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TERMS OF REFERENCE

The terms of reference for this evaluation were to:

l.

2.

3.

be

9.

Review actual against planned inputs. Identify causes of delays and their
effects on implementation progress. Specify courses of action to correct
failures and/or delays.

Review actual against planned activities relating to the five outputs
cited 1: the logical framework. Identify causes of any delays or problems
in achieving outputs and specify action token or to be taken to remedy
problems. Review and confirm continued validity of assumptions relating
to attainment of outputs. '

Analyse AMREls administrative and managerial resources to provide
adeqnuate support to the project. -

.Review experiences and results of major activities. Assess lessons

learned during initial implementation phase of project which might be
applied to subsequent phases.

Review and assess project expenditures to date and sufficiency of
renaining project funds vis—a-vis remaining planned activities. If
funding appears insufficient to complete remeining project activities,
recommend project outputs which might be curtailed without comprising
attainment of project purposes.

Assess costs of gselected activities/outputs.

Review and confirm continuing validity of project strategies and
implementation plans for the remaining project period. If indicated,
recommend any alternative project strategies and implementation plans and
explain rationales for recommedations.

Indicate, from mid-term perspective, overall progreas toward achieving
project purposes, and appropriateness of existing monitoring systems for
measuring achievement of purposes. If progress is less than planned,
identify reasons for inadeaquate implementation, e.g. delays in providing
inputs, invalid output assumptions.

Produce a revised logical framework, if required.



OVERVIEW

The MCH/FP/Nutrition project of the African Medical and Research Foundation
(AMREF) has initiated a unique approach to the population problenm, through 1its
use of community-based intervention activities to reduce the population
grovth. The project trains Community Health Workers (CHWs), Traditional Birth
Attendants (TBAs) and shopkeepers as advocates and providers of family
planning services. It also provides simpie information about healthful 1living,
nutrition, hygiene and sanitation.

The main function o7 the project is not to rapidly train cadres of community-
based heaith workers but to explore suitable methods and centents of curricula
for trainiag these categories of health workers. The MCH/FP/Nutrition unit that
has been estuablished by the project appears to have gained enough experience to
advige the Miniatry of Health and non-governmental organizations,particularly on
the training of TBAs and shopkeepers in the provision of family planning
gervices.

The whole pilot oroject is based on a self-help approach, which appears
acceptable to the community. The programmue was launched in April 1984. It has
already trajned 32 TBAs, 40 CHWs and 32 shopkeepers.

The CHWe and shopkeepers are prc . iding contraceptives such as condoms and
foams. The CliWs are also recruiting clients for othcr methods of family
planning and 29 clients are waiting for tubal ligation. This leads to the
suggestion that the project needs to improve its family planning field facili-
ties so that services, such as the insertion of Intra-Uterine Contraceptive
Devices (IUCDs) and tubel ligations, can take place closer to the rommunities
that are covered by the project.

It should be pointed out that considering the amount of work :alled for by the
terms of reference of this evaluation, the time allocated for the evaluation
(threc weeks) was too short. Thus, it was not posasible to conduct a thorough
study of the activities of the projects. Thig fact {s r.flected 4in the
conclusions and recommendations sectisns of the report. Where we make general
statements regarding the future coursz of the project.



1 IRTRODUCTION

1.1 Project Background: Demographic and Rconomic Context

Over the past 15 years, j.e. between 1970 and 1984, the growth rate of Kenya's
population increased from an estimate of 3.5 per cent per annum to a record
figure of 4.0 per cent anrually. Meanwhile, the average rate of increage of
Kenya's Groes Domestic Product (GDP) fell from 6.6. per cent per annum to an
annual rate of 3.l1. per cent (Ecovomic Survey 1985). In other words, over this
period the growth rate of the Kenya population surpassed the growth rate of
the goode and services which the population requires to satisfy 1its basic and
other needs. This meant a fall in the standard: of living {n the country. In
fact, over the past year - 1984, GD® grew by only 0.9 per cent. Since duxing
that period, population grew by 4.0 per cent, the well-being of the average
Kenyan (as measured by the per capital real GDP) actually fell by 3.1 per cent.

At the houseliold level a deterioration in the standards of living precipitates
or worsens conditions of illness, malnutrition, poverty, child norbidity and

8o on. Thus, it appears that the rapid growth rate of Kenya's population has
hid serious adverse effects on households' welfare. The prevalence

of ill-health, malnutrition and poverty among sections of Kenyan households

can be reduced by lowering the rate of population growth, increasing the

growth rate of GDP or by pursuiug both of these ncasures. Efforts to raise GDP
growth rate in the face of a rapidly growing population are unlikely to succeed
pecause of the urgent need to spend the available resources on consumption
rather than on investment.

One of the promising methods of improving the standards of living in Kenya is
—to reduce the country's rate of population increase. This method is promising
because the technology of population ~ontrol, via Family Planning (FP), is

well developed and is relatively inexpensive.

The problem is how tc make this technology casily accessible to the ma jotity
of the population, especially in the rural areas where most people live, and
how to create favourable attitudes towards it, both among its users and
advocates.

The present evaluation is concerned with a pilot project that was started by
the African Medical aud Research Poundation (AMREF) in August 1983 {n an
effort ‘to develop a replicable programme through which FP, Maternal and Child
Health (MCH) and Nutrition services can be provided to different rural
comrur.ities in Kenya in an integrated manner.

The project has a three year budget of US$ 827,795 and was started with
financial assistance from the United States Agency for International Develop-
-ment (USAID). On 11 August 1983 AMREF received a grant of US$ 620,000 from
USAID to implement and run the project. The grant covers 74.9 per cent of the
project budget, the rest of the cost 1is being financed by AMREF. The life of
the project is three years (August 1983 - August 1986).



The project has four interrelated components. These are: FP, MCH, nutrition
and child survival. The objectives of the project are stated as follows:

1. To reduce the present rete of population growth in Kenya through creatfon
of an effectiv~: demand for FP servic2s and to improve the health and
nutrition stecus of mothers and children.

2. To develop, implement and evaluate pilot inverventions and, gspecifically,
to dxplore alternative strategies in the delivery of MCH/FP/nutrition
services to communities. :

3. To develop MCH/FP/nutrition components for existing and new AMREF
projects.

4. To assist, unon request, government and non-government ageiicies 1in
formulating and evaluating MCH/FP/nutrition projects.

The activities required to achieve the above objectives are the responsibility
of the newly established AMREF's MCH/FP/Nutrition Unit. The unir has been in
existence now for about two years.

1.2 Scope of Work

The scope of work called for the review and assessment of the activities of
the MCH/FP/nutrition project. It also called for an analysis of cost of
implementing the interventions of the project, namely:

1. Training of Community Health Workersg (CHWs) and Traditional Birth
Attendants (TBAs) as FP advocates.

2. Provision of health education and FP services through rural shops.

3. Development of a programme for increased knowledge and favourable
attitude in FP among health workers.

4, Provision of integrated services for child survival.

5. Improving and increasing ante-natal, obstetrics, post-natal and child
care services.

1.3 Evaluation Hethodology

The methodology which was used for the evaluation ig primarily review of
training materials and interviews of CHWs, TBAs and shopkeepers. In addition,
an extensive discussion was carried out with the MCH/FP/Nutrition Unit staff.
There were also consultations with other AMREF staff. No formally structured
questionnaire was administered for the interviews. Thus, the findings are
primarily based on the discunsions carried out during the meetinga.

l.3.1 Keview of Training Materials

~
The MCH/FP/Nutrition Unit is collecting training materials. However, ns the
unit is newly established, and has its own innovative ideas, much of the



material resources are those which are already 'deveioped and being developed
by the unit staff.

One of the training manuals - Traditional Birth Attendants Training Package -
has been prepared by Ms J. Naisho, Senior Public Health Murse. This training
manuali has been prepared thoughtfully. Its contents are based on the job to be
performed and its ideas are explained one at a time. There might be a need to
improve the method of presentation of the material in the manual so that
participatory learning can take place.

The unit 18 collecting reference materials from different countries so as to
establish a comprehensive library with relevant educational resources. It is
also setiing up a system for a microfiche library which will ease the need for
a large space and also can be transported easily.

The audio-visual aids available in the MCH/FP/Nutrition Urit include films and
siides. Although most training programmes are carried out by actual
demonstrations, audio-visual aids have a role to play in provoking discussions,
assim.lating crucepts, etc. Thus special attention needs to be paid to the
provision of audio-visual aids.

As there 1is not enough time to mention all the reference materials being
used, brief comments are given below on selected references.

1. Hosken, P.F.: The Universal Child Birth Picture Book, 1982

This monograzph is a useful reference. It is simple and yet has all the
essential information. However, the illustrations need to be revised and
most appropriate ones selected. If funds are available, it would be more
effective as a learning resource if it can be reproduced in colour.

2. IPPF: Family Life Education Curriculum Guidelines, Centre for African
Family Studies (CAFS), 1984
This Curriculum Guide 1is welé\structured and useful in approach. However,
it will be more practical andhuseful 1f the column on suggested
teaching situations and learning experience can be divided.
Teaching situations are the places where learning takes place and
learning experience 1s what the learners gain during and after
the learning period. - ,
The contents (subject matter) may not be relevant to TBA training except
on the population education (pages 79-82) and health and disease (pages
65-69). However, it is very relevant for youth training as it addresses
itself to the youth and the project will have to enhance the activities
of youth traiuing in FP if it 18 to have a lasting effect.

3. Wood, E.: Community Health Workers Manual, AMREF 1982

This manual 1is comprehenaive and covers most of the hcalth problems in
Kenya but its illustrations need improvement. The illuntrations are
prepared in sketches that appear Lo be more easily understood by the
urban people than by the rural communities and may not communicate the
intended messages to the rural people. The information on FP is not
adequate: it needs to be rewritten in depth and updated.



4, Nyonyintono, R.M.N.: The Kenya National Population Programme - A Model of
Explanation and Background Informetion, AMREF 1985
This document explains the rationale behind the population problem and
presents a model of planned social change that might be useful in design-
ing population control interventions.

1.3.2 Interviews at AMREF Headquarters \

All the MCH/FP/Nutrition Unit professional staff, namely the Unit Leader, the
Senior Public Health Nurse, the Sociologist/Anthropologist, the Nutritionist
and the Trainers in FP of the private sectors were interviewed.

All the staff said that the MCH/FP/Nutrition Unit is doing the best it can to
implement and carry out the planned interventions. They were aware of their
responsibilities. However, a need was expressed for additional staff,
especially in the areas of administration and gupport of field activities.

It 18 also the feeling of the staff that it is time for getting involved in
other health and socio-economic development activities which are being carried
out by other agencies so that the integration of the MCH/FP/Nutrition Unit
with other development activities can be appropriately carricd out.

Although this is a pilot project, the early establishment cf the project with
other agencies will be an essential base for replicating the project. For
example, as a resuit of the unit's involvement and the active role in child
feeding programmes, good working relations have been established with the
Catholic Rellef Services, Food and Agriculture Organization (FAO), Technoserve,
etc. The unit has also established a close relationship with breast feeding
groups. In addition, it is promoting and supporting breastfeeding practices;
amongst other aspects, emphasis 18 put on lactation methods.

1-303 Field Visgits

1. Kibwezi Health Scheme
Kibwezi Health schemec serves a population of about 120,000-150,000 in an
area of 1,000 sq. km. in Kibwezi Division. The Health Centre in the scheme
was built in 1979.

According to the Kibwezi Health Scheme Coordinator, Mr S. Muli, the
services of the scheme comprise of:

0 preventive and curative medicine (witl activities in MCH services);
o outpatient and inpatient care;

0 1mmunization;

0 mobile clinic services.

0 water provision program

The centre also trains CHWs and TBAs. About 146 CHWs and 60 TBAs have
been trained at Kibwezi Health Centre.

There are 14 beds for nrmergencies and 3 for maternity cases at the centre.
There is also a laboratory for simple blood and urine analysis as well as
a theatre. The centre has its own power for lighting.

The profesgsonal staff of the centre consist of a Project Coordinator,
Clinical Health Officer, two Nurse/Midwives, two Nurses, Laboratory
Technicians and a Community Nurse Nutritionist. A Nutrition Rehabilitation



Unit was added during the famine of 1984. This centre serves as 2 base
for the MCH/FP training and nutrition education for TBAs and CHWs. -~

The Senior Nurse/Midwife was interviewed and .trongly felt that the train-
ing programme for CHWs and TBAs, as well as the Mobile Clinics, should
continue. Her justification being that it has instituted a demand for FP
services at the centre. Further, tne nutr tional status of the children
appears to be improving due to the services given by CHWs and TBAs.

It was suggested that a refresher course should be given on a regular
basis so that the staff skill can be improved and the staff can be
informed of new developments. A course of Training of Trainers (TOTs) and
in maintenance of simple equipments was expressed as an immediate concern.
She also suggested that she would like to fullow-up the trainees, but
lacked the time and the means to do so.

The need for continuous supplies, such as sterile gauze, gloves, etc.,
was also expressed. In gzeneral, the present system of delivering medical
supplies, keeping records and maintaining equipment are not adequate.

The staff supgested that the integrated approach of service delivery
should continue and more training opportunities should be provided for
the staff. This 1is a valid suggestion as the health centre nceds to be
improved and kept up-to-date. If the health centrc is updated, Intra-
Ucerine Contraceptive Devices (IUCDg) can be inserted there, and even
tubal ligation can bte performed by a visftiquéynaecologiat. Due to the
efforts of the CHWs, there 13 a demand for such services but the clieuts
are réferred to Makindu and Machakos.

If these shortcomings are overcome by training the staff and by providing
adequate medical supplies, Kibwezi Health Centre can be developed into
one of the best models of a health facility that is supporting a
Community Based Health Care (CBHC) programme. This improvement would
increase the demand for IUCDs and tubal ligations (which are more safer
methods of ¥P).

Makindu Sub-District Hospital

The team briefly visited Makindu Sub-District Hospital and interviewed
the Community Nurse-Midwife there. She explained that there are good
relations between TRAs and the Community Nurse-Midwives, especially since
the training programme has been carried out at Kibwezi. TBAs refer com—
plicated cases of delivery to the hospital and some even accompany their
patients. They encourage the mothers to use modern mecthods of FP.

The TBAs come to tiic hogpital with wisconceptions about different methods
of FP, i.c. they believe that if modern FP methods are used, an abnormal
baby would be born. But when they are shown different contraceptives and
advised how they are used, they overcome their fears.

The purpose of the brief visit to Makindu Sub-District Hospltal was to

deternine the type of relationship thag erlsts between the hospital and
the AMREF-run project in Kibwezl division. There is a good relationship
and a continuous inter. ction between AMRFF project at{ff, CHWs and TBAs.



1.3.4 Observations

The project staff are dedicated to their work. There appears to be high
morale and team spirit among them. Even the field staff at the Kibwezi Health
Scheme identify themselves strongly with the prcject.

1.4 Evalustion Constraints

The major constraint in this evaluation. has been the limited time allocated to
the field work. Thus, it was not possible to interview all the field staff and
also to give encugh time for those present. With respect to the CHWs and TBAs,
a group interview had to be applied which is not one of the best methods of
obtaining information from individuals.



II THE MCH/FP/NUTRITION UNIT
2.1 Implementation

Project implementation follows a structured timetable of planned activities.
The timetable is called a work plan and covers the period August 1983 - August
1986.

The project timetable or path is divided into discrete time periods called
project phases. These phases are as follows:
0 August - December 1983;
January - June 1984;
July - December 1984;
January - June 1985;
July - December 1985;
January = June 19%6;
July - August 1986.

O 00 0 0o

The last project phase in the foregoing list is not explicit in the work plan.
It follows frow the fact that a full project phase covers a period of six
months and also from the recognition that the current project funding expires
in August 1986.

The six months allocated to each project phase are not based on the nature of
planned activities: they are merely a reflection of the project accounting
periods.* Thus, timely or untimely execution of project activities may not
reflect thc quality of project management.

Following is an account of project activities by project phas2. The infor-
mation presented below 13 drawn from progress reports of the AMREF Maternal
and Child Health (MCH)/TFamily Planning (FP)/Nutrition Unit.

Project Phase I_(August - December 1983)
The activities that were undertaken during this pnriod are:

1. Recruitment of Staff
The post of Community Nurse was filled by Mise J. Najisho in September
1983. Miass Nalsho is a Public Health Nurse wiih graduate training in
health planning and a remarkable practical ex;erience. She was appointed
Acting Head of the MCH/FP/Nutrition Unit untli the recruitment of the
Head of the Unit.

The post of Sociuvlogist/Anthropnlogist was c¢Sfered to Dr (Ms) R.
Nyenyintono, a Sociologist with extensive research and teaching
experience at the university level. Efforts to locate other members of
staff continued.

2. Formation of Working Committee
This committee consists of members drawn frowm within AMREF. Its function
1s to monitor project activities. The committee meets every three months.

* Project progress reporta are produced twice anuually. These reports give an
account of the project activities over a pericd of six months. Project



financial statements are also produced every six months.
3. Nomination of Advisory Committee
The function of this committee is to assist the MCH/FP/Nutrition Unit in
policy formulation. For example, in determining research priorities,
in decisions regarding the activities to be discontinued or undertaken.
for the first time, and in the assessment of the unit's training methods,
and 8o on. The committee meets twice a year and its membership is drawn
from the following organizations:
0 Ministry of Health (MOH) headquarters;
Division of Family Health, MOH;
Ministry of Finance; '
Ministry of Planning and National Development;
Division of Health Nutrition and Population, United States Agency for
International Development (USAID);
0 African Medical and Research Foundation (AMREF).

O 0 0o o0

4, Consultative Meetings with Government and Non-Government Agencies
These meetings were held with the MOH, the USAID Mission in Kenya and the
International Planned Parenthood Federation (IPPF).

The purpose of thege meetings was to familiarize the agencies just
mentioned with the MCH/FP/Nutrition Unit's plans and to seck their
collaboration in furthering its objectives. All the agencies consulted
were willing to share the experiences they had gained in the provision of
MCH/FP/nutrition services with the AMREF's new unit. Some agencies

~ offered to lend the unit their audio-visual materials whenever it needed
‘them for training purposes.

S. Workshop and Training Courses

0 Ms Naisho, the Unit's Acting Yead at that time, participated in an
evaluation workshop organized by the Family Planning Association of
Kenya (FPAK). On a pilot basis, the FPAK had organized and trained
Traditional Birth Attendants (TBAs) with the aim of using them as
family planning (FP) advocates,

0 Ms Naisho and other AMREF staff held a two-day workshop for seven
TBA trainers at Makindu Sub-District Hospital in Kibwezi. Later the
TBA trainers with AMREF trainers conducted a five-day course for
11 TBAs who had come from different parts of Kibwezi. During the
training, the Ms Naisho introduced the concept of FP.

0 Ms Naisho attended other courses and seminars that were relevant to
the training programmes of the unit,

6. Ordering of Materials/Commodities
Office equipment and stationery were ordered and received. The project
vehicle was also ordered.

The activities which were planned for this period but which did not take
place are:

0 review of the literature relevant to the unit's work;

o fileld visits to selected project areas;

0 recruitment of rhe Head of the Unit.

Comment:

The najor problem that faced the project in its first phase was lack of staff.
The post of the project leader proved extremely d'fficult to fill. The one

10



full-time member who was recruited during this period did a commendable Jjob as
the acting project leader. She set up the MCH/FP/Nitrition Unit and initiated
a2 number of its activities.

Project Phase II (January - June 1984)
The following activities were implemented during this period.

l. .Recruitment of Additional Staft
Dr R. Nyonyintono took up the post of Sociologist/Anthropologist which
had been offered to her in the previous project period. A driver and a
gecretary were hired. The position of Medical Officer (the Head of the
Unit) was o. ered to Dr H. Sandbladh.

2. Workshop on MCH/FP/Nutrition
This was held for Community Health Workers (CHWs), TBAs and Community
Leaders in Kibwezi Division of Machakos District.

3. Course on Population and FP at Columbia University
This was attended by the unit's soclologist/anthropologist.

4.  Review of MCH/FP/Nutrition Literature
This was started by the unit's gociologist. The purpose of the review was
to produce a report which would familiarize the unit with the important
factors that influence utilizatiocn of MCH/FP/nutrition services in a
community.

The literature review was not planned to take place in the second phase
of the project. It should have been done in the first phase but the unit
did not have research staff at that time.

A baseline survey and a workshop for TBAs trainers in Kibwezi were
planned for Phase II of the project but did not materialize due to staff
shortage.

Comment :
Most of the activities scheduled for this period were implemented. However,
staff shortage in the unit continued to be a problem.

Project Phase IIT (July - December 1984)
During this period the following activities took place.

1. Staff Recruitment
The Head of the Unit, Dr H. Sandbladh, took up his position with effect
from July 1984. Instead of the planned position of a part-time Field
Research Officer, a full-time Nutritionist, Mrs A. Ngesa, who has
experience {a working with communities, was hired in October 1984. This
completed the hiring of project staff.

2. Committee Maetings
A working committee meeting was held in July. The committee discussed
project progress among other matters.

The first advisory committee also met ii July. All the invited members

11



attended the meeting. In this meeting, USAID suggested the introduction -
of a monthly project monitoring uweetings between themselves and AMREF.
This suggestion was agreed upon. Two such meetings were held.

3. Workshops, Seminars and Training Courses
A three-day seminar was conducted for 19 shopkeepers from Kibwezi
Division in July. The shopkeepers agreed to assist in the promotion and
distribution of contraceptives. A follow-up seminar planned for December
did not take place due to cholera outbreak in Kibwezi.

4, Traditional Birth Attendants' Course .
A two-day course was corducted for 14 TBAs from 30 July - 3 August 1984.
During this course, instructional songs and plays were recorded for use
in the training of TBAs trainers. The 14 TBAs were later invited for a
one-day seminar in December where they related their successes in their
work regarding MCH and FP. They reported satisfaction from Kibwezi Health
Centre and Makindu Sub-District Hospital when they visited these facili-
ties to participate in ante-natal and FP activities.

5. Research
The literature review that was began in March 1984 was completed in
November 1984. It was noted in the review that programmes in MCH were
first undertaken in Kenya as a specific service to women of child-bearing
age and children under five years of age, when a study with the help of
the World Bank and the MOH revealed that these two sections of the
population utilized health services most.

The FP component was added to the MCH during the 1974-79 populatién
programme. The integration of MCH and FF reflect the widely held but
incorrect belief that it is the responsibility of mothers alone to space
children. Until 1981, FP in government clinics was restricted to married
women of child-bearing age. The review also noted that nutrition pro-
grammes in Kenya have always been part of health education in MCH clinics.

This review provided the unit with information regarding the status of
the MCH/FP/nutrition programmes in Kenya. In particular, the review made
the unit staff aware of the high drop-out rate in FP programmes in Kenya.
This awareness is probably one of the factors which influenced the unit
to set up a system to monitor utilization of FP services at the shops. An
MCH/FP/nutrition survey was conducted in Kibwez! Division. The purpose of
the survey was to identify problem areas where appropriate low-cost
MCH/FP/nutrition interventions could be undertaken.

Conment :

This phase was the most difficult period for the project. Cholera and famine
struck the project area and some of the activities planned to take place there
had to te postponed, e.g., FP courses for the MOH workers in Kibwezi had to be
cancelled.

The project staff took off time from their MCH/FP/nutrition work to provide
famine relief to the people in the drought-stricken areas. About 18 feeding
centres were established in Kibwezi and 20,000 children were fed. The project
staff hope to use some of these centres in their future MCH/FP/nutrition
activities. A nutrition-rehabilitation unit was established at the health
centre. The establishment and running of the unit was partly the work of Mrs

12



A. Ngesa, the project's nutritionist. This rehabilitation unit has proved to
be more effective than other units in similar situations in the treatment ard
prevention of malnutrition. It seems that the unit's emphasis on teaching
motheras about nutrition and ordinary public health care might be the reason
for the superior effectiveness of the unit in dealing with cases of malnu-
trition. In parts the functions of the unit are replicable in ordinary as well
as in famine situations.

Project Phase IV (January ~ June 1985)

The project activities were as follows:

1'

Committee Meetings

On 1 January 1985 working committee meetings were held at AMREF head-
quarters. The committees discussed project implementation but their
deliberations are not reported.

The advisory committee meetings did not take place as scheduled because
members did not turn up for the meetings. In an attempt to resolve this
problem, the committee membership was reconstituted in May 1985. The new
committee has not yet met.

The monitoring committee meetings took place monthly and they turned out
to be useful because they avoided delays in dealing with problems related
to project implementation.

Workshops, Seminuars and Training Courses

A seminar on MCH, FP and nutrition was held in Kibwezi in March for 14
health workers drawn from MOH facilities in Kibwezi, Makueni and Athi
River. The seminar lasted three days. In addition to covering the topics
of MCH, FP and nutrition, the participants discussed hkealth workers
attitudes towards FP and also dealt with 1ssues related to population
growth and development.

’

A one-week course for 16 TBAs was conducted in June 1985. The course
covered family-life education, ante-natal care, delivery, nutrition edu-
cation, post-nactal care, child care and FP.

During the same month a four-day workshop was conducted for shopkeepers
and CHWs. The topics covered included the use of drugs that the shop-
keecpers sell in their stores, population crisis, FP and techniques of
distributing condoms and foaming tablets. /

To fucilitate monitoring of the distribution of contraceptives, the
following forms were issued to the CHWsand the shopkeepers:

o first stock supply forms;
0 reorder aupply forms;

0 client {nformation forms.

\

In addition, all CHWs and shopkeepers were each given four gross of
condoms and 96 tubes of foaming tablets.

At the request of the CHWs and shopkeepers, one-day community talks were

organized in different locations of Kibwezi Division. The talks were
mainly/on information regavrding child spacing and use of contraceptives.
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8.

On 26 June 1985 a two-week workshop on breastfeeding was conducted by the
Head of the MCH/FP/Nutrition Unit for senior management staff from all
the provinces in Kenya. The workshop was organized in conjunction with
the Division of Family Health, MOH.

Research
The MCH/FP/nutrition baseline survey was conducted in Kibwezi in January
and February 1985. The data collected in these surveys are being analysed.

The analysis of the national sample of contraceptive acceptors was com-
pleted in April 1985. The main findings of the analysis were:

o high drop—out rate among users;

o contraceptive users were not being monitored.

Review and Acquisition of Reference and Training Materials

The unit continued collecting and reviewing materials for training

Nurses, Clinical Officers, Midwives, CHWs and TBAs in FP. Also, in an

attempz to develop a library with relevant materials for MCH, FP and

nutrition, the unit has collected following:

o comprehensive materials on training, supervision and evaluation of
TBAs;

o research papers on FP;

o additional materials on nutrition and recent research papers on
breastfeeding.

The unit is still continuing with the collection of the above materials.

Famine Relief Programme '
With the food situation in Kibwezi having improved, the famine relief was
terminated {n May 1985.

Femily Planning Education fer AMREZF Staff

The unit conducted three one-and-a-half hcur family education talks for
AMREF staff in Nairobi. An arringemeuat 1is also underway to provide
individual FP counselling for AMREF staff.

Post-graduate Training

One AMREF staff member, Ms P. Ochola, completed a nine-month MCH degree
course in health education at Harvard University. A second staff member,
Mrs M. Memia, is at an advanced stage of a 15-month MCH degree course on
population planning and Zamily health at Columbia University.

Consultations :

The unit was consulted by various agencies on appropriate training and
materials in MCH/FP/nutrition. Some of the agencies and organizations
that visited the unit for consultations on training matters are:

o Division of Family Health, MOH;

Minictry of Finance;

FPAK;

IPPI'; , _

Kenya National Council for Population and Development.

© 0 0 o0

Comments:
There were no major constraints encountered during this phase of the projec:.
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" This was the most successful stage of the project. The unit undertook and
completed virtually all the activities that were planned for this period. The
activities which were not implemented during earlier periods were then carried
out in this phase. As mentZoned before, certain activities were postponed due to
lack of staff, a cholera outbreak and famine in the project area. Two factors
account for the remarkable achievements of the unit during this period. For the
first time the project leader was in the unit throughout the project phase.
Secondly, the staff appear to have learnt during the previous phases how to use
existing AMREF infrastructure to carry out the activities of the unit both at
headquarters and in the field. |
From what the unit has done so far, it appears that it could easily train a
large cadre of shopkeepers in the next project phase. The unit should move
slowly in its shopkeeper training programme. This 1s because the unit's
research work shows a high drop-out rate among contraceptive users in Kenya,
and this is also a possibility in Kibwezi. In the next phase the unit should
focus attention on monitoring the distribution and use of contraceptives. Mass
training of shopkeepers in contraceptive distribution at this stage poses the
risk of a large shop-based contraceptive distribution retwork that will remain
heavily under-utilized. The training of CHWs and TBAs in FP can continue at
the rate the unit can afford because even 1if the demand for contraceptives
falls the CHWs and TBAs can remain as FP advocates. Their educational role in
wmatters regarding FP should create demand for contrqceptives in the community.

While mor‘toring the performance of shopkeepers in Kibwezi in their distri-
bution of contraceptives, the unit should consider training & limited number
of shopkeepers in FP and in the distribution of centraceptives in another area.

/
Project Phase V (July ~ December 1985)

The activities for chis phase are in the process of implementation. The
activities planned for this period are: ‘

1.  Courses/Workshops/Seminars: : .
o one five-day course for the third group of TBAs;
o evaluation workshop for TBAs and shopkeepers;
0 workshop on FP curriculum.

2. Research:

0 computerizaticn and analysis of Kibwezi baseline survey;

0 research reports;

0 preparation of research proposal for:

1) follow-up of clinic drop-outs in conjunction with MOM;
11) exploration of neceds of out of school youth {a conjuction wtth the

National Council for Population Development (NCPD) and the Kenya
Youth Association; closer collaboration with NCPD.

3. Nutriidon:

0 visits to wells and the well groupa in Kibwezi with a view of
selecting areas around the wells where vegetables and fruit growing
can be ventured;

0 train achool children as nutrition volunteers (scouts) to pass nu-

trition messages to their parents and neighbours: the same children could

be trained to monitor the nutritional atatus of pre~school children.
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4.  Advisory and Other Committee Meetings
5. Review and Acquisition of Training and Reference Materials

Comments:

The research activities proposed in third part of number 2 above should not
distract the unit's attention from research on follow-up of any drop outs from
the FP services at the shops.

In addition to its nutritional value, the first part of number 3 above is also
an income generating activity. However, the following should be borne in mind
with respect to this activity:

1. An initial capital expenditure will be required which the community (the
well groups) might not be able to afford. This will be needed perhaps to
modify the wells, fit them with simple {irrigation facilities and purchase
seeds and other inputs. The un't might have to exterd some assistance to
the well groups. The form of this assistance will depend on specific
situations of the well groups.

2. If the fruit and vegetable project takes off successfully, the problem of
marketing the produce might arise. If this problem is not resolved, the
income generating component of the activity will callapse.

The second part of number 3 above appears to be a cost-effective method
of nutritional surveillance among the pre-school childrei.. The school
children might also find it interesting.

’

Project Phases VI and VII (January - August 1986)

Some of the activities for these phases are not worked out yet. Those which
are already stated are:

1. KAP studies {n pilot intervention areas;

2. Collaboration with Government of Kenya and private voluntary organization
agencies;

3. Development of new programme of intervenitons;

4. Development of re-funding for future unit activities;

5. Committee meetings;

6. Final analysis aud documentation of project activitiea,

7. Final evaluation.

Comments:

It appears that in the last two phases of the project the unit will be con-
cerned with: anuslysis and documentation of {its previous activities, re~funding
of its future plana and final evaluation of its performance. Operational
activities of the project are likely to be quite limited 1f {ts re~funding
concern 18 not nettled early enough.

2.2 Orgonizational Structure
The organizational structure of the MCH/FP/Nutrition Unit {s highly

decentralized. The varfous positions in this structure are displayed ir Figure
2.1 on the following page.
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Figure 2.1: Organizational Chart for MCH/FP/Nu*rition Unit

| Training Nurses | | Head | | FP Clinic-AMREF |
| in FP | | MCH/FP/Nutrition Unit | | MCH/FP Flying |
| 200 (Jst/FpPs) | | Doctors |

| Support staff |

D ———

| Research | | Training | | Nutrition |

The positions in Figure 2.1 are occupied by persons who are highly qualified
in their areas of speclalization. The Head of the Unit has delegated tasks to
his staff according to their filelds of specialization.

For 1instance, the :esearch section carries out the research functions of the
unit. The training of CHWs, TBAs, shopkeepers and MOH personnel is done by the
training section. The nutrition activities of the unit are the responsibility of
the nutritfonist. The Head of the Unit glves technical support to his staff
(both 1in the field and at the headquurters)  develops refevence and teaching
materials, formulates policy of the unit in cousultstion with his staff and
other relevant AMREF staff, 1jaises with MOH and non-government organizations
involved 1in MCH/FP/nutrition work in Kenya, and collects reference materials
from outside the country.

At the moment, the research, training and nutrition sections shown in Figure 2.1
each have one staff member. Given the research and training workload in the
unit, chere appears to be a need for additional staff to assist in research,
administrative and training activities.

rd

At this point, 1i¢ appears appropriate to depict MCH/FP/Nutrition Unit in the
context of AMREF's organizational structure.

In AMREF's organizational structure, the MCH/FP/Nutrition Unit falls under the
Department of Community Health. This organizational relationship 1s depicted
in Figure 2.2 ({see page 17a).

From Figure 2.2 it can be peen that the various departmental heads in AMREF
report to the Director of Project Management and the Medical Director. The
Director of Project Management deals with project policy. The key functions of
this director are management support to projects and planning, and monitoring
and evaluaticn of projects. The main functions of the Medfcal Director are
supervision of project implementation and development of technical/med{cal
programmes (sce Figure 2.4).

o
The Director of Project Management liaises between the project leaders in
various departments and the project donors. The liaison work ia the responai-
bility of the project officeras in the Divialon of Project Management. Figure
2.3 on the following page shows the managerial relationship between a Project
Officer, Director of Project Management, Medical Director, Head of the
MCH/FP/Nutrition Unit and the Head of Department of Community Health.
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Figure 2.2: AMREF's Drganizational Chart
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As can be seen from Figure 2.3, the Project Officer is the monitor of project
activities in various departments. Through him, the Division of Project
Maragement (and hence the donor) is in touch with project activities.

Figure 2.3: An Tllustration of Coordination of Project Activities

| Director of Project Management | | Medical Director |

| Head of Community Health Department |

| Project Officer |} %! Head, MCH/FP/Nutrition Unit |

Figure 2.4 (see page 18a) depicts coordination of project activities in a
wider AMREF's structure. The dotted lines in the figure show informal

channels of communication within the organization. The sclid lines show formal
channels of interactions as established by job descriptions. Notice that the
Project Officer interacts directly with project leaders and this makes 1t
possible for the Division of Project Management (and the donors) to obtain
timely information about project activities. Figures 2.2, 2.3 and 2.4 indicate
that the MCH/FP/Nutrition Unit is well integrated into AMREF's organizational
structure.
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1gure 2.4: A Further 1llustration of Project Manitoring and Management
5
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III INTERVENTIONS

The following is a brief assessment of the interventions of MCH/FP/Nutrition
Unit.

1. Family Planning (FP) Interventions:
o Community Health Workers (CHWs) and Traditional Birth Attendants
(TBAs) as FP advocates;
o health education and FP supply through rural shops;
o developing and testing programmes for increased knowledge and favour~-
able attitudes in the field of FP among health workers.

2. Inter=»ntions Related to FP Acceptance and Utilization:
o 1integrated project of child survival;
o ante-natal and obstetric care.
Notice that the interventions seem to play a double role, tnat of an
objective and that of a methodology. In many ways, programries of such
nature have to have such a characteristic since a constant interaction of
means and ends needs to take place.

Given the above characteristics of the interventions, it {8 necessary to
examine whether these interventions are realistic, achievable and replic-
able with the available resources. If we take the training programme for
the advocacy for FP with the retention, the actual cost ias US$ 44.18 per
person per day which is equivalent to KShs 800 per day. This figure
excludes the staff time and vehicle cost. The cost of the programme is
one third of what the project document calls for. The budgeted cost of
training ranges frcm US$ £32-177 per day. AMREF should be credited for
their prudence in expcnditure. They have accomplished the intended output
with about 33-34 per cent of the planned budget. Although, this cost
appears high for the pilot interventions, it should decline drsmatically
if a large number of TBAs are trained and i{f scale economies exist in
training.

Although there 18 no figure to quote, the ante-natal and obstetric care
can be achieved and are being achieved at low cost especially since they
are being performed by TBAs who are based in their own communities and
who charge little, if at all, for their gervices.

In the areas of health education and provision of FP services through
rural shops, it may be difficult to asaess the health education part but
the provision of contraceptives is an innovative idea which is achievable
and replicables (Table 5.2, Chapter V, shows the shopkeepers' activities;
it indicates that a demand for FP services can eanily be created without
incurring high costa.)

The intervention of developing and testing a programme for knowledge and
more favourable attitudes in the field of FP among health workers is a
sound and realistic objective. It is also possible to uchieve this goal
without additional coat if the programme is designed in such a way that
it thoroughly integrates with the actual training of health workers in
which teaching of various subjects is possible.
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The child survival part of the programme is the most crucial aspect of
the interventions. The sensitivity regarding FF is related to this issue.
There are psychological, social, cultural and religious issues involved
in the minds of the famil{es in this matter. To overcome these conflicts,
the programme must be sound 8o that it can create confidenca in the
family and the community towards the FP programme. It will not be costly
since it {s community based but it will need a lot of patience and
understanding on the part of the providers. It is an intervention with
which the child's welfare can be demonstrated. It can couvince the family
to have confidence in FP gince it assures them that the newborn has a
better chance to grow. A good example here is the case of mothers in the
nutrition feeding centres. One can observe an immediate change in their
attitudes toward FP when they see an improvement in the health of their
children. ,

In general, the interventions and the strategies for achieving them are
well designed. In a short period there are noticeable outputs, e.g. 40
CHWs have been trained and are practicing what they learnt, and 30 TBAs
and 32 shopkeepers have been trained. The shopkeepers scem to have began
training their family members too. The shopkeepers can be said to be
practising their training (since they are distributing contraceptives as
trained to do), but the extent to which the TBAs are practising their
training is not known. A Bystem to monitor the activities of TBAs after
training needs to be get up.
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IV PROJECT IHPUTS

4.1 Si1ff

The Maternal and Child Health (MCH)/Family Planning (FP)/Nutrition Unit has
the following staff:

Staff member - Date joined the unit
Ms J. Naisho (Public Health Nurse) 12 August 1983
Dr R. Nyonyintono (Sociologist) 1 March 1984
Mrs A. Ngesa (Nutritionist - initially a part-time
Field Research Officer) ’ 1 October 1984
Dr H. Sandbladh (Medical Officer - initially joined
the project for three months in 1984) 1 January 1985
Ms R. Sempele (Secretary) 1 March 1984
Mr G. Kamau (Driver) N 1 May 1984

4.2 Materials
1. Three offices at AMREF headquarters in Nairobi.

2. One station-wagon car. Other AMREF vehicles can also be used by the
project when available.

4.3 An Analysis of Input Budget and Cost

The total budget for the inputs of the MCH/FP/Nutrition project described in
the previous chapters is US$ 827,795. The ISAID's contribution to this budget
18 USS 620,000. This represents 74.9 per cent of the budget; AMREF is financ-
{ag the remaining portion of the bu.lset.

Table 4.1 below depicts a surmary of the financial budget of the project inputs
and the actual expenditures on those inputs for the period August 1983 - June
1955. The budget figures are tlose that were approved by Amenduent No 3 dated
11 August 1985. This amendment allecw d changes in the budgete for various
 inputs but did not alter the total aumount of the funds budgeted for USAID

inputs. The revfsed budget ias referred to in the tables and in the text as
'Anendment No 3 Budget'.
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Table 4.1: A Summary of Amendment No 3 Budget
and Actuz] Expenditures on USAID Financed Inputs
for the Three-Year Period 8/83~8/86 in US Dollars

Budget line item ﬁudget Actual Actual

amount expenditure expenditure
8/83-8/86 8/83-8/86 as 2 of

budget
A. Technical Assistance 206,560.00 71,578.72 34.65
B. Training 98,938.82 52,554.81 53.12
C.~ Commodities 26,594.00 16,392,22 61.64
D. Other Costs 160,910.00 48,554.,77 30.18
Total 493,002.382 189,080.52 38.35
Overheads (25.76 per cent) 126,997.52 48,707.14 38.35
Grand Total USAID Inputs 620,000.34  237,787.66 38.35
Unspent Balance 382,212.34 61.65

. s e S S s W i e s T T T i e

Since the project has been in existence for about two years, it should have
spent approximately two-thirds of ite budget, 1f 1its spending has been
according to plans.*

It can be scen from Table 4.1 that, as of June 1985, the project had spent 38
per cent of {ts three-year budget, t.ec. the proportion spent is alfghtly above
one-half of what should have been spent. The table alaso shown that about 62
per cent of the training budget and 53 per cent of the budget on commoditien
have been spent. These are the budget proportions that one would expect to
have been spent at this stage of the project. However, an explanation {s
required as to why the total budget and the budgets for the other linc {toems
shown in the table arce underspent. To facilitate this explanation, all the
line {tevms in the Amendment No 3 Budget are displayed as in Table 4.2 on the
following page.

* This is true, however, only {f project coats are evanly diatributed over the
three year period,
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Table 4.2: Amendument No 3 Budget
and Actual Expendi®ures oa USAID Finsnced Inputs
for the Threc-Year l'eriod 8/83-8/86 in US Dollare

Budget line item Budget Actual Actual
amount expenditure expenditure
8/83-8/86 8/83-8/86 as % of
budget
A. TECHNICAL ASSISTANCE
l. Long Term
Medical Officer 52,735.00 11,590.65 21.97
Sociologist/Aanthropologist 4%,350.00 18,009.93 39.71
Community Nurse 49,810.00 19,995.96 40.14
Nutritionist 18,675.00 3,214.69 17.21
Secretary 17,375.00 5,948.32 34.23
Driver 6,990.00 2,557.68 36.59
2. Short Term
Consultants 10,415.00 1,243.75 11.94
Enumer ators 5,210.00 9,017.73 173.08
Sub-total, Technical Assistance 206,560.00 71,578.72 34,65
B. TRAINING
l. Ten nne-week workshop for 15-20
participants 15,808.82 14,816.33 93.72
2. Development, production and
distribution of teaching
materials and training manuals 16,400.00 3.68 0.02
3. Participation in other
relevant training courses as
resource ataff 1,735.00 0.00 0.00
4. Staff training (two MCH degree
courses) 43,000.00 37,734.80 87.76 _
3. Three MCH/PP/nutrition work-
sho,n (incorporated into other
AMPEF training courses) 12,800.00 0.00 0.00
6. Incorporation of HCH/PP/
nutrition ccaponent into
distance teaching courses 9,195.00 0.00 0.00
Sub~tocal, Training 98,938.82 52,554.81 53.12
c. COMHODITILLS
l. Statl{on-wagon vehicle 10,354.00 8,125.30 78.47
2. Teeching equipment 5,000.00 0.00 0.00
3. Office cquipment 7,560.00 8,123.25 107 .45
4. Supplementsl FP supplies 3,000.00 0.00 0.00
5. Reference material 680.00 143.67 21.13
Sub—total, Commodities 26,594.00 16,392.22 61.64
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Table 4.2 continued.

Budget line item - Budget Actual Actual
amount expenditure expenditure
8/83-8/86 8/83-8/86 as X of
budget

D. OTHER COSTS
l. External evaluations 13,975.00 0.00 0.00
2. Vehicle running expenses

($0.45 x 25,000 kn for FY2 & 3 )

and 19,000 km for FY1 36,370.00 3,498.52 9.62
3. Sstaff travel \expenses ($40 per

day x 200 person days) _ 27,780.00 20,548,55 73.96
4. Reports and technical papers 4,000.00 5,806.20 145.16
5. General expenses (contingency) 3,475.00 834.10 24,00
6. AMREF project-related liaigon

work with USAID Washington 17,365.00 17,867.40 102.89
7. Research data analysis (NFWC,

FP, Family Life Education) 52,225.00 0.00 0.00
8. Office supplies 5,720.00 0.00 0.00

Sub-total, Other Costs 160,910.00 48,554.77 30.18
Total 493,002.82 189,080.52 38.35
Overheads (25.76 per cent) 126,997.52 48,707.14 38.35
Grand Total USAID Inputs 620,000.34  237,787.66 38.35
Unspent Balance 382,212.34 6:.65

The following are comments on the bud

appear to require an’ explanation

Item A: All Lines

get line items shown in Table 4.2 that

The budgets for these line items are under spent for two rcasons:

1. Decline in the value of the Kenya Shilling relative to US Dollr=. In
1983, when the project budget was drawd, the exchange rate between the
Kenya Shilling and the US Dollnr was KShs 13.6 to US$ 1. In June 1985 the
exchange rate was about KShs 16.15 to US$ 1. This means that the Dollar
had appreciated by approximately 18.8 per cent relative to the Shilling.
Since AMREF salaries are paid in Shillings, the amount of Dollars
required to pay these salaries has continued to decline since 1983. Had
the Shilling appreciated relative to the Dollar, the reverse would have
happened, {.e. an increasing number of Dollars would have been required
to pay a fixed-wage bill in Shillings and the budget proportions for line
item A would have been much higher.

2.  Because of the AMREF'g salary structure, the project staff are paid less
than the salaries estimated for them in the project budget.
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Item B2

The expenditure on this item is higher than is shown in the table. The actual
expenditures on this item are reflected in item C3. This is why the budget for
item C3 18 overspent. Some of the expenditures which are shown under C3, but
which actually belong to B2 are costs of audio-visual aids, plastic materials
and stationery.

Item B3

AMREF staff participated in training courses organized by the Ministry of
Health (MOH). The MOH was willing to meet the expenditures for these staff and
therefore AMREF kept these funds for other purposes.

Items B5 and B6
These are new items created under the revised budget.

Item C2
This budget is already spent but it is not reflected in the account books.

Item C4
The MOH supplies FP materials to AMREF at no cost. So AMREF saved the funds
that were allocated to cover the cost of these items for other purposes.

Item C5

AMREF 18 not charged for many of these materials because it is a non-profit
organization, e.g. the International Development and Research Centre (IDRC)
and Popline do not charge for the materials they supply to the unit.

Item D1
This budget is in the process of being spent.

Item D2
The spending of this. budget is in accordance with plans. If the project aoves
to a new site, all the unspent funds in this budget will be needed.

Item D4
Some of the costs charged to this budget should have been charged to D7, but
this line item did not exist before the amended budget.

Item D8-
This is one of the new items created under the revised budget.

For the budget and expenditure patterns during the period August 1283 = June
1985, see Appendix 1. For the budget and expenditure patterns before Amendment
No 3, see Appendix 2.

Comment :

Out of the grant of US$ 620,000, US$ 237,787.66 was spent by June 1985. The
unspent balance is US$ 382,212.34. This balance is adequate for the next
project year. The activities planned for this period are described in detail
in Chapter II (see Project Phases V-VII therein).
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4.4 Efficiency and Cost Effectiveness

Due to time limitation it was not possible to gather data which would permit a
quantitative assessment of the efficiency of the project and its cost effec-
tiveness. Thus, only general statements about these aspects of the project are
possible.

Efficiency .
The issue here is whether, with the available resources and glven the prevail-
ing input prices and production technology, the measurable outputs of the
project have been achieved at the lowest possible cost. The reference materials
were obtained from the cheapest possible sources without any tradeoffs in

their quality. The project leader has tdentified institutions from which he

can get high quality reference materials at little or no cost. He 1s also
actively involved in finding out the best way to apply new developments in the
audio-visual technology in the training of TBAs. It appears that the project

18 carrying out its activities efficiently.

Cost Effectiveness

Some of the project outputs, e.g. favourable attitudes towards FP among health
workers or the curricula for TBA training, are very difficult to measure. So
an analysis of costs per unit of output cannot be made when judging the
performance of tha project in these fields. What is needed is to find out
whether, for example, favourable attitudes towards FP have been created using
the cheapest method possible. The community-based approach that the project is
using in Kibwezi to change people's attitudes in favour of FP is cost effec-
tive since it is the cheapest method the project can use. The project is not
paying the CHWs and TBAs for being advocates of FP. The CHWs (and also the
TBAs to some extent) belong to the community.
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v PROJECT OUTPUTS

5.1 Orientation Workshop

A two-day workshop was held in Kibwezi in April 1984. There were three major
purposes in organizing this workshop:

1. Introduction of AMREF's newly established Maternal and Child Health
(MCH) /Family Planning (FP)/Nutrition Unit:

2. Orientation of health, FP and nutrition activities to government and
community representatives;

3. Identification of problems related to the atove mentioned areas and
findings possible solutions.

The key note addrrsses are related to FP, primary health care (PHC), nutrition,
the spread of information on healthful living, such ag simple measures of
sanitation and personal hygiene, boiling drinking water and the protection of
well and springs, were given.

The participants were then divided into small groups for one-and-a-half days
to identify solutions to problems encountered in the delivery of MCH/FP/
nutrition services .

Full details of the one and nalf day group exercise can be found on appendix
three on this report.

It should be noted here that this exercise has several fmportant points; some
of which are:

1. It enabled the groups to identify their nceds and priorities in the
delivery of MCH/FP/Nutrition sarvices

2. It created an atmosphere where the groups were able to think of some
possible steps that should be undertaken to solve the problems which they
have i{dentified.

In conclusion, aince these problems and possible solutions are identified and
expressed as felt needs by the community representatives, they should be uased
as guidelinen for further development of the MCH/FP/Nutrition services
delivery.

5.2 Training of Community Health Workers

There are about 146 Community Henlth Workers (CliWa) in Kibwezi Division. Of
these 40 have attended courses on FP, nutrition and health education conducted
by AMREF's MCH/FP/Nutrition Unit. All these courses were held at Kibwezi
Health Centre. The evaluatfon team interviewed seven of the CHWs who had
received training in the above subjects. This training was additional to the
previous training which the CHWs had received from AMREF befora the formation
of MCH/PP/Nutrition Unit.
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During the interview the CHWs sald that from the courses offered by AMREF's
MCIi/FP/Nutrition Unit they gained knowledge about various methods of FP and
about causes and prevention of communicable diseases. This knowledge appears
useful in the activities of the CHWs. The CHWs said thefir duties in the
villagés are to:

1. Teach hyglene and sanitation. More apecificallv they advise families to
drink clean or boiled water and to build and u. latrines and they also
advise families to clean utensils and to keep them in clean places.

2.  Teach households or adult individuals about FP. In particular the CHwsg
{nform people about the benefits of contraceptives, show them how they
are used and where they can get safer methods of FP. An example of
specialised FP gervice is tubal ligation which the CHWs satd had been
requested by 29 people.

3. Give contraceptives free of charge to adults who want to use them. The
CHWs receive condoms and foaming tablets at no charge from the shop~
keepers and from Ki{bwezi Health Centre.

4, Show families how to prepare Oral Rehydration Solutfon (ORS) a1 d to
advise parents to g8ive this golution to children when they bhave
diarrhoea.

5. Advigse famflies about nutrition. For example, they advise mothers to
breast feed their babies and discourage feeding babies with breastm{lk
subastitutes.

6. Advise pﬂticnts‘(uhen requested) how to uge the medicines obtained from
shops, dispensaries, health centres or hospitals.

7. Refer patients to health centres or hospitala. The CHWs said sometimes
they use a lot of their own resources on patient referrals.

8. Teach fam{lies how to control infectious diseasesn. For example, when
there was cholera outbreak in Kibwezi in 1984 the CHWs said they advised
peonle to boil drinking water and to use latrines as measures of
preventing the apread of cholera.

The CHWs have two ways of reaching the householda: by visiting their homes and
farms or through public places, such as barazas. Usually, several CHWs are
present {n a public gathering.

In Buch a meeting differaat healoh mesoagens are tranamitted to thoae attending
the meeting by different CtiWa. For example, one CHW aight speak on PP while
another might expla{n the use of ORS in the treatment of diarrnoeal diaeasesn.

Between March and Auguat 1984 the seven CHWa who had been t{nterviewed
distributed contraceptives to 444 people {n Kibwezi District.*

* Between January and December 1984 there were 150 new acceptors of FP at
Kibwer{ Health Centre. Between February and August 1985 there vere 50 new
acceptors of FP. In January 1985 the centre closed down due to a choleras
outbreak (sec also Table 5.2).

~—
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Table 5.1 on this page displays contraceptive distribution by CHWs in Kibwezi
Division.

There appeared to be a consensus among the CHWs that, in general, the communi-
ties they serve are willing to use contraceptives. At this stage of the
programme it can be said that the CHWs have been successful in creating a
sizeable demand for contraceptives in the project area.

Table 5.1: Contraceptive Distribution by Cowmunity Hesalth Workers

Interview No of people issued with: Total Period covered
No of CHW Condoms Foaming tablets number

1 140 155 295 March - August 1985
2 43 20 63 March - August 1985
3 5 4 9 March - August 1985
4 1 10 11 March = August 1985
5 1 2 3 June - August 1985
6 6 3 ©9 June - August 1985
. 7 28 28 54 March - August 1985
Total 244 220 444 March - August 1985

Source: Compiled from field data.

The success ¢of the CHWs in this matter is due to two factors. The first and
most {mportant factor 1is their proximity to the population. The second factor
i3 their active advocacy for FP. The CHWs sald they spend a considerable
amount of time at peoplca’ homes and farms informing them about modern methods
of FP. Two of the CHWs spend 2-4 days a week on health work, with one day
being spent on FP matters. -

5.3 Trainfang of Traditional Birth Attendants

Two coursens were organized for Traditional Birth Attendants (TBAs) in MCH, FP
and nutririon.® In particular TBAs were trained in:

o oral rehydration;

o ante-natal and post-natal care;

o danger uigns of labour;

o bYrlanced diet, especially for pregnant and lactating mothers and
zhfldren;
safe and clean methods of delivery.
o different methods of FP.

o

The courne {a organized on the banis of a job to be performed. The length of
the courne {a five days with a monthly follow-up for four montha.

* A two-day follow-up workshop wns also carried out.

The training was conduct-d by the Community Nurmse {n charge of training {n
AMREF's MCH/FP/Wuirition Unit with participation of other profeasionala from
Kibwez!{ Health Cr itre, Makindu Sub~District Hospital and Machakos Diocese.

3l



The methods used for training are discugssions, demonstrations, return
demonstrations and use of some audio-visual aidsg.

Pre- and post-training tests were used for ante- and post-natal care, delivery
&7d child care. According to the scores a reasonable knowledge has been gained
(3ee Appendix 4).

The team interviewed TBAs who came from Makindu, Kisingo, Kai, Mtito Andei,
Kainboydo and Kawinguni sub-locations, some individually and some in groups. A
total of ten TBAs were interviewed. Nine of those were trained and one was
not. The TBAs stated that they were performing the following activities since
they received the training:

o advising and demonstrating nutrition;

o demonstrating oral rehydration;

0 explaining about the advantages of FP;

o referring cases which they felt were unsafe to be delivered by them.

They gave other examples of post-training practlices such as washing their hands
before delivering, referrinz a pregnant woman {f there is blood before delivery,
and palpating the fortus while {t 18 in the womb. They also stated they

refer prolonged labour cases but the time limit was not explained.

The untrained TBA said that she knows how to help a mother deliver. She
started with an emergency situation six years ago. She has delivered three
babies since then. She does not know about FP, ante- or poast-natal care,
nutrition, or complicated deliveries. She wishes to be trained.

It was interesting to note that nine out of the ten who were interviewed have
started to be TBAs due to a nced of helping a woman to deliver. One said she
had to deliver herself as there was no one to help her. A male TBA said his
interest in becoming a TBA began after he helped a lady to deliver whilc i{n a
bus.

It neems that these experiences have opened the minds of TBAs for the nced of
training in MCH which has become the link for seeking informction on FP.

Most TBAs said that they are not pald for their services. One stated that she
{s paid KSha 20 per delivery. However, she doen not demand to be paid {f the
family does not pay her. A number of them are paid in kind. Most of them
stated they make a living on subsistence farming.

5.4 Training of Shopkeepera

Since March 1984 the MCH/FP/Nutrition Unit, using the training facilities at
Kibwezi Health Centre has :rained 32 shopkeepers. The shopkeepers have received
education regarding the diseases that can be treated by non-prescription drugs
that they keep in thefr shopa and also about modern methods of FP. It was

found during the training sessions that over 110 different typeas of drugs are
being aold in a variety of shops in Kibwezi Divinion. The non-prescription
drugs kept by the nhopkeepers can be claesified into four groupn: painkillers,
malaria tablets, worm killers and cough medicines. There ia st ong suapicion

{n Kibweri (as is probably the case in other parts of Kenya) that some shop~
keepars are selling antibfotics and other drugs which require a doctor's
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prescription.

The shopkeepers who attended AMREF's FP/health education courses are

encouraged to pass on health education messages to their customers. They are,
for instance, asked to inform thef{r customers how to use the drugs they buy
and, whenever possible, to verify whether the drugs patients request are
appropriate for the illnesses they believe they have. The shopkeepers are also
g8lven stocks of contraceptives to distribute to the population free of charge.
The evaluation team visited a number of shopkeepers to assess their performance
regarding the distribution of contraceptives and dissemination of health {nfor-
mation. Eight shopkeepers were visited. Four of them had attended AMREF's
shopkeepers' course and had received supplies of contraceptives. The other four
had rot been trained and, as a result, were not distributing contraceptives.

Tables 5.2 and 5.3 on the following page provide dcsc}iptions of the shop-
keepers who had attended AMREF's course on FP (and those who had not) regarding
provigion of health information and distribution of csatraceptives.

Table 5.2 shows that the shopkeepers managed to distribute the contraceptives
te some of their customers. However, it is not possible to tell from the data
displayed in the table whether the people who collected contraceptives from
the shops actually used them. The shopkecpers described in table 2 said that
they were willing to act as advocates of FP.

We found this information surprising because there are no economic

Incentives in the current method of distributing the contraceptives to

motivate the shopkeepers to create demand for the contraceptives. As mentioned
earlier, the shopkeepers distribute the contraceptives to their rustomers free
of charge. When asked what they gained as businessmen from the time they spent
convincing their customerg to use contraceptives, the shopkeepers could not
point to clear personal gains. They simply said they had volunteered themselves
to be advocates of FP.

There appear to be two reasons for the shopkeepers’ willingnens to act as
volunteer advocates of FP. The €irst reason is that the shopkeepers who are
currently distributing the contraceptives were carefully selected, {.e. the
selection criteria were blased in favour of the shopkeepers who would be
willing to do voluntary work. In order for a person to qualify for AMREF's
shopkeepers' course he had to have a shop in an area (villac.) in which a CHW
lived and a stable or succeasful business. Note that these criteria led to the
selection of the shopkeepers familiar with CHWs (who were already doing
voluntary health work and who had established businesses in their communities.

A second conjecture for the shopkecpers' willingness to act as voluntary
workers in the fnitial phase of the MCi/FP/nutrition project is that they
expected some gain during future phasen of the project as a consequence of
their association with AMREF.

Some shopkeepers knew that contraceptives are being sold in some chemist shops
in Nairobi; thus it is probable that their willingness to act as FP advocates
waas based on the hope that they would be in a position to distribute contra-
ceptives on commercial basis in the future.

Prom the shopkeepers' records {t was noted that virtually all of the people
who had collected contraceptives from the shops came from the villages in the
vicinity of the shops (five kilomectres or lecas in most casecs).
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Table 5.21 A Pescription ol Shopkeepers who had Attended NREF's Course on Fanily Planaing

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

e of Sex Dlo. of people  Period Characteristics Aay lon shopheepar  Benefite of Were
shop- issued with:  covered of wast repeat  edacate custosers attending a contraceptives
heepers' Condons Feasing fregquent visits  about drags they shopheepers’ displayed
market tablets Cnstomers stoch course conspicuously
Namby H 28 13 June - lnmarried adult  Hone Tes Cained know- Ho
August  wmen ledge dhout
1985 drugs aod
S the diseasns
they treat;
- learnt how
to use ton-
- traceptives
Mdui- A 7 10 March - Adult women None Yes Ho respanse Yes
Hra Angust
1945
Xaubu N 8 7 March - Married men Tes Tess Learnt that No
. August  with at least contracyp-
1985 3-4 children tive use can
‘ prevear 7o
Tambu F - ] June - Married women Ko N No respnnsa Ho
Awgust
1945

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

M:Mles F: Female,
® Also provides nutrition eduratinn,

Tabie 5,31 A Descripticn of Shepheepers whe had Mot Attended NREF's Course oa Fanily Plameing

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

Kaze of Ser  Hoald bo/she be  Does he/she educate Would h/ﬂc be Had she/he Iy he/she willing

shop- willing to attesd custemers aboxt wse willing to hoard of NRIF's  to distribate
keepers’ 1 shepheepers’ of drags hept in  advocate for P shopheeer's contraceptives if
srket coarse the sbop i trained course trained
Tamby ] Yes Yus No Tes Ko
Faabu F Tes Ho Tes Ho Tes
fowesi N Yes Tes Yes Yos Tes
Xbwezi F Yes, with per- Ho Hot sure Yes Not cure

missinn of huiband

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

H:Mley F: Female,
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Table 5.3 contains information about a randon sample of four shopkeepers who
had not attended AMREF's course on FP and who had therefore not been supplied
with the contraceptives to distribute.

In comparison to Table 5.2, Table 5.3 displays informative results. This table
shows that virtually all the shopkeepers would be willing to attend AMREF's
courge on FP. However, only half of them would be willing to distribute the
contraceptives and/or act as FP advocates.

Two points are worth noting regarding the information displayed as Tables 5.2
and 5.3. Firstly, no statistical significance should be attached to the shop~
keepers' responses displayed in the tables since the sample sizes are very
small. Secondly, the results tabulated in the table depend on the criteria
used to select the shopkeepers.

The discussion about the shopkeepers can be summarized as follows:

1. Distribution of contraceptives through rural shops would make
contraceptives more accessible to the rural population. This should
increase the demand for contraceptives.

2. At the moment there are no economic gains to be had by the shonkeepers as
distributors of :ontraceptives aince they give them to their customers
free of charge. But in the long run they probably hope to reap these
benef{ts having first created a demand for contraceptives and then
distributing them commercially. (However, for this to happen, some
barriers tc this market should ~e imposed otherwise no shopkeeper would
invest initially in creating demand for a product which would be available
for sale by every one).

3. The shopkeepers would be willing to act as voluntary advocates of FP
provided that they are carefully reeruited. This aspect of the shopkeopers
could be used in the {nitial phases of the FP project to create demand
for contraceptives.

4, Health education with respect to use of over-the-counter drugs 1is posaible
through the shops but on a limited basis because there are no strong
—econonic motives to drive the shopkeepers to provide {t.

Other aspects of distribution of contraceptives through the shops

l. The shop owners who had been trained as contraceptives' distributors are
not in the shop all the time. The people they leave as their deputies
(wives or relativen) showed aome knowledge of contraceptives. This {s
because, as mentioned eurlier, the trained shopkeepers inform their
family members about the contraceptives they distribute.

2. The shopkeepers felt they needed further training in the distribution of
contraceptives.

i3



5.5 Measurement of Final Output

The ultimate aim of this project i3 to develop replicable methods of lowering
the population growth rate in Kenya. Thus, the ideal index of final output of
the project i{s a reduction in the annual growth rate of Kenya's population by
a certain percentage. Further, the extent of decline in this growth would
represent the magnitude of the {mpact of the project.

However, in a practical cvaluation of the impact of this prolect, alternative
measures for {ts output are required. There aie three main reasons for this.

1. This project 1life 18 too short for it to have noticeable influence on the
growth of the population in the project area.

2. Because of the child survival ccmponent of the project, even if a
noticeable change {n the population growth occurs, this change {s likely
to be positive rather than negative.

3. There are other factors, such a3 migration flows, which are not being
controlled in the project interventions.

4. Further improvements in the health gervices i{n the area

These considerations make changes in the population growth rate inappropriate
as measures of the project impact.

The realistic measures to use in a practical assessment of the impact of this
project are measures of changes in variables related to improvements in
chances ot child survival and indices of variables related to {ncreased use of
FP services. These {mpact measures are realistic because an enhancc tent 1in
child survival should lead to an {ncrease in the use of FP services among
couples. (Assuming that the majority of new additions to the population are
from married couples, the adoption of FP would eventually lead to a reduction
in the rate of populetion increase.)

Practical measures of final output for this project should be a combinu:ion of
some or all of the following: ’
0 number of cuntraceptives diatributed during the project life;
number of people using contraceptives for a given period;
frequency of use of ORS for diarrhoea problems;
frequency of referrals of abtnormal deliveries by TBAs;
frequency of nutritional advice by TBAs;
ante-natal visits tc TBAs;
number of mothers no longer using breastmilk substitutes:
number of shops no longer selling breastmilk oubstitutes;
number of ante-natal visits to modern facilities;
extent to which the research papers of the project are read by people
involved in population control interventions.

\
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Other output -‘easures can be constructed along the lines sugested above.
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VI  MONITORING

The monitoring system that is used by the MCH/FP/Nutrition project falls {into
the following areas:

1.

- \

Written or verbal report from the fleld, when the head of unit or staff
visit the field (the project site) extensive discuasions are carried out
with the ¥ibwezi Health Scheme staff, the Community Health Worker, and
Traditional Birth Attendants, {in the areas of achlevements, difficulties
and possible steps to be taken to solve some of the difficulties. Some
forms have been provided for the CHWs and TBAs to record the FP services
they provide but they have not yet learned to accurately use them. A
follow-up and proper training on record keeping should be consiuered.

MCH/FP/Nutrition Unit meetings and exchange of reports and comments:

This 18 an in-house meeting where the staff members of the unit {nform
other staff of their respective activities and plans. It is a useful
exercise as it helps to coordinate the programme and also may supplement
information from the fileld for project activities (e.g. nutrition, family
planning supplies ectc.)

Quarterly staff meetings with all AMREF staff who are concerned with the
MCH/FP/Nutrition Unit project. During these meetings the concerned AMREF
staff are informed of all the activities that were undertaken during the
period. The achievements, constraints and the procedures to carry the
activities and discussed {n detail. This meeting {s very important as {t
provides concrete {deas and suggestions on how to carry further the
activities of the MCH/FF/Nutrition Unit.

These meetings, reports may be called an {n-built monitoring and
evaluation. They provide a base for further mounitoring and evaluation
and the continuity of this activity should be encouraged.

Monthly meetings -

A Monitoring Committec meeting has been established. The members are
composed of USAID, FPPS and MCH/FP/Nutrition Unit. This committee
reviews all activities that have been carried out during the month and
sugpests alternative steps to be taken on the arcas of activities that
may need a change and endorse the nrcgr ammea that are running amoothly.

Advisory Committce meeting

This committee {s componed of AMREF Representatives, Ministry of Health
Representatives and other agency representatives. It is aupponed to meet
twice a year and advice the MCH/FP/Nutrition Unit on the development of
the Unit's programme. So far it har been difficult to get the
participation of the members outside the AMREF staff. A epecial effort
should be taken to hold these meetings since they link the project with
other agencies that are crucial for the repli{cation of the activities of
the project.

.pa
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There were delays in project implementation in Phase I of the project because
of staff shortage and in Phase III due to a severe faminme and an outbreak of

cholera in the project area. This appears to be one of the reasons why, as of
June 1985, only 38 per cent of the project budget had been spent.

In regarding the conclusions and recommendations that follow, it should be borne
in mind that due to the long term nature of the zffects of this project, its
evaluation was done too early. The interventions of the project are only 18-20
months old, and their effects are yet to fully work themselves out.

7.2 Conclusions

Two kinds of conclusions are presented in this section: Conclusions specific.
to the objectives of the project and general conclusions. In the case of the

latter, each of the objectives of the project is listed separately, along with
the conclusion(s) specific to it.

a) Conclusions abecific to the objectives of the project

Objective One:

"To reduce the present rate of population growth in Kenya through
creation of an effective demand for FP services and to improve the health
and nutrition status of mothers and children”.

Conclusions:

(1) The first part of this objective, i.e. reduction in the growth rate
of Kenyan population is not achievable within the pilot interventions of
the project. So far, the project interventions have been implemented
only in one area in Kenya - Kibwezi Division in Machakos District. An
additional area can be covered during the remaining life of the project.
However, even if population growth rates decline in the project areas, no
noticeable decrease would be observable in the average growth rate of

the population in Kenya.

(11) The sccond part of the above objective, i.e. improvement in the
health status of mothers and children (in the project area) is
achievable, but not in the current life of the project.

The project activities in MCH/FP, nutrition and in child survival in the
project area (Kibwezi Division) should eventually lead to an improvement
in the health status of mothers and children in the division. for
2xample, the training of TBAs in safe delivery, ante~natal and post-natal
care, and In diagnosis of delivery cases that require hospital referral,
would, {f practiced, lower maternal and child mortality. Some TBAs are
already referring abnormal delivery cases to hospitals; but {t is not
clear the extent to which these referrels are due to the training given by
the project staff. It will take more than one three-year period (i.e.,
more than one project life) to document the effect of training on the
existing practices of TBAs; and hence on the effect of this training on
the process of improving the health status of mothers and children. This
process for instance, consists of an increase in the utilization of ante-
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natal services; improved nutrition for expectant mothers (as a result of
nutrition education by TBAs, and CHWs); and an increase in hospital
referrals of abnormal pregnancies by TBAs.
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Oblective Two:

"To develop, implement and evaluate pilot interventions and, spucifically
to explore alternative strategies in the delivery of MCH/FP/Nutrition
services to communities.”

Conclusions:

(1) With regard to the development, implementation, and evaluation
(monitoring) of pilot interventions, the project has been successful in
developing and implementing a number of pilot interventions.

For example, the project has developed training materials, and has used
them to train TBAs, shopkeepers and the CHWs in FP and in nutrition
education. As a result of this training, the shopkeepers and the CHWs,
are now distributing contraceptives (condoms and foam tablets). The
trained TBAs are not distributing contraceptives, but they are reportedly
involved in providing advice on oral rehydration, FP and nutrition.

The monitoring of the distribution of contraceptives by the CHWs and the
shopkeepers, and also the follow-up of the activities of trained TBAs
has just started. The research and training staff of the project have
designed forma to monitor the distribution of contraceptives and
provision of FP advice by TBAs. These forms have already been issuad to
the TBAs and the CHWs, lut they have not yet been collected for anaiysis.

A good number of reference materials have been developed or purchased,
but their utilization appears limited.

(11) The project has succeeded in exploring alternative strategies of
delivering MCH/FP/Rutrition services to communities. Shopkeepers, CHWs
and TBAe are providing FP services and advice. However, although the
project staff have trained the CHWs, shopkeepers and the TBAs to provide
nutrition education, the extent to which this education is being provided
is not known and n.:~ds further monitoring.

(111) The project has plans to encourage the well-groups to start
vegetable and fruit cultivation at the water sources. This proposal
seems feagible, but the well groups might need assistance in form of
seeds and irrigation facilities.

Objective Three:

"To develop MCH/FP/Nutrition components for existing and new AMREF
projects.”

Conclusion:

There was no time to investigate this aspect of the project in detail. -
So far, the project has developed a number of these components. The
project staff have given several lectures to AMREF staff at the
headquarters, and at Kibwezi Health ascheme on Family Planning. Project
staff also attend working committee meetings of other related and
appropriate AMREF projects where they offer advice on their specialty
areas. More importantly, the project has integrated FP aservices into
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b)

AMRE?'s Flying Doctors Services through its training of Flying Doctors
nurses in FP, gynaecology and obstetrics; established a Nutrition
Rehabilitation clinic ac Kibwezi Health Scheme; and set up an MCH/FP
clinic for AMREF staff in Nairobi. In addition to the above, the project
has been consulted to integrated MCH/FP in Primary Health Care services
in Lake Kenyatta Settlement and alsc has been asked to provide MCH/FPP
services for AMREF's projects ia Southern Sudan. The project 1s planning
to establish a second Nutrition Rehabilitation clinic in Magadi,

Objective Four:

"To assist upon request, government and non-government agencies in
formulating and evaluating MCH/FP/Nutrition projects.”

Conclusion: d
~oncluslion:

It was not possible to obtain information which could be used to assess
the performance of the project in achieving the above objective.
However, we find that the project staff have provided advice to the
government of Kenya, and non-governmental organizations on appropriate
materials and metiwds in the training of health workers in the fields of
MCH, FP and nutrition. So far, the project's MCH/FP/Nutrition Unit has
been consulted by a number of agencles and institutions on appropriate
training materials in areas of MCH, FP and nutrition. Some of these
agencies are: The Division of Family Health, MCH; Family Planning
Aesociation of Kenya; and the Kenya National Council for Population and
Development. Thus, the MCH/FP/Nutrition Unit that was set up by the
project has succeeded in establishing itself as a source of advice on
matters concerning trairing in MCH, FP and nutrition. The Unit also
appears capable of assisting other institutions in the formulation of
MCH/FP/Nutrition projects, but it does not yet have the necessary
experience to assist irn the evaluation of these projects, other than the
design of evaluation survey and data collection instruments.

Summary of Specific Conclusfons:

(1) The project's objective of reducing the rate of population gr-wth in
Kenya 18 not achievable even if only applied to the pilot intervention
areas. The interventions of the project are trial in nature, and will
necessarily have to be limited to a few areas in Kenya. Thus, their
impact on the overall growth of the Kenyan population will be negligibls.
However, the project is capable of developing replicable methods of
reducing the growth rate of population in Kenya whicl was probably the

ma jor purpose of that objective.

(11) Through its training of community based health workers in the
distribution of conctraceptives, and in the proviasion of child survival
services (.c.g, information about ORS and balanced diet), the project has
initiated a process that should eventually lead to an improvement iu the
health stnatus of mothers and children in project area. since this is a
slow process, the documentation of it, and evaluation of its impact on
health status, will require more than three years (i.s. a period longer
than the 1life of the current project).
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c)

(111) The project has explored several methods of providing
MCH/FP/Nutrition services to communities.

Currently Rural shopkeepers, CHWs and TBAs are delivering
MCH/PP/Nutrition services. The TBAs provide information about FP
methods, but do not distribute contraccptives as is the case with
shopkeepers and the CHWS. Both the shopkeepers and the CHWs are
distributing contraceptives on a voluntary basis.

(1v) The project is developing MCH/FP/Nutrition components for existing
and new AMREF projects as planned.

(v) The project has established an MCH/FP/futrition Unit that is now
capable of advising the Kenya Ministry of Health and other {nstitutions
on matters related to the training of health workers in the fields of
MCH, FP and nutrition. The project's original aim of developing a
capability for assiating the MInistry of Health and other agencies in the
formulation and evaluation of MCH/FP/Nutrition projects has not yet been
fully realized.

(vi) Except for objective three and the firat part of objective one, the
project has made good progress tovwards the achievement of its objectives.
Considering problems of staff shortage that the project experienced in
its first two phases of {ts life, the progress of the project is as
planned. The project may thus not modify its existing logical framework.

General Conclusions:

(1) The MCH/PP/Nutrition Unit at AMREF {8 now fully established and is
functioning as planned.

(11) AMREF's administrative and managerial resources are adequate to
support the project. The MCH/FP/Nutrition Unit {s well integrated in
AMREF's organizatiors] structure and the unit has access to the
resources at AMREF to carry out {its activities. The unit has hiqhly
qualified staff.

(111) The project has integrated the activities of the community~based
health workers, i1.e. the CHWs, TBAs and shopkeepers, in the provision of
MCH/FP/nutrition services. The CliWa obtain contraceptives from the
shopkeapers when their supplieo run ahort; the TBAs refer their clients
who are willing to use contraceptives to the shopkeepers, CHWa or &
health facility. Through its training programme the project has also
strengthened the link between the community-baned health workers, Kibwezi
Health Centre and government health facfilitien in Kibwezi Diviasion.

(1v) The shopkeepers are currently distributing contraceptives on a
voluntary basis. At the moment there are no economic gains that accrue to
them as distributors of contraceptiven. However, some of the shopkeeperas
know that contraceptives are being nold in Nairobi and they probably
expect to aell them {n the future.

(v) As of June 1985 the project had mpent about 38 per cent of its three-
year budget. The remaining funds are sufficient to cover the coat of the
activities planned for the final year of the project. The activities
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planned for this period are also consigtent with the objectives of the
project.
/

(vi) The Project's addition of the PP work to the exiasting duties of the
CHWs hae substantially increased the workload of the CHWs. Any
additional work to them ig likely to have an adverse effect on their
performance, especially since theylﬂre not being paid.
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VIII RECOMMENDATIONS

Recommendations specific to the objectives of the project

(1) As it pstands, the first objective of this project is a composite
objective, in the sense that it contains several objectives in itself.
This makes it difficult to know which objective is intended to be
achievad by a certain intervention of the project.

We_recommend that this objective be split into several objectives, each
of which should be less ambitious than the current one. Other objectives
should also be re-examined to determine how they can be modified in the
light of the experience gained so far in the attempts made to achieve
them.

(2)  Through its interventions, the MCH/FP/Nutrition project has
initiated a process of change that should improve the health status of
mothers and children. But this process is slow, and some time will be
tequired before 1ts health effects can be assessed. We recommend that
USAID fund the project for another five years, to cnable the project's
Unit to monitor and evaluate ths process it has already started, besides
enabling {t to complete the other interventions in the project plus
undertake additional pilot interventions, particularly those identified
Jointly with the Ministry of Health. These conclude:

(1) School health education in family planning and nutrition

(2) Development of more FP and nutrition teaching and learning
materials.

(3) Research on distribution of contraceptives through the shops 1in
different geographic areas in Kenya. Some of the research
topics in this area might be:

Characteristice of the shopkeepers who are considered
successful {n distributing contraceptives; willingncse tn pay
for the contraceptives kept at the shops; methods of informing
people of the availability of contraceptives at the shops.

(4) Nutrition activities {in schools, particularly the teaching of
nutrition education.

(5) Training members of the well groups to extend nutrition
education to communitles.

(6) Introductfon of Fam{ly Life Education in schools.
(7) Introduction of new MCH/FP card at MCH clinics in ’
Health Centres and hospitals, first in Kibwez{, and then in a

few other areas in Kenya.

(8) FPurther training of mothers in nutrition at the rehabilitation
clinica.
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(9) Improving MCH/FP/Nutrition services at Kibwezi Health Centre.

(10) Training and retraining shopkeepers, TBAs and CHWs in Family
Planning (FP).

(11) Further research on dropouts from Family Planning services in
the project area and in other areas in Kenya. The research
work would fo. example concentrate on finding out the reasons
why clients drop cut of the FP Programme.

(12) Spreading community based distribution of contraceptives more
widely.

(13) Basic Training in health care for mothers.

(14) Upgrading the skills of the project staff in identification,
and writing up of project propasals.

(15) Improving the skills of the project staff in {mplementation,
evaluation and monfitoring of projects.

(16) Project staff training in skills which would enable them to
provide consultancy services to other organizations and
agencies concerning project identification, fmplementation and
e¢valuation, among others.

(17) PFurther development of teaching materials including audio visual
aids.

(18) Further training of TBAs in ante-natal and post-natal care.

(19) ' Mass training of TBAa, CHWs and Shopkeepers in other arcas after
enough experience has been gained on the training and uti{lization
of these cadres as MCH/FP/Nutrition advocates

(20) Improving ante-natal clinic services in selected areas in
Kenya.

(21) Tésting the applicability of experience gained in Kibwezi fn
other areas

(22) Monitoring of the exiating project activities.

11. If the USAID accepts to extend the project for a period of five
years, we nuggest that they (USAID) {nform AMREF early enough of thefr
decision to re-fund the project ao that AMREF may not unnecensar{ly apend
time (which might have been allocsted to project activitien) looking for

“alternative ways of refunding the project.

(3) 1. The project's current strategy of distributing non-prencribed
contraceptiven through the ahops and the CHWa, makes contraceptives
accessible to more people than would have been the came {f thefr
distribution wan through efther the ahopa or the CHWn.

Wo_recommend that thia strategy of contraceptive distribution be
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continued in the present project area.

11. At the moment, the TBAs are not distributiag contraceptives.
Some TBAs in the project area expressed willingness to distribute
contraceptives. We suggest that the TBAs who are willing to distribute
contraceptives be recruited to distribute them.

(4) Since the project's strategy of contraceptive distribution is
intended for replication, we recommend that the strategy be tried in a
new site in which AMRE?'s infrastructural support 1s not available. This
would require additional training, either direct training of shopkeepers
and TBAs, or training of trainers in courses for health centre staff or
district teams to do the training theuselves. We also suggegt that the
contraceptive distribution should be through the shops, and possibly
through the TBEAs. The CHWs should not be used {n the new site because
their recruitment, training or supervision is likely to be very costly in
an area in which AMREF's infrastructure does not exist. More
importently, the project's remaining time and financial resources are
unlikely to be adequate to permit exploration of different strategies of
contraceptive distribution in a new site.

(5) Since the Government of Kenya supports Community Based Distributlion of
low dose oral contraceptives, strategies to distribute such contraceptives
should be tested along the lines of the distribution of non-prescribed
contraceptives. The TBAs, CHWs and the Shopreepers can be used for this
purpose.

(6) 'In order to promote its nutritional goals, the project has plans for
initiating cultivation of vegetables and fruits at the water sources in
Kibwezi Division. We support these plans. However, it should be borne
in mind that the well-groups, who are the target for this activity will
likely need project's assistance in the form of seeds, {rrigatlion
facilities, and probably markets for their produce.

(7) If practised, the TBAs' training in safe delivery, ante-natal and
post-natal care, nutrition, and in oral rehydration methods, should
improve the health status of mothers and children in the project area.
the little evidence that 1s available to the effect that the TBAs are
practising their training, is based mainly on TBAs' verbal accounts of
what they do.

We recommend that a system to monitor the extent to which the TBAs use
their training be establismhed. The project staff should develop
monitoring and asupervision schedules and methods. The community nurses
at Kibwezi Health Centre and at the dispensaries will then regularly
supervise the TBAs according to the supervision programme drawn by the
project ataff. The project staff themaselves will monitor the community
nurses and also the TBAs from time to time.

General Recommendations

(1) There wan no time to cost the intervention activities of the
project. The coats of these activities (e.g. training of TBAs and
shopkeepers; data collection and analysis; training materials; etc.) are
needed in order to estimate the total coat of replicating these
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interventions in cther parts of Kenya.

We_recommend that the costs of these interventions be determined prior to
the final evaluation of the project. To facilitate the costing of
intervention activities during the final evaluation, we suggest that for
2ach future activity, the following costs be kept separately:

o Petrol costs

o Vehicle repair or maintenanc: costs

o costs of books, stationery, magnetic tanes, etc.

o Time costs (to be shown in number of days the staff spend on an
activiey. The activity might be a shopkeeper workshop, data
analysis, data collection and so forth)

o Costs of food/accommodation for the participants (the number of
participants should be indicated)

o Travel costs for participants/enumerators

o Other cost items.

It is not necessary to integrate this activity cost reporting system with
the main project accounting gsystem. The above cost data can be collected
(with the aid of appropriately designed reporting forms) from the project
staff as they return from the field. The cost data can then be kept in
form of journal entries (or in other convention forms) fur each activity.
It should be stressed that these cost data should he maintained for each
distinct activity of the project. A first step in establiching this
system of filing activity costs, is a clear understanding of ihe core
activities of project interventions.

(2) 1In a period of less than two years, the¢ research staff of the

project have produced research papers and reports of very high quality.
The research findings seem relevant to the project's work, (e.g. the
finding of a high drop-out rate among contraceptive users in Kenya should
warn the project staff of a similar problem in the project area). \

It should have been a very good thing for the research activity, {f this
finding led to the existing system of monitoring the use of
contraceptives distributed by tlie shopkeepers and CHWs in Kibwezi. gome
of the research work planned for the next project phase include:

o Follow-up of clinic drop-outs in conjunction with the Ministry of
Health

o Exploration of needs of out of school youth with regard to FP
gervicen

We_suggest that the fc1lowing research agenda be considered in additional
to the one ligted abor..

Pattern of utilization of PP services provided by the shops, CHWs and
health facilities. Aa example of a research queastion here is: which
source of FP services i{s most frequently chosen by the clients and why?

A comparison of coste of training TBAs or shopkeepers in FP using

different training methods, e.g. a comparison of costs of training TBAse
using audio visual aida vs a method without these aids. The next astep
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would be to compare the effectiveness of these methods in terms of the
knowledge gained or retained by the TBAs or shopkeepers. An assessment
of the effectiveness of various methods can be done through pre- and
post-tests. The final step would be a comparison of total costs of
different methods for a national programme of training a given number of
TBAs or shopkeepers in FP. The differences between TBAs (shopkeepers)
scores in pre- and post-tests would also be shown for each method.

Thus, a method of training TBAs or shopkeepers in FP in a nationwide

programme would be chosen bearing in mind its cost and effectiveness

relative to other methods that are available. This choice rule would
promote economic efficiency in a training programme.

An explorztiion of a curriculum for training a new generation of TBAs.
These are TBAs who can read and write. The current research budget 1s
unlikely to be sufficient to support the o-oposed research activities.
We recommend that requests for additional research funds for thz above
activities be granted wheuevcr funds are avaflable.

(3) Through various official reporis, we know that the pregnancy
rates among the school-age gi.ls are high.

We recommend that the project extend its FP information services to the
vouth.

(4) Considering that Llere is a demand for other Family Planning (FP)
methods which are more effective than condoms and foaming tablets, we
recommend that Kibwezi Health Centre be up-graded to a level where
Intra-Uterine Contraceptive Device (IUCD) insertions and tubal ligations
can be performed. These services could be provided by a visiting
gynaecologist.

(5) The nursing staff at Kibwezi Health Centre stated that thay were
experiencing a depreciation in their knowledge and they felt they should
be given refresher courses so that they may not forget what they learnt
during their training and also to keep up with the new developments in
their fields and related areas. They also feel that they need training
regarding supervision of TBAs and how best to interact with the CHWs and
the Shopkeepersa.

We concur with the views of the health centre staff and recommend that
training and refresher courses be given as the need may be.

(6) During the visit to Kibwezi Health Centre we observed that some of
the equipment, such as the sucking and weightng machine, were out of
order. The nursing sta'f said they had reported this matter but no one
repaired the equipment nor was a replacement mzde. It appears that a
special course on equipment malntenance and repair is needed for th-
health centre ataff to avoid unneceasary delays {n repairing damaged
equipment.

(7) As described in the text, the morale of the project ntaff 1s high.
The estimated work load is 70-80 hours per week. Staff continuously
eearch for innovative ideas to improve the performance of
MCH/FP/Nutrition project. They have the commitmcnt.and interest which
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contributes to strength of the Unit. The management should work out an
incentive scheme to maintain the high morale of the project staff.

(8)  Althouyh the staff are innovative and have been preparing materials,
including audio-visual aids for training purposes, there ig still a need
for additional staff in this area of the programme who will be responsible
for designing training materials. ~

We recommend that a documentation officer be employed who can work under
the direction of the project leader and staff of the unit in preparing
training manuals and audio-visual aids. -

(9) During the workshop held 1in April for needs assessment, the top
priority was water. When the unit visited Kibwezi the need for water
was also repeatedly expressed. One can :.1lso observe the scarcity of
drinking water. People can spend KShs 1-15 for a gallon of water and
gsome have to walk 6-15 kilometres to collect water from the main
pipeline.

Health education activities, such as washing hands, hygfene and boiling
water for drinking is based on the availability of water. Communicable
disease control, which 1s based on cleanliness, needs an ample water
supply. Thus, without the provision of water, effective community-based
health programmes cannot be carried out.

Therefore, we strongly recommend that a programme for water provision be
organized in conjunction with the concerned authorities and institutions.

(10) There is a shortage of secretarial services in the unit. We
recommend that an additional secretary be employed to work for the unit.

(11) Since the activities of the unit are field based, {.e. training
takes place at the community level aervice has to be provided in the
village. Nutrition activities will have to he carried out within the
community-based facilities and other areas. An additlional driver and

8 car are needed to help facilitate the activities of the unit. At the
moment the unit has one car and a driver. Additional research gtaff are
also needed.

(CHWs) are rendering a useful service to the community and the project.
Both benefit from the services of the CHWs. The CHWs reduce the
comnunity's cost of obtaining contraceptives. They are alsgo advancing the
pProject's experimental goals. The CHWg spend 2-3 days per week working
for the community and the project.

We recommend that a CHW compensation acheme, supported both by the com-
munity and the project, be explored. This compensation should be through
the community since 1t 1{s the one that selects the CHWa. Thia routing of
the CHWa compansation will avoid making CHWs dependent on AMREF.
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APPENDIX 1

Table Al: Amendwent No 3 Budget
and Actual Expenditurcs on USAID ¥inanced Inpute
for the Two-Year Perfod 1983-1935 (n US Collars

TECHNICAL ASSISTANCE

Long Term

Medical Officer
Sociologisnt/Aanthropologist
Community Nurse

Driver

Short Term

Consultants

Enumerators

Sub-total, Technical Assistance

TRAINING

Ten one-veek workshop for 19-20
participanty

Development, production and
distributfon of teaching
materials and Ltrafnfng manuala
Participation {n other

rele unt training courkes as
resource ataff

Staff training (two MCH degree
coursen)

Three MCH/FP/putrition work-
shopn (fncorporated {nto ather
AMREF tralning couraes)
Incorporation of MCH/FP/
nutrition component {nto
distance teaching cournen

Sub-total, Trafnting

COMMODITIES
Statfon-wagon vehicle
Teaching equipment
Offic~ equipment
Supplemental FP nupplies
Reference material

Sub-total Commoditien

Budyet
amount

27,700.00
24,600.00
29,360.00
3,240.00
6,450.00

3,225.00

- -~

111,875.00

6,617.64
7,500.00

1,075.00

20,000.00
4,000.00

4,19%.00

43,388.00

10, 354,07
%,000.00
7,560.00
1,300.00

430.00

2“.“6&.00

12

Actual

expend{ture

11,590,806
14,009.93
19,995.96

2,4%97.68

1,243,795
9,017.73

- e o am - .o

14,816.33

1.68

0.00

37,734.80

0.00

- - -

52,954, A1
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-
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14Y.67
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16,192.22
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Actusal

expendf{ture

19.28

223.89

0.05

0.00

188.67

18.417
0.00
107.45%
0.00

-
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Tabhle 4.2 continued.

Pudget line item Budget Actual Actual
amount expenditure expenditure
8/83-8/85 8/83-8/85 as X of
budget

D. OTHER COSTS
1. External evaluations 6,500.60 0.00 0.00
2. Vehicle ruaning expenses

(%0.45 x 25,000 km for FY2 & 3

and 19,000 kn for FY1 21,490.00 3,498.52 16.27
3. Staff travel expenses ($40 per

day X 200 person days) 17.200.00 20,548.55 119.46
4. Reports and technical papers 2,000.00 5,806.20 290.31
5. General expenses (contingency) 2,150.00 834.10 38.79
6. AMREF project-related liaison

work with USAID Washington 10,750.00 17,867.40 166.21
7. Research data analysis (NFWC,

FP, FLE) 29,155.00 0.00 0.00
8. Office supplies 3,375.00 0.00 0.00

Sub~total, Other Costs 92,620.00 48,554.77 52.42
Total 272,726.64  189,080.52 69.33
Overheads (25.76 per cent) 70,254.38 48,707.14 69.33
Grand Total USIAD Inputs 342,981.02 237,787.66 69.33
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APPENDIX 2

Table A2: Amendment No 2 Budget
and Actual Expenditures on USAID Financed Inputs
for the Three-Year Period 8/83-8/86 in US Dollars

Budget line item Budget Actual Actual
amount expenditure expenditure
8/83-8/86 8/83-8/86 as % of
budget
A. TECHNICAL ASSISTANCE
1. Long Term
Medical Officer 107,010.00 11,590.66 10.83
Sociologist/Aanthropologist 89,175.00 18,009.93 20.20
Community Nurse 37,505.00 19,995.96 53.32
Nutritionist 13,025.00 3,214.69 24,68
Secretary 17,835.00 ®5,948.32 33.35
Driver 5,099.00 2,557.68 50.16
2. Short Term
Consultants 10,415.00 1,243.75 11.94
Enumerators 5,210.00 9,017.73 173.08
Sub-total, Technical Assistance 285,274.00 71,578.72 25.09
B. TRAINING R
1. Ten one-week workshop for 15-20
participants 13,635.00 14,816.33 108.66
2. Development, production and
distribution of teaching
materials and training manuals 14,000.00 3.68 0.03
3. Participation in other
relevant training courses as
Ysource staff 1,735.00 0.00 0.00
4, Staff training (two MCH degree
courses) 43,000.00 37,734.80 87.76
Sub-total, Training 72,370.00 52,554.81 72.62
C. COMMODITIES
1. Station-wagon vehicle 17,354.00 8,125.30 46.82
2. Teaching equipment 5,000.00 0.00 0.00
3. Office equipment 6,360.00 8,123.25 127.72
4, Supplemental FP supplies 3,000.00 0.00 0.00
5. Reference material 680.00 143.67 21.13
Sub-total, Commodities 32,394.00 16,392.22 50.60
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Table 4.2 continued.

Budget 1line item Budget Actual Actual
amount expenditure expenditure
8/83-8/86 8/83-8/86 as I of
budget
D. OTHER COSTS
l. External evaluations 13,975.00 0.00 0.00
2. Vehicle running expenses
($0.45 x 25,000 km for FY2 & 3
and 19,000 km for FY1 36,370.00 3,498.52 9.62
3. Staff travel expenses ($40 per
day x 200 person days) 27,780.00 20,548.55 73.96
4, Reports and technical papers 4,000.00 5,806.20 145.16
5. General expenses (contingency) 3,475.00 834.10 24,00
6. AMREF project-related liaison
work with USAID Washington 17,365.00 17,867.40 102.89
Sub-total, Other Costs 102,965.00 48,554.77 47.16
Total 493,003.00 189,080.52 38.35
Overheads (25.76 per cent) 126,997.57 48,707.14 38.35
Grand Total AID Inputs 620,000.57 237,787.66 38.35
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APPENDIX 3

EXAMPLE OF PARTICIPANTS' SOLUTIONS TO PROBLEMS EECOUFTERED IN MCH/FP/

1.

1.1

1.2
a)

b)

c)

d)

e)
£)

8)

h)

NUTRITION DELIVERY

MCH/FP/Hutrition Workshop hel? at Kibwezi Health Centre
: 3-4 April 1984

FAMILY PLANNING:
Problem

F/P was first Introduced to women without involving men and this
contributes to the resistance on FP from men.

Solution
The sub-chief of every sub-location to hold a "Baraza” where the
men should be told the importance of FP: A male Health Worker

should be the one to teach the men.

Men should form groups through which information of PP could be
given.

Organize a seminar for men alone;
1) for tcaching purposes
11) apologise for the wvay FP was introduced i{i.e. not involving

men.

Any information concerning FP should be given to both husband and
vife.

Men should joiin those groups that deal with FP ianuce

Couples shoul’? completely agree on when they are atarting FP and
go to the clinic together

Posters should be developed which depict the problema of the men
1f they do not practice FP

Recruit more wale F.H.F.E. (Family Health Fleld Educators)



1.3

1.4
a)
b)

d)

e)

f)

8)

1.5

Problem

Traditional teaching on FP 1s no longer practised.

Solution

Parents should start teaching the youth at hone.
Traditional ways of family li{fe education should be revived.
Family Life Education should be introduced in schools

There should be counsellors to prepare thogse who are getting
married on FP

Parents should set up rules and regulations to be followed by the
youth (boys and girls)

Follow traditional teaching ecspecfally for the girls

During school holidays the parents (mother) should teach girls
famity life education

Problem

FP clinics are far from the clients

1.6 Solutions

b)

c)

d)

e)

Community Health Workers to be taught on proper information, and
motivation on FP and be given condoms to distribute

NOTE

General disatisfaction with condoms being distributed i.e. they
are too small, they bust {n action. Men do not like using condons
on their wives.

Mobile clinica should be atarted

Increase FP  gervice delivery points in the Dispensarieas and
mobile clinica

Distribution of contraceptives through village pharmacies built on
harambee baais

Build new dispensarfes and health centres on harambee basis
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1.7

1.8
a)

b)
c)

d)

1.9

1.10

a)

b)

c)

d)
e)
£)

g8)

)
1.11

1.12
a)
b)

c)

Problem

Lack of FP information

Solutien

All the health workers should be given adequate information on FP.
There {8 need to {ncresse the number of Family Life Fducators
Family Planning {nformation should be given in all the "Barazas”
public meetings

All lccal lesc=rs should be involved to inform the community on
the {mportar.. ot FP.

Problem

Mis-information -

Solution

Those who are to give information on FP should be well informed
about FP

One village representative together with the sub-ckief to be given
more information or to be trained on FP so that they can {mpart
this knowledge to the villagers.

The community should be given proper information on what family
planning {8 {.e. child spacing and not Birth Control.

Health workers should have positive attitude on FP
Health workers should have adequate information on FP
Use of local language when giving FF information

There should be uniformity all over the Republic on what is being
taught about FP

Improve health worker/client relationship.

Problem

Problem of giving information on family slanning men
Solution

More information relevant to men to be given in the radio
Posters depicting advantages of FP for men should be used

Organise meetings and seminars on FP for men only.
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1.13

b)

c)

d)

1.15

1.16

a)

b)

c)

d)

e)

1.17

1.18

a)

b)

c)

Problem
Shortage of family planning educators
Solution

Identify a suitable person from community to be trained on FP
education.

F.N.F.E. to be trained through seminars and the majority should be
men,

Recruit more male F.H.F.E.

Local leaders should be trained on FP using relevant visual aids
for them to be zble to impart the knowledge to the community

Problem
Lack of Family Life Education
Solution

There should be family life educators at village level who can be
called at any time to give education

Families to be encouraged to listen to the Family Life Programme
on the Radlio.

Seminars on Family Life Education should be organfzed for the
Community

Personnel from Ministries of Health, education and culture and
social services should be educated on Family Plannting.

Parents should be encouraged to revive family life education
teaching at hoaze

Problem

Fear of modern method; of FP
Solutionsg

Men should use condoms

Couples should have two separate beds

The couples should be taught about Natural Methods of FP
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d)

e)

1.19

1.20

Proper information with the use of visual aids on each of the
methods should be given to the community in order to remove the
fear of use of modern methods.

The community should be taught about the advantages and the
disadvantages of all the methods of FP

Problem
Social Problens

1) Large families
11) Unmarried mothers

Solutions

Large families

a)
b)

11.

Social workers should teach the community the need for use of FP
Parents should teach their children the importance of planning
their families . \

Large families to be visited and be taught the need for FP

Unmarried Mothers

1.21

1.22

a) The urimarried mothers should be advised about FP and should
adopt {t.

h)  All parents should advice and correct all children where
necessary irrespective of whether they are their own children
or for the neighbours

c) Girls should be discouraged from recefving money or'presents
from men. This can be achleved {f the parenta find out from
their chiidren where they got any new thingas that they bring
home.

d) Girla should be taught about FP methods and they ashould have
an accensn to them

Problem
Poor {nterviewing technique
Solutions

a) Health workers should be taught and practice good
interpersonal relationship to the client,

b) Health workers should be taught proper {nterviewing
technique.

c) There shculd be privacy when discusaing FP {ssues with the
clientna.
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1.23 Problem

1.24

2.
2.1

Poor client reception

Solution

a) Health workers should practice good Health worker/client
relationship

b) Health worker should be taught good human relationship

c) Privacy should be availed both in the intervieﬁing and in the
service providing areas

MCH

Problem

Mothers doing very heavy work

2,2 Solu*ion
a) Pregnant mothers should be relieved of heavy work and the husbands
relatives or employed workers should help
b) Pregnant mothers should be Informed of the dangers they are likely
to face when they do strencous work
€) Men should help thefr wives in all home activities
2.3 Problems
Mothers do not get balanced dict
2.4 Solution .
a) * Mothers should be advined on the {mportance of balanced diet using
locally available foods
b)  Mothers nhould be taught the preparation of a balanced diet using
locally avaflable foodn and any other relevant visual aidsg
c) Mothern nhould be encouraged to have kitchen gardens, keep
poultry, goatn etc
2.5 Problen

Pregnant mothern do not attend ante-natal clinic
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2.6

2.7

2.8

2.9

2.10

2.11

2.12

2.13

Solution

a) Leaders and CHW should explain to the people the importance of
ante-natal clinic

b) Husbands should encourage and support their wives to attend the
clinic and give financial support

Problem

Poor home management

Solution

a) Husband and wife should plan their home activities together

b) Men should be clearly informed of their role in home management
and such can be explained during their clan meetings

c) The community should be given information on home management
Problem
Lack of knowledge on the importance of MCH services

Solution

a) Expectant mothers should be informed about the importance of
attending ante-natal clinic as early as possible e.g. at 3 months

b) There 1s need to increase the number of health workers who will
educate the community on the {mportance of MCH gservices

g) Leaders should inform the community the importance of MCH services
d)  Mothers should be informed about the importance of MCH services
Problen

MCH/PP clinics are far

Solutions

a) HMobile clinice should be started where static clinics are not
available

b) Community should be encouraged to build new dispensaries on
havambee basis

Problems

Having more confidence on witch doctors
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2.14

2.15

2.16

2.17

2.18

Solution

a) Local leaders should educate the community on the need to discard
useless taboos

b) The community should be informed about the importance of modern
medicine

¢) Community leaders should discourage witchcraft {n their areas
Problem

Mothers who cannot meet community expectations find it difficult to
attend clinics (ante~natal and child welfare)

Solution

a) Mothers should be encouraged to the clinics no matter how they are
dressed

b) Health workers should accept and appreclate the clients
irrespective of their physical or appearance or the way they are
dressed

c) Social workers should be involved to help the poor and needy

e) Women groups should assist their members when in need

Problem

t

Shor-age of water

Solution

a) Encourage the community to dig wells and construct dams with the
assistance of the staff from the Ministry of Water and other

organizatious

b) The community to initiate self help water projects and seek help
from the government where necessary

¢) Women groups to he encouraged to buy donkeys to carry water for
sale and for their members

d) The community should be encouraged to buy and install water tank
to catch rain water-corrugated iron roofs

a) Planting of tiees should be encouraged ,
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2.19

2.20

3.

3.1

3.2

3.2

3.3

3.4

3.5

3.6

Problem
Lack of Financial and Transport Facilities
Solutiou

a) Communities to start income géherating activities e.g. Poultry,
goat, horticultural farming etc.

b) Mobile clinics should be taken to far off villages

c) Conmunities to construct diqpensaries on harambee basis
NUTRITION
Problem '

Lack of Water

Solution

Lack of Nutrition Knowledge

a) Community should be taught the importance of a balanced diet by
using locally available foods

b)  Agricultural extension workers should teach the community how to
grow and use a variety of foodstuffs.

Problem

Firancial constraints

Solution

a) As for Number "10" under "MCH"

b) Communities to start income generating activities
c) Couples to plan and budget together
Problea .
Distance from clinic is far:

Solution

a) Like number “6" under "MCH"

Problem )

Lact of protein foods

Solution

a) Veterinary officers to advice the community on proper animal husbandry
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3.8

3.9

3.10

4.1

b) Community to be taught alternative sources of protein foods e.g.
beans, pegeon peas.

¢) Agricultural extension workers to teach the community on modern
farming methods

Problem

Famire due to drought ‘

Solution

a)

The community should be taught on good storage facilities
especlally when there is a goad harvest

) Irrigation facilities where posgible, should be utilized

c) Prevent soil erosion

d) Famine stricken areas should be provided with famine relief
Problem

Taboos

Solution

a) The community should be encouraged to abandon bad food habits and

adopt the good ones, e.g. barazas

Group E only:

\
l

Problem

Lack

of qualified personnel:

4.2 Solution

4.3

b

a) The few trained personnel should educate the community and the
community should take action in-achieving the health goal

b) "~ The government should train more personnel

Problem

Equipnent

Solution

a) The few vquipment we have in the country should be handled

’
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4.5

4.6

47

4.8

4.9

properly to ensure they remain {n good functioning order for a
long time.

b) Properly trafned technicfana should mifutaln the few vquipment
araillable

c) Properly trained personnel should be stat{oned tn central medical

gtores, who understands the urgency of some of the enuipment
required {n hospitals ’

d) Central medical stores should order equipments hefore the old
stock {s completely (i{n{shed.

Problem
Space

Solution
The community should seek political assistance to expand the health
institutions -

Problem

Transport/fuel for outreach clinics

Soiution

a) [avolve the community to fuel the vehicles of the out rsach clinatc

where fuel 16 the problem
t

b)  Start statfc services where fipace {n avafiable

¢) Emphasize on the {mportance of regular supply of fuel to the
health {nutitutions

Problem

Teaching aids relevant to local sftuations

Solution

The Ministry of Health should follow up the printing of relevant
posters to each apecific community
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4,11 Problem

Poor interpersonal relationship between health workers and

community
4.12 Solution

Health workers should be educated on humen relations.
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APPENDIX 5

AMREF MCH/FP/Nutrition Project
USAID OPG Family Planning Management and Research

Scope of Work for Mid-Term Evaluation

Introduction

The overall objective of the project 1s to develop means to reduce the present
very high rate of population growth by creating a demand for family planning
(FP) services, especially in the rural areas. FP 1s addressed together with
efforts to improve health and nutrition status of mothers and children,
especially pregnant women, lactating mothers and children under five years of
age. The project enables AMREF to establish and operate an MCH/FP/Nutrition
Unit.

In collaboration with government and relevant non—governméntal organizations
(NGOs), the unit addresses various issues of major concern. During the initial
period priorities have been given to the five key intervention areas, as
indicated in the project document, namely:

1. FP interventions:
0 Community Health Workers (CHWs) and Traditional Birth Attendants
(TBAs) as FP advocates;
o health education and FP supply distribution through rural shops;
o developing and testing a programme for increased knowledge and more
favourable attitudes in FP among health workers;
2. Interventions related to FP acceptance and utilization:
0 integrated project of child survival;
o antenatal and obstetric care.

The aim is to change attitudes and practices related to cli1ld spacing and
family eize, to increase child survival rates and to improve nutrition in low
income households. Improved self care concerning common childhood diseases in
the household is one objective which also includes use of oral rehydration.
Sti1ll another objective is to improve ante-natal and delivery services in the
formal and the traditional sectors and to address breastfeeding/weaning
practices. A

At the end of the three-year project the AMREF unit will hove gained
operational skills and experience in the above mentioned areas. The staff will
be able to identify, start, carry out and evaluate other appropriate
MCH/FP/nutrition programmes and assist the Ministry of Health (MOH) and other
NGOs.

The USAID grant of US$ 620,000 covers 74.9 per cent of total project costs.

AMREF 18 financing the remainder. The detailed terms of the grant are
described in the project documents.
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Objective of the Evaluation

The terms of the USAID grant call for a mid-term evaluation project mid-point.
In actual fact the evaluation is now scheduled after completion of two out of
three ycars of the present grant period.

The main objectives of the evaluation are:

1. . Review actual against planned inputs. Identify causes of delays and their

2.

3.

5.

6.

9.

effects on implementation progreas. Specify courses of action in correct
failures and/or delaysg.

Review actual against planned activities relating to the five outputs
cited in the loglcal framework. Identify causes of any delays or problems
in achieving outputs and specify action taken or to be taken to remedy
problems. Review and confirm contfnued validity of assumptions relating
to attainment of outputs. g

Analyse AMREF's aduministrative and managerial resources to provide
adequate support to the project.

\
Review experiences and results of major activities. Agssess lessons learnt
during {nitial implementation phase of project which migh be applied to
subsequent phasecs.

Review and a:xess project expenditures to date and sufficlency of remain-
ing project funds vis-a-vis remaining planncd activities. "f funding
appears inasuf{ficient to complete remaining project activities, recoumend
project cutputs which might be curtailed w'thout attainment of project
purposes.

Assess costs of selected activites/outputs.

Review and confirm continuing validity of project strategies and
fmplementations plans for remaining period. If indicated, recommend any
alternative project strategies and implementation plana and explain
rativnales for recommendatlions.

From mid-term perspective, indicate overall progress toward achieving
project rurposes, and appropriateness of existing monitoring syatems for
measuring achievement of purpodes. If progreas is less than plauned,
identify reasons for inadequate {mplementation, e.g. delays in providing
inputs, invalid output assumptionas.

If required, produce a revined framework.

Methudology and Timing (Headquarters Office)

Two independent evaluators will be engaged as consultants to carry out this
evaluation with assistance from the project team and the project officer. The
tvo consultants, Ms A. Wolderufael and Dr G. Mwabu, will be covering the
following apecific areas of evaluation:
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1. Ms Wolderufael (Nurse Tutor, MCH/FP Specialist):
o CidWs aad TBAs as FP advocates;
o Increase knowledge and change attitudes regarding FP among rural
health workers;
o Integrated project for child survival;
o Ante-natal and obastetric care.

2. Dr Mwabu (Health iconomist):

Health education and FP supply distribution through rural shops;
Devclopment and establishment of MCH/FP/Nutrition Unit at AMREF;
Ecouomic and financial analysis of all actual and planned strategies;
Assembling and editing final report.

Methods of evaluation will include documentary analysis, interviews,
field visits and participant observation.

The evaluation will take three weekas. Week 1 i{s to be spent primarily in
Nairobi reviewing the framework and tools for evaluation, analysing
reports and documents, and interviewing AMREF headquarters and USAID
gtaff. Week 2 will be spent at the project's key field site, Kibwezi
Divigion in Machakos District. Reports will be written and presented
during Week 3.

Budget (in Kenya Shillings)

36 person/days consultant @ 1,500 54,000
1,500 km road travel @ 5 7,500
12 days per diem @ 6C9 7,200
Supplies, printing 15,000
Miscellaneous and contingency 15,000
Total 98,700

1. Specific arean for evaluation for Ms Wolderufael:

0 to review and asscses the relevance of reference material on training
TBAs, shopkeepers and health staff to obtain stated outputs;

0 to review and assess teaching material and training methods of TBAs
and shopkeepers;

0 to review and assese activities and strategles related to improved
child survival;

0 to review and assess activities and strategies related to improved
overall MCH/FP/Nutrition services;

0 to review and anscas research findings and actual or potential utiliz-
ation of completed research for intervention design and implementation;

o to reviev and assess the need of {mproving/upgrading the MCH/FP/
nutrition activitica to other field oites.

2, Specific areas for evaluation for Dr Mwabu:
o to review and aancns inputn and activitiea health education and FP
supply distribution through local shops;
0 to review underlying assumptions of these interventions with regard to
project purpose;

71



to revicw and assess Project expenditures to date and sufficiency of
remaining project funds vis-a-vis remaining planned activities;

to assegs costs of selected actitivitieBIOutput;

to review progress toward fully establishing the MCH/FP/Nutrition Unit
and toward strengthening the MCH, FP and nutrition components of other
AMREF projects as a result of the unit's work;

to review the present use of project sitea and assess the need for
developing/using sites additicnal to Kibwez{;

to review information and monitoring systems of the unit which serve
for continuing evaluation and provide a basis of eventual impact
evaluation.
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ADDENDUM

MIDTERM EVALUATION
OF
AMREF'S MCH/FP/NUTRITION PROJECT (USAID OGP FAMILY PLANNING
MANAGEMENT AND RESKARCH PROJECT, GRANT NO. 615-0216)
BY

Germano M. Mwabu -
and
Abzba Wolderufael

AMENDMENTS

1) The inconsistent parts of the report

a. The first objective of the project (p.4 and p. 39) was originally
atated as follows:

"To reduce the present rate of population growth in ¥=nya through
creation of an effective demand for PP gervices and to improve the
health status of mothers and children.” This was the overall objective
of the project.

b.  On p. 42 of the report, it 1s concluded that the firat part of the
above objective {as not achievable within the life of the project even
if oniy applied to pilot intervention areas.

c. On p. 45 of the report, we recommend that the first objective of the
project be aimplified by splitting it into several objectives. We
further require that the pew objectiveas be feasible, f.c., be
attainable given the time and resources allocated to the pro ject.

d. On p.43, we conclude that the project management may not change their

logical framework cven 'if they decide to alter objective one as
recommended in (c) above.

The AMREF projezt team, and also the USAID nfficinls concerned with
thia project, have correctly pointed out to us that (d) and (c) above
are {ncompat{ble. In what followa, we indicate the changes {n the
logical framework (in thia case, the flow chart of project activities
in appendix 6 pp. 73-74) that aro fmplied by the changes {n objective
one. Firat we astate explicitly how the overall objective should be
split up. The suggested (aub) objectives are as indicated {n the next

page.

v
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AMENDMENT 1

a. To develop and test (in the field) new approaches for reducing
population growth in Kenya.

b. To improve the health status of mothers and children {n the project
area (l.e. the area in whi~h the new strategies will be tried out)

¢. To create "effective demand*" for FP services in the project area.

* "Effective demand” in this project means willingness to use FP services
that {s backed by ability to use the aervices. Ability to use an FP service
includes knowledge of locatfon of service, Information on how the service {ia
used, accessibility to the service and an ability to acquire {t.
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AMENDMENT 11

Decomposition of the overall objective of the project as indicated in
Amendment I implies the following changes in the logical frcmework (the
flow chart of project activities).*

a. Blocks 1-3 in the flowchart (The blocks are not numbered)

In their present form, these blocks contain statements of the outcomes
of the project. Since the outcomes of the project, as expressed in the
flow chart, are very difficult to assess given the short period of the
project (3 years), the outcomes stated in the bloks ghould be turned
into statements of objectives ¢.8., "Reduced rate of populat!on growth”
should be re~stated as: To develop and field test new apprecaches for
controlling population

growth {n Kerya. The second statement in block 1 should be rephrased
¥a:improve the snclocconomic atatus of certain target groups

This objective ghould be moved from block 1 to block 2. All the
expresaicns {n block 2 should be re-expreassed as sub-objectives e.g.,
the firat statement {n block 2 should be changed to read: To reduce
fertility through child spacing*. The other atatementn {n this block,
and those {n biock 3 shonld be changed aimilarly.

b. The statements contajfned in block 4 may not be changed. The block
contains categories of interventions for achleving the overal)
objective of the project (or the sub-objectives). Some of these
inteventions have alrsady been fmplemented,

C. Bleck 5 mainiy representa specific {ntervention activitics. The phrase
"MCH/PP/Nutrition Unict" (fn the 6th section of the block 5) should be
shiftad from block 5 to block 4.

d. The statements {a block 6 are claborations of and/or additions to the
intervention activities {n block 5. The terma “trained/educated in the
firat row of this block should be changed to read: train/educate.

A

- - o - ———

* In a fcrmal uenae, Zhn chart shown {n appendix 6, pp. 73-74 {a not a
logical framework for thia project. It is merely a sequence of project
activities that are nceded to achieve the overall objective of the project.
"A logical framework {almo known as a legframe) representn a preliminary
plan for action. It {dentifies very clearly the goala and objectives of the
project, the required resourcen and the expected outcomes, and how thone
relate to objectives. The ona thing ft lacks fn a deacription of the
overall procean by which ‘nputs are linked to outputa.” S.N. Blumenfeld.
Operations Renearch Methodn:

A General Approach in Primary Health Care, PRICOR monograph serfies,
ay, 198%, p. 4%.

* The Original statement {s: "Reduced Ferti{lity through Child Spacing”
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