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Abstract: The Road-to-Health (RTH) card has served as a tool for monitoring nutrition and vaccination status 
individual child for several decades. The card has the potential to serve as a community database for research 
if kept by the caretaker for a considerable period.  This study aimed to assess whether the magnitude of 
possession and retention of RTH cards is adequate to serve as a community database for monitoring and 
evaluating health interventions targeting under fives. This cross-sectional study was conducted among under 
fives in Korogwe town and its suburbs in Tanzania. Six wards and four villages were randomly selected and all 
under fives found were included. Using a structured questionnaire, demographic information was obtained 
from the parent/guardian of the child. Information was collected on the presence of RTH card from which the 
date of birth was recorded. A total of 4899 households were involved and information obtained for 6364 under 
fives. The overall card possession rate was 74.3%. Possession of RTH cards was found to be highest among the 
last born under fives (78.3%) than the third-from-last born under fives (45.1%). Caretakers who were married 
and educated had higher card possession rate. In conclusion the possession of RTH cards was adequate to 
serve as a community database for monitoring health status and evaluating health interventions targeting the 
under fives. However, the low retention rate poses a limitation for the cards to serve as a permanent community 
database. This paper discusses some of the strategies to increase retention of the cards by caretakers. 
_______________________________________________________________________________________
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Introduction

Community-based Health Information System 
(CBHIS) has the advantage of being able to 
measure the outcome and impact of health 
interventions which is not possible with 
facility based health information systems in 
low income countries where a large proportion 
of the population do not utilise formal 
health care services (Kumar, 1993). In these 
countries, monitoring and evaluation of health 
interventions at community level is limited 
by the lack of a sustainable community based 
information system. In Tanzania, there are several 
systems for data collection that are based at the 
community level such as, the village registration, 
child village weighing programme and the 
Demographic Surveillance Systems (DSS). Each 
of these systems has several limitations to serve 
as a sustained community database.  If well kept, 
the village register can be used to collect data 
on births and deaths thus reducing dependency 
on national censuses. But the register has not 
gained roots in the respective villages as most 
of them are not frequently updated.  Through 
the village weighing programme the under-five 
follow up forms have been used to collect data 
on immunization and nutritional status of the 
under fives. In spite of this, the high drop out rate 
of village health workers who are the kingpin 
to the success of the programme compromises 

the quality of data collected. As with the village 
register, the under five follow up forms faces 
similar problem of not being updated. Through 
the DSS, data on births and deaths are collected 
bi-annually in a selected number of districts. 
In some of the DSS, data on the cause of death 
is collected using verbal autopsies. Although 
the system produces reliable data on birth and 
death occurring at community level its use as 
a community database is limited by the low 
coverage. Currently, the system is implemented 
in three out of 150 districts in the country.  

The RTH card provides s simple, cheap, 
practical and convenient method of monitoring 
individual child health at the under fives’ 
clinic (Tarwa and Villiers, 2007). For a number 
of decades, the card has served as a tool for 
monitoring nutrition and vaccination status 
of under fives (Mukanga & Kiguli, 2006). As 
home retained cards, they are reported to be 
well looked after by caretakers who can move 
with them to different places. The card provides 
an easy and quick reference to clinicians about 
the child’s previous encounters with health 
professionals (McMaster et al., 1996). Data 
recorded in the card include date and type of 
vaccination given, and diagnosis, treatment and 
advice provided for each disease event.  These 
records can be easily retrieved for community 
planning and in the retrospective studies 
(Kumar, 1993; Hagelin et al., 1991).  The fact that 
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current disease episodes are recorded by trained 
health workers makes the records on diagnoses 
more reliable compared to that in the DSS. 
Reliance on recall in establishing occurrence of 
a disease episode undermines reliability of the 
data (Cutts et al., 1990). 

RTH cards have been reported to be not 
utilized to full potential. RTH cards can serve 
as a mobile databank for curative, preventive 
and promotive services (Tarwa and Villiers, 
2007).  In order for the RTH cards to serve as a 
sustained community database, the majority of 
caretakers need to retain them for at least five 
years. This study was conducted to determine 
the magnitude of RTH card possession and 
retention by caretakers of under fives with a view 
to explore the extent to which RTH cards can 
serve as a sustainable database for monitoring 
health status and interventions targeting <5 
year children. 

Materials and Methods

Study site and sample selection
This study was conducted in December 2001 and 
January 2002 in Korogwe town and its suburbs 
(5010’S, 38000E) in Tanzania. With a population 
of 260,200 the district is estimated to have about 
39,000 under fives (2002 National Population 
and Housing Census) with an area covering 
about 3700 square kilometers. 

This cross-sectional study was conducted 
in six randomly selected wards from Korogwe 
town to represent urban settings and four 
neighboring villages to represent sub-urban 
settings. All children <5 years old found in 
the selected wards / villages during the study 
period were included in the study. 

Data collection
A house to house visit was made to identify 
households with under-fives with the support 
from village and hamlet leaders who were 
familiar with the members of households. 
The caretaker (defined in this study as parent 

or guardian) found at home at the time of the 
study was interviewed using a structured 
questionnaire. The caretaker was asked on the 
number of under fives in the household and 
asked to produce their clinic cards (RTH cards), 
if they had. Information was collected on the 
presence of RTH card and the date of birth was 
recorded from the RTH card. For those who did 
not have a card the dates of birth was obtained 
from the caretakers. A calendar of local events 
was prepared prior to data collection and 
used by data collectors to facilitate recall from 
parents/guardians.

Data analysis
Data analysis was done using EPI Info version 
6 and p-value was taken to be significant when 
the value was below 0.05. Possession of RTH 
card was defined as the proportion of all under 
fives (overall) having RTH cards at the time of 
the study. Retention of the card was defined as 
the difference in card possession between the 
last-born under fives and the second-from-last 
born; and third-from-last born under fives. 

Research clearance
Research clearance was obtained from the 
Muhimbili University College of Health 
Sciences. Approval for the research was obtained 
from the regional and district authorities. 
Verbal informed consent was obtained from the 
caretakers prior the interviews. 

Results

A total of 4899 households were involved 
in the study in which 6364 under fives were 
found. Majority of the respondents were female 
(96.0%). Overall, 74.3% of the underfives had 
RTH cards (Table 1). Possession of RTH card 
was found to decrease with the decrease in birth 
rank. Whereas, 78.3% of the last-born under 
fives were found to have the cards less than half 
of the third-from-last born under fives (45.1%) 
had the cards.  

Table 1: Number of respondents and the RTH card holding rate for <5 year by birth rank 
Birth rank No. with cards Percent No. without cards Percent Total
Last-born 3834 78.3 1065 21.7 4899
Second-from-last born 822 63.1 481 36.9 1303
Third-from-last born 73 45.1 89 54.9 162
Total 4729 1094 1635 6364
χ2 = 198.64 df = 2 p value = 0.00001
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Analysis was done to determine some of the 
factors associated with possession of RTH cards. 
Households in which couples were married or 
cohabiting had higher card possession rate than 
those living single (P-value < 0.05). Households 
in which the caretaker reported to have attained 
primary level education had higher card 
possession rate (79.7%) compared to those not 
educated (74.6%) (P-value <0.05). Housewives 
were found to have higher card possession rate 
compared to other occupation groups (Table 2).

Variable Response No. with 
cards

No. without 
cards

No. with 
cards

No. without 
cards

Total

Marital status Single 610 74.7 207 25.3 817
Married 2701 80.1 672 19.9 3373
Divorced 133 71.5 53 28.5 186
Cohabiting 267 78.3 74 21.7 341
Spinster 101 67.8 48 32.2 149
Others 22 66.7 11 33.3 33
χ2 = 29.96 df = 5 p value = 0.0000015

Education None 871 74.6 297 25.4 1168
Primary 2640 79.7 671 20.3 3311
S e c o n d a r y 
and above

323 76.9 97 23.1 420

χ2 = 14.02 df = 2 p value = 0.0009
Occupation Peasant 2301 77.4 670 22.6 2971

P e t t y 
business

340 79.4 88 20.6 428

Housewife 934 81.8 208 18.2 1142
Employee 103 78.0 29 22.0 132
Others 153 71.2 62 28.8 215
χ2 = 16.24 df = 4 p value = 0.0022

Discussion

A high rate of possession of RTH cards was 
found, which was similar to reports from other 
low income countries (Dammann & Solarsh, 
1992; Nathoo et al., 1999).   The high possession 
rate provides an opportunity for the cards to 
be used to monitor and evaluate under fives 
health status and intervention programmes, 
especially in low income countries where 
CBHIS are inadequate or non-existent. A low 
rate of retention of the cards was also found, 
which pose a serious limitation if the cards are 
to serve as an effective and reliable community 
database. Currently, the RTH cards are mainly 
used for monitoring growth and vaccination 
status of individual child. Many caretakers do 
not usually take children to the clinics once they 

complete vaccination schedule at the age of about 
one year except where child growth monitoring 
activities are conducted at the community level. 
Therefore, strategies to increase card retention 
need to start with enhancing the use of the cards 
beyond monitoring weight and vaccination at 
individual level. Several strategies are proposed 
in this paper aimed at increasing card retention 
by caretakers. 

With support from the UNICEF, quarterly 

village health days are conducted by the 
village governments under the Child Survival, 
Protection and Development programme (CSPD) 
in 40% of Tanzanian villages (Johnson, 2005). 
One of the main activities during these days is to 
follow-up health status of under fives using RTH 
cards. There is need to roll-out these activities 
throughout the country and strengthening them 
where they already have started.  Members 
of the village government need to be trained 
on evaluation of health interventions in their 
respective communities using simple indicators. 
They should be supported to collect and 
aggregate only the data that could help them 
to monitor and perform their activities better 
(Husein et al., 1993) and take the necessary action 
for the identified problems. 
	 In many low income countries, a large 

Table 2: RTH card holding rate for underfives by caretaker’s marital status, education and occupation

OthersHousewives
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proportion of people do not seek for modern 
care when they get sick. Consequently, it is not 
possible to adequately measure outcome and 
impact of intervention programmes using health 
facility data. If trained and supported, health 
workers can use data collected in the community 
to complement facility based data thus obtain 
a comprehensive picture of their catchment 
areas. Using RTH cards as the database, district 
health authorities can conduct baseline and 
subsequent surveys to evaluate outcome and 
impact of interventions targeting under fives in 
their respective districts (Bachmann & Barron, 
1996). Detailed analyses of community based 
data collected at health facility level can be done 
at district level where better analytical skills and 
computerized systems exists. 

Studies have shown that despite being 
an overburden to health workers as a result of 
collecting enormous amount of data, facility 
based Health Information System (HIS) is 
often unreliable (Robey & Lee, 1990; Simba & 
Mwangu, 2005). Collection of outcome and 
impact indicator data at the community level 
will reduce the need to collect same data in the 
health facilities. This will allow de-bulking of 
the facility based HIS thus reducing the burden 
of data collection hence improving data quality. 

Strategies to enhance retention of RTH cards 
after the completion of vaccination schedule 
might include: (i) Using the RTH cards as a 
criterion for under fives to qualify for services 
earmarked for the age group. These might 
include exemption to user-fees when seeking 
medical care and to procure insecticide treated 
nets at a subsidized price through the current 
voucher scheme. In many areas, the card is 
often the only evidence to determine the actual 
age of the child; and (ii) Giving special attention 
to caretakers who come with RTH cards at the 
health facilities, for example, giving them first 
priority to be attended.
	 Having a permanent or semi permanent 
RTH book (passport) to cater for promotional, 
preventive as well as curative services will 
motivate caretakers to retain it for future use, 
especially if a token fee is charged (Van der 
Hoek, 1994). The book can be used by clinicians 
to record briefly the disease suffered, treatments 
provided and if referral advice was given. In 
addition to being useful in the follow up of 
individual child health care through the referral 
ladder the notes can also serve as a database 
for future research. Despite some limitations in 

recording disease data (Tarwa & Villiers, 2007) 
other studies have shown such a book to be 
acceptable by the majority of the health workers 
and clients (Harrison et al., 2005). 

Selection of Korogwe township was 
based on convenience. This might limit 
generalization of findings from this study.  
The fact that the study area comprised of an 
urban and sub- urban areas might lead to 
overestimation of proportion of card possession 
and retention since service coverage tend to be 
better in urban compared to rural areas. 

In conclusion, the high rate of possession 
of RTH card among under fives creates an 
opportunity for the cards to serve as a community 
database. If retained in high proportion, the 
cards can be useful to monitor health status 
of under fives and evaluate intervention 
programmes targeting them. Strategies are 
needed to maintain a high proportion of card 
possession and increase card retention.
_______________________
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