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FAMILY PLAINIm, SERVICES AND SUPIRT: PROJECT PAPER 615-0232 

I. SUMMARY 

A major effort by the Government of Kenya (O)K) is taking shape to reduce very 

high fertility and population growth. 'The COK has invited donors to assist 

to family planning information and qualityKenya in improving public access 
groupsservices. This effort will improve equity of access for lower income 

status of women; it will lower maternal and infant mortalityand improve the 
burden that forcesand morbidity; and it will lessen the growing dependency 

economic development.low savings and diminishing investment in 'social and 

and Support PLoject (FPSS) represents the Unitedahe Family Planning Services 
States Governr~nt's etfort to afford max:iimal support to important elements of 

Kenya's over-ilL program. it successful, by 1992 the program, of which this 
vast majority ofproject is a substantial part, will make it possible for the 

rural and urban Kenyon couples to make iilforn:e-2d choices from among an 
ind etective fertility regulation techniques andaccessible variety of safe 

any inducement or special incentives.services. lfis can be achieveo without 
Kenya's abortion regulations are more restrictive than those in tle USA; there 

are no efforts under wciy to change these restrictio;is. Illegal abortion rates 
Access to ano use of effective contraception isare increasing yearly. 

crucial. 

Couples of all rc-nro(ctive ages will have more accurate knowledge about the 

benefits to th.em of family planning. iluCy will enjoy better access to full 

cjst comulercial and private practitioner services and to high quality 
no-cost services, according te income and prIferences. Privatesubsidizud and 

and public sector hospitals, clinics, dispensaries, trained pharmacists and 

selecteo retailers, and resp-ctee Ies - - ent coI:Juunity volunteers will extend 
the nitore densely settled rural and urban areasessential services tlirouchout 

of Kenya where 75% of the population live. fiore than one in ten fertile aged 
that they use so1:e i1ethod to avoiCi unwanted pregnancy;woim,,en today report 

within tY2 next eight years that ratio will increase to vore than three in 

ten). It is likely that the birth, rate will decline correspondiingly from about 

50 to about 40 per thousanu. 

nbhe project has two basic thrusts.--to expand family planning service delivery 

and to improve national family plar,ning sLp:port activities. The service 
consists of clinical ano non-clinical compronents. Thedelivery element 

element will provide clinical training for personnel from the publicclinical 
and private sectors, under the direction aria coordination of the Ministry of 

Health (1O1i) . rlihe non-clinical element will support the e xpansion of 

services by engaging systems of co.mm'unity leaders andcormnunity based 

volunteers, cooroinated by the 1.linistry of Health under the guidonce and
 

the 1bational council for population and Development (LiCPD). Th eapiroval oil 
atstrong covc-nercial retail structure in Kenya will also be engaged the 

cornunity level through a program coordinated by the NCPD. Support activities 

will concentrate on improved policy, planning, communications, evaluation and 
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reporting efforts, coordinated by the NCPD with strengthened authority. It
 

will also promote better information about and more effective local, regional
 

and central planning and budgeting for primary health and family planning
 

activities by the public and NGO sectors.
 

seven
The proposed Al) grant under FPSS will total $42.9 million over the 

years, 1986 through 1992. The Government of Kenya contribution is estimated 

million over the period for family planning and requisiteto total $55 
associated primary and outpatient care infrastructure. Anticipated
 

contributions by other donors total approximately $58 million. Assistance 

from U.S. based Cooperating Agencies, supported with separate funding 
Bureau of Science and Technology, willauthorizations fromli AIL W)shngton's 

total approximately $9 million. 

TABLG II 

Costinj of Project Elenmnts 
($000)
 

Other
 
CA's GOK Donors Totals
Project Eleim-nts FPSS 


1.. Clinical Training(CTSS) 8,716 375 13,317 40,167 62,575 
(VSC) 6,566 1,866 1,500 1,590 11,522
2. Vol. Surg. Contr 


1,833 25,370
3. Conmn. Based S2r. (CBS) 7,271 440 15,826 
6,748
4. Sub. Com. Markt. (SCM) 2,)15 3,833 
2,695
5. Ovul. Aware. (OA) 828 1,867 

6. NCPI) Administration 747 1,783 247 2,777 
850 3,333
7. NI)PD Pol.,Plan. ,Eval. 2,484 
250 2,973 6,836
8. NCP0 ComLunications 3,613 

13,569 1.7,535
9. Vi3H Info.,Plan.,e2 ort 3,967 

37,107 7,614 45,995 48,675 139,391
Sub-Totals 

9,083 24,879Inflation 5,792 1,421 8,583 

TOTAILS 42,899 9,035 54,578 57,758 164,270
 

Background assossments and technical analyses over the past eighteen months 

concluded that the selec ted 1PSS cleme:nts are socially, poitically,have 

economically, t:chnically, financially and adninist--atively sound. The
 

project directly benefits wDa;ren as recipients and providers of health care,
 

and improves their rights in reproduction.
 

As a condition precedent to initial disbursement the GOK will publish a notice
 

in the Kenya Gazette affirviing that all project conrmoditics will enter Kenya
 

free of duties aiid taxes. Prior to disbursement for the Subsidized Coim:rcial
 

Marketing element, an organization wil] be legally established to sell the
 

and the GOK must endorse a system for licensing retail outlets tocoviindities, 

sell contraceptivu comodities ba.se-d on a certification procedure. Prior to
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disbursement for procurement of oral contraceptives, the GOK will issue a 

directive containing specific guidelirs governing the distribution of oral 

contraceptives. By August 1, 1986 the GOK will take various actions to 

strengthen the administrative and policy coordinating role of NCPD, and to 

provide sufficient funding in the 1986/87 Development Budget to properly 

support the project. 

The GOK will covenant that during the first year of the Project it will expand 

and further strengthen the authority of the NCPD to increase inter-ministerial 
planning and program development and assLIe a greater leadership role in 
national family planning activities. The GOK will also covenant that 

Population and )evelopm-n2t Sub (bnittees will be form-cd in those districts 
participating in comlunity based service systems. The GOK will covenant to 
budget sufficient funds annually throughout the life of the project to assure 
complete funding of GOK supported e]e.ments of the Project and to seek to 
obtain sufficient other donor funding to meet all expected requirements. 

A non comnptitive assistance award to John Sno]w, Inc. will be required to 
allow amendment of the CoopDrative Agreement for the Private Sector Family 
Planning Project. This amendm2nt will permit the Family Planning Services and 
Support Proj(2ct to finance of expand,2d information and coimnunication and 
voluntary surgical contraception activities now being condiucted under the 
existing PSF'P Project. See Annex I for the justification. 

Given the highly specialized nature of thC technical assistance requirenents 
anid the strong collaborative relationships .'hich exist between the proposed 
implemnting Cooperatinj Agencies and family planning service and support 
institutions in Kenya, amplemnLation by U.S. based, small, disadvantaged 
busines.s;s is not feasible. Further, USAID kn-ows of no minority PVO 
organizations that provide the types of specialized technical assistance 
required by this project. 

USAID project design team members were: 

USAID/Kenya: 
Gary Merritt Population/Health Officer
 
Laura Slobey Population Officer
 
Linda Lankenau Health and ibpulation Officer 
Stephen Klaus Projects and Procurement Officer 
Gordon J-rtolin Projects Officer 
Barbara Kennedy Populbtion and Health Officer (REDSO) 
Grace Mule Health and family Planning Officer 
Jim Goggin IDI, Projects Office 
Imelda Wasike, Anne Macharia Secretaries, PH and PRJ 

U.S. consultants: Joe Dwyer, Reggie Gipson, Alan Johnston, Claude Lanctot, 
Mark l1.diard, Gene M'Coy, Susan Saunders, Carl Stevens, Jim Williams (42 weeks 
cLiulative tLe) 

Coopers & Lybrand, Nairobi Admin. & Fin. Analyses 
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Many Kenyans contributed guidance, planning, fact finding, and writing for
 

this Paper. The process has gone on steadily over the past eighteen months of
 
USAID teams without exception
assessments, evaluations, analyses and wiiting. 


enjoyed clo e cooperation with Kenyan colleagues throughout this period.
 
Affairs contributed
Officers o! the Ministry of Health and Ministry of Home 


bulk of the Kenyan time and effort; they have keen interest in the subjectthe 
matter, an genur? coirnitnnt to meeting the challenge put forth by Kenya's 

top leaders.
 

II. BACKGqdwD, PROhal'SsND ATO)AIE 

A. Backq Dound 

Kenya's estim:ted ]9'3 1 pepulation of 20 million people is growing annually at 

the rate of abcut four percent, with a doubling time of less than 18 years ad 

an avera,. co[,ipleted family size of eight children. This historically 
stews in part from the successful achievements ofunprecedented growth rate 

the health system in loe, ring witality. T'se declines in turn have been 

based on ri-rJnI (f expanded educational levels. Furtherot,livinj and 
declines in the d2atih rate are aiwost certain. Fertility also iricrea.sed 
durivq cecait decad s due to improved health and to chan. irrg noraav of behavior: 

rega'dingma~: riaje and coitus. '!Iese processes oderlyirg rapid growtlh are 

still undrway in F-nya.
 

The extrtaordinary coii, ound growth rate has produced the highest child-to-adult 

dependenny rat].o in teW! id o1l- the greatest underlying mamentum for further 

population qro'th in the n xt century. W-re than half the population is under 

the age of fifteen. Rquiremonts for land, food and wtter, sclhols, jobs, 

housing, Hri2r and hv2alth sarvices are row accelerating beyond the capacity 

of the ecor).Ac ar-J .- cial systm- to keep pace. Kenya's prospects for 

further ipiovemants in'standards of living for its people are effectively
 

stymied by this growth. A profounii crisis is possible within the l.ifetine of 

today's young people.. 

The President, the Vice President, other GiK officials and connunity leaders 

now speak regularly with insistence about th- urgency of reducing population 

growth. 'laey publicly promote the use of all sife and proven rodurn ri-ethods 

of family planning. in 1984 tho GDO adopted a goal of 3.5 percent- growth in 

1988 and has under a-utive revie'.;a a goal of bxtwcen 2.8 and 2.0 percent in the 

year 2000. With fair acs;u-iptions about ortality rates, the foregoing overall 

growth goals will require rapid declines in birth rates and average completed
 

family size.
 

There is evidence thot the GOK's new emphasis should jrceet with success if 

there is strong and sustained counitlnent of resources. Census data show that 
percent dur:ing the 1970s, althoughfertility ailong older v.,oagn declined by 50 

the fertility of ti larger group of youn];r vwaren increased. Surveys and 

pilot service projects in recent years docu a:.nt a growing caerand for and use 

of fertility regulation :ithods, probably op frcm less than seven percent in 

1977 to over 13 percent o:. vofrm who reported use of some meithod in 1984. 

http:ecor).Ac
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After almost 15 years of USAID population and family planning assistance in
 
Kenya -- first for improved demographic information, more recently for
 
population policy and planning and extensive field pilot projects -- the time
 
has comav for expanded bilateral assistance for family planning service
 
delivery. 

B. Problems and Constraints 

Limited access to quality family planning services for a majority of the rural 
population constitutes a major barrier to greater use. (See USAID's Family 
Planning Strategy, Supplemey.ntary Annex A). Demand for services appears to 
exceed availability of services. For exm:. e, preliminary results of the 1.934 
National. ConLraceptive Prevalence Survey suggest that 40 percent of WOmn who 
already have at least one child want no nore pregnancies, and that of th.es 
wonen about 40 -e-rcent actually reported idat they had not wanted to become 
pregnant the! la.-t time. M<eeting existiim. public demand for services should be 
the highest pr'iority for USA)ID assistance. 

Some pouentially major delivery systems hove not been utilized much or at all 
so far in miking contLraception services available and accessibl.e in the rural 
areas. Dackgrouni studies suggest that greater co.marcial marketing an-d 
greater use o1f coznunitv voluntary dvelopnont groups are possible to extend 
access to tem-_wpora'i:y methods of family planniny. i:-xisting clinical facilities 
and p ."rsonnel are n)t yet adequate to provide the full range of clinical 
methods like tubAl ligation and intra--utrine contraceptive devices (IUCDs). 

Providing access to high quality sarvices nay meet existing demand and 
probably by itself will generate further demand over an extended time period. 
However, the (9K) is convincaJ that special additional efforts are required to 
expand and improve the dissemination of information on te hnefits of family 
planning and about spcific mitthods, and to heighten irotivation for planning 
famiJ.ies. Many ad hoc media efforts are already underway on radio, TV and in 
the press but sustained efforts have not yet been made. Pronatalist and 
anti-contraception attitudes, especial.)y anong males, remain a major 
constraint, as the GUI( clearly recogniz.s in its ,,CPD mandate (See Annex F). 

At this ti.me, plaining and -u.getinq fur family planning are loosely divided 
between th: Ministries of Finnnce and Planning, Halth and lonre Affairs; 
monitoring anj iiipleice tation are roughly divided betwoen Home Affairs and 
He2alth, respectively. Tne ;d-istry of l;-a].th administers a senell budget for 
primary health care (through which miost of its family planning activities are 
funded) within its la:ge annual recurrent budget. In recent years there have 
been efforts to achieve a better b.alance wifhin the MOH budget allocation 
system between preventive/promo)tive and curative health investments. It has 
been pDl.itica.ly tough. Hou,er, if better balance is not achieved, the 
prospects for finoing adquat, budget within 1401I for family planning are small 
given current an3 exp:.cted GUK funding constraints. 

http:pDl.itica.ly
http:l;-a].th
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USAID believes that long-term success in fertility reduction depends upon the 
GOK having a strong central agency for policy, planning, budgeting, and 
evaluation. The Office of the Vice President is the central agency within the
 
GOK for coordinating these essential activities and for setting service.
 

delivery objectives and guidelines for faily planning. The NCPD in that
 

Office has become established and increasingly productive in its coordinative
 

role during the past two years. However, to date the NCPD has quite limited
 

staff and authority for influencing inter-ministerial budgeting of family
 

planning activities or for monitoring program progress and failure.
 

Through its experience with four popula ion and family planning projects over
 

the last 15 years, USAID acknowledges a formidably long list of constraints to
 

increased family planning acceptance in Kenya (see Annex F: Social ard 
Behavioral Analysis). Foremost among these, opportunities for demand creation 
are limited by the coilparatively low status of womn, their limited role in 

reproduction decision-making and limited access to wage labor force
 
participation. Even though education has expanded steadily over the years,
 

current levels still impose constraints on family planning acceptance. Many 
males remain ambivalent at best about use of contraception. This project 
takes these into account by forecasti.ng only steady, but. not rapid progress in 
socio-economic conditions. The Miss'.on projects, therefore, that only 40-55% 
of couples will be practicing family planning in the year 2000 and that, only 
if the GOK's long-term program obtains stronger support. 

Other constraints include these: many health facilities and paramedical 
personnel do not yet provide pontraception services; many outlets that do 
provide family planning have limited hours of service per week; shortages of 
contraceptives occur; nd many prospective clients are turned away because
 

they do not meet GOK guidelines on method suitability (e.g., age and/or parity 
requirements). 
Non-Governmental 

This project will endeavor to assist GOK and Kenyan 
Organizations (NGOs) to amaliordte these constraints by the 

year 1992. 

C. Rationale and Strategy 

Continuation of current rates of natural increase for the next 15 years, even 
with rapid declines thereafter, would eventually result in a population of 
more than 100 million people before the middle of the next century -- only 
three or four generations from now. Even if fertility reduction as now 
implied by GCi\ goals has already begun, and fertility were to decline to 
replacement levels over the next two generations (i.e., in about thirty 
years), eventual population size will still reach 60 million by 2050. In
 

either scenario the development investments foregone in order to meet the 
immediate, survival demands imposed by this rapid growth are very large, but
 

are very much greater in the case of the continued high fertility scenario. 

USAID's aim is to assist GOK to lower population growth rates so that more 
resources will be available to be invested in economic growth, long-term 
employment generation, better education or improved quality of life at the 
household level. Improved child bearing patterns will also dramatically 

http:Miss'.on
http:forecasti.ng
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improve the health and survival of mothers and children. Reduction of 
population growth and dependency rates have become the sine qua non for 
progress in almost every sector and is one of the the cornerstones of USAID's 
overall development strategy in Kenya. 

D. Conformity with Kenya's Priorities 

During the past several years, the GOK's resolve to deal with population
 
growth trends has become more pronounced. The current "Fifth Development 
Plan" states that the GOK's strategy is to "intensify its programme of 

informing and educating actual and potential parents...and to increase the 
number of health facilities offering family planning services and also the 
number of trained personnel to provide these services." 

The 1983 ruling KANqU Party Manifesto contained a brief but strong statement 
regarding the need for family planning. In 1984 the GOK Cabinet reviewed and
 

approved a Population Guidelines Policy Paper which will be reviewed by 
Parliament. during 1985. The paper calls for a reduction in population growth 
from the GOK's estimate of 3.8% in 1984 to 3.5% in 1988. At a 
Parliamentacians' and Oistrict Commissioners' conference in March, 1985 
President Moi said, "There is no doubt that the most important factor which 
has an immediate and profoand effect on rural development is the rate of 
growth of our population. (Satisfying the needs of the majority) will be all 
the harder to achieve unless purposeful measures are instituted to moderate 
the growth of our population". 

The position of Kenyan leadership is that the GOK firmly supports public 
access to quality methods and affirms the principles of voluntarism and 

informed choice. Abortion remains illegal in Kenya for all but extreme 
medical cases, and there seems to be no move to change the laws. 

E. Conformity with USAID CDSS 

Woven throughout the FY 1986 Country Development Strategy Statennt (CDSS) are 
USAID's analyses of current and future population trends and their negative 
impact on every development sector. The CDSS provides a comprehensive 
analysis of the population issue and gives highest priority to family planning 
and promotion of economic growth as the means to individual prosperity. The 

priorities outlined in the CDSS for dealing with this sector were expanded in 
the Project Identification Document (PID) for this project. 

In March, 1985 the U.S. Government Mission to Kenya and AID/Washington 

approved a paper entitled "USAID Analyses and Strategy for Assistance in 
Family Planning and Fertility Reduction in Kenya" (ref. Supplementary Annex 
A). This new strategy stresses equitable access to quality services for all 

sexually active couples by the year 1992, in strict concordance with GOK 
policy and program priorities. The strategy exercise identified selected 

major program components in the public and private sectors as priority areas 

identiLied by the GOK and in which USAID has acquired assistance experience.
 

Several critical areas are not deemed feasible for USAID assistance due to
 

lack of experience, resources or USG policy. 
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F. Other Donor Activity
 

Donors have in the past carried significant costs for developing the 
infrastructure for health services in Kenya. Further expansion in that 
infrastructure is essential to the success of family planning. Since 1982, 
the World Bank, UNFPA, SIDA, DANIDA, UK/ODA, UNICEF and USAID have
 
participate2 jointly in a $61 million Integrated Rural Health and Family
 
Planning Project (IRII/FP). Overall coordination is provided by the World
 
Bank, which has also been Lhe major donor. Phase I contributions for most of 
these donors are ending during 1985. All present donors plan to continue to 
support elements of health infrastructure expansion within the IRH/FP 
franework in forward years, more or less at current levels. Each, of course, 
is shifting somewhat its support for specific elerrents in accord with its 
experiences to date, its individual priorities and the proposals submitted by
GOK. The PP design team has thoroughly assessed other donors' plans and their 
relationship to this project. Their plans are entirely consistent with and 
supportive of the FPSS. They are described in the technical analyses that 
were prepared for each project component.
 

Intensive donor coordination will be called for throughout the life of this 
project. USAID's commitmnt to strong informal &nd formal coordinat.on will 
continue so that a maximn comnitment of GOK resources can be sought while 
assuring that each donor concentrates its resources on what it can most
 
effectively accomplish. 

G. Previous Experience with Other Projects 

1. USAID Projects: USAID began assistance in population and family planning 
during the late 1960s with small grant activities, tostly for building 
dewographic expertise and improving knowledge about population growth and 
characteristics. These few activities expanded into bilateral grants to the 
University of Nairobi to institutionalize derographic expertise and to the 
*GOK/MOH for training and information activities in the mid-1970s. Beginning 
in about 1980 GOK and USAID priorities shifted to: (1) issues concerning
strengthening institutional capacities for sustained population policy and 
planning within the GOK; 
(2) GOK support for NGO family planning information
 
and communication activity; and (3) continued support for training of
 
paramedical cadres within the GOK. This led to the bilateral project, Family

Planning II (FP-II) wnich is the USAID portion of the IRH/FP Project (see
 
above). FP-II began in 1982 and is scheduiled to end in September, 1985.
 

Family Planning II has two parts. Part A ($3.OM) with the Ministry of Home
 
Affairs' NCPD supports policy developifent and information, education and
 
communications (IEC) and provides funds through NCPD 
 to four N(3Os for family 
planning coimnunication activity. Part B ($l.OM) provides support to the 
Ministry of Health's National Family Welfare Center, which in 1985 was renamed 
and upgraded to becora the Division of Family HealLh (DFH). DFH supports 
in-service training of Enrolled Community Nurses (ECs) and Clinical Officers 
(COs). Following two project evaluations it seems clear that new demand for 
family planning services has outpaced the service delivery elements of the
 
program, and that it is most important to reinforce the NCPD to play a
 
heightened role in coordinating policies aid budgeting for family planning.
 

http:coordinat.on
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Private Sector Family Planning ($4.5M), a four year project ending September,, 

1987 is being implemented oy John Snow, Inc. under the direct guidance of 
a 35NCPD. This project will recruit and serve minimum of 30,000 clients in 

sub-projects with large employers. Although the project only began one and a 

half years ago and has not been the subject of an evaluation, progress to date
 

and GOK support have been excellent. This project is demonstrating that
 

access to quality services can be expanded through private sector 

establishments with close GOK overview and guidance.
 

The Population Studies and Research Institute (University of Nairobi, $2.7M),
 

an eight year project which was successfully completed in September, 1984,
 

trained ten Ph.D. and 35 M.A. students. It provided an institutional capacity
 

for population research and analysis to support imoroved awareness, planning 

and program evaluation. USAiD's acquired experience with this project 

reinforces the view that greater knowledge of demographic realities, based on 

indigenous institutions, can be a powerful factor in supporting population 

policies favoring family planning.
 

The experiences resulting :rom these projects have been fully taken into 

account in FPSS project dcsign. In particular, the priimiary FPSS emp4hasis on 

service delivery, the wide and direct utilization of private prcfit and 

non-profit organizations, and the continuing efforts to build a permanent 

institutional capacity at NCPD are direct outgrowths of USAID's experience in 

these projects. 

2. Centrally funded projects: USAID/Kenya's large portfolio of centrally 

funded activities is comprised of 18 Cooperating Agencies (CA) with about 35 

sub-projects providing funding and technical assistance in the areas of 

policy, information, clinical training, bi.omedical and operations research, 

services and training. One of the major elements of USAID strategy in the 

FPSS will be to provide funding for the larger CAs whose aork focuses on 

planning and service delivery. The CAs have introduced innovation, 

flexibility and technology transfer, and have strengthened the private 

sector. These lessons. have been taken into account in current project design, 

as CAs have major roles in all project components, cspecially in the NGO 

sector.
 

III. PROJECr DESCRIPTION 

In light of the constraints and experience previously gained in Kenya and
 

elsewhere, USAID has identified the following key project strategy features:
 

(1) USAID assistance wiiL be implemented by GOK or under its thorough review 

and approval; (2) project efforts will be national in scope; (3) resources 

will concentrate on equitable access for couples of all ages to quality
 

fertility regulation services, with strong support also for policy, planning 

and promotional efforts; (4) implementation will be undertaken through a 
balanced mix of private and public sector institutions; and (5) project 
components will reflect the most technically effective and cost effective 
methods of contraception and delivery systems for achieving equitable access 

for all couples. Costs for services will be low or free for chose with 

limited incomes, but all FPSS supported program elements will strive for cost 
re.overy from consumers. 
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A. Goal, Purpose and End of Project Status 

The goal of this project is to lower population growth rates by enhancina the 
freedom and opportunity for individuals and couples to choose the number and 
spacing of children to levels more consistent with their probable ability to 
provide improved standards of living. The purpose of FPSS is to increase user 
rates of high quality family planning methods. Project interventions are 
focused on these objectives: (1) deferring first births by young adults; (2) 
spacing births among those in the middle of their reproductive years; and (3) 
completing fertility at earlier ages with a smaller family size. 

The project will assist the GOK in reaching its goals of a population growth 
rate of 3.5% in 1988, a tentative goal of 2.8% in 2000 and an intermediate 
goal of about 3.2% in 1992. These goals are most consistent with Crude Birth 
Rates (CBR) of 46 (in 1988), 40 (in 1992) and 35 (in 2000). In turn these 
CBRs are consistent witi prevalence rates of contraception use of 20%, 32% and 
40%, respectively. The major intervening accomplishm,-nt will be a condition 
wherein more than 80% of Kenyan couples will both know about and have
 
relatively equitable access to two or more effective, modern methods of
 
fertility regulation, to be achieved throi,-h a variety of clinical and 
nan-clinical methods and delivery systems, with trair~d personnel for 
education, counseling, referral and service provision in most towns and 
villages throughout the country. USAID illustrative projections suggest that
 
this can be achieved by providing a total of about 7.3 million couple years of
 
protection (CYP) comprised of: 5.2 million CYPs through an expanded clinic 
system, 1.5 million CYPs through community based systems, and at least 0.6
 
million CYPs through subsidized marketing. 

B. Project Elements 

Project activities fall into two major areas of empnasis-- improved family 
planning service delivery and increased Kenyan public and private capacity to 
support and promote family planning. Primary project emphasis is placed on
 
service delivery. Planning, management and demand creation activities 
mvertheless remain essential elements of a comprenensive family planning 
program and are an integral part of the proposed rproject. The iagnitude and 
duration of the project reflect USAID's commitmert to a long-term strategy and 
reflect recognition of the size and complexity of the tasks. Each of these? 
components is described hriefly below, more fully in the Annexe E: Technical 
Analyses, and in detail in a compilation of technical reports available at 
USAID/PJ.1 and in AFR/TR/P and AFR/PD/EAP as Supplementary Annex C. 

SERVICE DELIVERY
 

Project service delivery activities will improve and expand family planning
 
throughout Kenya in two broad areas: (1) clinical services, including training
 
of medical and paran.dical cadres in the public and private sectors, and a 
special component of Voluntary Surgical Contraception (VSC), and (2) 
non-clinical services, including comunity based volunteer systems, subsidized 
commercial retail sales, and natural family planning (ovulation detection and 
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Support to private, for-profit institutions providing
periodic abstinence). 
family planning services continues to be an element of USAID's family planning 

strategy, but is funded separately through the ongoing Private Sector Family 

interventions directly reflect social
Planning Project. Specific project 

age and parity. For example, tubal ligation issegmentation by most 
awong woim-n of high parity (numbercost populareffective, most effective and 

sales create access for men arA young people; and
of children); comn-ercial 

in reiaote areas of
community based, volunteer services are ideal for couples 

there will be 30,000 new or improved
all ages. By the end of the project 

family planning se-rvice delivery points as compared with perhaps 6,000 today.
 

meet these objectives, the
The contraceptive requirem: nts and targets to 

estimates, and tra corresponding logistic support
analytical basis for the 

"Contraceptive iRequirelrb-nts".requirements are described in Annex E.1, 

Ministry
FPSS will provide assistance to the Ministry of Home- Affairs, to the 

item in tl- consolidatedof Health, and] to NGOs. Training is the biggest 

budget, followed by family planning cojrodities, equipin2nt and supplies; 
and U.S-based

salary supprt is a significant feature in early years; local 
items; there are few FPSS supportedtechnical assistance are sall fund ing 

vehicles and no construction (See Financial Plan aid Project Costs). 

1. Clinical Training and Support Services (C'ISS) 

and improve the delivery of family
The clinical services conqonent will expand 

government and non-goverimnt hospitals ard 
planning services through Loth 

facilities in Kenya do not offer
clinics. Currently half of the rural health 

family planning services. Expansion of family planning services is 

by a lack of appropriate family planning cominodities, CUK policy
constrained 
concerning types of contraception offered to various client groups, and e lack 

to deliver family planning services. The FPSS
of skilled %4Dll personnel 

in the policy planning and 
response to the first two constraints is discussed 


this paper. The project's training

contraceptive requiremnts sections of 

staff and
activities will focus on in-service training for existing 

improveiwnts in the pre-service training courses. The project does not intend 

Rather, it will increase the effectiveness of
to increas- D11 staffing. 
current staff in the provision of family planning services. Activities
 

include providing support to the Ministry of Health's Division of Family 
to

Health to update and pri it %K:H/FP curriculum and training materials, 
and paramedical employees, hold

conduct 4-XH/FP in-service courses for medical 

of trainer courses for training staff and


yearly refresher and training 
out of countryprovide training scholarships for short term regional and 

provided to the Ministry of Health'straining. Assistance will also be 

Nursing Division to develop and conduct short in-service training progra"Is for 

health wrorkers providing and supervising integrated MCH/FP services covering 

various topics such as ianagement, advan,:es in contraceptive technology and 

counseling for family planning. All project assisted training programs will 

be open to up to 25% participation by NOD service delivery staff. It is 

thie end of the project over 6,000 medical or para-ntedicalexpected that by 
staff will have received basic or refresher family planning training. 



Project assistance will consist of operating cost support for training
 

programs, training materials and contraceptives. The GOK will provide 

training facilities, faculty and basic salaries. The AID centrally funded 

project, Program for International Training in Health (INTRAH), will provide 
technical assistance and additional funding support for training.
 

2. Voluntary Surgical Contraception (VSC) 

The purpose of the VSC component is to expand the availability of voluntary
 
surgicai contraception (VSC) services in Kenya in order ti enhance the well
 
being of Kenyan fanilies by reducing the rates of maternal and infant
 
mortality and m)rbidity. A secondary purpose is to allod all Kenyan families 
the opportunity to adopt a safe and effective peramanent method of family 
planning if they so desire. 

USAID studies suggest that probably 2000 wonimn died it, Kenya in 1984 in 
childbirth or due to childbirth. Most of these are older omn with six or
 
more children. Many of these deaths and tragedies to these larga families 
could have be-en avoided if safe and affordable tubal ligation services had
 
been more readily available. Further, most of the 90,000 infants who die in 
Kenya each year are born to older wormen of higher parity. The principal 
constraints to expansion of VSC services are inadequately or inappropriately 
trained nidical and para-edical staff and a lac.k of the necessary VSC 
equip rent. 

This component will upgrade the facilities and staff capabilities of up to 100
 
VSC service delivery points. By the end of the project Kenya will have the
 
capacity to provide VSC services to 50,000 people annually (presently the
 
demonstrated capacity is about 7,000).
 

The components of the effort to expand services include training for
 
physicians, nurses, midwives, coinrunity workers and counselors; equipment and 
supplies to up-grade facilities; program and nadical management, technical
 
assistance, and financial support to offset some of the costs in providing 
quality services for individuals who cannot afford the full cost of surgical
 
contraception. FPSS will provide training, equipment, supplies and partial
 
institutional operating cost support, the GOK and NGOs provide will
 
facilities, staff and otner operating support and AVSC will assist USAID and
 
MDH inmanaging the FPSS support and will provide technical assitance and
 
teaching materials. 

3. Community Based Services (CBS) 

The Community-Based Service (CBS) component will increase awareness of the
 
benefits of modern methods of preventive health, encourage use of modern
 
family planning mrethods, and make supplies and other services conveniently 
accessible to couples by drawing upon Kenya's extensive network of community
 
development leaders and organizations. At present probably no more than 20%
 
of rural women have access to iodern family planning methods since provision
 
of modern family planning services is largely confined to the formal healtn 
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system and to urban areas. However, there do exist successful community-based
 
service programs with almost one thousand trained and experienced CBS
 
volunteers, trafners, supervisors and administrators working in seven rural 
districts. Local residents are the key to CBS programs, usually mature women 
who volunteer to lead and serve their neighbors, friends and kinfolk. Limited
 
objectives, stress on basic skills, a supportive supervisory network and a 
reliable supply system are the essential elements of CBS. 

By 1992 FPSS aims to engage at least 15,000 volunteers and 2,000 supervisors
 
aiY3 administrators to be providing non-clinical fertility regulation and other 
primary health services to as much as 75% of Kenya's rural population (over
3,000,000 couples) , especially to those younger couples whom the private 
sector and Govcrinient clinical systems do not reach easily. Based on recent 
extensive expe2rienoe with prototype systems that are already providing
services to aiyut 7 of all Kenyan couples, by 1992 iiure than 500,000 couples 
could be utilizing oral contraceptives, condoms, and spermicides to delay or 
space births Lhrough frue or low corst cowuionity level services. 

USAID and other donor ass-i;tance will be administered under the guidance and 
approval of the National Ouncil for Population and DLevelop:n2nt (NCPD) anD the 
Ministry of Hlealth. Standards and quality will continue to be monitored by 
the Coiuiiittee on Coil nuniLy Based Primary Health Care (CBPHC) , chaired by the 
Ministry of Hfealth, Division of FaMily Health (consistinj of public Ihealth 
representatives of L1%U!and those &Js active in delivery systems). 

Annex E.4. (CBS) provides illustrative estimates of the number of political 
sub-divisions in Kenya that could be expected to have established CBPIC 
planning, s,3rvices, support, supervision and monitoring groups duringj project 
years. Current experience suggests that the key salaried staff manageirent 
unit will be at the Districu level where four (4) persons and one vehicle will 
be n-?eded. Thes,3 units will directly support CThIS planning and budget 
preparation for local coianunity initiatives at the_ District level, and will 
supervise and SLIpp]ort the Divisional units. 

Most Districts have four or five Divisions each; most Divisions have four to 
five Locations; nost Locations have three to five Sub-Locations. Experience 
to date suggests that each oivision will require a small core staff of three 
to attend to the ,uny details of organizing logistics, providing personnel 
support, arrani incl training and re-t aining, rep-orting performance through the_ 
District Medical Officer of Health, liaison with the Chiefs and Assistant 
Chiefs of each Location, ensuring that Locational Budget Planning Comittees 
prepare comunity pzoposals for the annual District and GOK budget planning 
process, and other essential tasks involved in keeping the volunteer system
working smoothly. A full-tie NGO staff of three persons can adequately 
supervise the activities of about 14 FE/Suprvisors and two EC/Supervisors. 
District foci for planning, budgeting and manageihent of personnel and supplies 
are also required. These ratios, personnel categories, costs and expected 
accomplisients are suimmrized in Annex E.4. 
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The proposed USAID project assistance will provide partial funding and
 
technical assistance for training, supervision, commodities, equipment,
 
supplies, and certain other operating costs. Total costs for a successful
 
national program will be on the order of U.S. $28 million (KSh. 450 million)
 
over the next seven to eight years, of which the USAID project will contribute
 
$8 million. Most of the budgetary support for the local recurrent costs of a
 
national CBS program must coia- from the GOK, through the District focus 
planning and development budgeting. SIDA, ODA and UN1FPA are likely to provide
 
some support, for contraception and local manageiwnt, District planning and
 
commodities, and communications. USAID will actively encourage other
 
pQtential donors to participate (as with Japan, recently). CBS programs have
 
strong political and technical/professional support from the GOK leadership, 
the M(Y1 and major NGOs. If Kenya's rural fertility rate is to decline rapidly 
this elejamnt must play a crucial role in the national program. The CBS 
progra, in Kenya could deliver over 800,000 CYPL over the next seven years. 

4. Subsidized Coiar-nrcial Marketing (SCM) 

Subsidized comm2rcial marketing (SCM) will increase the knowledge and use of 
non-clinical contraceptives by makipj them accessible in the comnunity through 
selected, local retail outlets at affordable prices. At present Kenya's '.il 
develoly-d coiifrercial retail infrastructure in rural areas is under-utilized 
from the point of view of marketing contraceptives. Couples who vould like to 
use nodern contraceptive nmthods often must travel great distances to obtain 
supplies. In addition, the cost of modern contraceptives is a major
 
disincentive for rural Kenyans. This component will increase the availability, 
knowledge and use of contraception amonj eligible couples by utilizing
 
contuircial marketing, promotional and distribution techniques to inform
 
potential users about these contraceptive products, their correct use and
 
where to purchase them. The SCM component complenmnts and supplements the 
existing and plann:d family planning activities by the COK and NGOs as well as 
those of the private sector. 

This component will benefit couples who have limited access to clinical
 
sources of supply, those who cannot afford comaercially priced products and
 
those who have a strong preference to avoid clinic situations and/or prefer 
being able to purchase at convenient locations and times. This effort will 
use market incentives to encourage private sector participation by regional 
distributors and retailers. Increased efficiency and effectiveness are major 
objectives of social ariu:eting. 

An organization will be established to issue tenders for the marketing of
 
services to be provided: research, advertising, promotion, discribution
 
packaging and warehousing. Products will be provided under FPSS and other
 
international donor organizations, such as ODA (especially for condoms). It 
is estimated that by 1992 imore than 100,000 couple years of protection will be
 
provided through this system each year. 
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5. Ovulation Awareness for Periodic Abstinence (OA) 

Ovulation Awareness (also referred to as natural family planning--NFP) will 
promote periodic abstinence for persons for wl-,om other methods of family 
planning are incompatible with their beliefs or religion. Ovulation awareness 
techniques of family planning are becoming more known in Kenya. Pilot 
activities carried out by the Kenya Catholic Secretariat (KCS) and Family Life
 

Counseling Association of Kenya (FLCAK) with assistance from AID/W Cooperating 
Agencies are already underway. In the view of these organizations, the major 
barriers to increased use of these techniques is the lack of staff and traied 
teachers, and the need for operational support. 

This component will assist in expandig 0A services during the first three 
years of the project by providing funding to the International Federation for 
Family Life Promotion (iF'FLP) , which will in turn provide funding to the 

KCS/IFamily Life Programi for the expansion of GA services in the t-.U dioceses 
of Meru aryl Kaamiega; and to FICAK for a secortd sub-agreenint with IeFLP for 
expansion of OA services in Nairobi and O.ntral provinces. The FP)SS support 
will assist these organizations to test :he feasibility, effectiveness aml 
cost-effectiveress of intensive, optimally designed 0A programs, as prototypes 
for potential expansion. 

Ba-ed on prior experience, it is assLae-d that. a full-tij GA teaclhe is 
expected to teach onie hundred inew GA users per year and that 5%of the new 
users will i train,2d as volunteer GA teachers, each then anticipated to teach 
ten new users. The to IFFLP sub-agreeifents with KCS and Fl"2!" are expected 
to achieve tne training of 3,600 full-tina teachers and up to 7,200 
volunteers, and over 10,000 couples actively using the mrethod. It is not 
known how to project the eventual couple years protection conferred by 
learning this technique. 

After the first three years of the FPSS project KCS, FLCAK and other 
orinterested agencies in Kenya will obtain assistance from GOK, other donors 

fromu AID centrally funded projects. 

SUPPORT ACI'IVITIES 

Family planning support activities will concentrate on assistance to the
 
•National CouncPl fo" Population and Development and the Ministry of Health. 

Within the NCPD assistance will be provided for adirinistrative strengthening; 
GOK population policy and planning formulation; coordination of G.K and NGO 
information campaigns; and continuous monitoring and evaluation of the 
national population program. Within the MOl the project will support the 
continuation of planning and information activities begun under tih Health 
Planning and Information Project (615-0187). The project will also assist the 
NSDH in its efforts to strengthen its contraceptive procurement and 
distribution program. 
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6. NtPD Administrative Strengthening
 

The National Council fo: 
Population and Development is a irost crucial feature

of the GOK's national family planning program to which FPSS will make a
substantial contribution. The NCPD was created in 1982 and is as yet a young
institution. 
As described in the Adinistrative Analysis (Supplementary Annex
B) , the NCPF Secretariat, by virtue of its status and level of personnel, is 
less effective than its L-otential given the st-atus of the m2mbars of the NCPD
itself. 'T"he project will thestrengthen effectiveness of the NCPD through
orking towards implem:ntation of the main reco mundations of the

Administrative Analysis. The most ,xrtirent of these include modifying the

legal status of the Secretariat to a irure independent Permanent Conmission;

internal reorganization; 
 incureased staff levels and characteristics; andstrategy planning. The project includes conditions and covenants concerning
aeded change: and provid..'s the op2rational suport and technical assistance 
to help bring'] them about. 

7. W2P R)licy_, PIanning and Eva1uation 

The project will assist GOJCto further develop the technical and analytical
capacities of tlh and1,.CPO by modifying strengthening its Secretariat. This
comfYinent will prLovide pLoctical technical assistance and budgetary support

required by the NCPU in order for it to 
fulfill expanded mandates within the
 
OD to set national 
 Dpulzation policy and s 1pervise the implementation and
rep-orting on tit national fam-ily planning program. 

This component will supLoArt OJPD with financial and technical assistance for:
formulotion of strategies;national plo]cies andl coordinating and
commssioning the derograp}hic analysis ,ind progqram evaluation and analysis
that provide thei basis for policy and strategy formulation; and the provision
of support and guidance for district-level population activities; 

Continuous Moitorilg andKI evaluation of the national family planning program
is an essential element of a dynamic }policy formulation and planning program
and will be supip.)rted vigorously by FP'SS. A description of the expected
monitoring and evaluation activities We he undertaken and of the assistance to

be provided is in Section V.D.
presented "E"valuation and Mu)nitoring". 

8. NCPD Information and oxunication 

The communication comPonent will increase the demand for family planning
services by using a blendO of mass media and interpersonal channels to reach
selected target audiences with service-related messages. Although demand for
family planning services now exceeds supply, achievement of Kenya's family
planning objectives will require that demid Le increased even further. 

The NCPD will receive technical and financial assiscance to strengthen its
capacity to plan, manage, coordinate and evaluate an intensified nationalcomunication program. Substaitial. suppDort is provided for planning vorkshops
to desi.gn a national coax,.uniction strategy and for production of a variety of 
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materials, including print, radio, television and film. Actual materials
 
production will be undertaken by specialized private and public sector
 
organizations whose work will be guided by the IEC division of the NCPD.
 

Coordinated planning, field--testing and evaluating of mwdia products and the 
overall IBC strategy is a key eleirent in this component. USAID support to
 
NCPD's national communication program is substantial in the first two years of
 
the project in response to GOK's requests to help sustain the_ current momentum 
in the population prograni by supporting a range of mass rredia activities. 
Thereafter USAID support will be in tl-k form of ongoing technical assistance 
in communications planning and evaluation, and support to the management of 
mdia production. USAID will also prov4ie financial assistance over the life 
of the project for conunication suppkort to the various service delivery 
components such as VSC and CBD described elsewhere in the project paper. It 
is exF-!cted that miulti-lateral doiors will become the rain supporters in this 
area in the third year, thus F1SS support is concentrated in the first two 
years.
 

9. MOIH Inforiton, Planning and Reporti ng Systems 

The Infornn:ition and Planning Systems for Health and Family Planning (IPS) 
comwponent-.will strengthen the capacity of the Ministry of llealth to plan,
impleiDnt and evaluate the Primary Health Care (PHiC) network at the national, 
provincial anJ di strict levels. This comp)nent will further strengthen
collection, an-ilysis and rapid feedba ck of information required by coiiunuities 
and decision-iiukers for evaluatjing, planning and impleiryenticj the delivery of 
health and! family planning Ervices in the public and private sectors. 
Strengthened planning and management capabilities of up to over 20 officers 
within the Ministry of Health will lead to the provision of more effective and 
efficient health and faiily planniig s2rvices. 

Based on past expo rience in this field, Kenyans have not yet attained 
sufficient breadth and depth of experience or are not available to provide the 
required technical assistance to this component of the project in the area of 
senior level planning, manermont/trainig and information systems, therefore 
the buckget includes three long ueprm specialists (a S:?nior Planner, an 
Information Specialist, anJ a Management Training ar Organizational
Deve.o1pm nt S2cialist). These specialists will provide training and set up
the infrastructure so that local MO1 staff will be able to eventually w.ork 
without assistance. 

FPSS will support training of up tr) 200 health personnel at the district level 
in the analysis and use of information for better budget planning for local 
programs and services. Members of the District Developl.ent Committees require
information about health and family planning sie-rvices to monitor progress and 
problems. This information is forwarded to provincial and national level MOH 
offices and is used for budget and personnel decisions. This compoiyent will 
assist MH to have the rrrst timely and best quality data feasible. 
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IV. FINANCIAL ANALYSIS AND PLAN 

A. 	 Funding Obligation Mechanism 

A single project obligation with the Government of Kenya covering all major

anticipated elements of assistance is considered optimal. 
This approach will
 
strengthen NCPD's ability to coordinate and supervise both private and public

population activities. A single obligating document will also enable USAID to 
provide Kenya greater budgetary flexibility and rapid response to changing
circumstances, permittihg the shift of funds from one component to another 
dep r ding on the rapidity and success with which elements of the program are 
implemented and on shifts in GOK priorities and needs. A single obligation
will thus permit more effective manageiient of overall Project resources than 
numnorous separate (jrants. Th_! single obligation (sectoral) approach will also 
simplify implemwntation of AIL's internal procedural requirements. 

USAL) has concludcd that the best project imp]eiwntation arrangeiment involves 
multiple inanagqcant units under this single obligatic.n. This approach is 
mandated by the diveLse technical requireme!nts of the Project. The multiple
componlant approach permits each project intervention and technical assistance 
input to be specifically tailored to suu-sector constraints. 

B. 	 Funding Arrcinejmnts 

Because of the s:ctoral nature of the project the funding arrangements are 
varied. iowever, eaci of the ten .mjor elemcnts that make up the project are 
discLete, self containead, activities which lend themselves to particular types
of financing. In Flow Chart IV.l and Table IV.l the iinplementation

*docummntation for each elemw.nt is sumarized and the method of financing each
 
of these docu.u2nts is shown.
 

TABIL, IV. I
 
PRJWGO P EL~i -T 
 APPRO4IMATE AMXJNT 

Contractinj Method 	 Payment Method (U.S. $000) 

CONTPACEPi'IV{ PROCURDUhri, (for eleiments 1,3 and 4) 
a. 	 Purchasu by GSA under Payment by AID/W

PIO/Cs 
 $10,097
 

Element Sub Total 	 $10,097 

1. CLINICAL TR'INING SERVICUS & SUP1X)RT 
a. 	 Cooperative Agreemrent Letter of Credit 1,003 

with INTRAH (TOCS) 

b. 	 H.C. procurerLents for H.C. Reimbursement 3,490 
training and support to 20.] with periodic 

advance s 
c. 	 Participant training .
 

AID/W under PIO/Ps Direct Payment 
 78
 

Element Sub Total 	 $4,5-71 

http:elemw.nt
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2. 	 VOLUNTARY SURGICAL CONTRACEPTION 

a. 	AID Cooperative Agreements wi.th: 

John Snow TFCS/Letter of Credit 853 

AVSC TFCS/Letter of Credit 4,101
 

JHPIEGO (optional) TFCS/Letter of Credit
 

b. 	 H.C. procurement for oonmdities 

and services and/or H.C. Reimbursement 1,612 

PIO/Cs to GSA or GPRD with advances and/or 

payment by AID/W 
$ 6,566Elerr.nt Sub Total 


3. 	 COMMUNITYFA-B/ED SERVICES 
a. 	AID Cooi;!rative Agreeiient 

with Pathfinder H.C. Reiimbursem-nt 2,306 

(Alternative Options are with advanoes
 

Direct Grant to NGO or
 

H.C. Grant to N4 O by 1101) (TCS/Letter of Credit) 
$ 2,306Elei1nt Sub Total 

4. 	 SUBSIDIZEj) COMNEIRCIAL, ti(L 'ING 
AID CooLcerative Agreemi t 
with 	Sz-MAkC TCS/etter of Credit 1,926 

$ 1,928
Element Sub Total 

5. 	 OVULA{TIO:1 AARENiiSS (NLOP) 
Cooperativ2 Agreeimant 
with IFLFLP and subgrants 
to FL&K and KCS TE\S/Letter of Credit 828 

$ 828Eleime-nt Sub Total 


6. 	 NCP) ADI. N.ISTiJATIVE SUPPORT 
a. 	 Ai) Coopcrative Agreem3nt 

with IiIPLAN TFCS/Letter of Credit 99 

b. Ii.C. procureme't 	 H.C. Reimbursement 648
 
$ 747Elenment Sub Total 


7. 	 NrPD POLICY, PLANNING AND LVALUATION 
a. 	AID Ogof :ative Agrecemnt 

with INPLAN TFCS/Letter of Credit 262 

b. 	T/A contracts issued under
 

PIO/Ts Direct with USAID Direct Paym-nt 1,482
 

c. 	H.C. Contracts for T/A H.C. Reimbursement 112
 

or direct L/Com
 

d. 	Training and support
 
costs; H.C. procurem2nt H.C. Reimbursement 196
 

e. 	Participant traininj
 
by AID/W under PIO/Ps Direct Payment 432
 

$ 2,484
Element Sub Total 


http:Elerr.nt


--- ------------------------------------------------------

---- ----------------------------------------------------
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8. NCPD INFORMATIaN AND COMNICATIONS 
a. 	AID Cooperative Agreements with: 

Tk CS/Letter of Credit $ 180John Snow 
PCS 	 TECS/Letter of Credit $ 285 

H.C. Reimbursement $ 1,730b. H.C. Grants to NGOs 


c. Staff and operating costs;
 

II.C. procurear-nt 	 H.C. Reimbursement $ 402 

H.C. Re imbursement 	 851
d. H.C. TA Contracts 

e. Participant training by
 

AID/W 	under PIO/Ps Direct Payment 165 
$ 3,613Elemfent Sub Total 

9. M4,X- INL'0PAkTION, 	 PLTANNIjG AND RERDRTI2 SYSTEM 
3,967a. 	 I.C. Contract for T/A Direct L/Com 

Eleieint Sub Total $ 3,967 

$ 37,107Total Project 
$ 5,791
Inflation 

$ 42,898
GRAIND TOTAL 

TOTAL FPSS P17O0JEfrI' BY 	 M4IDOD OF FINANCIAL 

a. TE1CS/retters of Credit $ 	11,007 
b. Direct L/Corn 	 $ 3,967 
c. H.C. Reimbursement $ 9,879 

d. Direct Payment $ 	 12,254 

TI)AL $ 37,107 
INFLATION $ 5,791 

GRAND qITI.AL $ 42,898 

FPSS will supprt NCPD and MOH activities at 	the level of about $12 million on 

the GOI Paymaster General, as a cost reimbursement basis, with advances to 

requested and appropriate. All advances will be made in conformity with 
management practices. Senior nyst GOK officials havecustomary AID financial 

repeatedly urged that the FPSS Project provide for advances on the grounds 

that funds from Treasury will not otherwise be advanced to the line ministries 

in a timely manner, as proven by the experience of the past t,.o years in MOA 

and MOH. The GK will be expected to account for funds advanced before 
a managenent challenge withinadditional funds are advanced. This will be 

FPSS. 
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After the first year of the project it iA expected that funds to support NCPD
 

and its activities will be advanced to an account established in a commercial
 

bank for the Comission of tle NCPD. As required by circumstances and when 
requested by GOK, USAID will directly disburse to suppliers under host country 

contracts. Those N",3 projects presently supported by USAID under Family 
Planning I through MOIK Treasury and NCPL) will be continued for another two to 
three years under FPSS. 

To the imaximum extent possible Treasury Financial Conunication System Letters
 
of Credit (TPCS) will ix utilized to finance Cooperative Agreemownts with 
non-profit organizations. Where a Direct L/Comr is the financing vehicle (the 
MU01/IRS) , this is Lcause past experiencc has shown that the M0i disbursemont 
procedures are cumtnersow and slow or irore expensive. A realistic assessment 
of the n2eds of th- project and the expected demands of contractors dictate 
that in this caso a irct L/Corin will te ncessary and in the interest of 
promipt iwplemantation. 

A major thrust of the project is to enhance and improve the ad!'i.istrative 
capability of tle NXD, and to tl-e extent possibie wo have utilized the NCPD, 
as the disbursing na'et. However in somi cases it will be in t i e interest of 
AID an-1 the project to have direct disbursirrj arrangem_2nts with certain N<s 
and contrac tors. 

C. Suiixary Pro-jcct Bud.ets 
TABLE IV.2 Pro-jEcted Ependitures by Fiscal 'Year
 

($000) 

1986 1987 1988 1989 1990 1991 1992 Total
 

USAID FPSS 7,050 6,827 4,292 3,745 5,147 5,106 4,940 37,107
 
AID/vJ (CA's) 1,331 1,330 1,723 1,490 527 679 534 7,614
 
GOK 2,504 3,756 8,531 6,724 7,458 8,329 8,693 45,995 
Other Donors 5,241 4,666 5,093 8,201 8,329 8,381 8,764 48,675 
Sub-Total 16,126 16,579 19,639 20,160 21,461 22,495 22,931 139,391 
Inflation -- 829 2,234 3,178 4,625 6,215 7,798 24,879 

Total 16,126 17,408 21;873 23,338 26,086 28,710 30,729 164,270
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TABLE IV.3. 

SUMMAIRY COST' ESTIMATE AND FINANCIAL PLAN 
(Us $000) 

AID (FPSS) AID(CAs) GOK Other Donors Total 
FX LC FX LC FX LC FX LC FX LC 

Technical Assistance 3,205 4,948 2,657 - - 412 1,210 1,762 7,072 7,122 

Training 1,412 4,850 1,841 - - 1,772 18 64 3,271 6,686 

Coiiur.dities 11,562 932 956 - - 12 1.,216 99 13,734 1,043 

Local Operat. Costs 26 10,172 2,160 - - 43,799 132 44,1.74 2,318 98,145 

Sub-total 16,205 20,902 7,614 - - 45,995 2,576 46,099 26,395 112,996 

Inf./Cont. 2,659 3,133 1,421 - - 8,583 481 8,602 4,561 20,318 

Total 18,864 24,035 9,035 - - 54,578 3,057 54,701 30,956 133,314 

D. GOK Contribution:
 

The Government of Kenya contribution to FPSS, valued at $55 million or 33% of the total, 
supports five project components -- clinical training and services support; voluntary 
surgical contraception, cc;,g,'unity-based ssrvices, NUClIa() mndainIistration, eal.th Plain,',ng. 
.lo the maximum extent practical the project has been structured to make gr-eater use oL 
existing GOK resources for family plainin,.g activiities so that the GOK contribution consists 
primarily of retargeting suLch resources, thus minimizing budtjet dislocation an unsustainable 
recurrent costs. Successful project iliplerientation will nevertheless recluire the GGK to make 
soi:--e hard budget choices. 'ihe GOK has dei?.oDnstratecA conrwnitment to provide increased suq-pport 
for family planning activities (for example by tripling the bunget for the 'CPD in the 
recently released 1985/86 DIXvelopment budget). A firm USAID n(jotiating stance and 
conditions precedent and covenants to the project agreement will help ensure that that 
comitment does not waver. The magnitude of the GOK contribution to each of the five 
components identifiec above is as follows: 
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able IV.4 GOK Oontributions
 

(-000) 

1986 1987 1988 1989 1990 1992
Clinical Services 1991 Total
 

In-service training 138 144
144 144 
 144 144 144 1,005
Book preparation 
 - 2 2 2 2 2 2 12 
Clinical services
 

support system 
 767 1,443 4,321 1,443 1,443 1,443 1,443 12,301
sub-total 905 4,467
1,589 1,589 1,589 1,589 1,589 13,317
 

IVsc 
Operating costs 109 156
125 234 
 281 281 313 1,500 

CBS 
Local operating costs ­ 184 280 1,855 2,494 3,134 3,956 4,289 15,825
 

NCPD Ao:ministration 
111laries and admin. 81 170 218 267 316 370 370 1,783 

rt-'14 Inforiti.on and P'lanning Systems
Technical aimisL anc. 67 88 86 86'Iraining 86 412192 192 192 192 768 
Local operating costs 175 269 269 269 269 1,248

GOK HQ opeKrat. costs 1,592 1,592 1,592 1,592 1,592 1,592 1,592 11,141


sub-total 1,592 1,592 1,833 2,140 2,138 2,138 2,138 13,569 

Project Total 2,504 3,756 8,531 6,721 7,458 8,334 8,699 45,995
Inflation 
 8,583 

rand Total 54,578 

the nature of the GOK contribution to even or these five components is
described briefly below. 
1. Clinical lraininq and Support Services: 

Tie GOK contribution for this component consists primarily of dedicating agreater :,roportion of meGical and para-meaical staff, a greater proportion oftheir tine, and greater utilization of medical facilities to family planningactivities. No additional staL will bu rcguired. Rather, throuq h training,provision of family planninc equipment and supplies and central M4OH direction,existing staff will devote more time and energy to family planning servicesdelivery within the of existingcontext clinical service prograins. Family
Planning clinics] servic(: audits will help ensure that adaitional staff resources are devoted to family planning service delivery. The GOK will alsocontribute to the training prograrms at a level of approximately $1 million over the life of the project. This training has been budgeted at $250,000 for1985/86, up fro;-. $125,0]0 in 1984/85, adequate provision for this activity. 
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2. Voluntary Surgical Contraception:
 

As in the case of clinical training and support services, the GOK contribution
 

consists mainly of the facilities, staff, and some of the operating costs of
 

clinical facilities which will now, with project assistance, be utilized a
 

for VSC purposes. There are small budget implications
greater portion of time 
regarding uquipinnt ifaintenance costs. GOK is currently negotiating with IBPD 

at district hospitals, forfor constraction of a minimum of 22 new VSC units 

which FPSS will provide equipm..nt (through AVSC), but for which GOK must make
 

substantial investuent.
 

3. Comnunity--asd Services: 

will consist of technical support for volunteerThe GOK contribution 
co-ordinabirs by e:istinJ MNdi clinical pesonnel (at no significant budget 
cost) and training sup-rvision and coordination of coHonunity volunteers by 

either NGD, NiDl or Ministry of Culture and Social Services (MOSST personnel, 
depending on the district involved. O, 1yodgeting for CBS activities will be 

through allocation of portions of district developwent budgets to CBS 
will b a function ofactivities. The cl-oice of iimplem-nting organizations 

the caopibilities Wi interests off district personnel. The averag,:e nnual cost 
the CBS program wi] b- on the or~der of 10%'of the combinedto COK of 

for MDIi and less thein 2% of theirdevelopmient budgets 0,OIA/VP, the MOCSS, and 
recurrent budgets. Since this clement rcpye:,nts the mW additional
 
recurrent cost requirement for the UOK it is important to note that FPSS was 
designed to support to)closaly related budget planning efforts each aimed at 
ensuring District allocation of G0K budget resources for comunity based 

services. These are tLe NWO \Policy, Planning and Evaluation, and the MOH 

Information aiY Planning compnents described elsewhere in this Paper. 

4. NCPD Adnistration : 

The projected GOK support for NCPD administration is $1.8 million over the
 

life of th. project. The budget for NCPD has been a frequent point of
 
Increased G0Kdiscussion be tween USAID and the GNK over the past twom years. 


support for pOlulation activities is demonstrated in th! 1.984/85 NCPD budget
 
which is $2,250,000, up from $780,000 in 1984/85. This figure compares
 
favorably with the $ 2,520,000 required for the NICPD in the first year of the
 

project an projected by the C&L Finoncial Analysis. 

5. Ministry of lealt Infonivtion ani Planninq: 

As with clinical services, the GOK contribution to this component is largely
 
in the service of family planningutilization of existing personnel 

Jill substantially expandedacti.vities. Tne planning and information system, 

under the Health Planning and Information Project, is now in place and
 
regularl]y provided for in te ievelopment and Pecurrent Budgets.
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A related but potentially more troublesome issue will be the GOK budgeting for 
activities to he financed by AID and other donors. Impleiwentation of the 
Fxaily Planning II project was constrained by inadequate budgeting for these 
expenditures (even for activities for which the COK would ultimately be 
reinbursed). USIi) is now vrking closely with GOK to ensure adequate budget 
provision for A.I.D. financci programs, with soImO success as in the m'w NCPD 

budget. The project has L.. sD included alternative coimitmrmnt and disbursement 
options to ensur.e project irmpleaIntation even if there is a buciget crisis. 

In the larger frai.xrk, th; truly incic:Ti.ntal costs of this project, as 
differentiated from the inciemntal Gi(] effort manifested by re-deploym~nt an! 
U r-din Of ap.......ars reasonable in the context of tlyr Mai 
and i4OWA/VP PC recurr-ent budgets.(13v.2JolpIren alnd 

As cescrib:d a1:)vo, the anticipated total. GOK contribution to the program, of 
which 1u is a p-art, is abut ,!155 million. Of this, the annual developiment 
budgret requirem, nt wi]ll b_2gin at about $2.5 mili.on in 1986/87, the first full 
year of project activity, an(I grow to aLivost $10 million by 1992/93. 

TABLE IV. 5 GOK . AND R]FCURiRTh1N 13UDVDF(,S (L000) 

1984/85 198{5/86
 

Develop mnt:
 
Total 201,276 287,392
 
OIA/VP 2,770 3,831
 

m1iH 12,350 16,814
 

Recurrent:
 
To cal 1,066,960 1,148,218
 
MOI- 70,682 75,009
 

FPSSI/ Average Annual O.st % of 1985/86 Budets 

Developiment:
 
mol ]A/VP 204 5.3%
 
MOdi 251 1.5% 
CBS (multi- 1808 9. 9%*
 
ministry) 

Recurrent: 
MWi 2822 3.7% 

= 
1/ Calculated at the rate of one Kenyan pound (20Ksh) $1.25 
* % of combined MOHA/;4OH/Scial Services budgets of L285,3 13 
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As can be seen from the abovt the required GOK development budget allocations 
are not an unreasonable portion of the GOK recurrent and de,7eloj[Xrnt budgets 
especially when considering that much of the GOK contribution consists of 
redeployment of existing personnel and facilities. Inclusion of such an
 
inc-ease in the developmrent budget for 1986/87 will be a condition precedent 
to disbursement after August 1, 1986. G)Kiwill covenant to provide adequate 
budget coverage for all future yeats of tlbhproject. 

USAID/Kenya is prepcired to approve all requests for allocations of necessary 
local currency generations from USG progrn assistance (e.g. , GOK counterpart 
funds from coirwudity imports) to finance GOK's family planning program 
rdquirenants.
 

In terms of the long-term sustainability of this level of COK budget 
contribution, it is estimated that the total budget increment will represent 
less than 2" of the total Develop,;nt Budget Estimates over the period. This 
level of suppirt for fa.idly planning activities is clearly feasible. USAID 
seeks to pro'Tote inclusion of appropriate budget allocations during the life 
of the project. Sin,-e iaDst budget allocations are baad on a percentage 
increase from the previous year, increasing the base during the life of FPSS 
preDsents the best oppuJrtunity for ensuring appx-opriate future year budgets. 

Thirty sEven million dollars of currently unidentified other donor 
contributions to this program will also ba required during the life of the 
project. ri)st or all of this as;sistance can reasonably le expected from 
donors already active in the population ar-J family planning fields in Kenya 
though they may not yet be prepared to formally commit themselves Lo future 
year fundiryg for mare than a few years. To the extent that such funding is 
not forthcoming, an additional 3K financial contribution will be required. 

V. IMPLU]MiT,'rT1'PION ANL PROCURP1J-1LT AR~hNGHMITWr¢S 

A. USAID Project Administration 

USAID/Kenya gives this project the highest priority in its development 
assistanc-, portfolio and will fulfill its responsibilities of providing 
responsive and reliable assistance. USAID's Population and Health (PH) Office 
will manage FPSS. USAID/PI currently has three US Direct Hire and two Kenyan 
professionals; one Kenyan physician and one Kenyan financial managemnt 
officer on Personal Services Contracts will join this staff. The ].atter will 
assuring fulfillment of USAID's internal financial mnitoring and project 
documentation responsibilities. This officer will work directly with the 
Financial Manageent Coordinator in NCPD, Budget Supply Officers in the IMOH, 
the Treasury Officer for MOHA and MPI), the External AID (USA) Officer in 
Ministry of Finance and Planning (>43FP), and with AID's Regional Financial 
Managemyent Center (RFM/iairobi). The entire PH staff will be involied in 
FPSS implemntation. This staff configuration has been developed 
specifically to discharge US\AIO's responsibilities for timaly and effective 
sectoral assistance t.o Kenya's family planning program. USAID/Projects Office 
has assigned a senior officef t) support project implementation. Other 
offices of USAID, RFMi2, and iVDSO will fully assist. 
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B. Proposed Grantee and Implemanting Agencies
 

Family planning progran po].icy guidance and budget direction will be the
 
responsibility of NCPD which is within the Office of the Vice-President,
 
Ministry of Hone Affairs. Project assistance will be provided to strengthen
 
substantially the capabilities of NCPD to carry out these functions. 
Technical implemntation of fanily planning services and oversight of NGOs is 
thoi responsibility of th2 Division of FaLmily Health (D1I1) in tl MOI. USAID 
propezes to support eight or mre U.S.-based Cooperating Agencies (CA) for 
technical assistance and sub-project funding as well as ten or mre Kenyan NGO 
groups, to include Family Planning Association of Kenya, Maendeleo ya 
Wanawake, other voluntary corsnunity developmnt groups, and cormnrcial and 
other private sector groups. 

C. Im1em2ntation and Procureinont Procedures 

FPSS background studies and financial analyses indicate that about $14 million 
will be required to )pLrchase and transport contracep'tives. FPSS will provide 
about $10 million, for which USAID will issue PIO/Cs to Governmeint Supplies 
Agency (GSA) . Eiqht "buy ins" to AID/A funded Cooperating Agency Agreements 
are planned at a total of $12 million for in-country service costs, 
coruodities and supplies, and technical assi stance for which USAIl) with 
assistance from AlO/SV/i\)L project jmnagers will issUe PIO/Ts to AID,/W for 
caimndments to the CAs. $1,200,00U additional USAID funding for IEC and VSC 
activity are proposed und.:r an existing USAID CA arrangement (with John Snow, 
Inc.) for which USAID will issue a P10/V to RLOOX) for CA aiendment (See Annex 
I for justification). Needed vehicle waivers will be covered in a separate 
forthcoming USAID blanket vehicle waiver request. 

An implemntation schedule is provided in Amnex H, providing the dates for key 
project events and activities. The tollowing implementation procedures will 
be used to fund the AID inp'its in each compnent: 

1. Clinical Training and Support Services 

Implementation of training activities will take place via three mchanisms. 
The majority of the training will take place through the DFH/MOH. Under the 
Project Agreement, a cost reimburseiient mechanism will be established as with 

.Family Planning II Iprojcct. The GOK will conduct the training activities ald 
send invoices to USAID for reimbursem-nt at quarterly intervals. At the 
beginning of each GOK Fiscal year (July 1) a training plan will be reviewed 
for USAID concurrence and te followad by a Project Implementation better (PIL) 
to commit the funds for that year. A semi-annual. review meeting will take 
place between the USAID project mamager, the Director DFH, the Director 
IRH/FP, the- MNII training coordinator and INTRAH's representative to review 
project status and any ivdifications of the training plan will b2 noted. At 
the end of the training year the MOH will present an annual training status 
report. This report will form the basis of the next year's training plan. 
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For the first two years USAID will buy into the centrally funded INTRAH
 
project (total $230,000) to undertake training of trainer activities. INTRAH
 
will ma-h those monies from A1D/W CA resources. in IFY88 the existing INTRA11 
project ends. If there is a continuation of AID,'s grant to IWNTRA, USAID 
will continue the buy-in mchanism for $100,000 per year for the remaining 
life of project. If a centrally funded technical assistance project similar 
to INTiRAI is not continued, USA]D will fund a host country contract between 
the MO!1 and a competitively selected Kenyan-based or U.S. institution for 
continuation of thcoe activities. The MDI will contract with a printing firm 
for the publication of curriculum and review manuals and invoices will be sent 
directly to USAID. Irplemnntation activities will follow the training course 
outline d.scribed in .nnex K.2. 

2. Voluntarj Surqicl Contracep-tion 

The expansion of services will be implemanted as a cooperative effort by the 

Ministry of Health (MDH) of Kenya, the Family Planning Association of Kenya

(FPAK) , iimibe:r ho-spit.als of the Protestant Churchoes Mdical Association
 
(PLI,11) , M.edical College of Nairobi and Kenyatta National Hospital (KNII),
 
private physicians en.1 1medical centers. Assistance under FPSS will be funded 
chrough the Asso;r-ciatior: for Voluntary Surgical Contraception (AV.2C) , Johns 
Hopkins P'rogram for International hl'ucation in Gyncology and Obstetrics 
(JIPIEGD) , the International Training in Health (INT111A) , and the Private 
Sector Family Planing (PS'P) Project (See Annex I).
 

AVSC will use AID central funds to provide technical assistance in the form of 
program dovelopmont, manageirent, me_?dical safety, information education, 
counseling and juali-y assurance. AVSC will alsD utilize AID central. funds to 
inplem.nt training in mi.ni-laparotomy information, education and counseling. 
Training will. Le coordinated by FiPAK, PCblA, and tlhe University of Nairobi. 

Ji-IPISCO will, utilize contral funds to train physicians and surgical nurses in 
reproductive health through the University of Nairobi and through the
 
provincial hospitals currently w.orking with the University and Kenyatta 
National Iospital.
 

AVSC will use FPSS funds to provide equipmont for 8 additional NCO sites and 
22 governmnt hospitals (MOI is preparing a proposal for 1131W to renovate and 

•up-grade facilities of 22 District hospitals; this proposal is not a part of 
FPSS excopt in provislon of equipmont foc the surgical contraception units of 
the outpatient facilities). Equipment will also he provided for five 
additional missiona;, hospitals. FPSS will fund basic minilaparotomy, and 
emergency back up kits will be provided to about 85 private practice 
physicians.
 

Under revicw and approval of the 1,1, AVSC will program and manage FPSS funds 
for VSC service delivery in the NGO sector and for the mission hspitals. The 
mechanisms for program maDagement and impleme_,tation are currently bzing 
developed by AVSC, in the N(G,. sector and in the missionary hospitA.s. These 
systems are expected to be fully in place by mid 1986. 

http:inplem.nt


- 29 -


USAID will program ar.d manage FPSS funds for VSC service delivery equipment in 
the governirent hospitals under PILs to the MOH, only if necessary following
 
negotiations with GOK. Discussions are underway with John Snow, Inc.
 
concerning FPSS funding for VSC services within the private sector projects
 
supported by the Private Sector Family Planning project. The latter would be
 
arranged by amandrinnt of the existing CA (See .nnex I).
 

3. Comnunity BasoO Services (CBS) 

Kenya's rich texture of local coninunity development groups, based on a wide 
variety of religious and other affiliation structures (both governmental and
 
nqn-goverrn-ntal) present unusual opportunities for successful implementation
 
of CD6 at the local level. The wide variety of organizations also present a
 
complex challenge frcm the point of view of planning. To work wll, the CBS 
program must depend upoUn the pre-existing organizations, and avoid trying to 
create ii:. either or nationally. For example, somew organizations, locally in 
comnmunitiLs one or ingre local churches are wll-organized, already coimitted 
to preventive health initiatives and have good leadership. Tile best local 
organization in another area may be the Family Planning Association of Kenya 
(FPK<), while in anot!,er it is a MOandeleo ya Wanawake (MYMJ) incomra generating 
group, and so on. This is - in effect - exactly how the current 14 pilot
projects have successfully evolved and will be expanding during th, next year, 
under already financed local arJ1eceQOnts with AID/V centrally-funded 
Cooperatiiig Agencies. 

The project will support IDH/DFH provision of Community Based Services through 
the GOK L>.;velopmnent Budget mostly for training, supervision and logistics 
management of contraceptives and supplies, and by technical assistance and 
training of trainer projects through INTiRA1. These interventions are 
described in the Clinical Services/Training and Voluntary Surgical 
Contraception Technical Analyses (See Ann-a>: E). 

The nethod of assisting NGO, CBS programs remains a matter of negotiation with
 
GOK and] potential NC{s and C-I s. USAID's preferred approach, in light of the
 
administrative analysis' recommendation that NCPD concentrate its efforts on
 
policy planning and program oversight functions, would be to support NGOs 
through a single Cooperating Agency Agreement, with Pathfinder Fund. USAID's 
expe-rience with funding NC4Os through the Development Budget and NCPD supports
the conclusion of the Acdinistrative Analysis. Alternatively, if the option 
described above proves infeasible, the project could support NGOs through the2 
NCPD either with reimbursable disbursem-nt to NiCPD or di.rect disbursements to 
NGOs. The final option entails direct USAID/NC gr:ants with NCPD concurrence. 

Depending on the outcome of negotiations, incremental coaluitment of USAID 
funds will be done by PILs to GOK or PIO/Ts for CA services, scheduled at
 
approximately t.o year intervals. Funding levels and implemnentation plans
will depend on the outcome of joint NCPD/USAID Quarterly and Bi-Annual Reviews 
(See, D. Evaluation and Mbnitoring Plan, below). 
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4. Subsidized Commercial Marketing 

The new SCM company, created to implement this project component, will operate 
under an AID/W funded contract witn S(XVRC for the first four years of FPSS 
(at about $2.5 million). The bilateral FPSS Project will support the component 
starting in year five, and/or assist the SCM organization to identify other 
resources. USAID/Kenya will purchase contraceptives for all years of the 
project. ODA is also expected to contribute contraceptives (specifically, 
condoms) throughout the next :even years, and perhaps other funding. SOMARC 
will provide technical assistance to the NCPD and the new organization, 
including: nanagemnt, registration of contraceptives, forecasting,
 
procurefient and ahiping, as well as support for developing internal control 
procedures and marketing strategy.
 

The estimaLted total cost of this program is about $6.0 million (including 
contraceptives) during the seven years (FY86-92). Small revenues may be
 
generated from the sale of contracuptives over the life of this project 
component wiich will o-- applied to cover local operating/marketing costs, 
salary incentives, and/or special activities in the later years of the 
project.
 

5. Ovulation Awe renaas,/ ,WP 

IFF'LP will administer (disburse and monitor) the financial aspects of the KCS 
and FLCAK sub-contracts; facilitate a gradual, structured and functional 
national OA service, resWpecting s!pecific sub-contractor agency orientations
 
and prograss yet encouraging the develop:ient and use of national OA service 
standards and close coordination with N'2?D and the .49-1. The IFFPi, will also 
monitor and] offer con sultation on the development and implementation plans of 
each recipient institution; and seek to identify and coordinate priority
 
research on OA.
 

6. NICPD Adninistration Strength ening 

Funds will be provided on a reimbursable basis as has boen done under Family
 
Planning II to NCPD to cover operating costs for the UCPD Council. and 
Secretariat, e.g. sitting fees tW n,:n-GOK imembrs of the NCPD, costs for 
program evaluations, and other program activities as mutually agreed upon.
 
Costs for salaries and other prseroniaL emoluments will be fully covered for the 
first two years of the pro-ject, with COX gradually taking over these recurrent 
staffing costs from year three on the schedule proposed in the financial 
analysis (100?, 1001, 80%, 601, 40%, 20%, 0%; by project year). 

7. .CPD Population Policy, Planning and Evaluation 

Technical assistance in the area of population policy and planning will be
 
provided to the NCP) through three primary channelIs. The first will. be 
through the use of project funds to "buy into" centrally funded A.I.D.
 
population projects. The second ch-innel will be through a "consultancy fund" 
to be administered by the NCPk) to contract for local consultants as required 
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for policy and planning activities. In addition, funds will be programmed for 
direct USAID contracting of U.S. or Third country consultants where specific 
technical consultants may be required who are rot associated with the above 
centrally funded projects, as may be requested by NCP. A buy-in will be used 
to obtain the services of the f0aemgraphic and Health Survey Project (DHS) to 
work with the Central Bureau of Statistics on sample surveys to independently 
assess the impact of t4 program and to support information analyses and 
dissemination to be carried out in collaboration with the 1pulation Studies 
and Research Institute of the University of Nairobi. Likewise, buy-ins would 
be used to obtain the services of the INPLAN for support to the NCPD in 
policy, and with Family Health International for support in bio-medical 
studies of the safety and acceptability of contraceptive methods in 
collaboration with theLaiom. CenLer for ikesoarch inlRproduction. 

Training in population policy foLmulation and population planning will. be 
provided througn primary chann academict',,A admini strativo L. bang-term or 
technical tra ininj and short ternm overseas courss and obser-vation/study tours 
to third countriies (foL NCP staff and appropriate personnel from NKG s and 
other ministries) will be programmed by NCPI) and funded using the USAID PIO/P 
funding mnchanism for approximaitely five pe!ople. Local training for both the 
IC1P3D staff and training for personnel of i'3Os or otner ministries which is 

organized by iHCPD will be funded through the N2 PLJ. 

8. NCPD Inform-tion and Coi nunicat ions 

All of the infonnation and coinunication activities occur within the 
organizational fra-work of the3 NCPD. Orne of the obfectives of the overall 
project is to enable NCP0 to strengtien its planning and coordinating role. 
Though few of the activities are actually to be? ilpplenmnted by NCPD staff 
directly, it is crucial that- the NCPD, and in particular tae IEC division, 
select and supoervise the implementi agencies. The choice of imessages, 
approacnes and mmedia mi:x is entirely the responsibility of the NCPD. Ibst 
country contracts will be negotiated with one or more Kenya firms to undertake 
public relations and mdia campaigns under the review and guidance of the 
NCPD. NCPD will continue to make IE grants to N\VOOs, as in Family Planning 
II, but possibly with direct USAII disbursements. The following is a review 
of implementation arrangeme!nts by activities described above. 

Technical assistance from Johns Hopkins University/Population Coimrnunication 
Services (IECS) through a "buy-in" to AIfi)/'s Cooperative Agreement, will ba 
provided at th.e outset of tic project to assemile previous co~miunication 
research studies and other available information about the target audiences' 
family planning knowledge, attitudes and practice. Assistance for specialized 
tasks will also be provided throughout th project by PCS, as requested by 
NCPD's IiC l)ivision. 

Four local consultants will b. contracted by NOPD to vrk for a tvn-year 
period. NCPd/IL) will determine the type and duration of in-service training 
required and request the technical assistance needed to provide the necessary 
training. E-CS will bz responsible for contracting the training consultants. 
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Procurement and production of media products will be through the issuance 
of a
 

single tender for a consortium of Kenyan mdia professionals. This 
mchanism
 

is viewed as the most efficient m-ans to ensure coherence in the range of
 

products and simplicity in the procurement. PCS will provide technical
 
reviewingassistance in the preparation of the tender documents andI in 

USAID will have the right to approve the RFP and the selection responses. 
criteria. in the case of the FPSS project, funds will be added to the JSI 

to IEC activities as atireed uoon by NCPD and
cooperative agreemnt undertake 
the FPSS project peronnal (Annex I). The actual materials to be produced 

nomust be approved by the lEC division of NCPD to as3ure that there is 

duplication and that nmssages are sufficiently consistent. 

Support to !H'<0s for information and education programs will be as per the 
commits funds toexisting arrangement (under Family Planning II) whereby USAID 

the NCPD, through a PIL for allocation to the i13O's against workplans and 

budgets su[ipitted annually. in light of disburs'euant difficulties encountered 

in the first tw, years of programming funds, improveiicnt in the flow of funds 
Annex B.)will be needed. (See Administrative Analysis of NCPD, Supplerentary 

9. t-DH Informtion, Planning and R-prting System 

through Host Country Contracts with aThe MOi will. implenLint this component 
university, private assistance organization any] consultants for provision of 

required services.
 

The Ministry of Health iias had previous 	experience in the implementation of an 
Over the past four and half years, theA.I.D.-financcd Host Country Contract. 

Ministry has successfully directed 	 the implementation of the Health Planning 
received tv-)favorable mid-termand Information Project, which has 

evaluations. This experience deaonstrates that the GOK/IDI is qualified to 

manage another Host Country Contract. 

D. Implei-entation Schedule 

Annex G., Main Implem2ntation Schedule, provides a brief schedule of the main 

events under F'PSS. Key events are detailed by Quarter of USG Fiscal Year in 

1) , and by larger tiime segments in Schedule 2, appropriateSchedule 1 (Year to 

USAID's ability to forecast. Essential early events include: thorough 

logistics system review, forcasting and purchase orders for contraceptives;
 
,,alth training and information
completing PILs for the Ministry of 

activities, and a PIL for the NCPD activities; and preparing PIO/Ts for 

and MOU{ will have completed certain internalamending the M9s; also, NCPD 

activities like reviewing administrative procedures and staffing plans,
 

completing training and evaluation plans, and selecting host country
 

contractors.
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E. Evaluation and Monitoring
 

1. Evaluation: This PP's proposed evaluation plan includes: surveys to
 
estimate current levels of fertility and use of contraception; research on the 

proximate determinants of fertility; focused operations research or community 
case studies; an information system for regular reporting on new and current 
contraceptive user's and flow of contraceptive conirdities; and studies on the 
safety and acceptability of contraception. Geie :al progress toward attairbrent 
of project puLLAoses will be gauged by the natio'aal houseliold decennial census 
in 1989, and by the National Deiographic and Contraceptive Surveys in 1987/88 
and 1991/92 expzected to be conducted by the GJK Central Bureau of Statistics 
(CBS). In addition tw-,o overall evaluations of the FPSS will be conducted, one 
in 1988 and another towards the end of the project, in 1991. 

This project does not propose to assist in expanding and strengthening the 
vital registration system in Kenya (marriages, birth and death) , though this 
clearly needs to occur. To date, only a few sample registration areas (e.g., 
in Nyeri District) have bLeen established where vital events are being captured 
with increasing thoroughness and where it is now possible to examine annual 
birth and death rate trends with soma confidence. GOK has worked with the 
UNFPA in imple~mating this cost-effective approach to vital registration. 
USAID has urged UNIFPA to continue to provide resources for this purpose and ­
if p-ossible - to expand the3 areas included. It is not known what the (OK 

be ableintentions are. This project, and the overall G0K program, will not 
to rely on vital events trends for arsessn:ent of impact. 

The chief tool for measuring program impact on fertility and contraceptive 
usage will be fertility and contraceptive surveys. It must be noted that 
these surveys geineally masure the overall impact of population activities 
and contraception use. Although USAID will provide a significant share of 
donor resources, it will generally not be possible to distinguish the impact 
for example, of World Bank, UNFPA, or SIDA funded activities from AID funded 
activities. The ability to distinguish AID funded project activities from 
othr population activities will be possible through regular monitoring, site 
visits, and through specially designed samiple surveys. 

The Central Bureau of Statistics (CBS) under the guidance of the National 
Council for Population an3 Developm-nt (NCPD) will conduct two fertility and 
family health surveys. r.'e surveys will provide information on contraception 
knowledge, availbility, use and family planning attitudes; fertility and 
fertility intentions. To ensure continuity and comparative longitudinal data, 
the upcoming survey will use the same sampling frame, and the same basic 
questionnaire and general procedures of the 1984 Contraceptive Prevalence 
Survey (CPS). Refineiivnts will of course be made. The sampling plan will be 

that the surveys will provide estimates offormulated in such a manner 
fertility and use of contraception. The 1991/92 survey will be able to take 
advantage of an updated sampling frame from the 1989 census. 
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Special studies of the acceptability and safety of contraceptive methods will 

be undertaken by the Nairobi Center for Research in Reproduction (led by the 

Department of Obstetrics and Gynecology). These will focus on ways to improve 

the accepLability of mathods and will provide a substantial basis for 

supporting the overall family planning program in the event of public (or 
This work will be conducted inparliamentary) debate over methods. 


collaboration with the Family Health, International (FIll).
 

The Westinghouse Demographic and Family Health Survey Project (DHS) will
 

provide technical assistance to the CBS for the conduct of the two surveys.
 

Further analyses of data from the 1983 National Demographic Survey and the
 

1984 CPS survey will e undertaken as well as further analyses of the proposed 
further analyses may include the following:DIIS surveys. Topics for 

fertility impact of contraception prevalence, the application of fertility 
program target setting;and contraception use survey data in family planning 

proximate determinants of fertility trends; the prevalence and delymgraphic 
impact of voluntary surgical contraception; accessibility to contraception as 

a determinant of contraceptive uso-; estimation of contraception 
use-effectiveness; continuation and "drop-out" associated with specific main 
nmthods of contraception; and analysis of infertility. 

Large scale quantitative surveys do not clarify the reasons or specific 
program inputs which generate differences in contraceptive behavior. It is 

proposed therefore to undertake in-depth opera, )ns research studies in 
selected project areas. Operations research (OR) techniques will be used to 
provide GOK p-rogrmn administrators of family planning and community based 

distribution programs with the information necessary for improving the 
delivery of FP/MC11 services. Such studies will assist the GOK and private 
implementing agencies to identify which prograimatic aspects of the USAID 
assisted activities require greater attention in the family 
planning/developm2ent package. 

The FPSS project evaluation schedule includes two in-depth project
 

evaluations, one mid-term evaluation at the end of year three (1988) and a 
final project evaluation to begin in year seven (1991). The purpose of these 

evaluation will be to review overall progress , to determine the 
accomplislments or actions taken toward the attainment of project outputs and 
to identify and make recommendations for elimination of constraints to the 
achievement of established targets. 

All available survey data, survey reports and community studies will be
 

compiled and analyzed. Concurrently each of the project's components will be 
evaluated: the community based services projects, the information, education 

marketing program andand communication activities, the subsidized commercial 
training and policy activities. Tile interrelationships, constraints and any 

be maderedundancies anong the components will be analyzed. An attempt will 
to document the role of the project and its various components on fertility, 

contraceptive use and family planning activities. If a particular component 
is identifi-: as failing to attain objectives, project funds may be shifted to 
another co. _onent that is achieving better results. 
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The USAID evaluations will be coordinated by the Population arx! Evaluation
 
officers, with input from AID/W Population Officers. Outside experts may be
 
hired to assist with the tasks outlined above: a public health physician, an 
information, education and coin-unication specialist and a demographer and 
social science analyst. Funds for the evaluation and outside consultants will 
be made available through the FPSS. 

AID/W will also conduct routine evaluations of its centrally funded project
 
activities. 

2. Monitoring: All project activities, including those funded by AID/W 
grantees-contractors, will by monitored by U.DH and Kenyan staff of USAID. 
Direct minitoring will be the responsibility of the Project Managers of FPSS 
elements within the USAID Population and Health Division. These three 
individuals will be supL-orted by the Projects Office, Program Office, RFMC, 
the Contracts Officer, and Legal Advisor, in matters pertinent to these latter 
offices' areas of responsibility.
 

Monitoring systems within each project element will reveal progress toward 
attainmrent of project outputs and identify problems and areas for improvement 
on a quarterly basis. For examiple, aggregated commodity distribution records 
kept by marketing agencies permit estimat ion of the impact of the social 
marketing project. Since each link in the network of a retail sales system, 
including the consumi-er, pays for the contraceptives used, it can be safely 
assw5ed that nearly all will ultimately be used (rather than wasted). A 
build-up of inventory by pharmacists, and on householders's shelves usually 
occurs at the time the product is introduced, but sales flows quickly 
approximate actual consumption levels. Sales data may be converted into the 
common denominator of couple years of protection (CYP) in order to estimate 
program impact. 

During the life of the project extensive use of independent public accountants 
(IPA) will be made to determine that NGOs and other implementing organizations 
outside the scope of regular AID/GOK audit cognizance possess tihe 
administrative capability to implement the project. IPAs will also be engaged 
to conduct annual financial and compliance examinations of the institutions.
 
Funds will be provided in each sub agreement for engaging IPAs. 

The central collation and computerized reporting of service records for 
primary health care and family planning is an ongoing activity of the Health 
Planning and Informiation Project (HPIP). Currently, data on famiily planning 
users from MOH and some of the major [\XO programs are collated, but not 
analyzed beyond simple tallies by method, new-or-returning client, reporting 
center (service delivery point), and date. Under the proposed FPSS project an 
improved reporting system for central and local managers should provide 
continuous up-to-date statistics on family planning users current 
contraceptive use prevalence rates. Program field staff will learn to 
translate demographic targets and measure program performance in terms of use 
of contraception aniong couples of reproductive age. 
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A system of rapid information aggregation and feedback to local service 
delivery points and to managerial personnel will be in operation during the 
life of this project. Someone in each statistical unit will be trained to 
calculate contraceptive prevalence rates and complete prevalence .orksheets 
for specific geographic population catchment areas. Supervisors will be 
instructed to inform health units of their target and how well they are doing
compared to other units and compared to their own previous performance in 
terms of both prevalence and improved method. 

USAID with technical assistance from the Centers for Disease Control and the 
Kenyan contractor ESAMI will assist the MOH with development of a
 
Contraceptive Inventory Information System (CIIS) to track the movement and
 
usage of contraceptives The intent is to estimate user consumption of
 
contraceptives by measuring their flow along the distribution chain. Program
evaluation will be made possible by analysing changes in contraceptive use 
over time and geographic area (J.S.A.I.D. project areas may be singled out). 

Selectedi components of the projects which through the daily monitoring process 
are identified as having problems will be singled out for special
evaluations. Such evaluations vuld be in addition to the two already
 
scheduled.
 

VI. SUMARY OF PROJEP ANALYSES 

A. Technical Feasibility 

The technical feasibility of project components selected to achieve the 
project purpose are discussed below. Project components were selected based 
upon consideration of GOK interest, the comparative cost-effectiveness of 
various delivery systems for meeting project purposes, and conformity with AID 
population assistance guidelines.
 

Clinical Training and Support Services: The MOH service delivery system has 
many strengths including well trained nursing personnel, an increasing focus 
on community outreach and a recent pxclicy of decentralization. Although some 
of the MOi-'s integrated MCH/FP facilities serve as few as one FP client for 
every 20 or 30 pregnant wvomn, others including at least one entire district, 
serve approximately one new FP client for every three pregnant patients. The 
fact that some VICH/FP facilities can provide this level of FP service shows 
that the MO1 has the potential to meet the FP needs of a significant 
proportion of Kenyan couples. 

INTRAH will provide the technical assistance for the MOH training activities
 
proposed under this project. INTRAH has been active in Kenya for five years
 
and has a resident office and local staff who plan, administer and manage
 
local and international technical assistance and training. The coordination
 
with MOH personnel and various training institutions both public and private
 
is good.
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Voluntary Surgical Contraception (VSC)/Reproductive Health Services: Based on 
waiting lists in district and provincial hospitals where VSC services are 
currently provided we conclude a substantial latent demand for surgical

contraception services. The growing popularity of fertility termination 
services is also illustrated by the great interest shown recently by public 
and private sector surgeons and clinics. The aim of this component of the 
project is to expand VLC services to 250,000 couples by 1992. This will be 
achieved by the permanent installation of surgical contraceptive and related 
health services in the ob/gyn deparUri-nts of all MdHl provincial and district 
hospitals, through Family Panning Assciation of Kenya clinics, meimhr 
hospitals of the Protestant Churches Medical Association and through private 
hospitals and physicians. 

The approach is straightforJard: The AID grantee organization AVSC will 
folloI VS2C "graduates" back to their provincial hospitals; and assist these 
hospitals to identify the seepcific coorlidty, space and financial requireiv.nts 
necessary to institutionalize VSC/health services. 

USAID accepts the technical premise of this component of the project -- that 
acceptauce of VSC services in Kenya will increase irkedly as these services 
are emplaced around the country. USAIID is also confident of AVSC's managerial 
compeatence to undertake prilamary respon;ibility for this compo)nent of the 
project, hxised on Uhat. organ.ization's -ecord with similar activities w.orldwide 
over the past 15 years. An effort is now underway to register an AVSC 
regional office in Kenya to facilitate better AVSC local managemnt. 

Comuniy Based Services: This component aims to expand the access of rural 
poor to family planning services. During the past two years, pilot programs 
in a variety of rural areas have shown that interest in and demadl for 
fertility regulation infor-lition and supplies is considerable. From aLinst 
noix_ four years ago, by 1985 ab)ut 1.1 million rural people (about 170,000 
families or 7% of Kenya's total rural population) are now provided with access 
to information andl services ahout preventive health and family planning by 
nembers of their own OiuLnity. 

All indications are that CaS is a cost effective and efficient modality for 
family planning in Kenya. It enjoys political and technical/professional 
support from the C0K leadership and the MDII. The main challenge is to convert 
the lessons from many successful but disparate pilot projects into well 
designed programs for quality nationwi-.d service delivery usingj pre.sent 
structures. The managemnt of this coInpnent will likely b, the main 
implemrentation challenge of FPSS. 

Ovulat.on Awareness for Periodic Abstinence 14FP: The natural fauily planning
activity proposed under FPSS is carefully designed and modest in its overall 
targets. It propyoses to expand NFP services through three channels: the Kenya 
Catholic Secretariat (KCS), Family Life Counselling Association of Kenya
(FLCAK) , with coordination and technical assistance via the Internatioi al 
Federation for FLmily Life Proifotion (IFFLP) of Washington and its fiell4 
office in Nairobi. The IFFLP is a gro,ing. PVO. Its capacity to coordinate 
projects like this component oi FPSS will be strengthened during
implelmntation of this project. 

http:Ovulat.on
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The specific family methods to be presented by this component of the project 
(the Billings or Cervical Mucus and the Sympto-Thermal Method) have
 
limitations as have been documented in the FP literature. However, these
 
technical (e.g., low method-reliability) factors must be put in the context of
 
compelling ethical and moral reasons for making NFP available to couples who
 
prefer to use such mthods. Technical considerations are deferred in the
 
interest nf ensuring a full range of FP services for all persons, consistent
 
with their personal beliefs and preferences.
 

Subsidized Commercial Marketing. The SCO component is designed to complelment 
and supplement the existing and proposed family planning activities provided 
by the GOK and NCOs, as well as those of the private sector. It will benefit 
couples who have limited access to sources of supply and who cannot afford 
commercially priced products. The innovative feature of comnmrcial 
distribution projects is that they utilize existing comrcial 
infrastructure. Consultant reports of 1982 and 1984 found the prospects for 
developing a social marketing program good. The marketing infrastructure is 
strong, the comircial sector is interested in tb2 program, and there appear 
to be no resLrictions on the sale of contraceptives which Would prevent a CSM. 
program from being developed. All of the well known brands of orals, condoms 
and spermicides are presently sold in the com;D:rcial setting, although the 
price tends to be high relative to disposable income. 

B. Social Analysis 

Kenya has a range of public, voluntary, and private sector infrastructures 
which can be utilized to attain the goals and objectives, of this project, 
including a clinic netork that already reaches about 40% of the population 
annually; the most extensive network of woen's voluntary groups in Africa 
(more than 15,000 comnunity groups) ; and one of the Lst private sector mass 
marketing and private physician systems in Sub-Saharan Africa. 

This project has been designed with reference to a nwrLer of data sources and
 
background studies. The " USAID Analyses and Strategy for Assistance in 
Family Plan-ing and Fertility Reduction in Kenya," prepared by the USAID 
Office of Population and Health, January, 1985, provides the basis for th 
proposed project approach .The socio-cultural context which supports the low, 
but rising level of aspiration regarding fertility control is summarized in 
Annex F. 

Preliminary results of the 1984 National Contraceptive Prevalence Survey show
 
that 13% of all women of reproductive age (or their nmtes) are now practicing 
some method (8% modern and 5% traditional or new periodic abstinence 
techniques). All methods appear to have increased. If there have been no 
major declines in breastfeeding then these findings suggest that the CBR could 
have declined by as much as three points since 1977, to around 51/1000. About 
40% of women in the reproductive years reported desired no more children, and 
of these about 40% reported that they had not wanted to be pregnant the last 
time. USAID and the GJK are convinced that a significant portion of the 
peri-urban and rural middle income and poor Kenyan couples perceive the 
benefits of family planning and are willing to adopt ontraception if it is 
widely available and of high quality. 
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Additional data support the conclusion that fertility decline is 
now more
probable than before. 
Table 2 in Annex F shows the age distribution of
fertility as the nu lber of births during the year to women of each five-yearage group. Although the Total Fertility Rate 
(TFR), increased during the
period, 1969 to 
.979, that increase was clearly attributable to increased
fertility aaong the younger women, ages 15 through 34, due to closer birth
intervals. Ferti.lity among older women, however, shows a steady decline overthe years. 
This pattern of declining fertility among older woe.Ln is
recognized as the earliest and most sure sign of fertility transition, as
shown repeatedly in delaographic history, around the world.
 

There is wide agreement in th- public health field 
that nigh fertility ratesdo not decline very much unless infant and child irortality first decline.appears, however, Itthat infant/child (I/C) irrtality in large areas of Kenyamay a.ready have reached levels that are below tlose that would exercisesignificant nhibition on parents' adoption of child spacing or fertilitytermination ithods. In Nyeri District of Central province it appears thatthe I/C death rate is on:e in twenty or lo,,er. In 
areas akin to Nyeri's recent
experience, USAID believes that further reductions in I/C mortality willdepend di:ectly and mainly upon improved fertility regulation more thancontinued improvement in obstetrics and child care. 

The coiadnitnt of health professionals to strengthen delivery of familyplanning services 1>_!can enhanced by nore widespread recognition that theforemost health risks Kenyain for wo]men and infants relate to reproductionand high fertility. About 200 imothers dieKenya. for each 100,000 live births inThese deaths in childbirth make up about forty p:ercent of all deathsamong young women aged 15-35. These maternal deaths are espe2cially tragicSince they usually occur to women with large numbers of children.Childbearing risks reimin high because many birthsphysicians or midwives, thie 
are not attended by ski].led

timo between pregnancies is sl-ort,births and wom3-n average 8usually complete their childbearing after age Riskchildbirth and infancy increases markedly 
35. of dying in 

to mothersfourth child is over age 35, after theborn and when birth intervals are less than tvo years apart,all of which are typical features of reproductive experience in Kenya. 
If Kenyan wome.n used family planning and had 4 or fewer children about halfthe approximately 2000 lives lost in childbirth each year would be saved andthe infant mortality rate would decline by about 25%. If the objectives ofthis project were achieved (TFR = we4 in 2000) estimateat.ternal deaths and more than 80,000 

that over 6,000
infant deaths could be averted over the
 

next 15 years.
 

By dramatic contrast, the risk of dying from a side effect of modern
contraceptives is quite low, generally about 5% of the risk of dying in
childbirth in Kenya. 
 In fact the -ajor risk of death among contraceptiveusers relates to risk of childbirth when contraceptives are not used
effectively or somehow fail. IUCf.)s, injectables and especially voluntarysurgical contraception offer the most striking health benefits for Kenyan
women and children. 
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The immediate beneficiaries will be an estimated 2.5 million couples 
nationwide provided with access to family planning services. Immediate 
beneficiaries also include a large, undetermined number of infants and 
children who will enjoy a greater concentration of household and affective 
family resources. Long-term beneficiaries include the major portion of Kenyan 
society in so are as diminished population growth improves multi-sectoral 
development. 

C. Administrative Analysis
 

NCPD and the DFH are the two GOK entities which will plan, administer,
 
implement, and monitor FPSS. An administrative analysis of these tw.o entities 
was conducted by Coopers & Lybrand Associates, Kenya (C&L) during May and 
early June, 1985 upon which this PP section is based. The DI7H, originally the 
National Family Welfare Center, was established in 1975 with responsibility 
for impleanting the first NCiI/FP project; and integrating family planning 
services with the health delivery system. NCPD was formed in 1982 with 
overall resfponsibility for the prootion and coordination of family planning 
activities.
 

NCPD was mandated to provide policies and plans for population development 
within the national economic fram \ork. It was also empowered by the Office 
of the President to establish a specialized technical agency, the Secretariat, 
within the Ministry of oam Affairs (V.P. Mwai Kibaki, Minister). The 
Secretariat was to formulate strategies and supervise and co-ordinate various 
inter-sectoral and inter-agency activities designed to promote planned 
population developifent in Kenya, including support to NGOs in coinmunications 
activity. Outstandinrg political leadership and cabinet liaison for the 
Council has been provided by the Vice-President. NCPD has 26 appointed 
mzembers including 10 permanent secrataries of major GOi" ministries and an 
excellent range of NGJs, medical societies, churches and public leaders. NCPD 
is independent of the control of any ministry and has little authority. 

The Sccretary to the Council is the Director of the Secretariat and has the 
rank of Deputy Secretary in the Ma.-LA. There are four divisions under the 
Director. They are the Information, Education and Connunications Division; 
Youth and Coimunity Services Division; Research and Evaluation Division; and 
'J.-e Finance and Administration Division. The division of labor and scope of 
responsibilities for these divisions is still under clarification. The key 
functions of the Secretariat's administrative procedures are: staff 
development and personnel services; planning, budgeting and funding; and 
procurement and supplies. For all these functions the Secretariat follows 
standard civil service procedures and regulations. 

Liaison with the six NGOs funded under the MH/FP project is primarily 
effected through bi-mnthly meetings between the Secretariat and NGO 
representatives. Co-ordination of IE&C activities is to be provided by a
 
recently foriw.d sub-comnittee of the Executive Committee of the Secretariat. 
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The primary function of DFH is to strengthen and co-ordinate all aspects of
 
maternal and child health, and family planning services in Kenya. The DFH is
 
headed by a Director who reports to the Director of Medical Services. A
 
position of Deputy Director has for a long tim been vacant. The Division has
 
four sections: Training; Information and Education; Evaluation and Research; 
and Administration.
 

The effective operation of the DFH1 depends heavily on the administrative and
 
technical support of other Divisions within the MOH, specifically:
 
Administration and Planning; Curative Services; Preventive and Pronotion
 
Health Services; Nursing; and Information and Education. In order to
 
strengthen co-ordination between NCPD and the DFI, the Director of DFH has 
been appointed as a iiwvm!"er of N-CPD's Executive Comnittee. 

C&L concludes that institutional responsibility for the implementation of 
family planning programs should remain with Dli,' (and thz- NY 3s) . Howeover, NCPD 
should be responsible for policy fonmllation, planning and evaluation for 
family planning activities; and UL'iI should retain its Information and 
Education Section in order to co-ordinate demand creation and service 
provision at the local level within the MCil system to maximize the impact of 
its FP programs. 

C&L concluded that the weaknesses in NCPD organizational and administrative 
arrangements include: (a) irnertia of the Council; (b) absance of a long-term 
strategy persDpective; (c) constraint of the Secretariat by Civil Service
 
procedures and regulations; (d) limited functional capacity; and (e) 
inadequate external co-oidinating michanisms. Weaknesses in DFH 
organizational and administrative arrangemw-ents include: (a) fragmented 
al.location of functions; (b) scarce managenment resources; (c) weak 
administrative support; and (d) a weak FP services comiponent. 

In order to strengthen the institutional framnework for impleuenting the FPSS 
project, C&L. proposes that: (1) an Executive Chairman of tle Council of the 
NCPD be appointed on a full-tim2_ basis; (2) the Secretariat of the NCPO be 
removed from its departmeontal status within tle MO-A; (3) the Vice-President 
be appointed the National Chairman of NTCPD; (4) the DFH work more closely with 
the NCPD Secretariat for the purpose of strengthening IE&C and service 
delivery activities; and (5) the functional capacity of the NCPO Scretariat 
be expanded to add responsibilities for policy formulation, strategic and 
project planning, and the monitoring and evaluation of FP programs. 

C&L recomrends that the NCPi) Secretariat be strengthened through: (1) 
restructuring NOPO into four new divisions: Information, Education and 
Communications Division; Programs Division; Planning, Research and Evaluation 
Division; and a Finance and Adninistration Division; (2) recruiting and
 
training additional qualified staff, especially for the Progranes Division 
and the Planning, Research and Evaluation Division; (3)making the NCPD 
Secretariat independent of the civil service machinery by Cabinet decision and
 
Presidential Directive which will establish the NCPD and its Secretariat as a 
Permanent Cormlission; (4) strengthening of financial and accounting procedures 
to permit direct funding of FP projects; and (5) strengthening external 
co-ordinating mchanisms through t m establishment of two technical 
conurittees: NaLional FP Programmes and Services Committee, and a National IE&C 
Committee.
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USAID supports these reconuendations and will be taking the following steps to 
ensure their implenentation. FPSS will provide technical and financial
 
support to strengt-.en NCPDs policy and planning capabilities and to upgrade
 
staff skills. Specifically INPLAN will provide technical assistance for
 
population planning, PCS will assist with communication and media planning.
 
The project will provide core support for hiring additional staff and will
 
arrange for long and short-term training opportunities.
 

The GOK will undertake the establishment of the NCPD Secretariat as a
 
Permanent Coinurission with a full-time Executive Director who sits as Executive
 
Chairman of the full Council. This action will be included in the Project

Agreeme.nt as a Condition Precedent to disbursement for NCIPD after August 1, 
1986. USAID believes that upgrading the NCPD to a Commission will enhance its 
authority and ability to influence and involve other Ministries in the 
national population effort. A Conmmiission will also have the authority to 
accept direct funding for FP projects. USAID will provide assistance to 
develop improved and streamlined adtinistrative and accounting procedures so 
that GOK may have confidence in its capacity to fulfill public goals. 

The entire donor comnunity associated with family planning efforts agrees on 
the need to strengthen the NCPD. The World Bank will lead a coordinated 
effort to assist NCPD with the developDent of a comprehensive national 
strategy for information, education and] communication and a work plan for 
population/family planning activities. This effort will formally begin in 
August with the World Bank's pre-project assessment, which % ill include all 
donors.
 

C&L proposes to strengthen the capability of D[UI to implem nt FP programs 
through: (1) recrui-tment of additional staff, including a LDputy Director and 
an Ass.i.stant Director of Medical Services; (2) specific changes in the 
budgeting and funding arrangenmnts which ould permit more of the GCOKi' 
development estimates for FPSS project components to be directly controlled by 
the DFH; and (3) establisaient of District FP committees to coordinate all 
District FP strategies, activities and budgeting (See Clinical Training and 
Services Support element, Section II. B). 

FPSS will provide supprt for 140O1/117H staff development through in-country and 
long and short-tenn U.S. based training opportunities. USAID will not, 
however, provide support for the recruitment of additional staff as wae do not 
feel it is crucial to successful project impleentation. Through the 
Information, Planning and Reporting component of this proje.c, FPSS will 
support MO's efforts to simplify and streamline budget procedures and 
establish district-level coordinating committees. The YO.H has already begun
 
planning for development of these committees, following a directive by the
 
Vice-President.
 

The C&L report concluded that FPSS is administratively feasible provided that 
the project encompasses actions, such as those noted above, which are designed 
to institutionally strengthen both the NCPD and DFII. 

http:Agreeme.nt
http:strengt-.en
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D. Economic Analysis 

Introduction 

As will be seen from the discussion to follow, findings from recent studies 
leave little doubt that significantly lowering population growth rates in 
Kenya by the end of the century can make a vital contribution to social and 
economic development. Indeed, according to IBRD 1983 (p.73) / "... if 
population growth does not slow down dramatically by the end of the century 
there is no solution to Kenya's development dilemma." It is hard to imagine a 
statement which could convey more urgency with respect to the need for prompt
and major fertility reduction in Kenya. If this assessment is correct (and 
there is no reason to assume that it is not), then a successfully implemented 
FPSS project and the larger effort of which it is an integral part must be 
regarded as making a crucial contribution to Kenyan development. 

Thus there can Le iiD doubt that a project with the prospective achievements 
and accomplishments of Family Planning Services and Support (Pl'SS) must be 
regarded as clearly cost beneficial. For these reasons, this analysis will 
not undertake a full-fledged cost-benefit analysis. 

Within the context of an overall program of family planning in Kenya that is 
cost-boneficial, the Family Planniingj Services and Supprt Project will place 
managem-nt emphasis on achieving project outputs utilizing project inputs in 
the ost cost-effective manner consistant with evolving famnily planning
delmnd. The projject Monitoring and Evaluation coip.)nents will include 
collection and analysis of unit cost data, and of family planning utilization 
rates, which will be utilized by the project manager to make informed 
judgments regarding adjustments required to ensure cost-effective use of 
available resources. Flexibility in project design, and close aonitoring,
will permit the project manager to take advantage of increased demand within 
specific approaches (delivery coimponents), and to make appropriate cuts in 
less successful approaches, particularly where fixed overhead costs imay Ix! 
significant. The cost beneficial nature of tle_ interventions to be supported 
under the FPSS is virtually guaranteed given reasonable technical execution of 
individual projects components, and reasonable utilization rates of available 
services. Given the flexibility of project design, management attention will 
be directed toward maintaining a reasonable balance between supply and demand 
for family planning services, and to cost-effective use of inputs based on 
monitoring and evalu?-cion results. 

1/ See Kenya - Population and Development, A World Bank Country Study, 
Development Economics Department, East Africa Country Programs Department, The 
World Bank, Washington D.C. 1980 (henceforth IBRD 1980). Sae also Kenya_-
Growth and Structural Chanqe, A World Bank Country Study, Tie World Bank, 
Washington, D.C. 1983 (hence IBIRD 1983). 
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Population Growth and Economic Development in Kenya 

In recent words of the World Bank, "... rapid population growth is, above all, 
a developm~nt problem."2/ .rnRD 1980 analyzes at soma length the major 
consequences of Kenya's rapid population growth for the economy, identifying 
principal ways in which rapid growth acts as a drag upon efforts to increase 
income per capita ayl estimates sone of the major benefits from reductions in 
popu.ation growth rates. Although there are some differences, all in all, the 
IBRD scenario and that contemiplated by USAID are similar enough to make it 
reasonable to take the IBiM) findings as a rough estimate of the benefits to b 
expected from diWplementinyg FPSS and th- larger fertility-control program of 
which it is Lo k a part. Or concl.usion Lam these findings is that 
implemontation of this project will yield major benefits to the population of 
Kenya in the form of per capita incomes higher in the years ahead than they 
would oth:erwis, b and an intrn distriibution more equal than in otherwise 
would be. 

ReducinL< thie Strain on C4( Fiscal Ca))acity 

Of particular interest from this peint of view are I3RD 1980 estimates of what 
wou]d be the saving in governiant resources needed to ieet basic needs 
(education, health, i.usiqIL, water) over the period 1985 - 2000 if the TFR in 
Kenya dclines to 40 by 2000 (a USAID project target) rather than remaining 
constant at prent levels (wee p. 115, Table 4.25). These esti-mtes are 
exti:eml-.ly conrsrvat.iv.:. N v theless, tin total saving over this period is 
substantial, amunting to aMout 472.4 million Kenyan pounds in 1970 prices or 
about 1.4 bi.lion i,,enyan p.ounds in current prices. 

Equitable access for all citizens to services which meet basic needs is 
important for service to t02 GOK's (real income) distribution objectives. 
With pre:s!nt p[7pulation grot.,_h rates, the GWK has to run very fast indecd on 
fiscal-effort account just to maintain the current, extremely modest level of 
basic oervices per capita. It seems clear that without the sharp decline in 
fertility rates which will be a consequence of implemelnting ZISS and the 
larger fertility-control effort of which it is a part, the prospects for 
significant ii-provem2ht in the level of basic services per capita in Kenya are 
reaote. 

2/ See Population Change and Economic Development, reprinted from World 
Development Report 1984, The World Bank, Oxford University Press 1984, p. 40, 
Box 3.1 (henceforth IBRD 198i). 

http:conrsrvat.iv
http:exti:eml-.ly
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Costworthiness of Expenditure to Implement FPSS and the Larger Fertility
 
Control Program of Which It Is a Part 

USAID has estimated the 15-year total expenditure for the larger
 
fertility-control effort at about the equivalent of 400 million Kenyan pounds

(1985 prices, exchange rates), or about 27.0 Kenyan pounds million a year on 
average over the p2riod. The contemplated project will be largely donor 
financed. However, one way to get sorue sense of the modest rate of resource 
commitment contemplated for these fertility-control activities is to compare 
it with the overali fiscal capacity of the GOK. Currently, GOK current 
revenue is about 1.0 billion Kenyan pounds. And, since the Kenyan economy
will he growing during the 1985 - 2000 period, the real burden of the 
fertility-control program will he decreasing. Assuming a 4.01 growth rate, it 
turns out that spending at the average rate per year for this fertility 
reduction effort w )uld anount on average over the whole period of about 2.2% 
of GO current revenue. 

From the point of view of USAID and the G.K, this must surely be regarded as a 
very madest coimnitLnt of resources on the margin of the total fiscal effort. 
Where the objective is to proote the social and economic develop.mnt of 
Kenya, surely no alternative project to which these resources might be 
comitted could plausily Le regarded as iiore bneficial. 

Cost I",ffectiwenesr!,/hast Cost Analysis of FPSS 

There are major problems in adapting analysis of this kind to 
fortiliLy-control pcograms such as FPS3 and the larger ferti.ity-control 
effort of which it is a part. For this analysis, the investigator requires
production-function info rittion. Twat is, functiorns showing techInical or
"engin,ring" relationsh ips i)-.tween inputs and outputs, showing what 
combinations of inputs will produce what outputs. However, for 
fertility-control-program outputs defin d in ways of interest for evaluation 
of project performance -- ways that speak to the actual impact of the project 
on fertility rates, such as couple years of protection (CYPs) -- the 
production functions can be known only in a very general way. This is so in 
part becauY? project output in these utilization-of--services terms depends not 
only on supply events but also upon demand events -- demand for one or another 
of the various fertility-reduction services. 

An initial., informed ju-ment has boen male regarding the propovse mix of 
project comp)nents. The mix has been chosen with an eye to accomplishing what 
properly has boen id*ontified as "the nvajor intervening accomplislmlnt" of FPSS 
-- namely, trying to insure that the great majority of Kenyan couples know 
about and have equitable access to modern methods of fertility control. 
Because of uncertainties on the demand side, much of the service to least-cost 
objectives for a project of this kind must derive from an optimizing strategy
of on-going project management once it has been launched. Thus, the FPSS 
budget features flexibility to move resources on the margin from one component 
activity to another depending upon demand for the services supplied by the 
various components, i.e., moving resources on the margin in the least-cost 
directions for which there is still unsatisfied demand for the product. 
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As one studies the list of project components, it is clear that, in a
 
category-of-program sense, each component is a necessary part of the package
 
-- such that the total project package could be faulted if it failed to
 
include any of the components thereby failing to exploit a potentially 
promising fertility control strategy. In this sense, the cost effectiveness 
of the project as a whole depends upon the inclusiveness of the package of 
components.
 

The different project components will each deliver CYPs at different unit
 
costs. IncludeJ in the package, however, are component activities 
representing all of the least-cost strategies in this domain -- that is, 
subsidic3 marketing through com-nircial channels, integration of family 
planning services withi general public and private health-services delivery 
systems, and surgical contrliception. If doinaiY3 proves to stress the capacity
of the least-cost p:oject activities, r,sourcoes can be diverted to these 
activities from other project components. Cost effectiveness of contraception
by Hethods and types of delivery systems are shown in Table VI.D.l. 



TABLE VI.D. 1 

Illustrative Couple Year Protection and Costs of
 
contraception by Method and Type of Delivery System
 

CYPs 

Delivery System O.C. Condoms 
 VSs IUCDs Inj. VSC O.A. CYP Total 


Clinical Services 
 680 116 119 1562 371 2757 - 5604
(cost $000) $1398 $720 $1344 $855 $1943 $7000 


Community Services 1066 
 303 151 - ­ - 1530(Cost $000) $2394 $2056 $1863 
 $830 


Subs. Com. Sales 415 89 59 
 ? - ­
(Cost $000) $840 $586 $711 

- 563 

Sub-totals 2161 508 329 1562 
 371 2757 ?? 7698
(Cost $000) $4632 $3362 $3918 $855 $1943 
 $7000 $830 


Cost/CYP/Method($) 
$2.14 $6.62 $11.90 $0.55 $5.24 $2.54 ?? 

Cost/CYP (Kshs.) 34.30 105.93 190.36 8.76 83.78 40.62 ??

($1 = Kshs.16)
 

Inflation (5%compounded annually) included in costs
 

Cost Total Cost/CYP/
 

System
 

$13,261 $2.37
 

$7,192 $4.70
 

$2,137 $3.80
 

$22,590
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E. Environmental Analysis
 

from further review was included 	in the.A request for categorical exclusion 
notified by 85 STATE 136411 of the approval of thisPID, and the Mission was 

request. 

VII. CONDITIONS, COVENANTS, AND NEGOTIATING STATUS 

In addition to the standard conditions and covenants, the following special 

will be included in the Project Agreement:conditions and covenants 

A. Conditions Precedent: 

of funds, or to the issuance of1. 	 Prior to tlh first disbursement 
respect thereto, the Cooperating CountrycommiUTent documntation with 

will provide in form and substance satisfactory to A.I.D., evidence that 
Gazettethe Government of Kenya (GOkX) 	 has published a notice in the GOK 

specifying that all project funded coinodities, including those imported 

into Kenya by organizations under contract with or financed by A.I.D. or 

the CWDK to perform vxrk in Kenya in connection with the Project and those 

imported by the cmployees of such organizations for their personal use, 

free of all duties and taxes.will enter Kenya 

marketinrg activities,2. Prior to disbursemnt for 	 subsidized corrnercial 

or 	 to the issuance of comritn-nt docuentation with respect thereto, the 

to in form and substanceCooperating 	Country will furnish A.I.D., 

satisfactory to A.I.D.: 

a. Evidence that an organization has been established and registered 

under the laws of Kenya to distribute for sale at subsidized retail prices
 

family planning contraceptives; and
 

b. Evidence that GOK has gazetted a reclassification of retail outlets 

that includes a clear and simplified system for licensing retail outlets 

to sell GOK authorized oral contraceptives. The licensing system will. 
assureinclude a requirement for certified retailer training to that 

prospective clients are screened for contraindications and referred to 

maidical personnel within a spe:cified timn period, if appropriate. 

of funds to 	purcoase oral contraceptives, or to3. Prior to disbursemient 
the 	 issuance of comnit-frnt docume-ntation with respezct thereto, the 

Country will furnish to A.I.D., in form and substanceCooperating 

specific
satisfactory to A.I.D., evidence 	 that GOK has published 

guidelines governing the distribution of oral contraceptives so that
 

trained and 	certified community leaders may dispense this method of
 

contraception. 
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4. Prior to disbursemnt to met the costs of clinic-A training support
 
to be furnished or contracted for by GOK, or to the issuance of commitment
 
documentation with respect thereto, the Cooperating Country will furnish 
to A.I.D. in satisfactory form and substance, a clinical training plan 
which covers the period for which disbursement is requested.
 

5. Prior to disbursement subsaquent to August 1, 1986 for any activities
 
under the project (except for disbursements to third parties pursuant to
 
commitmnents made to them prior to August 1, 1986), or to the issuance of 
commitnent documents with respect thereto, the Cooperating Country will 
furnish to A.I.D., in form and substance satisfactory to A.I.D., evidence 
that the GOK has I udgeted funds in the 1986/87 Developme.t Eudget in 
amounts required to assure prompt and complete funding of all local costs 
of GOK supported elements of all project activities (as described in the 
amplified project description). 

6. Prior to distursemnnt subsequent to AugLust 1, 1986, for any National 
Council for Pop.jlation and Development (t\KPD) Administration; NCPD Policy,
Planning, and Evaluation; or NCPD I! formation and Conmunication activities 
under the project (except for disbursefents to third parties pursuant to 
commitme-nts miade to them prior to August 1, 1986), or to the issuance of 
commitmnt docume nts with respect thereto, the Cooperating Country will 
furnish to A.I.D., in form and substance satisfactory to A.I.D.: 

a. Evidence that the Cooperatingj Country, by Presidential Order or by
 
legislative action, has established the Secretariat of the National
 
Council for Population and Developmeint as a Permaient Commission which
 
shall be empowered to discharge the duties of the current Secretariat.
 

b. Evidence that a full-tim personi has been appointed to be Executive 
Director of the Commission and Secretariat of the NCPD. 

B. Covenants
 

The Cooperating Country will be required to covenant and agree as follows:
 

1. The Cooperating Country will, within the first year of the Project, 
expand and strengthen the authorities of the National Council for 
Population ard Development (NCPD) in such a manner that NCPD can direct 
overall GOK inter-ministerial planning and program development; plan and 
obtain the necessary resource allocations (personnel ard financial) 
monitor and evaluate the p:-ogress of the different elements of the 
national family planning program; and report directly to GOK top 
leadership.
 

2. In those districts undertaking organized community-based service
 
delivery, the Cooperating Country will form Population and Development (or 
Family Planning) Sub-Comittees of the District Development Committees, 
which will ;onsist of appropriate officials and community leaders, such 
sub-comnittees to annually prepare work plans and budgets for GOK funding 
of local costs for family planning activities. 
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3. The Cooperating Country will operate, maintain and repair project 
equipment in conformity with sound operational, financial and 
administrative practices and in such a manner as to ensure the continuing 
and successful achievement of the purposes of the project. Inventory and 
distribution records for all project financed contraceptives and other 
expendible supplies ;ill be maintained in accordance with generally 
accepted practices and procedures consistently applied. 

4. The Cooperating Country will throughout the project budget funds in 
anounts required to assure prompt and full funding for all GOK financed 
elements of the project. 

5. The Coofxrating Country agrees to gradually assume responsibility for 
payirent of the recurrent costs of salaries and personal enoluments of NCPD 
administration beginning in year three of the project. Unless otherwise 
agreed by A.I.D., the amount of costs assured will be equal to 20 percent 
of the costs in year three and will increase by 20 percent each year
 
thereafter until year seven of the project. 

C. Neqotiating Status
 

The Ministry of Hom2 Affairs (through the Director of the Secretariat of 
the National Council for Population and Developnnt), the Ministry of 
Health (through the Director of the Division of Family Health) , and those 
Kenyan NGOs and U.S. based Cooperating Agencies envisioned to have major 
roles in project implenntation have expressed agreement with the purposes 
of the project and its general design as described in the P.I.D. Dasign
 
features and impleientation plans for specific components ware generated 
in collaboration with Kenyan officials and drafts of technical analyses 
have been provideO both key GOK ministries. 



Annex A 

FROM SEMMATE WAW 
TO AMMMSY NAIROBI, PRIORITY 3546 

SUBJECT: Kenya Family Planning Services and Support Project (615-0232): ECPR Results 

REF: (A) STATE 120369 (B) STATE 074759 (C) STATE 074760 

1. The Family Planning Project was approved for PP Development at an ECPR )n April 18 (See Reftel A Decision
 
Cable.) The PID cleared both the issues review and ECPR Without difficulty. The Bureau compliments the Mission on
 
a well-written, concise PID and looks forward to review of the project paper. AID/W was encouraged to see another
 
Kenya Project with a significant Nbn-Covernment component. Although the PID faced no major issues during review,
 
several concerns were discussed. They are sunmarized below:
 

2. ECR Concerns and Oaidance: 

A. Buy-Ins: The Bureau endorses the PID's proposed use of Buy-In- on existing cooperative agreements, grants, and 
contracts. The only concern at the ECPR was that they have sufficiently high funding levels to cover the Buy-Ins 
this project will require. The PP should summarize all Buy-Ins contemplated and indicate that the funding in the 
agreement will be high enough in each case. Also, the PP should indicate that the terms of reference for the 
agreements are compatible with the scopes of work under the Buy-Ins. AID/W can assist with this task if 
necessary. here an assistance instrent (grant or cooperative agreement) instead of a contract is selected this 
should be justified. To the extent that competition for an assistance instrunment will be limited (where 
competition has not already been held under a Buy-In), the PP should provide the basis for AA/AFR approval under 
Handbook 13, C1 lB2E. Early consultation with the RLA concerning this point and the obligation mechanism is 
suggested. 

B. Obligating Mechanism: The standard concerns with piecemeal obligations were raised (i.e., the difficulty of 
meeting obligation schedules and the management concern with many obligating agreements). The Bureau wuld 
obviously prefer one primary obligation with the GOK each year but we recognize that the Mission must compare the 
advantages of single annual obligations with the overnient with the disadvantages of running Non-Cov,.rnrent 
activities through the GOK. The ECPR decided that the Mission is in the best position to make the final choices on 
how the obligations should be handled. The ECPR did request that the Mission explain the reasons for obligations 
which must be handled outside of single annual agreements with the GOK. 

C. AID policy on Family Planning Grants to N(DS: AID/W is developing guidance and draft clauses for Family 
Planning Grants and cooperative agreements with both U.S. and Foreign Non-{overnnental Organizations. (See Refs. B 
and C.) AID/W will keep the Mission advised on this policy and how it will affect project implementation (e.g., 
obligation choices). 

D. Project Management: The usual concern about the management of complex activities was raised. This project 
will be particularly difficult because multiple management units (Goverruent and Non-Governrent) will be involved 
in project implementation. The Mission has organized and staffed the Population and Health Office to provide 
strong marmgenr-nt on the project but the PP will have to provide more detailed information on the management units 
involved and how the Mission will handle the heavy workload. 

E. Donor Coordination: A number of Donors are providing significant funding for Ibalth and FP activities in 
Kenya. The role of various Donors and how their efforts will be coordinated should, be thoroughly described in the 
PP. 

A.1
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F. The National Council for Population and Development (NCPD) and the Division of Family Health (DFH): This 
project will be carried out primarily through two Kenyan agencies: The NCPD (overall policy Ouidance and 

Direction) and the DFH in the MCH (Technical Implementation of FP services and NCO oversight). An institutional 
analysis of each organization should be presented in the PP defining the roles of these agencies, the strengths and 
weaknesses they bring to the project, and how their weaknesses will be addressed during the project. 

G. Economic and Financial Analyses: Both the Economic and Financial Analyses will be important in the PP. In 
particular, the Economic Analysis should present the alternatives considered and the economic rationale for 
selecting specific approaches in the project's components. The Financial Analysis must also be thorough because it 
will address, in hard financial terms, the Government's commritment to the project. This is the most important 
concern about the long-term viability of the project. The recurrent cost issue, CDK Financial Cnnitment, and 
Budget forecasts must receive serious and detailed attention in the PP. 

H. Obligation Plan: The PID facsheet, Block 19, shows obligations in FY 85, 86, 87. With Dols. 2 million planned 
for this year and Dols. 7.8 million for 86, Dols 26.2 million would be required in 87. Since this is unrealistic, 
the obligation plan should be spread over wore years. 

I. The IEE's recommendation for categorical exclusion has been approved. 

3. Please advise when the PP is nearing completion so we can prepare for an expeditious review and minimize the 
time required for Mission representatives in Washington. DAM 

A.2 

Doc. 3566G 



PROJECT DESIGN SINHVU Amnex B 
UCIGAL FRAMSJRK Page B.I 

Project Title and limber: Family Planning Services and Support (615-0232) 	 Life of Project: From FY85 to FY92 
Total US Funding: $434 	 Date prepared: June 14, 1985 

NARRATIVE SUL1kM 	 OBJECIVELY VERIFIABE INDICATIONS 1EANS OF VERIFICATION itORNT ASSUMtIONS 

Goal: To lower population 	 Measures of Goal Achievement: Population Coal: 1989 Census, 1988 and Coal Assumptions: There is a 
growth rates to levels growth rate goal of 3.5%in 1988 and a 1991 National Fertility and growing current demand for FP 
more consistent with goal of 3.2% in 1992. Crude Contraceptive Prevalence services and by increasing 
Kenya's ability to provide Birth Rate goals of 46 and 40/1000 Surveys, Analysis of 1984 accessibility of FP services, 
improved standard of living respectively Contraceptive Prevalence clients will avail themselves 
by enhancing the freedom and Survey, MCH computerized of the services 
opportunity of individuals and Statistics on Health and 
couples to choose the number F? Services, and Contraceptive 
and spacing of their children Inventory and Info. System 

irpose: Tb increase user rates End of Project Status: By 1992 32%of all As above 	 Purpose Assumptions: MCI and NGOs 
of quality fertility regulation eligible couples will practice an effective are willing to expand their 
methods method of family planning (up from LU service delivery systems and 

in 1984) 	 NCRD will relax its age and 
parity guidelines, and further. 
gradual improvement will be made 

in social economic status, 
particularly regarding women's 

rights 

Outputs :(Service Delivery) 
Clinical Trainin and Support Services 
Increased access to quality -MCH and NGD functioning facilities MCH and NO records, MCH and NO make suitable 
clinical services staffed with fully trained personnel in staffing and salary personnel available for 

all Districts and Divisions of Kenya, records, inventory training; MCH and NGCs 
with paramedical screening and records, MCIH and NOD will establish additional 
referrals at 1424 MCH Service Delivery reports facilities and positions 
Points (of which 700 are new), providing 
over 5 Million Couple Years of Protection 

Voluntary Surgical Contraception 

Increased access to quality VSC 250,000 procedures providing over 2 Million MCH and NOD training -Continued high quality VSC 
and counselling to provide Couple Years of Protection records, CA reports -An increasing number of Kenyan 
fully informed consent -170 sites offer VSC 	 couples beccme interested in VSC 



Cbminity Based Services 
House to house or camunity depot 
distribution of non-clinical 
contraception 

Subsidized bmmercial Marketing 
of Contraceptives

Utilization of commercial outlets to 
increase availability at subsidized prices 

Ovulat ion Awarenes s(NFP)

Increased understanding and use of CA 

tc prcmote periodic abstinance for those 
persons for whon other methods of FP 
are not acceptable 

Outputs :(Support) 
NCFD Administration 

Improved capacity of NCPD to handle 
increased progran monitoring, 

supervision, managent, and policy 
fomulation 

15% of couples of reproductive 
age reached for 1,520,000 
Couple Years of Protection 

6,000 retail and pharmaceutical 
outlets selline three kinds of 
contraceptives at subsidized prices 

KCS and FLCAK to train 3,600 teachers 
and 7,200 volunteers; total 10,860 
estimated, cumulative users; Couple Years 
of Protection are not knawn 

-Job descriptions, developed and staff hired 
-Staff Training Plan ccmpleted 

-Secretariat u:pgraded to Permanent Connission 
-Canmrcial Bank account established 
-Significant yearly increases in GOK 
budget allocations to WIPD
 

MCII and NCD reports 

Reports from the Kenyan 
marketing organization, and 
CA reports; analysis of 
contraceptive prevaleace 

surveys 


CA reports 


-hEID reports 
-GDK budget 

-Comission established 


FPSS evaluations 
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-Support of local leaders
 
-MO.guidelines on OCs are
 

relaxed
 

-A new independent marketing 
organization will be established 
which will pay salary levels
 
coruensurate with the private
 
sector
 

-The ethical contraceptive pro­
ducts will be registered by COK,
 
advertising will be allowed and 
OCs will be allowed to be distri­
buted beyond the pharmacies to
 
other retail outlets
 

-NFP project organization will 
adhere to AID Population blicy 
regarding referral of clients and 
informed choice aming ernthcds. 

-FPSS support is contingent on 
these organizations eschewing 
unscientific criticism of other 
FPSS project components
 

-Permanent Conmission personmel 
will not be subject to Civil
 
Regulations Service
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NCPD Policy Planning and Evaluation 

Improved capacity for policy, program and NCPD staff unit for policy, planning, and NCPD, CBS and consultant -Close cooperation and avail­
budget planning and evaluation activities; evaluation (at least 4 people), two reports; FPSS evaluations ablility of data from CBS, 
progress reporting to top leadership major program evaluations the first and close cooperation of MOFP 

project year; and two national demographic and Office of the President. 
and health surveys completed by 1992 -Development Conrmittees 

establish Sub-oxrrnittees on 
Population and Development and/ 
or Health and Family Planning 

NCPD Information and Comunication 
Increase public awareness of F? thru mass -80 episodes of TV social drama NCPD reports, Surveys, and GOK policy enviroment will 
media and interpersonal 
commmnications programs 

(NOD) -160 episodes of radio social drama 
-8 films produced 

Broadcasts continue to strongly encourage 
information and derand creation 

-print material produced activities 
-strategy for national IE&C 
plan developed through workshops 

-NGOs increase outreach 
-Print material produced, and promotional 
activities take place in the 
private sector 

MCH Information, Planning, and Reporting 
Strengthened health and FP, managent, -1realth Planning Management and Evaluation Training records 
budgeting evaluation & infomation curricula developed in 4 1iaalth 
capacity of the MCR at the National, Training institutions. 
Provincial, and District Levels -District Health Plans incorporated into Annual MCI work plans 

National Plan with budget 
allocations 
-Information System working at District Qaartery MCO reports 
Provincial & National levels in Health 
statistics, personnel, managenent 
-District Community Based Health Care 41 Coamittees fonred District Health Care CcOmittees 
Coordinating Comnittees established include F? as major items for 

-8-12 Operations Research/Health Projects Research completed budgeting 



Inputs :(Service Delivery) 
Clinical Training and Support Services 
-In-service training of MCH 

and NCO medical clinical and 
paramedical personnel 

-Revising Nurse Training curriculumn to 
include FP 

-Supplying Clinical Equipment 

Voluntary Surgical Contraception 
Training of physicians and 
surgical nurses in VSC, infertility 
and sexually transmitted disease 

Supplying surgical and other equipment 
and supplies to MIC and NGDs 

Ccmmunity Based Services
 
Supplying Contraceptives 

for MO and NGOs 


Subsidized Conmrcial Marketing 
-Contraceptives 
-Operating Support to SCM organization 

Ovulation Awarenes(NDFP)
 
Grant support for KCS, FLCAK and IFFLP 


-4800 MCH and NOD personnel of various 
types trained 

-5 Pre-Service curriculums developed, and 

-78 clinics equipped 

-412 Physicians, 140 theatre assistants, 
-869 cam-unity workers, and 670 nurse/ 
midwives, trained 

-VS9C equipment provided to 120 sites 

-15,000 CBS workers recruited and trained, 
and 2,000 supervisors hired and trained 
-14,924,000 OC's, 38,000,000 condoms 

19,000,000 Vaginal Suppositories
 
on site
 

-5,397,000 OC's 11,118,000 cond'ms, and 
7,415 Vaginal suppositories on site 

-Finance overhead for 1989-1992 
costs of SCM organization 

-subcontracts with IFFLP executed 

by KCS and FLCAK 


-Training records 

-Revised curriculumns 
published and adopted 

-Site visits 

-Training records, CA reports 

-Bills of lading,
 
receipt inspections,
 

-CA reports
 

Bills of lading, 

receipt inspections, 

USAID/PH field visits 


-As above 
-<CS, FIJAK, and CA reports 
-Organization report-s and 
evaluation, USAID records 

-Training records 

ESAMI/CEC reports 

-Receipts, vouchers,
 
accurate inventories
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-(COK will provide full recurrent 
cost support for salaries and 
operating expanses 

-Other donors will support 
further expansion of 
infrastructure 

-COK will relax restrictions on 
on client access to clinical 
methods
 

--XMK will continue to strongly 
support a policy of access to VSC 
and will continue t.o relax 
restrictive guidelines on client 
characteristics
 

-- K will expand facilities 

characteristics
 

-WOK will expand facilities 

-OOK will relax restrictions
 
on providers of oral
 
contraception
 

OA is a feasible method in the 
Kenyan context 



Inputs :(Support) 
NCD Administration 
Staff salaries, and staff training costs 

NCR) Policy Planning and Evaluation 
Technical assistance in population policy, 
planning and evaluation 

NCPD Information and Commmication 
-TA, and funds for NOD Cbmunication 
initiatives 

-TA for planning, evaluation, and mass 
media production 


MCH Information, Planning and Reporting 
-TA to MCH in planning management, 
curriculum development and information 
systems 

-long-Short term training provided in 
MS level in planning, public health, 

health infomantion management, and BS
 
level in conputer science
 

-In country, in service training 
-Coamodity support to the Ibalth 

Information System & District Health 
Managemnent teams 

--Grant funds for operations research and 
comunity development 

ibc.3546 

9 person years of long term training (U.S.) NCPP reports, USAID records 
39 person months of short term training (U.S.) 

I 

TA for planning and assisting in implmfrr- NCRD records and reports, 
tation of District level awareness USAI) records 
conferences and technical planning 
services 
-Support to District Sub. Comittees on 

Population and Development 

-FP Private Sector Project supplies funds JSI Contract Amended 
for IE&C activities to private sector sites 
-Contracts with 2 or more Kenya-based Signed contracts 
agencies to undertake public relations and
 
media campaigns 
-TA, funds for NOD commnications Signed grants 
initiatives 

360 person months long-term MCH and USAID records, 
64 person months short-term Contractor reports, 

Evaluations 
8 Masters level 
6 Bachelors level 

1,025 people trained in 400 workshops 

National, 8 Provincial, and 41 Districts 
level system working 

4-6 Operations research grants 
4-6 Cammity Development pilot 
activities 
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-- OK will provide salary (and 
overhead) support at increasing 
rate, reaching 1007 by 1992 

Continued high level GOK support 
for NCP) 

GOK will meet its substantial 
funding and field i:plemntation 
responsibilities in this 
ccmporent 



ANNEX C 


A. GENERAL CRrLERIA FORpRJECT 

1.FY 1985 Continuing Resolution Sec. 525; FAA
 
Sec. 634A; Sec.653(b).
 

(a) Describe how authorizing and appropriations 

comittees of Senate and House have been 
or will be notified concerning the project; (b) is 
assistance within (Operational Year Budget) country 
or international organization alloc'tion reported to 
Congress (or not more than $1 million over that anunt)? 

2. FAA Sec. 611(a)(1). Prior to obligation inexcess of
 
100,000, will there be (a) engineering, financial 

or other plans necessary to carry out the assistance and 
(b) a reasonably finn estiate of the cost Lo the U.S. of 
the assistance? 

3. 	 FAA Sec. 611(a)(2). If further legislative action is 
required within recipient country, uhat is basis for reasonable 
expectation that such actionill be completed in tine to 
permit orderly accniplisluumt of purpose of the assistance? 

4. FAA Sec. 611(b); FY 1985 Continuing Resolution Sec. 501. 
If for water or vater-related aindresource construction,
 
has project rnt the standards and criteria as set
 
forth in the Principles and Standards for Planning Water
 
and Related Land Resources, dated October 25, 1973,
 
or the Water Resources Planning Act (42 U.S.C. 1962, et seq.)?
 
(See AID Handbouk 3 for new guidelines.) 

5. FAA Sec. 611(e). If project is capital assistance (e.g., 

construction), ai- all U.S. assistance for it will exceed 

$1 million, has Mission Director certified and Regional
 
Assistant Administrator taken into consideration the country's
 
capability effectively to mintain and utilize the project?
 

6. FAA S-c. 209. Is project susceptible to executions part of 

regional or nultilateral project? If so, why is project 

not so executed? Infomatioin and conclusion wether
 
assistance will eicourage regional developa nt programs.
 

7. 	 FAA Sec. 601(a). Infonatioa and conclusions wether project 
will encourage efforts of the country to: (a) increase 
the flow of international trade; (b) foster private 
initiative and cuinpetition; and (c) encourage develorKmrnt and 
use of cooperatives, and credit unions, and savings and loan 
associations; (d) discourage noapolistic practices; (e) inprove 
technical efficiency of industry, agriculture and cotmerce; and 
(f) strengthcn free labor unions., 
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Project 615-0232
 

(a)This project was
 
included in the FY 86
 
Congressional Presenta­
tion, page 216, and a
 
Congressional Notifica­
tion will be forwarded in
 
June 1985. (b)Yes
 

(a) 	Yes 

(b) 	 Yes 

No further legislation 
is required. 

N/A 

This is not capital
 
assistance project.
 

No. It is a country 
specific activity.
 

This project will 
encourage and support 
Kenya's private sector 
by assisting in the 
formation and funding 
for a private ccxnpany 
to handle subsidized 
social marketing of 

contraceptives thru
 
existing private 
conrnercial retailers. 

/(
 



8. 	FAA Sec.-60(b). Information and conclusions on how project 
will encourage U.S. private trade and investment abroad and 
encourage private U.S. participation in foreign assistance 
programs (irrluding use of private trade channels and the 
services of U.S. private enterprise), 

9. 	FAA Sec. 612(b), 636(h); FY 1985 Continuing Rsolution 
Sec. 507. Describe steps taken to assure that, to the maximum 
extent possible, the country is contributing local currencies 
to meet the cost of contractual and other services, and 
foreign currencies owned by the U.S. are utilized in lieu 
of dollars. 

10. 	 FAA Sec. 612(d). Ibes the U.S. own excess foreign currency of 
the country and, if so, what arrangranents have been made for 
its release? 

1L 	FAA Sec. 601(e). Will the project utilize competitive 
selection procdures for the awarding of contracts, except 
where applicable procurement rules allow otherwise? 

12. 	 FY 1935 (bntintuiag Pesolution Sec. 522. If assistance is for 
the production of any ccxr dity for export, is the ca(rndity 
likely to be in surplus on world markets at the time the 
resulting productive capncity becc ies operative, and is such 
assistance likely to cause substantial injury to U.S. 
producers of the same, similar or canpctinr caenodity? 

13. 	 FAA 118(c) and (d). Does the project comply with the 
environmental procedures set forth in AID Rc ulation 16? Does 
the project or pro~am take into consideration the pioblen 
of the destruction of tropical forests? 

Approximately 2C% of 
project funds will be 
used to purchase 
contraceptives and 
other supplies from 
private U.S. manufac­
turers and to introdu­
duce these coirwdi ties 
into Kenya. A further 
7%of project funds 
will finance U.S. 
technical assistame, 
primarily from private 
non-profit 
organizations. 

The (DK will provide 
approximately 33% of 
the total local 
currency project 
costs, with Kenyan NGCOs 
contributirg a 
further 4%. 

No, 	 the U.S. does 
not 	own excess 
Kenyan currency. 

Yes 

This project is not 
for the production 
of any -pecific 
camodity for export. 

Yes. The PID re­
quested a cata­
goiical exclusion 
from further review, 
and 	85 STATE 136411 
notified mission of 
approval of 
catagorical exclusion. 
By reducing polxLlation 
growth this project 
will ease the pxoblem 
of tropical forest 
destruction. 
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14. 	 FAA 121(d). If a Sahel project, has a determinationbeen made that 
the host governinnt has an adequate systen for accounting forand 
controlling receipt and expenditure of project funds (dollars or local 

currency generated therefrom)? 

15. 	 FY 1985 Continuing Resolution.Sec. 536. Is disbursemLnt of the 

assistance conditioned solely on the basis of the policies of any
 
uultilateral institution?
 

B. FUNDING CRITERIA FOR PROJECT 

1. Development Assistance Project Criteria
 

a. FAA Sec. 102(b), 111,113, 281(1). Extent to which activity will (a) 
effectively involve the poor in developmunt, by extending access to 
economy at local level, increasing labor-intensive production and the 
use of appropriate technology, spreading investnent out from cities 
to small towns and rural areas, and insuring wide participatin of the 
poor in the benefits of developin nt on a sustained basis, using the 
appropriate U.S. institutions; (b) help develop cooperatives, 
especially by technical assistance, to assist rural and urban poor 
to help themselves toward beter life, and otherwise encourage 
deanxcratic private and local governmintal. institutions; (c) support 
the 	self-help efforts of developing countries; (d) pronote the 
participatin of wcxLn in the national econnies of developing countries 
and the inprovenent of "mm 's status; and (e) utilize and encourage 
regional cooperation by developing countries? 

b. FAA Sec. 103, 103A,104, 105,106. Does the project fit the 
criteria for the type of funds (functional account) being used? 

c. FAA Sec. 107. Is onplasis on use of appropriate technology 
(relatively smaller, cost-saving, labor-using technologies that 
are generally most appropriate for the sm-ll farms, small 
businesses, and smull incoz: of the poor)? 
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N/A
 

No 

(a) The project will 
ensure access to family 
plaining services by 
the poor increasing 
service delivery points 
and by providing these 
services at no cost to
 
those who cannot afford 
to pay, and at a sub­
sidized cost to those 
who 	cannot afford to 
fully pay; (b) the 
project will not assist 
cooperatives, but will 

assist Laendeleo ya 
Wanawake, a grassroots 

iwxmis participatory 

organization, in training 
and to provide family 
planning services; (c)it 
will not support self­
help activities; (d) it 
will praote the partici­
pation of wofnm in rhe 
econoy by allowing them 
to decide how many, and 
when, children will be 
borne; and (e) it will 
not encourage regional 
cooperation. 

Yes
 

N/A 



d. FAA Sec. 110(a). Will the recipient country provide at least 25% of 

the costs of the program, project, or activity with respect to which the 


assistance is to be furnished (or is the latter cost-sharing requirement 


being waived for a "relatively least developed" country)? 

e. FAA Sec. 110(b). Will grant capital assistance be disbursed for 

project over nure than 3 years? If so, has justification satisfactory 

to Congress been made, and efforts for other financing, or is the 

recipient country "relatively least developed"? (4.O. 1232.1 defined 

a capital project as "the construction, expansion equipping or 

alteration of a physical facility or facilities financed by AID dollar 

assistance of not less than $100,000, including related advisory, 
managerial and training services, and not undertaken as part of a 

project of a predominantly technical assistance character.) 

f. FAA Sec. 122(b). Does the activity give reasonable promise of 


contributing to the develoAiunt of econoiic resources, or to the increase 


of productive capacities and self-sustaining economtic growth? 


g. FAA Sec. 281(b). Describe extent to which program recognizes 

tIe particular needs, desires, and capacities of the people of 


the corntry; utilizes the country's intellectual resources to 


encourage institutional developmint; and supports civil 


education and training in skills required for effective 


participation in governrrent processes essential to self-goven-nnt. 


SEANDI) IhM CECKLIST
 

A. Procurement
 

1. FAA Sec. 602. Are there arrangen-nts to penit U.S. small business to 


participate equitably in the furnishing of comljdities and services 


finmaced? 


2. FAA Sec. 6(4(a). Will all procurement be fron the U.S. except as 

otherwise determLined by the President or under delegation from
 

him?
 

3. FAA Sec. 604(d). If the cooperating country discriminates against 

marine insurance companies authorized to do business in the U.S.,
 

will comwdities be insured in the United States against marine
 
risk with such a co.a).y?
 

4. FAA Sec. 60'(e); ISDCA of 1930 Sec. 705(a). If offshore procurenant of 

agricultural codmnWJity or product is to be financed, is there provision 

P. c-4 

Yes. The estimated
 
Kenyan governmnnt
 

contribution is
 

above 25%.
 

No, this is not a
 

capital assistance
 
project.
 

Yes, the project focuses
 

on reducing the birthrate
 
which is Kenya's major
 

constraint to economic
 
develoimint.
 

This project will fulfill
 
a largely urmet need and
 
desire for family
 

planning services;
 
encourage the institu­

tional developaxrnt of
 
NCPD and various NGOs;
 
and support trainijig in
 

mana3gent as it relates
 
to family planning
 
activities.
 

Competitive selection
 
procedures will be used
 
as warranted.
 

Yes
 

Yes.
 

N/A
 



against such procurenent when the domestic price of such cornodity is 
less than parity? (Exception here cornodity financed could not 
reasonably be procured in U.S.) 

5. FAA Sec. 6((g). Will construction or engineering services be 
procured from finis of countries otherwise eligible under Code 941, 
but which have attained a conjctitive capability in international markets 
in one of these areas? Do these countries permit United States firms to 
compete for construction or engineering services financed from assistance 
programs of these coutries? 

6. 	 FAA Sec. 603. Is the shipping excluded from compliance with requirenent 
in section 901(b) of the M:rchnt Marine Act of 1936, as m~anded, that at 
least 50 per centurn of the gross tonnage of ccxnodities (computed separately 
for dry bulk carriers, dry cargo liners, and tankers) financed shall be 
tramsported on privately u.ned U.S. flag coinrercial vessels to the extent 
that such vessels are available at fair and reasonable rates? 

7. 	 FiMi Sec. 621. If tecluiical assistice is financed, ,ill such assistance 
be furnished by private enterprise on a contract basis to the fullest 
extent practica])le? If the facilities of other Federal agencies will be 
utilized, are they particularly suitable, not ccXnptitive with private 
enterprise, and i-ade available without undue interference with damstic 
prograns. 

8. 	 Intenational Air Transport. Fair Comp)etitive Practices 

Act, 1974. If air transporttion of persons or property is financed
 
on grant basis, will U. S. carriers be usel to the extent such service
 
is available?
 

9. 	 FY 1985 Continuing l-esolution Sec. 504. If the U.S. GovenaLent is a 

party to a contract for procuronnt, will the contract contain a 

provision authorizing termination of such contract for the convenience 

of the Uited States?
 

B. 	Construction 

1. FAA Sec. 601(d). If capital (e.g., construction) project, will U.S. 

engineering and professional services to be used?
 

2. 	 FAA Sec. 611(c). If contracts for construction are to be financed, 

will they be let on a cometitive basis to un:.vxii extent practicable?
 

3. FAA Sc. 620(k). If for construction of productive enterprise, will 

aggregate value of assistance to be furnished by the U.S. not exceed
 
$1JJ million (except for productive enterprises in Egypt that were
 

described in the C)?
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No construction or
 
engineering services
 
will be financed.
 

No 

Technical assistance 
will be furnished 
by private enterprises 
on a contract basis to 
the fullest extent 
practicable; most will be 
funished on a contract 
basis by U.S. private
 

non-profit enterprises.
 
Facilities of other
 
ftcderal agencies will 
not be used to 
procure technical
 
assistance.
 

Yes 

Yes, such provision
 
will be included in 
all such contracts. 

N/A 

N/A 

N/A 



C. Other Restrictions 

1. 	 FAA Sec. 122(b). If development loan, is interest rate at least 2% per annum during grace N/A 
period and at least 3% per annum thereafter? 

2. 	 FtA Sec. 301(d). If fund is established solely by U.S. contributions and administered by N/A 
an international Jrganization, does Comptroller General have audit rights? 

3. 	 FAA Sec. 620(h). Do arrangnments exist to insure thant United States foreign aid is not used Yes
 
in a ramner %,,iich,contrary to the best interests of the United States, pronotes or assists
 
the foreign aid projects or activities of the comunmiist-bloc countries?
 

4. 	Will arrangements preclude use of financing: 

a. FAA Soc. IOQ(f); FY 1985 Continuing Resolution Sec. 527: (1) To pay for performance of (I) Yes 
abortions as a nethor] of family planning or to notivate or coerce persons to practive 
abortions; (2) to pay for perfonritnce of inv'iluntary sterilization as method of family (2) Yes 
planning, or to coerce or provide financ-ial incentive to any person to undergo sterilization; 
(3) to pay for any biomedical research which relates, in whole or part, to m-thods or the (3) Yes 
per'ormance of abortions or involuntary sterilizations as a means of fcnily planning; (4) (4) Yes 
to lobby for abortion? 

b. 	 FAA Sec. 620(g). To ccapensate ow.ers for expropriated nationalized property? Yes 

c. FAA .)cc. 660. To provide training or advice or provide any financial support for Yes 
police, prisons, or other lay enforcement forces, except for narcotics prograirs? 

d. FA Sec. 662. For CIA activities? 	 Yes
 

e. FAA Sec. 636(i). For pirchase, sale, long-term lease, exchange or guaranty of the sale Yes 
of ntor vehicles mnbiufactured outside U.S., unless a waiver is obtained? 

f. FY 1985 COontinuing Resolution, Sec. 503. To pay pensions, annuities, retirement pay, or Yes 
adjusted service conpensation for military personnel? 

g. 	 FY 1985 Continuing Rosolution, Sec. 505. To pay U.N. assessments, arrearages fo- dues? Yes 

h. FY 1985 Continuing Resolution, Sec. 506. To carry out provisions of FAA section 209(d) Yes 
(Transfer of PA funds to nitilateral organizations for lending)? 

i. FY 1985 Gontiniin ResoLution, Sec. 51.0. To financ-e the export of nuclear equipnat, Yes 
fuiel, or technology or to train foreii nvatio;als in nuclear fields? 

j. 	 FY 1985 Continuing Resolution, Soc. 511. Will assistance be provided for the purpose No 
of aiding the efforts of the govenient of such country to repress the legitiiNite rights
 
of the population of such country contrary to the Universal eclaration of Unman Rigits?
 

k. FL 1985 Continuing Resolution, Sac. 516. To be used for publicity or propaganda Yes 
purposes within U.S. not authorized by Congress? 
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ANNEX E. 1.: CONTRACEPTION USE LEVELS, COMMODITIES AND COSTS 
TO MEET GOK GOALS 

PURPOSE AND SUb1.,ARY DESCRIPTION: The GOK is currently considering adoption of 
explicit population growth race goals for the year 2000. Discussion has 
centered on a range of rates between 2.0% and 2.8%. The USAID Family Planning 
Strategy Paper (19R) examfned available data in order to translate these 
growth rate goals into implied Crude Birth Rates (CBR). These, in turn, were 
converted into estimated levels of use of contraception and abstinence that 
would likely be required. The results show that in Kenya in 2(000 somewhere 
between 40% and 55%of all fertile aged couples will have to be using one or 
another of the six major, currently available fertility regulation techniques, 
or practicing abstinence. This analysis provides estimates of the levels of 
contraception use and probable costs required to achieve GOK goals. The 
analysis provides an illustration of long term contributions of different 
delivery systems. It sumrarizes what little is now understood about the 
likely sources by donor. 

As described in the Social and Behavioral Analysis, preliminary results of the 
1.984 Naitional Contraceptive Prevalence (CP) Survey suggest that about 13% of 
all married couples of reproductive age are now practicing some method (8% 
modern and 5% traditional or new periodic abstinence techniques). This 
represents a significant increase in use of fertility regulation methods in 
six and one halt years. All methods appear to have increased. 

A. 	 ILLU.S RhATIVE OIIJECf'IVES FOR A SUCCESSFUL PRCRIN.1: 
40% TO 55%t IN 111E YLAR 2000 

Over the next sixteen years, the current estirated total fertility rate of 
almost 8.0 children per woman could decline to fewer than 4.0 children per 
woman by the year 2000. Declines greater than this alreauy have been 
delmKstrated in other countries with socio-economic settings in some ways 
comparable (thouqh usually in cultures that have higher rates of fetal loss). 
At current levels of use effectiveness of methods and at current marriage and 
pregnancy ages, this would require that slightly fewer than three of every 
five couples be practicing fertility regulation. This level of contraception 
prevalence probably would be consistent with a CBR of 35, a CDR of 7, and an 
overall annual growth rate of about 2.8%; the latter being the goal for the 
year 2000 sometimes mentioned in Govern.'ont planning documents. 

The key strategy questions now facing Government and Kenya's international 
donors concern: (1) ho", rapicly dccliinc can and should occur and, (2) how; to 
make the most efficient investments in contraception methods, and in the 
numerous infrastructures availanole for promoting and delivering services. 

Fertile-aged females in Kenya number almost 3 million in 1985. ihis figure 
will rise to almost 4 million in 1992 anu to over 5 million in the year 2000. 
Nearly all of these additional women have already been born or conceived. 
Most of thlemi in fact are currently or will soon be enrolled in school, which 
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further suggests why family planning educational strategies for youth are so important. In 1984 about 13% 
of couples (350,000) are using some method of fertility regulation. If average completed childbearing were 
at or below 4 in 2000, about 40% of couples (2.1 million) at that time would be using some modern method of 
contraception (or abstaining from coitus) during most of the potentially reproductive phase of their lives.
 

TABLE E.1. ILLUSTPRTIVE COUPLE YEAR PROTECTION AND COSTS
 
BY I,1THODS OF O0NTRACEPTION AND TYPES OF DELIVERY SYSTEM
 

Delivery System O.C. Condoms VSs IUCDs Inj. VSC O.A. CYP Tbtal Cost Total Cost/CYP/ 
System 

Clinical Services 
(cost $000) 

680 
$1398 

116 
$720 

119 
$1344 

1562 
$855 

371 
$1943 

2757 
$7000 

- 5604 
$13,261 $2.37 

Community Services 
(Cost $000) 

1066 
$2394 

303 
$2056 

151 
$1863 

- - - ?? 
$830 

1530 
$7,192 $4.70 

Subs. Com. Sales 
(Cost $000) 

415 
$840 

89 
$586 

59 
$711 

? - - - 563 
$2,137 $3.80 

Sub-totals 
(Cost $000) 

2161 
$4632 

508 
$3362 

329 
$3918 

1562 
$855 

371 
$1943 

2757 
$7000 

?? 
$830 

7698 
$22,590 

Cost/CYP/Method($) $2.14 $6.62 $11.90 $0.55 $5.24 $2.54 ?? 

Cost/CYP (Kshs.) 
($1 = Kshs.16) 

34.30 105.93 190.36 8.76 83.78 40.62 ?? 

Inflation (5% compounded annually) included in costs 
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---------------------------------------------------------------------------

Table 2: 	Illustrative Estimates of Couples Protected by Effective
 
Traditional and Modern Methods
 

Percentages Nuebers (000)
 
Methods 1978 1984 1992 2000*1 2000*1 1984 1992 2000** 2000*1
 

No. fertile females 3400 5000 6500 6500
 
at risk (000)
 

No method 93.3 88 69.0 60 45 2992 2964 3900 2925
 

Breastfeeding* (35) (30) (25.7) (25) (20) (1020) (1139) (1625) (1300)
 

Abstinence 2.4 4.7 5.1 5.5 7.5 159.8 255 357.5 487.5
 
Withdrawal - 0.3 0.4 0.5 0.5 10.2 20 32.5 32.5
 

Condoms - 0.3 2.6 2 5 10.2 130 130 325 

Vaginal Supp. 2.7 0.5 1.5 1 2 17 75 65 130 
oral contraceptive - 9 12 15 136 450 780 975 

IUCDs - 2" 6.3 6 7 68 315 390 455 

Injectables 1.6 0.5 1.6 3 4 17 80 195 260 
Vol. surgical cent 1.2 5 10 14 40.8 250 650 910 

Prevalence of use 6.7 13.5 31.5 40 55 459 1575 2600 3575
 
(1) 	 (2) (1) (2)
 

iDeclines inbreastfeeding percentages reflecd declines infertility.
 
This model assumes no decline inthe percentage of cothers ;hn breastfeed.
 
1f breastfeEding rates decline then contraceptive ute rust be correspondingly greater
 
inorder to edlthe goal.
 

HScenario I applies G0 probable goal of 2.87. grouht rate and implicit
 
CBR=35 in2000, requiring aprevalenLe of use of 40 of carried couples. Scenario 2
 
isbased on bore optimistic projections Of potential achievements by cethods as
 
described inSection F,folloAing.
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The challenge in this scenario, then, is to achieve a 7.5 fold increase in 
absolute numbers of users over the next 15 years. This means an increase in 
the rate of use of effective traditional and modern methods by an average of 
about 13% per year in simple compound terms. TO put this into perspective, 
consider that the estimated number of users appears to have increased two-fold 
during the six and one half years between the 1978 and 1984 national surveys
 
-- an average annual increase in number of users of about 13% per year. 

F. PAST, CURWNT AND lLLUS'1RATIV- PIREI)ICTED LEVERS BY METiOD 

The ease (or difficulty) with which the illustrative national objective 

could be reached may be examined by looking at the scale of otential changes 
for each major method of fertility regulation already available and used in 
Kenya. Wien looked at by individual methods of fertility regulation, and 
considering tin variety of existing infrastructures for delivering services, 
the overail task appears attainable. able 2 provides figures on past, 
current and illustrative projected use levels of contraception in Kenya on a 
national level. USAID has utilized two sets of illustrative projections to 
the year 2000. The first (1) directly retlects the implicit objectives of the 
GOR's expected goal of 2.8% growth rate in 2000 (CBR=35). The second (2) 
reflects more optimistic scenario which we think could be achieved if all 
impediments and constraints (see Part I, Section E) were lifted. Planning to 
achieve the method specific levels that would cumulatively reach 55% in 2000 
will certainly enhance the likelihood of reaching the lower figure of 40%. 

Projections are based on the assumption that the backlog of existing demand 
and the rapid achievement of accessible quality services makes a prevalence 
rate of 32% in 1992 easily attainable. Achieving additional increments beyond 
that level may be more slow unless there are parallel impro'eT:nts in 
socio-economic levels, whether the national target is 40% or 55% in 2000. 
Experience in other countries demonstrate that programs with several methods 
of contraception and reasonably accessible delivery systems can reach 30% 
rather quickly. Therefore, FPSS assumps identical scenarios through the 1992 
PACD. 

SURGICAL CONTRACEPTION 

Ihe growing popularity of voluntary surgical contraception (VSC) is evidenced 

by increased demand at provincial hospitals and by the great interest shown 
recently by public and private sector surgeons and clinics. Tlhe 1984 CP 
Survey supports this observation; CPS figures suggest that the number of 
Kenyan women electing tubal ligation (Tb) rose from negligible in 1978 to 
probably more than 40,000 in 1.984. 

lhe picture in 2000 could easily show that sterilization accounts for 15% of 

fertile-aged, sexually active couples. Experience in all countries where good 
male and female sterilization services have been readily available for some 
timre shoows a typical 20% or more of couples selecting this inexpensive and 
most effective method. It is a powerful prevuntive health service for older 
women with high parity and those for whom further pregnancies represent a 
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serious threat to their health. It is most notable that not only political

leadership, but family planning professionals greatly underestimated the
 
rapid expansion of sterilization in Latin America all during the 197Us. rihere
 
were no public promotions and yet the level for the region has shown steady
 
increases. it likely will be similar in Kenya, especially since the GOK
 
leadership has strongly supported the expansion of VSC services. AID
 
supported the development off modern surgical contraception methods and their 
introduction into Kenya during the past five years. Key issues concern 
safety, good pre- and post-procedure counselling for clienLts, and adequate 
funding systems to copensate institutions and surgeons so that the poor may 
share in the access to VSC. 

I&JECTAB[,FS 

Kenya like most countries in the world has authorized the availability of
 
injectables to their publics for family planning. The injectable
 
contraceptives have a unique appeal for women in the middle-to-late
 
reproductive years. Perhaps as many as 4% would choose it if easily

available. Clinical service providers frequently prefer to offer the
 
injectable to women who are considering or waiting for tulm, ligation. 

USAID does not provide injectables. he only donor doing so is Danish 
DANIDA. DANIDA supplied sixty thousand (60,000) vials of 3 :onth formulations 
in 1984 -- enouqh for about 15,000 person-years of protection, or about 0.5% 
of couples, a figure icenticaJ to the estimate of 0.5% prevalence from the 
1984 CP Survey. GON has rcqu.steo 70,000 vials for 1985, 45,000 of which are 
already on order. (NUPE: F]NIDA [Finland] ray be willing to provide a.]
required NO]RPLAi.T imiplants if trials now being designo u prove this method to 
be acceptable as firmly expectedi by senior MOH officials.) DANIJDA has 
informally agreed to providce as much oi: the injectable contraceptives as are 
needed for the incefinite future. Both DIPA and UET formulations are 
purchased, in roughly equal quantities. See Table 8 for further details oi
 
projections to 1992.
 

IITR}A-UTERINJIL, CONTACLITIVE DEVICE 

The intra-uterine contraceptive devices could easily be found acceptable to as
 
many as 7%or more of woliln, if their safety and accessibility were irproved.
Under these conditions the IUCo always appeals to a significant proportion of 
women in the middle of their reproductive history. Informal canvassing of 
clinic service providers of FP suggest that the new Copper "T" is becoming
popular lut severely constrained by sup)ly problems. USAID can meet all IUCD 
requireents in IE.nya over the next few years through central AIA/.
procurem',nt. rO has decided to shift entirely to copper bearing IUCDs. SeeTable 7 for details of quantities and costs through 1992.
 

The foregoing sums to 25% of 5.2 million couples (or about 1..3 million) who 
would be using 1.2t1:acIs that involve clinics and well trained personnel. 'ibe 
remaining 30% (1.6 million) would be relying on non-clinical Kethods that cah 
he provided by non--clinica] people, as below. 
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ORAL CONTRACEPTIVES
 

Oral contraception will probably remain a most popular method in Kenya,
 
least 15% by 2000. Orals have a consistent appeal to
 .reaching-a level of at 


youthful coupleS wherever they have been-made accessible. Youtwil.
 
certainly form the vast majority of sexually active people in 2000 and for
 
those who want to delay their first pregnancy the oral contraceptive is an
 

ideal choice inmost cases. 1he oral contraceptive has proven worldwide to be
 

an extraordinarily safe and effective biochemical formulary, and has been the
 

subject of the most extens:ive pharmacologic and epidemiologic research in
 

history. A tripling of today's rate of use of the oral contraceptives could
 
confidently be expected over the next few years if steps are taken to make it
 

accessible through conunity-based programs and subsidized commercial sales.
 
Absolute risk levels -- especially with the ultra-low doses that have evolved
 
during the past decade -- are so low in younger women, and their risks in
 
comparison to the complications of unwanted'pregnancies are so very favorable,
 

that these should be regarded ethically as over the counter formulations in
 
Kenya and in the rest of the world.
 

Sweden has been by far the major donor to Kenya's public sector contraception 
supply prcqgram (all methods) for many years. However, USAID understands that 
Swedish SIDA intends to gradually reduce its support for contraceptives, 
having diminished its funding contribution from about $645,000 in 1984 to 
about $440,000 in 1985 (at which level itmay remain). SIDA feels ithas 
provided contraceptives for too many years and seems to welcome USAID 
contributions. M011 has expressed a strong preference for continuing SIDA's 
support concentrated only on the OC so that there will be no necessity to 
shift to a different brand. The MOH has become accustomed to the Schering AG 
products. FPSS proposes to share CC contributions equally between SIDA and 
USAID. rlhe current Wyeth formulation is identical to that provided by 
Schering AG. 

BARRIER METHODS
 

There are numerous temporary and semi-effective barrier methods that depend
 

mainly upon the woman, mostly spermicides. They suit a siall number of
 

people, usually only for limited periods of time when making transition to
 

other, more secure methods. There seems to always be some small market for
 

them in all countries; 2% in the year 2U00 is a fair guess.
 

It iswidely said that Kenyan men have not been willing to help out in the
 
matter of birth control. It ishighly unlikely that this situation will
 
persist as economic factors in childbearing become clearer to males. Infact,
 
Kenyan males have never really had easy access to methods or information about
 
them. Males participate in fertility regulation by: total or periodic
 
abstinence; coitus interruptus/withdrawal; by using the condom; or by having a
 
vasectomy. Over the next 16 years as many as 13% of couples could be relying
 
on methods that depend mainly on the direct collaboration of male partners.
 
Attaining 13% could be a worthy challenge; many women might think it an 
outrageously low estimate. Periodic abstinence training is already inhigh 
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demand in areas where it has been introduced. Condoms are selling well
 

the commercial market. Male participation in fertility regulation
recently in 
happens also to be a regular feature of successful preventive 

health
 

programs; condom use is associated with improved sexual hygiene 
and reduction
 

AID
 
of sexually transmitted diseAases, a very relevant 

consideration in Kenya. 


to the GOK's program at whatever level required. Expected 
can providy condor.3 

requireencs are shown in Tables 5 and 6.
 

SUM1lRY Oil METHODS 

The rate of adoption of family planning methods projectea 
here is less
 

roughly equal to the diffusion rates for numerous other successful
than or 

Tlhese include the acceptance of new
recent Kenyan history.
innovations in 
 and

vaccines, the adoption of new agricultural practices (e.g., hybrid 
the spread of radio receivers and other

Katumani maize, and fertilizers), 

commercial products, and the administratively induced land consolidation
 

The assertion is often 
movement during the late 1950's and early 1960's. 


heard in Kenya that family planning will take a long time, 
that all change in
 

deep-seated custors takes a long time among traditional peoples.
 

International evidence nevertheless shows that rapid change 
does occur when
 

USAID will be able to fully assist
 political and publi c willpower is exerted. 

Government in meeting rapidly growing requirerants for contraception in 
Kenya.
 

l1he estimated contraception comUXdity requirements and costs 
for the foregoing
 

level of effort and consumption is shown in Table 9. The anticipated
 

distribution of these coruodities among specific project compnents 
is given
 

estimates the contribution of
in Tables 10 A, 13, and C. Table 11 

contraceptives by several donors.
 

11 represent projections of the rough irplications of a seven
Tables 3 through 

Taken into account are:
 year trajectory from 13% in 1984 to 32% in 1992. 

types of delivery system (clinical, CBPIIC, and marketing),types of method, 

quantities, costs and couple years protection (CYP), and donor contributions.
 

linked (JAtus 1-2-3) in such a way that assumptions from Table
The tables are 
2 may be varied and the results quickly calculated. TIhis model should prove
 

shown 
useful throughout the FPSS period. Comparisons among ielivery systems, 

C show that the introduction of non-clinical delivery systersin Tables 10 A ­
at the clinics,

have the effect of reoucing the demano for these services 


thereby creating a significant efficiency in overall program design.
 

n1eed dell developed and very reliiahle logistics
ro be eifective, CBS pr-ograms 

Stores on oruer 
support. Contraceptive supplies come froa the Central Medical 


from the Ministry o: Oealh through the Division ot Family health (DFii,
 

are imported duty tree upon certification by tihe 111-1
 
form rly NOvWC). rhey 

1COl will remain Oirectly responsible for forecasting requirements,
Director. 
 USAID P1O!Cs),in jr:>uct splection (e.g., approvingparticipa'l ing ton CCO 

in-country import arrangel:,wnts, and consigni:1enits to field distribution
 

point:s. Q]date nost of thu Jocal CBS and family planning programs report
 
Store s have made it possilde for them to that the U11 and the Ccntr,-a edical 


a smooth pip.eline o!! ofticial ,Picouragemu'nt, training, organization
operate 
about G(UK local assistance.and supplies, and have felt good 
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Tie Ministry of 1i3alth and SIDA are both seeking a review of the logistics 
system with a view to improving it still further. Tie Ministry of ealth has 
enlisted a thorouyi effort from the Eastern and Southern Africa Manageent 
Institute (in collaboration with the Centers for Disease Control) in June 
through AuJust, 1905. 'ahisprelininary exercise will refine national 
estimLtes of contraceptioin reqtlirerLnts for the next two or three years (an 
important beneait to a] I concerned) and will review efficiencies wiNthin the 
system. bis excrcise must be gone through thoroughly by Kenyans as early in 
the FPSS process as possible. ESNI's ettorL will include interviews and 
ii'ressions concerning the entire public sector pathways of SIDA allocations 
and tendering, iiport, con;ignient, storage, dispatch, logging, and so on. 
USAID's Coi.odity and Projects Officer will remain closely apprised. 

Regulations regarding the prescription of oral contraceptives have been 
realistically 1rcIfiod in recent i;nt}s to pernit CBS voluntears to provide 
one or more cycles of OCs to first tie clients, based on a thorough 
check-list and referral to a clinical for confirmation of the client's 
eligibility to receive supplies directly from cornunity agents. his lifts a 
major constraint on contraceptive delivery in Kenya.
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TABLE 4 A:ORAL CONIRACEPTION TABLE 5 B: CGND.S 
TALE 6 C:VAGINAL EUPPOSITORIES 

......................--................ 
-----------...----- ----------

CY PR1JECT QUANTITY C05TIUNIT COST 

USERS (000) (000) (4) (000) 

1986 200 2794 0.13 $363 

-CY 
CY PROJECT IU3)MTITYCOSTIUNIT COST 

USERS 1600; (000) ($W (000) 
............................................­

198B 36 4523 0.044 $199 

PR3DET CUAiTITY COSTINIT COST 
USERS (0WC) 000) is) (001 

......... . ..................................... 

1986 29 3623 0.01. $290 

1987 236 3306 0.13 5430 1987 50 6210 0.044 5213 
1987 36 4466 0.08 $357 

198a 273 3a17 0.13 $496 190s 60 7459 0.044 $328 
1938 41 5175 0.0C $414 

D10359 4329 0.13 $563 1989 72 9053 0.044 $398 
1959 48 5971 0.0E $479 

1990 338 4737 0.13 $616 1990 85 10646 0.044 $468 
3990 53 6579 0.03 $526 

1991 370 5180 0.13 $673 1991 98 12240 0.044 $539 
1991 59 7363 0.08 $519 

1592 405 5675 0.13 $738 1902 107 13.46 0.044 1507 
1992 64 719 0.01 5638 

2131 29838 53,879 ....................­
5C8 63476 $2,793 

329 41160 $3,293 

Users from Table 3.A 
Quantity assumes 14cycles of CCperuserequals 

one couple yearprotection ICYP) 

Costs assume procurement through AID/U 

Users frca Table3.0 
Quantity assues 125urts peryear- I CYP 
Cacts assume procuresent throughAI/W 

O. costsmaybehigher) 

Users fromTable'-Z 
Quantity assumes125utiLuperyear oneCY? 
Costs assuae procureCEnt throughAll/a 

CY USERS AVERAGE 
(0001 0/YR. 

TABLE 7 0: IUCS 

OUANT;TY COSTIULIT 
1000) ($) 

COST 
(0031 

Project 
2Y Users 

CuatityCosUnit 
(000; (5) 

Cos, 
($000) CY A: 0C 

Tible 9:Tezpc-ary Contraception Methods: 

1t st (0 
8:Condoms C:VE; :: IUC:s E:Inject. , Sub-tctal+ Inflation + TOTAL + 

1916 123 0.70 86 0.14 $72 19E6 
-

32 

- ---- - ----------------------- - - - -- - ---­

126 1.10 $139 1986 $63 5159 0290 $72 5135 + $1,064 50 * 51,064 + 

1987 152 0.68 103 0.84 586 1927 39 155 1.10 5171 1957 6430 $273 $357 5E8 $171 + $1,317 + 66 + 51,332 + 

1988 182 0.65 118 0.84 $99 1938 46 183 1.10 $201 19H3 $496 $328 $414 599 5201 + S1,537 + 5158 + 1,097 t 

199 211 0.63 132 0.84 $111 1909 53 213 1.10 1234 Ii19 $53 $398 $47 111 $234 + 51,75 + SZE! + 2,066+ 

1990 240 0.60 144 0.34 $121 1990 6l 242 1.10 267 1990 $616 $468 526 $121 $267 * $1,992 + $431 $52,429+ 

199i 269 0.57 154 0.S4 $129 1991 67 269 1.10 $296 1991 $673 539 $589 $129 $296 + 2,227 + 5615 + $2,42 + 

1992 299 0.55 164 0.84 $138 1992 74 295 1.10 $325 1992 $738 $587 $133 S8 1325 152,425 + 5125 + 53,250 + 

1476 17 9011$77371 .......... 
-------

..1485 
--------

311,63 TOTALS 
-- --------

$3,879 $2,793 
--- - ----- -

$3,293 6757 
-

$1,633 5112,354 
+----- - -

5t2,376+ 514,73D 

From TABLE 3.D 

Assumes that in1986,0.7IUCDinsertions I CYP 
(improvingefficiency overtime) 

Number of insertions z RLimberprocured (no loss) 
Unit cost assuses AID/Washington bulk procurement 

Users fromTable 3.E 
Quantity assumes 4 vials/unit II CYP 
Costs assumes DANI A procurement 

fro&Tables 4.throu BE 
Inflation 51 compounded annually 
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RetailSaltsCouonent 
(Est.NusbeolUnits, Cifs,andCostby1etho1of Ccntraceptio( s00) 

TableIO-A:Commercial 


:ORAL8 B:C2NOOS C:q3s TOTALS
 

CY QuantitytIPs Cost QuantityCYPs Cost Olnt CPS Cost CYPs Cost Inflationtotal
 

1986 346 2? 145 712 5 131 	 415 4 $8 36 1I4 10 $114
 

157 531 41 170 	 1WS3 ? 119 13M 6 159 56 178 19 1136
 

198 719 55 13 	 1431 12 165 58 8 $79 75 42, $24 1262
 

$28 142 13101989 BIG 62 $105 	 1369 13 173 111 9 $89 5 

1990 901 69 $111 	 1036 15 182 1238 10 $99 94 $290 964 1362 

1981 992 76 $129 	 2044 16 190 1363 II 1109 I0 $328 191 $419
 

£120 114 $361 123 $1484
1992 1092 84 $142 	 2250 19 199 1500 12 


1593 563 11784 $353 12,137TOTAL 537 	 415 1702 11118 69 1489 7415 39 


Table10-BCos11nity FrOra's
Basel 
(Est.Niuber of Units, CfFs, ofContraceptionandCostby ethod (000s)
 

ORALS CONDOM5S V~s 
 TOTaS
 

Cost OuantityCiPs Cost CyPs Cost InllationTotal
 
CY GjantityCYPs Cost QuantityCiPs 


----------------------------------------------------------- $50 $169 10 1169
1986 490 35 164 	 1250 10 53 625 5 0 

77 $261 $13 $274

54 1015 is 193 1000 8 180 

92 350 26 $143 102 13 $130 131 $440 $45 1486 

1987 756 398 


1959 1288 $167 


Ila $629 199 1728
4750 38 $209 2250 18 	 $180 

1270 270 $9)) $196 11,107 

1989 )8M3 	 132 $240 

6750 54 $297 3315 27 

361 11,216 $336 $1,553 

1938 2616 	 169 $31 

9000 12 1396 4300 36 	 4380 


443 $1,490. $507 11,997 

;991 3542 	 233 $410 


T1WO E8 1434 500 41 $440 

1520 $5,117 $1,196 16,343 

1992 4354 	 311 1566 


TOTAL 14924 1066 1,t940 37875 303 11,667 10875 151 $1,510 


TableIO-C: Services
Clincial 

(Est. luaberofUnits,LTPs, OOs)
andCostbyMelhouofContrareption 

VSs IUCD TOTALS
8ALS 0i33ms 


CYPs Cost InllationTotal
 
CY QuantityCYP; Cost QumntityCYPs Cost QuantityCOPs Cost QuantityCYPs Cost 


304 $641 10 1641
 
1986 1958 140 $255 2561 20 113 2523 20 1202 86 123 $172 


347 $1708 35 1743
 
1987 2013 144 $262 3229 26 $142 	 2710 22 1217 103 156 186 


2562 20 S105 118 187 199 
 339 $60 168 $1727 
1983 10 129 1235 	 2128 22 $120 

381 $654 $103 1751
 
1909 1671 111 $217 2634 21 $116 2628 21 $210 132 220 $111 


374 1523 $113 1635
 
1990 1190 US $155 2040 lb 190 1956 16 1157 144 251 $121 


357 1336 $107 1493
 
1991 646 	 46 164 1196 1o $53 1305 12 1120 154 290 $129 


16 96 1 $4 969 178 164 329 
 1138 353 1249 1O5 1334 
1992 229 130 

2476 13,821 1510 14,331141870 119 11,190 901 1562 	 1737

TOTAL 9517 	 680 11,237 14483 116 $637 


.. , 



ANNEX E.2. CLINICAL 'YRAINING AND SUPI)ORT SERVICES 

I. PURPOT'-; AID SUM.1-ARY DESCIPTi'ION : The purpose of the clinical services 
sub-comperwent is to expand and improve the delivery of family planning 
services through bo th government and non-government hospitals and clinics. 
Clinical servicus will. be J.improveu by increasing the su ppl.y o contraceptives 
available on a regcular and timely basis, providing limited family planning 
(WP) supplies and equipment to district and sub-district Maternal and Child 
Health (.J)/FP facilities and by traininq of Ministry of Health (MOl) staff 
in various as cts o family planning and family planning management. 

II. BACKGROUND: irrently half of the Rural Health Facilities (MEs) do not 
offer family planning services. Whe current total represents a 47 increase 
in five years. and the NON is pror:sing to add an additional 300 in 1985 and 
project an additional 400 over the next three year period from 1986 - 1988. 
The health system does reach a large and grow;ing proportion of the population 
with other 1lItl servwics With at least 65 percent of pregnant womlen receiving 
prenatal care and 49 percent of children being imunized. 

All MCAl facilities seem to be utilized to and beyond capacity. his is 
especially true in rural areas, where most of the people but relatively few 
health professionals .ive. Thus rural health facilities often are crowded and 
MiCH/FP out-pcitiits frequently undergo long waits. Shortages of trained 
personnel constrains expansion ol services. Although the number of Enrolled 
Community NLu:ses (ECis) being graduated each year has increased due to MOH 
efforts to ovcrcoi:ie slhoirtages of ti] s cadre, the increas;ing supply of ECs 
seem, to only keep up with the increasing need associated with the opening of 
more and more rural ho:alth facilities. The Ai'l estiLates that there are no'.1 
approximate.ly 8,000 ECNs. They plan to increase this cadre to 12,000 by 
19b8. The nm: ers of COs and nursus other than ECLs being trained annually is 
relatively stable. 

Until April 19.3, the DFH in Nairobi was the only center offering these 
in-service courses. However in 1983, an additional six decentralized centers 
were o ensd and began training ECO which greatly expanded the training 
capacity o the MOll. The I.]OH expects to expand this output of health 
personnel in the next 5 years with the adcition of 7 more health training 
facilitis. 

Calculating the nun-or of health personnel currently working in the country 
only 4 percent of Cs (26), 12 percent KN/f.n; (387), and 22 percent of the ECH 
(1,924) work force have received1 the specialized nine week in-servic. family 
planning training courses. It is anticipated that currently 6000 ECIs aie 
working in areas that should be ok ering family planning services. Judging 
from the nui ber of EC1<. trained to date and presumably working in family 
planning, Lhis leaves an additional 7166 ECINS in need o! family p lanning 
training. In addition, there arc num:erous m.ssion run nursing training 
schools. Most of those gr acuates will work in Mission rurn hospitals/clinicals 
which though seLving 30i of the total Jhenyan populati.cs, serve 70% of the 
population living in rerote ar-as 
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III. DESCRIPTION: 

CONSTRAINTS:
 

Three major constraints were identified during the Family Planning 
II project
 

which inhibite the delivery of family planning services in 
MOH facilities.
 

family planning commodities; (2)GO!\
(1) 	 Uick of appropriate and continuous 

oXlicy concerning types of contraception offered to various client groups; 
to deliver family planning services.

(3) Lack of skilled HUi personnel 

First the existing
The area of skilled personnel encoiaasses several areas. 

personnel have not been adcquately trained in family planning 
nuthods and
 

Potivation of acceptors, timing of motivation,
other technical areas ­
new and on-going devulopmiient of family

identification of risk factor:;, 


planning irethods. :in addition, in-service training in family planning 
for COT
 

defined giving the different job responsibilitiesand nurses muA:t be further 
each has. 

(TUC) to supJorta lack of sufficient trainers of traineesSecondly, there is 
'lhe MOEI plans to
 the in-service training program envisioned by the MOli. 

be firstwithin t:he project life. These new TOTs must
increase this TOT cadre 
trained and their cu:riculum st:engthened in technical and managerial areas. 

the ECHS to he trained are respx)nsible for the delivery of MCi/1P
Thirdly, 

They organize 1.01/FiP clinics;services in their respective col..;m nitios. 
supervise midwives and attenounts at the clinic; are responsible 

for
 

maintenance of family planning records; recruitment and follow--up 
of clients;
 

onadvising the clinical officercnIfrUunity eCucation on fal:ily planning; 
trai ning of THAS; and, liaison with other corLuniLnty

conr1.1odity supplies needs; 
health workers for client referral and follow-up. loa,. ver, these LC's hav 

Thlelnurses p)-oviding I.Cfl/FI services 
not reccived Imiaiagcount skills training. 


naiiagement/aemi.nistratioli/SUpervisi on
 
especially in rural areas must receive 

training in accordance with cur:rent GOK district planning and implementation
 

focus.
 

Fourthly, the pre-service training curriculum in family planning technical and
 
In order to be able to
 managerial areas (points I and 3 above) is very weak. 


change the focus of in-servio2 training in family planning to updating skills
 

the basic family planning technical and managerials skill areas rust be
 

strengthened in pIT -servi ce training.
 

Fifthly, medical perscuial espuciali.y in isolated rural areas with no near--by 

higher level. (KRN a lWD) h cl:ical personnel available neeo relevant up-to-date 
order to prescrib and follow-up patients

procedural and technical manu"ls in 

in an appropriate manlner.
 

to key TU(.s in
Sixthly, there needs to be sp.,ci-alized fani.ly planning training 


the family planning metho.ologies and practices

order to incorpoiate newest 

into W.1CO1
t:reatment/c ounneliyi9 pruoreLus. 
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family planning motivational and educational
And finally, more appropriate 
materials need to be available in MCOI 

project addresses this issue. 
clinics. The IEC component of this 

OLJECuIVES 

is to providefamily planning project componentTihe major objective of the 
skills to medical and paramedical personnel to provide effective 

Family
 

In order to achieve this objective,
Planning Services to the target groups. 


the following training activities will be supported.
 

the 11
(1) Through I.iCH/Fi in-service training programs offered in Nairobi and 

decentralized training centers throughout the country, 3,435 ECNS, 420
 
in 267 nine-wcek courses in family

KRU/M's, COs and PWlN will be trained 
A 4-.eek curriculun develop.ent workshop will
planning technical skills; W<) 


WI/, and CO trainingbe held for 25 D)111 training staff to revise the 
curriculum in family planning technical skills; (3)1,000 copies each 

of the 
and 3,000 copies of the revisedrevised WClH/]? curriculum for KRU/ls/tWs 

family planning PLocedure Ii-"al will be printed and distributed; (4)
Tw:o 

training of trainers work'hops and six one-week refresher courses will 
be held 

for trainers of the in-service components of 1. and 2. above, training a total 

of 200 participants over the life of project; (5)21 scholarships or three 

ye provided for short term regional or out ofscholarships per year will 
country training courses in i1Ch/HP technical skills; (6)600 ECUS will be 

trained in .Ch/IP managcm:?nt skills, 24 district trainers will be trained as 

team of: four nurses and a coordinator at the
trainers and a core training 
trained to organize and implement rianag (?Imnt training for

central HUH- will.be 
personnel delivering .Ci,/1' services in years 1 ahid 2 of the project. MC/FP 

management skill training sessions will continue in years 3-7 of the project 

at lower levels as managa:ent skills are incorporated into pre-service 
provit technical assistance of two (2) PP

training; (7) he project W11 
Specialists for 3 months each, a total of 6 person months, to modify 

and 

improve the pre service ECU, KR,/M,PI, WXcourses. 

lhe direct project focus is to assisL the MtUH personnel to upgrade their
 

skills both technical and managerial for better family planning service 
for
 

In order to achieve this two levels of training as describx-d above
clients. 

will be provided -first to direct service deliverers and secondly to
 

As stated before private and mission groups provide approxiimtely
trainers. 

First,
30% of health care. The project will impact them in three ways: 


roomphysicians and operating assistants will obtain skills in voluntary 

surgical, contraception (ace VSC technical report); second, the changes in the 

pre-Service cur:iculum will be approved by the Kenya Nursing Council. 
lile 

are even more important when one analyses thepre-service training changu.s 
distribution of C[s within the system. Over 70% of EC~s trained in mission
 

facilities. Furthermore, these mission trained
institutions will work in 1.0OH 

Mice


personnel will then be included in the MOH in-service training schedule. 

approved, these curricula must be followed by all health training 

institutions; thus, private and mission training schools will be using the 

upgraded family planning methods, skills and procedures. Third, the various
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mission groups hold periodic in-service training of their field personnel. 

rlhese NCO trainers (approximately 30U per class in years 2 - 7) will be 

included in the updates" f:oi the Ministry of Health training centers and will 
then incorly)rate these new skills areas into kheir ongoing in-service training 

program. Flnally, we miut note that the Mission groups will have direct 
contact with other proj-ct inputs for skill development. 

The CoALIunity Based Distribution program aspect (CBD) will entail support and 

training for all groups in rural areeas and especially for the catholic groups, 
Natural Family Planning (iP) eleurLts will be incorporated (see CBD and NFP 
technical ani.:nzes for Outd1ils). 

In lf,, AIovember an evaluation the Division Family HealthAD c,.duactc ot 
(DFI) in-srv ice clinical family planning training program supported through 
AID's Family Planning II Project (Part B). The evaluation assessed the 
appropriateness, effectiv,,necs and impact of the D.Is in-service training for 

enrolled cou:vmunity nur., (' ,C&;) ann clinical oiflicers (cO)). Tbis included a 
detailed revi(w of course traiing content materials, trainers skills, 

selection and assiy.nment. of trainees, trainees own course evaluations, NF'WC 
management of t:raining and budget and adherence t.o planned schedules. itwas 
found that the training wa approriate and that the output of trained EC~s 
was close to the 300 per year which ias scheduled ip the original project 
p.an, h eo.ver, only 60 of the projected 270 CU's had been trained through the 
project. The evaluators r ec:)ma ded that AID continue to support the training 
of health providers in ICI,V in-service pr(ram with change of training 
epApwcis for Cos as described in Section III. Recom endations were also made 
to conduct yearly refreshr training for tutors and update some of the 
training 1aterials. Way rcoa iendations have been accepted and are involved 
in the project design. In 1903 the DIII also conducted a survey which showed 

_k thethat 21, pLerc.:t of iCk; trained in family planning clinical skills were 
deployed in ,U/!P service areas. Another recorcinaatic; pointed out the
 
weakness of the quantity and quality of: library reference materials and
 
teaching aids (:odels). Unoer I'ani ly Planning II these materials will. be 
procured; therefore, this project will not address the reference materials 
issue except as noted.
 

VI. ACTlVI'l"f BU]XTh 

Table I breaks out the various project components and USAID contributions. 
USAID will provide a total of S3,196,000 (FY86 dollars) to support the NOH/OFH 
In-service TRaining Coi;pon,;-t. CO contribution is estimated at $943,000. 
USAID will also conLribute $77,700 (WYU dollars) for the 2. scholarships for 
out of country specialized training. 

$20,000 will be made available for the printing of curricula and procedures 
manual in year one of the project. (WU will distribute these manuals and 
maintain the replrilnt ancd Updateul versions during the life of the project 
estimated at $2,000/yr. total of $12,000 (FY86 dollars).
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The 1986-1987 budget for the manageI~mnt training program is $;460,000. The 
project will pick up half the training costs, or $230,U00, and INTthAH/Kenya 
will support the retaining costs through their core budget. After the 
coupletion of this two year tnining effort, the project will make available 
$100,000 a year for the reaiing five years of the project to support future 
in-service training needs of clinical faily planning personnel. Vnile it is 
not possible to speci fically icientify traininq course content or types of 
trainhees to be trained beyond 1987, these monies will support an additional 40 
health parsonnel with in-service training opportunities. 

rlle project will provide TA to i:LoDify the pre-service family planning 

curricula for various health personnel in year two of: the project with 
resource., from 110H and \orld 13:.nk. It is calculated that $15,000 per person 
month will be required. The total will by US$15,000 x 6 = $90,0J00. rhis 
amount will be shared lwneten USA)D and 11TlA/Washington account:; each meeting 
US4V 5, U OU. Other inputs wil.. be from M1 and World Bank. 

And finally tie TOf courses wil.]l by jointly supported by USAID/hOI/IN .AI. 
Two four wek cui.ri cula developo.:nt/i] courses will be held in Year I and six 
two-week refresher stalf developlemnt workshops will be supported from years 
2-7. An average oE 25 participant will be trained per course. In Year I 
INTRA1i/Kenya will sul port consultant and hook costs estiiated at $10,000 M0­
will support cost:s or acconnoymion and tram;port $.8 ,4[00 and USA D will 
support mat rialIs and supie,; at 0,000. the years and$1. In following 1101i 
participting W;Os at 30% wi...:upjiert $;7,3U0/yr (M70b dollars) total 43,800 
in tranS.3px]:Lation and accoJ:moat ion, USAlD wi.ll support $4,700 ($28,20(0 total) 
for supplies and central funds will support 4 p/w TA and books $].5,00/yr. 
(190,001] total). 
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ANNEX E.3. FPSS: VO]LUNTARY SURGICAL COIILiACLPTION 

I. PURPOSE AND SUMHRY DESCRIIPIC'1O: The purpose of expanding the 
availability of voluntary surgical contraceptive services in Kenya is to 
enhance the well being of Kenyan families by reducing the rates of maternal 
and infant mortality and morbidity. A secondary purpose is to allow all 
Kenyan families the opportunity to choose a safe and effective permanent 
method of tamily planning if they so desire. 

USAID studies suggest that probably 2000 women died in Kenya in 1984 in 
childbirth or clue to childbirth. Most of these are older woren with six or 
more children. Many of these deaths and tragedies to these large families 
could have been avoided if safe and affordable tubal ligation services had 
been more readily available. Furthar, most of the 90,00U infants who die in 
Kenya each yeav are born to older woi;ren of higher parity. 

'Thiis component oh this Kenya family planning project describ:s a plan to make 
voluntary surgical contraception services available to 250,000 couples by the 
year 1992.
 

Tle components of the effort to exand services include training for 
physicians, nurses, midwives, coamunity workers and counselors; equiprmnt and 
supplies to up-grade facilities; program and medical management, technical 
assistance and financial support to offset some of the costs in providing 
quality services for individuals who cannot afford the full cost of surgical 
contracepti on. 

II. BACK(,OUD: The .984 Contraceptive Prevalence Survey suggests that the 
number of wonan in Kenya who have elected tubal ligation (TL) has risen from 
negligible in 1977 to almost 30,000 by 1984. his very large increase is 
quite plausible based on interviews with surgeons and leading Ob/Gyn 
specialists. At least 125 physicians are estimated to have completed some 
training in this simple surgical skill in Kenya over the past few years. Ahl 
informal reckoning of the number of procedures being provided during 1984 at 
the main clinic facilities in the country totals to over 5000, including the 
private sector; thus the total number of procedures could be as many as 9000 
this year. 

Over the past five years AID has assisted the University of Nairobi, the 
Family Planning Association of Kenya and numerous reproductive health 
specialists. he assistance has included: training in modern surgical 
procedures, client counselling, clinic managerient, information networking and 
program safty surveillance, and provision ot soe equipent. -AID has also 
assisted in training and information for the diagnosis and treatment of 
infertility. 

The growi.nj popularity of fertility termination services is also illustrated 

by the great interest shown recently by public and private sector surgeons and 
clinics. During a one-month visit by officers of the Associations for 
Voluntary Surgical Contraception in July, 1584, many institutions exhibited 

EQ 3-1
 

http:growi.nj


commtvr nt and developed proposals for: setting aside or establishing 
operating theaters for VSC; comitting surgeon/nurse teams to regular 
time/sessions for VSC clients; coippleting training in modern mini-laparotory 
and laparoscopy tecliiques; and produckin plans to establish low cost 
services. 'lIhe AVC was unable to respond to all of the requets for 
assistance. USA]D expects that bilateral assistance to Kenya in all of the 
above VSC activities will increase during the next few years. 

Kenya's first national conference on reproductive health and surgical 
contraception in August, 198"4 was heavi.ly attended by Kenyan surgeons and 
family planning pIo]essionals and constituted the first time that 
sterilization as a term was used openly in professional discourse (according 
to the conveners), 

AVSC has provided support to increase VSC service sites from six in 1984 to 20 
in 1985. AVSC is supporting a trainin g program in mi ni-laparotory with local 
anesthesia and wo: kshops for training rural rlidwi.ves in information, education 
and coi.::tunication and VSC counseling. JIIPIEGO supports a Training Prograill for 
physicians anJd nu rsS in endoncopy and i:ini-laparoto!ny coordinated by the 
Medical .School at the Univesity of Nairobi. 

The prim:iry implev:entiiig agencies are the Family Planning Association of 

Kenya, the inisity of ea]th and the Protestant Qurches Nedical Association 
in Kenya. 

N SECNO}: 'Jje Famrily ]l.aInning Associat:ion of Konya (FPAK) provided over 
l,UU clients with VSC services in 1984 and will serve over 2,000 in 1985. 
Tihey trained 20 physici.ans in mini lap wi.ti local anesthesia in 1984 and, in 

1985 will train 30 p! ysicians. 1\,einty nurse/midwives will be trained in 
inforrrition, education and VX counseling avnd 58 field educators are oriented 
to VSC outreach ann inforratioi and education each year. 

FPAK will o-rate 5 service delivery sites in 1985 and 7 sites in 1986. 0he 
current admiinistrative team is well organized and they have dcw.ionstrated the 
ability to develop and irplemunt quality service delivery and training 
prograIt.. 

Ihe [IIkomani I.arac:)ee Clinic i.n Mombasa will serve about 500 VSC clients in 

1985.
 

PUBLIC SECTOR: Ministry of iHalth hospitals have been providing VSC services 
over the past few ypars. Kenyatta National Hspital provided over 100 clients 
with VSC servicen in 1.983 in its JfiLr trainirng program and the fINh 
iatern.ty t (atc JTie provincia] hospital. in yeri wi].l serve over /o0c 
clients in l9b 5 ard Puvs.ani hospital lairoW~ will serve over 800 clients this 
year. Thie Nyeri Provincial GCneral l:;cspi.t:al and Purwani 

Hospital projects are supported by AVSC. A number of additional MQ.1 hospitals 
are providing VSC services and have requested assistance to expand their 
facilities to meet the waiting lists of 6 ionths to one year. 
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Ove'r the past five years IUAh, with JHPIEGO assistance has trained 30
 
gynecologists in endoscopy, 78 physicians and 90 nurses have attended update
 
courses in reproductive health and 32 nurses and physicians attended eqtiipexnt 
workshop.
 

'ihe primary barriers to expanlsion of.VSC services is the fact that the 
personnel and facilities ot many 111 hositals are already over extenced in 
providing curat-ive services. Minor surgical theliaters need to be eab._ished 
or ul-graaed in all 1-lW hr it:als that have waiting lists for VSC services. 
The proposed ,L 1d Bank p.oUjeic: ShoLuuJu alleviate the problm: oft inadX 11ate 
facilitieWs. 'Tie e.-inp:,nt needs can h" mat by AVWC with bilateral fBuids, 
USAID/irobi. ( iutiliz'e Iiatr l N( . to maintain needei supplies, support 
for quiality inforI ation, education and counsyling services as well as 
financial mang-rL ato ihe resourccs. 

1A S rrl:].,r hospital.s the 

Wlecl 1orn ) are also y,;-oviding VSC services. WIThou .Ltu
 

MISSI ONARY }l, .I, . 'iof th e of Protestant Ciurches 
cal Associ (M&,. 

hospital provi >-u vices for ahoulL 5UU clients in 1984 with support fron 
W'ail.1.y P.]anning Inter ot.oll-I. as ass iLance Four other hospitals serve 

between 200 and 25 A RM par yea- aim all could provide more services with 
supix)rt. 'I' l121 ii) barr.er to e:x.panded serviccs has been inadcguate facilities 
and the need, in most ca:.s, to Charyc. client fees that have prohibited 
clients from coming for VK. 

The AVSC pro ject bcginn i;, Nosy 1, 1985 should alleviate thei ho rrrs. 
Euip;,mnt and 14iln:r relovatio ns4 are provided where needed and 9 hospitals will. 
receive subsidie; to offst: costs in srvinCI clients who cannot affora the 
full fee.
 

'Ilie PQI1A is developing a central managerlent team. Initial inoications Pre 
that tie centra l. ua:tcJe:imnt will have the capability to hanole exp:nded 
pr ogr aw;. 

PRIME]} RiCT R: Exp.incied sovices in the private sector is the least 
deve].oUd part ofi this ;roject. The ruin barrier to services has been fees 
averaging from l,,-. 1,000 1:o ,UOU pr clicnt (US $60 t:o 246J) . 'T FP)PS
project, a...,,,,by John Ma and AVSC are holding discusanions to develop a 
plan for up date orient atjon t:o liinil10' with .ocal.arnesthe:;ia, and a mec]ani 'mn 
to certify the corpeence anid facilities of participating clinics is bein j 
deve'op 'd. 

FPIT.; ha";drroi t,,.aLd its ability to adrilister a jnu] ti-s Jte fari.ly p].inn i ng 
progr am i'd,,isra,:TLivv y ."corp.lrate.... its calacit. could b. ex.panded to 
private se-ctor phyacians i n providing low cost VSC services. AVSC would 
provide t.chnica.l assistaL' umIdica. consultat.ion and ]Uij)!::2nt. 
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ANNEX E.4. Rural Comruunity Based Service Programs 

I. PURPOSE AID SUMMIVY DESCRIPTION: The purpose of Community-&-ased Primary 
Health Car-e (CUP11C) is to increase awareness of the benefits of modern methods 
of preventive health, to encourage use of modern family planning methods, and 
to make supplies and other services conveniently accessible to all couples. 
This component of the Family Planning Services and Support (FPSS) Project aims 
to expand the access of rural and urban poor to family planning and other 
simple preventive health services by drawing upon Kenya's extensive network of 
coimunity development organizations. Local residents are the key to CBPHC 
programs, usually mature women who volunteer to lead and serve their 
neighbors, friends and kinfolk. Limited objectives, stress on basic skills, a 
supportive supervisory network and a reliable supply system are the essential 
elements of CBPHC. 

By 1992 at least 15,000 volunteers and 2,000 supervisors and admiiinistrators 
could be providing non-clinical fertility regulation and other primary health 
services to as much as 75% of Kenya's rural population (over 3,000,000 
couples), especially to those younger couples whom the private sector and 
Government cliniral systems do not reach easily. Based on recent extensive 
experience with prototype systems, by 1992 more than 500,000 couples could be 
utilizing oral contraceptives, condoms, and s1Y>aricides to delay or space 
births through free or low cost commnunity level services. 

II. BACKMOUND: For those who could afford the costs, family planning 
services in Kenya have been available for over 20 years in Nairobi and iombasa 
-- more recently in other large towns. For the 80% of Kenya's population who 
live in rural dispersed homesteads, access to accurate information and quality 
CBPHC services currently is limited by under-utilization of existing local 
coimunity development groups and their leadership. False information about 
side effects to modern contraception ano other health measures is comron in 
the traditional cultures of rural Kenya and constitutes a serious constraint 
to wider adoption of better preventive practices. Probably 50% of the 
population live in households with very little disposable income, unable to 
afford private sector preventive health services (even if they were 
available). 

Studies of survey and program data suggest that while use of modern methods of 
family planning has increased significantly in urban areas, knowledge and use 
of FP methods is only beginning to reach rural areas. In 1978, the Kenya 
[.rtility Survey showed that rural women on the average could expect about 10 
pregnancies, while urban women could expect about 7 pregnancies. 

During the past two years, however, pilot programs in a variety of rural areas 
have shown that interest in and demand for fertility regulation information 
and supplies is considerable. Table 1 summarizes information on these pilot 
projects. From almost none four years ago, by 1985 probably 1.1 million rural 
population (about 170,000 families or 7% of Kenya's total rural population) 
are now afforded access to information and services about preventive health, 
including family planning:. by members of their own comgunities. 
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In a relatively short time and with good efforts by only a few medical 
doctors, nurses, administrators, and about 850 volunteer corruunity health 
agents (mostly part-time) in approximately 28 rural locations provided the 
equivalent of an estimated 48,000 couple-years protection in 1985. This 
translates overall into about 20% of all the fertile aged couples in project 
areas. in the Chogoria area, about 30% of all couples in a population of at 
least 250,000 people are currently practicing some form of birth planning,
four years after this (the first) CBPHC project began. It seems warrantable 
to infer that over the long term under average program circumstances at least 
20% of rural couples would use CBPUC fertility regulation services if they 
were accessible. 

USAID records on the eight progra.ms shokm in Table 1 suggest that over 
$600,000 were spent in 1985, including some of the foreign technical 
assistance on these projects. Tihese data suggest that average costs for a
standard couple-year protection (CYP) were on the order of $12 - $13, compared
to an estimated W20 or, more per CYP in the larger GOK program (See FP Strategy
Paper). 

TA IE E.4.1. 1984/85 CBD PRCGRAMS 

No. of 
Loc't 

No. of 
Div. 

Est. Pop. 
Size(000) 

No. of 
Agents 

Eat. CYP 
(000) 

st.(?) 
Costs 

1. 
2. 
3. 
4. 
5. 
6. 
7. 
8. 

FPAK 
MY O 
PC4A 
CORAT 
SARADIDI 
KARACHUNYO 
KAWALGWAUE 
MACIIAKOS 

2 
2 
5 

10 
2 
2 
1 
4 

2 
2 
2 
8 
1 
1 
1 
2 

80 
75 

250 
350 

20 
130 

30 
150 

30 
75 

250 
350 

15 
100 

10 
20 

3 
3 

15 
15 
1 
4 
1 
6 

100 
80 
75 

250 
25 
20 
10 
50 

.28 19 i,100 850 48 610 

Average of about 160 families per volunteer 

Several types of organization now have demonstrated capacity to organize
&nd deliver C13PHC services: (1) both the Kenya (Roman) Catholic 
2'!cretariat (KCS) and the Protestant Clurches Medical Association,
(PaOIA), each with direct access to literally thousands of local 
conuni.ty groups; (2) MYI40 women's organization with over 12,000 active 
local groups registered; (3) FPAK with its provincial and district
officers throughout most of the populous parts of the country; and, (4)
the 140H with its extensive network of over 1.00 clinics, sub-clinics and 
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dispensaries spread over rural Kenya Recently GOK social Y1orker leadurs have 
participated in orientation and planninj workshops, part of a long-term COK 
strategy to place these peoic (several tiiousand nation-wide) at the service 
of ].ocal CBPIIC jro.-ams. 

President .oi atndiVice Piasident Kibak on s-vra, public occasions during the 
rust yr reques;tcuo tihat t . onal organ i,,tioris of local cormumity yuoup:s 
(sped:cificailly cit.itng PN) 1aThe up fardly planring as a core reSponsibij. ity. 
NjYVc .Ihaadcr.si i ; aclr,.i tIe chal].le., as have the othr groups above; 
all aLu currunlty xp:nd ir. their B!-I activ.ties at a rapid rate, 
cotist.ralned tL.'i/ at this Lih by ..iatud fun tiny availability and Lie 
1]ikit,,d t01 silud :o avainh)l . for bintrict--.I vel training of. 
volunLers and En',pnL ], rvinal. A' Unister fur ]ore Affairs and leader 
ot th . the V.P. has AvitednPD, UL-A1)'s assistance in this area. 

In Kenya a str'l'u is tak.ng shapl ovr further ,xten.;ion ofmon.'s legal 
rights, p'or aPSape LM.A.tay .r.latecto "r.ohts in reproauction," pl0.yqaimy and 
marr ng- law. Yx '" "ru very tou O ci; ii LY o.oX t o custutry 

lLtws an tL ii Aal sysLw.I that goVerns adjttoJacatJion o r ights..i CBi'IIC 
proyriL!;. (Ii 0,ccly .), ;_I and ellI inice their hoDoicO atic,-n&M wLi ,n parsona 

repr obuction rihLs; Ihis is no doubt on1e reason the progralr.; have proven to 
be quite popular aL the local luvel. 

Civen current and anticipat.W r ural houIsehold incoIe leve.1; anLng a largo 
porti in of the Inqmo.,t,'Lion to whom this ccow')nent is addressed, cost recovery 
fro1 sr\vicoe COilMON:s Wi.l e iiitLd, consisting :ainrly of informal 

reciprocites bot"',n the volIrlt,r agents and their clients. GOK budgets 

will hav- to supprC most local level recur:rent co:,ts. however, indications 
are that Cb.lIC is a cost--eflective and effective modality for family planning 
delivery in Kenya. 
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-ANNEX E.5. ' SUBSIDIZED COMMERCIAL .1ARKETING'OF CONTRACEPTIVES 

I. BACKGROUND: Inthe early 1970s, Population Services International 
established a local organization in Kenya to conduct a pilot contraceptive
social marketing program in Kenya with support from AID. The Kinga project, 
located in Meru district, distributed and promoted condoms through the retail 
distribution system. T1he program was closed down after the first year of 
sales due to adverse reaction from local leaders and the press. 1he demise of 
the Kinga program was instructive and has provided guidance in planning this 
new effort. USAID and the GOK leaders agreed on two principals: fihe program
would be purely Kenyan, and would not encourage strong advertising during the 
early stages of the program. Today a broad consensus exists that the time has 
come for a renewal of efforts to engage the commercial marketing systems in 
Kenya on behalf of the overall family planning effort. 

In 1982 and 1984, consultants sponsored by the International Contraceptive
Social Marketing Project (ICS11/1), a USAID centrally funded cooperative
Fagreenient, explored the feasibility of developing a CS11 orogram in Kenya. The 
consultants found the prospects for developing a coulercial marketing program
in,,Kenya we:re good. Te Iarketing infrastructure is 'strong, the cormercial 
sector is interested in the program, and there appear to be no restrictions on 
the sale of contraceptives which would prevent a SCMNC program from being
developed. All of the well known brands of orals, condoms and spermicides are 
,presently sold in the commterical setting, although the price tends to be high
relative to disposable income. 

On 9 May 1985, NCPD held a one day meeting with the conmerical marketing 
sector to informally gather their thoughts about how a CSM program in Kenya
should be organized and structured. T1he recoimendations from the meeting were 
to establish a private organization under the companies act with the approval
of the government. Representatives from twenty-two companies attended. his 
included British Anerican 'Tobacco; The Boots Company; East Africa Industries 
Limited; Phillips, Harrisons & Crossfield Limited, Johnson's Wax East Africa 
Limited, Johnson and Johnson, etc. A high degree of interest and support wa: 
expressed by the participants at the meeting. 

II. DESCRIPTION: The subsidized commercial marketing (SCM) component will
 
increase the availability and accessibility of modern temporary contraceptive

methods by marketing them at an affordable price to the consumer through 
retail outlets nationwide. Demand for contraceptives will increase with low 
key specially designed promotion and advertising efforts.
 

Although there may be a limited amount of product substitution in the initial 
stages of the SCM project sell in, it is anticipated that the overall market
 
for modern contraceptives will expand during the life of the SCM component. 
ihis is due to the fact that brand specific advertising will be designed to 
reach a select target audience yet it will have an overall impact on 
stimulating an increase in demand for nmdern temporary contraceptive methods. 
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There are a number of con'traints which will impact on the component's ability 

to achieve its goals and objectives. First and most important is the 
establishment of a new organization in the private sector which operates 
indep,-endent.[y but with tih,- approval of the government. It is expected that: 
NCPD will fotmally endorse This arrangement within the next two months. 
Agreement on product proeurcment, rccistration and pricing by the ,OKwill 
have a direct jimipct on tily implei-(,ntation and product launch. Anr att:orney 
will be hired to collect intormation on laws and regulations pertaining to 
these factor, and the issues will be addressed in the marLketing strategy. 

]?articularl]y i;J.ioxrtant is authorization to extend ethical products btyond the 
pharmAy. MOMt a- -hrzaion, a in supplyingth-is u there will be delay 
contraceptivcs to the Conmu:oier . The result of demand creation effort without 
adc]uate product supply is a frustrat:d consuhr who has a negative impact on 
the Trogram. K;p:cial E,'roIr;a to tra in and license retailers in a responsible 
proyrahr can bo designeu to retr conu:mrs back to the medical COn Mnity for 
services as incessary. USAID wi.ll] make every effort to overcome these 
obstacle w f.ustrate the consuipr.iich 


An agreen~ent bt:yeei the donor, the NCPD and the implementing organization 
must be comleted /idi.ch spucfies now the revenue generated from the sale of 
products can b useLd. Th.e amount ot: revenue to be generated from the sale of 
contraceptives will be limited. Products will be priced at a level that the 
target auui.enc, (C ano D c.asses) can afford. Nevertheless, the revenue will. 
be maintai n.. in a separate account and useo in the later years of the project 
in accordcnce with the term set for:th in the revenue agreeo;;",nt. All of these 
constraints are cowunon am.ong CSM programs ana are taken into account as the 
program devejols its narketing plan, advertising strategy research protocols, 
and distributioi:thodology. 

The component will provide 594,000 curu,.ulative couple years of protection 
(CYP) over the life of the project. It is anticipated that this project 
coaponent will provide approximately five percent of the overall CYP under the 
FPSS and wi.l reach 10t of the target SC- market (as shown in Table 1). The 
target market is estinat:d to be 955,000. In year one o- project sales, it is 
estimated that 4 percent of the market, a total of 38,000 users can be 
reached. By the sixth year of prod'ict sales, it is estimated that 10 percent 
of the target: ,arket or 100,000 users, will be reached by the program. The
 
nuiber of outlets selling contraceptive will increase to approximately 5,000 
and the type of outlets (e.g. bars, kiosks, dukas, etc.) carrying products 
will expand. Mjhus, the number of hours that contraceptives are made available 
on a daily basis will be substantially increased. These results will be 
verified through the coponet: in ternal, automated management information 
system and through marketing research efforts.
 

lh.y component inputs include funding for the local operating and marketing 

costs total about $8mi.liun over the project period. Funding and technical 
assistance will be proviacd by SU;.M.i', Social arketing for Change, a 
centrally funded couitract with the AID Washington's Bureau of Science and 
Technology. ITchnical assistance will support project start up, marketing 
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research and comnodity logistics. a'chnical 
management, comaunication, 	 and 
assistance will consist of 	of 31 person ronths for a total of $372,000.
 

consisting of 4,305,000 total
Contraceptive coia,,)di ties totaling $1.8 million, 
cycles of oral contracepJti.ves, 8,b68,000 condos, and 5,925,000 vaginal foam 

tablets are projectcd ("o Annex E. 1., Contrc:.optiorl R.uire lnts). T]hese 
also exe-cted,

will be purchav&e, under FiPSS (with purchases from other donors 
to th SCII organization. Although tIe program


especially ODA) and consigne d 
the contraceptives

is not exn'c:d to by ,. 	sufficiellt, revenu-: from sale of 
by the enu a1: the project. his revenue will be 

is estilmted at., 51LI I,0(1 
slaries, and/or special

used for SCI o.eratiny anid 	 mrketting costs, 
or Kenyan phi lanthropic

initiativcs. Funding I r mYI other duflors and 
the susiert necessry to carry tLhe component


organizations may prov:d 


is not e'''(ted that thle GOK will be expected to pick up the
 forward. It. 
on the bilateral.costs of this coijwi L t 1h 

A1 . ..1 .. A new private organizat ion will be createdIII. IMIIA1I.A...O A. , 


to iipl SCri'nt'eJT'.j .,. in -
I 'r a org'anizat ion will bu [Itnyan u;.ned and 

ont will issue tenders and contract with coi:rierical
ianaged. The organizati 

.inlnya to carry out the research, advrt-ising,
marketing :Lsouces 
packaging and warehousing activities. Staff will be 

promotion, di;tribution 

me rketing and management­

recruited to manage and sup:rvisu -he primary 

.e'vis boi-:oi.i packages 	will be com:patible with the functions. Salary and 
so that qualified and explx.rienced professionals will be

coim.ercial sector 
to the progrjim anoi ew organization.attractea 

a Director,It is envisioned that the organization will have f1anaging 

Marketing lanager, Saer:/Product Manager, and a Financial [anager. This 

organization will be located on its own premises outside of the government 
or 

NGO facilities. 

A Board of D)irectors will be selected to provide overall guidance 
aid
 

USAID will strongly recommend that the composition
oversight for the project. 
senior executives in the private sector, with representatives
of the board b 


from HCPD, FPAK and possibly the lWii. The new organization will be approved
 
support and concurrence, coordinating

by the GOK/INCPD and operate with their 
its activities with the PCI.4D as appropriate. 

Initially the com.ponent will market three contraceptives: orals, condoms, and 

vaginal foam tablets whicA will he donated by USAID ano possibly 
by ODA. The 

products will be of high quality and be packaged differently 
than those 

The products will be registered withprovided to govrnt:nt and "CU progcams. 
Li <-atnitai!ice of the nw organiztion.

the GOW by thle hnutac Cur or wi Lh 
added to therelated coyn:erical products can be

Contracoptive and health 

product line (e.g. Norp]ant, Dl, Oral 1eh','ydration Therapy) if their target 

and if their revenues
 
market is other than an existing private sector market 


support the original program objective of increasing contraceptive 
use.
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organized and coordinatedEach of the elements of the marketing mix will be 

through the development of a mari'ting plan. This plan, to be developed by 

and the staff, will guide the decision making processthe manaqing director 
be during project start up, pre-launch and launchand activities to undertaken 

phases. Products will be overpackagW~d and branded. Package designs and name 

brands will be selected through marketing research. Package designs and name 

brands will be registered in accoruance with the GOK regulations. Packaging 
out to a qaalified supplier.activities will be contracted 

Product price levels will be established at a level that the target audience 

can afford and at a level to attract wholesalers and retailers to stock the 

products. Mhe price structure will be cupatible with comvk-rcially accented 

imrgins for consuMer and ethical products. The sales/product manager will 

develop incentives to cupplenent the product price which will attract the 

wholesale and retail Wa-ket. 

will work with the selected advertising agency toThe marketing manager 
develop an auvertising and promotiin strategy for the program and the 

mass media (printproducts. Advertising and promotion) etorts will combine 
and broadcast) and ttt}rsonal coixiunications. The media strategy, media 

mix and placement will be based on listenership patterns ot the target 

audience. bvelopment of advertising concepts and messages will be based upon 

findings from qualitative ana quantitative research efforts with the target 

audience. Pretesting (although it is not typically done in Kenya) ano post 

testing efforts will be carried out to ensure that the message is culturally 
and effective in responding to information needsacceptable, comprehensible, 

the target audience. Brand and method specific information will beof 
provided through the media. Point of purchase materials will be designed to 

stimulate sales and product awareness. 

efforts will be devised to reach selectSpecial promotion and public relations 
market, including opinion leaders, influentials,segments of the target 

providers, retailers and current and potential contraceptive users. his will 

include the development of an uplifting program which is designed to move the 

products from the wholesaler to the retailer with a heavy emphasis on product 

proimotion, shelf placement,and point of purchase materials. 

with the selected distribution firm(s).he sales/product manager will work 

Condoms aInd vaginal foam tablets will be distributed through the wholesale
 

Oral.
level to consumer retail outlets (e.g. bars, kiosks, dukas). 

contraceptives will be distributed through pharmacies and licensed outlets.
 

retailA special p:ogrZ.ll will b- cesigned to train retailers in selected 

outlets to ettectively screen, counsel potential consumers for oral 

contraceptives and refer individuals to the medical comunity when necessary. 
Local consu'ltanits supported by outside technical assistance will aesign and 

conduct this proqram. The results of the program will be monitored for
 
effectiveness.
 

E.5-4
 

http:p:ogrZ.ll


to identify the market.i.ngbe developedA marketing research protocal will 
with the 

must made. The marketing manager will work 
decisions which be 

arid conduct the quantitative and qualitative
to designresearch supplier 

consumer and retailers. 1.Vrketing
research on the consumer, potential 

on product positioning,to Making decisionsresearch findings will be used 
name brand selection, promotion and 

image, benefits, package design, 
advertising messages. 

this project component, will operateimplementlie new CSH co-m.pany, created to 
first four years of the bilateral. 

under a contract with SO1ARC for the 
the bilateral in year five. 

LUSAD/Kenya wil1 pick up the coripoient under 
for all years of the proect.

will. purchase the contracvptivesUSAID/Kenya 
and funding for its product line. SOLARC 

ODA will contribute contraceptives 
the new organization.

will provicL te-chinical a.:i.[stanc e to the UCPD and 
te1ana1 funlding from AlDVWashlington;

Technical assi..tance, will be to 
ordering, procurement, and shipping; as well as 

contraceptive req-istration, 

support for dtveol.Oing the iternal procedures, and marketing strategy.
 

ANAI STS: Kenya has a strong private sector marketing
IV. A])!,ii.U1STiRPT!VH local organizations'iiiere are many multinltiokal and
infrastructure. well as supplying advertising,asdistributing con.sumer and ethical products, 

arupromotion, researchi packaging services. 

1,as shown that the most efficient, cost effective CSM 
International. exjperience 

0Ot:Side ot the government, but operate with their 
progra.ns are located 

organizations burdened wIth bureaucracy, 
concurrance and support. Covernment 

responl quickly to changes or opportunities in the market 
are not able to the 

nor are staff with the requisite Skills and experience working in 
place, 
government.
 

e.g. FPAK, do not have institutional objectives
Private local organizations, These existinga social marketing prograii.
that are coilittible with those of 

not worked with the con.x:rical marketing
organizations generally have 

as a result, tend to be suspicious of the comerical marketing
infrastructure, toSCM organization have the ability
organizations. It is essential that the 

expericnced marketing professionals and that the organization be 
recruit 
allowed to operate effectively in the market place. 

CSHI 1ARPETTABLE E. 5. 1. CALCULATION OF TAPTGIT 

3,500,00UTARIoCT AUDL)ENCE 

- 1,750,000
"E" Class (50%) 

1,750,0U0 
- 157,5009% current users 

1,592,500 

40% want to get pregnant 637,000 

955,5O0TARGET MARKET 
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TABLE E.5.2. MAINdET PENf'RATION
 
Base Escalated @ 4% 

Year 1 - 4% 38,000 38,000 

Year 2 - 6% 57,000 59,000 
Year 3 - 8% 76,000 79,000 
Year 4 - 9% 86,000 89,000 
Year 5 - 10% 96,000 100,000 
Year 6 - 1.% 105,000 109,(I00 
Year 7 - 1A 115,000 120,000 

ORAL
* ProdUct use 	 /(PMsuiLiors: 
15% CONUI)M
 
10% VAGINAL GCVAM TABLETS 

CSl-. PRODUCT SALE'STABLE E. 5. 3. PIJJECTEID 

ORAIS CODO!; VAGIAL I'.:\, TA.%LEIS 

YEAR* TARGE-T 1',O. TARGET NO. TAhRGET NO. 

M ET1 U1 iTS UARlUIET U1I1 S MARKET UNITS 

YEAR 1 26,600 346,000 5,700 712,000 3,800 475,000 

YEAR 2 41,300 537,000 8,850 1,106,000 5,900 738,000Y ER 
YEAR 3 55,30U 719,000 12,000 1,481,000 7,900 988,000 

YEAR 4 62,300 810,000 13,350 1,669,000 8,900 1,113,000 
YEAR 5 69,30 901,000 14,850 1,856,000 9,900 1,238,000 
YEAR 6 76,300 992,000 16,350 2, 044,000CI 10,900 1,363,000 
YEAR 7 84,000 1,092,000 18,000 2,250,000 12,000 1,500,000 

CALCULATIONS: PILL 13 cycles/year 
W[WN)iS 125 units/year 
VA(;INAL FOAMII TABLLS 125 units/year 

* 	 YEAR in left column refers to sales year, not year of project funding. 

Sales are anticipatec to begin 12 --1.8 months alter project start up. 
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ANNEX E.6. OVULATION AWARIJ:,NESS FOR PERIODIC ABSTIN10CE 

AHD TiiUUPTIOh: of this project component be 
to increase the unoerstaicicjng and use of Ovulation Awareness (OA) to promote periodic 
abstinence for those persons who find that other methods of family planning are 
incoulmjatible with their keliefs. The FPSS support is to assist IFFLP, KCS and FLCAK 
to test the feasibility, effectiveness ain cost-effectiveness of intensive, optimally 
designed GA progralis, as prototypes for ptential eypansion. 

I. PURPOSE SUMILMUY The purpose will 

II. BACKiGPCUlj): Follo',iig several years of OA pilct efforts by KCS and FLCAK, both 
agencies susmitt('i separate (A services proposals to IFFLP who then refinea the 
proposals and prescireu draft sub-controcts. In May 1984 a consultant team fro] 
Family Health international (FKI) visited Kenya to: assess the current status of OA 
services in assvw potential for traininl, earch and expansion of CA 
servicos; and to suhnit rco.mcnctions. A report of their visit was r,?ared in 
June 3.984. In response to this report, KCS subi:iLttecd to USAI) in Foveiii)er 1984 a 
five year pror}asa. ai LeO at uxprjiinq A services over all of Kenya, and FLCAK 
submitteL to UsAlI) illuecr 1964 a propC)sal for opening twelve regional centers 
and expanding their Tutors 'Iraining Program in tour provinces of Kenya over a three 
year period. 

1 nYOa; Lio renw 

In D.cember, 1984 .ImP was askeo if they would be willing to be considered as an 
ini::t.el to fund these two proposals and to provioe technical assistance to a
i.ary 


coordinatedi effort to expim aia deVea a national DA prog:am for Kenya. In 
response to this inrjuiry the Executive Director of IFFLP visited Kenya in late 
January for preliminary discussions with FCS, ECAK ana USAJD. Following PID 
approval, the Executive Director returned to Kenya in April 1984 to refine the two 
proposals in light of the proposed project purpose anj level of funding. 

All ATD previous ex-cricnce with GA services have all been centrally funded with the 
exception of some I C support provioed to KCS in the Family Planning II Project 
(615-0193). 

III. DES2RIPTIO1i: The overall OA component is divided into three complementary 
parts as follows:
 

(a) Coordination, monitoring and consultation will be supplied by IFELP as the OA
 
component CA. Its function will be closely coordinated between a small field office
 
in Kenya and the International 1FFLP Secretariat's oifice in Washington, D.C.
 

(b) ILCAK"will develop a high quality training program for ensuring competency-based
 
OA tutor training services for both now OA an existing OA tutors in Wrirobi and 
Central Province of Kenya. the tutor"' tasks will.include, but are not restricted 
to: (i) Training new GA teachers recruiteu from any agency within the districts in 
the two provinces and maintain quality control of new teachers with six to eight 
month supervisions of OA teaching services; (2) Evaluating an& providing continuing 
education tor existing GA teachers in each of the two provinces, aind (3) Supiervising 
existing GA teaching services to evaluate (with local ajencies) the service centers 
most appropriate for placemint ana supervision of now GA teachers. 
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will--establish-,two-provincialOA-t utors/supar-vislors -c-enters.-andprgovi4e .them-,-,---, 
with educational resources, used for continuing education, materials for teaching 

method charts, record keeping forms and classroom(s) for both client teaching and 

group 	conferences for pract icing teachers.
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',ill also establish an. CA medical consultation service in thle two 'provincial 
1-i backup of problem follow up, coordinate and develop core education and 
standards with IFFLP; train tutors for GOK and other NGs interested innIlg 


developing their own OA programs (on a contractual basis); expand the six week OAr 
teacher training with opp6rtunities for supervised practicum for nurses and healt\ 
professionals at Mater misericordiae Hospital, with trainees being recruited from 
both GOK and other NGO3 interested inOA; and, compare the' efficiency of a tutor
 
center with transport subsidies, and one i that of a vehicle.
 

(c) KCS will expand the educational, service and coordinating capabilities in OA and
 

family life education of its ongoing program throughOUt the Catholic diocese' of Meru 
and Kakamega of Health and Education agencies including the parishes as thle most
 

F' immediately available coimanunity organized structures for OA services. 

SoaKCS will expand'their existing OA services in Meru and Kakamega diocese to improve
 
their 	OA reporting systems. Also, KCS will strengthen its administrative, 
coordinating, training and consultation capabilities both at the national and'
 
diocesan levels to identify priority needs requiring planning arid irap)lementaition 
assistance to improve their efficiency in both outreach and services to better meet' 
increasing needs. Further KCS will develop their own apl~Aied research capabilities 
to various facets of OAk and its training and service delivery to safeguard a certain
 
degree of autonomy and flexibility in services both at the national and diocesan.
 
levels.
 

USAID/Kenya will issue a PIO/T to buy into the existing IFFLP AID contract and then' 
IFFLP will enter into sub-agreements with both KCS and FLCAK. IFFLP will then
 
formally assign a Kenyan officer (already identified). The following actions will be
 
required:".
 

1. PIO/T to obtain IFFLP services prepared 	 1985
'August 


2. IFE'LP signs sub-agreements with KCS and FLCAK October 1985 
3. 'IFFLP engages Nairobi representative 	 November 1985
 
4. National CA Advisory Council formed" January 1986
 
5.: 	Kenya delegates attend IFFLP
 

4th International Conference June1986
 

IV. ADMINISTRATIVE ANALYSIS: IFFLP is a small non-profit private organization 
establishedi inU.S.A. in 1978 as an international' association of mostly Roman 
Catholic laity organizations collaborating in the~promotion of modern methods of 
"natural family planning (NFP)". The IFFLP now has over 130 members in over 75 
countries. It conducts workshops and provides technical assis' ance for' establishing4 
N4FP demoistration projects. IFFLP in 1983 'received funding from 15 organizations, 
including AID (largest supporter) WHO, CIDA, FPIA and FHI. Its office consists of a' 
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full-time Executive Director, and a few support staff. It administers sub-grants 
under its cooperating Agency agreement with AID/. The IFFLP will engage an
 

accountant in 1986 to expano its administrative capacity which is deemed necessary in 
oraer to fulfill yrowing respoosibilities including those envisioned under the
 
proposed "buy-in" by the USAID/1Kenya FISS. 

GOK and USAID/Kenya lack technical expeartise to aCae]uately assist and monitor FSS 
support for expanod teaciig of methous of OA, but are commitea to expanding access 
to these methods. For this reason a qualifieu inttrrmdiary is required. USAID knows 
of no other organization than IMI'LP with a proven capability to provide assistance 
who -- at the aV, tJi:v3 -- is not com.,niteLd to criticism and unuer1m1ning other 
element' of a secular ily- orintnvu family planning program. 

KCS is the largest non-governm-ntal agency administering hospitals and clinics in 
Keny. }y so:> .. -. s, VACiaa Lor yoo:-s provic ::cJ about 30% of total health 
services through its 30 .n;sion hospitals anu 250 medical centers in all areas of the 
country. 'lieback "roun(n a;s.ev.Lients suyggq<-t that KCS has excellent, demonstrated 
capacities to Jrpln.,L the i td FPSS prujuct activities.u. 


FLCAK was establi shed in 1977, anc, is mainly a loose association of Catholic lay 
medical doctors anu imr.sus Io ,romoteNFI. FCAK acidnistrative capacities are 
quite limi.ted but will be streiqthn ec unnur FFSS. Historically, FIX:AK has taken 
extruEK;i,' rustrictiv. positiurl on issues regarding informed choice about family 
planning '.ruthods, -- a quasi--a"Pinistrativ, (anL legol) issue which could prove 
dliff icult unuar AID suppn)rt. USAI) ano 3011] , will roiLor FLCAK teachi-g and 
training to assure cULPliance with USG reu.lations for use of AID family planning 
resources. 
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ANNEX E. 7 INFO10,ATION AND CO.MUNICATION 

The demand for family planning services will be increased through the
 
following activities:
 

1. NCPD Staff development, planning and evaluation: 

The project will strengthen the IEC division of the NCPD by providing
 
financial sUpport for the contracting of 4 production consultants to assist 
the IEC division to manage contracts for .edia and materials production. NCPD
 

core staff and consultants will then receive in-service training in
 
communication planning, leading to the joint development of a detailed Kenyan
 
master Ilan for the Interagency Information and Education Program. The 
modality for ceveloping a coprehiosive plan is a series of workshops at the 

national, provincial and district level. All of the agencies whose efforts 
the NCPD is charged with coordinatding will 1"Irticir..te in the works-hops in 

order to develop ,I :clv and i. jeoent plan with 1m-i.:imum coverage of the 
entire 1_x)puation. rlhQ output (I. tht3 workLt' op- ';will be a detailed n;etional IEC 
strategy and workplan fu r t e out ach activitics of thn various participating 
agencies as well as a plan for th proauction and utilization of the media 
products deccribed beolw. Ihe p1 will aliso provide a basis for evaluation 
of the naLi.onal IC af terlGIoquran: two years. 

2. I. product tICvOhlpe t:: 

'Theilmajority of the assistnce in ] .C is for tihe development of !iia 

prcducts.. Qo dWite, eo,: d .-e the existence of a clear opulation policy for 
nearly tw/on y years, tMrcIr has be:n little use of the mass media in support of 
pulatiou' onj]tctives. 10 nobilize all channels of the mss mcia in suplport 

of ppu lelio ,.ogra:.::ng this :,Toject will su pport -over a twv--year period­
the plAinii.g, PLoducil .g,and eva.uating of a full rang- of idita products. 
Such a ,ajor progr w I of macs m~edia promotion of fWi:l1y planning would have 
been impos sible in P,,nya before th. recent pa<st. Now the political leadership 
is not onl1 y willing but is acLivly pursuing :Iss mudia coverage of family 
planning. The iPcoia [1 oducts to be develop.d include: 

(a) Tulevision. A "social drama," patterned after the successful Mn.ican 
expericnce of the mid-970's. Sup}jprt is provided for a total of 60 episodes 
to be produced and br.ocVwcast over two years. 1hough television's audience is 
primarily urban and presumad to be no more than 25% of the total population, 

the audience is made up of infl uertia]S who in tturn reach other segints of 
the rural pol,,lation. Wuehnical as_ ;istance will be provicad for the planning 
and production of the television oamlas 

(b) Radio Social Drama. Like the television social drama, this activity 
would provide support for ]60 epldsoes of a radio drama in Kisahili. Both the 
television and radio cirtuL:s are to be preceded by a field research,the 
primary purpowe of which is to collect information which can be used to 
establish the themes and objectivos of the series. 
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men. A two-year series of programs(c) Regional radio series: Focus on 
toto be broadcast in regional languages focusing on the need for men 

The plan to develop a regional
participate in and support family planning. 

radio series targeted at men was specifically requested by the Vice 
radio for population communications.onPresident,who olyened the workshop using 

locally
(d) Film production (approximately 6) Kenya currently has no 


supl-ort family planning motivationproduced films in Kiswahili which can 

efforts. There is n(eed to produce specially scripted films for use by 
vans of the MOH, MOIB,fieldworkers, at barazas, for distribution by mobile 

and for broadcast by VOK where appropriate Although suggested messages and 
December, 1984, thetechnical specifications were developed for these films in 

the final determination of the messages inIEC Divi.sion of HCPD should make 
the content of t he no). iLastnr plan. 

(M) FPS Project IEC sup,, port. NCPD recently rottcsted support by USAI] 

of a subproject for ]1C iitcr-ials develo ,ij::ontto be r:aniu(1ed by tHe JSI/FPPS 

project. Its major output woUn1 be t.hI.ie provJi.ii of rjointed materals for the 

servic N0 t w rk r ,edc). by t . F115i'S project and node f ely available 

formal private sector of factories and plantations.throughout the or:q ani z.o 
.luch oh. tuh . pronut:ion l mat.erial proniuced under this subrojact will ha o 

general ajp l icatLion in iUe GOl' coLunication pr:ogza . 

}r -int, tLheire are very few print. a:vierials on
(f) Priti: vatei.ial]s. At 

, -it-, An allocation offamily patiniJgn Wthubarn and s.ce eittects. annual 
required for print materials. These;40,0U0 for each 'ear o1 ti Iro)ject is 

on) -. . U, natiowyl ani regional language pa:iilet- , posters and
will fo us 
flipchars depicting athods, MUMr{'ef1]ts, and side effects. A production and 

w, Il be o.l( Iby[, h selected NCJO's to ensure
(Iistribut ion pla dev( b ME ann 
that apr),riLu.rat rials are c]aveloped for the ta rget audiences. rhe 

principal target auni eoncu for thLse materials will be rural couples of 
used forreproductive age, and youth. lbUr ions of: tLis allocati.on Lay also he 

NCPD brochures and ne'.,sletters as well as for materials for spoci alized target 

groups such as phari.cists. 

3. (:ontinuing support to P2O's 

Ibis is the major focus of interpersonal conunications financed through the 

suplpKrt IEC activities of the fourproject. U.7 million is bud:tcd for of 
the PICPI) in FlP I1. Mlhy are: The NationalNGO's supported by UIAID throuh 

(4 Churclus o: Kenya, tIhe Protestant Churclhes .dical Association, tLeCouncil 

Fami.y I i ]n :. of ,
a:lW kova.3 .Ltion }ri ,ya IX ci ideleo y ai ,na\. ke, the Kenya
 

Catholic hwcruLariat., and the Salvation, Army.
 

networik of staff and volunteers are aThe YO'with a collective extension 
vital part of the national fam~ily planning program. A major contribution of 

the CO's i s the duli vury of tLe family planning message to rural areas from a 

variety of cueOible' sources. fdori:i g through local leadership and church 

leadershil , tie 100's acd conshi (rwrable credibility to a message which rist 

co:o from other sources than government or health practitioners alone. 
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ANNEX E.8. MCH: INFORMATION, PLANNING AND REFORTII( SYSTEMS
 

I. PURPOSE AND SUOMARY DESCRIPTION: The Information and Planning Systems for
Health and Family Planning (IPS) component of the Family Planning Services and 
Support (F'PSS) Project will strengthen the capacity of the Ministry of Health 
to plan, implement and evaluate the Primary Health Care (PHC) network at the 
national, provincial and district levels. This component will strengthen
collection, analysis and rapid feedback of information required by cormunities
 
and decision-makers for evaluating, planning ana implementing the delivery of
 
health and family planning services in the public and private sectors.
 
Strengthened planning and management capabilities of up to 750 officers within 
the Ministry of Fealth and District Development committees will lead to more 
effective and efficient health services. 
FPSS will support training of up to
 
200 health personnel at the district level in the analysis and use of
 
information for better budget planning for local programs and services. 
Members of the District Development Committees require int-,rmation about
 
health and family planning services 
to monitor progress and problems. This 
information is forwarded to provincial and national level MOH offices and is 
used for budget, management and administrative decisions. IPS will assist MOH 
to have the most timely and best quality data feasible. In addition, a system
of targeted family planning data will be developed allowing family planning
data to pass in a timely manner to the National Council on Population and 
Development and hence to the cabinet anci Office of the Vice President. 

The IPS component of McW plans is estimated to total 8.7 million over the 
three years, January, 1986 to December 1989. FPSS will finance $3.9 million 
over the period.
 

II. BACKGROUND: In 1978-79 the GOK requested assistance from USAID to 
strengthen its institutional capacity to plan and irlplement iealth Sector 
Programs and Policies intendeci to facilitate better programming, more
efficient use and more equitable distribution of health sector resources. The 
purpose was to expand health services delivery to rural populations. USAID 
and the Government signed a Grant Agreement in 197S, initiating the health 
Planning and Information Project (HPIP; 615-0187). 

The original project design was based on what then appeared to be the
appropriate tirting and phasing of USAID inputs, taking into account the GOK's 
absorptive capacity. 
qhe project has focused on headquarters, provincial and
 
district institutional structures. 
However, the design also envisioned 
possible'expansion of the project.
 

Given the successes thus far achieved in the IPIP Projct, the timing is
appropriate to enlarge the project to provide expanded delivery of Primary
health Care and Family Planning Services in the rural areas using both public
and private delivery mechanis:u s. The Government's policies programs and 
resources have improved consicerably over the pas: four years such that 
expansion of 

,
the scope of the original project is warranted at this time. 
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In 1982, the Presidential directive made districts the Focus for Rural
 
Development in all sectors. This directive provided official sanction and
 
support for broad based local level participation in the planning and delivery
 
of preventive and promotive rural health services. The GOK five-year
 
Development Plan (1984-88) and the Development Budget, and Government Policy 
clearly focus on preventive approaches which emphasize primary,
 
connunity-bhsed health carej and on alternative mechanisms for cost sharing in 
the delivery of health services. 

In the past the Health Information System has been providing vital health 
statistics. With the recent addition of six computers (one mini-computer 
donated by USAID and five microcomputers donated by IBM, the Health 
Information System will provide management information as well as health 
statistics. The family planning statistics for 1983 and the first three 
quarters of 1984 have been processed as part of the HPIP and forwarded to the 
National Council for Population and Development. This activity will be 
strengthened and broadened to provide timely information in reference to
 
family planning services. with the arrival of computers, the information 
system has the challenge of providing management information as well as health 
statistics. If proper computer systeis are developed, the MOh will have a 
better capability of managing its financial, personnel, transport, supply and 
institutional resources. The new focus on decentralization can provide for
 
quicker, more accurate and better controlled data collection. Thus, the
 
potential of H.I.S. to supply management reports and data on health statistics 
is great.
 

There is a need for the GOK/MOH to continue to strengthe,. its capacity to 
translate policies for decentralized rural health services into action.
 
Because of the momentum established, the GOK/MCA should elaborate, without 
delay, well aefined goals and develop and implement plans of action to ensure
 
that Primary Health Care and Family Planning Services is made accessible to 
the entire population. The highest priorities should be given to underserved
 
areas and groups.
 

The IPS component of the FPSS will build upon the groundwork and
 
infrastructure developed by the IPIP. At present, a core national 
planning/management structure now exists in the MOH. A policy level steering 
committee was established in 1982, and a functioning Health Planning Working 
Group is now in place. Seven (7) Provincial arid forty-one (41) District 

e-alth Management Teams have now been formed. Intensification of efforts to 
strengthen the planning and managerial skill/performance of this planning 
management network, has been facilitated and now needs to be further expanded. 

A. PERCEIVED PROBLEM: Although significant progress has been made to date, 
planning and management of 1OH resources represent- a major constraint on the 
ability of Kenya's health sector to improve and exp-and health care delivery to 
rural populations.
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MAJOR BARRIERS INCLUDE: 

(1) The Government does not now fully utilize the personnel, facilities and 
other capabilities of non-governmental organizations as a means of reducing 
public sector burden. 

(2) The efficiency of planning and management structures at the
 
sub-district/primary care levels require considerable improvement.
 

(3) The Government does not yet fully utilize the potentials of comm,'nity
 
participation to encourage better expression of felt needs or to more fully

share the responsibility for their own health care. 

(4) The MCH has used an antiquated manual system of data collection which has
 
not been tabulateo for the past four years. Ini addition, information that
 
traditionally was gathered was limited to gross vital statistics - not
 
information useful for planning and evaluating health projects and programs.
 
Information vital to the project includes measures of health statistics (e.g.
 
population growth, birth rates, maternal/infant mortality, ates of
 
contraception ana methods used), and measures of resources management such as 
numbers of trained personnel, clinical facilities, community based resources 
supplies and cost - effective methos and delivery. 

C. OBJECTIVES: 1he main objective is to further strengthen health/population 
planning, mlanaciement, ii7,ple.ntation, evaluation and information capacities of 
the MOH especially at the sub-district/community levels in support of Primary 
Health Care/Family Planning System uevelopment. 

1. PLANNING AIM MAN.GEMENT: 

Activities in this area will include the following:
 

(a) Strengthening the Health Planning Working Group (HPIG) coordinative 
linages (including linkages with Integrated Rural Health/Family Planning 
(IRII/FP) core project team, MOH and MOF- progranning/budgeting functions; 
expanded capacity in technical areas such as management problem solving,
 
prograVproject design and development manpower and personnel planning).
 

(b) Strengthening of district management teams (including workshops or annual 
implementation planning consistent with MO-/MOFP budgeting cycles and to 
develop a supervisory infrastructure to supporc primary health care). 

(c) Assistance to the MoH in developing national guidelines and training 
district/sub-district staff in the more efficient management cf key
administrative components of the delivery system, i.e. financial controls, 
personnel, supplies, equipment maintenance, transport and health facilities. 

(d) Strengthening of district medical officers capacity to provide effective
 
input to District Development Committees and health/population sub-committee
 
(including preparation of written guidelines and organizing orientation
 
workshops).
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(e) Institutionalize MOH Health Planning Management and Evaluation curricula
 
in the syllabuses of health training institutions (including University of
 
Nairobi Department of Community Health, Medical Training Centre, Rural Health
 
Training Centres and Kenya Institute of Administration).
 

(f) Coordinate tlie adiministration and dissemination of findings research 
grants geared toward improving methods of primary care/family planning -service
 
delivery.
 

2. INFORMATION: 

In order to achieve the objective of the H.I.S. in the area of health
 
statistic to provide timely, accurate, and complete reports of morbidity,
 
mortality, family planning and nutrition 
and in the area of management to 
assist the Ministry of Health to better manage resources by providing computer
assistance in the areas of finance, personnel, supplies, equipment, transport
and health facilities the following activities will take place. 

(a) Strengthen the MOH headquarter's cubabity to design, plan, and implement
various health irformation systems by providing technical assistance, training 
of staff arid comondities 

(b) DevelK..:i:strict level ability to collect analyze and use health 
information statistics within a systems approach by training manpower at the
 
district level,
 

Developing H.I.S. offices in all districts including data processing ability;
 

(c) In order to strengthen the management of Bealth Services, systems will 
have to be developed in the areas of finance, personnel, supplies, equipment, 
transport and health facilities. These systems should operate at both
 
district and national levels. 
This effort requires technical assistance,
 
training and comodities at both headquarters and district level;
 

(d) Establish a library facility for H.I.S.;
 

(e) Develop relevant research in H.I.S. providing maintenance facilities to
 
the districts for the H.I.S. equipment;
 

(f) Provide timely printing and dissemination of reports of H.I.S. section.
 

3. PRIMARY HEALTH CARE: 

Activities in this area will include the following:
 

(a) 	 Strengthening the MOH community based health care unit, CBHCU. 
(b) 	 Strengthen the GOK/NGO community based health care coordinating
 

corittee, establisihed and functioning as part of the CBHCU.
 
(c) 	 Assess Kenya's Primary Health Care especially family planning 

activities experience to date and identify requirements to strengthen

and consolidate Primary Health Care capabilities in the MWH and NGO's. 
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(d) 	 Provide technical assistance to NGO's in cooperation with NGO
 
associations, in response to needs as identified (i.e. training of
 
trainers Community Health Workers (CHW), training of CR4 provision of 
family planning services, strengthening of management and supervisory
 
skills, etc.).
 

(e) 	 Strengthening, promotion and expansion of community based health care
 
projects (including operations research to support CHB project
 
development, a development fund (seed money) for innovative,
 
self-sustaining schemes to assist communities and organizations in
 
initiating CBHC projects i.e. community based distribution of
 
contraceptives.
 

D. EXPECTED OUTCOMES:
 

- Increased coordination between the GOK and NGO's; 
- Increased utilization by the GOK of NGO experience and resources; 
- Improved community participation in health policy decision-making; 
- Improved community participation in preventive and promotive health care;
 
- Increased community contributions to the financing of health services; 
- Improved 00K and NGO training management capabilities services; 
- Improved capability of the H1 to develop methods to coordinate budget 

forecasting, personnel forecasting, establishing priorities allocating 
resources for design, implementation and delivery of health programs; 

- improved managerlent and supervision capacity of district health management 
teams; 

- Introduction and widespread use of a comprehensive district level training
 
series on MOll planning, management and evaluation audits incorporated into
 
the training programs of relevant Kenyan health training institutions;
 

- implementation of an Information System that provides minimal data needed 
for decision-making at all levels of the system; 

- Completed research activities that facilitate the design and funding of 
projects in primary and community based health care.
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ANNEX F. SCCIAL AND BEHAVIORAL ANALYSES 

The use of contraception is only one factor that determines fertility levels. 
The same level of fertility occurs today internationally in different 
societies based on different mixes of contraception use levels and the other 
determinants of fertility. Kenya's fertility is extremely high because of a
 
combination of factors described briefly below:
 

I. EARLY AGE AT FIRST COITUS bkILhF BIRTH IINTERVALS: ihe age pattern of 
fertility plays a major role in growth rates, more or less independent of the 
above direct determinants of fertility. Kenya's overall population growth 
is attributable in significant measure to the tact that fertility begins early 
and is highest among the young, irrespective of the total number of children 
being born per woman. Time trends in this rega.d have been most unfavorable 
in recent years due to either earlier ages of ftrst sexual intercourse or to 
declining average age at menarchy. Table 2 prcvidos the hard evidence. 
Though most of the rise in fertility is directly attributable to ever shorter 
intervals between births of young women, the data suggest that sexual activity 
levels at youngest ages probably has been increasing. 

The total fertility rate (rlFR) between 1,69 and 1979 showed an increase of 
almost 4%, but the unoerlying shift in the age patterns of fertility during 
those short ten (10) years was great. Table 1. sumarizes many changes in 
Kenya very succinctly. The rapid rise in teenage fertility, and the 
substantial rises among those in the twenties are most unfavorable trends for 
reducing growth rates in the near future. 

2. PROP)RTICW MAxRRIED OR IN ACTIVE SEXUAL UNION: Prevailing sexual patterns 
involve nearly universal female participation; as in North America today, 
celibacy is rare in Kenya. In Kenya women's sexual activity tends to begin 
only a few years or even months after ovulation is established and tends to 
continue throughout most of the reproductive years. Divorce and widowhood are 
frequent by any worldwiae standaros (about one-third of first marriages are 
terminated by divorce and/or widowhood within 29 years of marriage); however, 
high rates of remarriage or subsequent unions (supported by high levels of 
polygamy) ensure that most women of reproductive age are in union at any point
 
in time.
 

3. FRET)UENCY AND PATlER11 OF COITUS: LOSS OF ABSTINENCE: Sexual frequencies 
and marriage patterns also favor high ana increasing levels of fertility in
 
Kenya. rihis subject has several aspects. Strong evidence from deutograity and 
anthropology indicates that the coital frequency of females is lower in 
polygamous arrangements than in monogamous ones. Polygam-y lowers fertility
because male time and energy are shared, because wives beyond the first tend 
to have older husbands (greater age differentials), and because polygamous 
women tend more often to have separate households sometimes at a great 
distance from each other and from the husband. 
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Table F.I. Age-Specific Fertility Rates in Kenya, 1969-79
 

Census Surveys* Census Rates of

Age Groups 1969 
 1977 1979 Increase
 

(69-79)
 

10-14 
 6 3 ­
15-19 132 
 172 179 36%
 
20-24 331 
 360 368 11%
 
25-29 337 
 373 372 10%
 
30-34 294 
 308 311 6%
 
35-39 223 
 236 226 1%
 
40-44 
 135 128 105 -22%
 
45-49 68 
 35 14 -80%
 

TFR 7.6 8.0 7.9
 
i-


These data iide available by Population Studies and Research
 
Institute; lienin, personal correspondence, 1983. Raw data are
 
available from a large 1983 National Demographic Survey but
 
have not yet been analyzed by GOK/.OFP, Central Bureau of
 
Statistics. Their tabulation will be a critical test for

confirming or denying the conclusions advanced in this paper. 

Weighted Averages of 1977 National Demographic Survey and
 
1977/78 Kenya World Fertility Survey - USAID.
 

It is not well documented, but the prevailing wisdom in Kenya seems to be that
 
monogamy has become increasingly common in recent decades. 
The spread of
 
Christian teaching is cited as the main reason; a gradual increase in the
 
relative power of women has also occurred. Monogamy entails continuous
 
cohabitation and proximity of partners, making abstinence suplemely difficult
 
and, in effect, significantly increasing the frequency of intercourse and
 
exposure for females.
 

Many cultures in Kenya used to practice post-partum abstinence for as much as

.three years while the mother was breastfeeding. The result was an average

interval between births of three to four years. 
Abstinence was probably the

single most powerful fertility regulation "method" in traditional households.
 
The practice was supportea by beliefs conveyed ritually; for example, that 
breastmilk was contaminating to men and sejen was contaminating to the
 
breastfeeding. 
These beliefs and practices have virtually disappeared in 
recent years with the effect that most women now return to coitus after

intervals of only a few weeks or months, akin to patterns throughout most of
the world touay. USAID believes that even though these trends increase 
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fertility, it is probably inappropriate for donors to encourage prolonged 
sexual abstinence of couples since it is not consistent with any of our
 
prevailing domestic behavior patterns and it is not possible to anticip te 
what other effects such programs (if successful) would have on marriage, 
sexual practices and wortmn's status. 

4. STERILITY, NATU: A;, Atli) PA'HOLCGICA,: STEADY DECLINES: As shown in Table 1 
evidence might suggest that infertility among women approaching menopause has 
been increasing. Increasing use of contraception, however, is certainly the 
main reason for the aecline. For example, the growing popularity of female 
tubal ligation indicates that women are now choosing to become infertile at 
earlier ages than would be imposed by natural processes. (Probably more than 
40,000 procedures were performed in the past seven years. ) Studies across 
sub-Saharan Africa indicate that infertility due mainly to infections and 
subsequent occlusion of tho fallopiaii tubes account for more variation in 
fertility rates than any other factor. If about 3%of women are "naturally" 
infertile during their twenties, and another 15% are infertile due to 
pathologies, this translates into an average two children fewer in thde overall 
maxinmua total fertility rate (TWR). ]mlroveuMrits in the prevention and early 
detection an treatment of sexually transmitteu aiseases are responsible in a 
significant way for the rise in fertility in Kenya in recent years, perhaps by
almost as much as one child in the TFR. Improved hygiene and treatment have 
resulted in a pathological sterility luvel of perhaps 7% today and the level 
will uiioubtably decline further in coming years, continuing to be a force Or 
increasing fertility, especially as rates oi: female circumcision continue tc 
decline. The latter trend can only be encouraged and in no way seen as an 
acceptable "passive" restraint on fertility to be tolerated or ignored.
JHPIEGQ, under AID/W funding will continue to assist 0OK and NGOs in improving 
the early detection and treatment of sexually transmitted diseases and other 
infertility factors. 

5. FETAL LOSS: LOW AND DECLlrJLNG: Rates of spontaneous abortion and 
stillbirth seem to be quite similar across cultures and peoples -- around 20 
percent of conceptions. Data are scarce in Kenya but informal evidence 
suggasts that incuced abortion is increasing. Hospital admissions records for 
treatment of incomplete abortions certainly seem to have increased over the 
past five years, based on informal interviews with gynecologists and casual 
perusal of hospital records. 

USAID will in no way support. the promotion or provision of abortion services, 
in strict accord with the cicar language of USG legislation. lie Government 
of Kenya likewise ooes not in any way sup.ort access to information or 
services.
 

6. LACTATIONAL A .E iON]IEA/DRLASTFEEI L.: Mocern nutrition education and 
promotion tavor supplemental feeding ot: infants only a few months after birth 
because it improves weight gain ano survivability. It has the unintended 
effect of diminishing breastfceding. Trends towards wage earniing among woaen 
also encourages more rigid scheauling and longer intervals between 
breastfeeoing as well as earlier weaning. he effect of all these is to 
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diminish the theintensity and duration of nipple stimulation in breastfeeding 
women and shortens the interval between parturition and the return of 
ovulation. Women enter risk of pregnancy much sooner than in past generations
because today they ovulate sooner, ana because they are more likely to be in 
active sexual union at that time due to the declines in post-partum 
abstinence.
 

The results of these changes in sexual behavior and breastfeeding combine as
shown clearly in Table i: high and increasing fertility of young woey n during
the 1970s. 'looay the level of breasU1eeding in rural areas is quite high but 
probably because it is not intensive (timing and supplementary feeding), it 
does not seem to confer very much protection from pregnancy. USAID 
consultants estimate that breastfeeding in recent years probably confers an 
average of about four to five months of effective protection per live birth. 
Fertility will almost certainly rise even more if lactational amenorrhea 
declines further. If the average conferred protection could be increased by 
even a month or two health and fertility regulation benefits would be 
measurably improvecl. 

FPSS and AID/i funded training and coFunications assistance will support all
reasonable efforts to encourage widespread retention of traditional intensive 
breastfeedi ng practices.
 

7. PRUPORTION US.ING CONTRACEPTIONJ: Figure 1 illustrates the power of
contraception in determining fertility. It shows the distribution for thirty­
two countries in 1980 of crude birth rates (CR) and percent o. married WOIlen 
of reproductive age using contraception. Kenya clearly shows a highest
fertility pattern, lowest use levels and poor effectiveness in use of 
contraception. Uverall, in this linear relationship, every percentag(.. point
increase in prevalence of use of contraception on the average lowers CBR by

about 0.4 births; or, each point reduction in CBR correlates with an average

increase of 2.5% in the prevalence of use of methods.
 

The types of mnethiods used, the age distribution of use and the average
effectiveness of in applying the methodscouples are all crucial to the actual 
ferti.ity effects in particular settings. Kenya's outlying position in 1979
 
with respect to the regression line suggests three possibilities: (1) at

unusual convergence of high fertility factors other than contraception (as

argued earlier and especially because of low abortion rates), (2) unusually
 
poor or ineffective use of methods, and/or (3) reliance on comparatively
ineffective methods. Probably all three factors apply. Kenya's worst 

.possible position in international comparisons indicates that special efforts 
should be made to improve the use-effectiveness of contraception in Kenya, a
point that has been stressed by the Ministry of I4alth in its persistent 
concern about "continuation rates" on methods which are definitely low by
international comparisons. 

Great effort will need to be devoted to community outreach to find and counsel

those who "drop out" of programs. his issue is critical in the case of c
 
users. Cormunity-based programs should be the key to bringing Kenya's overall
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program performance closer to international standards (see Fig. 3). thc 
discontinuation rate problem appears to be so great in Kenya that approaches 
to follow-up must forn a core part of the strategy for CBD from the inception 
of the new ana expanded programs. 

8. IMPEDIMEHIS ANlD CONSTJAIN'iS ARE MAIOR AND IUhEROUS: Until very recently 
most observers -- Kenyans ano outsioers alike -- have said that rapid 
fertility decline simply will not be possible for many years to come in 
Kenya. Tihey cite persuasive reasons, incluaing: 

1. traditionally high fertility values based on strong beliefs regarding
 
under-population, and on sometimes competitive clan and ethnic loyalties;
 

2. indifference and even hostility to "imported" family planning concepts 
and methods, cspocially crn the part of males; 

3. unfulfilled economic, educational and health aspirations;
 

4. "low" status and power of women in society;
 

5. need for children's labor in rural economies;
 

6. lack of assured security in old age corbined with a deep seated 
traditional experience of high loss of infants and children; 

7. rural, dispersed living conditions that make information and service
 
delivery difficult;
 

8. an attitude that all efforts have so far "failed," and the "situation 
is hopeless"; the futility synarome; 

9. pervasive rumors and misinformation among both women and men about the
 
dangers and side effects of modern contraceptive methods;
 

10. apprehension that easy accessibility to fertility regulation methods
 
will be abused by the youth, undermine their morality, reduce discipline,
 
and favor sexual promiscuity and prostitution.
 

11. administrative and managerial constraints and the comparative lack of
 
GOK tangible commitmant of finances and manager;Int.
 

A study by the Family Planning Association of Kenya in 1979 and several 
background studies preparecu for USAIb in 1.984 inaicate that: (1) most health 
outreach facilities and paramedic personnel do not yet provide contraception 
services; (2) most outlets with family planning have limited hours of service 
per week; (3) shortages of contraceptives occur; and (4)most comm.on and 
problematic, clients frequently face long waiting at delivery points for
 
family planning services. Almost all field studies have remarked on the fact
 
that many women who come to clinics and hospitals for family planning services 
actually leave without obtaining help.
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The list of impediments and constraints is long indeed, the foregoing
including only major ones. ,ven some of the most ardent supporters of family 
planning understandably feel pessimistic.
 

C. Wh,'[4CLUSION: Lespite the foregoing facts and prevailing opinions USAID has 
concluded, based on a year of thorough assessments backgroun.s studies, and 
evaluations that conoitions now favor realization of long-established
 
Governlment goals of ruoucua population growth. Studies show that awareness of 
family planning has been high in Kenya since the id 1970s. Recent trends 
suggcst that m:ore aad more couples are using effective regulation methods and
 
that fertility aeclines already are underway at least among older women (Ref. 
4).
 

Between 1977 and 1984 the percent of fertile-aged married couples who rel)rted 
practicing some method of fertility regulation increased from 6.7% to about 
10i, baseo on prcliminary 1:inoirngs from a major national sample survey.o,,erall 
use rates for n:othods seem to be increasing at about 10% percent each year 
despite the constraints listed above, apparently "de:ianu" driven. 

During 1983 several baseline surveys were undertaken in jxt<ar rural areas prior 
to the introuuction oL ccLuynity-basucd services delivery studies. These 
studies showed thut awareness levels were high and that use levels were higher 
than those p~uvioialy estirotwu in rural areas. lAuise pilot projects have 
also shon',,1 that th'e levels of use oil contraception increase with 
accessibility, an6 chat there are no serious political issues at the local
 
level; to the contrary, ost pro3ect personel have encounteredi supportive 
communi ties.
 

Thllere are long waiting lists for free tubal ligation services at many of the 
provincial an district hospitals where the service is offered. Between 1969
 
and 1979 fertility aImong women aged 40 ana above declined about 50%, a 
phenoLenon almost always occuring in societies as they begin sustained 
fertility decline. We take all of the foregoing to constitute evidence of
 
substantial and growing demand for services. rihese observations provide a
 
main basis for deciding upon an assistance strategy and a major project that
 
stresses making high quality odern contraaeption services more equitably
 
accessible.
 

USAID and the Government of Kenya agree on prioritie-s in family planning and 
its oveLall signif:icance to development. Virtually everyone representing

major bilateral and multi-lateral donors is in ful1 agreement with current GOK 
emphasis on reduciig population growth by increasing family planning and 
fertility regulation services. USAID believes that the only effective option
in Kenya is also the one that characterizes the U.S.A, as well as all of the 
many documentud internationa.l cases of successful fertility reduction in both
 
inoustrial and ucveloping societies: access to and use of safe and erfective
 
contraception. Further social analyses anu rationals for the FPSS may be
 
found in the USAlD Strategy Paper on family planning ano fertility reauction.
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ANNEX G. EONOMIC ANALYSIS 

1. I1 TRODUCTIO,: As will be seen from the discussion to follow, findings
 
from recent studies (e.g., IBD 1980, 1981) leave little doubt that
 
signficantly lowering population growth rates in Kenya by the end of the
 
century can make a vital contribution to social anG economic developrment. 
Indeed, according to IBRD 1983 (p. 73), "... if population growth does not 
slow down dramatically by the end of the century there is no solution to 
Kenya's develop:mnt dilenna." it is hard to imagine a statement which could 
convey more urgency with respect to the need for prompt and majur fertility 
reduction in Kenya:. If this assessment is probably correct (arJ there is no 
reason to assume that it is not), then a successfully implemei ted FPSS project 
and the larger effort of which it is an integral part must be regarded as 
making a crucial contribution to solution to the Kenyan develupiment problem. 

2. PKPUJATION CR(AII'l AND ECuhU1IIC DEVEL(p0iENT: In recent words ot the World 
Bank (]lbRD 1984, p°4U) ".... rapid population growth is, abive all, a 
developir nt problem." The indiviouals who coraltise a nation's population are 
at once the producers ano coi -sumersof that nation's outpp't of goods and 
services. Consequently, the relationship between population growth rates and 
economic developent (measu red, say, as increases in per capital GNP) is not a 
simple or straightforwarci oine. 

Indeed, an attempt fully to explore these relationships would entail an 
attempt to construct and estimate an elaborate economextric mooel. 
Fortunately, resort to such an analysis is not necessary to reach the 
conclusion that, with Kenya's rapid rates of population growth, positive
 
effects of labor force growth on aggregate output are not enough to offset the 
drag of population growth on growth of per capita income. (IBRD 1980, pp. 
42-43). rlius, reouctions in fertility rates by FSS activities can be 
expected to yield benefits to the population of Kenya in the t.orr of per 
capita incomes higher than they otherwise would have been. And, it is 
important to recognize that there will he additional benefits from slowing the 
rate of growth of Kenya's population -- notably, better service to the GOK's 
distributional objectives and favorable consequences for the health status of 
mothers and children (see discussion to follow). 

CONSEQUFINCFS OF KENYA'S POPULIJON GRO'WrH FOR q'IE E(X),OM1 
AND SOME B[TE.I'IS CO" FF'S 

IBIRD 1980 thoroughly analyzes the impact of Kenya's Copulation growth on the 
econory unner several p.Dopal.ation growth-rate projections. Usually, the 
economic-iripact comparisons are of the outcomes that woula obtain with 
constant fertility at present levels (THU assumed to be 8.0) until 2000 
compared witL. the outcomes that woulo obtain under greatly reduced fertility 
rates (Pro3ections 3 and 4). To achieve the reductions in fertility rates 
assumed by Pro3ections 3 ann 4 will require, in the view of the study, 
vigorous implementation of a comprehensive fertility control program which as 
described in the stuoy is very similar to the large, multi-donor program to 
reduce fertility rates in Kenya proposea by USAID and of which FPSS is to be 
an integral part (See USAID 1985). 
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All in all, the IBRD scenario and that conteplated by USAID are similar 
enough to make it reasonable to take the IBRD findings as an estimate of the 
benefits to be expected from irpleinting FPSS and the larger fertility 
regulation program of which it is an integral part as compared with what would 
otherw.ise obtain. 

:BRD 1980 idaentities a nuiaber of important effects of rapid population growth 

on the economy of Kenya viz: 

1. tie effect of dimiunishing returns in agriculture associated 

population-growth pressure on the land and other natural resources, with tends 
to lower agricultural output per head. 

A good surary evaluation of thre importance of the agriculture sector to
 
economic daveloyynu in minya anl tlre irplicatlons of rapid population
 
growth for this sector is provioed by IBRD 1983 (pp.64,73):
 

"Ihere can be no uoUbt that for the foreseeable future the evolution of
 
Kenyan agriculture will be the key to the country's development ....
 

There are no technical problems to expanding output and emplorlrent 
sufficiently to acco;:,tdate population growth through the rest of the 
century. It will, however, Lequire major investment to expand land areas, 
difficult political decision to redistribute land, and irprovements in 
policy an(,, developI:ent supporting institutions to encourage intensification 
of lana use. Powevur, if po uation growth does not slow down dramatically 
by the enr ot the c<fntu-y tLhere is no solution to Kenya's development 
dileiio. " (emipasii s Siplioa) 

As we remarked at tihe outset, it is hara to imagine a statement which could 
convey Liore urjency with respect to the need for prorpt and major fertility 
reduction in Kenya. It would seen obvious that even if the probability that 
this assessment is correct is considerably less than 1.0 the expected value of 
benefits to fertility reduction in Kenya must far outweiqh the modest resource 
coru.tnment proposed for FPSS and the larger fertility control effort of which 
it is an integral part. 

2. The effect of labor force growth on the aggregate employment situation. 

1BRD 1980 presents findings (p. 68, Table 3.3) from which one may estimate 
that successful i,4p)lm;ontion of 'ISS and the larger fertility control
 
efforts of which it is an integral part will mean a Kenya labor force smaller
 
by 1,840,000 in the year 2UUU ana smallet by 5,629,000 in the year 201U than 
it otherwise would be (i.e., were current fertility rates to remain constant 
at present levels).
 

An IBRI) 1980 points out (p.iv), the Kenya economy could not provide gainful 
eiploy rent for all its workers during the past decade when GDP growth was on 
the order of 6.5%/year. It is a reasonable assumption that constant-fertility 
acceleration in labor-force growth rates would further complicate the 
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employment problem over the 1985 ­ 2000 interval. A potentially substantial
benefit to successful implementation of FPSS will be represented by what IBRD
1980 characterizes as the self-evident attractiveness of the low fertility

scenario from the employment standpoint, viz:
 

"A larger prooortion of workers can expect to be in the high wage modern
sector. The absolute nu:1ber trying to earn a livelihood in the rest ofeconomy will be smaller, thereby diminishing somewhat the severity of 
the 

competition for 
jobs which generate income above the poverty level." 
the 

In sum, successful implejentation of FPSS and the larger fertility controleffort of which it is a part can be expected to yield substantial benefits of
a peculiarly important kina for the quality ot social and economic developentin Kenya in the lorm of income iu6lities less than they otherwise would havebeen and "invisible undercp:mploy ,nt" le::;s than it otherwise would have been. 

3. The effect of po:ulation growth on the pattern of public expenditures,
especially with regard to basic 
uian needs objectives. 

TABLE G.I. */ SAVINGC IN GUMIEU114T RE.SOUFCES NEDED rTO MEETBASIC NEEDS IF ThE TFR DECLINES 1O 4.0 IN 2000 PATHER THANRE.AINI1." CONSTANT AT PRP.SENT ILVLLS - 1985-2000 

(KL million, 1970 prices) 
Education Health Urban housing Rural Water qotal
 

1085-90 
 7.43 9.23 
 20.15 
 7.45
 

1990-95 
 55.05 18.46 
 50.06 
 10.28
 

1995-2000 
 138.38 35.64 
 107.82 
 12.44
 

Total 
 200.87 
 63.33 178.03 
 30.17 472.40
 

*/ Source: Adapted from IBRD 1980, p. 115, Table 4.25
 
As IBRD 1980 enqhasizes, these order of magiituue estimates should be regarded

as minima.
 

EVen so, the total saving is substantial, aroujting to KL 472.40 million in1970 prices or about KL 1.:400h in 
current prices. USAID has put the 1905 
-
2000 total cost of a fertility control procam wilich can meet these fertilityreduction targets at about USSS o million or about KL 400 million (1985
prices, currant exchanqe rates). Clearly, even it the G6K picked up the totalcost of the fertility-conLrol program from its own resources, it would come
out well ahead in terms of its own rfsouuLces rcoup a -- by about KL 1.0billion over tfLh periou. O)k-ating-buu<.t savings of this kind are of course
important, but the major benefit of the fortiity-control program fromCOKS point of vie:w is to bz m2asureu in terms of the il;jxmtus it can give 
the 

tothe social anu economic devclo:iit ct Kenya. 
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Also it seems clear that without a sharp decline in population growth rates, 
the prospects for significant improvement in the level of basic services per 
capita in Kenya are remote. This is particularly important in the case of 
education services where rapid labor force growth combinel with diminishing 
education opportunities is likely to exacerbate income inequalities, 

4. The effect of population growth as a bar to capital deepening. 

IBRD 1984 (pp. 43 et seq. ) directs attention to this important relationship 
between rapid population growth and economic development. I-or per capita 
incomes to rise, investei,nt in physical and hLn.an capital needs to grow faster 
than the labor force such that capitai per person and per member of the labor 
force increases, i.e., such that so-called "capital deepening" takes place. 

Rapia population growtl works again.st capital deepening in various ways and 
therefore works against increases in income per capita. Where, as ill Kenya, 
the labor force is grow.qillq rapidly, the stock of capital must increase rapidly 
just to Tmaintain capital per worker and current productivity. Sinilarly, 
rapid increases in the school age ypo)ulation call for rapid increases in 
resources co! aitted to education even to maintain resources per stuent at 
existing levels. IBRD 1964 (p. 44) sets out the "awkward choices" el,tailed, 
viz: 

"COuntries such as Fetnya face a doubling or tripling of their school age 
population by the end of the ce-'ntury. 'ihe main ijiplication is clear. More 
school-age chiluren require more sipending on eduction, even if tne 
ob3ective is just to maintain current enrollment rats ano stanuards. As 
most developing countries want to improve their schools quantitatively and 
qualitatively, they will have to generate miore national savings or curtail 
other inLvet-,Ments in, for exaple, power anl! transport. If a country is 
unwilling or unable to make these sacrifices, spending must be spread over a 
larger gruup, of school chilorlrn (to the detrimient of the qualit.y of 
education); otherwise a growing nunder of chilaren have to be exclided." 

Suimary of }3eniefits to Fertility Peduction in ke:nya and of the Costwortniness 
of Explxndit:ur e to Achi evu thei by Imf ,;sentation ot 1PSS ano the larger 
Fertility Cuntrol Progjram ot whici it is a -1Part 

We have elucidated these propositions: That rapid population growth i s above 
all a cdevelopient problem. hat in Lenya rapid population growth is es:erting 
a m-,ajor drag on economic dO social du've[lop,-znt. That, therefore, significant 
reductions in iertility ra _es in lenya will yield important benefits in the 
form of ioro rapid and higIher quality economic acd social dIevulo'pment. And 
that, therelore, it is in these teriia that the benefits to implementation of 
the FPSS project and t1'e larger fertility control effort of which it is a part 
are to be conceptualizeci and measured. 
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To obtain these benefits, resource commitment at the modest rates contemplated 
for FPSS and tie larger fertility control effort of which it is a part Lust be 

regarded as costworthy. As noted, USAID has reckoneo the 15-year total 
effort at about the equivalent ofexpenditure for the larger fertility control 

KL 400 million (at current exchange rates, 1985 prices) or about KL 27.0 

million a year on average over the period. ahe contemplateo project will be 

largely donor financed. owver, one way to get sone sense of the mooest rate 
of resource coiru.u:dtent conLL.platd for these fertility-control activities is 
to compare it with the overall fiscal capacity o1 the GOK. Currently, GOK 
current revenue is about i 1.0 billion. Thus, in the early years of the 

fertility reouctiol program, spending at the average rate per year would 
amount to about oinly 2.7% of COK current revenue. Since the Keniyan economy 
will be growin g ouring this pterioa, Lie real buruen of the fertility-control 
program Will e a.ceasing ouring this puriod. we assLu:e that the economyc it 
grows at, say 4.0! par year on avurage ourin this pur iou ano thiat GUK current 
revenue grows at this savm rate, by 2UUU spending at the average rate per year 
for the fertility reOUietion pr ogra!. would aLount to only about 1.6% of current 
GOK revenue -- tLhe dverage, over the whole period is 2.2%. 

COST- :FFECTIVMI 1,S ADI ILAST-WST 1iAJYSIS OF PRUi;N.A.S TO 

REDUCE i(,.U LAn (KiF<tA.': u h ,.i 

It is much easier to skatch the general logic and general nature of C/E, 
least-cost analysis than it is to apply such analysis in any r:eaningful.
 
(non-trivial) ',' to roject' such as fertility control projects. It will 

greatly inform our analysis in this domnain to considor some of the problems. 

(ne major problem is that for frtility-control-program outpuLts defined in 
ways of- priv ry interest for evaluation of prclect performance (ways that 
speak to the actual impact ol the project on fertility rates) -- such as 
couple years of protection (CYPs) -- the production functions are known only 
in a very general way. This is so in prt because project output in these 
uti]Azation-of-services terms d2p--ends not oily on supply events but also 
deiand events --- oei;'ana for fertility reouction in general, and, given that 

kind of aemana, aemana for one or anothor of the various fertility-reauction 
goods and services. 

Responding to these circurnstances, the project will feature activities to 
create (emand tor fertility reduction (experts are in agreement that in the
 
case of kenya i:ajor reauctio;s in fertility rates are unlikely without major 
changes in prelorenc-s, attitudes ano b.havior on the demand sice of the 
market). 41, tKe prujct will feature a large menu of fertility--reouction 
good's ano servILces to L- AUIruced my the, various project coi.nentns. in the 

initial design of FPS'3, an inlori -u juoqrMi,: has been made that the proiposed 

mix of project coplnents in this sense is probably optimal. but, of course, 
in the nature of this program, what con;Iiination of program activities and 
components will actually rnximize output in terms of CYIs cannot be known with 
anything like certainty at Lii iS point. 
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Service to least-cost objectives is no simple matter for a project of this 
kind. Because of uncertainties on the demand siae of the market, much ot this 
service must be detived fromi an optimlizing strategy oi on-going project 
management once it has been launched. 

The different project ccmponents will each deliver a CYP at rather different 
unit costs. iowever, in the instant case, a CYP secured with even the highest 
cost component activity is regarced as worth it in terms of benefits realized 
if there is no less costly way to secure that CYP. With this proviso, we can 
take as the objective of the project maximizing project output measured in 
terrs of CYPs. 

Pursuant to this objective, FPSS features, as it should, a quite wide array of 
contraceptive goods and services to be provided through a numiber of different 
delivery systmirs -- thus seek;ing to cater to the preferences and locations of 
the o(tential custo;:c:rs. 'ihis is ne=cessary to get the kind of exFosure and 
provide the kino of access nccessdry to riaxinize projfect output. That is, 
although as notea, soI: of the project activities in the array will cieliver a 
CYP at less cost than others, it woulo make no sense at all in the initial 
design of the project to put all our eggs in the least-cost of these basket-, 
so to speak. After a]I, the custor.:rs may prefer the eggs in other baskets 
and its utilization of these services that we're after, not just the capacity 
to provide lowest cost services if anybouy happens to want them. Crice the 
project is launched, the project will ruxuire some budgct flexibility. That 
is, within the bouns allowed by th.ose initial coMm:itI.ents necessary to 
il.emplurPent the various rc(gram c01:{o01nts, the total IFPS budget should feature 
flexibility to move resources froi one project coilIonent activity to another 
dupending up)on uCru1,na for the product ot each component and depenciing upon the 
least-cost way of serving that dUI:CaJci. 

It would be ideal. if once the project is launched it turns out that demand at 
high levels is stressing capacity on the supli-AY siCe -- the project could 
reallocate resources on tie margin to the least cost of those component 
activities ,'here leralrnd calls for additional resources. however, we miust be 
prepared for the cont-incency that things may not work out this way, 
particularly in the early years of project life. 

in the relevant future the deruind picture may feature (1) continued low level 
demand or (2) a substantial and rather sudden increase in cenvnd. As FPSS 

project docLu;mentation has stressed, it takes long time to get a high quality 
supply systeL: in place. FPSS coula adopt either of two strategies: (I) build 
a comprehensive coverage supply systm, even though this may entail building 
excess capacity as we go along or (2) limit supply system capacity iiore or 
less to current demanu as we go alonig. Which strategy sihouL FI-Ss elect? 
Whis is a oumain in which, it nmay be urgea, rationality calls for electing the 
one of these strategies with the best of tI-Y worst outcom:ies (i.e., appeal to 
the maxinim uecision criterion). It we go with FPSS strategy (1) and the 
demand picture turns out to feature Demand (i) this would be a 
disapp.oint].nt. It woulo surely be a far better worst outcome, however, than 
it we went with FPSS st-rategy (2) and the demand picture turns out to feature 
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Demand (2) -- for in this case we would confront perhaps substantial excess 
demand for fertility-control services which the project could not respond

adequately to for perhaps several years. As previously remarked, this kind of 
delay in the initiation of any given fertility-control regiiiwen can have a 
large impact upon the ultifate stable size of the population, in this sense,
FPSS sLrategy (2) would have entailed missing a goloen opportunity. 

tie have been at some length to make this point as a hedge against what could 
well be an unfortunate iisutdur .;tanding from the point of view of 
cost-2ffectiveness evaluation of FPSS. ']hus, the possibility of excess 
capacity issue, while of great interest from the point of view of 
prognosticating future population events in Kenya, cannot be considered 
aecisive for project approval. 
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ANNEX H. IMPLEMENTATION SCHEDULE 

ANNEX TABLE H.l: MAIN FPSS IMPLEMENTATION SCHEDULE (YEAR 1, YEARS 2-3, YEARS 4-7) 

EVENIS BY USG FY 86 QUARTER 

ELEMENT 1ST' QUARTEiR 2ND QUARTER 3RD QUARTER 4TH QUARTER 

Procurement of Complete logistics 
 Purchase orders Import 
 Import

Contraceptives review
 

Complete PIO/C for
 
1986 and 1987
 

1. Clinical Training/ Complete PIL to MWH Coi:pleteo PIO/T and Participant training Training PIO/PsSupport and Amenaijent to (PIO/Ps) 
I1NIRAH Cooperating 
Agency 

2. Voluntary Surgical Complete CA with AVSC Coi Tplete registraLion PIL to MOH Establish AVSC RegionalContraceptives 
 Regional Office; New sub-agreements Office
 
Corplete CA with NGCs and Missions New Subagreements under 

John now 
 John S-iow order
 
equipment for all 
sectors
 

3. Commuunity Services Complete CA with Coi;.plete PIL with ,OH; 
Pathfinder MOR new guidelines 

on methods
 

4. Subsidized Marketing 
 GOK registers new GOK amends OC 
 Product launch
 
organization guidleines on
 

retailers
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ELEMENT IST QUARTER 2ND QUARTEF 3RD QUARTER 4TH QUARTER 

5. Ovulation 

Awareness/NFP 

Complete PIO/T, 

IFFLP 

to Sub-agreements 

completed 
Complete 

6. NCPD Administration Complete PIL to NCPD Complete NCPD staffing Complete PIO/T to GOK decides NCPD status 
plan IIJPLAN re NOHA vrs. 

7. NCPD Policy/Plan/ 
Evaluation 

Complete PIL to NCPD Complete 
I NPLAN 

CA with Select H.C. 
contractor 

Permanent Coiurnission 

Select H.C. contractor 

PIO/T for policy TA 
Training begins 

PIO/T for 
Training 

Evaluation TA 

8. N'CPD IE & C Complete PIO/T to 
John Snow, Inc. 

Complete PIO/T to 
NCPD 

Complete PIO/T to 
PCS 

Select H.C. contractor 
Prepare forward year 
donor budgets 

9. MOH Information/ 
Plan 

Complete PIL for H.C. 
contractor to MOH 

Complete new H.C. 
contractor 

and issue RFP 
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AN4EX TABLE H. 2: MAIN FPSS IMPI14ENTATION SCHEDULE (YEARS 2 -7) 

EVENTS BY PROJECT YEARS (2 -7) 

PROJECT ELEMENT YEAR 2 (1987) YEARS 3-4 (1988-1989) YEARS 5-7 (1990-4992) 

Procurement of Contraceptives 

1. Clinical Training/Support 

2. Voluntary Surgical 
Contraception 

3. Community Services 

4. Subsidized Marketing 

Complete PIO/C and " 
purchase orders for 1988. 

Monitor logistics 
evaluations 

Revisions to nursing 

curriculum implemented. 
PIO/Ps for training. 
ECN and KRN training 
expanded to 5 new sites. 

VSC sub agreements with 
NGOs and Missions all 
completed; JSI sub 
agreements completed. 

MOH national program 
completed 

Expansion ot CBS to 15 
district level. 
organization with DEC 
sub-comittees and GOK 
budget through MOH. 

Program implementation 
(SOMARC resident TA 
withdrawn) 

Complete PIO/Cs and 
purchase orders for 1989. 
Monitor logistics: FPSS 
Monitor logistics 
PTO/Ps or training. 

FPSS evaluations 

Hospital facilities 
completed, equipped; 
training completed 
FPSS evaluation. 

2nd PIL to GOK for CBS. 
CBS project detailed 
evaluation. 

FPSS evaluation. 

SCM detailed evaluation. 
SCM support from SOMARc 

shifts to FPSS. 
FPSS evaluation. 

Complete PIO/Cs and 
purchase orders for 
1991 and 1992. 

P1O/Ps for training 

VSC program iuplementatior 

3rd PIL to GOK for CBS 
activities 

FPSS funding begins, local 
contract. 
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PROJECT ELEMENT 


5. Ovulation Awareness/NFP 


6. NCPD Administration 


7. NCPD Policy/Planning/ 

Evaluation 


8. NCPD IE & C 


9. MOH Information/Planning 


YEAR 2 (1987) 


Program implementation 


New NCPD administration 

begins 


1984 National Demographic 

Survey analyses ccpleted 

National FP strategy 


completed, 

FPSS evaluation design 

completed
 

TA contracts i.'plemented, 
audience impact evaluation. 


UNFPA and IBRD support
 
arranged
 

Seminars, workshops and 

training are implemented 
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YEARS 3-4 (1988-1989) 


OA/UFP final evaluation/
 
FPSS termination.
 

FPSS evaluation.
 

FPSS contribution to 

salary/support declines. 


FPSS evaluation 


Contraceptive Prevalence 

Survey.
 

Overall evaluation
 
coordination.
 

FPSS evaluation.
 

FPSS supports ends.
 
FPSS evaluation.
 

All training completed.
 
Final evaluation of
 

this co-monent.
 
FPSS evaluation.
 

YEARS 5-7 (1990-1992)
 

FPSS contribution to
 
NCPD ends in 1991.
 
GOK assumes greater
 
budgeting support.
 

Final FPSS evaluation
 



ANNEX I. REQUEST FOR APPROVTAL OF NOW-COMPETIVE ASSISTANCE AARD
 

PROBLEM: Approval is needed to authorize an amendifent of John snow 
International's Cooperative Grant Agreement to increase the scope of 
activities and funding authorized.
 

DISCUSSION: After a competitive selection was held, John Snow International 
(JSI) received a Cooperative Grant Agreement under A.I.D. 's Private Sector 
Family PlannLng Project (PSFP) (615-0223) in an amount of four and half 
million dollars to establish family planning service delivery within major

private sector factory and plantation clinics operated by elployers. JSI is 
responsible tor initiating and supporting family planning service delivery at 
forty to fifty sites or clinics servicng 30,000 clients by the end of project
in August 1987. JSI is well ahead of the project's schedule in introducing
and supporting family planning services to clinics. 1}wever, the Cooperative 
Agreement did not provide any funds for Information, Education and 
Communication (IE&C) activities; or for Voluntary Surgical Contraception (VSC) 
activities.
 

Under the Family Planning Services aid Support Project (615-0223) it is 
proposed to increase JSI's Cooperative Agreement by Sl,202,000. This would 
allow $192,000 for IE&C activities, such as the printing of posters and 
pa-mphlets relating to family planning services to encourage clients of the 
private sector clinics to utilize the family planning services being offered 
by the FPPS project. It would also allow for $1,010,00 to support the
 
addition of VSC service activities in the clinics currently supported by JSI 
for other family planning services under the PSFP project, and partially or 
fully compensate other private sector clinics and physicians for their costs
 
to deliver VSC services.
 

It is not reasonable to engage the services of an organization other than JSI 
to deliver these IE&C and VSC services to the same clinics where JSI is 
already working. JSI has already estaolished family planning service delivery 
at most of the same clinics that will require IE&C and VSC activities under 
this project. These new activities are an extension of the activities already 
being undertaken by JSI, in which JSI has a demonstrated competance. JSI 
already has a good working relationship with the clinic's management and 
personnel. JSI has demonstrated its competance to obtain IE&C services, 
because after JSI discovered that their Cooperative Agreement included no 
funds to inform potential clients of the family planning services offered, 
JSI, using other donors funds, arrangect for artists workshops which produced a 
series of highly acclaime d posters. hus, JSI, alread, liaises with most of 
the Kenyan artists who would prepare the IE&C materials. Likewise, for the 
VSC services, it would be unreasonab.e to engage the services of an 
organization other than JSI to proviae these services because of the excellent 
working relationship that JSI has engendered with the clinics where it works. 

REOXMI-4NDATIONS: rllat, as part of the FPSS project aporoval, authority be 
given to the USAID/Kenya Mission to amend the JST Coo.perative Agreement by an 
amount not to exceed $1,202,000 to provide both IEC aid VSC services without 
competition.
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ANNEX J
 

PRQJECT AUTHORIZATION
 

Name of Country: Kenya 

Name of Project: Family Planning Services & Support 

Number of Project: 615-0232 

1. Pursuant to Section 104 of the Foreiqn Assistance Act of 1961, as amended,
I hereby authorize the Family Planning Services and Support Project involving
planned obligations of not to exceed $43.0 million in grant funds over a seven-year period from date of authorization subject to the availability of
funds in accordance with the A.I.D. OYB/allotment process, to help infinancing foreign exchange and local currency costs for the project. The
planned life of project will be seven years from the date of initial 
obligation.
 

2. The Project consists of various activities to improve and expand familyplanning service delivery throughout Kenya and to increase Kenya public and
private capacity to support and promote family planning. A.I.D. will financetechnical assistance, training, commodities and equipment, logistical support,
operating expenses and other costs of the project. 

3. The Project Agreement, whid may be negotiated and executed by theofficer(s) to whom such authority has been delegated in accordance with A.I.D.regulations and Ilegations of Authority,. shall be subject to the followingessential terms and covenants and major conditions, together with such other 
terms and conditions as A.I.D. may deem appropriate. 

a. Source and Origin of Co~modities, Nationality of Services 

Commodities financed by A.I.D. under the project shall have their source and origin in the Cooperating Country or in the United States,
except as A.I.D. may otherwise agree in writing. Except for ocean

shipping, the suppliers of commodities or services shall have the
 
Cooperating Country of the United States as the'r place of

nationality, except as A.I.D. may otherwise agree in writing. Ocean
shipping financea by A.I.D. under the project shall, except as A.I.D.
 
may otherwise agree in writing, be financed only on flag vessels of
 
the United States.
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b. Owrditions Precedent
 

1. Prior to the first disbursement of funds, or to the issuance of
 

comitment documentation with respect thereto, the Cooperating Country
 

will provide in form and substance satisfictory to A.I.D., evidence that
 

the Government of Kenya (0OK) has published a notice in the GOK Gazette 

specifying that all project fundee coi~unodities, including those iriported 

into Kenya by organizations under contract with or financed by A.I.D. or 

the GOK to perform work in Kenya in connection with the Project and those 

imported by the employees of such organizations for their personal use, 

will enter Kenya free of all duties ano taxes. 

2. Prior to disbursement for subsidized comnercial marketing activities,
 

or to the issuance of cormiitment docuentation with respect thereto, the 

Cool'erating Country will furnish to A.I.D., in form and substance 

satisfactory to A.I.D.: 

a. liience that an organization has been established and registered 
under the laws of Kenya to aistribute for sale at subsidized retail 
prices family planning contraceptives; and 

b. Evidence that GU,' has gazetted a reclassification of retail 
outlets that includes a clear and simplified system for licensing 

retail outlets to sell COK authorized oral contraceptives. The 
liccnsing system.1 will include a rcquireKent for certified retailer 

training to assure that prospective clients are screened for 
acontraindications and referred to medical personnel within 

specified tine period, if appropriate. 

3. Prior to disbursement of funds to purchase oral contraceptives, or to 
the issuance of corm:itment documentation with respect thereto, the 
Cooperating Country will furnish to A.I.D., in form and substance 
satisfactory Lo A.I.D., eviaence that GOK has published specific 
guidelines governing the aistribution of oral contraceptives so that 

trained and certified coimmiiiunity leaders may dispense this method of 
contraception.
 

4. Prior to disbursement to meet the costs of clinical training support 
to be furnished or cc-ntracted for by GOK, or to the issuance of commitment 

documentation with respect thereto, the Cooperating Country will furnish 
to A.I.D. in satisfactory form and substance, a clinical training plan
 
which covers the period for which disbursemlent is requested. 

5. Prior to disbursement subsequent to August 1, 1986 for any activities 

under the project (except for disbursements to third parties pursuant to 
corruftitments made to them prior to August 1, 1986), or to the issuance of 

commit:.tent documents with respect thereto, the Cooperating Country will 
furnish to A.l.D., in form and substance satisfactory to A.I.D., evidence 

that the GOK has budgeted funds in the 1986/87 Development Budget in 
amounts required to assure prompt and complete funding of all local costs 

of 0OK supported elements of all project activities (as described in the 
amplified project description).
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6. Prior to disbursement subsequent to August 1, 1986, for any National 
Council for Population and W)velopnent (NCPD) Administration; NCPD Policy,
 
Planning, and Evaluation; or NCPD Information and Corunication activities
 
under the project (except for disbursements to third parties pursuant to
 
commitments made to them prior to August 1, 1986), or to the issuance of
 
conmlitment documents with respect thereto, the Cooperating Country will
 
furnish to A.I.D., in form and -,ubstarce satisfactory to A.I.D.: 

a. Evidence that the Cooperating Country, by Presidential Order or
 
by legislative action, has established the Secretariat of the 
National Council for Population and Dlevelopment as a Perimanent 
Commission which shall be empowered to discharge the duties of the 
current Secretariat.
 

b. Evidence that a full-time person has been appointed to be 
Executive DIrector of the Covmnission and Secretariat of the NCPD.
 

c. Covenants 

The Cooperating Country will be required to covenant anc agree as follows: 

1. The Cooperating Country will, within the first year of the Project, 
expand and strengthen the authorities of the N,1ational Council for 
Population and Development (N'CPD) in such a manner that IICPD can direct 
overall GOK inter-ministerial planning and program development; plan and 
obtain the necessary resource allocations (personnel and financial); 
monitor and evaluate the progress of the different elements of the 
national family planning program; and report directly to GOK top 
leadership.
 

2. In those districts unaertaking organized cormunity-based service 
delivery, the Cooperating Country will form Population and eveloTnent (or 
Family Planninc) Sub-Co~amittces of the District Development Coi:mittees, 
which will consist of appropriate officials and comunity leaders, such
 
sub-coimittees to annually prepare work plans and budgets for GOK funding 
of local costs for family planning activities. 

3. The Cooperating Country will operate, maintain and repair project
 
equipment in conformity with sound operational, financial and
 
administrative practices and in such a manner as to ensure the continuing
 
and successful achievement of the purposes of the project. Inventory and
 
distribution records for all project financea contraceptives and other 
expendible supplies will be maintained in accordance with generally 
accepted practices and proceaures consistently applied. 

4. The Cooperating Country will throughout the project budget funds in 
amounts required to assure prompt and full funding for all GOK financed 
elements of the project.
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responsibility for5. The Cooperating Country agrees to gradually assun 
payment of the recurrent costs of salaries and personal emoluments of NCPD
 

Unless otherwiseadministration beginning in year three of the project. 


agreed by A.I.D., the amount of costs asswumed will be equal to 20 percent
 

of the costs in year three and will increase by 20 percent each year
 

thereafter until year seven of the project.
 

d. Waivers
 

As justified in Annex I of the Project Paper, the following action is 

hereby approved: 

- a non-competitive assistance award to Jolm Snow, Inc. in the amount 

of $1,202,000 to amend the Cooperative Grant Agreement No. 

615-0223-A-00-3066-02. 

Date
 
M. Peter Mlaclberson 
Administrator 

Drafted: PIC:JGoggin: am - 06/14/85 
Clearance:RLA:PScott (Draft) 
RFMC:GEidet (Draft)
 
PROG:SChernenkoff (Draft) ,/PH: GMe r ritt J" 

D/DIR: BRily 1l­
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