REPORT OF ROTARY FAMILY HEALTH DAY MONITORING & EVALUATION – SURVEY

1.0 Introduction
This report is submitted to the Rotarians for Family Health and AIDS Prevention (RFHA), Nigeria
consequent on the conduct of a monitoring & evaluation (M&E) program for the Rotary Family
Health Days (RFHD) held 8-10 October, 2015.
The M&E exercise was conducted in January to February 2016
The RFHD took on the charity task of closing gaps of unmet health care needs and preventing
diseases in several countries in the world including those in Africa since 2011. There is a need for
the Rotary clubs to know with support of empirical data what the sustained effect of these efforts
in health care are in families, and on the health care delivery system of the nations. Hence
monitoring & evaluating of RFHD programs organized by Rotary Clubs in districts, regions and
countries of the world becomes imperative.
The proposed scope of work for this short term consultancy includes:
●
●
●
●
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Review of Registration and Tally sheet of services rendered by the Club.
Facilitation of training sessions for the three months follow-up of Clients Data Collectors
Conduct of a three month follow-up Survey of Clients accessed services during the RFHD
Comprehensive report on the training and evaluation process for strategic
recommendations
Background

Monitoring & Evaluation methods are used to ensure delivery of program activities according to
recommended guidelines and assessing the effect/outcome /impact of programs activities and or
services on the beneficiary population. The Rotary club chooses among programs and projects
‘doing good’ in the world, and needs to know with support of vivid data what the lasting effects
of their effort are on the nation’s families and the health care system. For an instituted M&E
process to achieve its goal, it is expedient that the aim/objectives be clearly stated , balancing the
cost benefits of the activity under a confidentially secured environment, ensuring validity and
reliability of data gathered and utilizing outcome to make informed choices/decisions towards
program improvement.
Guiding principles for RFHD Monitoring & Evaluation (M&E)
a. Explicit Objectives of the M&E.
● To provide partner organization full documentation of services and referrals delivered to
clients during RFHDs
● Provide quality assurance and accountability not only to funding sources but to hundreds
of volunteers who support service provision to the clients on RFHDs
● Generate evaluative data for decision makers so as to ensure continuous quality
improvement from year to year.
● Evaluate the sustainable impacts of RFHDs in the lives of the clients and the nation’s health
care delivery system.

b.

Privacy & Informed Consent
● To ensure privacy and confidentiality of participating individuals data at the
RFHDs program
c. Quality Assurance of Research
d. Balancing Cost Benefits.
e. Clear M & E Plan
This consultancy exercise addresses guiding principles (a) and (b), give recommendations that
informs better future planning and implementation, improving quality assurance of RFHD’s
program/activities.
3.0
Methodology
Sampling method was systematic random sampling of sponsor clubs, clients/beneficiaries within
selected. Selected beneficiaries signed/thumbprint a client informed consent form (form C).
Phase I: Collected Data Review
The various data collecting tool used to collect clients information and services rendered with the
consent form were reviewed for completeness and the storage modalities assessed for
confidentiality and safety. The tally sheet with the registration sheet were reviewed to ensure there
are no duplication of served client names and that referral for each client are tallied. These tools
include the
● Client registration form - recording the personal data
● Services Tally Sheet for services rendered per client.
● Informed Consent form - which should be duly signed or thumb printed by each client to
obtain their consent to participate in the three month follow-up survey of clients to assess
effect of the services rendered on the individual/family and get input for improving the
RFHD program.
Phase II: Three Month Follow-Up Clients’ Survey
A. Adaptation of the Three Months Follow-Up Survey Tool for Training: The tool for followup survey was translated into the local language for ease of understanding and use for
collecting survey data by selected data collectors.
B. Facilitation of Training Sessions on the Follow-Up Survey tool: There was training of the
data collectors on the use of the three months follow-up survey tool before being
commissioned to collect data from consented clients served during the RFHDs.
C. Administration of the Follow-up survey tool: The Data collectors were assembled in a
comfortable venue with all conveniences to collect data via phones. Each data collector
came with his/her mobile phone with given call/airtime loaded on it for him/her to call and
collect information as required by the follow-up form.

D. Analysis of Collected Data: Data collated, transcribed as necessary entered and analysed
using SPSS version 20 analysis software.
E. Report Writing: Reports of findings with recommendation is as written below.

4.0

RESULT
Phase I: Collected Data Review
●

General Observations
●

Confidentiality is partially maintained but could be improved upon through the
transcribing of the same information especially on personal data into a file on a
computer system and stored away in a passworded folder for permitted individuals to
handle.

●

Client registration form - recording the personal data _
●

These were reviewed and found that the tools format were different for the various clubs
though with almost the same contents in terms of information requested to be collected.

●

Services Tally Sheet for services rendered per client
●

These were also not uniform. Clubs used various materials i.e. ruled sheet, typeset paper
etc.

●

Information collected is incomplete.

●

Information for both adults & Children are not disaggregated but rather put together
though adults are more than children. Hence children’s info is almost lost to review.

●

Informed Consent form
●

These forms though filled did not have complete information that a consent form should
have on it.

●

It was not duly signed or thumb printed by each client to obtain their consent to
participate in the three month follow-up survey of clients to assess effect of the services
rendered on the individual/family and get input for improving the RFHD program.

●

These forms though available and filled, observati

●

ons showed that they could not be personalized as they were filled but had no line for
signature of the consenting party and that of a witness as expected for a conventional
consenting tool in research or surveys.

Phase II: Three Month Follow-Up Clients’ Survey

A. Adaptation of the Three Months Follow-Up Survey Tool (See Appendix III)
B. Training: The tool for follow-up survey was translated into the local language for ease
of understanding and use for collecting survey data by selected data collectors.
C. Facilitation of Training Sessions on the Follow-Up Survey tool: There was training of
the data collectors on the use of the three months follow-up survey tool before being
commissioned to collect data from consented clients served during the RFHDs. See
Appendix IV (Report of the RFHD’s Data Collection Workshop Training) _Attached
to this Report document
A half day training was organized in preparation for the survey as part of the program’s
monitoring and evaluation exercise. Below is the summary report of the training
workshop organized for data collectors on the M&E survey exercise. The training
objectives is as stated below
Training Goal & Objectives
Goal
To prepare and empower participants for the Rotary Family Health Day Survey Data
Collection
Training Objectives
● Learn about Data Collection
● Familiarise with and understand the RFHD Survey including survey tools.
● Plan for the collection of data on the RFHD.
Workshop Activities Summary
The training started with registration of participants.
The participants introduced themselves first, while facilitators’ introduction to the
group was followed by ground rules and introduction of goal and objectives of the
training as stated above.
Thereafter, the training started and progressed according to the training Agenda.
Training Methodology
The training was both participatory and didactic/lecture in nature and there were
interjections with role plays. The RFHD data collection tools (English & Yoruba
version) were shared with the participants. The participants were trained on the tool
utilization. The English version was explained in Yoruba which is the dialect of most
participants in the RFHD program i.e. survey respondents. Since the tool will be

applied in Yoruba, each line of the translated tool was read and explained to participants
by Dr Sodeinde Kolawole John.
Earlier, Dr Jaiyesimi took a session on Research and Research Methodologyexplaining reasons for research to participants and also took them through the different
methods of Data Collection with emphasis on In-depth Interview (IDI) which is the
method to be used for the RFHD Survey.
Participants were allowed to ask questions just as the facilitators too took turn to probe
participants’ understanding on the discussed topics for the different sessions.
The two facilitators alternatively took the sessions as indicated in the Agenda.

One of the facilitators (Dr Shodeinde KJ) taking the Survey Tool walkthrough and explanation in
Yoruba
Role plays were taken in turn by participants pairing up to simulate the interviewer and the
survey respondent. Comments were taken by each group of participants who took the role
play on their performance and their use of Yoruba words during the role play.
Emphasis was placed on mutual respect from the interviewer; though stressing too that the
participants as interviewers should expect to also be treated by some interviewee badly
considering human nature.

Role Play Sessions by Participants while other participants’ listen to learn and make useful
comments thereafter.

Another Role Play Sessions by Participants
Participants were trained on phone call etiquettes to enable them elicit true and useful
response from interviewee, since data collection will be via phone calls.
Finally the plan and step by step process of data collection for the RFHD M&E exercise
was shared with participants before the training closed with a prayer from one of the
participants.

Verbal evaluation of the training showed that all participants had improved knowledge
about Research and Data Collection and Management.
Training Outcome
✔ Participants at the end of the training had understanding of Research/Survey and
Data collection and Methods of data collection.
✔ The essence/objectives and modus operandi of Rotary Family Health day was
shared with participants even though they were all Rotaractors who had participated
and or sometimes assisted with organisation of RFHD in the past.
✔ Most participants understood and were able to interpret the RFHD survey data
collection tool in Yoruba.
✔ The role plays showed that participants understood the tools for data collection and
also that they are comfortable using the tools.
✔ The participants agreed on starting data collection the next day at the same venue
of training.
D. Administration of the Follow-up survey tool: The Data collectors were assembled in a
comfortable venue with all conveniences to collect data via phones. Each data collector
came with his/her mobile phone with given call/airtime loaded on it for him/her to call
and collect information as required by the follow-up form.
E. Analysis of Collected Data: Data collated, transcribed as necessary entered and
analyzed using SPSS version 20 analysis software.

See Analyzed Result below.

Table 1: Age and Sex Distribution of Beneficiaries of RFHD (N=246)
Variable

Frequency

Percentage

<14

4

1.6

15-24

24

9.8

25-34

59

24.0

35-44

68

27.6

45-54

46

18.7

55-64

24

9.8

>65

21

8.5

Male

96

39.0

Female

150

61.0

Age Group (Years)

Mean Age: 41.14 +/- 14.7
From Table 1, it can be seen that more beneficiaries of RFHD fell within age group 35-44 years than
other age groups. Majority (61.0%) were females.
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Figure 1: Age Distribution of Beneficiaries of RFHD
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Figure 2: Sex Distribution of Beneficiaries of RFHD

Table 2: Services Received During RFHD (N=244)
Services

Frequency

Percentage

Malaria Test Only

13

5.3

HCT Only

1

0.4

Deworming Only

1

0.4

Eye Test Only

1

0.4

Blood Sugar Test Only

2

0.8

Treatment/Drugs

2

0.8

Multiple Tests

42

17.3

Test(s) & Counseling

21

8.6

Test(s) & Health Supply

50

20.5

Test(s) & Treatment/Drugs

49

20.1

Treatment & Counseling

1

0.4

Test(s), Treatment & Counseling

15

6.2

Test(s), Drug, Counseling, Immunization

1

0.4

Test(s), Drug, Counseling, Health Supply 41

16.8

Drugs & Health Supply

1

0.4

No Services Received

3

1.2

Total

244

100.0

Table 2: Shows majority (98.8%) of participants received various services ranging from laboratory tests,
treatment of common ailments, counseling and health supplies. Only 1.2% of participants received no
services.

Table 3: Reason for Attending RFHD (N=218)
Reason

Frequency

Percentage

General Medical Checkup

72

33.0

Invitation by Friends/Family

54

24.8

Advert

11

5.1

Eye Check

3

1.4

Free Health Services

9

4.1

Illness

12

5.5

Good Organizers’ Attitude

1

0.5

Nearness of Centre

30

13.7

Personal Interest

21

9.6

Pregnancy

3

1.4

To Access HCT Services

2

0.9

Total

218

100.0

Table 3 shows that major reasons for attending RFHD included general medical checkup (33.0%),
invitation by family/friends (24.8%) and nearness of centres to homes (13.7%).

Table 4: Lifestyle Change after RFHD (N=211)
Lifestyle Changes

Frequency

Percentage

Health Improvement

90

42.7

Diet Change

21

9.9

Safe Sex

9

4.3

Change in LLIN Use

9

4.3

Others ( Including 2 or more

52

24.6

No Changes

30

14.2

Total

211

100.0

changes among above)

Table 4: Shows most (85.8%) of the beneficiaries had one form of change or the other after the RFHD,
especially health improvement (42.7%)
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Figure 3: Life Changes after RFHD
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Table 5: Desire to Attend RFHD Again
Variable

Frequency

Percentage

Yes

237

98.3

No

1

0.4

Not Sure

3

1.3

Total

241

100.0

Beneficial Services of Previous RFHD

22

13.2

Free Health Services

15

9.0

Good Organizers’ Attitude in Previous RFHD

17

10.2

Medical Checkup

68

40.7

If Done Near Residence

13

7.8

Personal Interest

9

5.3

Rotary Family

2

1.2

Well Organized Previous RFHD

8

4.8

If Invited

13

7.8

Total

167

100.0

Wrong Test Result

1

50.0

Procrastination/delay

1

50.0

Total

2

100.0

Would you Come Again? (N=241)

Reason for desire to come again (N=167)

Reason for desire not to come/unsure to come again
(N=2)

Table 5 shows almost all (98.3%) of the participants would like to attend the next RFHD. Reasons
included beneficial services of the last RFHD (13.2%), to have a general medical checkup (40.7%) and
good organizers attitude during the last program (10.2%). However one person (0.4%) would not want to
come and three people (1.3%) were unsure they would attend the next one. Reason for this included delay
in receiving services.

Table 6: General Experience at RFHD (N=239)
Experience

Frequency

Percentage

Treated Okay

235

98.3

Not Treated Okay

1

0.4

I Can’t Say

3

1.3

Total

239

100.0

Table 6 shows majority (98.3%) of the participants said they were treated okay during the last RFHD.
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Figure 4: Reasons for Desire to Attend Next RFHD

5.0 Some Opinions of Beneficiaries
“Program was averagely satisfactory though we were delayed for several hours before being attended
to”
“When I was tested for blood sugar and cholesterol level in the program, the results were okay. I was
however, tested to have high blood sugar in another Health Centre which I treated. Therefore I am not
too sure I will want to attend another RFHD because of the faulty result”
“Program is okay. However, it should be done regularly and not just occasionally”
“It is a nice program. More tests should also be introduced like mammography”
“I was treated okay but they said nets were for pregnant women alone”
“They tried but there was delay because people were too many”
“I was not attended to because of the crowd. However, people who benefitted from the program said it
was okay”
“The workers there need adequate training on how to attend to the public”
“I really want to commend Rotary for carrying out that free medical checkup because I know they really
spent money”

6.0. DISCUSSION
Documentation review showed that there is lack of uniformity in data collection models used during the
provision of the health care delivery – particularly, with tools for data collection. Tools for data collection
should be harmonized and shared with adequate numbers given to all clubs to utilize for data collection.
This refers to the Personal data toll and the Service Delivery tool. Whatever is the challenge with
accessing these tools should be looked into and mitigation plans implemented.
Lack of disaggregation of the collected data by age and sex masked data on served children. Children
needs to be given better visibility by creating their own data tool and also asking for consent by proxy
from their parents or guardian.
In addition, tools need to be overhauled/revised for completeness of content that give useful feedback
towards informing program improvement.
Confidentiality could also be improved through better coordination of the activities by the Rotary
Foundation in the state or country.
Majority (about 65%) of the beneficiaries were over 35 years and were females (61%). This implies

RFHD services which include primary prevention and early diagnosis (in form of screening) for
diseases affecting middle aged and elderly women would have much more beneficial value for
participants over other services and improve overall prognosis of ailment if it eventually occurs.
Services geared towards primary and secondary prevention of breast and cervical cancers would
fall in this category and should be given utmost preference. Breast cancer for instance is the
commonest cancers in women and the strongest risk factor is increasing age.2 Such services as
health education on preventive practices and risk factors for breast cancer are important if RFHD
will really touch the lives of possible participants. Also Breast Self-Examination (BSE) and
demonstrations including the use of models should be considered. This need is supported by the
expression of one of the participants “It is a nice program. More tests should also be introduced like
mammography”

The United Nation, for statistical consistency across regions, defines ‘youth’, as those persons
between the ages of 15 and 24 years, without prejudice to other definitions by Member States.1
For activities at the national level, for example when implementing a local community youth
programme, “youth” may be understood in a more flexible manner. It can be based for instance
on the definition given in the African Youth Charter where “youth” means “every person
between the ages of 15 and 35 years”.1 It is obvious from these definitions and table that

majority of attendees at the Rotary Family Health Day were females/women who could not be
classified as “Youth”. Less number of youth (35.4%) were at the program.
Certain factors can be modified by Rotary Club to improve participation and desire to attend subsequent
RFHDs. Such factors which influenced attendance of last RFHD included advert and invitation by
family/friends (29.9%), Free Health Services (4.1%), Nearness of activity centre to the
people/communities (13.7%) and good organizers’ attitude 0.5%. It is important to note that proximity of
program centre to end users could motivate more people to attend since they considered distance as no
barrier especially when we use venues that they are used to for performing routine or daily activities.
Moreover, conducting program in neutral places like schools or community halls would prevent any
conflict of interest among intending participants. Easy access and participation in the program could be
made possible by ensuring that it’s largely community based (done among the people in their houses,
schools, town halls and places of worship) and not facility/ hospitals based. However, conducting RFHDs
in religious houses may have prevented some people of different faith professed in these places of
worship from participating.
Publicity of the program can be improved using various Information, Education and Communication
(IEC) materials. Besides creating mass awareness, invitation of individuals or groups is important and is
usually more effective if done by people who have personal relationships with them like families and
friends. These modifiable factors accounted for over 50% of the reasons why participants want to attend
the next RFHD and they include beneficial services received during the last RFHD (13.2%), Free Health
Services (9.0%), good attitude of organizers and health-care givers (10.2%), nearness to homes (7.8%),
well- coordinated/organized program (4.8%) and invitation by families and friends (7.8%).
However some factors may not be easily influenced to affect subsequent RFHDs (non- modifiable
factors). Such factors are illness of intending participants, pregnancy, personal interests in medical
programs and decision of people to go for medical check-up. Nevertheless, if the provision of certain
services like Breast Self-Examination, visual acuity, HCT, blood pressure check, blood sugar test etc
during RFHDs are consistent and become common knowledge among the public, this might influence
their decision to patronize such services during the program.
Assessment of impact of the program on the life of beneficiaries after RFHD suggest that much focus was
placed on curative services, rather than, primary preventive and screening services with health promotion
towards ensuring lifestyle modification and early detection of ailment, especially chronic diseases.. Such
services are more rewarding in programs like this, unlike curative services which are better for acute
ailments and or emergencies that may need close monitoring/follow ups usually in health facilities.

The attitude of organizers were largely good and hence suggest that the Rotary Club International
continue their friendly, attractive relationship and or attitude which scored them high in this evaluation.
Majority (98.3%) of beneficiaries reported that they were treated well and would love to come in
subsequent RFHDs. Two among those who are unhappy about their experience, gave reasons why they
wouldn’t come again faulty test result and delay in receiving care. Delay in accessing services during the
exercise needs to be given attention. This likely was due to massive crowds in some of the centres and
poor crowd control skills. Some of the beneficiaries’ expressions which supported this included
“Programme was averagely satisfactory though we were delayed for several hours before being attended
to”
“They tried but there was delay because people were too many”
“I was not attended to because of the crowd. However, people who benefitted from the programme said it
was okay”
“The workers there need adequate training on how to attend to the public”
One of the participants claimed his blood sugar test result was wrong, being different from another one he
had in a health centre sometimes after the RFHD. This submission was actually very subjective and may
not be true. Several factors needed to be considered to substantiate the claim including the health workers
who performed the two tests, the instruments used and the interval between both tests which could have
given room for recognizable changes in his body’s chemistry among other things. In order to avoid such
complaints in future, let all instrument plus materials for test be validated for sensitivity and specificity,
even as they are used by trained hands on the program
Experience conducting this evaluation showed that there may be a need to engage professionals or
individuals with experience in data collection for future exercise. It took longer time to collect the data,
there were delays because working volunteers were the data collectors and some of the collectors are
impatient to probe the respondents well enough to get complete and useful information.
A total of 246 respondents were interviewed but it was only in age and sex that no missing response was
recorded. For instance in answering the question “would you attend the next RFHD”, only 241 gave an
answer and much less 169 gave reasons for their answers. This presumably may be due to the impatience
and inability of interviewers to probe sufficiently. Some thoughts of respondents were therefore not
completely captured on certain issues. Review of methods for data collection may therefore be necessary.
The Rotary Family Health Day offered inhabitants of their communities the opportunity to access various
medical services at little or no cost to the beneficiaries. Almost all (98.3%) the participants were satisfied

with their experience cum services rendered and would like to attend the next RFHD. The program is
largely a success and was able to achieve its aim of closing the gap of unmet needs in health care services
for members of the communities but for the little or none existing primary preventive and health
promotion component.
7.0. FURTHER RECOMMENDATION
1. Review Tools for Data Collection for completeness and uniformity.
2. Make data collection tools easily accessible by giving e-copy for all clubs to download and or
provide hard copy template for photocopying.
3. Develop protocol for conducting RFHD to be used and followed by all clubs.
4. Assign monitors for clubs’ RFHD program to ensure conformity with protocol for conducting the
program.
5. The Rotary foundation should share the year goal and objectives plan with all clubs to allow them
key in and ensure implementation of the RFHD towards achieving same aims and objectives.
6. Include primary preventive and health promotion services in RFHD Program.
7. For better and improved participation, venues for program should be neutral.
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