6 N N N N N N

3 N ++ N N N ?worms

6 + +/- +/- N N N

4 N N N N N (but scalp
tinea)

N

CHILDREN, Boma 2, Makat 26/7/08

6 +/- N + N N (but scalp
tinea, also
7/9 kids
nearby)

N

6 N N + N N ?worms

6 +/- N + N N ?worms

8 + N + N N N

6 N N N N N ?worms

CHILDREN Wosiwosi, 27/7/08 not truly random selection

1.5 N N N N N N

8 +/- N +/- N N N
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2 N + +/- Conjunctivts N ?worms

Random others, Makat area

M 60 N +/-
(Cataract)

F9 N N

F40 + Corneal
clouding

M7 ++ +/-

F35 N N

M22 N Corneal
opacity

M 18 N + N N Glands-0
Parotids
swollen,
acute
Mumps!

N

M 20 N N N N N N

F 70+ N + - End stage
trachoma.

- -

Comments.
• Maybe less trachoma and more conjunctivitis. Needs more thorough

assessment, perhaps by a specialist team and education on eye care.
• There are clear differences between nutritional states of Bomas. This may

reflect different attitudes and different leadership in Bomas. The eye changes
for Vit A deficiency were all dry eyes, no Bitot spots seen. The widespread
prevalent anaemia can be rectified, with antenatal care, worming for children
and education for better diets for children and women, which should be
possible with education and community leadership.

• Boma 1 reported (unusual for Maasai to speak of deaths) that they had had
“about 10” children who had died this spring of a respiratory complaint. This
would certainly then agree with our finding of so many anaemic children
there, see appendix 3.

• Despite the further distance more from this Boma had got to the ?FDS?, and
they seemed better nourished. This Boma was further from water supply, but
had better leadership

B. QUALITATIVE data

We had meetings with separate women’s and men’s groups in two Makat Bomas: 1
and 2, and the Wosiwosi area.
Similar questions were asked of all the groups. All expressed pleasure that we were
taking an interest, and we were very welcomed.

 Makat Men – young male translator, from area.
• What do you think are your health problems?

1. Arthritis, Respiratory, ears eyes, “’flu” abdominal pains/ trauma, Teeth,

malaria. “Everything”.  STDs.



22

2. They would like a hospital, as transport is a problem. “So many problem,s”

malaria, fever, TB and respiratory, arthritis, eyes, teeth fall out, pregnant women

get swollen ankles.

• How many here went to Dr. Frank’s clinic?
1. 5 women, one man and lots of children. 2. 1/9 men present

• Have they heard of HIV?
  Both 1&2 Heard, but don’t understand what it is. (Interestingly they were supposed

t have had a government sponsored workshop here last year!)

• Did they have STDs here?
1. Virtually all. 2. “Yes everyone”. Laibon said “we can’t do anything about it”.

They go to Mtu Wa Mbu, Arusha or Gelai

• Do they have cattle that abort or stillbirth? (Question related to Brucella)
Yes 1. 3-4/10  2. 2-3/10, but more problems with goats.

• When did the last man die?
1.December- old and  didn’t want to go to Hospital 2. They took him to

hospital; they don’t know why he died.

At Makat, the women’s groups had a male translator. We asked that he be treated as
an honorary woman! And they laughed, but we seemed to get honest answers.

• What are your problems?
1. As above and Urine infections. NB they think that Malaria comes from bad

water 2. Swollen ankles, sore backs, and eyes, respiratory. A female doctor

would be useful.
• How many went to see Dr. Frank’s clinic?
1. 5 2. 40%

• How many went for Antenatal care?
1. None- too far but would like it .2. Odd one- FDS.
• How many children have been immunised?
1. None, 2. a few to Engaresero FMS (Flying Medical Service)

• Do they have STDs?
1. Yes many 2. (Laughs) everyone has this problem.

• Do people here have infertility?
2. Yes (discussion) about 10/ 70

• When did the last children die?
1. Many recently- about 10 from “flu/ coughs”

• The last women die here?
1. Can’t remember  2. 3 years ago. She had haemorrhage after birth of 6

th

child.

• Have you heard of HIV/ Aids?
1&2. Heard the word, but do not know what it is.

The day we went to Wosiwosi was a celebration and all the outlying Bomas joined the
central one. They had been prepared for our visit. They had had preliminary meetings.
When met with the men and women’s committees. We were impressed with the
leadership here for men and women. The structure of the meetings and the celebration
(along with us being taken to see two very sick people), meant that we could not do
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proper random checks of people, and the samples we felt were not representational.
Indeed they were probably the healthy end of the spectrum.

Male group: The local Legwanan (civic leader) read a presentation to us-local
translator, plus Maasai/ American spoken woman.

• What do they think are the problems?
Colds, respiratory, TB, scabies, Leg swelling, malaria, musculoskeletal pains,
Malnutrition (actually mentioned), eyes, STDs including gonorrhoea and Syphilis,
tick fever, special illnesses with weak legs, The children have stomach problems
and diarrhoea, balanitis, ear problems, wounds and worms.

• Where do they go?
Shampole (Kenya) and Gelai Lumbwa. Prefer latter as better doctor. Each of them
takes a full days walk to get there. They also have herbal treatments .NB no big
trauma problem reported here.

• Do they have STDs?
Yes many. Take herbal treatments.

• Do they know about STDs?
Yes (seem to have better knowledge here)

• Why did the last man die?
TB pneumonia

Women’s group of 33. - Translator Maasai/ American spoken woman.
• What are the problems here?

As above, and one said men drinking, also food and water supply.

• Do they have antenatal care?

None

• Do the children have immunisation?
None- would welcome it.

• Have they got STDs here?
Common, a real problem.

• Do women have infertility?
Yes, and miscarriages at 3-4 months.
• Do they know what HIV/Aids is?
Yes aware.

• When/ why did the last women die?
Pneumonia.

Comment

We felt that the communities we visited were open to help. Indeed they would
actively participate to improve their health. The list that we compiled after the health
camp remains relevant after these visits, supported by the qualitative contribution of
the groups.
But it endorses the higher ranking of STD’s than the original clinic prevalence,
because, no doubt, men actively travelled to seek help, with unpleasant symptoms.
The true incidence would be higher.
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 Whereas malaria, though often spoken of and treated for, is a more vague diagnosis,
not backed at the present time with data from microscopy etc. Therefore its ranking
drops to number 4.

So we submit that these are the Priorities of Need:

1. Respiratory infections

2. Eye problems

3. STD’s and HIV

4. Malaria

5. Diarrhoea

All mostly associated with malnutrition in children and women
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APPENDIX 2

ASSESSMENT OF MEDICAL RESOURCES IN THE EAST NATRON AREA.

Interviews were arranged with the following doctors and health workers who

have an interest and/or experience of working in the area.

1. Selian Lutheran clinics.

a) Dr Steven, manager of the clinics, himself based at Kitumbeini

 11/6/08

He is aware of the problems of staff retention and morale in these remote areas.
Professionally, such staff members have to work independently, and be resilient and
adaptable.  He is working in an area all around Arusha. Being part of an NGO he can
work independently of District boundaries. Funding is tight to maintain the services
already run from his 8 clinics e.g. doctors salaries. All these clinics would expect a
contribution for services, except where the government directly pays for medicines etc
e.g. TB treatment, HIV testing.

 We think that this is reasonable, and over a period we would encourage communities

to be more responsible to budget for medical care, not just depend on free charitable

handouts.

b) Dr. Joseph Nsimba at Piaya and Arash clinics. 11-16//6/08

Although this area is to the West of the focus area, in Ngorongoro District, the terrain,
and demography of the area, along with the medical problems are remarkably similar.
Dr. Penny Aeberhard has had experience of working with him 10 years previously.
Common problems were discussed and recent changes of government policy, such as
introduction of HIV testing on request for all. Government policy document of the
cooperation and integration of NGOs was discussed. She observed the range of
patients in his clinics.

c) Dr Megiroo and colleagues at Mtu Wa Mbu Clinic 20/6/08

This is a large clinic, and in the process of expanding. In the next year they may open
a new maternity unit able to do Caesarean sections. It has a small 6+6 bed unit for
brief overnight stays. It has a large clinic area for counselling HIV patients. They can
give Retrovirals after CD4 counts have been done in Arusha or other places. There is
a lab. for microscopy and simple blood tests. Dr Megiroo has an interest in public
health and health education, whereas Dr. Lazaro completed his AMO qualification
last year. More complex cases are referred on to Arusha or to Karatu (both about one
hour away).

 They agree that Mtu Wa Mbu is a natural place for people of the East Natron area to

come to when sick, given that there is increasing traffic to Natron by Maasai to trade

and shop, also tourists (4-6 hours). In theory, and if funded, they would be prepared

to offer medical help, also give outreach education modules to East Natron.

d) Dr. Swai, at Gelai Lumbwa clinic 28/6/08

He himself has been working at this clinic for over 20 years. Before we met him we
had heard from the community members at Wosiwosi that they had trust in him, more
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than their other geographical choice, to go over the border to Kenya. He works with a
Maasai spoken nurse, Evaline, who has had 7 years experience here. On this
unannounced visit, we were given a warm welcome and noted the premises to be
clean and relatively cheerful. We were impressed too by the young and dynamic
village leader, Steven Losyeku, who joined us for the meeting and seemed
knowledgeable and supportive of health issues.

They together give full CMH(Child and Mother Health) services, and would be keen

to offer more to the Wosiwosi community if they had transport.  While FMS could, if

pressed, extend service to Wosiwosi, the excellent airstrip (built and used by TGT) is

a significant distance from the bomas.  We feel it best to support Dr. Swai for clinics,

but make sure the airstrip and FMS are available for emergencies.

2. Government Clinics.

a) Engaresero 24/6/0

This small township has expended rapidly over the past 20 years owing to tourist
traffic on the west side of the lake. For people of Makat area this is the nearest place
to buy basics and get very pure water that they use for home distilling. It is a1 hour
4x4 journey, or 4 hours by foot over flat terrain. There we found a brand new clinic
premises, a kilometre to the north of the main settlement. It was completed but
unoccupied. It has been well built and could offer overnight accommodation i.e. for
IV rehydration etc. Labour cases needing Caesareans would still have to go to Ewasso
many km away to the north-west, or, as before to Karatu/ Arusha. The airstrip means
that if the FMS were involved, a patient could be airlifted, but with the expense
involved. The doctor there is planning to move her clinic to the new premises this
month (July 08) but is still awaiting basics such as beds, mosquito nets, IV stands, and
running water.

Dr. Adelina Daniel has been new to the clinic for 7 months. We were told that she
replaced an older doctor, who had over 17 years become demoralised and the clinic
had been rundown. We were therefore delighted to have a warm welcome to an
unannounced visit. The clinic was clean and welcoming, with bright posters. She had
been working very hard, and obtained a new fridge for vaccines and the dispensary
had reasonable stocks. She did not have much basic equipment, e.g. no BP cuff, no IV
drip stands, but was aiming to work to the best of her capacity. She had responded to
a call for help from Makat in April. She had got a lift over to them where a woman
was in obstructed labour, and she successfully referred her to Karatu for a Caesarean.
We verified this afterwards, and mother survived but the baby died. She does not
speak Maasai, but she is happy to give family planning services. We were pleased that
she did not draw a boundary line despite her then working outside her own district.
However, she did not feel she could travel outside the district for mobile clinic
services, such as field vaccinations, etc.  Her experienced nurse, Joyce Amos, showed
us the HIV tests she was doing.

We are sure that she would be an asset to the Makat community. As she is the closest

doctor in case of emergencies, her access to Makat, across District lines, should

continue.  Would it be possible for instance, that she also be allowed to increase

vaccine and medication supplies if the two DMOs (Longido and Ngorongoro) were to

formalise this agreement? Women in Makat often travel to Engaresero, especially on
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Thurdsays (market day) and may feel inclined to bring their children for vaccinations.

As therefore the Engaresero area is well supplied (relatively speaking with the new,

staffed clinic and the FMS (See below) we suggest that the FMS could reduce to

monthly visits, and transfer the other two weeks to a new airstrip at Makat if built.see

previous note about this suggestion. Donors could be found to support Dr. Adelina

i.e. a BP cuff!

b) Gelai Bomba/Merigoi 28/6/08

This has been identified as the administrative centre of this part of the Longido district
for the East Natron area. Because of road conditions it took 3 hours driving 4X4. The
walk over the side of Gelai mountain could be about 5-7 hours. We did not see the
Gelai clinic here. The people of Makat had said that the clinic never has medication so
was not worth going there. The doctor there had not given confidence.

However, there is at the time of this writing (September 24) a new and keen doctor in
Merigoi, who, we have been told by Dr. Ndosi, is keen to participate in outreach
clinics.  The issue, of course, remains transport.  Until there is a guarantee of regular
transport for him to the Makat community, he cannot be yet seen as a viable option.
Women travel many miles for clinics, so there must be some reasonable guarantee of
service.

We also met with the Diwani (ONR Tuke- Oloirusha Cancellor) and ward executive
officer (Thomas Laizer) also Semete – Kaposhi- Veo Magadini. They were
enthusiastic and supportive of supporting health and education intiatives. They are
building a secondary school in Merigoi, and any such educational development for
people has shown to also improve health by increased knowledge. They are also
actively in a planning stage for a new dispensary to be built at Makat. They seemed
unaware that for the people at Wosiwosi it would be in general too far to travel.  In
general, Wosiwosi seems to have forgotten as there is no school there.

Buildings alone do not deliver a health service. Quality staffing and supplies of

medication are more important. In the short term we congratulate the continued

strengthening of the Merigoi clinic resources, and when that is functioning and

further resources found, then think again about a dispensary for Makat (and

Wosiwosi). In the meantime, we would advise that services be provided FMS in

Makat, supplemented byDr. Adelina in Engaresero; in Wosiwosi, the best option

remains Dr. Swai, provided transport can be found.

3.Flying Medical Service

They operate a basic medical service offering to outlying communities, within
reach of Arusha, the opportunity to have immunisations and maternal antenatal care
(CMH).  Babies are weighed and charted. They will give monthly supplies of anti-
tuberculosis therapy, if already diagnosed. They have a small selection of drugs for
emergency treatment of diarrhoea and respiratory problems. They can also in a real
emergency:  ie fly pregnant mother (last year, one with eclampsia) for further help. I
(PA) was impressed with their efficiency; paperwork etc. and evidently they offer a
popular service as here were about 30 people waiting when we got there. At present,
and for some years back they fly every 2 weeks into Engaresero airstrip 2 km out of
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town. They were not aware that the town now has a young doctor working there
overlapping a great deal with their services.

We suggest that they:

• Meet with the new Doctor, Adelina Daniel, at Engaresero, to check her

willingness to take over more of the immunisations at the new Engaresero

clinic. Then they can reduce the visits to Engaresero to monthly and introduce

new monthly visits to a new Makat airstrip

• Continue their excellent policy of treatment for identified TB patients, and

those needing urgent treatment for malaria, diarrhoea etc.

• Continue their excellent service to children for immunisations

• Be proactive to continue the government policy, of offering top up Vit A 6/12ly

to all children from 15months. Weigh children at these 6m checks too,

REFERRING ALL at risk, underweight children to the Engaresero clinic.

Consider offering regular deworming mebendazole 400mg to these children at

same visit. This may be an area for extra Donor funding. (See appendix 3 for

reasons behind these 3 last points)

• Also refer pregnant women for HIV/ Syphilis testing to the same clinic. Clarify

Family Planning policy and liase with Engarasero clinic.

4.Karatu. FAME- (Foundation for African Medicine & Education)

Dr. Frank and Susan Artress

This new NGO is now based at Karatu, and is offering at low prices an alternative
private health service to local people. BUT they also have a charity arm going to
remote areas in mobile clinic. In March this year they went to Makat area. There three
doctors with nursing staff saw 323 patients in the one day. They will not regularly be
reattending this location because it required massive logistics to get the team there.
However they may be willing to go, if a specific request in the future. I was able to
analyse all the notes from their clinic (see Appendix 1). Dr. Frank is of the opinion
that mobile clinics (i.e. a vehicle with staff and medication) would be a good answer
to the needs of this area. One of their team (a Tanzanian paramedic) had had a wealth
of eye experience. In his opinion there was an urgent need for a thorough assessment
of trachoma in the area. This should be accompanied by an effective education
programme.

They may be willing to go, if a specific request in the future for a general mobile

clinic. Surgical and anaesthetic skills in the team may be useful.

5.Longido District DMO

Dr. Happiness Ndosi.

We were very pleased to have the opportunity to meet the new lead doctor for this
area. He has public health and gynaecology experience. He has been kind enough to
say he will welcome this report to contribute to his planning process. He is unable at
the present time to have accurate statistics as to the demography of the area, and also
the mortality / morbidity of the area. We guessed that the latter was going to be as
needy as most rural parts of Tanzania, and therefore worse than the overall Tanzanian
figures that took into consideration the better health of urban areas.
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 We stated that we did not intend to set up a brand new NGO, more to look at what

was present in the East Natron area, try to support and encourage workers there. We

will make some commonsense suggestions and we can approach donors for one off

items or, in the case of TGT suggest that they can support the community in the longer

term with transport costs. At present he does not have working district general

hospital at Longido. A priority is to get a simple XR machine to help with diagnosis

and management of TB in the area. He will let us know how much this costs.

Dr. Adelina Daniel in her Engaresero clinic with Dr.Penny Aeberhard
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APPENDIX 3

Rationale to references to Nutrition. East Natron District Suggestions.

Tanzania: Adaptation of IMCI* (WHO/UNICEF)

Why is it important?

1. Increased infections. Because poor immunity. But more infections burn

up the “fuel” and leads to more weight loss! (We say a vicious circle). NB

life is often miserable for these children; they lack energy and play

experiences. NB Rheumatic fever and TB will be part of these.

2. Can be permanent brain damage. The child will never reach its full

potential.

3. Deaths. If a child is malnourished then they are more likely to die of

malaria, diarrhea and pneumonia than a normal child (see below)

4. 

WHO world statistics

1:3 CHILDREN IN THE WORLD ARE MALNOURISHED.  This is higher, 2:3, in
areas with wars.

Worldwide: Childhood deaths

20% are due to  pneumonia………….. and malnutrition

12% “  diarrhoea ………….. malnutrition

8% “  Malaria  ……………….. and malnutrition

5% “  Measles – going down-  and malnutrition

4% “  HIV/AIDS – going up- and malnutrition

22% “  perinatal  (time of birth up to 1 month) and malnutrition

N.B. in UK the death rate for children is now about 4 / 1,000; in India it is

quoted at about 60/ 1,000: but in rural india it will still be over 100/ 1,000 .

Tanzanian figures are nationally 53/ 1000, but will be higher in this poor

rural sdistrict.

*Integrated Management of Childhood Illnesses

THEREFORE I SUGGEST THAT ALL CHILDREN WHO FALL INTO THE

MALNOURISHED SECTION OF THE ROAD TO HEALTH CARD (ALL

THOSE UNDER THE GREEN AREA) ARE REFERRED TO LOCAL

CLINICS FOR SUPPLEMENTARY HELP, TO BREAK THE VICIOUS

CYCLE OF MALNUTRITION LEADING TO LOW IMMUNITY- MORE

INFECTION AND FURTHER MALNUTRITION AND MORTALITY.



31

MEDICAL MANAGEMENT OF MALNOURISHED CHILDREN

If children are below the green band of Road to Health

• WRITE

on the Tanzanian growth card and the clinic card

• ASSESS AND REFER FOR MORE INTENSIVE MEDICAL

MANAGEMENT

For dehydration**

Oedema

Spleen (malaria) glands and parotids (HIV/AIDS , TB)

Vitamin A deficiency: eyes, also hair and skin

Hb

• HISTORY

Recent malaria, diarrhoea or chest infection

Recheck immunizations, especially Vitamin A and measles ***

• SOCIAL: LISTEN TO PATIENT ABOUT ECONOMIC STATUS

Poverty levels and other problems

• ADVISE ABOUT FOOD. Always continue breastfeeding. 6 feeds a day in

small quantities best. Ground rice with groundnuts or lentils 1:4, made

with boiled water, with added sugar and a little oil suitable. Boiled milk

vegetable soup (no salt) and mashed banana good too. Need to look at

more goat milk, possible import/purchase of soy or millet or beans instead

of maize, and use of more oil when cooking.  Need to advise MEN on this,

too, as they own the livestock.  But obviously this a separate battle!)

• GIVE   RX

Albendazole 6m-12m: !/2 tab:  over 1 y:

1tab

Folic acid 6m-12m _ daily over 1 y: 1tab

Zinc under 6m: 10mgdaily,  over 6m- 20mg daily  for 10-

14d

Amoxicillin 1m-6m :62.5 tid, 5 days      over 1year:125 mg

tid

Or Cotrimoxazole 6w-5m: 120 mg bid,5 days 6m-5y: 240 mg

bid

(This is because WHO says most have infections even without fever etc)

• GIVE ADVICE to parent/ carer on what to do if Malaria, diarrhoea or

chest infection

• SEE AGAIN after one month.

If gaining weight then add Pediatric dose of Iron with folic acid 1 d.

If not gaining, continue folic acid and reassess as to reasons why not.

** If malnourished& dehydrated look at fontanelle and mouth,(you cannot use the
skin elasticity). Then give ORS with, afterwards, equal quantity of clean, boiled
water.
***If 6 m and very low weight, WHO recommends Vit A and measles early at 6 m
and repeat at 9 months. July 08.

Dr. Penny Aeberhard
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Matero’s car, in need of medical attention so it can assist with the Makat School lunch program
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CONTACTS

Dr. Happiness Ndosi, DMO Longido happyndosi@yahoo.com

Melanie Finn melfinn1@yahoo.com
0784751983
+1-571-366-3304

Dr. Penny Aeberhard. FRCGP (UK) penny.aeberhard@btinternet.com
+ 44 1380 870602

Flying Medical Service

Father Pat Patten fms@arsbol.co.tz
Jack jaceker@yahoo.com

FAME- (Foundation for African Medicine & Education)

Dr. Frank and Susan Artress. fameafrica@googlemail.com
0784 686933

Dr Steven Friberg, manager of the Lutheran clinics, Kitumbeini
0784 431101

Piaya and Arash clinics.

Dr. Joseph Nsimba 0786 503969 nsimbaj2005@yahoo.com

Gelai Lumbwa

Dr Swai 0784 196268
Evaline, Nurse, 0786 703469
Steven Losyeku Village Chairman, 0786 703469

Dr. Simon Megiroo  MPH.ADV .Dip Clinic. Med.
 0713 993909 2003megiroo@yahoo.co.uk
Dr Lazaro Meiludie, AMO
O754 590256 lazaro.meiludie4@gmail.com

Gelai Bomba/Merigoi

Ward Exec officer: Thomas Laizer
ONR Tuke- Oloirusha Cancellor (Diwani)
Semete – Kaposhi- Veo Magadini

Dr. Adelina Matina Daniel

0754 414740 danieladelina63@yahoo.com


