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List of Abbreviations
ABY


Abstinence and/or Being Faithful (Youth)

AED


Academy for Educational Development

AIDS


Acquired Immune Deficiency Syndrome

AOP


Annual Operational Plan

APHIA


AIDS, Population & Health Integrated Assistance Program

ART                       
Antiretroviral Therapy

ARV


Antiretroviral

BCC 


Behavior Change Communications

CACC


Constituency AIDS Control Committee

CCC


Comprehensive Care Center
CDC


Centers for Disease Control and Prevention

CDF


Constituency Development Fund

CHW 


Community Health Worker

CIC


Community Implementation Committee

COMPASS

Community Participation for Action in the Social Sector
CSW


Commercial Sex Worker

CTO


Cognizant Technical Officer

DASCO

District HIV/AIDS Coordinating Officer
DHMT


District Health Management Team

DMS


Director of Medical Services 

DTC


Diagnostic Testing and Counselling
EMACK

Education for Marginalized Children in Kenya
EMOC


Emergency Obstetric Care
ESD


Extending Service Delivery

FBO


Faith-based Organization

FPPS


Family Programmes Promotion Services

FHI


Family Health International

GOK


Government of Kenya

GIS


Geographic Information System
HBC


Home-based Care
HIV


Human Immuno-deficiency Virus

HMIS


Health Management Information Systems

HR 


Human Resources

HRM


Human Resources Management

HRH


Human Resources for Health

HTSP


Healthy Timing and Spacing of Pregnancies

ICB


Institutional Capacity Building
IP


Implementing Partner

M&E


Monitoring and Evaluation

MOH


Ministry of Health

MSH


Management Sciences for Health

MTC


Medical Training College

NACC


National AIDS Control Council

NASCOP

National HIV/AIDS & STI Control Program

NEP


North Eastern Province

NEPHIAN 

North Eastern Province HIV/AIDS Network 
NHSSP

National Health Sector Strategic Plan 
OI 


Opportunistic Infection

OVC


Orphans and Vulnerable Children

PAC


Post Abortal Care

PASCO

Provincial AIDS and STD Coordinator

PGH


Provincial General Hospital

PHMT


Provincial Health Management Team

PICT


Provider Initiated Counselling and Testing

PLWHA

People Living with HIV/AIDS

PMO


Provincial Medical Officer

PMP


Performance Monitoring Plan

PMTCT

Prevention of Mother To Child Transmission

STI


Sexually Transmitted Infections

SUPKEM
`
Supreme Council of Kenyan Muslims
TB


Tuberculosis

TOT


Training of Trainers (also refers to a trainer him/herself)

USAID


United States Agency for International Development

USG


United States Government

VCT


Voluntary Counselling and Testing

VSAT


Very Small Aperture Terminal
YFS


Youth Friendly Services
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I.
Introduction
APHIA II (AIDS, Population, and Health Integrated Assistance Program) is an agreement between the Government of Kenya and USAID.  The APHIA II North Eastern Province (NEP) project brings together a team of organizations under the umbrella of the Extending Service Delivery project: Pathfinder International; IntraHealth International; and, Management Sciences for Health.   Family Programmes Promotion Services (FPPS) is a local partner responsible for providing technical assistance in behavior change communications.  

APHIA II aims to provide improved and expanded, sustainable HIV/AIDS and tuberculosis (TB) prevention, treatment, care and support together with integrated reproductive health and family planning services.  Increased service access and use and the promotion of healthy behaviors among groups most-at-risk of HIV infection are also goals.  Project activities occur at both health facility and community levels and involve a high level of collaboration with GoK partners and stakeholders at district and provincial levels.
The project proposal was based on a design mission carried out from October 23 to November 7, 2006.  The design team was led by the Provincial Medical Officer and composed of technical specialists from Pathfinder, MSH and IntraHealth.  Comments and inputs were sought and received from a wide range of stakeholders, both governmental and non-governmental. Pathfinder International submitted the proposal to USAID on February 13, 2007 and the project was awarded on May 14, 2007.  

Note: This is the fourth Quarterly Report since project inception; however, each project year is considered to begin in July and therefore the quarter of January-March is identified on this report as Q3.

II.
Post-election violence in Kenya

Violent protests gripped the country following the announcement of Presidential election results in late December.   Fortunately, unlike the rest of the country, North Eastern province remained remarkably free of civil strife.  This can probably be attributed to several factors, including the long-standing marginalization of the province from the rest of Kenya, as well as the strong influence of traditional and religious leaders who are painfully acquainted with the anarchy associated with the demise of Somalia.  With the exception of delayed shipment of the project’s vehicles due to congestion at the port of Mombasa, APHIA II NEP was able to continue with planned activities, unlike its sister projects in other provinces.  However, the political situation in Kenya remains volatile and it is possible that NEP could be affected, particularly in terms of being able to access the province by road.  

III.
Accomplishments
a)
Facility assessments
A thorough understanding of the province’s programming environment, particularly in terms of health services delivery, is critical to establishing a foundation for refining strategies and implementing activities.  
During the project’s initial provincial planning meeting with the PHMT in October 2008, planning was initiated for the assessment of selected public and private sector facilities in the province in order to inform the development of interventions, particularly those related to service delivery.  APHIA II NEP developed tools for the assessments, with separate tools being developed for a) PGH and district hospitals; and, b) lower level facilities, including health centers and dispensaries.  The project’s M&E Advisor is developing a data base for storing information on each facility.  There are currently 86 functioning public sector facilities in the province, as well as a number of private sector facilities in the urban areas.  The assessments were conducted in close collaboration with the PHMT and DHMTs.  

On January 11th, the project team disseminated to the PHMT and respective DHMTs the findings and recommendations of  assessments of 36 facilities in Garissa, Fafi and Lagdera districts.  Some preliminary observations:

· There are clearly huge gaps in human resources, physical infrastructure and capacity building needs of staff and hospital management teams.
· Almost all of the facilities assessed provided only 4-5 services consistently on average as compared to the MoH standard of 28 services.  These included: outpatient for general illness and conditions; immunization; ANC; morbidity; and, health education.
· In terms of APHIA II NEP program areas, major gaps exist in the provision of HIV/AIDS services, notably: PMTCT, VCT, RH, stigma reduction and youth-friendly services,despite high acceptance of VCT by the community.
· Laboratory services are especially poorly distributed. Most refer clients to sub-district, district and the PGH facilities that are on average about 70 Kms away.
· Pharmaceutical and non-pharmaceutical supplies and inventory management are adequate but ordering is poorly done resulting in excess or under ordering of specific items.  This was attributed to lack of training of current staff on Inventory & Supplies Management.
· It emerged that only two committees: the Hospital Management Team (HMT) and Maternal Death Audit (MDA) are known across all the facilities.  The mandate of these committees is however not very clear and their composition differs in different facilities.  None of these committees have been trained in leadership, management, supervision or quality improvement.
· There are hardly any linkages to CBOs and other community structures for the other facilities.  The CHW meant to strengthen these linkages are often busy working at the facility due to shortage of staff.
· Use of HMIS at the facilities is non-existent in all the facilities visited and data is not used for planning and decision making.
The project technical teams conducted assessments of all 13 public sector facilities in Ijara district from January 14-18.  The assessments were preceded by a meeting with the Ijara DHMT and health sector stakeholders on January 13.

Some preliminary observations from the Ijara assessments:

· Ijara is not dissimilar to Garissa as far as facility infrastructure is concerned, but as far as staffing and services offered is concerned, Ijara has its own challenges. 60 percent of facilities assessed are manned by Community Health Workers (CHWs). The rest had only one nurse plus one other staff. Governance is also a major issue in the district; only Facility Management Committees exist as governance bodies, but the majority of these are virtually moribund.
· One unique observation in Ijara was that all clinical staff (nurses, nutritionists, lab techs, pharmacy technicians) who are permanent MOH staff are located at Masalani District Hospital while contracted staff (CAPACITY, UNICEF, Clinton Foundation, NASCOP) are only found in the remote facilities. This is of interest because most of the contracted staff are newly qualified and therefore the prudence of leaving them to run facilities on their own is questionable.
· The habit of staff, where they are more than one alternating at the facility (as soon as one appears, the other leaves for rest) is also evident in Ijara, as it is for the rest of the province.
· The mix of services in the district is limited to the traditional mix of not more than four to five services. This could be contributed to by the fact that CHWs are incapable of delivering complex services like immunization, MCH or RH.
· The most positive point observed in Ijara is the dynamism and enthusiasm displayed by the DHMT.  The potential for stakeholders to partner with MOH in health care provision is also clearly evident. 
From February 17-29, the Project Director and all program staff carried out facility assessments in 32 facilities in 7 districts (comprising the former districts of Wajir and Mandera before they were subdivided).  These districts were the remaining districts to be assessed in the province; although the focus during these two weeks was on “high volume” facilities, the assessments are considered complete in terms of having adequate information upon which to base the selection and prioritization of interventions.  Assessments of the remaining facilities in these 7 districts will be done later in the year by district-based APHIA II NEP staff and their MOH counterparts.

The program staff split into two teams to assess all of the facilities.  The project rented two vehicles for the exercise, which were complemented by two vehicles provided by respective DHMTs.  Each team traveled well over 1000 kilometers on rough roads during the course of 12 days.  DHMT/Stakeholder meetings were held prior to the assessments, to review the purpose of the assessments and agree on the itineraries.  A member of each DHMT accompanied the teams and introduced them to facility staff.

During the current reporting period, data from the assessments was forwarded to Nairobi; the M&E Specialist identified and put on contract two data entry persons for inputting the assessment results.  Data will be analyzed and a report drafted in April.
b)
Assessment of Garissa PGH laboratory

The laboratory of the Garissa Provincial General Hospital serves as a referral laboratory for the entire province.  While diagnostic services are in a poor state throughout the province and will require assistance from APHIA II NEP, it will be critical to begin provincial strengthening at the PGH.  With technical assistance from MSH’s Strengthening Pharmaceutical Systems project, APHIA II NEP conducted a rapid assessment of existing laboratory services in support of the HIV/AIDS & ART program of the Garissa Provincial General Hospital laboratory from February 12-15.  The assessment culminated with a debriefing of stakeholders on implementation plan which identifies gaps, strategic options, and resource needs/commitments.  This information, as with the facility assessments, will provide APHIA II NEP with baseline information and will assist in prioritizing interventions.  
In March, APHIA II NEP attended a series of stakeholder meetings at which the PGH informed participants of steps it had taken to move the implementation plan forward and invited commitments from stakeholders to assist in areas that it could not immediately address itself.    
The PGH laboratory implementation plan, including commitments of partners, is attached as Appendix II.
b)
Human Resources for Health (HRH) assessment

Despite the key role of human resources in the functioning of health systems, no comprehensive studies have been conducted to assess the adequacy of the health care workforce in NEP.  Failing to complete such an assessment before initiating a scale-up plan for HIV/AIDS and other health services in the province could ultimately undermine the effectiveness of any longer-term initiatives.  Problems around deployment and retention of skilled staff are perennial and contribute to the extremely low utilization of services in the province.  
Therefore, timely and accurate information on workforce needs will be an essential precursor to APHIA II NEP, or any other large-scale health sector program in NEP, achieving its objectives.  It is anticipated that the results of this assessment  will not only inform the MOH, APHIA II NEP and other stakeholders within NEP about where and how interventions would most effectively contribute to the strengthening of human resource capacity, but could also serve as a baseline for follow-up evaluation of provincial health capacity.  
As per the approved project workplan, APHIA II NEP collaborated with the Capacity Project to conduct the rapid HRH assessment in NEP.  The assessment was conducted in November 2007 and had multiple objectives: 

· To ensure that human capacity development, as a process, is at the centre and drives any health sector performance improvement program in NEP (rather than as a stand-alone program or simply labeled as a training or capacity building initiative).
· To assess the HRM system capacity of the Ministry of Health sites in NEP to support and adequately staff health service programs including HIV and AIDS services, retain staff, absorb and train new and existing staff and contribute to the overall productivity of the system.
· To assess the capacity of the MOH in-service training program to increase quality, planning, and standardization of in-service training activities in NEP.
· To assess the capacity of the pre-service training institutions to respond to staffing and training issues in health in NEP, especially in meeting the health needs of nomadic (mobile) populations. 
· To develop a set of short and long term recommendations, strategies and actions that will address the HRH performance weaknesses that face the health sector in NEP.
· To conduct effective outreach and dissemination of assessment results to inspire and influence change in government and donor programs for NEP, from a HRH perspective. 
· To stimulate informed conversation among public health sector leaders, donors, implementers and advocates around these and other related issues.

The full report of the assessment is attached as Appendix I.

The Project Director and the Performance Improvement Specialist participated in the dissemination of the findings and recommendations on January 16-17; participants included the Provincial Medical Officer; District Medical Officers of Health; the Deputy Director of HR Management in the Ministry of Health; the Principal of the Garissa Medical Training Centre; the Registrar of the Nursing Council of Kenya; and, representatives of various NGOs.
The findings and recommendations of the assessment were endorsed by the participants with only minor modifications.  The majority of the meeting was spent on developing a strategic plan for taking the recommendations forward.  An NEP HR Leadership Group will be established to provide the ongoing leadership needed to implement the HR Action Plan.  Terms of reference for the  Leadership Group were agreed upon and membership of the group, to be chaired by the PMO, proposed.  The group will hold its first meeting in early April, with support from APHIA II NEP.

d)
Sexual networks assessment
The primary focus of APHIA II NEP is to maintain low prevalence rates through reinforcing the influence of local religious and societal leaders around abstinence and being faithful and using them as culturally acceptable means for influencing the local population.  However, PMTCT data from UNICEF’s work in the region shows areas of rapid expansion of the epidemic mainly around Garissa (5% prevalence) and other urban centers which are acting as catalysts in fueling the spread of the HIV epidemic. Urban areas within NEP generally feature significant populations of civil servants, teachers, development administrators, uniformed services personnel and commercial traders, many of whom are from other regions of the country and are often unaccompanied by their spouses or families.  There are also groups of single young men from NEP, for whom sexual activity is primarily through transactional sex with sex workers (many of whom may not identify themselves as such). 
Despite the general perception of NEP as an Islamic province with conservative social morals, these urban centers feature “hot spots” for commercial sex and opportunities for the HIV virus to enter the mainstream population through informal/concurrent unions, widows and polygamous unions.  For APHIA II NEP to develop an effective prevention strategy, it will be critical to identify spaces where transmission may be taking place, or where effective communication strategies or other targeted prevention strategies may work to slow the epidemic.
APHIA II NEP, in collaboration with APHIA II Nairobi/Central, is commissioning an assessment which will have four objectives:  

1. To obtain information on the location and level of risk behavior among key groups in Garissa and those sections of Nairobi frequented by populations from NEP.

2. To identify major or potential transmission routes between Nairobi and NEP, and potential target groups, locations and communication points for intervention.  

3. To identify local gaps in HIV knowledge, behavior and practice that can be turned into intervention areas by APHIA II teams. 

4. To improve the team’s understanding of the linkages between Nairobi and NEP in terms of sexual networks and coupling arrangements that will also increase ability of teams to create useful interventions for communication of HIV prevention material.  

During this reporting period, the Terms of Reference for the study were finalized with the consultants.  Finalizing of the assessment protocol and submission of materials for ethical review will take place in April.

e)
Islamic Leaders Conference

A2NEP accompanied the Provincial AIDS and STIs Coordinator to a meeting with the Supreme Council of Kenyan Muslims (SUPKEM) to discuss the problem of HIV/AIDS in NEP and discuss the role which religious leaders might play in promoting preventive behaviors and support for PLWHAs.  SUPKEM agreed that the problem merited involvement of religious leaders and subsequently convened a meeting with two other religious groups in the region: Council of Imams and Preachers of Kenya (CIPK) and the Kenya Union of Ulumas. 

The Sheikhs concurred that involvement of Ulumas in outreach programs for awareness creation is important to enhance behaviour change, reduce stigma and improve service utilization.  They agreed that Islam supports VCT and cited the example of Saudi Arabia, where couples are encouraged to go for testing before marriage (testing is not limited to HIV/AIDS but includes TB and Hepatitis).

The Sheikhs proposed the holding of a conference for Islamic leaders on “Islam and Health in the context of NEP: Opportunities and Challenges”.  This would be the first time such a meeting has been held in NEP and would include approximately 60 participants from throughout the province.  Influential and respected Muslim scholars and health professionals (and hopefully PLWHAs), will be invited as resource people.

A2NEP will support the PASCO and Sheikhs in developing an agenda for the conference, organizing invitations, managing logistics, reviewing presentations and documenting the outcomes.  The conference is scheduled for April 23-25 in Garissa.
e)
Healthy Timing and Spacing of Pregnancy
The community in NEP is pro-natalist and family planning is generally viewed negatively.  However, there is more receptivity to the concept of healthy timing and spacing of pregnancies in order to improve the health of both the mother and child, a concept in accordance with Islamic teachings.   

The Standard Days Method is a fertility awareness-based method of family planning which can be facilitated by a color-coded string of beads, called CycleBeads.  In late 2007, FHI conducted a feasibility analysis on the introduction of SDM in Kenya, with particular emphasis on certain regions, including NEP.  The assessment is generally positive, especially considering that the method is not dependant on commodities and can be provided by CHWs.  In Niger, it has been demonstrated to work when the method was promoted by Imams – NEP may be a similar environment.

The project has held discussions with the Georgetown Institute of Reproductive Health on the provision of technical assistance for a training of trainers.  It is anticipated that this will take place in the near future under the coordination of the Division of Reproductive Health (most likely for a larger group of trainers than just NEP).  In the meantime, the project placed an order for 3000 sets of CycleBeads which should arrive in-country next quarter.
x)
Community strategy – cross-visit to COMPASS project

A2NEP’s Outreach Manager and Community Coordinator visited the Community Participation for Action in the Social Sector (COMPASS) project in Nigeria from March 7-15.  Funded by USAID and implemented by a consortium of agencies led by Pathfinder International, COMPASS is one of the largest integrated health and education projects in Africa.  COMPASS has implemented a successful community mobilization strategy in the northern region of Nigeria, which shares many characteristics with NEP: arid or semi-arid; nomadic; pastoralist; Islamic; widespread polygamy; pro-natalist; etc.  APHIA II NEP has had lengthy discussions with COMPASS management and staff, including a presentation in Nairobi in December by their Senior Advisor for Community Mobilization, and are confident that the COMPASS approach could be effectively adapted and utilized in NEP.  
The trip was very well organized and provided ample opportunity to assess the appropriateness of the COMPASS approach to NEP.  The Outreach Manager and Community Coordinator are now taking the lead in drafting A2NEP’s community strategy.

g)
Office establishment
The Project Director, Finance Management Specialist and M&E Advisor are mandated by USAID to be located in Nairobi.  Pathfinder International allocated these personnel office space within its existing configuration; however, it is necessary to outfit dedicated space for these personnel as well as a Senior Accountant and Administrative Assistant.  The project identified office space adjacent to Pathfinder International’s existing office space and negotiated a lease agreement with the landlord to rent the space at affordable terms.
  Quotations from vendors to renovate and reconfigure the space according to project requirements were received in October.  Renovation and reconfiguration of the space commenced in November.  APHIA II NEP moved into its new office space in March.
In Garissa, APHIA II NEP consulted with the PMO and identified specifications for vehicles which can function reliably and effectively within the harsh environment of North Eastern province. The project obtained quotations for the procurement of 12 vehicles, 11 of them specially modified to suit the off-road terrain in North Eastern province (one vehicle will be based in Nairobi); of these, 4 vehicles are allocated for the MOH at district level.  On August 6, 2007 the project submitted to the USAID CTO a formal request for a waiver to procure non-US vehicles.   USAID informed the project on October 3, 2007 that the waiver had been issued.  The project placed an order with Toyota Kenya for the vehicles later that same month.  Delivery of the first vehicle was in March; additional vehicles are expected early in the second quarter of 2008. 
As per previous agreement with the Provincial Medical Officer and Provincial Commissioner for North Eastern province, space within the provincial administration compound in Garissa has been allocated to the project for renovating an office.  Being located within the provincial administration compound will be ideal for enhancing coordination with the PHMT and will contribute to meeting the needs of the MOH.  The project obtained quotations for prefabricated office materials and set-up and issued a purchase order.
  The project anticipates renovation of the office space to be initiated in the April 2008 and to be completed within two months.
In the meantime, the project continues to rent space for all of its staff within the CARE Kenya office in Garissa, under a renewable three-month agreement which includes furniture, access to a VSAT, security and utilities.  The agreement commenced on October 1, 2007.
The project identified office space in Mandera, Wajir and Ijara districts; the project has been allocated space by the district MOH in each location.  The space will require minor renovations before it is occupied.

f)
Staffing
During this reporting period, the project completed recruitment, hiring and orientation of a District Facility Coordinator and District Community Coordinator, both for Garissa district, as well as a Data Manager.  The positions were filled by the following individuals:

District Facility Coordinator: 

Ahmed Arale

District Community Coordinator: 

Zahra Lul 

Data Manager: 



Peter Nasokho

Given the challenges of recruiting qualified personnel for North Eastern province (as described in the first quarterly report), the project is pleased that it was able to identify and recruit very capable individuals for each of these important positions.  Two of the individuals are from North Eastern province.  The project was able to contribute to its gender balance by hiring Zahra Lul, a young woman from Garissa district with significant and relevant NGO experience.   This is in line with the project’s mandate to strengthen the capacity of human resources in the region.

Recruitment of District Facility and Community Coordinators for Mandera, Wajir and Ijara districts commenced during the reporting period.

h)
External meetings 
III.
Challenges

· Underestimation of LOE for start-up – therefore service stats delayed one quarter
Appendix I
Report of Human Resources for Health (HRH) Rapid Assessment in North Eastern Province (NEP) Kenya
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Planning, Developing & Supporting the Health Workforce



                  
The views expressed in this document do not necessarily reflect the views of the United States Agency for International Development or the United States Government.
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I.  
Context and Background

Shortages of skilled health workers and weak human resource management capacity are repeatedly acknowledged as the biggest constraints to service provision in the health sector in Kenya.  Moreover, these challenges are even more severe and dramatic in the remote districts that constitute the expansive North Eastern Province (NEP) of the country where the roads are poor, transport is limited and the distance between health facilities is vast.  Access to health services is difficult especially for the nomadic population. 

With a population of 1.3 million and a land mass that is 20% of the country, it is a sparsely populated region of mainly ethnic Somali Muslims.  In addition, a refugee population of approximately 170,000—primarily from war-torn Somalia—is grouped in three refugee camps in the Dadaab area.  The main economic activity is pastoralism and livestock production.  As food and water for cattle and other animals are limited, the population is not static, although organizational areas through which they move can be roughly identified.  Households have an average of eight family members and absolute poverty levels are 44% (DANIDA report).
This region has historically withstood decades of chronic underinvestment in human capital and health service infrastructure, coupled with weak management and other unfavorable socio-economic, cultural and ecological challenges that are unique to the area and continue to pose significant barriers to improving the health and well-being of the local populations, especially for the nomadic communities that wander with their livestock over a huge swathe of harsh terrain with poor physical infrastructure.  As a result, the provision of health care services in NEP has continued to be characterized by gradually deteriorating quality of care and growing gaps in coverage.

Health indicators for the province are poor.  The Kenya Demographic and Health Survey (KDHS) 2003 and other recent data demonstrate the following:

	Health Indicator
	NEP Data
	National Data

	Immunization coverage
	6%
	57%

	Contraceptive prevalence
	<1%
	39%

	Deliveries in hospitals
	7%
	42%

	-  Infant mortality rate
	91/1000
	77/1,000

	-  Under five mortality rate
	163/1,000
	115/1,000

	-  Maternal mortality rate
	1000/100,000
	414/100,000

	-  HIV prevalence rate
	<1%
	2.2% NASCOP


This data suggests that the nomadic community has difficulty accessing health care services and that maternal mortality and child health are the most critical health issues facing NEP.

Various funding and program initiatives have been developed in Kenya during the last couple of years in order to scale up programs to control major killing diseases like AIDS, TB and malaria and strengthen the health sector and government response. Successful implementation of such initiatives, including the new five-year, USAID-funded APHIA II NEP Project, will greatly depend on the capacity of the government to ensure adequate numbers of trained health workers who are efficiently deployed and effectively managed and supported to provide services to the local communities on a sustainable basis.

Despite the key role of human resources in the functioning of health systems, no comprehensive studies have been conducted to assess the adequacy of the health care workforce in NEP.  Failing to complete such an assessment before initiating a scale-up plan for HIV/AIDS and other health services in the province could ultimately undermine the effectiveness of any longer-term initiatives in the health sector. Therefore, timely and accurate information on workforce needs will be an essential precursor to any program of large-scale intervention such as APHIA II NEP to achieve its goals. Collated data from a comprehensive human resources (HR) assessment not only would inform the Ministry of Health (MOH), APHIA II Project and other donors and organizations that are active within the province about where and how assistance would most effectively build human resource capacity to achieve health sector and PEPFAR goals, but also could serve as a baseline for follow-up evaluation of provincial health capacity. In addition, it is important to evaluate overall health system capacity within the province when scaling up HIV/AIDS and other health services.

Objectives:
1. To ensure that human capacity development, as a process, is at the center and drives any health sector performance improvement program in NEP and that it is not presented and implemented as a stand-alone program or simply a training or capacity building initiative, as is often the case


2. To assess the capacity of the human resource management (HRM) system of the MOH sites in NEP to support and adequately staff HIV/AIDS programs, retain staff, absorb and train new and existing staff and contribute to the overall productivity of the system
3. To assess the capacity of the MOH in-service training program to increase quality, planning and standardization of training activities in NEP
4. To assess the capacity of the pre-service training institutions to respond to staffing and training issues in health in NEP, especially in meeting the health needs of nomadic (mobile) populations
5. To develop a set of short- and long-term recommendations, strategies and actions that will address the human resources for health (HRH) performance weaknesses that face the health sector in NEP.
II.  
Guiding principles
Throughout the process of conducting this rapid HR assessment, the consultants were guided by the following principles: 

· That the assessment reflects a consensus among the main stakeholders including all key government agencies and not be restricted to a United States Government initiative. Changes will be achieved only through coordinated efforts from key government agencies and development partners.
· Similarly the full involvement and leadership from the central MOH, the provincial and district teams and the National Aids Council are fundamental so that the recommendations of the assessment are endorsed and enforced. The Ministries of Planning, Finance and Education as well as the Public Service Commission will also need to be involved.

III.  
Methodology
Pre-Planning Visit
A pre-planning visit was carried out in October, 2007 by one consultant working with USAID, the MOH and local stakeholders in Nairobi and Garissa to:
· Discuss scope of work, agree on the focus of the assessment and make any changes as appropriate

· Align health sector leaders around the importance of supporting the assessment and the eventual implementation of its findings

· Collect and collate readily available HRH data, reports and information

· Agree on a list of stakeholders that need to be met during the technical assessment and prepare provisional schedule of meetings

· Identify participants for the Stakeholder Alignment Meeting in Garissa

· Identify and align a local team that shall be part of the technical assessment

· Prepare the ground for the actual technical assessment. 

HRM Assessment 
The following activities are illustrative of tasks undertaken by the consultant team to carry out the assessment:

· Stakeholder Alignment Meeting:  a one-day meeting was held in Garissa with a broad range of stakeholders to galvanize their support and commitment to the assessment and its subsequent findings.  The topics included a discussion of HR practices that are working well, things that have been tried and are not working and the HR challenges people see as most critical.  

· Meetings were held with district health management teams (DHMTs), boards and health staff at a broad sampling of facilities in Mandera, Wajir and Garissa, including district hospitals, sub-district hospitals, dispensaries and health centers.  Meetings were also held with Kenya Medical Training Centre (KMTC)-Garissa and DANIDA and faith-based organizations (FBOs).

· Following the field visits, the consultants assessed and analyzed the data in order to determine key priorities and recommendations that will have the largest impact on the supply, training and management of the health workforce including strategies for recruitment, retention and supervision, leadership and ensuring a structure that provides accountability and delineates authority at all levels.

· Key stakeholders in Garissa and Nairobi were briefed on the draft findings and recommendations and a draft report prepared.

Debriefing Meetings
Debriefing meetings were held in Garissa with the provincial medical officer (PMO) and key stakeholders and also in Nairobi with USAID, Capacity Project and APHIA II Project.

Limitations of the study

This HRM Assessment was limited by two factors:

· HR staffing data is woefully incomplete.

· Six new districts were recently created (pre-election tokenism), but the organization of health facilities in these districts is at various stages of planning, thus the assessment is based on the existing district plan of four districts.

IV.  
KEY FINDINGS
The consultant group used the “HRH Action Framework” to analyze and organize the findings.  The HRH framework, developed in consultation with HR practitioners and stakeholders from around the world by the World Health Organization (WHO) and the Global Health Workforce Alliance is intended to encourage a comprehensive approach to developing HR strategies rather than an approach that has a more narrow focus (i.e.,  training more health staff).  It is comprised of six components all of which need to be addressed in order to result in sustainable improvement in the HR capacity.  These components are:

· HRM

· education

· leadership

· finance

· policy

· partnerships

In regard to the NEP Assessment, the findings are overwhelmingly found in three components of the HRH framework:  HRM, education and leadership. We have also presented the available staffing data.
Human Resource Management:

HRM, or the lack of it, directly contributes to staff turnover and the migration of willing and trained health workers out of the province at an alarming rate.  Staff shortages cut across all technical and non-technical cadres.  Staff turnover is a major problem, especially for health staff that are posted in NEP from other provinces.  If NEP cannot improve the management climate under which its health staff functions, then there is no hope for improving service delivery on any sustainable basis.  The fact that there are no trained and experienced HR managers at any level of the health system in NEP is a critical factor that must be addressed as the first priority. The post of provincial personnel officer has been vacant since 2004.  None of the districts has a personnel officer.

The findings listed below were present at every health facility visited by the consultant team:

· Recruitment policy does not support staff retention in NEP.  With the exception of a modest number of medical doctors posted by the government to NEP, no other government health staff has been posted in recent years.  Of the ten doctors posted, only four reported for duty.  Vacancies are not advertised as being in the NEP, and the PMO has no role in the selection or posting process.  This leads to a mismatch in the people who would be willing to serve in a hardship area and those who are not.  It is significant that the study found a larger number of staff who are from the NEP more satisfied with their posting and as a result have served for many more years than for staff who come from outside the province.   

· Currently 70% of the staff are from outside the province with a higher percentage of these staff being contracted by partners, i.e., USAID/Capacity Project, Clinton Foundation, Global Fund (GF) and Malaria Project.  Without these staff, the health services in NEP would collapse, but there is a lack of harmonization in salary, terms and conditions of employment (transfer, promotion and training opportunities) between contract and government staff, leading to inequity and loss of motivation. This inequity is confounded by the fact that the term of employment for some contract staff is not clear, leaving them, and the district, in a state of uncertainty about their future.  If ultimately they are absorbed into the system, they are frequently transferred.  

· Of particular concern is the fact that contract staff are not paid in a timely manner.  Most of the people on contract through the Malaria Project had not been paid since August.  As they frequently serve in the most remote areas, their challenge is just to find a few shillings to buy food in order to sustain themselves.

· Even basic personnel actions are grievously backlogged, i.e.:

· The re-designation process has failed.  All cadres, but especially nurses, have been upgrading their status at their own expense, but they have neither been formally re-designated nor received the requisite salary increase up to ten years after attaining the new status.

· Failure to implement the “responsibility” allowance, resulting in managers with more responsibility being paid at the same level as lower staff

· Promotions not awarded with the result that staff stay in their job group for many years

· People serve on “probation status” for years because of delays in being confirmed.  One senior manager has been on probation status for over 20 years.

· Other HRM weaknesses include lack of:  job descriptions, performance evaluation and HR information systems.  

· The cadre of the community health workers (CHWs) is no longer useful as currently people with this job title are mostly attached to static facilities and assume a wide range of responsibilities at much higher levels than the role implies. 

· The shortage of staff makes it difficult for staff to take days off/leave which results in high levels of stress and burnout.

· The hardship allowance is not adequate to retain staff in NEP and does not address the severe lack of adequate housing, home leave, transport and other incentives. 

Education

As noted above, staff from the NEP tends to be more satisfied and serve for longer periods of time in the province.  They are more experienced in dealing with the hardship and often have family ties to the area.  Given this, it would make sense to train more people from NEP, yet there are insufficient numbers of qualified students from the province being accepted for health training programs.  These decisions are made at the national level and will require stronger advocacy from local leaders to change.  In addition:

· KMTC-Garissa lacks the capacity (i.e., field sites, housing, classroom space) to increase the number of students they can accept into their programs.  KMTC-Nairobi offers training in nursing, clinical officer, lab technology, pharmacy, environmental health, nutrition, physical therapy, occupational therapy, dental technology, health records information, community health officers, orthopedics and community development.  KMTC-Garissa is only able to offer nursing. 
· There is no system in place to give preference to applicants from NEP. Currently, only 13% of the students in the nursing program in Garissa are from the NEP.

· In-service training is dependent on what the MOH provides, and NEP staff is also underrepresented in these programs, especially in the lower cadres.
· The availability of distance learning programs has not resulted in the reduction of amount of time that staff are absent from their posts because staff are still required to come to Garissa for these programs.  As there is no “relief” staff at the facilities, it is often difficult, if not impossible, for staff to take advantage of these opportunities.
· In regard to all training, many students cannot afford KMTC fees.

Leadership

Leadership, or the ability to align stakeholders and mobilize resources to get results, needs to be strengthened at all levels of the health system in NEP.  Leadership capacity is critical in low-resource settings as was evident in a few facilities visited, like Bura Health Center, where staff morale and performance were higher due to the presence of managers who were problem solvers, involved the staff in decision making and focused on creating a positive workplace climate.  

In particular, trained human resource managers with leadership capacity are needed at both the provincial and district levels to address the many HRM issues that contribute to lack of staff retention.

Finance

Lack of financial resources continues to plague the MOH and limits its ability to fill vacancies and ensure that staff skills are up-to-date.  As, overall, organizations spend between 70%-80% of their budget on personnel costs, it makes sense to approve relatively small amounts of funding on initiatives that can make an enormous difference in the NEP.  The findings that require additional funding include the following:

· Instituting a realistic hardship allowance that would result in increased staff retention (see recommendation #1)
· Adjusting the salaries of staff who have upgraded their status 
· Adjusting the salaries of managers who assume more responsibility but are paid the same amount as lower cadres
· Upgrading and maintaining adequate housing to provide accommodations that are clean and provide the basic amenities
· Repairing vehicles.  Without working vehicles, health staff cannot reach many people in the remote areas and people, especially pregnant women, die unnecessarily.
Policy

Many of the HRM and education findings have policy implications that need to be addressed (i.e. recruitment and salary structure of government and contract staff).
Partnerships
Overall, the NEP enjoys positive, collaborative partnerships with donors, nongovernmental organizations (NGOs), FBOs, community-based organizations, community leaders and other key stakeholders.  Despite some problems with salary inequity and paying people on time, the contract staff supported by donor partners has been very successful.  Without these staff, health services in the NEP would collapse.  Partnerships have the potential to further expand the health services in NEP.  

Staffing

The staffing situation in NEP remains dire, especially at the lower-level health facilities. Currently out of a total of 153 health facilities in the province, 49 (32%) are closed due to lack of health personnel.

	Name of District
	No. of Closed Health Facilities
	Existing Health Facilities

	Ladgera
	7
	16

	Fafi
	4
	8

	Garissa (Old)
	7
	20

	Ijara
	2
	13

	Mandera East
	7
	15

	Mandera Central
	5
	14

	Mandera West
	5
	9

	Wajir East
	0
	16

	Wajir South
	1
	15

	Wajir North
	8
	13

	Wajir West
	3
	13

	Total
	49
	153


HRH data is not kept up-to-date thus making it difficult to accurately assess the level of staff deficits at any one time.  The data below shows that relative to its population, NEP has a much lower share of key MOH health cadres.  The situation is actually worse than the chart below suggests given the fact that the NEP population is dispersed over a huge area and the fact that there are very few health workers in the private and NGO sector in the province.

NEP’s Share of Population and Key Health Cadres (MOH)
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Below is a summary of health workers in the province:

Staffing Levels in NEP
	Category of Personnel
	Garissa

District

SDH        PGH
	Wajir District
	Mandera District
	Ijara District
	PMO’s Office
	NEP Total

	Specialist
	
	
	
	
	
	
	

	MPH
	
	
	
	
	
	1
	1

	Obstetricians/Gynecologist
	
	1
	0
	0
	0
	0
	1

	Physician 
	
	1
	0
	0
	0
	0
	1

	Surgeon
	
	0
	1
	1
	0
	0
	2

	ENT Surgeon 
	
	1
	
	
	
	
	1

	Ophthalmologist
	
	1
	
	
	
	
	1

	Pediatricians
	
	1
	0
	0
	0
	0
	1

	Anaesthetist
	
	
	0
	0
	0
	0
	0

	Psychiatrist
	
	1
	
	
	
	
	1

	Pathologist
	
	0
	
	
	
	
	1

	Dentist
	
	2
	
	
	
	
	3

	Pharmacist
	
	2
	
	
	
	
	2

	Medical Officer 
	1
	4
	2
	6
	1
	0
	16

	Medical Officer Intern
	
	4
	
	
	
	
	4

	District Health Accountant
	
	
	1
	
	
	
	1

	Registered Nurse (all categories)
	26
	33
	20
	27
	9
	2
	117

	Enrolled Nurse (all categories)
	71
	87
	44
	60
	13
	0
	275

	Clinical Officer (all categories)
	3
	14
	23
	21
	7
	2
	70

	Clinical Officer Anaesthetist
	
	2
	1
	2
	0
	0
	5

	Pharmacist
	
	
	0
	0
	0
	0
	0

	Pharmaceutical Technologist
	
	3
	7
	4
	2
	2
	18

	Laboratory Technologist
	
	10
	8
	7
	1
	1
	27

	Laboratory Technician
	
	6
	5
	2
	2
	0
	15

	Nutritionist /Nutrition Technician
	
	3
	3
	4
	0
	0
	10

	Health Education Officer
	
	
	2
	2
	0
	1
	5

	Records Technician
	1
	3
	
	2
	1
	1
	7

	Health Administrative Officer 
	
	1
	1
	2
	1
	1
	6

	Public Health Officer
	12
	0
	15
	16
	3
	2
	48

	Public Health Technician
	30
	1
	20
	11
	5
	0
	67

	Procurement Officer
	
	0
	0
	0
	0
	0
	1

	Storekeeper
	
	2
	1
	1
	0
	0
	4

	Clerical Officer
	
	1
	2
	0
	0
	1
	4

	Subordinate Staff Member
	2
	23
	14
	13
	2
	2
	54

	Community Health Worker
	
	
	0
	2
	0
	0
	2

	Driver
	1
	3
	4
	4
	3
	3
	18

	Plaster Technician
	
	6
	1
	1
	0
	0
	8

	Dental Technologist
	
	1
	0
	1
	0
	0
	2

	Radiographer
	
	5
	2
	2
	
	
	9

	Physiotherapist 
	
	3
	2
	2
	
	
	7

	Medical Engineer
	
	3
	2
	2
	
	
	7

	Cook
	
	2
	
	
	
	
	2

	Social worker
	
	1
	
	
	
	
	1

	Orthopedic Technologist
	
	2
	
	
	
	
	2

	Occupational Therapist
	
	1
	1
	
	
	
	2

	Community Oral Health Officer
	
	1
	
	
	
	
	1

	Copy Typist
	
	
	
	
	
	1
	1

	Drug Inspector
	
	
	
	
	
	1
	1

	Total
	147
	241
	182
	195
	50
	21
	836


The data below for Mandera District reflects the level of health worker shortage that prevails in the province.
Percentage of Established Positions Filled in Mandera District
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A number of development partners have recruited health workers for the province on contract terms. These programs include Global Fund (Malaria Project and NASCOP), Capacity Project, Clinton Foundation and UNICEF.  As shown in the following chart, health workers—mainly nurses working for these programs—constitute a large proportion of the workforce.

Contract Nurses as Percentage of Total Nurses
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V.  
RECOMMENDATIONS

While the findings of this assessment are many, most of which are well-known, we have limited the recommendations to four main issues as these are the most critical and stand to result in the most positive impact on the Millennium Development Goals and the health of the population in NEP.  These are listed in order of priority.  If the policy and management issues are not addressed first, then simply adding more staff to the health system will not result in any sustainable change; rather, it will only result in wasted resources and promote greater numbers of people coming and going without developing a sustained commitment to improve health services for the people of the NEP.

I.  HR Policy and Management Issues

· In liaison with the Directorate of Personnel Management, or a partner organization, hire experienced human resources managers for the provincial and district offices at Wajir and Mandera.  Since the MOH is already working to recruit HR managers to support decentralization, these districts should be accorded preferential treatment when the new HR staff is deployed. 
· Review national HR policy to ensure a higher level of decision making at the provincial level.

· Revise the recruitment policy so that the location of both government and contracted positions is identified.  Also, post positions locally in NEP.  Require that candidates for technical positions be interviewed on-site.
· Review current salary structure for equity among cadres and between government     and contract staff.

· Correct and stabilize the huge backlog of all other personnel inequities:
· Re-designate staff who have earned a new upgrading and adjust their salaries.
· Implement the “responsibility allowance” for managers who assume more responsibility than other cadres.
· Confirm employment status of staff who are still designated as “probation.”
· Implement a hardship allowance package to attract and retain staff.  The package should include: 
· An increase of 30% over base salary for all staff

· A transport allowance for home leave

· An increase in leave from 30 to 45 days to allow for travel time

· A higher housing allowance and/or improved housing

· The opportunity to participate in a career development program upon the completion of three years of service.

· It is also important to ensure that staff has adequate housing with basic amenities and that the facility environment is reasonably conducive and enhances staff morale and productivity.
2.  Staffing Gaps

In the short term, work with partners to fill needed vacancies in technical and non- technical positions.  Positions filled should be based on the severity of shortages as determined by the provincial health management team, DHMT and boards.  However, it is recommended that the following health needs are given priority:

· Nomadic community.  In the view of the consultants, the best way to improve health in the nomadic community is begin with building the obstetric capacity of the static clinics that are designated as referral facilities for the nomadic communities along zonal designations.  This is critical if the “nomadic clinics” being implemented by the government with support from DANIDA are to have any sustainable impact on maternal mortality. The nomadic clinics are providing basic health care, but to decrease maternal mortality these static clinics need to provide full obstetric care. 

· CHWs.  A system of CHWs should be put in place in all of the nomadic communities.  These CHWs should be selected by the community and be a part of it.  They will need training to provide basic health care and a VHF phone to be in touch with the nomadic clinics operating in their area.  These staff should be given the required allowance and be formally linked to the health sector.  In addressing this need, the overall role of the CHW needs to be clarified (see the sixth bulleted item in the findings list under Key Findings:  Human Resource Management).
· Maternal mortality.  In light of the high rates of death among pregnant women, a staffing priority must be to ensure that a referral system and reliable transport is in place throughout the province to meet the needs of pregnant women, especially at the time of delivery.
· Child health.  A focus on staff who can effectively provide outreach services to reach the children of the NEP is also a priority for staffing.
Establish a system whereby “relief” staff are available to cover for staff who are entitled to home leave.  Relief staff could be drawn from other provinces where government nurses do not have a full workload or even one or two additional nurses at the district hospitals could be fully engaged in covering for staff in the other facilities in the district.  Partners could also explore the option of using staff on long leave as relievers.  DANIDA has piloted this approach (i.e. using staff on leave as relievers). This approach could also be used to develop staff by having them relieve senior staff.  Failure to ensure that staff has time off to visit their families and rest will only lead to more staff turnover, low morale and burn-out.

3.  Education

In the long term, local leadership should develop a strategy to advocate for a higher percentage of slots at KMTC for qualified candidates from NEP and to carry out a local campaign to inform potential students from NEP about deadlines for applications, etc.  Also, local leadership should develop a strategy and advocate for expanding the capacity of KMTC so that it can increase intakes and offer an expanded range of health programs and field sites.
To provide for needed in-service training, distance learning programs need to be expanded in order for other cadres to participate.  

4.  Leadership Development

Strengthen leadership at all levels of the health system using a model that focuses on staff working in teams to solve real challenges they face at their facility.  This model has worked well in many other countries throughout the world.  It not only improves the workplace climate but also empowers people to undertake change.
VI.  
THE WAY FORWARD

HRH Action Plan 

Upon acceptance of this report, a two-day planning session with key partners will be scheduled in Garissa to develop an HRH Action Plan for NEP based on these findings and recommendations.  This plan will have both short- and long-term actions.  Key partners will include the PMO, a representative from the HR Department, the MOH, the Capacity Project and the APHIA II Project.    
HR Leadership Group 

An NEP HR Leadership Group will be established to provide the ongoing leadership needed to implement the HR Strategic and Operational Plan.  As these issues cut across many sectors, it is advised that a multi-sectoral leadership team be assembled with a representative from the following:
· MOH, provincial level

· Ministry of Education, provincial level

· Ministry of Finance, provincial level

· Public Service Commission, national level
· Directorate of Personnel Management, national level

· HR Department, MOH, national level

· donor organizations

· community leaders   

See Annex 7.1 for the terms of reference (TOR) proposed for the HR Leadership Group.
VII. 
Appendices

Appendix 7.1:  Draft TOR for the HR Leadership Group

Context and background
North Eastern Province faces huge HRH challenges characterized by severe shortages of clinical and non-clinical staff, low productivity, high attrition rates and low in-service and pre-service training capacity. The HRH challenges stem from previous political instability, geographical isolation, poverty, climate change and chronic underinvestment in the region. The fact that a large proportion of the population is nomadic or semi-nomadic complicates health service delivery and staffing. 

In the last few years, there have been significant positive HRH developments for the region.  A number of development partners including Capacity Project, APHIA II Project, UNICEF, Clinton Foundation and the Global Fund have invested in HRH development in the region including recruitment of a significant number of health workers. The MOH has also developed a new HRH Strategic Plan that recognizes the need to address the perennial HRH problems in NEP and other remote parts of Kenya. The local health management team led by the PMO and other senior health managers are committed to addressing the HRH bottlenecks and view this as a prerequisite to the improvement of health service delivery. This team also recognizes the need for a multi-sectoral approach in dealing with the longstanding HRH crisis in the province and the importance of having an HRH leadership group steer the province’s HRH agenda.

A comprehensive HRH assessment for NEP was carried out by the MOH with the support of USAID in October to November 2007.  A set of recommendations were made and these will be developed further into an HRH action plan to guide HRH interventions in NEP for a period of three years.

Team Composition

A multi-sectoral leadership team will be assembled with representatives from the following:
· MOH, provincial level

· MOH, district level

· Kenya Medical Training Centre

· Provincial representatives of Ministry of Finance, Public Service Commission and Department of Personnel Management 
· HR Department, MOH, national level

· Development partners

· Community leaders.   

Objectives
The objectives of the HRH Leadership Group are to:
·   Develop a comprehensive three-year HRH action plan for NEP
·   Support the implementation of the above action plan
·   Regularly review the HRH status, document progress and produce appropriate reports and recommendations
·   Provide advocacy at the national and international level to support the region’s HRH interventions.
 Deliverables
·   A comprehensive three-year HRH action plan for NEP
·   Regular progress reports.
Appendix 7.2:  List of Facilities Visited 

	District
	Facility
	Level

	Garissa
	Garissa Provincial General Hospital (PGH)
	Provincial

	Garissa
	Bura
	Dispensary

	Garissa
	Dadaab
	Health Centre

	Garissa
	Young Muslim
	Dispensary (FBO)

	Garissa
	MTC
	Training Institute

	Mandera
	Mandera Hospital
	District

	Mandera
	Rhamu
	Sub-District

	Mandera
	Khalalio
	Dispensary

	Wajir
	Wajir Hospital
	District

	Wajir
	Khorof Harar
	Sub-District

	Wajir
	Giriftu
	Health Centre

	Wajir
	Rhiba
	Dispensary


Appendix 7.3:  List of People Met

	Name
	Designation
	Organization/Facility

	Dr. Osman Warfa
	PMO - NEP
	MoH, Garissa

	Anne Rono
	HR Director
	MoH, Nairobi

	Abdi Gedi
	Registered Clinical Officer (RCO)
	Dadaab Health Centre

	Dr B N Musila
	DMOH
	Mandera

	Ibrahim Hussein
	DHMT Member
	Mandera

	Ali Mursal
	DHMT Member
	Mandera

	A Farah
	DHMT Member
	Mandera

	K Muchemi
	DHMT Member
	Mandera

	A Haji
	DHMT Member
	Mandera

	M Mamo
	DHMT Member
	Mandera

	A Sheikh
	DHMT Member
	Mandera

	A Kangale
	DHMT Member
	Mandera

	P Kikechi
	Nurse
	Mandera

	D Mukhtar
	Nurse
	Mandera

	R Omar
	Nurse
	Mandera

	J Songa
	RCO
	Mandera

	W Matoke
	Maintenance Technician
	Mandera

	A Mwindia
	Maintenance Technician
	Mandera

	Rev A P Maina
	District Health Management Board (DHMB) Chairman
	Mandera

	A Sheikh
	DHMB Member
	Mandera

	A Hassan
	DHMB Member
	Mandera

	I Hussein
	DHMB Member
	Mandera

	A Sheikh
	DHMB Member
	Mandera

	A Mohamed
	DHMB Member
	Mandera

	B Hirsi
	DHMB Member
	Mandera

	N Mung’athia
	District Commissioner and DHMB member
	Mandera

	N Mohammed
	RCO
	Rhamu Sub-District Hospital  (SDH)-Mandera

	E Nderitu
	Nurse
	Rhamu SDH-Mandera

	Caroline Wambua
	Nurse
	Khalalio Dispensary-Mandera

	A Haji
	Community Health Worker
	Khalalio Dispensary-Mandera

	A B Arale
	Nursing Officer
	Garissa PGH

	A Onyango
	Clerical Officer
	Garissa PGH

	J Kobia
	Nurse
	Garissa PGH

	Dr. Gunter Boussery
	Program Manager
	DANIDA

	S Mohamed
	PHT
	Khorof Harar-Wajir

	A Kumato
	Nurse
	Khorof Harar-Wajir

	E Noor
	Community Health Worker
	Khorof Harar - Wajir

	A Mathu
	Nurse
	Khorof Harar - Wajir

	E Omondi
	Lab Tech
	Khorof Harar - Wajir

	Dr A Seme
	Med Sup
	Wajir District Hospital

	D Mwai
	HRIO
	Wajir District Hospital

	A Abbey
	Lab Tech
	Wajir District Hospital

	H Salesa
	Nurse
	Wajir District Hospital

	M Hussein
	DCO
	Wajir District Hospital

	A Ahmed
	PHO
	Wajir District Hospital

	I Omar
	DHAO
	Wajir District Hospital

	Issa Garad
	DPHN
	Wajir District Hospital

	A Farar
	Deputy Provincial RCO
	Garissa

	S Moge
	RH NEP Coordinator
	Garissa

	Mutua Mailu
	Health Administrator -NEP
	Garissa

	Zeinab Ahmed
	Program Officer
	UNICEF-Garissa

	T Maisori
	-
	GTZ

	F Terwindt
	-
	GTZ

	H Boiwo
	-
	KMTC-Garissa

	P Kithuka
	Hospital Administrator
	Garissa PGH


Appendix 7.4:  Stakeholders’ Meeting Attendance, 20 November 2007

	Name
	Designation
	Organization

	Dr. Osman Warfa
	PMO -NEP
	MOH

	Ibrahim Hassan Abdi
	BCC Coordinator
	APHIA II NEP

	Abdullahi M Daud
	Deputy Director
	APHIA II NEP

	Kimani Mungai
	Program Director
	Capacity Project

	Anne J Ronoh (Mrs.)
	DDHRM
	MOH

	David Adriance
	Project Director
	APHIA II NEP

	Dr. B N Musila
	DMOH
	MOH

	Dr. Abdullai Abagira
	DMOH Garissa
	MOH

	Dr. Hussen Osman
	DMOH Wajir North
	MOH

	Dr. Farah Amin
	DMOH Lagdera
	MOH

	Dr. Faudi Farah
	DMOH Wajir South
	MOH

	Dr. Gunter Boussery
	DANIDA HSPS II-NEP
	MOH

	Mohamed Elmi
	Safe Motherhood Specialist
	UNICEF

	Dr. Mohamed A Sheik
	DMOH IJARA
	MOH

	Dr.  Dabar Abdi Maalim
	 
	Private

	Dr. A Hassan
	 
	WHO

	Dr. Noor Mohamed
	PHRIO
	MOH

	Dr. Ahmeddin H Omar
	DMOH Wajir East
	MOH

	Dr. Khadija Abdallah
	Med-SUPT, Garissa PGH
	MOH

	Mutua Kinyao
	Principal, KMTC-Garissa
	MOH

	Mutua Mailu
	PHAO
	MOH

	Mohamed S Dagane
	PNO-NEP
	MOH

	Hassan Hussein
	PVBDC-NEP
	MOH

	Abdirahaman Farah
	DPCO
	MOH
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� Part of the space will be cost-shared with APHIA II Nairobi/Central.


� The DANIDA-funded District-Based Health Services Project has similar office space within the provincial administration compound which has proved quite satisfactory – the APHIA II NEP design will draw from this setup.
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